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PART 1 

RATIONALE & BACKGROUND 



Inequality in family planning use 

• Of 12 MNH interventions in a review 
of public data across 54 countries, 
family planning was the third most 
inequitable 

*Barros, A. J. D., Ronsmans, C., et al. (2012). “Equity in maternal, newborn, and child health interventions in Countdown to 

2015: a retrospective review of survey data from 54 countries”. Lancet, 379(9822), 1225-33. 



Additional financing for universal 

access to family planning 
1. Access: extend services to population with unmet 

need 

2. Scope: improve number of methods offered to 
current population 

3. Financial protection: reduce out-of-pocket costs 
that suppress demand  
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How universal can vouchers really be? 

Despite   growing   evidence   for   vouchers’  
impressive impact in terms of equity, 
financial protection and quality of care, they 
remain for now a specific tool to enable 
underserved groups to access priority 
services.  However  the  WHO’s  ‘cube’  frames  
progress towards UHC in terms of the share 
of people, services and costs covered, with 
a focus on growing these three dimensions 
as far as possible

xi
. Given this 

understanding of UHC, how important can 

vouchers’  contribution  to  UHC  really  be? 

The first point to remember is that vouchers 
do not have to be targeted. For example, all 
families were eligible for the wildly successful 
family planning voucher programmes in 
Korea and Taiwan in the 60s-90s. Even 
among targeted voucher programmes, some 
are being operated on a huge scale: the 
Chiranjeevi Yohana scheme in Gujarat, 
India, which is targeted to the poor, is a case 
in  point.  Vouchers  don’t  have  to  be  targeted  
to specific services either: vouchers for 
migrant farm workers in the US cover all 
types of services with a maximum 
reimbursement level

xii
. This sort of voucher 

programme illustrates very clearly how 
vouchers and insurance are actually on the 
same spectrum, as noted by Gorter et al 
(2013)

xiii
. A voucher scheme in Tanzania is 

located even further along that spectrum: 
vouchers distributed to pregnant women 
entitle the mother and her baby to full health 
insurance   during   the   baby’s   infancy,   while 
the rest of the family gains entitlement to 

partial health insurance
xiv

.  

However, most voucher schemes do target 
particular groups, and/or provide entitlement 
to only a few services. Far from being 
contradictory to UHC, targeting vouchers 
both in terms of services and population 
groups could actually help even well-
established UHC systems avoid common 

pitfalls. 

 

 

 

 

Pitfall 1: Social Health Insurance can 
emphasise curative care at the expense of 

public health and preventative care 

Because the first aim of Social Health 
Insurance is to prevent catastrophic health 
expenditure, some fledgling insurance 
schemes start by covering expensive 
inpatient services only, excluding outpatient, 
primary and preventative services from the 
benefit package (e.g. India, Kenya, 
Philippines)

xv
. In addition, individuals in any 

system (whether SHI or input-based) may 
under-consume public and preventative 
health care if left to their own devices. This is 
because some of the risks of not seeking 
care, such as infecting others, as well as the 
future costs of illness, are borne by others. In 
either of those situations, vouchers can serve 
as a useful addition to the prevailing health 
financing approach, thereby ensuring that 
preventive services are appropriately 
emphasised. Vouchers are often used for 
preventive services, most notably for family 
planning, but also for immunisation 
(Cambodia and Armenia), and cervical and 
breast cancer screening (Nicaragua, 

Vietnam)
xvi

. 

 

Figure 1: WHO's Universal Health Coverage 'Cube' 



Vouchers as a form of “progressive 

universalism” 

• Vouchers are intended for 
beneficiaries who want the service 
but, in most cases, would not have 
used the service if the voucher were 
not available 



Voucher functions (management) 

• Voucher management agency – VMA: government-run, contract-out, or 
franchise 

• Quality assurance and improvement (e.g. facility accreditation, CMEs) 

• Process claims & conduct fraud control 

• Monitor trends in costs, utilization, quality 

• Consider supply-side strategies to meet minimum standards (e.g. financial 
credit to facilities, peer-led learning exchanges) 

Facility 

•Accredited?  

•Clinical quality? 

•Competition? 

•Reimbursement rates? 

Client  

• Poverty status & need?  

• Free or paid voucher? 

• Which services offered? 

