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KEY MESSAGES

= Improving nutrition service coverage and outcomes
requires strengthening the health systems across
all six building blocks: service delivery, health work-
force, financing, health products, information systems,
and governance.

= Strong government commitment, high-level political
leadership, and dedicated coordination structures
are critical enablers for integrating nutrition into
health systems and achieving Universal Health
Coverage goals.

= Performance-based incentive mechanisms—including
Program-for-Results (PforR) financing, disburse-
ment-linked indicators (DLIs), and results-based
financing (RBF)—create accountability for delivering
quality nutrition services when adequately funded
and reliably implemented.

= Fragile settings demand flexible designs and
adaptive financing for maintaining nutrition services
as demonstrated in Burkina Faso and Ethiopia.

= Robust health information systems with interop-
erable platforms and routine nutrition indicators
enable data-driven decision-making, performance
monitoring, and accountability at all levels.
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High coverage and quality of nutrition services during
the first 1,000 days are essential for achieving Universal
Health Coverage (UHC) and strengthening human
capital (Shekhar et. al, 2024; Heidkamp et al, 2020). In
low- and middle-income countries, most nutrition
interventions for mothers and children are delivered
through primary health care, making health systems
strengthening critical for delivering high-impact inter-
ventions at scale (Heidkamp et al, 2020; Subandoro
et al, 2022).

Unfortunately, in many countries, nutrition interven-
tions are either not delivered consistently or are delivered
with insufficient quality during key contact points such
as antenatal care, newborn care, postnatal care, and
well-child visits (Heidkamp et al, 2020; Subandoro et
al, 2022; Holschneider et. al 2022). Improving health
service delivery for nutrition requires action across the
six health system pillars: (1) health services that pro-
vide effective coverage of nutrition services; (2) health
workers who are trained, mentored, and supervised
to deliver nutrition interventions; (3) functional public
financial management systems; (4) access to quality,
effective, safe, and affordable health and nutrition
products; (5) health information systems that track
essential nutrition actions; and (6) political leadership
and governance (Subandoro et al, 2022; Kruk et. al,
2020; WHO, Nutrition in UHC, 2020).

This brief presents examples from Burkina Faso, Ethiopia,
Rwanda, and Tanzania, showing how between 2015
and 2024, governments - with financial support from
the World Bank and partners including the Power
of Nutrition and Global Financing Facility created
enabling environments across all six health system
pillars to strengthen their health and nutrition service
delivery systems. It summarizes key achievements,
and lessons learned to provide actionable guidance
for countries seeking to strengthen nutrition within
health systems as part of their UHC agenda.
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SUMMARY OF KEY RESULTS ‘ mprovarmants o idictorsand ervios soverige
ACROSS FOUR COUNTRIES . )

despite very different contexts and challenges:

| s
INDICATOR BURKINA FASO ETHIOPIA RWANDA TANZANIA

PROJECT PERIOD 2018-2024 2017-2022 2018-2026 2015-2021
STUNTING 25% — 21.6% 38% (2017) — 43.6% — 36.6% 34% (2015) —
(UNDER-5) 36.8% (2019) 30.0% (2022)
EXCLUSIVE 55.8% (2021) — 58.0% (2016) — 87.3 (2014-15) — 59.0% (2015) —
BREASTFEEDING 75.4% (2024) 59.0% (2019) 81.0% (2019) 64.0% (2022)

(0-5 MONTHS)

MINIMUM DIETARY  24.6% (2021) — 14% (2014) — 22.9% — 59.5% 26.0% (2015) —
DIVERSITY 32.8% (2024) 14% (2019) 19.0% (2022)
(6-23 MONTHS)

ANTENATAL CARE 61.9% (2015) — 32% (2016) — 42% — 67.1% 35% — 90%

(4+ VISITS) 72% (2021)'* 43% (2022)

IFA SUPPLEMEN- 49.6% (2010) — 42.1% (2016) — 70.7% (2014) — 57% — 75%

TATION 88.9% (2022) 60% (2022) 80.0% (2019)

(PREGNANT (90+ days)

WOMEN)

TOTAL FINANCING  $110M (IDA, GFF, $190M $190.85M $270.18M

(USD MILLIONS) PON) (IDA, GFF, PON) (IDA, GFF, PON) (IDA, GFF,
USAID, PON)

PEOPLE REACHED 16.4 million 63.8 million 6.7 million 19.5 million

WITH NUTRITION

SERVICES

Note: Baseline and endline years vary by country based on project timelines. Sources: Burkina Faso data from World Bank
Implementation Completion and Results Report (ICR) for Health Services Reinforcement Project (2025) and DHS 2021, 2024;
Rwanda data from World Bank ICR, GFF data portal, and DHS 2014-15, 2019-20; Tanzania data from World Bank ICR for
Strengthening Primary Health Care for Results PforR (2022) and DHS 2015-16, 2022.

