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	STATIC CHANNELS 


	Channels
	Description / Tips /
Examples in CARE
	Pros / Strengths /
Contextual Appropriateness
	Cons / Weaknesses /
Context Limitations

	Staff receive and record feedback and complaints face-to-face
	Staff are approached by individuals directly in the field

Requires all staff to be trained on good listening and facilitation skills and are familiar with how to log complaints (ideally through a digital device) and how to process them. 

Requires basic training on programs and Frequently Asked Question for all staff.

CARE Examples:
Everywhere

	Allows for a rapid response to urgent questions and referral and can resolve many issues immediately.

Can reveal unintended effects of programs that fall outside monitoring rubrics.

Gender, age, disability inclusiveness:
Can allow access for illiterate people, people with limited mobility, persons with sensory impairment and children

Need to have gender balanced team. 
	Staff may find the need to record the complaints and feedback time consuming and arduous and see it as a distraction from the task they are trying to complete.

Staff might think feedback and complaints means poor performance of their work and be reluctant to share and process.

Gender, age, disability inclusiveness:
Existing power dynamics within the communities might limit the capacities or willingness of marginalised individuals to approach field staff

	Suggestion, Feedback & Complaints
Boxes






	Locked boxes are available in the community for individuals or groups to drop in written messages (free text or specific forms). 

The locations of the boxes are decided in consultation with community.

Boxes can be fixed and permanent or mobile (for example when brought at distribution points)
Requires collection and handling protocols (eg The boxes are opened weekly by at least 2 persons).

Impartiality of the persons who open the boxes needs to be considered (preferably not only staff implementing activities but also rather MEAL team).

CARE Examples:
Afghanistan, Bangladesh, Cambodia, Chad, Ethiopia, Greece, Iraq, Jordan, Nepal, Peru, Somalia, Syria, Timor-Leste

CARE should systematically have feedback boxes available in its offices for staff placed in secure and confidential areas such as the washroom.


	Fairly easy to implement in small-scale responses. In large-scale responses, complements other channels. 

Boxes could be place in the community over a long period of time and generally allow a stakeholder to report whenever they choose.

Allows for anonymous complaints that can reveal otherwise undetected issues and concerns such as sensitive claims. 

Low running costs.

Gender, age, disability inclusiveness:

Boxes can be put in various locations including women only spaces.

Pictorial forms can be made available for illiterate person to share feedbacks.

	Not ideal for urban, dispersed, or large camp settings unless multiple boxes can be managed well. 

Depending on where the box is located there can be an opportunity cost to providing feedback. 

The box must be in a prominent position but this means that the privacy of those providing the feedback is also compromised. 

Very often feedback placed in suggestion boxes is anonymous even if the content is not sensitive. This makes it impossible to respond directly to the individual or to investigate the precise details. 

In area where several agencies are active, it might be difficult to know if the feedback relates to CARE or someone else. 

Gender, age, disability inclusiveness:

Low literacy and low mobility can be an obstacle to access the boxes, especially for women and girls (limited mobility due to cultural restrictions or due to competing income generating or domestic activities could prevent them from accessing the boxes.

Persons with sensory impairment may not be able to access the box or provide feedback. 

Children are also largely excluded from accessing this mechanism unless they are older and attending school where a box can be located. 

	Hotline Managed In-House


	A dedicated number is available for individual(s) to call CARE directly.

Requires several male and female dedicated trained staff available with appropriate language, inter-personal, listening, and dialogue skills for picking-up incoming calls during designated times. 

Requires standards answers and processes for responding and logging feedback and complaints (for eg Frequently Asked Questions protocols). 

Requires negotiations with the local mobile network provider(s) for a toll-free number to ensure access and sustained user engagement.

Minority languages must be considered. 

Can include “call-out” function to reach people back in case of missed call or to respond and follow up to previous calls. 

Note: Can also be used to proactively solicit feedback and complaints from beneficiaries when their phone number is available

CARE Examples:
Afghanistan, Bangladesh, Cambodia, Chad, Ethiopia, Greece, Iraq, Jordan, Nepal, Peru, Somalia, Syria, Timor-Leste


	Good option for remote & restricted contexts, large-scale responses and where mobile coverage is high and mobile use is not restricted. 

Often preferred by people who want to speak to someone. 

Allows for a rapid response to urgent questions and referral and can resolve many issues immediately. 

Can be used for staff to report directly feedback and complaint they receive from the field during their routine jobs.

Gender, age, disability inclusiveness:
Phone conversations reduce the need to travel to a mechanism (such as boxes or desks) which can be good for individuals with low mobility.

	Impartiality of the person who answers the line needs to be considered (preferably not a staff implementing activities but rather MEAL team).

Mobile network access can vary over time and across different regions, particularly in conflict situations. It also requires that people have access to electricity to re-charge phones.

The traceability of calls can be a barrier to those wishing to report something confidential or breach of code of conduct/fraud.

Cost implications for phone contract which can be quite high to set up a toll-free number.

Female staff answering the hotline might face harassment.

Gender, age, disability inclusiveness:
Marginalized community members (such as women and children) might have limited access to mobile phones, preventing them to reach the hotline without negotiation with the owner of a phone (usually men).

In cases where the complainant does not control the phone, raising sensitive complaints in this way can cause further risk/harm. 

People with sensory disabilities may find it hard to access the phone or hear. 

	Hotline with External Service Provider


	A dedicated number is available for individual(s) to call a call center company representing CARE.


	Same as above. 

Less risk from staff turnover because external service provider bears responsibility for training call center operators. Decreases the pressure on staff. 

Staff respond to urgent, sensitive and complicated queries that cannot be answered by operators.
	Same as above. 

Cost effectiveness depends on negotiated fees. 

Can be perceived as detached from the agency, an insufficiently direct channel. 

Confidentiality and use of personal data can be an issue. 
Same limitations as above apply. 


	Help Desk 


	Desks or hubs are set up in the field with designated operating hours and are staffed by trained local volunteers, partners or staff. 

Requires several male and female dedicated staff available with appropriate language, inter-personal, listening, and dialogue skills to communicate with visitors. 

Requires training, mentoring and supervision for the volunteers or staff. 

Non-financial retribution (visibility items, etc) provides incentive and symbolic power to volunteers to increase their implication in the FCM

High resource investments on data entry and analysis in-house if complaints and feedback are recorded manually at the helpdesk. 

Compulsory in some context when CARE is in charge of site / camp management

CARE Examples:
Tchad, Somalia, Bangladesh, 

	Most appropriate to set-up alongside aid distributions. Provides easy access for participants who attend the distribution. 

Complements post-distribution monitoring and alerts program staff to targeting and other issues. 

Provides face-to-face contact which is often preferred by community members. Many issues can be resolved immediately.

Gender, age, disability inclusiveness:
Community helpdesk staff or volunteers should be gender balanced with opening hours that fits women daily schedule to facilitate the access for women and girls

	For large scale responses multiple simultaneous help desks can be needed if more than one distribution occurs at the same time. 

When working with volunteers, the question of financial retribution of the volunteers needs to be looked at. Risk of high turnover or low implication if no retribution at all but limited sustainability of the committees if financial retribution is given.

Requires a literate help desk volunteer / monitor to record feedback. 

Gender, age, disability inclusiveness:
Given that women and girls have restricted mobility in some contexts they may not attend distributions and therefore do not have the opportunity to access the helpdesk

	Community committees
	Individuals from the community are selected or elected to form a committee in charge of collecting feedback and complaints and share them with CARE and partners

It requires considerable time to set-up, sensitize orient and oversee the committees.

Non-financial retribution (visibility items, etc) provides incentive and symbolic power to volunteers to increase their implication in the FCM.


Traditional leaders or local authorities should not be included in the committees. 

CARE Examples:
Chad 
	Most appropriate in locations where we will be working for an extended period of time because this approach requires a significant time investment to set-up committees. 

Community members may feel more comfortable taking their complaints to a community representative rather than a staff member. Gives more ownership to the local community. 

Can build on existing social and cultural platforms for sharing information and resolving issues rather than imposing an unfamiliar approach.

Gender, age, disability inclusiveness:
Committees should be gender balanced or gender and age segregated depending in what is appropriate for the context to ensure that all people feel comfortable to express their opinion.

Must be aware of timing and location that also suits other minorities/people with disabilities. 

	Not suitable in short-term humanitarian projects.  Can be time consuming and requires strong technical skills from staff to set-up in the right way, including on gender. Requires time and effort from community members.

Often not a suitable place to raise sensitive complaints because of it’s public nature.


Gender, age, disability inclusiveness:
Without sufficient sensitization there is a risk that a community committee will reflect existing power inequalities and marginalisation so the views of women and girls and other vulnerable community members are not adequately represented. 

When sensitization is done well, the committees have the potential to amplify women’s voices within their community and within humanitarian decision-making.

Persecuted minorities like LGBT+ may not feel comfortable coming out in public

	Designated Drop-In Hours or Open Door Policy at Sub- or Main Office



	Offices are open for members of the communities but also staff to come in and share their feedback and complaints.

The Open Door Policy does not require a designated time during office hours, which improves ease of access for the end users. If no designated time is allocated, must ensure that there is someone able to deal with issues all the time.

Requires several male and female dedicated staff available with appropriate language, inter-personal, listening, and dialogue skills to communicate with visitors. 


	Satisfies preference for face-to-face communication and for immediate response to urgent questions and complaints.  

Demonstrates openness, responsiveness, and accessibility of staff vs. reliance on ICT channels. Many issues can be resolved immediately.
 
	The cost of travel and time spent away from household and income-generating activities can be a limiting factor. Offices are often inaccessible for remote communities. 

If managed by the same people with direct contact with the community can pose a barrier in reporting about their behaviour. 

Waiting times can further erode trust. 

Risks of security incident in the offices in case of strongly dissatisfied complainants

Gender, age, disability inclusiveness:
Low mobility of women and girls due to far location, cultural restrictions or due to competing income generating or domestic activities may pose obstacles to visit offices.

People with sensory disabilities may find it hard to access the office. Children can be excluded from accessing this channel


	Radio Show with 
Call-In Service




	Organise a dedicated radio show to share information with listeners and receive calls that are answered directly during the live show or to answer questions received previously through other channels.

Cost implications: high fees for hosting the radio show especially if the station is very popular and has large coverage/subscription. Staff need to be made available to develop content for the hosted hour.

It is possible to include a free phone-in option but requires negotiation with a phone provider. 

Probably better as a mechanism for closing the feedback loop with the entire community than as a channel to receive feedback.


	A good option if radio service is available and accessible. Ideal for combining information provision, public service announcements (e.g. hygiene, cholera prevention, DRR, etc.), and periodic questions and issues from local population.

Would usually respond to the most commonly recurring issues and questions 

Can be operated with other agencies.


Gender, age, disability inclusiveness:

A good way to utilise verbal communication which is often a preference for communities with low literacy levels. Listening circles can be arranged to reach more people if ownership of radios is low. (listening circles are not always open to everyone and are more designed to digest the message) 


	Too costly to establish a separate radio station. Best to negotiate a hosted hour on local radio station. 

Risk of perceived bias, depending on the reputation of the station. 

The level of participation from listeners (community members) can be very low therefore it will not cover the full range of feedback and complaints.

Does not provide confidentiality or privacy.

Reputational risk when criticism or allegations are raised publicly. Likely to trigger ‘defensiveness’ and therefore limit dialogue. Where several agencies are present (or even the State delivers services) it’s not appropriate to get further details live on air. 

Gender, age, disability inclusiveness:

Women and girls with limited access to radio and mobile phone may face obstacles to call-in or even listen to the show. They may also not feel comfortable to speak publicly.

Language can be a barrier in context where local dialects are not spoken on the radio unless multiple shows with different languages are arranged.

	SMS, Whatsapp, Facebook,Twitter Input Only
Or Two-Way










	A dedicated number or account is available for individuals to share written or oral messages and pictures.

May require negotiations with the local mobile network provider(s) for a toll-free number to ensure cost effectiveness for the agency and to ensure access and sustained user engagement.

Higher likelihood of use if SMS is free and short code (e.g. 3-digit number vs. 9+ digit number). 

Requires available and capable staff to manage accounts, feedback registry and responses.

Requires oversight of the operating platform and the time and systems to manage and use a huge volume of data. 

Requires an SMS platform (e.g. Ushahidi, RapidPro) linked to a database for incoming questions, requests, and feedback to be sorted and analyzed. 


CARE Examples:
CARE Jordan (Facebook), CARE Syria (Whatsapp)

	Good option for remote & restricted contexts, large-scale responses and where mobile coverage is high and mobile use is not restricted. 

Input only (no direct response) is most appropriate in early relief phase for information gathering about acute needs.


Two-way feedback system through SMS or whatsapp. Free and paid platforms exist and are used by NGOs to gather feedback (e.g. Frontline SMS). Linked with registries/databases allowing for easier tracking, sorting.

Gender, age, disability inclusiveness:

Pictorial guides linked to # codes to be sent via messages can overcome literacy issues (both for men and women).


	Can generate large volumes of data. Not always a two-way communication tool but may be perceived as such and could cause frustration if response not received. 

In remote and restricted context, it might be difficult to share SMS or whatsapp number with community members. 

Gender, age, disability inclusiveness:
Women and girls might have limited access to mobile phones, preventing them to reach the hotline without negotiation with the owner of a phone or computer (usually men).

In cases where the complainant does not control the phone or computer, raising sensitive complaints in this way can cause further risk/harm. 

People with sensory disabilities may find it hard to access these channels. Children can be excluded from accessing too


	Letters / E-mails



	A dedicated email address is set up where individuals can send emails. Alternatively, letters can also be mailed to the office

Requires protocols for handling incoming letters, sorting and referring complaints internally. Requires staff with appropriate language skills to respond either in writing or by calling/follow-up visits. Is much slower than other methods. 

CARE Examples:
CARE Bangladesh, CARE Caucasus
	In some contexts, people associate written letters with a formal and respectable form of feedback provision. 

If these are anonymous can be difficult to ensure we have all the information to deal with the complaint. 
	Typically, low volume. Low literacy levels are an obstacle, although in some contexts it is acceptable to ask someone else to write letters on your behalf. 

Limited access to computers and low internet coverage is an obstacle for web-based feedback. 

Gender, age, disability inclusiveness:
Women and girls might have limited access to mobile phones, preventing them to reach the hotline without negotiation with the owner of a phone or computer (usually men).

In cases where the complainant does not control the phone or computer, raising sensitive complaints in this way can cause further risk/harm. 

People with sensory disabilities may find it hard to access these channels. Children can be excluded from accessing too

	Voice Recorder
	Voice recorder devices are available in the community for individuals or groups to record oral messages.

The locations of the handsets are decided in consultation with community.

Requires collection and handling protocols. Impartiality of the persons who listens to the recording needs to be considered (preferably not only staff implementing activities but also rather MEAL team).

High resource investments on data entry and analysis in-house. 

Requires orientation for community members on how to use the devices.


	A good option for people who prefer verbal communication and want to be anonymous.  Good for low literacy context but coverage is obviously limited and requires that the beneficiary travel to where the recorder is. 
Handset could be place in the community over a long period of time and generally allow a stakeholder to report whenever they choose.

Allows for anonymous complaints that can reveal otherwise undetected issues and concerns such as sensitive claims. 

Gender, age, disability inclusiveness:
Easily accessible for women and girls when located in a dedicated space, such as a Women Friendly Space, but not be accessible to women who cannot access these spaces. 
	Not ideal for urban, dispersed, or large camp settings unless multiple handsets can be managed well. 

Very often feedback placed in handset is anonymous even if the content is not sensitive. This makes it impossible to respond directly to the individual or to investigate the precise details. 

In area where several agencies are active, it might be difficult to know if the feedback relates to CARE or someone else. 

Strong protocols must be in place to make sure people using the handset can’t listen to the previous messages recorded. Security concern if the recorders are lost/stolen.

Gender, age, disability inclusiveness:
Usually harder for older people to use. The lack of privacy can be a barrier to some women but access to the recorder is also a barrier. 

People with sensory impairment may require training to use it and may feel more vulnerable (but preferred by some). 

	Interactive Voice Response



	A dedicated number is available 24/7 to share information with community, record their feedback/ complaint and in some cases, connect them with the right person to answer their question.

Requires dedicated staff to listen and process (software can assist) as well as staff time for providing community orientation and sensitization and supervising use of recorders. 

High resource investments on data entry and analysis in-house. 


	Interactive voice systems work better to provide information and are often popular with young people. Less favoured by older/lower literacy. 

Remains a one-way channel, people can hang-up before we are able to get all the relevant information. Can be difficult to know if the feedback is relevant to us or others if we don’t get all the information. 
	Requires orientation and sensitization with community members to explain how to operate the recorder and what information to provide.

IVR menu is sometimes difficult or long to understand. 

Language could be another barrier for some people as it will allow the menu in few languages, and will not work where multiple languages or dialects are spoken.

Gender, age, disability inclusiveness:
Usually harder for older people to use. The lack of privacy can be a barrier to some women but access to the recorder is also a barrier. 

People with sensory impairment may require training to use it and may feel more vulnerable (but preferred by some). 

Children are also largely excluded from accessing this mechanism unless they are older and attending school where a box can be located. 

	Online / digital system
	A dedicated website or mobile application is available 24/7 for individual to share their feedback or complaints anonymously or not. 

Requires dedicated staff to process (software can assist) as well as staff time for providing community orientation and sensitization and supervising use of recorders. 

High resource investments on setting up the system and analysis in-house. 

CARE Examples:
CARE4U on vocacare in  Rwanda

	Online or digital systems work better and are often popular with young people. Less favoured by older/lower literacy. 

Remains a one-way channel, people can leave the platform before we are able to get all the relevant information. Can be difficult to know if the feedback is relevant to us or others if we don’t get all the information. 
	Requires technological literacy, orientation and sensitization with community members to explain how to use the online system and what information to provide.

In remote and restricted context, it might be difficult for community members to access computers / internet to use this type of systems


Gender, age, disability inclusiveness:
Women and girls might have limited access to computers and smartphones, preventing them to reach the system without negotiation with the owner of the devices (usually men).

In cases where the complainant does not control the phone or computer, raising sensitive complaints in this way can cause further risk/harm. 

People with sensory disabilities may find it hard to access these channels. Children can be excluded from accessing too





	ACTIVE OR SOLICITED CHANNELS


	Channels
	Description / Tips /
Examples in CARE
	Pros / Strengths /
Context Appropriateness
	Cons / Weaknesses /
Context Limitations

	Constituent Voice

(Micro Feedback
Surveys)

	A small set of pre-determined questions in periodic, light-touch surveys. 

Requires careful consideration of selected questions and closed answer options for easier and easier analysis. 

Community perception on program performance are systematically collected through surveys, feedback data are analyzed through online data board and findings are shared with surveyed people 

Sampling should be done carefully and be informed by gender and power analysis to ensure that respondents are representative of all community members, including marginalised groups

Survey-only method should be followed-up by conversations (such as focus group discussions) to understand the reasons behind why people provide low-scores or high-scores on certain questions. 

CARE Examples:
Ghana, Zambia, Tanzania, Nepal, Bangladesh






Step-by-step Guidelines - Inclusive Governance Wiki
	A relatively easy way of collecting quantitative feedback data from specific groups of people, including those who are less able to access unsolicited mechanisms. 

The CV system can, for example, analyse feedback trends by gender or geography. It also benchmarks feedback against other programmes, and compares data over time. 

Repetition of the same questions allows for easier trend analysis.

Provides a topline indicate of key areas of satisfaction and dissatisfaction.

Gender, age, disability inclusiveness:
Face-to-face channels usually facilitates participation from women and girls if carefully planned to include them in the surveys and discussions. Data can be collected in locations which offer comfort and privacy for women and girls, such as WFS, or alternatively at their home.

	The range of topics is pre-determined and the range of answers is limited and therefore may not capture what people really think. 


Gender, age, disability inclusiveness:
Often sampling is not representative of all community members so that results are biased towards the opinions of the most powerful and misses the perspectives of marginalised community members

The choice to decline answering questions can include a bias against those with multiple burdens or facing other barriers


	Public Community Meetings
 
	Periodically organize event at project location where mass of people can gather in significant numbers. 

Meetings allow to disseminate information, collect peoples’ views, solicited complaints and feedbacks received from project participants where responses are given at a time on the spot and readdress their concerns. In case of some complaints & feedback that cannot be responded on the spot, further investigation process is commission

Requires good facilitation skills. People prefer to have decision-makers / managers in the room when significant issues are raised. Otherwise perceived as merely information sharing by junior staff.

CARE Examples:
Nepal: Public Hearing & Public Audit
Timor-Leste: Project Progress Review Workshop
Iraq

	Allows for periodic feedback and input on issues selected by the agency and by community members. 

Can be a standing agenda item for community meetings. 

Valuable for closing the feedback loops, build trust and proactively get more feedback through other channels. 


Gender, age, disability inclusiveness:
Can be linked to the gender balanced community complaints committees as an opportunity for women to have a larger voice within these meetings 
	Power dynamics and gender roles need to be understood. Risk of hearing only the dominant voices. Public setting precludes feedback on /response to sensitive issues.

Staff behaviour can dissuade feedback.

Opportunity cost in attending. 

Gender, age, disability inclusiveness:
Women are not always included and may not be comfortable voicing their concerns. 

Children rarely have an opportunity to speak in community meetings (or even be present) 

Distance and opportunity cost of attending can be a barrier to those with high burden levels and those with impairments

	Dedicated Focus Group Discussions
	Field staff or MEAL staff regularly organise focus group discussion in the community to collect feedback or complaints. 

Requires good facilitation skills.

Low cost but requires staff training and time to facilitate, input and analyse data. 


Sampling should be done carefully and be informed by gender and power analysis to ensure that respondents are representative of all community members, including marginalised groups

CARE Examples:
CARE Bangladesh
	A good way of collecting qualitative feedback data from specific groups of people, including those who are less able to access unsolicited mechanisms. Can be structured in an open way so that participants determine what topics are the most important. People may feel more comfortable to talk when in a group with others who are similar to them.

More useful as a sense making exercise for existing data rather than for collecting fresh data. 

Allows for a rapid response to urgent questions and referral and can resolve many issues immediately.


Gender, age, disability inclusiveness:
Highly accessible for women and girls as sessions can be arranged to accommodate their preferences for time and location. They have the option of speaking alongside their peers and can also speak to facilitators privately if preferred. 

If facilitated well, FGDs have the potential to increase women’s confidence in speaking up and expressing their opinions which can lead to changes in the way they participate in HH and community discussions.


	Can be difficult to find staff and partners with qualitative facilitation and analysis skills. Includes only a small number of people so selection of locations and participants must be done carefully.


Gender, age, disability inclusiveness:
Group dynamics can be a barrier to participation for minorities and disabled people. Persecuted minorities are less likely to speak or participate


	Individual / hhs questionnai-re
	Include in any individual or household questionnaire (during assessment, PDM, surveys, …) a question at the end to ask whether the respondent has any feedback and complaints to share (outside of the specific questionnaire undertaken).
If yes, use the feedback and complaint forms (digital or manual) to register and process.

Requires that all staff and enumerators are trained on good listening and facilitation skills and are familiar with how to log complaints and how to process them.

Requires basic training on programs and Frequently Asked Question for all staff.

CARE Examples:
Bangladesh




	Allows for a rapid response to urgent questions and referral and can resolve many issues immediately.

A good way of collecting qualitative feedback data from specific groups of people, including those who are less able to access unsolicited mechanisms

Gender, age, disability inclusiveness:
Face-to-face channels usually facilitates participation from marginalised groups if carefully planned to include them in the surveys and discussions. 

Data can be collected in locations which offer comfort and privacy for women and girls.

	Staff may find the need to record the complaints and feedback time consuming and arduous and see it as a distraction from the task they are trying to complete.

Staff might think feedback and complaints means poor performance of their work and be reluctant to share and process.

Gender, age, disability inclusiveness:
When the enumerators is a male, women and girls might find it difficult to share their feedback and complaints

	Community Score Card

(Participatory Monitoring)


	A two-way and ongoing participatory tool for assessment, planning, monitoring and
evaluation of services. 

The Community Score Card brings together the demand side (“service user”) and the supply side (“service provider”) of a particular service or program to jointly analyze issues underlying service delivery problems and find a common and shared way of addressing those issues

Community members define indicators and use pre-selected monitoring tools (e.g. score cards) to gather information. 

Requires good listening skills and the ability to analyze feedback quickly for programmatic considerations

CARE Examples:

Ethiopia, Malawi, Tanzania, Rwanda







Community Score Card - Video

CSC CoP - Inclusive Governance Wiki
You can also sign-post to the Unicef scorecards for schools widely used across the world (likely translated in various languages) 
	Typically used in long-term programming and stable contexts. Periodicity of data gathering supports trends analysis.

Better suited to service provision scenarios (health/water/education). Can create a platform for coordinated community-led action. 

Data is largely quantitative and analysis is less complicated than FGD data.

Gender, age, disability inclusiveness:
Allows participation by non- or partly-literate people.

Face-to-face channels usually facilitates participation from women and girls if carefully planned to include them in the meetings and discussions.

	Not appropriate for contexts where access is restricted and periodic data collection is hampered. 

Highly participatory for those involved but not all are involved (high drop out).

Can be time-consuming for staff and community members.

Tends to lack flexibility (indicators fixed in time). 

Unsuitable for confidential issues. 

Requires agreement in the community about the desired outcomes which is not always the case. 

Gender, age, disability inclusiveness:
Group dynamics can lead to the prevarication of some groups/minorities.

Requires a shared understanding of the desired outcome, can end up prioritising the needs of men and elites unless it’s well facilitated (costly). 



	Meetings or KII with Community Leaders / Select Representatives
	Regular consultation with key informants and / or community leaders to collect feedback and complaints from them and from their communities.

Requires good facilitation skills. People prefer to have decision-makers / managers in the room when significant issues are raised (see above).

CARE Examples:
Everywhere
	Consultation of local community leaders may be part of an expected relationship-building protocol. 

Bypassing local leaders can negatively impact on their perception of the agency and therefore this approach can help to build trust.
	Must include independent triangulation of the information. 

In high surveillance/low trust settings can create the perception that we are aligned with a particular power.  

Gender, age, disability inclusiveness:
Traditional structures for community representation may systematically exclude most vulnerable. Leaders (often male) may misrepresent community views. 
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How to read this technical note


Constituent Voice™ is a methodology developed by Keystone Accountability to 
enable organizations to improve results by optimizing their relationships with their 
constituents. The purpose of this note is to help organizations understand what 
Consituent Voice method is and how it works. 


Anyone can use the Constituent Voice methodology for free. In order to  
provide you with the emerging learning and experience relating to Constituent  
Voice and feedback systems, we invite you to register your interest at  
www.keystoneaccountability.org


Constituent Voice is a work in progress. We have a strong focus on rapid cycle 
learning across all our work, including and maybe even especially with respect to 
our core methodology. We are constantly searching for better questions and new 
ways to ask then, for new approaches to analyzing and interpreting data, and for 
simple ways for organizations to respond and improve. While comprehensive in the 
sense of describing all aspects of our methodology, this note is not exhaustive in its 
illustrations. Examples of Constituent Voice in action are recorded and published on 
our website continuously, and we will update this Technical Note regularly.


Organizations have a diverse range of constituents in addition to the people who are 
the primary focus of the organization’s mission.


Some constituents contribute directly to, and are directly affected by,  
the organization’s programs and activities. These include staff, 
donors, and partner organizations. Other constituents play 
a less direct role, like board members, governmental or 
traditional authorities, and wider community structures. 
Sometimes an organization’s constituents are people. 
Sometimes they are other organizations. 
Nevertheless, the organization usually has a 
degree of moral or legal obligation to  
listen and engage with each of its  
constituent groups.


Keystone helps clients to cultivate voice  
with all these constituents. 


This note is written mainly about applications of 
CV where respondents are individuals. To learn 
more about how we cultivate organization-
to-organization feedback, please visit the 
Performance Surveys pages on the Keystone 
website. There you will learn how some of 
our clients are using CV to improve their 
relationships with investees, suppliers, 
grantees, and partners. Our data set here 
includes over 4,000 responses to Keystone 
Performance Surveys from over 30 countries. 
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The relationship 
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organization and 
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governed by the 
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the effectiveness 
of the others.
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Underpinnings


Constituent Voice is a blend of two important lines of thought in development. 


Constituent Voice’s primary theoretical influence comes from Amartya Sen and Jean 
Drèze, who locate individual human agency at the heart of development. Sen’s great 
synthesis work, Development as Freedom, concludes that development cannot be 
reduced to material well-being as evidenced by basic incomes, nor be achieved 
by rising average per capita incomes. Rather, it requires a package of overlapping 
political and economic mechanisms that progressively enable the exercise of a 
growing range of freedoms that allow people to meet their basic needs and unlock 
their innate abilities for self-determination. When people express their freedom, we 
call it Agency.


Constituent Voice’s other main intellectual debt is to the seminal work of Albert 
O. Hirschman on the nature of choice under limited choice conditions.1 Hirschman 
observed that when faced with unsatisfactory performance from an organization, 
people might decide not to exit but to ante up – to engage to improve the 
organization. Hirschman called this Voice. 


Our metrics track Agency and Voice (among other things) and show them to be 
essential assets for development service providers. Constituent Voice method has 
discovered that feedback loops between constituents in development can accurately 
measure and cultivate these all-important personal and framing conditions.


Because Agency and Voice are so central to who we are as sentient social beings, 
they are both means and ends of our social, economic and political expressions. 


1	� We have named the Constituent Voice operational cycle after Hirschman. For a further elaboration 
of our intellectual debt to Hirschman, see our Feedback Labs blog, “Voice As Both Means And 
End”. http://feedbacklabs.org/voice-as-both-means-and-end/


� … when faced with unsatisfactory performance 
from an organization, people might decide not  
to exit but to ante up – to engage to 
improve the organization …



http://www.feedbacklabs.org
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Just as Constituent Voice blends two intellectual traditions, it also blends two practice 
traditions. Both have been widely utilized for over 60 years but have never before 
been combined. From the world of development, Constituent Voice draws on a 
succession of participatory development techniques that emerged out of the field of 
action research in the 1950s – such as rapid rural appraisal, participatory evaluation, 
appreciative enquiry and many others. From the world of consumer facing businesses, 
Constituent Voice draws on the customer service industry.  Customer service metrics 
trace their roots to the consumer rights social movements, which not coincidentally 
also emerged in the 1950s. 


One headline objective of Constituent Voice derives directly from the success of the 
customer service field. We hypothesize that just as customer service metrics have 
proven to be reliable predictors of business success, Constituent Voice metrics can 
predict development outcomes. In the world of development and social change, 
we have never done the work of systematically tracking relationship metrics and 
comparing them to outcome metrics. Constituent Voice is now doing this work.


Constituent
Voice


Theory


Practice


Exit, Voice and Loyalty Development as Freedom


Customer Service Participatory Development
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No shortcuts to progress


Over the past few years of working with diverse organizations, Keystone has learned 
that there are no shortcuts to the successful cultivation of Constituent Voice. Every 
step in the operational cycle of Constituent Voice, which we have termed the 
Hirschman Voice Cycle (pictured below), is necessary to realize intended outcomes. 


Our overriding lesson from the past few years of client work is that collecting 
feedback – listening – is not enough. It is necessary to land what you hear in 
transparent performance metrics. In order to understand the stories behind 
the measures, it is necessary to hold a dialogue with your constituents. We call 
this sense-making. Then you must act on the resulting insight. Finally, ongoing 
Constituent Voice feedback will let you know if corrective actions are having their 
desired effects. 


This overall observation about Constituent Voice is strongly reinforced for us by three 
common errors that we have seen in organizations that fail in their efforts to improve 
through feedback from their constituents. 


The first and most common error is to think that by collecting feedback you have 
enabled Voice. A broken chain pulls no weight. The most likely fate of collected 
evaluation and monitoring data in development today, regrettably, is to lie under-
used – neither analysed nor properly understood, never reported back to clients or 
service users, and rarely acted upon.


