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Guidance on 
Standard Operating Procedures
Cash and Voucher Assistance for Sexual and Reproductive Health and Rights

This sample standard operating procedures (SOP) aims at giving guidance for programming using cash and voucher assistance (CVA) for sexual and reproductive health and rights (SRHR) outcomes. The SOP’s guidance should be complemented by the CARE CVA for SRHR guidelines and data collection and monitoring tools.
SOPs are a tool to support effective programming. The elaboration of SOPs allows for a better coordinated response where everyone in the CARE country office will be clear on their role and responsibility.
The process of elaborating an SOP is just as important as the final document. While the assessment and program design and implementation will fall fundamentally under the responsibility of the SRHR team, with considerable input from the CVA specialist, the special skills and responsibilities of the logistics, administration, and finance departments will be required when CVA is used to achieve SRHR outcomes. This means that the development of the CVA SOP needs to be guided by a local/national Cash Working Group and Health Cluster/Interagency Working Group on Reproductive Health policies and then led by CARE procedures relevant to the CARE country office. Together, the CARE team should discuss and agree on ways of working, and elaborate SOPs endorsed by all. The dissemination of the CVA SOPs will be an important part of the country's preparedness activities as well.
1.. Summary information
1.1	Title: CVA for SRHR standard operating procedures for insert the country 
1.2	Date: insert date finalized in case they are updated
1.3	Contact people: insert names, functions, and contact details
1.4	Project specific information: donor information, project timeframe
1.5	Purpose of the SOP: example language; adjust as relevant
· To clarify the roles and responsibilities of program, administration, finance, and logistics staff members involved in the use of CVA to deliver on SRHR outcomes
· To identify the key steps to design, implement, and monitor the use of CVA once the decision to use CVA to cover SRHR needs has already been made.
2. Roles and responsibilities 
List the main functions that different departments will have when implementing CVA. Add columns if additional actors are identified. A more complete version of this can be provided in the annex in table format or as an encashment flow chart. Add to and adapt the main functions listed below to suit your context
The examples below will always need to be contextualized. These examples use the RACI approach. The RACI is a way to structure roles and responsibilities across different participant types:
Responsible: A role that is “Responsible” for completing the task or deliverable. If the responsibility role, for example, is the SRHR team, the SRHR team may be responsible for identifying the targeting criteria. The CVA team would not define those but, through consultation, may help to identify those that are solely based on socioeconomic vulnerabilities.
Accountable: A role that is “Accountable” has the final authority or accountability for the task’s completion. As with the previous example of SRHR team developing targeting criteria with the inputs of the CVA team, the SRHR program manager might be responsible for the final decision on these criteria. The tables below do not capture accountability, as it assumes that the SRHR program manager will be the accountable person overall for the success of the use of CVA to meet SRHR outcomes.
Consulted: A role that is “Consulted” is an adviser to a task. For example, CVA experts might be consulted. Advisers should be considered carefully as too many people in this role can stretch the task time and raise the risk of poor performance. 
Informed: A role that is “Informed” is kept up-to-date on task completion. Charting this role helps to illustrate dependencies and ensures that transparency on task status exists. Identifying those who require status updates can be complex, so it is worthwhile to take the time to consult various roles to determine if they need to know when a task is completed. As the use of CVA to meet SRHR outcomes is relatively new, a lot of people are likely to be interested. Be clear with them that their role is only to be informed.
Scenario 1: Cash transfer provided by a third-party financial service provider (FSP) to enable access to SRHR (e.g. mobile money, bank, other FSP)
	Main function
	SRHR
	CVA
	Logistics
	Finance/Admin
	Others

	CVA modality selection
	Consulted
	Responsible
	Informed
	Informed
	

	Setting the value of the transfer
	Responsible
	Consulted
	Consulted
	Informed
	

	Delivery Mechanism
	Consulted
	Responsible
	Informed
	Informed
	

	Market assessment
	Responsible
	Consulted
	Consulted
	Informed
	

	Service provider selection
	Consulted
	Consulted
	Responsible
	Consulted
	

	Risk audit
	Informed
	Informed
	Consulted
	Responsible
	

	Beneficiary registration
	Consulted (in collaboration with monitoring, evaluation, accountability, and learning (MEAL))
	
	
	
	Responsible (MEAL)

	Contracting of third parties
	Informed
	
	Responsible
	Informed
	

	Validation of transfers to participants
	Responsible
	
	
	Informed
	

	Reconciliation of transfers
	Consulted
	
	
	Responsible
	

	Follow-up of feedback and response mechanism
	Informed
	
	
	
	Responsible (MEAL)

	Market price monitoring
	Informed
	
	Responsible
	
	Responsible (MEAL)

	Program related risk monitoring (I.e., Protection, GBV)
	Informed
	
	
	
