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1 EXECUTIVE SUMMARY 

1.1 GLOBAL HUMANITARIAN INDICATOR 

TOOL 

As part of a wider organisational undertaking to better capture and communicate the effectiveness of its 

work, Oxfam has developed an evaluative method to assess the quality of targeted humanitarian 

responses. This method uses a global humanitarian indicator tool (HIT), which is intended to enable 

Oxfam GB to estimate how many disaster-affected people globally have received humanitarian aid that 

meets established standards for excellence. Equally importantly, it enables Oxfam GB to identify the 

areas of comparative weakness on a global scale that require institutional attention and resources for 

improvement. This tool consists of 15 quality standards, with associated benchmarks, and a scoring 

system. It requires documented evidence, complemented by verbal evidence, to be collected and 

analysed against these benchmarks. A score is generated for the programme’s results against each 

standard and as a cumulative total. This report applies the HIT evaluation methodology to the Oxfam 

Sierra Leone Ebola Crisis Response.  

1.2 EBOLA CRISIS WEST AFRICA 

In March 2014 the Ebola haemorrhagic fever outbreak started in Guinea and subsequently spread 

through West Africa affecting Sierra Leone, Liberia, Nigeria, Senegal and Mali, reaching epidemic 

proportions. There were also a few reported cases beyond the region. On 8 August 2014 the World 

Health Organization declared the West Africa outbreak as a Public Health Emergency of International 

Concern (PHEIC). It was the most severe outbreak of Ebola since 1976. The first case in Sierra Leone 

was declared on 24 May 2014 and by the end of July 2014 the government of Sierra Leone had declared 

a State of Emergency of 60–90 days. The number of cases escalated up to December 2014 after which 

there was a gradual decline. As of May 2015 there remain a few cases in-country. Oxfam declared a 

Category 2 response on 12 August 2014 and this evaluation covers the period from that date until end 

April 2015 for Sierra Leone.  

1.3 QUALITY OF THE OXFAM EBOLA CRISIS 

RESPONSE: SIERRA LEONE 

The overall score for the HIT evaluation was 31 out of a total score of 54 (58 per cent).  

The Ebola Crisis challenged the entire national, regional and international communities involved in the 

response. Although slow to respond, Oxfam made important contributions to the response in terms of 

community social mobilisation, and drew on resources within the community to do so. New partnerships 

with medical agencies were made, which Oxfam can build on in a strategic way to develop further 

capacity to respond to future epidemics. Oxfam’s gender expertise was also utilised and appreciated.  
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Oxfam accessed a large number of people, particularly through awareness campaigns, and the advocacy 

component of the programme contributed to profiling the scale and severity of the crisis. Although it could 

have been better rooted in programmes, it did demonstrate positive collaboration with others. There were 

also good efforts in collaboration with authorities and other actors in the response, despite a very difficult 

coordination environment. 

In terms of programme quality and accountability there are areas that need to be strengthened, and while 

some components of this almost met the standards, there is room for improvement and learning from the 

weaker areas of accountability, consultation and participation, targeting vulnerable groups, embedding 

the quality standards in documentation, and capacity building. A number of areas almost met the 

standard, including MEAL, partnership, safe-programming, preparedness, resourcing and the one 

programme approach. The discussion on the individual standards identifies the areas where Oxfam falls 

short of meeting the standard so that those areas can be worked on further and improved for future 

crises. 
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Table 1.1: Performance of Oxfam Sierra Leone’s response against the Global Humanitarian 

Indicator Tool 

Standard Level of 

achievement 

Rating 

1. Timeliness – rapid appraisal/assessment enough to make 

decisions within 24 hours and initial implementation within three 

days. 

Not met 0/6 

2. Coverage – uses 25 per cent of affected population as a planned 

figure (response should reflect the scale of the disaster) with clear 

justification for final count 

Fully met 6/6 

3. Technical aspects of programme measured against Sphere 

standards. 

Partially met 2/6 

4. MEAL strategy and plan in place, and being implemented using 

appropriate indicators. 

Almost met 2/3 

5. Feedback/complaints system for affected population in place and 

functioning and documented evidence of information sharing, 

consultation and participation leading to a programme relevant to 

context and needs. 

Partially met 1/3 

6. Partner relationships defined, capacity assessed and partners fully 

engaged in all stages of programme cycle. 

Almost met 2/3 

7. Programme is considered a safe programme: action taken to avoid 

harm and programme considered conflict sensitive. 

Almost met 2/3 

8. Programme (including advocacy) addresses gender equity and 

specific concerns and needs of women, girls, men and boys.  

Fully met 3/3 

9. Programme (including advocacy) addresses specific concerns and 

needs of vulnerable groups. 

Partially met 1/3 

10. Evidence that preparedness measures were in place and 

effectively actioned. 

Almost met 2/3 

11. Programme has an advocacy/campaigns strategy and has 

incorporated advocacy into programme plans based on evidence 

from the field. 

Almost met 2/3 

12. Country programme has an integrated approach, including 

reducing and managing risk though existing longer-term development 

programmes and building resilience for the future. 

Almost met 2/3 

13. Evidence of appropriate staff capacity to ensure quality 

programming. 

Almost met 2/3 

14. Programme is coordinated with and complementary to the 

response of other humanitarian actors.  

Fully met 3/3 

15. Resources are managed and used responsibly for their intended 

purpose. 

Almost met 2/3 

Final rating  

Equivalent to 

 32/54 

59% 
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2 BACKGROUND 

2.1 CONTEXT OF THE HUMANITARIAN 

RESPONSE 

The Ebola haemorrhagic fever outbreak first started in West Africa in Guinea in March 2014 spreading 

across the region to Sierra Leone, Liberia, Nigeria, Senegal and Mali. Guinea, Sierra Leone and Liberia 

were particularly badly affected and classified as countries ‘with widespread and intense transmission’ 

with Sierra Leone being the most severely affected country. The first case of Ebola in Sierra Leone was 

declared on 24 May 2014 and by mid-June the Ebola crisis was considered to be an explosive outbreak. 

A state of emergency of 60–90 days was announced by the government of Sierra Leone on 31 July 2014. 

On 8 August the WHO declared the Ebola outbreak in West Africa as a Public Health Emergency of 

International Concern (PHEIC). WHO described the outbreak as the ‘largest and most complex Ebola 

outbreak since the Ebola virus was first discovered in 1976’ adding that there were more cases and 

deaths in this outbreak than all others combined.
1
 The peak of the crisis was in the final quarter of 2014, 

but as of the writing of this report, Sierra Leone continues to report occasional cases of Ebola, so has not 

to date fully eradicated the disease, although it has slowed significantly since February 2015.  

WHO led the initial response to the crisis and then on 19 September 2014 the UN Mission for Ebola 

Emergency Response (UNMEER) was established as the first ever UN emergency health mission, led by 

a Special Representative to the Secretary General on Ebola. Its purpose was to respond to the crisis 

supporting and complementing the work of national governments in the affected countries. Four 

strategies were deployed to stop the Ebola outbreak: 1. Case Management; 2. Case Finding, Contact 

Tracing; 3. Safe and Dignified Burials and 4. Social Mobilisation. 

The epidemic has caused significant mortality, with a reported case fatality rate (CFR) of 71 per cent. As 

of October 25 2014, WHO reported 10,141 confirmed cases of Ebola and 4,922 deaths in six affected 

countries (Guinea, Liberia, Mali, Sierra Leone, Spain, and the USA) and two previously affected countries 

(Nigeria, Senegal) up to the end of 23 October. However, WHO believes that this substantially 

understates the magnitude of the outbreak, with possibly 2.5 times more cases being unreported.
2
 

By June 2015, more than a year after the first case was declared in the region, there have been more 

than 27,352 cases and 11,193 deaths, 3,926 of which were in Sierra Leone. It is still widely believed, 

however, given the difficulties in data collection, that the numbers of deaths and cases have been under-

reported. Key dates at the outset of the crisis were: 

• 23 March 2014 First confirmed case of Ebola recorded in Guinea 

• 24 May 2014 First recorded case of Ebola in Sierra Leone 

• 31 July 2014 State of Emergency declared in Sierra Leone 

• 8 August WHO declared Ebola a Public Health Emergency of International Concern 

• 12 August Sitrep 1 Oxfam Category 2 

Prior to the crisis, Sierra Leone had been considered a fragile state, emerging from a long civil war in 

2002. In 2010 sanctions had been lifted by the UN Security Council as the government had fully re-

established control over the territory.
3
 In 2012 its first democratic elections without UN supervision were 
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held, but progress in eradicating poverty was slow and social protection mechanisms were weak and 

fragile, despite slow economic growth. Poverty is widespread in Sierra Leone. It is ranked 183/187 among 

the countries under the United Nations Development Programme (UNDP) 2014 Human Development 

Index. A cholera outbreak in 2012 in Sierra Leone was one of the worst on record, spreading to 12 of the 

13 districts, with almost 20,000 people contracting the disease and just under 300 dying as a result. This 

was a crisis that challenged the international community and regional and national governments and 

structures. The Sierra Leone government now has a cholera prevention plan, and response plan 

developed during the 2012 outbreak.
4
. 

2.2 BACKGROUND TO OXFAM’S WORK IN 

RESPONSE TO WEST AFRICA EBOLA 

CRISIS 

Oxfam has been working in Sierra Leone since 1998 with relief and development work. Emergency 

responses focused mainly on WASH interventions, but the development work since 2004 has been in 

both urban and rural settings in four districts, Western Area, Kailahun, Koinadugu and Pujehun and has 

focused on pro-poor WASH programmes, women’s economic and political empowerment, and good 

governance. The most recent emergency response was in 2012 to the cholera epidemic reaching over 

500,000 people. A contingency plan for further outbreaks of cholera was in place. 

The Country Strategy’s key objectives at the time of the outbreak were focused on the right to a 

sustainable livelihood, the right to basic social services and the right to life and security. Gender was 

integrated across programmes. There was a large DfID and EU-funded WASH programme on urban and 

rural WASH and governance work on raising civic awareness on the Constitutional Review Process 

funded by UNDP. These programmes were either scaled down or suspended once the response to the 

Ebola Crisis began. 

At the start of the crisis Oxfam’s annual budget in Sierra Leone was approximately £5.5 million. There 

were 47 staff working with five partner organisations. Oxfam is the lead agency of the Freetown INGO 

WASH consortium established in 2009 and consisting of five international NGOs, supported by DfID. The 

programme focused on access to safe water and sanitation and promoting proper hygiene practices in 

the 30 different city sections of Freetown. Oxfam GB was the sole implementing affiliate in Sierra Leone 

when the crisis erupted. 

Oxfam was slow to respond to the West Africa Ebola crisis, and initially it was viewed as a Health 

Emergency requiring responses from health specialist agencies. In Sierra Leone, Oxfam’s first priority 

was with staff health and security. There was uncertainty initially over whether Oxfam had the 

competence to respond to the nature of the emergency as a health crisis and whether the country had 

permission to scale up. Once this was resolved, the West Africa Ebola Crisis was declared a Category 2 

emergency as stated in Sitrep 1 of 12 August 2014. It became a Category 1 emergency on 21 October 

when the major scale up began and was re-classified as Category 2 in late May 2015, with a proposition 

that it should be downscaled to Category 3 once Sierra Leone is declared Ebola free.  

Oxfam first began activities in September 2014 with distributions of consumable materials, WASH in 

treatment centres and awareness-raising campaigns. The programme scaled up with the Community 

Health Workers from the end of October 2014. There were no EFSVL activities delivered to beneficiaries 
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during the period of this evaluation other than a small cash transfer to quarantined communities. This 

report therefore mostly covers the PHE and PHP interventions and awareness-raising activities. 

 

Example of a treatment centre in Sierra Leone. Credit: Oxfam 

2.3 OXFAM’S CRISIS RESPONSE STRATEGY 

It should be noted that Oxfam had a comprehensive country analysis, strategy and operating model in 

place in Sierra Leone from March 2013, although there is little evidence of their use in the development of 

the response strategies to Ebola. 

Oxfam’s strategies evolved as it increasingly understood the nature of the crisis and what Oxfam’s role 

and added value could be, but without sufficient reference to what was already being done within the 

country programme. There were two regional Ebola response strategies over the period reviewed in this 

evaluation, on August 10, and 6 November 2014, and then the Ebola Response and Transition Planning, 

Oxfam Sierra Leone April 2015 to March 2016, transitional strategy was developed by April 2015, the end 

date of this evaluation. 

The initial strategy developed on August 10 was tentative even in its title: Potential Programmatic 

responses to Ebola in Sierra Leone and Liberia. It proposed working in Western Areas of Freetown and in 

Koinadugu district. It advocated that interventions would not be direct contact activities and it assessed 

the risks, proposing mitigation strategies. 



Humanitarian Quality Assurance in Sierra Leone: Evaluation of Oxfam’s Humanitarian Response to the West Africa 
Ebola Crisis  11 

Potential Programmatic Responses to Ebola in Sierra Leone and Liberia August 10 2014 

Overarching goal: Stop transmission of Ebola virus in affected countries through the delivery of 

effective, evidence-based outbreak control measures, and prevent the further spread of Ebola virus 

disease through strengthening epidemic preparedness and response measures. 

Objectives: 

• Improve the capacity and capability of state and other institutions to directly support affected 

populations.  

• Develop and disseminate IEC materials. This would include billboards, radio jingles, community-

level loudspeaker work, songs/CDs, etc.  

• Support relevant actions by state and other key institutions at a regional national and local level 

to act in a timely and well coordinated way to bring the current outbreak under control.  

Sierra Leone Emergency Response Plan 20 August 2014 

Oxfam Sierra Leone then developed its Emergency Response Plan to the Ebola Crisis by 20 August 

2014. It aimed to reach 300,000 people over a period of three months. The initial plan did not 

undertake any assessments as these were not considered possible due to movement restrictions at 

the time, but it was based on reports and meetings with other agencies and institutions.  

Goal: Contributing to the government of Sierra Leone’s National Operational Plan to reduce 

morbidity and mortality due to EVD. 

Specific objectives: 

• To increase public awareness of EVD in order to reduce the factors for its transmission in 

Freetown and Koinadugu.  

• To support MoHS and the District Health Management Teams (DHMT) with sensitisation, early 

case detection and a referral system, as well as with material for infection control (e.g. gloves, 

aprons, rubber boots, face masks). 

• To support MoW at district level with the national Ebola response plan in the identified gaps 

focused on WASH related activities, facilities and consumables, such as chlorine, at community 

level as well as for the isolation centres in Freetown, Lakka and Kerry Town and temporary 

holding centre at Koinadugu.  

Oxfam Sierra Leone Emergency response will build on the resources that we currently have through 

the WASH intervention to support the government ministries and our local partners to respond to the 

Ebola outbreak in the areas that we have a presence and have community acceptance.  

In October 2014 the scale of the Ebola Crisis was accelerating and there was increasing pressure to 

scale up the Oxfam response with a workshop in Accra. The categorization was increased to Category 1 

and within the Accra response framework for the region the following outcomes were documented: 

• The next 60 days provide a window of opportunity to get on top of Ebola. Significant progress must be 

made in constructing and staffing new facilities for the treatment of Ebola patients, particularly those at 

community levels.  

• Community level work is essential in stopping the spread of the disease.  

• There is a valid and crucial role that Oxfam can play in both our public health promotion work and 

ensuring new and existing health/treatment units have WASH facilities. This will be reflected in the 

new proposals that will be developed following the workshop.  
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• If we are to play this role, the organisation has to support this response with people and finances and 

these have to be made available in the short term. Both Liberia and Sierra Leone agreed on 

programme scale-up and ambition.  

For Sierra Leone the targets were revised: £10 million to reach 2.5 million people, but it is not 

documented if this ambition included advocacy initiatives. It has therefore been assumed that this is the 

case and it is not 2.5 million direct beneficiaries. Shortly following this framework a second strategy was 

developed, which was more comprehensive, analytical, robust and ambitious than the initial strategy. 

Increased understanding and commitment to responding to the crisis were evident and there was 

improved understanding of Oxfam’s role in the response. The Joint Oxfam Response Strategy West 

Africa Ebola Crisis of 6 November 2014 set out revised objectives and Intervention Logic detailed in the 

next section. 

Finally a third strategy was developed in 2015 entitled ‘Ebola Response and Transition Planning, Oxfam 

Sierra Leone April 2015 to March 2016’ which was developed from March 2015. It was intended that this 

should provide a one-year planning document to allow the Oxfam Country Strategy process to take place 

at a slightly later date and not in the midst of a crisis response. Other strategies, such as the WASH 

transitional strategy, were to sit within this transition plan. It is understood that this was a participatory and 

thorough process. ‘The planning process started in March and involved programme teams, key 

stakeholders and contributions from business services and Human Resources. Sectoral strategic 

meetings and their reports, assessments undertaken, and review of the Government of Sierra Leone 

Ebola Recovery Strategy Plan informed the process.’
5
 The funding target is £13,380,153 but no figure is 

given for target beneficiaries. The Transition Plan programme has three pillars: Health Resilience, Food 

Security and Livelihoods, and Humanitarian Preparedness. The cross cutting issues of advocacy, gender 

and protection will be mainstreamed into the plan. 
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Pillar 1 – Health Resilience: This programme pillar will combine Urban WASH (under the 

Consortium) with rural WASH work in Koinadugu, and the gains made through community 

engagement in the Public Health Promotion and Active Case Finding activities of the response to 

contribute to the national priority of a) restoring health services and planning towards building a 

resilient health care system to ward off emergencies and recurring disease, and b) expanding 

provision of water, sanitation and hygiene services. 

Outcomes: 

• Improved access to equitable and sustainable water and sanitation services.  

• Improved national, district and community capacity and resilience to prepare for, mitigate and 

respond to EVD and future disease outbreaks and disasters.  

Pillar 2 – Food Security and Livelihood: This pillar will contribute to the national recovery objective 

of ‘restoring lost livelihoods of the most vulnerable, with special focus on children, youth and women 

so as to build their resilience against future shocks’. 

Outcome:  

• Improved food security and livelihood recovery for extremely poor households affected by EVD, 

by responding to emerging needs in food security, livelihoods, protection and gender justice. 

Pillar 3 – Humanitarian Preparedness: Strengthening the capacity of the Sierra Leone Team will 

be focused in relation to humanitarian preparedness and readiness for the Category 3 type of 

response given that there is a high risk of public health outbreaks such Ebola and Cholera. 

Outcome: 

• The Sierra Leone Team is fully resourced to be able to respond to Cat 3 emergencies.  

An advocacy strategy was developed in late 2014 for the period up to April 2015. This was a separate 

strategy covered under Standard 11 so advocacy and programme strategies were separate from one 

another. 

For the purpose of the overall evaluation of the Liberia and Sierra Leone programmes, the responses 

were divided into phases based on the above for the Evaluation of the Ebola Crisis Response in Two 

Countries: 

Phase 1: April to September 2014, the Oxfam response focused more on staff welfare and keeping the 

development programmes running. 

Phase 2: The actual response started in September 2014 as Phase1. The time from September until 

January 2015 has been designated Phase 2.  

Phase 3: Commenced in February 2015.  

The transition plan period starts after the period to which this evaluation relates. 
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2.4 OXFAM’S INTERVENTION LOGIC 

The objectives and logic model as presented in the strategy of 6 November 2015 are shown in Table 2.1. 

Table 2.1: Objectives of the emergency response, November 2015 

Title of the 

Action 

Emergency response to halt the Ebola outbreak 

Principal 

Objective 

To contribute to effective prevention, containment and treatment the EVD outbreak in 

affected and neighbouring countries 

 Intervention Logic Assumptions and Risks 

• Oxfam, partners, staff and community health workers and 

volunteers remain safe and healthy  

• Oxfam and its partners are able to hire required staffs and 

community health workers and office staff remain 

engaged to implement the action.  

• Oxfam intervention doesn’t engender further cross-

infection.  

• Our operations (including waste disposal) ensure ‘Do No 

Harm’ principles. 

• The disruption of the local market does not reduce Oxfam 

capacity to implement the action.  

• Restricted market availability of construction materials, 

equipment, food and drug supplies doesn’t impede the 

implementation of the action.  

• Coordination among stakeholders is efficient, and health 

partners are available to partner with.  

• Capacity of local and national governments is sufficient to 

contribute to the action.  

• Beneficiary communities have a good acceptance of the 

action and contribute to it.  

• Appropriate analysis and studies have been used when 

employing waste treatment (i.e. using lime and not 

chlorine). 

• WHO and MSF guidelines are followed rigidly in terms of 

treatment of wastewater. Teams continue to be updated 

as research is ongoing in the treatment options of 

wastewater and their effects.  

• The general security situation remains stable and allows 

access to areas of intervention (no local or international 

lockdown).  

• Political situation remains stable and enables NGOs to 

implement their activities.  

• No major natural disasters or crises impede the 

continuation of the action.  

• No new/other major outbreak impedes the continuation of 

the action.  

Specific 

Objective 

To support women, 

men, girls and boys in 

halting the transmission 

of EVD through 

improved capacity and 

capability of inpatient 

care together with more 

effective community 

level prevention and 

control mechanisms.  

Result 1 Health facilities are able 

to provide basic care 

and deliver effective and 

appropriate Ebola health 

services.  

Result 2 The burial and 

disinfection outreach 

teams receive 

appropriate support to 

deliver effective and 

safe services.  

Result 3 
The targeted women, 

men, girls and boys are 

aware, prepared and 

more resilient to EVD 

through effective 

community level 

prevention and 

protection measures.  

