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Structure of the presentation

● Methodology, definitions and introduction to the study (slides 3 - 8)
● Conceptual framework (slides 9 - 11)
● CVA for health modalities explained (slides 12 – 22)
● Findings from the study (slides 23 – 29)
● Conclusions and recommendations (slides 30 - 35)



Methodology
Timeline: February – April 2021
Geographical focus: MENA region - Iraq, Jordan, Lebanon, Occupied Palestinian 
Territories (OPT), Syria, Turkey and Yemen) in Tier 1 and Egypt in Tier II
Additional country examples: Afghanistan, Burkina Faso, Chad, Greece, Iran, 
Somalia and Ukraine
Method: a ‘snowball’ approach – i.e., identifying new projects, interventions and 
contacts as from existing documents and contacts.  Systematic data collection and 
analysis using excel.
Document review included institutional frameworks, technical working papers and 
case studies and, where available, project-specific information such as Standard 
Operating Procedures (SOPs), presentations and data from monitoring systems.
A total of 28 KIIs were conducted with more than 45

Presenter
Presentation Notes
Countries in this study are drawn from CaLP’s Tier 1 group of countries (Iraq, Jordan, Lebanon, Occupied Palestinian Territories (OPT), Syria, Turkey and Yemen) together with Egypt, given its role in hosting refugee populations in the MENA region, which is classified by CaLP as a Tier 2 country



Defining CVA for health with 3 questions

In order to select those CVA modalities which are predominantly 
used to ensure that POC can access and make effective use of 
healthcare, we asked the following three questions:

● Does the CVA approach address barriers which are constraining the use of 
health services for specific groups of persons of concern?

● Are the benefits ‘tied’ to the beneficiary  and provided on a ‘per beneficiary’ 
basis; i.e., can they be seen to act predominantly on the demand-side (no 
beneficiaries = no funds)?

● Is the identification of the beneficiary or target group linked to their actual 
health needs?



Leading to a possible definition...
CVA within the health sector: 

“is linked to a particular beneficiary or beneficiaries 
in need of specific healthcare by a qualified provider, 

and which addresses the barriers which s/he 
encounters when accessing that care, while 

incentivising use or adherence”
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This definition is being discussed among experts and people should feel free to comment on this – it is a ‘work in progress’.CVA for health outcomes is part of and complementary to a broader range health financing modalities, aligned with principles for health financing for UHC that aim to reduce reliance on user fees and protect from catastrophic expendituresDo we need “while incentivising use or adherence”? It is not always an incentive – sometimes a cost-recovery....



Why use CVA for health? 
1. Healthcare costs cannot be averaged across households and 

can range from very low to extremely high (catastrophic 
costs which can push families into poverty)

2. Healthcare costs are often unpredictable
3. Information asymmetries between patient and health care 

provider - can lead to misuse of power (i.e., over- or under-
treatment)

4. No set market price for health services 
5. High costs and low availability of health services in crisis 

contexts 



The CVA for health outcomes: a 
continuum

Multi-use cash 
delivered within a 
case management 

framework (i.e. 
targeted at POC 

with specific 
health)

Cash transfers  
provided in 
advance for 

specific health 
needs

Conditional cash 
transfers (i.e. 
cash provided 
after taking an 

action)

Vouchers for 
specific 

healthcare (i.e. 
obstetric care)

Value vouchers 
(i.e. vouchers 

with a financial 
ceiling)

Reimbursement 
of specific 

healthcare costs 
for targeted 
beneficiaries
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It is useful to place these different CVA for health approaches along a continuum, with multipurpose cash to address specific health needs at one end, through to direct reimbursements to facilities for specific services for selected POC at the other As the continuum moves from the left-hand side (MPC for specific health needs, cash in advance or after the action) to the right-hand side (service vouchers, value-vouchers, reimbursement of health services), approaches generally become more complex in terms of their design and implementation (i.e. budgeting and logistics, targeting of vulnerable POC, establishing systems for quality assurance and contracting)Balanced against the rising complexity and resource needs, the approaches on the right are particularly well suited to reaching specific groups of vulnerable POC and enabling them to access critical health services, which they would not otherwise have been able to access due to financial and other barriers. This is particularly relevant for preventive healthcare, life-saving healthcare, treatment of disabilities which may become permanent without treatment and specialised treatment for survivors of GBV.



