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Executive summary  
 

At the end of 2011 a worsening of the food security and nutrition situation in the Sahel 

region was anticipated for 2012 by different agencies and early warning systems, in the 

context of a chronic situation of high levels of malnutrition, weak capacities, and high 

levels of vulnerability of children. A Level 2 (L2) emergency was declared by UNICEF 

and a Humanitarian Action Update (HAU) was launched in February 2012, appealing 

for a total of USD 119,516,156 to address needs initially in eight countries (Burkina 

Faso, Mali, Mauritania, Niger, Senegal, Chad, Northern Nigeria, and Northern 

Cameroon). In the context of this response, a quick and light Real-Time Independent 

Assessment (RTIA) was proposed to facilitate learning and program improvements 

while the response remained ongoing. 

A team of two consultants was mobilized in order to conduct this RTIA. The process 

was overseen by an Assessment Management Group (AMG), which included 

UNICEF’s Regional Chief of Planning, the Evaluation Office (EO), the Office for 

Emergency Programs (EMOPS) and Program Division (PD) in New York, and the 

Regional Chief of M&E. 

The methodology of the RTIA is based on both quantitative and qualitative approaches 

and has been articulated around three core elements:  

 A comprehensive desk review, which resulted in an inception note, with an 

evaluation framework established and approved by the AMG; 

 Field visits to the Western and Central Africa Regional Office (WCARO) and 

four Country Offices (COs) – Nigeria, Niger, Mauritania, and Chad – where 

interviews were conducted with key UNICEF staff and with other actors present 

in the field and relevant in the context of the response to the nutrition crisis, 

including local authorities, leading NGOs, and other UN agencies; and 

 Visits to sites and malnutrition treatment delivery posts. 

 

To complement the above and to reinforce the participatory nature of the process and an 

adequate validation of its provisional conclusions, debriefing sessions were carried out 

at each CO and at the end of the mission at the Regional Office (RO) in Dakar.  

 

 

Findings 

The current response is a nutrition-oriented one, and it can be judged to have been 

timely and successful in terms of preparedness and the human resources (HR) surge, 

and in positioning supplies in advance so that all COs have been able to address their 

estimated caseloads of severe acute malnutrition (SAM). Needs were estimated on the 

basis of SMART surveys, and a decision was taken to cover 100% of the predicted 

caseload. This meant a 76% increase in the caseload compared with that reached in 

2011, establishing a target of 1,095,000 children with SAM to be treated in 2012. 
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UNICEF’s response to the Sahel crisis: achievements 

 Change of mindset regionally: aiming at a target SAM caseload 76% higher than in 2011; 

 Timely pre-positioning of ready-to-use therapeutic food (RUTF) region-wide; 

 Surge in HR capacity; 

 Communication, awareness, utilization of social media; 

 Creative solutions (VISION task forces, cash-in-hand, “5+1 axes” strategy). 

 

The initial focus on nutrition was adopted in order to mobilize resources for the 

treatment of SAM at scale in a region where a number of national nutrition programs 

are significantly under-scale, and this focus proved useful in raising the profile of the 

crisis and attracting public attention. UNICEF’s initial proactive approach, its timely 

response in the deployment of the HR surge, and the pre-positioning of RUTF supplies 

across the region have been identified as significant achievements. Additionally, the 

different COs have been able (with occasional RO support) to deal with a number of 

communication demands (visits, fact sheets, media attention) and in some cases (Niger, 

Chad) have successfully used social media. Creative initiatives at CO level (CO 

VISION task forces, cash-in-hand authorized by the Division of Financial and 

Administrative Management (DFAM)), together with remote assistance from HQ, are 

worth highlighting and show that there is readiness to overcome difficulties (internal 

administrative constraints) even if L2 procedures have not been clarified. 

However, the response has not been based on a comprehensive assessment of the needs 

of children and their families in the context of a nutrition crisis, other than the need to 

ensure the availability of RUTF. Furthermore, the absence of both a strategic plan and a 

subsequent operational plan integrating all sectors has been acknowledged as a 

significant issue to be addressed. Some aspects were not given enough attention or 

support at the beginning of the response, especially Education, Communication for 

Development (C4D), and HIV. 

Early in the response, UNICEF’s HQ and the RO proposed to the COs planning 

matrixes for the different sectors and a Humanitarian Performance Monitoring (HPM) 

system that would harmonize indicators to monitor performance. The roll-out of this 

system has suffered due to the lack of integrated planning and has proved to be 

inadequate in the context of a slow-onset nutritional crisis. The support provided by the 

RO to the COs has included operational, logistical, and technical support, and has been 

very much appreciated. Support from HQ was also provided in the context of designing 

a more integrated response, but this has not yet been properly articulated. L2 procedures 

and their implications are not well understood at CO level. In some cases, especially in 

relation to technical support to individual sectors, UNICEF’s “silo” structure has 

prevented further integration. The traction of the Emergency Team (ET) at RO level has 

been only partially translated at CO level. 

In some COs, specific plans and strategies have been put in place. In Niger, the 

response has been integrated by all actors into an already consolidated operation; in 

Chad an integrated plan has been established; and in Mauritania a “5+1 axes” strategy is 
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being put in place to operationally integrate sectors in different geographical areas and 

to allow the adequacy of the HPM approach to be tested. 

The issue of moderate acute malnutrition (MAM), including its characterization and the 

definition of needs and an adequate response, is still a contentious one between 

UNICEF and WFP. Some progress has been made, but with UNICEF having overall 

responsibility for nutrition, there is a need to establish better arrangements and 

coordination with WFP. 

The nutrition response has been successful overall in pre-positioning supplies, which 

has potentially improved the quality of the response, but it faces specific challenges in 

delivering treatment to the planned caseload. Lack of capacity of local governments, 

contextual difficulties of access, and a shortage of implementing partners are factors 

limiting its capacity to reach all beneficiaries. Every country visited in the course of this 

assessment faces specific challenges in this respect. Overall, trends at the time the RTIA 

was undertaken suggest that it will be difficult to meet the estimated caseload, although 

we are still in the midst of the lean season and the situation may change. Problems of 

delivery capacity are significant, as are the lack of supervision capacity at end-user level 

and the lack of beneficiary participation. These are all issues that need to be addressed 

urgently. 

Other sectors are behind schedule, which is blamed on lack of funding, while the lack of 

clear strategies makes it more difficult to raise funds. Of particular concern is the case 

of WASH, where UNICEF has specific responsibilities. The “WASH in Nut” strategic 

note is an interesting starting point, well known in the COs visited, but this initiative 

faces difficulties in operationalization. Implementation in the field of the WASH 

component is still limited. The Health sector has approached the response to the 

nutrition crisis from the perspective of its regular programs, trying to ensure adequate 

coverage of immunization and the distribution of insecticide-treated nets (ITNs), 

activities that are not directly connected with the response. The poor integration of 

Child Survival and Development (CSD) elements (Health, Nutrition, WASH) raises 

concerns about their internal articulation within UNICEF and the “siloing” of the 

sections identified during the RTIA. The Education and Child Protection (CP) sectors 

have experienced difficulties in integrating activities into the response due to the lack of 

clear strategies, although both sectors have advanced in some countries in terms of 

developing such strategies. Psychosocial stimulation of children, from a CP perspective, 

still represents a very limited element in the response. There is an HIV/AIDS Sahel 

concept note that has been largely ignored thus far. 

The lack of beneficiary involvement in the response is striking, considering the potential 

for UNICEF to involve communities and the consolidated tools in place. Of particular 

concern are the limited attention paid thus far to gender issues and to disabled people, 

and the limited operationalization within the response of HIV and prevention of mother-

to-child transmission (PMCT) aspects. In addition, the fact that UNICEF has taken on 

responsibility for being the main or almost the sole supplier of RUTF raises issues of 
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image and accountability. Equity concerns, in addition to known socioeconomic factors, 

could potentially be raised in countries in non-Sahel regions where malnutrition is 

present but is not being addressed at the same level as in the current response.  

Recommendations 

Recommendation 1: Establish an integrated planning framework to guide the 

response. 

This recommendation encompasses findings contained in paragraphs 7, 9, 18, 21, 23, 

24, 45, 48, and 49–54 of this report, and includes as a logical consequence the issues of 

monitoring results (HPM) (paragraphs 20–22 and 25–32).  

 Develop an RO strategic plan based on a comprehensive needs assessment and 

on inputs from COs’ response plans. This should aim at the formulation of clear 

strategies to integrate other sectors into nutrition crises in the Sahel. This could 

include a kind of “switchboard to emergency mode” in all normal programming, 

allowing for preparedness and response in the event of the situation 

deteriorating.  

 Articulate a response plan, based on the above. Operationalization of this could 

build on elements of the proposed matrixes used in the current response and 

should articulate and include other strategic approaches from the different 

sectors. Of particular relevance would be the integration of Nutrition, Health, 

and HIV in a coherent approach to the potential performance, capacity, and 

limitations of the health system, with set objectives aimed at reducing under-five 

(U5) mortality. C4D, Social Protection approaches, Education, and Child 

Protection could play critical roles in creating a more integrated response. 

 Harmonize HPM indicators, taking into account context-specific situations and 

inputs from COs. 

 Establish communications and fundraising strategies to actively seek funding for 

an integrated response, encompassing all sectors. Establish agreements with 

donors so that there is flexibility to switch normal programming into emergency 

preparedness and response. 

 

Recommendation 2: Take measures to urgently improve the delivery side of the 

response (these measures will be context-specific).  

Within this broad recommendation, findings in paragraphs 46–53, 55, 58–61, 66–68, 

and 71 are addressed. All of these address specific aspects of the delivery and demand 

side of the response and should be treated as a whole (some COs have already taken 

measures to address the more relevant aspects of each issue). 

 Possible solutions to coverage constraints include extending the number of 

centers providing malnutrition treatment; using mobile clinics; promoting 
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community-based SAM case management; and enhancing capacities at 

provincial and Field Office (FO) levels.  

 Addressing logistical bottlenecks in RUTF distribution at field level: These are 

problems identified at end-user level, and require aspects of service delivery to 

be reinforced, including stock and supply management at provincial level. 

Promoting local production of RUTF should be considered as a medium-term 

strategy to reduce dependence on external sources. 

 In the medium and long terms, rapid assessments should be conducted prior to 

the signature of Project Cooperation Agreements (PCAs) and entering into 

partnerships with actors known, or identified, to be efficient, so that in the event 

of crisis they can be more immediately proactive: 

o Facilitate the process of assisting nutrition actors who are not UNICEF 

partners; 

o Increase allocations for transportation of supplies to implementing areas; 

o Reinforce logistical and programme capacities of UNICEF FOs;  

o Establish as a component of PCAs training and capacity building in stock 

management. 

 Addressing performance indicators for defaulters and cured rates: Data 

management is crucial to better address potential problems as well as underlying 

causes of defaults.  

 Prospective analysis of programs’ performance to refine the supplies needed 

consistent with the capacity for delivery, and to review implementation plans. 

 Better integrating the Nutrition, Health, and HIV sectors in a coherent approach, 

taking into account the potential performance, capacity, and limitations of health 

systems, and with set objectives aimed at reducing U5 mortality. Barriers to 

access, including economic (recovery costs), cultural, and geographic barriers, 

should be addressed. 

 Involvement of beneficiaries: building on tools developed in different contexts, a 

framework should be established for the participation of beneficiaries. 

 Mobilization of local communities and utilization of volunteers: COs need to 

better coordinate this issue in-house and with other organizations. 

 UNICEF should proactively attract NGOs and engage with them on the 

implementation of the emergency nutrition program in order to ensure a short-

term enhanced capacity to deliver. 

 Sector (cluster) and inter-sector (inter-cluster) coordination arrangements must 

be improved in areas under UNICEF’s responsibility. Coordination of partners 

could improve capacity to deliver services and enhance access and coverage. 

Recommendation 3: Address shortfalls in implementation in the WASH sector. 

This is a straightforward, though challenging, recommendation, given the importance of 

the WASH sector and the accountability implications involved. It relates, among others, 

to paragraphs 51 and 71 in this report.  
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COs, with the support of the RO, should start looking into strategies to tackle challenges 

and implementation gaps in the WASH intervention. Among possible solutions, 

alternative funding approaches should be investigated: e.g. making WASH one of the 

priorities for funding with non-earmarked contributions; negotiating with existing and 

new donors to cover WASH costs with nutrition funding; and establishing a special 

Emergency Program Fund (EPF) for WASH. The “WASH in Nut” strategy should be 

utilized to make clear to donors the importance of WASH in the nutrition response.  

The RO WASH section should evaluate the impact of the roll-out of the strategy at CO 

level and its local limitations, adaptations, and successful implementations, with the aim 

of refining it for use in future nutrition crises in the Sahel. 

Recommendation 4: Reinforce the HR team in WCARO, and develop a regional 

HR strategy. 

This recommendation was supported by the COs participating and also by EMOPS and 

the Program Division (PD). It corresponds to paragraphs 77 and 78 of this report. 

Action to address this recommendation depends on internal processes; it has been kept 

as a key recommendation due to the importance it was given in the ranking exercise. 

We recommend addressing this issue from a strategic perspective: it should be based on  

a diagnosis of needs in the region, the limitations of finding French-speaking 

candidates, HR demand in relation to specific programmatic needs, and the availability 

of funding. One of the weaknesses in the HR surge capacity identified by the RTIA has 

been the occasional deployment of human resources without a clear operational 

framework or the means required to carry out the intended task. The process of HR 

requests, searches for candidates, selection, and recruitment has to be as transparent as 

possible, and communication between CO and RO HR sections has to be established 

through agreed channels and working tools. Ensuring adequate follow-up of HR 

processes in the region will likely require reinforcement in HR services at WCARO.   

As with other aspects of the response, the HR strategy must be linked to a regional 

strategy and to adequate sectoral strategies. In line with Recommendation 1, an eventual 

HR strategy would benefit from the development of sector strategies that could include 

a “switch” mechanism to turn normal programming into emergency preparedness and 

response. Achieving a minimum capacity of permanent staff able to deal with 

emergencies would greatly benefit UNICEF’s potential in this region, and would make 

the surge required in the case of acute crisis more focused and more readily integrated. 

However, this should not detract from the need to adequately reinforce the HR section 

in WCARO. 

Recommendation 5: Optimize processes for the RO to support COs. 

This recommendation addresses findings contained in paragraphs 33 and 76. These 

aspects also concern UNICEF’s internal management; the consultants believe that they 

should be given attention as they can be the cause of some dysfunction. However, 
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addressing them is probably not an easy task given the “silo” structure of UNICEF. In 

particular, the fact that the RO’s Emergency Team traction does not translate easily at 

CO level and tends to overburden the functions of the Emergency Officer has to be 

addressed.  

 More senior staff must be available to coordinate response at CO level; or 

Emergency Officers should be more senior and their teams stronger. 

 Dissemination of L2 Standard Operating Procedures (SOPs) must be ensured, as 

well as discussion about their implications in the event of a new crisis. 

 More attention must be paid to the need to integrate other sectors into the initial 

phases of the response. This seems especially true – and also feasible – in the 

case of a slow-onset crisis of this type. 

 A travel monitoring system could be a potential tool to facilitate integration and 

avoid or limit “siloing”. 

Recommendation 6: Relations with WFP, need for a Letter of Understanding 

(LoU), including MAM estimations and blanket feeding coordination. 

This recommendation corresponds to paragraphs 10 and 39 of this report. This aspect is 

well known by senior staff at WCARO and will certainly be addressed in conversations 

with WFP, but the solution is complex. The global cluster initiative to address MAM 

through a specific taskforce is a good step, but additional efforts will be needed to align 

the organizational cultures of UNICEF and WFP (see “Discussion” section, page 46). 

Recommendation 7: Address cross-cutting issues not adequately covered in the 

current response. 

 Ensure a gender-based approach, with disaggregation of gender data for the 

nutrition program (paragraph 63). 

 Characterize disabilities in the target population (paragraph 64). 

 Address malnutrition in non-Sahel areas, avoiding positive discrimination 

(paragraphs 8 and 65). 

 

These recommendations are arranged in matrix format in Annex 1, with a breakdown 

specifying their respective urgency, feasibility, and importance. 
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Background and justification  
 

The countries of the Sahel are among the lowest-ranking on the Human Development 

Index (HDI). An estimated 645,000 children die in the region every year, with up to 

30% of these deaths linked to malnutrition
1
; GAM rates close to the emergency 

threshold are present in specific districts in all of them and in the “Sahel belt” regions of 

Chad are even over the critical 15% threshold. The region has suffered well-

documented episodes of nutritional crisis in the recent past, is prone to epidemics of 

diseases such as measles, cholera, and meningitis, and is exposed to significant levels of 

malaria, which is endemic here. Polio is still recurrent in some countries, requiring 

frequent immunization campaigns. UNICEF, as the mandated agency for the protection 

and assistance of children, is present in the Sahel and has developed partnerships with 

governments, international organizations (IOs), and community-based organizations 

(CBOs) in order to promote policies and technical capacity to deal with the challenges 

facing children in the region. UNICEF is pushing for child-oriented agendas in all 

planning and development undertakings in each country. 

 

Following the nutritional crises of 2005 and 2010, at the end of 2011 a new 

deterioration was anticipated for 2012, due to poor rains and rising food prices. Early 

warning systems (EWS) and other forecasts predicted that more than 12 million people 

would be affected across eight countries of the Sahel, with an expected SAM caseload 

of more than 1 million children aged under five. The assessments and information 

gathered at the end of 2011 were shared with the RO and with EMOPS, and UNICEF 

took part in the articulation of an Inter-Agency Standing Committee (IASC) response 

strategy that addressed the nutritional emergency, including warnings of outbreaks of 

cholera and polio in the region. UNICEF’s response to the nutritional crisis was 

triggered by the declaration of a de facto Level 2 emergency
2
, which made possible an 

enhanced response, the mobilization of resources, and the application of specific 

procedures to facilitate processes. An EMT was established at WCARO level and a 

surge capacity for key staff was activated.  

 

In February 2012 UNICEF launched a Humanitarian Action Update (HAU), appealing 

for a total of USD 119,516,156 to address needs initially in eight countries (Burkina 

Faso, Mali, Mauritania, Niger, Senegal, Chad, Northern Nigeria, and Northern 

Cameroon). This appeal was revised in June 2012 to USD 239 million and Gambia was 

included in the response. UNICEF is aiming to deliver an integrated package as a 

strategic response to the underlying causes of the problems addressed, with the aim of 

ensuring the Core Commitments for Children (CCC). This includes interventions in 

Nutrition, Health, WASH, Education, HIV/AIDS, Child Protection and C4D.  

                                                

1 Based on WHO estimates, mentioned in the OCHA dashboard and in the document of the IASC 

Regional Strategy. The issue of the relation between malnutrition and mortality is beyond the scope of 
this report. However, according to “The Use of Epidemiological Tools in Conflict-Affected Population” 

by the London School of Hygiene and Tropical Medicine (LSHTM, 2009), acute protein-energy 

malnutrition mainly leads to death by increasing the susceptibility of malnourished individuals to 

infectious diseases and, once they are infected, increasing the severity and duration of these diseases. See 

also John B. Mason, Jessica M. White, et al. (2012) “Child Acute Malnutrition and Mortality in 

Populations Affected by Displacement in the Horn of Africa, 1997–2009”, International Journal of 

Environmental Research and Public Health, March 2012; 9(3): 791-806. 
2 Standard Operating Procedures for the activation of an L2 response and its implications for COs and 

ROs involved are still under discussion at UNICEF HQ level. 
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It should also be noted that deteriorating conditions in Mali have affected the 

humanitarian situation in the north of the country, and an influx of refugees has spilled 

over into neighboring countries. This has had consequences for the previous estimates 

and appeals, and plans have been developed accordingly (Consolidated Appeals Process 

(CAP) appeals for Mauritania, Niger, and Mali).  

 

The geographic scope of the Sahel crisis, the magnitude of its toll on children, and the 

level of response provided all underline the need for UNICEF to learn from and 

improve upon its response in the earliest stages of the crisis. Toward this end, it was 

deemed important that UNICEF undertake a Real-Time Independent Assessment 

(RTIA) to gain an impartial perspective on whether its response to the crisis to date has 

been adequate, whether the targets defined in the integrated response plans have been 

adequately aligned to the CCCs and are being met, and whether resources are being 

used in the most efficient and well coordinated way. 

 

A quick and light RTIA was proposed to facilitate such learning, in order to feed into 

UNICEF’s operational decision-making and program improvement while the response 

was still ongoing. The exercise was intended to provide timely feedback on the efficient 

use of resources available and to enable the COs and RO to reallocate resources where 

required, adjust approaches, revise targets, and/or amend procedures, as necessary. 

  

RTIA: objectives and scope 
 

This RTIA was planned as a learning exercise to be carried out after the first phase of 

the response, in order to inform decisions during the second part of the intervention. A 

team of two external experts was mobilized and the field phase took place between June 

24 and August 3, 2012. The objectives and scope of the exercise were defined in the 

ToR (attached as Annex 5) as follows: 

 

o The main objective of this RTIA is to assess, as systematically and 

objectively as possible, what in UNICEF’s response in the Sahel has been 

working well, what has been working less well, and why, with a view to 

providing real-time feedback to improve the response moving forward. 

Specifically this RTIA examines UNICEF’s Integrated Programme 

Response, National Strategy Response Plans supported by UNICEF, country 

Cluster/Sector Lead Agency roles (where relevant) and operational support 

in the overall context of the benchmarks set in the CCCs, as contextualized 

and prioritized in the Sahel response, through rigorous evidence-based 

analysis, while identifying gaps or unintended outcomes, with a view to 

improving UNICEF’s strategy and the program’s approach, orientation, 

coherence and coordination. 

 

The scope of this RTIA is limited to the nutrition response, and it was agreed that the 

response to concurrent crises, such as the refugee crisis resulting from the conflict in 

Mali, cholera outbreaks in some of the countries involved, and polio outbreaks of high 

relevance for UNICEF would not be assessed, although their mutual influences and 

interactions are noted where relevant. 
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With regard to timeframe, the RTIA’s ToR referred to a period between the HAU of 

February 2012 and May 5, 2012. Delays in the deployment of the team for this RTIA 

meant that the period to be assessed was extended up to the beginning of the mission, 

i.e. June 25, the deadline for June’s Situation Reports (sitreps), which was considered an 

acceptable reference point to draw a limit. This posed a particular challenge in a mission 

that extended until the beginning of August (see “Limitations” section below), and the 

consultants’ team in fact extended the assessment period until the publication of the July 

sitreps, just before the debriefing session in Dakar. 

 

Methodology 
 

The methodology was conceived to be as comprehensive as possible in order to ensure a 

strong basis of evidence for the RTIA’s conclusions and recommendations. It therefore 

included quantitative analysis of data from different sources and the use of qualitative 

techniques during the field mission, including semi-structured interviews, discussion 

groups, and active observation in meetings and field visits. In addition, a participatory 

approach was adopted to maximize the learning potential of the exercise. Time 

constraints and the wide geographical area to be covered posed significant challenges, 

but all efforts were made to ensure an adequate and systematic methodology for 

capturing information, analyzing it, and providing an evidence base.  

