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Background There is mixed evidence on the cost-effectiveness of cash trans-
fers, along with food supplements and behaviour change communication in-
terventions in improving child nutrition outcomes. To add to existing liter-
ature, we examined the cost-effectiveness of medium-quantity lipid-based 
nutrient supplement (LNS) and social and behaviour change communication 
(SBCC) messaging, separately and combined, compared to an existing uncon-
ditional cash transfers (UCT) programme in children 6–23 months of age in 
the district Rahim Yar Khan, Pakistan.

Methods This was a four-arm, community-based cluster randomised con-
trolled trial. The UCT provided a quarterly sum of USD 32, the medium-quan-
tity LNS contained a daily ration of 50 g of LNS, and the SBCC included 
monthly and quarterly messaging on nutrition, health, and hygiene to eligi-
ble households. Cost data were collected from a provider perspective through 
the review of procurement invoices and budgets, as well as interviews with 
stakeholders. We examined cost-effectiveness via statistically significant dif-
ferences between the intervention and control arms, and estimated as cost per 
case of stunting, and disability-adjusted life years (DALYs) averted at six and 
18 months of intervention.

Results Costs were higher for SBCC intervention combinations (UCT + SBCC 
and UCT + LNS + SBCC) due to high training costs for lady health workers. 
UCT + LNS achieved a reduction in stunting at a per-case cost of USDS 278.74 
at six months and USD 897.15 at 18 months. UCT + LNS + SBCC achieved a 
reduction in stunting at per case cost of USD 846.48 at six months and USD 
2324.58 at 18 months. The cost per DALYs averted for preventing stunting 
was USD 234 to USD 557.42 at six months, and USD 787.73 to USD 1537 
at 18 months without discounting and age-weights.

Conclusions Although the affordability of such interventions is arguable, 
combining UCTs with LNS appears to be very cost-effective for reducing un-
dernutrition and averting DALYs, while combining cash transfers with LNS 
and SBCC showed limited cost-effectiveness when targeting stunting.
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Childhood undernutrition continues to be of growing global challenge due to its immediate, mid-term, and 
long-term effects on human health and development, which extend from diminished cognitive develop-
ment and growth faltering, to reduced educational attainment for individuals exposed to undernutrition at 
childhood [1–3]. In adulthood, studies have found a longer-term effect of childhood undernutrition on car-
diovascular diseases, growth and education attainment, economic growth, and mental development [4–7].

Many interventions for childhood undernutrition have been developed with the aim of reducing the related 
incidence and burden [8] by tackling its root causes, including economic, dietary, and behavioural factors 
[9–12]. Some proposed and tested strategies include conditional or unconditional cash transfers, nutritional 
supplementation, and social and behavioural change communication [13–20]. Evidence also suggests that 
these interventions can be provided as packages for improved effectiveness [8,21].

In comparison to food aids, evidence suggests that cash transfers appear to be more cost-effective in improv-
ing nutritional outcomes [22–24]. However, the effectiveness and cost-effectiveness depend on conditionality 
(i.e. conditional or unconditional) and its specific type (education, health, etc.), as well as the mode of cash 
transfers (electronic or paper vouchers) [25–30]. Therefore, in contexts where cash transfer interventions exist 
as an integral part of government social protection initiatives, adding other interventions including nutri-
tion supplements and social and behavioural change messaging to existing frameworks could be desirable 
[12,31–33]. However, evidence on the cost-effectiveness of a combination of these interventions is limited.

We designed this study to generate evidence on the cost-effectiveness of a varied package of interventions that 
are currently being incrementally added to an existing unconditional cash transfer programme in Pakistan. 
The primary objective was to compare the costs and cost-effectiveness of a four-arm intervention in which 
nutrition supplements such as medium-quantity lipid-based nutrient supplement (LNS) and social and 
behaviour change communication (SBCC) are each added to an existing unconditional cash transfer (UCT) 
programme or combined as an intervention package to avert cases of undernutrition. While nutrition inter-
ventions that target childhood stunting and wasting are encouraged to exceed six months due to the possi-
bility of catch-up, estimates are presented at six and 18 months of intervention. From the cost perspective, 
meanwhile, the affordability of a given intervention is a significant determinant its of coverage and duration; 
hence for policy purposes, similar nutrition interventions that do not exceed six months should ideally con-
duct a follow-up after 12 months post-intervention to measure if children have relapsed to stunting status.

METHODS

Study setting

We conducted this study in the district of Rahim Yar Khan, located in the southern part of Punjab prov-
ince, Pakistan. The district itself is predominantly agrarian; it has a population of 4.8 million people, of 
whom 79% live in rural areas [34]. Within the district, 13.1% of the population have access to improved 
sources of drinking water (piped water), 75.6% have access to improved sanitation, and 90.6% have access 
to electricity. Its infant mortality (56 infant deaths per 1000 live births) and under-five mortality (66 child 
deaths per 1000 live births) are similar to the provincial (60 infant deaths per 1000 live births, 69 child 
deaths per 1000 live births) and national averages (62 infant deaths per 1000 live births, 74 child deaths 
per 1000 live births) [35].

Study design and participants

This was a four-arm, community-based cluster randomised controlled trial of children aged six months from 
the poorest households in the lowest wealth quintile, identified using Lady Health Worker (LHW) registers 
and Benazir Income Support Programme (BISP) beneficiary committees. We excluded children with severe 
acute malnutrition and/or chronic illnesses from the study and referred them to the nearest health facility 
for treatment. Monthly follow-up visits were conducted from the age of seven to 24 months for data collec-
tion across all study arms.

Randomisation

The randomisation unit for delivering the intervention package was the existing LHW catchment area, each 
covering a population of 1000–1500 people or approximately 200 households (Figure 1). We arbitrarily 
selected three tehsils (Rahim Yar Khan, Sadiq Abad, and Khan Pur) in southern Punjab to facilitate safe, effi-
cient, and effective data collection by the research team, considering distance and travel time. We employed 
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a two-stage stratified random sampling strategy to minimise contamination risk among study arms. At the 
first stage, we used probability proportional to size to select union councils with higher LHW coverage, 
proportionate to population size. The second stage ensured equal probability of selecting LHW catchment 
areas and identifying an equal number of eligible children per catchment area. Out of 1600 identified LHW 
catchment areas, we randomly selected 200 clusters and assigned them to one of four study arms, with each 
arm consisting of 50 clusters. An independent statistician, not involved in the study, conducted the ran-
domisation. Blinding of study participants and study arms was not possible for data collection teams and 
investigators due to their roles in supervising the provision of LNS and SBCC sessions. However, data ana-
lysts remained blinded to study participants and study arms until the final data analysis was completed.

Sample size

The sample size was estimated to be 400 children per arm, based on a 45% baseline stunting prevalence in 
Rahim Yar Khan, to detect a 20% difference (with 80% power, α of 0.05, and an intra-cluster correlation of 
0.0008) in stunting prevalence among children at 24 months. The assumed stunting prevalence ranged by 

Figure 1. Sample size and randomisation.
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±5%. We calculated the coefficient of variation using this range and derived intra-cluster correlation coef-
ficients from its formula.

