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Appendix A:  Overview, Objectives and Outputs

Care Group TAG Meeting

December 8, 2010

9:00 – 5:00

Overview:

The overarching goal of the Care Group Technical Advisory Group (TAG) meeting is to assess various enablers and barriers to the use of sustainable Care Groups at scale in various settings and develop guidance for the design of “at scale” Care Group programs.   The Care Group TAG will culminate in a description of successful and unsuccessful Care Group programs with a summary of lessons learned that optimize the design, implementation and evaluation of Care Group programs “at scale”, as well as a listing of research and program gaps on the development of “at scale” effective CARE Group programs that require further guidance and investment.  Information generated on the selection, training, motivation, government linkage and supervision of volunteer Care Group Community Health Workers will feed into the CHW Performance TAG meeting the following day.

The CHW Performance TAG meeting seeks to establish a learning agenda for a community of practice around CHWs at scale and identify specific actions or products related to the learning agenda that would facilitate attainment of the MDs and fit into MCHIP’s mandate.  

Objectives:
1. Compare and summarize quantitative and qualitative evidence of Care Group effectiveness and sustainability in various countries and settings and any data gaps that exist.  
2. Identify various roles, responsibilities and key inputs of government, NGOs, communities and other actors that are critical to Care Group effectiveness, cost, and  “scale up” 
3. Discuss how Care Groups are linked with the MOH systems, especially in countries where a formal CHW system has been established, and identify enablers / barriers at the district and national level that enable collective scale up.
4. Assess other enablers and barriers to the use of Care Groups at scale and make recommendations for reducing barriers.  Focus areas include:

· Financing and cost;

· Human resources and infrastructure; and

· General operational capacity
5. Identify information gaps related to scaling up Care Groups and provide recommendations for a research agenda in order to be able to provide guidance for design of Care Groups that enable collective scale up.

6. Create key lessons learned and messages for scale-up of Care Groups.

Outputs:

· Review Care Group criteria and consider use as a check list for reviewers and project managers

· Detailed report summarizing meeting discussion and outcomes
· Key messages for scale-up of Care Groups to inform CHW Performance TAG meeting including:
· Replication and scale up challenges
· Barriers and enablers and ways to address them 
· Roles and responsibilities of Care Groups vis-à-vis the government system, local NGOs, and other partners
· Minimum requirements for motivating, training and supervising Care Group volunteers
· Prioritization of research and information gaps with next steps to collect this information.

· Brainstormed list of  ways to increase knowledge sharing on Care Groups including increasing the quantity and quality of traffic on the CareGroupInfo.org website and to get more Care Group users actively involved with the site 
Appendix B:  Agenda

Care Group TAG Meeting

December 8, 2010

Agenda

8:30

Coffee and registration

9:00

Welcome and Introductions

9:15

Review of Care Group Definition and Minimum Criteria

9:45

Comparison of Experiences and Evaluations across Care Groups

10:30

Break

10:45

Scaling up Care Groups through NGOs and/or Government



What are the replication and scale up challenges?

What are the barriers and enablers for scale?

12:00

Lunch

12:30

Report back and discussion

What does scale mean for Care Groups?

1:15

Small Group Work on Key Outputs


Potential Questions:
How can we increase knowledge sharing on Care Groups?
What tools are we missing that would help support quality scale up?

What are the minimum requirements for motivated, trained, and supervised Care Group volunteers?

What are the roles and responsibilities of Care Groups vis-à-vis the government system, local NGOs, and other partners?

What are the implications related to cost and/or cost effectiveness?
2:00

Report out from small groups

2:30

Break
2:45

Small Group Work on Key Outputs

3:30

Report out from small groups
3:45

Positioning Care Groups

Recommendations/suggestions

Information gaps and research needs for guidance in designing at scale

4:30

Next Steps


What have we learned about Care Groups at scale?  

