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Introduction and Purpose

Malnutrition is a driver of poverty. Reducing malnutrition is essential to achieving the World
Bank’s goals of eliminating extreme poverty and enhancing shared prosperity. This compendium
offers practical information on how to plan, implement, and monitor incentivized operations for
improving nutrition results for World Bank client countries. For more detailed background in-
formation, see the World Bank report Incentivizing Nutrition: Incentive Mechanisms to Accelerate
Improved Nutrition Outcomes.

Why nutrition?
+  Good nutrition reduces mortality and breaks the intergenerational cycle of poverty
Malnutrition is a driver of disparities
Nutrition is a vital aspect of a country’s universal health coverage (UHC) policy
Good nutrition is the result of a combination of factors and dependent on multiple sectors
Malnutrition is a barrier to achieving a range of sectoral development objectives
Cost-effective nutrition-specific interventions are highly successful in improving nutrition
+  Evidence based nutrition interventions consistently appear in economic analyses as a
high investment priority
The right incentives are an important ingredient to successfully scaling up a country’s
multisectoral nutrition plans
World Bank has extensive experience designing, implementing, and evaluating incentives
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Well proven nutrition interventions exist and should be scaled up. In 2008 and 2013, The Lan-
cet, aleading medical journal, published two groundbreaking nutrition-focused issues reviewing
the current evidence for effective interventions to reduce child and maternal malnutrition in
developing countries. The list of recommended high impact interventions is included in Table
1. They are all nutrition-specific interventions focused on the proximate causes of malnutrition.

Table 1. High-Impact Nutrition-Specific Interventions

NUTRITION INTERVENTION WHAT DOES IT INVOLVE? WHY DOES IT MATTER?

Early breastfeeding reduces
all-cause and infection related
neonatal mortality by 44-45%

PROMOTION OF « Community-based education and
BREASTFEEDING behavior change

+ Community-based education and
COMPLEMENTARY FEEDING behavior change
+ Provision of complementary foods

Complementary feeding results in
increased height and weight

Provision of ready-to-use-foods
leads to faster weight gain, improved
recovery, and reduced mortality

MANAGEMENT OF SEVERE + Community-based therapeutic
ACUTE MALNUTRITION feeding using ready-to-use-foods

+ Provision of supplements

VITAMIN A e Vitamin A supplementation reduces
SUPPLEMENTATION . all-cause and diarrhea related mortality
platform e.g., child health days
- lodigation of salt at point of Salt iodigation increases birth
SALT IODIZATION processing weight and leads to 10-20%
+ Targeted to pregnant women higher developmental scores

+ Community education and behavior

HANDWASHING
change

Handwashing with soap reduces

WITH SOAP L . the risk of diarrhea

- Communications e.g., mass media

+ Access to ginc supplements for
THERAPEUTIC ZINC children Zinc treatment for diarrhea leads to a
FOR DIARRHEA - Delivery through existing antenatal | 46% reduction in all-cause mortality

care platforms

Provision of supplements to
pregnant women

Delivery through existing antenatal
care platforms

Iron and folic acid supplementation
for pregnant women leads
to higher birth weight

IRON AND FOLIC ACID

+ Provision of micronutrient powders
MULTIPLE MICRONUTRIENT to children

POWDERS - Demand generation including
strategic communication

Significant reductions in anemia

Delivery of deworming drugs

DEWORMING + School-based or through healthcare Treating children infected with

worms increases weight
system
Product fortification at point of Iron fortification results in 41%

IRON FORTIFICATION OF STAPLES . L ) -
processing e.g., flours reduction in the risks of anemia

Source: Children’s Investment Fund Foundation.

Financial incentive mechanisms are used to enhance nutrition results by motivating change.
The incentive mechanisms are categorized by the levels at which they operate, i.e., government:
national and sub-national, health facility, community, household /individual levels—see Figure 1.
For each level, we document the following: a description of the incentive mechanism; the mecha-
nism’s potential strengths; the potential challenges; and examples of countries that have tried the
instruments. Non-financial incentives to improve nutrition are also presented.
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What are incentive mechanisms?

In its simple form, an incentive is something that motivates an action. Incentive structures are
a central feature of economics and are described as the interaction between a principal, who
applies the incentive, and an agent, who receives the incentive. The basic tenet is that “higher
incentives will lead to more effort and higher performance.”
Incentives can be classified into four categories:
e FINANCIAL INCENTIVES: when an agent can expect some form of material reward,
e.g., money, in exchange for a particular behavior;?

e MORAL INCENTIVES: when a choice is widely regarded as the “right thing to do,”
or particularly respectable, or conversely, when the failure to act in a certain way is
unacceptable. An individual acting on a moral incentive obtains in return a sense of
self-esteem, approval or even admiration from his community, or guilt, condemnation or
ostracism if s/he acts against a moral incentive.?

e COERCIVE INCENTIVES: when failure to act a particular way results in physical force
being used against the agent by others in the community.*

* NATURAL OF INTRINSIC INCENTIVES: this is a category of incen-
tives that are driven from the personality of the agent, such as curiosity,
fear, the pursuit of truth, wanting to contribute to society, etc.®

Financial

Financial incentives can have two kinds of effects: a direct price effect, which ) )
make the incentivized behavior more attractive, and an indirect psychologi- ZnCentl\/e
cal effect. The psychological effect can reinforce the price effect but can also .
sometimes work in an opposite direction to the price effect and crowd out the meChan SIS
incentivized behavior.°

The World Development Report 2015 argues that much of economic policy are used
relies on a model of human behavior that takes little account of human so-
ciality. Yet the fact that humans think socially “has enormous implications Lo enhance
for decision making and behavior, and thus for development.”” The report .,
outlines the following four implications of human sociality on development nutrition
interventions.

First, economic incentives are not necessarily the best or the only way to r esuZtS by

motivate individuals. The drive for status and social recognition means that motivatin
in many situations, social incentives can be used alongside or even instead of g
economic incentives to elicit desired behaviors. Moreover, economic incen- h

) ! licit desired behay reover, econon change.
tives can both “crowd out” intrinsic motivations and “crowd in” social prefer-
ences. The role for incentives in policy is more complicated than is generally
recognized.

1U. Gneezy, S. Meier, and P. Rey-Biel. 2011. When and Why Incentives (Don’t) Work to Modify Behavior. J Econ Perspect 25
(4):191.

2K. Dalkir. 2013. Knowledge management in theory and practice. New York: Routledge.

1bid.

*Ibid.

3D.C. McClelland. 1987. Human Motivation. Cambridge University Press Archive.

®Gneezy et al., 2011. 192.

7World Bank. 2015. World Development Report 2015: Mind, Society, and Behavior. Washington, DC. 54.
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Second, humans act as members of groups. Interventions that increase interactions or create
groups among individuals who have a common interest in goals such as breastfeeding may fa-
cilitate the achievement of these objectives.

Third, there is a widespread willingness of individuals to cooperate in the pursuit of shared
goals. Most people prefer to cooperate as long as others are cooperating. This implies that mak-
ing behavior more visible and “marketing” adherence to norms such as having men play an im-
portant role in child feeding practices may be a cost-effective means of increasing contributions

to collective goods.

Finally, human societies develop social norms as a means of coordinating and regulating be-
havior. Societies can get stuck in collective patterns of behavior that do not serve their interest.

Since social
norms are
often taken
for granted,
socially
appropriate
behaviors by
individuals
can lead to
suboptimal
social
outcomes.

Since social norms are often taken for granted, socially appropriate behav-
iors by individuals can lead to suboptimal social outcomes. Norm change
may sometimes be a necessary component of social change.®

Incentives vary across cultures and over time because social incentive
structures are established by different forms of social interactions that
take place within cultural norms and expectations that vary geographi-
cally and over time. What is valued or is deemed unacceptable in one cul-
ture may not be perceived the same way in other cultures or within the
same culture over time. We tend to perceive the world around us through
mental models that reflect the shared understandings of our community.’
For example, volunteerism by community health workers to improve nu-
trition may be valued—and therefore boost the worker’s self-esteem—in
a country that recognizes that nutrition is a national development pri-
ority. In another setting where volunteerism is not as valued, or where
wealth accumulation confers social status, and where malnutrition is not
considered a social priority, financial incentives may be more effective or
even necessary. Even for an individual, such as a community health work-
er, the relative importance of a certain type of incentive may change over
the course of a lifetime, e.g., starting with the self-esteem related to the
prestige of having been selected from the community, supplemented by
intrinsic motivation and, over time, a potential gradual movement towards
greater attention to financial incentives.

In this compendium, we focus primarily on financial incentive mech-
anisms, but we recommend that due attention also be given to non-fi-
nancial incentives, i.e., moral, coercive and natural / intrinsic incentives.
Depending on the core constraints that are defined in the theory of change
analysis,'” a mix of financial and non-financial incentives will need to be
used to achieve results. Part II of this compendium includes a discussion
of some of the non-financial incentives that may be considered in scaling
up nutrition programs. That section is not meant to be a comprehensive
review. It serves to remind the reader that a balance between financial and
non-financial incentives is required. We recommend consulting the World
Development Report 2015, which contains a rich discussion on this topic."

