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This report describes the lessons learned from those 
who were directly involved in the implementation of 
the Child Protection Programme during the Ebola Virus 
Disease (EVD) epidemic response in West Africa. 
Information is drawn from programme experience in 
Guinea, Liberia and Sierra Leone during the period of 
August 2014 through to December 2015. 

The Public Health Emergency of International Concern 
(PHEIC) related to Ebola in West Africa was lifted on 
29 March 2016. A total of 28,616 confirmed, probable 
and suspected cases were reported in Guinea, Liberia 
and Sierra Leone, with 11,310 deaths.1 The epidemic 
had a dramatic effect on children. During the epidemic, 
9.8 million children and youth under 20 years old were 
from EVD-affected areas, 2.9 million under the age of 
five years. Five million children were not able to go to 
school because of school closures. By December 2015, 
UNICEF reported that an estimated 22,702 children were 
registered as having lost one or both parents or primary 
caregivers to Ebola.

In the first chaotic months of the epidemic, control 
measures did not take into account the impact the 
epidemic was having or would have on children; nor did it 
account for the influence children would have on how the 
epidemic developed. As EVD spread, the main response 
was a sectoral health response. Soon, however, it was 
clear that a health-only response was overlooking two 
major drivers of the epidemic: fear and mistrust. It is now 
agreed that a multi-sectoral response that respects social 
customs and works with communities should drive the 
strategy for a successful disease epidemic response. 

Fear was a significant part of the context of the EVD 
epidemic in Liberia, Sierra Leone and Guinea. During 
the epidemic, people reacted out of fear, which 

sometimes led to denial and increased risk-taking 
behaviour. Fear can create mistrust, which can foster 
hostility against a humanitarian response. During 
the first months of the EVD epidemic, initial social 
mobilisation efforts were sometimes misguided in the 
confusion and thus contributed to fear in communities 
instead of alleviating it. Communication messages and 
methods of dissemination spread more panic than 
understanding. Words such as ‘quarantine’, ‘infection’ 
and ‘isolation’ were prevalent at a time when ‘tolerance’, 
‘accompaniment’ and ‘compassion’ were what people 
needed to hear most. 

With rumours spreading and fostering distrust and anger, 
people fled their villages and potentially spread the virus; 
EVD-affected children and families faced stigma and 
exclusion by their communities; communities rejected 
important health messages from the outside; and 
violence was instigated against health and humanitarian 
workers. 

EXECUTIVE SUMMARY 

Lessons learned and
recommendations

Ebola survivor and orphan in Freetown, 
Sierra Leone. (October 17th, 2015)

© UNICEF/UNI200685/Grile

1 http://apps.who.int/iris/bitstream/10665/205686/1/WHOsitrep_28 

Apr2016_eng.pdf?ua=1, page 9.

Nurses wearing personal protective equipment (PPE) 
walk past patients at the newly opened Ebola treatment 
centre run by the International Federation of Red Cross 
and Red Crescent Societies (IFRC), in the city of Kenema 
in Eastern Province, Sierra Leone.  (October 1st, 2014)

© UNICEF/UNI172294/Bindra
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There are many reasons for why the EVD epidemic 
eventually began to abate and the numbers of illnesses 
started to decline, including that it was simply due to 
the natural life cycle of the virus. The reasons for it will 
continue to be discovered and debated for some time. 
But in general, there was a shift from community anger 
and rejection to community engagement: communities 
started to trust, and people started to partake in the 
solution.

To build trust with communities, interventions related 
to Child Protection increasingly worked in closer coordi-
nation with the health and social mobilization response, 
particularly as de-centralized coordination improved. The 
response took on a more holistic and indeed humane 
approach. What started as one-way communication on 
what to do and what not to do evolved into an engage-
ment based on dialogue. 

Within this evolution, social workers played a critical role 
by sitting down with affected communities, children and 
families, ready to listen, cutting through the confusion to 
the reality that people lived: “I need to feed my children.  
I need access to health care.” Social workers could not 
always provide the solutions but they provided a space 
and time for vulnerable – often grieving – families to 
express their fears and basic needs. They also could 
coordinate with a range of service providers to facilitate 
appropriate responses. 

