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Accountability in Humanitarian Assistance  
 
To be effective and equitable towards global populations, humanitarian organizations must adhere 
to the core standards and principles on quality humanitarian response. Since the inception of 
ideas on the centrality of local participation in aid in the early 2000s and the more recent 
evolution of that concept into accountability towards affected populations, the humanitarian 
community has sought to turn this doctrine into reality.  
 
Accountability in humanitarian response requires that organizations carry out their efforts in an 
ethically and legally responsible manner that is 
inclusive of the communities they are seeking to 
serve. Of UNICEF’s nine Core Humanitarian 
Standards (depicted here to the right), three 
specifically refer to mechanisms of 
accountability towards affected peoples: 
response is based on communication, 
participation and feedback; complaints are 
welcome and addressed; actors continuously 
learn and improve. In practice this could include 
centralizing the voices of affected peoples by 
engaging communities in needs and 
performance assessments and decision-making. 
Achieving this is often hindered by the 
constraints inherent to conflict settings such as 
lack of localization of assistance, communication 
between actors, and exploration of needs. 
 
CARE’s Community Score Card 
 
Seeking to actualize these principles of community participation and accountability into our 
programming, CARE developed the Community Score Card as part of a project aimed at developing 
innovative and sustainable models to improve health services. Working in crisis settings requires 
an understanding of the lived experiences of people, the power dynamics, and micro-politics that 
inform humanitarian response approaches. It also requires bridging the gap between civil society 
organizations, local and national governments, international non-governmental organizations, and 
impacted communities. Social accountability approaches do this by connecting citizens with those 
responsible for providing services. The Community Score Card (CSC) is a participatory social 
accountability mechanism for assessment, planning, monitoring and evaluation of services. 
Designed for ease of use and adaptation into any sector with a service delivery scenario, the CSC 
brings together users and providers of a particular service or program to jointly identify service 
utilization and provision challenges, mutually generate solutions, and work in partnership to 
implement and track the effectiveness of those solutions in an ongoing process of quality 
improvement. The CSC has five phases: (I) planning and preparation; (II) conducting the scorecard 
with the community; (III) conducting the scorecard with service providers; (IV) interface meeting 
where the all parties present their findings in the presence of duty-bearers and then jointly 
develop action plans; and (V) monitoring of the action plans and evaluation of overall process. 
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This approach of establishing community needs, identifying innovative solutions, promoting local 
leadership, and shifting power dynamics can be used to facilitate good governance through 
participation, transparency, and accountability.  
 
Community Score Card in Emergencies Pilot 
 
Since its development in 2002 by CARE Malawi, the Community Score Card (CSC) has become an 
internationally recognized participatory governance approach for improving the implementation of 
quality services. Validated by independent research, the CSC has spread within CARE and beyond, 
having been used widely around the world by a range of organizations across sectors. Much of this 
implementation has taken place across the humanitarian to development continuum. Despite 
strong programming however, our efforts in implementing the CSC in humanitarian settings have 
been sporadic, due largely to limited resource availability and space for learning and iterating on 
the approach. To further unlock the potential of the CSC in humanitarian settings, we designed this 
pilot of the Community Score Card in Emergencies in Uganda and the Democratic Republic of the 
Congo. Integrating our work within a larger humanitarian response allowed us to center 
accountability and adapt the CSC approach for humanitarian settings to ensure that our efforts 
generate locally driven solutions in partnership with women and girls.   
 