! https://data.gffportal.org/country/burkina-faso
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HEALTH SERVIGE DELIVERY
FOR NUTRITION

als

RWANDA

The Rwanda Stunting Prevention and Reduction
Project (SPRP) (2018-2026) supports health
facilities in targeted districts to improve delivery
of an enhanced package of high-impact nutrition
and health interventions aligned with the
Government's Maternal, Newborn, and Child
Health Strategic Plan (2018-2024). Health
facilities and district health teams are held
accountable through the national perfor-
mance-based financing program, which links
provider payments to nutrition service delivery
indicators. The project also supports home-
based early childhood development centers
to co-locate health and nutrition services with
parenting interventions, creating an integrated
platform for holistic child development.

Effective nutrition service delivery requires integrating
evidence-based interventions into routine maternal and child
health contact points while ensuring quality and equitable access
(Heidkamp et. al, 2020; Kruk et. al, 2020). The four countries
took very different approaches - from performance-based
incentives to innovative delivery models in fragile settings.

BURKINA FASO

The Health Services Reinforcement project
(2018-2024) in Burkina Faso showed how nutrition
services can be maintained and adapted in fragile,
conflict-affected environments. With several proj-
ect regions under states of emergency, health
facility closures, and over one million internally
displaced persons, the project prioritized eight
regions for enhanced monitoring. The project
partnered with NGOs and UN agencies to
deliver health and nutrition services in insecure
areas. A key innovation was delivering small
quantity lipid-based nutrition supplements
(SQ-LNS) alongside routine immunizations at
operational health facilities in one region and
through community-based platforms in areas
with displaced populations who could not access
facilities in two regions. This approach made
delivery of the shelf-stable, easy-to-use
commodity feasible in high-burden, high-security
areas and increased uptake, reaching 287,762
children aged 6-23 months during the
project period.
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HEALTH WORKFORCE
FOR NUTRITION

als

A skilled, motivated, and adequately supported health workforce is
essential for delivering quality nutrition counseling and interventions
(WHO, 2020). The four countries invested in training, mentorship,
supervision, and performance incentives to build workforce capacity at
facility and community levels.

-
RWANDA ETHIOPIA

Rwanda expanded the national perfor-
mance-based financing scheme to incentivize
quality service delivery of essential nutrition
interventions among community health workers
and health centers. The financing helped reform
the existing CHW model by enhancing training,
certification, accreditation, supervision, and
mentoring. By 2024, 92% of CHWSs received
quarterly supportive supervision from health
centers, compared to 40% in 2018 (Subandoro
et. al, 2022).

2

Tanzania provided results-based financing
payments to dispensaries, health centers, and
district hospitals to incentivize the quantity and
quality of primary health care services, RMNCH,
and nutrition. However, the program was not
as effective as envisioned due to systemic delays
and eventual interruption of RBF payments to
health facilities, which undermined effectiveness
by demotivating facilities and limiting their
capacity to improve performance (WB ICR
Report for Strengthening PHC for Results PforR
Tanzania, 2022).

Ethiopia used the Maternal and Perinatal Death
Surveillance and Response system to identify
causes of maternal deaths and skills gaps among
health workers, then provided targeted clinical
mentorship to address identified weaknesses.
(WB ICR Report for the Health SDG PforR
Ethiopia, 2022).

BURKINA FASO

In Burkina Faso's challenging security environ-
ment, the project trained and supervised
community and facility-based health workers
to provide counseling and support on exclusive
breastfeeding and complementary feeding.
Partnerships with regional and local authorities,
communities, and other stakeholders were
established. Maintaining these partnerships will
be essential in ensuring that the follow-on
project creates accountability and ownership.
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HEALTH SYSTEMS FINANCING
FOR NUTRITION

als

-
RWANDA

Rwanda's program implemented systems to
mainstream nutrition tagging in the national

budget and track nutrition expenditures in the
National Budget Execution Report. An auto-
mated Integrated Financial Management
Information System generates real-time
budget execution reports so the National Child
Development Agency can monitor implemen-
tation of the nutrition budget across different
ministries and districts and allow for corrective
actions. Digital tracking and budget tagging
improved financial oversight, real-time monitoring,
and transparency.