81bid. 55.
°Ibid. 62.

1See C. Valters. 2015. Theories of Change; Time for a Radical Approach to Learning in Development. London, UK: Overseas

Development Institute.
TWorld Bank, 2015.
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Because a range of incentives act on an individual at the same time and because human be-
havior is complex, it is very difficult to predict the effect that a specific incentive will have over
the short, medium and long term. This risk highlights the importance of establishing strong
monitoring systems—which track the results to be achieved as well as potential unintended
consequences of certain incentives, e.g., its effect on motivation and self-esteem of workers.

INTRODUCTION AND PURPOSE
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Financial Incentive Mechanisms

Applied at Different Levels

The incentive mechanisms are categorized by the levels at which they operate, i.e., government:
national and sub-national, health facility, community, household, and individual levels (see Fig-
ure 1). For each level, we document the following: (1) a description of the mechanism; (2) the
mechanism’s potential strengths; (3) the potential challenges; and (4) examples of countries that

have tried the instruments.

Figure 1. Financial Incentive Mechanisms Applied at Different Levels

FINANCIALINCENTIVE
MECHANISMS

Global donors, agencies
and trust funds

Development Policy
Financing (DPF)

LEVELS

CONSTRAINTS

National

Is nutrition a priority? Is an

Household Level PBF

—
/ appropriate policy framework in place?
Program for Results (PforR) l
Disbursement Linked Indicators (DLI)
D) sonovna | e g
Performance Based ’
Budgeting (PBB) l
. To what extent are nutrition
Performance Based Financing (PBF) 5 ﬁ Health Facility «—] services provided? What space is
Performance Based Contracting (PBC) there for efficiency improvements?
Community Based PBF/Contracting Community Is there an enabling environment in the
Community Driven Development (CDD) community to achievenutrition results?
Cash Transfers (CT) {ti
. Household/ Is the household aware of malnutrition
Public Works Programs (PWP) > 0 Individuals € and its consequences? Is it a priority?

Source: Authors.

FINANCIAL INCENTIVE MECHANISMS APPLIED AT DIFFERENT LEVELS
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@ Government Level: National and Sub-National
© Development Policy Financing (DPF)

Definition

DPF combines the objective of reducing a government’s fiscal deficit with sectoral
or macro-level developmental objectives by incentivising policy reforms. Disburse-
ments are based on predetermined policy triggers which are linked to the govern-
ment completing reform actions.

IDA / IBRD funds flow into the government budget and the country systems are
used. The amount of IDA /IBRD financing is not necessarily linked to the cost of the
reform.

DPFs cannot be used to impose reforms without sufficient country ownership and
commitment—an important prerequisite for success.

The World Bank does not prescribe activities or inputs to be financed from the IDA
/ IBRD funds, which may be spent on anything as long as the agreed reforms are
achieved—except a short negative list as may be agreed between the Word Bank and
the government.

Potential Strengths

Can unblock policy constraints. DPFs could be useful to nutrition programs if the
policy environment is the binding constraint to achieving nutrition outcomes, e.g.,
agricultural policies, food subsidies, gender policies, etc., and if strong government
commitment exists (or could be developed) for specific reform measures to remove
the constraint. Agriculture policies are closely linked to nutrition, and so are social
safety net programs. A national policy on ensuring universal health coverage could
have a beneficial impact on nutrition, if nutrition services are included in the benefits
package. Food safety legislation, regulation of baby formula foods, and food fortifica-
tion with micronutrients are other relevant policy areas for nutrition. A DPF could
facilitate moving such policies in the right direction.

May generate greater ownership and sustainability. DPFs entail no micromanage-
ment by the World Bank in terms of activities carried out or expenditures incurred.
The country’s own systems are used. Well-designed DPFs usually ensure that the
incentivised reforms have strong national ownership and commitment. The benefits
are therefore likely to be systemic and more sustainable. Sustainability is critical to
nutrition, which is a long-term and continual objective.

Potential to raise the profile of nutrition. Adding nutrition into a DPF could help
raise the importance of nutrition, positioning it as a national development priority at
the same level as other policy reforms included in the DPF.

Attractive to governments. DPFs are quick disbursing and contribute to the coun-
try’s fiscal health and sector-specific goals. A DPF is attractive to ministries of fi-
nance, which typically are the World Bank’s counterparts in negotiating the World
Bank’s country assistance. Adding a nutrition-related policy trigger to a DPF could be
a smart strategy in an otherwise less than enthusiastic environment for stand-alone
nutrition operations.

Incentivizing Nutrition: A Practitioner’s Compendium



Potential Challenges

* Does not address implementation challenges. DPFs are not the instrument of choice
when the main constraint to improved nutrition is implementation, rather than the
policy environment, which is often the case. In such contexts, an operational level
incentive instrument may be warranted, rather than a policy reform measure.

*  Requires that malnutrition be recognised as a national priority. In order for a govern-
ment to decide to include nutrition in a DPF, the country’s malnutrition challenge and
its economic implications will need to be understood by policy-makers (particularly in
the central ministries such as finance and planning), which is often not the case.

e Does not address socio-cultural or behavioral challenges. In many countries, the
core challenge to improving nutritional status may be socio-cultural or behavioral
at the household or community level. A DPF alone would not be suitable instrument
to address these constraints.

* Reforms may be reversed. Changes in the government or policymakers may result
in the reversal of reforms if it was merely a high-level decision. The DPF must be
designed carefully to ensure that the disbursement triggers fully institutionalize the
reform and render a reversal difficult. Monitoring the trigger actions closely is an
essential prerequisite for success.

e No guarantee of increased allocations to nutrition. There is no guarantee that IDA
funds will be spent on nutrition services or programs since the World Bank does not
track its funds separately under a DPF. The funds are comingled in the government
budget. Therefore, unless the policy reform pertains directly to providing more nu-
trition resources, the DPF alone may not achieve an increased allocation.

Examples of Country Experience

India, Mozambique, Palestine, Peru

Project development objective (PDO).
Nutrition-specific objectives are to (i)
increase demand for nutrition services
by strengthening the operational
effectiveness of the Juntos Conditional
Cash Transfer (CCT) program; and (ii)
improve coverage and quality of the
supply of basic preventive health and
nutrition services in the communities
covered under the Articulated Nutritional
Program (PAN), including Juntos.

Results of interest. REACT DPL series
supports policies that are expected

to lead to (i) improved parental
understanding of expected outcomes
in education, health, and nutrition; (ii)
improved outcomes in second grade
literacy, especially in rural schools;
(iii) reduced maternal and neonatal

mortality; and (iv) better nutrition
outcomes. The government set a
target of reducing undernutrition
by 5 percent in five years.

Indicators. As a DPL, this operation does
not have “indicators” in the conventional
sense of the term. However, it included
the following “prior actions” specific

to nutrition: MINSA has changed SIS
norms to include the CRED (child
growth and development) protocol;
Goals for CRED production are agreed
between the health sector and the

PBB system for each health executing
unit; Ministry of Finance increased the
2010 budget for CRED by 330 percent,
compared to the 2009 budget, and
allocated the additional funds to regions
with a low level of CRED spending

FINANCIAL INCENTIVE MECHANISMS APPLIED AT DIFFERENT LEVELS

relative to their malnutrition levels.
Operational modality. Activities to
support both objectives include a

strong emphasis on promoting good
governance to monitor the impact of the
government programs such as Juntos. A
manual and supporting communication
materials were developed for Community
Nutrition Promoters, and the expected
height gain in the first two years of

life was populariged. The operation is
adapted to respond to the country’s
results-based financing strategy and
provides direct support to PAN.
Evaluation: After 10 years, the results
are remarkable—stunting decreased
from 28 percent to 14 percent.

15



16

© Program for Results (PforR) and Investment Project Financing
with Disbursement Linked Indicators (DLIs)

Definition

PforR is a relatively new lending instrument which links IDA / IBRD development
financing to results and moves from the “project approach” towards a “program ap-
proach”, whereby the World Bank is financing a “slice” of a government program.
Prior to the PforR, to financially incentivise certain results, teams used Disburse-
ment Linked Indicators (DLIs) within Investment Lending—currently called In-
vestment Project Financing (IPF). Although many operations still use DLIs under
IPFs, as a proxy for PforR, both instruments essentially adopt the same incentivising
principle that seeks to finance outputs rather than inputs. Therefore, we treat PforR
and DLI operations together.

Under PforR and DLI, disbursements from the World Bank to the country are based
on achieving predetermined targets or results, rather than inputs purchased. Results
could be outputs or outcomes, but are usually defined in terms of outputs—some-
times called intermediate outcomes. In practice, many DLI operations use process
milestones as “results” or “proxy results.”

