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1. PROJECT SUMMARY
	Type of study
	External qualitative assessment

	Name of the study
	Qualitative Assessment on Referrals and Relapse in Health and Nutrition Services

	Study design
	Multi-site comparative qualitative case-study design combining human-centred inquiry, referral-pathway analysis and health-system assessment

	Geographic scope
	Khartoum, North Darfur and South Kordofan states, Sudan

	Expected study period
	Indicatively 8 weeks; exact dates to be confirmed

	Thematic areas
	Health and Nutrition, with relevant Protection referral linkages

	Primary participants
	Caregivers across referral and treatment outcomes; community health workers; frontline providers; facility managers/referral focal points; Ministry of Health and programme actors

	Field team preparation
	5 days of structured training followed by 2 days of field testing/piloting before full data collection

	Overall objective
	To assess how health and nutrition referral pathways operate in practice, identify behavioural and systemic drivers of referral failure, treatment default and post-discharge relapse, and recommend feasible improvements that strengthen continuity of care and sustained recovery.




2. INTRODUCTION
This Terms of Reference sets out the requirements for a qualitative assessment of health and nutrition referral pathways and relapse across selected programme locations in Khartoum, North Darfur and South Kordofan states. The study will examine the complete continuum from screening and identification through referral, treatment, discharge, counter-referral and post-recovery follow-up.
The assessment is intended to move beyond descriptive mapping of service gaps. It will combine lived experiences with service and system analysis to explain why referrals are completed, delayed, refused or interrupted; why some participants default from treatment; and why some children relapse following discharge. The final facilities and community sites will be refined during inception according to programme footprint, referral volume, available records, accessibility, insecurity and the need to capture contrasting referral outcomes across the three states.
3. BACKGROUND AND CONTEXT
Effective referral systems are essential to ensure that children and other service users move safely and promptly between community, primary, secondary and specialised health and nutrition services. In humanitarian and fragile settings, referral pathways are frequently affected by disrupted services, weak communication, transport barriers, financial constraints, displacement, insecurity, limited follow-up and fragmented coordination between health, nutrition and protection actors.
Referral completion is shaped by household and system factors. Caregivers may face costs, distance, transport, competing responsibilities, limited understanding of severity or low confidence in the receiving service. Providers may face inadequate staffing, training, infrastructure, referral protocols, communication systems, feedback mechanisms and coordination. These constraints can contribute to delayed care, treatment default, incomplete recovery and relapse. The study will therefore analyse the referral pathway as a process rather than a single event.
4. SCOPE OF STUDY
4.1 Purpose, Objectives and Scope
The purpose is to generate a deep, human-centred understanding of how individuals and caregivers interact with health and nutrition referral systems and why breakdowns occur along the continuum of care. The study will translate findings into practical recommendations for more responsive, accessible, integrated and sustainable programming.
Specific objectives are to:
Map formal and actual referral pathways from community identification and screening to treatment, discharge, counter-referral and follow-up.
Understand how individual, household and family factors influence care seeking, acceptance of referral, treatment adherence and completion.
Examine sociocultural norms, community dynamics and local support systems that enable or hinder referral completion.
Assess service and health-system factors, including staffing, infrastructure, transport, communication, coordination, training and resources.
Identify reasons for treatment default, non-adherence and relapse after discharge.
Compare successful and unsuccessful referral journeys and sustained recovery versus relapse.
Document experiences of IDPs, persons with disabilities and other marginalised groups, including barriers, enablers and reasonable accommodation needs.
Assess integration of health, nutrition and protection referral mechanisms at community and facility levels.
Determine how referral arrangements align with Ministry of Health systems and how these links can be strengthened for sustainability.