 

The process was overseen by an Assessment Management Group (AMG), which 

included UNICEF’s Regional Chief of Planning, the Evaluation Office (EO), EMOPS 

and the Program Division (PD) in New York, and the Regional Chief of M&E. This 

AMG validated the ToR and the initial methodological approach to the RTIA and 

oversaw the successive stages of the exercise.  

 

The methodology is based on three core elements:  

 

a. A comprehensive desk review, which resulted in an inception note, with an 

evaluation framework established and approved by the AMG; 

b. Field visits to WCARO and four COs – Nigeria, Niger, Mauritania, and 

Chad – interviewing key UNICEF staff and staff of other actors present in 

the field relevant in the context of the response to the nutrition crisis, 

including local authorities, leading NGOs, and other UN agencies; and 

c. Visits to sites and malnutrition treatment delivery posts. 

 

To complement the above and to reinforce a participatory process and an adequate 

validation of the provisional conclusions, debriefing sessions were carried out at each 

CO and at the end of the mission at the RO in Dakar.  

 

a. Comprehensive desk review 

 The consultants went through the documents available, including files facilitated 

by the AMG, ranging through strategic and operational documents, internal 

memos, monitoring instruments, and dashboards, in order to obtain an initial 

understanding of the environment and of the mechanisms for analysis and 

decision-making involved in the UNICEF response. Memos and reports from 

other organizations, EWS reports, donors’ decisions, etc., were also analyzed. 

Documents were made available to the team on an ongoing basis, and during 

each field visit reviews were updated and completed as appropriate. A web-
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based file-sharing tool (Dropbox) was used, which allowed dynamic 

management of documents between the AMG and the consultants in the field. A 

total of 790 files was managed through Dropbox. The consultants also utilized 

additional documents from different sources. The evaluation framework was 

established before the field visits took place and key questions were elaborated. 

A number of data collection tools resulted from this framework and were used in 

the field interviews, along with field observation forms and discussion group 

guides. A draft inception note was prepared. 

 

 During the initial stay at WCARO the inception note was further refined, with 

inputs from the AMG. The evaluation framework agreed to address the 

following evaluative dimensions: a) context and needs assessment; b) 

preparedness and planning; c) coordination; d) connectedness; e) response; f) 

coverage; g) effectiveness; and h) efficiency. 

 

 An evidence-based matrix was created in order to establish the chain of evidence 

when entering data and to ensure an evidence-based construction of findings and 

conclusions. Data entered into this matrix was triangulated from different 

sources before it was considered as contributing to the evidence for a finding. 

Triangulation was further established by internal discussions, and a validation 

process took place systematically after each CO field visit by means of a 

participatory debriefing (see below). 

 

b. Field visits 

 Induction of the RTIA at the RO: a number of key informant interviews were 

conducted with staff of WCARO and of other stakeholders with a regional 

presence in Dakar: OCHA, WFP, FAO, ECHO, SCF, ACF, and IFRC. A 

number of remote interviews were carried out at this stage with key informants 

who participated in the initial phase of the response or who were surge staff who 

had already left the region.  

 

 Field visits to four Sahel countries: Nigeria, Niger, Mauritania, and Chad. One 

full working week was spent in each country (the Mission Itinerary is attached 

as Annex 2). Key staff were interviewed, team meetings took place, and field 

visits were organized at each CO to assess the state of the response at field level. 

The team split when possible to cover a larger sample of sites.  

  

o During the field visits, additional operational and monitoring-related 

documents were analyzed, depending on the relevance of the problems or 

issues identified (procurement of supplies, service delivery agreements, 

coordination mechanism memos, stocking and distribution records, etc.).  

 

o At each CO, interviews were carried out with resource persons. These 

interviews were semi-structured such that the main relevant questions were 

addressed, but open discussion and free expression were also ensured to 

capture complementary information. Sometimes these meetings were 

organized as group discussions to maximize time and to provoke debate. 

Meetings with other relevant stakeholders were also arranged: WFP, WHO, 

FAO, ACF, MSF, SCF, Oxfam, CRF, etc. 
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o Meetings were arranged with members of local authorities/governments, in 

light of their interactions with UNICEF’s activities and programs. These 

meetings took place at capital and regional levels in each country visited. 

 

c. Site visits and direct observation at health and nutrition centers and at warehouses 

at provincial, district, and health facility levels  

 

 Field visits to sites were carried out in order to systematically and actively 

observe the characteristics of the response mechanisms that have been put in 

place. Observation forms were utilized to standardize data collection. Site visits 

were also used to gather feedback from beneficiaries on issues of adequacy, 

quality, appropriateness, and timeliness of the services or goods provided. 

Criteria were established to define the minimum characteristics of sites to be 

visited in order to limit possible bias: these included workload, accessibility and, 

if available, performance indicators of therapeutic feeding centers (TFCs). 

 

 Beneficiary discussion groups: A number of adapted discussion groups were 

organized at most of the field sites visited, in order to capture relevant 

information. These implied “managed” group discussions with prioritization of 

issues and a reaching of consensus. The need for translators and the cultural 

diversity of the beneficiaries necessitated ad hoc adaptation of the mechanisms 

of data collection (discussion guides) and management of the discussion. A total 

of 9 discussion groups were organized, seven in Nigeria, one in Mauritania and 

one in Chad. Time constraints limited very much this aspect. 

 

 Other group discussions: The consultants attended EMT meetings at CO level, 

observing and eventually capturing information. Other collective meetings took 

place with NGOs, notably a partners’ meeting in Maradi (Niger) attended by UN 

and NGO partners. 

 

Debriefing meetings 

 

Each CO visit culminated in a debriefing meeting attended by key staff, where 

preliminary conclusions and recommendations were shared by the consultants. These 

meetings had the methodological added value of serving as validation tools. The 

methodology for each was participatory. The provisional findings and recommendations 

applicable to each CO visited were subsequently wrapped up in CO field reports (four 

were produced and shared with the AMG: Nigeria, Niger, Mauritania, and Chad). The 

field reports highlighted issues of immediate concern for each CO, reinforcing the 

practical approach of the RTIA. 

 

A final debriefing took place at WCARO on August 1, 2012, attended by key staff of 

the RO in Dakar and via teleconference by CO staff and staff of EMOPS and the PD in 

New York. The session presented the preliminary conclusions and tentative 

recommendations of the RTIA, and attendees were asked to score recommendations in 

order to rank those with the greatest priority. The consultants used this exercise to 

consolidate the final recommendations, making sure that no issues of interest were 

omitted, while also ensuring the independent and evidence-based character of the 

exercise. 
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Methodology: summary 

 Secondary data analysis: review of about 700 documents provided, additional analysis of 

key documents, program records and registration, and other data collection tools at field 

level. 

 Primary data collection and analysis: 

- Interviews: more than 150 people were interviewed (60% males, 40% females)
3
 

- UNICEF staff: 87 
- NGO personnel: 19 

- UN agency staff: 25 

- Government representatives: 20 
- Donor representatives: 6. 

- Discussion groups: seven groups of mothers; two groups of volunteers. 

- The consultants attended three EMT meetings and one partners’ coordination meeting, 

plus two joint NGO meetings. 
- Site observations: 15 nutritional centers and three warehouses were visited; review 

conducted of data collection formats and data processing systems.  

Limitations  

 

Long duration of the RTIA: The completion of this RTIA in terms of data collection 

extended from June 18 to August 3, 2012, allowing only a short period (to August 31) 

to prepare the final report. The long time span of the field mission could potentially 

affect the relevance of the findings from a real-time perspective (i.e. conclusions and 

recommendations may be offered at the end of August based on data and evidence 

gathered in mid-June).  

 

The timeframe of the RTIA was initially modified to include data up to the sitreps in 

June. In order to address the possible limitations of the relevance of conclusions due to 

this long time span, the consultants have included as much data as possible up to the last 

period of the mission, and the July sitreps were also taken into consideration. The 

workshop in Dakar was of particular importance in ensuring that the conclusions and 

recommendations offered remain relevant from a real-time perspective. It is to be noted 

that some countries had already taken action based on the findings of the RTIA well in 

advance of the final presentation in Dakar and the circulation of the draft version of this 

report. The RO emergency section also activated a response to issues identified in 

advance of the report’s finalization. This point demonstrates the risk of an RTIA 

becoming irrelevant if the process of compiling it takes too long. 

 

Time constraints: Long journeys and travel connection arrangements between 

countries, and complex in-country displacements, limited the time available for data 

collection and analysis in each country visited and the time available for consolidation 

and analysis of the information, as well for the necessary preparation for the discussion 

groups.  The consultants split itineraries when possible to extend their coverage and 

paid extra attention to evidence-based findings and to triangulation. 

 

Sampling: The criteria for sampling sites to be visited were established beforehand 

with the CO, but it was not always possible to respect these criteria. Availability of 

                                                

3
 See annex 3 for the list of persons met:  32 in WCARO, 18 in Nigeria, 33 in Niger, 38 in Mauritania and 

34 in Chad, and see in annex 2 where the different discussion groups took place. 
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people for interviews was also sometimes a limitation, which the team tried to 

overcome by means of alternative informants or remote interviews.  

 

Availability of data: Most of the data requested was made available to the consultants, 

but in some cases data dependent on local counterparts was missing or incomplete. 

 

Findings 
 

The findings of this RTIA have been grouped according to the nine different evaluation 

dimensions elaborated in the assessment framework. 

 

Dimensions of the assessment 
- Context  

- Needs assessment 

- Preparedness and planning 
- Coordination 

- Connectedness 

- Response 
- Coverage 

- Effectiveness 

- Efficiency 

 

The findings are numbered by paragraph for easy reference, and conclusions are 

summarized in a box at the end of each section. The recommendations are set out in 

detail after a discussion section, and sometimes these encompass more than one 

dimension. Links between the dimensions studied, the findings and conclusions related 

to each one, and the final recommendations are made explicit throughout. 

 

Context  
 

The context in the Sahel is challenging and UNICEF has had to face a number of issues 

that directly affect the roll-out of the response to the nutritional crisis: 

 

1. Institutional weaknesses are common across the region. UNICEF works in 

partnership with local governments and aims to reinforce local government 

capacities. This applies to a wide variety of issues, relating to women’s and 

children’s rights and protection, access to care and education, and public health 

interventions. Malnutrition has often been denied as an issue by local governments 

and, although most national governments do now acknowledge that malnutrition has 

to be addressed, the general focus at government level is more on food security, 

leaving malnutrition largely as an issue to be dealt with by the international 

community (UNICEF, WFP, NGOs). 

2. Children and mothers in the region are extremely vulnerable, with maternal and U5 

mortality rates among the highest in the world. UNICEF is addressing these 

vulnerabilities through its regular programming, but questions remain about the 

factors influencing these high rates and ways in which they could be addressed. 

Malnutrition is one of the contributing factors, but not the only one. The situation is 
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further aggravated by high fertility rates (up to 7.3 births per woman in Niger, the 

highest in the world) and high population growth, which together imply a doubling 

of the population every 20 years on average, putting additional strain on already 

fragile resilience and coping mechanisms.  

3. Access by women and children to health and social services is constrained by 

various factors – geographical, economic, and cultural. These include the attitudes 

of husbands and traditional leaders: women are not empowered in those segments of 

the population most affected by the nutrition crisis. It should be noted that in the 

Sahel malnutrition is an alien concept and that there is no understanding of the 

condition within the cultural framework of the communities affected (in many areas 

there is no word for “malnutrition”, and identifying the condition is one of the 

challenges at community level
4
). These access issues, together with regional 

limitations in geographical coverage, have a real relevance in limiting the effective 

coverage of people in need, especially women and children. 

4. High rates of poverty among the affected populations are one of the root causes of 

difficulty in accessing services, and contribute to food insecurity; this is exacerbated 

by population growth and the erosion of livelihoods. Poverty is also related to poor 

access to education, limited understanding of health practices, and recourse to 

traditional healers due to a lack of cultural suitability and affordability of the health 

services on offer.  

5. Other health crises which are present on a permanent basis – outbreaks of polio, 

cholera, meningitis, and measles – affect UNICEF’s resource mobilization and 

allocation capacities. Occasionally the region is affected by other types of crisis too 

(e.g. conflicts in Mali, Darfur, and CAR; refugee and IDP movements; locust 

swarms). This issue was noted during the field visit and is highlighted when 

appropriate, bearing in mind that the focus of this RTIA remains primarily the 

response to the nutrition crisis. 

 

Context: conclusions 
The context in the Sahel is particularly challenging, and can be described as a chronic 

emergency with interlinked acute episodes. 

 
Institutional weakness is prevalent across the region, and while  some progress has taken 

place in recognizing malnutrition as an important issue to address, this is still an issue that 

is dealt with largely by the international community (donors, UN agencies, and NGOs). 

 
Vulnerability of women and children is very high, determined by poor access to services 

and rampant poverty across the region. 

 

                                                

4 The consultants advise that some research should be undertaken into these cultural aspects, which are 

not uniform across the region but which depend on the background of the communities (e.g. Muslim-

influenced versus animist, pastoralist versus agricultural). Frequently women are blamed for the condition 

of their malnourished children, and this is related to different types of cultural significance of the 

condition. These aspects of the cultural background can affect the way that beneficiaries access adequate 

services, their satisfaction, the way that women are treated by health staff, and the overall adequacy of the 

response.  
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Cultural and anthropological factors are still not well characterized in the management of 

malnutrition. 

 
Challenges include the way that UNICEF’s regular programming accounts for the 

contextual fragility in the region and the likelihood of frequent emergencies. 

 

Needs assessment  

 

6. The malnutrition situation in the Sahel was assessed initially from the perspective of 

concerns about food security, and subsequently SMART surveys were carried out in 

all the countries involved. Initial needs assessments were based on the results of 

SMART nutrition surveys carried out in late 2011 and early 2012. SMART surveys 

provide a snapshot of the prevalence of GAM and an estimation of retrospective 

mortality, but it is generally agreed that they have limitations in defining the 

situation for the period of intervention and in advising on needs. In order to estimate 

a realistic caseload, prevalence data is multiplied by an incidence factor; this is an 

approach that is not necessarily universally accepted and is not uniform across 

countries and regions. SMART surveys do not capture variability within a region, 

do not allow an estimate of mortality related to prevalence figures, and do not allow 

differentiation between livelihoods groups or body shape factors when establishing 

potential needs. Previous experience is an important factor in defining the final 

expected caseload in each region.  

7. The main focus of the initial assessments was based on malnutrition rates, with 

estimations of possible incidence (expected caseload). Other needs assessments 

(health, WASH, child protection, education) were not carried out, which was one 

reason why insufficient attention was given to those sectors/needs in the initial 

formulation of the response. There is no data supporting a needs-based initial 

approach that would make children’s needs central and apply participatory methods. 

Expected excess mortality rates and their possible causes and relations with 

malnutrition have not been elaborated, which means that a possible focus on 

reducing U5 mortality has been missed. Gender-related factors have not been taken 

into account, although in some of the caseload estimations a gender breakdown has 

been included. There is no mention of specific issues related to disabilities, or to 

HIV and AIDS. 

8. The nutrition situation in non-Sahel areas has not been addressed. In Nigeria, 

SMART surveys included non-Sahel states and found comparable malnutrition 

rates. In Chad, there are widespread concerns about the nutrition situation in the 

south of the country. Even considering the operational limitations and the ongoing 

response, this lack of attention may raise concerns about equity. However, in 

Nigeria the response already includes non-Sahel states.  

9. The estimated caseload translates into an estimation of the quantity of RUTF that 

would be required to enable the case management of acute malnutrition. No other 

explicit estimations of needs have been made and there is no clear strategy on the 

pre-positioning of other types of input, although in some cases the health component 
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of the nutrition response is included (albeit not completely). What is particularly 

evident is the gap relating to WASH inputs. 

10. Estimates and strategies for responding to MAM remain an ongoing issue between 

UNICEF and WFP (e.g. caseload discrepancies, WFP issues on geographical and 

targeted coverage, differing positions on the relevance of school feeding, the fact 

that in some countries where the two agencies are addressing blanket feeding (BF) 

coordination could be improved). In Nigeria, the issue of MAM is largely denied by 

the government, and so is not even addressed in the UNICEF response.  

 

Needs assessment: conclusions 

The response is based on a situation analysis rather than on a needs assessment exercise. The 
lack of a better articulated needs assessment can mean that attention is focused only on a partial 

aspect of the needs of children and their families in these countries.  

 

The systematic use of SMART surveys has significantly improved informed decision-making in 
the region, but this should not become the only standard reference for needs assessment.  

 

There is a need to improve knowledge of the needs of children and families in the Sahel. 
Research on aspects of mortality related to malnutrition, the significance of prevalence rates 

related to livelihoods, and the relevance of other factors affecting ultimate mortality rates would 

be advisable. Better understanding is needed of access problems, actual immunization rates, and 
the socio-cultural (norms and practices) dimension of malnutrition. Currently gender-related 

factors and issues related to disability and HIV/AIDS are only weakly taken into account. 

 

The establishment of alternative information gathering systems, such as surveillance sentinel 
sites or child listening posts (e.g. the ACF/SCF model in Burkina Faso), could help to build 

better knowledge of children’s needs in the region. Acknowledging the limitations of these 

approaches, and in some cases their pilot nature, UNICEF should play a leading role in finding 
alternatives while a surveillance system is considered. 

 

Nigeria faces a dilemma over whether or not to include non-Sahel areas in response reporting, 

although the response does cover some non-Sahel areas. This may potentially raise an issue of 
equity in countries where UNICEF may not be paying enough attention to other areas within the 

same country.  

 
The availability of resources defines the needs to be addressed (i.e. RUTF as the main input 

basically defines the nutrition response). Not having a better-formulated needs assessment 

affects the formulation of an integrated strategy to address the needs of children, other than the 
required amounts of inputs to ensure case management of nutrition requirements of the 

estimated SAM caseload. It seems that the response is geared towards a supply-driven operation. 

 

The way that UNICEF understands its overall responsibility for acute malnutrition (moderate 
plus acute) is sometimes inconsistent (and probably reflects the absence of a UNICEF 

nutritional strategy/policy at global level). MAM was included in the first HAU in February 

2012 as an issue to be tackled in coordination with WFP, although it was not factored into the 
response needs/financial requirements for each country, because estimations of caseloads by 

country were not available from WFP. MAM also appears in the first set of indicators for HPM. 

This reflects the fact that UNICEF, correctly, considers the response to MAM to be part of the 
response to the nutrition crisis.  
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Preparedness and planning 
 

11. UNICEF responded very promptly to signs of an approaching food security crisis in 

2012. The document review conducted for this RTIA showed that in August 2011 

some meetings and internal correspondence had already raised the need to activate 

preparedness measures. The initial focus on food security proved useful in raising 

awareness and mobilizing the main UN agencies (UNICEF, WFP, FAO). UNICEF 

soon started to turn the focus towards a nutrition response. As early as November 

2011, an internal document from WCARO raised the main issues: i) situation 

analysis of nutrition status in the region; ii) lessons from 2005–2009; iii) integrated 

planning; iv) review of preparedness; v) support needed. 

12. UNICEF’s Early Warning/Early Action (EW/EA) system is known by all COs and 

has been routinely updated, but it is generally judged not to be adequate in 

activating a response or in informing planning decisions for this type of nutritional 

crisis. 

13. The planning of the response was based on the caseload estimated by each country’s 

SMART survey. As mentioned above, this tool provides a snapshot of prevalence, 

but it is difficult to obtain estimations of incidence. SMART does not offer 

geographical disaggregation to guide responses to hotspots, nor information on 

differences within regions or between different livelihoods groups and their 

mortality rates. Moreover, it does not take into account coping mechanisms or the 

possible impact of preventive measures adopted. While the value of SMART 

surveys is well acknowledged, this type of survey is becoming more and more relied 

upon to guide the response. SMART surveys are useful for planning and following 

trends over years, but they cannot replace monitoring systems. In order to take into 

account coping mechanisms and impacts, there is a need to standardize other data 

collection tools and to promote longitudinal studies. At RO level, data was collated 

at early stages of the response in order to better understand the dimension of the 

problem and to begin establishing response mechanisms. The estimation of expected 

caseloads was based on estimations by each CO starting from the SMART surveys 

and adapted according to local knowledge and historical trends. 

14. The process of defining the caseload was judged critical in order to pre-position 

supplies for the response, and discussions between COs and the RO took place up to 

the level of senior management. 

15. Early activation of preparedness by the RO and subsequently by some COs was 

influenced by changes in management (RO, Chad, Mauritania). Leadership, a sense 

of urgency, and reputational risk, emphasized by UNICEF’s recent experience in the 

Horn of Africa, are factors that have contributed to a more proactive approach. The 

increase in the estimated caseload over that of 2011 was not significant, but 

“business as usual” was no longer considered acceptable. To some extent, a “moral 

imperative” influenced the decision to reach 100% of the caseload. This decision 

was not completely accepted or agreed upon in some COs, however, as it put 
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pressure on an already stretched operational capacity, due to the scaling up of the 

response in previous years. 

16. Very early on, preparedness focused on ensuring the pre-positioning of supplies 

(RTUF) for all COs, based on the agreed caseloads. This was coupled with the early 

activation of an HR surge capacity, in a concerted effort between the RO and the 

COs. 

17. The table below compares the caseloads estimated for 2010, 2011, and 2012 (initial 

and revised, as in the HAU of June 2012). It shows that differences were not 

globally significant in the region (estimates did not change between 2010 and 2012, 

and increased by only 9% in 2012 compared with 2011), although some countries 

did estimate significant increases for 2012. However, the decision to reach 100% of 

the estimated caseload has actually increased the target for 2012 (1,095,130 

children, around 76% more than the number reached in 2011 (619,310). 

