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ABSTRACT

It is increasingly clear that Millennium Development Goal 4 and 5 will not be achieved in many low- and 
middle-income countries with the weakest gains among the poor. Recognizing that there are large inequali-
ties in reproductive health outcomes, the post-2015 agenda on universal health coverage will likely generate 
strategies that target resources where maternal and newborn deaths are the highest. In 2012, the United 
States Agency for International Development convened an Evidence Summit to review the knowledge and 
gaps on the utilization of financial incentives to enhance the quality and uptake of maternal healthcare. 
The goal was to provide donors and governments of the low- and middle-income countries with evidence-
informed recommendations on practice, policy, and strategies regarding the use of financial incentives, 
including vouchers, to enhance the demand and supply of maternal health services. The findings in this 
paper are intended to guide governments interested in maternal health voucher programmes with recom-
mendations for sustainable implementation and impact. The Evidence Summit undertook a systematic 
review of five financing strategies. This paper presents the methods and findings for vouchers, building on 
a taxonomy to catalogue knowledge about voucher programme design and functionality. More than 120 
characteristics under five major categories were identified: programme principles (objectives and financing); 
governance and management; benefits package and beneficiary targeting; providers (contracting and ser-
vice pricing); and implementation arrangements (marketing, claims processing, and monitoring and evalu-
ation). Among the 28 identified maternal health voucher programmes, common characteristics included: 
a stated objective to increase the use of services among the means-tested poor; contracted-out programme 
management; contracting either exclusively private facilities or a mix of public and private providers; priori-
tizing community-based distribution of vouchers; and tracking individual claims for performance purposes. 
Maternal voucher programmes differed on whether contracted providers were given training on clinical or 
administrative issues; whether some form of service verification was undertaken at facility or community-
level; and the relative size of programme management costs in the overall programme budget. Evidence 
suggests voucher programmes can serve populations with national-level impact. Reaching scale depends 
on whether the voucher programme can: (i) keep management costs low, (ii) induce a large demand-side 
response among the bottom two quintiles, and (iii) achieve a quality of care that translates a greater number 
of facility-based deliveries into a reduction in maternal morbidity and mortality. 
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INTRODUCTION

It is increasingly clear that Millennium Develop-

ment Goal 4 and 5 will not be achieved in many 
low-income countries (LMICs). According to 
a recent analysis, at the current rate of change 
in the neonatal mortality rate (NMR) and ma-
ternal mortality ratio (MMR), only 31 countries 
will meet MDG 4 and still fewer (thirteen) will 
achieve MDG 5 (1). In many of these countries, 
the burden of disease and barriers to high-quality 
healthcare fall disproportionately on lower wealth 
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quintiles (2). Due to these slow improvements in 
health and the large gaps in equity, there have 
been calls for global stakeholders to pledge or re-
new commitments for greater resources and to 
prioritize strategies that target populations and 
geographic locations where MMR and NMR are 
the highest. In addition, there is growing aware-
ness that fostering equitable access to health 
systems and higher-quality services will figure as 
significant components in the post-2015 agenda 
on universal health coverage (3). 

The United States Agency for International Devel-
opment (USAID) held an Evidence Summit in April 
2012 to assess the evidence on financial incen-
tives to enhance the provision and use of maternal 
health services. Financial incentives can be used for 
accelerating increased coverage, quality, and the 
use of prenatal and postnatal services and for fos-
tering healthy behaviours during pregnancy and 
the neonatal period (4-6). A commonly-accepted 
umbrella term for these approaches is results-based 
financing (RBF). Related terms include perfor-
mance-based incentives (PBIs), output-based aid 
(OBA), and pay-for-performance (P4P) (7). RBF pro-
grammes can be characterized by where they place 
incentives, targeted to either the demand-side or 
supply-side while acknowledging that demand and 
supply are intrinsically linked. For the purposes of 
classification, each type of intervention is labelled 
according to its unique features that operate on ei-
ther demand or supply. 

In demand-side healthcare financing programmes, 
the objective is to remove barriers to healthcare-
seeking behaviours through economic subsidies. 
These schemes range from universal with a ‘broad’ 
benefits package (e.g. national social insurance) 
to those targeted with a ‘narrow’ benefits package 
(e.g. maternal health voucher programmes). Al-
though removing barriers to the use of services by 
clients is a central objective, there are anticipated 
supply-side effects. Healthcare providers are often 
paid according to the number of clients treated 
(output-based) or a clearly-defined performance 
achievement (quality-adjusted output payments).  
A key feature then is the direct link between the 
subsidy to the intended beneficiary on the demand 
side and the desired output on the supply side. In 
many of these programmes, the focus on demand 
is justified by historical, persistent unmet needs for 
specific services [e.g. treatment for sexually trans-
mitted infections (STIs) for socially-marginalized 
groups or products (e.g. insecticide-treated bednets 
or contraceptives (8,9). 

