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Abstract

Over the past few years, CARE International has developed a series of guidelines, standards and materials on design, monitoring and evaluation (D,M&E) in order to improve the quality of programmes and projects worldwide. The CARE International Sierra Leone Strategic Plan for 2007 – 2011 includes the following enabling strategy: “Strengthen CO and partner organizational capacity to implement accountable, high quality programming driven by thematic expertise and robust DME, including knowledge management and reflective practice”.

The first key activity of this enabling strategy is: CARE and partners are implementing effective DME practices, including reflective practice and knowledge management. One measure of that activity is the recognition of CARE Sierra Leone as an authority in impact measurement and knowledge management, especially in the areas of Household Livelihood Security (HLS), health, youth and governance. In doing so, a DME capacity assessment has been undertaken by a task force.

The purpose of this round table is to present the methodology used in Sierra Leone to tackle the challenges of building staff and partners (local NGOs, line ministries, key stakeholders) capacity in order to create an impact-led culture (thinking evaluatively, Rugh 2006) through the systematization of norms and standards simultaneously with building technical skills while promoting adaptive solutions.

The methodology encompassed a DM&E capacity assessment for individuals that led the establishment of a coherent capacity building plan. Alongside that assessment, another assessment target the status of adaptive challenges related to program quality at both local and national level. The later assessment covered areas such as program coordination, knowledge management and learning, communication / dissemination, documentation, quality assurance structure, and country office management information system.

The findings have been analyzed and led to a reform in CARE Sierra Leone structures and systems that would enable the achievement of the above goal.

The capacity building targets program staff comprises CARE Sierra Leone DME staff, Managers, Officers, Supervisors, Advisors as well as staff from partners through a combination of ad-hoc trainings, on-the-job coaching and special mentoring by external resource person including consultants. Implementing this capacity building plan needed financial resources as well technical coaching and mentoring delivered by various actors (Senior staff, Universities, Private firms, Free lance consultants). 

It is noticed that the needs were huge due the decade of civil war which provoked a brain drain from Sierra Leone to UK and US. Therefore the capacity building plan took into account only the issues which are relevant for the current projects and at the same time achievable within two-year time. So, a prioritization was done based on the most common needs among staff and that led to a list of specific capacity building events and processes. 

This article present the status of the above events and processes and the extent to which their implementation is foster or not CARE Sierra Leone capacity to do effective program and project diagnosis and design, establish and implement useful monitoring systems, and organize good quality evaluations.
I. INTRODUCTION
Over the past few years, CARE International has developed a series of guidelines, standards and materials on design, monitoring and evaluation (DME) in order to improve the quality of programs and projects worldwide.

The CARE International Sierra Leone Strategic Plan for 2007 – 2011 includes the following enabling strategy: “Strengthen Country Office (CO) and partner organizational capacity to implement accountable, high quality programming driven by thematic expertise and robust DME, including knowledge management and reflective practice”.

The first key activity of this enabling strategy is: CARE and partners are implementing effective DME practices, including reflective practice and knowledge management. One measure of that activity is the recognition of CARE Sierra Leone as an authority in impact measurement and knowledge management, especially in the areas of household livelihood security (HLS), health, youth and governance.

In doing so, a DME capacity assessment was undertaken by the program team. The purpose of this paper is to provide an overview of that process. “DME Capacity Assessment” is CO self-assessments of its capacity to do effective program and project diagnosis and design, establish and implement useful monitoring systems, and organize good quality evaluations. It was hoped that after analyzing these important elements required for good DME and impact evaluation, CARE Sierra Leone CO will then go on to develop strategies and action plans for strengthening specific aspects of its staff’s and partners’ DME capacities and therefore achieve the above enabling strategy.

Having recently transitioned from emergency relief programming back to development, CARE Sierra Leone placed, in 2006, a heavy emphasis on simultaneously improving the impact of its program (and the capacity to reliably measure and understand that impact) and strengthening the skills and competencies of national staff while increasing their responsibilities. This paper will describe the process undertaken in building the CO capacity and will present its lessons learnt that can be applied by development organizations which wish to build or enhance their institutional capacity in design, monitoring, evaluation and learning.

