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CVA for nutrition outcomes

» Objectives
» CVA terminology

» Frameworks

» CVA components in a nutrition response
» Additional considerations
» GNC’s engagement and next steps /




CVA terminology

Ways to transfer humanitarian assistance

In-kind Cash Vouchers

Choice of one or a combination




CVA terminology

SECTOR SPECIFIC

BASIC NEEDS

MULTIPURPOSE CASH
TRANSFER

UNCONDITIONAL

CONDITIONAL
I

E.g. Cash for Work, conditional
tranches

DESIGN

What the interventions aim to
achieve (objectives), and/or how
they are designed

QUALIFYING

Activities or obligations that
must be fulfilled in order to
receive assistance




CVA terminology

UTILIZATION

UNRESTRICTED RESTRICTED Limitations, if any, on use of assistance
received.What a transfer can be spent

on dafter the recipient receives it

A 4

CASH TRANSFER MODALITY
SERVICE DELIVERY Seimedss The form of assistance
voucher provided to recipients

\
| | ,

CASH IN PAPER
E-CASH
- HAND VOUCHER

Value
voucher

DELIVERY MECHANISM
VOUCHER The means of delivering a
transfer




Barriers to using CVA In nutrition

CTP is being considered more often,

but not systematically » Lack of knowledge on CVA
Sector experience with CTP and experience with CVA
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Shelter agres thatr{__I'F is ] ) )
wasH g ;ﬂd}ﬁ > _lmlt_ed learning from
iion | " oractice
Education |l oemiztions P FE€lINg of cash as threat
do not agree i
Health | thatmarietand B> Result: relatively few
protection. il oractical experiences

State of the World Cash Report (2018)



CVA and nutrition outcomes

IMMEDIATE
causes

UNDERLYING
causes

BASIC
causes

)

Intergenerational
consequences
F A

Long-term consequences:

Short-term consequences: Adult height, cognitive ability, economic

RSy mortecitydcabaiy overweight and obesity, metabolic and

cardiovascular diseases

"
MATERNAL AND CHILD "
> UNDERNUTRITION 4 <
I
- > -
E 23
A

Unhealthy household
environment and inadequate
health services

Inadequate care and feeding

Household practices

Household access to adequate quantity and quality of resources:

Land, education, employment, income, lechnology

Inadequate financial, human, physical and social capital

Social cultural, economic and political context

productivity, reproductive performance,

Cash
tempor:
addresse
lack of

iIncome /
lack o
financi
capital




Nutritious food not affordable
Markets physically not accessible
(cost of transport)

Insufficient awareness regarding the
importance and preparation of
nutritious diet

Inadequate storage and preparation
Food inadequately shared within HH,
not child centered

Inadequate care and feeding pract.
Lack of time for care taking
(economic pressure)

Inadequate physical and mental
well-being of care taker

Inadequate health seeking behavior
malnutrition not perceived as
disease

Health services not affordable (incl
staying with sick child)

Health services physically not
accessible (incl cost of transport)

Inadequate hygiene practices
Safe water not affordable

Food
security
barriers

Barriers to
adequate
care

Health
related
barriers

WASH
related
barriers

Insufficient food production and
importation

Insufficient availability of nutritious
food in local markets

Insufficient quality of food

Food prices instability

Inadequate storage of fresh foods

Lack of services and support for
adequate care (IYCF)

Health services not available
Health service not of sufficient
quality

Unavailability of therapeutic foods,
medication or vaccination
Unfavorable disease environment

Inadequate availability and quality
of water

Inadequate water and sanitation
infrastructure
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CVA components In a nutrition response

Prevention
5 — HH basic needs IYCF
revention o ; - .
¢ assistance: SBCC
micro-nut.

e cash, voucher, Nut
deficiencies

5
Blanked suppl. z@ -
feeding

in-kind education

B @ Nut sensi-
\J tive cash

Health

:] Other health
services

services: vacc.,
deworming, pre-
post-natal care
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Presentation Notes
Important to be clear what the objectives are for the CVA component:
HH cash: improve food security, improve dietary diversity, improve hygiene and sanitation conditions, increase access to health services, improve access to safe water
HH cash in combination with other intervention: reduce sharing of therapeutic foods, 
Fresh food vouchers / Cash top-up: improve access to fresh foods and animal source products




CVA basic needs assistance

» UCT (MPC) and/or vouchers (based on food needs)

» Can contribute to nut outcomes or improve
effectiveness of other nut-specific interventions for
prevention & treatment

» Cash usually not enough to improve nut status
» Examples: Niger (Fenn et al.), Somalia (Jelle et al.)

