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Abbreviations and Acronyms

ACTs

Artemisinin-Based Combination Therapies

AFP

Acute Flaccid Paralysis

AI

Appreciative Inquiry

AIDS

Acquired Immuno-Deficiency Syndrome

AMTSL
Active Management of the Third Stage of Labor

ANC

Antenatal Clinic

ARI

Acute Respiratory Infection 

ART

Antiretroviral therapy

ARVs

Antiretroviral drugs

BCG

Bacille Calmette-Guerin

BCI

Behavior Change Interventions

BHR

Bureau for Humanitarian Response

CA

Collaborating Agency

CBD

Community-Based Distributor

CDC

Centers for Disease Control

CDD

Control of Diarrheal Disease

CHW

Community Health Worker

CORE

Child Survival Collaborations and Resources Group

CORPS
Community Oriented Resource Persons

CQ

Chloroquine

CSHGP
Child Survival and Health Grant Program

CSTS+

Child Survival Technical Support

CYP

Couple-Years of Protection

DHS

Demographic and Health Survey

DIP

Detailed Implementation Plan

DOSA

Discussion-Oriented Self-Assessment

DOT

Directly Observed Therapy/Direct Observation of Treatment or Therapy

DOTS

Internationally recommended strategy for TB control consisting of 5 components (originally Directly Observed Therapy, Short-course, although current DOTS strategy is much broader now than these two concepts)

DPT

Diphtheria-Pertussis-Tetanus

DST

Drug susceptibility testing 

DTP

Diphtheria-Tetanus-Pertussis vaccine [N.B. International terminology has now shifted so that the convention is to use DTP rather than DPT.]

EBF

Exclusive Breastfeeding

EMNC

Essential Maternal and Newborn Care

EmOC

Emergency Obstetric Care

EOC

Essential Obstetric Care

EPI

Expanded Program on Immunization

FE

Final Evaluation

FP

Family Planning

GAVI

Global Alliance for Vaccines and Immunization

GDF

Global Drug Facility

GEM

Global Excellence in Management

GFATM
Global Fund for AIDS, Tuberculosis, and Malaria

GIVS
Global Immunization Vision and Strategy

GLC

Green Light Committee

HB

Hepatitis B

HI

Hygiene Improvement

Hib

Haemophilus influenzae type b

HIF

Hygiene Improvement Framework

HFA

Health Facility Assessment


HIS

Health Information System

HIV

Human Immuno-deficiency Virus

HQ

Headquarters

HR

Human Resources

ID

Intravenous Drug

IEC

Information, Education and Communication

IMCI

Integrated Management of Childhood Illnesses

IMPAC
Integrated Management of Pregnancy and Childbirth

IPT

Intermittent Preventive Treatment

IPTp

Intermittent Preventive Treatment in pregnancy

IR

Intermediate Results

IRS

Indoor Residual Spraying

ISA

Institutional Strengths Assessment

ITM

Insecticide-Treated Material 

ITN

Insecticide-Treated Nets

IUATLD
International Union Against Tuberculosis and Lung Diseases

IUD
Intrauterine Device

KPC

Knowledge, Practice, and Coverage Survey

LAM

Lactational Amenorrhea Method

LBW

Low Birth Weight

LQAS

Lot Quality Assurance Sampling

M&E

Monitoring and Evaluation

MCE

Multi-Country Evaluation

MCH

Mother and Child Health

MDR-TB
Multidrug-Resistant Tuberculosis (resistance to at least rifampin and isoniazid)

MIS

Management Information System

MNHP

The Maternal Neonatal Health Program

MOH

Ministry of Health

MPS

Making Pregnancy Safer

MTCT

Mother-to-Child Transmission

MTCT/HIV
Mother-to-Child Transmission of HIV

MTE

Mid-Term Evaluation

NACP

National AIDS Control Program

NGO

Non-Governmental Organization

NIDS

National Immunization Days

NMCP

National Malaria Control Programs

NMR

Neonatal Mortality Rate

NTP

National Tuberculosis Program

OPV

Oral Polio Vaccine

OR

Operations Research

ORS 

Oral Rehydration Solution

ORT

Oral Rehydration Therapy

PAHO

Pan American Health Organization

PEPFAR
President’s Emergency Plan for Aids Relief

PHC

Primary Health Care

PLA

Participatory Learning and Action

PMTCT
Prevention of Mother-to-Child Transmission

PVC

Office of Private and Voluntary Cooperation

PVO

Private Voluntary Organization

QA

Quality Assurance

QI

Quality Improvement

RED
Reaching Every District

RBM

Roll Back Malaria

RDT

Rapid Diagnostic Test

RFA

Request for Applications

RTI

Reproductive Tract Infection

SBA

Skilled Birth Attendance

SCM

Standard Case Management

SDM

Standard Days Method

SIAs •
Supplementary Immunization Activities
SNL

Saving Newborn Lives Initiative

SP

Sulfadoxine-Pyrimethamine

STD

Sexually Transmitted Disease

STI

Sexually Transmitted Infection

TB

Tuberculosis

TBA

Traditional Birth Attendant

Td 
combination of Tetanus toxoid and a reduced dosage of diphtheria

TRM

Technical Reference Materials

TT

Tetanus Toxoid

USAID
United States Agency for International Development

VA

Vitamin A

VAD

Vitamin A Deficiency

VCT

Voluntary Counseling and Testing

VVM

Vaccine Vial Monitor

WHO

World Health Organization

WRA

Women of Reproductive Age

Caretaker: An individual who has primary responsibility for the care of a child. Usually, it is the child’s mother, but could also be his or her father, grandparent, older sibling, or other member of the community. 