 

 2010 2011 2012 (figures as of November 2011) 
 

 

Actual  

SAM 

program 

admissions 

Estimated 

SAM 

caseload 

Planned SAM 

program 

admissions  

(final figure for 

admissions in 2011 

included in HAU, June 

2012) 

Estimated 

SAM 

caseload 

Planned SAM 

program 

admissions 

Estimated SAM 

caseload 

(estimated and worst 

case scenarios)  

Estimated SAM 

caseload January 

2012, target for 

the year 

(caseload/target 

HAU June 2012) 

Niger 

 
330,000 378,000* 307,000 (300,000) 310,000* 330,600 330,000* – 415,000* 

 

331,000 (394,000) 

Nigeria 

(North) 

 

32,000 309,000 70,000 (140,000) 219,000 150,000 225,000 – 500,000* 

 

201,718 (208,000) 

Chad  

 
55,000 94,000 65,000 (68,000) 97,000 75,000 129,000* – 165,000* 

 

127,300 (same) 

Mali 

 
25,000 80,000 25,000 (15,000) 87,000 65,000 192,000* – 250,000* 

 

175,000 (same) 

Burkina 

Faso 

 

35,000 101,500* 60,000 (50,000) 136,500* 60,000 100,000* – 150,000* 

 

99,178 (100,000) 

Cameroon 

(North) 

 

17,000 34,000 20,000 (35,000) 35,000 25,000 25,000* – 35,000* 

 

55,119 (55,000) 

Mauritania 

 
3,400 19,000 9,000 (5,000) 13,000 13,000 13,500 – 33,000* 

 

12,600 (same) 

Senegal 

(North) 

 

5,000 5,700 10,000 (5,000) 11,300 10,000 12,000 – 16,000* 

 

17,110 (20,000) 

Total 

Sahel 

 

502,400 1,064,500 566,000 (619,310) 993,500 728,600 1,026,500 – 1,564,000 

1,025,026 

(1,095,130) 

 

Note: Modified table from a working document used in a Senior Staff Meeting (SSM) in November 2011. 

Estimated caseload calculated as prevalence of SAM multiplied by the population of children aged 6–59 

months, multiplied by the prevalence to incidence conversion factor (2). Asterisked numbers are country 

estimates (not following calculation).  

18. Apart from planning figures for the estimated caseload in order to ensure adequate 

supplies, and the decision to scale up the response, no evidence was found that there 

has been any formulation of an integrated strategic plan for the emergency response, 

with a regional perspective, based on a comprehensive analysis of needs. No 
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documents or processes of this nature have been identified at RO level. Objectives 

have not been formulated, nor intended results, nor a framework for measuring 

them. 

19. There is wide evidence of significant support to COs activated by the RO: meetings, 

conference calls, and missions have been scheduled, with clear action points 

recorded. Monthly calls with COs have followed up on action points, and in all a 

significant effort has been developed. The role of the RO in activating surge 

capacity in HR has been critical (see “Efficiency” below), and some references early 

on in the activation of the surge procedure indicate that COs have been advised to 

extend their partnerships with NGOs in countries where partners are limited. As is 

described later, however, RO support to the COs has been very much “siloed” 

according to sectors, thus limiting the potential for an integrated approach. 

20. The PD sent a team from HQ to work with the RO on defining an integrated 

response framework, with planning exercises. This took place during March–April 

2012, when field missions to Burkina Faso, Cameroon, Mali, and Senegal were 

carried out; remote work was also undertaken for Chad, Nigeria, and Mauritania. 

The RO provided COs with a matrix form to be utilized as a response plan. The 

completed matrixes established a framework of results related to the CCCs, albeit in 

a non-integrated way. Matrixes do not provide a narrative and they consider sectors 

separately, only aggregating (not integrating) the eventual response activities and 

intended results. There is a monitoring system associated with the matrixes (HPM), 

but this does not reflect the actual interventions carried out in each sector by 

different COs, and does not align with existing mechanisms for monitoring (see 

section below on HPM). 

21. The PD was involved in defining indicators with the RO at an early stage (January 

2012) and in initiating CO feedback. However, the effort to articulate an HPM 

approach was not successful: the general opinion seems to be that HPM has been 

imposed without adequate dialogue. The HR surge and guaranteeing of supplies 

(RUTF estimated by caseload) were among initial priorities in the RO’s support to 

COs, and generally these have been appreciated. 

22. Some COs have developed alternative approaches to the proposed matrixes. Chad 

formulated a narrative including an integrated approach, with sector objectives, 

while Mauritania approached the idea in a more operational way, designing the “5+1 

axes” approach, under which integrated missions would address the response in five 

geographical axes and provide initial testing for HPM and its possible adaptation. 

Both these approaches provide useful lessons. Niger did not articulate any new 

plans, referring instead to the planning framework of the country’s CAP, which is to 

some extent limited in scope and details. 

23. Furthermore, no clear timeframe has been established for the response. The RTIA’s 

ToR established the publication of the HAU as the starting point for this assessment. 

The matrixes establish a 180-day response period starting in March 2012. But the 

response has actually been a continuum since late 2011, based on the pre-

positioning of supplies and the activation an L2 emergency and HR surge capacity. 
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This seems to have been little modified by the roll-out of the matrixes at CO level, 

or by various requests from the RO and from HQ to integrate sectors. 

24. The planning of other sectors related to the nutrition crisis appears to be behind 

schedule, though the different sectors are striving to achieve eventual integration. 

The WASH sector at RO level has developed a “WASH in Nut” strategy that has 

been very widely discussed at field level. Child Protection has developed a draft 

discussion paper on the integration of psychosocial stimulation into the nutrition 

response, something that was starting to go into operation at some sites during the 

RTIA field visits (July). External Communications produced an advocacy strategy 

in January 2012. Individual sector strategies are addressed below under “Response”. 

It should be noted that the WCARO nutrition section developed a strategic note in 

late 2011 (for the whole WCARO region) and that the HIV/AIDS section has 

drafted a four-page note outlining a strategic approach to the nutrition crisis, but 

there has been very limited utilization of either of these documents at operational 

level. 

 

Preparedness and planning: conclusions 
The response has been conceptualized as addressing a situation that cannot be accepted, 

striving to put COs in emergency mode to scale up in order to address 100% of the 

estimated caseload. The initial focus – raising the profile of the crisis and raising 

awareness – was instrumental in ensuring funding and the activation of mechanisms needed 

for surge capacity. However, this should not have prevented the development of a strategic 

plan at RO and CO levels, based on needs and integrating the response from the beginning. 

The above approach only partially takes into account the needs of children in the Sahel. 

Acute malnutrition is related to 20–30% of deaths in under-five but it is not the only factor. 

A more “child-centered” and holistic needs assessment approach would have helped to set 

the basis for a better-integrated response. 

The decision to react with an estimation of caseload that was not significantly higher than 

in 2011 is legitimate (it sets the threshold), but in some ways this contradicts the COs’ 

previous work to set up a progressive response coherent with the context and a capacity-
building strategy. In some cases it could have been that COs were in a situation of denial or 

believed that the chronic situation was not addressable. A case-by-case assessment of COs’ 

strategies and gaps would have been advisable. 

 
Rather than planning for a response to address identified holistic needs, the main interest 

lies in ensuring supplies to treat the estimated caseload of children affected by SAM 

(defining the RUTF needs). By doing this, UNICEF de facto has taken overall responsibility 
for providing RUTF supplies, becoming the main or exclusive supplier in some areas; this 

is something that seems to be agreed with donors but which is accepted to a lesser extent by 

partners in the field. This role raises issues of responsibility and accountability that have 
not been comprehensively analyzed in terms of the risks associated and future commitment. 

 

Preparedness was considered a high priority by the RO. Many documents and records and 

action points from meetings show the interest that existed in providing support for the HR 
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On HPM 

 

25. Humanitarian Performance Monitoring (HPM) has been proposed to COs as a 

means of measuring progress in the implementation of the response. This process 

has been perceived as being top-down, with insufficient attention paid to the 

possibility of taking into account M&E elements used by the different COs. This 

perception is in contradiction with the attention paid by HQ and the RO Emergency 

Unit to this issue and the number of meetings and missions related to the roll-out of 

HPM (see paragraphs 20–21 above). 

26. There is general agreement on the need for HPM. Nutrition indicators are clear and 

applicable to the current crisis, although the one relating to children cured of SAM 

is frequently misapplied. Other indicators are not well understood and/or are not 

suitable for local contexts. They do not correspond well with the activities carried 

out or the outcomes intended, and do not capture the components involved in the 

response. According to one comment from a CO, “Indicators should be useful, easy 

to gather, progressive, and accepted by partners.” Conflicting messages about the 

use of HPM to monitor the UNICEF response or the broader humanitarian response 

have created additional confusion. The approach is easier to apply in refugee crises 

(e.g. Mauritania and Niger, with refugees from Mali). In most COs visited (with the 

exception of Chad), the lack of a sound response plan to guide the emergency 

program is further hampering the identification and utilization of meaningful 

indicators.  

 

The table below summarizes the indicators as proposed by HQ/the RO, together 

with the consultants’ comments. 

 

surge and in ensuring the pipeline for supplies. It should be noted that supplies are 

estimated according to the estimated caseload, but that HR estimations are not based on 

clear criteria, due to the absence of a planning reference point that would justify the need 
for these resources. 

  

As this is a slow-onset emergency, identified as far back as November 2011, some more 

consistent planning – with an integrated approach and putting children’s needs at its core – 
would have allowed for better integration. An integrated plan at regional and CO levels 

should have been developed, integrating actions with common objectives (e.g. “Prevent 

excess mortality associated with malnutrition”). The consequence has been a diversion of 
focus towards a supply-driven intervention for nutrition. 

 

There is a need to formulate sector strategies that address the challenges of a nutrition 
response, taking into account the structural and chronic nature of the problem. The 

strategic note drawn up by the nutrition section at WCARO in September 2011 is an 

interesting starting point and includes useful information identifying the main challenges, 

but generally it seems to have been poorly acted upon and has not generated related 
operational plans across the region.  
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Simple language  
in UNICEF sitrep 

Indicator RTIA comments 

NUTRITION   

Children <5 with SAM in 
therapeutic care 

# and % of targeted children 6–59 months with 
SAM admitted for therapeutic care 

Adequate and utilized. 

Children <5 in therapeutic 
care recovered from SAM 

# and % of exits from therapeutic care by 
children 6–59 months who have recovered 

Well formulated here, but used differently in 
the sitreps: should be limited to number cured, 
avoiding %, which is misleading in the sitreps.  

HEALTH   

Children <5 receiving 
measles vaccination 

# and % of children 6–59 months vaccinated for 
measles  

In many areas figures are from biannual 
campaigns or from the normal EPI (<23 
months). Not related to the response. 

Emergency-affected families 
receiving two ITNs 

# and % of families receiving two ITNs Normally delivered through other programs. 
Sometimes included in the response, mainly in 
inpatient centers. In this case a defining target 

is needed. 

WASH   

Affected population provided 
with access to household 
water treatment 

# and % of targeted population provided with 
access to household (HH) water treatment as 
per agreed standards (e.g. # liters/person/day) 
for one month (or # days) 

Response is not reaching HH level so far. Some 
WASH plans foresee this, but have not started. 
Generally judged to be complex to achieve. 

Affected population with 
access to appropriately 
designed toilets  

# and % of targeted population with access to 
appropriately designed toilets 

Same as above: target population to be defined, 
high costs and time involved. Limiting this 
indicator to health centers seems more feasible. 

Affected population provided 
with key hygiene supplies 

# and % of targeted population provided with 
sanitation or hygiene kits or key hygiene items 

The most accepted activity, but not widely 
implemented so far (due to lack of funding). 
Requires target population to be defined. 

CHILD PROTECTION   

Children with safe access to 
community spaces for 
socializing, play, learning 

# and % of targeted children with safe access to 
community spaces for socializing, play, 
learning, etc. 

Accepted as potentially adequate for the 
psychosocial support activities about to begin 
in some nutritional centers, otherwise not 
directly linked to the nutritional crisis. 

Separated children in 
emergencies reunified with 

families 

# and % of separated children in emergencies 
reunified with families 

Not relevant in nutrition crisis. It should be 
noted that the RO Child Protection section 

raises the point that voluntary family separation 
is still a risk in nutritional crises. 

EDUCATION   

School-aged girls and boys, 
including adolescents, with 
continued access to formal 
and non-formal basic 

education 

# and % of school-aged girls and boys, 
including adolescents, with continued access to 
formal and non-formal basic education 
(including temporary learning spaces, play and 

early learning opportunities for young children) 

While there is general consensus that the 
nutrition crisis is worsening the school drop-out 
problem, the issue has not been 
comprehensively assessed and the indicator 

remains vague and ambitious. 

HIV/AIDS   

Children under 15 who 
continue to receive 
antiretroviral (ARV) 
treatment 

# and % of children under 15 years identified as 
HIV-infected who receive ARV treatment  

Not addressed at most sites. Possible gap in the 
response, only present where a strong program 
is in place. 

HIV-positive pregnant 

women continuing to receive 
ARVs for PMCT 

# and % of pregnant women living with HIV 

within the target population who receive ARVs 
for PMCT 

Ibid. 

C4D   

Not recommended for sitreps % of focus groups/community group interviews 
where messages were understood and received 
positively  

C4D is very relevant in improving 
effectiveness, as well as promoting beneficiary 
participation. Would require other types of 

indicator. 

 

27. HPM for nutrition:  

o The standard indicators proposed are well known and data is obtainable from 

the reporting systems already established. Inaccuracies are to some extent 

diluted by the large numbers of children admitted to the program. The 

second indicator on children cured is used incorrectly in the sitreps: it is a 

performance indicator, and the percentage that is shown in the sitreps refers 
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to a denominator that is 75% of expected caseload while it should be 75% of 

exits from the program. This can produce a misleading interpretation of the 

program’s performance. Data exists for the correct indicator, and is reported 

systematically. We recommend using it correctly (% of exits) or simply 

using the crude numbers of cured children reported. 

o Admissions are recorded by gender in the admission forms, but analysis and 

reporting do not include gender breakdown. 

28. WASH: The proposed indicators set out to measure activities that at present are not 

being implemented in the areas visited. Only the third indicator seems to have been 

adopted to a certain extent. Confusion persists on the target for this activity. The 

indicators at household (HH) level pose important challenges and to most of the 

staff concerned do not appear to be realistic. 

29. Child Protection (CP) and Education: The response is still on hold in most cases. 

The first indicator on protection seems to be gaining momentum, perhaps due to a 

general agreement to initiate psychosocial activities. The second does not seem to 

have been adapted to the context of the response, but is generally judged to be 

adequate in refugee settings. 

30. Education indicators have been addressed differently in different contexts. Both CP 

and Education require a strategy to better define their scope and objectives and a 

framework for measuring results. It should be acknowledged that CP has initiated 

some discussions on this, also using lessons from Somalia.  

31. C4D is particularly relevant in this context as it is needed to improve the 

effectiveness of Nutrition and WASH activities (and possibly also CP and 

Education). It is also the natural way to promote beneficiary participation. Indicators 

need to be defined in the contest of a strategy for the nutrition response (see the C4D 

strategy for Chad).  

32. Consideration of HIV/AIDS is strikingly absent at many levels of the response. This 

is referred to in “Response” and is a gap to be addressed, which is reflected in the 

scarcity of HIV-related data in the sitreps. 

HPM: conclusions 

Keeping in mind the need for harmonization across the countries involved, the role of the COs 

in defining what indicator makes sense for their specific contexts and programs seems to be 

essential for the selection of these indicators.  

 

The underlying cause for most of the confusions and misunderstandings relating to HPM lies in 
the absence of an integrated plan adapted to each country’s specific circumstances, which 

makes it difficult to establish a monitoring framework. The formulation of a response plan at 

regional level, building on the approach of each CO, would allow for a better adapted HPM 
system.  

 

The HPM process should be reviewed. The RO and COs should engage in technical 
discussions on how to better reflect the response in the monitoring of it. 
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Coordination 
 

Internal coordination  

 

33. Observations and interviews indicate that internal coordination at CO level is 

limited by UNICEF’s structural “siloing” between sectors, and this is exacerbated 

by the way that the RO divisions tend to support and liaise directly with their 

respective sectors. This “siloing” effect is more evident in Nigeria and Niger than in 

other countries. RO staff missions to COs are normally not coordinated, and 

opportunities for more integrated support tend to be missed. Missions involving 

different RO staff take place at the same time, without any coordination between 

travelers, who sometimes meet randomly on a plane or at the CO. Apart from larger, 

more integrated missions from the RO to COs involving a number of staff and 

sectors, it would be good to have a way of knowing who in the RO is going where, 

when, and for what purpose, in order to coordinate support missions from different 

sectors. 

34. The initial focus on nutrition was important in order to activate a quick and early 

response, but there is evidence that other program sectors felt (and actually were) 

neglected both by the RO and by the COs. Even though initial plans and documents 

(WCARO’s nutrition strategic note of September 2011; HAU, first version, 

February 2012) attempted to integrate other sectors, the process was not very 

successful and this has affected the development of an integrated response at both 

RO and CO levels.  

35. There is recognition that the role played by the RO Emergency Unit has been 

important in speeding up the response during its early phases. However, the 

dynamic way in which the unit implemented the Regional Director’s initial strategy 

of focusing mainly on nutrition has limited opportunities to integrate other sectors 

into the response. 

 

External coordination  

 

36. In countries where OCHA is present, and also at a regional level in Dakar, the 

perception held of OCHA by other agencies and NGOs is that its offices are weak 

and are performing below their required potential.  

37. Based on observations and interviews with numerous key actors (UN agencies, 

NGOs, donors), sector (cluster) and inter-sector (inter-cluster) coordination is weak 

overall in all of the countries visited, with a few notable exceptions (e.g. Nutrition 

Cluster in Niger), and with only partial and sporadic involvement by government 

counterparts. In Chad, coordination arrangements at field level are deemed to be 

more successful than in the capital N’Djamena. There is a general consensus that 

better coordination would improve the performance of the actors involved, trust 

between organizations, and ultimately the humanitarian response.  

38. UNICEF/WFP relations have only recently improved at regional level and are still 

variable in the countries visited: good in Niger, acceptable in Mauritania, poor in 
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Chad. WFP is not present in Nigeria. The local LoU signed in Niger is a useful 

coordination document. The estimation of MAM caseload numbers is always a hot 

issue between the two organizations. This is an area where programmatic 

responsibilities lie with WFP, but broader implications fall under the responsibility 

of the nutrition sector/cluster, which is led by UNICEF. Collaborations on blanket 

feeding (Chad, Mauritania, and Niger) have also been complex, due to the 

utilization of different approaches and different types of food. Recent discussions 

between UNICEF and WFP at global level to improve coordination on MAM (the 

MAM Decision Tool) could offer an opportunity to strengthen the organizations’ 

joint framework for collaboration and to facilitate interactions at CO level. 

39. A number of sources (donors, UN agencies) have indicated the persistence of an 

alarming situation affecting inter-agency coordination in Mauritania. Personality 

issues and limited experience have been mentioned as being among the main 

reasons behind this. In light of its involvement in all regular and humanitarian 

interventions in the country, UNICEF seems capable of maintaining a neutral and 

catalytic position, thanks also to the diplomatic skills of its Representative. Still, the 

reputation of the UN family is at risk, vis-à-vis governments and donors. 

Additionally, UNICEF COs cannot count on the standard UN family support system 

for advocacy, awareness, or communications initiatives. 

40. The Renewed Efforts Against Child Hunger (REACH) approach, involving 

UNICEF, WFP, FAO, and local government structures, is in the process of being 

rolled out in the region, with different levels of implementation to date. Among the 

countries visited, Mauritania and Chad have begun the process but, according to the 

staff involved, weaknesses in institutional counterparts are hampering effective 

implementation of the mechanism. The approach might one day become a useful 

coordination framework to tackle long-term food security issues and ultimately the 

root causes of malnutrition. Currently, its usefulness is limited, especially in the 

humanitarian response context.  

Coordination: conclusions 

The RO should better harmonize the way it provides assistance to COs, looking into 

coordinated exchanges during the initial planning phases of the response, as well as 
coordination of support missions. One possibility for the latter would be to look into a 

travel planning tool located on the intranet, similar to the one utilized in the East Asia and 

Pacific RO, allowing for coordination, follow-up, and monitoring of all support missions. 

 
Paying more attention to the need for integration of other sectors in the initial phases of the 

response might have avoided internal tensions at RO level and ultimately might have 

offered the chance to produce better fundraising and planning documents. This seems 
especially true in the case of a slow-onset crisis of this type.  

 

Given the humanitarian complexities of the Sahel region, where a number of overlapping 
crises are compounding the broad nutritional response, UNICEF should advocate at RO 

and CO levels for the strengthening of OCHA’s capacities. 

 

In the framework of UNICEF’s sector/cluster responsibilities, COs have the responsibility 
for finding ways to improve these arrangements. 
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Given the importance of the relationship with WFP for the optimization of the nutrition 

response, COs should strive to reach an agreement with WFP and finalize a context-specific 

LoU. The Niger LoU should offer a possible model. An agreed joint approach for the 
estimation of MAM targets and for the coordination of the respective blanket feeding 

programs should be included in the country-specific LoUs. Discussions at global level 

between the two organizations should offer opportunities to strengthen their collaboration. 

 
The RO should bring the inter-agency coordination problems in Mauritania to the attention 

of the Regional Director and if necessary to the HQ levels of key agencies. The objective 

would be to find an acceptable solution and mitigate the risk of a loss of credibility for the 
UN. 

 

Connectedness 
 

41. In some countries (Niger, Chad, and Nigeria partially), the emergency response to 

the nutrition crisis has represented an expansion of existing programmatic 

components. This has ensured to a large extent a good degree of connectedness 

between the response and UNICEF’s regular programs. Mauritania has tried to go 

one step further with the development of its “5+1 axes” strategy, which integrates 

all the sectors as well as humanitarian responses (on nutrition and refugees) into a 

single programmatic approach. Challenges arise when emergency responses need to 

be linked to UNICEF’s long-term collaborations and partnerships with government 

counterparts. Structural deficiencies and weaknesses in specific ministries and 

departments – which require long-term capacity-building efforts – make this 

integration difficult, and in some cases (e.g. the Nutrition and CP programs) parallel 

management, supervision, and information systems have had to be put in place. 

42. Some countries are more ready than others for the integration of sound resilience 

strategies in their collaborative partnerships with UNICEF and the broader UN 

family. According to government counterparts, donors, UN agencies, and NGOs, 

windows of opportunity exist in Nigeria, Niger, and Mauritania to move in this 

direction. The need to advance towards resilience from different angles, and from 

the family and community levels to take account of more structural social protection 

aspects, further complicates the taking of concrete steps and the creation of adequate 

tools. C4D could play a role in a broader framework for action.  

 

Connectedness: conclusions 

 

As framed by its role as Global Cluster Coordinator for Nutrition, UNICEF has an 
important role to play in continuing to build resilience to food security and nutrition crises 

into both beneficiary households and government structures. COs should focus on resilience 

and build it into their nutrition response programs and longer-term strategies. 
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Response 
 

43. There was a general consensus amongst those interviewed that the L2 activation has 

improved some processes (e.g. HR, supplies, RO support missions), and overall has 

done no harm. The COs underlined a lack of clarity with regard to the change of 

supervision responsibilities and other implications at CO level.  

44. With some slight differences (e.g. Mauritania would have liked to have moved even 

faster), the COs visited agreed that the timeliness of the nutrition response has been 

good, especially in relation to the procurement of RUTF supplies, as well as in 

communications and fundraising initiatives. The decision to move quickly at the end 

of 2011 to ensure the provision of RUTF to all key COs has worked successfully, 

and provided a good communications opportunity for fundraising. The general 

opinion is that this has marked a change from previous experiences in nutritional 

crises in the region, in which the response was activated later. 

