
KEY MESSAGES
	■ Addressing malnutrition requires coordinated 

action across multiple sectors – from health and 
agriculture to social protection and education. 
A multisectoral approach to nutrition is essential 
for accelerating progress toward improved nutri-
tion outcomes.

	■ Between 2018-2025, the World Bank and the Pow-
er of Nutrition co-financed multisectoral nutrition 
programs in Rwanda, Côte d'Ivoire, and Madagas-
car generating valuable evidence on what it takes 
to make multisector collaboration and program-
ming work at scale.

	■ Five operational pillars proved essential:  
(1) strong political commitment and governance 
structures, (2) co-location of services at communi-
ty and health facility levels, (3) active citizen en-
gagement and community mobilization, (4) strate-
gic financing mechanisms such as results-based 
financing that incentivized coordination and 
quality, and (5) strengthened performance moni-
toring systems.

	■ All three countries achieved significant improvements 
in nutrition indicators, with stunting reductions ranging 
from 3.2 to 10.1 percentage points and substantial 
increases in coverage of key interventions.

	■ Key lessons include government-led coordination 
platforms, community-based delivery models, 
robust M&E systems with sector accountability 
mechanisms, and strategic financing channeled 
through government systems.
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INTRODUCTION
Stunting, a key marker of chronic childhood malnutri-
tion, affects individual health, national progress, and 
economic productivity (Shekhar et. al, 2024). It can 
cause poor birth outcomes, weaken immune systems, 
impede growth, impair learning, and reduce work 
performance (Shekhar et al., 2024). Evidence consis-
tently shows that multisectoral approaches addressing 
interconnected determinants- health, education, 
agriculture, social protection and water and sanitation 
are most effective for reducing stunting (Black et al., 
2013; UNICEF, 2020; Bhutta et al., 2020). 
However, translating multisectoral commitment into 
operational reality remains a significant challenge. 
Getting sectors to coordinate effectively, aligning 
financing mechanisms, establishing accountability 
systems, and ensuring quality service delivery all 
require deliberate investment in structures and processes 
that often don’t exist. This is the implementation gap 
countries struggle with. 
Since 2015, the Power of Nutrition (PON) has cata-
lyzed nutrition investments through co-financing with 
the World Bank and country governments. In Rwanda, 
Côte d'Ivoire, and Madagascar, these partnerships 
supported innovative multisectoral nutrition interven-
tions focused on reducing stunting through 'nutrition 
convergence'—coordinated implementation of nutri-
tion-specific and nutrition-sensitive interventions 
within targeted geographic areas.
This brief summarizes what these three countries 
learned about making multisectoral nutrition pro-
grams work on the ground. The lessons here are prac-
tical, grounded in real implementation experience, 
and designed to help other countries navigate the 
operational challenges of multisectoral coordination.
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Baseline Stunting: 
38% (2014/15)

Key Challenges: 
Low coverage of high-impact 
interventions; inadequate  
CHW capacity; fragmented  
service delivery

Baseline Stunting: 
30% national, 40% in North/
Northeast regions (2018)

Key Challenges: 
Fragmented coordination across 
sectors; limited community 
platforms; low service utilization

Baseline Stunting: 
42% national (2018)

Key Challenges: 
Fragmented health and nutrition 
services; weak referral systems; 
cyclical vulnerability to  
food insecurity

Project Period: 
2018-2025

Total Financing: 
$168.85M 
(PON: $40M, IDA: $110.85M, 
GFF: $18M)

Project Period: 
2018-2024

Total Financing: 
$60.4M 
(PON: $10.4M, IDA: $50M)

Project Period: 
2018-2023  
(Phase 1 of 10-year MPA)

Total Financing: 
$110M 
(PON: $10M, IDA: $100M)

Sectors Involved 
Health (Nutrition), 
Social Protection and Agriculture

Sectors Involved 
Health (Nutrition)Education

Sectors Involved 
Nutrition 
Health

These investments represented a shift from traditional 
sector-specific approaches to coordinated multisec-
toral programming through 'nutrition convergence'—
ensuring that young children and mothers have 

simultaneous access to integrated packages of nutri-
tion-specific and nutrition-sensitive interventions at 
the community and facility levels.

