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Abstract 

 

Objectives: To compare the delivery of maternal and child cash transfer programs by 

governmental health workers versus delivery by staff of non-governmental organization (NGO). 

Methods: As part of a randomized controlled trial conducted in Myanmar between 2016 and 2019, 

we explore program performance measures across villages assigned to government program 

delivery and villages assigned to NGO program delivery, including enrollment inclusion and 

exclusion errors, failures in payment delivery to enrolled beneficiaries (whether beneficiary 

received any transfer, fraction of benefits received, whether payment delays, and whether 

underpayment of benefit amounts), and whether beneficiaries remained in the program beyond 

eligibility. 

Results: We find that women in villages assigned to government program delivery received on 

average two additional monthly transfers, were 19.7% more likely to receive payments on time 

and in-full, and were 14.6% less likely to stay in the program beyond eligibility. With respect to 

the primary health objective of the program - child nutrition - , we find that children in government-

run program villages were less likely to be chronically malnourished at endline compared with 

those living in NGO-run program villages. 

Conclusion: We provide evidence that public sector management outperforms  NGO management 

in the delivery of targeted cash transfers to mothers of young children in rural Myanmar. Focus 

group discussions suggest that health-based performance incentives of government workers 

motivated higher performance in their delivery of the cash transfer program because of 

complementarities between the two sectors in which they operated. This finding suggests that cash 

transfer programs should identify opportunities to leverage such complementarities in designing 

the delivery of program benefits to rural communities.   
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1 Introduction  

Social welfare programs are the cornerstone of government policy for improving the living 

conditions of their citizens (Shahidi et al., 2019). However, public sector resource constraints limit 

the ability of governments in poor settings to deliver wide-reaching social programs, generating a 

reliance on private or non-governmental (NGO) institutions for program delivery. Indeed, NGOs 

are delivering an increasing number of traditionally public sector programs and services 

throughout the developing world, particularly in the health care sector. Governments around the 

world face severe human resources and financial challenges in providing health services (Kirigia 

et al., 2004; Kabene et al., 2006; Masiye, 2007), and NGOs increasingly fill the gap in public sector 

service delivery. For instance, in Uganda, NGOs operate one in four public health facilities 

(Springman, 2022).  

 

It is an open question as to whether this shift has implications for the quality of public health 

services. On the one hand, there are several arguments for why NGOs, particularly community-

based organizations, may be more effective at providing local public goods than are governments, 

particularly in resource-constrained settings. Indeed, a large literature points to a theoretical and 

empirical relationship between state capacity and the provision of public services (Besley and 

Ghatak, 2001; Acemoglu, 2005; Besley and Persson, 2009). While there are several arguments for 

why governments have a natural advantage in public goods provision, when state capacity is weak, 

private actors such as NGOs may be more effective in managing public goods delivery. Ghatak 

(2005) predicts that NGOs perform better than government organizations when the programs have 

equivalent resources and benefits for the organization because NGO employees are expected to 

personally value the project more, as they are driven by moral, ideological, and altruistic motives 

rather than financial motives (Ghatak, 2005; Werker and Ahmed, 2008). However, because NGOs 

are primarily funded by donors, their incentives may be shaped by donor preferences more than 

industry best practices and this may create additional inefficiencies (Werker and Ahmed, 2008). 

There is also theoretical evidence that NGOs might be less likely to maintain a permanent presence 

especially in rural communities, that are more costly to serve and where organizations can reach 

less people than in urban areas (Barr and Fafchamps, 2006; Sharma and Zeller, 1999). Ultimately, 

the dominant delivery model in a given setting will depend on the type of service (health, 

education, water and sanitation) and other contextual factors (e.g. regulation, market competition) 
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that determine the degree of flexibility and context-specificity needed to execute service delivery 

at the local level, the incentives and ability of state actors to monitor public sector workers, and 

the performance incentives of NGOs. 

 

We shed light on this question by comparing the delivery performance of a maternal cash transfer 

program implemented through government health workers versus an international non-profit 

institution in rural Myanmar. In 2014, the Government of Myanmar, supported by the Department 

of Social Welfare (DSW) at the Ministry of Social Welfare, Relief and Resettlement (MSWRR), 

launched a National Social Protection Strategy. One of its flagship programs was a universal 

maternal and child cash transfer (MCCT) program for pregnant women and children under two. 

As Myanmar has one of the highest rates of stunting in the Asia Pacific region (35%), the program 

was born out of recognition that the first 1,000 days of life comprise a critical period for physical 

and cognitive development later in life (Almond and Currie, 2011; Doyle, 2019). Thus, improving 

the nourishment of mothers and young children has the potential to positively impact development 

and productivity over the life course, and, consequently, increase economic growth through future 

generations of healthier individuals (Engle et al., 2007; Hoddinott et al., 2013; Richter et al., 2017). 

