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EXECUTIVE SUMMARY 
 

The Ebola virus disease (EVD) outbreak exposed pre-existing weaknesses and failures of Liberia’s 

healthcare system, causing temporary closure of health facilities through staff shortages and lack 

of protective equipment. This led to severe disruptions in surveillance for other diseases and 

provision of other health services across the country. The lack of strategy or emergency 

intervention framework to combat the spread of the disease from the beginning, led to misguided 

approaches, quarantine measures and border closures. This spawned mistrust, falsehoods, 

violence, food shortages and rising food prices all over the country.  

 

After unsuccessful attempts to curb the spread of the disease, the Government of Liberia scaled up 

Ebola information and prevention campaigns and appealed for international assistance to increase 

capacity to test for and treat people with Ebola. The international community and the majority of 

humanitarian aid organizations were slow to realize the potential extent of the crisis and respond 

appropriately. The lack of experience of an Ebola epidemic of such proportion, and lack of 

understanding of how to manage risks both for staff and affected populations caused delays in 

decision-making in many organizations, from deploying expertise, making funding available, to 

setting up field operations.  

 

Following escalation of the crisis, Oxfam and other humanitarian organizations decided to 

intervene. Having had a long-standing presence in Liberia, Oxfam was able to rapidly assess the 

situation and planned response interventions accordingly. The initial response of Oxfam 

intervention focused on selecting schools and PHUs in Montserrado and Nimba Counties for 

intervention. Oxfam’s response focused initially on providing hygiene kits, information/education 

materials and training to health care institutions. Oxfam also built Community Care Centers 

(CCCs) to complement the County Health Teams’ Primary Health Units (PHUs). Oxfam 

developed a much-needed community-level case detection and referral service (‘Active Case 

Finding’) and the rehabilitation/construction of WASH facilities for health centers and schools. 

Overall, Oxfam’s programme aimed at providing public health promotion services for reducing 

the spread of the EVD and improving access to, and quality of safe water and sanitation services. 

Furthermore, in Nimba County Oxfam supported vulnerable, Ebola-affected communities with 

emergency food security and livelihoods programming, including supply of seed and agricultural 

tools, cash grants to vulnerable households as well as cash for work for other community members.  

 

Though Oxfam implemented its EVD response under a single umbrella, a total of 9,024,144 Great 

Britain Pounds (GBP) was made available from several sources and with specific objectives. 

Within this amount, SHO contributed 1,564,538 Euros, about 14% of the total response budget. 

 

The purpose of this exercise is to evaluate Oxfam’s EVD response, but with specific focus on the 

‘Stop de ebola-ramp’ (SHO) project. The evaluation seeks to assess key project deliverables, 

development outcome, short-term impact at the end of the project and also the sustainability of the 

project. To achieve this overall objective, the evaluation used both quantitative and qualitative 

approaches. Triangulation (using multiple data collection methods) allowed for improved validity 

of results. The assessment elicited information through: document review, survey (structured 

questionnaires were administered in Nimba and Montserrado), key informant interviews (KIIs), 

focus group discussion (FGDs), and obtrusive observations & photographs, laying the foundation 

for findings of the report.  
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Findings of the evaluation found that the SHO project and all its components remained extremely 

relevant throughout, as was confirmed by all project beneficiaries that participated in the 

evaluation exercise. The project’s support to the resumption of agricultural activities among 

farmers in Nimba County for example, was described as critical to the restart of farming activities. 

Further, students, health workers and administrators saw the project’s support as extremely 

contributive to the defeat of the Ebola Virus.  It was established that planned project activities were 

carried out within the project life cycle.  

 

During field work, the evaluation team observed that 90% of the students have access to water at 

their various schools, most of which are hand dug wells. According to the evaluation findings, 

about 90% of hand pumps are functional. Over 80% of the students interviewed asserted that 

Oxfam interventions in their schools were meaningful. It was established that water points were 

provided to schools mainly for WASH purposes. Evaluation findings show that more than 60% of 

the students have access to latrine facilities in schools1. Both male and females latrines are joint 

together under the same structures, but with separate rooms for each sex. Although respondents 

noted the availability of latrines, they indicated that most of the latrines smell badly, due to poor 

management.  

 

In addition to constructing/rehabilitating latrines, Oxfam also helped established student health 

clubs in schools in order to promote safe hygiene practices among students. Almost every school 

that benefited from Oxfam’s ‘stop de ebola ramp’ project has a functioning student health club, 

responsible for health and hygiene education among students. Student health club members 

reached out to several of their peers and parents with different hygiene messages, particularly on 

the drawbacks of poor hygiene practices. Support to schools in providing access to water and 

sanitation services were meant to reduce the spread of Ebola in schools.  

 

During the initial outbreak of Ebola, many Liberians did not believe the presence of Ebola in the 

country, which escalated the spread of the Disease. When the situation became worst, the general 

perception/common understanding of the virus was that no one contracts the virus and survives. 

To refute the perceptions, Oxfam carried out community mobilization for Ebola prevention. This 

helped in identifying suspected and active Ebola cases. The contact tracing process focused on 

searching communities for sick persons, especially those showing symptoms (severe headache, 

constant diarrheal, among others) of EVD and assessing their health status for possible treatment 

or referrer to recommended health centers.  

 

Aside from WASH, and contact tracing components of the response (including the SHO project), 

Oxfam worked in Nimba with vulnerable groups who benefited from the emergency food security 

and livelihoods support. This was to mitigate the negative impacts of the epidemic on vulnerable 

people, particularly the food insecure.  

 

During the EVD period, Oxfam worked with public health facilities to put in place proper waste 

management procedures, and to build the capacity of PHU staff in waste management. Most of the 

waste management facilities were reported as functional. PHU staff indicated that as a result of 

                                            
1 It can be said that students’ access to latrine is largely based on current state of latrines. As was observed, most of the schools are 

not doing very well in maintaining the latrines provided by Oxfam, much to the displeasure of students. They complained that most 

of the latrines are unclean, poorly managed and lack cleaning materials. 
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their trainings, waste management procedures were practiced. As part of waste management in 

PHUs, Oxfam provided placenta pit, septic tanks and incinerators within PHUs. In few cases where 

incinerators were not functional, for example, medical wastes were burned throughout the EVD 

outbreak. At some health facilities, this evaluation established that few placenta pits constructed 

by Oxfam were not functional.  