Note: Data from the WB ICR Reports and Power of Nutrition Annual Reports (2024)

COUNTRY CONTEXT AND 
INVESTMENT OVERVIEW

At the start of these investments, all three countries faced 
high stunting rates and significant bottlenecks in nutrition 
service delivery:

RWANDA CÔTE D'IVOIRE MADAGASCAR
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Strong political commitment from national to subna-
tional levels are foundational to successful multisec-
toral implementation. However, functional structures 
are needed to translate that commitment into action 
on the ground (Subandoro et al., 2021).

Rwanda demonstrated firm commitment with two 
complementary World Bank-supported projects 
Stunting Prevention and Reduction Project (SPRP, 
2018-2025) and the Strengthening Social Protection 
Project (SSPP, 2018-2021) embedded within the 
National Early Childhood Program under direct Presi-
dential oversight.  An additional financing to the then 
active SSPP complemented these efforts by intro-
ducing nutrition-sensitive direct services (NSDS) 
that strengthened the social protection system, 
including conditional cash transfers to the poorest 
households with pregnant women and children under 
two. SPRP and SSPP also coordinated with the Global 
Agriculture and Food Security Program (GAFSP) to 
link project households to improved agriculture and 
livelihoods services. The project leveraged Rwanda's 
Imihigo performance contracts between the Presi-
dent and district authorities, incorporating core nutrition 
indicators into these binding agreements, and 

strengthened District Plans to Eliminate Malnutrition 
with scorecards for accountability.

Côte d'Ivoire establ ished a Prime Minister-led 
multisectoral National Nutrition Council (Conseil 
National de la Nutrition, CNN) in 2016. The CNN led 
the development of the first National Multisectoral 
Plan for Nutrition 2016-2020 (PNMN), recently updated 
through 2026, focusing on geographic and opera-
tional convergence. Regional and sub-prefectural 
coordination bodies—14 CORNAPEs (Regional 
Operational Coordination for Nutrition) and 227 COS-
NAPEs (Sub-Prefectural Operational Coordination 
for Nutrition)—were established involving more than 11 
technical ministries to plan and implement joint activities.

Madagascar's government designed an ambitious 
10-year Multiphase Programmatic Approach (MPA) 
with the WB-PON partnership convincing the govern-
ment to double its nutrition allocation. An interminis-
terial coordination entity under the Ministry of Econo-
my and Finance positioned nutrition as an investment 
in economic development, with Regional and District 
Technical Committees formed to plan joint activities 
and resolve implementation challenges.

1. GOVERNANCE: HIGH-LEVEL LEADERSHIP AND INSTITUTIONAL COORDINATION

OPERATIONALIZING  
MULTISECTORAL NUTRITION:  
KEY APPROACHES

Integrating health, nutrition, and early childhood 
development services at the same time and place 
increased efficiency and coverage whtile reduc-
ing fragmentation.

Rwanda established 14,062 ECD settings across 13 
SPRP districts, reaching 425,154 children with inte-
grated high-impact nutrition services, early stimula-
tion activities, and growth monitoring and promotion. 
These centers served as permanent platforms where 
multiple sectors converged at the community level to 
deliver coordinated services. Over 55,000 community 
health workers (CHWs) were trained to incorporate 
ECD services into their routine work. Conditional cash 

transfers to the poorest households with pregnant 
women and children under-two created demand for 
integrated services while the SPRP strengthened supply. 

