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PROJECT SUMMARY 

	Type of evaluation:
	Baseline (cross-sectional, mixed-methods, KAP-focused)

	Name of the project:
	SDN_ECHO_H&N-CM_2025-2026

	Project Start and End dates:
	Start date: 1st May 2025 
End date: 30th April 2026


	Project duration:
	11 months, 30 days

	Project locations:
	Sudan: North Darfur (Tawila), Khartoum (Omdurman)

	Thematic areas:
	Health, Nutrition, GBV (medical response), DRR/CM

	Donor:
	ECHO

	Key stakeholders 
	Local partner: APDHWO/ MOH

	
	

	Overall objective of the project:
	Reduce M/NCH morbidity & mortality; treat/prevent acute malnutrition; enable rapid crisis response





1. Background:
Context information:
Sudan continues to face severe and compounding humanitarian and development challenges following the outbreak of conflict in April 2023 between the Sudanese Armed Forces (SAF) and the Rapid Support Forces (RSF). The escalation of violence has rapidly expanded across the country, resulting in widespread civilian harm, large-scale displacement, and the collapse of essential public services. More than 10 million people have been displaced, while millions more experience restricted access to food, water, health care, cash, and basic social services.
In response to these urgent needs, Save the Children (SC), in partnership with Anhar for Peace, Development and Humanitarian Work Organization (APDHWO), is implementing an integrated health and nutrition project targeting conflict-affected, displaced, and highly vulnerable communities, including IDPs, refugees, and host populations, in North Darfur (Tawila locality) and Khartoum (Omdurman). The project aims to enhance equitable access to inclusive, gender-sensitive, and high-quality primary health care (PHC) and nutrition services through a community-centred approach.
The Action supports five health facilities (three in North Darfur and two in Khartoum) to deliver lifesaving services for women of reproductive age, particularly pregnant and lactating women (PLW), and children under five. Interventions include maternal and child health care, strengthened immunization systems, consistent availability of essential medicines, and functional referral pathways. Nutrition services are delivered through the Community-Based Management of Acute Malnutrition (CMAM) model, including Outpatient Therapeutic Programs (OTP), Targeted Supplementary Feeding Programs (TSFP), and Infant and Young Child Feeding in Emergencies (IYCF-E) counselling across community, PHC, and stabilization centre levels.
The project also seeks to transform community norms and behaviours through behaviour change communication (BCC), while strengthening the capacity of local health teams (LHTs), healthcare providers, and Community Nutrition Volunteers (CNVs). To support rapid adaptation during emerging crises, the Action incorporates a Crisis Modifier mechanism, enabling early response within one week of a verified alert, followed by targeted sectoral assessments to tailor interventions to evolving needs, vulnerabilities, and contextual constraints.

I. Purpose of the baseline study:
The overall purpose of this baseline study is to establish a scientifically robust reference point from which project progress, outcomes, and impact can be reliably measured. The baseline will generate quantitative and qualitative evidence to inform program implementation, adaptive management, accountability, and learning. Specifically, the study aims to:

1) Establish Baseline Values:
Establish state-level baseline values for all key performance indicators across the Health, Nutrition, and Crisis Modifier result areas. Generating disaggregated baselines at the state level will enable more rigorous endline comparison and enhance the validity of the evaluation by allowing clearer attribution of observed changes to project interventions. These baselines will also support accurate monitoring, realistic target setting, and evidence-based assessment of progress over time.
2) Generate Knowledge, Attitudes, and Practice (KAP) Insights: 
Assess community-level KAP related to maternal and newborn health, sexual and reproductive health (SRH), child health, GBV response, and nutrition practices (IYCF-E and CMAM). This will support the design of contextually appropriate behaviour change strategies and community engagement approaches.
3) Identify Access, Quality, and Equity Gaps
Examine service availability, accessibility, acceptability, and quality across project-supported facilities, and identify systemic, social, and gender-related barriers affecting uptake, particularly for women, adolescents, and persons with disabilities.
4) Inform Adaptive Programming and Accountability
Provide evidence to support responsive programming, strengthen Accountability to Affected Populations (AAP), and ensure that project interventions remain equitable, inclusive, and aligned with evolving humanitarian conditions.

