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Executive Summary 

Introduction  

This report presents the findings from an evaluation of the Early Child Development Community 

Child Care Programme (ECD CCCP). The ECD CCCP aims to equip caregivers with the 

appropriate methods and skills in the delivery models and participatory practices that support 

children’s holistic development. It is a 1-year in-service course, delivered through the Teacher 

Development and Management System (TDMS) using existing formal government structures for 

training teachers who are already in service. The programme comprises face-to-face sessions, 

support supervision and field based process assignments, continuous assessment, final 

assessment, grading, external moderation and graduation. The programme operates in over 50 

government districts in Uganda. This evaluation report presents findings against the four 

objectives of the evaluation: 

 To assess whether there has been improved pedagogical skills and delivery modes in the 

classroom by caregivers;  

 To assess the level of utilization of skills acquired in material production using the local 

environment;  

 To assess the level of improvement in learner outcomes as exhibited in their social 

interactions, freedom of expression through play, pre-reading skills, pre-writing skills as 

well as reading and writing skills; and 

 To document lessons learned in the implementation of the programme that can lead to 

improvements for future rounds of training cohorts.  

Methodology 

The evaluation used a mixed-methods design. The evaluation integrates quantitative and 

qualitative data collection and analysis to ensure greater rigour and depth of findings through 

triangulation. The evaluation framework includes research questions mapped against the OECD 

DAC criteria of Relevance, Efficiency, Effectiveness, Sustainability and Equity.  

The evaluation collected quantitative data from 206 treatment and 204 control ECD centres, using 

five research tools: the caregiver survey; abridged caregiver EGRA; classroom observation; head 

teacher survey; and school readiness assessment. The ECD specialist and Quantitative Field 

Coordinator developed the tools drawing on the list of expected caregiver and learner 

competences, previously validated data collection tools, and multi-stage testing (see section 3.1.1 

for more detail). 

The evaluation estimates causal impact by comparing the relative change in outcomes of the 

treatment group against the relative change in outcomes of a control group. As the treatment 

caregivers were not randomly selected, we use propensity score matching, a quasi-experimental 

approach, in order to create a statistical comparison group. Our estimates of impact can be seen 

as assessments of the additional impacts of the CCCP, compared to other training programmes. 

A key consideration when interpreting the results is that the caregivers were matched based on 

key characteristics expected to affect both caregivers’ selection into the programme, as well as 



 

3 

outcomes. However, we did not have information on baseline characteristics, and there appears 

to be significant differences between treatment and control group ECD centres and learners. 

There are limits to the extent to which our matching will be able to account for these differences 

between the treatment and control group.  

The evaluation also included a qualitative component to understand the changes occurring as a 

result of the programme, and to document lessons learned during implementation that can lead 

to future improvements or scale-up. We undertook 50 qualitative interviews with caregivers, 

families of learners, and programme implementers and other ECD stakeholders at the regional 

and national levels (see Annex B).  

Findings 

Our findings are set out against the four objectives of the evaluation:  

1. Assessment of whether there has been improved pedagogical skills and delivery 

modes 

There is strong qualitative and quantitative evidence that the CCCP led to improved pedagogical 

skills and delivery modes. Programme implementers and broader ECD stakeholders agreed on 

the positive effects of the programme on caregivers’ pedagogical skills, and in particular 

professional competences such as use of the learning framework and daily routine. Caregivers 

also mentioned the role of the CCCP in supporting them with materials and training to help 

interpret the learning framework and to plan a daily routine. This is reflected in the quantitative 

data.  

Caregivers trained under the programme were more likely to have read ECD policy documents. 

The table and figure below  set out summary scores out of 1, with 0 indicating that they have not 

read the document and 1 that they have. Treated caregivers scored higher in relation to all policy 

documents.  

Variable Treated Controls Difference  S.E.   Sig  

Has read 

ECD Learning Framework  
        
0.961          0.610          0.351  

        
0.063  *** 

ECD Language policy  
        
0.502          0.273          0.229  

        
0.065  *** 

Early Learning and Development 
Standards  

        
0.429          0.151          0.278  

        
0.058  *** 

The National Integrated ECD Policy 
of Uganda  

        
0.190          0.102          0.088  

        
0.048  * 

Sample Size: 466 (Control Group caregivers = 261; Treatment Group caregivers = 205) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
Scores out of 1: 0: has not read this document; 1: has read this document. 
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Notes:  
Sample Size: 466 (Control Group caregivers = 261; Treatment Group caregivers = 205) 
Scores out of 1: 0: has not read this document; 1: has read this document. 

Similarly, caregivers were more likely to have daily routines and weekly, fortnightly, termly and 

annual plans. The table below sets out summary scores out of 3, with 0 indicating that the 

caregivers had no teaching plan in place, 1 indicating that this was in place but not viewed, 2 that 

it was in place and viewed (but not in order and not up to date), and 3 that it was in place, viewed, 

all in order and up to date. Again, treated caregivers scored higher across all plans.  

Variable Treated Controls Difference  S.E.   Sig  

Has the following in place 

Daily Routine  2.522          1.620          0.902  
        

0.174  *** 

Weekly plan  
       

2.268          1.302          0.966  
        

0.182  *** 

Fortnightly plan  
       

1.878          0.620          1.259  
        

0.150  *** 

Termly plan  
       

2.122          1.078          1.044  
        

0.174  *** 

Annual plan  
       

1.878          0.561          1.317  
        

0.145  *** 

Sample Size: 466 (Control Group caregivers = 261; Treatment Group caregivers = 205) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
Scores out of 3: 0: No such teaching plan in place. 1: yes, but not viewed. 2: Yes and viewed, but not in 
order and not up to date; 3: Yes, viewed, in order and up to date.  

  

2. Assessment of whether caregivers have used these skills in the classroom  

There was strong qualitative evidence of the positive effects of the programme on caregivers’ 

teaching in the classroom. Additionally, caregivers trained under the programme were more likely 

to teach in the local language and scored higher in terms of administrative and material production 

and utilisation competences, as well as certain pedagogical sub-competences. These are 

discussed in more detail below.  
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However, for certain pedagogical sub-competences, and the pedagogical competence overall, 

we found no significant differences. We note that both treatment and control group caregivers had 

also attended other trainings, and hence the assessment will have captured the additional benefits 

of the CCCP compared to other training programmes. Furthermore, the treatment and control 

group ECD centres vary significantly, and this is likely to have affected our estimates.  

The table and chart below set out caregiver scores. Scores for the language used in teaching are 

out of 5, with 1 indicating all of the time and 5 representing never. Competences are scored out 

of 3, ranging from 0 (very poor) to 3 (excellent).  

Variable Treated Controls Difference  S.E.   T-stat   p value  
 
Sig  

Teaches in Englisha  
        

3.454  
        

2.698          0.756  
        

0.177  
        

4.260  
        

0.000  *** 

Teaches in Local Languagea 
        

2.278  
        

3.117  -      0.839  
        

0.179  
-      

4.700  
        

0.000  *** 

Pedagogical competenceb 
        

1.688  
        

1.603          0.085  
        

0.056  
        

1.500  
        

0.134    

Administrative competenceb 
        

1.850  
        

1.037          0.812  
        

0.125  
        

6.480  
        

0.000  *** 

Material production and 
utilisation competenceb 

        
1.424  

        
1.017          0.407  

        
0.092  

        
4.420  

        
0.000  *** 

Sample Size: 466 (Control Group caregivers = 261; Treatment Group caregivers = 205) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
aScores out of 5: 1: All the time; 2: more than half; 3: quarter to half; 4: less than a quarter; 5: none at all 
bScores out of 3: 0: Very Poor; 1: Poor; 2: Good; 3: Excellent  
 

 
Notes:  
Sample Size: 466 (Control Group caregivers = 261; Treatment Group caregivers = 205) 
Scores out of 5 for teaches in English and teaches in local language: 1: All the time; 2: more than half; 3: 
quarter to half; 4: less than a quarter; 5: none at all 

Scores out of 1 for Dangerous materials in classroom and availability of water: 0: no; 1: Yes 

Scores out of Pedagogical skills, administrative skills and material production and utilisation competence: 
0: Very Poor; 1: Poor; 2: Good; 3: Excellent  
 

We discuss the main findings against the administrative, material production and utilisation, and 
pedagogical competences in more detail below:  

3.454

2.278
1.688 1.85

1.424

2.698
3.117

1.603
1.037 1.017

0

1

2

3

4

Teaches in English Teaches in Local
Language

Pedagogical
competence

Administrative
competence

Material production
and utilisation
competence

Assessment of whether caregivers have used these skills in the 
classroom 

Treated Controls



 

6 

 Administrative competences assessed included the sub-competences of taking daily 

attendance registers at the ECD centre, displaying and following the daily routine, displaying 

children’s work, and maintaining records of growth promotion and monitoring. Programme 

implementers mentioned that the use of daily routines and maintenance of records was a key 

outcome of the programme. Treated caregivers scored higher on this competence than control 

caregivers, and the difference is statistically significant.  

 Material production and utilisation competences include providing a variety of local play 

and learning materials, providing appropriate sitting facilities, and providing materials that 

promote both indoor and outdoor activities. Overall, ECD stakeholders and programme 

implementers were positive that caregivers had improved in terms of producing materials that 

promote learning at low cost, and were adapting materials to be used in a variety of ways. 

Treated caregivers scored higher on this competence than control caregivers, and the 

difference is statistically significant. 

 Pedagogical competences assessed included: teacher classroom interactions with children; 

integration of learning areas; teaching through play; using outdoor games; peacebuilding; and 

effective classroom management. Treated caregivers scored higher on these competences 

compared to control caregivers, although the effect size was not statistically significant.  

Caregivers within the treatment group scored statistically significantly higher than caregivers 

within the control group on certain pedagogical sub-competences, including teaching through 

play and participating in children’s play, providing opportunities for children to try things 

independently, clearly explaining and consistently applying rules, effectively monitoring the 

class, and more frequent use of different group sizes during teaching (including large groups, 

small groups, pairs and individual working). Furthermore, the qualitative evidence for 

caregivers’ improvement in pedagogical competences was strong. Programme implementers 

and parents of learners highlighted how caregivers improved in terms of interaction with 

children and teaching through play.    

3. Assess the level of improvement in learner outcomes  

There was strong qualitative evidence of the positive effects of the CCCP on learner enrolment 

and attendance, and the increased school readiness of children attending these ECD centres. 

Furthermore, stakeholders participating in the evaluation explained that they have noticed 

improvements in how learners interact with each other and their confidence. The main reasons 

cited for this were the programme’s effect on improving caregivers’ teaching practices, and the 

engagement of parents on the importance of ECD. Nonetheless, there was no statistically 

significant difference between the scores of learners of caregivers trained under the CCCP, 

compared with caregivers who had not been trained under the CCCP.  

The table below sets out the average scores of learners taught by treatment group and control 

group caregivers. Scores are out of 1, with 0 indicating that learners were unable to complete the 

task, and 1 indicating that learners were able to complete the task correctly.  
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Skills Treated Controls Difference  S.E.   T-stat   p value  
 
Sig. 

Cognitive 
Development 

        
0.794          0.795  -      0.002  

        
0.020  -      0.080  

        
0.936    

Motor Skills 
        

0.930          0.928          0.003  
        

0.016  
        

0.170  
        

0.865    

Pre-reading skills 
        

0.652          0.639          0.014  
        

0.017  
        

0.800  
        

0.424    

Reading skills 
        

0.425          0.423          0.002  
        

0.021  
        

0.100  
        

0.920    

Pre-writing skills 
        

0.918          0.931  -      0.013  
        

0.019  -      0.690  
        

0.491    

Writing skills 
        

0.804          0.811  -      0.006  
        

0.025  -      0.260  
        

0.795    

Sample Size: 466 (Control Group caregivers = 261; Treatment Group caregivers = 205) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
Scores out of 1: 0: Unable to complete the task; 0.5: able to complete some element of the task; 1: 
completes the task correctly.  

 

Sample Size: 466 (Control Group caregivers = 261; Treatment Group caregivers = 205) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
Scores out of 1: 0: Unable to complete the task; 0.5: able to complete some element of the task; 1: 
completes the task correctly.  

We note that the literature points to the fact that improved learner outcomes often only appear 

over a longer timeframe. Despite the general agreement that teacher quality is linked to learner 

outcomes, and that teacher training is important for improving teacher quality (Behrman et al 

2013), a number of evaluations found significant effects on classroom characteristics and teacher 

behaviours, but no effects on children’s language or literacy skills. This is likely due to the duration 

of the programme and the small reported effect sizes. The length of the programme and the timing 

of the study may be the reason for why the school readiness assessment is not yet detecting 

programme effects for learners.  

Furthermore, treatment group ECD centres tended to be less well funded than control group ECD 

centres, and learners were more likely to come from poorer backgrounds. This is likely to have 

affected our estimates of the outcomes. The fact that the difference between treatment and control 

learners, in terms of school readiness, is not significant, despite the fact that treatment centres 
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and learners are less well off, suggests that the programme is having a positive effect on learner 

outcomes. This is supported by the qualitative evidence.  

4. Document lessons learned during implementation 

We set out the main findings against the Relevance, Efficiency, Equity and Sustainability DAC 

Criteria in the table below. We have excluded the effectiveness and impact findings, as these are 

already captured within the findings against the first three objectives of the evaluation. Following 

this, we summarise the main lessons learned.  

Evaluation Question Summary  

Relevance 

Is the programme relevant to the 

priorities identified in the Uganda 

Vision 2040, Second National 

Development Plan II, Education 

Sector Strategic Plan 2017-2020, 

National Integrated Early Childhood 

Development Policy and Action Plan 

etc.?    

Strong evidence of alignment of CCCP to national priorities, policies 

and plans. A broad range of stakeholders recommend strengthening 

communication to regional and local authorities in order to 

increase alignment in implementation. 

How well do trainings and support 

address the main gaps in 

knowledge and skills of caregivers 

Main gaps before the programme were the lack of consistent use of 

the learning framework, lack of skills on the ‘personal’ side of 

teaching, and lack of community support. CCCP’s building-up of the 

caregiver profession, use of the learning framework, stakeholder 

coordination, cascade model, and focus on the community have 

been effective in reducing these gaps.  

How relevant and useful is the 

support supervision provided by 

trainers of trainers and core primary 

teacher colleges (PTCs)? 

Strong evidence of the importance and relevance of the support 

supervision. Lesson learned around the importance of providing this 

more consistently.  

Is the programme culturally 

appropriate? 

Strong evidence of the programme being tailored to local contexts, 

although there were challenges in terms of teaching classes with 

learners of many ethnicities, parents’ resistance to using the local 

language to teach, and allowing time for prayer during caregiver 

training.  

To what extent does the programme 

address the main barriers to 

improving learner outcomes and 

learners’ enrolment and success at 

primary school? 

Strong evidence that the programmes successfully addresses some 

of the barriers to learner outcomes.   

Efficiency 

What is the unit cost of training, 

and how does this compare to other 

trainings/other interventions?  

Unit cost per caregiver trained is $685.5, and unit cost per learner is 

$0.94. Unit costs appear reasonable in comparison to other similar 

trainings and interventions.   
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Evaluation Question Summary  

How efficient have the delivery and 

management of the programme 

been?  

Generally the cascade model was considered efficient by 

stakeholders interviewed during the evaluation. Recommendations 

were raised by programme implementers and caregivers in terms of 

certain areas where funding and/or materials were considered 

insufficient.  

Equity 

To what extent does this 

programme provide for and promote 

equal access for all genders and 

ethnic groups?  

The programme targeted the worst performing districts, and FBOs 

were used to select caregivers. Training was provided in local 

languages. However, distance to the PTCs was a limiting factor.  

To what extent has the programme 

affected sub-groups differently? 

Our analysis of the quantitative data provides no indication that the 

programme affects learners and caregivers differently, depending on 

their gender or education levels.  

How sustainable is this programme? 

The community-based nature of the programme has been important 

to support the sustainability of its effects, in terms of its effects on 

caregivers, learners and MTs and TOTs, development of the learning 

framework, structures including the CMC, FBOs and the wider 

community, and coordination between ECD actors. Nonetheless, 

there were concerns that that effects will not be sustained without 

additional funding.  

Sustainability 

What indications are there that the 

programme will continue after the 

formal end of the program/external 

funding, e.g. is there local 

ownership and take-up of the 

program?  

There are strong indications that the programme will continue. In a 

number of districts, different actors are coordinating training for 

cohorts four and five of caregivers. While formal project funding from 

the World Bank has finished, these cohorts are being funded by 

different actors.  

 

Lessons Learned 

We have used the DAC criteria to frame the lessons learned. We first set out a summary 

assessment of the programme against the DAC criteria, before noting the main lessons learned 

under each DAC criteria.  

Relevance 

The CCCP is a relevant programme, that has been well designed to take into account existing 

national frameworks, the gaps in knowledge, skills and competences of caregivers and the local 

context. The CCCP benefitted from the involvement of Faith Based Organisations (FBO), which 

helped to successfully embed the programme within local communities, raise awareness of the 

importance of ECD and increase community support for ECD centers and caregivers. The key 

lessons learned are as follows. 

Relevance to national priorities 

1. Better communication of the national priorities to regional and local authorities is 

needed in order to increase alignment in implementation. 
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Relevance in terms of design and implementation model 

2. The cascade model is a sustainable and efficient approach to deliver caregiver training.  

3. The community engagement element was a strong component of the programme that 

ensured the programme was sensitive and tailored to local contexts.  

4. Improved coordination and communication channels would strengthen the programme 

delivery and accountability.  

Relevance in terms of addressing the main gaps in knowledge and skills of caregivers 

5. More standardised selection criteria in future caregiver trainings will contribute to more 

consistency in quality across the caregiving profession, and make it easier for MTs and TOTs 

to deliver caregiver training. 

6. Certification of caregivers is important for the legitimacy of the training and for caregivers’ 

motivation. 

Relevance of support supervisions 

7. Support supervisions were a key component of the programme, and critical to better 

supporting caregivers to implement what they had learned during the face-to-face trainings. 

Limited resources and the great distances between ECD centres were barriers to delivering 

support supervisions consistently to all caregivers.  

Cultural relevance of the programme 

8. Generally, the programme was very well tailored to the local contexts. However, further 

improvements can be made in this regard. For example, certain stakeholders noted that the 

training did not allow for prayer time for Muslims, and the caregivers handbook was not 

available in local languages.  

9. There was initial resistance of the community to ECD centres using the local language as the 

main teaching medium, and sensitisation was required.  

Efficiency 

Overall, the programme was delivered efficiently. The key lessons learned are:  

10. Further information can be shared with the PTCs and FBOs, to ensure that the caregivers 

attend all three trainings, which is a requirement for payment by the World Bank.  

11. PTCs and TOTs are providing resources and time which are not reimbursed. This will 

need to be taken into account when planning for future training rounds.  

12. The lack of travel allowance limited the ability of FBO TOTs to visit and undertake 

support supervisions with certain caregivers. This was a key barrier, given the remoteness 

of some of the ECD centres. 

Effectiveness  

The CCCP has successfully improved the use of the learning framework, which is contributing to 

creating more uniformity across the ECD profession in meeting ECD standards. The CCCP has 

also had positive effects on caregivers’ knowledge competences, the way they teach and on 

learner outcomes. Nonetheless, limitations in the evaluation design, due to the lack of baseline, 
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makes it difficult to estimate with precision the impacts of the programme. The key lesson learned 

is: 

13. Capturing baseline information on caregivers and learners, and undertaking additional 

longitudinal studies of learners, will be useful to support greater understanding of the 

effectiveness of the programme.  

Equity 

The CCCP was successful at targeting and providing equal access and support to caregivers 

from a range of backgrounds. The key lesson learned is: 

14. The distance and remoteness of certain ECD centres remained an issue, which made it 

difficult for caregivers to attend trainings, and for TOTs to support caregivers during ongoing 

support supervision. Certain stakeholders have suggested further decentralisation as a 

solution to improve access to the programme.  

Sustainability 

The model of the CCCP has been well designed to support sustainability and sustainable 

outcomes.  

15. The CCCP has developed a strong framework and system, which can be used to scale up 

the CCCP. 

16. Strong institutional ownership and additional funding is required to scale up the provision 

of training to other caregivers and other districts.  

Recommendations 

The CCCP is a strong programme that has been well received and delivered effectively. Based 

on the lessons learned, we set out our key recommendations below, in terms of aspects that 

should be maintained and suggestions for improvements.  

Recommendations for components that should be maintained:  

1. The cascade model of the CCCP programme is a good approach to improving efficiency, 

whilst, at the same time, building capacity of ECD personnel at different levels. Continuing 

with this will ensure it strengths actors across the system, including those within the 

ministry, colleges and community.  

2. The community engagement component of the CCCP program, especially in the use of 

FBOs in caregiver recruitment, training and support supervision, is a useful way of 

empowering communities to get more involved in ECD activities. This component has also 

been key in supporting local take up and ownership of the programme. 

3. The breakdown and use of the daily, weekly and monthly routines has made it 

possible to entrench lesson planning among the caregivers. This culture of planning needs 

to continue to be nurtured, across all caregivers.  