The delivery of this MCCT program gives us the unique opportunity to test the relative 

performance of the different models of program delivery  in a setting in which the same program 

was delivered in two different ways (government and NGO) in nearby areas at the same point in 

time.  

 

A recent review of the literature (Rao, 2015) found no conclusive evidence that any particular 

model of management (i.e. public, private or mixed) was more efficient overall, but there is some 

evidence that NGOs are more effective than governments in resource-constrained settings. Vivalt 

(2020), evaluating 20 types of interventions in international development, found that government-

implemented programs had smaller effect sizes than NGO-implemented programs. In education, 

several studies suggest that the private sector outperforms the public one, especially in low- and 

middle- income countries (Coulson, 2009; Ashley et al., 2014). A study in Kenya (Bold et al., 

2018) found that an education program that increased student test scores when implemented by an 

NGO did not have any effect when implemented by the government. Results were similar for a 

literacy program in Uganda (Kerwin and Thornton, 2021). In addition, a public-private partnership 
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that delegated management of public schools to different private organizations was an effective 

way to circumvent weak public-sector management and improve learning outcomes in Liberia 

(Romero et al., 2020). Another study in Indonesia (Bedi and Gargantuas, 2000) pointed to an 

earnings advantage of private school students. In contrast, research on water, sanitation and waste 

provides conflicting evidence (Estache and Rossi, 2002; Hall and Lobina, 2005; Prasad, 2006; 

Perard, 2009), finding that private ownership is associated with both greater (lo Storto, 2013) or 

lesser (Lannier and Porcher, 2014) efficiency.  

 

In terms of empirical evidence that is more closely related to our setting - cash transfers and 

nutrition programs in developing economies - , the evidence is also mixed.  One study in 

Bangladesh found that NGO facilities were no more effective in the delivery of nutrition services 

compared to the government (Khan and Ahmed, 2002). Meanwhile, Reinikka and Svensson (2010) 

found that religious not-for-profit health care providers provided higher quality care than 

government facilities, while Banerjee et al. (2008) showed that government supervisors in Indian 

public clinics sabotaged an NGO program to monitor absenteeism by nurses. Chowdhury and 

Mukhopadhaya (2012) found that in Bangladesh microfinance-driven government projects 

outperformed microfinance-driven NGOs, in improving overall living standards, human capacity 

building, and, in reducing morbidity and sickness. Overall, it remains unclear whether 

governments or NGOs are more effective at delivering social programs, and more rigorous 

empirical evidence is required to determine which of the two perform better in the delivery of cash 

transfers programs. This is particularly important given that cash transfer programs now reach over 

one billion people globally and are one of the preferred social welfare strategies employed by 

governments worldwide (Bastagli et al., 2016).  

 

To fill this gap in the literature, this study assesses two implementation design options for the 

delivery of cash transfers, by comparing the performance of governmental health workers 

(government model, GOV) and an international non-profit institution (NGO model). Supported by 

Save the Children International (SCI), the study was implemented in the Pakokku township, in the 

Dry Zone of Myanmar between 2016 and 2019. A total of 44 villages (22 GOV, 22 NGO) were 

pair-matched by Propensity Score based on pre-existing socio-demographic characteristics, and 

more than 9,000 women were interviewed as part of the study. Our empirical analysis investigates 
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the institutions’ relative performance and beneficiary outcomes. Through focus group discussions 

with government health workers, we explore the reasons behind observed differences in 

performance. In doing so, we shed light on the benefits of implementing a maternal cash transfer 

program through an existing infrastructure of governmental health workers rather than relying on 

NGO or other third parties.  

 

2 Methods  

This study is part of a larger randomized controlled trial that investigates the impacts of the MCCT, 

combined with Social Behavioral Communication Campaigns (SBCC), on child nutrition (Field 

and Maffioli, 2022). The experiment was implemented in three townships of the Dry Zone of 

Myanmar. Triplets of villages located within a two-hour radius of the main city and served by sub-

rural health centers (clusters) were randomized into two interventions arms (Cash-only and 

Cash+SBCC) and a control group.  

 

Women were eligible to receive benefits starting in the 4th month of pregnancy and continuing 

until their child reached 24 months of age. Each beneficiary in the treatment areas received a 

monthly cash transfer of 10,000 MMK meant to assist with the purchase of nutritious foods and 

access to antenatal and post-natal care. A “soft” conditionality was applied to encourage close 

linkages to the health infrastructure and to encourage attendance at nutrition and hygiene 

promotion sessions, attendance to ante- and post-natal services, and immunization of children 

according to the national immunization schedule. However, in practice, non-compliance with the 

soft conditionality did not exclude beneficiaries from the program.  

