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ABSTRACT
Introduction  Various incentive programmes are being 
used to improve immunisation uptake, despite limited 
understanding of their effectiveness and potential 
unintended consequences. We conducted a scoping review 
to map and synthesise evidence on their use in low- and 
middle-income countries (LMIC), compare experiences 
across regions and incentive types, and identify unintended 
consequences and implementation challenges.
Methods  We searched Ovid MEDLINE and grey 
literature for studies published between 2000 and 2024 
investigating incentives in immunisation campaigns in 
LMIC. We included quantitative and qualitative studies 
investigating monetary or non-monetary incentives 
provided conditionally or unconditionally on immunisation 
uptake. Data were synthesised narratively to summarise 
evidence on effectiveness, perceptions and attitudes and 
unintended consequences.
Results  We included 40 studies from 19 countries 
(20 from Africa, 13 from Asia and seven from Latin 
America). Of these, 31 evaluated effectiveness through 
randomised trials (n=17) or quasi-experimental designs 
(n=14). Most evaluated monetary incentives for childhood 
immunisations, particularly conditional cash transfers, 
while some examined non-monetary incentives including 
food, mobile phone credit and symbolic rewards. 
While effect sizes varied substantially across different 
interventions and contexts, most studies demonstrated 
modest positive short-term effects on immunisation 
uptake, and no studies showed decreased uptake. 
However, several revealed unintended consequences, 
including reduced intrinsic motivation manifesting as lower 
immunisation uptake when incentives were withdrawn, 
creation of payment expectations and implementation 
challenges affecting acceptability. Several studies 
highlighted how incentive programmes could undermine 
community volunteerism and trust in both immunisation 
and health services, particularly when poorly implemented 
or withdrawn.
Conclusions  While incentives can improve short-term 
immunisation uptake in LMIC, their effects vary by context, 
and they can have negative unintended consequences 
which need to be taken into consideration in programme 

design. Future programmes should be co-designed with 
communities, consider locally acceptable non-monetary 
alternatives, incorporate strategies to maintain intrinsic 
motivation and ensure sustainable implementation within 
existing health systems.

INTRODUCTION
Immunisation against common infectious 
diseases is a highly effective public health 

WHAT IS ALREADY KNOWN ON THIS TOPIC?
	⇒ While various incentive programmes are being im-
plemented to increase immunisation uptake, includ-
ing in low- and middle-income countries (LMICs), 
evidence on their use, effectiveness and potential 
unintended consequences is limited.

WHAT THIS STUDY ADDS?
	⇒ Our scoping review identified 40 studies using a 
range of study designs from 19 countries in LMIC. 
While the available evidence suggests incentives 
generally improve short-term immunisation uptake, 
our review highlights how effects are likely to vary 
substantially in different contexts. Furthermore, we 
found evidence that incentives can reduce intrinsic 
motivation, create payment expectations and under-
mine community trust.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE, OR POLICY?

	⇒ Future research is needed to systematically ex-
amine the long-term effects of incentives on im-
munisation uptake and attitudes and characterise 
context-specific factors affecting implementation. 
Meanwhile, incentive programmes should be care-
fully co-designed with communities and health 
systems aiming to build on, rather than poten-
tially disrupt, existing community motivations for 
immunisation.
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intervention, especially for reducing child morbidity 
and mortality.1 Indeed, since the WHO launched its 
Expanded Programme on Immunization (EPI) in 1974,2 
immunisation is estimated to have prevented 154 million 
deaths, including 101 million in infants younger than 
1 year, making it the single most effective health inter-
vention for mortality reduction.3 However, major chal-
lenges and vast inequalities persist. While global coverage 
of the third dose of the diphtheria-tetanus-pertussis 
(DTP) vaccine, a widely used measure of immunisation 
programme performance, was estimated at 84% in 2023, 
coverage in low-income countries was 68%, and just 10 
countries accounted for nearly 60% of completely unim-
munised children.4 Importantly, global immunisation 
coverage has declined since the COVID-19 pandemic 
and failed to recover.4

