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Executive Summary  

On April 25th, a 7.8 magnitude earthquake struck Nepal causing severe destruction in 14 out of the 

75 districts in the country. Two weeks later on May 12th, another quake of 7.3 magnitude hit, 

worsening the humanitarian situation. 14 districts were severely affected by the earthquake. A total 

of 8,891 people were confirmed dead, 605,254 houses destroyed and 288,255 houses damaged. 

During the height of the emergency, some 188,900 people were temporarily displaced. 

Continuing from Action Against Hunger initial post-earthquake emergency phase interventions, this 

project was designed to conduct psychosocial support and training activities in the districts of 

Kathmandu and Bhaktapur in the area of Kathmandu Valley and in Nuwakot and Rasuwa in the near 

west and north-west of Kathmandu through its implementing partners.  

General Objective: To contribute to the humanitarian assistance and build capacities of local 

stakeholders, health and education actors to provide sustained psychosocial support to the 

earthquake affected population in Nepal; Specific Objective: to improve the psychological wellbeing 

of people in distress with special focus on children and women to cope with their situation, increase 

their autonomy and put in place adaptive behaviours within the transformed living environment. 

The project was implemented through to national and two local Non-Governmental Organisation 

(NGO) partners. 

Evaluation purpose: to capture learning from the response to the post-earthquake recovery response 

Evaluation objectives: to assess the overall performance of the deployment of Mental Health Care 

Practices /Action Against Hunger’s response to the needs of the affected population and identify the 

supporting factors and constraints. 

Evaluation Scope: whole duration September 2015 - 31 of December, 2016 of the project 

Evaluation Timeframe: 28/10/2016 – 10/12/2016 

30 Key informant (KI) interviews were carried out as well as 7 focus group discussions with 

beneficiaries; observations were carried out of staff at work and once during an interview with an 

individual family.  

Findings and conclusions: 

The project Logframe and supporting documentation has some gaps in terms of what the project is 

trying to achieve, how this is to happen, how it is to be measured and what is Action Against 

Hunger’s added value.   

The ambitious range of needs targeted and methods employed made it quite difficult especially for 

inexperienced project staff to get a feel for what was exactly supposed to happen in terms of 

outcome, what progress should look like and whether or not their interventions were succeeding. 

Building local capacity seems to be an important part of the programme design but it is not clearly 

articulated and not well measured.  This means for example that rather than focusing on the 

quantity and quality of capacity built through the cascade trainings, there was a rush to satisfy an 
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overambitious set of indicators for health workers and teachers to hold individual and group 

sessions.  Nevertheless, the project contributed to a significant increase of capacity. 

Overall, the project approach found many ways to be relevant and appropriate for local contexts.  In 

the camps component, over time the interventions make sense to many community members and 

the psychosocial workers (PSW’s) were respected as friends of the community with a shared 

language and culture.   

The project succeeded overall in reaching most of its numerical targets, with over-performance on 

most indicators and underperformance in education. 

With the cascade (Train the Trainer) intervention, the biggest problem was reinforcing, monitoring 

and maintaining the quality of trainees’ interventions with final beneficiaries i.e. pregnant and 

lactating women (PLWs) and children.  Cascade training as employed here is not appropriate without 

significantly more resources and time per trainee at the level both of the master trainer and trainee.  

It is very difficult to ascertain whether such a brief, thin and broad intervention could have had a 

systematically significant positive effect on beneficiaries (schoolchildren and pregnant and lactating 

women), though there is some evidence to this effect. 

The camps component certainly had a significant positive effect on beneficiary families overall.  

There was even a highly significant dose-response relationship in the sense that the longer PSW’s 

worked with a family, the more it improved on average. 

Although efforts were made to adopt a gender sensitive approach, as women were the main first 

point of contact, in line with the project Objectives, the role of men in the family situation (actual 

and potential, positive and negative) was not really in focus.   

Summary of good practices (p. 40). 

 Employing a local expert for the programme manager position  

 Maintaining family data records  

 Inclusion of care practices in the FDP model  

 Involving less experienced Action Against Hunger staff heavily in field level implementation  

 Working within large, established maternity hospitals 

 Mapping existing service providers for referral  

 Providing a tent or other shared area  

 Deploying expert consultants promptly after the recognition of important difficulties 

“Best Practice” (Use of Family Development Programme (FDP) in emergency situations) is in the 

Annex on p. 101. 

Summary of lessons learned (p. 41): 

 Focus on competences of partners and staff 

 Context-sensitive initial FDP assessment tool should be integrated into the pre- post-

intervention assessment  

 Establish a really clear MoU when expert local NGOs are engaged to be involved in delivery, 

training and supervision of difficult-to-learn skills such as psychosocial skills 
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List of recommendations (p. 42) 

1) Evolve the project step by step 

2) Have a clear theory of change 

3) Avoid cascade training of counselling skills unless substantial resources are available 

4) Have a Plan B 
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Background information on the evaluated project 

The context 

On April 25th, a 7.8 magnitude earthquake struck Nepal causing severe destruction in 14 out of the 

75 districts in the country. Two weeks later on May 12th, another quake of 7.3 magnitude hit, 

worsening the humanitarian situation. 14 districts were severely affected by the earthquake. A total 

of 8,891 people were confirmed dead, 605,254 houses destroyed and 288,255 houses damaged. 

During the height of the emergency, some 188,900 people were temporarily displaced.  

The intervention 

As a continuity of Action Against Hunger initial post-earthquake emergency phase interventions, this 

project was designed to conduct psychosocial support and training activities in the districts of 

Kathmandu and Bhaktapur in the area of Kathmandu Valley and in Nuwakot and Rasuwa in the near 

west and north-west of Kathmandu through its implementing partners.  

Funding was provided by: Kindernothilfe (KNH): € 350,000 + € 50,0003. The project was implemented 

from September 2015 to end of December, 20164. 

General Objective: To contribute to the humanitarian assistance and build capacities of local 

stakeholders, health and education actors to provide sustained psychosocial support to the 

earthquake affected population in Nepal; Specific Objective: to improve the psychological wellbeing 

of people in distress with special focus on children and women to cope with their situation, increase 

their autonomy and put in place adaptive behaviours within the transformed living environment. 

Management:  

 Action Against Hunger France, in charge of the technical support together with:  

 Country Office in Kathmandu, in charge of the donor reporting, the technical and overall 

coordination,  

 Field Office in Nuwakot, in charge of the field coordination and the monitoring of the 

implementing partners, involving a Project Operational Team - Project Manager (based in 

Nuwakot), two Deputy Project Managers (one in Nuwakot and one in Rasuwa), two 

monitoring officers (one in Nuwakot and one in Rasuwa). Up to July 2016 there were also two 

additional monitoring officers in Kathmandu valley. 

Implementing partners:  

The project was implemented through to national and two local NGO partners. 

National: 

 Centre of Mental Health Counselling (CMC) – Nepal: a non-governmental organization 

working in mental health and development  

                                                           
3 Granted along with an  5 month extension August, 2016 – December, 2016) 
4 Initially 30 of April, 2016 
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 Voice of Children (VoC): working mainly with children living/working in the street. 

Local: 

 Integrated Tadi Development Society (ITDS) Nepal, based in Nuwakot District and working for 

low income family, women, minority, disadvantaged, youth. 

 Langtang Area Conservation Concern Society  (LACCos), a youth led NGO in Rasuwa 

Project status as of Nov 2016: A five month extension was approved August, 2016 – December, 

2016, primarily due to delays in the Education and Health components. Most of the project’s targets 

have been met and most activities have stopped end of July (Kathmandu Valley) or have evolved and 

are now part of a broader integrated project (Camps in Nuwakot and Rasuwa) on internal Action 

Against Hunger funds.  The still-ongoing activities in this project (until December 2016) are the 

individual and group supervisions of the trained teachers in the schools and health workers in health 

facilities of Nuwakot and Rasuwa districts, implemented by CMC.  

More details of the intervention are provided in the findings chapter on page 15 onwards. 
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Evaluation Background  

 
Evaluation purpose5: to capture learning from the response to the post-earthquake recovery 

response. 

Evaluation objectives: to assess the overall performance of the deployment of Mental Health Care 

Practices /Action Against Hunger’s response to the needs of the affected population and identify the 

supporting factors and constraints. 

Evaluation Scope: whole duration September 2015 - 31 of December, 2016 of the project 

Evaluation Timeframe: 28/10/2016 – 10/12/2016 

Direct users: Action Against Hunger Nepal Field teams, Action Against Hunger Nepal mission 

coordination team and Action Against Hunger –France HQ team. 

Indirect users: Action Against Hunger International Network, others (donors, partner organizations, 

federal, regional and local governments, ministries, UN agencies and Global Clusters, NGOs and NGO 

Consortiums as well as humanitarian learning platforms. 

Evaluation questions: The following specific questions were highlighted in the ToR which have been 

(annexed as a separate document) integrated with standard evaluation criteria (Design, 

Relevance/Appropriateness, Coverage, Effectiveness, Sustainability, Likelihood of Impact6): 

1. Ratio of issues identified vs problems solved through the family development approach.  

2. The accessibility to services through stakeholder and coordination review.  

3. The capacity acquired by the teachers7 to assess children’s distress & identify their specific 

needs.  

4. Partnerships. In the specific context of Nepal, partnerships between International Non-

Governmental Organisations (INGOs) and local NGOs or authorities are mandatory. An 

exception was made during the emergency response, but since December 2015 all the 

activities had to be implemented through local partners.  

 

 

 

 
 

                                                           
5 Refer to the Evaluation ToR (attached as separate document) for details on Evaluation Purpose, Scope, 
Questions etc. 
6 Coherence and Efficiency were not included in the ToR 
7 Actually, a range of educational stakeholders including school directors were included in the training.  They 
will all be referred to in this evaluation as "teachers". 
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Methodology 

As per Action Against Hunger Evaluation Policy and Guidelines, Action Against Hunger adheres to the 

Development Assistance Committee (DAC) evaluation criteria approach for evaluating its projects.  

The Evaluation Matrix (see Annex: Inception Report, p. 60) lists the evaluation questions and sub-

questions (column 1). The columns in the evaluation matrix show the data sources and methods 

used.  

The achieved numbers of evaluation activities are as follows. As some activities involved multiple 

people, the number of interviewees is higher. 

Key 
Informant 
Interview 
(KII): 
Action 
Against 
Hunger 
staff 

KII partner 
leaders 

KII partner 
staff 

KII trainees KII others 

Focus-Group 
Discussion 
(FGD): adult 
beneficiaries 

FGD 
beneficiaries 
(children) 

observation 

7 6 9 4 4 6 1 7 
Table 1. Number of evaluation activities carried out, by type 

Altogether 28 men and 70 women were consulted. There was a preponderance of female 

respondents in all categories except Action Against Hunger staff in Nuwakot Base, partner staff in 

management positions, and other officials, all of whom were mostly men. 

Sources 

Details of sampling can be found in the attached Inception Report, p. 45. 

Key informant interviews 

30 Key informant (KI) interviews were carried out with four different kinds of sources, mostly 

individual but sometimes with 2-3 similar informants together. 

 Action Against Hunger staff,  

 Partners (leaders and staff), 

 Trainees, 

 Others, such as hospital representatives. 

These interviews had essentially the same format.  The list of overall evaluation questions assigned to 

each type of source (see Evaluation Matrix) was used as a guideline for a semi structured interview.  

The order, focus and formulation of questions varied according to the source.  The interviewer 

provided more individualised and specific sub-questions.  There was opportunity to explore and 

develop themes in depth.  Interviews lasted between 40 and 90 minutes. 

Focus group discussions (FGDs) 

7 focus group discussions were held, with groups of 8-15 participants, 40-90 minutes, with adult 

beneficiaries and children.  
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Observation  

Observations were carried out (staff at work; and on one occasion during an interview with an 

individual family).  

Desk Review 

The main sources are these; see complete list in Annex: List of Documents Reviewed, p. 60. 

 Intervention records (Activity Progress Report; APR) – these are of two kinds; a numerical 

spreadsheet with indicator data and also monthly narrative reports.  

 A database in Epi-Info of baseline and end-line scores for beneficiaries of family-based 

interventions. This data has already been analysed and reports are available in PDF but the 

consultant verified these analyses and conducted some additional ones; some additional 

missing information (number of household visits in 2 of the districts) was obtained and 

included. 

 Published literature including comparison with standards (SPHERE8, IASC9).  

 Training reports. These also include some numerical questionnaire data from before and after 

training, which were also analysed statistically. 

Triangulation  

The rows of the evaluation matrix form the subsections of the Findings chapter in the present report. 

So each subsection is written as a triangulation of the findings from each source as indicated in the 

columns of the spreadsheet. 

Limitations 

- Most activities finished several months ago so it was in some cases more difficult to locate 

respondents and their memory of events and interest in the evaluation may be more limited; 

many staff have changed or left. However some key staff are still available.  

- Very limited number of fieldwork days to cover three different project components in four 

different districts and many sites and with a full range of evaluation questions. Risk 

minimization: at least some visits to all 4 districts.  

- In particular, while camps in all districts were well covered by the evaluation, and health 

facilities in Kathmandu Valley, it was difficult to assess actual work in schools and health 

facilities in Nuwakot and Rasuwa, as each visit would require up to a day’s travel. In the end, 

only one actual schools session and one health session were observed in Nuwakot and 

Rasuwa. 

- Difficult to assess the main outcomes (resilience, et cetera) without baseline and end-line 

clinical interview and social assessment. Risk minimization: more focus on activities, limited 

focus on outcomes. Detailed information about changes in families on individual dimensions 

(social, emotional etc.) cannot be expected. 

- Some of the sites are difficult to access, i.e. require journeys on foot. Risk minimization: 

exclude sites which are too remote. 

                                                           
8 The Sphere Project. (2010). Chapter 5.  
9 IASC - Inter-Agency Standing Committee. (2007). IASC Guidelines on Mental Health and Psychosocial support 
in Emergency settings. 
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- The evaluation did not have the time to go into anthropological appropriateness in more 

depth, for example to examine the overlap with traditional healers. 

- Sensitivity of outcome variables (personal distress et cetera). Risk minimization: use 

secondary sources and existing self-report data. 
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Evaluation Findings  

 

Theory of change 

In order to answer evaluation questions on design, relevance, appropriateness and effectiveness, an 

attempt is made here to reconstruct the programme theory of change on the basis of the logframe 

and other documents, in order to understand key project elements and to identify outputs and 

outcomes.   

It has proven to be quite complicated to get a satisfactory overview. 

Looking at the logical framework in the ToR, annexed as a separate document, the program can be 

understood as consisting of three components 

 „the camps component“: the work based on FDP with families in camps leading to result two 

– the pale orange cells in the table below 

 the education and health components leading to results 1 and 3 respectively which both use 

a similar model of cascade training (light blue and light green cells in the table). There were 

also activities in Kathmandu valley (Kathmandu and Bhaktapur Districts) in two hospitals 

(white cells in the table) as part of the health component which did not use cascade training; 

the theory of change is somewhat different but indicators are shared. 

Base District Health 
component 

Education 
component 

Camps component 

Kathmandu 
country 
office 

Kathmandu IP: VoC 
Maternity 
Hospital 

No activities 
planned or 
carried out 

IP: VoC 
Chuchepati and 5 other 
small camps 

 Bhaktapur IP: VoC  
Siddhi Memorial 
Hospital 

No activities 
planned or 
carried out 

IP: VoC 
3 small camps 

Nuwakot 
field office 

Nuwakot IP: CMC 72 health 
facilities 

62  schools IP: ITDS, with training from 
VoC 
Camps: Satbise, Simutar 

 Rasuwa IP: CMC 18 health 
facilities 

37 (initially 41 but 
2 were merged 
and 2 trained 
teachers were 
transferred)  
schools 

IP: LACCoS, with training 
from VoC 
Camps: Bogatitar 1&2, 
Kalikasthan, Naubise 

Table 2. Which project components were implemented in which Districts? Note: IP = Implementing Partner 

What are the mental health, protection and psychosocial needs of the targeted population which are 

addressed by the project? There are many different kinds of need.  The following needs have been 

identified from project documentation including the FDP manual and interview. 

Individual10 psychological needs 

                                                           
10 Of course, there are large social aspects to these „Individual“ needs too. 
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 “Bad feelings”.  These include strong and severe feelings of grief, regret, loss, anger, 

depression and helplessness as well as flashbacks which can lead on the one hand and 

especially (but not only) amongst women to withdrawal and a lack of ability to cope with 

everyday demands, lack of sleep, suicide (Pradhan, Poudel, & Thomas, 2011) but also on the 

other hand and especially (but not only) amongst men to alcohol and drug abuse sometimes 

partnered with violence.  Most respondents agreed that these are real and significant 

problems amongst the target populations since the earthquake which are still an issue for at 

least one person in virtually every respondent family.  Amongst schoolchildren and PLWs, 

the final beneficiaries of the education and health interventions, these problems are also 

present. 

 “Hard cases”.  Thirdly, there is a small percentage of individuals with severe psychiatric 

diagnoses such as epilepsy or schizophrenia who are often not receiving any treatment.  

Although this problem is not mentioned much in project documentation, it was taken very 

seriously by stakeholders in the field.  All three components have had some success in 

finding referral pathways for these people; however, there is no information that the 

prevalence of these problems is connected to the earthquake itself.  

Social needs.  Second and in parallel, almost all families in the target population have some pressing 

social needs 

 mainly earthquake-specific such as loss of shelter, papers and children being out of school;  

 more general developmental needs also influenced by the earthquake such as employment; 

 problems within family and neighbourhood systems including violence within the family and 

gender-based violence; 

 previously unrecognised needs to improve care practices including breastfeeding; 

 the PLWs have additional very specific needs, for example to secure support within their 

family and neighbourhood networks and to find affordable sources of medicines. 

 

Figure 1:  high-level Theory of Change 

http://theorymaker.info/?permalink=acf-high
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Here (Figure 1), an attempt is made to present an overview of a possible theory of change for the 

project.   

The needs are presented in this diagram in the orange boxes.  There are of course many different 

kinds of links and reinforcement paths between these needs and capacities, only some of which are 

shown.  Some of these needs have been increased by the earthquake whereas others such as care 

practices and general developmental issues like employment were also pre-existing.   

The project logframe specific and general objectives imply that resilience, positive coping and 

adaptive behaviours are a means by which beneficiaries may themselves improve their situation and 

meet their own needs (although this dynamic is not visible at the indicator levels of the logframe); 

hence the arrows from „resilience“.   

In Figure 1, it is also assumed that the project acts exclusively to increase the capacity of local service 

providers, hence the single arrow from „project inputs“.  Capacity of local stakeholders is mentioned 

in the general objective but not in the specific objective and is also not well covered by the indicators, 

which only address receipt of training rather than for example increase in health worker skills.  

However, „capacity of local stakeholders“ begs an important question as in fact Action Against Hunger 

staff in the field were themselves active alongside partner NGOs and have certainly increased their 

capacity as a result of the project.  So arguably, Action Against Hunger staff could themselves be 

understood as included here as present and future service providers.   

Ideally, as suggested in the FDP model, the project would work primarily by improving beneficiaries' 

own adaptive behaviours i.e. their ability to help themselves.  However in practice, given the 

emergency setting (and difficulty people with low literacy levels had with administrative procedures) 

in most cases service providers also intervened directly in partnership with beneficiaries to try to meet 

beneficiary needs, hence the additional arrow from service providers to needs. This direct help may 

also in turn have contributed to beneficiaries' ability to help themselves later. 

