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This book draws insights and experiences from social marketing and social franchise 
programmes around the world.  It also addresses key cross-cutting issues that are 
central to institutional and programmatic aspects of health service delivery.  It is 
designed as a primer that fills a gap in the knowledge of health delivery systems 
with practical examples from country experiences.

The book contains four sections.  Section A – The Evolution –  outlines and 
compares commercial marketing, social marketing, commercial franchising and 
social franchising for health.  Section B – Management – explores the types of 
processes used in social franchising programmes that guide practice in health 

social franchising.  
Section C – Case studies – focus 
on innovative social franchising 
experiences in four countries, two in 
Asia and two in Africa.  Section D – 
Issues – discusses common themes 
and very frequently asked questions.  

 

Partnerships 
between the three 
sectors are critical

Introduction

This book was written to answer the question, “What is social franchising?”  Since 
social franchising is a relatively new phenomenon, this question is often asked 

in boardrooms, by international donor officials, non-governmental organisation 
(NGO) staff and by health officials. To add to the uncertainty over the meaning of 
the term, some NGOs actually operate social franchising projects but do not want 
to use the label, settling instead for terms such as private provider, service delivery, 
or accredited networks.

This book offers a comprehensive view of social franchising, an approach that is a 
way of strengthening exisiting health systems and has become increasingly central 
to broadening access and improving the quality of health care over the past two 
decades, for the most part, in the private health sector. 

Few dispute the need to strengthen health systems in developing countries, or 
the need to involve all the players engaged in that system.  Such a whole market 
approach includes mobilising the resources and competitiveness of the private 
sector, adopting the social focus of the non-profit sector, and espousing the 
policies and mandates of the public sector in order to meet important public health 
objectives of effectiveness, equity and efficiency.

Partnerships between the three sectors - public, private and NGO are critical.  
Private sector engagement maximises finite public and donor resources by serving 
those who can afford to pay, while redirecting subsidies or free services to those 
who truly need them.  This whole market approach leverages both the private 
and public sector and is called ‘The Power of Two’ by the World Bank (Healthy 
Partnerships Report 2011).
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A
The  Evolution

Social Franchising is rooted in 
Commercial Marketing, Social 
Marketing and Commercial 
Franchising. This section describes 
the progression..



Commercial Marketing

Marketing is the science and art of satisfying people’s wants and needs 
through the consumption of products and services.  Marketing’s 

core activity is voluntary exchange of money for products and services.  
Consequently, Marketing is often referred to as commercial marketing.

The beginnings of marketing are lost in antiquity, but probably began as 
a sequel to barter, for example, a farmer might barter some eggs and a 
chicken for a needed tool such as an axe.  Then, as the use of money began 
to proliferate, the exchange of cash for wanted items became commonplace 
because it was easier and less cumbersome than barter. But the watershed 
activity that signified a large, rapid increase in commercial exchanges was the 
introduction of packaged and branded products that were promoted and sold 
in retail stores and by door-to-door salesmen.  Next came the department 
store, which handled a wide variety of consumer goods, including clothing.  
But mass marketing of fast moving consumer goods leapt forward in the 
20th century, when mass media such as newspapers and magazines, then 
radio, soon to be followed by the television in the mid-50s, and the internet 
a little later.  

By the end of the 20th century, commercial marketing had expanded around 
the world, selling these same consumer products to the newly expanding 
numbers of middle-class consumer who had the discretionary money to 
spend.  The globalisation of marketing coincided with the marketing of “big 
ticket” items such as motor cars, power boats, laundry washing machines, 
dish washers, home entertainment equipment and personal computers; plus 
many types of leisure services, such as travel agencies, cruise ships, airline 

holidays as well as retail banks, credit cards, insurance firms, and health 
care.  
This rapid proliferation of marketing of goods and services during the 
past half-century led to a related phenomenon – a great increase in the 
numbers of brand names that would become household words, recognised 
worldwide.  For example, names such as Cadbury’s chocolates, American 
Express credit cards, Toyota motor cars, Apple computers, Starbucks coffee 
shops, McDonald’s hamburgers, Coca Cola and other sugary soft drinks.  In 
only a very few generations, commercial marketing had become a powerful 
force around the world, helping to make life more enjoyable and to generate 
economic growth.

For many years, marketing firms and other businesses have used the three-
point business cycle shown in Figure 1: Plan, Fieldwork and Assess.  An 
important aspect of the cycle is the systematic use of assessment, which 
usually includes monitoring of fieldwork plus evaluation of the impact of the 
fieldwork. It is through assessments that the business learns and grows.  The 
assessment step continues to play a strong role in commercial marketing, 
social marketing, commercial and social franchising. 

Figure 1. 

Traditional 3-point cycle used by 
marketers and business firms

1. PLAN

2. FIELDWORK
3, ASSESS
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Social Marketing

Health-related social marketing is:“the systematic application of marketing 
concepts and techniques, to achieve specific behavioural goals, to improve 

health and reduce health inequalities” . French, Blair-Stevens 2006 (National Social 
Marketing Center, UK).

Social marketing in practice is the application of commercial marketing techniques 
to social issues such as health, nutrition and birth spacing.

As commercial marketers increased sales and profits throughout the world in the 
20th century, another form of marketing was took shape.  Social marketing aimed 
at creating ‘social profit’ rather than monetary profit.  It was described first by Kotler 
and Zaltman, in the Journal of Marketing, 1971.  

In 1973, the first known use of the social marketing concept was in Sri Lanka 
when the International Planned Parenthood Federation (IPPF) funded Popula-
tion Services International (PSI, an American NGO) to create a project aimed 
at showing how the private sector could increase the use of condoms and 
oral contraceptive pills through social marketing.  By 1974, Preethi (meaning 
“happiness”) condoms were used by thousands of couples, and had gained 
wide attention through articles in The New York Times, The Geographical 
Magazine and Psychology Today.   

The social marketing cycle for Sri Lanka was based on the traditional 3-step 
business cycle but with additional steps for other important activities for so-
cial marketing, namely: research, pretesting, baselines and targets. The first 
step of research, is especially important because it gathers, analyses and ap-

plies knowledge that guides managers’ decisions throughout the cycle.  The 
second  describes the “four Ps” of the “marketing mix”: Product (such as 
condoms or oral contraceptive pills), Place (where the product will be sold), 
Price (to be paid by the customer), and Promotion (the communication and 
advertising that brings the marketers and customers together).  The third 
step is a short pretest of the marketing mix to identify good and not so good 
activities.  The fourth step in the cycle uses the knowledge gained from the 
pretest to finalise the marketing mix including setting baseline data points 
and target numbers.  The fifth step launches the completed marketing mix 
on a full scale.  Later, managers use another step to assess progress of the 
fieldwork, and provide the information at the first step to start a new cycle.  
The cycle is repeated throughout the life of the product. 

The Mithuri oral pills marketing plan differed greatly from the Preethi 
condoms marketing plan in several ways. While the condoms could be 
distributed and sold in a wide variety of shops and sold without a prescription, 
the oral contraceptive(OC) pills were marketed strictly through doctors 
and pharmacies on a prescription-only basis. Importantly, also, consumer 
information for Preethi condoms could be explained in a few moments, but 
consumer information for Mithuri OC was considerable, requiring knowledge 
about contraindications, side effects and the specifics of swallowing a pill 
according to the correct instructions.

In 1974, social franchising had not been conceptualised. But today, the 
Mithuri programme with other long term contraceptives would likely be 
categorised as a social franchising programme, where the franchisor would 
provide doctors and pharmacists with in-depth training about including 
counselling users, potential users, and perhaps their husbands.  

 

Social Marketing is aimed at 
creating ‘social profit’
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Mithuri Oral Contraceptives in Sri Lanka

In	 1974,	 when	 Mithuri	 (meaning	 Woman’s	 Friend)	 Oral	
Contraceptives	 were	 launched	 in	 a	 test	 market	 in	 Sri	 Lanka,	
very	 few	people,	 including	doctors,	were	aware	of	 “The	Pill”	
because	it	was	a	new	product.		Furthermore,	a	prescription	was	
required	 to	purchase	 it.	 	 The	main	 challenge	was	 to	provide	
knowledge	 to	 various	 groups,	 including	 private	 doctors,	
pharmacy	employees,	potential	users	and	their	husbands.		PSI	
joined	 forces	 with	 the	 Sri	 Lanka	 Family	 Planning	 Association	
to	 market	 Mithuri.	 	 The	 results	 of	 a	 randomised	 household	
survey	 of	 potential	 users	 provided	 much	 of	 the	 information	
needed	 to	 establish	 the	 marketing	 mix.	 The	 product	 was	
made	 by	 a	German	 firm	 that	 was	 well-respected	 by	medical	
professionals.	 	 The	package	 contained	 two	monthly	 strips	 to	
help	ensure	that	the	user	had	adequate	supplies;	the	product’s	
name	 (“Mithuri”/”Women’s	 Friend”)	was	 selected	 to	 provide	
the	right	image,	i.e.,	the	Product	was	for	women,	and	it	was	as	
trustworthy	as	a	good	friend.	The	product	was	Placed	in	almost	
every	pharmacy	in	the	country,	and	some	free	packages	were	
offered	to	the	pharmacies	and	doctors	to	increase	the	likelihood	
of	display	and	word-of-mouth	promotion	by	the	pharmacy	and	
staff.		The	retail	Price	was	very	low	by	international	standards,	
so	 that	 low-income	 people	 could	 afford	 it.	Getting	 the	 right	
Promotion	 was	 a	 challenge	 because	 of	 the	 large	 amount	 of	
information	 that	had	 to	be	communicated	 to	potential	users,	
doctors	 and	 pharmacy	 staff:	 FPA	 helped	 PSI	 by	 introducing	
“Mithuri”	 to	 its	 clinic	 staff,	while	a	 trained	detail	man	 (a	 very	
knowledgeable	 salesman)	 visited	every	doctor	and	pharmacy	
in	the	test	province,	where	he	learnt	about	how	best	to	educate	
doctors,	 nurses	 and	 health	 officials.	 	 Informative	 articles	 and	
coupons	 in	 newspapers	 proved	 very	 effective	 (newspapers	
were	read	widely),	while	the	coupons	could	be	mailed	to	PSI	to	
generate	mailing	of	a	free	booklet.

Case Study

1. RESEARCH
Gather and

Apply knowledge

3. PRETEST
Marketing mix

4. FINALIZE
Baseline and targets

2. PLAN
Marketing mix

5. LAUNCH
Marketing mix

6. ASSESS
Marketing mix &

impacts

Figure 2. 

The Social Marketing Cycle
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Education Through Entertainment: a powerful promotional tool
Social marketing programmes have also popularised powerful promotional 
media, including “education by entertainment” (EE).  An example of social 
marketing media that reaches and teaches marginally literate women and 
their families, such as this 17-year-old mother of two in a deep rural Indian 
village about the oral contraceptive pill.

These young village women are watching a 20-minute outdoor play where 
three professional traveling actors stage a family quarrel about birth-spacing.  
Such education by entertainment (EE) is not only popular, it is also very 
instructive.  

Figure 3. 

Young mothers in rural 
India learn from a live play 
about birth spacing with oral 
contraceptives (Picture courtesy 
of Packard Foundation)

Education by entertainment 
(EE) is not only popular, 
it is also very instructive.  
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Commercial Franchising

The word ‘franchise’ is derived from ancient French, and is defined as 
holding a particular privilege or right.  In commercial franchising, the 

franchisor, who owns the required patents and copyrights, contracts with 
franchisees to organise outlets for the franchised goods and services in 
shops, offices and restaurants in the franchisee’s designated area.  

Large-scale commercial franchising was first applied in the mid 1800’s by the 
Singer Sewing Machine Company.  Its mass-manufacturing production system 
allowed the company to sell its sewing machines at competitive prices, but it 
did not succeed at operating an economically viable replacement part service 
as part of its operation. It therefore set up maintenance franchising centres 
to enable replacement of parts. Engineers who operated these centres also 
sold new sewing machines. 

Following Singer’s success, General Motors began franchising new car 
dealership networks - a system that still predominates in motor vehicle 
retailing today.  The franchisee dealer is granted an exclusive territory by 
General Motors, thus protecting the dealer against competition from other 
franchisees and offering enhanced opportunities for maximising sales.

Soft drinks giants such as Coca-Cola, Pepsi and 7-Up initiated the use of 
franchising as an economic method of expansion for the sale and distribution 
– especially bottling of their brands. In Africa, franchisee bottlers have gone 
further; franchisees provide manual delivery in areas without roads. 

By franchising petrol stations, oil companies receive rental income for 
allowing use of their brands, while franchisees set prices that compare with 
their local competition. 

Commercial franchising has become fundamental to the British and American 
economies.  The British Franchise Association for example supported bank 
franchising and as a result, Barclays, Midland, and the Royal Bank of Scotland 
took the initiative and formed franchise departments. The development 
of modern day franchise techniques has enabled many US companies to 

penetrate distant international 
markets previously beyond their 
reach.

Commercial franchising has 
become one of the most successful 
strategies for systematic replication 
in the business world.  While most 
franchise operations rarely exceed 
one hundred franchisees and are 
therefore not noticed internationally, 
others such as Starbucks, The Body 
Shop and McDonald’s have become 
household names in developed and 
developing countries.  

Franchising success stories are 
innumerable. Currently there are 
more than 120 different types of 
franchise businesses in existence, 
including automotive, cleaning and 
maintenance, health, fitness, home 
care, financial services, and pet-

Franchising
success stories are
innumerable.
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related franchises as well as fast food take-out restaurants and full service 
seated restaurants.  
Commercial Franchising is based upon commercial marketing concepts. The 
concept of ‘franchising’ is not widely understood although it has been used as 
an effective marketing tool in the business world for a long time. Commercial 
franchising, especially fast food restaurants that market inexpensive foods 
with poor nutritional value, have negative connotations among some 
governments, international donor agencies, and health providers.  Fast food 
commercial franchises are profitable enterprises, but their success is often 
linked to a cost to society such as obesity and high blood pressure.  For 
example, the Centre for Science for Public Interest, a consumer-advocacy 
group based in Washington, D.C., is concerned over franchise outlet meals, 
often consisting of a hamburger, fries and a soft drink that contains very high 
amounts of sugar, fat and salt that can lead children and adults to believe 
that such meals are what they should eat regularly, thus leading to poor diets 
and health problems.  

There are several models of commercial franchises that closely reflect their 
historical development. The first generation, developed in the 19th century, 
was intended as a vehicle for product distribution. The second generation 
of commercial franchising is often called business format franchising.  This 
is characterised by a strong controlling relationship between franchisor and 
franchisees. The franchisor provides the franchisees with an entire system for 
starting and running the business. The franchisees in turn must operate their 
business according to the franchisor’s guidelines. A variation of this category 
is most frequently used in health social franchising.

Much of the recent proliferation of global commercial brands has been 
through franchising, where the owners of a brand (the franchisor), for example 
Kentucky Fried Chicken (KFC) and Pepsi, have contracted with entrepreneurs 
(the franchisees) in many countries to produce, distribute, promote and sell 
the products.  

Figure 4. 

Franchise sign in Yemen 
promoting international fast 
food
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Social Franchising for 
Health

Social franchising for health provides a service delivery channel through 
which there can be increased coverage of high quality services 

undertaken to redress health inequalities. Private providers can be engaged 
through this approach to serve the underserved with much needed 
preventive health services.

There are many examples of non-profit systems that are similar to social 
franchising, such as the World Organisation of the Scout Movement, the 
YMCA and some church-based organisations operating in many countries.  
These movements have often formed into franchises aimed at helping youth 
and poor people. 

In the health sector, social franchising is concerned with organising private 
health providers in developing countries to increase access and improve 
quality of health care. Typically, private sector physicians, nurses and 
pharmacists are recruited by non-profit organisations into tiered branded 
networks that market standardised, high-quality products and services.

In the rapidly growing private health sector in many developing countries, 
quality and prices remain largely unregulated; and there is a growing role for 
partnership approaches, such as social franchising, to meet health needs of 
the poor.

Increasingly, governments and development partners looking for ways to 
increase access to quality health care services in low and middle-income 
countries are looking toward private sector mechanisms such as social 
franchising through public-private partnerships, because they have learned 
that very large numbers of such families are accustomed to using private 
rather than public sector for health care. 

The concept of franchising for health services is similar to franchising in the 
business world.  A franchisor develops a successful way to provide services 
and then replicates the model through service providers called franchisees.  
Each franchisee must follow the original franchise model with specific 
training programmes for executives, managers and staff, applying quality 
standards and monitoring in order to acquire rights to use the brand name 
that identifies the franchisor and franchisee as part of the franchise. 

The link between social franchising and social marketing is the focus on influencing 
behavior change of both health providers and clients. Social franchising uses 
many characteristics of commercial franchising.  The most obvious is that the 
franchisor and franchisee enter into a formal agreement that specifies the roles and 
responsibilities of the two parties. Franchisees agree to adhere to a standardised 
business format, (i.e., the services to be provided and the method of provision).  
Franchisees pay a fee for the right to use the brand name either in money or in 
opportunity costs, while the franchisor undertakes market research, brand name 
promotions and consumer advertising.   

Increases in the numbers of NGOs using franchising strategies, as well as the 
growing general interest in franchising, can be ascribed to the responsiveness 
by the social sector to using commercial marketing strategies.
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How Commercial Franchising and Social Franchising Differ
Social franchising is based on commercial franchising models, with some major 
differences – social franchising exists to benefit society – for example, by improving 
the health of pregnant mothers, rather than to provide monetary benefits to the 
franchise owners. Commercial marketers target potential customers who can 
afford to pay the full price, while social franchisors include relatively poor people 
and families among their target groups, and who therefore require subsidised 
products and services. These relationships are identical to the relationship between 
commercial marketing and social marketing, and have profound implications for 
appropriate promotion methods and 
media. 

A further distinction between the 
two is their approach to replication. 
Commercial franchisors increase their 
access to the market by contracting 
with new franchisees who may have 
limited commercial management 
experience. In contrast, social 
franchising increases access to health 
services by creating partnerships with 
active, trained health professionals. 

When setting up a social franchise 
system, commercial franchising 
should serve as a guiding model, 
but, because the for-profit and the 
non-profit sectors are substantially different from one another – most notably 
concerning the objectives and targeted beneficiaries – social franchising processes 
have to be somewhat varied.  Of particular importance is the fact that franchisees 
cannot expect to generate much income from services provided to low-income 
clients.  This implies that first, the franchise depends on partial funding (subsidies) 
from donors and/or governments – during the start-up phase and throughout the 
life of the franchise. Second, even low-income clients provide some payment for 
services; and third, franchisees often pay reduced fees to the franchisor.  Fortunately, 
many government policy makers and donor officials recognise that subsidies are 
necessary because almost all countries subsidise health services for their poorest 
citizens.

Social franchising 
exists to benefit 
society

Two Social Franchising Models: Stand-alone and Partial
A ‘stand-alone franchise’ means that the franchisee markets only the products 
and services of the franchise brand. A partial (or fractional) franchise means 
that the franchisor adds some products and services to the existing practice 
of the franchisee.  Partial social franchises for health are the most popular 
because franchisees can earn additional income while still using their existing 
business assets such as buildings, equipment and staff.  The result is an 
organised network of autonomous facilities that market products and/or 
services with the same brand name, the same business concepts, and pursue 
similar goals that are, in part, coordinated by a franchisor.

Partial social franchises provide the social franchisor with immediate access 
to additional target populations; it also facilitates rapid scale-up of the 
franchise network.  Franchisee incentives may include continuing education 
and training, branding, brand advertising, subsidised supplies and equipment 
plus ongoing technical support including research and development (R&D), 
and access to their peers and other professionals in the same field. In 
exchange, the franchisee must comply with requirements such as adhering 
to specific quality and prices.

Social franchising for health is now recognised as a useful strategy for replicating 
successful activities. It is promoted by donors and governments in developing 
countries, through non-profit NGOs and private for-profit providers, to provide 
better access, equity and quality at affordable prices.  For example, in 2007, the 
Association of German Foundations, in cooperation with six renowned European 
foundations, hosted the International Social Franchise Summit in Berlin. The Summit 
highlighted the franchising approach for health care delivery and attracted a large 
number of practitioners and experts, as well as other representatives in the non-
profit sector, from all over the world. 

By replicating a proven model while allowing for local adaptations, the number 
of beneficiaries and, hence, the health impact through social franchising can 
be increased substantially. Social franchising in health is therefore a method 
of using scarce resources more efficiently, a benefit that is recognised by 
donors who desire to obtain value for their money. 
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To date, much of the social franchising global experience has been aimed 
at improving women’s reproductive health, birth outcomes and healthy 
newborns including informing pregnant mothers and their families about 
correct pregnancy diets, seeking help for pregnancy complications, using 
clean delivery kits and teaching healthy breastfeeding practices and for 
treatment of malaria and tuberculosis.  Recently, Misoprostol tablets have 
been added to the list of interventions used to save lives of women who 
experience heavy post-partum bleeding.

Social franchisors create networks through capacity building of existing 
health providers with the help of government and/or donor resources.  Social 
benefits are achieved as a result of enhanced quality, lower prices, greater 
access and greater awareness resulting in increased use of these health 
services and products.
  