II. DME CHALLENGES IN CARE SIERRA LEONE IN 2006
In 2006, CARE Sierra Leone started transitioning from emergency relief programming to development in a post conflict context. This shift implied both technical and adaptive challenges. These challenges were made more complex by the post-conflict environment in Sierra Leone which was characterized by:
· Weak capacity of national staff as a decade of civil war provoked a brain drain and most of the skilled people flew abroad mainly to United Kingdom and other Anglophone western countries.
· NGOs’ staff background is primarily in emergency and rehabilitation intervention. 

· Culture of dependency created by the aid agencies at community and government levels
.
· Lack of accountability of government and donor community
.
Besides those constraints related to the operating environment in Sierra Leone, CARE International Sierra Leone encounters other internal challenges. 

The in-house technical ones included:

· Insufficient knowledge of CARE program quality framework by key program staff in charge of ensuring compliance with CARE norms and standards during implementation. One of the biggest challenges in improving the program quality was to understand first the concepts (Vision, Mission, Core Values, Principles, Standards, and Development Frameworks), internalize them (by holding ourselves accountable for enacting behaviors consistent with them) and then act upon them.
· Organization of data gathering remained a challenge for ME officers. 

· Lack of in-depth understanding of technical packages for data processing.
· Complexity of information needs: qualitative and quantitative data, survey analysis, compilation of data from several stakeholders, etc.
· Evaluation that CARE Sierra Leone commissioned were most often done as ad-hoc tasks undertaken by an external consultant with minimal or no inputs from staff or stakeholders. These evaluations measured only deliverables and achievements regardless of the way we use the development monitoring and evaluation principles and standards. That was why it was hard to demonstrate true impact (large scale and sustainable) on the field. 

· Lack of ME activities Coordination an Technical support in ME areas

The in-house adaptive challenges included:

· Non-adherence (attitudinal challenge) to CARE Vision, Mission, Core Values, Principles and Standards. For instance for most of staff, CARE core values are seen only as a sheet on the wall.

· Persistence of emergency culture.

· Lack of program coordination and program quality processes at field offices levels.
· Need of Standardization and Harmonization (tools, strategies).
· Monitoring and Evaluation was seen as one individual function rather than a task for every one.
· In some cases, staff looked at ME officer as policeman and field agents don’t see themselves as responsible of the administration of ME tools.
However, despite these challenges almost all projects had a clear logical framework and most of them have done a baseline study and mid-term and/or final evaluation.

Some had an operational ME plan most often written by an external consultant with a minimal inputs by local staff. Therefore, the local staff lacked appropriate ownership, technical skills and adaptive competencies needed to implement properly the ME plan of their respective projects.
In addition, eight national staff ME staff (five ME Officers, one ME Assistant, one Program Quality and Compliance Officer, one Program Quality and Compliance Assistant) from seven projects were in charge of fulfilling the portfolio monitoring and evaluation responsibilities.

Despite the availability of this staff in the country office, the quality however remained below both the CARE and other international standards. 

In July 2006, the new CO strategic plan for 2007 – 2011 included one Enabling Strategy: “Strengthen Country Office (CO) and partner organizational capacity to implement accountable, high quality programming driven by thematic expertise and robust DME, including knowledge management and reflective practice”.
Indeed, during the strategic plan process one of the key organizational weaknesses was related to ME, especially above the project level. But in a survey of partners and peers, DFID, USAID, EC and World Bank expressed high opinions of CARE Sierra Leone, especially its professionalism, timely reporting and monitoring and evaluation
 of projects.

As a result of the annual strategic plan review process cited above, CARE Sierra Leone has structured its program under three thematic areas: Health and HIV/AIDS, Governance and Civil Society, Livelihoods and Asset Creation. The above enabling strategy was set as a key element in transitioning from emergency-focused programming to a development one. 
III. CARE INTERNATIONAL PROGRAM STANDARDS
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The CARE International Programme Standards Framework relates the CARE International (CI) Vision and Mission to selected Principles, Standards and Guidelines that CI Members agree should inform and shape all CARE programs and projects. Its component parts are shown graphically in this pyramid, and then presented in abbreviated fashion to the right.