The „higher-level“ concepts or „outcomes“11 – these are sometimes implicit and somewhat vague in 

the project Logframe – autonomy, resilience, coping skills, well-being & adaptive behaviours etc. In 

Figure 1, wellbeing is understood as a synthesis of needs having been met rather than as a further 

variable which is literally caused by those outcomes and could be independently measured, whereas 

adaptive behaviours are understood as a separate variable, both desirable in itself and also as a means 

to an end, as implied in the Specific Objective.  However, there are scarcely any indicators for these 

„higher-level“ concepts in the Logframe.  

In short, all four of the boxes in Figure 1 – from local capacity through adaptive behaviours to 

mitigated needs – could all be considered valued outcomes under the General Objective. 

                                                           
11 In these one of the logframe items, the word „benefit“ is used: „fathers benefit from... „ whereas in other 
similar items, only participation is implied. This is taken to mean only that they attend, learn, and therefore 
contribute to the Result (PLW better care for their children ...) e.g. by supporting the women, rather than they 
themselves benefit, in which case this would also count as an outcome. 
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In the remaining four models, below, an attempt is made to show more specific theories of change for 

the individual components.  These models represent a combination of planned activities according to 

the Logframe and stakeholders' actual understanding of the project as revealed in interview. 

The numerical („output-level“) indicators in the logframe such as numbers of trainings and numbers 

of children reached are relatively clear and data for them is assessable via project records.  They are 

displayed here as additional text within the boxes in the four models.  The models show that the 

indicators are somewhat patchy in the sense that some important elements are not covered.  The 

specific needs addressed are shown with bright orange boxes.  

 

In this model, it should be noted that only two hospitals were involved but the indicators are shared 

also with the health component outside Kathmandu Valley, see below.  Outside Kathmandu Valley, 

below, a cascade training model was used as with the education component.  As the cascade system 

was quite complicated, this model – like the others here - is a simplification.  For more details on the 

cascade system, there is a dedicated Annex on p. 97. 

 

http://theorymaker.info/?permalink=acf-plw-kv
http://theorymaker.info/?permalink=acf-hw
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A similar cascade system was used in the education component.  While the indicators only measure 

dedicated additional sessions held by teachers, teachers were also encouraged to be more aware of 

and sensitive to individual needs in their daily interactions with their children. 

 

This final model represents work with families in camps in all four districts.  Improved adaptive 

behaviour has been included as a putative additional outcome, although there was not much mention 

of this in field interviews.  Possible effects of this variable in mitigating family needs (i.e. arrows from 

„Adaptive behaviours“ to the individual orange boxes) have not been shown. 

 
  

http://theorymaker.info/?permalink=acf-schools
http://theorymaker.info/?permalink=acf-camps
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Design  

Overall comments on design 

The project Logframe and supporting documentation has some gaps in terms of what the project is 

trying to achieve, how this is to happen, how it is to be measured and what is Action Against 

Hunger’s added value.   

The ambitious range of needs targeted and methods employed made it quite difficult especially for 

inexperienced project staff to get a feel for what was exactly supposed to happen in terms of 

outcome, what progress should look like and whether or not their interventions were succeeding. 

Reservations on the cascade / Training of Trainers (ToT) approach  

Building local capacity seems to be an important part of the programme design but it is not clearly 

articulated and not well measured.  This means for example that rather than focusing on the 

quantity and quality of capacity built through the cascade trainings, there was a rush to satisfy an 

overambitious set of indicators for health workers and teachers to hold individual and group 

sessions.  (Nevertheless, the project did in fact contribute to a significant increase of capacity.) 

With the cascade intervention, the biggest problem was reinforcing, monitoring and maintaining the 

quality of trainees’ interventions with final beneficiaries i.e. PLWs and children.  Almost all 

respondents agree that the training provided to teachers and health workers was an absolute 

minimum in duration, especially given that time available was much reduced due to negotiations 

with authorities and other difficulties,  and not really enough to enable them to autonomously carry 

out psychosocial interventions.  Four supervisors provided by CMC did not really have time to 

support such a large number of trainees scattered over such a large area, and, in spite of receiving 

some field supervision and monthly meetings in Kathmandu, could themselves have benefited from 

more support and supervision.  Facilities in Nepal can be really difficult to access.  Visiting a single 

school or health post can take a whole day.  This means a supervisor spends far more time travelling 

than actually helping trainees with on-the-job supervision.  These shortcomings are mainly due to 

the fact that the targeted number of activities and beneficiaries was too big for the available budget 

(although they were revised substantially downwards to more realistic figures). Jordans et al. (2003) 

discuss counselling training in Nepal; their recommended training course for para-professionals 

lasted five months and did not involve a cascade approach as it “requires advanced clinical 

experience in order to effectively train others” (ibid, p. 59). To some extent this reservation depends 

to a large extent on how ambitious are the interventions to be delivered – what layer of the IASC 

MHPSS pyramid12 is to be addressed (from basic all the way to specialised services). For very simple 

interventions, it is indeed possible in principle to use cascade training; however, training and 

supervising even very simple interventions is not itself a very simple task. Cascade training usually 

requires that the trainers already have some previous experience in training (ibid, p. 85). 

                                                           
12 IASC - Inter-Agency Standing Committee. (2007). IASC Guidelines on Mental Health and Psychosocial support 
in Emergency settings, p. 13 
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Was the project designed and delivered in a way that considered the needs and 

addressed the vulnerabilities of both genders, different abilities and ages, right 

through the project? 

Camps/FDP 

In accordance with the Specific Objective, the main representatives of each family for the FDP work 

were mainly women. It was difficult for many men to participate because they tend to be out 

working until the evening.  Some men were involved through discussions held for men on Saturdays. 

Usually it was women who were identified as most subject to “bad feelings” and as such they 

benefited most from this part of the work as they were most often present at the meetings.  The 

social needs outlined on page 15 involved both genders.  However it was difficult to involve men in 

awareness sessions on issues like savings and education, which tend to be the domain of women it 

where the involvement and interest of men could be useful. Some small interventions and 

livelihoods were also made and these tended to involve both genders.  However, women are 

traditionally restricted in their mobility by husbands and other family members.  This is a limitation 

on the ability of women to earn which was difficult for the program to address.  While aggression 

and gender-based violence, often associated with alcohol and drug use, was identified as a serious 

problem in many families, it was mostly very difficult to really address.  The most frequent course of 

action was to refer the offending males to the local police who seem to have a remarkable success 

rate.  Their response, though sometimes including referral to rehabilitation centres, probably 

included beating the men up.  

The programme was successful in specifically identifying and working with vulnerable older people 

within families.  However, it did prove difficult to work with a few relatively isolated older people 

who had lost their spouses. 

The camp communities seem to accept persons with disabilities and chronic illnesses, several of 

whom attended the focus group discussions, making it easier for the PSW’s to identify and work with 

them. 

Education & Health 

Although beneficiaries were mostly female, and so were the direct implementers, whereas the 

higher-level partner staff were mostly men. Obviously, the PLWs were all female – smaller numbers 

of men were reached, mainly in Kathmandu valley, as husbands / support persons of the PLWs.  

Analysis of pre-post data from the cascade training courses shows a remarkable equality between 

women and men.  Although men are more likely to have senior positions in both education and 

health, seniority is not related to either pre-test or post-test knowledge, so gender imbalance in 

seniority therefore does not change the basic result that women and men are almost identical on 

pre-test and post-test scores, see Annex: Statistical analysis of FDP data, p. 66.  

Was Action Against Hunger successful in selecting competent local partners for 

project implementation?  

The Nepalese government has quite strict policy that international NGOs may only implement 

projects in Nepal via Nepalese NGOs; this requirement was relaxed somewhat just for the few weeks 
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following the earthquake.  This meant that for this project, it was necessary to work through 

Nepalese NGOs, even though Action Against Hunger had been intervening directly in the weeks 

preceding it.  This challenging transition proved difficult for Action Against Hunger.   

The four Nepali NGO partners were of two kinds: the two national NGOs, Voice of Children and CMC, 

and the two local NGOs in Nuwakot (ITDS) and Rasuwa (LACCOS).   

The national NGOs, in particular VoC, have considerable background and history in psychosocial 

interventions and are in principle capable of implementing this kind of project on their own, at least 

in Kathmandu Valley where they are based.  This meant that the kind of gradient of expertise going 

down from a western capital to a national office to a national NGO and then to the field, which is 

most familiar for, and often assumed by, this kind of international cooperation, was not perceived as 

present, especially at the start by the national NGOs.  Role confusion resulted; on the one hand, 

Action Against Hunger contracted the national NGOs as experts while on the other hand they had a 

duty to guarantee and monitor their quality.  In many cases, the national NGOs felt that Action 

Against Hunger’s comments to them were unnecessary or lacking in expertise, especially initially; 

and when Action Against Hunger really did have something to say, it was difficult for them to get the 

message across. This situation did improve as the project progressed. 

This confusion over roles was also connected to the fact that the national NGOs felt that Action 

Against Hunger’s communication was often unclear, especially in the first half of the project. 

The “national” NGOs unfortunately did not have field offices in Nuwakot and Rasuwa, which made 

cooperation more difficult, and led again to the need for Action Against Hunger staff to also be 

involved in supervision of trainees. In the medium term it would make sense to look into ways to 

expand their presence outside the capital. 

The introduction of care practices into the FDP process helped Action Against Hunger to be accepted 

by the national NGO partner as possessing the relevant expertise. 

The two local NGOs on the other hand had no significant experience of psychosocial projects.  

Cooperation and communication on basics like bookkeeping and project reporting took several 

months to establish satisfactorily.  There were some significant problems like delays in PSWs being 

paid. Going forward however, they were indeed competent to fulfil the basic and important function 

of employing and facilitating the PSW’s.  They were also expected to cooperate on a more technical 

level in the sense that psychosocial reporting using the quite complicated FDP forms also took place 

in the offices of the local NGOs, and this took considerable effort. 

What problems have been faced and how were they addressed? What changes 

could be made to mitigate risks and improve effectiveness of partnerships? 

Partnerships 

Some problems around cooperation with Nepalese partners have been mentioned above.  With the 

national partners, according to them and to a lesser extent also to ACF staff, it was difficult for 

Action Against Hunger to demonstrate clear technical superiority and added value to national NGOs 

mainly used to implementing projects themselves, with INGOs involved only as remote donors.  
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Action Against Hunger’s specific expertise on care practices, which was unfamiliar terrain for Voice 

of Children, was on the other hand welcome.  

Staffing 

There was a significant problem with fluctuation of international staff, mainly because they were 

only allowed short-term visas.  Action Against Hunger had little control over this.  This was 

particularly problematic as it was their role to bring in high-level expertise.  In the end, a well-

qualified Nepali national was employed as the last and most recent programme manager at 

Nuwakot base, a solution which seems to have been very successful.   

Relationships with government 

Action Against Hunger, in common with the other INGOs, found it a challenge to coordinate with 

national and local governments.  For example, district education offices queried the choice of 

implementing partners and wanted to include their own programme on pedagogy into the 

programme.  However, Action Against Hunger and partner staff seem to have been persistent, and 

working relationships have been established. 

Timing 

There were a number of significant delays, most importantly towards the end of 2015 when a severe 

fuel shortage made it difficult to implement any activities.  There was also a delay of several months 

during the implementation of the cascade trainings for education and health due to difficulties with 

the District Education Office and contractual difficulties between Action Against Hunger and CMC.  

The usual extensive Nepalese holidays also reduce the number of days available for activities. 

These and other problems were recognised quickly by Action Against Hunger (referring to the 

monthly reports).  While some are unavoidable, the biggest criticism would be that partnership 

problems with the national NGOs, while understandable and genuinely challenging, could have been 

anticipated and mitigated earlier. This happened during the delay in appointing a Head of 

Department (HoD), due to visa issues, which made it more difficult to mitigate and respond. 

Difficulties with delivering the FDP model 

Delivering the FDP model proved very challenging especially in Nuwakot and Rasuwa.  The mostly 

young and inexperienced PSW’s found it, not surprisingly, very challenging to walk into camps for 

internally displaced persons (IDPs) and try to get families to participate in a model of assistance 

which initially seemed somewhat foreign to them and without being able to provide any material 

incentives in a context where many agencies were giving out material help.   

Partner staff member: Many beneficiaries kept coming because they thought sooner or 

later I will get some kind of material handout like food, don't forget that most other 

organisations were giving out material support13. 

                                                           
13 These highlighted sections are direct quotes or paraphrases (audio recording was not used). They are 
attributed to a member of a group of respondents but are not directly attributed to named respondents as 
agreed at the beginning of each interview. 
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Their work conditions were very challenging, working six days a week14, five of them in camps mostly 

without any kind of base or office for privacy or to take a break.  Many found it very frustrating to 

not be able to help families in dire need more concretely and also felt out of their depth try to 

conduct individual sessions.  It was also stressful to be rejected or misunderstood by some families.  

These are classic conditions for professional burnout (Maslach & Goldberg, 1999).  Although they did 

receive extensive support and supervision, this was mostly focused on workflow and difficult cases 

rather than on their own professional challenges and development.  In the opinion of the evaluator, 

it is essential that for the sake of their own mental health as well as their professional development, 

staff in these kinds of contexts receive professional supervision, i.e. including counselling to reflect 

on and integrate their own feelings and frustrations. 

PSW: in the first month the beneficiaries used to just cry.  It was very difficult. 

Did Action Against Hunger continue to monitor, manage and support local partner 

organisations to ensure they helped the beneficiaries as much as possible? Did15 the 

project monitoring system support staff and partners to be more effective? 

Action Against Hunger monitoring officers were very present in the field.  See the Reservations on 

the cascade (ToT) approach on p. 21 and the difficulties Action Against Hunger had to monitor and 

supervise national partners who had overall broadly similar levels of expertise. In the Nuwakot and 

Rasuwa camps, there was a clear gradient in expertise from the Action Against Hunger monitoring 

officers to the young PSW’s placed in less experienced local NGOs, and the monitoring worked well.  

This was also backed up by the visit of two consultants from March-July 2016.  

In the Kathmandu Valley camps, although there were some problems between VOC and Action 

Against Hunger, the quality of the work was generally agreed to be good in any case. 

NGO staff member: So Action Against Hunger also provided monitoring officers to 

monitor the work of VOC and VOC say that to be frank, these monitoring visits were 

sometimes useful and sometimes not.  

See also the reservations on the cascade approach, see  Reservations on the cascade / Training of 

Trainers (ToT) approach, p. 20. 

The project teams invested considerable energy in collecting accurate data a) before and after the 

training courses for the health and education components in Nuwakot and Rasuwa, and b) in the 

context of the highly structured FDP interventions in camps, which also includes pre-and post-tests; 

and some analyses were made of this data including pre-post comparisons.  However, the available 

data is very rich and some more wide-ranging analyses could have given useful more feedback to the 

teams. Some initial findings from the analysis carried out for this evaluation: 

 The project assessed the different camps as having very different profiles of needs and was 

able to adapt the kind of work done accordingly. 

                                                           
14 This is normal in Nepal 
15 This question has been moved here from the „Effectiveness“ section as these two questions are very similar 
and can be dealt with together 
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 The total number of problematic domains differ so substantially between camps and PSWs 

that it is likely that this reflects a difference in assessment style and context as much as it 

does real differences between camps. 

 The total number of home visits carried out depends on district & PSW and on the number 

(but not the nature) of problems at initial assessment. 

 

Limitation of this evaluation regarding the impact on health and education trainees 

(and beneficiaries) in Nuwakot and Rasuwa 

A significant limitation of the present evaluation, as noted under Limitations on p. 13, is that there 

was not enough direct data on the impact on larger numbers of trainees (due to the difficulty of 

reaching them and to the fact that the training was only really coming to scale around the time of 

the evaluation). Some project staff report that more significant positive impacts on the trainees and 

their surroundings are indeed appearing, and not only on trainees’ specific skills but on their 

understanding of their own role and competence, something which would be well worth 

investigating in a few months’ time.  

Relevance/ Appropriateness 

Is the assistance provided by Action Against Hunger and its partners appropriate to 

the mental health and protection needs of the affected population?  

The main types of need (a synthesis of project documentation and stakeholder interviews) are 

outlined on p. 15.  

The project addresses a very wide range of different needs with a wide range of different 

interventions.  To some extent, the targeted needs differ for the different components as shown in 

the diagrams following page 15. The identification “psychosocial” is understood by most to suggest 

first and foremost the targeting of individual psychological problems (“bad feelings” and “hard 

cases”), albeit embedded in a social context, to be addressed by, first and foremost, individual and 

group conversations with a counsellor.  At the other end of this long scale are the interventions on 

care practices.  At least the inclusion of FDP as a well-structured (if not over-structured) programme 

brought some necessary clarity to the camps component; FDP as practised in this program can best 

be thought of as structured social work with a counselling component, an approach which seems 

well suited to the needs of camp residents.  

Most respondents accepted that there are very many people affected by the earthquake still 

suffering acute and chronic psychological distress and that this is real and painful.  This is in spite of 

the fact that there is little explicit recognition of psychological distress within the Nepalese culture: 

the Ministry of Health does not yet have any focal point for mental health issues of any kind, not 

even including psychiatry, and spending on mental health is very low (Jordans et al., 2003). 

Health facility staff member: As a citizen of Nepal, the pain is not gone.  Psychological 

pain is not gone. It is a very miserable silent problem. 

However, almost all respondents classified “bad feelings” as significant but secondary needs as 

opposed to primary needs such as shelter and employment (and perhaps “hard cases”) which they 
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expect to take precedence, which would suggest that FDP was the right kind of response in principle.  

To compound this, most are not convinced of the effectiveness of psychological or psychosocial 

counselling and are not clear what kind of intervention might really help.   

Health facility staff member: If a child is screaming in the night (because of the 

earthquake), it might be simpler and more effective to give them a toffee.   

Health facility staff member: Counselling is like a cake when we need bread-and-butter 

 
There is more understanding of the efficacy of “talking” issues where talking is not just reflection or 

expressing feelings but also a way to address problems as for example with family violence.  This is 

especially important in Nepal where women are used to hiding their problems.   

Almost all respondents agreed that there is a pressing need for referral effective of “hard cases” 

which all program components had some success in meeting, in spite of the difficulties of finding 

appropriate referral services especially outside Kathmandu. 

Education & Health 

From the perspective of local government, the education and health components in Nuwakot and 

Rasuwa are directed almost exclusively at screening and referring “hard cases”.  The trainers and 

trainees in these components also hope that they can help with “bad feelings”, but the mechanisms 

by which this would happen do not seem completely clear.  While the most appropriate response 

might be simply an increased client focus and attentive listening by teachers and health workers in 

their daily work, the programme Logframe does focus exclusively on holding dedicated group and 

individual psychosocial sessions, which are probably less appropriate especially when held under the 

explicit rubric “psychosocial” (“manosamajik”), and especially as it does not capture on the one hand 

some additional and more appropriate activities conducted by the teachers nor on the other hand 

improvements in attitudes for example towards corporal punishment. 