The World Bank does not prescribe the activities and expenditures for a PforR or
DLI operation. The funds go to the treasury and may finance a specific program,
e.g., the budget of the Ministry of Health or the HIV/AIDS or the maternal and child
(MCH) programs. As long as the results are achieved, the money can be spent on
anything within the program. In the case of an IPF with DLIs, disbursements are
made against a list of pre-agreed “eligible expenditures.”

Disbursements are based on achieving specific targets which are usually confirmed
through independent verification. Within that framework, some prorate the dis-
bursement proportionately to how much of the target is met, while others disburse
on an all-or-none basis, i.e., partial achievement or underachievement of targets
merits zero disbursement. A delayed achievement of targets can result in delayed
disbursement or disqualification of the amount linked to the delayed result.

PforR and DLI operations differ from DPF in that disbursements are results-based,
rather than policy action based. They move the incentives beyond policy actions to
program results.

Although PforR and DLI operations tend to incentivize the national level, they can
also be used directly at the sub-national level, e.g., in a province / state in a large
country, or to incentivize national to sub-national transfers in a manner similar to
performance-based budgeting.

Potential Strengths

May lead to greater ownership and sustainability. PforR / DLI operations entail
no micromanagement by the World Bank, like the DPF. In the case of the PforR, the
country’s own systems are used. Therefore, the results are likely to be more systemic
and sustainable.

Provides flexibility in implementation. PforR / DLI operations place less focus on
inputs and process. Although some level of attention is necessary at these stages
of the development cycle to understand any problems in case the results are not
achieved. This approach empowers managers, and provides flexibility on ways to
achieve the results. Nutrition programs could particularly benefit from such delega-
tion of authority, since they often require innovation at the grassroots level.

Incentivizing Nutrition: A Practitioner’s Compendium



* Enhances accountability for achieving results. With the strong focus on results, the
responsibility for achieving them is placed squarely on the government. If results
are not achieved, the government does not receive the funds. If results are delayed,
disbursements are also delayed or cancelled. The PforR / DLI instrument directly in-
centivises performance and enhances accountability by shifting the focus from proj-
ect administration processes (e.g., volume of procurement transactions) to results.

* Can increase the visibility of nutrition programs. The focus on results (and on the
resources that get released when the results are achieved) can provide additional
visibility to nutrition within the wide range of priorities faced by governments in
program implementation.

e Can incentivise healthy competition. It is possible to design these operations to
introduce competition between sub-units of government (e.g. provinces, states or
districts) on the timing for the achievement of results, such that the first few sub-
units to achieve a particular result would get an additional financial incentive.

e Greater likelihood of achieving results. If the operation is well designed, i.e., appro-
priate indicators with realistic targets are selected, a clear verification protocol is
agreed upon, and the necessary monitoring systems are established, the likelihood
of successfully achieving the agreed upon results is high.

Potential Challenges

e Capacity of the government to deliver. As the World Bank focuses more on out-
puts and outcomes and leaves it largely to the government to reach the results using
its own processes and inputs, PforR / DLI operations adopt a hands-off approach,
which assumes robust governance systems and the government’s capacity to plan
and implement its programs to achieve the agreed results. These assumptions may
not always hold true, especially for ministries responsible for nutrition which are
often weaker. It is sometimes necessary to design “hybrid” operations in which the
focus is mainly on incentivising results but which also contain a more traditional
input-driven form of technical assistance to enhance capacity to deliver.

e Reluctance by governments to accept the risk of non-performance. Governments
often may be reluctant to accept the risk of incurring expenditures without guaran-
teed financing. Often their systems are not very flexible to manage that risk. Even
though the first year’s disbursement are made as an advance, the subsequent year’s
financing depends on concrete targets being met, which means that there is a real
risk of funds not flowing. In nutrition programs involving regular service delivery
or cash distribution, such stoppage of fund-flow could be seriously detrimental to
the population.

e Complex operations. PforR/DLI instrument may not be suited for very complex op-
erations with too many monitored results. The more indicators, the less their mon-
etary value since the total envelope is fixed and numerous indicators would be more
difficult to monitor.

e Selecting the right indicators. Certain service-oriented indicators are easier to
measure, report, and pay against, e.g., vitamin A supplementation, and growth mon-
itoring. Certain others, especially community level indicators, like exclusive breast-
feeding are difficult to measure, forcing us to settle for knowledge indicators rather
than actual behaviors. More creativity is needed.

e Limiting the number of indicators. Typically, health and nutrition operations have
numerous results of interest. To make the operation manageable, the list of indi-

FINANCIAL INCENTIVE MECHANISMS APPLIED AT DIFFERENT LEVELS
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cators must be kept short, usually less than 10. Some indicators of interest must be
omitted from being linked to financing, which is feasible if a robust set of tracer indi-
cators is sufficient for the absence of others. The omitted indicators can be included
in the results framework and monitored without being linked to disbursement. This
positioning, however, would affect the level of priority of those indicators.

e Results must be achieved in a short timeframe. The PforR / DLI approach cannot di-
rectly incentivise results that take longer than a year to manifest, e.g., behavior change
or nutritional status improvements, because disbursements cannot wait for those re-
sults to be demonstrated. Therefore, establishing measurable intermediate results is
critical and could serve as a good proxy for the ultimate outcome of interest. This
challenge can be mitigated by “breaking down” results with longer gestation periods
into specific intermediate results which can each be incentivised.

»  Potential to miss some important results. Due to the necessary selectivity of indicators
linked to financing, other important results could be neglected. This risk is particularly
challenging for a complex area like nutrition, with a wide spectrum of results of interest.

Examples of Country Experience

Bangladesh, Ethiopia, India (national nutrition project as well as projects in the states
of Uttar Pradesh, Karnataka and Andhra Pradesh), Indonesia, Laos, Morocco, Myanmar,
Nepal, Niger, Nigeria, Sri Lanka, Tanzania

INDIA P121/31
ICDS SYSTEM STRENGTHENING NUTRITION IMPROVEMENT PROJECT (ISSNIP)
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© Performance Based Budgeting (PBB)
Definition

PBB is a mechanism by which a higher level of government allocates resources to a
lower level of government, based on the latter’s performance measured by agreed in-
dicators and targets. For example, the Ministry of Finance might allocate the budget
for the Ministry of Health based on the past year’s performance. Or in a federal sys-
tem, the central government might allocate the state, provincial or district budgets
on the basis of past performance. PBB usually involves a MOU or similar arrange-
ment between the financing entity and implementing entity.

PBB is not the usual way of budgeting in most developing countries. Budgets are gen-
erally developed using historical data of allocations and expenditures and based on
inputs rather than outputs. A reformist and forward looking government and leader-
ship is critical for PBB to work.

Potential Strengths

Budgets reflect priorities and reforms. If nutrition results are included in the perfor-
mance measures that influence the budgetary allocation, sub-national priorities are
likely to move in a direction favorable to nutrition programs.

Closer to service delivery and the needs of people. PBB moves the incentives and
risks to the sub-national levels, which are closer to the action. PBB empowers sub-na-
tional level managers and provides flexibility on ways to achieve the results. This
devolved accountability and the related flexibility is important for nutrition given
that the approaches may vary based on the specific determinants and the socio-eco-
nomic composition of the populations.

Enhances accountability. PBB is likely to be attractive to the ministries of finance
(MOFs) because an enhanced level of accountability exists prior to budgetary allo-
cation. PBB allows the MOF the flexibility to allocate resources to the ministries and
departments that have demonstrated a record of producing better results. This may
be particularly useful for nutrition programs, some of which have a legacy of poor
performance, which has discouraged central ministries from further allocations.

Can incentivise healthy competition. It is possible to design these operations to intro-
duce competition between sub-units of government, e.g., provinces, states or districts.

Alignment with the policy framework. PBB is suitable for achieving program re-
sults when the national policy environment is already conducive to program im-
plementation at sub-national levels, and robust monitoring systems are available,
along with the necessary information base. PBB can be used to incentivize shifts in
delivery that are introduced in recent policy reforms.

Confirms and enhances commitment to nutrition. Including nutrition results un-
der PBB requires and indicates that the MOF and the MOH—and other implement-
ing line ministries—have a higher level of commitment to nutrition results.

May increase financial allocations to nutrition. Nutrition could benefit from PBB
because often, a constraint is the insufficient resource allocation—a problem at the

operational level rather than the policy level.

