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Executive Summary

Introduction

Since 1985, USAID’s Child Survival and Health Grants Program (CSHGP) has reached more
than 102,000,000 children under five and women of reproductive age with proven public
health interventions. Managed through the Agency’s Bureau for Global Health, Office of
Health, Infectious Disease and Nutrition (GH/HIDN), Division of Nutrition, the CSHGP has
supported more than 386 projects implemented by 46 private voluntary organizations
(PVOs) in 60 countries over the past 20 years.

As of September 1, 2005, the CSHGP’s active portfolio of grants included 67 projects
implemented by 32 PVOs in collaboration with local Ministry of Health (MOH) and
nongovernmental organization (NGO) partners in 39 countries. These projects presently
reach over 23,000,000 beneficiaries at the household level. Total U.S. Agency for
International Development (USAID) funding for these projects is $98,771,655, with an
additional PVO match of $42,221,946 (or about 43% of the amount provided by USAID).

This report describes the progress toward the CSHGP’s program results during fiscal year
2005. It draws heavily from the results of 22 grantee final evaluation reports, highlights
important new strategic initiatives of the CSHGP, and presents important achievements of
the Child Survival and Health Network Program (implemented by the CORE Group?) and
the Child Survival Technical Support Plus Project (CSTS+) —two of the CSHGP’s primary
collaborating partners.

Highlights of Results from CSHGP Grantees

CSHGP Projects Save Lives: Based on analysis using the same methodology applied in the
2003/2005 Lancet series on child survival and neonatal health, recently completed projects
reduced child mortality by more than 13%, with many achieving reduction in mortality of
more than 25%. Seven of 13 projects to which a “lives saved” calculation was applied
reduced USMR by 16-34%, with the top three of these projects each saving between 1000
and 3300 lives.

CSHGP Grantees Significantly Improve Health Status: Grantees increased coverage in
eight life-saving intervention areas by an average of 25%. The indicators demonstrating the
highest average gains included Vitamin A (+42%); ITN Use (+35%); exclusive breastfeeding
up to 6 months (+35%); and maternal TT immunization (+34%). The full report describes
the achievements of some projects that showed even more impressive results in their project
areas.

1 This program will be referred to as the CORE Group throughout this report.
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CSHGP Projects Raise Coverage above National Levels: CSHGP Grantees tend to chose
implementation sites where coverage is significantly lower than the national average, and
then raise coverage to levels above the national average by the end of their projects.
Counting either the current project baseline or the original project baseline in the case of
cost extension projects, for vaccination coverage and ORT use, projects’ baseline levels of
coverage were worse than national average 92% of the time for vaccinations and 90% of the
time for ORT use; they ended better than national average 75% and 80%, respectively.

CSHGP Grantees Improve Quality of Health Services: Eighty-six percent of projects
reviewed (n = 22) targeted health facilities for capacity-building activities focused on
improving quality or access; 90% of these reached or exceeded their targets. Grantees
focused on training health center staff, improving supervision systems for health workers,
and improving supply chain management. Eighty-one percent of the projects reviewed
utilized the World Health Organization (WHO)-developed Integrated Management of
Childhood Illness (IMCI) strategy.

CSHGP grantees are making important contributions to national efforts to bring proven
interventions to scale—through strategic partnering to expand coverage, several of the
projects reviewed for this report demonstrated important contributions to national efforts to
bring proven interventions to scale. The full report outlines examples of grantee
participation in bringing IMCI to scale in Cameroon, expanding IMCI coverage in Bolivia,
and bringing Malaria treatment to scale in Rwanda. CSHGP grantees and the CORE Group
were also involved in activities that lay the groundwork for potential future efforts to scale
up interventions through participating in national policy discussions, informing regional
strategies, and aligning their activities with Mission priorities.

Important New Strategic Initiatives from the CSHGP Team

In fiscal year (FY) 05, the CSHGP strengthened its contributions to USAID priorities in
Child Survival and Health through the activities described below.

Agreements in place with Key Implementing Partners: In addition to supporting 15 new
grantees in FY05, the CSHGP also put in place a five-year cooperative agreement with the
CORE Group for the Child Survival and Health Network Program, and a 5-year contract
with ORC Macro for the Child Survival Technical Support Plus (CSTS+) project. These two
agreements position the CSHGP to ensure technical excellence and quality programming
for its grantees; provide leadership in defining NGO contributions to impact, scale,
sustainability, and equity in child survival and health; and raise the visibility of the PVO
community as an important partner in global health for USAID Missions and other donors.
In FY05, the CSHGP, the CORE Group, and CSTS+ have worked together to ensure that
Program’s activities remain supportive of the global health and strategic priorities of the
agency.
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A New CSHGP Results Framework: With support from CSTS+ and input from the CORE
Group and USAID stakeholders, the CSHGP drafted a new results framework that centers
around improved health status of vulnerable populations; increased scale of health
interventions; and increased contribution of the CSHGP to global capacity and leadership
for child survival and health. The performance management plan to support this Results
Framework will be finalized in early FY06 and serve as an anchor for the CSHGP’s
programmatic directions and annual reporting process.

The CSHGP New Partner Initiative: Through support from CSTS+, the CSHGP designed
this program to proactively identify potential new grantee partners. These are organizations
that have not previously worked with USAID, but add value to the overall portfolio of CSH
grants. In FY05, 12 potential new partners applied; four of these were awarded CSH grants
to begin in October 2005; and 30 potential new partners were identified who may apply in
FY06. Three new partner organizations also joined the CORE Group in FY05.

Increased Attention to Scale: To maximize the program’s future contributions to scale the
CSHGP included a program result related to “increased scale of health interventions,”
thereby establishing a mechanism of accountability for itself in terms of reporting annually
to the Bureau for Global Health.

In parallel to the PMP development process, the CSHGP revised its annual Request for
Applications, integrating language and guidance in all grant categories to describe clearly
the expectations for successful applicants regarding contributions to scale. Guidance for the
Program’s Expanded Impact Category was updated to ensure that successful applicants in
this category would make significant contributions to national-level efforts to bring proven
interventions to scale.

The newly awarded Child Survival and Health Network Program includes a program
result of “increased PVO collaborations at country-level to scale up interventions.” This
result will drive the CORE Group’s efforts in this area over the next 5 years, and the CORE
Group’s FY05 activities focused on expanding options for such collaboration among its
members. The CORE Group also advanced the thinking on potential PVO contributions to
scale through the development of a working paper entitled Scale and Scaling Up: A CORE
Group Background Paper on Scaling up Maternal, Newborn and Child Health Services.

Contributions to Global Capacity and Leadership in Health: The CORE Group supported
the development of practical tools that are designed to facilitate expansion and adoption of
approaches that have been shown to demonstrably improve the effectiveness,
sustainability, equity or scale of child health outcomes and could be expanded and adopted
across the child survival community. The approaches are outlined in greater detail in the
full report; they include Helen Keller International’s Integration of Vitamin A
Supplementation Into Community-Directed Treatment with Ivermectin; World Relief’s
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Care Groups; Save The Children’s Partnership Defined Quality (PDQ); Food For The
Hungry’s Barrier Analysis; Curamericas’ Census-Based, Impact-Oriented Methodology;
and Catholic Relief Services” Framework for an Integrated Community Approach to
Obstetric and Neonatal Emergencies.

Conclusions and Recommendations

USAID’s Child Survival and Health Grants Program is making a significant proven impact
on child survival and health worldwide, using effective and sustainable community-based
approaches. The program also has great promise for contributing to scale at national level
in the countries in which its projects operate and, through the CORE Group and its
members, plays a leadership role in representing the NGO community at the national and
international levels.

This section summarizes the recommendations that are discussed in further detail in the full
report. Recommendations in this report relate to enhanced data quality, focus of the
program’s technical interventions, increased contributions to scale, and increased visibility
of the program.

ENHANCED DATA QUALITY

The CSHGP has long been known for the rigor it requires of its projects —with technical
review and approval of detailed implementation plans, requirements for establishing
measurable indicators at baseline and measuring progress on those indicators at final
evaluation (as a minimum), and CSHGP approval of a PVO-identified midterm and final
evaluator for each program. The Knowledge, Practice and Coverage (KPC) survey has long
been the standard tool used by grantees for their population-level baseline studies. In 2000,
the introduction of the Rapid Core Assessment Tool for Child Health (CATCH)—a subset
of the indicators in the KPC tool—established a common set of standard indicators across
the CSHGP portfolio. The projects reviewed in this report reflect the first set of CSHGP
projects for which most CATCH indicators were collected at both baseline and final
evaluations.

Recommendation 1: The CSHGP should consider modifying its list of standard
indicators to fully incorporate measures of the proven life-saving interventions in the
Lancet Series and to mirror recent updates to DHS indicators.

Recommendation 2: The CSHGP should provide guidance across its portfolio of projects
on collecting commonly accepted indicators of health services quality, while allowing
grantees the flexibility to use indicators that are relevant to their project settings.
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Focus OF TECHNICAL INTERVENTIONS

This report illustrates the broad range of technical interventions in which grantees have
achieved results, as well as the evolution of technical focus of the program since 1985. This
evolution demonstrates the CSHGP's flexibility in quickly adapting to emerging knowledge
in technical areas; this year’s report suggests that present and future grantees reexamine the
focus of their maternal and newborn care interventions.

Recommendation 3: Since the Millennium Development Goal for child survival cannot
be met without a substantial reduction in neonatal mortality, CSHGP project efforts
need to maintain and even increase their focus on the newborn.

INCREASED CONTRIBUTIONS TO SCALE

As noted in this report, the CSHGP has incorporated a focus on scale into its program in
FY05. The recommendations below are identified as the next steps in the process for
ensuring that the results of the program’s scale-related efforts maximize the strengths of the
PVO and NGO community, while supporting USAID’s strategic direction in this area.

Recommendation 4: The CSHGP should work with its partners to position itself to
address barriers to scale that may exist at the community, district, regional, or national
levels. In so doing, the CSHGP should consider defining its contribution to scale in the
context of the impact equation (Impact is a function of effectiveness, efficiency, scale,
equity, and sustainability).

Recommendation 5: The CSHGP, through the CORE Group, should continue to advance
the knowledge about community-based delivery mechanisms that hold promise for
going to scale, along with those that represent the “best” in community-based health
development.

VISIBILITY OF THE PROGRAM

Increased visibility of the program has been identified as part of the vision for the CSHGP
team, to facilitate access of the larger child survival and health community to the rich
achievements, approaches, and lessons learned from the program. The recommendations
below are intended to promote strategically the visibility of the program.

Recommendation 6: The CSHGP, the CORE Group, and PVO Grantees should consider
the application of the Lives Saved Analysis from this report, as well as other strategies
that have proven feasible for community-based programs, to enhance the visibility of
PVO contributions to child health.

Recommendation 7: The CSHGP should encourage its grantees to document more
clearly their contributions toward addressing equity in their projects.
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CHAPTER 1: Introduction

About this Report

This report describes the progress toward results during fiscal year (FY) 2005 for the U.S.
Agency for International Development’s (USAID’s) Child Survival and Health Grants
Program (CSHGP). It seeks to synthesize the achievements of the program’s three
components —its portfolio of grantees, the Child Survival and Health Network Program,
and the Child Survival Technical Support Plus (CSTS+) project to demonstrate progress
towards the CSHGP’s Program Objective and Program Results (Figure 1).

Figure 1: CSHGP Program Objective and Results

Program Objective

To contribute to sustained improvements in child survival and health outcomes through U.S.
PVOs/NGOs and their local partners

Program Results (PRs)

PR1: Improved health status of vulnerable target populations

PR2: Increased scale of health interventions

PR3: Increased contribution of CSHGP to the global capacity and leadership for child survival and
health

This chapter provides an overview of the CSHGP and its three components. It also
presents a historical background of the program, highlights new directions for the program,
and summarizes the data sources and methods used to synthesize the data in this report.

Chapter 2 describes progress towards the CSHGP’s overall Program Objective, focusing
on an analysis of lives saved through recently completed grants, and prospects for
sustained improvements in child survival and health outcomes.

Chapter 3 describes results achieved in terms of improved health status of vulnerable
populations —highlighting grantee achievements related to increased knowledge and
improved health practices and coverage; improved quality and availability of services; and
increased capacities of communities and local partners.

Chapter 4 highlights strategic initiatives undertaken in FY05 by the CSHGP to define its
contributions to scale and presents evidence of activities recently undertaken by the CORE
Group, and grantees whose projects recently ended have made important contributions that
have laid the groundwork for present efforts to bring proven interventions to scale in some
countries.
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Chapter 5 describes important contributions, through the CORE Group and CSTS+ to
Global Health Capacity and Leadership —focusing on products and activities that have
expanded learning and practice beyond the CSHGP and its grantees.

Chapter 6 offers recommendations that might serve as the starting point for dialogue
about future directions for the CSHGP, its grantees, and the larger CSH community.

The information in this report is presented to inform USAID’s Annual Child Survival and
Health Programs Fund Progress Report, as well as the annual portfolio review meetings
that take place within USAID’s Bureau for Global Health. This report will also inform
implementation of present and future grantee efforts in child survival and related health
programs by highlighting the major accomplishments of the most recently concluded group
of CSHGP-funded projects.

The report presents much information about diverse projects around the world; it also
invites dialogue about how best to transform this information into recommendations for the
CSHGP and for grantees.

An Overview of the Child Survival and Health Grants Program (CSHGP)

The Child Survival and Health Grants Program (CSHGP) is managed by USAID, Bureau for
Global Health, Office of Health, Infectious Disease and Nutrition (GH/HIDN), Division of
Nutrition. It consists of three components, each of which contributes to its program
objective and results:

= A Portfolio of Grantees: CSHGP grantees are U.S. Private Voluntary Organizations
(PVOs) and Non-Governmental Organizations (NGOs) that work through local partners
to address child survival and health issues worldwide. As of September 1, 2005, the
active portfolio included 67 projects implemented by 30 PVOs in 38 countries. Total
USAID funding for these projects is $98,771,655, with an additional PVO match of
$42,221,946 (or about 43% of the amount provided by USAID).

* The Child Survival and Health Network Program, a 5-year cooperative agreement with
the CORE Group, supports CSHGP to achieve the following results:

o Increase annual PVO membership in the Child Survival and Health Network to
access an increased beneficiary population.

o Increase PVO collaboration at country level to scale up proven public health
interventions for effective and sustainable programs.

o Increase PVO collaboration with global health alliances and initiatives to
enhance, contribute, and promote community-level best practices.

o Improve PVO capacity to improve quality and access to health care services at
community and district levels.
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o Improve PVO capacity to improve key family and community practices to address
public health issues in communities.