In Kathmandu Valley (and to a lesser extent outside it), the health component was primarily directed 

at some of the “social needs” identified above, and was certainly relevant.  As throughout the 

project however, these needs were perceived by both the beneficiaries and hospital management 

and staff as very much secondary to primary needs around basic perinatal medical services, which is 

somewhat reasonable given their very limited resources and the size of their workload. The project 

may have contributed to an increased understanding of psychosocial needs amongst staff, but 

evidence for that at this early stage is limited. 

Camps/FDP 

The types of need outlined in section Theory of change on p. 15 are generally well assessed by the 

FDP tool, which also assist in planning appropriate interventions. 

Beneficiaries and other respondents do confirm retrospectively that care practices are important 

and were in need of improvement even though they would never have been identified as pressing 

needs before the commencement of the programme. 

Some respondents said that the FDP process was too complicated for the time available. 
It also initiates what seems to beneficiaries like a long-term relationship.   
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NGO staff member: You have to gain rapport with people, become like their friend or 

neighbour, people are not used to the idea that you are going to leave again. 

 
The most successful and efficient modus of work in FDP was to refer people to the right care 

providers and people and organisations who can help them. 

There was very high acceptance of the care practices intervention. 

Action Against Hunger staff member: You would think that mothers would know what 

to do with things like breastfeeding, but they are young and busy and really they do not 

now.  Some of the mothers are very young. 

In particular, did Nepalese experts influence and help adapt the approach to make it 

more appropriate for local people? 

Yes, there was significant input from the two national NGOs into both the design and delivery of the 

programme.  Local government also influenced the education and health components. 

Which parts of the project have been the most appropriate for local people? 

Camps/FDP 

The FDP process was successful in identifying and addressing immediate needs like overcoming 

obstacles to getting children back into school. 

It was important for beneficiaries that the PSWs in the camps were Tamang, i.e., they could speak 

the language and understand the culture. 

Care practices is an addition but a welcome and simple and tangible one, something which is 

relatively simple to learn and adopt but fitted well into an imperative to be a good mother / good 

parent.  

Parents were appreciative of toys and play activities for children especially because the camps can 

be quite dangerous places and otherwise children might be playing in trees on the road. 

Education & Health 

In Kathmandu Valley, the project was placed within two large hospitals, initially within tents, offering 

not only counselling for PLWs but also play activities for children.  This was a visible intervention 

which made sense to beneficiaries as addressing important secondary needs.  

Which parts of the project have been the least appropriate for local people? 

Camps/FDP 

The gender composition of the PSW teams was much discussed (so this point comes under both 

“most appropriate” and “least appropriate”).   

Advantages of teams of two women: 

 finding accommodation is easier  
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 most of the work addressed female household members first and foremost, for which 

female PSW’s were felt to be more appropriate 

Advantages of teams of one woman and one man: 

 it is probably safer to have a man in the team 

 men were more likely to feel invited and welcome 

 organising fathers groups is much easier  

 it is easier and more effective to address marital difficulties and alcohol and gender-based 

violence  

Education & Health 

Offering dedicated “psychosocial” groups and discussions did not always fit well into existing 

education or health practice.  Holding dedicated groups for husbands of PLWs is an approach almost 

unheard of in Nepal; nevertheless the targets were exceeded. 

Coverage 

Who did the project identify as the most vulnerable group or groups? Has this group / 

these groups benefited the most from Action Against Hunger’s assistance?  

Camps/FDP 

The FDP procedure has a clear and fair methodology for identifying which families to work with.  In 

fact, nearly all the families were identified as being in need.  Especially in the smaller camps, the 

PSW’s had enough capacity to be able to work with the majority of families.  Camp leaders also 

assisted in identifying at-risk families.  Especially in Kathmandu, a percentage of tents in camps are 

maintained by non-resident families purely in order to be eligible for various forms of aid, and that 

there is a larger percentage for which some members of the family are usually resident but there is a 

lot of transit between the camp and accommodation outside it.  The project teams had a close 

enough relationship to the camp residents to be able to see through and understand these kinds of 

arrangements. 

Action Against Hunger staff member: It is important to say [to families] very clearly at 

the start the objectives of FDP, to manage expectations.  People used to say, the other 

organisations give us rice and at first, people did not come, but then people saw that 

other families where being really helped by FDP.  The process needs time. But of course 

there is a small proportion of families which will just refuse any help.   

A minority of the families proved to be very difficult to work with and little progress was made with 

them. Overall, the project was able to help the most vulnerable families, mainly working through 

female beneficiaries and often having less success with male family members and/or around 

problems with alcohol and violence.  Given the resources and expertise available to the programme, 

it was probably, sadly, wise to give up on some families. 

Health 

In Kathmandu Valley (where the component was placed exclusively within hospitals), there were 

essentially two types of PLWs: women from nearby, and those referred from further afield with 
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higher-risk pregnancies; these were more likely to be socially isolated, more likely to stay for several 

days, and more likely to come with their husbands.  Project staff were able to identify and take 

special care to work with this latter group. 

For Nuwakot and Rasuwa, this question must be considered in the light of reservations vis-à-vis the 

effectiveness of the cascade model, see Figure 1 on p. 20.  Some trainee staff did refer so-called 

“hard cases” for psychological care.  Otherwise, the intervention was seen as a general, light, 

support to the general population of PLWS. 

Education; The capacity acquired by the teachers to assess children distress, identifying 

their specific needs16?  

It is possible that due to the training some teachers have somewhat increased their skills to identify 

children’s distress.  However, this identification is likely to be strongly confounded with whether or 

not the children has educational / learning problems and/or is disruptive in class; factors which are 

often related to, if not the same as, psychosocial needs per se.  It is unlikely that the majority are 

able to accurately identify children specifically in need of psychosocial counselling, or that the 

training has had more than a minimal impact on this ability.  However, it is possible that teachers 

have been encouraged in general to listen a little bit more closely to their children, inside and 

outside the classroom, and there is some evidence that this change of attitude may be spreading to 

peers. See also Limitation of this evaluation on p. 25. 

Did the way the project prioritised different places, camps etc, including use of 

partnerships make sure that the largest numbers of vulnerable people were helped? 

How could this be improved? Were the services available, accessible, and did 

potential users know about them? 

Camps/FDP 

The intervention in the camps was sustained over several months so most potential users were 

aware of the services and just about any family with appropriate needs could join.  Over 500 families 

were included.  

Education & Health 

The selection of facilities for inclusion in the cascade model was essentially decided by the district 

health and education authorities. Because of overlap with another project, the choice of Village 

Development Committees (VDCs17) was rationalised during the project. As discussed in the section 

Design on p. 20, the intervention in Nuwakot and Rasuwa was ambitious in attempting to reach large 

numbers of schoolchildren and PLWS but was too “thin” and short to expect any measurable 

average impact on individuals at this time.   

In Kathmandu Valley, health staff were constantly reaching out to identify and include potential 

beneficiaries – PLWs and also their children and husbands.   

                                                           
16 This question has been moved from the Effectiveness section; the material fits better here because it relates 
closely to identification of vulnerable groups. 
17 the administrative level in Nepal below the District 
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Effectiveness 

In the next subsection, project performance against planned indicators will be reported.  However, 

on page 15 it is argued that there are some project outcomes implied but not made explicit in 

project documentation for which there are no indicators but which nevertheless could and should 

feature under the heading of effectiveness.  Most important is the capacity of local stakeholders – 

the only relevant indicator is number of education and health trainees receiving the planned 

training.  However, there are more categories of project staff, not included in the outcome 

indicators, who received a more substantial and significant boost to their capacities.  The camps 

component included approximately 18 PSWs, most of whom received substantial hands-on training 

from Action Against Hunger/VOC staff.  These are mostly enthusiastic young women who have 

completed university education and who are interested in and identify with work in psychosocial 

fields.  Many of them say that the kind of extended on-the-job training and coaching they received 

may turn out to be career defining and life changing. A similar point can be made about the PSWs 

who delivered the health component in Kathmandu Valley and the PSWs engaged by the local NGOs 

in Nuwakot and Rasuwa.  Further, the cascade training included 4218 ToT trainers who did at least 

receive a few days more training than their trainees, finally there were the five psychosocial staff 

engaged by CMC in supervisory roles.  At least some of these different groups of people will continue 

to work in psychosocial sectors in Nepal and apply what they learnt in this project.  Finally, the 

monitoring officers (and deputy programme managers, which is a newer post) engaged directly 

within Action Against Hunger have received an even more substantial boost to their careers.  

Traditionally, impact on internal project staff is often not considered eligible as a project outcome.  

Yet if many of these highly engaged and competent young people remain in the psychosocial field it 

will be a benefit to Nepal in the spirit of the project global objective. 

The following sections draw on data from the monthly APR reporting spreadsheets.  Cumulative data 

for July 2016 was combined with data for September and October.  (The health and education 

components have continued whereas the camps component had already finished.)  Data for 

November and December is not yet available19. 

Did the project achieve the numbers that were planned e.g. Number of beneficiaries 

helped? 

Camps 

This component vastly exceeded its numerical targets, most strikingly the numbers of parents 

participating in group discussions which were nearly 4 times what was planned.   The number of 

individual family counselling sessions also exceeded its target, by 50%.  Children were involved in a 

large number of group activities.  

Education & Health  

In spite of delayed roll-out in Nuwakot and Rasuwa, the Health component actually exceeded targets 

mainly because of over-performance in Kathmandu Valley, where cascade training was not used but 

just a few PSWs worked very intensively in large hospitals. Some targets were revised upwards. 

                                                           
18 Of whom, 14 went on to provide cascade training at district level 
19 At the time of completion of this evaluation report, there was still some remaining unclarity about the 
details of target achievement in the Health and Education components 
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However the same cannot be said of the education component, which has overall underperformed, 

with some targets revised substantially downwards. The schools component was not in fact 

implemented in Kathmandu valley at all. However, under-performance in Nuwakot and Rasuwa on 

most parts of the cascade model is in any case overshadowed by more strategic reservations on the 

cascade training model and the meaningfulness of the targets themselves, see p. 20. 

See also the statistical analysis of the trainings on p. 87. There is a statistically significant 

improvement from pre-test to post-test, i.e. the trainees improved on their knowledge of the target 

material; this improvement is not significantly different between men and women. The trainings 

were useful also for senior staff: neither pre-test scores nor improvement is significantly different 

between more senior and more junior staff members. However, trainees with better pre-test scores 

do not benefit as much; some with the highest scores do not improve at all. Nearly all trainers have 

positive results, but some are better than others and some cope better than others with trainees 

with high scores at pre-test.  

 

Did the project help beneficiaries to become more resilient, better able to cope with 

problems, etc. – skill & knowledge (life skills etc); economically, socially, 

emotionally? Did20 it help them improve their wellbeing? 

Camps/FDP 

Analysis of the FDP data provides some answers to this question; for details see the statistical annex 

on p. 66. 

This data comes primarily from FDP data stored in Epi-Info. There were four sets of data, one for 

each district, which have been combined for the purposes of this analysis. The data was then 

transformed to join up pre-test and post-test scores for each family on the Family Progression Tool 

(ABC) test for FDP scoring. Additional data on number of family visits was not recorded for 

Kathmandu Valley. Some additional data was provided by VoC but this is incomplete.  This means 

that the pre-post analysis are mainly conducted with data from Nuwakot and Rasuwa and so these 

findings may not generalise completely to Kathmandu Valley. 

Data from 547 families is available at pre-test, and approximately 376 at post-test. 

A larger number of home visits is highly significantly associated with a better actual improvement 

between pre-and post-test scores. Score on the ABC scale improved from pre-to post-test in every 

camp, but the improvement differs a lot between PSWs. 

It should be pointed out that although the pre-test post-test improvement is statistically highly 

significant, highly unlikely to happen by chance, this does not mean that the actual size of the 

improvement was clinically relevant, i.e. was it a real life change of meaningful magnitude.  In fact, 

                                                           
20 This question was added after the completion of the inception report, during the fieldwork, as otherwise this 
aspect of effectiveness is not covered – see Model 1. Outcomes include wellbeing itself as well as resilience (an 
ability to protect and improve wellbeing). 
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the effect size21 is about .4, which is relatively small but not inconsiderable considering the relatively 

low intensity and low cost of the intervention.  

This broadly positive picture presented by the quantitative data was backed up by interviewees.  

According to them, it could only be said of a minority of families that they primarily improved their 

adaptive behaviour due to the project and therefore went on to satisfy their own needs.  In the 

majority of cases, project staff worked directly with the beneficiaries to solve problems for them.  

Nevertheless, some important needs were met. 

There was conflicting information from interviewees about whether the FDP program helped reduce 

“bad feelings”.  On the one hand, beneficiaries said that group discussions help them feel better but 

that the effect was very short lived.  On the other hand, some family members did say that they had 

learned more adaptive coping strategies like visiting friends rather than isolating oneself.  

Education & Health 

There is very little information on whether schoolchildren or pregnant and lactating women in 

Nuwakot and Rasuwa really experienced any improvement in their well-being due to the cascade 

trainings.  Certainly, there are some examples of where beneficiaries were significantly helped by 

project trainees.  However, some trainees already had good skills before the commencement of the 

project and are also attending various other training courses in parallel, so there is only anecdotal 

information that the project actually caused any improvement in quality or quantity of service 

provision.  The best evidence for project effects is for improved care practices amongst PLWs, 

particularly breastfeeding.  It is likely that the project help to increase awareness of and interest in a 

more client centred approach in health and education. 

Teacher, project trainee: Perhaps I’m a pretty strict kind of teacher.  Maybe the training 

made me think a bit and I might have got a bit softer. 

In Kathmandu Valley, the project successfully addressed PLW-specific needs such as finding 

affordable medicines and also probably improved care practices amongst a significant number of 

beneficiaries. 

What was the ratio of issues identified vs problems solved through the family 

development approach? 

How can this be answered from the FDP data?  The report card (“criteria for family selection”) used 

in the initial FDP assessment follows the five FDP domains but listed “sub-domains” – specific 

problems within each domain which were specific to the context, like not having an “earthquake 

victim card”; whereas the main pre- and post- measurements were made with a standard FDP with 

items which were not context-specific. The context-specific items were used in the “Identification of 

needs” form on which was also recorded the “date solved”; however this date refers to all the 

problems in each domain and is not problem-specific. So the best way to answer the question is to 

look at the (somewhat subjective) overall “phase-out assessment”. 

                                                           
21 Cohen's d value, see https://en.wikipedia.org/wiki/Effect_size 
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Figure 2. Phase-Out Assessment of progress made by families 

This suggests that the majority of the families were assessed as having solved “some” of their 

problems.  This accords with interviews with staff who say that around about half beneficiary 

problems were solved in the course of the project, although of course some problems wholly or 

partly disappear on their own or for reasons not related to the project. 

Did project staff often analyse barriers to achievement of indicators and identify ways 

to improve the project and make corresponding and useful changes? 

Overall, the indicators specifically included in the Logframe were monitored regularly and helped to 

guide day-to-day management.  In particular, this meant extra effort to meet targets.  Impulses to 

improve the project were however not primarily driven by monitoring these indicators, rather, 

project management also kept an eye on quality and tried to identify barriers.  In particular, two 

consultants were called in following concerns that the FDP model was difficult to apply in the camps, 

which resulted in a simplification of the workflow, a reduction of the workload, and in particular 

focus on group rather than individual work, which was seen as being less demanding and less likely 

to possibly do harm, adding input on Gender-Based Violence (GBV), etc.  However, there was less 

readiness to push back against the overall project parameters and targets, in particular the thinness 

(see Reservations on the cascade (ToT) approach on p. 20) of the cascade model, even it seems that 

most stakeholders were aware of the problems (trying to include too many service providers with 

too little training to reach too many beneficiaries in too many facilities) from early on. 
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Sustainability  

Those beneficiaries who became more resilient because of the project - are they 

likely to go on improving (rather than, say, getting worse again)? 

One resilience outcome which is really likely to be sustainable is improved care practices including 

breastfeeding.  While changed care practices do in some cases face resistance because they are 

more work or are not consistent with prevalent beliefs, the benefits for example of improved 

hygiene are visible in the medium term.  Improved care practices are consistent with strong norms 

to be a “good mother”.  In terms of self-care, respondents most frequently remembered positive 

coping such as to seek company to distract oneself from bad feelings.  It is possible that some of 

these practices may sustain. 

Camps/FDP 

The FDP model plans for a 6-month follow-up assessment of families.  However, there were no funds 

to carry this out.  The interconnections between the different needs and capacities addressed by 

FDP, from individual depression via employment and shelter to care practices, interact with each 

other and the rest of the beneficiaries’ context in very complex ways.  Certainly there will be 

individual cases where the projects triggered sustainable life changes; but it is not possible to say 

overall whether the project led to sustainable improvements.  

Education & Health 

Again it is improved care practices which are most likely to be sustainable. 

Likelihood of impact 

Did22 participating in the project help the partner organisations to be able to survive & 

do good work in the future?    

For the national NGOs, this was a relatively small project.  Taken overall, staff have benefited 

somewhat from the technical interaction with Action Against Hunger.  However, the abrupt end to 

the main phase of the project meant that one partner did lose core staff who had been transferred 

to the project and then were left without contracts.  This abrupt end came about when VoC were 

encouraged to apply for a project extension to KNH (as project leader, but in partnership with Action 

Against Hunger). Partners understood that the application was almost certain to be approved, so it 

was a surprise and shock to all when KNH turned down the application.  In spite of some 

encouragement from ACF, partners had no real plan B, and activities were terminated abruptly, 

overnight in some cases. 

The local NGOs have benefited from the interaction with Action Against Hunger and have gained 

more experience from working with another foreign donor.  They now have a psychosocial project in 

their portfolio which may expand the range of activities they could get involved in in the future, and 

they have relationships with the PSW’s employed during the project who could be included in future 

project applications. 

                                                           
22 This question was moved from the Sustainability heading as it is more about organisations than 
beneficiaries. 
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For the two partner hospitals in Kathmandu Valley, the project was a welcome add-on to existing 

services which was equally easily removed when the project stopped. Hospital management was 

very happy to see the children doing their play activities; the counselling and care practices were 

very welcome and was smoothly added onto the very brief counselling that the doctors already do.  

Sustainability continuation of the project components would mean the hospital finding funding for a 

similar add-on activity from some other donor.  They do not have much incentive to adopt the ways 

of working promoted in the project, and plenty of disincentive as it would absorb scarce resources.   

Are partner staff likely to continue to use in the future the methods & ways of working 

which they learned in the project? 

The trouble with this question is that staff are mostly employed from project funds and just for the 

duration of the project.  Therefore, most of these personnel will not be working in partner NGOs in 

the future.  

Both the national and in particular the local NGOs gained some significant extra experience and 

training in reporting and administration. 

For the health component in Kathmandu Valley, as project staff work directly with beneficiaries, 

impact on existing staff’s way of working was minimal. 

As mentioned on page 30, a substantial and potentially sustainable result of the project is amongst 

Action Against Hunger staff who have gained skills and professional orientation in the psychosocial 

world as well as in additional related administrative and management skills and technical issues like 

GBV, etc.  Of course the staff may leave Action Against Hunger and the critical question is whether or 

not they will continue to use what they have learned in the psychosocial field in Nepal. 

Are nurses & teachers likely to continue to use in the future the methods & ways of 

working which they learned in the project? 

It is likely that some health staff and teachers included in the cascade training will take on board 

some of the values and ways of working and continue to explore and expand them in the future. See 

also Limitation of this evaluation on p. 25. 