Potential Challenges

Requires a change in mindset and strong leadership. PBB entails an entirely new
way of planning, budgeting, and financial management, as most governments use
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historical budgeting. Even though PBB has strong potential, it may be difficult to im-
plement in some contexts since it involves a fundamental change in mindset and the
way of doing business.

e Requires strong capacity for implementation. Implementation is not guaranteed
and it may not affect behaviors at the service delivery or household levels, which are
critical to nutrition results. On the other hand, if the incentive is sufficiently strong
and there is sufficient autonomy, the receiving entities may be able to organize
themselves to deliver, or a complementary technical assistance component could
be designed into the World Bank operation to address specific implementation
weaknesses.

e Requires devolution of authority. PBB requires a strong degree of authority to be
devolved to the operational levels and the necessary capacity to be built, without
which the incentives won’t be empowering. PBB may not be suitable in countries
where sub-national capacities or governance systems are weak or in which the nec-
essary autonomy for delivery is not provided.

e PBB could increase inequities since it rewards better performers. Where sub-nation-
al capacities vary across states or districts, PBB could benefit the already better re-
sourced states and districts, which may be the better performers. This could result in
denying the low-performers the very resources that they need to build their capacities
to perform better, thus perpetuating a vicious cycle of low resources + low capacity
low performance » further low resources. This scenario needs to be avoided by allo-
cating a minimum level of resources based on need and by adding a bonus allocation
for performance, rather than making the whole budget dependent on performance.
Often the lowest performing provinces or districts are also where the highest propor-
tions of malnourished people live. Another way to avoid this scenario is to allocate re-
sources based on the rate of change, i.e., whereby sub-national units with the greatest
improvements from the baseline would receive the largest allocations.

* Risk of focusing on only a subset of results of interest. PBB could skew program at-
tention to selected results at the expense of other important ones, which is the case
of PforR or any other incentivized financing system. This is a particular challenge
for nutrition, which has a complex range of determinants requiring several results
to be tracked.

e A disconnect may exists between budget and execution. If applied narrowly, this
instrument’s potential benefits could be limited to priority setting, since it may only
impact the budget and not necessarily the execution. However, approaches could be
designed that not only focus on allocations but also on execution of budgets.

Examples of Country Experience
Argentina, Peru

Health Facility Level

© Performance Based Financing (PBF)
Definition
e While results-based financing (RBF) is used as a broad term encompassing several
different types of incentivising results, performance based financing (PBF) usually

refers to an approach that specifically pays financial incentives to the individual or
institutional service providers. The payments are based on the quantity and quality
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of outputs delivered. The terms such as “fee for service” or “pay-for-performance”
are sometimes used to describe this instrument.

e The additional funds from PBF can be used to improve the facility or services, and /
or to pay “bonuses” to the personnel. How these funds are distributed at the health fa-
cility level and what proportion could be paid as bonuses or salary supplements varies
widely. In some countries, these decisions are left to the health facility level managers.
Whereas in other countries, strict guidelines are sent from the central level.

e PBF works best when the unit being contracted (e.g., the health facility) has a high
degree of autonomy as to how it delivers services. In most countries, however, this
autonomy is circumscribed by some rules such as public service rules on hiring and
firing of staff.

e PBF involves a separation of functions between the regulator, purchaser, and service
provider. It involves contracting an external agency which is responsible for the verifi-
cation and payment of services. A specific package of services is defined and rates are
applied for each service. Both public and private health facilities can be contracted for
service delivery, depending on the regulatory framework in the country and the avail-
ability of these providers. Specific catchment areas are defined for each service provider.

e Prior to payment, the quantity of services is verified, usually through the internal
inspection service of the Ministry of Health. On a less frequent basis (e.g., quarterly)
community-based organisations undertake counter-verification of the results. This
counter-verification serves as a “check and balance” against collusion between ser-
vice providers and the inspection services.

e While PBF has been applied mainly at the health facility level to date, the basic te-
nets of the approach are being increasingly applied at the community level as well as
at all levels within a health system. The latter enables an alignment of incentives to
improve service delivery. For example, World Bank projects that use a PBF approach
in health are increasingly establishing performance contracts not only at the health
facility level, but also at the other administrative levels of the system (e.g., district,
provincial) all the way to the regulator at the national level.

e Some PBF approaches also provide a higher payment to a health facility for having
reached pre-identified members of the community (through community-based tar-
geting) with free services. These could be the poorest members of the community or
people with special needs, such as people living with disabilities. It is likely that this
targeting is reaching households with a higher likelihood of malnutrition.

e Increasingly, a quality checklist (some have approximately 200 indicators) is being
used to assess the quality of services provided, and adjustments in payments (either
negative or positive incentives) are applied based on the quality checklist score.

Potential Strengths

e Closer to the beneficiary. PBF moves the program resources, incentives, account-
ability, and risks mainly to the health facility level, thus making it more likely to suc-
ceed—if the binding constraints are at that level. In addition, in countries where elite
capture is a challenge, PBF helps circumvent elite capture at the central level because
the bulk of the financial resources are directed to frontline health facilities through
payments directly to their bank accounts.

e Greater social accountability. The counter-verification carried out by community
organizations is a practical way to empower communities to have oversight over
service delivery. When nutrition is part of the services being counter-verified, this
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enables communities to improve their understanding and sense of ownership of
their malnutrition challenge.

Increased transparency. The management information system for PBF (web portal)
makes data available publicly about the performance of the health system. This could
be a valuable source of “real-time” information on some aspects of nutrition services,
which can be used to review health facility performance more regularly. Data on nu-
trition interventions in most countries is not collected often enough to provide regu-
lar monitoring and accountability.

Potential to increase the focus on nutrition. By adding specific nutrition services
to a PBF program, it is possible to enhance the focus and attention to those services,
which could otherwise be neglected and subsumed under a broader package of ma-
ternal and child health services.

Increased monitoring and feedback. While the verification of quality and quantity is
primarily set up to confirm payments, the process also enables service providers to
get regular feedback and to learn from their mistakes. This could be a useful means
to increase capacity of service providers to deliver nutrition interventions, compen-
sating somewhat for the often low level of nutrition training which the personnel of
health facilities receive.

Sharper focus on the highest priority services. The PBF package of services is a sub-
set of the range of services offered by a facility. The services are chosen on the basis
of their ability to address the highest burden of disease in the country. The sharper
focus on the delivery of these interventions should increase the impact on the highest
priority public health concerns.

Greater focus on quality. PBF may improve the impact of some of the key nutri-
tion-specific interventions that could have a significant impact, if they are delivered
with high quality. For example, growth monitoring and promotion (GMP) has had
limited impact to date because the focus tends to be on weighing children and the
quality of the accompanying counseling when a child’s growth is faltering is weak.
Through the quality checklist, PBF may be able to correct this.

Tends to improve access to services. An important aspect of PBF is the initial busi-
ness planning that takes place with health facilities to enable them to restructure
their work so as to maximize their efficiency in service delivery. This can lead to a re-
duction in fees, which in turn increases demand and often not only increases access
but also improves overall revenue for the health facility.

May lead to efficiencies in the supply chain. Increasingly, PBF is used to improve the
alignment of the functioning of the pharmaceutical supply chain with the needs of
the service providers and clients. These efficiencies would be of benefit to nutrition
services (independent of whether the service is one of those purchased through PBF
or not) because breaks in the supply chain are often a major barrier for the delivery of
nutrition programs. For this benefit to accrue to nutrition, all essential nutrition sup-
plies must be included in the list that is assessed as part of the PBF quality checklist
for the pharmaceutical system.

Encourages greater autonomy. PBF is expected to empower local level managers
and provide flexibility in ways to achieve the results. The effectiveness of PBF de-
pends largely on autonomy being genuinely granted to health facility level manag-
ers. This autonomy is important for nutrition because different approaches may be
needed to deliver effective services (especially those which require behavior change)
depending on the socio-cultural composition of the community.
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May encourage benchmarking and learning. PBF could instill an environment of
healthy competition among health facilities, especially if financial incentives are
complemented by non-financial ones. Increasingly, PBF programs are developing
web portals that contain performance information about each participating unit. In
addition to increasing transparency, the data enables positive deviance analysis and
opportunities to learn from the better performers. Positive deviance is an approach
that has worked well for nutrition, but mainly at a relatively limited scale so far. PBF
data systems may enable a scaling up.

Potential Challenges

Focus primarily on the supply of services. While PBF could contribute significantly
to increasing the quality and quantity of some of the nutrition-specific interventions,
itis insufficient by itself to address malnutrition. So far, PBF’s main limitation for nu-
trition is that it primarily incentivizes service delivery, i.e., the supply side. Nutrition
interventions also require strong action on the demand side—at the household and
community levels.

Possible resistance. PBF entails a new way of compensating providers and could face
resistance from staff and bureaucratic hurdles. For example, current rules may not
allow for payment of bonuses to health care providers. In most settings this chal-
lenge has proven to be manageable, but has required important investments in time
upfront to explain the benefits of the new approach.