Given the high levels of inequality observed in ma-
ternal and neonatal health outcomes and the use 
of healthcare, targeted demand-side strategies have 
the potential to stimulate the use of public health 
goods and services among the low-income segment 
of the market where uptake of high-quality health 
services is often the weakest (2). Vouchers targeted 
at underserved populations are increasingly used in 
promoting priority health services and are redeem-
able for a defined service package at accredited 
health facilities. Most voucher programmes to date 
have been designed to increase access to maternal, 
sexual and reproductive health (SRH) services for 
those who, in the absence of the voucher, would 
not have sought care.  

To provide guidance to donors and governments 
who have an interest in launching or expanding 
reproductive health voucher programmes, this pa-
per presents a taxonomy of knowledge about pro-
gramme implementation and impact (Figure 1), us-
ing a “results chain” to frame the review (10). 

Two recent reviews have broadly summarized the 
literature drawing from studies of family plan-
ning vouchers, maternal health vouchers, and 
other reproductive and sexual health vouchers. 
Both reviews found robust evidence that voucher 
programmes can increase utilization of health ser-
vices and showed modest evidence that voucher 
programmes both improve the quality of service 
provision and target the resources effectively to 
specific populations (11,12). There was limited 
evidence available to determine whether vouchers 
affect health status or technical efficiency. How-
ever, in both Uganda and Nicaragua, a reduction 
was found in the prevalence of several STIs asso-
ciated with launching of the voucher programme 
(13,14). 

This current review of maternal health voucher pro-
grammes goes beyond the prior reviews to catalogue 
characteristics and identify essential characteristics 
of sustainable successful maternal health voucher 
programmes. It includes a thorough assessment 
of 28 maternal voucher programmes identified in 
a comprehensive review of 40 reproductive health 
voucher programmes; these were cross-checked 
against programmes identified in an unpublished 
report of the 2012 USAID Evidence Summit on 
Maternal Health Finance (15,16). The 28 voucher 
programmes were examined in five key categories: 
(i) general design principles; (ii) governance and 
management; (iii) benefits package and beneficiary 
targeting; (iv) provider and reimbursement policies; 
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and (v) implementation issues, such as marketing, 
training, voucher distribution, claims process-
ing, and mechanisms for monitoring, evaluation, 
and fraud control (17-24). To date, the knowledge 
of programme design and function—evidence on 
how vouchers are implemented—has been largely 
uncategorized. The challenge with organizing such 
knowledge is that it goes unpublished, often located 
in programme reports or known only to programme 
implementers. This paper presents a taxonomy of 
voucher implementation to organize what is known 
about maternal health voucher programmes with 
the goal of identifying a future research and policy 
agenda to contribute to further understanding of 
the following policy-relevant questions:

1.	 Can a voucher programme operate on low 
management costs and direct the bulk of the 
funds and services to the bottom two wealth 
quintiles?

2.	 If programmes can cost-effectively serve the 
poor, do clients respond? Was a financial bar-
rier the primary reason for non-use of services 
before the voucher programme?

3.	 What is the cost per unit of increase in facility-
based deliveries among the bottom two wealth 
quintiles? 

4.	 In a causal model, what is the estimated reduc-
tion in maternal mortality with the observed 
increase in facility-based deliveries? 

MATERIALS AND METHODS

This review draws on a subset of voucher pro-
grammes offering maternal health voucher ser-
vices identified in a larger dataset of reproductive 
health voucher programmes described in detail by 
Grainger et al. (16). The review by Grainger et al., 
focusing on programme design and function (not 
scientific studies), was conducted in three steps to 
screen published and grey literature. First, the meth-
ods and results of two prior literature reviews were 
compared to identify the voucher programmes in 
published studies. As voucher programmes were 
identified, the name of the programme and other 
relevant information were confirmed through sup-
plemental searches. A detailed description of the 
search process is described by Grainger et al. (16).  

The second step in this review involved consult-
ing experts and contacts to identify any new pro-
grammes and further programme references, draw-
ing from reports, operational manuals, newsletters, 
and other relevant documents.  