II. Study Methodology:
The baseline will apply a cross-sectional, mixed-methods design, integrating quantitative and qualitative approaches to generate a comprehensive understanding of the project’s starting conditions across health and nutrition. The approach is grounded in the Knowledge, Attitudes, and Practices (KAP) framework and places strong emphasis on equity, inclusion, and accountability to affected populations.
This design is appropriate for capturing both supply-side service readiness and demand-side behavioural determinants that influence the utilization of maternal, newborn, child health (MNCH) and nutrition services within the target areas.
a. Type of Study:
Quantitative Component

Structured surveys will be administered to measure:
· Household-level knowledge, attitudes, and practices related to PHC, maternal and child health, and nutrition (including IYCF-E).
· Service utilization patterns and common barriers to accessing care.
· Nutrition-related practices and early signs of acute malnutrition among children under five.
Facility assessments will capture:
· PHC service readiness and functionality.
· Availability of essential medicines, equipment, and supplies.
· Staffing levels and provider capacity.
· Nutrition service readiness (OTP/TSFP functionality, IYCF-E counselling).
· Infection prevention and control (IPC) standards and referral pathways.

Qualitative Component
Key Informant Interviews (KIIs) and Focus Group Discussions (FGDs) will explore:
· Community perceptions and norms influencing health-seeking behaviour.
· Barriers to timely ANC, PNC, immunization, and nutrition service uptake.
· Gender-related and disability-related factors affecting accessibility.
All qualitative tools will use gender-sensitive and participatory techniques to ensure safe, meaningful engagement of women, adolescents, and persons with disabilities.

Triangulation
Data from households, facilities, community structures, and stakeholders will be triangulated to enhance validity and strengthen contextual interpretation. Secondary sources, including project documents, needs assessments, and technical guidelines, will be used to verify and contextualize findings.

b. Units of Analysis
The baseline will generate evidence across demand-side (community) and supply-side (service delivery) domains:
Demand-Side (Community Level)

· Households and caregivers of children under five
· Pregnant and Lactating Women (PLW)
· Adolescents (male and female), where culturally appropriate
· Persons with disabilities (self-reported using functional difficulty questions)
Supply-Side (Service Delivery Level)
· Primary Health Care Centres (PHCCs): service readiness, staffing, capacity, and quality of care
· Community Health Workers (CHWs) and Community Nutrition Volunteers (CNVs): outreach effectiveness, case finding, and behaviour change support
Technical and managerial stakeholders, including:
· Ministry of Health (MoH) representatives
· Facility in-charges
· Local authorities and community leaders
· Partner NGOs involved in health and nutrition delivery
a. Geographic Scope:
The baseline will cover two project catchment population in North Darfur (Tawila locality) and Khartoum (Omdurman), representing both conflict-affected and urban contexts to reflect the project’s diverse implementation settings. North Darfur: Tawila, Khartoum: Omdurman locality.

b. Rationale for the Design:
The cross-sectional design allows for the collection of baseline data at a single point in time, prior to full-scale implementation, establishing measurable benchmarks for key indicators. By combining household, facility, and qualitative data, the design ensures that:
· Community-level needs and behaviors are analyzed alongside system readiness and service delivery capacity.
· Gender and social inclusion dimensions are explicitly assessed through disaggregated data (sex, age, disability).
· Accountability and community feedback mechanisms are examined through participatory dialogue.
The approach will thus generate holistic insights into both the availability and quality of essential services and the community’s capacity, trust, and willingness to engage with them, providing a comprehensive baseline for monitoring progress throughout the project lifecycle.
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2. KAP Framework and Analytical Lenses
The Knowledge–Attitudes–Practices (KAP) framework will guide the development of data collection tools and the analytical approach for the baseline study. The framework will be used to assess community knowledge, prevailing attitudes, and actual practices related to maternal, newborn, and child health (MNCH), sexual and reproductive health (SRH), and nutrition (IYCF-E/CMAM). Applying the KAP framework will enable the study to identify gaps in awareness, behavioural drivers, and misconceptions that may affect service utilization and health outcomes.
To ensure a comprehensive understanding of barriers and enablers, the KAP framework will be complemented by Access, Quality, and Equity lenses, allowing the analysis to systematically examine disparities across gender, age, disability status, and geographic location. This integrated approach will support the design of more inclusive, responsive, and accountable programming.
Table 1. KAP Framework:
	Domain
	Key Focus Areas
	Example Questions
	Purpose / Use