45. The initial focus on nutrition, coupled with limited inter-sector coordination at RO 

level and a lack of strategies to link different sectors to the nutrition program (with 

the exception of the “WASH in Nut” and HIV/AIDS strategic notes produced), has 

hampered integration of the response. Some COs (Mauritania, Chad) have begun 

developing strategies for linking Child Protection, Education, and C4D to the 

nutrition response and for integrating all sectors. Mauritania has taken a more 

operational approach, designing the concept of “5+1 axes”, in which integrated 

missions address the response in five geographical axes.  

46.  Due to the great amount of focus and resources devoted to the procurement of 

RUTF, the response has to a large extent been supply-driven. International 

procurements and supply chain management up to the capital level have been very 

successful, underlining the comparative advantages of having a single organization 

take responsibility for meeting the whole supply need. At decentralized levels (state, 

region, province, etc.), even if UNICEF strives to ensure the involvement and 

accountability of government counterparts, it is perceived to different degrees as 

being the monopolistic supplier of Plumpy’nut, especially in certain countries 

(Chad, Mauritania, Nigeria). While weaknesses among local and international actors 

require UNICEF to play this role, it raises issues of responsibility and 

accountability. Due to UNICEF’s limited capacity to manage and supervise the final 

stages of distribution to end-users, there are risks involved for the reputation of the 

organization.  

47. Several specific weaknesses were identified in the countries visited. An in-depth 

analysis of the situation in Chad – the most challenging case – offers some insights. 

At nutrition center level, there are limitations on staff capacity in monitoring 

turnover of supplies and in planning replenishments accordingly (especially in 

centers managed by the government and not supported by NGOs). At district level 

the consolidation of requests from all nutrition centers by local administrations is a 

slow process that UNICEF tries to supervise in order to avoid over-inflated figures; 

however, delays and misunderstandings are frequent. At distribution level, UNICEF 

has limited logistics and monitoring capacities to fulfill its responsibility to deliver 
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RUTF to all centers on a regular basis. As a consequence, both donors (ECHO) and 

NGOs running some of the centers have been disappointed by UNICEF’s 

performance. 

48. Particularly in Mauritania and Chad, the limited capacities of government 

counterparts are affecting the quality of implementation of UNICEF’s nutrition 

program. While there is general consensus on the importance of involving local 

administrations, the capacity-building required to ensure quality standards is lagging 

behind the rate of expansion of the program. With this expansion being the 

program’s defining strategy, COs are struggling to find the right balance between 

building the capacities of government staff, structures, and systems and increasing 

their own partnerships with NGOs (through PCAs). In addition, government 

counterparts have shown consistent weaknesses in the management of nutrition 

information, from nutrition center level upward. Together with problems of frequent 

mistakes and poor form-filling, there have been limited utilization and analysis of 

data collected for monitoring and planning purposes. Even when data is properly 

collected, its utilization is limited to basic statistics (admissions, defaults, cured rate, 

etc.). With the exception of Niger, there has been no in-depth analysis of other data, 

such as data on gender. To different extents in different countries, there is room for 

improving the overall supervision and management of nutrition centers and the 

performance of information management systems. 

49. The health component of the response does not utilize nutrition as an entry point, 

and in terms of monitoring provides only general program figures (e.g. vaccination 

coverage). The lack of a formulated objective on reducing U5 mortality associated 

with malnutrition prevents a stronger operational integration of these two aspects of 

assistance (health and nutrition), even if hierarchically they are very much integrated 

within UNICEF itself. The health component of the nutrition protocol (deworming, 

ITN distribution, vitamin A, wide-spectrum antibiotics, malaria check) is not well 

implemented or measured uniformly across all countries. Potentially, more than 1 

million children suffering from SAM and 1 million mothers in nine countries will be 

covered by the UNICEF nutrition program; not taking advantage of their presence, 

sometimes for several weeks at a time, at nutrition centers, represents a missed 

opportunity to undertake further health initiatives and health promotion. 

50. Consideration of HIV/AIDS is strikingly absent at many levels of the response. Poor 

capacity at field level, underperforming HIV programs, and incomplete roll-out of 

PMCT protocols are all reasons underlying a poor level of implementation overall. 

HIV/AIDS-related issues tend to be addressed only where motivated and 

conscientious staff are present. In the places visited, HIV testing was not provided 

systematically and even the management of nutrition treatment “non-respondents” 

(criteria for HIV testing) was erratic; only when individuals were transferred to 

inpatient facilities was the test possible.  

51. In all the countries visited, the implementation of the WASH component of the 

nutrition response has been widely affected by multiple challenges: e.g. limited 

capacities of governments and NGOs; WASH not being considered by the 

government to be part of the crisis and not being included in its response plans; poor 
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understanding of needs and gaps at field level; unclear targets and indicators; the 

initial focus on nutrition; and a generalized lack of funding compounding all the 

other problems. The “WASH in Nut” strategy developed by the RO has been 

adopted by some COs, but to a limited extent only. Some respondents expressed the 

opinion that management of CSD sections at CO level is currently a bottleneck due 

to the organizational priority given to Health. When adapted to specific contexts, the 

“WASH in Nut” approach still represents a good tool for integrating WASH into the 

nutrition response. As WASH support to the response is a clear CCC responsibility 

for UNICEF, there are risks associated with these low implementation rates. 

52. Education has traditionally been poorly linked to the nutrition response. Some COs 

(Chad; Mauritania, in coordination with Child Protection; Niger, with the Education 

Cluster) have started undertaking needs assessments in nutrition program areas and 

developing specific strategies for linking the two. The focus of these initiatives has 

been mainly on the increasing number of school drop-outs due to the nutrition crisis, 

and on utilizing the start of the school year in October as an opportunity to increase 

awareness and to re-attract children to attend. A pilot project to organize catch-up 

classes for nutrition-induced drop-outs is starting in Mao, Chad. However, lack of 

funding limits how far any of these initiatives can be implemented.  

53. The child protection sector faces challenges similar to those affecting education in 

the countries visited. In addition, the sector has to work with poorly developed 

government departments, systems, and infrastructures, which often come under the 

responsibility of multiple ministries. Interesting initiatives have been launched in 

Mauritania, assessing the effect of malnutrition on both child protection and 

education, and in Chad, where a comprehensive strategy has been drafted for child 

protection in nutrition crises. A regional strategy for linking child protection to the 

nutrition response in the Sahel countries should build upon the experiences and 

initiatives of these two COs. 

54. C4D has a major role to play in the region, both in support of the nutrition program 

and other areas and in strengthening integration between sectors. The strategy for 

C4D developed in Chad and the sound integration of C4D into all sectors in 

Mauritania offer some basis upon which to develop a broader approach for the 

region. 

55. The participation of beneficiaries is weak in all countries. The contribution of 

affected people to the program is essential to fine-tune the approach and to meet 

their context-specific requirements. Lack of empowerment of women and children 

in the region makes their participation even more challenging, however. 

56. In several countries (Chad, Nigeria, Niger) there are inconsistencies both within 

UNICEF itself and between UN agencies regarding the mobilization of local 

communities and, more specifically, the role of volunteers. In the framework of the 

nutrition program, volunteers traditionally play an important role in active case 

finding, community surveillance, and referrals. If they are not taken into 

consideration, these inconsistencies will continue to lead to demotivation and will 

eventually risk damaging the program. It should also be noted that UNICEF 
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incentivizes individuals within the same group of volunteers differently, depending 

on whether they collaborate with immunization campaigns or other activities.  

57. Communication requirements (VIP visits, development of fact sheets, networking 

with National Committees, etc.) have increased exponentially in all countries since 

the beginning of the nutrition crisis. Attention has been paid to increasing the focus 

on countries such as Mauritania and Chad, which normally are neglected. The RO 

has been able to adequately back up the COs involved, even though some have 

faced HR capacity challenges, with limited numbers of staff dedicated to 

communications. UN inter-agency coordination for communications is generally 

still limited and has not achieved concrete results (although there have been attempts 

in Niger and Chad). The utilization of social media has opened up new opportunities 

for communication strategies and activities, at both regional and country levels.  

 

Response: conclusions 
Level 2 represents a good opportunity for UNICEF to better define the activation of the 
different components of its response to a medium- to large-scale crisis. Clarity about its 

SOPs, specific implications for COs, and a shifting of supervisory responsibilities are still 

needed. Extensive dissemination of L2 SOPs must be ensured as soon as they are ready. In 
the event of a new L2-type crisis – either with or without SOPs available – the RO and the 

COs involved should immediately revise details of the implications and changes in 

responsibilities for both offices, and make sure that these are clearly understood by all key 
staff. 

 

There is a need to formulate sector strategies that address the challenges of a nutrition 

response, taking into account the structural and chronic nature of the problem. In light of 
the recurring nutritional crises in the Sahel, and building on experiences and initiatives in 

different COs, RO sections (Education, Child Protection, C4D) should start working on the 

development of strategies to link each sector to the nutrition response. The availability of 
these strategies will allow not only for better integration of future responses to nutritional 

crises but also for open discussions with donors about the importance of the integrated 

approach and the specific role that each sector should play.  

 
COs should urgently address logistics bottlenecks for RUTF and other product distributions 

at field level. Some possible solutions are proposed: mandatory training of nutritional 

center staff in stock management and supervision, and the inclusion of a similar training 
component in all new PCAs with implementing partners; an increase in logistics capacity 

(rented or purchased vehicles suitable for the quantities of supplies involved and for the 

local context); and consideration of local production of RUTF at community level. 
 

While recognizing the challenges of identifying potential implementing partners, as well as 

their limited capacities, UNICEF should proactively attract NGOs and engage with them in 

the implementation of the emergency nutrition program. This should happen in parallel 
with ongoing efforts to involve, and build the capacities of, government counterparts. 

 

COs should aim to achieve higher standards for health services provision, as well as to 
launch other public health promotion initiatives in the nutrition program. The health sector 

raises specific challenges from the public health perspective, but it would appear that the 

nutritional response could offer a unique opportunity to reach 1 million children and their 
mothers for health promotion purposes. Integration of health/survival objectives with the 

nutrition response and consideration of the health system’s performance in reaching 

children in need have to be placed upfront. In addition, some gaps seem evident at field 
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level regarding HIV-related activities within the health/nutrition response. 

 

COs, with the support of the RO, should begin looking into strategies to tackle challenges 
and implementation gaps in the WASH intervention. Among possible solutions, alternative 

funding approaches should be investigated: e.g. making WASH one of the priorities for 

funding, with unearmarked contributions; negotiating with both existing and new donors to 

cover WASH costs with nutrition funding; and establishing a special EPF for WASH. 
 

UNICEF should build upon C4D instruments developed in different contexts (involvement 

of traditional leaders, community mobilization, community radio, etc.) to establish a 
framework for the participation of beneficiaries at both planning and implementation levels, 

including the handling of complaints.  

 
COs should strive to better coordinate the issue of engaging and motivating volunteers, 

both in-house and with other organizations. 

 

Innovative experiences in communications (social media networks, online presence) should 
be shared at regional level to learn and to find common approaches to new challenges. 

 

Coverage 

 

58. Geographical coverage is a challenge throughout the region, due to difficult physical 

access to some areas, scattered populations, and the already limited coverage of state 

structures. Geographical accessibility of health services in Niger is estimated to be 

around 50% (in the Zinder region it is 36%)
5
. A coverage survey carried out in Chad 

in November 2011 found coverage rates for nutritional services to be less than 50% 

in five regions studied (using SQUEAC methodology), although since then the 

expansion of centers providing nutritional services has probably improved coverage. 

Geographical coverage in Mauritania is estimated to be very low due to the size of 

the country and its scattered population. 

59. Coverage challenges have been addressed in the context of the response by 

expanding the number of centers providing nutritional assistance to the level of 

health post, by creating capacity at community level for the surveillance of 

malnutrition, and by setting up mobile clinics.  

o Expansion of centers: Supplies and resources are being provided to an 

increasing number of centers, though no clear criteria are being used to 

justify which health centers should be upgraded to nutrition center status. It 

should be noted that at the sites visited these upgrades have not translated 

into improvements in the facilities, waiting areas, consultation rooms, or 

warehousing capacity. While the workload in terms of new cases per center 

is moderate (30–40 patients per month), the way the program is run, with all 

beneficiaries seen on the same day of the week, can create problems of 

crowding and operational constraints. Evidence collected during the visits 

highlighted the poor conditions of the facilities, which sometimes are 

                                                

5 Source: “Bulletin sur la situation de la femme et de l’enfant au Niger”, Institut National de la Statistique, 

Edition 2011. 
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unsuited to delivering care even to minimum standards. This issue was 

raised repeatedly by beneficiaries, together with complaints about the 

courtesy of staff and the long waiting times involved. These complaints and 

observations do not apply to MSF-run centers, however. 

o Capacities at community level: The current approach seems to be directed 

toward active case finding and referral, providing a kind of community 

surveillance system through community volunteers. The performance of this 

approach was uneven in the areas visited, and demotivation of volunteers is 

becoming a significant problem (see paragraph 56 above, under 

“Response”).  

60. The use of mobile clinics is still limited, due to the costs associated with them and 

the supervision and management required. The current approach is generally to 

employ mobile clinics as a tool for nutrition and immunization, but with poor 

integration of Health, WASH, C4D, and Education. There has been reinforcement of 

technical presence at field level, with FOs reinforced by nutrition specialists, 

nutrition consultants at provincial level, and focal points in provincial state 

structures who are able to oversee implementation and data collection. The RTIA 

has identified weaknesses in some of these elements, but it is difficult to reach 

generalized conclusions. Some of the constraints described above can only be 

addressed in the context of an emergency response by engaging new partners who 

could ensure the necessary capacity and supervision. New PCAs related to the 

nutrition crisis are still few, contrary to the experience of the refugee crises in Niger 

and Mauritania and ongoing in Chad. In Niger, the partnership base with NGOs 

seems to have been consolidated after some years of increasing capacity to deliver. 

As stated in the “Response” section above, UNICEF strives to balance capacity-

building and appropriation by different governments with capacity to deliver in the 

short term. In Chad, the decision to recruit and train 400 paramedics to reinforce 

capacity at field level, who will eventually be absorbed by the health system, is an 

interesting solution but one that will require supervision. 

61. Additional constraints are defined by economic factors. For many of the most 

vulnerable beneficiaries, access to services has a cost in terms of transport or the 

loss of other productive activities (opportunity costs). In addition, the model of cost 

recovery in health centers is widespread in the region. Most countries have passed 

legislation ensuring free care for women and U5s, but this is not fully enforced. 

Services at nutrition centers are supposed to be free of charge, but sometimes items 

such as complementary drugs or food for mothers have a cost. Referrals from 

outpatient to inpatient centers sometimes involve heavy costs that are reimbursed by 

NGOs if these are in charge of supervising a program at a particular site. Overall, 

the issue of economic barriers is significant and one that is not well addressed.  

62. Cultural factors also affect access. Traditional healers are more affordable and offer 

services at community level: these are sometimes inadequate, but better suited to the 

cultural framework of the population. In addition, empowerment of women and 

children is limited and the influence of other family members or community leaders 

can affect their access to services.  
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63. Gender breakdown is recorded in the nutrition program at the point of assistance and 

in the aggregated weekly records. For some reason, this information is not included 

in the final monthly analysis of indicators. The issue can be relevant in cultures 

where bias between genders in access to food and services is potentially an issue. In 

some countries different ethnic groups are sharing services, and it would be 

interesting to differentiate patterns of utilization by gender in the different groups to 

allow for corrective action if discrimination is detected.  

64. Specific challenges in reaching people with disabilities and issues of stigma and 

access for HIV+ mothers and children are poorly addressed at both the operational 

planning and response levels. 

65. The response is targeting Sahelian regions within countries that have widespread 

food security and malnutrition problems related to a complex variety of factors. 

Neglecting large areas were malnutrition is also prevalent raises issues of equity. 

 

Coverage: conclusions 
When addressing the challenge of increasing capacity to deliver in the short term, the need 

to enlarge the partnership base with NGOs is evident. This appears to be the only way to 

ensure in the short term an expansion of coverage and access to people in need while 
improving supervision of new clinics and mobile services, promoting community-based 

management, and contributing to overall oversight and information management capacity.  

 

The analysis of capacity to expand SAM treatment programs is related to the capacities of 
the health system in each country, and cannot be treated separately. The need to better 

integrate the nutrition response with health aspects of service provision, addressing 

limitations related to economic access and ensuring treatment of conditions associated with 
U5 mortality, is becoming evident. 

 

New centers should be considered if an analysis of the origin of service users justifies them, 
or if peaks of incidence in specific communities are detected. Otherwise, splitting the 

number of program attendees across different days is something that should be considered.  

 

Community case findings and referrals should ideally be turned into community 
management of SAM as a permanent option to improve coverage, while ensuring adequate 

supplies and supervision. 

 
The mobile clinic model is not sustainable, but it could be justified in emergency settings 

and given the access constraints in the Sahel region. The approach should be integrated, 

with the aim of mobile clinics addressing basic needs (Health, WASH, nutrition, 

reproductive health), with supervision provided by specific partners (NGOs). 
 

An analysis should be carried out at each CO to identify specific weaknesses, but the 

technical and operational capacities of nutrition consultants and of FO surge nutrition staff 
should be strengthened in order to enhance their supervisory role in the nutrition program. 

Precise ToR, operational resources, and a chain of accountability would be necessary. 

 
The problem of economic access affects the poorest segments of the population, and this for 

a type of basic service that comes at a moderate cost. Probably the economic dimension is 

not unmanageable. UNICEF should study the possible economic implications of ensuring 

free access to basic services, including assistance for childbirth, to contribute to easing this 
limitation of access.  
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Cultural factors and empowerment issues must be addressed through specific strategies 

within education and C4D programs. Beneficiary participation is important to ensure that 
the services offered are adequate, both culturally and economically. 

 

Gender breakdown and other factors of vulnerability (e.g. disabilities, age, extreme poverty, 

exclusion) should form a routine part of the information management system. Equity 
considerations should be addressed in the context of a comprehensive strategic formulation 

centered on needs. 

 

Effectiveness  

 

66. The effectiveness of the nutrition program in terms of numbers of children reached 

and admitted is uneven. From January to July 2012, Chad managed to admit more 

children than it did in the whole of 2011 (73,000 during this period compared with 

70,000 in 2011). In the same period, Niger was at 41% of its target with 161,000 

admissions
6
, while Nigeria in June reported 71,167, or 34% of its target – but 

funding constraints seem to limit the country’s prospects of reaching its overall 

target of 208,000. Among other countries, Mali is worthy of note: from low 

numbers last year, it has already surpassed the number of children treated (18,000 

treated so far this year compared with 15,000 in the whole of 2011), but it is still far 

from being on track to reach its target of 175,000. Senegal and Cameroon seem also 

to be behind schedule, although the reasons for this are unclear. On an aggregated 

basis, high numbers from Niger, Nigeria, and Chad suggest that reasonable progress 

is guaranteed, but as we are still in the midst of the lean season there is some doubt 

as to the feasibility of achieving the target. Data from Mauritania, as published in 

the July sitrep, is still not accurate, as a high percentage of centers are not reporting 

on a monthly basis and their data requires additional cross-checking. The confirmed 

number of admissions represents only 26.6% of the target. However, the general 

judgment is that the response has proved capable of scaling up and of reaching more 

children in need. 

67. Concerns about reaching the agreed targets in the countries visited are largely 

related to the delivery side of the emergency response, which to date has been paid 

less attention. The effectiveness of the response has been affected by problems of 

capacity in local governments and provincial authorities, limited enrolment of new 

NGO partners, and a lack of supervisory capacity. While an adequate analysis is not 

possible at this stage (effectiveness can only be measured at the end of the 

intervention), the trends identified allow the issue to be raised. Performance 

indicators are normally recorded, including admissions and exits, disaggregated by 

gender, mortality, and numbers of defaulters. Mortality rates are generally low, 

especially for uncomplicated cases. At inpatient centers mortality has been above 

                                                

6 Data from Niger, Mauritania, and Chad as in July sitrep, which includes admissions from January to 

June. Data for other countries is as contained in the June sitrep, corresponding to admissions from 

January to May. 
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10% only in exceptional cases, and action has been taken to address this (in NGO-

supervised centers). It must be highlighted that little attention is being paid to 

defaulter rates, which are confirmed in Chad and Nigeria on a general basis and in 

Niger and Mauritania in nutrition centers not supported by NGOs. Cured rates are 

dependent on defaulter rates, and in some cases (e.g. Nigeria) the target of 75% of 

exits cured is not being reached, which calls into question the program’s 

effectiveness. 

68. There are general concerns about the accuracy of data, but in programs as large as 

those visited (Chad, Niger, Nigeria), accuracy tends to be compensated for by large 

numbers. In Mauritania this does not apply and effectiveness is more difficult to 

measure, given some inconsistencies in data at the time of the RTIA visit. The lack 

of supervision at health post level, the lack of integration of the information system 

and the quarterly reporting system for data processing put in place by the MoH, and 

the introduction of a new protocol that has modified some criteria for access to the 

program are all problems affecting the accuracy of data, and are in the process of 

being addressed.  

69. Lack of access and difficult-to-reach populations are constraints on effectiveness 

that are addressed in the “Coverage” section above. 

70. The limited implementation of other activities by other sectors also affects the broad 

effectiveness of the response in addressing needs. The lack of a proper needs-based 

strategy may limit the implementation of other sectors’ activities, as may the limited 

funding obtained so far. 

71. WASH effectiveness for the moment is very limited, due to poor implementation 

(lack of funds is cited as the main reason, but the RTIA has also identified other 

factors – see under “Response”). At all the sites visited, sanitation facilities existed 

but were not used, calling into question the effectiveness of the approach. Most 

women interviewed either had to buy soap at household level or used ash, or 

nothing, and the implementation of the WASH package has been very limited.  

72. The effectiveness of the health component of the nutrition program is difficult to 

ascertain. What is normally reported is the performance of individual components 

(immunization, distribution of ITNs, etc.) of the broader health program in a given 

country. As mentioned under “Response”, the poor implementation of the 

HIV/AIDS components prevents an effectiveness analysis of this critical aspect. The 

fact that addressing excess mortality related to malnutrition is not formulated as an 

integrated objective is likely to affect judgments on the effectiveness of the 

response, not least due to the lack of appropriate results-oriented activities and 

mechanisms/indicators to measure these. 

73. Protection- and education-related activities have also been very poorly 

implemented: no clear targets have been established, and their effectiveness is 

difficult to assess. The ongoing roll-out of the CP initiative to provide psychosocial 

stimulation might in due course provide some relevant data on its effectiveness. 