 

2.1 Sample and Interventions  

Within the three townships, we identified 120 sub-rural health center catchment areas within two 

hours from the main town and feasible for program implementation. Natural clusters were then 

created based on closer proximity through Kmean algorithm, and within each natural cluster, 

triplets of health catchment areas were randomly matched by closest distance through the unique 

permutations efficient algorithm. Using this method, a total of 102 catchment areas were matched 

into 34 triplets and selected for the main randomized controlled trial, while the remaining 18 

catchment areas were not found to have a match within the clusters.  
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Among these remaining 18, four catchment areas encompassing 22 villages were located in 

Pakokku township. Under the direction of the DSW, all 22 villages in Pakokku were selected for 

government-run program management, in which public sector health workers delivered the cash 

transfers. This provides a unique opportunity to compare maternal cash transfer delivery by the 

NGO with the same cash transfer delivery program run by government health workers within the 

same township.  

 

Specifically, the two interventions entailed the following:  

1. Government model (GOV): health workers from a professional association of nurses and 

midwifes (Myanmar nurses and midwifes association, MNMA) - composed of government 

health workers- and Village Health Committees (VHC) -composed of local leaders and 

health workers- enrolled beneficiaries and delivered cash transfers. This model was 

implemented in 22 villages in Pakkoku that remained unmatched after an algorithm 

matched all other villages in participating sub rural health center catchment areas into 

geographic triplets as part of the main program evaluation (Field and Maffioli, 2022).  

2. NGO model (NGO): a nonprofit international development organization that delivers 

microfinance services, called Pact Global Microfinance (PGMF), delivered cash transfers 

to beneficiaries of the same program. In the NGO-managed villages, MNMA and VHC 

were still responsible for enrolling beneficiaries and validating enrollment, but PGMF 

managed cash disbursements through its network of loan agents. This model was 

implemented in 48 villages in Pakkoku that were assigned to the “Cash Only” treatment 

arm of the main program evaluation. 

 

While the assignment of villages to the government-led model versus the NGO-managed model 

was not randomized, the main reasons that villages remained unmatched to triplets and hence were 

assigned to the government-led model was arguably quasi-random in that it occurred when 

geographic clusters contained an uneven number of catchment areas (not a multiple of 3). That is, 

clusters that contained 20 catchment areas were matched into 6 triplets, necessarily leaving 2 

unmatched catchment areas within that cluster. However, within clusters, it is more statistically 

likely that remote catchment areas go unmatched and hence end up in the government-led group.  
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Hence, to improve on the comparability between villages receiving the government versus the 

NGO model, we applied a Propensity Score Matching (PSM) algorithm and matched villages (one 

to one, no replacement) based on socio-demographic characteristics collected prior to the 

intervention during the village level census (February 2016). Table 1 (and Appendix Table 1) 

presents the list of variables used in the matching algorithm, and Figure 1 shows the bias reduction 

across the covariates after implementing the PSM. This approach allows us to construct 

comparison groups that are balanced on observable characteristics. Our resulting analysis sample 

encompasses all 22 villages assigned to the government model and another 22 NGO-led villages 

that were deemed the closest match on observable characteristics. An alternative specification that 

considers all 70 government-led (22) and NGO-led (48) cash transfer villages in Pakokku township 

is also presented as a robustness check on the PSM approach.  

 

2.2 Empirical Analysis  

Our analysis of program performance relies on four sources of data. First, we use endline data 

collected about 30 months after the start of the program (between October 2018 and March 2019), 

which is shortly after the program ended for all beneficiaries. The endline sample includes all 643 

pregnant women who were initially enrolled in the study villages, along with an additional sample 

of 615 women of fertile age (15-45 years old) but not pregnant at the time of enrollment who were 

randomly sampled from the listing of villagers. These 1258 endline women give birth to a total of 

943 children who were enrolled in the program over the course of the study. Along with health 

and economic outcomes, our endline survey gathered data on individuals’ self-reports of their 

experience with the program and child anthropometrics (measured by trained enumerators). 

Second, in order to explore leakages in program delivery, we also conducted monitoring activities 

in which we interviewed all women above age 14 in study villages in the midst of program 

delivery, giving us a dataset on benefits receipt and experiences with the program from total of 

8,315 women. Third, we used village level census data collected in February 2016 before any 

intervention, to conduct the pair-matching exercise. Finally, we conducted qualitative interviews 

after the program ended with governmental health workers in order to gather information on their 

experiences with program administration (see details in Field and Maffioli (2022)).  
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The main outcomes of interest relate to program performance, and include the following: the 

provision of cash transfers to ineligible individuals (inclusion errors), the non-provision to eligible 

individuals (exclusion errors), whether the beneficiary received any transfer, the total number of 

transfers received by the individual, whether the beneficiary received the correct frequency and 

cash amount, and whether beneficiaries remained in the program beyond eligibility (after child 

turns two years old). We also explore how the management model corresponds to nutrition goals 

of the program by looking at recipient outcomes, including child stunting, mothers’ knowledge 

and behavior related to nutrition practices and cash usage. Note that the number of observations 

used in the analysis changes depending on the level of analysis (mother-level or child-level) and 

the construction of the outcome, which can pertain to all women interviewed, to only eligible 

women, to only ineligible women, or to only women enrolled in the program.  

