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EXECUTIVE SUMMARY  

The purpose of this evaluation is to inform the U.S. Agency for International Development’s 

(USAID’s) future investment in partnerships and strategies to improve development impact as a 

part of the Agency’s reform agenda, USAID Forward. The evaluation places particular focus on 

the role played by U.S. private voluntary organizations (PVOs)/non-governmental organizations 

(NGOs) intermediaries and their local partners to accelerate progress for current and emerging 

priorities in health, particularly ending preventable child and maternal deaths.  

The evaluation highlights future directions and needs, evaluates strengths and weaknesses of the 

Child Survival and Health Grants Program (CSHGP) and, based on these findings, it suggests 

potential future program options. The evaluation concludes that, based on a review of global 

directions and proven PVO capabilities, there is a future role for U.S. PVOs, among other 

partners, in ending preventable child and maternal deaths. CSHGP has supported many of the 

strengths of these organizations, but elements of the program’s structure and management have 

limited grantees’ contributions. CSHGP no longer provides a very effective vehicle to take 

advantage of potential contributions of U.S. PVOs and their local partners in community-

oriented programming to accelerate ending preventable child and maternal deaths. New 

programming options should be considered. 

The Child Survival and Health Grants Program (CSHGP), since 1985, has been USAID’s primary 

central vehicle for enlisting the support of U.S. PVOs to engage in community-oriented 

programming for child survival. It has three components: (1) small scale country-based 

cooperative agreements with U.S. PVOs and NGOs, selected through an annual competitive 

process; (2) technical assistance (TA) through the Maternal and Child Health Integrated Program 

(MCHIP) to support PVO work in rigorous monitoring and evaluation, maternal and child health 

(MCH) technical areas, operations research techniques and use of evidence, and reporting; and 

(3) networking for collaboration to strengthen leadership in community health through the 

Child Survival Collaborations and Resources (CORE) Group PVO/NGO coalition. This 

evaluation covers the period since 2003, after CSHGP moved to the Bureau for Global Health 

(BGH). As of October 2012, the CSHGP portfolio consisted of 34 projects implemented in 26 

countries by 23 U.S. PVOs. 

EVALUATION QUESTIONS, DESIGN, METHODS 

The evaluation seeks to answer these questions: 

1. How have the activities and results of CSHGP and the work of its grantees contributed to 

USAID’s strategic priorities (particularly ending preventable child and maternal deaths)? 

2. In light of the major priorities and emerging needs (particularly ending preventable child and 

maternal deaths), how relevant is CSHGP, considering [the program’s] current structure 

and approaches?  

3. What do the experiences of CSHGP tell us about potential future roles for PVOs/NGOs? 
4. What are options for USAID to best structure and organize a future program to support 

PVO/NGO partnerships to contribute to ending preventable child and maternal deaths? 

To answer the first question the six-person evaluation team examined each program component 

separately: grants, TA, networking, and program structure and management. The team reviewed 

documentation, conducted country visits and interviewed key informants to triangulate findings. 

To answer the second and third evaluation questions, the Team reviewed USAID and global 

strategic documents. It also asked key informants about the future directions and needs for the 

task of ending preventable child and maternal deaths. The Team took what it had learned about 
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directions and needs and compared it with CSHGP and PVO experience in the past decade. It 

used the results of this comparison to determine future needs and to identify areas of alignment 

between those needs and program/grantee strengths. Based on results, the Team developed 

recommendations and options for the future. There were limitations in data availability, time and 

level of effort (LOE). 

KEY GLOBAL THEMES TO ACCELERATE PROGRESS ON ENDING 

PREVENTABLE CHILD AND MATERNAL DEATHS 

Six important strategic themes emerged to guide future programming: 

 

1. Countries must take the lead. To do this, they need help in strengthening health systems, in 

examining sub-national trends to target services to those who are currently under served 

and in understanding the role of private sector providers and in supporting decentralization.  

2. Target countries with highest disease burdens and highest-risk populations. Remaining at-

risk groups will be harder to reach. A smaller list of priority countries will include states 

with poor infrastructure and highly mobile populations. Community-level solutions will gain 

in importance.  

3. Focus on high-impact solutions through support for innovation to increase access to and use 

of evidence-based, equitable health solutions.  

4. Create transparency and accountability, with a specific role for civil society to support 

communities so as to ensure equitable provision of services.  

5. Use improved metrics and evaluation to share knowledge and progress.  

6. Create a supportive environment by addressing non-health barriers.  
 

Findings on CSHGP Grant Contributions to USAID Priorities 

Health outcomes: Grantees have contributed to increased coverage and healthy behaviors in 

the areas they served during the periods of the grants. 

Capacity building: Grantees have introduced technical improvements in community 

approaches, including use of local health workers (e.g. task shifting), community mobilization, 

and improved use of data for decision-making. Grantee contributions to capacity building of 

local organizations appear mixed, and both objectives and the means to measure capacity are 

not clearly understood by grantees or USAID. 

Country ownership: CSHGP has encouraged PVO grantees to involve stakeholders, leading to 

closer relationships with local government. Governments and community organizations now 

have greater recognition of the importance of community-based approaches and community 

health workers in improving maternal and child health. Grantees have partnered well with local 

NGOs and government, though more could be done with other local entities. 

Scale up: CSHGP grantees have contributed to scale up or spread of effective interventions in 

some important cases, but CSHGP has no well-defined strategy for scale-up and no systematic 

means to measure effectiveness of efforts to scale up.  

Sustainability: CSHGP has not applied a consistent sustainability strategy, and not all PVOs 

consider application of such a strategy appropriate for the grant program. 

Equity: CSHGP has helped PVOs improve their targeting for equity, and grants are targeted 

appropriately to poor and underserved populations.  

Innovation: Operations research (OR), the program focus since 2008, shows potential for 

PVOs and research partners to generate policy-relevant, community-level evidence for 

countries. There are strong OR projects testing innovations and contributing to scale up. 

CSHGP design in many ways reduced the capacity of OR programs to produce high-quality, 

scalable research: (1) the relation between the main project and the OR component is ill 

defined, and OR activities are not guided by a clear research agenda; (2) project design gives 
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insufficient attention to dissemination; and (3) PVO OR capacity needs and requirements of 

research-partners are inadequately considered and funded.  

 

Findings on Technical Assistance  

Most PVO, MCHIP, CORE and USAID informants spoke of CSHGP’s major contributions in 

terms of TA on PVO operation, technical knowledge and use of evidence. However, during the 

evaluation period, the quality and quantity of TA to PVOs decreased, as funding declined and 

USAID used TA more for central support. More PVOs sought TA via tools through CORE 

Group Working Groups and other sources. PVOs still need TA for OR, but this need is not 

well defined.  

 

Findings on Networking: 

CORE Group has been very effective in fostering collaboration and disseminating tools and 

knowledge among its members. In some cases, tools have been disseminated beyond CORE 

Group and have influenced international community-based health programming. Though CORE 

Group represents its members in many global fora, it is not clear to what extent the global 

community is influenced by CORE Group’s members’ collective experiences and learning.  

 

Findings on Program Structure and Management: 

The broad scope of CSHGP has enabled program managers to mold the program to changing 

priorities, but this has left it without a consistent purpose and direction – reflected in the 

shifting emphasis given to sustainability, scale-up and innovation over the years. Program 

processes have become increasingly complex with the requirements associated with OR. 

Rationale for grant length, size and country selection are no longer clear under the OR focus. 

CSHGP has experienced declining funding since 2004, and it is unlikely that this trend will 

reverse. Program structure seems excessive in light of funding realities. 

 

RELEVANCE OF CSHGP AND FUTURE ROLE OF PVOS 

CSHGP has helped PVOs to target their assistance in community-oriented programming to high-

burden, high-risk populations, to use improved metrics and evaluation, to work closely with 

government and to support innovation through OR. However, CSHGP funding, structure and 

processes did not sufficiently support scale, sustainability, or country ownership at the national 

level to enable many of the interventions grantees introduced to achieve broad impact, thereby 

limiting their contribution to the APR objective of accelerating ending preventable child and 

maternal deaths. Despite these factors, CSHGP has strengthened a set of PVOs that are well 

positioned ─ with skills that are highly appropriate ─ to meet priority needs.  

 

CONCLUSIONS AND RECOMMENDATIONS 

Based on the findings about  strengths and weaknesses of the CSHGP in light of USAID’s 

strategic priorities and future needs  and  proven PVO capabilities, there is a future role for U.S. 

PVOs, among other partners, in ending preventable child and maternal deaths. CSHGP has 

supported many strengths of PVOs, but there are elements of the program’s structure and 

management that have limited grantee contributions. CSHGP no longer provides an effective 

vehicle to take advantage of potential contributions of U.S. PVOs and their local partners in 

community-oriented programming to accelerate ending preventable child and maternal deaths, 

and suggests programming options that could contribute significantly to BGH and global needs. 

 

When a program has 30 years of history and has undergone a progression of changes and 

adaptations during its life, and when many of the same PVOs have been applying for grants over 
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the course of those years, there are unwritten expectations that make it very difficult to take a 

fresh look at the best way to support achievement of APR through community-oriented 

programming. But a fresh, and more strategic look, is critically needed at this time and will 

enable the development of a strong new program that adopts and builds on the strongest 

elements of the CSHGP. The evaluation recommends: 

 

1. While designing a new program, complete existing grants under CSHGP but issue no new 

requests for applications. 

2. Provide a legacy grant to CORE to plan for a future independent of CSHGP financing. 

3. Design a new program central to BGH’s MCH strategy, which might be focused on one or 

more of the following options: 

a. A community-oriented operations research program 

b. An implementation research program focused on community health workers and 

community health systems 

c. A community accountability program 
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I. INTRODUCTION  

BACKGROUND 

The Child Survival and Health Grants Program (CSHGP), since 1985, has been the U.S. Agency 

for International Development’s (USAID’s) primary central vehicle for enlisting the support of 

U.S. private voluntary organizations (PVOs) to engage in community-oriented programming that 

improves the reach of child survival initiatives. The CSHGP consists of three synergistic 

components:  

 

(1) global implementation of small scale grants at the district level within countries through 

cooperative agreements with U.S. PVOs and non-governmental organizations (NGOs) 

selected annually through a competitive process that begins with a Request for 

Applications (RFA);  

(2) specialized technical assistance (TA) – currently provided by the Maternal and Child 

Health Integrated Program (MCHIP), USAID’s flagship maternal and child health (MCH) 

program ─ to support PVO work in rigorous monitoring and evaluation, MCH technical 

areas, operations research techniques and use of evidence, and overall reporting; and  

(3) networking for collaboration leading to action and learning to strengthen leadership in 

community health through the Child Survival Collaborations and Resources Group 
(CORE Group) PVO/NGO coalition.  

First managed from the Office of Private and Voluntary Cooperation (PVC), CSHGP moved to 

the management of the Bureau for Global Health, Office of Health Infectious Diseases and 

Nutrition, Nutrition Division (BGH/HIDN/NUT) in 2002. As of October 2012, the CSHGP 

portfolio consisted of 34 projects implemented in 26 countries by 23 U.S. PVOs; each project 

has typically been valued at $1.5 to $1.75 million over 3 to 5 years1. This performance 

evaluation covers the period from 2003, when the Bureau for Global Health (BGH) first issued 
an RFA, to the present. 

CSHGP originally focused on building the capacity of U.S. PVOs to carry out maternal and child 

health programs. By the time it moved to BGH management, the program’s primary focus was 

to support PVOs, as implementers of projects with their in-country partners, to contribute to 

improved health outcomes. U.S. PVOs were expected to build capacity of their in-country 

partners as a key element of sustainability. New U.S. PVO partners2 were encouraged to apply 

in order to broaden the range of U.S. organizations involved in the program, and technical 

support to new partners  was still a key program component. By 2007, both new and traditional 

partners were expected to contribute to building local capacity.  

BGH marks 2008 as a major strategic shift of CSHGP, operationalized through the establishment 

of the innovation category. This category challenged U.S. PVOs to introduce, test, and transfer 

new ideas for delivery of critical MCH interventions. The parameters were kept purposefully 

broad, both in terms of how innovation was defined and how the effectiveness of the 

intervention was to be measured. The innovation category became more specific each year, with 

operations research (OR) (the means by which the effectiveness and feasibility of innovations 

were to be tested), the process for conducting OR and dissemination of results better defined. 

The 2012 RFA introduced the Scalable Solutions to Challenges: Advancing Learning and 

Evidence (SCALE) category, which places greater emphasis on dissemination of evidence to 

support learning and national and global scale-up. 

                                                           
1 A few projects had higher values ($2.5 to $4 million).  
2 New partners included first time applicants to the BGH or CSHGP or partners eligible under USG new partner definitions. 
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PURPOSE OF THE EVALUATION AND KEY EVALUATION QUESTIONS 

The purpose of this evaluation is to inform USAID’s future investment in partnerships and in 

strategies to improve development impact as a part of the Agency’s reform agenda, USAID 

Forward. The evaluation places  particular focus on the role played by U.S. PVO/NGO 

intermediaries and their local partners in accelerating progress for current and emerging 

priorities in health, particularly ending preventable child and maternal deaths. It is not intended 

to be a performance evaluation of CSHGP or to determine whether it had achieved the 

objectives set out for it. (Full scope of work is found in Annex A).  

The CSHGP development hypothesis3 is that accelerating reductions in child, newborn and 

maternal mortality with increased equity requires improving and sustaining health outcomes 

among poor, vulnerable, and underserved families and communities by building the capacity of 

primary health care and community systems to effectively improve the health of the community 

as well as to respond to their felt needs. CSHGP considers U.S. PVOs/NGOs well positioned to 

catalyze partnerships at the local, national, and global levels to creatively and effectively address 

challenges in implementing national and global policies and strategies and strengthen primary 

health care and community systems to sustain improvements through capacity building 

partnerships with ministries of health, local civil society, and communities. CSHGP seeks to 

leverage the entrepreneurship, technical expertise and capacity of U.S. PVOs/NGOs to extend 

programs into communities by working with local partners to support the leadership of national 

governments in responding quickly and effectively to the implementation of policies and 

strategies to improve child, newborn and maternal health and survival through: 

 Improving coverage of integrated, high impact interventions in poor, underserved 

populations 

 Building capacity to strengthen functionality of community and primary health care systems 

 Generating practical learning, evidence and technical resources for scalable solutions 

 Facilitating partnerships and representing civil society and communities 

With this in mind, the evaluation was asked to answer the questions below (revised from the 
original scope of work and based on evaluation team (the Team) deliberations): 

1. How have the activities and results of the CSHGP and the work of its grantees 

contributed to USAID’s strategic priorities (particularly ending preventable child and 

maternal deaths)? 

2. In light of the major priorities and emerging needs in health (particularly ending 

preventable child and maternal deaths), how relevant is the CSHGP at present, 

considering [the program’s] current structure and approaches?  

3. What do the experiences of the CSHGP tell us about important roles for PVOs/NGOs 

going forward? 

4. What are the options for USAID to best structure and organize a future program to 

support PVO/NGO partnerships to contribute to ending preventable child and maternal 

deaths? 

SUMMARY OF METHODOLOGY 

The Team consisted of six individuals with expertise in MCH, health systems strengthening, civil 

society, implementation science, and evaluation techniques. Several team members also had 

previous experience with USAID and understood USAID’s processes. (Biodata for team 
members can be found in Annex B.) 

                                                           
3 CSHGP Evaluation Scope of Work  



  3 

Prior to 2013, CSHGP did not have a written development hypothesis. Numerous iterations of 

program objectives and indicators, results frameworks and performance management plans have 

indicated that the CSHGP managers saw the program as contributing to coverage, scale and 

leadership in achieving maternal and child health outcomes at local, national and global levels. 

Although the pathway to change may have been clear in the minds of program managers, the 

program’s objectives and the means of attaining them were stated in different ways at different 
times.  

After review of the evaluation scope of work, preliminary discussions with key USAID program 

managers and a first cut at documentation review, the Team diagrammed the way that the 

program is intended to influence stakeholder behaviors and actions so as to achieve its overall 

goals and objectives. What were the elements of the program over which USAID had control? 

What actions and behaviors was it trying to influence through these elements? Because the 

program uses PVOs as intermediaries to achieve its results, to what extent did these actors 

exert their influence at successive levels to achieve program outcomes at local, district, national 

and even global levels? This outcome mapping provided a frame to guide data collection and 
analysis.  

The resulting evaluation methodology then became a test of the extent to which the program 

was actually contributing to coverage, scale and leadership in achieving maternal and child 

outcomes at local, national and global levels in line with USAID’s strategic priorities. If 

assumptions about the program’s effect on various levels of influence and impact were incorrect, 

it would suggest that the program may not have achieved these objectives, that its development 

hypothesis may need to be altered and that, in the future, alternative strategies within the 

USAID sphere of control may prove more effective. (Figure 1 shown here is a simplified version. 

The detailed version, 

drawing on CSHGP’s 

development outcomes 
model, is in Annex C.) 

Guided by its model, the 

Team broke down the first 

evaluation question into 

program contributions to 

health outcomes, removal 

of key barriers to access, 

and pursuit of key 

principles4 – with particular 

focus on scale-up, country 

ownership and 

sustainability. The Team 

examined each program 

component – the elements within USAID’s sphere of control -─ separately: grants, technical 

assistance, networking through the CORE group, and the program structure and management 

within USAID. The Team reviewed a vast amount of program documentation, conducted three 

country visits and interviewed a wide range of key informants to triangulate findings and gain in-

depth perceptions. 

To answer the second and third evaluation questions, the Team reviewed USAID and global 

strategic documents. It also interviewed key global, USAID and PVO informants about future 

                                                           
4 Equity; women and girls empowerment and gender equality; country ownership; results/measurement; sustainability; transparency, 
accountability, good governance; innovation and research; integration of service delivery; networking; scale-up of locally adapted 

solutions; and, partnership.  

Sphere of Control

Sphere of Influence I

Sphere of Impact

Sphere of Influence II

•Ending 
preventable
deaths

•Equitable 
coverage 

•Community 
behaviors

• PVO
grants

• Technical
assistance

• Networking

•PVO
grantees

•CORE Group
•Non-grantee 
PVOs

•Local NGOs
•Local governments
•Ministries of Health
•International 
organizations

Figure 1: CSHGP Outcome Mapping, Simplified Version 
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directions and needs for the task of ending preventable child and maternal deaths. The Team 

took what it had learned about directions and needs and compared it with CSHGP and PVO 

experience in the past decade. It used the results of this comparison to determine future needs 
and to identify areas of alignment between those needs and program/grantee strengths.  

The Team interviewed more than 30 USAID representatives from throughout BGH, Bureau for 

Policy, Planning and Learning, Office of Innovation and Development Alliances, other central 

offices and four missions; about 35 PVO representatives in individual and group meetings; nine 

CORE staff, working group members and board members; six global experts from the World 

Health Organization, the United Nations Children’s Fund (UNICEF), the Bill & Melinda Gates 

Foundation, the Center for Global Development and elsewhere; four historical experts on the 

CSHGP; five operations research partners and experts; four key grant evaluators and six MCHIP 

PVO/NGO support staff. Country visits were made to two countries that have a long history 

with CSHGP – Nepal and Kenya – and one post-conflict country – Liberia. The country visits 

included individual and group interviews with more than 70 individuals from local and national 

government, first-line health providers, U.S. PVO and local partners, operations research 
partners, local MCHIP representatives, UNICEF and others. 

This evaluation experienced some limitations: dearth of secondary data for some findings, 

inability to obtain financial and staffing information, inability to compare to similar projects, and 

time and level of effort (LOE) constraints. 

The full methodology for the evaluation can be found in Annex D. Greater detail on limitations 

to the methodology can be found in Annex E. A partial list of documents reviewed can be found 

in Annex F. A list of the types of informants interviewed can be found in Annex G. (The Team 

has chosen not to list specific names of informants in the interest of confidentiality.) Country 
case studies can be found in Annex H.  

Qualitative data from individual and group interviews were transcribed and coded in Dedoose, a 

cross-platform application for qualitative and quantitative analysis, and were triangulated across 

sources to identify and verify emerging themes. All evaluation team members agree with the 

findings, conclusions and recommendations presented here. Any quotes presented are 

representative of the main themes emerging from the qualitative analysis. Quotes should be 

considered illustrative of areas of broad consensus and do not represent the isolated viewpoint 

of a single source. All interview and participatory group discussion respondents agreed to be 

quoted anonymously with their stakeholder group identified. 

 

II. FUTURE DIRECTIONS: USAID’S 

EVOLVING PRIORITIES 

This section examines the current and future directions of USAID, the global community and 

national governments as they move toward ending preventable child and maternal deaths. The 

objective of this examination is to enable examination of the Child Survival and Health Grants 
Program’s (CSHGP’s)  relevance and possible contributions of U.S. PVOs in the future. 

Global strategy documents in MNCH, USAID strategic priorities and the views of global and 

USAID policy informants converged on major strategies to speed progress on ending 

preventable child and maternal deaths. 
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1. Reinforcing country leadership A Promise Renewed5 (APR) puts responsibility clearly 

on leadership of countries to set and sharpen national action plans, assign costs and monitor 

milestones. USAID Forward6 seeks to better align U.S. resources with the priorities of partner 

countries. To accomplish this, the USAID Global Health Strategic Framework7 focuses on health 

system strengthening to support country capacity to provide leadership, recognizing that health 

systems are mixed, that the private sector may provide much of the health products and 

services, and that the government’s role is one of standard-setter and regulator, not just service 

provider. Global and USAID policy informants believe donor support will emphasize evidence-

based modeling, will work with local country-based institutions to examine sub-national trends 

to target services to populations not adequately reached and will provide support for 

decentralization.  

2. Targeting countries with highest disease burdens and highest-risk 

populations: APR calls for strategic targeting of assistance to the poorest and most 

geographically isolated households in countries and regions with the most child deaths. The 

USAID Global Health Strategic Framework plans to purposefully target countries and regions with 

highest disease burdens, focusing on populations and groups where diseases are concentrated. 

All informants recognize that, as more progress is made, remaining at-risk groups will be harder 

to reach. Moreover, they anticipate that at-risk groups will be located in fewer priority 

countries and in more near-failed states with poor government infrastructure and highly mobile 

populations. Reaching the highest-risk populations require innovative approaches tailored to 

specific local areas. Community-level solutions will gain in importance. 

3. Focus on high-impact solutions through support for innovation: APR notes 

that effective health interventions already exist. The need is for sharp focus on increased access 

to life-saving commodities, investment in neonatal and maternal health and nutrition, and 

innovation to accelerate results. USAID Forward challenges the Agency to identify and scale up 

innovative, breakthrough solutions to intractable development challenges through accelerated 

development of innovation, science and technology. The USAID Global Health Strategic Framework 

states: “Because of its ability to engage successfully at the community, health facility, national, 

regional, and global levels, USAID is able to link community health issues with the global health 

agenda, ensuring that implementation science is a two-way relationship.” Global and USAID 

informants confirm that testing innovation and fostering its adoption will be even more 

important as new technologies and products are developed that can be adopted at the 

community level. The future for USAID, as one BGH informant put it, “is adopting, sustaining 
and scaling solutions.”  

4. Mutual accountability and transparency: APR sees creation of transparency and 

accountability, locally and globally, as a key factor to assure sustainable progress in improving 

maternal, neonatal and child health. There is an important role for civil society in this process. 

“Through action and advocacy, civil society can support the communities and families whose 

decisions profoundly influence prospects for maternal and child survival.”8 The USAID Global 

Health Strategic Framework echoes the commitment to mutual accountability and shared concern 

for human rights. Global and USAID informants noted the importance of the accountability 

score cards. Several see a role for civil society to help policy makers determine where things are 

going well and where they are not in working toward APR. As a global informant commented, 

                                                           
5 A Promise Renewed (APR) 2012 Progress Report 
6 USAID Forward Report to Congress 2012 
7 USAID Global Health Strategic Framework. This document, rather than the GHI Strategy, is cited throughout this evaluation, as it 
post-dates the GHI Strategy and is fully consistent with the GHI Strategy. 
8
APR Progress Report 2012, page 5 
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the key to sustainability is increasing demand and that is done by making sure the community is 
engaged and understands that services can and should be provided or regulated by government.  

5. Improved metrics and evaluation: APR emphasizes the importance of sharing 

knowledge, metrics and evaluation of progress. USAID Forward calls for creation of replicable, 

reliable data on core indicators that allow comparison of progress across countries and time. 

The USAID Global Health Strategic Framework speaks specifically to strengthening of local-level 

systems for disease surveillance and developing globally accepted monitoring and evaluation 

decision-support tools. Key USAID informants noted that support for country ownership 

includes ensuring that governments have the data quality and statistical capacity to “drill 
down”(i.e., look at sub-national trends) and get services where they are needed most. 

6. Creation of a supportive environment: APR recognizes the importance of 

addressing non-health barriers to improved women’s and children’s health outcomes, such as 

women’s empowerment, education, sanitation and hygiene, and inclusive economic growth. The 

USAID Global Health Strategic Framework supports this concept, calling for promotion of gender 
equality and women’s empowerment, and application of integrated approaches. 

 

III. FINDINGS: CSHGP’S CONTRIBUTIONS 

TO USAID’S STRATEGIC PRIORITIES 

This section individually examines the following components of the Child Survival and Health 

Grants Program (CSHGP) from 2003 to the present: the grants, with a discussion on operations 
research; technical assistance; networking; and program structure and management.  

FINDINGS ON GRANTS  

Key Findings on Grants:  

 Grants have contributed to increased coverage and healthy behaviors in the areas 

they served during the periods of the grants. 

 Grantees have introduced technical improvements in community approaches, 

including use of local health workers (e.g., task shifting), community mobilization and 

improved use of data for decision-making. Governments now better understand the value 

of community-oriented approaches. 

 Grantee contributions to capacity building of local organizations appear mixed and 

grantees and USAID do not clearly understand capacity-building objectives or the means to 

measure them.  

 Grantees have partnered well with local non-governmental organizations and 

government, but more could be done with other local entities. 

 CSHGP grantees have contributed to scale-up or spread of effective interventions in 

some cases, but there is no well-defined strategy for scale-up and no systematic means to 

measure effectiveness of efforts to scale up.  

 CSHGP has not applied a consistent sustainability strategy, and not all PVOs consider 

such application appropriate for the grant program. 

 CSHGP has helped PVOs improve targeting for equity, but gender equality remains a 

weak link. 
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The CSHGP grants are the program’s key lever to influence actions among key country and 

global level actors to achieve desired impact. This section examines how well CSHGP has done 

relative to health outcomes and changes in stakeholder behaviors.  

Health outcomes, healthy behaviors and coverage: CSHGP has made contributions 

to improvements in coverage and household health behaviors for mothers and 

children in the targeted grant areas. For a majority of the projects, during the period when 

project activities were underway, important indicators measured through CSHGP baseline and 

endline Knowledge, Practice and Coverage (KPC) surveys demonstrated movement in a positive 
direction (see Annex 1).  

CSHGP is to be commended for collecting these types of data as a tool for project and grant 

management, for developing standard indicators, for applying them consistently across grantees, 

projects and countries over time, for analyzing these data types to measure program 

performance and for focusing on measuring outcomes rather than just inputs and processes. The 
Team is aware of no other projects with this extent of data collection, analysis and use. 

To triangulate these results, the Team reviewed 21 final evaluations of projects carried out from 

2003 through 2012, in a variety of countries and through a variety of private voluntary 

organization (PVO) partners. In every case, to one degree or another, there was evidence of 

improvement in some key indicators or health-seeking behaviors, and in many cases, most of the 

coverage targets developed at project inception were achieved. (Summary of evaluation findings 

can be found at Annex J.) This information from project evaluations is reinforced by comments 

of informants from USAID headquarters and missions, PVO representatives and others. These 

informants reported that activities carried out under CSHGP have indeed brought improved 

health care to underserved populations.  

A study published in Health Policy and Planning (2013) concluded that, based on analysis of 12 

projects implemented under CSHGP, average coverage changes for all interventions exceeded 

average concurrent trends. It stated: “When population coverage changes were modeled in LiST 

[Lives Saved Tool], they were estimated to give a child mortality improvement in the project 

area that exceeded concurrent secular trend in the subnational DHS region in 11 of 12 

cases….There is plausible evidence that they raised coverage for a variety of high-impact 

interventions and improved U5MR [under-5 mortality rate] by more than twice the concurrent 

secular trend.”9  

While there is no question that CSHGP has contributed to improved health outcomes, at some 

level, among the target populations that grantees served, the Team remains cautious about 

attributing mortality reductions to the program. Grantees worked on some (but not all) health 

systems bottlenecks that had to be overcome to achieve documented coverage increases. Data 

used in the assessments are collected for management purposes and do not allow for causality 

to be confirmed, and there are multiple players in many grantee project areas who could claim 

some degree of contribution to observed outcomes.  

                                                           
9 Jim Ricca, Nazo Kureshy, Karen LeBan, Debra Prosnitz, Leo Ryan; MCHIP, Washington DC; Health Policy and Planning, Volume 

2013:1, February 22, 2013 
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Community-orientation: CSHGP appears to have increased use of community 

approaches and country recognition of 

community role in health. Community 

mobilization is the area where both USAID 

and the PVOs see the PVOs’ comparative 

advantage because, through their community 

partnerships, they are able to gain the trust 

required to mobilize community members to 

take action. A particularly successful model is 

Care Groups, which has been adopted in 

Mozambique, Cambodia, Malawi, Rwanda, 

Ethiopia, Guatemala, Burundi, Liberia and 

elsewhere. Grantees introduced improved 

technical interventions such as zinc for 

diarrhea treatment and chlorhexidine for 

umbilical stump care to local non-governmental organizations (NGOs) and local health 

providers, including both facility-based providers and traditional providers. Contributions cited 

in final evaluations and by PVO, government and USAID informants included community-based 

programming such as task shifting to community workers, survey/tracking systems such as 

community-based maternal mortality audits and routine population-based data collection that 

put data in the hands of district officials, so that they can understand local needs and disparities. 

Training and empowerment of community health workers is a particularly important 

contribution. An important outcome of this work is increased recognition by governments of 

the value of community-oriented approaches and community volunteer health workers. As 

expressed by a Maternal and Child Health Integrated Program  (MCHIP) informant, “The PVOs 

have helped make the official health system aware that there is a great deal of health care work 

at the community level [sic] not provided by the official health system. I think they have 
contributed to understanding what an unpaid health worker can do.”  

Capacity building of local organizations: CSHGP’s contribution to capacity building 

of local NGO partners is mixed. Individual grantees engaged in various types of capacity 

building of local organizations, institutions and individuals through training, partnership, and 

supportive supervision. There was diversity of opinion among respondents, regardless of 

affiliation, regarding efforts made to build capacity of local organizations. Project evaluators 

considered training programs to be variable in quality. While most agreed that there was a need 

for local capacity building, USAID and PVO informants were divided as to whether capacity 

building was an appropriate role to ask PVOs to take on, whether PVOs were skilled at it, and 

whether it would overwhelm them, given all they were trying to learn with the operations 

research (OR) projects. Some PVO grantees were working closely with local non-governmental 

organization (LNGO) partners; others said none were strong enough to work with, and still 
others had only nominal LNGO partners, who seemed to be largely uninvolved.  

CSHGP has provided limited to no guidance on how PVOs might go about assessing capacity 

building efforts,10 and the data indicate that CSHGP’s expectations regarding local capacity 

building have not been adequately articulated and supported in a way that is consistently 
understood and implemented by the grantees.  

                                                           
10

 CSHGP’s Technical Resource Materials include one on capacity building, but it is primarily useful for planning, is based on the 
organizational self-assessment models that PVOs have used for many years, has not been updated since 2006, and, as MCHIP’s staff 

admit, needs to “have the rigor brought up a notch” to increase its effectiveness. 

Comment by a PVO’s local partner 

about empowering community health 

workers: “My colleagues go to the field very 

often. The Community-Based Newborn Care 

Program is something that we’ve worked on a 

lot. We taught female community health 

volunteers how to manage birth asphyxia and 

how to use the bag and mask to resuscitate 

newborns with asphyxia. There was one case 

recently, a home birth, where a newborn was 

blue, and the community health volunteer used 

the bag and mask and saved the child. That 

made me very happy.” 
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Country ownership: Communities and districts feel a strong sense of ownership of 

programs in their target area. CSHGP requires grantees to work in partnership with host 

country institutions, including government, and to involve stakeholders in planning, 

implementation and evaluations. Grantees report this engagement has helped to ensure uptake 

of the approaches that they introduced, at least within the districts where they worked. In 

locations where the Team visited, the 

sense of ownership of CSHGP projects 

was very strong at the community and 

district level. Community members and 

local health and government officials 

referred to the projects as their own or 

spoke enthusiastically about the changes 

that had been made and their 

determination to maintain them. The 

PVOs clearly had strong community ties, 

knowledge and trust. 

There was very little discussion of 

“country ownership” in the CSHGP final 

evaluations that the Team reviewed, but 

in the three countries in which national level officials were interviewed, there were a range of 

responses. In countries with a complex mix of donors and lots of funding, CSHGP projects 

appeared to command little if any attention from ministry of health (MOH) officials. In smaller 

countries, MOH interviewees displayed a high degree of knowledge about the projects. 

Although their opinions seemed largely favorable, they did not display a strong sense of 

ownership, seeing the projects as supporting national aims but implemented by PVOs who keep 
the MOH informed (albeit sometimes not to the degree the MOH would have liked). 

The potential for PVOs and LNGOs to form partnerships with, for example, other PVOs or 

LNGOs or with local research institutions, seems less consistently realized, and the extent to 

which such partnerships are formed varies considerably by country. Several USAID and global 

informants wished PVOs made greater efforts to reach out to private sector health providers 

(aside from traditional birth attendants) who, in many countries, provide more than half of 

health services in rural areas. 

Scale-up: Some notable successes in spread and expansion, few of scale-up; no well-
defined strategy or means of evaluating.  

Each PVO grant operates in very limited geographic area. By definition, these grants are not 

designed to operate at scale. 

Thus, if an evaluation of PVO 

contribution to scale is to 

contribute to USAID priorities, it 

must examine their influence on 

government uptake of innovations 
and effective interventions. 

During the first half of the 

evaluation period, the CSHGP 

placed relatively little emphasis on 

influencing national outcomes. 

From 2003 to 2006, the 

Expanded Impact Grants 

encouraged grantee activities that 

Evaluation team definitions of scale up terms: 

Scale-up: taking an intervention or innovation to a 

comprehensive geographic level, where it can significantly 

impact national level health outcomes and mortality – this is 

what is intended in A Promised Renewed. 

Expansion: increasing the number of targets having access 

to an intervention or innovation (population, health facilities, 

etc.) – adding the number of “units” being targeted by a 

single organization 

Spread: increasing the number of providers taking up an 

intervention or innovation (from one district to another, one 

PVO to another) ─ increasing the number of organizations 

using the intervention or innovation 

An example of community ownership:  Team 

members witnessed a community meeting in Liberia, 

on the porch of the Maternal Waiting Home (MWH). 

There were 25 people in attendance, including 

members of the Community Health Development 

Committee, the MWH staff, staff of the local health 

clinic to which the MWH is attached, traditional 

midwives and other local people. The main topic was 

what to do with the “bonus money” that the 

MWH/clinic had received from Africare for excellent 

performance. The meeting was orderly and lively, and 

ended in a group decision to use the money to 

enlarge the delivery room, which was felt to be too 

small. 
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would contribute to scale up and expansion. Although project evaluations indicate significant 

expansion of interventions during the 4 years it was funded, this grant category was ended 

without explanation in 2007.11 In subsequent request for application (RFA) iterations, there 

were only minimal requirements to demonstrate a development hypothesis or plan for either 

scale-up or spread, and short project timelines did not realistically allow for change in health 

systems to occur. Furthermore, there was no program requirement to monitor policy change 

or uptake of interventions. The FY 2012 RFA has a brief statement about scaling up nationally 

relevant solutions and requires only one or two paragraphs regarding how the project is 

relevant to national plans and “what contributions will be taken up after project ends.” (Annex 

K describes how RFA requirements regarding scale-up have changed over the years.)  