Further details on study methods and statistical analysis can be found in the main study on the trial [36].

Interventions

The intervention involved a four-arm cluster randomised controlled trial of different combinations of UCT, 
LNS, and SBCC (Table 1) delivered by our institute between May 2017 and July 2019. The trial’s aim was 
to assess the effectiveness of the intervention to prevent stunting in children aged 6–23 months living in 
households that receive the UCT. The intervention was compared with a control group of households which 
received routine government health services, but were ineligible to receive the UCT. The cash transfer was 
provided through the existing national social protection programme (the BISP) and the LNS and SBCC 
through LHWs and lady health supervisors (LHSs) recruited from the provincial Integrated Reproductive 
Maternal Newborn & Child Health and Nutrition Program.

Children six months of age living in BISP beneficiary households (households with poverty score of less 
than 16.17) were eligible to participate in the intervention arms of the study, while those six months of age 
residing in communities served by the LHWs, but from non-BISP beneficiary households with a poverty 
score of 16.18–20.00 were enrolled in the control arm. Although the control group belonged to a margin-
ally higher socioeconomic status with poverty scores, all households had similar prevalence of undernutri-
tion at baseline.

Table 1. Study arm description

Control group Lipid-based nutrient supplement 
(UCT + LNS)

Social and behavioural change 
communication (UCT + SBCC)

LNS and SBCC combinations 
(UCT + LNS + SBCC)

Non-BISP households who 
received routine government 
health services but were ineli-
gible to receive the UCT.

A local product called Wawamum given to 
children aged 6–23 mo on a daily ration of 
50 g (one sachet) to cover the recommended 
daily allowance of most micronutrients.

Health, nutrition and hygiene mes-
sages were provided by LHWs during 
routine monthly household visits.

Households received LNS and 
SBCC combinations.

Community sessions were conducted 
with the help of a specialised pic-
ture-booklet by LHWs on a quar-
terly basis.

A total of PKR 5000 or USD 32 on quarterly 
basis was transferred by BISP throughout 
the study period.

A total of PKR 5000 or USD 32 on 
quarterly basis was transferred by 
BISP throughout the study period.

A total of PKR 5000 or USD 32 on 
quarterly basis was transferred by 
BISP throughout the study period.

434 households and children 
enrolled.

430 households and children enrolled. 433 households and children enrolled 432 households and children 
enrolled

BISP – Benazir Income Support Programme, LHW – Lady Health Worker, LNS – lipid-based nutrient supplement, SBCC – social and behaviour change 
communication, UCT – unconditional cash transfers, PKR – Pakistani Rupees

Cost methods

We conducted a cost-effectiveness analysis (CEA) from a provider perspective and directly related the costs 
collected to the procurement and distribution of the cash transfer, LNS, and SBCC given to primary care-
givers during 18 months of the intervention. These costs were collected for each arm of the intervention 
under broad cost centres and included procurement, transport, personnel, and training costs. Specifically, 
we collected personnel, utilities, and administrative costs for UCT, and otherwise estimated personnel costs 
of LHWs and LHSs and cost of procurement and delivery of the LNS to households for LNS and personnel 
costs of home visits and community sessions for LHWs and LHSs, production cost of SBCC booklets, and 
training costs of LHWs and LHSs for SBCC.

We collected cost data by reviewing procurement invoices and budgets, and interviewing stakeholders 
involved in the different arms of the intervention. Costs were estimated based on the different activities 
involved by each arm of the intervention. We reported them as total costs per child in USD (as of October 
2019, based on our own estimates) We did not include BISP transfer values (PKR 5000 or USD 32) in the 
cost analysis, as they are independent of operational factors. Cost data were presented as unadjusted and 
adjusted, where 10% of total cost was added to unadjusted costs to represent overhead costs.

Effectiveness methods

The study outcomes were the number of cases of stunting (height-for-age z-score (HAZ)<−2) cases, and dis-
ability-adjusted life years (DALYs) averted. The CEA was carried out on stunting prevalence reduction dif-
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ferences between the intervention and control arm group at six and 18 months of intervention. We only 
focussed on statistically significant differences obtained from the impact study [36]. The trial used pairwise 
tests to establish significance arising from a shift in stunting status between intervention groups. The CEA 
utilised effectiveness estimates at six (age of 12 months) and 18 (age of 24 months) months of the interven-
tions, while cases averted by the three interventions (i.e. UCT + LNS, UCT + SBCC, and UCT + LNS + SBCC) 
relative to the control group were also calculated [36].

DALYs averted were estimated for stunting only, since there were no statistically significant differences for 
wasting and underweight outcomes. DALYs are a way of quantifying years of healthy life lost due to illness 
and are made up of two components; years of life lost (YLL) due to premature mortality in the population 
and the years lost due to disability (YLD). Using World Health Organization (WHO) recommendations, we 
estimated DALYs using the formula DALYs = YLL + YLD. For non- discounted and non-age weighted DALYS, 
we estimated YLLs per the formula YLL = N × L, where  is number of deaths and  is life expectancy at the age 
of death. We otherwise calculated YLDs using the formula YLD = P × DW, where  is the number of prevalent 
cases and  is the disability weight. Afterwards, we estimated discounted and age-weighted DALYs using the 
Rushby and Hanson equation [37].

and

Where α is the age of death in years, r is the discount rate, β is age-weighting constant, K is the age-weight-
ing modulation constant, and C is the adjustment constant for age-weights.

We assumed the age at onset of stunting to be the average cohort age (i.e. six months) and the duration of 
illness to be lifelong for stunted cases reflecting previous cost-effectiveness assumptions [33]. We calcu-
lated life expectancy in Pakistan as a sex-weighted average using the local life expectancy of 69.25, calcu-
lated separately for each intervention arm [38]. For stunting, we used the disability weight of 0.002 from the 
Global Burden of Disease study (GBD) published in 1990 and retained in subsequent studies that have used 
GBD data [33,39]. The disability weight for death was 1.000. We then estimated mortality rates attributed 
to stunting using the 2018 under-five mortality rate; this was adjusted to exclude neonatal and infant mor-
tality (probability of death in children aged less than one year) [40]. We converted rates to proportions of 
children dying over three years. We used a 3% discount rate and a 0.04 age-weight [37]. We multiplied the 
numbers of estimated cases by the resulting proportions to yield the expected numbers of deaths for each 
cause. We calculated cause-specific YLL and YLD components and summed them to estimate the number 
of DALYs averted for each intervention.

We conducted one-way sensitivity analyses by varying the cost and outcome variables individually over 
a range of probable values at 18 months of intervention. To achieve this, we utilised the 95% confidence 
interval (CI) of the number of non-discounted and non-age weighted DALYs averted for the low and high 
scenarios. When modelling costs, we assigned a plausible range based on the cost of overheads for each 
intervention arm specified as low (10%) or high (25%) of total costs. We did not extrapolate the estimated 
DALYs and costs over any number of future years or to a scaled-up population.

