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Background  
The German Development Bank (KfW) supported the Government of Khyber 
Pakhtunkhwa (GoKP) to design and implement its first social health protection (SHP) 
scheme, named the Sehat Sahulat Programme (SSP). We described the role of KfW in the 
evolution of SSP with a view to identifying transferrable lessons for international 
development agencies working on similar initiatives in socioeconomically comparable 
contexts. 

Methods  
We employed a qualitative instrumental case study design approach. First, we obtained 
and analysed key programme documents to describe the chronology of events and policy 
changes. We then undertook in-depth interviews to understand factors influencing policy 
changes. Finally, we carried out non-participant observations to understand how policy 
decisions were made and implemented. We employed maximum variation sampling to 
recruit participants and conducted a thematic analysis of data. 

Results  
SSP was described by GoKP officials as an innovative financing strategy and a flagship 
project of the government formed by the Pakistan Tehreek-i-Insaf (PTI). First, 
programme officials reported that KfW was instrumental in both designing and financing 
SSP, which had plans to provide free health insurance to low-income families and raise 
revenue through paid enrollment of the wealthy (solidarity). Second, GoKP deviated from 
this model and covered the entire population of KP free of cost. Through SSP, GoKP 
envisaged service provision through private hospitals (subsidiarity). In the third year, 
GoKP included public sector hospitals in the programme. Although planned 
supplementary insurance products might result in inequitable utilisation, KfW continued 
supporting SSP and committed funding for piloting outpatient department services for 
two years, 2023 and 2024. 

Conclusions  
This in-depth case study has highlighted the potentially positive role of international 
development assistance in introducing innovative financing strategies to promote 
universal health coverage. However, development partners might have limited control 
over how things evolve. 

Sehat Sahulat Programme (SSP), a Social Health Protec
tion (SHP) scheme managed by the Government of Khyber 
Pakhtunkhwa (GoKP), aimed to improve the health status 
of people in Khyber Pakhtunkhwa (KP) and reduce poverty.1 

According to the International Labor Organization, SHP is a 
series of public or publicly mandated private measures that 

protect against the cost of necessary medical treatment and 
the socioeconomic distress arising from ill-health.2 

SSP was designed as an inpatient health insurance pro
gramme that aimed to improve access to quality health care 
services and confer financial protection.1 SSP addressed the 
high out of pocket (OOP) expenditure on health care and its 
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resulting poverty. Solidarity in financing and equity in ac
cess were the key tenants of SSP.1 Solidarity entails paying 
according to financial ability, and equity in utilisation is the 
ability to use services as needed, irrespective of the ability 
to pay.2 

SSP saw rapid growth in a limited period (2015-2021). In 
Phase 1 (2015), only 2% of the population of KP was cov
ered by SSP. Coverage increased to 100% by Phase 4 (2020). 
The disease coverage was enhanced from secondary (2015) 
to tertiary care (2018) and organ transplantation (2021).3 In 
Phase 1, families were covered up to 240,000 Pakistani Ru
pees (PKR) per year, while in Phase 4, the coverage was en
hanced to PKR 600,000/per family per year.4 

KP, the north-western province of Pakistan bordering 
Afghanistan, has been prone to natural disasters, armed 
conflicts, and terrorism.5 These underlying factors made KP 
a priority area for development assistance from the Ger
man Federal Ministry for Economic Cooperation and Devel
opment (BMZ).5 On behalf of BMZ, the German Develop
ment Bank (KfW) was active in KP and supported SSP.6 In 
this paper, we describe the role of KfW in the evolution of 
SSP and the challenges they faced with a view to drawing 
transferrable lessons for international development agen
cies working on similar initiatives in socioeconomically 
comparable contexts. 
In a previous paper, we contextualised SSP in the 

broader efforts of GoKP to achieve UHC in the province. 
We described its progress on World Health Organization’s 
(WHO) UHC Box Framework.3 Improving access to health 
services is a fundamental pillar in achieving UHC, and we 
will describe SSP’s access-related accomplishments and 
challenges in a separate paper. In another paper, we will 
describe SSP’s role in GoKP’s COVID-19 response to draw 
inferences for the potential role of SSP and similar pro
grammes in promoting global health security. 