Criteria for inclusion and exclusion of voucher pro-
grammes followed those used by Grainger and col-
leagues (16):

•	 Inclusion of voucher programmes which do not 
use a physical voucher but function in all other 
respects as a voucher programme (e.g. targeting 

Figure 1. Taxonomy to catalogue designs, functions, and results of reproductive health voucher
                programmes
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the poor through the use of Below Poverty Line 
or BPL cards in India);

•	 Exclusion of programmes that use vouchers for 
goods (condoms, insecticide-treated bednets) 
opposed to services. Structural and implementa-
tion arrangements differ considerably between 
vouchers for goods and those for services;

•	 Exclusion of those voucher programmes that 
are operating in high-income countries;

•	 Exclusion of programmes where there is no 
reimbursement to the provider, such as pro-
grammes where a voucher is used as a market-
ing tool, for referral services between health 
facilities only, or for research (tracking of cli-
ents, etc.).  It also excludes programmes where 
vouchers are given to women in exchange for 
a conditional cash transfer (CCT) with no pro-
vider payment;

•	 Exclusion of voucher programmes that started 
distribution of vouchers after June 2011.  

For the final methodological step, information was 
extracted on each programme and fed into a data-
set that captured more than 120 programme char-
acteristics belonging to one of the following five 
major categories relating to design and function of 
the programmes:

1.	 General principles: Programme objectives, size, 
and coverage, financing, and timeframe;

2.	 Governance and management (structural ele-
ments): policy environment, regulatory frame-
work, managing agency, and its relation to con-
tracted providers;

3.	 Benefits package and beneficiary targeting: Ben-
efit and client policies, such as services covered, 
distribution strategies (i.e. sold or freely distri-
buted), and targeting approaches;

4.	 Providers: Type of providers, presence of com-
petition between facilities, selection and con-
tracting, price of services, and reimbursement 
to providers;

5.	 Implementation arrangements: Marketing, 
training, voucher distribution and sales, claims 
processing; mechanisms for monitoring and 
evaluation, and fraud control.

RESULTS

General principles: objectives, timeframe, 
and financing

In total, 28 safe motherhood (SM) voucher pro-
grammes operating in 10 countries were identified. 
Most programmes had the stated objective to im-
prove the use of maternal health services, particu-
larly among the poor while a few programmes em-
phasized the importance of improving population 
health and reducing the burden of out-of-pocket 
spending on maternal health services. Figure 2 de-

Figure 2. Number of active maternal health voucher programmes in low- and middle-income
                countries year-by-year 

Small=Less than US$ 250,000/year; Medium=From US$ 250,000/year to US$ 1 million/year;
Large=More than US$ 1million/year
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tails the number of active SM voucher programmes 
operating each year from 1995 to 2011. As seen in 
the Figure, SM voucher programmes started in 1995 
with one small and one medium programme and 
continued in this modest fashion until 2006 when 
a substantial growth occurred in SM voucher pro-
grammes. The majority of the programmes (64%) 
are small, defined as those with an annual budget 
of US$ 250,000 or less.

Table 1 provides an overview of information for 
the 28 SM voucher programmes identified in this 
analysis. Twenty-four were located in Asia (Arme-
nia, Bangladesh, Cambodia, China, India, Indone-
sia, and Pakistan) and four in Africa (one each in 
Kenya and Sierra Leone, and two programmes in 
Uganda). Many countries had more than one SM 
voucher programme, with India having the highest 
number of eight programmes located in different 
cities and states. Funders, including external aid 
actors, non-governmental organizations (NGOs), 
social franchising organizations, private for-profit 
organizations, and research organizations, set up 
most programmes while six were government-led. 
Most of the programmes (61%) were stand-alone 
SM voucher programmes while the others also 
had a family planning and/or STI component to 
the voucher programme. More than half of the SM 
voucher programmes were described as ‘pilots’ to 
be potentially expanded if successful. 

Governance and management

The three main participants in any health voucher 
programme are the service providers, the clients (or 
patients), and the voucher management agency 
(VMA). In the implementation data, three varia-
tions on this model were evident. There were six 
government-run programmes in South Asia with a 
focus on improving the operational efficiency and 
equitable access within the public health system. In 
these contexts, the voucher essentially functions as 
a waiver system for poor clients to avoid user fees 
and informal charges while acting as an incentive 
for improved care on the provider side. In some of 
these six government-run initiatives, voucher cli-
ents also received a cash payment conditional on 
delivering at an approved facility. 