Côte d'Ivoire created 2,365 Community Nutrition 
Activity Enhancement Hearths (Foyers de Renforcement 
des Activités de Nutrition Communautaire, FRANCs) as 
permanent platforms where families could access mul-
tiple services in one place. Trained volunteers con-
ducted active malnutrition screening, provided treat-
ment for moderate acute malnutrition, referred 
severe cases (covering medical and transportation 
costs) and provided nutrition education through cooking 
demonstrations, and promoted WASH practices. 

2. CO-LOCATION OF SERVICES AT COMMUNITY AND HEALTH FACILITY LEVELS
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Rwanda strengthened CHW programs through  
reformed training, certification, accreditation, and 
incentive payment systems. The Child Length Mat 
enabled CHWs and local officials to identify children 
at risk of stunting and the Child Score Card tracked 22 
interventions for pregnant women and children under 
two, providing timely data to stakeholders for iden-
tifying gaps.

Côte d'Ivoire engaged volunteer facilitators selected 
through transparent processes involving local steer-
ing communities, enhancing their legitimacy and 
sustainability. By project closure, 489,357 caregivers 

had participated in parenting education activities, 
and 39,188 women of reproductive age received 
functional literacy training focusing on nutrition 
and stimulation.

Madagascar rapidly scaled integrated communi-
ty-based health and nutrition services with community 
leadership being vital to project success. A voucher 
system at primary healthcare facilities and Integrated 
Management of Childhood Il lness (IMCI) at the 
community level addressed cost and distance barri-
ers that often prevent families from seeking care.

3. CITIZEN ENGAGEMENT AND COMMUNITY MOBILIZATION

Madagascar paired community health and nutrition 
workers at 4,526 integrated sites to deliver the complete 
RMCHN package in coordination with strengthened 
primary care facilities. This addressed fragmentation 
at the delivery level, providing families with every-

thing they needed—early childhood stimulation, nu-
trition counse l ing,  growth  moni tor ing,  acute 
malnutrition management, and childhood illness 
treatment in a coordinated way.

Rwanda improved interoperability of civil registration, 
national ID, health, and social protection information 
systems allowing the government to seamlessly identify 
and deliver benefits to the poorest families and children. 
An ECD Dashboard combined performance data 
across sectors, enabling comprehensive budget reviews 
for program course correction and a Child Scorecard 
tracked 22 interventions at all levels creating account-
ability by providing timely nutrition data for identifying 
gaps and developing solutions.

Côte d'Ivoire’s Computerized Monitoring and Evaluation Sys-
tem (Système Informatisé de Suivi Evaluation, SISE) 

collected performance data at the FRANC level and 
validated it through COSNAPE and CORNAPE 
coordination committees. Regular tracking enabled 
data-driven decision-making and project restructur-
ing based on actual performance.

Madagascar emphasized adaptive learning, with health 
and nutrition sectors jointly designing monitoring 
mechanisms to track the integrated RMNCHN package. 
The CommCare mobile application  allowed community 
workers to input real-time data, complete electronic 
reports, and track referrals between community 
and facilities. 

5. STRENGTHENED PERFORMANCE MONITORING SYSTEMS   
    AND USE OF DATA FOR DECISION-MAKING

Rwanda established a system for budget tagging, 
tracking, and evaluation of nutrition-related interven-
tions through the Integrated Financial Management 
Information System. This ensured alignment with the 
NECDP Strategic Plan, enhanced spending efficiency, 
and enabled program course correction when imple-
mentation went off-track. The country also imple-
mented comprehensive results-based financing (RBF) 
for health centers and CHWs, plus conditional cash 
transfers for the poorest households with pregnant 
women and children under two.

Madagascar removed financial barriers through a fee 
exemption scheme for key RMNCHN interventions 
and project-financed delivery kits. The project 
contracted health workers to address staffing gaps, 
with an agreement for government budget absorp-
tion over time, ensuring sustainability while building 
system capacity.