» The Child Survival Technical Support Plus project (CSTS+), a five-year contract with
ORC Macro, provides an array of technical support services to USAID’s CSHGP
team and its partners, including grantees, potential grantees, the CORE Group, the
PRH Office’s PVO/NGO Flexible Fund Program, other GH Offices, and Missions.
CSTS+ activities seek to leverage inputs from each of these partners to enhance the
contributions of PVOs and their local partners to sustained improvements in child
survival and health outcomes. CSTS+ also supports the CSHGP in tracking the
progress of its portfolio of grants, maintaining project information on all historical
projects, and serving as a technical resource to the CORE Group and its working
groups.

Child Survival and Health Grants— A Historical Perspective

Since its inception as the Child Survival Grants Program in 1985, the program has
supported more than 386 projects implemented by 46 PVOs in 60 countries and reaching
more than 102,200,000 beneficiaries. The intervention mix of CSHGP grantees has evolved
over the years as new health priorities have emerged. Figure 2 illustrates changes to the
overall level of effort dedicated to specific interventions since 1985. Historically, the
program has evolved to reflect emerging health issues and changing health priorities in the
developing world. Immunization, nutrition, and control of diarrheal disease were the focus
of interventions in the early years of the program, but the intervention mix has evolved to
include a more diverse array of interventions with activities focused at household,
community, health facility, and district levels.

Today, some funded grants included family planning and tuberculosis interventions,
expanding not only the focus but also the targets of the interventions beyond children
under 5 years and women of reproductive age. The CSHGP’s contribution to current
directions and trends in USAID’s Office of Health, Infectious Disease, and Nutrition
includes rolling out zinc for prevention and treatment of diarrheal disease, addressing
water sanitation at points of use, post-partum care, particularly active management of the
third stage of labor, neonatal health, and community-case management of pneumonia.

CSHGP grants are funded annually through a competitive process and currently range in
duration from 4 to 5 years. The CSHGP funds projects in a number of categories. Standard
grants are funded for up to $1.5 million to contribute to improved child survival and health
outcomes at the district/multidistrict level. Under this category, organizations may also
apply for projects that expand a previous standard grant to additional geographic areas or
add interventions in the same project area of a successful project. Expanded impact projects
are funded for up to $4 million for programs that make significant contributions to the
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bringing proven interventions to scale. Entry/New Partner grants are funded for up to
$1.25 million to build the Agency’s base of implementing partners by focusing on U.S.-
based PVOs and NGOs not previously funded through USAID’s Global Health Bureau.
The CSHGP also funds programs that for which 100% of the level of effort is dedicated to
Tuberculosis Control or Family Planning, each at up to $1.5 million per award.

Figure 2: Historical Intervention Mix (Portfolio Level of Effort)

Current projects reach 24,792,770 beneficiaries, including 11,103,202 children under age 5
and 13,689,568 women of reproductive age. One of the projects, Population Services
International/India, reaches 11,946,844 total beneficiaries, mainly through social marketing
efforts. Tuberculosis control projects reach an average of just over 5,900 TB patients per
project. In terms of coverage, the 41 standard and 5 entry/new partner grants are similar in
scope, covering 46,000 children under 5 on average; cost extension grants cover about 50%
more beneficiaries on average; and the expanded impact grants are on average about six
times the size of a current standard grant.

The current portfolio of projects is distributed regionally among Africa (46%), Asia/Near
East (27%), Latin America (15%), and Europe and Eurasia (12%). A matrix of all active
projects, by country and intervention mix, is included in Appendix E.

Intervention Mix 1985 - 2004 IMPORTANT NEW
100% mTB STRATEGIC
INITIATIVES
m STD/HIV FROM THE
o @ MNC CSHGP TEAM
60% & Malaria In FY05, the CSHGP
@ Pneumonia strengthened its
rogram’s
o B Spacing/FP Eontgributions to
m Nutrition Agency priorities in
20% Child Survival and
m CDD
Health through the
%t | 0Olmmunization  jctjvities described
85 86 87 88 89 90 91 92 93 94 95 96 97 98 99 00 Ol 02 03 04 below.

Agreements In Place with Key Implementing Partners: In addition to supporting 15 new
grantees in FY05, the CSHGP also put in place a five-year cooperative agreement with the
CORE Group for the Child Survival and Health Network Program, and a five-year contract
with ORC Macro for the Child Survival Technical Support Plus (CSTS+) project. These two
agreements position the CSHGP to ensure technical excellence and quality programming
for its grantees; provide leadership in defining NGO contributions to impact, scale,
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sustainability, and equity in child survival and health; and raise the visibility of the PVO
community as an important partner in global health for USAID Missions and other donors.
In FY05, the CSHGP, the CORE Group, and CSTS+ have worked together to ensure that the
Program’s activities remain supportive of the global health and strategic priorities of the
Agency.

A New CSHGP Results Framework: With support from CSTS+ and input from the CORE
Group and USAID stakeholders the CSHGP drafted a new results framework that centers
around improved health status of vulnerable populations, increased scale of health
interventions, and increased contribution of the CSHGP to global capacity and leadership
for child survival and health. The performance management plan to support this Results
Framework will be finalized in early FY06 and will serve as an anchor for the CSHGP’s
programmatic directions and annual reporting process.

The CSHGP New Partner Initiative: Through support from CSTS+, the CSHGP
established this program designed to identify proactively potential new grantee partners
who have not previously worked with USAID but could add value to the overall portfolio
of CSH grants.

CSHGP Expands Its Program to New Partners

In FY05, 12 potential new partners applied. Four of these were awarded CSH grants to begin in

October 2005, and 30 potential new partners were identified who may apply in FY06.

Increased Attention to Scale: To maximize the program’s future contributions to scale, the
CSHGP included a program result related to “increased scale of health interventions,”
thereby establishing a mechanism of accountability for itself in terms of reporting annually
to the Bureau for Global Health.

In parallel to the PMP development process, the CSHGP revised its annual Request for
Applications, integrating language and guidance in all grant categories to describe clearly
the expectations for successful applicants regarding contributions to scale. Guidance for the
Program’s Expanded Impact Category was updated to ensure that successful applicants in
this category would make significant contributions to national-level efforts to bring proven
interventions to scale.

The newly awarded Child Survival and Health Network Program includes a program
result of “increased PVO collaborations at country-level to scale up interventions.” This
result will drive the CORE Group’s efforts in this area over the next five years, and the
CORE Group’s FY05 activities focused on expanding options for such collaboration among
its members. The CORE Group also advanced the thinking on potential PVO contributions
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to scale through the development of a working paper entitled Scale and Scaling Up: A CORE
Group Background Paper on Scaling up Maternal, Newborn and Child Health Services.

Summary of Methods Used in the Analyses for This Report

The results presented in this report are drawn primarily from grantee final evaluation
reports from 22 projects. Table one (tables located at the end of this section) illustrates the
mix of interventions for each of these projects, and table two provides more detailed
information for each project including project area, beneficiaries, grant category, duration of
project, and total funding (including USAID funding and PVO Match). The regional
distribution of the 22 projects reviewed for this report reveals that 32% of projects were in
Africa, 32% in Asia/Near East, 27% in Latin America, and 9% in Europe and Eurasia.

CSHGP projects set measurable objectives and estimate results in improved health practices
for the target populations of infants and children. They conduct baseline and end-of-project
surveys, using the standardized Knowledge, Practices, and Coverage (KPC) tool to collect
population-level data for a concise set of key indicators that were selected to measure
progress toward objectives set at the inception of the project. Final evaluation reports are
developed by an evaluation team, which typically includes project staff and local
stakeholders and is facilitated by an external team leader selected by the PVO and
approved by the CSHGP.

The Rapid Core Assessment Tool for Child Health (CATCH) is a subset of the KPC survey
and features 13 standard indicators that are collected by all CSHGP projects. Much of the
population-level data presented in this report is derived from CATCH indicators. A list of
CATCH indicators is included as Appendix B.

The availability of Rapid CATCH data facilitated the application of a “lives saved” analysis
driven by the formula for lives saved that was the basis for calculations in the recent Lancet
series. For those activities for which no CATCH data was available, grantee final
evaluation documents often showed evidence of relevant measures. Table 3 illustrates
relationships between the CSHGP intervention areas, Bellagio study lives-saving
interventions, KPC indicators used to calculate lives saved for CSHGP grantees, and the
extent to which the KPC indicators mirrored DHS indicators that were largely used to make
calculations for the Lancet Series.

The lives saved analysis was based on 13 CSHGP projects that were completed in 12 of the
countries used for the Lancet calculations, including Bangladesh, Cambodia, Cameroon,
Ethiopia, Ghana, India Indonesia, Malawi, Mozambique, Philippines, Yemen, and Zambia.
A complete description of the methods used to calculate lives saved is included in
Appendix A.
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Grantee final evaluation reports were also analyzed to report on the portfolio’s
contributions to improved quality of services and the development of capacity in local
partners —including the capacity of the local MOH, community structures, and NGO
partners.

Additional information describing the current portfolio and activities of the past year was
adapted from the CORE Group’s Annual Report and data generated from their activities, as
well as results from CSTS+ activities.
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Table 1: Intervention Mix for Projects Reviewed
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ADRA Yemen 15% 5% 5% 5% 10% | 25% | 20% | 10% 5%
ADRA Zambia 10% 15% 5% 10% 30% 15% 5% 10%
WV Indonesia 30% 10% 5% 20% | 35%
ADRA Haiti 15% 15% 5% 5% 20% 15% 10% 5% 5% 5%
Africare Ethiopia 40% 40% 20%
AKF Tajikistan 8% 17% 33% % 7% 7% % 7% 7%
CARE Peru 30% 20% | 20% 30%
CPI India 20% 25% 30% 25%
CPI Uzbekistan 45% | 35% 20%
CRS Philippines 15% 15% | 25% | 25% 20%
CWI Bangladesh 20% | 10% | 14% 10% | 10% 36%
HOPE Peru 35% 15% 15% 5% 5% 25%
PFD Cambodia 25% | 35% 25% 15%
PLAN Cameroon 20% 25% 20% | 35%
PSI Rwanda 100%
SC Bolivia 20% 30% 30% 20%
SC Mozambique 15% 15% 10% | 15% | 30% 15%
WRC Malawi 15% 5% 5% 15% 15% 15% 15% 15%
WV Cambodia 15% 5% 15% 10% 15% 15% 5% 15% 5%
FOCAS Haiti 10% 25% 20% 10% 10% 25%
MC Honduras 25% 40% | 30% 5%
PCl Ghana 5% 3% 2% 20% | 20% | 25% | 20% 5%
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Table 2: Profile Information on Grantees Reviewed for This Report

Number of

el ¢ Duration .
Beneficiaries of Amount of Fundin
Project

Country Region(s) WRA Children |Category| (years) USAID PVO
Saidpur and Parbatipur New

Bangladesh CWI | Municipalities 47,338 26,275 Entry 4 $994,578 $335,531
Huanuni, Challapata, and

Bolivia SC |[Eucaliptus Districts 0 13,500 | Standard 4 $1,000,000 | $1,000,000
Chhlong and Snoul New

Cambodia PFD |Operational Districts 27,049 14,456 Entry 4 $1,000,000 | $439,816
Kean Svay Operational

Cambodia WV | District 93,460 79,964 | Cost XT 4 $699,987 $292,802
Bertoua, Doume, and

Cameroon PLAN |Nguelemendouka Districts | 48,568 37,907 | Standard $1,000,000 | $366,778

Ethiopia Africare | Gambella 31,265 26,798 | Standard $999,942 $370,416
Wassa West and Wassa

Ghana PCl |[Amenfi Districts 36,826 36,826 | Standard 4 $1,199,132 | $756,278
Diquini and adjacent

Haiti ADRA | neighborhoods 50,768 19,168 | Cost XT 3 $692,198 $727,809

Haiti FOCAS | Pétion-Ville 23,275 14,401 | Cost XT 3 $1,910,806 | $875,001
Two heath districts in

Honduras MC |Comayagua Province 56,132 41,718 | Cost XT 2 $500,000 $166,666
Danilimda, Behrampura,
Raikhad, Raipur, Jamalpur
and Dariyapur Municipal

India CPl |Wards 53,216 32,963 | Standard 4 $987,120 $833,000
Two subdistricts (Mandor
and Sengah Temila) of the

Indonesia WV  [Landak District 67,822 48,439 | Standard 5 $999,712 $309,384
Ekwendeni, Embangweni,
and David Gordon
Memorial Hospital in

Malawi WRC |Rumphi District 32,185 36,732 | Standard 4 $999,997 $333,334
Nacala-a-Velha and
Memba Districts, and
referral hospitals in Nacala

Mozambique | SC |Porto and Monapo. 130,788 | 94,648 | Cost XT 3 $700,000 $233,000
Twelve districts of JF
Sanchez Carrion Province
and three districts in the

Peru CARE |Cajabamba Province 44,457 22,659 | Standard 5 $1,000,000 | $333,333

Peru HOPE |[Region San Martin 53,040 26,586 | Cost XT 3 $700,000 $233,869
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Table 2: Profile Information on Grantees Reviewed for This Report (contd.)