	Responsible (MEAL)


	Other
	
	
	
	
	


Scenario 2: CARE or partner (e.g. implementing partner or health service provider) provides voucher to enable access to SRHR (e.g. paper or electronic voucher)
List the main functions that different departments will have when implementing CVA.
Add columns if additional actors are identified. 
Add to and adapt the main functions listed below to suit your context
	Main function
	SRHR
	CVA
	Logistics
	Finance/Admin
	Others

	CVA modality selection
	Responsible
	Consulted
	Informed
	Informed
	

	Setting the value of the transfer
	Responsible
	Consulted
	Consulted
	Informed
	

	Market assessment
	Consulted
	Consulted
	Responsible
	Informed
	

	dm
	
	
	
	
	

	Tender process for voucher supply
	Consulted
	Consulted
	Responsible
	Consulted
	

	Voucher design and approval
	Consulted
	Responsible
	Consulted
	Consulted
	

	Risk audit
	Informed
	Informed
	Consulted
	Responsible
	

	Beneficiary registration
	Responsible
	
	
	
	MEAL

	Selection of traders for redemption of vouchers 
	Informed
	
	Responsible
	Informed
	

	Reconciliation of vouchers 
	Informed
	
	
	Responsible
	

	Payment to traders 
	
	
	
	Responsible
	

	Follow-up of feedback and response mechanism
	Informed
	
	
	
	Responsible (MEAL)

	Market price monitoring
	Informed
	
	
	
	Responsible (MEAL)

	Program related risk monitoring (I.e., Protection, GBV)
	Informed
	
	
	
	Responsible (MEAL)


	Other
	
	
	
	
	



Scenario 3: Direct cash transfers by provided by CARE or CARE partners (e.g. cash in hand/cash in envelope provided directly to participants for SRHR)
List the main functions that different departments will have when implementing CVA.
Add columns if additional actors are identified. 
Add to and adapt the main functions listed below to suit your context
	Main function
	SRH
	CVA
	Logistics
	Finance/Admin
	Others

	CVA modality selection
	Responsible
	Consulted
	Informed
	Informed
	

	Setting the value of the transfer
	Responsible
	Consulted
	Consulted
	Informed
	

	Market assessment
	Consulted
	Consulted
	Responsible
	Informed
	

	Selection of payment method
	Consulted
	Responsible
	Consulted
	Consulted
	Consulted

	Risk audit
	Consulted
	Informed
	Consulted
	Responsible
	

	Beneficiary registration
	Responsible
	
	
	
	Consulted (MEAL)

	Request for payment to participants
	Responsible
	
	
	Informed
	

	Validation of transfers 
	Responsible
	
	Consulted
	Consulted
	

	Follow up of feedback and response mechanism
	Informed
	
	
	
	Responsible (MEAL)

	Market price monitoring
	Informed
	
	Responsible
	
	Responsible (MEAL)

	Program related risk monitoring (I.e., Protection, GBV)
	Informed
	
	
	
	Responsible (MEAL)


	Other
	
	
	
	
	


Note that a project may combine a number of these modalities and delivery mechanisms. If that is the case each combination needs to be explicitly addressed in the SOP.
4. TRANSFER PROCESS
Each subsection should clearly state the steps in order of operation related to the transfers and the complementary services, if relevant. Additionally, each subsection should have links or embed the corresponding documentation or forms associated with each action. The following matrix may be used as a guide:
	Sub-section name

	Action
	Name of form 
	When applied 
	Who is responsible to complete? 
	Objective of form 

	
	
	
	
	