» Make basic needs cash (MPC) more nutrition sensitive
» When?
» Pair with SBC / nutrition education
» Include ‘nutrition’ in targeting criteria (1000 days)
» MEB and amount calculation

» Objectives: FS indicators, access to health services, WDDX
MDDS (children 6-23 m), etc.
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For which contexts relevant: high prelevance of malnutrition

Niger: Giving cash during an emergency can help safeguard living standards of the very poor and poor in the population
Nut status of ch 6-36 who remained non-acutely malnourished improved

Somalia: No difference in incidence of GAM

Somalia


https://www.cambridge.org/core/services/aop-cambridge-core/content/view/24E95FC5C6F8DEACD004CF50FBAC6967/S1368980014000378a.pdf/role_of_unconditional_cash_transfers_during_a_nutritional_emergency_in_maradi_region_niger_a_prepost_intervention_observational_study.pdf
https://journals.plos.org/plosmedicine/article/file?id=10.1371/journal.pmed.1002684&type=printable

Prevention: Cash combined with SBC for nutrition o

» Cash and SBC can reinforce each other:
= Cash allows people to act upon what they learn

= SBC can nudge people towards improved nutrition and child-
centred decision making (IYCF, HH nutrition, WASH practices,
etc.)

» But people know best what they need, no?

» Provide incentive for participation in education
activities (if conditional)

» How best to design SBC (methods, scope) In |
emergency setting? /

» Evidence and examples: Bangladesh (Ahmed et al)),
Yemen (IFPRI), Nigeria (OPM), Pakistan (Fenn et al
Niger (Bliss et al.)
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Yemen: Cash transfers combined with nutritional education in a conflict setting can have significant positive impacts on maternal and child dietary diversity, child weight-for-height, and child height-for-age, and may significantly decrease the probability of children being diagnosed with moderate or severe acute malnutrition.
Soft conditionality is an effective alternative to unconditional or strictly conditional cash transfer programs in conflict settings—this approach
can encourage high attendance at required nutritional education sessions without risk of negative consequences for non-attendees.

Bangladesh: BCC results in improved knowledge of infant and young child nutrition, and this gain persists 6-10 months after BCC act end much of gain in knowledge is achieved in first 12 months of training cash and food transfers alone are likely to have limited impacts on ch nut status but are promising platforms to leverage improvements in child nut, paricularly with the addition of nut specific compl programming

Nigeria: CDGP successfully led to a reduction in the prevalence of stunting among children. This was accompanied by a strikingly positive impact on women's and men's knowledge and beliefs about healthy infant and young child feeding (IYCF) practices

Pakistan: we saw a 48% decrease in the odds of a child being wasted in the DC arm and an improvement in the WHZ in the FFV and DC arms at six months only
all CBIs decreased odds of being stunted and improved linear growth at both six months and one year

Niger: emergency cash promoted child weight gain and reduced the risk of acute malnutrition among children in a context of a food crisis

http://ebrary.ifpri.org/utils/getfile/collection/p15738coll2/id/133420/filename/133631.pdf
http://ebrary.ifpri.org/utils/getfile/collection/p15738coll2/id/133219/filename/133430.pdf
https://www.opml.co.uk/projects/evaluation-child-development-grant-programme-cdgp
https://journals.plos.org/plosmedicine/article/file?id=10.1371/journal.pmed.1002305&type=printable
https://www.ncbi.nlm.nih.gov/pubmed/29497505

Prevention of malnutrition

» CVA can complement preventative in-kind interventions

» Can CVA replace BSF or micro-nutrient def prevention in
some contexts?