 

A broad range of stakeholders who participated in this evaluation confirmed their participation in 

Oxfam’s humanitarian response to Ebola, particularly in the implementation of the SHO project. 

These levels of multi-stakeholder engagements often require close coordination, and Oxfam 

played outstanding roles in ensuring its participation in existing structures, and supporting the 

creation and strengthening of structures where they did not exist. For instance, in Nimba County, 

Oxfam was instrumental in proving resources and providing leadership on social mobilization and 

WASH committees.  In order strengthen coordination with stakeholders, Oxfam built synergies at 

both the community and national levels so that short-term project achievements could be 

maintained, and subsequently transformed into long-term impact. This was ensured through close 

collaboration with stakeholders during project design and implementation, as well as the handover 

of project infrastructures and services to beneficiary institutions during project closeout.  

 

Finally, the evaluation report shows that Oxfam managed to achieve almost all of the targets set in 

the project. Nevertheless, challenges still remain in sustaining the gains made through the project, 

particularly at the community level. Thus, it is important for Oxfam to work with all relevant 

government line ministries and agencies at the local level to ensure the long-term sustainability at 

the community level.  
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1.0 BACKGROUND OF PROJECT 

1.1 BACKGROUND TO OXFAM PROGRAMMES IN LIBERIA  

Oxfam has a long standing presence in Liberia. Since 1995, the organization has been working in 

Liberia, helping the country address structural and fundamental challenges by implementing 

emergency humanitarian assistance and long-term development projects. As the country moved 

towards addressing long-term development challenges after the crisis ended in 2003, Oxfam 

shifted away from emergency humanitarian assistance. In 2006, Oxfam, in partnership with the 

government of Liberia, other NGOs (both local and international), communities and community-

based organizations, shifted its efforts towards long-term development. In doing so, Oxfam 

focused more broadly on public health, livelihoods, education and gender. Under each of these 

thematic areas, Oxfam continued to make substantial gains prior to the Ebola Virus Disease (EVD) 

which struck the country in March of 2014.  

Under its public health programmes, Oxfam continued to play pivotal role in the public health 

sector where it serves as the lead agency of the Water, Sanitation and Hygiene (WASH) 

Consortium in Liberia. It has developed a strong presence in the WASH sector over the years, 

implementing an array of WASH programmes in refugee and IDP camps, the urban slums in 

Monrovia, and rural areas in 10 of Liberia’s 15 counties. Prior to the EVD outbreak, Oxfam had 

started shifting away from operational activities in the WASH sector, such as building latrines and 

wells, to focus on enhancing the ability of Liberia’s government to manage its public health 

systems and promote hygiene awareness at local and national levels. The organization also worked 

closely with partners to improve the leadership, co-ordination and monitoring of water, sanitation 

and hygiene promotion activities, and helped improve people’s ability to deal with public health 

emergencies, particularly cholera and diarrhea. Also, Oxfam helped reduce instances of disease by 

facilitating poor people’s better access to safe water, sanitation and hygiene services.  

With Oxfam’s support, in collaboration with other partners, the Ministry of Health and Social 

Welfare became more proactive, responsive and effective in its planning, monitoring and delivery 

of environmental health services just before the EVD outbreak. 

Similarly, under its livelihoods programmes, Oxfam worked with partners to distribute seeds, 

agriculture equipment and planting materials. Through this initiative, Oxfam helped to increase 

employment opportunities for poor men and women by creating sustainable food production, while 

also addressing gender equality2. For instance, Oxfam supported more than 1,800 poor farmers, 

ensuring that they have allocated plots of land for rice cultivation. The organization also built rice 

mill centres and warehouse facilities, constructed concrete dams to facilitate year-round farming; 

and built bridges for farmers to have access to markets.  

Through agriculture and skills development initiatives, Oxfam supported two women 

cooperatives. More than 50 of these women had access to farmland that Oxfam purchased for 

them3. 

Oxfam education programmes also contributed to significant gains in the country’s education 

sector as well. Campaigns on the right to free and quality education for all within safe, gender-

                                            
2 Oxfam in Liberia, Country Update, 2012 
3 Oxfam Country Report, 2012 
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friendly schools played an essential role in boosting the education sector. The organization 

campaigned for equitable learning opportunities and for the promotion of HIV and AIDS 

awareness in schools, which were highly prioritized by Oxfam prior to the EVD outbreak.  

Also, gender and protection was also emphasized by Oxfam just before the EVD outbreak. 

Oxfam’s “Raising Her Voice” projects amplified the voices of poor and marginalized women in 

governance, and helped in promoting the African Union Protocol on Women’s Rights. The project 

focused on networking, lobbying and advocating with poor women activists. In achieving the 

project objectives, Oxfam campaigned and worked with public institutions and decision-making 

bodies, including traditional structures, to empower civil society organizations to support poor 

women’s rights. 

While Oxfam planned on sustaining all of its long-term gains, and prepared for future intervention 

in key sectors, the EVD outbreak upset gains and hindered future programmatic planning and 

interventions, setting the country back into an emergency phase. 

1.2 CONTEXT AND OXFAM’S APPROACH FOR EBOLA VIRUS DISEASE 

RESPONSE   

In March of 2014 a rapidly evolving epidemic of the Ebola haemorrhagic fever started in 

Gueckedou, Guinea. The outbreak subsequently spread massively across Sierra Leone and Liberia 

and throughout other West African countries. From the first confirmed case in Guinea in December 

2013, to March 27th 2016, there have been about 11,322 reported deaths from the disease and over 

28,643 infections in West Africa alone. Liberia was most affected, with 4,809 deaths, followed by 

Sierra Leone with 3,956 deaths, and 2,543 in Guinea4. 

Figure 1: Ebola Statistics as of March 27, 2016 

 

  

The outbreak was the deadliest of such outbreaks the world has ever witnessed. For Liberia, 

particularly, the virus exposed pre-existing weaknesses and failures of the healthcare system, 

causing the temporary closure of health facilities through staff shortages and lack of protective 

equipment. This led to severe disruptions in surveillance for other diseases and provision of other 

health services across the country.  