Numerous respondents from PVOs, missions and government were critical of the program for 

not having (or not requiring in proposals) a model and plans for how scale-up would happen. No 

one expected CSHGP grants to be responsible for implementation at scale, but PVO 

respondents felt that grants should be required from inception to plan for and build in the policy 

advocacy that would be needed following a successful intervention. Some respondents from 

USAID missions and PVOs recognized that additional partnerships might be needed to bring 

policy advocacy skills. 

Despite the above, there are numerous examples of projects that – even after the end of the 

Expanded Impact Grants –  have contributed to national-level policy change and/or to 

widespread adoption of their interventions, as described in project evaluations (Annex J), a 

briefing note12 and interviews. Whether progress toward scale-up occurs depends on factors 

that include the nature of the intervention, the location of the activity, the level of involvement 

of the USAID mission and local government and whether there are complementary activities 
that reinforce the messages of the CSHGP project.13  

Of 21 final project evaluations reviewed for the CSHGP MCH projects that began in 2003 or 

later (Annex J), seven identified specific actions that either district or national government had 

taken, or committed to take, for which the evaluation gave the project credit. However, there 

was little or no documentation available to the Team of what else was occurring in the context 

to lead to those changes. Nonetheless, there is a prevalent view among USAID informants in 

DC and at country level that “Where the PVOs have fallen short is their inability to more 
explicitly rely on government or use government systems to lead to scale.” 

Information on policy change and national or sub-national adoption has not been systematically 

collected in a way that allows comparison or summary, so it is not possible to know to what 

extent projects have successfully influenced policy or whether policy change resulted in national 

or subnational change in practice or the health impact of such changes. This is a major weakness 

in positioning the program as having national (or global) influence. It is too early to tell whether 

more recent efforts to effect policy change via the OR process will succeed. 

Sustainability: Sustainability was not a consistent program priority, and some 

question whether it even could be, given the grant structures. CSHGP’s objectives 

related to sustainability seem to have changed over the course of the program (see Annex K for 

review of CSHGP RFAs). In the middle years of the evaluation period, RFA and Detailed 

                                                           
11 Based on data from “Detailed Table Evidence of Influence and Uptake from CSHGP Final Evaluations: prepared by 

USAID/BGH/CSHGP staff, 2013 
12 USAID MCHIP 2011. Collaborating with Communities and Aligning with National Systems to Achieve High Impact and Coverage 

for Mothers and Newborns: USAID’s partnerships with International Non-Governmental Organizations through the Child Survival 
and Health Grants Program 
13 Both Team interview with Mission staff and CSHGP Mission 2012 survey indicated clear Mission preference for CSHGP activities 

to be in sync with bilateral programs. This would increase Mission interest and improve potential for scale up through bilateral 

programs. 
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Implementation Plan (DIP) guidelines strongly supported use of a structured sustainability 

framework for planning and evaluation, but this has received little attention in recent years. 

Though CSHGP developed a sustainability user’s guide and a sustainability framework,14 which 

some grantees used and found valuable, there was little evidence of planning for sustainability of 

service delivery included in the CSHGP design. Respondents across all stakeholder groups 

dismissed the notion of meaningful sustainability, given the 4−5-year project period, the hard-to-

reach areas and populations, and program requirements that don’t tackle the challenging issues 

of supplies, stability of human resources, or supervisory structures in the health systems.  

From a review of evaluations, PVOs’ emphasis on sustainability in design and implementation 

varies considerably. Projects that considered sustainability often ran into difficulty with systemic 

issues, such as how to maintain subsidized prices or support for community health workers. 

CSHGP grants focus on improvements at the community level, but not on central level changes 

in health systems that are needed to support community systems. Indeed, such an approach may 
not be feasible, given the CSHGP grant structure.   

Some elements of the projects have the potential to contribute to improved health services on a 

sustained basis. Most projects have training components for both community health workers 

and government health workers. After the projects, many of these workers, with their skills 

strengthened, will remain in the system (although not necessarily in the locality). Communities 

that have been exposed to the availability of services may develop a greater sense that they are 

entitled to access quality services. Some projects were integrated partially or completely within 

government health systems. The Team was aware of only one assessment of sustainability after a 

project’s end. Three years after the end of the project, evaluators found that basic operations 

were maintained, along with most of the improvement in health indicators, but there were 

serious deficiencies in the management of human resources and overall strategic guidance by the 

government, and in general, interventions had lost momentum.15 The CSHGP has not made an 
effort to comprehensively assess the medium or long-term sustainability of grant projects. 

Equity and Gender Equality: CSHGP has a strong focus on equity but less on gender 

equality. Numerous PVO respondents noted that commitment to equity is at the core of their 

approach. CSHGP requirements and tools have encouraged them to tighten their programmatic 

focus to target the poorest and to more accurately measure whether they are reaching the 

most vulnerable, and they are therefore strengthening equity. “What we learned from the Child 

Survival program was an eye-opener. … We were not measuring the outcomes for the poor vs. 

the non-poor. Now we are stratifying the population this way, and we are looking at the lower 
quintiles and seeing if they really improve their health outcomes.” (PVO informant) 

Gender equality seems a weak link in the design of both the program and the projects 

themselves. This is a recent focus within USAID, and it was only highlighted in the most recent 

RFAs. Several PVO respondents noted that gender equality was not a focus, beyond the fact that 

MCH programs target women. The descriptions in the CSHGP final project evaluations, and 

from a few PVO grantees, of problems encountered in the implementation of some projects 

suggest that some PVOs may need to develop expertise in ways to address women’s 
empowerment to avoid partner or community resistance or other negative consequences.16 

                                                           
14 Sarriot, Eric, Jim Ricca, Jennifer Yourkavitch, Leo Ryan and the Sustained Health Outcomes (SHOUT) Group (2008). Taking the 

Long View: A Practical Guide to Sustainability Planning and Measurement in Community-Oriented Health Programming. Calverton, 

MD: Macro International Inc. 
15

 Sarriot, Eric et al. 2010. Sustainability of the Saidpur and Parbatipur Urban Health Model (Bangladesh) Five Years After the End of 

Concern’s Child Survival Project. ICF Macro; Concern Worldwide; USAID. 
16 Though gender was always a USAID concern, it became a major priority only with the GHI strategy, and the issuance of USAID’s 

Gender Equity and Female Empowerment Policy (2012). 
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Operations Research (OR) 

The OR component strengthens the potential for CSHGP to contribute to USAID’s focus on 

high-impact solutions through support for the rigorous evaluation of innovative approaches to 

health service delivery. OR was formally required for innovation grants beginning in 2009, and it 

was soon apparent that many PVOs did not possess the necessary skills and experience to 

conduct OR of adequate rigor. Program requirements to improve the quality of OR have thus 

been strengthened over the past 4 years. At present, almost all grants are in the innovation 
category, and OR is required to assess feasibility and effectiveness of the innovation. 

Variation in relationship between OR and “the project”: In some grants, the innovation is 

essentially the CSHGP project in its entirety, and the OR thus evaluates aspects of the entire 

project. In other grants, project activities are broader than the innovation, and the OR focuses 

on the innovation component alone. Informants from PVOs, CSHGP support programs as well 

as OR experts found this duality to be confusing at times and noted few PVOs have the skill sets 

to implement both service delivery and research activities at a high standard. One PVO 

informant noted that having to conduct both a service delivery activity and OR doubles the 
paperwork and management load in a program that is already overly burdensome in this regard. 

OR research questions are generally highly relevant: The Team judged the OR research 

questions in the few projects we visited to be highly relevant to national initiatives to combat 

maternal and child mortality. Informants from CSHGP support programs and OR experts 

generally concurred but noted that some projects have developed research questions of 

secondary importance. They felt that research questions identified in the field have a better 

chance to be relevant, but more restrictive boundaries on study design and questions, defined in 

a broad research agenda, should be placed on grantees. The CSHGP has not put forth an 

explicit research agenda (meaning one that contains both topic and content of studies as well as 

study design) to guide innovation/OR. Informants from CSHGP support programs, and OR 

experts felt that researchers needed to play a stronger role in the grant award process since 

some successful proposals had OR components that were infeasible or methodologically weak. 

These respondents noted that research questions and methods in some projects are − at least 

in the initial stages of the protocol development − overly rigorous and seem to be more focused 

on producing publications than on rapidly generating policy-relevant information. 

Importance of capacity building and partnerships for PVOs to engage in OR: Respondents from 

PVOs and CSHGP support programs and OR experts noted that PVOs need capacity building to 

ensure that they work together effectively with their partners and conduct the OR according to 

common program standards. Informants from the PVOs and OR partners alike felt that the OR 

Key Findings on innovation and OR: 

 The innovation/OR category provides excellent opportunities for PVOs and partners to 

generate important policy-relevant, community-level evidence for countries. 

 Stakeholders do not share a common understanding of the relationship between the 

main project, the innovation component and the OR element. 

 The lack of a defined research agenda to guide OR studies has had consequences for 

who determines the research questions, study methods and designs. 

 CSHGP has prioritized testing the innovations through OR and devoted fewer resources 

to thinking through and supporting the dissemination of results and catalysis of scale up. 
 Most PVOs lack capacity to conduct OR without strong research partnerships, capacity 

building and/or technical assistance. Respondents are unanimous that partnerships with 

local research organizations should be prioritized and properly funded. 
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focus has allowed PVOs to build capacity to collect and analyze data using rigorous methods and 

engage in evidence-based programming. This has in turn led, in some projects, to a synergy of 

positive capacity building between PVOs, local research organizations and host-country 

government institutions. There is overwhelming agreement among all groups of respondents 

that PVOs and U.S.-based OR partners should be doing more to partner with and build capacity 

in local research organizations. 

Provision of technical assistance (TA) for OR inadequate and at times redundant: Many 

respondents, including PVO personnel, state that PVOs need technical guidance for many 

aspects of OR that include identification of the research question, methodology and study 

design, conduct of ethical review and institutional review board approval as well as broader 

issues such as guidance on data management and how to partner effectively. Grantees and OR 

partners criticized aspects of MCHIP’s role in providing TA to the OR process. Some 

respondents including grantees and OR experts reported that the guidelines provided by MCHIP 

to guide the OR effort were overly detailed and redundant. Respondents considered regional 

OR workshops to develop OR concept papers to be a good idea in theory but too short in 

practice to achieve a meaningful result. PVO grantees, OR partners and OR experts suggested 

that technical guidance for OR activities could be strengthened by streamlining and improving 

the written guidance regarding OR protocols and procedures; strengthening research expertise 

on the team that awards grants; redesigning the approach to, and conduct of, OR training; 

increasing the frequency and rigor of TA provision in the field (without asking projects to pay 

for it); and further supporting the planning of utilization of OR results from the early stages of 
OR proposal development. 

Strengths and weaknesses in dissemination and use of OR results: The Team found strong 

examples of CSHGP OR projects testing innovations and contributing both to moving them into 

the policy dialogue and to scaling them up at the national level. Ministry officials interviewed by 

the Team expressed a desire for relevant data from CSHGP projects that can be used to guide 

policy. A recent review of the quality of CSHGP OR concept papers found that plans for 

utilization of OR results were inadequate and that there should be a greater emphasis on 

planning for dissemination beginning with the grantee’s application and OR protocols17. PVO 

grantees, Mission personnel and OR experts noted that projects’ role in supporting the use of 

OR results once they have been produced is neither clear nor strong, leaving the fate of policy 

change and scale-up to other organizations. OR experts noted the long duration of current OR 

studies and felt there should be a greater emphasis on producing results quickly, while the topic 

is still relevant and key government officials who support the research are still in office. Many 

PVO representatives were frustrated with their inability to publish CSHGP OR results and “get 

a seat” at the international policy-making table, suggesting that CSHGP needs to intensify its 

efforts to promote and develop dissemination modes that are appropriate to the OR it supports 

and that are rewarding to CSHGP stakeholders. 

Budget limitations affect the scope and quality of OR: Several OR partners stated that the lack of 

adequate budget prevented them from being able to design and conduct OR studies that would 

ask the truly relevant research questions that need to be answered. Others noted that involving 
local research organizations was desirable but impossible with available resources. 

OR – a good focus area for PVOs in MNCH: CSHGP stakeholders agree that the OR focus has 

created broad opportunities for PVOs and their partners. Policy-relevant evidence has been 

generated at the country level. Research institutions have partnered with PVOs and built their 

capacity. The community of PVOs has moved to a new level of technical capability to ask 

important questions about health service delivery and to generate the data to answer them. 

                                                           
17 Foreit, James. Technical quality assessment of operations research protocols: Child Survival and Health Grants Program. ICF 

International; USAID. 2012 
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A more detailed version of this section can be found in Annex N. 

 

FINDINGS ON THE TECHNICAL ASSISTANCE COMPONENT 

 

CSHGP has increased capacity of U.S. PVOs: When informants were asked about 

the most important contribution of CSHGP, by far, the most frequent response, whether from 

informants in the PVO community or from USAID, was that the program has increased the 

capacity and professionalism of PVOs in MCH programming. This is a very important legacy of 

CSHGP. PVO capacity building was the key goal of CSHGP 20 years ago, yet when they were 

asked to name the program’s greatest contribution since 2003, most informants across 
stakeholder groups still listed PVO capacity building as its greatest contribution.  

CSHGP capacity building is largely a function of the program’s ongoing TA component, and the 

contribution encompasses elements of PVO operations that go beyond their Child Survival 

programming. “There has been a really important transformation in the grantees in child health 

programming. They engage more broadly in MCH, through other sources of funding, and it has 

influenced who they are working with and how they work on the ground” (CORE Group 

informant). USAID, technical assistance and PVO informants cite increased technical MCH 

knowledge, deeper understanding of research and use of evidence-based programming, greatly 

improved project planning and implementation processes, and more rigorous monitoring and 

evaluation that enables grantees to understand the impact of their interventions and improve 

project designs. PVOs have become more tightly focused on evidence-based interventions and 

can measure progress in simple, effective ways. Even those who are not grantees but part of 

CORE Group are more aware of the importance of evidence of intervention effectiveness, need 

to measure programs and methods for doing so. While the technical support has been aimed 

primarily at headquarters staff, to the extent that it transforms the entire PVO’s processes – as 
it has done for many PVOs – it affects the professionalism with which the entire PVO operates.  

Key Findings on the TA Component:  

 The role of TA has shifted over the years, from a primary focus on direct TA to PVOs 

to TA through the CORE Working Groups on tool production and technical input, and 

more recently, to technical support to USAID for global learning and communications. This 

changing role is not well understood by grantees, and there is even confusion within the 

MCHIP PVO/NGO team itself regarding its role. 

 Needs remain for TA to PVOs for OR, but MCHIP’s TA support role is not well 

defined. Competing demands on the smaller MCHIP support team’s time leaves reduced 

capacity to update tools such as KPCs and TRMs, which they fear results in loss of quality. 

 Some PVOs have found other ways to obtain needed technical support. Consequently, 

many USAID and some PVO informants no longer see a need for a TA component or 

believe it could be provided in different ways − including having more experienced PVOs or 

CORE provide it. 
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Reduced financing, changing role of TA: Since the beginning of the evaluation period, 

funding for the technical assistance component has steadily and significantly declined in real 

dollar terms, as the figure indicates. It has meant a decline in TA personnel dedicated to the 

program, from five full-time to five part-time staff, and much less opportunity for field travel. 

Since the move of CSHGP to the Bureau for Global Health (BGH), the technical assistance 

function has shifted away from direct capacity building of grantees through training to TA staff 

engagement with PVOs in CORE Group Working Groups, identifying technical support needs 

and working collaboratively to develop responses. This has led to a significant amount of tool 

production, updating technical reference materials (TRMs) and shepherding multiple revisions of 

the KPC survey through the Working Groups. These tools are greatly appreciated by grantees. 

Comments from 

PVOs like this are 

common: “The 

relevant members 

of MCHIP are on 

the Working 

Groups and do 

the work during 

the year, either 

on developing the 

tools or on 

providing 

technical input.” 

The TA team 

expressed 

concern, 

however, at the 

low level of 

support they are able to provide for these activities, particularly for updates to KPCs and TRMs, 
and that quality is suffering as a result. 

With reduced funding has also come a shift of the TA staff’s focus, which is now one of much 

greater support to the USAID team in developing analyses, learning exercises and 

communications (and some TA informants would say advocacy documents) intended to bring 

the experiences and lessons from CSHGP into the BGH’s broader learning and development 

agenda. At the same time, as part of USAID Forward, USAID staff are expected to provide 

more technical leadership than in the past, and thus have become much more involved in 

providing direct technical guidance to grantees, alongside the MCHIP team, than was the case 5 

years ago. For example, USAID/CSHGP staff now expect to participate in start-up technical 

assistance meetings along with MCHIP for new grantees. This has led to confusion among 

members of the MCHIP PVO/NGO team as to their responsibilities for provision of technical 
assistance versus those of the USAID/CSHGP team.  

Unclear if shifting TA into MCHIP has provided added benefits: The technical 

assistance function is currently housed within MCHIP. As the mid-term evaluation of MCHIP 

notes, the transition from the previous technical assistance provider – Child Survival Technical 

Support Project Plus (CSTS+) – to MCHIP was “relatively seamless” because the same staff 

responsible for providing TA under CSTS+ were brought over into MCHIP.18 According to the 

mid-term evaluation, bringing the TA function into the flagship program was intended to enable 

the PVO/NGO TA staff to call upon other MCHIP expertise to support the CSHGP projects as 

                                                           
18 Maternal And Child Health Integrated Program (MCHIP) Mid-Term Evaluation (July 2011) prepared by Joy Riggs-Perla, Nancy Franczak, 

Bettina Schwethelm, and Mary Nell Wegner, through the Global Health Technical Assistance Project. 

Figure 2: Evolution in Funding Technical Assistance (via CSTS/MCHIP) 
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needed, including linkages with MCHIP staff in the field, so that full-time dedicated staff would 

not be required. More broadly, it was intended to enable MCHIP to roll out high-impact 

interventions via the PVOs, and conversely, to integrate CSHGP activities into MCHIP in a way 

that would enable PVO innovations to achieve wider adoption through MCHIP’s other global 
programs.  

The Team found little evidence that MCHIP is “disseminating/ scaling up MCHIP’s high-impact 

interventions” via PVOs – either grantees or others. The Team was not able to find any 

evidence of examples of rolling out anything (interventions or other) produced by MCHIP 

except for the use of the “quintile analysis” within an OR project in Guatemala. In fact, several 

USAID informants expressed concern that PVO grantees’ access to MCHIP TA expertise is 

“stove-piped,” leaving the PVO/NGO team without ready access to broader MCHIP expertise.  

It is too early to tell whether MCHIP can play a role in the “dissemination of PVO/NGO best 

practices and innovations,”19 that is, learning from the CSHGP OR currently underway. As a 

USAID respondent noted: “Having state of the art (SOTA) expertise in MCHIP really helps to 

make the research programs of the PVOs very good. However, it’s not clear that within MCHIP 

they are cycling the results from the PVO/NGO support part of MCHIP back into the flagship 
part – so that other parts of MCHIP get the benefits and pass these on to the Missions.”20  

Technical standards: In the field, PVO grantees have sources besides CSHGP and 

MCHIP: Country-based technical and management personnel from current and recent past 

PVO grantees stated that the main sources of the technical content on which they base their 

CSHGP project interventions are government priorities/protocols, their own PVOs’ strategies 

and procedures, MCHIP documentation and advice, CSHGP program guidance (e.g., Child 

Survival Sustainability Assessment) and previous field trials conducted by other international 

NGOs. Relatively few of the grantee field staff whom the team interviewed cited USAID, MCHIP 
or CORE as sources of technical content for their project strategies. 

PVO informants recognized that the personalized technical support they received 5 to 10 years 

ago is no longer available. Most USAID respondents and some in the PVO community believe a 

TA component in CSHGP is no longer necessary or could be provided by more experienced 

PVOs. Other PVOs, however, still view capacity building on the basics of child survival 

programming as important and strongly desire its return. PVO representatives in some recipient 

countries and some non-PVO/NGO MCHIP staff at country level are unaware of the TA 
provided by MCHIP.21  

                                                           
19 Ibid. 
20 One example, however, is the Equity Guidelines prepared by MCHIP for CSHGP which have been adapted by MCHIP flagship as 

an Equity Checklist and used in Egypt. 
21 This is not true in every case but interestingly, in Nepal, PVO grantee representatives spoke of the important technical support 

they receive from MCHIP. However that support does not come from the TA team in MCHIP in the US but rather from non-TA 

MCHIP team members in Nepal.  
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FINDINGS ON THE NETWORKING COMPONENT 

For most of CSHGP’s life, USAID did not treat the network element as if it was in its  “sphere 

of control.” Rather CORE Group was allowed to use its own discretion to provide its PVO 

members with the opportunity to learn from each other, develop and share useful tools to 

improve PVO capacity to deliver child survival programs and use the collective voice of its 

members to get a seat at the table of international policy forums and initiatives. It is only since 

CORE obtained a fixed-price contract under MCHIP in the latter half of FY 2010 and as a sub-

grantee in the following year that USAID began to exert more control over what it demanded. 

One MCHIP respondent noted that the CSHGP team now wants to be intimately involved in 

planning all deliverables. 

The impact of this 
change is not yet clear. 

The networking 

component of the 

CSHGP is intended to 

help spread the tools, 

approaches and learning 

from grantee 

experiences to CORE 

Group members and the 

broader development 

community, ultimately to 

influence programming 

that will have an impact 

on improving maternal 
and child health.  

 

Collaboration: Effective among its members. For its PVO members CORE Group is first 

and foremost a valued professional association where relationships are built and collaboration is 

fostered. The importance of collaboration among organizations that would normally be 

competitors is one of the first things noted by CORE Group PVO members, others associated 

with it, such as associate members, and staff of MCHIP and even USAID. The following PVO 

sentiment is indicative of what was stated by a great number of respondents: “Engaging with 

Key Findings on the Networking Function:  

 CORE Group has been a very effective method of fostering collaboration among its 

members and is an effective vehicle for dissemination of tools and knowledge, even beyond 

CORE Group members (influencing international practice related to community-based health 

programming). 

 Though CORE Group represents its members in many global fora, it is not clear to what 

extent the global community is influenced by CORE Group members’ collective experiences 

and learning. 

 CORE Group has not expanded its networking function much beyond the United States 

to the countries in which its members work, but many respondents across stakeholder 

groups felt it could and should do so. 

 Many in USAID feel it is time for CORE Group to wean itself from USAID. USAID 

(beyond the CSHGP team) does not appear to view PVO networking as a critical component 

of a strategy for ending preventable maternal and child deaths. 

Figure 3: Total Number of Individuals and Organizations Attending CORE 

Group Fall and Spring Meetings (2003-2013); Source: CORE Group 
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CORE represents an opportunity to engage in safe space with a group which might be 

competitive but is actually collaborative”. Semi-annual meetings, at which attendance has climbed 

since 2003 (see figure), are the primary expression of this as are membership and web statistics, 

which have also experienced annual growth. There are also venues for the dissemination of 

tools and the sharing of technical information and updates. Through this collaboration, there is 

sharing of information and peer-learning that leads to development and spread of better tools 
and approaches.22 

Dissemination and spread of tools/knowledge: Effective among its membership and 

sometimes more broadly. There are clear examples of a great deal of dissemination within 

CORE Group’s membership. Numerous PVO 

respondents noted how this dissemination 

influences not only the grant-funded projects 

themselves but also the broader health 

programming portfolio of CORE Group 

member organizations. While there are fewer 

examples of spread beyond the CORE Group 

membership, several are significant. Products 

and tools that have spread well beyond CORE 

Group include community case management 

(CCM), Care Groups, updating /dissemination 

of the Community-Integrated Management of 

Childhood Illness model, the KPC (developed 

with the TA component) and lot quality 

assurance samplings. Most of these examples 

are directly contributing to USAID’s priority of 

ending preventable child and maternal deaths. The Care Group approach, which mobilizes 

community-based health volunteers, was pioneered through World Relief, promoted through 

CORE Group and has now been adopted by 23 other NGOs in 21 countries, reaching an 

estimated 1 million households. CORE Group tools and other documents are available on the 
CORE Group website23, which is well used with over 3,500 unique visitors per month.  

Technical support via Working Groups:  Effective among its members. Most of the 

tools disseminated by CORE Group were developed within one of its eight working groups,24 

and these groups have also sponsored SOTA updates and contributed to the TRMs. CSHGP TA 

providers have been actively engaged in the Working Groups. This cross-fertilization is explicit – 

especially in recent years. In addition, over time the Working Groups have attracted further 
technical support from various USAID-funded technical projects. 

Representing the PVOs and their contributions at global fora: Present but not 

always heard.  CORE Group participates in a number of global fora (RBM, Stop TB, CCM task 

force, SUN/Thousand Days, GAVI (through CGPP), PMNCH/Every Woman Every Child, Global 

Health Worker Alliance). There is, however, a sense among many respondents (including 

respondents from USAID and some PVOs) that CORE Group does not have as much of a role 

in these groups as it could have. It is not clear to the evaluation team why this is the case. 

Moreover, the extent to which USAID or MCHIP has supported CORE Group in its efforts to 

play a greater role in the groups is also not clear to the evaluation team. . The limited roles of 

CORE Group in such global fora limits the PVO voice in the global agenda. Beyond these roles, 

                                                           
22

 CORE Group Member Survey Results, 2012, confirmed by key informant interviews 
23 http://www.coregroup.org/index.php.  
24 These are Community Child Health, HIV/AIDS, Malaria, M&E, Nutrition, Social Behavior Change, Safe 

Motherhood & Reproductive Health, and TB 

Country Case Management Guide 

Dissemination: CORE Group supported 

conceptualization, drafting, field-testing and 

editing of Community Case Management (CCM) 

Essentials prior to printing it in 2010. It is the first 

practical guide for program managers on treating 

childhood illnesses in communities. Since then, 

CORE Group has disseminated over 2,100 hard 

copies and 850 downloaded versions in English 

and in French. In addition, over 300 guides have 

gone to UNICEF, World Vision and IRC at their 

regional Africa meetings for country program 

officers and counterparts and through regular 

Roll Back Malaria Case Management Working 

Group meetings. The guide has been presented 

at the 2012 UNICEF CCM Tool Review Meeting 

in New York.   

http://www.coregroup.org/index.php
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CORE Group has come to provide a “one stop shopping” space for USAID to engage the PVOs 
for various reasons. It has also been a conduit for PVOs to gain access to USAID.  

Networking In Recipient Countries – Infrequent The networking function is almost 

exclusively U.S.-focused with only limited success in fostering networks or providing direct 

support in countries in which CORE Group members work. In the countries in which the 

evaluation team carried out interviews, only some PVO grantee respondents had ever heard of 

CORE, and those who did said that they derived no meaningful support from it. Many (including 

USAID and PVO respondents) feel CORE Group is well positioned to play a more direct role in 

fostering country-level networking and has had some experience in doing so via the Polio and 

Malaria secretariats that it 

funded and supported in 

various ways. Under the 

Child Survival and Health 

Network Program, which 

ran from 2005–2010, CORE 

Group was used as a 

“platform” to provide 

funding for very specific field 

efforts including addressing 

pandemic flu, supporting 

local advocacy and funding 
malaria prevention work. 

  

Funding is a 

sustainability issue: As 

program funding overall has 

declined, so too has 

CSHGP’s contribution to 

CORE Group. Several respondents within USAID expressed the view that it is time for USAID 

to cease funding for CORE Group, the sentiment being that if the group is important to the 

PVOs, they should be willing to fund it themselves. However other USAID respondents 

acknowledged that the organization would probably not be sustainable without USAID funding. 

CORE Group members noted that they do support the group: via annual contributions (which 

are still a very small part of the overall revenue of the organization, though they have more than 

quadrupled since 2003) and via the volunteer time offered by PVO members to participate in 

Working Groups and other CORE Group activities from which key tools, papers and guidelines 

emerge. No dollar value has been placed on this contribution, but in the minds of members, it is 
significant and shows the value placed on the organization.  

The final evaluation of CORE in 2009 at the end of its Child Survival and Health Network 

Program grant concluded: “It appears that USAID realizes significant value from its support of 

CORE Group, at relatively little cost.” While many people within USAID might concur with this 

conclusion, there is no strong sense – except within the CSHGP team itself – that the 

networking function is critical to USAID’s priority of ending preventable child and maternal 

deaths going forward. This comment from a global informant is indicative: “CORE has … been 

good at documenting a pool of learning from the NGO experience… The question is whether 

CORE has lent credibility to what the NGOs are saying, but they seem satisfied with spread 

within the PVO community, and that’s not good enough if the learning coming out of the NGOs 
isn’t getting to the bilaterals.” 

Figure 4: CORE Group Revenue from all USAID Grants/Contracts; 

Source: CORE Group and CORE Annual Reports 
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FINDINGS ON CSHGP PROGRAM STRUCTURE AND MANAGEMENT 

 

Along with changes in program priorities over time (shown in pink), the following chart 

illustrates changes in contracting mechanisms for technical support and networking functions. 

Funding for grants (shown at the bottom of the graphic, with USAID contributions in red and 

PVO match in blue) has dropped dramatically from a high of nearly $30 million in 2004, 

flattening out at less than half that level annually by 2007. The number of grants awarded 

annually fell from 15 in 2003 to 7 in 2012. There were no awards in 2013 – the RFA was 

deferred because of this evaluation. The decline in grants has resulted in a lower number of 

first-time recipient organizations, which declined to zero in FY 2011. TA and networking funding 
has shown similar declines (discussed in detail in earlier sections).  

 

Key Findings on Program Structure and Management:  

 Despite higher levels of overall MCH funding in BGH, competition is intense for 

discretionary funds, and it is unlikely that the decline CSHGP has experienced in real terms 

will reverse.  

 The broad scope of CSHGP has enabled program managers to mold the program to 

the priorities of the time, but this has left the program without a well-defined, consistent 

purpose and direction. Stakeholders lack a consistent vision of program’s primary purpose 

and intended impact. 

 Program processes, while rigorous and considered useful by grantees, have become 

onerous and increasingly complex – particularly with the requirements associated with OR. 

USAID staff cannot keep up with all of the requirements and have insufficient time to think 

strategically; MCHIP staff cannot update key technical materials; some PVOs have opted 

not to compete.  

 Rationale for grant length, size and country selection are no longer clear under the 

OR focus – grants are generally going to larger, well-resourced PVOs. 
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Figure 5: Evolution of CSHGP 

Lower funding levels, little opportunity for additional funding in future: USAID global 

health programs are primarily funded across eight elements.25  Funding strategically targets 

priority populations, problems, geographies, interventions and global partnerships. BGH’s stated 

preference is to push additional funds that may come available to the field, rather than build up 

central programs further. As a result, despite the overall growth in the BGH budget, 

discretionary MCH funds are increasingly competitive. CSHGP receives funding from several 

BGH program elements, from Mission buy-ins – though these are relatively few – and from PVO 

matches. The monetary value of people’s time associated with the management, leadership and 

support of this program add another cost element, currently estimated at nearly 3 full-time 

equivalent work years in BGH. Further expenses relate to office space, travel and transport, per 

diem and communications. The Team is not in a position to compare the management costs of 

CSHGP with those of other BGH programs and therefore cannot assess its relative cost 

effectiveness. However, the Team understands that the decline in funding of all three program 

components results from its reliance on discretionary MCH funds that are increasingly in 
demand. The tight budgetary situation is not expected to change.  

Program Scope: Purposefully broad, lacking in clarity of purpose and direction. The 

CSHGP was intentionally designed to give the PVO community broad scope, within the general 

focus area of community-oriented maternal and child health, to propose activities of their own 

interest in the communities where they work. From a program management perspective, this 

has enabled the Bureau to periodically reframe the CSHGP – by revising grant categories and 

                                                           
25 HIV/AIDS, Tuberculosis, Malaria, Pandemic Influenza, Other Public Health Threats, Maternal and Child Health, Family Planning and 

Reproductive Health, Nutrition 
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application and implementation guidelines – to keep it relevant to changing USAID priorities. But 
there have been major disadvantages related to broad program scope as well.  

 Lack of a clear strategic direction, constant purpose or mission that everyone understands 

and relates to. Successive program objective statements, results frameworks, performance 

management plans, development hypothesis – all of these describe the program in different 

ways at different times. Informants from USAID, MCHIP and CORE expressed frustration 

with the confusion this presents. That the CSHGP has been operating for nearly 30 years 

complicates the matter. Processes have been in place for many years, with annual tweaks. 

Changes in directions that do occur are brought in subtly (e.g. through RFA wording) and, at 

times, inconsistently, or as in the case of innovation/operations research, without fully 

defining terms or assessing what the new requirements will mean to the grantees or 

program managers. Terms that have changed their meaning over time or have never been 

adequately defined cause confusion both to grantees and to USAID and other stakeholders. 

These include scale-up, sustainability and innovation. (Annex K describes how these terms 
have changed in importance in RFAs over the years.) 

 Lack of clarity as to the primary sphere of influence and impact: Different informants have 

different concepts of where the program’s impact is aimed. For some PVOs, it is still 

focused on building up their own capacity to do MCH, to use evidence-based programming, 

and more recently, to conduct OR. For some USAID informants at Missions and in 

headquarters, it is to demonstrate approaches that will achieve country scale-up. For others, 

it is to reach those who are not served by government. And for still others in USAID and in 

the PVO community, it is to influence the global agenda on the lessons the PVOs have 
learned about community-oriented programming.  

There does not appear to be a single clear vision that all stakeholders share about what this 
program should be focused on or where it should direct its efforts at impact.  

Program Processes: Rigorous but Onerous. These processes include the annual RFAs, the 

DIPs (now replaced by Strategic Work Plans), the KPCs, evaluations, annual reports, OR 

concept papers and protocols. The documentation required of CSHGP grantees is greater than 

that of any other project the team is aware of and was cited by a number of informants from 

PVOs, their partners and CSHGP support programs as being overly burdensome. While many in 

the PVO community felt the processes are by-and-large well designed, useful and rigorous, 

several PVO informants felt that some of the OR documentation was redundant and poorly 
designed.  

The application process is highly staff-intensive and extremely competitive, so as the availability 

of funding has gone down in recent years; some PVOs have opted not to compete. Others 

continue to make the effort because obtaining a CSHGP grant remains a prestigious honor.  

USAID managers find the requirements onerous. As one said, “It’s difficult to keep up with all 

the documentation – which prevents deep dive into how the program can be strategic and really 

get information into the Bureau.” Others agreed that learning across the program is not as good 

as it could be – partly because too much documentation makes information hard to access, 

partly because program priorities have changed so frequently that it is difficult to capture a 

theme. The heavy documentation requirements for the small target population reached led the 

tuberculosis (TB) program to stop using the CSHGP for TB-specific programming a couple of 

years back. 26 The program structure and processes may now be too complex for the limited 
amount of available funding. 

                                                           
26

 Comment from informant. See also TB Child Survival and Health Grants Program Evaluation, 2008, GH Tech Project.  
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The CSHGP management team is making efforts to streamline documentation requirements, 

e.g., replacing DIPs with Strategic Workplans and eliminating the requirement for mid-term 

evaluations. Some of these changes have been controversial between the USAID and MCHIP TA 

teams, as there are disagreements about the value of documents/processes that have been 
eliminated and whether replacement guidance has sufficient clarity. 

