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Project Summary 
	Type of study
	Mixed-methods End-line Outcome and Implementation Study

	Name of the project
	Integrated Health, Nutrition, and Protection Services for Conflict-Affected and Displaced Communities at risk of famine in Tawila, North Darfur

	Project Start and End dates
	09 June 2025 – 08 June 2026

	Project duration
	12 months

	Project locations:
	Tawila Locality, North Darfur, Sudan (Assida Plus-supported nutrition service sites)

	Thematic areas
	Nutrition; Health; food-based prevention of malnutrition; IYCF; Social and Behaviour Change; equity and inclusion

	Donor
	Sudan Humanitarian Fund (SHF) / OCHA Country-Based Pooled Fund (CBPF)

	Estimated beneficiaries
	Overall project: over 177,449 conflict-affected and displaced people. Preventive nutrition target: 5,111 under-two children and pregnant/breastfeeding women provided with nutritious food.

	Overall objective of the project
	Reduce morbidity and mortality among the most vulnerable children and their families by improving equitable and inclusive access to primary healthcare, nutrition, and protection services for populations affected by displacement and severe food insecurity in Tawila, North Darfur.





[bookmark: _Toc61945682]Introduction
This document provides the Terms of Reference for the Assida Plus end-line study in Tawila Locality, North Darfur, under the Save the Children project “Integrated Health, Nutrition, and Protection Services for Conflict-Affected and Displaced Communities at risk of famine in Tawila, North Darfur”.
The project is funded through the Sudan Humanitarian Fund and was implemented from 09 June 2025 to 08 June 2026. It combines health, nutrition, child protection and gender-based violence services for conflict-affected and displaced populations. Within the nutrition component, Assida Plus comprises food-based prevention support alongside Social and Behaviour Change activities, community and facility screening, referral, and linkages with Infant and Young Child Feeding services.
· The principal population of interest for this study is children exposed or eligible for Assida Plus, with particular attention to children aged 6–23 months and 24–59 months, together with their caregivers and pregnant and breastfeeding women. The study will also engage community nutrition volunteers, service providers, implementing partners, local health authorities and other actors directly involved in delivery and referral pathways.
· The study is being commissioned at end-line to determine what the programme achieved, how and under what conditions it achieved those results, and which elements are most feasible, acceptable, safe, cost-efficient and sustainable. It will specifically address priority evidence gaps concerning: the effectiveness of Assida Plus in preventing new episodes or deterioration of acute malnutrition; nutrition outcomes during periods or in locations where TSFP services were unavailable or interrupted; risk factors limiting preventive nutrition in hard-to-reach settings; and, where applicable, the effectiveness, quality, cost, sustainability and scalability of local production or preparation arrangements. It will also examine nutritional trajectories, child feeding practices, morbidity and care-seeking, service coverage and continuity, implementation fidelity, stock and ration continuity, referral performance, equity, provider capacity and contextual factors affecting results.
A rigorous mixed-methods design is required. The study will prioritise retrospective analysis of participant/patient cards and other programme records, including existing anthropometric measurements, and will collect targeted primary caregiver, provider and implementation data only where these are needed to fill evidence gaps that cannot be answered reliably from routine records. Routine repeat anthropometry should not be duplicated where valid measurements already exist; any new anthropometry should be limited to a clearly justified validation or current-status sub-study approved during inception. Where a credible comparison population can be identified without contamination and with adequate covariate information, the study team should propose an appropriately matched comparative analysis. Where this is not feasible, findings must be framed as contribution and association rather than causal attribution.
The project background, study scope, key questions, intended methodology, sampling requirements, ethical safeguards, reporting and governance arrangements, deliverables and indicative timeframes are set out below. The final protocol, study matrix, operational definitions, analysis plan and tools will be agreed during inception and approved before primary data collection begins.
[bookmark: _Toc61945683]Background and Context
The project was developed in response to a rapidly deteriorating humanitarian situation in Tawila, North Darfur, characterised by large-scale conflict-related displacement, severe food insecurity, increasing malnutrition, constrained access to essential services and substantial pressure on health and nutrition systems. Newly displaced and host communities faced shortages of medicines, nutrition commodities, qualified staff and functioning referral options, alongside major access and protection constraints.
Save the Children, working with local partners and authorities, designed an integrated response intended to reduce preventable morbidity and mortality and improve equitable access to life-saving health, nutrition and protection services. The programme established or supported mobile service delivery, community screening and referral, treatment of acute malnutrition, IYCF counselling, health services and complementary protection interventions.
· Within the nutrition result, the project objective is to improve the nutrition status of vulnerable children under five and pregnant and breastfeeding women through comprehensive nutrition services in Tawila. The programme combines treatment and prevention functions, with prevention representing a distinct component of the nutrition response.
· Assida Plus is implemented as a preventive nutrition package. The project design includes a food-based prevention component for young children and pregnant/breastfeeding women, Social and Behaviour Change support on preparation and use of the food ration, mass MUAC and oedema screening, active case finding and referral, and links to IYCF and health services. Screening is intended to identify children with acute malnutrition and facilitate timely enrolment in appropriate treatment or counselling services.
· The preventive nutrition output also includes facility- and community-based IYCF counselling. The project promotes early initiation and exclusive breastfeeding, age-appropriate complementary feeding and continued breastfeeding, supported by trained nutrition staff and community volunteers. These elements are important potential pathways through which Assida Plus may influence nutritional outcomes beyond the direct provision of food.
· Implementation is undertaken by Save the Children with local partner support, including Anhar for Peace, Development and Humanitarian Work Organization, in coordination with health and nutrition authorities. The programme also depends on functional referral relationships with OTP, TSFP and stabilization services and on the continuity of food and nutrition supplies.
· Available progress information indicates substantial service delivery but also important implementation variation. By the progress reporting point, 21,625 children under five had been screened for acute malnutrition, 442 children had received SAM treatment, and 2,489 children aged 6–23 months had received food-based prevention support. Caregivers had also received IYCF counselling and community-based Assida Plus training and cooking demonstrations.
· The same progress information documents operational constraints relevant to interpretation of end-line outcomes, including disruption to TSFP supplies, security and access constraints, population movement, high influxes of displaced people, and delays in selected training and support activities. These factors may have altered exposure, service continuity, referral completion and the counterfactual nutritional risk experienced by participants.
· The study must therefore distinguish programme reach from programme effectiveness and explicitly examine implementation dose, continuity, fidelity, contextual shocks and co-interventions. It should assess the food-based component and Social and Behaviour Change/non-food components separately where exposure can be reconstructed; identify periods and locations with functional, interrupted or unavailable TSFP services; and test whether observed nutritional and behavioural outcomes are consistent with the programme’s hypothesised pathways while also examining plausible alternative explanations.
· The study will make systematic use of programme records generated during implementation, with participant/patient cards as a central source for retrospective outcome analysis. This includes eligibility and enrolment records, distribution and attendance information, recorded MUAC and oedema, raw weight and height/length measurements, screening and referral records, CMAM treatment information, IYCF records subject to data-quality assessment, stock and supply data, training and supervision records, accountability data and relevant expenditure. Where weight and height/length were recorded but WHZ was not calculated during implementation, the study should retrospectively calculate WHZ using appropriate standards and document data-quality and plausibility rules. A structured chronology of security, access, supply and service interruptions should also be constructed so that changes in service continuity can be examined alongside screening, treatment and nutrition trends.
The end-line is expected to produce both programme-accountability evidence and a technically robust evidence base for future decisions on adaptation, continuation and scale. Results must be disaggregated and interpreted in relation to sex, age, disability, displacement status, geographic access/remoteness and household vulnerability, with explicit attention to data quality and limitations.
[bookmark: _Toc61945684]Scope of Study
[bookmark: _Toc61945685]Purpose, Objectives and Scope
This study is being conducted at the end of the project implementation period and will draw on the full period of available Assida Plus implementation data together with primary end-line data collected in Tawila.