 

The empirical specification follows an ordinary least squares (OLS) model:  

Yiv =α+β∗GOVv +γ∗Xiv + εv  (1) 

where i refers to an individual in the sample (woman or child) in village v. Yiv is the outcome for 

individual i in village v; GOVv is an indicator taking value 1 if the cash transfers were delivered 

through government health workers (GOV model), and 0 if the cash transfers were delivered 

through PGMF loan agents (NGO model). Xiv is a vector of individual and village controls 

including woman’s age and education, and head of household’s age and education for the woman-

level analysis; and child’s sex and age, mother’s age and education, and head of household’s age 

and education for the child-level analysis; distance to large and small markets, main source of 

livelihood (agriculture, livestock, or casual labor), availability of government-provided electricity, 

and participation in a concurrent water, sanitation and hygiene (WASH) intervention. Standard 

errors εv are clustered at the health center catchment area level, the unit of PSM and treatment 

assignment in the main randomized controlled trial. Standard errors are also calculated using wild 

bootstrapping to address potential concern over the small number of clusters (14 or 13 in the full 

or matched sample, respectively). Assuming that standard errors are uncorrelated with 

management model in the matched sample, β can be interpreted as the causal effect of the 

government model on the outcomes of interest.  
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3 Results 

3.1 Village characteristics  

Table 1 describes the socio-demographic characteristics of matched villages in the government 

(22) and NGO (22) interventions. In the analysis sample, villages have about 150 households, more 

than 70% of the population is literate, and the main sources of livelihood is either casual labor or 

agriculture. A small percentage of villages have electricity and only half of them have a primary 

school. 18% of villages have a health facility, more than 20% are served by a midwife, and almost 

all of them have access to a local market.  

 

Importantly, we find that there are no statistically significant differences across villages according 

to the type of delivery model, consistent with the fact that PSM creates comparison groups that are 

balanced on observable characteristics. More surprisingly, Appendix Table 1 also shows similar 

results for the full (unmatched) sample of program villages in Pakkoku  (22 government and 48 

NGO villages): villages assigned to the government model look similar to villages assigned to the 

NGO model, with the exception of electricity and distance to the closest small market. This 

suggests that villages that were unmatched into geographic triplets are largely similar to those that 

were, and hence, that exclusion from the main impact evaluation within each township was quasi-

random.  

 

3.2 Performance and Effectiveness  

Table 2 presents our main results on program performance. Overall, program performance was 

high in both government-led and NGO-led villages. Only 2% of ineligible women were mistakenly 

enrolled in the program, although a much larger fraction (24%) of eligible women failed to enroll. 

Among those enrolled, 88% report receiving the full benefits for which they were eligible by the 

end of the program. 

 

Results in the first three columns reveal that management model has no effect on the number of 

beneficiaries enrolled or reached, nor on their adherence to rules of eligibility. Women in 

government and NGO villages had the same probability of inclusion (column 1) and exclusion 

error (column 2), and a similar probability of receiving at least one cash transfer since enrollment 

(column 3). However, among those enrolled in the program (N=736), women in government 
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villages received a higher rate of benefits. Compared to beneficiaries living in NGO villages, those 

in government villages received 1.8 additional monthly cash transfers since enrollment (column 

4), and they were 19.7% more likely to receive the full number and amount of transfers (column 

5). Interestingly, they were also 14.6% less likely to stay in the program beyond eligibility (column 

6). Overall, these findings suggest that governmental health workers are more reliable in 

implementing delivery of a targeted cash transfer program than are NGO workers in this setting. 

The results on performance in columns 4-6 are statistically significant at the 10% level on the full 

sample also when adjusting for the small number of clusters using wild bootstrapping methods 

(Appendix Table 2). In the matched sample, only the Column 6 estimate (whether the beneficiary 

remains in the program beyond eligibility) remains statistically significant with wild 

bootstrapping.   