The social franchisor, often an NGO, designs an optimum model for the 
provision of public health services by the private sector and then enlists 
private providers as franchisees. Franchisees are obliged to adhere to the 
prescribed model, and to this end, they are usually given specific training 
and standards to uphold.  All franchisees are monitored and given a brand 
name and logo that identifies them as part of the franchise network.

Health franchising is a more cooperative partnership between franchisor and 
franchisees. It involves participation that is more active with less stringent 
controls, with emphasis on the quality standards set by the franchisor. 

Master Franchisee Arrangements
A master franchisee operates as a franchisor and a franchisee most often 
in cooperation with an international NGO.  The Smiling Sun Franchise 
Programme, which is described in the box, is an example of a master 
franchise. It has 27 NGOs as its franchisees, these in turn have 323 static 
and 9,100 satellite clinics across 64 districts of Bangladesh. It is noteworthy 
that Smiling Sun aims to cover 50 per cent of operational costs with sales 
revenue, while also serving clients who cannot afford to pay for the products 
or services.

Case Study

The	 Smiling	 Sun	 Franchise	 Programme	 (SSFP)	 is	 a	 project	
funded	 by	 the	 United	 States	 Agency	 for	 International	
Development	(USAID).		It	is	intended	to	complement	the	wide	
network	of	health-care	 facilities	set	up	by	the	Government	of	
Bangladesh	by	implementing	an	innovative	approach	to	health	
care	 franchising.	 SSFP	 is	 committed	 to	 improving	 the	quality	
of	 life	of	 all	 Bangladeshis	by	providing	 superior,	 friendly	 and	
affordable	health	services	in	a	sustainable	manner.	

To	 achieve	 relevant	 health	 outcomes,	 SSFP	 is	 working	 with	
collaborating	 NGOs	 to	 convert	 the	 existing	 network	 into	 a	
viable	social	health	system.	 	SSFP’s	objective	 is	 to	strengthen	
the	partnering	organisation’s	quality	 of	 care	while	 helping	 to	
enhance	 their	 financial	 sustainability,	 thus	 enabling	 them	 to	
continue	 serving	 an	 important	 segment	 of	 the	 Bangladeshi	
society,	including	the	poorest	of	the	poor.

The	project	 uses	 ‘build-operate-transfer’	 (BOT)	methodology	
to	 plan	 for	 developing	 the	 Franchise	 Manager	 Organisation	
into	an	operational	entity	so	that	it	can	fully	assume	franchise	
operations	by	the	end	of	the	project.	

Currently	 27	 NGO	 franchisees	 are	 providing	 health	 care	
services	to	women,	children	and	youth	through	323	static	and	
9,100	satellite	clinics	in	64	districts	of	Bangladesh.	This	network	
is	expanding	the	volume	and	type	of	quality	health	care	under	
the	essential	service	delivery	(ESD)	package	provided	to	able-
to-pay	customers	as	well	as	underserved	and	poor	clients.

Although	 by	 the	 fourth	 year	 of	 this	 project,	 SSFP	 aimed	 to	
generate	 sufficient	 income	 to	 support	 approximately	 50	 per	
cent	of	the	operational	cost	while	maintaining	access	to	those	
who	cannot	afford	to	pay	for	services,	the	strategy	for	the	next	
phase	wiil	be	for	a	greater	focus	on	equity.
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In a business format franchising model, the franchisor creates a design for 
starting and running a business.  The partnership between franchisor and 
franchisee is described in an agreement, while the business design is detailed 
in an operations manual that includes rights and duties of both parties.  The 
franchisor also provides management training, staff training, supportive 
supervision, quality assurance, financial systems and administrative methods, 
plus pricing structures and marketing activities for each product and/or 
service. 

In return, the franchisor receives an initial and annual franchise fee from 
each franchisee; social franchisors can expect to receive relatively low fees 
from franchisees who serve low-income clients. The franchisor however, has 
the authority to apply control mechanisms over franchisees that protect 
the franchise reputation for quality of products and services at affordable 
prices.  

By entering a partial franchise system, the franchisee acquires the right to 
use the brand name and marketing system while also continuing to provide 
non-franchise  services.

Franchise Building Blocks
A social franchise system needs to have a number of building blocks to 
support the franchise.  These are:

A manual which sets out franchise formation and development•	
A brand name for the franchise•	
A contract for governing the relationship and responsibilities of •	
franchisor and franchisees
A standardised training and service delivery•	
A plan and process for quality assurance•	

Because the goal of the social health franchise is to maximise health impact rather 
than profit, the franchisor might be more tolerant and work closely with franchisees 
to enhance their skills. In addition, an NGO franchisor might be more willing to 
recommend lower prices for low-income clients and provide subsidised products.  
The franchisor may also try to break the financial barrier for the poor by adding 
mechanisms such as vouchers, to pay the private provider for franchise services 
administered to the very poor. 

The Role of Donors
Although clients pay the social franchisee an affordable amount for the goods 
and services, the social franchisors are usually dependent on outside financial 
support from one or more donors to be able to give the necessary support 
services to the franchise. This subsidy is especially high during the start-up 
phase and usually continues to be necessary to assure the support system’s 
sustainability. The donors most likely have their own social franchising policies 
that must be followed and which can impact on the social franchise model. 
 

In 2011 there were fifty large social franchising networks spread across thirty 
countries and serving more than thirty million clients, about 75 percent of 
whom were concentrated in South Asia. The number of social franchising 
programmes and the reach to their clients has doubled every four years since 
the inception of the concept of social franchising in health.  Nearly all of 
these programmes focus on low-income populations to provide products 
and services for reproductive and child health. Some donors and NGOs are 
expanding their social franchising activities into other public health areas.

Some governments donate to social franchisors. One example is from 
Jharkand, India, where the government subsidises DKT International/Janani 
programme to fund local reproductive health franchisees

the goal... is to maximise health 
impact rather than profit
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Challenges and Benefits
The reality of health care for the poor is that, in countries and regions with 
inadequate investment in health systems, government providers are not 
able to provide cover all low-income families. Where government regulation 
is weak, both the public and private providers can be difficult to regulate. 
Furthermore, income-driven general practitioners thrive on the demand for 
fast acting curative care.  These entrepreneurs include private providers, and 
some government employees who have private practices.

Although the partial social franchises described here have proven cost-
effectiveness compared to other service delivery channels, there are a number 
of management challenges inherent in working with private providers, such as 
the difficulty in standardising medical care, the low impact of small networks, 
the slow process of monitoring and the positioning of the franchise brands, 
plus adherence to price and quality agreements.

Nevertheless, there are also many benefits involved in engaging the private 
sector in social franchising such as the potential for rapid replication, 
improved provider knowledge and skills, a good standard service offered at 
an affordable price, a tiered service delivery system which includes doctors, 
nurses and pharmacists. Cross subsidies between services , compatibility 
with social marketing methods, and the possibility of useful changes in policy 
for private service provision.

To engage the private providers it should be understood that they need 
support if they are to add public health services to their practices. One 
way is to organise them into a partial social franchise network with NGOs 
as franchisors contracted by government or donors.  For example, the first 
large-scale implementation of a partial social franchise model with private 
providers was initiated in 1995 by the GreenStar franchise in Pakistan.  Since 
its inception, GreenStar has trained more than 24,000 private providers, 
such as doctors, paramedics and pharmacists who offer family planning, 
sexual and reproductive health counselling, products and services.  It now 
includes both maternal and child health services, tuberculosis diagnosis and 
treatment. GreenStar’s social marketing arm sells contraceptives and health 
products through more than 80,000 retail outlets countrywide.  
 

 

The	GreenStar	programme	social	marketing	and	social	franchise	
activities	have	created	a	highly	sustainable	network	since	1995.	
It	 enlists	 a	 wide	 variety	 of	 in-place	 vendors	 and	 health	 care	
professionals.	 It	makes	 improvements	 (branding,	 promotion,	
provider	training)	in	the	character	and	operation	of	the	network	
and	allows	participating	vendors	and	practitioners	to	retain	the	
profits	generated	by	the	(branded)	products	and	services	they	
provide.	 	However,	 the	network	does	not	generate	 sufficient	
income	 to	 support	 the	 full	 cost	 of	 the	 programme,	 such	 as	
the	 headquarters	 office,	 marketing	 and	 promotion,	 training,	
and	quality	monitoring	 (i.e.,	 non-product)	 costs.	 	Donors/PSI	
subsidise	 these	costs.	Moreover,	under	almost	any	sales	and	
income	scenario,	this	model	is	never	likely	to	generate	enough	
income	 to	become	self-financing.	 Indeed,	efforts	 to	 improve	
the	 network’s	 capacity	 to	 finance	 itself	 could	 impede	 efforts	
to	reach	the	poor	by,	for	example,	raising	prices	for	essential	
products	and/or	services	to	the	point	that	they	are	beyond	the	
reach	of	the	poorest	clients.

Case Study

Source : 

Review of USAID experience with the 
Private Sector in Health 1968-2009

32 33



This section describes operational 
methods that franchise managers 
work with on a daily basis.  This 
management section begins with 
the two most important categories 
of franchise management – 
franchisors and franchisees, then 
moves into brief descriptions of key 
management topics.

B
Management
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methods that franchise managers 
work with on a daily basis.  This 
management section begins with the 
two most important categories of 
franchise management – 
franchisors and franchisees, then 
moves into brief descriptions of key 
management topics.
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Clients

Social franchises work hard to target the right clientele. Client’s gender 
is  important, especially when a product is gender specific, such as oral 

contraceptive pills. In many countries marital status of a woman of fertile age 
can be very important when developing marketing plans for reproductive health 
products or services.  Rural versus urban residence can be important because of the 
large social and financial differences between the two.  Ability to pay the price can 
be critical, especially where the franchise system may want to serve low-income 
people, or where subsidies are available, perhaps through voucher activities.  Unmet 
need can be a very useful descriptor, such as for contraceptives as measured by the 
“Demographic and Health Survey” in many developing countries. And the type of 
public health products or services being marketed is often critical, for example, 
young children’s immunisations must be targeted at parents, not young children 
themselves.  

Other products and services that require careful targeting include long-acting 
contraceptives and nutrition counselling.  In those countries where men dominate 
as shoppers, it can be important to target husbands for counselling about the 
correct use of women’s reproductive health products.  For example, a study in 
Bangladesh showed that about 25 per cent of oral contraceptive pill users always 
obtained their pills from their husbands and that he was a major source of all 
instructions about when to begin use, how often to use, what to do if a dose was 
forgotten, and what side-effects to be aware of. Imparting the correct information 
to women about hormonal contraceptives can be a daunting task where women 
are not taught to read or write.  

Once the key factors have been considered, the franchise can assemble the all-
important client profile that summarises the target group in detail. The profiles help 
in making decisions about what products and services to offer, how to promote 
them and the prices to be charged.

The medically underserved and uninsured often seek care for immediate health 
concerns rather than preventive goods and services. To facilitate health promotion 
and prevention, it is important to understand the health concerns and learning 
styles of these underserved clients – in other words “to know the customer”.

Figure 7. 

Client education -Greenstar
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Franchisors

Most health franchisors are NGOs acting in cooperation with international 
NGOs.  Most of these franchisors are funded by one or more donor 

agencies.  At least three franchises are funded to some extent by their 
governments, i.e., “GoldStar in Egypt”, “Tinh Chi Min” (Sisterhood) in 
Vietnam, and “Janani” in India.  Franchisors also obtain some funds in the 
form of franchise fees, while franchisees in turn offset varying proportions of 
operating costs from client fees. 

Each social franchising business team has two key management positions: 
the social franchisor and the social franchisee. They cooperate to create and 
develop each social franchisee competency. Successful teams usually convey 
a very strong commitment to their social mission as they select, and hire 
staff, then train them in health service delivery and network management, 
while providing continuing supportive supervision. This strong, continuing 
training and supportive supervision by staff is essential because new social 
franchisees often lack updated knowledge and experience essential for 
provision of the franchise services.  

An important distinction to keep in mind is that the franchisee obtains the 
right to operate in a franchise, while the franchisor’s goal is to increase the 
health impact by expanding the reach and value of the franchise brand.  
As the numbers of franchisees increase and they become productive, the 
franchisor’s goal of increasing the health impact of the programme also 
grows.

Among health NGOs there are several types that could qualify as franchisors. 
The NGO that designs a project needs either substantial insight into the 
franchise process or should be able to find suitable partners to compensate 
for any gaps in its knowledge, by recruiting a franchise expert.  In addition, 
it must set up a franchise support unit for the franchise development and 
management. 

Social Franchisors in the Public Sector  
Some governments act as a franchisor, establishing or contracting out for 
quality improvement and performance of public sector clinics.  An example 
from Vietnam is described in the following box.

Government Social Franchising
‘‘Use our reproductive health care services here to feel the difference!’’
The	Vietnamese	government	has	 implemented	an	 innovative	
partial	franchise	model	for	public	reproductive	health	and	family	
planning	 services	 to	 address	problems	of	 under-utilisation	of	
services	at	 commune	health	 stations.	The	Government	 social	
franchise	model,	branded		‘Tinh	Chi	Em’	or	Sisterhood,	applies	
private	sector	franchise	approaches	to	improve	the	performance	
of	public	sector	service	delivery.	

This	 model	 provides	 an	 example	 of	 successful	 collaboration	
between	provincial	level	health	departments	and	an	international	
NGO	(Marie	Stopes	Int’l).	This	partnership	allows	 local	health	
departments	to	take	ownership	of	the	programme	and	act	as	
franchisors,	while	utilising	the	expertise	and	resources	available	
through	MSI-Vietnam’s	extensive	network.

EG
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Philippines
Phil Health Insurance accredits private midwives

Well-Family	Midwife	 clinics	 (WFMCs)	 use	 a	 uniform	 business	
model	 based	 on	 the	 principles	 of	 commercial	 franchising.	
They	provide	 a	 standardised	 set	 of	 services	 (family	planning,	
maternity	 care,	 reproductive	 health	 services,	 and	 infant	 and	
child	health	care),	but	are	independently	owned	and	operated	
by	 individuals	or	groups	of	midwives.	Maternity	care	 includes	
prenatal	 check-ups,	 labour	 and	 childbirth	 services,	 and	post-
partum	 visits.	 Many	 WFMCs	 are	 accredited	 by	 PhilHealth	
Insurance,	and	as	such,	PhilHealth	members	who	give	birth	at	
accredited	WFMCs	may	have	 their	delivery	 costs	 covered	by	
PhilHealth.	

Social Franchisors in the Private Sector
Health insurance firms and pharmaceutical companies seem well-suited to 
the franchisor role because they specialise in working with private health 
providers such as doctors and midwives. Should they link up with an NGO 
it would allow efficient access to hundreds of small private facilities in the 
network.An example is the Well-Family Midwife Clinics in the Philippines, 
which is described in the following box. 

Case Study

The social franchisor must monitor franchisees, take actions to confirm system 
compliance and ensure that franchisees follow optimum quality standards. In 
case of non-compliance, the franchisor must discipline the franchisee or even 
terminate the contract.  

The franchisor executive leadership must be fully involved in the franchise so 
that there is total awareness of successes and failures. The franchisor must 
include its franchisees in important decisions. Any significant changes or 
alterations in the area of franchise operations, marketing or finance should 
involve the franchisees.

The franchisor should test market new products, services or equipment in 
select franchisee locations before introducing them.  This process leads to 
an objective and credible result upon which the rest of the franchise network 
can base their decisions. 

In theory, the franchisor can implement guidelines to ensure that social 
mission objectives and philosophies are followed by the franchisee, which 
would, however, entail the need to have specific controls in place.

The franchisor normally has better negotiating power with suppliers than 
individual franchisees and is able to achieve economies of scale such as 
product design and development of new technologies, and the supply chain. 
The franchisor is usually better equipped to focus on marketing and growth 
as well. Furthermore, with the presence of a central franchisor, innovations 
developed by one franchisee can be quickly implemented throughout an 
entire network of franchisees.

A health social franchise needs a strong franchisor and a dedicated well-
resourced franchise support team to run it successfully.  The following traits 
make for successful franchisors:

Has a vision for addressing the disease burden•	

Has the ability to creatively manage diverse funding sources•	

Has capacity to maintain a comprehensive and ongoing training •	

programme;
Has a  feedback system for franchisee input;•	

Has a communication plan to keep franchisees engaged via •	

newsletters, memos, emails and other means of information 
exchange;
Has a marketing plan for effective promotional advertising;•	

Implementation
All social franchising begins with a social agenda that is implemented by 
the franchisor. The franchisor must ensure not only the performance but 
also the fulfillment of the social mission of the system by coordinating the 
social franchise system and assuring quality management of the system. The 
franchisor is the standard-bearer of the franchising system and must manage 
the strategy of the brand, providing guidelines, training and ensuring cost 
effectiveness.
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Franchisees

Private health care providers, doctors, nurses, midwives and pharmacists 
are best recruited to join the health social franchise as franchisees. 

In health care, a franchisee should be a regular and trusted service provider, 
preferably from the local community. Building the enduring relationship 
between provider and client requires time and studies indicate that it takes 
two to five years before its full potential is achieved.  The continuity of care 
offered by such a provider contributes to the quality of care and assures 
better results. This is often not possible in most ambulatory or outreach 
settings that are not organised to build such relationships. 

Finding the right franchisees is one of the greatest challenges in social 
franchising.  On the one hand, providers who join a social franchise must 
understand the social mission. On the other hand, it is important that 
franchisees have – or have the potential to develop – the required skills and 
competencies, in order to provide the franchise services. 

Social franchising in developing countries usually increases access to products 
and services by creating partnerships with existing clinics whose owners are 
health professionals with pre-service training. In the private sector, such 
clinics are often small solo practices.  While these professionals may know 
their curative practices, they often do not have access to practical training 
and updates in public health or business management methods.  

Success in social franchising is the result of managing the franchisees well. 
Training in particular is vital for franchisees. Since the formal training may be a 
one-time event, there should also be frequent supportive visits to franchisees 
to reinforce performance improvement, on the job training and to track the 
defined standards of care. The demand generation component brings clients 
through the clinic door; they should leave satisfied with the quality of service; 
this will lead to an increase in client numbers as well as franchisee popularity 
and prosperity. 

The franchisee selection should be in line with the franchise services. When 
the franchisee is not the appropriate person to deal with a franchise service 
it will be necessary to shift the task to the next level of providers.  For 
example, doctors may be poor prospects for family planning services, while 
nurses, clinical officers and pharmacists, all of whom benefit from joining the 
franchise, may offer family planning products and services more willingly and 
in an appropriate manner.  The method used by Greenstar in Pakistan to find 
appropriate providers is described in the following box.

Franchisees should take time 
to check out... the franchise 
opportunity
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Well-Family Midwives Clinic
Are	you...	

A	registered	and	practicing	midwife,	with	at	least	three	•	

to	five	years	midwifery	experience	and	performing	a	
minimum	of	three	to	five	deliveries	per	month?	
30	to	45	years	old,	with	an	outgoing	personality	and	•	

positive	work	attitude,	and	enjoying	positive	support	
from	family?	
Willing	to	provide	family	planning	services?	•	

A	resident	of	community	who	enjoys	good	relations	with	•	

other	community	members	particularly	the	local	health	
units?	
Willing	to	invest	start	up	capital	to	defray	the	costs	of	•	

renovating	clinic	facilities	and	to	procure	counterpart	
FP/MCH	clinic	equipment	and	instruments	to	meet	
WFMC	Operations	Standards,	as	well	as	to	cover	
initial	expenses	such	as	advance	rentals	and	securing	
necessary	government	permits?	
Willing	to	pay	for	training?	•	

Willing	to	pay	Franchise	and	Royalty	fees?	•	

Willing	to	undergo	required	psychological	tests?•	

Case Study

Because social franchising is mostly used to market a range of health services 
and products through clinics and pharmacies for low-income populations, 
social franchising is not a good fit for entrepreneurs in search of a highly 
profitable investment. However, as client numbers increase and clients stay 
loyal, the social franchisee does have an increase in income and community 
goodwill over time.  

Social franchisees who enter a franchise system have the right to learn how 
to implement the project and should be given a detailed written manual. 
They further have the right to use the franchise brand name that the 
franchisor has established. Franchisees can also obtain support and training 
from the franchisor. In turn, they must conform to the system’s principles and 
guidelines, cooperate with the franchisor and attend training and seminars.

Placing the right franchisees in the right place.

In	its	pilot	stage,	GreenStar	social	marketing	sent	field	staff,	street	
by	street	through	two	cities	to	identify	potential	providers	and	
evaluate	their	premises	for	basic	minimum	standards	needed	for	
the	franchise	services.		Those	meeting	the	standards	were	then	
invited	for	 training	and	enrolment	 into	the	 franchise	network.	 	
Potential	providers	were	also	identified	from	lists	compiled	by	
pharmaceutical	 companies	 and	 professional	 associations	 of	
doctors,	nurses	and	pharmacists.

EG

Figure 5. 

Greenstar franchisee.

In the Philippines, the Well-Family Midwives Clinic social franchise system 
used the advertisement shown in the box below to find franchisees. 
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Social franchisees should also carry out marketing and demand generation 
activities for the franchise services and, where applicable, pay franchise fees. 
Finally, they must follow quality standards to ensure the good reputation of 
the franchise system.