Six social franchise (SF) programmes also man-
aged voucher initiatives to generate demand and 
subsidize access to services at franchised facilities. 
In social franchises, private healthcare providers 
are contracted under a common brand to provide 
socially-beneficial, typically outpatient services to 
increase delivery of health services (25,26). One of 

the largest social franchises is Greenstar in Pakistan, 
which began as a pilot maternity voucher scheme 
in Charsadda and Jhang districts to reach poor cli-
ents in 2010 (27,28). Although most of these fran-
chises only contracted private facilities, one SF pro-
gramme in Bangladesh, run as a partial franchise,  
contracted services from public, private-for-profit 
and private-not-for-profit facilities (29). 

In the third variation, NGOs or private firms man-
aged 16 voucher programmes on a contractual basis 
for donors or the local government. This manage-
ment structure, in which the donor or government 
procured services from external non-state agencies, 
provided valuable alternative experiences to the 
long-dominant, input-based financing models.

Benefits package and beneficiary targeting

The voucher benefits packages and the criteria for 
who would qualify varied among programmes. All 
28 programmes either contracted directly within 
the network or coordinated access to out-of-net-
work third party providers for antenatal care, deliv-
ery, and postnatal care. Nearly all programmes paid 
for normal delivery with basic emergency obstet-
ric care (26 of 28 programmes). One programme 
referred deliveries to the public sector, and one 
programme lacked sufficient information to deter-
mine whether deliveries were included in the pro-
gramme budget or were referred to external public-
sector providers. 

According to WHO guidelines, comprehensive 
emergency obstetric care includes provision of 
surgery and blood transfusions in addition to the 
seven signal functions of basic emergency obstet-
ric care (30). Among the 28 maternal voucher pro-
grammes, 21 contracted comprehensive emergency 
obstetric care from a subset of their accredited pro-
viders. Six programmes lacked this capacity among 
their accredited providers and instead referred 
complicated cases to external facilities, usually in 
the public sector. One programme lacked sufficient 
information to determine whether the programme 
contracted providers with capacity to provide com-
prehensive emergency obstetric care.

Of the 28 voucher programmes, 10 offered trans-
port to facilities from the client’s home; two cov-
ered transport to another facility for referral; 13 
programmes did not offer any transport subsidy; 
and three programmes had no information. 

In addition to the core maternal health package, 10 
programmes also offered a separate family planning 
(FP) voucher service, and six programmes offered a 
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voucher for treatment of STIs. In five of these 10 
programmes, both STI treatment and FP services 
were offered as separate vouchers. The remaining 
17 voucher programmes in this review offered only 
maternal health services (Figure 3). 

Details on the type of beneficiary targeting 
were available for 26 of the 28 maternal health 
voucher programmes. Among the 26, half of 
the programmes targeted low-income women, 
using a poverty assessment tool that measured 
household wealth, often based on a combina-
tion of household assets and consumption mea-
sures. Five programmes used geographic target-
ing where women were eligible based on their 
residence in a well-defined low-income area. An-
other six programmes used a mix of geographic 
and means-testing for targeting. Details on the 
implementation of the SM voucher programmes 
are listed in Table 2.

Providers

When identifying health service providers, SM 
voucher programmes can (in theory) choose to 
contract with public providers, private providers, 
or a mix of both. In reality, the national political 
economy, the policy environment, and the func-
tional state of health facilities can drive decisions re-
garding how and with whom to contract. Of the 28 

programmes, 61% contracted exclusively or mostly 
with private healthcare providers while 21% con-
tracted mostly or exclusively with public health-
care providers; another 18% contracted a mix of 
both public and private providers. When contract-
ing providers, some programmes deliver clinical 
training to emphasize quality in service delivery 
(particularly those originated by social franchises), 
and some provide administrative training on how 
voucher claims should be filed.  Clinical training of 
providers occurred in 43% of the programmes, and 
administrative training was conducted for 39% of 
programmes. One-quarter (7 programmes) offered 
both clinical and administrative training.

Implementation arrangements

SM voucher implementation involves more func-
tions than identifying the beneficiary and con-
tracting the provider. There are processes needed 
to reach the client, including accreditation and 
branding of service sites, whether and what to 
charge for the voucher, marketing strategies to gen-
erate demand, and voucher distribution schemes. 
Five programmes sold SM vouchers to beneficiaries 
for a nominal amount equivalent to US$ 0.75 to 
2.00 while 20 programmes distributed the voucher 
at no cost to consumers. Three programmes had no 
documentation on whether the voucher was free 
to consumers or not.