Introduction to the Technical Reference Materials

The Technical Reference Materials (TRMs) are a product of the Bureau for Global Health, Office of Health, Infectious Disease, and Nutrition USAID/GH/HIDN.  This document is a guide (not an authority) to help you think through your ability and needs in choosing to implement any one technical area of the Child Survival and Health Grants Program.  An attempt has been made to keep the language simple to encourage translation for use as a field document.

The TRMs are organized into modules that correspond to the primary technical areas and key cross-cutting areas that are central to the Child Survival and Health Grants Program.  Each module is designed to reflect the essential elements to be considered when implementing the given intervention or strategy, important resources that grantees should consult when planning their interventions.  Grantees are encouraged to download the specific modules that are most relevant to their proposed programs, or to download the entire package of TRM modules as a zipped file.  The TRMs presently include the following modules:

	Technical Areas
· Family Planning and Reproductive Health

· Maternal and Newborn Care

· Nutrition and Micronutrients

· Immunization

· Pneumonia

· Diarrheal Disease Prevention and Control
· Malaria

· Tuberculosis

· Childhood Injury and Prevention
	Cross-cutting Areas
· Capacity Building

· Sustainability

· Program and Supply Management

· Behavior Change Interventions

· Quality Assurance

· Monitoring and Evaluation 

· Integrated Management of Childhood Illness (IMCI)

· Health System Strengthening


The present TRMs are regularly reviewed and updated with input from technical specialists in the USAID Collaborating Agency (CA) community, CORE Working Groups, and USAID technical staff.  The date of revision of each specific TRM module can be found at the bottom of each page of the module.  The TRMs are updated regularly to ensure that they remain up to date and reflect current standards relevant, and useful to the PVO community.  With this in mind, we ask that each user of this document over the next year please keep notes and inform us on the usefulness of these references, information that should be amended or changed, additions and subtractions, and general comments.  This will help us keep this document alive and responsive to your needs throughout the life of your programs.  Please share comments and any (electronic) translated copies with Michel Pacqué at CSTS+, michel.c.pacque@orcmacro.com.

The 2006 edition was coordinated by Michel Pacqué, CSTS+, who is grateful for the many contributions and reviews by staff of the different Offices of the Bureau of Global Health, and many of their collaborating agencies, the CORE working groups and most of all to our PVO partners who continue to use this guide and provide valuable insight on how to improve it.

New Additions to the Sustainability Module:

	The 2006 edition of the Sustainability TRM module includes new features and updated methodology:

· Revised CSSA definition of sustainability

· Listing of available tooks to measure each framework component

· Standard strategic areas for each component

· Extended guidance on monitoring and evaluation of sustainability plan

In addition, the reference section has been updated with the most recent technical documents. 
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Sustainability has been equated with the durability of a defined set of activities or  program components or of an organization (including the PVO itself), with the aim of decreasing the level of dependency from the initial external sponsor. Sustainability has also been defined in various other ways. These other definitions have included:

· institutionalization of strategies and practices in local organizations, often MoH structures or local NGOs; 

· financial viability in order to continue activities, through cost-recovery and business development strategies; 

· empowering communities, for instance to implement essential health activities or manage and oversee health committees; 

· improving the supply and demand cycle for care services, by combining quality improvement efforts with cost-recovery schemes;
· development that meets the needs of the present without compromising the ability of future generations to meet their needs (i.e. “ecologically sustainable development”)

With this profusion of definitions, it is of crucial importance to begin this section by clarifying the definition of sustainability to be used here. Given that the focus of the CSHGP is improving the health status of a population, sustainability is used here to mean “sustainable health outcomes,” i.e., improved health status that continues beyond the end of a project (see also Figure 1 for a more complete definition). 
Anyone who has worked in health and development realizes that this definition is simple to state but difficult to achieve. This definition also implies that the only way really to know that sustainability has been achieved is to evaluate impact after a project has ended. This is not often done and so the evidence base is rather spotty for the determinants of sustainability; however, within the CSHGP, such a post-project sustainability evaluation has at least been done once, in a review of 32 PVO projects in Bolivia and Bangladesh in 2000.
 This study found that many gains were sustained, but that measurement was difficult in a complex and changing environment.  Since it was not clear what the projects had set themselves to sustain, it was difficult to judge if there had been success.
Figure 1 – The full CSSA definition of sustainability
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The literature on sustainability points to a complex array of factors that can and should contribute to the goal of sustaining health outcomes. The Seims review and the ongoing Sustainability Initiative within the CSHGP have organized thinking around several of these factors thought to be key determinants of sustaining health outcomes. This thinking continues to evolve in the present-day Child Survival Sustainability Assessment framework (CSSA), used by many CORE PVOs. The CSSA provides a useful way to organize the diversity of approaches employed in child health interventions within a systematic planning and measurement framework (for more information see:

 http://www.childsurvival.com/documents/CSTS/sustainability.cfm.). The CSSA operationalizes the components identified as important to sustaining health outcomes in the review of the field done by Shediac-Rizkallah and Bone
. It organizes a project’s contribution to a local system of actors in three dimensions (the CSSA is depicted graphically in Figure 2):

1. The health of the community and the delivery of health services to this community;

2. The capacity and viability of local organization(s);

3. The capacity of the community in its larger environment.

Figure 2 – Graphic representation and description of the CSSA
[image: image5.wmf]
Dimension I: Health and Health Services

Component 1: Health Status
Component 2: Health Services Capacity (access/quality)
Dimension II: Local Organization
Component 3: Local Organizational Capacity
Component 4: Local Organizational Viability

Dimension III: Community & Social-Ecological
Component 5: Community Capacity
Component 6: Enabling Environment

One will notice that the CSSA takes into account or subsumes the point of view of not just one but several of the bulleted definitions of sustainability listed above, and organizes them into a framework that recognizes them as dimensions contributing to the ultimate goal of sustaining improved health outcomes. Essentially, it also makes an assertion – Sustainable health outcomes (Component 1) will be achieved by improvements in the capacity and viability of key local partners (Components 2-5) working in an enabling environment (Component 6).