ETHIOPIA

Ethiopia developed a 'One Plan, One Budget,
One Report' approach to harmonize nutrition
funding from government, donors, and private
sector. This streamlined fragmented financing
and improved predictability and efficiency of
resource allocation, addressing challenges
where external funding covered substantial
nutrition services but got underreported.

Sustainable nutrition financing requires both adequate
resource mobilization and effective financial management
systems. Budget tagging, tracking systems, and strategic
co-financing models improve transparency, and efficiency
of nutrition spending (Subandoro et. al, 2022).

BURKINA FASO

Burkina Faso mobilized strategic co-financing
in crisis settings. The $10 million from Power of
Nutrition in 2021 enabled essential nutrition
services to continue during the COVID-19 pan-
demic and growing fragility. This investment
catalyzed additional financing from the Islamic
Development Bank showing how strategic
investments leverage resources and sustain
critical services during humanitarian crises.
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PILLAR 4

ACCESS TO NUTRITION-
RELATED HEALTH PRODUCTS

2

Tanzania addressed weaknesses in supply chain
management through new governance and
accountability reforms, a new finance and
business model for the Medical Store Depart-
ment, private sector engagement, and information
technology to improve inventory management.
As a result, health facilities with continuous
availability of tracer medicines in the past year
increased by almtost 50%, from 30% in 2014 to
89% in 2020.

Essential nutrition interventions rely on nutrition-related
health products including ready-to-use therapeutic foods,
micronutrient powders, and medical devices. Ensuring
consistent availability and appropriate distribution of
these commodities is critical for service delivery quality
(WHO 2020; Salam RA et. al, 2019).

BURKINA FASO

Burkina Faso supplied and facilitated distribution
of small quantity lipid-based nutrition supple-
ments (SQ-LNS) for children 6-23 month,
through an innovative approach: delivering
SQ-LNS alongside routine immunizations at
operational health facilities and through
community-based platforms in areas with
displaced populations couldn’t access facilities.
Technical support included a retrospective
evaluation survey of SQ-LNS implementation
and a separate strategic dialogue on the country's
transition from iron and folic acid supple-
mentation for pregnant women to multiple
micronutrient supplements. The initial investment
generated demand for greater SQ-LNS investment
through emergency, agriculture, and follow-on
health projects.
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HEALTH INFORMATION
SYSTEMS THAT
INTEGRATE NUTRITION

als

ba
RWANDA

Rwanda strengthened performance monitoring
systems for multisectoral nutrition and improved
interoperability between civil registration, social
protection, and health systems to identify and
deliver benefits to the poorest families without
duplicating systems. The Child Scorecard tracks
22 interventions received by children under two
and pregnant women at facility, community, and
household levels, providing nutrition data to
key stakeholders to identify gaps and develop
solutions in a timely fashion. Linear growth
monitoring using the Length Mat has been
integrated into routine community child growth

monitoring and promotion activities since
2019-2020.

Strong health information systems track the coverage and quality
of essential nutrition indicators, enable data-driven decision-making,
performance monitoring, and accountability. Investing in interop-
erable data systems and digital technologies that provide continuous
feedback on nutritional status, service coverage, and quality
of care is essential (Heidkamp et al, 2020; WHO, 2020).

OTHER COUNTRIES

Tanzania incentivized data reporting practices and
supervision, with supervision visits and data
quality audits routinely conducted. Ethiopia
piloted the Unified Information System Nutrition
for Ethiopia (UNISE) including indicators from six
sector ministries, later integrated into the District
Health Information System. Burkina Faso
conducted annual SMART surveys despite
challenging security conditions, allowing for
evidence-based program adaptation in a rapidly
changing fragile environment.
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PILLAR 6

POLITICAL LEADERSHIP,
GOVERNANGE, AND
ACCOUNTABILITY FOR NUTRITION

als

RWANDA

Stunting reduction has been a priority for Rwanda's
Government for decades. While embedded within
a broader National Early Childhood Development
Program, the health system served as the primary
delivery platform for nutrition interventions. Clear
governance structures for nutrition were estab-
lished within the health system, defining insti-
tutional roles and accountability from national to
district levels. Program financing strengthened
District Plans to Eliminate Malnutrition and DPEM
Committees for coordinated oversight. DPEM
Scorecards created transparent accountability
mechanisms, tracking nutrition performance
against targets and enabling data-driven
management across the health system.

2

Tanzania's Government launched the Big Results
Now in Health 2015-2018 as a high-profile political
initiative to accelerate improvements in maternal
and child health through enhanced governance
and accountability. The BRN established coordi-
nated oversight across the Ministry of Health and
President's Office for Regional Administration
and Local Government, creating multilevel
accountability through national, regional, district,
and facility-level scorecards.