4. NUTRITION-RESPONSIVE FINANCING
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Stunting (under 5) 43.6% (2018 → 36.6% 
(2024)  
(-7.0 pp)

39.0% (2020) 
32.35% (2024)2  
(-6.65 pp)

42.0% (2018) → 39.8% 
(2021) 
(-2.2 pp)

ANC 4+ visits 42% (2018) → 67.1% 
(2024) 
(+25.1 pp)

67.0% (2020)  → 
62% (2024)ibid

50.6% (2018) → 59.9% 
(2021) 
(+8.9 pp)

1https://msh.org/story/mobile-app-technology-improves-health-delivery-in-rural-madagascar/. Accessed on 12/24/2025.
2This reduction in stunting was seen in the 14 regions where the project was implemented and is based on an  
  external evaluation conducted by a consultant group called African Consultants Group. 

RESULTS:  
CHANGE IN NUTRITION OUTCOMES

All three countries achieved significant improve-
ments in nutrition indicators, demonstrating that 
operationalizing multisectoral approaches at scale 
is both feasible and effective. 

INDICATOR BURKINA FASO CÔTE D'IVOIRE MADAGASCAR

Exclusive  
Breastfeeding

87.3 (2014-15) → 81.0% 
(2019) 
(-6.3 pp)

3.7% (2020) → 74% 
(2024) 
(+70.3 pp)

64.6% (2018) 
69.8% (2023) 
(+5.2pp)

Minimum Acceptable 
Diet (6-23 months)

22.9% (2018) → 59.5% 
(2024) 
(+36.6 pp)

1.8% (2020) → 19% 
(2024) 
(+17.2 pp)

21.0% (2018) → 20.0% 
(2021) 
(-1.0 pp)

Fe/Folic Acid  
Supplementation for 
Pregnant Women

70.7% (2014) → 80.0% 
(2019) 
(+9.3 pp)

86.4% (2021, DHS) 35.8% (2020) → 79.3% 
(2023) 
(+43.5 pp)

Total Beneficiaries 
Reached

2,833,847 children 
3,843,148 women

900,004 women  
and children

3 million women and 
children under 5 through 
4,526 community sites 
and 1,120 primary  
health facilities.

INDICATOR BURKINA FASO CÔTE D'IVOIRE MADAGASCAR

Note: pp = percentage points. a Reduction in 14 project regions based on external evaluation (African Consultants Group, 
2024). Data sources: Rwanda MICS 2024, RDHS 2019-20; Côte d'Ivoire DHS 2021; Madagascar MICS 2018, 2021; 
World Bank ICR Reports (Rwanda 2024, Côte d'Ivoire 2024, Madagascar 2023); Power of Nutrition Annual Reports 2024.

Beyond these primary indicators, all three countries 
showed improvements in specific intervention cov-
erage, community engagement, and system stren 
gthening. Rwanda achieved 92% of CHWs receiving 
quarterly supportive supervision (up from 40%), and 
90.5% of eligible households received conditional 
cash transfers. Côte d'Ivoire established 2,365 functional 

FRANCs with 70% effectively managing moderate 
acute malnutrition, installed latrines in 31,548 
households, and trained 197,862 mothers in food 
production and processing. Madagascar improved 
health facility reporting from 34% to 75% of primary 
care facilities providing monthly activity reports on 
time, strengthening data-driven program management. 
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LESSONS LEARNED
Implementation experiences from Rwanda, 
Côte d'Ivoire, and Madagascar—along with 
evidence from other multisectoral nutrition 
programs (Brown et al., 2020; Subandoro et al., 
2021)—highlight critical lessons for oper-
ationalizing multisectoral approaches:

All three countries demonstrated that presidential or 
prime ministerial leadership created enabling envi-
ronments for multisectoral programming. However, 
real progress depended on strong government-led 
coordination platforms across sectors and with 
clear roles, adequate human resources, and the 
authority to make decisions from the national to 
subnational levels.

