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Review: Karolina Sarek & Erik Hausen 
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This is a summary report about vouchers for contraceptives, a potential 
intervention in the field of family planning. Due to its low cost-effectiveness and 
limited generalizability of its evidence, we do not recommend this intervention. 
Consequently, less time has been spent polishing this report than those of our 2020 
recommended interventions, which focus on postpartum family planning and mass 
media campaigns. All the ideas considered for family planning are listed in this 
spreadsheet. 
 
Thanks to Karolina Sarek for her guidance and support throughout this research; to 
Erik Hausen and Judith Rensing for reviewing the research; and to Antonia Shann, 
Urszula Zarosa, Fin Moorhouse, and Patrick Stadler for their contributions. We are 
also grateful to the experts who took the time to offer their thoughts on this 
research: Babar Shaikh, Franziska Grimm, Suse Emiliano, Ana Cecilia Velasquez, 
and Claire Rothschild. 
 
For questions about the content of this research, please contact Juliette Finetti at 
juliette@charityscience.com. For questions about the research process, charity 
recommendations, and intervention comparisons, please contact Karolina Sarek at 
karolina@charityscience.com. 
 
Charity Entrepreneurship is a research and training program that incubates multiple 
high-impact charities annually. Our mission is to cause more effective charities to exist in 
the world by connecting talented individuals with high-impact intervention 
opportunities. We achieve this through an extensive research process and through our 
Incubation Program.   

https://www.charityentrepreneurship.com/uploads/1/0/7/2/10726656/postpartum_familyplanning.pdf
https://www.charityentrepreneurship.com/uploads/1/0/7/2/10726656/massmediacampaign.pdf
https://www.charityentrepreneurship.com/uploads/1/0/7/2/10726656/massmediacampaign.pdf
https://docs.google.com/spreadsheets/d/1MSLRSC5sq_lGb9iSDQQyPxLy2Qdm60l0Ke3VcwliiiA/edit%23gid=0
https://www.charityentrepreneurship.com/research.html
https://www.charityentrepreneurship.com/incubation-program.html
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Research Process 
Before opening the report, we think it important to introduce our research process. Knowing 
the principles of the process helps readers understand how we formed our conclusions and 
enables greater reasoning transparency. It will also clarify the structure of the report. 
 
Our research process incorporates elements that are well established in some fields but 
uncommon in others. This is partly because of the unique goals of our research (i.e. finding 
new areas for impactful charities to be launched) and partly because we incorporate lessons 
and methodologies from other fields of research, primarily global health and medical 
science. Below is a quick overview of some of the key elements. 
 
Iterative depth: We research the same ideas in multiple rounds of iterative depth. Our goal is 
to narrow down our option space from a very large number of ideas (often several hundred 
at the start) to a more workable number for deeper reports. This means we do a quick 
20-minute prioritization, a longer 2-hour prioritization, and finally an 80-hour 
prioritization. Each level of depth looks at fewer ideas than the previous round. 
 
Systematic: The goal of our research is to compare ideas for a possible charity to found. To 
keep comparisons between different ideas consistent our methodology is uniform across all 
the different ideas. This results in reports that consider similar factors and questions in a 
similar way across different interventions, allowing them to be more easily compared. This 
is commonly used in other charity evaluations and encouraged in other fields. 
 
Cluster approach: Comparing different intervention ideas is complex. We are not confident 
that a single methodology could narrow down the field, in part due to epistemic modesty. To 
increase the robustness of our conclusions, we prefer instead to look at ideas using multiple 
independent methodologies and see which ideas perform well on a number of them (more 
information here). These methodologies include a cost-effectiveness analysis, expert views, 
informed consideration, and using a weighted factor model. We explain the merits and 
disadvantages of each method, as well as how we apply it, in the linked documents. Each 
methodology is commonly used in most fields of research but they are rarely combined into 
a single conclusion.  
 
Decision relevant: Our research is highly specialized and focused. We only research topics 
that are directly related to the endline choice of what charity to found. Sometimes 
cross-cutting research is needed to allow comparison between different ideas, but all our 
research aims to be directly useful to getting new charities started. This level of focus on 
target practical outcomes is rare in the research world, but is necessary to our goal of 
generating more charity ideas with minimal time spent on non-charity idea related 
concepts. 

   

https://www.charityentrepreneurship.com/research.html
https://www.charityentrepreneurship.com/idea-sort-report.html
https://www.charityentrepreneurship.com/prioritizing-ideas-report.html
https://tinyurl.com/y2hcj8mw
https://tinyurl.com/y2hcj8mw
https://www.givewell.org/how-we-work/process
https://eppi.ioe.ac.uk/cms/Default.aspx?tabid=69
https://forum.effectivealtruism.org/posts/WKPd79PESRGZHQ5GY/in-defence-of-epistemic-modesty
https://blog.givewell.org/2014/06/10/sequence-thinking-vs-cluster-thinking/
https://blog.givewell.org/2014/06/10/sequence-thinking-vs-cluster-thinking/
https://www.charityentrepreneurship.com/cea.html
https://www.charityentrepreneurship.com/expert-view.html
https://www.charityentrepreneurship.com/informed-consideration.html
https://www.charityentrepreneurship.com/weighted-factor-model.html
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https://docs.google.com/document/d/1q9yUtc4z3_ieO9pQ1ArrNx9Vvrp-aO7cA6EwrZ1spdE/edit%23heading=h.9w5b254acd59
https://docs.google.com/document/d/1q9yUtc4z3_ieO9pQ1ArrNx9Vvrp-aO7cA6EwrZ1spdE/edit%23heading=h.9w5b254acd59
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Description of the intervention 
Family planning vouchers are a type of subsidy and financial incentive that aims to 
facilitate uptake for contraceptives. These vouchers usually take the form of a paper 
or electronic coupon distributed by government or NGO workers to poor populations 
so they can exchange them at the health facility for a free service or product.  
 
By allowing women to access public or private family planning services free of 
charge, vouchers can be a powerful tool to help them overcome cost barriers to 
contraception. This is particularly true for women seeking long-acting reversible 
methods (LARCs) or permanent methods that require high upfront costs. Vouchers 
can also have an effect simply through providing information about services 
available at health facilities, or through improving the quality of care through the 
training and accreditation process of creating a network of providers. 
 
Below is a short theory of change for this intervention: 
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Summary conclusion 

Ultimately, we do not recommend this intervention as a way to improve access to 
family planning and reduce unintended births. 
 
Our research suggests that vouchers for any contraceptive have been effective in 
some contexts only. The evidence base is limited, with three RCTs of low external 
validity and a range of studies with weaker designs but larger implementation 
scales. Experts shared the view that it is an effective program specifically for poor 
populations in urban contexts with either a non-responsive public sector and cost 
barriers to the private sector, or a public sector that does not yet fully subsidize 
family planning. It seems promising from a counterfactual replaceability 
perspective as it does not seem to be an area of focus for many large NGOs and there 
are options in terms of geographies where it is unlikely existing actors would 
expand this program.  
 
The most optimistic scenario according to our cost-effectiveness analysis is the 
model of a new nonprofit becoming a voucher management agency in a Central 
African country such as the Democratic Republic of Congo (DRC). We estimate that 
under this scenario, it would cost $187-207 to avert an unintended birth, which is 
less  cost-effective than other interventions considered in 2020. We believe using 
this country in our analysis yields a lower bound estimate and other contexts will 
likely make vouchers even less cost-effective. Additionally, despite having three 
RCTs on this program, mixed findings and study designs limit the generalizability 
of its effectiveness. Other disadvantages include factors limiting the scale of its 
impact, such as funding availability, size of the target population, and number of 
health facilities that can become partners of the voucher program. These are factors 
we consider very important when determining our recommendation.  
 
The table overleaf offers a step-by-step summary of our research process for this 
intervention and the main takeaways from each stage. Color-coding reflects how 
well the intervention performed at each stage. The idea sort report, idea 
prioritization report, supporting reports, and related reports involve background 
research prior to this report that will not be considered in the final decision on the 
promise of this intervention. 
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Report type  Summary results  Deeper 
reading 

Idea sort 
report 

During the idea sort, this idea showed promise: it was in the top 24 of 
188 total ideas, scoring well in all areas. 

Full report 
Process 

Idea 
prioritization 
report 

After two hours of researching vouchers for contraceptives using 
expert interviews, it was the second highest priority for more 
in-depth research. 

Full report 
Process 

Prior view 
(section 1.) 

This 80-hour report begins with a prior view, which summarizes the 
lead researcher’s expectations before starting in-depth research. 
Prior knowledge of this area was mostly informed by two 
conversations we had about vouchers with experts at the previous 
stage and a quick literature review. At this stage, vouchers for 
contraceptives had a high chance of becoming one of our 
recommended charity ideas (5-30%) and believed it would be 
evidence-based and its cost-effectiveness would be average 
compared to other interventions.  

Process 

Informed 
consideratio
n (section 2.) 

Informed consideration occurs at two stages of our research process: 
the start and the end. Two sections in the report reflect this 
chronology. At this first stage, we explore considerations which 
could undermine the promise of this intervention. From this, we 
concluded that it is promising based on the evidence and the 
channels of change it is susceptible to affect, in particular 
overcoming cost barriers. We have uncertainties about its 
cost-effectiveness but suspect it will be average compared to other 
interventions. However, we have concerns regarding the 
implementation difficulty and potentially high setup costs. We are 
also uncertain about the breadth of contraceptive choice that should 
be offered by the voucher. Overall from this perspective, we have 
mixed views about the intervention and would be cautious to 
recommend it. 

Process 

Expert view 
(section 3.) 

After examining crucial considerations, we discussed the 
intervention with experts including country directors of NGOs 
implementing this kind of program and researchers. During these 
conversations, over 65% of the experts (4/6) held strong positive 
views about the effectiveness of vouchers to improve uptake for 
contraceptives, while the other two held more nuanced but still 
positive views. Experts also updated us positively on the feasibility of 

Process 

https://docs.google.com/document/d/1HuTNJzFc2eMoLQD7su3XUdUHHCXrGKQnvedH7Z8xqO8/edit
https://www.charityentrepreneurship.com/idea-sort-report.html
https://www.charityentrepreneurship.com/blog/top-family-planning-charity-ideas-were-researching-in-2020-idea-prioritization-report
https://www.charityentrepreneurship.com/prioritizing-ideas-report.html
https://www.charityentrepreneurship.com/prior-view.html
https://www.charityentrepreneurship.com/informed-consideration.html
https://www.charityentrepreneurship.com/expert-view.html
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implementing vouchers well, but raised concerns about funding 
availability. 

Weighted 
factor model 
(section 4.) 