4.1  	Eligibility criteria 
Who can benefit from the SRHR programming? Name the criteria and identifiers. Who will complete this task and when?
4.2  	Targeting
How will eligible people be notified of the means and ways? Who are the partners in the process (e.g. partners, communication methods)?
4.3  	Assessing Needs  
How will the SRHR needs be assessed? By whom? How will they be documented? Are there privacy concerns to be considered (e.g., HIV or migration status)? Who has the authority to assess? What forms need to be completed?
4.4 Communication and sensitization
How will the confirmed participants and those deemed ineligible receive communications? Who will communicate it and in what time frame? Include script SRHR needs that need to be assessed including the use of the delivery mechanism. By whom? How will they be documented? Are there privacy concerns to be considered?	What if the participants cannot complete the Know Your Customer Regulations (e.g. no identification, people under 18, migration status)? What are the workarounds? If an alternative delivery mechanism is needed for these cases, the SOP should be clear on what the options are, how the decisions are made, and how they are documented.
4.5 Validation of participants
How will participants, CARE staff, and partners be notified of the final, confirmed status for participants? By whom? How will they be documented? Ensure that privacy is considered.	
4.6 Prioritization (optional)
Are there potential cases that would need an expeditated service (e.g. high risk pregnancies)?
4.7  Amount of transfer
What is the transfer value based on (e.g. Cash Working Group, Gender-Based Violence (GBV) Area of Responsibility, Inter-Agency Working Group (IAWG), Minimum Expenditure Basket (MEB))? What is the expected outcome? Are there different values depending on SRHR services and commodities needed?
4.8 [bookmark: _Hlk65322917] Duration and frequency 
How often will participants get the transfer (e.g. multiple times, once off)? Does the number of transfers depend on the SRHR needs? If multiple transfers, when can the participant expect to receive the subsequent transfers? If different delivery mechanisms are needed (i.e., KYC, provider offering) outline the processes to be taken.
4.9 Requests for transfers
Who will send requests for transfers? What are the forms? What is the timing? 
4.10 [bookmark: _Hlk65322338] Approval process for transfer
Who can authorize the transfers? What are the forms? 
4.11 Pre-distribution financial planning
What needs to be communicated to whom to make the transfer happen? What is the timeframe? What forms must be filled? Who needs to be communicated to in the financial team, the financial service provider, and the health/SRHR service provider (e.g. anticipation of cases)?
4.12  Delivery of assistance
Who gives assistance to whom? When? Is it the same for all sites? For all partners?
4.13 Complementary services
Connection to any complementary services to the transfers. How this connects, timing, and communication and who will do this? 
4.14 Monitoring, including timing, sample size, and responsible staff
What is the timing of monitoring? Who conducts monitoring? Percentages or number of people to be surveyed? Who administers the tools? Who analyzes the data? Who does market monitoring? Who is responsible for quality-of-service monitoring? Who is responsible for risks (programs, financial, etc.) monitoring? How does the feedback mechanism play into the program?  Keep in mind any reporting to the Ministry of Health.
5. RISK MITIGATION AND SAFETY PLANS 
5.1	Risk mitigation plan
Risks specific to the transfers, especially the GBV risk mitigation related to the transfer and complementary SRHR programming; see the CVA and GBV risk matrix. Are there changes based on quality of service or price that will affect services?
5.2	Documentation and information sharing 
Means, timing, and mechanisms for sharing information between partners (e.g. implementing partners, government health ministry, FSPs), including considerations related to data protection for participants. This should mirror the governance structure and may include reporting to the Ministry of Health.
6. RECONCILIATION OF TRANSFERS
Roles and responsibilities related to matching transfers programmatically and financially.
ANNEX: TERMINOLOGY AND CONCEPTS
Include pertinent terms and concepts for the program.
Case management: A case management approach is a collaborative approach that focuses on the participant (the recipient of the humanitarian assistance), which includes a process for the provision of services. It focuses on the individual’s needs, problems, and goals, along with their strengths and resources; and it promotes working together with people in order to effectively address their needs and to achieve their goals. Case management is a medium- to long-term intervention that targets one or more specific, intentional, and articulated protection outcome. Case management is a dual approach that involves both providing services directly to a person (available through the resources/support channels) based on the appropriate assessment and support planning, as well as coordinating access to and providing a range of other suitable support services that are available through external resources. Case management is usually made up of eight relevant steps: 1) identification of the case; 2) recording of the case; 3) initial assessment; 4) planning of response actions; 5) detailed assessment; 6) implementation of response actions (cash transfer, in kind, services); 7) follow-up and monitoring; and 8) evaluation and closure of the case.
Case management can be applied in emergency and development settings to address key protection concerns (along with other concerns), including access to services, child protection, GBV, and others. These services can be provided as part of programs that deal with the needs of women, girls, men, boys and people of all genders and other vulnerable groups in situations of severe vulnerability or high risk or can be provided as part of programs or services that address a broader spectrum of protection concerns. Having case management procedures guarantees the quality, consistency, and coordination of services.
Cash and Voucher Assistance (CVA): Voucher schemes and cash transfers are modalities of assistance aimed at “enabling households and individuals to meet their basic needs for food, non-food items, and/or services, or to buy assets essential to resume economic activity.”[footnoteRef:2] CVA refers to all programs where cash transfers or vouchers for goods or services are directly provided to recipients.[footnoteRef:3] In the context of humanitarian assistance, the term is used to refer to the provision of cash transfers or vouchers given to individuals, households, or community recipients, not to governments or other state actors. This excludes remittances and microfinance in humanitarian interventions (although microfinance and money transfer institutions may be used for the actual delivery of cash). The terms ‘cash’ or ‘cash assistance’ should be used when referring specifically to cash transfers only (i.e., ‘cash’ or ‘cash assistance’ should not be used to mean ‘cash and voucher assistance’). Cash transfers can be defined as “the provision of assistance in the form of money – either physical currency or e-cash – to recipients (individuals, households, or communities). Cash transfers are unrestricted in terms of use and distinct from restricted modalities including vouchers and in-kind assistance.”[footnoteRef:4] [2:  OECD (2017) Cash Based Response – World Humanitarian Summit – Putting policy into practice. Paris: OECD]  [3:  The Cash Learning Partnership (2018) Glossary of Terminology for Cash and Voucher Assistance.]  [4:  The Cash Learning Partnership (2018) Glossary of Terminology for Cash and Voucher Assistance.] 