	Knowledge
	· Awareness of pregnancy danger signs and recommended ANC/PNC schedules.
· Understanding the importance of skilled birth attendance (SBA). 
· Knowledge that GBV survivors should seek clinical care within 72 hours. 
· Awareness of child health services (iCCM, immunization) and nutrition practices (EBF, complementary feeding).
	· When should a pregnant woman begin ANC, and how many visits are recommended?
· What immediate action should a GBV survivor take within 72 hours? What foods should a child under two eat for healthy growth?
	Measures awareness and factual understanding that influence preventive behaviors and timely care-seeking.

	Attitudes
	· Perceived benefits and barriers to using health and nutrition services. 
· Community norms on GBV disclosure, SRH, contraception, and breastfeeding. 
· Trust in health workers and perceptions of service quality.
	· “Delivering at a health facility is safer than delivering at home.” (Agree/Disagree) 
· “It is acceptable to report GBV in our community.” 
· “Feeding a child during illness is beneficial.”
	Assesses beliefs, norms, and perceptions that shape willingness and motivation to seek care.

	Practices 
	· Actual health-seeking patterns for ANC/PNC, child illness, and GBV care. • Use of PHCCs, CHWs, and nutrition services (CMAM, IYCF). Feeding, hygiene, and newborn care practices.
	· Where did you deliver your last child? If at home, what were the reasons for not delivering at a facility?
· Where did you seek care when your child was sick? 
· Did you exclusively breastfeed for the first six months? 
· What hygiene practices do you follow at home?
	Identifies real behaviors, enabling targeted interventions to close practice gaps and strengthen service utilization.

	Access, Quality & Equity
	· Geographic, financial, and safety-related barriers. 
· Gender, age, and disability inclusion in service access. 
· Perceived respect, confidentiality, and overall quality of care.
	· How far is the nearest PHCC? 
· Were the services affordable, respectful, and confidential? 
· Were your gender or disability-specific needs addressed?
· How satisfied are you with the care you received?
	Examines systemic and social barriers to equitable access and informs program improvements to ensure inclusive, high-quality care.










2.1  Indicators Covered
Health (Result 1):
The baseline will focus on indicators that can be reliably measured at the community and facility levels prior to project implementation. These include:
· ANC1 coverage and ANC4/ANC1 dropout risk perception
· Knowledge and practices related to skilled birth attendance (SBA)
· Availability of essential services, medicines, and staff at PHCC level
· Facility readiness for GBV-sensitive care (structural capacity—not caseload)
· Community perceptions of quality, safety, and accountability in PHC services
Note: Indicators such as “% of rape survivors receiving care within 72 hours” will not be measured at baseline. This data will be obtained through facility service records during implementation and can only be meaningfully assessed at endline, as participants are not expected to have received such care in the two weeks prior to the baseline survey.
Nutrition (Result 2):
Baseline data will assess:
· Community-level feeding practices (EBF, complementary feeding)
· Knowledge of malnutrition signs and care-seeking pathways
· Facility readiness for CMAM services and availability of supplies
· Presence of trained staff and CNVs
Note: Indicators such as SAM/MAM admissions, recovery rates, and RUTF stockouts will be drawn from routine implementation data, not baseline surveys, as they require facility caseload tracking over time.
Crisis Modifier (Result 3):
At baseline, the study will capture:
· Community awareness of crisis risks and existing coping strategies
· Perceived accessibility of rapid support mechanisms
Note: The indicator “% of affected populations assisted within 2 weeks” cannot be assessed at baseline. It will be measured only at endline, once the project has implemented at least one crisis response. Baseline instead focuses on readiness and perceived access to crisis support.
2.2.  Data Sources and Tools:
Table 2. Sources and Tools
	Data Source
	Method/Tool
	Purpose