Summary of key points for MCHIP meeting
5:00

Adjourn
Appendix C:  Participant List

Care Group TAG Participants – December 8, 2010

	#
	Name
	Organization
	E-mail

	1
	Karen LeBan
	CORE Group
	kleban@coregroupdc.org

	2
	Shannon Downey
	CORE Group
	sdowney@coregroupdc.org

	3
	Tom Davis
	Food for the Hungry / TOPS
	tdavis@fh.org

	4
	Melanie Morrow
	World Relief
	mmorrow@wr.org

	5
	Henry Perry
	JHSPH
	heperry@jhsph.edu

	6
	Laban Tsuma
	MCHIP
	lTsuma@mchip.net

	7
	Fe Garcia
	World Vision Intl 
	fe_garcia@wvi.org

	8
	Mitzi Hanold
	Food for the Hungry
	mhanold@fh.org

	9
	Mary Helen Carruth
	Medical Teams International
	mhcarruth@medicalteams.org

	10
	Erin Pfeiffer 
	Curamericas 
	erin@curamericas.org

	11
	Melene Kabadege
	World Relief / Rwanda
	mkabadege@wr.org

	12
	Mary Hennigan
	Catholic Relief Services
	mhenniga@crs.org

	13
	Rachel Hower
	World Relief
	rhower@wr.org

	14
	Judy Canahuati
	USAID / Food for Peace
	jcanahuati@usaid.gov

	15
	Mary Carnell
	JSI
	Mary_Carnell@jsi.com

	16
	Stella Abwao
	MCHIP
	sabwao@savechildren.org

	17
	Marguerite Joseph
	Peace Corps
	mjoseph@peacecorps.gov

	18
	Jean Capps
	Consultant
	jean_capps@hotmail.com

	19
	Lynette Friedman
	Consultant (facilitator)
	walkerlynette@gmail.com

	20
	Leo Ryan
	MCHIP
	lryan@mchip.net

	21
	Florence Nyangara
	MCHIP
	fnyangara@icfi.com


Appendix D:

Use of the Care Group Model - Results from Survey Monkey Conducted through CS Listserve in November 2009

Responses:  10 respondents from 7 organizations reported on experiences in a total of 14 countries
Funding sources for implementation included:  CSHGP, private match, Mission funding, Title II, OFDA, and private grant from corporation
Formative research:  All respondents reported using formative research as part of their Care Group projects and reported a variety of different methods.

	If you used any formative research as part of your Care Group projects, please indicate below:  

	Answer Options
	Response Percent
	Response Count

	Doer/Non-Doer Analysis
	50.0%
	5

	Positive Deviant study or local determinants of malnutrition study
	50.0%
	5

	Participatory Rapid/Rural Appraisal activities
	10.0%
	1

	Barrier Analysis
	40.0%
	4

	Focus group discussions
	90.0%
	9

	Ethnographic studies
	0.0%
	0

	Other formative research methods (please specify)
	1

	answered question
	10

	skipped question
	0


Perception of effectiveness:  All respondents felt that the Care Group model was more effective or much more effective than other approaches.  
	We are interested in hearing about both negative and positive experiences with the Care Group model.  How would you rate the effectiveness (in saving lives and changing behavior) of Care Group projects with which you have been involved compared to other community and home care strategies?

	Answer Options
	Response Percent
	Response Count

	Much less effective
	0.0%
	0

	Less effective
	0.0%
	0

	More effective
	20.0%
	2

	Much more effective
	70.0%
	7

	Don't know / no comment
	10.0%
	1

	answered question
	10

	skipped question
	0


	1. Why is the Care Group model more effective than other strategies?

Empowers women while canvassing communities in a low-cost manner with life-saving health education and data collection

Coverage:  Reaches every household with a child under 2 years of age repeatedly. Excellent coverage (>90% in six measurements). More beneficiaries/coverage due to use of volunteers (lower cost per beneficiary).  Reaching every household also allows for community-based data collection.  Increases coverage. One can easily reach a huge number of households with interventions 

Volunteers: Utilizes poor (mostly) women volunteers without overwhelming them with too much work.  Use of indigenous individuals as Care group volunteers and development of relationships with its social benefits has been the factors that makes the Care Group effective

Change in Volunteers:  The process raises both the women volunteers and target household self-efficacy to make positive changes in health status and quality of life overall.  Anecdotal reports of reduced domestic violence, specifically towards women have come out in several evaluations.  Some Care Group women have gone on to elected offices and also used the groups as the foundation for other development activities. 