Develop prioritised evidence-based recommendations and a practical monitoring framework for referral quality, completion, follow-up and relapse.
Geographic scope: Khartoum, North Darfur and South Kordofan states. The final localities, communities and facilities will be agreed during inception. The sample should include a mix of service-delivery environments, facility levels and accessible/hard-to-reach settings where feasible and safe.
Referral continuum in scope: identification/screening; referral decision and counselling; communication/documentation/handover; transport and arrival; reception/triage/treatment; adherence and completion; discharge planning/counter-referral; post-discharge follow-up and home care; and sustained recovery, deterioration, re-referral or relapse.
4.2 Intended Audience and Use of the Study
SCI Health, Nutrition, Protection, MEAL, Learning and Evidence/Research and programme teams - for service and referral-system improvement.
Implementing partners and frontline service teams - for referral quality, follow-up and coordination improvements.
Ministry of Health and relevant authorities - to strengthen alignment, ownership, counter-referral and sustainability.
Donors and technical stakeholders - to understand referral bottlenecks, equity issues, relapse drivers and feasible investments.
Participating communities - through accessible feedback and accountability processes.
4.3 Key Study Questions
What formal and informal referral pathways currently exist for health and nutrition services, and how do they operate in practice?
How do individual and family factors influence whether people seek care, accept referrals and complete referral pathways?
What sociocultural norms, community dynamics and local support systems facilitate or hinder referrals from communities to health facilities?
What service and system factors - including staffing, infrastructure, communication, transport, coordination, supplies and supervision - enable or hinder effective referrals?
How do IDPs, persons with disabilities and other marginalised groups experience referral pathways across community, primary, secondary and higher levels of care?
What are the main reasons for defaulting from treatment or not adhering to treatment and follow-up requirements?
Why do some children relapse after treatment, and what clinical, household, behavioural, service or post-discharge factors contribute to relapse?
What follow-up, counter-referral, defaulter-tracing and early re-referral mechanisms currently exist, and how effective are they?
How do caregivers and communities perceive the quality, relevance, accessibility and responsiveness of referral services?
What challenges do service providers face in referral communication, handover, follow-up and feedback, and what training or resource gaps affect referral quality?
How are health, nutrition and protection actors integrated within referral pathways at community and facility levels?
How can referral pathways be better linked to existing Ministry of Health systems to improve ownership, continuity and sustainability?
5. STUDY METHODOLOGY
5.1 Study Design
The study will use a multi-site comparative qualitative case-study design combining human-centred inquiry, referral-pathway analysis and health-system assessment. It will compare contrasting cases to identify the factors distinguishing successful referral and sustained recovery from delayed or failed referral, treatment default and relapse.
The core analytical levels are: individual and household; community and sociocultural; service delivery; and system/enabling environment. Disability, displacement, gender and marginalisation will be integrated across the comparative analysis rather than treated only as separate themes.
Comparative case categories will include: (1) referred, completed treatment and sustained recovery; (2) referred, completed treatment and later relapsed; (3) began treatment but defaulted; (4) received a referral but did not reach the receiving service; (5) experienced delayed or multiple unsuccessful referrals; and (6) successfully navigated an integrated health, nutrition or protection referral.
5.2 Sampling
The consultant will use criterion-based purposive sampling supported by maximum-variation, critical-case, positive-deviance and negative-case sampling. Snowball identification may be used cautiously to locate hard-to-reach defaulters or relapse cases not easily identifiable through programme records. Sampling will intentionally include contrasting outcomes, service levels and population groups across the three states.
	Participant group
	Method
	Indicative range

	Caregivers: completed treatment and sustained recovery
	IDI + journey mapping
	10-12