Summary of CVA for health interventions

CVA for health MENA 
region

Selected 
countries

Total

Was or is being 
implemented

13 7 20

In the pipeline 5 1 6
Total 18 8 26

A large range of CVA for 
health modalities: 
• From short pilots to multi-year, 

multi-donor interventions
• Many different (often hybrid) 

approaches to using cash, 
vouchers and reimbursement 
mechanisms
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The Conceptual Framework
Adapting the ‘Tanahashi Barriers’ framework 



People of Concern
(the target population)

Availability Coverage
(people for whom health services are available)

Accessibility Coverage
(people who are able to use the health services)

Acceptability Coverage
(people who are willing to use the health services)

Service Delivery Goal  (ensuring the right to health for all)

Contact Coverage 
(people who actually use the health services)

Effective Coverage 
(people who receive services of sufficient quality)

Coverage 
curve
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Financial protection

Financial barriers to care

Quality assurance

Factors potentially 
addressed by different CVA 

modalities

Equity of utilisation

Access to medicines

Referrals

Adherence to 
treatments

Leveraging public & 
private health service 

capacity

Targeting

How do CVA for health approaches support health service coverage? 

How do CVA for health approaches support health service coverage?     - Using Tanahashi framework
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How do CVA modalities impact on 
barriers to health coverage



CVA for health modalities 
explained



Unconditional cash transfers 

Study identified two types:
- multi-use cash targeted at 

persons with specific health 
needs i.e. to ensure full recovery 
after major surgery (cash 
facilitates rest, transport for 
follow up care etc.)

- cash for specific health services 
(i.e. obstetric care or a life-
saving treatment) 



Example of multi-use cash in North-East 
Syria 

● The pilot is implemented by Humanity & Inclusion and 
Mercy Corps 

● The cash is given to persons in need of rehabilitation 
services: 
• to pay for costs related to rehabilitation care
• this helps people to complete the care they need, to take the 

required rest, and can prevent permanent or more severe 
disability 

• the multi-use cash may also be used for other costs such as food 
or debt repayment



Example of cash in advance 
for specific health needs

● The project Emergency Medical Cash Assistance (EMCA) in 
Irak is a good example where cash is provided in advance

● Even though persons of concern in Irak have free access to 
public health services, there can be costs

● This is because some treatments / interventions are not 
available in the public system, but can be obtained in the 
semi-private or private facilities at a certain fee

● In case of need for a life-saving treatment (i.e. blood 
transfusion, appendectomy) the project covers the fees of 
these health facilities.

● The project has developed SOPs which also ensure referral 
to health facilities of sufficient quality of care



Conditional Cash Transfers 

• Cash paid to a beneficiary after a 
certain action is taken

• Often linked with services that are 
provided for free

• Incentivises positive behaviour 
change (i.e. antenatal care visits, 
immunisation)

• The beneficiary needs to pay upfront 
which can be challenging for poor

• CCTs are relatively simple to set up, 
and can be combined with existing 
systems for MPC

Output-based

Selected health 
facility, 

laboratory, 
pharmacy or 
other outlet

Beneficiaries

Provide cash to 
targeted beneficiaries 

after verifying that 
services or goods 

purchased

Services / 
goods

$

Establish 
network

Govt / donor funding

Financial Services 
Provider

Implementing agency

$ $

Cash (if user 
fees)



Example of CCTs for Syrian refugees with 
diabetes in Jordan

● Since 2014 the costs of user fees for health care has been 
increasing for refugees in Jordan – this also resulted in 
lower use of diabetes care

● A pilot study in 2019/2020 investigated if CCTs were able 
to motivate refugees to access diabetes care.  Three 
groups were formed: CCT alone; CCT and education; 
MPC.

● Results show that CCTs did improve the use of diabetes 
care, especially when combined with health education and 
the result was much better than when MPC was given. 

A Syrian refugee shows medications routinely
taken for chronic diseases during a home visit.