	The Hypothesis of the CSSA

Health status improvement (Component 1) achieved during the project will be sustainable 

· If there is improvement of the capacity and viability of key local partners (Components 2-5) 

· And these partners work in an enabling environment (Component 6)


Although the CSSA framework is used functionally like a framework for M&E system development (i.e., for planning and measuring, in this case, the key factors thought to contribute to sustainable outcomes), this framework differs from more familiar M&E frameworks in that it acknowledges complexity and takes a systems approach rather than a “linear approach.” In particular, one should note the following differences:
· The CSSA recognizes that processes that strongly influence sustainability are often non-linear. There can be interconnections, interactions, and two-way causal relations between variables. Components of the CSSA may, therefore, overlap and influence one another.
· Qualitative information is important. Although the framework eventually directs the planners to put information into a visually simple diagrammatic and semi-quantitative form (known as the “Sustainability Dashboard”), it encourages measurement of inherently qualitative information like “leadership” or “planning ability.”
The CSSA is not the only framework that can be used to plan for and measure progress toward sustainability, but whatever framework is used, projects need to be explicit and systematic. Figure 3 describes the six steps of the CSSA for developing a sustainability strategy and measuring progress. The following sections then give some more detail on these steps. Unless otherwise stated, the following sections use the CSSA framework as their point of reference, as that is the framework that was arrived at through a consensus process with CSHGP practitioners and is the framework most used within the grants program. The reader can go to the CSSA homepage for more detailed information at:

 (http://www.childsurvival.com/documents/CSTS/Sustainability.cfm).
Figure 3: The CSSA six-step process for sustainability planning and measurement
	1. Define the local system to be assessed, its vision and goals

2. Identify strategic areas / objectives for each component

3. Choose indicators to  measure progress on the determined strategic areas / objectives

4. Measure the status of these indicators, choosing appropriate evaluation tools

5. Combine the indicators and build indices to describe the situation in each component

6. Review results and modify programmatic interventions or policies


Developing a Strategy for Sustainability
Step 1a: Defining the Local System: Partnership Identification and Building
The fundamental premise of a sustainability strategy is that it concerns the future of local stakeholders without or with less of the external organization’s involvement. These local stakeholders constitute a “local system” and are composed of local health services providers, other implementing organizations, and the community.  Building for sustainability thus requires an effort to bring people and groups together and build ownership. This process ideally, starts at the beginning of a project – or even before the beginning of the project, at the planning stage.
Although international PVOs are not part of the local system, they can play a key role in the process of developing the sustainability strategy, starting by simply bringing the local stakeholders together.  They can also provide motivation, energy, experience from other projects, and an expertise in measurement and evaluation.  This is the “outside-in” dimension of Carl Taylor’s SEED-SCALE model.
 A realistic sustainability plan will start by understanding and describing the state of partnership and buy-in from local stakeholders. 
Step 1b: Strategic Planning and Visioning with Partners
Once local stakeholders are engaged, the process of team-building can be facilitated by planning around a common purpose. This is a familiar process to anyone who has planned projects using participatory methodologies. The CSSA simply asks that local stakeholders take a longer view than just “the project” or “the project period.” This is the sort of thinking that is done in participatory strategic planning exercises (for more information and references on Strategic Planning, see Management of Projects and Supplies section). CORE PVOs in conjunction with CSTS have developed several variations of a simplified visioning exercise that can be done in a brief workshop with local partners and stakeholders. This is a big picture step in which the facilitator asks stakeholders to imagine the overall “vision” for child health or for a healthy community, one that imagines all barriers removed. The idea is to think beyond a short time horizon, to begin to imagine sustainable outcomes, and to facilitate the process of partnership building. 
To complete step 1, the facilitator asks stakeholders to define goals in the three dimensions of the framework (health/services, organizational, community). These goals should be complementary and reinforce one another, contributing to the overall vision. A project may suffer from having goals in different areas of intervention that are very good individually but do not complement each other to increase the chances of sustained progress.  For example, if a key strategy is to have health promotion activities implemented by rural health committees, community competence strategies should focus on the capacity of these committees as well as their relationship to administrative authorities.

Step 2: Identify Strategic areas / Objectives
The definition of desired outcomes orients the project’s objectives and strategies/activities.  These outcomes could include the maintenance of activities through other long-term, established PVO programs; institutionalization of project activities and services in a national organization; and/or maintenance of benefits or activities by the community itself.  In each situation goals will vary and suggest different objectives in each dimension of the sustainability framework defined by the stakeholders in the local system. In any case, planners and managers need to be clear about the different project goals, objectives, and strategies/activities and ensure that they support and reinforce one another.
The thinking when planning under the CSSA framework ought to be similar to that for “traditional” planning.  Certainly, some of the components of the CSSA would be included in any project logical framework or results framework, whether there was thinking about sustainability or not. For instance, any health project will have goals, objectives, results, and strategies/activities that fall under component 1 of the CSSA (health outcomes); otherwise it wouldn’t be a health project at all! Most projects will also have objectives, results, and strategies/activities for improvement of health services (component 2). The CSSA does not ask project planners to change any of this, but rather acts as a framework to organize this thinking into Dimension I. The CSSA also asks stakeholders to expand their thinking to include not just this usual health and health services dimension, but also the organizational and community dimensions (Dimensions II and III). The essential nature of this step is to define objectives and activities/strategies that all stakeholders in the local system understand and agree upon.

The following list of questions is an illustration of the types of issues that often arise in project visioning and planning under a sustainability framework: 
· How appropriate and sustainable are service delivery and service improvement strategies (at facility or community-levels) in the context of the intervention?

· What is the project’s local capacity development plan?  What efforts are being placed in capacity building of public and civil society organizations, over and beyond technical capacity building (development of local structures and capacities, including training and supervision skills, or the capacity to operate other essential management systems)?