Voucher program design & functions 

Program objectives, funding sources, timeframe, governance 

structures 



19 FP voucher programs, active 1964-2012 
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19 FP voucher programs and 

available services 
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Provider types in 19 FP voucher 

programs 
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Part 2 

PROGRAM IMPACT: The Cambodia Case 



Contraceptive Background: 

Cambodia 
Knowledge High but Current Use much Lower 

• Virtually all women in Cambodia have knowledge of contraceptives 
 

• 51% of married women currently using contraceptives in most recent 

DHS:  

• 35% Modern; 16% Traditional 

• Most widely used is Pill (15%), followed by withdrawal (12%), then 

injectable (10%) 

• Unmet need for contraception is 17.1% 
 

• Long Acting Reversible Contraceptive use is very low particularly 

among younger (20 to 29 year olds) 



Reproductive Health Vouchers in Cambodia 

RH Voucher program implemented by NGO on behalf of the Cambodian 

Ministry of Health, funded by German Development Bank (KFW), in 2011 

 

• Designed to reduce barriers to utilization of RH healthcare services among 

disadvantaged women (maternal healthcare, family planning, abortion) 

 

Family Planning Voucher:  

• LAPMs such as IUD and sterilization offered at public and NGO clinics. 

• Short term methods and some longer term methods such as injectables 

offered at public clinics 

• Transportation subsidy also included 

• No User Fee 



Quasi-experimental Evaluation of 
Cambodia’s RH Voucher program 

Sample: 2200 women of reproductive age (18-49 years) 

Sites: Communities in 9 Operational Districts (ODs) in the 3 

voucher provinces. Comparison Sites in 9 propensity score 

matched control ODs without vouchers from non voucher 

provinces.  
 

Study Design: Pre and Post Intervention Study with Controls 

• 2011: Baseline study before Vouchers were implemented 

• 2013: Endline Study after Vouchers were implemented 

 

 

 
 



Results: LARC Use Comparison between 2011 
and 2013 

 

      
  

  Intervention Control 

  Before program After program Before program After program 

Use of LARC 1.4 6.7 1.9 3.5 

Wealth Quintiles         

Poorest(Q1) 1.1 8.8 0.4 3.1 

Q2 1.7 7.9 2.3 3.4 

Q3 0.9 5.1 2.8 4.3 

Q4  0.4 6.5 3.2 2.9 

Richest(Q5) 3.0 5.1 1.5 3.9 

Education level of 
women 

        

No school 1.1 11.8 0.6 4.8 

Primary school 0.9 6.0 2.8 2.9 

Secondary school 2.2 5.6 0.9 4.5 

High school 5.3 5.8 0.0 3.2 

N 961 993 975 993 



Discussion 

Robust Evidence: Difference-in-Difference results show that voucher 

program significantly increased the use of LARC over two years 

among post partum women. 

• Increase in Voucher areas 3.7 percentage points higher than 

increase in Non-Voucher areas 

• Across all age, SES and education groups with stronger 

increases among older age groups, lower SES, and lower 

education. 

• Most pronounced among women with No Schooling 



PART 3 

IMPLICATIONS FOR TODAY’S CONSULTATION 
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Integrating demand & supply 

Combined Demand-Side, Franchise System

Management 
agency

Other 
clients

Voucher 
clients

Contracted 
Providers

Fund 
(donor, govt)

Supply side: training, 
branding, supplies, & 

voucher reimbursement

Vouchers

Cash purchases

Demand side: 
Advertising



Where is SF+DSF Happening? 

In the 2011 Social Franchise Compendium, 52 SFs were surveyed in 36 countries. 

   

- 25 of the SFs (48%) reported that they were employing some form of DSF in their 

organization 

- 13 SFs reported the use of vouchers 

- 8 SFs reported using working with insurance DSF strategies.   



Scale, franchising & FP vouchers in 

Uganda 
• 33% of married women (~2.3 million) had an 

unmet need in 2011 DHS 

• Marie Stopes Uganda sells FP vouchers through 
BlueStar network with community-based 
distributors 

• Since 2012, MSU has served 204,984 voucher 
users with FP methods of their choice, mostly 
LAPMs.  

• 137,518 were first time initiators (new users) 

• MSU franchising + vouchers met FP needs of 
6% of 2.3 million women in Uganda 



Next Steps 

Build stronger systems to monitor performance metrics  

• Is the program bringing in new LAPM users, retaining repeat 

users? 

• How do FP programs perform in terms of efficiency, quality, 

equity, reduced discontinuation rates, DALYs averted, financial 

protection. 

• Ask: what’s the scale of FP service uptake? 
 

Demonstrate “price transparency” to Uganda Government and other 

national funds eager to purchase services on behalf of citizens and 

make progress toward universal, voluntary FP coverage as part of 

UHC.  



The  

Population Council  
conducts biomedical, 

social science, and public 

health research. We 

deliver solutions that lead 

to more effective policies, 

programs, and 

technologies that improve 

lives around the world. 