Our Vision

We seek a society where hope, tolerance, and social justice prevail, poverty has been vanquished and people live in peace and with dignity. 
CARE Sierra Leone will serve as a partner of choice within a movement dedicated to empowering vulnerable communities and individuals, enhancing their ability to achieve livelihood security and social justice.
Our vision can only become a reality through the combined and committed efforts of countless others—individuals, communities, organizations, institutions and governments—as well as our own.  Our mission statement defines the way we conceive CARE’s contribution to the larger movement for peace, human dignity and the elimination of poverty.

Our Mission

In partnership with others, CARE Sierra Leone works to:

· Address the underlying causes of poverty and conflict;

· Strengthen the links between citizens and the state;

· Plan for and respond to emergencies;

· Strengthen the capacity of Sierra Leoneans for self-reliance.
Our core values remind us how we are expected to behave and act in all that we do. 

Our Core Values

Integrity and Accountability: We maintain trust, honesty, and transparency in all we do.
Commitment: We work together effectively in steadfast pursuit of our vision and mission.

Excellence:  We constantly challenge ourselves to the highest levels of learning..

Diversity and Respect:  We recognize and value the dignity and rights of all people. 
In order to fulfill CARE’s vision and mission, all of CARE’s programming should conform to the following Programming Principles, contained within the CARE International Code. These principles are characteristics that should inform and guide, at a fundamental level, the way we work. They are not optional. 

Our Programming Principles

Principle 1:
Promote Empowerment
Principle 2:
Work in Partnership with others
Principle 3:
Ensure Accountability and Promote Responsibility
Principle 4:
Oppose Discrimination
Principle 5:
Oppose Violence
Principle 6:
Seek Sustainable Results
We hold ourselves accountable for enacting behaviors consistent with these principles, and ask others to help us do so, not only in our programming, but in all that we do.

Our Project DME Standards also called as Program Quality Standards

Each CARE project
 should:

1. Be consistent with the CARE International Vision and Mission, and Programming Principles.
2. Be clearly linked to a Country Office strategy and/or long term programme goals.

3. Ensure the active participation and influence of stakeholders in its analysis, design, implementation, monitoring and evaluation processes.

4. Have a design that is based on a holistic analysis of the needs and rights of the target population and the underlying causes of their conditions of poverty and social injustice.  It should also examine the opportunities and risks inherent in the potential interventions.  

5. Use a logical framework that explains how the project will contribute to an ultimate impact upon the lives of members of  a defined target population.  
6. Set a significant, yet achievable and measurable final goal.

7. Be technically, environmentally, and socially appropriate.  Interventions should be based upon best current practice and on an understanding of the social context and the needs, rights and responsibilities of the stakeholders. 

8. Indicate the appropriateness of project costs, in light of the selected project strategies and expected outputs and outcomes. 

9. Develop and implement a monitoring and evaluation plan and system based on the logical framework that ensures the collection of baseline, monitoring, and final evaluation data, and anticipates how the information will be used for decision making; with a budget that includes adequate amounts for implementing the monitoring and evaluation plan.

10. Establish a baseline for measuring change in indicators of impact and effect, by conducting a study or survey prior to implementation of project activities. 

11. Use indicators that are relevant, measurable, verifiable and reliable. 

12. Employ a balance of evaluation methodologies, assure an appropriate level of rigor, and adhere to recognized ethical standards.

13. Be informed by and contribute to ongoing learning within and outside CARE.
These CARE standards apply to all CARE programming (including emergencies, rehabilitation and development) and all forms of interventions (direct service delivery, working with or through partners, and policy advocacy). These standards, as well as accompanying guidelines, should be used to guide the work of project designers; as a checklist for approval of project proposals; as a tool for periodic project self-appraisal; and as a part of project evaluation. The emphasis should not be only on enforcement but also on the strengthening of capacity to be able to meet these standards for program quality. 