The nurses and teachers, especially those particularly enthusiastic about the project and its aims are 

also exposed to risk of burnout, see below.  It is very unlikely they will receive any clinical 

support/supervision after the end of the project. However, as reported below under Sustainability 

on p. 34, the project is relatively well integrated into local government strategy, and the “resource 

teachers” who have been additionally trained by the project are in a position to continue general 

support well beyond the end of the project.  

Not all the trainees are really motivated to adopt what they have learned and for some the 

attendance allowance is the biggest incentive to attend.  Without this allowance, the number of 

trainees would be much smaller.   
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Are there particular ways in which the project will lead to better psychosocial support 

to the earthquake affected population in Nepal even after the project is over23? 

As mentioned above, the project has helped to awaken awareness for psychosocial issues and 

interventions in local government departments.  Initially, this awareness is mostly focused on the 

need to identify particularly “difficult cases” and refer them to relevant services where these exist.  

This initial focus on the part of ministries is understandable and probably the best place to start.  

Working with this at-risk population, in camps, schools and health facilities has played a part in 

maintaining visibility of the population and the challenges they face. 

 

                                                           
23 In the inception report, two more questions were listed following this one, under a heading „Closing“. This 
refers more to the flow of the interviews than to the evaluation logic, and the material has been integrated 
elsewhere in these Findings. 
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Conclusions  

These conclusions also form the narrative justification for the ratings given in the Annex on p. 98. 

Effectiveness 

The project succeeded overall in reaching most of its numerical targets, with over-performance on 

most indicators and underperformance in education. In the education sector outside Kathmandu 

Valley, representing quite a large portion of the project especially according to the budget, there 

was probably some quite significant underperformance against 3 of the 4 original targets and even 

against the revised targets, with over-performance on teacher training against the revised (but not 

the original) targets. However it is difficult to be sure about performance on the education 

component as there are some difficulties over the definition of “individual session” and the 

achievement levels were still increasing during the evaluation.  

The FDP component could have been wound up a little earlier in some of the camps: 40 families 

were visited more than 10 times.  

The camps component certainly had a significant positive effect on beneficiary families overall.  

There was even a highly significant dose-response relationship in the sense that the longer PSW’s 

worked with a family, the more it improved on average. 

The project was faced with several challenges outside its control, in particular rapid changes of 

international staff due to visa restrictions and a significant gap in implementation due to a fuel 

blockade. 

Building local capacity seems to be an important part of the programme design but it is not clearly 

articulated and not well measured.  This means for example that rather than focusing on the 

quantity and quality of capacity built through the cascade trainings, there was a rush to satisfy a 

hopelessly overambitious set of indicators for health workers and teachers to hold individual and 

group sessions. There is one very significant outcome which is mentioned in the general objective 

but not otherwise clearly stated in the project documentation: the positive impact on the careers of 

young (potential) service providers, not only the PSWs but also the local staff of Action Against 

Hunger themselves. 

It is always difficult in emergency situations to decide on appropriate numerical targets. Taking this 

all into account the performance against indicators can be judged to be good.  

Design 

The project Logframe and supporting documentation shows considerable lack of clarity in terms of 

what the project is trying to achieve, how this is to happen, how it is to be measured and what is 

Action Against Hunger’s added value.  Also the direct relevance to the emergency situation was also 

not always clear. As with many emergency projects, the tail end of the project merged into a 

somewhat more general “recovery” intervention with aims not so different from general 

development, such as improving care practices. 
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The ambitious range of needs targeted and methods employed made it quite difficult especially for 

inexperienced project staff to get a feel for progress and whether or not their interventions were 

succeeding. 

All in all, the project design had many elements which were appropriate for the situation and 

population but lacked a clear overall theory of what we are going to do, how and why.  Some aspects 

of the intervention seem more like a pilot project yet they were rolled out to large numbers of 

beneficiaries, in accordance with the wishes of local government.  It’s too much to ask to expect 

such a complicated program to arrive in an emergency context with a way of working which ready to 

be rolled out at scale. An initially simpler and less ambitious plan, with room to experiment, adapt 

and build on initial successes – in terms of partners, facilities and districts, numbers, kinds of needs 

covered, could even have ended up achieving better quality and bigger numbers. 

This kind of work is difficult.  Active listening and a client-centred approach in service provision 

cannot be learnt overnight.  Moreover, these are skills which are expensive to transmit; a trainee 

needs to spend a lot of time learning on the job under supervision.  This means that cascade training 

as employed here is not appropriate without significantly more resources and time per trainee at the 

level both of the master trainer and trainee.  It is very difficult to ascertain whether such a thin and 

broad intervention could have had a systematically significant positive effect on beneficiaries 

(schoolchildren and pregnant and lactating women), though there is some evidence to this effect. 

Relevance/Appropriateness 

Overall, the project approach found many ways to be relevant and appropriate for local contexts.  In 

the camps component, over time the interventions make sense to many community members and 

the PSW’s were respected as friends of the community with a shared language and culture.   

The project, while considering individual and family levels, was not really focussed on community 

development, although some interventions were directed at the whole community. Although the 

Mental Health Care Practices (MHCP) project was delivered in many places alongside the other 

Departments (food security & livelihoods, etc) in practice the project was largely stand-alone. 

The main representatives of each family for the FDP work were mostly women. It was difficult for 

many men to participate because they tend to be out working until the evening.  Some men were 

involved through discussions held for men on Saturdays.  Although efforts were made to adopt a 

gender sensitive approach, as women were the main first point of contact for the project (in 

accordance with the Objectives) the role of men in the family situation (actual and potential, positive 

and negative) was not really in focus, which may be a problem where men and their behaviour in 

fact affect the situation of women and children; also men were mentioned implicitly (if not explicitly) 

as beneficiaries in the project Objectives.   

Coverage  

The project seem to have been successful in including a substantial number of people including older 

people and disabled people and was able to target the most vulnerable within each community as 

far as the capacity of the project staff allowed. 
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Sustainability 

Certainly there will be individual cases where the projects triggered sustainable life changes; but it is 

not possible to say overall whether the project led to sustainable improvements in beneficiaries. For 

sustainability on staff and organisations, see the next sub-heading. 

One resilience outcome which is really likely to be sustainable is improved care practices including 

breastfeeding.   

Likelihood of impact 

There were many problems with the partnership approach, most particularly because the two 

national NGOs, in particular VoC, already had a high level of expertise and did not fit easily into 

expected gradient of expertise, i.e. from the INGO downwards.  Nevertheless, this improved in the 

lifetime of the project and overall the partnerships can be judged to have overcome many of the 

difficulties.  Working through local partners, though it can be difficult, is the right thing to do in relief 

and development.  Although the abrupt ending of the project that have somewhat damaging effects 

for some of the NGOs, overall the project was a positive experience for them.  Also, adequate 

working relationships with local government offices were established. 

The project has contributed to an increase in awareness of and interest in the potential of a more 

client focused approach in education and health on the part of potential service providers and 

government offices.  Whether or not the nurses and teachers who received some training during the 

project will continue along the trajectory begun by the project depends very much on the availability 

of future support and the strategy of the government; there is some evidence that local government 

is starting to give more emphasis to psychosocial work. 
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Lessons Learnt and Good Practices 

This section presents lessons learnt and good practices emerging from the implementation of the 
intervention.  

Good Practices 

Employing a local expert for the programme manager position in the field office was a good practice. 
Although it was forced by Nepal government policy, the project did recognise the value of this step. 
This ensures that senior project staff is familiar with local conditions and avoids problems with 
government regulations about foreigners.  Local staff obviously also have considerable benefits: they 
understand the culture and context that are likely to be better accepted by the local population and 
by government offices.  Investment in their expertise can also be seen as investment in the country 
and its protection system.  Particularly relevant: contexts where there are particular reasons to not 
employ international staff. 
 
Perhaps the most interesting innovation was the inclusion of care practices in the FDP model in an 
emergency setting. There is a certain tension as care practices do not fit very easily into the model of 
problem domains employed by FDP. Nevertheless, the acceptance and uptake of FDP was sufficiently 
high to warrant its inclusion. One particular advantage of integrating care practices into FDP is that 
the latter takes a client-centred approach and requires and promotes counselling skills including  
active listening and understanding the client's perspective. It is exactly this element which makes a 
difference between successful and unsuccessful training in care practices. Particularly relevant: 
emergency settings. 
 
Program staff put considerable effort into maintaining family data records for the FDP using Epi-Info. 
This data includes pre-and post- measurements. This has enabled more reliable assessments of project 
effects than is normally possible with only data from one time point. As long as data on number of 
family visits is also recorded, which was only partly the case in this instance, it is then also possible to 
conduct so-called dose-response analyses (see the statistical annex on p. 66) to look at the relationship 
between number of visits and the family's improvement on key indicators. This kind of analysis is 
potentially very interesting to donors and other stakeholders as it provides, with the caveats listed in 
the Appendix, a better assessment of project effectiveness than is normally possible. Particularly 
relevant: anywhere where FDP or similar structured approaches are systematically applied over a 
longer period of time. 
 
In spite of the restrictions imposed by the Nepalese government and the desire to work with local 
partners, it was nevertheless very positive that Action Against Hunger staff such as monitoring 
officers were heavily involved in field level implementation especially in the first part of the project, 
and working side-by-side with international experts. This helped ensure that project staff understood 
the project from the inside and were better able to provide support and supervision to staff employed 
by partner organisations. Particularly relevant: especially where project staff need more familiarity 
with the approach to be employed and partner staff need capacity building and supervision. 
 
Working within large, established maternity hospitals was a good model which helped the project to 
relatively easily meet and counsel large numbers of pregnant and lactating women. The collaboration 
with the hospitals concerned was made easier because the model of providing additional support to 
women already attending scheduled hospital appointments provided a clean interface with 
established ways of working. Particularly relevant: in contexts where it is important to reach large 
numbers of vulnerable pregnant and lactating women. 
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The effort put into mapping existing service providers for referral is already an important part of the 
FDP model. However it should be mentioned again here because especially in an emergency situation 
identifying services for referral is so crucial. Particularly relevant: in emergency situations where 
referral mechanisms are unclear and/or patchy. 
  
Providing a tent or other shared area for meetings and for children’s play helped create a sense of 
community in the camps, facilitated community decision-making and also eased the work of the PSWs. 
Particularly relevant: in any IDP camp. 
 
Deploying expert consultants promptly after the recognition of important difficulties in 
implementing strategy. See Recommendations, p. Error! Bookmark not defined.. Particularly 
relevant: especially for emergency contexts with less experienced staff.  
 
 

Lessons learned 

 
Focus on competences of partners and staff. Especially for psychosocial interventions, key skills are 

hard to learn but valuable when learned.  Trained staff are not only a means to an end but more 

importantly can contribute to the future core of psychosocial and mental health services in the 

district or even a country.  Project management should think about the career path and motivations 

of staff with psychosocial skills.  Action Against Hunger’s contribution to the career path of a 

talented young counsellor trainer who might go on to play, say, a key role in the Ministry of Health 

might in a long-term perspective be a significant contribution as an entire programme of short-term 

help to final beneficiaries.  Project management has been introducing ways to ensure competences 

gained even by internal Action Against Hunger staff are at least measured and reported and if 

possible included in future Logframes. 

The initial assessment for FDP used a context-sensitive checklist which had been piloted in the field, 
allowing a more relevant assessment to be made and potentially providing a more informative 
baseline this was a good practice but this context-sensitive initial FDP assessment tool should then 
be integrated into the pre- post-intervention assessment rather than using the standard ABC items.  
Particularly relevant: especially where FDP is to be applied in an unfamiliar context. 
 
When expert local NGOs are engaged to be involved in delivery, training and supervision of difficult-
to-learn skills such as psychosocial skills, there needs to be a really clear memorandum of 
understanding outlining who reports to whom, who trains whom and who is responsible for quality.  
This memorandum needs to be revisited at least once, a few weeks into the corporation period. 
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Recommendations 

These recommendations are ordered by priority, with the most important first. 

1) Evolve the project step by step 

Who: donor / project management. When: from the design phase onwards, with regular review.  

Deploying any kind of psychosocial assistance in an emergency context is very difficult even with 

highly experienced teams in the ground.  Trying to do it in the absence of an initial cadre of 

experienced staff or existing relationships of trust with experienced partners is particularly 

challenging.  It is impossible to foresee what kind of approaches will work best and be best accepted 

by local stakeholders.  Trying to set detailed indicators and targets in advance runs the risk of tying 

the implementation down to a model which proves to be less than adequate as time goes on.   

This kind of project needs flexible and iterative planning, management and reporting.  It should 

focus at first and the “low hanging fruit” - familiar activities involving just a few skilled staff or 

partners which can be easily delivered and offer obvious benefits, making only the minimum of 

demands on unfamiliar partners and unskilled staff or trainees.  Care practices are a good example 

for an intervention which is easily accepted, very visible and not too demanding to train.  Try out 

small variations to the approach to see what works best.  Use qualitative monthly monitoring 

coupled with real-time data analysis to identify the most promising approaches, partners and 

trainees and scale them step-by-step.  Local government ministries may be interested in the 

development of a centre of excellence in hospital or school which might sustain beyond the end of 

the project. 

 Example: extend good work in a school or hospital in a neighbouring similar facility.   

 Example, if project staff are to be employed in unfamiliar and relatively inexperienced 

partner NGOs, wherever possible, i.e. alternatives are available, restrict the role of the NGO 

initially, e.g. just to employment functions, and extend the role to include e.g. technical 

supervision and reporting if and when the NGO demonstrates capacity and motivation to do 

so. 

 Example: community development interventions which need not quite so challenging to 

implement as individual counselling, can be more cost-effective through stimulating 

collective action and shared issues and holds out more hope of sustainability. 

If donors insist on impressive sounding targets and indicators with large numbers of “people 

reached”, incorporate the safest and most risk-free way to do this, for example “reaching people” in 

large numbers via radio messages, while working in parallel and developing the rest of the 

programme iteratively as described here. 

2) Have a clear theory of change 

Who: donor / project management. When: from the design phase onwards, with review at least at 

mid-term.  

What kind of a difference is the project trying to make?   
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 Define and agree a simple and very limited set of variables, if possible tangible ones, where 

the project is trying to make a difference.  If necessary distinguish between variables we 

really think we can influence and other possible consequences of our actions which might be 

“nice to have”. 

 Be clear about how Action Against Hunger’s interventions are integrated into the theory of 

change.  Is this the best use of Action Against Hunger skills, expertise and assets?  Is this 

where we at the most value? 

 By all means include complex concepts like “resilience” but only if we are sure that is really 

what we mean; do we know how to promote it?  Do we and our partners know how to 

recognise it when we see it?    

 The logical framework then turns the theory of change into a practical plan.  A very simple 

theory of change & Logframe can develop iteratively over time as described above.  Ensure 

that things which the project really values, often as expressed in the general specific 

objectives, such as increasing local capacity, are actually captured and measured in the 

logical framework. 

3) Avoid cascade training of counselling skills unless substanital 
resources are available 

Who: donor / project management. When: design phase.  

In particular, any kind of cascade or multiplier dissemination of psychosocial support must focus on 

approaches which require only a minimum of skill.  For example, the message that “having 

flashbacks doesn’t mean you’re going mad”, an important element of prevention of PTSD and other 

psychological problems after traumatic events, can be spread quite simply if backed up by a network 

of enough people such as journalists and teachers who can support and explain the message.  On 

the other hand, carefully calibrate what kind of intervention skills can be trained without doing harm 

in the space of a the training available. 

4) Have a Plan B 

Who: donor / project management. When: before and during applications for renewal & 

extensions of projects. 

Unfortunately, it quite often happens that hoped-for project extensions or renewals are certainly 

not approved.  The abrupt end to a project can be very destructive for partners and beneficiaries.  

This is unavoidable, but Action Against Hunger must be transparent about the possibility to itself and 

partners and ensure at all costs that all affected have a “Plan B” and are aware of the possibility of 

rejection and a plan for its consequences. 
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Annex 1. Evaluation Terms of Reference (ToR) including 
Intervention logical framework 

 

Annexed as a separate document: 

ACF_G1B-Independ

ent Final Evaluation_ToR.pdf
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Annex 2. Inception report 
Inception Report 
Evaluation: Continuing emergency assistance to the earthquake affected population in Nepal 

 
Location Kathmandu, Bhaktapur, Nuwakot and Rasuwa   

Sector   Mental Health Care Practices (MHCP) 

Partners (if 
applicable) 

Technical Partners (after the emergency response): 

1. Center for mental health and counselling (CMC) –Nepal; 

2- Voice of Children (VoC); 

3- Integrated Tadi Development Society (ITDS) – Nepal; 

4- Langtang Area Conservation Concern Society (LACCoS); 

 

Government Partners (not involved in implementation):  

1. District Education Office (DEO);  

2. District Public Health Office (DPHO)  

Project Duration 15 months  

Starting Date September 2015 

Ending Date 31 of December, 201624 

Donor and Funds 
Kindernothilfe (KNH): € 350,000 + € 50,00025 

 

Report date 6/11/2016 

Evaluator Steve Powell (steve@pogol.net) 

 
 

 
 

  

                                                           
24 Initially 30 of April, 2016 
25 Granted along with an  5 month extension August, 2016 – December, 2016) 
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Evaluation Background 

The project 

On April 25th, a 7.8 magnitude earthquake struck Nepal causing severe destruction in 14 out of the 75 

districts in the country. Two weeks later on May 12th, another quake of 7.3 magnitude hit, worsening 

the humanitarian situation. 14 districts were severely affected by the earthquake. A total of 8,891 

people were confirmed dead, 605,254 houses destroyed and 288,255 houses damaged. During the 

height of the emergency, some 188,900 people were temporarily displaced. As a continuity of Action 

Against Hunger initial post-earthquake emergency phase interventions, this project was designed to 

conduct psychosocial support and training activities in the districts of Kathmandu and Bhaktapur in 

the area of Kathmandu Valley and in Nuwakot and Rasuwa in the near west and north-west of 

Kathmandu through its implementing partners. 

The Evaluation 

The purpose of the evaluation is to capture learning from the response to the post-earthquake 

recovery response (which is currently in its final implementation stage). The objectives are to assess 

the overall performance of the deployment of MHCP/Action Against Hunger’s response to the needs 

of the affected population and identify the supporting factors and constraints. 

The evaluation scope covers the whole duration September 2015 - 31 of December, 2016.   
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Theory of change 

 

 

An attempt is made above to understand the project Theory of Change on the basis of the logframe 

and other documents, in order to understand key project elements and to identify outputs and 

outcomes. This Theory of Change will be refined from feedback from Action Against Hunger and during 

the fieldwork. 

The numerical („output-level“) indicators in the logframe such as numbers of trainings and numbers 

of children reached are relatively clear and data for them should be assessable via project records. 

However the „higher-level“ concepts or „outcomes“ – in orange on the diagram26 - are sometimes 

implicit and are somewhat vague – autonomy, resilience, coping skills, well-being & adaptive 

behaviours etc. The highest level outcome (improve the psychological well-being of people in distress 

is probably best understood as a synthesis of the component outcomes (such as „children improve 

resilience“) rather than as a further variable which is literally caused by those outcomes.  On the other 

                                                           
26 In these one of the logframe items, the word benefit is used: „200 fathers benefit from... „ whereas in other 
similar items, only participation is implied. This is taken to mean only that they attend, learn, and therefore 
contribute to the Result (PLW better care for their children ...) e.g. by supporting the women, rather than they 
themselves benefit, in which case this would also count as an outcome. 
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hand, it is expressed in terms of „well-being“ whereas the component outcomes are mostly expressed 

in terms of resilience. 