Result 4 
The response and 

aftermath of the Ebola 

crisis are improved 

through advocacy and 

media pressure.  
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Figure 2.1: Logic model for the response in West Africa as presented in the strategy – 6 November 
2015 

 
See also Programme Logic Model for P00675 – Sierra Leone Urban WASH Consortium 
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3 OXFAM’S GLOBAL 
HUMANITARIAN INDICATOR TOOL 
(HIT) 

As part of a wider organisational undertaking to better capture and communicate the effectiveness of its 

work, an evaluative method has been developed by Oxfam to assess the quality of targeted humanitarian 

responses. This method uses a ‘global humanitarian indicator tool’, which is intended to enable Oxfam to 

estimate how many disaster-affected people globally have received humanitarian aid from the 

organisation that meets established standards for excellence. Equally importantly, it enables Oxfam to 

identify the areas of comparative weakness on a global scale that require institutional attention and 

resources for improvement. The tool consists of 15 quality standards with associated benchmarks, and a 

scoring system. It requires documented evidence, complemented by verbal evidence, to be collected and 

analysed against these benchmarks. A score is generated for the programme’s results against each 

standard, and as a cumulative total. 

3.1 COVERAGE AND METHODOLOGY 

This HIT Evaluation focuses on Oxfam’s response to the West Africa Ebola Crisis in Sierra Leone. The 

period covered by this evaluation is August 2014 to April 2015. 

The HIT evaluation has been undertaken in the following stages and has utilised the following 

methodologies: 

• Analysis of documents uploaded to Sumus (the internal Oxfam information sharing platform), as well 

as those initially forwarded by the MEAL Coordinator and those sourced from an internet search of 

Ebola crisis websites, national and regional, including the UNMEER site. 

• After the initial review of documentation and comparison against the HIT quality criteria, specific 

requests for additional documentation were made to the MEAL Coordinator. Targeted questions were 

made and additional documentation from specific teams requested, some of which were forwarded on 

by the MEAL Coordinator. 

A range of additional documentation was received in response to the requests, as well as answers to 

some of the questions posed, but not from all teams. Some direct email communication occurred with the 

MEAL Coordinator, HR Team and HD and there were Skype calls with the MEAL Coordinator, Business 

and Systems Manager and Country Director. 

3.2 LIMITATIONS 

A few challenges were noted in the process of trying to extract documented evidence for the evaluation: 
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• For some areas of work there was limited or no information uploaded to Sumus. 

• Some documents had not been well labelled and it was rare to find documents dated and with the 

author’s name.  

• Documentation was generally quite poor, scattered and patchy. This was also an observation made in 

the evaluation of the Ebola Response. For example there were few trip reports from advisers 

documenting the response. 

3.3 STRUCTURE OF THE REPORT 

The report is structured following the quality standards with a section dedicated to each. At the beginning 

of each section is a score, which is then described below with reference made to the evidence.  
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4 QUALITY STANDARD 1: 
TIMELINESS 

Table 4.1: Score – Timeliness 

 Met Almost Met Partially Met Not Met 

Timeliness: rapid 

appraisal/assessment 

enough to make decisions 

within 24 hours and initial 

implementation within 

three days 

   0/6 

Requirements to fully meet the standard: 

• Emergency preparedness plans in place and used. 

• Evidence of initial appraisal of facts or assessment within one day and decisions made. 

• Implementation within first three days.  

• Implementation team accompanied assessment team.  

• Rapid onset PIP or project on OPAL. 

The first recorded outbreak of Ebola in Sierra Leone was identified on 24 May 2014 in Kenema according 

to WHO and by mid-June the outbreak was considered explosive. The government of Sierra Leone 

announced a state of emergency of 60–90 days duration on 31 July 2014 and the WHO declared the 

Ebola outbreak in West Africa a Public Health Emergency of International Concern (PHEIC) on 8 August 

2014. It was at that point that Oxfam began to engage with the crisis as an emergency response. The 

overall response framework was developed and the first situation report was on 12 August 2014 with a 

Cat 2 categorisation. Taking the start date as 31 July, Oxfam had developed the overall response 

framework by 10 August 2014 and the Sierra Leone team had completed their individual country plan by 

20 August 2014. This was not within the three-day period to meet the standard. Monitoring of data began 

to be captured and to some extent analysed from the point of the first Sitrep of 12 August. This cannot be 

described as rapid analysis. The country strategy comments that no rapid assessment could be done due 

to the nature of the crisis, but meetings were held to gather information to inform the country plan. 

This was already late as feedback from DEC visit, referenced in the SL PHP response workshop, notes: 

‘There is a general acknowledgement that Oxfam response was relatively late compared to other INGOs, 

as in June/July last year, a group of INGOs was already initiating talks on how to respond to the epidemic 

and became part of the Ebola Response Consortium, and this was a missed opportunity for Oxfam.’ 

However the Sierra Leone response plan of 20 August 2014 does reference that consortium agencies 

met at the beginning of the response to discuss plans and it was decided that partners would integrate 

Ebola sensitisation within WASH. However, this does not match the expectation of leadership from Oxfam 

and also demonstrates that GOAL, ACF and Save the Children had already started interventions as 

mentioned below. This was raised internally in July 2014: 
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Review existing Ebola contingency plan to include mainstreaming messages on Ebola 

prevention and identification in Oxfam intervention area. Element of basic surveillance can also be 

include in the CHW and Kombra Tok task. This will be both beneficial to Oxfam staff and the 

community at large. Furthermore, all the other consortium members have reviewed their plans, and 

all but Oxfam are either mainstreaming Ebola in their PHP work or outrightly doing both 

mainstreaming and clinical response. The latter is not recommended for Oxfam because we do not 

have the expertise.
6
 

This was a slow onset emergency as prior to August the team was monitoring the situation, but with a 

view to protecting staff from exposure and it had been decided that if Ebola was confirmed in any area of 

Oxfam’s programme locations then the programme would be hibernated there for a period of 30 days and 

would only restart when there were no longer cases present in the area. It seems the country team was 

unsure initially if it had permission to respond due to it requiring a clinical health response, but the 

reasons for this are not documented (although this was explained verbally). The response is divided into 

three phases and it is acknowledged that Phase 1, against which this benchmark is judged, was April to 

September 2014, and the Oxfam response only began in August 2014 and was focused more on staff 

welfare and keeping the development programmes running. Initially, therefore, Oxfam was slow to 

respond in terms of programming, as were other agencies, but once the response was committed to in 

August, response plans were promptly developed. This was not within the timeframe required by the 

benchmark. The regional response plan was developed by 12 August and the Sierra Leone plan by 

20,August. The first activities and beneficiaries are not recorded in sitreps until early September, which 

does not meet the benchmark standards. 

Sierra Leone had suffered a serious cholera outbreak in 2012 and Oxfam had responded to this crisis. 

There were contingency plans in place should a cholera outbreak reoccur and this had been updated by 

the country team in May 2014. But despite the fact that the Ebola epidemic was evident in the region from 

March 2014 there was no updating of the contingency plan for Sierra Leone to include Ebola. Even the 

triggers developed to respond to cholera were not used or adapted in the early stages of the Ebola crisis, 

although some would have been useful and relevant. The evaluation report in fact states that during a 

visit in July to strengthen the contingency plan, the country team actively rejected the suggestion to widen 

it to Ebola. 

The fact that the contingency plans were specifically focused on cholera had an adverse effect in so far 

as it did not seem to flag other potential health crises to the team who did not therefore meet their own 

contingency plan actions or timelines. In the contingency plan that existed, there was also reference to 

Oxfam being the lead agency of the Consortium, with a degree of preparedness and suggestions of 

potential response activities, but there is no evidence of having convened the weekly Cholera Task Force 

Meeting to discuss Ebola and no real information gathering or analysis of the response of the members. 

As mentioned by the DEC evaluators, opportunities were missed. Elements of the contingency plan would 

also have been relevant to the Ebola response, such as the awareness-raising activities. Some areas, 

such as the government Disaster Management Department were mentioned without any indication of how 

to support government responses to a crisis. This was a key objective in the initial phase of the Ebola 

Crisis Response and the contingency plan could have positioned the team better to achieve this 

objective. 

The starting point for Oxfam was to establish the health and safety risks for staff, update all SoPs, put in 

place rigorous plans to minimise risk of infection in the office and project sites and relocate all non-

essential staff away from the office. They made the decision to design a response that minimised face-to-

face contact with the high-risk population and the number of staff to be deployed. This concern and 
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caution was also evident in government with the closure of markets and schools and quarantining 

measures put in place leading to access and movement challenges.  

As mentioned, Oxfam struggled in the initial stages to see its own relevance in what was considered a 

public health emergency and to identify its added value and critical path to respond to a Cat 2 level. 

Oxfam was not alone in regard to these challenges and indeed the usual humanitarian coordination 

mechanisms were slow to be established. There were additionally a number of particularly challenging 

logistical issues with flights not operating fully in and out of country and securing surge capacity 

personnel in the early stages of the epidemic. Some other agencies did, however, begin to respond 

earlier than Oxfam, as mentioned above, including Save the Children who started working on training 

community health workers for the Ebola response from March 2014 and ACF who supported the Ministry 

of Health and Social Welfare (MoHS) in developing key messages and communication materials for 

awareness raising activities.
7
 The response plan of 20 August references that two agencies, GOAL and 

Concern, had already started responses. This meant that Oxfam was behind other similar actors in scale-

up and recruitment, which was detrimental to the timeliness of the response in the first phases. 

Oxfam in Sierra Leone did establish objectives, activities, locations for response, and a budget in its 

response plan of 20 August and describes this document as being a concept note. The three-month 

response plan also was able to identify beneficiary numbers. In short, the ambition was to have direct and 

indirect impact on 300,000 people in Freetown, Koinadugu and Pujehun with a budget of approximately 

$600,000. Advocacy messages were also quickly established and were presented in the first sitrep. CAT 

funds were requested by 25 August according to Sitrep 3 but the actual email request was made on 4 

September. Activities reaching direct beneficiaries began with social mobilisation work in late September 

2014. The start date of the PIP was 15 August 2014; however, it seems the first PIP was only authorised 

on 19 December 2014. 

Although the response did not meet the standards on timeliness, it is important to note that the strategy 

development of the country team evolved continuously on the programme as the team got to grips with 

the crisis and were better able to understand the role of Oxfam and its added value and to manage the 

risks, all of which they had struggled with at the early stages. There was a workshop in Accra in October 

2014 where the crisis was reclassified to Cat 1 and the strategy and ambition was revised upwards. The 

Accra workshop seemed to unblock things and moved the effort forward with the strategy emerging 

subsequently seeming to be more focused, with much greater clarity and supporting the surge capacity, 

planning and recruitment that were previously slow or lacking. Ebola response personnel began arriving 

in-country in October and operational and organisational leads were appointed in HQ. This then was 

passed back to the region in January 2015. A further strategy revision was made in March 2015 to 

consider the transition from the epidemic into recovery. It was positive that the team remained responsive 

to the context and to reviewing their strategies at appropriate intervals and these updates and 

adjustments were timely.  

4.1 TOWARDS A JUDGEMENT ON THE 

STANDARD 

This indicator has been scored 0 as the Sierra Leone response to the Ebola crisis does not meet any of 

the criteria for timeliness. The preparedness plan that was in place was for cholera proved a hindrance as 

it appeared to paralyse the team in responding to a different epidemic. 
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5 QUALITY STANDARD 2: 
COVERAGE 

Table 5.1: Score – Coverage 

 Met Almost Met Partially Met Not Met 

Coverage: uses 25 per cent 

of affected population as a 

planned figure (response 

should reflect the scale of 

the disaster) with clear 

justification for final count 

6/6    

Requirements to fully meet the standard: 

• 25 per cent of affected population reached, or  

• justification for not reaching 10 per cent of affected population with agreement from region or HD AND 

advocacy and referral of unmet needs to other organisations if appropriate. 

• The programme design addresses risks and constraints so that the proposed action is realistic and 

safe. 

• Beneficiary numbers increase according to need – there are no spikes especially in last months of 

programme. 

This issue of coverage is difficult in the case of Ebola as the numbers can be calculated in a variety of 

ways. Oxfam should have reached 25 percent of the affected population, but as it was preventing the 

spread of infection rather than targeting affected people then this is taken to be 25 percent of the total 

population, or the ‘affected’ number is taken to be the potential number of people in the areas in which we 

were working. 

Due to the nature of the epidemic, the affected population could be taken to be the entire population of 

Sierra Leone – 6.34 million people. The epidemic had reached all districts of the country by September 

2014. The target of 25 per cent of the population, 1,585,000 people, was achieved by the end of 

September 2014, but only if direct and indirect beneficiary numbers are combined. The combined figure is 

calculated on the basis of estimated numbers of those reached with preventative assistance, including 

advocacy and awareness-raising. Indeed, on this basis, the target of 25 per cent towards prevention was 

exceeded and over 35 per cent of the affected population was reached.  

In terms of direct beneficiaries, it would be reasonable to take the populations of the four districts in which 

Oxfam worked and calculate 25 per cent on those figures. 
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Western (Freetown) 253,346  

Port Loko 557,978  

Koinadugu  265,758  

Bombali 408,390  

The total number of beneficiaries in the four districts was then 1,485,472, so 25 per cent would therefore 

be 371,368 beneficiaries. This figure was also exceeded in calculating the number of direct beneficiaries 

in the response although only seven per cent of the total population was reached as direct beneficiaries. 

Oxfam selected these districts out of the 14 possible, as they were districts Oxfam had experience in and 

were also significantly affected areas in the Ebola crisis, particularly the Western Area. Pujehun is 

referred to in early sitreps, but then there is no documented reason for no longer working there, so it is 

not clear why this district was dropped. 

Official monitoring of figures by the Ministry of Health and Sanitation in Sierra Leone started in July 2014, 

and sitreps for Oxfam that began on 12 August 2014 consistently use the MoHS figures.
8
 Figures for 

Sierra Leone have been problematic, with MoHS, NERC and WHO consistently reporting different figures. 

It was therefore essential that Oxfam used a consistent source of information, which it did. The total 

number of affected people recorded in the sitreps included new, confirmed, probable and suspected 

cases, and the number of deaths was also recorded.  

Sierra Leone, with the largest population of the affected countries at 6.34 million people, suffered the 

highest number of cases, and the outbreak continued until a later period of time than in Liberia, lagging 

approximately one month to six weeks behind Liberia, as shown in Figure 5.1,
9
 and this is also true in 

regard to its impact on eradicating the disease. It was noted in sitrep 17 that the mortality rate in Sierra 

Leone was lower than in other affected countries, but it was not known why this was the case. 

Figure 5.1: Graph comparing the confirmed cases across Liberia, Sierra Leone and Guinea*  

 

* The graph uses a moving 21-day average 
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By the end of April 2015, the average number of new cases per day in Sierra Leone had reduced to 1.4. 

As can be seen, the cases were in decline from March 2015 and there was one small spike of increased 

numbers in early 2015, which served to sustain efforts and cause the government to announce that the 

epidemic was no longer decreasing leading to a further lockdown of three days in Freetown. 

Figure 5.2: 21 day average daily cases of districts where Oxfam was operating 

 

The initial target set was to reach 300,000 beneficiaries within three months with a budget of $600,000.
10

 

Oxfam’s first recorded beneficiary numbers were in September 2014 where it reached 141,207 people out 

of a target for the response of 939,783.
11

 By the end of the month the target had grown to 1,665,000, and 

by mid-October, and following the Accra meeting, the target was set at 3,365,803, representing just over 

50 per cent of the affected population. In terms of meeting needs, there was a steep climb in the number 

of beneficiaries, which by mid-October had reached 3,595,861. This included an estimated 1.5 million 

indirect beneficiaries reached through advocacy and awareness-raising activities. However, this was 

evidently an inflated figure as while there were no changes in the target number of beneficiaries, the 

reporting of numbers in all sitreps from November included only direct beneficiaries and the numbers 

were much lower. In the OFDA proposal the overall response scope and areas of intervention was 

determined by epidemiological need, and focused on Freetown, Koinadugu, Port Loko and Bombali.  

The inconsistency with numbers used, and lack of clarity on how numbers were being calculated, was not 

helpful and in future it would be useful to document the rationale for beneficiary coverage. Initially the 

programme had difficulty sourcing support on beneficiary numbers and from 25 October the sitreps 

communicated improved accuracy of reporting. This absence of support may also have contributed to the 

lack of rationale. Table 5.2 tracks the number of direct beneficiaries reached at intervals taking, the last 

week of each month from October. 
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Table 5.2: Beneficiary numbers 

Sitrep/ 

date 

Total 

affected 

cases 

Deaths Direct 

beneficiaries 

% of direct 

beneficiaries 

from total 

affected (of 

6.34 

million
12

) 

Direct and 

indirect 

beneficiaries 

(including 

1.5 million 

indirect) 

% of total 

population 

(6.34 

million)
13

 

Sitrep 11 

25/10/14 

3896 1281 281,120 7.25  1,781,120 28  

Sitrep 15 

25/11/14 

6190 1267 652,355 10.5  2,152,355 34  

Sitrep 19 

24/12/14 

9004 2582 654,082 7.25  2,154,082 34  

Sitrep 24 

28/1/15 

10,440 3180 725,875 7.0  2,225,875 35  

Sitrep 26 

17/2/15 

11059 3395 735,975 6.75  2,235,975 35  

Sitrep 28 

24/3/15 

11,829 3,742 746,545 6.25  2,246,545 35.25  

Sitrep 30 

22/4/15 

12,260 3,874 747,558 6.0  2,247,558 35.25  

In general, figures were consistently represented throughout the sitreps. For short periods, per cent 

increases were included, but not always, and the indirect beneficiary number of 1,500,000 was dropped 

from late October, with only direct beneficiary numbers being used, but this was not explained. This could 

lead to an understanding that Oxfam reached far fewer people if the reader were not aware of the indirect 

beneficiary number of 1.5 million.  

Vulnerable groups were identified in the initial response plan for Sierra Leone, but there is no evidence 

they were specifically targeted and there are no per cent beneficiary numbers for them. Gender 

disaggregated data were collected but there is no final figure for this either. 

In terms of the third criterion, ‘The programme design addresses risks and constraints so that the 

proposed action is realistic and safe’, the priority given to this from the outset was clear and no risks or 

compromises were taken to achieve the outreach on the basis of meeting targets. Initially the start and 

coverage were both slow, precisely because of fears of safety, but by September Oxfam was on track to 

meet its target. 

5.1 TOWARDS A JUDGEMENT ON THE 

STANDARD 

This quality standard was scored 6, meaning it was fully met if the numbers are calculated on 25 per cent 

of the population of the four districts in which Oxfam worked, or on the basis of 25 per cent of the total 

population if including the advocacy and awareness-raising work where coverage was nationwide. The 
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programme was realistic, and safety was not compromised on the basis of reaching target numbers for 

the response.
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6 QUALITY STANDARD 3: 
TECHNICAL QUALITY 

Table 6.1: Score – technical quality 

 Met Almost Met Partially Met Not Met 

Technical aspects of 

programme measured 

against Sphere standards 

  2/6  

Requirements to fully meet the standard: 

• Oxfam endorsed technical standards
14

 and the Core Humanitarian Standards referenced and put in 

place with actions and indicators adjusted to context. 

• Training in standards carried out for staff and partners using direct references to above standards. 

• Indicators are based on standards and monitoring against standards takes place regularly. 

• Standards were evaluated. 

• Technical standards referenced above and CHS are mentioned by name. 

6.1 DEFINING THE BENCHMARK 

The benchmark indicates that Sphere standards should be mentioned in proposals and logframes and 

used in monitoring against indicators. The section below examines both the extent to which Sphere is 

mentioned in programmes and other documents, as well as the extent to which the standards were 

respected, even though not explicitly referred to. 

6.2 USE OF STANDARDS 

International standards and Oxfam internal quality standards were rarely referenced in the 

documentation, although WASH standards were largely adhered to and there is evidence that some of 

the standards covered in the Protection and Core Standards were met in the implementation of the 

response, even if not explicitly linked to the standards, for example in coordination. There was no 

monitoring against Sphere or other standards specifically, and rare mentions in proposals, sitreps and 

reports. In the proposal document to IRC standards are annexed, most likely due to the expectation of the 

donor or partner than as a result of visibility of standards within Oxfam. There was no evidence of training 

on standards, and this is surprising given the need to consider which of the Sphere Health Standards 

should be informing Oxfam’s work. The sitreps reflect some training of staff by the WHO where it is 

probable that standards would have been at least implicitly communicated and in some instances this is 

explicit. For example in Sitrep 9 of 10 October 2014 there is mention of ‘Training of 10 staff (local and 

international) from WHO on ECU, Infection Protection & Control and basic Ebola response components’ 
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in Sierra Leone. There is, however, no mention of staff or CHWs and CHVs being trained specifically on 

the common standards. 

More often, strategy documents mentioned the Oxfam minimum standards, technical and accountability 

standards and ‘Do No Harm’ principles. However, the Gender in Emergencies was not referenced in any 

of the documents seen and there is no inclusion of safeguarding, despite working with children. CHS 

standards were not mentioned by name. As a member of the WASH Consortium, standards should have 

been much more explicitly referenced, although they were referred to in the contingency plan for the 

cholera response, as were HAP and People in Aid. There is no mention of Sphere, Oxfam, or other 

standards in the Oxfam SL Ebola Response Programme MEAL Framework. 

One of the features of the Ebola crisis was that a large number of specific country and regional level 

SOPs and standards were developed for the context by governments, MSF and UN agencies, and these 

were more often referenced in documentation, especially in proposals. 