The study is designed as an end-line outcome and implementation study rather than a simple output verification exercise. It will examine nutritional outcomes and programme mechanisms alongside implementation quality, reach, acceptability, equity, cost and sustainability, and will separate causal claims from contribution-based conclusions according to the strength of the available design.
The primary purpose of the study is to generate credible, decision-relevant evidence on the effectiveness, implementation performance, safety, acceptability, cost-efficiency, sustainability and scalability of Assida Plus as a preventive nutrition approach in Tawila, and to explain the programme, household, service-delivery and contextual factors associated with outcomes. Particular attention will be given to prevention of new MAM/SAM episodes, outcomes during gaps in targeted supplementary feeding services, barriers to preventive nutrition in hard-to-reach settings, and the feasibility and performance of local production or preparation arrangements where these form part of delivery.
The overarching study question is: To what extent, through what mechanisms, and under which programme, service-delivery and contextual conditions did Assida Plus contribute to prevention of acute malnutrition and improved nutrition-related practices and service pathways among eligible children and families in Tawila?
The study will pursue the following linked objectives: quantify nutritional status and trajectories using available longitudinal measurements; retrospectively identify new MAM/SAM episodes, including cases detected through calculated WHZ, and assess subsequent recovery, treatment/referral outcomes and relapse where measurable; assess minimum acceptable diet and other feeding practices; examine recent morbidity, immunisation and care-seeking; assess food access and household coping; determine programme reach, dose and fidelity; compare outcomes across different package exposures and periods of TSFP functionality where feasible; identify barriers, facilitators, safety and inclusion issues; assess provider training, capacity and service integration; estimate programme and, where relevant, local production costs and cost drivers; and identify conditions necessary for sustainability and responsible scale-up.



	Type of Evaluation
	Overarching objectives/questions

	Formative
	· Assess the feasibility, contextual appropriateness, cultural acceptability and perceived usefulness of the Assida Plus package, including the food ration, Social and Behaviour Change activities, screening and referral functions.

	Implementation/
Process
	· Assess fidelity, reach, dose, continuity, quality and coordination of implementation; identify barriers and facilitators affecting enrolment, attendance, ration continuity, screening, referral completion, IYCF linkage and provider performance; explain how implementation influenced outcomes.

	Outcome
	· Determine nutrition, feeding and health-related outcomes among eligible/exposed children and households, using retrospective patient-card trajectories and targeted end-line caregiver evidence. Outcomes will include MUAC/WHZ status and change, new MAM/SAM episodes, subsequent recovery or deterioration, treatment/referral outcomes and relapse where measurable; minimum acceptable diet and relevant IYCF practices; morbidity, immunisation, care-seeking and food-access/coping indicators.

	Impact
	· Assess the contribution of Assida Plus to observed outcomes and the mechanisms through which change occurred, comparing package components, exposure intensity and periods of TSFP functionality where feasible, and using repeated programme measurements and an appropriately matched comparison only when credible. Causal attribution must only be made when the design and assumptions support it.

	Economic
	· Estimate programme delivery costs, unit costs, major cost drivers and operational resource requirements; assess cost-efficiency and, where outcome linkage is sufficiently robust, exploratory cost-effectiveness. Where local production/preparation is relevant, assess quality assurance, unit and operational costs, supply capacity, workforce requirements, regulatory conditions and resource implications for sustainability and scale.



The study should place particular analytical emphasis on the distinction between the food-based prevention component, Social and Behaviour Change/non-food exposure, screening/referral functions and associated IYCF/health linkages. Exposure to these components should be reconstructed separately from records and caregiver reports so that dose-response and pathway analyses are possible where the data support them. The analysis should also classify sites and time periods according to TSFP functionality and examine outcomes among children who developed MAM/SAM during programme participation, including what happened subsequently when they continued receiving Assida Plus and/or accessed treatment.
The study team will be required to consult with the Save the Children Study Project Team , Nutrition Technical Specialists and  MEAL team (As A Study Working Group)  during inception to refine operational definitions, complete a patient-card and routine-data quality audit, confirm the final site and participant frames, agree the comparison strategy (if any), classify TSFP availability by site/time period, and finalise the study matrix and analysis plan. The inception matrix must map each priority learning question and evidence gap to specific indicators, data sources, denominators, sampling approaches, analytical methods and residual limitations. The core learning questions and evidence domains set out in this ToR should not be materially narrowed without written approval.
Scope: The study covers Assida Plus-supported nutrition service sites and associated catchment populations in Tawila Locality, North Darfur. Primary populations include eligible/exposed children aged 6–59 months, caregivers, pregnant and breastfeeding women, community nutrition volunteers, service providers, partner staff and relevant health/nutrition authorities. The analytic period covers project implementation through the end-line measurement. The study is not an evaluation of the entire multisectoral project; health, protection, food security and other services will be considered only where they function as programme pathways, co-interventions, contextual factors or referral destinations. The final list of service sites and catchment areas will be verified during inception because site nomenclature differs across programme records.
[bookmark: _Toc61945686]Intended Audience and Use of the Study
The primary intended audiences are the programme decision-makers and technical stakeholders who can use the findings to improve preventive nutrition programming, including Save the Children programme, Nutrition, Health, MEAL and operational teams; the project donor; implementing partners; relevant government health and nutrition authorities; and community representatives.
	Stakeholder
	Further information

	Project donor
	Sudan Humanitarian Fund (SHF) / OCHA CBPF – programme accountability, evidence use and strategic learning.

	Primary implementing organisation
	Save the Children Sudan Country Office – Nutrition, Health, MEAL, Programme Operations, field and senior management teams responsible for programme quality and future design.

	Implementing partners
	Anhar for Peace, Development and Humanitarian Work Organization and other directly involved project partners – implementation learning, service quality and operational improvement.

	Government stakeholders
	State/local health and nutrition authorities, including relevant Ministry of Health, Health Office and Nutrition Department representatives – service integration, referral pathways, quality assurance and sustainability.

	Community groups
	Community nutrition volunteers, caregiver/mother groups, community representatives and relevant local structures – validation, accountability, acceptability and community-led improvement.