	Household Survey (KAB)
	Structured questionnaires for caregivers/PLW; adolescent module optional
	Quantify KAB on health, GBV, and nutrition

	Facility Assessment
	Service readiness checklist (GBV capacity, BeMONC, WASH/IPC, cold chain)
	Assess functionality and service capacity

	Registers/Records Review
	ANC, delivery, OPD, GBV/CMR, pharmacy, CMAM, EWaRN
	Validate indicator baselines

	Qualitative Inquiry
	8–10 KIIs + 4–6 FGDs per state
	Explore barriers, perceptions, and contextual nuances

	AAP & Feedback Mechanisms
	Perception survey
	Measure accountability and inclusiveness



2.3.  Sampling Strategy:
The baseline will adopt a multi-method sampling approach combining quantitative and qualitative methods to ensure representativeness and feasibility within the project’s operational context. A two-stage cluster sampling (EPI-type) will be used for the household survey, selecting clusters proportionally to population size and households systematically within each cluster. A total of approximately 200 households per state (around 400 overall) will be surveyed. This sample size provides adequate precision (±8–10 percentage points) for key indicators while remaining practical in insecure and hard-to-reach areas such as North Darfur. The survey will target caregivers of children under five and pregnant or lactating women, ensuring data are disaggregated by sex, age, and disability (SADD) for equity analysis.
A census of all five supported Primary Health Care Centres (PHCCs) and a purposive sample of 3–5 iCCM sites will be conducted to assess service readiness, staffing, supplies, infrastructure, and GBV response capacity. For the qualitative component, approximately 6–8 Key Informant Interviews (KIIs) and 3–4 Focus Group Discussions (FGDs) will be conducted per state with health officials, CHWs, GBV focal points, community leaders, and community members (including persons with disabilities). Finally, a review of CMAM admission registers at all supported facilities will establish baseline rates for Severe Acute Malnutrition (SAM) recovery and defaulting, complementing the household and facility findings.
2.4. Data Collection and Quality Assurance:
a. Digital Data Collection: Data will be collected using KoBoToolbox or ODK on tablets, with real-time validation, skip logic, and GPS stamping. If may use the off-line forms due to context constraints. 
b. Enumerator Training and Piloting: Enumerators and supervisors will undergo five days of training covering research ethics, informed consent, GBV sensitivity, disability inclusion, and tool piloting.
c. Quality Control Measures:
· Daily review of submissions by team leaders.
· 10% back-checks and 5% spot-checks.
· Automated error detection and consistency checks.
· Random GPS verification of sampled clusters.

d. Ethical Considerations:
· Informed consent/assent obtained for all participants.
· Confidentiality strictly maintained.
· GBV referral pathways activated where disclosures occur.
· Procedures aligned with Do No Harm and SCI safeguarding principles

2.5. Data Analysis:
Quantitative Analysis:
· Descriptive statistics, frequency distributions, and confidence intervals (95%).
· Indicator-specific calculations (e.g., ANC dropout, SAM recovery, AAP index).
· Disaggregation by sex, age, disability, and geography.
· Weighted estimates to adjust for cluster sampling.
Qualitative Analysis:
· Thematic coding guided by KAB domains and access/quality themes.
· Triangulation with quantitative findings and facility data.

2.6. Data Triangulation and Validation:
Preliminary findings will be triangulated across sources (HH, facility, records, qualitative). A validation workshop will be conducted with project teams, MoH, and community representatives to review findings, confirm interpretations, and ensure local relevance.
2.7. Deliverables:
1) Inception Report: Detailing methodology, sampling, tools, and work plan.
2) Clean Datasets & Codebooks: Household, facility, CMAM, and AAP data.
3) Baseline Report: With indicator baseline values, 95% CIs, KAB analysis, and recommendations.
4) Presentation/Brief: Key findings, infographics, and IPTT populated with baseline values.