Figure 3. Twenty-eight maternal voucher programmes in low- and middle-income countries with
                additional services

SMH=Safe motherhood, e.g. maternal health services; FP=Family planning services; STIs=Sexually
transmitted infections

SMH only

20
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Almost all SM voucher programmes used some form 
of marketing, at least at the start of the programme.  
The most common form of marketing was home 
visits linked to voucher distribution (75%), followed 
by community meetings (57%) and mass media 
message (29%). Most programmes had community 
health workers and community volunteers distrib-
uting vouchers in the community, away from facili-
ties, to identify new clients and generate demand 
for facility services. In two programmes, the staff 
at the participating facilities distributed the vouch-
ers, which raised questions about how effectively 
the programme was reaching users who would not 
otherwise have sought facility-based care.

Strikingly, information about management or 
administrative costs was missing for 21 of the 28 
maternal voucher programmes. Among the seven 
programmes with data on costs, two spent less 
than 10% of the overall programme budget on 
programme management, four programmes spent 
20-30% on programme management, and one 
programme used 50% of the overall budget on 
management costs. These figures can be difficult to 
interpret without knowing more about what they 
contain and what period of time they refer to, since 
higher costs are associated with programme start-
up or where the risks of mismanagement of funds 
are perceived to be higher. There are differing defi-
nitions and internal reporting methods, different 
management activities undertaken by particular 
VMAs, various programme designs, and varying 
country contexts. To further complicate any com-
parisons, lower administrative costs do not neces-
sarily produce optimal administration; it is equally 
important to consider the outcomes achieved by 
the voucher programme (Table 3).

In spite of the limitations, the ratio of administra-
tive costs to service delivery costs does provide a 
measure of efficiency, particularly if tracked over 
time and can be used for comparing similarly-
designed programmes. The literature on admin-
istrative costs in health insurance notes that pub-
lic-sector management is generally quite a small 
percentage of the total programme cost (under 6%) 
and higher for private health insurance (9-17%) 
(31,32). Voucher programmes—once they have 
scaled to several hundreds of thousands of billable 
claims per year—should expect to see comparable 
administrative cost levels. 

One important task of VMAs is to verify actual ser-
vice delivery to the target populations. This is often 
done through a review of claims to confirm that 
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the information is accurate and valid. Other verifi-
cation means include facility-based exit-interviews 
or community-based surveys of clients. Verification 
occurs at one or more of the three points in the ser-
vice delivery chain: (i) the community distributor 
may authenticate the poverty status of the benefi-
ciary and unique number on the voucher, (ii) at the 
facility, the provider may authenticate the voucher 
at client registration, and (iii) at the claims process-
ing stage, the details on the claim are routinely vet-
ted for medical plausibility and proper recording. 
Only 12 of the 28 SM voucher programmes had 
some form of service-delivery verification process 
in place. The data did not indicate what type of 
verification activity was most common. 

Programme monitoring and evaluation is of-
ten limited to tracking utilization of services and 
vouchers. To some extent, some programmes also 
track quality indicators (e.g. patients’ satisfaction 
or providers’ knowledge). Thirteen of the 28 pro-
grammes measured technical quality (e.g. clinical 
care scores or providers’ knowledge), and it is the 
most commonly-measured aspect of quality in 
voucher programmes. Nine programmes reported 
tracking some aspects of clients’ satisfaction.  

Fraud control can be built into programme design 
with multicoloured vouchers and hard-to-counter-
feit designs as described in the “Guide to Competi-
tive Voucher Programmes” (24). Seven programmes 
printed the price on each voucher to reduce the risk 
that vouchers would be sold above the highly-
subsidized price. In programme monitoring, ana-
lysts can use programme data to establish a base-
line and then look for unusual trends, improbable 
medical cases, and other suspicious behaviour sug-
gestive of fraud. Thirteen of the 28 programmes 
had a routine reporting schedule for monitoring 
purposes. Twelve programmes had information on 
the type of fraud encountered, ranging from sub-
sidy given to the non-poor, selling voucher above 
distribution price, fraudulently-issued vouchers and 
fake Below Poverty Line identity cards, fraudulent 
claims to informal charges levied at facility (either 
extra services or double billing), and inadequate 
service delivery (e.g. missing laboratory services, 
insufficient consultation time). 

