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Removing barriers to education helps girls prepare for  
the future and acquire the skills they need to build better 
lives for themselves, their families and wider community.
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C H A P T E R  6 :  E D U C A T I O N
Improving access to basic education – in line with MDG2 on universal primary education and 
MDG3 on eliminating gender disparity in primary and secondary education – is one of the best 
ways to invest in efforts to eradicate poverty. 

Receiving a good primary education can help poor girls and boys to 
improve their life chances, yet some 75 million children worldwide 
miss out on school – 34 million boys and 41 million girls.44 Millions 
of children drop out of school before they have learned to read and 
write – whether because school fees and other costs (such as books 
and uniforms) are too expensive, because their families need them  
to work, because the quality of education is poor or seems irrelevant 
– or perhaps a combination of these factors. Adults are also missing 
out: more than 790 million people over the age of 15 years are 
functionally illiterate (which means they lack basic reading and 
writing skills) and almost two-thirds of them are women. West  
and South Asia are home to 52% of the world’s illiterate adults.45

The effects of poverty and inequality are passed down to future 
generations in a cycle that is difficult to break without benefiting 
from a good education. Research shows a positive correlation 
between education, healthy families and greater earning potential.46 
In keeping with its commitment to gender equality and women’s 
empowerment, CARE particularly focuses on improving girls’ access  
to education. Over generations, many millions of women have been 
denied the right to a basic education and girls still represent 54% of 
the children missing out on school. Removing such barriers helps girls 
prepare for the future, acquiring the skills they need to build better 
lives for themselves, their families, communities and their wider 
societies. Educated women tend to delay marriage and pregnancy  
and to have healthier children, partly because they are more likely  
to be able to earn a decent living – the World Bank claims that for 
every extra year a girl spends in school, as an adult she raises her 
family’s income by 10%–20%.47 Educated women are more likely  
to seek antenatal care, which also reduces the likelihood of 
complications in pregnancy or childbirth. In terms of long-term 
impact, education helps to create a virtuous circle, because educated 
mothers are also far more likely to send their own daughters to 
school with the result that the fertility rate begins to decline.

Improving access to quality education is a national priority in almost 
all of the countries in Asia where CARE works. However, despite progress 
in increasing the proportion of children in school, developing more 
effective national plans and policies, and implementing large-scale 
training for teachers and administrators, many countries still struggle 
to provide universal primary education. Common challenges include 
inadequate school buildings and transport infrastructure; curriculum 
may be in a national language not spoken by different ethnic groups; 
shortage of qualified teachers, especially in remote areas, compounded 
by a lack of teacher training institutions or facilities; lack of good 
textbooks and other educational resources, particularly in remote 
schools; disparities in educational opportunities between areas 
depending on population density (particularly urban versus rural 
areas); and poor health and unsanitary living conditions which impede 
children’s educational performance. Some ‘traditional values’ may 
result in the exclusion of women and girls and of ethnic, language and 
religious minorities from educational opportunities. Natural disasters 
and conflict can also lead to population displacement and/or to a 
disruption in schooling.

CARE’s work includes training teachers, building schools and 
improving school facilities, fostering community involvement in 
school management and supporting bilingual inter-cultural education. 
CARE seeks to ensure that disadvantaged and marginalised girls and 
boys complete their primary schooling, and that women and men who 
missed out also have the chance to receive a sound basic education. 
CARE’s role includes providing services in the absence of government 
provision, technical assistance to national education departments, 
and a range of partnerships, including with CBOs.
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Figure 15: Percentage increase in primary enrolment rates for target communities in selected countries

C A R E ’ S  P R O G R A M  I M P A C T
During the study period, CARE reached an estimated 2 million people through initiatives focused on 

improving access to and the quality of education.

HIGHLIGHTS OF CARE’S CONTRIBUTIONS INCLUDE:
CARE contributed to raising overall 
primary enrolment rates on average 
by 74% for target communities in 
Afghanistan, Cambodia, India, Nepal 
and Timor-Leste.

CARE contributed to improving 
adult literacy for approximately 
103,500 adults through community 
education support groups in India, 
Nepal, PNG and Sri Lanka.

CARE promoted and enabled safe learning spaces 
through the construction and reconstruction of 673 
schools, and improved 906 school facilities through the 
provision of science equipment, drinking water systems, 
libraries and school furniture, such as bookshelves and 
desks, in Afghanistan, Pakistan, Sri Lanka and Nepal.
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The following section provides selected examples to illustrate CARE’s contribution to  
improving access to and quality of education and key strategies for achieving this impact.

I n c r e a s e  b a s i c  e d u c a t i o n a l  a t t a i n m e n t ,  w i t h  a  f o c u s  
o n  s c h o o l  e n r o l m e n t  a n d  c o m p l e t i o n  r a t e s

In Afghanistan, the lack of financial resources at both government 
and community level presents a major challenge to the provision of 
education for children living in remote areas where there are no 
public schools. By promoting and strengthening Community-Based 
Education (CBE) schools, CARE reached 106,510 children (two-thirds 
of them girls) in 11 provinces. CARE and its partners mobilised 6,740 
members of local communities who formed 1,930 School Management 
Committees (SMCs) with the support of the Ministry of Education 
(MoE). Some 4,240 CBE teachers were trained by the project, 36%  
of them women. Once the MoE was ready to assume ownership of the 
CBE schools, CARE, in close collaboration with communities, assisted in 
their gradual incorporation into the public system. Between 2005 
and 2010, CARE oversaw the transition of almost 60,000 pupils and 
2,350 CBE teachers into the public education system. Working in a 
NGO consortium, CARE helped establish a CBE Unit in the MoE, and 
supported the development of a CBE policy. CARE also advanced the 
introduction of a system for the accreditation of CBE schools and 
professional certification for CBE teachers.

In Cambodia, CARE piloted a bilingual education model in six 
schools in the remote north-east of the country, working closely  
with ethnic minority communities who are marginalised from 
mainstream Khmer society. The model covered training of locally 
recruited teachers, curriculum and materials development in four 
languages, community management of schools, improvements in 
school infrastructure and support for teachers. The pilot significantly 
improved enrolment and retention rates among ethnic minority 

children, especially girls. The Ministry of Education, Youth and  
Sport (MoEYS) was sufficiently impressed to adopt CARE’s model of 
bilingual education, replicating it in 40 schools across five provinces  
in the north-east, with technical support from CARE. To date, the 
number of ethnic minority children receiving bilingual education  
has increased ten-fold, from 280 to 2,890, and the number of 
minority languages used in formal education programs has doubled. 
Under the aegis of the Education Law, MoEYS has developed and 
approved Guidelines for Education of Ethnic Minorities, which 
describe the model of bilingual education and the conditions for  
its implementation in community and state schools.

In India, CARE focused on issues of quality and equity in  
classroom processes, teaching capacity and practice, learning 
materials, assessment and community engagement. CARE’s  
activities included onsite technical support to primary schools  
(e.g. facilitating classroom processes that affect the learning of 
languages, mathematics and social skills), community mobilisation 
(e.g. involving community members in issues of school performance 
and plans for improvement) and engagement with the state education 
system, by seeking to enhance the government teacher-training 
program. The project was based on the premise that the adoption  
of learner-centred methods and approaches, better use of existing 
resources and strengthening of community–school relationships 
would lead to enhanced educational performance. An average 68% 
(70% for girls) completion rate was achieved in CARE-supported 
state primary schools.
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E n h a n c i n g  t h e  q u a l i t y   
o f  b a s i c  e d u c a t i o n

The quality of education is the key to student retention and 
achievement, as well as to continued community involvement and 
ownership of the school system.

In Timor-Leste, CARE developed an essential classroom resource  
in the form of a set of magazines called Lafaek (meaning ‘crocodile’  
in Tetun). Lafaek was the only educational material published in Tetun, 
the country’s national language. The magazine covered topics ranging 
from geography, language, health, culture and science to issues such as 
peace, international affairs and women’s rights. Lafaek provided children 
a forum in which to voice their opinions and submit their own original 
stories and artwork. The magazine took three forms: Lafaek (for grades 
five to nine), Lafaek Prima (for grades three and four) and Lafaek Junior 
(for grades one and two). The Lafaek team also produced Lafaek Educator, 
a professional magazine distributed to 8,000 teachers. The magazines 
were produced in partnership with the Ministry of Education and Culture 
and have become part of the national primary curriculum.

Five times a year between 2004 and 2009, CARE distributed 327,000 
copies, reaching over 280,000 students nationwide. Throughout 
Timor-Leste, every class and teacher in grades one to nine received 
issues of Lafaek from 2005 to 2009 thanks to an exceptional distribution 
network including field officers on motorbike and horseback reaching 
the remotest of regions. Ninety-six per cent of teachers attested to the 
importance and popularity of the Lafaek magazines and reported using 
them to teach, emphasising that they were the only locally created, 
locally relevant, consistent curriculum support – and the only 
educational materials ‘that work’; 99% stated that Lafaek supported 
children’s learning in basic literacy, languages, natural and social 
sciences, health, geography, history and civic education. Eighty-six  
per cent of teachers used Lafaek Educator for lesson plans, curriculum 
content, ideas for activities and their own professional development.  
As for the children, 91% in grades five to nine said they were learning 
from Lafaek and the younger children agreed that they also benefited 
and learned from the magazine; and 79% said they also used the 
magazines at home. Parents were equally enthusiastic, saying that  
the magazine helped them to increase their knowledge and to have  
a better grasp of what their children were learning.

Over 85% of women involved in Mother Support Groups in Timor-Leste 

changed their behaviour to enhance their children’s wellbeing in the areas 

of health and protection, and 50% encouraged their children to attend 

school, and were more willing to listen to what their children had to say. 
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R e d u c e  c u l t u r a l  a n d  e c o n o m i c  b a r r i e r s  t o  
c h i l d r e n ’ s  e d u c a t i o n

In India, CARE’s work in girls’ education was especially successful  
in engaging out-of-school adolescent girls aged from 10 to 14  
years, giving them the chance to complete an accelerated primary 
education in less than a year at Udaan (meaning ‘to soar’) residential 
camps. Each year 100 girls enrolled, of whom 98% stayed the full 
year. About 95% graduated by passing the government fifth-grade 
examination, 80% continued formal education in grade six and some 
30% of the initial class completed grade 12. To date 1,200 girls 
have been educated through Udaan. This extraordinary success led 
the Indian Government to seek CARE’s input in the Kasturba Gandhi 
Balika Vidyalaya (KGBV) program, which offers boarding-school 
education for minority and/or scheduled caste (Dalit) adolescents 
from communities where female illiteracy is especially high. CARE’s 
contributions included a bridging semester to prepare the newcomers  
to succeed academically and socially, and innovative curriculum 
elements – tested in Udaan camps – that developed skills and 
challenged girls to re-imagine themselves and their position in 
society. Udaan camps and KGBV schools continue to be extremely 
successful. The KGBV model both cuts dropout rates and reduces  
the gender gaps in learning and measurable skills attainment.  

Udaan and KGBV graduates emerge with an expanded vision of  
their future, the options available to them, and their right to  
make choices about their relationships, livelihoods and reproductive 
health. CARE’s education program in India has reached more than 
700,000 children.