IV. INSTITUTIONAL DME CAPACITY BUILDING METHODOLOGY
Hiring a Facilitator
The process started first with the creation of a position of Design, Monitoring and Evaluation (DME) Coordinator who will be in charge of achieving the CO enabling strategy. The purpose of this position was to establish and capacitate national staff in Design, Monitoring and Evaluation unit to support CO projects and contribute to the creation of coherent and accountable program.  
The DME Coordinator had therefore to be the principal architect of a more robust DME system and played  a capacity-building and facilitating role in ensuring the professional development of the core program staff (composed of sector coordinators, project managers, assistant managers, ME officers and assistant ME Officers) so that this team can fulfill the full mandate of CO in DME areas after within 24 months and beyond.  This turnover process may involved some restructuring of the then ME functions, with the potential creation of a deputy position, ideally filled by a competent leader emerging from the national team.  
The DME Coordinator position had therefore two major focuses:  DM&E system creation and on-the-job competency development for CARE Sierra Leone national staff.   Although both were important throughout, it was expected that there will need to be relatively greater weight given to the former in the first year and to the latter in the second year.  The DME Coordinator started working in December 2006 closely with the rest of the program team (led by the Deputy Country Director for Program) to ensure the incorporation of DME best practices across the large program.  
It is noticed that the intention was not for the Coordinator to be responsible for all DME activities, but rather to empower project managers and teams to integrate sound monitoring and evaluation activities into the daily routine of projects, and at the same time hold them accountable for doing so.    The overall goal was to ensure that CO projects conform to CARE International programming principles and standards.  An emphasis was also placed on maximizing partner (including government and project participants) involvement in design, monitoring and evaluation activities, in addition to integrating CARE cross-cutting themes such as Gender Equity and Diversity and Rights-Based Approaches into CO projects.  

Initial Diagnosis: DME Capacity Assessment
The DME Capacity Assessment (CA) aimed at coming out with a tailor-made solution for the country office DME needs and challenges. It encompassed a rapid assessment of country office capacity and gaps in program DME areas at three levels. 
· DME Capacity Assessment at Individual staff level
· DME Capacity Assessment at Project level
· DME Capacity Assessment at Organizational level

After the kick-off discussions on DME challenges among program staff staff, a task force was putted in place to lead the assessment process. The task force comprised:
· One sector coordinator (Health and HIV/AIDS)

· One assistant project manager
· One project technical coordinator

· Two DME staff

· One Facilitator (DME Coordinator)

First the task force met in a one-day workshop to review the tools and adapt them to the context of Sierra Leone before setting an action plan to implement the exercise.
The task force facilitator brought on a regular basis the updates form the process to the senior management team during the weekly meetings.
All project staff (from project managers to field agents) participated and contributed to the assessment through various group discussions and/or one-on-one interviews. The results of DME Capacity Assessment determined the priorities on which CARE Sierra Leone had to focus in the next two years to build a strong DME unit with skilled staff to handle the country office needs.

Steps in DME Capacity Assessment








Tools of DME Capacity Assessment Toolkit
Three main tools were used to undertake the process. All these assessment tools and discussions are based on CARE International Program Quality elements.

1. Self-assessment by individual Project Managers and ME Officers
The objective was to identify the needs of Project Managers (PM) and ME officers in terms of capacity building in DME. Most of them were fully responsible for key aspects of DME which have been included in their job descriptions and/or their Individual Operation Plans. 

The assessment was done through a questionnaire inspired by CARE Impact Guidelines, part III on DME capacity assessment toolkit. The questionnaire comprises the following sections:

· Practical individual experience in DM&E

· Previous training on DM&E you participated in:

· Projects’ strengths in DME

· Projects’ main difficulties / weaknesses in DME process

· Current individual needs (or those of projects) in improving DME process

· Individual staff training needs in CARE DME cycle elements.