	Beneficiaries
	Children represented primarily through caregiver-level evidence, caregivers of eligible children, and pregnant/breastfeeding women who received or were eligible for programme services.

	International development/humanitarian research community
	Nutrition and humanitarian practitioners, technical working groups and research/evidence users with an interest in preventive nutrition approaches in emergency settings.



The findings may also be shared, subject to Save the Children approval and ethical/data-protection requirements, with nutrition coordination bodies, peer humanitarian agencies, technical advisers and academic/research audiences.
The findings will be used to identify programme improvements; strengthen eligibility, screening, referral, supply and counselling systems; guide decisions on package composition and implementation standards; improve equity and accountability; inform resource and cost planning; and support evidence-based decisions on continuation, adaptation and potential scale. Recommendations must distinguish actions supported by strong evidence from areas requiring further prospective testing.
The study team will propose a stakeholder engagement and knowledge-use plan at inception. This must include meaningful participation of implementing and government stakeholders, validation with community representatives, and accessible feedback of findings to participating communities. For young children, caregiver perspectives are considered an appropriate and safer primary mechanism for representing experience, supplemented by non-invasive observation where methodologically justified.
[bookmark: _Toc61945687]Key Study Questions
The following key study questions translate the study purpose into a focused evaluation framework. They are intended to be answered through triangulation of participant/patient card data, targeted caregiver data, service/supply information, qualitative evidence, contextual interruption data and costing information. The study team will operationalise each question in the inception study matrix, specifying indicators, data sources, denominators, disaggregation, analysis methods and decision rules. The matrix must clearly identify which existing evidence gap each data source is intended to fill and which questions cannot be answered credibly with the available design.
Effectiveness questions should distinguish end-line status, change over time, association and contribution from causal effect. The analysis must explicitly address: (1) whether Assida Plus was associated with prevention of new or worsening acute malnutrition; (2) what happened to children with MAM, and to pregnant/breastfeeding women where applicable, during periods or in locations without functional TSFP services; (3) which behavioural, household, access, service and supply factors most limited preventive nutrition in hard-to-reach settings; and (4) where local production or preparation units were used, whether they were safe, quality-assured, cost-efficient, sustainable and scalable. Where a valid comparator cannot be established, the report must avoid attributing observed change solely to Assida Plus and should explicitly assess alternative explanations including seasonality, displacement, food availability, concurrent services and programme exposure intensity.

	Criteria
	Key Study Questions
	Formative
	Process
	Outcome
	Impact
	Economic

	Acceptability and appropriateness
	· How acceptable and contextually appropriate were the Assida Plus food ration, preparation practices, Social and Behaviour Change activities, screening and referral processes to caregivers, pregnant/breastfeeding women, providers and community stakeholders? Which features promoted or constrained uptake and continued participation?
	X
	
	
	
	

	Accountability
	· To what extent were participants informed, consulted and able to use accessible feedback and complaints mechanisms? How was community feedback used to adapt implementation, and were responses timely and appropriate?
	
	X
	X
	X
	

	Child participation
	· For young children, how were children’s nutritional needs and lived circumstances represented through caregivers and safe service observations? To what extent were caregiver and community preferences reflected in programme adaptation and end-line interpretation?
	
	X
	X
	X
	

	Child rights programming
	· To what extent did Assida Plus delivery uphold children’s rights to equitable, non-discriminatory, safe and appropriate nutrition and health support, including timely identification and referral of children requiring treatment?
	
	X
	X
	
	

	Safe programming
	· What food-safety, safeguarding, crowd-management, referral, privacy, exclusion or other programme-related risks were identified? Were these risks adequately prevented, detected and managed, and were any adverse or unintended effects reported?
	
	X
	X
	
	

	Coherence*
	· How coherently did Assida Plus function with CMAM/OTP/TSFP/stabilization services, IYCF, primary health care, immunisation and referral systems? During periods or in locations where TSFP was interrupted or unavailable, what service pathway was available to children identified with MAM, what happened to their nutritional status, and how effectively were referral and follow-up maintained?
	X
	X
	X
	X
	

	Cost-benefit
	· What were the total and component costs of delivering Assida Plus, including food, procurement, logistics, community delivery, counselling, screening, supervision and monitoring? Where local production/preparation was used, how did its costs, quality assurance and supply performance compare with feasible alternatives, and is a defensible monetised benefit analysis possible with the available outcome data?
	
	
	
	
	X

	Cost effectiveness
	· What was the cost per participant enrolled and fully reached, per completed distribution/counselling cycle and per child screened/referred? Where outcome linkage is sufficiently robust, what is the exploratory cost per favourable nutrition outcome? Where local production/preparation was used, what were unit and operational costs, major cost drivers and cost implications for reliable scale-up?
	
	
	
	
	X

	Effectiveness*
	· To what extent was Assida Plus associated with prevention of new or worsening acute malnutrition among children under five? What do repeated MUAC/oedema and retrospectively calculated WHZ from valid card measurements show about trajectories, incident MAM/SAM, recovery, treatment/referral outcomes and relapse, including children who became malnourished during programme participation? Among children 6–23 months, what proportion achieved minimum acceptable diet, and how did outcomes vary by food-based versus SBC/non-food exposure, dose, subgroup and TSFP functionality?
	
	
	X
	X
	

	Efficiency*
	· Were the intended package components delivered on time and with adequate continuity, ration quantity and service availability? How did stock-outs, access constraints, implementation delays, TSFP interruptions and other operational bottlenecks affect dose, coverage, screening/treatment trends, nutrition outcomes and cost? Can interruption days be linked to measurable changes in programme performance?
	
	X
	X
	
	X

	Equity and equality
	· Were reach, service completion and nutrition-related outcomes equitable by sex, age, disability, displacement status, remoteness, household food security/vulnerability and other relevant characteristics? Which groups faced disproportionate access barriers or costs?
	
	
	X
	X
	X

	Fidelity
	· Was Assida Plus implemented according to agreed eligibility, screening, ration, counselling/SBC, referral, follow-up and quality procedures? What material deviations occurred, why did they occur, and what was their relationship with participant exposure and outcomes?
	
	X
	X
	X
	

	Impact*
	· What evidence supports a contribution of Assida Plus to preventing deterioration to MAM/SAM, supporting recovery trajectories and improving nutrition-related practices and service pathways? How do findings differ across food-based and SBC/non-food exposure, dose and TSFP-functionality contexts, and what alternative factors or concurrent interventions could explain observed changes? What intended or unintended effects should inform future programme design?
	
	
	
	X
	

	Inclusion
	· How accessible and responsive was the programme for children with disabilities, pregnant/breastfeeding women, displaced households, hard-to-reach communities and other marginalised groups? What reasonable adaptations were made and what inclusion gaps remain?
	X
	X
	X
	X
	

	Process
	· How effectively did Save the Children, partner staff, community nutrition volunteers and health/nutrition authorities work together? Did training and supportive supervision translate into improved provider knowledge, competency, adherence to eligibility/screening/counselling/referral procedures and data quality? How effective were referral communication and corrective-action processes, and what should be strengthened?
	
