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EXECUTIVE SUMMARY 

This manuscript reports the findings of an evaluation of ACF health, Nutrition and WASH project in 
Benadir Region, Somalia. The evaluation focused on the period between July 2011 to November 2012 
July 2011 was when it was reported that the emergency crisis had heightened and this situation had 
been compounded by insecurity. ACF at that point, intervened with emergency interventions at this 
point when GAM rates were about 45% and SAM rates 22%, all of these figures being way beyond the 
emergency thresholds.  This was aggravated by the poor health situation (including poor access to 
health services), poor access to clean water and poor sanitation and hygienic practices. It is for this 
reason that ACF was funded to scale-up its emergency response to target both the IDP and the urban 
populations targeting primarily the under-fives, pregnant and lactating women. Later on other groups 
were included- children 5-10 year old children, the old and single headed households. The specific 
interventions implemented by ACF were the screening and treatment of acutely malnourished children, 
collaboration strengthening among nutrition partners, building capacity of local partners to implement 
IMAM, reinforcing hygiene and care practices, improving access to primary health care, and supporting 
access to clean water, access to sanitation facilities, access to hygiene kits and promoting sound hygienic 
practices. The implementation process adopted the remote-management framework where the 
coordination staff only have minimal presence in project are hugely rely on local staff whom they have 
constant communication with. 
 
Prior to the extension of this project, project evaluation was needed to document the progress made, 
programming recommendations and lessons learnt that can be adopted in the next phase of the project. 
The evaluation thus focused on assessing the project performance, assessing the remote–management 
framework, provide indication if the project has changed the situation and provide recommendation to 
make the project better. The evaluation as much as possible followed the OECD-DAC (Development 
Assistance Committee) criteria that are most relevant to the purpose of this evaluation. The evaluation 
was a cross-sectional study (meaning done at one point- as opposed to a follow-up study) utilizing 
quantitative and qualitative methods of data collection and analysis. The main quantitative tool was the 
household questionnaire (targeting mothers/caregivers of children 6 months -10 years old) and was 
supported by a range of qualitative tools of data collection. 725 caregivers were interviewed using the 
household questionnaires. Additionally FGDs were held with the caregivers, in-depth interviews with the 
project staff, community leaders, donors, health facility in-charges representatives of SAACID and SOS 
(collaborating NGOs). An observation checklist was used to collect information regarding WASH 
interventions. 
 
It was found that the project targeted both residents and IDPs of South Central Somalia and was non-
discriminatory in the selection of beneficiaries. The selection for nutrition was based on the <-3 Z score 
W/H (or presence of bilateral or pitting oedema) and presence of medical complications. WASH 
interventions covered all in the project site based on the needs.  It was mostly a nutrition project and 
was integrated with health and WASH components to improve the nutrition outcomes. It was relevant 
to emergency health, nutrition and WASH needs of the population and there were efforts made to 
respond to evolved needs of the population- from purely emergency needs to a mix of emergency and 
non-emergency needs (needing livelihood resilience interventions). In July 2011 GAM, SAM and U5 
mortality rates were 40%, 15.3%, 14/10,000/day and in April 2012 the figures had reduced to 13.6%, 
2.3% and 3.07/10,000/day in the urban area and to 15.4%, 2.1% and 2.12/10,000 in the IDPs 
respectively. The project design however was not designed to include interventions that would promote 
recovery and livelihood resilience. 
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ACF coordinated well with other partners both in Nairobi and Mogadishu level at cluster and individual 
partner level and had managed the government relations with ease. However, engagement with 
partners needs to be improved through considering sub-coordination arrangements especially with 
partners targeting the same beneficiaries such as SAACID. The remote management system, which had 
been used due to the insecurity, was efficient in managing the field teams with monitoring and control 
system put in place. With the security situation improving, more field visits to Mogadishu will be 
possible. The project staffing arrangement was suited for the project and to further improve on M&E 
and the integration (of health, nutrition and WASH), at community level the employment of field-based 
M&E officer and community health workers has been suggested. When it comes to budget 
management, although the project is able to ensure that the total budget is expended by the time the 
project ends, the expenditures for many budget lines exceed 10% acceptable deviation. 
 
It was evident that the project engaged the community in many ways to ensure sustainability of some of 
its effects. However, due to the nature of the project (predominantly emergency), sustainability is low. 
The beneficiaries will not continue to receive the project products (e.g. medicines, therapeutic foods, 
hygiene kits and chlorine) after the project ends without additional external support. Without 
fundraising for recovery and resilience livelihood projects only little can be done to improve 
sustainability of most of the project in a substantial way. A number of lessons learnt, challenges and 
best practices have been documented in this report. 
 
It was concluded that this emergency project, which integrated health nutrition and WASH components, 
met the confirmed needs of the target beneficiaries and was to an extent (with room for improvement), 
efficient and effective. The project also made an effort to promote sustainability and connectedness 
with the community at large. The needs of the beneficiaries are also evolving from emergency to a mix 
of emergency and non-emergency needs (sustainable livelihoods). The project has room for 
improvements in its next phases and hence the recommendations given below. 
 
Based on the finding of the evaluation, a number of recommendations have been given in summary 
Detailed descriptions of the recommendations have been shown in chapter 4 of this report. These are: 

1. Increase project targets and expand the targets to include those in the Somalia M&E framework. 

2. Consider fundraising for non-emergency interventions including food security interventions and 

income generation activities interventions  

3. Strengthen the integrated approach through training of the community-based workers in all 

health aspects rather than have separate individuals trained in different issues 

4. Engage the religious leaders such as Imams as change agents for health, nutrition and WASH 

issues.  

5. Improving the remote management system through increasing physical contact between 

Mogadishu and Nairobi teams and Daily tracking of calls in a spreadsheet. 

6. Improving the M&E system through having a field-based M&E officer to improve the fidelity of 

the data collected. 

7. Increase understanding of training materials and other project documents by field teams 

translation of more project documents and conducting English classes to field project staff. 

8. Evaluate/asses scenarios for future programming in readiness for possible increased 

involvement of the government.  
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9. Conduct a Knowledge, Attitudes and Practices (KAP) survey to highlight on the impact of the 
intervention on nutrition health and hygiene care practices such as exclusive breastfeeding and 
hand washing.   
 

10. Form a sub-coordination unit with NGOs working in the same areas with ACF Somalia (eg, in 
Benadir) to avoid challenges and misunderstandings such as those experienced with SAACID. 

11. There is need to ensure that the budget expenditures lines are within the 10% limits. Budget re-
alignments (re-budgeting) should be considered if there are many budget lines under and over 
expenditure as was the case as at November 2012.
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DEFINATION OF SOME KEY TERMS 

Evaluation 

 

Rigorous analysis of completed or ongoing activities that determine or 

support effectiveness and efficiency of a program. 

 

Performance  The accomplishment of a given task measured against preset known 

standards of accuracy, completeness, cost, and speed. 

 

Relevance The extent to which objectives, implementation strategies, activities and 

methodologies were adapted to the needs of the beneficiaries. 

Effectiveness The extent to which the program has done what it was intended to do for 

the beneficiaries. 

Efficiency The results achieved in relation to time, efforts and resources expended. 

Sustainability The extent to which results achieved can continue after the end of the 

program. 

Impact The overall effects the program has had on the beneficiaries and 

participating communities and on their methods of working in the future. 

Ownership The level of stakeholder and community participation/involvement and 

their feeling of who controls and makes what decisions. 

 

 

http://www.businessdictionary.com/definition/task.html
http://www.businessdictionary.com/definition/accuracy.html
http://www.businessdictionary.com/definition/cost.html
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CNW  community Nutrition Workers 

DAC    Development Assistance Committee 

DFID  Department for International Development 

DRC  Danish Refugee Council 
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IMAM  Integrated Management of Acute Malnutrition 

M&E  Monitoring and Evaluation 

MCH  Maternal and Child Health 
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OCHA  Office of Coordination pf Humanitarian Affairs 
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TFP  Therapeutic Feeding Programme 

UN  United Nations 

WASH  Water, Sanitation and Hygiene 

WFP  World Food Programme 
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1 INTRODUCTION 

1.1 Background 

In 2011, a relatively large-scale response to the drought emergency crisis took place in Mogadishu. 
Nutrition surveys conducted amongst Mogadishu IDPs and urban populations in October 2011 by FSNAU 
showed a significant improvement from the rates in August, largely due to the scaling up of assistance in 
September and October. However, this assistance had been targeting mainly IDPs camp located in 
Hodan, Wadajir, Dharkenley, and to some extent Hawl Wadag and Waberi districts. Large parts of 
Mogadishu were still under assisted, and it was assumed that some resident populations were totally 
left out or less assisted than IDPs. Later on, the DRC/WFP livelihood nutrition assessment conducted in 
14 districts of Mogadishu concluded that there was a marginal vulnerability difference between the IDPs 
and residents and IDP status was not justifiably an exclusive criterion to consider for selecting 
emergency health and nutrition beneficiaries in Mogadishu. 
  
Assessment reports conducted internally by ACF then indicated that poor access to sanitation resources 
at the three nutrition facilities the organization was running1. In some cases the facilities had no access 
to latrines at all, while in the case where they had access, they are were inadequate and had no hand 
washing facilities which plays a major role as a barrier in disease transmission. Access to water was also 
a major challenge as most of the existing water points were in a dilapidated state, with possible 
contamination by waste and surface runoff water. The situation in the IDP camp was no better: 
overcrowding, poor sanitary conditions and lack of access to safe water in a number of IDP camps 
continued to heighten the risk of spread of diseases.  
 
The DFID funding in 2011 was thus aimed to improving access to adequate, safe water and sanitation 
facilities to both the host communities and internally displaced persons. It was also aimed at impacting 
on reducing the risks related to health and the use of water supply and sanitation facilities through 
improvement in people’s knowledge and behavior. 

1.2 Project description 

1.2.1 Project overview 

The DFID-funded project was implemented in South 
Central Somalia in Mogadishu, Benadir Region. Also 
covered by the project was Wajid in Bakool from July 
2011 to November 2011, though this was not in the 
scope of this evaluation. Benadir was then recovering 
from insecurity crisis and drought. The overall goal of 
the DFID project was to contribute to reduction in 
levels of morbidity and mortality linked to under-
nutrition amongst affected vulnerable communities in 
South Central Somalia, particularly under-five children 
(U5) and pregnant and lactating women (PLWs). During 
the scale up, ACF also targeted 5-10 year old children (due to the heightened malnutrition rates) and 

                                                           
1
 ACF-UK 2012. Emergency Nutrition and Food Assistance interventions for drought-affected population in South-central 

Somali. A revised proposal to DFID. 

Figure 1: Mother and child attended to in a nutrition site 
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introduced mobile/outreach services to IDP camps and other parts of the districts that could not easily 
access MCH/OTPs. A protection ration was also introduced. 
 
The approaches that were taken to achieve this goal were to provide through health facilities, the   basic 
primary health care services – (treatment and prevention of common illnesses that predispose one to 
malnutrition) and outreach-based integrated nutrition assistance services targeted towards five key 
areas: 
 

1. Screening and treatment of severe acute malnourished cases in Mogadishu using WHO growth 
standards.  

2. Strengthening of the collaboration/coordination with other key actors involved in nutrition 
sector.  

3. Reinforcing hygiene and care practices targeting the TFP beneficiaries in Mogadishu.  
4. Providing free access to primary health care through MCH and outreach services and EPI.  
5. Building capacity of local partners and national staff to implement IMAM (Integrated 

Management of Acute Malnutrition) through theoretical and on-the-job training.  
 
The project also had a WASH component that aims to improve access to safe, adequate water and 
sanitation facilities and strengthen community capacities to adhere to good hygiene 
practices/behaviours through:  
 

1. Rehabilitation of shallow wells to ensure contamination through seepage is controlled.  
2. Construction of pit latrines and distribution of sanitary tool kits.  
3. Distribution of hygiene kits to targeted beneficiaries at the IDP camps.  
4. Hygiene promotion session campaigns at the household and community level.  
5. Chlorination of water points to improve access to safe water.  

1.2.2 Expected outputs 

The following were the key expected outputs of this multiple-funded project: 

1. Improved access to basic food and non-food items in targeted vulnerable households  

2. Effective detection, referral, prevention and treatment of Severe Acute Malnutrition in the ACF 

therapeutic feeding programme in South-Central Somalia.  

3. Access to quality preventative and curative health care services by the target population 

4. Targeted households have access to safer drinking water and improved hygiene practices.  

1.3 Focus of evaluation 

The evaluation exercise aimed at documenting the achievements, successes, lessons learnt and best 
practices. More specifically:  
 

1. To evaluate the targeting, relevance/appropriateness, effectiveness, coordination, efficiency, 
monitoring, sustainability and integrated approach of ACF Somalia DFID funded project in 
Mogadishu, making sure to address all questions below. 

2. To focus attention on how ACF has managed to implement activities in Mogadishu under the 
remote-management framework. 

3. To determine what evidence exists to show that the action taken has contributed to the general 
objective stated in the contract. 
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4. To determine how the situation has changed as a result of the project. 
5. Study cross –cutting issues including: 

 Gender Equality- the extent to which interventions follow gender equality mainstreaming 
and promotion 

 Most Vulnerable and particularly children and elderly- evaluation if the interventions has 
been able to provide services to those groups who should always be considered as a priority 

 Participation of primary stakeholders—consultation/participation on the planning ,design, 
decision making and implementation 

 Environment- weather interventions have supported environmental sustainability- (WASH 
activities) 

6. To provide recommendations to improve the intervention under the current constraints. 
 
The evaluation as much as possible followed the OECD-DAC (Development Assistance Committee) 
criteria that are most relevant to the purpose of this evaluation. Outputs and findings of the terminal 
evaluation will be shared with key stakeholders of the project, importantly the donor (DFID), MOH, 
target beneficiaries, local community and other stakeholders. 
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2 METHODS AND APPROACHES 

2.1 Evaluation design 

The evaluation was a cross-sectional study (meaning done at one point- as opposed to a follow-up 
study) utilizing quantitative and qualitative methods of data collection and analysis. The evaluation as 
much as needed, compared urban areas of interventions verses the IDP camps. Prior, during and after 
the field data collection, project documents were desk reviewed by the consultant. The main 
quantitative tool was the household questionnaire (targeting mothers/caregivers of children 6 months -
10 years old) and was supported by a range of qualitative tools of data collection. This evaluation covers 
the project period between July 2011- November 2012. 

2.2 Evaluation area and study groups 

The project area under evaluation was South Central Somalia in Mogadishu, Benadir Region. The region 
at the point of the evaluation was recovering from crisis and drought. The main study group at field level 
was the caregivers (mothers) of children between 6 months and ten year old children. This is because 
caregivers of children <6 months are less likely to have been exposed to the intervention for a 
reasonable amount of time during the project life cycle- July 2011- November 2012. The limit 10 years 
because at some point in the project, the age bracket of benefiting children was raised from 5 to 10 
years. Two sets of data were collected – from the IDP camps, and from the urban areas of project focus. 
Data was also collected from project staff, local leaders, humanitarian agencies, donor representatives 
and health facilities’ in-charges.  

2.3 Sample size determination 

A representative sample of mothers/caregivers of children under ten years old but more than 6 months 
old in the households were sampled. The sample computed using Fitcher equation with the key 
parameter to influence the sample size (p in the equation below) being the estimated GAM rate in the 
area. 

n=Z2pq/d2 
This is recommended for population N>10,000 
n= desired sample size 
z= the standard normal deviate at the required confidence level of significance set at 1.96 
p= proportion of <5children estimated to be with GAM 30% - highest possible GAM) 
q = 1- p  
d= the level of statistical significance set as 0.05  
the computation yields a sample size of 323. Considering 20% attrition, a target sample size of 388 is 
arrived at. 
For comparison purposes, 388 were sampled from the IDP camps and the same number from the urban 
areas. 
 

2.4 Sampling method 

2.4.1 Sampling of mothers/caregivers 

To get a representative sample of households to be interviewed, the program area was divided into 
catchment areas based on the supported decentralized nutrition sites with integrated services. From 
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each catchment area served a sample size proportionate to the estimated household size of that area 
was computed. Table 1 depicts the estimated sample size from each of the catchment area. 
 

Table 1: Number of mothers of under five year old children to be interviewed from each of the 
catchment area 

# Facilityψ Catchment served Household numbers Number of caregivers to 
be interviewed 

1 Forlanini Abdiaziz 311 4 

Shibis 3,410 49 

Karan 5,110 73 

Yakshid 1,342 19 

Bindhere 3,251 47 

Shangani 2,380 34 

2 Waberi Waberi 2,210   32 

Hodan 3,291 47 

Hawl wadag 562 8 

Wardhiglei 351 5 

Hamar Jajab 1,541 22 

3 Kahda Dharknley 1,090 16 

Km 13 1,120 16 

5 Wardheglei Wardheglei 1,019 15 

 Totals 25,969 388 

 ψHodan facility not included because it was used for referral and was not a decentralized nutrition sites 
 
From each catchment served, again unbiased random method was used to select the households for 
interview consideration. In each of the catchment area, a pen was tossed and the direction of the pen 
followed. All households in the ‘bulas’ in that direction with children under five year-old were then 
considered for interview. This was done until the target number was arrived at. If the target number 
(shown in Table 1) was not achieved by the time the last household in the catchment area jurisdiction 
was reached, then the tossing was repeated for a different direction.   
 