The next stage of our research involves a weighted factor model. We 
scored the intervention based on preset criteria and weightings. In 
this case, vouchers for contraceptives overall scored 26/50 as an 
intervention. The score can be broken down as follows, with the 
weighting of each criterion in parentheses: 5.5/10 for strength of the 
idea (2), 4.8/10 for limiting factors (1.5), 4.7/10 for execution 
difficulty (1), and 6/10 for externalities (0.5). 

Process 

Cost-effectiv
eness 
analysis 
(section 5.) 

In our cost-effectiveness analysis, we quantify impact in terms of 
dollar cost per unintended birth averted. Our findings suggest that 
vouchers have a weaker cost-effectiveness than our top ideas, at a 
cost of ~$200 per unintended birth averted. If this intervention were 
modeled in a higher income country like Ghana (where top ideas 
were modeled), the estimate would go up to $300 due to differences 
in staff costs. 

Supplement
ary report 
Process 

Informed 
consideratio
n (section 6.) 

The second part of our informed consideration closes the report. This 
internal contemplation allows researchers to reflect on the data and 
evidence gathered throughout the process. In this writeup, the lead 
researcher summarizes key conclusions and offers overall thoughts 
on vouchers for contraceptives as an intervention. We do not 
recommend this idea due to its low cost-effectiveness  and limited 
evidence base. 

Process 

Supporting 
report 

We conducted deeper research into the range of outcomes affected by 
an increase in contraceptive use, to model these effects consistently 
across interventions. Our approach and reasoning is explained in this 
supplementary report for all CEAs. 

Supplement
ary report 
for CEAs 

 
  

https://www.charityentrepreneurship.com/weighted-factor-model.html
https://www.charityentrepreneurship.com/blog/2020-top-charity-ideas
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit
https://www.charityentrepreneurship.com/cea.html
https://www.charityentrepreneurship.com/informed-consideration.html
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit
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1    Prior view 

This brief section summarizes our team’s thoughts on this intervention before 
starting in-depth research.  
 
Overall, we have a positive view of this intervention but a lot of uncertainties 
remain. We would not be surprised if it became our recommended charity idea for 
family planning as it has been a front-runner idea since the start of the process. 
This intervention is expected to score well on the weighted factor model because the 
evidence base seems relatively robust and shows consistent positive effects, while 
there do not appear to be major players working on this. A back-of-the-envelope 
cost-effectiveness estimate found at the prioritization stage to complement expert 
interviews suggested this intervention may not be the most cost-effective. 
However, it could be due to the fact that when gathering additional information, 
more reliable sources were found, leading the analysis to be more realistic 
compared to other interventions. We suspect experts will give it an average score as 
they think that the impact of vouchers is generalizable across contexts so long as 
the implementation is carefully thought through. Implementing this well might be a 
challenge, as it is a complex program that requires managing many moving parts. 

 

Subjective likelihood of Recommendation: 19% (95% CI: 5-30%) 

 

 

1.1   Informed consideration 
The promise of this intervention will depend on the level of subsidies already 
offered for contraceptives in different countries, and whether there are existing 
voucher programs targeting populations in need for family planning services in 
these places. We will have to find out whether there is a geography that fits these 
criteria and has the characteristics required for a voucher program to be sustainable 
(e.g. a reliable family planning services system in place that could absorb the 
increase in demand). The second crucial consideration that will influence this 
intervention is its cost per person, which we are very uncertain about. 
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1.2   Expert view 
We think experts will be generally mixed about this intervention, but generally 
agree that it can have an impact across contexts. The mechanism of financial 
incentives is a strong one and there is quite a lot of consensus on its effectiveness in 
the short term. One area in which expert views may diverge is with relation to the 
long-term sustainability of the program, as vouchers do not change behaviors post 
program, and the implications for whether this type of program should be 
prioritized. 

 

1.3   Weighted factor model 
Because of the strength of the idea and the neglectedness of vouchers from existing 
NGOs, this intervention is expected to score well under the weighted factor model 
method. The only factor that may score below average is the difficulty of founding 
and running the program, which is more complex than other interventions.   

 

1.4   Cost-effectiveness 
We expect the cost-effectiveness of this intervention to be about average. There are 
significant costs to running a voucher program outside of the financial incentive 
itself (managing the exchange between the health facility and a voucher agency, 
distributing the vouchers, and training the health care providers to properly 
exchange vouchers with services). However, these could also look more promising 
than anticipated, if we were to identify countries where the services are almost fully 
subsidized, and the vouchers worked more as a nudge and information provision 
about women’s entitlement to receive contraception. Digital vouchers could also 
make the program cheaper.  
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2    Informed consideration:  
       Crucial considerations 
This section summarizes our ten hours of research into crucial considerations for 
this intervention. It covers topics we have updated positively or negatively toward at 
this stage, as well as remaining uncertainties. 

 

Summary: This charity idea seems more promising based on the evidence, its 
neglecteness in several promising countries, and the channels of change it is 
susceptible to affect, in particular overcoming cost barriers. However, we have 
concerns regarding the central implementation difficulty of managing many 
moving parts simultaneously where if any of them fails, the whole endeavor fails, 
and potentially high setup costs. This intervention is likely to be affected by the 
ongoing COVID-19 pandemic similarly to most interventions: the program could 
likely not be implemented when countries or areas are in lockdown. We are also 
uncertain about the breadth of contraceptive choice that should be offered by the 
voucher as there does not seem to be patterns in uptake based on context, and there 
are risks of coercion when restricting it to one method. 
 

2.1   Positive updates 
During the first stage of the informed consideration research, we updated positively 
on the evidence base, financial barriers for clients, neglectedness and key players, 
and channels of change relevant to contraceptives vouchers. 

● Evidence base supporting vouchers 

From the research done so far, it seems to have a moderate evidence base. We found 
three RCTs, among which two found statistically significant positive results; three 
controlled before and after (CBAs) studies, all with statistically significant results. 

 

● Financial barriers faced by clients 

The theory of change for this intervention is supported by our initial research 
looking at one of the main assumptions: whether people actually face financial 
barriers. It seems like at least when looking at private sector services, some 
contraceptive methods require a significant out of pocket investment (see Table 1 
below [1]). For example, an IUD can cost close to $30. Although this is only for the 
private sector, it seems like it is a preferred source of family planning methods in a 
lot of countries for the underserved and young population [2]. Just looking at a 
report of prices in different private outlets in Myanmar specifically, there seems to 
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be a lot of gaps in availability and very different prices depending on whether it is at 
the pharmacy, a private facility or through Community Health Workers (CHW). 
IUDs are pretty cheap compared to countries listed in the table 1 below. It seems like 
with CHW, products are automatically more subsidized [3]. 

 

 

● Neglectedness and key players in this space 

We have compiled a list of existing voucher programs using two main sources for 
this here [4] and here [5], but they are from 2014 and 2015, so might not be up to 
date. Marie Stopes International (MSI) is a key player in this space, has a lot of 
experience with vouchers, and has a strong presence in the vouchers space in three 
of our top countries: Uganda, Cambodia, and Sierra Leone. Population Services 
International (PSI) implements the small scale program in Myanmar, which is one 
of the best countries as well. There seems to be a gap in a few promising countries 
such as the Philippines, Gabon, Angola, DRC, and Malaysia. At this stage, these 
countries were identified through a prioritization exercise based on family planning 
indicators such as high unmet needs and low contraceptives use. At a later stage of 
our research, we filter out countries with lower fertility rates because we believe it is 
harder in these contexts to influence endline outcomes like unintended pregnancies. 

 

● Channels of change 

The High Impact Practices brief on this intervention [6] highlighted that vouchers 
are not considered a stand-alone intervention, but one that enhances existing 
family planning programs. This means that there are various channels of change 
through which vouchers can have an effect, leading us to believe the effect size 
could be quite large (further research on this in the cost-effectiveness analysis 

https://docs.google.com/spreadsheets/d/1V0MftJ98eYHv8XdZV7r3MGGDwqsauAxaNSNSCiXdlKE/edit%23gid=0
https://equityhealthj.biomedcentral.com/articles/10.1186/1475-9276-13-33/tables/1
https://paperpile.com/c/X3Tcs4/8lOM
https://www.ncbi.nlm.nih.gov/pubmed/26165906
https://paperpile.com/c/X3Tcs4/AJAx


 

CE Research Report: Family Planning - Vouchers for Contraceptives, 2020                   Page 13 
 

 
 

section). The channels of change/enhancement mechanisms of vouchers are the 
following: 

- Facilitating access to certain methods of contraception 
- Disseminating information about contraceptives and how to access them 

- Facilitating access to private providers, thereby expanding geographical and 
method coverage 

- Expanding coverage to disadvantaged populations 

- Improving services quality through vouchers accreditation (establishes 
standards of care) and steady income generation (that can be reinvested in 
the facility) 

 

2.2   Negative updates 
We have learned and updated negatively on the following aspects of the program: 

● Implementation challenges 

The challenging part in the implementation is the number of different moving parts 
necessary for this intervention to work (if one part fails everything fails) and 
expertise/skills required to manage these components:  

- Design the voucher system 

- Find partners and conduct accreditation process 

- Define reimbursement system 

- Train health care providers about how to manage vouchers 

- Conduct marketing promotion campaign 

- Distribute vouchers 

- Monitor and evaluate the impact and implementation of the program 

Another potential challenge is the fact that the organization would have to 
coordinate with multiple actors: the health providers, the field mobilizers, health 
authorities, an independent agent auditing the reimbursement process. This could 
be facilitated by having the organization run all of these moving parts and taking 
the role of the voucher management agency (VMA). Different entities can become 
VMAs, from autonomous nongovernmental organizations to university programs 
and governmental agencies, including ministries of health. In countries where 
Marie Stopes International (MSI) managed the program, they were basically the 
voucher agency, which sometimes but not always included the M&E and 
accreditation & training. The training lasted between 2 to 5 days. Vouchers 
reimbursement was done on a 15-30 days basis [7].  
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● Generalizability and importance of country selection 

This paragraph summarizes the importance of selecting the right country for this 
intervention [8]: “A new voucher program should start with a feasibility study and a 
well-designed pilot program with a strong M&E component, so that early impacts can be 
documented to inform potential scale-up and results shared for future health care 
planning. It is important to assess during the feasibility phase whether a voucher 
program is the best way to reach health care policy goals, particularly given the high 
management and administrative costs of such a program. It also is important to bear in 
mind that voucher programs address financial barriers to access to care – they do not 
address other barriers to access, such as cultural practices or taboos. If cultural practices 
impede utilization of the health service of interest, other efforts to increase utilization, 
like BCC [behavioral change communication], are needed.”. We interpret this as a sign 
that this intervention is unlikely to be the most cost-effective way to increase 
contraception users, unless cost is the number one barrier in a particular context.  