Recommendations for improvement: 

4. A strength of the programme was its community element. However, caregivers came 

from a range of backgrounds. In order to ensure the training is appropriate and tailored to 
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participants, and to facilitate the development of a certification process, an entry 

requirement for the CCCP should be adopted. An entry requirement will facilitate the 

alignment of trainees to a specific career level in the Uganda ECD qualification framework. 

This alignment will help the trainees to be certified and follow a recognized career path. 

5. In order to streamline the ECD caregiver career path, the CCCP should be reviewed, 

in order to align it with the ECD caregiver qualifications framework and teacher policy.  

6. The support supervision component of the CCCP program needs to be given more 

time and facilitation in order to better support the caregivers in the field. This will help them 

further improve their pedagogical competences, and better put into practice what is taught 

during the face to face trainings. 

7. A stronger coordination mechanism needs be built between programme stakeholders, 

with clear roles and responsibilities, in order to optimise collaboration.  

8. TIET has done a good job in supporting the implementation of the CCCP. For the 

programme to be sustainable, there needs to be strong institutionalisation of the 

programme. As a government department, the Ministry is best placed to provide an 

oversight and policy making function, and to undertake the necessary quality assurance 

to ensure programmes are implemented according to the law. To enable the Ministry to 

do this, a separate implementation body may be needed.  
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1.0 Introduction 

1.1 Overview 

This report presents the findings from an evaluation of the Early Child Development Community 

Child Care Programme (ECD CCCP). The ECD Community Child Care Programme (CCCP) 

aimed to equip caregivers with the appropriate methods and skills in the delivery models and 

participatory practices that support children’s holistic development. It was a 1-year in-service 

course, using existing formal government structures for training and re-tooling teachers who are 

already in service. It comprised face-to-face sessions, support supervision and field based 

process assignments, continuous assessment, final assessment, grading, external moderation 

and graduation. The programme operates in over 50 government districts1.  

The objective of the evaluation as to:  

i. Assess whether there has been improved pedagogical skills and delivery modes in the 

classroom by caregivers. 

ii. Assess the level of utilization of skills acquired in material production using the local 

environment.  

iii. Assess the level of improvement in learner outcomes in social interactions, freedom of 

expression through play, pre-reading, pre-writing skills, reading, and writing skills. 

iv. Document lessons learned in the implementation that will lead to future improvements. 

The evaluation took place between May – February 2019. This evaluation report forms the third 

deliverable of the contract, and follows the inception report and training report.  

1.2 Methodology 

The evaluation uses a mixed-methods design, integrating quantitative and qualitative data 

collection and analysis to ensure greater rigour and depth of findings through triangulation. The 

evaluation framework was developed during the inception phase, and includes research 

questions mapped against the five OECD DAC criteria. These are Relevance, Efficiency, 

Effectiveness, Sustainability and Equity.  

Quantitative data was collected in treatment and control ECD centres, using five tools developed 

for the evaluation: the caregiver survey, abridged caregiver EGRA, classroom observation, head 

teacher survey and school readiness assessment. Quantitative data was used primarily to 

estimate the causal impact of the project, i.e. the extent to which any observed changes could be 

 
1 Bugiri, Buyende, Kaliro, Luuka, Mayuge, Namutumba, Namayingo Kibaale, Hoima, Hoima Municipality, Mitooma, 

Rubiriizi, Sheema, Bundibugyo, Kabarole, Kasese, Kyegegwa, Amuru, Nwoya,  Agago, Lamwo, Kanungu, Rukungiri, 
Butambala,Mpigi,  Sembabule, Luwero, Nakaseke, Bukomansimbi, Kalangala, Kalungu, Luwengo, Lyantonde, 
Masaka, Rakai, Kiboga, Kyankwanzi, Mityana, Mubende, Alebtong, Amolatar, Dokolo, Oyam, Kaabong, Kotido, 
Bududa, Bulambuli, Amuria, Soroti & Soroti Municipality 
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attributed to the project. Propensity score matching was used to estimate the impact of the 

programme.   

This evaluation also included a qualitative component to better understand the changes occurring 

as a result of the programme, and to document lessons learned during implementation that can 

be used to improve the programme during scale up. Qualitative interviews were undertaken with 

caregivers, families of learners, and programme implementers and other ECD stakeholders at the 

regional and national level.  

The findings in our report draw on the following three types of evidence, identified through the 

qualitative and quantitative data collection:  

 Qualitative research findings are the thematic findings arising out of the semi-structured 

interviews;  

 Descriptive quantitative estimates include the comparison of means between the baseline 

and endline data, and between control and treatment data, in order to capture trends over the 

course of the project.   

 Impact estimates attempt to quantify the causal effect that the project has had on outcomes, 

based on propensity score matching.  

1.3 Structure of the Report 

The report is broken down as follows: 

Section 2 introduces the CCCP, its objectives and its activities;  

Section 3 details the methodology of the evaluation, including limitations that may affect the 

results;  

Section 4 sets out the context of the programme, including descriptive statistics of the CCCP 

treatment and control ECD centres;  

Section 5 then sets out the quantitative and qualitative findings against the evaluation framework, 

in terms of Relevance (5.1), Efficiency (5.2), Effectiveness (5.3), Equity (5.4) and Sustainability 

(5.5) before concluding with lessons learned for scape up (5.6). 

The Annexes provide additional information: 

Annex A sets out the evaluation framework and Evaluation Questions; 

Annex B sets out the Key Stakeholders interviewed;  

Annex C sets out propensity scoring methodology; and  

Annex D sets out the detailed statistical tables on the outcomes of interest, including tests of 

statistical significance on the difference between the treatment and control group.   

Annex E sets out the estimates of the effect of the programme on caregivers’ pedagogical sub-

competences, using propensity score matching.  
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2.0 Overview of the programme 

2.1 Context  

The Government of Uganda has increased its focus on early childhood education (ECD) in recent 

years and established national laws and regulations to promote the provision of ECD services. In 

2016, The National Integrated Early Childhood Development (NIECD) policy and cost action plan 

(2016-2021) sets out the Government’s ambition to ensure the ‘best start in life’ for more than 8 

million children. However, the net enrolment rate for early childhood education (ECE) is estimated 

at 14% (2011). Enrolment remains constrained by household income and geographical location. 

Teacher quality in ECD institutions remains low.  

2.2 Programme Objectives 

The primary objective of the Community Child Care Programme (CCCP is to ensure that each 

ECD centre has at least one certified caregiver to support school readiness. The programme aims 

to do this by improving the content knowledge and skills of ECE caregivers in order to support 

children’s holistic development in both rural and urban areas. The programme is a first step in 

professionalising ECD by ensuring that people working in caregiving meet minimum standards.  

The secondary objective is to provide those who work in caregiving but have not received an 

education with the opportunity to reintegrate in education and receive a certificate to make them 

more employable.  

2.3 Programme Design 

The CCCP sits within the Uganda Teacher and School Effectiveness Project (UTSEP), running 

from March 2015 to June 2019, which is a $100 million project funded by the Global Partnership 

of Education (GPE)1. The ministry of Education and Sports leads the programme with the World 

Bank as the grant agent and USAID as the coordinating agency.  

The CCCP was first piloted by UNICEF and the Ministry of Education and Sports (MOES) in 24 

districts between 2011-14. This project builds upon the pilot, and supports the expansion of the 

project to 50 government districts through 15 core Primary Teacher Collages (PTCs). The CCCP 

targeted the worst performing districts. Districts that performed the lowest, as assessed through 

their cultural performance index scores, were selected to participate in the programme.  

The programme is intended to build upon existing systems and frameworks. Hence, it uses 

existing government structures for the training and registering of caregivers. The Learning 

 

1 The GPE was established in 2002 bringing together developing countries, donors, international organizations, civil 

society, teachers and the private sector to strengthen education systems in developing countries, managed by the 

World Bank through the Early Learning Partnership (ELP). In 2014, a new Global Partnership for Education (GPE) 

project was prepared to improve student-learning outcomes in basic education, and the ELP funded technical 

assistance so that early learning components could be incorporated 

http://www.worldbank.org/
http://www.worldbank.org/
https://www.usaid.gov/
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Framework for ECD 3-6 years and the ECD Caregivers’ Training Framework formed the main 

basis for the design of the program. Teacher, Instructors and Education Training (TIET) 

department in the MOES delivered the program, in collaboration with the Primary Teaching 

Colleges and Faith Based Organisations (FBOs) and with support from UNICEF.  

PTCs assisted TIET by providing trainers, training venues and delivering the training. FBOs 

helped identify caregivers from their communities who were eligible to receive the training, that 

is, teaching in licensed, community based ECD centres. 

Three sessions of week long face-to-face trainings were provided to caregivers. These were 

supplemented by regular support supervision, which aimed to support caregivers to implement 

what they learned during the training, and assess their performance. 

2.4 Programme Activities 

The programme involved five core activities: 

1. Community mobilisation, advocacy and planning: Stakeholders, including FBOs, 

PTCs and programme implementers agreed on the structure and form of collaboration;  

2. Regional selection of stakeholders at different levels: FBOs and PTCs selected 

participating centers, caregivers, master trainers, trainers of trainers and center 

management committees; 

3. Teacher support and training: Master Trainers (MTs) and Trainer of Trainers (TOTs) 

organised the workshops, face to face training, field process assignments, centre based 

review meetings and provided ongoing support;  

4. Monitoring and Evaluation: Regional review meetings, college based review meetings 

and national quarterly review meetings were held, to check the progress at each level of 

implementation and identify lessons learned; and 

5. Certification and Graduation: TIET provided trained caregivers with a graduation 

ceremony and a competence based certificate. 
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3.0 Methodology  

This section sets out our evaluation approach and methodology. The evaluation takes a mixed 

methods approach, and draws on a range of primary and secondary, qualitative and quantitative 

evidence sources to address the research questions. Our full evaluation framework is set out in 

Annex A. 

3.1 Quantitative data collection 

In this section, we first introduce the data collection tools, before summarising our sampling approach and 

process of data collection.  

3.1.1 Data collection tools 

Table 1 below summarises the tools developed for this evaluation, the key information covered 

under each tool and the link to our outcomes of interest.  

Table 1: Data collection tools 

Tool Key information/sections covered  Link to 
Outcomes of 
interest 

Caregiver 
survey 

Qualifications, trainings and support received, both as part of 
this programme and others; level of community and 
government support; assessment of relevance and quality of 
training and support received under the program.  

Caregiver 
competency 
and skills and 
covariates for 
matching  Caregiver 

EGRA 
Literacy level of caregivers.  

Classroom 
observation  

Caregiver competences (knowledge, pedagogical, 
administrative, professional, materials production and 
utilization competences) 
Teachers’ use of time, use of different learning activities and 
ability to keep students engaged, through the Stallings 
system. 

Effectiveness 
of teaching 

School 
Readiness 
Assessment 

Level of learner competences, in the areas of freedom of 
expression through play, pre-reading and writing skills, and 
reading and writing skills.  
Languages spoken; house material; school attendance and 
absences; access to other reading materials 

Improved 
learning 
outcomes 

Headteacher 
survey 

Questions on the establishment and ownership and 
management and administration, to determine comparability 
of the control and treatment group 

Covariates 
for matching 

To ensure data collection tools were valid, reliable and appropriate to the local context, we 

undertook the following steps:  

1. Engaged the technical input of the ECD specialist to review the underpinning frameworks 

used in the design of the CCCP, such as the Learning Framework for ECD, CCCP training 

modules, CCCP evaluation tools and the ECD Caregivers’ Training Framework and develop 

a list of expected caregiver and learner competences based on this review.  
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2. Used the developed list of expected caregiver and learner competences as the basis for 

designing and tailoring the data collection tools to the CCCP. 

3. Adopted and or modified actual questions from previously validated and used data collection 

tools elsewhere in Uganda, such as, 

 Monitoring, Evaluation and Learning classroom observation, teacher and head teacher 

interview survey tools; 

 Tools previously used for ECD studies in Uganda by Ecorys and Wilsken;   

 The Questions used by PwC to verify the delivery of CCCP component of the UTSEP 

program; and 

 The World Bank’s Stallings Classroom Observation tool. 

4. Conducted a multi-stage testing of the tools with the following groups:  

 Sought feedback on the tools from TIET and UNICEF; 

 Pre-tested the tools in ECD centers between the 27th – 29th June; 

 Tested the tools with the data collection team and ECD specialist as part of the data 

collector training; 

 Pre-tested the survey with actual ECD centers in districts Mukono and Wakiso undertaken 

on the 18th July as part of the data collector training workshop to test for data collector 

skills as well as further refinement of the tools; and 

 Sought technical input from the CCCP master trainers during data collector training and 

field pre-test exercise. 

We are therefore confident that the developed data collections tools are rigorous, valid and 

reliable and as well as appropriate for the local contexts relevant for measuring the impact of the 

CCCP program. 

 

3.1.2 Sampling approach 

The quantitative evaluation compares outcomes of caregivers and pupils in centres that received 

caregiver training (treatment) and those that did not receive any training (control).  

We took the following steps to sample treatment and control group ECD centres. We used the 

catchment areas of the Core Partnering Teacher Collages to form sample clusters. We then used 

the combined number of participating ECD caregivers in both cohort 1 & 2 to determine the 

proportion of centers to be sampled per cluster. ECD centres to be sampled were then selected 

independently per cluster using a simple random selection procedure. Control ECD centers were 

then selected based on matching Treatment and Control ECD centres by geographical locations 

only.  

Within sampled centres, we then further sampled caregivers and learners. In sampled centers, all 

caregivers attached to that center who had participated in the CCCP and available on the survey 

visit were interviewed and their classroom observed. Within each sampled ECD centre, we 

selected four learners who had been taught by the sampled caregivers to undertake the learner 
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assessment. On location sampling decisions and selection of students to be tested was done 

using simple random selection techniques.  

3.1.3 Process of quantitative data collection  

We employed a computer assisted personal interviewing (CAPI) methodology, which eliminates 

errors commonly encountered in manual data collection methods. 58 data collectors were trained 

between 5-19 July, 2018. 25 teams were deployed. Fieldwork commenced on July 23rd, 2018 and 

concluded on October 12th, 2018.   

3.2 Qualitative data collection 

3.2.1 Data collection methods and tools 

Based on the evaluation framework set out in Annex A and issues emerging from the review of 

the programme documentation (see section 3.3), we developed interview guides for each 

stakeholder category. The following table sets out the stakeholder categories used, and the types 

of stakeholders interviewed within each category.  

Table 2: Stakeholders interviewed 

Stakeholder 

category 

Stakeholder 

Programme 
implementers 

MoES, TIET, UNICEF 

PTCs, FBOs, individual trainers (MTs and TOTs) and head teachers 

Other ECD 
stakeholders 

Government  stakeholders – national and local government levels 

Committee Management Centers and other organizations  

Programme 
recipients  

Parents of learners 

Caregivers 

3.2.2 Sampling 

Key informants were selected in the following two ways:  

 Based on their position, for example national governmental and partner organization: 

Using a snowball sampling approach, we started with a list of potential formative key informants, 

which we used to identify other key stakeholders.  

 Sampled from the quantitative caregiver sample:  

We also used a sub-sample of the quantitative caregiver sample, to select our qualitative 

interviewees. We used this sub-sample to select district level government stakeholders, MTs and 

TOTs, community members and learners’ parents for interviews. By selecting those working with 

the sampled caregivers, we gained rich data on caregivers’ and learners’ environmenst and other 

factors affecting the programme, which supported the triangulation of findings.  

3.2.3 Process of qualitative data collection 

Qualitative data collection was conducted ahead of, during and following the quantitative 

fieldwork. This allowed the survey tools to be refined following our qualitative interviews. Emerging 

findings during our quantitative fieldwork was also followed up during our qualitative fieldwork. 
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Across the qualitative research team, regular catch ups and sharing of emerging findings were 

held, and the topic guide was updated regularly, to facilitate follow-up of emerging issues.  

3.3 Secondary data collection 

3.3.1 Programme documentation and evidence 

The use of project documents and secondary data helped us contextualise and triangulate our 

findings. In addition to the policy and project documentation reviewed during the inception phase, 

we also reviewed MT and TOTs support supervision sheets, continuous assessment sheets 

delivered by the PTCs on caregivers and workplans during the qualitative and quantitative 

fieldwork.  

 

3.3.2 Unit cost data 

We received a cashbook of all programme expenditure, which set out date, value, payee and a 

brief description of the expenditure. Additional detail was received for a sample of vouchers for 

payments to two PTCs.  

3.4 Methods of analysis 

We used a mixed methods approach to draw together the different evidence sources and 

undertake analysis against each research question and DAC criteria.  

3.4.1 Quantitative data analysis 

We first conducted a comprehensive data cleaning exercise on our quantitative data. Following 

that, we undertook descriptive quantitative analysis and estimation of changes in key outcomes.  

Descriptive quantitative analysis 

This was used to gain a better understanding of the background characteristics of beneficiary 

schools teachers, head teachers and pupils. Set out in Section 4.0, the descriptive statistics help 

contextualise the analysis of impacts, by highlighting differences in the composition of the 

treatment and control group and indicating where these differences are significant.  

Estimating changes in outcomes 

Our main outcomes of interest are set out in the table below:  

Table 3: Outcomes of interest 

Outcome Method of assessment Unit of Analysis 

Caregiver competency and 
skills 

Caregiver survey and classroom 
observation 

Caregiver 

More effective teaching Caregiver survey and classroom 
observation 

Caregiver 
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Outcome Method of assessment Unit of Analysis 

Improved learning outcomes School Readiness Assessment for 

students previously at the ECD center 

where the caregiver is located 

Pupil  

We first produced summary statistics, to allow assessments of the statistical significance of the 

difference in outcomes between caregivers receiving and not receiving the treatment. Descriptive 

statistics of caregiver and learner competences, and tests of statistical significance are set out in 

Annex D.  

However, in order to estimate causal effects we need a valid counterfactual (what would have 

happened to the caregivers if they had not been given the training). Caregivers in ECD centres 

that did not receive the training will provide a valid counterfactual as long as they are sufficiently 

similar to caregivers that did receive the treatment. We used propensity score matching (see box 

below) in order to better match the treatment and control caregivers, in order to estimate the effect 

of the CCCP on the outcomes of interest. It should be noted that a high proportion of treatment 

and control group caregivers also received other in-service training (see section 4.1). Other in-

service trainings received can also be expected to have an effect on caregivers and learners. 

Hence, our estimate of impact can be better understood as an estimate of the additional impact 

of the CCCP, compared to other training programmes.  

 

As the programme selection was done on caregivers, we undertook matching based on 

caregivers. The variables used for matching was based on factors affecting selection and 

hypothesised to affect the outcome of interest, including gender, age, years of teaching, highest 

education qualification, level and frequency of payment, and literacy skills. Further detail is set 

out in Annex C.  

The probit returned a pseudo r2 of .25. We find that gender and number of years of experience of 

ECD has a strong link with the probability of the caregiver being on the programme. The amount 

of salary paid is negatively correlated with the likelihood of being on the project, and caregivers 

on the programme were more likely to be not paid on time, and to be paid less than half of their 

designated salary. Matching was undertaken on 505 observations (where data was available 

across all data tools). There was an adequate region of common support, with 488 of the 

observations within this area. Balancing tests were undertaken for the variables used for 

matching. Balance was not achieved at the 1% level for the variables of years of ECD experience, 

P4 education level, being paid a salary, on-time and full payment received. This would be 

Propensity score matching (PSM) is a quasi-experimental method that constructs a statistical 

comparison group. The comparison group is based on an estimate of the probability of 

participating in the treatment, using observed characteristics. This probability is called the 

propensity score. The propensity score is used to match participants with nonparticipants. The 

mean difference in outcomes across these two groups is the estimated average treatment 

effect.  
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problematic for these estimates if outcomes are endogenous to these variables. The region of 

common support and full t-tests are set out in Annex C. 

3.4.2 Qualitative data analysis 

To analyse the qualitative data from our primary data collection and secondary data (including 

M&E and other data sources, such as government, school and census data), we used a blended 

approach of thematic and content analysis. We developed a conceptual framework, based 

on the evaluation questions and results framework, to guide thematic analysis of the qualitative 

data. The framework specified the themes guiding the analysis and enabled analysis to be 

undertaken by variables such as stakeholder group, type of project and geography.  

We gridded all findings according to the framework, and our analysis involved drawing out key 

findings, identifying themes, patterns and issues relating to the focus of each research question. 

We also triangulated data between ECD centers/districts and between different stakeholder 

groups to understand points of agreement and contention. Finally, we held a validation with 

stakeholders on the 22nd October, 2018, in order to discuss, validate and contextualise findings 

from the qualitative research.   

3.4.3   Unit cost analysis 

Unit cost analysis was done by calculating a unit cost per caregiver and per learner, drawing on 

the cashbooks provided by the Ministry, and by details on the caregivers and learners obtained 

from the survey. We also reviewed the audited list of caregivers having received all three training 

sessions. We sought to identify cost data from comparable programmes for comparison. 