Program Snapshot 
 

 
Country:   Democratic Republic of the Congo 
Settings:   CCLK camp, Adventist Kyeshero,  
                  Katoyi, Lubango, Turunga and  
                  Kanyaruchinya health areas 
Timeline:  April 1, 2020 to March 31, 2021, with  
                  Phases II and III starting in August 
Implementer: CARE DRC 
Partners:  YALife, CARE Malawi, CARE USA 
Reach:      450 participants, including women,  
                 girls, community leaders, healthcare  
                 providers, and duty-bearers 
Indicators: Seven total on commodity supply,  
                 SRH and FP information and service  
                 availability, relationships with  
                 providers, confidentiality of  
                 healthcare, and transportation 
 

 
Country:   Uganda 
Settings:   Ocia and Omugo zones of the Rhino  
                  Resettlement camp 
Timeline:  April 1, 2020 to March 31, 2021, with  
                  Phases II and III starting in  
                  September 
Implementer: CARE Uganda 
Partners:  Women Lead, CARE Malawi, CARE USA 
Reach:      215 participants, including women,  
                 girls, community leaders, healthcare  
                 providers, and duty-bearers 
Indicators: Ten total on knowledge of and  
                 support for and availability of SRH  
                 and FP services, translation services,  
                 coordination between partners, and                    
                 provider skill and professionalism 

 

Phase I: 
Planning & 
Preparation 

Phase V: 
Implement 

Action Plans 
& M&E 

Phase IV: 
Interface 
Meeting & 

Action Plans 

Phase II: CSC with Community 

Phase III: CSC with Providers 
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Objectives 
 
This Community Score Card in Emergencies pilot sought to build social accountability for health 
programming in fragile contexts through the following specific objectives:  

• Strengthen women’s and girls’ leadership in the CSC process by facilitating their 
involvement in the co-design and implementation, to ensure their voices are heard by 
duty-bearers and to enable them to unleash their power to solve community problems. 

• Digitize the CSC to collate and aggregate data across various sources, and track 
measurement of indicators to facilitate advocacy for improved quality of health services. 

• Build robust partnerships with women's and youth groups and organizations, local 
governments and leadership, and civil society and humanitarian actors. 

• Integrate adaptive management and collective learning processes into programming.  
 
Setting and Stakeholders 
 
The Community Score Card in Emergencies pilot was implemented in the Ocia and Omugo zones of 
the Rhino refugee resettlement camp in Uganda and in six areas in the health zones of Goma (CCLK 
and Adventist Kyeshero), Karisimbi (Katoyi and Lubango) and Nyiragongo (Turunga and 
Kanyaruchinya) in the Democratic Republic of the Congo. CARE Uganda and CARE DRC led the 
implementation in their respective settings with technical assistance and coordination from CARE 
Malawi and CARE USA. Kwantu led the CSC digitization process in collaboration with multiple users 
across implementation sites. PopWorks Africa facilitated partnership assessments with each of the 
CARE teams and local partner organizations.  
 
Local Partners 
 
Hoping to leverage this pilot to learn about what constitutes an and how best to create equitable 
and effective partnership between funders, overseeing organizations, implementers, and local 
experts, Phase I included an intentional partner selection process.  
 
CARE DRC established a committee comprising program and grant staff to represent voices across 
the organization to establish selection criteria, interview and vet applicants, and identify and 
appoint a local partner. Building on CARE USA’s standard partnership selection guidance, the 
committee rated applicants against criteria pertaining to local and contextual expertise, 
experience working with youth and other vulnerable populations, project and budget management, 
and legal and financial status. Following this process, YALife was appointed as the principal 
implementation partner in the Democratic Republic of the Congo and was allocated responsibility 
over 80% of programmatic processes. In some of the health areas, other local stakeholders played 
small roles in implementation. CARE DRC and CARE USA retained oversight of all financial matters. 
Two weaknesses of this partnership selection and management structure were that the criteria 
made it challenging for newer and/or smaller organizations to prove their validity and capacity, 
and that partner’s voices were not built into project planning and preparation.  
 
In Uganda, the partnership model was much more limited with CARE Uganda taking on 
responsibility of sole implementer working in collaboration with pre-existing Women Lead groups 
to expand the project’s reach.   
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Successes and Challenges 
 
Over the course of the Community Score Card in Emergencies (CSCiE) pilot, we experienced a 
variety of positive outcomes and some ongoing difficulties, some of which are highlighted below:  
 

Successes  
 
Stakeholder participation: 
• Local youth and girl-focused partner 

YALife selected and onboarded. 
• Two CARE and six YALife staff underwent 

in-depth training on CSC methodology 
and digitization. 