Uptake of immunisation may be limited by several 
factors including limited access to healthcare, socioeco-
nomic barriers, a lack of awareness and education about 
vaccines, and vaccine hesitancy.5 6 Because immunisation 
of individuals also contributes to community protection 
through herd immunity, the social benefits of immunisa-
tion exceed the private benefits to any individual. Various 
incentive programmes have therefore been imple-
mented aiming to increase immunisation uptake and 
achieve coverage levels needed for effective community 
protection.7 These include monetary incentives such as 
conditional cash transfers and non-monetary incentives 
such as food, mobile phone credit or symbolic rewards 
that signal immunisation uptake. Incentive programmes 
have been relatively well studied in high-income coun-
tries (HIC), particularly for COVID-19, with a recent 
systematic review concluding that monetary incentives 
are likely to increase immunisation uptake.8 Evidence on 
their effectiveness in low- and middle-income countries 
(LMIC) is limited, with recent reviews showing mixed 
results and focussing purely on effectiveness, without 
discussing potential unintended consequences.9–12 Argu-
ments against the use of incentives have been widely 
made and include three key risks: (i) that the value of an 
incentive may be negated or even reversed if people infer 
that offering incentives indicates that the vaccine is of low 
quality; (ii) that offering incentives may ‘crowd out’ social 
and intrinsic motivations for immunisation, which could 
result in less healthy behaviours in the future when no 
incentives are offered; and (iii) that incentives prompt 
suspicion and may cause feelings of coercion, reducing 
trust in health services.13 14

In LMIC, both immunisation and incentive 
programmes face distinct planning and operational 
implementation challenges including a higher burden 
of vaccine-preventable diseases, weaker health systems 
and supply chains, limited resources, and complex socio-
economic and historical contexts.15 16 Experience from 
Médecins Sans Frontières (MSF), which supports exten-
sive immunisation campaigns in LMIC, has highlighted 
how these contextual factors may influence both the 
potential effectiveness of incentives and their unintended 

consequences. Given these complexities and the fact that 
incentives are being increasingly used in immunisation 
campaigns in LMIC,17 we conducted a scoping review 
aiming to: (i) map and synthesise evidence on their use; 
(ii) compare experiences across different regions and 
incentive types; and (iii) identify unintended conse-
quences and implementation challenges. In doing so, 
we aimed to inform future research and evidence-based 
practices and policies on their use.

METHODS
We followed the Preferred Reporting Items for System-
atic Reviews and Meta-Analyses extension for Scoping 
Reviews guidelines for conducting and reporting this 
scoping review.18

Search strategy
In October 2024, we searched Ovid MEDLINE (PubMed) 
for peer-reviewed studies investigating the use of incen-
tives in immunisation campaigns in LMIC. The full data-
base search strategy (online supplemental appendix) 
combined searching for free text words in titles and 
abstracts with Medical Subject Headings (MeSH). To 
supplement this database search, we sought additional 
studies and reports by searching the grey literature using 
Google and Google Scholar with simplified search terms 
(with results extracted from the first 100 hits); manu-
ally checking references of included articles, relevant 
commentaries and reviews; citation forward searching 
(checking for articles that cite included articles); and 
searching the websites of key non-governmental organ-
isations (NGOs) and evaluation organisations operating 
in LMIC (eg, 3ie International Initiative for Impact Eval-
uation).

Selection criteria
For pragmatic reasons, all titles and abstracts returned 
by the search were screened for eligibility by one author 
using Rayyan (MJS), with relevant records then sought 
for a detailed full-text review. Studies were eligible to be 
included if they were quantitative (including randomised 
trials and quasi-experimental studies) or qualitative 
(including those that utilised interviews, focus groups 
and other methods) in design and published in English 
from the year 2000 onwards. Studies were classified as 
quasi-experimental if they used methods to approximate 
causal effects, including those using cross-sectional data 
with appropriate analytical approaches such as propen-
sity score matching. Systematic and other types of reviews 
returned by the search were not included but were 
reviewed to identify references to original studies which 
may have been eligible. Studies exclusively investigating 
incentives for COVID-19 immunisation were excluded 
because of the specific contextual factors characterising 
this illness and vaccine which would limit generalisability 
to routine immunisation programmes, as were non-
human studies and abstracts without accessible full texts.
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Inclusion criteria were based on the Population, Inter-
vention, Comparator, Outcome framework:

	► Population(s). Any individuals who received, or were 
asked about their perceptions of receiving, incentives 
for immunisation (and individuals in comparison 
groups) who were residing in LMIC, as determined 
by the World Bank at the time of the study.