Local platforms played a key role in increasing demand, 
changing behaviors and building ownership across 
sectors and toward a household-focused approach. 
FRANCs in Côte d'Ivoire, strengthened CHW pro-
grams in Rwanda, and paired community workers in 
Madagascar all showed that community platforms 
helped improve access, quality, and sustainability. 
Transparent selection of community volunteers (e.g., 
through Local Steering Committees) ,  ongoing 
support and recognition, and engagement of tradi-
tional leaders strengthened trust and effectiveness.

HIGH-LEVEL POLITICAL COMMITMENT 
MUST BE TRANSLATED INTO FUNCTIONAL 
INSTITUTIONAL ARRANGEMENTS

COMMUNITY-BASED  
MODELS ARE CRITICAL

Nutrition programs were more sustainable when they 
were built into government planning and budgeting 
systems. Rwanda's budget tagging and tracking 
showed how nutrition can be mainstreamed into plan-
ning and budgeting processes. However, establishing 
these systems requires strong government capacity 
and additional investment where planning and 
budgeting systems are weak, especially for cross-sec-
tor coordination. Costed multisectoral nutrition strat-
egies integrated into existing government process-
es—rather than stand alone, donor-driven plans help 
build ownership and long-term viability. 

INTEGRATING NUTRITION INTO 
PUBLIC FINANCING SYSTEMS 
SUPPORTS SUSTAINABILITY

Rwanda's experience with RBF for health centers, 
CHWs, and conditional cash transfers for households 
show its potential to improve service quality and utili-
zation. However, these approaches require strong 
monitoring systems, clear performance metrics, and 
adequate financing to sustain incentive payments.

RESULTS-BASED FINANCING  
REQUIRES CAREFUL DESIGN
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Madagascar's 10-year MPA and Côte d'Ivoire's follow-on 
investment signal sustained commitment beyond 
typical 5-year project cycles. Phased implementation 
allowed for learning, adaptation, and progressive sys-
tem strengthening. 

Implementation approaches varied significantly across 
countries based on existing platforms (Rwanda's 
Imihigo contracts, Côte d'Ivoire's FRANCs, Madagascar's 
paired worker model) and governance arrangements. 
Formative research and human-centered design 
approaches, as used in Madagascar helped improve 
cultural relevance and uptake. 

Scorecards holding sectors accountable for specific 
results proved particularly effect ive.  However, 
many programs lack robust M&E frameworks, and 
require targeted investment  in  data systems, 
capacity building, and routine use of performance 
information (Brown et. al, 2020). 

LONG-TERM PROGRAMMATIC APPROACHES  
(MPAS) STRENGTHEN SYSTEMS BUT  
REQUIRE ADAPTIVE MANAGEMENT 

CONTEXT MATTERS-ADAPTION TO LOCAL GOVER-
NANCE STRUCTURES, SERVICE DELIVERY CAPACITY, 
AND CULTURAL CONTEXTS IS ESSENTIAL

ROBUST MONITORING 
DRIVES ACCOUNTABILITY
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The experiences of Rwanda, Côte d'Ivoire, and 
Madagascar show that multisectoral nutrition pro-
grams can be implemented at scale when supported 
by strong operational systems. Political commitment, 
effective coordtination, community-based delivery, 
strategic financing, and robust monitoring systems 
are essential requirements. 

These countries achieved significant reductions in 
stunting and improved nutrition coverage through 
deliberate investment in the “how” of multisectoral 
coordination. They moved beyond policies to estab-
lish concrete structures, processes and incentives 
enabling sectors to work together effectively. 

As countries advance toward the Sustainable Devel-
opment Goals and Universal Health Coverage targets, 
multisectoral nutrition programs offer an important 
pathway for strengthening human capital. The opera-
tional approaches documented here provide action-
able guidance for translating multisectoral strategies 
into results. Continued investment in implementation 
research, and cross-country learning will be important 
to move from “what works” to “how it works at scale”. 

CONCLUSION
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