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Executive summary
Introduction
The Health Policy Action Fund (HPAF) small grants program was established by the International
Health Partnership and Related Initiatives (IHP+) with the overall objective of strengthening civil
society engagement in national health policy, monitoring and accountability processes at the country
level, in line with the IHP+ Global Compact. In late 2009, following a competitive bidding process,
Oxfam was awarded the contract to manage the fund. In October 2013, Dalberg Global Development
Advisors was contracted by IHP+ to review civil society engagement in national health processes
supported through the HPAF over two rounds of grants. The approach to the engagement focused on
a documentation review, a survey of the grantees and interviews with a selection of different
stakeholders.

Review of the HPAF’s current performance
The overall findings show that stakeholders think the HPAF has a unique role to play and does so well,
stimulating and enabling civil society organizations (CSOs) to engage in national health policy,
monitoring and accountability processes in a way that leverages their ability to bring bottom‐up
insights to national processes. Given the different challenges CSOs face, it was felt that HPAF can
increase its performance further by extending support beyond the grant (e.g., providing practical
support in building relationships or strengthening the knowledge around ‘how to advocate’), and
some design factors such as the grant duration can be adapted to suit particular country
circumstances.
In terms of specific findings, the HPAF’s value‐add is related to its flexibility, personal relationships,
learning and sharing events, and guidance and technical support provided. There are also very few
alternate sources of funding for the type of activities that the HPAF funds (broad health advocacy
support), and compared to the others the HPAF is rated very favorably. In addition, grantees felt that
their activities under the grant contributed to their ability to overcome the obstacles they face in
engaging in national health policy, monitoring and accountability processes. The detailed review of
the grantee documentation for a selection of grantees showed that the activities did on the whole
align with the HPAF’s overall objective, particularly in Round Two. It was well noted by both IHP+ and
other stakeholders however that in general the activities in Round One, although important, were not
sufficiently linked to the aid and development effectiveness agenda.
Several grantees demonstrated how they were effectively able to feed sub‐national activities into
national policy processes. In Uganda, for example, the grantee worked in a few districts to train local
CSOs to collect data for the health sector shadow report and then used the coalition’s cross‐country
reach to effectively campaign and disseminate findings at the national level. Further, there were useful
lessons highlighted around the ability of CSOs to increase networking and coalition building. Nearly all
of the grantees surveyed have formed linkages with other CSOs to share lessons under the HPAF grant
but made clear in the interviews that this needs to go much further to be effective. Some grantees,
for instance, had taken advantage of e‐networking and set up Facebook groups and Google networks
to share information.
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Promisingly, nearly all the grantees believe that their activities under the HPAF grant increased their
ability to engage in specific aid and development effectiveness processes. In both rounds the majority
of grantees felt that the HPAF grant activities contributed to their ability to participate in activities
such as the development or joint assessment of national health sector strategies and/or operational
plans, dialogue with policy makers, and holding government and aid donors accountable. The areas
where the results were less positive included: monitoring progress against compact commitments and
monitoring and analyzing joint health sector reviews.
Although IHP+ believes that civil society has a critical role to play in improving the quality of health
aid, what was evident from the interviews is the fact that very few CSOs approach their activities in
the health sector with an aid effectiveness lens. To increase the HPAF’s value, aid and development
effectiveness processes must be packaged and communicated in a way that is relevant to CSOs, and
(even) better access to all relevant IHP+ partners is instrumental in achieving that. In theory, all IHP+
country based partners have a role in promoting CSO engagement, and the challenge is how to
increase the connection between the grantees and structures such as the Health Sector Steering
Committee/Health Partners Group in each country. The HPAF Grant Manager, the IHP+ Core Team
and the Project Technical Committee (PTC) can more proactively support the grantees to network and
connect with the relevant actors in‐country, but there is also a role for the IHP+ Civil Society
Consultative Group (CSCG). Currently, the relationship between the HPAF and the CSCG is not
formalized but going forward a more defined relationship could contribute to increasing connections
between grantees and IHP+ partners in‐country, as well as increasing connections between the HPAF
and IHP+ activities at the global level.
Although the findings are generally positive there are areas where improvements are required. Policy
advocacy processes, by their nature, take a long time, and CSOs are often unable to control for factors
that impact their ability to deliver on their grant activities. In this regard, a longer grant period would
give grantees more flexibility to actually achieve results. In terms of sustainability, although several of
the grantees surveyed felt that they would be able to continue their activities post‐grant what was
made clear is the challenges they face in leveraging additional funding to continue their work.
Further challenges raised by the grantees and the HPAF Grant Manager indicate that the HPAF’s
impact could be much greater if the support was more than just financial. To deliver on planned
activities under the grants CSOs themselves do need a certain level of understanding around how to
effectively form a coalition with a unified voice, how to undertake policy advocacy, and knowledge on
government policy processes and structures around health financing, policy development and
implementation. Going forwards, it is important that grantees (as well as other member CSOs in the
coalitions in which they work) have increased access to capacity building support. Some of this can be
provided by the HPAF Grant Manager but there is also potential to detach grant‐making from capacity
building and explore additional partnership opportunities that can be exploited outside of the HPAF.
Bringing together the review findings, we strongly recommend that IHP+ continue financing support
to CSOs through a grants‐based program, but some strategic changes to the approach are required.
This review was not focused on Oxfam’s performance so rather than focus on who takes on the role
of Grant Manager, the strategic changes focus on models that any Grant Manager could deploy and
the characteristics that are important in choosing who that Grant Manager would be.
5

Alternative models for consideration
There was a strong consensus that to achieve greater civil society engagement in national policy,
planning, monitoring and accountability processes the focus of IHP+ support should be on
strengthening national health CSO coalitions/networks. However, it was also made clear that the
diversity and number of IHP+ countries presents a plethora of situations in terms of health CSO
engagement, government’s willingness to work with civil society, stages and success of aid and
development effectiveness processes, and civil society cohesion and capacity in the health sector.
Given this diversity, we see three distinct models that the IHP+ Core Team can consider. Whilst these
models differ in the selection of situations to engage in, they are consistently designed to best
contribute to responding to the specific challenges in the situations selected. Each model has specific
implications for the type of support the HPAF Grant Manager would ideally provide to the grantees.


Model A: “Leveraging existing opportunity”. This model focuses on the HPAF seeking to obtain
the biggest “bang for buck” by focusing only on those more “mature” countries where health CSO
coalitions already exist and are engaging with government and donors. Under this model, the
HPAF Grant Manager would be more targeted in its selection of grantees, and have fewer
grantees that it can more deeply engage with at a strategic level using a similar level of resources.



Model B: “Targeting the greatest need”. This model takes the opposite approach. Under this
model the HPAF would proactively focus on the countries where the need is greatest in terms of
building the CSO voice and involvement in national health processes. The HPAF Grant Manager
would target countries where civil society in the health sector is still fragmented and some way
from being able to effectively engage in national health policy, planning, monitoring and
accountability processes, and provide more operational capacity building support.



Model C: “Blended approach”. This model recognises that the approaches outlined in both
Models A and B are valid and relevant, but that there is no one‐size fits all approach that the HPAF
can take. Therefore, under Model C, the HPAF Grant Manager would provide different types of
support to grantees depending on the countries they are based in and blends the approaches
outlined in Models A and B.

All three of the above models retain the IHP+ Core Team as the overseer of the HPAF, and this does
bring limitations in terms of grant duration and financial resourcing. A fourth and final Model D can
also be considered but should be viewed as a next step once a third round using Model A, B or C has
been tested:


Model D: “Scaling the approach”. Model D focuses on taking a demonstrated proof of concept
and taking it to scale. This means more grantees, in more countries, being supported for longer
time periods, with deeper capacity building support and overall a much larger financial
commitment. For this to be possible the HPAF would need to move away from the direct remit of
the IHP+ Core Team and either become a broader IHP+ institutional tool with financing, support
and oversight provided by one or more IHP+ partners, or be de‐linked entirely from IHP+. This
would remove some of the constraints the IHP+ Core Team currently faces in terms of its two‐year
6

budgeting cycle and limited staffing resources, and also provide more longer‐term sustainability
post‐IHP+.
Under each of the models there are different levers that can be adjusted. To facilitate the IHP+
decision making process, Table A overleaf presents a more detailed analysis of these different levers
for each of the four models leaning on the findings from the interviews to draw conclusions.
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Table A: Differing of service offerings based on model1

Lever
Source of finance and
oversight of HPAF
program
Sphere of
engagement2
Grantee selection
process
Project selection
criteria

Grant manager
characteristics

Model A: Leveraging existing
opportunity
IHP+ Core Team

Model B: Targeting the greatest need

Model C: Blended approach

IHP+ Core Team

IHP+ Core Team

IHP+ countries with mature CSO
involvement and coalitions that
can be leveraged
Targeted approach

IHP+ countries with the biggest gap in
terms of CSO involvement

All IHP+ countries

General call for proposals

Blend of A & B

Focus on existing national
coalitions

Individual local health CSOs
undertaking activities linked to the
development effectiveness agenda –
particularly those deemed capable of
growing into a bigger national
advocacy role
[Current package*] plus:
 Global networks
 Health policy advocacy expertise
 Aid/development effectiveness
experience
 Proficiency in IHP+ country official
languages
 Ability to provide “operational”
capacity building support to CSOs

Blend of A & B

[Current package*] plus:
 Global networks
 Health policy advocacy
expertise
 Aid/development
effectiveness experience
 Ability to provide strategic
guidance and project design
support to CSO coalitions and
their members

[Current package*] plus:
 Global networks
 Health policy advocacy expertise
 Aid/development effectiveness
experience
 Proficiency in IHP+ country official
languages
 Ability to provide “operational”,
strategic guidance and project design
support to CSOs

Model D: Scaling the approach
Broader consortium of IHP+
partners or even a complete de‐
linking from IHP+
Potential to include non‐IHP+
countries if de‐linked from the
program
Selection process will depend on
which model is chosen to scale
Selection criteria will depend on
which model is chosen to scale

Grant manager characteristics will
align with the model that is
selected to scale

1

Supporting justification and detail for each lever is provided in Chapter 4 of the report
The limitation to IHP+ countries under Models A, B and C is more for practical reasons rather than a hard recommendation. Other non‐IHP+ countries could also be
considered
*Current package refers to the existing characteristics outlined for the Grant Manager in [World Health Organisation (2009) Request for Proposal document for ‘Manager
for IHP+ Civil Society Country Grants’]
2
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Lever
Number of grantees

Model A: Leveraging existing
opportunity
Capped at five

Capped at ten

Capped at eight with at least two grantees
from each typology per round

Grant duration

2 years3

18 months

18 months ‐ 2 years

Grant size (upper
limit)
Grantees per country
Capacity building
support required

$40,000

$30,000

$30,000 – $40,000

One
Deep and strategic

Up to two
Lighter and more operational

Up to two
Blend of A & B

Balance of capacity
building vs. grant
resources
Additional
partnerships
Grant resource
envelope (excluding
secretariat costs)

3

Model B: Targeting the greatest need

Greater focus on capacity building in terms of relative resource allocation

Model C: Blended approach

Model D: Scaling the approach
Potential for up to 34 grantees
across all IHP+ countries. If de‐
linked from IHP+ then numbers
could increase
Potential for longer grants (~3
years)
$30,000 ‐ $60,000
Up to two
Blend of both deep and strategic
and lighter/more operational
depending on grantee needs
Greater focus on grants in terms of
relative resource allocation