	► Intervention(s). Any monetary or non-monetary incen-
tive provided to recipients either conditionally or 
unconditionally on their or their dependent’s immu-
nisation uptake. Studies examining perceptions of 
hypothetical incentives were also included.

	► Comparator(s). The main comparator of interest was 
the receipt of no incentives, but studies were not 
excluded if they had no control group (eg, qualita-
tive studies) or if they had a different standard of care 
(eg, mobile phone-based reminders).

	► Outcome(s). The primary quantitative outcome of 
interest was the difference in immunisation uptake 
between people who received incentives versus those 
who did not, which could be presented as relative 
risks (RR), odds ratios (OR) or risk differences, with 
95% confidence intervals (95% CI). Both objective 
(eg, administration records) and subjective (eg, self-
reported) measures of immunisation uptake were 
included. The other outcomes of interest included 
quantitative and qualitative data describing study 
participants’ experiences, perceptions and attitudes 
towards immunisations and incentives and any 
reported unintended consequences.

Data extraction and synthesis
A standardised data extraction form was developed to 
capture relevant information from studies meeting the 
inclusion criteria. This included study characteristics 
(eg, author, year, design), population characteristics (eg, 
demographics, setting), intervention details (eg, type of 
immunisation campaign, type of incentive), sample size, 
and the main quantitative and qualitative results. While 
formal quality assessment is not typically conducted in 
scoping reviews, we noted study design and methodo-
logical features that could affect the interpretation of 
findings. A narrative synthesis was then undertaken to 
describe the main findings and themes from included 
studies. We organised findings into three broad domains 
and disaggregated available data by continent: (i) quan-
titative evidence on the effectiveness of incentives for 
improving immunisation uptake; (ii) quantitative and 
qualitative evidence on positive effects of incentives on 
perceptions and attitudes towards immunisation; and 
(iii) quantitative and qualitative evidence on risks and 
unintended consequences of incentives.

Patient and public involvement
The research question was informed by the experiences 
of MSF staff working with patients and the public in 
immunisation campaigns in LMIC. As this was a review of 

the literature, no patients were involved in the design or 
execution of the study.

RESULTS
Our Ovid MEDLINE search yielded 771 records, 
of which 87 were sought for full-text review and 
28 studies were included. We also identified and 
included an additional 12 studies/reports from the 
additional searches described above; meaning a total 
of 40 studies/reports were included in this review 
(figure  1). Studies were undertaken across a variety 
of LMIC—20 were undertaken in Africa, 13 in Asia 
and seven in Latin America.

Of the 40 studies included in this review, 31 were 
explicitly designed to evaluate the effects of incentive 
programmes on immunisation uptake, summarised in 
tables  1–3. These included 17 randomised trials (13 
cluster randomised and four individually randomised) 
and 14 quasi-experimental studies. Most studies eval-
uated monetary incentives, particularly conditional 
cash transfers for routine childhood immunisations, 
though some examined non-monetary incentives 
such as food, mobile phone credit and symbolic 
rewards. While effect sizes varied substantially by 
context, most studies demonstrated modest positive 
short-term effects of incentives on immunisation 
uptake, and, notably, no studies found that incentives 
decreased immunisation uptake. The remaining nine 
studies provided valuable quantitative and qualita-
tive insights into effects on perceptions and attitudes 
towards immunisation, and potential unintended 
consequences and implementation challenges, 
summarised in table 4.