· Individual / Project technical support needs

· Understanding of CARE International key programming concepts

2. Project capacity assessment tool by each project team

The PSMI (Project Standards Measurement Instrument) was used as a guideline for understanding CARE Program Quality Standards more thoroughly, and for assessing how well a project currently complies with each of these standards.
For each project, the administration of the PSMI tool was done following the scheme below:

	
	Target
	How

	PROJECT
	Field Supervisors up to Project Manager
	Individual interview with each of them using the PSMI tool

	
	Field Agents
	Group Interview with all field agents + 2 individuals interviews with key informants chosen among the field agents

	PROGRAM SUPPORT (Administrative, Finance, Procurement, Human Resources Units)
	Senior Program Support Staff (head of Unit in main office as well as in the bases)
	Individual interview with each of them using the PSMI tool sections 1 & 2

	
	Other Program Support Staff (including assistants, secretaries, drivers, cleaners and messengers)
	Group Interview with all others program support staff + 2 individual interviews with key informants chosen among them. That should be done per base using the PSMI tool sections 1 & 2


3. CO DME capacity assessment at organizational level
A guide was designed to assess the gaps within the CO headquarters-based program team. This assessment process encompassed an analysis of program quality gaps at national level. This included an analysis of gaps in internal systems, mechanisms and practices related to the country office program coordination, knowledge management, program quality assurance procedures/protocols and information management.

Concretely, a gap analysis was done was each sub-topics and decision was taken on how to improve it (if feasible or prioritized by the Senior Program Team). Thus, the following points were discussed and recommendations were made on them.
Program sectors coordination

· Policy on proposal review
· Policy or Procedures for program coordination

· Policy or procedures on project/program DME

· Policy on knowledge management program learning

· Country Office documentation policy

· Procedures for Project reports review guidelines

Program Quality Assurance

· Main point-persons ensuring program quality in the country office (at field, national, regional and global levels)

· Leadership roles in promoting program quality in the country office program

· Policy or procedures on meta-evaluation, alignment with CARE International norms and standards

Management Information Systems

· Policy and Procedures for program Management information system (MIS)
· Utilization of evaluation reports

· Availability of evaluation reports

Finally, as there was need to have an empowering and participatory assessment, the process (assessment at the three levels) required enough time to undertake the above steps in a proper manner. It took six months from March to September 2007 and led to a reform of CARE DME function and to a two-year CO DME Strategy the implementation of which is done through a continuing DME capacity building action plan.

V. OUTCOMES OF DME CAPACITY ASSESSMENT
The assessment focused first on understanding the gaps related to the country offices challenges (both technical and adaptive ones) in complying with the CARE International Program Framework. Secondly, it focused on the solutions by identifying in a participatory manner the priorities that should be addressed first.

Besides the above, the assessment was critical in enhancing program staff understanding of CARE program quality norms and standards by analyzing the extent to which they or their projects complied with them.
· At individual level: The assessment led to understanding and prioritizing of ME staff needs and to a capacity building plan which is currently being implemented.
· At project level: The assessment led to all program staff awareness’ raising on CARE programming principles and Program Quality Standards. Some projects started shifting from the old habits while others remain under strong attitudinal barriers which prevent them to start the change. 
· At organizational level: The assessment at national level helped in identifying CO program gaps in terms of program coordination, knowledge management, program quality assurance procedures/protocols and information management. 
The main outcome of the DME capacity assessment findings is a structural reform within the program staff through which: 1) a clear mandate was made mandatory for all projects in terms of program quality, and 2) an internal accountability system was set to monitor the compliance with norms and standards and also led the country office learning agenda for the same purpose.
The findings have been analyzed and led to a reform in CARE Sierra Leone program structures and systems that would enable the achievement of the enabling strategy (included in the country office strategic plan). This reform in program structure was accompanied by the DME capacity building plan so that to ensure all emerging gaps are filled especially the ones related to adaptive challenges.
The Institutional Reform

After the assessment, the country office reorganized the DME function within the program. It created a DME unit, which role is:
· Enabling Unit (catalyst)