METHODS 

We employed an instrumental case study design approach.7 

When a researcher intends to develop an in-depth under
standing of a case (an event, programme or activity), Cress
well and Poth described case study design as the most ap
propriate approach.8 Instrumental case study is an 
approach when ‘a case’ is used as an instrument to under
stand the broader issue or concern.7,9 We selected SSP as an 
instrumental case to draw inferences for SHP programmes 
initiated by the provincial Government of Gilgit-Baltistan 
(GB) and the Federal Government of Pakistan (GOP). The 
GB and GOP programmes had replicated SSP in different 
geographical areas, and at the time of our enquiry, SSP was 
the only programme having 100% population coverage. 

DATA COLLECTION 

DATA SOURCES 

We used three data sources. First, we used the programme 
documents in the public domain. Second, we conducted 
in-depth interviews with key stakeholders, and third, we 

undertook non-participant observations at the SSP policy 
level meetings and hospital-based SSP implementation 
desks. 

TIMELINE AND ETHICS 

We collected data over nine months (March 2021 - Decem
ber 2021). We had ethics approval from the University of 
Edinburgh (UK) and the Khyber Medical University (Pak
istan). Written informed consent was taken from the study 
participants. 

SAMPLING AND RECRUITMENT 

Documents were acquired from the SSP head office and 
its official website(s) (https://sehatsahulat.com.pk/ and 
https://sehatcardplus.gov.pk/). The included documents 
were either authored or commissioned by GoKP, including 
Planning Commission Form 1 (PC1) and the contracts. PC1 
is a standard planning document for all new projects and 
programmes undertaken by the provincial or Federal Gov
ernment in Pakistan. 
We used maximum variation purposive sampling for the 

stakeholders’ interviews. We conducted interviews at policy 
(n=30) and implementation levels.10 At policy level, we in
terviewed officials from GoKP (n=6), the insurance com
pany (n=5), hospital executives (n=6), representatives of in
ternational development agencies (n=8) and patient/public 
advocacy groups. At implementation level, we interviewed 
eight persons each at public and private hospitals with 
equal distribution in secondary and tertiary care levels. We 
recruited participants through direct verbal or email in
vitations or indirect invitations through an open display 
of invitation posters at the stakeholder offices. All partic
ipants were provided with participant information sheets 
and written informed consent was taken before data col
lection. Interviews were collected in a combination of Urdu 
and English by the first author and transcribed in English. 
For collecting non-participant observations, we used the 

same maximum variation sampling. To have maximum 
variation, we collected observations on both the policy and 
the implementation levels. The policy level observations 
were collected in meetings convened under the SSP head 
office. Implementation level observations were collected at 
the SSP desks in the network hospitals. We collected obser
vations at six public (i.e., three each at secondary and ter
tiary level) and six private sector hospitals (i.e., three sec
ondary and three tertiary) to have maximum variation. The 
SSP Director served as the gatekeeper and facilitated access 
to the meetings and the SSP desks. 

TYPES OF DATA CAPTURED 

The programme documents helped us capture the chronol
ogy of events in SSP. The theoretical underpinnings of the 
Multiple Streams Theory (MST)11 and the Health Systems 
Strengthening (HSS) Framework12 guided our sampling and 
analysis. We were able to identify problems that led to the 
initiation of SSP and the issues that emerged during its im
plementation. 
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Through the in-depth interviews, we teased out the ten
sions between different policy assumptions of SSP (targeted 
subsidy, private provision, equitable access), deviation from 
the policy assumptions and the potential impact of such 
variations on the programme’s outcome. Through the ob
servations, we tried to understand how policy decisions 
were made at the SSP head office and implemented (or 
not implemented) at the grass-root level, i.e., SSP hospital 
desks. 

DATA ANALYSIS 

We conducted thematic data analysis with the help of 
NVivo 12. We devised a coding framework under different 
headings of the MST and the HSS. Then we sorted data into 
the coding framework; and added newer codes as we went 
through the data analysis. The ongoing data analysis im
provised our coding framework, refined our themes, and in
formed our ongoing data collection. Finally, we organised 
the codes under four distinct themes of solidarity, sub
sidiarity, equity and ongoing support of KfW for the pro
gramme as a vehicle for promoting Universal Health Cover
age (UHC). 