Potential cost increase. PBF would increase the cost of service provision, since the
performance pay is in addition to existing compensation and there are additional
costs related to verification, etc. Generally such additional costs to the system are
not significant and are considered well worth the results of improved quantity and
quality of services. Nonetheless, these additional costs need to be assessed against
the fiscal space for health and the overall cost-effectiveness of the interventions. In
the case of some preventive nutrition services (and some curative services), which
concern a large number of individuals in the catchment area (as opposed to disease
curative services where only the sick come to facilities), the large numbers can result
in cost escalations, which has been why some nutrition services have not been in-
cluded in the PBF package in the past. This challenge may require further targeting
of nutrition services.

Balancing nutrition with other interventions in the package of services. Only a lim-
ited number of services can be included in a PBF system, which poses a challenge
as to how many and which nutrition indicators to include. Until recently, the PBF
package that was most often used had focused on two nutrition services: a growth
monitoring session (without necessarily focusing on the availability or quality of ac-
companying counseling) and treatment of severe acute malnutrition. Given the poor
performance of growth monitoring globally and the small proportion of children that
suffer from severe acute malnutrition (SAM) (compared to stunting), these two ser-
vices are likely to have only limited direct impact on stunting. However, other basic
health services such as antenatal care, treatment of malaria, treatment of diarrhea
and child immunization, all of which are typically included in a standard PBF pack-
age, will have an indirect positive impact on nutrition.

Verification of certain nutrition services is difficult. One of the strengths of PBF is
the system of checks and balances through verification and counter-verification. Be-
cause some of the nutrition services relate to behavior change (e.g., exclusive breast-
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CAMEROON P104525

Project development objective (PDO).
To increase utiligation and improve
the quality of health services with a
particular focus on child and maternal
health and communicable diseases.

Results of interest. Health (improved
utilizgation and quality of health ser-
vices), with maternal and under-five
nutrition results added subsequently.

Indicators. The original PDO indicators
were (i) children immuniged for DPT3

(< 12 months); (ii) births attended by
skilled professional; (iii) children under
five sleeping under insecticide treated
bednets the night before the survey; (iv)
tuberculosis treatment success rate
(percentage of those who are smear
positive who are successfully treated);

and (v) patients reporting satisfaction
with health services. The following nu-
trition-specific indicators were included:
under-five children with severe acute
malnutrition (SAM) and moderate acute
malnutrition (MAM) treated respec-
tively at the hospital and the primary
health center (PHC) level; referrals and
counter-referral for nutrition (teased
out from the total list of referrals). At
the community level: patients of SAM
and MAM referred by the community
health workers (CHW) to the facility
(and confirmed); household visits by a
team (CHW + facility staff) according

to protocol. At the hospital level, the
number of inpatient days for SAM.

Operational modality. Improving district
level health services through PBF at the

primary health center and hospital level.
Also extended PBF to the community
level. Approved in 2009, the operation
took two years to get off the ground in
earnest. Between 2011 and 2014, pilots
were tested and in 2014, additional
financing enabled nationwide scale up.
Nutrition indicators were added to the
existing PBF program in one region. The
operation is now financing the nutri-
tion outputs throughout the country,
although the problem primarily affects
the north and the east. UNICEF pays
for the nutrition results for one region
and IDA finances for the other regions.

Evaluation showed. The provision of
services increased, but it is too ear-
ly to evaluate nutrition outcomes.

feeding, complementary feeding, compliance with a regime of iron supplements),
which are difficult to verify, these high-impact services have tended to be excluded
from the PBF package. However, some of the newer World Bank operations are test-
ing the limits of the verification challenge. The positive aspect of community count-
er-verification of some of these services is that it could generate local involvement
and the potential to change community norms related to certain behaviors.

Capacity to deliver nutrition services. The PBF approach provides health facilities a
high degree of autonomy to organize themselves to deliver the services which are in-
centivized. Most of these services are at the core of medical training, whereas nutri-
tion often occupies a very limited space in the medical syllabus. It may be necessary
initially to offer service providers technical assistance to ensure they have sufficient
capacity to deliver nutrition services.

Potential bias against services that are not incentivized. As in any instrument in-
centivizing specific services, other (non-incentivized) services may be neglected. As
noted earlier, this may pose a problem for nutrition because the services that need to
be delivered likely exceed the capacity for a PBF to absorb.

Ensuring equitable distribution of the incentive. To avoid conflict among staff, often
the additional funds are just equally shared rather than based on individual perfor-
mance, even though the whole health facility receives the additional funds based on
performance. It is much more difficult to institute performance-based rewards at the in-
dividual provider level without large-scale reform of the human resource (HR) systems.

Workload of community health workers. Some programs are exploring using PBF
to incentivize community outreach through community health workers. While this
approach holds promise for nutrition, the community health workers’ range of du-
ties and work volume needs to be consider to assess the feasibility of assigning them
more tasks.
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Examples of Country Experience

Armenia, Benin, Burkina Faso, Cameroon, Central African Republic, Democratic Repub-
lic of Congo, Djibouti, Dominican Republic, Gambia, Ghana, Haiti, Kenya, Lao Peoples
Democratic Republic, Lesotho, Liberia, Malawi, Nigeria, Tajikistan, Tanzania, Zimba-
bwe, Zambia

© Performance Based Contracting (PBC)
Definition

PBC takes place when service delivery is contracted out (or contracted in) often us-
ing non-state actors, e.g., international or national nongovernmental organizations
(NGOs) or community-based organizations or for-profit private sector providers, and
the contracts are performance-based.

The contracts focus on the outputs, quality, or outcomes that tie at least a portion of
the contractor’s payment, contract extensions, or contract renewals to achieving spe-
cific, measureable performance standards. Although any contract would be expected
to have a performance clause—and could be terminated in the case of non-perfor-
mance—PBC links payment to performance more explicitly and based on specific
services and outputs to be delivered.

A standard package of health services is defined in the contract, which could include
nutrition services. Performance is usually assessed (and payment made) based on
delivery of the full agreed package, as opposed to PBF where payments are tied to
individual services. The verification is at a more macro level than PBF, such as inde-
pendent coverage surveys.

PBC is usually focused mainly on health facility based services, although it typically
also includes community activities (e.g., screening for severe acute malnutrition) to
create demand for facility-based services.

Potential Strengths

Competitive selection. Contracted entities have to compete to be selected, and again to
have their contracts renewed at regular intervals. This competition brings to the fore
available capacity, which the government may not have been able to tap into previously.

Alignment. Often the selected entities were already delivering similar services in the
area (perhaps at a smaller scale) but with relative autonomy from government and with
direct financing from donors. PBC can serve to align the work of these entities with
government priorities.

Morerigorous than traditional contracts. By linking payment to the quantity and qual-
ity of services delivered, as per agreed checklists, PBC is a better remedy for non-per-
formance than traditional contracts, which usually have only a blunt remedy: the early
termination of the contract.

Rapid increase in provision of services. Particularly in fragile settings where health
service delivery is compromised and services reduced, PBC usually translates into a
rapid increase in the availability of services.

Flexibility in service delivery. Because the contracted NGOs use their own manage-
ment policies and procedures, they have more flexibility than a government entity to
organize themselves for the particular challenges of service delivery, including hiring
and firing staff according to needs and offering salaries aligned with market rates to
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attract qualified staff. This flexibility is potentially a significant advantage to deliver
nutrition services because these often need to be adapted to the local context.

Multisectoral convergence for results. Because PBC can be geographically based (i.e.,
a given geographical area is assigned to a particular contracted entity) and the enti-
ty is more flexible than traditional government ministries, the approach can facilitate
multisectoral convergence to achieve certain results. This multisectoral convergence
is particularly important for nutrition and has been a challenge when working through
traditional ministries.

Local acceptability. In areas of conflict, if the selection of the contracted entities places
a strong emphasis on proof of having worked effectively in the particular context, it is
likely that the entity will be better accepted by the local communities, as well as the
parties in conflict. Often, an NGO with a long history of operating successfully in an
area is selected and brings to the contract not only its technical and managerial capaci-
ty but also its positioning and knowledge of the local political economy.

Prioritization of services. PBC involves defining a package of services (sometimes in
tiers, such as a “basic package” an “enhanced package,” etc.), which is to be delivered
under the contract. The process of defining the package (and adjusting it as needed)
provides an opportunity to ensure that the health services offered are aligned with the
burden of disease in the targeted area and with the latest evidence of what works to
address that burden.

Potential Challenges

Government capacity to enforce contracts. The PBC requires significant capacity
for contract monitoring and enforcement, which can be lacking in some ministries
of health. Technical assistance on contract management may be required as part of a
World Bank operation using PBC.

Availability of providers. In some settings where PBC has been used (e.g., fragile
environments), a limited number of national organizations exist with the capacity
to deliver good quality health services. The competitive selection process needs to
include international entities, but also ensure that their knowledge and capacity to
operate in the local environment is a key part of the selection process.

Challenging to terminate contracts. Termination could be difficult to enforce be-
cause the government will need to find an alternative to continue service delivery
and PBC can adjust for under-performance or higher performance. Termination re-
quires unequivocal information.