Possibility to detach grant‐making from capacity building. Potential to explore opportunity to leverage capacity building support provided by CRS under
GAVI/CRS civil society support program or other complementary initiatives. CRS runs training sessions for its grantees (CSO coalitions) in relevant areas
US$ 200,000
US$ 300,000
US$ 320,000 to US$ 360,000 depending
US$ 1 to 2 million
(5 grants at $40,000 each)
(10 grants at $30,000 each)
on the make‐up of grantees

Maximum possible under IHP+ budgeting cycle
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Recommendations independent of the model selected
There are additional factors that we strongly recommend are incorporated into any future rounds of
grant making irrelevant of which model is selected. These include:












Clarify the HPAF Grant Manager’s mandate. Currently Grant Manager’s terms of reference are
more focused on administrative factors rather than providing direct support to grantees. If they
are to take a more active role in this area which all stakeholder allude to as a helpful contribution,
this needs to be reflected in their scope of work to fully enable them to take this up and be held
accountable for it
Develop and use indicators to track success. To better track the HPAF’s progress going forwards,
performance should be measured using a mix of both qualitative and quantitative indicators in
addition to its reports
Retain and build on the personal relationships and guidance demonstrated by the Grant
Manager in Rounds One and Two. Irrespective of which model is preferred, it is important that
certain elements be retained. These include the learning and sharing events for each round of
grantees, the policy advocacy training session, and strong, open and supportive lines of
communication between the Grant Manager and grantees
Explore and develop alternative methods of delivering capacity building support. To ensure that
administration costs are kept low, and for the HPAF to retain a lean secretariat, it is important to
think of alternate ways that CSOs can be supported in‐country. This includes more formalized
twinning and lesson sharing between CSOs, a more explicit mentorship role for the PTC structured
around discrete tasks that will allow its members to better plan and engage, as well as the
possibility of detaching the more hands‐on capacity building element from the grant making.
Under the GAVI/CRS program for example, CRS provides comprehensive capacity building support
to their grantees in areas such as advocacy, resource mobilization, governance, project
management, and proposal writing. To minimize the resources IHP+/HPAF spend on capacity
building, it would be beneficial if the HPAF grantees could also benefit from the CRS training
support
Ensure the HPAF secretariat is appropriately staffed. Taking into account a limitation of financial
resources and a desire to maintain a lean administration structure and reasonable ratio between
operating costs and grant funding we do not suggest a major increase in staffing under any of the
models. However, certain skills are important under each model. These include: health policy and
advocacy expertise, understanding and experience with aid and development effectiveness
processes and requisite language skills
Leverage IHP+ partners, the Core Team and the CSCG. For any model to be successful, the IHP+
also needs to take on a bigger role in ensuring that the HPAF meets its objectives. This includes:
identifying meetings and health sector events happening in‐country and globally that grantees
and the HPAF can piggy‐back on; working with the HPAF Grant Manager to promote and market
the IHP+ and its agenda in a way that is relevant to local CSOs; using IHP+ partners, and fora in
country (Health Sector Steering Committee/Health Partners Group) to link grantees with
ministries of health and promote the HPAF among IHP+ signatories; and formalising the role of
IHP+ CS representatives and the CSCG with regard to the HPAF so that they can also play a bigger
role in promoting the fund, link CSOs with additional sources of funding and share the HPAF
learnings more widely.
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Introduction

Scope of work
In October 2013, Dalberg Global Development Advisors was contracted by the International Health
Partnership and Related Initiatives (IHP+) to review civil society engagement in national health
processes supported through the Health Policy Action Fund (HPAF). The review focused on a set of
specific questions looking at the extent to which the HPAF small grants program has helped increase
civil society (CS) engagement in national health policy, partnership and accountability processes, and
looking forward whether IHP+ support to the HPAF should continue and in what form. Specifically, the
scope of work included the following questions:


Experience to date:
o Review progress and achievements across individual CS grants, in relation to their individual
planned deliverables
o Where sub‐national activities are funded, assess whether they have been implemented in a
way that enables local findings to feed into national policy processes
o Explore whether links have been made with any similar CS activities in the country, so
enabling lessons to be drawn beyond the confines of individual projects, and influence to be
increased? For example through any existing national health CS networks
o Consider the extent to which, collectively, the nature of grant activities and deliverables are
in line with the overall objectives of the HPAF program
o Consider whether there are good examples of increased networking and coalition building
between health civil society organizations (CSOs) as a result of the HPAF grants, and if so
what forms these have taken.



Looking forward:
o If the findings suggest achievements in relation to original objectives, what further
adjustments would strengthen the approach being used?
o Should IHP+ continue supporting national CSO engagement through the HPAF or are there
other ways limited IHP+ resources could be more effectively used, to support the same
overall objective?
o Should IHP+, which is a global partnership, be doing more to directly support capacity
building of CSOs to engage in domestic health policy and accountability processes?
o Should IHP+ focus more on supporting activities and capacity of national networks of health
CSOs?
o Should IHP+ seek to increase the funding available for its CSO support?

These questions were considered in the context of other support available for CSOs and IHP+’s
comparative advantage.

Our approach
Our approach to the engagement focused on a documentation review, a survey of the grantees and
interviews with a selection of different stakeholders. The interviews included the HPAF Grant
Manager, Oxfam; members of the IHP+ Core Team; IHP+ CS representatives; members of the Project
11

Technical Committee (PTC); and selected grantees. To ensure a broader fact base we also interviewed
external individuals to provide additional inputs on network development and policy impact and the
activities of the grantees themselves. These included: experts on civil society engagement in health
policy and other “non‐grantee” CSOs who weren’t recipients of an HPAF grant to better understand
both the link between the grant and the progress made and any “ripple effects” through network
building or peer cooperation. A full list of individuals interviewed can be found in Annex A of this
report, and the profiles of the survey respondents are presented in Annex B. For the documentation
review, Dalberg reviewed a comprehensive set of documents related to the HPAF as well as the
detailed proposals and reports of six grantees4 across the two rounds of grants.
It is important to note that the above approach does present some potential limitations to the scope
of work. When it comes to attribution and causality, in the absence of baseline (over time) or
comparative data (e.g., of geographies without this support), the team can only make plausible
assumptions that any IHP+/HPAF intervention led to a particular outcome in civil society engagement.
Furthermore, specific questions under the forward looking scope of work require a more in‐depth and
broader approach that could only be partially covered within this review:
 “Should IHP+ continue supporting national CSO engagement through the HPAF or are there other
ways limited IHP+ resources could be more effectively used, to support the same overall
objective?”: This question was included in the interviews with relevant IHP+ stakeholders, but the
inputs provided are purely qualitative as a detailed assessment of the potential impact and cost‐
effectiveness of any alternatives is not feasible within the scope of work
 “Should IHP+ seek to increase the funding available for its CSO support?”: Assuming a significant
global unmet need and absorptive capacity for this type of funding, a comprehensive answer to
this question would require a review of the potential portfolio of options within IHP+. Such a
complete portfolio assessment was outside the scope of this review.
This review was not an evaluation and does not seek to estimate the impact of the HPAF, assess the
fiduciary responsibilities of the Grant Manager, or evaluate the role of the IHP+ Core Team. Rather
this review seeks to build on lessons that can be drawn from the activities to date, and outline whether
or not the HPAF small grants program can be an effective tool for IHP+ to achieve its overall objective
of greater civil society engagement in national health policy, planning monitoring and accountability
processes. The remainder of this report is structured as follows:
 Chapter 2 provides a brief background on IHP+ and an overview of the HPAF and its activities to
date
 Chapter 3 examines the detailed findings under the review and is split into different sub‐sections
focused on (i) progress and achievements across individual grants (ii) the extent to which grantee
activities align with the HPAF’s overall objective; (iii) the HPAF’s comparative advantage; and (iv)
the HPAF’s areas for improvement
 Chapter 4 uses the preceding analyses to make recommendations on the role of the HPAF in the
future.
4

Social Watch Benin (R1), AGHA Uganda (R1 and R2), Action Aid Nepal (R1 and R2), HERAF Kenya (R2), FISS‐
MST/SIDA Cameroon (R2), Family Planning Association Pakistan (R2). NB: The grantees were proposed by Oxfam
and approved by the IHP+ Core Team. The target grantees were selected based on the following factors: (i)
grantees from each round as well as those that had received grants in both rounds, (ii) grantees from Africa and
Asia, as well as from East and West Africa, and (iii) grantees from Anglophone and Francophone countries.
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2

Background and context

IHP+ and the role of civil society
IHP+ is a global partnership committed to improving the health of citizens in developing countries.
The IHP+ was set up in 2007 to improve the quality of health aid – its efficiency and effectiveness – to
deliver better health outcomes and accelerate progress towards the health millennium development
goals (MDGs). Countries or donors accede to IHP+ by signing the IHP+ Global Compact. There are
currently 60 signatories: 34 developing country governments, 13 bilateral donors and 13 multilateral
and international agencies. The World Health Organization (WHO) and the World Bank together
provide a small Core Team to coordinate the partnership.
IHP+ believes that civil society has a critical role to play in improving the quality of health aid and
holding governments and development partners to account for their commitments on health and
aid effectiveness. The IHP+ Global Compact emphasizes the importance of effective CSO engagement
in broad (not disease‐specific) health policy dialogue and accountability processes. In this report, when
we make a distinction between CSOs generally doing important work in the health policy sphere (e.g.
focusing on issues of access to free health care at local level) but not contributing to “aid and
development effectiveness” processes directly, we are referring to the following five areas in which
IHP+ sees that civil society can contribute to the goals of IHP+5. It is important to note that although
these processes typically take place at the national level with the ministry of health and the donor
agencies, they are dependent on evidence from sub‐national service delivery activities feeding
upwards:
 Support to national planning processes. It is vital that CSOs are engaged in developing and
reviewing national health plans, as these are the vehicle for identifying national priorities for
improving health outcomes. The IHP+ focuses on these plans as the basis for coordinating external
health aid, and its approach aims to move from donor‐driven support to country‐owned support
 Joint assessment of national health strategies and plans. Joint Assessment of National Health
Strategies (known as JANS) is a shared approach to assess the strengths and weaknesses of a
national health strategy or plan
 Country compacts. Country compacts are written commitments made by governments and
development partners that describe how they will work together to improve health outcomes.
CSOs can engage during the process of developing and negotiating a country compact, through
signing up to it, and through reviewing its implementation
 A single framework to monitor results and track implementation. A strong, country‐led
monitoring and review system is the foundation for policy dialogue, action and accountability. The
IHP+ promotes a single framework for monitoring and reviewing the implementation of national
health strategies. CSOs can participate in the development of an M&E roadmap and lobby for the
inclusion of aid and development effectiveness indicators in M&E plans
 Promoting mutual accountability by monitoring progress against compact commitments. At the
time of writing this report, IHP+ was commissioning a new method of measuring IHP+ progress

5

IHP+ ‘Engaging civil society to improve aid effectiveness in the health sector’(URL:
www.internationalhealthpartnership.net/en/audiences/civil‐society/)
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and mutual accountability. Once finalized the results can be used by CSOs to strengthen
accountability and to inform ongoing discussions about how to make health aid more effective.