Strong government commitment, high-level political
leadership, and dedicated structures to oversee
nutrition interventions are critical enablers for inte-
grating nutrition into health systems and achieving
Universal Health Coverage goals (Salam et.al, 2019;
WHO 2020).

ETHIOPIA

The Ethiopia project provided technical assis-
tance and capacity building to support the
National Nutrition Program Il. This involved
designing and developing several policy instru-
ments and producing a series of assessments,
situation analyses, and surveys that allowed the
Ministry of Health to strengthen its capacity to
manage the national program, identify challenges
and shortcomings, and improve performance.

BURKINA FASO

The Government of Burkina Faso remained
firmly committed to reducing stunting, operating
in an increasingly fragile environment with
partnerships with regional and local authorities,
communities, and other stakeholders to foster
accountability and ownership and better adapt
project activities to local needs in a context of
subnational political instability.
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LESSONS LEARNED

GOVERNMENT COMMITMENT
AND POLITICAL LEADERSHIP
ARE ESSENTIAL

Strong government commitment, policies, and dedi-
cated structures to oversee nutrition interventions are
critical. Even in fragile settings like Burkina Faso,
maintaining government commitment while adapting
implementation approaches is essential for sustained
service delivery.

b —
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=

Budget tagging and tracking improves transparency and
information on nutrition spending across sectors and levels of
government. Digital systems enable real-time monitoring.
Ethiopia's '‘One Plan, One Budget, One Report' approach
showed how harmonizing financing from multiple sources
improves predictability and efficiency.

PERFORMANCE-BASED INGENTIVES
CREATE ACCOUNTABILITY WHEN

PROPERLY FUNDED

PforR financing, disbursement-linked indicators, and
performance-based financing can create accountability
for quality services. However, Tanzania's experience
showed that incentives must be adequately and reliably
funded. Systemic delays and interruption of RBF payments
to health facilities undermined effectiveness.

Burkina Faso partnered with NGOs, UN agencies, regional
and local authorities, and communities were essential to
deliver services in insecure areas. Ethiopia's Ministry of
Health successfully modified its approach during COVID-19
using digital technologies to collect nutrition data and
implement mass media campaigns.

DATA SYSTEM
ENABLE EVIDE
BASED MANA

Investing in interoperable data systems and technologies
that provide continuous feedback on population nutri-
tional status, service coverage, utilization, and quality
of care is key. Rwanda's interoperable platforms
linking civil registration, health, and social protection
systems enabled holistic tracking and seamless service
delivery. But more systematic sharing of results with
decentralized levels and strengthening their utilization
is needed.

STRATEGIC GO-FINANCING
BUILDS COUNTRY

OWNERSHIP

Channeling resources through government systems builds
ownership and capacity. All four countries showed how
catalytic investments from the Power of Nutrition
leveraged larger resources from IDA, GFF and other partners,
with Burkina Faso also catalyzing investment from the
Islamic Development Bank financing.
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HILTHRIN

The experiences from Burkina Faso, Ethiopia, Rwanda,
and Tanzania show that strengthening nutrition within
health systems is both achievable and essential for
progress toward Universal Health Coverage. Success
requires comprehensive action across all six-health
system building blocks, backed by strong government
commitment, adequate and predictable financing,
and flexible implementation approaches that can
adapt to diverse contexts including fragile settings.

Each country faced unique challenges—security
constraints in Burkina Faso, federal complexity in
Ethiopia, service quality gaps in Tanzania, coordination
requirements in Rwanda. Yet all achieved measurable
improvements in nutrition outcomes through systematic
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health systems strengthening. The investments reached
over 106 million women and children with nutrition
services, contributed to significant reductions in stunting
where measured, and improved coverage of essential
interventions including antenatal care, iron and folic acid
supplementation, and vitamin A supplementation.

As countries work toward UHC goals, these experi-
ences provide actionable evidence that investing in
nutrition through health systems strengthening brings
in significant returns. With systematic investments in
nutrition integrated across health system building
blocks, countries can accelerate progress toward
improved nutrition outcomes for all mothers and children.

STRENGTHENING NUTRITION WITHIN HEALTH SYSTEMS TO ACHIEVE UNIVERSAL HEALTH COVERAGE

LESSONS FROM BURKINA FASO, ETHIOPIA, RWANDA, AND TANZANIA



REFERENCES

1.

10.

11.

12.

13.

14.