In Timor-Leste, CARE worked with children, teachers and mothers’ 
groups to promote knowledge, understanding and protection of 
children’s rights. Seventy-one per cent of participating children, could 
name and discuss least at least two rights, including a child’s right to 
education and to play. One thousand primary teachers were better able  
to identify, facilitate and provide guidance regarding children’s rights 
and welfare, with 86% reporting that they conducted classroom 
activities on children’s rights and 92% saying that they had observed 
positive changes in their teaching methods, with less reliance on 
punishment. Over 85% of women involved in Mother Support Groups 
changed their behaviour to enhance their children’s wellbeing in the 
areas of health and protection, and 50% encouraged their children to 
attend school, and were more willing to listen to what their children 
had to say. CARE’s activities had an impact on women’s ability to 
communicate on these topics, with 72% of the respondents saying 
that they sometimes or often discussed children’s rights with their 
friends, family and neighbours.
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Being unable to attend school is not the  
only obstacle for children living in poverty. 
Khmer – Cambodia’s national language – is  
the only language of instruction in public 
schools, but few speak or understand it in the 
north-east provinces. ‘We had a school, but  
no teachers came to teach here, so nobody 
could read or write. All the children worked  
on the farm’, explains a grade five teacher in 
the indigenous village of Lung Khung, where 
the local language is Tampuen.

One of the first to enrol in CARE’s teacher 
training program, 22-year-old Tving Sen is 
bringing bilingual education to the indigenous 
children of Cambodia for the first time. ‘The 
Tampuen children cannot speak the Khmer 
language, but they can learn it and then learn 
to read and write in the national language. 

It is very important for the Tampuen  
minority. Now they can write in Khmer, and 
some children go on to secondary school,  
which is a big change for them. I hope all 
children in my village finish the community 
school and go to high school. After that,  
they can get a good job’, he said. Commencing 
from 2002, CARE established six community- 
run schools for 280 children in Ratanakiri  
so they could begin learning in their own 
language, with Khmer introduced over three 
years, so that it eventually becomes the  
sole language of instruction.

Despite initial scepticism regarding the 
educational potential of ethnic minorities, the 
government adopted the approach in 40 state 
schools in five provinces in the north-east  
and two new indigenous languages have been 

added. The model is now part of the country’s 
formal education system. With the help of local 
communities and teachers, CARE developed 
bilingual teaching materials and also provided  
a number of scholarships and other support to 
enable rural children to attend secondary school. 
Scholarships provide the support needed for 
children from rural areas to study and stay in 
boarding houses based in secondary schools.

Sophal won a scholarship and stays in a 
boarding house. She is determined to study to 
help her community. Instead of travelling hours 
to and from school, and spending what little 
time she has at home doing chores, she reads 
and studies alongside her peers after class. 
‘When I finish school, I would like to be a 
teacher in my village’, she says, beaming.

R e a c h i n g  e t h n i c  m i n o r i t i e s  t h r o u g h  
i n n o v a t i v e  e d u c a t i o n  p r o g r a m s
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C H A P T E R  7 :  H E A L T H
Health promotion is a critical part of CARE’s work to help people overcome poverty. CARE 
promotes healthy practices, enables communities to prevent and manage health risks and 
supports health systems, particularly at the community and first-line facility levels, in providing 
sustainable, quality and affordable health services. CARE works to foster health-related 
improvements at multiple levels, from the individual to national policy. 

CARE’s health programs focus on reproductive and maternal health 
(MDG5), child health (MDG4), halting the spread of HIV and AIDS, 
malaria and other major diseases, and providing access to treatment 
for those who need it (MDG6). CARE is committed to helping 
individuals and communities become informed and organised in 
demanding decent health services, and working with them to  
address social and cultural practices that hinder good health.

CARE recognises the right of every mother to experience a safe and 
healthy pregnancy and delivery. Maternal health is fundamental to 
overcoming poverty and injustice: a healthy mother is more likely to 
earn an income, raise healthier children and be involved in public life. 
Although global maternal mortality rates (MMR) are generally improving, 
this remains the most challenging of all the MDGs. Whilst Asia overall 
has reduced the MMR by 61% between 1990 and 2010, South Asia still 
accounts for almost 30% of all deaths in pregnancy and childbirth.48 
Maternal deaths are both caused by and cause poverty. Poverty is 
widespread and persistent throughout Asia, and is strongly associated 
with living in remote rural areas or being from a marginalised ethnic 
group or caste. The prevention of maternal deaths very much depends 
on pregnancy and birth being attended by skilled health personnel, 
effective referral systems and access to emergency obstetric care.

There is a clear link between the health of the mother and that  
of her newborn child – for instance, women who are malnourished, 
anaemic or suffer malaria or other major diseases, who have had 
multiple pregnancies or are not fully adult themselves – are more 
likely to experience one or more complications and to produce 
underweight babies, who are more fragile. Interventions to reduce 
MMR therefore address perinatal and infant mortality. Other factors 
affecting the health of babies and infants include not exclusively 
breastfeeding for the first six months of life, inadequate complementary 
feeding practices, lack of access to safe water and sanitation and 
poor access to health services – or to services that are of a decent 
standard.

Despite great progress in the adoption of modern methods of family 
planning over the last several decades, millions of women worldwide 
are not accessing reliable forms of contraception to help plan their 
families, space births and prevent unplanned pregnancies. The need 
for family planning services will increase as the number of women 
and men of reproductive age continues to rise. Rather than increasing 
to keep pace with population growth, however, funding for family 
planning programs has actually decreased over the past decade. Access 
to sound information and accessible family planning services can make 
a major impact on reducing poverty and injustice. When a woman can 
choose whether and when to have children, she is likely to have fewer, 
healthier, better educated children, and she is far less likely to die or 
experience the debilitating consequences of multiple pregnancies. In 
fact, an analysis of data from 1990 to 2005 suggests that more than 
1 million maternal deaths were averted by increased use of 
contraception.49

CARE understands that offering access to good quality family planning 
information and services is not sufficient in itself to enable women to 
overcome poverty – programs must also address the wider social and 
cultural issues affecting women’s empowerment and gender equality. 
Inequitable gender and social norms that accord women little 
decision-making power within their families, or a woman’s fear of 
social disapproval or her partner’s or mother-in-law’s opposition to 
family planning may prevent women from using any contraception. A 
woman may be concerned about negative health or other side-effects, 
or perhaps not know about or understand the available options. CARE 
works to increase access to and use of high-quality family planning 
information and services by women and men, through an integrated 
approach that includes understanding – and addressing – underlying 
causes of poor reproductive health. CARE also works to strengthen 
health systems and collaborate with governments and other partners 
to ensure that the most vulnerable women can better plan their lives, 
be more productive and participate more fully and equally in society.
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C A R E ’ S  P R O G R A M  I M P A C T
During the study period CARE reached over an estimated 10 million people through initiatives focused 

on improving access to health services as well as strengthening the quality of these services.

HIGHLIGHTS OF CARE’S CONTRIBUTION INCLUDE:

Figure 16: Average improvement in immunisation rates for target 
communities in selected countries

Figure 17: Percentage increase in deliveries attended by trained 
personnel for target communities in selected countries

In terms of MDG6, new HIV infections are declining worldwide, although  
in East Asia the rate remained relatively unchanged between 2001 and 
2009.50 The use of condoms by youth and rural people who engage in 
high-risk sexual activity is still relatively low however, and young  
women and rural youth are even less likely to know that using a  
condom can reduce the chances of HIV infection.

The risk of future pandemics in Asia lies not only in its large population 
and migration patterns and its concentration in mega-cities but also  
in the close contact between animal and human populations, which 
facilitates the emergence of zoonotic diseases (infectious diseases 

that can be transmitted from animals to human beings). CARE recognises 
the need to make the concept of disaster risk reduction (DRR) more 
explicit in relation to reducing the vulnerability of the poorest to a range 
of health-related threats, including HIV and AIDS and potential pandemics 
such as avian influenza (bird flu). CARE’s strategy is to build communities’ 
capacity to prepare for, respond to and mitigate risk. In the case of avian 
influenza or similar outbreaks, this means addressing poor living conditions, 
poor hygiene, inadequate sanitation and lack of early-warning systems,  
all of which can accelerate the spread of viruses.

CAMBODIA INDIA NEPAL
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Improving immunisation rates for children 
by an average of 51% in target communities  
in Cambodia, India and Nepal.

Helping to double the proportion of births 
delivered by trained attendants in target 
communities in Cambodia, India and Nepal, 
exceeding by about 30% the national 
average in Cambodia and India.

Helping to more than double the number  
of women who attended two or more 
antenatal check-ups in target communities  
in Cambodia and Nepal, in both cases 
significantly exceeding the national average.

Improving access to and supply of safe 
drinking water for households by an 
average of 30% in target communities in 
Bangladesh, Cambodia, Myanmar and Nepal.

Improving sanitation facilities for almost  
2.3 million people in Bangladesh, Myanmar, 
Nepal, PNG, Sri Lanka, Timor-Leste and 
Vietnam.

Increasing knowledge of how to prevent  
the sexual transmission of HIV and AIDS 
among almost 700,000 people in India,  
Nepal, Thailand and Vietnam.

Improving women’s access to 
contraception and ensuring informed 
decisions about which method to use in 
target communities in Cambodia, India and 
Nepal where women’s use of contraception 
increased by an average of 22%.
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The following section provides selected 
examples to illustrate CARE’s contribution  
to improving access to and quality of health 
care services and key strategies for achieving 
this impact.

I m p r o v e  m a t e r n a l  h e a l t h
For women who live in remote, rural areas, being able to recognise 
danger signs and reach a skilled birth attendant in time can mean  
the difference between life and death in pregnancy, and during  
and immediately after giving birth.

In Bangladesh, CARE helped establish a Community Support System 
(CmSS) to increase knowledge about and use of maternal health  
care and to facilitate transport and access to emergency obstetric 
services for women with complications in pregnancy or childbirth. 
Communities formed CmSS groups to monitor women during  
their pregnancy, help women and others in their family to make 
preparations, support the provision of antenatal care (ANC) and 
skilled birth attendance, and collect small amounts of money to  
pay for emergency transport and care if needed. Approximately  
330 CmSS groups were established in the Narshingdi district.  
Women in CmSS areas were significantly more likely (76%) to  
attend ANC appointments than women in non-CmSS areas (49%). 
CARE’s program had the greatest impact among the poorest women: 
whereas in a nearby area, the wealthiest 20% were more than twice 
as likely as the poorest 20% to receive ANC, in the CmSS area there 
was no difference across the economic spectrum. In CmSS areas,  
97% of women knew about two or more danger signs during 
pregnancy and childbirth compared to 79% in non-project areas. 
Pregnant women in CmSS areas were also better prepared for the 

birth of their child: 55% made three or more arrangements (e.g. 
deciding where to give birth, saving money for an emergency, 
identifying transport) versus 14% of women in non-project areas.  
In total 125,600 women were supported by this program. The 
government of Bangladesh decided to scale up CmSS nationwide  
in association with a network of over 13,500 community clinics,  
and in July 2011, signed a Memorandum of Understanding (MoU) 
with CARE to provide support for that process.

Antenatal Care

Although there has been an overall increase in the number of women 
receiving ANC and skilled birth attendance, marginalised populations  
and ethnic or religious minority communities still lack access to 
adequate care.

In the province of Koh Kong in Cambodia, before CARE’s program,  
42% of women received no ANC and 71% of deliveries took place at 
home. Moreover, 70% of women reported at least one problem in 
obtaining access to health care and rural women were twice as likely  
as women living in cities to have problems related to distance and 
transport. Following CARE’s work to strengthen the capacity and 
knowledge of health professionals at government clinics, as well  
as strengthening community-based organisations (CBOs) and 
emergency-referral systems, such as village health volunteers and 
village support groups, 80% of pregnant women had two or more 
ANC visits, resulting in safer pregnancies.

In Nepal, as part of the decentralisation of public services, CARE 
supported the transfer of the management of 39 health facilities  
in Chitwan District to Village Development Committees (VDCs) and 
supported participatory local governance through Health Facility 
Operations and Management Committees that included local women 
and Dalit representatives. By increasing community participation and 
the accountability of service providers, poor, vulnerable and socially 
excluded communities had better access to maternal health care, 
enabling 66% of pregnant women to receive at least four ANC visits.