Adherence to the ToR 

Reference is made here to the first column of the evaluation matrix (see below), which list the main 

evaluation criteria to be covered and form the main groups of evaluation questions. These criteria are 

based on those in the ToR. Particular emphasis was put on Partnerships in the ToR and initial briefings 

so additional questions on partnerships have been included under the relevant headings. “Efficiency”, 

which is a standard DAC criterion and is mentioned in the generic Inception report template, has not 

been included as it was not mentioned in the ToR.   

It is likely that new themes and sub- questions will emerge during the fieldwork, and existing 

evaluation questions may get refined, following standard approaches for qualitative social research 

based on Grounded Theory27.  This means that the evaluator reviews the data collected not only to 

get answers to the evaluation questions but also to identify repeated ideas, concepts or elements may 

which differ from or refine the existing evaluation questions. Where necessary, the list of evaluation 

questions may be lightly refined during the evaluation to reflect these new insights, usually by adding 

one or two sub-questions.  For example, it is emerging that the abrupt way in which support was 

dropped in the second half of 2016 as an unexpected issue which affected partnerships and 

sustainability and needs to be addressed in more detail.  In addition, it is possible that new data 

emerges from unanticipated sources; this will also be duly documented.  For example, the unexpected 

availability of epi Info data brings new possibilities for analysis. 

The consultant asks for understanding that this inception report is quite late and that in any case the 

details of the fieldwork approach and methodology may need to be adjusted further, especially in the 

first few days.  This will require a little bit of improvisation and adjustment, which can also be a blessing 

as well as a curse. 

Here follow the evaluation criteria as specified in the ToR. They provide a background against which 

the more specific evaluation questions can be understood. The emphasis in this evaluation is on the 

specific evaluation questions rather than the overarching criteria. 

Design  

A measure of whether the design is logical, allows for Results Based Management and 

include a sustainability strategy involving local partners and beneficiaries 

In this evaluation, the main focus will be on design vis-à-vis gender; there are also two questions on 

the design vis-à-vis partnerships. 

Relevance/Appropriateness 

A measure of whether interventions are in line with local needs and priorities (as well as 

donor policies, thus increasing ownership, accountability, and cost-effectiveness) 

                                                           
27 Glaser, B. G., & Strauss, A. L. (1967). The discovery of grounded theory: Strategies for qualitative research. 
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Coverage 

A measure of whether interventions meet the need to reach major population groups 

facing life threatening suffering wherever they are 

Effectiveness 

A measure of the extent to which the interventions’ objectives were achieved, or are 

expected to be achieved, taking into account their relative importance and illustrating the 

effectiveness of Action Against Hunger approach 

Sustainability  

The ALNAP guide to applying the DAC criteria for humanitarian agencies28 suggests the criterion 

“connectedness29” rather than sustainability in humanitarian and complex emergencies. However as 

the project continued until well over a year after the earthquake, sustainability can also be applied.  

Sustainability: A measure of whether the benefits of an activity are likely to continue after 

donor funding has been withdrawn and project activities officially cease. 

Likelihood of Impact 

Likelihood of impact: Early signs of positive and negative, primary and secondary, short, 

mid and long-term effects produced by an intervention, directly or indirectly, intended or 

unintended. 

Although the meanings of “sustainability” and “likelihood of impact” are distinct, there is some overlap 

in the evaluation questions. 

Methodology  

See the evaluation matrix below. This is a one-group design evaluation, examining a single project, 

without including any systematic comparison with people that did not participate in the project.  

However, where opportunities arise to informally compare project effects between people who did 

receive the project and for example neighbours who did not, such comparisons can be used informally. 

Methods and data sources. 

The columns in the evaluation matrix show the data sources (blue) and methods used (green).  

Key informant interviews 

Key informant (KI) interviews will be carried out with four different kinds of sources:  

 Action Against Hunger staff,  

 Partners (leaders and staff), 

 Trainees, 

 Others, such as hospital representatives. 

                                                           
28 ALNAP. (2006). Evaluating humanitarian action using the OECD-DAC criteria. Retrieved from www.alnap.org 
29 Connectedness refers to the need to ensure that activities of a short-term emergency nature are carried out 
in a context that takes longer-term and interconnected problems into account. 
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These interviews will all have essentially the same format.  The list of overall evaluation questions will 

be used as a guideline for a semi structured interview.  The order, focus and formulation of questions 

will vary according to the source.  The interviewer will provide more individualised and specific sub- 

questions.  There will be opportunity to explore and develop themes in depth.  It is not expected that 

all the evaluation questions need to be covered in any individual interview. 

Interviews will last between 40 and 90 minutes. 

Focus group discussions (FGDs) 

Focus group discussions will be held with two kinds of sources: 

 Adult beneficiaries 

 Beneficiary children 

Usually FGDs consist of 8-15 participants; however, in contexts like IDP camps it can be difficult and 

undesirable to restrict respondent numbers as people are likely to come and go during the interviews.  

Groups will be reasonably homogenous, representing similar people from a given neighbourhood.  

Children between 12-16 years of age will also be interviewed in groups as this age group can usually 

adapt to an FGD format similar to that used for adults.  With trainees, the numbers will probably be 

smaller. 

At least one group will be carried out only with women.  

It may also be possible to carry out observation of staff at work and to conduct interviews with 

individual families; however these have not been included in the evaluation matrix. 

FGDs will last 60 minutes (children) 70 and 90 minutes (adults). 

Desk Review 

The main sources are:  

 intervention records (“APR”) – these are of two kinds; a numerical spreadsheet with indicator 

data and also monthly narrative reports 

 a database in Epi-Info of baseline and end-line scores for beneficiaries of family-based 

interventions. This data has already been analysed and reports are available in PDF but it 

seems that “repeated measures” comparisons (which would be more appropriate) were not 

used, so the consultant will repeat and verify the analyses 

 published literature including comparison with standards (SPHERE, IASC).  

 Training reports. These also include some numerical questionnaire data from before and after 

training.  

Observation 

It should also be possible to observe partner staff at work in delivering services. 

Totals 

The planned numbers of evaluation activities are as follows.  
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KII Action 
Against 
Hunger 
staff 

KII partner 
leaders 

KII partner 
staff 

KII trainees KII others 
FGD 
beneficiaries 

FGD 
beneficiaries 
(children) 

observation 

8 4 3 10 4 7 2 6  

 

Report-writing: Synthesis 

The rows of the evaluation matrix will form the subsections of the Findings chapter in the final report. 

Each subsection will be written as a synthesis of the methods used for each evaluation question, as 

indicated in the columns of the spreadsheet, i.e. triangulation to strengthen accuracy, robustness and 

reliability of evaluation results. Important pieces of evidence will be highlighted in each case; in 

particular, representative and typical quotes from respondents will be included. This procedure will 

also make it easy to track findings back to the original sources. 

Sex and age-disaggregated data will be collected wherever possible; in particular, sex of KI 
respondents will be noted; and existing databases will be analysed according to sex and age.  
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Sites & sampling  

Choice of sites and samples strike a balance between feasibility and the need for the evaluator to be 

able to select sites and respondents on request.    

Key to table: 

 Imp: implementing partner 

 S: Selected 

 NS: Not selected 

Base District Health  Education Camps 

Kathmandu 
country 
office 

Kathmandu Imp: VoC 
Maternity 
Hospital 

No activities 
planned or 
carried out 

Imp: VoC 
S: Chuchepati 
NS: 5 other small camps, 
now partially dispersed, no 
current activities 

 Bhaktapur Imp: VoC  
Siddhi Memorial 
Hospital 

No activities 
planned or 
carried out 

Imp: VoC 
NS: 3 small camps, now 
partially dispersed, no 
current activities 

Nuwakot 
field office 

Nuwakot S: 1 good, 1 poor 
NS: 70 

S: 2 good, 1 poor 
NS: 53 others 

Imp: ITDS, with training 
from VoC 
S: Satbise, Simutar 

NS: none 
 Rasuwa NS: 18 NS: 34 Imp: LACCoS, with training 

from VoC 
S: Bogatitar 1&2, 
Kalikasthan  

Naubise 
NS: none 

 

For the health and education activities in Nuwakot and Rasuwa (light blue cells), the implementation 

model is quite complicated and will be explained more thoroughly in the report; essentially teachers 

and health workers implement the beneficiary activities with support from CMC and Action Against 

Hunger. 

So looking at the table above, sampling/selection only had to take place in a few cases.  In most of the 

cells, either all the active facilities were visited (“census sampling”; white cells), or non-were visited 

due to remoteness (dark blue cells), or there were no activities (grey cells).  On the light blue cells a 

selection have to be made.  In this case, the “good” facilities were selected from the highest scoring 

ones in the APR, and the ”poor” facilities were selected from those scoring zero in the APR, i.e. lowest 

possible score. 

All four30 districts will be covered by the evaluation. As it was suggested in the ToR to visit only two or 

three, here follows a justification for covering four. 

                                                           
30 There were actually no activi<ties in Lalitpur 
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As Rasuwa is close to Nuwakot, and Bhaktapur is close to Kathmandu, it is really no more 

effort to visit four districts rather than two. For example, there are only two health facilities 

in Kathmandu valley (Kathmandu and Bhaktapur) with current activities, one in each district. 

It would be a false economy not to visit the hospital in Bhaktapur just to avoid visiting 

Bhaktapur. It is only half an hour's drive away. The same applies to Rasuwa/Nuwakot camps.  

However, it will not be possible to visit schools or health facilities in Rasuwa due to 

inaccessibility. 

The district factor is not very material in terms of intervention. Mostly the intervention was 

implemented the same across the districts; only the camp activities were run by two different 

partners in Nuwakot and Rasuwa. Including all the districts is not a significant additional cost 

in terms of logistical effort or analysis but it does help to ensure a better spread in terms of 

sampling, because the district factor is relevant in terms of sociodemographic characteristics 

and also performance:  it is understood that overall the best results have probably been 

achieved in Kathmandu Valley (Kathmandu and Bhaktapur), with the most difficult district 

having been Rasuwa.   "Concentrating on just two districts" would not really mean a "deeper" 

analysis because there are not really many district-level factors to analyse.  

Fieldwork has been designed also to ensure a spread of sources across the columns of the evaluation 

matrix. 

Limitations 

- Most activities finished several months ago so it may be more difficult to locate respondents 

and their memory of events and interest in the evaluation may be more limited; many staff 

have changed or left. However 1-2 key staff are still available.  

- Very limited number of fieldwork days to cover three different project components in four 

different districts and many sites and with a full range of evaluation questions. Risk 

minimization: attempt at least some visits to all 4 districts.  

- Difficult to assess the main outcomes (resilience, et cetera) without baseline and end-line 

clinical interview and social assessment. Risk minimization: more focus on activities, limited 

focus on outcomes. Detailed information about changes in families on individual dimensions 

(social, emotional etc cannot be expected.) 

- Some of the sites are difficult to access, i.e. require journeys on foot. Risk minimization: 

exclude sites which are too remote. 

- Sensitivity of outcome variables (personal distress et cetera). Risk minimization: use 

secondary sources and existing self-report data. 
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Detailed Work Plan 

 
See Annex. 
The light green and light blue show numbers of different kinds of interviews, etc.  

Nuwakot and Rasuwa being adjoining districts, the consultant will be based in Nuwakot district HQ for 

the second part of the fieldwork, with field days in Rasuwa.  Similarly, it will be possible to visit 

Bhaktapur for at least one day while in Kathmandu.  

Adherence to Action Against Hunger Guidance and Formatting 
Requirements 

 
The consultant acknowledges adherence to Action Against Hunger Evaluation Policy and the 
formatting requirements, especially with regard to:  

 Overall formatting of the evaluation report, including required sections as per the ToR; 

 Formulating and presenting recommendations;  

 Identifying and presenting lessons learned; 

 Identifying and presenting emerging good practices and filling in the relevant template; and 

 Rating the intervention against the evaluation criteria and filling in the relevant template. 
 
The following are the evaluation outputs the evaluator/s will submit to Action Against Hunger-Nepal 

(the dates are in bold in the Workplan): 

Outputs Deadlines  

Inception report 4/11/2016 

Stakeholders workshop 18/11/2016 

Draft Evaluation Report  and Good Practices paper 28/11/2016 

Final Evaluation Report 10/12/2016 
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Appendix I: Evaluation matrix 

Evaluation Criteria Evaluation Questions Method Source 

Design 

Was the project designed and 
delivered in a way that considered 
the needs and addressed the 
vulnerabilities of both genders, 
different abilities and ages, right 
through the project? 

KI interviews ACF, Partners 

FGDs trainees, beneficiaries 

Desk review 
narrative APR, numerical APR, 
training reports 

Was ACF successful in selecting 
competent local partners for 
project implementation?  
What problems have been faced 
and how were they addressed? 
What changes could be made to 
mitigate risks and improve 
effectiveness of partnerships? 

KI interviews ACF, Partners, others 

FGDs trainees 

Desk review  

Did ACF continue to monitor, 
manage and support local partner 
organisations to ensure they 
helped the beneficiaries as much 
as possible? 

KI interviews ACF, Partners, others 

FGDs trainees 

Desk review narrative APR, numerical APR 

Relevance/ 
Appropriateness 

Is the assistance provided by ACF 
and its partners appropriate to the 
mental health and protection 
needs of the affected population?  

KI interviews others 

FGDs trainees, beneficiaries 

Desk review 
comparison with published 
literature 

- in particular, did Nepalese 
experts influence and help adapt 
the approach to make it more 
appropriate for local people? 

KI interviews ACF, Partners 

FGDs trainees 

Desk review narrative APR 

-which parts of the project have 
been the most appropriate for 
local people? 

KI interviews Partners, others 

FGDs trainees, beneficiaries 

Desk review 
comparison with published 
literature 

-which parts of the project have 
been the least appropriate for 
local people? 

KI interviews Partners, others 

FGDs trainees, beneficiaries 

Desk review 
comparison with published 
literature 

Coverage 
Who did the project identify as the 
most vulnerable group or groups? 

KI interviews ACF, Partners 

FGDs trainees, beneficiaries 
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Desk review 
narrative APR, numerical APR, 
comparison with published 
literature 

Has this group / these groups 
benefited the most from ACF’s 
assistance?  

KI interviews ACF, Partners 

FGDs trainees, beneficiaries 

Desk review numerical APR 

Did the way the project prioritised 
different places, camps etc, 
including use of partnerships 
make sure that the largest 
numbers of vulnerable people 
were helped? How could this be 
improved? 

KI interviews ACF, Partners 

FGDs trainees, beneficiaries 

Desk review numerical APR 

Were the services available, 
accessible, and did potential users 
know about them? 

KI interviews Partners, others 

FGDs trainees, beneficiaries 

Desk review  

Effectiveness 

Did the project achieve the 
numbers that were planned e.g. 
Number of beneficiaries helped? 

KI interviews ACF, Partners 

FGDs trainees 

Desk review numerical APR 

Did the project help beneficiaries 
to become more resilient, better 
able to cope with problems, etc. – 
skill & knowledge (life skills etc); 
economically, socially, 
emotionally? 

KI interviews Partners, others 

FGDs trainees, beneficiaries 

Desk review Database 

-which parts of the project have 
been the most effective? 

KI interviews ACF, Partners, others 

FGDs trainees, beneficiaries 

Desk review Database, numerical APR 

-which parts of the project have 
been the least effective? 

KI interviews ACF, Partners, others 

FGDs trainees, beneficiaries 

Desk review numerical APR 

The ratio of issues identified vs 
problems solved through the 
family development approach? 

KI interviews Partners 

FGDs trainees, beneficiaries 

Desk review  

The  capacity acquired by the 
teachers to assess children 
distress, identifying their specific 
needs.  

KI interviews Partners 

FGDs trainees 

Desk review training reports 

Did project staff often analyse 
barriers to achievement of 
indicators and identify ways to 
improve the project and make 

KI interviews ACF, Partners 

FGDs trainees 

Desk review narrative APR 
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corresponding and useful 
changes? 

Did the project monitoring system 
support staff and partners to be 
more effective? 

KI interviews Partners 

FGDs trainees 

Desk review  

Sustainability  

Those beneficiaries who became 
more resilient because of the 
project - are they likely to go on 
improving (rather than, say, 
getting worse again)? 

KI interviews Partners 

FGDs trainees, beneficiaries 

Desk review 
comparison with published 
literature 

Did participating in the project 
help the partner organisations to 
be able to survive & do good work 
in the future? 

KI interviews ACF, Partners, others 

FGDs trainees 

Desk review  

Likelihood of impact 

Are partner staff likely to continue 
to use in the future the methods & 
ways of working which they 
learned in the project? 

KI interviews Partners, others 

FGDs trainees 

Desk review  

Are nurses & teachers likely to 
continue to use in the future the 
methods & ways of working which 
they learned in the project? 

KI interviews Partners 

FGDs trainees 

Desk review training reports 

Are there particular ways in which 
the project will lead to better 
psychosocial support to the 
earthquake affected population in 
Nepal even after the project is 
over? 

KI interviews ACF, Partners, others 

FGDs trainees 

Desk review  

Closing..... 

What changes could be made to 
mitigate risks and improve 
effectiveness (design, 
partnerships, delivery…)? 

KI interviews ACF, Partners, others 

FGDs trainees, beneficiaries 

Desk review  

Is there anything else you think 
ACF should know about this 
project and how to improve 
similar projects in the future? 