Quantitative evidence on the effectiveness of incentives for 
improving immunisation uptake
Africa (table 1)

We identified 13 studies undertaken in Africa, 
including several very large evaluations. Ten of these 
studies demonstrated positive effects on immuni-
sation uptake of the various incentives under eval-
uation. Of note is the New Incentives-All Babies 
Are Equal Initiative (NI-ABAE) run in North-West 
Nigeria, which directly incentivises uptake of the 
main childhood immunisations with small condi-
tional cash transfers provided to caregivers, with 
payments increasing across the immunisation 
schedule. In a cluster randomised trial including 167 
clinics in three states, this programme demonstrated 
positive short-term effects of incentives on immuni-
sation uptake—among children in incentive clinics 
compared with those in control clinics, uptake was 
16 percentage points higher for BCG vaccine (95% 
CI 12 to 21), 21 percentage points higher for the 
penta one vaccine (95% CI 16 to 26), 14 percentage 
points higher for the measles vaccine (95% CI 10 
to 18) and full immunisation was 27 percentage 
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points higher among infants aged 12–16 months 
old (approximately a doubling).19 This is consistent 
with another recent cluster randomised trial under-
taken in camps for internally displaced people in 
Somalia, which evaluated adding a one-time health 
screening conditionality to a cash transfer interven-
tion.20 Overall, the conditionality improved uptake of 
measles immunisation from 39% to 78%, and comple-
tion of the pentavalent series from 44% to 78%. Inter-
estingly, overall timely immunisation, mortality and 
measles incidence over 9 months follow-up did not 
improve. Other randomised trials evaluating mone-
tary incentives have shown positive results to varying 
extents. For example, in Ghana, Levine et al found 
that mobile phone-based cash transfers were associ-
ated with a 50 percentage point (95% CI 26 to 73) 
higher coverage of at least one dose of oral polio 
vaccine within 14 days of life and BCG vaccine within 
28 days of life,21 while in Kenya, three trials of mobile 
phone-based cash transfers demonstrated only small 
positive effects on immunisation outcomes.22–24 In 
Nigeria, two studies demonstrated positive effects 
of cash transfers on maternal tetanus immunisation 
during pregnancy,25 26 but no effect on the number of 
infants receiving oral polio vaccine at birth in the one 

study in which it was evaluated.26 For non-monetary 
incentives, Karing demonstrated that the provision of 
a bracelet as a symbolic reward and signal of immu-
nisation status increased complete immunisation 
coverage by 13% in Sierra Leone,27 and Goodson et 
al demonstrated that providing insecticide-treated 
bed nets concurrently with measles immunisation 
was associated with higher immunisation coverage in 
Madagascar.28

In contrast, we identified three studies that showed 
no detectable effects on immunisation uptake of the 
various incentives under evaluation. In a large cluster 
randomised trial in Zimbabwe, Robertson et al investi-
gated the effects of unconditional and conditional cash 
transfers on a range of health and social outcomes, 
including immunisation uptake.29 Their study included 
over 4000 households and found that compared with 
control clusters, there were no differences in the propor-
tions of children aged 0–4 years with complete immunisa-
tion records in the unconditional cash transfer clusters or 
the conditional cash transfer clusters. For non-monetary 
incentives, Demilew et al found no effects of a symbolic 
tracking poster and stamp system, designed to act as a 
signal of immunisation status, on a range of immunisa-
tion outcomes in Ethiopia,30 and Mathanga et al found 

Figure 1  Study selection.
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no evidence that providing insecticide-treated bed nets 
with timely completion of routine childhood immunisa-
tion increased uptake compared with a control group in 
Malawi.31

Asia (table 2)
We identified 11 studies undertaken in Asia, all of 

which were conducted in India, Pakistan, or Bangla-
desh. All but one of these studies demonstrated posi-
tive short-term effects on immunisation uptake of the 
various incentives under evaluation. In an evaluation of 
the Bangladesh Maternal Health Voucher Scheme, which 
provided unconditional healthcare vouchers and cash 
transfers to disadvantaged pregnant women, Sultana et al 
demonstrated that 93% of children whose mothers were 
enrolled in the scheme were fully immunised before 12 
months of age, compared with 84% of children whose 
mothers were not enrolled.32 Quasi-experimental studies 
from India have shown similar positive effects of state or 
national conditional cash transfer programmes (Mamata 
and Janani Suraksha Yojana), although an evaluation of 
a cash transfer programme specifically targeted at raising 
girl children’s status had no detectable effect on immuni-
sation coverage.33–36