Output-based

Selected health
facility, 

laboratory, 
pharmacy or 

outlet

Beneficiaries

Payment 

Claims

Subsidies in the 
form of vouchers or 

HEF cards 

Govt / donor funding

Management 
Agency 

(Govt/Non-Govt)

Services, 
medicines, goods

Quality 
control

Entitlement/ 
voucher

$

$

Vouchers, value-vouchers and 
health equity funds (HEF)

• These modalities also strengthen 
the supply of services: 
 Quality  and readiness to serve

• Vouchers can be used for:
 A specific service 
 Package of services 
 Goods such as medicines
 Indirect costs such as transport

• Value vouchers have in general a 
larger package, but value is capped

• HEF are basically like a large voucher, 
targeting is slightly different



● The vouchers address high maternal mortality due 
to low awareness and costs (transport and cost of 
services)

● Developed before onset of conflict – continued 
with some interruptions 

● Authorities consider the vouchers useful as they 
‘bring money where the services are provided’

● Currently it is planned to expand to six 
governorates, targeting IDPs, and poor populations 

Vouchers for safe motherhood and family 
planning in Yemen



Voucher for drugs/consumables in Ukraine
● Drugs/consumables are free in public health 

facilities but often these are not available 
● Vouchers developed to buy these drugs and 

consumables at private pharmacies
● Different packages: 

• Medicines for pregnant women; for lactating 
women; and for children<5; 

• Kits for normal delivery; for CS, for surgery trauma 
adults; for surgery trauma for children

• Maximum costs were capped

● Scheme has been active since 2015 



Value vouchers used in Chad
● Data showed that 15% of HIV patients in 

the POC did not complete their treatment
● Reason was lack of money to pay for costs 
● Wallet 1: cash for transport (cash from 

hawala agents available when arriving at 
health centre);

● Wallet 2: value-based voucher to pay for  
services not free at the health facility 
(some medicines, tests and consultations)

● One-year pilot worked well, plans to 
continue and scale if funding is available



Example of a Health Equity Fund (HEF) in 
Lebanon
● In 2016 the MOH requested to support the MOH 

network with NGO/private clinics 
● Relief International decided to support 8 primary 

healthcare facilities by subsidizing a package of health 
care on a case-by-case basis for everybody living in 
the catchment area

● RI choose for this modality as they felt that paying 
for performance would produce better results. 

● When necessary, RI also supports the facility with 
supplies and staff to ensure quality of care.



Findings from the study
A summary of key findings



What we found – cash for health (1)
Most often used to pay for small expenditure items (half of the countries in the study), often 
as part of a wider package of CVA for health support (i.e., Jordan, Lebanon and Yemen)

Also used to pay for health services at secondary and tertiary care facilities (i.e., for Syrian 
refugees in Jordan)

Sometimes used to enhance effectiveness of care through enabling access to out of stock 
medicines and tests, or where these are only available in the private sector (i.e., Ukraine)

Hybrid approaches were found where cash is used to cover both direct and indirect costs of 
accessing healthcare (i.e., Jordan, Lebanon)

Cash is most often provided before the health service, sometimes afterwards (i.e., Jordan), and 
sometimes both before and afterwards (i.e., Egypt)

Cash may be paid in instalments as treatment progresses (i.e.  ANC and delivery)
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As expected – given the modality  cash is usually used for smaller costs and mostly indirect costsUNHCR has developed global guidance which can be adapted to local contexts for the smooth implementation of cash programming in the health sector, including criteria for decisions around what can and cannot be paid for, and how to ensure a transparent process.In Jordan, Syrian refugees receive an SMS and go to the bank to collect cash, which they then use to cover the cost of facility-based delivery and other specific health treatments (i.e. life-saving surgery, thalassemia, blood transfusion), while unexpected complications of delivery are reimbursed after the event.Egypt:  the Cash for Obstetric Care project in Egypt provides a third of funds upfront to cover ANC appointments and then provides the rest of the cash after delivery. This is done to ensure that the cash is used only for public sector services. Strong links to activities at the community level help to ensure people are informed about the availability of health services and the need for preventive healthcare. In Lebanon, cash is provided upfront to women identified with high-risk pregnancies in three instalments: for ANC 2 and 3; for delivery; and for PNC and FP, and they are encouraged to attend the health facility through strong community outreach work. This was considered to be a CCT, since non-attendance put further instalments in question



What we found – cash for health (2)
Multiple MPC top-ups are a feasible modality where costs for transport and 
accommodation are predictable, regular and low 

One-off MPC top-ups can be used to channel cash for life-saving healthcare 
(i.e., Iran).