The Child Protection Programme had two major roles 
in the EVD epidemic response: to ensure a care and 
support system for children directly affected by the EVD 
epidemic; and to provide psychosocial support (PSS) to 
children in their homes and communities to help them 
understand and come to terms with their experiences 
and loss. To deliver the Child Protection response, two 
main programme components were developed: Mental 
Health and Psychosocial Response (MHPSS); and care 
and support to EVD-affected children and their families, 
including centre-based care. The strength of the systems 
for Data Management and Programme Coordination 
proved critical variables in delivering an efficient and 
effective response, alongside the timely availability of 
sufficient (both in scale and quality) financial and human 
resources.

The degree to which the response was successful in 
addressing the scale and unique nature of the protection 
needs of children provoked by the epidemic is the 
subject of this report and provides the following key 
lessons learned and recommendations. 

The following are the major lessons learned from the 
Child Protection response during the Ebola epidemic in 
West Africa.

1. A health epidemic requires a multi-sectoral 
child rights approach.

The Ebola Virus Disease (EVD) response in general did 
not sufficiently acknowledge and address children’s 
rights: the focus on and support to children across the 
sectors, including the health sector, was a limited and 
delayed part of the overall EVD response. At times, the 
EVD response actually undermined children’s rights 
by separating children from their families without 
parental consent, closing children’s access to education 
and health care and failing to develop communication 
strategies that engaged directly with children and 
included them specifically in the messaging. Future 

epidemic or public health emergencies require a multi-
sectoral response based on what is in children’s best 
interests, in line with the most fundamental of child 
rights’ principles.

2. A community-based response is best.

In West Africa, a community-based response should 
have been adopted from the outset of Ebola to tackle a 
dynamic, unpredictable epidemic. It is essential to work 
with and develop trust with communities. Community 
leaders must be included as part of the response. The 
messenger is as important – if not more important – than 
the message. Even during the peak of an emergency, an 
approach based on listening to people’s concerns, rather 
than telling them what they should and should not do, 
will save resources, save time and save lives. 

The evidence from the EVD response is that with an ap-
proach based on community dialogue, led by local leaders 
and supported in a coordinated way by social mobiliza-
tion, health and social workers, then individuals, families 
and communities are able to adapt to difficult behaviour 
changes that are required to curtail an epidemic.

3. The Child Protection response should be targeted 
and measurable.

The Child Protection strategy for the EVD response took 
time to develop. The specific and priority role of Child 
Protection in the response was not immediately obvious 
and the core interventions, though familiar from other 
humanitarian contexts (see below), required significant 
adaptation in the context of Ebola. 

Defining the Minimum Package of Services across the 
three affected countries in the first quarter of 2015 was 
an important breakthrough in both the communication 
and delivery of the Child Protection response. The clas-
sification of EVD-affected children (e.g. EVD survivors, 
EVD “orphans”, children in highly-affected communities, 
etc.) alongside the defined package of assistance was 
practical and allowed for clear markers and denom-
inators in program implementation. Although some 
Child Protection Officers were concerned that it was a 
“dumbing down” and simplification of the Child Protec-
tion Programme, the Minimum Package of Services was 
the most direct and clear way to communicate who the 
beneficiaries of the child protection programme were, 
what interventions were to support them and how this 
would be monitored. 

KEY LESSONS LEARNED

For the purposes of the Lessons Learned 
Assessment, a “Lesson Learned” included:

•	 An	activity	that	was	counter-productive	
and should be avoided in the future;

•	 A	programme	intervention	that	was	not	
effective, efficient and should be avoided 
in the future;

•	 A	programme	intervention	that	was	not	
so effective or efficient but could be 
improved based on our experience to 
date;

•	 A	programme	intervention	that	was	
effective, efficient and timely and thus 
should be implemented in a future public 
health emergency;

•	 An	activity	that	was	very	useful	and	could	
become standard practice;

•	 Systems/documents	that	can	be	used	in	
the future e.g. statistical models, SOPs, 
training manuals, guidelines and/or

•	 Aspects	or	factor(s)	of	the	response	that	
should be included in the planning and 
implementing process.