Postnatal Care

Given the high rate of newborn deaths, and of women who die from 
complications after giving birth, postnatal care is just as important 
as antenatal care.

In Afghanistan, as a result of CARE’s training and support on maternal 
health, 78,500 women and their family members demonstrated better 
knowledge of danger signs during pregnancy, childbirth and the 
postpartum period, and among newborns. They also knew where the 
health facilities were and what types of service they provided. Mothers 
whose babies were born by Caesarean section learned how to prepare 
for the next pregnancy. Furthermore, CARE ensured that 85% of mothers 
diagnosed with postnatal depression received proper counselling. 

In Nepal, CARE’s worked to strengthen the capacity of community 
health volunteers (CHVs) with the result that in target communities 
there was an increase from 6% to 27% in the proportion of women 
who received postnatal care from health workers and female CHVs 
within 72 hours of delivery. CARE also increased awareness among 
8,630 married adolescents of the need for at least four ANC visits 
during pregnancy.

Figure 18: Percentage increase in access to and supply of safe drinking 
water for target communities in selected countries. (Note: the smallest  
change occurred in Bangladesh, where the majority [97%] of households already had  
access to safe water at baseline)
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In Pakistan, CARE worked to address sexual and reproductive health 
needs and rights in 60 villages, reaching about 50,460 villagers, mainly 
women and youth. This resulted in a significant increase in the use of 
public health facilities. Ninety-four per cent of women received antenatal 
check-ups during their last pregnancy, 32% higher than before the project 
started. The percentage of home births dropped from 57% to 41%, with  
a strong preference for giving birth in the public health facilities. In 
addition, 17% more women had postnatal check-ups compared to before 
the project. Male attitudes to women’s use of the facilities also became 
more positive. By the end of the project, 90% of male respondents said 
they would allow their wife to go to the health facilities in an emergency, 
accompanied by any family member, compared to 56% previously. 
Knowledge of contraceptive methods also improved: by the end of the 
project, over 97% of female respondents knew about oral pills and depo- 
provera injections while 95% knew about the intra-uterine contraceptive 
device or coil, and 80% knew about condoms and 61% about natural 
methods. 

Universal Access To Reproductive Health

 In India, the state of Uttar Pradesh accounts for a large percentage  
of newborn and maternal mortality. The state also ranks below the 
national average on many indicators of gender-based inequality and 
women’s empowerment, such as women’s mobility, autonomy of 
decisions and control over household resources. Men and women who 
participated in a CARE project using gender-transformative approaches  
to health promotion reported greater gender equality at home, with  
15% more women reporting an increased role in decision-making and 
husbands undertaking household chores. Men living in nuclear families 
said that they took on the task of fetching water and carrying cattle  
feed while their wife was pregnant. Several mentioned that they had 
accompanied their wife to the health facility at least once as a part of 
her antenatal and postnatal care. Moreover, 20% more women reported 
being able to go out alone, 42% more women felt able to express their 
physical or sexual wishes and 58% more women felt able to refuse sex. 
The project resulted in a 34% increase in the number of families using 
contraception. Compared with a neighbouring district where there was 
no ‘gender transformative’ program, there also was a significant increase 
in women who reported planning for childbirth and being attended  
by a skilled health worker. 

In the northern states of India, there is a 25% unmet need for family 
planning, and sterilisation accounts for around 90% of contraceptive 
methods used. Against this backdrop, CARE’s family planning interventions 
focused on birth-spacing methods such as condoms and oral contraceptive 
pills and improving access to and the availability of contraceptives at  
the community level. The focus was on strengthening contacts and 
counselling for couples and on making contraceptives more available 
through supporting free supplies and social marketing. As a result of 
CARE’s activities there was an increase of 5% in the contraceptive 
prevalence rate for spacing methods over a three-year period (2003–06)  
in the four high-fertility states of Chhattisgarh, Jharkhand, Rajasthan  
and Uttar Pradesh. 51

C h i l d  h e a l t h

Reduce Infant And Child Mortality

Each year approximately 1 million newborns die within the first month  
of life because of largely preventable severe infections. Neonatal deaths 
account for about 40% of mortality among children who die before the 
age of five. The provision of good ANC, skilled birth attendance and 
essential newborn care (including clean cutting of the umbilical cord, 

management of breathing complications, ensuring the baby stays warm 
and early breastfeeding) can reduce deaths. Improved hygiene, reduced 
exposure to life-threatening bacterial infections particularly in the first 
week of life, and medical care for sick infants are also critical in  
saving lives.

In Asia, child deaths tend to occur at home or in the community, not at  
a health facility. This is why CARE and its partners focused on supporting 
the community-based application of integrated management of newborn 
and childhood illnesses, an approach that helps improve family and 
community health and nutrition practices and facilitates the early 
detection and appropriate management in the community or facility of 
major childhood conditions including malaria, acute respiratory infections, 
diarrhoea and severe malnutrition.

In India, CARE focused on improving childbirth practices, particularly  
on proper cutting of the umbilical cord in order to prevent infection, not 
bathing the newborn immediately, early and exclusive breastfeeding and the 
avoidance of pre-lacteal products. There was a 30% rise in the hygienic 
treatment of the umbilical cord, a 15% increase in the proportion of 
parents who waited before bathing the baby for the first time, and a  
50% reduction in the use of pre-lacteals.

In Indonesia, CARE focused on improving village-level health and 
nutrition services in low-income communities where many children are 
malnourished. The main strategy was to form mothers’ groups to advise 
women about optimal infant and young child feeding, with women  
from the community whose children were healthy and well-nourished 
demonstrating successful strategies (‘Positive Deviance’). Almost 2,000 
pregnant and breastfeeding women enrolled in one of 80 Centres of 
Mother Education (COME) established by CARE. Group members learned 
about the importance of early and exclusive breastfeeding and applied 
that knowledge, as demonstrated by an increase from 13% to 53% in the 
proportion of participants who began breastfeeding their baby within 
one hour of birth. Rates of exclusive breastfeeding for six months also 
increased from 9% to 22%. In three years, the project succeeded in 
reducing the incidence of chronic malnutrition among young children, 
from 32% to 28%. CARE developed a strong collaborative relationship 
with the Tangerang District Department of Health, which is now planning 
to adopt and scale up some of CARE’s models and approaches, using 
modules and training from CARE.
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Immunisation

Effective immunisation programs can dramatically improve children’s 
health and prevent killer diseases such as measles. Vitamin A 
supplements are important as deficiency exposes small children  
to an increased risk of severe infectious illnesses, such as measles  
and diarrhoea.

CARE supported immunisation and vitamin A supplementation 
programs across several countries in Asia. In Cambodia, there was  
a 27% increase in the proportion of infants in target communities 
fully immunised at 11 months, and the number of under-fives who 
received vitamin A supplements tripled since the CARE project began.

In India, CARE strengthened immunisation services and introduced 
Village Health and Nutrition Days providing monthly outreach sessions 
for immunisations, maternal health care and growth monitoring and 
nutrition education. In areas where CARE supported improved service 
delivery, the percentage of children aged between 12 and 23 months 
who received the measles vaccine rose from 37% to 71%. There was 
also a fivefold increase in the percentage of children between 18 and 
23 months who received at least two doses of vitamin A, exceeding 
the national average by 10%.

H I V  a n d  A I D S
CARE works with vulnerable communities to raise awareness and 
promote changes in behaviour to prevent communicable diseases, 
reduce the negative social and economic effects of disease, and 
protect the rights of people who are stigmatised such as those  
living with HIV and AIDS.

In Bangladesh, CARE worked to reduce the risks of HIV infection  
and AIDS and helped to contain the epidemic through advocacy  
at the national and local level. CARE focused on reducing the spread 
of HIV among at-risk populations (primarily intravenous drug users), 
developing the knowledge and skills of 60 NGOs and CBOs in HIV 
prevention and providing technical support for the development of  
a National HIV Policy and Strategy. CARE provided information about 
behaviour change and harm-reduction advocacy for injecting drug 
users for policy-makers and funding agencies. As a result, a Best 

Practices Training Manual in the Needle Syringe Exchange Program 
(NSEP) was developed and used by policy-makers on issues of harm 
reduction in the HIV program. The Manual was supported by the 
United Nations Office on Drugs and Crime (UNODC) and adopted at 
national and local levels, serving as an important resource for similar 
interventions.

In Thailand, CARE focused on groups most vulnerable to HIV and  
AIDS infection such as migrant workers, intravenous drug users and 
sex workers. The program reached more than 400,000 migrant workers, 
providing education on prevention, voluntary counselling and testing, 
and treatment of sexually transmitted infections. CARE also worked 
under a new Thai law that allows NGOs to hire migrant workers, training 
them as social workers for their communities and as Migrant Health 
Assistants to provide translation and counselling in hospitals in 
provinces with significant migrant populations. Condom use more than 
doubled among migrant workers who engaged in sex with a non-regular 
partner (from 43% to 90%). Particularly encouraging was the reduction 
of HIV prevalence among migrant factory workers in Chiang Mai and 
Tak in Thailand from 6% to 2%.

In India, CARE worked with sex workers, establishing and 
strengthening CBOs, which served as a focus for education and 
empowerment. Group members engaged in peer education and 
support, building capacity and confidence to access services and 
engage in collective action to reduce exposure to violence and 
intimidation by clients or the police. CBO participants were much 
more likely than non-participants to report always using a condom 
with clients (97% as opposed to 72%); being tested for HIV  
(80% as opposed to 40%); and having the confidence to manage 
clients and the police.

M a l a r i a
Malaria is prevalent in Timor-Leste, which has a high social and 
economic cost both for the people and for the country. There is  
little understanding of the danger and the impact of malaria and only 
limited proactive prevention, health-seeking behaviour and treatment. 
To address this, CARE worked with the Ministry of Health (MoH) to 
develop tools for implementing its behaviour change communication 
(BCC) strategy. These included a flipchart about malaria developed by 
CARE in collaboration with the health promotion and malaria unit in 
the MoH, and community health volunteers and district-level MoH 
staff training on how to use it. CARE also supervised community 
campaigns on environmental health clean-ups to reduce mosquito 
breeding sites. 

These campaigns included training about malaria and environmental 
health for communities and schools, community walks to observe 
breeding sites, problem-identification and consensus-building on a 
plan of action for each community, and environmental health clean- 
up days. As a result, 97% of pregnant women, 92% of breastfeeding 
women and 91% of children under the age of five who participated in 
the training sessions used an insecticide-treated bed net. More than 
42,000 such nets were distributed through health facilities across 
three districts, which encouraged women to attend clinics, receive 
ANC and have their children vaccinated, and promoted sustainability 
by making the distribution of bed nets a routine part of MoH activities.
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Meeta, who lives in a small village in Uttar 
Pradesh, India did not realise that her married 
life could turn out so differently within the 
space of two years. At the time CARE started 
working in Meeta’s village, Meeta had a 
one-year-old daughter and was expecting her 
second child. She had become pregnant a few 
months after she got married, and her second 
pregnancy had followed only four months after 
the birth of her daughter. Both times she felt  
it had happened too soon but had no one  
with whom she could talk about it.

She overworked to make ends meet, and was 
weak despite taking tetanus injections and 
receiving nutrition supplements. Rashmi, one  
of CARE’s fieldworkers, spoke to Meeta and her 
mother-in-law about the need for rest and 
support. The mother-in-law said that when she 
was young she had worked to feed 15 members 
of her family, while Meeta had only four to 
cater for. Rashmi immediately realised that  
she needed to talk with Meeta’s husband, 
Ramkishore, who worked as a wage labourer  
or was jobless and stayed at home.

