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Cash-transfer programmes in developing countries

In The Lancet, Laura Robertson and colleagues present
research that adds to the impressive record of cash-
transfer programmes.! In a cluster-randomised trial
undertaken in difficult circumstances in Zimbabwe,
Robertson and colleagues® show that a conditional cash
transfer (CCT) programme improved the proportion of
children aged 6-12 years who attend school regularly
by 7-6% (95% Cl 1-2-14-1) and that of children aged
0-4 years with birth certificates by 16:4% (7-8-25-0)
compared with a control group. An unconditional cash
transfer (UCT) programme also increased the proportion
of children aged 6-12 years who attend school reqularly
by 7:2% (0-8-13-7), but it did not have a significant
effect on birth registration (increase of 1.5%, 95% Cl
-7-1t0 10-1). Neither programme had a significant effect
on the proportion of children aged 0-4 years with up-to-
date vaccinations: 1-8% (-5-0 to 8-7) more children in
the CCT group and 3:1% (-3-8 to 9-9) more in the UCT
group than in the control group had complete records.!
Robertson and colleagues' have also provided a rare
head-to-head comparison of UCT and CCT programmes,
enabling comparison of their health and welfare effects.
As with previous programmes,’ households in the CCT
group in areas where the intervention was most effective
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received substantial community support. The results
confirm the strong role that cash-transfer programmes—
both UCT and CCT—can have in poverty alleviation, but
questions remain as to their effectiveness in improvement
of health outcomes.** How then should such programmes
be implemented, and what more needs to be known to
realise their potential health benefits?

These programmes induce behavioural change in
the target population through two main pathways:
lowering of financial barriers to health services and raising
awareness of beneficial behaviour. UCT programmes
work best when supported by supply-side investment
and health-system expansion. CCT programmes work
best when their conditions are aligned with broad health
development goals;** they might have little effect where
health services have poor coverage, are high cost without
risk-pooling mechanisms, or raise non-financial barriers
to access.® CCTs also have many information-system
and administrative requirements,” and can necessitate
governance reforms and improvements in information
infrastructure simultaneous with their implementation.
Therefore, many low-income countries could prefer to
use UCT programmes for social welfare despite the weaker
evidence for their health benefits.® If so, other forms of
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health investment might be necessary at the same time as
the UCT programme to produce real health gains.

Timeframe and scope are additional considerations in
design of cash-transfer programmes. With a robust level
of service provision, evidence indicates that economic
incentives are more effective at ensuring one-off, short-
term behaviour change or processes—as with birth regis-
tration in Robertson and colleagues’ study—than distal,
long-term outcomes, such as mortality or morbidity
reduction. The scope of cash-transfer programmes
can also be highly variable in terms of the nature of
supplementary interventions, level of remuneration,
and strictness of conditions. Further research assessing
the relation between timeframe, conditionality, and
scope is necessary to maximise their effects.®

Additionally, cash-transfer programmes can be ex-
pensive, and, so far, none have been subject to cost-
effectiveness analysis.® Whether they are the best use
of money in resource-constrained settings is unknown,
especially where they are being implemented on top of
broad supply-side investments. In view of the potentially
high additional cost of administrative requirements for
CCT programmes compared with UCT or broad-based
health-system strengthening, cost-effectiveness and
ethical factors need to be taken into account.

The policy framework for these programmes is clear:
their implementation should coincide with strengthen-
ing of health infrastructure, information systems, and
governance to ensure effective means testing and pro-
gramme delivery. The research agenda is also clear:
programme assessment should include detailed cost-
effectiveness studies and research that gives a deep,
qualitative understanding of how and why cash trans-
fers affect health-seeking behaviour. Understanding of
how households actually expend the received cash or
respond to disbursement conditions is important for

design of cash-transfer programmes to better affect
health outcomes. Such research could further shed light
on claims that CCT programmes are a so-called magic
bullet. The challenge for the global health community
is to support countries to ensure that these programmes
are used in the right settings and to address the right
problems, and are subject to the same measured and
evidence-based judgments as every other intervention.
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Department of Global Health Policy (SG, KS) and Global Health
Leadership Program (TH), University of Tokyo, Bunkyo-ku,
Tokyo 113-0003, Japan

shibuyak@m.u-tokyo.ac.jp

We declare that we have no conflicts of interest.

1  Robertson L, Mushati P, Eaton JW, et al. Effects of unconditional and
conditional cash transfers on child health and development in Zimbabwe:
a cluster-randomised trial. Lancet 2013; 381: 1283-92.

2 Doetinchem O, Xu K, Carrin G. Conditional cash transfers: what's in it for
health? Geneva: World Health Organization, 2008.

3 lagarde M, Haines A, Palmer N. Conditional cash transfers for improving
uptake of health interventions in low- and middle-income countries:

a systematic review. JAMA 2007; 298: 1900-10.