	X
	X
	
	

	Reach and uptake
	· What proportion of eligible participants were reached, enrolled and exposed to the intended package, and what proportion completed expected distributions/counselling and referrals? What explains non-enrolment, missed cycles, attrition, referral non-completion or differential uptake?
	
	X
	X
	X
	

	Relevance*
	· Did Assida Plus remain relevant to changing nutrition and food-access needs in Tawila? What were the most significant behavioural, household, access, security, service, supply and resilience-related factors limiting preventive nutrition in hard-to-reach areas, and how were these associated with service interruptions, malnutrition patterns, breastfeeding/feeding practices, food access/coping and other available resilience indicators? How was implementation adapted when needs and service availability changed?
	X
	X
	X
	X
	

	Replicability and scale
	· Which programme components, delivery standards, workforce capacities, supply arrangements, data systems and contextual conditions appear necessary for Assida Plus to be implemented reliably at greater scale? Where local production/preparation units were used or piloted, how effective and sustainable were they in supporting nutrition delivery, what quality-assurance and regulatory requirements applied, what facilities/populations could they supply, and what operational, workforce and cost constraints would need to be addressed before replication?
	
	
	X
	X
	X

	Satisfaction and experience
	· How satisfied were participants and service providers with the food ration, preparation requirements, counselling/SBC, screening, referral and service experience? Which aspects were perceived as useful, burdensome, difficult, culturally inappropriate or in need of improvement?
	
	X
	X
	
	

	Sustainability*
	· Which benefits, practices and service-delivery functions are likely to persist after project support, and under what conditions? How feasible are continued community delivery, workforce support, government integration, financing and supply continuity? Where local production/preparation was used, what evidence exists on quality assurance, staff skills, operational viability, sector/regulatory ownership and the conditions required for sustainable continuation?
	
	
	X
	X
	

	Gender sensitivity
	· How did sex and gender roles influence access, participation, decision-making, caregiving workload, food allocation, service use and nutrition outcomes? Were there meaningful differences for girls and boys, women and men caregivers, and pregnant/breastfeeding women, and what gender-related barriers remain?
	X
	X
	X
	X
	