Management:  Care Group volunteers are given less tasks within the neighborhood which makes them more effective and minimize drop-out rate.  Care Group meetings apart from being a training session, they are social events for mothers to share and dialogue on issues in their community.  It fosters learning: It creates a safe environment for participants to share skills with their other fellow members.  It makes program management easier - planning implementation and monitoring program activities


Health System:  Care Groups (and their supporting structures such as CHCs) help shift the responsibility for good health from the health system/national government to the household and community. Care Groups strengthen health systems and reduce health worker workload through earlier care-seeking referrals and promoting preventive health behaviors. Have a community self referral system and defaulter-tracing component

Health Promotion:  It provides opportunity for intensive communication among peer members (mothers) providing much better opportunity to health messaging, closely monitor households health and nutrition status.  Having CG Volunteers chose the person who persuades them to adopt healthy practices. Formative research and PD studies improve message and activity selection.

Community Acceptance:  The mother care model has been received well by the beneficiaries in the project area of work.  It promotes community participation and ownership. By training volunteers some skills one can create a social movement. A good example is Increased number of sanitation facilities in areas where there were poor sanitation and hygiene practices.


Cost:  Cost/ beneficiary is less compared to other community based approaches

Incentives:  Nonmonetary/Non-GIK incentives for CG volunteers are high -- like respect from Leaders and husbands.

2.  What are the general lessons learned through implementation?

· The Care Group model requires resources (financial and time) to get started, otherwise it is very effective.

· Choosing leader mothers from amongst the community has shown a positive approach in disseminating knowledge to mothers and caregivers. The leader mothers giving the knowledge is in itself a sustainable way of dealing with prevention of malnutrition especially in countries transitioning from emergency to development work.

· Integrating Care Group activities with Government system helps continuity of the system.  In Malawi, we are working hand-in-hand with the MOH and encouraging then to adopt the Care Group model within their existing system. 

· Intensive training and close follow-up to health promoters is an essential component of the Care Group approach. Involving community leaders to play key roles in monitoring Care Groups activities enhances community participation, holds the promoter to be more accountable.

· Lessons learned: See CareGroupInfo.org blog. : )

· Teaching aids combined with skills based trainings facilitate better learning at Care Group meetings 

· It is always good to take into account mothers time (and the season) when planning activities under the Care Group

· Life of the Program has to be long enough (at least 5 years) because of the length of time needed to form groups.

· There is a potential for secondary agenda of political leaders, seeing the chance for support (political) of a huge active group - that needed to be watched out for.


3. What are suggestions for improvement?

· Expand the target beneficiaries beyond the mothers of children 0-2 years to all women of reproductive age who are giving birth. Offer incentives(rewards) to best doors

· The impression that Care Groups can do all additional activities in addition to MCHN may have a negative effect especially when Health promoters are over burdened with too many activities

· Same issues for incentives for CHWs are dealt with Care group. In IA's work , the word "volunteers" had been corrupted in the area ( " volunteers" were paid by some organizations in the past) so we had to change the term from Care Group Volunteer to Care Group Leader instead so they won't expect monetary payment.  There is a need though for legitimate incentives to keep leaders motivated and lessen attrition.

· Enough evidence that most change happens in 18-24m that we should push for more organizations doing multiple phases, entering second or third group of communities during LOP.

4.  What are the barriers that need more attention?

· Clear and specific scale-up strategies (along with realistic cost-estimates need to be done. PVOs do not have capacity (nor the time) to do this kind of research. 

· There are additional development benefits that are not measured in detail by CSPs regarding women's empowerment, including improved self-image that should be studied by professional social scientists. 

· More systematic ways for linking Care Groups to other development activities such as livelihoods, savings clubs, literacy programs are also needed.

· Male participation within the Care Group needs to be encouraged as men also have critical roles to play in MCH. The same is true with Grandmothers and in-laws. One needs to study the social dynamics in the community. e.g. what works in a Matrilineal society may not work in a Paterlineal society

· MOH skepticism about / fear of using volunteers and not paying community people (mentioned in Mozambique final evaluation). 

· Desire of some organizations/governments to "cut corners" (e.g., not use flipcharts).

· Sounds too simple to be true. Elegant designs lack respect. : )

· Not perceived as "innovative" by reviewers at this point, despite the fact that it has not been tested in some settings (e.g., urban, lower pop density).

· Need to continuously look at costs and decrease cost per life saved.

· Need to make standardized, generic curricula available through CORE Group for modification by organizations. Make standard Care Group information, methods and tools more widely available. The original manual does not go far enough at this point.