Though CSHGP has been meticulous in ensuring that each grant collects outcome-level data at 

baseline and endline, there is no similar requirement for the networking and technical assistance 

components of the program to collect data on results achieved. This limits USAID’s ability to 
assess the true value of these components’ contributions to program achievements.  

Grant Size and Length: Too small, too short? PVO informants across the board 

considered grant time periods too short and funding too limited to do what needs to be done. 

Some grantees and mission staff also commented that small grants and small projects in out-of –

the-way places cannot compete with larger, better funded projects for a seat at the table in 

discussions on program effectiveness, policy influence and global leadership. This demonstrates 

the desire among PVOs to play a larger role than possible under the CSHGP grant structures. 

This view needs to be balanced against the reality that OR should be of short duration. Results 
have to be produced and made available quickly to the interested policymakers. 

Allocation of grants across PVOs and countries: Rationale unclear. The largest PVOs 

have benefitted more than others in terms of the total value of CSHGP awards over time, and 

Save the Children, CARE, and Concern have benefitted the most. From 2003 through 2012, 17 

percent of the awarded grantees (eight PVOs) won 38 percent of the awards (38 grants). (The 

first graph in Annex L shows allocation of grant funding by PVO.) The small- to medium-sized 

PVOs say this is because they, unlike the larger PVOs, do not have dedicated resources for 

proposal writing, so for them, competing for grant awards is a much greater commitment than it 

is for the larger PVOs. The larger PVOs are able to submit several applications each year, 

increasing the chances that at least one of their applications will be approved if the applications 

meet the quality standards of the evaluation criteria.  

Further, some PVOs may be better positioned to do OR than others, by virtue of their size, 

experience, interests, contacts with the research community and location in the developing 

world. For this reason, the program objectives do have an impact on the type of grantee likely 

to be selected. In FY 2012, for example, for the first time ever, country-based NGOs were 

invited to apply, and some did, but no awards were made to them. 

The countries in which projects are eligible are specified in the RFAs, and have varied 

considerably. (See Annex L, which shows allocation of grants by country.) Country visits and 

interviews suggested that the projects may be more successful in terms of the potential for 

broader influence in countries that are smaller, with fewer funders and less ongoing research, 

where even a small project can get the attention of the MOH, and officials are eager for 

homegrown studies. These criteria seem neither to have been articulated nor to align in any 

systematic way with the awarding of grants to date.  
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IV. CONCLUSIONS: RELEVANCE OF 
CSHGP AND POTENTIAL PVO ROLES 

CSHGP RELEVANCE TO EMERGING NEEDS IN MNCH 

The Child Survival and Health Grants Program (CSHGP) has fostered improved community-

level maternal and child health (MCH) programming by private voluntary organizations (PVOs) 

and their local partners, stimulated closer relationships between PVOs, their partners and host 

country governments, and has resulted in sharing of tools, approaches and interventions through 

the CORE Group that have been standardized and spread to other organizations and country 

programs. It has led to greater recognition by country governments of the importance of the 

community in maternal and child health, and particularly the community health worker. And it 
has brought services to populations who previously had no or limited access. 

However, while CSHGP has influenced PVOs and local non-governmental organizations (NGOs) 

in the geographic areas where grantees operated, it is not structured to influence ─ and the 

Team has not seen adequate evidence of its effectiveness in influencing  ─ national ministries of 

health (MOH) and global actors. This in turn has reduced its potential in most cases to influence 

achievement of sustained, high coverage, effective, and evidence-based interventions beyond the 

immediate areas where grantees have operated. For most of the interventions it has introduced, 

CSHGP is not structured to achieve widespread scale-up, sustainability or country ownership at 

the national level, though all are necessary to achieve broad impact, and to contribute to the A 

Promise Renewed (APR) objective of accelerating ending preventable child and maternal deaths. In 

terms of evolving priority themes for USAID and the global community, CSHGP has targeted 

support effectively to high-burden populations, using improved metrics to do so. It has focused 

on high-impact innovations, but important flaws in the structure of the innovation/operations 

research (OR) program hinder both the quality and effectiveness of research as well as scale-up. 

Its support for country ownership has been mainly at local and sub-national levels. Transparency 

and accountability have only been program themes through improved data collection and use.  

While the rigor of the grants process is commendable, it has become overly burdensome for 

the U.S. Agency for International Development (USAID) to manage, particularly considering the 

declining size of the program in real terms. CORE Group and the technical assistance (TA) 

support team, despite their placement within the Maternal and Child Health Integrated Program 

(MCHIP), have been unable to leverage that positioning to enhance the role of CSHGP as a 
resource throughout USAID for new ideas and directions in community-based MCH.  

With the reduced funding base from which CSHGP now operates, it does not appear to have 

adequate resources to finance a robust annual grants program supported by a strong central 

mechanism for networking and sufficient technical support for both global learning and meeting 

the needs of PVOs. Particularly in a situation in which funding is quite limited, it is important for 

any program to have a clearly defined purpose and direction that remain consistent over project 

life, that are well-understood by stakeholders and that are focused on a few key achievable 
objectives. CSHGP appears to lack these. 

POTENTIAL ROLE FOR PVOS 

Despite the structural factors within CSHGP that hinder its capacity to effectively and efficiently 

contribute to emerging needs in maternal, newborn and child health (MNCH), the program has 

strengthened a set of actors who are well positioned ─ with skills that are highly appropriate ─ 

to meet priority needs. Based on the findings of this evaluation, the following are potential areas 

where PVOs’ skills and experience can be leveraged by USAID. 
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Focus on high-impact solutions through community-level innovation. There is a 

potential fit for some U.S. PVOs in partnership with qualified research organizations to conduct 

OR that supports USAID and global innovation themes, building on the lessons learned from 
CSHGP and successful OR projects undertaken in CSHGP.  

Improved metrics and evaluation at community/district level. PVOs have vastly 

improved their own ability to use data, and have to some degree transferred that capacity to 

their local partners and host country counterparts at the district and sub-district levels. PVOs 

can play an important role in helping local governments and partners learn to collect better data, 
make sense of the data they collect and use it locally for decision-making. 

Country leadership and health system strengthening through community-level 

capacity building. PVOs have learned to work closely with key stakeholders, including local 

governments, throughout project design and implementation. In the process, PVOs have 

developed strong relationships with health officials at district levels and below, and in some 

countries, at national levels as well. PVO success in building capacity of local institutions through 

CSHGP has been mixed, but PVOs’ extensive work with community stakeholders and the many 

examples of good capacity-building work suggest that, after careful analysis and design effort, 

potential exists for a community-oriented capacity-building effort in which PVOs are intimately 
involved. 

Continue to work in remote, hard-to-reach areas. Clearly, PVOs are well positioned to 

initiate programs in the most under-served areas, with the most at-risk groups.  

Mutual accountability and transparency through community/civil society 

empowerment. There is substantial interest within USAID for PVOs to move in this direction, 

and some interest within the PVO community as well, at least in some countries. Many PVO 

informants say that this is what the PVOs and their local partners have been doing for years, by 

ensuring that communities understood which good quality services they have a right to receive, 

and how much these services should cost. In other USAID-financed programs, ranging from 

micro-finance to HIV and AIDS to reproductive health, the PVO community has played an 
important role in assuring system transparency and defending rights of underserved populations. 

Creation of a supportive environment for community-oriented health 

programming. Though global and USAID policy informants did not raise this issue, many PVO 

informants did, as they saw broader economic issues in the communities where they worked as 

key barriers to the effectiveness of their programs. PVOs have been eager to support broader 

development efforts in their MCH programs and have done so in some cases (e.g., water and 

sanitation in PCI Indonesia and Africare Uganda; health insurance in Health Partners Uganda and 

World Renew Bangladesh), and many have experience in broader agriculture and nutrition 
programs through Title II and other development programs.   

 

V. RECOMMENDATIONS AND OPTIONS 

The overall value of the Child Survival and Health Grants Program (CSHGP) in the past is not in 

question. However, support to the program has shrunk significantly in recent years, and it lacks 

the structure and resources to support grantees in influencing countries to undertake the 

reforms needed to accelerate progress on maternal, newborn and child health (MNCH). It is 

time for the U.S. Agency for International Development (USAID) to engage key stakeholders in 

a thorough strategic dialogue to determine how to best deal with the challenge of reaching 

underserved populations with quality community-based health care services in a sustainable way. 

Given this, the team concludes that CSHGP is no longer an appropriate vehicle for future 
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USAID investments in ending preventable child and maternal deaths through community-
oriented programming.  

While it may seem possible to “fix” CSHGP through another change in program purpose, 

another round of requests for applications (RFAs), or other changes in program procedures, all 

of these approaches  are inadvisable. When a program has 30 years of history and has 

undergone a progression of changes and adaptations during its life, and when many of the same 

PVOs have been applying for grants over the course of those years, there are unwritten 

expectations that make it very difficult to take a fresh look at the best way to support 

achievement of APR through community-oriented programming. But a fresh, and more strategic 

look, is critically needed at this time and will enable the development of a strong new program 

that adopts and builds on the strongest elements of the CSHGP. 

Recommendation 1. During the transition period while designing a new program, hold off 

from issuing further RFAs for the CSHGP. Instead, allow the CSHGP existing grants to continue 

through their natural life cycles, with TA as required to support them, making a best effort to 

ensure that successful OR activities have an opportunity to be brought to scale. Indeed, this is a 

time when CSHGP could experiment with various types of support that are designed for the 
process of OR results informing policy dialogue and for bringing successful innovations to scale. 

Recommendation 2. As the CSHGP winds down, provide resources to CORE Group to 

define its future role. Provide a “legacy” grant to CORE Group for the next 3 to 5 years, during 

which time it should (1) develop its long-term strategy for membership, mission and role and (2) 

make plans to create a diversified funding base. Any actions taken in this regard may need to be 
modified if CORE Group plays a part in future programming as discussed below. 

Recommendation 3. Develop community-oriented MCH program or programs for the future 

that the Bureau for Global Health (BGH) considers important for A Promise Renewed (APR) and 

the Bureau’s strategy, taking advantage of partnerships and building on the past experience, 

skills, progress and practices demonstrated through CSHGP. The Team suggests some options 

below that the Bureau might consider, based on evaluation findings about PVO strengths and 

key future areas of need. The team believes that if the Bureau is to consider new programming 
to take advantage of the capabilities of PVOs:  

Strategically, it should be: 

 Community- oriented: This remains an area of great unmet need to achieve equity and to 

reach those not adequately served by the formal health system; and this is the area in 

which the PVO / non-governmental organization (NGO) community has its greatest 

strength; 

 Targeted on women, newborns and children: the target groups for APR; 

 Focused on the major problems that USAID/BGH is invested in; 

 Balanced to be both locally important and relevant to countries and USAID mission 

programs and strategies, and aligned with the global agenda: Mission buy-in, country 

ownership and potential for scale-up are best achieved if programs carried out in country 

are in areas considered strategically important to the country and mission; and, 

 Restricted to priority countries and high-burden populations: Preferably, new 

programming would be restricted to USAID’s 24 high priority BGH countries, or to a 

consistent sub-set of countries that have been selected based on a clear set of criteria. 

Programmatically, it should have these attributes:  

 A clear, well-defined objective and project strategy; 

 A pre-defined end date with targeted achievements for end date established at project 

start; 
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 Sufficient annual funding, with the capacity to accept, and expectation of leveraging, funds 

from sources other than BGH, including missions, non-health funds, other donors and 

private resources; 

 Rigorous program design and monitoring and evaluation requirements that build on some 

of the key elements of CSHGP; and, 

 Complementarity with other BGH projects 

Structurally, there are several choices. USAID/BGH is in a better position to judge which 

would work best, depending on the nature of the activity the Bureau selects. The Team suggests 
the following: 

 The program should not be limited to PVOs only. There is no justification at this stage 

for singling out this group for special treatment. Any new program that builds on CSHGP 

experience and capacity should be opened up to a variety of potential partners, which might 

include private sector entities, universities or research groups, local non-profits, U.S. non-

citizen-supported NGOs, and others, depending on the type of activity. The Team considers 

that, among these organizations, U.S. PVOs that have been the traditional CSHGP partners 

will be highly competitive because of their strong experience with community-oriented 

programming and their ties with local non-governmental organizations in recipient countries. 

For some options below, PVOs should be encouraged to join into consortia, partnerships or 

networks with other organizations, to broaden the scope of services and population 

reached. 

 The program should be more directive about work to be done and communities to be 

served than CSHGP so as to ensure it is central to BGH’s strategic objectives. and 

 There are several possibilities for program structure. The team believes the structure used 

in CSHGP, with annual RFAs, Detailed Information Plans/Strategic Workplans and OR 

design requirements, has become too staff intensive for USAID to manage effectively. The 

Team believes other possibilities may be viable, such as those listed below. Which of them 

would work best depends on the options selected. 

 Hybrid model: Similar to the RFA model of the past but with only one or two grant cycles 

over the course of the project life, possibly with program management outsourced. 

 Mission-driven projects with global catalytic support: A program where missions identify 

relevant projects/contracts that are going to be implemented and then request catalytic 

support from the BGH in areas of interest to BGH. BGH’s role could be to identify 

priority questions/issues of interest to the global community and then enhance certain 

aspects of these contracts/projects to provide answers to those questions. Project results 

would be those of the mission, but due to catalytic funding, they would also be globally 

relevant. 

 BGH-driven program with mission buy-in (field support): BGH would identify important 

questions and allocate global core funding to incentivize missions to help answer them 

through additional funding to existing or planned projects.  

 Globally-defined, multi-donor agenda with coordinated support from USAID and other 

donors: similar to the multi-country evaluation of integrated management of childhood 

illness or the current Catalytic Initiative, where an agenda is agreed to by multiple donors, 

funded in a coordinated manner and implemented simultaneously across multiple 

countries. Each country program could be managed and technically supported in a 

consistent manner by one or more implementing partners.  

Substantively, the Team is suggesting three options for ways that BGH could build on the 

capacity and experience of CSHGP under a new programming format: (1) operations research, 

(2) implementation research focused on community health workers (CHWs) and strengthening 

community systems and (3) community accountability. Though we are presenting these as 

individual options, they could as easily be combined into one or two larger options, or they 
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could be incorporated into, or added on to, existing or planned BGH flagship projects. We are 

presenting them individually for the sake of simplicity, and because BGH may find one or two of 

them more interesting than others. 

 

Option 1: Operations Research  

A program that focuses on increasing the impact of basic community-level health services on the 

health of underserved women and children through the identification of important MCH service 

delivery problems of immediate concern and improving them through an applied research 

agenda implemented via partnerships that include governments, NGOs and other actors. This 
option builds on the strengths and strategic direction of the current OR/innovation category. 

Anticipated outcomes 

1. Health service delivery options developed, tested and advocated to government and civil 

society, thereby informing policy and adopted as appropriate within health delivery systems 

and scaled up so as to achieve broad impact on health status of women and children. 

2. Strengthened “culture of evidence” among development partners including government, 

NGOs (local and international) and other actors that includes (1) increased appreciation of 

and demand for valid information for use in policy and programming, even when it is critical 

of programs that one is responsible for and (2) enhanced use of measurement and research 

techniques in the conduct of applied research that informs evidence-based policy and 

programs.  

Rationale 

There is a great need for research to contribute to strengthening of community-based health 

service delivery. There are already a number of USAID-funded programs that solicit “game-

changer” innovations and require measurement of their impact. These programs attract many 

technology-based interventions, but they have less success drawing proposals that are focused 

on health systems and services from the demand and/or supply side. There is thus a strong 

rationale for a program that supports health service-focused research on realistic, grounded, 

implementable topics (e.g., supervision) – where questions are asked in wider community 

context. As many PVO, CORE, MCHIP, and global informants noted, there are many areas of 

health services for which innovation is not needed – there are proven interventions that work. 
The question is rather “How best to implement these interventions?”  

The experience of CSHGP with innovation and OR has taught that partnerships can be formed 

between NGOs, governments, research organizations and communities to identify fundamental 

problems with health service delivery, develop solutions and then test their effectiveness 

through research of appropriate rigor. This shared experience offers opportunities to achieve 

greater effectiveness through a program with a revised, research-driven focus. This option 

represents an important change in focus from CSHGP in that it would not fund programming 

beyond that which is minimally necessary to support the research. The focus would now be on 

testing proposed, sustainable improvements of the delivery of existing services – thereby 

leveraging the programs that governments and NGOs are already conducting and supporting – 

and then using the research results to inform policy and scale-up. This option would fund 

numerous small grants with the potential for high impact-per-dollar. Longer duration, higher 

cost applications would be considered but would be discouraged as they would limit funding 
available for other applications.  

Choices regarding level of research for a partnership-based community-level research program 
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A broadly-defined field-based research program should demonstrate appropriate levels of both 

focus and flexibility. For example, a focused study of less than 6 months duration could be used 

to answer the question “can Misoprostol be safely delivered through CHWs in Nepal at high 

coverage levels?” Other OR questions may require more time to answer. For example, with 

regards to the use of maternal waiting homes to lower maternal mortality, we still need to 

know fundamentally if they work and how to support their construction in order to maximize 

their utilization – questions that demand research of longer duration.  

 

In addition to OR, there is a strong rationale for this option to support implementation research 

(IR). This would require an expanded vision and supportive structure for the program but could 

potentially play substantial dividends in its contribution to better understanding of issues related 

to scale-up. Teams of organizations such as PVOs working in common cause in a given country 

may be able to join forces to lead important IR efforts in this regard. 

 

Rationale for a partnership-based approach to strengthening health service delivery through 

research 

Developing and testing community-level service delivery models that can influence policy and be 

adopted at scale requires a variety of skills, responsibilities and authority. Organizations that 

must participate include those that have policy-making authority; knowledge of how health 

services work at the community level; skills at programming, research, and advocacy; and 

commitment to providing services to underserved populations. Any partnership model must 

include government and NGOs. While the NGOs may be local or international for a given 

study, research findings are most effectively used when they are backed by a strong local partner 

and champion.  

There is a strong rationale for requiring the applicant organization to have in-country 

organization and programming presence in place for the “service delivery basis” of the research. 

This effectively leverages the resources that have already been devoted to programming from 

other sources and allows funds from the OR program to be dedicated to the research-
advocacy-policy-scale-up process. 

Key program elements 

 Research grants program (OR + IR or just OR) focused on topics of immediate importance. 

 Applicant must have ongoing organizational presence and program in the country where the 

OR will be conducted. 

 Research design must be appropriate for the research topic and the type and rigor of 

information needed to inform policy – simple is frequently better. 

 Research must be in line with USAID mission and host country priorities and aligned with 

the broader set of BGH strategic priorities. Duration of OR/IR to be minimized to the 

extent possible. 

 Research proposals should include support from governments and USAID missions or other 

donors for the research and consideration of how they might use the results for scale-up. 

 Strategy for advocacy, informing policy, dissemination of results and support of scale-up 
efforts must be adequately and comprehensively documented in the application. 

How it might work 

1. Who can apply: Applicants may be a PVO, international NGO, local NGO, university, 

private institution or other qualified applicant or arrangement of partners. Applicant must 

have an ongoing program presence in the host country. Applicant or partner must 

demonstrate adequate capability in supporting/conducting OR. 
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2. Who determines the grant “topic”?: Applicant organizations will have relative leeway in 

proposing the core topic to be tested by the OR, but the topic must meet key criteria that 

may include: 

 A set of USAID-developed guiding criteria focused on MCH service delivery (demand 

and/or supply side) and meeting priorities of host-country government and USAID local 

mission, with strong support of host-country local government and preferably of local 

communities as well. 

 “Pathway to scale” must be self-evident in terms of strength of idea, logic of pathway 

and local support, thus holding potential to inform policy and to be reproduced at scale. 

 Must address community-level health service delivery. This will be a uniquely strong 

point of PVOs/NGOs and an area of key need. 

 Demonstrated ability to produce study results within short time duration. The driving 

focus of this option is on problems that are amenable to quick fixes with maximum 

impact. 

 Topics must address issues of key importance to host-country governments.  

 

3. Dissemination: Building on findings from the study of CSHGP OR proposals, dissemination 

of results should be comprehensively planned for, begin at the commencement of project 

activities and be adequately funded. Publishing in peer-reviewed journals, the gray literature, 

presentations in district-, regional- and national-level forums and other forms of 

dissemination should all be encouraged and supported. 

 

4. Moving from research results to scale: Structuring a program that can effectively support 

moving from research to scale is clearly a challenge that does not have a single “correct” 

answer. If USAID were to move forward with this option, it would need to address the 

issue of scale-up. Some of the  approaches for consideration include the following: 

 Similar to the approach followed by Saving Lives at Birth, provide support to grantees to 

think through the issue of scale-up and then offer provisional 2-stage funding – proof of 

concept and then scale-up. The partnership structure for the scale-up may be different 

than the research partnership. 

 Choose topics, through participatory means, that are of adequate relevance and are 

clearly linked to mortality so as to maximize potential for spontaneous scale-up of 

tested interventions.  

 Ensure rigor of methods and quality of data are high and defendable if the topic is 
controversial. 

 Plan specifically for advocacy, choose partners that can advocate with decision-makers, 
and plan for scale-up from the initial stages of the research proposal. 

5. Technical assistance (from within the grants program): A flexible approach to the provision 

of TA through the program should be established. Applicants should be required to 

demonstrate adequate research capability and to build TA requirements into the application 

itself, rather than have a TA unit separate that supports a variety of grants. TA can come 

from a variety of sources even under one program – technical advisory groups, individual 

consultants, universities – and a tailored approach for TA for each grant should be planned 

for. 

 

CORE Group could be considered as a candidate to provide TA services through this 

option. CORE Group is not currently staffed to play this role, and its previous role in the 

CSHGP was one of facilitating networking and building inclusivity. If CORE Group were to 

play a role in the provision of TA, its structure  would need to change. However, CORE 



  31 

Group’s strengths in developing technical tools and designing and conducting trainings 

should prove valuable were it to play a role in the provision of TA. A key advantage to 

building this capacity within CORE Group is that it is an existing and respected organization 

that has built high levels of trust with all stakeholders.  

 

6. Involvement of local partners: Applications that do not include meaningful roles for local 
partners should not be considered.  

Option 2: CHWs and community systems strengthening option 

This option is centered on implementation research that improves the interaction between 

CHWs and families in order to deliver evidence-based interventions more quickly, with higher 

quality and greater efficiency, address the main killers of women and children and take such 

programming to scale. This option would be globally driven, in that the priority implementation 

research questions would be identified by BGH and its global partners. In order to ensure 

country relevance and ownership, however, priority questions should be relevant to country 

priorities and important enough to encourage USAID mission and country buy-in, uptake and 
scale. 

Anticipated outcomes:  

1. Efficient management and implementation of community-based CHW programs (i.e., 

resources for services are both sufficient and targeted to high impact interventions focused 
on the major killers of women, newborns and children);  

2. Enhanced effectiveness of community-based services by addressing the major causes of poor 

CHW and health system performance (both supply and demand side) at the community 
level (i.e., services are appropriate, appropriately delivered and of high quality);  

3. Improvement in the extent to which primary health care services delivered by CHWs are 

distributed equitably (i.e., disadvantaged or otherwise marginalized populations have access 

to care, and high levels of effective coverage are reached).  

Rationale: The shortage of skilled, motivated and supported health workers, particularly in 

remote areas where underserved populations live, is a significant barrier to rapidly scaling up 

evidence-based interventions that focus on the major killers of women, newborns and children 

and deliver interventions for HIV and AIDS. To address this shortage, many countries are 

implementing large‐scale CHW programs, including many CSHGP grantees. Evidence to inform 

effective, sustainable CHW programs is essential to the policymakers in low‐ and middle‐income 

country governments who must allocate scarce resources to implement them.27 USAID’s efforts 

to document the evidence behind CHW programs suggests that considerably more effort is 

needed to understand the factors affecting CHW performance and the kinds of national, local 

and community systems support that is required to make CHW programs most productive. 

Evidence created from policy-relevant implementation research, when combined with a deep 

commitment and engagement with government, could address many of these challenges. 

This program option would aim to catalyze the thinking and resources of USAID missions, 

governments and other partners in addition to the resources from the BGH. The anticipated 

outcomes can only be achieved in partnership with and with ownership by governments, donors 

and other key stakeholders, health workers and communities themselves. 

To identify the state of the art on effectiveness of CHW performance, USAID held an evidence 

summit focused on CHWs. This summit commissioned background papers on the evidence base 

                                                           
27 U.S. Government Evidence Summit: “Community and Formal Health System Support for Enhanced Community Health Worker 

Performance”  
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around community health systems, formal health systems and combinations of both as factors to 

positively impact CHW performance. The summit concluded that the evidence base on which 

CHW are established is weak and that more and better research is needed. Areas for further 

investigation include: how communities influence CHW performance; determinants of 

community satisfaction with, acceptability of and demand for CHW services; and the role that 

CHW associations, community monitoring activities, and local governance structures can play in 

strengthening CHW performance. Related to the health system, it would be important to have 
studies that examine:  

 How much CHWs can effectively do, how their characteristics might affect performance, 
how differing CHW profiles might call for differing CHW program factors;  

 CHW performance standards to adequately evaluate and compare groups;  

 Rigorous causal evidence on how specific health system factors or combinations of those 

factors affect CHW performance at scale, as well as rigorous studies that test changes at 
scale in health system factors and how they affect CHW performance;  

 How to improve efficiency and cost‐effectiveness of CHW programs, such as optimal 

number of tasks/interventions delivered, optimal supervisor-to-CHW ratio, optimal 

geographic/household coverage for CHWs and  optimal remuneration (financial and non‐
financial) to maintain motivation and retention of CHWs; 

 Appropriate mix of community and formal health system support activities to improve 
CHW performance; 

 Effect of shared ownership of Community Health Systems (CHS) programs; 

 Fundamental linkages and interactions between support activities; 

 Optimum structure of a practical information system to support CHS performance; and 

 How CHS support activities are designed and implemented.  

 

How it might work  

The program would use limited global core funding to catalyze efforts to focus on the right set 

of questions of interest to the global community and generate rigorous, policy-relevant evidence 

adequate to contribute to and influence the global debate on the roles, functions and conditions 
necessary for robust community-level action.  

1. Who can apply. Organizations and countries both could be pre-screened for eligibility. 

Resources from this program would be competitively awarded to strong community, local, 

regional, national or international organizations and their research partners (preference going to 

qualified national research partners). The main criteria would be the organizations’ ability to 

effectively work at the community level and ability to implement sophisticated evaluation 

research designs and methods. Eligible countries must be Countdown priority countries with 

well-defined equity strategies that require community-level interventions, preferably 

interventions utilizing community-level health workers. Multiple countries with different types of 

systems issues, potentially addressed by a CHW-focused strategy, would need to apply for 

funding at the same time in order to ensure generalizability, i.e., global relevance of CHW-
related methods and evaluation results. 



  33 

2. Research topics. Give limited core resources, only one or two research questions could be 

addressed in each round of funding. Research questions could be derived from USAID’s CHW 

evidence summit, from discussions with global partners and from mission-led discussions with 

host countries. As an implementation science-focused program, questions would all be related 

to “how” to design, implement and evaluate effective CHW programs that quantify and analyze 

the health systems barriers these CHW programs face and create strong evidence across 
countries on how those barriers can be overcome. 

3. Scale. The purpose of these grants is not to take CHW programs to scale but to focus on 

policy relevant implementation research on overcoming obstacles to effective CHW 

programming and on ways to strengthen community-level health systems in support of CHW 

programs. It will remain important for the grant to think through the pathway to national scale 
up.  

 

Option 3: Community accountability 

A new program focused on building the capacity of community-based civil society organizations 

to increase demand by underserved women and children for basic health services, to hold health 

officials accountable for availability, quality and cost of health services and to support national 

government efforts to improve national performance on key maternal and child health 
indicators. 

Anticipated outcomes: 

1. Tested models of community monitoring of local health care provision intended to improve 
responsiveness to community needs. 

2. Tested models for increased accountability of contributions of community-level health service 

delivery systems to national performance towards targets. 

Rationale: 

CSHGP has built capacity of PVOs and local partners to ensure data quality, statistical capability 

and ability to reach the underserved in many countries. In some districts, PVO-generated data 

are the best sources of information on services flowing to communities that health officials have. 

PVOs and their partners have gained the trust of community-based organizations and 

communities in ways that others have not. Some CSHGP grantees have effectively advocated on 

behalf of underrepresented groups. Not all PVOs are skilled in this area or in country situations 

where they are able to play this kind of a role. Nonetheless, building accountability is clearly a 

priority from the standpoint of APR and BGH strategies, and one that some PVOs will be able 
to contribute to in substantial ways.  

There are two elements to community accountability. One is accountability that leads to 

improvements in community-level health services that have a direct influence on national-level 

health outcomes – e.g., provision of maternal tetanus toxoid, full vaccinations. This is something 

that the national-level MOHs may well be interested in. It will contribute to progress on national 
accountability scorecards, and it supports the global accountability reporting. 

The other is accountability that empowers communities to demand services to which they are 

entitled. This might not lead to an improvement in health outcomes in the short run. For 

example, local communities might be more interested in longer clinic hours or in more 

respectful treatment from health staff than they are in services that directly affect health 

outcomes per se. Yet these kinds of changes can lead to greater utilization of key interventions 
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and thus to better results. National MOHs may have little interest in this element of community 
accountability, and local level health officials may actively resist it.  

It is important to distinguish between the two elements (accountability for national health 

outcomes and accountability for community empowerment). The first is a relatively “safe” area 

for PVOs, NGOs and other partners to engage in; it is an area where former CSHGP grantees 

have a great deal of experience, and it can be undertaken successfully in the typical 5-year time 

frame for USAID projects; yet it may be quite difficult to address the first element without 

addressing, to some extent at least, the second, because the two are so closely interlinked. 

Key program elements: 

 Activities should be limited to countries that have adopted the national accountability 

scorecard and would welcome tracking performance at the community level or that are, for 
other reasons, high-priority to USAID for an accountability program. 

 Implementing organizations should have long-standing relationships in the communities and 

with the local organizations with which they work, as local trust is essential (and why PVOs 
would be competitive candidates for these awards). 

 Implementing organizations should demonstrate commitment and experience with rights-
based and gender equitable approaches. 

 Implementing organizations should work in networks or consortia to expand the reach of 
their activities beyond single communities or districts. 

 Projects need to include responsive reporting mechanisms – how do community members 

take up issues with the local health facility (some sort of regular community/facility forum) 

and how do they raise issues with the next level of response if they do not feel their issues 
are being addressed. 

How it might work: 

The core program, with one central cooperating agency or consortium, would be focused on 

increasing global knowledge of how to increase accountability and transparency of health 

services at the community level, particularly in underserved areas and high-burden populations, 

in ways that support government efforts to improve services to those areas and populations so 

that national MNCH outcomes can be improved by enhancing the responsiveness of health 

services to the needs of women and children in balance with increased awareness on the part of 

communities as to their rights to health services. The evaluation team could see this as a part of, 

or an add-on to, the reproductive, maternal, newborn and child health (RMNCH) flagship 

project but fear it could be overwhelmed if subsumed under this multi-faceted project. It could 

be a part of a health system strengthening program, as it is related to health metrics and 

information systems. Alternatively, the Team could see it as a separate project with an 

organization such as CORE Group or some other consortium arrangement involving a variety of 

partners with presence in many countries, calling on RMNCH to provide significant technical 
support as needed.  

The program would seek to work in countries where conditions such as these are present: 

 USAID Missions and, where possible, other donors are willing to provide substantial 
resources additional to those provided by the central project. 

 There is potential for partnership among organizations, which might include PVOs, NGOs, 

institutional contractors, private institutions (e.g., midwife associations, pharmaceutical 

associations, others) who have strong community ties or other strengths that they can bring 
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to bear to support a significant effort to implement a community accountability program 
within the country. 

 There are other activities within the country such that gaps identified through the 

accountability mechanism can be addressed – that is, supply-side measures can be taken to 
meet demand-side gaps identified. These would not be addressed through this project. 

 Experience from CSHGP indicates that smaller countries may provide a better opportunity 

for small projects to get noticed and potentially scaled up, particularly where there are 
relatively few major funders and Missions are not overwhelmed by large bilateral projects.  

The program would offer core funds to stimulate USAID mission buy-in to the program so as to 

add an accountability component to ongoing or planned bilateral MCH activities that will be 

active for at least the next 5 years. PVOs, NGOs and other local institutions would enter into 

partnerships for the country activity. Country-based programs would establish networks of civil 

society organizations rooted in communities; these networks would help underserved 

populations to understand the services they should receive, to monitor their own health and the 

services available to them and to make their needs and service gaps known to higher-level 

authorities. 

The participating organizations would undertake the following types of activities:  

 Develop a few simple but effective community accountability tools, train local organizations 

in their use, and report /advocate up the health system. There would be an opportunity to 

experiment in some remote areas with mHealth options to, for example, report on status of 
key services as an OR activity. 

 Organize community organizations into local networks to increase influence of communities.  

 Engage private sector health providers. Since pharmacists, traditional birth attendants and 

other private practitioners provide such a high percentage of services in some countries, 

particularly in the more remote areas, accountability for health services must include them 

as well, and as consistent government regulation is not feasible, education of both 
consumers and providers is the best early option. 

The central program should ensure that lessons from the field are sufficiently analyzed and 

receive global dissemination and attention. Key questions include the following:  

 What kinds of community accountability tools are most effective? 

 What level of response is needed on the supply side to sustain the momentum of the 
community organization effort?  

 What are the key capacity-building needs for effective community accountability, and how 
can these be provided and maintained?
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ANNEX A. SCOPE OF WORK 

I. PURPOSE OF EVALUATION AND INTENDED USE 

The U.S. Agency for International Development (USAID) seeks to conduct a performance 

evaluation of its Child Survival and Health Grants Program (CSHGP), one of USAID’s largest 

direct partnerships with non-governmental organizations (NGOs) for health. The primary 

purpose of this evaluation is to inform U.S. Government/USAID’s future investment in 

partnerships and strategies to improve development impact as a part of its reform agenda, 

USAID Forward, with a particular focus on the role of U.S. private voluntary organization 

(PVO)/NGO intermediaries and their local partners in accelerating progress for current and 

emerging priorities in health (e.g., ending preventable child and maternal deaths, including 

increasing access to life-saving family planning information, services and supplies, and creating an 

AIDS-free generation). A performance evaluation of the CSHGP will generate knowledge and 

learning for U.S. Government/USAID in the following areas: current strategic role and relevance 

of the CSHGP; comparative advantage and role of partnerships with U.S. PVOs/NGOs, civil 

society, and communities; and future investment choices. In addition, the findings of the CSHGP 

evaluation are poised to inform U.S. Government/USAID’s ongoing dialogue focusing on global 

and national themes of importance in programming development assistance (e.g., integration, 

equity, task shifting, community participation and engagement in health, etc.) as well as the role 

of strategic partnerships with global and local civil society in improving sustainable development 

and aid effectiveness28 29. The audience for the CSHGP evaluation will include the Bureau for 

Global Health leadership and other relevant USAID leadership (from Washington bureaus and 

the missions), selected U.S. Government representatives engaged with U.S. NGOs, U.S. 

PVO/NGO partners and representatives associated with the CSHGP (Washington and local), 

USAID’s flagship project staff (e.g.,  staff of Maternal and Child Health Integration Program 

[MCHIP], Strengthening Partnership, Results and Innovations in Nutrition Globally, Research, 

Health Systems, etc.), and key stakeholders focusing on policy and implementation in the 

broader health and development community (e.g. United Nations Children’s Fund (UNICEF), 

the Bill & Melinda Gates Foundation, Australian Aid, Center for Global Development, etc.).  

 
II. PERIOD OF PERFORMANCE  

The evaluation will be conducted between May – August, 2013.  

III. BACKGROUND  

(Note: A detailed background document on the history and strategic directions of the Child Survival and 

Health Grants Program with relevant references has been prepared for the evaluators and will be 

available at start of work contract.) 