Meeta and Ramkishore were motivated to 
participate in the meeting for couples where 
the question of women’s needs during pregnancy 
and following childbirth was discussed. During 
the meeting, issues related to pregnancy and 
care were addressed, including how the couple 
felt when they first knew they were expecting  
a baby. It touched topics of how couples can 
express their feelings about the arrival of a  
new baby, changes in a woman’s body during 
pregnancy, sex during pregnancy and respecting 
women’s feelings. This discussion introduced 
Ramkishore to new ideas: ‘I did not know that 
with the physical changes during pregnancy  
a woman also goes through such emotional 
changes and I know about her nutrition  
needs, need for sharing workload and good 
environment at home’.

Ramkishore promised to not only help out at 
home, but also to convince other men to do so. 
He became active in organising the community 
media shows like puppet shows, community 
theatre and film shows for addressing issues of 
social change. He became a positive role model 

and never hesitated to discuss the changes he 
had undergone in a public forum. Ramkishore 
also revealed that his mother was very reluctant 
about him helping to bath his daughter and 
working in the kitchen with his wife. He was 
able to convince her this was not shameful  
and that she should feel good that her son is 
enjoying the little things he does at home, 
which has ultimately made for a happier family 
environment.

His wife Meeta said her life had changed. 
Although she was still the first one to get up, 
she now had help with care for her daughter 
and the household chores. They cook together, 
eat together and go out for work together.  
She is also able to go out on her own and 
makes her own decisions.

CARE checked on Meeta two years after the  
end of the program – she had two children, the 
second of whom was born in a health facility. 
She exclusively breastfed the new baby, was 
using contraception and was living a happy  
and healthy life.

M a t e r n a l  a n d  n e o n a t a l  h e a l t h  
–  c o u p l e  c o m m u n i c a t i o n  b r i n g s  c h a n g e
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C o m b a t i n g  
a v i a n  i n f l u e n z a

R E G I O N A L  
C A S E  S T U D Y
In 2003, the Highly Pathogenic Avian Influenza, commonly known as bird flu, captured global attention when more than 100 cases occurred  
in human beings with a case-fatality rate of over 30%. In many Asian countries, outbreaks of the virus initially affected poultry, and spread 
to farmers and others who had come into contact with infected chickens, ducks, geese and other birds. In 2006, when more than 76%  
of confirmed cases of human infection were in South-East Asia, CARE began a four-year program, funded by AusAID, to pilot models and 
approaches for strengthening community-based recognition, control and prevention of the virus in communities in Cambodia, Laos,  
Myanmar and Vietnam. This example shows a regional response by CARE to a cross-border health threat.

T h e  p r o g r a m
CARE supported local organisations to pilot community models aligned with national strategies and international frameworks that sought  
to raise community awareness, teach small-scale poultry farmers about how to reduce risk for their flocks and themselves, improve hygiene  
in wet markets and slaughterhouses, and establish community-based early detection and response systems. Lessons from pilots were 
documented and successful models were disseminated among CARE’s partner organisations throughout the region to influence their policy  
and approach to conducting community-level activities.

P R O G R A M  I M P A C T
A total of 12 community-based models were piloted in Cambodia, Laos, Myanmar and Vietnam. Nine 
achieved sustained behavioural change and evaluations – internal and external – judged them to be worthy 
of replication. There were three key areas of impact.

1 Positive behavioural  
change in target communities:

• Improved response capacity of local authorities, 
with outbreaks contained following early 
detection and response by program-trained 
community workers (Laos, Myanmar)

• Compliance by traders and farmers with pilot-led 
hygienic and bio-security practices (Cambodia, 
Laos, Myanmar)

• of extension workers who received community 
awareness training, 80% went on to conduct 
health education sessions in their communities 
(Myanmar)

• Community surveillance systems were used in 
the response to the 2009 outbreak of the H1N1 
virus (so-called ‘swine flu’) (Cambodia, Laos), 
showing that lessons had been assimilated and 
could be applied to a different situation.

2 Partners adopted and 
replicated successful 
models using their own 
resources:

• Community surveillance model was 
adopted in four communes (Vietnam)

• Laos Health Ministry adopted the 
Healthy Markets guidelines and 
conducted training in four provinces

• Markets model adopted in two 
provinces (WHO and Hygiene 
Department, Laos) and the 
slaughterhouse model in 10 
provinces (Livestock Department and 
World Bank, Laos)

• Avian Influenza package training 
occurred in six districts (UNICEF, 
Laos).

3 Program outputs 
influenced partners’  
own policies and 
plans:

• Laos Health Ministry adopted 
National Healthy Markets 
guidelines

• Bio-secure farming model 
included in socio-economic 
development plans (Vietnam)

• Behaviour Change 
Communication Strategic 
Frameworks developed for  
each province (Vietnam).

H o w  s u s t a i n a b l e  w a s  t h i s  i m p a c t ?
The completion and transfer of community-based models to partner organisations was a major achievement. The program was also praised for 
its success in maximising opportunities for regional learning. The lessons shared benefited the piloting of specific models – for home-based 
poultry farming and community-based surveillance in particular – and also influenced the way in which national partner organisations 
approach these issues. In Vietnam, local authorities now fund public outreach activities (newspaper, TV and radio spots) and workshops to 
promote bio-secure farming, while in Cambodia and Laos household visits and awareness activities continue to be conducted and monitored 
using local resources. Slaughterhouse and markets models are being expanded by government agencies in Laos, with donor support. In all of 
the countries, volunteer-based surveillance structures show strong signs of ownership and commitment by the volunteers themselves and 
recognition by communities.



Between July 2005 and December 2010, CARE responded 
to over 45 emergencies in 17 countries across the region, 
which affected more than 100 million people.
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C H A P T E R  8 :  E M E R G E N C Y 
R E S P O N S E  A N D  D I S A S T E R   
R I S K  R E D U C T I O N
The Asia-Pacific is the world’s most disaster-prone region.52 Natural disasters cause more deaths 
and damage each year than in any other single area, in part because of the number of people 
who live in precarious conditions or are otherwise vulnerable.

CARE has worked in the Asia-Pacific region for over 65 years,  
and has a long-term presence in many of Asia’s poorest and  
most disaster-prone countries. Its comprehensive three-pronged 
approach to emergency response involves:

1 Disaster risk reduction (DRR), working with communities  
to prepare for and mitigate the impact of disasters.

2 Partnering with local groups to provide immediate  
assistance when a crisis hits.

3 Assisting survivors in their post-crisis recovery.

Between July 2005 and December 2010, CARE responded to over  
45 emergencies in 17 countries across the region, which affected 
more than 100 million people. Examples of emergencies to which 
CARE responded include:

• Earthquakes (Afghanistan, Indonesia and Pakistan)

• Cyclones, tropical storms and typhoons (Bangladesh,  
Cambodia, India, Laos, Myanmar, Papua New Guinea,  
Pakistan, the Philippines, Sri Lanka and Vietnam)

• Floods (Bangladesh, India, Indonesia, Nepal, Pakistan,  
Papua New Guinea, Thailand and Vietnam)

• Cold wave (Tajikistan)

• Volcanic eruption (Indonesia)

• Conflicts (Afghanistan, Pakistan, Sri Lanka and Timor-Leste)

• Rodent infestation (Laos)

• Tsunami (India, Indonesia, Sri Lanka and Thailand).

CARE gave emergency relief to over 4.3 million people, providing 
shelter, water and sanitation, food and health support, along  
with measures to reduce vulnerability to future disasters linked  
to ongoing development programs.
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M e a s u r i n g  t h e  i m p a c t  o f  e m e r g e n c y  a n d  h u m a n i t a r i a n  a s s i s t a n c e
In 2010, CARE began to pilot a Humanitarian Accountability Framework 
(HAF)53 to integrate its emergency work with existing quality and 
accountability commitments, including both its internal programming 
principles and compliance with inter-agency standards such as Sphere. 
For example, CARE is part of the Emergency Capacity Building (ECB) 
project that produced a Good Enough Guide54 on impact measurement  
and accountability in rapid-onset emergencies. This uses a livelihoods 
approach to measuring ‘contributions to change’, while at the same time 
acknowledging the efforts and coping mechanisms already used by local 
populations.

Central to these standards is a commitment by humanitarian organisations 
to being accountable for the quality of their response by ensuring that 
affected populations have a say in planning, implementing and judging 

their work. To ensure this is happening in practice, and to use the 
experience to improve future performance, CARE currently measures  
the impact of its humanitarian assistance through a series of monitoring 
activities, After Action Reviews (AARs) and external evaluations.

This is not to suggest that measuring the impact of humanitarian 
assistance is simple. Challenges include the lack of baseline data, 
problems of attribution and donors’ emphasis on real-time reporting  
and evaluation. Moreover, since DRR aims to avert negative change and 
build up resilience to future disasters, it is difficult to measure with any 
certainty what might have happened in the absence of an intervention.

W h e n  e m e r g e n c i e s  s t r i k e :  C A R E ’ s  e m e r g e n c y  r e s p o n s e
Of the many emergencies to which CARE responded in the Asia region, four stand out for their 
magnitude and significance: the Indian Ocean tsunami (December 2004)55, the Pakistan earthquake 
(October 2005), cyclone Sidr in Bangladesh (November 2007), and cyclone Nargis in Myanmar  
(May 2008). CARE responded with lifesaving relief and recovery operations reaching over 2.8 million 
people, of whom more than 75% were women and children.

Indian Ocean tsunami

The Indian Ocean tsunami of 26 December 2004 was triggered by one  
of the most powerful earthquakes ever recorded. It affected more than  
12 countries, an estimated 250,000 people died and millions were left 
homeless. Some coastal villages in Indonesia lost around 70% of the 
population. The debris from fishing boats, businesses and homes was 
strewn across thousands of kilometres of shoreline, and millions of 
people were left to reconstruct their lives after having lost everything.

CARE was among the leading organisations in responding to the tsunami, 
and continued to work with affected communities over the next five 
years, reconstructing homes and livelihoods and promoting socio-
economic development while striving to improve the resilience of the 
affected communities to future disasters. In India, for example, CARE 
coordinated with local NGOs and government to establish community-
based disaster planning in 60 communities that were vulnerable to 
natural hazards. Efforts included promoting grain banks and emergency 
funds and securing government and community support to develop 
infrastructure. The 65,000 people who live in these communities are  
now better informed and have more resources to prevent and mitigate 
the effects of future emergencies.

CARE was able to build on its long-term presence and existing 
relationships in the affected countries – in particular, India, Indonesia, 
Sri Lanka and Thailand – making it possible to respond quickly and to 
reach some of the most vulnerable, marginalised and worst-hit 
communities.

CARE provided emergency humanitarian and recovery assistance  
from the immediate onset until 2009 to over 1,205,000 affected 
people in India, Indonesia, Thailand and Sri Lanka.

Impact: Examples of impact from evaluations undertaken during  
the emergency response phase help to shape forward programming.  
A joint evaluation undertaken in 2005 during the emergency response  
in Indonesia and Thailand noted that control of diarrhoea is one of the 
most critical factors for reducing malnutrition in the aftermath of a 
disaster. While the 31% incidence of diarrhoea initially doubled with  
the distribution of milk powder combined with unsafe water, the CARE 
program which provided safe water supplies, toilets with septic systems, 
Vitamin A capsules, and micro-nutrient sprinkles contributed significantly 
to its reduction. CARE’s diarrhoea monitoring program was particularly 
commended, given its relevance to especially vulnerable young children.

The evaluation also found that community members said that livelihood 
recovery was their highest priority and lack of money their greatest 
problem. The evaluation noted that although ‘the various initiatives 
involving cash-for-work – mostly environmental clean-up and road 
repairs – have been extremely useful for the communities, they have not 
made  
a large contribution to personal recovery. The work is not seen as “real 
work”, and provides no security for the future, as most projects lasted  
a month or less’. Findings like this helped to shape further responses 
towards more comprehensive approaches to livelihood recovery and 
development as the program evolved.