Ethics statement

The ethics review committee of Aga Khan University Karachi (4572-Ped-ERC-16) and the National Bioethics 
Committee of Pakistan (NBC-238) gave ethical approval for our study. Informed consent was obtained from 
all parents or caregivers prior to recruitment, data collection, and anthropometric measurements.

RESULTS

Baseline characteristics

We enrolled 1745 children in the study. At baseline, all four trial arms had comparable characteristics related 
to mean household size, access to an improved source of drinking water, improved sanitation facility, mean 
age of mothers, education and occupation of mothers, body mass index (BMI) levels among mothers, mean 



Onah et al. 
PA

PE
R

S

2024  •  Vol. 14  •  04186	 6	 www.jogh.org • doi: 10.7189/jogh.14.04186

height of mothers, education of fathers, mean height of fathers, child’s age and gender, child’s mean height 
and weight, prevalence of stunting and wasting, child ever breastfed and child vaccination coverage (Table 
2) [36].

Intervention costs

The average intervention cost per child for six months of intervention was USD 22.04 for UCT + LNS, USD 
47.40 for UCT + SBCC, and USD 70.54 for UCT + LNS + SBCC arm. When costs are adjusted, the cost per child 
increased to USD 25.87 for UCT + LNS, USD 52.44 for UCT + SBCC, and USD 77.23 for UCT + LNS + SBCC 
arm. The major cost driver for SBCC was training costs, which were 34% of the total cost. This was not 
incurred for UCT + LNS arm since the LHWs and LHSs were not required to be trained on SBCC. After 18 
months of intervention or at 24 months of child age, the average intervention-unadjusted cost per child was 
USD 75.11 for UCT + LNS, USD 151.21 for UCT + SBCC, and USD 220.62 UCT + LNS + SBCC arm. When 
costs were adjusted, the cost per child increased to USD 82.62 for UCT + LNS, USD 166.33 for UCT + SBCC, 
and USD 210.68 for UCT + LNS + SBCC arm (Table 3).

Table 2. Baseline characteristics of households, mothers and children by study arms*

Variables UCT (n = 434) UCT + SBCC (n = 433) UCT + LNS (n = 430) UCT + SBCC + LNS (n = 432)
Household size, x̄  (SD) 7.7 (2.5) 7.5 (2.5) 7.9 (2.5) 7.7 (2.5)

BISP poverty score, x̄  (SD) 11.32 (0.67) 12.47 (0.67) 11.00 (0.66) 11.55 (0.66)

Mother’s age in years, x̄  (SD) 28.7 (7.8) 31.0 (7.8) 28.6 (7.8) 29.6 (7.8)

Mother’s years of schooling, x̄  (SD) 1.5 (3.7) 0.9 (3.7) 1.4 (3.7) 1.0 (3.7)

Total pregnancies, x̄  (SD) 4.2 (2.6) 4.4 (2.6) 4.0 (2.6) 4.2 (2.6)

Mother’s BMI, x̄  (SD) 22.4 (3.7) 21.7 (3.8) 22.0 (3.8) 22.0 (3.8)

Mother’s height in cm, x̄  (SD) 154.2 (6.3) 155.2 (6.4) 154.1 (6.4) 153.3 (6.4)

Father’s years of schooling, x̄  (SD) 2.9 (4.3) 3.1 (4.3) 3.0 (4.3) 2.8 (4.3)

Father’s height in cm, x̄  (SD) 164.6 (6.4) 165.0 (6.6) 167.0 (6.6) 167.6 (6.5)

Child’s age in months, x̄  (SD) 6.2 (0.3) 6.3 (0.3) 6.3 (0.3) 6.2 (0.3)

Child’s length in cm, x̄  (SD) 64.4 (2.8) 64.5 (2.7) 64.1 (2.7) 63.9 (2.7)

Child’s weight in kg, x̄  (SD) 6.7 (1.3) 6.7 (1.3) 6.7 (1.3) 6.7 (1.3)

Improved water 424 (97.7) 433 (100.0) 418 (97.2) 418 (96.8)

Improved sanitation facility 313 (72.1) 254 (58.7) 323 (75.1) 175 (40.5)

Wood as fuel for cooking 355 (81.8) 270 (62.4) 278 (64.7) 360 (83.3)

Mother's occupation

Housewife 392 (90.3) 429 (99.1) 381 (88.6) 421 (97.4)

Working woman 42 (9.7) 4 (0.9) 49 (11.4) 11 (2.5)

Mother’s BMI in kg per m2

Underweight (<18.5) 74 (18.3) 87 (20.5) 83 (19.6) 78 (18.7)

Normal (18.5–24.9) 232 (57.3) 254 (59.9) 242 (57.2) 249 (59.7)

Overweight (25–29.9) 72 (17.8) 66 (15.6) 73 (17.3) 70 (16.8)

Obese (≥30) 27 (6.7) 17 (4.0) 25 (5.9) 20 (4.8)

Child’s gender

Male 240 (55.3) 224 (51.7) 226 (52.6) 225 (52.1)

Female 194 (44.7) 209 (48.3) 204 (47.4) 207 (47.9)

Stunted 108 (24.9) 115 (26.6) 120 (27.9) 115 (26.8)

Underweight 103 (23.8) 113 (26.1) 111 (25.9) 108 (25.1)

Wasted 54 (12.5) 53 (12.2) 55 (12.8) 52 (12.1)

Ever breastfed 434 (100.0) 433 (100.0) 430 (100.0) 432 (100.0)

Breastfeeding at six months 402 (92.6) 398 (91.9) 396 (92.1) 379 (87.7)

All vaccination by six months 407 (93.8) 362 (83.6) 406 (94.4) 397 (91.9)

Illness during last two weeks

High grade fever 337 (77.7) 307 (70.9) 240 (55.8) 225 (52.1)

Diarrhoea 248 (57.1) 169 (39.0) 167 (38.8) 90 (20.8)

ARI 224 (51.6) 91 (21.0) 102 (23.7) 12 (2.8)

ARI – acute respiratory infections, BMI – body mass index, BISP – Benazir Income Support Programme, LNS – lipid-based nutrient 
supplement, SBCC – social and behaviour change communication, UCT – unconditional cash transfers, x̄  – mean
*Proportions and means are cluster adjusted. Presented as n (%) unless specified otherwise.
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Cost-effectiveness

The cost-ffectiveness analysis showed that the intervention package resulted in a significant reduction in 
the prevalence of stunting (8.3%) at 12 months of age and (7.6%) at 24 months of age in the UCT+LNS arm. 
Similarly, 10% and 7.5% of significant reduction in the prevalence of stunting at 12 and 24 months of age 
was noted in the UCT + LNS + SBCC arm, respectively. No significant reduction in the prevalence of stunt-
ing was noted in UCT + SBCC arm (Table 4)

After six months of intervention (at 12 months of child age), the non-discounted or non-age-weighted cost 
per DALY averted for preventing stunting was USD 243 for UCT + LNS, increasing to USD 557.42 when DALYs 
were discounted and age-weighted. For UCT + LNS + SBCC, the non-discounted and non-age-weighted cost 
per DALY averted for preventing stunting was USD 743.25, increasing to USD 1451.11 when DALYs were 
discounted and age weighted. After 18 months of intervention, the non-discounted and non-age-weighted 
cost per DALY averted for preventing stunting was USD 787.73 for UCT + LNS intervention arm, increasing 
USD 1537.97 when DALYs were discounted and age-weighted. For UCT + LNS + SBCC, the non-discounted 
and non-age-weighted cost per DALY averted for preventing stunting was USD 743.25, increasing to USD 
1451.11 when DALYs were discounted and age weighted (Table 5).