· If civil society partners are involved, how is the viability of these partner organizations themselves taken into account by the project (accessing, managing and diversifying financial resources, from the recovery of recurrent costs to the diversification of a funding base)?

· How will public partners (e.g. MOH) be able to sustain roles and relationships created by the project? This is the process of “institutionalization” of project-initiated improvements.
· What is the extent of the project’s efforts in community capacity building and what are its ambitions with regards to the social changes needed to enable and sustain healthy behaviors?  This can include developing the demand for services, or promoting new cultural norms in the beneficiary community.  But it can be broader reaching, by developing “community competence” in key community development issues deemed essential to creating a healthy environment.

· What synergies are created by progress on different fronts (e.g. quality of care and accountability of providers; cost recovery and economic accessibility of services; community empowerment through gender activities and management of health posts, training and equipping of community health workers, increasing participation to health management decisions, creating enabling policy conditions; etc.)?

Sustainability planning is always contextual and cannot be done in a “cookie-cutter manner.”  Planners should respond to those problems and situations that are the most important in their particular context, clearly communicating the assumptions that underlie their sustainability strategy. Examples of some context-specific questions that could be a critical importance for sustainability might be the following: 

· Is IMCI a completely accepted strategy in the country? 

· Does a key civil society partner have the acceptance of the MOH to engage in community health work? 
In these first steps of the CSSA, project planners should be thinking about the completeness of their project: Does it really include interventions in all the thematic areas under its control that could contribute to effectiveness and sustainability? For instance, if a local NGO is important in organizing communities and creating demand for key services, is there provision for strengthening their technical, managerial, and financial capacity to continue this after project period? Has this even been assessed? Is there a clear plan (and resources) to do anything about any deficiencies identified?
The CSSA asks planners to consider variables that will likely have a significant effect on sustainability, whether they are under the control of the project or no. This is especially true in Component 6 (environmental / social context). These variables are often outside the scope and control of the specific CS project and even the entire portfolio of the PVO’s local projects. The role played by other stakeholders and/or donors in supporting the sustainability of health achievements must also be taken into consideration. Using a strategic management approach (see management section), projects should attempt to specify the threats to their sustainability plans, and to propose strategies for counteracting or limiting the impact of these threats.  It is important for projects to be realistic about what they can expect to achieve, as this will help in setting reasonable objectives. On the other hand, the project should not miss opportunities to advocate for changes that may increase the chances of sustainability (e.g. join advocacy efforts so that the central government eliminates import tariffs on ITNs, making them more affordable).
Monitoring and Evaluation: Measuring Determinants of Sustainability
Monitoring and evaluation is important in any intervention. Sustainability should be no different, even though “sustainability” is not an intervention, per se, but rather one of the important characteristics of a project that depends on many or most of the project’s interventions collectively. In this sense, sustainability is similar to other collective project characteristics like equity and effectiveness. Nonetheless, any health and development practitioner knows that “We care about the things we measure, and we measure the things we care about.” So if a programmer really cares about sustainability and wants it to be paid more than lip service, it follows that a system of measurement ought to be put in place for it. To reiterate what has been said in the previous sections, sustainability has been defined within the CSHGP as “sustained or continued health impact after project completion.” Not to make too fine a point, but by this definition, anything that we measure during project period (rather than after it) is not sustainability itself, but rather those determinants thought to be important for increasing the chances of sustainability. Although the literature is spotty on evidence for the identity or relative importance of these determinants of sustainability, there is some consensus (summarized in the Shediac-Rizkallah, et. al. article cited in the introductory section) that these determinants fall into three general areas – those having to do with health services, organizational capacity, and community competency. These correspond to the set of partners that PVOs often have in a local project area to implement a project (MoH and possibly other (private) providers; other organizational partners like District Health Management Teams and/or local NGO(s); community partners like Village Health Committees and/or FBOs). So PVOs in their CS projects already have probably brought together a mix of local stakeholders that is ideal for carrying out sustainable health interventions.
It is in an effort to push forward knowledge in the field that the CSSA has operationalized the Shediac-Rizkallah synthesis of the literature into an assessment framework with three dimensions. The CSSA, then, represents our “a project sustainability hypothesis,” i.e. a distillation of those variables that the project and its local partners feel will make a difference for sustaining health outcomes. It is not prescriptive. It does not “require” a project to contain measurement of a pre-defined set of indicators. On the other hand, use of the CSSA does require that the PVO in consultation with local stakeholders
· think about factors most likely to influence sustainability in each of the three dimensions

· think about valid, reliable, and feasible ways to measure the outcomes and processes that stakeholders agree are important for sustainability
The state of the art of measurement in some of these components is more advanced than others. In particular, Dimension I (Health and Health Services) is quite advanced and indicators tend to be quite standardized. Dimension II is less standard and Dimension III even less so. In fact, the tools used for Dimensions II and III are often not termed “evaluation tools” but rather “assessment tools” to convey the sense that they are less quantitative and give information that is less comparable from one project to another. However, in each of the components of the CSSA (with the exception of Component 6), there are fairly standardized tools that have been widely used. Figure 4 is illustrative  of the tools available for measurement of each component. Many more are listed in the References.
. Figure 4 is illustrative  of the tools available for measurement of each component
	#
	Component Name
	Tool
	URL

	1
	Health Status
	Knowledge, Practices and Coverage Survey
	http://www.childsurvival.com/kpc2000/kpc2000.cfm

	 
	 
	Guide for Monitoring and Eval. Child Health Programs
	http://www.cpc.unc.edu/measure/publications/pdf/ms-05-15.pdf

	2
	Health Services Capacity
	WHO Health Facilities Survey
	http://www.who.int/child-adolescent-health/publications/IMCI/HFS.htm

	 
	 