1. Heidkamp RA, Wilson E, Menon P, Kuo H, Walton S, Gatica-Dominguez G, et al. How can we realise the
full potential of health systems for nutrition? The BMJ. 2020 Jan;368:12-8.

2. Holschneider S, Subandoro AW, Ruel-Bergeron J, Elder L. Building high-quality health systems to improve
nutrition services for women and children: Policy and implementation considerations. Washington, DC; 2022.

3. Kruk ME, Nimako KT. Building High Quality Health Systems: Global Financing Facility Investment Options.
Washington, DC; 2020.

4. Piatti-Funfkirchen, Ali Winoto Subandoro, Timothy Williamson, Kyoko Shibata Okamura M. Driving Nutrition
Action Through the Budget: A Guide to Nutrition-Responsive Budgeting. Washington DC; 2023 May.

5. Salam RA, Das JK, Bhutta ZA. Integrating nutrition into health systems: What the evidence advocates.
Matern Child Nutr. 2019 Jan;15 Suppl 1(Suppl 1):e12738. doi: 10.1111/mcn.12738. PMID: 30748112; PMCID:
PMC6594109.

6. Shekar M, Shibata K, Mireya O, Chiara VC, Aira D'. Investment Framework for Nutrition 2024.

7. Subandoro AW, Holschneider S, Ruel-Bergeron J. Operationalizing Multisectoral Nutrition Programs to
Accelerate Progress: A Nutrition Governance Perspective. Washington, DC; 2021.

8. Subandoro AW, Okamura K, Mehta M, Wang H, Ahluwalia N, Finkel E, et al. Positioning Nutrition Within
Universal Health Coverage: Optimizing Health Financing Levers. Discussion Paper. Washington DC; 2022 Jan.

9. Global Financing Facility. Rwanda: Cross-sectoral Convergence for Improved Nutrition and Human Capital
[Internet]. Washington, DC; 2021 [cited 2025 Feb 10]. Available from: https://gffklportal.org/knowledge/rwan-
da-cross-sectoral-convergence-for-improved-nutrition-and-human-capital/

10. NECDP. Rwanda Integrated Early Childhood Development Investment Case. Kigali, Rwanda; 2018.

11. The World Bank. Implementation Completion and Results Report for the Health Sustainable Development
Goals Program-for-Results Project in Ethiopia. Washington DC; 2022 Dec.

12. The World Bank. Implementation Completion and Results Report for the Health Services Reinforcement
Project, Burkina Faso. Washington DC; March 2025.

13. The World Bank. Implementation Completion and Results Report for the Strengthening Primary Health
Care for Results Program-for-Results Tanzania. Washington DC; 2022 Mar.

14. World Health Organization. Mobilizing Ambitious and Impactful Commitments for Mainstreaming Nutrition
in Health Systems. Nutrition in Universal Health Coverage Global Nutrition Summit. Geneva; 2020.

STRENGTHENING NUTRITION WITHIN HEALTH SYSTEMS TO ACHIEVE UNIVERSAL HEALTH COVERAGE

LESSONS FROM BURKINA FASO, ETHIOPIA, RWANDA, AND TANZANIA




2026 International Bank for Reconstruction and Development /
The World Bank 1818 H Street

Washington DC 20433

Telephone: 202-473-1000

Internet: www.worldbank.org

This work is a product of the staff of The World Bank with contributions from The Power of Nutrition.
The findings, interpretations, and conclusions expressed in this work do not necessarily reflect the views
of The World Bank, its Board of Executive Directors, or the governments they represent.

The World Bank does not guarantee the accuracy, completeness, or currency of the data included in
this work and does not assume responsibility for any errors, omissions, or discrepancies in the
information, or liability with respect to the use of or failure to use the information, methods,
processes, or conclusions set forth. The boundaries, colors, denominations, and other information shown
on any map in this work do not imply any judgment on the part of The World Bank concerning the
legal status of any territory or the endorsement or acceptance of such boundaries.

Nothing herein shall constitute or be construed or considered to be a limitation upon or waiver
of the privileges and immunities of The World Bank, all of which are specifically reserved.

RIGHTS AND PERMISSIONS

The material in this work is subject to copyright. Because The World Bank encourages dissemination of
its knowledge, this work may be reproduced, in whole or in part, for noncommercial purposes as long
as full attribution to this work is given.

Any queries on rights and licenses, including subsidiary rights, should be addressed to World Bank
Publications, The World Bank, 1818 H Street NW, Washington, DC 20433, USA; fax: 202-522-2625;
e-mail: pubrights@worldbank.org.

THE POWER OF ‘ SUPPORTED BY

nutritioﬂ WORLD BANK GROUP



