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BRCS MSM: Example logical framework matrix for Sanitation Programme




Purpose

This example logical framework is intended to be used for the design, management and evaluation of the MSM response. It provides an example of the sort of objectives and activities that may be appropriate and can be adapted to suit particular context. The higher-level objectives are more broadly applicable; the lower-level objectives and activities are likely to require substantial adaptation and are merely indicative.

Timing
The logical framework is based on a strategy for the MSM response that follows two phases, each with its own broad objective:

Phase 1 (during the acute phase of the emergency): react to priority public health risks associated with sanitation and hygiene, help to stabilize the situation. This is likely to cover a period of around one month;

Phase 2 (once the emergency situation has been stabilized): develop more community-based services and facilities, ensure access reaches levels suitable for the longer term, refine systems and procedures, strengthen local capacity, prepare for handover and exit.

These two phases are reflected in the timing of certain objectives and indicators and the presentation of possible activities. 

	
	Intervention Logic
	Objectively Verifiable

Indicators
	Sources of Verification
	Risks and Assumptions

	Principal Objective

(IMPACT)


	Contribute to the recovery, protection and sustainable improvement of the health and wellbeing of the target community over X months for X,000 people in X location

	Mortality and morbidity data within accepted limits (see WHO)

No major outbreaks of sanitation and hygiene-related diseases in target area 
Local capacity for managing sanitation services is re-established’
	UN & Government reports

Other agency reports

Health facility data

Community consultation e.g. pocket voting, FGD
	

	Specific

Objective

(OUTCOME)


	Men, women and children in the target population (x no) have sufficient access to, and make optimal use of, sanitation and hygiene facilities, and take effective action to protect themselves against threats to public health

	Areas within X m radius of all dwelling and water points free from observable excreta by end of Phase 1
X% of the target population using sanitary latrines by the end of Phase 1
X% of latrines are clean on spot inspections
X% of the target population washing hands with soap / alternatives by the end of Phase 1
At least X% of households dispose of solid waste safely by mid Phase 2

The project target area is free from solid waste and stagnant water by mid Phase 2
In malaria-prevalent zones, X% of pregnant women and children under five are sleeping under LLINs by the end of Phase 1
	Exploratory walks reports

Focus group discussions
Information from other NGOs.

Surveys

Community monitoring tools
 
	Absence of major further conflict/secondary hazards.

Population has access to sufficient water, food and non-food items. 


	OUTCOME: Men, women and children in the target population (x no) have sufficient access to, and make optimal use of, sanitation and hygiene facilities, and take effective action to protect themselves against threats to public health

	RESULT 1 
(OUTPUT) 
	X,000 men, women and children have access to safe sanitary facilities, hygiene items and environmental services


	1 toilet is constructed per X people after community consultation by the end of Phase 1

1 toilet is constructed per X people after community consultation by mid Phase 2.
All communal toilets have hand washing facilities
X proportion of women and men in FGDs express satisfaction 
 with the safety, privacy and accessibility of toilets

Scattered excreta and refuse have been removed by mid Phase 1
Drainage works have been completed by the end of Phase 2

A system for refuse storage, collection and disposal is in place by the end of Phase 2

Each household reports the presence of soap on random weekly visits

All women and girls have access to appropriate
 sanitary materials and underwear

In malaria-prevalent zones, X% of pregnant women and children under five are provided with LLINs by the end of Phase 1.
	Engineers monitoring and output records.

Latrine monitoring forms

Focus group discussions

Household visits

Questionnaire survey


	Population remains in the emergency settlement




	OUTCOME: Men, women and children in the target population (x no) have sufficient access to, and make optimal use of, sanitation and hygiene facilities, and take effective action to protect themselves against threats to public health

	RESULT 2 

(OUTPUT) 
	X,000 of men, women and children are aware of what they can do to practice safe hygiene in a dignified and culturally appropriate manner, and contribute to the design and management of sanitary facilities, hygiene items and environmental services

	X% of trained hygiene promoters are holding at least X number of meetings/or carrying out X household visits per week
 by mid Phase 2
X% of the target population have attended an interactive hygiene promotion session and can list one change that they have made as a result of this by the end of Phase 2
At least X% of carers can demonstrate how to make up and give ORS/SSS correctly by the end of Phase 2
In malaria-affected areas, at least X% of families with children under five know how to prevent malaria and manage fever by the end of Phase 2
X% of target population can list three ways to prevent diarrhoea by the end of Phase 2
	Observation

Weekly random transect walk

Focus group discussions

Pocket charts 

Random household visits

Hand-washing demonstrations 

Questionnaire surveys

Interviews.