	BASICS Health Facilities Assessment
	http://www.basics.org/publications/pubs/hfa/hfa_toc.htm

	 
	 
	Quick Investigation of Quality
	 

	3&4
	Organizational Cap & Viability
	CORE Initiative CBO Organizational Assessment Tool
	http://www.coreinitiative.org/Resources/Publications/Capacity_Analysis/CORE_Capacity_Analysis.pdf

	 
	 
	Organizational Capacity Assessment Tool (OCAT)
	http://pdf.dec.org/pdf_docs/pnack432.pdf

	 
	 
	Institutional Development Framework (IDF)
	http://pdf.dec.org/pdf_docs/pnacg624.pdf

	5
	Community Capacity
	CORE Initiative CBO Organizational Assessment Tool
	http://www.coreinitiative.org/Resources/Publications/Capacity_Analysis/CORE_Capacity_Analysis.pdf

	 
	 
	Transformational Development Indicators
	http://www.childsurvival.com/documents/csts%5CTD_CORE.pdf

	 
	 
	Mobilizing Communities for Health and Social Change
	http://www.hcpartnership.org/Publications/Field_Guides/Mobilize/html

	6
	Enabling Environment
	Perception of corruption Index
	http://www.transparency.org/

	 
	 
	Human Development Index
	http://hdr.undp.org/reports/global/2005/


Steps 3-5: Constructing the Sustainability Dashboard (Sustainability Evaluation)

Constructing the Sustainability Dashboard (Sustainability Evaluation)

So how is the measurement process done in the CSSA? After proceeding through the first two planning steps of the CSSA, one gets to all-important measurement steps (steps 3-5). Again, the CSSA asks project planners and implementers not to do anything radically different than they would otherwise do, but mainly to expand their thinking to include measurement not only of the usual health outcome and health services variables, but also organizational and community level variables. Steps 3-5 of the CSSA involve the process of 

· Step 3: Pick those strategic areas important to contributing to the goals in the various dimensions.
Figure 5 – Standard Strategic Areas for Each of the Six Components of the CSSA

	#
	CSSA Component
	Strategic Areas

	1
	Health Outcomes / Status
	Health Outcomes measured in KPC/ Rapid CATCH

	2
	Health Services Capacity

(Access / Quality)
	1. Essential inputs (finances, supplies, personnel) 

2. Health worker knowledge & training

3. Supervision

4. Health information system

5. Health worker performance 

6. Health system outputs (Client satisfaction, etc.)

7.    Access & Availability

	3
	Organizational Capacity


	1. Legal structure and governance

2. Organizational leadership 

3. Human resources

4. Application of technical knowledge

5. Management systems and practices

6. Financial management

7. Constituency empowerment

8. Program results

	4
	Organizational Viability


	1. Financial resources

2. Organizational autonomy

3. Organizational learning

4. Networking and external relations 

5. Institutionalization of new processes

	5
	Community Capacity


	1. Capacity of Community Based Organization(s)

2. Level of community organization

3. Comm. participation (including marginalized)

4. Community knowledge and attitudes

	6
	Enabling Environment
	1. Health System Factors

a. Supportive technical policies

b. Personnel policies and staffing

2.  2. General Governance

a. Citizen Voice and Govt. Accountability

b. Political stability and lack of violence

c. Governmental effectiveness

d. Control of corruption 

3.  3. Human development 

a. Economic Development

b. Education

4. Sociocultural Factors / Cultural Values

a. Gender Equity


A standard list of Strategic Areas is included in Figure 5.  There are indicators to measure these strategic areas that are included in the commonly used tools listed in Figure 4 and the References.

· Step 4: Pick indicators and measure the level of achievement in the chosen strategic areas. These indicators can come from the standard tools listed in Figure 4 and the References or can be agreed upon by local partners. In any case, they should be valid, reliable, and feasibly collected.
· Step 5: Combine the chosen indicators in each component into indices. This last step is not completely necessary, as the level of each individual indicator can be presented as is, but this step helps to put the data in a form that is more easily communicated to both internal and external stakeholders. Also, when combined this way, it can give a visual sense of the “balance” that is necessary for sustainability. That is, is Health Status (Component 1) balanced by the level of capacity and viability of local partners (Components 2-5) and a reasonably enabling environment (Component 6)? If so, then the health gains are more likely to be sustained. If not, then more attention needs to be paid to the component(s) that are lagging. In order to do this, all indicators need to be made into ordinal data, i.e. scales, that vary from 1-5. Much of the data gathered from standard tools for Components 3-5 will already be in this form and can be graphed directly. But numerical and percentage data will need to be transformed into such scales. In order to do this project personnel will need to agree as to what level of attainment for each measured variable is equivalent to Poor (1), Emerging (2), Intermediary (3), Promising (4), or Strong (5). Then the variables are grouped into these categories and an unweighted average is computed. These indices are then graphed. The product of step 5 is termed the “Sustainability Dashboard.” Figure 6 on the next page shows two examples of Sustainability Dashboards, i.e. the data combined as indices for each of the components of the CSSA. In Project 1, the level of health status and organizational viability are more advanced than the level of the other components. The PVO may, therefore, want to pay more attention to capacity in these other areas. In Project #2, all components are at a low level of attainment. If this is a baseline measurement, then this is appropriate and will be addressed by the project.
Figure 6 – Examples of Sustainability Dashboards 
See the presentations from the CSSA workshops on the CSTS Sustainability homepage in the references for more detail on steps 3-5 and construction of dashboards.

a. Project #1
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b. Project #2
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Step 6: Review results and modify programmatic interventions or policies

The sixth and last step of the CSSA actually brings us around full-circle in terms of the planning-evaluation cycle. It is not a measurement step at all, but rather requires that project planners take account of the data gathered and discussed in the previous five steps, and analyze if any project interventions are missing or need to be modified. As one is examining the project’s interventions for adequacy, one should also examine the project’s M&E system for completeness and correspondence to the potentially modified Results Framework at this step. The following are illustrative questions for analysis of the M&E system with an eye to its measurement of sustainability:  

· How will organizational and community capacity be evaluated? 
· Are there project activities (and process indicators for these) that will lead to these capacities?