· Quality Assurance Body for CO Portfolio

· Capacity Building

· Technical Assistance

· Synergy Development

It was assumed that by playing the above role, the unit would be able address both the technical as well as the adaptive challenges in order to achieve better program quality processes at field and national offices levels. By its composition, the unit is also in charge of creating bridges between projects and therefore promotes knowledge management and learning. In ensuring that, three district-based positions (DME Officer) were created. The DME officers coordinate all DME activities at sub-office level and contribute to set-up a coherent, and robust integrated program portfolio at district level. 
In addition, the systematization of norms and standards simultaneously with building technical skills while promoting adaptive solutions was also set as a priority for all major program key players within CARE Sierra and partners staff (Sector Coordinators, Project Managers, and Chiefs of Party) in the country.

DME Capacity Building Plan

The plan had two components, one dealing with building technical skills and the other implementing the adaptive solutions for better program quality.
· Technical Capacity Building in DME
The individual capacity assessment led to the establishment of a coherent capacity building action plan using both on-the-job trainings as well as formal workshops.

Given the huge amount of technical needs the capacity building plan took into account only the issues which were found as relevant for the existing program portfolio and which could have been achievable within two-year time. So, a prioritization was done based on the most common needs among staff based on their job requirements (Job Description and Individual Operations Plan). That led to a list of specific capacity building events and processes. 

While, there were some technical trainings organized for specific needs, the on-the-job trainings were based on projects’ actual needs such as logframe and M&E plan design, Data Analysis (interpretation for quality decision making); design of monitoring tools, database tracking key indicators over the project life, use of baseline study and/or mid-term review findings, use of M&E software, reporting quality, Standardized M&E/MIS system for major program component (literacy, village saving and loans, governance, etc.). 

The technical capacity building targeted all program staff through a cascade rolling-out of trainings/orientations on basics DME topics such Development Frameworks (Household Livelihood Security, Rights-Based Approach, and Unifying Framework), Evaluation Norms & Standards, Quality Reporting, Information Analysis and Interpretation for decision Making, Knowledge Management and Learning, etc.
However, the other complex capacity building subjects targeted only CARE Sierra Leone DME staff, Managers, Assistant Managers, and some prominent Officers, Supervisors, and Advisors as well as key staff from partners through a combination of ad-hoc trainings, on-the-job coaching and special mentoring by external resource person including consultants. 
Below is an overview of the major topics for which, there having been trainings already:

	Training
	Period
	Methodology

	Global training on DME norms and standards
	Five days
	Standard CARE Training based on the Program Quality Framework

	Data Analysis and Interpretation 
	Two weeks
	Workshop in Nairobi organized by AMREF

	Quantitative Research Methods
	Two days
	Introductory training followed by several on-the job trainings

	Training on Statistical Software Package
	Various
	The targeted staff attended several trainings by CARE, consultants or by other sister NGOs 

	Qualitative Research Methods
	One week
	Three days workshop followed by a practical exercise during three weeks (a household livelihood security assessment with an HIV/AIDS lens)

	HIV/AIDS M&E
	Two weeks
	Pretoria University in collaboration with MEASURE

	M&E for Governance 
	Various
	First there was a two-day orientation followed by three days roll-out workshop in each district


The in-coming technical trainings will be related to Impact Evaluation Methods and Evaluation Management.
Implementing this capacity building plan needed financial resources as well technical coaching and mentoring delivered by various actors (CARE Senior staff (Deputy Country Director, Sector Coordinators, Regional and Headquarters Program Staff), Universities, Private firms, Free lance consultants). 

This capacity building plan addressed the most critical needs which require training and/or an orientation. All other technical support needs and skills’ transfer are done through on-the-job training, mainly based on a staff-driven approach (upon request). The on-the-job trainings included taking advantage of the external consultants hired for ad-hoc tasks (evaluation, design, review, etc.) to train/orient some staff on various topics (Measurement of relevance, effectiveness, efficiency and sustainability, specific tools, quantitative and qualitative data analysis, policy analysis and evaluation, etc.).
· Promotion of Adaptive Solutions
Alongside the technical capacity building, other initiatives targeted the status of adaptive challenges (see II Above) related to program quality at both local and national level. The adaptive challenges were tackled not only by the DME unit but with the collaboration of all departments within CARE Sierra Leone. 