The Health Policy Action Fund (HPAF)
Mandate
The HPAF was established by IHP+ with the overall objective to “strengthen civil society engagement
in the IHP+ process at the country level, in line with the IHP+ Global Compact”.6 In late 2009,
following a competitive bidding process, Oxfam was awarded the contract to manage the HPAF small
grants program. Oxfam’s scope of work, as the HPAF Grant Manager, includes7:
 Inviting applications for civil society country grants
 Receiving, reviewing and making decisions to fund grant applications to strengthen civil society
engagement in national policy, planning and monitoring processes in IHP+ countries, using these
specific funds
 Acting as a fiduciary agent by channeling/disbursing and monitoring the financial resources to
grant recipients
 Maintaining communication with civil society representatives at global and country levels, on
grant related issues
 Ensuring adequate monitoring and tracking of the deliverables as outlined and agreed in the
successful grant applications; and
 Monitoring and reporting according to WHO policies.
Since operations commenced in 2010, Oxfam has managed two rounds of grants.
Management
The HPAF is managed by a team of Oxfam staff that are supported by a voluntary committee of
experts, the Project Technical Committee (PTC). The day‐to‐day management of the HPAF is led by a
Grants Coordinator based in Oxfam’s offices in Pretoria who is supported by the HPAF Project Manager
based in Oxfam, Berlin. Oxfam appointed the PTC made up of independent health policy experts with
experience of supporting civil society capacity in the global south through a consultative process. The
management structure of the HPAF was altered slightly between Rounds One and Two as illustrated
in Figure 1 below. The voluntary role of PTC members was expanded from Round One to Round Two
to ensure that the PTC were more actively involved in grantee monitoring and not purely selection.
The PTC role currently consists of:
 Approval of the call for proposals, criteria for selection, and the capacity assessment tool
 Review of proposals and input into the selection process of grantees
 Review of the midterm project implementation reports
 Review of the of the end of project reports
 Providing guidance, advice and support to the Project Manager and the Grants Coordinator on the
effective implementation of the project.

6

World Health Organisation (2009) Request for Proposal document for ‘Manager for IHP+ Civil Society Country
Grants’
7
Ibid
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Figure 1: HPAF management structure in Round One and Round Two

Oxfam reports directly to the IHP+ Core Team on progress under the HPAF. For each of the rounds,
Oxfam provides mid‐term and final reports to the IHP+ Core Team detailing an overview of grantee
activities and challenges faced, Oxfam field visits, the HPAF’s financial performance, and cross‐cutting
experience and lessons learned. In addition, Oxfam also provided reports on the learning and sharing
events that it has held with the grantees in both Rounds One and Two.
Grant making activities
Oxfam awarded 13 grants in the first round of funding in 2010, and ten grants in the second round
of funding in 2012. Individual grants are in the region of US$ 30,000. In total since 2010, IHP+ has
allocated just over US$ 1 million to support the HPAF small grants program. Figure 2 below provides
an overview of the HPAF timeline.
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Figure 2: Timeframe of HPAF grant making

The criteria for the grantee selection process were developed by Oxfam and approved by both the
IHP+ Core Team and the PTC. In Round One, the HPAF received 114 proposals from 22 countries.
Proposals were received from 19 IHP+ countries (all but Mauritania and Djibouti) and three non‐IHP+
countries (South Africa, Pakistan and Republic of Congo). The assessment and eventual selection of
proposals was a four‐stage‐process as detailed in Table 1 below.
Table 1: Round One Grantee Selection Process

Stage
0

1
2

3

Main Criteria
 Is the proposal from an eligible
country?
 Proposal submitted more than
once?
 Does the proposal focus on health
policy?
 Project plan clear and sensible?
 Project goal achievable?
 Budget clear and sensible and
related to project plan?
 Track record and strategic
objectives in health
policy/advocacy?
 Deliverables realistic for the
timeframe of one year?
 Engagement with policy makers?
 Budget reasonably split between
implementation and
administration?

Method
Screening

Online
assessment
Online scoring

Individual
assessment and
group
discussion
based on all
documents
submitted

Assessors
Project
Manager and
Project
Assistant
Oxfam health
policy experts
PTC members

PTC members

Result
114 to 110
proposals

110 to 54
proposals
Ranking and
identification of
“Top 31 proposals”
Selection of 13
proposals

Based on lessons from Round One, changes were made to increase the HPAF’s focus in Round Two.
In Round Two 108 proposals were received. A six‐stage process was used to determine which ten
grantees would be funded (see Table 2 overleaf). The PTC had a much stronger role in selecting
grantees and the criteria used were more focused on ensuring the proposals aligned with IHP+ overall
objectives.
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Table 2: Round Two grantee selection process

Stage
0

1

2

3

4
5

Main Criteria
 Adherence to
guidelines
 Relevance of the
action
 Do the goal,
objectives and
activities speak to
the aim of HPAF
 Health network/
coalition
 Sustainability
 Previous experience
 Strategic objectives
 Advocacy plan
 Budget
 Capacity
 Legal Status
 Experience
 Legitimacy
 Networking and
coalition building

Method
 Screening

 Proposals split amongst the PTC
members for review
 Each proposal was evaluated twice
by two different PTC members

 The 26 proposals were split among
the PTC members
 Each received between 4‐5
proposals each to assess
 Where possible a PTC member
assessed a completely new
proposal that they had not
previously evaluated
 Each PTC member gave feedback
on the proposals assessed and
discussed with others on
differences in scoring and defend
reasons as to why
 Presentation of assessments to
reach consensus on top 15
 The last stage required PTC
members to conduct ‘due
diligence’ on the CSOs and contact
their networks for additional
information on the top 15
organizations and their functioning
and legitimacy
 Based on the findings the top 10
applicants were contacted
regarding the potential success,
with comments on their how to
strengthen their proposals. This
feedback was provided by the PTC
members.

Assessors
Project
Manager,
Grants
Coordinator
PTC members

PTC members

Result
108 to 71
proposals

71 to 26
proposals

26 to 15

PTC members

PTC members
PTC members

15 to 10

Table 3 overleaf provides a list of all the grantees supported under the HPAF in each round and the
projects that were financed.
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Table 3: Grantees supported under the HPAF

Grantee
Social Watch Benin*
AFRICSanté
Kenya AIDS Consortium
(KANCO)
National Empowerment
Network of People Living
with HIV/AIDS in Kenya
ActionAid Nepal
BP Memorial Health
Foundation*
The Nigerien Association
for Family Well Being
Positive Action for
Treatment Access*
The Shepherds Hospice
Sierra Leone (TSHSL)*
Action Group for Health,
Human Rights and HIV and
AIDS*
Uganda Network for AIDS
Service Organizations

Country
Project
ROUND ONE (*Bridge Phase)
Benin
Citizens watch on the health sector in Benin
Burkina Faso Dissemination of Kesho Bora Results
Kenya
Enhancing CSOs Partnership in National HIV and AIDS
Reponses Monitoring and Accountability in Kenya
Kenya
Monitoring and Analysis of the Implementation of the
Kenya PEPFAR Partnership
Nepal

Strengthening Basic Free Health Care Services at Local Level

Nepal

Making sexual and reproductive health treatment more
equitable and accessible
Advocacy for promoting reproductive health in Niger

Niger
Nigeria
Sierra Leone
Uganda

Uganda

Campaign to win activist demands in PEPFAR Partnerships
Frameworks and cause a Nigeria CCM reform
Health Alliance: Building Civil Society engagement with
state actors on people‐centered health policy
Improving health outcomes in Uganda through building the
capacity of Civil Society Organizations to constructively
engage in health policy processes
Promotion of universal access to antiretroviral treatment
(ART) in Uganda through effective CSO engagement of
national duty bearers.
Strengthening delivery of the Health Service System in
Zambia through participation of CSOs and local
communities
ROUND TWO
Citizen Forum on Governance and Health: Mobilize civil
society response to improve the impact of Global Fund
grants in Cameroon
Advocate for the timely development and implementation
of health sector legislature, policies and guidelines towards
the realization of a devolved health system in Kenya
Enhancing CSOs participation in county government’s
health agenda
Strengthening the role of civil society in decentralized
health systems through radio

Treatment Advocacy and
Literacy Campaign (TALC)
Zambia

Zambia

FISS‐MST/SIDA

Cameroon

Health Rights Advocacy
Forum (HERAF)

Kenya

Kenya AIDS Consortium
(KANCO)
Mali Health Organizing
Project

Kenya

ActionAid International
Nepal
Family Planning Association
of Pakistan

Nepal

Citizen’s action for improving basic health services

Pakistan

Save the Children UK
Union des Organisations
Non Gouvernementales du
Togo (UONGTO)
Action Group for Health,
Human Rights and
HIV/AIDS (AGHA)
Coalition for Health
Promotion and Social
Development (HEPS)

Sierra Leone
Togo

Advocating for adolescent and youth reproductive health
concerns to be included in provincial health policies in
Pakistan
The Election Health Advocacy Project
Strengthening the participation of Togolese CSOs to
improve the effectiveness of health care financing and
delivery
Engaging CSOs, Government and Development partners for
improved health outcomes in Uganda

Mali

Uganda

Uganda

Safe guarding public health through the full use of TRIPS
flexibilities in Uganda
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In discussion with the IHP+ Core Team several changes were made by Oxfam to the grant making
process in Round Two based on lessons drawn from Round One. Learning from some of the
challenges faced during Round One and concerns that the HPAF was not aligning with IHP+ objectives,
changes were made to the grantee selection process, the structure and role of the PTC, grantee
reporting requirements, capacity building provision and the HPAF management structure. An
overview of the lessons learned and changes made are presented in Figure 3 below.
Figure 3: Changes made from Round One to Round Two
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3

Review findings

This section presents the key findings coming out of the documentation review, grantee survey and
stakeholder interviews. It incorporates an analysis of the key areas of focus listed in the terms of
reference: progress and achievements across individual CS grants; and, the extent to which,
collectively, the nature of grant activities and deliverables are in line with the overall objectives of the
HPAF program. The latter section incorporates findings on whether local findings at the sub‐national
level have been able to feed into national policy processes, whether links have been made and
learnings shared between CSOs in country and perspectives on increased networking and coalition
building between health CSOs as a result of the HPAF grants.

Progress and achievements across individual grants
The grantee survey indicates that on the whole grantees feel that they were able to achieve their
original objectives under the HPAF grant to a moderate or high extent. These results are based on
their own perspectives which may provide a bias, but we did also examine some sets of grantee
reporting more closely, the results of which are presented later in this sub‐section. As illustrated in
Figure 4, of the ten (out of 13) grantees in Round One who responded to the survey 70% felt that they
achieved their original objectives to a high extent. Of the eight (out of ten) grantees in Round Two that
responded to the survey, 63% also felt that they achieved their original objectives to a high extent.
Figure 4: Grantee survey responses: “Specify the extent to which you achieved your original objectives under the HPAF
grant?”