Sensitivity analyses

Changes in cost per DALY averted when DALYs for each intervention arm and cost variables were varied 
between their maximum and minimum plausible values. Using the lower-bound and upper-bound CIs for 
the DALYs, there is a higher level of uncertainty compared with when overhead costs are varied. After six 
months of intervention, when overhead costs were varied at 10% and 25% of direct costs, the cost per DALYs 
averted for preventing stunting increased to USD 267.30 and USD303.76 from USD 243 base estimate for 
UCT + LNS. Similarly, the cost per DALYs averted for preventing stunting increased to USD 817.57 and USD 
929.06 from USD 743.25 base estimate when overhead costs were varied in UCT + LNS + SBCC. After 18 
months of intervention, the cost per DALYs averted for preventing stunting increased to USD 866.51 and 

Table 3. Average cost per child from enrollment to six and 18 mo of intervention

Cost per child (unad-
justed) in USD

Cost per child (adjust-
ed) in USD

Cost per cohort (unad-
justed) in USD

Cost per cohort (adjust-
ed) in USD

Cost for 6 mo of intervention 
(age of 12 mo)

UCT + LNS 22.04 25.87 9477.2 10 424.92

UCT + SBCC 47.40 52.44 20 524.2 22 576.62

UCT + LNS + SBCC 70.54 77.23 30 473.28 33 520.61

Costs for 18 mo of intervention 
(age of 24 mo)

UCT + LNS 75.11 82.62 32 297.30 35 527.03

UCT + SBCC 151.21 166.33 65 473.93 72 021.32

UCT + LNS + SBCC 220.62 240.68 95 307.84 104 838.62

LNS – lipid-based nutrient supplement, mo – month, SBCC – social and behaviour change communication, UCT – unconditional 
cash transfers

Table 4. Cost-effectiveness estimates by intervention

UCT + LNS UCT+SBCC UCT+LNS+SBCC

Results
Six mo  

intervention  
(age of 12 mo)*

18 mo  
intervention  

(age of 24 mo)

Six mo  
intervention  

(age of 12 mo)

18 mo  
intervention  

(age of 24 mo)

Six mo  
intervention  

(age of 12 mo)

18 mo  
intervention  

(age of 24 mo)

Percentage reduction in 
prevalence of stunting

8.3 7.6 NS NS 10.0 7.5

Number of cases of stunting 
averted

34 36 36 41

Cost per case of stunting averted 
(unadjusted) in USD

278.74 897.15 846.48 2324.58

Cost per case of stunting averted 
(adjusted) in USD

306.61 986.86 931.13 2530.27

LNS – lipid-based nutrient supplement, mo – month, NS – not significant, SBCC – social and behaviour change communication, UCT – unconditional 
cash transfers
*Sample size examined at six and 18 mo of intervention differed, hence prevalence reported differed as well.
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USD 1083.14 for UCT + LNS from USD 787.73 base estimate, and to USD 3176.92 and USD 3971.16 from 
USD 2888.12 base estimate for UCT + LNS + SBCC arm (Table 6).

After six months of intervention, the cost per DALYs averted for preventing stunting decreased to USD 212.39 
(using upper bound CI) and increased to USD 947.72 (using lower bound CI) for UCT + LNS. Similarly, 
the cost per DALYs averted for preventing stunting decreased to USD 621.90 (using upper bound CI) and 
increased to USD 3809.16 (using lower bound CI) in UCT + LNS + SBCC. After 18 months of intervention, 
the cost per DALYs averted for preventing stunting decreased to USD 598.09 (using upper bound CI) and 
increased to USD 2936.12 (using lower bound CI) for UCT + LNS. While in UCT + LNS + SBCC arm, the cost 
per DALYs averted for preventing stunting decreased to USD 1342.36 (using upper bound CI) and increased 
to USD 5606.34 (using lower bound CI) (Table 7).

Table 5. DALY estimates by intervention*

Outcome DALYs  
component

Six months of intervention 
(age of 12 mo)

18 mo of intervention  
(age of 24 mo)

Non-discounted and non-age weighted†

UCT + LNS Stunting DALYs 39 (10–44) 41 (11–54)

Cost/DALYs averted, USD 243 (118.05–1099.10) 787.73 (509.80–2422.45)

UCT + LNS + SBCC Stunting DALYs 41 (8–49) 53 (17–71)

Cost/DALYs averted, USD 743.25 (479.01–2100.10) 2888.12 (1223.10–7881.1)

Discounted and age-weighted†

UCT + LNS Stunting DALYs 17 (15–21) 21 (15–30)

Cost/DALYs averted, USD 557.48 (287.05–999.40) 1537.97 (669.80–2872.45)

UCT + LNS + SBCC Stunting DALYs 21 (12–28) 27 (16–41)

Cost/DALYs averted, USD 1451.70 (109.21–800.90) 3529.92 (1917.40–8408.70)

DALY – disability-adjusted life years, LNS – lipid-based nutrient supplement, mo – month, SBCC – social and behaviour change communication, UCT 
– unconditional cash transfers
*Presented as estimate (95% CI) unless specified otherwise.
†Default values were used for the age-weighting modulating factor (1.000), constant term (0.1658), discount rate (0.03), and beta parameter for age-weight-
ing (0.04) [39].

Table 6. One-way sensitivity analyses by varying overhead costs at 10% and 25% of total costs

Six mo of intervention (age of 12 mo) 18 mo of intervention (age of 24 mo)
Base Low High Base Low High

UCT + LNS

Stunting

Cost in USD 9477.2 10 424.92 11 846.50 32 297.30 35 527.03 44 408.79

Cost/DALYs in USD 243 267.30 303.76 787.73 866.51 1083.14

UCT + LNS + SBCC

Stunting

Cost in USD 30 473.28 33 520.61 38 091.60 95 307.84 104 838.62 131 048.28

Cost/DALYs in USD 743.25 817.57 929.06 2888.12 3176.92 3971.16

DALY – disability-adjusted life years, LNS – lipid-based nutrient supplement, mo – month, SBCC – social and behaviour change 
communication, UCT – unconditional cash transfers

Table 7. One-way sensitivity analyses by using low-end and high-end confidence intervals of DALYs averted

Six mo of intervention (age of 12 mo) 18 mo of intervention (age of 24 mo)
Base Low High Base Low High

UCT + LNS

Stunting

DALYs 39 10 44 41 11 54

Cost/DALYs in USD 243 947.72 212.39 787.73 2936.12 598.09

UCT + LNS + SBCC

Stunting

DALYs 41 8 49 53 17 71

Cost/DALYs in USD 743.25 3809.16 621.90 1798.26 5606.34 1342.36

DALY – disability-adjusted life years, LNS – lipid-based nutrient supplement, mo – month, SBCC – social and behaviour change 
communication, UCT – unconditional cash transfers
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DISCUSSION
The UCT + LNS and UCT + LNS + SBCC interventions had statistically significant effects in averting cases 
of stunting after six and 18 months of intervention. The UCT + SBCC intervention, in turn, did not have a 
statistically significant effect in averting stunting at 18 months of intervention.