Out of the mothers selected for household interviews, 8-12 from each catchment area will be selected 
for an FGD randomly (using random tables) using the household questionnaires as the listing.  
 

2.4.2 Sampling of other study groups 

 
At Nairobi level, Country Director, Deputy Country Director, Human Resource Manager, Health and 
Nutrition Coordinator, Health and Nutrition Manager, Capacity building Manager and Reporting 
Manager were interviewed. All the in-charges of the ACF supported health facilities were also 
considered. In each of the catchment area, at least one local leader, representatives of all the key 
humanitarian agencies operating partnering with ACF in the area were also interviewed. SAACID and 
SOS, who refer cases to ACF were also interviewed.   
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For every catchment area, at least 2 latrines and 2 chlorination points (and shallow wells if available) 
were visited for structured observations. Two caregivers from every catchment area were randomly 
selected and asked to pinpoint 1) a latrine that her household uses, and 2) the water point the she uses. 
Observation checklist were developed and used to collect data from these structures. 
 

2.5 Data collection methods 

2.5.1 Documents reviewed 

The following project documents were reviewed by the consultants: 
1. ACF Somalia revised proposal dated February 2012 
2. Databases: 

a. TFT  data base 
b. Water data base 

3. Program documents and reports 
a. ACF IMAM guidelines: Out- and In-patient treatment 
b. IMAM training for partners report (17th-26th November 2012) 
c. Guidelines for protection rations for OTP patients in Mogadishu 
d. Protection ration planning document 

4. ACF policy paper on remote approach 
5. Project budget (SDC budget) and expenditure (interim financial report July 2011-December 

2012) 
6. Assessments and evaluations reports 

a. ACF Somalia SQUEAC assessment- September 2012 
b. Impact evaluation on protection ration distribution in Mogadishu- June 2012 
c. Nutrition capacity building assessment 

7. M&E framework for ACF Somalia program 2012-2014 
8. Nutrition capacity building assessment- November 2012 

 

2.5.2 Data collection 

Table 2 summarizes the methods were used in the terminal evaluation consultancy. The questionnaires 
and qualitative data guides were prepared to respond to the evaluation objectives and are found in 
Appendix 5. 
 
Table 2: Data collection methods to be used 

 Study  group Data collection method 

1 Health facility records including health facility data Desk review 

2 Mothers/caregivers of children 6 months to 10 years Household questionnaire 

3 Mothers/caregivers of children 6 months to 10 years Focus Group Discussions (FGDs) 

4 Project staff (Country Director, Deputy Country 
Director, HR Manager, Health and Nutrition 
Coordinator,  WASH Coordinator, Nutrition Manager,  
Capacity building Manager and the Reporting Manager) 

In-depth interviews 

5 Humanitarian agencies (at NGO at Benadir Hospital, 
SAACID and SOS) 

In-depth interviews 
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6 Donor representatives In-depth interviews 

7 Local leaders Key informants Interviews 

8 Heath facility in-charges Key informants Interviews 

9 Shallow wells, some latrines and chlorination sites Observations (using observation 
checklist) 

 

2.6 Data analysis 

Quantitative data was inputted into a Statistical Package for Social Scientist version 17 (SPSS-Vs 17) and 
cleaned prior analysis. Data and information collected was analyzed based on the evaluation questions, 
objectives and other demands of the TOR. As much as possible, data was disaggregated based on urban 
centers and IDP camps. All data sources were triangulated at analysis stage. The findings were presented 
in a coherent and systematic manner in tandem with the format that has been suggested in the TOR, 
but modified to cover the scope of the evaluation and in line with DAC criteria.  
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3 FINDINGS AND DISCUSSION 

 

3.1 Targeting  

3.1.1 Beneficiaries and their selection 

Irrespective of their residency status (host community or residents), all in need in Benadir were targeted 

by the emergency, nutrition, health and WASH interventions. In general, and as it was realized in the 

interviews with local leaders, there was no evidence that of discrimination or bias or corruption in 

targeting the beneficiaries.  

3.1.1.1 Nutrition and health targeting 

The mobilization of all the community members 

through local leaders and during the mobile clinic 

sessions coupled by the active case finding activities 

ensured that as many as possible of the nutritionally 

vulnerable (<5s, pregnant and lactating mothers are 

included in the project).  All <5 years old were 

screened at health facility level (and at the 

community level through active case findings by 

community nutrition workers) and those found to 

have <-3 Z-score W/H (or presence of bilateral or 

pitting oedema) were treated of severe acute 

malnutrition (SAM). Uncomplicated cases of SAM were treated at ACF run centers while those with 

medical complications were referred to stabilization center in Hodan, also run by ACF. All acutely 

moderately malnourished (both children - <-3 Zscore W/H and pregnant and lactating women- MUAC 

<21cm) were referred to the NGO known as SAACID (say-eed - Somali, meaning 'to help'). There were 

other organization treating MAM including Concern Worldwide and Center for Peace and Development. 

In addition to the nutrition and health services, the households with malnourished children were also 

targeted with the cash transfer program. The cash transfer component of the project did not only target 

the malnourished, but also the female headed households and elderly headed households, the disabled 

and those with no reliable source of income. ACF operational nutrition sites (satellite sites) locations 

were informed with the population distribution and ensured that both the residents and the IDPs had 

access to health and nutrition services. Otherwise, all would have to go to Hodan, which is far from most 

beneficiaries. Those in need of the MCH services were referred to ACF run MCH in Hodan. At some point 

in the project, children up to 10 years old were also targeted. This was based on the data from the 

health facilities, which showed increased vulnerability (an increase in SAM among children 5-10 years 

old). The issue was discussed in the cluster meeting and it was unanimously decided that this group of 

Figure 2: A child is screened of malnutrition at one of the 
nutrition site 
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children also be screened and treated of SAM. The decision to stop targeting this group was based on 

the improving situation and less SAM cases of children 5-10 years old witnessed at the health facilities.  

3.1.1.2 WASH targeting 

The WASH component of the project targeted all in the urban areas (the host community) as well as the 

IDPs. All benefited from the rehabilitated wells and water chlorination of 326 water points spread 

throughout the entire Benadir. ACF also determined the host and IDPs latrine needs and with further 

consultations with the community leaders (to confirm need and discuss suitability of the sites), latrines 

were constructed appropriately.  All those who attended the nutrition sites (including those with 

children <5s and pregnant and lactating women) and the MCH were targeted with hygiene education.  

 

 

3.1.2 Beneficiary coverage in 2012  

This evaluation examined if the recommendations to increase treatment of SAM coverage were 
implemented. At the time of conducting the SQUEAC (Semi-Quantitative Evaluation of Access & 
Coverage) in August-September 2012, the overall coverage including ACF and other actors was 60.5% CI 
95% (56.9-63.9). This was below the target of 70% sphere standards for urban areas. The coverage of 
ACF alone was found to be 39.0% CI. 95% (35.7-42.3). Table 3 depicts that some SQUEAC 
recommendations have been implemented while some have not been implemented. 
 
Table 3: Assessment of the progress in implementing the recommendations provided in the SQUEAC 
survey 

 Recommendation What has been done so far 

1 There is urgent need to develop a strong 

community component.  ACF has not had a 

strong community component and therefore not 

able to reach a larger percentage of SAM cases.  

The project has initiated and is continuing to 

capacity build community nutrition workers 

(CNW) for active case findings to improve 

coverage of the SAM treatment. 

2 There is need to consider Implementing 

protection ration as a way of improving the 

household food security. This needs to be 

approached with a guideline to ensure the 

community understands the role of the program 

to avoid drop-outs whenever the protection 

ration program ends. 

The protection ration was started to avoid 

sharing of the plumpynuts. There were 

guidelines specifying who to get the ration, the 

ration composition and the process of 

distribution2. 

                                                           
2
 Distribution was cut short in May 2012 due to the increasing cost of the food which the budget could not accommodate. The 

protection ration assessment in June 2012 recommended that the protection ration should continue due to the low income of 
the beneficiaries. This was further justified by the findings that the protection ration improved increased adherence to 
plumpynuts regimen and increased dietary diversity. 

There is no bias and corruption at all in selecting beneficiaries. As the district commissioner we respect the 

responsibilities of ACF and we keep their security. District Commissioner in Waedhigley 
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3 The largest number of beneficiaries came from 

Karan which is not one of the districts ACF 

operates in.  ACF needs to consider expanding 

the nutrition services in Karan district. 

Despite the intention of ACF to expand the 

operation to Karan district, the nutrition cluster 

decision was not to allow any more setting of 

treatment sites including mobile treatment 

sites3.  

4 Stage one of the SQUEAC survey was done using 

ACF data alone. It would be good to have a 

coordinated SQUEAC Analysis in future to involve 

all partner NGOs working in the area of 

operation.   

This will be effected in the next  SQUEAC 

survey 

 

The health and nutrition components of the project were mainly heath facility (satellite site) based. As 

shown from Figure 3, generally the IDPs were closer to the facilities than the residence and the reported 

distances were statistically significantly different. IDPs were comparatively mobile and had ability to 

move closer to where important services are being provided. 

Figure 3: Estimated distance away from 
the health facilities (in Km) 

In a separate analysis it was found that 

Kahda site was the furthest from the 

beneficiaries (on average 4.11km) and 

Forlanini was the closest (2.26km). It is 

thus deduced that generally the health 

facilities were closer to the beneficiaries. 

Based on the distances, they were able to 

walk to the health facilities and back in 

less than a half a day. The health facilities 

were thus easily accessible. 

 

Table 4: Estimated time taken to fetch drinking water (to and from the water point) 

Time taken Percent beneficiaries 

 All Residents IDPs 
>30 minutes 65.6 67.7 62.5 

                                                           
3
 ACF program due to its high quality of services offered and the integrated way (e.g not just treating the SAM cases but also 

offering hygiene Kitts), attracted even those fro as far as Karan which was not being covered by ACF. Since there were many 
NGOs in Mogadishu claiming to treat SAM and opening sites all over in an uncoordinated way, it was decided that no more new 
sites be established. 
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30-60 minutes 32.6 30.2 36.2 
>60 minutes 1.8 2.1 1.3 

 

Time taken to fetch drinking water points was used as a proxy indicator for water access.   At the point 

of evaluation, most beneficiaries (both residents and IDPs) could travel less than 30 minutes to fetch 

water and back to their households (Table 4). This meant that most of the drinking water points were 

reachable to more than a third of the beneficiaries. It may be deduced that most beneficiaries (65.5%) 

had easy access to water and the project focus of provision rehabilitating wells could have contributed 

to this.  

3.2 Population needs/relevance and appropriateness 

3.2.1 Population needs and evolution  

From the project inception, ACF responded with emergency interventions, providing the needed 

lifesaving nutrition intervention (screening and treatment of SAM cases), health and WASH 

interventions. GAM rates in July 2011 were 39.4% with SAM rates of 15.3%, way above the 15% and 4% 

WHO cut off for emergency intervention respectively4. This poor nutrition status was aggravated by the 

insecurity challenge (which meant that for, instance limited movement of people and essential 

commodities such as food), poor access to health services, poor access to clean water and poor hygienic 

practices. This justified the of the ACF emergency interventions which were appropriate and relevant at 

that point. However, ACF responded late, only being active after 6 months in December 2012 instead of 

July 2012. The delay was due to due to extended time in getting the proposals and the funding 

approved. Approval was also needed from Al Shabab and this also took time. Al Shabab was involved in 

approving every decision from recruitment to the kind of intervention. The project could not do much to 

accelerate these two processes apart from constant follow-up with the donor and the Al Shabab (which 

was done). 

From July 2011, the residents and IDPs needs had evolved from being a complete emergency related 

(management of Severe Acute Malnutrition - SAM, treatment of ailments, clean emergency water) to 

those related to recovery from the emergency (prevention of malnutrition, health education, income 

generation activities and other needs promoting livelihood security).  By April 2012 the GAM, SAM and 

U5 mortality rates were 13.6%, 2.3% and 3.07/10,000/day in the urban area and to 15.4%, 2.1% and 

2.12/10,000 in the IDPs respectively5.  According to FSNAU estimates, the nutrition situation in 

September –November 2012 was ‘serious’ and the projections for February-April 2013 indicate a 

relatively better situation of ‘critical’. This indicates that the emergency situation was easing off and 

thus the change in the population needs from pure emergency to a mix of emergency and recovery 

interventions.  

                                                           
4
 According to FSNAU assessments and partners in Somali 

5
 ACF, 2012. Anthropometric and Retrospective Mortality Survey,  Waberi, Hodhan, Abdulaziz and Wardhigley 

Districts, Mogadishu, Somalia  
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During the household survey, respondents were asked of their current needs. As shown in Table 5, food 

access, rehabilitation of malnourished children and sanitation were leading needs as at December 2012. 

This meant that at the time of evaluation the community still needed emergency response. A large 

proportion of respondents also mentioned other needs as shown in Table 5. Treatment of mothers and 

children of ailments was however not identified to be important by the IDPs. Comparatively, the IDPs 

considered non-food items less important (p-value <0.05). 

Table 5: Current needs as reported by the respondents in the household survey 

Needs Proportion (%) who recognize the needs 
as critical at the moment 

P-value 

 Residents IDPs 
Food access 97.9 98.8 0.324 
Access to non-food items6  84.3 79.8 0.012 
Rehabilitation of the malnourished 96.6 94.7 0.260 
Provision of clean/treated water 93.9 90.9 0.434 
Access to toilets 96.6 92.5 0.192 
Advice on how to maintain good hygiene 88.9 85.3 0.401 
Treatment of mothers and children ailments  82.8 57.1 0.000 
§P-values using t-students test (at α=0.05) for unpaired samples to test significance difference in the 
proportion of residents and IDPs in having different needs  
  
 
 
 
 
 

3.2.2 Response to the needs as they evolved 

The project was not designed to provide recovery interventions. However, in addition to the emergency 

response, some efforts were made to respond to population needs evolution from mainly emergency 

needs to a mix of needs- emergency to recovery –based interventions. These additions were evidence of 

the project moving away from pure lifesaving approach. These efforts were: 

1. Moving from the health facility to more of the community-based approach: Training of 

community health educators to educate the community in prevention of illnesses and 

malnutrition. This is addition to supporting access to health services through the ACF supported 

centers.  

2. Capacity building of the CNWs: Training of the Community Nutrition Workers for active case 

findings and referrals. This means that the identification of those who are malnourished was not 

only the duty of ACF staff, but also done at the community level by the CNWs. They also 

educated the community on ways to prevent malnutrition among young children and mothers. 

                                                           
6
 Non-food but are essentials eg. Payment of school fees, shelter etc 

‘All we want now is to have enough food to eat, and our children to be healthy. We really appreciate the free 

medical checks and medicines that we are being given’ A mother in an FGD  
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The IDPs kept on moving from point to point, the main reason being that some had settled in locations 

not authorized by the local authorities. The local authorities were therefore at times ordering them to 

vacate the areas, some settling in areas far from the health facility. The mobile clinic approach was 

found to have responded to this challenge and ensured that even with the movement, the vulnerable 

IDPs (<5s, pregnant and lactating) did continue to receive the lifesaving nutrition and health services. 

The movement also meant that latrines constructed for the IDPs would not be used. In respond to this, 

the WASH team consulted with the local authorities before building latrines. If there was a possibility of 

movement (soon), then the latrines were not constructed if they were not to be shared with the host 

community. This meant that for a short time, the IDPs did not have access to latrines and the project 

should consider having mobile toilets for such populations as a temporary measure.  

Other interventions that ACF should consider fundraising to support recovery from emergency situation 

for both IDPs and residents are those related to food security (e.g. promoting agriculture through 

capacity building/training, distribution of seeds) and income generation activities (enterprise 

development services including providing business grants and capacity building of skills, bookkeeping 

and marketing). These recovery and resilience building livelihood interventions were also recommended 

in the ACF April 2012 Smart survey and is line with ACF Somalia Strategic Objective 3 as articulated in 

the ACF Somalia 2012-2014 M&E framework. 