5.  What operations research is currently underway?

CWI in Burundi is testing the use of a less-resource intensive model of Care Groups and is also testing whether nutritional practices can be improved by means of Care Groups.  The child survival program in Burundi will be conducting operations research investigating the delivery of BCC and support through an adapted, less resource-intensive Care Group Model. The model’s effectiveness will be evaluated based on the improvements in knowledge and practice of key health and nutrition behaviors among caregivers of children 0-23 months as compared to the improvements seen in communities where BCC and support was delivered through the traditional, more resource-intensive Care Group Model. (Note:  Alyssa Davis will try to provide documentation on their current efforts for the TAG)

CWI Niger is testing whether Mother Leaders of Care Groups can actually offer CCM services.  In Niger, the operations research focuses on a CCM model that decreases barriers to lifesaving interventions for children under five by investing in community resource persons to manage common childhood illnesses, while strengthening the health system to support this community-based strategy. The Lahiya Yara /Child Survival Project will establish Care Groups of Mother Leaders in 50 communities (with an estimated 10 ML per Care Group) for a total of 500 ML. In order not to overwhelm these ML, their responsibilities for CCM will be phased in gradually, disease by disease and will ultimately include case management of sick children with simple malaria/fever, pneumonia and diarrhea. Selected Mother-Leaders from Care Groups trained to provide Community Case Management of diarrhea, malaria and pneumonia will be linked to Health Centers and Health Committees in order to integrate them into the health system.
WR Mozambique is not doing OR but the project is using the Care Group approach to control and treat TB in adults.

IMC Burundi – not fully developed, but focus is on identifying barriers for putting knowledge in to practice

IMC Kenya - Have conducted an impact assessment of MCGs. The questions were mainly on whether the respondents are doing what were trained on in the MCG lessons, if no, why and what would make them practice. We are analyzing the results at the moment.

IMC Ethiopia - We will be conducting a survey to determine the effectiveness of the mother care group as we have piloted it in our projects in Ethiopia.

CRS Malawi - To document lessons learned in using the Care groups approach in the I-LIFE program and use the finding to design the WALA MYAP.

Food for the Hungry: The objective was to identify the key components to the effective use of the Care Group Methodology.  Here are the objectives: 

1. Identify the key components to the effective use of the Care Group Methodology; considering: • how groups are formed (elected or appointed Leader Mothers) • training/involvement of community leadership • frequency of meetings • beneficiary teaching methods (group or individual home visits), length of lesson, use of teaching aids, didactic or participatory • teaching aids design, language, and ease of use • educational/literacy level of Leader Mothers • support from community leaders • use of Barrier Analysis / Doer-NonDoer Analysis • use of Verbal Autopsy results 

2. Identify motivating factors and disincentives that affect Care Group participation by Leader Mothers and behavior change adoption of beneficiary mothers 

3. Identify what Leader Mothers and beneficiary mothers consider to be key factors in adoption of new behaviors promoted via CG education. 

4. Compare the cost-effectiveness in reducing child mortality of CGs that target pregnant women or mothers with children <2 years of age vs. those that include all households. 

5. Assess what changes Leader Mothers believe they have seen in themselves (e.g., confidence, skills) and in the networks of mothers that they serve that are associated with participation in the Care Group program. 

6. Assess what changes Leader Mothers believe they have seen in their relationships with spouses, other family members, or others in the community. 

7. Identify characteristics of a good CG promoters and supervisors. 

8. Assess retention of Leader Mothers and Promoters and factors associated with high retention. 

9. Assess usage of C-IMCI-trained Leader Mothers 

10. Follow-up with past Care Group participants (from the DAPII project) who have stopped participating in organization-led activities for at least 12 months. Determine the level of activity that CGs have maintained, the level of behavior change that has been sustained, and factors that have motivated or served as incentives and disincentives for continued participation in CG after the organization’s departure. 

11. Document CG impact on facility-based service utilization comparing MOH facility data from regions where CG were active and where they were not. 