Cases of stunting averted

The cost to avert stunting in UCT + LNS after six months of intervention was USD 278.74, increasing to USD 
897.15 at 18 months of intervention. For UCT + LNS + SBCC, the cost to avert stunting was USD 846.49, 
increasing to USD 234258 at 18 months of intervention.

Cost-effectiveness studies of packages that target childhood stunting which include cash are scarce, while 
the amount of cash transfers, the quantity of nutrition supplements, and the content and mode of delivery 
of social and behavioural change communication tend to differ across existing research, further limiting 
the comparability of findings. A recent study in Pakistan found that the cost to avert a case of stunting to be 
approximately USD 1000 across three intervention arms (a double cash transfer, a standard cash transfer, and 
a fresh food voucher transfer) provided for six months [33]. A study from Bangladesh found that the cost of 
averting one infant death using an incremental nutritional supplementation intervention during pregnancy 
and infancy for eight months ranged between of USD 907 and USD 797 [41]. Another equity-based model-
ling study on data from 14 countries and one province estimated the cost per case of stunting averted from 
using nutrition supplementation at USD 3584 [42]. In Peru, research using a child nutrition education pro-
gramme involving participative complementary feeding demonstrations, growth monitoring sessions, and 
an accreditation process found a cost of USD 55.16 per case of stunting averted at 18 months of intervention 
[43]. Modelling the implementation of a package of 10 different nutrition-specific preventive and therapeu-
tic interventions at scale across four African countries, found the cost per case of stunting averted to range 
between USD 226 and USD 344 [44]. Although intervention packages, duration of intervention, and cost 
contexts tend to vary, these findings, alongside those of our study, suggest that nutrition-and-cash-based 
intervention packages could reduce the prevalence of childhood stunting.

DALYs

At six months of intervention, the cost per DALYs averted by preventing undernutrition (stunting only) in 
our study ranged between USD 243 and USD 743.25 using non-discounted and non-age-weighted methods, 
and USD 557.43 and USD 1451.11 using age-weighted and discounted methods. Cost per DALYs averted at 
six months of intervention also ranged between USD 212 and USD 947.2 in the non-discounted and non-
age-weighted sensitivity analyses where different parameters were varied. At 18 months of intervention, the 
cost per DALYs averted by preventing stunting ranged between USD 787.73 and USD 2888 using non-dis-
counted and non-age-weighted methods, and between USD 537.94 and USD 3529 using age-weighted and 
discounted methods. Cost per DALYs averted at 18 months of intervention also ranged between USD 598.09 
and USD 1342.36 in the non-discounted and non-age-weighted sensitivity analyses where different param-
eters were varied.

These variations in cost-effectiveness estimates suggest that variations in the prevalence of stunting and 
hence in DALYs averted would significantly affect the cost-effectiveness of these intervention packages. The 
intervention appears to be more cost-effective when the duration is six months. However, due to the lack of 
effectiveness in reducing wasting and underweight and the possibility of children developing stunting, the 
duration of intervention was 18 months [8].

For interpretation and use at local level decision-making, the affordability of health interventions relative 
to health gains is often assessed using local gross domestic product (GDP) per capita thresholds [45]. This 
approach suggests that interventions that are equal to or less than the prevailing GDP per capita should be 
considered very cost-effective, while those equal to or less than three times the prevailing GDP per capita 
should be considered cost-effective only. For example, when using the 2018 GDP per capita of USD 1482.4 
for Pakistan, UCT + LNS was found to be very cost-effective at averting DALYs by preventing stunting at six 
and 18 months of intervention [38], with the UCT + LNS + SBCC being very-cost-effective at six months at 18 
months in averting DALYs associated with preventing stunting. Cost-effectiveness at these thresholds is based 
on whether or not age discounting is applied. Our sensitivity analyses suggest that there is less uncertainty 
in the cost-effectiveness of the two intervention arms in averting DALYs when the cost of overheads is varied 
relative to when the number of DALYs averted is varied using lower and upper-bound confidence intervals.
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Growing evidence suggests that these WHO thresholds do not reflect available resources for health invest-
ments and do not consider competing needs for limited resources [46,47]. Empirically derived thresholds 
reflecting the opportunity costs of health care spending are scarce in Pakistan [33]. A study from Malawi 
suggests that the threshold that reflects available resources would range between 1% and 51% of GDP per 
capita i.e. between USD 3 and USD 153 [48]. Therefore, many of the interventions deemed to be cost-ef-
fective will not meet the WHO CEA thresholds of three times GDP per capita. Nonetheless, there is value 
in using such approaches to establish cost-effectiveness of interventions due to the limited fiscal envelope 
available and low budgetary allocations to public health. In Pakistan, the current health expenditure stands 
at 2.75% of GDP (i.e. USD 39.58 per capita) [38]. In addition, public spending for social assistance (a com-
ponent of social protection in Pakistan) is low overall at 0.8% of GDP in 2013, and while BISP represents 
the third largest expenditure in Pakistan’s public budget, spending on it is only 0.2% of the country’s GDP 
[49,50]. The inclusion of supplements such as LNS and/or SBCC in this context would increase the budgetary 
requirements, so the government would need to consider competing claims on the existing over-stretched 
resources due to fiscal constraints. However, the cost-effectiveness demonstrated by modelled cash-based, 
nutrition supplementation, and social and behavioural change messaging intervention packages is enough 
justification to encourage such fund allocations towards preventing undernutrition.

This study has the strength of attempting to perform a careful and complete accounting for all the costs 
(including personnel costs) associated with adding new products to an existing unconditional cash trans-
fer programme (i.e. the BISP programme), regardless of which organisations or individuals bore the burden 
of these costs.

Cost-effectiveness studies of this type, however, have shortcomings. For example, the costing perspective 
limited analyses to the provider costs; a societal perspective might shed more light on cost drivers that could 
alter the cost-effectiveness of such interventions. There were limitations in the availability of some cost data 
information, and we relied on estimates from interviewing different high-level stakeholders involved in the 
intervention, despite some not being directly involved in routine activities of the different trial arms. As 
always, uncertainty exists regarding some measures of costs and effects, and this can influence cost-effec-
tiveness estimates. For example, while attrition among children from the sample population was very low, 
it was not zero. Depending on the rate of loss to follow up and how it is handled in the estimates of effects, 
including in the percentage point reduction in prevalence, average cost-effectiveness measures might vary. 
Finally, CEAs rarely include consideration of social equity or other normative factors into the calculation 
[33,51]. Decision-makers should therefore not base decision solely on relative cost-effectiveness of inter-
vention options.