4 Bassett L. Can conditional cash transfer programs play a greater role in
reducing child undernutrition? Washington, DC: World Bank, 2008.

5  LimSS, Dandona L, Hoisington JA, James SL, Hogan MC, Gakidou E. India’s
Janani Suraksha Yojana, a conditional cash transfer programme to increase
births in health facilities: an impact evaluation. Lancet 2010; 375: 2009-23.

6  Ranganathan M, Lagarde M. Promoting healthy behaviours and improving
health outcomes in low and middle income countries: a review of the
impact of conditional cash transfer programmes. Prev Med 2012;

55 (suppl): S95-105.

i Bassett L, Bianco G. Control and accountability in conditional cash transfer
programs in Latin America and the Caribbean: key topics and areas for
further improvement. Washington, DC: World Bank, 2011.

8  Adato M, Bassett L. Social protection to support vulnerable children and
families: the potential of cash transfers to protect education, health and
nutrition. AIDS Care 2009; 21 (suppl 1): 60-75.

9  Rawlings L, Rubio G, World Bank. Evaluating the impact of conditional cash
transfer programs: lessons from Latin America, policy research working
paper 3119. Washington, DC: World Bank, 2003.

10 Lewin S, Lavis JN, Oxman AD, et al. Supporting the delivery of cost-effective
interventions in primary health-care systems in low-income and
middle-income countries: an overview of systematic reviews. Lancet 2008;
372: 928-39.

11 Shibuya K. Conditional cash transfer: a magic bullet for health?

Lancet 2008; 371: 789-91.

Polygenic familial hypercholesterolaemia: does it matter?

Familial hypercholesterolaemia affects at least one in
500 people, or more than 12 million people worldwide.!
Raised low-density lipoprotein cholesterol (LDL-C)
from birth is caused by mutations in the LDL receptor
gene (LDLR), of which over 1200 mutations have been
described,” and less frequently by mutations in APOB,,
or PCSK9. If raised LDL-C is untreated, or inadequately

www.thelancet.com Vol 381 April 13,2013

treated, familial hypercholesterolaemia results in early
and recurrent cardiovascular disease.?

Since the first description nearly 75 years ago,* diag-
nosis and treatment have advanced, now based on a
combination of LDL-C concentrations, clinical findings,
and personal and family history.® Drug therapy for LDL-C,

often pioneered in familial hypercholesterolaemia
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Simple steps to equity in child survival

Stuart Gilmour and Kenji Shibuya™

Abstract

Although the number of child deaths has declined globally over the past 20 years, many countries still lag behind
their millennium development goal targets, and inequity in child health remains a pernicious problem both
between and within countries. Breastfeeding is a key intervention to reduce child mortality, and in an article
published in BMC Medicine, Roberts and colleagues have shown that breastfeeding interventions can have a
significant role in reducing inequity in child health. With the proper attention paid to overcoming the barriers to
scaling up breastfeeding interventions, deployment of effective interventions in health facilities and the community,
and improvements in support for breastfeeding interventions across society, many countries that are struggling to
meet their millennium development goals could make significant gains in child survival and inequity.

Please see related research: http://www.biomedcentral.com/1741-7015/11/254/abstract.

Keywords: Breastfeeding, Child mortality, Health inequity, Interventions, Millennium development goals

Background does not rely on health infrastructure, is not taken up
Significant progress has been made towards achieving preferentially by the wealthy, and helps to prevent diseases
Millennium Development Goal 4 (MDG 4), which pertains  such as pneumonia that have higher prevalence in poorer
to reducing child mortality, but much more is still to be  communities [7]. Therefore, breastfeeding interventions
done [1]. Since the turn of the millennium the number of  have greater potential than others to reverse major in-
child deaths has declined significantly, from an estimated  equalities in child mortality [8]. Breastfeeding also plays
11.6 million in 2000 to 7.2 million in 2010 [2]. However, an important role in addressing both the short-term and
greater efforts are required if the world is to meet the mil-  long-term effects of malnutrition, and can have greater
lennium development goals [2], and despite recognition of  benefits in the poorest communities [9].
the problem, inequity in child health remains a persistent For the benefits of breastfeeding to be realized, however,
and galling issue holding back progress [3]. Although rates of breastfeeding need to be high in all countries, and
the importance of within-country inequalities has been  Roberts et al. present a mixed picture of success in this
recognized, they are difficult to eliminate. Interventions  regard. Some countries have made remarkable progress in
to improve accessibility and coverage of health services scaling up breastfeeding as a child health intervention
are often taken advantage of first and most successfully by  since 1990: in Malawi, for example, rates of exclusive
the wealthiest segments of society [4]. Further, interven-  breastfeeding in the first 5 months of life have increased
tions such as cash transfers that target welfare and poverty  from 5.0% in 1990 to 49.7% in 2010, and over this time
directly may not have observable health benefits [5]. period the rates of predominant breastfeeding in some
It is in this context that Roberts et al. show the poten-  countries have doubled from a low base. However, many
tial for breastfeeding interventions to reduce inequity in  countries, often those with the highest rates of child mor-
child mortality [6]. Roberts and colleagues use available  tality, have regressed during this time. In some countries,
data to estimate the changes in prevalence of exclusive and  concerns about mother-to-child transmission of HIV
partial breastfeeding in 137 developing countries, separately  are likely to contribute to low rates of breastfeeding [10],
by wealth quintile, and show that gains in breastfeeding despite strong World Health Organization (WHO) guide-
coverage are equal across wealth quintiles. Breastfeeding  lines on HIV and infant feeding practices [11]. In these
countries, better understanding of the competing risks of
* Correspondence: shibuyak@m.u-tokyo.acjp suboptimal breastfeeding and HIV/AIDS, better adherence
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providers, are essential to improve breastfeeding rates in
future. However, some countries with low HIV prevalence
such as Afghanistan, Guyana and Indonesia have shown
a reduction in exclusive breastfeeding rates over the
duration of the study [6]. Understanding the barriers to
breastfeeding in these countries, and identifying interven-
tions that will work, is crucial to reducing child mortality
and health inequity.