· Is there a feasible and reliable way to collect the needed monitoring information on a regular basis?

Monitoring (as Opposed to Evaluation) of Progress Toward Sustainability 
What does the Sustainability Dashboard show? Components 1 and 2 show a snapshot of the level of health and health services at the time the CSSA was applied, which is what any project manager traditionally wants to show, the CSSA notwithstanding. But the Dashboard also gives a graphical representation of the state of organizational competence/viability (components 3/4), community competence (component 5), and the level of enabling environment in which the project is working (component 6). The data shown in the dashboard, in other words, is quite “high level,” akin to what we think of as outcomes. This is borne out by the fact that most PVOs use some selection of KPC data for component 1. The data in the other components of the dashboard ought to be at the level of outcomes as well, e.g. organizational performance (e.g., diversification of financial portfolio, competency to manage projects), community competence (e.g., level of leadership, level of ability to plan or implement projects). This is the level of variables that one includes in an evaluation. Such variables are complex and difficult to measure. They are crucially important and are traditionally measured only two or three times in the life of a project: at project baseline and end and possibly at mid-term. These are the moments when PVOs have usually constructed their Sustainability Dashboards.

So if the Sustainability Dashboard gives a representation of data at the level of program evaluation, then what about the data that project managers measure on a more regular basis? What happens in between these moments of discrete application of steps 3-5? How can a project manager reliably measure progress toward the sustainability goals on an ongoing basis throughout the project? First of all, one should be realistic about the progress that can be achieved in the short term (i.e., monthly, quarterly, annually) in terms of sustainability determinants. That said, just as any M&E plan includes more than indicators for evaluation of outcomes, the measurement process for sustainability should include provision for regular monitoring of the process indicators that contribute to the outcomes to be evaluated and presented in the dashboard. It is best if these are included directly in the Project Monitoring Plan, rather than in some separate and possibly parallel “sustainability plan.” That is, achievement of sustainability then becomes an integral part of the ongoing activities of the project.

The following are illustrative examples of the sorts of processes that can be monitored in the components of the CSSA:

· Component 1 (Health Outcomes) is a special case because it is the heart of a CS intervention and should already have a string of outcome and process indicators associated with it in any M&E plan devised, with or without reference to a sustainability framework.

· Component 2 (health services capacity): trainings in clinical IMCI conducted, supervisory visits conducted

· Components 3/4 (organizational competence/viability): fundraising events held, management trainings held, supportive supervision visits conducted

· Component 5 (community capacity): number of village health committee (VHC) meetings, coordination plans developed with health centers, number of VHCs filing their monthly reports on time.

· Components 6 (Enabling environment) also represents a special case. Component 6 includes variables that are usually outside the scope of a CS project (e.g., girl’s education, family income, political stability). The PVO or other project partners/stakeholders may have other projects that address these concerns, but these areas will not often be part of a CS project as opposed to activities under the other components of the CSSA. This is not to say that these are not crucially important for sustainability, but given that these are areas in which the project will not intervene, it is best to pick data for the Sustainability Dashboard that is easily obtainable from secondary sources so that staff does not use time collecting data that will not be used for the project interventions. It is unlikely that monitoring level data will be available from these secondary sources, and so Component 6 data is likely only to be checked at two or three discrete moments in the project.

The Future for Sustainability Planning and Measurement
The CSSA is not the last word in sustainability measurement, and it is constantly evolving. It is through its use that refinements are suggested and made. It is hoped that it is through data collected from projects’ expanded M&E frameworks and Sustainability Dashboards that more will be learned about those determinants that are the most important for sustaining project outcomes. Practitioners using the CSSA are encouraged to participate in the community of users and contribute their experience to the evolution of best practices in the fields of sustainability planning and measurement. They can do so by joining the Sustained Health Outcomes (SHOUT) email group (contact Jim Ricca James.G.Ricca@orcmacro.com or Jennifer Yourkavitch Jennifer.M.Youkavitch@orcmacro.com at CSTS+ about joining the group).
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Introduction
Many of the references listed below are now web-based and contain their highlighted (in blue) “hyperlinked” website address.  To access them, use an electronic copy of this document (which you can access from the CSTS website: http://www.childsurvival.com/documents/usaid.cfm). Simply click on the blue highlighted website address of the reference that you want to find in this document, and you will automatically be connected to that site/reference online.  Another option is to manually cut and paste/or type in the website address for the reference you want to find from this document.

Some of the references still remain available only in hard copy, and an attempt has been made to provide information on how to obtain them.  All documents published under USAID-funded projects can be obtained from USAID’s Development Experience Clearinghouse (DEC), http://www.dec.org. The order number of each document begins with PN- or PD- and appears in parentheses at the end of the citation.

This reference list is by no means the last word on any of these interventions or cross-cutting strategies.  This annex cannot possibly be exhaustive, but rather can help steer the user in the right direction when researching these areas.