12. Document the estimated lives saved and cost of lives saved due to the MCH interventions of projects using CGs.




Appendix E: 

Care Group Minimum Criteria Reviewer Checklist
(revised November 23, 2010)

A Care Group is a group of 10-15 volunteer, community-based health educators who regularly meet together with project staff for training and supervision.  They are different from typical mother’s groups in that each volunteer is responsible for regularly visiting 10-15 of her neighbors, sharing what she has learned and facilitating behavior change at the household level.   Since 1995, World Relief and Food for the Hungry have pioneered the model, and more than 14 others PVOs in more than 14 countries have “adopted the model,” but the degree to which organizations adhere to the original components of the model varies greatly.  During meetings between the original pioneers of the model (on April 23, 2009), Care Group minimum criteria were agreed upon as a draft list, based on the programs in which the best results had been seen.  Edits to this list were then made by the two founders of the model, Dr. Pieter Ernst and Dr. Muriel Elmer.  During the CORE Group Spring Meeting in April 2010, this list was presented to other community health practitioners and revisions were made based on their input.  Defining formal criteria should provide a stronger basis for recognition of the model and lead to better adherence to the most effective components of the model.    The checklist below is based on those minimum criteria, and serve as an aide to reviewers and others who want to see to what degree a proposed “Care Group” project meets these criteria.  The full rationale for each criteria can be found at http://www.caregroupinfo.org/blog/criteria.
Yes    No

1. The project has a strong peer-to-peer health promotion component
. (   (
2. CG volunteers will be chosen by the mothers within the group of households that they will serve or by the leadership in the village
. (   (
3. CG volunteers will visit no more than 15 households each
(   (
4. The Care Groups will have no more than 16 members
(   (
5. There are plans to monitor Care Group meeting attendance
(   (
6. CG volunteers will contact each of their beneficiary mothers at least once a month
(   (
7. Care Group meeting frequency is planned to be at least once a month
(   (
8. It is planned that 100% of target group households will be reached at least once a month
(   (
9. There is a plan in place to monitor coverage of households (by CG volunteers)
(   ( 

10. The plan mentions that vital events data on pregnancies, births, and death will be collected via Care Group volunteers
(   (
11. The majority of what is promoted through the Care Groups will create behavior change directed towards reduction of mortality and malnutrition

(   (
12. The plan mentions that Care Group volunteers will use some sort of visual teaching tool (e.g., flipcharts) to do health promotion at the household level
(   (
13. The plan mentions that participatory teaching methods will be used in the Care Groups
(   (
14. The staff plan to have Care Group volunteers use participatory methods at the HH/small-group level
(   (
15. The Care Group instructional time (when a Promoter teaches CG volunteers) will be no more than two hours per meeting
(   (
16. Supervision of Promoters and at least one of the Care Group Volunteers (e.g., data collection, observation of skills) will occur at least monthly
(   (
17. All of a CG volunteer’s beneficiaries will live within a distance that facilitates frequent home visitation
(   (
18. The Promoter meeting place will be within one hour walk from the CG volunteers’ homes
(   (
19. The implementing agency has plans to create a project/program culture that conveys respect for the population and volunteers, especially women
(   (
  
Score: ____% (Yes/19)

We recommend that projects scoring < 90% not be considered Care Group projects, and be encouraged to follow more of the criteria.  Projects that meet many, but not most, of these criteria should be considered Cascade Groups.
Appendix F:  

Care Group Criteria by CHW AIM Elements


The CHW Program Assessment and Improvement Matrix (AIM) was authored by Lauren Crigler and Katherine Hall and published by the USAID Health Care Improvement Project / URC. 
· Recruitment:  
· CG volunteers should be chosen by the mothers within the group of households that they will serve or by the leadership in the village.

· Social/educational differences between the Promoter and CG volunteer should not be too extreme (e.g., having bachelor-degree level staff working with CG volunteers).

· CHW Role
· Strong emphasis on peer-to-peer health promotion.

· The workload of CG volunteers is limited:  No more than 15 HH per CG volunteer. (Also links to community involvement and incentives)

· Initial Training
· Participatory methods of BCC are used in the Care Group with the CG volunteers. 

· The implementing agency needs to successfully create a project/program culture that conveys respect for the population and volunteers, especially women.  

· Continued Training
· The Care Group size is limited to 16 members and attendance is monitored. (Also links with supervision.)

· CG volunteer contact with her assigned beneficiary mothers – and Care Group meeting frequency –should be at a minimum once a month, preferably twice monthly.

· The Care Group instructional time (when a Promoter teaches CG volunteers) is no more than two hours per meeting.

· Equipment and Supplies
· The Care Group volunteers use some sort of visual teaching tool (e.g., flipcharts) to do health promotion at the household level.  (Links with community mobilization / health promotion strategy.)