 

● Upfront costs 

The costs of setting up a voucher program might be very high. Even if cost per 
person reached could be diluted at large scale, such high costs might be challenging 
at the initial stage of the nonprofit since they will have to fundraise to pilot the 
program and demonstrate results. Being able to pilot the program at small costs and 
fundraising based on the results would be a more natural evolution. 

Some of the readings looked through at this stage led us to believe that upfront 
costs will be very high, and it seems to be a common criticism of this intervention in 
this field [7]. A cost-effectiveness study of a program in Pakistan (Suraj), described 
in more detail below [9], suggests that one of the bigger costs might be to upgrade 
existing family planning facilities initially to ensure they can absorb an increase in 
demand, train health workers to receive the voucher and provide the services, and 
track the vouchers to ensure they are received accurately. For a program that 
reached about 160,000 women, this setup cost amounted to $750,000. 

According to an implementation report from voucher programs in Kenya and 
Uganda, there are initial setup costs and administrative costs throughout the 
program implementation as well, which account for a large portion of the total 
costs: up to 20% of all costs in phase 1 and up to 27% in phase 2. This suggests that 
costs do not necessarily go down with time [10]. Examples of these costs can be 
found in figure 6. These exclude paying the subsidy, which is in itself expensive 
depending on the costs of contraceptives in each country. 

 

https://paperpile.com/c/X3Tcs4/Zp9q
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● Voluntary and informed choice (VIC): type of vouchers 

In this piece [11], authors summarize the principles of VIC in family planning: 

- People have the opportunity to choose voluntarily whether to use FP or a specific 
FP method. 

- Individuals have access to information on a wide variety of FP choices, including 
the benefits and health risks of particular methods. 

- Clients are offered, either directly or through referral, a broad range of methods 
and services. 

- The voluntary and informed consent of any client choosing sterilization is verified 
by a written consent document signed by the client. 

There is a question of whether we should implement vouchers for any kind of 
contraception or vouchers tied to LARC. Both involve either risks of coercion or 
additional costs, especially when it comes to training healthcare providers in 
receiving the vouchers and counseling the clients. In an implementation report, MSI 
shares its experience with voucher systems linked to specific contraceptives [7]: “It 
is possible to offer a range of family planning services through vouchers and yet still have 
method-specific vouchers. In Sierra Leone, for example, the programme distributes 
specific vouchers for female sterilisation, implants and IUDs. Various measures are put in 
place to ensure that there is freedom of choice of family planning methods at all times. 
For example, voucher distributors are trained extensively on how to counsel each eligible 
woman on the various options. As part of this counselling process, the eligible woman and 
the voucher distributor identify which method best meets the woman’s needs and she will 
be given a voucher for that method. Since vouchers do not include short-term methods, 
women who would prefer a short-term method are given referral cards that will direct 
them to a recommended family planning provider. These referral cards also allow MSI to 
track and ensure choice.” This highlights that respecting choice can indeed be done, 
but that we have to think about the trade-off between providing more expensive 
training, versus simply providing general vouchers that might have lower impact on 
unwanted pregnancies. 

https://paperpile.com/c/X3Tcs4/V1Df
https://paperpile.com/c/X3Tcs4/iJMa
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On the other hand, we came across the results of an impact evaluation reporting 
that the percentage of women using IUDs increased a lot in a context where it was 
not the favored method, and where the price of the method was not the highest [12]. 
If financial barriers were not that high and women were used to other methods, 
there must have been some sort of information provision or promotion. This made 
us question whether even with vouchers applicable to any method, the clients could 
still end up being influenced in some way by the healthcare provider during 
counseling. This poses an important question related to voluntary and informed 
choice. We would have to make sure healthcare providers’ incentives are well 
aligned with this approach of counseling to ensure no coercion and pushback 
against the program. 

 

● Update based on COVID-19 

The family planning sector will likely be affected by COVID-19 as more funding is 
allocated towards responding to the crisis. Depending on the duration of the crisis, 
this could last or have consequences on funding available for several years. This 
intervention is likely affected as much as most interventions implemented in this 
field. It could also be affected in the short term because its implementation could be 
impossible. Indeed, where countries are in lockdown, this intervention is likely to be 
discontinued because it does not provide the service directly but works as an 
intermediary between health providers and women.  

 

2.3   Remaining uncertainties 
We have learned but remain uncertain about the following aspects of the program: 

● Relationships between preferred methods and subsidy levels 

There is a question of what factors get people to choose which method, and how 
much cost matters in this equation. This might have implications for which country 
we chose: if we implement any contraceptive type vouchers, then maybe we should 
look at which option people will most likely choose as their default. Below is a table 
summarizing our analysis of preferred method, price of method, and effect of 
voucher on use of each method for three different countries: 

 

Table 1: Relationships between preferred method, level of subsidies and uptake for 
contraceptives in the voucher literature 

Country  Preferred method 
(according to 
UNDP data) 

Level of subsidies in 
the private sector 
(according to FPwatch 

Effect on uptake (as 
reported in vouchers 
evaluations) 

https://paperpile.com/c/X3Tcs4/HQg0
https://population.un.org/wpp/Download/Standard/Fertility/
https://population.un.org/wpp/Download/Standard/Fertility/
http://www.actwatch.info/projects/fpwatch
https://docs.google.com/spreadsheets/d/10lVODCfjVzw9U3IyUZtW-pQPLapsILP21SrMfDiWrD0/edit%23gid=0
https://docs.google.com/spreadsheets/d/10lVODCfjVzw9U3IyUZtW-pQPLapsILP21SrMfDiWrD0/edit%23gid=0
https://docs.google.com/spreadsheets/d/10lVODCfjVzw9U3IyUZtW-pQPLapsILP21SrMfDiWrD0/edit%23gid=0
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project data) 

Pakistan  Condoms>Female 
Sterilization 
(FS)>injection 

Condoms=$1, FS=$97, 
Injection= $2.8 

IUD=$2.9 

IUD (+11pp*) 

Condoms(+6.5pp) 

Injection(+3pp)  

FS decreased by 0.8pp 

Kenya  Injection>implants
>pill 

Injection=$2, 
Implants=$3.3, 
Pill=$2.16 

IUD=$6.7 

Implants =32%, 
Injection=27%, 
Pill=26% 

Madagasc
ar 

Injection>implants
>pill 

Injection=$6.5, 
Implants=$14, 
Pill=$0.7 

IUD=$10 

Implants=39%, 
IUD=13%,  

Short term 
method=13% 

*pp=percentage points 

 

We do not find there is a clear pattern here. Pakistan and Madagascar both saw an 
increase in IUD use, which was not even part of the top three methods. While IUDs 
are expensive in Madagascar, they are not in Pakistan. It therefore does not seem 
like cost was a barrier that the voucher helped overcome, especially since implants 
are more expensive in Madagascar and yet they are the second most used method. It 
could be that there is an information gap that the voucher helps reduce. In Pakistan, 
for example, people either go for condoms or sterilization, which is quite extreme; 
informing them about a less definitive long-term method worked well there. It is 
likely that which method gets chosen is influenced by how the information is 
provided when vouchers are distributed and when women receive counseling while 
at the clinic. Even if the voucher is provided for any contraceptive, there might be 
incentives from the health workers side to promote one or the other. 

 

● Cost-effectiveness 

This cost-effectiveness study of vouchers for contraceptives [9] relied on a decision 
tree and empirical data from the program in Pakistan (Suraj). Authors also ran 
Monte Carlo analyses to give a point estimate result with resulting confidence 
intervals. Their methodology looks sound, but it looks like they also count women 
who were in intervention areas but were not eligible for vouchers, which we were 
uncertain about. One would think the program should have little or no effect on 

http://www.actwatch.info/projects/fpwatch
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0074260
https://gh.bmj.com/content/bmjgh/3/5/e000888.full.pdf
https://www.ghspjournal.org/content/5/1/33
https://www.ghspjournal.org/content/5/1/33
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them, so the CEA should focus on an estimated number of eligible women. When 
running a sensitivity analysis, they found that the number of women eligible for 
vouchers and the number of women who chose a long acting method were the most 
important factors influencing the cost-effectiveness. It seems like the cost of 
vouchers varies between $15 and $50 per person depending on the context, the 
intensity of the marketing/monitoring/accreditation process, and the levels of 
subsidies in the country. 
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3    Expert view 

This section summarizes conversations between the lead researcher and a range of 
experts, including country directors of NGOs implementing this program (Ana 
Cecilia Velasquez, Suse Emiliano), managers from funding organizations (Franziska 
Grimm), and researchers (Claire Rothschild and Babar Shaikh).  
 
Summary: Overall, experts held positive views about the effectiveness of vouchers 
to improve uptake for contraceptives when targeted well. Four out of six experts 
shared the view that it is an effective tool for poor populations in urban contexts 
with a non-responsive public sector and cost barriers to the private sector. This 
view was shared by experts in research (Babar) and in NGOs/a funding organization 
(Ana Cecilia, Suse, and Franziska). Claire, one of the two researchers we spoke with, 
cautioned that the evidence is not strong enough yet to know the impact of vouchers 
at a large scale, while an anonymous expert working in one of our priority countries 
highlighted that it would be interesting in urban areas but not the most needed 
program at scale in the country they focus on.  
 
Aside from its effectiveness, conversations with experts updated us on the 
feasibility of implementing vouchers well. It seems like practitioners have been 
successful at various scales, from a few thousand to hundreds of thousands of 
voucher recipients, and even in conflict-affected countries (Franziska). That being 
said, the main concern with vouchers was funding availability: three experts (Suse, 
Ana Cecilia, and Babar) brought it up without prompting. For two of the 
practitioners we spoke with (Suse and Ana Cecilia), the main reason for this view 
was the recent discontinuation of funding for voucher programs due to funders 
raising concerns about sustainability of the approach. Babar mentioned this could 
be an issue though he did not have evidence. 
 
These expert interviews did not update us on the effectiveness of the intervention, 
as they matched our understanding of the evidence, but they helped us narrow 
down the type of populations we could be more certain of impacting to poor urban 
populations in places where the public sector fails to meet needs. 
 

Claire Rothschild 

Profile: Claire is a PhD Candidate in Epidemiology at University of Washington 
School of Public Health, and author of several studies of vouchers for maternal and 
reproductive health. We contacted her to learn about the evidence behind vouchers 
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for contraceptives, and more specifically what her RCT of vouchers in Kenya says 
about their effectiveness.  
 
Summary: Claire believes this intervention could be effective when targeting the 
right population, at the right time. She reported that the study in Kenya found a 
positive signal that vouchers for postpartum contraception could be effective, 
especially when complemented with an additional behavioral nudge such as an SMS 
reminder. She noted that we cannot say a lot about generalizability of these results 
since it was a small pilot in a specific setting, and we need more trials to answer 
questions about the impact of larger scale implementation in a variety of contexts. 
 
More information can be found in the conversation summary. 