 

Please see Annex 1 for an overview of the strategic evolution of the program (removed). 

 

For approximately 27 years, USAID’s sustained commitment to improving the health and 

survival of children, newborns and mothers in developing countries has contributed to 

measureable progress.30 Partnerships with governments, NGOs, the private sector and other 

key development actors have played a critical role in USAID’s child survival and maternal health 

                                                           
28 Localizing aid: Can using local actors strengthen them? Overseas Development Assistance (ODI), 2012 (Research in progress) 
29 A New Vision for the USAID-U.S. NGO Relationship: Partnering for Effective Development. InterAction Policy Paper, July 2012.   
30 Two Decades of Progress: USAID’s Child Survival and Maternal Health Program 
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strategies since the 1980s, reflecting USAID’s balanced approach for rapidly raising coverage of 

life-saving interventions.  

 

Since 1985, USAID has engaged in a partnership with U.S. PVOs/NGOs through the Child 

Survival and Health Grants Program as a platform for delivering foreign assistance to improve 

the health and survival of marginalized and underserved children, newborns and women globally. 

Civil society organizations such as U.S. PVOs/NGOs bring unique assets to USAID’s health and 

development portfolio by: 

 

 Extending the reach and quality of programming to effectively improve equitable access 

to life-saving interventions in poor, hard-to-reach areas;  

 Building local systems capacity through established partnerships with local governments 

and populations; and 

 Contributing to local and global innovation and best practices.31  

 

USAID’s investment in the Child Survival and Health Grants Program initially developed and 

expanded partnerships with U.S. PVOs/NGOs to improve the impact of the Child Survival 

Initiative in marginalized and underserved communities while building the technical and 

management capacity of these organizations for child survival programming. The program’s focus 

subsequently shifted to building local capacity of government primary health care and community 

systems to address the most significant service delivery and local-systems-capacity challenges for 

improving, sustaining and scaling up new, underused and high impact interventions through 

community-oriented programming; expanded partnerships with U.S. PVOs/NGOs to address 

community health needs in “new” technical areas (e.g., tuberculosis, malaria, family planning); 

and fostered global collaboration among NGOs and affiliate organizations through the CORE 

Group coalition to advance action and learning for community health.   

 

The Child Survival and Health Grants Program model consists of three synergistic components, 

combining (1) global implementation, through direct cooperative agreements with U.S. 

PVOs/NGOs with (2) specialized PVO/NGO technical assistance, currently provided by MCHIP 

and (3) collaboration for action and learning through communities of practice to strengthen and 

expand global and local technical leadership and capacity for community health (CORE Group 

coalition). USAID’s major investment is through the CSHGP Request for Applications (USAID 

total investment to date of $436,000,000), and approximately 5 percent (or less) of this amount 

has been invested in technical assistance and collaboration activities. CSHGP’s partnership 

model (CSHGP grantees, MCHIP PVO/NGO Support Team, CORE Group NGO coalition) 

facilitates NGOs to organize into technical working groups and communities of practice 

according to their comparative advantage and technical leadership in order to advance 

collaborative learning and action, including identification, dissemination and use of best and 

promising practices in community health. CSHGP’s technical assistance and collaboration 

mechanisms have been integrated into USAID’s flagship project MCHIP and support broader 

priorities.  

 

The CSHGP’s current strategic role in the Bureau for Global Health’s Health, Infectious 

Diseases, and Nutrition Office enables the U.S. Government/USAID to leverage U.S. 

PVOs/NGOs to respond to global and national priorities in maternal and child health, nutrition, 

malaria and family planning by generating practical knowledge and evidence for policy-relevant 

solutions aimed at improving and scaling up integrated, high impact interventions in vulnerable, 

hard-to-reach populations and developing and widely disseminating tools, standards and 

approaches to improve the implementation of community-oriented policies and programs. In 

                                                           
31 A New Vision for the USAID-U.S. NGO Relationship: Partnering for Effective Development. InterAction Policy Paper, July 2012.  
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2008, a major strategic shift in the CSHGP focusing on innovation and research aligned the 

program with both the principles of U.S. Government initiatives (e.g., Global Health Initiative, 

Feed the Future, etc.) as well as key priorities of USAID Forward. As of October 2012, the 

CSHGP portfolio consists of 34 projects implemented in 26 countries by 23 U.S. PVOs/NGOs. 

Of the 34 integrated maternal, newborn and child health (MNCH) projects (each project 

approximately $1.5─$1.75 million for 3─5 years) in the active portfolio:  

 the primary focus of 28 projects (approximately 88 percent of portfolio) is on 

operations research for new and/or promising solutions to critical challenges for 

improving and scaling up integrated MNCH service delivery and use, particularly at the 

community level, in low resource settings; 18 U.S. PVOs/NGOs, in new partnerships 

for learning with research institutions and ministries of health in 21 countries, are 

evaluating the impact, scalability and sustainability of policy-relevant solutions; two of 

these projects are supporting the President’s Malaria Initiative (PMI); 

 four (4) MNCH projects in the portfolio focus on new partners and previous categories 

of awards; and 

 two (2) projects in the portfolio focus exclusively on the prevention and treatment of 

tuberculosis. 

 

The CSHGP has not been rigorously evaluated as a program since its transition to the Bureau 

for Global Health in 2002. However, program components (e.g., technical assistance and 

collaboration) have been evaluated multiple times, and most NGO projects since 1985 have 

been independently evaluated. The program’s performance and contributions have been 

documented in diverse documents, which include project and specific evaluation reports for 

program components and publications. CSHGP projects have consistently improved population-

based health outcomes (or coverage of high impact interventions simultaneously at the scale of 

single or multiple districts) for children, newborns and women simultaneously through 

community oriented programming and local capacity building partnerships, achieving an average 

under-5 mortality decline estimated at 5.8 percent per year32. The average estimated annual 

decrease in under-5 mortality rate in CSHGP projects areas is more than twice that measured 

directly by concurrent Demographic and Health Survey data and close to the annual rate of 

reduction that countries need to reach in order to accelerate progress at scale for child survival 

(ARR 5.2 percent).33 The modeling to estimate mortality reduction in CSHGP has been 

demonstrated to be accurate.34 In addition to generating a body of credible program-based 

evidence through CSHGP-supported projects, CORE Group and technical assistance 

components have contributed to notable achievements in technical knowledge development and 

capacity building, in setting global standards for best practice through ongoing analysis and 

learning and in linking global level program and policy forums with community practitioners and 

perspectives.35,36 CSHGP-supported specialized technical tools and resources are highly 

regarded by PVOs, academics, cooperating agencies and consultants, and they are utilized 

beyond the USAID partner community.37  

 

Since its inception, the Child Survival and Health Grants Program has been designed to play a 

key role in enhancing USAID’s response to major initiatives and strategies (e.g., USAID’s child 

                                                           
32 Ricca J, Kureshy N, LeBan K, Prosnitz D, and Ryan L. Community-based intervention packages facilitated by NGOs demonstrate 
plausible evidence for child mortality impact. Health Policy and Planning. February 22, 2013.  
33 Child Survival Call to Action: Ending Preventable Child Deaths. Summary Roadmap. Version 1, June 14, 2012. 
34 Ricca J, Prosnitz D, Perry H, Edward A, Morrow M, Ernst P, and Ryan L. Comparing estimates of child mortality reduction 
modeled in LiST with pregnancy history data for a community-based NGO project in Mozambique. BMC Public Health 2011, 11 ( 
Supplement 3): S35. April 13, 2011. 
35 Anderson S and Ashman D. Evaluation of the Child Survival and Health Network Program (2005-2010). Global Health Technical 
Assistance Project, September 2009.  
36 MCHIP Mid-term evaluation. Global Health Technical Assistance Project, 2011. 
37 MCHIP Mid-term evaluation, Global Health Technical Assistance Project, 2011. 



  39 

survival initiative, and more recently, the principles of such U.S. Government initiatives as the 

Global Health Initiative and Feed the Future) by broadening partnerships with civil society and 

vulnerable communities. The CSHGP evaluation will generate useful conclusions and 

recommendations about the strategic role of and options for future investment choices for the 

program in a shifting strategic landscape in the U.S. Government/USAID and in countries, as 

defined by USAID’s reform agenda, U.S. Government initiatives (Global Health Initiative, Feed 

the Future, U.S. President’s Emergency Plan for AIDS Relief, PMI), and bold visions being 

developed by countries to accelerate progress toward the Millennium Development Goals 

(MDGs) and toward the definition of a post-2015 development agenda (e.g., ending preventable 

child and maternal deaths, creating an AIDS-free generation, ending extreme poverty, etc.).  

 

IV. DEVELOPMENT HYPOTHESIS AND KEY EVALUATION QUESTIONS 

 

Accelerating reductions in child, newborn and maternal mortality, with increased equity, 

requires improving and sustaining health outcomes among poor, vulnerable and underserved 

families and communities by building the capacity of primary health care and community systems 

to effectively improve the health of the community as well as to respond to their felt needs. U.S. 

PVOs/NGOs are well positioned to catalyze partnerships at the local, national, and global levels 

to creatively and effectively address challenges in implementing national and global policies and 

strategies and strengthen primary health care and community systems to sustain improvements 

through capacity building partnerships with Ministries of Health, local civil society, and 

communities.  

 

The Child Survival and Health Grants Program, therefore, is designed to leverage the 

entrepreneurship, technical expertise and capacity of U.S. PVOs/NGOs to extend programs into 

communities by working with local partners in order to support the leadership of national 

governments in responding quickly and effectively to the implementation of policies and 

strategies to improve child, newborn and maternal health and survival through the following 

practices: 

1. Improve coverage of integrated, high impact interventions in poor, vulnerable and 

underserved populations. 

2. Strengthen the functionality of primary health care and community systems through 

local capacity building to promote sustainability and accountability. 

3. Generate practical learning, credible evidence and technical resources to catalyze 

implementation and uptake of innovative and scalable solutions to advance policies 

and strategies at country and global levels, focusing on innovative solutions in 

thematic areas of global and national importance (e.g., integration, equity, task shifting, 

front line health workers, community participation and engagement, social and 

behavior change, etc.). 

4. Facilitate participation and representation of civil society and communities to support 

and strengthen government-led policies and strategies for health and contribute to 

global and national policy dialogue and scale-up of state of the art strategies and 

approaches.  

 

Note: Please refer to CSHGP’s Operating Principles in greater detail in Annex 2 (removed). 

 

The CSHGP performance evaluation will be guided by the following four questions:  

1. What are the CSHGP’s key contributions in advancing priorities in health and 

sustainable development priorities (U.S. Government/USAID, global, national/sub-

national), and what are areas of improvement? 
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2. What are the major priorities and needs (current and emerging) in health and 

sustainable development (U.S. Government /USAID, global, national), and where do 

these align with CSHGP’s unique assets and contributions?  

3. What role should the CSHGP play in addressing these priorities in the next 5─10 years? 

4. What are options for USAID to best structure and organize the CSHGP to play an 

effective and efficient role to address these priorities?  

 

The evaluation team will develop and prioritize specific sub-questions, in collaboration with 

USAID management team during the initial team planning meeting and in complement to 

interviews with senior staff at the beginning of the consultancy. The specific sub-questions will 

align with the four key questions above and will address the program’s four main practices or 

spheres of control. It will be essential to ensure USAID leadership input into this process at the 

onset as a means to facilitate buy-in of the findings of the evaluation.  

 

V. METHODOLOGY   

 

The evaluation team will finalize the methodology (including final questions, alignment of 

methods to questions, data sources, data collection tools and analysis plan as well as expected 

organization of findings) prior to beginning any field work and will present their approach to the 

USAID CSHGP management team by the end of week 2. The evaluation team will also present 

the evaluation methodology to key stakeholders (USAID [headquarters and field], group of 

global health and development experts, NGOs). Suggested methods include but are not limited 

to: 

1. Document Review – of current and historical CSHGP information, including program 

and project documents.  

2. Semi-structured interviews with key informants and selected focus group discussions 

with key resource persons (in person and via phone/Skype). (Note: stakeholder groups 

identified in a separate document.)  

3. Online surveys with stakeholders from the CSHGP community (Note: stakeholder groups 

identified in a separate documents.)  

4. Country site visits as case studies (up to two countries in Africa and Asia), which may 

include focus groups, interviews and other relevant methods.  

 

Given the volume of the CSHGP program and project-level documents and data, the evaluation 

team may utilize the PVO/NGO technical assistance team in MCHIP to assist in the use of the 

information system; access project documents and data; and review, extract, organize qualitative 

and quantitative data from selected program and project documents under the guidance of, and 

in response to, the evaluation team’s needs. Evaluation experts (internal and external to USAID) 

will also be available to provide inputs to develop and refine the methodology, if necessary. A 

separate document on methodological notes will be made available to the evaluation team.  

 

VI.  TEAM COMPOSITION & SKILLS AND LEVEL OF EFFORT (LOE) 

 

1. Team Composition  

 

Given the breadth of skills needed to conduct the CSHGP evaluation as well as the desired time 

frame for global and national inquiries, the evaluation team will consist of four individuals.  

 

Team Lead: Requires a minimum of 20 years' experience as a senior public health leader with 

comprehensive understanding of the policy and partnership environment for health (public, 

private and civil society partnerships at the global and national levels), trends and current 

priorities in foreign assistance and expertise in current and emerging health and sustainable 
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development priorities, including but not restricted to MNCH. S/he should have been a team 

lead on at least three other large-scale evaluations with demonstrated skills in complex systems 

analysis for foreign assistance and health and development policies and programming, including 

U.S. Government /USAID experience. Strong communication (oral, written), policy and strategy 

acumen, analytical, team management and interviewing skills are required. The Team Lead will 

work with the evaluation team, available evaluation experts and USAID management staff to 

finalize the questions and methodology and ensure buy-in from USAID leadership, develop a 

shared understanding with other key stakeholders (NGOs, global health and development 

experts, etc.) prior to beginning field work and ensure the final unedited evaluation report 

meets USAID standards for high quality evaluations.  

 

Health Systems & Reproductive, Maternal, Newborn, and Child Health (RMNCH)Expert: 

Requires a minimum of 15 years of leadership experience in RMNCH policies, strategies, 

partnerships and implementation at the global, national and sub-national levels; strong 

understanding of health systems and global and national architecture for health; ideally has 

knowledge and experience in historical and current child survival policies and programs and 

familiarity with strategic directions and implementation needs in acceleration strategies, such as 

ending preventable child and maternal deaths and creating an AIDS-free generation at the global 

and national levels. Demonstrated expertise and leadership in health systems strengthening and 

range of health programming at different levels of the system. USAID will utilize another 

mechanism to fill this position.  

 

Implementation Science Expert: Requires a minimum of 15 years of experience in leading the 

development and strengthening of monitoring and evaluation (M&E) and 

operations/implementation research design and uptake with a broad range of health and 

development partners. Should be well versed in a broad range of M&E and research methods 

and interventions (quantitative, qualitative) in the context of community-oriented health 

programming, including but not restricted to sub-national and community-based systems for 

M&E, and emerging priorities in measurement and accountability such as evidence-based policy 

making, measurement of equity focused strategies, stakeholder engagement in learning processes 

to improve and build capacity for evidence-based analysis to improve uptake in national/sub-

national policies and plans.  

 

Civil Society (NGO focus) and Community Partnerships Expert: Requires a minimum of 15 

years of leadership experience in civil society partnerships and community-based programming, 

with a focus on U.S. and national NGOs, as these pertain to the development and 

implementation of community development policies and strategies as well as measurement and 

accountability mechanisms at the global and national levels. Must have demonstrated experience 

with a broad range of community health and development strategies and approaches (e.g., 

community systems, community participation, mobilization and empowerment) and NGO and 

civil society partnerships and collaboration at the global and national levels. Must also be current 

in the policy dialogue focusing on role of U.S. and local NGOs in development effectiveness and 

sustainable development.  

 

2 Level of Effort  

 

The anticipated level of effort for the consultants to conduct the evaluation is approximately 62 

working days. Additional days for planning, report writing and field visits can be considered 

depending on the final timeline.  

 

Below is a list of the specific tasks to be accomplished by the consultant team, with an estimated 

level of effort and proposed timing for each task.  
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Task/Deliverable Level of Effort (LOE) 

Team Lead  Implementation 

Science Expert 

  

Civil Society  

(NGO focus) 

and 

Community 

Partnerships 

Expert) 

1. Background reading and 

assignment preparations 

5 days 5 days 5 days 

2. Team planning meetings in 

Washington, DC, and 

Briefings with CSHGP 

management team. Finalize 

workplan (deliverable 1) 

3 days 3 days 3 days 

3. Finalize questions, 

methodology and develop 

data collection instruments 

(may require some 

additional meetings with 

USAID staff) 

5 days 5 days 5 days 

4. Brief USAID on design & 

revision of instruments. 

Finalize methodology 

(deliverable 2 & 3) 

2 days 2 days 2 days 

5. Data collection, includes 

interviews with key 

informants, field visits and 

email/telephone surveys 

(DC-based)  

6 days 6 days 6 days 

6. Data collection, includes 

interviews with key 

informants, field visits and 

email/telephone surveys  

 11 days  11 days  11 days  

7. Data analysis 5 days 5 days 5 days 

8. Draft report/presentation 

development (deliverables 3 

& 4) 

10 days 10 days 10 days 

9. USAID and program 

provide comments on draft 

report & presentation slides 

n/a n/a n/a 
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Task/Deliverable Level of Effort (LOE) 

Team Lead  Implementation 

Science Expert 

  

Civil Society  

(NGO focus) 

and 

Community 

Partnerships 

Expert) 

10. Revise report/slides 2 days 2 days 2 days 

11. Debrief to USAID & 

program staff (this may 

need to be separate 

internal and external 

briefings due to 

procurement sensitive 

issues) (deliverable 3) 

2 days 2 days 2 days 

12. Consultant team to revise 

report based on comments 

from presentations 

2 days 2 days 2 days 

13. USAID review of final 

unedited report for 

clearance  

n/a n/a n/a 

14. Eval lead final revisions and 

submission (deliverable 4) 

2 days 2 days 2 days 

15. Travel time  n/a 4 days n/a 

Total # days (estimated)  55 days  59 days  55 days 
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VII. DELIVERABLES 

Key evaluation deliverables will include: 

 

1. Work Plan: The team will develop a detailed work plan to be shared and discussed with 

USAID/W during the team planning meeting. The detailed work plan will include the 

approach to develop the methodologies to be used in the evaluation, timeline including 

interview schedule and roles and responsibilities. The work plan will be submitted for 

approval to the Program Manager at USAID/W no later than the fourth day of the Team 

Planning Meeting.  

 

2. An evaluation methodology, which must include: 

a. Final evaluation questions and sub-questions (global- and national-level for 

country case studies). 

b. Methods for answering each question. 

c. Data sources for each method. 

d. Data collection tools including survey instruments, interview guides and site visit 

plan, etc. 

e. Site visit plan for up to four country case studies. 

f. Data analysis plan. 

g. Outline of evaluation report, including how evaluation findings will be presented 

(e.g., dummy tables, organization of results, etc.), and policy brief.  

 

The evaluation methodology is due within 11 working days from the onset of the contract. It 

should reflect collaborative input from USAID CSHGP management staff and other USAID 

senior leadership and identified and available global expertise in evaluation. The methodology 

should be well understood and owned by a wide group of stakeholders (USAID, global health 

and development community experts, and PVO/NGO community) interested in being a part of 

this evaluation and learning process.  

 

3. PowerPoint presentations at two points in time in the evaluation (design of evaluation 

methodology at the onset of the evaluation and a review of preliminary findings in order 

to gather feedback prior to finalizing the report) to a diverse audience interested in the 

evaluation in USAID and the broader global health and development community. There 

may be a need for three debriefings on methodology and final results – one internal to 

USAID and two for external partners (global health and development experts/leadership 

and broad group of NGO partners). 

 

4. Evaluation report.  

o Draft and final unedited evaluation reports. This shall be submitted by the 

Team Lead to the GH Tech Activity Manager and will follow the USAID 

evaluation report format and guidance provided to the evaluation team at the 

onset of the team planning meeting. Comments on the draft report will be 

consolidated and provided by the Activity Manager 10 business days of 

reception. The report shall not exceed 35 pages, excluding coversheets and 

appendices. USAID staff will have had at least one draft of the report to review 

with a possibility that two to three drafts will be required before clearance. 

USAID will ensure fast turnaround on reports according to the timeline agreed 

upon with the evaluation team. 
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o Annex in evaluation report that can be disseminated separately: Translational 

policy brief (10 pages or less) focusing on the most salient findings of the 

evaluation relevant to global policy and strategy discourse about the roles and 

assets of civil society in health and sustainable development (e.g., strategic shifts 

for ending preventable child and maternal deaths; core considerations for 

finishing the business of the MDGs).  
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ANNEX B. EVALUATION TEAM BIO DATA 

Vivikka Molldrem, Team Lead Since leaving USAID in 1998, Vivikka Molldrem has been an 

independent consultant specializing in strategic planning, program evaluation, performance 

management planning, organizational change management and project design. With a master’s 

degree in Economics from the Maxwell School of Public Affairs of Syracuse University, Molldrem 

held positions in the U.S. Agency of International Development in health and program, including 

Associate Mission Director in Egypt for Program Planning and Evaluation, Office Director for 

the Near East and Mission Director in Indonesia. As a consultant, she has served on key 

evaluations and assessments, including the evaluation of the first 5 years of GAVI and an 

assessment of the factors inhibiting introduction of new World Health Organization (WHO)-

recommended vaccines in lower middle income countries for the Bill & Melinda Gates 

Foundation and WHO. She has led teams for major evaluations for USAID missions and the 

Bureau for Global Health including a performance evaluation of the impact of support from 

USAID’s mission in Uganda for indigenous nongovernmental organizations (NGOs) working in 

HIV/AIDS; a mid-term evaluation of a project of USAID’s mission in Nepal for prevention, 

treatment, care and support in HIV/AIDS; the mid-term evaluation of MEASURE Evaluation; and 

a final performance evaluation of the Supporting Evaluation and Research to Combat HIV/AIDS  

project of USAID’s Office of HIV and AIDS. She has an MA in Economics from the Maxwell 

School of Citizenship and Public Affairs of Syracuse University. 

 

Katherine Bourne, MCH Expert 

Katherine Bourne is a consultant in international public health, with a particular interest in 

reproductive rights and health, gender and HIV. Projects have included developing conceptual 

frameworks, designing program strategy, and designing and conducting evaluation for private 

sector, United Nations, and non-governmental organization clients. Kate teaches at New York 

University’s Wagner School of Public Policy and the Bard Program on Globalization and 

International Affairs. Kate was vice president for International Policy and Regional Programs at 

the International Women's Health Coalition, and prior to that, vice president for Country and 

Regional Programs at the International AIDS Vaccine Initiative. Bourne has also worked with 

Pathfinder International, first as country representative for Vietnam and then as director of 

Public Affairs. She lived in Beijing, China, for several years as a consultant to the United Nations 

Population Fund. Bourne has a Master’s of Public Health in International and Family Health from 

the University of Texas in Houston and a BA in English Literature from the University of 

Colorado at Boulder. 

 

Robb Davis, Civil Society Expert 

Robb Davis is a community development specialist whose work has focused on strengthening 

social capital within and between communities. His work in the areas of participatory learning 

methods and health education in Africa and Asia with World Vision, Catholic Relief Services, 

Freedom from Hunger and several multilateral agencies has focused on creating dialogue within 

communities and enabling sector specialists to engage in learning with communities about their 

assets and challenges to solve difficult development challenges. Robb is accredited by Global 

Learning Partners, and has extensive experience designing and leading trainings in the areas of 

health, conflict transformation and restorative justice. He has worked to develop progress 

tracking approaches for development program managers including Lot Quality Assurance 

Sampling and qualitative and participatory research tools. As a Board member and Board 

Chairperson of the Child Survival Collaborations and Resources (CORE) Group from 2000–

2005, he helped create relationships of trust among a diverse group of U.S.-based NGOs to 

enable them to combine their experiences and build communities of learning for greater impact 
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on child health. He continues his work in civil society partnerships and community-based 

programming today in a number of voluntary capacities in his hometown including bringing 

community actors together with the criminal justice officials to develop alternatives to the 

current punitive justice system. He has taught graduate-level courses on dialogue education, 

advocacy and evaluation at Eastern Mennonite University and Eastern University where he is an 

affiliate faculty. He holds an MPH and a PhD from the Johns Hopkins University School of Public 

Health. 

 

Daniel Kraushaar, Health Systems Strengthening Expert 

Daniel Kraushaar’s primary interest is in health systems analysis, health financing and program 

implementation focused on scaling up maternal and child health programs in Asia and Africa. 

Daniel has many years of experience in providing long- and short-term technical assistance to 

ministries of health (Ethiopia, Swaziland, Kenya, Indonesia and Thailand, among others). He has 

worked for several international organizations including the Bill & Melinda Gates Foundation, the 

U.S. Agency for International Development, Management Sciences for Health, Helen Keller 

International, and the United Nations Children’s Fund in both short- and long-term positions in 

the United States and overseas. He currently serves on several international committees related 

to policy, finance and health systems. In 2012, he was chair of the working group tasked with 

creating a new international society for health systems research (Health Systems Global), which 

was launched in Beijing that year. Daniel has served on several boards (GAVI, Global Alliance for 

Improved Nutrition, Partnership for Maternal, Newborn and Child Health) and currently holds a 

clinical associate professor post at the University of Washington’s Department of Global Health 

in Seattle. Kraushaar has an MPH and ScD from Johns Hopkins University. 

 

Robert McPherson, Implementation Science Expert 

Robert McPherson began working in international development in 1984 when he joined the 

Peace Corps and served for 3 years as a teacher of math and science in rural government 

schools in the mid-western and eastern hills of Nepal. Following that, Robert worked for 3 years 

in training and human resource development in an international non-governmental organization 

in eastern Nepal in the fields of tuberculosis control, revolving drug schemes and community 

health. He began a PhD program at Johns Hopkins School of Public Health in 1994 and moved 

to Armenia in 1996 to join the faculty of the College of Health Sciences at the American 

University of Armenia (AUA) and collect data for his dissertation. Following completion of his 

doctoral program, Robert spent the next 2 years in Armenia working as an advisor to a primary 

health care reform project, followed by 3 years as a freelance consultant based in Yerevan a– a 

line of work that he has continued, following his return to Nepal in 2003 and subsequent move 

to Thailand in 2010, where he currently resides. McPherson currently holds a faculty 

appointment as assistant professor at AUA. His professional focus involves supporting 

operational research activities in the fields of maternal, newborn and child health (MNCH) and 

providing assistance to qualitative and quantitative program evaluations in areas that include 

MNCH, quality of care, primary health care, and immunization. 

 

Lynne Miller Franco, Maternal and Child Health Expert 

Lynne Franco, vice president of Technical Assistance and Evaluation, has over 25 years’ 

experience in health systems strengthening, quality improvement, in HIV/AIDS, and health 

policy. She has worked at all levels of the health system, from primary care service delivery to 

district management to national policy. She has held long-term positions in Benin, Malawi and 

Mali, and has worked in other countries in Africa, the Middle East, Eastern Europe and the 

Caucuses, and Latin America. Franco has focused her efforts most recently on research and 

evaluation of quality improvement efforts and various aspects of health systems strengthening: 

decentralization, health worker motivation, integrated disease surveillance and response, and 

community-based health insurance. She has assisted ministries of health in Rwanda, Benin, 
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Malawi and Niger in developing integrated national policy and methodology on health sector 

reform, institutionalization of quality assurance systems and quality assessment. Before joining 

EnCompass, LLC, Franco has served as director for Research and Evaluation for the Health 

Care Improvement Project, coordinator for West and Central Africa for the Partnership for 

Health Reform, team lead for Integrated Disease Surveillance and Response, operations research 

advisor for the Pahou Primary Health Care Project (whose innovations became integrated into 

the Bamako Initiative). Franco has authored peer review publications on quality improvement, 

institutionalization of quality assurance, health worker motivation and health reform, impact of 

community-based health insurance, evidence for programming for children affected by HIV and 

AIDS, and methods of quality assessment. She has also produced publications on health sector 

reform and quality assurance, system-wide effects of the Global Fund to Fight AIDS, 

Tuberculosis and Malaria and social participation in community-based health insurance. In 2011, 

one of the evaluation reports she co-authored received the U.S. Agency for International 

Development’s award for excellence in evaluation. She has a BA in Development Studies from 

University of California, Berkeley, and an MHS in Health Planning and a ScD in International 

Health Systems from Johns Hopkins University School of Hygiene and Public Health. 
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ANNEX C. EVALUATION OUTCOME 

MAPPING 

The outcome mapping that follows is the detailed mapping that the evaluation team prepared 

initially, while preparing its methodology, and then revised during data analysis. The revised 

mapping was based on better knowledge of the program operation and review of the CSHGP 

outcome flow chart prepared by the BGH CSHGP team with support from the Maternal and 

Child Health Integration Program private voluntary organization (PVO)/non-governmental 

organization (NGO) team.
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Im
p

a
c

t Reduced preventable deaths among mothers, newborns and children in marginalized, hard to reach populations 

High, sustained coverage of effective, evidence based 
interventions through supply side interventions. 

High, sustained coverage of effective, evidence based 
interventions through demand side interventions which 
improve care-seeking and care-taking behaviors 
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Local NGOs will: 

 Implement effective service 
delivery and health 
promotion approaches 

 Implement effective 
organizational practices 

 Engage in advocacy and 
accountability actions with 
government 

Local Government will: 

 Make effective use of CS 
organizations 

 Provide strong support for 
community-based 
programming 

 Participate in and make 
effective use of OR and 
evaluation for decision-
making  

Ministry of Health will: 

 Work collaboratively to 
design relevant OR 
questions 

 Incorporate tested 
innovations, effective 
service delivery strategies 
into Ministry policies and 
strategies 

 Bring to scale effective 
service delivery strategies 

 Global Actors will: Build in and 
promote learning from 
community oriented 
programming into global policy 

 Leverage resources for 
community systems 

 Disseminate evidence of 
effective interventions and 
innovations generated through 
USAID-supported community 
systems efforts 

In
fl

u
e

n
c

e
 I

 

PVO Grantees 

 Develop and implement effective service delivery strategies 
and innovations for hard to reach populations 

 Generate rigorous evidence around innovative community-
oriented solutions to implementation challenges 

 Provide mentoring and capacity building of local 
entities(district, local NGOs)  

 Mobilize private and non-U.S. Government funding  
 Disseminate/discuss results at district and national levels 

Non-grantee PVOs 

 Take up innovations from 
PVO community to impact 
MNCH 

 Share and contribute own 
learning back into PVO 
community 

CORE Group 

 Share learning and improve 
skills of members 

 Advocate for community-
oriented health programming in 
global and regional arenas 
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PVO Grants 
 Determine grant content 

and targeting (RFA) 
 Select high quality 

grantees 
 Structure grant processes 

(DIP/SW, evaluation) 

Technical Assistance (MCHIP) 
 Provide technical support to PVO grantees 
 Review OR approaches and methods 
 Compile and maintain records of surveys, 

evaluations, papers, presentations and 
reports 

 Analyze, synthesize and disseminate 
PVO/NGO best practices and innovations 

Networking(CORE) 
 Organize regular sessions for sharing best 

practices 
 Compile and assist in reaching consensus on 

best practices. 
 Produce tools, update Technical Reference 

Materials and contribute to multiple revisions of 
the KPC survey 
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ANNEX D. EVALUATION METHODS 

I. Final evaluation questions, sub-questions, methods for answering and data sources 

 

A. Evaluation questions and sub-questions 

Note: the concept of “USAID’s strategic priorities” in the questions below refers both to the 

health outcomes to which the U.S. Agency for International Development (USAID) seeks to 

contribute and to the principles designed to overcome key supply- and demand-side constraints 

to their accomplishment. USAID’s strategic priorities focus on accelerating impact (reduction in 

mortality) from a limited number of key health problems by using a limited number of proven 

interventions, targeting a few key populations and concentrating on priority countries. The 

principles do four things. First, they clarify what those populations are, e.g., to achieve equity 

you have to focus on marginalized and under-served. Second, they sharpen the focus, e.g., pay 

attention to sustainability and integration. Third, they guide how private voluntary organizations 

(PVOs) are supposed to work, e.g., networking and partnership, country ownership. Fourth, 

they require a clear approach to scale-up of what PVOs have learned and innovated. The 

outcomes and principles are outlined in various USAID strategic documents and those of their 

international partners.  

1. Historical contributions of Child Survival and Health Grants Program (CSHGP) 

to USAID strategic priorities: How have the activities and results of the CSHGP 

program and the work of its grantees contributed to USAID’s strategic priorities (i.e. health 

outcomes and principles)? 

 Characterize and assess CSHGP’s contribution to the achievement of USAID strategic 

health priorities 

 Assess the extent to which the CSHGP’s design influenced grantees’ ability to contribute to 

USAID’s strategic priorities 

 Describe the strategic priorities that CSHGP and grantees have addressed most 

effectively/least effectively 

 

2. Relevance of CSHGP to USAID’s evolving strategic priorities: How relevant is the 

CSHGP, considering its current structure and approaches, given evolving strategic priorities 

within USAID to end preventable child and maternal deaths? 

 Describe the evolving development landscape in which the USAID and the CSHGP program 

operates 

 Assess what experience indicates about the ability of the CSHGP and grantees to address or 

adapt to USAID’s evolving strategic priorities  

 

3. Conclusions regarding the future of CSHGP and USAID relationship with PVOs: 

Considering responses to the above, what are the best options for the CSHGP and PVOs to 

contribute to USAID strategic priorities? (There are at least three possibilities: (1) 

continue/expand CSHGP program; (2) phase out over time or use another mechanism; or (3) 

draw from the things that PVOs have been shown to do most effectively but reshape the 

program.) 

 Explore how USAID’s strategy for expanded partnership changes the role of PVOs in health 

programming 

 Examine the factors USAID may consider while deciding whether or not to continue to 

work closely with PVOs in health programming  



  53 

 Assess how USAID might best leverage the investment it has already made in PVOs via the 

CSHGP 

 Assess how USAID might best leverage the investment it has already made in developing 

technical assistance infrastructure 

 Assess how USAID might best leverage the investment it has already made in developing 

networking infrastructure 

 

4. Specific recommendations for an ongoing or revised CSHGP (as relevant): If there 

were to be a successor program to support PVO partnerships to play a role in contributing to 

USAID’s strategic priorities in health programming, how should it be structured and financed? 

 Detail approaches that will assure that the design of the successor program fully supports 

USAID strategic priorities  

 Define financing options – including improved leveraging of USAID funds – that are 

appropriate to the successor program, including alternatives to using core funds in the 

Bureau for Global Health (BGH)  

 Describe options for internal USAID organization to best manage the successor program 

 

B. Matrix of questions, sub-questions, data sources and methods 

 

Evaluation Questions and 

Areas of Inquiry 
Primary Data Sources Secondary Data Sources 

1. Historical contributions 

of CSHGP to USAID 

strategic priorities: How 

have the activities and 

results of the CSHGP 

program and the work of its 

grantees contributed to 

USAID’s strategic priorities 

(i.e., health outcomes and 

principles)? 

  

1.1 Characterize and assess 

   CSHGP’s contribution to the 

   achievement of USAID  

   strategic health priorities 

 

Semi-structured interviews38 

with current and former USAID 

policy and program staff, 

including use of questionnaire on 

constraints and principles. 