Pakistan earthquake
On 8 October 2005, an earthquake measuring 7.6 on the Richter Scale 
rocked northern Pakistan, causing an estimated 87,000 deaths and 
significant destruction of and damage to houses and infrastructure. The 
earthquake affected some 4 million people in Azad Jammu and Kashmir 
and North-West Frontier Province. Working closely with local partners, 
government agencies and affected communities, CARE provided support 
and the basic supplies needed to survive the freezing winter months 
(known as ‘winterisation’ support). This included the distribution of 
tents, blankets, plastic sheeting, hygiene kits and water purification 
packets to 75,000 people, and winterisation packages for 50,000  
people in the Allai Valley.
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CARE later helped to rebuild infrastructure and livelihoods  
and assisted people in regaining a sense of normality. During  
the reconstruction and rehabilitation phase, CARE focused on 
providing earthquake-proof housing as well as safe shelter  
for those who had been displaced. People living in affected 
communities were enrolled in cash-for-work (CFW) programs to 
rebuild damaged infrastructure, such as roads, culverts, bridges, 
community centres and schools. In affected villages, CARE 
helped to repair water systems, and established community-
based health clinics and safe temporary schools.

CARE’s relief and recovery work following the Pakistan 
earthquake built on existing local capacities and focused on 
sustainability and greater resilience to future earthquakes.

CARE provided immediate shelter, winterisation assistance 
and support for longer-term recovery initiatives for 250,000 
people affected by the Pakistan earthquake.

Impact: An independent evaluation of CARE’s response found 
that the winterisation program appeared to have contributed  
to arresting permanent migration to the lowlands, which could 
have meant that villages in the valley would no longer have 
been able to support the remaining residents. 

Although the goal was to save lives and livelihoods, the impact 
was to maintain the occupation and development of the area,  
in line with CARE’s long-term commitment. The winterisation 
process also maintained community health: while this cannot  
be quantified, despite evidence of respiratory infection there 
was no significant increase in mortality or morbidity.

CARE’s winterisation program enabled people to continue to 
regard the valley as their home as the risk was that large-scale 
disaster-related exodus, particularly of the men would trigger a 
loss of confidence in the long-term habitability of Allai. In fact 
the population is now thought to be higher than before the 
earthquake.

Cyclone Sidr in Bangladesh

On 15 November 2007, cyclone Sidr ravaged the south-west 
coast of Bangladesh. High winds and flooding caused extensive 
damage to housing and public infrastructure. Drinking water was 
contaminated by debris and saline water from the storm surge, 
and sanitation facilities were destroyed. Sidr killed over 3,400 
people and affected over 11.5 million people, 1 million of  
them severely.

CARE provided emergency food and non-food items and hygiene 
education, repaired and constructed water supply and sanitation 
facilities and provided cash-for-work (CFW) in parts of Barguna 
and Bagerhat districts. In the immediate aftermath 336,260 
people received food aid and over 285,000 received other relief 
items. CARE provided safe water to over 150,000 people and 
medical care to more than 63,500. When CARE shifted from 
immediate relief to recovery activities, it provided food packages 
to almost 462,000 people and other relief items to over 137,000. 
In all, CARE reached about 134,000 cyclone-affected people in 
Barguna and almost 111,300 in Bagerhat.

The worst-hit communities received relief and recovery assistance 
from various sources. The rapid response from CARE and others 
included the provision of safe drinking water and hygiene 
education, which helped to avert outbreaks of diarrhoeal and 
water-borne diseases. In addition to distributing food and basic 
shelter materials, CARE placed complaints boxes in the distribution 
centres and invited affected communities to provide feedback.

CARE assisted almost 1,140,000 people affected by cyclone  
Sidr in Bangladesh.

Impact: The 2008 CARE Bangladesh cyclone Sidr evaluation 
reported several positive impacts, including averting epidemics 
of diarrhoea and water-borne illnesses that often follow such a 
disaster. The reasons for the limited outbreak of such diseases 
are due in part to the efforts to provide safe water quickly, 
combined with rapid distribution of relief food and basic shelter 
materials.
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Cyclone Nargis in Myanmar

On 3 May 2008, cyclone Nargis hit Myanmar with winds of up to 190 
kilometres an hour. Yangon and four other zones were badly affected, 
primarily in the Irrawaddy delta. The cyclone devastated entire towns 
and villages and affected 2.4 million people. Almost 140,000 people  
were killed or remain missing.

In addition to immediate emergency relief, CARE’s response contributed 
to the overall disaster-response system in Myanmar.

CARE delivered emergency food assistance to over 183,200 people both  
in partnership with the World Food Program (WFP) and through direct 
funding. CARE also distributed over 17,000 tarpaulins, 5,000 family kits 
and 3,000 toolkits. In the immediate aftermath, CARE provided agricultural 
support in the form of rice seed, hand tractors, pumps and fuel, so that 
farmers could recover flooded agricultural land for planting crops. 

In an effort to meet minimum transitional shelter needs, CARE used 
traditional materials such as bamboo. CARE also rehabilitated drinking 
ponds and cleaned wells.

In addition to this immediate assistance, CARE’s emergency response to 
the effects of cyclone Nargis achieved a sustainable impact by replacing 
assets. CARE provided durable goods and constructed buildings that 
could resist harsh climates and natural disasters.

Communities to which CARE delivered food aid consistently said that 
distribution was regular, that the food was acceptable and of good 
quality and that it had been critical in preventing serious malnutrition 
and suffering. Communities also reported that agricultural inputs helped 
families to engage in seasonal planting.

CARE assisted almost 288,500 people affected by cyclone  
Nargis in Myanmar.
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B e f o r e  e m e r g e n c i e s  s t r i k e :  d i s a s t e r  r i s k  r e d u c t i o n
A major emergency can wipe out the hard-won development  
gains made by poor, vulnerable communities. Good planning and 
preparedness can save lives, reduce the impact of disasters and  
help people to recover more quickly. By incorporating disaster risk 
reduction (DRR) methods and emergency preparedness plans into 
long-term development programs, CARE supports people to develop 
sustainable coping mechanisms and strengthen community resilience 
to prepare for and respond to disasters – which may include anything 
from rapid-onset events such as cyclones and floods to longer-term 
problems such as droughts and food shortages.

As a low-lying country, Bangladesh is vulnerable to seasonal cyclones  
and storms, which often cause heavy flood damage and loss of life. 
Effective early-warning systems and shelters are critical in minimising  
such devastation, and the government was already able to provide  
72-hour warning of pending storms. CARE facilitated the introduction  
of new technology that extended the warning period to 10 days,  
which allows communities to take pre-emptive action such as early 
harvesting of crops and aquaculture, and to take measures to protect 
livestock and other household and community assets and infrastructure. 
Longer-lead forecasting (of 20 to 25 days and even to six months)  
is still in the piloting phase, but it is anticipated that improved 
forecasting developed in Bangladesh may be adopted in other Asian 
countries, assisted by better regional flood forecasting capacity.

In the Philippines, CARE worked with its local partner AADC on 
community-based DRR activities in Mindanao, part of a broader 
package linking with the work of partners in three other provinces. 
The program involved participatory community risk assessments, 
training and workshops on community-based DRR, disaster 
preparedness and contingency planning. Other activities included 
school drills to test the effectiveness of contingency plans, public 
awareness raising and small-scale mitigation projects. Overall  
32,430 people directly benefited from the project, as well as 15  
local organisations, 30 civil society organisations (CSOs), 40 
corporations and corporate foundations and 14 member agencies  
of the National Disaster Coordinating Council (NDCC). As a result, 
communities, schools and local government units in Mindanao have 

developed and strengthened capacities in community-based early 
warning, evacuation and contingency planning. In 2009, the 
municipality of Maragusan received a NDCC award for best DRR 
practices.

In Vanuatu, CARE contributed to increasing local DRR capacity  
and strengthening national institutions, in support of the National 
Action Plan on DRR and Disaster Management. CARE worked with  
19 communities across four islands to help them establish and 
consolidate their own Community Disaster Committees, which 
resulted in Community Disaster Plans, especially in relation to 
cyclones and tsunamis. CARE also undertook awareness-raising 
exercises with communities. Feedback indicated that CARE’s work 
reinforced and strengthened communities’ traditional knowledge of  
how to cope with cyclones and tsunamis. CARE also worked with the 
National Disaster Management Office to strengthen technical and 
coordinating capacity, provide training for peer organisations, 
develop training materials (since adopted by other organisations), 
and improve coordination by developing a standard DRR glossary.

In Vietnam, CARE worked with poor communities in the Mekong  
Delta to reduce their vulnerability to floods and typhoons, which 
cannot only destroy homes and essential infrastructure, but also 
damage crops, fields and livestock. This both impedes people’s 
capacity to recover and intensifies their vulnerability. Mangrove 
forests planted along the shoreline provide physical protection by 
slowing down winds and storms before they make landfall, providing 
a filter system against salinisation and soil erosion, and also provide 
an environment for aquaculture both for subsistence and as a source 
of income. CARE therefore supported a community-based mangrove 
reforestation project across six highly vulnerable coastal villages in 
Thanh Hoa province, where 1,070 households established a local 
mangrove management system to plant and maintain 150 hectares. 
These initial efforts have since expanded and their continued success 
is attributed to CARE’s investment in community participation and 
training, which ensured the level of ownership and engagement that 
are critical to long-term sustainability. A total of 30,000 people to 
date have benefited from better protection from storms and flooding.

CARE‘S MAJOR EMERGENCY CONTRIBUTIONS IN NUMBERS: AN OVERVIEW

The following figures provide an overview of how CARE’s emergency assistance was distributed in the four emergencies described in  
this chapter.

•	 Food: CARE provided emergency food rations for 1,642,000 
people in Bangladesh, Myanmar, Sri Lanka and Indonesia.

•	 Shelter: CARE provided temporary shelter and household 
packages for 945,600 people in Bangladesh, India, Indonesia, 
Myanmar and Pakistan and permanent shelter for 7,000 people  
in Bangladesh, India, Indonesia and Sri Lanka.

•	 Water and sanitation: CARE provided clean water and 
appropriate sanitation facilities for 1,235,400 people in 
Bangladesh, Myanmar, India, Indonesia, Pakistan and  
Sri Lanka.

•	 Health: CARE provided essential health services for over  
98,500 people in Bangladesh, Indonesia and Pakistan and  
also built four health clinics in Indonesia.

•	 Livelihoods: CARE provided a total of 181,000 days of  
‘cash-for-work’ in India, Indonesia and Pakistan, as well  
as seeds and fertilisers for 70,000 farmers in Pakistan. In 
addition, CARE assisted 11,000 women to develop small 
businesses in India and Thailand, and 105,000 families  
benefited from livelihood initiatives in Indonesia, Myanmar,  
Sri Lanka and Thailand.

•	 Education: CARE provided 21 temporary school buildings in 
Pakistan, enabling 3,000 children to continue their education 
following the earthquake, and 2,500 women graduated from  
adult literacy programs in India.
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It is noon in Banda Aceh, Indonesia, a city that 
was devastated by the 2004 tsunami. Nearly 
five years later, Eri, aged 26, is making coffee 
at his café. The noisy lunch crowd will later 
give way to afternoon coffee drinkers enjoying 
Aceh’s famous brew.

Eri and his family lived in a small coastal 
village. He had just started a computer class 
after graduating from high school. The tsunami 
swept away almost everything Eri had: his 
home, souvenirs of his childhood and, most 
painfully, his mother.

Unable to continue his schooling, Eri became 
an unskilled construction worker like his father. 

In October 2008, he joined a CARE program 
offering training in the hotel industry.

‘I was excited when I first joined the program 
and very keen to learn new knowledge and 
skills. It turned out to be a bright decision.’