CONCLUSIONS
Addressing undernutrition continues to be a global concern, considering the immediate and long-term effects 
on economic development and health of at-risk populations. Intervention packages that combine cash trans-
fers, nutrition supplementation such as LNS, and SBCC are potentially an important preventive strategy for 
reducing the prevalence of undernutrition. However, for such interventions to be scalable, government allo-
cation is crucial in settings with high prevalence of undernutrition such as Pakistan.

This study adds to the limited literature on cost-effectiveness of interventions packages aimed at prevent-
ing stunting. Additional research on the cost and cost-effectiveness of such intervention from different per-
spectives including societal is needed. Furthermore, longitudinal studies are needed to provide longer term 
evidence of the effectiveness and perhaps the cost-effectiveness of nutrition interventions.



Cost-effective interventions for child nutrition in Pakistan

PA
PE

R
S

www.jogh.org • doi: 10.7189/jogh.14.04186	 11	 2024  •  Vol. 14  •  04186

Funding: This research received funding from UN World Food Programme, Islamabad, Pakistan (PAK-2016/038).

Authorship contributions: SBS was the primary investigator, conceptualised the broader study, and reviewed the initial 
and final manuscript. MNO conceptualised the cost-effectiveness study, led the modelling and statistical analysis, the 
interpretation of data, and wrote the first draft of the manuscript. GNK, SK, JB, SdP, CG, NA, and YI critically reviewed 
and commented on the manuscript. All authors approved the final version of the manuscript.

Disclosure of interest: The authors completed the ICMJE Disclosure of Interest Form (available upon request from the 
corresponding author) and declare no conflicts of interest.

  1 �Wells JCK, Briend A, Boyd EM, Berkely JA, Hall A, Isanaka S, et al. Beyond wasted and stunted-a major shift to fight child 
undernutrition. Lancet Child Adolesc Health. 2019;3:831–4. Medline:31521500 doi:10.1016/S2352-4642(19)30244-5

  2 �Khara T. The relationship between wasting and stunting: policy, programming and research implications. 2016. Available: 
https://www.ennonline.net/fex/50/relationshipwastingstunting. Accessed: 24 October 2024.

  3 �Caulfield LE, Richard SA, Rivera JA, Musgrove P, Black RE. Stunting, wasting, and micronutrient deficiency disorders. 
In: Jamison DT, Breman JG, Measham AR, editors. Disease Control Priorities in Developing Countries, 2nd edition. 
Washington D.C., USA: The International Bank for Reconstruction and Development/The World Bank; 2006.

  4 �Sawaya AL, Martins P, Hoffman D, Roberts SB. The link between childhood undernutrition and risk of chronic diseases 
in adulthood: a case study of Brazil. Nutr Rev. 2003;61:168–75. Medline:12822705 doi:10.1301/nr.2003.may.168-175

  5 �Alderman H, Hoddinott J, Kinsey B. Long term consequences of early childhood malnutrition. Oxf Econ Pap. 2006;58:450–
74. doi:10.1093/oep/gpl008

  6 �Vollmer S, Harttgen K, Subramanyam MA, Finlay J, Klasen S, Subramanian SV. Association between economic growth and 
early childhood undernutrition: evidence from 121 Demographic and Health Surveys from 36 low-income and middle-in-
come countries. Lancet Glob Health. 2014;2:e225–34. Medline:25103063 doi:10.1016/S2214-109X(14)70025-7

  7 �Grantham-McGregor SM, Ani CC. Undernutrition and mental development. Nutr Brain Vevey Nestec Ltd. Karger Basel. 
2001;5:1–14.

  8 �Bhutta ZA, Das JK, Rizvi A, Gaffey MF, Walker N, Horton S, et al. Evidence-based interventions for improvement of mater-
nal and child nutrition: what can be done and at what cost? Lancet. 2013;382:452–77. Medline:23746776 doi:10.1016/
S0140-6736(13)60996-4

  9 �Hoddinott J, Ahmed I, Ahmed A, Roy S. Behavior change communication activities improve infant and young child nutri-
tion knowledge and practice of neighboring non-participants in a cluster-randomized trial in rural Bangladesh. PLoS One. 
2017;12:e0179866. Medline:28636674 doi:10.1371/journal.pone.0179866

10 �Dewey KG, Mridha MK, Matias SL, Arnold CD, Cummins JR, Khan MSA, et al. Lipid-based nutrient supplementation in the 
first 1000 d improves child growth in Bangladesh: a cluster-randomized effectiveness trial. Am J Clin Nutr. 2017;105:944–
57. Medline:28275125 doi:10.3945/ajcn.116.147942

11 �Allen LH, Gillespie SR. What works? A review of the efficacy and effectiveness of nutrition interventions. Geneva, Switzerland, 
Manila, Philippines: United Nations Administrative Committee on Coordination, Sub-Committee on Nutrition, Asian 
Development Bank; 2001. Available: https://www.adb.org/sites/default/files/publication/27916/what-works-nutrition-in-
terventions.pdf. Accessed: 24 October 2024.

12 �Rivera JA, Sotres-Alvarez D, Habicht J-P, Shamah T, Villalpando S. Impact of the Mexican program for education, health, 
and nutrition (Progresa) on rates of growth and anemia in infants and young children: a randomized effectiveness study. 
JAMA. 2004;291:2563–70. Medline:15173147 doi:10.1001/jama.291.21.2563

13 �Houngbe F, Tonguet-Papucci A, Altare C, Ait-Aissa M, Huneau J-F, Huybregts L, et al. Unconditional cash transfers do not 
prevent children’s undernutrition in the Moderate Acute Malnutrition Out (MAM’Out) cluster-randomized controlled trial 
in rural Burkina Faso. J Nutr. 2017;147:1410–7. Medline:28539413 doi:10.3945/jn.117.247858

14 �Leroy JL, Ruel M, Verhofstadt E. The impact of conditional cash transfer programmes on child nutrition: a review of evi-
dence using a programme theory framework. J Dev Effect. 2009;1:103–29. doi:10.1080/19439340902924043

15 �Matsungo TM, Kruger HS, Smuts CM, Faber M. Lipid-based nutrient supplements and linear growth in children under 2 
years: a review. Proc Nutr Soc. 2017;76:580–8. Medline:28285607 doi:10.1017/S0029665117000283

16 �Das JK, Salam RA. Addressing childhood undernutrition and development through education and lipid-based supplements. 
Lancet Glob Health. 2019;7:e1160–1. Medline:31401992 doi:10.1016/S2214-109X(19)30341-9

17 �Scherbaum V, Srour ML. Milk products in the dietary management of childhood undernutrition–a historical review. Nutr 
Res Rev. 2018;31:71–84. Medline:29113618 doi:10.1017/S0954422417000208

18 �Graziose MM, Downs SM, O’Brien Q, Fanzo J. Systematic review of the design, implementation and effectiveness of mass 
media and nutrition education interventions for infant and young child feeding. Public Health Nutr. 2018;21:273–87. 
Medline:29081315 doi:10.1017/S1368980017002786

19 �White H. Tackling childhood undernutrition. Lancet. 2008;371:539–41. Medline:18280314 doi:10.1016/S0140-
6736(08)60249-4