· Supervision
· Supervision of Promoters and at least one of the Care Group Volunteers (e.g., data collection, observation of skills) occurs at least monthly. 

· Performance Evaluation
· Coverage of beneficiaries / beneficiary households with health promotion is monitored.

· Incentives
· Extensive use of volunteers.

· Community Involvement
· (See links in next section)

· Community mobilization / health promotion strategy

· (No place in this framework to discuss health promotion and community mobilization design.) 

· The plan is to reach 100% of households in the targeted group on at least a monthly basis, and the project attains at least 80% monthly coverage of households within the target group.  

· The majority of what is promoted through the Care Groups creates behavior change directed towards reduction of mortality and malnutrition (e.g., Essential Nutrition Actions, Essential Hygiene Actions).

· Participatory methods of BCC are used by the volunteers when doing health promotion at the household/small-group level.

· All of a CG volunteer’s beneficiaries should live within a distance that facilitates frequent home visitation and all CG volunteers should live < 1 hour walk from the Promoter meeting place.  (Also links with incentives.)

· Conduct formative research on promoted behaviors. (Suggested criteria.)

· Promoter to Care Group ratio should be no more than 1:9.

· Referral Systems
· Opportunity for Advancement
· Documentation / Information Management
· Care Group attendance is monitored.

· Care Group meeting frequency is monitored

· Care Group volunteers collect vital events data on pregnancies, births, and death.

· Linkages to Health System

· Program Performance Evaluation

· Measurement of many of the results-level indicators should be done annually at a minimum.
· Country ownership

Appendix G: Charts and Graphs
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Cost-Effectiveness of the Current Project with Other USAID-financed Child Survival Care Group and Other Projects (Based on Bellagio Lives Saved Calculator Data, Uncorrected for Secular Trends)

	Child Survival Project
	Estimated % reduction in U5M
	Number of beneficiaries*
	Total project cost**
	Average cost per beneficiary per year
	Estimat-ed number of lives saved
	Cost per life saved
	Cost per DALY averted

	FH/ Mozambique (2005-2010)
	30% overall (32% in Area A & and 26% in Area B)
	219,617
	$3,024,166
	$2.78
	6,848
	$441
	$14.72

	World Relief Vurhonga IV
	33%
	101,757
	$2,000,000
	$6.56
	1,217
	$1,643
	$54.77

	World Relief/ Vurhonga II
	48%
	53,418
	$1,397,531
	$6.54
	769
	$1,817
	$60.57

	World Relief/
Vurhonga I
	33%
	57,277
	$1,811,895
	$7.91
	819
	$2,212
	$27.30

	World Relief/ Rwanda
	29%
	54,451
	$1,733,333
	$6.37
	676
	$2,564
	$85.47

	World Relief/
Malawi I
	32%
	68,917
	$1,333,335
	$4.84
	557
	$2,394
	$79.80

	World Relief/
Malawi II
	28%
	72,226
	$2,022,034
	$7.00
	537
	$3,773
	$125.77

	Plan/Kenya
	26%
	110,735
	$2,300,000
	$4.15
	826
	$2,785
	$92.82

	Average of 8 Care Group projects above
	30%
	92,300
	$1,956,016
	$5.77
	1,531
	$2,204
	$67.65

	Average of recent USAID-supported child survival project***
	14%
	
	
	
	
	
	


    * Number of women of reproductive age and children 0-59m of age served by the project.

  ** USAID expenses plus matching funds provided by the NGO.

***USAID, CSHGP Portfolio Highlights: Grantees Save Lives, 2008.

Source of USAID Child Survival and Health Grants Program PVO project data: Project Final Evaluations and personal communications with World Relief, Food for the Hungry and Plan International child survival staff (October 2010)

Appendix H:  

Care Group Implementation by Organization 

	Organization
	Country
	Partners
	Funding Source
	Years
	Population Size

	American Red Cross
	Cambodia
	 
	CSHGP
	2004-2008
	213,749 target area pop
254 villages
WRA 48,521
U5 30,566

	Catholic Relief Services
	Burundi 
	FH and IMC
	Title II
	 
	 

	
	Malawi   
	ILIFE Consortium: WV, SCF, Africare, Emmanuel International, SAWSO, CARE 
	Title II
	-2009
	 

	
	
	WALA Consortium: WV, SCF, Africare, Emmanuel International, PCI
	Title II 
	 
	 