Additionally, we also undertook analysis into the types of costs incurred.  

3.4.4 Drawing together our analysis 

Our data collection tools have been designed to address our evaluation questions (see Section 

3.1.1). Hence, the data collected fed directly into the evaluation framework, and directly 

addressed the evaluation questions. Furthermore, throughout our data collection and analysis, 

we held regular communication between the qualitative and quantitative teams. In particular, our 

qualitative work was able to follow up on emerging findings from the quantitative work. Our 

qualitative and quantitative data was triangulated across each outcome of interest, DAC criteria 

and lessons learned.  

3.5 Summary of fieldwork and challenges encountered 

Fieldwork progressed relatively smoothly. The data collection tools and protocols worked 

smoothly. Replacements and substitutions for the quantitative sampling were done smoothly with 

guidance from the head office. Additionally, the quantitative research manager supported on the 

qualitative inquiries, which facilitated the linkage of the quantitative and qualitative components 

of the research.  

The key challenges faced were:  

 There were delays with the fieldwork, due to a number of reasons, including school activities, 

administrative activities, attrition of caregivers, incorrect contact details and difficulties locating 
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the ECD centre, ECD centres only operating on certain days, and ECD centres no longer 

functional;   

 It was difficult to engage with control ECD centres as well as certain ECD stakeholders, as 

they had not been involved with the CCCP; and 

 There were a large number of exceptions, for example in certain ECD centres, classes were 

combined, or only had one class, or very small number of learners, which made the fieldwork 

challenging.  

We dealt with the challenges by implementing the following:  

 The quantitative data collection teams first visited the PTCs in order to obtain more detailed 

locations of the ECD centres and up to date contact details. Following this, teams visited the 

DEO’s office in order to fill any information gaps;  

 Appointments were made with ECD centres; and  

 The purpose of the visit was clearly explained, especially to control schools and ECD 

stakeholders not involved in the programme, in order to ensure good cooperation.  

3.6 Limitations  

Whilst every effort has been made to optimise the research design, there are inevitably some 

limitations to our proposed methodology, which should be taken into consideration when 

reviewing the findings and recommendations: 

 The evaluation is only taking place towards the end of the project, and as such, there was no 

comparable baseline data. We will have estimated change by obtaining assertions of 

change from stakeholders and creation of a comparison group, both of which are subject to 

potential bias. The treatment and control group centres, caregivers and learners are 

significantly different (see section 4.4) and our matching may not fully take into account the 

differences between these two groups. Furthermore, both treatment and control group 

caregivers received other in-service trainings, and it is difficult to fully isolate the impact of the 

CCCP training.  

 The selection process of caregivers for the programme was not random, nor was it done 

consistently across districts. A number of control ECD caregivers have also received training 

from other sources. As such, it was difficult to completely ascertain whether we have identified 

a comparable group and successfully removed selection bias from our estimates. In order to 

obtain a more accurate estimate of the programme effect, we have used propensity score 

matching, and the matching was successful in establishing a pool of common support and 

reducing the difference between the treatment and control group.  

 There is a high level of attrition within the programme, with a large number of caregivers 

leaving their ECD centres. Our sampling was undertaken using the list provided to us by the 

programme team. During our fieldwork, we found that a number of sampled caregivers had left 

their ECD centres. We either interviewed other caregivers trained under the CCCP within the 

centre, or used replacement ECD centres. We were not able to undertake qualitative or 

quantitative enquiries with caregivers who had left their original centres, and this may affect 
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our estimates of the programme’s impact, should the caregivers who have moved been 

significantly different to caregivers who stayed in their original centre. However, our qualitative 

inquiries reveal that caregivers leave their ECD centres for a range of reasons, see Table 22, 

and do not seem to be fundamentally different to caregivers who have stayed. 

 We only reviewed the impact of the training programme on learners in pre-primary. In order to 

assess the effects of the programme on learners’ success and enrolment in primary, a 

longitudinal study is needed to fully assess learner outcomes in primary school. We have 

supplemented this with qualitative inquires, and have spoken to caregivers and staff at primary 

schools, in order to understand the effects of the programme on learners’ performance in 

primary school.  
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4.0 CCCP Context  

In this section, we set out the context of the programme, including descriptive statistics of the 

CCCP treatment and control ECD caregivers, centres and learners. The descriptive statistics help 

contextualise the analysis of impacts, by highlighting differences in the composition of the 

treatment and control group and indicating where these differences are significant. 

4.1 Caregivers 

Table 4 and Figure 1 below presents caregiver demographics. Differences between the treatment 

and control group caregivers are significant. Treatment group caregivers are slightly older, while 

they have slightly fewer years of experience in teaching, and in pre-primary teaching. A higher 

proportion of treatment group caregivers are male, and a higher proportion hold leadership 

positions.  

Table 4: Caregiver demographics 

Variable Treatme
nt Group 
Mean 

Control 
Group 
mean 

Treatment 
Group 
Standard 
Deviation  

Control Group 
Standard 
Deviation 

Sig 

Age 27.98 27.13 7.101 6.920 * 

Years of experience 
as a teacher  5.18 5.32 4.130 4.980 *** 

Years of experience 
in pre-primary 3.69 3.96 3.122 3.640 *** 

Variable Treatment Group % Control Group % Sig 

Male 20.07% 6.58% *** 

Leadership position 73.36% 63.84% ** 

Notes:  
Sample Size: 607 (Control Group caregivers = 318; Treatment Group caregivers = 289) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

20.07%

79.93%

Treatment Group

6.58%

93.42%

Control Group

Male Female

Figure 1: Gender of caregivers in the treatment and control group 
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Notes:  
Sample Size: 607 (Control Group caregivers = 318; Treatment Group caregivers = 289) 
 
 

Table 5 presents the educational qualifications and ECD certificates held by caregivers within the 

treatment and control group. The differences are significant between the two groups. On average, 

control group caregivers hold slightly higher qualifications. The most common qualification held 

by control group caregivers is certificate (45.60%); in comparison, the most common qualification 

held by treatment group caregivers is form 4 (54.33%). On the other hand, a higher proportion of 

treatment group caregivers have a certificate in ECD (88.58% compared to 69.50%), and a higher 

proportion of treatment group caregivers are interested in continuing their studies in pre-primary 

education.  

Table 5: Caregiver education qualifications 

Variable Treatment Group % Control Group % Sig 

Highest educational qualification *** 

Primary 7 1.04% 0.31%  

O-Level 8.65% 6.60%  

Form 4 54.33% 39.94%  

A-level 1.04% 0.63%  

Form 6 4.84% 1.26%  

Certificate  27.68% 45.60%  

Diploma 2.08% 3.46%  

Bachelor's degree 0.35% 0.63%  

Postgraduate diploma 0.00% 0.31%  

Other (Specify) 0.00% 1.26%  

Certificate in ECD  88.58% 69.50% *** 

Would like to go for further studies on 
pre-primary education 

92.73% 84.91% *** 

Notes:  
Sample Size: 607 (Control Group caregivers = 318; Treatment Group caregivers = 289) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 

Table 6 and Figure 2 present the level of caregivers’ literacy, as measured by the EGRA. 

Treatment group caregivers scored marginally, but statistically significantly higher on both 

percentage of words read correctly, as well as on correct answers to questions on the reading 

passage. This finding is surprising, as on average, treatment group caregivers have a lower 

education qualification in comparison to control group caregivers. Given the fact that we do not 

have baseline data, it is unclear whether more literate caregivers were selected to join the CCCP, 

or if the programme had positive, unintended effects on caregivers’ literacy.  
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Table 6: Caregiver Literacy 

Competences Treatment 
Group Mean 

Control 
Group 
Mean  

Treatment 
Group 
Standard 
Deviation 

Control Group Standard 
Deviation 

Sig 

Words 
Correct       98.47%  98.14% 2.332 2.456 ** 

Answers 
Correct  55.49% 52.24% 27.644 27.64 * 

Notes:  
Sample Size: 600 (Control Group caregivers = 312; Treatment Group caregivers = 288) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
 

Figure 2: Caregiver literacy in treatment and control groups 

 
 
Notes:  
Sample Size: 600 (Control Group caregivers = 312; Treatment Group caregivers = 288) 
 

Table 7 presents information on caregiver salaries. Overall, caregivers within the treatment group 

were paid less, and paid less well in comparison to caregivers within the control group. Caregivers 

within the treatment group were less like to be paid, and a smaller proportion received their 

payment in money. A larger proportion of treatment group caregivers received their salary or 

compensation directly from parents and the community. Average salaries were also lower for 

caregivers within the treatment group, who were paid on average 104,594.90 Ugandan shillings 

per month, compared to 165,186.40 for caregivers within the control group. Treatment control 

group caregivers were also less likely to receive their full compensation (see Figure 3). All 

differences were significant at the 1% level.  

Table 7: Caregiver salaries 

 Treatment 
Group % 

Control 
Group % 

Sig 

Paid?  87.20% 95.28% *** 

Form of payment?     

98.47%

55.49%

98.14%

52.24%
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34 

 Treatment 
Group % 

Control 
Group % 

Sig 

Money 86.85% 95.28% *** 

Food 11.76% 16.67% *** 

Transport 0.69% 2.52% *** 

Housing 5.54% 8.49% *** 

Other 1.04% 0.63% *** 

Who pays you?     

Paid by Government 1.04% 2.52% *** 

Paid by the head teacher 43.94% 55.03% *** 

Paid by school director 18.69% 32.39% *** 

Paid (monetary) by parents/community 22.49% 4.09% *** 

Paid by NGO/FBO 1.04% 0.94% *** 

Not paid 13.15% 5.03% *** 

How much are you paid? (monthly)  

 

104,594.90 

(56425.56) 

165,186.40 

(284249.90) *** 

Last time you were supposed to pay, how 

much did you receive    

Full salary/compensation 51.98% 72.61% *** 

More than half of what I am supposed to get 

paid 6.35% 3.96% *** 

Half 25.79% 16.50% *** 

Less than half 12.70% 5.28% *** 

Nothing 3.17% 1.65% *** 

Notes:  
Sample Size: 607 (Control Group caregivers = 318; Treatment Group caregivers = 289) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 

 

Figure 3: Proportion of caregiver salary received  
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Notes:  
Sample Size: 607 (Control Group caregivers = 318; Treatment Group caregivers = 289) 

 

The level and quality of pay may have a direct effect on caregivers’ job satisfaction. Table 8 sets 

out the percentages of treatment and control group caregivers agreeing with a range of 

statements on overall job satisfaction, and level of satisfaction with the level of work and support. 

Broadly, around 80% of caregivers are satisfied with their jobs, and just over 50% feel 

overwhelmed. Fewer treatment group caregivers in comparison to control group caregivers agree 

that they receive adequate support from the head teacher, or that they have adequate support 

and resources from the school. However, a larger percentage of treatment group caregivers agree 

that they have received the training needed to be an effective pre-primary teacher. A slightly 

higher percentage of treatment group caregivers agree that they feel the role of a pre-primary 

teacher is valued, though the difference between the treatment and control group percentages is 

not statistically significant.  

Table 8: Job Satisfaction 

Statements Treatment 
Group % 

Control Group % Sig 

I am satisfied with my job.  79.93% 83.02%  

I receive adequate support from my Head 

Teacher/Director 62.98% 78.30% *** 

I am overwhelmed with the amount of 

work I have  56.06% 53.46%  

I have adequate support and resources 

from the school in carrying out my 

teaching duties. 44.98% 72.64% *** 

I feel the role of pre-primary teacher is 

valued  92.39% 87.42%  

I feel I have the training I need to be an 

effective pre-primary teacher 73.70% 59.43% *** 

Notes:  
Sample Size: 607 (Control Group caregivers = 318; Treatment Group caregivers = 289) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
Percentage responding that they ‘agree’ or ‘strongly agree’ with these statements 

Table 9 sets out other trainings received by the treatment and control group. As expected, the 

treatment group were more likely to have received in-service trainings, with only 7.96% of 

treatment group caregivers reporting not having received trainings, compared to 57.86% of 

control group caregivers. It appears that a high proportion of treatment group caregivers also 

received trainings beyond those provided by the CCCP. 

Treatment group caregivers were also more likely to have received trainings from all stakeholders, 

except for from officials from their church diocese or Muslim supreme council. A larger percentage 

of treatment group caregivers had received training in classroom management, record keeping, 

use of the ECD learning framework and assessing children development.  



 

36 

Table 9: Other trainings received 

Other trainings  Treatment 
Group % 

Control 
Group % 

Sig 

How many in-service training have you received in the last three 

years? *** 

one training workshop 24.91% 14.78%  

two to three training 43.25% 18.55%  

more than three training 23.88% 8.81%  

none 7.96% 57.86%  

Have you received training from these 

stakeholders in the past 1-3 years? 74.05% 79.56%  

Who delivered the training?     

Centre Head Teacher 53.29% 36.79% *** 

District Local government education officials  52.60% 26.10% *** 

Ministry of Education Officials 93.43% 44.34% *** 

Trainers from your PTC 12.46% 8.81%  

Directorate of Education Standards 73.01% 32.39% *** 

Officials from your Church Diocese or 

Muslim supreme council 74.05% 79.56%  

What was the subject of the support supervision? 

Classroom Management 63.41% 52.53% *** 

Record keeping 32.06% 20.88% *** 

Teaching young children 68.99% 67.78%  

Using the ECD learning framework 65.50% 47.81% *** 

Assessing Children Development 46.69% 23.23% *** 

Notes:  
Sample Size: 607 (Control Group caregivers = 318; Treatment Group caregivers = 289) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 

4.2 ECD Centres 

Table 10 below sets out the basic characteristics of ECD centres within the treatment and control 

group. There are no significant differences between the ECD centres in terms of these 

characteristics. On average, ECD centres have been operating for 20 years. Just under three-

quarters are licensed by the Ministry of Education, and the majority follow the Ugandan national 

curriculum and are open 5 days a week. The majority are open more than hours a day.  

Table 10: Basic Characteristics 

Variable / Question  Treatment Group % Control Group % Sig 

Number of years school has been in 
existence 

20.45  
(23.550) 

20.12  
(24.204)  

Licensed by the Ministry of Education 69.90% 76.96%  

Curriculum followed    

Uganda national curriculum 88.83% 85.29%  
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Variable / Question  Treatment Group % Control Group % Sig 

Other 3.40% 6.86%  

None 7.77% 7.84%  

School open 5 days a week 99.03% 98.53%  

Hours open per day    

1-5 36% 22%  

more than 5 64% 78%  
Notes:  
Sample Size: 410 (Control Group centres = 204; Treatment Group centres = 206) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
s.d. in ( )  

 

Table 11 set out the average caregiver and learner numbers across the treatment and control 

ECD centres. Treatment group centres have a slightly larger enrolment than control group 

centres, though the difference is not significant. Both treatment and control centres have around 

50% girls, and around 50% of centres have children with disabilities. The majority of centres 

operate 3 ECD classes, with 1 stream per class. Treatment centres have, on average, slightly 

more caregivers per centre than control group centres, and a lower proportion of female 

caregivers. Caregiver to student ratios are over 30 for both treatment and control group ECD 

centres, higher than the 1:25 ratio set out in the official selection criteria for participation in the 

CCCP.  

Table 11: Caregiver and learner numbers 

Variable / Question  
Treatment Group no. 

/ % 
Control Group no. 

/  % 
Sig 

TOTal school enrolment 160.84  
(249.58) 

117.10  
(103.836)  

Of which Girls 
49.46%  
(.633%) 

50.27%  
(.480%)  

Schools with children with disabilities 51.46% 49.51%  
How many ECD classes does the school 
run?    

1 3.40% 2.45%  
2 29.13% 22.55%  
3 62.62% 71.08%  

More than 3   4.85% 3.92%  
Streams per ECD class    

1 98.54% 99.02%  

2 1.46% 0.98%  

Total caregivers 
5.05  

(5.357) 
4.29  

(3.804) ** 

Of which female 
78.10%  

(1.900%) 
88.41  

(1.522%) *** 

Caregiver to student ratio  34.89  
(69.878) 

31.22  
(18.934)  

Notes:  
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Sample Size: 410 (Control Group centres = 204; Treatment Group centres = 206) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
s.d. in ( )  

 

Table 12 presents a summary of ECD centre management structures, which are broadly similar 

at treatment and control group centres. The majority of ECD centres have Centre Management 

Committees (CMC), and on average the committees have around 10 members, of which just 

under 2 are teachers. As set out in Table 12, the majority of CMCs meet at least 3 times a year 

(82.54% in treatment group centres, and 75.67% in control group centres). The majority of ECD 

centres also have parent teacher associations.  

Table 12: ECD Centre Management 

Variable / Question  Treatment Group % Control Group % Sig 

ECD centre with a Centre 
Management Committee 91.75% 90.69%  

Number of people on the Centre 
Management Committee 

10.30  
(2.671) 

9.84  
(2.918) * 

Total number of teachers on the 
Centre Management Committee 1.61  

(1.205) 
1.58 

(.959)  

Frequency of Centre Management 
Committee meetings   

   
never 0.00% 1.08%  

once a year 5.82% 10.81%  
twice a year 11.64% 12.43%  

3 times a year 41.80% 41.62%  
more than 3 times 40.74% 34.05%  

ECD Centre with Parent Teacher 
Association  70.87% 73.53%  

Notes:  
Sample Size: 410 (Control Group centres = 204; Treatment Group centres = 206) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 

Table 13 presents a summary of funding received in 2017. There is a range of funding received 

among ECD centres. The proportion of funding sources vary between the treatment and control 

group, though this is not significant. Funding from school fees are around 48% for treatment ECD 

centres, compared to 86% for control group ECD centres. The average funding per student per 

month at treatment ECD centres is 41,902.64 Ugandan shillings, compared to 70,898.88 Uganda 

shillings at control ECD centres.  

Table 13: Funding in 2017 

Variable / Question  
Treatment Group 

% 
Control Group % Sig 

Total Funding   
4,983,083  

(19,600,000) 
6,746,902 

(12,300,000)  
From the Government 26.90% 5.71%  
From School fees 48.26% 86.45%  
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Sample Size: 410 (Control Group centres = 204; Treatment Group centres = 206) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
s.d. in ( )  

 

Figure 4 below sets out the distribution of funding received per student, per year at treatment and 
control centres. Generally, treatment centres are less well funded.  

Figure 4: Funding of ECD centres in 2017 

 
Notes:  
Sample Size: 410 (Control Group centres = 204; Treatment Group centres = 206). Values in USD. 
 
 

Table 14 sets out the status of school records at treatment and control ECD centres. There is no 

significant difference, with the majority of centres maintaining attendance roster of caregivers and 

students, subject timetable, minutes of school staff meetings and other meetings. Just under half 

of centres have a school development plan.  

Table 14: School Records 

Variable / Question  Treatment Group % Control Group % Significance 

 A daily attendance roster of teachers 84.95% 88.24%  
Attendance record of students 85.92% 83.33%  
Head Teacher’s record of the subject 
timetable for each grade 69.42% 66.67%  
A school development plan 46.60% 49.51%  
Minutes of school staff meetings 74.27% 77.45%  
Minutes of the meetings of the school 
management committee and the 
parent teacher association 73.30% 73.04%  

Notes:  
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Sample Size: 410 (Control Group centres = 204; Treatment Group centres = 206) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level, s.d. 
in ( ) 
 

Table 15 presents the centre facilities at treatment and control group ECD centres. Around 50% 

of centres are constructed using concrete or cement. The next most common material is baked 

or burnt bricks. The majority of ECD centres contain an office, adult toilet, separate student toilet 

for girls and boys and water source. However, school libraries and assembly halls are on available 

in a minority of ECD centres. The most significant difference between the treatment and control 

group centres, is that there is a slightly higher percentage of control group ECD centres with an 

office (79.41% compared to 68.45%) and adult toilets (99.24% compared to 82.04%).   

Table 15: Centre Facilities 

Variable / Question  
Treatment Group 
% 

Control Group % Significance 

Classroom Wall Materials   *** 

Branches / Grass / Straw 2.43% 0.98%  
Mud  2.91% 8.33%  
Iron sheets  13.11% 12.25%  
Timber 3.40% 8.82%  
Baked / burnt bricks 27.18% 18.63%  
Concrete, cement, cement bricks, stones 45.15% 50.49%  
Canvas  3.40% 0.49%  

Other (specify) 2.43% 0.00%  
Contains the following facilities    
Office / Staffroom 68.45% 79.41% ** 

Adult toilet / latrine (not for students) 82.04% 88.24% * 

Student toilet / latrine for girls 94.17% 94.12%  
Student toilet / latrine for boys 94.17% 93.63%  
School Library (for non-textbooks) 20.39% 28.92%  
Student Assembly Hall (do not include if 
assembly space is outdoors) 14.08% 19.12%  
Water source including water tanks / 
pipes 65.53% 67.65%  
Classroom blocks or structures 85.92% 93.14%  

Notes:  
Sample Size: 410 (Control Group centres = 204; Treatment Group centres = 206) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level, s.d. 
in ( ) 

4.3 Learners 

Table 16 presents key background characteristics for learners. The split between learners in 

middle class and top class is similar between the treatment and control group. Similarly, there is 

no significant difference between the percentages of learners missing school in the past term, or 

those looked after by one parent only. However, learners within the treatment group are more 
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likely to have eaten no meals or only one meal yesterday (2.36% and 31.81% respectively for 

learners within the treatment group, compared to 1.98% and 22.46% for learners within the control 

group) (see Table 16), and more likely to be looked after by neither parent (7.80% for learners 

within the treatment group, compared to 6.13% for learners within the control group). Finally, the 

proportion of children whose language at home is different from the one used in school is higher 

within the control group (32.88%) than in the treatment group (20.73%) (see Figure 5). 