 

Table 3 explores the impact of delivery model on child stunting. Child height and age 

measurements are used to construct Height for Age z-scores (HAZ), a well-validated 

anthropometric measure of chronic malnutrition, using the WHO child growth standards (World 

Health Organization, 2006). A HAZ value of -1 indicates that, given sex and age, a child’s height 

is one standard deviation below the median child in her age/sex reference group. We also 

constructed an indicator of stunting that equals one if HAZ < -2; an indicator of severe stunting 

that equals one if HAZ < -3; and an indicator of moderate stunting that equals one if -3 <= HAZ < 

-2. The estimates in Table 3 reveal that the proportion of children stunted is 8.0 percentage points 

lower in government compared to NGO villages (column 1), and that this appears to be driven by 

changes (6.8 percentage points) in moderate stunting. This is also reflected in the HAZ score, 

which is 0.33 standard deviations higher (column 4). When estimates take into account the low 

number of clusters, p-values confirm that the change in HAZ score remains statistically significant 

at the 5% level. The results are also robust to using the full sample of villages (Appendix Table 3). 

Appendix Figure 2 also confirms a right shift of the HAZ distribution in the government villages 

compared to the NGO, and a Kolmogorov-Smirnov non-parametric test for equality of 

distributions indicates a statistically significant difference in the distribution among the two groups 

(p-value=0.003).  
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3.3 Other Outcomes  

We also investigate the extent to which positive impacts on malnutrition are associated with 

changes in maternal health behaviors (Table 4). Across interventions, we find similar total food 

consumption, hand washing practices, and proportion of mothers having at least 4 antenatal care 

visits as recommended by WHO (columns 1-3). We also find similar proportions of children ever 

breastfed (99%) and that received colostrum (95%) (columns 4-5). In addition, we explore 

maternal health knowledge and confirm that mothers’ level of knowledge is high and comparable 

across government and NGO villages (Appendix Table 4), as is self-reported cash usage by the 

respondents (Appendix Table 5). Overall, there is no strong indication that the program 

management model, or resulting difference in levels of or consistency of benefits received, 

influenced maternal health behaviors predicted to influence child stunting. 

 

However, we do see evidence that the program model influenced child exposure to illness: children 

in government villages are 5.1 percentage points less likely to have had any illness in the previous 

2 weeks (including fever, diarrhea and pneumonia), and this result remains close to significant 

taking into account the small number of clusters (wild p-value=0.106). Focus group discussion we 

conducted with  governmental health workers in program villages suggest that this pattern may be 

driven by greater attention to child health from qualified program staff. Specifically, government 

health workers report that the MCCT allowed them to identify pregnant women and children who 

were at high risk of health complications. Hence, we speculate, based on their reflections, that the 

monthly delivery of cash transfers by governmental health workers allowed beneficiaries to 

connect more frequently with qualified health personnel, who provided advice and referrals when 

encountering sick children.  This channel may also be responsible for the significant difference in 

rates of stunting across delivery models, as illness episodes are a potential source of chronic 

malnourishment in children (Dewey and Mayers, 2011). 

 

4 Discussion  

Our study contributes novel evidence to the current literature in health service delivery (Khan and 

Ahmed, 2002; Banerjee et al., 2008; Reinikka and Svensson, 2010) by showing that social welfare 

programs aimed at improving health can be more effectively delivered through government actors 

than through community-based NGOs. To better understand this finding, and pinpoint the 
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contextual features that favor government delivery in this setting, we conducted focus group 

discussions with the 11 health workers in government villages pertaining to their experience with 

the program.  Health workers were all from villages within Pakokku township, and they mostly 

lived in the Rural Health Center (RHC) in their current assigned village. They covered between 3 

to 12 villages, and a population of 2,000 to 8,000 beneficiaries. All workers (independent of 

coverage area) received approximately $150 per month, including a stipend, support for uniform 

and food, and an additional hardship allowance ($38) to reach remote locations. The majority of 

respondents reported having a midwifery diploma, which in Myanmar is obtained with two years 

of midwifery school managed by the Ministry of Health and Sports (MOHS). 

 

There are several reasons why government health workers may have had stronger incentives to 

perform well in the delivery of the MCCT. First, it is possible that the civil service model in 

Myanmar is more of a performance-based meritocracy than what is found in the NGO sector (Li 

and Zhou, 2005; Serrato et al., 2019). Indeed, Myanmar has recently introduced performance-

based evaluations for civil servants, who report to the union government and ministries (Nixon et 

al., 2013). Our respondents describe that, while their post at an RHC is assigned by union-level 

MOHS administrators, the final decision on filling vacancies is made by state and regional health 

departments. However, despite the lack of transparency on the assignment process, they report that 

they are allowed to specify preferences over posts, that everyone who applies receives an 

assignment, and they do not face any threat of removal. Moreover, recent perception survey data 

on ethics in the Myanmar Civil Service indicate that civil servants are highly skeptical about how 

much promotions and postings are decided on the basis of merit (UNDP, 2016). Thus, while this 

channel is possible, it seems less likely to be a key difference in performance incentives between 

government health workers and NGO staff in this setting.  