A	family	sit	by	the	grave	of	their	2	year-old	son	and	
brother who died of measles. This family lost 29 
members of their family in the EVD outbreak and were 
too scared to take the little boy in the picture for his final 
routine vaccination that included the measles vaccine. 
(Waterloo, Freetown, Sierra Leone, February 22th, 2016)

© UNICEF/UN011655/Holt



Care and Protection of Children in the West African Ebola Virus Disease Epidemic
executive summary

6 Care and Protection of Children in the West African Ebola Virus Disease Epidemic
executive summary

7

4. Mental Health and Psychosocial (MHPSS) 
programming is an essential part of a response 
to a public health emergency, but requires clear 
definitions and improved expertize.

Given the nature of the epidemic, the speed with which 
it spread and the extent of fear and fatality it caused, 
psychosocial support (PSS) gained quick prominence 
as a priority intervention across Liberia, Sierra Leone, 
and Guinea. And with its prominence - based on 
accountabilities within UNICEF’s corporate emergency 
response framework, the Core Commitments for 
Children - was the expectation that the Child Protection 
Programme would lead in defining and implementing 
the response. But there remained throughout the EVD 
response ambiguity about MHPSS: what it was exactly, 
and why and how to apply it in the context of a public 
health emergency. It was another programme area that 
suffered from a lack of coordination between Health and 
Child Protection actors. 

Whilst MHPSS interventions were included in the 
centre-based and community-based Child Protection 
Programme, they were quite missing from health 
facilities when they were set up, such as the Ebola 
Treatment Units (ETUs) and the Community Care 

Centres (CCCs). The level of awareness on MHPSS at 
the outset of the emergency (e.g. familiarity with The 
MHPSS IASC Guidelines) was very limited. Many of 
the LLA respondents for this report commented that 
the ambiguity, confusion and differences in perception 
concerning MHPSS hampered the implementation of  
the Child Protection Programme.

5. Family and community-based emergency support 
should be linked to longer-term child protection 
systems.

Throughout the Child Protection response, priority was 
rightly given to providing care and support to children 
in their families, within their communities. Services 
under the Minimum Package of Services included: 
direct case management to the most at-risk children and 
families; Family Tracing and Reunification (FTR) services; 
community-based MHPSS activities; and establishment 
of and support to community-based child support 
structures like Child Welfare Committees (Liberia and 
Sierra Leone) and Village Protection Councils (Guinea). 
Follow-up support and monitoring of community 
structures over the medium to long-term will continue 
to be essential as the front line to children’s care and 
protection needs. Community-based care and support 
is the backbone of the national child protection system, 
which will progressively evolve with a strengthened 
social welfare workforce, building on the platform set 
by Ebola. But this will take time and considerably more 
investment from the respective Governments, despite 
some positive signals within the Ebola Recovery Plans. 

Kenema,	Sierra	Leone	-	Ebola	survivor	
playing in the court yard of her school. 
(July 4th, 2016)

UNICEF/Jonathan Torgovnik/Verbatim 
Photo Agency

6. Systems in Child Protection programming for 
delivery of cash grants and supplies need  
re-enforcement. 

In the context of the Minimum Package of Services, a 
cash grant was money provided to a family who cared 
for a child who had lost one or both parents or caregivers 
due to Ebola. Overall, cash grants, if delivered on time, 
were considered a viable and useful support. The grants 
were most effective when they were provided in periodic 
payments with sufficient follow-up support from a 
social worker as part of a strong delivery structure and 
monitoring system. Alongside the cash grants, kits were 
usually delivered for families, which again were generally 
appreciated.

In the future, however, each type of kit should be 
reviewed to identify the most appropriate contents 
and inform decision-making about offshore or local 
procurement. Some elements of the kits were thought 
to be culturally inappropriate; some kits had contents 
that fell apart quickly. Despite the benefit of cash and 
supplies provided to families, the related procurement, 
distribution, monitoring and administration processes 
are a significant drain on programme resources. Child 
Protection has relatively limited experience in these 
areas compared to other sectors such as Health 
and Education. A solid lesson learned from the EVD 
response was to strengthen these processes and 
systems in Child Protection emergency programming.

7. Centre-based care: a service of last resort.

Centres for separated and unaccompanied children 
were a last resort when family or community options 
were not possible. Initially, the major incentive to set up 
centres came from an alarming situation at the height of 
the outbreak: ambulances were bringing entire families 
to Ebola Treatment Units (ETUs) and infected parents 
were admitted to the centre with non-infected children. 
Children were exposed to a very dangerous environment 
with nowhere to go, without basic documentation of 
their family residence or members of extended family 
who might offer alternative care. 