REFLEXIVITY 

Reflexivity, i.e., awareness of one’s standpoint and poten
tial biases, is important for objective writing. SAK, who 
had worked at SSP as a Deputy Director, was at risk of 
biased interpretation of the stakeholders’ views. Through 
constant member checks with AS and KC, these biases were 
minimised. On the one hand, this personal affiliation had 
upped the risk of biased interpretation, but on the other 
hand, it helped with access to the case study sites and data 
collection. 

RESULTS 

Our final dataset comprised of 20 documents (Appendix 
1-supplementary document), 62 interviews (Appendix 2- 
supplementary document) and 63 hours of observations 
(Appendix 3- supplementary document). The official doc
uments and websites enabled us to understand the BMZ 
and KfW mandates and how these were reflected in the 
programmatic policies of SSP. Through interviews, we ex
plored the stakeholders’ views about the programme’s de
sign. We identified solidarity, subsidiarity and equity as key 
design features and explored how these were upheld or 
abandoned. By attending the policy and implementation 
level meetings, we were able to understand the tensions be
tween different policy options and their implementation. 
The rest of the paper will present an overview of the Pak-
German partnership, stakeholders’ views on KfW’s role in 
SSP and how the envisaged design elements were (or were 
not) practised. 

THE PAK-GERMAN PARTNERSHIP OF SEVENTY YEARS 

The Islamic Republic of Pakistan and the Federal Republic 
of Germany were founded in 1947 and 1949, respectively. 

Diplomatic relations between the two countries started in 
1951. Development cooperation between them started in 
1961, the year BMZ was founded. Key priority areas of BMZ 
work in Pakistan were sustainable economic development, 
energy, and governance (including health care). 
The BMZ priorities were reflected in the developmental 

engagement of KfW. The key objective of KfW’s work in 
Pakistan, stated on its website, was to “stabilise the coun
try”.5,6 KfW was engaged in good governance, clean energy 
and health care. According to the GoKP and KfW respon
dents, SSP was considered an outcome of the long-standing 
development assistance BMZ provided to Pakistan through 
KfW. 
The PC1 mentioned two overarching goals for SSP. These 

were to improve the people’s health status and reduce 
poverty levels associated with poor health and health care 
costs. In the PC-1, there were three stated objectives for 
the programme: (1) to improve access to health care ser
vices; (2) to improve the quality of these health services; 
and (3) to reduce the financial barriers to seeking health 
care. These objectives aligned with the aspirations of UHC 
and the country priorities of BMZ and KfW. 
SSP goals and objectives reflected the consciousness of 

the low coverage access to health care at the policy level. 
Programme officials suggested that support for launching 
the programme existed among key bureaucrats and deci
sion-makers in KP’s Department of Health. GoKP and de
velopment partners, including KfW and the WHO high
lighted the appetite and hope for strategic innovation to 
bring effectiveness and efficiency to the health system. 
GoKP officials suggested insurance was the best strategy for 
bringing efficiency into the health system, and they noted 
that the financial and technical support from the German 
Government enabled GoKP to initiate SSP: 

“I think the key enablers were key officials’ willingness and 
the financial and technical support from KfW and GIZ. 
The government is more willing to experiment new things 
if no public money is involved.” [Respondent 1: GoKP offi
cial] 

KFW WAS THE POLICY ENTREPRENEUR FOR SSP 
PLANNING, BUT COULD NOT RETAIN THE INITIAL 
POLICY DIRECTION OF SSP 

SSP initiation was largely attributed to the persuasion of 
GoKP by KfW officials. One of the senior programme offi
cers shared that SSP resulted from long drawn advocacy and 
negotiation efforts between GoKP and KfW since 2010. On 9 
January 2015, a service agreement was signed between the 
GoKP and KfW, followed by a public launching ceremony 
on 15 December 2015. Four districts (out of 28), namely 
Chitral, Kohat, Malakand and Mardan, were included in 
the pilot project in 2015. For the pilot project, 88% of the 
required funds came from the KfW and 12% from the 
provincial Government of KP (SSP PC1). 
The BMZ website and the programme officials had the 

same narrative that the German Government was interested 
in working in Pakistan’s health sector, particularly KP. One 
of the respondents, who had considerable experience of 
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working at SSP, squarely attributed the design of the SSP to 
the KfW’s consulting experts by saying: 

“…they selected the most effective and feasible option of 
social health protection or insurance…they designed the 
scheme in March 2011, and the Government of KP ap
proved that…This is how the social health protection ini
tiative started”. [Respondent 1: GoKP official working at 
SSP] 

The willingness of KfW to offer financial and technical 
assistance made SSP possible. 