What is to be done to encourage breastfeeding in these
countries? What interventions are complementary to and
support breastfeeding, and what intersectoral gains need
to be made to support breastfeeding interventions in those
countries that are furthest from achieving MDG 4?

Interventions to support breastfeeding

The efficacy of basic interventions to promote breast-
feeding is well established [12], and the benefits of an
ambitious scale up of breastfeeding in developing na-
tions potentially substantial [13]. Breastfeeding inter-
ventions can also be implemented without substantial
investment in facilities and medical technology or other
medical infrastructure, and offer the potential for a cheap,
high coverage mechanism to elevate the health of all
children, without leaving the poorest behind. However,
effective interventions often involve peer education,
individual counseling and prenatal and postnatal sup-
port. These are interventions that depend on the avail-
ability of a workforce that is often lacking in countries
most in need of interventions to scale up breastfeeding.
Furthermore, these interventions can lose their efficacy
as they are scaled up and incorporated into standard
health system structures [14]. As is the case with most
effective community health interventions, counseling
interventions administered by community health workers
require sufficient remuneration, training and workplace
support [15]. Such conditions do not necessarily exist in
low-income countries where prenatal counseling and sup-
port is most needed, and will need to be established early
in the process of expanding both breastfeeding-specific
and broader maternal and child health (MCH) interven-
tions. Without careful attention to the levels of payment,
training and professional support that community health
workers receive, it will be difficult to build a sustainable
intervention capable of making the large-scale, prolonged
and broad-based changes to breastfeeding practice neces-
sary to achieve MDG 4.

Beyond the health sector

Breastfeeding is also a nutrition intervention with sig-
nificant developmental and welfare benefits. The suc-
cess of breastfeeding programs is also tied to the quality
of maternal nutrition, and to the level of social support
for breastfeeding. Roberts et al. rightly indicate the role
of legislative changes and the media in encouraging and
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supporting breastfeeding, and this shows the important
role of intersectoral collaboration in building an environ-
ment supportive of the full benefits of breastfeeding. Le-
gislative support for public breastfeeding, family friendly
workplace policies, strict standards on the content and
advertising of baby foods for complementary feeding
should become commonplace and acceptable community-
level interventions in low-income nations.

Because breastfeeding does not rely on technology
investment or extensive health infrastructure, it is also
amenable to community based and grassroots initiatives
to improve uptake [16], and these initiatives should be
implemented and supported wherever possible. These
complementary efforts have been shown to be effective
at improving breastfeeding adherence in low-income
nations [17], and are particularly important in settings
where facility-based births are the minority [18]: typically,
settings where exclusive breastfeeding is likely to have the
largest effect on child mortality and inequality in infant
health and development outcomes. In communities where
most births occur in the home, it is not enough to have
child friendly hospitals; instead, we need intersectoral devel-
opment programs to build child friendly communities.

Conclusions

Roberts et al. have identified the powerful equity benefits of
scaling up breastfeeding, and quantified its significant con-
tribution to preventing illness and mortality in low-income
and middle-income countries. With this knowledge, we can
better prioritize funding and system organization both for
improving child health and for reducing inequity in illness
and mortality in some of the poorest countries in the world.
Nonetheless, challenges to scaling up breastfeeding remain.
Only through careful attention to what is known to be
effective and cost-effective, coupled with strategic use of
multisectoral agents and cooperation across society, can
we realize the large benefits of breastfeeding’s unique con-
tribution to reducing the burden of disease and inequity
in disease distribution in low-income and middle-income
countries. With the deadline for the MDGs approaching and
many countries still lagging on the key indicators of child
health, now is the time to redouble efforts to scale up this
cheap, reliable and equitable intervention, and to achieve the
promise of better and more equitable health made in 2000.
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