3.2.3 Stakeholder participation in needs assessment 

Community members/potential beneficiaries provided the vital responses to the various assessments 

conducted. They also allowed anthropometric measurements to be taken on the <5s during SMART 

survey, coverage surveys, screening for SAM and evaluations. The selection of CNWs, community 

educators, chlorinators, hygiene promoters was done in consultation with the community leaders rather 

than ACF staff conducting unilateral selections. The engagement of these ‘community-based workers’ 

acceptable by the community was also a fundamental indicator of community participation in the 

project implementation. However, there was no indication of active involvement of the community in 

the project design. The project design and proposal development relied upon available information in 

reports but there was no evidence that the community was consulted at this stage. Although the project 

activities matched the community needs at the start of the project (as explained in section 3.2), the 

community ought to have been involved in the project design. This would have been done through 

beneficiary and leaders workshops and interviews to gather views on how they would want the 

interventions to be designed.  

At entry of the project, the local leaders (up to the District commissioner level) were informed of the 

project plans and their authority to conduct activities secured before commencing. Latrine constructions 

(especially for IDPs – as explained in section 3.2.2) was a challenge and the local authority permission 

had to be sot for. The local leaders and authorities, due to the lack of a stable government did not have 

a structured and organized way of coordinating, authorizing and regulating partners (mostly NGOs) 

implementing various activities. With a stable government imminent, there may be structured and 

organized ways to regulate and coordinate NGOs and ACF need to prepare for this. ACF also 

collaborated with other partners at various levels. With FSNAU (at assessments level), with SAACID and 
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SOS, Benadir district level (at implementation level and with the larger coordination cluster groups in 

nutrition, health and WASH. 

3.3 Effectiveness 

3.3.1 Project objectives/outputs analysis 

The project log frame as at the time of this evaluation is shown in Appendix 3 where the project output 

targets and achievements have been compared.  Most of the project outputs were met. In terms of 

program performance, the cure, death and defaulter rates met the sphere standards rates of >75%, 

<10% and <15% respectively. On the number of children <5 years admitted in the therapeutic feeding 

programme - out of the target 18,534, only 8,033 children were reached as reported by ACF. However, 

in the TFC database (as found by the evaluation exercise), 14,858 were reached with the treatment of 

severe acute malnutrition in 2012 accounting for 80.2% achievement rate. On the number of nutrition 

sites that are able to implement IMAM adequately: out of the target 9 sites, 5 sites had been capacity 

build to provide IMAM services and 4 NGOs were capacity built to begin operations in 4 sites. This 

indicator was a combination of two and needs to be updated by splitting into 2 as follows:  Number of 

nutrition sites established and running (target - 5) and number of NGOs capacity built to implement 

IMAM (target - 4). The capacity building manual used by ACF Somalia for capacity building partners was 

adopted from ACF Kenya. The main adaptation was based on the fact that Kenya has a working health 

system which Somalia does not have and instead relies majorly on partners to provide health services.  

For instance the Kenyan guideline focused on training the health workers through the NGOs and the 

Somalia one was made to train the NGOs and the ACF staff. The manual was used as per the book in 

conjunction with the Somalia IMAM guidelines and the OJT manual/guideline. 

The project health output target was well met. Looking at the health output indicators of the population 

accessing quality preventive curative health care services, 88% and 138% and of target children and 

women respectively were treated of illnesses against the targets of 100%. The 88% achievement was fair 

while the latter had exceeded the expectation (138%) and was explained by the inclusion of the mobile 

clinic activities reaching even more children. Additionally, the proportion of women attending at least 2 

antenatal consultations in MCH was 48.2% against the target of 50% (well achieved). The target of 6,000 

receiving vaccination according to immunization calendar was also achieved.  

One key WASH output of the project was to have all the targeted households have access to safer 

drinking water and improved hygiene. This output was well achieved looking at the set indicators. All the 

target 326 water points were chlorinated weekly as indicated by the chlorination records. Based on the 

estimate of 50 people using one latrine (an estimate used in Benadir by partners in WASH cluster), the 

construction of 300 latrines benefited 15,000 people – 75% of the target (a fair performance). Sphere 

standards recommend that as much as the target of 50 people per latrine can be set initially, the aim 

should be 20 people /latrine as soon as possible, and changing the sharing arrangements accordingly.  



External Evaluation of Emergency Nutrition, Health and WASH Interventions in South Central Somalia- Dec 2012 

 
 

23 
 

The criterion of selecting a latrine location matched with those prescribed in the Sphere standards7 save 

for ‘drainage or spillage from defecation systems must not run towards any surface water source or 

shallow groundwater source’. ACF considered availability of land, avoiding areas with high water table, 

gender sensitiveness, distance to households, wind direction. The location of the shallow water source 

should be added into the criteria.  

Two output indicator targets were over achieved as explained below: 

1. Out of the 3,000 households targeted to receive food ratio for a period of one month, 16,451 

were reached due to the extension of the program by 2 more months due. The extension was 

done due to the realized increased need for more households to be covered with food ration. 

2. Number of severely acute malnourished children cured: Out of 11,050 targets, 62% (6,726) were 

cured as shown in the log frame. Although the project log frame shows that this objective was 

not achieved, the TFC database records show in 2012, 20,424 of <5 year old children were cured 

of malnutrition. Meaning that target was surpassed.  This was explained by the inclusion of 

mobile clinic/outreach activities which reached more children (and cured then of SAM) in 

addition to those who were provided with the services at the nutrition sites. As it was realized 

by the coverage survey, more children also came from Karan, a non-project area. 

3. Number of hygiene promotion session held. Seven hundred and twenty (720) hygiene 

promotion sessions were held reaching 21,600 people (approx. 30 persons per session). Initially, 

the hygiene promotion was supposed to be confined to the health facility. The inclusion of the 

hygiene promotion activities as part of the mobile clinic meant that the promotion was not 

confined only to the health facilities. This resulted to increase in the sessions held. Hygiene 

sessions were defined as any contact point between the community and the hygiene promoter 

of which the intent of the meeting is to deliver hygiene messages. This therefore means that if a 

message would have to be repeated for a reason or the other, then this will be counted as a new 

session. 

However, there were a number of objectives that were not measured or met. The circumstances 

surrounding the performance of the project on these objectives are discussed as below. 

1. Under ‘number of households that have increased daily food intake and diversified their 

expenditure to include basic non-food items’: Cash transfer was only done for one month in 

Wajid and then stopped for reasons of insecurity. The funds were subsequently re-programmed 

for the Benadir interventions.  

2. It was found (from the household survey) that 31.8% of residents and 53.4% of the IDPs 

received the hygiene kits. There was no indicator and target for the number of hygiene kits to be 

distributed or the proportion of beneficiaries to be reached. This should be included in the 

project log frame. 

                                                           
7
 Pit latrines and soak aways (for most soils) should be at least 30 metres from any groundwater source and the 

bottom of any latrine at least 1.5 metres above the water table. Drainage or spillage from defecation systems must 
not run towards any surface water source or shallow groundwater source. 
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3.3.2 Project activity implementation 

Based on the work plan described in the revised project proposal (beginning January 2012), and as 

reported by the ACF staff, the planned activities went on as planned save for two activities namely the 

training of the identification and training of the 12 community nutrition workers and the WASH KAP 

survey in the IDP camps. The capacity building activities kicked off late due to the delay in hiring of the 

capacity building manager. Training of the community nutrition workers was supposed to kick off in 

March 2012 but only commenced when the capacity building officer was hired. There was in finding 

right qualified persons for the capacity building officer position to be based in Nairobi. The curriculum 

vitae that were being received were not matching with the proposed JD.  Although this delay was 

handled by existing staff sharing the roles of capacity building person, actual training had to wait for 

hiring to be done. It has been reported that with human resource person now locally based, such a delay 

will not be experienced. The WASH KAP surveys were supposed to be conducted in January/February 

2012 and November/December 2012. However, Pre-KAP survey was only conducted in August 2012 and 

Post KAP Survey to be conducted in December 2012.  The KAP surveys were not conducted in good time 

because of the delay in start-up of the program and also delayed hiring of the capacity building 

manager.   

All other activity milestones were met as shown in Appendix 5 (activity analysis) where as confirmed by 

the data and information provided by ACF staff (and cross-checked by the consultants), the ratings were 

fair.  

3.3.3 Performance of treatment of severe acute malnutrition in 2012 

As shown in Figure 4, since the start of 2012, the admissions had been reducing, indicating the 

improving situation – less and less IDP and resident children were being admitted for therapeutic 

feeding. However, there were observed increasing trend from October 2012 and this call for close 

monitoring of the situation. If the trend continues to increase, then the critical question would be ‘why 

the increase and what should be done to reverse the trend?’ 

Figure 4: Admission into the therapeutic program in 2012 (source: TFC database) 
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The recovery rates throughout the year were >75% recommended by the Sphere standards and this 

same for the both the residents and the IDPs as shown in Figure 5 below. This indicates the good 

performance and thus effectiveness of the project. 

Figure 5: Recovery rates for <5s  

 

The death rates were also below <1% 

against the sphere standards of <10% 

and again an indication of the project 

effectives. This observation was across 

all the treatment sites. Defaulter rates 

both for IDPs and the residents were 

also below <15% in all the sites. There 

was a follow-up system which did not 

only trace the defaulter but also the 

absentees. The implementation of this 

system explains the low defaulter rates 

(<15%). The community nutrition workers were given the names of defaulters and absentees they are 

close to and asked to follow up on them. The defaulting and absentee mothers were reminded to take 

their children to the health facility or mobile clinic for treatment. 

The average length of stay in all the treatment sites were below 40 days as targeted by the project. The 

length of stay was highest in Waberi and Kahda sites (Table 6) indicating that these sites need close 

monitoring. This is confirmed by the proportion of those who cured in >40 days, which are highest in 

these two sites. 

Table 6: Average length of stay for <5’s who were cured stay in OTP 

Catchment area Mean length of stay in therapeutic feeding sites in days (% >40 days) 
All Residents (n=10,937) IDPs (n=1025) P-value§ 

Forlanini  33.5 (4.5%) 33.6 (4.6%) 29.9 (1.1%) >0.05 
Hodan  35.6 (47.2%) 35.5 (46.7%) 36.2 (49.3%) >0.05 
Kahda  38.8 (61.0%) 39.1 (61.3%) 36.4 (57.8%) >0.05 
Waberi  39.2 (67.1%) 40.0 (66.9%) 39.2 (73.5%) >0.05 
Wardhigley  37.0 (44.2%) 37.2 (46.3%) 34.9 (28.4%) >0.05 
Total (all areas) 35.9 (35.5%) 35.9 (34.8%) 35.6 (43.5%) >0.05 
§ P-values using t-students test  (at α=0.05) for unpaired samples to test significance difference between 
the length of stay for the residence and the IDPs. 
 

Forlanini had the lowest proportion of those who stayed for >40 days. It cannot however be concluded 

on which site performed best in terms of length of stay. This is because the mean respective lengths of 

stay were statistically comparable- they were all too similar to make a distinction. Additionally, as shown 
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in Table 5, there were no statistically significant differences between the IDPs and the residents as 

indicated by the p-values <0.05 in all the sites. 

3.3.4 Contribution of mother-to-mother support group 

Through mother-to-mother support groups mothers learnt from each other as opposed to messages 

being passed on by the health workers. Mothers were more motivated to change their care practices 

than if taught by health workers. For instance those practicing EBF were able to explain what difficulties 

they had and how they overcame them. This as reported by the health facility-in-charges and the 

mother was found more effective as compared to a health worker merely explaining the importance of 

breastfeeding and urging the mothers to adopt the practices. During the food demonstration, mothers 

were able to share the appropriate foods that they give their children. As reported by the Nairobi-based 

managers, there was a diversity of options of how the important health and nutrition messages were 

passed as opposed to health workers conducting these demonstrations. Mother-to-mother approach 

thus has contributed positively to effectiveness of the project.  Additionally, it is envisaged that mothers 

will continue to engage with each other at community level long after the project – and this is an 

important contribution to the project sustainability.  

The Care International manual for Mother-to-Mother support group was adopted for use in Mogadishu. 

10-15 mothers of children 6-24 months old children were initially selected from the stabilization centers 

and the MCH.  It was ensured that there was a mix of mothers who breastfed their children well and 

those who did it poorly by observing them during the breastfeeding sessions. The formation of mother-

to-mother support groups was coordinated by the midwife attached to the respective stabilization 

centre and the MCH. Mothers met on a bimonthly basis. Topics were selected based on the observed 

challenges experienced by mothers. Common topics were breastfeeding (especially proper attachment) 

and complementary feeding. Later on the mother-to-mother support groups were expanded to be 

community-based where the CNWs facilitated their formation. These decentralized groups met monthly 

and not bi-monthly. These new groups operated in the same way as the ones which were in the 

stabilization centers and the MCH in terms of composition, topic selection and facilitation. 

 

There was positive feedback on mother-to-mother support groups from the mothers, health workers 

and Nairobi managers. However, this was only anecdotal. A Knowledge, Attitudes and Practice survey 

comparing those in Mother-to-Mother support groups and those not would objectively gauge the 

impact of this approach.  The impact of the health educators on mother health, nutrition and WASH 

knowledge and practices also needs to be determined by the same KAP study. 

Mother-to-Mother support group approach was an additive to health education at facility level, at 

outreaches and community-based health education. These were conducted by the health educators 

who were trained using the UNICEF model (manual for health educators).  The educators were selected 

in a participatory way together with the community members and the leaders. Topics for teaching were 

selected based on the observed trends at the outpatient facility and the MCH.  
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3.3.5 Comment on connectedness of health activities with other project activities 

The health activities were found to be connected with nutrition and WASH activities more at health 

facility level but less at the community level. The health activities were based at three points namely the 

health facilities (ACF treatment sites), the MCH and in the mobile clinic activities. At these points, 

nutrition services (OTP and SC) were provided in addition to having nutrition education and facilitation 

of the mother-to mother support groups. Hygiene education was also provided at the points where 

health services are provided and it was ensured that an incinerator is built next to a health facility. 

 

At the community level where focus was on behavior change through health education, nutrition 

counseling and education, and hygiene promotion, there was no guarantee that beneficiaries were in 

contact with all of these messages since they were provided by different people at different times. 

Instead of disjointed approach to education/messaging, there is need for an integrated approach, and 

the idea of having a community health worker trained in all aspect of health, nutrition and WASH has 

been suggested (section 3.8) and their position in the project HR structure suggested (in section 3.5.1). 

 

3.3.6 Perceived impact of the ACF long term existence in Mogadishu through DFID support 

At this point the consultants commented on the impact/effects that ACF would have made due to its 

long existence in Mogadishu. 

1. ACF have for long time been training and using the services of various health, nutrition and 

WASH service providers. These include the nurse assistants, the community health workers, the 

community nutrition workers and the hygiene promoters. These individuals are locally based 

and are important resource not only for other agencies to employ, but also for the community 

to have. The existence of these persons who can provide health and related advice is an asset to 

the community. 

2. Over a long period of time, the community (particularly the caregivers) due to ACF support has 

been capacity built not only on how to treat malnutrition, but also on how to prevent the 

occurrence. This latter has been done through the embedding of the education component in 

the nutrition programming. From the FGDs conducted in this evaluation, it was realised that this 

knowledge is prevalent in the community and is a contributor to improving resilience to 

emergency situations. 

3. ACF has over a long time supported the community with WASH programming. One support that 

is bound to cause great and sustained impact is the support to provide water closer to the 

beneficiaries. At the time of the evaluation, there were about 326 water points that were being 

chlorinated by ACF. Most of these water points construction and rehabilitation was done by ACF 

past supports to the community. 
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3.4 Coordination and representation 

The ACF health, nutrition and WASH project had two levels of coordination- at Nairobi level and at 

Mogadishu level. Both levels of coordination were found to be functional and beneficial to the project 

and took the form of cluster coordination mechanism.  

3.4.1 Coordination at Nairobi level 

ACF was part of the health (encompassing nutrition) and WASH clusters which are convened by OCHA 

(Office of the Coordination of Humanitarian Affairs). The cluster meetings are held on monthly basis and 

ACF is an active participant in them. ACF is also active members of the capacity working group of health 

and nutrition cluster and time to time make presentations of key program lessons and assessment 

results. ACF is also a member of cluster review committee which reviews health and nutrition proposals 

by other NGOs for funding from OCHA. ACF has also benefited from the cluster meetings. In these 

meetings for instance, FSNAU shares the findings of the food security and nutrition assessment and 

members have a first-hand chance to be aware of the current nutrition and health situation and 

comment on the assessment results. Members also share their challenges in the field implementation 

and makes follow-up with relevant organizations. For instance, issues of nutrition supplies pipeline are 

followed up with UNICEF. Other clusters that ACF is a member are the livelihood clusters and protection 

clusters. ACF additionally participate in Somali NGO consortium which is multi-sectorial in membership 

(all NGOs in Somalia). Their mandate is to bring all NGOs together and have a joint voice as NGOs in 

Somalia. 