On one hand, the human resources unit played a leadership role and organized series of trainings and orientations aiming at changing staff attitudes and behaviors for better program quality and impact.  These training were on: Adaptive Management & Leadership, Effective Communication, Building Trust, Feed Back, Emotional Intelligence, Organizational Ownership, etc.
On another hand, all managers were hold responsible to lead the required adaptive changes by being a role model for their supervisees. The same was done for partners working with CARE Sierra Leone. They were requested to start being true partners with CARE and to comply with the state-of-art standards by themselves. CARE Sierra Leone itself stopped its big brother attitude and started valuing the partners.
The DME unit made the same efforts in tackling the perception of ME staff as police men or women by demonstrating the unit added value to each project team and by empowering low level staff in ME (through a demystification of ME which was also seen as a domain for experts only).

Currently, about eighteen months after the DME capacity building assessment, all program staff agreed on and is working toward: 1) a vision for program quality in the country office; 2) how can it happen (attitudes, practices and behaviors)?; 3) what will be the benefits?. Nowadays, there are signs of positive changes which show that the program staff is being more enthusiastic and is motivated to continue implementing the adaptive solutions.
VI. LESSONS LEARNT

For Aid Agencies and Governments
· It is not possible to build the capacity of all staff in all necessary areas. Therefore, the prioritization of needs should be based on actual needs, some of which can be fulfilled through outsourcing without having a technical capacity. It is critical to find out the niches. Usually a capacity assessment can show which aspects of development frameworks are well understood and applied, and which ones are unknown or ignored and why.
· Where projects continue from a previous relief based environment, NGOs and other aid agencies should consider changing staff to those with greater skills in development approaches. This would help break the relationships that old staff developed with communities and stakeholders and enable attitudinal changes for better program quality.
· Doing a participatory assessment is an effective way for staff to understand practically the principles, norms and standards but is not sufficient to ensure ownership. The ownership level depends on the extent to which key personal are empowered (in terms of responsibilities) and are hold accountable.

· Understanding the complexity and impact of adaptive challenge is a key of success (in fact not addressing the adaptive challenges is a “killer factor”). Don’t do the classic error of adopting technical solutions for adaptive challenges. Doing the capacity assessment increased program staff awareness of the elements of program quality framework and how the later relate to their daily work, attitudes and behaviors but it did not lead straight forward to the expected changes without treating the adaptive problems with adaptive solutions.

· From many projects’ experiences, there is evidence that if we don’t comply first with our core values, it is hard to ensure compliance with norms and standards which have a lot to do with attitudinal changes (for instance in engaging in partnership, in promoting empowerment and accountability to communities).
For Development Implementers
· Most often, organizations assume wrongly that there is a tacit knowledge and understanding of norms and standards. This is not the case and therefore the first challenge to overcome in building capacity is to explain why and for what outcome capacity is built. Staff, partners and key stakeholders have first to be aware of concepts (Vision, Mission, Core Values, Principles, Standards, and Frameworks), internalize them (by holding each other accountable for enacting behaviors consistent with them) and then act upon them. 
· The capacity building in DME alone can not lead to the desired accountability which is needed to make changes happening. There is need to re-think the structures, systems and staffing (institutional reform). The reason being that no follow up will be done properly if there is not “a customer” and “a watchdog entity” for the norms and standards. If these don’t exist, the focus will be only on the basic donor-led monitoring and evaluation requirements. 

· It is advisable to set up a global (office/sub-office level) performance measurement system (for instance using scorecard monitoring of ME systems) which includes compliance with norms and standards so that to ensure accountability and continuous focus on program quality. 
· A lot of local capacity building opportunities are missed by development implementers. It is important to change the way of doing ad-hoc consultancies during which they bring-in an external expert (be it national or expatriate). Most often, no or only few skills are transferred to local staff as it was not stated before as mandatory in the terms of reference.
· There is a high risk of miss-perception of the institutional capacity building as a one man/woman battle in the country office. While there is need to have a strong facilitator, the thing is that the changes needed have to happen at two levels (Senior Management + Field where activities are being implemented). So building the commitment of all key staff is one of the key factors of success. The key staffs in the organization have all to become the champions of institutional capacity building and therefore they should understand, own, and commit to assist the initiative.