KI interviews ACF, Partners, others 

FGDs trainees, beneficiaries 
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Appendix II: detailed work plan 

Dates 

Time 

Activities  
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is 

Org Respondent 

31/10/2016 

  

Desk review, 
preparation of field 
work and prepare 
Inception Report 

                  
Evaluation briefing with 
ACF-UK ELA 

  

01/11/2016   "                       

02/11/2016   "                   Briefing with HQ   

03/11/2016 
  

"                   
Briefing with KTM & 
Nuwakot   

04/11/2016   Travel to KTM                       

05/11/2016                           

06/11/2016   Rest                       

07/11/2016 

9-11am 

Evaluation briefing 
with ACF-Nepal 
(HoD MHCP + DCD) 

                  

ACF   

  11.15-12 Data collection 1                 ACF / FDP PSWs Palsang and Santa 

  
12-12.45 Data collection 1                   

Sarina Koiral (PSW- Siddhi 
Hospital Activity) 

  
14.30-15.30 Data collection         1         

Siddhi Hospital, 
Bhaktapur Hari Adhikari 

08/11/2016 
9.30-11.00 Data collection   1               VOC 

Raju Ghimire and Shushila 
Chaurel (Technical Advisor 
& Team Leader)  

  

11-11.45 Data collection     1   1         
VoC (PSW maternity 
Hospital)  Kamala Sapkota 

  

2-3pm Data collection           1   1   
FGD and observation at 
Chuchepati Camp   

  
3:15-4:00 p.m Data collection         1         

Previous camp 
coordinator Dawa Sherpa 

09/11/2016 
9.30-10.30 Data collection   1               CMC 

Ram Lal Shrestha 
(Executive Director) 

  10.45-11.45 Data collection         1         Maternity Hospital Hospital Representative,  

  11.45-1pm Data collection 2                 Interviews with ACF staff   

  
1-4pm 

Travel to Nuwakot 
Base 

                  
    

10/11/2016   Data collection 1     2   2   1   Camps: Simutar/Satbise   

11/11/2016 
  Data collection 1     2   2   1   

Camps: Naubise/ 
Kalikasthan   

12/11/2016 

  Data collection       2   2 1 1   
Camps: Bogatitar 1 & 
Bogatitar 2   

13/11/2016   Rest                       
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14/11/2016 

  Data collection 

      2       1   

Trisuli Hospital, Bidur; 
possibity of visiting 
Duipipal or Ratmate 
Health Facility  and 
observing individual 
supervision by CMC 
counselor Trained health staff 

15/11/2016 

  Data collection 

      2     1 1   

Kimtang: possibity of 
visiting 2 schools there 
and observing individual 
supervision by CMC 
counselor Trained teachers 

16/11/2016 

  Data collection 

2 2 2             

Interview MHCP Base 
team (FC, PM, DPMs, 
PSWs, staff from 
partners) -  they will be 
available for Interviews   

17/11/2016 

  

Data Analysis and 
workshop 
preparation 

                  

    

18/11/2016 

  

Workshop - 
Partners and other 
stakeholders 

                1 

    

  

  

Travel back from 
the Base 

                  

    

19/11/2016   Preparing debriefing                       

20/11/2016   Rest                       

21/11/2016 

11 

Evaluation 
debriefing with ACF 
Katmandu / De-
briefing in country: 
MHCP team + DCD 

                1 

    

22/11/2016   Travel home                       

23/11/2016   Travel home                       

24/11/2016   Preparing report                       

25/11/2016   Preparing report                       

26/11/2016   Preparing report                       

27/11/2016   Rest                       

28/11/2016   Draft Report                       

08/12/2016   Prepare final report                       

09/12/2016   Prepare final report                       

10/12/2016   Prepare final report                       
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Annex 3. List of documents reviewed 

Internal documents 

Miscellaneous 

G1B BFU 201608 - budget tracking.xlsx 

KNH visit presentation.pptx 

Midterm Report, September 1st – November 30th 2015: ACF Kindernothilfe December 

2015_OK.docx 

FDP monitoring tool to follow the PSW work.doc 

Identification of beneficiaries -  list of the targeted beneficiaries.docx 

VOC ACF-Final Report Dec 2015 to to July 2016 .docx 

16 Area Profiles of IDP camps, hospitals as of November 2015 

6 Case Studies  

Monthly reports (APRs) – 8 narrative documents and one spreadsheet up to July 16, 5 narrative 

documents and one supplementary spreadsheet July-Nov 16.  

17 reports of counselling training, March 2016 

Consultant reports 

FDP Technical Support Consultancy Report 04072016 written by Prathama Raghavan with rapid 

assessment of gaps .docx 

FDP_Consultancy_report_180416  2016 by Alexandra David on Family development approach 

program.docx 

SWOT_ACF team_180416.docx 

SWOT_partners_180416.docx 

 Databases 

 PDF reports and Epi-Info data for FDP; Pre & post test scores for health & education actors.docx,  

Training attendance sheets for Nuwakot and Rasuwa. 

 KNH Eval proposal & extension 

KNH_ACF Germany-ACF F Contract.pdf 

ACF-KNH-extension-request2.pdf 

G1B - CE- Revised Budget- VF.xlsx 

Kindernothhilfe_ACF Budget & Partner budget_Aug 2015.xlsx 
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Kindernothilfe_ACF Project Proposal_Aug 2015.docx 
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Annex 4. Evaluation matrix 
Part of the Inception Report. See Annex on p. 55. 
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Annex 5. List of persons interviewed 
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Kathmandu VoC PSWs Palsang Lama and Santa Lama, PSWs   1             

Kathmandu   Sarina Koiral (PSW- Siddhi Hospital Activity)     1           

Bhaktapur 
Siddhi Hospital, 
Bhaktapur Shyam Sunder Dhaubhadel, Founder President         1       

Bhaktapur VOC 
Raju Ghimire and Shushila Chaurel (Technical Advisor & 
Team Leader)    1             

Kathmandu 
VoC (PSW maternity 
Hospital)  Kamala Sapkota     1           

Chuchepati 

FGD and 
observation at 
Chuchepati Camp 8 female residents, 2 male           1   1 

Chuchepati 
Previous camp 
coordinator Asta Maya Shrestha         1       

Kathmandu CMC Ram Lal Shrestha (Executive Director)   1             

Kathmandu Maternity Hospital Amar Amatya, Hospital Administrator         1       

Kathmandu ACF Kamlesh Shah, Senior Data Analyst 1               

                      

Simutar/Satbise Camp Simutar 10 women, 2 men           1   1 

Simutar/Satbise ITDS PSWs Pratima Pyakurel, Satosli Paraguli, sabina K. C.      1           

Simutar/Satbise Camp Satbise 8 women, 1 man           1     

Simutar/Satbise ITDS Sunita Basnet PSW     1           

Nuwakot Base ACF Sujen Maharjan  MHCP Program Manager 1               

Naubise/ Kalikasthan ACF Jagan Nath Pokhrel, MO 1               

Naubise/ Kalikasthan Camp Kalikasthan 7 women, 1 man           1     

Naubise/ Kalikasthan LACCOS Manisha Titung, Jeena Ghale, PSWs     1           

Naubise/ Kalikasthan LACCOS Pradiq Shrestha, PC; Sarstash Ghale, President   1             

Naubise/ Kalikasthan Camp Naubise 9 women, 1 man           1     

Naubise/ Kalikasthan LACCOS Kalpana Adhikari, SangTempa Tamang, PSWs     1           

Bogatitar 1 & 2 Camp Bogatitar 1  4 men, 4 women           1     

Bogatitar 1 & 2 Camp Bogatitar 1  Beneficiary women and 2 children in home               1 

Bogatitar 1 & 2 
ANM in health 
centre Monika Acharya       1         

Bogatitar 1 & 2 

Shree Modern 
Trinity English 
Boarding School Chitraman Dangol, Teacher / School director       1         

Duipipal 
Duipipal Additional 
Health Post Observation of group session and supervision 

              1 

Duipipal  “ Observation of supervision of group session               1 

Duipipal ", ANM     Ghita Chitrakar       1         
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Duipipal CMC Smriti Mishra, Psychosocial Counsellor     1           

Kimtang School, Kimtang observing psychosocial session by trained teacher              1 1 

Kimtang " observing individual supervision by CMC counselor               1 

Kimtang " Usha Gurung, teacher       1         

Kimtang CMC Binod Tamang, PS Counsellor     1           

Kimtang ITDS PSWs        1           

Nuwakot base ACF Ravi Bhandari, Field Co-ordinator 1               

Nuwakot base 
ITDS 

Ram Shrestha, Chairperson & Mibusha Ghimire, Project 
Coordinator 

  1             

Nuwakot base ACF Prajwal BHATTARAI, MO with M&E function 1               

Nuwakot base ITDS Laxman Shrestha, Project Focal Point   1             

Nuwakot base ACF Sanjit Sangraula, Deputy Project Manager 1               

Nuwakot District 
Health Department 

Nuwakot District 
Health Department Pradip Rimal, Public Health Inspector 

        1       

Nuwakot base ACF Nirjala Bhattarai, Deputy HoD 1               

  Totals 7 6 9 4 4 6 1 7 
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Annex 6. Statistical analysis of FDP data 

Summary 

This data comes primarily from FDP data stored in Epi-Info. 

Data from 547 families is available at pre-test, when the families were first assessed, and 

approximately 376 at post-test, i.e. when the families were phased out. 

There were four sets of data, one for each district, which have been comined for the purposes of this 

analysis. The data was then transformed to join up pre-test and post-test scores for each family on 

ABC test for FDP scoring. Additional data on number of family visits was not recorded for Kathmandu 

Valley. Some additional data was provided by VoC for Kathmandu but this is patchy. This means that 

the pre-post analysis are mainly conducted with data from Nuwakot and Rasuwa and so these 

findings may not generalise completely to Kathmandu Valley. 

Main results: 

 The project assessed the different camps as having very different profiles of needs and was 

able to adapt the kind of work done accordingly. 

 The total number of problematic domains differ so substantially between camps and PSWs 

that it is likely that this reflects a difference in assessment style and context as much as it 

does real differences between camps. 

 The total number of home visits carried out depends almost entirely on district, PSW et 

cetera and hardly relate at all to the number and nature of problems at initial assessment. 

 The final assessment decision depend strongly on education level, i.e. it seems that the 

better educated benefit more. 

 A larger number of home visits is highly significantly associated with a better assessment 

outcome and also with a better actual improvements between pre-and post-test scores. 

 Score on the ABC scale improved from pre-to post-test in every camp, but the improvement 

differs a lot between PSWs. 

Validation check 

First just check that camp, PSW and district names are all correct - validated against the reports 

produced directly from Epi-Info. 

  BHA KTM NUW RAS Sum 

BHA2 8 0 0 0 8 

BHA3 24 0 0 0 24 

BHA4 16 0 0 0 16 

BHA5 10 0 0 0 10 

KTM1 0 110 0 0 110 

NUW1 0 0 23 0 23 

NUW2 0 0 138 0 138 
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RAS1 0 0 0 72 72 

RAS2 0 0 0 41 41 

RAS3 0 0 0 72 72 

RAS4 0 0 0 33 33 

Sum 58 110 161 218 547 

Number of issues in each domain at assessment 

Health 

  BHA KTM NUW RAS 

0 30 72 108 59 

1 26 30 43 74 

2 2 7 7 42 

3 0 1 2 36 

4 0 0 0 7 

9 0 0 1 0 

Education 

  BHA KTM NUW RAS 

0 45 100 124 71 

1 12 8 30 98 

2 1 2 6 43 

3 0 0 0 6 

4 0 0 1 0 

Economic 

  BHA KTM NUW RAS 

0 25 0 8 3 

1 21 17 60 16 

2 12 75 82 91 

3 0 18 10 103 

4 0 0 1 5 

Legal 

  BHA KTM NUW RAS 

0 39 56 54 62 

1 12 49 72 92 

2 4 5 27 49 

3 3 0 7 14 

4 0 0 1 1 
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Psychosocial 

  BHA KTM NUW RAS 

0 0 33 5 0 

1 8 43 36 0 

2 26 24 64 7 

3 17 10 39 75 

4 7 0 13 69 

5 0 0 4 38 

6 0 0 0 20 

7 0 0 0 9 

There are big differences between camps and districts. 

Now some graphs to show the same things: 
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Action taken 

Which action plans were assigned to the families in the different districts? 

 So the 

action plans differed substantially between districts, with 10 and 11 (family and couple psychosocial) 

being especially popular in Nuwakot. 

Total number of home visits - what does it depend on? 

Note number of home visits isn't available for most of KTM valley. It differs a lot between camps. 
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Regression analysis 

##  
## Call: 
## lm(formula = num_homevisit ~ District + PSW + D1Health + D2Education +  
##     D3Economic + D4Legal + D5Psychosocial, data = fdp) 
##  
## Residuals: 
##     Min      1Q  Median      3Q     Max  
## -9.9701 -1.0560 -0.5108  1.3327  8.1254  
##  
## Coefficients: (2 not defined because of singularities) 
##                          Estimate Std. Error t value Pr(>|t|)     
## (Intercept)                8.8261     0.9478   9.312  < 2e-16 *** 
## DistrictNUW               -2.8378     1.0115  -2.806  0.00528 **  
## DistrictRAS               -5.9161     1.0438  -5.668 2.84e-08 *** 
## PSW1- Sangtempa Tamang    -0.9072     0.7079  -1.282  0.20076     
## PSW1- Sunita Basnet       -1.2435     0.7920  -1.570  0.11723     
## PSW2                       1.6420     1.1269   1.457  0.14590     
## PSW2- Lakpa Butti Tamang  -1.3728     0.7130  -1.925  0.05493 .   
## PSW2- Ranjan Suryabanshi  -2.0733     0.7556  -2.744  0.00636 **  
## PSW3                       1.2057     1.0411   1.158  0.24755     
## PSW3- Manisha Titung      -0.3084     0.6407  -0.481  0.63055     
## PSW3- Pratima Pyakurel    -0.7710     0.7520  -1.025  0.30588     
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## PSW4- Janak Raj Dhungana  -1.6422     0.7579  -2.167  0.03087 *   
## PSW4- Sujan Tamang        -0.1922     0.6498  -0.296  0.76760     
## PSW5- Jina Ghale           0.0599     0.6241   0.096  0.92359     
## PSW5- Salina K.C.         -0.3266     0.7138  -0.458  0.64755     
## PSW6- Rashmi Waiba             NA         NA      NA       NA     
## PSW6- Santoshi Parajuli        NA         NA      NA       NA     
## D1Health                   0.1255     0.1404   0.894  0.37193     
## D2Education                0.2605     0.2065   1.262  0.20784     
## D3Economic                 0.2566     0.2000   1.283  0.20013     
## D4Legal                    0.1684     0.1862   0.905  0.36626     
## D5Psychosocial             0.2837     0.1522   1.864  0.06303 .   
## --- 
## Signif. codes:  0 '***' 0.001 '**' 0.01 '*' 0.05 '.' 0.1 ' ' 1 
##  
## Residual standard error: 2.578 on 385 degrees of freedom 
##   (142 observations deleted due to missingness) 
## Multiple R-squared:  0.3648, Adjusted R-squared:  0.3335  
## F-statistic: 11.64 on 19 and 385 DF,  p-value: < 2.2e-16 

##  
## Call: 
## lm(formula = num_homevisit ~ District + PSW + TotalDomain, data = fdp) 
##  
## Residuals: 
##     Min      1Q  Median      3Q     Max  
## -9.9816 -1.0073 -0.5348  1.3119  8.2310  
##  
## Coefficients: (2 not defined because of singularities) 
##                          Estimate Std. Error t value Pr(>|t|)     
## (Intercept)               8.91202    0.91363   9.755  < 2e-16 *** 
## DistrictNUW              -2.78890    0.98062  -2.844  0.00469 **  
## DistrictRAS              -5.70954    1.01593  -5.620 3.65e-08 *** 
## PSW1- Sangtempa Tamang   -0.81582    0.68002  -1.200  0.23099     
## PSW1- Sunita Basnet      -1.24116    0.73773  -1.682  0.09329 .   
## PSW2                      1.72734    1.11552   1.548  0.12232     
## PSW2- Lakpa Butti Tamang -1.35407    0.69482  -1.949  0.05204 .   
## PSW2- Ranjan Suryabanshi -1.98543    0.74131  -2.678  0.00771 **  
## PSW3                      1.22721    1.03079   1.191  0.23456     
## PSW3- Manisha Titung     -0.35244    0.61219  -0.576  0.56515     
## PSW3- Pratima Pyakurel   -0.73591    0.72890  -1.010  0.31331     
## PSW4- Janak Raj Dhungana -1.59484    0.74438  -2.142  0.03277 *   
## PSW4- Sujan Tamang       -0.27269    0.60570  -0.450  0.65281     
## PSW5- Jina Ghale          0.09235    0.61108   0.151  0.87996     
## PSW5- Salina K.C.        -0.27742    0.68672  -0.404  0.68645     
## PSW6- Rashmi Waiba             NA         NA      NA       NA     
## PSW6- Santoshi Parajuli        NA         NA      NA       NA     
## TotalDomain               0.21059    0.07777   2.708  0.00707 **  
## --- 
## Signif. codes:  0 '***' 0.001 '**' 0.01 '*' 0.05 '.' 0.1 ' ' 1 
##  
## Residual standard error: 2.568 on 389 degrees of freedom 
##   (142 observations deleted due to missingness) 
## Multiple R-squared:  0.3632, Adjusted R-squared:  0.3386  
## F-statistic: 14.79 on 15 and 389 DF,  p-value: < 2.2e-16 

So the number of home visits does not seem to depend on strength of issues in any particular 

domain but is affected by overall problem severity and also on district and PSW. 

Final assessment decision 

  N percent 
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Have solved most of their 
objectives/problems and are self-

reliant 

86 18.6 

Have solved some of their problems 
and reached a certain level of 

autonomy 

223 48.2 

Some objectives are solved but we have 
doubt on the self-reliance. Or none of 

the objectives are achieved but the 
family may be self-reliant. 

48 10.4 

Have not progressed nor regressed. 26 5.6 

The families transferred the their room 
where they were stayed before, and 

not possible to meet now. 

80 17.3 

 ### 

How does final assessment differ between camps? 
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So there are very big differences between the camps. 

Note there are quite a lot of missing values ("NA"): 

What does the decision depend on? 

We eliminated decision_assess=0 because this is essentially a missing value: family transferred. 

##  
## Call: 
## lm(formula = decision_assess_recoded ~ D1Health + D2Education +  
##     D3Economic + D4Legal + D5Psychosocial + Camp.x + num_homevisit,  
##     data = all) 
##  
## Residuals: 
##     Min      1Q  Median      3Q     Max  
## -2.5257 -0.7549  0.2076  0.7159  2.4625  
##  
## Coefficients: 
##                 Estimate Std. Error t value Pr(>|t|)     
## (Intercept)     0.346355   0.386265   0.897  0.37049     
## D1Health        0.020893   0.054417   0.384  0.70125     
## D2Education     0.218132   0.080938   2.695  0.00737 **  
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## D3Economic     -0.003346   0.077897  -0.043  0.96576     
## D4Legal        -0.026186   0.070872  -0.369  0.71198     
## D5Psychosocial -0.041571   0.058055  -0.716  0.47441     
## Camp.xNUW1      1.128364   0.379112   2.976  0.00311 **  
## Camp.xNUW2      0.645207   0.323482   1.995  0.04684 *   
## Camp.xRAS1      0.786228   0.438513   1.793  0.07382 .   
## Camp.xRAS2      0.730248   0.390302   1.871  0.06215 .   
## Camp.xRAS3     -0.004303   0.366477  -0.012  0.99064     
## Camp.xRAS4      0.994502   0.394426   2.521  0.01212 *   
## num_homevisit   0.284578   0.021214  13.415  < 2e-16 *** 
## --- 
## Signif. codes:  0 '***' 0.001 '**' 0.01 '*' 0.05 '.' 0.1 ' ' 1 
##  
## Residual standard error: 1.008 on 362 degrees of freedom 
##   (172 observations deleted due to missingness) 
## Multiple R-squared:  0.4137, Adjusted R-squared:  0.3943  
## F-statistic: 21.29 on 12 and 362 DF,  p-value: < 2.2e-16 

So final assessment depends on camp but also on education level. 