This is a dynamic list, as are the TRMs in general.  We ask that throughout the year you provide us with information on the availability and usefulness of each entry, as well as additional resources that you think should be added to this list, as appropriate, so that next year we can continue to update it.  Please send comments and recommendations to Michel Pacqué at CSTS+ Michel.C.Pacque@orcmacro.com.
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Essential References

Several references deserve particular emphasis as comprehensive sources of information:

· The Sustainability Initiative page on the CSTS+ website: http://www.childsurvival.com/documents/CSTS/Sustainability.cfm 
One can download a summary document on the CSSA and its Application by CSHGP practitioners: Lessons Learned from Applying the CSSA Framework to Seven Maternal and Child Health Projects, September 2004. This site also has background articles and workshop presentations to help understand the rationale for and application of the CSSA. 
· Abrar A. Kahn and Lisa Hare. 2003. Sustaining the benefits: a field guide for sustaining reproductive and child health services, CEDPA. This manual deals with planning for sustainable reproductive health services. It deals with service approaches, institutional sustainability assessment for NGOs, financial and cost issues. This is also accessible on the web at
http://www.cedpa.org/content/publication/detail/750
List of Specific References
References are organized according to the three dimensions of the CSSA framework.  Organizational capacity assessment tools, for example, can be found in Dimension II; while community capacity assessment tools are listed under Dimension III.  
Dimension I: Health and health services

Component 1: Health status
Component 2: Health Services Capacity (access and quality)

Dimension II: Local Organizational Dimension

Component 3: Local Organizational Capacity
Component 4: Local Organizational Viability

Dimension III: Community & Social Ecological Dimension

Component 5: Community Capacity
Component 6: Enabling Environment
Dimension I: Health and Health Services 

References helpful for both health status and health services components
· MEASURE presents a “Compendium of Child Survival Monitoring and Evaluation Tools,” addressing health outcomes as well as quality of services and supervision, etc. http://www.cpc.unc.edu/measure/publications/html/ms-00-08.html
· USAID’s Development Experience Clearinghouse has a page of Evaluation Publications, including the useful TIPS series, which provides guidance on using the Results Framework, measuring institutional capacity and the general quality of indicators and performance measures. http://evalweb.usaid.gov/
· “A Guide to Monitoring and Evaluation of Capacity-Building Interventions in the Health Sector in Developing Countries” (LaFond A and Brown L. March 2003. MEASURE Evaluation Manual Series, No.7.) offers practical guidelines for measuring capacity in the health sector at different levels, including at the community level.  http://www.cpc.unc.edu/measure/publications/pdf/ms-03-07.pdf
Component 1: Health Status
· The KPC (Knowledge Practice Coverage) Survey, including the 13 Rapid CATCH subset of indicators is the most commonly used health survey of the CS PVO community. http://www.childsurvival.com/tools/surveys.cfm 

· MEASURE DHS+ provides Demographic and Health Survey indicators across a large number of countries. http://www.measuredhs.com 

Component 2: Health Services Capacity (access and quality)
· In 1999 the CORE Group did an analysis and comparison of the most commonly used health facilities assessment tools available at the time. The analysis table with links is available on its web site. http://www.coregroup.org/tools/monitoring/HFA_table.html 
· BASICS II developed a commonly used tool for health facilities assessments. It is available at http://www.basics.org/publications/pubs/hfa/hfa_toc.htm
· WHO has recently developed a tool for measurement of the quality of child health services that is similar to the BASICS Integrated Health Facilities Assessment tool and is based on Integrated Management of Child Illness (IMCI) protocols http://www.who.int/child-adolescent-health/publications/IMCI/HFS.htm
· The Quality Assurance Project (QAP) presents tools for monitoring the quality of care at the Primary Care and Hospital level, and many resources on quality improvement and evaluation. http://www.qaproject.org/
· The Partnership Defined Quality (PDQ) process is described in a document made available by the CORE Group’s Diffusion of Innovations initiative. This process helps to link health facilities to the communities they serve. In the process, it uses quantitative secondary data from health facilities as well as facilitate the construction of indicators to be tracked. The indicators are likely to be context-specific and not necessarily internationally comparable. But the process has been used in many places and proved useful for improvement of clinical services. http://www.coregroup.org/diffusion/Save_PDQ_Facil_Guide.pdf 
· EngenderHealth has Quality Assessment / Quality Improvement tools for FP/RH and CS services, using the Client-Oriented Provider-Efficient (COPE) method: handbook, self-assessment guides for Reproductive Health Services, Child Health and Maternal Health Services Community COPE® is a participatory process and set of tools designed to help health care workers build partnerships with community members in order to improve local health services http://www.engenderhealth.org/pubs/pubslist.html#quality

Dimension II: Local Organizational Capacity and Viability
Jerry VanSant of the Duke University School of Business has developed a taxonomy of the various domains of organizational capacity and viability (what her calls “sustainability”). He compares several commonly used tools and shows whether and how they include each of these domains:
http://www.ngomanager.org/vansantarticle.htm
References helpful for both local organizational capacity and viability

Some tools measure both capacity and viability of organizations. Some are geared more toward NGOs and others more toward governmental organizations (i.e. District Health Management teams):

· Sustaining the benefits: a field guide for sustaining reproductive and child health services. (Abrar A. Kahn and Lisa Hare. 2003. The CEDPA training manual series.)  focuses on the sustainability of services through Social Enterprises.  It deals with service approaches, institutional sustainability assessment for NGOs, financial and cost issues.  http://www.cedpa.org/content/publication/detail/750
· PACT’s Organizational Capacity Assessment Tool (OCAT) is outlined in the TIPS document on Organizational Capacity Assessment available on the Development Experience Clearinghouse (DEC): http://pdf.usaid.gov/pdf_docs/PNACG612.pdf
· Management Sciences for Health (MSH) has a number of resources on organizational assessment and organizational sustainability assessment and planning, geared for governmental health services. Most can be accessed through the Health Manager Toolkit http://erc.msh.org/toolkit/ The MOST (Management and Organizational Sustainability Tool), MDA (Management Development Assessment), and CORE (Cost Revenue Analysis Tool) are some very useful tools.
Component 3: Local Organizational Capacity
· Partnering to build and measure organizational capacity is a useful resource for PVOs interested in organizational capacity assessment; it provides guidelines and a review of five different tools.   Christian Reformed World Relief Committee. Partnering to build and measure organizational capacity: Lessons from NGOs around the world. 1997. [2850 Kalamazoo Ave. SE, Grand Rapids, MI 49560, USA.  Ph: (616) 224-0740 Fax: (616) 224-0806] 

