
Women who received the voucher privately were 10 percentage points (23 percent) more likely to redeem the voucher, 
compared to women whose husbands were involved in the program. This difference was largely driven by women’s desires 
to hide their choices from their husbands.

The voucher provided women with access to the contraceptive of their choice, including injectables which are more easily 
concealed. Injectable contraceptive use was 6 percentage points (33 percent) higher among women who received the 
voucher privately, compared to women whose husbands were involved in the program. This difference was almost three 
times as large among women who believed their husbands wanted more additional children than they did at the onset of the study.

Among women who did not want children in the next two years, those who received the voucher privately delayed their 
next pregnancy by an average of three to five months more than women who received the voucher with their husbands. 
This postponement represents a significant health benefit for women and children in Zambia, where the average spacing between 
pregnancies is 26 months.

Among women who believed their husbands wanted more children than they did, women who received the voucher 
privately were less likely to report being healthy and happy. This finding suggests that concealing contraceptive use may carry 
a psychological cost. 

Featuring an evaluation by Nava Ashraf, Erica Field, and Jean Lee
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can we talk in pr ivate (about fa mily pl anning)?
Women who received private access to vouchers for contraceptives were more likely to take up and use contraception, compared to 
women whose husbands were involved in the voucher program. In contexts in which women have less bargaining power in family 
planning decisions, providing private access to contraceptives may be an important and effective means of enabling women to 
achieve their fertility goals. 

thomas chupein



2 Abdul Latif Jameel Poverty Action Lab | Innovations for Poverty Action

Access to modern contraception provides essential 
benefits for women and their families by allowing them 
to control when and how many children they have. Such 
family planning is important because early, ill-timed, 
or unwanted childbirth can increase health risks for 
both mother and child. For example, medical evidence 
demonstrates that pregnancies spaced too close 
together or too far apart can significantly increase infant 
mortality and undernutrition.1 Additionally, contraceptive 
access empowers women to take control of their health 
and reproductive choices. 

Although modern birth control methods have been 
around for decades, many women in developing 
countries report substantial unmet need2 for modern 
contraceptives.3 The UN estimates that 55 million 
women in sub-Saharan Africa had an unmet need for 
modern contraception in 2014.4

Why are so many women unable to meet their need 
for modern contraception? Part of the answer is that 
physical access to reliable contraception remains limited 
in many low-income or rural areas. Additionally, where 
contraceptive resources are available, the decision to 
use contraception often involves two individuals who 
may have conflicting fertility preferences. In this case, a 
woman’s bargaining power relative to her partner’s—as 
well as her ability to conceal her contraceptive choices—
could be important determinants of contraceptive use.

To test how these issues affect women’s demand for 
contraceptives, J-PAL affiliates Nava Ashraf (Harvard) 
and Erica Field (Duke), along with researcher Jean 
Lee (Abt Associates), randomized the provision of 
vouchers for modern contraceptives to women in Lusaka, 
Zambia, distributing the vouchers either privately or 
in the presence of their husbands. The researchers 
subsequently evaluated the impact of the interventions 
on women’s take-up and choice of contraception.

mark52 | shutterstock.com
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Fertility and unplanned birth5 rates are high in Zambia, but it is 
likely that some of these births are unwanted only by women. 
According to the 2013 Zambia Demographic Health Survey 
(ZDHS), Zambian women had, on average, 0.8 more children 
than their desired number of 4.5 children. In contrast, Zambian 
men reported an ideal family size of 5.0 children.6 As in many 
countries in which men have a relatively higher demand for 
children, researchers found significant anecdotal evidence 
that Zambian women respond by hiding contraceptive use; in 
the study’s 2007 baseline survey, 77 percent of respondents 
preferred “a family planning method that only I know I am 
using.” The 2013 ZDHS reported that injectable contraceptives, 
which are easily concealed, are the most prevalent contraceptive 
method among married women.6

While contraceptives in Zambia have been available for 
many years and knowledge about them is common, access to 
reliable contraceptive methods remains limited.6 In Lusaka, 
contraceptives are available through public and private clinics 
and pharmacies, but inconsistent supply and long wait times 
limit access.