	Caregivers: completed treatment and relapsed
	IDI + relapse chronology
	10-12

	Caregivers: treatment default
	IDI + journey mapping
	10-12

	Caregivers: referral not completed
	IDI + journey mapping
	10-12

	Community health workers / frontline workers
	FGDs + selected KIIs
	4-6 FGDs

	Health, nutrition and protection providers
	KIIs
	18-24

	Facility managers / referral focal points
	KIIs
	8-12

	Ministry of Health and system actors
	KIIs
	8-12

	Facilities / referral points
	Structured observation
	6-10

	Referral stakeholders
	Participatory mapping / validation
	2-4 sessions


T
he final sample will be agreed during inception after confirming referral volume, available case records, geographic distribution, accessibility and programme resources. The sample must vary by state/locality, facility level, sex, displacement status, disability, service type and referral outcome. Saturation will be monitored separately by participant group, outcome category and location.
5.3 Data Sources and Data Collection Methods / Tools
Document and routine-data review: referral policies, SOPs, directories and forms; screening, referral, admission, discharge, default and relapse records; follow-up, defaulter-tracing and counter-referral records; supervision data; and relevant protection pathways.
In-depth caregiver interviews: separate semi-structured guides for sustained recovery, relapse, default and referral non-completion; chronological reconstruction of recognition, decision-making, referral, treatment, discharge and follow-up.
Critical-incident and relapse chronology: dated event timelines for serious delay, default and relapse, including immediate triggers, underlying conditions and missed opportunities for action.
Participatory journey mapping: visual mapping of actions, people, information, time, costs, barriers, enablers, emotions and participant-generated solutions.
Focus group discussions: shared norms, community experiences and locally generated solutions, with groups separated by sex, role, disability or displacement status where necessary.
Key informant interviews: referral criteria, counselling, communication, transport, staffing, supplies, supervision, counter-referral, defaulter tracing, relapse management, inter-sectoral integration and Ministry of Health alignment.
Structured facility and process observation: referral protocols/forms, communication options, accessibility, privacy, signage, waiting/triage, discharge counselling, feedback and counter-referral mechanisms.

A research-question-to-method matrix will link each question to evidence sources, participant groups, data-collection methods, analytical categories and outputs. Tools will be reviewed by relevant Health, Nutrition, Protection, MEAL and Safeguarding specialists and, where feasible, Ministry of Health representatives. Tools must be translated into relevant local languages and piloted before full fieldwork.
5.4 Field Team Training, Testing and Quality Assurance
All field team members and interviewers will complete a mandatory five-day training followed by two days of field testing/piloting before full data collection. This seven-day preparation period is required to standardise qualitative practice, strengthen ethical and referral readiness, and ensure tools operate as intended in the field.
Day 1 - study objectives, referral continuum, relapse concepts, participant categories and comparative case logic.
Day 2 - qualitative interviewing, probing, journey mapping, critical-incident timelines and non-leading facilitation.
Day 3 - referral-system mapping, provider/community KIIs and FGDs, observation and accurate field documentation.
Day 4 - safeguarding, informed consent, confidentiality, PSEA, disability-inclusive and trauma-sensitive communication, distress management, urgent clinical/protection referral and data security.
Day 5 - role-play, mock interviews, translation consistency, audio/note standards, case identification procedures, digital/data-transfer procedures and interviewer competency checks.
Field testing Days 6-7 - supervised testing of recruitment, consent, caregiver/provider tools, journey mapping, observation, secure data handling and referral protocols in a comparable setting. Daily debriefs will identify revisions to wording, sequencing, duration, probes and safeguarding procedures before final approval.
Quality assurance will include daily field debriefings, supervisor review of notes and recordings, early transcript review and coaching, a live sample/diversity/saturation tracker, a methodological adaptation log, checks for non-leading interviewing and concrete event detail, and documented translation/transcription quality checks.
5.5 Ethical Considerations
Obtain all required ethical, administrative and Ministry of Health approvals before data collection.
Use voluntary informed consent and separate permission for audio recording; explain that participation or refusal will not affect current or future services.
Conduct interviews privately and away from service providers where feasible.
Remove names and direct identifiers from transcripts, notes and reports; store files securely with controlled access.
Use accessible venues, formats and communication support for persons with disabilities.
Use gender-sensitive interviewer assignment and culturally appropriate arrangements.
Apply trauma-sensitive, non-judgmental interviewing and avoid unnecessary repetition of distressing experiences.
Maintain an agreed distress, safeguarding and urgent clinical-referral protocol; pause interviews and activate referral procedures when a child is acutely unwell, severely malnourished or otherwise at immediate risk.
5.6 Known Limitations and Humanitarian Adaptation
The inception report must include a contingency plan for insecurity, loss of access, population movement, facility closure, communication disruption and inability to reach default or relapse cases. Adaptations may include local researchers, decentralised teams, revised sequencing or remote interviews where ethically and methodologically appropriate.
Every substantive methodological adaptation must document the reason, date/location, participants affected, potential bias, mitigation and approval. The study will explain patterns, mechanisms and experiences but will not estimate population prevalence unless a separate quantitative component is commissioned.
6. EXPECTED DELIVERABLES
	Deliverable / Milestone
	Minimum content
	Format
	Indicative timing