There was no RTE for the Ebola Crisis, which would have highlighted the gap in referring to standards, 

but the team was aware of the lack of standards and this was noted in the document ‘Getting to Zero 

Cases – Way Forward for Public Health Promotion in Oxfam’s Ebola Response’ which stated: ‘Few clarity 

of the standards we’re working against and to which extent they’re in line with the overall humanitarian 

framework’. However, the document failed to address how clarity could be achieved on this in the Next 

Steps section of the document. The document that most consistently mentioned Sphere Standards was 

the ‘Draft Learning Social Mobilisation Review Report’, April 7 2015. 

Table 6.2 highlights some of examples of where Standards were mentioned and the documents in which 

they were found. 

Table 6.2: Examples of Standards in mentioned in documentation 

Document Reference 

Draft Learning Social 

Mobilisation review report 

April 7 2015 

In line with Sphere and other global standards, Oxfam needs to get better at 

documenting and sharing assessments. Research led recently by the  humanitarian 

department  into impact and the anthropology assessments could provide a practical 

way of making this happen and of refining the intervention. 

This model provides a very high coverage compared to the minimum suggested by 

Sphere, but is intended to offer something more than a simple outreach system. The 

development of workplans (community action plans) based on an assessment of 

community-identified problems (barrier analysis) was an inherent part of the model 

and aimed to facilitate a deeper exploration of community practices and how 

communities could be motivated to seek treatment and protect themselves from 

Ebola. Some of the advantages and disadvantages of this model are provided in the 

table below. 

Advantages Disadvantages 

Working in teams provides support for 

those who are less confident 

Requires much higher coverage than 

Sphere minimum recommended 

outreach and may have been more 

than required to achieve results 
 

Draft Learning Social 

Mobilisation review report 

April 7 2015 

Assessments  

A systematic assessment of the context and the need for ongoing and in depth 

assessment is one of the Sphere core standards. However, written assessments 

seem to have only been carried out for quarantine households and proposed WASH 
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in schools. A general assessment summary is also contained in various proposals 

and senior PHP staffs are very knowledgeable about the context in which they work, 

but this is not recorded in a systematic way nor do there seem to be adequate 

processes for regular sharing with other team members in all locations. There are no 

written assessments for the different locations for either Liberia or Sierra Leone.  

Oxfam Strategy documents 

of 6/11/14 

Accountability standards, Do No Harm, Oxfam Minimum Standards (but as a 

reference only and not elaborated or demonstrating application) and Gender in 

Emergencies all referenced but no mention of SPHERE or other international 

standards. 

Oxfam Strategy documents 

of 3/13/14 

MEAL Minimum Standards referenced but no mention of SPHERE 

Oxfam Response & 

Transition Strategy: Ebola 

Virus Disease Emergency 

in Sierra Leone 1/4/15 

Results 3: Recovery to build back better (development)  

Accountable WASH programmes are implemented and well coordinated with the 

appropriate resource to influence the wider WASH sector. 

Getting to Zero Lack of standardisation: little clarity of the standards we’re working against and to 

what extent they’re in line with the overall humanitarian framework. 

Quarantine WASH 

Coordination Meeting 

Notes 7 March 

Sphere referenced under WASH activities. 

 

PHP Standard Package In the Standard Package WA standards are referred to: 

The OXFAM standard for domestic garbage is LLD (Linear Low Density) 0.9 MIL 

about 24 micrometers thickness, but we thought to consider at least 2MIL about 52 

micrometer. 

WFP or standard package. 

IOM proposal NERC and other country and regional standards were mentioned. 

IRC DfID Partnership 

Agreement included 

annexes of standards but 

there was nothing in the 

proposal to explain how 

compliance would be 

ensured 

Schedule E: Oxfam GB Procurement Minimum Requirements  

Schedule F: Standards for use of the UK aid logo 

Schedule G: The IRC Way: Standards for Professional Conduct  

Schedule H: Child Safeguarding Policy  

Schedule I: IRC’s Policy on Beneficiary Protection from Exploitation and Abuse 

Schedule J: DFID Humanitarian Guidelines 

OFDA proposal 

 

Oxfam aims that all its humanitarian responses are ‘safe programmes’ taking 

particular care to mainstream protection in order to minimize inadvertent harm and 

to ensure responses do not create or exacerbate conflict between different groups. 

This includes a strong focus on the specific vulnerabilities of, and risks to, women 

and girls.  

Medair Final Report DFID 

25/5/15 

 

DFID-supported isolation facilities maintain IPC standards and minimise cross-

infection to staff or other patients. 

Addressing the following 3 indicators (same milestone at 30 Nov and 31 

January unless otherwise stated) 

a) Percentage of reported health care worker infections reported and acted upon 
within 24 hours 

• Milestone: 100 per cent 

• Medair result: 100 per cent – 0 cases of reported health care worker 

infections and none requiring action. 

b) Consistent oversight and supervision system in place at DFID-supported isolation 
facilities. 
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• Milestone: 30 Nov: SOPs set-up – 31 Jan level maintained (Attach copy 

of your SOP) 

• Medair result: IPC standards in place, WHO IPC assessment successfully 

passed. 

c) Staff ratios meet minimum standards 

• Milestone: 100 per cent 

• Medair result: 100 per cent 

The project applied national and international standards and was evaluated by 

external visits such as the Columbia University and WHO. 

Protocols provided e.g. Medair IPC Protocol Cards. 

However, in the absence of advisers’ reports it is understood that Global Advisers did contribute to the 

strategies and then proposals and that there was adherence to international and internal quality 

standards. This is evidenced in some of the programme documents captured in Table 6.3 with examples 

of how some of the Sphere and other quality standards were met: 

Table 6.3: Sphere standards 

Standard and Key Actions Oxfam Evidence 

WASH standard 1: WASH programme design and 

implementation 

WASH needs of the affected population are met and 

users are involved in the design, management and 

maintenance of the facilities where appropriate. 

DEC Form 6b Phase 1: 538 Community Health Workers (CHWs), who 

are members of Community Health Committees (CHCs), are trained and 

supported to identify barriers that are preventing communities from 

adopting practices that will reduce the risk of Ebola at the community 

level, and CHCs are equipped to conduct door to door sensitisation; 

CHCs develop contextualised ‘Act against Ebola’ plans. Action plans will 

be used for targeted and evidence-based community outreach, 

supported by active case finding. Provide specific support to unblock 

community barriers either at district, ward or section level. Undertaken 

Ebola awareness and prevention messaging at the installed 

handwashing dispensers. 

Hygiene promotion standard 1: Hygiene promotion 

implementation 

Affected men, women and children of all ages are 

aware of key public health risks and are mobilised to 

adopt measures to prevent the deterioration in 

hygienic conditions and to use and maintain the 

facilities provided. 

 

The disaster-affected population has access to and 

is involved in identifying and promoting the use of 

hygiene items to ensure personal hygiene, health, 

dignity and wellbeing. 

 

Jingles, leaflets, posters, songs, CDs, TV, cartoons. 

Awareness raising activities by CHW in 53 locations is ongoing with a 

total of 84,046 people reached. The venue of the outreach activity was at 

the handwashing stations installed by Oxfam in the markets, small 

shops, church, chief’s compound, transport terminal, crossing roads and 

mosques.  

Trainings of CHWs – community and door-to-door awareness raising 

Supported CHWs to handover handwashing stations to existing 

permanent structures within the target locations. Handwashing stations 

in market places are now maintained by the traders’ female head who 

ensures that the containers are filled with water. The CHWs will continue 

with supervision and replenish soap distributed by Oxfam.  

Distribution of 1,000 discharge kits to 4 ETUs/isolation centres in Port 

Loko and Lakka.  

Distribution of 2,000 EVD kits to quarantined households. 

MEAL Update 2 6/3/15 Quarantine houses kit: composition of the kits 

includes; 3 pct of sanitary pads, 1 bucket with tap, 1 bucket without tap, 

aqua tabs, 7 bars of soap of 250 g, 18 pct of Aqua tabs and 1 Ebola 

flyer. 
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Oxfam Response and Transition Strategy Ebola Virus Disease 

Emergency in Sierra Leone November 2014 to June 2015 (12/3/15): 

Objective 1: To support the development of community-owned action 

plans to prevent and reduce EVD transmission, to strengthen community 

participation in the entire response system, to support early identification 

of and adequate support to EVD affected individuals and communities. 

Water supply standard 1: Access and water quantity 

All people have safe and equitable access to a 

sufficient quantity of water for drinking, cooking and 

personal and domestic hygiene. Public water points 

are sufficiently close to households to enable use of 

the minimum water requirement. 

 

108 Handwashing stands. 

MEAL Framework indicator: At least 350 quarantined households 

accessing safe drinking water and sanitation (30l/person/day) (adapted 

and exceeded standard due to nature of the crisis). 

Water supply standard 2: Water quality 

Water is palatable and of sufficient quality to be 

drunk and used for cooking and personal and 

domestic hygiene without causing risk to health. 

Water quality for health centres: All water for 

hospitals, health centres and feeding centres should 

be treated with chlorine or another residual 

disinfectant. 

 

MEAL framework indicator: WASH facilities in existing health centres are 

rehabilitated/upgraded – 300l chlorinated water per patient. 

Water supply standard 3: Water facilities 

People have adequate facilities to collect, store and 

use sufficient quantities of water for drinking, 

cooking and personal hygiene, and to ensure that 

drinking water remains safe until it is consumed. 

DEC Form 6b Phase 1: Assessment and evaluation of available options, 

latrines will be rehabilitated with quick fix works, or alternative solutions 

provided (Alternative options include: piloting mobile latrines and peepoo 

bags).  

• Modules kit and supplies DFID JAN-APRIL (MDM) 

 

Excreta disposal standard 1: Environment free from 

human faeces 

The living environment in general and specifically 

the habitat, food production areas, public centres 

and surroundings of drinking water sources are free 

from human faecal contamination. 

For solid waste management, plastic bags will be distributed and 

managed according to context. 

 

Vector control standard 1: Individual and family 

protection 

All disaster-affected people have the knowledge and 

the means to protect themselves from disease and 

nuisance vectors that are likely to cause a significant 

risk to health or wellbeing. 

Raise the awareness of all affected people who are 

at risk from vector-borne diseases about possible 

causes of vector-related diseases, methods of 

transmission and possible methods of prevention 

(see guidance notes 1–5). 

 

Awareness-raising activities. 

Vector control standard 3: Chemical control safety 

Chemical vector control measures are carried out in 

a manner that ensures that staff, the disaster-

Chlorination. 
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affected population and the local environment are 

adequately protected and that avoids creating 

chemical resistance to the substances used. 

 

Solid waste management standard 1: Collection and 

disposal 

The affected population has an environment not 

littered by solid waste, including medical waste, and 

has the means to dispose of their domestic waste 

conveniently and effectively. 

 

Provided two District Health Teams (DHT) in Freetown and Koinadugu 

with kits for Contact Tracing, Burial and Surveillance Teams. These kits 

include masks, overalls, goggles, boots, gloves, bags, rain gear, 

chlorine, chemicals for water treatment and spray. 

Complete rehabilitation of the water, sanitation and solid waste systems 

in two of the PHUs in the targeted areas of Freetown started.  

Rokupa hospital water and sanitation system including generator and 

incinerator finished and running.  

Health systems standard 1: Health service delivery 

People have equal access to effective, safe and 

quality health services that are standardised and 

follow accepted protocols and guidelines. 

Health systems must also develop a process for 

continuity of care. This is best achieved by 

establishing an effective referral system, especially 

for life-saving interventions. The referral system 

should function 24 hours a day, seven days a week. 

• Water systems will be rehabilitated or constructed in 1 Ebola 

treatment centre as well as 10 peripheral Health Units; as well as 

sanitation facilities. 

• Activities include: watsan facilities upgrade (tanks, connections, 

pumps); showers, latrines (construction or rehabilitation); 

incinerators, taps. 

• Monthly supplies of consumables (hygiene materials, disinfection 

supplies and PPE) will be distributed for Ebola care and prevention. 

• DFID Logframe 13.02.15: Impact level: Contribute to reducing the 

Ebola transmission rate to <1 in Sierra Leone through effective case 

management, strengthened referrals pathways and rapid response to 

contain new outbreak. 

Essential health services – control of communicable 

diseases standard 1: Communicable disease 

prevention 

People have access to information and services that 

are designed to prevent the communicable diseases 

that contribute most significantly to excess morbidity 

and mortality. 

General prevention measures: This includes good 

site planning, provision of clean water and proper 

sanitation, access to hygiene facilities, vaccination 

against specific diseases, sufficient and safe food 

supply, personal protection and vector control, and 

community health education and social mobilisation. 

Provided the water infrastructure (e.g. holding tanks, pipes) and medical 

equipment (face masks, boots, gloves, chlorine, soap, hand sanitiser, 

mops, aprons) to the Lakka (an area in SL) holding centre.  

DFID Safe Isolation Logframe 13.1.15: DFID-supported isolation facilities 

functioning early and fast. Output 1: 
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Water tanks at an Ebola holding centre in Lakka. Credit: Oxfam 

‘OXFAM water tanks at an Ebola holding centre in Lakka, an area in Sierra Leone. Holding centres are 

where the suspected Ebola cases are brought by Surveillance teams. The patient will be asked questions 

and given a blood test. The patient will then stay in the isolation centre for 24 hours whilst the blood is 

being tested and when there is a result, they will either be discharged or taken to hospital.’ 

This crisis was an opportunity to work with health partners to explore the Health Standards in greater 

detail and understand their requirements, but there does not appear to be documented evidence of this, 

nor of understanding that Oxfam needs to demonstrate it is considering and achieving different standards 

from those it normally works with. There is also no discussion of the learning curve and actions required 

to achieve minimum standards in health. 

6.3 TOWARDS A JUDGEMENT ON THE 

STANDARD 

This quality criterion has been scored 2. Some evidence was apparent that Sphere or other minimum 

standards had been referred to at various points, but analysis of all documentation indicated that mention 

was sparse and very little evidence provided on monitoring against the standards. Minimum standards in 

Gender in Emergencies and CHS were not explicitly mentioned at all. Standards were occasionally 

mentioned in proposals and Logframes, but not monitored against. There was some evidence of training, 
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but this was not widespread and there does not seem to have been organised training for staff or CHWs 

on standards.  
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7 QUALITY STANDARD 4: MEAL 

Table 7.1: Score – MEAL 

 Met  Almost Met Partially Met Not Met 

MEAL strategy and plan in 

place and being 

implemented using 

appropriate indicators 

 2/3   

Requirements to fully meet the standard: 

• Evidence that programme design used lessons learned from other relevant responses. 

• Logframes’ indicators replicated in MEAL strategy and plan. 

• Indicators reported against in donor reports both activities, outputs and outcomes.  

• MEAL staff in post. 

• Evidence of use of OI Minimum MEAL standards.  

• Data collected, analysed and fed back to staff and partners. 

• Evidence that M&E information (RTEs, other evaluation and review information and monitoring data) is 

being shared internally and used to adapt programmes and address poor performance. 

• Review or learning days held with technical staff, and key findings shared internally.  

• Budget reflects MEAL activities.  

• OPAL has MEAL plan in place and is updated regularly.  

• Final evaluation planned which includes community perceptions. 

MEAL had a slow start in the response and in the early phases it was almost absent with the first signs of 

MEAL not appearing until November 2014 but an increasingly improved quality from January 2015. 

Initially it was difficult to find MEAL staff to support the Sierra Leone programme and while a MEAL 

Coordinator has been in post since November 2014 there have been challenges in recruiting the MEAL 

Adviser position, and there was no surge capacity within HQ to support. Over time MEAL systems 

steadily improved and by April 2015 they were much stronger, more consistent and reliable. In the sitreps 

there was mention of two periods of intense work on clarifying beneficiary numbers, firstly in early 

November 2014 (Sitrep 12) and then in late February 2015 (Sitrep 26).  

OI Minimum Standards were partially achieved, but for some components the nature of the emergency 

meant that they could not be achieved. However, it has not been systematically documented as to what 

these were and why. For example, there was no RTE due to the concerns around the nature of the 

emergency and this was said to be concerning exposure to the virus and contagion, but there is no 

written record to document the decision. However, there was a Skype conversation: 
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‘I had a Skype conversation with Vivien and one of the discussions was the RTE. In this meeting, 

she discussed that the RTE would not be done, but instead a one off evaluation will be conducted. 

She immediately forwarded the TOR for the evaluation for my comment.’ 

It is documented in the August Sierra Leone strategy that early on in the response some measures could 

not be taken for fear of the transmission of the disease, such as assessments, and alternative means 

were found through using statistics from other sources and meetings with stakeholders to fill information 

gaps as far as possible.  

Table 7.2: Oxfam International Minimum Standards 

No Standard Performance 

1 For slow onset emergencies this 

(assessment) should take place one week 

after receiving the alarm from early warning 

systems or from other reliable sources on the 

situation – shared with other affiliates – done 

by Oxfam and partners and gender 

assessment plus disaggregated data by age 

and sex – followed by in-depth assessment. 

Not met within the timeframe but evidence of 

finding information from other reliable sources. 

Assessments came much later in the process 

(DEC II proposal) and sex aggregated data was 

collected. The gender assessment was not done 

until November 2014 (Sitrep 13 11/11/14) and 

published 12 January 2015. 

2 Baseline Baselines should be carried out if a) 

it is a category 1 or large category 2 response 

or b) the programme is likely to be of over six 

months duration or c) quantitative impact 

measurement is required or d) the budget is 

over 500,000 US$. Sampling, 

quantitative/qualitative data collection and 

analysis Baseline within first two months of 

response. 

Not met: baseline data not available in first two 

months and thereafter only some components of 

some programmes and no consistent collection 

of baseline date. In the first two months this was 

a challenge due to fears of exposing staff to the 

virus and not wishing to transfer risk. Evidence 

that the team acknowledged their difficulty in 

collecting quantitative data and sought solutions 

to this. 

3 Implementation: The documentation of 

activities and number of beneficiaries for each 

activity is essential. A monitoring framework 

should be developed within the first month 

specifying when, how, who will be collecting 

data – the amount and frequency will be 

context specific. Monitoring information should 

be available for sharing between affiliates and 

partners, or consolidated if there is an OI 

MEAL Coordinator in post. 

Not met: Monitoring framework developed in 

April 15, but once developed of good quality. 

Challenges with documenting activities and 

numbers of beneficiaries particularly in the 

period to November 2014. Two stages of 

significant work being done to clarify and 

improve on beneficiary counting. 

4 Accountability mechanisms with the 

affected population should be established to 

promote transparency and community 

involvement. As a minimum a 

complaints/feedback (from affected 

population) system should be set up as well 

as a system for providing information on 

selection criteria and expected activities. 

Feedback system for partners to be 

established. Training. Regular community 

meetings  

Partially met: Accountability mechanism 

established – some sub-offices used the 

feedback box and others a hotline and the 

documentation is not complete. 

Selection criteria not communicated 

consistently. 

Community involvement was challenging due to 

the nature of the crisis in the early phase, but no 

documented discussions on how to achieve 

some level of transparency within the 

circumstances. reviewing possible options. 

5 Phasing into recovery/rehabilitation All Partially met: Programme strategy evolved 
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emergency programmes either move to a 

recovery phase (usually after two to three 

months), rehabilitation (longer term) or a 

phase-out depending on the funding 

agreements and the context. If recovery, the 

monitoring framework/s should be adjusted to 

this phase. Lessons learnt from the first phase 

should be factored into the programme plan 

for the next phase. A learning event held 

during planning for the recovery/rehabilitation 

phase stage will assist affiliates in appropriate 

programming. Community consultation (using 

a sample) should form part of a recovery 

phase planning. A clear exit strategy (for all 

affiliates/partners) for phase-out needs to be 

drawn up with lessons learnt being 

documented and disseminated (for example 

posted on Sumus). This is part of the JCAS. 

especially in Oct/Nov 2014 and then in 

March/April 2015 showing increased 

consideration of the longer-term nature of the 

response, but still very much centred around the 

response work. Advice documented to consider 

how the response fits with and contributes to the 

OCS and future programming. Sectoral learning 

events documented on WASH programming 

with learning feeding into programme 

development. Given the CHWs and CHVs were 

from the communities, their inputs could be 

considered to be community based. A learning 

workshop is planned for July 2015. No formed 

exit strategy although occasional reference to 

exit. 

6 RTE Partially met: although reasons are not 

documented it is understood this was discussed 

and it was decided that this should not happen 

due to the health risks at that time. 

7 Mid-term review (for interventions of 12 

month duration) At least once during the first 

year, the indicators should be reviewed and 

adjusted. A learning event, such as a 

monitoring review or a review day, should be 

held to assess progress and to discuss 

changes. Community members should be 

included but this will depend on the context 

and issues to be discussed. If not included, 

community feedback should form part of the 

discussion in order to feed into planning. If this 

is conducted per affiliate, the results should be 

shared. 

Met: In April 2015 there was research 

undertaken for the PL team learning lessons 

from the response and it appears this fed into 

the revision of the PH strategy and development 

of Get to Zero and Stay at Zero with good 

evidence of learning feeding into next steps. A 

research paper on the CHC contribution was 

written. 

8 Final evaluation. Met: Evaluation of the Oxfam Ebola Crisis 

Response in Two Countries was done in 

March/April 2015. 