Total problem domains against final assessment 

 So 

assessment decision does not depend much on total problem domains at pretest. 
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##  
## Call: 
## lm(formula = decision_assess_recoded ~ Camp + TotalDomain + num_homevisit,  
##     data = fdp) 
##  
## Residuals: 
##     Min      1Q  Median      3Q     Max  
## -2.4858 -0.7615  0.2154  0.6331  2.5413  
##  
## Coefficients: 
##               Estimate Std. Error t value Pr(>|t|)     
## (Intercept)    0.19151    0.37520   0.510   0.6101     
## CampNUW1       1.24047    0.37692   3.291   0.0011 **  
## CampNUW2       0.61935    0.31881   1.943   0.0528 .   
## CampRAS1       0.80011    0.41944   1.908   0.0572 .   
## CampRAS2       0.64070    0.37716   1.699   0.0902 .   
## CampRAS3      -0.01190    0.35436  -0.034   0.9732     
## CampRAS4       0.97670    0.38798   2.517   0.0122 *   
## TotalDomain    0.01924    0.02911   0.661   0.5090     
## num_homevisit  0.28609    0.02128  13.442   <2e-16 *** 
## --- 
## Signif. codes:  0 '***' 0.001 '**' 0.01 '*' 0.05 '.' 0.1 ' ' 1 
##  
## Residual standard error: 1.013 on 366 degrees of freedom 
##   (172 observations deleted due to missingness) 
## Multiple R-squared:  0.4014, Adjusted R-squared:  0.3883  
## F-statistic: 30.68 on 8 and 366 DF,  p-value: < 2.2e-16 

Surprisingly, the final assessment does not depend on the original number of problem domains. 
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Number of home visits against final assessment 

 

So the more home visits, the better the final assessment. 

Comparison with post-test 

To assess effectiveness properly, we need to compare pre-test and post-test. Data is available for 

the ABC test from both pre-test and post-test, so this was used. 

There are six families with post-test scores of 0 which is presumably an error so we will remove 

them. Also, there are a lot of missing data which have been counted as zero in the variables 

abc_score_. So we need to replace this data with missing data and calculate means rather than 

totals. 

The next graphs show the post-test score against the pre-test for all the different sections of the 

ABC. 

Not surprisingly, pre-test and post-test scores on ABC are highly correlated. 
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We want the dots to be above the black diagonal line, in the area where post-test is better than pre-

test. 
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It is a real pity we don't have post-test scores on the original assessment of problem domains. 

Analyses with number of homevisits 

Now, taking into account pre-test scores, what affect does number of home visits have on post-test 

scores on the ABC? 

Don't have homevisit data for most of KTM valley. 

##  
## Call: 
## lm(formula = abc_score_B ~ abc_score_A + Camp.x + num_homevisit,  
##     data = all) 
##  
## Residuals: 
##     Min      1Q  Median      3Q     Max  
## -43.278  -3.007   0.250   2.401  25.288  
##  
## Coefficients: 
##                Estimate Std. Error t value Pr(>|t|)     
## (Intercept)    14.67149    2.78810   5.262 2.62e-07 *** 
## abc_score_A     0.65209    0.04481  14.552  < 2e-16 *** 
## Camp.xNUW1    -26.87831    2.28542 -11.761  < 2e-16 *** 
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## Camp.xNUW2     -2.97153    1.94099  -1.531 0.126776     
## Camp.xRAS1      0.27330    2.04319   0.134 0.893677     
## Camp.xRAS2     -8.68488    2.22358  -3.906 0.000115 *** 
## Camp.xRAS3     -5.96920    2.06954  -2.884 0.004190 **  
## Camp.xRAS4     -6.62886    2.22761  -2.976 0.003146 **  
## num_homevisit   0.69182    0.13419   5.156 4.44e-07 *** 
## --- 
## Signif. codes:  0 '***' 0.001 '**' 0.01 '*' 0.05 '.' 0.1 ' ' 1 
##  
## Residual standard error: 6.122 on 319 degrees of freedom 
##   (219 observations deleted due to missingness) 
## Multiple R-squared:  0.6787, Adjusted R-squared:  0.6706  
## F-statistic: 84.23 on 8 and 319 DF,  p-value: < 2.2e-16 

##  
## Call: 
## lm(formula = abcpos ~ abcpre + Camp.x + num_homevisit, data = all) 
##  
## Residuals: 
##      Min       1Q   Median       3Q      Max  
## -1.10964 -0.11269  0.00518  0.11936  0.77829  
##  
## Coefficients: 
##                Estimate Std. Error t value Pr(>|t|)     
## (Intercept)    1.622281   0.123903  13.093  < 2e-16 *** 
## abcpre         0.323321   0.039295   8.228 1.01e-14 *** 
## Camp.xNUW1    -0.066527   0.131396  -0.506 0.613078     
## Camp.xNUW2     0.110828   0.071588   1.548 0.122840     
## Camp.xRAS1     0.099184   0.076158   1.302 0.193979     
## Camp.xRAS2    -0.307568   0.083144  -3.699 0.000265 *** 
## Camp.xRAS3    -0.125278   0.077097  -1.625 0.105422     
## Camp.xRAS4    -0.241537   0.083982  -2.876 0.004370 **  
## num_homevisit  0.027848   0.005459   5.101 6.63e-07 *** 
## --- 
## Signif. codes:  0 '***' 0.001 '**' 0.01 '*' 0.05 '.' 0.1 ' ' 1 
##  
## Residual standard error: 0.2254 on 253 degrees of freedom 
##   (285 observations deleted due to missingness) 
## Multiple R-squared:  0.5261, Adjusted R-squared:  0.5112  
## F-statistic: 35.12 on 8 and 253 DF,  p-value: < 2.2e-16 

Indeed, the number of home visits has a very highly significant positive effect on the final score on 

the ABC, when taking into account the pre-test score. 

It is cleaner to look at this a different way by reshaping the data as in the next analyses. 

This analysis looks at the specific effect of the time/number of visits interaction, having previously 

allowed for all imaginable other factors. Again, it only includes RAS and NUW data. 

##  
## Call: 
## lm(formula = value ~ time + totIncome * time + D1Health * time +  
##     D2Education * time + D3Economic * time + D4Legal * time +  
##     D5Psychosocial * time + Camp.x * time + PSW * time + decision_assess_recoded +  
##     num_homevisit * time, data = long) 
##  
## Residuals: 
##      Min       1Q   Median       3Q      Max  
## -1.17750 -0.11484  0.03213  0.15994  0.98006  
##  
## Coefficients: (9 not defined because of singularities) 
##                                     Estimate Std. Error t value Pr(>|t|) 
## (Intercept)                        2.697e+00  1.259e-01  21.418  < 2e-16 
## timepost                           1.293e-02  1.809e-01   0.071 0.943053 
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## totIncome                          5.640e-06  2.332e-06   2.418 0.015911 
## D1Health                          -5.829e-02  1.501e-02  -3.884 0.000115 
## D2Education                       -9.913e-02  2.246e-02  -4.414 1.22e-05 
## D3Economic                        -1.824e-02  2.345e-02  -0.778 0.436923 
## D4Legal                           -2.540e-02  2.149e-02  -1.182 0.237708 
## D5Psychosocial                    -2.483e-02  1.787e-02  -1.390 0.165102 
## Camp.xNUW1                        -4.382e-01  1.201e-01  -3.649 0.000288 
## Camp.xNUW2                        -1.367e-01  1.240e-01  -1.103 0.270621 
## Camp.xRAS1                        -4.786e-02  3.093e-01  -0.155 0.877075 
## Camp.xRAS2                        -4.823e-01  1.346e-01  -3.582 0.000371 
## Camp.xRAS3                        -1.738e-01  1.248e-01  -1.393 0.164094 
## Camp.xRAS4                        -4.369e-01  1.328e-01  -3.289 0.001068 
## PSW1- Sangtempa Tamang            -4.660e-02  2.772e-01  -0.168 0.866543 
## PSW1- Sunita Basnet                       NA         NA      NA       NA 
## PSW2                              -9.190e-01  1.828e-01  -5.026 6.78e-07 
## PSW2- Lakpa Butti Tamang          -1.576e-02  2.687e-01  -0.059 0.953248 
## PSW2- Ranjan Suryabanshi          -1.114e-01  8.925e-02  -1.248 0.212650 
## PSW3                              -6.421e-01  2.168e-01  -2.961 0.003195 
## PSW3- Manisha Titung               2.911e-02  7.254e-02   0.401 0.688343 
## PSW3- Pratima Pyakurel            -2.640e-01  8.884e-02  -2.972 0.003088 
## PSW4- Janak Raj Dhungana          -6.938e-01  9.027e-02  -7.685 7.02e-14 
## PSW4- Sujan Tamang                        NA         NA      NA       NA 
## PSW5- Jina Ghale                  -3.941e-02  6.736e-02  -0.585 0.558714 
## PSW5- Salina K.C.                 -1.284e-01  8.781e-02  -1.462 0.144297 
## PSW6- Rashmi Waiba                        NA         NA      NA       NA 
## PSW6- Santoshi Parajuli                   NA         NA      NA       NA 
## decision_assess_recoded            3.322e-02  1.166e-02   2.848 0.004567 
## num_homevisit                     -2.286e-02  6.821e-03  -3.351 0.000859 
## timepost:totIncome                -1.613e-06  3.432e-06  -0.470 0.638514 
## timepost:D1Health                  2.128e-02  2.246e-02   0.947 0.343801 
## timepost:D2Education               5.584e-02  3.436e-02   1.625 0.104668 
## timepost:D3Economic                1.179e-02  3.503e-02   0.337 0.736617 
## timepost:D4Legal                  -1.457e-02  3.283e-02  -0.444 0.657383 
## timepost:D5Psychosocial            1.538e-02  2.599e-02   0.592 0.554148 
## timepost:Camp.xNUW1               -2.216e-02  2.057e-01  -0.108 0.914246 
## timepost:Camp.xNUW2               -7.906e-02  1.743e-01  -0.454 0.650296 
## timepost:Camp.xRAS1               -3.905e-02  2.112e-01  -0.185 0.853370 
## timepost:Camp.xRAS2               -1.692e-01  1.939e-01  -0.873 0.383274 
## timepost:Camp.xRAS3               -1.909e-01  1.812e-01  -1.053 0.292587 
## timepost:Camp.xRAS4               -1.216e-01  1.880e-01  -0.646 0.518272 
## timepost:PSW1- Sangtempa Tamang    3.807e-02  9.592e-02   0.397 0.691590 
## timepost:PSW1- Sunita Basnet              NA         NA      NA       NA 
## timepost:PSW2                     -1.536e-01  2.588e-01  -0.593 0.553213 
## timepost:PSW2- Lakpa Butti Tamang         NA         NA      NA       NA 
## timepost:PSW2- Ranjan Suryabanshi -2.822e-03  1.246e-01  -0.023 0.981940 
## timepost:PSW3                      1.762e-01  3.064e-01   0.575 0.565486 
## timepost:PSW3- Manisha Titung     -1.844e-02  1.037e-01  -0.178 0.858875 
## timepost:PSW3- Pratima Pyakurel    2.146e-01  1.272e-01   1.687 0.092149 
## timepost:PSW4- Janak Raj Dhungana  8.608e-01  1.281e-01   6.720 4.54e-11 
## timepost:PSW4- Sujan Tamang               NA         NA      NA       NA 
## timepost:PSW5- Jina Ghale         -1.733e-02  1.099e-01  -0.158 0.874707 
## timepost:PSW5- Salina K.C.         4.530e-02  1.237e-01   0.366 0.714312 
## timepost:PSW6- Rashmi Waiba               NA         NA      NA       NA 
## timepost:PSW6- Santoshi Parajuli          NA         NA      NA       NA 
## timepost:num_homevisit             3.967e-02  8.767e-03   4.525 7.39e-06 
##                                       
## (Intercept)                       *** 
## timepost                              
## totIncome                         *   
## D1Health                          *** 
## D2Education                       *** 
## D3Economic                            
## D4Legal                               
## D5Psychosocial                        
## Camp.xNUW1                        *** 
## Camp.xNUW2                            
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## Camp.xRAS1                            
## Camp.xRAS2                        *** 
## Camp.xRAS3                            
## Camp.xRAS4                        **  
## PSW1- Sangtempa Tamang                
## PSW1- Sunita Basnet                   
## PSW2                              *** 
## PSW2- Lakpa Butti Tamang              
## PSW2- Ranjan Suryabanshi              
## PSW3                              **  
## PSW3- Manisha Titung                  
## PSW3- Pratima Pyakurel            **  
## PSW4- Janak Raj Dhungana          *** 
## PSW4- Sujan Tamang                    
## PSW5- Jina Ghale                      
## PSW5- Salina K.C.                     
## PSW6- Rashmi Waiba                    
## PSW6- Santoshi Parajuli               
## decision_assess_recoded           **  
## num_homevisit                     *** 
## timepost:totIncome                    
## timepost:D1Health                     
## timepost:D2Education                  
## timepost:D3Economic                   
## timepost:D4Legal                      
## timepost:D5Psychosocial               
## timepost:Camp.xNUW1                   
## timepost:Camp.xNUW2                   
## timepost:Camp.xRAS1                   
## timepost:Camp.xRAS2                   
## timepost:Camp.xRAS3                   
## timepost:Camp.xRAS4                   
## timepost:PSW1- Sangtempa Tamang       
## timepost:PSW1- Sunita Basnet          
## timepost:PSW2                         
## timepost:PSW2- Lakpa Butti Tamang     
## timepost:PSW2- Ranjan Suryabanshi     
## timepost:PSW3                         
## timepost:PSW3- Manisha Titung         
## timepost:PSW3- Pratima Pyakurel   .   
## timepost:PSW4- Janak Raj Dhungana *** 
## timepost:PSW4- Sujan Tamang           
## timepost:PSW5- Jina Ghale             
## timepost:PSW5- Salina K.C.            
## timepost:PSW6- Rashmi Waiba           
## timepost:PSW6- Santoshi Parajuli      
## timepost:num_homevisit            *** 
## --- 
## Signif. codes:  0 '***' 0.001 '**' 0.01 '*' 0.05 '.' 0.1 ' ' 1 
##  
## Residual standard error: 0.2633 on 552 degrees of freedom 
##   (494 observations deleted due to missingness) 
## Multiple R-squared:  0.5557, Adjusted R-squared:  0.5179  
## F-statistic: 14.69 on 47 and 552 DF,  p-value: < 2.2e-16 

Again, number of home visits has a healthy positive effect on improvement over time, taking 

everything else into account. The improvement differs a lot between camps. 

It is worth noting that although the five domain totals do not have any impact on the baseline score, 

income alone has a large positive impact. 
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While the results are statistically significant, they are not strong enough to see clearly on these 

graphs. 

 

 



87 

 

Annex 7. Statistical analysis of training data 

Summary 

This analysis is based on the training data for education and health in the two districts Nuwakot and 

Rasuwa. For altogether 324 trainees, data is available from a test at both pre-training and post-

training. 

The data consists of pre-test and post-test scores for individual trainees; the variables are pre-test 

and post-test score plus gender, Trainer name, ID of training, district. 

Main results: 

• women and men have almost identical scores and pre-test. 

• there is a a statistically significant improvement from pre-test to post-test, i.e. the 
trainees improved on their knowledge of the target material. 

• this improvement is not significantly different between men and women. 

• neither pre-test scores nor improvement is significantly different between more senior 
and more junior staff members. 

• trainees with better pre-test scores do not benefit as much; some with the highest 
scores do not improve at all. 

• nearly all trainers have positive results, but some are better than others and some cope 
better than others with trainees with high scores at pre-test. 

 

Basic statistics 

  Nuwakot Rasuwa Sum 

Education 114 52 166 

Health 104 54 158 

Sum 218 106 324 

  female male Sum  

Education 35 131 166  

Health 146 12 158  

Sum 181 143 324  

  female male Sum   

Nuwakot 129 89 218   

Rasuwa 52 54 106   

Sum 181 143 324   

Graphs 

Key to understanding the following graphs 

In each graph, the x-axis shows the pre-test score and the Y axis the post-test score. The dots 

represent the trainees. The diagonal black line is important; any dot on this line would represent a 

trainee who had the same store at pre-test as an post-test. This means that any dot above it 
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represents a trainee who has a better post-test score than pre-test, and any dot below it represents 

a trainee who has a worse score at post-test than at pre-test. Happily, a quick inspection shows that 

there are very few such trainees. 

In most graphs, lines of best fit have been drawn through the dots to show the general tendency. 

The wide gray bands surrounding each line show the confidence intervals. So if a best fit line has a 

wide grey band around it this means we are not very sure about the direction and position of the 

line, and if the grey band is thinner at some points that means we are somewhat more sure about 

the direction and position of the line at that point. 

 

So the first and most important result is that nearly all the trainees are above the diagonal line, i.e. 

they have improved after the training; and this is true for men and women and for both sectors. 

However, it is worth noting that the best fit lines are shallower than the black line and in some cases 

tend to cross the black line towards the top. This means that trainees who start off further to the 

right, i.e. have better scores at pre-test, improve somewhat less, and in a few cases some of the 

trainees who are better at pre-test failed to improve at all or even get worse. It is unlikely that they 
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really have got worse, but it is possible that they have improved much or at all and the current drop 

is just due to measurement error. 

This is a common result with training courses of this nature, as it is difficult to cater for students of 

different pre-test knowledge and abilities. It is also worth noting that this is probably not really a 

classic "ceiling effect"" which can occur when students are scoring almost the maximum score at 

pre-test, in this case most of the students still have a way to go before hitting the top score. 

Nevertheless, it might be worth considering that the training is possibly less useful for these kinds of 

trainee and may also reduce their motivation to attend future trainings if they are not benefiting so 

much. 

 In 

education, almost no-one in Nuwakot scores above 12 at pre-test. 

This tendency is a stronger in education, where the top 20% of trainees don't gain much from the 

course. 
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Health 

 

In this diagrams, the results for individual trainers are shown and it is worth noting that the effect 

we just mentioned differs very clearly from trainer to trainer, i.e. they cope with trainees of different 

pre-test ability in different ways, in one case this seems to be a paradoxical effect where lower 

ability pre-test trainees benefit are radically more and those with better pre-test scores seem to 

benefit very substantially less, i.e. the best fit line dips downwards to the right. 

Education 

 

All trainers seem to have good effects - nearly all trainees are above the line. 
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Does seniority make a difference? 
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These graphs show that, perhaps surprisingly, different categories of trainee with different degrees 

of seniority are pretty much indistinguishable from one another; so principals do not score better 

than teachers, etc. In general they do not differ on pre-test score, on post-test score or on the 

amount that they improve. The regression analysis confirms this. 

Statistical analyses 

(For the statistical analyses, the data is transformed into longform, i.e.  so rather than having pairs of 

pre-test and post-test variables, score is a single set of variables and time (pre-test post-test) is a 

factor.) 