The
Hirschman
Voice Cycle
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The second common error is to over-invest in feedback data collection with tools 
designed for social research rather than for performance management. This error 
typically involves going to the field with long surveys that are costly to implement 
and burdensome for respondents. Moreover, such tools produce overwhelming 
volumes of data that staff relegate unused to drawers, boxes and computer folders. 


Constituent Voice takes a 
management perspective on data 
collection, that “even imperfect data 
can save lives”.2 Once Constituent 
Voice is understood as an ongoing 
and continuous process, the 
stakes with respect to a particular 
instance of feedback data change 
considerably. The initial data 
collection does not have to be 
perfect as it is subsequently refined 
and validated through dialogue, 
insight and improved relationships. 


The third error might be described as “ghettoization” of evaluative activity. Too much 
evaluative practice in organizations is confined to a kind of internal ghetto, or gulag, 
that operates on its own cycles that are too long to be effectively integrated into 
day-to-day management. These gulags tend to be led by specialists and experts 
who have no line authority over frontline workers and who tend to go outside the 
organization to undertake research and evaluation activities. Constituent Voice 
addresses this by embedding itself directly in normal management practice. As is 
explained below, frontline workers are expected to be creative evidence-driven 
problem solvers through two-way communications with constituents.


The discussions in this report of each of the steps of the Hirschman Voice Cycle 
indicate ways to avoid these common errors.


2	  “Even Imperfect Data Can Save Lives, Suprotik Basu, 9 September 2013. http://www.
impatientoptimists.org/Posts/2013/09/Progress-on-MDGs-Requires-an-Obsession-for-Tracking-
Results 


Data
improvement
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Data
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 … too much evaluative practice in organizations is 
confined to a kind of internal ghetto, or gulag, that 
operates on its own cycles that are too 


long to be effectively integrated into day-to-day 
management …
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Enabling conditions and readiness


Before introducing Constituent Voice surveys, it is necessary to establish the minimum 
conditions for success. The very idea of Constituent Voice is new for most people. It 
takes some getting used to. So the first step to introducing Constituent Voice at any 
organization is to communicate the value and benefit of using the Constituent Voice 
cycle in a way that allows people to understand and even get excited about it. 


The best ways to do this vary according to the constituent group and senior 
management need to craft an approach for internal and external constituents. 
Frontline employees often worry about the possibility of negative feedback about 
their performance. Board may worry that negative feedback will undermine donor 
relationships. These and other natural fears need to be addressed.


Similarly, the constituents who are going to be providing feedback don’t have a 
context at first in which to see the value in providing feedback. Only when they 
understand how it is in their interest to participate will you earn the kind of survey 
response rates that you want. In using non-anonymous feedback, extra care needs to 
be used when explaining who will see the data, for what purpose, and in what form. 
This theme will recur as we discuss data collection and also dialogue with feedback 
providers.


Another dimension to getting started with Constituent Voice is to understand your 
organizational capacity in relation to the demands of doing Constituent Voice. While 
Constituent Voice is not objectively hard to do, our work with organizations over 
the past few years suggests that doing Constituent Voice does drive organizational 
change. It is extremely helpful to get on the front foot of this organizational 
change process by building a list of the kinds of activities that will become second 
nature through the introduction of a Constituent Voice system. For this purpose, 
we recommend that organizations use the readiness diagnostic tool operated by 
Feedback Labs.1


1	  Feedback Labs is a consortium of organizations, including Keystone, committed to making 
governments, NGOs and donors more responsive to the needs of their constituents  
http://feedbacklabs.org/.


 … only when they understand how it is 
in their interest to participate will you 
earn the kind of survey response rates 


that you want. …
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Testing survey questions to ensure their relevance and salience for women in Sindh, Pakistan
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Balancing four measurement  
design principles


Design is critical. Constituent Voice design seeks to strike a 
balance across four central principles of good developmental 


measurement practice:


1	 Rigor – The data we use to form judgements and make decisions should be 
accurate. We apply good social research and evaluation practices to address 
common biases in feedback data, including those that arise from the various 
methods we use to collect feedback. These include selection bias, various  
sample-related biases, and interpretation bias associated with the unconscious 
cognitive patterns of those designing and interpreting surveys (or focus groups, 
semi-structured interviews and observational studies for that matter). 


2	 Sensitivity to process and culture – Development at its best grows the capacity of 
people to discover solutions and take control of their lives. It is a living, generative 
process, and this means we need to measure and nurture those things that give 
life to an intervention: attitudes, relationships, capabilities, and agency. These are 
stepping-stones to the changes in material conditions that development aims 
for. Constituents must feel that they belong and contribute. Constituent Voice 
asks questions in a way that is respectful of constituents, for purposes that they 
understand and endorse. Constituent Voice systems are designed to build trust and 
confidence between an organization and its constituents, to generate knowledge 
and insight that constituents can and do use for ends that they set, and, in the 
process, to grow their capacity.  


3	 Cost – If resources are infinite, then anything can be measured precisely. Resources 
are finite, however, and organizations must make difficult choices between money 
spent on measurement-related activities and money spent on the intervention 
itself. The Constituent Voice cost/value proposition is that for less money than 
conventional monitoring and evaluation, Constituent Voice will deliver more 
value in terms of contribution to intended outcomes. One cost advantage of 
Constituent Voice is the ability to laser in on specific problems, generating ideas 
for solutions, and signalling the effects of corrective actions. Another advantage is 
that the doing of Constituent Voice has the tendency to contribute positively to the 
intervention. It is not designed to be a neutral measurement exercise that has no 
bearing on the thing being measured. Constituent Voice is designed to enable the 
organization and its constituents to be more mindful of what is happening and not 
happening, and to adjust their behaviors to improve results. 
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4	 Utility – The primary measure of evaluation has to be its utility. Does it lead to 
improvements? Constituent Voice is designed to generate data that is useful for 
the key constituents of an intervention or organization – including the staff and 
board of the organization, the people who are meant to enjoy the value being 
created, the financiers, the wider field in which the work is located, and society 
at large. But first and foremost, Constituent Voice is designed to be useful to 
the organization undertaking the work. It is intended to significantly enhance 
relationships with constituents through more authentic conversations and accelerate 
outcome attainment. Constituent Voice is a system for continuous improvement in 
relationship quality and general performance. It is has a real-time orientation and 
features short measurement-reflection-action cycles. This is implicitly and explicitly 
part of the Hirschman Voice Cycle.


Finding the right balance across these four variables is difficult to achieve. In recent 
times, one principle – statistical rigor – has been elevated above others 
as some kind of ‘gold standard’. Gradually, a more sophisticated 
consensus is emerging that sees use as the paramount purpose.3 
More practical materials are being produced to support the use of 
evaluative findings.4  


To strike a balance that is right for a particular intervention, we 
start with a careful enquiry into the context and the theory of 
change of the intervention. From there we propose and test 
methods and instruments to collect feedback. It is essential 
to involve those who are to be providing feedback at this 
point in the design process. We look for:


●● Mechanisms of collecting feedback that are affordable, 
convenient to the organization, and can extend to large 
respondent groups;


●● Mechanisms of collecting feedback that are unobjectionable and 
non-burdensome to the respondents;  


●● Questions understood in the same way across the respondent group; 
●● Questions using Likert scales that can be used over time and across units or 


organizations to enable comparison and sense-making dialogues; and 
●● Getting the right amount of data – enough to enlighten and spur further 


investigation, not enough to drown us.


3	 For a blog making this point unequivocally see “Time for a Gold Standard of Use”, Fay Twersky,  
27 February 2012. http://www.effectivephilanthropy.org/blog/2012/02/time-for-a-gold-
standard-of-use/


4	 InterAction in late 2012 produced a four-part guidance note series on impact evaluation that 
concluded with a note written by Keystone’s David Bonbright entitled, Use of Impact Evaluation 
Results. http://www.interaction.org/document/guidance-note-4-use-impact-evaluation-results
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Evidence on four dimensions of performance


Our work over the past few years helping organizations to cultivate Constituent 
Voice has shown that Constituent Voice survey methods can collect reliable 
evidence of performance across four key and interrelated dimensions of 
organization performance:


It is necessary to create a blend of questions across the four categories to get the full 
picture of the respondent’s experience of and attitudes toward the organization or 
intervention. The relative utility of each category varies for each case depending on 


the nature of the work, the context, and the theory of change. 
 


Importance


The importance category seeks to establish the 
importance or relevance of the organization, 


service or product to the respondent. Is it 
central to the respondent’s life or goals? Or 
is it relatively trivial? Is it somewhere in 
between? Typical questions include:


●●   �How important are the services 
provided by [...] to you and others in 
your area?


●�  � �How important is this issue [or 
cause] to you?


Importance scoring is also used within an 
organization, as exemplified in the ranking 


schematic opposite:


Importance 
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Quality of 


Service
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Quality of Service 


Questions here hone in on service quality, ideally as close as possible to a unique 
touch point, such as a training course, a sales exchange, or a counselling session. 
Questions here are both general and specific. 


Examples of specific questions from actual Keystone surveys include:


●● I get the attention and support I need from […] staff.
●● We keep busy and learn something in this class every day.
●● Based on the services I receive from […], I would recommend […] to family or 


friends.
●● Have you received this same service from another organisation? If “Yes”, how 


does it compare, much worse, or much better?
●● Did the service happen at a place and time that was easy for you to attend?
●● Did they have the necessary resources (teaching materials, equipment, facilities 


etc.) to achieve the purpose?
●● Were you able to participate effectively? 


Please describe the most common 5 services that you have received from […] over the last 12 
months. Then rank each activity in terms of how important it is to you.


Activity
Importance rating


Not important                                                    <   >                                         Extremely important   
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Quality of Relationship


Relationships matter. Precisely how they matter varies according to the nature of the 
intervention. Our relationship questions enable an organization to determine precisely 
what their relationship quality is, and how to improve it. Overtime, they reveal how 
relationship quality affects effectiveness and outcomes.  


Our work over the past few years has discovered some core elements of relationship 
quality for most organizations, notably trust, fairness, voice, and empowerment. 
These relationship building blocks are interrelated and overlapping. By asking related 
questions, some focussed on specific interactions and some more generally about the 
relationship overall, we can compare answers and build up a nuanced picture of the 
organization’s constituent relationships. 


Because there is more than one side to every relationship, we also routinely ask 
respondents to rate their own readiness to engage the organization. 


Common relationship questions used in our surveys include:


Trust (incorporates confidence, integrity, manner, credibility, professional ethics)
●● I have confidence and trust in the integrity of […]. 
●● I have confidence in the technical skills of […]. 
●● Does [...] fulfil its promises - do what it says it will do?
●● Do you feel that workers from [...] really care about you and want to help you as 


best they can? 
●● Does [...] have the necessary knowledge and skills to do it well?
●● I feel that [...] is working sincerely and honestly for my benefit.  


Fairness (incorporates pride and respect)
●● […] treats me fairly.
●● Staff at […] always treat me fairly.
●● People at […] treat me with courtesy, dignity, and respect. 
●● I am proud to be associated with […].
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Voice (incorporates responsiveness)
●● It is worth my effort to engage with […] to try to get it to do what I think is 


important.
●● I feel completely free to ask questions and say what I really think.
●● I have the opportunities I need to tell […] what I think about its work.
●● I feel that I contribute meaningfully to […]. 
●● I believe that […] will satisfactorily respond to and act upon my feedback.
●● I am sure that […] will use my answers to this survey to improve its services.
●● How much do you influence the choice of services offered by […]?
●● [...] listens to my questions and my views and responds in a genuine way. 


Empowerment (incorporates agency and inclusion)
●● Because of [...], I am more able to stand on your own feet and achieve what I 


want.
●● Is [...] helping you to stand on your own feet, take your own decisions, find your 


own solutions to problems on your own?
●● With support from […], I am getting better at achieving my goals.
●● Because of […], I have more positive relationships with other people and 


organizations that can help my life improve.
●● I am more connected to the community and community resources thanks to […]. 


Readiness (promoting self-reflection by the respondent)
●● I feel that I am ready and willing to try new things offered by [...].
●● I know that the more I put into [...], the more benefits I will get. 


Outcomes 


Constituents have a direct and often dispositive experience of outcomes (or their 
absence). Constituent perceptions of outcomes are evidence of outcomes that we 
like to combine with other measures of outcomes to arrive at a composite outcome 
narrative. This is discussed further under “Analysis: Triangulation”. 


●● With help from […], I am making progress on my goals.
●● I have more income and my family lives a better life because of [...].
●● There are real and beneficial changes taking place in my life and my community 


because of […].
●● Are you doing anything differently after this receiving the service?   Yes/no


●●  If yes, what? _________
●● How well did the [advice/technology/methods/service] work when you tried 


them out? [Response option includes, “I have not tried them out”]
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The three most important things to consider in feedback data 
collection are context, context and context. 


Conventional social science-based surveys reckon with the 
complexities of context by experimental methods such as 


randomization across controlled comparator groups. If you are 
prepared to dedicate a large portion of your entire budget, this 


approach can tell you what effects you are actually causing. But it will not 
generate continuous, real-time data that you can embed in performance management 
systems to improve relationships and accelerate intended outcomes.  


Constituent Voice tackles the complexities of context by locating the process of 
data collection as one step in a five-step cycle that over time generates higher 
rates of participation in surveys and ever more honest and candid feedback from 
respondents. 


Those who practice Constituent Voice understand that they must earn their 
constituents’ participation and candid feedback. In order to get great feedback 
quality, they must demonstrate to their constituents that good things are most likely 
to happen when respondents are candid and frank in their feedback; in other words, 
that the effort to provide feedback is rewarded by the improvements that follow. It 
is about creating a culture in which formalized systematic feedback is understood 
by all constituents – from staff to society-at-large – as a means to more authentic 
conversations about what is working and what is not, how to improve, and what 
different constituents must do in order to realize that improvement. This culture does 
not happen overnight, and can take time to cultivate. But once it is there it endures 
through staff turnover and other forces of change.


Accordingly, the first step in Constituent Voice data collection is to explain its 
purpose with intended respondents. This explanation typically includes the following 
elements:


●● A statement of the purpose of the survey and how it fits into a larger purpose of 
ongoing dialogue and continuous improvement.


●● An outline of and timeline for the steps that will follow from data collection, 
including reporting back the findings of the survey/data collection method to 
respondents, and a commitment to keep surveying in order to see if resulting 
corrective measures are working.
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in-depth surveys
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� … those who practice Constituent Voice 
understand that they must earn their 
constituents’ participation and candid feedback.…
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●● Some examples of the kinds of things that the organization hopes will happen 
as a result of the survey. This helps respondents get a tangible sense of the 
possible benefits of their participation. 


●● Any explanations that may be required for the more technical characteristics 
of data collection. For example, in the case of a survey, whether the survey 
responses are anonymous (and how that anonymity is protected). 


●● An ethical code and grievance procedure. 


These framing conditions for a Constituent Voice system are repeated continuously as 
part of a long-term culture building and affirming process.


Anonymous vs. non-anonymous & independently collected  
vs. self-collected


From the organization’s point of view, non-anonymous data is far more useful than 
anonymous data as it can be matched to other data the organization has relating to 
the respondent. This helps in interpreting feedback, as well as identifying correlations 
between feedback and later outcomes. While it is possible to develop some degree 
of conviction on these things by using characteristics of respondents that do not 
include their identity (such as age, gender, length of relationship, locations, etc.), 
non-anonymous responses mean that you do not have to ask these demographic 
questions in the survey (saving everyone’s time) and of course the analysis is far 
more precise.


But from the respondent’s point of view, “on the record” responses can be 
problematic for different reasons ranging from uncertainty about the possible 
negative consequences to power dynamics at play in the relationship. For this reason, 
anonymous feedback is generally less biased than non-anonymous feedback, and 


I’m from the company and we want your feedback


In order to test courtesy bias, we ran two versions of the same household survey simultaneously 
across 12 villages in Tanzania. Respondents were selected randomly. The client conducted one 
survey and the other survey was conducted by Keystone. The same introduction to the survey 
was given promising anonymity of responses. Respondents were aware, however, when they 
were taking a survey directly from the client. The findings from this experiment were striking. For 
every question in which one could expect to see a courtesy bias (for example, rating the fairness 
of the client), there was 30 percent more positive response from the client-administered survey. 
For more factual questions or questions where one would not expect to see a bias (such as 
what benefits the respondent received from the company) the answers in the two surveys were 
indistinguishable.
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at least initially is the preferred choice. We say initially, as when an organization has 
been gathering feedback for some time, and there is an open culture of honesty, it is 
possible to revert to non-anonymous feedback.


Similarly, when an independent party with specialized skills collects the data, it is 
more likely the process will reduce response biases. From the organization’s point of 
view, on the other hand, collecting the data themselves may be easier, less costly, 
and more quickly embedded in normal performance management.


These dynamics are visualized in the figure below. In it, we assume that bias and 
utility are independent variables, though of course in practice they are not. The 
essential take-away here is captured in the label “variable bias” in the figure.  This is 
to say that the bias in the feedback is a factor of the extent to which the respondent 
understands her or his interest to be best served by giving frank and honest 
feedback. Over time, organizations can earn this understanding in their constituents 
and as they do bias goes down – hence the term variable bias. 


One way we have helped our clients to recognize feedback bias – and work to 
mitigate it – is by conducting parallel data gathering by ourselves and by the client. 
The results of this experience provide the empirical basis for the figure below.
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Bi-modal data collection: light and heavy


Having decided on a strategy with respect to anonymous vs. non-anonymous and 
self-collected vs. independently collected, the next step is to envision the overall 
Constituent Voice system that best fits the organization and the steps to build that 
system, including which data collection methods to use when. There is no single 
model here. Introducing a Constituent Voice system requires adaptation in the 
organization’s performance management system. This is never simple and is usually 
the main determinant of the pace of development of the Constituent Voice system. 


Having emphasized the need for customization and the fact that Constituent Voice 
always involves organizational change, the following elements provide a robust 
framework for work. 


Continuous light-touch feedback data collection 


The ideal type end-state of a Constituent Voice system is one in which the 
organization is getting feedback continuously through micro-surveys and other 
techniques at diverse touch points with its constituents, supplemented by other 
feedback collection that is not touch point based. An example of a non-touch point 
based data collection exercise might be a campaign inviting constituents to call a toll 
free number to trigger a short survey or signal their willingness to be interviewed by 
phone.


A wide range of data collection mechanisms can be used, but where surveys 
are employed they should not contain more than three to five questions. The 
organization may have 15-25 questions in its full list, so these are rotated 
systematically through the data collection process to ensure an adequate sample of 
responses to each question. 


Where the data collection mechanism and the capabilities and predilections of the 
respondents make it possible (for example, when respondents are willing and able 
to type out answers), closed Likert questions are combined with an open question 


� … the bias in the feedback is a factor of the 
extent to which the respondent understands her 
or his interest to be best served by 
giving frank and honest feedback.…
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that invites the respondent to explain the reason for the answer, or even to suggest 
solutions. Responses to open questions are analyzed and categorized.


Given the low cost and ubiquity of cell phones now, text message (SMS), USSD (the 
technology that drives pay-as-you-go), and interactive voice response (IVR) surveys 
are becoming a serious option for many of our clients.  


Occasional in-depth research


Even where micro-investigations are in place, there is considerable value to be 
gleaned from periodic, high-quality, in-depth research. Many of our clients from time 
to time (typically every 18-24 months) supplement continuous micro-surveys with 
longer surveys administered by an independent researcher using rigorous techniques. 
We have found that these longer surveys can help to answer questions emerging 
from the micro-surveys, as well as address strategic priorities of the organization and 
set management targets for the future. 


The comprehensive surveys include both quantifiable rating questions (using 
Likert scales) and open-ended questions where respondents can amplify on their 
scores. Where the surveys are anonymous, selected demographic questions enable 
disaggregation and comparison of responses. 


There are additional important forms of more in-depth research. These include 
formative and summative evaluation studies – conducted independently or internally. 
Other possibilities are more elaborate observational studies, and participatory 
research initiatives. Many organizations can leverage the considerable social science 
resources of local universities, often at no or low cost.


� … there is considerable value to be  
gleaned from periodic, high-quality, 
in-depth research.…
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Data collection and research is not enough


The findings from continuous light-touch surveys and occasional in-depth research 
do not normally surface and develop solutions. They have powerful diagnostic value 
but in themselves are often not enough to guide a full management response. They 
signal where there are issues to address, and often provide clues to action. The 
micro-surveys will tell you if corrective measures, once taken, are working. 


The development of effective solutions involves the other steps in the Constituent 
Voice cycle as described below under “Analyze” and “Dialogue”. In “Analyze,” we 
discuss how to compare Constituent Voice data with other evidence available, such 
as from normal project monitoring, or from other public data sets.  In “Dialogue” we 
show how an organization’s frontline workers can become the most valuable source 
of surfacing effective solutions.


� … the micro-surveys will tell you if  
corrective measures, once taken, are 
working.…
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So, we have asked the right questions, and collected valid 
answers, now we come to analyze and interpret the data. 


Part of interpretation comes through dialogue with constituents 
to create a shared understanding of what the data and analysis 


may really mean. This “sense-making” aspect of interpretation is 
discussed in the next section.


 Quantified perceptual data can be analysed using standard statistical methods 
to give actionable insight into the perceptions of different groups of constituents, 
and that by tracking these measures of perceptions and their analyses over time 
it is possible to refine ever more powerful insight. The emphasis in our analytics is 
to generate clear conclusions and to represent those findings in simple graphics. 
In addition to descriptive statistics, we employ three main types of analysis – 
segmentation, triangulation and benchmarking. We discuss each of these below. 


Segment


Constituent Voice analysis typically begins by segmenting responses in two ways: 
by individual characteristics and by creating sub-groups of constituents (or clusters) 
depending on their responses.  The general purpose here is to be able to use the 
analysis in order to develop corrective actions and strategies that fit with different 
segments of an organization’s constituents.


Individual characteristics


To start, the client sets the importance to it for the individual (or, in the trade, 
demographic) characteristics of the respondents, for example, sex, age, nature 
of relationship with the client (occasional, frequent), location. By disaggregating 
answers to questions by demographic characteristics one can clearly see relative 
success and failure in connecting across the entire group of constituents. 
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Addressing the gender gaps


In Keystone’s Development Partnerships Survey we are finding out that, even after considerable 
efforts by our clients to apply a gender approach, female respondents tend to report that they 
receive less capacity building support than male respondents. This points out that many INGOs need 
to redouble their efforts to consult with women and ensure their participation in capacity building 
support initiatives. We have recommended that clients strengthen monitoring metrics for women’s 
participation in capacity building and going forward we will compare this project monitoring data 
with women’s feedback.
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Clustering


The other way is by clustering respondents according to their responses to certain 
questions in order to create categories that are more useful for developing and 
executing corrective actions. When we use the familiar 0 to 10 Likert scale in 
customer service surveys, we also use an approach to clustering called net promoter 
analysis (NPA).5 NPA is disarmingly simple, but it has proven to be a reliable measure 
of customer loyalty, and a powerful lever for positive organizational motivation and 
change. As illustrated in the figure below, NPA classifies respondents into promoters, 
passives and detractors and calculates a single net promoter score (NP Score).


It may seem to some people that the division of respondents in these three groups 
is somewhat arbitrary. If we have for example a scale of “0- absolutely don’t agree” 
to “10- absolutely agree”, then why do we consider that someone giving a rating 
of 6 is a detractor? What the customer service industry has learned over time and 
what we are seeing in the social value creating sector, is that this accommodates 
the ‘courtesy bias’ in survey responses. Empirical evidence shows that people giving 
ratings in the middle or just above the middle of the scale are normally understating 
their dissatisfaction. The converse is not shown to be true. Those giving lower scores 
are not understating their satisfaction. In any case, if your goal is excellence, then you 
can never be satisfied with anything below a 9.


5	  ‘Net Promoter’ is a registered trademark of Fred Reichheld, Bain & Company and Satmetrix. For 
more see: www.netpromotersystem.com, as well as the open source net promoter community 
at www.netpromoter.com.
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All Likert scales also lend themselves to clustering. The task is to combine scores in 
a way that creates groups that for the purpose of corrective action are likely to react 
similarly. For certain kinds of surveys (e.g., USSD or IVR), smaller scales are more 
appropriate and in some cases scale descriptors can allow respondents to identify 
themselves with a particular attitude, such as doubter, fence-sitter, qualified supporter, 
unqualified supporter.


One important sub-group are those who do not respond to surveys. Constituent Voice 
places a high value on response rates. Higher participation rates, while not always 
guaranteeing representation, reduce the likelihood of a significant response bias in the 
data. We track and report response rates as a key indicator of relationship quality. The 
companies that invest most seriously in customer satisfaction metrics do this. Some 
“customer-centric” companies even put non-responders into the detractor category 
when calculating net promoter scores. This pushes NP scores down, forcing them to 
work on winning high participation in feedback loops. This is discussed further under 
“Dialogue”.


Because Constituent Voice is an ongoing process of engagement, over time we expect 
to see higher and higher response rates as constituents realize that great things happen 
when they provide frank and honest feedback. In order to understand more about 
sub-clusters, we routinely compare answers of two or more questions to determine 
the patterns of distribution of particular answers. So, we would ask, how do responses 
to a fairness question ([…] treats me fairly) compare with responses to an outcomes 
question (I have more income and my family lives a better life because of [...]). 
Applying standard statistical tests, we assign a statistical significance of any variations 
from what we would expect to see. For example, we might find no significant 
correlations for women as distinct from men with respect to either the fairness 
or outcomes questions when looked at independently. But when we do a gender 
disaggregation for how all detractors to the fairness question respond to the outcomes 
question, we might see (in fact have seen) that women report fewer benefits. These 
kinds of findings generate questions that are explored further in “Dialogue” activities 
with respondents.


The Meaning of satisfaction


A survey with tree plantation workers showed an unexpected pattern. Workers gave high scores on 
“satisfaction with the company” and low scores on “the company treats me fairly”. When asked to 
explain these seemingly contradictory answers, the workers made it clear that their answers to the 
satisfaction question indicated that they needed the job, as they mostly had no alternative for wage 
employment. But, they added, this had nothing to do with how the company treated them, which 
they felt was too often unfair. By further enquiry we were able to surface specific grievances that, 
once addressed, resulted in a significant drop in arson in the company’s forests.
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We are not claiming that this kind of statistical analysis is generating definitive 
answers. Rather, it is identifying patterns of responses that may show us previously 
hidden factors that are shaping results. By teasing these out, we can use them 
in sense-making activities with constituents and more generally in the ongoing 
interactions between the organization and its constituents. 


We want to strengthen relationships to get better results for constituents and for the 
organization, so the focus is always on testing actions to improve. Having discovered, 
for example, that 30 percent of those we serve are consistently detractors, we can 
we address their specific concerns. The data identify them for us, and they will tell 
us when we have succeeded with them. Data throw up questions or hypotheses; we 
turn these into a process of shared enquiry with constituents. The operative word 
here is “we”, and the data tell us much more than we knew before about the “we”.


Triangulate


Triangulation is a fancy word for comparative analysis, usually drawing from different 
data sources or using different methods of research (classically, quantitative vs. 
qualitative). 


For example, in-depth interviews could be conducted with certain groups to gain 
deeper insight into their perspectives on program outcomes. These perspectives are 
then compared with the findings from survey questions on outcomes. Putting the two 
together underwrites higher reliability of the findings. 


A primary objective in much of our client work is to discover consistent correlations 
between real time perceptual data from our surveys and later occurring outcomes 
measured independently (and preferably objectively). The customer service industry 
provides the most famous example of this. After fifty years and innumerable studies, 
no one doubts that customer loyalty properly measured in surveys today is an accurate 
predictor of profits, shareholder value and corporate growth. Organizations who 
triangulate perceptual feedback data with outcome data are beginning to find some 
interesting correlations. One Keystone client who has begun comparing the two sources 
of data have found that promoters are twice as likely to achieve an intended outcome 


� … it is identifying patterns of responses that may 
show us previously hidden factors  
that are shaping results .…
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than those giving low scores. (see figure above). By asking a handful of very short 
questions regularly, the organisation is able to identify today those of its constituents 
who absent some change are not going to achieve intended outcomes in the future. 
Based on these metrics, the organisation is providing extra support to these individuals.


Triangulation is proving to be a powerful tool, helping anticipate outcomes as well as 
enabling understanding on how to improve programs and interventions to maximize 
impact.


We are also seeing some exciting predictive indicators emerging in other areas of our 
work. Student feedback correlates to the scores they later receive on standardized tests. 
Worker feedback correlates to absenteeism, accidents, grievance rates and incidents 
of sabotage. Smallholder farmer feedback anticipates rates of adoption of new 
technologies and subsequent crop yields. Responses to a question about connections 
to community predict how quickly a very low income person progresses in attaining 
financial goals. Feedback from displaced people living in camps points to the obstacles 
to their self-reliance and how to remove them. Predictive indicators are one of the best 
tools available to achieve better results more quickly, particularly when combined with 
benchmarking (as discussed below).


In addition, feedback from constituents can be compared to other metrics such as 
financial performance, census data or data from other sources. In a youth employment 
project for example we may cross feedback from youths expressing that they perceive 
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themselves to be more employable with data from the local employment office 
indicating an increase in applications to social insurance for people in the same age 
range.


Benchmark 


Quantification of qualitative feedback data enables us to create performance 
benchmarks – not on the basis of technical ‘ratings’ by external inspectors, but 
on feedback from those in the best position to speak of their experience of an 
organization or service. Comparable feedback data are generated when the same 
questions are asked in the same ways across groups or at different times. Some 
organizations compare their own performance over time or across units but only 
rarely do they do so against other organizations doing similar things.


Benchmarking deepens your understanding of what a particular numerical answer 
means by showing it in relation to other scores. By comparing against the average, 
you understand what normal means. And by comparing against high-performing 


In the same case of 
the tree plantation 
company, the company 
gained confidence in the 
findings from the survey 
when we compared 
the survey findings 
disaggregated by village 
with the company’s own 
records of harm to its 
forests. The table below 
shows that there was 
little harm to the forest 
around the villages 
that reported more 
positive attitudes to the 
company, while those 
that reported more 
negative scores were 
located next to areas of 
significant harm to the 
forest.


Correlation of community impacts on company forests with community perceptions of the company
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outliers, your imagination of what is possible is stretched. Say the manager in Region 
A sees that his region received a net promoter score of 25. He might be content 
with this until he sees that Regions B-G have an average NP score of 37.  A close 
look at Regions B-G also reveals that the top scoring Region F has an NP score of 65, 
including only 2 percent detractors. The manager in Region A now knows what top 
performers can do to lift scores, and can ask the manager in Region F how she did it. 


In addition, when a critical mass of organizations start to pool their feedback data 
and benchmark against each other, we can identify trends in the sector as well as 
extract best practices that can be used for improving performance collectively. 


Keystone offers a data sharing opportunity to clients to enable them to compare 
their data and benefit from field level insight deriving from their aggregated 
feedback data. In partnership with leading grantmaking foundations and Feedback 
Labs, Keystone has created the Feedback Commons as an online platform where 
organizations can “share and compare” their feedback data.


Visualize


There are a growing selection of sophisticated and easily available tools that can 
help visually present data. Visualizations can help deepen understanding of the 
data, and identify meaning within it. For example, geo-mapping tools plot data 
across a geographical area. The example visualization below plots scores within 
a geographical area of a refugee camp. It uncovers a concentration of low scores 
(shown in red) in a particular area that is hard to ignore!  Such tools are particularly 
useful in dialogue sessions with respondents. 
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Towards indexes


Net promote analysis is one way to reduce complex patterns to simple, yet powerful 
single metrics. Another technique is indexing. We have found that at times it can 
be useful to combine responses to questions into a single index that is tracked and 
compared over time. The value of an index is in its ability to represent separate 
but related elements in a single number. Reducing data into bite-size pieces helps 
organizations understand it and respond to it. The more we know about how 
individual questions correlate to performance and results (as discussed above under 
“Segmentation”), the more explanatory the index. 