                                            
4 WHO: Ebola Sitrep, March, 2016 
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Given that prior to the epidemic, Liberia had never experienced any Ebola outbreak as such; it did 

not have any strategy or emergency intervention framework in place to combat the spread of the 

disease. Hence, the first responses of the government to EVD ranged from strict quarantine 

measures and border closures. Quarantine measures led to violence and border and market closures 

contributed to food shortages and rising food prices. Misguided public perceptions5 spawned 

mistrust triggering falsehoods even within government. After this approach proved unproductive, 

the Government of Liberia scaled up Ebola information and prevention campaigns and appealed 

for international assistance to increase capacity to test for and treat people with Ebola.  

Initially the Government was accused by its own people of scare-mongering, but as the number of 

deaths grew, so did public awareness of the severity of the outbreak. Nevertheless, fear of losing 

contact with relatives taken to treatment centres, and of improper burials, prevented affected 

households from seeking health care or reporting deaths, thus contributing to the continued spread 

of the disease6.  

The international community and the majority of humanitarian aid organizations were slow to 

realize the potential extent of the crisis and respond appropriately. The lack of experience on an 

Ebola epidemic of such proportions, and lack of understanding of how to manage risks both for 

staff and affected populations caused delays in decision-making in many organizations, from 

deploying expertise, to making funding available, to setting up field operations.  

 

Even with early warnings and calls for action from Médecins Sans Frontières (MSF) in March and 

June 20147, the world Health Organization (WHO) did not declare a public health emergency until 

August 2014, by which time there were 1,779 confirmed, probable and suspect cases across 

Liberia, Guinea, Sierra Leone and Nigeria, and 961 deaths. One month after WHO declared the 

Ebola crisis to be a public health emergency, UN Security Council decided that it constituted a 

threat to international peace and security and unanimously passed a resolution urging UN member 

states to provide more resources to fight the outbreak.8  

Despite being present in Liberia and other affected countries of the region, Oxfam did not launch 

a humanitarian intervention until the WHO declaration was made. 

The initial response of Oxfam intervention started in August 2014. Oxfam’s activities and 

programming were focused on selected communities in Montserrado and Nimba Counties. 

Oxfam’s response focused initially on providing hygiene kits, information/education materials and 

training to health care organizations. It also developed proposals to build Community Care Centers 

to complement the County Health Teams’ Primary Health Units (PHUs). After the need for the 

latter diminished (as needs were met by medical organizations) Oxfam decided to focus instead on 

developing a much-needed community-level case detection and referral service that it called 

‘Active Case Finding’ and the rehabilitation/construction of WASH facilities for health centers 

and schools9.  

                                            
5 At the beginning of the EVD crisis, there were many perceptions about the outbreak, one of which was that the 

Government was using the crisis to attract funding from the donor community  
6 Turnbull, Marilise, West Africa Ebola Crisis: Liberia; Effectiveness Review Series, 2014/15 
7 Médecins Sans Frontières (2015), Pushed to the Limit and Beyond. Assessed 29 August, 2016. 
8 Resolution 2177, 2014, http://www.un.org/press/en/2014/sc11566.doc.htm 
9 Sitrep 1 
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Oxfam prioritised preventing the spread of the EVD, by focusing on community mobilisation to 

raise awareness on the virus and active case finding to identify and refer possible cases of the EVD. 

General Community Health Volunteers (gCHVs) worked closely with Community Ebola Task 

Forces (ETFs) and Oxfam’s team during the response period. In addition, small-scale health 

support was provided through road rehabilitation to increase access to health facilities in remote 

areas of Nimba and minor construction works in EVD-related health facilities10. 

From April 2015 onwards, Oxfam also incorporated an Emergency Food Security and Vulnerable 

Livelihoods component into its programme, providing seeds, tools and cash for severely affected 

households to meet urgent needs and to restart their livelihoods activities. With the re-emergence 

of the Ebola outbreak on 29 June 2015, Oxfam focused on Margibi County and supported social 

mobilisation activities through the ‘ring strategy’, whereby community mobilisers worked in the 

communities surrounding the affected communities to stop the virus from spreading. 

1.3 ROLE OF SHO IN THE RESPONSE   

In November 2014, the Dutch public appeal mechanism that launches an appeal during major 

crises, Samenwerkende Hulporganisaties (SHO)11, provided funding to Oxfam to help fight the 

EVD outbreak. This was the first time the mechanism was opened to victims of a disease outbreak. 

The SHO funding offered cross-cutting support to Oxfam’s emergency response and early 

recovery programming. This included, but was not limited to, activities in health, WASH, 

livelihoods and household security, protection, disaster management, and programme management 

support.  

Overall, Oxfam’s programme aimed at providing public health promotion services for reducing 

the spread of the EVD and improving access to, and quality of, safe water and sanitation services. 

Furthermore, Oxfam supported vulnerable, Ebola affected communities with emergency food 

security and livelihoods programming, which included cash grants programme and rehabilitation 

of the low-land rice cultivation areas in Nimba County. All of these programmatic activities were 

covered using money from SHO. 

1.4 FUNDING FOR THE PROJECT    

Though Oxfam implemented its EVD response under a single umbrella, funding was made 

available from several sources and with specific objectives.  

Throughout Oxfam’s Ebola intervention phase, the total secured funding for its Ebola Response 

Programme was 9,024,144 million Great British Pounds (GBP). This funding was generated from 

several sources. SHO specifically contributed 1,564,538 million EURO, about 14% of the total 

response budget (See table of Oxfam funding sources). 

                                            
10 SHO Final Draft Report, Oct., 2015 
11 Translated in English as Cooperating Aid Organizations, or Girro 555. 
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Figure 2: SHO Funding Contribution to Oxfam 

 

This report focuses particularly on evaluating the component of Oxfam intervention funded by 

SHO under the ‘Stop de ebola-ramp’ project. 

2.0 ABOUT THE EVALUATION 

2.1 PURPOSE OF THE EVALUATION    

The purpose of this exercise is to evaluate the projects implemented under Oxfam’s EVD 

programme, looking at the organization’s emergency response on the whole while placing specific 

emphasis on the support provided by SHO. This evaluation covers the period during which SHO 

funding was live. 

2.2 EVALUATION OBJECTIVES    

The objective of the evaluation was to gather information on key project deliverables, development 

outcomes, and the intermediate impact indicators in order to measure the project’s short-term 

impact. To achieve this overall objective, the evaluation specifically addressed the following 

objectives: 

1. Evaluate the outcomes and impacts of Oxfam Liberia’s EVD response during emergency 

and early recovery programme; 

2. Measure the relevance of outputs and activities taken up under the programme; 

3. Document and share the findings, lessons learnt and provide recommendations to 

management teams of both SHO and Oxfam Liberia. 