Apart from individual providers, various potential franchisee groups can 
be identified among local non-profit and community agencies.  Use of 
such groups has the advantage of drawing on established organisational 
structures, especially for fundraising and marketing. These organisations can 
form partial franchises that are managed alongside the other activities of the 
organisation.  However, existing entities sometimes have their own cultural 
and operational style that might not be compatible with those of the social 
franchisor. This factor can be controlled through contractual agreements, 
however, the franchisor should initially aim at recruiting franchisees who have 
the same philosophy and share common goals.

The franchisees should investigate and interact closely with franchisor 
management. This is important in determining the amount and quality of 
ongoing support that a franchisee can expect from franchise management. 
Continual training for the franchisee and franchise support staff is crucial, as 
is communications with the franchise support team and headquarters.

“There should be a very active support programme,” advised a Kenyan 
franchisee. “We expect to receive a very detailed description of what we will 
receive from the franchisor, month in and month out.”

Successful franchisors embrace this kind of attention from franchisees. 
“We’ve got our cell-phone numbers right on our business cards,” notes a 
franchise manager. “We know how important it is not to leave franchisees 
hanging.”

Franchisees should take time to check out the NGO franchisor and the 
franchise opportunity. Visiting the NGO, seeing its facilities, looking at its 
values and checking with some of its first franchisees in nearby operating 
locations, will help potential franchisees assess the commitment of the 
franchisor and determine how associating with the franchise might work 
out.

Franchisees are health workers who save lives, as indicated in the graph 
in Figure 6 that shows a strong relationship between the concentration of 
health workers and survival rates of mothers, children and infants.

Figure 6. 

Relationship between density 
of health workers and survival 
rates of mothers, children 
and infants. (Source: World 
Health, 2006)
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Franchise Services

Following training, a BlueStar Vietnam franchisee said, ”I thought clients only 
needed to be given treatment, but now I must go out of my way to tell them 

about the franchise preventive services and also try to make sure they leave as 
satisfied clients, who by word of mouth will refer others in need, to my clinic.”

By using the partial franchise approach, public health services can be added 
to the franchisee’s practice. A woman who has been properly counselled 
and provided with effective services will be more likely to bring her children, 
family and friends to the franchise clinic.   

Once the system and processes are in place, the social franchise becomes a 
service delivery channel for additional public health services and a centre for 
integrated services – a one-stop shop. Providing a broad range of services – 
some more profitable, some less so – that meet the various health needs of 
the people, should be a fundamental part of the social franchisee business 
plans.

It has been noted that a significant impact is made on the earning potential of 
the clinics that add safe delivery to the menu of maternal services. Labour and 
delivery services command higher fees and thus help generate more income.  
With a clear demand, the profit margin for maternity services is higher than 
for family planning.  Furthermore, safe delivery services including obstetric 
emergency care, can be powerful recommendations in support of the social 
franchisee, especially through word-of-mouth testimonials. The service and 
product mix should be expanded to meet the client needs, improve quality, 
and increase the franchisee’s clinic profitability.

As social franchises add more products and services, some help to subsidise 
the preventive services that tend to be less profitable.  Reproductive health 
social franchises are increasingly recognising the need to expand into general 
medical services in order to attract clients and increase both integration of 
health services and clinic sustainability.  Service contracts with the public 
sector and partnership with pharmaceutical manufacturers are other ways to 
increase the product and service mix.  

Another trend in social franchising is the increasing use of modern health 
technologies to attract clients while minimising cost, for example the use of 
medical abortions and telemedicine.

Currently, public health services that are franchised include the following 
health activities.

Figure 8. 

Coutesy PSI/Kenya 
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shown below.

 

Since 2003, a few franchises have added specific disease management 
activities such as malaria, tuberculosis direct observation therapy (DOT), 
voluntary confidential counselling, testing and treatment for HIV, pneumonia 
and diarrhoea treatment for children. There is still room for further diversifying 
services in line with a country’s disease burden and national priority areas.

In developed countries health care is the fastest growing industry, when 
measured in monetary terms.  Home health care, nutrition advice, nutrition 
products and lifestyle-change advice services are expected to grow 
significantly in the next decade as profitable businesses. Three self-sustaining 
health franchise services in the USA are summarised in the following box. 

Family Planning is used to avoid unplanned pregnancies, which •	

should not be a gamble. Services should include a wide choice 
of contraceptive methods including condoms, combined oral 
contraceptive pills, injectables, IUCDs and implants and sterilisation 
(both male and female) and also cover counselling about the benefits 
of family planning and appropriate methods for an individual client 
based on their medical history and personal preference for new and 
repeat family planning clients.

Maternal and Newborn Care: This comprises a full range of care •	

for pregnancy and normal delivery, antenatal check-ups, labour, 
childbirth, and postpartum follow-up with family planning. For 
example, The Well-Family Midwife Clinic network in the Philippines 
has midwives trained to attend normal deliveries; in the event of 
complications, the midwives are trained and equipped to stabilise 
the woman and refer. All these midwives have back-up physicians 
and designated referral facilities. Tetanus toxoid immunisation, 
iron and folate supplementation, nutrition counselling, anaemia 
screening, breastfeeding, and family planning counselling are done 
during antenatal visits. Immediate postpartum care includes initiation 
of breastfeeding, management of haemorrhage and referral if 
needed.  

Sexual Health: This consists of the management of sexually •	

transmitted diseases and covers adolescent reproductive health.

Women’s Reproductive Health: These services include cervical cancer •	

screening, pelvic and breast exam, and pregnancy testing.

Infant and Child Health:  Services offered are those concerned •	

with the care of newborns, infants and young children and include 
breastfeeding counselling and management, well-baby check-ups, 
vitamin A supplementation starting at 6 months, and immunisations 
for childhood illnesses.

General Health:  The services on offer include blood pressure •	

screening, nutrition and lifestyle advice, ear piercing for infant 
girls and circumcision for boys.  Some franchises may sell over-the-
counter medicines such as analgesics and antiseptics, and other 
hygiene products such as dental products, sanitary napkins and 
soap. An example of a midwife’s range of products and services is 

	  
Figure 9. 

BlueStar Phillipines sign board.
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Self-Sustaining Health Services Franchises in the USA

Visiting	 Angels	 Living	 Assistance	 Services	 Health	 Franchise	
awards	homecare	franchises	to	candidates	who	share	their	core	
values.	Most	candidates	recognise	the	need	in	their	community,	
are	 looking	 for	 a	 career	 change,	 or	 have	 had	 a	 personal	
experience	with	a	loved	one	in	need	of	homecare.

Caring	Senior	Service	Health	Franchise	provides	non-medical	
homecare	 services	 and	 safety	 care	 products	 to	 seniors	 who	
need	assistance.

NUTRISHOP™	has	more	than	100	locations	across	the	U.S.	 is	
one	of	the	fastest	growing	retail	nutrition	chains	today	offering	
consumers	all	top	brands.

Exercise gyms comprise a big and growing commercial health franchise in 
many countries.  Their growth corresponds with growing interest in weight 
control, especially among women, and with higher levels of knowledge about 
the many benefits of regular physical exercise.

	  

EG

Home health care, nutrition advice, 
nutrition products and lifestyle-
change advice services are expected 
to grow significantly in the next 
decade as profitable businesses.
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Quality,  Quality,  Quality
 

In healthcare, the simple definition of quality is performance according to 
standards that are known to be safe, affordable and have a positive impact 

on disability. 

Quality in a social franchise translates the above definition into two parts: 
the quality of the provision of care within the franchise and the quality of the 
services as experienced by the clients. 

Quality assurance requires the three interrelated steps called - The Quality 
Assurance Triangle. 

The first step is to plan the structures, processes and outputs including •	

asking the following questions: Is the franchise facility adequately 
prepared to offer a high standard of care?  Are clients receiving this 
standard of care? What is the impact on client knowledge, behaviour 
and satisfaction?     
The second step is to implement the plan.•	

The third step is to assess the quality of care by monitoring outputs •	

and evaluating outcomes and impacts, then feeding the assessment 
results into step number 1 where the cycle will be repeated.

Figure 10.

The Quality Assurance Triangle.

1. PLAN

2. IMPLEMENT
3. ASSESS

“doing the right things right, the first 
time.”
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Quality assurance therefore, goes beyond merely identifying a problem. It 
requires correction, improvement and continual assessment to assure that 
identified problems have been adequately addressed and that no further 
problems have cropped up in the process. 

Continuous assessment of the quality of services provided by franchisees 
is fundamental to any franchise. It is known that unless monitored and 
supported, some people resort to the easiest ways of getting results that 
do not necessarily correspond to the goals of the franchise system or lead 
to client satisfaction.  When assessment of quality is built into the routine 
monitoring of services, more attention is devoted to the processes inherent 
in delivery of services. 

Attention to quality in health care is essential as it helps to reduce a great deal of 
wastage. Quality assurance may appear to be a luxury for low-income countries, 
but assuring quality is about prevention of problems through planned activities 
around services, a fact that cannot be ignored. 

Tuberculosis	 treatment	 is	 a	 good	 example:	 the	 initial	 oral	
drug	dosages	may	be	 ineffective	 if	 the	quality	of	counselling	
is	poor,	which	 leads	to	the	patient	defaulting.	Or,	 in	 the	case	
of	TB	vaccination,	if	counselling	is	inadequate,	correct	storage	
temperature	 may	 be	 exceeded,	 reducing	 potency	 of	 the	
vaccines.		

Clients expect that a quality social franchise facility will give them better clinical 
care and a better service experience than a non-franchise facility. Service providers 
know quality assurance efforts give them the opportunity to excel in their work, 
this helps increase job satisfaction, which is a reward in itself.

Managing quality requires a focus on both process and controls as a means 
of continuous improvement. There are various quality assurance models 
used in industry. One model that has been very popular is the ‘total quality 
management’ system (TQM) often associated with the phrase - “doing the 
right things right, the first time.”  A franchise can easily adapt some of the 
main principles that underlie TQM, as shown in Table 1.

As the two major goals of social franchising in health are to improve the 
quality of care provided to clients and to increase the access to that care, 
private providers are well suited for franchising. Although in most countries, 
they are already perceived to have a higher quality than the public sector 
providers in actual fact the quality is highly variable. High quality leads to 
client satisfaction which may enhance a client’s willingness to make a payment 
for services and make it more likely that the client will return for future care. 

The franchise reputation for quality and reliability is also built by meeting 
client requirements consistently, over time. “The reputation for poor quality 
lasts a long time and can become national or international. Therefore, the 
management of quality must be designed and implemented and used to 
improve reputation.”  - JS Oakland 

In managing quality in healthcare, the franchisor needs to ask two 
questions. 

•	 Is	the	franchisee	capable	of	doing	the	job	correctly?	

•	 Does	the	franchisee	continue	to	do	the	job	correctly?

Total Quality Management

Prevention
Prevention is better than cure.  In the long run, it is 

cheaper to stop defects than trying to find them

Zero defects
The ultimate aim is no defects - or exceptionally low 

defect levels if a health service is complicated

Quality involves everyone
Quality is not just the concern of the franchisor - it 

involves the franchisee and their teams

Continuous improvement
Those in a franchise should always be looking for ways to 

improve processes to improve quality

EG
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Components of Quality in a Franchise
The framework for quality that helps providers determine whether they meet 
their standards has several parts. The foremost is the providers’ technical 
competence, followed by access to services, provider and client interaction, 
continuity of care, safety of both the client and provider, and efficiency. This 
last one is particularly important, as resources are usually limited, so quality 
of care should be optimal.

Technical competence for service providers is defined by how well •	

and consistently they meet national and international service delivery 
standards.  Clearly, in this respect, a lack of skills can lead to errors and 
jeopardise client safety. In the case of non-clinical staff, competence 
must be judged by the tasks they perform, for example, a pharmacist 
must possess competence in following prescription instructions and 

Figure 11. 

Courtesy PSI/Kenya

inventory management. A focus on providers with specific training is 
a key strategy to improving quality of services. The ultimate purpose 
of training should be to make the franchisee a local expert in the 
franchise services. Specific knowledge about quality of care, such as 
interpersonal communications and prevention of infection and new 
technical skills, are a part of the core training sessions. This should be 
followed by certification of providers and accreditation of facilities. 
This forms the gateway for provider participation in a social franchise 
as a cost-effective way to initiate service quality. 

Access to service is a wider component that includes factors such as •	

geographic area, financial ability, cultural orientation and language. 
Where travel is difficult or service in the local dialect is a problem, 
quality needs attention. Quality can also be compromised by clinic 
access issues such as the opening hours and waiting time.

Interaction between provider and client is probably the most crucial •	

component, in terms of its effect on client behaviour.  Provider and 
client interaction deals with the treatment of clients and what they 
are told, in terms of both accuracy and essential information. These 
interactions establish trust and the franchisee’s counselling helps 
ensure that the client can make informed choices and heed advice. 
Clients treated with disrespect may avoid seeking care. There are 
also some features that do not directly relate to clinical effectiveness 
but which help to draw clients back for return visits. These factors 
are related to comfort, cleanliness and privacy. Often just a simple 
step such as putting a partition or a curtain between the consultation 
and examination area is enough to ensure privacy.  These small 
considerations cannot be termed luxuries as they directly add to the 
client’s comfort and helps attract and retain clients.

Continuity of care is an element of quality and some clients may •	

need referral for specialised care.  Keeping accurate medical records 
is therefore vital so that a new provider can be aware of client history 
and continue to build on previous care without interruption. 

Efficiency in quality is about optimising use of all resources: financial, •	

structural and human, to assist in the quality of care.       
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The implementation of the quality care process begins with an assessment 
to help identify gaps in the dimensions of quality.  The gaps most commonly 
identified are physical limitations such as space and equipment at clinics, 
infection prevention procedures that are not standardised, weakness in 
supplies management, poor technical skills and lack of referral systems. 
Enhancing quality will therefore require significant investment across a wide 
range of areas such as purchase of new equipment, renovating infrastructure, 
developing standards of care, improving clinical and professional skills.

Improvements must overcome the identified gaps so that the franchise 
reaches the state of standard quality. The process of quality improvement 
should involve the clinic owners and their own self-assessment using checklists 
prepared by the franchisor. This appraisal of services and management 
practices will increase self-knowledge and strengthen the motivation towards 
the quality improvement process. The action plan should include “what 
needs to be done, why, how, when and by whom.” These activities bring the 
franchisee and franchisor teams together and is a way of inculcating both 
a franchisee behaviour change and developing a culture of offering quality 
services.

Guidelines and standard operating procedure manuals in line with national 
policy are part of the quality process. These help to improve the knowledge, 
skills and confidence of the franchisee in delivering high quality services.  
Guidelines should also be consistent with international standards, for example 
in family planning, the manuals should include the WHO Medical Eligibility 
criteria for contraceptive use. 

Maintaining quality requires regular monitoring and provision of 
encouragement to franchisees in order to ensure compliance with quality-of-
care standards established as a condition of franchise membership and set in 
written agreements with the franchisor.

Quality monitoring is a cost-and-labour intensive part of social franchising 
which is more expensive and harder to maintain as the franchise network 
grows. Risks increase significantly as donor financial assistance winds down 
and support units have to be shuttered. Even where governments surrender 
an increasing share of health service provision to the private sector, they 
generally retain the policy and regulatory role to set standards of care, 
professional accreditation, etc. Governments generally do not have the 

capability to monitor the quality of private health providers continuously. 
These constraints pose a substantive challenge to the prospects for 
sustainable scaling up of social franchises.
A supportive supervision system is essential to ensure standards are 
maintained in service delivery. The style has to move away from policing to 
empowerment for improved franchisee performance. This approach has a 
forward focus  

Recognition of quality is the last step in the improvement cycle. This should 
be based on the extent to which the action plans have been implemented. A 
quality certificate or award can be issued as a non-monetary reward.  

Some additional ways to ensure quality are consumer education and 
advocacy; both have an important role to play. Clients will bypass or switch 
from providers who offer poor quality services. Examples of consumer 
protection are the India Consumers Act and the Philippines Seal of Approval, 
which act as public sector initiatives to empower consumers of health care. 
Clients can vote with their feet on the quality of providers; in other words 
they will cease to use poor services.

Professional bodies such as medical and nursing councils can assure quality 
through certification and accreditation. However these groups often do not 
focus on competency. Regulation of providers by insurance companies and 
government endorsement are other ways of quality assurance.
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Dis-enfranchising

If a franchisee is found non-compliant with the agreed quality standards and 
continues with low performance, lack of recording and reporting, then a 

warning letter should be issued along with the suggested remedial measures. 
If the franchisee is found non-compliant after two warning letters, it is best to 
remove the franchisee from the network. It is best to follow a process such as 
BlueStar’s three-step process:

Inform the franchisee of the performance issues that are of concern •	

and hold an open discussion.  
Set a timeline and support the franchisee to improve before de-•	

franchising occurs.  
When de-franchising must occur, leave the door open to the •	

franchisee if they wish to return at a later stage (within franchise 
standards)

PSI/ Sun Quality Health in Myanmar dismisses providers for irregular 
reporting, product leakage, and violation of franchise rules and regulations.  
Since the beginning of the franchise, PSI/Myanmar has dismissed 1 per cent 
of Sun Quality health franchisees. It has not yet dismissed any Sun Primary 
Health providers.

...to remove the franchisee from 
the network.  It is best to follow a 
process...
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Marketing

 

The objective of marketing is to influence behavior of the provider and 
consumer.

The management process through which franchise products and services move 
from concept to the consumer, is planned and implemented through the Market-
ing Mix of the Four P’s: A traditional term used in commercial marketing, describing 
four variables that control the offering of a marketing intervention (1) identifica-
tion and creation of the right Products and services, (2) distribution of the products 
and services to the right Place, (3) at the right Price and (4) with the right Promotion 
(communication and advertising). Most importantly, with the right mix of market-
ing activities the clients and customers will take action by visiting a franchisee. 

In social franchising for health, marketing concepts and techniques are used 
to help influence behaviour among target clients in order to benefit four par-
ticipants: the consumers, franchisors, franchisees and society as a whole.

Of the almost innumerable definitions of marketing, the following is par-
ticularly useful for social applications: “Marketing views the entire business 
process as consisting of an integrated effort to discover, create, arouse, and 
satisfy customer needs ... It puts the customer at the core of a company’s 
processes and practices.” Harvard Business School Professor Emeritus Mar-
keting T. C. Levitt.

Every successful franchise needs a marketing plan because limited resourc-
es should not be wasted on ineffective and unplanned activities. A strong 
Annual Marketing Plan (AMP) not only builds brand identity, but also helps 
increase income for the franchisees and the franchisor.  A practical and evi-
dence-based marketing plan can be conceptualised as the cyclical process 
shown in Figure 2 that aims to set the best course to achieve the desired 
success by ensuring that all marketing decisions are based on evidence as 
shown in the centre of the diagram.  Consequently, evidence will lead to 
detailed descriptions of all six steps:(1) market research activities, (2) pro-
files and quantifications of target clients, (3) designs and short field tests of 
products/services and their prices, (4) setting baselines, (5) launching and 
nurturing full-scale marketing activities, (6) assessing through monitoring of 
activities and outputs along with evaluation of outcomes and impacts, then 
feeding the results of the assessments into step 1 of the next cycle. Details 
of the plan will also lead to an evidence-based annual marketing budget and 
detailed descriptions of utility and benefits each year. 

The plan should apply one of the most important, proven principles of marketing, 
namely to ‘know your client.’  To succeed at gathering such knowledge, a good AMP 
will use the knowledge of franchise staff and franchisees to answer three major 
questions: Do staff members and franchisees understand the marketing plan? Do 
they think it beneficial? How could it be improved? 

“That’s your Big Marketing Plan?”*

* Courtesy of PSI Global Social Marketing

discover, create, arouse, and 
satisfy customer needs.
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Client profiling and segmentation is an important process because it includes 
identifying clients as distinct groups to whom the products and services will 
have an appeal. Some frequently used examples of segmentation groupings 
are by demographics, by socioeconomic status or by attitudes and behaviours.  
To help focus the plan, it is important to decide the approach to clients, 
which might be emotional or informational or both. The end result is an AMP 
that specifies who to target, how to target, what prices to charge and how to 
communicate with the target groups.

As clients define the marketing activities that a franchise should use, an 
important question becomes ‘what is the most cost-effective way to attract 
specific groups of clients in need of public health care?’ Answers to the 
question will lead to shifts in resources to the higher-pulling marketing 
activities.

The AMP will also be used to develop the franchise positioning strategy 
and taglines, which influences the design of the marketing communications, 
prices, packaging and placement of services among service providers. The 
questions that help formulate a positioning statement are: Who are you? Who 
are your target clients? What are their needs? The taglines should help the 
client to think about the franchise products and services in the correct way. 
For example, the taglines used in the successful national Indonesian family 
planning programme is  “A happy and prosperous family”. In the Philippines 
family planning is positioned as a sign of love for children: “If you love them, 
plan for them”. Social franchisors also develop brand names and logos for 
the products and services that satisfy specific target markets. The aim is to 
link brand names and logos that represent quality products and services with 
affordable health care.