“…Pakistan, especially Khyber Pakhtunkhwa, had a will
ing partner, i.e., the German Development Bank (KfW), 
to experiment with social health protection and that paid 
off”. [Respondent 12: Development sector’s representa
tive] 

The German partners described SSP as a success and 
took pride in being the force behind it. A KfW official shared 
that the seed money and basic design had come from the 
KfW, fully owned and expanded by the Government of KP: 

“I think Social Health protection was one of the rare suc
cesses. The Prime Minister owns it, and leadership’s heart 
lies in the programmes”. [Respondent 15: KfW official] 

Another KfW representative suggested that the SSP’s in
novative financing approach had a cascade effect, across 
the country, as described in the following quote: 

“…I mean, we [KfW] can already show the [KP] success 
story…the federal government also decided to adopt this 
scheme and to extend to other provinces in Pakistan”. [Re
spondent 16: KfW official] 

GoKP and SLIC officials viewed the German Health In
surance System as a role model and noted that SSP was 
based on learning from the German experience. 

SSP WAS ORIGINALLY BASED ON THE PRINCIPLE OF 
SOLIDARITY, BUT THIS WAS ABANDONED MIDWAY. 

The programme officials expressed confidence in the Ger
man Insurance Model and its core principle, i.e., solidarity. 
The basic idea of SSP, as proposed by KfW, was based on 
solidarity. SSP PC1 had plans to provide free health insur
ance to the poorest 21% of families in the pilot districts 
through cross-subsidisation by selling a voluntary, com
mercial insurance product to another 30% of the KP pop
ulation. Hence, the PC1 envisaged SSP as a sustainable in
surance fund. 

“The insurance product will also be marketed for oth
ers…who are willing to purchase the same voluntarily”. 
[SSP PC-1 document] 

The GoKP and KfW officials, however, noted that this 
cross-subsidisation did not materialise. KfW officials re
ported, and the programme officials confirmed that GoKP 
deviated from the solidarity-based, sustainable model and 
extended SSP coverage to the entire population of KP 
(around 6.6 million families or 36 million individuals) 
through a non-targeted subsidy. 

GoKP called the rapid expansion testament to political 
ownership and GoKP’s resolve to protect the population’s 
health. But, a senior GoKP official said that due to the po
litically driven removal of the voluntary insurance compo
nent, the programme lost the possibility for the rich to sub
sidise the poor and establish a sustainable health fund. 

“The hallmark of the social health insurance is the con
cept of solidarity…where is the element of solidarity in this 
system? Nowhere”. [Respondent 23: Senior GoKP official] 

A KfW respondent showed disappointment with the 
GoKP failure to implement the voluntary insurance product 
and noted that SSP strained the already limited fiscal space. 
KfW saw this as a concerning development due to the rising 
premium costs and the limited fiscal space: 

“The government has taken over 100% of the popula
tion…due to the limited fiscal space…we are a bit con
cerned…”. [Respondent 16: KfW representative] 

The Pakistan Economic Survey (FY 2020-21) showed that 
around 2.2 million Pakistani individuals and businesses 
were active taxpayers in 2021.13 The tax-to-Gross Domestic 
Product (GDP) ratio was 9.6% for the same period. In com
parison, the tax-to-GDP ratio of India was 11.7%, and the 
average tax-to-GDP ratio for countries in the Organisation 
for Economic Cooperation and Development in 2020 was 
33.5%.13,14 With such a low tax-to-GDP ratio and the 100%, 
population coverage with a 100% subsidy was deemed un
wise by the development sector officials: 

“Social health protection is for the poor, not for 100%”. 
[Respondent 12: a health systems specialist working with 
GoKP] 

Programme officials defended the 100% population cov
erage as good if properly implemented. However, represen
tatives from the advocacy groups strongly objected to the 
100% population coverage with a 100% subsidy. They con
sidered it akin to the poor subsidising the rich. 