· The Organizational Capacity Assessment Tool (OCAT) is presented in detail as an annex to USAID Center for Development Information and Evaluation’s TIP N.15 “Measuring Institutional Capacity” http://pdf.usaid.gov/pdf_docs/PNACG612.pdf
· CSTS’s Institutional Self-Assessment methodology, targets the organizational capacity of a PVO in its support and guidance to field based health programs.  It has also been adapted in the field to assess a PVO Program Office capacity to support a local partner. http://www.childsurvival.com/tools/project_planning.cfm 

Component 4: Local Organizational Viability
· The Department of Reproductive Health and Research (RHR) of the World Health Organization has costing tools, “The Mother-baby package: Costing spreadsheet.” (Some tools do not provide indicators, but may be used in developing some by assessing on cost issues.) http://www.who.int/reproductive-health/economics/intro.html#Resources%20required 
· Partnerships for Health Reform (Abt Associates) developed several data collection instruments for various cost studies of maternal health services in Africa. These are described in the executive summary of their report: http://www.abtassociates.com/reports/ES-2000230338609_35062.pdf
· EngenderHealth offers a Cost Analysis Tool: Simplifying Cost Analysis for Managers and Staff of Health Care Services. This is a tool health care staff can use to measure the direct costs of providing specific health services. Includes a description of the process, as well as a simple manual and computer worksheets to measure the costs of staff time and supplies used in the provision of a particular service. Results can be used to improve the efficiency of service delivery and to adjust user fees for services. http://www.engenderhealth.org/pubs/pubslist.html#quality

Dimension III: Community and Social/Ecological Environment
Component 5: Community Capacity
· The Health Communication Partnership has developed a guide for “Mobilizing Communities for Health and Social Change.” The guide includes a measurement instrument suggested for measuring community capacity http://www.hcpartnership.org/Publications/Field_Guides/Mobilize/htmlDocs/cac.htm 
· World Vision has field-tested Transformational Development Indicators in 43 sites and 21 countries, looking at Community Capacity issues.  The Measurement section of the CSSA presentation chapter presents examples of strategic areas assessed, indicators and performance criteria. An introduction to this method is available through the CORE Group Diffusion of Innovations initiative: http://www.childsurvival.com/documents/csts%5CTD_CORE.pdf
· Unfortunately lacking in a developing country perspective, "Measuring Community Success and Sustainability" is a workbook describing a process to help communities learn how to measure the local impacts of development processes that enhance community sustainability http://www.ncrcrd.iastate.edu/Community_Success/about.html 

Component 6: Enabling Environment
· The World Bank has a very comprehensive website on governance and corruption. This reviews issues on measurement, as well as providing comparable country level data, methodological issues, and information on the correlation between these measures and outcomes: http://www.worldbank.org/wbi/governance/pubs/govmatters4.html
· USAID’s New Partnership Initiative (NPI) Strategic Framework represents the set of results that are necessary to achieve more effective response by civil society, business and democratic local governance in collaboratively addressing development challenges. A resource guide is available. http://www.usaid.gov/pubs/npi/npiresrc.htm 

· Transparency International publishes comparable country level data on the “Perception of Corruption Index.” Each year they publish an annual report. The 2006 report is specifically on the health sector and is available at: http://www.transparency.org/publications/gcr/download_gcr#download
· The Center for Global Development published a Working Paper entitled “Governance and Corruption in the Public Health Sector.” This paper outlines a number of the issues related to good governance in the health sector (e.g. informal payment for services, absenteeism, etc.): http://www.cgdev.org/content/publications/detail/5967
· The Millennium Development Goals provide indicators at the national level (actually including global health outcomes indicators also). www.developmentgoals.org 

· The Child Rights’ agenda also addresses both health and global issues affecting the wellness of the child. www.crin.org/resources/infoDetail.asp?ID=1756 

· MEASURE DHS+ includes policy and political commitment indicators in its HIV/AIDS Survey Indicator database. http://www.measuredhs.com/hivdata/ind_tbl.cfm 

· The United Nations Development Program (UNDP) has resources on capacity building and its assessment, generally focusing on larger systemic issues (governance, poverty, public sector). http://magnet.undp.org/cdrb/DEFAULT.htm 
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Sustainability is “ongoing improved health outcomes.” This is achieved by a project contributing to improving conditions that enable individuals, communities, and local organizations (governmental and non-governmental) to achieve a desired health outcome.  The project’s contribution can include improving the ability of local organizations to implement and manage, developing mutual relationships of support and accountability, and decreasing dependency on insecure resources (financial, human, technical). As this occurs, local stakeholders should become better able 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 within the larger local context (i.e. an enabling (or not) environment).  It is ultimately their coordinated interactions and efforts, based on their own understanding of their health and development needs, which will lead to lasting health improvements.





This definition acknowledges the loss of control over local processes that occurs when a project ends.  Even during project period, in a partnership model, the immediate determinants of sustainability - role definition of local partners, implementation, and coordination – are outside the full control of a PVO.  The responsibility of a PVO is not lessened by recognizing this lack of complete control.  PVOs are in a critical position to improve key conditions in the local system where they intervene, if not directly, then by helping local communities and stakeholders address these conditions.
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Key Points Concerning Sustainability


Improved health outcomes is what we seek to sustain (programs, activities and institutions are merely means to accomplish that goal in a changing and complex environment).


Who owns tomorrow?  Think in the local system, and work with others to complement, not compete.


Plan for sustainability now (ideally at the beginning of a project)!


Be accountable. Define contextually-realistic objectives with your partners.


Assess in order to know where you start, and evaluate to show how far you have gone. Monitor progress along the way.


Find synergies between areas of intervention


Balance process and results.
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