 
Ana Cecilia Velasquez  

Profile: Ana Cecilia is the Country Director for Marie Stopes International (MSI) in 
Bolivia. We contacted her to learn about MSI’s experience implementing vouchers in 
the country as we initially identified it as promising, and the potential for a new 
actor to support and increase this kind of work. We deprioritized this country at a 
later stage of our research due to the fertility levels in this country being too low 
compared to most other countries with unmet needs for family planning. 
 
Summary: Ana Cecilia said that the voucher program for youth in Bolivia helps 
young people access key services. From our conversation, it appears that the level of 
subsidy can be very flexible and depend on the clients. When it comes to their 
mobilization strategy, MSI runs campaigns to find people in need and make sure 
they use the vouchers, which differs from mass distribution. She noted that a 
partnership with a new actor distributing and reimbursing for the vouchers would 
be possible, as they have experience doing this with another NGO and the needs are 
high in Bolivia. However, she highlighted the high risks of fraud when managing 
vouchers programs and the difficulty of fundraising sustainably for this type of 
work.  
 
More information can be found in the conversation summary. 
 

Anonymous expert  

Profile: This anonymous expert works at a family planning nonprofit in one of our 
priority countries. 
 

https://docs.google.com/document/d/1ksrPP4u1Sc_W7C1fDPBT0iFZwkH05LJJRc7YTh8q_as/edit
https://docs.google.com/document/d/1SPBgTz1BSaO0G0ebb9G4zQVIao6deDBNHAvxR5Y87Jk/edit
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Summary: The nonprofit’s work since its launch has focused on delivering services 
at health centers, first free of cost and more recently through different kinds of 
pricing systems, and on delivering outreach services. Although the expert shared 
the view that vouchers could be interesting to explore in urban areas, their 
experience convinced them that demand creation is not needed as much in this 
context, and the biggest challenges for women are in accessing services and 
commodities. The expert also said that the given country in question may be 
promising when it comes to funding opportunities. 

 
Suse Emiliano 

Profile: Suse is the Director of Marketing and Communications for Population 
Services International (PSI) in Angola. We contacted her to learn about PSI’s 
experience implementing vouchers in the country and the potential for a new actor 
to support and increase this kind of work.  
 
Summary: Overall, Suse was very positive about programs aiming to increase 
demand for private sector services in this type of context. Distributing vouchers is 
one of the social marketing strategies they have used in the past, and it has been 
successful at getting about 10% of the women reached to use the services. Some 
unique aspects of their approach are that their vouchers are only referrals, not 
actual subsidies, and they pay field staff as per performance. However, she noted 
that PSI’s funding for vouchers stopped and they moved to a digital strategy since 
then, a sign that funding for this kind of program might be limited. 
 
More information can be found in the conversation summary. 

 
Franziska Grimm 

Profile: Franziska is a Project Manager for Stabilisation and Reconstruction in the 
Middle East at KfW Development Bank. We contacted her to learn about a 
reproductive and maternal health voucher program they funded in Yemen. With 
some conflict-affected states being promising for this cause area, we wanted to 
hear the experience of funders and implementers in these geographies to assess its 
feasibility. 
 
Summary: Franziska described how the voucher program was implemented in 
Yemen and the implications for implementation in conflict-affected areas. It seems 
like the key to their success was the fact that the implementer already had 
structures in place in the country, and a point of contact with women through other 

https://docs.google.com/document/d/1s9NRv8ffF1acbJfjeGjhPMwUhMzAW2np4fdFbW0UIp4/edit
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health services. In such a context, challenges are the constant adaptation of the 
program to the situation and data collection. She shares the view that vouchers can 
address needs for vulnerable populations, and improve the performance of the 
supply side and the efficiency of resource allocation in these contexts. 
 
More information can be found in the conversation summary. 
 

Babar Shaikh 

Profile: Babar is the technical director of the John Snow Institute (JSI), and 
specializes in health systems and health financing. We contacted him to learn about 
the evidence behind vouchers for contraceptives, and more specifically what his 
study of vouchers in Pakistan suggests about their effectiveness.  
 
Summary: Babar shared the results of his study on the impact of vouchers and social 
franchising in Pakistan. He explained that the increase in uptake for IUCDs occured 
because of an existing cost barrier to receiving these services from the private sector 
on the one hand, as well as a lack of quality and reliable public services on the other 
hand. He expressed the view that this kind of program could be effective in any 
geography where there is poverty, access issues, and a non-responsive public 
sector, but cautioned us to think about the sustainability of this approach. 
 
More information can be found in the conversation summary. 

 

   

https://docs.google.com/document/d/1s1euHmCj0YreEx-6GhriDJdmgJVRePVaw4IPeUqAuY0/edit
https://docs.google.com/document/d/1AX7Z8QMXhWiSzzhUEzdo9AzpLjiypBPs5xuSRR-IAH0/edit
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4    Weighted factor model 

This section summarizes the strengths and weaknesses of this intervention 
according to its scores from the weighted factor model.  
 
Summary: Overall, distributing vouchers for contraceptives is a middling 
intervention according to our weighted factor model, as it scored 26 out of 50 in 
total. It scored slightly better in strength of the idea (5.8/10) and externalities 
(6/10), than limiting factor (4.8/10) and execution difficulty (4.6/10). Its main 
strengths are its short feedback loops, low counterfactual replaceability, and 
enhancement effects on other aspects of family planning services (e.g. supply side). 
Its main weaknesses are its limited scalability, the generalizability of its impact 
outside an ideal setting (in this case, urban areas where barriers to public sector 
contraceptives exist and the private sector occupies a large part of the market), 
implementation difficulty, and funding available to support its scale-up.  

 

The graphic below shows the intervention’s score out of ten on each criterion. Width 
of the bars reflects the weight accorded the criterion within the overall score of 
26/50: 
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4.1   Strength of the idea 

Score: 5.8/10 

 

The evidence on the effectiveness of vouchers is limited. We have summarized and 
assessed the quality of the evidence in this spreadsheet. Although there are limited 
rigorous evaluations of the program’s impact on the uptake of modern 
contraceptives (using randomized or quasi-experimental designs) and these show 
mixed results, there is a large number of at-scale impact evaluations with less 
rigorous design. Among these, one has looked at the contribution of vouchers to 
contraceptive prevalence at the country level and seems to suggest that the impact 
has been significant in this context. The methodology of that study was not as 
rigorous as the one reviewed in the summary sheet [13]. Voucher programs do not 
yet have the experience of a reach as large as media campaigns for example, because 
of their complex implementation. The main studies we rely on have sample sizes 
from 550 to 1,000, but the evidence does include programs that involved up to 
10,000 and even 300,000 participants. In terms of the theory of change, the idea 
that populations living below the poverty line are price sensitive and more likely to 
take up a service if provided for free is moderate [14]. Because it is easy to track 
progress by monitoring the number of vouchers redeemed, this intervention might 
be one of those with the most rigorous data on its outcomes. Overall, the studies 
that we put the most confidence in are: 

● McConell et al, 2018 [15] in Kenya found an effect ranging from -3 to 26 pp 
increase in modern contraceptive use across the four treatment arms (each 
with variations around vouchers), and one statistically significant effect of 
the vouchers combined with an SMS reminder (ES: 25pp, 95% CI:6-44). 

● Ashraf et al. 2014 [16] in Zambia found a statistically significant 6pp increase 
(p-value=0.03) in use of injectables between two types of voucher delivery 
(given to the woman alone compared to when given to the couple). 

● Chin-Quee et al., 2010 [17] in Jamaica found an insignificant 2pp 
(p-value=0.11) increase in take up for oral contraceptive pills from vouchers 
distributed at the pharmacy to women buying emergency pills. 

We believe some quasi-experimental studies are particularly relevant as well, but 
often combine vouchers with other large components (social marketing, 
transportation subsidy). This makes it hard to isolate the impact of vouchers only, 
on top of being somewhat subject to selection bias due to the study design. 

 

https://docs.google.com/spreadsheets/d/10lVODCfjVzw9U3IyUZtW-pQPLapsILP21SrMfDiWrD0/edit%23gid=0
https://gh.bmj.com/content/bmjgh/3/5/e000888.full.pdf
https://www.jstor.org/stable/42920884
https://www.sciencedirect.com/science/article/abs/pii/S0010782409004107
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The cost-effectiveness of this intervention is weaker than our top interventions, 
with an unintended birth averted for around $187-207 spent in the most promising 
geography. This figure varies a lot by country (see detailed analysis in our 
cost-effectiveness analysis section). 

 

4.2   Limiting factors 

Score: 4.8/10 

 

Implementing a voucher program does not appear to require specific expertise, but 
rather generic skills such as management and monitoring and evaluation. These 
could be difficult to hire for, as we expect talents who have these skills are rare and 
may generally prefer to work for more established organizations. Given the core role 
of management and monitoring for this intervention, this could be an important 
limitation. To assess counterfactual replaceability, we relied on the main 
implementer’s (i.e., MSI’s) list of programs [5] as well as a review of voucher 
programs [4] that have been implemented in the past or are ongoing. We found PSI 
and MSI to be the key actors along with governments, and that they had been 
implemented at relatively large scales (250,000 to 1M recipients). We summarize 
our findings in this sheet. There seem to be a lot of countries where no large scale 
program is known. However, when talking to several practitioners in the field 
implementing vouchers, we found out that there have been recent voucher 
programs in some of our priority countries that we were not aware of through the 
research. Their scale is moderate, and it seems like increasing their reach or 
supporting these actors in some ways through a partnership would be valuable. 
Since there is space for more actors but the structures might have already been set 
up by existing organizations, counterfactual replaceability for this intervention is 
promising. Even in DRC, where MSI operates, there seems to be space for this 
intervention as they are mostly working on delivering services. 

 

Three main factors could limit the impact of vouchers. Firstly, the scale of the issue 
that can be covered by this program might be limited by the fact that vouchers can 
only be distributed to women who live below the poverty line but have access to a 
health facility. We expect its effect to be greater in very specific contexts, such as 
urban areas where public services are either not free to access or non-responsive/of 
poor quality. 

Secondly, it might be difficult to get partnerships with new healthcare facilities, 
which would mean that it would take time to scale the program. Indeed, although 
health facilities would benefit from the increase in demand, it comes at a cost since 

https://docs.google.com/spreadsheets/d/1V0MftJ98eYHv8XdZV7r3MGGDwqsauAxaNSNSCiXdlKE/edit%23gid=0
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they would have to collect and track the vouchers for reimbursement, which takes 
staff time. They might be reluctant to do this for an unknown actor without a track 
record. This would be especially true for contexts where public services are free so 
the only potential partners for vouchers are private clinics, limiting the potential 
reach.  