C4D, a critical tool for UNICEF in enhancing beneficiary participation and 

effectiveness (through outreach, referrals, awareness raising, and education), is not 

being used to its full potential.  
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74. In this crisis UNICEF has become the main supplier of RTUF to the region. In 

general it has fulfilled this role effectively, but there are some risks concerning 

accountability where the supervision of end-users is not ensured. Weaknesses in 

local health systems, lack of capacity in stock management, and logistical 

limitations sometimes jeopardize final distributions and the use of inputs. RUTF 

supplies have occasionally been diverted onto the market (this has been confirmed 

in Niger and Chad), and sometimes dysfunctions in the distribution network have 

affected UNICEF’s reputation, as is the case in Chad. 

75. Human resources have to a large extent been mobilized effectively, although delays 

and administrative constraints have sometimes limited their effectiveness. Some 

COs still claim that they are waiting for positions to be filled.  

 

Effectiveness: conclusions 

Effectiveness of the UNICEF response is threatened by limitations on the delivery side. 

While inputs are widely available, capacity at national, district, and end-user (health post) 

levels are limiting the effectiveness of the effort.  

COs should address the performance indicators of defaulters and cured rates. Specifically 

for defaulter rates, COs should identify the reasons behind them and find concrete 

solutions. 

 
COs must make a prospective analysis of the expected performance of the program for the 

coming months, in order to refine the supplies needed and implementation plans.  

 
Sectors should define clear strategies with intended results to allow effectiveness to be 

assessed.  

 

Efficiency 
 

76. To a large extent, all COs have benefitted from the assistance provided by the RO 

(and by HQ and the PD), especially in terms of joint fundraising and procurement of 

initial RUTF supplies, HR surge capacity, communications, and various missions 

carried out by the program and emergency sections. Numerous conference calls 

between the RO Emergency Unit and the COs ensured the involvement of the latter 

in the initial phases of the response from 2011 onward. Staff in COs – especially 

emergency officers – have also felt pressure from the RO to provide information and 

to produce reports and other documents. While overall support from the RO is 

considered to have been successful, the significant involvement of the RO 

Emergency Unit has tended to overburden the emergency officers, with whom it has 

mainly liaised. Coupled with the “siloing” of program sectors in relations between 

the RO and COs, this problem has put some emergency officers in the difficult 

position of having to coordinate the CO’s activation.   

77. Overall, the HR surge has been successful. A preliminary analysis of deployments 

indicates that on average deployments have been longer (163 days) than those in the 
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Horn of Africa crisis (124 days), Pakistan (92 days), or Haiti (61 days) – which 

makes sense with the type of crisis faced in the Sahel. However, the average time 

for deployment has consistently been shorter in the Horn of Africa (28 days) than in 

the Sahel (45 days). Among the reasons for this are difficulties in finding high-

caliber nutritionists and French-speaking candidates, and the fact that some COs 

have put some positions on hold. In addition, with the ongoing crisis in the Arab 

World and the Horn, getting the rapid deployment and services from internal staff 

was a challenge due to conflicting emergencies demands and responses. To a certain 

extent, the surge capacity system has improved the ability of the RO and COs to 

deploy emergency personnel to a new crisis. However, it is still a cumbersome 

system with unacceptable delays, even in a challenging region like the Sahel. The 

RO with the support of HQ requested the support from a staff in Liberia CO for an 

initial surge for the first months of the crisis. The RO hired the services of a 

consultant to keep doing the surge role. Her role has been essential in smoothing 

surge processes and harmonizing them between HQ, the RO, and the COs. Many 

interviewees underlined the advantages of having this staff member on board, and 

argued for the need to have a staff member in this position on a permanent basis, 

given the number, nature, and complexity of humanitarian crises in the region.  

78. The RO HR section requested a list of needs from each CO and established 

mechanisms to address these. However, HR requests from COs were not always 

judged to be adequate; there was prioritization of requests, but this was not always 

understood at CO level. The lack of a clear strategic approach by sectors and 

sometimes the lack of a clear definition of tasks to be carried out in the context of 

the emergency, the results intended, and funding possibilities for staff requested 

were factors that disrupted the HR surge process.  

79. All COs have made use of OCHA’s Stand-by Partnership Program (SBPP) to cover 

emergency- and cluster-related positions. Some have done this more successfully 

than others, ensuring that selected candidates have been deployed for six months, 

extendable for a further six months, thus ensuring the continuity needed in key 

positions. There are still some misunderstandings about the use of Stand-by 

Partners, and some COs are still planning for missions of three months only, which 

means continuous replacements and handover processes that are far from ideal. 

80. The adoption and roll-out of VISION during the early part of 2012 caused a 

significant number of problems for all country offices, affecting administrative as 

well as planning processes. Creative initiatives at CO level (CO VISION taskforces, 

cash-in-hand payments authorized by DFAM), together with remote assistance from 

HQ, helped to overcome major problems and glitches. Globally, the roll-out should 

have taken into consideration the needs of COs facing humanitarian crises and HQ 

should have allowed flexibility in specific circumstances, or the parallel use of both 

old and new systems.   
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Efficiency: conclusions 

The support provided by the RO, and the effort involved, seem to have been significant. 

However, at CO level memories of this support seem blurred. Vertical support from RO 
sections to CO sections is recognized, well appreciated, and judged useful at CO level. 

However, support related to emergency response plans, HPM, information requests and 

situation analysis, fast-track procedures, the integrated response, and sitreps seems to have 

been diluted due to the lack of an adequate framework for dealing with horizontal issues. 
Most of this workload has fallen on the emergency specialists in the COs, who have been 

overwhelmed by RO requests and have been able only to a limited extent to rely on the 

emergency focal points for each section. It seems evident that the capacity and traction of 
the ET at RO level is not being translated to the CO level under the current arrangement.  

 

In the event of a medium- to large-scale crisis, a more senior staff member should 
coordinate the response at CO level – ideally the Deputy Representative or the 

Representative him/herself – to ensure the necessary traction and a more broadly integrated 

perspective on the response. An alternative could be to ensure that in emergency-prone 

countries the Emergency Officer is more senior, and his/her team is stronger, so as to be in 
a position to be able to coordinate different program sections. 

 

A region like WCARO, which faces frequent crises, would benefit from a stronger HR team, 
with full-time staff dedicated to the HR surge and for emergencies. Given the recurrence of 

nutritional crises affecting the same countries in the region again and again, a long-term 

regional strategy for HR in emergencies (including partnerships and collaboration with key 
universities and training centers, as well as the creation of special nutrition regional 

rosters) could help to mitigate some of the problems. The possibility of articulating an 

emergency approach within regular programming, providing adequate emergency training 

to staff, would be beneficial to assure HR skills and availability when needed.  
 

The RO should provide all COs with clear information about options, limits, and 

prerogatives for deploying Stand-by Partners, building on the successful experiences of 
those COs that have made best use of the system to date. 

 

 

 

Discussion 
 

Malnutrition is chronic in the Sahel, with occasional peaks of SAM cases triggered by a 

number of recurrent factors (e.g. droughts, high food prices) and perpetuated by 

contextual factors (poverty, lack of access to services and education, socio-cultural 

factors, etc). In the past couple of years (2010–2011) the numbers of children suffering 

from SAM have been estimated at around 1 million, but in 2010 the overall response in 

the region managed to treat only around 500,000 children, and 619,000 in 2011.  

 

In late 2011, a fragile food security situation triggered alarm signals warning of a 

possible malnutrition crisis in the region. The initial decision to expand the expected 

caseload to be reached to all those children estimated potentially to be suffering from 

SAM (1,095,000 for 2012) represented a breakthrough compared with the previous 

approach, which saw a progressive increase in capacity reaching just a fraction of the 

estimated caseload. The challenge was two-fold: ensuring sufficient supplies to enable 
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the treatment of a target 76% higher than in 2011, and increasing capacity on the 

delivery side to ensure that those children in need of nutritional treatment were reached.  

 

UNICEF’s response to the Sahel crisis: achievements 

 Change of mindset regionally: aiming at a target SAM caseload 76% higher than in 2011 

 Timely pre-positioning of RUTF region-wide 

 Surge in HR capacity  

 Communications, awareness raising, utilization of social media  

 Creative solutions (VISION task forces, cash-in-hand, 5+1 axes strategy) 

 

UNICEF’s response has been timely and adequate in pre-positioning supplies of RUTF 

in all countries of the region and in activating an HR surge capacity at RO and CO 

levels. However, while the response can be judged to have been successful on the 

supply side, the RTIA has identified bottlenecks and shortfalls on the delivery side 

which, if not addressed, could compromise the overall success of the response.  

UNICEF has de facto taken on responsibility for being the main (or exclusive) supplier 

of RUTF in the region. This challenge has been adequately addressed and no major 

complaints can be raised given the evidence of overall availability of the product. 

Nevertheless, we would like to raise some concerns about the way in which UNICEF is 

handling this responsibility and the potential risks for its reputation in the future. The 

current situation places all responsibility for supply on UNICEF, and disruptions 

identified in the final stages of the delivery process (at end-user level) are easily blamed 

on the agency when this is not always deserved (issues of lack of capacity of local 

counterparts and at health post level are sometimes beyond its control). Furthermore, as 

the response evolves in the near future it is likely to put some pressure on UNICEF, and 

ensuring donor support and keeping supply lines open could become daunting 

challenges. UNICEF should carry out a risk analysis of this situation and actively look 

to share responsibilities in this domain. An additional risk for UNICEF is the diversion 

of RUTF supplies to local markets, an issue that apparently is not widespread but one 

that could potentially be damaging in terms of reputation. UNICEF needs to ensure 

better control of the whole distribution chain all the way to the end-user, and needs to 

establish accountability mechanisms to identify leaks. 

The initial focus on nutrition supplies allowed quick mobilization of funds, raised the 

profile of the crisis, and increased public attention. However, the lack of a child-

centered needs assessment framing the response in a more integrated way has had 

implications for other sectors in the early stages. Similarly, insufficient attention was 

initially paid to the challenges in coverage and capacity that were likely to face each CO 

in reaching the agreed caseloads. This is a very relevant issue, as the response in fact 

addresses a chronic problem and the intention to reach more than 1 million children is 

most probably one that will have to be sustained over time (see table accompanying 

paragraph 17). The issues of coverage and capacity to deliver are critical both now and 

in the future. 
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UNICEF has global responsibility for nutrition, including MAM. At the same time, 

MAM is considered to be part of WFP’s operational response, and issues of estimating 

caseloads and different operational approaches have not yet been solved. Furthermore, 

WFP has taken other complementary measures that can be seen as preventive in 

addressing malnutrition, such as blanket feeding and global food distribution (GFD), 

albeit with some disparities in geographical criteria and the products selected. In some 

cases LoUs have been agreed with WFP (Niger), and there is a general climate of 

agreement at regional level. At global level, the establishment of a MAM taskforce at 

the Global Nutrition Cluster and the dissemination of a MAM decision tool in July 2012 

are steps in the right direction
7
. The situation, however, needs attention as two different 

organizational cultures are dealing with malnutrition at the same time; coherence and 

complementarity should be ensured.  

UNICEF’s preparedness was not accompanied by proper strategic planning of the 

response, with a reference timeframe and the establishment of objectives and results 

related to a more comprehensive formulation of children’s and mothers’ needs. The 

decision to use sector result matrixes for a 180-day period has not been successful in 

articulating an integrated response. HPM is judged by all (and by the RTIA team) to be 

an excellent initiative, but it has suffered from the lack of an integrated plan that would 

allow results to be measured, and the choice of indicators has been inadequate in some 

cases. The nature of a slow-onset emergency, together with the chronic aspect of 

malnutrition in the Sahel (which often forms part of the regular programs of UNICEF 

COs), pose additional challenges to the concept of HPM as used in this context. Better 

understanding of the methodology’s limitations in terms of data collection and better 

framing of other sectors’ integration into the response would allow a more refined 

formulation of HPM. It should be noted that the application of HPM to refugee settings 

has been less problematic and easier to implement.  

Needs assessments are a challenge in the context of the Sahel. For most COs, nutrition 

is part of normal programming and it is difficult to differentiate needs between 

emergency and chronic situations. However, this can be an opportunity (rather than a 

constraint) to establish better knowledge of the circumstances in each context that 

would require special attention in the case of an acute deterioration. The dimension of a 

possible emergency should be factored into normal programming, in such a way that 

activities could be switched to address preparedness and response if the situation should 

deteriorate. It should be emphasized that some donors (OFDA, ECHO, DFID) would be 

willing to accept this type of emergency switch in the funding provided to normal 

programming in disaster-prone areas.  

Current SMART-based estimates provide only limited information on the expected 

nutrition situation, but together with experience from previous years and the application 

of corrective factors, these have become useful tools in establishing a malnutrition 

                                                

7 “Moderate Acute Malnutrition, a decision tool for emergencies”, MAM Task Force, Global Nutrition 

Cluster, July 2012. 
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caseload. Unfortunately, children’s needs in the Sahel are more extensive, with high 

levels of vulnerability and U5 mortality rates that are among the highest in the world. 

SMART surveys, although useful, should not be employed as the main tool for a 

comprehensive needs assessment. The response to the nutrition crisis should take into 

account other factors to be addressed to break the cycle of excess mortality associated 

with malnutrition. To this end the SMART tool is very limited, and further research 

seems advisable. It is necessary to better understand the underlying factors leading to 

GAM, the effectiveness of preventive measures (BF, GFDs, cash transfers, behavioral 

and social change to facilitate the adoption of key preventive practices). While this 

research is taking place, needs should be addressed in an integrated fashion (Nutrition, 

Education, Health, Protection, HIV, WASH, C4D). 

It is to be noted that the nutrition response is always framed at field level within the 

health sector, which hierarchically is led by the MoH. Issues of capacity and access 

related to the health system cannot be ignored, as they affect the capacity and access of 

the nutrition response. An integrated approach to health and nutrition seems practically 

possible when considering the internal section arrangements within UNICEF. This 

would be facilitated by a comprehensive needs assessment establishing a response 

strategy centered on children and their families and addressing excess mortality in U5s. 

A lack of funding has contributed to delays in the roll-out of other sector responses 

(WASH, Education, CP, C4D), but it should also be noted that the lack of a clear 

strategy integrating sectors within the nutrition response, and the lack of clear sector 

strategies that could help to make the case for the need to support an integrated 

approach, have contributed to the scarcity of donor interest in these other sectors. 

UNICEF has not been proactive or persuasive enough in raising funds for other sectors. 

Of particular concern is the situation identified relating to WASH and the general 

weaknesses in the roll-out of WASH activities in the context of the nutrition response. 

As UNICEF is responsible for the WASH global cluster, and is also the cluster lead 

present in the region, questions of accountability may be raised if the situation does not 

improve. The WASH section at the RO has developed an interesting “WASH in Nut” 

strategy that would require only refining and leadership to advocate for donor support or 

other partners’ involvement in order to be applied in different contexts in the region. 

The particular balance of influence between Nutrition, Health, and WASH sections 

within UNICEF COs should perhaps also be considered when analyzing the reasons for 

the weak of the WASH response thus far.  

Support from the RO has been significant in terms of ensuring adequate alignment of 

COs to the response. The rapid international procurement and pre-positioning of 

supplies, and the HR surge, have been judged successful, but at the same time the need 

to reinforce the HR section at RO level has become evident. However, overall relations 

between the RO and the COs have been defined by UNICEF’s traditional “silo” 

structure, which does not encourage integration. In addition, the capacity and traction 

provided by the emergency section at RO level have no adequate counterparts at CO 
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level. The RO Emergency Section tends to liaise mainly with emergency specialists at 

CO level (and/or directly with senior management), causing an excessive burden at 

emergency officer level, which does not always translate into good collaboration with 

other sectors.  

Bottlenecks in the nutrition response are related to the chronic institutional weakness of 

all governments across the board in the Sahel. Governments do not perceive 

malnutrition to be a priority, and have a general focus instead on food security. In most 

cases nutrition has been integrated into the health sector, and so is also affected by that 

sector’s weaknesses and the limitations on access to the health system for the most 

vulnerable beneficiaries. Lack of capacity at provincial and health post levels in 

managing and replenishing supplies and weaknesses in case management and data 

collection have impaired the response in some cases. 

An increase in the magnitude of cases treated, as intended, would have merited a 

specific operational approach to ensure a proportional increase in coverage, especially, 

as noted above, in the likelihood of requirements for a permanent enhancement in 

capacity to reach and treat patients. A number of measures have been taken in each CO, 

depending on the context, but these still fall short of what is needed and have many 

structural limitations. The need to involve more external partners (NGOs) to guarantee 

the scale-up of delivery is evident. While new PCAs have been established with 

partners in relation to the refugee crisis prompted by the conflict in Mali, very few have 

been achieved in the context of the nutrition crisis, except in Niger
8
. A specific strategy 

should be designed in this respect, given the reluctance of many NGOs to establish 

partnerships with UNICEF
9
. 

At the time of writing, some concerns can be raised about progress toward the target for 

the number of children to be treated that has been set. In some countries, such as Niger, 

low treatment rates seem to be related more to successful preventive measures that have 

probably limited the number of children suffering from SAM (this is a provisional 

conclusion, as the lean season is currently at its peak and upcoming harvests are 

threatened by locusts). In other countries, however, lack of progress is related more to 

dysfunctions on the delivery side of the response. Lack of reliable data from new 

centers (Mauritania), lack of capacity to expand and limitation of funds (Nigeria), and 

difficulties in the management of supplies and service provision at end-user level 

(Chad) are affecting effectiveness and estimations of coverage. It should be noted that 

                                                

8 Niger has five PCAs covering the main areas of concern for the nutrition response, with a combined 
value of more than USD 10 million. Mauritania has established three PCAs to respond to the needs of 

Malian refugees, with a value of approximately USD 115,000, but only one for the nutrition crisis, which 

is worth USD 17,000. Chad has two active PCAs related to the nutrition crisis, with a value of USD 

115,000, while the attention given to IDPs and to areas where refugees are established has seen more than 

USD 1 million allocated via seven active PCAs. The Chad CO is preparing a new PCA for the nutrition 

crisis, with a value of USD 184,000. Nigeria has only recently begun exploring the possibility of scaling 

up the nutrition response through PCAs. 
9 This statement about the supposed reluctance of partners is based on data obtained annually from 2006–

2011 in the framework of the Humanitarian Response Index, not published as disaggregated by agency.  
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the application of new protocol criteria for admissions in Mauritania is likely to increase 

the target, and possibly the need for supplies. All COs should immediately conduct an 

analysis of the caseloads likely to be reached and adapt their supply planning and 

capacity to deliver accordingly. 

Beneficiary participation is a particular area of concern. The RTIA could not identify 

any systematic means or tools for beneficiary participation in the programmatic or 

delivery aspects of the response. Not even existing PCAs with partners consider this 

aspect to be a relevant one to be reported to UNICEF. However, UNICEF has a number 

of potential mechanisms that could improve performance in this aspect. In most 

geographic areas visited, a well established array of tools is operational and related to 

C4D activities for health, immunization campaigns, and education and CS programs. In 

most cases those tools and mechanisms are used in the context of normal programming, 

or included sporadically in specific campaigns such as polio immunization or 

community case finding for nutrition, but there is no link with a potential participatory 

process. Beneficiary participation could build on what has already been established at 

community level, and could take the form of local committees to provide feedback on 

the adequacy of the response, management of claims by community leaders, focal points 

at community level, etc. UNICEF cannot continue to neglect this aspect of humanitarian 

good practice. It should be noted that high default rates in some areas visited are (among 

other factors) related to poor client satisfaction at the way the program is managed, the 

way mothers are treated by staff, and the general inadequacy of the facilities.  

Additional elements of good practice that are more or less neglected relate to gender, 

people with disabilities, HIV, and equity. UNICEF should pay proper attention to 

gender issues in the context of the nutrition response. Reports do not take into account 

the gender breakdown of patients admitted and cured or potential gender issues that 

could be relevant (e.g. gender differences in food practices, access to services). 

Furthermore, UNICEF is not considering the potential problems faced by people with 

disabilities, although there is no evidence to show that disability is a big issue in the 

nutrition response. With regard to HIV, there is a common but dangerous contextual 

attitude that does not consider HIV to be an important issue in the Sahel belt, the region 

of intervention – an attitude that is not sustained by evidence. There are clear 

institutional weaknesses in the HIV/AIDS response, and access to programs is not easy 

for mothers and children at risk. With regard to equity, some reflection seems advisable 

on the equity aspects involved in the exclusive focus on nutrition in certain geographical 

areas when other areas of the same country are likely to have high rates of malnutrition 

that are not being addressed (as is the case in Nigeria and Chad). 
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Recommendations  
 

From the initial analysis of findings and conclusions, a preliminary list of 

recommendations was compiled and shared with the participants at a workshop held in 

Dakar on August 1, 2012. The recommendations were ranked by participants using the 

criteria of importance, urgency, and feasibility. This resulted in a ranking of the 

recommendations, which allowed the RTIA team to focus on the topics considered to be 

most relevant by the different cparticipants.  

 

The ranking was subsequently differentiated between scores for WCARO, COs (only 

Chad and Nigeria provided feedback), EMOPS/PD, and the consultants’ own rankings. 

The most consistent ranking was as follows
10

:  

 Availability of clear strategies to integrate other sectors (Education, Child 

Protection, C4D) to nutritional crises in the Sahel would allow the development 

of timely and integrated response plans, without slowing down the necessary 

procurement of supplies or communications for fundraising.   

 COs should urgently address logistics bottlenecks for the distribution of RUTF 

and other products at field level. Possible solutions include sound training of 

national staff on stock management and supervision (with training components 

to be included in all new PCAs); an increase in logistical capacity; and 

consideration of promoting local production of RUTF to reduce dependence on 

external sources. 

 WASH: what to do? 

 COs should address the possible weaknesses detected by the performance 

indicators for default and cured rates. Specifically for default rates, COs should 

identify the reasons underlying them and find concrete solutions.  

There is a need to conduct a prospective analysis of the program’s performance, 

to refine supply and implementation plans. 

 A region like WCARO, which faces frequent crises, would benefit from a 

stronger HR team, with full-time staff dedicated to the HR surge and for the 

emergency. Given the specific challenges, a long-term HR strategy would be 

beneficial. 

 

This exercise has some methodological value, and to some extent is useful in better 

validating some of the team’s conclusions. It is interesting to note that the ranking of 

priorities reflects the emphasis on the supply side of the response evidenced within 

UNICEF at regional/CO level (the highest ranking was given to logistical bottlenecks) – 

a crucial finding of the RTIA. However, it also gave low priority to critical aspects that 

should not be neglected, such as beneficiary participation (which was ranked only by 

EMOPS/PD) and the need to improve the delivery side of the response  

                                                

10 Other rankings were also considered, according to the participants (COs, WCARO) or the criterion of 

choice (urgency, importance, feasibility). 
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Based on this feedback, the consultants then drew up a list of final recommendations, 

formulating these to reflect their findings and conclusions, ensuring that priorities were 

taken into account, and grouping them in a way that provides better guidance for action. 

These final recommendations are set out below. Each recommendation includes the 

numbers of the paragraphs in the text that provide supporting evidence. These 

recommendations are further elaborated upon in the “conclusions” boxes accompanying 

the discussion of each dimension in the “Findings” section of the report. The matrix of 

recommendations presented in Annex 1 offers specific advice on the urgency and 

feasibility of recommendations, and actions to be taken.  