Grantees in general highlighted that they do have access to the right government actors at the
national and sub‐national level as well as the development partners, and also that they can
influence the discussion during these meetings to a moderate/high extent. Interestingly it also
appears that even though development partners are the most accessible, they are also the hardest to
influence followed by national government decision makers and then sub‐national government
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decision makers (see Figure 5). Although the results around grantee influence look positive overall, it
could be the case that the responses are directly related to those decision‐makers that the grantees
already have a relationship with. Additional questions (presented in Figure 6) that probed on this area
more broadly did highlight that several grantees think that in general government actors do not see
CSO evidence as credible, there is a high‐level of distrust between CSOs and policy makers and policy
processes are not open to CSO engagement.
Figure 5: Grantee survey responses: Engagement with, and influence of government and development partners

A detailed review of eight sets of grantee documentation8 highlighted some key achievements
under the HPAF grant but also a recognition that grantees active in the health policy advocacy space
are frequently constrained by factors outside of their control. Annex C presents supporting analysis
for the eight grantees for whom documentation was reviewed in detail, and the summary presented
in Table 4 overleaf highlights the achievements of each of these grantees as well as some of the
challenges faced that impacted their progress.
Common themes in terms of challenges that run across the different grantees and that surface from
the broader set of interviews, the review of Oxfam’s documentation as well as from the detailed
grantee documentation, include:


Lack of coordination and clarity on roles and responsibilities in policy making processes. Several
grantees noted that confusion about the roles of various government departments, as well as a
lack of coordination between government departments impacted their ability to track and assess
policy implementation and advocate effectively for change.

8

Social Watch Benin (R1), AGHA Uganda (R1 and R2), Action Aid Nepal (R1 and R2), HERAF Kenya (R2), FISS‐
MST/SIDA Cameroon (R2), Family Planning Association Pakistan (R2)
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It would help if grantees had a more solid understanding of processes and institutions on the
ground in each country. Linking grantees with IHP+ partners in‐country, through the secretariat’s
of the Health Sector Steering Committee (in some countries known as the Health Partners Group)
could serve to address this issue to some extent.


A reliance on external stakeholders to deliver on planned activities which is inherent to policy
advocacy processes. The nature of the grantee activities and IHP+ objectives around engaging in
national policy, planning and accountability processes requires that grantees interact both with
other CSOs and other government and development partner institutions. In a number of
countries, governments do not really agree that civil society has the right to be involved in policy
dialogue, or only pay lip service to it. In those cases in particular, but in general as well, civil society
involvement in policy process is often based on personal/individual relationships between civil
society representatives and government officials. This requires grantees to continually identify,
develop and nurture new relationships.
To support grantees in this regard it would help if all IHP+ signatories were more aware of the
HPAF and the different activities the grantees were undertaking in‐country. This would allow
grantees to leverage IHP+ partners in terms of scheduling meetings and activities, seeking
alliances, and holding actors to account more publically if they choose not to engage.



Lack of capacity/knowledge among CSOs themselves. To effectively deliver on planned activities
under the grants CSOs themselves do need a certain level of understanding around how to
undertake policy advocacy as well as government policy processes and structures around health
financing and policy development and implementation. Many grantees and the CSOs that they
collaborate with had limited knowledge in these areas hampering their ability to meaningfully
engage. Specifically, it’s not uncommon for grantees to be unclear on how to engage with policy
makers and the difference between activism, advocacy actions and sustained advocacy or
lobbying. Moreover, many CSOs are strong in a specific area (e.g. HIV/AIDS or maternal health)
which is often their legacy and strong basis for legitimacy and credibility as the civil society voice,
but this focus may give rise to difficulties engaging in broader discussions around, for example, a
five‐year health sector strategic plan.
The HPAF can play a key role in terms of providing capacity building support not only to their
grantees but also to other member CSOs in the coalitions which they work. This support would
need to address both best practices in terms of policy advocacy as well as more tailored country
specific support around institutions, structures, processes and procedures.



Lastly, grantees often face logistical constraints. Policy and planning documents are not shared
well in advance, and invitations to meetings come late, making it difficult for CSOs to consult with
constituents, particularly for umbrella organizations. In addition, for sub‐national CSOs the
distance to travel for meetings can be far and electricity and ICT challenges hamper CSOs ability
to engage remotely. Whilst this may be tackled partially by ensuring strong and supportive
relationships and by strengthening the CSO capability as highlighted before, it was also mentioned
– in very practical terms – as a challenge in and of itself which the HPAF can’t always impact.
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Table 4: Summary of grantee achievements and challenges

Grantee (Round)
Social Watch
Benin (R1)

FISS‐MST/SIDA
Cameroon (R2)

HERAF Kenya (R2)

Achievement highlights
• Organized two public accountability
meetings with the population to report
on the management of funding received
from the State in each Health Area
• Reviewed and summarized all laws and
regulations related to health
• Published a report on social audit findings
• Conducted a national study of the
governance system of the Global Fund
grants and the role of civil society in
strategic monitoring
• Strengthened the capacity of 20 leaders
of civil society organizations in strategic
monitoring, policy analysis and
governance in health
• Disseminated analyses of proposed draft
legislations, policies, standards and
guidelines; and identifying issues for
advocacy
• Organized and facilitated two discussion
forums to disseminate analysis reports on
proposed health legislations, policies
standards and guidelines

Challenges
• Activities around the establishment of a civil society national observatory on public health
and strengthening the capacity of the Management Committee of Health Centers and
Health CSOs on effective fund management were not achieved. When CSOs request
information on resource allocation and utilization from health centers these public services
assume they do not have to report to CSOs.

The dissemination of the study report was delayed and the organization every six months of
a debate with the media on governance in programs financed by the Global Fund was also
not achieved
Other challenges included:
• The administrative procedures to conduct research
• A difficult collaboration with WHO and the MoH
• The UNAIDS Country representative with whom FISS‐MST/SIDA began the project was
replaced by another person mid‐way through the project.
• HERAF had embarked on the development of policy briefs on the proposed Health Bill.
However, this had to be put on hold as there has been no clear update on the status of the
health bill
Other challenges included:
• Lack of clarity on the government agencies and constitution implementation bodies on the
progress and status of various health policies and legislations within the health sector
• Cases of conflicted individual interests among some stakeholders within the health sector
devolution process
• Insufficient coordination among health CSOs as they advocate for health issues within the
devolved government structures
•
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Grantee (Round)
Family Planning
Association of
Pakistan (R2)

AGHA Uganda (R1)

Achievement highlights
• Conducted gap analysis of the National
Health Policy
• Developed advocacy tools for policy
makers highlighting policy gaps
• Built the capacity building workshop for
stakeholders (civil society, media, youth,
ministries and Parliamentarians)
• Brought technical support to the
Provincial Health Departments for
drafting of the Provincial Health Policies
(Punjab and Sindh)
• Organized a two day training for CSOs
(CBOs/NGOs) working on health rights in
Uganda
• Translated two policies on patient’s rights
and HIV/AIDS in 2 local languages so that
community members could easily read
and understand them to demand
accountability
• Coordinated CSOs to meet with the MoH
and discuss the draft national policy on
NCD
• Mobilized CSOs to attend monthly
Technical Working Group (TWGs)
meetings

Challenges
• Confusion about the roles of various departments and government
• Different health priorities in provincial health sector strategy plans
• Lack of research and accurate statistics on the status of reproductive health of adolescent
and young people in the country
• Lack of coordination among related departments such as Youth, Education, Population and
Social Welfare.

•
•
•
•

Limited time frame for training
High demand for copies of the policies with a limited resource envelope
Difficulty to influence the social service committee as timing of the advocacy was when the
parliament was under pressure to pass the budget as required by the budget act
Lack of political will to give priority to health issues
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Grantee (Round)
AGHA Uganda (R2)

Action Aid Nepal
(R1)

Action Aid Nepal
(R2)

Achievement highlights
• Produced the third edition of CSO shadow
report for FY 2011/12
• Organized a half day CSO meeting to
discuss the implementation of the Health
Sector Strategic Investment Plan III and
IHP+ in order to increase awareness in the
progress on the implementation of the
Plan
• Participated as a coalition in the 18th
Health Sector Joint Review Mission, this
was organized by the MoH and
Development Partners as part of sector
monitoring and evaluation function.
• Published a report on “national level
health policy analysis”, which is being
used by AAIN partners which was shared
with the government agencies
• Conducted 10 events to empower
women’s groups on right to health,
women rights and free health policy
• Produced two community scorecard
reports
• Selected and trained REFLECT facilitators
from each Village Development
Committee. They have been facilitating
REFLECT classes regularly in various
issues.
• Continued community scorecards for
improving health services

Challenges
• Most civil society organization members had limited knowledge on health financing (health
budget related issues), and the training which AGHA provided to the other coalition
members was not adequate to empower them effectively
• Limited networking among different coalitions in health and other sectors and lack of
knowledge among health CSOs on the Ministry of Health governance structures which limits
their engagement if they are to carry out lobbying.

•
•
•
•
•

Limited duration of one year for the social mobilization program
Limited number of social mobilizers
Many national health policies are not shared with the general public
Difficulty to teach medical terms even in simplest language to the community people
Rigidness in changing the internal policy of health

•

Difficulties to hold regular sessions of REFLECT classes during the farming season due to the
busy schedule of women in field and household work
Geographical constraints make people reluctant to use local health facilities

•
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The grantees surveyed flagged insufficient funds as the main obstacle they face in engaging in
national health policy, monitoring and accountability processes (see Figure 6). This was followed by
a lack of evidence to advocate to policy makers, insufficient notice to take part in meetings or
document reviews and staffing time constraints within the CSOs. These factors give some useful
pointers in understanding how CSO engagement can be increased, and in addition to financial support
what else the HPAF program should seek to focus on, e.g. strengthening CSO capacity to develop
evidence based advocacy, and leveraging IHP+ partners influence to ensure that CSOs are invited to
meetings and that documents are shared in advance.
Figure 6: Grantee survey response: To what extent does your organization face the following obstacles in engaging in
national health policy, monitoring and accountability processes?

Extent to which grantee activities align with the HPAF’s overall objective
The HPAF is designed to help support and build the capacity of civil society to truly engage with, and
critique/influence, the aid and development effectiveness processes happening in their country. Up
to now, civil society’s involvement in these processes at national level has been very ad hoc, with civil
society in some countries being more engaged than others, and some being more effective in this
engagement than others. The grants program therefore seeks to provide civil society health
organizations, networks and coalitions with the opportunity to learn new skills, become better
coordinated, and increase the impact of their work. In particular it is important that sub‐national
activities can feed into national processes, CSOs can share their learnings under the HPAF grant with
other CSOs, and increase networking and coalition building.
Overall, grantees felt that their activities under the grant contributed to their ability to overcome
the obstacles they face in engaging in national health policy, monitoring and accountability
processes. The results in Figure 7 show that 100% of survey respondents in each round felt that the
HPAF grant contributed to overcoming the obstacles they face to a high or moderate extent.
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Figure 7: Grantee survey response: “Specify the extent to which the HPAF grant contributed to overcoming the obstacles
you face in engaging in national health policy, monitoring and accountability processes?”

Of the sets of grantee documentation reviewed in detail, the activities did on the whole align with
the HPAF’s overall objective (see Table 5 overleaf where the consultants have assessed grantee
alignment), but it’s important to note that this was not a randomly selected group9. It was well noted
by both IHP+ and other stakeholders however that in general the activities in Round One, although
important, were not sufficiently linked to the aid and development effectiveness agenda.