3.4.2 Coordination at Mogadishu level 

The nutrition cluster is active in Benadir and headed by UNICEF which convenes monthly cluster 

meetings. ACF is not only represented in all the meetings convened, but an active participant in and out 

of the cluster meetings. ACF participates in joint assessments in the IDPs, an activity that is coordinated 

by the nutrition cluster. At cluster level, ‘loaning’ of supplies to and from other NGOs whenever there is 

supplies pipeline break is common.  ACF staff also participates as trainers for other NGOs e.g. Training 

on management of complicated SAM cases (at the stabilization centers). ACF staff are resourceful and 

are always asked in the cluster meetings to provide assistance in capacity building of staff of other 

cluster members. ACF also participates actively in WASH cluster meetings. 

Coordination at Mogadishu is sometimes not perfect. For instance, SAACID is mandated to provide 

supplementary feeding and ACF refer moderately malnourished children as SAACID refers severely 

malnourished children. However, there have been reports that SAACID is treating SAM as well in ACF 

coverage areas. As reported by the Health and Nutrition manager in Nairobi, this was a challenge of 

coordination at Mogadishu level since ACF and SAACID had a written agreement that ACF will be 

treating SAM and SAACID will be taking care of MAM.   

There is need to form a sub-coordination unit with NGOs working in the same areas with ACF Somalia 

(e.g. in Benadir) to avoid challenges and misunderstandings such the one experienced with SAACID. This 

coordination unit should be of mutual agreement after the partners are sensitized by ACF on the need 

for one. In case of existence of an agreement, such should be reviewed from time to time (half-yearly 
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proposed) and this should provide an opportunity for discussing challenges and violations of the 

agreements.  

3.4.3 Interaction with the government institutions 

There has only been a transitional government in Mogadishu during the project life. This government 

did not have systems and structures for NGO registration, authorization of NGOs to implement 

programs and coordinate their activities. This had meant that the relations with the government were 

on unofficial basis including just informing them of the activities run, where ACF is and other general 

issues. One of the main reasons why this was done was so that in the event of a challenge/problem 

encountered and that their help is needed, then this help could easily be reached. As indicated by the 

field project staff, good relationship with the local government authorities was well maintained and no 

misunderstandings were registered with them was recorded during the project life. 

However, with the incoming ‘stable’ government, the relations with the government may be more 

structured and the current government may take an active role in regulating and coordinating the NGOs. 

ACF Somalia needs to prepare to deal with a ‘more organized (or stable) government’ system by drafting 

potential scenarios that can occur. For instance, the government may want to have better structured 

method and process of authorizing NGOs activities. Other key questions responding to may be: How 

long would these processes take? Would it mean that the NGOs have to be registered afresh in order to 

operate in Somalia? Would the government have a say on who to cover which areas and which 

programs? 

3.5 Efficiency 

3.5.1 Project staff analysis 

The first line field officers are the ones who communicate on daily basis with their immediate 

supervisors. These are the nutrition officers (for Mogadishu North and South), the medical officer, the 

WASH officer and the base manager.  The base manager is only in charge of logistical and financial 

aspects of project as others are in charge of their respective thematic areas. The capacity building 

manager coordinates capacity activities, for mostly the nutrition component of the project. 

The inclusion of the two additional posts has been justified at different points in this report- one, the 

CHWs (see section 3.8) to provide compressive services and the second one, the field-based M&E 

officer. There is no one who coordinates monitoring and evaluation activities and this is left to the 

officers who at the same time are responsible for field implementation. This may cause bias in data 

reporting. For instance, the field coordinators may miss-report in order to look like their respective 

project areas performing. This is more possible if they know that no other people in the field will cross-

check. There is need to include a field person in charge of monitoring and evaluation- a M&E officer. For 

further discussion/analysis see section 3.6.1. 

Reporting for the new positions have been proposed. CHWs will report to the nurses and the hygiene 

supervisors. So that the M&E officer is not biased, s/he will report to the deputy director, although s/he 
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will directly transmit data to the nutrition and WASH program managers as shown in Figure 7 in section 

3.6.1. 

3.5.2 Remote management system analysis 

Due to the insecurity situation which did not allow the Nairobi-based staff to make frequent field visits 

as needed, the remote management system has been the only option. The insecurity challenge was real 

and needed cautious approach especially for the expatriates. In 2007 for instance, ACF staff were 

abducted for 9 months.  For the last 4 years, field visit to Mogadishu by the expatriates have been 

limited. The remote management system is guided by the ‘ACF policy paper on remote approach’8. This 

system had been characterized mainly of having limited or no field visits. Planning with field staff is 

either done in Hargeisa (where expat staff could attend) or in Nairobi. Daily communication with field 

staff is subsequently done on phone, Skype and teleconference. Every Tuesday, the field team have joint 

meeting whose minutes are shared with Nairobi team the following day. During the calls, there is a 

system for registering and tracking the discussion and documenting action points and who is to follow 

the respective action points. This is in the form of a spreadsheet but was only used by the nutrition 

manager to track daily conversation and follow-up on the action points. Additionally, the daily reports 

are also corroborated with the weekly reports submitted to identify inconsistencies. Whenever there 

are inconsistencies, field teams are called the following week to explain the inconsistency and necessary 

corrections done. 

Based on information triangulated from the Nairobi-based staff, the remote management system has 

been used to implement activities during the entire project life. For a long time the Nairobi team was 

very skeptical of the reports received from the Mogadishu team. However, reports received from the 

other organizations (e.g.) UNICEF and donors indicated that what they were briefed on (on status and 

progress of the project) by Nairobi staff matched what they observed in the field. These reports acted as 

confirmation of the reliability of field reports received by the Nairobi team from the Mogadishu team. 

However, there were a number of challenges related to it as had been reported by the staff in Nairobi. 

These are: 

1. Limited support given to the field staff: Support was not as robust and effective as when there 

would be physical presence. While communication may have been adequate between the field 

staff and the staff in Nairobi, there were supports that cannot be given over phone or email. 

Although the various control mechanisms had been put in place, there was over reliance on 

trust and most staff were not comfortable with this. The Nairobi staff could verify information 

given, but they were still always skeptic most of the time. Questions that lingered in their minds 

included ‘what if the information given is not right while key decision have been made using the 

information?’ In some cases, a manager would not be sure if person he/she is interviewing or 

given written exam is the one who had will reported to work. 

                                                           
8
 ACF, 2011.  ACF policy paper on remote approach. Action contre la Faim- France. 
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2. The system created more room for communication breakdown. E.g. A staff had been sent to jail, 

and the staff from Mogadishu informs the wrong person and the right person is never informed 

in good time.  

3. Failing communication technologies. There were cases where phones and email failed against 

the need to communicate daily between Nairobi and Mogadishu teams. 



 

32 
 

 

These challenges however may soon not be considered important. With the security situation improved, 

it is envisaged and planned that the Nairobi managers will be able to frequent Benadir more and have 

physical contact with field staff more as they plan of activities, conduct trainings and mentor them. 

3.5.3 Budget management and utilization 

At the time of the evaluation, the 83% of the project time had elapsed against the expense achievement 

of 79% (79% burn rate). This was an indication that the budget expenditure roughly matched the project 

time frame. All managers have the project budget and consider the respective budget lines when 

planning for field activities. On a monthly basis, led by the finance department, there is budget review 

by managers guided by the Budget Follow-Up (BFU) report. This allowed them to identify over and 

under expenditures and take the required action. Reasons for individual budget lines deviations were 

however not highlighted in the BFU. By the time the project ends (based on the budget projections in 

November 2012), there will be 23 under spent and 19 over expended individual budget lines. These are 

budget lines which by end of the project will not be within the 10% budget deviation from the actual 

budget. There is need to exercise tight control on the individual budget lines to ensure that the 

deviations from the planned do not go beyond 10% deviations. If numerous deviations are envisaged (as 

in this case), then budget amendments should be done to take care of the new budget estimates. 

Nevertheless, based on the current financial report depicting the expenditure a per 11th November, 

2012 and projections to the end of project life, 100% of all the funds budgeted (3,238,000 pounds) will 

have been used (no deviation). Table 7 also shows the percent utilizations for various categories of the 

budget and depicts that in most of the budget categories, the 10% (+/-) limit was respected. 

Table 7: Budget utilization 

Budget categories  Budget (in 
pound) 

Already expended plus 
estimate to the end of the 
project ( in pound) 

% Utilization by 
the end of the 
project 

Suppliers and materials 1,777,527 1,838,231 103% 
Logistics 373,623 324,634 87% 
Personnel 865,018 851,924 98% 
Organizational management 
support 

211,832 211,832 100% 

Capital item 10,000 11,378 114% 
Total 3,238,000 3,238,000 100% 

    

Table 7 depicts the approximated (indicative) cost of achieving some selected key output indicators as 

outlined in the project log frame. The main assumptions are that the cost of capacity building (trainings), 

logistics and personnel is divided among nutrition, health and nutrition in the proportions 50%, 25% and 

25% respectively. Nutrition was apportioned the highest proportion because it was the main focus of 

the project. Additionally, it is assumed that the capacity building, personnel and logistics costing in 

WASH are distributed equally among water, sanitation and hygiene components. 
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Table 8: Cost per key results (proxy cost efficiency analysis) 

Project 
component 

Cost item Number of 

beneficiaries 

reached 

Total cost in 

pounds (£) 

Indicative cost   
beneficiary 
£/beneficiary 

Health Cost of treating mothers 
and children for illnesses 

14,517 69,781Ω 4.81 

Nutrition Cost of treating a SAM 
child in OTP 

6,726 115,722β 17.20 

WASH Cost of providing clean 
water per beneficiary 

195,000 25,305α 0.13 

Cost of providing a latrine 
per beneficiary 

20,000 55,031¥ 2.75 

ΩHealth supplies (Cost of drugs and equipment, register and health cards, hygiene and cleaning 
products,  furniture, non-Food items IEC Tools Rehabilitation of MCH) plus 25% of each of the total cost  
of capacity building, logistics and personnel 
β The all supplies related to rehabilitation of severely malnourished (less the cost of plumpynuts), 50% of 
all cost related to  capacity building, logistics and capacity building 
α Cost of water chlorination, water testing Plus1/3 of all WASH cost related to capacity building in WASH, 
1/3 of training in WASH, 1/3 of logistics and personnel related to WASH 
¥ Cost of emergency latrine construction Plus 1/3 of cost WASH in training, capacity building, logistics 
and personnel 
 

It was realized that the most expensive project component/beneficiary was rehabilitation of a SAM case. 

This cost is however an underestimate given that the cost of RUTF is not included. Assuming the cost of 

RUTF is £0.3 per packet, and that a child requires 120 packets to be rehabilitated, then the cost of 

rehabilitating a child can be as high as £53 (17+36). This could be termed as cost effective since in most 

programs, it has been documented that the cost treating OTP case could be as high as US$ 200. The 

estimated cost per case management ranged between US$ 101 and 197, which translates into US$ 12-

132 for each year of life gained9. 

 
The cost of providing clean water is the least at £0.13. Relatively (given the stated assumptions), the 

provision of clean water was the most cost effective- able to reach many beneficiaries (highest number) 

at least total cost and least cost/beneficiary. 

                                                           
9
 Black RE, Allen LH, Bhutta ZA, Caulfield LE, de Onis M, Ezzati M, et al. Maternal and Child Undernutrition 

Study Group. Maternal and child undernutrition: global and regional exposures and health consequences. Lancet 
2008;371:243-60 
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3.6 Monitoring 

3.6.1  M&E structure/data flow  

Figure 6 shows the current M&E structure/flow of data from field to Nairobi (to nutrition and WASH 

program managers). The nutrition data is received in Nairobi on daily, weekly (agregate of daily) and 

monthly basis (agreegate of weekly). The health data on the other hand is received weekly and monthly, 

while the WASH data on monthly basis. This structure is bound to have accountability challenge. It is 

apparent that those in the path of the data flow are those who can have vested interest in the data. 

Although there is no evidence of such that has been realised or reported, any data that shows or 

indicate that they are perfoming poorly may be doctored to show favourable or good perfomance. A 

second structure depicted in Figure 7  is thus reccomended. 

 

 

 

 

 

 

 

 

 

 

 

 

Key   = Nairobi level staff 

 

This proposed structure (Figure 7) will ensure that: 

1. Data is coordinated from one point (M&E officer and data clerk) and that chances or doctoring 

due to vested interest is minimised. 

2. The implementation officers are only involved in the training and mentoring of 

screeners/registrar but eventually do not have control over the data collected. 

Figure 6: Current M&E structures/data flow 

Facility health and 

nutrition data  

Screener/Registrar at 

health facility 

WASH data Mobile clinic data 

Screener /registrar Well chlorinators 

Nutrition officer 

Data entry clerk 

WASH supervisor Mobile clinic nurse 

 

Medical officer WASH field officer 

Back to the nutrition 

Officer 
Nutrition program 

Manager in Nairobi 

WASH program 

manager 



External Evaluation of Emergency Nutrition, Health and WASH Interventions in South Central Somalia- Dec 2012 

 
 

35 
 

3. There is a person in charge of data quality at field level and will alert the relevant program 

persons of the need for further training or re-training for data collected. 

4. Additionally, the M&E officer has the opportunity to intergrated health, nutrition and WASH 

data. For intance, how many of the households with severely malnourished children receive 

hygiene kits in the IDP camp? This question can only be answered if there is a an intergrated 

data base linking the all components of the project. 
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3.6.2 The monitoring approach 

                                                                                                                                                                                 

 There were daily records on the daily communications with the field staff. These records were 

compared with the weekly reports submitted from the field and differences reconciled by seeking 

clarifications from the field. A TFP database was in place to monitor the progress and performance of 

the therapeutic feeding for <10 years old children. The data and analyses from the TFC database were 
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Figure 7: Proposed M&E structures/data flow 
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used to make critical decisions. The stock monitoring database was also update on bi-weekly basis. The 

data in the stock report was also corroborated with the beneficiary numbers (from the TFC database) 

and the discrepancies corrected and/or explained. For instance, when RUTF used for SAM treatment did 

not match with the number of beneficiaries, reasons for the mismatch were sought for. Cases of 

misreporting among others were discovered in this process.   

Health facility reports were also kept in Nairobi and showed among others, the number of those treated 

and the ailments for which they are treated. WASH database which shows for instance, the wells 

rehabilitated incineration points, and the chlorination points. It also includes the catchment population 

and the GPS points. Also kept are the training reports (who is trained, for what) and whether theoretical 

training or On the Job Training (OJT). From all these monitoring systems, monthly, quarterly and end 

project reports are generated. Donor reports are also drawn from this report. 

Two examples of how the monitoring tools helped to make key decisions are recorded below: 

1. The data in the TFC database revealed that most of the children who appeared for screening at 

the treatment sites had lower MUACs and/or L/H z-score than those that were identified 

through active case findings. The decision was to train and engage more and more of the CNW 

in active case finding to capture them before they are worse of. 

2. The design of the project was that there was no intervention for the pregnant mothers. The data 

however shored that >30% of the mother had MUAC <21cm. A decision was thus made to target 

these mothers with BP5. 

 
Project staff in Nairobi reported that they feel that more training/capacity on data collection at field 

level (Mogadishu) was needed to improve the quality of data. For instance, in some cases the TFC 

database showed that the admission criteria were not strictly adhered to – some children did not 

qualify, but were admitted. This indicated that either there was favoritism in admission into the 

therapeutic program or there were errors in taking readings or recording of the measurements. RUTF 

was considered to be a goodie by the community and admission into the program assured their supply.  

If relatives or friends wanted to show favoritism for some reasons, they would erroneously admit the 

child whose mother was favored.  There were also cases where children of -7 W/H z-score were 

admitted. This indicated poor measuring technique or wrong entries. 

3.6.3 The TFC database 

The TFC database was functional, generated useful information and was used from time to time for 

decision making as exemplified in section 3.6.1. However, its accuracy, functionality and utilization could 

be improved by considering the following recommendations. 

1. Need to specify all reasons for discharging children. In 74 children out of all discharged the 

reason for discharge was recorded as   ‘other’ categories. The specific reasons for discharge 

should be recorded including ‘refusal to receive treatment’. As reported by the nutrition 

manager, many of the ‘other’ cases were thought to be those whose parents refused that that 
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their children would not be treated. This should be recorded as such and reasons for refusal 

recorded to inform response to such cases 

2. Create a column with a function to show if the admission was right or wrong based the 

admission criteria. An ‘if’ function combining the W/H z—score and the MUAC admission criteria 

can be used. This could specifically help detect the erroneous admissions and make quick 

decision to give back to the field teams. E.g need to retrain staff on anthropometric 

measurements, or caution on erroneous admission because they want to give favours. 

3. Development of pivot table in one of the worksheet (in the same workbook) to summarize the 

data. Pivot tables summaries could be used to summarize important data that would at a glance 

show for instance, the admission trends, cure rates over time, defaulter rates over time, mean 

length of stay among others. 

4. Consider the use of database program (such as MS-Access). As the data bases get bigger (now 

nearing 25,000 entries), will be need to consider using a database rather than an excel sheet 

since databases can hold more data This will also allow easy and quick summary of needed data 

(through querying) for decision making. 