For donor community

· It is important that donors commit to fund some extra activities as most of development implementers have not enough resources for capacity building and they rather assume that they will hire “ready” staff to work on projects and programs.

· Be aware of the capacity gaps within their staff and find out how to address as the capacity of their own staff limit the quality of accountability.

For academic community and evaluation bodies
· There are many capacity building suppliers in evaluation but no standardization in the curricula (for HIV/AIDS ME Training). It is critical to continue investing in harmonization of monitoring and evaluation norms and standards for development and in capacity building packages tailored to the needs of development implementers.

VII. CURRENT DME CAPACITY OF CARE SIERRA LEONE AND THE WAY FORWARD
Current CARE International Sierra Leone has a strong DME unit with skilled staff to plan and manage all its program needs. The DME unit is contributing to the following:
· Improved DME Culture within CARE Sierra Leone Program Portfolio: Through better coordination and harmonization of programming practices based on the state of art in general and CARE program quality in particular, the unit ensures that all staff understand and apply systematically all the phases of CARE project DME cycle.

· Promotion of Culture of Sharing, Learning, Thinking and Innovation: There is a systematization of information
 sharing, archiving projects’ reports and evaluations
.

The DME unit serves also as a bridge between the three strategic sectors of CARE Sierra Leone: Health and HIV/AIDS, Livelihoods and Governance.

There have been a lot of progress towards becoming an authority in impact evaluation and knowledge management as CARE Sierra Leone capacity to do effective program and project diagnosis and design, establish and implement useful monitoring systems, and organize good quality evaluations; has increased over the last two years.

However, there are always challenges to overcome including but not limited to:
· Staff turnover (including expatriate)

· Promoting learning and innovation while managing risk

· Impact measurement and its attribution to CARE Sierra Leone (Donors Versus CARE)
· Use of web-based knowledge management system creating for sharing purpose

· Changes in donors’ regulations

The way forward for CARE Sierra Leone comprises the following:
· Active Staff Motivation and Retention Strategies: This is being handled by the human resources department with support from the country director. It includes among other things the review of salary and benefits package, staff wellness and an enhanced working climate.
· Talent Management Process: That process started and it will end up with the handover of the unit leadership to a qualified national staff through a succession planning.
· Creation of an impact-led culture: This is the expected outcome (thinking evaluatively, Rugh 2006) if the quality assurance system works genuinely.
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Elaboration of CO Strategy to Strengthen DM E Capacity 





Completion of CO DM E Capacity Assessment Tool (Headquarter Program Team)





Aggregation and synthesis of all project assessments and Summary of project staff DME training needs





Completion of project capacity assessment tool





Assessment of training needs of individual staff (and partners)





Thorough discussion of DME challenges among project staff (and partners)











� See a report by EURODAD with Campaign for Good Governance (2008), “Old Habit Die Hard: Aid and Accountability in Sierra Leone”.


� See a report by EURODAD with Campaign for Good Governance (2008), “Old Habit Die Hard: Aid and Accountability in Sierra Leone”.


� It is noteworthy that those external to CARE point to M&E as a CARE strength almost as consistently as internal analyses identify it as a weakness.  This is indicative of the extent to which reflective practice and critical thinking has become a part of CARE Sierra Leone’s organizational culture.


� These standards refer specifically to CARE projects (whether implemented directly or through partners).  However, where there are specific longer-term programme plans these standards should apply to them as well.


� Mainly those from our program meetings, projects’ implementation (strategies, M&E, reports) and evaluations (success, challenges, lessons learned) and from other CARE COs.


� Available in electronic version online and in a filing system established in the Program Resource Centre.
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