Perceptions of government about beneficiary expectations. In some settings, the
government is uncomfortable not being seen by the population as the direct deliverer
of services. It may be possible to alleviate this apprehension with an effective com-
munication strategy explaining to the public the role of government is to regulate and
purchase services.

Prioritizing nutrition. In some settings, nutrition was not well defined in the pack-
age of services and was limited to a few interventions. For example, because some
NGOs’ recent experience in implementing humanitarian assistance projects focused
on the treatment of severe acute malnutrition, there can be a tendency to assume that
this nutrition intervention is sufficient. It may be necessary to review the package
to define a clear set of nutrition interventions along with indicators to track in the
information system to determine performance.
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AFGHANISTAN P112445 / P129663
TWO BACK-TO-BACK OPERATIONS INCORPORATED PBC AND PBF

e Timing of measurement. In some cases, measurement of PBC performance has been
done less frequently (i.e., every six or twelve months) than in PBF. Because the avail-
ability of data drives the performance reviews, the less frequent reviews results into
slower corrections of bad performance and potentially weaker accountability.

* Cost of measurement. The surveys required to track performance, while useful be-
yond managing PBC contracts, can be costly. These surveys need to include a range
of nutrition indicators and be well integrated into an overall national health manage-
ment information system and nutrition surveillance system.

Examples of Country Experience
Afghanistan, Bangladesh, Cambodia, Pakistan, South Sudan

@ Community Level

© Performance Based Community Contracts (PBCC) / Community PBF

Definition

e More recently, in combination with Community Driven Development (CDD) plat-
forms—or sometimes riding on other community mobilization efforts—some coun-
tries have started using performance based community contracts (PBCC) to incentiv-
ize nutrition results. That is a type of PBF at the community level.

e Performance based contracts are signed with community groups and payments are
made on the basis of results achieved.
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Project development objective (PDO).
To increase the utiligation of community
nutrition and primary maternal and
child health services in selected regions
in the country. The results of interest
include both improved nutrition and
health among women and children.

Results of interest. Improved knowl-
edge about exclusive breastfeeding,
postnatal care, etc., some indicators
on hygiene, e.g., cleaning up the village,
etc., and sanitation, such as building of
latrines, etc. Nutrition-specific results
included: pregnant / lactating women,
adolescent girls and / or under-five

children reached by basic nutrition
services; children between 6-59 months
receiving vitamin A supplementation;
pregnant women receiving iron and
folic acid supplement; children under
24 months benefiting from improved
IYCF practices; and under-five children
treated for moderate or severe acute
malnutrition. Under the additional
financing, the following nutrition-spe-
cific results were added: Baby-Friendly
Community Initiative villages in the
region; vulnerable households sup-
ported in gardening; and communities
supported in establishing food banks.

Indicators. PDO-level indicators were
children 0-6 months who are exclusively
breastfed; deliveries attended by certi-
fied midwives in the preceding year; chil-
dren aged 6-59 months who received a
dose of vitamin A within the past twelve
months; women using modern methods
of family planning in the preceding year.
Under the additional financing, the fol-
lowing PDO-level indicator was added:
children age 6-23 months consuming
at least four out of six food groups.

e As for PPF, the results are verified before the payment is made and the results can
include both quantitative and qualitative dimensions.

e Community-PBF can be either stand-alone or linked to operations that also establish
performance contracts at other levels, e.g., facility, sub-national, and national.

* Unlike CDD, where the starting point is the community-expressed needs, with PBCC
/ community-based PBF, the starting point is a specific development objective (e.g.,
reducing child stunting). Intermediate results are selected based on a clear theory

of change.

Potential Strengths

e Collective action. Community-based projects can facilitate collective action that
would enable the removal of community-wide barriers that are creating nutrition
problems. Some of these barriers can be social (e.g., social norms related to the role
of men in caring for young children and / or about open defecation) or physical (e.g.,
building a bridge to ensure easier access to a health facility, or removing conditions
that enable mosquitos to breed and transmit malaria). Nutrition programs have had
success in using positive deviance (e.g., identifying which households have less mal-
nutrition in a community and pinpointing which factors have led to that result) to
identify priority key community barriers to better nutrition.

e Multisectoral convergence. Community-based projects, if well designed, can en-
courage communities to seek services from various ministries and enable the conver-
gence to take place. This is important for nutrition, which requires a mix of sectoral

interventions.

e Flexibility of design. The determinants of malnutrition and the socio-cultural barri-
ers to change will vary by community. Community approaches enable communities
to adapt global knowledge to their particular situations. However, that adaptation
may require some external facilitation, e.g., through coaches.

Incentivizing Nutrition: A Practitioner’s Compendium



Flexible definition of community. Communities can be defined geographically, but
particularly in countries where social exclusion is a challenge, communities can or-
ganize themselves and carry out projects on the basis of characteristics such as eth-
nicity, social class, caste, etc.

Quality checklists. Quality checklists, which are generally associated with facili-
ty-level PBF, can also be used in PBCC or community-level PBF. The focus on quality,
as seen earlier, is critical for the achievement of nutritional outcomes.

Can promote utilization of services. Community-based contracts can be used to en-
gage community groups to promote the use of health and nutrition services and even
do referrals. One such nutrition approach is community screening to identify severe
acutely malnourished children, an approach which significantly increases the use
of free nutrition rehabilitation sessions. Some nutrition services, e.g., treatment of
diarrhea with zinc supplements and oral rehydration solution can be effectively de-
livered in the communities themselves, thus reducing the need to consult a facility
and addressing the financial barriers that limit access for the poor.

Social accountability. Community involvement can create greater accountability at
the local level, which can lead to a higher degree of transparency and consequently
greater trust and program acceptance.

Potential Challenges

Communities do not always recognize nutrition as a problem. Malnutrition may not
be seen as a priority problem by communities partly because other pressing needs
compete for attention, and partly because of lack of awareness about the magnitude
of the malnutrition problem within the community, its causation, and available solu-
tions. In communities where childhood undernutrition is widely prevalent, people
may not recognize malnutrition as a critical problem since malnourished child are
the norm. It may be beneficial to couple community-based PBF with awareness cre-
ation communications campaigns.

Challenge of verifying certain nutrition results. The nutrition results that require
community mobilization often include behaviors that are difficult to verify, e.g., ex-
clusive breastfeeding or child complementary feeding behaviors. Because payments
are linked to results, there is a risk that communities will learn to report the right re-
sults without the behaviors changing or changing behaviors but not to the extent re-
ported. This challenge is not insurmountable, but it will require creativity of design.

Potential conflict of interest and capacity constraints for verification. Community
groups can also play a role in supervision and monitoring the PBCC operation—a watch-
dog function. But this requires intensive technical assistance, facilitation or coaching.

Role / presence of the state. Community-based RBF programs need to have an ef-
fective accompanying communications strategy to ensure that communities are
aware when a program is part of a government strategy to enhance service deliv-
ery. Otherwise, some governments may resist using the approach and risk being
perceived as having been replaced by community-based organizations “to do the
government’s job.”

Capacity for nutrition. Even when community organizations and their members
recognize nutrition as a priority, they do not always have the required knowledge to
analyze the causes of malnutrition in their community or to select evidence-based
interventions to reduce it. For example, communities sometimes decide to carry
out growth monitoring, but this is insufficient to improve childhood malnutrition.
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It must be complemented by appropriate nutrition counseling and / or supplemen-
tary feeding interventions demonstrated to caretakers, which is usually referred
to as growth monitoring and promotion (GMP). This capacity challenge has been
remedied in some World Bank operations by using tools (e.g., menus of options /
decision trees) and coaches to facilitate community participation processes, specif-
ically on nutrition.

Need local institutional capacity. Though in principle, PBCC (PBF at the com-
munity level) could be used in the absence of a CDD operation, e.g., Cameroon, it
is critically important to have some sort of community organization with which
PBCC could operate. Often CDD operations provide the platform on which PBCC
could be built, by establishing the requisite organizational framework through
community mobilization efforts. In Djibouti, the existing CDD program provided
a ready organizational platform. Without such preparatory efforts—either as part
of CDD or not—or an existing community group such as women’s groups, a health
promotion committee or a CBO, there would be no locus for PBCC.

Communities are not always cohesive. Mobilizing communities could be a chal-
lenge, especially with governments that are reluctant to partner with NGOs and
CBOs. Governments typically are not strong in community mobilization and need
the help of NGOs or CBOs to accomplish it. Some geographic communities are not
cohesive socially. In those cases, targeting by socially defined communities may be
helpful or by introducing additional measures to improve social cohesion such as
conflict prevention coaching in conflict-affected areas.

Examples of Country Experience

Afghanistan, Bangladesh, Benin, the Gambia, Ghana, India (state of Andhra Pradesh),
Indonesia, Madagascar, Mauritania, Senegal, Nepal

Definition

Community Driven Development (CDD) has been practiced for several decades,
with a view to ensuring that development assistance is not just dictated from the
top, but that the people’s voices are heard, and development efforts are responsive to
their expressed needs. Through participatory rural appraisals and other such tech-
niques, CDD increases the involvement and participation of the beneficiaries in the
planning, implementation, and oversight.