*OECD DAC Criteria
[bookmark: _Toc61945688]Study Methodology
[bookmark: _Toc61945689]Study Design
The study will use a convergent mixed-methods, non-experimental end-line design with an embedded retrospective longitudinal cohort based primarily on participant/patient cards and linked programme records. Quantitative record analysis, targeted caregiver data, qualitative inquiry, implementation evidence and costing will be analysed separately and then integrated through a pre-specified triangulation framework. A matched comparison component may be added only if the inception feasibility assessment identifies an adequately comparable, non-contaminated population and sufficient covariate information to support defensible adjustment.
It is expected that this study will involve:
· A non-experimental end-line design with retrospective longitudinal analysis of participant/patient cards and linked programme records, including retrospective calculation of WHZ where raw weight and height/length are valid, and an optional quasi-experimental matched comparison if feasibility and data quality permit.
· Mixed quantitative and qualitative methods, including structured patient-card/record abstraction, a targeted caregiver/participant survey for outcomes not reliably captured in routine data, service/supply and interruption audits, provider assessment, key informant interviews, focus group discussions, and programme/local-production costing where applicable. New anthropometric measurement will only be undertaken if a specific evidence gap or validation need is justified at inception.
· Random or census-based selection of eligible complete participant/patient cards for the retrospective quantitative component; an independently justified sample for caregiver outcomes not available from records; and a smaller purposive qualitative component with recruitment continued only until sufficient variation and thematic saturation are reached.
The final design must maximise comparability across sites and subgroups, preserve a clear distinction between intervention exposure and outcomes, document co-interventions and contextual shocks, and pre-specify analytical decisions before outcome analysis. Any change to the approved protocol or primary analysis must be documented and agreed with the Study Project Manager.
Sampling
The sampling plan must use separate and clearly defined frames for the retrospective record component and any primary caregiver survey. Following a completeness and quality audit, all eligible participant/patient cards with sufficiently complete exposure information and usable anthropometric observations should be included where feasible. If the number is too large for complete abstraction, a stratified random sample of completed cards will be drawn, with the final record sample size justified against the precision required for nutritional trajectories, incident MAM/SAM and planned subgroup analyses. A separate caregiver survey sample should be calculated only for outcomes that are not reliably available in routine records, such as current MAD, morbidity, care-seeking, food access/coping, acceptability and experience. Where population estimates are required, the survey sample should be powered to an agreed precision, normally 95% confidence and approximately ±5 percentage points after accounting for clustering and non-response. Final sample sizes must be recalculated after the verified frames and data-quality profile are known.
The retrospective record sample should be stratified, where feasible, by service site/catchment, child age group, programme exposure/dose, and periods of functional versus interrupted/unavailable TSFP services. The caregiver survey should be stratified by the relevant outcome population, including children aged 6–23 months for MAD and pregnant/breastfeeding women where applicable. Programmatically important subgroups, including displaced, hard-to-reach and disability-affected households, may be deliberately oversampled with appropriate weighting or clearly bounded subgroup interpretation.
Probability sampling methods for quantitative components:
· Simple random sampling from verified, completed participant/patient cards or service registers where complete and deduplicated frames are available.
· Systematic random sampling from ordered card files, registers or household listings using a documented random start and sampling interval.
· Stratified random sampling by service site/catchment, age group, participant category, programme exposure and TSFP availability where required; sampling weights will correct disproportionate allocation when population estimates are reported.
· Clustered sampling may be used for a caregiver survey only where security/access or lack of a complete individual frame requires area-based selection; cluster selection probabilities and design effects must be explicitly accounted for.
Qualitative sampling methods and indicative size:
· Caregiver focus group discussions should normally comprise approximately 4–6 groups of 6–8 participants each, with purposive variation by site, recent programme exposure, participant category and vulnerability. The final number may be lower or higher depending on thematic saturation and operational feasibility.
· Approximately 12–18 key informant interviews should be planned across nutrition/service providers, community nutrition volunteers, partner staff, local health/nutrition authorities, supply/logistics actors and, where relevant, staff involved in local production or preparation. Data collection should stop when the required stakeholder variation has been covered and additional interviews no longer generate materially new information.
· Caregiver qualitative recruitment should prioritise current or recently exposed participants who can be reached through supported facilities or service points, using opportunistic recruitment within pre-defined purposive criteria to reduce tracing costs and recall bias. Former or discharged participants should only be traced where they are essential to answer a specific learning question and can be reached safely and feasibly; the recall period must be documented and considered in interpretation.
· Purposive maximum-variation sampling will ensure inclusion of participants with different exposure levels and experiences, including completers and non-completers where feasible, pregnant/breastfeeding women, marginalised/hard-to-reach participants, service providers, community volunteers, partner staff and authorities.
· Snowball sampling may be used only to identify hard-to-reach qualitative informants not readily identifiable through service points or programme lists, with safeguards against network concentration, disclosure of sensitive status and over-representation of connected participants.
[bookmark: _Toc61945691]Data Sources and Data Collection Methods / Tools
All primary data must support disaggregation, as applicable, by sex, age, disability, site/remoteness, displacement status, programme exposure, participant category and household vulnerability/food insecurity. Unique study identifiers should permit secure linkage across end-line survey, anthropometry and programme records without placing names or direct identifiers in analytical datasets.
Existing programme and administrative data sources to be drawn on include:
· Assida Plus participant/patient cards and eligibility/enrolment files; distribution/attendance records; raw and calculated anthropometric data, including MUAC, oedema, weight, height/length and retrospectively derived WHZ where possible; mass-screening data; OTP/TSFP/stabilization and referral records; treatment outcomes and relapse/follow-up information; facility and IYCF records subject to a documented data-quality assessment; stock cards and stock-out logs; ration quantities and procurement/logistics records; training, competency and supportive-supervision records; accountability/feedback data; structured security/access/supply/service interruption information; programme budgets and expenditure; and, where relevant, local production/preparation quality-assurance, laboratory, staffing, operational, regulatory and cost records.
Primary tools will include: (1) a structured participant/patient card abstraction and longitudinal-linkage form; (2) a targeted caregiver/participant survey covering programme exposure, MAD/IYCF where relevant, recent diarrhoea and ARI/fever, immunisation, care-seeking, household food access/coping, acceptability and service experience; (3) a service, stock, ration-quality and TSFP-functionality audit; (4) a structured barrier/interruption chronology linking security, access, supply and service disruption to programme delivery periods; (5) provider training/competency and supervision tools; (6) FGD/KII guides; (7) a standardised programme costing template; and (8) where applicable, a local production/preparation unit assessment covering quality assurance, unit and operational cost, production capacity, facilities supplied, workforce skills, governance/regulatory requirements and scalability. New anthropometry should only be added as a limited validation or current-status component if the inception data audit demonstrates that it is essential to answer a priority question.
The study team shall include and cost appropriately skilled record abstractors, quantitative and qualitative researchers, nutrition expertise and field supervisors. Save the Children may facilitate access, introductions and logistics, with final field-support arrangements agreed during inception. Tools should be programmed electronically where feasible with range checks, skip logic, timestamps and audit trails. Instruments must be translated and contextually reviewed, pilot tested and revised before use. If any new anthropometry is approved, trained anthropometrists must complete standardisation and measurement-quality checks before deployment, with daily plausibility and completeness review during collection.
Quantitative analysis will report design-adjusted estimates and 95% confidence intervals where applicable. Historical weight and height/length data should be used to calculate WHZ retrospectively where technically valid, with pre-specified cleaning and plausibility criteria. Longitudinal card data should be analysed for change in MUAC/WHZ, incident MAM/SAM, recovery or deterioration, referral/treatment pathways and relapse where dates and linkage quality permit. A specific subgroup analysis should follow children who became MAM/SAM during programme participation, including cases identified retrospectively by WHZ, to determine subsequent nutritional trajectory and service pathway. Multivariable models should examine associations with food-based and SBC/non-food exposure, dose, TSFP functionality, morbidity, food security and relevant confounders. Where data permit, service interruptions should be linked by time/site to screening, enrolment, treatment and outcome trends. Caregiver survey data should estimate MAD, relevant IYCF, morbidity, care-seeking, food access and coping indicators, while recognising that cross-sectional measures cannot establish pre/post change without a valid comparison. Heterogeneity analyses should include sex, age, disability, displacement status, site/remoteness and food insecurity where sample size permits. If a matched comparator is feasible, matching/weighting and balance diagnostics must be pre-specified. Missing data, incomplete cards, loss to follow-up and measurement error should be addressed through sensitivity analysis. Qualitative data will undergo structured framework/thematic analysis, including divergent cases. Integrated findings should be presented through triangulation matrices or joint displays. Cost analysis should estimate total and component costs, unit costs and key cost drivers; where local production/preparation is applicable, it should assess quality-assurance results, operational and unit costs, supply coverage, workforce capacity and comparison with feasible alternatives.
The study team is required to adhere to the Save the Children Child Safeguarding; Protection from Sexual Exploitation and Abuse; Anti-Harassment, Intimidation and Bullying; and Data Protection and Privacy policies throughout all study activities. The inception report must describe how patient-card, caregiver, qualitative, implementation, contextual and costing evidence will be triangulated against each study question and how residual evidence gaps will be reported rather than filled through unsupported inference.
[bookmark: _Toc61945692]Ethical Considerations
It is expected that this study will be:
· Child-sensitive and proportionate. Because the primary child population is under five years of age, caregiver consent and caregiver-reported experience will be the principal mechanisms for participation. Children should not be directly interviewed on topics that are inappropriate for their developmental stage. Anthropometric measurement must protect dignity, privacy and physical safety.
· Inclusive. Recruitment and field procedures must actively consider children with disabilities, displaced households, remote communities, pregnant/breastfeeding women and other groups at risk of exclusion. Reasonable accommodations and accessible communication should be built into the protocol.
· Ethical: The study must be guided by the following ethical considerations:
· Safeguarding – demonstrating the highest standards of behaviour towards children and adults and applying mandatory safeguarding and PSEA procedures.
· Sensitivity – to child rights, gender, disability, displacement, inclusion, local language and cultural context.
· Openness – providing participants with clear and truthful information on the study purpose, procedures, voluntariness, risks, benefits and use of data.
· Confidentiality and data protection – minimising collection of identifying information; separating linkage keys from analytical data; encrypting data in transfer and storage; and restricting access to authorised personnel.
· Responsible dissemination – findings may be made public when approved, provided that no individual, household or sensitive community can be identified and disclosure risks are appropriately managed.
· Broad participation – relevant programme, government, partner and community stakeholders should be involved in interpretation and validation where safe and appropriate.
· Reliability and independence – study procedures, analysis decisions, conflicts of interest and deviations from protocol must be transparently documented so that findings are trustworthy and auditable.
It is expected that:
· Data collection methods will be age-, gender-, disability- and culturally appropriate, with privacy arrangements suitable for caregivers and pregnant/breastfeeding women.
· Study encounters will be conducted in a safe and respectful environment. Participation will not affect eligibility for humanitarian assistance or access to services.
· A documented study risk assessment will cover security, safeguarding, participant burden, nutritional/medical findings, confidentiality, community expectations, enumerator safety and potential harms from disclosure.
· A functional referral protocol must be in place before fieldwork. Children identified with acute malnutrition, bilateral oedema, clinical danger signs or urgent protection concerns must be referred immediately through approved services, with no study procedure delaying care.
· Written or appropriately documented informed consent will be obtained from adult participants/caregivers before participation. Participation is voluntary and refusal or withdrawal will have no effect on services. Assent requirements will apply only if older children are directly engaged in any additional qualitative component.
The study team will be required to obtain all Save the Children and, where applicable, national/institutional Human Research Ethics Committee approvals required for research involving human participants before primary data collection. The study team is responsible for preparing the protocol, participant information/consent materials, data-management plan and ethics submission; Save the Children will provide the institutional documentation and coordination reasonably required for the submission process. No research activity requiring ethics approval may commence before written approval is received.
[bookmark: _Toc19287756]Known limitations
Known methodological risks include insecurity and access restrictions; continued population movement; incomplete, inconsistent or non-linkable participant cards and routine records; variable quality of IYCF and other service data; loss to follow-up; absence of a randomised counterfactual and potentially limited baseline comparability; contamination from concurrent nutrition/health assistance; seasonal variation in food availability and morbidity; recall and social-desirability bias, particularly for former participants; and inability to isolate individual package components when participants receive overlapping services. Historical WHZ may not have been calculated during implementation even where weight and height/length were recorded; the study should therefore derive WHZ retrospectively only from technically valid measurements and report missingness and plausibility limitations. The inception report must provide a limitation-and-mitigation matrix. At minimum, mitigation should include patient-card/frame verification, routine-data quality audit, random selection of complete historical records where a census is not feasible, prioritisation of current/recent participants for qualitative inquiry, capture of component exposure and co-interventions, documentation of TSFP functionality and service interruptions, triangulation, subgroup/sensitivity analyses and conservative causal language. New anthropometry should not be used simply to duplicate existing valid measures.