• 24 community members underwent CSC 
facilitator training. 

• 450 individuals participated in this pilot 
program of which 270 were women/girls 
and 87 were duty-bearers. 

• Doctors from three health zones 
participated in planning/implementation. 

 
Community impacts: 
• Interface meetings generated 10 

indicators on health service provision, 
and 6 action plans. 

• Reliability of water and electricity supply 
has slightly improved via community and 
District action planning on shortages. 

 
Data sharing: 
• Six CSCiE pilot areas have been 

registered into the digital CSC app. Data 
entry across sites is ongoing. 

• YALIFE facilitators in charge of 
monitoring for each group participated in 
the consolidation of indicators in each 
health area remotely via WhatsApp/SMS. 

 
Overall impacts: 
• Expanded decision-making ability and 

influence of women and girls through 
intentional involvement. 

• Improved perception of and trust in 
health providers within community. 

Challenges 
 
Limited resources: 
• Staffing, partnership selection processes, 

collaboration with the CSC Consulting 
Group, and a need for heavy time 
investments in Phase I meant limited 
time available for implementation, and 
minimal time expended on evaluation 
and learning during Phase V. 

 
Access barriers: 
• Illiteracy levels amongst community 

members mandate additional layer of 
resources for translation. 

• At facilities where services are fee-based, 
cost remains a significant hurdle for 
patients. The impacts are cyclical as 
unpaid bills affect clinics’ and providers’ 
ability and attitudes towards continued 
care delivery. 

• Distances between villages and health 
facilities is long but transportation to and 
from is limited. 

• Poor health facility infrastructure (no 
waiting rooms, no toilets) hinders visits. 

• Husbands remain the greatest obstacle 
to women’s access/utilization of family 
planning, with most refusing. Community 
norms still dictate that a husband’s 
permission is required for FP use. 

 
COVID-19 impacts: 
• Previously established ‘community 

relays’ for health service/information 
dissemination related to antenatal care 
and sexual and reproductive healthcare 
for more remote communities are no 
longer able to play their roles effectively. 

 
  

D
E
M
O
C
R
A
T 
I 
C  

R
E
P
U
B
L 
I 
C  

O
F 

T
H
E    

C
O
N
G
O 



7 
 

Successes  
 
Stakeholder participation: 
• Four CARE staff underwent in-depth 

training on CSC methodology, and 
completed digitization training. 

• 215 individuals participated in this pilot 
program: 127 refugee women, 15 refugee 
girls, 53 health workers, 20 duty-
bearers/authority figures. 

 
Community impacts: 
• Interface meetings generated 10 

indicators on health service provision, 
and 13 action plan items (that have either 
been achieved or are ongoing). 

• Weekly health outreach is now 
conducted in three previously deemed 
hard-to-reach villages. 

• Youth mobilized to designate a youth-
friendly space in Omugo. 

• 27 CSCiE participants have newly sought 
out family planning services. 

• Women and girls in Village 6 received a 
promise of funding for bridge 
construction after voicing concerns of 
physical displacement during flooding of 
River Nara to Regional UNHCR leaders.  

• Cadre of critical staff recruited to support 
sexual, reproductive, and maternal 
health service in Ocia. 

 
Data sharing: 
• CSCiE pilot program data across sites has 

been entered into the digital CSC app 
and Kobo toolkit. 

• Learnings from the CSCiE pilot were 
shared with health and nutrition sector 
partners in Impevi and Rhino camps. 

 
Overall impacts: 
• Amplified confidence amongst women 

and girls to generate change. 
• Improved communication between 

district and country-level government, 
UNHCR, and women leaders. 