Philippines CRS |Maguindanao 23,520 13,048 | Standard 5 $999,592 $606,473

Rwanda PSI |Entire country 1,195,654 | 986,414 | Standard 3 $999,920 $570,000
Gorno-Badakhshan

Tajikistan AKF | Autonomous Oblast 49,880 13,193 | Standard 4 $930,800 $354,300
Nukus and Taktakupir

Uzbekistan CPI [rayons 31,110 13,720 | Standard 4 $998,182 507,481
Khokha, Hais, Jebel Ras

Yemen ADRA |Districts 44,620 34,232 | Standard 5 $999,798 $440,544
Chipata and Chadiza

Zambia ADRA |Districts 164,146 96,404 | Standard 5 $999,957 $333,675

TOTALS:

2,305,119 1,730,051 ‘ $21,311,721 $10,419,490

Table 3: A Comparison of Indicators and Data Sources for CSHGP Bellagio Lives Saved Analysis

CSHGP KPC question(s)
Intervention Bellagio Study Group Evidence- ‘ for construction Lancet/DHS
Area Based Activity Indicator of indicator indicator?
Measles vaccination coverage
Immunization Measles vaccination based on maternal report YES RC 15 YES
Vitamin A coverage in last 6
Mutrition and Vitamin A supplementation months NO Immuniz. 1 YES
Micronutrients
Complementary feeding Complementary feeding rate YES RC 13 YES
Preumonia Case
Management Antibiotics for pneumonia AR care seeking NO ARI 1,2910 YES
YES (but KPC is
Hand washing Maternal hand washing behavior YES RC 26
Control of Coverage by an improved toilet
Diarrheal Sanitation {latrine use) facility o] Watt/San 21,23 YES
Disease Caverage by an improved source
Clean water for drinking water NOC Wat/San 12 YES
ORT use ORT use during a diarrheal episode NO Diarrhea 2 YES
ITN use Child bed net use YES RC 18,19 YES
Control of Antimalarial use Health facility care seeking for fever NO Malaria 2,4,5.89 YES
Malaria Intermittent Presumptive Treatment Malaria prophylaxis during
(IPT) pregnancy NO Malaria 1 (submodule A) YES
Tetanus toxoid coverage x 2 in last
Maternal and Tetanus toxoid (TT) vaccination pregnancy YES RC 8,9 YES
Newborm Care Effective Antenatal Care Prenatal care coverage MO PNC 2 YES
Skilled delivery assistance at last
Clean delivery birth YES RC 10 YES
Breastfeeding Exclusive breastfeeding (0-5 month
Promaotion Exclusive breastfeeding 0-5 months clds) YES RC 13 YES
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CHAPTER 2: Progress toward the CSHGP’s
Program Objective

Introduction

The CSHGP’s Program Objective is to contribute to sustained improvements in child
survival and health outcomes through PVOs and their local partners. The primary measure
of progress toward this objective is “number of lives saved,” which is described in this
chapter through the estimated impact on mortality of recently concluded projects. A brief
discussion of sustainability is included at the end of this chapter, to provide a context for
the other key results that are presented throughout the report.

Specific improvements in health status, quality of health services, and capacity of local
partners and communities are presented in Chapter 3 of this report.

Results—CSHGP Projects Save Lives?

Thirteen projects analyzed are estimated to have saved the lives of 9,688 children under
five. Of the 13 projects, five achieved mortality reductions of at least 25% or saved at least
1,000 lives. The three projects with the largest number of lives saved accounted for 6,358
lives saved between them.

Although the analysis was applied to a small group of projects, it raises interesting
questions about the relationship between impact and coverage, suggests that mortality
reduction can be accomplished with a range of intervention mixes, and supports the notion
that greater mortality reduction can be accomplished in countries where mortality rates are
highest. Table 4 presents beneficiaries, under-five mortality rates, lives saved, and
percentage mortality reduction for the five projects that saved at least 1,000 lives or
achieved at least a 25% mortality reduction.

Table 5 presents the results of these five projects in terms of the change in coverage
achieved in the life saving interventions analyzed. The following key points emerge from
these tables:

2 Note: Further analysis of lives saved data was presented at the Countdown to 2015 Conference in London in December
2005. The poster presented at this meeting is included in Appendix F of this report.
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Table 4: Five Projects That Reduced Mortality by 25% or Saved More Than 1,000 Lives

Beneficiary

Population US5MR % Mortality
Project Center (U5) (per 1,000) Lives Saved Reduction
World Vision/Cambodia 79,964 124.4 3,230 34%
World Relief/Malawi 36,732 188.5 2,059 29%
PLAN/Cameroon 37,907 143.6 1,069 21%
Counterpart International/India 32,963 94.7 686 25%
Partners for Development/Cambodia 14,456 124.4 498 29%

Table 5: Percent Indicator Improvement in Five Projects that Reduced Mortality by 25% or Saved More Than

1,000 Lives
Comp. | Vitamin Hand Treat || Maternal
Feeding A ARI ORS | washing ITN IPT \EIETIED TT EBF
World
Vision/Cambodia 66.0% | 74.0% | 47.0% 73.0% 36.0%
World Relief/Malawi 36.0% 51.7% | 30.7% | 38.4% 48.8%
PLAN/Cameroon 10.6% 16.6% 28.0% 8.8% 37.9%
Counterpart
International/India 13.3% 42.6% | 46.0% 65.9% 18.5% 15.8%
Partners for
Development/
Cambodia 62.6% 52.0% 66.0%

Does the Lancet Calculation Underestimate the Impact of the CSHGP Projects?

This analysis gives an estimate of the number of lives saved. As a validity check, the model was
run on the World Relief Mozambique project included in last year's Results Review. This project
showed a directly measured 62% reduction in USMR. The model only predicted a 33% mortality
drop (a 47% underestimation). There are several reasons why the model may tend to
systematically underestimate the mortality reduction experienced by the projects. These are
outlined in detail in Appendix A, but the two most important are the following:

> Only data constructed in the most rigorous manner were used (beyond the requirements of the
grants). This meant that data for construction of the indicators necessary for the calculations
were missing for 23 of 124 (19%) occurrences of these high impact interventions.

> National-level mortality data were used. Project sites almost certainly experienced higher
rates of mortality, given that their health statistics were significantly worse than the national
average in key health services variables.
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* Only one of these projects covered almost two times the average number of beneficiaries

(WV/Cambodia had 80,000 child beneficiaries), while one covered significantly less than

the average number of beneficiaries for the projects under review (Partners for

Development/Cambodia had 14,000 versus an average of 44,500 U5 beneficiaries).

The three projects that saved more than 1,000 were implemented in high mortality

countries, with USMRs ranging from 124 to 189 per 1,000.

* When placed in the context of Table 2 (presented in the previous section), which
outlines the intervention mix for all projects reviewed for this report, one finds that the
intervention mix for these five projects ranged from fewer than the average number of

interventions (4) to almost the maximum number possible (9).

Four of the five projects in the above table improved at least 5 of the 15 Lancet
indicators, and usually by very substantial margins (see Table 5). These projects had a
very balanced approach, in terms of addressing issues of demand creation and health
service quality improvement (e.g., pneumonia and malaria care seeking); increasing
access (e.g., vitamin A and maternal tetanus immunization coverage); and improving
household behaviors (e.g., ORS and ITN use), though most of their effect was
attributable to improving household behaviors.

Figure 3: Distribution of Lives Saved by Cause of Death

(as % of lives saved)
Figure 3 shows the distribution of the 9,688 estimated lives saved, by cause of death.
Almost half of all lives saved were from prevention of deaths by diarrhea. Most of the rest
of the lives saved
were split evenly

Neonatal
Other 8.1%
0.0%

between malaria and

HIV/AIDS pneumonia. A much
0.0% smaller proportion of
the lives saved (8%)

Malaria was due to
21.8%

Diarrhea
44.8%
improvement of the
situation of neonatal

Measles causes. Predicted

0.8% drop in mortality
Pneumonia from HIV/AIDS in the
24.5% 13 projects analyzed
was not calculated
because CSHGP

grantees do not measure the indicator used by the Bellagio group —purchase of
nevaraprine.
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How much does it cost to save a life? CSHGP Grantees Demonstrate the Hidden Costs...

The Bellagio Group recently expanded on their lives saved calculations by estimating the cost of
universal coverage for these interventions to show that these proven interventions are also cost-
effective. They estimated the cost of delivering an effective package of interventions to be about $1.23
per beneficiary, an average of $887 per child life saved. The Bellagio calculations were done from the
perspective of service delivery of interventions already scaled-up to universal coverage; it included
such line items as the cost of commodities and salaries.

CSHGP Projects, as illustrated in this report, tend to work at a smaller scale, and their project costs
often do not include the items used as inputs for the Bellagio calculations. They do include, however,
important costs that were not included in the Bellagio calculations and were related to capacity
building, community building, and health system strengthening. An analysis of the 13 projects to which
the lives saved calculation was applied suggests that USAID invests less than than $5.00 per
beneficiary to support these projects. This translates into a cost of just over $1,000 per life saved. If
one focuses on the three projects that demonstrated the highest impact, the results are even more
striking. Their collective cost was only $425 per life saved. This is especially poignant when
compared with the costs of implementing single vertical interventions like a measles vaccination
campaign, which alone can cost more than $1,200 per life saved in a high mortality region of South
Africa (Uzicanin 2004).

While certainly not directly comparable to the Bellagio calculations, CSHGP projects may demonstrate
some of the hidden costs related to health systems strengthening and community building that are not
taken into account in other calculations and illustrate the strategic niche that PVOs can play in the
delivery of live saving interventions.

The lives saved calculations described in the previous section illustrates that the PVO
grantees are having a positive impact on the child survival and health outcomes in the
countries where they work. But to what extent will the improvements in these outcomes be
sustained?

This question will perhaps be best answered
3-5 years from now, through an examination
of what has actually continued in the project
area. One of the grantees reviewed for this
report, Concern Worldwide, has integrated
just such a study into a follow-on project it
was awarded to expand its work in northern
Bangladesh to seven additional
municipalities. The two municipalities from
the original CSHGP project will serve as
learning centers for the new municipalities.
To continue monitoring the sustainability of
the work it began in Saidpur and Parbatipur,
two post-intervention sustainability
assessments will be held (+3 years, +5 years),
in these areas.

Sustainability is a contribution to the
development of conditions enabling
individuals, communities, and local
organizations to reach their potential. This
includes improving local functionality,
developing mutual relationships of support
and accountability, and decreasing
dependency on insecure resources (financial,
human, technical, informational), for local
stakeholders to negotiate their respective
roles in the pursuit of health, wellness, and
development beyond a project intervention.

The individuals, communities, and local
organizations constitute a local system with
their environment. It is ultimately their
coordinated social interactions and efforts,
based on the understanding of their own
health and development that will lead to
lasting health impact.

—CSTS+/CORE Sustainability Initiative
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While Concern has positioned itself to measure actual sustainability in its original project
areas, it is important to note that all projects reviewed for this report established
sustainability plans or objectives at the outset and reported on the progress of these efforts
at the end of the grant period.

Grantees progress toward sustainability fell into the following broad categories:

» Promoting maintenance of behaviors at the community level;

» Creating or enhancing supportive structures within the community;

= Creating and strengthening links between communities and permanent institutions like
the ministries of health and local health facilities;

= Establishing local NGO partners and building their capacity to support continuing child
survival activities.

These categories are consistent with a Sustainability Framework developed in recent years
through a collaborative effort between CSTS+, CSHGP grantees, and the CORE Group.

The framework, outlined in Figure 4, suggests that to ensure the best opportunity for
sustained health outcomes beyond the life of a project, grantees must address the complex
inter-relationships between improved health status, quality of health services, capacity and
viability of local organizations, community capacity, and factors in the socio-ecological and
political environment.

Figure 4: CSSA Framework

Dimension I: Health and Health
Services

Component 1: Health Status
Component 2: Health Services
Capacity
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Component 3: Local Organizational
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The next chapter of this report describes grantees” progress in each of the dimensions of the
sustainability framework, focusing on improved health outcomes, improved quality of
health services, and capacity building of communities and local partners. The examples
presented about building local capacity, when viewed in light of the progress in improved
health outcomes and quality of health services, suggest that this cohort of grantees has
made important progress toward sustained health outcomes in their project areas.
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Introduction

The results of the lives saved analysis shows the magnitude of the impact that CSHGP
projects have on saving the lives of their child beneficiaries. This section expands the
analysis of portfolio-level results beyond the 13 grantees examined in the lives saved
calculation, drawing on the achievements of 22 recently concluded projects to demonstrate
that 1) grantees work with vulnerable populations; 2) grantees improve health outcomes in
for the populations they serve; 3) grantees improve the quality and availability of health
services; and 4) grantees build the capacity of their local partners and the communities in
which they work.

CSHGP Grantees Work with Vulnerable Populations

Grantees tend to work in geographic areas that receive poor health services and
consequently have poor health status in comparison with the national averages in the
countries where their projects operate. A comparison of grantee baseline and final data
with DHS data on two key indicators—ORT usage and immunization coverage —illustrates
this point. These two indicators were chosen because there were data for the largest
number of projects from the group of 22 that submitted final evaluations and because there
were data that were the most comparable to DHS data that had been collected nationwide
at or near the time of the project baseline KPC surveys.

The data presented in Figures 5 and 6 show that baseline levels of coverage were below
national average 92% of the time for immunization coverage, and 90% of the time for ORT,
but improved to levels above national average 75% and 80% of the time, respectively.

For vaccination coverage’—

= Eight of twelve projects started at or below national average, and seven of these raised
immunization coverage to levels above the national average by the end of the project.

*» Of the four projects that did not start below the national average, three were cost
extensions that were building on at least 4 years of previous activities; each of these
succeeded in maintaining or increasing immunization coverage at or above their
baseline measures.

* The only non-cost extension project that started above national average was
Africare/Ethiopia, whose baseline full vaccination coverage rate was near national level
and still very poor (19.4% vs. 14.3%).

3 The CSHGP measure for immunization coverage relies on card confirmation; the DHS measure relies on mothers’ recall.
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For ORT Use

Six of the nine projects reporting baseline and final data on ORT use began at levels
below the national average, and five of these improved coverage to levels above the
national average by the end of the project.

» Each of the eight grantees that achieved improvements in coverage over the life of their
projects showed an increase of 15% or more.

Figure 5: Immunization: Grantee vs. National Coverage
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Figure 6. ORT Use: Grantee vs. National Coverage
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GRANTEES ADDRESS GEOGRAPHICAL INEQUITY

Project HOPE’s experience in Peru offers a dramatic example of the sorts of disadvantaged
project areas in which grantees often work. HOPE is the only PVO presently working in
health education in the Huallaga Valley Region of Peru’s Amazon Basin, where years of
political, social, and economic upheaval, together with geographic isolation from Peru’s
urban centers have conspired to create an environment in which health and general living
conditions are grim: rates of infant and under-five mortality are higher than the national
average and extreme poverty and low levels of education persist. The citizens have
suffered hardship because they live in a zone known for illegal coca growing and guerrilla
fighting over the past 20 years. Despite this area being a priority for the regional MOH,
access to health facilities remains difficult due to cultural barriers and limited community
involvement. Using the C-IMCI strategy and strengthening the linkages between the
CHWs and the health facilities, HOPE/Peru overcame these all but insurmountable
challenges to effect important health gains in its target region. Reductions in the prevalence
of chronic and global malnutrition in children 6 to 35 months from 55.4% to 36.8% and the
increase in the prevalence of exclusive breastfeeding from 61% to 85.5% are the most
notable successes. The program has also maintained 134 mother support groups for
breastfeeding (GALME) in 162 rural communities, which promote active feeding practices
during illness in addition to exclusive breastfeeding.