	1. Inception report
	Final methodology; refined questions; conceptual framework; sample/site plan; research matrix; tools; ethics/safeguarding and QA plans; fieldwork schedule; analytical plan; adaptation log template.
	Word
	Week 1

	2. Final data-collection tools
	Approved IDI, FGD, KII, journey-mapping, observation, document-review and consent tools in English and relevant local languages.
	Word / editable
	Week 2

	3. Five-day training and two-day field-testing report
	Training attendance, competency assessment, field-test findings, tool revisions, team readiness and unresolved risks.
	Word
	End Week 2 / early Week 3

	4. Fieldwork completion package
	Daily QA records; final sample profile; saturation tracker; adaptation log; data inventory; preliminary field debrief.
	Electronic package
	End fieldwork

	5. Preliminary findings presentation
	Initial findings, emerging referral maps, failure points, relapse drivers, equity issues and evidence gaps.
	PowerPoint
	Week 6

	6. Validation workshop package
	Facilitation materials, pathway maps, prioritisation exercises, participant feedback and agreed amendments.
	PowerPoint / Word
	Week 6

	7. Draft assessment report
	Full methods, findings, comparative analysis, equity analysis, integrated referral assessment, recommendations and annexes.
	Word
	Week 7

	8. Final assessment report
	Revised report incorporating consolidated feedback, with executive summary and clear management recommendations.
	Word and PDF
	Week 8

	9. Practical products
	Formal/actual referral maps; failure-point matrix; relapse causal map; participant profiles; provider capacity-gap analysis; integrated referral model; monitoring framework; prioritised action plan.
	Editable formats
	Week 8

	10. Clean data and documentation
	De-identified transcripts/notes where contractually required, codebook, analytical matrices, data dictionary and archive guidance.
	Encrypted electronic files
	With final report


7. REPORTING AND GOVERNANCE
The consultant will report to the designated SCI Study Manager. A Study Working Group should include Health, Nutrition, Protection, MEAL, Learning and Evidence/Research, Safeguarding and relevant programme/management representatives. Ministry of Health or partner representatives may be consulted at defined points where appropriate.
Weekly progress updates during inception, training/testing and fieldwork, including access, quality, safeguarding, methodological adaptations and decisions required.
SCI will provide consolidated review comments through the Study Manager and approve key deliverables.
Any material change to sample, methods, sites or tools must be agreed and documented.
Validation will test findings and feasibility of recommendations but will not be used to manufacture consensus; contradictory evidence and uncertainty must remain visible in the final report.
8. STUDY MANAGEMENT AND INDICATIVE TIMELINE
	Phase
	Indicative timing
	Main activities
	Key output

	Inception
	Week 1
	Desk review, consultations, methodology refinement, sample and field planning.
	Inception report

	Tools and approvals
	Week 2
	Tool drafting/translation, ethics and MoH/administrative approvals, training preparation.
	Final draft tools and field package