“With the regressive taxation in Pakistan, 100% popula
tion means the poor are paying the premium for the richer 
people”. [Respondent 22: Representative of a cancer sup
port group] 

A financial sector expert from a development organisa
tion highlighted that Pakistan had a regressive tax struc
ture. According to the expert, the poor paid a greater por
tion of their income as taxes than the rich. 
Reliance on a regressive tax regime, according to advo

cacy groups and development sector representatives, made 
the SSP revenue stream inequitable and went against the 
spirit of UHC. When asked if KfW had cautioned GoKP 
against the non-targeted subsidy, their respondent said: 

“With the government’s high level of ownership and finan
cial allocation, KfW did not have much leverage to define 
the programme’s course”. [Respondent 15: KfW official] 

As per a KfW official, if the bank had leverage, they 
might have insisted on sticking to the original plan, i.e., 
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purchase of insurance by the rich and cross-subsidisation 
for the poor 

SSP HAD AN ELEMENT OF SUBSIDIARITY TO IMPROVE 
EFFICIENCY AND QUALITY OF SERVICES WITH MIXED 
RESULTS. 

SSP also had an element of subsidiarity, i.e., transferring 
authority to a lower level for efficiency and responsiveness. 
Through SSP, GoKP sought to divest its roles in the health 
system. In the SSP PC1, the payer role was assigned to 
GoKP, purchasing to the insurance firm and service provi
sion to private hospitals. 
GoKP officials hoped that these subsidiary roles would 

improve efficiency and quality of care. The development 
sector representatives, including KfW, agreed that SSP 
would improve quality and efficiency in the health system. 
However, an insurance representative said it was akin to re
suscitating an ailing health system through insurance. The 
insurance manager suggested that GoKP should make re
forms through its regulatory function and not leave reforms 
to an insurance intervention. 
The insurance and KfW representatives considered the 

public sector hospitals too weak for starting SSP and in
formed that the SSP design envisaged empanelling only pri
vate hospitals. However, in Year 3, public sector hospitals 
were also included in the programme: 

“Of course, it is quite a weak system. And this is why the 
scheme first targeted the private hospitals, and it was only 
the second step that also the public hospitals enrolled in 
the scheme”. [Respondent 16: KfW representative] 

Then why did KfW push for an insurance programme in
stead of supporting the existing supply-side arrangements? 
As per their response, it was optimism with the demand and 
pessimism with the supply side arrangements: 

“Before the insurance programme, the German Govern
ment and KfW mainly supported the supply side, i.e., sup
porting the primary care and construction of hospitals. 
The outcome was not satisfying. It is why there was a 
change in the perspective”. [Respondent 16: KfW repre
sentative] 

In the face of such pessimism from supply-side arrange
ments, a private sector respondent found it intriguing that 
SSP engaged the same public sector hospitals as service 
providers. The insurance manager shared that public sector 
hospitals were included in the SSP panel in Year 3 for three 
main reasons: 

“[i] The major reason was the government’s interest in 
spending and retaining public money in public sector hos
pitals. Another reason was [ii] to make the public sector 
hospitals competitive with the private sector…and [iii] 
make customers so that the open-funding [budget-side] 
provided to the public sector could be curtailed”. [Respon
dent 4: Manager at the insurance company] 

The premise of making the public sector competitive by 
including them in SSP was challenged by many. For ex
ample, a development agency’s representative questioned 

the plausibility of curtailing the supply side financing, as 
around 90% of hospitals’ expenditures were incurred on 
salaries, which were legally protected. 

"Unfortunately, most of our health care spending is either 
on the construction of buildings or the salaries. It is often 
the life-saving medicines or medical appliances that are 
neglected. [Respondent 10: Cardiologist from a public sec
tor tertiary hospital] 

A development sector representative called the public 
sector inclusion (which already got a budget) double-dip
ping and termed it against the efficient utilisation of lim
ited resources. A technical advisor of SSP said that the 
programme was supposed to cure inefficiencies and not 
amplify them, as in the case of double-dipping in the public 
sector. 
A private hospital’s manager referred to the public-pri

vate mix as unfair competition, where the private sector 
competed with the highly subsidised public sector, espe
cially in tertiary care. Another private sector respondent 
shared that the insurance company had barred some ser
vices in the private sector, like cancer care, which was 
harming patients. 