20 �Ruel MT, Menon P, Habicht J-P, Loechl C, Bergeron G, Pelto G, et al. Age-based preventive targeting of food assistance 
and behaviour change and communication for reduction of childhood undernutrition in Haiti: a cluster randomised trial. 
Lancet. 2008;371:588–95. Medline:18280329 doi:10.1016/S0140-6736(08)60271-8

21 �Black RE, Alderman H, Bhutta ZA, Gillespie S, Haddad L, Horton S, et al. Maternal and child nutrition: building momen-
tum for impact. Lancet. 2013;382:372–5. Medline:23746778 doi:10.1016/S0140-6736(13)60988-5

RE
FE

RE
N

C
E

S

https://pubmed.ncbi.nlm.nih.gov/31521500
https://doi.org/10.1016/S2352-4642(19)30244-5
https://pubmed.ncbi.nlm.nih.gov/12822705
https://doi.org/10.1301/nr.2003.may.168-175
https://doi.org/10.1093/oep/gpl008
https://pubmed.ncbi.nlm.nih.gov/25103063
https://doi.org/10.1016/S2214-109X(14)70025-7
https://pubmed.ncbi.nlm.nih.gov/23746776
https://doi.org/10.1016/S0140-6736(13)60996-4
https://doi.org/10.1016/S0140-6736(13)60996-4
https://pubmed.ncbi.nlm.nih.gov/28636674
https://doi.org/10.1371/journal.pone.0179866
https://pubmed.ncbi.nlm.nih.gov/28275125
https://doi.org/10.3945/ajcn.116.147942
https://pubmed.ncbi.nlm.nih.gov/15173147
https://doi.org/10.1001/jama.291.21.2563
https://pubmed.ncbi.nlm.nih.gov/28539413
https://doi.org/10.3945/jn.117.247858
https://doi.org/10.1080/19439340902924043
https://pubmed.ncbi.nlm.nih.gov/28285607
https://doi.org/10.1017/S0029665117000283
https://pubmed.ncbi.nlm.nih.gov/31401992
https://doi.org/10.1016/S2214-109X(19)30341-9
https://pubmed.ncbi.nlm.nih.gov/29113618
https://doi.org/10.1017/S0954422417000208
https://pubmed.ncbi.nlm.nih.gov/29081315
https://pubmed.ncbi.nlm.nih.gov/29081315
https://doi.org/10.1017/S1368980017002786
https://pubmed.ncbi.nlm.nih.gov/18280314
https://doi.org/10.1016/S0140-6736(08)60249-4
https://doi.org/10.1016/S0140-6736(08)60249-4
https://pubmed.ncbi.nlm.nih.gov/18280329
https://doi.org/10.1016/S0140-6736(08)60271-8
https://pubmed.ncbi.nlm.nih.gov/23746778
https://doi.org/10.1016/S0140-6736(13)60988-5


Onah et al. 
PA

PE
R

S

2024  •  Vol. 14  •  04186	 12	 www.jogh.org • doi: 10.7189/jogh.14.04186

22 �Margolies A, Hoddinott J. Costing alternative transfer modalities. J Dev Effect. 2015;7:1–16. doi:10.1080/19439342.2014
.984745

23 �United Nations International Children’s Emergency Fund. Final Evaluation of the Unconditional Cash and Voucher 
Response to the 2011–12 Crisis in Southern and Central Somalia. New York, USA: United Nations International Children’s 
Emergency Fund;2012. Available: https://www.calpnetwork.org/wp-content/uploads/2020/01/final-evaluation-of-the-ctp-
response-in-sothern-and-central-somalia.pdf. Accessed: 24 October 2024.

24 �Overseas Development Institute. Doing cash differently: How cash transfers can transform humanitarian aid. London, UK: 
Overseas Development Institute; 2015. Available: https://odi.org/en/publications/doing-cash-differently-how-cash-trans-
fers-can-transform-humanitarian-aid/. Accessed: 24 October 2024.

25 �Pega F, Liu SY, Walter S, Lhachimi SK. Unconditional cash transfers for assistance in humanitarian disasters: Effect 
on use of health services and health outcomes in low-and middle-income countries. Cochrane Database Syst Rev. 
2015;2015:CD011247. Medline:26360970 doi:10.1002/14651858.CD011247.pub2

26 �Manley J, Gitter S, Slavchevska V. How effective are cash transfers at improving nutritional status? World Dev. 2013;48:133–
55. doi:10.1016/j.worlddev.2013.03.010

27 �Devereux S. Social protection for enhanced food security in sub-Saharan Africa. Food Policy. 2016;60:52–62. doi:10.1016/j.
foodpol.2015.03.009

28 �Sabates-Wheeler R, Devereux S. Sustainable graduation from social protection programmes. Dev Change. 2013;44:911–
38. doi:10.1111/dech.12047

29 �Costella C, Jaime C, Arrighi J, Coughlan de Perez E, Suarez P, van Aalst M. Scalable and sustainable: how to build antici-
patory capacity into social protection systems. IDS Bull. 2017;48:15–31. doi:10.19088/1968-2017.151

30 �Taylor-Gooby P. Security, equality and opportunity: attitudes and the sustainability of social protection. J Eur Soc Policy. 
2011;21:150–63. doi:10.1177/0958928710385735

31 �Adato M, Hoddinott J. Conditional cash transfer programs: A” magic bullet” for reducing poverty? Washington, D.C., USA: 
International Food Policy Research; 2007.

32 �Barber SL, Gertler PJ. The impact of Mexico’s conditional cash transfer programme, Oportunidades, on birthweight. Trop 
Med Int Health. 2008;13:1405–14. Medline:18983270 doi:10.1111/j.1365-3156.2008.02157.x

33 �Trenouth L, Colbourn T, Fenn B, Pietzsch S, Myatt M, Puett C. The cost of preventing undernutrition: cost, cost-efficiency 
and cost-effectiveness of three cash-based interventions on nutrition outcomes in Dadu, Pakistan. Health Policy Plan. 
2018;33:743–54. Medline:29912462 doi:10.1093/heapol/czy045

34 �Pakistan Bureau of Statistics. Press Release on Provisional Summary Results of 6th Population and Housing Census–2017. 
2017. Available: https://www.pbs.gov.pk/sites/default/files/2022-04/population_Census_2017_Results.pdf. Accessed: 12 
November 2024.

35 �Bureau of Statistics Punjab. Planning & Development Board, Government of the Punjab. Multiple Indicator Cluster Survey. 
Multiple Indicator Cluster Survey Punjab, 2017-18, Survey Findings Report. Lahore, Pakistan: Pakistan: Bureau of Statistics 
Punjab, Planning & Development Board, Government of the Punjab; 2018. Available: https://www.unicef.org/pakistan/
media/3121/file/Multiple%20Indicator%20Cluster%20Survey%202017-18%20-%20Punjab.pdf. Accessed: 24 October 
2024.