We have found it particularly useful to aggregate very specific micro-questions 
relating to service quality at a specific touch point into a Service Quality Index, for 
example. When different services offered by an organization are indexed in this way, 
it is meaningful to compare aggregate service quality across these services. Similarly, 
by combining Relationship Quality questions we achieve a Relationship Index that 
clients have found to be a compelling motivator for staff to implement reforms.
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“It’s not about the data, stupid.” 


The single most important step in the cycle involves closing 
the loop by reporting back to constituents what you heard 
and co-creating solutions. We call this activity sense-making, 


as in making sense of the findings through open conversations 
with respondents that generate a shared understanding of ways to 


improve.


Two things happen when you ask constituents questions. One is you get answers. The 
other is that you raise expectations. By holding a dialogue with respondents you do 
two things. You refine and validate the meaning of the answers to the questions. And 
you manage the expectations created by asking the questions by emerging solutions 
that are within the actual capabilities of the organization and the respondents.


In the place of unbounded expectations, you now have a two-way dialogic process 
that grounds constituent expectations in granular data – “This is what we heard you 
saying. This is what we propose to do. What do you think of that? And by the way, 
these are some of the factors that constrain our capacity to respond here. What can 
you contribute to a solution here?”


Organizations that move beyond data collection to dialogue not only learn and 
improve their performance, they underwrite higher response rates and more frank 
feedback in future surveys because constituents clearly see the value in providing 
feedback.


In fact, this Dialogue stage is crucial for investing in the feedback mechanism. 
By clearly demonstrating that feedback is being listened to and responded to 
appropriately, an organization will yield higher responses and even better feedback 
data as it continues to repeat the cycle. The next stage – Course correct – will provide 
the opportunity to tweak the feedback mechanism based on the discussions that 
happen during this Dialogue stage.6


6	 An example from a Ugandan program of community monitoring of rural health clinics illustrates  
this general point in a fascinating way. An experimental study has found that “[e]fforts to 
stimulate beneficiary control, coupled with the provision of report cards on staff performance, 
resulted in significant improvements in health care delivery and health outcomes in both the 
short and the longer run. Efforts to stimulate beneficiary control without providing information 
on performance had no impact on quality of care or health outcomes.” (http://econ.worldbank.
org/external/default/main?pagePK=64165259&theSitePK=469382&piPK=64165421&menu
PK=64166093&entityID=000158349_20140826090814&cid=DEC_PolicyResearchEN_D_INT; 
downloaded 5 September 2014).  In other words, when constituents were given information 
about organizational performance, the whole community monitoring effort was more effective 
in generating improvements in outcomes. This is an original and illustrative insight into how to 
invest in the feedback mechanism.
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Clear data visualizations – like the geo-mapping example earlier – are powerful 
aids to dialogue sessions. Net promoter analysis and benchmarked data are also 
easy to visualize in ways that constituents can quickly sink their teeth into. They 
are accessible and intuitively powerful. They ground conversations in empirical 
descriptions that could otherwise be hijacked by the loudest voices in the room. At 
another level, by holding oneself to account by being transparent about feedback 
received, one builds confidence and trust and enhances the credibility of programs. 


Broadcasting and publishing


There are many different ways of reporting back and discussing feedback. The 
mix of methods employed depends on your objectives. One-way broadcast and 
publishing modes are often used as the first step to get the main findings out there 
and establish a basis of transparency and accountability. They set the stage for more 
probing efforts. 


There are many well-known and simple broadcast methods and the context will 
usually quickly determine what is most cost effective. Some of the techniques that 
clients have used effectively include: distributing printed reports, screening video 
reports, community radio, call-in recorded messages, posters, and interactive screens 
on the walls of waiting rooms.


Group discussions and key informant interviews


Meetings or focus groups can be structured as reporting back on survey findings 
and open enquiries into the questions or hypotheses arising from the data. Some 
organizations prefer independent facilitation at such report back sessions. Others ask 
staff to add Constituent Voice dialogues into their normal activities. 


In many dialogues we have made good use of the readiness question –  “I feel that 
am ready and willing to try new things offered by [...]”. All relationships are two-
way affairs and by asking this question we are encouraging constituents to look at 
what they are bringing to the relationship with the organization. When we compare 
survey answers to the readiness question to respondent ratings of the organization’s 
relationship quality we usually see that respondents rate themselves higher than 
they rate the organization.  We have found that putting this difference on the table at 
sense-making meetings generates searching and useful conversations. 


� …Two things happen when you ask  
constituents questions. One is you get answers. 
The other is that you raise expectations.…
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Interviews – by phone or in person – with ‘key informants’ offer another way to 
explore a set of questions emerging from data collection. Key informants are people 
who have been identified as being willing and able to explore behind their answers 
in surveys. We often invite people to volunteer for such follow-up interviews in the 
survey stage. When used alongside focus groups, key informant interviews can also 
be used to crosscheck what is emerging in the focus groups.


Informal follow up investigations


The simplest way to discover the answers to questions arising from the micro-surveys 
is often to ask front line staff to discuss these questions with constituents informally 
as part of their regular interactions. For example, micro-surveys may show that 
younger women are like other respondents in most questions, but are consistently 
less trusting of the organization. This begs the question why. To dig deeper, the 
organization may launch a time-limited micro-investigation in which front line staff 
share this finding informally with female and male constituents and keep a record of 
their possible explanations. These are collected and analyzed to see if a clear pattern 
emerges as well as a consensus about possible corrective actions. 


Are women tougher graders?


A US anti-poverty organization found that women were giving the organization lower 
scores than men. Project monitoring data suggested, however, that women and men were 
benefitting equally and behaving similarly based on metrics like longevity in the programs. 
The organization raised the pattern in small focus group sessions with those they served 
and three hypotheses surfaced:


●● Women may have more struggles (or example as single parents) than men and so 
need more support overall.  Perhaps the organization can’t cover everything.  Support 
may need to come from a variety of places. 


●● Perhaps women come in with more “tools” in their toolbox and therefore the 
organisation contributes less to this.  For example, perhaps they already feel “able 
to stand on their feet and achieve what they want” (one of the questions with a 
strong difference between men and women scores) and so the organization does not 
contribute to this. 


●● Are men afraid/unwilling/too biased to give low scores to our mostly female 
volunteer-base? 


One staff member called this last point “the flirtation factor”. So it may be that it is not that 
women were tougher graders, but that men were grading to impress. The organization 
is now asking new questions in surveys to test these hypotheses. It is also adding staff 
gender to its data set to see if disaggregating by the sex of the staff providing the support 
validates the overall pattern of lower scores from women service recipients.  
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In addition to generating possible solutions this approach creates value in two ways. 
Firstly, constituents appreciate the value placed by the organization on their feedback. 
Secondly, staff members are empowered to become actively curious, to be evidence-
based problem solvers for the organizations. Employees who excel at this can be 
recognized and rewarded.


The most customer-centric companies excel at this kind of post-survey investigative 
activity. Some, for example, routinely call those who give a 6 or less to the net 
promoter question within 48 hours. In effect, they treat a low survey score as a 
formal grievance, and act to address it.


Co-creation


One of the key outputs of the Dialogue stage is a plan for course-correction, the next 
stage in the cycle. Such a plan is not only best when it comes after these further 
discussions with constituents, but also when it actively includes constituents. Using 
the feedback data as the starting point for an open dialogue on how best to improve 
will allow organizations to develop solutions with and alongside those are meant 
to benefit from them. As we know, development is not something that can be done 
to people, it relies on their involvement, and organizations often find the best ways 
to help constituents when the co-create solutions. Later cycles of the feedback 
system will confirm whether these were the right changes, or if there are further 
improvements that can be made.


Public reporting


The strong trend toward transparency and accountability in public reporting offers 
practitioners of Constituent Voice a unique opportunity to leap frog to the next 
generation of accountability reporting, which will see annual reports replaced by 
real-time performance data flows, including Constituent Voice data. Organizations 
publishing in real-time will lead the next wave of sector-wide dialogues on 
performance standards and benchmarks.


� … this approach creates value in two ways. 
Firstly, constituents appreciate the value placed by 
the organization on their feedback. Secondly, staff 
members are empowered to become actively 
curious, to be evidence-based problem  
solvers for the organizations …
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Use it, or lose it! 


Constituent Voice is an iterative performance management tool, 
not an exhaustive research study. It tells you when you have 
an issue. It empowers managers and especially frontline staff 


to investigate, experiment and engage constituents to find lasting 
solutions. And it will tell you whether you have solved the issue.


Development of any kind is a process requiring constant change, and Constituent 
Voice gives you the ability to get back on track when something has gone awry. All 
organizations get it wrong at times, and you’ll fix those mistakes by honestly taking 
stock throughout the Constituent Voice cycle and using the data to change the way 
you do things.


Armed with empirically valid data, Constituent Voice enables organizations to secure 
buy-in across staff and those you serve and create a culture of small, iterative steps 
to test your way forward – a culture based on improvement rather than blame. 
This culture based on accountability and transparency is the ultimate guarantor of 
performance and results over time.


The other purpose of the course correct step is to tweak the whole Constituent 
Voice system itself. This is a cyclical return to stage 1: Design. Use feedback from 
respondents to rethink your data collection tools and methods for analysing the data 
and how you engaged with constituents during stage 4: Dialogue. This is the chance 
to improve the system and think about how to further maximise the value you get 
from the process.
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Some concluding observations


The main objective and value of Constituent Voice is to create and sustain 
an organizational culture of continuous improvement grounded in authentic 
conversations about performance with those you serve. But to round off this technical 
note, we want to highlight the flexibility of Constituent Voice systems by sharing 
some of the supplemental ways that Constituent Voice pioneers are using it.


Testing your theory of change or new proposals


Once an organization has a Constituent Voice system in place, it can be used to test 
hypotheses in the theory of change, or to explore other important questions that 
come up. For example, an education provider may have a hypothesis that parents 
who have more voice will be more likely to volunteer in specified activities. A simple 
experiment that tracks voice scores to patterns of response to volunteer opportunities 
provides a compelling answer. By eliminating other explanations through other 
Constituent Voice scores and perhaps through other investigations, it is possible 
overtime to pinpoint the key causal mechanisms for parental volunteering. 


Another way to re-purpose Constituent Voice that is increasingly common is in 
planning. Constituent Voice data collection can be used to poll opinions on different 
proposals. This can be as simple as the best time to hold a meeting to a fundamental 
change in organization strategy.


The value of self-efficacy


With its basic Constituent Voice system in place and yielding consistently helpful metrics, one client 
has started to ask questions in micro-surveys that will be part of its larger theory of change. This 
organization hypothesizes that if it can strengthen its clients’ self-efficacy – belief in one’s own 
ability to complete tasks and reach goals – that they will in fact become better at completing tasks 
and reaching their goals. By adding a question to its CV system that tracks self-efficacy on a 0-10 
scale (To what extent do you agree with the statement, “I believe I can achieve my goals”?), and 
revisiting that question over time, it will be able to compare time-series answers for individuals 
against their actual goal progress as recorded in the organization’s normal client data monitoring. In 
this case, while it is still early days, the first few months of data collection are strongly affirming the 
self-efficacy hypothesis.
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As part of your evaluation framework


Constituent Voice data contributes to wider evaluation. Both summative and 
formative evaluations are powerfully enabled by Constituent Voice data. Evaluation 
costs are reduced to the extent that evaluations can rely on Constituent Voice data 
rather than on collecting new data. Constituent Voice systems have the intrinsic effect 
of strengthening normal activity monitoring because their emphasis on short cycle 
iteration makes regular calls for comparison with monitoring data. 


Communicating across constituents


The information and insight generated through Constituent Voice are often of great 
interest across constituents. Constituent Voice systems allow organizations to be a 
nerve center for communication of perspectives across the ecosystem around an 
issue or program. 


Feedback from service recipients, for example, is of interest to the wider field of 
peer organizations and of course to investors and donors and government. Similarly, 
service recipients can make good use of the feedback from other constituents. 
Parents of schoolchildren have views on the school that the Ministry of Education 
wants to hear. And the Ministry’s policies and positions can often touch directly on 
the powerful interests of parents. Since parents often have no idea what theses 
policies and positions are, Constituent Voice provides a way of finding out that is 
directly linked to ongoing closed feedback loops.
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Constituent Voice Feedback 


Mechanism: Achievements & Learning  


 


 


 


 


 


 


 


 


 


Part One: Introduction  


The Constituent Voice (CV) Methodology is a feedback mechanism developed by Keystone 
Accountability, to promote regular cycles of feedback, dialogue, and course correction 
between different stakeholders in a project cycle. Constituent Voice speaks to several 
critical current development agendas: 


 Adaptive Development, 


 Accountable Aid, and 


 Equal Partnerships 


Adaptive Development: CV generates continuous cycles of perception data from 
programme stakeholders, which help inform management decisions in real time. The 
feedback can be useful for decisions around activities, M&E, procurement, finance, 
communication, advocacy, etc., and is more timely and cyclical than the average evaluation 
cycle.  


Accountable Aid: Greater accountability in development and humanitarian work should not 
just be about better financial reporting upward. CV prioritises accountability in other 
directions – toward impact populations and partners. It aims to make programming 
responsive to the opinions and perceptions of target groups and partners, as well as donors.  


Equal Partnerships: The methodology aims to strengthen partnership relationships, in 
particular by giving local and national civil society partners a regular opportunity to give 
anonymous feedback to their INGO partner, and engage in discussions about improvement 
and course correction. CV can strengthen partner ownership over programming and help to 
share power more evenly with them.  
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CARE International has adopted the Constituent Voice methodology as a pilot in five 
countries: Tanzania, Zambia, Ghana, Bangladesh, and Nepal.  


CARE selected the CV methodology to pilot largely because it has practical adaptability to 
existing structures, programme human resources, and budgets. The methodology offers a 
reasonably simple approach to routinely gathering, analysing, and utilising perception data 
from impact populations and partners, helping them more actively shape how our 
interventions are implemented, and helping us strengthen relationships through greater 
accountability. The aim is to use lessons emerging out of the pilots in these five countries to 
develop a CARE-wide model of feedback that enhances CARE’s accountability to 
stakeholders in an easier and more regular way. 


Across the five pilot countries, the pilot has included eight programmes, representing 
considerable diversity in terms of programme type:  


 


 


 


 


 


 


 


 


 


 


The CV methodology pilot has established feedback loops between CARE and different 
stakeholders, including direct impact groups and partners (including civil society, 
government agencies, and small entrepreneurs). In each case, the methodology has played 
a role in improving CARE’s relationship and the general quality of programme delivery.  


 


Figure 2 CV Pilot established feedback loops 


In Ghana, a governance project titled 
Ghana’s Strengthening Accountability 
Mechanisms (GSAM) and a financial 
inclusion project, Household Economic 
Security for Poor Women (HESP), 
funded by USAID and the Big Lottery 
Fund respectively. 


In Zambia, a long-term 
development intervention 
called Scaling Up Nutrition 
(SUN), funded by DFID. 


In Nepal, CARE’s multi-
donor funded Nepal 
Earthquake Response. 


 


In Bangladesh, a social 
enterprise supporting small 
entrepreneurs to set up agro-
inputs kiosks in rural areas, 
called Krishi Utsho and a food 
security and nutrition project 
called Shouhardo III funded by 
Government of the 
Netherlands and USAID 
respectively.  


In Tanzania, a financial inclusion project 
called Pesa Kwa Wote and a land rights 
project called ‘Ardhi Yetu’ funded by 
Financial Sector Deepening Trust (FSDT) 
and DANIDA respectively.  


 Figure 1 CARE programmes piloting CV feedback mechanism 
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The pilot began focusing on the first feedback loop, that between CARE and their various 


implementing partners. This decision was based on the following reasons: 


 Partners often feel they are the only ones required to be accountable. For this 


reason, the first cycle of feedback was given by partners about CARE programme 


staff. This avoided placing partners under scrutiny in the first instance.   


 If partners had an opportunity to give anonymous feedback about the performance 


of CARE programme managers and staff, they would more easily understand that 


CARE’s intention is to foster mutual accountability and responsiveness at all levels. 


 Partners would have a more grounded understanding of what is required of them 


when CARE asks them to collect feedback from their impact groups.   


 Finally, the partner survey would be easier to conduct. From this experience, CARE 


programme staff will be better able to support partners in building and conducting 


their surveys. 


This brief report outlines some initial achievements and learning.  


Part Two: Achievements  


 A full set of results is not expected until the end of the pilot (December 2017).  However, 
even at this stage, there have been some notable achievements – both process and 
outcome results – across all pilot countries. 


Notable process achievements to date include:  


 Setting up the Constituent Voice Feedback Mechanism system in five countries. 10 
different micro-surveys have been sent to partner staff across 6 programmes, with 198 
responses (around a 60% response rate). CARE colleagues have held 14 dialogue sessions 
with partners, to discuss feedback and plan course correction. Several clear course 
corrections have already been initiated in the pilot, based on the feedback. Second 
Feedback Loop data collection (primarily with target groups) is currently underway with 
two programmes having already collected over 662 responses from impact populations ;  


 Over 25 CARE and partner staff trained on how to use various aspects of the system, like 
building surveys, collecting data, analysing results, and/or facilitating dialogues; 


 Building the CARE Neighbourhood on Keystone Accountability’s Feedback Commons1, 
and adapting functionality to the needs and feedback of pilot participants; 


 The production of step-by-step guidance material, which can be easily used by new 
programme teams to navigate the Feedback Commons 


Outcome results, related to improved relationships and programme effectiveness, include: 


Result 1: 
Strengthening 
Relationships  


Partners commented on feeling they have a safe space to input into 
project decisions and feel able to raise issues more freely. E.g. CARE 
Nepal’s partners were unhappy with CARE holding the technical 
knowledge for using the system. CARE Nepal responded by having a 


                                                           
1
 The Feedback Commons is a digital platform on which Keystone has developed a ‘CARE Neighbourhood’ where CARE’s 


pilot countries can design micro-surveys and analyse feedback. 



http://governance.care2share.wikispaces.net/Constituent+Voice+Feedback+Mechanism+-+Step+by+Step+guidelines

http://feedbackcommons.org/
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discussion with partners about how they are mutually accountable. CARE 
Nepal has now developed an action plan with partners for sharing their 
technical knowledge. Mutual commitments were also made to 
communicate better in a more timely way, to respect each other and hold 
each other accountable to programme principles, and to act in a fair and 
transparent way. Krishi Utsho’s franchisees (owners of local agro-input 
kiosks) “were overjoyed when (we) got back to them with the survey 
results… This is the first time we have gone back to them with survey 
results and they were very happy to see what their comments eventually 
boiled down to.”  
Partners have also commented on feeling respected by CARE as a result of 
this pilot and excited to be learning a new feedback methodology.  


Result 2: 
Improving 
Impact  


Entrepreneur partners say they can now listen to farmers’ needs better, 
allowing them to adapt to meet those needs more effectively. E.g. 
Partners learned that farmers wanted a smaller package size for fertilizer, 
as the size was too much product at too high cost for small-holder 
farmers. Krishi Utsho adapted the package size, and is now selling more. 
Customer satisfaction has improved and sales increased. 


Franchisees commented that they were happy with this new feedback 
relationship with CARE, and liked how they were able to make many 
suggestions about services. They reported very fruitful discussions leading 
to commitments to add to the product lines available, and provide more 
targeted franchisee training, such as assistance in getting drug licenses. 


Result 3: 
Tracking 
Evidence  


CARE programme staff across the Nepal, Bangladesh and Zambia pilots 
say the system allows CARE and partners to see if issues have been 
resolved over time, which is good for continued improvement.  


Part Three: Learning 


This pilot has pointed to seven preconditions for success in implementing the Constituent 
Voice feedback mechanism. Each is necessary, but on its own not sufficient: 


 Committed LEADERSHIP, willing to listen to feedback and embed collecting and acting on 
feedback into the DNA of programme management. In order to make collecting and 
acting on feedback part of everyone’s ‘day job’, there needs to be engaged leadership 
and regular use of the feedback. Without this there is no meaningful accountability.  


 Simple TOOLS that are affordable within a project’s operating budget (i.e. not dependent 
on extra funding), and simple enough to use that intensive extra capacity-building is not 
needed. Krishi Utsho programme and partner staff commented on how the technology is 
simple and practical. They were able to build a survey of their own, “to translate it into 
Bengali, to load it onto handheld devices that their support agents use routinely, and to 
collect feedback from almost their entire target sample”. Pilot programmes and partners 
welcomed tools to design surveys and generate real-time analysis, reports and easily 
understandable graphics, largely within existing programme cycles and budgets. 


 Investment in a comprehensive ORIENTATION during the inception phase is critical, to a) 
gain trust of partners and impact groups; b) ensure understanding of the CV method and 
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rationale by partners and impact groups; and c) emphasise mutual accountability 
between CARE and partners. For example, CARE programme and partner staff in Nepal 
expressed concern with the Net Promoter scale. They felt that the meaning of different 
grades on the scale had not been properly understood when the first surveying was 
done. In Nepal, 60% is a ‘first division’ grade in the national education system, so many 
people assumed that giving a score of 6/10 on the Net Promoter scale was quite positive. 
However, on the Net Promoter scale, a 6 is actually a score that will be labelled in the 
‘detractor’ part of the scale, which is obviously negative. More thorough orientation, and 
better guidance on the surveys themselves, would help people to fully understand a scale 
that might not be universally intuitive.   


 Technical ACCOMPANIMENT to support implementation and build capacity is required, 
especially in new programmes where programme staff and partners are unfamiliar with 
the online platform and CV method. Throughout the pilot, a number of project teams 
reported difficulties understanding and using the Feedback Commons to build and send 
surveys, and to analyse data and create shareable visual reports. Since people have 
different roles, training and support must be tailored to needs. Capacities include simple 
technical skills for using the Survey Builder and more complex skills such as: phrasing and 
translating survey questions; collecting feedback data; exploring, analysing and sharing 
data; and facilitating learning dialogues. Pilot participants expressed an appetite for 
greater capacity-building.  


 Attention must be paid to INCLUSION. For example, where countries use different scripts 
(other than the Latin script), where language skills vary widely, and/or where connectivity 
is unreliable, the option to undertake paper-based questionnaires in addition to using the 
electronic system must be considered. Female staff may need to collect feedback from 
female partner staff and target groups, in order to increase the female response rates. 
Trends in response rates should be monitored, and efforts made to fill gaps related to 
WHOSE feedback we are gathering.  


 Attention must be paid to POWER. Pilot participants from some countries often gave 
feedback related to their cultures of politeness, respect of hierarchical relationships, and 
the difficulties around giving feedback ‘upward’ to managers. For example, programme 
staff and partners in Nepal and Bangladesh revealed that they would prefer some of the 
standard questions to be rephrased to be less direct. For example, ‘We would like to 
improve our services. Please advise us on how we could be doing x better’ is a more 
palatable phrasing than ‘can you trust us?’ or ‘how is our performance?’ or ‘do you feel 
you are receiving adequate support from us?’ 


 There must be CONSEQUENCES. All parties must act on commitments made. For 
communities and partners, unless there is follow through and change in response to their 
feedback, they will not continue giving feedback. One way to measure consequences 
could be adding a simple question like ‘How well have we implemented the things we 
promised to do after the last survey?’ 


For more information, please contact Gilbert Muyumbu, CARE Governance & Accountability 
Advisor at Muyumbu@careinternational.org; see our Inclusive Governance Wikispace and 
expect post-pilot information in early 2018.   


 



mailto:Muyumbu@careinternational.org

http://governance.care2share.wikispaces.net/Constituency+Voice+Feedback+Mechanism
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CARE Technical Guidance


TOOLKIT


The Community Score Card (CSC): A generic guide for 
implementing CARE’s CSC process to improve quality of services







This toolkit is based on the original Community Score Card tool developed by CARE Malawi in 2002.  
To learn more about CARE’s CSC work and obtain other reference materials, please visit: 
http://governance.care2share.wikispaces.net/Community+Score+Card+CoP 
http://familyplanning.care2share.wikispaces.net/  
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A generic guide for implementing  
CARE’s CSC process to improve quality of services


The Community Score Card (CSC)







Identify how services are being  


experienced by the users and providers


Report 
on quality of 
services to a 
district executive 
committee or 
assembly


Ensure


informed 
decision 
making


Involve the 
community and 
service providers 
in joint decision-
making and 
planning processes


Track if  
services and  


programs are 


progressing 
well


Share responsibilities 
for monitoring the quality 


of services with users


The Community Score Card will help you...


PARTICIPATION, TRANSPARENCY, ACCOUNTABILITY, 
RESPONSIBILITY, INFORMED DECISION-MAKING
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Preface


CARE Malawi developed the Community Score Card (CSC)1 in 2002 as part of a project aimed at developing innovative 
and sustainable models to improve health services. Since then, the CSC has become an internationally recognized 
participatory governance approach for improving the implementation of quality services – spreading within CARE and 
beyond.2 CARE now has over a decade of experience implementing the CSC in a wide variety of contexts and sectors.  


This is the original CSC toolkit, created by CARE Malawi to provide CSC practitioners from various institutions with 
practical CSC implementation guidance. The toolkit is generic in nature and can be applied in any sector including health, 
education, water and sanitation, and agriculture. This version of the CSC toolkit contains the original content with a few 
clarifications and a new look.


The CSC approach can be used to facilitate good governance through promotion of participation, transparency, 
accountability and informed decision-making.3 The CSC approach brings together community members, service providers, 
and local government to identify service utilization and provision challenges, and to mutually generate solutions, and work 
in partnership to implement and track the effectiveness of those solutions in an ongoing process of quality improvement.  


The introduction of this toolkit explains in further detail what the CSC methodology is (and is not) and what benefits and 
challenges users might expect when implementing it. The body of the toolkit then provides step-by-step guidance for 
the implementation of the CSC. The appendix sections contain supporting materials, such as guidelines for facilitating 
participatory scoring. 


We invite CSC practitioners using this toolkit to share their experiences and learning from the CSC process 
to enhance CARE’s CSC thinking and practice. To do so, please visit the CSC Community of Practice Wiki at: 
http://governance.care2share.wikispaces.net/Community+Score+Card+CoP. CSC practitioners can also find other products 
and guidance on this site to address common CSC implementation issues. 


1	  While commonly referred to as the Community Score Card or the CSC by practitioners, this document also uses Score Card interchangeably to refer 
to the tool and the process.


2	  A sample of countries where CARE has introduced or used the CSC include: Malawi, Tanzania, Rwanda, Ethiopia, Benin, Mozambique, Zambia, 
Zimbabwe, Morocco, Egypt, India, Cambodia, and Papua New Guinea. Other NGOs and the World Bank have adopted and implemented the CSC tool. 


3	  The high level “theory of change” underlying the CARE’s governance work is as follows: If citizens are empowered, if power holders are effective, 
accountable and responsive, if spaces for negotiation are expanded, effective and inclusive, then sustainable and equitable development can be 
achieved. Change needs to take place and be sustained in all three domains to achieve this impact.
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The Community Score Card (CSC) is a two-way and ongoing participatory tool for assessment, planning, monitoring and 
evaluation of services. It is easy to use and can be adapted into any sector where there is a service delivery scenario. 
The Community Score Card brings together the demand side (“service user”) and the supply side (“service provider”) of a 
particular service or program to jointly analyze issues underlying service delivery problems and find a common and shared 
way of addressing those issues. It is an exciting way to increase participation, accountability and transparency between 
service users, providers and decision makers.


The goal and core strategy of the Score Card 


The main goal of the Community Score Card is to positively 
influence the quality, efficiency and accountability with 
which services are provided at different levels. The core 
implementation strategy to achieve the goal is using 
dialogue in a participatory forum that engages both 
service users and service providers.


What are the main features of the Score Card? 


The Community Score Card is a participatory tool that:


•	 Is conducted at micro/local level and uses the 
community as the unit of analysis


•	 Generates information through focus group 
interactions and enables maximum participation of 
the local community


•	 Provides immediate feedback to service providers and 
emphasizes immediate response and joint decision 
making


•	 Allows for mutual dialogue between users and 
providers and can be followed by joint monitoring


WHAT is NOT part of the Community Score Card?


•	 It is NOT about finger-pointing or blaming. 
•	 It is NOT designed to settle personal scores. 
•	 It is NOT supposed to create conflict.


Introduction



msaillard

Highlight
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Who can use it?


•	 Government institutions on various levels, from 
central ministries, to local assemblies, district staff 
and government agencies. 


•	 Nongovernmental organizations (national and 
international) operating in various sectors such as 
health, agriculture, education, governance, gender 
and rights.


•	 Community-based structures such as Health Center 
Committees and Village Development Committees; 
and Community-based organizations such as women 
groups and home-based care groups. 


•	 Community committees whose responsibility it is 
to represent their constituents in the community 
(e.g., village health committees, village development 
committees, village AIDS committees, etc.)


What can the Score Card be used for?


For the service user (e.g., the community): The CSC 
helps service users give systematic and constructive 
feedback to service providers about their performance. 


For the service provider (e.g., government agencies/
institutions): The CSC helps government institutions 
learn directly from communities about which aspects of 
their services and programs are working well and which 
are not. The information it generates will enable power 
holders to make informed decisions and policy choices and 
implement service improvements that respond to citizens’ 
rights, needs and preferences. The CSC process can be initiated by a 


community-based structure such as a winter-
cropping group or a health center committee to 
score the services provided respectively by the 
Ministry of Agriculture and Health.


It can form part of a government institution’s 
monitoring and evaluation system, e.g., 
health assistants at a health center can lead 
a community process in which various groups 
are given an opportunity to discuss the quality 
and access to health center services. The health 
center can then use the information to identify 
gaps and improve services where necessary.


Nongovernmental and community-based 
organizations can also use the Score Card to 
have the project beneficiaries/clients monitor 
and evaluate their projects and services.


Health Sector: Health Center Committees 
& community groups (men, women, 
youth and leadership) and health centers 


(the health surveillance assistants, nurses, 
medical assistants, etc.) can facilitate a CSC 
process to score services at the local health 
center.


Agricultural Sector: Agriculture 
extension staff who directly provide 


services and support to the communities can 
initiate a scoring process to determine how a 
winter-cropping project is fairing, for example, 
while at the same time the community can learn 
about any lack of responsibility as participants 
in the project.


Users of the Community score card:  
Suggestions and Examples


Applications for the CSC tool:  
Suggestions and Examples


The Community Score Card is an 


exciting way to increase participation, 


accountability and transparency 


between service users, providers and 


decision makers.



msaillard
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Benefits Challenges


It promotes dialogue and improves relationship with the service provider.


It facilitates a common understanding of issues and solutions to problems.


It empowers service users leading to community monitoring of services 
and increased community ownership of services and projects.


It facilitates accountability, transparency and responsibility from service 
providers.


It clarifies the roles and responsibilities of the service user in service 
delivery.


It promotes community participation and open dialogue and improves 
relationships with the service users.  


It can expose corrupt officials.


It can show the service provider how to be accountable and responsible.


It is a tool that the service provider can use to monitor progress and 
service quality together with the community.


It can improve the behavior of the service users which can assist in 
improved service delivery.


It promotes a common understanding of issues and solutions to problems.


It promotes accountability for funds and transparency of processes.


It requires time (holding service providers 
accountable might be a new concept and therefore 
a difficult concept to understand and get accepted 
by communities and service providers).


It can sometimes lead to conflict if not 
facilitated well.


It requires good facilitation skills (the CSC deals 
directly with issues of behavior and personalities 
and can be uncomfortable for those on the 
receiving end).


Sometimes individuals can be targeted  
(“finger-pointing”).  


It can raise expectations with the service users 
if not facilitated well (creating a demand that 
can not be fulfilled by the service provider, 
need to balance between community demands 
and service providers ability to provide and 
how the two sides can support each other to 
improve services).


What are the benefits and challenges of using the Score Card?


There are various ways to find out what people think, but experience teaches us that the best way is to ask directly. 
Individual interviews, however, require a lot of time and personnel (and expense). The CSC methodology is a participatory 
process whereby the opinions and ideas of various groups of people can be collected at the same time.