There is no overall MEAL strategy or plan, but a MEAL framework was developed for use from April 2015 

with SMART indicators, and there is a MEAL plan for the DfID programme. The overall MEAL framework 

does not include advocacy activities, but covers other programme sectors of Public Health Promotion and 

Social Mobilisation, Public Health Engineering and Food Security and Livelihoods. Sex disaggregated 

data is the only reference to gender within the MEAL Framework and this is insufficient to evidence due 

consideration to gender. The framework includes Objectively Verifiable Indicators, Sources of Verification, 

data on when to collect/analyse and report, and who is responsible and comments. It is a useful, clear 

and concise framework. The MEAL framework has been uploaded onto OPAL. 

MEAL information did not seem to be used as a management tool and there was a proliferation of data 

collected: templates, questionnaires and databases, but very little of these fed into quality analysis. 

Through the range of documentation, including proposals, strategies, logframes, sitreps and the MEAL 
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framework, there were multiple objectives, outcomes, outputs and activities, but little consistency across 

documents. Proposals to donors mostly had adequate to good logframes with SMART indicators, which 

have been developed on donor templates providing the required and detailed information. As logframes 

differed according to the proposals, they were not replicated in the MEAL framework, but the framework 

did capture the overall programme apart from advocacy. The Evaluation of the Oxfam Ebola Crisis in Two 

Countries looks at objectives per sector and reports against the objectives defined in the strategy 

documents, but it should be noted that the country MEAL framework objectives differ from those in the 

evaluation report. Monitoring is evidenced in reports to donors, but is stronger on activity than outcome 

level. Partner and donor reports include indicators, activities, outputs and outcomes. Schedules of 

monitoring and reporting are set out for partners, for example in the contract and payment request 

document for BRAC CCC. 

A feedback mechanism was set up and will be discussed under standard 5. 

As mentioned, the programme initially struggled with recruiting MEAL officers, but posts and a MEAL 

budget as well as MEAL activities, such as assessments in sectoral budget lines, were included in 

proposals. The global budget reflects that approximately 15 per cent of the activity budget in the overall 

programme coordination budget for Freetown was for MEAL. The proportions are smaller among the sub-

officers, but two to three MEAL officer and assistant level staff were budgeted for in each office and posts 

were included, if not successfully recruited, for an International MEAL Adviser, and an International MEAL 

Coordinator is in post. In total a MEAL coordinator and nine field staff were recruited and an RRT MEAL 

adviser was deployed in March 2015 for two months. On the whole, the MEAL team worked well with the 

PHP teams and this facilitated sharing of information, learning, and MEAL feedback into programme 

design. 

MEAL staff coordinated through meetings, reporting and updates and there were attempts to systematise 

this with a recommendation that all offices should have daily morning meetings to coordinate PHP, PHE 

and MEAL teams, and that each programme team should submit weekly qualitative reports. It was also 

recommended that listening groups should be piloted in a couple of communities and that there should be 

a global database. Tools were developed and data collected through the Distributions Monitoring form 

and databases, PDM forms, district level Beneficiaries’ count report and Active Case Finding Sheet. 

However, I have not seen a sufficient sample to judge how consistently these were completed and while it 

is understood that there is a significant amount of data, there is less evidence of analysis of the data and 

even PDM reports are not strong and do not demonstrate meaningful analysis. Even within MEAL, 

documentation did not appear systematic and often documents were not dated or attributable. A number 

of monitoring templates were designed to collect information systematically and examples were shared. 

Externally the team was encouraged to complete the 4W reports. Some examples of internal templates 

include: 

• DFID Ebola Facility Weekly Report – status update of case, staff, gender and age data, etc. (There 

was also an example of completed report from Medair.) 

• MEAL Weekly Reporting Template – completed by individuals in each location. Includes lesson 

learning and coordination reporting. 

• Technical Support Visits from the MEAL Team reporting format. 

There were two MEAL updates that attempted to be more analytical, from September 2014 and 2 

December 2014. Again examples were too few to judge the effectiveness of these updates and they did 

not consistently report findings within a structured template. However one of the individual weekly reports 

noted how the information reported was used: ‘MEAL work has been relevant to PHP/E in that; the 

weekly Findings of MEAL are used by the PHP in terms of stepping up of Social Mobilization and PHE – 
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in terms of service provision in the CCC and the Community.’ And in the MEAL update of 8 December 

2014 the purpose of the tools was explained as follows: ‘The constant review of data collection tools to 

ensure we are on track and are collecting the right information. This has been an important part of the 

team work as we’ve revised tools to capture relevant information from the implementation of various 

activities.’ 

It was further explained that the data would be used mainly for communication purposes for the sitrep, 

donor reporting and the documentation of the Sierra Leone Learning would be used for other 

emergencies. However, they were missing the essential component of data collection for monitoring 

purposes. The sitreps, however, read more like activity lists, and did not report against objectives or 

demonstrate impact. However, the reporting and meetings did pick up critical programme issues and 

learning, which did feed, in some instances, into the revision of activities with an example of feedback to a 

partner on a survey question on protection issues being documented and followed up with an action point. 

PHP workshops in January and February were used to review and adjust PHP and MEAL activities. The 

WASH Transitional Strategy of May 2015 also captures some useful learning and incorporates it into the 

forward-looking strategy and plans. It also links in with CAMSA, Oxfam’s internal standards for measuring 

the implementation of the strategy and prioritising of the areas, moving forward for MEAL as: ‘Partners 

assessment and/or Review of our partnership structures, an overall Country Performance Measurement 

Framework, and Accountability Mechanism including community feedback mechanism for our 

stakeholders. In addition, Biannual Review meeting, country learning review (CLR), end of programme 

evaluation and purposefully a Peer Learning Review between Liberia and Sierra Leone will be carried out 

to enhance the learning and documentation.’ 

The WASH Transitional Strategy also aims to address some of the weaknesses of the MEAL system 

stating: 

The transitional period marks a key time for PHP and PHE to gather data that can be used as a 

sound evidence base for future interventions and funding proposals. Data required at this stage 

includes: community perceptions of health; community health structures and their differences in 

each context (urban, peri-urban, rural); water point mapping; data relating to safe water chains, 

including household storage; environmental health appraisals (led by community members and 

verified by PHE for technical constraints); community perceptions of WASH in Schools; market 

analyses for sanitation, waste re-use, water treatment etc. This would also include reviews of 

existing and previous assessments, with the view that much data will now have changed in the 

wake of the Ebola outbreak. 

Having a comprehensive data set developed during the transitional period puts Oxfam’s WASH 

team in a strong position when advocating for funding. The country programme should not 

underestimate the importance of having a solid evidence base for funding, advocacy and 

coordination. PHP teams need to be given support and capacity building to undertake rapid social 

research with communities to understand contextual issues and gaps.  

It is positive that programme and MEAL teams worked cooperatively through joint field visits and joint 

monitoring as well as teams striving for consensus on planning and implementation. However, monitoring 

visits (especially those from Oxfam advisers) are not well documented, only two visit reports were made 

available, one was prior to the declaration of the Category 2 by the PH Adviser and the second was the 

report of the visit of the Humanitarian Director, Deputy HD Director and the Deputy International Director.  

There is some excellent learning, however, that comes through in a rather unstructured way through 

reports of workshops, research reports and from experiences particularly in social mobilisation. The 
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different and difficult nature of the emergency did challenge the more usual MEAL processes of the 

organisation and identified the need to improve qualitative monitoring and demonstrating more quickly the 

impact of social mobilisation and WASH on epidemiological disasters. 

There were three assessments conducted and an Evaluation of the Oxfam Ebola Crisis Response in Two 

Countries and numerous reports in sitreps of MEAL activities. Some examples can be found in Table 7.2: 

Table 7.3: Examples of MEAL 

Document Evidence 

 

Rapid Food Security and Livelihood 

Assessment, Northern Province: February 2015 

Oxfam has carried out a rapid food security and 

livelihoods assessment (Oxfam, February 2015) 

covering 850 households, in 6 different livelihood 

zones and 30 rural villages, 15 of them experienced 

quarantine. 

 

BRAC EVD Impact Assessment 

To better understand how BRAC could collaborate 

with Oxfam to enhance the EER in Kumala, and 

nationally, BRAC undertook a rigorous, 

representative, mixed-method quantitative and 

qualitative EVD impact assessment. 

 

Rapid Gender Assessment 12 January 2015 

2,788 post-quarantined households were studied 

out of the targeted 3,000 households, yielding a 

response rate of 93 per cent. Post-quarantined 

households that were successfully interviewed had 

a total 16,520 persons, of which 52.9 per cent were 

females. The assessment covered all 14 districts of 

Sierra Leone. Quantitative and qualitative data 

collection methodologies, including key informant 

interviews and focus group discussions, were used. 

Sitrep 29 9/4/15: A consolidated MEAL (Monitoring, Evaluation, 

Accountability and Learning) Framework has been 

shared with the team in Sierra Leone. This 

document captures all the key progress and 

performance indicators for all streams of work in the 

Ebola response programme in Sierra Leone and 

will be very instrumental in guiding programme and 

Monitoring and Evaluation teams in terms of data 

and information required for the various 

stakeholders (including donors).  

Sitrep 23 20/1/15 The PHP team had a one-day training organised by 

the MEAL Officer to roll out the MEAL framework 

and understand the tools to be used for 

documentation. Session of complaints/feedback 

mechanisms as well as the Oxfam communication 

strategy were also held. 

Sitrep 28 24/3/15  MEAL: Koinadugu Discharged patients and staff 

from the CCC were interviewed to hear their 

opinions on service provision, safety, courage to 

stay in the CCC, and possible suggestions for any 

new facilities. The results indicated that people 

were generally happy with the care provided by 
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nurses, dissatisfied with safety aspects (no 

mosquito nets, overcrowding), and suggestions for 

future facilities included a reliable water source, 

separate rooms for patients with different 

symptoms, and space for patients to talk to visitors 

outside. This report was shared with the PHE team 

in Koinadugu, and with Freetown management, and 

suggestions have been incorporated into the design 

of the new holding centre in Kumala.  

Sitrep 13 11/11/14 Qualitative data collection tools were developed to 

capture communities’ perspectives primarily on the 

effect of Oxfam's social mobilisation work. Teams in 

Koinadugu (Kumala) and Port Loko have been 

trained on these tools, and preliminary data 

collection has started in the two districts. The focus 

during the next week will be to roll these out to 

Western Area and Bombali as well as begin 

preliminary analysis of the findings coming from 

these FGDs and tease out certain trends from the 

database, as well as to focus more on the quality of 

the data being captured to ensure that teams have 

adequate information for donor reports as well as 

for decision making.  

Discussions on using mobile devices to support 

data collection have reached an advanced stage, 

and procurement of 15 mobile phones to support 

data collection is now in progress.  

Inputting information into the consolidated database 

is going on as planned. The focus during the last 

weeks has been to support teams to analyse. 

A review of the feedback and complaints phone line 

in Port Loko, where focus group discussions 

revealed that the majority of the people in the 

community were not aware of the feedback and 

complaints number for Oxfam, but if such a number 

existed they were willing to share their feedback 

using that number. Focus will now be on promoting 

the number within the district.  

This particular response is an opportunity to document Oxfam’s experience of and learning from a health 

epidemic. Initially Oxfam was not confident and therefore extremely hesitant to respond to the Ebola 

Crisis in West Africa. It therefore seems senseless not to have invested strategically in ensuring that 

MEAL systems were robust and of high quality from the outset in order to maximise the learning 

opportunities. Instead it was difficult to resource MEAL and there is a serious danger that learning will be 

lost due to the unsystematic documentation. MEAL has really lacked a strategy and a clarity of purpose of 

what Oxfam wants and intends to learn from this experience. 
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7.1 TOWARDS A JUDGEMENT ON THE 

STANDARD 

This standard scored 2 because while some of the quality may be weak many of the aspects are covered 

at some level. There were efforts made to follow good practice, but without sufficient capacity to be 

confident in the effectiveness of all the data collection, and analysis was weak. Efforts were made 

towards implementing OI Minimum MEAL Standards but few were fully met. Staffing and budget planning 

were stronger and there were efforts to hold learning events and evidence of some learning feeding back 

into programme design. There was an accountability mechanism in place and in use. 
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8 QUALITY STANDARD 5: 
PARTICIPATION OF AND 
ACCOUNTABILITY TO CRISIS-
AFFECTED COMMUNITIES 

Table 8.1: Score – Participation of and accountability to crisis-affected communities 

 Met  Almost Met Partially Met Not Met 

Feedback/complaints 

system for affected 

population in place and 

functioning and 

documented evidence of 

information sharing, 

consultation and 

participation leading to a 

programme relevant to 

context and needs 

  1/3  

Requirements to fully meet the standard: 

• Evidence of a systematic, impartial and ongoing analysis of the risks, context and needs of different 

groups.  

• Evidence that communities are aware of, can access and are consulted on the design, monitoring and 

implementation of complaints mechanisms. 

• Evidence of complaints being addressed in a timely, fair and safe manner and reported on to 

complainant.  

• Evidence of feedback incorporated into planning and programmes adapted after consultation and in 

response to changes in context, people’s needs and capacities. 

• Evidence of representative consultation with community on programme areas such as targeting, 

preferences for cash/food, siting of latrines and design, distribution, etc. 

• Evidence of inclusive representation and participation of communities, including the most vulnerable, 

at all stages of the response.  

• Evidence of information about Oxfam
15

 and the programme provided to communities in languages, 

formats and media that are easily understood, respectful and culturally appropriate – posters, 

billboards, ration cards as examples.  

• Evidence of consultation regarding information channels.  

• Feedback shows that information received is sufficient.  
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• Examples of good practice captured and shared.  

• Feedback from communities around needs and concerns is positive.  

• Evaluation reports state that programme is relevant to needs and context. 

From the outset, it was a challenge for Oxfam to have direct contact with communities due to the 

epidemic itself and the risks of contact. This made participatory processes more challenging in 

programme design and communication with communities. In the initial phase of the response the risks 

monitored were largely concerned with staff health and Oxfam was cautious not to compromise staff 

safety, minimising face–to-face contact. It took some time for Oxfam to develop a modality to access 

communities and this was largely through the Community Health Workers and Community Health 

Volunteers from the communities themselves. The lack of direct access made a feedback mechanism all 

the more important. Involving communities when transparency and participation were so challenging in 

terms of access would have been very difficult. However the opportunity of involving CHWs and CHVs as 

community members was not utilised fully in programme design and it could have been useful to involve 

them more in this and to support them in how to engage in a more participatory approach within the 

communities. It seems Oxfam was rather more didactic in its work with the CHWs and CHVs and this was 

then transferred on in their approach with communities even during much later stages of the programme.  

The complaints and feedback mechanisms were in fact frequently used by the CHWs and CHVs 

themselves and as they were from the communities this was legitimate even though it was not the primary 

purpose. From the research on the CCC analysis in Koinadugu it can be seen that beneficiaries and 

community workers were comfortable giving feedback to Oxfam and this ranged from, for example, 

advising on quality through providing radios, to more life-saving issues, such as clean bedding and 

changing shoes between red and green zones. This feedback is captured, but there is no action plan in 

place documenting follow-up on the suggestions made. 

The feedback and complaints mechanisms were rather late in being established, with most being set up 

in early 2015. They included a telephone hotline, feedback boxes, PDMs, FGDs, questionnaires, and 

independent research talking to the communities and it was also done through reports and meetings with 

the CHWs and CHVs. It was reported in the OGB SLE MEAL PHP E Makeni Meeting Report 21.02.15 

that ‘All four districts have started the community feedback process. Freetown programme is using boxes 

+ PDM and Community discussions; Port Loko is using mobile phone – the number is being shared with 

communities; Koinadugu is in the process of installing boxes in communities while Bombali is still setting 

up the approach.’ In the same report it is noted that the feedback box seen as useful to improve the 

quality of the programme. It is not clear why different approaches were used in different locations. 

Listening groups were being established towards the end of April, which should have supported feedback 

as well as transparency and participation. 
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Complaints/feedback box outside John Thorpe CCC. Credit: 

John Adams, 13 March 2015 

 

There were a number of documents provided that suggested that 

the feedback mechanism had been set up to an adequate level. However, it is evident that there is only 

partial use of the system. For example in the feedback log for Western Area, summaries of the complaints 

and locations are noted and numbers of complaints at the locations are recorded, but there are no dates 

– there is only one follow up action recorded and only suggestion box complaints seem to have been 

logged. In Feedback log 1 more responses have been logged and the complaints seem to have been 

colour-coded, but there are considerable gaps there too, the Action Taken column of the table had not 

been completed so it is impossible to know if this happened. However, beneficiaries did log complaints 

and knew of the mechanisms and reported issues. There is also evidence from the PowerPoint on 

accountability and the Accountability Reference Sheet that efforts were made to make staff aware of 

accountability, and to explain how it should be understood. Sitrep 23 of 20 January 2015 shows how in 

Bombali the PHP team had a one-day training organised by the MEAL officer to roll out the MEAL 

framework and explain the tools to be used for documentation, with a session on complaints and 

feedback mechanisms. 

There is also some evidence of feedback being incorporated into programme design and planning. For 

example, in the second MEAL Update (6/3/15) the Community Action Plans in Maforki-Kondoto and 

Gbonkoh Mayira Sections mapped a number of barriers in quarantine households: 

• Family members hosting their sick relatives 

• Survivors infecting partners through sexual intercourse 

• Late Referral  

• Home care-giving 

It was then noted that ‘A number of actions were planned to unlock these barriers which were house to 

house sensitisation on Ebola, encouraging relatives to do early referral and stepping up Active Case 

Finding in these communities. The Supervisors/VHC and the communities did a follow up action on each 

CAP with support from Oxfam PHP teams.’ This example gives evidence of being responsive in feeding 

learning back into programme activity. However, Oxfam was also described as having been prescriptive 

in its messaging to communities. It was viewed that the knowledge and understanding that CHWs had of 

communities and the context on the ground could have been better used. This may have resulted in more 

responsive and engaged participation of communities, as well as learning from them to improve context 

analysis and risk assessment. 
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Left: Example of a community action plan used during the 

response. Credit: Oxfam 

 

 

 

 

 

 

 

 

 

 

 

 

As much of the work was sensitising and informing communities, care was taken in developing the 

messages and information to the communities. In a PDM of EVD survivors only one of the 10 

beneficiaries interviewed did not believe that Ebola was real. However, the PDM is not dated (although 

the document properties indicate that this was written in May 2015).  

Coming slightly later than others to the response Oxfam was, however, able to identify a gap in involving 

communities more actively in the response and through its social mobilisation was able to influence 

authorities and other agencies in working in a more participatory way by involving the communities better 

in the response. In sitrep 9 of 10 October 2014 Oxfam was promoting transparency and participation to 

other agencies: ‘Continue coordination meetings with WASH group/cluster and the Ministries on plans for 

commencing the quick setting up of ECUs, PHUs and ETUs. The social mobilisation and community 

consultation, acceptance and ownership for commencing the ECUs, and the leadership of the health 

authorities, is continually advocated by OXFAM’. In a climate where accountability was generally poor, 

this was timely and particularly important. The Draft Learning Social Mobilisation report of 7 April 2015 

states: 

The state response has been a travesty of accountability to affected populations. People have 

often been treated in a deplorable fashion and stripped of dignity – blamed for spreading Ebola, 

bundled into ambulances en masse, stigmatised by neighbours, forbidden from paying their last 

respects and treated like cattle. The reports of menstruating women being automatically considered 

as Ebola positive and health services and others failing to communicate with both patients and 

relatives, harks back to medieval times. From an agency standpoint there has also been little 

attention paid to accountability – although many agencies, including Oxfam, have lobbied for the 

inclusion of more engagement with affected communities. Confidentiality has been almost totally 

ignored with many DERC operation centres posting the names of confirmed cases on whiteboards 
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for all to see. Most agencies seem to accept that this is the norm saying that ‘there are no secrets 

here’ and many will state that it is necessary in the fight against Ebola. However, in some cases it 

has been possible to introduce a coding system that only identifies the names of patients on a 

‘need to know’ basis and Oxfam should be supporting such initiatives. 

Oxfam has recently provided suggestion boxes in most project locations in Sierra Leone and 

strengthened the work of the MEAL teams in both countries...However, few national staff seemed 

to be aware of the concept of accountability to affected populations. On one field visit the PHP 

assistants were over two and a half hours late for a training organised with the community and that 

was not the first time as the supervisor complained that, ‘Oxfam is always late’. In Liberia during 

the active case finding, volunteers were keeping track of households visited, by marking them with 

chalk. However, the anthropologist picked this up from discussions with the community and this 

was soon addressed. 

Oxfam could do more at village or block level to encourage the leadership to keep track of the 

different agencies visiting and to encourage them all to provide some written explanation of who 

they are and what they are doing and to share this with other villagers on a notice board or on the 

wall of a community centre. Oxfam could also provide written information on who they are and their 

aims and objectives. 

PDM reports, focus group discussions and interviews documented in feedback reports demonstrate that 

honest feedback was given to Oxfam by both affected individuals and CHWs and CHVs, especially on the 

treatment centres. There are numerous spreadsheets logging (or partially logging) the complaints and 

feedback received, but it is not systematically documented if there was follow up or how complaints and 

feedback were incorporated into programme design and revision. Lateral follow-up on logs would be 

helpful in future. 

On the clinics it was essential for Oxfam to consult with medical partners and an example is given in the 

sitreps of the structural design of a CCC being agreed on with medical partners in Freetown (Sitrep 10 

24/12/14) and then with the communities on the decommissioning and decontamination of John Thorpe 

CCC (Sitrep 28 24/3/15). 
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Figure 8.1: Diagram of Feedback Mechanism 30/12/14  

 

Green line shows information flow from Oxfam 

Red line shows information flow from communities 
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Examples of feedback and complaints and responses being made from the feedback logs of 

Western Area: 

There are people who are still engaged in washing of dead bodies. 