With the benefit of hindsight, systems to register 
families and facilitate families’ knowledge of infection 
control at the moment of concern about infection (again, 
based on stronger links between a medical and child 
protection response) could have reduced the number 
of children placed in centres or beyond family care. 
The length of time children spent in centres could have 
been reduced by systematically initiating family tracing 
at the child’s admission to the centres (which were 
designed for quarantine care), not waiting for transfer to 
longer-term care facilities. 

In Guinea, where there were the fewest children 
placed in centres, the mobilization of a small group of 
emergency foster carers in the vicinity of the ETUs 
was a good practice. Not only was this more socially 
acceptable but also cost effective. 

8. Accurate and timely data is essential.

The sheer number of cases and the speed and 
geographic spread of the epidemic created unique 
data management challenges. In particular, no data on 
“children affected by EVD” were collected or shared 
systematically to inform the EVD response. Without 
accurate, daily data, there is no mechanism to guide, 
plan and carry out interventions. Where technical 
capacity for information management was strong or pre-
existing for Child Protection, the programme response 
was more effective and better targeted. In hindsight, 
UNICEF should have deployed at the onset of the 
response a dedicated Information Manager for Child 
Protection: a lesson learned from this emergency, as it 
has been from many previous ones.

Much can be done to scale-up existing data collection 
tools (e.g. PRIMERO and RapidPro) during non-emer-
gency periods to strengthen general data collection and 
management as well as to familiarize staff with simple 
approaches and technologies. If and when a country 
faces a large-scale humanitarian emergency, such tools 
are potentially agile and light enough to be adapted for 
an emergency context. 

Children and a woman participate in a 
joint World Health Organization/UNICEF 
cash transfer distribution, in Forécariah 
Prefecture. (May 9th, 2015)

© UNICEF/UNI184970/La Rose
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9. Coordination for improved efficiency: regional, 
national and de-centralized level.

Effective data collection is closely linked to effective 
coordination. When coordination works, data flows. 
Just as the Information Manager is an essential profile 
in the emergency response so too is a Coordination 
Officer – with or without the designation of the cluster 
arrangements. At the national level, coordination must 
be closely articulated with the de-centralized level, to 
ensure national response planning will target the areas 
of greatest need. This proved particularly challenging 
in the context of an epidemic that moved across the 
country as quickly as Ebola, shifting its epicentre at the 
height of the outbreak in unpredictable ways. 

In Sierra Leone, when the National Emergency 
Response Centre (NERC) linked with the District 
Emergency Response Centres (DERC), coordination 
between national and district levels as well as between 
different sector interventions progressively improved. 
The proximity of the Protection Desks within the DERCs 
to other parts of the response ensured a quicker and 
better response to vulnerable children and families. 

Across the three affected countries, the regional level 
(e.g. UNICEF’s Regional Office for West and Central 

Africa) made the effort to facilitate real-time learning and 
coordination. But in general, there was a “country-cen-
tric vision” that permeated much of the EVD response. 
To respond to a rapidly evolving, cross-border epidemic, 
inter-country coordination and sharing should have been 
systematically managed. The EVD situation had no prec-
edent; the staff tasked to develop strategies would have 
benefited from better collaboration across the countries. 

Concerning the Child Protection response, the Freetown 
Cross-border Meeting (convened by UNICEF in Novem-
ber 2014) developed a joint strategic framework for the 
three EVD-affected countries along specific action plans 
for each country. However, a structured, continuous and 
systematic process of sharing between the three Child 
Protection Programmes at the technical level was limit-
ed. Standard Operating Procedures (SOPs), or technical 
guidelines for the strategic framework priorities, were 
not developed jointly by different child protection pro-
grammes. On the whole, the technical work to translate 
the regional framework into national SOPs and guidelines 
was done separately by each country, with no mecha-
nism beyond the Regional Office missions to compare 
notes between them.