GRANTEES ADDRESS ISSUES OF SOCIAL INEQUITY

Within the project areas, grantees also work with poor and marginalized groups. When
equity is considered within health interventions and outcomes, it is often from an economic
perspective, but the identity of marginalized groups can be specific to the local context.
They may in fact be the poor, but they may also be the lower caste, women, or ethnic or
religious minorities. Natural disasters, and recovery from them, often provoke existing,
though sometimes hidden, differences among groups of people. Inequity in access and
treatment becomes apparent in and are exacerbated by these situations. The experience of
the CPI/India project is instructive in terms of the impact that a community-based project
can have on social determinants of equity. This project worked in Gujarat State with
members of both the Hindu and the Muslim communities. These are not communities that
have traditionally worked well together, and there had been recent incidents of violence
among the groups. In the aftermath of a recent massive earthquake, the project discovered
that one of its approaches, the Hearth Model, which reduces severe malnutrition, acted as a
catalyst for community cooperation and built trust among participants of both faiths —trust
in each other and trust in the services provided. The outcome: CPI's complementary
feeding indicator improved by 13.3%, a remarkable achievement in a post-disaster
environment.

Progress Toward Results 29



CHAPTER 3: Contributions to the Improved Health
Status of Vulnerable Populations (PR1)

GRANTEES ADDRESS GENDER INEQUITY

Women around the world often experience unequal treatment and access to health services.
A human rights violation in itself, this inequity also affects children of both sexes who are
cared for by a woman who cannot make decisions about seeking health care on her own,
who has little knowledge of good health practices, or whose opinion is not counted in the
design and implementation of services. The ADRA/Yemen project sought to include
women in the implementation and supervision of its project. This gave women an
opportunity at societal participation that was not available to them through other means.
Women responded very positively, becoming effective agents of positive change in their
communities. The outcome: Household health behaviors like ORT use and exclusive
breastfeeding increased by 20% and 14%, respectively.

Results: Improved Health Outcomes

Table 6 summarizes coverage improvements for the most important evidence-based
interventions/activities that were identified through the Lancet Series. Grantees included in
this analysis had both included the activity in their projects and collected complete baseline
and final coverage data. (Note: each project worked on a subset of the interventions and not
all of these had complete data for the analysis). The number of projects working on an
intervention ranges from one project for intermittent presumptive treatment (IPT) for
malaria and effective antenatal care to 10 projects for ORS use at last diarrheal episode. An
average of five projects were included per indicator.

The third column in the table shows the number of projects that were successful at
increasing coverage, and the fourth column shows the average increase in coverage among
grantees who were successful in increasing coverage.

For 7 of the 15 indicators—antenatal care, exclusive breastfeeding, IPT, prompt malaria
treatment, hand washing, clean water coverage, and sanitation coverage—every project that
had the activity and the required information showed success at improving the indicator.

In six of the remaining eight indicators, grantees were successful in improving the indicator
at least 70% of the time. For ITN use and clean home delivery, grantees achieved large
coverage improvements when successful, but tended to be successful closer to 60% of the
time.

It is not just the fact that the indicators improved that is impressive, but the magnitude of
the improvement. As can be seen in the last column of the table, average improvements
were typically 30%, and even 40% or more. Ten of the activities gave average increases in
coverage that ranged from 30% (hand washing, clean home delivery) up to 43% (Maternal
TT).
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Table 6: Coverage Improvements for the Most Important Evidence-Based Interventions/Activities in the
22 Recently Completed Projects

Number of Average
Number of projects increase in
projects with successful at coverage
intervention and increasing among those

Evidence-Based Intervention/Activity complete data coverage successful
Measles vaccination 7 6 25%
Vitamin A supplementation 6 5 34%
Complementary feeding, 6-9 months 6 3 12%
Antibiotics for pneumonia 8 6 32%
Hand washing 3 3 30%
Sanitation (latrine coverage) 2 2 18%
Clean water 2 2 30%
ORT use 10 8 30%
ITN use 5 3 35%
Prompt antimalarials 3 3 23%
IPT x 1 or more 1 1 31%
TTx2 10 7 43%
Effective antenatal care 1 1 6%
Clean home delivery 3 2 30%
Exclusive breastfeeding, 0-5 months 8 8 31%

Some projects had even much larger increases in key indicators.

* HOPE/Peru raised pneumonia care seeking from 22% to 79%.

» World Vision/Cambodia improved the pneumonia care seeking from 26% to 100% and
raised Vitamin A coverage from 26% to 92.0%. This project also saw an increase in
exclusive breastfeeding, from 7% to 43% —

= WV Indonesia saw an increase in Maternal Tetanus Toxoid immunization from 0.8% to
85.3%.

= ADRA Yemen raised the coverage of measles vaccination from 12% to 60%.
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» WRC Malawi saw an increase in all three evidence-based indicators for the control of
malaria. ITN use increased 51% (9% to 60%); intermittent presumptive treatment
increased by 30% (31% to 60%); and prompt care-seeking behavior increased from 35%
at the beginning of the project to 74% at the final evaluation.

= CPI’s projects in India and Uzbekistan made significant increases in the prevalence of
hand washing and ORS use. In India, there was a 65% increase in hand washing at key
times (9% to 75%), and in Uzbekistan ORS use increased from 0% to 76%.

Results: Improved Quality and Availability of Health Services

Eighty-six percent of projects reviewed identified capacity-building objectives targeted to
health facilities, with a focus on improving quality at those sites. Nearly half of the projects
reviewed targeted the MOH at the district or provincial level with a similar focus. Table 7
summarizes the number of projects with capacity building targets at these levels, as well as
the percentage of those projects that met their targets.

Table 7: Summary of Capacity-Building Efforts to Improve Health Service Quality

Partner capacity-building target capacity-building target
MOH District/Provincial 10 (45%) 9 (90%)
Health Facilities 19 (86%) 14 (74%)

Final evaluation reports indicate that grantees invested project resources in training health
center staff, improving supervision systems for health workers, and improving supply
chain management. Specific indicators identified by grantees varied, and it was not
possible to identify a group of standard indicators that could be used for portfolio-level
analysis in this report. Highlights of grantee accomplishments are outlined below:

= In Cameroon, PLAN’s project increased from 36.3% to 69.4% the percentage of cases
seen at health facilities where the health facility staff completed correctly all the
counseling tasks.

= In the Philippines, CRS achieved improved the percentage of health facilities storing
vaccines at appropriate temperature, from 30% at baseline to 80% by end of the project.
This project also raised the percentage of health facilities with a functioning ORT corner
based on WHO standards, from 8% at baseline to 100% at the end of the project.

* In Yemen, ADRA raised the percentage of health workers following standard case
management for diarrhea treatment from 10% to 40%.

= Several projects also provided technical and logistical support for existing, although
under funded, health facility plans and activities. For example, Africare/Ethiopia
provided technical and logistic support, which included fuel, ORS and ORT material
purchase, and cold chain and motorbike maintenance.
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Almost all the recently completed projects (18 of 22) used the WHO-developed Integrated
Management of Community Illness (IMCI) strategy, which integrates community health
education for behavior change with increasing access to and quality of health services.
Grantees in some cases were actually on the leading edge of the curve for adoption of the
model. In Cameroon, for example, PLAN’s IMCI intervention preceded the government
rollout of IMCI by two years and directly supported the MOH community outreach policy
aimed at empowering communities to improve local health resources and to increase access
to health services.

Other projects helped to operationalize and refine the IMCI strategy mandated by the
national MOH. In Honduras, Mercy Corps used to great success the Honduran Ministry of
Health’s version of IMCI (known as AIN-C), which also incorporates monthly growth
monitoring and promotion. The percentage of children under two weighed in the last six
months rose from 17% to 95%. With regular attendance by the majority of families with
small children, these monthly monitoring visits could then be used as a platform for
delivering important health messages for prevention and treatment of the most common
illnesses.

For IMCI to work effectively, there needs to be a link between communities and their health
centers, and there should be concomitant improvement in facility-based health services as
well. The CPI / Uzbekistan, ADRA / Haiti, World Vision / Indonesia, and ADRA / Zambia
projects all incorporated activities to improve health worker performance. For instance, the
Indonesia project increased the percentage of health centers that had an adequate cold chain
for vaccines from 20% to 100%. In Uzbekistan, the proper case management for diarrhea
and pneumonia increased dramatically through training and strengthening of the
supervisory capacity of health center staff.

Grantee efforts to improve quality and availability of health services extended beyond
health facilities, focusing also on the capacities of the communities being served. These
efforts are outlined further below.

Results: Increased Capacity of Communities and Local Partners

Grantee accomplishments related to improved health outcomes and improved quality and
access to services are supported by a strong base of work in building the community
infrastructure necessary to support the health system. All projects reviewed for this report
worked to build the capacities of the communities they served, through strengthening
community governance structures, building capacity of local non-governmental
organizations, building bridges between community-based and facility-based providers,
and building the capacity of communities to use health information to make decisions
about managing their health needs.
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STRENGTHENING HEALTH-RELATED GOVERNMENTAL STRUCTURES

In Bangladesh, Municipality and Ward Health Committees are required at the community
level according to a government circular dated 28 November 1995, although in reality such
committees are almost non-existent.

As a result of Concern’s CSHGP grant, Saidpur and Parbatipur Municipalities are two of
the very few municipalities nationwide to have functional ward health committees —with
24 committees functioning between the two municipalities, and a number of them almost
ready to function independently with little input from Concern. This ward level committee
includes the respective ward commissioners (male and female), ward secretary, NGO
representative, a social worker from the community, a community health volunteer, a
representative from the private service providers, EPI workers from the ward, thana level
health staff working in the ward, and distinguished persons residing in the ward.

The Ward Health committees have become the successful focal point for community
mobilization, and have been a major contributor to significantly raising immunization and
Vitamin A coverage and in maintaining the achieved rates. These committees are playing a
critical role through —

= Selecting, supporting, and supervising community health volunteers;

» Supporting and supervising traditional birth attendants, who have been trained in
clean, safe delivery and referring women with danger signs during delivery and
postpartum period to health facilities;

* Organizing community-level health promotion events.

In Cameroon, PLAN built the technical and management capacity of Health Area
Committees in 27 health areas of Bertoua, Doume and Nguelemendouka health districts.
As a result of the project activities, the of health areas with joint village plans for addressing
health issues rose from zero to all 27 areas by the end of the project. The percentage of
health area committees reporting up-to-date financial records increased from 20% at
baseline to 100% by the end of the project.

BUILDING CAPACITY OF LOCAL NON-GOVERNMENTAL ORGANIZATIONS

With the help of ADRA, in the four years of its existence, the Al Mustagbal Association
(AMA) has made serious strides to becoming an important contributor to the improved
health of the people of Yemen. As early as a year into their existence, they had taken
important steps to ensuring their financial stability by writing winning proposals.
Currently, they are engaged with many international donor agencies e.g. Oxfam, GTZ. The
AMA has carried out extensive health education in three districts on immunization,
nutrition, maternal and newborn care, malaria, and diarrheal disease. They have also
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initiated many health-related activities such as conducting KAP research and becoming the
first maker and distributor of bed nets in Yemen.

ADRA focused its attention on building up the capacity of the AMA, which had formed
with the help of ADRA. While many of its staff worked with ADRA in the past and had
valuable experience, ADRA felt that more was needed to introduce a model NGO to the
project area as well as to the country of Yemen. To this end, ADRA invested in training and
improving institutional capacity and infrastructure for AMA. Trainings in management,
program implementation and evaluation and accountability to the community and donors
were held, as well as training of key staff in accounting and data management. The AMA
worked in partnership with ADRA/Yemen to implement the CS XV Project and to
encourage the sustainability of health education interventions through the local institutions.
Currently AMA carries out most of the health education activities previously managed by
ADRA.

Save the Children’s project in Bolivia, which is described in greater detail below,
strengthened the capacity of a major local NGO partner, APROSAR, to provide CB-IMCI
and to apply, document, and expand SECI and Hearth/Positive Deviance strategies to
communities outside the Wawa Sana project area. APROSAR also strengthened its capacity
to implement other communication strategies (materials development, improved
educational methods, and use of radio programming). Finally, APROSAR increased and
diversified its funding sources from nearly total dependence on USAID funding at the start
of CS-16 to only 25% today.

BUILDING BRIDGES BETWEEN COMMUNITY- AND FACILITY-BASED PROVIDERS

In Cambodia, the MOH delivers outreach services (e.g. vitamin A distribution,
immunizations) through mobile outreach teams. The Ministry of Rural Development
(MRD) also has mandated that there be Village Health Volunteers (VHVs) who perform
home visits for health education. In the wake of the devastation wreaked by the Khmer
Rouge regime, community structures are very weak in much of the country. Additionally,
the activities of VHVs and MOH outreach teams have often been less than optimally
coordinated.

At the completion of PFD’s project in Chhlong and Snoul Operational Districts, there were
410 well-trained, supported, and motivated behavior change agents that have continued
their work since the PFD activities were completed.

Realizing that behavior change depends as much on the message and the messenger, PFD’s
approach to changing behavior in Cambodia focused on establishing a knowledgeable and
motivated group of Village Health Volunteers (VHVs) that would become agents of change
within their communities. PFD’s intimate knowledge of the community allowed them to
initiate a VHV selection process that ensured that the VHVs would have the respect and
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support of key role players in the community as well as the health centers. Health center
staff was appointed as VHV supervisors, which established a direct link (and thus
established credibility for the VHVs) between the VHVs and the health center. This served
to motivate and support VHVs in their work. Intensive training to increase technical
knowledge and to affect behavior change in the VHVs took place. This last point is
important, as noted in the final evaluation, because the most effective messages of behavior
change come from a VHV who has already changed his/her behavior.