Finally, it may be that there is not enough funding to support the implementation of 
vouchers at scale, which might explain the modest scale of recent programs. This 
was mentioned in two of our expert interviews, who shared that their program had 
been shut down because funding stopped. 

 

4.3   Execution difficulty 

Score:  4.6/10 

 

Compared to other more linear interventions, vouchers for contraceptives work as a 
cycle that involves both the demand and supply sides of family planning services. 
For this reason, the entrepreneurs will have to manage many moving parts: 
distributing and promoting vouchers to eligible women in their community, and the 
training of healthcare providers and vouchers reimbursement. The fact that two 
systems have to be managed at once makes the design and management of the 
charity’s operation complex and challenging.  

 

The main difficulty in setting up the program might be finding health facilities 
willing to partner with a new charity with no track record. Although efficiencies in 
the distribution, tracking, and reimbursement could be found by using electronic 
vouchers, this would not solve the most important aspects of running a successful 
intervention, which are the effective promotion of vouchers and training of health 
workers to deliver high quality services. Promoting vouchers such that women are 
more likely to accept and use them requires the organization to agree on the best 
messaging (which can be hard to get right), and field staff to be very good 
communicators. Fraud in the entitlement and reimbursement of vouchers can be 
frequent too, and strict rules need to be developed and implemented to prevent it.  

 

On the positive, this intervention could easily be tested at a small scale and 
evaluation can be done through an RCT, which as modelled in our CEA would be 
beneficial if the charity can fundraise for it. Though creating the infrastructure to 
run this with multiple clinics would require high setup costs, it seems like 
partnering with one clinic, distributing vouchers to a few hundred women, and 
seeing how they respond would be easy to do. The intervention also has relatively 
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short and high quality feedback loops, which will provide information on how well it 
is implemented. Indeed the voucher system provides a way to track how many 
women have come to the clinic for contraception, and that number will be a good 
proxy for success. We think the timeline for these loops could be within the first six 
months based on effects observed in Kenya and Jamaica (see in evidence summary 
sheet). Our intuition is that past this point, it is less likely the woman would use the 
coupon as she might have forgotten about or lost it. 

 

4.4   Externalities 

Score: 6/10 

 

In terms of externalities to the family planning community as a whole, voucher 
programs seem to be pretty neutral, with some risks of negative reputational effect 
if the program leads to coercion. This could happen if entrepreneurs do not pay 
enough attention to incentives faced by providers and set up a program that 
reinforces them (see informed consideration section). However, a new charity 
focusing on vouchers could also bring information value, as it is a relatively new 
area of family planning with relative uncertainty regarding its effectiveness.  

 

In terms of externalities to other family planning outcomes, vouchers can enhance 
the impact of other components of family planning systems. For example, if the 
program partners with social franchises, it will likely enhance the impact of the 
private service provider by bringing in more clients. There is also weak evidence that 
vouchers improve the quality of services by creating standards of care through the 
accreditation process, and in some cases through generating income that can be 
reinvested in the facility [18]. That being said, it could be that the increase in 
demand for services and the need to manage and track vouchers add an additional 
burden for health workers, driving their attention away from delivering quality care.  

 

In terms of externalities outside the family planning space, because vouchers target 
the poorest women in the population and remove a cost barrier to accessing care, it 
could potentially link women to the health system as a whole and improve other 
health outcomes. 

 
Family planning outcomes could also affect economic growth. By reducing the 
population, it could negatively affect the total productivity of the country. However, 
at the individual level, there are income gains and productivity gains from having 
fewer children. We have not investigated these externalities in depth and remain 

https://docs.google.com/spreadsheets/d/10lVODCfjVzw9U3IyUZtW-pQPLapsILP21SrMfDiWrD0/edit%23gid=0
https://docs.google.com/spreadsheets/d/10lVODCfjVzw9U3IyUZtW-pQPLapsILP21SrMfDiWrD0/edit%23gid=0
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uncertain at this stage about their direction. As of now, we suspect there are 
household income benefits of having fewer children, which we have modeled in our 
CEA. 
 
Additionally, this intervention would prevent a life from coming into existence, 
which has very different implications depending on one’s population ethics views. 
For example, one may think that the value of preventing a life from coming into 
existence is equal to the addition of all the happiness and suffering that this being 
would have experienced if they existed (see an application here [19]). The 
application of this view depends a lot on the approach taken to add happiness and 
suffering, some views putting more weight on one or the other for instance. 
However, according to a person-affecting view, one cannot compare non-existing 
and existing individuals, and the good and bad experienced throughout one’s life 
only have value for someone who already exists. Under this view, preventing a life 
from coming into existence would neither be good or bad; it would be neutral. We 
have not investigated these externalities in depth and remain uncertain at this stage 
about their direction, but we may research them further at the implementation 
report stage. 
 
Finally, we believe this intervention could have important positive externalities on 
animal welfare. Increasing uptake for contraception and preventing unintended 
births would reduce family sizes and their overall consumption in animal products. 
A lifetime of consumption of these products leads to a considerable amount of 
suffering for animals raised in factory farms. Preventing unintended births 
therefore indirectly decreases demand for these products, decreasing the number of 
animals raised for food. We have modeled these effects using CE’s welfare points 
system in our CEA. 
 
There are other outcomes we did not model. We list these along with our rationale 
for deprioritizing them in the supplementary report. 

   

https://blog.givewell.org/2016/12/12/amf-population-ethics/
https://blog.givewell.org/2016/12/12/amf-population-ethics/
https://docs.google.com/spreadsheets/d/1dWzh0Se0nhbPxe2Ye3o-tr3BoOBtdiCbMkpPuw2rBFE/edit%23gid=14772511
https://docs.google.com/spreadsheets/d/1dWzh0Se0nhbPxe2Ye3o-tr3BoOBtdiCbMkpPuw2rBFE/edit%23gid=14772511
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/
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5    Cost-effectiveness analysis (CEA) 

This section summarizes the method and findings from the cost-effectiveness 
analysis of this intervention. It goes over the scenarios we have modeled, our 
estimation of costs and effects, the main affecting factors, and the model’s 
limitations. 

 

5.1. Overview 
Overall, our analysis suggests that running a vouchers program is among the least 
cost-effective interventions we have examined in family planning. Our findings are 
summarized in table 2. Under the best scenarios, we estimate that the distribution 
of vouchers for contraceptives would cost $187-207 per unintended birth averted 
(Table 2).  When taking all counterfactual costs into account, the cost-effectiveness 
amounts to $288-300 per unintended birth averted. Key parameters of this analysis 
include the effectiveness of the intervention, estimated to be a 2.4 percentage points 
increase in contraceptive use, and the yearly budget, amounting to ~$600,000. 

 

We modeled four scenarios based on two different geographies and two different 
evaluation approaches. The most optimistic estimate was found for implementing 
vouchers with an RCT in a Central African country such as the Democratic Republic 
of Congo. Our findings suggest that implementing this intervention in a country like 
DRC which has higher fertility and lower operating costs is seven times more 
cost-effective than in a country like Myanmar. We also find that adding an RCT of 
the intervention does not influence the result by much and makes the 
cost-effectiveness slightly better. This is mainly because though it has benefits in 
terms of the expected effect of the intervention if it were to be rigorously tested, it 
would be much harder to fundraise for an evaluation at an early stage, making the 
probability of success lower. The takeaway from this comparison is that the 
entrepreneurs should ideally run a rigorous evaluation if they are able to fundraise 
for it.  

 

The main limitation of this cost-effectiveness analysis is the potential lack of 
generalizability of the costs of implementation due to the intervention being 
modeled in a country with low average salary. If staff costs were equivalent to a 
higher income country such as Ghana (where several other family planning 
interventions were modeled), we would find that the cost-effectiveness equals 
~$300. 
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Table 2: Summary of CEA models  

~$ per unintended 
birth averted 

Myanmar, 
no RCT 

Myanmar, 
RCT 

DRC, no RCT  DRC, RCT 

Google Sheets CEA 
Model 

$1,587  $1,299  $207  $187 

Taking into account 
counterfactual 
impact of funding  

$1,362  -$2,926  -$599  -$824 

*Counterfactual costs include donor funding, government spending, and co-founders’ counterfactual impact. 

*Depending on the total budget at scale, this can be negative as the counterfactual impact can overwhelm the 
total impact of the charity. 
 

5.2   Scenarios 

We conducted the cost-effectiveness analysis under four different scenarios. We 
initially considered the following variations: 

- Voucher Management Agency (VMA) role starting with private sector 
partnerships 

- VMA starting with government partnership 

- Marketing and distributing vouchers from an existing program (government 
or NGO) 

- VMA without the discount, only social marketing and referral 

- Any of the above three options including running an RCT on the program (the 
alternative being small scale testing with some process evaluation data and 
qualitative interviews). 

- Any of the above four options in a priority Southeast Asian country (e.g. 
Myanmar or the Philippines) 

- Any of the above four options in a priority African country (e.g. DRC or 
Angola) 

 

These scenarios offer variation in the implementation approach, which impacts 
costs and scale, and may have implications in terms of effects.   

We expect geographical variations to have important implications in terms of 
effects given the differences in levels of unmet needs for family planning, 

https://docs.google.com/spreadsheets/d/1jdpOipGDpLA4rD-v6qulNubCdcXly6OdnU5UrE4VXIg/edit?fbclid=IwAR3-s-md0koNi_yBe96ahIfS3LGTdqI9hUBiSxcRNpWJ5Uf8V9ObddZABJU%23gid=1158043303
https://docs.google.com/spreadsheets/d/1jdpOipGDpLA4rD-v6qulNubCdcXly6OdnU5UrE4VXIg/edit?fbclid=IwAR3-s-md0koNi_yBe96ahIfS3LGTdqI9hUBiSxcRNpWJ5Uf8V9ObddZABJU%23gid=1158043303
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contraceptive use, and abortion rates in Southern and Central African countries 
compared to Southeast Asian countries (see table 3). 

We also expect running an evaluation to have important implications in terms of 
the overall expected value of the project, and this could be useful when comparing 
vouchers with other interventions because it would allow us to estimate the cost of 
choosing an intervention that requires an RCT.  

Because this is the first intervention assessed in our 2020 family planning research, 
comparing very different geographies and estimating the value of an RCT when 
modeling effectiveness was valuable for subsequent intervention reviews. 

 

Table 3: Family planning needs and abortion data in different priority 
countries 

Country  Percent of women in 
reproductive age with 
unmet needs for 
family planning (2019) 

Percent of women in 
reproductive age using 
modern contraceptives 
(2019) 

Regional rates of unintended 
pregnancies ending in 
abortion (%) 

Myanmar  16.3  32.8  59 

Philippines  33.9  25.6  59 

DRC  40.6  11.2  34 

Angola  38  12.5  34 

Source: FP2020 Data Dashboard, UNDP world population prospect 2019 and Guttmacher institute 
report. 