Requirements to effectively implement the Score Card


An effective CSC implementation will require a skilled application of a combination of several techniques: 


•	 Understanding of the local administrative setting, including decentralized governance and management at this level,
•	 Good participatory facilitation skills to support the process,
•	 A strong awareness raising process to ensure maximum participation from the community and other local 


stakeholders, and
•	 Planning ahead of time. 
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During the implementation of the CSC, the implementing body will go through the following five phases: 


Phase I: 	� Planning and Preparation


Phase II: 	� Conducting the Score Card with the Community


Phase III:	� Conducting the Score Card with Service Providers


Phase IV: 	 Interface Meeting and Action Planning


Phase V: 	� Action Plan Implementation and Monitoring and Evaluation (M&E)


Phase I: Planning and Preparation


Thorough preparation for a CSC process is crucial and should begin preferably a month prior to mobilizing a community 
gathering. First will be general preparations to establish the basis for a CSC program in an area. This should include: 


•	 Identifying the sectoral scope and intended 
geographic coverage of the exercise,


•	 Identifying the facility/service input entitlements for 
the chosen sector,


•	 Identifying and training of lead facilitators, and 
•	 Making introductory visits to local leaders to inform 


them of your plans. 


Implementation
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Second, preparations specific to each community gathering within the CSC exercise should include: 


•	 Involving other community partners,
•	 Contacting and securing cooperation of the relevant 


service providers,
•	 Identifying relevant inputs to be tracked,
•	 Identifying the main user groups in the communities 


serviced by the focal facility or service,


•	 Developing a work plan,
•	 Creating a list of necessary materials (i.e., flipchart, 


markers, notebooks to record the process, pens) for 
the process, and


•	 Developing a budget for the full Score Card exercise.


Prior to actual implementation, it is important to meet with the community and community leaders in all the areas where the 
process will be conducted. These meetings are the time to explain, inform and negotiate the purpose of the upcoming CSC 
process and other arrangements, such as:


•	 A suitable date for the process 
•	 The duration of the process 


•	 How and where the community and leadership will 
gather when commencing the process 


Decisions should be made on the venue and materials required for the gathering, in addition to what persons/partners 
from outside the community could or should be invited to participate in the CSC processes. 


The following flow diagram illustrates the major processes in the implementation of the CSC process.


Phase I: �Planning and Preparation  
to be carried out by the CSC practitioners in 
coordination with key stakeholders 


Phase II: �Conducting the Score Card with the Community 
to be carried out with service users


Phase III: �Conducting the Score Card with  
Service Providers  
to be carried out with service providers


Phase IV: �Interface Meeting and  
Action Planning 
to involve both service users and providers


Phase V: �Action Plan Implementation and  
Monitoring and Evaluation (M&E)  
repeat cycles to ensure institutionalization
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PHASE III:  
CONDUCTING THE SCORE CARD WITH SERVICE PROVIDERS


•	 Conduct general assessment of health service 
provision – what are the barriers to delivery of 
quality health services?


•	 Develop indicators for quality health service 
provision


•	 Complete Score Card by scoring against each 
indicator


•	 Identify priority health issues


•	 Generate suggestions for improvement


PHASE II:  
CONDUCTING THE SCORE CARD WITH THE COMMUNITY


COMMUNITY Score Card:
•	 Community level assessment of priority issues in one village 


– what are the barriers to delivery of quality services
•	 Develop indicators for assessing priority issues
•	 Complete the Score Card by scoring against each 


indicator and giving reason for the scores
•	 Generate suggestions for improvement


= complete community Score Card for the village


Cluster consolidation meeting:
•	 Feedback from process 
•	 Consolidate scores for each indicator to come up with 


representative score for entire village
•	 Consolidate community priority issues and suggestions 


for improvement 


= complete (consolidated) Score Card for the cluster


PHASE IV: Interface Meeting and Action Planning


Interface meeting:
•	 Community at large, community leaders, committee members, 


health center staff, district officials and process facilitators
•	 Communities and health center staff present their findings 


from the Score Cards
•	 Communities and health center staff present identified 


priority health issues
•	 Prioritize the issues together (in a negotiated way)


Action planning:
•	 Develop detailed action plan from the prioritized issues – 


agreed/negotiated action plan
•	 Agree on responsibilities for activities in the action plan 


and set time frames for the activities (appropriate people 
take appropriate responsibility – community members,  
community leaders, health center staff, government staff 
and community committees and process facilitators


PHASE V: Action Plan Implementation and M&E


•  Execute action plan      •  Monitor and evaluate actions     •  Repeat cycles to ensure institutionalization


PHASE I: PLANNING AND PREPARATION


Community Score Card process diagram


Re
pe


at
 C


yc
le


The structure of this diagram has been modified from the original version to better reflect and align with the phases outlined in this toolkit.
Note that Phase II and III can be conducted concurrently.
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Phase II: Conducting the Score Card with the Community  


The following steps in implementing the CSC will depend on the nature of the institution is initiating the process, as well 
as the objectives and scope of that particular CSC process. As such, it is important that any user adapts these steps to 
suit their own specific objectives and situation (see CSC diagram on the previous page as well as appendix 1.2).


Stage 1: Organizing the community gathering


Step 1: Introduce the community/service user 
Score Card
As the first step of the CSC process, hold a community 
meeting to explain your purpose and the CSC methodology.


Step 2: Divide into groups
Divide the community into interest groups for participatory 
focus group discussions (FGDs), such as: women, men, 
youth, children, community leaders, PLWH/A, health 
center committee, etc.


Among the groups, it will be important to choose a group 
of 4 to 6 people to draw a social map of the community 
and/or service coverage area to ensure all households 
are represented (see the tips from experience). Refer to 
appendix 1.3 for a step-by-step guide on how to conduct 
a social map.  


Step 3: Assign facilitators per group
Assign a two-person team of facilitators for each group 
and let the groups meet in separate areas (at least one 
of the facilitator will have a relationship of trust with 
the community). One facilitator leads the exercise and 
the other should provide support and take notes of all 
discussions in a notebook. 


Stage 2: Developing an Input Tracking Matrix


Step 1: Track inputs
Inputs are the resources allocated to a service delivery 
point in order to ensure the efficient delivery of that 
particular service. Explain to the groups about the purpose 
of tracking inputs to the services. Inputs of a health 
center may include the number of staff who should be 
employed at the center, numbers of equipment, types of 
services offered, number of houses for staff, etc. Provide 
information on input entitlements of a particular service 
before discussion and reaching agreements on input 
indicators. Use matrix below to capture discussion results. 


To ensure the vulnerable households 
	 and poorest of the poor are also 
represented in the groups, conduct a social 
map exercise with a separate community group 
consisting of a mix of older and younger people 
who know the community well. Use the social 
map to identify female headed households 
(FHHs), HHs with orphans, child-headed HHs, 
etc., and invite these people to the FGDs. 


Input Tracking Matrix


Indicators Input Entitlement  (as specified 


by service mandate)


Actual  (community perception, what is really 


happening in community, or at health center)


Remarks/
evidence


Numbers of service provider 
staff present 


4 providers with certification or 
qualification for this level of care 


2 qualified providers available 


Number of beneficiaries 
employed


100 per village/GVH 50 are employed on the project


Tips from experience:  
Vulnerable and marginalized in the community
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Stage 3: Developing the community’s Score Card


Step 1: Generate issues
After inputs have been identified and tracked, groups 
need to share ideas about service related issues to be 
reviewed. Elicit issues by asking questions like, “How are 
things going with service or program here? What service or 
program works well? What does not work well?” etc. Note 
all the issues generated by groups on flipchart paper and 
in your notebook, BUT only when a group has agreed on 
which issues they want listed. Help groups cluster similar 
issues. For all problems, ask for suggestions about how 
to improve the delivery; and for all strong points, discuss 
how to maintain them.


Step 2: Prioritize issues 
Often there are quite a number of issues generated, and 
not all are relevant to your service or project. Ask the 
group to agree on the most important and urgent relevant 
issues to deal with first. Let the groups give reasons for 
their choice. Use the following matrix: 


Issue Priority Reasons


Step 3: Close first meeting
After prioritization has been done, reconvene as a big 
community group, and thank the community for their time 
and inputs. Explain that you will now take the information 
(general issues generated by all the groups) back with you 
to the office to develop indicators for the high priority 
issues and agree on a date for the follow up visit when the 
issues (to be presented as indicators) will be scored. Make 
it clear that the same groups with the same people need 
to be available for the scoring exercise. 


Step 4: Develop indicators
Back at the office, facilitation teams need to meet and 
share the various issues generated by their respective 
groups. Here you will mix issues from the different groups 
(men, women, leadership and youth) to come up with 
common issues representing that location or area. Identify 
the major issues and from those, develop indicators and 
list the issues related to each indicator under it (see 
example in appendix 1.4 and stage 6).


Step 5: Develop a matrix for scoring 
After generating the indicators, develop a matrix (“the 
Community Score Card matrix”) for scoring the indicators. 
Make copies to give to each of the focus groups when you 
next meet with them for the scoring. See the example of 
a scoring matrix below (for scoring purposes, it is usually 
easier to give higher numbers for better performance). 
Refer to appendix 1.5 for other types or modes of scoring 
that can be used. Each is suitable depending on the type 
and level of literacy of the people you are working with.


example – Scoring Matrix


Group name: …………….    Date: ………….    Village: …………………….….    Catchment area: …………….


Indicator


Score


ReasonsVery bad  
= 1


Bad  
= 2


Just okay  
= 3


Good  
= 4


Very good  
= 5


Indicator 1 


………………………


Indicator 2 


………………………


Indicator 3 


………………………
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Step 6: Create the Score Card with the community
When indicators and matrices have been developed, you 
will go back to the community (on the days agreed to in 
your first meeting) to start the proceedings again with a 
community meeting, prior to doing the scoring. 


6.1	 Open the community meeting in the same manner 
as in Stage 1 to ensure everyone is clear about the 
process and what has been done so far and what 
the next steps are. Inform the community that the 
facilitation teams have transformed their issues (as 
generated by the different groups) into common 
indicators for all the groups – these indicators are 
representative of the community as a whole. And 
that these now need to be scored to identify the 
extents of the prioritized issues.


6.2	 Divide the community into the same focus groups 
they were in on the first day of the CSC process 
(with as many of the same people as possible and 
with the same facilitators to maintain the position 
of trust).


6.3	 Inform the groups of the results of the social 
mapping process which occurred during the first 
meeting (i.e. what types of vulnerabilities or 
vulnerable groups have been identified in the area). 
Ask the groups to assess whether they know any 
people who fall under such vulnerable groups and 
whether these people are actually present in the 
groups. Encourage all the participants, including 
vulnerable persons, and the facilitators to consider 
and speak for the concerns of the vulnerable even if 
they are not present at the scoring meeting. 


REMEMBER
The groups are scoring  


services or projects, NOT people.


6.4	 Present the indicators that have been developed and 
check that they represent the issues generated on 
the first meeting. Make it clear that the indicators 
are the same for all the groups in this village, as 
well as other villages from the same catchment area 
(being serviced by the same service delivery point, 
e.g. health center, agricultural office, school).


6.5	 In each group explain how the scoring works. (See 
appendix 1.5 on how to explain scoring).


6.6	 Then, starting with the first indicator, ask the group 
to give it a score. Use one methodology of scoring 
for uniform results (see appendix 1.5 for different 
techniques). Make sure the group has agreed on the 
score before writing it up on the matrix (see matrix 
in step 5, appendix 1.4). Also check that each score 
represents the views of the more quiet people. 


6.7	 After they have given the score to the first indicator, 
ask for the reason(s) for the score, and write it on 
the matrix (see matrix in step 5, appendix 1.4). 


6.8	 If it is a low score, ask for any suggestions for 
improvement and, similarly, for high scores, ask 
for suggestions on how to maintain those aspects 
of the project or services. Make notes of all these 
discussions in your notebook.


6.9	 Repeat the process (steps 6.5–6.7) for all the other 
indicators on the scoring matrix.


Rating and discussing the indicators 
one by one encourages open and critical 


dialogue, stimulates reflection and creative ideas, 
and catalyzes joint action to improve conditions, 
relationships, procedures and activities.


Tips from experience: 
Rating and discussing the indicators 







Tips from experience: 
Interface meeting invitation checklist
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community to go about their normal businesses of life. 
(Negotiations of such nature allow the community to feel 
part of the process and shows that the facilitators respect 
the communities daily schedules as well.) However, the 
consolidation day should be negotiated and allocated in 
such a way that it does not interfere with the upcoming 
interface meeting which is usually booked in advance to 
allow service providers to plan for it. 


Step 7: Close the day 
After scoring has been done, reconvene as a big community 
group and thank the community once again for their time 
and ideas. Select 2 or 3 representatives from each group 
that were active and can represent their groups’ views to 
meet on an agreed day and time in order to consolidate 
the scores for the village or area. Remember to balance 
genders among these representatives.


Inform the people that after the community collectively 
analyzes their scores for the services, the service providers 
will also be rating the services. There will then be a 
joint meeting at the service center where the users and 
providers will present and discuss their results together. 
The name of this joint meeting is the “interface meeting.” 
The facilitators should inform the community of the  
date and time for the meeting, because this will already 
have been planned and appointments booked with the 
service providers. 


Facilitators and community leaders should confirm the 
invitations to local chiefs, politicians and any other 
stakeholders the groups feel should be present. If any 
of these people have not yet been invited, the process 
should start now. 


NOTE: The score consolidation day should not be too 
long after the scoring day to avoid loss of information 
from discussions, but it should also allow time for the 


•	Who needs to be invited? What levels of 
government need to be represented?


•	Who are the people who can take decisions about 
the issues raised so far?


•	Who has a mandate to take the issues forward, 
including budgeting for certain activities?


•	Which community leaders and institutions 
(committees, CBOs, etc.) need to be invited?


•	Have any issues been raised that are relevant for 
other stakeholders, including international NGOs 
and churches?


•	Who can explain why certain services are being 
done badly and others not?
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example – Matrix for a consolidated score card


Step 8: Consolidate the community Score Card
8.1	 At the office, develop a matrix that will record 


scores from all the focus groups so that the scores 
can be consolidated (to have a combined score 
for each indicator). This consolidated matrix will 
present a general consensus for the indicators from 
one catchment area. (See example below.)


8.2	 On the appointed date, facilitators will meet with 
the representatives from the focus groups. At the 
meeting, the representatives share scores from 
each of their groups, and the scores are inserted in 
the matrix. The facilitators guide the discussions by 
asking questions such as; “Looking at the different 
scores, what is the real picture? Which score can 
represent all scores and the real situation?” to 
come up with representative scores. Key point – 
The representatives should speak on behalf of their 
own groups. 


8.3	 When the big group has agreed on a consolidated 
score for that indicator, fill it into the matrix (see 
below). Facilitators should challenge the groups to 
be clear about their reasons for the scores and to 
write these reasons down on the matrix.


8.4	 Be on the look-out for indicators with very different 
scores in one village to the next and find out from 
the representatives why that is the case. The final 
consolidated score can be a different score after 
probing and agreeing on the realistic situation OR 
it can be an average score agreed upon to represent 
all concerns, if the scores are varying and each of 
the groups seem to be convinced of their scores and 
are backing them up with valid reasons.


Indicator Focus groups
Catchment 1: 


Village 1 Scores 
Catchment 1: 


 Village 2 Scores  
Catchment 1: 


Village 3 … etc.  
Consolidated 


score
Reasons


Indicator 
1


Men 50 20 30


women 20 0 20


boys 10 5 30


girls 80 50 60


Consolidated score 45 25 50
At least 50% 
of the work is 
done


Indicator 
2


Men 20 3 15


women 30 40 40


Boys 40 50 50


Girls 30 100 80


Consolidated score 30 70 45
Still inadequate 
staff
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Stage 4: Preparing for joint dialogue (the “interface meeting”) 


Step 1: Set up the interface meeting 
At the end of the consolidation exercise, once again remind 
the representatives about the purpose of the CSC tool and 
about the interface meeting – confirming the dates, venue 
and participation for the meeting. 


Nominate two representatives, gender balanced, who will 
present the consolidated scores for the catchment area 
to the service providers during the interface meeting. 
These representatives should be literate and active in the 
community. Both the nominated representatives and the 
facilitators should keep copies of the consolidated scores; 
the representatives will use them to prepare for their 
presentation and facilitators will have them in case the 
representatives lose them. 


Facilitators and community representatives should follow 
up on invitations to ensure good attendance. At a minimum, 
the people at the interface meeting should include:


•	 Local chiefs 
•	 Community people who were involved in the process 
•	 Community development committees concerned with 


the scored service


•	 Service provider staff and district officials responsible 
for delivering the service


•	 Local politicians (if possible)
•	 Local NGOs and CBOs concerned with the service 
•	 As many community people as can be mobilized (see 


tip on invitation checklist from step 7 on page 15).


Purpose of the interface meeting
Ensuring Improvement 


•	To share the scores generated by 
service users


•	To ensure service providers take feedback from 
the community into account and concrete 
measures are taken to improve services and/or 
maintain good practices


•	To provide a “conducive environment” for 
the service users/community to provide 
feedback to service providers and to negotiate 
agreements on improving the services 
together with relevant stakeholders.
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PHASE III: Conducting the Score Card with Service Providers  


Stage 5: Starting the service provider Score Card 


NOTE: A service provider Score Card can be conducted 
after the community Score Card has been completed or 
it can be conducted concurrently. The process for the 
providers is essentially the same as that for the users. 
The pace, however, for generating issues of concern and 
indicators with service providers is often much quicker 
because of the literacy levels of service providers. The 
indicators generated by the providers are usually similar 
to those of the community because the service providers 
often identify the same issues but from a different angle. 
One common difference is that the providers may have 
one or two additional indicators not mentioned by the 
community. The pace is also quicker because it is usually 
not necessary to consolidate scores since the service 
provider generally come from only one group (i.e., one 
institution). However, it is important to clearly explain to 
the service providers that the Score Card process is not to 
point fingers at individuals but to improve service delivery 
problems. This requires a shift or change in attitude of the 
staff to be open minded and critical thinkers while taking 
part in the scoring process.


Step 1: Organize the service provider Score Card
1.1	 Choose a facilitator who is most suited to lead the 


Scoring exercise. This should be someone who is 
trusted by other staff and is sufficiently mature to 
lead. Use participatory facilitation methods with 
the service providers as with the community.


1.2	 Agree on a date and venue for the exercise; try to 
meet somewhere the staff will not be disturbed to 
attend to other issues or problems.


1.3	 Explain the benefits and purpose of the Score Card 
to all staff to make sure everyone understands and 
does not feel threatened.


1.4	 If the community Score Card process has already 
been conducted, let the facilitators explain to the 
rest of their colleagues what was done, how and why.


Stage 6: Developing the service provider Score Card


Step 1: Generate issues 
1.1	 Explain to the group that they will start their 


session by sharing some general issues about 
certain aspects of their program or service. For 
instance, they will respond to such questions as: 


•	 What are the types of services we offer? 
•	 How do we offer them? 
•	 What are the main challenges? 
•	 What is the role of the community in service 


delivery, and do they take part? why? 
•	 What can be done to improve the situation? 


Issues raised could be positive or negative. Remind 
yourselves as service providers about the possible 
issues you thought might be good to review or 
discuss when you originally planned the Score Card 
process (see checklist appendix 1.1). 


1.2	 Note all the issues generated by the group on 
flipchart paper, BUT only when they have been 
agreed upon. For the problems or challenges listed, 
ask for suggestions to improve them and for the 
strong points, discuss how to maintain them. Note 
all the discussions.


It is a stepping stone to improve service 
	 delivery and communication between service 
users and service providers. It is not meant to be 
confrontational. Therefore, do not look at people 
or individuals but at systems, structures, policies 
and processes.


Tips from experience:  
Purpose of the Score Card
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Step 2: Develop indicators 
After the general issues have been generated, identify 
the major issues and from those, develop indicators and 
list the issues related to each indicator under it. Similar 
issues might generate related indicators which can be 


clustered under one “theme”; e.g. indicators concerning 
management of the services, delivery of the service, staff 
attitudes toward clients, availability of equipment to 
deliver the service, etc. (see appendix 1.4).


Step 3: Create the service provider Score Card 
3.1	 After the indicators have been developed (by 


facilitators at the office), the service provider group 
will now have to score each indicator. Explain the 
different scoring methods (see stage 3 on page 
13 and appendix 1.5) and agree on a method 
(preferably use a method similar to that used in  
the community). 


3.2	 Starting with the first indicator, ask the service 
provider group to give it a score using the identified 
technique. Make sure the group has agreed on the 
score before writing it on the matrix (see matrix 
on right). Check that each score includes the views 
of the quieter staff members in the group. Include 
reasons for the scores.


Indicator Score Reasons


Indicator 1


Indicator 2


Indicator 3 


3.4	 Repeat the process (steps 3.1–3.2) for the other 
indicators on the scoring matrix.


example – developing indicators from clusters of issues


Issues Indicator


“The community leaves litter in the grounds of the health centers.” 
“There is not always water to wash the floors in the center and clean the bed linens.” 
 “Our cleaner has left and the ministry has not given us permission to appoint a new one.”


Cleanliness of the health 
facility and surroundings.
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Phase IV: Interface Meeting and Action Planning 


Stage 7: Conducting the joint interface meeting


When all the previous steps are completed, there will be 
scores from the service users, as well as the scores from 
service providers. The interface meeting is where the 
service users and providers share and discuss the matrices, 
their scores and the reasons for the scores. This is also 
where a joint action plan will be developed. 


The interface meeting brings service users, service 
providers and other interested/relevant parties together. 
It is important that key decision makers (chiefs, group 
village headmen, district officials, ministry officials, local 
politicians, etc.) are present to ensure instant feedback on 
the issues and responsibility to take issues and the plan 
of action forward. 


Step 1: Start the Interface Meeting
1.1	 Open the meeting and welcome everyone. 


1.2	 Explain the purpose of the meeting and expected 
duration for the meeting.


1.3	 Explain the methodology – this will be a participatory 
dialogue between service users and providers. See 
the tips from experience above for important points 
to emphasize in the introduction to the meeting. 


1.4	 Call the representatives of community service users 
to present the consolidated scores for that catchment 
area. Presentations should include recommendations 
for how to improve where there were low scores and 
suggestions about how to maintain the high scores.


	 The interface meeting might become 
	 confrontational if not handled carefully and 
correctly. It is important that a skilled facilitator with 
negotiation skills and a strong personality is in charge 
of this meeting. Make sure that service users, as well as 
service providers, are well prepared for this meeting and 
understand its purpose. Avoid personal confrontations.


Tips from experience:  
Managing the Interface Meeting
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1.5	 Next, the service providers will present their scores 
and suggestions for improvement or sustaining 
performance, as well as their recommendations 
based on the suggestions for improvement made by 
the service users. 


1.6	 At this point, allow for an open and participatory 
dialogue/discussion and questions for clarity with 
each side given ample time to respond to and question 
the other. Out of the discussions, identify burning 
issues to resolve and prioritize into action for change.


Step 2:	Develop the joint action plan
2.1	 After the discussions let the members jointly decide 


the order in which the indicators/issues should 
be dealt with, and list them in order of priority 
on a separate flipchart with their suggestions for 
improvement. Remember to be realistic about any 
suggestions for improvement. What is the most 
possible and realistic? What is short-term and what 
is long-term?


2.2	 Group similar priorities together and agree on an 
overall theme or name/heading for group. 


2.3	 Discuss each priority theme as follows and record in 
the planning matrix (see example below).


It is best to keep the duration of the action plan to a 
minimum of 6 months and a maximum of one year for 
proper follow up and evaluation.


example – planning matrix


Priority theme 
(list each issue)


Action
(activities  


needed to address 
the issue)


Who will lead it
(name & 


institution)


With whom 
(name & 


institution) 


Completion date
(be realistic)


Resources
(what is needed 
to do the action)


Notes


Cleanliness of 
health center


- more staff
- community to 
use bins


- District official
- Health center 
committee


- Health center 
clinician
- Health center 
grounds cleaner


1st August 2007
1st June 2007


Punctuality of 
staff


- staff to observe 
official hours


Health center 
clinician


Health center 
committee


2nd March 2007 none


Attitude of staff 
towards clients


- staff to 
understand 
concerns of 
clients


Nursing sister
Health center 
committee


	 Be realistic: The community should be 
	 encouraged to think about “services” and 
not to have unrealistic demands on service delivery staff.


	 Be responsible & accountable:  
	 Service providers, especially government, 
have a constitutional responsibility to provide 
services in a manner that is respectful of the 
service users and will facilitate equal access for 
all. Similarly, communities have responsibilities 
in addition to their rights and should take 
responsibility and be accountable as well.


Tips from experience:  
Reviewing recommendations
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Phase V: Action Plan Implementation and M&E 


It is important to recognize that the Score Card process does not stop immediately after generating a first round of scores 
and joint action plan. Follow-up steps are required to jointly ensure implementation of plans and collectively monitor 
the outcomes. Repeated cycles of the Score Card are needed to institutionalize the practice – the information collected 
needs to be used on a sustained basis, i.e., to be fed back into the service providers current decision-making processes 
as well as its M&E system. The Score Card tool generates issues which can be used in advocacy efforts to raise awareness 
of the problems and push for solutions.  These advocacy efforts can also help integrate the solutions into local policies 
and systems for the sustainability of results.


Some of the key follow-up activities may include, but are not limited to, the following:


•	 Compile a report on the Score Card process including 
the joint action plan. Most of the information is 
already recorded in the note books (refer to appendix 
1.6 for a proposed report format). 


•	 Use the outcomes and action plan to inform and 
influence any current plans concerning delivery of the 
concerned service (e.g., planning processes for the 
district implementation plan, as well as budgeting 
processes to take into consideration the needs of the 
people and the staff).


•	 Monitor the action plan implementation. It is the 
responsibility of the service providers and community to 
implement the plan – they have to own it.


•	 Plan a repeat Score Card cycle ahead of time and 
inform both service providers and communities. The 
repeat cycle will provide an opportunity to assess if 
there has been any improvement from implementing 
the joint action plan. The repeat cycle involves the 
same process with the same communities and service 
providers. Ask participants to check if the joint 
action plan has been implemented and if there are 
improvements in the service delivery process. Repeat 
Score Card processes are best done at 6 month or 
one year intervals similar to the duration of the joint 
action plans.







COMMUNITY SCORE CARD TOOLKIT 23


Appendix 1.1: A Checklist for undertaking the Score Card technique


The following questions aim to guide the organization through a decision-making process about implementing the Score 
Card tool and methodology. The questions will also remind the organization what issues to take into consideration and 
what activities to plan for in the implementation of the Score Card tool.


Note: Choose only questions and activities that are 
relevant to your own process.


Questions about implementing the Score Card


What do we want to know about our current interventions, 
programs, services? (e.g., attitude of staff towards 
communities and vice versa, access, management style, 
etc. Create a list.


What is the purpose of doing the Score Card? Is it to 
assess our performance, the quality of our services 
or assess community knowledge about our services, 
including funds available? Being clear on the purpose 
will define the scope of the exercise and assist with the 
generation of relevant issues (while also keeping the 
discussions focussed).


How do the results anticipated from the Score Card link 
with our current monitoring & evaluation framework? 
Where does it fit in? Create a list.


Do we know which other service providers operate in the 
areas where we work and where we want to implement the 
Score Card? YES or NO 


•	 If yes, list them down.
•	 If no, how will we determine who they are? (e.g., 


use a social map exercise)


Invite those service providers that are relevant to our services 
and Score Card process to the upcoming interface meeting. 


In which areas do we want to implement the Score Card? 
(e.g., catchment area, TA, GVH/villages, districts, etc.) To 
get a balanced view of your service or project, choose sites 
away and close to your service. Create a list.


appendix 1
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Do we have the resources to cover all the areas where we 
operate? YES or NO


•	 If no, do a sampling to select villages or service 
centers to cover in the Score Card process.


Who will drive our Score Card process? Which person? List 
the name.


Who else needs to be on the Score Card facilitation and 
support team? (e.g., drivers, administrative assistants, etc.) 
List the names.


Action steps for implementing 


The team should familiarize itself with the step-by-step 
guidelines for implementation of the Score Card process. 


Draw up a work plan for implementing the Score Card:


•	 Where will Score Card be implemented?
•	 What are the activities? (include preparation steps)
•	 Who will do what?
•	 When will we do it and what is the duration? 


(from when to when) (e.g., The usual duration of 
the process per area can last from 5 to 10 days 
depending on the number of villages and areas to 
be covered.)


•	 How will we do it? (What resources will be required)


Set up a meeting with the various communities and 
leadership to explain the Score Card methodology, as well 
as how it works.


Note all the expenses for the Score Card process and draw 
up a budget. 


Check availability of the necessary supplies usually required 
for the implementation of the Score Card process: flipchart 
paper; marker pens; masking tape; pens and paper, etc. If 
not available, make use of locally available materials (e.g., 
writing with chalk or charcoal on a cement floor or on the 
school’s black board).


Reflection questions prior to implementation 


Do we have a good understanding of participatory methods 
and rights-based approaches? YES or NO 


•	 If no, what will we do about it?


Do we have sufficiently trained staff to facilitate the 
Score Card? YES or NO 


•	 If no, what will we do about it?


What possible issues might be raised about our 
interventions or services?


What scores do we anticipate getting for the various 
issues, and how will we react to the scores?


How will we use the information collected during the 
Score Card process? (e.g., planning for the next District 
Implementation Plan and budgeting process.)


Who will document and write the report on the Score Card 
process?


To whom should the report be disseminated?


When will we hold the interface meeting? This meeting 
is best conducted before any major district/local 
government planning processes for that particular year to  
accommodate some issues that need allocation of funds, 
ie. staffing, equipment.


Who will we invite to the interface meeting? (See the 
checklist for arranging the interface meeting: Stage 3, 
step 7, Implementation of the Score Card.)


Who will facilitate the interface meeting? Who is a 
mature, experienced facilitator? (See Stage 3.)


How do we ensure ownership and implementation of 
the joint action plan that will come from the interface 
meeting?


Reflection questions after implementation 


When and how will we follow up on planned actions?


When will we conduct the next Score Card process and 
where?


Are we expanding the Score Card to other catchment 
areas?


How do we increase our responsibility and accountability?
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Appendix 1.2: Suggested steps for service user & provider Score Card 


The service user Score Card (community) The service provider Score Card 


Days/Duration Step/Activity
Days/ 
Duration


Step/Activity


One preparatory day 
with community 
leaders


Preparatory/introductory visit to community and 
leadership prior to implementation of Score Card 
process.  


First day in the 
community


In the community 
•	Explain purpose of the Score Card.
•	Divide community into groups and assign 


facilitators to each team.
•	Each group to share their knowledge about the 


project, service – to track inputs.
•	Each group to generate issues about the service.
•	Each group to prioritize the issues generated.
•	After scoring, all groups to reconvene for closure 


of the day and confirmation of date for next phase.


First day back in 
the office 


At the office
•	Develop the indicators: Facilitators to develop 


indicators as based on issues generated by 
community groups.


•	Develop the Score Card matrix: Facilitators to 
place the indicators in matrix format for scoring 
purposes with the community.


•	Set up the interface meeting: Let other colleagues 
organize it while indicators and the Score Card 
matrix are being developed.


Second day in the 
community


In the community 
•	Do the scoring with the groups: Community to 


score the indicators as in the Score Card matrix.  


First day for 
the service 
provider


With the service provider
•	Do the Score Card:
 - Explain Score Card purpose to all staff.
 - �Staff to generate issues about their 


service, project.
 - Staff to prioritize issues generated.  
•	After scoring, develop the indicators as 


based on the issues generated.  


Second day in the 
office


At the office
•	Develop a consolidation matrix to record the 


various scores from the different groups.


Second 
day for 
the service 
provider


At the Office
•	Do the scoring: Staff to score the 


indicators as in the Score Card matrix.