 

Recommendation 1: Establish an integrated planning framework to guide the 

response. 

This recommendation encompasses findings contained in paragraphs 7, 9, 18, 21, 23, 

24, 45, 48, and 49–54 of this report, and includes as a logical consequence the issues of 

monitoring results (HPM) (paragraphs 20–22, 26, 27, and 25–32).  

 Develop an RO strategic plan based on a comprehensive needs assessment and 

on inputs from COs’ response plans. This should aim at the formulation of clear 

strategies to integrate other sectors into nutrition crises in the Sahel. This could 

include a kind of “switchboard to emergency mode” in all normal programming, 

allowing for preparedness and response in the event of the situation 

deteriorating.  

 Articulate a response plan, based on the above. Operationalization of this could 

build on elements of the proposed matrixes used in the current response and 

should articulate and include other strategic approaches from the different 

sectors. Of particular relevance would be the integration of Nutrition, Health, 

and HIV in a coherent approach to the potential performance, capacity, and 

limitations of the health system, with set objectives aimed at reducing U5 

mortality. C4D, Social Protection approaches, Education, and Child Protection 

could play critical roles in creating a more integrated response. 

 Harmonize HPM indicators, taking into account context-specific situations and 

inputs from COs. 

 Establish communications and fundraising strategies to actively seek funding for 

an integrated response, encompassing all sectors. Establish agreements with 

donors so that there is flexibility to switch normal programming into emergency 

preparedness and response. 

Recommendation 2: Take measures to urgently improve the delivery side of the 

response (these measures will be context-specific).  

Within this broad recommendation, findings in paragraphs 46–53, 55, 58–61, 66–68, 

and 71 are addressed. All of these address specific aspects of the delivery and demand 
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side of the response and should be treated as a whole (some COs have already taken 

measures to address the more relevant aspects of each issue). 

 Possible solutions to coverage constraints include extending the number of 

centers providing malnutrition treatment; using mobile clinics; promoting 

community-based SAM case management; and enhancing capacities at 

provincial and Field Office (FO) levels.  

 Addressing logistical bottlenecks in RUTF distribution at field level: These are 

problems identified at end-user level, and require aspects of service delivery to 

be reinforced, including stock and supply management at provincial level. 

Promoting local production of RUTF should be considered as a medium-term 

strategy to reduce dependence on external sources. 

 In the medium and long terms, rapid assessments should be conducted prior to 

the signature of Project Cooperation Agreements (PCAs) and entering into 

partnerships with actors known, or identified, to be efficient, so that in the event 

of crisis they can be more immediately proactive: 

o Facilitate the process of assisting nutrition actors who are not UNICEF 

partners; 

o Increase allocations for transportation of supplies to implementing areas; 

o Reinforce logistical and programme capacities of UNICEF FOs;  

o Establish as a component of PCAs training and capacity building in stock 

management. 

 Addressing performance indicators for defaulters and cured rates: Data 

management is crucial to better address potential problems as well as underlying 

causes of defaults.  

 Prospective analysis of programs’ performance to refine the supplies needed 

consistent with the capacity for delivery, and to review implementation plans. 

 Better integrating the Nutrition, Health, and HIV sectors in a coherent approach, 

taking into account the potential performance, capacity, and limitations of health 

systems, and with set objectives aiming at reducing U5 mortality. Barriers to 

access, including economic (recovery costs), cultural, and geographic barriers, 

should be addressed. 

 Involvement of beneficiaries: building on tools developed in different contexts, a 

framework should be established for the participation of beneficiaries. 

 Mobilization of local communities and utilization of volunteers: COs need to 

better coordinate this issue in-house and with other organizations. 

 UNICEF should proactively attract NGOs and engage with them on the 

implementation of the emergency nutrition program in order to assure a short-

term enhanced capacity to deliver. 

 Sector (cluster) and inter-sector (inter-cluster) coordination arrangements must 

be improved in areas under UNICEF’s responsibility. Coordination of partners 

can improve capacity to deliver services and enhance access and coverage. 
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Recommendation 3: Address shortfalls in implementation in the WASH sector. 

This is a straightforward, though challenging, recommendation, given the importance of 

the WASH sector and the accountability implications involved. It relates, among others, 

to paragraphs 51 and 71 in this report.  

COs, with the support of the RO, should start looking into strategies to tackle challenges 

and implementation gaps in the WASH intervention. Among possible solutions, 

alternative funding approaches should be investigated: e.g. making WASH one of the 

priorities for funding with non-earmarked contributions; negotiating with existing and 

new donors to cover WASH costs with nutrition funding; and establishing a special 

Emergency Program Fund (EPF) for WASH. The “WASH in Nut” strategy should be 

utilized to make clear to donors the importance of WASH in the nutrition response.  

The RO WASH section should evaluate the impact of the roll-out of the strategy at CO 

level and its local limitations, adaptations, and successful implementations, with the aim 

of refining it for use in future nutrition crises in the Sahel. 

Recommendation 4: Reinforce the HR team in WCARO, and develop a regional 

HR strategy. 

This recommendation was supported by the COs participating and also by EMOPS and 

the Program Division (PD). It corresponds to paragraphs 77 and 78 of this report. 

Action to address this recommendation depends on internal processes; it has been kept 

as a key recommendation due to the importance it was given in the ranking exercise. 

We recommend addressing this issue from a strategic perspective: it should be based on 

a diagnosis of needs in the region, the limitations of finding French-speaking 

candidates, HR demand in relation to specific programmatic needs, and the availability 

of funding. One of the weaknesses in the HR surge capacity identified by the RTIA has 

been the occasional deployment of human resources without a clear operational 

framework or the means required to carry out the intended task. The process of HR 

requests, searches for candidates, selection, and recruitment has to be as transparent as 

possible, and communication between CO and RO HR sections has to be established 

through agreed channels and working tools. Ensuring adequate follow-up of HR 

processes in the region will likely require reinforcement of HR services at WCARO.   

As with other aspects of the response, HR strategy must be linked to a regional strategy 

and an adequate sector strategy. In line with Recommendation 1, an eventual HR 

strategy would benefit from the development of sector strategies that could include a 

“switch” mechanism to turn normal programming into emergency preparedness and 

response. Achieving a minimum capacity of permanent staff able to deal with 

emergencies would greatly benefit UNICEF’s potential in this region, and would make 

the surge required in the case of acute crisis more focused and more readily integrated. 

However, this should not detract from the need to adequately reinforce the HR section 

in WCARO. 
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Recommendation 5: Optimize processes for the RO to support COs. 

This recommendation addresses findings contained in paragraphs 33 and 76. These 

aspects also concern UNICEF’s internal management; the consultants believe that they 

should be given attention as they can be the cause of some dysfunction. However, 

addressing them is probably not an easy task given the “silo” structure of UNICEF. In 

particular, the fact that the RO’s Emergency Team traction does not translate easily at 

CO level and tends to overburden the functions of the emergency officer has to be 

addressed.  

 More senior staff must be available to coordinate response at CO level; or 

Emergency Officers should be more senior and their teams stronger. 

 Dissemination of L2 Standard Operating Procedures (SOPs) must be ensured, as 

well as discussion about their implications in the event of a new crisis. 

 More attention must be paid to the need to integrate other sectors into the initial 

phases of the response. This seems especially true – and also feasible – in the 

case of a slow-onset crisis of this type. 

 A travel monitoring system could be a potential tool to facilitate integration and 

avoid or limit “siloing”. 

Recommendation 6: Relations with WFP, need for a Letter of Understanding 

(LoU), including MAM estimations and blanket feeding coordination. 

This recommendation corresponds to paragraphs 10 and 39 of this report. This aspect is 

well known by senior staff at WCARO and will certainly be addressed in conversations 

with WFP, but the solution is complex. The global cluster initiative to address MAM 

through a specific taskforce is a good step, but additional efforts will be needed to align 

the organizational cultures of UNICEF and WFP (see “Discussion” section, p.46). 

Recommendation 7: Address cross-cutting issues not adequately covered in the 

current response. 

 Ensure a gender-based approach, with disaggregation of gender data for the 

nutrition program (paragraph 63). 

 Characterize disabilities in the target population (paragraph 64). 

 Address malnutrition in non-Sahel areas, avoiding positive discrimination 

(paragraph and 65) 

 

These recommendations are arranged in matrix format in Annex 1, with a breakdown 

specifying their respective urgency, feasibility, and importance. 
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Annex 1: RTIA Matrix of Main Recommendations 
 

 

 
Recommendation 1: Establish an integrated planning framework to guide the response. 

 
 
 What does this imply? Who can do it? When? Feasibility Comments 

Need for an RO strategic plan 

(SP) based on a comprehensive 

needs assessment and on inputs 
from CO’s response plans. 

Should aim at the formulation 

of clear strategies to integrate 

other sectors to nutrition crises 

in the Sahel 

Needs assessment 

 

 
 

COs plus RO Asap Complex Requires change of mindset: Identify 

the demand side, beneficiary 

participation, some research. Build 
from existing programs. 

- Formulation of sector 

strategies related with the 

nutrition situation 

- Envisage within normal 

programming the scenarios 

of possible crises 
- Design modes to switch 

normal programming into 

emergency preparedness 

and response 

 

RO sections, 

COs 

Before end-

2012 

Complex Needs to build from the needs 

assessment above, but considering the 

capacity to deliver, the needs of HR, 

and the supplies, logistic constraints. 

Examples already worth considering, 

e.g. Education, CP, and C4D. Health 
sector and WASH have particularities 

(see text in Response). Normal 

programming in each CO should take 

into account possible acute 

deterioration and foresee adaptations in 

the program to allow for preparedness 

and response.  

Regional strategic plan for 

nutrition, defining an 

integrated package with 

specific tools 

RO with inputs 

from CO, HQ 

support 

Should be ready 

early 2013 

Complex Building from the above, establishing 

regional objectives, agreed upon with 

the COs, assuring integration of 

sectors, estimation of technical support 

required, HR and other needs by sector. 

Establish a  tool kit to facilitate 
integrated response, using already 
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available monitoring checklist etc. 

Harmonization of HPM 
indicators on existence of sound 

response plans, taking into 

account context-specific 

situations and COs’ inputs 

 

Requires formulation of an 
annual operational  plan 

(OP) of the SP 

RO, HQ, CO Should be ready 
during 2013 

Straightforward if 
the OP is 

formulated properly 

Requires the SP and a CO version of it. 
OP can be developed in agreement 

between CO and RO, and include basic 

HPM indicators, to be refined in each 

CO operational plan. This aspect has to 

build from the step above, a SP and the 

definition of an integrated package 

Establish communication and 

fundraising strategies to 

actively seek for funding for an 

integrated response, including 

all sectors.  

Establish agreements with 
donors to have flexibility to 

switch normal programming 

into emergency preparedness 

and response 

To be addressed in the 

context of fund raising for 

the strategic plan. Donors 

should be involved in 

multisector support, and 

requested to accept a 
“switch” mechanisms in 

normal programming to 

allow preparedness in case 

of deterioration of the 

situation.  

RO, CO; 

PARMO should 

be involved, 

brusels, Geneva 

Jointly with the 

strategic 

formulation of 

objectives and 

operational 

plans related 

Some donors are 

sensible to the 

switch to 

emergency concept 

(OFDA, ECHO, 

DFID). 
Scandinavians can 

be also supportive 

We introduce this recommendation 

after comments received.  
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Recommendation 2: Take measures to urgently improve the delivery side of the response (these measures will be context-specific). 

 
 What does this imply? Who can do it? When? Feasibility Comment 

Coverage constraints,  possible 

solutions:  

 Extend number of centers 

providing malnutrition 

treatment;  

 Use of mobile clinics;  

 promote  community-based 
SAM case management; 

 Enhance capacities at 

provincial and FO level.  

 In the medium term address 

quality of health care 

aspects and limitations of 

access due to economic 

barriers. 

Extend number of centers 

providing TFC Dependent of 

each context, should be linked 

to some criteria: data on high 

incidence, high number of cases 

admitted in program in one 

center, etc. 

CO, nutrition section, 

local authorities, Ngo 

partner 

Should be 

considered if 

justified from 

now til the end of 

2012, taking into 

account 

sustainability 

Feasible depending on 

adequacy and 

availability of 

resources 

A contextual assessment is 

needed in order to define the 

possibilities for further 

expanding without 

compromising quality 

Mobile clinics Should be 
considered if reliable partners 

ensure supervision, and only as 

a temporary measure. Should 

integrate health, WASH, 

nutrition, and reproductive 

health 

COs, NGO partners Should be 
considered if 

justified from 

now until the end 

of 2012 

Strongly dependent on 
capacity at field level 

and resources (donor 

interest) 

Only in case a donor is 
interested and availability of 

reliable NGO 

Community-based management 

of SAM: Should be an 

evolution from the current 

community case finding and 

referral 

Nutrition section, 

C4D 

Immediate, from 

now on 

Feasible, UNICEF has 

the know-how, 

requires decision to go 

in that direction 

Should become the standard 

way to address uncomplicated 

cases, and the more 

sustainable 

Enhance supervision and 

technical capacities at 
provincial level: implies ToR 

for technical staff and 

consultants, supervision 

COs, chief of 

nutrition, chief of 
field office 

Should be ensured 

where expansion 
has been 

significant and 

consultants 

deployed 

Feasible, requires 

decision by Senior 
Staff. Tools such as the 

“Field Monitoring 

Checklist” are strongly 

advised 

Technical capacity deployed 

also requires supervision and 
means to carry out the tasks 

 Aim at higher standards for 

health services provision in the 

nutrition program and health 

promotion activities.  Needs 

involvement of WHO 

COs, health section, 

C4D, nutrition 

section  

Medium term,  Depends on 

institutional factors. 

Implies a strong 

component of capacity 

building 

This is a sector 

recommendation, with 

complex technicalities 

involved. The RTIA team 

strongly advises the UNICEF 

health section to reflect on the 

opportunity of reaching 1 
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million children and mothers 

on a yearly basis in order to 

advance in some child 

survival strategies 

 UNICEF to address economic 

implications of free access to 

basic services. Implies 

economic analysis and 

advocacy. Requires also 

involvement of WHO, donors, 

WB 

UNICEF as a global 

actor, RO, COs, 

communication, 

advocacy instruments 

Medium term Complex This is also a complex issue, 

which affects ultimately 

access of the more vulnerable. 

Not an easy solution, but 

UNICEF could put the issue 

on the agenda 

Urgent need to address 

logistical bottlenecks for RUTF 
distribution at field level.  

 increase logistics capacity 

 Introduce training in stock 

management in PCAs 

 Consider local production 

of RUTF 

 

This refers to the problems 

identified at end-user level, and 
requires reinforcing aspects of 

service delivery including stock 

and supply management and 

supervision at provincial and 

TFC level 

CO, operations, 

nutrition section, Rep 

Urgent, needs 

immediate 
attention 

Some immediate 

measures possible, 
medium term solutions 

more complex 

Specific immediate 

supervision can be provided, 
but medium term strategies 

require enlarging the basis of 

PCAs and reinforcing 

capacity at provincial level. 

Introduction of tools such as 

the “Field Monitoring 

Checklist” is strongly advised  

 

Expedite the process of 

assisting Nutrition Actors 

which are not UNICEF partners 

with PCAs 

CO, RO, nutrition 

section, operations, 

supply section 

Urgent, context-

specific 

Depending on presence 

of actors in the field 

Increase allocations allotments 

for transportation of supplies to 

implementing areas 

CO, operations 

(supply) 

Urgent, to be 

addressed asap 

Feasible straight away 

Reinforce the logistics and 

programme capacities at 

UNICEF FO levels 

CO, support form 

RO, operations 

Urgent, to be 

addressed asap 

Feasible straight away 

Establish as a component of 
PCAs training and capacity 

building of stock management 

 

CO, operations, 
section concerned 

From now on, 
review ongoing 

PCAs 

Feasible now This is an identified 
weakness, but applicability 

depends on availability of 

partners 

Consider local production of 

RUTF: Niger model 

(commercial) or a more 

community-based one 

COs, Quality 

assurance systems, 

PARMO 

Medium term Complex for 

commercial model  

Feasibility of 

community production 

Requires economic study and 

business plan, quality issues, 

etc.  
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not clear enough 

Need to address the 

performance indicators of 

defaulters and cured rates  

 

Data management is crucial to 

better address eventual 

problems and as well 

underlying causes for defaulters 

CO, nutrition section Urgent, defaulters 

and cured rates 

have to be 

addressed now 

Feasible now Analysis of factors affecting 

defaulters will require 

beneficiary participation and 

some interventions to improve 

some aspects (waiting areas, 

waiting times, attitude of the 

staff) 

Need to make a prospective 

analysis of the performance of 

the program, to refine needed 

supplies coherent with the 

capacity for delivery, and 
review implementation plans 

 

Analyze data of admissions, 

breakdown by center, province, 

gender, identify performance 

gaps, assess feasibility of 

further expansion, estimate 
trends for the coming months 

CO nutrition section, 

supply section 

Urgent Feasible now This exercise is urgent to 

address possible causes of 

underperformance or to 

explain current trends below 

expected caseload. Will affect 
planning for 2013 and 

preparedness of supplies 

Involvement of beneficiaries  

 

Building on tools developed in 

different contexts, establish a 

framework for beneficiaries' 

participation 

Each CO should 

examine 

opportunities, 

integrating 

experience of 

different sectors 

(WASH, Nutrition, 

health, C4D) 

Urgent. 

Immediate 

attention could 

improve aspects 

of the program. In 

the medium term 

should be part of 

routine 

programming and 

monitoring 

Feasible, but requires 

change of mindset. 

Issue of empowerment 

has to be tackled 

(targeting collaborative 

leaders, influential 

elders etc) 

Some quick wins are possible 

(sheds at TFC, better 

management of waiting times, 

addressing additional medical 

needs). People are there, 

ready to speak. Addressing 

some drawbacks can provide 

legitimacy for expanding the 

experience and make it stable 

Mobilization of local 

communities and utilization of 
volunteers 

Initially, COs to better 

coordinate this issue in-house 
and with other organizations. 

Subsequently, envisage 

transforming this aspect into 

case management of SAM at 

community level where 

appropriate 

 

CO, all sections 

utilizing community 
leaders, antennas, 

womens’ 

committees, etc. 

Urgent, required 

to address 
demotivation and 

ensure coverage 

and case finding 

Feasible in the short 

term. Requires 
harmonization between 

sections. In the 

medium term should 

be transformed into a 

community-based case 

management of SAM 

This is a quick win. Reaching 

an agreement with volunteers 
would ensure better 

performance of the program 

UNICEF should proactively 

attract and engage NGOs for 

Attracting partners will require 

some attention at HQ and 

CO, RO, HQ, 

Geneva 

Should be an 

ongoing issue 

Requires concerted 

action within UNICEF 

This is an important tool to 

increase capacity to deliver in 
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the implementation of the 

emergency nutrition program in 

order to assure a short-term 

enhanced capacity to deliver 

(enlarging the base of PCAs)  

 

 

Geneva levels. To make  

partnerships attractive to NGOs 

might prove challenging 

to address concerns of 

partners 

the short term. Balance 

between this approach and 

reinforcing local capacities 

should be managed by each 

CO, including in the 

agreements evaluation of the 

IPs’ ability to manage stocks 

and programme supplies and 

ensure effective distribution.  

 Encourage partners identified as 

efficient partners to establish a 

presence where there is a lack 
of intervention, and aiming at 

partners able to integrate cross-

cutting issues 

CO, RO, HQ, 

PARMO,  

Should be an 

ongoing issue 

Requires concerted 

action within UNICEF 

to address concerns of 
partners 

Concerns of potential partners 

seem significant and affecting 

their interest to engage with 
UNICEF. A strategy to 

address the problem will be 

needed 

Need to improve sector (cluster) 

and inter-sector (inter-cluster) 

coordination arrangements in 

areas under UNICEF 

responsibility.  

 

Implies improving leadership in 

nutrition (including MAM), 

education, WASH, and CP. 

Requires some progress in 

Recommendation 1 

RO sections, global 

cluster leads, CO, 

cluster leads in each 

country 

Starting in 

parallel with the 

development of 

integrated 

strategies 

(Recommendation 

1) 

 Partners’ coordination can 

improve delivery of services, 

capacity and enhance access 

and coverage. 
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Recommendation 3:  Address shortfalls in implementation in the WASH sector. (COs, with the support of the RO, should start looking into strategies 

to tackle challenges and implementation gaps in the WASH intervention.) 
 
 What does this imply? Who can do it? When? Feasibility Comment 

The “WASH in Nut” 
strategy should be utilized 

to address the poor 

understanding of needs 

and gaps at field level, 

and to define  targets and 

indicators 

Redefining the 
operational (strategy at 

each CO level, with 

specific targets and 

indicators. Evaluate 

relative weight of health 

nutrition and WASH 

within CESD to facilitate 

joint operational 

programming 

RO, WASH, and CSD 
(Added by WASH section) 

team, each CO team, support 

from global cluster 

 

Urgent, WASH raises 
accountability issues for 

UNICEF 

In principle, very much 
limited by funding, 

UNICEF should take a 

strategic decision to go 

ahead. The RTIA suggest 

to find alternative ways of 

funding (below) 

The internal balance 
within CSD, health, 

nutrition, and WASH 

should be evaluated at RO 

and CO to identify 

possible problems 

Alternative funding 

approaches should be 

investigated: making 
WASH one of the 

priorities for funding with 

un-earmarked 

contributions 

 

Advocacy, awareness at 

HQ and RO level, need 

to identify alternative 
funding sources, like a 

special EPF for WASH 

RO WASH, HQ,  CSD team, 

each CO team, support from 

global cluster 
Nutrition section 

Communication and 

advocacy 

Asap Should be possible with 

some creativity. Require 

addressing internal 
procedures to facilitate 

alternative sources of 

funding 

It is crucial to unblock the 

funding constraint for 

WASH, being a CCC and 
overall responsibility for 

UNICEF:  

negotiations with old and 

new donors for covering 

WASH costs with nutrition 

funding 

advocacy RO WASH and CSD (added 

by WASH Section) team, 

each CO team, support from 

global cluster 

Communication and 

advocacy 

Asap Should be possible if good 

arguments are developed 

(sound strategies) 

 

To make the donors 

understand the 
importance of WASH in 

the nutritional response. 

Advocacy, formulation 

of a sound strategy 

RO WASH team, each CO 

team, support from global 
cluster 

Communication and 

advocacy 

Asap and on going Should be possible if good 

arguments are developed 
(sound strategies) 
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Recommendation 4: Reinforce the HR team in WCARO, and develop a regional HR strategy. 

 
 What does this imply? Who can do it? When? Feasibility Comment 

We recommend 

addressing this issue from 

a strategic perspective; 

Should be based on  a 
diagnosis of needs in the 

region, the limitations of 

finding French-speaking 

candidates, HR demand in 

relation to specific 

programmatic needs, and 

the availability of funding. 