We are kindly asking that Oxfam staff do work with stakeholders whenever they are here to work, 

especially councillors and chiefs. 

We want the sustenance of the CCC for one year and relocate the primary school. 

Oxfam is paying our incentives so late. 

We want to clean our community after the Ebola, we will need your support to do it, we need 

allowances, shovels, rakes, rain boat, T-shirt, caps, brooms, etc. 

It is not clear, however, how feedback was given to those who complained and how the complaints and 

feedback were dealt with and followed up. There was some discussion of feedback in the management 

meetings for the response management team but this is not documented. 

There is good evidence of feedback forming part of proposals to donors, such as in the OFDA proposal: 

‘The implementation of these action plans will be monitored weekly by the CHC supervisors and feedback 

used to inform the need for additional formal or informal capacity-building in order to enhance behaviour 

change’ and in the report on the Construction of Isolation Facilities where it is mentioned that ‘Community 

feedback and complaint mechanisms will be developed and information sharing system put in place in 

order to address rumours, myths and knowledge gaps timely’ for the IRC proposal. The mention of 

feedback to and from communities in strategies also communicates that this was an important element of 

the programme for Oxfam, but it is not clear how this was done. 

8.1 TOWARDS A JUDGEMENT ON THE 

STANDARD 

This quality standard scored 1. There is not sufficient consistency in documentation and where whole 

templates existed they were not fully or consistently completed. Better use could have been made of the 

CHWs and CHVs to support the understanding of the issues in the communities and while there were 

significant efforts to set up a complaints and feedback mechanism, reporting back on the feedback and 

complaints is not systematic. There is some evidence of community consultation, but this is not 

widespread through all activities and is seen mostly during assessments. The evaluation team did make a 

visit to Koinadugu District and engaged key community members on the impact of Oxfam’s work so far. 
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9 QUALITY STANDARD 6: 
PARTNERSHIP 

Table 9.1: Score – Partnership 

 Met  Almost Met Partially Met Not Met 

Partner relationships 

defined, capacity assessed 

and partners fully engaged 

in all stages of programme 

cycle 

 2/3   

Requirements to fully meet the standard: 

• Partner capacity assessment carried out. 

• Capacity building plan in place (if needed). 

• Documented evidence of Oxfam support to partner on capacity building (training or staff secondment 

for example). 

• Partner agreement clearly states expectations and outcomes for both parties.  

• Partner actively involved in planning, monitoring and evaluation.  

• Partner feedback is positive.  

For Oxfam to respond to the crisis it was necessary to forge partnerships with organisations with medical 

expertise to develop and carry out some of the components of the programmes. It is not clear how Oxfam 

went through the process of partner selection, but from November 2014 Oxfam worked with Medair, MDM 

and BRAC on the DfID funded project Emergency Response to the Ebola Outbreak for which Oxfam held 

the contract. Oxfam also worked as a partner of IRC on their contract with DfID on Ebola Isolation Units 

(EIUs) in Sierra Leone to jointly implement the project. There is an IRC Partnership Agreement document 

with annexes formalising the partnership, but this is not signed. Oxfam further developed its partnership 

with BRAC on the project Food Security, Livelihoods and Resilience Strengthening for Post Quarantined 

Communities in Sierra Leone, which commenced on 1 May 2015. 

For partners working on the DfID project with Oxfam, Emergency Response to the Ebola Outbreak, there 

is good evidence that partnership documents, assessments and agreements were in place and prepared 

to a good standard. Monitoring mechanisms were put in place where the partners were untested for 

Oxfam on areas where the risk assessments had identified potential concerns. All of these partnerships 

were with international organisations and this may be the reason there were no capacity-building plans in 

place per se, but agreements do demonstrate that technical support was considered and a commitment 

was made to make this available to partners. For example, in the Letter of Agreement with BRAC for the 

DEC-funded project, Oxfam committed to supporting BRAC through Oxfam Gender Advisers to conduct 

gender analysis and develop guidelines for gender-sensitive programming and the gender-focus women-

focus livelihood resilience component of the project. Partners were involved in planning and monitoring 
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and the programme was still ongoing at the end of April 2015. Reports reviewed showed a strong sense 

of agency and ownership in the project. 

Partner feedback was positive in the reports and there seems to have been a good balance between 

cooperation, complementarity, coordination and trust. In meeting notes and reports there is evidence that 

partners escalated any issues and concerns and shared feedback confidently to further strengthen 

cooperation. The partnership component of the response was congratulated by senior management and it 

was recognised that the work in Sierra Leone offered a good platform to promote further collaboration. In 

a senior management visit report
16

 it was noted: 

All work on three CCCs (construction of CCCs and installing WASH facilities) has now been 

completed except for an upgrade of one CCC which is due to be finished within the next week. It is 

impressive to see what Oxfam achieved in partnership with medical partners: IRC, MDM, IMC and 

Medair and we can be very proud of their work. Conversations with the IRC team in Port Loko 

(Masaika) and in Freetown (John Thorpe) spoke of how each agency had worked to bring their 

skills together, Oxfam adjusting earlier designs to follow medical advice. There were hiccups along 

the way but these were addressed amicably and constructively which led to a very good working 

relationship between both. The two CCCs which were visited had received around 40 -50 patients. 

Both IRC and Oxfam are talking about continuing to partner in the future as both agencies want to 

support PHUs. Oxfam aims to rehabilitate WASH facilities in PHUs and provide basic IPC whereas 

IRC wants to support staff with medical training/mentoring and medical supplies. Given the 

excellent relationship achieved at country level with both IRC and MDM in particular, there is a real 

opportunity to formalise it into a more strategic global partnership and ensure we are better placed 

to work with medical partners were there to be another disease outbreak in the future in a different 

part of the world.  

The success of the initial partnerships is further demonstrated in the development of the second 

partnership agreement with BRAC on EFSVL, which allowed for joint programme development and 

assessments drawing on strengths from both organisations and which BRAC noted created linkages with 

ongoing development programmes for both organisations. This project proposal funded by DEC II also 

shows improvement in setting out the roles and responsibilities of each organisation although these were 

also articulated for all partners in the Emergency Response to the Ebola Outbreak project. 

There is no documentation of working with national NGOs and assessing their capacities and it is unclear 

if they existed. In the document ‘Our Work in Kono’ it is stated that: 

Oxfam has handed over their activities to Muloma Women’s Development Association (MUWODA) 

a local NGO that promotes the socio-economic development of rural women and to encourage the 

participation of rural women, adolescent mothers, sex workers, and war-affected children in the 

socio-economic development of the country. 

If that was the case it is not clear what preparation or support went into the handover of activities that 

would be of concern. 

Relationships with national CBOs as partners are documented in sitreps but there are no assessments or 

agreements for those partners. In fact there do not appear to be records for all partners mentioned in the 

sitreps, including IMC, local partners in the communities or advocacy partners, and the status of 

partnerships is unclear. Training is mentioned and working with government teams, such as the District 

Health Management Teams, but in the absence of formal agreements it seems that these were partners 

with whom there were no financial agreements. It would be useful to document the list of formal and 
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informal partnerships and to develop lessons learned on working with medical agencies. For example, 

Sitrep 30 (22/4/15) demonstrates the ambiguity: ‘Working in partnership with 2 CBO from Bombali 

Sembora chiefdom (NACORS and CPWC) A total of 1 coordinators (DHMT), 20 supervisors and 545 

CHC were selected and trained target a population of 163,000 people’.  

9.1 TOWARDS A JUDGEMENT ON THE 

STANDARD 

This quality standard has been scored 2. Partner documentation demonstrated assessments of partners, 

clear expectations and outcomes for Oxfam and partners, and ownership of programmes by partners who 

submitted proposals and reported against their specified outcomes, submitted proposals and reports. 

Support was provided to partners, although not described as capacity building and partners contributed to 

the project with their expertise and existing capacity in a complementary, but mutually respectful, 

relationship. The feedback demonstrated trust and confidence in the partnerships and was positive. 

Capacity-building plans and initiatives were not documented as such, but that was probably due to the 

fact that the partners were international organisations. There were no national partners, and the 

suggestion of handing Oxfam programme activities to Muloma Women’s Foundation without the 

partnership assessments, agreements or a capacity-building plan in place reduces the score. 
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10 QUALITY STANDARD 7: 
CONFLICT SENSITIVITY AND 
HARM REDUCTION 

Table 10.1: Score – Conflict sensitivity and harm reduction 

 Met  Almost Met Partially Met Not Met 

Programme is considered 

a safe programme: action 

taken to avoid harm and 

programme considered 

conflict sensitive 

 2/3   

Requirements to fully meet the standard: 

• Assessments look at safe access to services and other protection issues. 

• Documented evidence that programmes identify and respond to protection issues and unintended 

negative effects, including potential abuse by staff and people’s safety, security, dignity and rights. 

• Protection issues identified by other actors acted upon. 

• Protection expertise called in when programme requires it.  

• Technical teams do ‘safe’ programming (avoid negative effects and are conflict sensitive). 

• Advocacy strategy includes protection and action is taken. 

It is clear from documentation that in a response so immersed in a high-risk environment there are a large 

number of protection issues, and for this reason Oxfam repeatedly mentions its attention and adherence 

to Do No Harm Principles and mainstreaming of protection in proposals. There are some referral activities 

and awareness raising, community sensitisation and mobilisation to discourage and eliminate high-risk 

behaviours.  

There is good documentation of high-risk behaviours and understanding of the protection issues in the 

communities, but these are often documented in the PHP related learning and monitoring. For example in 

the Summary of Research for PL team 050415, a whole range of behaviours are documented as high risk 

and the programme reports and documents suggest a high level of awareness of the need for safe 

programming. There is also a strong awareness of the punitive behaviours by authorities and high levels 

of stigma, both of which lead to high-risk behaviours. A sample of the issues named in the summary 

research document are: 

• Family members forcibly removed, no information on life/death or burial.  

• Mass burials and lack of burial options for first eight months of response – only now are they being 

respected.  

• Communities had set up their own check points and prevention approaches, but lacked information. 
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• No HH or CHC could actually explain what happened inside treatment centres.  

• Lack of information leads to the creation of myths/rumours that increase fear and fill gaps. 

• Quarantine and byelaws are accepted as means to protect households and community.  

The CHC Contribution paper of 6 April demonstrates how Oxfam’s programme contributes to reducing 

high-risk behaviours:  

‘The use of sensitisation (supported by bylaws) is seen by all participants as the solution to stop 

high-risk behaviour. While households cannot distinguish between sensitisation that was the result of 

Oxfam CHVs and other organisations present in the area, the community-based sensitisation 

approach is perceived by households as contributing to the reduction of high-risk behaviour and 

increased willingness to seek treatment. 

When asked how to improve behaviour in other households that are still practising high-risk 

behaviour, participants explained that you needed to speak with them further. 

‘You just have to talk with them, keep explaining and explaining. Some people you have to go back 

every day and make them listen, but finally they do’ – Female participant  

There is a general recognition by households and CHVs that the information provided has helped 

them to better protect themselves and reduce Ebola and that this is information they did not have 

before.  

‘I like sensitisation because it helps us to save our own lives, only then can we recognise the 

symptoms and then we will know what to do. Before we did not know what to do, we were just 

scared, but did not know the cause or the treatment, but the information we receive and share, it 

helps us make the choice to call 117’ – Female respondent (7.1)’ 

In the Oxfam commissioned rapid gender assessment the risk to women and girls of sexual gender-

based violence is highlighted, especially in the CCC wards where men and women are mixed and there is 

little privacy. ‘There also seems to be a lack of discipline and rule of law with regards to enforcing 

quarantine rules. From direct observations by interviewers, many quarantined households do not heed 

the quarantine laws and move about freely, stubbornness is evident and there are also seemed to be 

many street-trading children. This could be attributed to the fact that virtually no schooling activity is going 

on, which puts them at risk of sexual harassment and possibly, more contact with the EVD and other 

dangers.’  

The Team Leaders’ Meeting – Gender & EVD Assessments Dissemination Key Findings, 

Recommendations and Recovery Planning of 18 March 2015 also includes good analysis. Other Oxfam 

assessments and trip reports do not draw attention to protection issues and safe programming.
17

 

In terms of external reports heed was taken of protection issues in the final report of the multi-sectoral 

gender impact assessment launched 24 February 2015 and efforts were made to address some of the 

issues arising. 
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Table 10.2: Consideration of Issues Related to Conflict Sensitivity and Harm Reduction 

Issue raised in Final Report of the Multi Sectoral 

Gender Impact Assessment 

Oxfam programme evidence of consideration of the 

issues 

The respondents described their removal from their 

homes as being in their own words: ‘traumatising, as 

if they were criminals.’ This experience was for 

men, women and children alike. Respondents 

reported that children who were removed and 

transferred to holding centres were unaccompanied 

and this separation was especially haunting their 

parents/guardians and in particular where none of the 

family members subsequently survived EVD. They 

reported lingering unanswered questions around 

whether it was death due to Ebola or other means. 

The fact that these dead family members did not 

return to give their own accounts made it harder for 

remaining family members to understand EVD. 

Story gathering and advocacy objective ‘People 

affected/at risk receive adequate support, their human 

rights are protected and the response is gender 

sensitive’. 

Female respondents mentioned in particular, their 

negative hospitalisation in which women, men., boys 

and girls patients were all put in the same ward 

(without segregation and with no due regard that 

some were on their menstrual cycle; some were 

expectant, some were old/young and all required 

dignity). In their own words, women reported feeling 

‘particularly mishandled, exposed and naked’. This 

experience was not accompanied by any 

psychosocial counselling or support to explain to 

them what was happening and what they could 

expect. Being bundled in the same small vehicle –10 

people in an ambulance with total disregard of their 

possible EVD status – was a traumatising experience 

and they reported that this led to their isolation and a 

sense of rejection and of being treated like criminals. 

Many said that they went in depression. This is not to 

mention the gender issues, such as the fact that 

women and girls did not have sanitary pads or water 

with which to wash themselves on their way to being 

transferred from their homes to holding and treatment 

centres and those on their menstrual cycle at the time 

of extraction from their homes to holding centres were 

treated as if they were bleeding from EVD and 

suffered and felt serious indignation. 

Safe Isolation Logframe of 13/2/15 there is an outcome to 

address some of the above issues: 

 

Programme Outcome: Targeted urban and rural 

communities in Sierra Leone benefit from early, safe, 

humane isolation of suspected Ebola case. 

 

From the qualitative methodologies, respondents 

reported that women and girls in quarantined homes 

had to negotiate with guards who were uniformed 

military or police stationed to guard their homes to get 

out of their homes to go fetch water or firewood with 

which to prepare food that was supplied to 

quarantined homes. The negotiation included paying 

the guards with money or in kind by returning favours 

Sitrep 19: Protection issues include cases of children 

being quarantined without anyone to care for them and 

one case of a woman and her children isolated by the 

community (not the surveillance team) without any 

provisions. The protection pillar is dealing with cases as 

they arise. 

 

It informed the transition plan developed in March 2015: 



Humanitarian Quality Assurance: Evaluation of Oxfam’s Humanitarian Response to the West Africa Ebola Crisis: 
Sierra Leone 55 

for letting out the women and girls in quarantined 

homes. The in-kind return of favours included sexual 

favours or giving food or other valuables to the 

guards. This act would have had a direct implication 

for the spread of EVD and for household safety and in 

particular the wellbeing of female household 

members. 

Oxfam’s programming will continue to promote an 

integrated protection approach and strengthen internal 

staff capacity to identify protection risks, document cases 

of exploitation in the communities in which we work, while 

reacting in a timely manner through appropriate reporting 

lines. Further, to address protection cases through 

partners, while exploring opportunities to advocate for 

culturally appropriate referral systems (avoiding case 

management) in line with the overarching objective of 

building resilient health systems. In particular, existing 

programme interventions will be revisited in the light of 

Oxfam’s safe programming approach, including practical 

activities, such as ensuring the increase of women in 

WASH and cash transfer committees, generating safe 

community consultation practices and inclusive 

complaints mechanisms. 

 

It will continue to promote advocacy on rights of people in 

quarantine. 

Further good examples of Oxfam responding to protection needs include: 

Community mobilisation and sensitisation is very aware of and responsive to safe programming and 

CHWs and CHVs share issues and concerns with Oxfam. Referrals appear to be sensitively handled with 

consideration given to sensitivities and fears of communities. 

Gathering evidence and acting upon it also played an important role in the Oxfam programme: MDM in 

their quality survey template includes a question on protection: ‘For females only: Did you suffer any kind 

of violence from males inside the CCC?’ The responses documented in the survey analysis report were 

that ‘Females were required to reply to a question regarding GBV inside the CCCs; among them, 22 

women replied no to this question. 1 person said yes, 2 women did not reply to this question. However, 

when inquired which kind of GBV, the woman did not provide an answer to this question.’ This response 

led to an action point ‘Ensure that women are in a safe environment, and do not experience GBV’. 

The WASH Transitional plan, from which the extract below is taken, has a section on gender and 

protection: 
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Oxfam’s programming will continue to promote an integrated protection approach and strengthen 

internal staff capacity to identify protection risks, document cases of exploitation in the communities 

in which we work, while reacting in a timely manner through appropriate reporting lines. Further, to 

address protection cases through partners, while exploring opportunities to advocate for culturally 

appropriate referral systems (avoiding case management) in line with the overarching objective of 

building resilient health systems. In particular, existing programme interventions will be revisited in 

the light of Oxfam’s safe programming approach, including practical activities, such as ensuring the 

increase of women in WASH and cash transfer committees, generating safe community consultation 

practices and inclusive complaints mechanisms. 

Future programming will require a strong integrated protection protocol under the auspices of ‘safe 

programming and equity’ in humanitarian settings. This practical element will require working closely 

with communities to address and eliminate SEA through power dynamics that not only affect 

women’s safety, equity and access to water, but also have a strong link with livelihoods in relation to 

the distribution of goods and food at household level and the link with malnutrition.  

To reduce queuing time, fitting additional taps to the water point (dependent on source 

productivity) will be one enabling factor to reduce such incidences as well as appointing more 

female water point monitors or, as the study suggests, ‘keeping the financial management chain 

from the care taker to the money collector and treasurer reserved for women’. It is advisable to 

review the list and cross check the effectiveness of water point operators as well as the 

community management structure as a whole.  

Training of all Oxfam staff on humanitarian principles, reporting and dealing with such incidences is 

essential. 

A review of water management committees and how they are established, managed and monitored 

will require close collaboration with protection and gender colleagues. 

Unfortunately, however, there are no protection staff embedded in the programme plans and there was 

no evidence of visits from Global Protection Advisers to the programme. Despite referral activities and the 

high risks associated with the crisis in terms of protection and gender, it is a concern that there are no 

dedicated expert resources to support the commitments to protection and safe programming. There is 

also no mention of safeguarding, background checking or training those staff and partners working with 

children. 

There is, however, good evidence of awareness of the Oxfam Code of Conduct in the partner 

documentation and the protection standards of staff being well communicated. 

There is also no conflict sensitivity analysis that would be beneficial, especially in understanding the 

dynamics of the communities in quarantine and given the history of the country. It would still be useful to 

map power dynamics in the post-Ebola context to see what shifts have occurred since the development of 

the Country Strategy and the analysis done at that time.  

10.1 TOWARDS A JUDGEMENT ON THE 

STANDARD 

This indicator has been scored 2, as per the criteria. There is good evidence of awareness of safe 

programming and understanding of the protection issues and of good practice. Protection issues are 
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evidenced in advocacy messages and papers. There is no evidence of training of staff at CHWs and 

CHVs on protection and there has been no technical support of protection and safe programming in a 

high risk programme where Oxfam’s expertise could be most beneficial. Protection is not included 

explicitly in budgets or staffing plans. 
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11 QUALITY STANDARD 8: 
GENDER 

Table 11.1: Score – Gender 

 Met  Almost Met Partially Met Not Met 

Programme (including 

advocacy) addresses 

gender equity and specific 

concerns and needs of 

women, girls, men and 

boys 

3/3    

Requirements to fully meet the standard: 

• Gender analysis carried out, well documented and a strategy written. 

• Evidence that this is used to guide design and delivery.  

• Sex disaggregated data collected, reviewed and used to make appropriate adjustments. 

• Programme and advocacy planning addresses needs, roles and power relations of men and women.  

• Evidence that programme contributes to gender equity (services provide for men/women needs as 

appropriate). 

• Gender minimum standards used and adhered to.  

• Programme partners with capacity and support to mainstream gender throughout the programme 

cycle. 

Gender is included in a number of programme and advocacy strategy documents and there is evidence 

as outlined in the table below that gender is included in strategy development and vision. There is not a 

separate gender strategy for the Sierra Leone Ebola Crisis Response. It was frequently recognised that 

the crisis impacted more on women as a result of their care-giving role and of their vulnerabilities. 

Table 11.2 provides examples of where gender has been integrated into strategies and plans in response 

to the Ebola crisis. 
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Table 11.2: Integration of gender into strategies and plans  

Examples Document 

8.4 Gender mainstreaming 

• Gender is cross-cutting across all of our activities.  

• CHW are mainly women: 312 out of 385 CHW are women.  

• The media strategy will include the impact on women. 

• Working with 50/50, a civil society organisation aimed at supporting 

women’s rights 

Sierra Leone Ebola 

Response Plan 20 August 

A comprehensive training manual will be developed focusing on 

community dialoguing and listening, humanitarian standards and soc 

mob SOPs, monitoring, supervision, accountability, the development 

and use of explanatory messages in mobilising communities as well as 

gender and protection. 