36 �Soofi SB, Ariff S, Khan GN, Habib A, Kureishy S, Ihtesham Y, et al. Effectiveness of unconditional cash transfers com-
bined with lipid-based nutrient supplement and/or behavior change communication to prevent stunting among children 
in Pakistan: a cluster randomized controlled trial. Am J Clin Nutr. 2022;115:492–502. Medline:34612491 doi:10.1093/
ajcn/nqab341

37 �Fox-Rushby JA, Hanson K. Calculating and presenting disability adjusted life years (DALYs) in cost-effectiveness analysis. 
Health Policy Plan. 2001;16:326–31. Medline:11527874 doi:10.1093/heapol/16.3.326

38 �World Bank. Country Profiles: Pakistan. 2018. Available: https://data.worldbank.org/indicator/NY.GDP.PCAP.
CD?locations=PK. Accessed: 24 October 2024.

39 �Murray CJL, Lopez AD, World Health Organization, World Bank, Harvard School of Public Health. The global burden 
of disease: a comprehensive assessment of mortality and disability from diseases, injuries, and risk factors in 1990 and 
projected to 2020: summary. Geneva, Switzerland: World Health Organization; 1996. Available: https://iris.who.int/han-
dle/10665/41864. Accessed: 24 October 2024.

40 �United Nations Inter-agency Group for Child Mortality Estimation. Levels and trends in child mortality: Report 2018. 
New York, USA: United Nations International Children’s Emergency Fund; 2018. Available: https://www.unicef.org/
media/47626/file/un-igme-child-mortality-report-2018.pdf. Accessed: 24 October 2024.

41 �Shaheen R, Persson LÅ, Ahmed S, Streatfield PK, Lindholm L. Cost-effectiveness of invitation to food supplementation 
early in pregnancy combined with multiple micronutrients on infant survival: analysis of data from MINIMat randomized 
trial, Bangladesh. BMC Pregnancy Childbirth. 2015;15:125. Medline:26018633 doi:10.1186/s12884-015-0551-y

42 �Carrera C, Azrack A, Begkoyian G, Pfaffmann J, Ribaira E, O’Connell T, et al. The comparative cost-effectiveness of 
an equity-focused approach to child survival, health, and nutrition: a modelling approach. Lancet. 2012;380:1341–51. 
Medline:22999434 doi:10.1016/S0140-6736(12)61378-6

43 �Waters HR, Penny ME, Creed-Kanashiro HM, Robert RC, Narro R, Willis J, et al. The cost-effectiveness of a child nutri-
tion education programme in Peru. Health Policy Plan. 2006;21:257–64. Medline:16672293 doi:10.1093/heapol/czl010

44 �Shekar M, Kakietek J, Dayton Eberwein J, Walters D. An investment framework for nutrition: reaching the global targets 
for stunting, anemia, breastfeeding, and wasting. Washington, D.C., USA: World Bank; 2017. Available: https://openknowl-
edge.worldbank.org/entities/publication/4279fa82-5189-568c-9723-344dcd223a3d. Accessed: 24 October 2024.

RE
FE

RE
N

C
E

S

https://doi.org/10.1080/19439342.2014.984745
https://doi.org/10.1080/19439342.2014.984745
https://pubmed.ncbi.nlm.nih.gov/26360970
https://doi.org/10.1002/14651858.CD011247.pub2
https://doi.org/10.1016/j.worlddev.2013.03.010
https://doi.org/10.1016/j.foodpol.2015.03.009
https://doi.org/10.1016/j.foodpol.2015.03.009
https://doi.org/10.1111/dech.12047
https://doi.org/10.19088/1968-2017.151
https://doi.org/10.1177/0958928710385735
https://pubmed.ncbi.nlm.nih.gov/18983270
https://doi.org/10.1111/j.1365-3156.2008.02157.x
https://pubmed.ncbi.nlm.nih.gov/29912462
https://doi.org/10.1093/heapol/czy045
https://pubmed.ncbi.nlm.nih.gov/34612491
https://doi.org/10.1093/ajcn/nqab341
https://doi.org/10.1093/ajcn/nqab341
https://pubmed.ncbi.nlm.nih.gov/11527874
https://doi.org/10.1093/heapol/16.3.326
https://pubmed.ncbi.nlm.nih.gov/26018633
https://doi.org/10.1186/s12884-015-0551-y
https://pubmed.ncbi.nlm.nih.gov/22999434
https://pubmed.ncbi.nlm.nih.gov/22999434
https://doi.org/10.1016/S0140-6736(12)61378-6
https://pubmed.ncbi.nlm.nih.gov/16672293
https://doi.org/10.1093/heapol/czl010


Cost-effective interventions for child nutrition in Pakistan

PA
PE

R
S

www.jogh.org • doi: 10.7189/jogh.14.04186	 13	 2024  •  Vol. 14  •  04186

45 �World Health Organization on Macroeconomis and Health. Macroeconomics and health: investing in health for economic 
development: Geneva, Switzerland: World Health Organization; 2001. Available: https://iris.who.int/handle/10665/42435. 
Accessed: 24 October 2024.

46 �Neumann PJ, Kim DD, Trikalinos TA, Sculpher MJ, Salomon JA, Prosser LA, et al. Future directions for cost-effectiveness 
analyses in health and medicine. Med Decis Making. 2018;38:767–77. Medline:30248277 doi:10.1177/0272989X18798833

47 �Kent S, Becker F, Feenstra T, Tran-Duy A, Schlackow I, Tew M, et al. The challenge of transparency and validation in 
health economic decision modelling: a view from Mount Hood. PharmacoEconomics. 2019;37:1305–12. Medline:31347104 
doi:10.1007/s40273-019-00825-1

48 �Woods B, Revill P, Sculpher M, Claxton K. Country-level cost-effectiveness thresholds: initial estimates and the need for 
further research. Value Health. 2016;19:929–35. Medline:27987642 doi:10.1016/j.jval.2016.02.017

49 �Government of Pakistan. Ministry of Planning & Development. Annual Plan 2013-14. Pakistan: Government of Pakistan; 
2013. Available: https://www.pc.gov.pk/uploads/annualplan/2013-2014.pdf. Accessed: 24 October 2024.

50 �Nasim A. Fiscal space for social protection in Pakistan. Lahore, Pakistan: Institute of Development and Economic 
Alternatives; 2014. Available: https://ideasdev.org/wp-content/uploads/2022/10/Fiscal-Space-for-Social-Protection-in-
Pakistan_01.12.14_Policy-paper-.pdf. Accessed: 24 October 2024.

51 �Cookson R, Mirelman AJ, Griffin S, Asaria M, Dawkins B, Norheim OF, et al. Using cost-effectiveness analysis to address 
health equity concerns. Value Health. 2017;20:206–12. Medline:28237196 doi:10.1016/j.jval.2016.11.027

RE
FE

RE
N

C
E

S

https://pubmed.ncbi.nlm.nih.gov/30248277
https://doi.org/10.1177/0272989X18798833
https://pubmed.ncbi.nlm.nih.gov/31347104
https://doi.org/10.1007/s40273-019-00825-1
https://pubmed.ncbi.nlm.nih.gov/27987642
https://doi.org/10.1016/j.jval.2016.02.017
https://pubmed.ncbi.nlm.nih.gov/28237196
https://doi.org/10.1016/j.jval.2016.11.027