 

Semi-structured interviews with 

PVOs, NGOs, MOH, other 

partners and USAID during 

country case study visits, 

including questionnaire on 

constraints and principles 

Review of CSHGP background 

documents: learning briefs, 

program planning tools and 

technical reference materials and 

selected concept papers, 2003–

present 

 

PVO grant awards by content 

area, country, and PVO grantee 

by year 

 

Project beneficiaries reached by 

country, compared with total 

population in need, by country 

 

CATCH data to summarize 

                                                           
38 Semi-structured interviews include individual, key informant, as well as group-based (focus group or participatory learning) 

interviews. 
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Evaluation Questions and 

Areas of Inquiry 
Primary Data Sources Secondary Data Sources 

results achieved in coverage in 

key intervention areas 

1.2 Assess the extent to which  

   the CSHGP’s design 

   influenced grantees’ ability to 

   contribute to USAID’s 

   strategic priorities 

Semi-structured interviews with 

 MCHIP staff members,  

 CORE Group Director;  

 PVO representatives;  

 Key historical actors from 

USAID, technical service 

providers and PVOs; 

 USAID staff  

Review of funding sources 

(central, field, match, earmarked 

vs. general MCH, OE) and uses 

(grants, support to CORE 

Group, MCHIP tech support) by 

year 

 

Review of CSHGP RFAs, DIP 

and other guidelines since 2003 

(perhaps compare to 1─2 earlier 

RFAs from 1980s and 1990s), to 

find statements related to key 

challenges and principles 

 

Analysis of final evaluations of 

projects 2003 ─ present for 

statements related to key 

principles, key challenges 

(broadly), and analysis of 

contributions to Ending 

Preventable MNCD briefing 

slides 

 

Review of communications with 

USAID missions 

 

 

1.3 Describe the strategic  

   priorities that CSHGP and 

   grantees have addressed  

   most effectively/least 

   effectively 

Semi-structured interviews 

including questionnaire with 

 MCHIP staff members;  

 CORE Director and Working 

Group Chairs  

 PVO representatives  

 Key historical actors from 

USAID, technical service 

providers and PVOs 

 Project evaluators 

 Key global partners (e.g., 

UNICEF, PNMCH, CCIH) 

 USAID program and 

research/evaluation staff 

 PVO operations research 

partners 

 Semi-structured interviews 

Review of tools disseminated by 

CORE Group (created by PVOs) 

within and beyond PVOs as well 

as key workshop, briefings, etc. 

 

Review of final evaluations and 

other documents concerning 

challenges and recommendations 

 

Analysis of most frequently 

downloaded tools, briefs, etc. 

from CORE Group and MCHIP 

websites (analysis of users if 

possible) 

 

CATCH data to summarize 

results achieved in coverage in 

key intervention areas 

 

Review of OR documents 
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Evaluation Questions and 

Areas of Inquiry 
Primary Data Sources Secondary Data Sources 

with PVOs, NGOs, MOH, 

other partners and USAID 

during country case study 

visits 

2. Relevance of CSHGP to 

   USAID’s evolving strategic 

   priorities: How relevant is 

the 

   CSHGP, considering its  

   current structure and  

   approaches, given evolving 

   strategic priorities within  

   USAID to end preventable  

   child and maternal deaths? 

  

2.1 Describe the evolving  

  development landscape in 

   which the USAID and the  

   CSHGP program operate 

Semi-structured interviews with 

 MCHIP staff members  

 CORE Director  

 PVO representatives 

 Key historical actors from 

USAID, technical service 

providers and PVOs 

 Key global partners 

 USAID staff 

 

2.2  Assess what experience  

  indicates about the ability of  

  the CSHGP and grantees to  

  address or adapt to USAID’s  

  evolving strategic priorities  

Semi-structured interviews with 

 MCHIP staff members  

 CORE Group Director and 

Working Group Chairs  

 PVO representatives 

 Project evaluators  

 Key historical actors from 

USAID, technical service 

providers and PVOs 

 Key global partners 

 USAID staff 

 Semi-structured interviews 

with PVOs, other partners and 

USAID during country case 

study visits 

 

3. Conclusions regarding the 

   future of CSHGP and  

  USAID 

   relationship with PVOs:  

  Considering responses to the 

  above, what are the best 

  options for the CSHGP and  
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Evaluation Questions and 

Areas of Inquiry 
Primary Data Sources Secondary Data Sources 

  PVOs to contribute to USAID  

  strategic priorities? (There are 

  at least three possibilities: (1)  

  continue/expand CSHGP  

  program; (2) phase out over  

  time or use another  

  mechanism; or (3) draw from  

  the things that PVOs have  

  been shown to do most  

  effectively but reshape the  

  program. 

3.1 Explore how USAID’s  

  strategy for expanded  

  partnership changes the role 

  of PVOs in health  

  programming 

Semi-structured interviews with 

 MCHIP staff members,  

 CORE Group Director, 

Working Group Chairs and 

Board  

 PVO representatives  

 Key historical actors from 

USAID, technical service 

providers and PVOs 

 Project evaluators 

 Key global partners 

 USAID staff 

 

3.2 Examine the factors USAID  

   may consider while deciding  

   whether or not to continue to  

   work closely with PVOs in  

   health programming  

Semi-structured interviews with 

 CORE Director and Board  

 PVO representatives  

 USAID staff 

 

3.3 Assess how USAID might  

   best leverage the investment 

   it has already made in PVOs  

   via the CSHGP 

Semi-structured interviews with 

 MCHIP staff members  

 CORE Group Director and 

Working Group Chairs  

 PVO representatives;  

 Key historical actors technical 

service providers and PVOs; 

 Project evaluators 

 Key global partners  

 USAID program and 

research/evaluation staff 

Review of documents described 

above 

3.4 Assess how USAID might  

  best leverage the investment it 

  has already made in  

  developing technical  

  assistance infrastructure 

Semi-structured interviews with 

 MCHIP staff members,  

 CORE Director and Working 

Group Chairs;  

 PVO representatives;  

Review MCHIP mid-term 

evaluation and any evaluations of 

predecessor TA support 

programs CSTS and CSTS+ 

 

Analysis of TA requests and 
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Evaluation Questions and 

Areas of Inquiry 
Primary Data Sources Secondary Data Sources 

 Key historical actors from 

technical service providers; 

 Project evaluators 

 USAID staff 

provision by MCHIP 

3.5 Assess how USAID might  

  best leverage the investment it 

  has already made in 

  developing networking 

  infrastructure 

Semi-structured interviews with 

 MCHIP staff members,  

 CORE Group Director, 

Working Group Chairs and 

Board;  

 PVO representatives;  

 Key historical actors from 

technical service providers; 

 Key global partners 

 USAID staff 

Review CORE Group external 

evaluations, CORE Group annual 

reports and internal “client 

satisfaction” surveys or meeting 

evaluations 

4. Specific recommendations 

  for an ongoing or revised 

  CSHGP (as relevant): If 

there were to be a successor  

  program to support PVO 

  partnerships to play a role in 

  contributing to USAID’s  

  strategic priorities in health  

  programming, how should it be 

  structured and financed? 

  

4.1 Detail approaches that will  

  assure that the design of the 

  successor program fully  

  supports USAID strategic  

  priorities  

Semi-structured interviews with 

USAID policy and program staff 

 

4.2 Define financing options— 

  including improved leveraging  

  of USAID funds—that are 

  appropriate to the successor  

  program, including alternatives 

  to using core funds in BGH  

Semi-structured interviews with  

 USAID staff 

 CORE Group Director 

 PVO representatives 

 MCHIP staff (senior) 

Financing information on current 

program 

4.3 Describe options for internal  

  USAID organization to best  

  manage the successor  

  program 

Semi-structured interviews with  

 USAID staff 

 CORE Group Director 

 PVO representatives 

 MCHIP staff (senior) 

 

II. U.S.-Based Interview Strategy 

 

As noted in the work plan, the team will conduct one-on-one and group interviews, in person 

and by phone. These will comprise the stakeholders shown below (a slight expansion in the 

range of interviewees shown in the work plan).  
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In order to focus the thinking of key informants on the entire listing of development constraints 

and USAID principles that form the context for this evaluation, we intend to provide to them a 

one page, multiple-choice questionnaire (attached at page 10) that asks them to rank grantees’ 

contributions to overcoming constraints and furthering principles. For those informants who 

have not completed the questionnaire prior to the interview, we will ask that they spend the 

first 5 to 10 minutes of the interview completing the forms. For country visits, the procedure 

may be revised to be more appropriate for the respondent, but the information gleaned will be 

the same. 

 

Questionnaire results will be held confidential, but interviewers will use questionnaire results to 

guide the interviews of the respondents. This is reflected in the interview guides. 

 

The team expects to interview the following respondent groups: 

  

A. Individual interviews: 

 

USAID BGH key staff (HIDN, NUT, MCH, TB, P3, CSHGP COR) – 8 

USAID other-bureau staff (PPL/LER, O/IDEA, O/S&T/Grand Challenge, LEG, geographic bureau 

reps – 6 

USAID Mission health staff in locations other than site visit countries –5 

CORE Chairperson – 1 

MCHIP CSTS staff – 4 

PVO health program managers – 9–10 

CSHGP grant evaluators – 4 

Individuals with strong historical perspective from PVOs and USAID – 5 

CSHGP Research Partners located in the United States – 5 

Other global actors (UNICEF, WHO/PMNCH, Gates, CCIH, Interaction) – 5 

 

B. Group interviews: 

 

USAID/CSHGP project management staff (4) 

CORE Group Board (5)  

CORE Group working group chairs (5) 

PVO representatives (3 group interviews, up to 10 people in each, comprising those who have 

had grant within past 5 years and those who have not received grant) 

 

III. Country Site Visit Plan for CSHGP Evaluation 

 

Role of country case studies in CSHGP evaluation 

Country visits play a crucial role in the CSHGP evaluation. It is at the country level that the 

strategic objectives, operational principles, investments and interventions supported by USAID 

through the CSHGP actually have the potential to improve the health of women and children. 

Country visits provide the evaluation team (“Team”) with the opportunity to gather information 

about the evaluation questions from the perspective of stakeholders at the country level where 

change happens. The findings will be used to develop a series of country case studies that 

illustrate and analyze the role of the CSHGP in working toward the strategic priorities of the 

Bureau for Global Health. These case studies will in turn inform the overall findings of the 

evaluation. 

 

Country selection and rationale 

Members of the Team will visit three countries, each with a rich history of CSHGP grant 

activities. Daniel Kraushaar will travel to Kenya, Robert McPherson will travel to Nepal, and 
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Robert McPherson and Kate Bourne will travel together to Liberia. The Team decided that two 

team members would visit Liberia so that at least one team member would have visited two 

countries. These three countries were selected based on criteria that include the following 

factors: 

 

 All three countries are included in USAID’s 24 priority countries under the Global Health 

Initiative (GHI); 

 Countries represent a mix of GHI+ (Nepal, Kenya) and non-GHI+ (Liberia) countries; 

 At least one country is on track to meet millennium development goals (Nepal) while 

another is not (Kenya, Liberia); 

 At least one post-conflict country (Liberia); 

 CSHGP operational research (OR) grants or activities are ongoing or recently completed in 

all three countries (Liberia and Nepal have ongoing CSHGP OR grants, while Kenya has a 

current CSHGP grant with an OR component); 

 Each country has one or more CSHGP grants currently or recently implemented by a small 

U.S. PVO (i.e., smaller than SAVE, CARE, Catholic Relief Services, etc.); and, 

 Each country has several ongoing or past CSHGP grants and has strong USAID mission 

support for the CSHGP. 

 

Topics for exploration 

Data collected during the country visits will inform most of the lines of inquiry pursued by the 

evaluation. The primary contribution of the country visits will be to gather information about 

the CSHGP from the perspective of country-level stakeholders and partners. Examples of the 

type of viewpoints that data gathered in-country will illustrate include, but are not limited to, the 

following: 

 

 USAID mission personnel’s perspectives on the role of the mission and host country 

government in guiding and supporting the design and implementation of CSHGP projects 

and OR and lessons learned during the process; 

 Relevance and potential of the CSHGP projects to contribute to USAID and host 

government strategic priorities in maternal and child health; 

 PVO personnel’s experiences regarding the design and implementation of CSHGP projects 

and the challenges faced in country while conducting OR; 

 Local government officials’ observations regarding the relevance of CSHGP projects and OR 

for designing and testing pragmatic interventions that achieve impact and are scalable; and 

 Documentation of the roles that local NGOs and research organizations have played in 

CSHGP design and implementation and the lessons learned in the process. 

 

Key respondent groups 

In each of the three countries, members of the Team will interview staff from the following 

respondent groups: USAID mission; PVOs that have implemented CSHGP grants; local NGOs 

that have served as partners on CSHGP grants; local OR research partners; host-country 

government officials; and other stakeholders who are familiar with the program including staff 

members of non-grantee PVOs and INGOs. Team members will attempt to visit at least one 

CSHGP project site in each country. 

 

IV. Data Analysis Plan 

 

The team is using two main sources of data for this evaluation:  

 Primary sources: semi-structured interviews with individuals and groups – using the 

interview guides included in the methodology section. 
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 Secondary sources: a review of documents and reports (generated by MCHIP, USAID policy 

documents, etc.) 

 

The team will analyze primary and secondary source data in the following way: 

 

1. The team will develop, in advance of the field work, a final report outline with sections and 

subsections corresponding (roughly) to key evaluation questions and key lines of inquiry. This 

will form the high-level coding of data from either primary or secondary sources. Fully expanded 

field notes as well as findings from secondary data are the sources on which findings will be 

based.  

 

2. Each interviewer or interview team will take notes during interviews and be responsible for 

creating a full set of interview field notes for each interview. Expanded field notes are a 

combination of paraphrases of and direct quotes from respondents. 

 

3. The interviewer will code the data into Dedoose software (www.dedoose.com). This web-

based software will allow all team members to code their data into a single “project” that all 

have access to and assign descriptors (e.g., stakeholder group). Using this software, all members 

can also assign multiple codes to single data excerpts. All team members will be able to then 

analyze data according to groups and codes to address the evaluation questions. 

 

4. Each team member will be assigned a section or sections of the final report and will 

thoroughly analyze the contributions in that section coded from all interviews. S/he will also 

review carefully the relevant secondary source data for that section and will incorporate key 

findings from that data into the appropriate section(s). S/he will conduct more refined coding as 

needed to analyze the data looking for three things: 

 Areas of convergence – topics or areas of inquiry for which there is general agreement 

among various respondents and secondary data sources 

 Areas of divergence – topics or areas of inquiry for which there are clear divergences 

among various respondents and secondary data sources 

 Outliers – topics or areas of inquiry for which a limited number of respondent groups 

clearly diverge from areas of more general agreement. 

 

5. Using key quotes and paraphrases of respondents’ words and findings from the secondary 

data, the team member responsible for a given section will write the narrative of findings for 

that section including areas of convergence, divergence and, if deemed useful, outlying 

perspectives. For each major finding, the team member will state (potentially in footnotes) the 

sources from which this finding was drawn (including, where relevant, the number/category of 

respondents whose comments provided evidence for the finding. The team member responsible 

will also draw an initial set of conclusions for his/her section. The final section will use 

comments (cited only by stakeholder group so that the speaker cannot be identified, unless that 

individual gave approval for quote to be used), tables and examples to illustrate and clarify 

findings when appropriate.  

 

6. Each team member will read the sections prepared by others, so that the team as a whole, 

using the entire universe of knowledge, can draw final conclusions and recommendations – 

relying heavily on the findings and preliminary conclusions of the team member responsible for 

that section.  

 

http://www.dedoose.com/
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ANNEX E. EVALUATION LIMITATIONS 

While the evaluation team (the Team) was blessed with a wealth of data on the individual grants, 

including knowledge, practice and coverage  data, baseline information and final evaluations, and 

a strong track record of USAID guidance via request for applications, Detailed Implementation 

Plans, and technical resource materials, the Team, throughout the evaluation period, did face at 

least five important limitations that affected its ability to produce evidence-based work. 

Dearth of secondary data for some findings. While there was ample documentation available on 

the grants and their direct impact, this was not true for other elements. For example, there was 

no solid evidence by which the Team could judge the extent to which tools and approaches 

proven successful by grantees were spread throughout their own organizations or to other 

private voluntary organizations (PVOs)/non-governmental organizations (NGOs) or scaled up 

within countries, except for a few well-known cases. The Child Survival and Health Grants 

Program (CSHGP) did not track the extent to which this happened once a grant ended. 

Similarly, the technical assistance (TA) component did not track individual TA provided to 

grantees, so the Team was unable to judge the extent to which this occurred except through 

informant interviews. As a result, some of the Team’s findings are entirely reliant on interviews 

and could not be triangulated with other data sources. Some areas, such as capacity building, are 

not thoroughly covered in evaluations. 

Time and level of effort (LOE) constraints. The time and LOE constraints for this evaluation, 

especially those imposed by the short time frame before the GH Tech Bridge 3 Project would 

come to an end, limited the kinds of evaluation methods that could be used. For example, 

information on spread effect could have been obtained through an approach such as a survey of 

grantees, asking them to cite specifically which of the tools/approaches that they had used in 

their programs had been spread and where and how they had spread. It was not possible to 

design and launch in the 1 month available for data collection, including country visits and other 

interviews, given the time and LOE available to Team.  

Inability to obtain financial and staffing information. Despite a valiant effort by the Bureau for 

Global Health (BGH) CSHGP team, the Team was unable to obtain firm financial and staffing 

information to accurately calculate the cost to the U.S. Agency for International Development 

(USAID) to operate this program, though comments from USAID informants indicated that 

costs seem quite high for the size of the program. As such, the Team was not able to produce 

an examination of cost effectiveness, which had been a specific request from BGH leadership. 

Inability to compare with similar projects. Some reviewers of the evaluation methodology 

desired the Team to compare CSHGP’s structure, management and costs with other programs 

in USAID that have similar objectives. The Team did not have the mandate or LOE to examine 

other kinds of programs, though the scope of work did call for the Team to examine options. 

Consequently, there are gaps in review of options that USAID will need to fill in, based on 

USAID’s better understanding of other programs, their broader purposes and pros and cons. 

Dispersal of team members, physically and in terms of time availability. Of the six Team 

members, two were located in the Washington, DC, area, two on the West Coast, one in New 

York and one in Thailand. The fixed end of GH-Tech Bridge 3, and thus the lack of flexibility on 
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timing for the evaluation, meant that four of the six had blocks of time during the evaluation 

period dedicated to other projects. As a result, the Team members were never able to all meet 

together, face to face, as a team. While the six held numerous telephone meetings, these had to 

be limited to 2 hours or less because of the time differences, and often one of the Team 

members had to be absent because of scheduling conflicts. This complicated the Team’s ability 

to share tasks, analyze data, draw conclusions and explore options.  
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ANNEX F. KEY DOCUMENTS REVIEWED 

The documents listed below are the key reference materials used by the evaluation team, but 

there were many other materials, financial and statistical data, web-based data, memos and 

notes provided by the CSHGP that the team used in preparing this report. 

 

“Achieving Impact, Building Local Capacity, Enhancing Global Networks: The Experience of the 

Child Survival and Health Grants Program’s New Partner Initiative,” MCHIP briefer, undated 

 

“Accountability for Women’s and Children’s Health: Implementing the Commission on 

Information and Accountability Recommendations: Translating the Recommendations into 

Action. 2013 Strategic Workplan and Budget,” UN independent Expert Review Group, January 

2013 

 

Accountability for Maternal, Newborn & Child Survival, the 2013 Update, Countdown to 2013, 

World Health Organization and UNICEF 2013 

 

“Building on the Current Evidence to Strengthen Community-Based Service Delivery Strategies 

for Promoting Child Survival,” MCHIP briefer, undated 

 

“Call to Action to End Preventable Child Deaths: The International NGO Response,” Closing 

Remarks, Dr. David Pelletier, Cornell University, CORE Group Fall Meeting 2012, October 12, 

2012 

 

Child Health Pathway, updated January 2013 (internal BGH document) 

 

“Child Survival & Health Grants Program (1985 – Present) Background Document,” Prepared by 

Nazo Kureshy, 2013 

 

“Child Survival and Health Grants Program – Contributing to Emerging Priorities in Maternal 

and Newborn Health,” Marge Koblinsky, MCHIP/JSI, April 23, 2012 

 

“Collaborating with Communities and Aligning with National Systems to Achieve High Impact 

and Coverage for Mothers and Newborns: USAID’s partnerships with International Non-

Governmental Organizations through the Child Survival and Health Grants Program,” MCHIP 

briefer, undated 

 

Committing to Child Survival: A Promise Renewed Progress Report 2012; UNICEF, Division of Policy 

and Strategy, 3 United Nations Plaza, New York, NY, September 2012 

 

“Community accountability at peripheral health facilities: a review of the empirical literature and 

development of a conceptual framework,” Sassy Molyneux, Maratin Atela, Vibian Angwenyi, 

Catherine Goodman; Health Policy and Planning, 2012 October, 27 (7), 541─554 

 

“Community-based intervention packages facilitated by NGOs demonstrate plausible evidence 

for child mortality impact,” Jim Ricca, Nazo Kureshy, Karen LeBan, Debra Prosnitz, Leo Ryan, 

Health Policy and Planning 2013; 1–13, February 22, 2013 

 

“CORE Group Member Benefits Survey, Summary Report,” Fall 2012 
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CORE Group Program Planning Tools and Technical Resources 

(http://www.coregroup.org/resources/core-tools) 

 

Evaluation of the Child Survival and Health Network Program (2005–2010), Sigrid Anderson and 

Darcy Ashman, Global Health Technical Assistance Program, September 2009 

 

Final evaluation reports for 21 CSHGP projects – See Annex J for specifics 

 

Guidance for Detailed Implementation Plans (DIPs) for Child Survival and Health Grants, FY 

2003 through FY 2011 (annual) 

 

Maternal and Child Health Integrated Program (MCHIP) Mid-Term Evaluation, Joy Riggs-Perla, Nancy 

Franczak, Bettina Schwethelm, Mary Nell Wegner, Global Health Technical Assistance Project, 

July 2011 

 

Nutrition Pathways, January 2013 (internal BGH document) 

 

Request for Applications (RFA), Child Survival and Health Grants Program (CSHGP), FY 2003 

through FY 2012 (Annual) 

 

Strategic Workplan Guidance Draft Scalable Solutions to Challenges: Advancing Learning and 

Evidence (SCALE) Category, Child Survival and Health Grants Program, October 2012 

 

“Summary report of the proceedings,” Practitioners Convening on Community Monitoring for 

Accountability in Health, Accountability and Monitoring in Health Initiative, Public Health 

Program, Open Society Foundations, held in Johannesburg, South Africa, July 18–20, 2011 

 

“Supporting Effective Design, Monitoring, Evaluation and Implementation of Health Programs by 

Local Institutions: Tools and Resources Available through the MCHIP PVO/NGO Support 

Team” http://www.mchipngo.net/lib/components/documents/PVOCenter/Tools-and-Resources-

for-Local-Institutions.pdf 

 

Sustainability of the Saidpur and Parbatipur Urban Health Model (Bangladesh) Five Years After the End 

of Concern’s Child Survival Project, Final Evaluation Report, Eric Sarriot (ICF Macro), Shamim Jahan 

(Concern Worldwide), Sustainability Evaluation Team, January 10, 2010 

 

TB Child Survival and Health Grants Program Evaluation, Rose Schneider, Fabio Luelmo, Diana 

Roses, Global Health Technical Assistance Project, April 2008 

 

“Technical Quality Assessment of Operations Research Protocols: Child Survival and Health 

Grants Program,” James R. Foreit, Independent Consultant, June 18, 2012 

 

“Testing innovative maternal, newborn, and child health approaches to serve vulnerable 

communities: USAID’s partnerships with 14 International Non-Governmental Organizations 

through the Child Survival & Health Grants Program in 16 countries,” MCHIP briefer, October 

2011 

 

US Government Global Health Initiative Strategy (undated) 

 

USAID Forward Progress Report 2013 (undated) 

 

USAID’s Global Health Strategic Framework: Better Health For Development, FY 2012 – FY 2016 

http://www.coregroup.org/resources/core-tools
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“USAID Maternal Health Program,” January 2013 (internal BGH document) 

 

USAID Report to Congress: Health-Related Research and Development Strategy 2011–2015, 

December 2012 

 

What Did USAID’s Child Survival and Health Grants Program Learn About Community Case 

Management and How Can It Learn More? – A Review of 22 Projects Since 2000,  David R. 

Marsh, Laban Tsuma, Katherine Fransworth, Kirsten Unfried and Elizabeth Jenkins, June 29, 2012 

(draft) 

 

Country Visit Documentation: 

 

Nepal: 

 

CARE Nepal Community Responsive Antenatal, Delivery and Life Essential Support for Mothers 

and Newborns in Doti and Kailali, Nepal (CRADLE), 2007–2011 – All project documents 

 

HealthRight International Nepal Partnership for Maternal and Neonatal Health, Arghakhachi and 

Kapilvastu Districts, 2009─2013, all project documents 

 

Helen Keller International Nepal, Action Against Malnutrition Through Agriculture “AAMA,” 

Kailali and Baitadi Districts, Far Western Region, 2008–2012, all project documents 

 

PLAN Nepal Local Innovation for Better Outcome for Neonates (LIBON) Project, Sunsari, 

Parsa, and Bara Districts, 2007 – 2011, all project documents 

 

Liberia: 

 

Africare/Liberia Innovation, Research, Operations and Planned Evaluation for Mothers and 

Children (I-ROPE), 2010–2014, all project documents 

 

Curamericas Census-Based, Impact-Oriented Child Survival in Nimba County, Liberia, 2009–

2013, all project documents 

 

International Rescue Committee Liberia, Better Future, Better Lives: Reducing Child and 

Maternal Mortality in Liberia, proposal revised Sept 2012 

 

Medical Teams International Grand Cape Mount Child Survival Project Improved Child Health in 

a Transitional State through IMCI, 2006 – 2010, all project documents 

 

Kenya: 

 

African Medical and Research Foundation Busia Child Survival Project, Busia and Samia Districts, 

Kenya 2005 – 2010, key project documents 

 

Concern Worldwide Kenya Improving Maternal, Newborn and Child Health for Pastoralists in 

Marsabit County, Kenya, 2012 – 2016, key project documents 

 

HealthRight Partnership for Maternal and Neonatal Health- Greater West Pokot District, Kenya 

Child Survival and Health Project, 2006–2010, key project documents 
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HealthRight SCALE Kenya Project, 2012–2016, key documents 
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ANNEX G. KEY INFORMANTS 

 

USAID informants: 

BGH program staff in HIDN, PRH, HIV/AIDS, and AA offices (divisional leadership) – 30 

interviews plus informal contacts 

PPL staff in PER, AA offices – 2 interviews 

O/IDEA staff in DIV and front office – 2 interviews 

DCHA/FFP staff – 1 interview 

LEG staff – 1 interview 

USAID Mission health office staff – 4 group interviews, 1 individual interview 

 

Global informants from the World Health Organization (WHO), United Nations Children’s 

Fund (UNICEF), Center for Global Development, Bill & Melinda Gates Foundation, Saving 

Newborn Lives (Save the Children) – 6 interviews 

 

Private Voluntary Organization (PVO) representatives – current and former Child Survival and 

Health Grants Program (CSHGP) grantees and some who have not been CSHGP grantees – 35 

representatives in individual and group interviews 

 

Maternal and Child Health Integration Program (MCHIP) PVO/non-governmental organization 

(NGO) staff – 6 interviews 

 

CORE Director, Board members, Working Group members – 9 individuals (some in groups) 

 

CSHGP evaluators – 4 interviews 

 

U.S./international0based Operations Research partners –  5 individuals 

 

In visits to Nepal, Liberia, Kenya: 70 individuals interviewed in total, from 

USAID mission health staff 

PVO grantee and former grantee personnel 

Local NGO partner personnel 

Local operations research partner staff 

UNICEF representatives 

MCHIP representatives 

Local government representatives 

District-level and/or local health center staff 

Community health workers 

Community members 
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ANNEX H. COUNTRY STUDIES 

As part of an evaluation of the Child Survival and Health Grants Program (CSHGP), we, the 

evaluation team, conducted visits to three countries where CSHGP projects have been 

implemented: Kenya, Liberia and Nepal. Although these three countries represent a very small 

sample, they were purposely selected for visits because of their very different characteristics; 

indeed, the CSHGP experience in each country differed greatly from that in the other two. 

Considered together with the interviews conducted globally throughout the evaluation, we 

believe that there are some valuable lessons from the experience of CSHGP projects in these 

countries that may inform future projects undertaken by the U.S. Agency for International 

Development (USAID) and the Bureau for Global Health. Presented below are five key 

characteristics that vary considerably between two of the three countries, Liberia and Nepal, 

and seem to be closely tied to the experience of the CSHGP projects in each: country context, 

development assistance, government, local institutions and expertise, and USAID mission. 

(Kenya is excluded from this comparison because time did not permit the evaluation team 

member who visited that country to undertake the same type of analysis.) 

Characteristics affecting CSHGP implementation 

Country context 

Nepal: Nepal has a rich history of actively testing and scaling up innovative interventions for 

delivering community health services and as such has proved to be fertile ground for CSHGP 

projects. The active community health worker cadres that serve this predominately rural 

country and the dynamic private voluntary organization (PVO) community have contributed to 

the relevance and achievements of the CSHGP in Nepal. Nepal has made notable achievements 

over the past two decades in maternal and child health and is projected to meet Millennium 

Development Goals 4 and 5. The Countdown to 2015 Nepal Accountability Country Profile for 

2013 shows that under-5 mortality fell from 135 in 1990 to 48 in 2012 while the maternal 

mortality ratio (MMR) fell from 770 in 1990 to 170 in 2010. Nepal Demographic and Health Survey 

2011 estimates that total fertility has dropped almost 45 percent from 4.6 (1993–1995) to 2.6 

(2008–2010). 

 

There have been five CSHGP projects in Nepal since 2003 among which one was ongoing at the 

time of the country visit. A unique 

factor in Nepal is that three of the 

four most recent CSHGP projects 

have centered their activities on 

supporting the scale-up of the 

government’s Community-Based 

Newborn Care Program (CBNCP). 

 CARE 2003–2007 – an 

Extended Impact project to 

demonstrate successful and 

sustainable implementation of 

community-based integrated 

management of childhood 

illnesses  and strengthen 

linkages between local 
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government and civil society in community-level health care management. 

 CARE 2007–2011 – a Standard project to support the government’s community-based 

newborn care program (CBNCP) and implement a community based misoprostol 

distribution program for the prevention of post-partum hemorrhage. 

 PLAN 2007–2011 – a Standard project to support the government’s CBNCP through 

community mobilization and social inclusion strategies. 

 HKI 2008–2012 – an Innovation project to merge interventions that focus on food 

security and nutrition knowledge and practices to combat malnutrition. 

 HRI 2009–2013 – an Innovation project to support implementation of the CBNCP while 

strengthening community-facility linkages and quality of care to increase awareness of, 

demand for and utilization of maternal, newborn and child services. 

 

 

Liberia: Liberia has many attributes 

that can be seen as contributing to 

the successful and influential 

implementation of the CSHGP 

projects. Ten years after the end of a 

brutal civil war, Liberia is still very 

much a post-conflict country and is 

classified as a fragile state. 

Infrastructure such as roads and 

electricity is rudimentary, health and 

other systems are fledgling, and 

technical and management expertise 

are in short supply. Total fertility 

rates are high at 5.2 births per 

woman, and maternal mortality is 

among the highest in the world at 770 per 100,000 live births. Although it has declined, under-5 

mortality in Nepal is still among the highest in the world at 78 deaths per 1,000 live births. Much 

of the population lives many hours’ walk from even basic health services. 

 

There have been four CSHGP projects in Liberia since 2006, of which three are ongoing, 

although one is ending imminently. All of the projects were undertaken by private voluntary 

organizations (PVOs) that were already working in Liberia, although the degree to which they 

were seen to be influential with government and other international non-governmental 

organizations (INGOs) varied widely. 

 MTI 2006–2010  – a New Partner project that aimed to improve the health of women 

and children in a post-conflict context 

 Curamericas 2008–2013 – a New Partner project providing broad primary health 

services to communities, targeting women and children. 

 Africare 2010–2014 – an Innovation project establishing maternal waiting homes for 

women who live far from skilled birth facilities. Includes operations research (OR). 

 IRC 2012- 2015 – a Scale project integrating family planning, including injectables, with 

immunization and maternal and newborn health services. Includes OR. 

 

With the destruction of infrastructure during the war and the gradual transition from 

humanitarian relief to development assistance during recent years, there is openness and 

eagerness for international partners, ideas, and funding. 

 

Development assistance 
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Nepal: Nepal has a mature development sector and is a country that is much beloved by donor 

agencies and receives significant development funding. The Ministry of Finance reported in 2010 

that foreign aid represents 5.8 percent of Nepal’s gross domestic product. There are many 

PVOs and international NGOs that work in the health sector in Nepal, and the current focus is 

for them to work through local agencies and NGOs; indeed government regulations forbid 

international NGOs from directly implementing projects. There is a tightly knit national 

maternal and child health (MCH) coordination structure supported by government and all major 

donors and NGOs, that oversees and guides all programming including CSHGP projects and 

ensures that all efforts support current priorities. Thus, CSHGP projects work directly on 

national priorities and support well-known initiatives in Nepal; for this reason, national health 

officials are aware of efforts that are being supported by CSHGP, although they do not know 

the CSHGP program by name. CSHGP projects have a larger and more noted presence at the 

district level where they work closely with local government and communities. 

 

Liberia: Liberia is heavily dependent on official development assistance, which makes up about 

half of its income. There are relatively few international NGOs in Liberia, and only about a 

dozen working in health, but they provide a significant proportion of the health services in the 

country. Because of the lack of local resources and the relatively small number and size of 

external funders and implementers, even small projects such as those under CSHGP are 

important to the government. We found that national MOHSW officials, as well as district 

government and health officials, were well informed about them, in contrast with Nepal and 

Kenya. Furthermore, since Liberia has very poor overall health status and is still focusing on 

primary health care, there is no question but that interventions to improve maternal, newborn 

and child health are going to be closely aligned with national priorities. 

 

Government 

 

Nepal: The government public health services are guided from Kathmandu through a highly 

centralized approach; information flows from the communities and districts to the center, while 

the center makes plans for the districts and disburses funds for their implementation. Key health 

programs and initiatives are generally national in scope although the Ministry of Health and 

Population (MoHP) welcomes district-level innovation if there is a compelling rationale. The 

MoHP has at times supported the scale-up of inadequately tested programs and interventions; 

while officials acknowledge the importance of evidence-based policy and the need to evaluate 

programs thoroughly prior to wide-scale adoption, in practice some resistance has been noted 

to waiting for evaluation findings prior to scale-up and negative evaluation results that indicate 

the need for program revision have at times been rejected. CSHGP OR efforts in Nepal have 

informed the Ministry of Health and Population’s (MoHP’s) policy both in a breakthrough new 

approach (Helen Keller International’s (HKI’s) Aama project) as well as through support of 

formative policy development (HRI Institute for Southasian F/f Research and Exchange, CARE 

and Plan’s work on chlorhexidine, misoprostol and local health facility management committees).  