3.0 EVALUATION METHODOLOGY 
 

To achieve the evaluation objectives, both quantitative and qualitative data were collected and 

analyzed. Triangulation using different data collection methods allowed for improved validity of 

results. The evaluation team began its work by reviewing relevant documents provided by Oxfam-

Liberia. These documents included, but were not limited to: SHO “Stop de ebola-ramp” final 

narrative, SHO monthly project reports, Oxfam Ebola intervention concept note, knowledge 

attitude and practice (KAP) endline report, rapid emergency food security and vulnerable 

86%

14%

Total EVD Response Fund Secured SHO Contribution
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livelihoods (EFSVL) assessment report, etc. The sub-sections below detail how sampling, data 

collection and analysis were done. 

3.1 SAMPLING AND SAMPLE SIZE   

Selecting a truly representative sample for analysis is the backbone of every survey. The study 

made use of a cluster sampling, with respondents stratified into homogenous groups. Additionally, 

convenience and purposive sampling were used to select respondents, particularly for the Focus 

Group Discussions (FGDs) and Key Informant Interviews (KIIs). 

Each cluster unit was stratified into homogeneous group of community and school. Two sets of 

structured questionnaires were developed and administered in both communities and schools. 

Within each district, two FGDs along with KIIs were conducted in both the project affected 

communities, schools and PHUs. A total of 352 respondents were reached during the evaluation, 

comprising of 141 students (through a survey). Through FGDs and KIIs, additional 85 students, 

95 community members, and 31 stakeholders (staffs of Oxfam, schools and PHUs) were reached.  

3.2 TRAINING OF ENUMERATORS    

In addition to the key consultants, eight enumerators were recruited for data collection. The 

enumerators were trained in a two-day training session before the evaluation started, for further 

exposure to the evaluation methodology and tools, as a process of ensuring standardized 

interpretation of both indicators and processes.  

A pre-testing of the evaluation tool was carried out in Slipway community, a slum community 

similar to the ones selected for the study, particularly in Montserrado County. The pre-testing was 

done to fine-tune the tools and for enumerators to familiarize themselves with the tools before the 

start of data collection. 

3.3 DATA COLLECTION    

To meet the objectives of the evaluation, the consultants employed mix methodologies to collect 

data, analyze and present the findings. The assessment elicited information through document 

review, survey, key informant interviews (KIIs), focus group discussion (FGDs), obtrusive 

observations & photographs. 

3.3.1 Field Visits  

To facilitate quick and timely data collection in a coherent manner, two teams (of four enumerators 

and one consultant) covered the two counties simultaneously. The M&E results framework was 

taken into consideration while selecting the activities to be assessed under each of the program 

components.  

3.4 DATA ENTRY, CLEANING AND ANALYSIS    

To reduce errors, questionnaires were edited while still in the field to enable the enumerators to 

make a follow-up in case of any mistakes.  A coding manual was developed; questionnaires were 

coded, and then entered using Excel and exported to SPSS software for cleaning and analysis. 

Frequencies, descriptive and summary statistics were then generated and used in this evaluation 
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report. Information from FGDs and KIIs were transcribed and thematically analysed.  Qualitative 

data were also used to triangulate and explain the quantitative results. 

3.5 ETHICAL CONSIDERATIONS    

In any research, it is imperative to pay close attention to the potential to do harm through asking 

questions or eliciting conversation. The data collection teams were made acutely aware of the need 

to obtain vocal informed consent from every participant in the study; each participant was told that 

his/her name would not be used in the evaluation report without their explicit permission. 

Participants were clearly informed that they were not compelled to participate in the evaluation. 

If, at any point in a conversation (whether during KIIs, FGDs, or surveys) it appeared that the 

participant no longer wanted to speak or be present, then it was imperative that the enumerator a) 

identifies this easily and b.) stop the research immediately. It was a protocol that participants 

should never be coerced to take part in the first place or to ‘keep answering’ when they didn’t feel 

the need to.  

The evaluation team understood that certain questions might deal with sensitive topics; therefore 

it was important that the enumerator, while obtaining informed consent, explained the types of 

questions that were asked on the survey or during the conversation, and assured the participant  

that a) his/her answers will remain totally anonymous and b) that he/she can choose to not answer 

a question if he/she chooses; c) he/she can stop the interview at any point without question.  

3.6 LIMITATIONS    

This evaluation has been conducted under a number of constraints. The following are the main 

limitations that the evaluation team faced the course of the study: 

1. In Montserrado, locating students from schools where Oxfam had implemented its program 

was difficult because the survey was conducted during school closure period. Also, 

arranging meetings with schools principals for key informant interviews were sparingly 

possible. Most of the schools were preparing for resumption and principles were found to 

be very busy with administrative work. They usually requested that interviews be 

rescheduled, extending the length of time the team took for KIIs. 

2. Bad weather (considering that the survey was conducted during the rainy period) in 

Montserrado made it difficult for enumerators to have access to respondents, particularly 

in West Point and New Kru Town. Most pathways became impassible due to floods, 

stalling enumerators and ultimately making it impossible for them to meet their daily 

targets.   

3. A number of key informants who were expected to be interviewed particularly in Nimba 

County were not available, especially County Education Officers (CEOs) and District 

Education Officers (DEOs). They were all in Monrovia and couldn’t be reached by 

telephone. 

  



11 
 

4.0 FINDINGS 
 

4.1 APPROPRIATENESS 
 

4.1.1 Relevance for Target Beneficiaries  

The SHO project and all its components remained extremely relevant throughout, as was 

confirmed by all target groups that participated in the evaluation exercise. Students, parents, local 

educational authorities, all found the WASH component of the project to be relevant, as was 

expressed in KIIs and FGDs conducted by the evaluation team. The project’s support to the 

resumption of agricultural activities among farmers in Nimba County was described as critical to 

the restart of farming activities. Further, community members as well as health workers and 

administrators deemed the project’s support as extremely contributive to the defeat of the Ebola 

Virus.   

Within schools, it was indicated by students and school authorities that the project was highly 

timely in supporting the reopening of schools within target communities. This accorded schools to 

resume classes and allow students to access learning. By providing water in the schools of 

intervention, hand-washing facilities, latrines, and influencing hygiene practices, the project was 

critical to supporting safe hygiene practices in schools.  