In Pakistan, Chandir et al undertook a seven-arm 
randomised trial of a range of conditional mobile 
phone-based cash transfers and found that full immu-
nisation coverage was higher among caregiver-child 
pairs receiving any cash transfers compared with mobile 
phone reminders alone (OR=1.18, 95% CI 1.05 to 1.33); 
that within the cash transfer arms coverage was higher for 
those receiving a high versus low amount (OR=1.16, 95% 
CI 1.04 to 1.29); and that mobile phone credit appeared 
more effective than mobile money (which could be 
redeemed and spent on anything) (OR=1.17, 95% CI 
1.01 to 1.36).37 An earlier quasi-experimental study also 
by Chandir et al evaluated conditional food and medicine 
vouchers and found that timely completion of DTP at 18 
weeks of age doubled (RR=2.20; 95% CI 1.95 to 2.48).38 
Another evaluation of multipurpose vouchers to allow 
free access to healthcare also showed small increases in 
uptake of common childhood immunisations.39

In India, two studies also evaluated mobile phone credit 
as an incentive. Seth et al demonstrated in a small trial 
(n=608) that this was associated with a greater increase 
in childhood immunisation coverage than mobile phone 
reminders alone among families living in rural commu-
nities40; and Banerjee et al tested several combinations 
of mobile phone credit incentives in a very large evalu-
ation across 140 health centres including approximately 
295 000 children.41 Overall, the incentives had positive 
effects on immunisation coverage when administered 
based on a sloped schedule (where the incentive amount 
was higher for the final two vaccines a child should receive 
in their first year). In an earlier study, Banerjee et al also 
evaluated the provision of raw lentils and metal plates 
conditional on completed immunisation in rural India 
(provided alongside establishment of a ‘reliable’ immu-
nisation service).42 Among children aged 1–3 years, rates 

of completed immunisation were 39% (95% CI 30 to 47) 
in villages receiving this intervention; 18% (95% CI 11 to 
23) in villages receiving only the reliable immunisation 
service; and 6% (95% CI 3 to 9) for control villages.

Latin America (table 3)
Many governments in Latin America have established 

conditional cash transfer programmes aiming to alle-
viate poverty and improve health outcomes. We iden-
tified six studies evaluating these programmes (Bolsa 
Familia in Brazil, Progresa in Mexico, Familias en Accion 
in Colombia, and Red de Protección Social in Nica-
ragua), all of which showed broadly positive effects of 
conditional cash transfers on immunisation uptake.43–48 
We also identified a four-arm cluster randomised trial 
undertaken in Honduras, which evaluated monetary 
incentives; resources provided to local health teams with 
a nutrition intervention; both packages; or neither.49 The 
results were mixed—no effect of incentives was demon-
strated on uptake of tetanus or measles immunisation, 
but uptake of the first dose of DTP vaccine increased by 
6.9% (95% CI 1.0 to 12.8).

Quantitative and qualitative evidence on positive effects 
of incentives on perceptions and attitudes towards 
immunisation
Few of the above quantitative evaluations reported on 
how incentives may have changed perceptions and atti-
tudes towards immunisation. In the cluster randomised 
trial of the NI-ABAE programme in Nigeria, respondents 
in treatment areas had greater knowledge of vaccines and 
the immunisation schedule than those in control areas, 
but only 2% more said they thought that vaccines were 
more beneficial than harmful for children.19 Banerjee et 
al in India also found that incentives improved knowledge 
of immunisations but had no effect on whether partici-
pants felt immunisations were beneficial or harmful.41 We 
also identified a cross-sectional study undertaken among 
406 pregnant women from two regions of Tanzania which 
investigated preferences around incentives for immuni-
sation.50 This study had three important findings: first, 
that women preferred non-monetary incentives such as 
a maternal health check or support with birth registra-
tion over monetary incentives; second, that all women 
expected to get their children immunised according to 
the recommended schedule irrespective of incentives; 
and third, that the great majority (97%) were actually 
willing to pay for immunisations.