“I must say that forcing cancer patients to the public sec
tor just to cut cost is criminal. The public sector does 
not emphasise infection prevention or close monitoring 
needed for cancer patients”. [Respondent 9: Private hos
pital’s administrator] 

A manager from the insurance company shared an initial 
rejection of SSP in the public sector. Later, under GoKP 
pressure, the officials said that the public sector half-heart
edly adopted the programme in secondary care. A senior of
ficial of SSP suggested that the public sector hospitals had 
capacity issues and needed support: 

“Insurance is a novel idea. We are not taught insurance, 
health finances or health economics in our medical edu
cation and management sciences. There is no knowhow of 
insurance or managerial law—this a challenge”. [Respon
dent 1: GoKP official] 

Whether SSP had the right approach is debatable as 
there were arguments in favour and against the SSP ap
proach. For example, a senior official cherished the SSP ap
proach of engaging private hospitals, like the German In
surance System. However, a hospital manager argued that 
Pakistan had a legacy, mixed health system, whereas, in 
Germany, there were only private hospitals. 

SSP AIMED TO IMPROVE EQUITY, BUT SOME 
DEVELOPMENTS INSTITUTED WERE CONTRARY TO THIS 
AIM. 

SSP officials claimed that the programme would promote 
equitable access to health care services. Hospital managers 
agreed that was the case initially, but things had changed 
rapidly, as according to them, the insurer discouraged ac
cess to several services under SSP. For example, the per 
diem rates, as shared by a paediatrician, were so low that 
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they made it impossible for doctors to treat children under 
the scheme. 
The latest PC1 of SSP showed that the enrollment crite

ria in SSP changed from poverty to residence status. This 
change made the poor and the rich members of the same 
pool without any contribution and safeguards for the poor. 
The advocacy groups feared that the rich would crowd out 
the poor due to their understanding and connections in the 
health care system. A development sector respondent had 
similar views: 

“Due to their connection in the health care, the rich are 
more likely to get services through SSP than the poor”. 
[Respondent 43: Development sector’s representative] 

The programme official suggested that including the 
poor did not exclude the poor. This argument was, however, 
not accepted by a financial sector expert working at a de
velopment agency, who thought access to health care was 
rivalry and exclusionary, i.e., if the poor and rich are com
peting for a single bed available, one of them could have it. 

“If the poor do not get access, while richer people could 
find their way to get the services under the programme, 
then it is the poor outcome and a huge challenge”. [Re
spondent 37: Development sector’s representative] 

Additionally, with 100% population coverage, SSP has 
now planned to offer supplementary insurance products to 
the rich and civil servants. SSP officials explained that the 
supplementary insurance would enable the enrollees to ac
cess fast-paced executive services, enhanced limits and bet
ter benefits. This went against the notion of UHC and was 
flagged in the UHC guiding document (2017): 

“The equity principles reflected in UHC imply that health 
services should be made available to people based on need 
- and should therefore not differ according to membership 
in a particular scheme”. [UHC guiding document] 

A member of a patient advocacy group suggested that 
the supplementary policy would create a for-poor and for-
rich SSP. They feared an internal brain drain with the sup
plementary product, positing that the best doctors would 
serve those with the supplementary insurance in anticipa
tion of better pay-outs. 
A KfW official shared mixed feelings regarding supple

mentary insurance. They supported it in the hope of raising 
revenue but did not like it for the risk of creating a poor and 
rich divide, which the programme had sought to bridge. 

KFW ENGAGEMENT COULD STILL IMPROVE SSP IN THE 
PURSUIT OF UHC 

KfW respondents shared mixed feelings about the rapid ex
pansion of SSP. On the one hand, they labelled SSP as a suc
cess story, as the government accepted their idea and took 
complete ownership of its expansion. On the other hand, 
they considered the health system too weak and the fis
cal space too narrow to serve the entire population through 
non-targeted subsidies. 