 

 

- Assessing needs, 

identifying constraints, 

(French-speaking), 

-  Linking HR needs with 
sector and regional 

strategies (Rec.1),  

- Promoting the switch to 

emergencies approach in 

normal programming 

- Implies also training 

 

COs and WCARO in 

light of sector strategies’ 

definition of HR needs 

Medium urgency, should 

be addressed in coherence 

with Rec 1.  

Requires development of 

sector strategies, 

understanding of the 

emergency component in 
each program,  training of 

staff involved in regular 

programming 

implementation 

 

Should take into account 

the demand of HR in 

relation to specific 

programmatic needs, 
strategic planning of the 

emergency response, and 

availability of funding.  

 

Improve communication 

between RO and CO on 

HR processes  
 

 

- The process of HR 

request, search of 

candidates, selection, and 
recruitment has to be as 

transparent as possible 

- Assuring adequate 

follow-up of HR processes 

in the region will likely 

require a reinforcement in 

the HR services at 

WCARO   

COs, Rep, WCARO HR 

and emergency section, 

SSM 

Medium term,  

requires planning and 

funding 

Depending on 

management decision and 

funding 

The shared tools should 

go beyond a matrix with 

the situation of surge 
recruitment at regional 

level. Additional 

mechanisms of discussion 

and clarification between 

RO and CO should be 

adopted jointly 

Reinforcement of HR 

capacity at RO, notably 

with an emergency focus  

Awareness of the need of 

RO HR reinforcement of 

capacities. Creating a 

permanent HR position, 

emergency-oriented 

WCARO SSM and Head 

of Operations, HR 

service 

Asap  Feasible, need to activate 

procedures. Requires SSM 

support and funding 

Reinforcement of HR 

should not prevent above 

strategic recommendation 
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Recommendation 5: Optimize processes for the RO to support COs. 

 
 What does this imply? Who can do it? When? Feasibility Comment 

Need for more attention to 

the need for integration of 

other sectors in the initial 

phases of the response. 
This seems especially true 

and feasible in the case of 

such a slow-onset type of 

crisis 

Providing support to CO 

on a more integrated 

way, e.g. by planning 

combined support 
missions and more 

coordinated follow-up of 

support missions.  

SS, all sections Establish procedures asap If endorsed by SS These aspects belong to 

the internal management 

of UNICEF. Addressing 

them is probably not an 
easy task given the “silo” 

structure of UNICEF.  
 

Ttravel monitoring 

system, as a possible tool 

to facilitate integration 

and avoid or limit 

“siloing 

Establish a follow-up 

mechanism for travel 

from the RO  

SS all sections Establish procedures asap Idem 

More senior staff to 

coordinate response at 

CO level - OR - 

Emergency Officers 
should be more senior and 

their team stronger 

Reinforcing the capacity 

of CO to engage with the 

support provided by the 

ET of the RO 

Senior Staff decisions Requires internal 

assessment for feasibility 

and consultation between 

CO and RO (and HQ?) 

Depending of senior staff 

decision 

RO’s ET traction does not 

translate easily at CO 

level and tends to 

overburden the functions 
of the emergency officer  

Ensure dissemination of 

Level2 SoPs, and 

discussion about 

implications in the event 

of a new crisis 

Clarification of SOPs for 

L2 emergencies 

HQ-RO When SOP approved Depending of senior staff 

decision 
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Recommendation 6: Relations with WFP. 

 
 What does this imply? Who can do it? When? Feasibility Comment 

Need for LoU including 

MAM estimations and 

blanket feeding 

coordination 

 

Agreement on basic 

aspects of how to address 

MAM programmatically 

and strategically, and 
harmonization of the 

operations of both 

organizations 

HQ, RO, COs Asap The relations at regional 

level and in some 

countries are very good, 

allowing for feasibility of  
progress 

The solution is complex. 

The global cluster 

initiative to address MAM 

through a specific 
taskforce is a good step, 

but additional efforts will 

be needed to align the 

organizational cultures of 

UNICEF and WFP. This 

also affects 

implementation of WASH 

in Nut strategy at schools 

 

 

Recommendation 7: Address cross-cutting issues not adequately covered in the current response. 

 
 What does this imply? Who can do it? When? Feasibility Comment 

Gender  Ensuring gender approach, 

disaggregation of gender data 

for nutrition program. 

Nutrition section, all 

sections, 

Asap Data collection and 

analysis are limited in 

some contexts, but should 

be possible 

Not addressing it would 

be unacceptable  

Disabled Characterizing disabilities in 
target population 

Social protection,  Asap Needs some research and 
data collection 

Needs to be put in the 
agenda 

Equity Addressing malnutrition in 

non-Sahel areas 

Avoiding positive 

discrimination  

Nutrition section, all 

sections 

Asap Extending SMART 

surveys to other areas, 

planning response to non-

Sahel areas 

Needs to be addressed to 

rule out the problem 

 



 

65 

 

Annex 2: Mission Itinerary 

 

June 23-24: Travel to Dakar  

June 25 to 29 Dakar WCARO Meetings UNICEF staff 

 Inception note 

Meetings UN and NGOs in Dakar 

Tele-conference meetings with the AMG 

July 1st Flight Dakar – Abuja (via Bamako, Ouagadougou, Cotonou, Lagos) 

July 2 to 6 Nigeria CO Meetings UNICEF staff 

Meetings UN, Gov. partners and NGOs in Abuja 

Field visit (flights to Kano and 

Sokoto and car travel to sites) 

Gwadangwaji Nutritional Center, Birning Kebbi, Kebbi 

State, Nigeria. Met group of mothers, and group of 

volunteers. 

Alwasa Nutritional Center, Argungu, Kebbi State, Nigeria. 

Met group of mothers. 

Zauvo Nutritional Center, Kebbi State, Nigeria. Met group 

of mothers and group of volunteers. 

Mabera Clinic Nutritional Center, Sokoto. Met group of 

mothers.  

 Jigawa CAM site,  Discussion group with beneficiaries 

July 8 Flight Abuja- Niamey 

July 9 to 13 Niger CO Meetings UNICEF staff 

Meetings UN, Gov partners and NGOs in Niamey 

Field visit  

(car travel to Maradi) 

Partners’ s meeting in Maradi 

Tibiri Nutritional Center (MSF Belgium-managed), Maradi  

Zaria Nutritional Center, Maradi 

July 14-15 Flight Niamey - Nouakchott (via Casablanca) 

July 15 to 19 Mauritania CO Meetings UNICEF staff 

Meetings UN, Gov. partners and NGOs in Niamey 

Field visit (car travel to 
Kaedi) 

Kaedi Central Hospital CRENI, Kaedi, Gorgol Region, 
Mauritania. Met group of mothers. 

Centre Nutritionelle Moderne (not SAM therapy day), 

Kaedi, Gorgol Region, Mauritania 

Warehouse visit: FRC (French Red Cross) 

Warehouse visit: DRS (regional health directorate) 

July 20 -21 Flight Nouakchott - Ndjemena (via Casablanca, Cotonou, Lome, Douala) 

July 23-28 Chad CO Meetings UNICEF staff 

Meetings UN, Gov partners and NGOs in Niamey 

Field visit (car travel to Mao) Nokou Nutritional Center, Nokou, Kanem Region 

Mondo Nutritional Center (CNA), Meeting with 

beneficiaries and with ACF psychosocial consultant 

Warehouse in Mondo CNA 

Mourzigui Nutritional Center 

Mao inpatient nutritional center, Mao Hospital 

July 29-30 Flight Ndjamena - Dakar (via Addis Ababa, Bamako) 

July 31 Dakar WCARO Preparation of workshop 

August 1 Final Workshop 

August 2 Departure Dakar  
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Annex 3: Interviews Carried Out During the RTIA 
 

Dakar  

 

 

1. Anna Horner WFP, Regional nutrition advisor (phone interview) 

2. Atadika, Selassie Emergency Specialist, UNICEF WCARO 

3. Bellet, Francois WASH Specialist, UNICEF WCARO and Regional WASH Group Focal 
Point 

4. Berehoudougou, Rolland Disaster Risk Management Manager, Plan International RO 

5. Berther, Andrea Education Specialist, Emergency, UNICEF 

6. Brain Mac Donmaill HPM specialist, UNICEF 

7. Clarysse, Guy Chief of Health UNICEF WCARO 

8. Crapouse, Pascale Chief of Supply, WCARO 

9. Cyprien Fabre  ECHO HoO 

10. David Gressly OCHA, Regional Humanitarian Coordinator for Sahel 

11. David Vautrin UNICEF Pipeline monitoring and reporting specialist 

12. Domitille de Butet UNICEF Surge support HR emergency (phone interview) 

13. Felicite Tchibindat UNICEF, Regional Nutrition chief 

14. Fernandez, Jose Luis 

15. David, Patrick 
16. Soumare, Papa 

Senior Regional Emergency Coordinator 

Food Security Specialist 
Food Security Specialist 
FAO Sub-Regional Office West Africa/Sahel 

17. Graat Leiayty Emergemcy Chief 

18. Guidetti, Flavia Regional Advisor, Immunization 

19. Herve Peries Regional Planning Advisor 

20. Jan Eijkenaar ECHO Regional Humanitarian advisor 

21. Manuel Fontaine Head of WCARO a.i. 

22. Maria Bardolet,  
23. Fabio Friscia,  
24. Irina Dincu 

C4D, WCARO 

25. Mariana Stirbu Social protection specialist 

26. Martin Dawes Regional chief of communication 

27. Nathalie Bonvin IFRC nutrition delegate 

28. Robert Johnston UNICEF Nutrition specialist 

29. Spalthoff, Daniel WASH Specialist, UNICEF WCARO 

30. Theis, Joachim Regional Child Protection Advisor, UNICEF WCARO 

31. Thomas Yanga WFP, Regional Director West Africa 

32. Vautrin, David Pipeline Monitoring and Reporting Specialist 

33. Wicks, Toby Emergency Specialist, UNICEF WCARO 

34. Yokozeki, Yumiko Regional Education Advisor, UNICEF WCARO 

 

Nigeria 

 

 

35. Adili Matontu UNICEF Emergency chief 

36. Bashir Yacouba Save the Children, Regional nutrition advisor 

37. Bishnu P. Timilsina UNICEF WASH specialist 

38. Gilbert UNICEF operations 

39. Gloria Nvulu UNICEF, health focal point for emergencies  

40. Maureen Gallagher Coordinator, ACF 

41. Mr Israel Ogunleye Project Coordinator Assistant, MSF Holland, Sokoto 

42. Mr Mohamed Ali Hamsa,  State Nutrition Officer, Sokoto State 

43. Mr Raymond Akor, Monitoring and Evaluation Specialist, UNICEF Kaduna Field Office 

44. Mr Sane Umar Director of Economic Planning, Kebbi State 

45. Mr Sani Argungu Director Primary Health Care, MoH Kebbi State 

46. Ms. Judit Giwa-Amu,  Education Specialist, UNICEF Nigeria 

47. Ms. Suomi Sakai,  Representative, UNICEF Nigeria 

48. Naawa Sipilanyambe UNICEF health section chief 

49. Noriko Izumi UNICEF Child Protection section Chief 

50. Paryss Kouta UNICEF Senior polio communication specialist 

51. Stanley Chitekwe UNICEF Chief Nutrition 

52. Umesh Kattel Stand by partner, NRC, Coordination Bauchi UNICEF FO 
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Niger 

 

 

53. Anne Boher Chief of communications 

54. Daouda Alfari Helath and nutrition officer, FO Maradi 

55. Djanabou Mahonde Protection specialist (phone inertview) 

56. Maimouna Guero, Dr/Ms Director of Nutrition, MoH, Niger 

57. Eric Alain Ategbo Nutrition Manager 

58. Gido Cornale Rep (phone interview) 

59. Hamidine Hassan UNICEF FO Nutrition officer 

60. Idimama Koutoudi C4D specialist 

61. Isselmou Ould Bokhary UNICEF DEp Rep 

62. Khaled Ben Said Health cheif 

63. Lamine Mamadou UNICEF Chief education 

64. Mme Ousseini Hadizatou Yacouba Secrétaire permanente, DNGCC 

65. Mme Ousseini Mariama Gnandou Chef suivi, cellule alerte précoce, Cabinet du Premier Ministre 

66. Mohameden Fall UNICEF Chief of field office 

67. Cyrille Niameogo, Mr Country Director, Save the Children Niger 

68. David Alfort, Mr WASH Cluster Information Management Officer, UNICEF Niger 

69. Fode’ Ndiaye, Mr UN RC/HC Niger 

70. Hamidine Hassane, Mr Nutrition Officer, UNICEF Maradi, Niger 

71. Kalima Vedaste, Mr Deputy Head of Office, OCHA Niger 

72. Kalla Laouali, Mr WASH Officer, UNICEF Maradi, Niger 

73. Thierry Metais, Mr Director, Action Against Hunger Spain (ACH) Niger 

74. Wim Fransen, Mr Head of Office, ECHO Niger 

75. Annelies Ollieuz, Ms Education Cluster Coordinator, UNICEF Niger 

76. Fatouma Zara, Ms Emergency Officer, CARE Niger 

77. Kadidia Diallo, Ms Human Resources Specialist, UNICEF Niger 

78. Maina Boukar Gaptia, Ms WASH Officer, UNICEF Niger 

79. Maureen Forsythe,, Ms Deputy Country Director, WFP Niger 

80. Rabiou Haoua, Ms Education Administrator, UNICEF Maradi, Niger 

81. Roseline Araman, Ms Chief of Operations, UNICEF Niger 

82. Odile Bulten Emergency specialist 

83. Pilar Palomino WASH cluster coordinator 

84. Roselyn Araman UNICEF Chief of operations 

85. Stephane Arnaud Supply especialist 

86. Yabilan Maman Coordinateur CCA, Gov of Niger 

 

Mauritania 

 

 

87. Abdawa Wash officer 

88. Abdoul Sow, Mr Chief Education, UNICEF Mauritania 

89. Aissata Ba Sidibe Dep rep 

90. Aissata Ba Sidibe, Ms Deputy Representative, UNICEF Mauritania 

91. Anthea More, Ms Communications/Report writing Specialist, UNICEF Mauritania 

92. Anthea, astrid Emergency officers 

93. Astrid Arne, Ms Emergency Specialist, UNICEF Mauritania 

94. Carmen Fernandez Baldor,Ms Chid Protection Officer, Save the Children, Kaedi, Mauritania 

95. Coumba mar Gadio Ms UN RC/HC, Mauritania 

96. Deborah Galliot CRF, Chef sous délégation, Kaedi 

97. Deborah Galliot,.Ms Chief of Sub-Delegation, Kaedi French Red Cross, Mauritania 

98. Dr Jidou Directeur soins santé de base et nutrition 

99. Dr/Mr Mohamed Said Ould 

Mohamed Yehdhih, 

DRAS Kaedi, Gorgol Region, Mauritania 

100. Filly Diallo,Ms Emergency CP Specialist, UNICEF Mauritania 

101. Gerard, Mr Program Coordinator, WFP Mauritania 

102. Hapsatou Bal, Ms HR Officer, UNICEF Mauritania 

103. Honorat Brice,Mr Emergency WASH Specialist, UNICEF Mauritania 

104. Jean Bosco,Mr Head of Office a.i., OCHA Mauritania 

105. Koudaogo Ouedraogo,Mr Country Dircetor, UNFPA Mauritania 

106. Lamine’ Kone, Mr WASH Officer, OXFAM Kaedi, Mauritania 

107. Latifa M&E specialist 

108. Laurence Sailly,Ms Chief of Mission, MSF Belgium Mauritania 

109. Lierni Galdos AECID Programme officer 
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110. Lucia Elmi REp UNICEF Mauritania 

111. Mariame Nagy, Ms Supply Office, UNICEF Mauritania 

112. Massimo Scalorbi, Mr Chief of Section, Rural Development, Decentralisation and Environment, 

European Commission Delegation, Mauritania 

113. Mohamed Baro, Francis Bitey, 
Gerrge Zigby 

UNICEF Nutrition team 

114. Mohamed Cheikh REACH facilitator 

115. Mohamed Lemine ould Ahmed 
Seyfer, Mr 

Chief Child Protection a.i., UNICEF Mauritania 
 

116. Mohamed Zeidawe, Mr Chief of Social Policy, UNICEF Mauritania 

117. Mohamedou Kamara,Mr Finance Officer, UNICEF Mauritania 

118. Nada Merheb, Ms Country Director, UNHCR Mauritania 

119. Ruth Jaramillo AECID Adjointe Coordinateur General, OTC 

120. Saleh Dine Ould Babah Department of Hydraulics, Kaedi, Gorgol Region, Mauritania 

121. Sidi Ould Zahaf, Mr MCH Specialist, UNICEF Mauritania 

122. Umberto Cancellieri, Mr Chief of Operations, UNICEF Mauritania 

123. Yahya Ould Abd Dayem DG Politique économique et stratégies de dévelopement 

124. Zeinabou Mint Mohamed, Ms Department of Social Services, Kaedi, Gorgol Region, Mauritania 

125. Zeinabou N’gaide, Ms Social Policy Officer, UNICEF Mauritania 

 
Chad 

 

126. Abdoulaye Mahamat Hassan, DR. Health Delegate, Kanem Region, Mao, Chad  

127. Tchari Affono, Mr Regional Delegate for Social Action, Mao, Kanem Region, Chad 

128. Bachar Brahim Adoum Secrétaire General, Ministère du Plan, de l’économie et de la 
Coopération Internationale 

129. Bruno Maes REP UNICEF Chad 

130. Dr Adoum Dalian Head of CNNTA (Centre National de Nutrition et technologie 
Alimentaire) 

131. Dr/Mr Paul Pohol, Food Security Expert, Ministry of Agriculture, Chad 

132. John Ntambi UNICEF head of FO Mao 

133. Josephine Ferreiro Advocacy and Media Relations Officer 

134. Lillian Okwirry WASH chief 

135. Maina, Mr President of local NGO and focal point for nutrition at provincial health 
delegation 

136. Manyuku B. Gilbet Nutrition and Food Aid Officer 

137. Marcel  S. Ouattara Dep rep, UNICEF CHAD 

138. Marianne Tinlot FAO, Food security Consultant 

139. Mehoundo Faton UNICEF nutrition 

140. Abakar Sidick, Mr  Nutrition Focal point, Health Delegation of Kanem Region, Mao 

141. Benoit Delsarte, Mr Country Director, International Medical Corp, Chad 

142. David Chibonga, Mr Deputy Head of Office, OCHA Chad 

143. Emmanuel Gondo,Mr Chief of Field Office, FAO Mao, Chad 

144. John Ntambi, Mr Chief of Field Office, UNICEF Mao, Chad 

145. Lawrence Asomaning,  Chief Supply and Logistics, UNICEF Chad 

146. Mamadou Sanganoko,  Human Resources Manager, UNICEF Chad 

147. Ousmane Badamassi, Mr Chief of Field Office, WFP Mao, Chad 

148. Rodolpho Valente, Mr Associate Humanitarian Affairs Officer, OCHA Chad 

149. Sani Aliou,, Mr Program Director, International Medical Corps, Chad 

150. Venuste Rwamfizi,, Mr Nutrition Cluster Coordinator, UNICEF Chad 

151. Beatrice Wakimunu, Ms Chief of Education, UNICEF Chad 

152. Elise Benoit, Ms Program Officer, WFP Chad 

153. Gifty  Angkora    Ms            Human Resources Officer, UNICEF Chad 

154. Helene Kuperman, Ms Field Office Coordinator, Action Against Hunger (ACF) Mao, Chad 

155. Jane Lewis, Ms Technical Assistant, ECHO Chad 

156. Natacha Emerson, Ms Senior Protection Officer (ProCap), UNICEF Chad 

157. Pierre-Yves MANGE MdM France, Mao 

158. Roger Sodjinou UNICEF Nutrition 

159. Silvia Chiarucci M&E specialist, Chad 

160. Thomas Karenga WHO, DPR 
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Annex 4:  References  
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documents reviewed amount to more than 700. 

Further to the above, a number of references were used to better frame conceptually the exercise. We 
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Annex 5: ToR 
 

UNICEF West and Central Africa Regional Office 

Real-Time Independent Assessment (RTIA) of UNICEF’s Response to the Sahel Food and 

Nutrition Crisis, 2011-2012 

Terms of Reference – FINAL DRAFT 19 JUNE 2012 

 

I. Background  

 
1. The children of the Sahel live in conditions of chronic vulnerability which place them at the bottom of the 

development scale. UNICEF Country Programmes in the region comprise of prioritized interventions to 

address the major causes of child deaths in the Sahel, which include a lack of effective systems to address the 

nutrition, health and water and sanitation needs of women and children, as well as insufficient access to basic 

social services such as education. Against this backdrop of chronic vulnerability, the region is prone to 

recurrent crisis that are progressively eroding the coping capacity of households and individuals, and 

requiring ever more frequent humanitarian interventions. 

 

2. In late 2011, several early warning systems indicated the onset of a particularly severe food security and 

nutritional crisis. Projected figures available in November 2011 suggested that over 1 million children will 

suffer from severe acute malnutrition (SAM) in 2012 in eight countries in the Sahel. In reaction to these early 

warning indicators and in line with the Regional Food Security and Nutrition Working Group strategy, 
UNICEF scaled-up its preparedness efforts and initiated a comprehensive effort to respond to this impending 

emergency. Working with others in the humanitarian system and with national governments, UNICEF 

Country Offices (COs), under the leadership of the Regional Office (RO) and with support from Headquarters 

(HQ) divisions, are currently responding to humanitarian needs that cut across the Sahel belt, and include the 

entire countries of Burkina Faso, Chad, Mali, Mauritania and Niger and the northern regions of Cameroon, 

Nigeria and Senegal. In early February 2012, UNICEF launched an appeal (Humanitarian Action Update) 

for US$120 million to scale-up the UNICEF’s integrated response to meet the immediate needs of children 

and women in the Sahel.11  

 

3. UNICEF`s integrated response aims to ensure that the benchmarks set out in the Core Commitments for 

Children in Humanitarian Action (CCCs) are met or exceeded in all affected countries. In concrete terms, to 
achieve this, the current and projected caseload for SAM as well as the overall figures for affected 

populations have been agreed and form the basis for the response planning, prevention measures, treatment, 

preparedness and response. UNICEF`s contribution towards the CCC benchmarks varies from sector to 

sector and across countries, but is articulated through interventions ranging from provision of coordination 

support to advocacy, direct service delivery, and capacity development initiatives. The response plan defined 

for each affected country aims to ensure a fully integrated approach to this crisis, in recognition that it is not 

only a food and nutrition crisis, but a chronic and cyclical emergency further compounded by poor rainfall, 

increasing food prices and insufficient social protection systems, in addition to a regional outbreak of cholera 

and polio which affects a number of countries in the region. Therefore, in complement to the response plans, 

UNICEF COs and the RO are also defining an approach to resilience building, which is being implemented 

alongside the humanitarian response. 