The log frame figures which depict the project target achievements (Appendix 3) and the TFC database 

figures are in some cases different as shown in section 3.1.1 of this report – there were some under-

reporting (in the log frame) in the number of children admitted and cured. All figures reported in the log 

frame should be verifiable in the existing databases.  

3.6.4 WASH database 

The WASH database (also called the wells site database) comprised of the data concerning the wells, 

latrine and incinerators.  They included among others, information concerning their names, locations 

and the population accessing or using them. The hygiene kits database also tracked who was given the 

kits (OTP patients and the vulnerable IDPs). There are a number of improvements that have been 

suggested for the WASH database as explained below. 

1. Results for chlorine test should be included in the wells data. This should monitor which wells 

need to be re-chlorinated and can also indicate which chlorinators need to be re-trained on 

chlorination. Additionally, this could also indicate any underlying problem with the well. E.g. 

Presence of organic matter in the well among other possibilities. 

2. In the latrine data, it is not clear if the figures of the beneficiaries are number of households or 

number of individuals benefiting from the project. This should be corrected. 

3.6.5 Compliance to the draft M&E framework for ACF Somalia mission programs (2012-2014) 

The draft framework was drawn to guide completion of full and comprehensive M&E system for ACF 

Somalia Mission for the three year period from 2012-2014. We first comment and analyse the 

completeness of the framework, then review to what extent the project under evaluation has adhered 

to the framework. 

The framework sets valid outcome (9) measures (indicators) for the three ACF Somalia program 

objectives. However: 
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1. A number of baseline and targets are not set in the document. For instance for exclusive 

breastfeeding and complementary feeding. Lack of this data should mean that in 

surveys conducted in the project area, these indicators should be added. Baseline, 

targets and yearly targets for outcome 4-9 are also not set out. 

2. A number of indicators may need review: 

a. Indicator on complementary feeding is very broad rather than specific. There 

are clear specific for complementary feeding that have been agreed on globally 

and should be adopted10. 

b. The indicator on HHs practicing hand washing is not sufficient. The indicator 

does not measure hand washing with soap and in an appropriate way (e.g. With 

flowing water).  

3. The framework needs to be completed for adoption. For instance, the M&E program 

outcomes table is not completed. Again the in the monitoring tools sections, some 

monitoring tools are yet to be determined (TBD). Information to be collected /being 

collected sections of the monitoring tools are also not completed. 

 

The M&E framework for ACF Somalia mission programs (2012-2014) begins by outlining the 3 Country 

Strategy Paper 2012 -2014 objectives. This project did not address the strategic objective (SO3) which 

addresses the sustainable livelihood and resilience building interventions.   Examining the proposed 

indicators in the M&E framework against the indicator measures for the project, it is evident that the 

project indicators should be reviewed to encompass the indicators in the M&E framework.  Out of the 

17 measurable indicators reflected in the project log frame, only 3 (18%) are in the 2012-2014 M&E 

framework. Some indicators in the log frame are also out of the M&E framework due to the donor 

requirement on what to include.   It is also apparent that a number of indicators in the M&E framework 

have not been incorporated into the project log frame. There are however some indicators which are 

already collected routinely by the project but not reflected in the project log frame.  Table 8 shows the 

indicator gaps in the project under evaluation under the respective project outputs. There are two types 

of indicators reflected- those that are in the M&E framework but not reflected in the project log frame 

although they are relevant to the project and those that already collected routinely and need to be 

reflected in the project log frame. 

Table 9: Indicators in the Somalia M&E framework that should be incorporated into the project  

A Those in the M&E framework for ACF Somalia mission programs (2012-2014) but not collected 
by the project (to be  collected by the project and added in the project log frame) 
 

# Project outputs (as reflected in the project 
log frame) 

Suggested indicators to be added from the Somalia 
M&E framework 

1 Targeted vulnerable households have 
improved access to basic food and non-
food items 

 # of adequate months of food for 
households 

 Household dietary diversity 

                                                           
10

 Indicators for Infant and young child feeding. www.who.int/nutrition/.../iycf_indicators_for_peer_review.pdf 
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 Household food expenditure 
2 Population have access to quality 

preventive and curative health care 
services 

 % of caretakers knowing and practicing 
complementary feeding (this indicator 
should be revised based on the global IYCN  
indicators11) 

 
3 Targeted households have access to safer 

drinking water and improved hygiene 
practices 

 % of people accessing water having 0-10 
coliforms/100ml 

 Distance and tine taken by beneficiaries to 
fetch water 

 Amount of water available per household 
per day 

  
B Those collected by the project but not in the project log frame (should be added in the log 

frame) 
1 Detection, referral, prevention and 

treatment of severe acute malnutrition is 
effective in the ACF therapeutic feeding 
programme in South Central Somalia 

 Weight gain 

 Length of stay 

 Relapse rate 
 

2 Population have access to quality 
preventive and curative health care 
services 

 % caretakers practicing excusive 
breastfeeding 

 % Under 1 year olds immunized by all 
vaccines 

 % pregnant mothers completing 2TTs 

 % of mothers completing 3 ANT visits 

3.7 Connectedness and sustainability  

3.7.1 Connectedness with local structures and community  

Since inception, the project has made important efforts 

to connect to the community members and leaders in 

various ways. At entry point, the district administrative 

leaders (mainly the District Commissioner -DC) were 

informed of the ACF plans to commence programming in 

health, nutrition and WASH. The community was also 

involved in various aspects of the program e.g. In the identification of CNWs where upon sharing of the 

criteria for recruiting the CNW, the local leaders helped identify potential candidates. In WASH, the 

community was involved for instance in identification of wells to be rehabilitated and latrine locations.  

However, an important part of the community was not engaged- the Imams. These religious leaders are 

important decision makers in this community and should be involved during entry and as key change 

agents on health nutrition and WASH issues. Their word is treated as a decree. For instance if they are to 

state that it is important to use chlorinated water, this may be taken more seriously than when it comes 

from a different source. 

                                                           
11

  Indicators for Infant and young child feeding. www.who.int/nutrition/.../iycf_indicators_for_peer_review.pdf 

“I participate in ACF construction of latrines 

and rehabilitation of shallow wells, because as 

a district commissioner we know the suitable 

places”. A District Commissioner in Forlanini 
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3.7.2 Project potential sustainability 

The project was initially an emergency intervention, predominantly to save and sustain lives. However, 

there are a number approaches that that had propensity to promote project sustainability. These are: 

1. Mother-to-Mother support groups: These groups are expected to remain active with minimal 

support (long after the project has exited) since the mothers have been reported to require 

minimal or no external incentives to join and participate in the groups. The self-propelling of 

these groups with facilitation by fellow community members (the CNWs) is a good indicator of 

long-term sustainability. However, groups around the stabilization centres should not be 

facilitated by the ACF paid midwife but also by the CNW. Midwifes may not be motivated to 

provide services with no incentives after the project ends. Mothers in the groups should also be 

encouraged to have more activities of interest that bring them together even after the project 

ends - For example Income Generations Activities which will encourage them to continue 

meeting and provide more reasons and opportunities to meet as groups. 

2. Education provided on health and nutrition to health educators is likely to last for long after the 

project has ended. Community health educators will remain with the knowledge and continue 

educating the community, long after the project has ended. However, there is no guarantee that 

the educators will continue providing education after the project ends unless there is a system 

for incentivizing them. Nothing can be done on this apart from encouraging the health 

educators to continue providing their services (whenever needed) even after the project ends. 

There should be a session in the capacity building module that strongly provides this type 

encouragement. Additionally, the health educators should be asked to subscribe (by signing) to 

a pledge to continue providing their services even after the project ends. They should also be 

encouraged to form groups to encourage each other to adhere to the pledge and to 

unconditionally provide their services even after the project ends.  

3. Engagement of the CNWs - They will continue to remain a resource in the community, and their 

effect will remain in the community long after the project has ended. Additionally, they could be 

used by the government and other NGOs latter on as agents of change and educators in the 

community since ACF gives them a proof that they were trained in form of certificates indicating 

the areas they have been trained on. Them same recommendation to improve the sustainability 

of their services for health educators also apply for the CNWs as well as for hygiene promoters. 

4. The latrine design selected for use was that which can be de-sludged when full. The drum pit 

design was adopted from other similar programs and was not only enviromentary friendly (due 

to high water table in the area) but sustainable for the community since they could be emptied 

when full. The drum content would be emptied to the local sewer system and this would mean 

that the latrines would be used for long. 

 
To further promote sustainability, there is a need to consider fundraising for a project with other more 

sustainable interventions- and to transition from emergency lifesaving phase to recovery. These 

interventions could include (but not limited to): kitchen gardening, promoting agriculture and livestock 

(for agricultural folk, e.g. providing seeds and agricultural tools), cash transfer (cash for work, 

unconditional cash transfer) initiatives and support for enterprise development. A similar 
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recommendation was given in a SMART survey conducted by ACF in 201212 and is in line with Strategic 

Objective 3 (livelihood restoration and resilience building) of the ACF Somali objective of restoring 

livelihoods and resilience and articulated in the ACF Somalia M&E framework. 

 
 

 

 

 

 

Figure 8: Proportion of the respondent who wash hands at appropriate times as reported by the 
respondents 

 
 

 

Looking at the WASH component of the project, the chlorine tablets/blocks were being procured by ACF. 

ACF buys chlorine powder in drums of 45kg and makes tablets of 100gms since it is effective in 

dissolving in the wells slowly than the powder.  After the exit of the organization the well caretakers 

who were trained by ACF will continue the work and access the chlorine from the regional hubs that 

have been prepositioned by UNICEF. The procurement of a hygiene kits was done by ACF. The 

distribution of the kits needs to be driven and go hand in hand with hygiene promotion. There however 

is no indication that the kits will be accessed by the community after the project ends.  Use of ACF 

constructed latrines is likely however to continue to be used by the community for a long time even 

after the project exists. Sphere standards recommend that any communal toilet must have a system in 

                                                           
12

 ACF, 2012. Anthropometric and Retrospective Mortality Survey,  Waberi, Hodhan, Abdulaziz and Wardhigley 
Districts, Mogadishu, Somalia 



External Evaluation of Emergency Nutrition, Health and WASH Interventions in South Central Somalia- Dec 2012 

 
 

42 
 

place, developed with the community, to ensure that it is maintained and kept clean. This was respected 

since ACF did train communities on operation and maintenance of the latrine facilities with sanitation 

equipment provided.  Additionally, it is envisaged that behavior change through the water treatment, 

hygiene and sanitation messages will last and have a long-term effect. At the time of evaluation, 72% of 

the household respondents had received education/awareness on water treatment, 74.4% had received 

on appropriate waste disposal. As shown in Figure 8, most community mothers who were interviewed 

were already washing hands at appropriate times, an indication that behavior change in hygiene was 

taking place. 

 

3.7.1 Comment on the sustainability of the trainings provided 

Two level of training exist for this project- 1) targeting those who are to educate the community 

members (the health educators, hygiene promoters and the CNWs); and 2) the community members 

especially the caregivers. The main reason for educating the community is to promote behavior change. 

Behavior change is never instance and takes time (years). It is thus important that the exposure to the 

messages be for a long time as well. The ultimate effect of the trainings provided will thus depend on 

the systems put in place to encourage long term exposures to the target health, nutrition and WASH 

messages. Some recommendations to promote this have been given in section 3.7.2- on how to ensure 

that the mother-to-mother support groups, the health educators and the CNWs continue to be active 

even after the project has exited. 

3.8 The integrated approach 

The project was mainly a nutrition project and was integrated with health and WASH components.  The 

map below (Figure 9 and Figure 10) depicts the physical locations of the health facilities where nutrition 

and health services were being provided, and the chlorination water points (indication of WASH 

component coverage). This is an indication that geographically, where nutrition and health component 

of the project was, so there was WASH. That is, all the areas around the health facilities (providing the 

health and nutrition services) were covered by WASH interventions (water chlorination as an indicator). 

There were indications that the health, nutrition and WASH components of the project put efforts so 

that there is an integrated approach. These indications were: 

1. Joint approach to capacity building. Community health educators were not trained only on one 

component of the project but in all- nutrition, health and hygiene promotion. This ensured and 

encouraged provision of comprehensive (and not single and separate) services by the educators.  

2. When there are scheduled education sessions for nutrition for instance, hygiene promoters and 

health promoters are also invited at the health facilities to give talks. During national days such 

as Global hand washing days, this is done at the nutrition sites and the stabilization center 

where. This provides a chance for other educators to have contact and educate the community. 

3. Inter- or cross-referrals between health and nutrition components of the project. For instance, 

Pregnant and lactating women if found not attending the MCH by nutrition team, they were 

referred to the MCH. Likewise <5 years olds, pregnant and lactating women found to be 

malnourished in the MCH were referred to the treatment sites. 
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4. When community well chlorinator and well caretakers are trained in WASH related issues, they 

are also trained in identification of <5s who are malnourished (MUAC measurements). 

5. There was a bi-weekly ‘internal coordination meetings’ both at Nairobi and Mogadishu level 

involving all the project arms. In these meetings, areas of integrations and joint activities 

between health, nutrition and WASH are identified and discussed. 

 

 

 

 

 

Figure 9: Nutrition coverage areas 

 

 

 

Possible scale up of OTP coverage      On-going ACF Nutrition and Health area of intervention 

Figure 10: Water wells chlorination points 
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Key:    = Water point 

 

There is room however for improving the integrated approach 

of health, nutrition and WASH components of the project at 

community level. Currently, the CNWs, health educators, 

hygiene promoter and Community Well Caretakers operate in 

seclusion at the community level and there is no guarantee 

that all the health, nutrition and WASH messages reach all the 

beneficiaries in an integrated way. To promote the integration 

of the health, Nutrition and WASH interventions at community 

level, it is recommended that there should not be CNW, 

hygiene promoters or Community Well Caretakers. What there 

should be are the Community Health Workers who are trained 

to deliver all services as a package and not in separate. This is to mean that for all issues (health, 

nutrition and WASH), there should only be ‘one –stop-shop’. The main strength of this approach is that a 

community member can get all advice/education from one person.  Whenever one is in need of health, 

nutrition or WASH advice or question, there is one point that they can go to rather than look for many 

individuals. On the other hand, when a CHW approaches a community member, s/he will be well 

informed to advice on multiple issues. Many countries (including Kenya) have strategies that use this 

approach and some NGOs in these countries have adopted this method as one of the feasible ways of 

providing integrated services to the beneficiaries.  One of the challenges of this approach has been 

identified as over burdening of the CHW with a lot of responsibilities and knowledge. However it has 

been argued that systematic well-planned training modules for the CHWs spaced over a reasonable 

amount of time to a great extent prevents this from happening. 

Figure 11: A DFID supported latrine 
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3.1 Comments on some cross cutting issues 

This section comments on three cross cutting issues in relation to the project. These issues are gender 

equity, stakeholder participation and environmental sustainably. There were no indications that the 

project discriminated against a particular gender in the treatment of the sick and rehabilitation of 

severely malnourished.  WASH interventions were also not biased. Latrines were constructed and water 

points chlorinated to benefit all in the community. There were efforts to disaggregate data based on 

gender. For instance, the TFC database disaggregated children based on gender. This can potentially 

provide an insight of gender differences in certain specific aspects. For instance, it was found from the 

TFC database that the female children were 48.5% and 47.9% of all admitted and cured respectively. 

There was no significant statistical difference between the males and females in admission and cure 

rate. This meant that there were gender differences in admission and cure of children who had SAM. 

 

 

It was found that the project ensured the participation of a wide range of stakeholders. These included 

stakeholders at cluster level (both in Nairobi and Mogadishu), NGO partners such as SAACID at field 

level, leaders (at district and community level) and communities (in form of community committees and 

as direct beneficiaries). This wide range of stakeholder provided ACF with an opportunity for wide 

consultation and collaboration, which are important for a project to succeed. 

Returned RUTF sachets posed no environmental risk since they were all incinerated in ACF mounted 

incinerators. Solid medical wastes were also incinerated.  None of the project implementation processes 

or products was found to be of harm to the environment both in the short- and long-run. The project 

was thus termed as environmentally friendly. 

3.2 Lessons learnt 

A number of lessons were learnt during the project implementation.  

1. In targeting: When the malnutrition rates are high (as high as >40% GAM and >20% SAM for this 

case), then children aged 5-10 years old will also become vulnerable. Many of those in this age 

group who visited the health facilities supported by ACF were found to be acutely malnourished. 

The lesson is that when the GAM and SAM rates are high, then vulnerability of those aged 5-10 

years need to be assessed. 

2. In health and nutrition: Engagement of a qualified medical doctor to a large extent contributed 

positively to the project especially in handling complicated cases which nurses had shown 

difficulty in handling (e.g. severe pneumonia and management of dehydrated children). The 

doctor also was also an important resource in capacity building nurses on these challenging 

areas.  