Financing is provided to communities based on their own plans, addressing their
own priorities and local approaches. The funds are spent on programs implement-
ed through community-based organizations with oversight by community leaders or
committees.

CDD requires strong community mobilization and capacity building, along with par-
ticipatory planning and implementation. Most governments require technical sup-
port, and the involvement of community-based organizations.

Potential Strengths

Ownership and local relevance. Community interventions in CDD programs are
more likely to be locally relevant, socially acceptable, and successful due to strong
community involvement and consequently heightened empowerment compared to
other development programs. These aspects of CDD approaches are valuable in nu-
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trition programs, which are highly dependent on behavior change to succeed, and
those behaviors are anchored in local norms and traditions.

Social accountability. Community involvement can create greater accountability at
the local level, which can lead to a higher degree of transparency and consequently
greater trust and program acceptance.

Community contribution. Often communities provide a financial contribution as their
“share” in the project. This helps build ownership and should enhance sustainability.

Collective action. Community-based projects can facilitate collective action that
would enable the removal of community-wide barriers that are creating nutrition
problems. Some of these barriers can be social (e.g., social norms related to the role
of men in caring for young children and / or about open defecation) or physical (e.g.,
building a bridge to ensure easier access to a health facility, removing conditions
that enable mosquitos to breed and transmit malaria). Nutrition programs have had
success in using positive deviance (e.g., identifying which households have less mal-
nutrition in a community and pinpointing which factors have led to that result) to
identify priority key community barriers to better nutrition.

Multisectoral convergence. Community-based projects, if well designed, can en-
courage communities to seek services from various ministries and enable the conver-
gence to take place. This is important for nutrition, which requires a mix of sectoral
interventions.

Flexibility of design. The determinants of malnutrition and the socio-cultural barri-

ers to change will vary by community. CDD approaches enable communities to adapt
global knowledge to their particular situations. However, that adaptation usually re-

quires some external facilitation, e.g., through coaches.

Project development objective (PDO).
The original PDO was “to improve
attitudes and practices known to
improve nutritional outcomes of women
of reproductive age and children under
the age of two.” The revised PDO is

“to improve practices that contribute
to reduced undernutrition of wom-

en of reproductive age and children
under the age of two and to provide
emergency nutrition and sanitation
response to vulnerable populations

in earthquake affected areas” The
project was restructured in 2015 to
match the project’s results frame-
work with community choices.

Results of interest. This project was
developed specifically to address
malnutrition in women of reproductive
age and children under the age of two.

Indicators. PDO level indicators, revised
during restructuring and dropping the
indicators that sought to measure atti-
tudes and refining others, include prac-
tices of pregnant women regarding iron
and folic acid supplementation; breast-
feeding practices of mothers with chil-
dren 0-6 months of age; child feeding
practices of households with children
6-24 months of age; households
reporting no smoke in the room while
cooking; pregnant women reporting
consuming animal-sourced protein in
the previous day; households reporting
using improved toilet facilities; mothers
(of children aged 0-2) reporting always
washing hands at critical times.

FINANCIAL INCENTIVE MECHANISMS APPLIED AT DIFFERENT LEVELS

Implementation modalities. At the
ward level, there is a multisectoral
committee to approve plans and
account for results. Communities get
financing which could include awards
for households / individuals for their
achievements, e.g., for households using
the pit latrine most consistently. The
Rapid Results Approach, i.e., results

in 100 days, is being used. There is a
social mobilizger / coach hired through
the NGO and contracted by the gov-
ernment through the project in every
village development council (VDC). Most
of the coaches are from the local com-
munity and most of them are women.
The coach guides the communities,
assisting them in devising a proposal to
reduce malnutrition in the community.
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Flexible definition of community. Communities can be defined geographically, but
particularly in countries where social exclusion is a challenge, communities can or-
ganize themselves and carry out projects on the basis of characteristics such as eth-
nicity, social class, caste, etc. Because some nutrition-related behaviors and barriers
are specific to some communities, the flexibility inherent in CDD approaches should
lead to better nutritional outcomes. CDD might be particularly effective in nutri-
tion because several factors affecting nutrition-related behaviors are socio-cultural.
Those factors include gender discrimination, household resource distribution, wom-
en’s health-seeking behavior, and the feeding and eating practices during pregnancy
and infancy.

Potential Challenges

Communities do not always recognize nutrition as a problem. CDD programs sup-
port what communities select as priorities and this may not prioritize malnutrition
as the most urgent community problem. Malnutrition may not be seen as a priority
challenge partly because other pressing needs compete for attention, and partly be-
cause of lack of awareness about the magnitude of the malnutrition problem within
the community, its causation, and available solutions. In communities where child-
hood undernutrition is widely prevalent, people may not recognize malnutrition as a
critical problem since malnourished children are the norm.

Risk of elite capture. CDD may not be suitable for communities where a feudal cul-
ture of leadership exists. In such communities, even so-called community engage-
ment may be captured by the most powerful members, defeating the idea of giving
voice to the poor and vulnerable sections of the society. While a consultative process
may occur during participatory planning, the process may not be truly inclusive.

Alignment with national plans. Often communities will request support to build
physical infrastructure such as health centers and schools. Unless the programs are
strongly anchored in coordination mechanisms (which are often weak in developing
countries), there is a risk of building infrastructures when a better solution might
have been to address transportation problems (e.g., a bridge) to increase access to the
infrastructures in neighboring communities. Increasingly, countries are developing
GIS-enabled infrastructure maps (e.g., national health map) that should help CDD
programs align with national infrastructure plans. This is not a particular risk for
nutrition programs because community actions for nutrition do not require physical
infrastructure.

Alignment with national systems. Similar to the infrastructure point made above, a CDD
project may finance a school, but may not have the necessary linkages with the national
system to ensure that teachers and a regular budget is assigned to operate the school.

Role / presence of the state. CDD programs need to have an effective accompanying
communications strategy to ensure that communities are aware when a CDD pro-
gram is part of a government strategy to enhance service delivery. Otherwise, some
governments may resist using the approach and risk being perceived as having been
replaced by community-based organizations “to do the government’s job.”

Community contribution. As noted above, the community’s financial contribution
should help enhance ownership and sustainability, but when criteria are strictly ap-
plied (e.g., insisting on a financial contribution instead of in-kind contribution) the
poorest communities or the poorest members of communities may be excluded. This
potential exclusion is highly relevant for nutrition because the poorest households
tend to be the most affected by malnutrition.
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Capacity for nutrition. Even when community organizations and their members rec-
ognize nutrition as a priority, they do not always have the required knowledge to ana-
lyze the causes of malnutrition in their community or to select evidence-based inter-
ventions to reduce it. For example, communities sometimes decide to carry out growth
monitoring, but this is insufficient to improve childhood malnutrition. It must be com-
plemented by appropriate nutrition counseling and / or supplementary feeding inter-
ventions demonstrated to caretakers, which is usually referred to as growth monitor-
ing and promotion (GMP). This capacity challenge has been remedied in some World
Bank operations by using tools (e.g., menus of options / decision trees) and coaches to
facilitate community participation processes, specifically on nutrition.

Communities are not always cohesive. Mobilizing communities could be a chal-
lenge, especially with governments that are reluctant to partner with NGOs and
CBOs. Governments typically are not strong in community mobilization and need
the help of NGOs or CBOs to accomplish it. Some geographic communities are not
cohesive socially. In those cases, targeting by socially defined communities may be
helpful or by introducing additional measures to improve social cohesion such as
conflict prevention coaching in conflict-affected areas.

CDD programs are typically dispersed in thousands of small communities. Many of
them may not have the necessary institutional arrangements, such as a development
committee or a women’s group to mobilize and articulate their priorities or the ca-
pacity to develop plans and manage programs. This often requires strong technical
support, usually through NGOs or CBOs. Monitoring the expenditures and results
could become difficult to manage when the program is dispersed. Information and
communication technologies are increasingly used to address this challenge.

Examples of Country Experience

Afghanistan, Bangladesh, Benin, the Gambia, Ghana, India (state of Andhra Pradesh),
Indonesia, Madagascar, Mauritania, Senegal, Nepal

Definition

Cash transfers are provided directly to targeted (poor) individuals and households
to reduce their vulnerability through consumption smoothing. When used for nutri-
tion, a secondary objective is to encourage behavioral changes that should result in
improved nutritional outcomes. Such behavioral changes generally revolve around
feeding and eating practices, girls’ education, caring for infants and children, hy-
giene, and accessing health and nutrition services.