9

See footnote 3 in Chapter One for explanation of selection process.
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Table 5: Consultant’s rating of overall contribution of grantee activities to IHP+ objectives based on documentation review

Grantee (Round)
Social Watch
Benin (R1)

Rating

GOOD

FISS‐MST/SIDA
(R2)

HERAF Kenya
(R2)
Family Planning
Association of
Pakistan (R2)
AGHA Uganda
(R1)

GOOD

GOOD

GOOD

GOOD

AGHA Uganda
(R2)
GOOD

Action Aid Nepal
(R1)

MEDIUM

Action Aid Nepal
(R2)
MEDIUM

Explanation10
This project aligns with IHP+ objectives in that civil society is being
strengthened to act as a watchdog and give feedback on government
performance in the health sector. The grantee engaged with the MoH at
both district and national level to ensure findings fed into national
processes.
This project aligns with IHP+ objectives in that civil society is being
strengthened to act as a watchdog and give feedback on donor
performance in the health sector. It also advocates and communicates
the importance of effective aid for better results
This project supports civil society to better understand and be able to
engage in the development and assessment of health legislation, policy
and guidelines
The project is designed to increase the engagement of CSOs in developing
health policy at the sub‐national level, not at a national level. However
given the nature of devolution in Pakistan this is the appropriate level to
engage with from an IHP+ perspective
This project supported civil society’s ability to engage in policy
development processes and brought CSOs together to speak with one
voice to the MoH on draft national policies (e.g. the draft national policy
on NCD)
CSOs participated in the 18th Health Sector Joint Review Mission, this was
organized by the MoH and Development Partners as part of sector
Monitoring and evaluation function. This project also allowed CS to act as
a watchdog and give feedback on health sector performance through the
shadow reports developed
This project did seek to engage civil society in assessing the national
health policy but the focus at the district level on access to health care,
although important, doesn’t directly align with how IHP+ believes that
civil society can contribute to its goals
Similarly to Round 1, this project does have components that contribute
to IHP+ objectives (e.g. acting as a watchdog and giving feedback on
performance) but it was very focused on specific areas where the NGO
works and the CSO has struggled to feed the findings into the national
dialogue

Whilst activities that are encouraged by IHP+ (e.g. joint health sector annual plans and reviews)
essentially take place at the national level (apart from in federal countries such as Pakistan) several
grantees demonstrated how they were effectively able to feed sub‐national activities into these
processes. The actual implementation of health policy and investment plans happens at the sub‐
national level but the information and results need to feed into the national policy dialogue. Grantees
that worked at all different levels in a country (local to national) were most effective, both because
local presence (sometimes including service delivery) provides credibility with the government but
also because it ensures that grantees are able to represent the public’s point of view. In Uganda, AGHA
10

The assessment is based on comparing the grantee project activities with the guidance provided by IHP+ on
its website as to how CSOs should be engaging. “Civil society can contribute to the goals of IHP+ in five main
ways: Engaging in developing and assessing a national health plan; Committing to supporting a national health
plan and being part of a country compact; Acting as a watchdog and giving feedback on performance; Being part
of IHP+ governance structures and working groups, through IHP+ civil society representatives; Advocating and
communicating that effective aid helps get better results.”
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and the Coalition on Health Rights (of which it is Secretariat) worked in a few districts to train local
CSOs to collect data for the health sector shadow report and then used the coalition’s cross‐country
reach to effectively campaign and disseminate findings at the national level. In Kenya, HERAF invited
national level decision makers to take part in meetings at the county level to encourage the different
levels of government to speak to each other. In Nepal, the grantee recognized that although their
community scorecards were very effective at the local level at making citizens aware of their rights
and health centers improving their performance, the grantee struggled at the national level to build
relationships with the Ministry of Health in order to feed their findings into national policy dialogue
and monitoring processes.
Further, there were some useful lessons around the ability to form linkages between CSOs and
increase networking and coalition building. Nearly all of the grantees surveyed have formed linkages
with other CSOs to share lessons under the HPAF grant (see Figure 8) but made clear in the interviews
that they can see this needs to go much further to be effective. HERAF (Kenya) was able to form a
team of organizations that supported the review of health policies and they were able to speak with
one voice in the review of the policies. Lessons are shared within these organizations which are further
disseminated to the partners of these organizations. The ability to share learnings has not been as
successful in countries such as Cameroon. Interviews with both the grantee and non‐grantee CSOs in
Cameroon highlighted the lack of civil society networks in the health sector and although the grantee
did organize a meeting bringing together ~100 CSOs there was little follow‐up activity or “ripple”
effect. Further, in Cameroon, there is also distrust amongst the civil society community themselves in
terms of which organizations are out for personal gain, and responding to donors needs purely for
funding, and those which actually reflect the needs of the citizenry. Other IHP+ countries face similar
situations where there is no obvious natural leadership that can pull the health CSOs together to
engage with government with one voice.
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Figure 8: Grantee survey response: “Has your organization formed linkages with other CSOs to share lessons under the
HPAF grant?”

In terms of sustainability, several of the grantees surveyed felt that they would be able to continue
their activities post‐grant (see Figure 9) but the results are quite mixed. What was made clear from
the grantee interviews is the challenges that grantees face in leveraging additional funding to continue
their work. When trying to raise funds CSOs need to be able to demonstrate their lessons learned,
gaps identified and future direction and the HPAF’s initial grants provide a good means to do this.
AGHA in Uganda highlighted how they will only be able to continue their activities if they can find
another development partner to provide support. Discussions are underway with institutions such as
SIDA and Open Society Initiative but both say that these types of activities funded by the HPAF don’t
align with their respective priorities. Other IHP+ partners focus on supporting government directly e.g.
through loans for hospital rehabilitation and are therefore not interested in strengthening civil society.
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Figure 9: Grantee survey response: “Specify the extent to which you have been able/think you will be able to continue the
activities initiated under the grant?”

Promisingly, nearly all the grantees believe that their activities under the HPAF grant increased their
ability to engage in specific aid and development effectiveness processes. Figure 10 presents the
survey results highlighting that grantees felt that the grant helped them in ‘shaping’ activities but less
so in monitoring reviews and progress. Specifically, in both rounds the majority of grantees felt that
the HPAF grant activities contributed to their ability to participate in the following activities to a
moderate or high extent: the development or joint assessment of national health sector strategies
and/or operational plans, developing and negotiating the country compact or equivalent partnership
agreement, dialogue with policy makers, and holding government and aid donors accountable. The
areas where the results are less positive include: monitoring progress against compact commitments
and monitoring and analyzing joint health sector reviews. 38% of grantees in Round Two felt that their
activities under the grant barely contributed to their ability to engage in these processes. It is
important to recognize that during the grant period a joint health sector review may not have taken
place in the respective countries, and it also may be the case that CSOs were doing these activities
anyway prior to the grant, but nevertheless the results do highlight a need to more proactively tie the
HPAF grants program with specific activities encouraged by IHP+ around aid and development
effectiveness.
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Figure 10: Grantee survey responses: “To what extent did your activities under the HPAF grant increase your ability to
participate in the following processes?”

The HPAF’s comparative advantage
Throughout the review, a strong appreciation was shown for the value of the HPAF and its approach,
and interviewees’ highlighted key elements that they would like to see continued in any version of
the fund going forwards. The HPAF’s value‐add was seen it terms of its flexibility, personal
relationships, learning and sharing events and guidance and technical support:
 In terms of flexibility, grantees appreciated the simplicity and workability of the reporting and
proposal formats as well as the Grant Manager’s understanding when they had to change their
plans due to unforeseen events. For example, in Pakistan because of the elections, the grantee
had to change its plans quite a bit. The Grant Manager was both flexible with that and helped the
grantee in thinking through how best to approach things. Many other donors either don’t allow
changes or have a very cumbersome/time consuming change process
 With regard to personal relationships, the Oxfam staff made an effort to get to know each grantee
individually and all were visited at least once in each round. Grantees felt that there was an ‘open‐
door’ communication policy with the Oxfam team outside of specific reporting procedures. The
two learning and sharing events held in each of the respective rounds were highly valued by the
grantees
 Lastly, the guidance and technical support provided by Oxfam was seen as critical and although
highly appreciated, more would have been preferred. This included the specific advocacy training
session as well as the linkages that the Oxfam team were able to make during the field visits by
connecting Oxfam country offices, CSOs and IHP+ partners (e.g. DFID or WHO) in‐country with
grantees. In theory, the PTC is also expected to take on an active mentoring role with the grantees
that operate either in their countries or areas of expertise, and where this worked (e.g. in Mali) it
was highly valued by the grantees. However, in practice, recognizing that the PTC role is voluntary
(an additional responsibility to the members full‐time jobs) and unfunded this has been difficult.
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Oxfam has also been hesitant to push PTC members on this due to the voluntary nature of the
role, and there aren’t PTC members that are knowledgeable about, or present in, all the countries
where the HPAF has grantees.
The stakeholders interviewed also noted that there are very few alternate sources of funding for
the type of activities that the HPAF funds, and of those that exist the HPAF is rated very favorably
(see Figure 12). The vast majority of money for CSOs in the health sector is disease specific (prevention
/ promotion) and does not address issues of aid and development effectiveness. Although non‐
exhaustive, a desk research exercise (see Figure 11 overleaf) by Dalberg to identify alternative funding
sources substantiated this point. The finance source identified that is most similar to the HPAF is the
GAVI Alliance CSO support. In early 2011, GAVI established a direct funding mechanism to civil society
in the form of an umbrella grant to the GAVI CSO Constituency. The grant, managed by Catholic Relief
Services (CRS), supports country‐level civil society to build capacity of national CSO platforms for
effective engagement in expanding immunization coverage and health system strengthening. Unlike
the HPAF which is more broad (not‐intervention/disease specific) the primary aim of the GAVI CSO
project is to facilitate and improve collaboration between civil society, government and UN partners
involved in immunization policy and service delivery.
In addition, the Partnership for Maternal, Newborn and Child Health (PMNCH) small grants program
supports rapid mappings of CSOs involved in advocacy for reproductive maternal, newborn and child
health advocacy, the organization of national civil society advocacy stakeholder meetings to discuss
and agree on common priorities, needs, and the development of joint work plans around advocacy for
women’s and children’s health. Although not health‐specific (and not yet an IHP+ country), Tilitonse
in Malawi is an example of a multi–donor pooled grant making facility supporting more accountable,
responsive and inclusive governance in Malawi through grants to projects led by civil society and other
local organizations. An initiative such as this can provide complementary funding to the HPAF grants
as CSOs seek to more deeply engage in national governance and policy processes.
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Figure 11: Mapping of funding sources available to CSOs for health advocacy activities (non‐exhaustive)

Source: Agency websites; Dalberg analysis
Figure 12: Grantee survey response: “HPAF’s comparison with other sources of funding for health policy engagement
activities”

34

The HPAF’s areas for improvement
Despite the achievements to date and the improvements made between Round One and Round
Two, stakeholders identified six main areas where improvements still need to be considered:


Ability to measure the HPAF’s achievements and promote itself. Currently, the HPAF Grant
Manager and grantee reporting is very qualitative and there are no agreed performance indicators
by which IHP+ can monitor the HPAF’s progress. Going forwards, IHP+/HPAF needs to determine
key indicators by which its performance can be measured with regards to civil society contribution
in aid and development effectiveness processes. This will help the HPAF increase its visibility
amongst IHP+ signatories and encourage them to jump on board in terms of promoting the fund
and engaging with its grantees.