 

However, although midwives reported no concern over losing their post, our focus group 

discussions also reveal that they are nonetheless subject to constant monitoring by supervisors at 

the union, state, and township health departments, which can affect their possibilities for career 

advancement. For instance, midwives found to be underperforming must undergo further training 

by higher-level health officials. According to the respondents, midwives are also expected to report 

and explain in detail cases of maternal and child mortality in their communities, which may be the 
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key detail explaining their added value for MCCT delivery. In particular, the MCCT program 

encouraged expectant mothers to report pregnancy and attend ANC visits regularly. In this sense, 

the program also benefited government health workers by enabling them to more easily and more 

quickly identify high-risk pregnancies or sick children and provide care. In line with our main 

findings on child health, they also stated that they readily provide consultations and referrals to 

hospitals when they identified sick children during field visits.  

 

In light of these accounts, we believe that a very likely channel through which government health 

workers were better able than NGO staff to promote child health in program villages is by virtue 

of the complementarity between field visits required for cash delivery and their overarching 

performance incentives based on maternal and child health objectives. Moreover, these incentives 

are likely to have interacted positively with incentives to deliver timely transfers to beneficiaries, 

thereby enhancing their basic program delivery performance in terms of consistency and 

comprehensiveness of transfer delivery. This channel is also in line with findings from other 

research on public sector performance (Kerwin and Thornton, 2021; Duflo et al., 2012). 

  

It is also possible that midwives outperformed the NGO staff operating in neighboring villages 

because the cash transfers created additional incentives to gain trust and reputation in the 

community, and to potentially recruit clients for their private practice. That is, midwives report 

that, in addition to their regular out-patient services at the RHC at specific hours during the day, 

they also spend time during off-hours providing private health services in communities, as has 

been documented for public sector workers in health and education sectors in other settings 

(Jayachandran, 2014). For example, respondents reported that, when the MOHS does not provide 

them with enough drug supply, they often purchase drugs for the community and charge patients 

a fee. They also described providing medical consultations in addition to the services they are 

expected to deliver as part of their post. In addition, although they do not request fees for regular 

services such as delivery, they report that households regularly provide them with cash or in-kind 

gifts. Overall, according to respondents, their increased community engagement as part of MCCT 

cash delivery did not influence their public or private health care practices, but there is no way to 

rule out the possibility that they were more motivated to regularly deliver program benefits because 

of corresponding gains to their reputation as health providers in these communities. 
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A final possibility is that health workers had higher levels of intrinsic motivation to improve 

community nutrition in program villages than did NGO staff, by virtue of working in the health 

care rather than the microfinance sector. In national survey data, civil service personnel in 

Myanmar demonstrate high levels of motivation and report being proud to belong to the civil 

service (UNDP, 2016). Likewise, our own qualitative data indicate that government health workers 

in our setting are highly motivated to improve the health of mothers and children in their 

communities. On the other hand, we know little about levels of intrinsic motivation in the non-

profit microfinance sector in Myanmar, and – as discussed previously - it is generally assumed that 

international NGO workers have higher levels of intrinsic motivation than public sector workers 

in setting with weak government institutions (Ghatak, 2005; Werker and Ahmed, 2008).  

 

In conclusion, monitoring from higher-ranked officials seems likely to be a key factor in explaining 

why government health workers outperformed NGO staff in the delivery of Myanmar’s MCCT 

program, although other channels, including differential private sector incentives and different 

levels of intrinsic motivation, cannot be ruled out as additional factors driving a wedge between 

program performance under the two different management models.  

 

5 Conclusion  

This study investigated the relative effectiveness of government-led versus NGO-led delivery of 

maternal and child cash transfers in rural Myanmar. Using a variety of data sources, we measured 

program delivery performance across villages assigned in an arguably quasi-random fashion to 

deliver the program through either government workers or staff of a microfinance institution. We 

also measured differences across delivery models in terms of the program effect on maternal health 

behaviors and child illness and stunting. We find evidence that the delivery of cash transfers 

through government health workers outperformed delivery through an NGO. Ultimately, 

beneficiaries in villages assigned to the government model received greater levels of and 

consistency of cash transfers, and experienced greater improvements in child health. 