 Table 16: Learners Demographics and Background Characteristics 

Variable Treatment Group % Control Group % Sig 

Learners in   

Middle Class 11.95% 12.15%  

Top Class 88.05% 87.85%  

Meals eaten yesterday *** 

None 2.36% 1.98%  

One 31.81% 22.46%  

Two 39.44% 50.46%  

More than two 26.39% 25.10%  

Have missed coming to 

school during this term 45.24% 42.58%  

Looked after by neither 

parent 7.80% 6.13% * 

Looked after by one parent 

only 15.37% 19.39%  

Language at home different 

from one used in school 20.73% 32.88% *** 

Sample Size: 1635 (Control Group learners = 815; Treatment Group learners = 820) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Sample Size: 1635 (Control Group learners = 815; Treatment Group learners = 820) 
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Language at home same from one used in school

Figure 5: Percentage of children whose language at home is different from the 

one used in school 
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4.4 Summary and implications 

Overall, we find significant differences between treatment and control group caregivers, centres 

and learners. We set out the most significant differences below.  

Caregivers 

Control group caregivers are better educated. The most common qualification held by control 

group caregivers is certificate (45.60%); in comparison, the most common qualification held by 

treatment group caregivers is form 4 (54.33%). On the other hand, a higher proportion of 

treatment group caregivers have a certificate in ECD (88.58% compared to 69.50%), and a higher 

proportion of treatment group caregivers are interested in continuing their studies in pre-primary 

education.  

Overall, caregivers within the treatment group were paid less, and paid less well in 

comparison to caregivers within the control group. Caregivers within the treatment group 

were less like to be paid, and a smaller proportion received their payment in money. 

Centres 

Control ECD centres tend to be better resourced. The average funding per student per month 

at treatment ECD centres is 41,902.64 Ugandan shillings, compared to 70,898.88 Uganda 

shillings at control ECD centres.  

Learners 

Learners within the treatment group come from less stable home situations. Learners within 

the treatment group were reported to have eaten fewer meals, more likely to be looked after by 

neither parent. 

Implications 

As selection into the programme was based on caregivers, we undertook propensity score 

matching based on caregiver characteristics. This included the areas with the most significant 

differences, as set out above, including caregivers’ highest education qualification, level and 

frequency of payments received and years of teaching. Nonetheless, a limitation with this 

approach is that it may not fully take into account differences between treatment and control group 

centres and learners. 

 



 

43 

5.0 Evaluation Findings  

This section sets out our evaluation findings against the DAC criteria and evaluation questions. 

Under each DAC criteria, we first summarise our findings against the evaluation questions. This 

is then followed by findings against each individual evaluation question.  

5.1 Relevance 

Under relevance, we consider five evaluation questions, in terms of whether the programme is 

relevant to national policies and plans, whether the programme addresses the barriers to 

improving learner outcomes and the main gaps in the skills of caregivers, whether the support 

supervision provided after the training is relevant and whether the programme is relevant to those 

from different cultures.  

Table 17 below sets out the evaluation questions and judgement criteria developed during the 

inception phase, and a brief summary of findings.  

Table 17: Relevance Findings 

Evaluation Question Judgement Criteria Summary  

Is the programme relevant to 

the priorities identified in the 

Uganda Vision 2040, Second 

National Development Plan II, 

Education Sector Strategic 

Plan 2017-2020, National 

Integrated Early Childhood 

Development Policy and 

Action Plan etc.?    

Evidence of increased 

alignment to and system 

coherence around 

national priorities, 

policies and plans 

Strong evidence of alignment of 

CCCP to national priorities, 

policies and plans. Stakeholders 

recommend strengthening 

communication to regional and 

local authorities in order to 

increase alignment in 

implementation 

How well do trainings and 

support address the main 

gaps in knowledge and 

skills of caregivers 

Evidence of programme 

addressing main gaps in 

knowledge and skills of 

caregivers. 

The pre-existing gaps prior to 

CCCP were the lack of consistent 

use of the learning framework, 

lack of skills in terms of the 

‘personal’ side of teaching and 

lack of community support. The 

CCCP’s building up of the 

caregiver profession, use of the 

learning framework, stakeholder 

coordination, cascade model and 

focus on the community have 

been effective at reducing these 

gaps.  
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Evaluation Question Judgement Criteria Summary  

How relevant and useful is 

the support supervision 

provided by trainers of 

trainers and core primary 

teacher colleges (PTCs)? 

Evidence that support 

supervision was tailored 

and improved caregivers’ 

knowledge, skills and 

practice 

Strong evidence of the importance 

and relevance of the support 

supervision, though this was not 

always provided consistently.  

Is the programme culturally 

appropriate? 

Evidence of appropriate 

tailoring to local contexts 

Strong evidence of the 

programme being tailored to local 

contexts, though there were 

challenges in terms of teaching 

classes with learners of many 

ethnicities, parents’ resistance to 

using the local language to teach 

and allowing time for prayer during 

caregiver training.  

To what extent does the 

programme address the main 

barriers to improving 

learner outcomes and 

learners’ enrolment and 

success at primary school? 

Evidence of programme 

addressing main barriers 

to learner outcomes. 

Strong evidence that the 

programmes successfully 

addresses some of the barriers to 

learner outcomes.   

5.1.1 Is the programme relevant to the priorities identified in the Uganda Vision 2040, 

Second National Development Plan II, Education Sector Strategic Plan 2017-

2020, National Integrated Early Childhood Development Policy and Action 

Plan etc.?    

There is strong alignment between the priorities identified in the policy documents and the design 

and delivery of the CCCP.  

Relevance to Central government policy  

Programme implementers responded that the programme was in line with national priorities, as 

set out in Uganda Vision 2040 and Second National Development Plan II. A broad range of 

stakeholders agreed that the programme has supported uniform usage of the learning framework 

to maintain national ECD standards. Furthermore, ECD stakeholders felt that the programme was 

aligned with national priorities. This included supporting earlier entry into the education system at 

the age of three and emphasis on nutrition, health and hygiene and immunisation in ECD centres.  

Alignment with the Education and Sports Sector Strategic Plan 

The CCCP falls into two of the strategic objectives of the strategic plan: enhanced quality and 

relevant education training; and efficient and effective delivery of education. Furthermore, the 

CCCP is aligned with sub-objective 20, which aims to develop a comprehensive policy 

framework for ECD that among others provides for the institutionalisation of training of ECD 

Caregivers/Teachers. 
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This policy provides a comprehensive framework for the development and management of 

the teaching profession to improve teaching and learning in the entire education system. The 

policy sets the standards for effective teaching practice, which forms the basis for the CCCP. 

CCCP falls within the objectives of the policy as it strengthens in-service teacher training to 

enhance teacher competences and contributes to standardising teacher qualifications. The policy 

establishes the MoES as the coordinating agency and sets out the roles of other stakeholders. 

Alignment with the National Integrated Early Childhood Development Policy Action Plan 

of Uganda (2016-21) 

The NIECD was developed to address sub-objective 20 of the Education and Sports Sector 

Strategic Plan. The CCCP is well-aligned with this policy, especially in terms of the principle of 

family and community engagement and equity, as a result of CCCP’s delivery model of 

working closely with FBOs, and ensuring use of community-based materials. Furthermore, the 

CCCP is aligned with two of the key outputs of the policy framework:  

1. ECD service providers and actors are professionally trained, certified and deployed to deliver 

ECD services.  

2. Early education and care programs and services programs adhere to and meet set standards. 

Alignment with the ECD standards and frameworks 

The Early Learning and Development Standards (2015) outlines the key standards for quality 

in an ECD centre in terms of the learning outcomes of the students, and was used to develop 

content of the training manuals for the training of caregivers. The Early Childhood Development 

Caregivers’ Framework (2012) sets out the specific competences needed by caregivers, and 

was used when designing the CCCP. 

 

5.1.2 How well do trainings and support address the main gaps in knowledge and 

skills of caregivers? 

Programme implementers and broader ECD stakeholders recognised that there were significant 

gaps in the knowledge and skills of caregivers, which often were a result of the lack of 

harmonisation in training in ECD in Uganda, as well as differences in knowledge, and skills 

between caregivers. The main gap in knowledge identified was that caregivers lacked knowledge 

on the ‘personal’ side of teaching and often had an academic focus while teaching in pre-primary, 

which created a bad environment, which did not motivate children.  

Programme implementers pointed to components of the CCCP that have helped reduce these 

gaps, including the building up of the caregiver profession, use of the learning framework, 

stakeholder coordination, cascade model and focus on the community.  

Lessons Learned 

Stakeholders emphasised the importance of communicating the national priorities to 

regional and local authorities in order to increase alignment in implementation. 

Understanding of the learning framework, and appropriate tailoring to regional contexts is 

needed for successful implementation in order to achieve the national objectives.  
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However, interviewees also noted a few limitations of the CCCP in terms of how well the 

trainings and support were able to address these gaps in knowledge and skills.  

We discuss these three points in further detail below.   

Gaps in the knowledge and skills of caregivers 

Both programme implementers and ECD stakeholders highlighted a number of factors affecting 

the knowledge and skills of caregivers. The following issues emerged consistently from the 

interviews across the districts visited:  

 Municipal Education Officers in all districts stressed that the lack of harmonisation in the 

training received by caregivers has created inconsistencies in their knowledge and skills. 

Caregivers going through different training programmes are taught entirely different 

curriculums with no standardisation. This has resulted in caregivers entering the profession 

with different approaches, priorities and techniques. Some of the training programmes, run 

privately, were described as ‘not up to standard’.  

 Members of the District Education Office commented that most training programmes for 

caregivers have not focused on the ‘personal’ side of the profession. As highlighted by 

an ECD stakeholder in Hoima, it is the personal touch which is most important at nursery 

level: “The biggest quality for a caregiver is love…How do you react when a child cries, is sick 

or wets its pants? These personal things are all important for a caregiver” (District Education 

Office, Hoima). 

Due to shortcomings in the training programmes, many caregivers have been reverting to 

‘Primary 1’ style teaching, with a classroom environment focusing on academic learning.  

 ECD stakeholders also mentioned that previous training programmes have lacked a 

community element. Building a strong relationship between caregiver and the community 

was seen as particularly important at ECD level, as ECD centres often rely on local 

communities for funds, food and facilities. Limited community support for the ECD centre will 

have been a significant barrier to the success of these centres.  

These gaps were reported to have affected caregivers’ ability to support learners.  

Components of CCCP that have helped reduce the gaps 

The aim of CCCP was to help to reduce these gaps in knowledge and skills of caregivers, so they 

could in turn better support learners. Programme implementers, in particular MTs and TOTs, were 

particularly keen to emphasise the programme’s pioneering and unique nature, in working to 

reduce these gaps.   

The CCCP has used the learning framework in order to provide caregivers with the knowledge 

and practical skills to teach learners. The CCCP has also supported the building of the ECD 

profession. Coordination between the different stakeholders – PTCs, FBO and MoES, and 

use of the cascade model with MTs and TOTs, has enabled the CCCP to provide caregivers 

with continuous support, as well as reference points within the community. Finally, the CCCP’s 

focus on engaging the community has provided caregivers with support to maintain and operate 

the ECD centre, as well as a growing recognition of the importance of ECD. We discuss each in 

turn below:    
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 Use of the learning framework 

A lack of harmonisation in the training of caregivers has resulted in different approaches, priorities 

and techniques being used in ECD centres. CCCP has provided uniformity in the training of 

caregivers, through the use of the learning framework, taught through the residential training and 

support supervision.  

“It used to be that everybody would do own thing; now appears to be something which has 

requirements; knowledge, competency; effective in teaching” (ECD stakeholder, Kalungu) 

Stakeholders noted that the CCCP was an improvement on previous trainings, which had been 

more academic and less focused on specific competences. 

“The learning framework benefits children. There are not many academic issues, it’s all about 

learning through play, even counting. They get the concept faster. Learning through play is the 

key because academic learning stresses the children at that age” (PTC, Kalungu) 

Furthermore, the learning framework is comprehensive, covering all aspects of ECD teaching, 

including lesson planning to setting of a daily classroom routine. While not all ECD centres use 

the CCCP learning framework, stakeholders informed us that other ECD centres had also been 

requesting the framework.  

The usefulness of the learning framework and the training was echoed by the caregivers during 

the caregiver surveys. 73.70% of caregivers receiving CCCP training, compared to 59.43% of 

caregivers from the control group, felt they had the training they needed to be effective pre-

primary teachers (see Figure 6). Caregivers rated that the CCCP training had been highly useful 

in terms of classroom management, record keeping, teaching young children, using the 

curriculum, assessing children’s development and production of low cost play. Table 18 below 

summaries the scoring against each component of training.  

Table 18: Usefulness of Training 

On a scale of 

1-5, how 

useful was 

the  

Classroom 

managemen

t 

Record 

keepin

g 

Teachin

g young 

children 

Using the 

curriculum 

Assessing 

children’s 

development 

Productio

n of low 

cost play 

materials 

CCCP 
training in 
regard to the 
following 

4.60  
(.684) 

4.36 
(.917)  

4.77  
(.518) 

4.53  
(.779)  

 4.38  
(.858)  

4.58 
(.801)  

Notes:  
Sample Size: 289, s.d. in ( ) 
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Figure 6: Usefulness of the CCCP training 

 
Notes:  
Sample Size: 289 

Caregivers also stressed that the training was particularly useful in providing them with practical 

examples to support their role, rather than just theory. This included:  

 Lesson plans and schemes of work 

 Assessment and evaluation to know the learning outcomes of learners 

 Making school routines, daily routines, termly and yearly routine. 

 The learning circle and the integration of learning areas. 

 Building of the ECD profession 

Furthermore, caregivers shared that they felt they were in a profession rather than just a job, and 

the CCCP provided them with the personal and professional skills to do the job effectively. Both 

implementers and caregivers said the training had provided caregivers with a potential career, 

now that they had received practical training. Caregivers on the programme largely came from 

poorer backgrounds with little education; most had not studied beyond S4 and some had not even 

started secondary school. The view was that these caregivers had ‘lost hope’ of having a 

professional career of their own. This training has provided them with a standing in the community 

and a potential career to pursue.  

A TOT also pointed out how a higher demand for ECE has improved the job market for caregivers 

as more caregiver roles become available. This was corroborated by a stakeholder in the Muslim 

Council in Kampala, who highlighted how the number of children enrolled in ECD has increased, 

which has in turn increased the need for trained caregivers.  

 Coordination between stakeholders 

There is general agreement across all types of stakeholder that coordination and communication 

has been generally effective, which enabled the effective delivery of the programme. 
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the following



 

49 

Stakeholders were generally aware of their respective responsibilities under the programme and 

consider the programme a success in terms of having an inclusive approach of involving all 

relevant ECD stakeholders. In Kampala, programme managers were positive about the 

coordination between stakeholders on the programme.   

 Cascade model 

Programme implementers were positive about the effectiveness of using the cascade model to 

train caregivers, whereby MTs then train TOTs, who then train caregivers. The model is seen by 

programme implementers as one of the most sustainable elements of the programme as the 

training of MTs and TOTs will outlive the lifespan of the programme and enable PTCs to continue 

training. Furthermore, some programme implementers thought that the cascade model sped up 

the training process. Programme implementers during the validation workshop agreed that the 

model should continue being implemented in future rounds of training.  

 Support from Local Community  

The CCCP involved a strong component of community mobilisation. There is general agreement 

that this was done successfully. Communities have invested in the maintenance of centres, and 

provided resources to finance the centres. Additionally, through the CCCP raising awareness 

about the importance of ECD, parents and local communities are more supportive and positive 

about the impact of pre-primary education. 

For example, in Kalungu, stakeholders explained that there is good engagement with the 

community evidenced by community members helping to build stronger ECD centres, as well as 

donating food and money. A MT explained that some ECD centres are in churches or mosques, 

which has further brought the community together. For example, the churches and mosques 

generally provide water and shelter.  

Some stakeholders, across all types of interviewed stakeholders recommended that, further work 

on awareness raising about the benefits of the ECD is necessary at the district level, in order to 

ensure communities are paying caregivers for their work. Some suggestions for how to achieve 

that have been dissemination in radio programs as well as the support of the government and 

FBO representatives to explain the benefits of ECD to the community.  

Limitations of the CCCP 

 Selection of caregivers 

The programme was designed to provide a training that was inclusive, including to caregivers 

without qualifications, and the aim of the programme was to ensure a minimum level of training 

for those already in the profession. However, a recurrent issue brought up by different groups 

stakeholders was the varying quality of caregivers selected to receive the training, as there was 

no standardised admissions criteria. For example, some programme implementers reported 

FBO officials selecting relatives with no caregiver training or experience. Stakeholders 

commented that this can have a negative effect on learner outcomes, as TOTs and MTs have to 

teach caregivers with varying levels of education within the same setting, which could make the 

teaching less effective. Some stakeholders recommended the use of a standardised procedure 

for caregivers to be selected for the programme, which would help with creating consistency and 

professionalising caregiving.  
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However, overall stakeholders were content with the FBO’s role in selecting caregivers, as it 

ensured the involvement and support of the community. Additionally, when raised with MoES, 

government officials reported that a competence framework for caregivers will contribute to 

streamline selection, as well as certification.  

 Selection of trainers 

According to MOES officials, the quality of FBO TOTs compared to those recruited by PTCs differ. 

FBO TOTs have generally been trained under the faith based training institutions who may or not 

possess professional teacher training qualifications whereas PTC TOTs are in possession of 

ordinary or advanced level of education. Both had their relative strengths: FBO TOTs were more 

connected to the community while PTC TOTs were more technically able, with implications for 

the implementation of the programme.  

 Certification of caregivers 

A remaining obstacle brought up by several groups of stakeholders in all districts was the lack of 

a standardised way of certifying caregivers. All stakeholders in all locations agreed that 

certification is essential for legitimacy and accountability. Certification indicates that a 

caregiver is qualified and helps caregivers stay in the profession. For example, stakeholders in 

Lamwo noted that certification is vital as it shows recognition and provides validation to work and 

would contribute to parents valuing ECD centres. 

There was confusion between stakeholders in terms of the certification resulting from completion 

of the programme. It was clarified in the validation workshop that the program’s aim was to provide 

a competence certificate, not an academic certificate. The certificate provides proof that the 

holders have undergone the basic CCCP training and are qualified to handle ECD training as per 

the standard modules taught to them. However, this certificate does not qualify the caregivers to 

enrol for higher qualifications in ECD, though stakeholders noted that it may provide them with an 

added advantage when applying for formal ECD certified courses. Our interviews revealed that 

the majority of caregivers expected an ECD certificate.   

However, it is noted that this is a sector wide problem that goes beyond the CCCP. In Kampala, 

the Deputy Project Coordinator explained that there is an accreditation framework in progress, 

which will provide clarity on the certification system. Other MOES officials indicated that in 

collaboration with other stakeholders, formulation of a comprehensive qualification framework for 

ECD is ongoing to address the lack of alignment between ECD qualifications.  

 Coordination and split in responsibilities  

While coordination was generally strong, it was weak in certain area. We identified that there are 

areas for improvement in terms of the communication channels between the different programme 

implementers: TIET, PTCs, FBOs, as well as with caregivers. Stakeholders pointed to practical 

issues in terms of communication regarding timelines and work updates, and noted that 

improvement of communication channels was needed to strengthen the delivery of future rounds 

of training. We explore the coordination between different actors below:  

Coordination between TIET and other programme implementers 

Programme implementers raised that there were difficulties in coordination within TIET who did 

not notify PTCs early enough in advance of activities for everyone to attend. In Lamwo, it was 
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raised that the ministry sometimes provided information late, which caused stakeholders to miss 

meetings. Additionally, delays in financing also made the implementation of trainings more 

difficult. 

Coordination between PTCs and FBOs 

The Ministry officials noted the roles and responsibilities for the PTCs and FBOs were clearly 

identified, documented and pointed out to each of them before the commencement of the project. 

PTC and FBO stakeholders generally agreed with this. However, the following challenges were 

noted:  

 Communication gaps: In Kalungu, the Muslim FBO representative explained that there 

were gaps in communication between the PTC and FBOs, and that there were occasions 

where they would not have been informed of certain activities. This was exacerbated by 

the fact that the Muslim Council dealt with seven districts (compared with the one district 

for Protestants and Catholics). However, the FBO representative noted that the situation 

is improving with the involvement of DPOs, FBOs and the Ministry.  