Targeting may be more challenging because individuals with specific health 
needs may live in households not in receipt of MPC

Cash for higher-cost health services (i.e., hospital level) requires a case 
management approach - logistically more complex

Ensuring that POC use health facilities of sufficient quality requires strong 
linkages with health sector programmes

This directs them to health services supported as part of the humanitarian 
effort or are known to deliver high-quality of care.

Presenter
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Examples of predictable, low and regular costs:  transport to pick up NCD prescriptions, attend antenatal appointments or child vaccinations). 



What we found – vouchers for 
health (1)

• Are less common in the humanitarian sector (6 voucher 
interventions identified - Burkina Faso, Chad, Ukraine and 
Yemen)

• Are more suitable for protracted emergency situations 
(unless already operating on the ground and can be 
adapted to the emerging crisis)

• Can have an important impact on health-seeking 
behaviour, helping to increase effective use of essential 
services (i.e., SRH services or preventive health services) 

• Also work well to link internally displaced persons to 
hospital care for clearly defined services (i.e. Syria)

• Are better-suited to higher-value services
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The picture shows a Yemeni woman with a voucher bookletFor the reasons Anna already mentioned, vouchers take more time to set up and get established although they are easy to manage once up and running. For example, agreements must be signed with selected, quality assured health facilities, pharmacies or other outlets, vouchers must be printed and distributed, or e-voucher information systems developed, and health facilities must claim reimbursements, similarly to an insurance scheme.Budgeting and cash flow planning may be challenging, particularly until experience is gained and/or data is available with which to predict client flows and costs. Where vouchers are restricted to a limited geographical area or specific beneficiary group, they tend to ‘leak’ to other areas and groups.Value of transfer: Vouchers can be used for indirect costs of accessing healthcare, such as transport, but the logistical complexity and management costs will be high in comparison to the value of the vouchers



Experience from development 
contexts shows that voucher 
programmes can build health 
sector capacities in health 
financing and health insurance 
developing expertise in:

- Targeting
- Contracting
- Purchasing of services
- Payments and reimbursements,
- Quality and fraud control
- Monitoring and evaluation

What we found – vouchers for health (2)



Coordination: different perspectives have been an 
important barrier to better coordination in the past

Differences between MPC and CVA for health
CVA for health Multi-purpose cash

Focus on the individual case Focus on the household

Specific case-based costs Average costs

Unpredictable costs which may be high and risk 
catastrophic expenditure

Predictable, standardised transfers with emphasis on 
speed and scale of delivery

Beneficiaries are directed to good enough quality 
healthcare services

Recipients have choices over what to buy and where to 
buy from, based on market mechanisms

Health actors worry that cash promotes a culture of 
user fees, does not direct POC to services of sufficient 
quality and does not prevent catastrophic healthcare 
costs

Humanitarian cash actors worry that CVA for health is 
not sufficiently integrated and multisectoral, and does 
not respect the dignity and rights of the individual



Coordination
Opportunities
● Widespread agreement on the need for strengthened coordination between 

health and other clusters (particularly cash and social protection)
● Recognition that CVA for health is important (i.e. data from PDM surveys) 
● Some good examples of cross-cluster coordination – but it’s not the norm
● Technical assistance (TA), training and orientation could foster better coordination

Challenges
● Good mechanisms for coordination at global level but lack of functioning 

coordination platforms at national/country level (role of the CWGs)
● Lack of technical knowledge about CVA for health among cash practitioners and 

lack of knowledge of cash and MPC among health practitioners

Presenter
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Data from post-distribution monitoring of multi-purpose cash indicate that POC sometimes spend up to 60% of MPCs on accessing health servicesFurthermore, cases where POC require access to healthcare are often identified through the protection cluster.The growing pipeline of CVA for health interventions (see Box 1) demonstrates that CVA is now being widely considered as a potential modality. With additional orientation and training in CVA for health, CWGs could provide the basis for reaching out to health clusters (using selected cash advisers trained to be CVA for health focal points perhaps) and for providing inputs to CVA for health intervention design and implementation.