10. Timely and immediate funding is key to an 
epidemic response.

This report documents the overall funding UNICEF 
received for the EVD response and the percentages 
allocated to Child Protection (which progressively 
rose, reaching a peak of 10 per cent of the overall 
EVD contribution by August 2015). The relevance of 

Child Protection was not sufficiently recognized by 
the time of the epidemic’s peak (October/November 
2014) and significant funding was not received until 
the end of 2014. The funding gap delayed deployment 
of human resources required for the level of response, 
and delayed the signature of partnership agreements 
required to respond to the exponentially growing needs. 
As a result, the Child Protection Programme faced a 
backlog of cases to address by the first quarter of 2015. 
Its efficiency was accelerated by the definition of the 
Minimum Package of Services during this period, which 
coincided with the injection of increased resources and 
deployment of additional staff. 

11. Recruitment and deployment of well-trained, 
professional staff is critical.

The recruitment and deployment of well-trained, 
professional staff for the EVD response depended on 
three things: assurance for staff safety (i.e. medical 
evacuation, treatment facilities for staff, a declared 
non-family duty station); sufficient funding; and the 
availability of people with the right expertize. 

Recruiting qualified, professional personnel became 
more efficient and swift when health-related insurances 
were in place and when funding increased. But the turn-
over was very high. Particularly at the beginning of the 
epidemic, the staff who made decisions would often be 
gone by the time the decisions were implemented and 
the repercussions played out. 

The role of “surge staff” who arrived from other 
UNICEF Country Offices was critical, allowing for quick 
deployment without lengthy contractual procedures 
(although the Level 3 Emergency procedure supported 
the process). Staff who were deployed with a familiarity 
of UNICEF procedures helped them to hit the ground 
running. For National Officers who came as surge staff 
from other countries, the response was a stepping-stone 
in career development. For newly-recruited national staff 
in the three affected countries, the available level of both 
financial and human resources in the Child Protection 
Programme, if well managed, allowed for a concentrated 
learning opportunity. 

The LLA highlighted specific profiles required for a 
Child Protection response in a public health emergency: 
experience with MHPSS, working with unaccompanied 
and separated children, information management and 
coordination expertize. In addition, the experience 
proved that, for emergencies of significant scale, the 
deployment of an experienced staff member (P4 level 
or higher) to provide management support to the Chief 
of Child Protection is invaluable in lifting the strain of 
partner relations and administrative and human resource 
responsibilities that come with rapidly expanding teams 
and budgets. 

12. Response to the epidemic should build on 
existing government infrastructure and capacity.

Addressing the broader issue of human resources at 
the national level, a core and effective strategy was to 
support relevant government line ministries to expand 
the social worker workforce. Under the Child Protection 
response, the Governments of Liberia, Guinea and Sierra 
Leone were supported to increase the number of social 
workers with an additional 120 in Guinea, 108 in Liberia 
and 26 in Sierra Leone. The mid-level follow-up support 
system was also strengthened with experienced officers 
at the county/district/prefecture level, supported further 
by NGOs. 

The experience with the social workers during the EVD 
response should provide caution about the tendency 
during a humanitarian response to concentrate limited 
resources on developing new cadres of personnel 
(social mobilizers, PSS workers, Family Tracing and 
Reunification workers, etc.). This approach is often at 
the expense of building an effective social work system 
based on existing structures and services, however 
depleted. Emergencies are often exactly the right 
moment to set the platform for longer-term reforms. 

Social mobilizers speak with residents, including 
children, of a slum in Freetown, Sierra Leone, during 
the	three-day	stay-at-home	curfew.	(March	27th, 2015)

© UNICEF/UNI181586/Bindra

In Guinea, children supervised by an adult, play 
outdoors in a large circle in the village of Meliandou 
in Guéckédou Prefecture, Nzérékoré Region.
(January 10th, 2015)

© UNICEF/UNI178350/Naftalin
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1. Future epidemic or public health emergencies 
require a multi-sectoral response that align with 
UNICEF’s Core Commitments for Children in 
Humanitarian Actions (CCC) and specific Child 
Protection responsibilities. The response should 
ensure a continuum of care for the child in which 
medical interventions, led by the health sector, work 
closely in collaboration with social welfare and Child 
Protection actors for the overall care and protection 
of the child.