Third day with the 
community with 
representatives


In a separate exercise with a group of 
representatives from the village, go through all the 
scores and agree on ONE representative score for 
each indicator.  


fourth day in the 
community 
 


Joint interface meeting:
•	Hold the interface meeting: The service 


users and service provider representatives to 
respectively present their consolidated scores and 
recommendations for improvement.  


•	Open and participatory discussion of scores and 
recommendations.


•	Develop joint action plan.


Third day for 
the service 
provider


Joint interface meeting:
•	Hold interface meeting: The service 


users and provider representatives to 
respectively present their consolidated 
scores and recommendations for 
improvement. Open and participatory 
discussion of scores & recommendations.


•	Develop joint action plan.


Note: Also see Score Card process flow diagram on page 10
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Appendix 1.3: The Social Map


What is the social map?


It gives a picture (visual presentation) of the arrangement 
of households (HH) in a given section(s) of a community. 
The information generated about the well-being of each 
HH will show how HHs differ from each other; and can 
therefore be viewed as different HH categories (well-being 
differentiation).


Examples of what the map can tell us about the HHs:


•	 Where each HH is located
•	 Socio-economic arrangements within HHs
•	 Activities of HHs (e.g., livelihood activities)
•	 Capacities (skills) within a HH
•	 Resources/assets within a HH
•	 The head of the HH
•	 Shocks & stresses experienced by a HH
•	 Vulnerabilities faced by each HH


Why do we use the social map?
•	 To get a deeper understanding of social, economic 


and political issues affecting HHs.
•	 To understand the different livelihood patterns of 


different HHs, as well as the coping strategies.
•	 To help identify vulnerable HHs/groups and develop 


appropriate services for them.
•	 To generate data about specific HHs.


With whom does one conduct a social map?
•	 Community members who know their area well so they 


can be comfortable drawing the map. 
•	 It can be a mix of people: young men and women, 


older people, children, etc.
•	 Or, it can be conducted with a specific target 


group, e.g., young women of child-bearing age 
(all depending on the objective of collecting the 
information).


•	 A facilitator to implement the tool and guide the 
discussions.


•	 The best size of group is 6-10 people.


How to facilitate the development of a social map?


STEP 1: Introduce the tool to the community
Inform the community you wish to conduct a social map 
with them. That your organization needs to understand 
how the different HHs survive and exist in the community. 
This contributes to a better understanding of the 
community and its needs and issues.


STEP 2: Explain what will be done 
In order to gain this understanding, a facilitator should 
draw a social map together with a community group 
of maximum 6 people, gender balanced as well as age 
balanced. The group will plot a sample of HHs, indicating 
each HH’s name. (Remember that the community’s 
definition/understanding of what a HH will apply.)


Check with the community whether mapping exercises 
have been implemented before and what their experience 
of it was. 


It will not be possible to draw all the HHs; only a 
sample. The sample depends on the number of HHs in 
the community, but usually not more than 50 HHs will be 
drawn; in a smaller area, 20 to 30 HHs only. If there are 
only 20 HHs in an area, all 20 HHs can be drawn.


Explain the sampling procedure to them by using the 
example of cooking rice. In order to taste if the rice 
requires salt, one does not eat the whole pot as it is 
cooking but only takes a bite to determine if more salt 
is required.


The HHs from this sample will be grouped into categories 
of well-being [e.g. from most to least vulnerable, or from 
poorest to richest]. A representation from each category 
will then be interviewed. 







example – social map
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STEP 3. Drawing the map
Ask someone from the group to draw her/his HH (on a 
sheet of paper, on a cement floor or in the sand) and write 
their name next to the HH and number it (1, 2, 3, 4, etc.).


From the position of this person’s house, let the group 
draw any key features in the village/community: school, 
cemetery, roads, paths, water points, shops, etc.


Ask the person to add her/his immediate neighbors (HHs) 
with their names; the others should help him/her recall 
names and positions of HHs.


Let the person continue adding HHs until there are about 
30 to 40 HHs (depending on the size of the community).


Ask questions about each HH and use keys (see step 4) 
to note the information on the map. Once agreement 
within the group is reached on these details, record the 
discussion in notebooks.


Once all the HHs on the map have been dealt with, check 
for any gaps or additions from the group.


School


Water


Livestock


Water


Hall


HH1


FHH2
CHH3


HH4


HH5


HH6


CHH7


HH8


FHH9


FHH6


Shop
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STEP 4. Record to remember – Documentation 
and note-taking 
While the group is drawing the map, the facilitator 
should take notes of all the discussions. This will ensure 
no information is lost and can be considered by the 
facilitators when conducting the Score Card.


What do we want to know from the social map?


Examples of the type of information a facilitator might 
require from the social map include:


•	 Which HHs are female headed (FHH) or child headed 
(CHH)?


•	 Which HH have orphans?
•	 Why are there orphans in a HH?
•	 Why is a HH child headed? 
•	 Which HH has disabled members?
•	 Which HH is headed by the elderly?
•	 Has it always been this way? (A follow up question to 


always ask!)
•	 How does that HH cope with the situation?
•	 How does the HH access the service that is about to 


be scored?
•	 Which HHs have a member who is chronically ill 


(CI)? Are there any other vulnerable groups we are 
concerned with?


The focus of the Score Card process is to find out who 
is not able to access the service being scored and why; 
therefore the information sought should be related to 
these issues.


Using keys/symbols 


When the participants are low literate or non-literate, it is 
very important to involve them in creating understandable 
and memorable keys or symbols for the main pieces of 
information that will be noted on the map. Even where 
the participants are highly literate, symbols will facilitate 
the inclusion of larger amounts of information on the map. 


Keys can include:


•	 female headed household (FHH) or a flower
•	 child headed household (CHH) or a small pebble
•	 livestock (L) or a piece of dung/animal dropping
•	 poultry (P) or a feather, etc.


Record to remember – The detail from the discussions 
about each HH needs to be written down by the facilitators 
in notebooks. The keys can be developed by the facilitators 
beforehand or with the community group. Write the keys 
on flipchart paper for all to see.


Materials required:


•	 Markers, pens, and big sheets of paper; otherwise 
participants can draw on the ground in the sand and 
use symbols such as stones, leaves, twigs to be the 
keys for poultry, bicycle, etc.


Record to remember – If drawing in the sand, remember 
to copy the map onto paper at the end.
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Appendix 1.4: Developing indicators


These charts provide example matrices for the indicator generation and scoring steps detailed in Phase II and III.


After general issues have been noted, identify the highest priority issues and group those that are similar. Then develop 
a single indictor that reflects the issue group e.g. indicators concerning center cleanliness, management of the services, 
delivery of the service, etc. Note that some indicators may fall under a general “theme”, such as management of the health 
facility, or dialogue and collaboration between health workers and communities.


Example: Developing indicators from similar issues 


Overall theme: Dialogue and collaboration between health workers and communities


After the indicators have been developed, each indicator is scored. Ask the group to give each indicator a score using the 
agreed upon scoring method. Make sure that the score includes everyone’s view and that everyone has agreed upon the 
score. Include the reasons for the score that is chosen.


Example: Score Card with indicators under an overall theme


Indicator
Score out of 
100 (Apr 04)


Reasons for the score


6.1
Two-way communication and dialogue 
between communities and health center 
(HSAs)


70
There are some HSAs who communicate and dialogue 
well and frequently hold meetings with their 
communities, while others do not.


6.2
Two-way communication and dialogue 
between health center (HSAs) and village 
health committees


90
Most of the HSAs dialogue and communicate well with 
VHCs in their catchments.


6.3
Two-way communication and dialogue 
between village health committees and 
community members


50
Some of the VHCs communicate very well with their 
community members; while some of the VHCs have 
just been formed and cannot be assessed.


Overall theme: “Management of the health facility”


Highest priority issues Indicator


“The health center is generally clean.” 
“Some of the floors in the health center are sticky with dirt.” 
“There is rubbish around the health center.” 


Cleanliness of the health facility and 
surroundings


“Some of the health workers prioritize serious cases, while others insist that everyone 
gets in the queue.”


Giving priority to serious cases


“Some health workers help their friends first, even if they come late.”
“Sometimes those working at the research station and their families are helped first.”


Maintaining the first-come first served 
rule
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Appendix 1.5: Explaining scoring to service users and providers


Check the literacy levels in each group and adapt the method of scoring to suit the literacy levels as well as the 
community’s understanding of what scoring is.


NOTE: Make sure that the community does not view the service provider as a child that needs to be awarded a mark 
(despite this being used to illustrate the “percentage” technique of scoring outlined below), as this can lead to the 
service providers being undermined by the community and even mocked. Also, explain the implications of the scores.


Examples of scoring techniques


On a scale of 0% to 100%
This works the same as a teacher giving a mark at school for 
a pupil’s test or exam. 50% is a pass, but anything below 
50% is a fail and the lower the score goes down, the worse 
the service is. If however the work is such that it is more 
than just a pass, then the score will be above 50%: anything 
from 51% to 100%. The higher the mark given, the better 
the service is. This technique is preferred because most 
villagers can associate it with how their children are given 
grades at school with 50% being the average score and it is 
easier for them to understand and negotiate and increase or 
reduce scores according to their discussions.


On a scale of 1 to 10
In this technique, the lower the score (1–4), the worst 
the service or project is; the higher the score (6–10), the 
better the service or project is. “5” is the middle point 
of a range of 1 to 10. That would imply a position of in 
the middle, therefore, a medium score. This technique will 
require slightly higher analytical skills; for most villagers 
to grasp the concept of a 1–10 scale it is difficult as they 
still see the numbers as too small to represent the kind of 
successes they see. They may want to go beyond the mark 
of 10 to emphasize their point.
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The following two techniques are helpful for when the 
group is low literate or illiterate. 


Using faces to show feelings
Ask the group to choose a face (see diagram) that shows 
how they feel about the various indicators (Thindwa et al, 
2005). This technique is simple and straight forward but 
it might not be able to represent the gravity of the issues 
as compared to scoring with numbers on a scale of 0% to 
100%. It does not allow the community to express the 
situations found in between each pair of two faces.


Using example of holes in the ground
Communities know about holes/pits in the ground – and 
that they can be a problem because children or animals 
can fall in and hurt themselves or get killed. Each issue 
(now made into an indicator) can be seen as an open pit. 
Some pits can be bigger or deeper than others; the bigger 
(size) and deeper (depth) the pit, the more serious the 
problem. The objective of the Score Card process is to fill 
all the open pits and thereby reduce the problems. The 
group should assign a size and depth to each indicator 
by answering the following question: From 1 to 10, how 
many pails or buckets of soil will you need to fill this pit to 
make it level with the ground? The more pails, the bigger 
and deeper the pit is and therefore, the bigger and more 
serious the problem is. Alternatively, using the same pit 
analogy, tell them that to be able to get out of the pit, a 
ladder will be required. The guiding question is then: How 
many steps (from 1–10) would there need to be on a ladder 
for you to get out of the pit? 


Record to remember – It is important to show in your 
report and on your Score Card matrices which method was 
used since 1 pail required means it is not a big problem 
where a score of 1 (on a scale of 1 to 10) implies the 
lowest score, and therefore a very big problem.


These techniques require the facilitator to be very focused 
and able to explain clearly the analogy in order for the 
community members to understand and give correct scores 
representing the situation.


Very Bad


Bad


Just OK


Good


Very Good


1


2


3


4


5


Criteria Facial Expression Score
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ExAMPLE: INPUT TRACKING MATRIX


Appendix 1.6: Format for recording Score Card process1


1. Brief background to the service/project
Include project information such as service/project objectives 
and main activities, geographical coverage, etc.


2. Score Card methodology/approach
Explain the sampling process (if any), the areas covered 
in the Score Card process (TA, catchment area/s, name 
of villages, etc.), number of projects covered, they type 
of groups, the method for scoring (e.g., 0% to 100%) 
and technique for prioritization used (if required), period 
of the scoring (dates), who facilitated the process, any 
constraints experienced, etc.


3. General issues generated
Include issues generated during the first exercise with the 
service provider and service users.


3.1 Service Provider: priority issues
3.2 Service Users: priority issues


4. Input tracking
In a matrix (see sample below), record the supply side data 
generated on input entitlements. For example, funds and 
components approved for the service, sector standard norms for 
various services, number of pupils to a classroom, availability 
of learning materials, the number of people to be employed 
on a project, etc. 


Indicators Input Entitlement Actual Remarks


1 Also includes information from the PACE (CARE Malawi report format) and MASAF’s Summary Local Assembly report Format for the comprehensive 
Score Card process (CCSCP).
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5. Indicators developed and scored
5.1 Service Provider: list the indicators developed and 
scored by the service provider
5.2 Service Users: list the indicators developed and 
scored by the service users


Also include the Service Users Indicator Score Card 
Matrix and Service Provider Indicator Score Card Matrix 
showing scores from different groups and different villages 
in a specific catchment. 


Example of a Service Users Indicator Score Card Matrix for a first overall theme:	


Indicator
Score out of 100 (April ’04)


Village #1 Village #2 Village #3 Village #4 Village #5 Village #6


Type of groups M F M F M F M F M F M F


1.1 Punctuality of staff 50 50 75 30 40 40 70 40 80 35 50 70


1.2 Reception of patients 100 50 50 100 50 30 50 60 30 50 5 50


1.3 Attitude of health workers 75 70 45 30 40 20 25 50 40 30 15 40


1.4 Observing official working hours and days 50 100 75 50 60 50 70 80 30 50 50 80


1.5 Attention and listening to patients problems 100 80 100 70 70 30 50 20 50 70 35 50


1.6 Respect for patients’ privacy 100 90 100 100 100 100 90 100 80 50 95 100


Theme: “Conduct and attitude of health workers”


Record the Score Card matrices for all the other overall themes with their indicators, e.g., Management of the health 
facility, etc.
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6. The consolidated Score Card 
Record the consolidated Score Card for the service provider and service users (see example below).


7. Main findings from the process
Give a summary of the main findings by using the information from sections 3, 4 and 5 of the report, including 
main issues raised, scores given and reasons provided for the scores. Link this information with your objectives for 
implementing the Score Card and recommend ways of using this information to improve service delivery and sustain the 
way forward agreed to in the interface meeting. 


The main findings should include:


•	 Service user satisfaction with services
•	 Challenges the service provider experiences with the 


service users
•	 Community’s level of access to services
•	 Challenges experienced by staff in service delivery
•	 Main suggestions for improvement from the interface 


meeting


•	 The joint action plan: actions required, by whom, by 
when, etc.


•	 How the district or local government or responsible 
ministry for the service can take into consideration 
the concerns raised by both staff and communities


8. Conclusions and Recommendations
What are your main conclusions?


What are the main recommendations and way forward?


	 Indicator
Score out of 


100 (April ’04)
Reasons for the score


1.1 Punctuality of staff 40 They start work late. Sometimes they start after 9 am.


1.2 Reception of patients 50
Some staff members receive patients politely, while others are rude to 
patients.


1.3
Attitude of health 
workers 30


Some of the health workers at times neglect patients and chatter around 
with their friends.


1.4
Observing official 
working hours and days 60


The Health Centre is open on all proper days, but the health workers 
sometimes do not observe working hours, especially after lunch.


1.5
Attention and listening 
to patients’ problems 70


Sometimes the medical assistant writes in the health passport and gives it 
back before one has finished explaining about the patients’ ailment.


1.6
Respect for patients’ 
privacy 80


There is a considerable amount of privacy, but patients are despised, 
especially at the maternity section, where some women are mocked.


Theme: “Conduct and attitude of health workers”
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Executive summary


Over the past two decades, there has been growing interest 
in supporting social accountability to improve the delivery 
of public services and empower citizens. This has prompted 
significant reflection on how best to provide support and 
how to ensure it translates into concrete outcomes in 
different contexts. 


This research aims to shed further light on that issue, 
providing cross-country comparative analysis across 
four countries: Ethiopia, Malawi, Rwanda and Tanzania. 
It is the outcome of a collaborative project between 
the Overseas Development Institute (ODI) and CARE 
International, which aimed to analyse how CARE adapted 
its Community Score Card (CSC) programmes to a variety 
of national contexts and how this influenced their impact. 
It also aimed to generate further lessons and insights to 
inform wider debates around social accountability. 


The research uses a political economy lens to map some 
of the key structures, formal and informal institutions, 
stakeholders and relationships at local and national level 
that interact with CARE’s  CSC programming in each 
country. It aimed to understand variation across these 
contexts – from strong central states to those that are more 
fragmented – to understand how CSC processes could be 
adapted to local conditions and the implications this has 
for programme impact. It utilised a mixture of desk reviews 
of existing literature and CARE programme documents 
and field research in cooperation with CARE country 
offices, which involved interviewing stakeholders involved 
in the CSC process. These identified the mechanisms 
that CARE’s CSC programmes operated through, the 
adaptations made to the standard model in light of 
contextual factors and examples of impact achieved. 


We find good evidence of CARE programmes being 
adapted to different contexts and enabling environments 
across all countries. While there is a general model that 
CARE promotes for score card programming, our findings 
confirm that, in practice, there is no single way in which 
change has been achieved in each context – instead, 
multiple pathways have been utilised within each country 
to take advantage of different opportunities and challenges. 
It is hoped that learning from this cross-country experience 
will support greater understanding of the nature of 
these multiple pathways of change and of the types of 
impact possible from this form of social accountability 
programme. Drawing across these contexts, we therefore 
identify a number of key findings and implications for 
future research and programming. 


First, the research finds support for the ‘accountability 
sandwich’ strategy (Fox, 2007), in that, for ‘demand-side’ 
activities to have traction, they require an ability and 
willingness to respond on the supply side too. For example, 
CSC programmes can achieve some tangible outcomes, 
such as improvements in working practices of service 
providers or in the deployment of staff, but this often 
requires top-down pressures for reform too, and usually 
involves states with reform-minded central governments, 
with Rwanda as a case in point. In states lacking these 
conditions, such changes can be negotiated, but are often 
only sustained at the community level.


Second, buy-in from decision-makers needs to be 
secured early on and maintained, which can require 
framing the programme as one that will help rather than 
hinder decision-makers and service providers themselves. 
This means a strong emphasis on service delivery 
improvements, which can influence the overall objectives 
of the programme. We see this in the majority of impacts 
identified that relate to service delivery improvements 
of different kinds (such as resourcing, access and service 
provider behaviour). Framing CSC programmes in this 
way involves different trade-offs too. In Ethiopia, it 
meant the process itself was effectively co-opted and led 
by the government at the woreda level; in Malawi, local 
health teams were trained to help facilitate the process; in 
Tanzania, local councillors were brought into the process, 
especially in the run-up to elections. The interests of each 
of these had to be accommodated within the score card 
process, to ensure their buy-in and participation. 


Third, multi-stakeholder partnerships are key to 
achieving impacts. In almost all cases, CARE’s CSC 
programmes employed a highly collaborative approach, 
although this took multiple forms. The general model 
for CARE’s CSC programmes involves a final step of 
an ‘interface’ meeting, which brings together relevant 
stakeholders to discuss the score card findings. This is a 
major venue for bringing different groups together and for 
supporting collective problem-solving.


However, our findings suggest building these partnerships 
requires much more than just attendance at an interface 
meeting. In some countries, such as Malawi, pre-interface 
meetings were introduced, giving officials and decision-
makers an early view of findings to prevent them from 
feeling ‘ambushed’. In Rwanda, there are instances where 
interface meetings were not held and instead score card 
findings were fed into pre-existing forums. Rather than a 
reliance on the existence of particular meetings, our findings 
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therefore point to the importance of an ongoing maintenance 
of strong links and relationships, between government 
officials, local leaders, implementing organisations and 
others to establish trust and facilitate the process. 


Fourth, we find that, in many cases, an essential 
prerequisite to finding and acting on shared collective 
interests – an important outcome of multi-stakeholder 
partnerships – is the solving of collective action problems 
for individual groups too. For example, communities may 
not be able come together and work in their collective 
interests, including for effective maintenance of service 
points (such as water pumps or boreholes) or other 
community structures. Strong facilitation is therefore 
required by local organisations or local leaders (such as 
village chiefs, faith leaders or others) to broker collective 
action and enforce collective participation. 


We find that service providers can also face collective 
action challenges, for instance where frontline staff do not 
feel able to report the constraints they face to superiors, or 
where there are coordination failures across departments. 
Again, this requires careful facilitation, and may need 
to be resolved before wider collective action is possible. 
There is, moreover, a consistent challenge of how to sustain 
and expand collective action and interests beyond the 
community level. 


Fifth, we find evidence of tangible impacts, clustered 
around service delivery improvements. The exact form 
this impact takes varies from context to context. It ranged 
from what we term ‘mid-point instrumental–institutional’ 
impacts (such as improvements in trust between service 
users and service providers, or alterations in staff and 
community behaviour) to more purely instrumental 
impacts (including changes in the working practices of 
service providers and improvements in resourcing such 
as infrastructure, personnel and equipment). While we 
found little evidence of purely ‘institutional’ impacts, 
such as significant changes in power relations, there were 
some examples, including commonly reported feelings of 
community empowerment and increased responsiveness of 
officials, that may have a transformational impact in the 
long run. However, the causal chains for this are long and 
our research could not substantiate any clear links here. 


Taken together, we hope these findings show how 
CSC programmes can operationalise the recognition that 
context matters for social accountability. In this way, 
we can highlight more precisely how differing enabling 
environments lead to different options – and pose their 
own opportunities and trade-offs for those wanting to 
support greater accountability for service delivery. 
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1. Introduction


First developed by CARE Malawi in 2002, CARE’s 
Community Score Cards (CSCs) have become an 
internationally recognised approach, within CARE and 
beyond. Indeed, CARE now has more than a decade of 
experience in implementing this approach in a variety of 
contexts and sectors. 


In January 2013, CARE’s US and UK offices convened an 
expert working group of 23 CSC practitioners from a range 
of offices (including Egypt, Ethiopia, Malawi, Rwanda 
and Tanzania) and across a range of sectors (health, food 
security, water and sanitation and education). To build 
further on this experience, and gain a better understanding 
of the influence of context on implementation and 
sustainability, CARE International commissioned further 
analysis, which this report summarises. 


This research therefore aims to analyse how CARE’s 
CSC programmes have operated across different contexts. 
In doing this, it aims to understand how these programmes 
have adapted to different enabling environments and 
to identify those features that can constrain or enable 
different forms of social accountability. 


1.1 The Overseas Development Institute’s 
analytical approach
The key question for this research is, ‘How do CARE’s 
CSC projects interact with and influence the wider context, 
and how does this impact on their effectiveness and ability 
to secure long-term change?’ 


In order to unpack this research question, the research 
team explored two dimensions. First, it examined the 
political economy context in each country, and then it 
looked at the score card process itself, to understand how 
the wider context interacted with decisions on the design 
and implementation of programming. 


We define political economy analysis as follows: 


Political economy analysis is concerned with the 
interaction of political and economic processes in a 
society: the distribution of power and wealth between 
different groups and individuals, and the processes that 
create, sustain and transform these relationships over 
time (Collinson, 2003; DFID, 2009). 


Methods of political economy analysis are increasingly 
being applied to assess social accountability initiatives. 
They can usefully help unpack: 


•• Relevant structural features, including demography, 
geography, social structures, historical legacies and so on;


•• The ‘rules of the game’: relevant institutions, including 
formal laws or regulations and informal social, political 
and cultural norms, that shape power relations and can 
influence economic and political processes;


•• The motivations of relevant individuals, groups and 
organisations that shape their behaviour, as well as the 
types of relationships and balance of power between them. 


Throughout, we do not analyse these concepts in depth, 
but rather look at the interactions between them, for 
instance between these systemic features (structures and 
institutions) and the incentives, power and behaviour of 
different actors relevant to the issue analysed. To give an 
example, in analysing how decentralisation for service 
delivery works in practice, our analysis looks at structural 
features like historic legacies of past regimes or social 
norms around those in authority; the nature of the formal 
policy framework and informal rules; and the behaviours 
of relevant individuals or groups, such as district-level 
authorities or community members. More detailed analysis 
is set out in the individual country notes (unpublished); 
only a synthesis is to be found here.


In each case study country, CARE’s CSC programmes 
have been implemented in at least one, and often more 
than one, sector. As a result, we focused on sector-level 
political economy analysis – to understand the nature of 
the sector and key power relations and information flows 
within it – as well as on the particular issues identified 
for each score card programme. As the score card is 
implemented locally (at either community or district level), 
our analysis focused largely on local political economy 
dynamics in the regions visited in each country, although, 
where relevant, we refer to national-level dynamics too. 


To understand the implications of context for 
programming, the research examines both the implicit and 
the explicit assumptions made about how change happens 
and the potential pathways for change that exist. In recent 
years, ‘theories of change’ – explicit expressions of how 
change can happen – have gained prominence as a tool to 
help articulate key preconditions and resulting processes 
through which change occurs (or does not occur), and the 
key assumptions underpinning programme strategy (see 
Stein and Valters, 2012). It is an approach that aims to make 
explicit some of the key choices and ‘theories’ held by those 
who have designed and implemented a given intervention.
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A key strength of our approach was the focus on 
cross-country, comparative research and lesson-learning. 
The research was explicitly designed in order to map which 
elements were shared and which were different for CARE’s 
CSC programmes in different countries and to assess this 
against key contextual conditions. 


1.2 Methodology
In coordination with CARE International, the following 
countries were selected for analysis: Ethiopia, Malawi, 
Rwanda and Tanzania. These were identified according to 
the following criteria: 


•• Existence of project documentation including 
documentation of impact and effectiveness; 


•• Willingness of country office staff to collaborate on 
research, and ability to observe programmes in the field; 


•• Comparability across a range of contexts – with 
some shared features (e.g. both Rwanda and Ethiopia 
have seen strong central government oversight and 
leadership, whereas Malawi and Tanzania have 
experienced weaker and more fragmented oversight 
and governance systems), but also important differences 
between these (e.g. Tanzania’s history of one-party rule 
versus Malawi’s history of multi-party competition). 
Throughout, we examine this spectrum of contexts, 
rather than assuming a particular typology, and we aim 
to identify important similarities and differences across 
all four countries. 


Resource constraints meant field visits were limited to 
one week per country. For Malawi, Rwanda and Tanzania, 
an Overseas Development Institute (ODI) researcher 
carried out the research; in Ethiopia, a national consultant 
conducted the study. Researchers were reliant on the 
quality of CARE documentation and the availability of 
CARE staff to help identify the best use of this limited 
time and to share adequate information as part of this 
timeframe. All researchers followed an interview guide, 
adapted to particular local specificities (see Annex), and 
reported their findings in a shared template.


The methodology involved a number of steps: 


•• Desk review of available CARE materials in each 
country: This was used to identify the implicit and 
explicit assumptions set out in key project documents 
that indicate how change is expected to happen. 
This step was also used to identify specific examples 
of impact or success, or examples of variance 
(differences in impact, e.g. by region/implementer etc.) 
to be explored further through fieldwork. This was 


supplemented by a limited review of select academic and 
grey literature for each country, with specific attention 
to broader political economy analysis. 


•• Fieldwork for one week in-country: One-to-one and focus 
group interviews were carried out with key stakeholders 
in select field sites. These included government officials, 
(national and local); international partners and 
international non-governmental organisations (NGOs) 
involved in the CSC initiative; civil society organisations 
(CSOs) and community-based groups; local sector 
experts, including academics; members of parliament 
(MPs) and local councillors (if relevant); relevant donor 
agencies; community members; community leaders 
including village elders or chiefs; and faith leaders. 


•• Final reporting: Individual field notes were produced 
for each country, and shared with and validated by 
CARE country offices. These are not published but 
are synthesised in this report, which consolidates 
the findings from all countries. This report will 
be accompanied by a shorter policy briefing and 
dissemination events. 


In each country, fieldwork involved visits to areas where 
the score card project had been delivered, and where there 
were opportunities to interact with key participants in 
the programme. Initial desk review and consultation with 
CARE programme staff were used to highlight examples 
of impact or of variation in impact (i.e. if some areas/
groups seemed to be more effective than others). Field 
visits were then used to understand better what explained 
areas of progress. Where possible, the researchers aimed 
to visit field sites where positive results had been validated 
independently (e.g. through evaluations, observations, 
data analysis). Researchers did not aim to independently 
evaluate these impacts, but rather to understand why and 
how they had been achieved.


Throughout, researchers sought to triangulate findings 
and explore key political economy features of the context 
and of programming decisions. The fieldwork drew 
significantly on the tacit knowledge of CARE country 
staff, particularly those who had been closely involved 
in implementation. This was crucial in assessing the ‘fit’ 
of the CSC programme to the broader context, and the 
team are grateful for all assistance. Some of the findings in 
country field notes were sensitive for CARE country offices 
and for in-country relationships; we reviewed these areas 
and issues in close coordination with the relevant CARE 
country offices and CARE International.


Fieldwork was carried out in a select number of sites 
and sectors, drawn from the following programmes in each 
country (see Table 1).
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Table 1: CARE’s Community Score Card programmes


Country Title Dates (from/to) Areas covered Sector/themes


Ethiopia CSC Programme 2011-2014 Amhara region (3 
kebeles)


Water, sanitation and hygiene 
(WASH)


Malawi Muuni Wauchembere 
Wabwino (MWWa) (formerly 
known as Maternal Health 
Alliance Project, MHAP)


2011-2015 Ntcheu district Health (sexual, reproductive 
and maternal)


Women’s Empowerment: 
Improving Resilience, Income 
and Food (WE-RISE)


2011-2016 Dowa district Food security, women’s 
empowerment and resilience


Supporting and Mitigating 
the Impact of HIV/AIDS for 
Livelihoods (SMIHLE)


2003-2008/09 Dowa district Food security, women’s 
empowerment, HIV/AIDS


Rwanda Public Policy Information and 
Monitoring Advocacy I (PPIMA 
I) consortium with Norwegian 
People’s Aid (NPA) and Save 
the Children


2009-2013 Four districts in four 
regions
(CARE implementation in 
Nyaruguru district)


Basic services (agriculture, 
health, education, 
infrastructure, WASH)


Focus on poor women, youth, 
disabled, elderly and other 
marginalised populations


IsaroProgramme Partnership 
Arrangement (PPA) 
Governance PPA4 


2011-2014 Gisagara district (then 
rolled out to Nyanza and 
Ruhango districts)


Gender-based violence (GBV) 


Tanzania Governance and 
Accountability Project (GAP)


2007-2011 Mwanza region (8 wards 
in 4 districts i.e. Ilemela, 
Nyamagana, Sengerema 
and Ukerewe)


First round: range including 
microfinance to women, 
education, GBV


Second round: health







2. Why social accountability 
matters


Over the past two decades, there has been rising interest 
in mechanisms and programmes to promote social 
accountability, often conceived of as attempts to establish 
transparency and accountability. Gaventa and McGee 
(2013) place this in the context of the third wave of 
democratisation that took place in 1980s and early 1990s, 
arguing that ‘accountability failures’ within these systems, 
whereby elections and other traditional accountability 
mechanisms were insufficient to create accountable 
government, created a need for these to be either 
augmented or circumvented by other forms of citizen-led 
accountability mechanisms. 


The 2004 World Development Report, Making Services 
work for Poor People (World Bank, 2004), is also cited 
as a major framing report for this interest, particularly 
for its focus on the supply- and demand-side blockages. 
It emphasised the considerable blockages that occur on 
the ‘long route’ of accountability between citizens and 
politicians, and politicians and service providers. Given 
the difficulties of removing these blockages, transparency 
and accountability initiatives were framed as some of the 
mechanisms that could help improve the ‘short route’ of 
accountability between service users and service providers. 


Gaventa and McGee (2013) note that there was initially 
a focus on mechanisms such as citizen budget participation 
and budget transparency initiatives, and that this was 
followed by efforts to expand freedom of information 
laws and encourage greater public release of information 
through mechanisms such as the Open Government 
Partnership. Alongside these, Joshi (2013) notes a wide 
range of other mechanisms, such as social audits, public 
hearings, community monitoring, community report 
cards and CSCs, some of which focus more on two-way 
information exchanges and the integration of facilitation 
mechanisms between major actors. 