 

Based on these considerations, we decided to model one implementation approach: 
the nonprofit would take the role of the voucher management agency and start by 
partnering with a small number of private partnerships. We chose this 
implementation approach based on what we thought a new actor could realistically 
do. We think they would have to build a track record before being able to partner 
with the government or public sector health clinics. We also chose this scenario 
because it is more generalizable from the evidence evaluating voucher programs 
than the impact of bringing more support to an existing one. We added variations in 
the evaluation plan and geography, resulting in the following scenarios: 

1. Without an evaluation in a Southeast Asian country 

2. With an evaluation in a Southeast Asian country 

3. Without an evaluation in a Central African country 

http://www.familyplanning2020.org/data-dashboard
https://population.un.org/wpp/Download/Standard/Fertility/
https://www.guttmacher.org/sites/default/files/report_downloads/aww_appendix_tables_1-4.pdf
https://www.guttmacher.org/sites/default/files/report_downloads/aww_appendix_tables_1-4.pdf
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4. With an evaluation in an Central African country 

We based our estimate on a priority country from each region, Myanmar and DRC. 
We chose DRC over Angola based on an expert conversation highlighting the 
difficulty of founding a charity in the latter country. We chose Myanmar over 
Philippines based on a study of barriers to contraception highlighting quality rather 
than cost concerns in the later context [20]. 

 
5.3   Effectiveness 
Effectiveness of vouchers on contraceptive use 

The effect of voucher programs on the use of a modern method of contraception is 
the channel through which the program is modelled to have an impact on final 
outcomes. To calculate its size, we have conducted a meta-analysis of effects, 
pooling the effects found in impact evaluations of voucher programs. Below are the 
steps we followed to reach our final effect size. (The details of our analysis can be 
found in this spreadsheet.) 

1. To search for studies, we used two systematic reviews ([21] and [22]) (Brody 
et al., 2013 and Bellows et al., 2015), the High Impact Practices Brief’s 
evidence review of vouchers [23], 3ie’s evidence portal [24], and Google 
searches. We found 17 studies in total, among which five could not be 
exploited either because the paper was not published, because the groups 
were not comparable, or because the outcomes reported were different (see 
more detail in the evidence summary sheet). A detailed overview of this 
evidence is presented in our weighted factor model. 

2. We took any relevant point estimate from three RCTs that we considered to 
be higher quality than the rest of the evidence, measuring change in use of 
contraceptives. This included outcomes focusing on specific methods if the 
study only reported that, or any contraceptive use. 

3. We used baseline or control level of contraceptive use to express the 
outcomes in terms of reduction in the use gap. This allowed us to apply this 
evidence based effect size in a way that it is adaptable to the baseline level of 
contraceptive use in the country. 

4. We then ran a traditional meta-analysis weighting each study by inverse 
variance (see analysis here). Using either confidence intervals or p-values 
reported in these studies, we computed the standard errors associated with 
each point estimate to allow us to run this analysis. 

5. Given that we do not only care about the strength of the estimate but also the 
quality of the study design and statistical analysis, comparability between 

https://docs.google.com/document/d/1s9NRv8ffF1acbJfjeGjhPMwUhMzAW2np4fdFbW0UIp4/edit
https://docs.google.com/spreadsheets/d/10lVODCfjVzw9U3IyUZtW-pQPLapsILP21SrMfDiWrD0/edit%23gid=1472480925
https://dx.doi.org/10.1080/17441692.2012.759254
https://dx.doi.org/10.1080/17441692.2012.759254
https://onlinelibrary.wiley.com/doi/full/10.1111/sifp.12006
https://www.fphighimpactpractices.org/briefs/family-planning-vouchers/
https://paperpile.com/c/X3Tcs4/Ghb4
https://paperpile.com/c/X3Tcs4/Ghb4
https://developmentevidence.3ieimpact.org/
https://docs.google.com/spreadsheets/d/10lVODCfjVzw9U3IyUZtW-pQPLapsILP21SrMfDiWrD0/edit%23gid=0
https://docs.google.com/spreadsheets/d/10lVODCfjVzw9U3IyUZtW-pQPLapsILP21SrMfDiWrD0/edit%23gid=1472480925
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groups, and external validity, we rated the quality of each estimate 
separately. We then assigned our own weight to each study based on this 
score, and whether there was one or more than one estimate taken from each 
study such that one study using the same control group for four different 
treatment arms did not get more weight than others. 

6. We computed a final weighted average. We found that the average reduction 
in contraceptive use gap across all impact evaluations of voucher programs is 
4% (95% CI: 0.2-6.6). See Figure 2 below illustrating our analysis. 

 

Figure 2: Manual and stata generated meta-analysis of effects of vouchers 
on contraceptives use gap (from RCTs) 

 

 

Generalizability discount: when estimating the effect of a program using the 
literature, we always apply a generalizability discount in order to account for the 
potential lack of generalizability of the effect when our program is running in a 
different context at scale. For this discount, we decided to use the ratio of standard 
deviation to effect size. We considered using the average quality of study score but 
were worried about subjectivity of this score across interventions. The standard 
deviation has the advantage of being based on the data we found rather than being a 
subjective judgment, and is easily standardizable across interventions. It tells us 
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about the strength of the pooled estimate and the heterogeneity of the findings 
across studies.   

● We found a standard deviation of 1.3 so decided to apply a discount of ~30% 
GD=1-SD/ES=1-1.3/4=0.68 

 

Application: when applied to baseline prevalence of contraceptive use in the 
countries modelled in this CEA, we found that the percentage points increase in 
contraceptive use varies by context and is be estimated to be: 

● In Myanmar: Gap in contraceptive use*ES*GD = (100-32.8)*0.04*0.68= 1.8 
percentage points 

● In DRC: Gap in contraceptive use*ES*GD = (100-11.2)*0.04*0.68= 2.4 percentage 
points 

 

Effectiveness boost and probability discounts for evaluation scenarios 
The expected effect of the intervention on contraceptive use does not only depend 
on the country of implementation, as described above, but also on whether the 
program has been evaluated to confirm it or not. Under the RCT scenarios, there are 
two ways the nonprofit could move forward after the evaluation: it can either shut 
down the program if the effect is below expectations, or it can continue if it matches 
expectations. We have assumed there is a 33% chance the program performs worse 
than expected, a 33% chance the program performs as expected, and a 33% chance 
the program performs 1.5 times better. Therefore if we continue after the RCT there 
is a 50% chance the program is performing as expected and a 50% chance the 
program is performing 1.5 times better than as expected. These probabilities are 
taken into account in the effect of the program past the testing stage. They are also 
accounted for in the probability of success since there is a 33% chance the program 
shuts down whereas it continues regardless without an RCT. 

 
Effectiveness of contraceptive use on unintended pregnancies and 
births  
Most of the parameters used for the effect of contraceptive uptake on unintended 
pregnancies can be found in the cross-applicable parameters document 
(Supplementary Report for all CEAs). However, this intervention has some specific 
characteristics related to the proportion of the change driven by the uptake for 
certain types of methods. We used evidence from impact evaluations to determine 
the proportion of vouchers redeemed for permanent methods, LARCs, and short 
term methods. We multiplied this by the effect size to find the effect size related to 
each method. We then multiplied it by the efficacy rate and duration of effect of the 

https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit
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method. More detail on the allocation of the effect coming from each method can be 
found in the input tab of the cost-effectiveness analysis.  

 
The final effect of the intervention on unintended births averted takes into account 
the percentage of unintended pregnancies ending in abortion, using the Guttmacher 
Institute’s regional estimates. 
 
We think that depending on fertility level in the context, a discount could be 
attributed to the impact on births to account for it being a delay rather than a 
counterfactual birth averted. Such a delay is certainly a positive outcome, as it 
reflects a woman’s choices and agency, but the overall number of births impacts 
aspects of our model (e.g. externalities on climate change). We do not discount for 
delays in most of the interventions we researched in 2020 as we selected countries 
where we suspect the effect would mostly come from averted births. However, we 
do take it into account when modeling the impact of vouchers in Myanmar, due to 
its low fertility level of 2.2 children per woman (compared to 6 for DRC), making it 
less likely that contraceptives in the context lead to fewer overall unintended births 
as opposed to better planned and long spaced births. We estimate that only 55% of 
unplanned births averted through the program are births that would have happened 
without the program. We discuss this further in the Supplementary Report for all 
CEAs and our rationale for not including it in most of our models.  

 

Endline outcomes and externalities 
The parameters related to the impact of contraceptive use on the range of endline 
outcomes we care about were researched and estimated once, and will be applied 
consistently across family planning interventions. These parameters are therefore 
not specific to the analysis of family planning vouchers. Details of how they were 
modeled are reported in the Supplementary Report for all CEAs. The report includes 
the effect of one unintended birth averted on income, health benefits in DALYs, and 
positive externalities on climate change and animal welfare. Note that the outcomes 
deriving from unintended births are more uncertain parameters as we have not 
researched them to a similar level of depth. However, we expect the causal chain 
from unintended birth to endline outcomes to be the same across family planning 
interventions. The effects on income, for example, are likely an overestimate at this 
stage, as we relied on a simplistic model. More research on this outcome would 
focus on estimating the real proportion of the household income allocated to raising 
a child, including opportunity costs. 
 

https://tinyurl.com/y65oo4fq
https://www.guttmacher.org/sites/default/files/report_downloads/aww_appendix_tables_1-4.pdf
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit
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Table 4: Cost-effectiveness of vouchers on endline outcomes 

  Effects on income  
($ generated per $ spent) 

Effect on health  
($ spent per DALYs averted) 

Scenario 1&2 
(Myanmar) 

$3-4  $6,000-7,600 

Scenario 3&4 (DRC)  $8-10  $2,000-2,200 
 
We found that this intervention has two kinds of externalities. It positively affects 
climate change, with 0.04 tonnes of CO2 emissions per dollar spent. It also 
positively affects animal welfare, with 84 welfare points gained per dollar spent.  
 