Trained by a professional chef, Eri learned how 
to handle food – from the preparation of various 
local and international dishes to meeting basic 
hotel standards in serving customers. After four 
months, he did an internship in a reputable 
hotel to get firsthand experience. With his new 
knowledge and a small amount of capital, the 
young man started up a roadside food stall. Not 
long after, his friends joined the business and 

brought in more capital. After receiving 
additional assistance from CARE which helped 
him secure a refrigerator, dining furniture and 
cutlery, Eri and his colleagues rented a house 
and started the café and catering service, 
delivering food to students from outlying 
towns. Eri now makes a decent living and no 
longer depends on his father.

‘Sometimes at night, I think about my mother. 
It is still very hard, even after five years, but I 
try to move on with my life. Five years ago, I 
lost everything. I never thought I would have 
anything again. Now, I am living my life to the 
fullest.’

R e b u i l d i n g  l i v e l i h o o d s  i n  A c e hCASE STUDY
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V i e w s  o n  t h e  q u a l i t y  a n d  i m p a c t  o f  C A R E ’ s  p r o g r a m s
One in three respondents rated CARE’s programs as excellent and 61% as of good quality. Ninety-five per cent of partners and allies in the 
sample said that CARE’s programs were very relevant or relevant to country-specific issues.   
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C H A P T E R  9 :  E X T E R N A L   
V I E W S  O N  C A R E  I N  A S I A
As part of this review, CARE conducted an external stakeholder survey in order to gain a better 
understanding of how its partners and allies perceive its work in the Asia region. This chapter 
presents the findings.

T h e  s u r v e y
CARE invited representatives of CBOs, multilateral agencies, donors, 
national and international NGOs, officials of national and municipal 
governments, members of social movements, academics from local 
universities and research institutions as well as the private sector 
across 14 countries to participate in an online survey. A fully  
offline option in Myanmar and a partially offline option in India 
enabled respondents to complete the survey in English, Burmese, 
Dari or Tantung.

Respondents were coded by location and category, but to ensure 
confidentiality their opinions and comments were recorded on an 
anonymous basis.

C A R E ’ s  p a r t n e r s
Half of the 500 invited stakeholders completed the survey, mainly 
CBOs, multilateral agencies, international NGOs, government officials, 
academics, social movements and the private sector. Two-thirds of 
CARE’s partners or allies (mainly government organisations, local 
NGOs, multilateral agencies and private companies) rated the 
relationship as well established and 23% as recently developed.  
The former are mainly project-based relationships with local and 
international NGOs and CSOs while CARE’s longer-term relationships 
and strategic alliances are predominantly with host governments and 
donor agencies. This balance will shift as CARE adopts longer-term 
program-based commitments (approximately 15 years) and further 
develops partnerships and alliances to sustain them.

  31% Excellent

  61% Good

  7% Average

  1% I don’t know

  50% Very relevant

  45% Relevant

  4% Somewhat relevant

  1% I don’t know

Figure 19: How would you rate the quality of CARE’s programs? Figure 20: CARE’s relevance to country-specific issues
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Three-quarters of the respondents believed that CARE is working with others to address poverty well or very well, and 20% rated its performance  
in this respect as medium.

When asked about CARE’s impact on poverty and inequality in their country, 26% of respondents regarded it as significant and 55% as moderate. 
Moreover, 62% of partners and allies believed that CARE had improved its program over the year prior to the survey, while only 9% saw no 
improvement.

W i d e r  o p i n i o n s
The survey asked partners and allies about their interaction with CARE. The questionnaire included a list of statements which respondents were  
asked to rate on a three-point scale from agree, neither agree nor disagree, to disagree. The feedback is represented in the following graph. Overall, 
respondents agreed on the importance of their relationship with CARE to their organisation and that CARE staff valued their work. There was broad 
agreement that CARE complements their efforts and generally works in a participatory manner. The responses also suggested that CARE needs to 
devote more attention to receiving and accepting constructive criticism, sharing information and adopting more agile and responsive internal 
processes.

A. The relationship with CARE is important for my organisation

B. I have good communication with CARE staff

C. CARE plays a role that adds value to the processes it participates in

D. CARE staff value the work of my organisation

E. CARE treats its partners well

F. CARE plays a complementary role to those of other organisations

G. We take decisions with CARE in a particular manner

H. CARE shares information with others

I. CARE respects deadlines and commitments

J. CARE staff accept constructive criticism

K. CARE staff accept when they make mistakes and work to address them

L. I feel I have been able to influence CARE’s decisions

M. CARE does not sufficiently consult with others about its strategies

N. It is difficult to coordinate work with CARE; processes are slow and complex

O. CARE staff sometimes do not listen to the opinions of others

P. CARE sometimes takes credit for successes achieved by my organisation

Q. CARE tends to dominate processes, not allowing others to participate sufficiently

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Agree           Neither agree         Disagree           N/A

  20% Meets objectives very well

  55% Well

  20% Medium

  5% I don’t know

  26% Significant impact

  55% Moderate impact

  5% Low impact

  9% Hard to evaluate

  5% I don’t know

Figure 21: How well does CARE meet its objective of working with 
others to make an impact on poverty and inequality?

Figure 22: How would you describe CARE’s ability to reduce poverty  
and inequality in your country?

Figure 23: Wider opinions of CARE
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The final part of the survey included open-ended questions intended to elicit suggestions and recommendations on how to improve the 
quality of CARE’s work and communication with stakeholders.

The feedback was concentrated in six areas:

1 move towards long-term interventions

2 coordinate better with others

3 engage in more policy and advocacy work

4 review internal procedures and capacities (HR, technical)

5 document progress and achievements and share successes

6 continue to refine, disseminate and build on lessons learned, especially in relation to difficult contexts.

The three statements below illustrate some of the views expressed in this section of the survey:

‘I have a great deal of respect for my CARE … colleagues. They are smart, efficient, focused, make excellent 
contributions to the team, deliver on time and think strategically. I believe CARE delivers strategic initiatives, which 
will have positive impacts on poverty and inequity issues. CARE has demonstrated leadership and commitment in 
providing senior staff to engage in these initiatives and they in turn have taken a high level of responsibility in 
ensuring that the quality of the work/outputs is good. My only comment would be that these key staff are incredibly 
busy. Most often they are doing work on these initiatives on weekends etc. as they have very heavy commitments 
with CARE work (a problem not particular to CARE!).’

‘I somehow feel that CARE is losing its focus … it seems confused and too much donor-driven … it has to speak the 
donors’ language, which changes as the donor changes. CARE has a very good impact at the community level, but 
hardly any influence at the policy level. The activities it does [are] mostly project-based. I humbly request CARE to 
limit its focus area, generate some core resources to push on what it believes and move towards upstreaming its 
efforts … Work more strategically by switching from project to program orientation.’

‘CARE’s strength is its field presence. However, in my experiences with CARE it struggles to learn from its field 
experiences. Translating CARE’s sometimes complex policies and frameworks does not happen effectively, leaving both 
field and staff and HQ frustrated. CARE needs to be more attuned to local politics and social contexts. These are 
factors that largely influence development practice and CARE needs to recognise this.’

Overall respondents were broadly positive regarding CARE’s achievements and ways of working across the Asia region. Given the 
different history of CARE’s involvement in individual countries, and of course their own diverse contexts and characteristics, this is 
naturally reflected in the different emphases placed, for example, on community-level versus national-level policy and advocacy work. 
Common messages are to make long-term strategic commitments and thus be relatively independent of donor influence, to deepen 
relationships with relevant and like-minded organisations and agencies, while also retaining sufficient flexibility to respond to needs 
and opportunities as they arise.
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CARE has developed many diverse relationships 
in Asia over the last 60 years, working in 
partnership with others to provide a sustainable 
response to the complexity of poverty and social 
injustice. More recently, CARE has developed a 
strategic partnership with a national organisation 
in the Philippines, which will contribute to its 
thinking about different operational and country 
models in moving to long-term programs.

CARE began working in the Philippines in 1949, 
starting with relief efforts and gradually including 
development initiatives. Over the decades, there 
has been enormous progress in the social, 
economic and development landscape of the 
Philippines. It became a MIC, built a vibrant 
local civil society and developed an open 
democracy. Despite these achievements,  
the country still faces important challenges. 
This raised questions about whether CARE 
should maintain a traditional Country Office, 
which would compete for funding with local 

organisations, or whether to look to alternative 
ways of working.

With the decision to close its Country Office  
in 2007, CARE opted to enter into a strategic 
partnership with Agri-Aqua Development 
Coalition (AADC), a coalition of 164 people’s 
organisations working in Mindanao. CARE was 
attracted to AADC’s clear lines of accountability 
as well as its ability to engage with its 
constituency, which enabled CARE to hear and 
interact directly with the poor. So, in July 2007, 
CARE and AADC signed a formal agreement on 
ending poverty and supporting vulnerable 
groups. The mutual commitments included 
knowledge sharing and joint advocacy; AADC 
linking CARE to the development community 
and representing impoverished communities to 
CARE; and CARE building the capacity of AADC 
in the areas of program quality and emergency 
preparedness and response and disaster  
risk reduction.56

This partnership reflects CARE’s strategy to 
include more Southern constituencies in its 
membership, while it is also an opportunity  
for AADC to grow and become more influential. 
An external review found that the partnership 
included an excellent level of knowledge and 
expertise sharing, especially with regard to 
program quality and DRR, and was a valuable 
means of connecting CARE directly to vulnerable 
communities. Areas for improvement include 
defining AADC’s place within the CARE family; 
collaborating on advocacy and regional issues; 
detailing emergency response plans; and 
promoting the partnership among stakeholders.

CARE and AADC are committed to optimising 
the potential of the current partnership. CARE  
is also keen to learn about new ways of working 
in striving to become a more diverse and 
inclusive organisation.

N e w  w a y s  o f  w o r k i n g  –  
s t r a t e g i c  p a r t n e r s h i p  i n  t h e  P h i l i p p i n e s

C A S E 
S T U D Y
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C H A P T E R  1 0 :  V A L U E   
F O R  M O N E Y  –  I N V E S T I N G  
I N  S O C I A L  C H A N G E
While the previous chapters have focused on CARE’s contribution to changing the lives 
of vulnerable communities across the region, this chapter explores how CARE’s financial 
‘investment’ in vulnerable communities creates social value and demonstrates the effective use 
of resources – known in shorthand as ‘Value For Money’.

This chapter is based on a 2011 desk review of four CARE  
projects undertaken in Asia since 2006, using an adapted version  
of Social Return on Investment (SROI) methodology.57 SROI is a  
form of cost-benefit analysis that seeks to quantify the social  
and environmental effects of projects as well as their economic 
effects. This is done through a participatory approach which aims  
to develop an understanding, from the perspective of those affected, 
of how a development intervention contributes to changes in people’s 
lives. This analysis forms the basis upon which to measure outcomes.  
All outcome values are quantified in dollar terms using a variety  
of techniques and financial proxies, with adjustments made which 
seek to isolate the contribution of the individual project. These 
monetised outcomes are then compared with the financial investment 
to establish a SROI ratio, which expressed the value achieved for 
each dollar invested.58

The desk review aimed to explore how SROI might be applied to 
CARE’s activities and ways of working. By definition, it did not 
undertake primary research or direct consultation with stakeholders 

but relied upon existing sources and project documentation.  
There was, however, a degree of consultation via interviews with 
CARE program staff. In addition, much of the internal project 
documentation was based on direct consultation with beneficiaries 
and other stakeholders. The review addressed any major gaps in 
information necessary for the analysis by making supplementary 
assumptions and relying on secondary sources to estimate outcomes.

A profile of the four selected projects is presented below, with an 
overview of their key achievements and SROI ratios. It was beyond the 
scope of the exercise to assess all of the outcomes and activities for 
each project, which means that its SROI ratio shows only whether it 
represented ‘Value For Money’ in its own terms – it does not provide a 
basis upon which to compare cost-effectiveness across the sample. In 
addition, some of the interventions are part of long-term programs 
and their value cannot be viewed in isolation from the broader set of 
activities. Nevertheless, for indicative purposes the analysis provides 
useful evidence of the value created through CARE’s approaches and 
ways of working with the poor and marginalised in Asia.