Getting to zero Cases – Way 

forward for Public Health 

Promotion in Oxfam’s Ebola 

Response 

April 2015 

Research and analysis on the gender-approach to the response, with 

recommendations for improvements. 

Ebola Crisis Strategy 6/11/15 

A gender equality approach is mainstreamed throughout the Ebola 

response and sex disaggregated data is used to inform programming. 

A Rapid Gender Assessment in four of Oxfam’s operational areas has 

been completed in January 2015 and Oxfam supported a Multi Sector 

Impact Assessment of Gender Dimensions of EVD in Sierra Leone, 

which was completed in February 2015 by UN Women, the Ministry of 

Social Welfare, Gender and Children’s Affairs and Statistics, Sierra 

Leone. 

Ebola response and 

transitional strategy April 

2015 

Objective 3: To mitigate the secondary effects of the Ebola epidemic 

by responding to emerging needs and vulnerability in food security, 

livelihoods, protection and gender equality. 

Oxfam will be addressing women’s needs by (i) building community 

awareness working alongside women’s groups and (ii) by targeting 

messages and distributions to women, taking into consideration 

different literacy levels. We also collaborate with women’s 

organisations like 50/50 to provide direct assistance and advocacy on 

the specific challenges faced by women and men in this crisis. 

Ebola response and 

transitional strategy April 

2015 

Exit strategy: Oxfam is strategically placed to build upon its Ebola 

response to expand previous rural and urban WASH work, extend its 

engagement with medical partners in health systems strengthening, 

develop its gender work, and continue longer-term livelihoods support 

transitioning into Economic Justice. 

Ebola response and 

transitional strategy April 

2015 

Advocacy, Campaigns: 

People at risk/affected by Ebola receive adequate support: human 

rights of survivors and quarantined families are protected, and the 

response is gender-sensitive.  

Ebola response and 

transitional strategy April 

2015 

The existing high rates of malnutrition in children are most probably 

also linked to care practices and gender roles. Part of the longer-term 

programming should look into the intra-household dietary diversity and 

gender as an aspect of malnutrition particularly for pregnant women, 

lactating and children. Other aspects are likely related to the 

continuous recurrence of malaria, worms and watery diarrhoea in 

WASH Transitional Strategy 

April 2015 
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children. 

A gender risk analysis should form part of the planning and design and 

perception/use by women.  

WASH Transitional Strategy 

April 2015 

There is a good level of gender analysis in the documentation with a Rapid Gender Analysis and of 

gender within the WASH strategies and assessments of the CHC Contributions in the Paper of 6/4/15, 

Draft Learning Social Mobilisation review report April 7 2015 and the research of the Port Loko team of 

April 2015 as well as from external assessments such as the Final Report of the multi-sectoral gender 

impact assessment and IASC Humanitarian Crisis in West Africa (Ebola) Gender Alerts.  

The analysis draws on the experience of the CHWs and CHVs, the CHCs and is reflective of practice and 

experience in programmes. Overall the analysis points to the increased vulnerability of women in the 

crisis due to their role as care-givers and due to the power dynamics that expose them to increased risk. 

An example of the first is found in the rapid gender assessment, which states that the general consensus 

is that cultural and traditional beliefs play an important and vital role in the spread of the EVD. Washing 

and intimacy with dead bodies, tactile ceremonies for burials, hugging and handshakes, are some of the 

traditions embedded in societies and individual mindsets. It is traditionally women who take on these roles 

and their exposure to Ebola is thus increased. 

In terms of power dynamics, the rapid gender assessment notes: ‘From a gendered perspective, the 

issue of decision-making plays a vital role in the number of positive cases of women, and more especially 

the number of women who are dead, as a result of the EVD. A woman normally would not leave her 

house to go to the hospital without the consent of the husband and on the other hand the man cannot be 

told by the wife to go to the hospital as it is perceived to be an insult on the part of the husband to take 

commands or instructions from his wife. This is a belief and has always been the practice.’  

In the advocacy strategy there is a call for a gender sensitive approach, but gender and power dynamics 

are not consistently referenced in all activities. 

The Multi-Sector Gender Dimensions Impact Assessment of the Ebola Virus Disease on the people of 

Sierra Leone also evidenced the analysis:  

The pre-existing unpaid care work of women at household and community levels as well as the 

gendered division of labour, have led to women bearing the brunt of the EVD outbreak as 

supported by empirical data from this study. The assessment revealed the disproportionate risk of 

infection and mortality between women and men from EVD (see Figure 3 below), which according 

to the assessment indicates that more females were infected. This differentiated impact is traced to 

gender norms and behaviour that perpetuate gender inequality. Because of this, the EVD outbreak 

poses an unprecedented challenge in the overall achievement of gender equality and women’s 

empowerment.  

And:   

Women were additionally abused and mistreated – being called names and treated as if they had 

bad omen – being regarded and treated as if they were responsible for bringing Ebola to their 

families. Many were violently abused before they were chased from their homes having been 

regarded as ‘witches’. 

Oxfam contributed to the impact assessment as one of the collaborators and is acknowledged for its 

contribution, ‘Oxfam GB, who worked diligently round the clock in conceptualizing the need for the study; 
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designing and testing the study tools; training the enumerators; supervising data collection, analysis and 

disaggregation by sex and production of the report.’ This and the Rapid Gender Assessment offer many 

more examples of analysis of the particular vulnerabilities related to gender in the Ebola crisis. 

The assessment also developed practical tools and processes for generating sex disaggregated data and 

generated sound empirical data which would contribute to a stronger analysis of gender in relation to the 

Ebola crisis to guide not only the design and delivery of Oxfam programmes but also those of other actors 

in the response. Sex disaggregated data and mainstreaming of gender are evident in the Oxfam 

programmes. 

For Oxfam examples of analysis feeding into design and delivery could include awareness of the context 

whereby Oxfam acknowledges that its work in the recovery phase and targeting should be informed by 

the understanding of sexual division of labour with women as care-givers in the homes, traditional 

healers, birth attendants and in the health sector as well as agriculture and petty trade and mining. Their 

limited decision-making power on many levels should also be considered according to the Team Leader’s 

Meeting – Gender & EVD Assessments, Dissemination Key Findings, Recommendations and Recovery 

Planning of 18 March 2015 document. This paper also suggests that ‘The CHC have propelled women’s 

participation at the community level. In the context of ending incentive payments to volunteers recovery 

programming could consider maintaining mobilisation around Cholera prevention, link up with upcoming 

livelihoods programming or working around political participation.’ 

Efforts were made to evidence that the programme contributes to gender equity (services provided for 

men/women needs as appropriate) so that in public hygiene promotion there was development of specific 

gender messages targeting women and men separately and that the integration into public health 

programme was gender sensitive within the Band Aid funded project in Bombali. In Port Loko under the 

OFDA funding project with IRC Oxfam reported on having trained in the CHC 296 (257 male and 39 

female) and in the CHC in Freetown (Gender/Age) 615 CHC trained (390 female and 225 male), which 

was unusual given that despite best efforts it was difficult to achieve a majority of female health workers. 

Programme partners were supported in mainstreaming gender and as mentioned previously an example 

is BRAC, which valued Oxfam’s support in this area, and international partners referred to Oxfam’s 

gender expertise in mainstreaming. What is not clear is if Oxfam used local gender partnerships from 

before the emergency with a knowledge and understanding of the context and access to communities 

and built on this experience to support gender in the Ebola crisis. The Draft Learning Social Mobilisation 

review report April 7 2015 noted that ‘In Sierra Leone Oxfam worked mainly through the CHCs – many of 

the members were very young. Similarly, in Liberia many volunteers were also young and consisted of 

youth group members. In discussions, religious leaders and women’s groups said they felt left out despite 

the fact that the CHCs did sometimes try to work through them. In addition informal carers, such as 

traditional birth attendants – both trained and untrained – might also have been a key group to work with 

as older women especially will often be members of secret societies and will play key roles in rites of 

passage, such as birth and death.’ 

The gender minimum standards in emergencies were not referenced in the documentation and it is not 

evident which of these were upheld, but the programme documentation would suggest that most if not all 

of them are. Gender is evident in the budget in terms of activities, including within sector plans, and there 

is a Gender Coordinator post and Gender Officer posts in the field offices.  

The advocacy strategy promotes a gender sensitive approach to the crisis, but more use could have been 

made in the documents and messages produced to link this better to programmes and build on the 

Oxfam experience. 
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11.1 TOWARDS A JUDGEMENT ON THE 

STANDARD 

This indicator has been scored 3, fully met. A gender strategy had not been developed by April 2015, but 

gender was included in other strategy documents, although there is insufficient evidence that gender was 

embedded into advocacy work. More systematic and explicit documentation would demonstrate explicit 

intent on behalf of the programme team to meet the gender standard and would have been helpful. 
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12 QUALITY STANDARD 9: 
VULNERABILITY 

 

Table 12.1: Score – Vulnerability 

 Met  Almost Met Partially Met Not Met 

Programme addresses 

differentiated needs of 

clearly identified 

vulnerable groups
18

 

  1/3  

Requirements to fully meet the standard: 

• Differentiated vulnerability analysis/assessment data identify especially vulnerable groups, and used to 

inform design and appropriate actions to meet their specific needs (link also to standard 7 and safe 

programming). 

• Evidence of balanced representation of vulnerable people in managing assistance provided and 

ongoing feedback/consultation.  

• Evidence that intervention design and delivery ensures vulnerable groups have full access to 

assistance and protection services. 

The Sierra Leone Cholera Contingency Plan updated in May 2015 identifies that the vulnerable groups 

are children under five, men who work and/or eat away from home, urban slum dwellers, and female 

caregivers. The Sierra Leone Ebola response plan of 20 August mentions those groups specifically 

identified as vulnerable by the Sierra Leone Ministry of Health and Sanitation during the initial phase of 

the Ebola outbreak. They named women and children as the most affected due to their care-giving role 

when someone is ill. This in fact led to further vulnerability until awareness messages were successfully 

disseminated to explain the dangers associated with caring for the sick and dying as risks of transmission 

are so much higher for care-givers at home or in the communities. 

However, those that are most at risk in the community were, by the time of the response plan, identified 

as: 

• Dwellers in slum areas where there is a higher population concentration. 

• Children and teenagers that may not adopt prevention measures. 

• A segment of population that, due to either low levels of education or specific beliefs, are sceptical 

about Ebola and decide to keep and treat the sick person at home without informing the authorities 

and/or leave the dead body in the bush creating a high risk of contamination.
19

 

In the same document Oxfam pledged to support the identified vulnerable groups, and did so as 

demonstrated in Table 12.2.  
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Table 12.2: Oxfam support for those identified to be most vulnerable to EVD infection 

Support committed in the strategy Evidence of support given 

• Giving priority to slum areas for any 

intervention through DHMT planning with 

Community Heath Workers and trained 

volunteers 

Sitrep 29: Peepoo kit distribution was rolled out in 

two quarantine communities where it was difficult 

to set up an emergency facility due to crowded 

and congested housing in the area; 21 families in 

Crab town, a slum area located on reclaimed land 

along the ocean area benefited, and assessments 

made in Kroo bay (Freetown), also a slum and 

populous community.  

Evidence of working with DHMT in sitreps but no 

specific reference to prioritising slum areas 

through interventions with them. 

• Visual messages through poster, cartoons, etc 

for people who are illiterate. 

One of the earliest activities and reported on in 

Sitrep 7 

• Messaging through jingles, radio discussion 

groups and via mobile technologies. 

Examples in Sitreps 7 and 9 

As time went on, the understanding of vulnerable groups expanded to include those in quarantined 

communities, female-headed households, EVD survivors, orphans, children (6–18), older people, 

chronically ill people, people with disabilities, and pregnant and lactating women.  

Those in the above categories in quarantined communities were targeted by Oxfam in the DEC Phase II 

Narrative for EFSL interventions along with men and women. 

‘Oxfam is the first agency to define this category of EVD affected people, and has been working in 

partnership with other EVD response actors to strengthen social mobilisation on EVD and set up 

WASH facilities in order to provide clean and safe water to affected community, as well as limited 

cash transfer for basic food needs, to quarantine households at the onset of the quarantine period. ’  

Those vulnerable households that were in quarantine were found to have even less access to food and 

lower capacity of their support network as the entire community was quarantined. 

The proposal
20

 specifies: 

In terms of food security and livelihoods, two major issues are currently affecting the most 

vulnerable households in villages where there were quarantined households. The first is that 

extreme poor households have less access to food, because of a lower capacity from the entire 

community to help them. The second is that very poor and poor households have no financial 

capacity to stabilize and resume their livelihoods. More generally, the resilience of women, who are 

at the centre of the household food security, needs to be improved, especially in regards of post-

harvest management and food processing. These needs are partially covered for the EVD 

survivors but the ones of the rest of the population having been affected by quarantine are not yet 

covered. 

Thus, extremely poor households, who can barely sustain livelihoods, such as people with no 

access to land, female-headed households, elderly and disabled (approximately 15% of the 

population), are in need of rapid support during the coming lean season which is likely start sooner 

than usually. 
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The Ebola Virus Disease (EVD) has led to a higher increase in female headed households (15%) in 

comparison to 8% in male headed households
21

. In general, women have difficulties to access to 

land, in particular female widowers ore often not allowed to inherit land, are stripped off their 

property by male relatives or pressured into selling land by communities, these cash grants aim to 

target predominantly women in very poor households and in conditions of vulnerability. 

In the Active Case Finding and Contact tracing work there was interesting learning identified in the Draft 

Learning Social Mobilisation review report 7 April 2015, key highlights include: 

• It is important to prioritise the most influential and/or high-risk groups and work directly through them 

with trained facilitators rather than expect community members with only limited training to do this 

facilitation. Working with a variety of groups also mitigates the risk of only one group having access to 

aid resources and power.  

• People knew and trusted the volunteers, and this was an important success factor as some vulnerable 

groups were difficult to trace, such as sex workers, drug users and mobile populations, sometimes 

from neighbouring countries, all of whom might resist disclosing ill health. 

The recent research carried out in Sierra Leone and led by HD has pointed out the importance of working 

with key risk groups, and it is vital to identify these as early as possible through in-depth assessments. 

For example Koinadugu is known for its indigenous healers with people coming across the country to 

seek help from them and it might have been useful to have worked with this group to find ways to ensure 

that they could protect themselves and refer people that had Ebola-like symptoms.  

Given Oxfam’s history and experience of Sierra Leone there is no apparent discussion or connection 

between working with vulnerable groups in the Ebola crisis using the knowledge and experience of the 

team in Sierra Leone in working with vulnerable groups. 

12.1 TOWARDS A JUDGEMENT ON THE 

STANDARD 

This indicator scored 1 as it partially meets the criteria. Levels of vulnerability were high in the context of 

the Ebola crisis and there was no clear distinction or understanding of the vulnerable groups as opposed 

to people experiencing vulnerability, and therefore the classification of people towards vulnerable groups 

became ever broader. However, Oxfam made concerted efforts to identify the vulnerabilities of the groups 

it was working with. There is no evidence of balanced representation of vulnerable people in managing 

assistance, but it was advantageous that the CHWs and CHVs were from the communities and were 

better able to identify and access those groups, hopefully leading to better meeting their needs. There is 

no specific evidence that the vulnerable groups have full access to assistance and protection services. 
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13 QUALITY STANDARD 10: 
PREPAREDNESS 

Table 13.1: Score – Preparedness 

 Met  Almost Met Partially Met Not Met 

Evidence that 

preparedness measures 

were in place and 

effectively auctioned 

 2/3   

Requirements to fully meet the standard: 

• Contingency plan in place, updated regularly and used. 

• Risk and resilience analysis used to design programme, including: 

• Power analysis 

• Environmental Impact analysis 

• Climate Change Analysis 

• PCVA reports  

• Evidence of links to existing preparedness programmes 

• Staff database in place with surge capacity.  

• Emergency response team responded.  

• Evidence of success of preparedness programmes on current response.  

Oxfam had good experience of responding to a number of emergencies experienced by Sierra Leone in 

its recent past. There had been cholera outbreaks in 1994, 1995, 1998, 1999, 2006, 2007 and a large 

country-wide cholera outbreak in 2012–13. There had also been floods in Pujehun in 2005. The Country 

Strategy had an objective regarding emergency preparedness and increasing livelihood resilience formed 

part of Objective 3. 

Country Objective 3: 

1. Reduce vulnerability and respond to emergencies in Sierra Leone either directly or through 

partners through implementation, capacity building and advocacy 

The country strategy also talks about a humanitarian contingency plan for Sierra Leone to respond to 

cholera and floods being developed separately, and it is understood that this document was the Sierra 

Leone Cholera Contingency Plan developed in 2013 and revised and updated in May 2014. The 

Evaluation Report states that the team had rejected a suggestion in July to strengthen the plan and widen 

it to Ebola, and that the team had not used it to inform the response to the Ebola crisis. In contrast, other 

consortium members had reviewed their plans and all, apart from Oxfam were mainstreaming Ebola in 
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their PHP work, and some were also doing a clinical response according to the trip report of the HD PHP 

Adviser. She had also recommended reviewing the contingency plan to include mainstreaming messages 

on Ebola, but this was not done. 

The contingency plan for cholera could have usefully been used to accelerate the response to Ebola in 

August when Oxfam decided to respond, but this was not done. There is also no report of contingency 

stocks from the cholera contingency plan having been used. The response to the Ebola crisis seems to 

have been reluctant. Some measures had been taken as early as June/July to ensure staff safety and the 

PHP who had visited the country from 23 June–3 July 2014 to support the consortium PHP and induct the 

short term consortium adviser had had a discussion with the team on Ebola and had made the following 

recommendations:
22

 

Ebola 

A one hour Ebola learning event was held with enthusiastic Oxfam staff and the following key 

actions were agreed: 

Ensure hand sanitisers are in all Oxfam vehicles – Kennedy 

Install hand-washing stations in 2 strategic locations in the office by Wednesday 2nd July – 

Lawrence and Abie  

Ensure the security guard request staff and visitors to wash hands at the hand-washing stations in 

the office – Kennedy 

Source funds for printing of Ebola posters for the Urban WASH communities – Gillian 

Create a folder on O/drive for Ebola correspondence – Cliff 

‘Review existing Ebola contingency plan to include mainstreaming messages on Ebola 

prevention and identification in Oxfam intervention area. Element of basic surveillance can also be 

include in the CHW and Kombra Tok task. This will be both beneficial to Oxfam staff and the 

community at large.’ 

A cholera simulation exercise had also been done at the time with the Key Country Coordinator the 

conclusion of which was: ‘The overall impression was that they were good in communication with the 

region and HD, but not with the WASH team and could do more with designating someone to be in 

charge of internal communication. An action plan about how to be better prepared was agreed with the 

country team (see KCC report for details).’ This does not appear to have been used either in the 

response to the Ebola crisis.  

As the lead agency for the Urban WASH Consortium in Freetown, Oxfam has a role that includes a 

degree of preparedness and potential response activities in Freetown. Furthermore, as Sierra Leone is a 

Key Country, the expectation for emergency preparedness is high and it is difficult to understand why the 

preparedness for this emergency seemed so poor, other than that it was initially perceived as a health 

emergency, which was out of the scope of Oxfam’s expertise. Given Oxfam’s PHP expertise and the 

nature of the epidemic this is surprising, indeed links between the experience of Oxfam and its 

programmes in-country and the Ebola response were very weak. The contingency plan had at least 

prepared the team in understanding their capacity to respond to emergencies and that surge capacity 

would be required for anything above a Category 2 response. The plan had also mapped out other actors, 

partners’ capacity and competence. It also explained the architecture of government preparedness, 

detailing there was a National Preparedness and Disaster Management Policy, that the Disaster 

Management Department sat with the Office of National Security, and explained the other ministries and 

departments with which it worked. There was an understanding of the need for a staff database for surge 
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capacity, although this was not in place – partly due to the fact that there had not been a WASH 

coordinator in post for some time. 

In the Ebola Response Framework of 12 August, preparedness was part of the overarching goal. 

Overarching goal – Stop transmission of Ebola virus in affected countries through the delivery of 

effective, evidence-based outbreak control measures, and prevent the further spread of Ebola virus 

disease through strengthening epidemic preparedness and response measures. 

Preparedness and resilience measures did, however, feature in a number of proposals and reports once 

Oxfam had a clearer vision of its role in the emergency, some examples of which follow. 

DfID Ebola proposal Dec 12 

• Risk of needs growing/changing beyond agency response capacity 

This risk is low probability. The needs are indeed changing and the expected scale relies on the 

epidemiologist analysis and foreseen side effects of the outbreak. Oxfam is programming based on 

different scenarios: how to support emergency preparedness and response, and alternatively, how to 

ensure that emergency health needs regarding Ebola also serve the long-term health needs of the 

people. Oxfam has a Resilience and Response team in place to support the further scale up of the 

response, international surge staff have already been deployed to directly support programme 

implementation and allow for a rapid and smooth scale-up of response activities, and additional 

support is available if needed. 

• Staff capacity limitations, such as difficulty of hiring required staffs impact project activities 

The risk is high. To help mitigate it, Oxfam has instituted Ebola SOPs to ensure staff health and safety is 

clearly centred as part of this response. The Oxfam SOPs are overseen and maintained by Staff Welfare 

Managers in-country. Furthermore, Oxfam policy has been adapted to the given situation in terms of 

contract length, R&R etc. Oxfam also has a global pool of humanitarian staff available to be 

deployed to support any given crisis. The prepositioned Resilience and Response team draws on, 

and maximises staff from registers and secondments from Oxfam programmes.  