5.4   Costs 
Cost of voucher reimbursement 
Based on the initial cost structure conducted for the weighted factor model, the cost 
of the vouchers reimbursement seemed to account for a large part of the costs (57% 
in a preliminary budget). For this reason, we decided to spend time looking for 
prices of different contraceptives at private outlets in our priority countries using 
the following two reports: 

● Cost of FP commodities in private outlet in Myanmar 
● Cost of FP commodities in private outlet in DRC 

For this cost parameter, it is also important to figure out the proportion of vouchers 
that are redeemed for each type of method since their costs vary greatly, and the 
proportion of vouchers distributed that are redeemed for any method. We calculated 
these two numbers by taking the average of what was reported in five different 
impact evaluations. Although one might think that this could be more precisely 
predicted using the preferred method in a country and existing levels of subsidies, 
we did not observe any pattern when looking at this for a few countries during the 
informed consideration research phase. Therefore, we took the average cost for the 
three main categories (permanent, LARCs, and short term) and multiplied them by 
the percentage of vouchers redeemed for that kind of method to get an average cost 
per voucher reimbursement. When budgeting the program, we multiplied the 
number of voucher recipients first by the proportion of women redeeming the 
voucher, and then by the average cost of reimbursement: 

 

Total cost of voucher reimbursement = number of recipients * % redeemed * average cost 

 

http://www.actwatch.info/sites/default/files/content/publications/attachments/Myanmar%20FPwatch%202016%20Findings%20Full%20Report%20Final.pdf
http://www.actwatch.info/sites/default/files/content/publications/attachments/DRC%20FPwatch%20Findings%20Full%20Report%20Final%20French%20-FPwatch%20RDC%202015%20Rapport%20Complet%20des%20R%C3%A9sultats.pdf
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Number of voucher recipients per clinic partner 
To calculate the number of voucher recipients we would be able to reach per clinic 
partner, we looked at the average size of a regular clinic’s catchment population in 
the country, and assessed the percentage of the population we would be able to 
reach with the vouchers. The average size of the catchment population of a clinic 
was not available, but we found the total number of facilities providing family 
planning services in Myanmar [25], and divided the population by this number. For 
DRC the data is very difficult to find.  We looked up about ten different links and 
could not find the number of facilities in the country. For example, this paper [26] 
mentions the number of physicians per 100,000 people in rural areas (which make 
up 70% of population), but data for urban areas is not published. Health care is 
provided by many groups, specifically, national, international nongovernmental 
organizations (INGOs), nongovernmental organizations (NGOs), academic 
institutions, private and religious groups. For this reason, we decided to look up the 
number of nurses per 1,000 people in Myanmar and DRC and use that ratio for the 
number of health facilities in DRC. Once we had the catchment population size for 
both countries, we multiplied it by the number of partner clinics at each stage of the 
project. 

We may not reach everyone through our program, so we have added a parameter 
related to the share of the target population we may be able to find and distribute 
vouchers to. We estimated this to be about 80% in Myanmar and 70% in DRC due to 
the context being logistically more challenging. 

 

Staff costs 
Since we had good knowledge of the salary structure for similar roles the 
organization would hire for in India, we used a ratio to the average salary in India to 
the salary at different positions and applied this to the two contexts. The needs for 
certain staff depended on the scale of the project, in terms of number of people 
reached and number of partner facilities: 

● Co-founders: needed at all stages of the project 

● Program officer: needed to build and maintain partnerships with private 
clinics at every stage, in proportion of one per 10 clinics 

● Field mobilizer: needed for the distribution of vouchers to women, estimated 
to distribute around 250 vouchers a week if well targeted 

● Field supervisor: needed for the supervision of field mobilizers, in proportion 
of one per 5 mobilizers 

● M&E assistant: for monitoring the implementation of the program through 
data analysis, handling the counts for vouchers reimbursement and 

https://www.sciencedirect.com/science/article/pii/S2211419X15001032
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preventing fraud. This assistant will not be needed at the testing stage since 
it is implemented at a small scale. 

 

Other costs 
Travel expenses: We estimated the daily travel reimbursement to be $10 on average 
for field mobilizers, and the same amount for field supervisors who may travel only 
half the time. We also counted 30 visits a year for program officers to manage the 
relationship and training with the facilities.  

 

Printed material: in case of a physical voucher, we assumed we may need to print a 
card that is identifiable and memorable for women to remember to use them. This 
may cost up to $0.50 per card. We also counted $5 per clinic partner for printing 
training material and registers for tracking voucher redemptions. 

 

5.5   Assumptions 
Channels of change 
Although we described several channels through which vouchers could have an 
impact on unintended pregnancies (see theory of change), we only modelled the 
impact of a change in use of modern methods of contraception. Other channels 
include reducing discontinuation of methods through improvement in the quality of 
services, or switching from short term to long term methods. These are not included 
here because these outcomes were not systematically reported in the literature 
compared to overall contraceptive use. 

 

Number of partner facilities  
We assumed, based on our research at different stages, that this program would be 
most effective if run in partnership with private sector facilities. These can be NGOs 
or for-profit health facilities. We found the number of these facilities that were 
verified to have stock for different contraceptives, and estimated that at maximum 
scale, we would be able to partner with 70% of them. This is a guess, and aims to 
account for facilities which may not meet quality standards, have a very small 
catchment population, or would not be willing to partner with the charity. 

 

Probabilities 
Overall, the odds of this nonprofit idea succeeding to scale up country-wide under 
the best scenario is 14%. We modeled this intervention at two stages:  
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● The testing stage, when the program is piloted and tested through a process 
evaluation in scenario 1 and 3, and evaluated through an RCT in scenario 2 
and 4. 

● The scale-up stage, which is estimated to last eight additional years in this 
case based on the current contraceptive use and prediction of how much 
longer this intervention can have an impact. 
 

We assigned different probabilities of success to these two stages to more precisely 
reflect the difficulty of implementation, fundraising, and logistical constraints. The 
probability of success for the testing period was based on our assessment at the 
weighted factor model stage of the research (see section 4) of the difficulty of 
running this intervention well enough that the nonprofit would decide to scale up. It 
is estimated to be 60-68% for the scenarios without evaluations. The main input at 
this stage is recruiting or contracting out a team of field mobilizers to distribute 
vouchers, and training health staff of a partner facility to provide services based on 
the voucher system. Though fundraising success was accounted for in this 
probability of success, we assume that at an early stage, it will not vary very much 
across interventions because the amount needed is merely the difference between 
the incubatees’ seed grant and a relatively small budget.  
 
The probability of fundraising success at scale-up was estimated to be around 
10-40% based on the yearly budget and the availability of funding for different 
geographies.  
 
Finally, the probability of execution success at the scale-up stage is estimated at 
70%. This is based on our understanding of the difficulty of implementation at a 
large scale, especially taking into account potential logistical constraints making it 
harder to manage when the scale increases. We think once tested it should be 
slightly easier to implement, though there are some logistical difficulties related to 
coordinating with other stakeholders (health facilities and field mobilizer teams) at 
a larger scale.  
 
Differences between countries: We estimated probabilities in DRC and Myanmar to 
be slightly different in terms of fundraising and execution success. Our intuition is 
that there is more funding available for DRC from bilateral donors because it is a 
low-income country. We think any intervention would be more difficult to 
implement in a context like DRC because it is logistically more challenging (e.g. less 
infrastructure and a higher level of fragility).  
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Differences between evaluation approaches: The two scenarios with an RCT have a 
low probability of success at the testing stage because of the difficulty to fundraise 
for evaluation funding. Past that stage, the evaluation scenarios have a higher 
chance of fundraising because RCT results facilitate the process of convincing 
donors. Finally we applied a probability of discontinuing the program to take into 
account the event that the RCT results are not sufficient for the program to be worth 
continuing. We estimate that there is a 67% chance that they are sufficient. 

 

 

5.6    Accounting for counterfactual impact of funding 
Funding counterfactual impact loss  
At the end of our analysis, we also calculated the cost-effectiveness of this 
intervention when taking into account the counterfactual impact of funding. This 
refers to the impact that would occur if the funding received were to go to another 
organization in this space. To estimate this, we have first estimated the 
cost-effectiveness of a medium-impact family planning intervention, using the 
average cost-effectiveness among the top 50% of all the interventions considered in 
the first stage of our research. This led us to estimate the cost of an unintended birth 
averted to be on average $350 for these charities. We assumed that if this nonprofit 
were created, it would take 50% of its funding away from these existing nonprofits, 
and 30% from ineffective projects. For the remaining 20%, we model that the 
funding would come from high counterfactual EA donors. We assume that they 
would have otherwise been given to opportunities that are ~10% more 
cost-effective than a CE-incubated family planning charity ($40 per unintended 
birth averted). This is a simplification to express the counterfactual in terms of 
family planning impact, though in practice the funding may have otherwise come 
from a different cause area. We deducted the impact that would have occurred in 
this counterfactual scenario from the total number of unintended births averted 
throughout the project. Because of how much more cost-effective the top charities 
are compared to vouchers, accounting for counterfactual leads to a negative 
cost-effectiveness. 

 

Government spending counterfactual impact loss 
Because the nonprofit implementing vouchers pays for contraceptive supplies, we 
did not model any government spending counterfactual impact loss. This is a 
simplification as we think there could be public health staff costs though most of 
the government costs will be spent on the supplies. 
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Co-founder counterfactual costs 
We estimated that each co-founder working on this nonprofit has a counterfactual 
impact amounting to $10,000 to $50,000 worth of donations to highly impactful 
organizations working in the relevant cause area per year. Here, we used our 
estimate of the most cost-effective nonprofit working in family planning, averting 
an unintended birth for every $50 spent. We therefore discounted our final estimate 
from $180-210 to $230-280. 
 
When accounting for all the counterfactual costs, the final cost-effectiveness of the 
intervention is negative due to a small percentage of funding coming from highly 
effective charities.  
 
 

5.7    Affecting factors  
Our model was most sensitive to a few variables which we remain uncertain about: 

● Staff salaries: we model the intervention in DRC, which makes the 
cost-effectiveness highly context dependent due to very low salaries in the 
country compared to other countries with unmet needs for family planning. 
Implementing this with salaries at the level of Ghana, for example, would 
make the idea over a third more costly. 

● The key staff costs dominating the budget are the field mobilizers, which 
we estimate to be able to reach about 250 voucher recipients per month. We 
have uncertainties as to the optimal distribution strategy between mass 
outreach vs emphasizing quality interactions with the voucher recipients, 
given that they would in any case receive some form of counseling at the 
clinic. This affects the cost-effectiveness of our model quite a bit. 

● We have uncertainties around the effect size we can expect to see from this 
program. Though we used a meta-analysis of effects from three RCTs to 
model the intervention, we observed heterogeneity in the effect sizes found 
in the literature which indicate that the effect could be much larger (as found 
in Kenya based on a small sample size) or inexistent (as found in Jamaica 
with focusing only on pharmacy clients). This would affect the expected 
outcomes substantially. 

● Other factors affect the cost-effectiveness estimates to a lesser extent: 
○ Number of partner clinics at scale: given the costs of higher level staff 

and the costs of testing the project at the initial stage, the number of 
clinics the charity will be able to partner with at scale will influence 
the cost-effectiveness of the organization substantially. This is a 
parameter we have high uncertainty about given that we have not 
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conducted an in-depth research into country-specific markets for 
private or not fully subsidized family planning services, which are the 
conditions required for this intervention to work well. The current 
model estimates that in DRC, the charity could partner with a total of 
64 facilities. Halving this number reduces the cost-effectiveness by 
15%. 