1  B a n g l a d e s h :  s o c i a l  a n d  e c o n o m i c  
t r a n s f o r m a t i o n  o f  t h e  u l t r a  p o o r

Initiated in 2009, Social and Economic Transformation of the Ultra 
Poor (SETU) is a six-year project that aims to address the underlying 
causes of extreme poverty in four districts in north-west Bangladesh, 
which are characterised by severe seasonal food insecurity.59  
By building solidarity and empowering poor and marginalised 
communities the project aims to support 40,000 households  
(around 128,000 people) in the Unions of Nilphamari, Lalmonirhat, 
Gaibandha and Rangpur.

SETU defines the underlying causes of poverty as powerlessness in 
the three interconnected domains of social, economic and political 
change. Empowerment therefore means achieving change across  
these domains, so that extremely poor people can find their own 
development solutions. From a social perspective, SETU aims 

to address exclusion and marginalisation and reduce exploitation by, 
and dependence on, others. From an economic standpoint it seeks  
to enable the poor to gain better access to, and use of, resources  
and services including market and employment opportunities. From  
a political perspective it seeks to empower the poor by facilitating 
the creation of spaces for them to participate in local government 
and development processes.

To date, SETU’s key achievements include implementation of 
community-led sanitation programs for 960 communities comprising 
some 52,000 households, an 80% reduction in households forced to 
take out high-interest loans, and more than 12,000 households 
benefiting from support for their livelihoods.
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The SROI analysis involved combining primary project data collected  
by CARE with assumptions based upon secondary literature concerning  
the size of the affected population and the level of change experienced 
against identified project outcomes. This permitted the analysis to 
incorporate and value outcomes relating to communities’ increased 
revenue and school attendance as well as more social and gender-related 
factors such as reduced early marriages and gender-based violence.

A particular challenge lies in how to assess the value of socio-political 
empowerment, which is both an end in itself and a means by which to 
achieve better outcomes in other areas.60 It is no simple task to measure 
empowerment as an outcome in its own right and for the purposes of  
this exercise, no attempt was made to do so. It was, however, possible  
to estimate value created by empowerment as a means to achieve broader 
socio-economic change. SETU’s approach enables communities to improve 
their capacity to organise themselves and express their needs and 
concerns to local and regional authorities. This results in marginalised 

communities being better able to engage in local and regional political 
structures, which can lead to broader change, such as access to public 
services. For SETU, the value of such access was estimated through 
secondary research that uses what communities would be ‘willing to pay’ 
as a proxy for how much they value the services, and adjusting this for 
the Bangladesh context.61

Another characteristic of SETU is its multi-level approach, addressing 
household and community empowerment as well as broader social 
institutions – not least local government structures. Although this 
holistic approach can amplify the anticipated impacts62, the complex 
nature of these linkages, and their potential direct or indirect impacts  
on livelihoods, would be very difficult to measure and were not addressed 
in the SROI analysis.

The SROI ratio suggests that for the assessed outcomes, every  
US$1.00 invested in SETU generated a return of approximately 
US$8.70 in social value to the communities.

2  C a m b o d i a :  i n t e g r a t e d  r u r a l  d e v e l o p m e n t   
a n d  d i s a s t e r  m i t i g a t i o n

Integrated Rural Development and Disaster Mitigation (IRDM) was a two- 
phase poverty-reduction project with poor and chronically food-insecure 
populations in rural Cambodia that began in 2006 and ended in 2011.63 
These vulnerable populations lacked sufficient food reserves to see them 
through to the next harvest. Climate contributes to food insecurity through 
flood and drought cycles, and vulnerabilities are exacerbated by the lack 
of infrastructure in the region. In addition, in Prey Veng and Svay Rieng 
provinces the pressure of a growing population means that land ownership 
is becoming increasingly fragmented, and intensive agriculture is degrading 
soil fertility and quality. Rice yields are below the national average and 
83% of farming households cannot subsist on their production.

IRDM sought to reduce poverty in Prey Veng and Svay Rieng in two main 
ways. First, enhancing the livelihood security of vulnerable households 
by improving access to resources, markets and appropriate technologies, 
and developing technical, operational and management capacity. And 
second, reducing exposure to natural disasters by strengthening local 
governance, social capital and local networks, and also strengthening 
government capacity to respond to disasters by documenting and  
sharing lessons learnt.

IRDM took a holistic approach to supporting livelihoods, combining efforts 
to improve agricultural productivity with measures to improve farmers’ 
access to market information and to obtain loans through community 
saving schemes. Other project outcomes included better standards of 
education and increased assets among participating communities. Most 
households adopted safer practices regarding drinking water – an increase 
of 21% – and the duration of annual food shortage dropped from almost 
four months to just one, with 25% more households harvesting more than 
one rice crop per year. As a result of diversifying their livelihood activities, 
by the end of the project 90% of the households had at least three sources 
of income – up by 55%. Increased access to market information also 
contributed to farmers’ incomes via the sale of rice products, which 
increased by an average of 44% over the lifetime of the project.

The SROI analysis combined primary data with assumptions based on 
secondary literature. This allowed the analysis to incorporate and value 
project outcomes relating to communities’ economic and social resilience 
as well as gender equality. A range of outcomes including more savings, 
better education and access to safe water were factored into the 
calculation by using appropriate financial proxies.

The SROI ratio suggests that for the assessed outcomes, every  
US$1.00 invested in IRDM generated a return of approximately 
US$13.50 in social value to the communities.

Ca
m

bo
di

a 
©

Jo
sh

 E
st

ey
/C

AR
E



63

CH
AP

TE
R 

10
: V

AL
UE

 F
OR

 M
ON

EY
 –

 IN
VE

ST
IN

G 
IN

 S
OC

IA
L 

CH
AN

GE3  L a o s :  p o v e r t y  a l l e v i a t i o n  i n  r e m o t e  u p l a n d  a r e a s
Implemented between 2008 and 2012, Poverty Alleviation in  
Remote Upland Areas (PARUA II) was a follow-up project supporting 
sustainable livelihoods in northern Laos.64 The region is inhabited  
by vulnerable and marginalised communities with high rates of 
poverty, inadequate infrastructure, poor linkages to national or 
regional markets and therefore little access to both services and 
production inputs.

The project area of Saysathan district in Xainyabouli province 
comprises 19 villages, all of which benefited from PARUA activities 
to varying degrees. The local population is almost exclusively from 
the Phrai ethnic group. Ethnic groups in Laos often experience 
deeper poverty and deprivation, which can in part be explained by 
the relatively low investment in the areas where they live. The region 
is also prone to unreliable weather and to natural calamities such  
as flooding and pest infestation. For such vulnerable communities, 
even a small adversity can be catastrophic.

PARUA’s overall objective was to ‘sustainably increase livelihood 
security among poor ethnic groups in remote upland areas’ by (a) 
ensuring economic livelihood by investing in livestock/agriculture; 
(b) improving infrastructure within communities; (c) enhancing 
regional infrastructure investment linking these communities to  
urban centres of the country; (d) empowering communities from  
a social/participatory perspective; and (e) improving resource 
management of the surrounding ecological system, notably water, 
both to promote economic sustainability and as part of disaster  
risk reduction (DRR).

Specifically, PARUA focused on safe drinking water, roads, livestock 
vaccination, livestock banks as a social safety net, and income-
generating activities including mushroom growing, selling eggs  
and managing tea gardens. In addition PARUA provided scholarships 
for Phrai students, and funded the development of almost 14 
kilometres of roads in the area.

The SROI analysis for PARUA assigned financial proxies to outcomes 
relating to economic, social and political empowerment, as well as 
ecological sustainability and gender equality. These outcomes included 
higher income, better access to health services and participation in 
community structures. The PARUA data were the most comprehensive 
of the sample, which facilitated measuring the size of the affected 
population as well as the magnitude of change for numerous outcomes. 
The example following demonstrates how improved access to clean 
water created value for the women in the participating communities, 
and serves to illustrate the process undertaken for all projects in the 
desk review:

1 Women are often disproportionately affected by inadequate 
infrastructure, such as the lack of safe water or affordable and 
reliable transport facilities. Improved infrastructure, e.g. related 
to water-distribution systems, is therefore a means both to 
address gender inequalities and to improve health outcomes.

2 PARUA aimed to reduce women’s domestic workload. According to 
the project data, 26% of women said that since the start of the 
project they had more time available because their workload had 
declined. The data did not show the exact amount of time saved, 
so a modest reduction of an hour per day was assumed.

3 The value of time saved on household chores was calculated  
in relation to what women were able to undertake as a result, 
including childcare and income-generating activities in  tended  
to increase women’s autonomy. A ‘willingness-to-pay’ exercise 
conducted in Bangladesh, Ghana and Tanzania provided an 
estimation of value for the time women saved, which was on 
average 57% of their income.65 This was converted to a percentage 
for Laos, based on another study on rural household incomes66 
and gave a financial proxy of US$ 0.16 per hour saved.

4 Finally, the standard SROI processes for estimating deadweight, 
attribution, benefit period and application of net present value 
using a 3.5% discount rate were incorporated into the analysis.

The SROI ratio suggests that for the assessed outcomes, every 
US$1.00 invested in PARUA generated a return of approximately  
US$6.90 in social value to the communities.
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4  S r i  L a n k a :  p l a n t a t i o n  c o m m u n i t y  e m p o w e r m e n t  p r o j e c t
Implemented between 2008 and 2012, the Plantation Community 
Empowerment Project (PCEP) worked with over 26,400 workers and members 
of vulnerable and marginalised communities, particularly women and youth 
in 13 tea plantation estates in the Nuwara Eliya district in Sri Lanka. 
Focusing on Tamil-speaking communities from Southern India, who often 
face discrimination and have lower average living standards compared to 
other ethnic groups in Sri Lanka, the project contributed to a broader 
CARE program of work with plantation communities in the country.67 It 
worked in partnership with the Sri Lankan Plantation Human Development 
Trust and in association with three Regional Plantation Companies.

PCEP’s overall objective was to create systems to support the socio-
economic and political rights of women, men and children living and 
working on the tea plantations. This was based on the need to address 
their poor socio-economic conditions, which repeatedly gave rise to 
conflicts in the plantations, thus reducing productivity and consequently 
affecting the tea companies’ profits. The project aimed to a find ‘win–win’ 
outcome by improving working conditions through the establishment  
of collective-bargaining structures and Ethical Tea Partnerships. These 
Partnerships required tea companies to support their workers’ socio-
economic empowerment, from which the companies also benefited through 
increased productivity and reduced labour-related conflict. While the 
main intended beneficiaries were the workers and their families, and the 
tea companies operating in these plantations, the government and the 
wider society also stood to benefit.

The principal action was the establishment of 13 CARE-designed 
Community Development Forums (CDFs) on each participating estate, 
bringing together representatives of plantation workers and management, 

trade unions, local government officials and other community members. 
CDFs are in effect ‘mini-parliaments’ or participatory spaces.

The results of these and other interventions were overwhelmingly 
positive, as demonstrated both by feedback from all stakeholders and 
partners during the project period and by the findings of independent 
assessments. The workers achieved better working conditions, a greater 
say on estate conditions, improved access to government services and a 
renewed sense of dignity. In the final evaluation, 95% of participants 
judged the project benefits as ‘high’ or ‘extremely high’.68 Furthermore,  
the estates spent on average 16 weeks less time on labour disputes per 
year; saw a 25% increase in productivity in terms of the number of 
hectares plucked by the same size workforce; and a 10%–20% increase  
in their yield of good quality tea.