[bookmark: _Toc61945697][bookmark: _Toc61945693]Expected Deliverables
The study deliverables and tentative timeline are structured around a 5-week (35 calendar days) technical period, subject to contract commencement, ethics approval, security and access. The timeline is intentionally sequenced to allow sufficient time for patient-card and routine-data audit, tool refinement, fieldwork, analysis, triangulation, technical review and validation within the five-week period. All stated review periods are calendar days. Ethics or access delays may require adjustment to the critical path; methodological quality and required review steps should not be weakened to preserve the indicative completion date.
All deliverables must be technically complete, internally quality-assured, reproducible from the submitted data/analysis files, and responsive to consolidated Save the Children feedback. Where ethics or access timelines require adjustment, the study team must submit a revised critical-path schedule for approval.
Deliverables and Tentative Timeline
	Deliverable / Milestones
	Timeline

	The study Team is contracted and commences work
	Week 0

	The study Team will facilitate an inception workshop with relevant stakeholders to confirm study purpose, operational definitions, data availability, site/frame verification and decision-use requirements.
	Week 1

	The study Team will submit an inception report in line with the provided template, including:
• Study objectives, scope and key study questions
• Learning-question/evidence-gap matrix linking each question to indicators, data sources, denominators, sampling and analysis
• Patient-card/routine-data availability and quality audit, including completeness, linkage feasibility and WHZ derivation plan
• Detailed design and study matrix
• Separate sampling frames and sample-size calculations for record review, caregiver survey and qualitative inquiry, including saturation criteria
• TSFP functionality classification and service-interruption/barrier chronology plan
• Data sources, tools and record-linkage plan
• Statistical and qualitative analysis plan, including primary outcomes/exposures and comparator feasibility criteria
• Local production/preparation assessment plan where applicable
• Data-quality, missing-data and sensitivity-analysis plan
• Risks, limitations and mitigation plan
• Ethical safeguards, consent and referral procedures
• Stakeholder/community engagement and dissemination plan
• Responsibilities, fieldwork plan, deliverables, resources and timeline
• Draft data collection tools
	End of Week 1

	Ethics submission and approval, where required, including the approved protocol, recruitment procedures, participant information/consent materials, data-security plan and safeguarding/referral procedures. Primary data collection may begin only after all required approvals are in place.
	Submit by Week 1; approval before fieldwork

	Final data collection tools in the study language(s), including patient-card/record abstraction forms, electronic caregiver survey, service/supply and TSFP-functionality audit, barrier/interruption chronology, provider assessment, qualitative guides, costing template, local production/preparation assessment where applicable, codebook and field manual. Anthropometry forms should only be included if a justified validation/current-status component is approved.
	Week 2 / before field deployment

	Interim Report / PowerPoint Presentation summarising fieldwork completion, data quality, sample achieved, emerging implementation issues, any approved design refinements and preliminary descriptive findings requiring immediate programme attention.
	Week 3

	A Draft Study Report using the Save the Children Final Study Report template, including executive summary; background and context; scope; methodology and study matrix; sample and data-quality profile; findings aligned to each key study question; quantitative and qualitative triangulation; cost analysis; limitations; conclusions; actionable recommendations; and required annexes.
	Week 4

	Data and analyses, including encrypted/de-identified raw and cleaned datasets, linkage documentation, data dictionary/codebook, statistical syntax/code, qualitative coding framework, costing workbook and all reproducible analysis outputs.
	Week 4

	Final Study Report incorporating consolidated feedback and validation findings, with a response matrix documenting how comments were addressed.
	Week 5

	Knowledge translation materials:
• PowerPoint presentation of study findings
• 2–4 page Evaluation Brief
• Publication-ready technical manuscript or analytical paper outline, where approved and supported by the evidence
• Accessible summary for community feedback/dissemination
	Week 5



*All reports are to use the Save the Children Final Study Report template unless another format is formally approved. The study team should also follow the Save the Children technical writing guide.
**The Evaluation Brief will be a 2–4-page summary of the full report using the Save the Children template.
All documents are to be produced in MS Word format and provided electronically to the Save the Children Study Manager. Copies of all PowerPoint presentations used to facilitate briefings must also be provided in editable digital format. Data, syntax/code, codebooks and analysis outputs must be delivered in agreed secure formats.

[bookmark: _Toc61945694]Reporting and Governance 
The study will be commissioned and managed by Save the Children. The Save the Children Study Manager will serve as the principal contractual and technical focal point, coordinate consolidated review and approve deliverables in accordance with internal procedures. An independent study team will remain responsible for methodological decisions, data integrity, transparent reporting of limitations and evidence-based conclusions.
A Study Working Group will provide technical oversight and facilitate access to programme information. The core Working Group will be housed within Save the Children Sudan and should include, at minimum, relevant Nutrition, Health, MEAL/Evidence, programme/field and operational representatives, with safeguarding/data protection, supply/logistics and finance/costing expertise engaged as required. Broader Save the Children technical advisers may be invited in an advisory capacity where specialist input is needed. Implementing partners, government counterparts and community representatives should participate in inception, technical consultation and validation at defined points, but are not required to be standing members of the core governance group unless specifically agreed. The Working Group will review the inception protocol, tools, emerging quality issues, draft findings and recommendations without compromising the independence of the study team.
The Study Team Lead is to provide reporting against the approved project plan. The following regular reporting and quality-review processes will be used:
· Verbal progress reporting each week to the Save the Children Study Project Manager during inception, fieldwork and active analysis, with immediate escalation of security, ethics, safeguarding or material data-quality concerns.
· A written one-page progress report by email every fortnight documenting activities completed, sample/data-quality status, emerging risks or deviations, decisions required and planned activities for the next reporting period.