Product	,	Place,	Price	and	Promotion
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Promotions/Demand 
Generation

In marketing, getting the word out through multiple channels is a key to suc-
cess. Being part of a franchise system offers tremendous advantages such as, 
instant brand recognition, and use of various channels for effective communi-
cation. There are plenty of opportunities and a great need for the franchisor 
and the individual franchisees to help drive business because even the best 
quality, most accessible services are pointless if people do not know about 
them or want them. Therefore effective behaviour change communications 
(BCC) must be put in place to encourage greater use of the franchise ser-
vices. In addition one activity is not enough; BCC should be ongoing using a 
mix of the three major communication channels – mass media, interpersonal 
and community channels. 

Franchise clinics should have bold branding, such as direction sign pointing 
to the clinic, or an illuminated sign post and the clinic can be painted with 
the logo. Billboards in the vicinity could list the services and address, while 
leaflets, posters and name cards are very useful reminders when these also 
list the franchise services.  Broadcasting on community radio health educa-
tion programmes and above all the interpersonal channel where community 
workers trained as health educators conduct house visits, arrange commu-
nity meetings with satisfied clients, event days and hand out referral cards 
and vouchers as part of the demand generation mix.

In addition to promoting and sustaining the healthy behaviour some of the 
following points are also very useful to remember:

Social franchisees know their clients and community and where •	

there is a demand for health services. Successful clinic owners make 
adjustments according to cultural factors and trends.

Paid advertising campaigns including public relations representation •	

help to gain support from donors and government.
Franchisees become known as the franchise services experts who •	

create brand awareness and with the franchisor support should 
enforce this through newspaper articles, blogs and other social 
media, where relevant.
Keep previous clients coming back through in-clinic promotions, •	

loyalty programmes, coupons, vouchers and special offers and 
involvement in the community, for example sponsoring sporting or 
charity events.
A web site is undoubtably an essential tool to keep the health •	

professionals engaged. It may be appropriate for some franchises to 
have their own web site for their local market.
A marketing database is a great way to log franchise marketing •	

progress and keep track of clients.
Establish a referral system with other experts and in the community.•	

Make the most of word of mouth (WOM) through existing client •	

base. Ask clients to give testimonials, act as references or offer an 
incentive programme for them to refer franchise services to others.
Identify and cultivate decision influencers.•	

The franchisee and franchisor should understand that one mistake in running 
a business is remaining static — if a franchise wants to remain successful, 
they must find new ways for reaching the target groups.

Numerous models describe demand generation steps: The Centre for 
Communications Programs at the Johns Hopkins Bloomberg School of 
Public Health designed the five step ‘ P-Process’. The five steps are analysis, 
strategic design, development and testing, implementation and monitoring 
and evaluation and re-planning.  Other organisations have similar processes, 
for example, the ‘Communications for Better Health’ and ‘Tools for Behaviour 
Change Communications’ can be found in Population Reports. PSI has a 
process called Delta marketing.

In marketing, getting the word out 
is a key to success.
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Branding

Brand: Is it a promise of product performance, an assurance of quality or 
service? Or is it the perception of value or satisfaction through association 

with a company or product? Is it a sensory, emotional, or cultural image of a 
company? And is it really a source of lasting competitive advantage? 
It’s actually all of those things, and more.

A brand is a kind of promise; it is a set of fundamental principles as under-
stood by anyone who comes into contact with a franchise. A brand is an 
organization’s “reason for being”; it is how that reason is expressed through 
the various communications to its key audiences, including clients, potential 
clients, shareholders, employees, and analysts. 

Apple’s brand is a great example. The Apple logo is clean, elegant, and easily 
implemented. Notice that the company has altered the use of the apple logo 
from rainbow-striped to monochromatic. In this way, they keep their brand 
and signal in a new era for their expansive enterprise. Think about how you 
have seen the brand in advertising, trade shows, packaging, product design, 
and so on. It is distinctive and it all adds up to a particular promise. The 
Apple brand stands for quality of design and ease of use. Branding takes 
place when people associate an emotion with a product.  Sometimes “brand 
marketing” (advertising, public relations, etc.) has an impact on that, but by 
far the most important factor is the product or service itself.

In social franchising branding is necessary and beneficial for the client, the 
franchisee, and the franchisor and worth the investment. “The brand” is 
the sum total of the name, logo, and the meaning communicated about 
that brand through the messaging to clients, franchisees and others. The 
meaning of the brand is developed through the messaging used in demand 
creation events in the field. The meaning in reproductive health franchises for 
example is focused on the availability of safe, quality, and affordable family 
planning, post abortion care and maternal health services. Therefore in a 
franchise, services and products are the critical part of any marketing plan. If 
these are of good quality only then will the brand promise have been met. 

How commercial and social franchise branding differ?
Unlike commercial franchising the social franchise branding is aimed at both 
providers and clients. It often has to encompass services which carry a stigma 
resulting in provider reluctance to associate with the brand. In addition the 
branding needs to be kept general so that additional curative services can 
be integrated over time.

The world’s leading brands

Regd. Trademark
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Detailing

There are many methods used for provider behavior change. The most well 
known is medical detailing which refers to offering “details” about medical 

products to providers through clinic visits. Medical detailing is a proven strategy for 
changing clinical practice and has been used for several decades by pharmaceutical 
companies to introduce new products and discuss them with the providers. 
Consequently, detailers are highly trained about their company’s products so they 
can answer any and all questions.  Detailing began as the medical equivalent of 
door-to-door salesmen inasmuch as their only goal was to increase the numbers of 
prescriptions for specific products manufactured by the detailer’s employer.

The success of medical detailing has led continuing medical education (CME) 
designers and quality improvement entities to use the detailing approach to 
motivate healthcare providers to adopt new clinical practices that will benefit 
patients and health services.  Examples of non-profit medical detailing 
include decreasing prescription of expensive branded drugs; increasing use 
of low-cost generic drugs; improving patient screening, improving quality of 
care, etc. in this context called academic detailing.

 Academic detailing meets the real needs of providers in routine patient 
care by providing timely and relevant, evidence-based, balanced information 
through an individually tailored personal exchange. Establishing a respectful 
relationship through mutual learning is imperative in order to provide this 
service successfully. In short, academic detailing works because, when done 
correctly, it is a service to providers rather than an imposition.

Therefore  techniques of academic detailingneed interpersonal communication 
skills with trained detailers who provide information aimed at strengthening 
clinical techniques and prescribing habits. This type of face-to-face visit helps 
in giving feedback about their performance or may be based on overcoming 
obstacles to change.  Some important aspects to include in this methodology 
are:

Investigating the baseline knowledge and motivations for clinical •	

behavior patterns and potential barriers to behavior change;
Defining clear educational and behavioral objectives;•	

Referencing authoritative and unbiased sources of information and •	

presenting both sides of controversial issues;
Stimulating active participation in educational interactions;•	

Using concise graphic educational materials; •	

Highlighting and repeating the essential messages; •	

Providing positive reinforcement of improved practices in follow-up •	

communications

Several studies have evaluated such outreach visits and findings are positive, 
they do appear to improve the care delivered to patients. When trying to 
change how health  professionals prescribe medications, outreach visits 
consistently provide small changes in prescribing, which potentially might 
be important when hundreds of patients are affected. For other types of 
professional practice, such as providing screening tests, outreach visits 
provide small to moderate changes in practice.  However, the effects vary 
widely and the reason for this variation is unclear.  

Academic detailing is a method 
used for franchisee behaviour 
change.
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Commodity Security

N o Product, No Programme - is a reminder that health franchises cannot 
operate successfully without a full supply of essential commodities.  

“Security” refers to the knowledge that important commodities including 
essential drugs, contraceptives and laboratory supplies are always available 
at an affordable price. There must be a strong supply system for all essential 
health commodities and an environment in which they can be sustained. 

Figure 12. 

The Bluestar IUD package

Health outcomes and health system performance are severely limited by 
shortages and stock outs of essential supplies at service facilities and by cost 
inefficiencies associated with unused and expired drugs.  Poor supply chain 
management in public health systems is due in part to the lack of appropri-
ate supply chain skills among those responsible for the management and 
use of supplies at all levels of the health system.  To address this challenge, 
a broad coalition of key health organisations have formed a new initiative 
– “People that Deliver” – USAID/DELIVER PROJECT to professionalise the 
management of public health supply chains.  The initiative focuses on raising 
awareness of the competencies required for health supply chain manage-
ment.  It assists health and educational institutions to embed those com-
petencies within the health workforce and supporting countries to develop 
policies to promoting sustainable excellence in public health supply chain 
management.  

BlueStar Philipinas worked with a local software development company to 
create a system that accepts weekly statistics reports and stock re-orders 
through short messaging service (SMS). The software creates a database and 
generates tables.  Stock reorders from franchisees are sent to BlueStar by 
text messages that are automatically delivered in their SMS system. The fam-
ily planning commodities are then delivered by a logistics company. All other 
commodities are purchased from local pharmacists.

GreenStar social marketing has a range of contraceptives, maternal and child 
health products on offer for their franchisees distributed regularly through 
their staff.

Figure 13. 

Products marketed by Greenstar 
social marketing, Pakistan 
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Sustaining a Franchise
Sustainability has many dimensions, most businesses describe 

sustainability as replacing nationally and internationally produced items 
with products created locally and regionally and taking responsibility for 
the effects they have on the natural world. In addition, the production 
processes should be humane, dignified, and intrinsically satisfying. Finally, 
the products created should have long-term utility whose ultimate use or 
disposition will not be harmful to future generations.

  Most environmentalists define sustainability as improving the quality of human 
life while living within the carrying capacity of supporting eco-systems. 

Most health NGOs describe sustainability as that which is achieved through 
efficient operations, increasing health impact, cost recovery and contracts 
with government and ongoing grants or loans from donors with a diversified 
funding base to help with ongoing finances for serving the low-income 
populations.

Clearly in social franchising, there is a need for more discussion within the 
community of practice around the topic of sustainability 

What is clear is that there are three critical areas for sustaining a social 
franchise :

Financial sustainability for the franchisor; this means  achieving • 
financial self reliance while maintaining a social mission with 
organisational independence. 
Impact sustainability means increasing and maintaining service • 
provision with optimum quality services.
Management and leadership sustainability are the commitment, • 
values, management and leadership capacity of the senior 
management.

Figure 14. 

Guy Stallworthy’s diagram 
presented at The First International 
SF Global conference- Mombasa 
November 2011

Time

Impact

Time

Impact

Time

Impact

It is the long-term, repeat, and performance-based funding sources – such 
as individual, government, corporate, and fee-based that will provide 
predictable funding.   Which type of revenue sources a financial sustainability 
model contains, will depend on the organisation’s approach as well as the 
social problem being addressed. For example, Harvard School in USA is a 
non profit institution but is sustained since as early as the 1600’s, it continues 
to serve a societal need and gets money through endowments and several 
other funding channels. 

Approaches to sustainability for social franchising serving public health goals 
can be described as follows: 

In low income countries: the market approaches to health franchising are •	

experimenting with demand side financing. While the franchisor looks for 
grants for its franchise support units. 
In medium income countries, the market approaches will not seek •	

long-term, repeat, and performance-based funding sources such as 
donors and government but work towards full cost recovery.
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In other words, social franchising for health provides a solution that has great 
potential for societal benefit but, little hope of generating the profits needed 
for complete financial cost recovery. Social franchising adopts the low-profit-
market approach, which is to address health problems while striving for what 
can be considered a different kind of bottom line profit: the generation of 
new and transformative solutions to the nation’s most pressing public health 
problems. 

FRONTIERS partner, Family Health International, implemented the “Financial 
Sustainability Capacity Building Initiative” from 1999 to 2008 to build skills in 
economic analysis to help NGOs improve sustainability

 

Financial Sustainability in Ghana: 
Operations Research for Policy

In	Ghana,	Frontiers	in	reproductive	health	conducted	operations	
research	on	 costing	of	 services	 in	 faith-based	hospitals.	 The	
findings	across	 the	 four	hospitals,	 showed	cost	 recovery	was	
greatest	 for	 antenatal	 visits	 (93	per	 cent),	mainly	because	of	
charges	 for	 laboratory	 tests,	 and	 lowest	 for	 family	 planning	
visits	 (5	per	cent)	because	of	 the	absence	of	 laboratory	 fees	
and	 lower	 service	 fees,	with	VCT	 in	between	at	34	per	cent.	
Overall,	 fees	 charged	 in	 the	 four	 facilities	 do	 not	 appear	 to	
be	related	to	costs.	Armed	with	this	knowledge,	the	decision-
makers	could	use	the	cost	data	to	set	up	an	institutional	policy	
for	 cost	 recovery	 and	 thus	 enhance	 financial	 sustainability.	 	
With	the	skills	developed	in	costing,	the	staff	used	the	costing	
technique	to	identify	costs	in	other	facilities.

GreenStar- Pakistan 
What types of sustainability should we seek?
	
Key	 informants’	 views	 vary	 on	 the	 advantages	 and	
disadvantages	of	the	partial	social	franchise	approach.	Some	
express	concern	regarding	the	durability	of	this	model,	noting	
that	 its	dependence	on	external	support	makes	it	vulnerable	
to	donors’	changing	priorities,	a	 risk	not	shared	to	the	same	
extent	by	more	financially	secure	models	such	as	those	in	Latin	
America	 such	 as	 Bolivia’s	 PROSALUD	 and	 PROFAMILIA	 in	
Columbia.		

Others	suggest	that	the	self-financing	test	was	not	appropriate	
for	 service	 delivery	 networks	 like	 the	 GreenStar	 franchise	
system,	 or	 networks	 organised	 to	 prevent	 HIV/AIDS,	 or	 to	
promote	 distribution	 of	 long	 lasting	 nets.	 These,	 they	 say,	
should	not	be	assessed	in	terms	of	their	 revenue	generation	
potential,	 but	 rather	 based	 on	 their	 success	 in	 addressing	
critical	public	health	challenges.	From	this	perspective,	some	
social	 franchises	 and	 service	 provider	 networks	 fall	 into	 the	
same	 category	 as	 child	 immunisation,	 TB-prevention,	 public	
sanitation	and	other	programmes;	but	none	expects	to	function	
in	the	absence	of	donor	or	government	support.		

In	sum,	both	the	self-financing	and	non-self	financing	approach	
to	 project-end	 status	 claims	 adherents	 and	 sceptics	 within	
USAID	 and	 in	 the	 broader	 development	 community.	 USAID	
has	supported	both,	continues	to	do	so,	and	is	likely	to	retain	
both	 as	 staples	 of	 its	 project	 inventory	 into	 the	 near	 future,	
even	if	the	overall	thrust	of	its	rhetoric	favours	private	providers	
networks	that	strive	to	become	self-financing.

Source: USAID Review 2009   

EG

EG

As shown in the next box, Pakistan has an example of multiple funding for a large  
social franchise, which has a sustainable health impact.
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Franchise leadership’s commitment to building and strengthening the 
franchise system is a key factor for success in franchising. In addition, transfer 
of management skills down to the local level with supervisory support can 
help to categorise franchisees according to their skills and motivations. The 
franchisor support when tailored to suit individual franchisees can help avoid 
wastage of resources. 

For sustaining quality in a health franchise one essential step is to build a 
culture of quality by training franchisees in self assessment and giving them 
tools for this purpose. They can then take actions to fill gaps they identify in 
their facilities and practice. 

Social business is... devoted solely
to solving problems

More Health for the Money

Founder Garmeen Bank Muhammad Yunus, November 2011 

Social business is a special type of business which is devoted solely to solving 
problems, rather than bringing profit to the investors.

Investors don’t take any profit from these companies, except getting back 
the original investment. I have created social businesses to produce bednets 
as a joint-venture with BASF; a water company as a joint venture with Veolia; 
sanitary napkins for rural women as a joint venture with Uniqlo; a nutrition 
company as a joint venture with Danone, and many other companies. Many 
more social business companies can be created if donors and the private 
sector create social business funds in each Third World country to invest 
in heath care-related creative social business companies to help the start-
ups and replicate successful start-ups. This way, creativity and sustainability 
will be encouraged and some money can be recycled endlessly. Donor 
dependence can be minimised. A significant part of the aid money can be 
used to create social business funds in each recipient country. Local and 
international investors can utilise this money in each country to create health 
care-related social businesses.

As The World Health Organisation notes that, in order to meet the Millenium 
Development Goals in 49 of the world’s poorest countries, an extra $250 
billion would need to be raised. Being four years away from our deadline 
and in light of the global recession, raising this amount through traditional 
financing will prove to be a gargantuan task.

In addition for the franchisor to be able to thrive and become sustainable 
it should work on a  combination of having a strategic plan and ability to 
implement the plan; a  human resource development plan and management 
systems; a marketing strategy based on analysis of its potential to offer 
services to specific target groups; an ability to implement some form of 
cross-subsidisation; and a diversification of funding sources, including from 
the government.

Ultimately, franchisor capacity resides in individuals free to leave for better 
opportunities. Thus it is critical to build a depth in the organisation through 
succession planning and by having more than one staff participating in and 
supporting capacity building so that when a trained staff leaves, skills are 
retained and transferred.
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Franchise Fees

From experience in the field, it has been shown that there is significant variation 
in the implementation of social franchise fees. For example, GreenStar 
Pakistan did not start with franchise fees, as the programme experienced 
difficulties initially recruiting providers. Five years into the programme, an 
attempt was made to introduce fees, however, resistance then came from 
within the programme staff and the fee collection was never implemented. 
In the AMUA franchise in Kenya, the franchisee fee is deducted from the 
per diems allocated for the initial training, whether for logistical reasons 
or because the staff was uncomfortable with requesting the money. This 
approach makes the fee almost invisible to the franchisee. When asked, new 
franchisees were not able to quote the amount of the franchise fee.

There is then also the difficulty of finding a price that is acceptable to the 
potential franchisee, but also useful to the franchisor. Some programmes 
have tried to benchmark their fees against other organisations. For example, 
the BlueStar Madagascar franchise has set the franchise fee in line with the 
professional association of doctors. BlueStar Ethiopia has different fees 
for different levels of providers corresponding to their assumed different 
degrees of willingness to pay.  BlueStar Vietnam has specialist providers and 
has found it comfortable to raise the franchise renewal fee from $120 to $150 
per annum.

The social franchise fees, where charged, are not based on cost-recovery. 
The current nominal ranges cannot be expected to cover the costs of the 
franchisor’s investment.  For many of the programmes, branding costs alone 
total several hundred dollars per franchisee. 

The questions a social franchisor needs to address are: W hile the franchise fee has a clearly defined role in commercial franchising, 
its application in social franchising is less clear. 

In commercial franchising, the franchise fee is compulsory as this balances out 
the transfer of business risk and potential profit generation to the franchisee. 
“The franchisor remains motivated by profit, but foregoes part of the trading 
profit in favour of the franchisee. Had the franchisor wanted to retain the 
entire profit, it would have continued to operate as a directly owned business. 
Instead the franchisor chooses to pass the investment risk and bulk of the 
profits to the franchisee, and relies on an initial fee, management service fee 
or exclusive supply of goods for income.”  (Smith, 1997)

•	 Will	 social	 franchising	 achieve	 its	 goals	 without	 franchise	
fees? 

•	 Will	 clients	 still	 benefit	 from	 access	 to	 high	 quality	 health	
care and the private provider benefit from improved clinical 
skills and increased income?
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For PSI’s Top Reseau in Madagascar, sustainability refers to the 
institutionalisation of better health practices among private providers and 
long-term health impact, not necessarily financial sustainability. With this 
definition, the franchisor will have achieved the goal of increased access to 
quality care in a sustainable manner. 

Put another way, “the ability of a franchise to become financially sustainable 
will, more than anything else, depend upon the target population it is hoping 
to serve and the corresponding positioning of its brand. In most instances 
it is unlikely that services targeted at the poor and rural population will ever 
be financially sustainable through franchising or any other market-based 
programme.” (Harvey, P., 1999) 

In the absence of franchise fees, different approaches can be used to align 
provider motivations and assure that the franchisee recognies the importance 
of their contribution to the goals of the social franchise.

One possibility could be that social franchises defer mandatory franchisee 
fees.  Without franchise fees, social franchises will still be able to improve 
health impact, increase access to clinical services, and improve quality of 
service delivery.

On the other hand, if franchise fees are to be recovered, they must be 
developed within a cost-model structure to justify clearly how the payments 
relate to the investment made in the franchisee and how the franchisee fee 
relates to repayment of that investment. ‘Social franchises may not develop 
franchise fees in line with an overall cost model because of the influence 
of donor funds. Commercial networks develop detailed business plans with 
a long-term strategy to achieve financial profitability, but social franchises, 
often donor-funded and driven by donor objectives, are less inclined to 
strategic planning.’ (Smith 1997)

Current Social Franchise Fee Practices
Plural Franchising:  The Franchisor establishes its own model clinics, 1. 
creates demand due to its higher visibility, quality of care, potential 
to generate high volume of clientele and thereby cost recovery and 
then enrols other independent providers, mostly from the private 
sector, who are interested in becoming a part of a franchise after 
paying the franchise fee. (Examples: Janani and MSI/BlueStar).