Increased connection between grantee activities and aid and development effectiveness and
IHP+ partners. Very few CSOs approach their activities in the health sector with an aid
effectiveness lens and rarely have a comprehensive understanding of IHP+ and its objectives,
the importance of the aid and development effectiveness debate and why it is relevant to them.
To increase the HPAF’s value, aid and development effectiveness must be packaged and
communicated in a way that is relevant to CSOs. It was also suggested that the HPAF be more
nimble in reacting to specific in‐country initiatives (e.g. JANS, JARS) that hadn’t previously been
anticipated, or look at countries where these processes are coming up over the next two to three
years and strategically think about how best to support civil society to engage. During the
interviews we often heard of the challenges CSOs face in terms of meeting with the WHO and
other IHP+ partners. In theory, all IHP+ country based partners have a role in promoting CSO
engagement, and the challenge is how to increase the connection between the grantees and in‐
country structures such as the Health Sector Steering Committee/Health Partners Group. Whilst
networking inherently can be supported by all partners, a few specific entry points deserve
highlighting. Firstly, the HPAF, the IHP+ Core Team and the PTC can be more proactive in
supporting grantees to network and connect with the relevant actors in‐country. Secondly, there
is also a role for the IHP+ Civil Society Consultative Group (CSCG) which represents civil society in
IHP+ global level discussions. Currently, the relationship between the HPAF and the CSCG is not
formalized but the group is represented on the HPAF PTC. Going forward a more defined
relationship could contribute to increasing connections between grantees and IHP+ partners in‐
country, as well as connections between the HPAF and IHP+ partners at the global level.



Focus should be on supporting coalitions. All the interviews conducted reiterated the importance
of the ministries of health and the donors needing one (or if needed two) civil society reference
points that they can engage with. Given the range of interests and actors in the health sector,
CSOs struggle to come together to speak with one voice and be heard effectively in forums where
decisions are made. Although there may be coalitions/networks focused on specific diseases (e.g.
HIV/AIDS), regions (district/provincial level) or thematic areas (e.g. maternal, new born and child
health) which are also important, effective engagement in aid and development effectiveness
processes at the country level requires health CSOs to align around common positions, strategies
and messages, and provide government and the development partners with a common reference
point with which they can engage. As illustrated in Figure 13, 100% of the grantees surveyed
recognize that being part of a coalition is critical to engaging in national processes, and 73% think
35

that HPAF grants would be more effective when made to CSO coalitions rather than individual
CSOs.
Figure 13: Grantee survey responses: “To what extent is being part of a coalition important when engaging in national health
policy, monitoring and accountability processes?”

It is important to note however that there was a differing in opinion among the stakeholders
interviewed around whether only national coalitions should be supported especially given that
not all countries have such coalitions in place. There was also a concern that focusing purely on
national coalitions could be both short‐sighted, elitist and not appropriate in all countries.


More comprehensive support to fewer grantees. Grantees’ limited operational and policy
capacity, and the strong need for coordination and strategic guidance are major concerns raised
by the HPAF. This was echoed by the repeated request that the HPAF engagement with CSOs
needs to go beyond the financial. Support must be comprehensive in order to make a difference
and this requires time and dedication. In addition to funding, capacity building support in areas
such as the latest thinking on policy influence and how to undertake research on policy issues
were also seen to be important (see Figure 14).
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Figure 14: Grantee survey responses: “How important are the following types of support in enabling your organization to
better engage in national health policy, monitoring and accountability processes?”

In the current set‐up, Oxfam’s resources are not sufficient to deliver as much capacity building
support as they would like to, let alone get grantees involved into debates which are new to them,
such as IHP+ and development effectiveness. In order for the Grant Manager to develop a more
in depth understanding of partners and contexts and provide ideal support to them a smaller
group of grantees would be desirable.


Larger grant size. All grantees raised the issue of requiring more money, however, it is important
to note that in Round One several grantees were not able to spend their entire grant. Most of the
non‐grantee stakeholders are of the opinion (and the consultants also agree) that CSOs shouldn’t
see this as their core source of funding. The HPAF should be seen more as a catalyst to allow for
innovation, help CSOs showcase what they are doing and link CSOs to other sources of funding. If
the HPAF can support CSOs effectively with specific activities that enable them to engage in
national processes they can then move to the next level and be attractive to other donors and
IHP+ partners in particular.



Longer timeframe for grants. When we asked grantees how they would improve/strengthen the
HPAF approach, all referred to lengthening the timeframe of the grants even taking into account
the fact that Round Two (18 months) was longer than Round One (12 months). CSOs explained
not only how policy advocacy processes by their nature take a long time, but also that to monitor
specific processes such as the implementation of a three‐year Health Sector Investment Plan
would require a three‐year grant. This point is also tied to the fact that CSOs are not always able
to control for factors that impact their ability to deliver on their grant activities, and a longer grant
period would give them more flexibility to actually achieve results. A key limiting factor in this area
is the fact that IHP+ Core Team works on a two‐year budget cycle so committing funds for a longer
time period would be a challenge. However, a way around this for further exploration would be
to remove the HPAF from the responsibility of the Core Team and have it taken forward by one or
more of IHP+ partners, or to de‐link it from the IHP+ completely.
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Bringing together all the review findings presented above, four takeaways emerge when thinking
about any future role of the HPAF.







First and foremost, CSOs need support (both financial and technical) when it comes to engaging
in aid and development effectiveness processes, and for CSOs to meaningfully engage in national
health policy processes they need to form coalitions with a united voice
Significant improvements have been noted by all the different stakeholders between Round One
and Round Two in terms of the HPAF’s ability to respond to IHP+ objectives. However, in the words
of many interviewees: “The HPAF is not there yet”. Limitations to the HPAF approach need to be
addressed and further strategic improvements are needed to allow the fund to better meet IHP+
objectives
A source of funds to CSOs such as the HPAF, which is specifically focused on engaging in health
policy, is unique and fills an important gap in the health advocacy financing sphere
Several elements of the HPAF are highly valued by stakeholders and should be retained in any
future version of support to CSOs.

Drawing on the above conclusions, we strongly recommend that IHP+ continue financing support to
CSOs through a grants‐based program. However, to increase the effectiveness of its resources and
align more strongly with its core objective, some strategic changes to the approach are required.
These are elaborated on in the following Chapter.
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4

Looking forward

The terms of reference seek answers around whether IHP+ should continue supporting the HPAF for
additional rounds of grants and if so, what approach should be used. As outlined in the limitations of
our approach, although we cannot evaluate the potential impact and cost‐effectiveness of any
alternatives to the HPAF or undertake a review of the potential portfolio of options within IHP+ we
can use the qualitative insights obtained in the stakeholder interviews to draw some meaningful
conclusions around the HPAF as a tool and whether it can be used more effectively to achieve IHP+’s
overall objective of “strengthening civil society engagement in the IHP+ process at the country level,
in line with the IHP+ Global Compact”.
The review was not focused on Oxfam’s performance and we did not gather sufficient opinions and
facts to assess their role. Therefore, rather than focus on who takes on the role of Grant Manager, this
chapter explores the models that any outsourced Grant Manager could deploy and the characteristics
that are important in choosing who that Grant Manager would be. This chapter begins with two basic
tenets that need to be considered for any revision of the HPAF. Based on this we outline different
scenarios and their supporting rationale as well as the implications of each for the IHP+ Core Team
and the HPAF Grant Manager. We conclude with a presentation of key elements that any new version
of the HPAF should include going forwards, irrespective of the model chosen.

Alternative models for consideration
There was a strong consensus that to achieve “greater civil society engagement in national policy,
planning, monitoring and accountability processes” the focus of IHP+ support should be on national
health CSO coalitions/networks. Aid and development effectiveness processes take place at the
national (or provincial level in cases such as Pakistan) and it is not practical to expect all CSOs
(especially smaller, more remote ones) to be able to meaningfully engage at this level. This does not
mean however, that the activities they are undertaking are not critical to feed into national processes.
Rather it means that CSOs need to engage in coalition building that provides both depth (sub‐national
activities and findings feeding into the national dialogue) and breadth (membership across civil
society) to ensure appropriate representation as well as both grassroots knowledge and national
legitimacy. While many CSOs are making progress in health policy engagement and having some
impact on the overall situation at country level, this is a long way from systematic and meaningful CSO
involvement in health policy processes which really requires a collaborative engagement.
However, it was also made clear through the interviews that the diversity and number of IHP+
countries presents a plethora of situations in terms of: health CSO engagement, government’s
willingness to work with civil society, stages and success of aid and development effectiveness
processes, and civil society cohesion and capacity in the health sector. The 34 IHP+ country
signatories11 cover three different continents and range from countries such as Burundi, Nepal,
11

Africa: Benin, Burkina Faso, Burundi, Cameroon, Cape Verde, Chad, Côte d'Ivoire, DR of Congo, Djibouti,
Gambia, Guinea, Ethiopia, Guinea Bissau, Kenya, Madagascar, Mali, Mauritania, Mozambique, Niger, Nigeria,
Rwanda, Senegal, Sierra Leone, Sudan, Togo, Uganda, Zambia; Asia: Cambodia, Nepal, Pakistan, Vietnam; and
Central America: El Salvador, Haiti
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Ethiopia, and Mozambique which were among the first signatories in 2007, to newer signatories such
as Haiti where the Compact was just signed in May 2013, and others such as Mali where although the
Compact was signed in 2008, the recent conflict has hampered early developments made. Within all
the different countries, civil society has different histories and experiences with government
openness, policy engagement and advocacy work. At an individual country level, the myriad of health
CSOs also present a wide range of leadership and implementation capacities, levels of legitimacy and
levels of mutual respect from their peers. In some countries, national coalitions are seen as proxies of
government and in others coalitions are seen to spend a lot of time talking but less time actually
making an impact.
Given this diversity, we see three distinct models that the IHP+ Core Team can consider. Whilst
these models differ in the selection of situations to engage in, they are consistently designed to best
contribute to responding to the specific challenges in the situations selected. The models are
outlined below and Figure 15 illustrates their different areas of focus. For each of these models we
provide more detail in Table 6 on what the actual format in terms of grant duration, selection
processes, oversight and so forth would look like.


Model A: “Leveraging existing opportunity”. Taking into account the two basic tenets presented
above, this model focuses on the HPAF seeking to obtain the biggest “bang for buck” and only
targeting CSOs in those more “mature” countries where coalitions already exist and are engaging
with government. The HPAF will no longer run the risk of spreading itself too thinly and instead
focus its limited resources on “building on success” in those countries where health CSOs can
more easily engage with government. Under this model, the HPAF Grant Manager would be more
targeted in its selection of grantees, and have fewer grantees that it can more deeply engage with
at a strategic level using a similar level of resources.



Model B: “Targeting the greatest need”. This model takes the opposite approach and rather than
focusing on existing strength and successes recognises (in line with the spirit of the IHP+) that it
is important that civil society in all IHP+ countries has the opportunity to apply to the HPAF for
support and be encouraged to more effectively engage in national health policy processes. Under
this model, the HPAF Grant Manager would proactively focus on where the need to build and
strengthen this CSO engagement is greatest and the overall impact, although more long‐term,
could be the most profound. The HPAF Grant Manager would target countries where civil society
in the health sector is still fragmented and some way from being able to effectively engage in
national health policy, planning, monitoring and accountability processes, and provide more
operational capacity building support.