3. In WASH: The bar soaps from Nairobi for the hygiene kits were not used by the beneficiaries. 

This was because they were not scented as the locally procured (imported from the Middle East) 

and some of the beneficiaries stated, they could only be used for hand washing and not bathing. 

‘’The well rehabilitated by ACF is very protected and used by both groups male and female with 

different age groups’’ A community chlorinator 
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The beneficiaries were thus selling bar soaps from Nairobi and in some cases at lower prices 

than it was procured at. Since this was realized, the procurement of the soap for hygiene kit was 

done locally in Somalia.  

4. In Monitoring and evaluation: The submission (to Nairobi) and review of data and providing 

feedback on daily basis ensured that mistakes were corrected immediately and learnt lessons 

implemented from the following day. Feedback was provided to not only those who input data 

but also to the screeners through their supervisors. This lead to continuous improvement of 

data quality with time. These lessons should be shared with other organizations- those that ACF 

is capacity building and among the cluster coordination partners. 

5. Roles re-distribution to existing staff for the position that could not be filled in good time: In the 

event that the right qualified person could not be found in good time for the position of capacity 

building manager, the activities for this position still went on a planned leading to only slight 

(and not major) delays in capacity building components of the project. 

6. Engagement of Community Nutrition Workers in active case finding: Following the realization 

that those coming to the health facilities for treatment on their own were relatively more 

severely malnourished, the idea of CNWs was introduced and implemented to capture children 

before they have worse off. This can greatly contribute to the reduction of cost of treatment. 

3.3 Challenges 

The health, nutrition and WASH project experienced a number of challenges during the project 

implementation. These included: 

1. Challenges related to remote management system (as highlighted in section 3.5.1). The use of 

the remote management system meant that only limited support was to be given to the field 

project staff. With Mogadishu becoming more secure, the Nairobi team will soon be making 

more field trips and thus provide more support. 

2. The fluidity of the IDPs. The IDPs are always moving from one point to another. One of the 

reasons for this included frequent evacuations (by the government authorities) from their 

temporary settlements. This made it difficult to target them with interventions eg. Building for 

them latrines. This challenge was tackled by negotiating with the government authorities not to 

evacuate them. It was also found imperative to find out if they are most likely to move soon so 

that some interventions are not delivered.  

3. English proficiency is poor among many field staff. Not all training materials were in Somali 

language. This meant that in many cases, the trainers had to translate from English to Somalia 

during the training sessions. This practice can lead to errors in translation and altering of the 

content. Key training materials should be translated to Somalia. This was realized also among 

Benadir partners. The Benadir partners IMAM training report of training held on 17-26 

November also notes the same challenge. Specifically it is stated in this report that the trainees 

had low level of English Competence with some of them not knowing the language at all. Much 

as Somali language was the main medium of instruction but many of the references used in the 

trainings including crucial documents were in English e.g. CP Reporting Format, the Ration 
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Cards, SFP/OTP Registers and the Z score reference chart. The IMAM guidelines and almost all of 

the IEC materials have been translated. 

4. Challenges with partners: 

a. Resources not allocated for some important items. One of the key objectives of the 

project was to capacity build other NGOs on IMAM. However, some partners did not 

have the basic materials (eg. registers, referral slips) and ACF did not have funding 

support them with such. This meant that the effectiveness of the implementation of 

what they were capacity built on was very limited. 

b. Inappropriate individuals sent for training. In some capacity building sessions, partners 

would send staff not directly involved in what they were being capacity built on- e.g. 

drivers, HR persons and other administrative persons. When this was realized, the 

wrong staff would be sent away from the training and the involved NGO partners 

cautioned on this practice. 

5. The wells in project area were shallow and this meant that constructing latrines posed a high 

possibility of seepages from the latrines into the wells. This was tackled by introducing a drum 

system of latrines. Drums were put in the latrine pits as receptors and emptied by the 

community members when full. 
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4 CONCLUSIONS AND RECCOMENDATIONS 

4.1 Conclusions 

It was concluded that this emergency project which integrated health nutrition and WASH components 

met the confirmed needs of the target beneficiaries and was to an extent (with room for improvement), 

efficient and effective. The project also made an effort to promote sustainability and connectedness 

with the community at large. The needs of the beneficiaries are also evolving from emergency to a mix 

of emergency and non-emergency needs (sustainable livelihoods). The project has room for 

improvements in its next phases and hence the recommendations given below. 

4.2 Recommendations 

Based on the finding of the evaluation, a number of recommendations have been given. These are: 

1. Revise project outcome targets  

i. Increase indicator targets to be over and above the current ones in the log frame since 

most of them were well achieved or overachieved: There is need to set more ambitious 

targets in next phase of the project. This will stimulate more efforts from all staff and 

provide reasons for them to work even harder. Specific recommendations on new 

targets and justification for the change are shown last column of the table in Appendix 

3. 

ii. Expand the targets to include those in the Somalia M&E framework: To align the 

project targets to the ACF Somalia M&E framework 2012-2014 outcome indicators. As 

suggested in Table 9 in this report, there are those indicators in the 2012-2014 M&E 

framework that are relevant to the project outputs but are not included and those that 

are already collected routinely but are not reflected in the project log frame. 

2. Consider fundraising for non-emergency interventions: These interventions could be and not 

limited to: Food security interventions (promoting agriculture through capacity 

building/training, distribution of seeds, re-stocking of livestock, among others) and income 

generation activities interventions (enterprise development services including providing 

business grants and capacity building of skills, bookkeeping and marketing). This is because the 

needs of the population are evolving from predominantly emergency to a mix encompassing 

livelihood resilience as well. 

3. Strengthen integrated approach to interventions delivery through training of the community-

based workers in all health aspects: This means that there should not be CNWs, CHWs or 

Community Chlorine Well Caretakers but they should all be trained to provide comprehensive 

health, nutrition and WASH services to the community rather than in separate. They should 

probably be called Community Health Workers (CHWs) since they will be providing 

comprehensive health-related services to the community.  

4. Engagement of all stakeholders: There was no evidence that the beneficiaries and community 

leaders were involved in the project design. As a good practice, there is need to have 
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community and leaders workshops to sought their views in the program design (at proposal 

level). Imams are also important religious leaders in the community and should be 

involved/consulted during project design, assessments, implementation and evaluation. 

5. Improving the remote management system through: 

i. Increasing physical contact between Mogadishu and Nairobi teams. This is now 

possible with the improving security situation in Mogadishu (unless insecurity increases 

again). Apart from facilitating more joint planning, on-job training and mentoring more 

field visits by Nairobi staff will also improve employee relations and bond. 

ii. Daily tracking of calls in a spreadsheet: This was practice by only by nutrition 

department and it is recommended that other project component track their daily calls 

indicating at bare minimum; issues discussed, action points, by who and by when. This 

would facilitates follow-up of issues discussed even when the responsible manager is 

absent. 

6. Improving the M&E system through: 

i. Introducing as part of the field staff, an M&E officer: To improve the fidelity of data 

received (since they are reported by those who implement activities), there is a need to 

introduce at field level, an M&E officer. The M&E officer (unbiased person), apart from 

being the overall person in reporting, will also be in charge of capacity building and 

mentoring of staff in data collection, and taking of measurements. The position in the 

M&E officer in the organogram is shown in Figure 6 and the proposed data flow 

(through the M&E officer) shown in Figure 8 of this report. 

ii. Improving the outputs of the databases for decision-making: One of the ways to 

improve the output of databases in excel sheet is through the use of pivot tables. Used 

of a database program should also be considered. A database program, also, apart from 

having the capacity to hold more data than a spreadsheet allows quick and accurate 

query of outputs. 

7. Increase understanding of training materials and other project documents by field teams: 

While the project should strive to lay emphasis on the English proficiency of potential 

candidates during interviews, there should also be effort to translate critical materials (including 

training materials) to Somalia. Additionally, staff should be encouraged or supported to increase 

proficiency e.g. By supporting English classes for local staff who are not proficient in English. 

8. Evaluate/assess scenarios for future programming in readiness for possible increased 

involvement of the government. Because stability is resuming in Mogadishu (as related to 

governance and security) the project should envisage the scenarios of the government 

involvement in authorizing, regulating collaborating and coordinating NGOs.  Some important 

questions that may be worth answering when creating these scenarios may be: What potential 

NGO authorizations documents and processes will be required to operate in Somalia? How long 

would these processes take? Would it mean that the NGOs have to be registered a fresh in 

order to operate in Somalia? Would the government have a say on who to cover which areas 

and which programs?  
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9. Conduct a KAP survey on health, nutrition and WASH practices: There is need for a KAP survey 

to highlight on the impact of the intervention on nutrition health and hygiene care practices 

such as exclusive breastfeeding and hand washing practices. The impact of the project on there 

practices is currently unknown. The KAP survey can also be designed to measure the 

effects/impact of mother-to-mother support groups, community health educators and 

community nutrition workers. 

10. Improving coordination: There is need to form a sub-coordination units with NGOs working in 

the same areas or those working directly with ACF Somalia (eg, in Benadir) to avoid challenges 

and misunderstandings such the one experienced with SAACID where the latter was also 

treating SAM (but was not mandated to do so). This sub-coordination unit should be of mutual 

agreement/MOUs after the partners are sensitized on the need for one. Such agreements 

should be reviewed from time to time (half-yearly proposed) and this should provide an 

opportunity for discussing challenges and violations of the agreements/MOUs. It was found 

difficult to discuss issues specific to ACF area of operation at cluster level, due to the limited 

agenda items promised for the cluster meetings. 

11. Improve budget expenditure controls: There is need to ensure that the budget expenditures 

lines are within the 10% limits. Reasons for over and expenditures should be stated in the 

monthly Budget Follow-Ups and lessons learnt documented and used for future actions to avoid 

over and under expenditures. Budget re-alignments (re-budgeting) should be considered if there 

are many budget lines under and over expenditure as was the case as at November 2012. 
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ANNEXES 

Appendix 1:  Best practices 

 

Best Practice 1 

Title of Best Practice 

 

Tracking of the daily updates from the field in a spreadsheet 

which describes the situation in brief, highlights the action 

to be taken (and to be done by who?) and the timeline. 

Innovative Features & Key 

Characteristics 

 

This practice is not a specified practice in the remote 

management policy and is an effective way in which daily 

communication with field teams can be tracked and ensure 

that action points are followed to completion by the 

respective persons charged with the responsibility.  

Practical/Specific Recommendations 

for Roll Out 

 

The remote management policy should be revised and the 

daily tracking should be added for all ACF Somalia project 

components (and other ACF projects elsewhere) to adopt. 

 

Best Practice 2 

Title of Best Practice 

 

Strict adherence protocols (IMAM guidelines and OJT 

protocol) - 

Innovative Features & Key 

Characteristics 

 

Despite the key technical managers being in Nairobi, the 

project ‘standard operation procedures’, notably the IMAM 

guidelines were respected and this is well confirmed by 

external parties (UNICEF and a ACF donor were mentioned). 

It has been reported that UNICEF asks other NGOs to 

emulate ACF Somalia. 

Practical/Specific Recommendations 

for Roll Out 

 

ACF Somalia should develop a technical/journal paper (eg. In 

Field Exchange) to document the success and lessons learnt 

(in relation to strict adherence to protocol) in Mogadishu. 

This will facilitate sharing with other ACF offices and other 

NGOs working in insecure areas.  
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Appendix 2:  DAC-based rating table 

# Criteria Rating  
(1 low, 5 high) 

Rationale 

  1 2 3 4 5  
1 Impact      GAM, SAM and U5M rates reduced significantly since the project started, but 

not to below the emergency threshold of <15%, <4% and <2/10,000per day 
respectively. Although the level or extent of ACF contribution to improved 
situation was not determined, it was envisaged that in case ACF supported 
interventions were not present, the situation would have been worse since 
there would have been more under-fives who are both severely and 
moderately malnourished. 

2 Sustainability      The project had an initial emergency focus but had included some in-build 
measures to promote sustainability especially in the area of capability building 
community-based workers in health, nutrition and in WASH. However, key 
project products such as the RUTF and chlorine blocks/tablets will not be 
available to the beneficiaries without external assistance (from other NGOs). 
Additionally, the interventions to promote sustainable livelihoods (such as 
agriculture and income generation activities) are missing.  

3 Coherence      Evidently, the components of the project were integrated through having joint 
plans and activities, but with room for improvement. The project has multiple 
agents to provide messages to the beneficiaries and it is recommended that 
messages should be delivered as a package by a to the beneficiaries by one 
single source, a CHW. Although ACF actively participates in the coordination 
meetings, there are still teething problems with NGOs such as SAACID who are 
treating SAM in ACF geographical coverage areas. 

4 Coverage      In August-September 2012, the Overall SQUEAC coverage including ACF and 
other actors was 60.5%  CI 95% (56.963.9). This was below the target of 70% 
sphere standards for urban areas. The coverage of ACF alone was found to be 
39.0% CI. 95% (35.7-42.3). Based on the recommendation of the SQUEAC 
survey, ACF is yet to expand to Karan in orders to improve the coverage. 

5 Relevance/Appro
priateness 

     The project focus in emergency health, nutrition and WASH matched with the 
needs of the population and had some inbuilt interventions to take care of 
some of their evolving needs (e.g. more capacity building of community 
members). The project however does not have robust livelihood component to 
take care of the current non-emergency needs. 

6 Effectiveness      Most of the project targets (objectives and activities) were achieved. The 
targets that were not achieved were due to unavoidable circumstances such as 
withdrawal from a project area due to insecurity e.g. in Wajid 
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7 Efficiency      The remote management system had proved workable in the presence of 
insecurity in Mogadishu. The staffing structure is appropriate for the project 
implementation although the M&E person to coordinate M&E at field level 
was missing. Although the burn rate of funds budgeted for roughly matches 
the current project duration, the expenditures of numerous budget lines are 
not within the 10% acceptable deviation range.  Management of SAM cases 
was (which was one of the key objective contribution to lifesaving) was 
estimated to be cost effective. 



 

54 
 

Appendix 3:  Project log-frame and activity analysis as reported by ACF and reviewed by the consultants 

Objectives Measurable indicators  Targets 

Progress Rating  

Comments** 

Consultant’s comments 
on amendments on the 
targets 

(against each 
indicator) 

1-5* 

GOAL: To contribute to the 
reduction of morbidity and 
mortality linked to acute 
malnutrition in South Central 
Somalia 

Under 5 mortality rates 
Under 5 prevalence of acute 
malnutrition 

Maintaining 
acceptable WHO 
malnutrition 
rates: 
GAM less than 
15%; SAM less 
than 4% 
 
Maintaining 
acceptable WHO 
mortality rates  
U5 MR less than 
2/10,000/day 
CMR  less than 
1/10,000/day 
 

-TBR 
 

 -TBR    

PURPOSE            

To preserve and save lives of 
vulnerable persons in South-

Number of severely acute 
malnourished children cured 11,050 6726 1  
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Objectives Measurable indicators  Targets Progress Rating  Comments** Consultant’s comments 
on amendments on the 
targets 

Central Somalia through 
provision of nutritional and 
medical treatment, food 
assistance and access to safe 
water 

Number of persons attending and 
treated by ACF PHC services 
 

20,260 21350 1 

(No of 
consultations 
OPD, No. of 
consultations 
MCH, Number 
of under 5 
admissions 
EPI and No. of 
pregnant 
women 
admissions 
EPI). The 
health project 
was started in 
March 2012 
after revision 
of the grant 
following 
closure of 
Wajid  

It is proposed that it be 
increased by 20% 
(hypothetical suggestion) 
to 25,650 

Number of persons having access 
to safer drinking water and 
improved hygiene knowledge and 
practices 

195,600 195,600  

With the 
chlorination 
of 326 water 
points. 

This target is based on the 
population estimates and 
should be reviewed based 
on the current population 
estimates in the project 
area. 
 
 
 

OUTPUTS  
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Objectives Measurable indicators  Targets Progress Rating  Comments** Consultant’s comments 
on amendments on the 
targets 

1. Targeted vulnerable 
households have 
improved access to 
basic food and non-
food items 

Number of households that receive 
a food ration for a period of one (1) 
month 

3,000 16,451 1 

More 
households 
reached than 
targeted. 

 

Number of households that receive 
a monthly resource transfer during 
4 months 

5,000 4,878 4 

4,878 HH 
(28,000 
Beneficiaries) 
reached 
through cash 
transfer 

 

Number of targeted households 
that have increased their daily food 
intake and diversified their 
expenditure to include basic non-
food items 
 

4,750  4 

Cash transfer 
for only one 
month was 
done and thus 
cannot be 
determined 

This indicator should be 
omitted since no data is 
currently collected on it. 