Challenges 
 
Limited resources: 
• Low resources and a need for heavy time 

investments in Phase I meant limited 
time available for implementation 

• Ocia health facility is critically 
understaffed with only five providers to 
serve catchment population of 11,000. 

 
Access barriers: 
• Illiteracy levels amongst refugee women 

and girls mandate additional layer of 
resources for translation 

• Despite youth naming a need for it, turn-
out at youth friendly space in Omugo 
remains low because of long travel 
distances for youth living elsewhere 

• Men, specifically husbands, remain the 
biggest hindrance to access and 
utilization of sexual, reproductive, and 
maternal health services by women. Little 
to no support by men in the community 
for family planning utilization after 
completion of the CSC.  

 
COVID-19 impacts: 
• Pandemic travel restrictions have halted 

refugee arrivals which has resulted in 
funding cuts for UNHCR programming and 
60% reductions to food rations by WFP. 

• Limited coordination within settlements  
by OPM and/or UNHCR of INGO 
interventions means little to no 
regulation to avoid unintended outcomes 
of different livelihood interventions on 
family planning utilization – Some 
evidence to suggest that organizational 
program benefits offered solely to 
pregnant/lactating women are serving as 
a disincentive for women who 
previously/currently use family planning 
to continue doing so. 
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Accountability Achieved 
 
Governance and accountability mechanisms built into the Community Score Card allowed the CSCiE 
pilot communities in Uganda and the DRC to liaise directly with local, district and national health 
authorities and duty-bearers to affect change. As this pilot sought to improve sexual and 
reproductive health in fragile settings, the indicators selected addressed family planning (FP) 
service provision at health facilities. Changes in the scoring of these indicators from the start to 
the close of the pilot via interface meetings are analyzed and depicted below:  
 

 
 
Areas that experienced the greatest improvement were the availability and range of family 
planning services and supplies offered at health facilities. Availability of skilled providers and 
services in local languages still required significant effort. To assess how these facility-level 
changes impacted health-seeking behaviours, outcomes and norms, an analysis of changes in 
scoring of indicators relating to attitudes towards and use of family planning is depicted below:  
 

 

0 1 2 3 4 5 6 7 8 9 10

Accuracy of COVID-19 information
Range of FP services offered

Availability of FP service/supplies
Availability of translation services

Confidentiality of treatment
Professional treatment of patients

Availability of support staff
Availability of skilled providers

Consolidated CSCiE Scores for Indicators related to Service Provision at Local 
Health Facilities in Uganda and the DRC

Initial Score Endline Score

0 1 2 3 4 5 6 7 8

Availability of transportation
Availability of FP information

Cost-prohibitiveness of FP services
Community trust in providers

Utilization of FP by women/girls
Male support for FP utilization

Knowledge of FP among women/girls
Community attitudes towards FP

Consolidated CSCiE Scores for Indicators on Community Norms and Health 
Outcomes related to Family Planning in Uganda and the DRC

Initial Score Endline Score
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Availability of information on family planning, women and girls’ knowledge of family planning, and 
the community’s relationship with and trust of healthcare providers were the areas of greatest 
positive change at the close of the CSCiE pilot. It is logical that an increase in the availability of 
information would have resulting improvements on knowledge of family planning. However, 
increased knowledge of family planning and improved community attitudes towards it did not 
extend to men’s support for family planning utilization. Qualitative feedback from Uganda and DRC 
suggest that lack of male support and/or acceptance of family planning remains the greatest 
hindrance to uptake and utilization across communities, suggesting a need for engagement of men 
and boys. The availability of transportation to and from health facilities, and cost-prohibitive fee 
structures for services at health facilities did not change over the course of the CSCiE pilot. 
 