Recent developments in the social accountability field 
have seen an increasing emphasis on what has been dubbed 
‘the efficiency paradigm’ (Gaventa and McGee 2013), 
whereby transparency and accountability mechanisms 
are promoted as improving particular service delivery 
outcomes and reducing inefficiencies, corruption etc., 
rather than as promoting deepened democracy or real 
shifts in power relations between groups. 


Growing momentum around transparency and 
accountability themes has brought greater critical reflection 


too. In particular, a growing number of reviews and 
evaluations seek to understand the impacts of support 
to transparency and accountability (e.g. see Fox, 2014; 
Gaventa and McGee, 2013; World Bank, 2014). This 
process has identified a number of potential weaknesses or 
challenges for this field to address. 


The most basic is the assumption made in much of the 
literature that there is a clear link between transparency 
and accountability. Fox (2007) argues that, while there 
is an intuitive link between these two processes, it is 
important to distinguish between them and to grasp that, 
although transparency may be a necessary condition for 
accountability, it is not sufficient for it. Fox argues that 
what he dubs ‘hard’ accountability requires agents that can 
put in place sanctions, compensation or remediation. In 
the absence of this, there will either be ‘soft’ accountability, 
where social norms mean public authorities are 
answerable, or no accountability, where ‘shaming’ of public 
officials through transparency simply has no effect. 


World Bank (2014) adds to this analysis, highlighting 
a tendency in the literature to conflate participation with 
accountability and ignore the very real possibility that, 
even where citizens do participate in decision-making 
processes, they may simply be ignored or overridden 
by those in authority. Recognition of this has prompted 
greater reflection on the linkages between different 
concepts and outcomes, and on how change happens in 
different spheres.


A second, and related, area of debate has been the 
focus on state–citizen relationships being reduced to 
that of supply- and demand-side dynamics. Joshi (2013) 
points out that this framing is limited, as it ignores the 
fact that the state is only one of a range of legitimate 
actors that provide services and exercise public authority. 
More broadly, others have argued that a narrow supply-/
demand-side framing misconceptualises development 
problems as ‘principal-agent’ problems when in fact they 
commonly constitute collective action problems, in which 
social groups cannot credibly commit to courses of action 
that would be mutually beneficial (see Booth, 2012). 


Thus, focusing on either demand- or supply-side issues 
alone is unlikely to produce effective results. Research on 
CSCs in particular has highlighted how these mechanisms 
can act as a venue for problem-solving and overcoming 
collective action problems experienced by service users, 
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service providers and local governments (Wild and Harris, 
2012). O’Meally (2013) also highlights the importance 
of coalitions of actors and bargaining between them to 
achieve changes in outcomes, and contrasts this with 
approaches that focus only on civil society or adopt more 
simplistic state–citizen dichotomies. This coalition-building 
approach has been dubbed the ‘sandwich strategy’ – as 
articulated by Fox (2004): ‘Pro-empowerment institutional 
reforms are driven by mutually reinforcing cross-sectoral 
coalitions between state and society, grounded in mutually 
perceived shared interests’ (p.84).


This leads to a third area of debate, which is a major 
motivation for this research. The acknowledgement that a focus 
on the demand side is insufficient and that the interactions 
between different state and non-state actors are important 
variables has led to a renewed focus on the importance of 
context in determining the success of interventions.


This reflects operational concerns too, that social 
accountability initiatives have increasingly been deployed 
as a depoliticised and technical tool implemented on the 
basis of standard templates, undermining their ability 


to work effectively and flexibly with contextual realities 
(Gaventa and McGee, 2013; O’Meally, 2013; World Bank, 
2014). Joshi (2013) concludes in her overview of evidence 
on the effectiveness of transparency and accountability 
initiatives for service delivery that the political context 
in particular is a major explanatory factor; Gaventa and 
McGee (2013) also highlight its persistence as a research 
gap. These insights have also been a major motivating 
factor for research recently carried out by the World Bank 
examining context and social accountability (O’Meally, 
2013, World Bank, 2014). 


This research therefore fits into an evolving pattern 
of thinking on the functioning and role of social 
accountability issues, and aims to provide evidence to fill 
some of these important research gaps. By comparing the 
functioning of a single ‘template’ programme across a 
variety of political contexts, and systematically analysing 
the political economy of both CSC programmes and the 
outputs that have flowed from them, it aims to cast light 
on these issues. 
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3. CARE’s Community Score 
Cards 


This section explores CARE’s general approach to CSCs 
and some of the specific ways this has been adapted across 
each of the four countries examined. 


The CSC approach used by CARE was developed in 
2002 by CARE Malawi as an element of a project aiming 
to develop innovative and sustainable models to improve 
health services. It is conceptualised in CARE literature 
primarily as a mechanism for joint problem-solving in 
service delivery, bringing together the ‘demand side’ of 
service users and the ‘supply side’ of service providers at 
the local level (CARE Malawi, 2013). In this way, it picks 
up on the emerging trend identified above – namely, a 
shift from a focus on social accountability exclusively as 
a tool for voice and empowerment to recognition of the 
‘accountability sandwich’ and the need to bring together 
supply and demand to solve collective action problems. 


As such, CARE strongly emphasises that the CSC 
mechanism is designed to encourage constructive and 
systematic feedback to service providers, rather than to 
create conflict within communities or provide a mechanism 
for the criticism of individual service providers. The CSC 
programme is presented primarily as a mechanism for the 
monitoring and evaluation of service provision, allowing 
authorities to engage in ‘informed decision-making’, as 
well as increasing transparency and accountability between 
citizens and service providers. While a theory of change 
is not explicitly set out, the framing of the CSC does 
highlight a number of key features.


There are a number of core activities for the CSC 
programme, in terms of initial sensitisation, development 
and conduct of the score card process (first in separate 
groups and then collectively as a village), and the use of 
interface meetings to report back on findings and identify 
action plans. In line with the focus on the ‘accountability 
sandwich’, emphasis is placed on interface meetings and 
facilitation of constructive feedback between service users, 
service providers, local leaders and local decision-makers. 


The focus on community is important too, as the 
process aims to bring together communities to provide 
collective feedback (and, where scores conflict, these are 
mediated to collectively identify a shared score), rather 
than having an emphasis on individual-level feedback and 
response. The long-term objectives or outcomes sought 
are both improvements in service delivery (particularly 
better access or quality) and improvements in relationships, 


including accountability relationships, between service 
users and providers. 


As such, we can identify a number of assumptions that 
might underpin such an approach. These include:


•• That the state is prepared to be scrutinised by citizens 
and can exert control over service providers;


•• That providing the state with additional evidence on 
citizens’ perceptions of service delivery will contribute 
to evidence-based planning or resource allocations and 
their implementation;


•• That citizens want to participate in decision-making 
processes, and are able to do so effectively;


•• That bringing together different stakeholders at the 
interface meeting will result in stronger collective action 
and collaboration.


In the following sections, we explore how these 
assumptions compare against actual implementation in all 
four countries. Figure 1 (overleaf) sets out the basic steps of 
the process.


Interviews with CARE country offices expanded on 
the contents and purposes of these phases and allow us to 
define a common process.


Phase 1 involves planning and preparation. There are a 
number of components to this. The first is the sensitisation 
of officials and selected communities. Before initiating the 
CSC process on the ground, all CARE offices engaged in a 
series of meetings with local government officials to outline 
the purpose and process of the CSC and to secure their 
permission, buy-in and support. These meetings usually 
began with the highest authorities in the local government 
structure and then cascaded down the hierarchy of the 
service sector and administrative areas concerned. The 
selection of communities intended to provide a focus on 
more marginalised and under-served communities. In 
addition, selection of areas was based on the operational 
presence/experience of implementing agencies and the 
preferences of or coordination with local government. 


The second is the selection and training of facilitators. A 
wide range of implementing organisations and facilitators 
were used in different contexts, including CARE itself, 
CSOs, community volunteers and local government 
authorities. Different levels of training were provided 
– organisations were sensitised or given familiarisation 
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with the overall process, whereas selected facilitators were 
provided with tailored training to build their facilitation 
skills. The next section examines these in detail. 


Moving on from the planning and preparation phase, 
Phase 2 involves conducting the score card in communities. 
A key step here is the development and scoring of 
indicators by communities. Participatory approaches were 
used in defining indicators for the score card, to reflect the 
priorities of communities. In some cases, a broad range 
of indicators was identified at the start (e.g. focus on 
health, or specific health issues); in others, communities 
were asked to define priority areas themselves. Selection 
of indicators and their scoring took place in a series of 
focus groups designed to encourage groups whose opinions 
might otherwise be marginalised – with separate groups 
for men, women, local leaders, youth etc. depending on 
the context. These groups would identify their priorities, 
and then come together (e.g. at community or village level) 
to agree a single set of indicators and performance scores 
across all groups. 


These indicators were then appraised and scored 
by service providers (Phase 3) to evaluate their own 
performance and identify any problems they faced in 
delivering services to citizens.


Finally, in Phase 4, interface meetings were used to report 
back on score card results and to bring together service 
users and providers alongside a range of other stakeholders. 
In most cases, the entire community was encouraged to 
attend, along with service providers, local leaders and 
district-level officials, usually including the head of the 
local administration and high-level local officials within the 
specific sector of focus. Interface meetings provided a forum 
for discussion of the outcomes of the score card process, 
and for identification of joint action plans, with specific 
actions allocated to the different actors present.


Follow-up actions were developed, to monitor progress 
on action plans. This stage saw considerable variation 
across the different contexts, although almost all utilised 
meetings convening representatives of the main actors at 
regular intervals following the interface meeting. 


As previous sections noted, the CSC programme 
operates at the community level and was conducted 
across a range of sectors within each country, from health 
to livelihoods and food security to WASH to women’s 
empowerment. In some cases, programmes were implanted 
in rural and urban areas (e.g. Tanzania), but generally 
rural areas were the main focus across the countries 
reviewed. The nature of the sector and of the location of 
the programme, as well as the broader context, all shaped 
programme implementation in some important ways. 


Figure 1 Basic phases of CARE’s CSC process


Source: CARE Malawi (2013)


14  ODI synthesis report







4. Adapting to context


4.1 Contexts for CARE’s Community Score Card 
programming


The outline in the previous section set out some of the 
general steps envisaged for CARE’s CSC model. However, 
as Section 2 noted, a key area of interest in recent years lies 
in understanding how social accountability programmes 
operate in different contexts, and how – and how well – 
they adapt to differing enabling environments.


To understand this, we first need to briefly review 
some of the core features of the contexts in which CARE 
is operating, namely, Ethiopia, Malawi, Rwanda and 
Tanzania. Although located in similar regions of Eastern 
and Central Africa, these countries have very different 
historical legacies, governance environments and service 
delivery modalities and outcomes. We briefly review below 
some of the main features of the political economy and 
service delivery contexts in each country, before looking at 
some of the trends and variance identified in how CARE’s 
Community Score Card programmes operated.


Ethiopia


The national context
The Ethiopian People’s Revolutionary Democratic Front 
(EPRDF), an organisation formed as an umbrella party of 
a number of ethno-nationalist groups, has ruled Ethiopia 
since the overthrow of the Derg military regime in 1991 
(ICG, 2012). The leader of the Tigray People’s Liberation 
Front (TPLF), Meles Zenawi, acted as chair of the EPRDF, 
serving first as the president of the transitional government 
and then, following a new constitution in 1994, as prime 
minister, until his death in August 2012. His successor, 
Haile Mariam Desalegn, is also chair of the EPRDF and 
has maintained the prevailing model of governance and 
development (The Economist, 2013). 


The government has maintained a strong focus on 
long-term development, with improvements in growth 
and living standards seen as a major foundation for 
its legitimacy (Denney, 2013). Priorities are laid out in 
five-year Growth and Transformation Plans (GTPs), which 
set national targets and judge the performance of different 
subnational regions. Communities are involved in the 
process of national development through institutionalised 
public participation in committees at the local level, which 
undertake a range of administrative functions. This system 
is referred to in Ethiopia as ‘revolutionary democracy’. 


In practice, it has meant strong government support to 
development projects has been accompanied by significant 
state oversight of citizens, emphasising past struggle 
and ideological commitment to ‘revolutionary’ reform 
(Hagmann and Abbink, 2011; Henze, 1998; ICG, 2012). In 
part, leaders have emphasised this in order to build unity in 
the face of significant diversity: Ethiopia is a multi-ethnic 
state with over 80 distinct ethnic groups and formally 
constituted in a system of ‘ethnic federalism’ (Clapham, 
1988; Hagmann and Abbink, 2011). 


Local governance and WASH service delivery
In recognition of significant regional diversity, the 
constitution formally allows for a high degree of 
decentralisation, albeit with a strong central state (Greene 
and Kebede, 2012). Ethiopia’s nine regions are divided 
into a number of zones, which in turn are divided into 
woredas (districts) and kebeles (neighbourhoods). These 
are governed by elected regional parliaments and councils 
at the woreda and kebele level, with the EPRDF controlling 
the vast majority of seats following the 2010 local elections. 


Research in Ethiopia focused on the WASH sector. 
At the subnational level, this sector is controlled by a 
WASH steering committee at the woreda level, water 
resource administration committees at the kebele level and 
WASH committees (WASHCOs) at the community level. 
Responsibilities descend from planning and authorisation 
at the woreda level to infrastructure management and 
maintenance at the community level.  


The planning process for WASH programmes and 
construction is intended to be participatory, with 
opportunities to input into decision-making at different levels. 
Where there are resource constraints and limited ability to 
meet demand, for instance for the construction of water 
points, the woreda informs communities of available resources 
and provides application forms to stimulate demand; these 
applications can be proposed by WASHCO members and 
must be approved by the kebele before being passed on the 
woreda office for prioritisation and site selection. 


Communities or their representatives will also 
participate during site selection. They contribute their 
labour through digging wells and site clearing, and 
provide local materials for construction (e.g. sand, stone, 
water etc.), initial capital savings at the beginning of 
construction work and monthly fees for guarding and 
maintenance of the water scheme. NGOs may contribute 
industrial materials and skilled labour, with the woreda 
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office responsible for monitoring and supervising 
construction quality. Following construction, communities 
are responsible for the management of the sites. Field 
interviews indicated, however, that WASHCOs in many 
areas were not highly active before the CSC process, 
and that there was a general lack of knowledge as to the 
respective responsibilities of these different levels and 
departments of government. 


Ethiopia’s history and structures, and the nature 
of formal and informal institutions, therefore create 
something of a contradiction. The formal rules support a 
highly decentralised system, with multiple opportunities for 
users to participate. Informal rules, however, mean power 
remains centralised around the president and at the centre, 
with a strong focus on oversight and supervision of citizens 
and local government. As a result, research by Dessalegn 
et al. (2013) has found that local government in practice 
can play the role of ‘passive provider’, lacking capacity, 
resourcing or substantive decision-making power to plan 
strategically or meet the needs of local populations fully.


Relationships between WASH service users and 
service providers


The relationship between service users and service 
providers in the Ethiopian context is complex, and difficult 
for external researchers to unpick, especially in light of the 
contradictions highlighted above (Denney, 2013; Epstein, 
2010). While the formal commitment to decentralisation 
is recognised, others note that, in practice, there may 
not be substantive participation from communities and 
local government. For instance, Ludi et al. (2013) note 
that action plans for water sources and water basin 
management produced by higher levels of government do 
not always reflect the discussions and priorities that emerge 
from community involvement in planning processes at the 
kebele level. This can result in communities feeling a lack 
of ownership in practice over schemes in some cases. 


Other studies have highlighted that, in some cases, 
there is a lack of clear feedback mechanisms between 
the community and the government, and find that ‘[l]
ow capacity and insufficient skills of elected community 
representatives further limit “downward” accountability’ 
(Aboma, 2009). Field research also highlighted information 
gaps citizens faced before the CSC programme, specifically 
community members and WASHCOs being unaware of the 
division of responsibilities between different departments, 
making it difficult to effectively raise issues or hold 
providers to account. Thus, while formal commitments to 
decentralisation and participatory approaches are in place, 
and there is relatively strong capacity in government at 
local levels, informal rules and norms can limit how well 
accountability functions in practice and the scope for users 
and lower levels of government to participate actively. In 
practice, this can limit the extent to which communities 
themselves feel they own development projects and 
participate in them. 


Malawi


The national context


The introduction of multi-party democracy in 1994 in 
Malawi brought to an end almost 30 years of rule by one 
party (the Malawi Congress Party, MCP) and one president, 
Hastings Kamuzu Banda. Under this rule, all Malawians 
had to be MCP members and political opposition was 
banned. With the transition to democracy, the MCP 
disintegrated into several competing factions, and political 
parties became highly personalised, often held together by 
patronage networks (O’Neil and Cammack, 2014). 


In practice, the introduction of multi-party democracy 
in Malawi, in the absence of well-institutionalised political 
parties, resulted in forms of what has been termed 
‘competitive clientelism’ (O’Neil and Cammack, 2014). 
As parties did not have effective party structures, with 
links to grassroots bases, and as no one party was able to 
dominate, they tended to result in fluid coalitions based on 
clientelist networks. This undermined the establishment 
of a longer-term development vision, with few incentives 
for political parties to focus on more complex, longer-
term development challenges (e.g. improving the quality 
of teaching or ensuring a reliable supply of medicines). 
Instead, they focused on solving localised problems, 
especially around elections, that required visible solutions. 
For instance, Constituency Development Funds were often 
used for activities like the quick construction of school 
toilets or classrooms, or borehole provision (DFID, 2011; 
O’Neil and Cammack, 2014; Welle, 2005). 


At the time of this research, Joyce Banda, of the People’s 
Party, held the presidency, having taken office after the death 
in office of the previous president (Bingu wa Mutharika). 


Local governance and service delivery in Malawi
Malawi’s constitution and legal framework enshrines 
the commitment to devolve political and administrative 
authority to local government, with elected local councils 
and popular participation in local development planning. 


In practice, when multi-party democracy was introduced 
in 1994, local councils were dissolved, as they were seen 
to have been dominated by the MCP. In 2000, competitive 
local elections were resumed, but they dissolved again after 
the election of President Mutharika in 2004. At the time of 
writing, local council elections were scheduled for May 2014. 


As a result, while Malawi has undergone some forms 
of decentralisation, there has not yet been significant 
political decentralisation, and administrative and 
fiscal decentralisation has been rolled out in ad hoc, 
uncoordinated and disrupted ways (Chiweza, 2010). While 
local councils have been suspended, ad hoc decision-
making forums have developed at district level, in the form 
of the district consultative councils (with representation 
from district commissioners, MPs, chiefs and others), with 
the district executive committees as its technical arm. These 
are not legally constituted but have evolved as forums for 
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information-sharing and decision-making on a limited 
number of urgent issues (Ibid.). 


This means ‘dual administration’ persists – in which 
there is divergence between how systems and decision-
making should happen (the formal system) and how it 
happens in practice, with a proliferation of overlap and 
fragmentation within local governance. In practice, new 
local government laws and systems have been introduced, 
and some functions and resources devolved, but without 
clear direction, coordination or enforcement, leading to 
high levels of ‘policy incoherence’ (O’Neil and Cammack, 
2014). For example, local officials are employed by a 
variety of departments with multiple lines of reporting, 
district-level planning is not well aligned with sector- and 
national-level planning processes and even financial systems 
(such as the Integrated Financial Management Information 
System) are not coordinated between district and national 
level (ibid.). Decision-making is often highly personalised, 
in light of this institutional fragmentation, and can be 
concentrated around the district commissioner, MPs or 
local leaders (such as traditional chiefs). While there are 
important differences between sectors, as some have been 
devolved more than others (e.g. education much more than 
water), these governance challenges have been identified as 
shared across basic service delivery sectors (ibid.).


Relationships between service users and service 
providers


While there is strong emphasis on local-level participatory 
approaches for development planning, in practice 
various reviews have found this to be weak or ineffective 
in practice (Chiweza, 2010; O’Neil and Cammack, 
2014; OPM, 2013). Despite formal commitments, 
informal norms and rules and the system of ‘clientelistic 
competition’ referred to above, in practice decision-making 
is largely top-down. 


This means officials and politicians tend to 
communicate information and decisions downward rather 
than allowing for feedback and effective participation 
by communities. Although a number of forums exist for 
community participation (such as village development 
committees, village health committees, school management 
committees and so on), these are often non-functional – 
unless there is support by a third party such as an NGO; if 
they do convene, they may have limited impact on actual 
planning and decision-making processes (O’Neil and 
Cammack, 2014; OPM, 2013). This has been identified as 
a particular challenge for health, although again similar 
dynamics are identified in other sectors too (OPM, 2013). 


Downward accountability of service providers and 
government to communities is therefore generally weak, 
and local government is not seen as particularly responsive 
to civic pressure. Other stakeholders, such as traditional 
chiefs, can also be important gatekeepers between 
communities and providers. Research in Malawi examined 
the health sector and food security programming. 


Rwanda


The national context


Rwanda has been profoundly affected by the events of the 
genocide in 1994 and the evolution of the state in the post-
conflict era. The national context today is characterised by the 
presence of a strong state, led by a disciplined political leadership, 
with a strong commitment to achieving defined development 
goals (e.g. improvements in health, education, access to 
information and communication technologies and so on). 


There are differing interpretations of this context: 
some perceive the current government as a dictatorship, in 
which political and policy debates are highly constrained 
(Reyntjens, 2011). However, others argue the post-conflict 
political settlement in Rwanda may be somewhat more 
inclusive; Golooba-Mutebi and Booth (2013), for instance, 
argue the political settlement is based on a commitment 
to three central pillars: power-sharing and the avoidance 
of ethnic politics at all cost; the rejection of competitive 
clientelism, which translates into a zero tolerance of 
corruption; and reconciliation through development.


Since the post-conflict state-building process began, the 
government of Rwanda has made remarkable progress 
on a number of development indicators. This has been 
attributed partly to a strong, top-down and coherent policy 
direction and the introduction of effective performance 
monitoring systems (Chambers and Golooba-Mutebi, 
2012). Intentional or not, these systems have included 
local-level input into national planning processes and 
forms of bottom-up feedback. For instance, ubudehe, 
a national poverty reduction initiative, is a mechanism 
through which fellow villagers identify the poorest 
and most vulnerable households as priority recipients 
of assistance and villagers are able to identify priority 
concerns as an input into district development plans.


Local governance and service delivery
There has been a strong commitment to decentralised 
structures in Rwanda. In practice, as long as they remain in 
strong alignment with the government’s national plans and 
its development and political agendas, district authorities are 
able to function autonomously from the centre. They have 
control over their budgets (how funds are raised, allocated 
and spent), district development plans and facilitating 
collaborative arenas for involving citizens in these processes. 
In addition, district authorities exercise administrative 
control of service delivery facilities (such as schools and 
hospitals) and make decisions around staffing issues. 


District local authorities (and their lower administrative 
levels – sectors, cells and villages) are answerable to 
locally elected councils at various administrative levels 
(and elections are not conducted along political party 
lines, as all councillors formally stand as independents). 
Responsibility for monitoring and supervising basic 
development and service delivery objectives (i.e. in health 
and education) is shared by local authorities and service 
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providers, undertaken within policy frameworks enacted at 
the central level. Collaborative spaces that bring together 
technical and administrative providers exist and function 
(i.e. forums like the Joint Action Development Forum, 
health committees etc.). 


Relationships between service users and service 
providers


A number of mechanisms have been introduced to enable 
citizens to participate in local development planning 
processes, and through which they can theoretically hold 
local leaders and service providers to account for the 
services they deliver (imihigo, ubudehe, umuganda, district 
open days). While these spaces exist, they have been 
fostered in a framework of top-down, centrally driven 
policies and within an arena whose boundaries are defined 
by the state (Chambers and Golooba Mutebi, 2012). 


While concerns are often expressed that local leaders 
and service providers are more accountable to the 
central level than to the local population, and that the 
local population’s willingness and capacity to challenge 
local leaders and service providers is constrained, other 
accountability mechanisms are in place in an attempt to 
counter this. The annual national dialogue is one example 
of a high-level accountability mechanism that attempts to 
bridge the gap between the local and the national level. 
It provides a forum through which Rwandan citizens 
can openly challenge the effectiveness of their district 
authorities in a national arena. The Rwandan government 
has also embraced social media as a means of providing 
local populations with channels for holding local 
government to account at the national level. Overall, strong 
accountability mechanisms are built into service provision, 
from the local level to the national, and these are enforced. 


Tanzania


The national context
The political landscape of Tanzania remains dominated 
by the Chama cha Mapinduzi (CCM) party, which has 
ruled the country since independence in 1961.1 As a result, 
power is thought to be highly concentrated within the 
executive branch of the government, with the civil service 
and machinery of the state deeply intertwined with the 
structures of the CCM (Hoffman, 2013; OPM et al., 2005).  


The political dominance of the CCM is based in part 
on its ability to use its control of the state to provide public 
goods with mass appeal and to give representatives access to 
resources that can be channelled to citizens (Hoffman, 2013; 
OPM et al., 2005). At the same time, the CCM has maintained 
considerable support and political legitimacy in its own right 
and seeks to maintain this, while balancing its own internal 
politics (Hoffman, 2013; Hussman and Mmuya, 2007).


At the national level, relevant ministries determine overall 
policy and have a major influence on budget allocations 
to particular programmes and regions. MPs have an 
oversight role and are able to raise issues in parliament to 
gain national attention, but in practice have little influence 
over policy, given the strength of the executive. Their main 
impact at the district level seems to lie in their ability to 
secure and broker resources for their constituencies, and 
they are generally more active around elections. 


Local governance and service delivery
While service delivery has been largely decentralised in 
Tanzania, the way this has been implemented has meant 
that, at the district level, lines of authority can be unclear. 
The district executive director is the head of the civil 
service at the district level and so has considerable formal 
power, as do district officials beneath him. The district 
commissioner, however, is head of the district, and acts as 
representative of the president and the ruling CCM party 
at the district level. This reflects historical legacies in which 
local councils and local government have been vehicles for 
entrenching the authority of the ruling party, which has 
sought to dominate at local level too. Local government 
positions can be important sources of informal power. 


The district commissioner therefore has considerable 
influence over the district civil service and politicians, 
while local councils and councillors exercise informal 
power through their links to higher levels of political 
authority, both within and outside the CCM, as well as 
having formal power over local budgets and policies. The 
ruling CCM has considerable influence through a network 
of patronage and political clientelism too, which reaches 
through all levels of the governance structure, although 
this influence is not always coherent in its aims. The degree 
of engagement these actors demonstrates varies dependent 
on the individuals involved and also the electoral cycle, 
with councillors seen as much more engaged during and 
immediately after elections. 


Research in Tanzania focused on the health sector. 
Within the health system, at the district level, power is 
concentrated in the district medical officer and the council 
health management team. These actors have a major role 
in oversight, planning and distribution of local resources. 
At the health facility level, the clinical officer-in-charge also 
has considerable influence on village decision-making on 
health matters, sitting on several major committees, and 
in theory, acting as the link to the health service at large. 
These officials and health workers also have a formal role 
in terms of conducting outreach to communities, both to 
mobilise them around health issues and to respond to their 
views and concerns. Interviews suggest these activities 
are neglected in many cases, because of a combination 
of heavy workloads and inadequate resources. However, 


1	 The CCM was formed in 1977, but was the successor party to the Tanganyika African National Union (TANU), which led the independence movement in 
mainland Tanzania in 1961 and ruled from that point onwards. 
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this neglect also fits into broader patterns of top-down 
decision-making and vertical accountability. 


Relationships between service users and service 
providers


In theory, mechanisms for citizen and civil society 
representation play a considerable role in planning 
and oversight. These include village social welfare 
committees, ward health committees and health facility/
dispensary committees. However, in practice, many of 
these institutions have little impact on plans and are 
either moribund or effectively co-opted. At the district 
level, the council health board has more of a role but still 
acts largely in an advisory capacity. Moreover, citizens 
may be reluctant to engage with officials because of a 
perception that their views will not have an impact and 
local governments may privilege their own knowledge 
and prioritise implementing projects and targets set at the 
national level (see Hoffman, 2013; Mollel, 2010). 


Village leaders, both elected (hamlet leaders and 
village chairs) and appointed (village executive officers), 
play a key role in terms of mobilising their communities 
for specific health-related construction projects, such as 
building or expanding dispensaries, health centres and 
other structures. However, they rarely take the initiative 
to engage in these without support from district officials 
or local councillors. It was also noted by some project 
staff that the chair of the health facility/dispensary 
committee can have influence under certain, unspecified, 
circumstances. Traditional leaders or governance systems 
appear to play a limited role outside of these positions, 
and were not mentioned in interviews conducted for this 
study. The role of these figures is generally agreed to be less 
prominent in Tanzania than in many other Sub-Saharan 
African countries (see Logan, 2008 for analysis of recent 
trends in traditional authority). 


Accountability relationships between communities and 
politicians are based largely on patron–client relations, 
with interactions becoming more intense during election 
periods. Councillors and MPs are expected to deliver 
resources to their communities, but there is little direct 
accountability, particularly given the long dominance of 
the CCM and the top-down nature of its rule. However, 
it was noted that politicians had generally become more 
responsive to public demands since the 2010 election, with 
this being credited to the consolidation of the multi-party 
system, more widespread knowledge among the public and 
the strengthening of opposition movements. 


4.2 Common and divergent themes across 
contexts
There is significant diversity across the countries analysed 
for this study, as the previous section highlighted, but 
a common theme of a gap between formal rules or 
institutions and informal norms and rules that can 


determine why things work as they do. These informal 
norms might reflect historical legacies and power relations; 
the nature of patronage and clientelistic networks; or 
social norms. Rwanda stands out in this context, in that 
its formal and informal rules are relatively consistent – not 
least because, in a number of examples, formal rules have 
sought to build on pre-existing informal norms (such 
as the concept of ubudehe). Where formal and informal 
rules diverge, this can create particular challenges for 
designing and implementing projects of any kind, as these 
need to pay attention to both formal policy frameworks 
(laws, policies) and informal realities that shape how 
systems really work. Understanding the extent to which 
CARE’s CSC programmes was able to operate in these 
environments was therefore a first key issue for analysis. 


Moreover, all contexts analysed have formally 
decentralised service delivery, but, in line with the 
point above, closer attention is needed to how this has 
been implemented, for what purposes and to levels of 
political backing and support. For instance, in Malawi 
there has been very little political decentralisation in 
practice, owing to fears that local councils would become 
vehicles for opposition parties. This has led to highly 
fragmented and incoherent systems, whereby some aspects 
of administrative decentralisation have taken place but 
with limited financial and political decentralisation. For 
Rwanda, decentralisation has been implemented by, and 
remains in the context of, a strong central state. There has 
been political decentralisation, but in ways that are seen as 
less threatening to the ruling party (e.g. local councillors 
are not elected on party lines). As a result, there is a highly 
coherent policy framework, in which district, sector and 
national plans and processes are aligned. Related to this 
is variance in the capacity of decentralised authorities to 
act autonomously and control budget, services and so on 
– some level of autonomy (if aligned to central plans) was 
identified in Rwanda, with increasingly more centralised 
decision-making in Ethiopia, Malawi and Tanzania, linked 
to the way decentralisation operates in practice.


Both Rwanda and Ethiopia are recognised as having 
strong central states, oversight mechanisms and leadership, 
with political leaders focused on achieving particular 
development objectives. However, there are important 
differences too, highlighting the need to pay attention 
to how these objectives are achieved within this overall 
political framework. For instance, Ethiopia operates in a 
federal model, with a high degree of ethnic fragmentation; 
in Rwanda, there is a strong commitment not to recognise 
ethnic differences, as a legacy of the conflict in the 1990s.
There are also differences in the processes and mechanisms 
of control. In Rwanda, there is strong emphasis on 
performance, and strong accountability upward for 
performance; in Ethiopia, there is greater emphasis on 
top-down supervision and surveillance.