The study team will attend Study Working Group meetings at least fortnightly during inception, fieldwork and analysis, or more frequently when time-critical decisions are required. Meetings may be held in person or remotely depending on access and security.

[bookmark: _Toc61945695]Study Management 
Study management will follow the indicative sequence below. The final calendar will be agreed during inception and will cover a maximum technical period of 5 weeks (35 calendar days). Review periods stated in days are calendar days. The sequence may be adjusted for procurement, ethics, security and humanitarian access without weakening the required methodological steps or deliverable quality.
The Save the Children Study Manager will coordinate internal review and decision-making, while the study team remains accountable for timely delivery, field quality, secure data management, reproducible analysis and independent reporting. The Study Working Group will provide technical and operational input at the specified review points.
Study Tentative Timeline, with key deliverables in bold. The final timeline and deliverables will be agreed during the inception phase.
	What
	Who is responsible
	By when
	Who else is involved

	Study tender submissions due
	Study proponents
	Tender deadline
	Procurement; Study Manager

	Tender review and selection of study team
	Save the Children tender review panel
	Selection deadline
	Technical reviewers; Study Manager

	Documentation review, desk research and data-availability/quality audit
	Study team
	Week 1
	SWG; MEAL/data focal points

	Consultation and inception workshop
	Study team
	Week 1
	Primary stakeholders listed in Section 4.2

	Inception report
	Study team
	End of Week 1
	Study Working Group

	Review of inception report
	Save the Children Study Manager
	2 calendar days
	Study Working Group; relevant technical advisers

	Development, translation, programming and piloting of data collection tools
	Study team
	Weeks 1–2
	Study Working Group; technical advisers; field team

	Ethics submission / approval
	Study team
	Submit Week 1; approve before fieldwork
	Study Manager; ethics focal points

	Logistical arrangements, record-abstraction training, qualitative preparation and any approved anthropometry standardisation
	Study team with Save the Children field/logistics support
	Week 2
	Field office; partner; security focal points

	Primary caregiver/qualitative data collection and participant/patient-card abstraction
	Study team
	Weeks 2–3
	Approved field team; partner/SCI facilitators as agreed

	Data management and analysis: coding, transcription, cleaning, linkage, weighting, statistical/qualitative/cost analysis and triangulation
	Study team
	Weeks 3–4
	Team Lead; statistician; qualitative/cost specialists

	First draft of the Final Study Report
	Study team
	Week 4
	Study Working Group

	Review of first draft report
	Save the Children Study Manager
	2 calendar days (Week 4)
	Study Working Group; technical reviewers

	Meeting with study team to resolve substantive comments and finalise analysis/report
	Save the Children Study Manager
	Week 5
	Study Working Group; Study Team Lead

	Validation of study findings and recommendations
	Save the Children Study Manager
	Week 5
	Community, partner and government representatives

	Final study report and submission of data and analyses
	Study team
	Week 5
	Save the Children Study Manager

	Knowledge translation materials
	Study team
	Week 5
	Programme, MEAL, Communications and technical teams

	Project team meeting to develop Study Response Plan
	Save the Children Study Manager
	Within 14 calendar days of final report
	Programme/project, technical and MEAL leads

	Study final report, together with response plan, posted on OneNet and reviewed
	Save the Children Study Manager
	Following final approval
	Peer reviewers; evidence team


Study Team and Selection Criteria
Interested consultants/study teams will be required to submit a technical and Financial Proposal in line with the provided process and demonstrate the technical, ethical and operational capacity required for a rigorous nutrition end-line study in a humanitarian setting. The proposed team structure should clearly allocate responsibility for study leadership, nutrition/anthropometry, epidemiology/biostatistics, qualitative research, costing/economic analysis, field management and data management. Consultants may submit clarification questions to the commissioning manager and may flag methodological concerns in their application for consideration during contracting/inception.
Understanding of Requirements and Experience
To be considered, the study team members together must have demonstrated skills, expertise and experience in:
· Designing and conducting mixed-methods outcome and implementation evaluations using rigorous observational and, where feasible, quasi-experimental designs, including retrospective cohort analysis from participant/patient cards, pre-specified analysis plans and transparent causal-inference limitations.
· Nutrition and public-health research, particularly prevention and treatment of acute malnutrition, CMAM, IYCF, food-based prevention/SBC approaches, screening/referral systems and child anthropometry.
· Leading research, evaluations or consultancy work in Sudan or comparable complex humanitarian settings, with strong contextual sensitivity to displacement, gender, disability, local language, cultural practices and hard-to-reach populations.
· Ethical and inclusive research involving young children and caregivers, including informed consent, safeguarding, referral procedures, anthropometric dignity/safety and appropriate representation of children through caregiver-level evidence.
· Sampling and analysis of vulnerable and mobile populations, including probability sampling from participant/patient cards and registers, complex-survey inference where needed, longitudinal record linkage, retrospective calculation and interpretation of WHZ from valid raw measurements, missing-data assessment, subgroup/equity analysis and measurement-quality assurance.
· Managing and coordinating government, non-government, community and technical stakeholders while maintaining study independence and clear decision-making/documentation processes.
· Field research in insecure or access-constrained humanitarian environments, including contingency planning, secure digital data collection, record-abstraction training, qualitative facilitation, enumerator supervision and daily quality control. Demonstrated anthropometry standardisation experience is required only if the final approved protocol includes new anthropometric measurement.
· Utilisation- and learning-focused evaluations using relevant OECD-DAC concepts, implementation science, contribution analysis/triangulation and evidence-to-action processes.
· Programme costing and cost-efficiency analysis, including allocation of shared costs, unit-cost estimation, procurement/logistics cost analysis, assessment of local production/preparation costs and capacity where relevant, and cautious linkage of costs to measured outcomes where valid.
· Advanced quantitative and qualitative analytical skills and strong scientific writing, including the capacity to prepare publication-quality technical outputs and communicate complex findings to non-specialist audiences in clear English; Arabic field capacity is strongly required.
· A track record of open, collaborative working with clients while preserving methodological independence, data confidentiality and transparent reporting of adverse, null or conflicting findings.
There is a high expectation that:
· The proposed team has an appropriate combination of senior technical leadership and field capacity, and core members can demonstrate effective prior collaboration on comparable mixed-methods studies.
· The Team Leader has an advanced degree in public health, nutrition, epidemiology, biostatistics or a closely related field, substantial experience leading complex humanitarian research/evaluation, and authority to ensure methodological and ethical quality across disciplines.
· The team includes sufficient skilled resources for the full study period, including an epidemiologist/statistician, nutrition expertise, experienced patient-card/record abstraction and data-management capacity, qualitative research capacity and costing/economic analysis. If new anthropometry is approved, appropriately standardized anthropometry expertise must also be included. Role allocations and level of effort must be explicit.
· The team can work flexibly in response to access, security, ethics and operational changes while maintaining the approved design, documenting deviations and protecting participant safety and data integrity.
[bookmark: _Toc61945703]Financial Proposal
Save the Children seeks value for money in its work. This does not necessarily mean “lowest cost”, but appropriate technical quality and reasonable costs. Proposals shall include personnel allocation (role, number of days, daily rates and taxes) and all other applicable costs, including fieldwork, travel/access, translation, electronic data collection, anthropometry equipment/standardisation, transcription, data management, software, ethics-related costs, analysis, validation, dissemination and any proposed publication-related costs.
[bookmark: _Toc61945698]Schedule of Payment
The following payments will be made to the consultant using the agreed mode of payment, subject to satisfactory completion and formal approval of the corresponding deliverables:
· Upon approval of inception report and tools: 30%
· Upon submission and acceptance for review of the First Draft Study Report and complete analysis package: 30%
· Upon approval of the Final Study Report, final datasets/analysis package and knowledge translation materials: 40%