2. Detection, referral, 
prevention and treatment of 
severe acute malnutrition is 
effective in the ACF 
therapeutic feeding 
programme in South Central 
Somalia 

Number of children <5 years 
admitted in the therapeutic 
feeding programme 
  

18,534 

8033 children 0-
59 months, 5387 
children 5-10 
years have been 
admitted in the 
OTP and SC 

1 

ACF started 
treatment of 
severely 
malnourished 
children 5-10 
yrs.’ in 
December 
2011.  5387 
children have 
been 
admitted so 
far. 
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Objectives Measurable indicators  Targets Progress Rating  Comments** Consultant’s comments 
on amendments on the 
targets 

Nutrition Programme Performance  
Indicators Met Cure rate: > 75% 

Death rate: <5% 
Defaulter rate: < 
15% 
Non Respondent 
rate: <10% 

A total of 6726 
children were 
cured- 85.11%;  
364 defaulters- 
4.6%; 12 deaths 
– 0.1% and 765 
non responders- 
7.0% 

1 

Represents 
exit indicators 
for children 6-
59 months 
(includes 
Wajid figures) 

 

Number of Nutrition Sites that are 
able to implement IMAM 
adequately 
 
 

9 5 1 

On job 
trainings to be 
conducted 
and followed 
up by the 30 
persons 
trained in the 
5 NGOs.  

The indicator should be 
split into two. That is- 
Number of nutrition sites 
established and running 
(target - 5) and number of 
NGOs capacity built to 
implement IMAM (target 
- 4). 

Number of beneficiaries reached 
with protection rations 

20,400 
(3,400HH) 

12,300 rations – 
60.3% (1,669 
HH13) have 
received 
protection 
rations of 
1300kcal per 
person per day. 

1 

Distribution 
ended in May 
2012. Fewer 
rations were 
distributed 
due to high 
cost of food 
commodities.  

 

3. Population have access to 
quality preventive and 
curative health care services 

Number of persons treated for 
illness 10,360 children 

 
3,900 women 

9,130 children 
and 5387 
women were 
treated for 
illness 

1 

 A 20% increase in target is 
recommended to 12,432 
children and 4,680  
women. 

                                                           
13

 Admissions at OTP from March 2012*23.2% allocated to DFID.  
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Objectives Measurable indicators  Targets Progress Rating  Comments** Consultant’s comments 
on amendments on the 
targets 

Percentage of Women attending at 
least 2 antenatal consultations in 
MCH 

50% 

6,570 
consultations 
were made at 
MCH. Out of the 
6,570 women 
attending ANC 
for the first time, 
3,167 came for 
the second visit 
(48.2%) 

1 

 A new target of 80%. 
Most health coverage 
such as immunisation is 
normally 80%. 

Number of U5 years children and 
women in CBA receiving 
vaccination according to 
Immunization calendar 

6,000 

4805 children 
and 2572 
women received 
immunizations 
according to the 
calendar 

1 

  

4. Targeted households have 
access to safer drinking water 
and improved hygiene 
practices 

Number of water points 
chlorinated on weekly basis 326 326 

1 

326 

 

Number of households who 
received hygiene promotion 
sessions and practice hand washing 
at critical moments (before eating, 
after defecating) 200 

720 sessions 
reaching 21,600 
people (approx. 
30 pax per 
session) 

1 

 

This indicator should be 
separated into two: 1) 
Number of households 
who receive hygiene 
promotion sessions. 2) 
Number of caregivers 
who practice hand 
washing at critical 
moments. 

Number of households with 
improved access to sanitation 
facilities 

3,333 hh (20,000 
beneficiaries) 

3,333 hh (20,000 
beneficiaries)  

1 300 latrines 
constructed, 
each 
benefitting an 

Should target 
20persons/latrines and 
not 50 persons/latrine. 
Sphere standards 
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Objectives Measurable indicators  Targets Progress Rating  Comments** Consultant’s comments 
on amendments on the 
targets 

estimated 50 
people.   

recommend that as much 
as the target of 50 people 
per latrine can be set 
initially, the aim should 
be 20 people /latrine as 
soon as possible, and 
changing the sharing 
arrangements 
accordingly. 
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Appendix 5:  Activity analysis 

ACTIVITIES MILESTONE 3 
Target 

PROGRESS 
RATING 1-5 
(1= best, 5= 
worst rating) 

COMMENTS** 

2.1. Running of Outpatient 
Therapeutic Centre and 
Stabilisation Centre 

8 TFP centres 
 
8 TFP centres 5 OTP, 2 SC 1 

 

2.2. Health Promotion, IYCF and 
Care Practice sessions in the SC 
and OTP’s 

300 400 582 health promotion 
sessions at OTP and SC  
175 care practice 
sessions in the SC. 

1  

2.3. Establishment of mother to 
Mother support groups in the SC 
 

1 MSG at the SC  
 

1 1 active MSG formed 
and has run for 2 
months. 

1 Training for the 
staff leading the 
MSG done. 

2.4. Identification and Training of 
Community Nutrition Workers 

12 12 12 3 Activity started 
late. Training 
conducted and 
CNWs already 
working.  

1.5. Distribution of 
protection rations 

- 20,400 rations 12,300 rations 
distributed to 1,669 
households 

1 Fewer rations were 
distributed due to 
high cost of the 
food commodities.  

2.5. Implementation of IMAM 
training 

4 nutrition sites 9 nutrition sites 5 NGOs trained on 
IMAM, with a total of 
30 participants 

1 Theoretical training 
completed, OJT in 
progress. 

2.6. On job training and follow 
up 

90 persons 90 persons To be conducted next 
quarter.  

1 To be conducted.  

3.1. Running of MCH services 
(including treatment for illness 
of children and postnatal 
services for women) 

1 Operational 
MCH 
  

1 Operational MCH Hodhan MCH running 6 
days a week. 

1  
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3.2 Running of 2 EPI centres in 
Mogadishu 

2 EPI sites 
functional 
 

2 EPI sites functional  Daily EPI services 
carried out at Hodhan 
and Forlanini Centres 

1 
 

3.3. Establishment of mother to 
mother support group 

1 MSG at the 
MCH  

1 MSG at the MCH 1 MSG formed and 
running. 

1 Training for staff 
supporting MSG 
done. 

3.4. Health Promotion, IYCF and 
Care Practice sessions at the 
MCH 

72 144 817 sessions conducted 1 
 

4.1. KAP Survey; IDP assessment 

2 2 1 3 

There was delay in 
conducting the 
survey. Pre KAP 
Survey conducted 
in August 2012. 
Post KAP Survey to 
be conducted in 
December 2012.  

4.2 Water points chlorination. 
 326 326 326 1 

Conducted on 
weekly basis.  

4.3. Emergency latrines 
construction. 

400 400 400 1 Target reached  

4.4 Hygiene promotion. 
 

200 200 720 sessions reaching 
21,600 people (approx. 
30 pax per session). 
Mass hygiene 
campaigns with 
attendance of over 130 
people have been 
intensified 

1  

4.5. Water points rehabilitation. 20 20 20 1 Completed.  

4.6. Hygiene Kits distribution 3500 3,500 3500 1 An additional 700 
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kits have been 
procured using 
savings made from 
this grant. The kits 
will be distributed 
in January 2013, 
bringing the total 
number of kits to 
4200.  

4.7. Sanitary tools distribution. 100 100 100 1 Completed.  
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Appendix 5:  Evaluation tools 

ACF HEALTH, NUTRITION AND WASH EVALUATION (BENADIR REGION) 

HOUSEHOLD QUESTIONNAIRE  

For Mothers/caregivers of children 6 months to 10 years 

INSTRUCTIONS TO THE INTERVIEWERS: This survey is only meant for mothers/caregivers of children 

6months old to 10 years. Note that the special instructions have been given in bold. The INTERVIEWER 

SHOULD READ THE INSTRUCTIONS CAREFULLY. 

Questionnaire number ____________________ 

Name of the interviewee: _____________________________________________ 

SECTION A: SOCIO-DEMOGRAPHIC AND ECONOMIC CHARACTERISTICS 

 QUESTIONS CODES RESPONSES 

A1 
 

Gender of the interviewee 
If male, ask question A3 

1=Female  

2=Male 

 
A2 

Age in years  

A3 
 

Number of male children (Record the number) 
and include all those that  in the household 

Males: Between 6 months to 5 years old  

Males: 5-10 years old  

A4 Number of male children (Record the number) 
and include all those that  in the household 

Females: Between 6 months to 5 years old  

Females: 5-10 years old  

A5 Family size(Record the number) and include all 
those that  in the household 

Female  

Male  

TERMINATE THE SURVEY IF THE CAREGIVER HAS NO CHILDREN WHO ARE BETWEEN 6 MONTHS AND 10 YEARS OLD 

A6 Residency status 
  

1=Internally Displaced person (IDP)  

2=Residence 

3=Other (specify) 

A7 Health facility that is nearest to you (supported 
decentralized nutrition sites close to the 
respondent) 

1=Forlanini  

2=Waberi 

3=Kahda 

4=Wardheglei 

5=Other (Specify) 

A8 How far in kilometers is the health facility   

A9 Village (Bula)Village   

A10 Marital status of the interviewee 1=Married  

2=Single 

3=Separated 
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 QUESTIONS CODES RESPONSES 

4=Widow(er) 

5=Polygamous 

6=Other (specify) 

A11 Highest level of education  1=Did not attend school  

2=Madrasa 

3= Primary school 

4=Secondary school 

5=Tertiary education (diploma or 
certificate level) 

6= University level education 

7= Other (specify) 

A12 Total number of years in school  

A13 What group are you a member of? 
This is a multiple response question. More than 

one response is expected- READ the responses 

to the interviewee 

So  

if 1=YES  

2=No 
3=Don’t know 
 

1=Mother to mother support group  

2=Women group  

3=Political group  

4=Men group  

5= Other (Specify)  

A14 Household monthly income _________________ (Specify Somali Shillings or US Dollars)  

A15 Main type of employment engaged in 1=Employed 
2=Self employed 
3= Other (Specify) 

 

A16 What is your current main source of income? 
Only one response needed 

1= Land cultivation  

2=Livestock 

3=Small scale trade 

4=Aid 

5=Remittance 

6=Casual employment 

7=Formal employment 

8=Other (Specify) 

A17 Are the following your key household needs that 
need to be fulfilled 
This is a multiple response question. More than 

one response is expected- READ the responses 

to the interviewee 

So  

if 1=YES  

2=No 
3=Don’t know 

1= Food acess  

2=Access to non-food items (but are 
essentials eg. Payment of school fees, 
shelter e.t.c. ) 

 

3=Rehabilitation of the malnourished  

4=Provision of clean/treated water  

5=Provision of toilets  

6=Advice on how to maintain good 
hygiene 

 

7=Treatment of mothers and children  
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 QUESTIONS CODES RESPONSES 

 ailments  

8=Other (Specify)  

 

SECTION B: INTERGRATED MANANGEMENT OF ACUTE MALNUTRITION (IMAM) 

# QUESTIONS CODES RESPONSES 

B1 In which health facility did your child last been 
admitted/selected for therapeutic or 
supplementary feeding?  

1=Has never been  admitted for 
therapeutic of supplementary feeding 

 

2=Forlanini 

3=Waberi 

4=Kahda 

5=Wardheglei 

6=Other (Specify) 

B2 Were you charged for the services you were 
offered 

1=Yes  

2=No 

3=No 

B3 How far is the health facility from where you are? (Approximately how many kilometers does 
it take to the health facility mentioned above) 

 

B4 How long in minutes do you take to the health facility mentioned above [Convert into 
minutes if response given in hours] 

 

B5 What have you leant in the mother support 
groups. 
 
[Read the responses to the respondents.  if 
Yes=1, No=2, Don’t know =3] 
 
 

1=Does not belong to any mother support 
group 

 

2=Where to give birth  

2=Importance of immunizing the child  

3=Breastfeeding including exclusive 
breastfeeding 

 

3=How to prevent malnutrition  

4=how to treat malnutrition  

5= Others (Specify)  

B6 Have you received 
training/education/awareness on nutrition 
issues (immunization, prevention and treatment 
of illnesses, e.t.c) 

1= Yes  

2= No  

B7 If Yes, which organization (s) did you received 
training/education/awareness from in the past 
one year? 

  

B8 To what extent do you agree to this statement?  1=Strongly disagree  
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# QUESTIONS CODES RESPONSES 

The ACF program met my household’s nutrition 
needs for the malnourished. 
 Read the responses to the interviewer 
 
 
 

2=Disagree 

3=Neither agree nor disagree 

4=Agree 

5=Strongly agree 

 

SECTION C: MATERNAL AND INFANT HEALTH 

# QUESTIONS CODES RESPONSES 

C1 Which services do you receive from your nearest 
health facility 
This is a multiple response question. More than 

one response is expected- READ the responses 

to the interviewee 

So  

if 1=YES  

2=No 
3=Don’t know 
 

ANC services  

Maternity services  

Immunizations  

Nutrition counseling and education  

Rehabilitation of the malnourished  

Advice and education on hygiene and 
sanitation 

 

General medical advice and education  

C2 Are you charged for these services? 1=Yes  

2=No 

3=Don’t know 

C3 In the last two weeks, how has your child 
suffered from these aliments? 
This is a multiple response question. More than 

one response is expected- READ the responses 

to the interviewee 

So  

if 1=YES  

2=No 
3=Don’t know 

1=Malaria  

3=Diarrhea  

4=Respiratory tract infections [cold and 
cough, asthma, running nose, pneumonia] 

 

5=Skin diseases [scabies, ringworm]  

6=Others specify_________________  

C4 What actions are taken by the family members 
when the mother is sick?   
 
This is a multiple response question. More than 

one response is expected- READ the responses 

to the interviewee 

So  

if 1=YES  

2=No 

Nothing  
 

 

Taken to the hospital  
 

 

Buy drugs in the shop  
 

 

Visit a traditional healer  
 

 

Send for parents  
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# QUESTIONS CODES RESPONSES 

3=Don’t know Others (specify)_____________   

C5 Have you received 
training/education/awareness on health issues 
(immunization, prevention and treatment of 
illnesses, e.t.c) 

1= Yes  

2= No  

C6 Which organization (s) or where did you 
received training/education/awareness from in 
the past one year? 

 

C7 To what extent do you agree to this statement?  
The ACF supported health program met my 
household’s health needs  
 
Read the responses to the interviewer 
 
 
 

1=Strongly disagree  

2=Disagree 

3=Neither agree nor disagree 

4=Agree 

5=Strongly agree 

 

SECTION D: CASH FOR WORK 

# QUESTIONS CODES RESPONSES 

D1 Is your household receiving cash for work 1=Yes  

2=No 

D2 Did you use the cash for work to purchase food for the 
household? 

1=Yes  

2=No 

D3 What did you use cash for work for? 

[This is a multiple response question. More than one 

response is expected- READ the responses to the 

interviewee 

So  

if 1=YES  

2=No 

3= Don’t Know] 

1=For purchasing food  

2=For starting new business  

3=For improving/increasing 

existing business 

 

4=To repay loan  

5=Purchase of non-food items  

Other (Specify)  

D4 How many meals does your household consume per day?  
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# QUESTIONS CODES RESPONSES 

D5 Has the number of meals consumed increased as a result 
of cash for work program 

1=Yes  

2=No 

3=Don’t know 

D6 Has the diversity of food increased as a result of the cash 
for work you are receiving? 
 
[Probe: As opposed to consuming monotonous diets 
continuously over long period of time] 

1=Yes  

2=No 

3= Don’t know 

D7 What is your current main source of income? 1= Land cultivation  

2=Livestock 

3=Small scale trade 

4=Aid 

5=Remittance 

6=Casual employment 

7=Other (Specify) 

D8 To what extent do you agree to this statement?  The ACF 
program met my household’s cash needs  
 
Read the responses to the interviewer 
 
 
 

1=Strongly disagree  
2=Disagree 

3=Neither agree nor disagree 

4=Agree 

5=Strongly agree 

 

SECTION E: WATER, SANITATION AND HYGIENE 

 QUESTIONS CODES RESPONSES 

WATER 

E1 
What is the source of primary drinking water in your 
household? 

1=Piped water into dwelling   

2=Piped water to yard/plot  

3=Public tap/standpipe  

4=Tube well/borehole  

5=Protected dug well  

6=Unprotected dug well  

7=Protected spring  

8=Unprotected spring  
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 QUESTIONS CODES RESPONSES 

9=Rainwater collection  

10=Bottled water  

11=Cart with small tank/drum  

12=Tanker-truck  

13=Surface water (river, dam, lake, 
pond, stream, canal, irrigation 
channels) 

14=Other (specify)  

E2 
Which agency (agencies) constructed the water facility 
above 

 

E3 
What is the main source of water used by your 
household for other purposes, such as cooking and 
hand washing? 