Model C: “Blended approach”. This model recognises that the approaches outlined in both
Models A and B are valid and relevant, but that there is no one‐size fits all approach that the HPAF
can take that will meet the needs of health CSOs in all IHP+ countries. Choosing this option would
be based on the recognition that IHP+ is a global initiative and the conviction that only focusing
on a handful of countries would present both a reputational risk and a lack of commitment to its
rhetoric around the importance of civil society engagement. Therefore, under Model C, CSOs
from a variety of countries would be supported. Grantees and interventions supported would be
on a progressive scale depending on the country situation with the HPAF seeking to contribute to
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a situation where all IHP+ countries over time will reach the point where there are one or two
representative, legitimate health CSO coalitions that can effectively engage in aid and
development effectiveness processes. This implies that the HPAF Grant Manager would provide
different types of support to grantees depending on the countries they are based in. For those
where strong coalitions already exist, the HPAF can be more targeted in its selection and provide
deeper more sustained engagement, and for those countries where civil society is more
fragmented, the HPAF can still support projects that contribute to the beginnings of constructive
engagement of CSOs in national health policy and sector processes.
Figure 15: HPAF grantee focus under the different models

It is necessary to note that all three of the above models retain the IHP+ Core Team as the overseer
of the HPAF. This does however present limitations in terms of grant duration and financial
resourcing. A fourth and final Model D can also be considered but should be viewed as a next step
once a third round using Model A, B or C has been tested:


Model D: “Scaling the approach”. Model D focuses on taking a demonstrated proof of concept
and taking it to scale. This means more grantees, in more countries being supported for longer
time periods, with deeper capacity building support and overall a much larger financial
commitment. For this to be possible the HPAF would need to move away from the direct remit of
the IHP+ Core Team and either become a broader IHP+ institutional tool with financing, support
and oversight provided by one or more IHP+ partners, or be de‐linked from the IHP+ completely.
This would remove some of the constraints the IHP+ Core Team currently faces in terms of its two‐
year budgeting cycle and limited staffing resources, and also provide more longer‐term
sustainability post‐IHP+.

Implications of each model
Under each of the above models there are different levers that can be adjusted in terms of grantee
selection, grant size, grant duration, the skill set of the HPAF secretariat and the role of the IHP+ Core
Team itself. To facilitate IHP+ decision making processes, Table 6 overleaf presents a more detailed
analysis of these different levers for each of the four models leaning on the findings from the
interviews to draw conclusions.
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Table 6: Differing of service offerings by model

Lever
Source of finance
and oversight of
HPAF program

Sphere of
engagement12
Grantee selection
process

Model A: Leveraging existing
opportunity
IHP+ Core Team
 Pilot the model through a R3 of
grants

Model B: Targeting the greatest
need
IHP+ Core Team
 Pilot the model through a R3 of
grants

Model C: Blended approach

 IHP+ countries with mature
CSO involvement and coalitions
that can be leveraged
Targeted approach
 The HPAF could be more
targeted in who they fund on
the back of field visits and
discussions in‐country
 The HPAF would actively target
existing coalitions/platforms
with breadth and depth of
membership to encourage
them to apply for a grant
 The HPAF would then work
with the coalition to identify
their needs and develop a
proposal that aligns well with
the IHP+ agenda

 IHP+ countries with the biggest
gap in terms of CSO involvement

 All IHP+ countries

General call for proposals
 The HPAF puts out a broad call
for proposals to encourage
southern health CSOs to apply
 Selection criteria is provided in
line with the Round Two
approach
 CSOs are initially requested to
submit a two‐page concept note
 The HPAF will then request a
more complete proposal for
those that meet the
requirements

Typology approach
 Countries would be classified
into different typologies as
illustrated in Figure 15 above
 Depending on the country the
selection process would follow
that proposed in Model A and
Model B

IHP+ Core Team
 Pilot the model through a R3 of
grants

Model D: Scaling the approach
Broader consortium of IHP+ partners or
even a de‐linking from IHP+
 Allows for a longer grant duration and
potentially more funding
 Relieves the Core Team of the activity
 Provides longer institutional
sustainability as HPAF won’t be tied to
the lifespan of IHP+
 Elevates the status of the HPAF
amongst development partners
 Potential to include non IHP+ countries
if de‐linked from the program
 Selection process will depend on which
model is chosen to scale

12

The limitation to IHP+ countries under Models A, B and C is more for practical reasons rather than a hard recommendation. Other non‐IHP+ countries could also be
considered
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Lever
Project selection
criteria

Model A: Leveraging existing
opportunity
Focus on existing national
coalitions
 Projects should ideally focus on
coalition strengthening at the
national level and be tailored
to engaging in aid and
development effectiveness
processes in‐country (e.g.
monitoring of health sector
strategic investment plan,
JANS, JARS etc.) and/or
strengthening of a coalition at
the national level (e.g.
financing a secretariat,
organizing meetings to discuss
and agree on common
priorities, needs and work
plans; developing additional
resource mobilization capacity)

Model B: Targeting the greatest
need
Individual local health CSOs
undertaking activities linked to the
development effectiveness agenda
– particularly those deemed
capable of growing into a bigger
national advocacy role
 Similarly to Round Two, projects
should continue to focus on
activities concerning the
constructive engagement of
CSOs in national health policy
and sector processes excluding
direct delivery of health services
 There should still be a move
away from funding single‐
disease / single issue projects

Model C: Blended approach
Typology approach
 Countries would be classified
into different typologies as
illustrated in Figure 15 above.
 Depending on the country the
selection process would follow
that proposed in Model A and
Model B

Model D: Scaling the approach
 Selection criteria will depend on which
model is chosen to scale
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Lever
Grant manager
characteristics

Model A: Leveraging existing
opportunity
[Current package13] plus:
 Deep understanding of IHP+
and health aid and
development effectiveness
processes
 Strong global networks to be
able to effectively target
grantees and understand local
context and provide in‐country
networking support
 Expertise in advocacy and
lobbying in the health sector
 Ability to provide strategic
guidance and capacity building
support in‐country (to all
coalition members)

Model B: Targeting the greatest
need
[Current package] plus:
 Deep understanding of IHP+ and
health aid and development
effectiveness processes
 Strong global networks to be
able to effectively understand
local context and provide in‐
country networking support
 Experience in more hands‐on
support to grantees (e.g. project
proposal preparation, and
budgeting)
 Expertise in advocacy and
lobbying in the health sector
 Ability to provide periodic
training events (e.g. in advocacy)
for grantees
 Proficiency in IHP+ country
official languages

Model C: Blended approach

Model D: Scaling the approach

[Current package] plus:
 Deep understanding of IHP+ and
health aid and development
effectiveness processes
 Experience in more hands‐on
support to grantees (e.g. project
proposal preparation, and
budgeting)
 Strong global networks to be
able to effectively target
grantees and provide in‐country
networking support
 Expertise in advocacy and
lobbying in the health sector
 Ability to provide strategic
guidance and capacity building
support in‐country (to all
coalition members) as well as
remote periodic training events
 Proficiency in IHP+ country
official languages

 Grant manager characteristics will align
with the model that is selected to scale

13
Current package refers to the existing characteristics outlined for the Grant Manager in [World Health Organisation (2009) Request for Proposal document for ‘Manager
for IHP+ Civil Society Country Grants’]. Specifically: (i) Proven experience and capacity (e.g. in the form of a review committee) to assess proposals from civil society
organisations in developing countries in Africa and Asia; (ii) Proven experience or established ability to identify and source capacity‐building/technical support needs of civil
society organisations; (iii) Strong financial management and reporting systems in place; and (iv) Established mechanisms for disbursing funds to developing country civil
society organizations
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Lever
Number of grantees

Grant duration

Grant size (upper
limit)14

Grantees per
country

Model A: Leveraging existing
opportunity
Capped at five
 Very focused in‐depth
support/collaboration provided
to a small number of grantees

Model B: Targeting the greatest
need
Capped at ten
 More operational capacity
building support in line with
grantee needs

2 years
 Maximum possible under
current IHP+ budgeting
processes
 Less risk makes it more feasible
to increase grant duration
which is helpful given long
timeline of advocacy and policy
processes
$40,000
 Grant size is increased linearly
based on increased duration
 Targeted, more experienced
grantees present a lower risk in
terms of fund mismanagement
and a lack of absorptive
capacity
One

18 months
 Maintain current duration with
close monitoring to course
correct if needed
 Increasing duration presents a
higher risk

Model C: Blended approach
Capped at eight with at least two
grantees from each typology per
round
 Limited human resources will
need to provide both in‐depth
strategic support and more
operational hand‐holding
18 months ‐ 2 years
 Duration dependent on grantee
and country

Model D: Scaling the approach
 Potential for up to 34 grantees across
all IHP+ countries
 If de‐linked from IHP+ then numbers
could increase

Potential for longer grants (~3 years)
 IHP+ budgeting processes will no longer
constrain grant duration and a longer
duration can be helpful to support
longer timeline of advocacy and policy
processes

$30,000
 Grant size remains the same
recognising the low absorptive
capacity of some of the weaker
grantees

$30,000 – $40,000
 Size dependent on grantee and
country

$30,000 ‐ $60,000
 Grant size is increased linearly based on
increased duration (e.g. up to 3 years)
 Sizes will align with the model that is
selected to scale

Up to two

Up to two

Up to two

14

We recognize that there are risks in both overfunding and underfunding grantees and the scope of this work did not allow for a detailed analysis to accurately determine
an appropriate grant size under each model. The suggested grant size limits are relative to the current levels and based on the feedback received from both the grantees
and the HPAF Grant Manager on what would be a more suitable grant amount.
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Lever
Capacity building
support required

Balance of capacity
building vs. grant
resources15
Additional
partnerships
Grant resource
envelope (excluding
secretariat costs)

Model A: Leveraging existing
Model B: Targeting the greatest
Model C: Blended approach
opportunity
need
Deep and strategic
Lighter and more operational
Typology approach
 Project development support as  Project development support as
 Countries would be classified
was provided in Round Two
was provided in Round Two
into different typologies as
illustrated in Figure 15 above.
 In‐country trainings (dependent  In‐country ‘mentoring and
on needs) where all coalition
 Depending on the country the
guidance’ support tailored to
members benefit from capacity
selection process would follow
local context provided by PTC /
building support rather than
that proposed in Model A and
HPAF Grant Manager and its
just grantee
Model B
networks
 Twinning between southern
NGOs (experienced coalition
leader e.g. AMREF supporting
the development of a coalition
in another country)
Greater focus on capacity building in terms of relative resource allocation

Model D: Scaling the approach
Blend of both deep and strategic and
lighter/more operational depending on
grantee needs

Greater focus on grants in terms of
relative resource allocation

Detaching grant‐making from capacity building. Potential to explore opportunity to leverage capacity building support provided by CRS under GAVI/CRS
civil society support program. CRS runs training sessions for its grantees (CSO coalitions) in areas such as advocacy, resource mobilization, governance,
project management, and proposal writing 16
US$ 200,000
US$ 300,000
US$ 320,000 to US$ 360,000
US$ 1 to 2 million
(5 grants at $40,000 each)
(10 grants at $30,000 each)
 Depending on the make‐up of
grantees.