Health centre records 
	Suitably qualified personnel 

Adequate materials available. 

Regular distribution of soap continues

Accessibility of health facilities

Available and timely supply of LLINs

Available and timely supply of registered chemicals


	RESULT 1: X,000 men, women and children have access to safe sanitary facilities, hygiene items and environmental services

	ACTIVITIES

(INPUTS)


	PHASE 1 (during acute phase): 
1.1 Establish a coordination system among ERU / RDRT / NIT teams, sanitation, hygiene promotion and water-supply agencies and other stakeholders
1.2 Form, train and equip teams to remove faeces from priority areas

1.3 Organise open defecation to protect water sources and living areas

1.4 Discuss with stakeholders the design of communal toilet and hand washing facilities
1.5 Train a set of local artisans and RC volunteers in latrine, hand washing facilities construction and 
1.6 Construct communal toilets and hand washing facilities
1.7 Identify and train communal latrine attendants during construction period
1.8 Identify important disease vectors and organize a specialist assessment if necessary
1.9 Identify priorities and strategies for the next phase, including possible household toilet programme, solid waste management and drainage
PHASE 2 (during stabilized phase): 

1.10 Develop a management system for communal toilets with users groups
1.11 Design, plan and carry out a household toilet programme
1.12 Design, plan and carry out a drainage and solid waste programme
1.13 Recruit, train and equip vector-control teams and carry out vector-control activities as appropriate
1.14 Prepare for handover of facilities and activities to community, local authorities, ONS or other partners
	Means
	Costs
	

	
	
	Material resources

Sanitation equipment (including rapid latrines)
Promotional materials

Transport

Hygiene materials

Sanitary materials for women

Cleaning materials

Bins

Transport

Human resources

Engineers – international and national

Hygiene Promoters/volunteers international and national

Interpreters for international staff


	List costs of means here according to budget lines used


	


	RESULT 2: X,000 of men, women and children are aware of what they can do to practice safe hygiene in a dignified and culturally appropriate manner, and contribute to the design and management of sanitary facilities, hygiene items and environmental services 

	ACTIVITIES 

(INPUTS)


	PHASE 1 (during acute phase): Implement a rapid hygiene promotion campaign; advise on the content, distribution and use of hygiene kits.

2.1 Identify and train hygiene promotion coordinators and supervisors of community facilitators. 

2.2 Identify and train at least 1 community facilitator per 1,000 population in hygiene promotion.

2.3 Carry out a 2 week Hygiene campaign on priority hygiene issues using standard channels of communication and IEC materials. 

2.4 Liaise with relief team to ensure appropriate targeting and communication around hygiene kits distribution
2.5 Distribute LLINs in malaria-affected areas

PHASE 2 (during stabilized phase): Implement a more participatory hygiene promotion campaign in the second and third month.

2.6 Complete baseline research by the end of 6 weeks with key stakeholders 

2.7 Design materials adapted to the target population, pre-test and print IEC materials by the end of the second month.

2.8 Identify and select the most effective communication channels 

2.9 Continue participatory hygiene promotion activities (responding where necessary to disease outbreaks)
	Means 
	Costs
	

	
	
	Material resources

Sanitation equipment (including rapid latrines)
Promotional materials

Transport

Hygiene materials

Sanitary materials for women

Cleaning materials

Bins

Transport

Human resources

Engineers – international and national

Hygiene Promoters/volunteers international and national

Interpreters for international staff


	List costs of means here according to budget lines used


	

	Activities common to all results.

1. Initiate a Monitoring & Evaluation system within one month and refine the system during the following weeks.

2. Share good practice and lessons learnt from the end of the third month


� Safely will need to be defined according to chosen disposal system 


� These would be worked out with the community at the same time as establishment of community indicators. Some tools could be pocket voting, tally sheets (with pictures if literacy is low) or ranking 


� Satisfaction will need to be defined in terms of safety, privacy, dignity, accessibility, suitability, adequacy and other community defined indicators.


� Appropriate will need to be defined – have consultations taken place, are women happy with what is provided


� If doing Child-to-Child or other activities, the indicator needs to state what is expected of the promoter over a given period