Robinhood Franchise Model: The franchisor receiving the franchise 2. 
fee provides equipment, and training for franchisee services that 
generate high volume of revenues like deliveries, C-sections, 
antenatal care and other curative services.  In return, the franchisee 
is bound to cross-subsidise the preventive services as a percentage 
of overall revenues, especially for poor clients on a sliding scale. 
In essence, they generate revenues from curative or preventive 
services from those who have the ability to pay, to subsidise clients 
who cannot afford to pay the full amount.  (Example: Smiling Sun 
Franchise Bangladesh).

Outsourcing Model:  This means getting a franchise fee from 3. 
accredited NGO networks (and private clinics with a standardised set-
up) in return for the outsourcing of selected public health services. 
The key is the introduction of a franchise fee at the start of the 
project rather than at a later stage, due to fear of less participation 
from private providers. (Example Profamilia – Colombia.)

...In most instances it is unlikely that services 
targeted at the poor and rural population will ever 
be financially sustainable through franchising or 
any other market-based programme.
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Business Management 
and Use of  Technology

A n important consequence of improved health practice management is 
the delivery of quality service and products at prices clients can afford. 

Most health professionals are trained in clinical skills but not in business 
management. This becomes a disadvantage when they decide to become 
entrepreneurs and start up a clinic as a business. 

Most single practice franchisees have a limited range of services, which is 
invariably the result of not having proper equipment or funding to expand 
their premises, staff and clinic operations. They often do not know how to 
access loans from banks or other financial institutions. In addition, they must 
show they maintain proper records to help enhance their credibility as good 
stewards of the finances that they may borrow. 

Clearly, providers who join a franchise would benefit from business training. 
The franchisor, often an NGO, can assist by organising business management 
training, so that franchisees can learn to critically examine their clinics from 
a perspective of ensuring that their businesses can be, at a minimum, cost 
recoverable and ideally profitable. Some important aspects that need 
attention in this training are record keeping, general and human resource 
management, promotion, access to finances and an evaluation of how the 
business side of the clinic is performing. 

The important systems that should be in place are a record keeping system 
to keep track of transactions and operations of the business and provide the 
franchisee with necessary data to understand the status of the business.  A 
marketing system is required to identify client needs and respond to them, 
for example, how to inform potential clients of the franchisee’s offering. 
A human resource management system should be established to recruit, 
maintain and develop staff. Finally, a general management system is needed 
to support the efficient delivery of services and sales of products. 

For many franchisees, such training will probably be their first introduction 
to formal business ideas. Training them to develop business management 
capacity for health care can be an important step in ensuring that these 
entrepreneurs understand their business role and have the necessary tools.
  
To start with, a baseline evaluation will identify areas of business that need 
to be improved, for example, the franchisee becomes aware of necessary 
equipment requirements or the need for additional staff, as well as other key 
clinic investments that need financing. Helping providers acquire business 
skills and facilitating access to financing is added value for the franchisee.
For the franchisors, it is important to exploit their own business skills and 
business connections to identify lending institutions that can become partners 
on behalf of the franchise to access much needed finances. Working closely 
with finance teams within the organisation would help negotiate better 
deals with lending institutions for multiple franchisees. A graphic summary 
of management links is shown in Figure 14. Its purpose is to show activities 
that the franchisor can facilitate in order to address and support franchisee 
health care business viability. Note: DCA - Development Credit Authority is 
a USAID tool, which encourages loans with guarantee for specific groups of 
borrowers. 
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Figure 15.

Graphic summary of
 business links.
Adopted from Global 
Health e Learning Centre

In the Philippines, trade fairs for private providers of midwifery services set 
up by NGOs were designed to break down barriers for midwives needing 
access to information and business-development resources. Also known as 
“midwife matching forums,” the fairs were structured to inspire and motivate 
midwives to develop linkages with other midwives, with financial institutions, 
with pharmaceutical and equipment suppliers and to obtain technical updates 
and information from the Department of Health. 

In Uganda, 64 per cent of health providers who attended a trade fair directly 
contacted a financial institution or pharmaceutical retailer with a desire to 
improve or expand their practices. One-third of all providers accessed a loan 
after the event, to buy supplies, equipment or expand their facility. 

The business planning process begins with setting goals; these goals are 
where the franchisee eventually wants to be. Setting goals also assists 
franchisees to track whether they are on the right path.

Goal setting is best done using the SMART approach as shown in the 
following example:

Specific: Offer 3-4 health services.  
Measurable: Clinic will register with insurance scheme.
Achievable: Franchisee will get training for the services.
Relevant:  Franchisee will get the certification for services.
Time bound: By the end of the year.

Working with insurance companies and being accredited by them will attract 
new clients and a new source of revenue. Clinics may need investment to get 
to a point where they qualify for accreditation by insurance companies.

All providers most likely maintain some informal client, finances and stock 
records.  The social franchise programmes should build on the existing data 
collection practices to keep the reports for the franchise simple and efficient. 
The data should be fed back to the franchisees in a way that helps improve 
their business. In fact, business training in record keeping helps franchisees 
save money and increase net profit. 

Business
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Research
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support
to banks

Management
Tools

Trade Fairs

DCAOne-on-one
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EG

Stock control and inventory management for drugs and supplies has simple 
rules:  “Keep the right drugs, the right amount and in good condition. 
Manage the cash flow, re-order in time, and prevent theft.”  

Good bookkeeping is a way of recording transactions of money coming in 
and going out. This is important for financial records and helps in control and 
planning.
Equity includes the money, goods for sale, property and other assets that 
a franchisee puts into the clinic or pharmacy. Some business sense about 
savings and investment of profits should also be part of business training.

Using technology in social franchising
Mobile phones are used in many businesses and are widely available. Using 
them for Simple Message Service (SMS) can improve the speed and quality 
of reporting.  Mobile phones can also be used to organise emergency 
referrals, and to organise local meetings for in-service training. Another 
use is to distribute a Simple Messages (Text Message) to large groups of 
providers about new and important information and/or products, for example 
to describe and promote the use of Misoprostol for reducing post partum 
hemorrhaging. Mobile phones can also be used to transfer money.  
 

Figure 16. 

mHealth - Timely and accurate 
data, easy to use, less expensive 
for franchisee

MSI Phillipines Use of Technology Results

The	BlueStarcommunicator	System	
prevented	‘stock-out’•	

easier	reporting	of	outputs	and	payments•	

easier	monitoring	of	payments	•	

faster	consolidation	of	data•	

immediate	remedial	action	for	low	performing	franchisees•	

facilitation	 of	 payments	 through	 a	 mobile	 money	 transfer	•	

facility

Globally UNICEF Mobile Technology reports there are 5 billion mobile 
subscribers and that building a digital advocacy and civic action program for 
young people in the developing world is key for children’s health: 
“If UNICEF wants to be relevant we’ve got to be mobile. In the next few 
years three billion more people will be using the internet and 70 per cent 
will be mobile-only users. In Africa the mobile phone has leapfrogged the 
landline, and it will leapfrog computers too.” 
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Market Research

Market research is a category of social research that gathers knowledge 
needed to plan, monitor and evaluate marketing activities. Market 

research is an important tool for every step in the market cycle, as shown 
by its central position in Figure 2. It is particularly important for its ability 
to describe the wants, desires and needs of customers and potential 
customers of marketed goods and services – in other words, to help to 
know your customer.   The importance of such knowledge, attitudes and 
behaviour is particularly well shown in the travel industry where marketing 
managers repeatedly remind trainees in hotels, restaurants, cruise ships, 
bus tours and airline flights to “Know Your Customer!”  Market research is 
also of great importance in social franchising for evaluating the effects of 
fieldwork on target groups, including health providers and potential users 
of products and services.

Using secondary sources of data
Primary data are collected by the project. Secondary data are obtained from 
reports from other sources.  At a minimum, it is vital to consult the country’s 
Demographic and Health Survey data, for example, to quantify unmet need 
for contraception and prevalence of use of each contraceptive method 
for various audiences, such as rural groups, urban groups and groups of 
various ages. Most countries will have other reports that will provide useful 
planning information, for example, the Ministry of Health, NGOs and private 
organisations including medical, pharmaceutical, nursing and midwifery 
organisations may have useful planning information. The following types of 
information can be very helpful:

Household surveys of Knowledge, Attitudes and Behaviour (KAP) 1. 
among married women of reproductive age and separately among their 
husbands, sheds light on KAP about health birth spacing, fertility and 
health issues.   
Mapping is a survey of all types of health providers in the areas selected 2. 
for franchising. Mapping studies can range from lists of locations with 
estimated client group population sizes, to hand-drawn maps that 
include service providers as well as client catchment area locations, to 
geographic information system (GIS) formats using global positioning 
system (GPS) units.  Mapping is important for creating an accurate 
picture of the location of current services provided in relation to clients’ 
location and in identifying all potential clinics and other NGOs in the 
areas selected for social franchising.

At	baseline,	it	is	just	as	important	to	collect	information	from	providers	
who	 do	 not	 join	 the	 social	 franchise	 network,	 as	 it	 is	 to	 collect	
information	from	those	that	do	join.	One	way	of	demonstrating	the	
impact	of	 the	network	 is	 to	be	able	to	compare	changes	over	time	
between	those	that	join	the	SF	network	and	those	that	do	not.	Without	
baseline	information	on	all	providers,	this	aspect	of	the	evaluation	is	
not	possible.

Provider Audit Surveys. A baseline provider audit provides detailed 3. 
information from various types of service providers such as attitudes 
and practice data on which the project’s success will be measured. It 
is important to use an objective system of classification for deciding 
on the selection of franchisees so that the process is transparent and 
accountable.  

Monitoring refers to observation and reporting about the daily practices 4. 
of field workers and health providers. Routine monitoring should be in 
place following the setting up of a franchise. The benefits of routine 
monitoring are to help the franchise managers and staff assess the quality 
of services and the extent to which the franchise is reaching its intended 
client group. The data will be used to compare franchisees, set priorities 
for planning, assess training and supervisory needs and obtain feedback 
from the target clients. It also helps prioritise resource allocation, improve 
information for fundraising from donors, provide information to educate 
and motivate staff and for advocacy for the effectiveness of the approach 
to social franchising.

92 93



	  

Monitoring for quality 
Monitoring for quality aims to obtain the users’ perspectives on the quality of 
care obtained from various types of providers including franchisees and non-
franchisees.  Methods of data collection include focus groups discussions 
(FGDs), mystery client surveys, exit interviews and facility assessments.  
Focus Group Discussion is a qualitative data collection technique. It uses 
open-ended questions with a group of respondents. Focus groups are able 
to generate quite a lot of information in a relatively short period of time. 
A focus group discussion (FGD) can capture information on how users of a 
clinic feel about the service provided, how they were treated, the barriers 
and motivations towards them using the franchise services, as well as their 
perceptions of the franchise brand. Focus groups do not usually cover a 
range of issues but explore one or two topics in detail. FGDs are appropriate 
for use at all three project stages: planning (strategy development and 
marketing plan development), performance monitoring, and evaluation. 

Mystery Client Survey occurs when a researcher poses as a client who 
observes and records the services and equipment available, the consultation 
process, etc., while the franchise clinic staff are unaware of the assessment. 
A mystery client survey minimises the problems of bias that are encountered 
in direct observation (where clinic staff tend to perform better than usual, 
as they know they are being observed). A mystery client method requires 
consideration for the design, implementation and ethical issues involved. For 
ethical reasons, it is important to let all franchisees know that you may be 
conducting a mystery client survey within a specified period.  

Exit Interviews are another way of measuring the quality of client-provider 
interaction.  Structured interviews can be conducted with clients as they 
leave franchisee clinics.  They are useful in complementing interviews with 
providers and observational data.  It is important to bear in mind that exit 
interviews provide information on what the client remembers about the 
consultation and not what actually happened.  Nonetheless, the impression 
that the client is left with is important since word-of-mouth recommendation 
is an important source for new clients.  Exit interviews need to be short and 
focussed on one or two key areas of interest.  
Clinic assessment can be conducted to assess the situation at the clinical 
level of service provision by a franchisee.  This can include an inventory on 
available facilities and services, as well as collecting information on the quality 
of care at the service delivery point.  The purpose is to assess the readiness 

of clinics or service outlets to provide services.  It lists the services available, 
checks equipment, supplies, materials and commodities against a pre-
designed list.  It assesses by observation and checklists the functioning for 
several sub-systems, including physical infrastructure, staffing, IEC, logistics, 
management, supervision and record keeping.
In-service training workshops are welcomed by most professional health 
workers.  The picture shows an in-service workshop for infection control 
in Afghanistan.  Two midwives are demonstrating their techniques.  The 
audience of a dozen midwives joins the discussion at the completion of the 
demonstrations.

Management Information Systems are essential in dealing effectively with 
research data. Upgrading management information systems should be an 
ongoing exercise in order to handle franchisee database, services reports, 
clients’ follow-up, and stock management systems, etc. 
Periodic evaluations should be built into the franchise to be able to answer 
important research questions such as: 
a.) How efficient was the implementation process? 
b.) Was the public private partnership intervention effective? 

Figure 17. 

Midwives demonstrate infection 
control in Afghanistan.
Courtesy Dr. John Davies
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c.) How were the components of the social franchising intervention 
perceived by clients, and to providers? (These should be objectively 
verifiable benefits to providers that should be captured, e.g., increased 
overall client volume for the franchisee, increased service income, better 
access to essential commodities, etc.) 

d.) What are the cost implications of implementing a social franchise model for 
health services?

Sharing research
The University of California at San 
Francisco has developed a website 
sf4 health, and prepares an annual 
compendium, both are useful for 
sharing resources between health 
franchises.  In addition there is 
updated and useful  information 
on the Center for Health Market 
Innovations (CHMI) website. The 
international social franchise summits 
also serve as a forum for sharing and 
discussion.  Furthermore, regular 
meetings, conferences at local, 
regional and international levels and 
setting up community of practices 
might extend the understanding and 
use of social franchising.

What are the cost 
implications of 
implementing a 
social franchise 
model for health 
services?

Donors should direct funding for research in franchise proposals. Even when 
organisations would like to franchise, the research process sometimes fails due to 
insufficient funds. In this respect, the role of donors is significant. So-called seed 
money (money to implement a specific project) is important, but more growth 
money (funding for the expansion of a project) is also needed. In the future, donors 
could play a greater role in urging organisations to replicate successful projects. 
Before granting money, they should specifically discuss the issue of scaling up the 
project. In order to ensure sustainability, scaling up should be laid out clearly as a 
pre-condition for funding. 

Donors can also play a larger role in funding further research on scaling up.  
Generally, more help should be provided to organisations that wish to adopt 
social franchising. It has been observed that the strategy demands substantial 
time and resources from the franchisor. The establishment and coordination 
of a social franchise involves particular skills and expertise that the initiating 
organisation might lack.  Therefore, appropriate points of contact should be 
established.

keep close to the customer 
and maintain an external 
perspective
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Demand-Side Financing

Gives greater “purchasing power” to the poor and vulnerable through financing 
methods such as conditional cash transfers, vouchers or health insurance is 

critical to achieving equity and impact.

Demand-side financing refers to subsidies for clients and providers.
There is evidence that in many developing countries, people, including many 
poor people, seek health care in the private sector and pay out of pocket. 
The extra financial burden this imposes on the poor results is unequal access 
to care and low utilisation of needed services and products. 

To overcome this problem, various demand-side approaches to financing 
health care, that is, subsidising the client for health care directly, are being 
evaluated. Governments and NGOs, largely assisted by donors, have started 
to work with these financing models. The umbrella term currently used to 
categorise these types of financing strategies is “output-based aid” (OBA). 
Additional terms commonly used to refer to output-based programmes 
include “performance-based aid” “results-based financing” and “pay for 
performance” (P4P).

The Output Based Aid (OBA)

The policy goal for these financing approaches is to increase access to, and 
utilisation of, the identified service or product by a targeted group, usually 
the poor or otherwise underserved. In demand side financing, the client 
typically has a choice in deciding where to purchase the service, usually in the 
private sector from among programme-approved providers. An example of 
a conditional cash transfer programme for health care is the Oportunidades 
Human Development Programme in Mexico. 

Conditional Cash Transfers (CCT) puts the use of a health service directly into 
the hands of the beneficiaries, but make them conditional to the schedule 
of visits to a health provider. There are several successful examples of CCT, 
such as improved immunisation coverage, up by 30 per cent in Nicaragua, 
reduction in default rates for TB treatment from 15-20 per cent down to 
2-6 per cent in Russia and increase in adherence to anti retroviral therapy 
(ART) by 70- 88 per cent in the USA. However, CCT are only feasible when 
an appropriate strategy for identifying and enrolling the vulnerable groups 
is available.

The two principal ways in which the funds flow in OBA/results-based financing 
are through two methods:
Supply-side aid: Financing flows to the provider or facility for services, with 
performance-based contracts where the contract clearly articulates the 
volume and quality of services to be attained. For health care, subsidies cover 
costs of health service and other facility infrastructure, staff, and equipment, 
as well as drugs and contraceptives. Clients then receive the services and 
products free of charge, or they may have to pay part of the price. 

Output Based Aid (OBA)
Supply-side OBA Demand-side OBA

Incentive for provider Incentive for provider & 
client

Incentive for client

Performance Based 
Contracting in
Contracting out

Health Equity Funds
Vouchers
Social health insurance

Conditional cash transfers
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Demand-side aid is growing in popularity due to a realisation that supply-
side aid alone has not succeeded in meeting health goals such as equal 
access to care for all citizens, utilisation of specific services and maintaining 
a certain level of quality of care. These mechanisms allow target populations 
such as the poor, to buy specified services and products, and create a direct 
link between the subsidy and output. They are an incentive to increase use 
of that service. Thus, they are becoming popular with donors as a form of 
results-based aid. When combined with other interventions such as behaviour 
change communication and information, education and communication 
campaigns, they can be a powerful tool to increase access to specific health 
services and products by the poor and underserved. 

While some countries have run voucher programmes for education or for 
food supplementation for the poor for many years, significant developing 
country interest in vouchers for health services is more recent, and some 
countries have recently experimented with voucher programmes for a few 
health services and products.  Some examples are offered in the box below:

Reproductive health including maternal health: Bangladesh, China, •	

Kenya, Nicaragua, Uganda , Pakistan
Child health: China •	

Malaria (insecticide-treated bed nets for pregnant women and •	

children): Tanzania 

By providing inexpensive or free medical care, countries hoped that all 
citizens – including the poor and vulnerable – would have sufficient access 
to health services and products. However, evidence now shows that in many 
developing countries, even where public care is officially available free of 
charge; the poor bypass the public providers to seek better quality health 
care in the private sector and pay out of pocket.  Unexpected medical needs, 
such as treatment for delivery complications, can be financially catastrophic. 
Alternatively, the poor go without care.

Vouchers (known as “Coupon-off” in the commercial sector) are highly 
flexible and can successfully be adapted to different country contexts as well 
as to the needs of target populations. Their overall success may not be solely 
due to the specific OBA approach, (i.e. paying for services provided), but 
also because they address serious health problems and actively incentivise 
currently underserved populations to access health services.  

The key defining feature of vouchers is the direct link between the intended 
beneficiary, the desired output and the payment. To date, vouchers have 
mostly been used to stimulate demand for reduced prices for services and 
goods, e.g. insecticide treated bed nets, family planning, and free antenatal 
visits to private doctor clinics.     

The voucher agency receives funding from either a donor or a 1. 
government and contracts the health facilities. The contract defines 
the package of health services and the fees to be paid for each 
voucher service. The voucher agency also organises the quality 
control and training of the health providers.  

Donor/
Government

STEP 1

STEP 2STEP 5

STEP 3STEP 4

Voucher
agency

Community
workers

Health
Facilities

Target
population

Figure 18. 

Steps of a voucher system.
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The voucher agency organises the distribution of vouchers to the 2. 
target population, which can be done through community health 
workers or by contracting specific staff to visit the villages. 
The community workers distribute the vouchers to a target 3. 
population
The target population, for example, rural women, take the voucher 4. 
to the health facility and obtain the services, such as a safe delivery 
or family planning services.  
The health facility returns the voucher to the voucher agency and receives 5. 
payment according to the number of voucher patients treated.

There are several advantages to using 
vouchers.  They are the most flexible 
demand-financing tool since they are 
independent of location and can be 
directed towards specific problems 
and target populations. Vouchers 
can include private providers in the 
system, increasing overall capacity of 
the health system. Vouchers facilitate 
greater transparency through the 
review of administrative data that 
track voucher distribution, receipt 
of services, reimbursements, and 
performance measures.  Vouchers 
therefore make it easier to monitor 
and evaluate how a health facility 
is performing. However, unlike 
insurance, vouchers lack the crucial 
element of risk pooling.

Examples for vouchers could include 
rural women in need of cervical cancer 

screening, adolescents and young people in need of sexual and reproductive 
health information and services and pregnant women in need of safe motherhood 
services.

National health 
insurance schemes 
mobilize funds 
from a variety of 
sources

Encouraging use of services is a strength when current use of the health 
services is low.  For example, no fees are paid and the voucher patient 
is reimbursed the costs of transport to reach the health facility. Vouchers 
are furthermore an educational and marketing tool, because the voucher 
distributor explains the services to clients and the family, including the reason 
that these services are important (e.g. cervical cancer screening) and also 
explains when to seek care and where the services can best be obtained.  