In 2007, researchers partnered with Chipata Clinic, a 
government clinic that serves low-income neighborhoods in 
Lusaka, to evaluate whether private provision of information 
about and access to modern contraceptives could reduce 
unwanted pregnancy and increase birth spacing. Among eligible 
married women aged 18–40 living in the clinic’s catchment 
area who had given birth in the past two years, 749 women 
participated in a program that provided vouchers for the women 
to access a wide array of contraceptives at the clinic. In an 
initial home visit, community health workers visited all women 
privately to collect baseline data that included family size, fertility 
preferences, and decision-making dynamics in the household, and 
to deliver information about the benefits of family planning and 
the clinic’s services. The women were then randomly divided 
into two groups, described in Figure 1, prior to a second visit.

evaluation

1 Rutstein SO. 2005. “Effects of Preceding Birth Intervals on Neonatal, Infant and 
 Under-Five Years Mortality and Nutritional Status in Developing Countries: Evidence   
 from the Demographic and Health Surveys.” International Journal of Gynecology and   
 Obstetrics 89(Supp 1): S7-24.

 Conde-Agudelo A, A Rosas-Bermúdez, and AC Kafury-Goeta. 2006. “Birth Spacing and   
 Risk of Adverse Perinatal Outcomes: a Meta-Analysis.” Journal of the American Medical   
 Association 295(15): 1809-23.

 World Health Organization. “Birth Spacing.” http://www.who.int/maternal_child_  
 adolescent/documents/birth_spacing05/en/.

2 The World Health Organization defines unmet need as the portion of fecund, sexually   
 active women who report not wanting any more children or wanting to delay the next   
 child, but are not currently using a contraceptive method. 

3 World Health Organization. “Unmet Need for Family Planning.” http://www.who.int/  
 reproductivehealth/topics/family_planning/unmet_need_fp/en/.

4 Guttmacher Institute. 2014. “Investing in Sexual and Reproductive Health in 
 Sub-Saharan Africa.” UNFPA: New York.

5 The Population Council defines unplanned births to include mistimed births (births   
 occurring two or more years sooner than desired) and unwanted births (those that 
 the mother did not want at all).

6 Central Statistical Office [Zambia], Ministry of Health [Zambia], and ICF International.   
 2015. Zambia Demographic and Health Survey 2013-14. Rockville, Maryland, USA.

During the second visit, in addition to voucher distribution, 
husbands were surveyed privately about their fertility 
preferences, and women were surveyed privately about whether 
they had visited a clinic since the previous household visit. 

Researchers used clinical records to track women’s contraceptive 
take-up after voucher distribution. Approximately two years 
after the first visit, they conducted follow-up surveys with the 
women to collect data on their marital status, reproductive 
histories, and health and well-being. Researchers also held focus 
groups to collect qualitative information from the women about 
factors that influenced their decisions to redeem the voucher, as 
well as separate focus groups to ask their husbands about their 
experiences after receiving the voucher.

figure 1. evaluation design

 individual group

• Woman receives voucher privately. 

• Voucher requires woman’s National Registration  
 Card number to be redeemed.

 couple group

• Woman and husband receive voucher together 
 and voucher is handed to husband. 

• Voucher requires husband’s National   
 Registration Card number to be redeemed.
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Women who received the voucher privately were more 
likely to take up injectable contraceptives when they did 
redeem the voucher. Women in the Individual Group were 6 
percentage points (33 percent) more likely to take up injectable 
contraceptives compared to the Couple Group, in which 18 
percent of women used injectables. This difference was over 
twice as large among women who believed their husbands 
wanted more children than they did at the beginning of the study.

Overall, 48 percent of women redeemed the voucher for 
family planning services, but women who received the 
voucher privately were more likely to redeem it. Fifty-three 
percent of women in the Individual Group redeemed the voucher 
for contraceptives compared to 43 percent of women in the 
Couple Group, a 23 percent higher redemption rate. Voucher 
redemption was even greater among women who believed 
their husbands wanted more children than they did (in addition 
to the children they already had) when the study began. For 
these women, private access increased the likelihood of voucher 
redemption by 16 percentage points (34 percent).

figure 3. private access increased women's injectable 
contraceptive use

results

figure 2. private access increased voucher 
redemption rates

The differences in contraceptive take-up between the two 
groups were largely driven by women’s desires to hide their 
choices from their husbands. Among women in the Individual 
Group who redeemed the voucher, the number of women who 
hid the voucher from their husbands—or who misrepresented 
the voucher to convince their husbands to let them use it—
accounted for as much as 60–85 percent of the difference in 
voucher use between the Individual and Couple Groups.