##  
## Call: 
## lm(formula = Score ~ Time + Sector * Time * District * Gender,  
##     data = long) 
##  
## Residuals: 
##      Min       1Q   Median       3Q      Max  
## -12.7843  -1.1863   0.2157   1.4318   7.3704  
##  
## Coefficients: 



94 

 

##                                                     Estimate Std. Error 
## (Intercept)                                          8.62963    0.43763 
## TimePosttest                                         4.40741    0.61890 
## SectorHealth                                         2.55664    0.49216 
## DistrictRasuwa                                       3.62037    0.91537 
## Gendermale                                          -0.02043    0.50096 
## TimePosttest:SectorHealth                           -1.80937    0.69601 
## SectorHealth:DistrictRasuwa                         -3.23846    1.00306 
## TimePosttest:DistrictRasuwa                         -2.65741    1.29453 
## SectorHealth:Gendermale                              2.83416    1.69917 
## TimePosttest:Gendermale                              0.36271    0.70846 
## DistrictRasuwa:Gendermale                            0.42953    1.00740 
## TimePosttest:SectorHealth:DistrictRasuwa             2.55937    1.41854 
## TimePosttest:SectorHealth:Gendermale                -0.46075    2.40299 
## SectorHealth:DistrictRasuwa:Gendermale              -2.41143    2.07020 
## TimePosttest:DistrictRasuwa:Gendermale               0.06911    1.42468 
## TimePosttest:SectorHealth:DistrictRasuwa:Gendermale -0.20440    2.93750 
##                                                     t value Pr(>|t|)     
## (Intercept)                                          19.719  < 2e-16 *** 
## TimePosttest                                          7.121 2.92e-12 *** 
## SectorHealth                                          5.195 2.77e-07 *** 
## DistrictRasuwa                                        3.955 8.52e-05 *** 
## Gendermale                                           -0.041  0.96748     
## TimePosttest:SectorHealth                            -2.600  0.00955 **  
## SectorHealth:DistrictRasuwa                          -3.229  0.00131 **  
## TimePosttest:DistrictRasuwa                          -2.053  0.04050 *   
## SectorHealth:Gendermale                               1.668  0.09582 .   
## TimePosttest:Gendermale                               0.512  0.60885     
## DistrictRasuwa:Gendermale                             0.426  0.66998     
## TimePosttest:SectorHealth:DistrictRasuwa              1.804  0.07167 .   
## TimePosttest:SectorHealth:Gendermale                 -0.192  0.84801     
## SectorHealth:DistrictRasuwa:Gendermale               -1.165  0.24453     
## TimePosttest:DistrictRasuwa:Gendermale                0.049  0.96133     
## TimePosttest:SectorHealth:DistrictRasuwa:Gendermale  -0.070  0.94455     
## --- 
## Signif. codes:  0 '***' 0.001 '**' 0.01 '*' 0.05 '.' 0.1 ' ' 1 
##  
## Residual standard error: 2.274 on 631 degrees of freedom 
##   (1 observation deleted due to missingness) 
## Multiple R-squared:  0.4414, Adjusted R-squared:  0.4281  
## F-statistic: 33.24 on 15 and 631 DF,  p-value: < 2.2e-16 

Scores for Health are worse overall, but this is immaterial as the tests are different. 

Scores for Rasuwa are worse than Nuwakot. 

No difference between genders either on overall score or on gains. 

##  
## Call: 
## lm(formula = Score ~ Sector + District + Time + Trainer + Trainer *  
##     Time, data = long) 
##  
## Residuals: 
##      Min       1Q   Median       3Q      Max  
## -13.5000  -1.2404   0.1729   1.5267   7.3939  
##  
## Coefficients: (1 not defined because of singularities) 
##                                Estimate Std. Error t value Pr(>|t|)     
## (Intercept)                     13.7348     0.6140  22.371  < 2e-16 *** 
## SectorHealth                    -1.9077     0.6270  -3.042  0.00245 **  
## DistrictRasuwa                  -0.3538     0.3769  -0.939  0.34818     
## TimePosttest                     1.4286     0.6854   2.084  0.03755 *   
## TrainerTrainer_2                -0.8355     0.8266  -1.011  0.31255     
## TrainerTrainer_3                -5.1287     0.6721  -7.631 8.81e-14 *** 
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## TrainerTrainer_4                -5.3348     0.7196  -7.413 4.06e-13 *** 
## TrainerTrainer_5                -4.5040     0.8697  -5.179 3.02e-07 *** 
## TrainerTrainer_6                -1.6507     0.6807  -2.425  0.01560 *   
## TrainerTrainer_7                -0.4700     0.7249  -0.648  0.51703     
## TrainerTrainer_8                 0.6109     0.5329   1.146  0.25216     
## TrainerTrainer_9                -1.6366     0.6388  -2.562  0.01064 *   
## TrainerTrainer_10                0.2767     0.6830   0.405  0.68552     
## TrainerTrainer_11               -1.5810     0.6939  -2.278  0.02305 *   
## TrainerTrainer_12               -0.1271     0.6479  -0.196  0.84452     
## TrainerTrainer_13                    NA         NA      NA       NA     
## TimePosttest:TrainerTrainer_2    1.3896     1.1691   1.189  0.23503     
## TimePosttest:TrainerTrainer_3    3.1169     0.7869   3.961 8.34e-05 *** 
## TimePosttest:TrainerTrainer_4    3.4286     0.8670   3.955 8.55e-05 *** 
## TimePosttest:TrainerTrainer_5    3.4945     1.1085   3.153  0.00170 **  
## TimePosttest:TrainerTrainer_6   -0.1345     1.0248  -0.131  0.89566     
## TimePosttest:TrainerTrainer_7    1.7143     1.0837   1.582  0.11420     
## TimePosttest:TrainerTrainer_8    0.7277     0.8821   0.825  0.40972     
## TimePosttest:TrainerTrainer_9    2.7143     0.9693   2.800  0.00527 **  
## TimePosttest:TrainerTrainer_10   1.0214     1.0521   0.971  0.33201     
## TimePosttest:TrainerTrainer_11   1.0214     0.9814   1.041  0.29837     
## TimePosttest:TrainerTrainer_12   0.7714     0.9814   0.786  0.43213     
## TimePosttest:TrainerTrainer_13   1.1241     0.8541   1.316  0.18862     
## --- 
## Signif. codes:  0 '***' 0.001 '**' 0.01 '*' 0.05 '.' 0.1 ' ' 1 
##  
## Residual standard error: 2.221 on 620 degrees of freedom 
##   (1 observation deleted due to missingness) 
## Multiple R-squared:  0.4764, Adjusted R-squared:  0.4544  
## F-statistic:  21.7 on 26 and 620 DF,  p-value: < 2.2e-16 

Note there is a large difference between trainer baselines even when allowing for District and 

Sector. 

## Analysis of Variance Table 
##  
## Model 1: Score ~ Sector + District + Time 
## Model 2: Score ~ Sector + District + Time + Trainer 
## Model 3: Score ~ Sector + District + Time + Trainer + Trainer * Time 
##   Res.Df    RSS Df Sum of Sq      F    Pr(>F)     
## 1    643 3685.4                                   
## 2    632 3304.7 11    380.69 7.0158 2.923e-11 *** 
## 3    620 3058.4 12    246.30 4.1609 2.656e-06 *** 
## --- 
## Signif. codes:  0 '***' 0.001 '**' 0.01 '*' 0.05 '.' 0.1 ' ' 1 

There are some big differences between the trainers. Some showed much better overall 

improvements, some were better for weaker students, some for stronger students. 

Limitations 

Score on a simple knowledge questionnaire is a reasonably good indicator of ability to actually act in 

the desired way's professional duties, but it is certainly not perfect. 

Post-test score is not a very good predictor of the score that would be obtained months down the 

line i.e. is not a good predictor of the sustainability of the results. 

There is no independent verification of these scores and no way of knowing whether for example 

the trainers might have encouraged the trainees to artificially suppress their scores at pre-test, i.e. 

tell them to deliberately make some mistakes, or alternatively simply fabricate some or all of the 
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results. However, there is no reason to believe this was the case and in the opinion of the evaluator 

the data does not appear to be fabricated. The tests were administered in the presence of ACF MOs. 

it is very welcome that the trouble was taken to the court pre-test and post-test scores so 

systematically, with very few missing data, and the system of recording scores in this way may also 

serve to motivate the trainers. 

For the purposes of this evaluation, district level effects are not so important but it is worth noting 

that while overall the results for the two districts and the two sectors are very similar, the pre-test 

scores in one sector in one district seem to be much lower, which might be worth looking into the 

reasons. 

Session Info 

This report is reproducible research. It was produced from a source document written in Rmarkdown 

using the statistics program R (R) and other R packages. The results can be reproduced, verified 

and/or extended by anyone else using the same source document, which is available from 

steve@pogol.net. 

## R version 3.2.2 (2015-08-14) 
## Platform: x86_64-w64-mingw32/x64 (64-bit) 
## Running under: Windows 8 x64 (build 9200) 
##  
## locale: 
## [1] LC_COLLATE=English_United Kingdom.1252  
## [2] LC_CTYPE=English_United Kingdom.1252    
## [3] LC_MONETARY=English_United Kingdom.1252 
## [4] LC_NUMERIC=C                            
## [5] LC_TIME=English_United Kingdom.1252     
##  
## attached base packages: 
## [1] stats     graphics  grDevices utils     datasets  methods   base      
##  
## other attached packages: 
## [1] readxl_0.1.1   magrittr_1.5   pander_0.6.0   scales_0.4.1   
## [5] reshape2_1.4.1 dplyr_0.5.0    stringr_1.1.0  ggplot2_2.2.0  
## [9] knitr_1.15     
##  
## loaded via a namespace (and not attached): 
##  [1] Rcpp_0.12.7      munsell_0.4.3    colorspace_1.2-6 R6_2.1.3         
##  [5] plyr_1.8.4       tools_3.2.2      grid_3.2.2       gtable_0.2.0     
##  [9] DBI_0.5-1        htmltools_0.3.5  yaml_2.1.14      lazyeval_0.2.0   
## [13] assertthat_0.1   digest_0.6.10    tibble_1.2       evaluate_0.10    
## [17] rmarkdown_1.1    labeling_0.3     stringi_1.1.1 

 

http://r-project.org/
mailto:steve@pogol.net
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Annex 8.  Details of cascade trainings31 
 

1)      ToT (training of trainers) in psychosocial support and mental health was 
organized in 14-19 Feb 2016. The package was designed in two sections and there 
were altogether 42 participants (19 in health and 23 in education). There was 
common content for first two days and specific contents for remaining four days. 
The agreement for this ToT was signed in the last week of December 2015 between 
ACF and CMC. 
2)      After the ToT training, the selected candidates (teachers and health workers) 
received separate service contracts with ACF to provide 4-day trainings to Asst nurse 
midwives (ANMs) and school teachers. The training at field level was held from the 
last week of February to the end of March 2016. 6 trainers in health and 8 trainers 
in education were involved in providing 4-days training at field level in Nuwakot 
and Rasuwa.  

114 teachers in Nuwakot and 52 from Rasuwa received 4-day training in 
psychosocial support to children from the ToT trainers.  

104 ANMs from Nuwakot and 54 from Rasuwa received 4-day training in 
psychosocial support to PLWs from the trainers.    
3)      The debriefing and supervision workshop was organized 2-3 April 2016 after 
the 4-day training by ToT trainer for ANMs and school teachers. A total of 11 trainees 
(6 from health & 5 from education; 3 did not participate though they involved in 
training) participated in the debriefing and supervision workshop who was involved 
in delivering training at field level for the ANMs and teachers. 
4)      A further project agreement between ACF and CMC was signed on 8th June 
2016 according to which CMC was responsible to further equip trained teachers and 
ANMs in order to provide psychosocial support and care to the children (through 
teachers) and PLWs (through ANMs). CMC recruited 2 counsellors in each district 
(Nuwakot  and Rasuwa) with the role of enhancing the capacities of teachers and 
ANMs. Both psychosocial counsellors of education received 6-days ToT provided by 
CMC-Nepal.  One more senior psychosocial counsellor wass recruited from 
September onwards who is mostly responsible for providing direct psychosocial 
support to the children and women of the IDP camps.  

 

                                                           
31 based on information from CMC 
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Annex 9. Evaluation Criteria Rating Table 
 

Criteria Rating 
(1 low, 5 high) 

Rationale (See also the corresponding headings in 
the conclusions chapter.) 

1 2 3 4 5 

Design   3   All in all, the project design had many elements 
which were appropriate for the situation and 
population but lacked a clear overall theory of 
what we are going to do, how and why.   

Relevance/Appropriateness    4  Overall, the project approach found many ways 

to be relevant and appropriate for local contexts.  

In the camps component, over time the 

interventions make sense to many community 

members and the PSW’s were respected as 

friends of the community with a shared language 

and culture.  Some delays in adapting the 

approach hold this score back to a 4. 

Coverage    4  The project seem to have been successful in 

including a substantial number of people 

including older people and disabled people and 

was broadly able to target the most vulnerable 

within each community as far as the capacity of 

the project staff allowed. Some problems with 

the education (and to a lesser extent health in 

Nuwakot and Rasuwa) components hold this 

score back to a 4. 

Effectiveness   3
.
5 

  The project succeeded overall in reaching most of 

its numerical targets, with over-performance on 

most indicators and underperformance in 

education. The camps component certainly had a 

significant positive effect on beneficiary families 

overall.  Positive effects on the beneficiaries of 

the health and education components are very 

difficult to assess reliably at this stage, making it 

difficult to award more than 3.5; a positive 

follow-up assessment in a few months might 

revise the overall figure to a 4. 

Sustainability    3   Certainly there will be individual cases where the 
projects triggered sustainable life changes; but it 
is not possible to say overall whether the project 
led to sustainable improvements in beneficiaries. 
A follow-up assessment would give firmer data on 
sustainability. 
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Likelihood of Impact   3
.
5 

  There were many problems with the partnership 

approach, many of the difficulties were 

overcome. Working through local partners, 

though it can be difficult, is the right thing to do 

in relief and development.  Although the abrupt 

ending of the project that have somewhat 

damaging effects for some of the NGOs, overall 

the project was a positive experience for them.  

The project has contributed to an increase in 

awareness of and interest in the potential of a 

more client focused approach in education and 

health on the part of potential service providers 

and government offices.  Whether or not the 

nurses and teachers who received some training 

during the project will continue along the 

trajectory begun by the project depends very 

much on the availability of future support and the 

strategy of the government. 

 
Guidance for rating the evaluation criteria: 

Rating  Definition 

1. Unsatisfactory Performance was consistently below expectations in most areas of enquiry 

related to the evaluation criteria. Overall performance in relation to the 

evaluation criteria is not satisfactory due to serious gaps in some of the areas. 

Significant improvement is needed. Recommendations to improve 

performance are outlined in the evaluation report and Action Against Hunger 

will monitor progress in these areas. 

2. Improvement 

needed 

Performance did not consistently meet expectations in some areas of 

enquiry– performance failed to meet expectations in one or more essential 

areas of enquiry.  Some improvements are needed in one or more of these. 

Recommendations to improve performance are outlined in the evaluation 

report and Action Against Hunger will monitor progress in these key areas. 

3. On average 

meets 

expectations 

On average, performance met expectations in all essential areas of enquiry 

and the overall quality of work was acceptable. Eventual recommendations 

over potential areas for improvement are outlined in the evaluation report. 

4. Meets 

expectations 

Performance consistently met expectations in all essential areas of enquiry, 

and the overall quality of work was fairly good. The most critical expectations 

were met. 
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5. Exceptional Performance consistently met expectations due to high quality of work 

performed in all essential areas of enquiry, resulting in an overall quality of 

work that was remarkable. 
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Annex 10. Good practice 
 
 

Title of Good Practice 

Use of Family Development Programme (FDP) in emergency situations 

Innovative features and key characteristics 
There is very little experience of using FDP32 in emergency situations. It is most developed for fighting poverty 
in general development situations. The experience in Nepal brings some lessons learned about how best to 
apply it. 

Background to the Good Practice 

Many families after the earthquake, especially those displaced, have lost many or most of their 
resources, from family units (lost and injured family members), employment, food security and 
connection to place and surrounding community.  IDPs are often successful in maintaining and/or 
reforming social networks during their period of displacement.  But their connection to the 
surrounding community, especially to social educational, medical and legal services is usually weak. 
FDP represents a targeted and structured form of social work, mostly in the form of a series of 
sessions with individual families and also families in groups.  Voice of Children in Nepal has 
developed a detailed manual for the way it applied FDP mainly in their work to support street 
children in Kathmandu.  The availability of this expertise in both VOC and ACF and the existence of 
the manual meant that the project was able to offer a more grounded and structured approach to 
improving the situation of the beneficiaries than if they had resorted to ad hoc solutions as is usually 
the case. 
The team further adapted the model to the situation of earthquake victims.  The team, usually two 
so-called “psychosocial workers”, consults initially with a family to assess and list their problems.  If 
and when the family is considered to have a sufficient level of needs, the team commences to work 
with the family over a series of sessions with the aim of stimulating the family to use and develop 
its own resources to solve the problems.  Particularly in the present project, there is an initial 
emphasis also on the psychological side of psychosocial.  In particular, this meant individual and 
group sessions offering forms of psychological first aid within a counselling format. 
 
 

Further explanation of the chosen good practice 

A number of lessons were learned during the development of FDP in Nepal. 

FDP is very difficult, especially at the start, especially for inexperienced field staff.  It is difficult to 

gain trust and specifically to establish a clear understanding of what the team is trying to offer and 

why, potential benefits or drawbacks for the beneficiaries, how long it will last, are there any 

material benefits e.g. food handouts.  However, this building of trust and rapport was facilitated in 

Nepal by the fact that the psychosocial workers were nearly all from the same caste/ethnic group.  

The project helps to map local service providers and facilitate referral and networking so that 

community members know where to turn for help and support. 

Practical/Specific recommendations for roll out 

Approach can certainly be replicated, depending heavily on whether expertise exists locally.  
Expertise need not be of FDP in particular; familiarity with other structured social work approaches 
would also be beneficial.  Above all, this Good Practice encourages ACF to apply this kind of 

                                                           
32 http://www.enfantsetdeveloppement.org/-Accompagnement-Familial- 
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structured social work approach in an emergency situation.  Expert level supervisors with deep 
experience in training and supervising staff on the job, if not available in country, should be available 
from abroad for at least two short-term missions, at inception and after two or three months of 
initial implementation. 
 

How could the Good Practice be developed further? 

Make the approach more modular.  In the same way that care practices were included in Nepal, 
other modules could be added according to need.  Clarify which modules can be successfully 
completed by staff with less experience. 
 
Avoid setting initial targets of reaching large numbers of people with difficult interventions.  First 
establish a realistic and successful way of working in a smaller number of sites before extending 
nature and scale of intervention step-by-step. 
 
Ensure that especially less experienced staff are using an approach which is easy to implement, e.g. 
not involving individual sessions or any form of counselling, which is easy for beneficiaries to 
understand and where they can see an obvious immediate benefit. 
 
Ensure there is a context-specific assessment at the beginning of implementation and ensure that 
progress is followed (at least with a phase-out assessment) by the same context-specific tool rather 
than one for general use like the ABC tool. 
 
Extend supervision to ensure there is space for staff to share and reflect on their own feelings, 
disappointments, motivation et cetera with specific training also on psychological self-care to reduce 
the risk of burnout. 
 
Ensure there is gender sensitivity training including in particular GBV awareness (the direct 
intervention on GBV should be left to more experienced counsellors).  
 
Ensure that the intervention takes into account the perspectives and role of men as part of the family 
system.  Even where the project interacts directly mostly with women (whether because men are 
absent e.g. away at work during the day, and/or because it is the deliberate approach of the project 
to work with women), there are many ways in which men can undermine, support, benefit from, be 
threatened by the project and this needs taking into consideration.  Pairs of women and men PSW’s 
working together might facilitate this. 
 
Consider the staff trained for and gaining experience from the FDP work as important outcomes of 
and resources for the project rather than just as a means to an end.  Take note of and where possible 
try to facilitate their future employment possibilities in social work and similar.  In the logical 
framework, include indicators of their gain in knowledge, experience and self-confidence in their 
role. 
 
Consider including a community development component targeting not only families and groups of 
families but more specifically on families and community members working together to identify and 
solve problems collectively. 
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