HOW TO APPLY
If interested in applying for this study, please refer to the Consultant technical / Financial Proposal and procurement instructions issued with this ToR. Contact person and submission email: to be inserted by Save the Children before publication.
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Annex 1: Project Logframe
Project objective: Reduce morbidity and mortality among the most vulnerable children and their families by improving equitable and inclusive access to primary healthcare, nutrition and protection services in Tawila, North Darfur.
Nutrition Outcome 1: Contribute to improved nutrition status of vulnerable children under five and pregnant/breastfeeding women through comprehensive nutrition services in Tawila.
Outcome indicator: (Global) N.3b – Percentage of people admitted for SAM treatment who recovered; target 78%.
Output 1.1: Treatment services for acute malnourished children under five and PLW, including screening, referral, SAM/MAM treatment pathways, supportive supervision and CMAM capacity building.
Output 1.2: Preventive nutrition services through IYCF counselling and support. Indicator 1.2.2: 15 technical health workers trained on IYCF. Indicator 1.2.3: 5,111 under-two children and pregnant/breastfeeding women provided with nutritious food.
Relevant activities: IYCF counselling; BSFP+ food-based prevention; Assida Plus/SBC practical education; mass MUAC/oedema screening and referral; Assida Plus research/evaluation.

Annex 2: List of project documents to be consulted 
1. Approved project proposal and logical framework (CBPF-SUD-25-S-INGO-35294).
2. Project progress and final narrative reports and approved revisions.
3. Assida Plus participant/patient cards, eligibility, enrolment, distribution and attendance registers.
4. Raw and calculated anthropometric records, including MUAC/oedema, weight, height/length and any available WHZ screening/follow-up datasets and mass-screening reports.
5. OTP/TSFP/stabilization, referral, treatment-outcome and relapse/follow-up records where available, together with information required to classify TSFP functionality by site and period.
6. Facility, IYCF and counselling records, subject to data-quality assessment.
7. Stock cards, ration composition/quantity records, stock-out logs, procurement/logistics files, relevant market/ingredient price information and service-interruption records.
8. Training, competency and supportive-supervision reports.
9. Accountability/community-feedback and complaints data relevant to the nutrition intervention.
10. Approved programme budgets, expenditure and cost-allocation records relevant to Assida Plus.
11. Where applicable, local production/preparation quality-assurance and laboratory results, operational records, staffing/training records, production volumes, facilities supplied, regulatory/sector documentation and cost information.
12. Applicable national nutrition/CMAM/IYCF protocols and Save the Children technical, safeguarding, ethics and data-protection guidance.

Annex 3: SC Steering Committee Roles and Responsibilities 
The Study Working Group/Steering function will be led through Save the Children Sudan and will: provide strategic oversight and protect the intended use of the study; review and approve the inception design, evidence-gap matrix, sampling, tools and analysis plan through the Study Project Manager; ensure ethical, safeguarding and data-protection requirements are addressed; facilitate timely access to participant/patient cards, programme documentation, sites and stakeholders; monitor material risks and protocol deviations; coordinate consolidated technical feedback; review interpretation for factual accuracy without suppressing independent findings; support stakeholder validation and responsible dissemination; and oversee development of a time-bound Study Response Plan. Specialist Save the Children advisers may participate as required, and partner/government stakeholders may be engaged for technical consultation and validation. Members must declare relevant conflicts of interest and preserve the confidentiality of participant-level data.

Annex 4: SCI Evaluation Scoring for perspective consultants
	Category
	Evaluation Quality Criteria (used for internal scoring after completion)

	Purpose, Design and Methods
	1. Does the evaluation report clearly identify the evaluation's purpose (including its key objectives, questions and criteria) as set out in the evaluation's Terms of Reference (ToR)?

	
	2. Are the data collection and analysis methods a clearly justified approach to addressing the evaluation's purpose and questions? (Do they provide valid, reliable and ethical data?)

	
	3. Is the methodology suitably tailored to the context and population groups to which the evaluation questions relate (e.g. re gender, disability, socio-economic status, geographic location, cultural context, ethnicity)?

	
	4. Is the size and composition of the sample in proportion to the conclusions sought by the evaluation?

	
	5. Does the evaluation build on what is already known, for example existing tried and tested frameworks and tools, existing data/evidence, and previous lessons learned?

	
	6. Are the methods used to collect and analyse data and any limitations of the quality of the data and collection methodology explained and justified?

	
	7. Has any personal and professional influence or potential bias among those collecting or analysing data been recorded and addressed or mitigated ethically?

	Analysis and Findings
	8. If evaluating impact, is a point of comparison used to show that change has happened (eg. a baseline, a counterfactual, comparison with a similar group)? 

	
	9. Is the explanation of how (e.g. theory of change, logframe, activities) the intervention contributes to change explored?  

	
	10. Is the data well triangulated, such as by using different data collection methods, types of data and stakeholder perspectives?

	
	11. Are alternative factors (eg. the contribution of other actors) considered to explain the observed result alongside an intervention’s contribution?

	
	12. Are unintended and unexpected changes (positive or negative) identified and explained?

	
	13. Are the perspectives of children & communities included in the evidence, including the most deprived and marginalised? Note: For evaluations focused on young children, caregiver perspectives are adequate instead.

	
	14. Are the findings disaggregated according to sex, disability and other relevant social differences?

	
	15. Is there a clear logical link between the data that was collected and analysed, and the conclusions and recommendations presented?

	
	16. Are conflicting findings and divergent perspectives presented and explained in the analysis and conclusions?

	
	17. Are the findings and conclusions of the assessment shared with and validated by a range of key stakeholders (eg. communities, partners, Save the Children staff)?

	Communication and Use
	18. Is the analysis and interpretation of the data well communicated through accessible language and helpful visuals (diagrams, graphs, tables as needed)?

	
	19. Are references, annexes and links included that provide additional relevant data, analysis or references (including key documents and which individuals/stakeholders were involved)? 

	
	20. Is there a clear plan for how to use the results, including recommendations that are 'SMART' (Specific, Measurable, Achievable, Relevant, Timebound) and directed toward the appropriate 'end users', a dissemination plan, and specific actions for implementing these recommendations?



The evaluation quality criteria above will be used for internal quality review after completion and should be read together with applicable Save the Children evaluation quality guidance.
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