Vouchers can increase efficiency because only those services which are 
provided are paid for. Quality of services is improved, because only those 
clinics which give good care can receive clients. Those facilities, which do not 
meet the quality standards are encouraged to improve their quality so they 
can participate in the voucher scheme.  Vouchers also motivate the health 
staff to respond to the needs of the patients by providing welcoming, friendly 
services, ensuring medicines are available, equipment is working, etc. 

Voucher programmes can be non-competitive or competitive. Non-
competitive programmes assign a voucher recipient to a health care provider. 
Competitive programmes allow clients to choose from a pool of providers 
who are pre-approved to participate in the programme (pre-approval 
seeks to ensure a minimal level of quality of care and efficient programme 
management). This choice creates competition among participating providers 
and is an incentive for providers to improve service quality.  If they do not do 
so, voucher holders may seek care elsewhere. 

Voucher programmes yield best results when they clearly define the 
standardised package of care that they will cover. This makes it easier to 
explain and market the programme to the target population and reduces 
costs for providers and for the voucher management agency, by clarifying 
which services and products are covered and therefore reimbursable. 
Examples include the following: 

Specified antenatal care such as four antenatal visits and two doses •	

of tetanus toxoid immunisation; 
Delivery assisted by skilled health personnel; •	

STI diagnosis and treatment; •	

Malaria treatment for pregnant women, with specified course of •	

drugs and insecticide-treated bed nets (ITNs). 
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Social Health Insurance is about risk-pooling arrangements that provide 
financial risk protection and can help promote equity through cross-
subsidisation in which the healthy help pay for the sick and the well-off 
help pay for the poor. The timing of payment is not linked to the timing of 
the health care. Risk pooling mechanisms can take the form of national or 
commercial insurance and community-based insurance.

Community Based Health Insurance (CBHI) schemes offer financing 
arrangements that allow pooling of risks and resources among a well defined 
population that share a set of common characteristics allowing them to 
voluntarily sign-up and contribute to the scheme. The common characteristics 
can be related to geography (e.g. district schemes in Ghana), occupation 
(e.g. cooperatives or organised workers’ groups in Kenya and Nigeria) or a 
combination of these. In Ghana CBHI schemes have played a crucial role in 
the expansion of national insurance coverage whereby the national scheme 
provides a form of re-insurance and supports the schemes.  

Combinations of various mechanisms, including vouchers are also possible. 
For example, vouchers can be used as marketing tools for enrolling clients 
into community or national health insurance schemes. Vouchers could also 
be a means to link disease-specific funding (e.g. Global Fund or PEPFAR) to 
general basic healthcare packages.  

Vouchers could represent a stepping stone in the development of health 
insurance since they require the development of the concepts of pre-payment 
for certain health services, a prerequisite for decreasing the standard out-
of-pocket payment reflexes.  Vouchers require medical accounting and 
administration systems that are also needed for full insurance solutions. The 
personalised nature of vouchers, which requires identification of the owner of 
the card (e.g. through biometrics) is of direct relevance to the development 
of fraud-avoiding ID-systems that are also relevant for health insurance.  
Finally, vouchers allow for the establishment of administration mechanisms 
that can channel different sources of healthcare funding (by owner of the 
card, supplemented by different funds and other resources) into one and the 
same account.  All these characteristics can be revisited to reinforce health 
insurance.

Another potentially interesting combination is between community and 
national health insurance schemes. When a national health insurance covers 
only a limited part of the population, community schemes can demonstrate 
the feasibility of extending the programme to the informal sector or include 
the poorest of the poor through premium subsidies.  

National health insurance schemes mobilise funds from a variety of sources 
(member and employer contributions, general revenues, ear-marked taxes, 
etc.) to pay for services included in a pre-defined benefit package delivered 
from an agreed set of health care providers. National health insurance schemes 
exist in several countries with varying degrees of coverage. The national 
governments in many counties have vowed to expand insurance coverage 
among the informal sector with a special focus on the poor. Progress on this 
political commitment is uneven. For example in Africa , Ghana has devoted 
2.5 per cent of VAT revenue to expand coverage of national health insurance 
and coverage currently standing at around 60 per cent of the population, in 
Kenya coverage stands at around 17 per cent and in Nigeria at around 3 per 
cent.

Vouchers could represent 
a stepping stone in the 
development of health 
insurance
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Ethiopia BlueStar Franchise

In the past decade, Ethiopia’s private health sector has grown to a remarkable 
40 per cent of all facilities in the country. However, these private clinics and 

hospitals provide negligible preventive health services. For example, data 
shows they contribute less than 6 per cent of all family planning services, 
yet one in three currently married women have an unmet need for family 
planning. The private sector can contribute more to increasing quality access 
as a complement to government population coverage. Ethiopia’s national 
Health Sector Strategic Plan 2010, calls for more than doubling family 

planning service coverage as well as collaborating with the private sector to 
scale up all maternal and child health interventions

The social franchise experience
Model: BlueStar Ethiopia is a partial social franchise established in 2008. 
Franchisor: Marie Stopes International Ethiopia. The franchisor’s goal is 
to expand and standardise sexual and reproductive health services in the 
private sector, thereby contributing to improved access to quality health care 
for Ethiopians. 

Franchisees: Are doctors and midwives licensed with Regional Health 
Bureau. Their existing practices have a reasonable number of clients and 
they are interested in adding public health services, willing to attend training 
and maintain records and share reports.  

Franchise network: Currently, the franchise is comprised of more than 200 
private clinics. As part of membership benefits, BlueStar franchisees receive 
training, on-going technical assistance, free or subsidised equipment, and 
at-cost or subsidised commodities with a free delivery service. In exchange, 
they accept routine monitoring visits, report monthly service statistics, and 
adhere to clinical protocols and other terms laid down in the agreement.

Target clients: These are generally lower to middle-income women of 
reproductive age located in urban and peri-urban areas of three Regional 
States – Oromia, Amhara and SNNP – where both the population and the 
number of private clinics are highest.  

Services and commodities: The current franchise services package includes 
family planning, safe abortion, HIV counselling and testing and STI 
management services. 

BlueStar Ethiopia supplies franchisees with emergency contraception, 
copper-T IUCDs, three types of implants (Implanon, Jadelle and Sino-Implant 
II), misoprostol/mifepristone combination tablets, and manual vacuum 
aspiration (MVA) kits, most of which are purchased from DKT Ethiopia.  
Franchisees purchase commodities and supplies either at cost or at subsidy.  
For short-term methods, all franchisees purchase socially marketed brands 
directly from DKT detailers operating in the field.

Figure 19. 

Staff at BlueStar franchise clinic.
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Quality Assurance: To enhance technical competence comprehensive FP 
counselling is part of the training and is a required service. Attending training 
is both a benefit and requirement of BlueStar membership. Failure to attend 
training leads to franchisee expulsion. All training is free to the franchisee 
and this includes a transport and accommodation allowance.

Marketing & Demand Generation: Clients and franchisees feel that word-
of-mouth is the most important means of promotion. BlueStar Ethiopia 
has printed brochures in several languages for franchisees to assist clients 
and encourage word of mouth.  Brochures describe BlueStar services and 
include a list of franchisee contact information stapled to the inside. Only a 
few promotional activities have been tried at the community level. BlueStar 
Ethiopia has done some local radio advertising. Both franchisees and BlueStar 
staff reported that low community awareness of services is a major barrier 
to demand and felt that significant, sustained efforts will have to be made in 
this regard.  As one franchisee said, “We counsel them one by one, but too 
often it’s the first time they have ever heard of long-term methods. It’s hard 
for clients to adopt a new method immediately.”

BBlueStar Ethiopia has therefore turned to a ‘big demand generation’ thrust 
by contracting a marketing agency to carry out a road show in 47 towns in 
which BlueStar has franchisees. This includes crowd-drawing floats, music, 
theatre skits and a talent show. BlueStar posters are put up ahead of time 
and free raffle tickets distributed, the stub of which participants drop at a 
franchisee location, for a chance to win a prize during the show. Community 
members are thus encouraged to visit the BlueStar clinic prior to attending 
the event.

Demand side financing vouchers have been introduced to reach poor women 
who cannot afford to pay for FP and safe abortion services

Figure 20. 

Counselling session
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Sun Quality Health Network 
- Myanmar

providers serve different populations but are linked through a mix of referral 
and mentorship arrangements, as well as similarly positioned brands.

The social franchise experience
Model: The Sun Quality Health Network is a partial social franchise that was 
established in 2001 

Franchisor: Population Services International Myanmar (PSI/M) has a 
longstanding working relationship with the MOH at a technical level and 
a number of PSI/M employees are former civil servants. PSI/M reports on a 
quarterly basis to the MOH on all programmes.

Franchisees: These are licensed general practitioners with pre-existing clinics 
serving low-income populations in urban and peri-urban locations throughout 
Myanmar. These providers work full-time in their clinics, many keeping their 
clinic open until late evening, significantly later than public facilities.

Franchise:  Consists of 1,169 Sun Quality clinics.
Sun primary health workers are a second tier of the Sun clinics network and 
are trained on a range of health areas for which they sell subsidised products. 
Currently, the organisational structure is being reformed to increase efficiency 
and reduce the cost of scaling up Sun primary health workers.

Target clients: Are low-income and vulnerable people in urban and peri-
urban areas.  Most clients live within a mile or two of the clinic and arrive 
on foot or by bicycle.  Clients coming for an IUCD insertion travel longer 
distances than the average SQH client to reach the clinic. A recent study 
conducted by PSI/M’s research department found that almost 60 per cent 
of the IUCD clients travelled at least one hour to reach the clinic, and 58 per 
cent travelled more than five miles to reach the clinic.

Franchise services and commodities: PSI/M trains and monitors on 
reproductive health, tuberculosis, pneumonia, diarrhoea, malaria, and 
sexually transmitted infections , including HIV.  

The Delivery of Integrated Services

PSI/Myanmar launched Sun Quality Health network with the goal of 
utilising the country’s existing general practitioners to provide high 

quality health services and products to low-income communities. In 2008, 
PSI/M developed a second tier in the network called Sun Primary Health. 
This is comprised of rural health workers in order to increase the franchise’s 
geographic coverage through increased rural coverage. The two tiers of 

Figure 21. 

Coutersy of PSI Myanmar
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Quality assurance:  There is a special focus on quality assurance for the 
IUCD programme. As part of this initiative, franchising officers conduct 
post training supportive supervision during the first three months in which 
providers conduct insertions.  As a result, only 0.03 per cent of clients with 
IUCDs experienced adverse effects. PSI/M has recently introduced an annual 
appraisal scheme and plans to establish a formal, integrated (across health 
areas) quality assurance system in 2010 for SQH. The appraisal scheme 
consists of minimum quality checklists used to evaluate each provider. In 
addition to evaluation on technical competency, clinical skills, and service 
delivery for each health area, providers will also be evaluated on clinic 
facilities, drug storage, record keeping, and their relationship with PSI/M.

Marketing and Demand Generation: The government of Myanmar limits 
mass media communications, especially around sensitive health areas such as 
RH. PSI/M runs television and radio campaigns for some of their programmes 
around TB, malaria, and STIs.  Other programmes are promoted by word of 
mouth, leaflets, and billboards.  There is also the introduction of medical 
detailing to increase productivity.

Demand side financing:  The Sun quality network is running an “OK card” 
voucher scheme for RH.  The cards are distributed to community members by 
Sun primary health providers and by clinic assistants and can be redeemed for 
services at a reduced price of $0.50 USD.  Approximately 80% of RH clients 
referred to Sun clinics from Sun primary workers arrive with this voucher 
card.  One doctor interviewed admitted that if the client is clearly poor and 
arrives without the voucher card, the discount can be granted without it, at 
his practice.

A voucher scheme is also in place allowing STI clients to use a voucher to 
receive treatment at a reduced rate of $0.50 USD. The cards are distributed 
by interpersonal communicators. Since launching in 2005, the voucher 
redemption rate has averaged 10 per cent.
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Tunza Family Health Network 
-Kenya 

“…friendly, quick, affordable and high quality FP services by a qualified and trained provider...”

The private healthcare system in Kenya is widespread and used by the 
full spectrum of the Kenyan society, who place more faith in it than 

they do in the public sector. However, private practitioners are not well 
equipped in the provision of public health preventive services such as family 
planning, especially long-acting reversible contraceptive methods. 

The social franchise experience
Model: Tunza Family Health Network is a partial franchise establised in 2008. 
Tunza in Kiswahili means “to nurture or care for.”

Franchisor:  Tunza has been set up and supported by PSI Kenya with initial 
funding from an anonymous donor and USAID.

In the NGO sector PSI promotes various health interventions using social 
marketing strategies in over 60 countries. Its Kenyan affiliate, PSI/K, was 
founded in 1990 initially as a family planning programme with the goal of 
increasing access to contraceptives through the social marketing of condoms 
and oral contraceptives but has grown to embrace other aspects of health. 
With the launch of the Tunza Family Health Network in December 2008, it is 
PSI Kenya’s first clinical services intervention.

Franchisees:  Tunza network is currently comprised of 261 private clinics 
countrywide and growing.

Target Clients: PSI/K strategy is to empower lower income women to avoid 
unwanted pregnancies by accessing high quality family planning services.
Franchise services package & commodities: PSI/K provides FP commodities 
at highly subsidised prices to the providers who are then required to offer 
affordable and quality services to their clients. In looking ahead, Tunza Family 
Health Network is now integrating other aspects of reproductive health, HIV 
and maternal and child health services in the franchise.

Quality Assurance:  Services are based on the quality elements of: technical 
competence, client safety, and informed choice, and confidentiality, 
continuity of care and quality data.Regular audits both internal and external 
are conducted to ensure quality.

Marketing and Demand Generation: Tunza intervention is the network of 
clinics with the brand promise of being friendly and giving quick, affordable 
and high quality FP services by a qualified trained provider. The network 
lays emphasis on the long-acting methods of IUCD and sub-dermal implants, 
which had thus far been neglected in Kenya. It consists of robust demand 
creation and a marketing team that assists uptake of services. The flagship of 
this team are 164 community based Tunza Mobilisers.

Demand side Financing is not part of the franchise currently, but is under 
consideration. 

Figure 22. 

Coutesry PSI/ Kenya
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Vietnam BlueStar Franchise

“Professionalism, Quality and Friendliness.” 

Vietnam has a population of 86 million, which is growing at a rate of 1.4 per 
cent per year. Women’s health is one of the six major areas identified under 

the ‘Action Plans for the Period of 2001- 2005,’ as outlined in the Government’s 
‘National Strategy for the Advancement of Women 2001-2010.’  While the 
contraceptive prevalence rate is high at 68.8 per cent for modern methods, 
reproductive health and family planning services give a limited choice for women. 
The IUCD is the main method used. Condom usage rates are increasing, but 
continue to be under-utilised due to social attitudes that assume only women are 
responsible for preventing pregnancy.

Vietnam has one of the highest abortion rates in the world. About 500,000 
cases were reported from the public sector in 2006 and at least the same 
number is estimated to be provided in the private health sector. The ratio 
of abortions to live births in Vietnam is high. The Vietnam Abortion Situation 
Country Report 2001 indicated 45.1 abortions per 100 live births.

Policies allow trained private providers to provide manual vacuum aspiration 
and medical abortion for gestation up to seven weeks, although in practice 
many private provides offer the services up to much later in the gestation 
period. First trimester abortion by manual vacuum aspiration (MVA) is provided 
at central, provincial and district levels and commune health centres, while 
medical abortion (MA) is provided only at central and provincial levels. 

As a result of past high fertility rates, the current population structure is 
relatively young with nearly 55 per cent under the age of 25 years. Although 
urban growth has increased significantly in recent years, most of the 
population remains rural with just 27.2 per cent residing in urban areas. While 
government provision of sexual and reproductive health services is strong 
in Vietnam, private sector provision is growing, but the quality of service 
provision is largely unregulated and unsupported. 

The social franchise experience
Model: To address the quality issues, Marie Stopes International Vietnam has 
pioneered the BlueStar partial franchise model to increase access to quality 
sexual and reproductive health services through a network of 300 franchise 
private providers in low-income urban and peri-urban areas.

Franchisor:  Marie Stopes International Vietnam (MSIVN), eestablished in 1989, 
was one of the first international non-governmental organisations to work in the 
field of sexual reproductive health (SRH) and family planning in Vietnam. As one 
of the country’s leading NGOs, it offers a comprehensive range of high quality 
services to women and men of reproductive age. The cornerstones of MSIVN’s work 
are increasing awareness, understanding and choice of SRH.

As well as facilitating access to high quality and affordable services, MSIVN 
focuses on local managerial, technical and financial sustainability and capacity. 
MSIVN currently employs 120 staff, including a team of professional doctors 
and nurses whose first priority is the needs of the clients. 

Figure 23. 

Clinic branding
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Franchisees: Through the current network of 300 providers, BlueStar Vietnam 
has franchised family planning services including the IUCD and safe abortion 
services including both surgical and medical abortion. As part of membership 
benefits, BlueStar franchisees receive training, on-site technical assistance, 
branding and equipment. In exchange, they accept routine monitoring visits, 
report monthly service statistics and adhere to clinical protocols and other 
terms laid out in the BlueStar contract. Due to government regulations, all 
BlueStar franchisees are qualified obstetricians and gynaecologists. Most 
franchisees are located in urban and peri-urban areas. However, MSIVN is 
now enrolling a limited number of midwives into the franchise in rural areas. 

Target Clients: BlueStar Vietnam’s target population is under-served, low-
income men and women of reproductive age. To define this target group 
more narrowly, a user survey conducted for MSIVN in December 2008 
found most clients were married women with 0-2 children and with at least 
secondary school education.

Franchise services package: BlueStar Vietnam focuses on improving the 
quality and access to long acting family planning methods and safe abortions. 
Current franchised services include family planning counselling, long-term 
reversible contraceptives and comprehensive abortion care with emphasis 
on post-abortion family planning.

Quality Assurance: The MSIVN quality assessment team has three staff, 
two in Hanoi and one in HoChiMin city. They provide training and quality 
assessments for the clinics, outreach, and franchisees. Specifically for BlueStar, 
the team has provided training in infection prevention and cervical cancer 
screening. The infection prevention training was consistently praised by the 
franchisees who were interviewed; they found it the most useful training 
they had received. The quality technical team conducts clinical quality 
assessments every six months. The assessments were carefully introduced at 
the all franchisees meeting before it was implemented in April 2009.

Currently, quality assessment visits take an average of two days.  After the 
procedures are observed, problems are discussed and action plans prepared 
for improvements.

Marketing and Demand Generation:  The slogan for the BlueStar Health 
network is “Professionalism, Quality and Friendliness.” Initial promotional 
activities focused on the launch of the franchise and information materials. 
These materials have now gone through their second revision and include 
improvements suggested by the franchisees. The past six months focused on 
direct marketing activities. Mass media activities have run parallel including 
a TV talk show, notices in e-newsletters about events, website updates 
(bluestar.org.vn) and a quarterly newsletter for franchisees.  Several of the 
franchisees interviewed, mentioned the website as a source of information 
for their clients. In fact, the website was often the first promotional activity 
mentioned by the franchisee when asked about the promotional support 
from BlueStar. No client interviewed mentioned any of the above promotional 
activities.  The next focus is on community communication events with talks 
and music. Plans for a road show are being developed. 

For regular record keeping, franchisees are required to use the BlueStar 
record book.  Previously, private providers had used Ministry of Health forms, 
but they reported finding the BlueStar forms more convenient and easier to 
use. The BlueStar field team collect the monthly service statistics by calling 
the franchisee during the first week of the month and then following up for 
the hard copy, which is either collected during the visit or sent by mail.  The 
franchise has an 100 per cent rate of reporting from the franchisees. 

Commodity Security: Vietnam government regulations do not allow the sale 
of drugs through clinics. As a result, BlueStar Vietnam does not undertake 
any procurement or logistics support for regular commodities used by the 
franchisees. Franchisees use their own systems to track sales and inventory. 
BlueStar has recommended that franchisee work with STADA Arzneimittel – a 
pharmaceutical company – as a competitively priced source for Mifepristone 
and Misoprostol. All of the equipment given to the franchisees is procured 
by MSIVN.

Innovative Financing: Recently MSIVN has added a family planning voucher 
for the franchisees to serve low-income clients. 
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Strengthening Health 
Systems - The  Total Market 
Approach

The total marketing approach is needed by planners and implementers 
because the public sector should not be expected to shoulder the 

entire burden of providing health services. Instead, the public sector should 
be allowed to focus on serving specific segments, such as the poor, rather 
than the population as a whole, while stimulating those who can pay to 
purchase their products and services from pharmacists and private clinics.  

The purpose of a total market approach is to improve the health systems’ 
performance objectives of effectiveness, equity and efficiency by assessing, 
designing and guiding access to health products and services.