Adaptations to the Community Score Card for Emergency Response 
 
CARE’s Community Score Card was originally designed for use across the development continuum 
and has since been modified for a variety of sectors and settings. This pilot served to identify and 
test adaptations to the CSC model that would render it uniquely suited for humanitarian settings 
i.e. the Community Score Card in Emergencies. The onset of the COVID-19 pandemic at the start of 
the CSCiE pilot ushered in a new set of constraints to be factored into implementation. Across the 
multiple implementation sites, three overarching areas for adaptation arose: 
 

Remote Engagement 
 
While humanitarian initiatives 
typically rely on in-person 
service provision/supply 
distribution, the CSCiE pilot 
explored avenues of remote 
community engagement 
during pandemic response by: 
• distributing health 

information packets 
directly to households 

• installing suggestion boxes 
at community centers to 
facilitate two-way 
communication between 
beneficiaries and staff 

• establishing local 
committees to oversee and 
follow-up on issue 
generation and solutions 

• leveraging existing peer, 
social, and professional 
community networks to 
disseminate messaging 

Leveraging Technology 
 
Technology can be an 
effective tool in situations 
where beneficiaries are hard-
to-reach or programming is 
inaccessible in-person. Fragile 
contexts often present 
challenges requiring low-tech 
approaches. The CSCiE pilot 
leveraged existing and created 
new technological solutions: 
• distributing health 

information over the radio 
• revamping traditional focus 

groups by conducting issue 
generation, scoring and 
interface meetings via 
WhatsApp and SMS groups 

• digitizing the entire 
Community Score Card 
process, so that indicator 
scores may be collected, 
collated, and aggregated 
online across all sites 

Integration into Response 
 
Stand-alone programming can 
be challenging to launch, 
conduct and ensure 
sustainability for over short 
implementation periods. By 
layering the CSC onto and 
integrating it within a larger 
humanitarian response, the 
CSCiE pilot achieved more 
widespread reach and buy-in: 
• partnering with women/girl 

focused and youth-led 
organizations already 
established on the ground 

• in Uganda, the CSCiE team 
partnered with Global 
Affairs Canada’s Women 
Lead in Emergencies 
program component to 
deliver CSCiE to two 
additional groups 

• sharing learnings with 
UKAC, UNHCR and OPM 
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Collective Learning Results 
 
In fulfilling our intention of integrating adaptive management and collective learning processes 
into CSCiE programming, several lessons emerged over the course of the pilot . Overarching lessons 
are highlighted for each of our objectives below:  
 

Objective Lessons 

Strengthen women’s and girls’ 
leadership  

• Direct interaction with authorities is important for 
women/girls’ perception of their influence/power. 

• Literacy classes could help mitigate current language 
barriers to women/girls’ participation. 

Digitize the CSC 

• Support required: One high-level person to manage 
and oversee progress; one detail-focused technical 
person for hands-on work and follow-up. 

• Build in user experience workshops for mentorship. 

Build robust partnerships 

• Having local organizations own program budgets or 
portions of it is crucial for equity in partnership. 

• Rigid project timelines established without partner 
input hinder quality of partner engagement. 

 
Framework for Working in Crisis Contexts 
 
By synthesizing CARE’s implementation successes, challenges and lessons learned via this CSCiE 
pilot, and other work in humanitarian settings, a potential framework for social accountability for 
organizations working in crisis contexts emerges: 
 

Respond to Primary Care Needs 

Women and Girl-led Approaches 
Center women and girls’ voices in program 

and system design 

Digitization of Action Plans 
 Aggregate powerful citizen-generated ideas 

to inform humanitarian response efforts 

Rebuild Structures and Trust  

Equitable Partnerships 
Position local actors to apply their expertise 

towards contextualized solutions 

Feedback and Accountability Mechanisms 
Engage communities on issues they raise and 
commit to feeding back on corrective actions 

Realize Community Potential 

Participatory Learning 
Evaluate and iterate on existing approaches 
to account for complex changing realities 

Power-shifting and Sharing 
Grant ownership of program activities and 

responsibilities to local leadership 

 

Adaptive M
anagem

ent 