Mid-term report IOM Emergency interim care project March 2015 

Alternative distribution options were discussed during the lessons learned workshop organised at the end 

of February in Freetown with ACF, IOM, project teams and community volunteers. Parallel discussions 

were held in Port Loko and Bombali about investing rather in preparedness and as such providing 

training to PHU staff and pre-position the stock at PHU level channelled through the DHMT and/or 

pre-position kits at safe isolation centre level. In both project areas, these options were perceived as 

most appropriate in the given context.  

Oxfam section of the IRC Proposal DfID 

Partnership with IRC: As part of this partnership, Oxfam will be responsible for the construction of four 

Community Care Centres (CCC) with a capacity of 100 beds; two in Port Loko, one in Freetown, and one 

in a location to be determined. This will be complemented with social mobilisation activities in each 

location that will build greater awareness, preparedness, resilience in order to break Ebola 

transmission rates at the household and community level. These activities will take place between 

November 2014 and January 2015. 
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Social Mobilisation: Our approach to community engagement and social mobilisation will focus on a 
bottom up approach, which facilitates the selection, training and support of Village Health 
Committees (VHC) in building greater awareness, preparedness and resilience among 
communities in order to break Ebola transmission rates at the household and community level.  

Moving forward, it is positive to note that by April, as the country team were looking towards a transition 

phase, adapting to the context and future programming, there is good evidence of reflections on learning 

and thinking through preparedness in the WASH Transition Strategy May 2015, the PHP Strategy Getting 

to Zero Cases – Way Forward for Public Health Promotion in Oxfam’s Ebola Response April 2015 and in 

the Summary Research for the Port Loko team of April 2015, which should lead to better preparedness 

for future epidemics. These are explored in standard 12. 

13.1 TOWARDS A JUDGEMENT ON THE 

STANDARD 

This quality standard has been scored 1. There were serious mistakes made in terms of the initial 

response, but the fact that the country team had experience of emergency response and the cholera plan 

was in place, meant that despite the fact that they did not use it, they understood the considerations they 

needed to make in terms of preparedness. They did mobilise support staff once the scale-up began, 

although could have done so sooner, and they are thinking towards integrating better preparedness and 

resilience in the transition phase. 
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14 QUALITY STANDARD 11: 
ADVOCACY 

Table 14.1: Score – Advocacy 

 Met  Almost Met Partially Met Not Met 

Programme has an 

advocacy strategy and has 

incorporated advocacy 

into programme plans 

based on evidence from 

the field 

 2/3   

Requirements to fully meet the standard: 

• Advocacy strategy in place and evidence that it was written with input from programmes and field data.  

• Strategy endorsed by OI RiC Campaign Management Team with SMART objectives for change. 

• Campaigns/policy and media staff in place.  

• Budget sufficient for strategy implementation.  

• MEAL plan in place including evaluations.  

• Proactive and reactive media work including press conferences, blogs and journalist trips. 

• Evidence of lobbying at national and/or global level.  

• Evidence of outcomes from advocacy messages – not necessarily Oxfam alone.  

• Global – involvement of global RiC Campaign network, including teleconference, lobbying in capitals, 

sharing of product.  

There is an advocacy strategy in place for the Ebola crisis and the first draft dates to 24 November 2014 

and versions of this include comments and feedback from the RiC group. There is a theory of change and 

three objectives within the strategy which ‘aims to speak “evidenced truth to power” and explicitly 

stating that this will be through programme experience, hard evidence, and other means, such as 

collective humanitarian NGO voices. The first objective focuses on urgently eradicating Ebola and helping 

to prepare at-risk countries, leadership and resources. Objective 2 focuses on rehabilitation and recovery 

and the third seeks to address root cause, including the need to build resilient health systems and to find 

an Ebola vaccine. The strategy then refines criteria for prioritisation acknowledging the breadth of the 

objectives. One of the key criteria is the need to have a strong link with programme work. There are 

indicators set up which can support monitoring, but no MEAL plan is evident and no evaluation had yet 

taken place. 

It is important to note that the advocacy work is the only area where there is a strong regional approach to 

understanding and learning from the Ebola crisis and while some activities were at country level, most of 
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the profiled and public work looked at the crisis overall, discussing the impacts on the individual countries 

as well as drawing out the broader impacts.  

There was a tension between the advocacy drawing its evidence from a variety of international sources 

and not being rooted enough in-country, especially in the early phase of the crisis when there was not a 

great deal of evidence from the programmes, but this also persisted. ‘There is a gap between the 

programme delivery and advocacy, communications and media work both in terms of how key messages 

are developed and processes of input and sign off. This needs urgent attention.’
23

 However, there was 

clearly an effort to align the programmes and advocacy, not only by explicitly expressing this in the 

strategy, but also in the significant amount of work undertaken in the early days of the response to try to 

lobby donors and others to recognise the value of social mobilisation and to argue that a medical 

response alone would not bring the outbreak under control. The ability of the programme team to deliver 

a response was the most critical issue in the early stages. 

There was also some consistent evidence within the documentation that gender issues were explored 

along with preparedness and the long-term impact of Ebola and the need for building resilience through 

strengthening health systems. Some examples of programme priorities in advocacy/campaigns 

documents are shown in Table 14.2. 

Table 14.2: Programme Priorities in Advocacy/Campaigns Documents 

Document Link to programme 

Turning the tide on Ebola: Scaling up public 

health campaigns before it's too late 30/10 

Makes the case for social mobilisation and 

Oxfam’s expertise in PHP at a time when it was 

important to influence the role of social 

mobilisation and persuade donors of the need to 

fund it. 

Ebola outbreak: Impact on health 5/12 

 

Impact of the crisis on women and children in 

terms of the health system, including maternal 

health and immunisation. ‘The scale of the 

epidemic has further damaged those already weak 

health systems as precious and limited resources 

are redirected to address Ebola, reducing the 

capacity to deal with routine health problems. In 

this context women and children are particularly 

vulnerable to a further weakening of already 

fragile health care systems and, with limited 

provision and utilisation of essential health 

services such as pre-natal care and routine 

immunisation, the current situation threatens to 

jeopardise recent gains in child and maternal 

health.’ 

A Long Way to Go: The Ebola response in West 

Africa at the sixty day mark 

 

Recommendations and asks on:  

• Gender  

• Community mobilisation 

• Preparedness 

• Coordination 

• Resilience 
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Some briefings and materials produced were less easy to connect to the Oxfam programmes, such as 

Ebola and the Private Sector: Bolstering the response and West African economies. The use of 

programme data as opposed to other sources of data is variable with the report ‘Ebola is still here. Voices 

from Liberia and Sierra Leone on response and recovery’ being probably the strongest and most powerful 

and most successful of the materials produced, probably as a result of it being the most rooted in 

programmes.  

There is evidence that there was increased interest in social mobilisation and greater willingness to fund 

this area of work and evidence of increased funding over time from the donor community. However, there 

was no documentation to demonstrate this and the advocacy strategy was not conducive to eliciting the 

evidence and priority wins. 

There were a number of products produced in collaboration with other agencies including: 

• Crise Ebola: Agir maintenant ne suffira pas! La réponse doit prendre en compte les enjeux de long 

terme. 

• During Disaster Such As An Ebola Outbreak Children Are Put At Risk  

• Developing a strategy for food security and Ebola: Key issues for the RPCA meeting, December 2014 

There were RiC calls, lobbying briefings and evidence of the global RiC Campaign network lobbying in 

capitals in Ireland, the US, Australia, Canada, the UK and in New York and Geneva with the UN. 

Table 14.3: Advocacy Activities 

UK 

Tuesday 14/10 – Meeting with Shadow 

Development Minister, Jim Murphy. 

Positive meeting Discussion covered the 

immediate blockages to the response, and 

priorities for the response including the 

importance of coordination with national 

governments. 

UK 

Thursday 16/10 – Mtg with Prime Minister David 

Cameron’s Adviser 

The PM is writing to all EU leaders ahead of the 

EU Council next week encouraging them to do 

more. 

Lobbying activities in NY and Geneva with UN in 

Oct 

 

Ireland 

Thursday 16 – High level meeting in Dublin.  

Need to consider elevating the priority of funding 

for preventative work expressed, and was 

supported by most of the other agencies present. 

Australia  

ACFID agencies (Australia humanitarian and 

development NGO peak body) have agreed to 

collaborate on a couple of high profile joint actions 

on Ebola 

A joint public statement or open letter targeting 

the Australian government and calling on them to 

provide additional human and material support to 

the response. 

Overall, the advocacy and campaigns materials are not consistently uploaded onto SUMUS and therefore 

documentation is unusually weak, but there was a variety of materials found to be used, including lobby 

notes, policy briefings, a celebrity letter, blogs, press releases, talking points, supporter actions, 

songsheets, tweets and reports. Materials were more often developed around milestone moments that 

could be prepared for (such as 60 days, the Francophone Summit, donor conferences and the G20 

meeting) rather than reactive. There is no evidence documented of TV or radio interviews, although they 

did happen. 
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Oxfam Quebec contributed £22,853, approximately 70 percent of the actual budget for advocacy and 

influencing, the overall budget request of £97,730 was not achieved, and by 13 April 2015 only £30,961 

had been secured. There were also challenges in securing staff, especially in the early stage of the 

response, as noted in the RiC call minutes of 12/10/14:  

‘This is a particular challenge at the moment, as there are no info/media/comms people in country. 

Holly Taylor is travelling to Sierra Leone this week (arriving Thursday), photographers are being 

lined up, spokespeople are now in place, and efforts are being made to find new staff to fill the 

comms gap.’  

One international and two national staff were budgeted for, but it appears that only the International post 

was filled. 

14.1 TOWARDS A JUDGEMENT ON THE 

STANDARD 

The score for this quality standard is 2. This standard was almost met and there was a good level of 

cooperation between affiliates and other agencies, but stronger links with programmes and more 

systematic documentation would strengthen this standard. It is recognised that securing the budget and 

staffing to deliver on the strategy has been a challenge.  
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15 QUALITY STANDARD 12: ONE 
PROGRAMME APPROACH 

Table 15.1: Score – One programme approach 

 Met  Almost Met Partially Met Not Met 

Programme has an 

integrated one programme 

approach including 

reducing and managing 

risk though existing 

longer-term development 

programmes and building 

resilience for the future 

 2/3   

Requirements to fully meet the standard: 

• Community hazard and risk analysis informs both contingency plans and long-term programme 

strategy.  

• Evidence of early planning for exit or transition to reduce dependency and promote longer-term 

positive effects. 

• Contingency plans show surge capacity from within existing programmes.  

• Capacity planning spreadsheet show national staff and posts filled.  

• Potential and actual negative effects on the environment, economy, livelihoods and wider context have 

been identified and acted upon.  

• Transition and recovery strategies build on local capacities where appropriate.  

• Long-term programme strategies are designed to reduce and manage/respond to risks identified, 

including the development of an inclusive local leadership as first-responders in future crises.  

• Evidence of plans for resilience programming for future or links to existing programmes to promote 

early disaster recovery and benefit the local economy.  

• Evaluation of resilience measures already in place.  

As discussed under standard 10 the contingency plan for Sierra Leone had prepared for an outbreak of 

cholera and that this and flooding were considered to be the key vulnerabilities. An Ebola outbreak had 

not been anticipated, and responding to a health crisis of epidemic proportions was not something Oxfam 

was prepared for. It took some time for Oxfam to position itself in terms of added value and then, once the 

social mobilisation component developed, with hindsight the link with WASH and PHP appeared obvious. 

There was experience in the country to build on across a number of programme and support functions, 

which allowed for some surge, but there was also a good deal of nervousness about working in an Ebola 

context among national and international staff. It is understandable why many of the first response 

expectations of the organisation may not have been met. 
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Once the programme had established itself there is good evidence that the team was able to approach 

the transition phase, at least through the lens of the one programme approach. Some examples of this 

are shown in Table 15.2. 

Table 15.2: Evidence of One Programme Approach 

Document Evidence 

WASH Transition Strategy Contingency planning should be a key aspect of our country 

strategy, and this should include stockpiling materials and 

planning the first 2–3 weeks of response, as well as working with 

communities to develop local action plans and surveillance 

mechanisms, linked with village-level health systems.  

Rainwater Harvesting: 

Areas: Urban/Peri-urban/Rural 

Despite having a monthly rainfall in coastal Sierra Leone that 

can exceed 1000mm in the rainy season, rainwater harvesting is 

not universally used at household or public service level. 

Roughly half of Sierra Leone’s 3000–5000mm rain falls outside 

of the rainy season. However, abundant rainfall cannot be 

guaranteed year to year as there have been significant 

variations between decades that indicate reserves should be 

considered as a primary or secondary means. At households, 

and at institutional buildings, such as schools and health 

centres, large underground cisterns should be considered 

as a water resource for use during dry months to provide 

for non-drinking purposes. This would preserve protected 

underground water for drinking and reduce the higher 

expenditure for water during the dry season. This could also 

support farmers’ livestock and small-scale agriculture. 

PHP Strategy Getting to Zero 

Cases 

Considering Oxfam’s geographical scope of work (districts with 

highest caseload and current/previous epicentres) and the 

capacity built, it is highly recommended that programme 

adjustments be made, focusing on contingency and 

preparedness planning, quick-win activities and coordination 

with other actors.  

There is a need to facilitate strategic contingency and 

preparedness plans at different levels, ensuring community level 

dialogue with feedback loops and targeted community 

mobilisation.  

Summary Research of the Port 

Loko Team 

Map out network of communication and response plan (mini 

section-wide or chiefdom-wide contingency plans). At 

community level this could be done through a ‘one person to 

reach five people’ approach. 

Talking about solutions to hotlines/117 (community liaison 

officer – develop a list/training and keep at X level for future). 

Scale-up hands-on community activities, using local culture: 

song/theatre/dance and art.  

Transition strategies for WASH and EFSVL were being developed between February and April/May. They 

are quite clear on how to move forward sectorally, based on the experiences of the Ebola crisis with, for 

example, WASH looking at getting to and staying at zero cases, improving our community WASH for 
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better prevention through the good practices and positive gains made during the Ebola Crisis Response 

and undertaking recovery and rehabilitation to contribute to the resilience of the health sector. With 

livelihoods, BRAC hopes to build on its experience in-country to collaborate with Oxfam on livelihood and 

development projects.
24

 Oxfam will also build on its experience of EFSVL. Looking at the long-term needs 

and issues was a recurrent issue in several of the advocacy documents. Certainly aspects of the 

programme are very resilient, such as the social mobilisation, and these had an impact at scale as they 

were replicated by others. 

There is, however, very little, if any, reference to what Oxfam was doing before the crisis, especially in 

Urban WASH, and there is no real consideration of the response activities against the development 

programmes. It would be useful to review the appropriateness of the responses, the robustness of the 

development programmes and the impact of the crisis on strategies and ways of working. This is timely as 

there will be the OCS process during this year and there will be opportunity to revisit both the strategy for 

development programmes and the transition phase. In the transition documents, there is an absence of 

reference to what was happening before the crisis and drawing on Oxfam’s depth of experience in Sierra 

Leone. 

There is also a need to consider the environmental aspects of the crisis as these are not apparent in 

either internal or external documents, but given the nature of the crisis must surely have had an impact. 

Exit strategies have been interesting for this programme, and almost self-selecting as the crisis evolved 

so the programme had to transition and move on, for example from quarantine to stigma. 

15.1 TOWARDS A JUDGEMENT ON THE 

STANDARD 

This standard has been scored 2 to recognise the resilience elements of the response plan through social 

mobilisation, the transition planning, consideration of what is next, for the surge capacity that existed and 

the reference to capacity building for the right skills for the future in the transition documents. 
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16 QUALITY STANDARD 13: STAFF 
CAPACITY 

Table 16.1: Score – Staff capacity 

 Met  Almost Met Partially Met Not Met 

Evidence of appropriate 

staff capacity to ensure 

quality programming 

 2/3   

Requirements to fully meet the standard: 

• Staff Capacity Planner created for all posts grade C2 and above within one day of initial assessment. 

• At least 80 percent of surge positions grade C2 and above filled within three working days of receipt of 

staff requisitions. 

• Job profiles match competency frameworks. 

• Interviews conducted using frameworks.  

• Evidence of agreed performance development objectives for staff on contracts of longer than six 

months.  

• Inductions systematically carried out with evidence that all staff C2 and above are made aware of 

Oxfam’s mandate, values and key policies and the consequences of not adhering to them. 

• At least 75 per cent of end-of-deployment appraisals demonstrate satisfactory achievement of agreed 

objectives and performance standards. 

• Development programme staff have scale-up in their JDs.  

• Staff stay for duration of contract.  

• Evidenced coordination with technical OI counterpart. 

Due to the nature of the crisis there were no forced deployments to the Ebola Crisis Response. In the 

early stages SOPS were immediately prepared and, as demonstrated in the early sitreps, staff safety, 

security and welfare was the first priority for Oxfam. This was an incredibly challenging scale-up and there 

was reluctance (as experienced by many agencies) for staff to be deployed in Ebola-affected countries in 

2014. In addition, as the decision to respond was later than for other agencies and with scale up only 

happening in October 2014, Oxfam was in a worse position than agencies that had scaled-up earlier. 
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Table 16.2: Response to staff capacity requirements 

Requirement Evidence of Oxfam response 

Staff Capacity Planner 

created for all posts 

grade C2 and above 

within 1 day of initial 

assessment 

Capacity planner exists, the one received starts in November 2014 and it 

does hold all posts. 

At least 80 percent of 

surge positions grade 

C2 and above filled 

within 3 working days 

of receipt of staff 

requisitions 

The surge positions were extremely challenging to fill due to the health risks. 

The main surge happened in late October/early November and the capacity 

planner suggests that the posts were not filled within 3 days of receipt of 

requisitions. Table 16.3 gives a breakdown on surge positions filled, tracked 

through the capacity planner. 

Job profiles match 

competency 

frameworks 

 

27 Job profiles were reviewed. Not met in all cases, for example the PHE TL 

C1 and PHE Officer D2 have almost identical job descriptions and the 

management responsibilities of the C1 are not included in the job description 

other than in the reporting lines section and this is also the case for other C1 

management posts. 

Some job descriptions have incomplete information. 

Interviews conducted 

using frameworks  

5 interview assessments were reviewed all comply. 

Evidence of agreed 

performance 

development 

objectives for staff on 

contracts of longer 

than 6 months 

4 performance objectives reviewed in 3 different formats, but completed. 

Inductions 

systematically carried 

out with evidence that 

all staff C2 and above 

are made aware of 

Oxfam’s mandate, 

values and key 

policies and the 

consequences of not 

adhering to them 

No evidence presented other than in the later sitreps, but references in 

partnership agreements, proposals and documentation plus SOPS for staff in 

Ebola response and references to Code of Conduct. 

As early as September 2014 in Sitrep 8 the advocacy section warns against 

the risks of the local authorities not inducting local volunteers sufficiently well. 

At least 75 percent of 

end of deployment 

appraisals 

demonstrate 

satisfactory 

achievement of agreed 

objectives and 

performance 

standards 

End of probation forms reviewed and extensions to deployment – all 

satisfactory apart from one. 

Development 

programme staff have 

No evidence submitted. 
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scale-up in their JDs  

Staff stay for duration 

of contract  

A number of extensions granted, but no requests for staff to leave prior to 

their end of deployment yet seen. 

Evidenced 

coordination with 

technical OI 

counterpart 

Not evidenced. 

Table 16.3: Recruitment 

RECRUITMENT Total %  CO 

lead 

%  RC 

lead 

% HD 

lead 

%  

Filled posts 73 94  6 75  1 100  66 96  

... of which covered/short term 59 76  1 13  0 0  58 84  

... of which covered/long term 14 18  5 63  1 100  8 12  

posts under offer 1 1  1 13  0 0  0 0  

gap/ongoing recruitment 4 5  1 13  0 0  3 4  

Total 78 100  8 100  1 100  69 100  

By December 2014 the key gaps in staffing were: Contract & Partnership Coordinator – Logistics 

Manager – Cash Manager and as noted in Table 28 below there had been significant scale up since the 

beginning of the crisis when the Country Team consisted of 47 staff. 

Table 16.4 Evidence of scale up
25

 

Location National staff International staff Total 

Freetown 12 1 13 

Port Loko 11 6 17 

Bombali 14 4 18 

Koinadugu 13 4 17 

Freetown – HQ 30 19 49 

Total 80 34 114 

By April the reporting on staffing in sitreps was much stronger and national and international figures, sex 

disaggregated, were reported on. The team had grown to 180 national staff with a further nine posts 

vacant and 43 international staff with seven posts vacant as recorded in Sitrep 30 of 22 April 2015. 

16.1 TOWARDS A JUDGEMENT ON THE 

STANDARD 

This quality standard has been scored 2, although this was a challenging recruitment environment and a 

lot of good work was done on ensuring SOPS were in place to support staff health and welfare, evidence 

most closely matches the criteria for a score of 2. This is based on the following: 

• At least 50 percent of surge positions have been filled within one week of receipt of staff requests. 
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• Job profiles do not match competency framework.  

• Interview questions do address humanitarian needs. 

• Some inductions, but not systematic.  

• Development staff do not have scale-up in their JDs.  
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17 QUALITY STANDARD 14: 
COORDINATION 

Table 17.1: Score – Coordination 

 Met  Almost Met Partially Met Not Met 

Programme is coordinated 

with and complementary to 

the response of other 

humanitarian actors 

3/3    

Requirements to fully meet the standard: 

• Assessment reports identify the roles, responsibilities and capacities of national and local authorities, 

humanitarian organisations and other relevant major stakeholders. 