Malawi and Tanzania also show some similarities, 
in terms of their characterisation as more fragmented 
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governance environments, in which there are limited 
performance monitoring systems, and where political 
interference to direct resources towards patronage 
networks is recognised. Again, however, there are 
important differences too. Tanzania operates in the context 
of one-party rule, in which the CCM seeks to maintain its 
power through both maintaining its perceived legitimacy 
and the use of patronage networks. In Malawi, several 
parties compete for power, and do so using patronage 
networks and highly personalised party structures. As 
successive parties gain and compete for power, they have 
sought to dominant local structures for service delivery. In 
Tanzania, there has been greater continuity of control.


All of this poses implications for the capacity of citizens 
to participate in decision-making or to have a say in 
how services are delivered. Overall, citizen involvement 
in service delivery is generally weak in all countries 
analysed, although there were important differences here 
too. In Ethiopia, there are institutionalised provisions 
for citizen participation in service delivery, as the WASH 
examples described above show. However, this is highly 
circumscribed, in that it takes places within very specific 
parameters and does not allow much space for providing 
feedback or altering decisions. In Rwanda, again there a 
number of formal mechanisms for citizen participation that 
are operational, but again this is very much framed by the 
state, and fieldwork highlighted that citizens can lack the 
willingness to challenge those in authority. In Tanzania and 
Malawi, formal spaces for participation are often non-
functional and lack institutionalisation. 


4.3 Adapting the model to context 
CARE’s CSC model was adapted across these contexts 
by CARE staff seeking to contribute more effectively 
to change. This section identifies the most significant 
adaptations and their contribution to the impacts achieved. 
A striking finding of this research is that there is no single 
way in which change has been achieved in each context. 
Instead, multiple pathways have been utilised within each 
country to take advantage of different opportunities and 
challenges. The ability to work effectively in different 
settings appears to reflect the ability to operate flexibly, 
and to adapt and respond to changes over time, something 
we return to in Section 4. 


4.4 Sensitisation and engagement with local 
stakeholders 
The most basic enabling factor needed for CARE’s CSC 
processes across all four countries was the cooperation 
and support of the community in question and government 
actors. The formal decentralisation of service provision 
in all of these contexts meant local government was the 
crucial government actor to secure support from, and this 


was in line with the overall emphasis on collaboration 
across supply and demand sides. 


Moreover, in all contexts, we noted the difficulties 
communities faced in effectively holding service providers to 
account and the failures of formal mechanisms in terms of 
providing feedback to the government, as described above. 
This is driven by different factors in each country, and varies 
in its intensity, but nonetheless remains a common theme. 


For example, in Tanzania, many of the mechanisms 
designed to provide community oversight and accountability 
have been co-opted or are essentially moribund, while 
health worker outreach responsibilities are generally given 
a low priority – creating a gap between service users and 
providers. In these cases, the CSC process had to overcome 
a degree of mistrust as to the prospect of citizen voice 
having an influence on service delivery decisions. 


Similarly, in Malawi, downward accountability of 
service providers and government to communities is 
generally weak, with citizens having little faith that local 
governments will respond to civic pressure or has the 
capacity to respond. In both Rwanda and Ethiopia, there 
was a perception that service providers were responsive 
to the hierarchy of the state, rather than to citizens, and 
so willingness to challenge service providers was initially 
limited. In recognition of this, there was a common 
emphasis on the need to build trust between the actors 
involved in the process as a crucial first step, which 
often meant overcoming low expectations based on past 
experiences of engagement too. 


One of the main mechanisms used across CARE’s CSC 
programmes to do this was the selection of implementing 
organisations that already had links and established 
credibility with the community and government. In the 
case of Tanzania, for instance, CSOs and NGOs were 
selected on the basis of having existing or historical 
operations in the areas the CSC programme was to be 
implemented in, thus ensuring links with communities 
and local officials. In Rwanda, the Isaro/PPA programme 
was implemented through existing village savings and 
loan associations (VSLAs) and the PPIMA programme 
through NGOs already operating in the region. This 
ensured these organisations were known to officials and 
had an existing organisational structure. In Malawi, the 
long history of CSCs saw experimentation with a range of 
approaches. Some programmes were implemented through 
a locally embedded community-based organisation (e.g. 
SMIHLE), whereas a more recent, large health programme 
was implemented by CARE but designed to be embedded 
within local district structures (such as district health 
management committees).


Ethiopia provides the largest contrast, in that local 
government at the woreda level was the main implementing 
actor, with the support and permission of the zonal 
government. This reflected the nature of the operating 
environment in Ethiopia, as, for any programme to have 
traction, it needed to be closely associated with, and 
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sanctioned by, the government, especially for external NGO 
initiatives. At the local level, the lead role the government 
played and its authorisation of the process made it 
acceptable for service providers and users to participate. 


The framing of CARE’s CSC programme played a role 
in ensuring government cooperation. As the main providers 
of services, local government officials were generally 
targeted for sensitisation and familiarisation very early on 
in the process. The main tactic used was to frame CARE’s 
CSC programme as a mechanism that would provide 
higher-level district officials with information that would 
allow them to improve service provision. 


This is not currently stressed in CARE policy 
documents, beyond recognition of the use of the CSC as 
a mechanism for service providers to monitor progress 
and service quality (e.g. CARE Malawi, 2013) but seems 
to have been a particularly important ingredient. A strong 
emphasis was placed on the CSC as a positive process of 
exploring and solving problems collectively, rather than 
as something that would create additional burdens for 
decision-makers. This made the programme easier to justify 
to lower-level officials and service providers too, who 
– interviews suggested – otherwise would have worried 
about individual criticism and scapegoating.


The precise targets of this sensitisation varied across 
the different contexts. Countries with stronger hierarchies 
within the state saw more of a focus at the regional level as 
well as on local government officials, whereas in Tanzania 
and Malawi the focus was strongly on local (district) 
government officials but also included important political 
actors, such as elected local councillors and village leaders 
in Tanzania and traditional authorities in Malawi. In many 
cases, officials were initially sceptical about the process but 
more enthusiastic once they had experience of its operation 
and outcomes. In Tanzania, in particular, there was a much 
higher level of enthusiasm for the second round of the 
CSC programme than for the first, as officials had seen the 
benefits the process could bring. 


4.5 Working with communities
As Section 2 discussed, the broad approach for CARE’s 
CSC programme contains a number of assumptions, 
regarding first the willingness of communities to share 
information on service provision with the relevant 
authorities and second the willingness and ability of those 
authorities to act on that information. CARE staff adapted 
the CSC process in most contexts to help create incentives 
for participation in a number of ways.  


CARE’s CSC programmes were adapted to ensure 
community engagement partly through the trust-building 
strategies noted above, but also through a number of 
adaptations to ensure the process reflected community 
priorities. In most cases, the CSC programme covered a 
predefined service sector, but within this the communities 


had varying degrees of freedom in choosing their priorities 
for setting service provision indicators. 


For instance, in Malawi, MWWa gave communities the 
freedom to select their own indicators, whereas in Tanzania 
the process was guided by national standards for service 
delivery. PPIMA in Rwanda arguably provided the greatest 
degree of flexibility, with communities able not only to 
select their own indicators but also to define the sector 
of focus for the CSC process (drawing from agriculture, 
health, education, infrastructure and WASH). A significant 
contrast is found in Ethiopia, however, where communities 
discussed and scored the problems they had experienced 
with service delivery but government facilitators were then 
responsible for developing and evidencing indicators. This 
adaptation reportedly reflected in part a desire by the state 
to maintain influence over the process, but also served to 
ensure the issues raised and supporting information were 
credible to service providers and local officials.  


All CSC programmes had a stated aim to address those 
service provision issues facing more marginalised groups, 
particularly women. Ensuring the participation of these 
groups was challenging in practice, however. Most of 
the programmes attempted to integrate them by creating 
subgroups during the process of discussing and scoring 
service provision issues, before then reconciling them at 
community level. However, it is notable that there were 
relatively few examples of specific gains made for more 
marginalised groups (see sections 5 and 6). 


The only major success noted was in Rwanda, where 
Isaro/PPA programme focused chiefly on GBV and VSLA 
groups facilitated the process. However, in practice, our 
research found these VSLA groups in fact often comprised 
local elites, and they were able to have impact precisely 
because their members were well respected and listened to, 
rather than because they represented the poorest or were 
working substantively to support the most marginalised. 
Overall, it would seem the adaptations to the process 
were a success for generating community participation 
and information generally, but that the elements around 
marginalised groups required further development. 


4.6 Working with local leaders and decision-
makers
The second element, a willingness and ability of authorities 
to act on the information they receive, was also the subject 
of adaptions to CARE’s CSC process in several instances, 
allowing strategies akin to that of the ‘accountability 
sandwich’ idea described in preceding sections.


In contexts where there is a strong central state and 
an emphasis on top-down accountability, as in Ethiopia 
and Rwanda, the balance of power at the local level is 
determined more by government officials than by elected 
politicians, and their incentives are strongly shaped by 
performance targets set at the national level. The framing 
of CARE’s CSC programme as a mechanism through 
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which local government officials could improve the 
performance of services was thus a highly effective way in 
which CARE could ensure interest and action based on the 
information produced by the process.


There were some important differences between 
Ethiopia and Rwanda, however, in terms of how this was 
implemented. In the case of Ethiopia, the national GTP 
set out targets for all levels of government on a range of 
socioeconomic and development indicators, whereas in 
Rwanda there are district performance contracts based 
on service targets as a part of the imihigo system. In 
practice, this meant the latter was more institutionalised, 
with more incentives for civil servants to act on the basis 
of information provided. For instance, in the case of 
several villages (10 out of 25) involved in PPIMA, the 
implementing organisation made a decision to bypass 
the interface meeting – usually a key element of the CSC 
process. However, this did not undermine the service 
provider’s commitment to finding and implementing a 
solution in response to the priorities and problems the 
communities raised during the scoring process. This 
reflected the fact that spaces for feedback were already well 
institutionalised in Rwanda, hence the CSC programme 
could use them rather than having to invent them as 
part of programme activities. This was the only example 
identified of this across all four countries. 


The adaptation of CARE’s CSC process in Tanzania 
adopted a different strategy, to reflect the presence of 
elected politicians, the relatively weak insulation of 
the civil service to political pressures and the lack of 
institutionalised community participation. CARE ensured 
local councillor attendance at the inception and interface 
meetings and politicians were notably engaged and active 
in the follow-up processes for the action plans, engaging 
with government officials and each other to improve 
services as required. Given the prevalence of patronage 
politics in Tanzania, and the strength of the CCM, it 
was not guaranteed that politicians would have strong 
incentives to engage with the process. However, the CSC 
programme took place in the run-up to the 2010 elections 
and in a region where opposition parties had been making 
electoral gains. This timing, and the competitive nature 
of Mwanza region, provided an additional incentive for 
politicians to monitor and act on information from the 
community; it is notable that the engagement of councillors 
diminished significantly following the election. 


In contrast, the absence of local councillors in Malawi 
meant a strong focus on district-level government (including 
individuals like district health officers and groups like 
district health management committees). In practice, 
implementation needed to involve a wide range of other 
actors involved in local-level service provision too, including 
local leaders such as traditional chiefs.2 Involvement of 


more senior representatives, such as paramount chiefs, was 
deemed an important part of the process, alongside working 
with local government, and reflects the institutional 
diversity and fragmentation in Malawi. 


4.7 The role of service providers
In several circumstances, CARE’s CSC programme seems to 
have empowered service providers to raise the difficulties 
they face in delivering services with their superiors in 
local government. This is an interesting finding, as it is not 
something currently highlighted in much of the prevailing 
social accountability literature or in CARE’s CSC guidance. 


In all the countries studied, frontline service providers 
reported challenges they faced in raising problems to higher-
level managers or supervisors, especially where this involved 
criticism of government policy or superiors’ actions, or 
would involve revealing the extent to which local conditions 
had forced them to deviate from established regulations. 
In Malawi and Tanzania, service providers stated that 
they were unwilling to criticise people more senior than 
them and that it could be risky to speak out. Similar issues 
emerged in Rwanda, but were related more to service 
providers not wishing to acknowledge to their superiors 
that they were adapting government regulations. 


In practice, implementation of the CSC programme 
in these countries provided a forum in which service 
providers could explain the challenges they faced to both 
citizens and their superiors. In Tanzania, for instance, 
issues around medicine stock-outs and staff shortages 
that affected both service providers and service users 
were raised at the interface meetings by the community 
– allowing staff to expand on these questions and 
receive information from their superiors without the 
risks associated with raising challenges and problems 
themselves. Links between service providers and individual 
superiors also seem to have been built up and maintained 
in some cases, allowing issues to be raised as they emerged 
as well as at the interface meeting. However, it is important 
to note that these do not seem to have been systematically 
maintained beyond the programme cycle. 


An interesting example can be seen in Ethiopia, where 
the CSC process revealed issues around systemic errors 
in pay for service providers and enabled higher-level 
local government officials to intervene where previously 
no action had been taken. In Rwanda also, there were 
numerous examples of service providers taking the 
concerns of service users to the district authorities and 
achieving a redistribution of resources at this level. While 
similar redistributions occurred in Malawi and Tanzania, 
it is notable that in Rwanda this occurred through 
information passed up through the service providers, as a 
result of programme activities, rather than commitments 


2	 In Malawi, the structure of traditional authorities means every village contains a local chief (a village headman), with tiers of more senior traditional 
authorities at various levels.
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made by district-level staff at the interface meetings 
themselves. It is possible that this empowerment to pass 
information upwards is more systematic and effective 
in strong and coherent states such as Rwanda, whereas 
individual linkages and commitments between service 
providers and district officials are more important in less 
coordinated states such as Tanzania and Malawi.


 These dynamics do not seem to have been foreseen by 
CARE and the programmes were not explicitly adapted 
to produce them. However, adaptations made for other 
purposes (such as the framing of the CSC process as a 
mechanism to improve service provision, facilitation 
of interface meetings to be non-adversarial and the use 
of follow-up committees that mixed service providers 
and district-level officials) seem to have enabled actors 
within these different contexts to take advantage of the 
opportunities provided by the mechanism. Therefore, it 
may be important in terms of understanding what impacts 
might be expected in different contexts, rather than having 
explicit programming implications. 


4.8 Interface meetings and collaboration
The interface meeting is generally seen as the main 
venue for negotiating effective forms of collaboration, as 
Section 3 noted. This is also the main area of adaptation 
by context. These adaptations focus on the actors who 
are present at the meeting, with priority given at local 
levels to those who have credibility to play a brokering 
role between groups or actors whose behaviour could be 
altered. These are necessarily framed by the level at which 
problems are occurring and the nature of the context.


 In Ethiopia, Malawi and Tanzania, for instance, 
the presence of local authority figures and higher local 
government authorities was a major aid to brokering in 
each. In Malawi, these include traditional chiefs, while in 
Tanzania local councillors played a more major role. This 
reflects the lack of elected authority at the local level in 
Malawi, but also the fragmentation of local government 
decentralisation processes. In contrast, Tanzania has less 
fragmentation, given its long history of one-party rule, but 
the credibility of formal government contributions may 
be in doubt because of the intertwining of the state with 
the ruling party. In both Malawi and Tanzania, there are 
examples of these local leaders being able to negotiate 
and enforce agreements outside of the context of official 
commitments and mechanisms. The role of local leaders 


and credible CSC facilitators in brokering between actors 
therefore seems to have been a key strategy pursued in these 
contexts, but was less important in Ethiopia and Rwanda.


In Rwanda, actions were undertaken largely by local 
government and service providers, without significant 
community involvement. In some cases, it was not 
deemed necessary for interface meetings to take place, and 
information from the community was simply passed up 
through the existing hierarchy, which then responded.  


In contrast, Ethiopia had several examples of collective 
action solutions, but with less of an emphasis placed 
on community self-organisation than on improved 
enforcement of agreements by local government. For 
example, the revitalisation of committees responsible for 
water facility maintenance was achieved less through 
renewed community action than through improved 
and more focused oversight from the local government. 
However, there was some evidence in Ethiopia of 
agreements being reached by communities outside of 
official mechanisms, for example water use rationing being 
agreed at a community level following the construction of 
a new water point.  


In light of these differences, choices of implementing 
organisations and decisions as to which actors to engage 
at the various stages of the process (initiation, interface 
meetings, follow-up) were very important. To a lesser extent, 
the manner in which communities are engaged and the degree 
of control they have over the process seems to be relevant too.


It is striking that these elements are not always 
explicitly outlined in programme documents or reported 
against, and that the alterations and adaptations of the 
programme away from initial plans were not recorded. 
Some examples were noted where lessons may be 
passed informally, however. For instance, the experience 
of the CARE Tanzania CSC programme led to a new 
programme, initiated in another region, to prioritise 
implementing agents with a programmatic connection 
to the area. Isaro/PPA in Rwanda also seems to have 
drawn similar conclusions from its experiences with 
PPIMA – prioritising VSLAs that were rooted in their 
communities over national-level NGOs with district offices. 
In Malawi, MWWa placed a much stronger emphasis on 
local government as the implementing agent following 
the experience of the WE-RISE CSC programme, where 
sustainability following the formal end of the programme 
was a major issue.  
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5. What types of impact have 
been achieved?


As the previous section demonstrated, while CARE’s 
CSC programmes follow a similar model across all four 
countries, there are some important differences in how it 
is implemented, to whom and by whom in each context. 
This section analyses the types of impacts that have been 
achieved across these different contexts. 


It is important to note these observations are not 
necessarily representative, as the research specifically 
concentrated on areas of high and low impact in order 
to analyse important elements for successful impact. The 
impacts examined here are therefore selected to highlight 
the range of impacts observed and to demonstrate the 
different actors, levels of government and elements of 
service delivery  involved in these changes.


5.1 Types and levels of impact
This report utilises the framework developed by the World 
Bank (2014), drawing on a large World Bank review of 
social accountability initiatives, to classify the types of 
impact observed across the various CSC programmes 
examined here. Figure 2 outlines this framework and 
usefully highlights how different types of impacts reflect 
changes for state actors, for societal actors or for state–
society relationships. It posits these impacts across an 
‘instrumental’ to ‘institutional’ spectrum – that is, where 
impacts are felt in terms of improvements in particular 
sectors or development processes (e.g. improved provision 
of public goods) through to more intrinsic outcomes, in 
terms of deepening democracy or improving governance.


From the results described below, we can see that the 
majority of the changes realised by CARE’s Community 
Score Card programmes across all four countries are 
clustered around instrumental changes. These include both 
state-led actions (e.g. improved infrastructure or facilities, 
improved resourcing) and improvements in state–societal 
relationships (e.g. channels for interaction, collective 
action and problem solving). Some improvements were 
identified that are classified towards the ‘mid-point’ of the 
‘instrumental to institutional’ scale, such as improvements 
in the behaviour and responsiveness of public officials 
(i.e. through the empowerment of frontline providers); 
improvements in trust between service users and service 
providers; and feelings of empowerment that were 
commonly reported by community members involved in 


the process – often framed in terms of increased respect 
and recognition from authorities. 


The long-term sustainability of these ‘mid-point’ impacts 
and their transformational potential are unclear from this 
research. In the case of Tanzania, where the programme 
was completed several years ago, there was evidence 
that changes in behaviour and trust at the facility level 
had been maintained, but that impacts on empowerment 
and relations with the district level had deteriorated, 
except in cases where there were highly engaged district 
officials maintaining the process. In Ethiopia and Rwanda, 
where the state had a strong role in implementing and 
following up on the CSC programme, it is unclear whether 
these impacts were gradually transforming or actually 
reinforcing existing institutions and social relations. This 
requires further research.
Impacts classified as changes in state–society relations and 
those at the instrumental–institutional ‘mid-point’ were 
found in all country contexts, as Figure 2 notes, and seem 
to have occurred mainly at the level of the community. 
These included improvements in trust between service users 
and service providers as well as alterations in staff and 


Instrumental


Institutional
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Table 2: Types of social accountability impact 


States        State–
society 


Social actors


Reduced 
corruption


Responsive public 
officials


Institutional channels 
for interaction


Trust


Legitimacy


Improved 
provision of 
public goods


Empowered 
citizens


Better policy 
design


Good governance


State-building


Democratic deepening


Social 
cohesion


Inclusive 
social norms


Source: World Bank (2014). 







community behaviour. They seem to have been the result 
of genuine improvements in respect and greater mutual 
understanding between groups. For instance, in Malawi, 
district-level officials felt that through the CSC programme 
they were better able to explain their own limits and 
capacity constraints, and service users felt they had a better 
understanding of the pressures health workers and district 
officials faced. There were documented instances too where 
relationships and linkages had improved between service 
providers and the local administration; the example from 
Rwanda discussed in the previous section highlights where 
frontline providers were able to share fuller information 
with their supervisors than was previously the case.


The instrumental category incorporates both changes 
in the working practices of service providers, including 
addressing corruption and improving staff discipline, 
and improvements in resources (such as infrastructure, 
personnel and equipment). Improvements in resources were 
common across all contexts, while alterations in working 
practices were more common in Ethiopia and Rwanda, 
and of a different nature than those observed in Malawi 
and Tanzania. In the former, these changes were enacted 
in a corporate manner – in other words, through enforced 
alterations to working practices of entire departments. In 
Malawi and Tanzania, in contrast, they focused on removing 
or transferring particular individual workers suspected of 
corruption or who showed poor working practices. 


In part, these differences reflect some of the institutional 
dynamics explored in earlier sections, with Ethiopia 
and Rwanda possessing stronger, coherent governing 
structures that allowed local government authorities to 
act on information from the community and enforce 
revised practices. The lack of such structures in Tanzania 
and Malawi meant the response of the authorities was 
necessarily limited and they are able to act only on 
individual cases. This is supported by the fact that the 
only major alteration in working practices noted in these 
countries, namely, the creation of an out-of-hours service 
in Tanzania, occurred at the community level, outside 
of the official structures of the state, and contradicted 
national policies regarding the charging of user fees. It is 
also striking that the only instances of corruption tackled 
were in Malawi and Tanzania, where rent extraction 
systems are less centralised and so political cover may be 
more limited. There are also different sector dynamics 
here, in that, in health (a major focus for Tanzania and 
Malawi), the main focus is on relationships between users 
and frontline providers (e.g. a particular nurse, doctor or 
birthing attendant), whereas in Rwanda, the CSC focus 


was multi-sectoral and tended to involve actors working at 
different levels. We do not look at this issue in detail but do 
note that sector differences need to be taken into account 
too. 


While local authorities were linked closely to most 
changes in working practices in Ethiopia, it is striking 
that in Rwanda there were numerous instances in which 
individual service providers and health facilities took the 
initiative to alter working practices following the CSC 
programme, rather than this being imposed from above. 
This may relate to the nature of relationships between 
service providers and policymakers in Rwanda, coupled 
with incentivising performance monitoring mechanisms 
that mean service providers feel a degree of ownership 
over service delivery targets and greater independence in 
terms of actions that can be justified as contributing to 
these goals. The existence of collaborative spaces in which 
service delivery staff can work with local government is 
also important in this respect. 


In terms of improvements in resources, these were 
noted mainly at the local government level, with resource 
budgets and staff reallocated to areas covered by the CSC 
programme, often in cooperation with local communities 
(which, for example, may commit to provide labour 
towards certain infrastructure projects). No examples 
of additional resources channelled from higher levels of 
government were clearly identified, although in Tanzania 
shifts in national resource availability unrelated to the 
process did mean additional resources were channelled. 
Moreover, in some instances, also in Tanzania, local 
government officials did not reallocate budgets or staff per 
se, but rather allocated newly acquired resources to areas 
covered by the CSC process.3


It is notable that only in Rwanda do we have a 
clear example of information being channelled to the 
national level and contributing to policy dialogue at this 
level. Findings regarding practices for enforcing health 
insurance targets, derived from the CSC programme, were 
inputted into the district dialogue process, which was 
a complementary component of the wider programme 
(PPIMA). This information was then passed to several 
ministries and contributed to the government decision 
to review these categories at the national level. This 
particularly advanced national feedback loop seems to be 
a function of the strength and coherence of the Rwandan 
state. There were some attempts to escalate issues to 
national levels in Ethiopia as well;4 at the time of the 
research these were not realised into concrete actions.
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3	 This may relate to the structure of local government there, with local councillors strongly defending existing allocations of resources to their 
constituencies but having less knowledge of or influence over the deployment of new resources. However, as only areas covered by the CSC process were 
visited, it is possible that councillors in other areas received some form of compensating inputs.


4	 The question of improved access to electricity was discussed in several interface meetings during the Ethiopian CSC process; however, this is not an area 
that local government has authority over, so officials relayed this information to the appropriate higher authorities. No actions had been agreed at the 
time of writing. 







5.2 Impacts arising from CARE’s Community 
Score Card programming
In Table 2, we break down these impacts into seven broad 
types under the categories discussed above, outlining their 
distribution across contexts and providing brief examples 
of the different ways in which they were implemented.


Table 2 sets out a set of seven categories of impact 
observed across the four countries:


‘Mid-point’ instrumental–institutional:


•• Improved trust and mutual respect (between users and 
providers);


•• Changed attitudes and behaviours (of users or providers).


Instrumental:


•• Altered working practices of frontline providers;
•• Improved performance discipline of frontline providers;
•• Reduced corruption;
•• Changes in resource allocation;
•• Infrastructure construction or rehabilitation.


Across these, it identifies the lead stakeholder for this 
impact, ranging from service users to service providers, 
local government or politicians. To understand better how 
these impacts manifest themselves, we document a range of 
examples in more depth below.
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‘Mid-point’ instrumental–institutional impacts
In almost all cases, CARE’s CSC programme was 
accompanied by improvements in trust and relationships 
between service users, service providers and local authorities. 
Service users testified that they felt service providers and 
district authorities treated them with greater respect as a 
result of the process, that they took their complaints and 
concerns more seriously and that there was less of a barrier 
in relation to them approaching service providers. 


Focus groups in Rwanda, for example, reported that, 
before the programme, local authorities were perceived as 
treating them as ignorant, but that the CSC programme 
had increased their credibility in the eyes of local 
authorities. Service providers reported that citizens were 
now more understanding of the difficulties providers faced 
in delivering services and less inclined to blame them for 
problems when they occurred. 


In an example from Tanzania, service providers noted 
particularly that the input tracking and benchmarking 
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Table 3: Mapping impacts across context by type and key implementing actor 


‘Mid-point’ instrumental–institutional Instrumental


Improved trust 
and mutual 
respect 


Changed attitudes and behaviours Altered 
working 
practices


Improved 
discipline


Reduced 
corruption


Changes 
in resource 
allocation


Infrastructure 
construction or 
rehabilitation


Ethiopia Improved 
relationships 
between service 
users, service 
providers and 
local authorities


Increased sense of community 
ownership over services [SU]
Agreement to ration water usage 
from improved sources [SU]


Chlorination of 
water sources 
[SP/LG]
Reversed 
systemic errors in 
salary payments 
[SP/LG]
WASHCO 
oversight [SU/LG]


Increased 
WASHCO 
activity [SU]


Water point 
[SU/LG]


Malawi Improved 
relationships 
between service 
users, service 
providers and 
local authorities


Greater politeness to service users 
[SP]


Transfer of 
aggressive staff 
[LG]


Ending of 
attempts 
by primary 
education 
advisor to 
extort funds 
from parents 
[SU/LG]


Altered use 
of revenues 
from fines 
for non-
health facility 
births [SU]


Staff house 
[SU/LG]
Health centre 
[SU/LG]


Rwanda Improved 
relationships 
between service 
users, service 
providers and 
local authorities


Challenged ‘culture of silence’ over 
GBV [SU]
Greater politeness to service users 
[SP]


Creation of 
mobile HIV and 
reproductive 
service [SP]
Alterations 
in staff 
schedules and 
deployment 
[SP]


Staffing 
for new 
nurseries 
[SU]
Hiring of 
community 
members 
[SP]
Additional 
staff [LG]
Ambulance 
[LG]


Water pipeline 
[SU/LG]
Health centre 
[LG]
Road 
rehabilitation 
[LG]
Nurseries [LG]


Tanzania Improved 
relationships 
between service 
users, service 
providers and 
local authorities


Increased usage of health facility for 
births [SU]
Men more engaged in health 
decisions of wife and children [SU]
Patients more presentable when 
visiting health facilities [SU]
Greater politeness to service users 
[SP]


Creation of 
after-hours 
service [SU/
SP/P]


Transfer of 
aggressive staff 
[LG]


Head teacher 
dismissal [SU/
LG]


Additional 
staff [LG]
Health centre 
resources 
[LG/P]


Health centre 
[SU/LG]
Staff houses 
[SU/LG]
Health centre 
infrastructure 
[SU/LG]


Note: Key implementing actors: SU = service user; SP = service provider; LG = local government; P = politician.







against national standards community volunteers 
undertook had helped service users appreciate the 
difficult circumstances under which service providers 
were operating and to better understand their perspective. 
This was also striking in Malawi, where one of the most 
commonly cited impacts by district officials was that the 
CSC process had given them a forum to explain their own 
limitations (something particularly pronounced in Malawi, 
with formal and informal recentralisation of power 
undermining the capabilities of local government). 


Changes in attitudes and behaviour were seen among 
both service users and service providers. These were 
wide-ranging and included improvements in everyday 
interactions, altered attitudes towards accessing health 
services and a greater sense of community ownership. In 
Tanzania, both service users and service providers noted 
that, since the start of CARE’s CSC programme, women 
were more likely to give birth in facilities and men were 
increasingly engaged and involved in health care decisions 
regarding their wives and children.5 Patients were also 
apparently making more of an effort to be presentable and 
pleasant when attending health facilities. In several cases, 
most notably in Ethiopia, users reported an increased 
sense of ownership over service delivery and a greater 
willingness by service users to actively engage in provision 
and expansion (in this case for WASH). This helped enable 
other forms of outputs, particularly around collective 
action and infrastructure construction. 


In terms of service providers, a range of relatively 
low-level changes in behaviour were noted, many of 
which corresponded with the improved relationships with 
service users described above – that is, being more polite 
and considerate towards patients. In Malawi, the process 
of engaging with communities, analysing the CSC results 
and conducting self-assessments was credited as having 
helped service providers better understand the impact of 
their actions and behaviours, leading to improved attitudes 
(specifically for health workers). Similar responses were 
also noted across a variety of other contexts. 


The most remarkable alteration in attitudes and 
behaviours was documented in Rwanda. Women 
interviewed there stressed that before CARE’s CSC 
programme there had been a culture of silence between 
women concerning gender-based violence (GBV). They 
credited the CSC process and the training surrounding it 
with empowering them to successfully bring these issues 
into the open, to challenge their husbands and to assert the 
rights they were previously unaware they had. Although 
it is unclear from this research what the long-term impact 
of this shift might be, it is a development in terms of the 
increased level of empowerment the women within these 
communities claimed to have experienced. Across these 


examples, a key element was sensitisation (bringing greater 
awareness of the impacts of individuals’ own behaviour 
and that of others), supported by a third-party facilitator, 
who often provided ongoing support and encouragement 
to this process. 


Instrumental impacts
A limited number of examples were identified of 


alterations in service provider working practices. Rwanda 
provides the main example of this, with several public 
workers altering their schedule in response to feedback 
from the community, and one health facility in particular 
altering its work patterns in order to provide a mobile 
service for HIV testing and family planning in villages. 
In Tanzania, CARE’s CSC process and facilitation from 
a local councillor helped create an agreement between 
the service providers of a particular health facility and 
surrounding communities to pay user fees for service access 
outside of official opening hours.6


Some alterations in practice were the result of the 
imposition of changes from the district level on service 
providers too. Although in many cases these reflected 
disciplinary actions (see details below), there were some 
more positive examples, whereby district government 
appeared to respond to the concerns and difficulties facing 
service providers. Ethiopia provides the most interesting 
example of this: the CSC process enabled service providers 
to voice grievances that otherwise appear to have been 
neglected, specifically problems with wage payments, 
which were addressed as a result. 