○ Amount of the subsidy/reimbursement of the voucher: Another part 
of the cost is the reimbursement of vouchers. It could be that a simple 
referral or partial subsidization is enough to nudge women to get to 
the clinic and choose a contraceptive option. If we model the cost of 
each voucher redeemed to be half with similar level of effectiveness, it 
would improve the cost-effectiveness by 10%. 

 
5.8 Limitations 
Given the time constraint for conducting this CEA and writing the report, our 
analysis is incomplete and suffers from the following limitations: 

● Counterfactual replaceability: The CEA does not discount for potential 
counterfactual replaceability, which is the event that some other 
organization would implement this intervention in this particular context, if 
we do not. 

● Implementation strategy: as discussed in the scenario section, many 
different strategies could be implemented for vouchers, some of which would 
have different costs and logistics. For example, we could take the role of a 
distributor for an existing program, or try to improve an existing voucher 
system. We could also distribute vouchers that only partly cover the cost or 
even simply provide referrals with no discount. We modeled the most likely 
scenario but the CEA might look very different had we chosen another 
approach. 

● Trends in contraceptive use: the CEA does not take into account a potential 
upward trend in modern contraceptive use among women in reproductive 
age in these contexts throughout the nonprofit’s life. Since the effect size is 
estimated from the gap in contraceptive use, this could mean that the real 
effect could vary with time. If the use of contraceptives among women in our 
targeted populations increased by 10 percentage points in the next 10 years, 
which would be a faster increase than the past trends [27]], the 
cost-effectiveness would worsen by ~10%. 

● Limitations with regards to cross-applicable parameters such as the impact 
of contraceptive use on averting birth are listed in the supplementary report. 

https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit
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5.9 Other cost-effectiveness studies 
We found one other cost-effectiveness study of a voucher program in Pakistan [9]. 
They report a cost structure divided between administration, voucher management, 
facility support (which is not a part of the program we are modelling here as the 
only support we would provide is training), and FP consultation. Their monitoring 
data suggests that the cost of distributing and managing vouchers was $3,278,000 
for 168,206 women. We were unclear about the methodology used as we read in the 
study: “We assumed that all of the vouchers reimbursed were for FP/RH services 
that would not have been taken up in the target population without the SSF 
program”. It seems like the counterfactual was not entirely taken into account so we 
did not put much weight on the estimate of $ per couple-years protection (CYP). 
However, it was a useful way for us to check the cost of implementation per person. 
They found that the program cost $19.50 per voucher recipient, and our cost per 
person reached varies between $3.5 and $5. We found this reasonable since their 
program seemed more intensive when it comes to supporting the healthcare 
providers with training and facility improvements. 
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6    Informed consideration: 
       Internal contemplation 
In this stage, we analyzed all the data and insights gathered through previous steps 
in the research process. The most important conclusions from each are summarized 
here, as are our team’s overall thoughts on vouchers for contraceptives as an 
intervention.  

 

6.1   Crucial considerations 
One of our objectives at this stage of the research was to have a broad sense of this 
intervention’s effect on contraceptive use as reported in the literature, and an 
understanding of the mechanisms of change. We updated positively toward the 
breadth of the evidence base, which is moderately good and consistently positive, 
although not all studies found statistically significant effects. Our research 
confirmed that cost barriers are a big constraint to using contraception: we found 
that in a lot of countries, the private sector is the main source of family planning 
services, and its costs are high. Apart from removing cost barriers, we identified 
other potential channels of change, such as improving knowledge of family 
planning services through the vouchers distribution, or improving quality of care. 
Altogether, it appears plausible that this intervention has quite high effects on 
uptake.  

 

At this stage, we also read NGO reports to get a sense of what implementation of 
this intervention would look like concretely. Doing this raised concerns for our team 
about the complexity of implementing such a program, and the high cost of setting 
up the infrastructure. Some of our readings also suggest that the administration and 
management of vouchers is so resource intensive that there might not be strong 
economies of scale.   

 

Finally, our crucial consideration research cautioned us about the risk of coercion 
with vouchers, and the need to ensure women make voluntary and informed choices 
of contraception. We were uncertain at this stage about what this means for which 
method should be offered by the vouchers. Our research into whether we could 
predict which method women would choose most in which context, based on the 
preferred methods and existing cost barrier, was inconclusive. We came across a 
cost-effectiveness study that highlighted that the most important factors were the 
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number of women approached during distribution who were eligible for vouchers, 
and the number who chose a long acting method. 

 

6.2   Expert views 
At this stage, we reached out to practitioners leading NGO operations, and 
researchers having evaluated vouchers.  

 

Our main goal when talking to practitioners was to know if vouchers were being 
implemented in countries we consider promising for family planning and at what 
scale, and to get their opinion on the intervention in terms of implementation 
challenges and impact. As we had identified the main players in the informed 
consideration stage, we decided to talk to someone working in a country office at 
Marie Stopes International (MSI) and Population Services International. Voucher 
programs were implemented in Bolivia and Angola. We also later on exchanged 
emails with a funder of vouchers in Yemen. All shared positive views about the 
promise for vouchers, although an expert working in one of our priority countries 
who preferred to stay anonymous said that it might not be the most impactful in 
that context.  

 

We were surprised to hear that across the board, and even in a conflict-affected 
state, the implementation seemed successful, with the only challenge mentioned by 
one expert being frauds, and some of these operations reached a moderate scale. It 
is good to keep in mind that the programs implemented in these countries might be 
easier to implement for several reasons. MSI, for example, does not require a 
partnership with a health care provider because they have their own centers and 
provide their own services. In Yemen, the organization implementing the program 
was established in the country, and already had all the structures in place. For PSI in 
Angola, they did not subsidize the contraceptives but only distributed referrals, 
which might have made it easier to get and manage partnerships with providers. 

 

When talking to researchers, we were hoping to get a sense of generalizability of the 
evidence and what they thought worked in the context of their study. We talked to 
two authors of impact evaluations of vouchers and their views were somewhat 
different. While one of the researchers cautioned that the evidence is not strong 
enough yet to know the impact of vouchers at a large scale, the other claimed that in 
any context with a non-responsive public sector and expensive private sector, 
vouchers will improve access for poor populations. We also learned that there are a 
lot of differences in terms of provider options in urban and rural areas, which in 
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light of what the second researcher suggested, might make vouchers’ impact 
limited beyond cities and suburban geographies. 

 
Finally, it is worth noting that two practitioners and one researcher mentioned 
sustainability issues of vouchers in terms of maintaining donor funding support. 
From our understanding, it seems like this is because they consist of reimbursing 
women for the product entirely so it is expensive per person and economies of scale 
are limited. While it incentivizes its recipients to use contraception at a given time, 
there is no evidence that it changes behaviors in the long run. This was referred to 
as one of the reasons it might be difficult to find funding to support such a program 
at scale. 

 

6.3   Weighted factor model 
This method allowed us to examine vouchers from all possible angles and broaden 
our perspective to better identify its strengths and weaknesses. All of the other 
methods fed into the weighted factor model when it comes to answering questions 
about different aspects of the intervention. When combining all scores together, we 
found that this would be a middling intervention. We found that its main strengths 
are high feedback loops, counterfactual replaceability, and enhancement effects on 
other aspects of family planning services (e.g. supply side). At this stage, we 
updated negatively toward the evidence base given the weakness of the results from 
the three RCTs we identified, and their lack of a relevant control group. Its main 
weaknesses are its limited reach, the lack of generalizability of its impact outside 
the typical setting, implementation difficulty, and lack of funding available to 
support its scale up. In terms of cost, we updated slightly on the management and 
administrative costs since it seems after doing a quick cost structure assessment, 
most of the spending will go towards field mobilizer staff and reimbursing 
healthcare providers for the contraceptive service/commodity.  

 

6.4   Cost-effectiveness analysis 
According to our analysis, implementing the distribution of vouchers for 
contraceptives in DRC without an RCT would cost ~$187-207 per unintended birth 
averted under the best scenario. Breaking this down to effectiveness and cost 
parameters, the program would cost between $3.5 to $5 per person reached, and the 
effect on contraceptive use is estimated to be a 2.4 percentage points increase. We 
modelled four scenarios based on two different geographies and two different 
evaluation approaches. The most optimistic estimate was found for scenarios 
involving the implementation of vouchers in a Central African country such as DRC. 
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The cost-effectiveness of the intervention in this context was found to be higher by 
a factor of seven than Myanmar, but did not change substantially when modelled 
with or without an RCT.  

 

Our CEA highlighted the importance of working in a country with greater economies 
of scale, which is the case in DRC because of the greater population size per clinic 
partner, and the larger target population who could benefit from vouchers (people 
living under the poverty line is used as a proxy). The other advantages of DRC are its 
lower staff cost and the fact that it could be easier to fundraise for the program 
given its higher needs compared to a country like Myanmar.  

 

Some uncertainties remain as this model only assesses one potential 
implementation approach, the most commonly evaluated, and there may be more 
cost-effective ways to implement this program. For example, given that the 
reimbursement of vouchers explains most of the costs, implementing referral-only 
distribution would dramatically cut down the costs. However, none of the studies 
we rely on to model the effect distributed referrals only, and all of them applied a 
subsidy. 

 

6.5   Overall thoughts 
Our research suggests that vouchers for any contraceptives have been effective in 
some contexts. The evidence base is limited to three RCTs with significant and 
insignificant results, and a range of studies with weaker designs but larger 
implementation scales. Experts shared the view that it is an effective program 
specifically for poor populations in urban contexts with either a non-responsive 
public sector and cost barriers to the private sector, or a public sector that does not 
yet fully subsidize family planning. It does not seem to be an area of focus for many 
large NGOs and there are options in terms of geographies where it is unlikely that 
existing actors would expand this program. The most optimistic scenarios 
according to our cost-effectiveness analysis is the model of a new nonprofit 
becoming a voucher management agency in a Central African country such as DRC. 
We estimate that under this scenario, it would cost $187-207 to avert an unintended 
birth, which is one of the least cost-effective interventions researched in-depth in 
2020.  
 
The main weaknesses of this intervention are its low cost-effectiveness compared 
to our top ideas, and factors limiting the scale of its impact, such as funding 
availability, size of the target population, and number of health facilities that can 
become partners of the voucher program. Other ideas we researched this year 
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seemed overall better on these factors, which  we consider very important. We have 
therefore decided not to recommend this intervention.  

 

Supplemental information  

Supplementary Report for all CEAs: Cross-applicable parameters for family 
planning CEAs 
Vouchers - Cost-effectiveness analysis 
Vouchers - Evidence Review 
 

   

https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit
https://tinyurl.com/y3t5gqyo
https://docs.google.com/spreadsheets/d/10lVODCfjVzw9U3IyUZtW-pQPLapsILP21SrMfDiWrD0/
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