The United Kingdom’s Department for International Development (DfID) 
defines the Total Market Approach as a process ‘to assess the characteristics 
of existing and likely future markets and to define the comparative advantage 
of commercial, social marketing, non-governmental organisation and public 
sector actors in terms of competence and value for money in delivering a 
range of products or services to different market segments, including the 
poorest. It can enable closer and more structured linkages with commercial, 
public and non-governmental organisational sectors and aid the gradual 
shifting of consumers with sufficient purchasing power out of the public 
sector.”

The DfID definition is useful for social franchising programmes because it 
includes the four important types of suppliers of health products and services 
(the supply side) and the need to shift some consumer groups (the demand 
side) away from public sector providers. Consumer groups can be described 
by the categories used in Demographic and Health Survey (DHS) reports, 
such as urban vs. rural residence, age group, sex, literacy level, economic 
level and contraceptive users versus non-users. 

USAID calls it the Whole Market Approach specific to contraceptive security 
with the following steps: Conduct a market segmentation analysis and 
willingness/ability-to-pay-studies; use the results for collaborative planning 
and ongoing dialogue between sectors; develop private sector strategies; 
keep abreast of trends in market segments and demand; support targeting 
public sector subsidies to partner NGO’s.

Most applications of total marketing have been for contraceptives because 
this approach can provide total numbers of specific contraceptives distributed 
throughout the country by all types of suppliers. This generates information 
about shifts in the share of each type of supplier over time.  

In addition to providing goods and services to the poorest population 
segments, the public sector should take a leading role in monitoring, 
assessing, planning, decision-making, and resource allocation, while creating 
incentives to attract strong participation among the other types of suppliers, 
and eliminating political and regulatory barriers.  

The starting point is to map current decision-making in countries, including 
which policymakers help decide what to provide to what population, as well as 
the country’s capacity and readiness for a total market approach. Additionally, 
it should be kept in mind that sustainability of private sector distribution of 
public health services and supplies improves through an expanded client 
base when clients who are better off, begin to obtain commodities from 
private providers.
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Segmentation
Segmenting the target populations is a central concept in commercial and 
social marketing theory and practice, (Kotler, et al., 2002).  

Segmentation usually relies strongly on analysis of users’ ability to pay 
and does not include other types of segmentation reflecting consumer 
preferences because of data limitations in Demographic and Health surveys. 
Segmentation based solely on the ability to pay however, may not produce 
guidance for designing offerings that appeal to different market segments. 
And commercial only interventions may be ineffective in converting non-users 
into users. Segmentation can be applied through making market systems 
work better for the poor.

Concerns and Challenges
Cooperative planning and sharing of distribution and sales information among 
the suppliers is critically important for total market approach.  But some 
suppliers, for example, commercial firms, prefer to control and guard their 
outputs. Commercial firms may respond to an appeal for such information 
on the grounds that they only share information for a few products, such as 
contraceptives, malaria nets and clean delivery kits, which normally have low 
sales volumes, low revenues and low profits that are not worth protecting 
from competition.   

Subsidies which are a means of financial support have to be targeted 
effectively.   Subsidised supplies should go to clients with limited or no means 
to pay for them, or who have no access to other alternatives.  By directing 
these resources to those with greatest need, targeting can help: 

Lessen competition between free, partially subsidised, and •	

commercial products, 
manage ,though not necessarily eliminate dependency on donor •	

subsidies, and, 
increase access to contraceptives and other products and services •	

for underserved clients. 
Before targeting can be introduced, there must be the will to go down 
this sometimes politically risky path, particularly where access to free 
contraceptives is seen as an entitlement. A growing number of countries are 
realising the need to more effectively use government and donor resources 
as subsidy.

Familia	products	and	services.	Courtesy	PSI	Tanzania.	
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Policy - Public Private 
Partnership

“Strengthening the capacity of governments to constructively engage the private sector in providing 
essential health-care services,” Resolution 63rd World Health Assembly, 2010

This resolution and accompanying report acknowledged that private providers 
are a major source of care in most countries, that the private health sector has 
been regulated and financed by governments in high-income countries, and 
that governments in low and middle income countries can more effectively 
engage with and regulate private providers. It is necessary to think in terms of 
a partnership between public and private sector to give universal health care 
to their citizens. In low-income countries, donors expect three public health 
policy goals to be in place for the grants they offer.  These three are equity to 
ensure access to the poor; quality of services and cost-effective use of scarce 
health resources that in donor language is ‘value for their money’.

 

The Analytical Framework

Public health policy goals: The THREE ASSESMENT CRITERIA
1. Equity: Ensuring access for the poor
2. Quality of services
3. Cost-effective use of scarce health resources

Health Issues
Sexual and reproductive Health (SRH)

Family planning• 
Abortion • 
Sexually Transmitted Infections (STIs). • 
Includiing HIV
Gender Based Violence (GBV)• 
Adolescent SRH• 
SRH for marginalised groups• 

maternal and newborn health (MNH)
Antenatal care (ANC)• 
Delivery Care• 
Post- partum care• 

Marketing Interventions

In services delivery
Training• 
Provision of services • 
Regulation• 
Accreditation• 
Franchising• 
Marketing subsidised health commodities/ • 
social marketing.

In financing
Contracting• 

Pay for performance• 
Demand-side financing• 

Conditional cash transfers• 
Vouchers• 

Insurance• 
Microfinance• 

‘DFID Evidence Paper: Private Sector Engagement in Sexual and Reproductive 
Health and Maternal and Neonatal Health’ that reviewed abstracts from peer 
reviewed literature (53 for SRH and 104 for MNH).
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Tanzania Policy : Public- Private Partnership

In	 the	 past,	 private	 healthcare	 practices	 were	 forbidden	 in	
Tanzania.		Charitable	services	provided	by	church	organisations	
were	 permitted,	 however,	 as	 a	 supplement	 to	 the	 state	
provision.	 Since	 the	 mid	 1990’s	 the	 Tanzanian	 government	
has	 followed	 a	 policy	 of	 Public	 Private	 Partnership	 (PPP).	
According	to	the	Tanzanian	Ministry	of	Health’s	annual	report	
(2006),	private	service	providers	now	account	for	40	per	cent	of	
healthcare	provision	in	Tanzania.	The	remaining	60	per	cent	is	
covered	by	the	state.	 In	order	to	reach	the	ambitious	targets	
of	 the	 Tanzanian	 health	 programme	and	 the	United	Nations	
Millennium	 Goals,	 both	 parties	 must	 cooperate	 with	 one	
another,	share	resources	and	coordinate	their	services.	

The	development	of	a	service	agreement	between	state	and	
private	healthcare	providers	has	been	approved	by	the	Ministry	
of	Health	and	the	authorities	 for	 regional	administration	and	
community	policy.	

Partnership	 forums	 such	 as	 the	 National	 Public	 Private	
Coordination	 Committee	 have	 been	 established.	 	 District	
administration	councils	and	committees	play	an	important	role	
as	 partnership	 bodies	 in	 the	 individual	 districts.	 Guidelines	
concerning	 their	 establishment	 have	 been	 adopted	 by	 the	
Ministry	 of	 Health.	 To	 date,	 there	 are	 co-determination	
committees	 with	 church	 and	 private	 sector	 representatives	
in	 25	 of	 the	 29	 districts	 in	 the	 regions	 supported	 by	 the	
programme.	
Source: Ministry of Health funded by GIZ 2003-2013

EG

In social franchising there is a role for increased public sector involvement so 
as to bring private providers franchise networks to scale for a broader health 
impact. There are several government policy mechanisms that can guide the 
development and expansion of franchises.

The objective should be to use the private sector to meet public health goals 
by identifying policies that can increase coverage and improve quality and 
cost effectiveness of private health services. For this to happen, it is essential 
that public policy defines the division of labour between the public and 
private sector health services in terms of which sector will be responsible 
for which segments of the population. To make such a division possible, 
the public sector must stop competing with the private sector for clients 
who can pay, by providing them with free or heavily subsidised services. An 
exception to this might be preventive services that have broad public health 
benefits and for which public support is needed. Even these services have a 
demonstrated capability to recover a percentage of their cost, even if they 
are not completely financially sustainable.

There are two main categories for comprehensive health care provision first, 
service delivery and second, facility management. The private health sector 
can be engaged either in a service provision or a management of public 
health facility contract.  Increased recognition of private sector roles opens 
the way to effective public policies.  Contracts can then balance out the 
efficiency and equity considerations.

In a service provision contract, the government pays private providers to 
perform specific tasks. For example, a public hospital might contract out 
laboratory services or specialised services such as radiology within the hospital 
to a private entity. A government might contract out functions such as basic 
preventive care or a health education campaign to private organisations 
operating outside public facilities.
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A government seeking to encourage private participation in health care 
provision can choose among some basic policy and regulatory options that vary 
widely in the risks and responsibilities borne by the private health providers. 
At one end of the spectrum, the public sector remains the primary provider of 
health care services with private providers taking on limited responsibilities. 
At the other, the government establishes a policy environment in which 
qualified private providers may freely enter the health care market. In this 
option, private providers assume the full risks and responsibilities associated 
with service provision, and the public sector limits its role to regulation.

The responsibility for coordination stays with the government. This option is 
unlikely to improve performance much if overall government management is 
weak. Under these circumstances, what is required is to know the relationships 
and cooperation between the contracting partners, rather than specifics of 
the contract. The relationships in contracting are suitable where monitoring 
is imperfect, and costs for audits are high.  

Under a management contract, a government pays a private partner to 
manage public health care facilities and provide a range of services. The 
management authority transferred to the private sector varies from one 
contract to another and may include procurement of labour, supplies, 
medicine and equipment.  

Models for management contracts are of two types ‘contract in’ and ‘contract 
out’. Management contracts under which the public sector makes employment 
decisions is the “contract in” model;  that under which the private partner 
makes these decisions is the “contract out” model. The contract-out model 
transfers the risks associated with inputs, including human resource, to the 
private sector. Cambodia has successfully experimented with both models in 
district hospitals.

An innovative approach to enrol individual private providers into a network 
through social franchising is also a partnership model. Social franchising 
networks can help to maximise health impact by selling packages of services 
or offering higher profit services in order to cross-subsidise less profitable 
ones.

“Strengthening the capacity of 
governments to constructively 
engage the private sector in 
providing essential health-care 
services,” 
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Public Private Partnership in Health Care
Providing Efficiency with Equity
Demographic	 indicators	 of	 Uttar	 Pradesh	 reveal	 that	 90	 per	
cent	 of	 the	 state	 population	 relies	 on	 Private	 Health	 Care	
Providers	but	the	rate	of	institutional	delivery	is	merely	22	per	
cent.This	 was	 the	 reason	Merrygold	 Health	 Network	 Project	
was	 awarded	 to	Hindustan	 Latex	 Family	 Planning	Promotion	
Trust	(HLFPPT)	as	the	franchisor,	an	initiative	through	the	State	
Innovations	 in	 Family	 Planning	 Services	 Project	 Agency	 or	
SIFPSA	 in	partnership	with	USAID,	Government	of	 India	and	
the	State	Government	of	Uttar	Pradesh.	

The	 franchise	 works	 on	 referrals	 to	 ensure	 that	 health	 asset	
utilisation	 is	 optimised	 and	 utmost	 value	 is	 delivered	 to	 the	
health	 care	 seeker.	 The	 franchised	 network	 is	 developed	 as	
a	sustainable	social	enterprise	and	after	the	initial	 funding	of	
three	 years	 continues	 to	 operate	 with	 the	 operating	 surplus	
of	this	network.	This	innovative	Public	Private	Partnership	has	
opened	a	new	channel	for	healthcare	service	delivery	for	the	
poor	in	UP.

The	 Merrygold	 network	 has	 seventy	
-	 20-bed	 Merrygold	 Hospitals,	 350	
-	 Merrysilver	 clinics	 and	 10,500	 -	
Merrytarang	Ayush	partners.	

These	 20-bed	 Merrygold	 hospitals	
provide	 maternal	 and	 child	 health	
services.	 Merrygold	 hospitals	 also	
provide	 emergency	 obstetric	 care	
facility.	The	Merrysilver	clinic	provides	
basic	 obstetric	 care,	 family	 planning	
services,	counselling	and	immunisation	
services.	 The	 MerryAYUSH	 provide	 	  

health-counselling,	 condoms,	 oral	 contraceptives,	 oral	
rehydration	salts	and	iron	and	folic	acid	tablets.

This	network’s	aim	is	to	provide	health	services	at	a	cost	of	50-
60	per	cent	lower	than	private	sector	prices.	The	specialisation	
on	obstetrics	and	high	volumes	ensure	that	hospitals	can	offer	
sub-market	prices	and	become	sustainable.

HLFPPT	the	franchisor	is	responsible	for	selecting,	appointing	
and	managing	the	potential	franchisees.	HLFPPT	seeks	health	
care	entrepreneurs	keen	on	starting	hospitals	and	provide	them	
with	support	for	accessing	capital	and	needed	accreditations.	
The	 quality	 of	 service	 delivery	 is	 ensured	 by	 the	 quality	
assurance	protocols	and	periodic	quality	audits.

The	franchisees	of	this	network	are	provided	training,	marketing	
and	quality	assurance	support.	This	network	will	provide	high	
quality	maternal	and	child	health	services	at	affordable	prices.	
As	 the	 Merrygold	 network	 expands,	 HLFPPT	 will	 focus	 on	
developing	linkages	with	community	health	insurance	schemes,	
low	cost	generic	drug	marketing	networks,	equipment	leasing	
etc	for	enhancing	the	value	additions	to	the	health	care	seekers	
and	franchisees.

EG
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There is a strong justification for public private partnerships to provide 
essential health services through the private sector.

To ensure that all citizens, regardless of income, have access to and 1. 
use services which contribute to the achievement of public health 
objectives
To encourage the private sector to provide services to poor and 2. 
under-served populations with public support in the form of financing 
or subsidies that originates directly from tax funds or foundations, or 
multilateral agencies.
To encourage private sector providers to serve those who can pay all 3. 
or most of the cost of the services, thus permitting the public sector 
to allocate most of its resources for services to the poorest and hard 
to reach populations.

Public policy for financing
Reducing financial barriers to public health care services is essential for 
the achievement of national health goals. Whether a government uses its 
resources to finance its own operations to reach the poor; provides financial 
support to the private sector to reach underserved populations or, works 
towards some combination of public and private partnerships is best 
answered in the local context. 

Financial support of some type is essential if the private sector is to serve 
the health needs of the poor, as otherwise the poor may simply not utilise 
needed health services. In Kenya, ‘close to 40 per cent of the sick do not 
seek health care because of cost’ said Medical Services Permanent Secretary 
Mary Ngari ( National News, November 2011). 

Clearly the private sector will not be able to provide unprofitable services 
and may not include many preventive health services in its clinical practices. 
Subsidies are particularly important for social franchises that enrol private 
providers to reach both the poor and provide unprofitable public health 
services such as family planning.

There are a number of mechanisms through which the public sector can 
provide financial support to the private sector with one or more of these 
transfer mechanisms as follows:

Social health insurance. The expansion of social health insurance schemes 
in developing countries reflects important changes in government financial 
policy towards reducing out of pocket expenses in favour of pre-paid, pooled 
financing schemes. The experience of PhilHealth Insurance in the Philippines 
and the Ghana National Health Insurance Scheme are two examples of 
how governments are working to implement public policy to reduce health 
expenses and increase access to basic health care through the private sector. 
PhilHealth is moving towards accreditation of the private sector, starting with 
FriendlyCare clinics and MSI/BlueStar franchisees to provide financial support 
for maternal health services, in addition to other services included in a basic 
benefit package for all PhilHealth beneficiaries. These examples demonstrate 
how participation as accredited members of an insurance programme is a 
practical means for gaining financial sustainability for the network, while also 
increasing coverage of public health services.

Contracting private health providers and paying for performance is 
another mechanism for working with the private sector. This involves making 
direct payments to health providers through various types of contracting 
mechanisms. Evidence on contracting services by government to the 
private sector suggests that direct contracting can be effective in reaching 
underserved populations in many settings. A working example is from the 
Ministry of Health in Gujarat state, India, who contract private providers to 
offer maternal health services to poor women.

Output-based incentives. Several donors have been experimenting with 
voucher programmes to encourage greater use of priority health programmes, 
including reproductive health in a variety of settings in Asia, Africa and Latin 
America. Vouchers have been shown to be practical methods of transferring 
payments directly to patients while also reaching underserved groups, for 
example pregnant women, commercial sex workers and youth.
Vouchers help to increase uptake on short term basis while governments 
consider integration with insurance where available. Contribution of voucher 
schemes and insurance can be made depending on targeted people and 
health issues. There is now some anecdotal evidence that private providers 
have more interest in vouchers as this has less bureaucracy than insurance.

Tax incentives. Governments should explore income and other tax incentives 
as a means of encouraging more private providers to deliver affordable 
services to target population groups.
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Challenges of Scaling up 
Social Franchising

C urrent social franchising efforts need to be multiplied several times over 
to contribute to meeting the health challenges in developing countries. 

This need is captured by the term scaling up.

Considering that many people are still unreached by existing projects and 
that public health needs in developing countries remains high, it can be said 
that governments and NGOs have an obligation to scale up their successful 
approaches in order to increase the number of beneficiaries and improve the 
health impact. However, the NGO sector is still typically characterised by a 
lack of donor funds for scaling up particular projects and although donors 
and NGOs like to see themselves as social change agents, the tendency is 
to invest time and funding in new and innovative projects that often do not 
extend beyond the initial pilot phase.

Social franchising is a way of strengthening existing national health systems 
by organising the private health sector to offer services for public health. 
However, social franchising pilot projects are of little value unless they are 
scaled up to have larger policy and programme impact. 

Achieving scale is always a concern when designing an innovation such as social 
franchising. In family planning projects, whether the challenge is defined as 
increasing the number of users of modern methods, meeting unmet need, or 
improving programme performance, scale up of the successful pilot project 
is the next logical step.  

To declare a social franchise successful some elements are needed:
1. Scale – the geographic expansion; 
2. Scope – broadening range of services;
3. Productivity – increasing number of clients served.;
4. Equity
5. Cost effectiveness

Successful 
Social Franchising

Scale
Scope

Productivity

Quality Services & Products
Demand Generation

Resources Human &  Financial
Monitoring  & Evaluation

Figure 24. 

Operational elements of scaling 
up a social franchise
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To support these elements the franchisor must develop strong systems for 
quality assurance of services and products, increase in demand; ensure sufficient 
resources both human and financial and a cost effective system of monitoring and 
evaluation.

Interview with the GreenStar Manager
Q. To what extent did GreenStar experience a need to compromise on quality as it went for 
scale? Did the model look and feel the same (both for staff and for franchisees) when it was 
small and when it went to scale?  
A. 	The	initial	scale	up	in	the	first	five	years	was	geographic	replication.	
This	was	 rolled	out	 in	phases	 so	 the	quality	of	 training	 and	 trainer	
capacity	building	was	maintained.	The	second	scale	up	was	associated	
with	 not	 only	 national	 geographic	 expansion	 but	 also	 adding	 a	
number	of	franchise	services	such	as	maternal	and	child	health.	There	
was	 also	 concurrent	 scale	 up	 of	 family	 planning	 service	 provision.	
The	 human	 resources	 for	 managing	 all	 this	 was	 not	 planned	 well	
and	remained	 inadequate.	There	was	clearly	a	disconnect	between	
the	strategy	planners	and	the	strategy	implementers.	It	was	treated	
as	organisational	 restructuring	and	 little	consideration	was	given	to	
how	this	would	influence	the	franchisee.	It	had	an	adverse	result	and	
franchisee	retention	was	compromised.				

Q. Were there any management or operational elements that had to change in order to allow 
for scale? 	

A.	In	the	first	model	along	with	scale	up	there	was	concurrent	increase	
in	 franchise	support	 through	addition	of	field	staff	and	supervisors.	
This	successful	services	support	element	was	lost	in	the	restructuring	
done	by	 the	new	CEO	and	 in	subsequent	scale	up	and	 increase	 in	
scope	of	services	the	management	and	operational	changes	reverted	
to	 the	 sales	 focus	 of	 social	 marketing.	 Operations	 management	
shifted	 from	 health	 service	 delivery	 personnel	 to	 marketing	 and	
pharmaceutical	experts.	This	direction	change	was	not	conducive	to	
quality	in	the	franchise	scaling	up.	The	midterm	USAID	review	found	
franchise	quality	had	declined	due	to	this	re-focus	away	from	services	
to	sales.

Q. What was the relationship between unit costs or cost efficiency and scale?  It seems that 
scale, rather than any differences in management model, is the main determinant of cost 
efficiency? 

A.	 With	 scaling	 up,	 the	 overall	 cost	 per	 couple	 year	 of	 protection	
decreased.	

Q. To what extent do you think emerging Information and Communication Technology can 
facilitate scaling up in ways that were not available at the time that GreenStar went through 
the process? Do you think internet and mobile phone technology and applications can 
transform functions such as reporting, training, training updates, supply chain management 
and quality assurance? Is there a limit to the extent to which this technology can substitute 
human interaction? 
A. This	technology	is	great	for	the	computer	literate	with	a	willingness	
to	use	it,	but	in	the	case	of	Pakistan	franchisees,	the	majority	are	not	
computer	literate.		Secondly,	those	who	have	a	personal	computer	do	
not	have	time	for	an	e-learning	course.		We	have	tried	data	collection	
through	mobile	phone	but	after	a	three-month	period,	staff	were	not	
interested,	as	it	was	a	hassle	for	them,	although	there	were	incentives	
offered	 for	sending	 in	data.	 	Human	 interaction,	although	cost	and	
labour	intensive,	is	still	the	most	effective.