We included seven qualitative studies in this review, 
most of which aimed to characterise barriers and facilita-
tors of immunisation uptake.51–57 All studies highlighted 
potential positive effects of incentives for potentially 
increasing immunisation uptake. For example, in a qual-
itative study in Cox’s Bazar refugee camp, Bangladesh, 
health service providers, government officials and repre-
sentatives from NGOs noted that provision of hygiene 
kits and medication to caregivers acted as facilitators 
of childhood immunisation.52 Importantly, the study 
also noted that such programmes should be consistent 
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throughout the camp to ensure equality, and that collab-
oration and service provision had been hindered by 
organisations ‘competing to demonstrate good perfor-
mance’, including through providing different incentives 
for caregivers. In another example from Nigeria, non-
monetary incentives such as soap or diapers were seen 
as facilitators of immunisation among mothers.55 Inter-
estingly, participants felt that congratulatory cards docu-
menting immunisation completion conferred a sense of 
pride and were potentially more sustainable than these 
material incentives.

Quantitative and qualitative evidence on risks and unintended 
consequences of incentives
None of the above quantitative evaluations reported 
directly on any unintended consequences of providing 
incentives for immunisation (including noting null 
results). However, our search did return a follow-up study 
by Karing et al in Sierra Leone, which was undertaken 
3 years after exposure to the non-monetary signalling 
bracelet incentive intervention described above.58 This 
study demonstrated that eligibility for the incentive led 
to crowding out of parents’ intrinsic motivation after 
the incentive programme had ended—parents who had 
received the incentive were less likely to immunise their 
subsequent child on time by around 5%–11%. There 
were no effects on overall immunisation rates by 15 
months, however, and the study concluded that incentives 
that signal being a caring parent do not lead to adverse 
effects. In contrast, in the cluster randomised trial in 
Kenya run by Gibson et al, all but one participant said 
they would retain their enthusiasm for immunisation for 
a future child, even if incentives were not given again.24

Negative unintended consequences were also high-
lighted in four other qualitative studies, all of which raise 
similar themes as those raised by Karing et al in Sierra 
Leone.58 In Chad, a qualitative study investigating factors 
affecting community engagement with guinea worm and 
polio eradication activities noted that the provision of 
incentives contributed to tension and suspicion within 
communities and that using incentives attenuated the 
sense of volunteerism and commitment within commu-
nities and led to a situation where incentives were seen as 
a requirement for participation.54 In Nigeria, two qualita-
tive studies highlighted that while incentives may increase 
immunisation uptake in the short term, if incentives are 
withdrawn or interrupted because of inconsistent supply 
chains, caregivers may stop vaccinating their children 
and uptake may drop to previous levels or worse.53 57 In 
one of these studies, caregivers were additionally noted as 
becoming suspicious of free vaccines when other health 
services cost money.57 Finally, in a process evaluation of 
the Afya conditional cash transfer intervention in Kenya, 
participants were enthusiastic to join the programme and 
were happy with the intervention when they received it.56 
However, operational challenges with implementing an 
electronic card reader system were noted to negatively 
affect intervention acceptability; and some participants’ 

family members felt that no one should be paid to attend 
appointments, that this system could create problems with 
future attendance and that it changed intra-household 
dynamics (eg, a spouse expecting a share of the money). 
Nurses participating in the programme also had objec-
tions to cash transfers, suggesting instead that the 
incentive should be material items which would directly 
benefit the child (eg, blankets). Some also believed the 
programme set a precedent that could create future 
problems with attendance and was not sustainable.

DISCUSSION
In this scoping review, we identified 40 studies from 19 
countries investigating the use of incentives in immuni-
sation campaigns in LMIC. These included a range of 
interventional studies, including multiple randomised 
trials evaluating effectiveness, and several qualitative 
studies adding important context on how incentives 
may be perceived and what their longer-term effects 
may be. While most studies demonstrated modest posi-
tive short-term effects of incentives on immunisation 
uptake, our review highlights how effectiveness is likely 
to vary substantially in different contexts and that these 
interventions may have important negative unintended 
consequences. We found that similar interventions often 
had very different effects in different contexts, which 
ranged from large increases in immunisation uptake (eg, 
in Nigeria and Somalia) to minimal or no effects (eg, in 
Kenya and Zimbabwe). These differences likely reflect 
variations in baseline immunisation coverage, percep-
tions and attitudes towards immunisation and incentives, 
health system capacity, implementation and broader soci-
oeconomic and historical contexts.