DISCUSSION

Key findings

This paper assessed key characteristics in 28 mater-
nal health voucher programmes with the goal of 
identifying characteristics for successful sustain-
able programmes. The paper intends to contribute 
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evidence for design choices for scaling up maternal 
health voucher programmes.

Type of management organization

The most common management organization was 
a third-party agency tasked to contract accredited 
facilities and to identify beneficiaries. In addition 
to contracting providers and delivering subsidies to 
beneficiaries, voucher management agencies often 
undertook the core tasks of issuing vouchers, pro-
cessing claims, accrediting facilities, checking the 
quality of care, and verifying service delivery. The 
manifest preference for third-party management 
could be due to several factors. Efficient claims pro-
cessing and reimbursement is critical to keeping 
the providers, particularly private facilities involved 
in the programme. The programmes that registered 
significant operational problems with claims and 
disbursements were either in start-up phase or were 
public management entities, and, sometimes, ex-
isting offices that were repositioned with the add-
ed responsibility of managing vouchers on top of 
other assignments (33,34). In contrast, third-party 
management agencies can be sanctioned for poor 
performance and have shown to be responsive to 
evolving programme needs. In one case, a manage-
ment agency learned to use multiple communi-
cation channels to reach out to beneficiaries and 
improve the reliability of communications with 
providers regarding claims reimbursement (35). An 
important distinction can be drawn between con-
tracted staff in a public institution and contracted 
third-party organizations. 

Type of service provider

Most maternal voucher programmes contracted 
healthcare providers from the private sector. Pro-
vider mix in a network of contracted facilities re-
flected the voucher programme’s priorities and 
the policy environment. In spite of perceived high 
service costs, contracting private providers allowed 
voucher programmes to extend the reach of social 
protection services and essentially create additional 
options for poor healthcare consumers who were 
previously priced out of the private sector. In two 
government-managed programmes, private facili-
ties were contracted. However, private providers in 
the first programme viewed reimbursement rates as 
too low or payments too slow, and few private fa-
cilities remained in the second programme by the 
end of the initial phase (33,36). 

Provider reimbursement strategy

Performance-based payments can be made to in-
dividuals or groups, can reflect service cost or be 

intended as an incentive, target a few selected ser-
vices or a wider cluster of indicators, pay incentives 
for high-quality scores, or pay incentives for treat-
ing low-income or disadvantaged clients (37). Like-
ly due to the narrow service package, most voucher 
programmes make a standard single payment for 
each service claimed by providers in the network. 
Usually, single payments are agreed for antenatal 
care (ANC), normal delivery, delivery with compli-
cations, and postnatal care (PNC). In several pro-
grammes, tiered pricing distinguishes public from 
private providers and primary facilities from tertiary 
hospitals. In programmes with low reimbursement 
rates, the programme begins to resemble a pay-
for-performance mechanism whereby payments 
are meant to incentivize better care but are not re-
imbursing for the cost of service delivery at facil-
ity as was done in some programmes in India and 
Bangladesh. Conversely, in Gujarat, a programme 
paid a market-competitive capitated fee to private 
providers, which was associated with increased cli-
ent demand but was not associated with increased 
treatment of complicated cases (38). The capitated 
payments would likely reduce claims processing re-
quirements but also reduce incentives to provide 
expensive care. Disincentivizing complicated care 
can introduce greater efficiencies but also risks un-
dercutting the quality or adequacy of needed ser-
vice provision. 

Targeting mechanism

There is significant debate and theory on the ex-
tent to which the poor should be targeted for social 
support rather than creating universal opportunity 
to access low-cost healthcare. The literature is ex-
tensive and by no means conclusive with respect to 
policy and practice (39,40). Determining whether a 
universal or targeted policy is socially optimal de-
pends, in a large degree, on the context. In many 
countries, the challenges with expanding health-
care coverage are threefold: increasing equitable 
access, improving financial protection, and ex-
panding the quality and size of the benefits pack-
age (3). In contexts with highly-inequitable access, 
the need for subsidies is clustered among the poor, 
and the cost of a targeting mechanism is more jus-
tified. In many low- and middle-income countries, 
inequitable access to reproductive health services is 
common (2). Economic poverty is, by no means, 
the only equity lenses. In Ghana, the National 
Health Insurance Authority (NHIA) has exempted 
no fewer than eight disadvantaged groups (youths 
below 18 years, pregnant women, those aged over 
70 years, among others) from paying premiums for 
national health insurance (41). However, policies 
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for progressive expansion of health coverage would 
suggest a priority focus on low-income households 
(42). 