There are a number of ways in which scaling up can be achieved. Among 
other things, an organisation has to increase its effectiveness and efficiency 
by diversifying its funding sources, creating linkages with other organisations 
and improving internal management capacity. The  focus should be on a 
method of quantitative scaling up, with the aim to increase productivity and 
reach a larger number of individuals’ scaling up as “spreading social”.

Scaling up service delivery interventions requires a phased approach during 
which the procedures for implementation are embedded within the health 
system and institutionalised. The scale up should use a tested approach to 
transform these projects, which often have very limited capacity, into large 
systems offering a variety of public health services to entire populations.
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How does one make the leap into large systems?
Over the years and in many disciplines, experts have explored the concept of 
scaling up. Many see it as a process characterised by an explicit objective of 
providing services of national or regional scope. Others see it as the difference 
between planned expansion and natural programme evolution. Still others 
see it as systematically overcoming limiting factors such as demand potential, 
resource availability, and technological barriers.

In general, most ideas about scaling up emphasise three dimensions: focus, 
process, and impact. In practice, social franchising programme managers 
need to address additional dimensions in order to initiate comprehensive 
efforts to scale up their projects and to develop a clearer picture of the road 
to a scaled-up social franchising health programme. The following areas 
need special attention:

Strategic
Capacity:•	   What management, technological, and human 
competencies are necessary to bring programmes to scale?
Strategy:•	   What strategies most effectively produce the desired 
leap?
Impact:•	   How should the desired impact be measured?
Sustainability:•	   How do we maintain the gains of an expanded and 
comprehensive programme?

Operational
Demand:•	   Is there a demand for the scaled up services?
Access:•	   What kind of coverage is enough to qualify as “scaled 
up”?
Cost:•	   How much will it cost to scale up?
Resources:•	   What resources are needed and how can they be 
mobilised?

Essential capacities such as leadership, management, and technical, community, 
logistic and financing are critical requirements for scaling up.  The level of these 
resources will affect the calendar and rhythm of a scaling-up plan. Planning to 
make needed resources available on schedule should begin at the same time as 
financial planning. 

Leadership is needed to create and maintain the vision of a scaled-up programme. 
The leader must be able to persuade stakeholders that the additional work and 
transitional uncertainties that scaling-up causes will produce a programme that 
is better for the staff and the public.  The leader needs to rethink job descriptions, 
contracts, pay scales, work schedules and services.

Replication
An organisation can use a number of strategies to extend a project to other 
locations:

Dissemination of information:  Dissemination is to share information about •	

a particular approach. The franchisor should provide technical assistance.  
While dissemination presents a way of scaling up a project at low cost 
and low effort, the organisation disseminating the information has little 
control over who takes on the project and whether they do it effectively 
and efficiently.
Expanding geographic scope by setting up branches: The franchisor •	

wishing to replicate a project sets up offices in other locations which are 
controlled by a central unit and which remain in control of the programme. 
There is the risk that the central unit will be too detached from day-to-
day work on the ground, thereby affecting the effective running of the 
programme.
Replication through affiliates: This strategy involves a contractual •	

agreement by the franchisor with one or more parties to cooperate 
on a permanent basis. The degree of control that an organisation has 
over its affiliates is determined by the type of agreement, and can vary 
considerably. 

Replication is not yet very common in the non-profit sector and although many 
donors already demand more dissemination of results, there remains a prevailing 
bias among donors in supporting breakthrough concepts. A further reason is the 
perceived importance of autonomy in the sector. 

Many organisations are reluctant either to let others take over their project or to 
implement someone else’s. What is more, there inevitably remains a degree of 
uncertainty or misconception as to what the replication of a project actually entails.  
For many, it means duplicating a project; for others it is an expansion strategy. In any 
event, it often conjures up images of complicated and difficult processes, as well 
as of inappropriate standardisation - one size fits all. There are dangers associated 
with relying too much on blueprints as it is important to take local peculiarities into 
consideration when replicating a project.
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Phases of Social Franchising Implementation
Social franchising is scaled up by replication of pilot project “blueprint” and 
grafting the selected services onto existing private providers practices. The grafting 
strategy is appropriate for interventions that can be adapted to the circumstances 
of new environments, as long as basic principles and techniques are maintained. 
Grafting works best when the existing service is well run, and when the additional 
activities cause minimal disturbance. Grafting strategies are most useful for 
specific interventions that rely on technology and personnel that are similar to 
those already in place and when support systems such as training, supervision and 
logistics are in place.

Time estimate for a phased scale up:
Pilot Phase: Two years with baseline and end line evaluation1.	
Adaptation and preparation: One year period to revise using lessons 2.	
learnt and getting resources
Scale Up: One year phase to cover additional geographic areas3.	
Replication: One year phase to cover more areas and go national4.	

Scaling up should produce permanent change in unmet need for services and long 
term reductions in disease burden. Related indicators such as infant and maternal 
mortality and diseases should be dramatically reduced. 
In conclusion, it makes sense to scale up what has already proven successful.  
Because the money, time and energy associated with implementing new projects 
are reduced, it is a cost-effective means of utilising scarce resources, while 
simultaneously achieving greater impact.

As the scarcity of resources increasingly demand that organisations look beyond 
the pilot phase of a project, a number of donors already request the inclusion of 
a dissemination plan in return for providing funding for a specific programme. 
Therefore, many organisations consider scaling up in order to secure the necessary 
financial support.  

Population Council scale up case reports:
Ghana: Following demonstration of an effective family planning and child •	

health intervention in one district of Ghana, the Council then supported 
the Ghana Health Service in first testing the intervention’s replicability 
in another district and then expanding its implementation nationwide 
through the Community Health Planning and Services Initiative.

Bangladesh: The Council first demonstrated the acceptability and •	

feasibility of public-sector delivery of emergency contraception 
through small-scale studies.  It then supported a two-phased 
nationwide expansion by first introducing emergency contraception 
into the country’s largest division, then expanding introduction into 
all remaining districts.

Kenya and Senegal: The Council supported the pilot-testing of •	

public-sector models at the sub-district level for coordinating multi-
sectoral responses that addressed the reproductive health needs of 
adolescents.  These models were then scaled up through a phased 
approach by which coordinating mechanisms were developed at 
increasingly higher levels of the public sector.
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Frequently Asked Questions
What is a social franchise?
A social franchise encompasses a network of private health practitioners linked 
through contracts to provide socially beneficial services under a common brand. 
To be considered a social franchise, a network of providers have the following 
characteristics:

Outlets are operator-owned•	

Payments to outlets are based on services provided•	

Services are standardised•	

Clinical services are offered with or without franchise-branded •	

commodities

Is the investment in franchising better than investing in strengthening the public 
sector?
Investing in social franchising with private sector is an investment in 
strengthening the overall health system of a country. While strengthening 
the public sector is important, the private sector must also be engaged in 
order to tackle many preventive health problems. In addition, there has been 
a lack of attention and support for the private sector and franchising could 
rectify this through organising the private sector into manageable service 
provider franchise networks.

Is franchising an underexploited opportunity to accelerate the growth of success¬ful 
service delivery? 
Franchising is a way of going to scale by employing a process of replication. 
In health it is a way of engaging predominantly the private sector to deliver 
high quality services to contribute to public health goals. Investing in the 
private sector is an opportunity to complement  the public sector and fill in 
gaps in health service delivery. 

What are the goals of social franchising?
For the immediate future, social franchising focus is on the four goals of 
increasing quality, increasing access, increasing equity and operating in a 
cost-effective manner. However, social franchise not only has a social purpose 
but it is also a business and one of its goals is to make enough profit for the 
franchisee to remain in the business of preventive health.  

What are the conditions for franchising success?
Existence of a sufficiently widespread private sector that provides services to 
the segment of clients willing and able to pay. This includes the low income 
families with a willingness to pay a minimum amount for the products or 
services they consider essential for them.

In addition, carefully selecting the service providers as franchisees, looking 
for those with high number of low income clients then training and retraining 
them in order to keep them motivated. In addition, organising strong and 
tangible demand generation from the moment franchisees join the network 
is important. It is only when clients come to their clinics that providers see 
the value of being part of the franchise. For the poor client, breaking the 
financial barrier through demand side financing like vouchers or social 
insurance should be included for equity.

How much does it cost to start a franchise?  
The costs vary enormously between countries. The estimates should be 
done locally and include all recruitment, training and technical assistance, 
branding, demand generation, monitoring, evaluation, equipment and 
commodity costs.
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Who will pay for the financial support after initial startup?  
In the beginning development partners or government financing will be required 
for support of the franchisor most often an NGO.  Financial assistance can be given 
to support different aspects of operations – demand generation, commodities, 
equipment, operational research or even the introduction of new services. However, 
after some time addition of profitable services (services for which clents are not 
only willing but are also able to pay) at the franchisees may bring partial financial 
sustainability.

What is the incentive to the franchisee to provide service to the low –income 
clients? How will this help them earn a living?  
Training and commodity security plans are one incentive. The franchisor also 
develops demand for franchise services thus helping increase client volumes 
and therefore income for the provider.

Is the franchise fee necessary? If yes, what are the best practices for setting and 
collecting franchise fees in social franchises?
Some fee is necessary. People do not value services which are provided free. 
Fee for services should be set according to the willingness and ability of 
provider to pay.
See section on franchise fees.

If franchisee fees is set low at the beginning of a project, do the fees increase with 
time as the brand recognition grows?  
Yes that is possible but, this aspect should be agreed upon at the start up 
phase. In addition some cost recovery can be through models including 
charging for advertising, charging for training, reduced subsidies on 
commodities – even a mark up on supplies. 

How many clients does a franchise expect to serve annually?  
The number of clients depends on the country context and the current 
volumes of clients seen by private providers. Client volume also depends on 
creating a demand for the franchise services. 
For example, family planning, which is a low volume and slow moving service 
and so will only ever represent  a small percentage of clients of a general 
practice franchisee. 

Will franchising increase access to contraception?  
Social franchising significantly increases access to FP services by increasing the 
points of delivery, increasing the range of services available, and increasing 
the demand for the services from the client. 

If franchisees are in the same locations as other family planning providers then do 
they serve a different population group?  
Social franchisors partner with private providers that already have an existing 
client base. Just like any commercial markets, clients choose providers based 
on their perceptions of quality. Introducing choice to clients increases the 
quality of care. The principle of choice is the hallmark of many international 
health systems. That said given the limited resources for FP, initial franchisee 
selection can be tailored to minimise direct competition.

How many new clients are expected to be served by  franchises?  
Client exit interviews from MSI’s social franchise programmes in Sierra Leone, 
Malawi, Madagascar, and Ethiopia show a wide range of first time family 
planning users from 16-60 per cent. Another important metric will be the 
conversion of users of short term family planning methods to long term or 
permanent methods that are more reliable and cost-effective.

Is market segmentation a way to decrease the cost of running franchises?  
No. Market segmentation will not dramatically decrease the cost of running 
the franchise.  However market segmentation can increase the efficiency of 
the use of the national health system by ensuring that those clients who are 
willing to pay can access services from the private sector.

Will everybody be paying the same amount of money for a particular service?  
Ideally every client should pay the same amount of money for the same 
service. However across Africa and Asia, private providers use sliding scales 
for the fees they charge their clients. The franchisor makes recommendations 
for the maximum fees that can be charged to clients, but sets no minimum as 
many providers accept payment in kind for services.
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Is there a portion of the population that cannot afford to pay for franchise 
services?   
There will always be a portion of the population who cannot afford to pay for 
services in the private sector no matter how small the cost.

If so, how can we make sure that those people have access to franchise services?  
There are two approaches to dealing with those clients who are unable to 
pay for access to franchise services. Firstly, they can use the services at public 
facilities which should be free. Secondly, demand–side financing mechanisms 
such as a voucher programme can be used to subsidise services to the 
poor, while reimbursing the private provider. BlueStar Philipinas, is pursuing 
integrations with the Philippine’s National Health Insurance Program (NHIP) 
to provide a Maternity Care Package that includes pre-natal, safe delivery, 
postnatal and FP services.

What is the diversification of services beyond reproductive health 
This would depend on the disease burden in a country and the priority set 
by the national health planners. However a number of franchises are offering 
mother and child health services and treatment for malaria, pneumonia and 
tuberculosis etc.

What are the cost-effective monitoring and quality assurance mechanisms to 
protect the franchise’s reputation while containing costs?
Although manpower is essential for monitoring and quality assurance, recently 
technology has been leveraged by some franchises to increase efficiencies 
and contain costs.

While franchises will likely never be cost-recoverable, they can be cost-
effective once they are operating at scale. There are a few examples of social 
franchises that demonstrate higher levels of cost recovery than others, but 
they have included a large range of services and are located in South America 
and Asia.

Is the partial social franchise model sustainable? 
Social franchises are sustainable from the perspective of the franchisee. 
These providers were in business before the introduction of the franchise 
and will be in business after the end of the franchise. The introduction of 
franchise services through the franchise will strengthen their business. The 
franchisor will likely always require some level of funding to support the 
franchise. Social franchises are inherently cost effective since a small number 
of staff can manage a large number of franchisees that own and operate 
their own clinics. The largest franchise internationally, GreenStar in Pakistan 
with thousands of franchisees, offers services at $7 US per couple year 
protection. 

What is public private partnership?
Historically, in developing countries, the public sector has not worked with the 
private sector.  As social franchising helps to organise the private providers 
into networks and standardise the quality of care delivered through the 
franchise, this should make it easier for the public sector to contract service 
delivery to the franchisor rather than work with individual providers.

A number of franchises rely on community health workers - what is their most 
common role? 
There are thousands of community health workers providing support to 
social franchises around the world. These workers are involved in a variety 
of activities including demand creation for the franchise services and 
provision of a limited number of products. In Nicaragua, Red Segura utilises 
community workers to promote the uptake of reproductive health services, 
provide counselling on family planning, and directing clients to its network 
of providers for further care. Most of these workers are reimbursed for their 
transport and some are also provided with a regular stipend.

Research areas to explore:
Supportive policy environment conducive to private sector provision •	

of health services
Adequate institutional capacity of both franchisor and franchisee•	

Diversification of services beyond reproductive health •	

Diversification of funding and financial resources•	

Cost-effective monitoring and quality assurance mechanisms to •	

protect the franchise reputation while containing costs.
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Stage Three - Describe your target market
Which segment?  How will we target the segment?  How should we •	

position within the segment? 
Why this segment and not a different one? (This will focus the •	

mind). 
Define the segment in terms of demographics and lifestyle.  Show •	

how you intend to ‘position’ your product or service within that 
segment. Use other tools to assist in strategic marketing decisions 
such as Boston Matrix or Ansoff’s Matrix.

Stage Four – Marketing Mix
Convert the strategy into the marketing mix (also known as the 4Ps). •	

These are your marketing tactics.
Price Will you cost plus, skim, match the competition or penetrate •	

the market?
Place Who are the franchisees and where are they?•	

Product/ Service•	

Promotion Which media will you use? For example sponsorship, radio •	

advertising, sales force, point-of-sale, etc? Think of the mix elements 
as the ingredients of a ‘cake mix’. You have eggs, milk, butter, and 
flour. However, if you alter the amount of each ingredient, you will 
influence the type of cake that you end up with.

Stage Five – Managing Marketing 
Remember that there is no planning without control. Control is vital.

Start-up costs.•	

Monthly budgets.•	

Sales figure.•	

Market share data.•	

Consider the cycle of control.•	

Finally, write a short summary (or synopsis) which is placed at the front of the 
plan. This will help others to get acquainted without having to spend time 
reading it all. Place all supporting information into an appendix at the back 
of the plan.

Marketing Plan
Stage One - Situation Analysis 

Marketing environment.•	

Laws and regulations.•	

Politics.•	

The current state of technology.•	

Economic conditions.•	

Sociocultural aspects.•	

Demand trends.•	

Media availability.•	

Stakeholder interests.•	

Marketing plans and campaigns of competitors.•	

Internal factors such as your own experience and resource •	

availability.
SWOT.•	

Stage Two - Set marketing objectives.
SMART objectives.

Specific - Be precise about what you are going to achieve.•	

Measurable - Quantify you objectives.•	

Achievable - Are you attempting too much?•	

Realistic - Do you have the resource to make the objective happen •	

(men, money, machines, materials, minutes)?
Timed - State when you will achieve the objective (Within a month? •	

By February 2010?).
If you don’t make your objective SMART, it will be too vague and will not 
be realized.  Remember that the rest of the plan hinges on the objective.  
If it is not correct, the plan may fail.
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Glossary of terms
The following terms are used throughout this report; those unfamiliar with 
these terms may need the following clarification:

Franchisor: 
The	owner	and	originator	of	the	franchise	brand	and	policies.

Franchisee: 
the	provider	-	owner	in	the	franchise	contracting	relationship.

Master franchisee: 
A	franchisee	who	contracts	with	a	number	of	outlets.

Partial or Fractional franchise: 
A	situation	whereby	the	franchisee’s	services	encompasses	a	wider	range	of	
products/services	than	those	under	the	franchise	umbrella.	

Antenatal care(ANC):
The	period	during	pregnancy	before	birth,	and	the	care	required	during	this	
period.

Commodity security:
For	reproductive	health,	exists	‘when	every	person	is	able	to	choose,	obtain,	
and	 use	 quality	 contraceptives	 and	 other	 essential	 reproductive	 health	
products	whenever	s/he	needs	them’. 

Contraceptive prevalence rate (CPR):
Percentage	of	women	of	reproductive	age	(15-49)	who	are	or	whose	partner	
is	using	a	contraceptive	method	 (modern	or	modern	and	traditional);	often	
reported	for	married	women	or	women	in	union	only. 

Couple years of protection (CYPs):
A	commonly-used	measure	of	 family	planning	performance	at	output	 level,	
CYPs	provide	an	estimate	of	protection	against	unintended	pregnancy	provided	
by	 contraceptive	 methods,	 based	 on	 volume	 and	 types	 of	 contraceptive	
method	provided	to	clients	during	a	one	year	period. 

Emergency obstetric care (EmOC):
The	 treatment	of	complications	 that	arise	during	pregnancy	and	childbirth.	
Services	can	be	‘basic’	(includes	treatment	of	pre-eclampsia	and	haemorrhage,	
assisted	delivery	and	basic	neonatal	resuscitation)	or	‘comprehensive’	(includes	
surgery/caesarean	section,	blood	transfusion).	

Maternal mortality/death:
The	death	of	a	woman	while	pregnant	or	in	childbirth,	or	within	42	days	of	the	
end	of	pregnancy,	regardless	of	the	site	or	duration	of	pregnancy,	from	any	
cause	related	to	or	aggravated	by	the	pregnancy	or	its	management.

Medical abortion:
The	term	used	for	abortion	brought	about	by	taking	medications;	an	alternative	
to	surgical	abortion

DALY
Disability	Adjusted	Life	Year	is	a	measure	of	overall	disease	burden	expressed	
as	the	number	of	years	lost	due	to	ill	health.
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Acronyms
AIDS   Acquired	immunodeficiency	syndrome
AMP   Annual	Marketing	Plan
BTL   Bilateral	tubal	ligation
CHW    Community	health	workers
CPR   Contraceptive	prevalence	rate
CYP    Couple-year	protection	
DKT    An	international	NGO
DOT    Direct	observation	therapy
EE   Education	Entertainment
EC   Emergency	contraception
FP   Family	planning
FGD	 	 	 Focus	group	discussions
GP   General	practitioner
HIV   Human	immunodeficiency	virus
IUCD   Intra-uterine	contraceptive	device
IPPF   International	Planned	Parenthood	Federation
IEC   Information,	education	and	communication
IMCI   Integrated	management	of	childhood	illness
KAP 	 	 Knowledge	attitude	and	practice
LAPM   Long-acting	and	permanent	methods	of	FP
LTM   Long-term	methods	of	FP
MoH   Ministry	of	Health
M&E   Monitoring	and	evaluation
MSI   Marie	Stopes	International
MCH   Maternal	and	child	health
MNH   Maternal	neonatal	health
MVA   Manual	Vacuum	Aspiration

NGO   Non-governmental	organization
OC   Oral	contraceptive
OOP   Out-of-pocket	payment
ORS   Oral	rehydration	salts
PEPFAR  The	US	President’s	Emergency	Plan	for	AIDS	Relief
PMTCT  Prevention	of	mother-to-child	transmission
PNC   Post-natal	care
PPH   Postpartum	haemorrhage
PSI   Population	Services	International
R&D   Research	and	development
SMS   Short	messaging	service
SRH   Sexual	and	reproductive	health
STI   Sexually	transmitted	infection
TB   Tuberculosis
TFR   Total	fertility	rate
USAID   United	States	Agency	for	International	Development
VCT    Voluntary	counselling	and	testing	for	HIV	AIDS
WHO   World	Health	Organisation
YMCA  Young	Men	Christian	Association
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