In Malawi, World Relief has adapted the CARE Group model that it has applied
successfully in Mozambique. Care Groups (CGs) are a saturation model of community
volunteers that achieve universal coverage for households with U5 children and women of
reproductive age. Every household is reached twice a month. CG volunteers train and
support mothers at the household level to adopt healthy behaviors, such as basic hygiene
and sanitation practices and prevention of common childhood illnesses by using low-cost
and culturally appropriate measures like ITNs, ORT, etc. They also promote appropriate
and prompt care-seeking behavior, and mobilize communities to increase demand for vital
MOH prevention services like immunization. Volunteers in turn receive regular supportive
supervision from paid WR staff. The role of the WR staff is gradually replaced by MOH
staff, making the structure sustainable. This project increased from 8.5% to 60% the
percentage of WRA and children U5 sleeping under a bed net; increased from 3% to 76 %
the percentage of pregnant women receiving Iron Folate; and increased from 36% to over
95% (95.4%) the percentage of women exclusively breastfeeding infants from 0 to 6 months
old.

Through CGs, community-based health information systems are established and
maintained, strengthening the MOH’s reach to the community in a sustainable manner. CG
volunteers collect vital events data from women in the households they visit, and pass this
information on to project staff who share the information with the MOH, community, and
other stakeholders. Data collected are used to influence decisions at the community and
district levels. In addition, routine surveillance data collected informs project and MOH of
disease outbreaks, allowing for timely interventions.

AKF’s project in Tajikistan emphasized training of PHC staff with the same messages and
content as the community volunteers. This assured consistency between the different
service providers and improved case management at the health center level (e.g., emphasis
on exclusive breastfeeding, ORS treatment for diarrhea, and complementary feeding for
growth faltering).
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BUILDING THE CAPACITY OF COMMUNITIES TO MANAGE INFORMATION FOR
DECISION-MAKING

Save the Children’s experience in Bolivia offers another example of strengthening
community structures for service delivery. In the midst of a rapidly changing, complex
sociopolitical and cultural context in rural Bolivia, in three districts of Oruro, the Save the
Children project Wawa Sana (“Healthy Child”) project was highly successful, having
achieved or surpassed nearly all of its objectives, in large part due to the Community
Epidemiology Surveillance System (SECI) Methodology’s powerful ability to mobilize
communities.

Key accomplishments included —

* Pentavalent-3 vaccine coverage increased from 32% to 85% in infants.

» Acute respiratory infections treated by health services and Promoters increased 224%
from 2001 through 2003 in CS-16 intervention areas.’

= Families increased their children’s fluid intake during diarrheal diseases from 21% at
the start of the program to 54% at final evaluation.®

Keys to Success—lessons learned from FOCAS/Haiti

FOCAS'’s program manager identified five keys to success that all involved strengthening multi-functional
community-based delivery mechanisms:

1) Integrated approach—both prevention measures (e.g., immunization, family planning, nutrition,
MNC) and treatment (e.g., pneumonia, diarrhea)

2) Community outreach—maximizing coverage through an annual census, community-based health
posts, and house-to-house visitation

3) Beneficiary education and informed participation—education of family caretakers through
mothers clubs, nutrition clubs, community events, leadership meetings, and one-on-one
counseling

4) Documented supervision—follow-up through quality improvement checklists, onsite spot-checks,
use of pre-tests and post-tests in education and training efforts

Training—both primary and ongoing refresher training for staff and community workers (e.g., Traditional
Birth Attendants)

* Most CS-16 communities now place health at or near the top of their agenda in sharp
contrast to prior to Wawa Sana when health was low or absent completely.

* Municipalities, communities, and health service providers learned to share and analyze
community health information to set priorities, plan, act, and evaluate progress
resulting in stronger working relationships.

4 KPC surveys, baseline (2000) and final (2004), based on verified registration on child health card.
* Bolivia National Health Information System (SNIS) data.

6 KPC surveys, baseline (2000) and final (2004).
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» At least 15 other NGOs and government health services throughout Bolivia have
adopted and adapted Wawa Sana’s SECI methodology.

SECl is seen as a very effective strategy for community mobilization as well as an important
tool in promoting the sustainability of the health intervention. Using this methodology and
health care data collected on simple forms and community maps, community health care
promoters and service providers are able to obtain information on the health conditions
relevant to the community. Communities and health workers are then able to devise
strategies and objectives for the health priorities in their community and make decisions
about how best to achieve agreed upon objectives. As a mobilization aid, this tool puts the
information for decision making into the hands of the people. It also effectively puts into
practice the Bolivian “Law of Popular Participation.” This last example illustrates the power
of putting information into the hands of community members in a form that is
understandable to them. This is a strong motivator for positive social and behavioral
change.

In Haiti, FOCAS worked with local NGOs to increase the capacity of the local community to
collect and use census-based health information to improve health status.

Through a mentoring partnership formed with Curamericas (formerly Andean Rural
Health Care), FOCAS implemented the CBIO methodology with its local NGO partners,
Mission Evangelique Internationale (MEI), and Oeuvre de Bienfaisance et de
Développement Communautaire (OBDC). This approach, pioneered by Curamericas,”
resulted in a community-based, community-oriented child survival program that utilized
home visitation through resident Community Health Agents (CHAs) to collect and use vital
health information for more than 100,000 Haitians. Most significantly, this approach allows
a program to monitor direct changes in mortality. CHAs register family members in their
communities and go door-to-door to provide a “personal prompt” for mothers and children
to attend nearby assemblies or to use health center services. With community volunteers,
they organize regular monthly “rally posts” for activities such as growth
monitoring/counseling (GMC) and immunization, as well as for health education on, for
example, oral rehydration therapy and other specific interventions. The efforts have had
very positive impact on several health outcomes as noted below.

* Decline in under-five death rates (USMR)—OBDC: Decline of 31% in 4 years (from
68/1000 to 47/1000); MEI: Decline of 65% in 4 years (from 188/1000 to 66/1000).
= Steady decline in malnutrition rates revealed in ongoing growth monitoring data.

= Proportion of children weighed six times in last 12 months has increased.
dramatically —OBDC: Baseline was 11%, 2003: 81%; MEI Baseline was 32%, 2003: 92%.

7 Shanklin, D and Sillan D. The Census-Based, Impact Oriented Methodology: A Resource Guide for Equitable and
Effective Primary Health Care. Curamericas, Raleigh, North Carolina, April 2005.
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» Proportion of children breast fed within one hour after birth has increased —OBDC
baseline (1998) was 52%; EOP was 70%; MEI baseline (98) 57%; EOP (03) was 73%.

* Oral Rehydration Therapy: 85% (MEI); 91% (OBDC) of mothers fed more liquids during
diarrhea; and about 3/4 included ORT.

* More than 2/3 of children are fully immunized before their first birthday: MEI: 67%;
OBDC: 70%; vaccination “dropout rate” has declined.
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Introduction

In FY05, the CSHGP undertook strategic efforts to position itself for making important
contributions to the implementation of proven interventions at scale. These efforts included
the integration of a program result related to scale in the CSHGP’s new Performance
Management Plan; the revision of the CSHGP’s annual request for applications to generate
more programs designed to work at scale; and the inclusion of a scale-related result in the
CSHGP’s new cooperative agreement with the CORE Group.

While these efforts are designed to ensure that future initiatives supported by the CSHGP
will make important contributions to scale, it is also notable that the cohort of grantees
reviewed for this report demonstrated some important achievements related to scaling up
interventions during the lifecycles of their projects.

This section outlines the CSHGP’s strategic initiatives related to scale in FY05 and
contributions of recently concluded CSHGP grants and the CORE Group Network
Agreement, which can serve as building blocks for future CSHGP efforts.

CSHGP Strategic Initiatives to Enhance Contributions to Scale

The CSHGP’s efforts to position itself for maximizing its contributions to scale are framed
in the context of two definitions that have emerged in recent years. In 2001, Achieving
Impact on Child Health at Scale (Mary Taylor, BASICS II) described scale as “widespread
achievement of impact at affordable cost,” noting that “increased impact requires effectiveness
(quality), sustainability (continuity, ownership) and equity (reaching the hardest to reach, usually
the poor.” USAID’s FY2004 Child Survival and Health Programs Fund Progress Report
describes a framework for tracking the development of the agency’s health interventions in
which one stage includes interventions being “scaled up to the national level (covering half or
more of a country and achieving good coverage at reasonable cost).”

In FY05, the CSHGP laid the groundwork for ensuring strong results related to scale in the
years ahead, through the activities described below:

INCLUSION OF SCALE IN THE CSHGP’S PERFORMANCE MANAGEMENT PLAN

By including a program result related to “increased scale of health interventions,” the
CSHGP has established a mechanism of accountability for itself in terms of reporting
annually to the Bureau for Global Health. Through a collaborative process that included
key stakeholders in the Bureau for Global Health, representatives from the PVO
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community, and the CORE Group, the CSHGP established the following subprogram
results® that will define its own reporting on scale in future years:

* Increased population reached through the use of strategic partnerships and networks

» Improved health systems and policies that support effective health programs and
services in government and private sectors

» Improved collaboration with USAID missions.

REVISIONS TO CSHGP REQUEST FOR APPLICATIONS TO STRENGTHEN DESIGN OF
SCALE PROJECTS

In parallel to the PMP development process, the CSHGP revised its annual Request for
Applications, integrating language and guidance in all grant categories to describe clearly
the expectations for successful applicants regarding contributions to scale. Across all
categories, applicants are now encouraged to demonstrate stronger collaboration with
USAID Missions through linking their projects with Mission-funded implementing partners
and aligning project indicators with Mission indicators. Applicants in the Standard
Category are explicitly required to demonstrate how their program will lay the
groundwork for future scale-up at the national level.

Guidance for the Program’s Expanded Impact Category was updated to ensure that
successful applicants in this category would make significant contributions to national-level
efforts to bring proven interventions to scale. A summary of the updated guidance for this
grant category is included in the text box below.

Supporting Scale through the CORE Group Network Agreement

The PVO Network Agreement put in place with the CORE Group in FY05 includes a
program result of increased PVO collaboration at country level to scale up proven public
health interventions for effective and sustainable programs. This result will drive the CORE
Group’s efforts in this area over the next five years, and the CORE Group’s FY05 activities
focused on expanding options for such collaboration among its members. The CORE Group
also advanced the thinking on potential PVO contributions to scale through the
development of a working paper entitled Scale and Scaling Up: A CORE Group
Background Paper on Scaling up Maternal, Newborn and Child Health Services. The
thinking in this paper both informed and was informed by the CSHGP’s Performance
Management Plan development and RFA revision processes, and was used to help organize
panel presentations made at the CORE Group’s Spring Members Meeting and the CSHGP’s
annual Mini-University event.

8 All subresults are defined to occur at the national level or at a significant subnational level.
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A Vision for Scale—Guidelines for Applicants in the CSHGP’s Expanded Impact Category (FY06
CSHGP Request for Applications)

(Note: Expanded Impact projects may be funded for 5 years, with up to $2.5 million for single PVO and up
to $4 million for multi-PVO programs)

Purpose and Scope: To contribute to the expansion of proven child survival and health interventions
and approaches at the national or significant sub-national level. The intention of this expanded impact
category is to support PVO applicants to collaborate closely with Ministries of Health and their key donor
and implementation partners to design and implement a child survival and health program that
contributes to the achievement of widespread 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.

Essential Elements

e Improve access to and utilization of proven maternal, newborn and child survival interventions to the
greatest extent possible within the resources available by leveraging other MOH, donor, and
implementation partner resources.

e Work in close coordination with the MOH and support MOH priorities; MOH ownership and
“mainstreaming” of interventions are key elements of the program.

e Complement and support USAID Mission priorities and strategies.

o Coordinate with a variety of partners at the national and sub-national level on the design and
implementation of the program.

e Include a community component that represents and links with community needs and strengthens
community structures (e.g., encourage community participation and representation, support
community mobilization activities, build community capacity, work with existing community networks
or groups; meaningfully engage community with the health system).

SUPPORTING LINKAGES BETWEEN CSHGP GRANTEES AND USAID MISSION
PROGRAMS TO FACILITATE SCALING UpP

As USAID Missions work at the national level to support efforts at scale, CSHGP grantees
can play an integral role in contributing to the Mission’s objectives. In FY05, several
Missions saw the value of centrally funded projects, adding funds to those projects or
continuing to support them when CSHGP funding expired.

Partners for Development, whose project in Cambodia ended in 2004, receives ongoing
financial support from the Mission to continue project activities and maintains an active
role among a PVO consortium for child survival that has formed there.

World Relief’s Care Group model, which has been highlighted in multiple settings and was
a focus of the CORE Group’s Diffusion Efforts, receives Mission support to continue
activities and reach more communities throughout Mozambique in conjunction with the
CSHGP-funded Expanded Impact Project that began in October 2004. World Relief also
received one year of “bridge” funds from the Mission to keep project activities going
between CSHGP grants.
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Concern Worldwide’s Expanded Impact in Bangladesh, which will expand its previous
CSHGP project from two to nine Municipalities in Northern Bangladesh, also receives
Mission support and is being monitored as a potential model for urban health programs in
Bangladesh.

EXAMPLES OF GRANTEE AND THE CORE GROUP’S EFFORTS TO CONTRIBUTE TO
SCALING UP

The Strategic initiatives outlined above will facilitate opportunities for documenting future
results of programs operating at scale, and learning about the processes involved in scaling
up (e.g., efforts to bring more quality benefits to more people over a wider geographical
area more quickly, more equitably, and more lastingly).’

However, a review of recently concluded CSHGP grants and ongoing activities of the
CORE Group suggest that the groundwork for scale is already being laid in many settings,
and in some cases has taken hold at a national or significant sub-national level.

PLAN’s CSHGP project played an important role in bringing IMCI to scale in Cameroon.
The project’s successful pilot of the IMCI approach preceded the government rollout of
IMCTI and directly supported the MOH community outreach policy aimed to empower
communities to improve local health resources and to increase access to health services.
The government rollout of IMCI began in 2002, with the intention by the MOH and PLAN
(and UNICEF, WHO, HKI, PSI and others) to scale up IMCI throughout the entire country
based on the results of this project (as well as the other two pilot districts carried out by
UNICEF and WHO). In FY05, PLAN submitted a successful application to the CSHGP to
implement an Expanded Impact Program with Heller Keller International and Population
Services International with a primary goal to accelerate the scale-up of IMCI and Roll Back
Malaria in Cameroon.

In Rwanda, CSHGP Grantees and the CORE Group teamed to help bring malaria treatment
to scale. Malaria is the leading cause of morbidity and mortality in Rwanda, accounting for
43% of all deaths and 40% of health center visits. But use of health facilities is low, and
many children with malaria end up dying at home, without proper treatment. To bridge
this gap in treatment, the National Integrated Malaria Control Program in 2004 teamed with
the three CORE Group PVOs who are implementing CSHGP projects to launch a pilot
program for community-based distribution of antimalarial medication in five districts.