	Training and field testing
	5 training days + 2 field-testing days
	Structured training, role-play, competency checks, supervised field testing, debrief and revision.
	Training/testing report and approved tools

	Data collection
	Weeks 3-4
	IDIs, FGDs, KIIs, observations, journey mapping and daily QA.
	Fieldwork completion package

	Analysis
	Weeks 4-6
	Transcription, coding, pathway reconstruction, comparative/thematic analysis and triangulation.
	Preliminary findings

	Validation
	Week 6
	Stakeholder validation and recommendation prioritisation.
	Validation record

	Reporting
	Weeks 7-8
	Drafting, feedback, revision and finalisation.
	Final report and practical products



Consultant responsibilities include delivering all technical components to required ethical standards; recruiting, training and supervising qualified researchers; maintaining independence, confidentiality, safeguarding and data security; documenting QA, saturation and methodological decisions; and submitting clear, practical and evidence-linked outputs.
SCI responsibilities include providing programme documents and routine data; supporting ethical, administrative and field-access arrangements; coordinating programme, MEAL, safeguarding, health, nutrition and protection inputs; facilitating Ministry of Health and partner engagement; and reviewing/approving key deliverables within agreed timelines.
9. CONSULTATION
Consultation will take place during inception, field planning and validation with SCI technical teams, implementing partners, Ministry of Health and relevant community/service stakeholders. Where the study engages caregivers of vulnerable children or sensitive cases, consultation procedures must minimise pressure, protect confidentiality and maintain clear separation between research participation and access to services.
10. STUDY TEAM AND SELECTION CRITERIA
Advanced qualification in public health, nutrition, health systems, social science, anthropology, behavioural science or a related field.
Demonstrated experience leading qualitative health or nutrition research, including referral systems, continuity of care, adherence or relapse where possible.
Strong competence in qualitative sampling, interviewing, participatory methods, journey mapping, thematic analysis and case comparison.
Experience conducting research in humanitarian, conflict-affected or fragile settings.
Experience in disability inclusion, gender and equity analysis, safeguarding and research ethics.
Ability to work with Ministry of Health systems and integrate health, nutrition and protection perspectives.
Ability to train, assess and supervise qualitative field teams and assure data quality.
Relevant local language and contextual expertise for Khartoum, North Darfur and South Kordofan, either within the core team or through qualified field researchers.
Excellent analytical writing, facilitation and presentation skills in English.

Selection will consider understanding of the assignment and methodological quality; relevant organisational/team experience; quality assurance, ethics, safeguarding and inclusion; workplan/availability; and financial proposal/value for money.
11. SCHEDULE OF PAYMENT
20% upon approval of the inception report, detailed methodology, sample plan, tools and training/field-testing plan.
30% upon satisfactory completion of the five-day training, two-day field testing, fieldwork and preliminary findings package.
50% upon approval of the final report, practical products and complete agreed data/documentation package.
12. HOW TO APPLY
A concise technical proposal explaining the proposed methodology and any justified refinements to this ToR.
A detailed workplan and staffing structure, explicitly including five training days and two field-testing days.
An indicative sampling plan and fieldwork approach across Khartoum, North Darfur and South Kordofan.
A quality assurance, ethics, safeguarding and data-protection approach.
Examples of at least two relevant assignments and contactable references.
CVs of proposed key personnel and a clear responsibility matrix.
A detailed financial proposal showing professional fees and reimbursable costs separately.
A declaration of availability, conflict of interest and compliance with organisational policies.
Applications and clarification questions should be submitted to: [Insert SCI contact and email].
13. ANNEXES
Annex 1: Proposed analytical matrix - analytical domain, illustrative questions, primary sources and expected outputs.
Annex 2: Minimum practical products - current/improved referral maps, failure-point matrix, relapse causal map, equity profile, provider capacity-gap matrix and monitoring framework.
Annex 3: Safeguarding, consent, referral and data-protection requirements.
Annex 4: Indicative budget estimate and staffing assumptions.
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