 
4. This Real-Time Independent Assessment (RTIA) seeks to assess UNICEF’s progress in achieving results for 

children through this scaled-up integrated response, as defined in the integrated response plans. It is set to 

take place three months after the interventions were launched and to be completed in a fairly short timeframe, 

in order to enable UNICEF to take stock of progress, learn what has or has not worked well, identify areas 

that require strengthening or adjusting, and map any gaps in the UNICEF’s response.  The response will be 

adjusted on the basis of the findings of this RTIA. 

 

 

 

                                                

11
 UNICEF Humanitarian Action Update, Sahel Nutrition Crisis, 6 February 2012: 

http://www.unicef.org/hac2012/files/UNICEF_Humanitarian_Action_Update_-_Sahel_crisis_-_6_February_2012.pdf 
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II. Rationale 

 

5. The geographic scope of the Sahel crisis (i.e., number of countries, the magnitude of its toll on children) and 

the level of response provided underline the need for UNICEF to learn and improve on its response for 

children and women in the earliest stages of the crisis.  Such early learning and retooling is a way of 
reducing the likelihood of preventable loss of life and the magnitude of suffering by identifying key areas in 

need of urgent action. Toward this end, it is important that UNICEF undertake an independent real-time 

assessment to provide UNICEF with an impartial perspective on whether its response to the crisis has been 

adequate, that targets defined in the integrated response plans are aligned to the CCCs and are being met, 

and that resources are being used in the most efficient and best-coordinated way. 

 

6. A quick and light RTIA is proposed to facilitate such learning that will feed into UNICEF’s operational 

decision making and programme improvement while the response in on-going. This will provide timely 

feedback on the efficient use of resources available, and will enable the COs and RO to re-allocate where 

required, adjust approaches, revise targets, and/or amend procedures, as necessary.  

 

III. Purpose and Objectives  
 

7. The primary purpose of this RTIA is to draw lessons in the earliest stages of the Sahel response, so as to 

ensure that UNICEF`s response to the crisis is adequate, that targets defined in the integrated response plans 

are aligned to the CCCs, are being met, and that resources are being used in the most efficient and best-

coordinated way and thereby be best poised to achieve results moving forward. By facilitating such learning 

early on, the RTIA will help UNICEF ensure that it is meeting its accountabilities, not least of all to the 

populations affected by the crisis, moving forward. Furthermore, it will help improve the response in terms of 

timeliness, coverage, appropriateness, sequencing and consistency of operations at regional level and country 

level.  

 

8. The main objective of this RTIA is to assess, as systematically, objectively as possible, what in UNICEF’s 
response in the Sahel has been working well, what has been working less well, and why, with a view to 

providing real-time feedback to improve the response moving forward. Specifically the RTIA will examine 

UNICEF Integrated Programme Response, National Strategy Response Plans supported by UNICEF, country 

Cluster/Sector Lead Agency role (where relevant) and operational support in the overall context of the 

benchmarks set in the CCCs, as contextualised and prioritized in the Sahel response, through rigorous 

evidence-based analysis, and to identify gaps or unintended outcomes, with a view to improving the 

UNICEF’s strategy and programme’s approach, orientation, coherence and coordination. 

 

IV. Scope  

 

9. As a primarily learning-focused RITA, relatively greater emphasis will be placed on identifying internal 

factors affecting UNICEF’s response (i.e., the why factors within UNICEF’s control).  In order to identify 
these factors, however, it is necessary to first uncover outputs and outcomes being achieved or not achieved.  

Accordingly, the RTIA will focus on assessing the extent to which UNICEF's response is in line with meeting 

the CCCs, specifically the programmatic responses (i.e., nutrition, WASH, health, HIV/AIDS, child 

protection, education, C4D, and as well as its operational responses (e.g., communications, human resources, 

logistics, coordination). However, while focusing specifically on UNICEF’s own response and the internal 

factors within its control that it can change, it will also duly take account of the implications for and 

contributions of other external factors and other stakeholders in the field.  Moreover, in keeping with the 

purpose of the exercise of facilitating regional and country-level learning for regional and country-level 

action, the internal UNICEF factors identified will be explicitly sought at these two levels rather than at HQ 

level.  While HQ-level factors that have affected the response will be captured where operative, these will be 

documented in a separate memo from the assessment team to HQ management for its consideration.12 
10. Furthermore, the RTIA will consider issues such as: 

                                                

12 Two large-scale exercises in 2010-11 and 2011-12, the Independent Review of UNICEF’s Operational Response to the 
January 2010 Earthquake in Haiti and the Lesson-Learning Exercise on UNICEF’s Response in the Horn of Africa, have 

already documented a substantial number of HQ-level recommendations that are currently being acted on.  Thus, in order to 
use the resources for the present exercise more efficiently, the RTIA will focus on the decentralized levels of the 
organization. 



 

72 

 

 

 Adequacy and coherence of the response, including but limited to coordination, human and financial 

resources, capacity to respond, progress toward targets, and coverage of harder to reach areas; 

 Efficiency of the response and operations: timeliness, cost-effectiveness, internal coordination, 

coordination with other stakeholders; the partnerships put in place and role of stakeholders including 

UNICEF`s contribution to effective coordination mechanisms; the utilization of the available funds and 
measures put in place for adequate disbursement, reporting and management procedures, as well as 

rapid and effective supervisory mechanisms; 

 Accuracy of need assessments and targeting of the response;  

 Quantity and quality of inputs  (i.e., supplies, equipment, monies, human resources, technical 

assistance) put forward for the response and outputs and outcomes achieved; operational capacity, 

procedures and processes put in place in the eight affected countries to manage this response; and 

 Effects on the affected population and other stakeholders, intended and unintended, positive and 

negative; assessment of barriers and bottlenecks influencing implementation of the response; and 

opportunities that may contribute to better targeting and make the response much more effective.  

 

11. With regard to timeframe, the RTIA will focus on the integrated UNICEF’s response to the Sahel crisis from 

the date of the Sahel Humanitarian Action Update (i.e., 6 February 2012 to 5 May 2012) to date.  However, 
the assessment may raise issues and opportunities that have affected the responses one way or the other prior 

this period (e.g., early warning systems). 

 

12. In terms of geographic scope, four of the eight countries have been selected to be part of this assessment 

including Chad, Mauritania (as a replacement of Mali), Niger, and Nigeria. The criteria for selecting the 

aforementioned countries included the size of the country and the magnitude of the crisis. Moreover, the 

limited amount of financial resources did not allow covering the eight countries. There is no doubt that 

lessons learned and the results from these four countries will also be beneficial and apply to the remaining 

countries.  

 

13. This RTIA does not preclude a decision by UNICEF at a later stage to undertake a fuller lessons learnt 
exercise, and/or to commission an independent evaluation of UNICEF`s response in the Sahel.  Nor is it 

intended to substitute for UNICEF’s involvement in any future Inter-Agency Real-Time Evaluation (IA RTE) 

that might be undertaken. 

 

V. RTIA Questions  

 

14. The following represents a provisional and illustrative list of broad questions to be fine-tuned by the 

consultants during the further development of the methodology before implementation in the field. 

 

Timeliness 

 

 To what extent did the RO provide timely support (i.e. human resources, admin processes, travel, 

etc.) for monitoring and responding to the Sahel food and nutrition crisis? What quality and 

quantity? Did COs and RO have the capacity to respond to the needs? 
 

 How timely has the support and guidance of the RO to COs been in preparing, planning, scaling-

up and responding to the Sahel food and nutritional crisis?  

 

 How timely has UNICEF COs’ response to the crisis been?  What if any significant delays have 

occurred in the preparation, scale-up and implementation of the response, and why? 

 

Relevance/Appropriateness  
 

 How well and adequate has the Early Warning/Early Action System been in guiding the response 

to the Sahel crisis? 
 

 To what extent did UNICEF’s response meet the needs of the affected populations (as identified by 

the populations themselves, and in systematic needs assessments) and adapted to local conditions? 

 

 How evidenced-based has the decision-making process been for determining the response 

interventions?  
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 How well and how adequately has UNICEF programmatic response been articulated, targeted 

and prioritized, in terms of coordination, human and financial resources, capacity to respond, and 

progress toward targets, including coverage of harder to reach areas?  

 

 To what extent has UNICEF taken on additional responsibilities beyond its core commitments and 
its usual programmatic scope?   

 

 To what extent has the initial response strategy remained relevant over time, responding 

appropriately to the evolving nature of the crisis? 

 

 How well have gender, protection and human rights issues adequately been addressed? 

 

 To what extent is the UNICEF’s response in the Sahel shaped in a way to implement resilience 

building of the affected populations? 

 

Effectiveness 

 

 How successfully has UNICEF delivered results against the specific programmatic, cluster and 

operational commitments it has pledged to achieve, as rooted in the CCCs, the response plans and 

other planning documents?  How optimal were these CCCs? 

 

 Have any outcome-level results been observed, as defined in the CCCs? What if any unintended 

consequences, either positive or negative, have the response had on local populations and local 

institutions? 

 

 How well and quickly has UNICEF been in resource mobilizations (i.e., human resources, funding 

and supply) and scaling-up to meet the needs of the affected populations?  
 

 To what extent is the response owned by the Government?  

 

 Is UNICEF’s programmatic response articulated, prioritized and targeted from the CCCs? Is it 

appropriate? Does it meet the needs of affected populations?  

 

Coverage 

 

 To what extent has the response reached the affected populations, including the hardest-to-reach, 

and most affected geographic areas? How were they impacted by the interventions? Have data 

been disaggregated by sex and age, and meaningfully analyzed so as to ensure equity of coverage? 
 

 Do UNICEF supplies available13 meet the needs of affected population?  How timely is the 

delivery of supplies to end users14?  

 

 

 

 

Coordination 

 

 To what extent has UNICEF met its Cluster/Sector Lead coordination commitments, within the 

framework of the CCCs and IA ToR for Country Cluster Lead, in focus countries where Cluster 

have been formally activated or UNICEF leads sector working groups?  
 

 How well has the Government’s capacity been strengthened as it has the primary responsibility to 

respond to its population’s needs (e.g., in needs assessments)? 

 

                                                

13 Available is defined as pre-positioned stocks. 
14 For Nutrition, end user is defined as feeding centre treating SAM. 
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Efficiency 

 

 How well and effectively have resources being used to achieve outputs and outcomes? 

 

 To what extent have innovative or alternative modes of delivering on the response been explored 

and exploited to lower costs and/or maximize results? 
 

 To what extent were UNICEF’s key operational support functions (i.e., human resources, funding, 

planning for the response) efficient and cost-effective in scaling-up to meet the needs of the 

affected populations? Why and why not? 

 

VI. Methodology and Approaches  

 

15. As an assessment focused on facilitating early and rapid learning for improvement, it is essential that the 

RTIA will follow a participatory, interactive approach with major stakeholders in order to strengthen its 

validity, promote feedback and ensure ownership and buy-in and utilization of the results. At the same time, in 

light of the decisions that could hinge on the recommendations put forward in this assessment, it is essential 
that the RTIA be maximally rigorous and evidence-based. A mixed-method approach that triangulates all 

available data sources to reach conclusions and findings will be employed, and may include and not be 

limited to the followings:  

 

 Review of existing documents for understanding of the response and the context, and 

including desk review of key documentary evidence sources using document review 

tools, as necessary; 

 More systematic secondary analysis of programme data/statistics (existing national 

monitoring outputs, CO section collated information and Humanitarian Performance 

Monitoring outputs and more); 

 In country direct-observations (e.g., sites, service delivery points); 

 Key informant interviews (by phones and face to face) and focus group discussions; 

 Rapid data collection among beneficiaries (i.e., semi-structured interviews and/or 

focus group discussions among purposively sampled subset of the affected population) 

or other methods, as appropriate.  
 
16. The list of existing data and documents will be prepared and provided to the assessment team. The existing 

documents will include the CCCs, the Humanitarian Action Update, the Food Security and Nutrition Regional 

Strategy, the UNICEF COs response plans, the National Strategy Response Plans from each of the countries 

selected for the assessment. 

 

17. The key informant interviews will include the RO and COs staff, playing a key role in the implementation of 

the response. Government officials and departments heads in charge of the responses in each country will be 

also be interviewed. The assessment team is also expected to make field visits in the most deprived areas, in 

order to observe directly the effect and the systems in place to dealing with the crisis. Direct beneficiaries 

viewpoints will be very important to support the findings of the assessment. Therefore, the team will be 

expected to develop creative methodologies and approaches to collect data quickly, systematically and 

efficiently among representatives of the affected population.   The assessment team will develop further the 
overall details of the methodology here synoptically described before the field work. 

 

18. It is expected that no more than seven days will be spent in each country. Data analysis for each country 

should go concurrently with the data collection, in such a way that a summary debriefing is provided to COs 

at the end the data collection. Any important issues that may need immediate attention should be 

communicated to the RO and the CO along with the RTIA management team to take the necessary remedies.   

 

VII. Intended Use and Users of the Assessment 

 

19. The intended use of RTIA is primarily learning to inform corrective action when and where appropriate. The 

findings will contribute to support the strengthening of COs’ response, senior management response not only 

at country level but also at the regional level. Therefore, the findings and lessons learned could serve for 
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supporting advocacy and resource mobilization15 at COs and RO levels to better respond to the needs of 

affected populations in the Sahel. 

 

20. The primary users of the assessment are primarily UNICEF RO and COs in WCAR. In summary the 

followings:  

 

 Government of respective countries; 

 UNICEF staff frontline workers, managers and advisors at country levels; 
 UNICEF regional emergency section and Chiefs of Sections including PM&E, HIV/AIDS, nutrition, 

WASH, C4D, child protection, education, operations and security and communication, social policy, 

and the executive RO.  

 

21. A secondary tier of users include non-UNICEF partners (i.e., implementing partners, inter-agency partners, 

CBOs, and so on) in the region and affected countries by way of contributing to roll out the RTIA findings, 

conclusions and recommendations. 

 

22. To contribute the global knowledge, and in line with UNICEF’s Evaluation Policy, the final report and 

management response will be uploaded into UNICEF evaluation database and making it accessible 

throughout the organization. It may be also shared other key stakeholders as appropriate.  

 

VIII. Management and Governance, and Engagement of Stakeholders in RTIA 

 
23. As mentioned above, the assessment will be independent. All stakeholders and users described above will be 

engaged in the process to ensure their needs and feedbacks are taken into account in the design and 

implementation, and use of the findings. However, care will be taken by the management team to ensure their 

views and inputs do not jeopardize the independence of the assessment.  To engage them, two levels of 

governance and management structures are proposed: 

 

Management Group: It consists of four staff including the Regional Chief of Planning (Herve Peries), the 

Evaluation Office (EO) (Robert McCouch), EMOPS (Genevieve Boutin) and Programme Division (Christian 

Salazar) in New York. This group led by the Regional Chief of M&E (Inoussa Kabore) will convene weekly 

meetings to review progress and provide orientation to the implementation to the assessment, as needed. 

Their role will not lead to influencing the independence of the assessment, but rather foster the adherence to 
UNICEF’s standards, quality, policies and procedures. At HQ level, the representative from EO, EMOPS and 

PD will coordinate a summary of inputs (on the ToR and the report) from the HQ stakeholders and users, 

which will be incorporated. Comments and suggestions in nature of impacting the independence of the 

assessment will be rejected by the management team. In summary the members will be committed to: 

 

 Review the RTIA ToR; 

 Take part in selection process of RTIA external Evaluator(s); 

 Weekly meeting (max one hour) with RTIA day-to-day manager (Inoussa, Regional Chief of M&E) – 

will include External Evaluators once on-board; 

 Review of preliminary and final reports; 

 Help frame key messages that needs to go back to the RO and COs as results of the preliminary 

findings of the assessment in the field. 
 

24. Executive Sponsor of the Assessment: The regional Acting Director, Manuel Fontaine, is the executive 

sponsor and ensures clear communications to the countries concerned by this assessment, and will keep them 

engaged during the process of design to the implementation phase.  He will be responsible for ensuring a 

consistent management response to the findings and recommendations issued from the assessment, and with 

assistance from the regional Chiefs of Sections. He will coordinate the approval of the report with the 

assessment Management Group.  

 

25. Reference Group: A slightly wider Reference Group made up of the Chiefs of Sections within the RO will 

input into the development of the ToR and preliminary and final reports. The RTIA Management Group will 

ensure their inputs do not interfere with the independence of the assessment. 

                                                

15 Including: Humanitarian Action for Children (HAC), Mid-Year Review (MYR) or any updated Sahel Humanitarian 
Action Update (HAU). 
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26. Quality Assurance: The regional Research and Evaluation Committee (REC) in its support of role quality 

assurance of major evaluations in WCAR will review the ToR and, the preliminary finding and the final report 

for quality assurance purposes. For this RTIA, the president of the committee (Julien Herneis) and two other 

members yet to be selected will be engaged to contribute to the quality assurance of the assessment. 

 
27. CO Monitoring and Assessment Section (or suitable alternative proposed by CO Senior Management): Their 

role will be to facilitate field visits to intervention sites, be available for interviews, share necessary data, and 

attend the in-country debriefing.  

 

28. Ethical Considerations: This assessment is considered very minimal risk and will not be subject to an ethical 

review committee approval. However, UNICEF COs will seek the approval of relevant government entities in 

each country before the data collection. Each individual to be interviewed will be asked to provide verbal 

consent to participating in interviews and focus groups. The interviewees’ confidentiality will be warranted. 

 

IX. Reporting Requirements  

 

29. The quality of the Assessment will be checked not only by the management group, but also by the REC as 
described above. This RTIA will go through GEROS at global level.   

 
Expected Contents of Preliminary and Final RTIA Report: Below key elements should be reflected in the report. 

However, UNICEF evaluation report format will be provided to the consultants to prepare the preliminary 

findings and the final report.  

 
 Recommendations geared toward the RO and COs visited on what is working well, what needs to be 

strengthened and to identify any gaps requiring corrective action 

 Lessons based on recommendations for countries visited    

 Dissemination and operationalization of corrective actions 

 UNICEF inputs/supplies: availability (pre-positioning), timeliness and utilization16 in meeting needs 

of affected population 

 Programmatic response: appropriateness of each CO response in meeting CCCs relevant to CO 

strategy  

 Country Cluster/Sector Lead Agency: effectiveness of UNICEF as country cluster/sector lead for 

Nutrition, WASH, Education, Child Protection and Gender Based Violence (as relevant to country 

context) 

 Operational issues: effectiveness and timeliness in scaling-up CO operations to meet response needs 

including resource mobilization, response planning, human resources and monthly Humanitarian 
Performance Monitoring and reporting 

 RO support: appropriateness, effectiveness and timeliness of RO guidance and support 

 

 

30. Summary of Expected Deliverables: 
 

Expected Deliverables Language Estimated  

Workdays 

Required 

Tentative 

Completion 

Date 

Payment  

Schedule 

Output 1: Draft inception report English and French 4 18.06.2012  

 
 
 
 
 

30% 

Output 2: Interviews, focus groups, direct 
observations, rapid data collection among 
beneficiaries, and other data collections 
modalities; review of existing documents 
and secondary analysis of programme 
data/statistics; summary debriefings.  

English and French 
 

35  
 
 
 
 

23.07.2012 

Output 3: Participatory regional workshop English and French 3 27.07.2012  
50% Output 4: Draft report English 8 06.08.2012 

Output 5: Final report English 10 24.08.2012 20% 

                                                

16 ‘Utilization’ defined as use by end user – not as ‘leaving UNICEF warehouse’ or ‘delivered to UNICEF partner’. 
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X. Timeline and Milestones 
 

 

RTIA UNICEF Sahel Response - Tentative Timeline (Updated 06.06.2012)

Key Step
Evaluation Team 

Location

Estimate of Time 

Required
Total Days 4 11 18 25 2 9 16 23 30 6 13 20 27 3 10 17 24

Briefing between team and the Management Group; 

Draft inception report, data collection instruments, 

and team workplan for completing the RTIA.

Remote 4 days 4

Interviews, focus groups, rapid data collection 

remotely and on site in the RO.
Dakar, Senegal

1 day travel to RO 

2 days in RO
3

Interviews, focus groups, direct observations, rapid 

data collection among beneficiaries, review of 

existing documents, secondary analysis of 

programme data/statistics, including in-country 

debriefing and presentation of preliminary findings.

COs (Mauritania, 

Niger, Nigeria, 

Chad)

2 day travel to each CO 

6 days in each CO
32

 

Participatory regional workshop to validate findings 

and conclusions, discuss amongst the RO and COs 

senior management on next steps, along with some 

preliminary recommendations and an action plan 

for a way forward.

Dakar, Senegal
1 day travel to RO 

2 days in RO
3

Review of summary of participatory regional 

workshop  and draft RTIA report. 
Remote 8 days 8

Commenting on draft report by Management Group 

and other stakeholders.

Integration of UNICEF feedback, preparation of final 

report and response matrices.
Remote 10 days 10

Endorsement to release final report by 

David/Manuel.

Dissemination and operationalization of corrective 

actions recommended in RTIA final report 

(management response).

Translation in French of key outputs and series of 

small pull-out products.

Output 1: Inception report (2-5 pages)

Output 2: Data Collection and Presentation of Preliminary Findings In-Country

Output 3: Summary of Participatory Regional Workshop (2-5 pages)

Output 5: Final Report (10,000 words)

Output 4: Draft Report (10,000 words)

June July August September

Tentative Starting Date: 12.06.2012
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XI. Assessment Team Qualifications  

 

Required qualifications and experience, Senior Consultant – International (L5): 

 Masters, PhD or Advanced degree in related subject area (Public Health, Social Services, Sociology, 

etc.); 

 At least 12-15 years progressively responsible experience including evaluative and analytical work 

on humanitarian performance at an organization or interagency level for an organization 

comparable to UNICEF; 

 Knowledge of current evaluative and analytical literature on the humanitarian sector in general; 

 Exposure to UNICEF’s humanitarian work; 

 Excellent English and French speaking and writing skills; 

 Excellent and proven research skills including development and application of analytical frameworks 

and tools and production of analytical papers; 

 Excellent interviewing capacity; 

 Excellent facilitation skills. 

 

Required qualifications and experience, Senior Consultant – International (L5): 

Masters or Advanced degree in related subject area (Public Health, Social Services, Sociology, etc.); 

 At least 12-15 years progressively responsible experience including evaluative and analytical work 
on humanitarian performance at an organization or interagency level for an organization 

comparable to UNICEF; 

 Significant knowledge of current evaluative and analytical literature on the humanitarian sector in 

general; 

 Excellent English and French speaking and writing skills; 

 Strong knowledge of results-based management and monitoring concepts; 

 Good knowledge of the local context, including institutions and people would be an asset; 

 Very good interviewing and facilitation skills. 

 
 

 