The ongoing initiative —funded by the CORE Group, USAID/Rwanda, and the Global Fund
to Fight AIDS, Tuberculosis, and Malaria (GFATM)—aims to educate parents to identify
danger signs associated with malarial fever and treat the illness with help from a nearby

2 This definition of “scaling up” is from the International Institute for Rural Reconstruction; is also used by the United
Nations Development Program.
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community drug distributor, within hours of onset, when the chances of saving a child’s life
are at their highest. Parents are advised to seek help at a health center for more complicated
cases.

While the Rwandan government provides program oversight, the PVOs (International
Rescue Committee, World Relief and Concern Worldwide) and their local partners
implement and monitor drug distribution efforts. Community health workers, chosen by
communities and trained by health districts and their PVO partners, are responsible for
distributing the drugs.

As of April 2005, program results were promising. In the initiative’s first five months, more
than 85% of children in five districts were treated within 24 hours of onset of fever. World
Relief trained 329 local drug distributors and reported no deaths among children receiving
treatment through these distributors. From November 2004 to February 2005 in Kibilizi
District, Concern Worldwide reported that cases of children successfully treated for fever in
the community rose from zero to 795.

The International Rescue Committee (IRC) reported that, as of May 2005, 280 community
distributors in Kirehe District were treating more than 3,000 cases of childhood fever per
month.

The CORE Group supported PROCOS]I, a network of NGOs in Bolivia, to increase
collaborative efforts around C-IMCI. PROCOSI had a representational relationship with
the Bolivian government on behalf of the NGO community. PROCOSI achieved several key
results, including creating and maintaining a database and maps on the state of
implementation of C-IMCI by NGOs. A recent report stated that 26 NGOs are developing
the IMCI strategy in 161 municipalities, covering 51% of the 314 municipalities in the
country. PROCOSI also worked with other national stakeholders to develop process
indicators for C-IMCI implementation to measure progress on community health agent
implementation of epidemiological surveillance, home visits, and communication for
behavior change.

One way NGOs can achieve greater scale of proven public health interventions is by
combining their efforts in a specific country and coordinating planning, implementation
and evaluation. In Nepal, the CORE Group expanded on a strong collaborative base built
by the Polio Partners Project to support expansion of C-IMCI through NGOs. With support
from the CORE Group, CARE, ADRA, Save the Children, and World Vision developed a
strategy to expand community-based IMCI in six districts in Nepal.
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CHAPTER 5: The CSHGP Contributes
to Global Health Capacity and Leadership for
Child Survival and Health (PR 3)

Introduction

Although this is a new program result for the CSHGP, which was adopted toward the end
of the fiscal year, this report describes several examples of activities implemented by
program partners over the past year, as well as a few examples from the 22 projects
reviewed for this report that contribute to Global Capacity and Leadership in Health.
Contributions are defined through three main areas: increased technical excellence,
improved recognition and visibility of PVO work in health, and increased capacity of new
partners of the CSHGP to implement effective health programs.

Increased Technical Excellence

Since its inception, the CSHGP has developed, tested, and disseminated a wide range of
technical resources to support its grantees in implementing high-quality health programs.
These resources range from the Knowledge, Practices and Coverage Survey Tool, which
guides collection of population-based data for baseline and final evaluations, to the CSHGP
Technical Reference Materials, which provide grantees with a quick reference to the most
up-to-date technical and program management guidance for their programs. Internet-
based resources, training curricula, and U.S. and field-based learning events are also
included in the range of strategies that the CSHGP supports to foster technical excellence in
its implementing partners.

In FY05, the CSHGP sponsored many events to train PVO staff, facilitate information
sharing among grantees and program partners, and promote excellence in child survival
programming. More than 1,560 participants attended CSHGP-sponsored technical or
programmatic training events in seven countries. These included 12 seminars (a few hours
long) on new and emerging technical health issues, 15 skill-building workshops (2-10 day
training events) on important technical and crosscutting methodologies, and seven
partners” meetings to share information and develop plans and activities among partners.
In addition, the CORE Group and CSTS+ provided technical assistance to CSHGP grantees
and PVO networks. Events were held throughout the year in several different locations to
maximize attendance from various organizations. Participants in these events included
CSHGP grantees, USAID Washington technical staff, USAID Mission representatives, PVOs
and NGOs, and other stakeholders from the governmental and private sectors. A set of
tools was developed and widely disseminated to complement some of the important
training of trainers” events so that the skills could then be widely disseminated within the
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organizations and their partners. A table of CSHGP-sponsored events is included in
Appendix B.

Through the CORE Group, additional technical resources were developed to support
specific strategies and approaches that have shown promise at a small scale, but that need
further testing to determine their replicability across the portfolio and at a larger scale. In
FY05, The CORE Group held a competitive process to select and support the approaches
that demonstrably improved the effectiveness, sustainability, equity or scale of child health
outcomes and could be expanded and adopted across the child survival community. These
documented innovations, outlined in detail below, form a new coterie of “best practices” in
community-based child survival programming.

Helen Keller International: The Integration of Vitamin A Supplementation into
Community-Directed Treatment with Ivermectin

HKI staff throughout Africa saw CDTI as an opportunity to enhance delivery of Vitamin A
supplement in their project areas. Their efforts in implementing this approach in six states
in Nigeria and one district in Cameroon showed, among other things, that Vitamin A
coverage could be widely increased. In Cameroon, vitamin A supplement coverage was
77% among children 6-59 months and 90% among women post-partum, and Ivermectin
coverage increased from 70.3% to 74%. Reaching women post-partum by other
mechanisms in Cameroon had not achieved more than 20% coverage nationally.

Based on this experience, they produced a “How to Guide” in both English and French that
details costing, training, and logistics and management information system, and they
conducted dissemination workshops in Nigeria, Cameroon, and the Democratic Republic of
the Congo to train other NGOs and partners in the approach.

World Relief: Care Groups

WRC developed a guide that covers the evidence base for the Care Group model, offers
criteria to assist project managers in determining the feasibility of using this approach
within their own programs, and provides a step-by-step guide for starting and sustaining
Care Groups.

World Relief pioneered the Care Group model as part of its Vurhonga (I and II) child
survival projects in Mozambique (1995-2003). As a result of this model, by the end of
Vurhonga I, the number of children between 12 and 23 months that are up-to-date on their
immunizations increased from 37% to 93%; the number of children that are exclusively
breast fed increased from 16% to 55%; and the number of mothers who seek treatment
within 24 hours for their children who have fevers increased from 11% to 85%. Care Group
volunteers provide peer support, develop a strong commitment to health activities, and
find creative solutions to challenges by working together as a group.
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Save the Children: Partnership Defined Quality (PDQ)

Partnership Defined Quality (PDQ) is a methodology to unite equitably community
members with providers to define quality; identify and prioritize problems; and create
solutions to strengthen the quality, access, and use of services that improve the health status
for all. Save the Children piloted the approach in Pakistan, Uganda, Rwanda, Azerbaijan,
the West Bank, Georgia, and Ethiopia and developed an implementation guide with step-
by-step instructions for field use. Though the CORE Group’s support, Save the Children
developed a training supplement to the guide that enables facilitators to conduct a PDQ
training designed to equip participants with all the skills necessary to adapt and implement
PDQ in their programs.

Based on operations research conducted in Nepal, PDQ sites showed a significant
improvement relative to control sites in the number of sick children presenting for care
(p<0.005); the PDQ intervention was associated with an increase in utilization by adults
(p<0.005); and the improvements in visits by ongoing OC users in PDQ facilities was greater
than that in the control sites.

Food for the Hungry: Barrier Analysis

Barrier analysis is a social and behavioral change tool that helps program managers identify
barriers to behavior change that (if adopted) would have a significant positive impact on
the health, nutrition, or wellbeing of targeted groups (e.g., preschool children) in a project
area. The tool has been used in Haiti, Kenya, Mozambique, Ethiopia, and Bolivia to
discover key barriers to behavior change regarding breastfeeding, other nutritional
practices, latrine use, agricultural practices, HIV/AIDS behaviors, and other intervention
areas. A training guide and curriculum was formalized and used to train other PVOs in
Kenya and Washington, DC in the approach, including 53 participants from 31
organizations.

Curamericas: Census-Based, Impact-Oriented Methodology

Curamericas developed and tested a model of health service delivery called the Census-
Based, Impact-Oriented (CBIO) approach in Bolivia, Guatemala, Haiti and Mexico. The
CBIO approach is a community-based primary health care model that allows local health
care staff to better understand and treat more effectively the most common causes of
sickness and death within their communities. Because of its unique approach to measuring
community health, the CBIO methodology provides a basis to measure accurately health
service outcomes and impacts, including mortality reduction.

Evidence of the effectiveness of this approach is seen in the 31% mortality reduction in the
project area on an NGO using this methodology in Haiti, where the NGO also saw greater-
than-15% increase in the proportion of children breast fed within an hour after birth; more
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than two-thirds of children fully immunized before their first birthdays; and more than 30%
increase in the proportion of women using a modern contraceptive method.

A manual was created to gauge the appropriateness of the strategy in specific program
areas and to guide program implementation. Greater than 60% increases in the number of
children weighed in the last 6 months.

CRS: Framework for Integrated Community Approach to Obstetric and Neonatal
Emergencies

Through a grant from CSHGP, CRS Honduras implemented a safe motherhood program
aimed at decreasing maternal and neonatal mortality in rural settings with limited access to
care by strengthening the management skills of traditional birth attendants (TBAs). CRS’s
approach was based on the “life saving skills” methodology developed by the American
College for Nurses and Midwives. Two of the major accomplishments attributed to the
project include that 17% of all pregnancies in the project area were identified with some
complication or danger sign that required and resulted in a referral, and that institutional
births, a proxy for the global indicator of increased births with a birth attendant, increased
from 16 to 23%.

The CORE Group provided support to CRS to disseminate several products arising from
the project. These projects are available in both English and Spanish and include a TBA
manual, a training plan for TBAs and maternal health aides, and facilitators” guides for
training TBAs and community emergency transport committees.

Improved Recognition and Visibility of PVO Work in Global Health

The CSHGP worked to improve the recognition and visibility of PVO work in health
through project documentation, publication of journal articles, and presentations at global
fora. Twenty-nine technical documents were produced and disseminated on key child
survival and health technical issues.

In FY05, the CORE Group documented the following projects:

* MIHV and ADRA'’s family planning program in Uganda focusing on experiences
partnering with communities and district health teams;

» American Red Cross’ programs integrating a measles campaign with a bed net, Vitamin
A and Mebendazole campaign in Zambia;

= MIHV’s work improving malaria case management in Ugandan communities;

» World Relief’s lessons learned from Mozambique on community-based solutions for
effective malaria control;

* Doctors of the World’s implementation of a national tuberculosis control program in
minority communities in Kosovo;
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* Project Hope’s work with TB control in Kazakhstan and Tajikistan;
» Multiple NGO’s approaches to promoting insecticide-treated bed nets in Tanzania and
promoting home-based treatment of malarial fever in Uganda.

The CORE Group published journal articles in Global HealthLink (on management of
malarial fever in Uganda); Eurohealth (on TB control in Kosovo); and the U.S. State
Department’s E-Journal (on community-based distribution of anti-malarial medication in
Rwanda).

The CORE Group presentations to global health fora in FY 05 included a presentation at the
American Public Health Association Conference on the Roll Back Malaria movement and its
integration with C-IMCI, and a presentation by Minnesota International Health Volunteers
at the Global Health Council Conference on community-based partnerships to improve
family planning in Uganda. Additionally, the CORE Group members Concern Worldwide
and International Rescue Committee presented their work with the CSSA tool at the Global
Health Council Conference, with support from CSTS+. CORE Group member World Vision
also presented their work with the CSSA and transformational development. Finally,
CORE Group member ADRA presented information from their project in Cambodia at this
conference.

INCREASED CAPACITY OF NEW PARTNERS

In FY05, the CSHGP established a New Partners Initiative to reach out to organizations that
have not previously worked with USAID but could add value to the overall portfolio of
CSH grants. The program was designed to proactively identify potential new grantee
partners. In FY05, 12 potential new partners applied for funding, four of these were
awarded CSH grants to begin in October 2005, and 30 potential new partners were
identified who may apply in FY06. Three new partner organizations joined the CORE
Group during this time as well.

The strategic approach that the CSHGP has taken to supporting new partner organizations
holds promise for ensuring that both USAID and these organizations benefit from the
experience. While those benefits will become clearer as new partners begin full
implementation in the coming years, the experience of several grantees analyzed for this
report provide some insights into potential future outcomes. Testimonials about the impact
of the CSHGP on Concern Worldwide, FOCAS, and Partners for Development are included
in Appendix C. For each of these organizations, the CSHGP grant that was analyzed for
this report was their first experience working with USAID’s Global Health Bureau.
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Introduction

USAID’s Child Survival and Health Grants Program is making significant proven impact
on child survival and health worldwide using effective and sustainable community-based
approaches. The program also has great promise for contributing to scale at national level
in the countries in which its projects operate and, through the CORE Group and its
members, play a leadership role in representing NGO community at the national and
international levels.

This section presents recommendations based on the information presented in this report.
The recommendations in this report relate to enhanced data quality, focus of the program’s
technical interventions, increased contributions to scale, and increased visibility of the
program.

Enhanced Data Quality

The CSHGP has long been known for the rigor it requires of its projects: with technical
review and approval of detailed implementation plans, requirements for establishing
measurable indicators at baseline and measuring progress on those indicator at final
evaluation (as a minimum), and CSHGP approval of a PVO-identified midterm and final
evaluator for each program. The Knowledge, Practice and Coverage (KPC) survey has long
been the standard tool used by grantees for their population-level baseline studies. In 2000,
the introduction of the Rapid Core Assessment Tool for Child Health (CATCH)—a subset
of the indicators in the KPC tool--established a common set of standard indicators across
the CSHGP portfolio. The projects reviewed in this report reflect the first set of CSHGP
projects for which most CATCH indicators were collected at both baseline and final
evaluation.

Recommendation 1: The CSHGP should consider modifying its list of standard
indicators to fully incorporate measures of the proven life-saving interventions in the
Lancet Series, and to mirror recent updates to DHS indicators.