Conclusions and 
recommendations



Conclusions (1)

No single default CVA for health modality for addressing specific 
health needs and financial barriers
● Choice of modality is highly dependent on context:

• Health system characteristics and health financing policies
• Barriers to healthcare found in each specific context

● A need to reconsider and adjust modalities over time - the choice of 
the modality may need to evolve as characteristics evolve

CVA for health is taking off in the MENA region and in other 
humanitarian contexts
● The pipeline is growing and evidence of a willingness to innovate
● Too early to identify best practices but successful interventions are 

already being scaled up to new services and geographies
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Across the whole sample, at least 7 interventions were designed as pilots to trial a new approach to addressing barriers to specific types of healthcare. This, plus the pipeline of new concepts and interventions, demonstrates considerable interest in CVA for health, as well as the need to find new and innovative solutions to long-experienced problems of accessing healthcare in humanitarian crisesConsiderable evidence of innovation and of then scaling up: The Chad dual wallet pilot was thought to work so well that the team are planning to extend the approach to people living with disabilities to enable them to access and complete their treatment.People often ask – which type of CVA for health is best for which type of humanitarian context. There is simply not enough evidence for this and most probably – with fast moving situations, there will never be a concrete answer. It is important to look at the particular barriers being faced by the POC and at the health system structures in place as part of a response options analysis.Market mechanisms do not mitigate these health sector–specific risks, given the asymmetries of information, the imbalance of power between health providers and patients, particularly very vulnerable POC, and the unpredictability of health needs



But - the study finds that some CVA modalities are better suited to specific 
humanitarian contexts than others

Take time to establish and set up. Once 
established, they can:
• be scaled to other health conditions and to 

other geographical areas
• provide a conduit for channelling additional 

benefits to POC (i.e. cash)
• continue to channel health-related benefits 

to POC during - and after - transitions from 
humanitarian to development contexts and 
vice versa

Vouchers...

• Are generally easier to set up (systems may 
already be established)

• Are logistically easy and simply to control
• But where cash is provided before services, 

additional programmatic interventions 
required to mitigate potential risks:

• Support appropriate health-seeking 
behaviour

• ensure treatments provided according to 
agreed standards of care

Cash transfers...

Conclusions (2)
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Presentation Notes
Give example of Yemen for the vouchers (started in 2011 – still going on but the design has been tweaked over the years to reflect both good practice (course correction) and changes in the underlying political economy of Yemen.Multipurpose cash transfers may serve as a useful entry point for other more complex CVA for health modalities, not only for MPC top-ups to cover health-related costs but to identify vulnerable households with individuals in need of higher cost healthcare. Cannot and should not replace health sector–specific CVAFor CASH – in the Iran example, the Cash for Specific Needs (CSN) programme provided one-off cash transfers for POC, both as an MPC top-up for those already receiving MPC, and as a one-off payment in advance of treatment for those outside the MPC



Conclusions (3)
Widespread agreement that CVA for health ‘adds value’ to supply-side 
health interventions
This has been achieved through: 
● strengthening and making use of existing adequate referral systems
● the conditionality of the CVA which directs POC to selected health 

facilities, other health outlets, or specific transporters
● accompanying the CVA with intensive health promotion activities 

and IEC at the community level to explain the importance of 
accessing care

● strong linkages between the POC and the health services (i.e. 
selecting facilities that are already well known to the POC)

● Verification and monitoring systems to deter fraud

Presenter
Presentation Notes
Almost all schemes identified in the study are well linked to the supply-side of the healthLinking CVA to the health sector should be a condition when implementing CVA for health. The designs of the identified CVA for health interventions were all geared towards improving healthcare access for POC, enabling positive health-seeking behaviour and ensuring the supply of good enough quality of services.



Recommendations (1)
Recommendations are divided into three broad categories:
I. Technical assistance, training, orientation

• Develop training materials
• Review and strengthen decision tools
• Provide on-site/country level hands-on training in 

CVA for health
• Develop group of technical specialists in CVA for 

health and deploy to regions/countries

Presenter
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 Decision tools – thos developed by WHO, and adapted by UNHCR



II. Funding
• Provide orientation to donors on (successful) CVA for health 

outcomes
• Support country teams to access funding for developed 

concepts

III.Coordination
• Develop more effective coordination platforms at country 

level
• Leverage the skills and knowledge of CWG members
• Improve mechanisms (make more systematic) for identifying 

POC with health needs

Recommendations (2)



THANK YOU



ANY QUESTIONS?
Questions and Answers







Summary of 
CVA for 
health 

interventions

CVA for health MENA 
region

Selected 
countries

Total

Was or is being 
implemented

13 7 20

In the pipeline 5 1 6
Total 18 8 26
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