The project’s approach to livelihood, including the provision of agricultural seeds and tools, 

unconditional cash transfer to vulnerable households, cash for work on communal farms, were 

jointly hailed by target groups. These supports, they noted, contributed to their resumption of food 

production and increased their abilities to meet basic needs after being cash-striped as a result of 

the seizure of economic activities during the Ebola crisis.  

Communities in Liberia have been particularly credited for their resilience, and contribution to 

defeating Ebola. Considering that the Virus would hardly be contained through clinical means, 

breaking its transmission was cardinal to eradicating it from Liberia. This, however, depended on 

changes in traditional practices that needed to be changed in reducing the spread of the Virus. 

Changing these societal practices strongly needed communities to change their behavioral 

practices related to hand washing, burial practices, eating of bush meat, care for the sick, etc. With 

existing knowledge gaps in the face of Liberia experiencing Ebola for the first time, social 

mobilization was key to gearing communities for action in the fight against Ebola. Oxfam approach 

to social mobilization, through the involvement of community structures (such as youth groups, 

women groups, religious entities, etc.) was seen by target groups to be essential in ensuring full 

community participation in addressing the health emergency that faced Liberia.   

The involvement of community structures and members in contact tracing of suspected Ebola 

patients was particularly pointed out by project beneficiaries to have been helpful in keeping them 

safe from contacting the Virus. “While we helped the Oxfam people in identifying people who 

may have had Ebola, we interacted carefully with such people in order to avoid contracting the 

Virus”, a female FGD noted. In relation to support to PHUs, it was indicated by health 

administrators that Oxfam’s support helped nurses regain confidence in being protected within 

health units, and by extension, helped build communities’ confidence in seeking treatment at 

PHUs.  In addition to responding to the needs of project beneficiaries, the project was justifiable 

by its alignment with national priorities in Liberia.  
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4.1.2 Alignment of Project with National Priorities  

The WASH in schools component of the SHO project was in response to the reopening needs of 

schools in Liberia in the wake of the Ebola crisis, and was guided by the Ministry of Education 

(MOE)’s Protocol on Safe School Environments. As the fight against Ebola was gradually won, 

there were calls for the reopening of schools in order for students to make up for lost time. 

Although there was overwhelming support for reopening the doors of schools, this was constrained 

by the lack of sanitary conditions in schools, among other constraints. Therefore, there was a need 

for measures to be put in place for ensuring that students and staffs at schools were following safe 

sanitation and hygiene practices that would prevent them from contacting the Virus.  

 

Within the context of ensuring safe environments in schools, the MOE, on 11 January 2015, 

published Protocols for Safe School Environments in Liberia. Section 2.2 of the Protocol clearly 

laid out mechanisms and facilities that needed to be in place prior to reopening of schools. These 

included hand-washing facilities, a referrer system with a nearby clinic, a space for temporary 

isolation, as well as an established School Ebola Safety Committee.  

 

The WASH in schools component of the SHO project, within the context of Oxfam humanitarian 

response, was specifically designed to meet the school-reopening requirements set in the Protocol. 

The component was designed on the standard components of a WASH intervention, notably water, 

sanitation and hygiene and institutional establishment and strengthening at the local level. The 

WASH intervention was done in compliance with the WASH Standards of the Ministry of Public 

Works in Liberia. Outside the emergency response framework, the intervention sought to achieve 

long-term development goals in Liberia.  

 

In 2012, Liberia developed its medium-term development strategy – the Agenda for 

Transformation (AfT) – to guide initial steps toward achieving Vision 2030.12 The AfT is Liberia’s 

broad development framework that outlines specific entry points for addressing challenges across 

sectors. As part of the Government’s human development approach under the AfT, it considers the 

provision of environmentally-friendly water and sanitation services as a cardinal approach to 

improving the quality of lives of Liberians. The AfT’s goal for water and sanitation is to ensure 

that there is increased access to water and sanitation, coupled with improvements in hygiene 

practices. By trying to provide water in schools in the target counties, and improving sanitation 

and hygiene practices, the SHO project aligns with the AfT.  

 

In addition to the project’s alignment with the AfT, it also aligns with the GOL’s post-Ebola 

Economic Stabilization and Recovery Plan (ESRP).13 Within the context of the ESRP, the 

Government duly recognizes water and sanitation as a strategic focus for strengthening resilience 

and reducing vulnerability following the Ebola scourge. 

 

4.2 EFFICIENCY    

                                            
12 Vision 2030 envisages Liberia becoming a middle-income country by 2030  
13 The Economic Stabilization and Recovery Plan was developed in 2015 in order to guide Liberia recovery from 

the impact of the EVD.  
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4.2.1 Timeliness in Delivery  

Delivering emergency response services are particularly complex. In situations like the Ebola crisis 

that engulfed Liberia, balancing staff safety against saving lives is always challenging. Within the 

course of implementation of the SHO project, it was established that planned project activities 

were carried out within the project cycle. The only activity deferred to be funded by other 

complimentary funding was grant provision to women’s saving groups in Nimba, considering that 

would-be women beneficiaries were benefiting from the UCT and CFW activities.  

During field work, the evaluation team observed completed infrastructures (including hand pumps, 

incinerators, hand-washing facilities, latrines) that were completed under the project. The 

successful completion of water points, in part, is credited to the start of the project, which coincided 

with the beginning of Liberia’s dry season (October to March).  

Local government authorities form the MOE, MOH, as well as township commissioners who 

participated in the project evaluation confirmed that infrastructures constructed under the project 

were completed and turned over to beneficiary institutions prior to the closure of the project.  

Other activities under the project such as social mobilization and contact tracing were indicated to 

have been carried out when they were most needed to break the transmission of Ebola within 

communities. Similarly, the provision of agricultural seeds, tools, UCTs to vulnerable households 

and CFW payments were all completed with the project duration. This was also the case with 

trainings provided to heath staff at PHUs.      