2.8. Roles and Responsibilities
Save the Children (MEAL team) will be responsible for the overall coordination of the baseline study, including study design, tool development, training of enumerators, data management, analysis, and report writing. The Local Partners and the Ministry of Health (MoH) will support field coordination, facilitate community entry and mobilization, oversee data collection activities, and participate in validation and review of findings. Enumerators and field teams will be responsible for conducting household surveys, facility assessments, and qualitative interviews, while ensuring adherence to ethical standards, data quality protocols, and safeguarding principles throughout the data collection process.

2.9. Timeline: (Indicative – 6 Weeks)
	Phase
	Activities
	Duration
	Payment

	Week 1
	Inception, tool finalization, ethical approval, pilot
	1 weeks
	30%

	Week 2–3
	Field data collection (quantitative & qualitative)
	2 weeks
	

	Week 4
	Data cleaning & preliminary analysis
	1 week
	

	Week 5
	Draft reporting, validation workshop
	1 week
	30%

	Week 6
	Final report, dissemination & learning session
	1weeks
	40%


2.10. Code of conduct
Save the Children’s work is based on deeply held values and principles of child safeguarding, and it is essential that our commitment to children’s rights and humanitarian principles is supported and demonstrated by all members of staff and other people working for and with Save the Children. Save the Children’s Code of Conduct sets out the standards which all staff members must adhere to and the consultant is bound to sign and abide by the Save the Children’s Code of Conduct.
A contract will be signed by the consultant before commencement of the action. The contract will detail terms and conditions of service, and aspects on inputs and deliverables. The Consultant will be expected to treat as private and confidential any information disclosed to her/him or with which she/he may come into contact during her/his service. The Consultant will not therefore disclose the same or any particulars thereof to any third party or publish it in any paper without the prior written consent of Save the Children. Any sensitive information (particularly concerning individual children) should be treated as confidential. An agreement with a consultant will be rendered void if Save the Children discovers any corrupt activities have taken place either during the sourcing, preparation and implementation of the consultancy agreement.
3. Consultant Profile
The following are the main requirements for the consultant:
· Proven experience in quantitative and qualitative analysis (submit 2 relevant reports as evidence) on health, nutrition, child protection, etc. 
· Broad knowledge of humanitarian and development issues, specifically in health, Nutrition, education, gender, livelihoods, and child protection. 
· Fluency in Arabic and English is a requirement, excellent verbal/written communication skills and strong report writing skills. 
· Awareness of cultural sensitivities and local context, ideally with working experience in Sudan 
· Ability to work with team and under pressure to meet deadlines and produce agreed deliverables. 

To apply for this study, applicants are expected to share the following documents:
· A brief, 4-page proposal showing your understanding of the assignment and how you will conclude the work
· A budget in USD (budget for data collection, data analysis and report writing) 
· Up to date organizational/individual Consultant CVs 
· Cover letter.
· Traceable and contactable referees for each.
· Two relevant sample reports (all samples will be kept confidential) or links to website where reports can be retrieved (highly recommended).
Days
The data analysis and report writing are expected to take 20 days including weekends

Payment Schedule
The payment shall be 30% upon submission of Inception Report and Tools, 30% upon submission of satisfactory Draft report, and 40% upon submission of a satisfactory final report. Preference will be given to Sudanese nationals/consultants. 

APPLICATION KEY POINTS
· Deadline for Bid Submission is 21/12/2025 and the offer should be addressed to SudanCO.procurement@savethechildren.org 
· For Inquires, please address Rahma.suliman@savethechildren.org
· Bidders are required to fill the attached Bidder Response Document (BRD)
· Bidder are required to provide a detailed technical proposal for the evaluation including unique selling points that differentiate their bid from other competing bids. 
· Bidder are required to provide a financial proposal detailing the exact cost to finalize the assignment. 
· Bidder are required to provide at least two evidences of previous experience for a similar assignment. 
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