Cash transfers can be conditional or unconditional, though the recent trend is toward
the middle ground of soft conditions—behaviors are encouraged but compliance is
not verified or enforced. When a nutritional objective is present, the transfers are
combined with accompanying measures, such as communication campaigns and par-
enting classes, and the cash can be an effective “anchor” for nutrition messages.

e Conditional cash transfers (CCT) involve disbursements based on verified com-
pliance to the prescribed behavior, e.g., accessing institutional delivery, or bring-
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Project development objective (PDO).
To provide targeted cash transfers to
the poor and food insecure households
and to establish the building blocks
for a national safety net system.

Results of interest. Poverty allevia-
tion; safety net for the poor and food
insecure; improving living conditions.
Increasing access to social services.
Nutrition is seen as a side effect. A
nutrition program is being piloted as
part of this operation. Every under-five
child and pregnant women will receive

along with nutrition education.
Indicators. Nutrition-specific indica-
tors include poor households / children
receiving the nutritional package, i.e.,
the powder + education; households
participating in the nutritional infor-
mation session; households improving
food consumption score, i.e., weight-
ed score of 20 categories of food.

Operational modality. Unconditional
cash transfer (UCT) combined with
behavior change communication (BCC)
in the five regions of the south—105

to poor household is accompanied by
services and education / information.
The operation is linked to the National
Health Insurance. The UCT targets the
poor, but non-poor households can
participate in the information session at
the community level. A total of 62,000
households have been identified to be
reached by July 2016. Consideration is
being given to linking the beneficiaries
of the UCT with the health program

so that growth monitoring could be
added to the operation. On average, 70
percent of the transfer is spent on food.

a nutritional supplement (powdered
nilk + iron supplement + vitamin A),

to110 communities of 703 communities
in the country. The cash transferred

ing the baby in for growth monitoring or immunization, or nutrition counselling
sessions.

e Unconditional cash transfers (UCT) involve disbursements without a strict re-
quirement for a specific behavior. This approach is more suitable for behaviors
that are difficult to verify, e.g., exclusive breastfeeding, or increased food intake
during pregnancy.

Soft conditionalities. Even in operations designed as CCT, the conditionality is
seldom strictly enforced. Beneficiaries are encouraged to attend parenting classes,
growth monitoring and promotion sessions, cooking demonstrations and so on, but
the payout is not conditioned upon their participation in such accompanying mea-
sures. Program evaluations suggest that soft conditionalities are just as effective as
strict conditionalities.

Cash transfers have evolved over time, going beyond risk management towards oth-
er development goals, such as reducing malnutrition. If nutrition objectives are to be
formally superimposed on CCT / UCT operations, it is vitally important to apply the
relevant knowledge and skills in preparation, implementation, and monitoring, and
to target the all-important first 1,000 days.

Potential Strengths

Incentivizes behavior change. Cash transfers move the incentive to the intended
beneficiaries, i.e., the individuals in households whose behavior needs to change to
improve nutrition (caretakers and those who influence them), and can be very effec-
tive—if designed and implemented well.

Targeting the most vulnerable. Cash transfer programs rely on rigorous systems to
target the most vulnerable, most often through a proxy means test that identifies the
income poor. Household surveys have shown that these beneficiaries are more likely
to be malnourished. Using the targeting system of cash transfer programs therefore
could help to use more efficiently the scarce resources available for nutrition, espe-
cially for preventing undernutrition.
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» Filling a resource gap. Cash transfers are an important part of a national nutrition
strategy because— at least for the poorest and most vulnerable households—the avail-
ability of financial resources is a determinant of malnutrition. The cash will enable
these households to purchase a balanced and safe diet (which is more expensive than
the typical diets consumed by the poor) and health services. The cash could also free
up time for caretakers to ensure children received adequate breastfeeding and com-
plementary feeding.

* Anchoring behavior change messages. The cash transfer itself can serve as an “an-
chor” for nutrition messages, i.e., to capture the attention of household members to
key nutrition messages that they might otherwise not notice due to competing prior-
ities in their complex lives.

e Addressing gender dynamics. Cash transfer programs can be designed to correct
household gender imbalances by empowering women. For example, the cash trans-
fers are generally handed out to women rather than to the household head. This is
likely to benefit nutrition (independent of whether or not nutrition messages are in-
cluded with the cash transfer) because gender inequality is often a strong determinant
of malnutrition.

e Efficiency. Direct transfers to individuals through cash transfer programs avoid elite
capture and other inefficiencies that diminish the proportion of resources that reach
households. For example, it may be more efficient to provide a household with a cash
transfer and information encouraging them to purchase a product such as micronutri-
ent powders or zinc tablets from the market rather than providing these same inputs
for free through the public health system. The act of purchasing would create owner-
ship for the effective use of the product.

e Rapid response capability. Cash transfer programs provide a platform for rapidly de-
ploying an emergency response to crises such as floods, earthquakes, etc. Rapid de-
ployment could help prevent or reduce the severity of the malnutrition which typical-
ly accompanies emergency situations.

e Strong information systems. Cash transfer programs require strong information sys-
tems to identify beneficiaries, track payments and, in the case of conditional transfers,
to communicate the conditionalities or “co-responsibilities,” and to verify compliance.
These same information systems can be used to communicate key nutrition messages.

e Political visibility. Cash transfer programs tend to be highly visible and usually ben-
efit from strong political support. Adding a nutrition objective to a cash transfer pro-
gram could also raise the profile of nutrition with policy-makers.

Potential Challenges

*  Requires strong management capacity and good governance. Cash transfer programs
require strong management arrangements to ensure effective administration of the
cash transfer, mitigating moral hazard, preventing leakage of the cash, and monitoring
actual compliance in the case of conditional cash transfers. This capacity requirement
can be a challenge in some countries.

» Limited feedback loops from UCTs. While UCTs are easier to administer, they do not
have built-in mechanisms to determine whether the desired behavior change has been
achieved. Separate surveys or other ways of collecting data may therefore be required.

e For CCTs, insure the service which constitutes the condition is available. The supply
of nutrition-related services is often a constraint in countries where malnutrition is
highly prevalent. An incentive to the providers of the service in question may be help-
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ful. In effect, such cases could combine a demand-side incentive though the CCT with
PBF to incentivize the supply side. This increases the complexity and potentially the
cost of the intervention.

Potential negative impact on intrinsic motivation. When CCT is used to increase the
utilization of predetermined services, the use of cash alone may affect what otherwise
may have been an intrinsic motivation to seek a service. It may be possible that the
prescribed services would not be highly valued by the community and that they may
consider themselves to simply be paid to use the services, rather than fully valuing the
usefulness of the service.

Sometimes financial incentives may not be enough to overcome entrenched beliefs
and socio-cultural barriers. 1t is often the case that the barriers to behavior change
lie at the community level where norms are set. Therefore, information, education,
and communication campaigns need to accompany any type of transfers that seek to
change behaviors, and perhaps also community-based incentives.

Risk that the behavior change attained by a cash transfer program may not be sus-
tained after the incentive stops. In nutrition programs, if the cash was intended to
finance food security and access to health services, it may be necessary to ensure con-
tinued availability of resources over relatively long periods. However, in a cash trans-
fer program, which targeted households with children during the first 1,000 days,
households could enter the program for a relatively shorter time. Cash transfer pro-
grams are increasingly focusing on concurrently building the capacity of households
to become more productive so as to eventually “graduate” and become economically
independent.

Examples of Country Experience

Bangladesh, Brazil, Burkina Faso, Cambodia, Djibouti, Ethiopia, Ghana, Guinea, Guatema-
la, India, Indonesia, Jamaica, Lao Peoples Democratic Republic, Lesotho, Madagascar,
Mali, Nepal, Nicaragua, Pakistan, Republic of Congo, Rwanda, Sri Lanka, Tanzania

Definition

A public works program (PWP) involves the provision of temporary paid employ-
ment by the creation of predominantly public goods for targeted beneficiaries. The
works are generally labor intensive and require few or no skills.

PWP have traditionally financed the construction or rehabilitation of infrastructure
(e.g., feeder roads, small dams, etc.) as well as works to preserve the environment
(e.g., reforestation, terracing, etc.). However, these programs have started financing
other forms of employment, which are more directly relevant for nutrition, such as
agriculture and child care.

A PWP functions as a form of productive social safety net by providing an income to
targeted households or individuals in exchange for their labor. Payments can be in-kind
or, more frequently, in cash. Wages are set sufficiently low to avoid substitution effects
with other employment. Targeting is done either on the basis of income measures (e.g.,
proxy means test) or by self-targeting, by setting the wage sufficiently low to attract
only poor people. Some programs intentionally target women, or have women quotas,
and provide complementary services (e.g., child care) to enable their participation.

In light of the obvious limitations of temporary employment, PWP are increasingly pro-

Incentivizing Nutrition: A Practitioner’s Compendium



viding complementary services aimed at helping beneficiaries find sustainable liveli-
hoods. They include various types of training, “forced” savings, and matching grants.
The progra