4.2.2 Project Management  

The SHO project was managed as part of Oxfam’s emergency response portfolio in Liberia. At the 

time of implementation, Oxfam operated a dual management system, with the Country 

Management Team on the one hand and the Emergency Response Team on the other. With the 

declaration of the Country’s emergency to Category 1 in 2014, Oxfam responded by deploying 

international experts with experience in crisis management to work along with the Country Team 

that was more  focused on long-term development work prior to the Ebola crisis.  KIIs within 

Oxfam confirmed that both teams worked together smoothly, but an evaluation conducted on the 

Emergency Response in March 2015 states otherwise. According to the report, “… the response 

team operated more separately under an agreed split of some functions such as logistics and human 

resources (HR). Although not the original intention, the response team had to spill over into 

separate accommodation in January 201514.”  

Even with the blending of teams, project management was said to have proceeded well. There 

were regular planning and review of project activities that were done internally, as well as 

externally with external stakeholders. According to the final project report, which was also 

confirmed through KII within Oxfam, coordination meetings were held with WASH partners, the 

MOE, MPW, and MOH at both national and local levels during the course of project 

implementation. 

Procurement of goods and services under the project were guided by Oxfam’s Procurement and 

Logistic Policies. In the emergency period, procurement guidelines and policies regarding set 

emergency thresholds were followed. Due to the fact that responses are due much quicker during 

emergencies, procurement thresholds during emergencies for direct purchases, single quotes, three 

                                            
14 Evaluation Report  of Oxfam’s Ebola Response in Liberia and Sierra Leone, 2015  
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quotations, and a tendering process were said to be much lower as compared to the long-term 

development state.  

Financial and accounting process were said to be in compliance with Oxfam’s Financial 

Management systems and policies. Fund management was shared between Oxfam’s Global Office 

in London and the Office in Liberia. Funds from donors, including the SHO funding, was kept at 

the Global Office and sent to Liberia on activity-by-activity basis in line with budgets submitted 

by the Office in Liberia. This fund management approach is common with many development 

agencies working in developing countries.   

4.2.3 Cost Effectiveness  

Based on a review of an Audit Report of the SHO project, the evaluation finds that the project was 

cost effective. According to the Audit Report, direct project cost constituted 91% of overall project 

cost, while project management accounted for 9% of project cost.  

Unlike other emergency WASH projects implemented by other NGOs, constructing mechanical 

drilled wells, which were extremely expensive, Oxfam’s construction of hand dug wells is seen to 

be highly cost effective15. In addition to its cost effectiveness, this approach provided temporary 

job opportunities at the community levels. It included communities in the construction of water 

points, and enhanced community ownership of these water points.  

In order to avoid the insecurities associated with the distribution of cash in rural areas directly by 

Oxfam, it contracted the services of a Bank – Liberia Bank for Development and Reconstruction 

– to undertake the transfer of cash under the livelihood component of the project. The evaluation 

finds this approach as safe-guarding and effective.     

4.2.4 Monitoring and Evaluation Accountability and Learning (MEAL) 

MEAL plays an essential role in program management in ensuring that results are achieved, and 

that program efficiency and effectiveness are assured. MEAL, however, played a limited role in 

Oxfam’s response at the early part of its response to the Ebola crisis in Liberia. This point was 

highlighted in the March 2015 evaluation of Oxfam’s Ebola Response in Liberia and Sierra Leone. 

The evaluation report notes that ‘the MEAL aspect of the response program in Liberia was largely 

neglected until late in the response.’’ The system for MEAL had improved by the time of 

implementing the SHO project. Considering that the SHO project started in late 2014, and ended 

in October, 2015, MEAL staff, both international and national had been hired to ensure that project 

activities are monitored on a regular basis.   

The main planning tool used by the project was the logical framework. It provided clear 

intervention logic of the project and showed the interconnectedness of activities, results and how 

these results would be verified, if the project’s assumptions were held true. The project’s logical 

framework provided a list of indicators against results of the project in order to facilitate the 

tracking of results. All of the indicators used in the project’s logical framework are input and output 

indicators, which are found to be appropriate.  

                                            
15 Other development agencies adopted the approach of providing access to water through the drilling of mechanical 

drilled wells within the emergency period. This proved to be highly costly, and ineffective considering bad road 

conditions that couldn’t allow the transportation of equipment to villages.  
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The MEAL team worked along with the PHE and the PHP team to track project activities based 

on established indicators within the project’s log frame. Additionally, the MEAL team conducted 

studies that contributed to learning about peoples’ Knowledge, Attitudes and Practices related to 

Ebola. These studies were helpful in designing project activities that were responsive to gaps 

identified in the studies. Rapid assessments prior to the design of activities were extremely useful 

within Oxfam’s response. This was unlike other agencies that design interventions without the 

analysis of situations on the ground through assessments.    

Project activities were monitored on a regular basis, and performance data was tracked and shared 

with stakeholders in coordination meetings in order to facilitate decision making on wider sectoral 

approaches to the Ebola Crisis.  

4.3 EFFECTIVENESS  
 

Effectiveness of SHO is gauged against its expected result from WASH in schools and PHUs and 

livelihood interventions in communities. This section presents the achievements of the project in 

line with its stated objectives. Overall, the analysis of field data, both quantitative and qualitative 

found that the project achieved almost all of its expected results. 

4.3.1 Provision of access to water in Schools  

During Oxfam Ebola response intervention, WASH remained the main component. Water and 

sanitation services were provided for students in schools as part of the SHO project. In schools, it 

was observed that Oxfam constructed and rehabilitated water points under the project. A majority 

of students confirmed having access to water at their various schools, most of which are water 

points provided by Oxfam. According to respondents, and as confirmed by evaluators during field 

work, about 90% of hand pumps provided by Oxfam are functional. Over 80% of students 

interviewed asserted that Oxfam’s interventions in their schools were meaningful; and most 

students reported improved water facilities in their schools. 

“Through Oxfam, we have water on our campus. We don’t suffer for water like before. Water 

business used to be very hard on our campus but now it is okay”…reported by one student in 

Clara Town Elementary and Junior High School.  
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Figure 3: Access to water in Schools 

 
 

The quality of water provided by Oxfam in schools was found to be good. According to school 

administrators, Oxfam disinfected the wells before handing them over for use by the schools. More 

that 60% of the students reported having colorless water at schools; just 33% of the respondents 

reported the color of the water in their schools as brown, suggesting that the water is not good for 

drinking. In terms of the water quality, 90% of students reported accessing odorless water from 

Oxfam constructed and/or rehabilitated water points. Also, 82% were recorded as having access 

to tasteless water. The provision of these water points helped students easily access water for hand 

washing after using the toilet and before eating.  Students reported that increased access to water 

helped improved safe hygiene practices in schools. 