Even if incentives do result in an initial positive change in 
behaviour and increase immunisation uptake in the short 
term, a key concern for donors, policy makers and imple-
menters has been that they may create expectations and 
undermine intrinsic motivation. This may lead to lower 
immunisation uptake in the future when incentives are with-
drawn or create a scenario where people expect a greater 
incentive to maintain the same level of motivation. Although 
a recent study of incentives for COVID-19 vaccination in 
Sweden and the USA found no evidence of negative unin-
tended consequences on future vaccination uptake, morals, 
trust and perceived safety,59 this phenomenon has been 
widely discussed in the behavioural science literature,60 and 
we found several studies providing further empirical evidence 
from LMIC contexts. The clearest example came from Sierra 
Leone, where people who received incentives were less likely 
to immunise subsequent children on time when incen-
tives were no longer offered.58 Similar concerns emerged 
from qualitative studies in Chad, Kenya and Nigeria, where 
incentives appeared to create expectations of payment and 
reduce voluntary participation.53 54 56 57 These studies also 
highlighted how incentive programmes could undermine 
community trust in health services, particularly when there 
are operational barriers to their effective implementation 
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(as in the Afya credits programme in Kenya),22 56 when they 
are withdrawn or when their provision made communities 
suspicious of free vaccines. It is important to note that these 
themes were not universally raised in all studies, at least 
partly because most quantitative evaluations did not report 
on unintended consequences of the incentive under study.

These findings highlight the importance of care-
fully considering local context and ensuring incentive 
programmes are co-designed, piloted and evaluated in 
partnership with local communities and stakeholders, 
with involvement from global partners such as GAVI 
and WHO. The unintended consequences we identified 
may be particularly influenced by cultural, historical and 
social contexts in LMIC. Trust in health interventions 
can be deeply affected by historical experiences with 
colonialism and past health interventions, as demon-
strated by Lowes and Montero,61 who showed how forced 
medical interventions during the colonial era continue 
to negatively impact present-day immunisation rates in 
Central Africa. When incentives are provided by external 
organisations without adequate community involve-
ment, they may be viewed with suspicion or as attempts 
to control rather than support. These contextual factors 
may help explain why similar incentive approaches had 
such variable effects across different settings—they likely 
reflect not just variation in programme design but also 
differences in community perceptions, historical experi-
ences and social dynamics that shape how incentives are 
understood and responded to by communities.

Several studies highlighted how specific features of 
the incentive programme, such as the type and size of 
the incentive, influenced effectiveness. In some studies 
which evaluated different sizes of incentives, we found 
some evidence that larger incentives were more effec-
tive than smaller ones (although this was not universally 
true) and that incentives that increased in value through 
the immunisation schedule were more effective. Further-
more, while most studies evaluated monetary incentives 
in the form of conditional cash transfers, the available 
evidence also suggests merit in exploring non-monetary 
incentives that might be more acceptable and promote 
intrinsic motivation, particularly those that signal positive 
parenting or provide direct health benefits. This distinc-
tion between private and social benefits is particularly 
relevant for immunisation programmes. Non-monetary 
signalling incentives such as the bracelets evaluated by 
Karing in Sierra Leone27 function not merely as private 
rewards but as visible social signals of parents' choice 
to immunise their children, potentially activating social 
image concerns and community norms. In contrast, more 
private incentives like mobile phone credit or cash trans-
fers provide fewer opportunities for such social signal-
ling, though they address individual cost barriers. This 
balance is especially important for immunisation, where 
community protection through reduced transmission 
might enhance the scope for social signalling incentives. 
Similarly, our findings also highlight the importance of 
integrating health promotion and education alongside 

the provision of incentives to reinforce intrinsic moti-
vation by improving knowledge of the benefits of 
immunisations.