 

Our results shed light on the potential benefits of utilizing governmental health workers for the 

delivery of cash transfers to the poor, and showcase the potential for spillovers of program staff 
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interactions onto child health when staff are trained health professionals. These findings are 

immediately relevant to future efforts to scale up the maternal cash transfer program throughout 

Myanmar, where the MCCT program was projected to reach 2.25 million beneficiaries and 0.32% 

of GDP by 2024 (The Republic of the Union of Myanmar, 2014).1 More generally, the findings 

have increasing policy relevance as cash transfers gain traction in many other low- and middle-

income countries as a social protection mechanism (Gentilini, 2022). In light of our findings, 

government-led models should be considered as a potential best option in settings in which there 

are likely to be complementarities between the delivery of program benefits by health workers and 

their ability to monitor village health outcomes relevant for public sector performance reviews.  
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Table 1: Village characteristics, GOV vs NGO Mean(GOV) Mean(NGO)  

Notes: The table presents the balance check of village characteristics for government (GOV) and NGO cash delivery 
model. Data are from the 2016 census data collection. *** p<0.01, ** p<0.05, * p<0.1. The sample includes all 
villages: 22 from GOV and 22 from NGO.  
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Table 2: Performance 

 

Notes: The table presents OLS estimates of the effects of delivering the maternal cash transfer program through 
governmental health workers (GOV) compared to an NGO on measures of performance. The sample includes the 
matched villages: 22 from GOV and 22 from NGO. The outcomes include: inclusion error, defined as whether an 
ineligible woman was enrolled in the program (sample includes all ineligible women) (1); exclusion error, defined as 
whether an eligible woman was excluded from the program (sample includes all eligible women) (2); whether an 
enrolled woman received at least one monthly cash transfer (sample includes all enrolled women) (3); total number 
of monthly cash transfers received since enrollment (4); whether an enrolled woman received the full amount of cash 
transfers since enrollment (5); whether an enrolled woman remained in the program beyond eligibility (6). Controls 
include (i) individual demographic controls, mother’s age and education, and head of household’s age and education 
for child-level analysis; mother’s age and education, and head of household’s age and education for mother-level 
analysis; (ii) village-level controls, including distance to large and small markets, main source of livelihood 
(agriculture, livestock, or casual labor), availability of government provided electricity, and participation in a 
concurrent WASH intervention. Standard errors are clustered at the cluster level. Wild bootstrapped (9999 reps) p-
values are presented to take into account the small number of clusters. *** p<0.01, ** p<0.05, * p<0.1.  
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Table 3: Child Stunting  

 

Notes: The table presents OLS estimates of the effects of delivering the maternal cash transfer program through 
governmental health workers (GOV) compared to an NGO on measures of performance. The sample includes the 
matched villages: 22 from GOV and 22 from NGO. Outcomes include the proportion of children stunted as children 
with Height for Age Z score (HAZ) < -2 (1); the proportion of children moderately stunted as children with HAZ < -
2 and >= -3 (2); the proportion of children severely stunted as children with HAZ < -3 (3); and, HAZ (4). Controls 
include (i) individual demographic controls, including child’s sex and age, mother’s age and education, and head of 
household’s age and education; (ii) village-level controls, including distance to large and small markets, main source 
of livelihood (agriculture, livestock, or casual labor), availability of government provided electricity, and participation 
in a concur- rent WASH intervention. Standard errors are clustered at the cluster level. Wild bootstrapped (9999 reps) 
p-values are presented to take into account the small number of clusters. *** p<0.01, ** p<0.05, * p<0.1.  
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Table 4: Behavior 

 

Notes: The table presents OLS estimates of the effects of delivering the maternal cash transfer program through 
governmental health workers (GOV) compared to an NGO on measures of behavior. The sample includes the matched 
villages: 22 from GOV and 22 from NGO. Outcomes include a numerical index (1 to 9) of hand washing practices 
combining whether mothers report always washing hands after cleaning a baby’s bottom, after using the toilet, before 
preparing and eating food, before feeding children, after disposing of baby feces, before and after handling children, 
and on other occasions (1); the proportion of mothers receiving at least 4 Antenatal Care visits with skilled health 
personnel, as defined by WHO standards (2); total food consumption, winsorized at the 99th percentile level (in last 
7 days, in MMK, 3); the proportion of children ever breastfed (4); the proportion of children who received colostrum 
(4); the proportion of children with any illness in the past two weeks (6). Controls include (i) individual demographic 
controls, including child’s sex and age, mother’s age and education, and head of household’s age and education for 
child-level analysis; mother’s age and education, and head of household’s age and education for mother-level analysis; 
(ii) village-level controls, including distance to large and small markets, main source of livelihood (agriculture, 
livestock, or casual labor), availability of government provided electricity, and participation in a concurrent WASH 
intervention. Standard errors are clustered at the cluster level. Wild bootstrapped (9999 reps) p-values are presented 
to take into account the small number of clusters. *** p<0.01, ** p<0.05, * p<0.1.  
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Appendix: Additional Tables and Figures  

 

Table 1: Village characteristics, GOV vs NGO (full sample) Mean(GOV) Mean(NGO)  

 

Notes: The table presents the balance check of village characteristics for government (GOV) and NGO cash delivery 
model. Data are from the 2016 census data collection. *** p<0.01, ** p<0.05, * p<0.1. The sample includes all 
villages: 22 from GOV and 48 from NGO.  
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Table 2: Performance (full sample) 