Defining the poor can take several forms, including 
means-testing, proxy means-testing, non-standard 
(community-based or self-identified) poverty tar-
geting, and geographic targeting of regions with 
high need (40,43). Furthermore, poverty can be un-
derstood as a state of relative deprivation occurring 
along a continuum from relative plenty to relative 
scarcity, or it can be seen as a state below an abso-
lute threshold, i.e. a poverty line and calculated as 
the dollar or local currency equivalent for a basket 
of consumables.  

Aside from the measurement choices to consider in 
equity targeting, there is the issue of “poverty inci-
dence”. Over any period of time, households may 
move in to or out of poverty, and there remains a 
significant practical question of how often to mea-
sure poverty in the target population. 

Policy-makers are faced with the need to contain 
operational costs while ensuring high confidence 
that type I and II errors (e.g. insufficient coverage 
and subsidy leakage) are kept to a minimum (40). 
Keeping all else constant, individual targeting is 
likely to be more costly than geographic targeting 
or exemptions for readily-identified demographic 
groups (e.g. pregnant women). If an absolute pov-
erty measurement is used, one may expect to see 
over the medium to long term that the pool of 
beneficiaries decreases as the national economy 
develops.  

Beyond the scope of this review is an in-depth dis-
cussion of free maternity care or maternity exemp-
tions on user fees and insurance premiums. Suffice 
to note that performance-based financing pro-
grammes without an explicit equity target can im-
prove quality and raise utilization across all wealth 
quintiles but, as in the case of Rwanda recently, 
there was no pro-poor, greater-than-average in-
crease in utilization (39). For countries or contexts 
where a significant gap in equity underscores the 
need to prioritize poor pregnant women, equity 
targeting remains an appealing policy option. 

From this review, a pattern has emerged in success-
ful programmes, targeting individuals or house-
holds through community-based distributors. Even 
when programmes use geographic targeting, a need 
remains to mobilize and raise awareness within 
communities and, in essence, generate demand 
among beneficiaries who, in the absence of subsi-

dy, would likely have not sought care. Community 
mobilization appears to be a critical activity. 

Benefits package

Vouchers, unlike insurance, typically offer a nar-
row benefits package. The voucher itself may have 
an expiry date, and the range of services for the 
programmes in this review was largely focused on 
antenatal care, delivery, and postnatal care. Here 
again, context came into play and, in some set-
tings, transport subsidies for maternal services were 
offered.

Providing transport likely increases the administra-
tive cost but increases the likelihood that distribut-
ed vouchers will convert into visits to a facility. The 
programmatic risk in voucher programmes is that 
great effort was made to distribute the subsidy to 
beneficiaries who then fail to use the service. Trans-
port subsidies help alleviate the risk of low uptake. 

Unanswered questions and future research 
priorities

While this taxonomy helps clarify the current 
state of maternal health voucher programmes 
and their commonalities, many questions are still 
unanswered. Aspects of programme cost are still 
unclear, and the optimal target percentage of ad-
ministrative costs must be defined. Given the avail-
able evidence, a target range should be between 10 
and 15%. The challenge is that administrative cost 
reporting remains non-standard. Setting industry 
standards would be helpful and would instil great-
er confidence when comparing administrative ef-
ficiency of the programmes.

There is also a need for breakdown of costing infor-
mation on various aspects, such as  marketing strat-
egies, voucher distribution, training of providers, 
creating and maintaining management informa-
tion systems, claims processing, administrative and 
quality monitoring procedures, and fraud detec-
tion and control. Additional information in these 
areas would allow for more robust comparisons 
of programme implementation. Future research 
should focus on the cost implications of voucher 
programme configurations and identify designs 
that offer optimal allocative efficiency while target-
ing the bottom economic quintiles. Some specific 
questions to be addressed include: what is the op-
timal management to programme cost ratio; can a 
voucher programme operate on 10-15% manage-
ment costs and direct the bulk of the services to the 
bottom two wealth quintiles; is the programme af-
fordable compared to alternatives to achieving the 
same goals? 
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Another aspect of voucher programme costs is effi-
ciency, which has also been largely ignored in the 
prior literature, even though efficient use of resource 
inputs is often an implicit objective in voucher 
programmes. One efficiency measure—technical 
efficiency—is the ratio of resource inputs and service 
outputs and would be well-suited to reporting in 
voucher programmes that track financial reimburse-
ments and utilization figures (44-46). Cost-efficiency 
is particularly relevant when considering the scale 
of maternal voucher programmes and whether 
large-scale programmes are feasible and affordable. 
Maternal health voucher programmes operate in 
low-resource settings and, in order to be productive, 
must be able to scale with a relatively small propor-
tion of the government health budget. 