2. Mental Health and Psychosocial Support (MHPSS) 
is an essential part of Child Protection’s role in a 
public health emergency. The staff of UNICEF and 
its partners, including Government frontline staff 
(i.e. health and social workers) must be trained in 
MHPSS for effective emergency preparedness, 
including both the Inter-Agency Standing Committee 
(IASC) and National Guidelines.

3. For continued support to the community-based, 
Child Protection mechanisms that were put in place 
during the EVD response, UNICEF and partners 
should support relevant line ministries to use case 
management systems to a) identify and address 
ongoing vulnerabilities in registered EVD-affected 
children, revising the overall caseload in the process; 
and b) expand the system, including data collection 
tools, to address pre-existing protection concerns 
and those aggravated by the epidemic. 

4. Cash and supply assistance proved to be important 
components of the Minimum Package of Services. 
Lessons learned on how to strengthen cash and 
supply assistance under UNICEF Child Protection 
Programming will inform future emergency 
preparedness. Vulnerable families who were 
supported by short-term cash assistance during 
EVD should be linked with cash transfer or social 
protection programmes in the countries. 

5. Ensuring a network of well distributed and trained 
foster carers is a core component of any national 
strategy for alternative care for separated and 
unaccompanied children. The pre-positioning of 
a network of emergency carers (ready to accept 
children on short notice for limited periods of time), 
linked to a functioning family tracing system, is a 
good strategy as part of future preparedness. 

6. Information Management and Coordination are 
essential elements of success in Child Protection 
Programmes and during emergencies. Systems 
for both should be in place. Both an Information 
Manager and a Coordination Officer are non-
negotiable profiles at the onset of an emergency. 

7. Despite institutional procedures to group Sierra 
Leone, Liberia and Guinea under a Level 3 
Emergency, and facing similar unprecedented risks, 
the global system-wide conference calls, regional 
coordination cells and knowledge management 
systems did not sufficiently cross-fertilize 
programmes’ experience so they could learn from 
each other and adapt in real-time. More thought is 
required within the organization to define the most 
effective mechanism for efficient cross-border 
operations in a system largely defined by procedures 
for country-based programming.

Children listen to a daily radio programme 
organized by UNICEF Rural Radio Forecariah, 
about Ebola, Guinea. 

© UNICEF/Timothy La Rose

8. Funding for Child Protection fell short of required 
levels and arrived late: in future public health 
emergencies, greater programmatic coherence 
across sectors at the start, particularly between 
health, social mobilization and child protection, 
would promote a more equitable distribution of 
funds to deliver the response in tandem, particularly 
at the time of the greatest needs. 

9. Due to the complex nature of the EVD response, 
it was a struggle to attract timely deployment of 
staff with the right profiles and the high turnover 
rate was a problem. The existing emergency roster 
for Child Protection staff should highlight expertize 
for deployment in public health emergencies. 
In future, it is suggested that a minimum period 
for deployment is set (e.g. three months) 
with six-month deployment being ideal, whilst 
acknowledging that in certain cases, short-term, 
specific missions are useful.

10. An emergency response should build on existing 
national capacities. There is a need to carefully 
balance a reliance on NGOs and project staff, which 
can complement existing personnel and accelerate 
the response, with well-measured and targeted 
support to existing social workers, building the 
numbers and the capacity of this limited cadre 
as part of the foundation for a sustainable social 
welfare system.

11. Annex IV presents a partial list of Standard 
Operating Procedures (SOPs), technical guidelines 
and programme strategies developed across the 
three EVD-affected countries. It is recommended 
that as a next step to the LLA, these documents are 
technically reviewed and verified to develop a set 
of common “tools” tailored to the Child Protection 
response in public health emergencies, including 
MHPSS, centre and community-based care and 
case management, coordination and information 
management. Ideally, the tools, built on best 
practices developed in the Ebola response, will 
be aligned and consolidated in a specific “kit” for 
future public health emergencies. The tools could 
also be distilled to the essential information on core 
interventions and included in existing normative 
frameworks for Child Protection response in 
emergencies. 

12. Many of the lessons learned from the EVD response 
require time for reflection and verification and would 
benefit from an impact evaluation process. In this 
regard, an impact evaluation of MHPSS across the 
three affected countries would be particularly useful. 

A Ebola Survivor and Social Worker 
with a child orphaned by Ebola, 
Sierra Leone. 

© UNICEF/UNI188073/Getachew Kas
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