KfW officials took pride in their contribution to SSP, and 
the programme officials genuinely acknowledged their role. 
There were some limitations, though. A KfW respondent 
informed that health was no longer a KfW priority sector for 
Pakistan. And therefore, SSP was facilitated under the KfW 
governance area. 
Despite these deviations from the critical design features 

of SSP, KfW continued supporting SSP. KfW has now com
mitted funding to pilot outpatient department (OPD) ser
vices under SSP in four districts (Chitral, Kohat, Malakand 
and Mardan) by mid-2022. The KfW team was optimistic 
and had high hopes for the OPD scheme: 

“Phase II [of KfW support] will be a leap forward towards 
Universal Health Coverage. Under Phase II, we will be pi
loting OPD services”. [Respondent 13: KfW manager] 

DISCUSSION 
SUMMARY OF THE KEY FINDINGS 

KfW supported GoKP to launch SSP. KfW served as the pol
icy entrepreneur and strove to diffuse the German learning 
of Social Health Insurance (SHI) in KP through promoting 
SSP based on solidarity, subsidiarity and equity.15–17 

Over the years (2015-21), the programme grew faster 
and larger than the expectations of the policy entrepreneur. 
Though appreciative of the government’s ownership of the 
programme, the actions deviated from the core founda
tional principles. The policy entrepreneurs mobilised gov
ernment resources towards a global health goal, i.e., pro
moting UHC, but could not make the government maintain 
a commitment to solidarity, equity and subsidiarity (bifur
cation of responsibilities). 
Political support and ownership were vital for scaling 

up the donor-supported initiative. However, over-politici
sation damaged institutionalisation and sustainability. 
Therefore, the policy entrepreneurs have a role in present
ing a policy image and preventing deviant or counterpro
ductive steps during the implementation. 

STRENGTHS AND LIMITATIONS 

The strengths of our study were using the instrumental case 
study design, using three data sources and selection of SSP 
as the case. We used a single-case study design which en
abled us to have an in-depth understanding of the pro
gramme. Our findings were potentially transferable to the 
GOP and GB programmes as these programmes had used 
the SSP design in different geographical areas. All three 
programmes have similar sociopolitical and health system 
contexts. Additionally, like SSP, the GB programmes had 
technical and financial contributions from KfW. If KfW sup
ports similar programmes in other countries with similar 
contexts, for example, Bangladesh, it might face similar 
problems as the programme evolves. A key limitation of 
our work was the absence of direct patient and population 
voices. Although solidarity has appeared as a key design 
feature, but could not ascertain the ability and willingness 
of the population to pay insurance premiums. Nonetheless, 
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we captured the views of patient support groups regarding 
the programme. 

INTERPRETATION IN VIEW OF THE BROADER 
LITERATURE 

Many authors have described SSP as a leap forward in mak
ing health care accessible in Pakistan.18–20 Some called 
it an effective step to actualise Target 3.8 of Sustainable 
Development Goals (SDGs),19 while others considered it a 
successful development partnership between Pakistan and 
the Federal Republic of Germany.18,21 These views reflected 
considerable support for SSP. However, important questions 
still remained, namely whether SSP was the best option for 
the mixed health system of Pakistan or if it could be sus
tainable? 
SSP was designed to provide free insurance to the poor. 

There were plans to enrol the rich on a contributory basis. 
But, as noted above, the element of solidarity was scrapped. 
It was difficult to call it SHP as a key element, i.e. solidarity 
was no more.22 The programme officials insisted that it still 
was social protection, arguing that the poor were still cov
ered. Contradicting this notion, experts have reported that 
in a poor-rich pool, it is highly likely that the rich would 
crowd the poor, as the rich have better understanding and 
connections in the formal health care system.23 

The enthusiasm of the SSP and KfW officials that the 
German Model of SHI might work in KP needed careful 
reevaluation. The German SHI had a strong statutory back
ing and a solid contribution from employers and employees. 
More than 90% of the working population was covered un
der the SHI Fund.17 On the contrary, less than 30% of Pak
istan’s job market had formal employment.13 Considering 
the ground realities, even if the element was solidarity was 
allowed to stay, the cross-subsidisation might be an up
hill task for two reasons: (i) collecting premiums from non-
salaried people would have been difficult; and (ii) the for
mal employees already had health coverage, reducing the 
prospects of bringing them under SSP.24 