Conditionality: Conditionality refers to prerequisite activities or obligations that a recipient must fulfill in order to receive assistance. Conditions can, in principle, be used with any kind of transfer (cash, vouchers, in-kind, or service delivery) depending on the intervention design and objectives. Some interventions might require recipients to achieve agreed upon outputs as a condition of receiving subsequent tranches. Note that conditionality is distinct from restriction (i.e. how assistance is used) and targeting (i.e. criteria for selecting recipients). Examples of conditions include: attending school, building a shelter, attending nutrition screenings, undertaking work, or training. Cash for work/assets/training are all forms of conditional transfers. [footnoteRef:5]  [5:  The Cash Learning Partnership (2018) Glossary of Terminology for Cash and Voucher Assistance.] 

Delivery mechanisms: The means of delivering a cash or voucher transfer (e.g. smart card, mobile money transfer, cash in hand, paper voucher, or ATM card). 
Restriction: Restriction refers to limits on the use of assistance by recipients. Restrictions apply to the range of goods and services that the assistance can be used to purchase, and the places where it can be used. The degree of restriction may vary – from the requirement to buy specific items or buying from a general category of goods or services. Vouchers are restricted by default since they are inherently limited in where and how they can be used. In-kind assistance is also restricted. Cash transfers are unrestricted in terms of use by recipients. Note that restrictions are distinct from conditions, which apply only to activities that must be fulfilled in order to receive assistance.[footnoteRef:6] [6:  The Cash Learning Partnership (2018) Glossary of Terminology for Cash and Voucher Assistance.] 

Voucher: A voucher is “a paper, token or e-voucher that can be exchanged for a set quantity or value of goods or services, denominated either as a cash value (e.g. $15) or predetermined commodities (e.g. 5 kg maize) or specific services (e.g., milling of 5 kg of maize), or a combination of value and commodities. Vouchers are restricted by default, although the degree of restriction will vary based on the program design and type of voucher. They are redeemable with preselected vendors or in “fairs” created by the implementing agency. The terms vouchers, stamps, or coupons might be used interchangeably.”[footnoteRef:7] The effect of voucher schemes and cash transfers mostly affects “users” of the health system. Therefore, they are called demand-side interventions. [7:  The Cash Learning Partnership (2018) Glossary of Terminology for Cash and Voucher Assistance.] 

Sexual and Reproductive Health and Rights (SRHR): The International Conference on Population and Development defined SRH as “a state of complete physical, mental, and social well-being in all matters relating to the reproductive system and its functions and processes.”[footnoteRef:8] Therefore, a positive approach to sexuality and reproduction should recognize the part played by pleasurable sexual relationships, trust, and communication in the promotion of self-esteem and overall wellbeing. All individuals have a right to make decisions governing their bodies and to access services that support that right. Achievement of sexual and reproductive health relies on the realization of sexual and reproductive rights, which are based on the human rights of all individuals.[footnoteRef:9] Like all other human rights, SRHR applies to refugees, internally displaced persons, and others living in humanitarian settings. To realize this right, affected populations must have access to comprehensive SRHR information and services so they are free to make informed choices about their health and well-being. [8:  United Nations, “Programme of Action” (adopted at the International Conference on Population and Development, Cairo, 5–13 September 1994)]  [9:  Starrs et al (2018) Accelerate progress—sexual and reproductive health and rights for all: report of the Guttmacher–Lancet Commission.] 

Fundamental SRHR services for women and young people include: comprehensive sexuality education; information, goods, and services for the full range of modern contraceptive methods, including emergency contraception; maternal/newborn healthcare (including antenatal care, skilled attendance at delivery, emergency obstetric and newborn care, post-partum care, and newborn care); prevention, diagnosis, and treatment for SRH issues (e.g. sexually transmitted infections, including HIV, syphilis, and HPV, cancers of the reproductive system and breast cancer, and infertility); safe and accessible abortion, to the full extent of the law; and post-abortion care to treat complications from unsafe abortion.[footnoteRef:10] [10:  International Health Coalition, Sexual & Reproductive Health & Rights: What Does an Essential Package of Policies and Programs Look Like? (April 2012), https://iwhc.org/wp-content/uploads/2013/11/essential-package-sexual-reproductive-health-rights.pdf] 
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