 

Liberia: Liberia has highly centralized government systems, although it has committed to 

decentralizing in the coming years. The Ministry of Health and Social Welfare wants to be 

involved and informed about all projects, and has already allowed projects by other 

organizations to adopt some of the CSHGP interventions and models, even prior to OR 

findings. The results of the OR components of the CSHGP projects were treated as important 

and eagerly awaited information that would contribute to national decision-making, and our 

sense was that there was a strong possibility for scale-up of successful interventions, if they 

were affordable. 
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Local institutions and expertise 

 

Nepal: CSHGP is a partnership-focused program, and there are a number of alternatives for 

grantees that seek local partners in Nepal. Almost all of the donor focus in public health in 

Nepal is on the government sector, and government is thus the primary partner in all CSHGP 

projects. The government in Nepal is reasonably strong, although top officials are often pulled 

into the private or NGO sectors due to the more attractive opportunities there. There are 

some strong local NGOs (LNGOs) at the national level that have partnered with CSHGP 

projects, but it is much more difficult to find strong LNGOs at the district and community 

levels; there is a profusion of LNGOs at this level, and most are affiliated with political parties 

and not technically capable of playing a meaningful role in project activities. CSHGP projects 

have had mixed experiences working with LNGOs; some projects avoiding them altogether 

while others have worked with them but reported having to undertake extensive capacity-

building activities and receiving mixed performance in return. Some PVO grantees in Nepal note 

that health is a technical sector and LNGOs do not have high enough levels of competence to 

work on technical activities; they suggest that LNGOs be limited to demand creation roles. 

Nepal has a vibrant research community and PVO grantees have a wide range of options to 

choose from when partnering with local research organizations. Multi-Cluster Initial Rapid 

Assessment, a well-respected local research organization that has published in Lancet, is the OR 

partner for the current CSHGP project. 

 

Liberia: Often one of a country’s weaker ministries, the Ministry of Health and Social Welfare 

(MoHSW) in Liberia is one of the country’s strongest, but this cannot compensate for the fact 

that there are only about 100 physicians in the country (a third of whom are bureaucrats in the 

MoHSW), and the skills of health personnel are generally poor. Institutions of higher education 

are weak, and the elite are educated outside of the country. Local NGOs have low capacity and 

many are not mission driven.  

 

In this context, capacity building is urgently needed and CSHGP projects were well placed to do 

this. In addition, the MOHSW is regarded as being very open to new ideas. The projects 

provided a lot of training for community-level health workers and volunteers, which was 

considered to be highly contributory by local and national officials and community members. It 

should be noted that globally a number of respondents questioned the quality of training done 

by CSHGP projects in general. We have no assessment regarding the quality of the training in 

the Liberia projects, but given the low starting point in that country, combined with the CSHGP 

technical standards, whatever training was provided seems likely to have been beneficial even if 

it was not ideal. There seems to have been less attention to building supervisory capacity to 

strengthen the health system at the district level.  

 

The decision not to include a local research institution in the OR component to build research 

capacity in Liberia seems a missed opportunity.  

 

USAID Mission 

 

Nepal: The USAID mission in Nepal feels that it has developed a strategy for engagement with 

CSHGP program and its grantees that can serve as a global model for other Agency missions. 

The overarching characteristic of this strategy is a high-level of mission involvement that 

includes exerting influence on various CSHGP processes and moves toward limited mission 

management of CSHGP projects. The mission in Nepal is highly involved with grantees at the 

application stage and directs grantees to focus on national government priorities that 

complement USAID’s ongoing efforts through its MCH bilateral project. The Nepal mission in 

Nepal provides co-financing for CSHGP projects, takes ownership in the projects and follows 
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them closely; several host-country staff members of the mission have previously managed 

CSHGP projects while working for PVOs and are familiar with CSHGP. The mission is aware of 

the danger of exerting too much control of CSHGP projects and does not want to limit the 

flexibility of the CSHGP projects to innovate; at the same time, mission personnel feel that 

under involvement is worse than over involvement and note that the key is striking the correct 

balance. 

 

Looking to the future, USAID’s mission in Nepal feels that CSHGP should offer a broader 

variety of project categories that are more applicable to country needs, which are more diverse 

than the two-three categories that are generally available. They feel that high levels of mission 

engagement should be mandatory and that it is the responsibility of the mission to translate 

lessons from CSHGP projects to the bilateral project. They noted that there is currently no 

clarity regarding how many CSHGP projects can exist in one country and feel that there should 

be a dialogue between CSHGP central staff and USAID missions regarding a country’s specific 

needs. They would like to work toward a process where project awards stop being a “roll of 

the dice” and where missions and central CSHGP can work together to ensure that awards will 

be received by selected countries that meet specified criteria. 

 

Liberia: The lead health officer was well informed and considered the CSHGP projects to be 

part of his portfolio, even though they are centrally administered. USAID’s procurement rules 

are interpreted as restricting communication between the USAID mission and the CSHGP 

applicants. He was quite knowledgeable about the Liberian context, and it would seem to be 

wise to make maximum use of that expertise in the design phase of any centrally administered 

projects to be implemented in the country. 

 

Criteria for country selection 

 

The country visits, bolstered by some of the interviews, suggest several findings which could 

assist in developing criteria for country selection for programs that seek to introduce, test and 

scale up community-level innovations. 

 

 Smaller countries may provide a better opportunity for small projects such as those of 

CSHGP to play a leading, highly visible role in the development and testing of new 

programmatic initiatives and thus enable them to influence policy and inform scale-up. 

 Relatively low levels of development assistance with few major funders or INGOS mean 

that each CSHGP intervention is closely watched by national public health officials for 

lessons that can inform policy.  

 Countries with low health status (nationally or in sub-national regions) can benefit from 

even simple primary health care interventions and basic improvements and thus allow 

CSHGP projects to achieve substantial impact with relatively simple, basic interventions. 

 Similarly, countries with health care providers or volunteers with low levels of health 

expertise can benefit dramatically from even simple skills training. 

 Missions that are not overwhelmed by large bilateral projects and that demonstrate high 

levels of engagement with CSHGP projects appear to make better use of small projects 

such as those of CSHGP. 

 A program such as CSHGP that produces rigorous evidence regarding an intervention’s 

effectiveness to inform policy may need to be complemented by facilitating learning 

experiences among policymakers regarding the pitfalls of non-evidence-based policy and 

nuances regarding strength of evidence. 

 The capacity of LNGOs and local research organizations varies widely by country; it 

may be prudent for the program to avoid blanket prescriptions regarding the role that 
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these organizations must play in a project and allow for flexibility according to the 

country context. 
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ANNEX I. ANALYSIS OF KPC SURVEYS 

There are 23 Rapid Catch indicators used in the Knowledge, Practice and Coverage Surveys. 

These are listed below. To say that there was a “statistically significant improvement” in an 

indicator from baseline to end-term evaluation implies a relatively large shift in the indicator, 

given the relatively small sample sizes used to collect the data: perhaps a shift of 10 percentage 

points or more in many cases. It is not possible, using data provided by private voluntary 

organizations, to assess in every case whether such a shift has occurred, but if the project 

collected baseline and end-term values, it can be calculated. That data can then be assessed by 

whether the project in question actually had level of effort (LOE) committed to improving a 

particular outcome. 

 

The table that follows does just that, examining the proportion of cases in which a relatively 

large improvement in an indicator occurred and then comparing such changes by whether the 

program had devoted LOE, that is, the amount of resources in the grant dedicated to the 

intervention designed to improve the outcome. What it shows is that, for 15 of the 23 

indicators, the projects with LOE were observed to have had a larger percentage of statistically 

significant improvement than those without LOE (an intuitive result if a project had the desired 

outcome). For 5 of the 23 indicators, the projects without LOE were observed to have had a 

larger percentage of statistically significant improvement than those with LOE devoted to the 

intervention. However, for 4 of those 5 indicators, the number of projects without LOE was 

very small in comparison to number that had LOE. Overall, depending on the indicator, between 

25 and 100 percent of projects with LOE were observed to have had statistically significant 

improvements in indicators. No causal inferences can be drawn from the changes. 

CATCH indicator codes: 
Code CATCH Indicator 

UW Underweight 

CS Child spacing 

SBA Skilled birth attendance 

MTT Maternal tetanus toxoid 

EBF Exclusive breastfeeding 

CF Complementary feeding 

IYCF Infant & young child feeding 

FULLV Full vaccination 

DPT3 DPT3 (Health system performance) 

ITX Child ITN use 

DS Knowledge or 2+ child illness danger signs 

HIV Knowledge or 2+ ways to reduce HIV risk 

SICK Increased fluids/continued feeding during illness 

HW Appropriate hand washing 

SOAP Soap at place for hand washing 

TB Smear positive cases successfully treated 

PXV Newborn postnatal visit within 3 days 

VITA Child vitamin A supplementation 

FEV Antimalarials for fever within 24 hours 

DPT1 DPT1 (Health system access) 

ORT ORT use 

POU Point of use water treatment 

PCS Appropriate pneumonia care-seeking 

 

Complete indicator descriptions are found at 

http://www.mchipngo.net/controllers/link.cfc?method=tools_mande
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Rapid Catch Indicators for Projects Beginning by 2000 and ending by 2011 
Statistically Significant Improvements* Observed from Baseline to End -Term 

Analyzed by Level of Effort Devoted to the Relevant Intervention (Y/N) 
 

Rapid Catch Indicator 

Total 
Number of 
Projects for 
Which Data 

Was 
Collected 

Total Number of 
Projects with 

LOE Devoted to 
Relevant 

Intervention 

Total Number of 
Projects without 
LOE Devoted to 

Relevant 
Intervention 

Total Number of 
Projects Having 

Statistically 
Significant 

Improvement 
(Baseline cf End-

term) 

Total Number of 
Projects Having 

Statistically 
Significant 

Improvement 
with Relevant 

LOE 
(Baseline cf End-

Term) 

Total Number of 
Projects Having 

Statistically 
Significant 

Improvement 
without Relevant 
LOE (Baseline cf 

End-Term) 

Percent of 
Projects Having 

Statistically 
Significant 

Improvement 
with Relevant 

LOE 
(Baseline cf End-

Term) 

Percent of 
Projects Having 

Statistically 
Significant 

Improvement 
without Relevant 

LOE 
(Baseline cf End-

Term) 

Percent of ALL 
Projects Having 

Statistically 
Significant 

Improvement 
(Baseline cf End-

Term) 

Underweight 61 61 0 16 16 0 26.2% N/A 26.2% 

Child spacing 55 36 19 15 9 6 25.0% 31.6% 27.3% 

Skilled birth attendance 82 56 26 37 26 11 46.4% 42.3% 45.1% 

Maternal tetanus toxoid 78 47 31 43 26 17 55.3% 54.8% 55.1% 

Exclusive breastfeeding 85 80 5 50 46 4 57.5% 80.0% 58.8% 

Complementary feeding 65 57 8 22 20 2 35.1% 25.0% 33.8% 

Infant & young child 
feeding 11 8 3 7 6 1 75.0% 33.3% 63.6% 

Full vaccination 60 41 19 29 23 6 56.1% 31.6% 48.3% 

DPT3 (Health system 
performance) 13 3 10 4 2 2 66.7% 20.0% 30.8% 

Child ITN use 55 38 17 38 30 8 78.9% 47.1% 69.1% 

Knowledge or 2+ child 
illness danger signs 59 57 2 44 43 1 75.4% 50.0% 74.6% 

Knowledge or 2+ ways to 
reduce HIV risk 57 22 35 39 17 22 77.3% 62.9% 68.4% 

Increased 
fluids/continued feeding 
during illness 62 61 1 31 30 1 49.2% 100.0% 50.0% 

Appropriate handwashing 52 48 4 31 30 1 62.5% 25.0% 59.6% 
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Rapid Catch Indicator 

Total 
Number of 
Projects for 
Which Data 

Was 
Collected 

Total Number of 
Projects with 

LOE Devoted to 
Relevant 

Intervention 

Total Number of 
Projects without 
LOE Devoted to 

Relevant 
Intervention 

Total Number of 
Projects Having 

Statistically 
Significant 

Improvement 
(Baseline cf End-

term) 

Total Number of 
Projects Having 

Statistically 
Significant 

Improvement 
with Relevant 

LOE 
(Baseline cf End-

Term) 

Total Number of 
Projects Having 

Statistically 
Significant 

Improvement 
without Relevant 
LOE (Baseline cf 

End-Term) 

Percent of 
Projects Having 

Statistically 
Significant 

Improvement 
with Relevant 

LOE 
(Baseline cf End-

Term) 

Percent of 
Projects Having 

Statistically 
Significant 

Improvement 
without Relevant 

LOE 
(Baseline cf End-

Term) 

Percent of ALL 
Projects Having 

Statistically 
Significant 

Improvement 
(Baseline cf End-

Term) 

Soap at place for hand 
washing 12 8 4 9 6 3 75.0% 75.0% 75.0% 

Smear positive cases 
successfully treated 2 2 0 1 1 0 50.0% N/A 50.0% 

Newborn postnatal visit 
within 3 days 13 8 5 8 5 3 62.5% 60.0% 61.5% 

Child vitamin A 
supplementation 12 1 11 4 0 4 0.0% 36.4% 33.3% 

Antimalarials for fever 
within 24 hours 9 5 4 5 3 2 60.0% 50.0% 55.6% 

DPT1 (Health system 
access) 13 3 10 7 3 4 100.0% 40.0% 53.8% 

ORT use 13 9 4 5 3 2 33.3% 50.0% 38.5% 

Point of use water 
treatment 13 9 4 4 4 0 44.4% 0.0% 30.8% 

Appropriate pneumonia 
care-seeking 13 5 8 7 3 4 60.0% 50.0% 53.8% 

 
* Only CATCH indicators in the full data set that have both baseline and endline numerators & denominators (and thus percentages and confidence intervals) are included in this 
analysis. 
 
Color codes: Beige indicates statistically significant result greater when LOE was dedicated to intervention than when it was not. 
           Pink indicates statistically significant result greater when NO LOE was dedicated to intervention. 
           Blue indicates no difference whether or not LOE was dedicated to intervention 
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ANNEX J. SUMMARY OF REVIEW OF 

FINAL EVALUATIONS OF 21 CSHGP 

PROJECTS 

Purpose: To determine if there are clear trends for the U.S. Agency for International 

Development (USAID) priority areas that the PVO grantees are able to address particularly 

well, areas that they are not able to address well, lessons that are apparent through the 

experiences of many grantees. 

Methodology: Review of 21 final evaluations of projects that began in 2003 or later. Projects 

were selected on the following basis: 

1 – Grant must have been implemented in one of the 24 priority countries, as these are the 

countries on which aid is likely to be focused in future. Grants should include Africa, Asia and 

Latin America and the Caribbean, and should NOT include countries visited by the evaluation 

team (i.e., Nepal, Kenya, Liberia). 

2 – Selection of grants must represent a variety of different countries and grantees and must 

cover the various program types (e.g., expanded impact, new partner, standard). 

3 – Grants must focus on maternal and child health broadly rather than just on one specific 

intervention (e.g., TB). 

4 - Effort should be made to select about four projects  per year (if possible). 

Based on these criteria, 21 grants were selected representing work in 13 priority countries and 

21 PVO grantees, of which one grant was a cost extension, 8 were standard grants, 6 were 

Expanded Impact grants, and 6 were New Partner grants. Four began in 2003, 2 in 2004, 7 in 

2005, 5 in 2006, 2 in 2007 and 1 in 2008. 

The following grants were reviewed: 

Country Grantee Years Grant type 

Indonesia PCI 2003–07 Standard 

Uganda Africare 2003–08 Cost extension 

Madagascar ADRA 2003–07 Standard 

India World Vision 2003–07 Expanded Impact 

Haiti HHF 2004–09 Standard 

Bangladesh World Renew 2004–10 New Partner 

Haiti AME-SADA 2005–09 New Partner 

DRC CRS 2005–10 Expanded Impact 

Uganda Health Partners 2005–10 New Partner 

Zambia SAWSO 2005–11 Standard 

Mozambique Feed the Hungry 2005–10 Expanded Impact 

Malawi World Relief 2005–09 Standard 

Mali HKI 2005–09 Standard 

Rwanda Concern 2006–11 Expanded Impact 

India Hope Worldwide 2006–10 New Partner 

Malawi PSI 2006–11 Expanded Impact 

Indonesia Mercy Corps 2006–10 Standard 

Malawi Save the Children 2006–11 Expanded Impact 
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Ethiopia GOAL 2007–11 New Partner 

Ethiopia Save the Children 2007–12 Standard 

Uganda ERD 2008–12 New Partner 

Limitations: Not all evaluations were of the same quality. The sample is quite limited. Only 

one person did the coding and analysis, so there may have been issues that were missed. 

Annexes were not reviewed. There was no time to look at mid-term evaluations, which may 

have provided additional insights. This is a limited sample. Only 21 out of 82 projects completed 

evaluations. Among the 21 completed evaluations, there were none for innovation/OR projects, 

since no final evaluations of such projects were available at the time evaluations were reviewed. 

Findings:  

1 – Beneficiaries: Virtually all were aimed at the correct target group, i.e. populations not 

adequately reached by the formal health delivery system. These populations were usually very 

poor. 

2 – Results: In every case, to one degree or another, there was evidence of improvement in 

some key indicators or health-seeking behaviors, and in many cases, most of the coverage 

targets developed at project inception were reached.  

3 – Equity: Six reports made references to improved equity as a result of the program (though it 

was implicit in others). Of these only four made a specific reference to, or discussed in the 

report, gender equity in any meaningful way (other than saying that women were trained as 

village health volunteers). Only two (one in Uganda, the other in India) had a specific focus on 

improving the rights and voice of women. One report stated that gender equity was not a focus. 

4 – Country ownership, partnerships: All grants were carried out with some involvement by 

ministry authorities, local health authorities and other local partners, but 11 of the evaluations 

made specific statements about partnerships and collaboration. A few of these cited results from 

the collaboration (e.g., local authorities assumed some of the costs, grantee became member of 

the national integrated management of childhood illnesses working group, developed coalition 

with partners to bring health services to illegal slum areas). 

5 – Governance (transparency, etc.) was addressed in only one project evaluation, describing a 

situation in which local committees became involved in advocacy before local authorities. 

6 – Scale-up: However, there were a surprising number of cases of effective scale-up, which 

would indicate a greater influence on governance than the finding above, on governance, would 

imply.  

The seven clearest cases were 

- Program for village access to latrines went national in Indonesia. 

- Household competitions to promote healthy behaviors in Uganda taken up as a model 

by first lady and World Bank; community-based distribution of insecticide-treated nets 

accepted as national strategy by Ministry of Health. 

- Targeted counseling and tools for nutrition education were scaled up to all districts of 

Uttar Pradesh in India. 

- Care Groups implemented at scale in Mozambique. 

- Government adopted four nutrition training manuals and information, education and 

communication messages for scale-up in Mali. Also convinced government to accept zinc 

as treatment for diarrhea and developed forms for national health information systems 

to track malnourished children. 
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- Government went on record to say it would restrict advertising of baby formula in 

Indonesia. 

- Treatment of diarrhea with zinc and of pneumonia with antibiotics was brought to scale 

in Ethiopia. 

In addition to these, some evaluations noted other scale-up activities that are less well defined. 

Two projects were cited as having little impact outside the project area. 

7 – Demand-side effectiveness. Most of the evaluations said the private voluntary organizations 

were effective in changing knowledge, attitudes or behaviors of community members in positive 

health-seeking ways. Twelve cited positive changes. Four said the grants were not effective in 

behavioral change for one reason or another. Almost all of the projects were successful, 

however, at generating demand for services from their local health centers. Unfortunately, there 

were also caveats – local health centers were often unable to meet these demands, which then 

reduced willingness of beneficiaries to return to the centers later. This affected sustainability of 

many projects. 

8 – Health service delivery. Some gains were made in this area. Specifically noted were 

improved health facility management in one case, better counseling and tools and improved skills 

of midwives. However, more frequently health service weaknesses were cited as reasons that 

sustainability of community-oriented efforts to increase service demand was in question, despite 

better trained workers and volunteers. Eight evaluations cited logistics problems (primarily 

stockouts of needed drugs and vaccines). Seven evaluations noted that monitoring and 

supervision would not be continued at the levels experienced in the project once the project 

ended, due to staffing deficiencies and heavy workloads. 

9 – Financing. Shortage of finances at the health facility-level for transportation, supervision, 

planning, and incentives for volunteers stymies sustainability in many cases. There were several 

(six) projects, however, that experimented with community financing schemes or built onto 

existing performance-based financing models. Some were quite creative, and these may have 

potential for sustainability and scale-up. 

10 – Innovation. Five projects included operations research components – but the evaluations 

did not assess these for quality or, for the most part, findings. A couple of others had innovative 

elements (e.g., a community-based surveillance system tracking maternal mortality), but for the 

most part, the major innovations were testing of Care Groups in new countries or new 

situations. All of these projects preceded the USAID focus on innovation. 

Summary findings: Projects generally reached populations who hadn’t received services 

before, linked communities with local health services, brought more services to underserved 

people, increased demand for clinic services, and met most of their overall performance 

objectives. They tended to be done in good collaboration with government, at least at the 

district level, and were able to bring some good practices to scale. However, despite this 

collaboration, most have not developed sustainable models of community-clinic linkage that can 

have broader application because they did not address key supply-side barriers. In particular, 

human resources for health, logistics and financing are important constraints to sustainability. In 

addition, despite the emphasis on equity running through these programs, surprisingly few of 

them (based on evaluation reports) made any significant attempt to empower women.  
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ANNEX K. REVIEW OF RFAS 2003−2012  

Changes in CSHGP Purposes, in Its Relationships with PVOs, in Grant Categories, 

and in How Key Concepts (Innovation, Sustainability, Scale, Dissemination) Were 

Addressed from 2003 to 2012 

A. CSHGP Purpose 

From 2003 to 2006 the stated program objective was Support U.S.-based PVOs and their local 

partners to carry out quality child and maternal health and nutrition, family planning, HIV/AIDS and 

infectious disease programs that measurably improve infant, child and maternal health and nutrition 

status, and contribute to the reduction of infant, child and maternal mortality… 

In 2006 the program objective was changed, and this change continued through 2008 and was 

Contribute to sustained improvements in child survival and health outcomes through U.S. PVOs and their 

local partners. 

In 2009 the objectives were expanded to three: 

1.) Pilot and analyze new approaches to introduce and scale up interventions in diverse community 

settings, including urban and post-conflict settings. 

2.) Contribute to the solution of key operational barriers to scaling up delivery of these interventions 

through the provision of technical leadership and specialized technical resources. 

3.) Disseminate evidence and lessons for proven models for the delivery of high impact integrated 

interventions. 

Under the second objective, one finds this language: “CSHGP will leverage the technical resources of 

a broad network of PVOs/NGOs through CORE and the technical expertise in the USAID-funded 

Maternal and Child Health Integrated Project (MCHIP) and USAID/GH staff and partners in order to 

develop state-of-the art technical resources that are widely used by PVOs/NGOs and their local partners 

(MOH, local NGOs) in USAID and larger health and development communities.” 

In 2010 the objectives were expanded to four with the following added to those of 2009 (the 

other three were altered slightly): Engage a range of partners in Maternal and Child Health (MCH) 

and TB and build their capacity to implement quality community-oriented programming. The objective 

of capacity building  had not been stated this explicitly since the program moved to the Bureau 

for Global Health but was one of the original intents of the program in behavioral health 

resources /private voluntary cooperation and remained key for “Entry” and later “New Partner” 

grant categories. 

B. Program Relationship to PVO Grantees 

The changing program objectives demonstrate a clear change in the way the program views 

private voluntary organizations (PVOs) and the U.S. Agency for International Development’s 

(USAID’s) relationship to them. One can describe the evolution as follows: 

1. Through 2006: The relationship to PVOs was one of support for their (the PVO’s) 

work to improve maternal and child health. 
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2. 2007−2008: The relationship with PVOs now focuses on working through them to 

achieve improved health outcomes.  

3. 2009−present: Here, the relationship is altered to viewing PVOs – and their 

expertise – as something to be leveraged in order to develop technical resources 

that they and others could use. The focus on leveraging continued in 2011, but at that point 

PVO entrepreneurship was being leveraged to focus “particularly for designing, implementing, and 

evaluating innovative community oriented approaches through local/sub-national/national partnerships in 

order to effectively and sustainably improve the coverage of high impact MNCH interventions in 

vulnerable populations.” Finally, in the description of the new Scalable Solutions to Challenges: 

Advancing Learning and Evidence (SCALE) states that PVO recipients “will become key partners 

within a wider community of researchers and innovators supported by USAID and participate in events 

aimed at sharing and disseminating solutions and evidence to advance global and national learning.” 

One might summarize the evolution in USAID’s understanding of PVOs as follows: first as 

implementers of the their own projects (USAID supports PVO initiatives); then as (one of) 

USAID’s means to directly accomplish certain health outcomes; then as a technical resource to 

be leveraged to develop new approaches to improve coverage of interventions; and finally as a 

key partner in developing and disseminating solutions to overcoming key barriers. While the 

changing relationship is clear when examining the request for applications (RFAs) over this 

period, it is not clear that PVOs have fully grasped the change, and one might ask whether or 

not PVOs still view the grants primarily as supporting their programs.  

C. Grant Categories 

Throughout the program during this period (2003-2012) there was always a category referred 

to as “Entry” or “New Partner,” but the intent of this category has changed over time. In 

2003, the RFA noted that “The CSHGP will be available to assist the entry PVO during the life of the 

cooperative agreement with specified technical assistance and training from CSTS and other resources.” 

There was also a “Mentoring” category that year: “This program involves a partnership between two 

U.S. PVOs where a more experienced PVO helps to build the capacity of a PVO that has never been 

funded through the Child Survival Grants Program and has some international health and development 

experience.” 

This focus on building the capacity of new partners continued, and while the “Mentoring” 

category was done away with in 2005, it was clear that USAID wanted to continue to bring new 

development partners into the program. The full rationale for this is never clearly spelled out in 

the RFAs, and an interesting evolution in this category began in 2006. While still benefitting from 

capacity building, USAID stated that a reason for bringing in new partners was because “new 

partners contribute to the CSHGP portfolio by introducing new approaches and experiences.” 

And from 2007 onward, while their capacity building is still a focus, New Partner grantees are 

now “expected to contribute to the development of indigenous capacity to address these child survival 

and health issues and to promote the sustainability of host nation's efforts.” Then there is this further 

addition in 2011 (but no grants were awarded in 2011): CSHGP recognizes the role of New Partners 

and their local partners in designing and implementing innovative solutions to real public health 

challenges, particularly at the primary health care and community levels. New partners also bring 

opportunities for USG/USAID [sic] to expand partnerships with civil society at the global, regional, 

national and local levels for improving the delivery and use of high impact interventions among the most 

vulnerable populations in diverse settings. 
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In 2012, for the first time, non-U.S. non-governmental organizations (NGOs) are eligible for this 

category, but no grants are awarded. However, the RFA goes back to something very similar to 

what was seen in 2003: “The New Partner category seeks new and diverse partnerships with new 

partners (U.S. PVOs and national NGOs) and provides opportunities to build technical and 

organizational capacity for MNCH programming, in collaboration with mentor organizations and local 

partners, and contributes to documenting promising models for local capacity and sustainability.” 

From 2003−2006, the “Expanded Impact” category… Without further explanation, the 2007 

RFA states in a note: “The Expanded Impact funding category has been discontinued.” Up until 

the present, PVOs who had received this grant have been unclear why this category was 

discontinued.  

In 2008 a new category called “Innovation” replaced the “Standard” category that had been in 

place since 2003 (and earlier). The RFA states: “The Innovation Category is a major departure for 

the CSHGP and places the primary emphasis on innovations in community-oriented programs to support 

the leadership role of U.S. PVOs for introducing and transferring new ideas focusing on improving the 

delivery of critical MCH interventions to diverse country settings… Innovation Category projects are 

expected to contribute to critical learning, both at the national and global levels. 

The introduction of this category, while welcomed, has led some to question whether it is wise 

to lose the previous focus on scale. The following quotes are indicative of the feelings. “That 

[Expanded Impact] category was discontinued to focus on very detailed innovations. I think that was 

good to move to innovations but you lost the scale-up option…. Simple things like handwashing, 

exclusive breastfeeding –  things that should go to expanded impact get overshadowed by things like 

mHealth – text messaging mothers about seeking care or other new things when there is much that is 

known that could be scaled up . . .  and “The value should be less on innovation and more on feasibility 

for sustainability.” 

In 2012 the Innovation category gave way to the SCALE category (introduced above). 

D. The Definition and Importance of Innovation 

Innovation was not defined in any way before 2008, the year the “Standard” grant category was 

renamed the “Innovation” category. The way it was described after it was introduced in 2008 

may have led to some confusion about the intent of innovation. Over time the concept was 

further developed, presumably to clarify what USAID meant, but the confusion continues to the 

present for some involved in the program even if PVOs think it is a useful concept. 

In 2008 the RFA said: “The parameters for defining innovations are purposefully broad in order to 

stimulate the generation of creative solutions for major service delivery challenges in the proposed 

project setting. Innovations are defined as new or innovative concepts, approaches or methodology that 

will contribute to effectively solving the major challenges of delivering services to vulnerable population, 

improving health outcomes and strengthening health systems.” 

In 2009 the definition is specified in more detail: Innovation is defined as a strategy, approach, or 

methodology that introduces novel ways to solve the major challenges of delivering high impact 

interventions to vulnerable populations and strengthening health systems, ultimately leading to increased 

scale of these interventions and improved health outcomes. Innovative approaches often require 

challenging existing paradigms in order to address an identified and acute need at national and global 

levels. 
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So in 2009 the concept of innovation is explicitly linked to scale. Then in 2011 the RFA states: 

Through operations research, Innovation category applicants will introduce, test, and facilitate the scale 

up of bold, new ideas in health service delivery and use, particularly at the primary health care and 

community levels.  

While this language of “bold and new” does not carry through in later RFAs, it may have 

contributed to some confusion about the meaning of innovation.  

 The 2012 RFA clarifies the difference between the “Innovation” and “SCALE” categories: The 

guidance and evaluation criteria have been revised to place a greater emphasis on the relevance of 

evidence building and learning for national and local stakeholders for new and/or promising 

solutions to the most critical implementation challenges, and have the potential for scale-up.  

E. The Promotion of Sustainability and How it is Achieved 

Throughout the period 2003−2012, the concept of sustainability is linked to one or more of 

these concepts: capacity building (of local entities), local ownership, in-country system 

strengthening, local partnership and local organization viability. In the middle years (2005−2007) 

there was a strong focus on sustainability planning with specific tools promoted and a 

“sustainability plan” required. Though it was always a part of the RFAs, this emphasis waned in 

more recent years.  

Sustainability is named as an intermediate result in the FY 2003 and FY 2004 RFAs: Increased 

sustainability of child and maternal health and nutrition and infectious disease programs/interventions 

initiated by PVOs and their partners… Capacity building of the local partners will be key to the success 

of achievement of this result. And in those years, “Cost Extension” category grantees were 

required to focus on sustainability.  

In FY 2005 the “sustainability framework” is introduced for the first time and in FY 2006 for the 

first time a "sustainability strategy" is required: “Please describe the program’s sustainability strategy 

with respect to the health of the community and the delivery of services to this community, capacity and 

viability of local organization(s), and capacity of the community in its larger environment.” And there 

are measurement requirements: “Ensure that objectives and indicators are grounded in the selected 

interventions, program strategy and in the sustainability plan.” 

In the FY 2007 RFA, the concepts of local ownership and capacity building are linked to 

sustainability and a “sustainability tool” promoted. “Local Ownership: Building local ownership is 

especially important to ensure program sustainability… Programs will need to demonstrate sustainability 

planning in order to adequately develop local capacity in the areas of human-capacity development, 

management, logistics, information systems, etc.” 

In the FY 2008 RFA, sustainability is mentioned 14 times, but the tool is no longer mentioned. In 

addition stakeholder buy-in is now linked to sustainability: “The process to arrive at the technical 

approach put forward in the DIP should include not only data collection, but also participatory 

assessments and partner consultations to ensure stakeholder buy-in and sustainability of the proposed 

project.”  

In the FY 2011 RFA, sustainability is linked to local ownership. The sustainability framework is 

mentioned, and we note this. Applicants contribute to the development of sustainable community 

oriented programming platforms through CSHGP's focus on local partnership and capacity building.  
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In the FY 2012 RFA, it is mentioned 49 times and the "Taking the Long View" sustainability 

planning manual is highlighted for the “New Partners.” Here, the concepts of sustainability and 

scale are used together: In order to accelerate progress towards achieving the Millennium 

Development Goals, it is important to identify, understand, and address gaps in coverage and quality of 

care along the continuum of care for maternal, newborn and child health, improve the delivery and use 

of essential interventions and packages to achieve sustainable impact at scale, and work to eliminate 

disparities in coverage. 

F. The Concept of Scale and How the Grants Program Promotes It 

In the early years, scale seemed to mean simply to do more of what was already being done 

(although FY 2004/2005 RFAs seem to indicate some concern about merely doing more of what 

was done in traditional grants). Scale was explicitly promoted via the Expanded Impact category 

from 2003 to 2006. That category was not included in FY 2007, and FY 2008 is the first time 

that a broader understanding of how scale could be reached – including strategically – was put 

forward. Later operations research (OR) is linked more explicitly to scale with a more strategic 

focus (influencing policy). Key concepts associated with scale over this period include: increased 

population touched, improved policy and collaboration. It would appear that the idea of scale 

grew from the idea of enlarging the population covered by certain interventions to a more 

strategic focus: by promoting changes in policy, PVOs can enable innovations to be taken to 

scale.  

The FY 2003 RFA states: “A new grant category (“Expanded Impact”) which serves to encourage the 

application of methods, strategies, or materials on a wider scale and results in an increased number of 

beneficiaries and/or beneficial to multiple geographic areas or programs… Under this category, PVOs 

have the flexibility to propose proven strategies, methods or interventions which will be taken to scale 

(district/regionally/nationally). This category does not restrict a PVO to a confined, geographic site 

(usually the community/district level) as in the other grant categories. Rather, the aim is to attain 

broader impact by collaborating with other PVOs/agencies/private companies/etc. working in the given 

country or countries to expand the reach to a greater number of beneficiaries.” 

But the FY 2004 RFA made this point: Expanded Impact is not intended to “scale-up” a traditional 

Standard CSH program with a mix of interventions or expand an existing program by either increasing 

the number of interventions or adding a neighboring district to the target area. Rather, the expectation is 

that an Expanded Impact proposal will focus on a successful intervention(s), strategy or approach and 

apply this at a sub-national/national scale or multi-country level, or through the PVO’s broader 

development program within a particular country(s). 

In the FY 2005 RFA, we see this: There are two options presented under the Expanded Impact 

category – one for a single PVO applicant to scale up proven child survival intervention(s) (funding 

requests up to $2.5 million) and a second option for a multi-PVO program or “bundled” application 

(funding requests up to $4 million).  

And then we see this in the FY 2006 RFA: Expanded Impact: This program can be a scaled-up 

version of a PVO program successfully applied in smaller settings, or the extension of a national MOH 

(or donor partner) program already in place. The FY 2006 guidance on Detailed Implementation 

Plans (DIPs) notes: The Missions and their bi-lateral programs are one of the present vehicles that the 

Bureau for Global Health is using to increase the scale of proven interventions, and the Mission can 

provide a forum for exploring ways to achieve scale at the country-level.  
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The Expanded Impact funding category was discontinued in FY 2007 without any explanation 

why. 

In the FY 2008 RFA, there is a performance result (PR) associated with scale: PR2: Increased 

Scale of Health Interventions. This PR includes a broader set of factors related to scale, 

including: increased population reached through the use of strategic partnerships and networks, 

improved health systems and policies and “improved collaboration with USAID Missions or Bilateral 

programs.” Together these seem to constitute a wider set of factors that are critical to achieving 

scale.  

And finally in the FY 2010 DIP guidance there is an explicit link between OR and scale: “OR 

studies should be designed to demonstrate that these innovations produce – or do not produce – 

changes in uptake of high impact MNCH interventions, leading to improved health outcomes and 

address barriers to implementing and scaling up these interventions. They should include steps for 

documenting the process of implementation so that the innovation can be scaled up in the future.” And 

in the FY 2011 RFA, applicants in the Innovation category are required to show how they “will 

introduce, test, and facilitate the scale up of bold, new ideas in health service delivery and use, 

particularly at the primary health care and community levels.” 