The SROI analysis combined primary data with assumptions based  
upon secondary literature to calculate the size of the affected population 
and the degree of change experienced for identified project outcomes. 
This allowed the analysis to incorporate and value outcomes relating  
to communities’ autonomy and control over their livelihoods, gender 
equality, and health and education-related improvements. For example, 
the calculations took into account the value of benefits to community 
members achieved via increased access to training and education as well 
as the value of higher productivity to tea companies.

The SROI ratio suggests that for the assessed outcomes, every  
US$1.00 invested in PCEP generated a return of approximately 
US$42.60, including US$11.20 in social value to the communities, 
US$26.70 to the tea plantations and estates, and US$4.70 to the 
government and wider society.

I m p l i c a t i o n s  f o r  C A R E
In the context of the broader accountability agenda, CARE and other 
development organisations are experimenting with different ways to 
measure and demonstrate both the effectiveness of their work and also 
estimate value for money to help ensure we make the best choices about 
what we support. For CARE, this means developing the most appropriate 
approaches for assessing the complex work it undertakes with women 
and their communities – as described in earlier chapters – in order to 
allow more consistent and systematic measurement of outcomes and 
impact. Cost-benefit analyses can tell one part of the story; but CARE 
also needs to develop a range of qualitative as well as quantitative 
approaches, indicators and methodologies to demonstrate the value  
and impact of its work in addressing poverty and social injustice.

The application of SROI to international development programs is still  
in its infancy. Organisations like CARE therefore need to build experience 
around the challenge of measuring the less tangible outcomes of their 
work. For example, as noted in the afore-mentioned SETU example, the 
empowerment of women is an end in itself as well as a vital means to 
achieving other improvements. Understanding the full picture is the key 
to being able to present credible evidence on both aspects. This in turn 
means that CARE must build its assessment tools on solid foundations 
including robust systems for analysing and understanding complex local 
circumstances; developing clear Theories of Change to understand how 
impact is expected to occur, which in turn can inform program design; 
and consistent, effective monitoring and evaluation of interventions in 
order to understand what has been achieved. Community participation  
in this process is critical since it is the only way to ensure that local 
perspectives on value are fully integrated into CARE’s ways of working.

CARE’s focus on working with the most disadvantaged people needs  
to be taken into account when demonstrating value for money and 
effectiveness. Working with the poorest is invariably more complex and 
costly than working with those who are less poor – for example, working 
in remote locations entails higher transport costs and it tends to take 
more time to establish trust with marginalised communities. The 
challenge for CARE is therefore to weigh and measure the benefits of  
its programs and overall approach to those in most need, as well as 
understanding the wider social benefits.

CARE is increasingly moving towards long-term programs and away  
from a project-based approach. As highlighted in previous chapters,  
CARE uses its Theories of Change to achieve long-term sustainable change 
for identified groups through a range of initiatives rather than through 
isolated interventions. Working in this way will present two new challenges. 
First, to define what ‘value for money’ looks like at the overall program 
level, because project-level assessments such as those featured in this 
chapter may tell a different story. And second, to understand how best to 
measure long-term changes, the degree of change (or ‘distance travelled’) 
by the relevant population groups, and the durability of benefits and 
value created by CARE’s intervention.

CARE emphasises accountability as part of ensuring that its resources are 
used to achieve maximum impact – and communities, partners and donors 
also expect CARE to use funds as efficiently and effectively as possible. 
Thus, value for money is not a new concept for CARE, but is inherent in 
its accountability to others. As part of deepening its accountability,  
CARE will work to improve its systems for information and knowledge 
management, monitoring and evaluation, impact measurement and 
long-term programming.
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C O N C L U S I O N S  –  
W H E R E  T O  F R O M  H E R E ?
The preparation of this report has been a valuable opportunity for learning and reflection:  
for CARE to understand what has been achieved and to identify what can be done better.

W h a t  d o e s  t h e  r e p o r t  t e l l  u s ?
Overall, it is clear that CARE’s work has had many successes and  
made a positive impact on the lives of millions of poor and vulnerable 
people in Asia. The previous chapters capture a diverse range of 
approaches and activities that have improved lives, empowered 
women and men and achieved remarkable changes. The case studies 
on value for money indicate that CARE has invested resources in a 
way that brings significant benefits to communities.

CARE’s programming is underpinned by a common vision and 
principles, but in adopting these approaches CARE makes an effort 
to be grounded in local realities and opportunities. CARE takes  
the time to work with communities to identify the particular issues 
they face and develop responses to these, based on an understanding 
of the underlying causes of poverty and social injustice. This flexible 
and responsive approach has helped to achieve impact in many 
different settings. The feedback from CARE’s partners and allies  
across the region generally bears this out – although partners also 
suggest ways in which CARE’s impact could be greater.

Program impact can – and should – be multiplied beyond the  
groups with whom CARE is working directly. It is a sign of success 
when pro-poor approaches trialled by CARE are picked up by local 
authorities and applied more broadly within their own programs, or 
when communities follow the lead of those who are adopting new 

approaches, or when CARE is successful in advocating with partners 
and communities for policy changes, or when women who have 
been empowered through CARE interventions provide an inspiration 
or role model which others then follow. These achievements help to 
sustain and expand the benefits from CARE’s work. This dynamic 
can be seen in examples presented throughout the report: whether 
working with partners to change domestic violence laws in 
Bangladesh, or demonstrating a successful model of ethnic minority 
education in Cambodia which the government is now replicating in 
other provinces, or building the capacity of partner NGOs in India 
who then begin to work in their own communities to form and 
support multiple savings and self-help groups, or seeing 
communities in rural Myanmar adopting community forestry 
practices from neighbouring communities supported by CARE.

Many examples from the report reinforce the value of CARE  
working in close partnership with others – local community groups, 
government agencies, NGOs. What CARE can provide through its own 
efforts and resources is limited, compared with what can be achieved 
when CARE can facilitate and leverage stronger connections which 
will help poor communities and vulnerable women and men improve 
their situation on a long-term basis – and which will be sustained 
after CARE’s intervention has ended.
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L o o k i n g  b a c k ,  w h e r e  
c a n  C A R E  d o  b e t t e r ?

In compiling the evidence from multiple programs, there has also  
been a sense that only a partial picture has been captured: not every 
program or project has had a strong information base or clear evidence  
of impact. Sometimes, achievements are captured at the level of project 
outputs or outcomes, but without a clear view of whether long-term change 
has been achieved. There is room for improvement to CARE’s impact 
measurement systems, which would make it clearer what has or has not 
been achieved. CARE should address this through further developing its 
systems and processes for knowledge management, and continuing to test, 
challenge and improve its methods and practice in monitoring and evaluation, 
including through more consistent indicators, operational definitions and 
methodical approaches to building impact information over the life of the 
project, and beyond. As CARE moves towards longer-term programs, it should 
also develop innovative ways to track impact over the longer term, such as 
longitudinal approaches to better assess outcomes of empowering women 
and girls.

Because a wide range of indicators has been used across different projects and 
countries, aggregation of impact at the regional level has also posed challenges. 
More consistent methods for measuring and analysing achievements would 
help paint a clearer regional picture, and develop a better understanding of 
where CARE has contributed to impact. It would also help in understanding 
where CARE’s impact may have been less than expected, and how to adjust 
approaches to do better next time.

CARE needs to continue to explore ways to effectively bring the impact  
of its work up to a broader scale. In the past, much of CARE’s work was 
through isolated projects. CARE can deliver direct benefits on the ground  
for communities where it has a presence, but project coverage will be 
geographically limited and time-bound, with limited opportunity to address 
the underlying causes of poverty. For more sizable and sustainable impact, 
CARE needs to improve its strategies for scaling up. This means identifying 
and documenting effective models or ways of working that can be 
replicated by others, and can attract support and resources for larger-scale 
adoption; or using evidence from programs to work for broader change in 
policy or practice.

A key challenge for CARE is to ensure that its work on the ground with 
hundreds or thousands of people in a given community or group can also  
be used to contribute to positive impact and transformational change for 
thousands, or even millions, more people who face similar circumstances.  
In this context, advocacy needs to be seen as an integral part of programming 
strategies; and approaches for monitoring the impact of advocacy work 
should be developed. CARE needs to ensure that its work with particular 
vulnerable groups or communities can contribute to changes at the societal 
level. The experience from project implementation yields valuable insights 
and evidence on the underlying causes of poverty and this can be used to 
inform advocacy by CARE or by others for new approaches or broader change 
that will benefit the poor and vulnerable. More innovative approaches to 
partnership will also be important, so that CARE can link with and support 
like-minded organisations, social movements, the private sector, government 
and others to identify and work for the changes needed to overcome poverty.

There is also room for better integration of CARE’s humanitarian emergency 
and development programs. Approaches such as stronger integration of  
DRR activities and incorporating climate change considerations in long-term 
programs will help build more sustainable approaches and hence more 
resilient communities.
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          L o o k i n g  a h e a d  –  
          w h a t  i s  C A R E  d o i n g ?

CARE seeks to promote a culture of learning. Past research and analysis, 
linked with program monitoring and evaluation, have provided lessons which 
have flowed through to change the way CARE works. In the past five years, 
analysis, learning and reflection have led to CARE adopting various new 
approaches, such as long-term programming and women’s empowerment. 
This report provides a further important opportunity for learning and 
improvement.

It is encouraging that many lessons arising from this report confirm forward 
directions that CARE has already identified as part of its continuing 
improvement and evolution. Key steps include:

Programming explicitly focused on long-term impact: CARE is moving  
from a reliance on short-term, standalone projects to long-term program 
approaches as its main implementation framework. Essentially, this looks to 
strengthen the impact and sustainability of CARE’s work at the country-level  
by defining its programs through the long-term impact (over a 10 to 15-year 
period) sought for a particular group of people (for example, marginalised 
women, ethnic groups, the urban poor). This shifts the focus of CARE’s work 
directly towards people, rather than focusing on change in a particular sector 
or location. Program design will increasingly be based on an analysis of the 
underlying causes of poverty for the impact group, with a Theory of Change 
developed outlining the assumptions about what is required to achieve and 
sustain impact, and what role CARE can play. This framework then guides 
CARE’s choices for project interventions, advocacy and strategic partnerships 
and collaboration. As a result CARE Country Offices are now moving to organise 
around two or three long-term programs, rather than having systems solely 
geared to project implementation, and are developing approaches to 
monitoring program-level impact.

Improved knowledge management: work is underway on developing a  
new Project/Program Information and Impact Reporting System (PIIRS). As  
a single, authoritative CARE-wide platform for collecting relevant project and 
program information, this is intended to enable all parts of the organisation 
to have access to timely, up-to-date and relevant information on CARE’s  
work and what it is achieving. The PIIRS is currently in a development phase 
involving stakeholder consultation and a pilot of some aspects of the system. 
Once a preferred option is identified and approved, introduction of the full 
system is planned to commence from mid-2013.

Reviewing country models: in 2012 CARE began a rolling review of its 
operations in each country in which it works, to ensure that its presence is 
relevant and appropriate to the local environment. This is also contributing  
to internal dialogue about what CARE’s role should be, and how best it can 
achieve impact. Traditionally, CARE and its staff have played roles such as 
community workers, project managers and implementers. New thinking about 
how best to achieve impact may also lead CARE to develop stronger roles in 
areas such as research, facilitation, alliance and coalition building, developing 
local capacity, documenting evidence, policy analysis and advocacy; not just 
doing things for other people, but also stimulating and enabling action  
by others.

CARE believes that understanding and measuring impact is crucial in moving 
towards overcoming poverty and social injustice, and in being accountable 
to the societies in which it works. Overall, this report and the process of 
preparing it has been a valuable step for CARE. While it offers useful pointers 
as to how CARE can improve its own approaches, it aims to contribute to the 
wider dialogue on improving development effectiveness, transparency and 
accountability.
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