Table 1: Uses of water in schools 

  Use of water Total 

Drinking water Hand washing 

Male Count 39 31 70 

Total 26.5% 21.1% 47.6% 

Female Count 49 28 77 

Total 33.3% 19.0% 52.4% 

 Count 88 59 147 

Total 59.9% 40.1% 100.0% 

 

As shown in Table 2 above, water sourced from Oxfam-provided water points were used mainly 

for drinking and hand washing. Interviews with projects staffs indicated that these water points 

were provided to schools mainly for hygiene purposes, although they were also used for drinking. 

In terms of protecting water points, the evaluation found that most of the water points are protected 

with fence around them. Over 85% of students reported having protected hand pumps. In some 

schools, however, the hand pumps are not fenced, but are normally locked. 

91%

9%

Yes No
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Figure 4: Padlock-protected hand pump in Behplay Public school, Nimba County. Credit: CDPI/A. 

Kamara 

 
 

One key informant in Nimba County mentioned that even with the locks, protecting the pumps 

from kids playing in the evening hours is difficult. He explained: 

 

“The plan I have now is to keep on looking after the hand pump before the kids and other people 

spoil it. We need fence around the facility in order to protect it from the reach of children, 

especially in the evening hours”.   

Most of the Oxfam constructed and rehabilitated water points are in good condition and 

functioning very well. However, some of the wells were found not protected, particularly in 

Montserrado County (see below). 
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Figure 5: Fully Functional but unprotected hand pump in Clara Town Elementary & Junior High 

School. Credit: CDPI/F. Dolo 

 
  

4.3.2 Rehabilitation/construction of hand washing and toilet facilities  

In addition to providing water in schools, Oxfam constructed/rehabilitated latrines in schools as 

well. Evaluation findings show that 62.5% of the students confirmed having access to latrines in 

their schools. Most of the latrines constructed/rehabilitated by Oxfam are simple pit. Ninety five 

percent of the students reported that their latrines were constructed by Oxfam under the “stop de 

ebola-ramp project”; and 46% reported that their latrines were rehabilitated by Oxfam. According 

to some of the beneficiaries in several interviews, the use of latrine in schools is common as a 

result of the availability of latrines in their schools. 

Table 2: Latrines constructed/rehabilitated in schools  

  Latrine constructed under Oxfam’s ‘stop de ebola’ project 

Constructed  Rehabilitated  

Yes No Yes No 

Male Count 63 0 29 30 

Total 44.7% 0.0% 20.9% 21.6% 

Female Count 71 3 35 39 

Total 50.4% 2.1% 25.2% 28.1% 

  Count 134 3 64 69 

Total 95.0% 2.1% 46.0% 49.6% 
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According to the students, both male and females latrines are joint together, with separate rooms 

for both sexes (see below). 

Figure 6: Separated latrines in Mehnpa Public School, Saclepea Mah, Nimba County. Credit: 

CDPI/A. Kamara 

 
 

Even though there are latrines in the schools, it was indicated by students that most of the latrines 

smell badly. This could be as a result of poor management of the facilities after the project 

implementation and handover by Oxfam. Interviews with key stakeholders identified no link 

between the project management team and the project beneficiaries after the project closeout. This, 

stakeholders believed is responsible for the poor management of these facilities. However, 

interviews with Oxfam staffs established that the project was officially closed and resources useful 

to beneficiary institutions were handed over. According to students interviewed, there were 

cleaning materials available in their schools during project implementation, but were no longer 

available after Oxfam pulled out of their schools. In order to improve the condition of latrines, 

school administrations should put in place measures to improve the management of these facilities. 

Even though latrine maintenance remains a challenge; one aspect of the project that remains active 

is the existence of student health clubs in schools.   

Almost every school that benefited from the SHO project has a functioning student health club. 

According to students, Oxfam established student health clubs that are responsible for hygiene 

promotion activities in schools. It was indicated that student health club members benefited from 

hygiene promotion trainings on hygiene practices. School administrations were fully involved with 

student selections and how they carried out their functions in the schools.  
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Table 3: Student health clubs in school 

  Student health  

club in your school 

Total 

Yes No 

Male Count 40 24 64 

Total 29.9% 17.9% 47.8% 

Female Count 46 24 70 

Total 34.3% 17.9% 52.2% 

 Count 86 48 134 

Total 64.2% 35.8% 100.0% 

 

In addition to the peer-to-peer education provided by student health clubs, teachers trained by 

Oxfam on hygiene practices had special instructional periods set aside to educate the students on 

good hygiene practices. They were as well charged with the responsibility to monitor the activities 

of the student health clubs. Most of the student health clubs established under this project are still 

functional, and used mostly for peer-to-peer education on good hygiene practices.  

 

In furtherance to educating their peers in the same schools, members of the health clubs reached 

out to several of their parents and peers in different schools to inform them on the drawbacks of 

poor hygiene practices. Therefore, non-project participants were reached by student health club 

members in spreading messages on good hygiene practices. In continuation of their activities as 

hygiene promoters, student health clubs stressed the need for continuous support in the form of 

trainings and supply of materials like T-shirts and stationery to carry on more awareness.  

 

In order to increase hand washing practices among students, Oxfam provided facilities for hand 

washing within schools. In almost every school visited, there were hand washing facilities 

provided by Oxfam under the SHO project; however, some of the handwashing facilities are no 

longer functional (see below).  
 
Figure 7: Non-Functional hand washing structure in Fiaplay Public School, Zoe Geh, Nimba County. 

Credit: CDPI/A. Kamara 
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Changing handwashing practices were dependent mostly on changes in knowledge and attitude 

regarding safe hygiene practices. As for attitudinal changes, the study found that Oxfam’s WASH 

awareness did help in enhancing students’ knowledge and attitudes regarding safe hygiene 

practices. In schools studied, it was observed that students wash their hands after using the latrines, 

before eating and after shaking hands, and before performing house chores, as shown in Figure 8. 

Figure 8: Critical times for washing hands  

 

In schools, administrators explained through KIIs that students, washing hands after using the toilet 

has now become a common practice. It was also mentioned during FGDs that washing hands 

before eating and after shaking hands with people has started changing.   