• Evidence that programme design complements the response of other humanitarian actors. 

• Evidence of participation in relevant coordination bodies and active collaboration with others. 

• Evidence of regular contribution of relevant programme information through coordination channels. 

In Sierra Leone, coordination was widely acknowledged as being extremely poor within the country. The 

coordination mechanisms were reported in proposals and considered in programme design. Oxfam 

outlined its engagement in its OFDA proposal narrative as follows: 
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In Sierra Leone, the government and the UN are operating a joint system of operational 

management. Coordination Mechanisms at a country level are being overseen by the NERC, led by 

the Minister for Defence reporting directly to the president. Oxfam is constantly engaging with these 

coordination structures. At an operational level Oxfam’s main coordination partners are the District 

Ebola Response Centre (DERC), District Health Management Teams (DHMT), Paramount chiefs 

and councillors and government-led coordination platform at local and national level.  

The standard humanitarian coordination mechanisms of clusters and normal management structures 

are not being applied to the Ebola response. The UN Mission Emergency Ebola Response 

(UNMEER) has been established to lead operations. At field level, UNMEER representatives and 

coordinators are progressively being established in affected countries and at sub-national level, 

district and sub-district. Oxfam is an active member of these coordination mechanisms through its 

different offices at local, national, regional and global level. 

In addition to standard forums of coordination, Oxfam is working closely with UN and peer 

organisations, such as UNICEF, IRC, Save the Children, IMC, MDM, MSF, Goal, PIH, BRAC, etc. 

Regular meetings and information sharing allows relevant partnerships to be developed to maximise 

the impact of a joint and coordinated response and to ensure better coverage in terms of geography, 

sectors of interventions, filling gaps, etc. Oxfam is also proactive and encourages the sharing of 

materials, assessments, approaches, and lessons learned.  

Oxfam actively participates in the coordination at DERC level, including the social mobilisation pillar, 

both in terms of providing technical contributions as well as proactively addressing systemic issues 

and aiming to improve coordination and the effectiveness of the pillar and the response work. Plans 

in terms of the facilitation and strengthening of community health committee implementation as well 

as the geographical coverage have been shared with the DHMT, social mobilisation partners, 

DERC, local stakeholders and the national social mobilisation pillar. Throughout the project 

implementation, Oxfam seeks to coordinate further especially with the SMAC at the district and 

national level in order to identify complementary ways of working and link social mobilisation 

activities where possible. Oxfam’s community health committee model is a continuity of its long term 

presence as a WaSH actor, building on existing CHW structures and empowering the wider 

community through training, action planning and targeted outreach activities especially involving 

community key influencers and women. Through the support of the DHMT, joint planning and 

implementation as well as the technical capacity building of its staff, the CHC model has thus the 

potential to promote effective EVD prevention and management as well as the primary health care 

and the related structures. 

At national level the usual cluster system led by OCHA was not activated and Oxfam clearly notes its 

absence. For example as the Food Security and Livelihood cluster does not exist, FAO volunteered to 

host and facilitate the Food Security and Livelihood Working group meeting, while more specific 

coordination meetings were held for the Cash Transfer Working Groups. Other mechanisms of 

coordination, such as the 4W Matrix tool, have only been activated recently and Oxfam has been one of 

the agencies promoting it.  

In addition, Oxfam is also coordinating at the district level with Ministry of Agriculture, Forestry and Food 

Security (MAFFS) and other NGOs operating in the Food Security and Livelihood sector. Oxfam is also 

part of the WASH consortia of NGOs, which also facilitate contacts and information sharing. 

‘The focus on the EVD response and the creation of ad hoc coordination has affected other ongoing 

coordination mechanisms in sectors not directly involved in the health response. This means that 

common approaches and data sharing are difficult, as the integration with the main coordination level 
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(NERC and DERC) is not established. Furthermore, in Sierra Leone the Integrated Phase Classification 

(IPC) tools to share, systematise, analyse food security and possible responses have not been used. 

Oxfam has been highlighting this in a number of meetings with key stakeholders.’
26

 

The advocacy documentation highlights the poor coordination and calls for improvement in this and in 

information sharing. The internal talking points for Day 60 of the Ebola response determines a Need for 

better national and sub-national coordination and in Sierra Leone – the key need is information 

management and coordination which are still very weak, despite some recent improvements. Ensuring 

the DERCs (district coordination bodies) operate well is particularly important as the response needs to 

become very tailored to different contexts, but quality is uneven and not all are up and running. Skilled 

staff – from OCHA or elsewhere – are urgently needed, to be embedded into government ministries and 

at district level. And skilled staff are required to set up comprehensive information systems, including 4Ws 

mapping at local level.
27

 The need for good national coordination was highlighted as early as Sitrep1. 

At community level it was difficult to distinguish between NGOs and the lack of coordination led to some 

communities being saturated with support and others entirely neglected, this lack of coordination was 

especially true of social mobilisation agencies. Oxfam PHP staff attended the social mobilisation pillar 

meetings, but continued working in places where other agencies were named in the belief that they were 

not in fact present on the ground, but in name only. The Draft Learning Social Mobilisation Review Report 

of April 2015 suggests that Oxfam could have done more on coordination ‘to influence the district social 

mobilisation leads to insist on more coordinated coverage by allocating geographical areas or villages to 

different agencies. In addition efforts could have been made to discuss the importance of coordination 

and to encourage chiefdom, section and village heads to keep track of the agencies working in their 

areas, their names and contact details. There has been some recent success in Port Loko in pushing a 

more coordinated local approach spearheaded by the Oxfam programme manager.’ 

It is encouraging to see that several learning documents on the social mobilisation work have identified 

the need to coordinate with a broader range of stakeholders, for example the CHC Contribution paper 

6/4/15 speaks about this: 

Engaging key stakeholders in the CAPs and the workshop, the CHCs identified key actors that 

need to be included at greater lengths. Herbalists and THs for example were identified in the CAPs 

as key influencers to date; however, working with them has only been focused on sensitising them 

to stop practising and to refer patients, rather than engaging them in the treatment process. THs 

and herbalists remain a person’s first point of contact and trust when sick and therefore need a 

clear role in reducing the transmission routes. In partnership with a medical NGO, THs and 

herbalists should receive IPC and first isolation training in order to safely and appropriately respond 

to cases. Re-establishing the roles of the CHWs through the DHMT and within communities and re-

establishing the Water/WaSH committees are also necessary. As well, providing imams, priests 

and Mammy Queens with additional psycho-social training would increase their capacity as 

counsellors within communities. Finally, survivors have a unique ability to work at building 

community confidence for early referral and as well could act as a focal point in isolation (in 

contingency plans and present). This is not an exhaustive list of key stakeholders, nor of specific 

roles they could have in response, prevention and community reconstruction post Ebola. 

Traditional systems and structures need to be reviewed and then roles/tasks identified.  
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17.1 TOWARDS A JUDGEMENT ON THE 

STANDARD 

This standard was fully met and scores 3. Despite a difficult coordination environment Oxfam collaborated 

and participated appropriately and advocated to strengthen coordination. Better use could have been 

made of the Urban WASH Consortium, but Oxfam met the standard.  
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18 QUALITY STANDARD 15: 
RESOURCING 

Table 18.1: Score – Resourcing 

 Met  Almost Met Partially Met Not Met 

Resources are managed 

and used responsibly for 

their intended purpose 

 2/3   

It took time in the initial phase to raise funds for the response and advocacy activities to influence donors 

on the importance and relevance of social mobilisation as an important factor on fundraising. The 

programme initially relied on Cat Funds, and appeals were launched by Oxfam affiliates in September 

2014. More significant funding only became available for programming in November 2014. Initially some 

donors only wanted to fund grants that included medical partners, but this was not universally the case 

as, for example, OFDA supported only social mobilisation work. Minimum standards were applied to the 

response until the end of April 2015 as per the email of 30/3/15 to the Country Director from the Deputy 

International Director. 

Programme expenditure was regularly monitored from December 2014, and this was largely by PMs in 

the sub-offices and at management meetings with Programme Managers for the Ebola response where 

finance was a standing agenda item. This meeting was an opportunity to flag any areas of concern. In 

late 2014 there was considerable work done reconciling budgets and dividing the global budget into 

accurate sub-office budgets, which was completed by 21 December 2014, and updates, such as that at 

Table 18.2,
28

 were sent out to feed into the review. 

Table 18.2: SLEA77 Expenditure Update of 25/11/14 

SLEA77 Aug Sept Oct Nov    

Sum of Amount 

(GBP) 

Period          

Contract 5 6 7 8 Grand 

Total 

 

G50100 7,997 229 2,962 3,306 14,495 Unrestricted 

G50315 7 70,770 82,317 230,665 383,759 Cat Fund 

R05638     220 94,652 94,872 SIDA 

R05948   5,033 2,939 4,793 12,765 IBIS 

R06025     11,906  11,906 UNICEF 

Grand Total 8,004 76,031 100,345 333,417 517,797  

Once the reconciliation had been done the Global Budget was updated on a weekly basis and it is 

comprehensive and a useful management tool. Finance Officers among the sub-officers would be 
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responsible for going through the budgets in detail with their Programme Managers and in the view of the 

Business and Systems Manager this was done to a satisfactory standard as issues were identified in a 

timely way and there were no major surprises on over and underspends as grants came into their final 

stages. By the end of December 2014 spend by contract and geographical office was available and it is 

evident that OPAL was being updated. 

Table 18.3: Spend by contract to 20/02/15 

  GBP   

  Contract 

value 

Spend to date % age 

spent 

Cat Fund   168,875   

OGB Appeal 700,000 471,232 67  

DFATD 252,670 55,351 22  

DFID 7,410,727 1,478,413 20  

OI Appeal 191,065 109 0  

GFO 803,520 381,196 47  

IRC 775,434 348,377 45  

DEC 984,343 344,825 35  

Net Hope 52,147 49,521 95  

IOM 203,573 1,231 1  

Irish Aid 19,262 11,185 58  

OFDA 362,741 17,225 5  

Band Aid 100,000 588 1  

Total 11,855,482 3,328,127 28  

Budget revisions were regular due to the context and the donors, who understood these challenges were 

flexible in making adjustments. This was particularly the case with DFID as the project proposal included 

the construction of 10 ‘flexible’ CCCs by the RRT, but by the time of implementation these were no longer 

required and DFID agreed some adjustment in activity spend that was appropriate and some repayment. 

Flexibility was not always consistently applied, however, as noted in the Medair final report of May 2015 

for the DFID grant: 
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One issue that arose during the response was the change in plan for the site and assets which had 

been used in the response. Agreements had already been made with the community with a signed 

MOU based on earlier understanding of the assets being provided by various donors; however, 

changes occurred at the end of the project which required re-negotiations with the community due to 

donor requests to ensure their satisfaction with the response and its closure. In the future, such 

agreements between organizations and communities, as well as donors, should be clearly defined 

and put in writing at the start of an intervention to ensure these misunderstandings do not jeopardize 

future work in those same communities. 

Procuring the needed supplies in sufficient quantity during the period of rapid increasing patient load 

was also initially a challenge and was quite a time consuming process and less efficient than ideal 

for an emergency response—part of this due to shifting community needs and adjusting to changing 

protocols. These issues became less significant in the final phase of implementation. Also, as noted 

above, the late request for a different allocation of assets towards the end of project implementation 

was a major challenge but managed through re-negotiating previously signed community 

agreements from the start of the project. 

However, email documentation suggests the team was agile and responsive in adjusting budgets to 

maximise the flexibility of funding. 

On the whole, attention was paid to Value for Money and the team were able to be agile and make 

adjustments with grants if these could be justified. Another example of this is that the Rapid Response 

Team became less relevant as the number of cases and new outbreaks reduced. It was agreed with 

DFID that this team could be disbanded at the end of April and that when they were not deployed they 

could be used as very useful surge capacity for other activities.  

Partners were also attentive to the importance of VfM as BRAC’s Kumala CCC report demonstrates: 

VfM: Vehicles: BRAC terminated the rental of one vehicle due to its unsuitability for the poor road 

network in Kumala. Another rental company was identified with stronger, more rugged cars to 

ensure uninhibited access during the rains. BRAC also repaired an existing car by fitting it with a 

new engine and modifying it for the roads. This provided a value-for-money measure to maximise 

the impact of DFID’s EER funding. 

Upon arrival of BRAC, the base camp only received a maximum of 10 hours power per day, 

despite having a hybrid power supply composed of generator and solar technology. To address 

this, BRAC immediately reviewed the power consumption of the existing infrastructure, which was 

adjudged as being above and beyond the supply of the hybrid system. To increase power supply to 

20 hours per day, BRAC reduced consumption by replacing high wattage lights with more suitable 

LED equivalents. BRAC also installed 3 x 550L freezers for proper food storage and hygiene, 

which also provides a contingency to pre-position perishable foodstuffs during the rainy season 

when access will become more challenging. 

Some challenges with the Oxfam logistics team were reported, but nothing indicating a risk level, and 

finance was generally recognised as being strong and effective. Occasional transparency and small-scale 

fraud issues were identified demonstrating good management oversight. When it was apparent that 

Internal Audit would not be available to audit the response for some time, a post was created for an Ebola 

Risk and Compliance Manager reporting into Internal Audit and helping the country team look at 

compliance issues as they came up in a supportive way. This function, recruited to in February 2015, is 
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able to flag issues of concern at an early stage, give support on investigations, check documentation and 

develop the risk register following up on issues that may be risks. 

18.1 TOWARDS A JUDGEMENT ON THE 

STANDARD 

This indicator scored 2, almost met, as there is evidence to show that programme expenditure is regularly 

monitored against budget and that systems are in place, and used, to maximise value for money through 

agile adjustments of money as well as an ethos of partners to consider how well funds are spent. There is 

evidence of active measures to prevent and/or act upon corruption, fraud, conflicts of interest and misuse 

of resources. There is not, however, evidence of programme actions to minimise environmental damage 

incurred by the response to reach the fully met standard. 
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APPENDIX 1: MAP 
Figure A1.1: Map of Sierra Leone 
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APPENDIX 2: TIMELINE 
Date Event 

24 May 2014 One case in Sierra Leone 

Mid-June 2014 Considered an explosive outbreak 

31 July 2014 GoSL announced State of Emergency of 60-90 

days 

8 August 2014 WHO declared PHEIC 

10 August 2014 Oxfam Overall Response Framework 

12 August 2014 Oxfam Cat 2 

20 August 2014 Sierra Leone Response Plan 

19 September 2014 UNMEER Established 

Late September 2014 Social Mobilisation work begins 

21 October 2014 Cat 1 declared preceded by advocacy on social 

mobilisation 

November 2014 First visit by Head Office Staff, issue of risk to staff 

and lack of Medivac taken to trustees. Scale up of 

programme in WASH with some cash for 

Quarantine Communities to be implemented over 

the following 4 months. 

December 2014 Established Partnerships with INGOs with medical 

expertise 

January 2015 Visit of CEO OGB 

7–29 March 2015 Learning Reviews 

April 2015 Transition Plans developed for WASH and EFSVL 
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APPENDIX 3: BENCHMARKS AND 

STANDARDS 

The standards listed below are either internal to Oxfam International or are those which Oxfam has made 

a commitment to delivering against.  

Standard Available where? 

[Note that the Oxfam minimum standard links are only accessible to Oxfam staff 

with access to the relevant areas in Sumus] 

Sphere Standards www.sphereproject.org  

HAP Standards http://www.hapinternational.org/standards.aspx 

People in Aid Standards http://www.peopleinaid.org/pool/files/code/code-en.pdf  

WASH Minimum 

Standards 

https://sumus.oxfam.org/emn-wash-subgroup 

EFSVL Minimum 

Standards 

https://sumus.oxfam.org/emn-emergency-food-security-and-vulnerable-

livelihoods-subgroup 

MEAL Minimum 

Standards 

https://sumus.oxfam.org/emn-meal-subgroup  

Gender Minimum 

Standards 

http://sumus.oxfam.org/emn-gender-subgroup 

Oxfam Programme 

Standards (standard 8 

especially) 

https://sumus.oxfam.org/emn-meal-subgroup/documents/program-

standards-oxfam-working-towards-agreed-set-standards-across-oi  

Red Cross Code of 

Conduct 

http://www.icrc.org/eng/resources/documents/publication/p1067.htm  

Protection Minimum 

standards 

1) The inter-agency minimum standards on protection: Oxfam participated 

in completing this document. 

 http://reliefweb.int/sites/reliefweb.int/files/resources/Full_Report_3752.pdf 

2) ICRC: Professional Standards for protection work. Our global 

protection adviser, Rachel Hastie gave lots of inputs to these guidelines.  

 https://www.icrc.org/eng/resources/documents/publication/p0999.htm 

Oxfam Programme Cycle 

Management 

http://intranet.oxfam.org.uk/programme/pm/guide-to-

pcm/index.htm#resources 

../../../../../E&E/Global%20Performance%20Framework/Project%20Effectiveness%20Reviews/2014-15/HITs/Reports/1%20-%20Oxfam%20HIT%20Philippines/A%20-%20Outputs/1%20-%20Oxfam%20HIT%20Philippines/A%20-%20Outputs/www.sphereproject.org
http://www.hapinternational.org/standards.aspx
http://www.peopleinaid.org/pool/files/code/code-en.pdf
https://sumus.oxfam.org/emn-wash-subgroup
https://sumus.oxfam.org/emn-emergency-food-security-and-vulnerable-livelihoods-subgroup
https://sumus.oxfam.org/emn-emergency-food-security-and-vulnerable-livelihoods-subgroup
https://sumus.oxfam.org/emn-meal-subgroup
http://sumus.oxfam.org/emn-gender-subgroup
https://sumus.oxfam.org/emn-meal-subgroup/documents/program-standards-oxfam-working-towards-agreed-set-standards-across-oi
https://sumus.oxfam.org/emn-meal-subgroup/documents/program-standards-oxfam-working-towards-agreed-set-standards-across-oi
http://www.icrc.org/eng/resources/documents/publication/p1067.htm
http://reliefweb.int/sites/reliefweb.int/files/resources/Full_Report_3752.pdf
https://www.icrc.org/eng/resources/documents/publication/p0999.htm
http://intranet.oxfam.org.uk/programme/pm/guide-to-pcm/index.htm%23resources
http://intranet.oxfam.org.uk/programme/pm/guide-to-pcm/index.htm%23resources


 

 

NOTES 
 

1 WHO Fact Sheet No 103 Updated April 2015 

2 Terms of Reference for the Evaluation of the Oxfam Ebola Crisis Response in Two Countries  

3 BBC Sierra Leone country profile – Overview 

4 Sierra Leone Country Analysis 

5 Ebola Response and Transition Planning, Oxfam Sierra Leone April 2015 to March 2016 

6 PHP Adviser Trip Report June 23rd to July 3rd 2014 

7 Save the Children website various pages and ACF website, for example 
www.actioncontrelafaim.org/en/content/acf-sierra-leone-engages-fight-against-ebola  

8 Taken from Web: Visualisation of the MOHS SitReps for Sierra Leone 
http://ntncmch.github.io/ebola/sierra_leone_sitrep.html 

The Ministry of Health calculated its weekly figures by district and collated these calculating the weekly 
count as follows: 

Weekly number of new cases and deaths are computed by summing daily numbers. Note that this doesn’t 
account for reclassification of cases that occur over the week: as such, suspected cases that are 
confirmed will appear in both suspected and confirmed counts. 

A week is defined from Monday to Sunday. 

Weeks with missing daily SitReps appear slightly transparent. 

Where possible, numbers are stacked by case status (confirmed, probable, suspected). 

Western Area Rural and Urban are presented both separately and grouped (some SitReps only had 
aggregated numbers) 

Only three SitReps are available for the week 3 to 9 November. Hence the drop in the number of reported 
cases for that week. 

9 Graphs 1 and 2 from Oxfam SitRep 30 22/4/15 

10 Sitrep No 2 16/8/14 and Sierra Leone Ebola Response Plan of 20/8/14 with budget summary 

11 Sitrep No 5 5/9/15 

12  Per cent calculated to nearest .25 per cent 

13  Per cent calculated to nearest .25 per cent 

14 Oxfam endorsed standards: see Guidelines for Consultant  

15 Information about Oxfam should include Oxfam’s principles, how it expects staff to behave, the 
programmes it is implementing and what they intend to deliver 

16 Visit Report: Sue, Jane, Camilla, Feb 2015, Final 

17 Rapid EFSL assessment and PHP adviser trip report for example 

18 Elderly, disabled, people living with or affected by chronic illness, single women, female-headed 
households religious, ethnic or socio-economic minority/marginalised groups are examples  

19 Sierra Leone Ebola Response Plan 20/8/14 

20 DEC Phase II 

21 UN Women, 2015, Multi-sectoral impact assessment of gender dimensions of EVD in Sierra Leone. 

22 Field Visit Report – Sierra Leone: June 23rd to July 3rd 2014 

23 Visit report Sue, Jane and Camilla, February 2015 

24 BRAC submission to Oxfam for DEC Phase II proposal 

25 Sitrep 19 24/12/14 

26 DEC II Proposal 

27 INTERNAL: Talking points at Day 60 of the Ebola Response 

Key messages 

28 From Email of 25/11/14 from Donor Accountant to Programme Managers 

http://www.actioncontrelafaim.org/en/content/acf-sierra-leone-engages-fight-against-ebola
http://ntncmch.github.io/ebola/sierra_leone_sitrep.html
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