 

Notes: The table presents OLS estimates of the effects of delivering the maternal cash transfer program through 
governmental health workers (GOV) compared to an NGO on measures of performance. The sample includes all the 
villages: 22 from GOV and 48 from NGO. The outcomes include: inclusion error, defined as whether an ineligible 
woman was enrolled in the program (sample includes all ineligible women) (1); exclusion error, defined as whether 
an eligible woman was excluded from the program (sample includes all eligible women) (2); whether an enrolled 
woman received at least one monthly cash transfer (sample includes all enrolled women) (3); total number of monthly 
cash transfers received since enrollment (4); whether an enrolled woman received the full amount of cash transfers 
since enrollment (5); whether an enrolled woman remained in the program beyond eligibility (6). Controls include (i) 
individual demographic controls, mother’s age and education, and head of household’s age and education for child-
level analysis; mother’s age and education, and head of household’s age and education for mother-level analysis; (ii) 
village-level controls, including distance to large and small markets, main source of livelihood (agriculture, livestock, 
or casual labor), availability of government provided electricity, and participation in a concurrent WASH intervention. 
Standard errors are clustered at the cluster level. Wild bootstrapped (9999 reps) p-values are presented to take into 
account the small number of clusters. *** p<0.01, ** p<0.05, * p<0.1.  
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Table 3: Child Stunting (full sample)  

 

Notes: The table presents OLS estimates of the effects of delivering the maternal cash transfer program through 
governmental health workers (GOV) compared to an NGO on measures of performance. The sample includes all the 
villages: 22 from GOV and 48 from NGO. Outcomes include the proportion of children stunted as children with 
Height for Age Z score (HAZ) < -2 (1); the proportion of children moderately stunted as children with HAZ < -2 and 
>= -3 (2); the proportion of children severely stunted as children with HAZ < -3 (3); and, HAZ (4). Controls include 
(i) individual demographic controls, including child’s sex and age, mother’s age and education, and head of 
household’s age and education; (ii) village-level controls, including distance to large and small markets, main source 
of livelihood (agriculture, livestock, or casual labor), availability of government provided electricity, and participation 
in a concur- rent WASH intervention. Standard errors are clustered at the cluster level. Wild bootstrapped (9999 reps) 
p-values are presented to take into account the small number of clusters. *** p<0.01, ** p<0.05, * p<0.1.  
 
 

 

 

 

 

 

 

 

 



 27 

Table 4: Mothers’ Knowledge  

 

Notes: The table presents OLS estimates of the effects of delivering the maternal cash transfer program through 
governmental health workers (GOV) compared to an NGO on measures of performance. The sample includes the 
matched villages: 22 from GOV and 22 from NGO. Outcomes include: the proportion of mothers who know the 
importance of food diversity in their children diet (1); the proportion of mothers who know the meaning of exclusive 
breastfeeding (2); the proportion of mothers who know the best time to initiate breastfeeding (3); the proportion of 
mothers who know the best time to introduce complementary feeding (4). Controls include (i) individual demographic 
controls, including mother’s age and education, and head of household’s age and education; (ii) village-level controls, 
including distance to large and small markets, main source of livelihood (agriculture, livestock, or casual labor), 
availability of government provided electricity, and participation in a concurrent WASH intervention. Standard errors 
are clustered at the cluster level. Wild bootstrapped (9999 reps) p-values are presented to take into account the small 
number of clusters. *** p<0.01, ** p<0.05, * p<0.1.  
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Table 5: Cash Usage 

 

Notes: The table presents OLS estimates of the effects of delivering the maternal cash transfer program through 
governmental health workers (GOV) compared to an NGO on cash usage. The sample includes the matched villages: 
22 from GOV and 22 from NGO. Outcomes include self-reported cash usage on: food (1); savings (2); other including 
health, water, education, business, debt, transport, agriculture, fuel, clothes and other household items (3). Controls 
include (i) individual demographic controls, including mother’s age and education, and head of household’s age and 
education; (ii) village-level controls, including distance to large and small markets, main source of livelihood 
(agriculture, livestock, or casual labor), availability of government provided electricity, and participation in a 
concurrent WASH intervention. Standard errors are clustered at the cluster level. Wild bootstrapped (9999 reps) p-
values are presented to take into account the small number of clusters. *** p<0.01, ** p<0.05, * p<0.1.  
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Figure 1: Bias reduction in Propensity Score Matching  

 

Notes: This figure presents the standardized bias across each of the economic and sociodemographic covariates, 
comparing the unmatched (full) with the matched sample. 
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Figure 2: Distribution of Height for Age Z Score (HAZ)  

 

Notes: This figure presents the density of the HAZ score, by intervention group.  

 

 
 