The analysis presented in this report, which was based on indicators linked to proven child
survival interventions noted in the Lancet Series, also coincides with recent updates to key
DHS survey modules. The analyses presented here were constrained by the fact that not all
of the grantees collected information that could be used in the calculation. To bring the
Rapid CATCH in line with the Lancet and new DHS indicators, the standardization of the
following indicators would strengthen the CSHGP’s ability to report on the overall
contributions of its portfolio of grantees:
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= Use of ORT/ORS. There is presently an indicator for increased food/fluids for last illness
episode. However, ORT use is reported by DHS, MICS, and most MOHs. It is a well-
known indicator and may be more useful.

* Pneumonia Care Seeking. There is no specific indicator among the Rapid CATCH for
ARI. Since several questions are needed for the construction of this indicator, the
CSHGP should further discuss with its partners the potential burden to grantees.
However, this indicator would prove useful for strengthening the lives saved
calculation.

* Vaccine coverage by card only and hand washing at all appropriate times. These two
indicators are a bit more stringent than is standard. The more commonly reported
versions of these are—vaccine coverage by mother’s report or card and various hand-
washing indicators that are not quite as strict as the one included in the RC. The
CSHGP should consider whether the present indicators are acceptable proxies for these
more stringent definitions.

» Vitamin A—Coverage with vitamin A is such an effective intervention that an indicator
ought to be included in the Rapid CATCH.

Recommendation 2: The CSHGP should provide guidance across its portfolio of projects
on collecting commonly accepted indicators of health services quality, while allowing
grantees the flexibility to use indicators that are relevant to their project settings.

This report illustrates important contributions that CSHGP grantees have made to improve
the quality of health services at the facility level. However, it was difficult to identify
common indicators for health services quality across the projects reviewed because there
were no common indicators for quality. It is recommended that the CSHGP, the CORE
Group, and CSTS+ work to identify a small set of health services quality indicators that
could be recommended for all grantees to track whether their activities are related to these
indicators.

Focus of Technical Interventions

This report illustrates the broad range of technical interventions in which grantees have
achieved results, and illustrates the evolution of technical focus of the program since 1985.
This evolution demonstrates the CSHGP’s flexibility in quickly adapting to emerging
knowledge in technical areas, and this year’s report suggests that present and future
grantees reexamine the focus of their maternal and newborn care interventions.

Recommendation 3: Since the Millennium Development Goal for child survival cannot
be met without a substantial reduction in neonatal mortality, the CSHGP project efforts
need to maintain and even increase their focus on the newborn.

The estimated lives saved calculation shows that in the projects under review, a modest
(4%) reduction in neonatal deaths was achieved. From the 2005 lancet series on Neonatal
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Survival, we know however, that of the 130 million babies born every year, about 4 million die
during the neonatal period,'° close to 40% of all child deaths or an estimated 450 newborn
deaths every hour, mainly from preventable causes. It is thus reasonable that we
recommend that the CSHGP and its grantees pay more attention to the neonatal period. As
illustrated in previous progress reports, PVOs have consistently increased their efforts in
maternal and neonatal health and have contributed to an increase in the coverage of
antenatal care in their intervention areas, as documented by a dependable increase of
tetanus toxoid (TT) coverage. Neonatal tetanus, which is easily preventable accounts
however only for a small proportion (= 7%) of all neonatal deaths, and the three main
causes of neonatal death remain underweight (preterm) births, infections and asphyxia.

Most (about 60%) current CSHGP projects have a maternal and newborn health component,
which is now, after the nutrition-related interventions, the intervention category which
draws the most LOE in the portfolio. The types of activities grantees presently undertake
focus on the promotion of antenatal care; recognition of danger signs by families and
communities; promotion of clean deliveries during home births; promotion of births
attended by skilled providers; postpartum care of the mother and the newborn; birth
preparedness including the promotion of birth plans with the prevision of emergency
transport; and in some projects, the promotion of home-based life saving skills.

To increase the impact of the program, projects seeking to intervene in settings with very
high neonatal mortality should be given priority for support, and PVOs should scale up
their successful activities at the community level as well as in health facilities. PVOs should
ensure that they maintain gains made during antenatal care while increasing their focus on
the delivery and the postpartum periods.

Increased Contributions to Scale

As noted in this report, the CSHGP has incorporated a focus on scale into its program in
FY05. The recommendations below are identified as the next steps in the process for
ensuring that the results of the program’s scale-related efforts maximize the strengths of the
PVO and NGO community, while also supporting USAID’s strategic direction in this area.

Recommendation 4: The CSHGP should work with its partners to position itself to
address barriers to scale that may exist at the community, district, regional, or national
levels. Inso doing, the CSHGP should consider defining its contribution to scale in the
context of the impact equation (Impact is a function of effectiveness, efficiency, scale,
equity, and sustainability).

As outlined earlier in this report, scale has been defined as widespread impact, and impact
has been defined as a function of equity, sustainability, effectiveness, and efficiency. As the

10 Neonatal Survival 1-4 million neonatal deaths: When? Where? Why? Lancet. 2005, May 28-Jun 3; 365(9474):1845.
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CSHGP works to define its role in agency-wide efforts to focus on scale, the impact
equation may serve as a useful framework for focusing the discussion on the specific role
that its grantees can play, and the balance between contributing to scale and contributing to
other factors that influence impact.

CSHGP Grantees have demonstrated that they can achieve high mortality reduction at
small scale, that they have the capacity to participate in national-level mainstreaming
efforts, and that they can partner strategically with other stakeholders to make important
contributions to the scale-up of proven interventions. There is evidence that grantees are
addressing equity issues where they work, although documentation of that could be
improved. Through the CSSA Framework, they are systematically addressing
sustainability issues.

Using the impact equation as a point of departure might inform discussions of the
appropriate guidance to provide grantees for documenting their contributions to scale.

Recommendation 5: The CSHGP, through the CORE Group, should continue to advance
the knowledge about community-based delivery mechanisms that hold promise for
going to scale, along with those that represent the “best” in community-based health
development.

As illustrated by the estimated lives saved calculation, CSHGP projects hold promise to be
highly effective with high impact. Many projects reviewed for this report substantially
improved four, five, six, even seven key indicators known to have high impact on child
survival.

While the projects under review for this report covered between 1-6% of the national child
population, new guidelines for Expanded Impact grants could yield programs that cover a
significant portion of children nationwide. CSHGP grantees, by working at the community
level, are therefore uniquely positioned to answer some of the difficult questions raised by
the Bellagio Child Survival Study Group in terms of delivering effective and equitable child
health programming at scale. Further documentation of the feasibility of such mechanisms
as CARE Groups, networks of village health committees, and community mutuelles might
be further explored. CSHGP grantees should be encouraged to document the mechanics of
the delivery mechanisms that are working at scale in their future programs, and the CORE
Group should be encouraged to further document effective community-based delivery
mechanisms, including those that might be taken to scale.

Visibility of the Program

Increased visibility of the program has been identified as part of the vision for the CSHGP
team, to facilitate access of the larger child survival and health community to the rich
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achievements, approaches, and lessons learned from the program. The recommendations
below are intended to promote strategically the visibility of the program.

Recommendation 6: The CSHGP, The CORE Group, and PVO Grantees should consider
the application of the Lives Saved Analysis from this report, as well as other strategies
that have proven feasible for community-based programs, to enhance the visibility of
PVO contributions to child health.

The templates used to calculate the predicted lives saved in this report could be powerful
tools for the PVO community in better documenting their impact and raising the visibility
of their efforts. As illustrated in this report, predicted mortality drops are large (16-34% for
the projects in the top half), and the analysis applied to these projects is most likely an
underestimate of impact —because it uses optimistic national mortality figures, does not
include incomplete data on proven indicators, and does not include other indicators that
almost certainly have substantial positive effects. In fact, as a validation check, the model
was run on the World Relief Mozambique project (Vurhonga I) that ended last year. This
project registered a directly measured 62% decline in USMR., while the lives saved analysis
estimated only a 33% decline.

It is recommended that the CSHGP further explore the strategies applied by World Relief
and others to measure impact, and that it also explore potential partnerships with the
CHERG (from the Bellagio Study Group) to make these formulas and supporting data
widely available. Skills training in these methods for CSHGP grantees could be integrated
into the CORE Group Spring Meeting, CSHGP Mini-University, or other events that are
widely attended by grantees.

Recommendation 7: The CSHGP should encourage its grantees to document more clearly
their contributions toward addressing equity in their projects.

CSHGP grantees often work in remote areas at the community level, where inequities often
have the greatest impact. Therefore, they are uniquely positioned to inform the global
learning agenda regarding equity issues in health programs from a community-based
perspective.

Presently, project data can be used to demonstrate that grantees work in underserved
regions in which their projects operate, but only anecdotal evidence is available at present
to demonstrate how these projects address the broad range of equity issues. While this
report includes examples from three PVOs addressing geographic, religious or ethnic, and
gender equity issues, the evaluation reports reviewed suggest that few grantees formally
assess equity to determine their project sites or measure equity issues over the life of the
project.
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The Bellagio Study Group raised the question of equity (Vicotra, et. al., Child Survival 4) as
an important dimension for those concerned with scaling up child health interventions.
While different strategies for measuring equity at the project level (e.g., wealth quintile
analysis) may be explored in the future, the complexity of equity issues suggests that it will
be difficult to implement a full set of tools that can measure socioeconomic, gender,
ethnic/cultural, and other forms of equity simultaneously. It is recommended that as a first
step, grantees seek to document not only what they did to address equity issues in their
communities, but also how they did it. Grantees should be encouraged to document more
explicitly equity issues and strategies they have implemented through the results highlight
page that is required in their evaluation reports.
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Appendix A: Methodology for Lives Saved Analysis

Because of the novel nature of the analysis of lives saved, the method used for this
calculation is highlighted here.

The use of the KPC tool has ensured that grantees collect quality information about the
health outcomes of their projects. However, because grantees appropriately tailor
questionnaires and indicators to project strategies and activities to fit the conditions and
needs of their specific project area, the information collected is not always completely
comparable from one project to another. For instance, immunization standards in the
countries of the Former Soviet Union dictate that a child be vaccinated for measles at 12-15
months of age. This differs from EPI standards in many other countries with projects in the
portfolio. Consequently, the standard EPI indicator of “full vaccine coverage (including
measles vaccine) by 12 months of completed age” gives a false impression of poor coverage
in places like Uzbekistan and Tajikistan. Even given these complications, indicators were
consistently defined and analyzed. This consistency promoted by the use of the KPC
allowed an analysis of impact for the first time this year, which is reported in Chapter 3 as
the Lives Saved calculation, using a methodology developed by the Child Health
Epidemiology Reference Group (CHERG). This is the same methodology used for the
calculations in the landmark 2003 Lancet Child Survival series (see References).

Fourteen of the 22 projects could be analyzed using the CHERG data sheets. The
PSI/Rwanda project was not included in the analysis because attribution of results to this

national level project is difficult; so 13 projects were included in the lives saved analysis (see
Table 8).
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Table 8: Thirteen Projects Included in the Lives Saved Analysis

Country =iV/e}

Bangladesh Concern Worldwide

Cambodia World Vision

Cambodia Partners for Development

Cameroon PLAN

Ethiopia Africare

Ghana Project Concern International

India Counterpart International

Indonesia World Vision

Malawi World Relief

Mozambique Save the Children

Philippines Catholic Relief Services

Yemen Adventist Development and Relief Agency
Zambia Adventist Development and Relief Agency

There are presently 13 different intervention areas eligible for CSHGP funding. Two of
these intervention areas—tuberculosis and family planning —have been added in recent
years. In the group of projects analyzed, there were only eleven possible intervention areas.
There were multiple projects with activities in every one of these intervention areas;
however, three of the intervention areas, HIV/AIDS, Micronutrients, and Child Spacing, did
not have activities that were included in the lives saved calculation. This was because the
only evidence for lifesaving interventions in two of these areas (prevention of mother-to-
child transmission through nevirapine and replacement feeding; zinc supplementation)
have come since these projects started. The Bellagio Group did not feel that child spacing
had enough causal evidence linked to it to include any indicator (Saul Morris, personal
communication). The other eight intervention areas each had at least one evidence-based
activity associated with it, with standard indicators.
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Calculation of Lives Saved by 13 Recently Completed Projects
Using method developed by the Child Health Epidemiology Reference Group for
2003 Lancet Child Survival Series (for full description, see Child Survival 2 reference)

o Seven diseases/conditions are known to account for the large majority of child mortality
worldwide. These are diarrhea, pneumonia, measles, malaria, malnutrition, HIV/AIDS, and
neonatal causes. All these conditions are covered by CSHGP intervention areas.

o Fifteen evidence-based activities outlined in the Lancet articles were supported by CSHGP
in this group of projects. Any one project implemented from 1 to 10 of these activities.

e Standard and comparable indicators were selected from the KPC survey to measure
coverage rates for the 15 evidence-based activities.

« Where available, the values of these standard indicators were identified from project
documentation at baseline and end of project for the 13 projects in the countries analyzed by
the Bellagio Group (minus PSI / Rwanda). The only indicators included in the calculation
were those that had a statistically significant improvement (generally > 4.0% for the 300
respondent KPC survey). Data were missing for 19% of evidence-based activities.

o Inthe few instances when there was a negative change in a coverage level, this was not
counted as lives lost, but simply treated as if there had been no change. This was done
because it is highly unlikely that worsening coverage is attributable to the project, but rather
is due to influences outside their control.

e The lives saved for each intervention is a product of the baseline number of deaths
estimated for that cause (using national level epidemiological data compiled by CHERG
multiplied by the estimated midterm under-five population from project data) multiplied by
that intervention’s effectiveness (extracted from the literature reviewed by CHERG)
multiplied by the change in coverage (from KPC data collected by the project at baseline and
end of project).

o For Water/Sanitation/Hygiene, the CHERG data (which used Esry’s 1985 meta-analysis)
were updated and the intervention effect levels from the 2005 Fewtrell meta-analysis were
used instead.

e The number of lives saved was summed from numbers estimated from all the interventions
implemented by each project and analyzed as the number of lives saved from each of the
seven diseases/conditions; by each activity; by each project; and collectively for the group of
21 projects.

« The model also takes account of the effects of malnutrition on mortality and the fact that
some interventions have effects on multiple conditions (e.g., vitamin A has effects on both
measles and pneumonia); and avoids “double counts” (i.e. one child might receive more than
one lifesaving intervention, but is only counted as being saved once).