Another key consideration in programme design 
is equity. Several studies demonstrated larger effects 
among traditionally harder-to-reach populations, such as 
in Somalia’s camps for internally displaced people and 
among the poorest households in Madagascar’s bed net 
programme. However, implementation challenges could 
also exacerbate inequities. For example, mobile phone-
based transfers may exclude those without phones, or 
electronic payment systems may create barriers for popu-
lations with lower access or literacy. Gender equity consid-
erations also emerged as an important factor affecting 
incentive programmes in our review. The limited effect 
of the cash transfer programme specifically targeted 
at raising girl children’s status in India35 and the qual-
itative findings from Kenya’s Afya programme, where 
spouses sometimes expected a share of mothers' incen-
tives, highlight how these programmes operate within 
existing gender power structures. In many contexts, 
women may be responsible for taking children for immu-
nisation, but men may control household finances and 
decision-making. Non-monetary incentives that directly 
benefit children or provide services valued by mothers 
may therefore be more appropriate in some settings, as 
they are less likely to be diverted and may face less resis-
tance within household power dynamics. Future incen-
tive programmes should consider both socioeconomic 
and gender-related inequities in their design, potentially 
incorporating strategies to engage men in newborn and 
child health, to maximise reach and impact.

Despite the relatively large number of studies included 
in this scoping review, there is a clear lack of data from the 
Pacific and Southeast Asia regions, and several important 
research gaps remain. Given the risks of motivation crowding 
out and reduced community engagement and trust high-
lighted in this review, and the fact that the emphasis of most 
included studies was on short-term immunisation uptake, 
future research is urgently needed to better understand the 
long-term effects of different types and sizes of incentives 
on a broader range of outcomes, including future immuni-
sation uptake after incentives are withdrawn. Relatedly, it is 
notable that most of the incentive programmes under study 
were implemented by NGOs or research institutions in the 
context of a formal evaluation. If incentive programmes are 
to become a sustainable health service intervention, imple-
mentation research is needed to understand how they can 
be effectively integrated into existing health systems without 
undermining intrinsic motivation or trust (especially if other 
health services are associated with out-of-pocket costs) and 
what their effects are if implemented in these contexts. 
Finally, outcome evaluations should also be complemented 
by rigorous process evaluations to understand the mecha-
nisms through which incentives affect behaviour in different 
contexts and characterise what societal and individual factors 
modify their effectiveness and acceptability. Economic evalu-
ations to assess cost-effectiveness are also required to inform 

B
M

J G
lobal H

ealth: first published as 10.1136/bm
jgh-2025-019662 on 30 June 2025. D

ow
nloaded from

 https://gh.bm
j.com

 on 16 July 2025 by guest.
P

rotected by copyright, including for uses related to text and data m
ining, A

I training, and sim
ilar technologies.



14 Saunders MJ, et al. BMJ Glob Health 2025;10:e019662. doi:10.1136/bmjgh-2025-019662

BMJ Global Health

resource prioritisation and health service planning. While 
this evidence is awaited, interim policy guidelines on the 
use of incentives in immunisation campaigns are urgently 
needed.

Our scoping review has several limitations. First, for prag-
matic reasons, we limited our search to English language 
publications from the last 25 years, and screening was under-
taken by a single reviewer. We may have therefore poten-
tially missed relevant evidence, including from non-English 
speaking settings or older studies. Second, because this was a 
scoping review and not a systematic review and meta-analysis, 
our ability to synthesise results and draw conclusions was 
limited to a narrative synthesis, and we could not quantita-
tively assess the trade-off between the positive immediate 
effects of incentives against any potential unintended conse-
quences. Third, we did not formally assess the quality of 
included studies or the risk of bias, including publication bias 
which may have led to underreporting of negative results.

In conclusion, in this scoping review, we have mapped and 
summarised the available evidence on the use of incentives 
in immunisation campaigns in LMIC. While the evidence 
suggests that incentives can improve short-term immunisa-
tion uptake in these settings, their effects vary substantially 
in different contexts, and they can also have important 
negative unintended consequences which need to be taken 
into consideration when using incentives in immunisation 
campaigns. Fundamentally, although incentive programmes 
are potentially valuable, policy-makers and implementers 
should prioritise the establishment of reliable and consis-
tent immunisation services in LMIC before adding incentive 
components.
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