15

This refers to the relative balance in resource allocation between “operational costs” to the HPAF Secretariat (which includes capacity building support) and “grant costs”
which are allocated to the CSOs
16
Initial conversations with GAVI indicated this could be feasible but more detailed discussions between IHP+/HPAF and GAVI/CRS are required
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Recommendations independent of the model selected
The above table presented the different elements that are specific to each model. Over and above
these there are additional factors that we strongly recommend are incorporated into any future
rounds of grant making irrelevant of which model is selected. These are as follows.
Clarify the HPAF Grant Manager’s mandate. Currently the Grant Manager’s terms of reference are
more focused on administrative factors rather than on providing direct support to grantees. In
addition to the administrative and fiduciary role which is still important we suggest that their mandate
going forward should clearly articulate:







A more active role in grantee targeting and selection (if Model A or C are selected, this could
include in‐country field visits and expert discussions to identify which countries and CSOs best
align with the criteria)
A stronger focus on building the capacity of CSO coalitions/platforms to engage in aid and
development effectiveness processes, networking, and advocacy (through learning and sharing
events and training in‐person as well as remote support using technology such as Facebook groups
or on‐line platforms for document sharing). It is important to note that, this support does not
necessarily need to be delivered by the Grant Manager itself
A requirement for the HPAF Grant Manager to document and disseminate lessons learned, and
publicize/promote the fund’s activities and results (e.g. publications, flyers/brochures on results)
A more performance based approach in terms of monitoring and evaluating of grant‐making
achievements (this will include field visits and reporting as well as actual tracking of indicators)

Develop and deploy indicators to track success. Under any of the models, the HPAF’s performance
will need to be tracked. Measurement of the HPAF’s performance should be based on a mix of both
qualitative and quantitative indicators. To ensure that the HPAF is feeding directly into IHP+ objectives,
the overall indicator for civil society engagement “evidence that civil society is meaningfully
represented in health sector policy processes ‐ including health sector planning, coordination and
review mechanisms” is a good starting point.17 To align with this, the HPAF can also survey its grantees
pre‐grant and post‐grant to track indicators such as: frequency of meetings with ministry of health
officials, or number of health sector planning, coordination and review meetings attended by grantees
each year. The HPAF’s performance can also be tracked through more general indicators such as:
number of health CSO coalitions that have been established/strengthened with HPAF funds, and
number of CSOs trained on health policy and advocacy.
Retain and build on the personal relationships and guidance demonstrated by the Grant Manager
in Rounds One and Two. Irrespective of which model is selected, it is important that certain elements
be retained. These include the learning and sharing events for each round of grantees, at least one
unique off‐site policy advocacy training session focused on global best practices, and strong, open and
supportive lines of communication between the Grant Manager and grantees.

17

Dalberg understands that the IHP+ Mutual Accountability Working Group may be considering changing or
adding to this indicator. If so, then HPAF’s indicators should also seek to align with any new indicators
developed going forwards
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Explore and develop alternative methods of delivering capacity building support. Under each model,
to ensure that administration costs are kept low, and for the HPAF to retain a lean secretariat, it is
important to think of alternate ways that CSOs can be supported in‐country. It is important that the
Grant Manager is able to bring an international network which can be leveraged, however, it is unlikely
that any potential Grant Manager organization has relevant programs in all IHP+ countries. Therefore,
additional ways that support can be provided to grantees include the following:


In Table 6, under Model A the concept of twinning CSOs is proposed. This entails those CSOs that
have successfully acted as secretariats / created coalitions in the health sector supporting other
CSOs in countries where this process is in its early stages. The twinning could consist of the HPAF
financing one or two actual country visits where the individuals from the different CSOs work
together to discuss best practices, lessons learned and then the remainder of the support being
provided remotely in a more ‘mentoring’ role.



The HPAF Grant Manager can also further leverage its PTC to provide additional capacity building
support. PTC members indicated that when they have specific tasks allocated to them it is easier
for them to carve out the time to achieve them. Recognizing that PTC is voluntary, commitments
required need to be broken down into clear tasks and activities that can be planned around
existing jobs. This worked well in Round Two for selection and report reviews but not for grantee
mentoring or follow‐up where neither side was that proactive. For example, the Grant Manager
could be more proactive about scheduling quarterly meetings between grantees and PTC
members’ in‐country (or remotely) where they can have a two hour de‐brief and seek advice and
guidance.



The HPAF Grant Manager should also continue with its “Learning and Sharing” events which were
very well received by grantees and hold an advocacy training session for all new grantees. Under
Models A and C holding such training sessions in‐country so that all coalition members could
attend would be advantageous



There is also opportunity for the Grant Manager to detach the capacity building support from the
grant‐making process itself. In this regard new partnerships with other IHP+ partners are
important. Under the GAVI/CRS program for example, CRS manages a $3 million fund over 24
months (2013‐2014) to establish functional civil society platforms to engage in immunization and
health system strengthening processes at the country level. Within this they provide
comprehensive capacity building support to their grantees in areas such as advocacy, resource
mobilization, governance, project management, and proposal writing. Under this program
grantees are encouraged to link with IHP+ supported processes so there is a direct
complementarity between what the two initiatives are trying to achieve. To minimize the
resources IHP+/HPAF spend on capacity building, it would be beneficial if HPAF grantees could
also benefit from the CRS training support18

18

Initial conversations with GAVI indicated this could be feasible but more detailed discussions between
IHP+/HPAF and GAVI/CRS are required
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Lastly, under any model, during the grantee proposal refinement and selection process, the HPAF
Grant Manager should focus much more on introducing the IHP+ and aid effectiveness debate in
a language that resonates with the grantees. The messaging provided in this initial introduction
session can be continued throughout the grant period so that the HPAF can clearly track if and
how the grantees are engaging in aid and development effectiveness processes.

Ensure the HPAF secretariat is appropriately staffed. Oxfam highlighted that selecting and funding
proposals from organizations in countries where one does not have an expert presence means taking
a leap of faith in the capacity of grantees to implement what they have planned in their proposals.
Keeping close contact by email and telephone has proved to be challenging with most grantees. The
Grant Manager needs to be sufficiently resourced to monitor and support grantee activities, including
reaching out to external partners such as the PTC and tying funding to milestones. Taking into account
a limitation of financial resources and a desire to maintain a lean administration structure and
reasonable ratio between operating costs and grant funding we do not suggest a major increase in
staffing under any of the models. However, certain skills are important under each model. These
include: health policy and advocacy, understanding and experience with aid and development
effectiveness processes and requisite language skills. The PTC can retain its same structure but will be
allocated specific tasks that will allow its voluntary members to better plan and engage in grantee
mentoring activities as outlined above.
Leverage IHP+ partners, the Core Team and the CSCG. For any model to be successful, the IHP+ also
needs to take on a bigger role in ensuring that HPAF meets its objectives. This is not the responsibility
of any one institution but includes:
 Identifying meetings and health sector events happening in‐country and globally that grantees
and the HPAF can piggy‐back on
 Working with the HPAF Grant Manager to promote and market the IHP+ and its agenda in a way
that is relevant to local NGOs
 Using IHP+ partners, and fora in‐country (Health Sector Steering Committee/Health Partners
Group) to link grantees with ministries of health and promote the HPAF among IHP+ signatories.
This will support grantees to graduate from HPAF to additional sources of funding from other IHP+
donors
 Formalizing the role of IHP+ CS representatives and the Civil Society Consultative Group (CSCG)
with regard to HPAF so that they can play a bigger role in promoting HPAF, linking CSOs with
additional sources of funding and sharing HPAF learnings more widely.

Conclusion
This review has sought to provide answers to a specific set of questions around the extent to which
the HPAF small grants program has helped increase civil society engagement in national health policy,
partnership and accountability processes. Based on the findings it has outlined different models for
IHP+’s consideration on the approach and format that the HPAF could take. Rather than prescribe next
steps for the IHP+ Core Team, the analysis and recommendations presented should serve to stimulate
internal discussion and facilitate the IHP+’s decision making process as to whether the IHP+ support
to the HPAF should continue and if so, in what form.
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Annex A: List of stakeholders interviewed
Stakeholder
type

Name

Position

Organization

Country

Date of
interview

Grantee

Miano Munene

Executive
Director

HERAF

Kenya

04/11/2013

Grantee

Dennis Odwe

Acting Executive
Director

AGHA

Uganda

06/11/2013

Grantee

Bertrand
Kampoer

Executive
Director

FISS‐MST/SIDA

Cameroon

31/10/2013

Grantee

Govinda Prasad
Acharya

Project
Coordinator

Action Aid Nepal

Nepal

07/11/2013

Grantee

Jean Pierre
Degue

Program Director

Social Watch Benin

Benin

30/10/2013

Amna Qureishy Program Director

Family Planning
Association Pakistan

Pakistan

08/11/2013

Grantee
IHP+ Core team

Finn
Schleimann

World Bank Lead

World Bank

USA

30/10/2013

IHP+ Core team

Jane Stella
Dyrhauge

Technical Officer

World Health
Organization

Switzerland

30/10/2013

IHP+ Core team

Phyllida Travis

WHO Lead

World Health
Organization

Switzerland

30/10/2013

IHP+ Core team

Miriam Carter

WHO

World Health
Organization

Switzerland

30/10/2013

IHP+CS
representatives

Mayowa Joel

Executive
Director

Communication for
Development Centre

Nigeria

31/10/2013

IHP+CS
representatives

Louise Holly

Senior Policy &
Advocacy
Adviser, Health

Save the Children

UK

31/10/2013

HPAF Manager

Tobias Luppe

Project Manager

Oxfam Germany

Germany

31/10/2013

HPAF Manager

Cheryl Jacob

Grants
Coordinator

Oxfam South Africa

South Africa

05/11/2013

PTC

Pooven
Moodley

Associate
Country Director

Oxfam GB

South Africa

06/11/2013

PTC

Ini Huijts

Health Expert

Royal Netherlands
Embassy, Bamako

Mali

01/11/2013

PTC

Mette Kjaer
Kinoti

Head of
Progamme
Management

African Medical and
Research
Foundation Kenya
(AMREF)

Kenya

05/11/2013

Other non‐
grantee CSOs

Mr Christian
Martins

Président,
Littoral

Réseau des ONG
Béninoises de Santé

Benin

06/11/2013

Other non‐
grantee CSOs

Prof Pius Muffih
Tih

Directeur,
Département
Santé

Cameroon Baptist
Church

Cameroon

04/11/2013
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Stakeholder
type

Name

Position

Organization

Country

Date of
interview

Other non‐
grantee CSOs

Isaac Tita

Executive
Secretary

African Council of
AIDS Service
Organizations
(AfriCASO)

Cameroon

05/11/2013

Other non‐
grantee CSOs

Ymele Nouazi
Berthe Florence

Health Project
Coordinator

Stop TB Partnership
Cameroon

Cameroon

07/11/2013

External expert

Tom
Ashwanden

Head of
Governance

European
Commission

Sierra
Leone

15/11/2013

External expert

Nilgun Aydogan

Senior Program
Manager

GAVI Alliance

Switzerland

22/11/2013

External expert

Neil Squires

Head of
Profession,
Health

DFID

United
Kingdom

25/11/2013
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Annex B: Survey respondent profiles
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Annex C: Grantee documentation analyses
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