See Table 9 for the intervention areas and the evidence-based activities and indicators
associated with them for which there was activity by at least one grantee.!! Therefore, not
all grantee activities were included in the calculation, even some that almost certainly do
reduce mortality. Other activities were not included for certain projects simply because
there was not enough information available.

11 For a full description of the methodology, see the Child Survival 2 article in the references.
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Table 9: Evidence-Based Activities Identified by the Bellagio Group and Used in the Lives
Saved Calculation

CSHGP Intervention Area Evidence-Based Life Saving Activity/Activities

Immunization Measles immunization

Nutrition Complementary feeding for 6-9 month olds

Vitamin A Supplementation Vitamin A supplementation

ARI Treatment of pneumonia with antibiotics
(prompt care seeking to an appropriate provider was used as
a proxy)
Diarrhea Hand washing

Oral rehydration salts or recommended home fluids
NOTE: Used Fewtrell 2005 Water purification

meta-analysis rather than the |Sanitation provision

Esry 198 article used by
CHERG

Malaria Insecticide Treated Nets (ITNs)

Intermittent Presumptive Treatment (IPT) for pregnant
women

Prompt treatment of child malaria case (prompt care seeking
to an appropriate provider was used as a proxy)

Maternal-Neonatal Care Maternal tetanus immunization
Effective antenatal care
Skilled birth attendance

Breastfeeding Exclusive breastfeeding, 0-5 months

Finally, Table 10 gives an analysis of reasons why the calculations of lives saved could be
either overestimates or underestimates. Taking account of each of these factors and its
probable magnitude, the overall effect is most likely to be underestimation, perhaps rather
significant underestimation. As evidence of this, a WRC / Mozambique project was
reviewed in last year’s Annual Results Review that directly measured deaths in the project
area and recorded a 62% drop in U5SMR. The model only predicted a 33% drop in mortality.
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Table 10: Summary of Possible Inaccuracies in Lives Saved Estimate

Factor

Use national child mortality
figures

Does this cause

the calculation to

be an overestimate
or underestimate?

underestimate

Comments

Project sites are generally in higher than
average mortality environments, but the
national figures are the most reliable estimates.

Missing data to do coverage
calculations

underestimate

19% of the time that an intervention was done,
there is not sufficient data available from the
projects.

Do not count activities that
probably are life saving but for
which there is not sufficient
information

underestimate

None of the 7 Micronutrient (non-vitamin A)
interventions nor the 9 child spacing activities
was counted.

Mathematical model assumes
that the increase from
baseline to final coverage was
immediate rather than a slow
rise

overestimate

This effect is probably not as large as one
might imagine. One of the projects has midterm
coverage data, showing a rather substantial
rise from baseline for a majority of its key
indicators so the rise may well be quite steep
for these projects.

Data from literature on
intervention effectiveness is
from tightly controlled trials,
and “real world” projects may
not achieve these levels of
effectiveness

overestimate

Again, this overestimate is probably small, as
most of the projects are in relatively small
areas with relatively close supervisory systems
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Appendix B: The CSHGP Increases Capacity of New Partners to
Implement Effective Health Programs

Over the past 20 years, the CSHGP has continuously sought to reach out to and include
new partners in the program, although this has evolved into a more deliberate effort in
recent years. In FY05, the CSHGP defined a “New Partner Initiative.” The result of this
initiative is that 3-4 awards (25% of total funding available) are made to new partners in
each grant cycle. The Entry/New Partner category has quickly become competitive; about
12 applications were received in FY05, and at least that number is expected again in FY06.
A “new partner” is defined as an organization that has never received development funds
from the Global Bureau or its predecessor offices. Four new partners were funded in FY05
and 04, and one new partner was funded in the previous year. The New Partner Initiative
represents a conscientious effort on the part of the program to expand its partnership base.
New partners advance the program by contributing new ideas and innovative methods of
working with populations.

The New Partner Advisor, supported by CSTS+, conducted a situational analysis that
identified barriers to new partners joining the program and made recommendations for
removing them. As a result, potential new partners have greater accessibility to the
program than ever before. The program builds the capacity of new partners through its
program cycle, which guarantees a certain level of quality in programming. In addition,
new partners must include an organizational capacity-building component in their projects.

Throughout the first year of the initiative, the New Partner Advisor contacted more than 30
organizations to assess their interest in and eligibility for the CSHGP. It is anticipated that
many of these organizations will apply for a grant in the next FY. Because of the capacity
building nature of the CSHGP, which provides thorough and constructive feedback even to
unsuccessful applicants, it was discovered that the organizations most likely to apply to the
CSHGP were those who had applied, unsuccessfully, in the past. This will create a cohort
of more experienced applicants and ultimately increase competition in and the quality of
proposals funded under the Entry/New Partner category.

Among the recently completed projects, there were three organizations new to the program
(the new partner initiative began subsequent to their awards), though one was
implementing a cost-extension grant. Including that cost-extension, two of the three new
partners have received second grants from the program. Their experiences are illustrative
of what can be expected from new partners. More information about how the CSHGP built
these organizations’ capacities is included below.

CONCERN WORLDWIDE

Concern’s first CS project was implemented in Saidpur and Parbatipur Municipalities in
Bangladesh. In submitting their final evaluation, Concern’s Child Survival and Health
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Advisor acknowledged that, with this first grant, they “truly valued [the] opportunity to
learn and grow. Greater exposure to practitioners, tools, and guidance has influenced not
only our health programs in Bangladesh, but globally.”

CWT's U.S. office is very active in the CORE Group and participates on several working
groups, including IMCI, Social Behavior Change, HIV/AIDS, and Nutrition. CWI's U.S.-
based health specialist was elected to the CORE Group’s Board of Directors mid-2003. CWI
has also worked closely with CSTS+ to measure the project’s potential for sustainability and
in testing the beta version of the electronic sustainability database. Involvement with both
the CORE Group and CSTS has enabled CWI, as a newcomer to the CSHGP, to benefit from
the collective experience of participants and gain needed technical assistance. This has
strengthened CWI’s institutional capacity around the world. CWI also benefited from
hiring a health specialist who had experience with the CSHGP and field projects. CWI has
been awarded two additional CS projects since beginning the project in Bangladesh, and
was recently awarded a cost extension to the CS project in Bangladesh.

FOCAS HAITI

This grant supported a mentoring partnership between Curamericas, an experienced CS
grantee, and FOCAS, a new partner. The original project ended in 2000, and a cost
extension application was successful. The second phase of the project ended in 2003. The
final evaluation of the second phase concluded that the CSHGP is to be commended for
supporting this mentorship program. The extensive training offered by the experienced
partner brought excellent supervision, monitoring, and evaluation to the project.
Participation in the CSHGP has built FOCAS’s capacity to implement community-based
primary health care programs. The organization’s financial accountability procedures
improved. FOCAS has increased its board development activities at both headquarters and
field level. FOCAS conducted an organization-wide assessment to fulfill the grant’s
capacity-building requirements. This resulted in the organization reviewing and revising
its vision and mission statements. FOCAS is also a member of the CORE Group.

PARTNERS FOR DEVELOPMENT

PFD believes that the CS grant contributed to institutional development within the
organization by professionalizing human resources management and financial
management. PFD designed and disseminated a project manager’s manual specifically for
CS projects. In addition, the CS project has contributed to a better understanding of the best
approaches to CS program design and implementation. The high standard of knowledge
and expertise, as well as tools and models, gained through the CS project has been applied
to other PFD programs. The CSHGP’s regular reporting requirements contributed to the
organization’s capacity to monitor continuously their work and to institutionalize
monitoring tools for community assessments, including LQAS and KPC surveys. PFD
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believes that participation in the CSHGP, in addition to raising programmatic standards,
has helped it to evolve into a learning organization. The USAID Mission continues to fund
PFD CS activities, even after the centrally funded grant has ended. PFD is a member of the
CORE Group.

New partners recognize that they have a lot to learn from and to contribute to the CSHGP.
Some of the greatest challenges stem from the rigorous reporting requirements of the
program. The New Partner Advisor attempts to guide new partners through the first year
of project implementation to ensure the quality of documentation.
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Appendix C: Rapid CATCH Indicators
PRIORITY CHILD HEALTH INDICATORS
Sentinel Measure of Child Health and Well-being

1. Percentage of children age 0-23 months who are underweight (-2 SD from the median
weight-for-age, according to the WHO/NCHS reference population)
Prevention of Illness/Death

Percentage of children age 0-23 months who were born at least 24 months after the
previous surviving child

Percentage of children age 0-23 months whose births were attended by skilled health
personnel

Percentage of mothers with children age 0-23 months who received at least two tetanus
toxoid injections before the birth of their youngest child

Percentage of children age 0-5 months who were exclusively breastfed during the last 24
hours

Percentage of children age 6-9 months who received breast milk and complementary foods
during the last 24 hours

Percentage of children age 12-23 months who are fully vaccinated (against the five vaccine-
preventable diseases) before the first birthday

Percentage of children age 12-23 months who received a measles vaccine

Percentage of children age 0-23 months who slept under an insecticide-treated net (in
malaria risk areas) the previous night

Percentage of mothers with children age 0-23 months who cite at least two known ways of
reducing the risk of HIV infection

11. Percentage of mothers with children age 0-23 months who report that they wash their
hands with soap/ash before food preparation, before feeding children, after defection,
and after attending to a child who has defecated

Management/Treatment of Illness

12. Percentage of mothers of children age 0-23 months who know at least two signs of
childhood illness that indicate the need for treatment

13. Percentage of sick children age 0-23 months who received increased fluids and
continued feeding during an illness in the past two weeks
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Appendix D: Profile Matrices of Active CSHGP Projects

(As of September 1, 2005)
Table 11: Current CSHGP Project Funding
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Table 12: Current CSHGP Project Intervention Mixes
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Table 12: Current CSHGP Project Intervention Mixes (cont.)
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Table 12: Current CSHGP Project Intervention Mixes (cont.)
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Table 12: Current CSHGP Project Intervention Mixes (cont.)
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Table 12: Current CSHGP Project Intervention Mixes (cont.)
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Table 12: Current CSHGP Project Intervention Mixes (cont.)
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Table 13: Current CSHGP Project Beneficiaries
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Table 13: Current CSHGP Project Beneficiaries (cont.)
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Table 13: Current CSHGP Project Beneficiaries (cont.)
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Appendices

Table 13: Current CSHGP Project Beneficiaries (cont.)
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Appendices

Table 13: Current CSHGP Project Beneficiaries (cont.)
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Appendix E: Poster Presented at the “Countdown to 2015" Conference.
London, Dec. 2006

13 USAID-Supported NGO Projects Saved 10,000 Lives in 4 Years:
Applying the Bellagio Study Group Methodology to Real Project Data

SAI_]im Ricca, ORC Macro and Saul Mortris, London School of Hygiene and Tropical Medicine

Bascline in

Diarhea Malaria Messkes ~ Pocumonia  Neonatal AIDS Other

Cavse of Death

Summary of Increases Abx Sanit. IPT | TT
in Coverage X pneum| wash water | use | use |malar x2 [ANC | deliv

# projects implementing

and with complete data 8

10

% projects successful at

N . 100%
increasing coverage

100% 100% | 100% | 70% | 100%

Avg. change in coverage

o
among those successful 30%

30% 23% | 31% | 43% | 6%

% Lives Saved by Specific Activity

(denominator = all ives saved)

5005109

Life of Project
(3-5 years)
Predicted Lives
,,,,,,,,,,,,,,,,,,,,, Saved

% Predicted
Mortality
Reduction

'USAID Cost

Project per Life Saved

Progress Toward Results 83






References

The Lancet 2003 Child Survival Series

Child Survival 1: Black R, Morris S, Bryce ] (2003), Where and Why are 10 Million Children
Dying Each Year?, Lancet, 361: 2226-2234.

Child Survival 2: Jones G, Steketee RW, Black R, Bhutta ZA, Morris S, et. al (2003)., How
Many Child Deaths Can We Prevent This Year?, Lancet, 362: 65-71.

Child Survival 3: Bryce ], el Arifeen S, Pariyo G, Lanata CF, Gwatkin D, Habicht JP, and the
IMCI Multi-Country Evaluation Group (2003), Reducing Child Mortality: Can Public
Health Deliver?, Lancet, 362: 159-164.

Child Survival 4: Victora CG, Wagstaf A, Armstrong-Schellenbery J, Gwatkin D, Claeson M,
Habicht JP (2003), Applying an equity lens to child health and mortality: More of the same is
not enough, Lancet, 362: 233-241.

Child Survival 5: Bellagio Study Group on Child Survival (2003), Knowledge into action for
child survival, Lancet, 362: 323-327.

The Lancet 2005 Neonatal Health Series

Neonatal 1: Lawn EL, Cousens S, Zupan ] (2005), 4 Million Neonatal Deaths: When? Where?
Why?, Lancet, 365: 891-900.

Neonatal 2: Darmstadt G, Zulfiqar AB, Cousens S, Adam T, de Bernis L (2005), Evidence-
Based, Cost-Effective Interventions : How Many Newborn Babies Can We Save ?, Lancet, 365:
977-988.

Neonatal 3: Knippenberg R, Lawn ], Begkoyian G, Fogstad H, Walelign N, Vinod KP (2005),
Systematic Scaling Up of Neonatal Care in Countries, Lancet, 365: 1087-1098.

Neonatal 4: Martines J, Vinod KP, Bhutta Z, Koblinsky M, Soucat A, Walker N, Bahl R,
Fogstad H, Costello A (2005), Neonatal Survival: A Call for Action, Lancet, 365: 1189-1197.

The Lancet 2005 Follow-up for Cost Estimation of Child/Neonatal Survival Package

Bryce J, Black R, Walker N, Bhutta ZA, Lawn JE, Steketee RW (2005), Can the World Afford to
Save the Lives of Six Million Children Each Year?, Lancet, 365: 2193-2200.

Other Key References

Progress Toward Results 85



References

Fewtrell L, Kaufmann RB, Kay D, Enanoria W, Haller L, Colford JM (2005), Water,
sanitation, and hygiene interventions to reduce diarrhea in developing countries: A
systematic review and meta-analysis, Lancet ID, 5:42-52.

Uzicanin A, Zhou F, Eggers R, Webb E, Strebel P (2004), Economic Analysis of the 1996-1997
Mass Measles Immunization Campaigns in South Africa, Vaccine, 22: 3419-3426.

Progress Toward Results 86






www.childsurvival.com