Even when husbands did not want children in the short-
term, their involvement reduced women’s take-up of 
contraceptives. Sixty-three percent of all couples who disagreed 
on the ideal number of children agreed they wanted to wait at 
least two years before having another. However, the women in 
these couples were still 26 percentage points (67 percent) more 
likely to use the voucher in the Individual Group, compared to 
the women whose husbands were involved.
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results

figure 4. among women who did not want children in the next two years, women with private access 
were able to postpone their next pregnancy during the time the contraceptive would have been active

months following baseline survey
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Among women who did not want children in the next two 
years, those in the Individual Group delayed their next 
pregnancy by an average of three to five months more than 
women in the Couple Group. These women in the Individual 
Group were 27 percent less likely to give birth in the next year, 
when contraception from the voucher would have been active, 
but were more likely to give birth in the fourteen to eighteen 
months after the program (see Figure 4). Even this small degree 
of postponement could represent a potentially significant welfare 
benefit for women and children in a setting where the average 
pregnancy interval is 26 months.

Among women who believed their husbands desired more 
children than they did at the onset of the study, women in 
the Couple Group reported being significantly happier and 
healthier than those in the Individual Group. However, there 
was no difference in incidence of domestic violence or divorce 
between the two groups.

understanding the results

It is important to note that the program results may not 
be readily generalizable to some existing contexts in 
sub-Saharan Africa. That is, injectables were made freely 
available to program participants in this study. However, 
in much of sub-Saharan Africa, reliable access to 
contraception, including injectables, remains a significant 
barrier to contraceptive use. More research is needed on 
how to improve reliable access to modern contraceptives 
for women in developing countries.

thomas chupein
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Months 9-13 represent the time period when birth 
rates would have been affected by contraceptive 
take-up at baseline. (Injectables are effective for 
about 3 to 4 months.)



policy lessons

Private access to contraception can enable women to make welfare-enhancing family planning choices that they otherwise might 
not be able to make. In this study, women with private access to contraceptives were more likely to obtain them, and were more likely 
to choose concealable methods than women whose husbands were involved. Increased adoption of contraception allowed them to delay 
their next pregnancy by an additional three to five months, a significant advance for maternal and child health in a country where pregnancy 
intervals are very short. In contexts in which women have less bargaining power in family planning decisions, providing private access to 
contraceptives may be an important and effective means of enabling women to achieve their fertility goals.

However, concealing contraceptive use may carry a psychological cost for women. Policymakers should be mindful of this 
potential trade-off when designing a family planning program. While there was no increase in divorce or domestic violence in this 
study, women who received the voucher privately were less likely to report being healthy and happy after the program. This finding suggests 
that women place strong value on the quality of their relationships, and that the decision to conceal contraceptives may carry unwanted 
feelings of mistrust or alienation even when husbands are not aware that their wives have obtained access to contraception.  

Husbands’ negative effects on women’s take-up of contraception can keep husbands from realizing their own fertility goals. Even 
when couples had the same short-term goals to postpone pregnancy, but conflicting long-term fertility goals, women were more likely to 
redeem the voucher and to take up injectable contraceptives when they received private access. This outcome suggests that men’s behaviors and 
attitudes toward such contraception may impede the realization of their own and their wives’ fertility preferences in the short run.

More research is needed to discern why women’s and men’s fertility preferences are so often misaligned, and to understand 
how to involve men in family planning programs that help them better understand the costs to women of childbearing. Increasing 
husbands’ knowledge of maternal mortality risks could help to more closely align the preferences of husband and wife, imposing fewer 
psychological costs to women for their family planning choices and allowing couples to achieve mutual short- and long-term fertility goals in 
a transparent partnership. Researchers are currently conducting a follow-up study7 that explores men’s fertility preferences in more depth, 
and tests ways in which to influence them. 

7 This ongoing study in Zambia (Ashraf et al.) will measure the impact of providing information to men about maternal mortality risks on their fertility and family planning preferences. 
 More details can be found at: povertyactionlab.org/node/2728.
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