» CVA can remove access barriers to health services

» Conditional CVA can provide incentive to seek health
service / participate in activity

» Need to understand food markets and health systems:
market assessment, Cost of the Diet, HeRAMS

» CVA objectives: access, opportunity costs, locally availabl e
fresh and fortified foods, dietary diversity (PLW, child) =~

» Evidence and examples: Niger (Sibson et al.), Niger
(Langendorf et al.)
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Health Resources Availability Monitoring System (HeRAMS)

Niger (Sibson, cash plus SF): although we observed a temporary increase in food security for beneficiaries in the pre-lean season, there was no evidence that starting the UCT 2 months earlier and providing the same amount of cash over a longer period together with 4 months of supplementary feeding, would be beneficial to children's nutritional status
Poor health (infections, malaria) are important determinants of malnutrition and may have limited the effectiveness of UCT and SFP

Niger (Langendorf, 7 prev strategies): Preventive distributions combining a supplementary food and cash transfer had a better preventive effect on MAM and SAM than strategies relying on cash or supplementary food alone. distribution of nutritious supplementary foods to young children in conjunction with household support should remain a pillar of emergency nutritional interventions. 
direct provision of nutritious supplementary food for a young child confers greater benefit than a comparable amount oas cash in terms of nutrition security for young children




https://onlinelibrary.wiley.com/doi/epdf/10.1111/mcn.12615
https://journals.plos.org/plosmedicine/article/file?id=10.1371/journal.pmed.1001714&type=printable

Treatment of malnutrition

» Involves interaction with health facility
» HH CVA can complement treatment response
» CVA can compensate for transport and other cost

» CVA objective of cash: access, opportunity cost,
In-patient costs, attendance (if cond.), faster
recovery, reduced relapse, reduced non-response
to treatment, etc.

» Targeting and perverse incentives

» Evidence and examples: DRC (Grellety et al.),
Somalia (ICRC)



Presenter
Presentation Notes
DRC: The hazard ratio of reaching full recovery from SAM was 35% higher in the intervention group than the control group (adjusted hazard ratio, 1.35, 95% confidence interval (CI) = 1.10 to 1.69, P = 0.007). The adjusted hazard ratios in the intervention group for relapse to moderate acute malnutrition (MAM) and SAM were 0.21 (95% CI = 0.11 to 0.41, P = 0.001) and 0.30 (95% CI = 0.16 to 0.58, P = 0.001) respectively. Non-response and defaulting were lower when the households received cash. All the nutritional outcomes in the intervention group were significantly better than those in the control group. After 6 months, 80% of cash-intervened children had re-gained their mid-upper arm circumference measurements and weight-for-height/length Z-scores and showed evidence of catch-up. Less than 40% of the control group had a fully successful outcome, with many deteriorating after discharge. There was a significant increase in diet diversity and food consumption scores for both

https://bmcmedicine.biomedcentral.com/track/pdf/10.1186/s12916-017-0848-y

Additional considerations

» Role of conditionality (soft vs hard)
» Amount - size matters
» Timing and duration matters

» Positive effect of cash does not extend beyond
Intervention

» Who receives the transfer matters

» Cost-efficiency and cost-effectiveness /
considerations

» Linkages to social protection
» Role of supply-side interventions




GNC’s involvement

» Review evidence and practice ongoing
» Interview with key informants ongoing
» Reference Group formed

» Next steps (until Aug 2020):
= Guidance outline and drafting

Case study documentation (case studies to be selected)

Finalize and launching of guidance note

Some technical support (if feasible)

Capacity building (to be determined)




Challenges

» What is the current practice? Exapmles of
nutrition projects with a CVA component -
please share!!!

HH Component |Component
country Org Timeframe |Objective Target group |assistance |A B Cond Documentation obtained
Conditional on mother

diatary diversity of PLW: improve access to In-kind food |vouchers or child health nutrition
Somalia WEFP vegetables and fresh food PLW ration cash session attendance
Somalia WVI
Somalia ICRC payments connected to SAM treatment

2015, Dietary diversity of PLW: improve access to In-kind food |e value implementation

Syria WFP ongoing  |vegetables and fresh food PLW ration voucher none guidelines

multi-sector malnutrition prevention project
Nigeria WFP (MSP)

Cash top up for fresh foods plus fire wood
Nigeria ACF plus BCC
Nigeria WEFP
Nigeria ACF
Kenya UNHCR cash for nutrition project for scurvy in Kakuma

small cash response in Gambella that uses e-

UNHCR/ vouchers for beneficiaries to access fresh
Ethiopia WEFP food
South Sudan |WVI Documented case study
Bangladesh WVI Documented case study
WFP,

Bangladesh Unicef, nutrition cash, CfwW

Loyality system: reduces price on nutritious
Egypt WFP foods

Cash provided at health centres to cover
Several several transportation and other costs




Key resources

» Innocenti paper (2015)
» REFANI literature review (2015)

» REFANI synthesis report (2017)

» ODI - what does the evidence say (2016)
» R4ACT - full final report (2018)
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