Requiring that OR accomplish all of this led to this criticism by a technical assistance provider 

for OR: the expectations of what must be done are impossible for projects of the length and 

budget of the CSHGP grants.  

G. Dissemination and How to Do it 

Even though dissemination is mentioned in general terms in nearly all RFAs prior to 2008, in the 

earliest part of the period, no dissemination strategy was ever requested. Indeed, in 2003 PVOs 

are told that child survival technical support (CSTS) can provide training for them that focuses 

on “measuring, documenting and disseminating results.” It is only from 2008 onward that specific 

plans for dissemination must be provided. In the years following, more tools are provided to 

guide this element of PVOs’ plans. In addition, dissemination moves from a focus on national to 

global dissemination. 

In 2008 the RFA requires applicants to “Outline the mechanisms through which the project will share 

evidence and utilize lessons with relevant key stakeholders to inform replication and scale up of 

innovation.” The 2009 RFA uses slightly different language – for the first time focusing on national 

policy – but the DIP guidance does not mention dissemination: “Describe processes that the 

project will engage in to influence national policy, scale-up, or uptake of the innovation, based on 

findings.”  

In 2010 the RFA makes dissemination part of the process to be used in OR. The focus is on 

both practitioners and policymakers, and in 2010 the dissemination should consider the wider 

global audience. The DIP guidance has a section reserved for the dissemination strategy: 

“Package and Disseminate Results: Make concerted efforts to engage and involve key stakeholders 

(program staff, USAID mission, research partner, MOH, other practitioners) from the OR design stage 

(i.e. to refine and prioritize OR questions) to the packaging, dissemination, and use of OR results stage, 

aimed at fostering ownership of the information generated and in ensuring that the OR findings are used 

by practitioners and/or policy-makers.” And this is in the DIP guidance: “The proposed study will be 

conducted with the intent to disseminate and/or publish the results to a broader, global audience.” This 

focus continues in 2011 with projects asked to focus on “dissemination and use of information for 
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improving national health program implementation and policies as well as to contribute to global 

learning and cross-fertilization among a wider group of innovators supported by USAID.” 

And finally in 2012 – in both the RFA and DIP guidance—dissemination is prominent, and even 

New Partners are engaged in it via mentoring: “New Partner applicants and mentoring organizations 

must also develop plans to disseminate findings with in-country and global stakeholders.” 

In the Strategic Workplan (SW) Guidelines for 2012 there is, for the first time, an actual 

template that guides the grantee on developing a dissemination plan: “Use the template below 

(same as for the SW guidelines) to provide an overarching summary plan of engaging stakeholders in 

learning throughout the research stages. This includes a plan on how your research team plans to 

analyze, disseminate, and use information generated by this OR study to improve the program, garner 

resources, change policy, etc.” 
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ANNEX L. GRANTS AND COUNTRIES 
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ANNEX M: INTERVIEW GUIDES  

CSHGP Evaluation:  Questionnaire for Key Informants on Grantees’ Contributions to 

USAID Strategic Priorities 

 

Below are listed (1) the key supply and demand-side constraints to achievement of USAID’s desired 

health outcome of ending preventable child and maternal deaths; and (2) the major programming 

principles that guide USAID investment. 

 

For each, please place a check mark in the column that most accurately represents your view as to how 

effectively the CSHGP’s grantees have been able to contribute to overcoming that constraint or 

supporting that principle. 

 
Challenge or Constraint Not 

at all 

Slightly Some- 

what 

Greatly Don’t 

know 

Supply side:      
Financial constraints      
Poor governance (policy, compliance, oversight, 

transparency) 
     

Weak delivery systems (not reaching neediest people)      
Inadequate human resources (number, motivation, 

deployment, capacity, attitude) 
     

Weak commodity/drug logistics (quantification, 

procurement, distribution, compliance) 
     

Poor information (for management, accountability, 

supervision, monitoring, planning, public information) 
     

Demand side:      
Lack of awareness of where to go and what to ask for      
Lack of appreciation of “need to act”      
Poor access (geographic, financial)      
Poor health-seeking behavior (inability to assess quality)      
Poor household/community practices (e.g. feeding practices, 

reduced food in pregnancy) 
     

Social determinants (poverty, education, gender, etc.)      

 
Principles of Investment Not 

at all 

Slightly Some- 

what 

Greatly Don’t 

know 

Equity (Serving ”last mile”)      
Women & girls empowerment & gender equality      
Country ownership (building on gov’t priorities and 

systems) 
     

Results/measurement (using evidence-based programming 

for results) 
     

Sustainability (addressing weak capacity through health 

systems) 
     

Transparency, accountability, good governance      
Innovation and research (to overcome constraints)      
Integration of service delivery      
Networking (sharing information to inform policy)      
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Scale-up of locally adapted solutions      
Partnership (leveraging new resources, engaging local 

institutions) 
     

 

 Interview Guides (US-based informants) 

 

Interview Guide for USAID Officials 

USAID policy group includes representatives from BGH, HIDN, P3 and NUT leadership, as well as from 

outside BGH (LEG, PPL, O/IDEA, O/S&T (regarding Grand Challenge Saving Lives at Birth). 

USAID program management group would include CSHGP management team, regional bureau reps, and 

Mission health team leads in countries (other than those included country visits) with CSHGP activities. 

Introduction: Thank you for your willingness to participate in this evaluation of CSHGP. Its purpose is 

to inform USG/USAID’s future investment in partnerships and strategies to improve development 

impact as a part of its reform agenda, USAID Forward, with a particular focus on the role of US 

PVO/NGO intermediaries and their local partners in accelerating progress for current and emerging 

priorities in health.  

The CSHGP has three components: the grants themselves, technical assistance currently provided via 

MCHIP and networking via the CORE group. Some questions will focus on the overall program, and 

some on its components. 

I will be taking notes during this interview. Nothing you say will be presented in our report in a way that 

would identify it as coming from you individually though we will classify responses by interview group for 

analysis and presentation.  

By proceeding with the interview you provide your permission for us to use your responses in the way I 

have just outlined. Of course, you have the right to stop this interview at any time. Do you have any 

questions or concerns before we get started?  

Questions:  

Evaluation 

Question 

Reference 

Key Questions Potential Probe Topics 

 Would you please describe your role related to the 

CSHGP and how long you have been associated with 

it? 

 

 HISTORICAL CONTRIBUTIONS OF CSHGP  

1.1 Thinking about the CSHGP in its totality--the grants, 

the technical assistance provided by MCHIP (CSTS in 

the past) and the networking offered via CORE, what 

have been the chief contributions of the CSHGP 

since 2003 towards achieving USAID’s priority health 

outcomes of ending preventable childhood and 

maternal deaths? Be as specific as you can.  

 Specific contribution of MCHIP 

and CORE  

1.1, 1.3 Take a moment, if you have not already done so, to 

respond to the one-page questionnaire that I sent 

you, which lays out the key challenges to achieving 

health outcomes and principles that guide US 

investment.  

 

Based on your responses, what are the most 

important ways in which In the program has 

supported the major strategies that USAID has 

pursued to achieve these outcomes? 

 

 

 

 

 

 

 

How has it supported host 

country strategies and 

approaches? 
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Of the many supply and demand side constraints to 

improve MNCH outcomes, which do you think the 

project has been most effective in addressing? Least 

effective? 

 

 

Probe for information on OR 

 

1.1, 1.3 What are the key behaviors or actions or capacities 

that the CSHGP should be influencing at country 

level? What kinds of changes have you seen in these 

local actors? 

Ask about MOH, local 

government, local NGOs 

1.1, 1.3 Thinking about the principles that USAID espouses in 

shaping its investments in health, which of these do 

you think the program has been most effective in 

pursuing? Least effective? 

Probe for thoughts about 

innovation/OR 

1.2 In what ways do you perceive that the CSHGP has 

influenced what PVOs do?   

What are key behaviors that 

CSHGP is influencing? 

1.1, 1.3 The CSHGP has put a special emphasis on innovation 

and operations research (OR) over the past five 

years. Please comment on how appropriate this focus 

is for the CSHGP program and grantees? (Why?) 

 

1.1, 1.3 Within the context of the CSHGP, how effective 

have PVO grantees and their partners been at using 

the innovation/OR focus to select and important 

topic of national importance and develop a credible 

pathway to sustainable impact at scale?  

What factors have enhanced or 

reduced their effectiveness? 

1.2 How do you think the design and management of the 

CSHGP has affected the program’s and grantees’ 

effectiveness?  

Probe for information on 

program grant making policies 

and procedures, how the 

program is financed, the 

technical and networking 

support, placement and staffing 

of the program within BGH 

 RELEVANCE TO EVOLVING PRIORITIES  

2.1 Looking to the future, what changes do you see in 

the development landscape, especially USAID’s and 

international approaches to accelerating improved 

MNCH?  

How will this affect the way 

USAID programs its fund to 

address development needs? 

 

2.2 What evidence do we have from experience to date 

that would indicate what PVOs bring to the table that 

contributes to USAID strategic priorities within this 

development landscape?  

How does this compare with 

other models of assistance that 

USAID does or could use? 

2.2 How appropriate of a programmatic platform do you 

feel the current model of CSHGP is for USAID to 

use it to pursue its strategic priority of innovation 

and rigorous research in the coming years? 

How could the CSHGP model 

be best modified in order to 

increase the program’s 

effectiveness to achieve USAID’s 

priorities in research and 

innovation? 

 FUTURE RELATIONSHIP  

3.2, 3.3 What is most important about the relationship 

between USAID and PVOs? What needs to change?  

 

3.1 How should the role of PVOs change as USAID  
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expands its partnership model to include in-country, 

non-governmental entities? What other kinds of 

entities should be included (e.g. NGOs, research 

institutions, private sector) and why? 

3.4 Given the possible future roles for PVOs, what, if 

any, are future needs for technical assistance for 

grantees, such as is currently provided by MCHIP? 

What, if anything, should USAID do to build on past 

investments? 

What are the most important 

areas of technical assistance the 

project has provided thus far? 

 

3.5 What, if anything, should USAID do in future, to 

sustain or strengthen the networking function 

currently provided by CORE? 

 

 RECOMMENDATIONS FOR FUTURE  

4.1, 4.2 Please address whether CSHGP or a successor 

project should be considered as an effective way of 

meeting future needs in contributing to maternal, 

neonatal and child health. 

Probe for thoughts on 

organizational structure, location 

(field vs. Washington), and 

financing 

 Is there anything else you would like the team to 

consider? 
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Interview Guide for PVO, MCHIP, CORE, and Other External Informants 

Respondent Groups consist of  

1) MCHIP Staff;  

2) CORE Director; 

3) CORE Board; 

4) CORE Working Groups; 

5) PVO Representatives; 

6) Historical Actors (PVO, TS, CORE, USAID);  

7) CSHGP Evaluators;  

8) Global Partners. 

 

Introduction: Thank you for your willingness to participate in this evaluation. As I noted in the 

communication inviting you to this interview, the purpose of this evaluation of CSHGP is to inform 

USG/USAID’s future investment in partnerships and strategies to improve development impact as a part 

of its reform agenda, USAID Forward, with a particular focus on the role of US PVO/NGO 

intermediaries and their local partners in accelerating progress for current and emerging priorities in 

health.  

The CSHGP program has three components: the grants themselves, technical assistance currently 

provided via MCHIP and networking via the CORE group. Some of the questions I ask will focus on the 

program overall and some will focus on one or more of the components.  

I will be taking notes during this interview that will provide the data we will analyze (along with 

secondary data sources) to make findings, draw conclusions and make recommendations to USAID. 

Nothing you say will be presented in our reports to USAID in a way that would identify it as coming 

from you individually though we will classify responses by interview group for analysis and presentation 

purposes.  

By proceeding with the interview you provide your permission for us to use your responses in the way I 

have just outlined. Of course, you have the right to stop this interview at any time. Do you have any 

questions or concerns before we get started?  

Evaluation 

Question 

Reference 

Key Questions 
Potential Probe 

Questions/Topics 

Respondent Groups 

1 2 3 4 5 6 7 8 

 Opening Question:  

 

Would you please describe 

your role related to the 

CSHGP and how long you 

have been associated with it? 

 

Thinking about the CSHGP in 

its totality--the grants, the 

technical assistance provided 

by MCHIP (CSTS in the past) 

and the networking offered via 

CORE, what do you think are 

the 2-3 most valuable things 

that have come about as a 

result of this grant program? 

Be as specific as you can.  

 

In what ways do you perceive 

Specific contribution 

of MCHIP and CORE 

from the perspectives 

of PVOs and BGH 

 

X X X X X X X X 
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Evaluation 

Question 

Reference 

Key Questions 
Potential Probe 

Questions/Topics 

Respondent Groups 

1 2 3 4 5 6 7 8 

that the CSHGP has influenced 

what PVOs do? What are the 

key “behaviors” that CSHGP is 

influencing? 

1.2 If you have not already done 

so, please take a few minutes 

to complete the questionnaire 

I sent you, regarding the 

program’s contribution to 

addressing challenges to health 

outcomes and the principles 

that guide USAID investment. I 

will refer to these as USAID’s 

strategic priorities.  

 

Thinking about your responses 

to the questionnaire, in what 

ways has the grant program 

design contributed to 

achieving these strategic 

priorities? Here I am 

interested in your views about 

how the organization and 

management of the program 

and the guidance provided to 

grantees influence the 

implementation choices of 

grantees to enable them to 

focus on and contribute to 

achieving USAID’s strategic 

priorities.  

 

How have these things kept 

them from contributing? 

Probe for both 

outcomes and 

principles (refer to 

handout) 

 

How have the specific 

guidance given in 

RFAs, DIP guidelines, 

evaluation criteria 

influenced grantees 

ability to help achieve 

the strategic 

priorities of USAID? 

[focus on those 

interventions and 

populations that will 

contribute to real 

reductions in 

preventable MNC 

deaths] 

 

Specific role of TA 

and networking 

X X   X X   

1.3 Given the organization and 

management of the program, 

and the guidance provided, 

how have the grantees done in 

terms of contributing to 

USAID’s strategic priorities? 

Please give specific examples 

about those priorities to which 

you responded that grantees 

have contributed most and 

least. 

 

To what extent have they 

Probe for both 

outcomes and 

principles (refer to 

handout) 

 

Ask for specific 

examples 

 

Explore reasoning 

behind responses 

 

Probe on innovation 

via OR 

X X  X X X X X 
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Evaluation 

Question 

Reference 

Key Questions 
Potential Probe 

Questions/Topics 

Respondent Groups 

1 2 3 4 5 6 7 8 

contributed to host country 

priorities? 

 

What are the key behaviors or 

actions or capacities that the 

CSHGP should be influencing 

at country level? What kinds of 

changes have you seen in these 

local actors (MOH, local 

government, local NGOs)? 

1.1, 1.3 The CSHGP has put a special 

emphasis on innovation and 

operations research (OR) over 

the past five years. Please 

comment on how appropriate 

this focus is for the CSHGP 

program and grantees? (Why?) 

 

        

1.1, 1.3 Within the context of the 

CSHGP, how effective have 

PVO grantees and their 

partners been at using the 

innovation/OR focus to select 

and important topic of national 

importance and develop a 

credible pathway to sustainable 

impact at scale?  

What factors have 

enhanced or reduced 

their effectiveness? 

        

2.1 We have been looking at 

USAID’s current strategic 

priorities. I would like to ask 

you to reflect on how you 

think these priorities will 

evolve in the future. 

Probe for both 

changes in outcomes 

and principles 
X X   X X  X 

2.2 Considering this evolution and 

the contributions of grantees 

in the past, how would you 

describe grantees’ ability to 

adapt to new priorities? 

What particular skills 

that grantees have 

developed are still 

relevant for the 

future?  

 

For what particular 

technical areas and/or 

implementation 

strategies have 

grantees have 

developed a 

comparative 

advantage vis-à-vis 

others going forward? 

X X   X X  X 
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Evaluation 

Question 

Reference 

Key Questions 
Potential Probe 

Questions/Topics 

Respondent Groups 

1 2 3 4 5 6 7 8 

 

For both refer to 

handout 

2.2 How appropriate of a 

programmatic platform do you 

feel the current model of 

CSHGP is for USAID to use it 

to pursue its strategic priority 

of innovation and rigorous 

research in the coming years? 

How could the 

CSHGP model be 

best modified in 

order to increase the 

program’s 

effectiveness to 

achieve USAID’s 

priorities in research 

and innovation? 

        

3 Transitional Question—Future 

of CSHGP:  

 

Now that we have looked a bit 

at the past and reflected on 

broad questions of grantee and 

program value going forward, I 

would like to ask you to 

reflect with me on the specifics 

of the grant program's future. 

Based on what we have just 

discussed, what role do you 

believe the CSHGP—each of 

the three elements—should 

play in USAID's plan to end 

preventable child and maternal 

deaths going forward?  

Focus on all three 

program elements 

X X X X X X X X 

3.1 It is clear from USAID's 

strategic documents (USAID 

Forward, Localizing AID and 

others) that the Agency is 

interested in expanding 

investment in "country 

ownership" which includes 

more direct relationships with 

in-country entities including 

non-government actors. Given 

this Agency direction—what 

might be an ongoing role for 

PVOs in health programming?  

Think particularly 

about what this might 

or should mean for 

the future of the 

CSHGP. 

 

Refer to the handout 

once again. 

X X X X X X X X 

3.2 As USAID shifts resources to 

more directly support local 

entities, what specific factors 

should it consider as it thinks 

whether or not to continue to 

 

 X   X    
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Evaluation 

Question 

Reference 

Key Questions 
Potential Probe 

Questions/Topics 

Respondent Groups 

1 2 3 4 5 6 7 8 

work closely PVOs 

3.1,3 What specific kind of 

relationship should USAID 

have with US-based PVOs in 

the future--especially given the 

investment it has made in them 

in the past via the CSHGP? 

 

How can it better 

leverage that 

investment? 

 

How would your 

answer differ if the 

grant program were 

itself were to be 

significantly altered or 

brought to an end? 

 

Refer to the strategic 

priorities handout 

X X  X X X X X 

3.4 Through the CSHGP program, 

USAID has made a significant 

investment in developing its 

technical assistance 

infrastructure to support 

MNCH programming, how can 

it most effectively build upon 

and leverage this investment in 

the future? 

How would you 

answer this question 

differently if you 

knew the grant 

program was to be 

phased out or altered 

(to include more in-

country NGOs for 

example)? 

 

What are some of 

the most important 

resources offered via 

the technical 

assistance function? 

X X  X X X X  

3.5 In addition to technical 

assistance USAID has made a 

significant investment in 

developing a networking 

infrastructure to support 

dissemination of MNCH best 

practices and promote policy 

change. How can it most 

effectively build upon and 

leverage this investment in the 

future? 

How would you 

answer this question 

differently if you 

knew the grant 

program was to be 

phased out or altered 

(to include more in-

country NGOs for 

example)? 

 

What are the most 

promising directions 

for CORE in the 

future? 

 

What are the 

greatest areas of need 

for which CORE is an 

X X X X X X  X 
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Evaluation 

Question 

Reference 

Key Questions 
Potential Probe 

Questions/Topics 

Respondent Groups 

1 2 3 4 5 6 7 8 

important resource? 

 

What are CORE’s 

greatest challenges? 

4.2,3 If the grants program 

continues but could be 

changed in some way to make 

it more effective in 

contributing to USAID's plan 

to EPCMD's, how would you 

recommend it be structured 

(including management) 

Explore financing 

option including ideas 

for how to better 

leverage core funds 

 

Explore program 

design and 

management from 

USAID 

X X   X    

 Closing Question: 

 

Are there any other issues 

concerning the CSHGP that 

you would like to make sure I 

know about, or questions you 

wish I had asked? 

 

Do you have any questions for 

me? 

 

X X X X X X X X 

 

 

Interview Guide for DISTRICT-LEVEL Government Informants 

Introduction: Thank you for your willingness to participate in this evaluation. As you may know, the 

Child Survival and Health Grants Program (CSHGP) is a program implemented by USAID to provide 

grant money to NGOs around the world to design and conduct community-level projects to improve 

the health status of women and children. I am a member of a team that is conducting an evaluation of 

the CSHGP. 

 

The purpose of this evaluation of CSHGP is to provide information to USAID so they can decide how to 

best work with partner organizations in the future to improve development impact.  

 

I will be taking notes during this interview. What you say will become data that my team members and I 

will analyze to make findings, draw conclusions and make recommendations to USAID. Nothing you say 

will be presented in our reports to USAID in a way that would identify it as coming from you 

individually. We will classify responses by interview group for analysis and presentation purposes. 

 

By proceeding with the interview you provide your permission for us to use your responses in the way I 

have just outlined. Of course, you have the right to stop this interview at any time. Do you have any 

questions or concerns before we get started?  

 

DISTRICT-LEVEL Government Informants 
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# Evaluation 

Question 

Reference 

Key Questions Potential Probe Questions / 

Topics 

INTRODUCTION 

1  Would you please explain to me how 

long you have been in this district and 

what your role has been related to this 

project? 

 

Please tell me about the (project name) 

project in your district. 

 

  What have been some of the most 

significant contributions of this project 

to your efforts to reduce preventable 

maternal and child deaths? 

 

DESIGN AND STRATEGY 

2 1.1 When (name of PVO) was developing 

the strategy and design of the (local 

project name), how were you and your 

colleagues involved? Be as specific as 

possible. 

How did it go?  

 

What was good and bad about the 

process? 

3 1.1, 1.3 Please describe the (name of OR study) 

that is currently taking place in your 

district. 

  

How was the OR topic selected?   

 

In what ways is/will it contribute to 

how you manage child health programs 

in this district? 

 

How likely do you think it is that this 

(OR study) will be successful and later 

become part of a national program? 

What is the central question that 

the OR study is trying to answer? 

 

 

 

 

 

 

 

 

Why? What has been done to 

maximize the potential for 

scalability? 

4 1.1, 1.3 USAID has set strategic priorities that 

include the following (refer to list on 

paper or to cards –instructions are in 

separate document). To which of these 

strategic priorities would you say the 

MCH project in your district has 

contributed? To what extent? 

 

What are the priorities to which the 

project has contributed least? Why is 

that? 

How have they contributed? 

IMPLEMENTATION 
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# Evaluation 

Question 

Reference 

Key Questions Potential Probe Questions / 

Topics 

5 1.1, 2.1 Please tell me about the relationship 

between the district health services and 

(name of PVO) during the 

implementation of the project. 

What has gone well? 

 

What challenges have you faced? 

 

How have you overcome the 

challenges? 

6 3.2 What are the key skills and expertise 

that (name of PVO) has contributed to 

the project in this district? 

 

7 2.1, 3.1 What is your experience working with 

local NGOs in this project? In other 

projects? 

How have you worked together 

with (name of local NGO in the 

project)? 

EFFECTIVENESS AND IMPACT 

8 1.1 To what extent has the CSHGP project 

in your district changed the way that 

you and your colleagues deliver health 

care? 

 

What resources or skills would be 

needed, if any, for you to continue to 

implement these changes after the 

project ends? 

In what way(s) have the services 

you deliver changed? 

 

Ask for specific examples 

 

How sustainable are the changes? 

9 1.1 What is (will be) done to take the 

findings of the OR in this district and 

share them with senior officials in the 

region and (capital city)? 

What is your role in this process? 

 

Are there steps that should be 

taken to ensure that the results of 

the (OR study name) are shared 

broadly? 

FUTURE 

10 2.1, 3.2, 3.3 Now I would like to ask you to focus 

on the future. 

 

Looking towards the future, how do 

you think INGOs, local NGOs and 

government health services at the 

district level can best work together?  

What role should the government 

health services play? 

 

What role should PVOs play? 

 

What role should local NGOs 

play? 

WRAP-UP 

11  Are there any other issues concerning 

the CSHGP that you would like to 

make sure I know about, or questions 

you wish I had asked? 

 

Do you have any questions for me? 
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Interview Guide for NATIONAL-LEVEL Government Informants 

 

Introduction: Thank you for your willingness to participate in this evaluation. As you may know, the 

Child Survival and Health Grants Program (CSHGP) is a program implemented by USAID to provide 

grant money to NGOs around the world to design and conduct community-level projects that support 

country policies and programs to improve the health status of women and children. I am a member of a 

team that is conducting an evaluation of the CSHGP. 

 

The purpose of this evaluation of CSHGP is to provide information to USAID so they can decide how to 

best work with partner organizations in the future to improve development impact as a part of its 

reform agenda.  

 

I will be taking notes during this interview. What you say will become data that my team members and I 

will analyze to make findings, draw conclusions and make recommendations to USAID. Nothing you say 

will be presented in our reports to USAID in a way that would identify it as coming from you 

individually. We will classify responses by interview group for analysis and presentation purposes. 

 

By proceeding with the interview you provide your permission for us to use your responses in the way I 

have just outlined. Of course, you have the right to stop this interview at any time. Do you have any 

questions or concerns before we get started?  

 

NATIONAL-LEVEL Government Informants 

 

    

# Evaluation 

Question 

Reference 

Key Questions Potential Probe Questions / 

Topics 

INTRODUCTION 

1   For some respondents, the CSHGP may 

need to be described. May also need to 

mention the CSHGP projects past and 

present in-country. 

 

Would you please describe what you 

know about the CSHGP? 

 

DESIGN AND STRATEGY 

2 1.1 I would like to focus the following 

questions on the CSHGP projects in 

Districts X, Y and Z. (interviewer may 

need to restate grantee organization and 

what they did). 

 

In what ways was your government 

involved by the (grantees) when they 

developed strategies and designs for 

CSHGP projects? 

Important note: We will be 

interviewing some people who do not 

know the CSHGP well or at all. This 

question (and others below) can be 

generalized to talk about “INGOs” or 

“American INGOs” rather than PVOs 

working on the CSHGP. 

 

What are the strengths and 

weaknesses of the approach you 

have described? 
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# Evaluation 

Question 

Reference 

Key Questions Potential Probe Questions / 

Topics 

3 1.1, 1.3 From your perspective, what are the 

major strengths of these CSHGP 

projects for the country?  

 

What might be improved on how 

INGOs design and implement CSHGP 

grants? 

Distinguish between “design” and 

“implementation”  

Be ready to probe on specific 

projects and agencies (and even 

have names of key people involved) 

to be sure to get specifics. 

4 1.1, 1.3 The CSHGP has put a special emphasis 

on innovation and operations research 

(OR) over the past five years. 

 

 

How familiar are you with the (Or 

project names) in (country) that have 

been supported by CSHGP? 

 

If not familiar go to next question 

 

To what extent have the OR topics in 

CSHGP projects been topics of national 

importance? 

 

How was the government involved in 

OR topic selection? 

 

What are the steps that would need to 

be taken, in order for positive results 

from these OR studies to be adopted 

and scaled up by government? 

Alternate wording for “OR” = 

“research on how to best 

introduce new interventions to 

improve the health of women and 

children.” 

 

remind gently if appropriate 

 

 

 

 

 

What factors have enhanced or 

reduced their effectiveness? 

 

 

 

 

 

What is the pathway in (country) 

for going from an INGO-led OR 

project to a scaled-up government 

intervention? 

5 1.1, 1.3 USAID has adopted globally-accepted 

strategic priorities for its programs that 

include the following (refer to list on 

paper or on cards— instructions are in 

separate document). To which of these 

strategic priorities would you say the 

CSHGP projects have contributed? To 

what extent? (This question will only be 

relevant to government officials who are 

familiar with the CSHGP projects.) 

How have they contributed? 

EFFECTIVENESS AND IMPACT 
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# Evaluation 

Question 

Reference 

Key Questions Potential Probe Questions / 

Topics 

6 1.1 (to the extent 

that government 

and AID have the 

same priorities) 

In what ways have the CSHGP projects 

that we have discussed contributed to 

government public health priorities in 

(country)? 

Which priorities? 

 

In what way(s)? 

 

Probe for both outcomes and 

principles (refer to handout) 

 

Ask for specific examples 

 

Explore reasoning behind 

responses 

 

Probe on innovation via OR 

7 1.1, 1.3 Have there been successful approaches 

of (CSHGP projects) that your 

government has used for setting 

national polices, strategies and plans? 

How did you decide that they were 

worth expanding or scaling up? (look for 

‘evidence-based’ here) 

Ask for specific examples 

8 1.1 In what ways have the PVO/INGOs 

worked with you during the process of 

translating OR into policy? If yes, how 

have you done so? 

 

FUTURE 

9 2.1, 3.2, 3.3 Based on what we have just discussed, 

how would you describe the best 

role(s) for US-based INGOs to work 

with your government in the future to 

improve the health of women and 

children in (country)? 

How will they make a 

contribution? 

10 2.1, 3.2, 3.3 What kind of skills and expertise will 

INGOs need to be able to play those 

roles effectively? 

Why will they need those 

particular skills? 

11 3.1, 3.2, 3.3 Based on what you have observed, 

what specific things (if any) do US-

based NGOs contribute to the conduct 

of cutting edge OR in (country)? 

Why or why not are they capable? 

 

Examples? 
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# Evaluation 

Question 

Reference 

Key Questions Potential Probe Questions / 

Topics 

12 2.1, 3.1, 3.2, 

3.3 

USAID is interested in supporting 

"country ownership" which includes 

more direct relationships with host-

country organizations both within and 

outside of government. 

 

What are potential roles of local 

NGOs in health programming and 

policy development in (country) in the 

future? 

 

What role do US-based INGOs have (if 

any) in working with local NGOs or 

directly with government in maternal 

and child health in the future? 

 

WRAP-UP 

  If you had three wishes to strengthen 

the impact of this program on maternal 

and child deaths, what would they be? 

 

If you could give one message to 

USAID on how to shape this program 

in the future, what would you tell 

them? 

 

 

13  Are there any other issues concerning 

the CSHGP that you would like to 

make sure I know about, or questions 

you wish I had asked? 

 

Do you have any questions for me? 

 

 

 

List of questions for community-level respondents during project site visits 

 

The table below contains a matrix of questions that will be asked as appropriate to community-level 

stakeholders / project participants during visits to CSHGP project sites. 

 

Respondent categories 

1. Community-level health facility staff 

2. Community health workers 

3. Health facility management committee (HFMC) members 

 

Questions 
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# Question Respondent group 

  HF staff CHWs HFMC 

1 Please tell me what you know about the (local name of project) 

project?    

2 Reflecting on your work as part of this program/project, I’d like 

you to share one time you felt especially successful and made a 

difference in child health. Please describe what made it 

successful, what role you and your organization played, and who 

else was involved 

   

3 What kind of changes have come about because of the project?    
4 How were you (and your colleagues) involved by (name of 

PVO) when they developed strategies and designs for the (local 

name of project) project? How did it go? 
   

5 What is your current role in the project? How do you work 

together with staff from (name of grantee) on the project?    

6 Please describe the (OR study name) that is currently taking 

place in your district. How were/are you involved in its 

development and implementation? 
   

7 Who do you feel are the major beneficiaries of the project? 

How well do you feel this project is targeting the most 

vulnerable children (women) in the community? Please explain. 
   

8 How critical is your own work to the success of this effort?    
9 Looking towards the future, how do you think international, and 

local NGOs and government health services at the district level 

can best work together to reduce preventable maternal and 

child deaths? 

   

10 If you had three wishes to strengthen the impact of this 

program on maternal and child deaths, what would they be?    

11 Do you anything else that you would like to say to me about 

the project?    

 

 

List of questions for local NGO partner 

Introduction: Thank you for your willingness to participate in this evaluation. As you may know, the 

Child Survival and Health Grants Program (CSHGP) is a program implemented by USAID to provide 

grant money to NGOs around the world to design and conduct community-level projects to improve 

the health status of women and children. I am a member of a team that is conducting an evaluation of 

the CSHGP. 

The purpose of this evaluation of CSHGP is to provide information to USAID so they can decide how to 

best work with partner organizations in the future to improve development impact.  

I will be taking notes during this interview. What you say will become data that my team members and I 

will analyze to make findings, draw conclusions and make recommendations to USAID. Nothing you say 

will be presented in our reports to USAID in a way that would identify it as coming from you 

individually. We will classify responses by interview group for analysis and presentation purposes. 

By proceeding with the interview you provide your permission for us to use your responses in the way I 

have just outlined. Of course, you have the right to stop this interview at any time. Do you have any 

questions or concerns before we get started?  

Questions 
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1. Reflecting on your work as part of this program/project, I’d like you to share one time you felt 

especially successful and made a difference in child health. Please describe what made it successful, 

what role you and your organization played, and who else was involved? 

 

2. In what ways were you and your colleagues involved by (name of PVO) when the strategies and 

designs for the (local name of project) were developed? How did it go? 

 

3. What is/was your role and your organization’s role in the implementation of the CSHGP project? 

How much budget did you receive? What has gone well regarding your organization’s role in the 

CSHGP project? What challenges have you faced? How have you dealt with the challenges? 

 

4. Share the list of USAID programming principles. Have principles written on cards. Ask respondent to sort the 

cards into piles representing different levels of how effectively the CSHGP project was able to support that 

principle in the project s/he worked in. 

 

5. The USAID directive to prioritize the inclusion of local partners in CSHGP project plans is part of a 

relatively new strategic approach by USAID. Based on your experience in the CSHGP project, what 

are the strengths and weaknesses of this strategic approach? How well suited are LNGOs in 

(country) to participate in projects like the CSHGP? (probe: capital-based LNGOs vs. district-based 

LNGOs) 

 

To the future 

6. What are potential roles of local NGOs in health programming in (country) as USAID moves 

towards more direct relationships with host country organizations? How ready do you think 

LNGOs in (country) are to be the primary grantee in a program like CSHGP? How can INGOs 

support this process? 

 

7. Looking towards the future, how do you think INGOs, local NGOs and government health services 

can best work together to reduce preventable maternal and child deaths? 

 

8. If you had three wishes to strengthen the impact of this program on maternal and child deaths, what 

would they be? 

 

9. Do you anything else that you would like to say to me about the CSP? 

 

 

List of questions for local OR research partner organization 

 

Introduction: Thank you for your willingness to participate in this evaluation. As you may know, the 

Child Survival and Health Grants Program (CSHGP) is a program implemented by USAID to provide 

grant money to NGOs around the world to design and conduct community-level projects to improve 

the health status of women and children. I am a member of a team that is conducting an evaluation of 

the CSHGP. 

 

The purpose of this evaluation of CSHGP is to provide information to USAID so they can decide how to 

best work with partner organizations in the future to improve development impact.  

 

I will be taking notes during this interview. What you say will become data that my team members and I 

will analyze to make findings, draw conclusions and make recommendations to USAID. Nothing you say 
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will be presented in our reports to USAID in a way that would identify it as coming from you 

individually. We will classify responses by interview group for analysis and presentation purposes. 

 

By proceeding with the interview you provide your permission for us to use your responses in the way I 

have just outlined. Of course, you have the right to stop this interview at any time. Do you have any 

questions or concerns before we get started?  

  

Questions 

 

10. I would like to start the interview by making sure that I am clear about the relationship between the 

project intervention and the OR study. Can you please explain to me what the main intervention of 

the project is and then specifically what the OR study is focusing on? Please point out any 

differences that may exist between the two. 

 

11. In what ways were you and your colleagues involved by (name of PVO) when the strategies and 

designs for the (local name of project) project were developed? How did it go? 

 

12. In what ways were you and your colleagues involved in the design and implementation of the OR 

study itself? What are your thoughts about your involvement to date? 

 

13. What is the role of your organization (and you personally) in the OR study? How do you and your 

organization interact with (name of PVO grantee) with regards to the implementation of the OR 

study? 

 

14. What has gone well in the conduct of the OR study? What challenges have you faced? How have 

you dealt with the challenges? 