 Collaboration between FBOs: A District DEO-ECD stakeholder explained that the FBOs 

generally work well together, but that they could be more collaborative. For example, if the 

DEO-ECD asks for 100 caregivers, the FBOs find it difficult to agree on what percentage 

should be selected by which FBO.  

 Timeliness: The PTCs pointed out that there were problems with the FBOs in terms of 

information being delivered in a timely nature, for example, data from support supervision. 

This is made worse by the fact that phone and internet connection is often unreliable.  

Coordination between PTCs and caregivers 

An additional area for improvement was raised in several districts, where programme 

implementers highlighted they sometimes struggle to reach caregivers as they did not have 

mobile phones. A PTC Principal believed that this could be overcome by using a snowballing 

approach whereby information or events would be shared through contact points, or by 

introduction of an ECD focal point officer in the district.  

Overall, there was general agreement that it was important to strengthen coordination between 

stakeholders and improve communication channels. Additionally, ECD stakeholders at the district 

level argued that the District Education Offices should have been involved, to ensure better 

alignment between ECD stakeholders, in order to be able to better support caregivers. 
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5.1.3 How relevant and useful is the support supervision provided by trainers of 

trainers and core primary teacher colleges (PTCs)? 

One of the key aspects of CCCP is the continuous support supervision that caregivers receive 

following their residential training. Support supervision involves a trainer visiting a caregiver within 

their ECD centre, observing their class and reviewing their lesson plans and play materials, and 

providing them with a holistic verbal and written assessment, including strengths, weaknesses 

and suggestions for improvement.  

Table 19 below summarises the support supervision received by the sampled CCCP trained 

caregivers. The main finding is that the support supervision provided varied significantly between 

caregivers. 93.17% had received field support during the year of training, with the majority 

receiving support at least twice a term (see Figure 7). Field support was most commonly received 

from PTC TOTs. Additionally, since the end of the training, just under half had received some 

support from MoES or FBO. Additionally, over 50% had participated in performance review 

meetings at the CCT, with 44.85% attending three or more meetings (see Figure 8).  

Table 19: Support supervision received 

Variable / Question Percentage 

Received field support during the year of training 93.17% 

Frequency of support   
Never 0.37% 

once a term 21.61% 

twice a term 43.22% 

three times a term 32.23% 

more than three times a term 2.56% 

Field support supervision received from  
PTC 78.75% 

FBOs 13.92% 

MoES  5.86% 

Other 1.47% 

Since the end of training, rec'd support from  

Lessons Learned 

1. The cascade model is a sustainable and efficient approach to deliver caregiver trainer.  

2. The community engagement element of the CCCP was a strong component that ensured 

the programme was sensitive and tailored to local contexts.  

3. More standardised selection criteria in future caregiver trainings will contribute to the 

consistency across the caregiving profession, and make it easier for MTs and TOTs to 

deliver caregiver training;  

4. Certification of caregivers is important for the legitimacy of the training and for caregivers’ 

motivation; and  

5. Improved coordination and communication channels would strengthen the programme 

delivery and accountability.  
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Variable / Question Percentage 

MoES officials and FBO 26.28% 

MoES only 16.38% 

FBO only 23.55% 

Performance review meeting at CCT 56.31% 

Performance review meetings    
one 24.85% 

two 30.30% 

three   41.21% 

more than three    3.64% 
Notes:  
Sample Size: 289 
 
 

Figure 7: Frequency of field support during the year 

 
 
Notes:  
Sample Size: 289 
 

Figure 8: Frequency of performance review meetings 

 
 
Notes:  
Sample Size: 289 
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The ongoing supervision provided was unique to the CCCP, setting it apart from other ECD 

training programmes and thereby filling a gap. A range of stakeholders emphasised the 

importance of this component of the CCCP. The following benefits were most commonly cited:  

 Supports putting theory into practice – The support supervision for caregivers was that it 

helped them to put into practice what they had learnt during the residential training. Most 

caregivers agreed that whilst the residential training was helpful, it took time to build 

confidence in an ECD environment with real children in front of them. This supervision was 

helpful in building their confidence. Trainers provided practical advice, tailored for the specific 

contexts that caregivers were faced with. For example, caregivers were given advice on how 

to use local materials to build teaching materials.  

 Servers as a course refresher – Caregivers also noted that that the support supervision was 

also important in helping to sharpen their skills and remind them of any practical ideas or 

suggestions that they may have forgotten from the residential training.  

“It was very useful because I was reminded of the right things to do in the classroom and better 

ways of delivering content. Issues like continuous assessment for the children and how to use the 

learning framework were ironed out.” (Caregiver, Lamwo) 

 Supplements other review meetings – Another aspect of CCCP is to coordinate regular 

review meetings with various stakeholders, including trainers, caregivers and other 

implementers. These meetings are held in the district and caregivers often struggle to reach 

these due to the long distance and lack of transport. The support supervision is especially 

important for caregivers who may not be able to access these meetings, so that they are able 

to feedback any issues, ask questions of their own and receive advice/guidance in their own 

work setting. This was mentioned by both caregivers and programme  implementers.  

Caregivers also found the support supervision useful for reinforcing the areas taught during the 

training, rating the support supervision relatively useful in all of the following aspects (see Figure 

9).  

Table 20: Usefulness of support supervision 

On a scale of 
1-5, how useful 
was the  

Classroom 
management 

Record 
keeping 

Teaching 
young 
children 

Using the 
curriculum 

Assessing 
children’s 
development 

Production 
of low cost 
play 
materials 

CCCP support 
supervision in 
regard to the 
following  

2.95  
(.410) 

2.92  
( .402)  

 3.01  
(.320) 

 2.97  
(.429)  

2.92  
(.414)  

2.95 
(.439)  

Notes:  
Sample Size: 289 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level, sd 
in ( ) 
Usefulness scored out of 5, with 1 signifying not at all useful, and 5 signifying very useful 
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Figure 9: Usefulness of CCCP support supervision 

 
Notes:  
Sample Size: 289 
Usefulness scored out of 5, with 1 signifying not at all useful, and 5 signifying very useful 

 

Additionally, MTs and TOTs stressed that the regular visits were used to not only support 

caregivers, but also the community, including the ECD centre management and parents.  

“We don’t just observe the caregiver, we also talk to administration of ECD to address any issues 

and also talk to the community to explain to them what ECD is…we explain their roles and 

responsibilities because want parents to get involved in ECD centres” (Master Trainer, Kalungu) 
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Lessons Learned 

The main lesson learned is the importance of improving consistency of the support supervision. 

There were some practical difficulties due to the great distances between ECD centres. One 

caregiver in Hoima had not received a support visit, while other caregivers had been visited up 

to 10 times.  

Stakeholders suggested that this could be done by better training TOTs to support caregivers, 

increasing allocation of funding for FBO leaders to mobilise the community to better support 

caregivers and increasing the number of TOTs and MTs. Stakeholders in the Masaka district, 

suggested that this would improve the quality of the programme, so that  “the programme can be 

better supervised and monitored to deliver the intended purpose to the population”, (Implementer, 

Masaka district). 
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5.1.4 Is the programme culturally appropriate? 

Programme implementers generally agreed that the programme had been tailored to local 

contexts and was culturally appropriate. Four key factors contributing to this were: 

1. Caregivers spoke the local dialect 

Caregivers were selected by FBOs from within local communities, and therefore in most cases, 

were able to speak the local dialect. This was especially important as the CCCP highlighted the 

importance of teaching in children’s local language.  

For example, in the Kalungu district, stakeholders report that the programme has been well 

tailored to the local environment, and caregivers use “the local language and encourage learners 

to use the local environment” during the learning process.  

“The caregiver uses the local language so cultural issues such as greetings etc. are incorporated. 

This brings good behaviour for children too” (PTC, Kalungu) 

2. Involvement of FBOs  

The involvement of FBOs was in itself described as a component of the programme contributing 

to its cultural appropriateness. Implementers described the FBO representatives as people with 

deep-rooted standing, influence and trust within local communities, as well as strong understand 

of community dynamics. FBOs also provided space within churches and mosques for the 

establishment of ECD centres, meaning the caregiver was working ‘in the heart’ of their 

community.  

3. Focus on learners’ personal development  

The view among FBOs in all districts was that the programme’s focus on the personal 

development of the child (rather than academic) supported caregivers to draw on local culture 

and the local environment in teaching. For example, caregivers learned how to create play 

materials based on the local environment. This then enabled children to learn in an environment 

in which they felt comfortable and safe.  

4. Regular review meetings supported cultural appropriateness 

Programme implementers stressed that the regular review meetings have been a good process 

in helping to ensure cultural appropriateness. For example, an ECD stakeholder in Hoima stated 

that there were gaps within certain tribes in North Western Uganda, as the TOTs were unable to 

fully understand the language when conducting support supervision visits. Hence, the regular 

review meetings were important to ensure these caregivers also received support.  
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5.1.5 To what extent does the programme address the main barriers to improving 

learner outcomes and learners’ enrolment and success at primary school? 

Programme implementers at the district level in Hoima, Lamwo and Kalungu agree that the 

programme has been successful in addressing the main barriers to improving learner outcomes 

and learners’ enrolment and success at primary school. Stakeholders noted that the CCCP has 

had a positive impact on increasing the number of enrolled children in ECD centres and their 

attendance, improving learning outcomes of children which in turn contribute to their success at 

primary school and providing other benefits to learners that in turn support learner outcomes.   

ECD enrolment and attendance 

Programme implementers observed that having better trained caregivers under the CCCP had 

made children more motivated to go to the ECD centre, and they pointed to higher attendance 

records within classes taught by CCCP trained caregivers. In addition to this, parents and 

programme implementers in all districts, including as FBOs, MTs or TOTs commented on how 

CCCP trained caregivers improved the environment within ECD centres, which also supported 

improved learner confidence. The holistic approach used by the CCCP trained caregivers keeps 

children engaged and not overburdened by a ‘strict learning curriculum’ and helps reduce drop-

out and disinterest in education. Rather, by supporting learning through play, the CCCP trained 

caregivers contribute to learners’ development social and communication skills, math and English 

knowledge, healthy habits as well as the ability to learn faster during primary school. Many parents 

Lessons Learned 

Implementers also highlighted some lessons learned to improve the cultural appropriateness 

of the programme 

 Some PTCs highlighted that the caregivers’ handbook had not been distributed to 

PTCs in local languages, as it was only available in ECD centres in English. Wider 

availability of translated handbooks could support uptake of the learning.  

 A MT in Hoima, for example, stated that with many local languages in Uganda, ECD 

centres sometimes have children from over ten ethnicities in the same classroom. The 

need to use one language can be challenging, as “[The children] may miss out on some 

crucial issues in class due to failure to grasp the language of instruction of the area they 

are in.” (Master trainer, Hoima) 

 Another challenge highlighted by stakeholders was the initial resistance of the 

community to ECD centres using the local language as the main medium. 

However, FBOs and other implementers have played a key role in sensitising the 

community to the idea of a child at nursery level learning primarily in the local language, 

and views are changing. More sensitisation beyond the programme is needed on this 

matter.  

 It was noted that in the Kalungu district, caregivers training did not allow Muslims to 

have time for prayer. The training should consider how it can further improve its 

inclusiveness, especially considering the CCCP’s focus on engaging FBOs.  
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of learners taught by CCCP trained caregivers in all districts emphasised that their children now 

looked forward to going to school. 

“This is because the teacher/caregiver in their training learned how to teach well and handle our 

children in the way that motivates them to attend school.” (Parent of learner, Lamwo) 

Additionally, several groups of stakeholders highlighted in their interviews that CCCP had positive 

effects in terms of increasing awareness of the importance of ECD, and supporting the 

opening of more ECD centres. FBOs working under the CCCP have supported the programme 

directly and encouraged communities to contribute to caregivers’ salaries. ECD centres involved 

in the CCCP have also engaged parents and improved the cooperation among different 

religious groups that has benefited the whole community. The CCCP also supports ECD 

caregivers with administrative procedures, which means more ECD centres are registered. 

TOTs in Hoima stressed that the inspection of ECD centres have become easier, and this reduces 

barriers to enrolment. Furthermore, FBOs in Lamwo and CMC in Kalungu pointed out that having 

trained caregivers has encouraged parents to send their children to ECD centres. The community 

based nature of these centres also makes them more affordable for parents.  

“Teachers sensitise the parents on the values to keep their children at school, their roles as 

parents. This is done through the meetings called by the centre management committee where 

parents are also encouraged to provide their children with needs such as snacks/food and 

scholastic materials.” (ECD stakeholder, Kalungu) 

Success at primary school 

PTC stakeholders cited examples of primary schools benefitting from the increased school-

readiness of children who had attended CCCP ECD centres. Programme implementers and 

parents agreed that the CCCP had a positive impact in supporting children to be better equipped 

for primary school. Additionally anecdotal evidence supports that primary schools have a 

preference for students that have attended ECD centres, as supported by two stakeholders (a 

stakeholder from the Muslim Council, a caregiver in Hoima). 

“They can clearly see the difference between those that have gone through ECD and those that 

have not gone through ECD.” (Caregiver, Hoima)  

Other benefits 

Finally, a few ECD stakeholders and programme implementers also mentioned how the training 

programme had brought learning benefits to children in terms of health and sanitation. The 

CCCP includes training on the importance of healthy practices. Several stakeholders mentioned 

that CCCP trained caregivers have encouraged parents to pack healthy foods for their children, 

and that CCCP trained caregivers have also worked with other stakeholders, in order to promote 

good health practices such as immunisation, as well as teaching children the importance of 

healthy practices. Additionally, there are spillover effects because learners share their 

knowledge with other children in the neighbourhood. 
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5.2 Effectiveness and Impact 

In this section, we consider the effectiveness of the programme in terms of enhancing caregivers’ 

competences and pedagogical skills, the extent to which these translated into more effective 

teaching and the extent to which these led to improved learning outcomes for learners. 

Table 21 below sets out the evaluation questions and judgement criteria developed during the 

inception phase, and a brief summary of findings.   

Table 21: Effectiveness and Impact Findings 

Evaluation Question Judgement Criteria Summary  

Is the programme effective 

in enhancing caregivers 

competences and 

pedagogical skills 

(caregivers’ knowledge, 

implementation of learning 

framework and planning to 

teach)? 

Caregiver 

Knowledge 

Competences 

Strong qualitative and quantitative data 

that the programme is effective in 

enhancing caregivers’ competences 

and pedagogical skills.  

To what extent does the 

caregiver then use these 

skills? To what extent does 

this translate to more 

effective teaching 

(classroom practice, 

classroom environment and 

provision of instructional 

materials)?  

Caregiver 

Competences 

(Pedagogical, 

Administrative, 

Professional, 

Materials production 

and Utilisation, 

centre practice) 

Strong qualitative and quantitative data 

that the programme is effective in 

supporting caregivers deliver more 

effective teaching.  

To what extent does more 

effective teaching lead to 

improved learning 

outcomes for learners?  

Learner 

Competences 

(general, freedom of 

expression through 

play, pre-

reading/reading, pre-

writing/writing)  

Strong qualitative evidence that the 

CCCP has supported the improvement 

of learning outcomes for learners. 

However, there is no statistically 

significant difference in the outcomes 

of learners of treatment and control 

group caregivers.  

We draw together our qualitative and quantitative findings against each outcome in the sub-

sections below. Given the significant differences noted between the treatment and control group 

caregivers, centres and learners as set out in Section 4.0, we use propensity score matching in 

order to reach a more accurate estimate of the programme impact. Comparison and statistical 

tests of the difference in outcomes between treatment and control groups are set out in Annex D.  

We highlight three key findings to inform the interpretation of these findings:  

 Firstly, the majority of surveyed caregivers received three sessions (87.03%), with the 

remainder receiving only one or two sessions.  
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 Secondly, the findings should be interpreted with the high rate of attrition in mind. Despite 

FBOs implementing a MoU with trained caregivers, requiring them to remain in their 

original ECD centres for 2-3 years, there was a high level of caregiver attrition (see Table 

22). 42.72% of treatment centres had caregivers trained under the CCCP who have left. 

Reasons included caregivers being married, transferring to a different centre or leaving 

the caregiving profession altogether (see Figure 10). Our sampling was based on the list 

of ECD caregivers trained, and their original ECD centres. Hence, we were unable to 

survey any caregivers who had moved centres, which may affect our estimates of impact.  

 Thirdly, there are significant differences between treatment and control group caregivers, 

centres and learners (see section 4.4). We undertook matching on the basis of caregivers. 

Nonetheless, on average treatment centres are less well funded, and treatment learners 

come from less well-off backgrounds. This should be considered when interpreting the 

findings.  

Table 22: CCCP Caregiver attrition 

Question % / no.  

ECD centres with caregivers trained under the CCCP that have left.  42.72% 

Number of CCCP trained teachers are no longer at this school? 
1.28  

(0.607) 

Reasons for their departure  
Transferred to a different ECD centre 27.52% 

Left professional practice 18.35% 

Married 6.42% 

Pay too low 7.66% 
Notes:  

Sample size: 206 ECD centres, s.d. in ( ) 
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Figure 10: Reasons for caregivers' departure from previous ECD centre 

 

Notes:  
Sample size: 206 ECD centres 

5.2.1 Is the programme effective in enhancing caregivers’ competences and skills 

(caregivers’ knowledge, implementation of learning framework and planning to 

teach)? 

We assess the evidence for improvement in caregivers’ competences and skills by reviewing the 

qualitative data gathered from stakeholders interviews and quantitative data gathered from the 

caregiver survey. We have estimated the impact of the programme on caregivers’ knowledge and 

professional competences, using propensity score matching to better match the treatment and 

control group caregivers. Treatment caregivers scored higher across all knowledge and 

professional competences. These are discussed under the knowledge and professional 

competences below.  

Knowledge competence 

Knowledge competences include knowledge of ECD policy provisions, knowledge of children’s 

rights and responsibilities and awareness of existence of the learning framework and other 

supporting documentation. We find that caregivers within the treatment group scored statistically 

significantly higher than the control group in terms of knowledge and familiarity with a range of 

ECD policy documents, see Table 23 below. On the other hand, there was no statistical difference 

in the ability of treatment and control caregivers to name three rights of children.   

Caregivers’ ability to name three rights of children is scored out of 2, ranging from 0 (unable to 

name any rights); 1 (able to name 1-2 rights) 2 (able to name 3 rights). Whether caregivers have 

read ECD policy documents is scored out of 1, with 0 signifying that caregivers have not read the 

document, and 1 signifying that caregivers have read the document (see Figure 11) 

27.52%

18.35%

6.42%

0

Reasons for caregivers' departure from previous ECD 
centre

Transferred to a different ECD centre Left professional practice Married Pay too low
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Table 23: Programme effects on Knowledge competence 

Variable Treated Controls Difference  S.E.   T-stat   p value   Sig  

Able to name three 
rights of children a 

        
1.639  

        
1.722  -      0.083  

        
0.076  

-      
1.090  

        
0.276    

Has read the 

ECD Learning 
Framework b 

        
0.961  

        
0.610          0.351  

        
0.063  

        
5.570  

        
0.000  *** 

ECD Language 
policy b 

        
0.502  

        
0.273          0.229  

        
0.065  

        
3.540  

        
0.000  *** 

Early Learning and 
Development 
Standards b 

        
0.429  

        
0.151          0.278  

        
0.058  

        
4.790  

        
0.000  *** 

The National 
Integrated ECD 
Policy of Uganda b 

        
0.190  

        
0.102          0.088  

        
0.048  

        
1.820  

        
0.069  * 

Sample Size: 466 (Control Group caregivers = 261; Treatment Group caregivers = 205) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
a Scores out of 2: 0: unable to name any rights; 1: able to name 1-2 rights; 2: able to name 3 rights 
b Scores out of 1: 0: has not read this document; 1: has read this document.  

 

 

Figure 11: Caregiver familiarity with relevant frameworks and policies 

 
Notes: 
Sample Size: 466 (Control Group caregivers = 261; Treatment Group caregivers = 205) 
Scores out of 1 for ECD Learning Framework, ECD Language policy and Early Learning and Development 

Standards: 0: has not read this document; 1: has read this document.  
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Professional competences include the maintenance of learner attendance records, maintenance 

of lesson plans developed from the learning framework, participation in monthly review meetings 

with CCTs/TOTs, effective classroom management, and ensuring clean and safe environment at 

the centre and the availability of hand washing facilities for children.  

All stakeholders are positive about the skills caregivers have acquired through the training. 

Different types of stakeholders highlighted different positive skills acquired by caregivers during 

the training, with a particular emphasis on professional competences such as the importance 

of the learning framework and daily routine. Caregivers noted that the breakdown and use of 

the daily, weekly and monthly routines has enabled them to systematically plan their lessons, and 

to better implement the learning framework and daily routine. Programme implementers 

highlighted the importance of the CCCP in supporting caregivers with planning.  

This was reinforced by the survey data, as set out in Table 24 and Figure 12 below. Scores are 

out of 3, ranging from 0 (no teaching plan in place) to 3 (plan in place, viewed, in order and up to 

date). Across all 5 teaching plans, including the daily routine, weekly plan, fortnightly plan, termly 

plan and annual plan, caregivers within the treatment group were more likely to have these plans 

in place, in order and up to date. The differences between caregivers within the treatment and 

control group were all statistically significant.  