Improvements in frontline staff discipline and the 
enforced fulfilment of obligations more generally were 
manifested in several ways. In a number of cases in 
Malawi and Tanzania, there were transfers of personnel 
whom the community felt were particularly aggressive or 
antagonistic towards patients. A more generally observed 
phenomenon was district governments ensuring service 
providers were implementing policies thoroughly and in 
a way that did not unduly inconvenience citizens. This 
was observed particularly in Rwanda and Ethiopia, in the 
former case related to the way citizens’ financial situation 
was assessed to determine the enrolment rates paid for 
health insurance; in the latter case it was the local health 
sector staff not taking responsibility for water purification. 
In Ethiopia, there was also a phenomenon of district 
governments being able to exert greater discipline and 
oversight over community committees in the performance 
of their duties, ensuring WASHCOs, whose role includes 
protecting and maintaining local water points, were 
performing adequately. Across all these cases, CARE’s CSC 
process enabled information to better flow upward, from 
frontline providers to district staff who otherwise lacked 
the capacity to effectively monitor frontline staff. 


5	 This research was unable to verify these phenomena in medical records, although they were documented in CARE reports.


6	 Pregnant women, children and the elderly were exempt from these charges.
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Instances of corruption being addressed as a result of 
CARE’s CSC processes were relatively rare. The single 
example from Tanzania operated through largely informal 
channels rather than due process. Community volunteers 
conducting input tracking during the CSC process came 
across evidence that the head teacher of the local school 
had been misappropriating funds. This resulted in public 
outcry from community members, following which the 
head teacher voluntarily accepted a demotion and transfer 
to another community. It is unclear if any official process 
of investigation accompanied this. 


In Malawi, the SMIHLE programme uncovered cases 
of corruption, but successful outcomes seem to have 
occurred only where the case dealt with lower-level 
officials. For example, one community was able to use the 
CSC process to highlight attempts by a primary education 
advisor to extort funds from parents and successfully 
stop this practice. However, corruption identified in the 
management of the Constituency Development Fund, 
where accounts for a bridge-building project appeared to 
have been doctored, had not been resolved by the time of 
the fieldwork. The community had attempted to present 
this information to the local MP, responsible for the fund, 
and to local government officials. They reported a lack of 
follow-up, which was unsurprising given the influence of 
MPs and their ability to use these funds to further their 
own interests (see O’Neil and Cammack, 2014).  


Changes in resource allocation were found at the 
level of the district government and primarily involved 
the provision of additional staff or of specific materials, 
for instance an ambulance in Rwanda and additional 
beds and birthing kits for a health facility in Tanzania. 
In contrast, examples in Ethiopia and Rwanda mainly 
involved utilisation of citizens’ labour. For instance, in 
Ethiopia there was an increased level of activity from 
local WASHCOs (citizen committees with responsibility 
for protecting and maintaining water points), linked to 
increased community knowledge of their responsibilities 
and increased oversight from programme facilitators.  


In Rwanda, for example, members of certain 
communities volunteered to staff nurseries if the local 
authorities committed to constructing and equipping 
them. In another example, a sector agronomist agreed to 
provide work for parents who were unable to pay school 
fees for their children. In Malawi, CARE’s CSC also led 
to changes in the distribution of funds controlled by some 
local leaders. For instance, chiefs levy fines on women who 
do not give birth in health facilities;7 as a result of the CSC 
process, where these funds were raised, in some cases they 
were directed towards investment in strengthening local 


facilities (rather than being kept by chiefs themselves). 
These illustrations highlight how the CSC process could 
support changes in the reallocation of resources or the 
raising of additional resources in a limited number of cases.


Infrastructure construction and rehabilitation emerged 
as one of the most common outcomes of CARE’s CSC 
processes and covered a wide variety of sectors. In almost 
all cases, this involved a combination of communities 
providing labour and/or basic materials, while local 
governments provided a combination of materials, 
machinery or skilled personnel. 


In Tanzania, there was a series of construction projects 
around health facilities (including staff houses, health 
facility extension and infrastructure such an incinerators). 
In these cases, the bulk of construction was undertaken by 
the community under the instruction of local government 
architects, with local government providing finishing 
materials such as roofs and equipment. In Ethiopia, a water 
point was constructed with the community contributing 
part-financing and basic construction materials (such 
as sand, stone, water etc.) and the work undertaken by 
the woreda water office, which hired artesian workers 
and provided equipment and oversight. The woreda 
contribution is particularly notable as it involved changes 
to the annual plan, with resources being reallocated 
for construction. CARE also provided industrial 
materials. Rwanda and Malawi had a number of similar 
arrangements, as detailed in the table above, but it is 
notable that, in Rwanda, there appear to have been fewer 
cases of joint community-local authority construction, with 
the latter undertaking the bulk of these tasks.


These projects rarely involved the provision of 
additional resources beyond existing local government 
allocations, something that holds across most other 
outcomes categories here, so these processes can be 
considered a form of collective action solution. The 
CSC process was able to facilitate both communities 
and providers or local government coming together and 
addressing shared problems. For communities, this meant 
mobilising them collectively, for instance to provide labour 
and to mould bricks or collect sand, and often involved the 
use of local leaders to ensure everyone contributed what 
they could. For service providers and politicians, a third-
party facilitator (CARE or its local partners) was often able 
to mobilise different offices or individuals to collectively 
strategise and take action, for instance to identify different 
materials or contributions they could make. This was 
particularly important in contexts characterised by high 
levels of policy coherence and fragmentation, such as 
Tanzania and Malawi. 
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7	 Historically, there has been a lack of clarity and consistency regarding Malawian policy on traditional birth attendants. Since 2007, traditional 
birth attendants have been banned, although in 2010 then-President Mutharika announced that it was wrong to ban these attendants. Since 2007, 
commentators have suggested that banning them drove them further underground, and international policy advice has moved from an emphasis on 
sanctions to one of incorporating them within the formal framework (see Cammack, 2012). Research carried out elsewhere suggests traditional birth 
attendants have continued to practise. Chiefs have also introduced by-laws to prevent or discourage women from giving birth at home. Given the vacuum 
created by the suspension of local councils, the legality of these bylaws has been questioned.







6. Why is change possible? 


As our findings so far reveal, there is evidence that CARE’s 
CSC programmes have been adapted to differing contexts 
in a number of ways, and have achieved a number of 
results and tangible impacts. Determining causal links is 
not straightforward, but, based on qualitative research 
including field-based interviews, we identify a number 
of factors that seem to have influenced whether and 
how different results have been achieved. These give us 
some insights into the key contextual features future 
programming needs to pay attention to.


CARE’s policy guidance and practice already explicitly 
emphasise bridging supply and demand, highlighting the 
importance of collaboration, coalitions and joint working, 
and very much in the spirit of an ‘accountability sandwich’ 
strategy (Fox, 2007). By placing particular emphasis on shared 
community monitoring, the CSC programmes aim to facilitate 
local-level ‘compacts’ between communities and frontline 
service providers, emphasising information mobilisation 
of communities, rather than individually (of citizens), and 
placing greater emphasis on the collective experience of 
services and collective action to address problems. 


Our findings reinforce that these are important 
components, and highlight that there can be numerous 
pathways and strategies to achieve them. Often, it 
can require working in highly flexible ways, and the 
involvement of a range of formal and informal actors 
and processes. It also requires highly adapted strategies 
for working with individual groups (communities, service 
providers, officials, decision-makers), highlighting the 
significant groundwork that needs to be put in before forms 
of joint action are possible. We discuss each of these in turn.


First, in Section 3 we noted the extent to which most 
of the CSC programmes analysed needed to operate in 
contexts where informal rules diverged from formal. This 
requires a high degree of flexibility and strong use of local 
knowledge to get at how things really work, as well as 
connected local partners who can broker relations and 
build networks. For example, we point to examples in 
Malawi where programmes have worked closely with and 
through traditional chiefs at different levels, or in Ethiopia, 
where the decision was made to work solely through the 
government in order to have sanction to operate locally. 


In some cases, this can in fact seek to take advantage 
of informal room for manoeuvre. In Tanzania, a multi-
stakeholder agreement was brokered between several 
communities and service providers to set up a mechanism 
for out-of-hours medical care. The villages in question were 
far from health facilities with longer opening hours and, in 


order to access services, had to pay for transportation or 
disturb off-duty health workers living in the community. 
These issues were raised by the CSC programme and led 
to an agreement that service providers would provide 
an out-of-hours service but that they would receive an 
informal fee from community members in return for this. 
This fee would be less than the costs of transportation to 
alternative health facilities and services would be provided 
without charge to pregnant women and the elderly. The 
local councillor for the area played an important follow-up 
role, by brokering an agreement between all village-level 
authorities in the health facility catchment area they would 
abide by these conditions too. This highlights effective, 
networked working and an innovative response that may 
have been difficult to implement through official channels, 
given the stated commitment at the national level to end 
user fees in health provision.


Second, a key first step – common across all the 
programmes analysed – was the emphasis placed on 
building strong relationships with local leaders and 
decision-makers. This required a number of strategies to 
build such relationships. Where they were most strongly 
established, emphasis was commonly placed on CARE’s 
CSC programmes as a tool for decision-makers and local 
leaders, to support them in improving their delivery 
of services. It was often framed as a way of reducing 
the burden on these actors and service providers, by 
supporting collective problem solving and helping them 
become better informed about realities on the ground. 


For instance, in Malawi, government officials 
emphasised that their engagement was made possible 
because the CSC programme was perceived as one that 
aimed to help rather than criticise government – as one 
respondent noted, ‘It’s not a witch hunt.’ This went furthest 
in Ethiopia, where the notion of ‘forward accountability’ 
was developed specifically to tie into prevailing discourse 
and the operating environment for government. This 
emphasises the importance of getting buy-in for the process 
(and securing this relatively early on) and traction with 
providers and decision-makers.  Often, this happens by 
presenting CARE’s CSC approach as one of ‘problem-
solving’ for all sides, rather than as one of criticising or 
improving the supply side only.


As discussed above, this engagement occurred at 
multiple levels. In Rwanda and Ethiopia, efforts were 
made to build relationships at the regional level of 
government, whereas in Malawi and Tanzania, only very 
local (district) levels were targeted. Sometimes, focus was 
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really at the level of the village itself. Thus, while the CSC 
is often promoted as a ‘local-level’ initiative, this highlights 
the need to unpack what is meant by ‘local’. For some 
programmes, it may require working at multiple levels of 
‘local government’ (regional, district and sub-district). 


There were examples of this form of local-level working 
effectively capitalising on external events or windows 
of opportunity too. For instance, Tanzania provides an 
interesting example of proactively using the run-up to the 
2010 election to widen the space for change, and benefited 
from a more competitive electoral climate in the chosen 
region (Mwanza). In Malawi, in contrast, there was less 
evidence of seeking to use an election period for change: 
the general climate was one of worry over the implications 
in terms of curtailing or undermining programme plans.


This initial framing on working with local leaders and 
decision-makers to improve service delivery, moreover, can 
then shape the overall aims of the programme as a whole. 
The primary emphasis in most of the programmes focused 
on ensuring forms of ‘instrumental’ impact – that is, 
improvements in terms of access to services or availability 
of resources, for instance. This type constituted the highest 
number of impacts identified, as Figure 2 highlighted. 


Third, insights from engaging with service providers 
highlight some of the challenges that may need to be 
resolved in the supply side before links to demand side can 
be made. While there was an initial process of ensuring the 
buy-in of local leaders – by positing the CSC programme 
as one that could solve problems or make things better 
for decision-makers – this was often followed by localised 
strategies for solving short-term problems facing frontline 
service provider staff.


For example, across all the countries reviewed, frontline 
provider staff faced challenges in raising issues with their 
managers or supervisors or with those at higher levels. 
While this partly reflects the realities of functioning in a 
resource-constrained environment, this was especially the 
case where it meant criticism of government policy or the 
actions of superiors, and where it meant admitting they 
had to deviate from set regulations (even if this was the 
most practical/effective response). It was often reinforced 
by cultures where the questioning of peers was not seen as 
socially acceptable (as in Malawi, for instance). 


Use of CARE’s CSC provided opportunities for this 
information to be shared, sometimes for the first time, 
or taken more seriously (i.e. when presented as a group/
collective concern rather than by one individual). Often, 
it gave frontline staff the ‘cover’ to raise issues they were 
otherwise uncertain of. 


Rwanda provides an interesting example in this 
respect. As mentioned in brief above, the CSC programme 
brought attention to challenges with household poverty 
classification bands that provided guidelines on what 
household members paid for their health insurance (with 
those in higher bands paying more). Households reported 
being classified into the wrong categories, with this 


information then reported (via the CSC) at national level 
to several ministries. This contributed to a government 
decision to review these categories across the country. In 
this instance, frontline staff were empowered to raise an 
issue upward where otherwise they lacked the mechanisms 
to do so, demonstrating the creation of a real feedback 
loop between local and national policy decisions.


Interestingly, this emphasis on solving problems faced 
by frontline service provider staff often linked to some of 
the impacts on state–society relations identified above. One 
of the common benefits of the programmes cited was that 
it enabled frontline providers and staff to better explain 
their own constraints to users and communities. Malawi is 
illustrative in this respect, as in the current governance and 
economic climate service providers and local authorities 
find themselves facing very significant resource constraints 
and highly curtailed powers. In this context, the MWWa 
score card programme provided a forum where these 
actors could better explain their own limitations to 
communities, and hence better manage expectations, but 
often they faced real constraints in their ability to act on 
much of the information generated. Thus, it became less a 
model of using community-generated data to ensure better 
monitoring or resourcing, and more a forum for greater 
interaction and a better understanding of limitations and 
expectations on both sides.  There were similar reports 
in other contexts too: in Tanzania, there were reports 
of greater understanding of local capacity constraints 
and in Ethiopia, greater trust and cooperation between 
users and frontline providers, for instance around WASH 
infrastructure construction.  


This adds some interesting insights to the findings of 
others, which suggest equal attention needs to be paid 
to the responsiveness of frontline providers and that of 
state actors (both ability and willingness), and that a 
strong capable state might in fact be a prerequisite. As 
Section 2 noted, Jonathan Fox’s work has emphasised the 
importance of building up interactions between citizens 
and public officials, and that these should trigger other 
formal processes (e.g. internal investigations, judicial 
reviews etc.). Similarly, in a large-scale review of World 
Bank projects that supported citizen engagement, Mansuri 
and Rao (2012) conclude ‘there appears to be little reason 
to be sanguine about community-based monitoring or 
improving information provision to service users in the 
absence of a strong reform-minded centre, an active and 
independent media, and highly able communities’ (p.124). 
Findings from Rwanda confirm this, in that the presence 
of a strong, reform-minded centre did drive uptake of 
information emanating from service users, in ways not 
possible for the other countries visited. However, findings 
from other contexts suggest there are ways of building 
up responsiveness, not least by helping solve some of the 
problems frontline service providers themselves might face, 
and these can take multiple forms. 
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Moreover, this form of ‘empowerment’ of frontline 
service providers themselves needs to be nested within 
indigenous accountability systems. Here, reflecting on 
comparisons between Ethiopia and Rwanda are useful. In 
Rwanda, strong upward accountability systems – reinvented 
from pre-existing cultural practices to fit contemporary 
circumstances – are accompanied by some forms of bottom-
up feedback (such as ubudehe8 and imihigo9). This creates 
space for linking this feedback to upward accountability, as 
seems to have been achieved in a number of examples. In 
Ethiopia, there is a strong sense of top-down accountability, 
and the score card programme explicitly became an 
oversight mechanism for woreda authorities. However, in 
this case accountability runs to this administrative level, 
rather than to local communities, and limited opportunities 
for these types of upward feedback loops.


Finally, it is worth noting effective implementation of 
CARE’s CSC programmes involved sustained work within 


communities, to build up their trust and confidence in the 
programme. A key element here was often the ability to 
work with or through locally embedded organisations. 
These range from community-based organisations to 
VSLAs, and usually comprised people within a given 
community. These groups were given facilitation training, 
but were often selected because of a proven track record (or 
known history) of working well in identified communities. 


One area where there was much less evidence of 
effective working was in efforts to reach the most 
marginalised or to secure significant improvements for 
particular marginalised groups. The research was not 
able to investigate this fully, but our findings suggest it 
may partly reflect the emphasis on collective responses 
and agreement for score card scoring, which may dilute 
individual claims and makes it more challenging to identify 
issues that affect one group only. 


8	 Ubudehe is a national poverty reduction eradication initiative, whereby villagers identify the poorest and most vulnerable households as priority 
recipients of assistance and through which villagers are able to identify their priority concerns as an input into the preparation of district development 
plans.


9	 The concept of imihigo refers to the traditional practice of warriors making public pledges to their kings to engage in specific accomplishments. It was 
revived in 2005 to provide incentives to local government leaders to implement and meet local and national development targets. An annual imihigo 
contract is signed between the president and district mayor based on a clear set of national and local priorities and specific targets, selected by the district, 
backed by measurable performance indicator targets. Performance is evaluated on an annual basis and the mayor must report back on the progress 
towards the objectives directly to the president during a public meeting.
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7. Conclusions: adapting 
programmes to context


CARE has more than a decade of experience implementing 
CSCs in a variety of contexts and sectors. This research has 
sought to assess how CARE’s CSC programmes interact 
with, and influence, the wider context. From this, it aimed 
to assess impacts on their effectiveness and ability to secure 
long-term change.


This is a timely moment to reflect on this form of social 
accountability support. There is growing international 
policy interest in social accountability. However, we know 
the evidence is still mixed. What emerges from the growing 
evidence base is that we need to broaden beyond narrow 
‘supply’ versus ‘demand’ perspectives, to look not only 
at whether information is available but also at who can 
access and use it, and the incentives to do so, as well as 
recognising that the nature of the enabling environment 
can have the largest influence on the results achieved (see 
Gaventa and McGee, 2013; Joshi, 2013; O’Meally, 2013; 
World Bank, 2014).


Comparing CARE’s CSC programmes across four 
diverse contexts is particularly valuable. We identify a 
number of important contextual trends and insights, 
based on political economy assessments, across Ethiopia, 
Malawi, Rwanda and Tanzania. While all have some 
form of decentralised service delivery, in practice the 
extent to which this is realised and implemented remains 
very different, with contrasts between, for instance, 
Rwanda’s strong state institutions and a highly incoherent 
and fragmented system in Malawi. Both Ethiopia and 
Rwanda have strong central states, but again there is also 
significant variance; the former is a large federal state, 
characterised by ethnic fragmentation, whereas Rwanda is 
a smaller, more unitary developmental state with a strong 
commitment to improved local service delivery. The other 
countries show greater fragmentation, but for Tanzania 
this is in the context of one-party dominance, whereas 
as in Malawi it is characterised by a highly fluid political 
system. These differences reflect the differing histories and 
realities today in these countries. Adaptation is required, 
of both the overall design of programmes and their 
implementation, to adjust to these differences. 


Across all the country programmes analysed, we find there 
is good evidence of adapting to different context factors. 
This is mostly clearly seen in the variety of relationships 
established with government actors, and the different 
strategies taken to achieve this. In Ethiopia, it required 


working through government (and allowing parts of the 
programmes to be effectively co-opted); in Rwanda, it meant 
building strong links across different levels of government; in 
Malawi, it required working closely with district-level teams 
and local leaders. In this section, we summarise some of the 
core findings across our four case studies, and point to the 
implications for future policy and programming.


1.	The accountability sandwich strategy is the right one, 
but looks different depending on levels of commitment 
to reform 
Our evidence supports the ‘accountability sandwich’ 
hypothesis, and emphasises the importance of framing a 
CSC programme in terms of building collaboration and 
collective interests, rather than a focus only on citizen 
voice and empowerment. It adds some important layers 
of depth too. We find that CSC programmes will need 
to adapt to whether they are working in contexts with a 
reform-minded centre or not. 
Our analysis highlights that CSC programmes can help 


alter working practices, for instance through providing 
information to higher levels of local government, but that 
this occurs only in states with reform-minded centres, and, 
even then, the impacts on national policy are rare. These 
programmes can contribute to improving service delivery 
access and resourcing in countries without a strong 
reform-minded centre, but will use different mechanisms 
and will produce different outcomes as a result – for 
instance, changes in working practices and service provider 
behaviour can be negotiated, but will often occur outside 
of state frameworks and remain at the community level; 
changes in resource distribution and co-production of 
services can be facilitated too, but rely on the involvement 
of credible local leadership (e.g. traditional leaders in 
Malawi or councillors in Tanzania) whose involvement 
may vary with important external factors, such as the 
opening-up of new national-level resources or election 
periods. 


Despite strong recognition of the need to frame the 
CSC as a highly collaborative approach, it is not clear that 
existing policy guidance gives adequate weight to these 
issues and the need to closely adapt strategies in different 
environments. 
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2.	Buy-in from local leaders needs to be secured early 
on and maintained, which can mean framing the 
programme as one that will help, not hinder 
The importance of getting buy-in for the process early 


on with local leaders and decision-makers is a common 
theme across all the programmes, yet there are a variety 
of options for exploring this, which again require paying 
attention to some core contextual features. 


Securing buy-in and ensuring decision-makers 
proactively respond to score card information can rely 
on the existence of a reform-minded centre or particular 
reform-minded and influential individuals, as noted 
above. It may work best when there are forms of top-
down (hierarchical) oversight and where there are clear 
performance measures and mechanisms. In Rwanda, there 
were a number of examples of information gaps effectively 
being closed; in Malawi and Tanzania, political leadership 
or allegiances served to undermine or overshadow 
technical reforms and made this more challenging. 


Where there is not a clear reform-minded agenda, 
there are still opportunities for a CSC programme, but 
these may need to vary by level and in terms of methods 
of engagement. In contexts where government itself 
was heavily constrained, and particularly where stalled 
processes of decentralisation (political, administrative and 
financial) had curtailed powers at local levels, very localised 
strategies (at the village and sub-district level) were 
possible. These often required working with local leaders, 
such as chiefs or faith leaders. Where there was a clearer 
policy framework that could link across multiple levels, as 
in Ethiopia, more regional levels could be engaged too.


3.	Building multi-stakeholder partnerships is key and 
requires more than interface meetings
The importance of forums for interface and for building 


multi-stakeholder partnerships emerges across all countries. 
Paying attention to the nature of the enabling environment 
for this type of collaboration is therefore important, 
especially in countries with a less reform-minded centre. 


Some of the key factors identified for this include 
the nature of government and civil society or citizen 
interactions; as the case of Ethiopia shows, it may require 
working directly through local government structures, and 
various compromises as part of this. Another important 
factor is the presence of and commitment to identify and 
expand on shared collective interests. This is often easier 
to achieve at a very localised level (and around a specific 
problem, such as a non-functional water source or a lack 
of infrastructure in a health facility), but can become 
more diffuse at larger or more complex levels. It reinforces 
the need for strong facilitation, by those who are well 
connected and respected locally, in order to help broker 
these collective interests.


Interface meetings themselves may not be the crucial 
mechanism for some of these activities. In some countries, 
such as Malawi, pre-interface meetings were introduced, 


to share findings with service providers, district officials 
and decision-makers in advance and to allow them to 
plan their response. This was seen as a crucial vehicle for 
ensuing their participation and action after the interface 
meeting itself. In Rwanda, interface meetings were not 
always held, partly because there were pre-existing forums 
in which users and providers could come together and 
the programme was able to work from these, or to find 
other routes to have influence (e.g. targeting national-level 
stakeholders, as seen in the health insurance example). 


The existence of links and relationships between 
government officials and the agents of the implementing 
organisation plays an important role in underpinning 
this, by establishing trust between different actors and 
willingness to follow up on agreed actions. Many of the 
examples explored utilised organisations that were already 
operating in the areas the CSC was implemented in, but 
there may also be implications for the type of individuals it 
is useful to hire and train as facilitators. 


4. Collective action problems for individual groups need 
to be solved before shared collective interests are identified


Our findings reveal that collective action problems 
might first need to be solved for individual groups (such 
as communities or service providers) before addressing 
broader collective action problems (e.g. those facing 
communities and service providers can be solved). For 
instance, communities themselves can face collective 
action challenges in their ability to come together and 
work in their collective interests; strong facilitation by 
local organisations, often working with and through local 
leaders (such as village chiefs, faith leaders or others) was 
often key in helping broker collective action and enforcing 
collective participation. 


For service providers too, we identify a number of 
examples where it is challenging for them to come together 
around shared interests, for instance where frontline staff 
are not able to report on realities or challenges faced to 
superiors or to coordinate effectively with those in other 
departments or areas of government. Again, this required 
strong facilitation, alongside sustained trust-building and 
positioning the CSC programme as something that will 
help rather than hinder their activities. 


Attention needs to be paid to how to sustain and 
expand collective action and interests beyond the 
community level too, something on which there was much 
more mixed success for most of the programmes reviewed. 
Our findings suggest CSC programmes are often located 
at the community level and sustained at the level of the 
district only during the lifetime of the programme, where 
the state has institutionalised the process and/or where 
individual political actors or district officials make it a 
priority. This requires close attention to whether these 
conditions exist or can be built for broader engagement.


5. CSCs can achieve tangible impacts, and these are likely 
to concentre on access to services and use of resources
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Our research points to further reflections on the types 
of impacts likely to be achieved as a result of a CSC 
programme. Based on these case studies, we find that 
these programmes often make the biggest contribution to 
improving service provision (in terms of access, resourcing 
and the relationships between users and service providers). 
We find far less evidence of this approach leading to 
substantial changes in power dynamics and the nature of 
citizen–state relations. 


This is perhaps expected, given the local nature of its 
implementation and the common framing as a tool to help 
service providers, but it requires realistic objective-setting 
in terms of what can be achieved. Moreover, adopting such 
an approach does involve some trade-offs, for instance in 
relation to freedom of discussion and action of some issues, 
particularly in strong central states, and this needs to be 
carefully considered when weighing options for support.


All of the above reinforces a call for more adaptive 
programming that can respond to changing realities. 


Across the CSC programmes analysed, there was evidence 
of this in practice, but it often relied on the ‘savviness’ of 
individual staff and their local knowledge, rather than 
being formalised as part of programme approaches.


In light of the need to build coalitions, maintain strong 
relationships across government and outside of it and 
help solve collective problems, we find it is important to 
clearly enshrine the commitment to adaptive and flexible 
programming approaches in this area. This requires 
reviewing existing reporting and programme management 
tools and frameworks to ensure, for instance, log frames 
and other reporting frameworks do not commit to a 
linear, prescribed process of change and rather allow for 
considerable adaptation of activities against some clearly 
defined goals. Recognising these multiple pathways for 
change, and multiple ways of working to deliver score card 
approaches, could be a crucial first step.
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Annex: Interview guide


The guide below was used as a template for fieldwork; in 
practice, for each country, it was adapted to the particular 
contexts, sectors and issues assessed.


General questions on context (all groups)


•• What are the key service delivery challenges in the 
region(s)/district(s) visited?


•• Who are the key decision-makers (formal and informal) for 
service delivery? Who are key veto players/gate keepers?


•• How well are local service providers thought to perform 
and why?


•• How would you characterise relations between service 
users and providers (including in terms of power 
relations, accountability relations etc.)?


•• How would you characterise relations between users 
and politicians/local decision-makers?


•• What are the key information gaps/imbalances? 
•• What issues of inequality/exclusion are there?
•• What are the key characteristics of communities 


(socioeconomic indicators but also issues of 
community cohesion etc.)?


CARE CSC programme details (CARE staff and 
government facilitators only)


•• Dates, areas where implemented, level of 
resourcing, staffing etc.


•• Original theory of change/model, as set out in 
programme documents etc. 


•• Broad overview of the key stages of the score card process
•• Could you describe to me how the CSC programme 


was first initiated?
•• What factors made the CSC approach seem like the 


most viable and useful one?
•• Could you describe to me how the CSC process 


was implemented? 
•• Breakdown by stages: 
•• Identification of local implementers/training (e.g. how 


did you select implementers, why?)
•• Sensitisation with communities (how did you identify 


specific communities, why?)
•• Conducting score card process (how was the process 


implemented, what were the key stages, what were the key 
parts of the process of delivery, who did you work with?)


•• Feedback meetings/identification of feedback (how were 
these conducted, how well did they work, what sorts of 
changes were identified as a result etc.?)


•• What follow-up activities were conducted?
•• What factors influenced your decision to implement 


in this manner?  
•• What were the major challenges you faced during 


implementation? Was it possible to overcome all of these 
and how was this achieved?


•• Was there a lot of variation in challenges and 
implementation strategies between different areas?


•• What was the role of the government in the CSC 
process? Who were the most important actors within 
the government in implementation in terms of gate-
keeping and actions? What were the initial reactions 
of officials at different levels to the idea of the CSC 
processes? Did this change over time? 


Impacts and outcomes of the CSC process (all groups)


•• What were some of the main issues identified by the 
score cards?


•• Were there any surprises or did the information mainly 
fit with what was expected? Why?


•• What information gaps/issues do you think the score 
cards were able to address?


•• Who were the major actors who displayed particular 
support or opposition? What do you think their 
motivations were? How did you persuade potential 
blocking agents to support you? 


•• What were the reactions from chiefs/village elders, 
local councillors, local MPs, district officials (WASH, 
administrative etc.)?


•• What would you say the major achievements of the CSC 
process have been? Could you describe how these were 
achieved? Who were the major actors in this process? 


•• What key areas of tangible impact can be identified?
•• Follow-up questions:
•• What contributed to these successes or areas of impact? 
•• What features of programme implementation or of the 


process of implementation were particularly important?
•• What networks or relationships were important? 
•• What key constraints or challenges had to be overcome 


– and how were these addressed? 
•• What other factors shaped the potential for impact (e.g. 


broader windows of opportunities, changing conditions, 
e.g. new appointments or changes to leadership, 
etc.)? Did central government policies, performance 
expectations or incentives play a role?


•• What areas were less successful and why? What seems 
to explain areas of variation in terms of impact? To 
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what extent are political economy variables (e.g. 
institutions, actors and their incentives) shaping these?


•• What was the role of different levels and actors within 
the government in ensuring action plans were carried 
out? What do you think their motivations were? Were 
there differences in how cooperative different groups or 
types of officials were? Who seemed the most important 
individuals to convince in order to achieve results? 


•• What areas were less successful and why? What seems 
to explain areas of variation in terms of impact? To 
what extent are political economy variables (e.g. 
institutions, actors and their incentives) shaping these?


•• What do these specific examples of impact highlight in 
terms of broader effectiveness of the programme?


•• What ways of working seem to be more effective, given 
the contextual factors identified? (E.g. any evidence of 
‘learning by doing’ or adaptive processes?)


•• What key relationships, networks or coalitions have 
contributed to effectiveness and why?


•• What key characteristics of the political economy 
context, and characteristics of communities themselves, 
seem to have been most significant in determining or 
influencing effectiveness? What were the main barriers 
and constraints – if these were overcome, how? If not, 
how did they impact on effectiveness?


•• How has the programme adapted to differences or 
variation, e.g. across areas, communities and so on?


•• Were there problems identified that could not be dealt 
with at the local or district level, but only at the regional 
or national level? What actions were taken on these 


issues? Were there any successes? If so, how were they 
achieved? If not, what were the main barriers?


•• Was the CSC programme adapted to address issues faces 
by marginalised groups (e.g. women, girls, minority 
ethnic, religious or linguistic groups)? In what ways was 
it adapted for this purpose? What were the challenges 
you faced in doing this? How successful were these 
adaptations for this purpose? 


•• Were any of the issues generated by the score card 
process specific to marginalised groups? Were any 
sensitive issues identified and how were these dealt 
with? How did you work with different vulnerable 
groups to ensure their views were represented? How 
easy was it to give voice to these groups? 


Broader CSC usage and sustainability (variations for all groups)


•• Was the information and experiences gathered in the 
course of the CSC programmes used more broadly at 
a regional or national advocacy by CARE, government 
officials or others? Who were the key actors involved in 
this? What types of information were used and how?


•• Are there plans for the CSC processes to continue after 
the completion of the CARE programmes? Who are the 
main actors interested in their continuation? What factors 
to you think will determine whether they are continued? 


•• What are the key things other organisations should 
bear in mind if they were trying to implement a CSC 
programme in a different context altogether?
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