1=Piped water into dwelling   

2=Piped water to yard/plot  

3=Public tap/standpipe  

4=Tube well/borehole  

5=Protected dug well  

6=Unprotected dug well  

7=Protected spring  

8=Unprotected spring  

9=Rainwater collection  

10=Bottled water  

11=Cart with small tank/drum  

12=Tanker-truck  

13=Surface water (river, dam, lake, 
pond, stream, canal, irrigation 
channels) 

14=Other (specify)  

E4 
Which agency constructed the water facility for other 
uses? [If does not know, confirm with others in the 
household] 

 
 
 
 

E5 
How long (IN MINUTES) does it take to go there, get 
water, and come back? [If stated in hours, convert in 
hours] 

 
 
 
 

E6 

What do you usually do to the water to make it safer 
to drink? 
 1=Yes 
2=No 
3=Don’t know 

1=Boil  

2=Add bleach/chlorine  

3=Strain it through cloth  

4=Use a water filter (ceramic, 
sand,composite, etc.) 

 

5=Solar disinfection  

6=Let it stand and settle  

6=Other (specify)  

E7 How many liters of drinking water capacity do you 
have in the household? 
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 QUESTIONS CODES RESPONSES 

E8 How many liters of domestic capacity of water for 
other uses do you have? 

 

E9 Is the water you are receiving enough to satisfy your 
needs? 

1=Yes  

2=No 

E10 How much did you pay for your water last month in 
Somali shillings? [If did not pay for water, input as 
zero-0] 
 

  

E11 Have you received training/education/awareness  on  
water treatment for the last one year? 

1= Yes  

2= No  

E12 Which organization did you receive training from on 
water treatment from in the past one year? 

 
 
 

SANITATION 
 

E13 
What kind of toilet facility do members of your 
household usually use? 
 

1=Flush/pour flush to:   

2=Ventilated improved pit latrine (VIP)  

3=Pit latrine with slab  

4=Pit latrine without slab/open pit  

5=Composting toilet  

6=Bucket  

7=Hanging toilet/hanging latrine  

8=Other Specify 

E14 
Who constructed the toilet facility above? 

 

E15 

Were yo given any sanitation kit? 

1=Yes  

2=No 

3=Don’t know 

E16 

If yes, which ones were you given? 

 
 
 
 

E17 

The last time [name of youngest child passed stools, 
what was done to dispose of the stools? 

1=Child used toilet/latrine   

2=Put/rinsed into toilet or latrine  

3=Put/rinsed into drain or ditch  

4=Thrown into garbage  

5=Buried  

6=Left in the open  

7=Other (specify)  

8=Don’t know  

E18 Have you received training/education/awareness 
human waste disposal? 

1= Yes  

2= No  

E19 Which organization did you receive training from on 
sanitation on in the past one years? 

  

HYGIENE PRACTICE 
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 QUESTIONS CODES RESPONSES 

E20 When do you always wash your hands with soap 
(more than one answer is possible) 
[This is a multiple response question. More than one 

response is expected- READ the responses to the 

interviewee 

So  

if 1=YES  

2=No 

3= Don’t Know] 

At prayer times  

Before meals times  

After meal times  

After changing diapers  

Before bed  

Before cooking  

After using the toilet  

E21 

How often on averages do most of your family 
members bath/shower?  

More than once a day  

Once a day 

Once every two days 

Once a week 

Other (specify) 

E22 
Were you given any hygiene kit? 

1=Yes  

2=No 

3=Don’t know 

E23 

If yes, which ones were you given? 

 
 
 
 

E24 

Do women and girls in your household have 
appropriate material for menstruation? 

Yes Yes 

No  No  

Does not apply Does not 
apply 

 

 

 

ACF HEALTH, NUTRITION AND WASH EVALUATION (BENADIR REGION) 

In-depth Interview with ACF Program Staff 

Date:______________________________Name of the interviewee: 

______________________________ 

Name of the interviewed:______________________Position in ACF 

______________________________ 

Instructions: This interview should be targeted for the program coordinators (for ACF health, nutrition 

and WASH intervention) in the field (Mogadishu/Benadir and Nairobi). It is divided into two parts. Part 1 
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should last for about 1 hour while part 2 will take About 45 minutes. A 30 minutes break is advised 

between the parts. 

PART 1: TARGETING, POPULATION NEEDS, EFFECTIVENESS AND COORDINATION 

1. Targeting  
1. How were the beneficiaries identified for: 

a. Cash for work 
b. Nutrition sub-project 
c. Health sub-project 
d. WASH sub-project 

2. Is the project targeting the IDPs only, host communities, or host communities and IDPs?  
3. How were the  following involved in the selection of the beneficiaries 

a. Host communities 
b. IDPs 

4. Which geographical areas are targeted, and why were these regions selected for project 
implementation?  

 
2. Population needs/ relevance and appropriateness  
1. What were the key needs of the target population identified? 
2. Which stakeholders/beneficiaries involved in beneficiary needs assessment? 
3. Within the context of Mogadishu, how were the ACF interventions evolved/changed to adopt to the 

changing need in the project lifecycle? 
4. Has the project been adapted to the changing needs of the population especially to IDPs 

movement?  
 

3. Effectiveness 

To be accompanied with the analysis of the log frame- compare baseline and the targets 

1. Why do think the following targets were well achieved? [probe: refer to the targets achieved] 

2. Why do think these targets were not well achieved or not achieved at all? (probe: refer to the 

targets which were not achieved as per the indicators) 

3. What recommendations can be given for the targets not achieved? 

 
4. Coordination/ Representation  
1. Which coordination groups were the project part of? 
2. What were the frequencies of the coordination meetings involved in? [probe: Provide the minutes 

of the last coordination meetings involved- this will help used to examine the 
attendance/compositions and issues discussed] 

3. Which actors/agencies/NGOs were ACF collaborators in the project? 
4. What are the ways that were used to strengthen the linkages between the different actors at 

a. Nairobi level; and  
b. Mogadishu level?  

5. How did ACF representatives sufficiently interact with  
a. Local government institutions and  
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b. International organizations 
6. What were the key constraints to coordination and how did ACF deal with them?  
7. What can be done to improve coordination at Mogadishu level?  

 
 

PART 2: EFFICIENCY, MONITORING, SUSTAINABILITY, INTERGRATED APPROACH, LESSONS LEARNT 

AND BEST PRACTICES 

 
5. Efficiency  
 
1. Briefly describe the remote management systems that ACF has used during the implementation of 

the project.  
2. What were the challenges with the remote management systems and how did ACF address these?  
3. How can the remote management systems be improved? 
4. Describe the ACF financial control system? 
5. What systems were in place to ensure inputs provided were of the highest possible quality and were 

acceptable to beneficiaries?  
6. How was the staffing (quantity and quality) and the structure appropriate to the programme being 

implemented? [Probe: provide the organization’s organogram, and the project organogram] 
 
6. Monitoring  
3. How has ACF monitored and evaluated the progress of the programmes?  
4. What were the monitoring tools in place for collection of qualitative and quantitative information?  
5. How did the data collected contribute to decision making for improved programming? [Probe: 

provide three key decisions that emanated from the monitoring process] 
6. How could indicators been improved/changes, given the structure and capacity of the mission in the 

remote management framework, to increase the quality of the monitoring for better programming?  
7. Were there any lessons learnt from monitoring/evaluation actions of the project?  
8. Have these lessons been shared externally with other ACF projects or other NGOs?  
 
 
 
 
7. Sustainability/Connectedness  
1. Which community structures were involved in project planning, implementation and monitoring and 

evaluation? [Probe: The structures could be the community leaders, village committees,  women 
groups e.t.c] 

2. How were the local structures and communities involved in the project?  
3. What can be improved to involve the communities more in the project? 
4. Did the activities were intentionally undertaken in the course of this project contribute to the 

sustainability of the project?  
5. What are the indications that the result of the project will have sustained effcts?  
6. What could have been done or can be done to improve programme sustainability?  
7. How environmental friendly were the WASH interventions (chlorination of water, shallow wells and 

latrines) 
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8. The integrated approach  
1. How did the different components of the intervention (cash for work, nutrition, health and WASH) 

work together without competing? [Probe: Give at least 2 examples of how the different project 
components worked together] 

2. How would links between the different sectors of intervention be improved?  
3. How were the activities from different sectors (especially Nutrition, health and WASH) coordinated 

to improve the nutrition and health status of the beneficiaries? 
 

 9. Lessons learnt and challenges 
  
1. What were lessons that were learnt in the following components of the project? 

a. Cash for work 
b. Nutrition 
c. Health 
d. WASH 

2. What challenges were experienced for each of the above project components (cash for work, 
nutrition, health and WASH)? 

3. How were the challenges dealt with? 
 
10. Best practices 
1. Describe at least 3 key best practices of the project during its life cycle. 
2. To what extend do you recommend the practices to be adopted by other ACF projects or other 

NGOs? 
 
11. Documents 
Provide the following documents if you have 

1. Project proposal with the work plan and the project log frame 

2. Baseline and mid-line report if it was done 

3. IMAM protocols used for 

a. Detection of the malnourished 

b. Referrals 

c. Prevention and treatment of malnutrition 

4. ACF Somali Remote management system document 

5. ACF health and nutrition project financial control system 

6. Health facility database for: 

a. IMAM 

b. Provision of other health services (EPI, MCH) 

7. MOUs with collaboration organizations (SAACID and SOS) 

8. The last minutes of all coordination meetings attended by ACF project in Somalia 
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ACF HEALTH, NUTRITION AND WASH EVALUATION (BENADIR REGION) 

Mother/caregiver Focus Group Discussion Guide Questions 

Instructions: 8-12 mothers should be assembled have a focused discussion using the following guide 

questions 

1. What are the key needs of households in this community? 

2. How have these needs been changing over time? [probe for instance, if there was more food 

needs initially, then it changed that health issues were more important…e.t.c] 

3. In this community, has the health and nutrition situation of mothers and children been getting 

better or worse? 

4. What has made the situation improve or deteriorate? [probe: guide the group to provide 

examples of how the situations has changed eg. Are more or less children becoming sick?] 

5. Which groups in this community have special needs? [Probe if the mothers, children and the 

elderly are considered to be having special needs] 

6. How are the needs of these special groups taken care of in the community? 

7. Which agencies or NGOs are involved in meeting the health and nutrition needs of the 

community members? [Probe for a list of NGOs/agencies in the area] 

8. (If ACF is mentioned) For the past one year or so, how has ACF project contributed to 

improvement of health and nutrition status of the mothers and children living in this area? 
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ACF HEALTH, NUTRITION AND WASH EVALUATION (BENADIR REGION) 

In-depth interviews 

Donor representatives 

Instructions: These guide questions are meant for guiding the interviews with the project donor 

representatives 

Date: _____________________________Name of interviewer_________________________ 

Name of donor:_____________________Name of the representative_____________________ 

Guide questions 

1. What type of funding have you provided ACF in their health, nutrition and WASH project in 

Somali? [Probe if the funds are in kind or cash] 

2. Was the funding provided based on the community needs of the target beneficiaries or was it 

just a spontaneous funding? 

3. Based on your opinion (and based on the reports submitted to you by ACF), has the funding 

been put to good use based on the original plan? 

4. What challenges have you encountered in working with ACF? And how were these challenges 

solved? 

5. Given another chance, would you fund ACF in a similar health, nutrition and WASH project? 

6. What can you recommend for this ACF project on what can be done in the future to improve the 

project performance when it regards to: 

a. Working with your organization 

b. Meeting the needs of the beneficiaries more and more 
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ACF HEALTH, NUTRITION AND WASH EVALUATION (BENADIR REGION) 

In-depth interviews 

Humanitarian Agency Coordinator at the Benadir Hospital (SAACID and SOS) 

Instructions: These guide questions are meant for guiding the interviews with the project coordinators 

of SAACID and SOS 

Date: _____________________________Name of interviewer_________________________ 

Name of agency:_____________________: Name of the coordinator_____________________ 

Guide questions 

1. How does your organization work with ACF in their health, nutrition and WASH project?  

2. How well is your collaboration with ACF defined? [Probe if there is an MOU or any other 

document that defines the nature of collaboration and indicates the responsibilities or duties 

of each of the collaborating organization- provide a copy if possible] 

3. What activities in particular have you been conducting together with ACF? 

4. What challenges have you encountered in working with ACF? How did you solve the challenges? 

5. What lessons have you learnt in collaborating with ACF in this project? 

6. What can you recommend for the project on what can be done in the future to improve the 

project performance when it regards to: 

a. Collaboration with ACF 

b. Meeting the needs of the beneficiaries more 
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ACF HEALTH, NUTRITION AND WASH EVALUATION (BENADIR REGION) 

Key Informants interviews 

Health facility ACF focal points at the following health facilities/decentralized sites (Benadir, Forlanini, 

Waberi Kahda and Wardheglei) 

Instructions: These guide questions are meant for guiding the interviews with the health facility focal 

points (those who work directly with ACF and are base at the health facilities) 

Date: _____________________________Name of interviewer_________________________ 

Health facility:_______________________Name of the health worker_____________________ 

Guide questions 

1. How do you identify: 

a. A severely malnourished child 

b. A moderately malnourished child 

2. Under what conditions do you refer a child to another health facility? 

3. Where do you refer to? [Probe for the exact health facilities that the referral is made] 

4. How often do you advice mothers on the prevention of malnutrition? 

5. What key advice on prevention of malnutrition do you give to the mothers? 

6. How do you treat: 

a. A severely malnourished child 

b. A moderately malnourished child 

7. List all the health services that are provided by the facility to mothers/caregives and children 

8. What challenges have you encountered in the provision of: 

a. Nutrition services- rehabilitation of severely and moderately malnourished children? 

b. Provision of EPI and MCH services? 

How have you dealt with these challenges/ 

9. What key lessons have you learnt when working together with ACF in the nutrition and health 

project? 

10. What recommendations can you provide to better serve the mothers and children in the 

provision of: 

a. Nutrition services- rehabilitation of severely and moderately malnourished children? 

b. Provision of EPI and MCH services? 
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ACF HEALTH, NUTRITION AND WASH EVALUATION (BENADIR REGION) 

Key Informants interviews 

Local leaders 

Instructions: These guide questions are meant for guiding the interviews with the local leaders 

Date: _____________________________Name of interviewer_________________________ 

Area:_____________________________Name of the local leader_____________________ 

Guide questions 

1. Describe what ACF as an NGO does in your area of jurisdiction 

2. How does what ACF does in your area meet the needs of the people you lead? 

3. In what activities have you been involved in the ACF health, nutrition and WASH activities? 

[Probe: Give specific examples- at least 3 examples] 

4. Were there some biases in selection of beneficiaries for the project or in the locations of some 

project supported structures such as latrines? 

5. What challenges did you encounter in working with ACF representatives in the health, nutrition 

and WASH project? 

6. What can ACF do better to change the nutrition and health status of the people you serve? 
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ACF HEALTH, NUTRITION AND WASH EVALUATION (BENADIR REGION) 

WASH Observation Checklist 

Instructions: This observation checklist is meant for at least one ACF supported WASH shallow well, 

latrine and chlorination site around the catchment sites of Benadir, Forlanini, Waberi Kahda and 

Wardheglei  

Date: _____________________________Name of interviewer_________________________ 

Water/latrine facility:_______________________ Catchments areas:___________________ 

A list of catchment areas is attached (in page 3) 

A. Observation guides for ACF build shallow well 

# OBSERVATION QUESTION RESPONSE 

1 Is the well identified/written that it is 
supported by ACF project? Please copy 
what is written on the shallow well 

 
 
 
 

2 Is the well currently in use (yes/no). 
Describe the  gender and age group of 
people who are collecting water from the 
well 
 

 

3 Is the well protected? (yes/no). Describe 
how it is protected. 
 
 

 

4 Describe the general condition of the 
shallow well e.g. Is it clean, presentable 
e.t.c? 

 
 
 
 

5 Take a photo of the shallow well. As 
consent is given, have a photo of someone 
collecting water from the well. Describe the 
photo in the space provided in the next 
column 

 

 

Observation guides for ACF build latrine 

# OBSERVATION QUESTION RESPONSE 

1 Is the latrine identified/written that it is 
supported by ACF project? Please copy 
what is written on the latrine. 
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# OBSERVATION QUESTION RESPONSE 

 

2 Is the latrine currently in use (yes/no). 
Describe the gender and age group of 
people using the latrine. 
 

 

3 What type of a latrine is this? Is it’s a 
normal pit latrine, a VIP latrine or a flush 
latrine? 

 

4 Describe the general condition of the 
latrine eg. Is it clean, presentable e.t.c? 

 
 
 
 

5 Take a photo of the latrine. Describe the 
photo in the space provided in the next 
column 

 

 

Observation guides for ACF supported chlorination site 

# OBSERVATION QUESTION RESPONSE 

1 What evidence is there that currently 
chlorination done?  

 
 
 
 

2 Describe how chlorination is done 
 

 
 
 

3 How frequently is chlorination done? 
 
 

 

4 Who is responsible for the chlorination 
exercise? 

 
 
 
 

5 Take a photo of the chlorination site. 
Describe the photo in the space provided in 
the next column 
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