Table 24: Programme effects on professional competence 

Variable Treated Controls Difference  S.E.  
 T-
stat   p value   Sig  

Daily Routinea 
        

2.522  
        

1.620          0.902          0.174  
        

5.180          0.000  *** 

Weekly plana 
        

2.268  
        

1.302          0.966          0.182  
        

5.320          0.000  *** 

Fortnightly 
plana 

        
1.878  

        
0.620          1.259          0.150  

        
8.400          0.000  *** 

Termly plana 
        

2.122  
        

1.078          1.044          0.174  
        

6.010          0.000  *** 

Annual plana 
        

1.878  
        

0.561          1.317          0.145  
        

9.070          0.000  *** 
Sample Size: 466 (Control Group caregivers = 261; Treatment Group caregivers = 205) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
Scores out of 3: 0: No such teaching plan in place. 1: yes, but not viewed. 2: Yes and viewed, but not in 
order and not up to date; 3: Yes, viewed, in order and up to date.  
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Figure 12: Programme effects on professional competence 

 
Notes: 
Sample Size: 466 (Control Group caregivers = 261; Treatment Group caregivers = 205) 
Scores out of 3: 0: No such teaching plan in place. 1: yes, but not viewed. 2: Yes and viewed, but not in 
order and not up to date; 3: Yes, viewed, in order and up to date.  
 

5.2.2 To what extent does the caregiver then use these skills? To what extent does 

this translate into more effective teaching (classroom practice, classroom 

environment and provision of instructional materials)? 

Table 25 below sets out the caregiver skills, assessed through the classroom observation tool. 

Using propensity score matching to better match treatment and control caregivers, we estimate 

the effect of the training, in comparison to other ECD trainings, on a range of caregiver 

competences.  

We find that treatment centre caregivers were more likely to teach in the local language, and 

scored significantly higher in administrative competences and material production and utilisation 

competences. Caregivers did not score significantly higher on the overall pedagogical 

competence. However, caregivers did score significantly higher on a range of pedagogical sub-

competences. 

The frequency of language used during teaching is scored out of 5, ranging from 1 (all the time) 

to 5 (none at all). The presence of dangerous materials and availability of water is scored out of 

1, with 1 signifying yes, and 0 signifying no. Competences are scored out of 3, ranging from 0 

(very poor) to 3 (excellent). See Figure 13 for a visual comparison of treatment caregivers and 

control caregivers in terms of what skills caregivers have used in the classroom. 
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Table 25: Caregiver skills in practice 

Variable Treated Controls Difference  S.E.   T-stat  
 p 
value  

 
Sig  

Teaches in Englisha  
        

3.454  
        

2.698          0.756  
        

0.177  
        

4.260  
        

0.000  *** 

Teaches in Local 
Languagea 

        
2.278  

        
3.117  -      0.839  

        
0.179  

-      
4.700  

        
0.000  *** 

Dangerous materials in 
classroomb 

        
0.161  

        
0.122          0.039  

        
0.047  

        
0.820  

        
0.413    

Availability of waterb 
        

0.644  
        

0.722  -      0.078  
        

0.068  
-      

1.150  
        

0.251    

Pedagogical competencec 
        

1.688  
        

1.603          0.085  
        

0.056  
        

1.500  
        

0.134    

Administrative 
competencec 

        
1.850  

        
1.037          0.812  

        
0.125  

        
6.480  

        
0.000  *** 

Material production and 
utilisation competencec 

        
1.424  

        
1.017          0.407  

        
0.092  

        
4.420  

        
0.000  *** 

Sample Size: 466 (Control Group caregivers = 261; Treatment Group caregivers = 205) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
aScores out of 5: 1: All the time; 2: more than half; 3: quarter to half; 4: less than a quarter; 5: none at all 
bScores out of 1: 0: no; 1: Yes 

cScores out of 3: 0: Very Poor; 1: Poor; 2: Good; 3: Excellent  

Figure 13: Caregiver skills in practice 

 

Notes: 
Sample Size: 466 (Control Group caregivers = 261; Treatment Group caregivers = 205) 
Scores out of 5 for teaches in English and teaches in local language: 1: All the time; 2: more than half; 3: 
quarter to half; 4: less than a quarter; 5: none at all 

Scores out of 1 for Dangerous materials in classroom and availability of water: 0: no; 1: Yes 

Scores out of Pedagogical skills, administrative skills and material production and utilisation competence: 
0: Very Poor; 1: Poor; 2: Good; 3: Excellent  

Each competence is discussed further below:  
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 Teaching language 

Treatment group caregivers tended to teach in English less (around a quarter of the time) and 

teach in the local language more (around half the time) when compared to control group 

caregivers. Teaching in the local language was a key pillar of the ECD policy.  

 Dangerous materials in classroom and availability of water 

The difference in the incidences of dangerous materials in the classroom and availability of water 

in the treatment and control group ECD centres was not statistically significant. Only a minority of 

ECD classrooms contained dangerous materials, while the majority of centres had water available 

for learners’ use. Though important components of the professional competence, these are areas 

where the caregivers would not have had full control over, which may explain why there was no 

difference between treatment and control group ECD centres.  

Pedagogical competence 

Caregivers were positive about the effect of the programme on their pedagogical competences, 

which includes social interaction with children, integration of learning areas, teaching through 

play, using outdoor games and peacebuilding. Caregivers trained under the CCCP averaged 

1.688 out of 3, higher than control caregivers who scored on average 1.603, though the difference 

is not statistically significant. We note that given the fact that a high proportion of treatment and 

control group caregivers also attended other ECD caregivers, it is difficult to isolate the effect of 

the CCCP training. Rather, the finding can be interpreted as the additional effect of the CCCP 

training, compared to other trainings. It appears that it is within selected sub-competences, that 

the CCCP was strongest in affecting the trained caregivers, in comparison to other ECD training 

programmes.   

Within the sub-competences, caregivers within the treatment group scored statistically 

significantly higher than caregivers within the control group in terms of providing opportunities for 

children to try things independently, more frequently encouraging children to work with other 

children in small groups or in pairs, regularly participating in children’s play and teaching through 

play, working with children in different formations (large group, small groups and individual 

activities), clearly explaining and applying rules and demonstrating effective monitoring skills. 

Further detail is set out in Table 26 below, with full details in Annex E.  

Table 26: Pedagogical sub-competences 

Variable Ref Treated Controls Difference S.E. T-stat Sig 

Provides opportunities for children to 
try things independently a 1.795122 1.17561 0.619512 0.155984 3.97 *** 

Regularly participates in children’s 
play  a 1.990244 1.658537 0.331707 0.150802 2.2 ** 

Teaches through play a 1.902439 1.507317 0.395122 0.145270 2.72 *** 

Forms large group, small groups and 
individual activities in the class a 1.170732 0.692683 0.478049 0.150148 3.18 *** 

Rules/limits are clear and consistently 
applied a 2.011561 1.739884 0.271676 0.137487 1.98 ** 

Demonstrates effective monitoring 
skills      a 1.907317 1.687805 0.219512 0.120051 1.83 * 

Children working with other children in 
pairs or small groups. b 0.629268 0.239024 0.390244 0.09585 4.07 *** 
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Variable Ref Treated Controls Difference S.E. T-stat Sig 

Caregiver working with children in 
small groups. b 0.521951 0.214634 0.307317 0.095155 3.23 *** 

 
Sample Size: 466 (Control Group caregivers = 261; Treatment Group caregivers = 205) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
aScores out of 3: 0 (very poor); 1 (poor); 2 (good); 3 (excellent)  

bScores out of 3: 0 (never-not at all); 1 (rarely, at least once); 2 (sometimes, 2-3 times); 3 frequently (often)  

Programme implementers commented on the usefulness of the programme in teaching them how 

to adapt their teaching. One MT in Hoima and a stakeholder from a core PTC in Masaka and one 

from a PTC in Hoima highlighted how caregivers now adapt different activities and learning 

materials to different age groups and have incorporated play into the way they teach. Other 

programme implementers praised the approach of teaching through play as it improves the school 

environment. Two caregivers also emphasised an important skill they had acquired was learning 

how to teach children with special needs. Stakeholders in Hoima and Kalungu also commented 

that the CCCP supported caregivers in knowing how to handle different situations. One PTC 

stakeholder in Hoima noted, “The programme gave caregivers guidance on how to impart good 

behaviour and character building of their learners by influencing them positively.”  

Administrative competence 

Administrative competences include the sub-competences of taking daily attendance at the ECD 

centre, displaying and following the daily routine, displays of children’s work and maintaining 

records of growth promotion and monitoring. Caregivers trained under the CCCP averaged 1.850 

out of 3, in comparison to non-CCCP caregivers, who averaged 1.037. The difference is 

statistically significant.  

The provision and training in practical examples of activities such as daily routines and morning 

circles, which contribute to the learning environment, were mentioned by an FBO in Hoima and a 

stakeholder from the core PTC in Kalungu.  

“As you pass ECD centres in the morning you see kids sitting in a circle and then you know there 

is a trained CG there; when you go to an ECD centre where there is a very good CG- you see a 

lot of materials, see the activities, every child busy, playing, with water, with counters, with flowers; 

they are doing what they want and what they can do” (PTC Principle, Kalungu). 

Furthermore, caregivers mentioned improvements in the classroom due to a better understanding 

of the importance of displaying children’s work, though they noted that improvements in 

infrastructure and storage space would be helpful:  

“The classroom is still not good but now have display for children’s work. However, they have to 

take it back to the store after the lesson because when it rains the classroom gets wet and things 

get destroyed” (Caregiver, Lamwo) 

Material production and utilisation competence 

The material production and utilisation competence includes sub-competences of providing a 

variety of local play and learning materials, providing appropriate sitting facilities, materials which 

promote both indoor and outdoor activities, and which show evidence of use and contribution by 

children, among other things. Caregivers trained under the CCCP scored 1.424, compared to 

1.017 for caregivers not trained under the CCCP. The difference is statistically significant.  
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A programme implementer in Masaka highlighted how the improvements in teaching such as 

being resourceful in creating teaching materials, have been adopted by primary school teachers 

as well. Overall, all types of stakeholders were positive that caregivers now know how to produce 

materials at a low cost and can adapt the activities to play and learning. Caregivers mentioned 

the use of concrete materials for specific activities. Master Trainers, and stakeholders from CMCs 

and UNICEF also noted that they had observed caregivers producing teaching and playing 

materials.  

“Caregivers have changed things in the classroom to make the environment more child friendly 

with play materials, decorations on walls, pictures, which makes children enjoy going to the 

centre” (FBO, Hoima) 

5.2.3 To what extent does more effective teaching lead to improved learning 

outcomes for learners? 

We assess the evidence for improved learning outcomes against the broad competences set out 

within the learning framework, gathering qualitative data, as well as data obtained from the school 

readiness assessment. Table 27 below includes estimates of the effect of teaching on learning 

outcomes on learners, comparing average learner scores for treatment and control ECD 

caregivers. Under each skill, a range of questions was posed to learners, who were scored out of 

1, depending on their ability to answer the questions. We used propensity score matching, in 

order to better match the treatment and control caregivers.  

Overall, there is no significant difference between treatment and control group learners. On 

average, treatment group ECD centres were less well funded than control group ECD centres, 

and learners were more likely to come from poorer backgrounds. This is likely to have affected 

our estimates of outcomes. The fact that the difference between treatment and control learners, 

in terms of school readiness, despite the fact that treatment centres and learners are less well off, 

along with the strong qualitative evidence, suggests that the programme is having a positive effect 

on learner outcomes. 

Results are discussed further under each competence below.  

Table 27: Estimate of Learner Outcomes 

Skills Treated Controls Difference  S.E.   T-stat   p value  
 
Sig. 

Cognitive 
Development 

        
0.794  

        
0.795  -      0.002  

        
0.020  -      0.080  

        
0.936    

Motor Skills 
        

0.930  
        

0.928          0.003  
        

0.016          0.170  
        

0.865    

Pre-reading skills 
        

0.652  
        

0.639          0.014  
        

0.017          0.800  
        

0.424    

Reading skills 
        

0.425  
        

0.423          0.002  
        

0.021          0.100  
        

0.920    

Pre-writing skills 
        

0.918  
        

0.931  -      0.013  
        

0.019  -      0.690  
        

0.491    

Writing skills 
        

0.804  
        

0.811  -      0.006  
        

0.025  -      0.260  
        

0.795    
Sample Size: 466 (Control Group caregivers = 261; Treatment Group caregivers = 205) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
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Scores out of 1: 0: Unable to complete the task; 0.5: able to complete some element of the task; 1: 
completes the task correctly.  

5.2.3.1 Cognitive Development and Motor Skills 

Our cognitive development and motor skills assessed learners’ freedom of expression through 

play and social interaction competences. Sub-competences under social interactions include 

being able to interact with others freely and show acceptable behaviour when playing. The 

freedom of expression through play competence includes sub-competences such as being able 

to count, tell similarities and differences, practice personal hygiene, tell textures and forms of 

objects and protect others against dangerous things in the environment.  

We did not identify any statistically significant difference between learners taught by control or 

treatment ECD centres. However, caregivers in Hoima and Lamwo also explained that they have 

noticed improvements in how learners interact with each other and how they now more often do 

group work together. This was supported by observations made by Master trainers in Hoima and 

other programme implementers in Masaka. Some stakeholders (caregivers and parents) 

emphasised how they had observed a change in how children learn, and that they were now 

learning through play. Parents also commented that learners were much more confident and 

comfortable interacting with strangers. One parent in Kalungu noted that, “The learners’ 

confidence has improved a great deal. They can even make speeches on speech day.”  

5.2.3.2 Pre-Reading, Pre-Writing, Reading and Writing Skills  

No statistically significant difference was identified between learners taught by control and 

treatment ECD caregivers. However, positive changes were mentioned by parents regarding their 

children’s ability to read and write.  

I have noticed a change: when child came to school he didn’t know how to write but with help of 

teacher he is practicing and also started writing small figures, teacher is helping. When child 

comes back at home there are habits, can express himself, tell me what he has learnt today” 

(Parent of learner, Hoima) 

“Children can write their names. This was almost unheard of in the past.” (Parent of learner, 

Kalungu) 

5.2.3.3 Discussion of Results 

Against all competences, we find no significant difference in outcomes for learners taught by 

treatment or control caregivers. This is something that is common within the broader literature. 

Despite the general agreement that teacher quality is linked to learner outcomes, and teacher 

training is important for improving teacher quality (Behrman et al 2013), a number of evaluations 

found significant effects on classroom characteristics and teacher behaviors, but no effects on 

children’s language or literacy skills. Reasons such as the low intensity of training and insufficient 

exposure of the children to the programme (Yoshikawa et al, 2015), small reported effect sizes 

(Araujo et al, 2016) or a mixture of the above (Ozler et al, 2016). This was something also found 

in the Ecorys and Wilsken study of the Aga Khan SESEA program. This is likely to be a key 

reason for the lack of demonstrable impact on learner outcomes.  
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The length of the programme and the timing of the study means that while there is evidence 

for improved caregiver knowledge and teaching competences, the effects on learners are 

not yet significant enough to detect using the school readiness assessment. 

Furthermore, a limitation of the evaluation is that no baseline was undertaken, and propensity 

score matching was only undertaken on caregiver characteristics. Treatment ECD centres are 

less well-funded than control group ECD centres. Treatment learners come from poorer families 

than do control group learners. As such, one would expect treatment group learners to perform 

less well. This should be borne in mind when interpreting the results. The lack of identification of 

significant effects on learner outcomes may reflect the limitations in the evaluation methodology, 

given the lack of baseline, and the fact that caregivers were not randomly selected to participate 

in the programme, which makes it difficult to identify a strong counterfactual.  

5.3 Efficiency 

This section sets out the efficiency findings. Table 28 below sets out the evaluation questions and 

judgement criteria developed during the inception phase, and a brief summary of findings.  

Table 28: Efficiency Findings 

Evaluation Question 
Judgement 

Criteria 
Summary  

What is the unit cost of 

training, and how does this 

compare to other trainings/other 

interventions?  

Unit cost per 

caregiver 

Unit cost per caregiver trained is 

$685.5, and unit cost per learner is 

$0.94.   

How efficient have the delivery 

and management of the 

programme been?  

Achievement 

of targets set, 

within the 

budget set 

Generally the cascade model was 

considered efficient by programme 

implementers. Recommendations 

were raised by programme 

implementers in terms of certain 

areas where funding and/or materials 

were considered insufficient.  

5.3.1 What is the unit cost of training, and how does this compare to other 

trainings/other interventions? 

Unit costs 

The total cost of the programme was $2,884,746. A total of 4208 caregivers were trained: 917 in 

cohort 1, 2240 in cohort 2 and 1051 in cohort 3. Based on our survey, we found that on average, 

caregivers treated under the programme reported that they planned to continue teaching for 21 

years, and the average caregiver to student ratio in treatment ECD centres was 34.89.  

Using these figures, the unit cost per caregiver trained is $685.5, and the unit cost per learner is 

$0.94.   

Type of costs 
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                                     | 

              5%  
Management and 

administration of ECD 

centres, and stationery.  

Based on the cashbooks provided, and in-depth analysis undertaken on all expenditures of two 

PTCs, we have estimated the breakdown of costs as follows:  

Figure 14: Expenditure breakdown 

 

 

 

 

 

 

The table below provides a breakdown of these costs by activity:  

Table 29: Breakdown of costs by activity 

Activity USD As % 

Preparation and printing of materials 412,570  14% 

Preparatory and coordination meetings for lead facilitators 30,936  1% 

Review of the CCC programme and the existing draft materials 122,180  4% 

Technical advisors and assistance 143,445  5% 

Printing  and distribution of modules, training manuals and support 
materials 

             
116,010  4% 

      

Activities delivered by the PTCs 2,472,175  86% 

Training of Master Trainers and orientation of master trainers 611,452  21% 

Training of caregivers 1,379,382  48% 

 Field based process assignments to award Continuous Assessment  234,507  8% 

National level monitoring and support supervision 105,396  4% 

College based Performance review at the training College for all the 
trainers of trainees 

               
30,004  1% 

College based Performance review  78,908  3% 

Community mobilisation by FBOs 32,526  1% 

Total 2,884,746  100% 

 

Comparison with other interventions 

There is limited information on intervention costs in the literature, and we were unable to obtain 

any costs through our interviews with country level stakeholders in Uganda.  

                                                           | 

7%  
Per diem and fuel for college administrators, 

DEO/ECD focal point, FBOs, rapporteurs 
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We undertake some comparisons with three sets of existing cost data below. However, we note 

that the interventions and contexts vary, and hence there are limitations with the comparability of 

the interventions.  

Firstly, a training programme for caregivers in Liberia cost $1700 per caregiver. This included 

three months of classroom training, a three-month job placement and provision of childcare for 

trainees who had their own children.1 Secondly, a training programme for caregivers in Rwanda 

cost $300 per caregiver. This included three months of classroom training, a 3 month internship 

and $100 stipend.2  

The CCCP cost of $685.5 per caregiver appears reasonable in light of these comparator unit 

costs. While the CCCP only involved three weeks of classroom training, significant costs were 

involved in the support supervision. Additionally, a significant proportion of costs related to the 

preparation and printing of materials and the training of master trainers, investments in the 

building of the CCCP infrastructure that was cited as important for supporting the sustainability of 

the programme.  

Secondly, the table below sets out a range of unit cost estimates obtained for a range of ECD 

programmes.  

Table 30 : Summary of costings based on the Brookings Standardized Early Childhood 
Development Costing Tool (SECT) 

Country Type of programme 
 Number of 
beneficiaries  

 Total Cost 
($)  

 Unit 
Cost 
($)  

Bangladesh 
Education for 
parents/caregivers 

                                     
18,644  

               
133,548  

                
7  

Malawi ECD materials 
                                     
11,144  

               
400,199  

              
36  

Mali 
  

Micronutrients 
                                     
40,474  

               
322,925  

                
8  

ECE 
                                        
9,012  

               
857,375  

              
95  

Mexico 
Education for 
parents/caregivers 

                                        
3,050  

               
564,345  

            
185  

Mozambique 
Building and operating 
preschools 

                                     
24,500  

         
14,638,280  

            
597  

Source: Gustafsson-Wright, E., Boggild-Jones, I., Gardiner, S. 2017. The Standardized Early Childhood Development Costing Tool 

(SECT): A Global Good to Increase and Improve Investments in Young Children. Center for Universal Education at Brookings.  

The cost of education for parents/caregivers range from $185 to $7 in Bangladesh. In comparison, 

the cost of educating caregivers under the CCCP is $685.5. It is noted that the training provided 

under this intervention consists of three face to face sessions, as well as continuous support.  