 

15. The conduct of OR within a broader project represents a relatively new strategic approach by 

USAID to have grantees partner with local research organizations to conduct rigorous OR. What 

are the strengths and weaknesses of this strategic approach? 

 

16. Based on your experience, how well suited are INGOs such as (name of PVO) to participate in the 

conduct of OR? How would you suggest modifying their role (if at all)? 

 

17. Looking towards the future, how do you think INGOs, local NGOs and government health services 

can best work together to conduct rigorous OR that leads to the identification of sustainable 

interventions that can achieve impact at scale? Are there better options, other than working with 

INGOs or local NGOs? 

 

18. Do you anything else that you would like to say to me about the project? 

 

 

Interview Guide for USAID Mission Informants 

 

Introduction: Thank you for your willingness to participate in this evaluation. As you may know, the 

Child Survival and Health Grants Program (CSHGP) is a program implemented by USAID to provide 

grant money to NGOs around the world to design and conduct community-level projects to improve 

the health status of women and children. I am a member of a team that is conducting an evaluation of 

the CSHGP. 
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The purpose of this evaluation of CSHGP is to provide information to USAID so they can decide how to 

best work with partner organizations in the future to improve development impact as a part of its 

reform agenda.  

 

I will be taking notes during this interview. What you say will become data that my team members and I 

will analyze to make findings, draw conclusions and make recommendations to USAID. Nothing you say 

will be presented in our reports to USAID in a way that would identify it as coming from you 

individually. We will classify responses by interview group for analysis and presentation purposes. 

 

By proceeding with the interview you provide your permission for us to use your responses in the way I 

have just outlined. Of course, you have the right to stop this interview at any time. Do you have any 

questions or concerns before we get started?  

 

 

 Evaluation 

Question 

Reference 
Key Questions 

Potential Probe 

Questions/Topics 
Qu 

# 

 Intro    

1  

 

1 

 

 

 

 

 

 

 

 

 

 

 

 

 

(Will provide some opening explanatory text about CSHGP 

and evaluation and structure, confidentiality, etc. of 

interview) 

 

Opening Question:  

 

  

Would you please describe your role related to the 

CSHGP and how long you have been associated with it? 

 

Thinking about the CSHGP in its totality in (country), --

the grants, the technical assistance provided by 

MCHIP (CSTS in the past) and the networking offered 

via CORE, what have been the chief contributions of 

the CSHGP since 2003 towards achieving USAID’s 

priority health outcomes of ending preventable 

childhood and maternal deaths? Be as specific as you 

can.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 Design and 

strategy 

Take a moment, if you have not already done so, to 

respond to the one-page questionnaire that I sent you, 

which lays out the key challenges to achieving health 

outcomes and principles that guide US investment.  

 

 

2 1.1, 1.2, 1.3 Based on your experience with CSHGP in (country), 

and your responses to the handout:  

 

What are the most important ways in which the 

program has supported the major strategies that USAID 

has pursued to achieve these outcomes? 

 

 

If relevant, probe to see 

if the respondent has 

had experience with 

the grant program in 

other places 
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 Evaluation 

Question 

Reference 
Key Questions 

Potential Probe 

Questions/Topics 
Qu 

# 

Thinking about the principles that USAID espouses in 

shaping its investments in health, which of these do you 

think the program has been most effective in pursuing? 

Least effective? 

 

  How appropriate are the CSHGP projects in (country) 

to the country’s needs and priorities? 

 

 

 Implementat

ion 

  

 

 

 

3 

 In what ways was the Mission involved in the RFA 

process? 

 

(e.g. specifying focus of project; identifying INGOs/ 

encouraging them to apply/other) 

 

 

Was there an effort to encourage INGOs to engage and 

strengthen local orgs as part of their projects? 

 

 

 

 

4   

Are there elements of the way that the CSHGP 

program is designed and administered that enhance or 

impede implementation? 

 

What/how? 

Be sure to probe on 

both design AND 

management issues. 

  

Effectivenes

s and impact 

  

5 1.3 How many CSHGP projects are you familiar with that 

have been conducted in (country) since 2003? For each, 

please describe in what ways they have resulted in 

changes in programming; clinical protocols, or 

intervention design by the MOH, local government, or 

local NGOs? 

 

If so, how did this happen? 

 

Please describe any interventions that were introduced 

or piloted through a CSHGP project that were later 

adopted and scaled up by government. 

 

 

To what extent were 

the project elements 

that were adopted by 

the government a result 

of a specific 

dissemination strategy 

by the INGO? 

6 1.1,1.3 

 

 

 

The CSHGP has put a special emphasis on innovation 

and operations research (OR) over the past five years. 

How does this compare 

with similar efforts that 

were made by USAID 
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 Evaluation 

Question 

Reference 
Key Questions 

Potential Probe 

Questions/Topics 
Qu 

# 

 

 

 

 

 

 

Is this relevant and appropriate in (country)? 

Within the context of the CSHGP, in what ways have 

INGO grantees and their partners in (country) made 

use of the innovation/OR focus to select and important 

topic of national importance and develop a credible 

pathway to sustainable impact at scale? How effective 

would you say they have been? 

 

bilateral partners 

outside of the CSHGP? 

 

What are relative 

advantages and 

disadvantages of the 

two approaches? 

7 3.4 Over the years AID has made a substantial investment 

through the CSHGP to develop its technical 

assistance infrastructure to support INGOs working 

in MNCH programming. This assistance has been 

provided formerly through CSTS and CSTS+ and 

currently MCHIP.  

 

Have these been important elements of the program in 

(country)? 

 

Where should the focus be? 

 

 

 

    

8 3.5 Over the years AID has made a substantial investment 

in strengthening and promoting networking among 

INGOs working in MNCH programming through the 

CORE program. 

 

In what ways have you seen the effects or benefits of 

this networking function in (country)? 

 

How might investments in networking be maximized to 

benefit efforts in (country)? 

 

 

 

 Future   

  

 

 

 

Transitional Question—Future of CSHGP: 

 

Now that we have looked a bit at the past I would like 

to ask you to look forward with me to the future. 

 

 

 

9 3 Based on what we have just discussed, do you think that 

there is a role for INGOs to work with USAID to 

support USAID’s plan to end preventable child and 

maternal deaths in the future? 

 

What should that role ideally be? 

 

 

Are there other 

options, other than 

working through 

INGOs, that USAID 

should consider? 

10 2.1  Probe for both changes 
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 Evaluation 

Question 

Reference 
Key Questions 

Potential Probe 

Questions/Topics 
Qu 

# 

What skills, technical areas and/or implementation 

strategies have grantees and their partners developed 

(either through the CSHGP projects or otherwise) that 

will be particularly relevant to USAID’s evolving 

strategic priorities? 

 

Which INGO skills are particularly relevant to 

(country’s) priorities? 

 

In which of these areas are grantees more capable than 

organizations that have never received a CSHGP grant? 

Less capable? 

 

What other organizations or types of organizations in 

(country) have these or other relevant skills? 

 

in outcomes and 

principles 

11 2.2 As discussed, two of USAID’s strategic priorities in the 

coming years are innovation and rigorous research. To 

what extent, if any, do INGOs add strength to this 

effort? Why? Why not? 

How could the CSHGP 

model be best modified 

in order to increase the 

program’s effectiveness 

to achieve USAID’s 

priorities in research 

and innovation? 

 

    

12 3.1  

What are potential roles of local NGOs in health 

programming in (country) as USAID moves towards 

more direct relationships with host country 

organizations?  

 

How might INGOs best support this AID strategic 

priority in (country) in the future? 

 

 

13 4.1,4.3 If there were to be a successor program to the CSHGP 

to support INGO partnerships, how should it be 

designed to best support USAID strategic priorities 

while meeting country aims? 

 

Think about the RFA process, funding sources, 

organization of the program from BGH, the networking 

and TA functions.  

 

 

 

Which elements of the 

current program should 

be retained? Deleted? 

Changed? 

 

From your perspective, 

what are some 

new/creative ways that 

financing could be 

mobilized to support a 

successor program? 

 Wrap-up   

14  Are there any other issues concerning the CSHGP that  
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 Evaluation 

Question 

Reference 
Key Questions 

Potential Probe 

Questions/Topics 
Qu 

# 

you would like to make sure I know about, or questions 

you wish I had asked? 

 

Do you have any questions for me? 

 

 

Interview Guide for Other In-country Informants  

Category includes: 

 Key non-CSHGP-grantee PVOs/INGOs/USAID partners working in MNCH 

 Others with high degree of knowledge of MNCH/NGO landscape in country 

o Other donors/funders 

o Country-based consultants 

o Recently retired officials 

 

Introduction: Thank you for your willingness to participate in this evaluation. As you may know, the 

Child Survival and Health Grants Program (CSHGP) is a program implemented by USAID to provide 

grant money to NGOs around the world to design and conduct community-level projects that support 

country goals and programs to improve the health status of women and children. I am a member of a 

team that is conducting an evaluation of the CSHGP. 

 

The purpose of this evaluation of CSHGP is to provide information to USAID so they can decide how to 

best work with partner organizations in the future to improve development impact as a part of its 

reform agenda.  

 

I will be taking notes during this interview. What you say will become data that my team members and I 

will analyze to make findings, draw conclusions and make recommendations to USAID. Nothing you say 

will be presented in our reports to USAID in a way that would identify it as coming from you 

individually. We will classify responses by interview group for analysis and presentation purposes. 

 

By proceeding with the interview you provide your permission for us to use your responses in the way I 

have just outlined. Of course, you have the right to stop this interview at any time. Do you have any 

questions or concerns before we get started?  

 

In-country ‘Other’ Informants 

Evaluatio

n 

Question 

Reference 

Key Questions 
Potential Probe 

Questions/Topics 

Intro  

 

 

1 

 

 

 

 

 

 

Opening Question:  

 

 (Determine familiarity with CSHGP projects in particular – may 

need to adjust interview to overall PVO/INGO role. For those with 

detailed CSHGP knowledge, can probe further) 
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Evaluatio

n 

Question 

Reference 

Key Questions 
Potential Probe 

Questions/Topics 

 

 

 

 

 

Design and 

strategy 

1.1 (host 

country 

priorities 

not 

explicitly 

included in 

Eval 

questions) 

In what ways were/are CSHGP (or PVO/INGO) projects 

aligned with (country) government priorities, strategies, 

plans, goals and objectives in MNCH? 

Which ones? 

Effectivenes

s and 

impact 

(not really 

in eval qu) 

What are the most important ways in which CSHGP (or 

PVO/INGO) projects have contributed to MNCH in 

(country)?  

 

Specific examples? 

 

What are the areas in which they have been least effective? 

 

Future 

2.2 One of USAID’s strategic priorities in the coming years is 

developing and testing, through rigorous research, innovative 

approaches to overcoming barriers to reducing MNCH 

mortality. To what extent are the CSHGP projects (or PVO/ 

INGOs) a suitable way to pursue this priority? Why?  

 

What is the potential for the OR study(ies) to develop a 

credible pathway to sustainable impact at scale? 

 

 

 

 

 

 

 

How could they do this? 

 

3.1 It is clear from USAID's strategic documents (USAID 

Forward, Localizing AID and others) that USAID is 

interested in expanding investment in "country 

ownership" which includes more direct relationships with 

host-country organizations and people, inside and outside 

the host country government. 

 

What are potential roles of local NGOs in health 

programming in (country) as USAID moves in this direction? 
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Evaluatio

n 

Question 

Reference 

Key Questions 
Potential Probe 

Questions/Topics 

Thinking specifically about health programming, how might 

PVOs/INGOs best support this new USAID strategic 

priority in (country) in the future? 

 

 

3 Based on what we have just discussed, and thinking beyond 

the CSHGP, what do you think is the best role for 

INGOs/PVOs to work with (country) to end preventable 

child and maternal deaths in the future? 

 

Distinguish INGO from local 

NGO 

Wrap-up 

 Are there any other issues concerning the CSHGP that you 

would like to make sure I know about, or questions you 

wish I had asked? 

 

Do you have any questions for me? 

 

 

 

Interview Guide for In-country PVO Grantee Informants 

 

Introduction: Thank you for your willingness to participate in this evaluation. As you may know, the 

Child Survival and Health Grants Program (CSHGP) is a program implemented by USAID to provide 

grant money to NGOs around the world to design and conduct community-level projects to improve 

the health status of women and children. I am a member of a team that is conducting an evaluation of 

the CSHGP. 

 

The purpose of this evaluation of CSHGP is to provide information to USAID so they can decide how to 

best work with partner organizations in the future to improve development impact as a part of its 

reform agenda.  

 

I will be taking notes during this interview. What you say will become data that my team members and I 

will analyze to make findings, draw conclusions and make recommendations to USAID. Nothing you say 

will be presented in our reports to USAID in a way that would identify it as coming from you 

individually. We will classify responses by interview group for analysis and presentation purposes. 

 

By proceeding with the interview you provide your permission for us to use your responses in the way I 

have just outlined. Of course, you have the right to stop this interview at any time. Do you have any 

questions or concerns before we get started?  

 

In-country PVO Grantee Informants 

 Evaluati

on 

Questio

Key Questions 
Potential Probe 

Questions/Topics 

 

Respondent

s 
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Que

stion 

# 

n 

Referen

ce 

Cou

ntry 

offic

e 

Local 

level 

 Intro   

1  

 

1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

(may need to slightly modify questions for 

local level staff) 

 

 

Opening Question:  

 

Would you please describe your role 

related to the CSHGP and how long 

has (your PVO) received funding? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Get either oral or written 

summary of project including 

activities, scale (population 

and geographic); OR 

questions addressed by 

project (if relevant) (ask if 

they have this available in 

written form when setting up 

appt) 

X X 

  Reflecting on your work as part of this 

program/project, I’d like you to share 

one time you felt especially successful 

and made a difference in child health. 

Please describe what made it 

successful, what role you and your 

organization played, and who else was 

involved. 

   

 Design 

and 

strategy 

 

2 1.1, 1.2, 

1.3 

For your current project:  

 

Please summarize the main focus of 

the project intervention in one short 

sentence. Let’s call that the “project 

strategy” 

 

Talk about the process you used to 

select this strategy  

 

What informed the technical content 

of the project strategy? (i.e. are they up-

to-date and using cutting edge 

interventions and approaches)? 

 

Were there others involved 

in the decision about this 

approach? Who?  

 

How did you involve the 

government? 

 

Probe on selection of local 

partners and their 

engagement in OR (to 

triangulate with OR partners 

responses) 

 

 

 

X  
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 Evaluati

on 

Questio

n 

Referen

ce 

Key Questions 
Potential Probe 

Questions/Topics 

 

Respondent

s 

Que

stion 

# 

Cou

ntry 

offic

e 

Local 

level 

Describe the process you used to 

select the OR element  

 

3 1.1 USAID has set strategic priorities that 

include the following (refer to list on 

handout or on cards— instructions are in 

separate document). That is, what are 

the areas listed in the handout (or 

cards) which you think your 

organization and project are best able 

to support effectively? Which are the 

areas you are least able to support 

effectively? Why or why not? 

If so: how/which ones? 

 

To what degree was your 

selection of your project 

activities motivated by 

USAID strategic priorities? 

X X 

4 1.1 (host 

country 

priorities 

not 

explicitly 

included 

in Eval 

question

s) 

How does this project contribute to 

government priorities and strategies in 

MNCH? 

Which ones? X  

 Impleme

ntation 

 

5 1.3 (in 

that 

strength

ening 

local 

ownershi

p is a 

USAID 

principle

) 

What other organizations or people 

were involved in the implementation of 

this project? 

 

What is their role?  

 

How did you select these 

organizations? 

 

Did you feel a need to increase the 

capacity of these local orgs? If yes, 

what kind of capacity building or 

strengthening have you undertaken to 

do that?? What guidance, resources or 

other support did you receive from 

CSHGP to support your capacity-

building efforts in this regard? 

e.g., other int’l orgs; 

Nat’l/local govt; local NGOs? 

 

 

X X 

6  Were there any major obstacles in 

implementation? What were they? 

   

 Effective  
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 Evaluati

on 

Questio

n 

Referen

ce 

Key Questions 
Potential Probe 

Questions/Topics 

 

Respondent

s 

Que

stion 

# 

Cou

ntry 

offic

e 

Local 

level 

ness and 

impact 

7 1.1, 1.3 To what degree do you think that your 

CSHGP project(s) have been effective, 

i.e.:  

1) accomplished what you set out to 

do;  

2) contributed to national needs and 

goals;  

3)contributed to USAID strategic 

objectives 

Has the project resulted in 

specific changes in clinical 

practices or program design 

by the MOH, local 

government, or local NGOs?  

 

Has there been any 

intervention that was taken 

over and sustained by nat’l/ 

local gov’t? Please describe. 

 

How did that happen? [OR, 

why do you think you were 

able to be effective in that 

way?] 

X X 

8 Not 

really 

covered 

in Eval 

Qu 

In what ways do you feel the OR 

study(ies) conducted are or will 

contribute to developing a credible 

pathway to sustainable impact at scale? 

 

 

 

 X  

9 3.4 Over the years AID has made a 

substantial investment through the 

CSHGP to develop its technical 

assistance infrastructure to 

support INGOs working in MNCH 

programming. This assistance has been 

provided through CSTS and currently 

MCHIP.  

 

What has been your experience with 

these organizations?  

How helpful have they been to you? 

 

Where else do you go, if you need 

technical assistance in your program?  

 

 

 

 

What are some of the most 

important resources offered 

via the technical assistance 

function? 

X X 

10 3.5 Over the years AID has made a  X X 
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 Evaluati

on 

Questio

n 

Referen

ce 

Key Questions 
Potential Probe 

Questions/Topics 

 

Respondent

s 

Que

stion 

# 

Cou

ntry 

offic

e 

Local 

level 

substantial investment in strengthening 

and promoting networking among 

INGOs working in MNCH 

programming through the CORE 

program. 

 

In what ways do you engage with 

CORE?  

 

What has been your experience with 

CORE? 

 

How helpful have you found working 

with CORE to be? 

 

 

 

What are the greatest areas 

of need for which CORE is 

an important resource? 

 

 Future  

11 3 Based on what we have just discussed, 

and thinking beyond the CSHGP, what 

do you think is the best role for 

INGOs to work with USAID to 

support USAID’s plan to end 

preventable child and maternal deaths 

in the future? 

 

How well-suited is (your 

INGO) for this role? Why or 

why not? 

What would be needed to 

be better prepared for a 

future role? 

X X 

  If you had three wishes to strengthen 

the impact of this program on 

maternal and child deaths, what would 

they be? 

   

12 2.1  

What skills, technical or strategic 

expertise does your organization have 

that will be particularly relevant to 

USAID’s evolving strategic priorities? 

 

To what extent has (your INGO’s) 

participation in CSHGP enabled you to 

develop these skills and expertise”? 

 

Probe for both changes in 

outcomes and principles 

X X 

13 2.2 Two of USAID’s strategic priorities in 

the coming years are innovation and 

rigorous research. To what extent are 

the CSHGP projects a suitable way to 

How would you structure an 

INGO program in MNCH, 

to maximize effectiveness to 

achieve USAID’s priorities in 

X  
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 Evaluati

on 

Questio

n 

Referen

ce 

Key Questions 
Potential Probe 

Questions/Topics 

 

Respondent

s 

Que

stion 

# 

Cou

ntry 

offic

e 

Local 

level 

pursue these priorities? Why? research and innovation? 

 

14 3.1 It is clear from USAID's strategic 

documents (USAID Forward, 

Localizing AID and others) that USAID 

is interested in expanding 

investment in "country 

ownership" which includes more 

direct relationships with host-country 

organizations and people that do not 

work in government. 

 

What are potential roles of local 

NGOs in health programming in 

(country) as AID moves in this 

direction? 

 

Thinking specifically about health 

programming, how might INGOs such 

as (INGO name) best support this new 

AID strategic priority in (country) in the 

future? 

 

 X  

15 4.1,4.3 What advice would you give to USAID 

for the design a program that engages 

INGOs in supporting USAID strategic 

priorities while meeting country aims? 

 

 

 

 

How important would it be 

to continue to fund 

organizations to provide 

technical support and 

develop networking 

infrastructure. 

 

X  

 Wrap-up  

16  Are there any other issues concerning 

the CSHGP that you would like to 

make sure I know about, or questions 

you wish I had asked? 

 

Do you have any questions for me? 

 X X 
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ANNEX N: OPERATIONS RESEARCH 

The text below represents an expanded version of the operations research (OR) section of the main 

report. While the OR section in the main report was limited to a presentation of findings from the data 

collection exercise, the text below includes findings as well as analysis and conclusions drawn by 

members of the Team. 

 

The OR component strengthens the potential for the Child Survival and Health Grants Program 

(CSHGP) to contribute to the U.S. Agency for International Development’s (USAID’s) focus on high-

impact solutions through support for the rigorous evaluation of innovative approaches to health service 

delivery. OR was mentioned in requests for applications (RFAs) from 2003─07 as something a grantee 

could do, noted parenthetically in connection with the introduction of the innovation category in 2008, 

and formally required for “Innovation grants” beginning in 2009. It soon became apparent that many 

private voluntary organizations (PVOs) did not possess the necessary skills and experience to conduct 

OR of adequate rigor. Program requirements intended to strengthen the quality of OR were initially 

light but have been tightened over the past 4 years to combat the perceived low quality of some OR 

efforts. At present, almost all of the grants in the field are in the innovation category, and OR is required 

to assess the innovation’s feasibility and effectiveness. 

 

Variation in relationship between OR and “the project”: OR can be simply defined as the study of 

factors that are under the control of program managers. Some OR experts and respondents from 

CSHGP support programs noted that OR is part of the broader field of implementation science (IS) – 

defined as the study of methods and strategies to support the incorporation of research findings and 

evidence-based interventions into health care policy and practice with the goal of increasing the quality 

and effectiveness of health services39 – and feel that the CSHGP should be moving from OR toward a 

focus on IS. In the context of an individual CSHGP innovation project, OR is used to assess the 

innovation. In some grants, the innovation is essentially the CSHGP project in its entirety, and the OR 

thus evaluates aspects of the entire project (and therefore may draw on data from the baseline and 

endline KPC surveys). In other grants, the project activities are broader than the innovation, and the OR 

focuses on the innovation alone. This dichotomy in grant design reflects in part a division between the 

“old way” of conducting CSHGP projects, where a PVO focused on providing/supporting health services 

for a defined population, and a “new way” that focuses more on testing an innovation with the goal of 

supporting its adoption and scale-up if results warrant in order to achieve broader impact. This 

dichotomy may be related to the expressed preference of some stakeholders for a broader emphasis on 

IS (linked to the “old model” of CSHGP programming) versus a more focused emphasis on testing an 

innovation or “program modification” through OR (“new model”). The terminology is therefore 

important as there are programmatic implications for the dueling terms.  

 

Informants from PVOs, CSHGP support programs as well as OR experts noted that expectations of the 

CSHGP are not clear regarding the relationship between the OR and the service delivery project. They 

found this problematic; several said that the CSHGP should be one or the other, or it should do both, 

but keep the two components separate from each other. One PVO grantee representative noted that 

this issue came up most clearly in the relationship between the project evaluation and the OR. This 

informant further noted that his/her PVO has the project, the innovation and OR for the innovation and 

that the innovation covers most of what the project does. This respondent queried the following: 

“There’s the OR, and then there’s the project evaluation. How do they relate?” In addition, setting up 

CSHGP projects to encompass both service delivery and OR doubles the paperwork and management 

                                                           
39 Adapted from definition in PowerPoint presentation provided by Florence Nyangara, MCHIP/ICF, via personal communication. 
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load in a program that is already overly burdensome in this regard. As such, the CSHGP remains a 

program in transition, and not everybody agrees where it should go. 

 

Informants from PVOs and CSHGP support programs noted that few PVOs have the skill sets to 

implement both service delivery and research activities well. This leads to another question: should the 

CSHGP, with its current focus on applied research, limit the eligibility of applicants to PVOs with some 

level of research expertise, or should it maintain the historical approach of inclusivity regarding 

applicants? This question arises because the CSHGP at present essentially tries to be two things – an 

implementation program and a research program. 

 

OR research questions are generally highly relevant: We, the evaluation team (the Team), judged the 

OR research questions in the countries and projects we visited to be highly relevant to national 

initiatives to combat maternal and child mortality. Informants from CSHGP support programs and OR 

experts generally concurred but noted that some projects have developed research questions of 

secondary importance. They felt that research questions that are identified in the field have a better 

chance to be relevant and that more boundaries should be placed on PVOs and their OR partners 

regarding the types of research questions that will be accepted. Such boundaries could be defined in a 

broadly constructed research agenda. 

 

Absence of explicit research agenda: By research agenda we mean both the topic/content of the OR 

studies as well as the OR study designs. The CSHGP has not put forth an explicit research agenda to 

guide innovation/OR. Several stakeholders from CSHGP support programs, as well as OR experts, 

stated that such an agenda is needed, and some PVOs have asked the grant program to provide key 

specific questions to explore. The lack of a research agenda leaves unsettled the question of whose 

interests should drive the research topics and methods. A research agenda could also play a key role in 

the grant award/selection process. Several respondents from CSHGP support programs and OR experts 

noted that some successful proposals had OR proposals that were not feasible or were 

methodologically weak. Lack of a research agenda, coupled with a recent requirement that PVOs name 

an OR partner (to strengthen the quality of the research) has – in some respondents’ (CSHGP support 

program personnel’s and OR experts’) opinions – had the unintended result of allowing some OR 

partners (often universities) to drive the research agenda. These respondents felt that research 

questions and methods in some projects are overly rigorous and seem to be more focused on producing 

publications than on rapidly generating valid information using methods of sufficient rigor that will be of 

immediate value to policymakers who want to base policy on empirical data. Some OR partners are 

open about their intention to publish results from CSHGP OR studies and the need to use study designs 

that will facilitate acceptance for publication. They justify this both by the belief that publication is the 

best way to inform the global community about a given issue and by the feeling that publishing results 

from a CSHGP OR study is one of the benefits that researchers can obtain in return for the (often 

undercompensated) efforts they make on behalf of the projects. 

 

Importance of capacity building and partnerships for PVOs to engage in OR: The CSHGP’s OR focus is 

intended to lead directly to widespread health impact. However, most PVOs are not capable of 

conducting high-quality OR. PVOs are now required to partner with research organizations to ensure 

the rigor of OR activities. It has become clear that PVOs need capacity building not only to conduct OR 

but also to design and support the process of going from OR results to policy change to scaling up the 

innovation. This is not to suggest that PVOs are accountable, through CSHGP grants, for singlehandedly 

going from OR results to policy change to scaling up the innovation. It is not enough, however – nor is it 

the ultimate goal of the CSHGP – for grantees to test and document the innovation and then leave it at 

that. Some OR experts as well as mission and PVO respondents felt that the CSHGP has not developed 

adequate strategies and processes that will enable grantees to best plan for how they can link to national 
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groups that have the resources and capacity to scale up promising innovations for which grantees have 

demonstrated “proof of concept.” 

 

Respondents from PVOs, CSHGP support programs as well as OR experts noted that some level of 

guidance/capacity building of PVOs and OR partners is required to ensure that they work together 

effectively and conduct the OR according to common program standards. Some respondents from 

CSHGP support programs, PVO partners and OR experts felt there are flaws in the design of OR-

related capacity building efforts in the CSHGP, including an inadequate OR training and field supervision 

process. The Maternal and Child Health Implementation Program (MCHIP) is charged with providing 

technical guidance to the OR component, but grantees and OR partners alike noted problems in the 

division of responsibilities between MCHIP and OR partners. 

 

Despite these obstacles, the OR focus has allowed PVOs to build capacity to collect and analyze data 

using rigorous methods and engage in evidence-based programming. This has in turn led, in some 

projects, to a synergy of positive capacity building between PVOs, local research organizations and host-

country government institutions. This model has great potential to disseminate best practices and to 

accelerate scale-up of innovations. The Team found host-country government officials to be 

appropriately involved in the conduct of OR and dissemination of results in the countries we visited. 

 

The capabilities of local research organizations to play a lead role in OR activities varies widely across 

countries. There is overwhelming agreement among respondents from CSHGP support programs, PVO 

partners and OR experts that PVOs and U.S.-based OR partners should be doing more to partner with, 

and build capacity in, local research organizations. U.S.-based OR partners agree with this in principle 

but noted that both the overall project budgets and the OR budgets are so tight that partnering with 

local research organizations is unaffordable. 

 

Provision of technical assistance (TA) for OR inadequate and at times redundant: Many respondents, 

including personnel from PVOs and their partners, CSHGP support programs and OR experts, state 

that PVOs need technical guidance with regards to OR. The need for guidance spans many aspects of 

OR and includes identification of the research question, methodology and study design, conduct of 

ethical review and Institutional review board approval as well as broader issues such as guidance on data 

management and how to partner effectively. 

 

PVOs’ OR partners and/or MCHIP (either in-country or U.S.-based) provide OR-related TA to the 

grantees. Some respondents from PVOs and their partners noted that the creation of a platform for 

PVOs to partner with universities on OR has been a special opportunity for PVOs to build their own 

capacity. Some PVOs – including those with innovation grants and OR studies – do not seem to be well-

informed regarding MCHIP’s role in providing TA for OR. There is confusion among some PVO 

grantees and sub-grantees about the role of MCHIP versus PVO partner research institutions regarding 

who should be providing technical assistance to conduct the OR. 

 

CSHGP/MCHIP’s role in providing TA to the OR process received substantial criticism during 

interviews conducted by the Team. Some respondents from CSHGP support programs, PVO partners 

and OR experts reported that the guidelines provided by MCHIP to guide the OR effort were overly 

detailed and redundant. There has been an intensive period during Detailed Implementation Plan (now 

replaced by Strategic Workplan)  development when the grantees, working with their OR partners, have 

been tasked with producing an OR concept paper. There are monthly Skype check-ins coordinated by 

MCHIP that are attended by grantees and OR partners. Some stakeholders have found these check-ins 

to be largely unnecessary and hard to coordinate (given time zone differences). To paraphrase one 

respondent: In CSHGP, you tell them what you’re going to do in the application, then tell them again 
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during the DIP process, then document it again in the DIP, and then you have to defend it. At the end of 

the process, we [the respondent’s team] didn’t change anything as a result. There was absolutely no 

benefit to us from this process, it only aggravated us and slowed down our work. Frustration with this 

process was voiced by other OR partners as well; one described the MCHIP role in guiding the 

development of the OR concept paper as “heavy-handed.” 

 

Once grantees and OR partners produced an OR concept paper, it was then intensely reviewed. While 

some critiques were felt by OR partners and grantees to be valid and resulted in improvements, some 

informants stated that the number of reviewers (up to seven or eight) was excessive, and the review 

was overly critical; one respondent recalled being criticized for not doing something well that was not 

even required to be part of the concept paper. 

 

Respondents from PVOs and their partners as well as OR experts considered regional OR workshops 

to develop OR concept papers to be a good idea in theory but to be too short to achieve a meaningful 

result. 

 

Informants from CSHGP support programs, PVOs and their partners as well as OR experts suggested 

that technical guidance to OR activities could be strengthened by streamlining and improving the written 

guidance regarding OR protocols and procedures; strengthening the role of researchers on the team 

that awards grants; redesigning the approach to, and conduct of, OR training; increasing the frequency 

and rigor of providing TA in the field (without asking projects to pay for it); and further strengthening 

ongoing efforts to plan for the utilization of OR results from the early stages of OR proposal 

development. 

 

Strengths and weaknesses in dissemination and use of OR results: The focus of OR in the CSHGP is on 

relevant issues of national (not necessarily international) importance that link to local need. The 

evaluation team found strong examples of CSHGP OR projects testing innovations and contributing to 

both moving them into the policy dialogue and to scaling them up at the national level. The team also 

observed a parallel (at times spontaneous) localized dissemination and scale-up process occurring within 

the districts where the original OR takes place. The dissemination of OR results in national forums 

appears to have led directly to district-driven scale-up in some situations. There is clearly a demand for 

the information that CSHGP OR is producing; ministries are looking for ways to experiment with 

service delivery, document results, and base policy development on empirical data. A relevant 

innovation, chosen in collaboration with government, then rigorously tested, appears to be able to 

create its own pathway to influencing policy and to being adopted at scale. There are multiple avenues 

for internal (district, regional, national) scale-up; creative grantees are using them with success. 

 

The Team noted weaknesses in CSHGP’s approach to dissemination and use of OR results. A recent 

review of the quality of CSHGP OR concept papers found that plans for utilization of OR results were 

inadequate and that there should be a greater emphasis on planning for dissemination beginning with the 

grantee’s application and OR protocols.40 A USAID informant noted that guidance to grantees was 

revised as a result of this review. PVO grantees, USAID mission personnel and OR experts noted that 

there is a missing link in the CSHGP’s stated goal of moving innovations from the OR stage to 

incorporation within policy and subsequent scale-up; these respondents observed that projects’ role in 

supporting the use of OR results once they have been produced is neither clear nor strong, leaving the 

fate of policy change and scale-up to other organizations. One global stakeholder noted the long 

duration of current OR studies (CSHGP grants run from 3 to 5 years, and the OR studies often have a 

                                                           
40 Foreit, James. Technical quality assessment of operations research protocols: Child Survival and Health Grants 
Program. ICF International; USAID. 2012 
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duration that parallels the duration of the grant, although they are somewhat shorter) and felt there 

should be a greater emphasis on producing results quickly while the topic is still relevant and key 

government officials who support the research are still in office. Grantees note that innovations tested 

through OR should be incorporated into the national system quickly but feel they lack time and support 

to do so. Many PVO representatives noted their inability to publish CSHGP OR results and “get a seat” 

at the international policy-making table, suggesting that CSHGP needs to do more to promote and 

develop dissemination modes that are appropriate to the type of OR that is practiced under CSHGP. 

The CSHGP’s efforts to support dissemination of projects’ results were noted, with the program’s 

encouragement to publish in the newly-established journal Global Health: Science and Practice cited as an 

example. 

 

Budget limitations affect the scope and quality of OR: All programs have budget issues and are asked to 

do more with less. Within the context of the CSHGP, grantees and their partners were most vocal 

about the effects of resource constraints with regards to the OR component. Several OR partners 

stated that the lack of adequate budget prevented them from being able to design and conduct a study 

that would ask the questions that really needed to be answered. PVO partners noted that involving local 

research organizations was impossible with available resources. Several OR-related personnel from 

different grantee cohorts reported having to volunteer substantial amounts of time to meet CSHGP 

demands for protocol development and noted this caused them professional hardship. More than one 

respondent from PVO grantees said that it is impossible, given the budget limits of CSHGP projects, to 

run a project if the grantee organization does not already have a substantial in-country presence that 

allows it to share costs across projects. 

 

OR – a good focus area for PVOs in MCH: CSHGP stakeholders across the board agree that the OR 

focus has created broad opportunities for PVOs and their partners. Policy-relevant evidence has been 

generated at the country level; local research institutions have partnered with PVOs and improved their 

capacity; and the community of PVOs has moved to a new level with regards to technical capacity to ask 

important questions regarding health service delivery and generate the data to answer them. Several 

respondents from CSHGP support programs, PVO partners and OR experts see OR, and even more so, 

implementation research as a highly appropriate future area of focus for the CSHGP program  – one 

that attempts to answer the “how” that is not well covered in the published literature. Indeed, the OR 

studies are creating ways for PVOs and others to influence policy through modes other than publishing. 

 

OR has provided an excellent platform for PVOs to partner with government, especially in countries 

where capacity to conduct research is low. Policy makers in these settings are looking for solid data to 

inform policy, and CSHGP OR is providing it for them. A side benefit of the OR efforts is the catalysis of 

community activism in the project sites themselves, as local leaders and citizens have seen the activities 

supported by the CSHGP projects and their results and have sought to emulate and reproduce them in 

their own communities. 
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