This review identified one cost-effectiveness study 
on maternal health voucher programme (in east-
ern Uganda) that considered the strategy afford-
able even under extreme assumptions (47). As a 
topic for future policy analysis, additional studies 
are needed from other programmes, taking into 
consideration their specific conditions. Similarly, 
it will be a priority to estimate the cost of scaling 
programmes, taking into account available resourc-
es, particularly current government spending on 
healthcare. In some countries, the National Health 
Accounts (NHA) reports provide a useful source 
of information on the level of health expenditure 
against which the overall cost, technical efficiency, 
affordability, and ultimately the sustainability of 
a contemporary voucher programme can be esti-
mated. Future research should examine the techni-
cal efficiency of various forms of maternal voucher 
programmes and focus on the questions such as: if 
programmes can cost-effectively serve the poor, do 
clients respond? Is a financial barrier the primary 
reason for non-use of services before the voucher 
programme?

While prior studies and reviews have found short-
term utilization gains for maternal health voucher 
programmmes, the long-term health impact and 
sustained utilization have not been established 
(Table 3). The current evidence is largely based on 
very short observation periods, mostly ranging be-
tween 3 and 15 months. The review found that the 
short observation periods to be particularly prob-
lematic because a full cycle of comprehensive ma-
ternity services from early pregnancy to postnatal 
care takes nearly a year and a detectable impact on 
uptake of services, quality and health status would 
take time for sufficient numbers of users to attend 
voucher services (15). Future research can examine 

whether maternal health voucher programmes 
have long-term health implications, particularly 
for the women who delivered at facilities because 
of the programme.

Perhaps, the most substantial unanswered ques-
tion is whether maternal voucher programme has a 
population-level health impact. This has not been 
systematically studied largely because maternal 
death and disability are relatively rare events, even 
in a population with high fertility, and sufficient 
time and strong surveillance is required to detect 
a significant change in trends (48). Ultimately, the 
success of large-scale voucher programmes, how-
ever, will be judged by their public-health benefit 
with a measurable reduction in maternal mortal-
ity, particularly among women who have delivered 
at home in the absence of voucher. Perhaps, more 
than in programmes that monitor resource inputs, 
voucher managers have an important role to moni-
tor programme’s performance in terms of facility-
based and community-based maternal death in-
cidence as poor households’ expectations shift to 
a greater reliance on health facilities to effectively 
deliver babies that would have previously been de-
livered at home. 

Limitations of the review

There are several limitations in this review. The 
search process followed a qualitative approach, 
which drew heavily from expert knowledge of the 
field and, as such, was not a systematic review as 
defined by Cochrane. This review drew from pro-
gramme reports, expert knowledge, and other 
sources that were, at times, conflicting. Expert 
opinion decided which source took precedence. 
When results of studies were discussed, it could be 
noted that many studies used weak designs, and 
none used a randomized design to control for po-
tential unobserved confounders (15). Albeit often 
weak, the study designs did provide a consistent 
story with the direction and significance of posi-
tive effect as expected for most programmes (Table 
3). Such evidence, however weak, is useful. There 
were frequent comparisons made between voucher 
programmes, which were useful but care should 
be taken about how the indicators are constructed 
and interpreted. 

Conclusions

This review found significant design commonali-
ties in programmes that were functioning at scale. 
A reliance on contracting out to private provid-
ers, employing a third-party management agency, 
strong community-based mobilization, and indi-
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vidual targeting were common features. There is a 
surge in the interest and implementation of repro-
ductive health voucher programmes, particularly 
for maternal healthcare, and this interest creates 
space for experimentation and learning, if done 
well. Regional patterns begin to form as neighbour-
ing countries and states take note of local success. 
As the programmes innovate, there are emerging 
research needs to address new questions about ef-
ficiency, costs, and impact precisely in the market 
segments where individuals previously did not 
seek care. A language of common performance 
metrics and standardized reporting would make 
comparisons among programmes easier and, as 
this social protection strategy matures, the research 
agenda described above will help contribute to a 
broader understanding of when and where mater-
nal voucher programmes are optimal for reaching 
those who, in the absence of subsidy, would not 
have sought care. 
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