	Concern Worldwide
	Burundi
	 
	CSHGP
	2008-2013
	WRA 53,831
U5 41,661

	
	Niger
	 
	CSHGP
	2009-2014
	WRA 145,167
U5 164,962

	
	Rwanda
	WR and IRC
	CSHGP EIP 
	2006-2011
	WRA 410,549
U5 318,438

	Curamericas
	Guatemala
	 
	CSHGP
	2002-2007
	WRA 11,204
U5 14,346

	
	Liberia
	 
	CSHGP
	2008-2013
	WRA 34,344
U5 22,983

	Food for the Hungry
Food for the Hungry continued
	Mozambique
Mozambique
	 
	CSHGP EIP
	2005-2010
	219,617 beneficiaries (WRA and U5)
WRA 25,045
U5 17,532


	
	
	 
	Title II
	 
	 

	
	
	 
	Title II
	2008-2011
	 

	
	DRC
	 
	Title II
	2008-2011
	 

	
	Ethiopia
	 
	Title II
	2008-2011
	 

	
	Bolivia (WASH Study Project)
	 
	Private 
	2009-2010
	 

	
	Haiti
	 
	 
	 
	 

	
	Burundi
	 
	 
	 
	 

	GOAL
	Ethiopia
	 
	CSHGP
	2007-2011
	approx. 250,000 catchment area
28 Care Groups
WRA 37,100
U5 31,197

	International Aid
	Philippines
	 
	CSHGP
	2005-2009
	WRA 22,577
U5 21,824

	
	Indonesia
	 
	 
	 
	 

	International Medical Corps
	Uganda
	 
	Title II
	 
	 

	
	Burundi
	 
	Title II
	 
	 

	
	Ethiopia
	 
	OFDA
	 
	 

	
	Kenya
	 
	OFDA
	 
	 

	Medical Teams International
	Liberia
	 
	CSHGP
	2006-2010
	WRA 29,941
U5 21,429

	Plan
	Kenya
	Kilifi community, MOH, AMKENI, Aga Khan Health Services, KEMRI Welcome Trust and PSI
	CSHGP
	2004-2009
	257,000 total population
WRA 64,381
U5 46,354
357 villages 
110,735 beneficiaries (WRA and U5)

	SAWSO
	Zambia
	 
	CSHGP
	2005-2011
	WRA 28,474
U5 22,119

	World Vision
	Rwanda
	ADRA
	Title II
	 
	 

	World Relief
World Relief continued
	Mozambique 
Mozambique continued
	 
	CSHGP (Vur I)
	1995-1999
	57,277 beneficiaries (WRA and U5)

	
	
	 
	CSHGP (Vur II)
	1999-2003
	53,418 beneficiaries (WRA and U5)
WRA 62,676
U5 44,160

	
	
	 
	CSHGP EIP (Vur IV)
	2004-2009
	101,757 beneficiaries (WRA and U5)
WRA 47,002
U5 33,451

	
	
	Pathfinder
	Mission TB
	2009-2014
	2850 TB pts.

	
	Malawi
	 
	CSHGP
	2000-2004
	68,917 beneficiaries (WRA and U5)

	
	
	 
	CSHGP
	2006-2009
	72,226 beneficiaries (WRA and U5)

	
	Cambodia
	 
	CSHGP
	1998-2002
	WRA 37,400
U5 25,080

	
	
	 
	CSHGP
	2002-2007
	WRA 46,128
U5 25,080

	
	
	ADRA
	Mission
	-2009
	 

	
	Rwanda
	 
	CSHGP
	2001-2006
	54,451 beneficiaries (WRA and U5)
WRA 35,798
U5 25,241

	
	Burundi
	 
	CSHGP
	2007-2012
	WRA 42,284
U5 36,368

	
	Indonesia
	 
	 
	 
	 


· Note:  Samaritans Purse is also implementing Care Groups, data not available

Countries where Care Groups have been implemented:

	· Bolivia
	· Liberia

	· Burundi
	· Malawi

	· Cambodia
	· Mozambique

	· DRC
	· Niger

	· Ethiopia
	· Philippines

	· Guatemala
	· Rwanda

	· Indonesia
	· Uganda

	· Kenya
	· Zambia


� If it does not meet this criterion, but meets all others, the term Cascade Group should be used rather than Care Group.
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