Additionally, Gustafsson-Wright and Boggild-Jones (2018)3 identify two estimates for pre-primary 

education in low-income countries, based on costs per learner, per year. These are $123 and 

 
1 Promising Approaches in Early Childhood Development. 2017. World Bank Group Early Learning Partnership.  
2 Early Learning Partnership. 2018. How to Promote Early Childhood Development through Skills Training and Employment 

Programs. Guidance Note: November 2018.  
3 Gustafsson-Wright, E. and Boggild-Jones, I. Measuring the cost of investing in early childhood interventions and applications of a 

standardized costing tool. Annals of the New York Academy of Sciences. 1419: 74-89.  
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$258. It is noted that these encompass all costs related to pre-primary education, of which teacher 

training will be a component. The cost per learner for the CCCP caregiver training is $0.94.   

Finally, from draft figures feeding into the Costing of the ECD Policy Action Plan, the estimated 

annual cost of re-training an existing teacher is UGX 2,000,000, or $540. This is broadly similar 

to our unit cost per caregiver of $685.5, and we note that the CCCP involved continuous 

assessment and support, as well as the more formal face to face training.  

Out of pocket costs 

It should be noted that the estimates above exclude out of pocket costs, for which we were unable 

to obtain estimates. We understand from interviews that there were certain out of pocket costs. 

For example, there were instances of caregivers supplementing travel stipends with their own 

funds, teaching colleges that used their own funds to supplement resourcing of materials and 

trainings and MTs and TOTs, which were paid a facilitation allowance which did not fully cover 

the time spent nor the travel costs incurred.  

‘Cohort 4’ costs 

Certain PTCs are continuing the training programme even though it is no longer funded through 

MoES. Caregivers are paying 80,000-100,000 Ugandan Shillings ($22-27) per week long training, 

which covers materials, feeding and accommodation at the college. This is significantly lower than 

the unit cost of the CCCP, though it is noted that under these cohorts ‘4’, caregivers are covering 

most of their own costs, such as transportation and food, etc.  

PTCs also mention that the production of the materials, which made up 14% of the total project 

cost, can be seen as a crucial ‘capital’ cost. The materials are being used across this training, 

and ECD centres have also been requesting these materials.  

5.3.2 How efficient have the delivery and management of the programme been? 

Efficiency of delivery and management 

 Overall, programme implementers commented that the cascade model was efficient. While 

a more direct link might have sped up the process, this would have been done at the expense 

of building up a strong support structure. The continuous training of caregivers was also cited 

as a real strength of the program. “The method is wonderful. TOTs and MTs would be called 

in one point to plan for the next residential training. The TOTs and MTs would be fresh and 

would share fresh knowledge with caregivers there on. This way there was no chance of loss 

of content along the way. Caregivers would be followed immediately after the training.” 

 Coordination and communication between stakeholders could be improved. For example, 

it was not clearly communicated to FBOs and caregivers that caregivers should attend all 

training sessions. Hence, FBOs would sometimes propose ‘replacements’, even though this 

mean that MoES would not receive full reimbursement for the caregivers trained.  

 A range of stakeholders noted that as there was no standard entry requirement for 

caregivers, caregivers without a minimum level of education struggled to understand the 

learning framework, and it is unclear how much they managed to gain from the training. It 

would be more efficient to ensure all stakeholders had a minimum level of education.  

 One stakeholder commented that using PTCs to delivering the training materials may have 

been easier and cheaper.  
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Sufficiency of funds and materials  

 The quality of some training materials was not good, due to being photocopied several times. 

At times there was not the required number of books and learning materials for the caregivers, 

which meant the PTCs had to photocopy these.  

 FBO stakeholders mentioned that the coverage expected by TOTs was too broad (for 

example, some FBO TOTs were expected to cover 4 districts). The great distances and limited 

funds to cover transportation was a barrier to follow up with caregivers, see Section 4.1.  

 Some stakeholders noted that FBO TOTs had low motivation since they were not paid and 

received limited allowances.  

 Some PTCs considered that the programme would benefit from an additional week of face-

to-face training due to the high volume of content to cover in three weeks. Several caregivers 

also commented that refresher courses would have been helpful.  

 Stakeholders at the FBO in Hoima also pointed out that training venues were often 

overcrowded, and this should be reviewed should the cascade model be continued.  

 

5.4 Equity 

Table 31 below sets out the evaluation questions and judgement criteria linked to equity 

developed during the inception phase, and a brief summary of findings, before going into further 

detail in the sub-sections below.  

Table 31: Equity Findings 

Evaluation Question Judgement Criteria Summary  

To what extent does this 

programme provide for and 

promote equal access for all 

genders and ethnic groups?  

Focus on gender and 

equity considerations 

in design and 

implementation 

The programme targeted the 

worst performing districts, and 

FBOs were used to select 

caregivers. Training was 

provided in local language. 

However, distance to the PTCs 

was a limiting factor.  

Lessons Learned 

 Further information can be shared with the PTCs and FBOs, to ensure that the 

caregivers attending the training are eligible (e.g. will attend all three trainings) and that 

the maximum value of costs can be reimbursed by the World Bank.  

 PTCs and TOTs are providing resources and time, which is not reimbursed. This will 

need to be taken into account in future training rounds.  

 The lack of travel allowance limited the ability of FBO TOTs to visit caregivers, 

especially considering the remoteness of some of the ECD centres.  

 Training venues can be overcrowded, and the number of caregivers accepted per 

training may need to be revisited in further training rounds.  
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Evaluation Question Judgement Criteria Summary  

To what extent has the 

programme affected sub-

groups differently? 

Sub-group analysis 

of quantitative data 

Our analysis of the quantitative 

data provides no indication that 

the programme affects learners 

and caregivers differently, 

depending on their gender or 

education levels.  

5.4.1 To what extent does this programme provide for and promote equal access for 

all genders and ethnic groups?  

The programme had a specific aim to address equity considerations. The programme targeted 

the least educated caregivers, and those who had difficulties progressing in their careers. To 

reach this aim, the programme selected 50 of the 65 worst performing districts using the 

cultural performance index. Additionally, ratios were given to FBOs to recruit caregivers, which 

would ensure a representative proportion of faiths among the trained caregivers. Finally, training 

was provided in the local language.  

Both implementers and caregivers from all districts in Uganda reported equal access for 

caregivers without any difference in treatment among ethnic and gender sub-groups or different 

faiths. However, stakeholders noted that more female caregivers participated, and that proximity 

to ECD centres was a key limiting factors.  

 Overall, there was a higher proportion of female caregivers participating. This was due 

to the imbalance in the profession itself. As one implementer in the Hoima district noted, 

“It is more about the profession- people think it is more for women than men.” Nonetheless, 

a programme implementer noted that they tried to ensure an equal number of female and 

male participants in the trainings. Based on our quantitative sample, we find a higher 

proportion of female to male caregivers among the treatment sample, though there is a 

higher proportion of male caregivers, in comparison to the control group.  

 While the programme sought to provide equal access for all groups, distance from training 

centres was a key challenge. Caregivers noted that some of their peers had been unable 

to participate. PTCs noted that the transportation expenses were insufficient for some 

caregivers. In some districts, caregivers have been supported to pay their transportation 

expenses by parents of learners (Kalungu) and FBOs (Lamwo). One local implementer 

also suggested that decentralising trainings to local centres would enable more caregivers 

to attend.  

Lessons Learned 

 The CCCP was successful at targeting and providing equal access and support to 

caregivers from a range of backgrounds.  

 The distance and remoteness of certain ECD centres remained an issue, which made 

it difficult for caregivers to attend trainings, and for TOTs to support caregivers during 

ongoing support supervision. Certain stakeholders have suggested further 

decentralisation is needed in the programme model, to increase access.  
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5.4.2 To what extent has the programme affected sub-groups differently? 

The goal is to understand if the magnitude of the effect of the programme differs within categories 

of a subgroup. We did this by conducting a test for interaction, using multivariable models, to 

evaluate for statistically significant subgroup differences. We generated interaction terms for the 

gender of learners, the gender of caregivers and caregivers with different education levels, and 

ran regressions on the outcomes of interest. The p value was not significant for any of these 

outcomes or interaction terms, and we conclude that there is no evidence that the effect of the 

programme on outcomes differs within subgroups.   

5.5 Sustainability 

Table 32 below sets out the evaluation questions and judgement criteria linked to sustainability 

developed during the inception phase, and a brief summary of findings, before going into further 

detail in the sub-sections below.  

Table 32: Sustainability Findings 

Evaluation Question Judgement 

Criteria 

Summary  

How sustainable is this 

programme? 

Elements 

that 

continue 

after the 

formal end 

of the 

programme 

The community based nature of the 

programme has been important to support the 

sustainability of its effect, in terms of its effects 

on caregivers, learners and MTs and TOTs, 

development of the learning framework, 

structures including the CMC, FBOs and the 

wider community and coordination between 

ECD actors. Nonetheless, there were 

concerns that that effects will not be sustained 

without additional funding.  

What indications are there 

that the programme will 

continue after the formal end 

of the program/external 

funding, e.g. is there local 

ownership and take-up of the 

program?  

Evidence of 

local 

ownership 

and take-up 

of the 

program 

There are strong indications that the 

programme will continue. In a number of 

districts, different actors are coordinating 

cohorts four and five of caregivers being 

trained. While funding from MoES has 

finished, these cohorts are being funded by 

different actors.  

 

5.5.1 How sustainable is this programme?  

In terms of the sustainability of programme impacts, there are a number of impacts that are 

expected by stakeholders to continue and to grow after the end of the programme:  

 The learners will continue to benefit from the CCCP, during their primary school years and 

beyond;  
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 Caregivers trained under the CCCP will be more effective teachers, and this may also 

spillover to their colleagues;  

 Improved support for ECD and ECD centres from parents and the wider community;  

 Strong Centre Management Committees and FBOs which can support caregivers and ECD 

centres; and 

 Strong coordination among donors and the government units managing ECD in Uganda, 

and within MoES itself, which will have positive effects on ECD going forward. Coordination 

among the different types of programme implementers is seen as unique to the programme.  

In terms of the sustainability of the programme itself, we assess the programme against the 

World Bank’s guidance. The World Bank identifies three key elements needed for sustainable 

ECD programmes: 

1. Ensuring that there are accredited service providers to deliver the training programme; 

2. Developing quality assurance systems, which may require external capacity building 

assistance; 

3. Establishing long-term institutional responsibility for the programme.1  

Overall, the CCCP was more successful in building up ‘accredited service providers’ and 

developing quality assurance systems. While some work has been done to develop institutional 

responsibility for the programme, more is needed for the programme to be truly sustainable. 

Additionally, there are other structural issues affecting sustainability. We consider each in turn 

below:  

Accredited service providers and quality assurance systems 

The CCCP has built up a strong framework and delivery partners, which will continue to 

contributing to the impact of the programme. The use of the learning framework and teaching 

materials is expected to continue beyond the end of the programme, and provide a structure and 

framework for caregiver training programmes, as well as a means by which to quality assure the 

training and caregivers. Furthermore, the CCCP created a system and structure that can support 

future implementation of similar programmes. MTs and TOTs trained under the cascade model 

can continue to support other caregivers, and this can decrease the costs of future rounds of 

training. The CCCP also includes an inbuilt quality assurance system, whereby the caregivers 

receive continuous assessment and certification. Furthermore, the cascade system ensures 

multiple levels of quality assurance, whereby the Master Trainers are supporting and assessing 

the ToTs, and the TOTs in turn are supporting and assessing the caregivers.  

Institutional responsibility  

Long-term institutional responsibility for the programme is needed to sustain the programme. 

While there is a framework in place, nonetheless certain stakeholders highlighted the importance 

of expanding this programme in order to consolidate the achievements made, and scale up 

the programme to other districts.  

 
1 World Bank (November 2018) Guidance note: How to promote early childhood development through skills training 

and employment programs.  
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In order to consolidate the achievements made, stakeholders commented on the importance 

of providing caregivers with ongoing support and supervision, after the formal end of the training 

programme. An institution taking on the responsibility of following up on trained caregivers is 

needed to sustain the impact of the programme.  

Scale up of the programme is needed, in order to meet the ECD needs in the country. 

Implementers in Kampala report that the CCCP only meets around 20% of training needs. As one 

programme implementer noted, “The 4000 (caregivers) trained are a drop in the ocean...” 

Institutional oversight and funding is needed. Stakeholders commented on the importance of the 

continuous involvement of the government, in order to ensure consistent implementation of the 

programme across districts and ECD centres, and to demonstrate the government’s commitment 

to early childhood development. Funding is also needed in order to scale up this programme to 

other districts.  

Structural issues affecting sustainability  

More broadly, there are structural issues affecting the ECD sector that affect the sustainability of 

ECD programmes. Many caregivers are still not being paid, receiving their full salaries and/or 

receiving their salaries on time. This has meant working for several months without pay or leaving 

their roles to join another ECD centre, potentially disrupting the children’s learning environment. 

Improving the overall ECD infrastructure is needed to improve learner outcomes and support 

them to be ready for primary education1 

Two suggestions were raised to address this.  

 A range of stakeholders highlighted the importance of funding the ECD profession and 

providing financial stability for the caregivers. A common recommendation was that ECD 

caregivers should be put on the government payroll, to motivate caregivers and reduce 

attrition. As one programme implementer in Hoima noted, “[the] government should take over 

nursery schools; they are the foundation for education.”  

 Secondly, a key challenge affecting learner outcomes has been the high attrition of 

caregivers, who either leave the ECD centre or the profession altogether. Despite there being 

an MoU between caregivers and TIET, requiring caregivers to stay in their ECD centres for a 

minimum number of years, there was a high drop-out rate of caregivers in the programme. 

Providing caregivers with better support, and developing mechanisms in caregiver training 

programme that require caregivers to stay within their existing centres and/or in the caregiver 

profession, can support the sustainability of such programmes.  

5.5.2 What indications are there that the programme will continue after the formal 

end of the program/external funding, e.g. is there local ownership and take-up 

of the program? 

To date, there has not yet been additional funds identified, or a sustainable operating model 

developed. Nevertheless, implementers and ECD stakeholders anticipate that the programme will 

continue even if at a smaller scale with support from parents, FBOs and local communities.  

 
1 Arnold, C., K. Bartlett, S. Gowani, and S. Shallwani. 2008. Transition to School: Reflections on Readiness. Journal 

of Developmental Processes, 3(2): 26-38. 
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Overall, there are indications of local ownership and take-up of the programme, and indications 

that the programme is continue after the end of the programme and external funding. Across the 

different districts, there seems to be varying degrees of local ownership and take-up of the 

programme. There is evidence of the programme continuing in a self-funded way in all districts 

visited during qualitative fieldwork and plans to train a fourth and fifth cohort. Across the districts, 

including a range of funding modalities are being used and proposed for ‘cohorts four and five’, 

following the three formal cohorts under the CCCP. Modalities of financing include:  

 Funding and support from parents;  

 Self-financing from caregivers; 

 Financing from private ECD centres; and 

 Funding from FBOs.  

The willingness of a range of programme implementers to self-finance the programme is a strong 

indicator for the success of the CCCP, and its perceived value. For example, An ECD stakeholder 

noted that learners’ outcome have been the best tool to promote it in the community and gain 

support for its scale-up. 

The majority of stakeholder note that the institutional support is needed, as well as funding 

contributions to sustain the project, whether from parents, PTCs, other donors or the government. 

There are concerns that the current funding modalities for ‘cohorts four and five’ are inadequate, 

and the limited resources available will affect the uptake of the programme. Additionally, for scale 

up of the programme to new districts, stakeholders note that reliable funding sources, such as the 

World Bank, other funders or government financing is needed, and that the current funding 

modalities are not sustainable.  

5.6 Lessons Learned  

We have used the DAC criteria to frame the lessons learned. We first set out a summary 

assessment of the programme against the DAC criteria, before noting the main lessons learned 

under each DAC criteria.  

5.6.1 Relevance 

The CCCP is a relevant programme, that has been well designed to take into account existing 

national frameworks, the gaps in knowledge, skills and competences of caregivers and the local 

context. The CCCP benefitted from the involvement of Faith Based Organisations (FBO), which 

helped to successfully embed the programme within local communities, raise awareness of the 

importance of ECD and increase community support for ECD centers and caregivers. The key 

lessons learned are as follows. 

Relevance to national priorities 

Lesson Learned 

The CCCP has developed a strong framework and system, which can be used to scale up the 

CCCP. Nonetheless, strong institutional ownership and additional funding is required to scale 

up the provision of training to other caregivers and other districts.  
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1. Better communication of the national priorities to regional and local authorities is 

needed in order to increase alignment in implementation. 

Relevance in terms of design and implementation model 

2. The cascade model is a sustainable and efficient approach to deliver caregiver training.  

3. The community engagement element was a strong component of the programme that 

ensured the programme was sensitive and tailored to local contexts.  

4. Improved coordination and communication channels would strengthen the programme 

delivery and accountability.  

Relevance in terms of addressing the main gaps in knowledge and skills of caregivers 

5. More standardised selection criteria in future caregiver trainings will contribute to more 

consistency in quality across the caregiving profession, and make it easier for MTs and TOTs 

to deliver caregiver training. 

6. Certification of caregivers is important for the legitimacy of the training and for caregivers’ 

motivation. 

Relevance of support supervisions 

7. Support supervisions were a key component of the programme, and critical to better 

supporting caregivers to implement what they had learned during the face-to-face trainings. 

Limited resources and the great distances between ECD centres were barriers to delivering 

support supervisions consistently to all caregivers.  

Cultural relevance of the programme 

8. Generally, the programme was very well tailored to the local contexts. However, further 

improvements can be made in this regard. For example, certain stakeholders noted that the 

training did not allow for prayer time for Muslims, and the caregivers handbook was not 

available in local languages.  

9. There was initial resistance of the community to ECD centres using the local language as the 

main teaching medium, and sensitisation was required.  

5.6.2 Efficiency 

Overall, the programme was delivered efficiently. The key lessons learned are:  

10. Further information can be shared with the PTCs and FBOs, to ensure that the caregivers 

attend all three trainings, which is a requirement for payment by the World Bank.  

11. PTCs and TOTs are providing resources and time which are not reimbursed. This will 

need to be taken into account when planning for future training rounds.  

12. The lack of travel allowance limited the ability of FBO TOTs to visit and undertake 

support supervisions with certain caregivers. This was a key barrier, given the remoteness 

of some of the ECD centres. 

5.6.3 Effectiveness 

There is strong qualitative and quantitative data that the programme affects caregivers’ 

knowledge competences and is affecting the way they plan and teach. There is strong qualitative 
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evidence for improved learner outcomes as a result of the programme. However, the study found 

no significant differences between learners from treatment and control centres, matched based 

on caregiver characteristics. It is likely that effects will only materialise over a longer timeframe, a 

common finding in the literature. Additionally, we find that treatment ECD centres are less well 

funded, and treatment ECD learners more likely to come from less well-off families. This is likely 

to affect the findings, given the difficulty in matching without baseline characteristics.  

13. Capturing baseline information on caregivers and learners, and undertaking additional 

longitudinal studies of learners will be useful in further understanding the effectiveness of the 

programme.  

5.6.4 Equity 

The CCCP was successful at targeting and providing equal access and support to caregivers 

from a range of backgrounds. The key lesson learned is: 

14. The distance and remoteness of certain ECD centres remained an issue, which made it 

difficult for caregivers to attend trainings, and for TOTs to support caregivers during ongoing 

support supervision. Certain stakeholders have suggested further decentralisation is needed 

in the programme model, to increase access.  

5.6.5 Sustainability 

The model of the CCCP has been well designed to support sustainability of the model and of 

outcomes.  

15. The CCCP has developed a strong framework and system, which can be used to scale up 

the CCCP. 

16. Strong institutional ownership and additional funding is required to scale up the provision 

of training to other caregivers and other districts.  

5.7 Recommendations 

The CCCP is a strong programme that has been well received and delivered effectively. Based 

on the lessons learned, we set out our key recommendations below, in terms of aspects that 

should be maintained and suggestions for improvements.  

Recommendations for components that should be maintained:  

1. The cascade model of the CCCP program is a good approach to improving efficiency, 

which, at the same time, building capacity of ECCE personnel at different levels. 

Continuing with this will ensure it strengths actors across the system, including those 

within the ministry, colleges and community.  

2. The community engagement component of the CCCP program, especially in the use of 

FBOs in caregiver recruitment, training and support supervision is a good way of 

empowering communities to get more involved in ECCE activities. This component has 

also been key in supporting local take up and ownership of the programme. 
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3. The breakdown and use of the daily, weekly and monthly routines has made it 

possible to entrench lesson planning among the caregivers. This culture of planning needs 

to continue to be nurtured, across all caregivers.  

Recommendations for improvement: 

4. A strength of the programme was its community element. However, caregivers came 

from a range of backgrounds. In order to ensure the training is appropriate and tailored to 

participants, and to facilitate the development of a certification process, an entry 

requirement for the CCCP should be adopted. An entry requirement will facilitate the 

alignment of trainees to a specific career level in the Uganda ECD qualification framework. 

This alignment will help the trainees to be certified and follow a recognized career path. 

5. In order to streamline the ECD caregiver career path, the CCCP should be reviewed, 

in order to align it with the ECD caregiver qualifications framework and teacher policy.  