4.3.3 Social mobilization and contact tracing  

Before the Ebola Virus Disease (EVD) outbreak became deadly in Liberia, most Liberians did not 

believe it as a killer disease. When the situation became worst, another challenge evolved; the 

general perception/common understanding of the virus at that time was that no one who contracts 

the virus survives. As the result of this, people took their infected brothers, sisters, parents and 

other loved ones to traditional and religious centers for healing. Accordingly, this increased the 

death rate for Liberia and made the country the most affected by the EVD.  

   

Going forward, the mindset of Liberians needed to change. Convincing Liberians to change their 

perception of the virus required serious commitments from humanitarian organizations. Oxfam for 

example carried out community mobilization for Ebola prevention. This was a programmatic 

strategy to raise awareness around the effect of Ebola and what people needed to do in order to 

keep safe for contracting the disease. Oxfam also established community care centers (CCC) that 

served as the first point of contact for Ebola patients with care takers. Oxfam’s social mobilization 

in Liberia helped in identifying suspected and active Ebola cases. Focus was on searching 

communities for sick people, especially those showing symptoms (severe headache, constant 

diarrheal, among others) of EVD and assessing their health status for possible treatment at 

recommended health centers and hospitals. Community members were as well encouraged to 

identify sick people in the community and call Oxfam staff for action.  This is because most people 

who showed EVD symptoms did not want to go the health centers. Ebola patients brought to the 

community care centers were taken to nearby health centers and hospitals for proper Ebola 

83%

3% 8%
6%

After using the latrine After shaking hand Before eating Before cooking
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treatments. During this period, Oxfam was engaged in finding and referring Ebola patients to 

community care centers.  

Oxfam created awareness among community members on reporting Ebola cases. In several 

interactive discussions, town hall meetings were reported as the most common and effective tool 

used to share messages on reporting Ebola cases and avoiding stigmatization of people suspected 

and survivals of Ebola. No one was willing to report cases of Ebola due to the negative perceptions 

on the infectious disease. Ebola suspected patients and family members feared losing precious 

lives and stigmatization that followed. Suspected Ebola patients along with their associates were 

isolated from communities in which they live. Even parents could not interact with their children 

when suspected of having EVD. However, success stories couple with Ebola’s prevention 

messages provided by Oxfam is believed to have encouraged community dwellers to report Ebola 

cases when suspected.  

 

This helped in reducing the rapid spread of the virus. According to the evaluation findings, 

community members were sensitized on the negative effects of the stigmatization of Ebola 

survivals. Ninety two percent (27% males and 65% females) of respondents confirmed Oxfam’s 

interventions in creating awareness among communities members. In group discussions, some 

community members confirmed living with Ebola survivals. Some participants reported having no 

problem associating with Ebola survivals. Most of the people reported living with Ebola survival 

normally. 

 

“We all know now that we can’t get Ebola by associating with survivals. There is no different 

between us now. We play and eat together”. Explained on elder during a FGD in Nimba County.      

 
Table 4: Ebola survival faced with stigmatization  

  They are faced with form of stigmatization Total 

Yes No Don't Know 

Male Count 1 3 5 9 

Total 2.8% 8.3% 13.9% 25.0% 

Female Count 2 14 11 27 

Total 5.6% 38.9% 30.6% 75.0% 

 Count 3 17 16 36 

Total 8.3% 47.2% 44.4% 100.0% 

 

Upon release from hospitals and health centers, Ebola survivals were re-integrated into society.  

Though they were declared free of the EVD by health centers, people at first had some level of 

fear when relating to them. Since the end of Ebola, no one now thinks negative about Ebola 

patients. They no longer face issues of stigmatization or exclusion from community activities or 

functions. One female participant explained in a one-on-one discussion that: 

 

“We live in good harmony. They are our family members and friends”… 
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4.3.4 EFSVL for vulnerable persons and women 

In Nimba, it was established that vulnerable groups benefited from the emergency food security 

and vulnerable livelihoods (EFSVL) support. This was one of the approaches used by Oxfam to 

mitigate the negative impacts of the epidemic on vulnerable people, particularly food insecurity 

and malnutrition among children. During the Ebola outbreak, communities were quarantined and 

movement controls stalled production. At some point, flights to Liberia were stopped. The largest 

drop in production was experienced in a very short period of time. Outputs were estimated to have 

declined due to labor and input shortages as a consequence of the spread of Ebola. Production 

prospects were also tentatively negative. Liberia as a net import country suffered food shortage 

and many other negative effects. Disruptions to agricultural activities caused by the Ebola outbreak 

affected disabled groups, women and children most. 

 

This concerned many international non-governmental organizations including Oxfam for 

intervention. The evaluation findings showed most of the vulnerable groups, especially women, 

children and old folks as beneficiaries of the Oxfam’s interventions. As a humanitarian 

organization, Oxfam intervened through the supply of agricultural tools, seedlings and cash grant 

to increase purchasing powers of vulnerable people and groups. This helped to reduce the high rate 

of stagnation in the beneficiary communities. It was asserted by 70% of the respondents that Oxfam 

provided farming seedlings, while more than 60% reported to have received agricultural tools. The 

current production level of these farmers has increased and farmers have expanded the size of their 

farms.  

 
Table 5: Households beneficiaries of Oxfamôs $75 per month cash grant 

  Frequency Percent 

Yes 22 51.2 

No 21 48.8 

Total 43 100.0 

 

Most participants of the study, particularly residents of Oxfam’s project areas in Nimba confirmed 

participation in the $75 per month cash transfer to vulnerable households16. Accordingly, this 

support helped them to improve purchasing power and enhance movement (“transportation of 

Ebola patients from homes to health centers”) of beneficiaries. The majority of the community 

people lost hope during the Ebola outbreak. Again, with panic, importers stopped bringing in 

goods, particularly rice and gasoline, which further worsened the situation. Oxfam’s cash grant 

campaign helped community people get money to buy food for their families, pay for health care 

and transportation to get to the clinic or health facilities. The cash grant served as a hope for many 

people, especially the vulnerable that got no hope at the time.  

Almost all of those who benefited from the CFW campaign practiced saving. Most of them 

reported saving their money in “Susu clubs”. After deducting money for domestic use, farmers 

saved a portion of their income. Through these savings, non-target group community members 

benefited from the cash grant. Besides individuals participants, saving groups also benefited from 

CFW initiative and they used it to establish agricultural farms that yielded greater rewards. 

                                            
16 The $75 was a two months cash transfer to vulnerable households for consumption smoothening. 