6. The support supervision component of the CCCP program needs to be given more 

time and facilitation in order to better support the caregivers in the field. This will help them 

further improve their pedagogical competences, and better put into practice what is taught 

during the face to face trainings. 

7. A stronger coordination mechanism needs be built between programme stakeholders, 

with clear roles and responsibilities, in order to optimise collaboration.  

8. TIET has done a good job in supporting the implementation of the CCCP. For the 

programme to be sustainable, there needs to be strong institutionalisation of the 

programme. As a government department, the Ministry is best placed to provide an 

oversight and policy making function, and to undertake the necessary quality assurance 

to ensure programmes are implemented according to the law. To enable the Ministry to 

do this, a separate implementation body may be needed.  
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Annex A: Evaluation Framework and Evaluation Questions 

The table below sets out the research questions, along with the indicators/judgement criteria used, and maps these against the methods and 

data collection tools used to address these questions.  
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Relevance 

1. How well do trainings and support 

address the main gaps in 

knowledge and skills of 

caregivers. To what extent does the 

programme address the main 

barriers to improving learner 

outcomes and learners’ enrolment 

and success at primary school?  

Evidence of 

consideration of main 

gaps in knowledge and 

skills of caregivers and 

barriers to learner 

outcomes in the 

programme design. 

Evidence of improved 

caregiver knowledge 

and skills.  

      ✓ ✓ ✓  ✓ ✓ ✓ 

2. How relevant and useful is the 

support supervision provided by 

trainers of trainers and core primary 

teacher colleges (PTCs)? 

Evidence that support 

supervision was 

tailored and improved 

caregivers’ knowledge, 

skills and practice 

      ✓     ✓  ✓ 
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DAC 
criterion 

  

  

Research questions 

  

  

 Indicators / 

Judgement Criteria 
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3. Is the programme culturally 

appropriate? 

Evidence of 

appropriate tailoring to 

local contexts 

            ✓ ✓ ✓ 

4.       Is the programme relevant to 

the priorities identified in the 

Uganda Vision 2040, Second 

National Development Plan II, 

Education Sector Strategic Plan 

2017-2020, National Integrated 

Early Childhood Development 

Policy and Action Plan etc.?    

Evidence of increased 

alignment to and 

system coherence 

around national 

priorities, policies and 

plans 

            ✓ ✓ ✓ 

Effectiveness 

and Impact 

1. Is the programme effective in 

enhancing caregivers 

competences and pedagogical 

skills (caregivers’ knowledge, 

implementation of learning 

framework and planning to teach)? 

Caregiver Knowledge 

Competences 
✓     ✓ ✓   ✓   ✓ 

2. To what extent does the caregiver 

then use these skills? To what 

extent does this translate to more 

effective teaching (classroom 

practice, classroom environment 

Caregiver 

Competences 

(Pedagogical, 

Administrative, 

Professional, Materials 

  ✓   ✓ ✓ ✓  ✓ ✓  ✓ 
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DAC 
criterion 

  

  

Research questions 

  

  

 Indicators / 

Judgement Criteria 

  

Data Collection 

Quantitative Qualitative  
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and provision of instructional 

materials)?  

production and 

Utilisation, centre 

practice) 

3. To what extent does more 

effective teaching lead to improved 

learning outcomes for learners?  

Learner Competences 

(general, freedom of 

expression through 

play, pre-

reading/reading, pre-

writing/writing)  

    ✓ ✓ ✓ ✓  ✓   ✓ 

Efficiency 

1. What is the unit cost of training, 

and how does this compare to other 

trainings/other interventions?  

Unit cost per caregiver, 

benchmarked 
            ✓   ✓ 

2. How efficient have the delivery 

and management of the programme 

been?  

Achievement of targets 

set, within the budget 

set 

            ✓   ✓ 

Sustainability 

1. How sustainable is this project?  
Evidence of local 

ownership and take-up 

of the program.  

            ✓ ✓ ✓ 

2. What indications are there that 

the programme will continue after 

the formal end of the 

            ✓ ✓ ✓ 
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DAC 
criterion 

  

  

Research questions 

  

  

 Indicators / 

Judgement Criteria 

  

Data Collection 

Quantitative Qualitative  
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program/external funding, e.g. is 

there local ownership and take-up of 

the program?  

Equity 

1. To what extent does this 

programme provide for and promote 

equal access for all genders and 

ethnic groups?  

Focus on gender and 

equity considerations 

in design and 

implementation 

            ✓ ✓ ✓ 

2. To what extent has the 

programme affected sub-groups 

differently (particularly girls and 

boys, female and male 

teachers/care-givers, those from 

rural/urban areas and ethnic 

minorities)? 

Sub-group analysis of 

quantitative data 
✓ ✓ ✓ ✓     ✓   ✓ 
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Annex B: Key Stakeholders interviewed 

Kampala 

Role Organisation 

Deputy Project Coordinator UTSEP, MOES 

Assistant M&E Specialist UTSEP, MOES 

Programme Manager ECD Catholic Secretariat FBO 

Programme Manager ECD Muslim Council 

Programme Manager ECD Church of Uganda 

Senior Inspector ECD Department of Education Standards 

Assistant Commissioner  Department of Education Standards 

Programme Director   Aga Khan Foundation 

Curriculum Specialist - ECD 
National Curriculum Development 
Centre 

Early Childhood Specialist    UNICEF 

Master Trainer Iganga District PTC 

Master Trainer Gulu Core PTC 

Master Trainer Moroto Core PTC 

Master Trainer Moroto Core PTC 

Director Basic & Secondary Education and Project 
Coordinator UTSEP/GPE) TIET 

Commissioner TIET 

Commissioner for Primary Teacher Education  MOES 

Education Officer, ECD UTSEP, MOES 

District level  

District Hoima  Lamwo Kalungu Masaka 

Stakeholders 

Faith Based Organisations 
  

District Education Officer   

Municipal 
Education Officer 

District Inspector 
District ECD 
Focal Person   

Technical Planning 
Committee 
Member       

Deputy Principal 
Outreach     

Deputy Principal 
Outreach 

Coordinating 
Centre Tutor        

Master Trainers 

Trainers of Trainers 

Center Management Committee 
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Caregivers 

Parents of Learners 
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Annex C: Propensity Score Matching 

The variables used for matching was based on factors affecting selection and hypothesised to 

affect the outcome of interest, including gender, age, years of teaching, highest degree, level and 

frequency of payment, and literacy skills. The probit returned a pseudo r2 of .191. We find that 

gender and number of years of experience of ECD has a strong link with the probability of the 

caregiver being on the programme. The amount of salary paid is negatively correlated with the 

likelihood of being on the project, and caregivers on the programme were more likely to be not 

paid on time, and to be paid less than half of their designated salary. Matching was undertaken 

on 487 observations (where data was available across all data tools).  

Figure 15 shows the distribution of the estimated propensity scores among treatment and control 

observations. There is a sizeable area of common support, with 466 of the observations within 

this area (205 treated and 261 control). 

Figure 15: Distribution of estimated propensity scores 

 

Balancing tests were undertaken for the variables used for matching, and set out in Table 33 

below. The t-test of equality in means indicates that balances was achieved across all variables. 

The K-S test of equality in distributions indicates that the difference between 5 variables is 

significant at the 1% level, and 1 variable at the 10% level. This would be problematic for these 

estimates if outcomes are endogenous to these variables.  

Table 33: Balancing tests for caregiver characteristics 

Variable t p>|t| Sig. 
K-S Test 
Combined KS Sig. 

Age 0.59 0.553  0.083  
Years of teaching 
experience -0.29 0.774  0.11 * 
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Variable t p>|t| Sig. 
K-S Test 
Combined KS Sig. 

Years of ECD 
experience -0.75 0.452  0.3000 *** 

O-Level -0.81 0.419  0.213 *** 

Form 4 -0.8 0.427    

A Level 1.42 0.157    

Form 6 Completion -0.48 0.631    

Certificate 0.97 0.331    

Diploma 0.71 0.476    

Bachelor’s degree 0 1    
Postgraduate 
diploma . .    

Other qualification . .    

Paid for your work . .  0.081  

Monthly Salary -0.97 0.332  0.232 *** 

Paid Daily 0.54 0.587  0.238 *** 

Paid Weekly -0.34 0.735    

Paid Monthly -0.46 0.649    

Paid Annually . .    
Salary Received On 
Time 0.2 0.844  0.238 *** 

Words Correct 
(EGRA) 1.48 0.14  0.101  
Answers Correct 
(EGRA) 0.91 0.366  0.0771  
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Annex D: Detailed Statistical Tables  

The tables on the next pages sets out descriptive statistics for the caregiver and learner 

competences, and t-tests on whether the differences are significant.   

Caregiver competences 

Table 34 below compares caregivers’ competences, based on data gathered from the caregiver 

survey. The differences between treatment and control caregivers in terms of their ability to name 

three rights and responsibilities is not statistically significant. However, there are statistically 

significant differences between treatment and control caregivers in terms of their familiarity across 

ECD policy documents, and the proportion of caregivers who have developed teaching plans.  

Table 34: Caregiver competences - caregiver survey 

Sub-competences Group 
Could not 
name any 

Could 
name 1-2 

Could 
name 
3+  Sig 

Can you name 

Three rights of 
children? 

Treatment 11.42% 40.14% 48.44%   

Control 9.43% 39.31% 48.74%   

Three 
responsibilities of 
children?  

Treatment 11.42% 40.14% 48.44%   

Control 11.95% 39.31% 48.74%   

Have you read the 
following 
documents? 

Group No 
Yes but not 
read 

Yes 
and 
read 

Yes and 
have a 
copy 

Sig 

ECD Learning 
framework 

Treatment 1.04% 4.15% 18.69% 76.12% 

*** Control 17.65% 19.38% 22.49% 50.52% 

ECD language 
policy 

Treatment 20.42% 4.15% 18.69% 76.12% 

*** Control 52.83% 24.21% 18.24% 4.72% 

Early learning and 
development 
standards 

Treatment 35.29% 22.84% 23.88% 17.99% 

*** Control 61.01% 21.38% 13.21% 4.40% 

The National 
Integrated ECD 
Policy of Uganda 

Treatment 56.75% 22.15% 13.15% 7.96% 
*** 
 Control 78.62% 12.58% 7.86% 0.94% 

Do you have any of 
the following 
teaching plans 
developed. 

Group No. 
Yes. But 
not viewed 

Yes 
and 
viewed 
by not 
in 
order 
and up 
to date 

Yes, 
viewed, in 
order and 
up to date 

Sig 

Daily routine 
Treatment 3.81% 14.19% 6.23% 75.78% 

*** Control 26.42% 20.44% 11.95% 41.19% 

Weekly Plan 
Treatment 8.65% 17.65% 8.65% 65.05% 

*** Control 48.74% 17.61% 6.60% 27.04% 

Fortnightly plan Treatment 20.07% 21.80% 10.73% 47.40% *** 
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Control 71.38% 11.95% 3.77% 12.89% 

Termly Plan 
Treatment 13.15% 21.45% 11.07% 54.33% 

*** Control 46.54% 23.27% 6.29% 23.90% 

Annual Plan 
Treatment 18.69% 23.88% 13.49% 47.06% 

*** Control 70.44% 15.72% 3.14% 10.69% 

Pupil attendance 
records 

Treatment 7.27% 16.26% 22.15% 54.33% 

*** Control 15.41% 17.30% 21.07% 46.23% 

Do you keep and 
utilise pupil 
continuous 
assessments to 
record children 
progress? 

Treatment 13.49% 33.91% 21.80% 30.80% 

*** Control 28.30% 35.22% 12.26% 24.21% 

Do you monitor and 
keep growth records 
of your learners? 

Treatment 78.55% 13.84% 1.73% 5.88% 

*** Control 90.25% 7.55% 0.63% 1.57% 

Annual Plan 
Treatment 78.55% 13.84% 1.73% 5.88% 

*** Control 90.25% 7.55% 0.63% 1.57% 

Notes:  
Sample Size: 607 (Control Group caregivers = 318; Treatment Group caregivers = 289) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 

Table 35 below sets out caregivers pedagogical, administrative and materials production and 

utilisation competences, as assessed using the classroom observation tool. Pedagogical 

competences cover social interaction with children, integration of learning areas, teaching through 

play, grouping of learners, use of outdoor games and peacebuilding. Administrative competences 

include display and following of daily routine, displays of children’s work and maintenance of 

records. Materials production and utilisation competences include a variety of local play/learning 

materials available, appropriate sitting facilities and materials show evidence of usage and 

contribution by children.  

There is a statistically significant difference between the caregivers attending the CCCP training 

and those who had not, in terms of pedagogical, administrative and materials production and 

utilisation skills.  

Table 35: Caregiver competences - classroom observation 

Competences Treatment 
Group 
Mean 

Control 
Group 
Mean  

Treatment 
Group 
Standard 
Deviation 

Control 
Group 
Standard 
Deviation 

Sig 

Pedagogical 
          1.70  

          
1.64  0.414 0.398 * 

Administrative  1.82 0.99 0.913 0.828 *** 

Materials 
production and 
Utilisation 1.35 0.96 0.745 0.554 *** 

Notes:  
Sample Size: 453 (Control Group caregivers = 235; Treatment Group caregivers = 218) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
Scores out of 3: 0: Very poor; 1: Poor; 2: Good; 3: Excellent.  
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Table 36 below summarises caregivers’ use of time. Between treatment and control group 

caregivers, there is a statistically significant different in terms of use of teaching language. 

Treatment group caregivers are more likely to spend less time teaching in English, and more time 

teaching in the local language. Caregivers in the treatment group have a higher probability of 

spending more time off-task, or having pupils off-task, compared to caregivers within the control 

group. The difference between treatment and control group caregivers in terms of incidence of 

dangerous situations or availability of water is not statistically significant.  

Table 36: Caregiver competences - use of time 

Professional 
Competences 

Treatment Group % Control Group % Sig 

Proportion of time using English  

*** 

All the time  4.13% 21.10% 

More than half 20.64% 39.91% 

Quarter to half 19.27% 14.68% 

Less than a quarter 35.32% 23.85% 

None at all 20.64% 8.26% 

Proportion of time using local language 

*** 

All the time  21.56% 9.17% 

More than half 47.25% 32.57% 

Quarter to half 16.06% 22.48% 

Less than a quarter 11.93% 23.85% 

None at all 3.21% 19.72% 

Proportion of time 

caregiver off task   

*** 

All the time  0.92% 0.00% 

More than half 5.96% 0.85% 

Quarter to half 12.84% 6.81% 

Less than a quarter 36.70% 41.70% 

None at all 43.58% 50.64% 

Proportion of time pupil 

off task   

*** 

All the time  0.46% 0.43% 

More than half 3.67% 2.98% 

Quarter to half 12.39% 7.66% 

Less than a quarter 45.87% 31.91% 

None at all 37.61% 57.02% 

Children exposed to 

dangerous situations  15.60% 13.62%  

Water available for 

hand-washing 74.31% 79.15%  

Notes:  
Sample Size: 453 (Control Group = 235; Treatment Group = 218) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
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Learner Competences 

Table 37 below presents learners scores, out of 1, against the 6 areas of assessment. Scores 

were obtained from the school readiness assessment administered to learners. Learners within 

the control group scored higher than learners within the treatment group across all areas. 

Table 37: Learner Competences 

Competences Treatment 
Group 
Mean 

Control 
Group 
Mean  

Treatment 
Group 
Standard 
Deviation 

Control 
Group 
Standard 
Deviation 

Significance 

Cognitive 

Development 0.774 0.794 0.094 0.092 *** 

Motor Skills 0.926 0.945 0.152 0.121 *** 

Pre-reading  0.646 0.659 0.152 0.149 ** 

Reading 0.411 0.462 0.173 0.163 *** 

Pre-writing 0.912 0.934 0.17 0.159 ** 

Writing 0.785 0.836 0.222 0.193 *** 

Sample Size: 1635 (Control Group learners = 815; Treatment Group learners = 820) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
Scores out of 1: 0: Unable to complete the task; 0.5: able to complete some element of the task; 1: 
completes the task correctly.  
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Annex E: Estimated Effects across all 

pedagogical skills  

Table 38 sets out the average scores of Treatment and Control group caregivers, against a range 

of pedagogical sub-competences. Competences are given either a qualitative rating, ranging from 

very poor (0) to excellent (3) or assessed in terms of frequency, ranging from never (0) to 

frequently (3).  

Treated group caregivers scored higher than control group caregivers in terms of providing 
opportunities for children to try things independently, more frequently encouraging children to 
work with other children in small groups or in pairs, regularly participating in children’s play and 
teaching through play, working with children in different formations (large group, small groups and 
individual activities), clearly explaining and applying rules and demonstrating effective monitoring 
skills.  
 

Table 38: Estimates of programme effect on pedagogical skills using PSM 

Variable Ref Treated Controls Difference S.E. T-stat Sig 

Energy and enthusiasm a 2.014634 1.868293 0.146341 0.124732 1.17  

Positive attention a 1.980488 1.912195 0.068293 0.114133 0.6  

Varies tone when speaking a 2.239024 2.170732 0.068293 0.100141 0.68  

Children call caregiver by name a 0.2 0.268293 -0.06829 0.100243 -0.68  

Caregiver attends to child if upset a 2.119403 1.820896 0.298507 0.232873 1.28  
Encourages children to initiative 
conversations a 1.385366 1.370732 0.014634 0.148629 0.1  
Encourages other children to join 
discussions a 1.57561 1.482927 0.092683 0.140642 0.66  

Converses interactively with children a 1.819512 1.721951 0.097561 0.134717 0.72  
Balances caregiver and child initiated 
activities a 1.336585 1.253659 0.082927 0.144622 0.57  
Encourages children to articulate 
their thoughts a 2.107317 2.243902 -0.13659 0.120695 -1.13  
Encourages children to express their 
thoughts a 1.62439 1.44878 0.17561 0.134278 1.31  
Provides opportunities for children to 
try things independently a 1.795122 1.17561 0.619512 0.155984 3.97 *** 

Does not discriminate between boys 
and girls in all tasks a 2.691919 2.661616 0.030303 0.077642 0.39  
Does not discriminate between boys 
and girls in peer learning exercise  a 2.424242 2.434343 -0.0101 0.092686 -0.11  
Ensures boys and girls contribute to 
discussions equally a 2.448276 2.536946 -0.08867 0.086706 -1.02  
Does not discriminate between boys 
and girls in terms of attention and 
praise b 2.671569 2.696078 -0.02451 0.072286 -0.34  

Frequency of:  

Children working alone b 1.331707 1.37561 -0.0439 0.148992 -0.29  
Children working with other children 
in pairs or small groups. b 0.629268 0.239024 0.390244 0.09585 4.07 *** 
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Variable Ref Treated Controls Difference S.E. T-stat Sig 

Caregiver working with children as a 
whole group. b 2.390244 2.365854 0.02439 0.132506 0.18  
Caregiver working with children in 
small groups. b 0.521951 0.214634 0.307317 0.095155 3.23 *** 

Children are always motivated and 
interested in the learning process a 2.297561 2.234146 0.063415 0.096313 0.66  
Children regularly appear to learn 
from each other.) a 1.770732 1.887805 -0.11707 0.117241 -1  

Children encourage one another a 1.419512 1.678049 -0.25854 0.138056 -1.87 * 

Works one-on-one with children. b 1.502439 1.565854 -0.06341 0.138689 -0.46  
Does not engage in verbal negative 
interactions b 0.429268 0.487805 -0.05854 0.122724 -0.48  
Does not engage in negative 
physical interactions b 0.156098 0.229268 -0.07317 0.077464 -0.94  
Engages in positive interactions 
(smiles, claps or praises children) b 1.936585 2.146341 -0.20976 0.127692 -1.64  
Regularly participates in children’s 
play  a 1.990244 1.658537 0.331707 0.150802 2.2 ** 

Teaches through play a 1.902439 1.507317 0.395122 0.14527 2.72 *** 

Forms large group, small groups and 
individual activities in the class a 1.170732 0.692683 0.478049 0.150148 3.18 *** 

Gives extra attention to children with 
difficulty a 1.634146 1.57561 0.058537 0.134835 0.43  
Rules/limits are clear and 
consistently applied a 2.011561 1.739884 0.271676 0.137487 1.98 ** 

Demonstrates effective monitoring 
skills      a 1.907317 1.687805 0.219512 0.120051 1.83 * 

Provides enough time for children to 
complete individual or group activities. a 2.180488 2.063415 0.117073 0.108933 1.07  
Maintains an awareness of the whole 
classroom even when working with an 
individual child or a group. a 1.853659 1.829268 0.02439 0.121182 0.2  
Attempts to settle disputes between 
children using peaceful means a 2.277778 1.888889 0.388889 0.258747 1.5  

 
Sample Size: 466 (Control Group caregivers = 261; Treatment Group caregivers = 205) 
Significance: * Significant at the 10% level; ** Significant at the 5% level;***Significant at the 1% level 
aScores out of 3: 0 (very poor); 1 (poor); 2 (good); 3 (excellent)  

bScores out of 3: 0 (never, not at all); 1 (rarely, at least once); 2 (sometimes, 2-3 times); 3 frequently (often)  

 