Pakistan has a mixed health system, and the assumption 
that insurance would bring efficiency and improve quality 
is yet to be proved. Despite an extensive network of public 
sector health facilities, the utilisation in the private sector 
outweighed that in the public sector.25 Therefore, engaging 
the private sector under SSP was pragmatic, but imposing 
the public sector hospitals on the programme defeated its 
purpose, i.e. hampering efficiency and quality. Though SSP 
officials were hopeful that the public sector would improve 
its service quality to make revenue from the programme, 
there were broad system-wide problems.26,27 As shared by 
a respondent in our study, an insurance programme cannot 
resuscitate an ailing system. 
A population-based survey found that SSP did not in

crease the consumption of health care (number of admis
sions); the number of people choosing the private sector 
over the public had increased.28 The study concluded the 
shift might be due to the perceived higher quality of care 
in the private sector.28 This is in keeping with the pro
gramme’s policy assumption that the private sector had 
better quality. But, other researchers have reported a mul

titude of SSP-related implementation barriers, especially 
in the public sector.29 The patient’s verification, admission 
authorisation, low package rate, the reluctance of specialist 
doctors, and delayed claims payment all contributed to the 
public sector’s reluctance to participate in SSP.29 These 
problems were not unique to SSP in Pakistan. A study on 
the Indian Pradhan Mantri Jan Arogya Yojana reported sim
ilar implementation barriers, suggesting that international 
experience could provide valuable, transferrable lessons.30 

Although the SSP and KfW officials had confidence in the 
private sector’s quality of care, it was not that good either. 
A review of the KP Health System by the Asian Develop
ment Bank (ADB) concluded no quality standards or accred
itation systems were in place in the province. The private 
sector was unregulated, and no clinical guidelines or stan
dard operating procedures existed that were implemented 
across the province.27 

The political leadership, including the Health Minister 
of KP31 and the (former) Prime Minister of Pakistan (Imran 
Khan)32 likened SSP to UHC and the establishment of a wel
fare state. In our study, respondents highlighted the pos
itive role of political ownership, but this level of political 
branding could make such programmes a turf for politi
cal manoeuvring. Considering the collapse of Imran Khan’s 
government, which had supported 100% coverage in KP and 
its expansion to the rest of the country, the programme’s 
future is uncertain. After all, many pro-poor and welfare 
programmes have been discontinued in the past.10 

CONCLUSIONS 

There are five key messages from this analysis. First, inter
national development assistance and policy entrepreneur
ship can play a vital role in catalysing initiatives to pro
mote global health objectives like UHC. The programme 
objectives of improving access, quality and financial protec
tion resonated with the UHC objectives. However, achieving 
these needed SSP to include prevention, promotion, pallia
tion, and rehabilitation services. 
Second, while promoting innovative interventions, e.g., 

demand-side financing in a supply-side health system, the 
policy entrepreneurs might have limited control over ap
proaches to implementation. Policy entrepreneurship could 
shape national and subnational health policies, albeit 
within limits. For instance, the SSP aspirations were a bit 
divorced from reality, and the programme’s basic premise, 
i.e., solidarity, did not work out. 
Third, the institutionalisation of an innovative interven

tion is shaped by the constraints of the implementing sys
tem. SSP was a diffusion of the German health insurance 
ideals, constrained by the socioeconomic realities of Pak
istan. SSP did not evolve in a vacuum, but in a legacy 
health system with many countervailing forces like the lack 
of HRH,33 weak stewardship,34 and low public spending 
on health care.24 This should serve as a cautionary note 
for others involved with trying innovative financing ideas. 
This experience is potentially likely to be transferable to 
countries with similar fragile contexts and underperform
ing health systems, e.g., Afghanistan, Bangladesh and the 
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Central Asian Republics, as BMZ is involved in these re
gions too.35–37 

Fourth, policy entrepreneurs need some kind of policy 
levers – for example, disbursement linked indicators, to en
sure that the reform process does not deviate from the en
visaged policy parameters. In this case, the envisaged pol
icy direction (which was abandoned) included developing a 
sustainable insurance fund, improving health services qual
ity, and making the private sector accessible to people. 
Fifth, KfW mobilised the government’s will and re

sources for social protection. This inquiry raises three im
portant questions for KfW - - (i) with the 100% population 
coverage through 100% subsidy, is SSP still a social protec
tion programme? (ii) how would the programme treat the 
poor at par with the rich, both being members of the same 
pool? and (iii) would the supplementary insurance products 
take the programme towards or away from UHC. As the pol
icy entrepreneur of SSP, KfW needed to engage its Pakistani 
partners in a constructive discussion on these key policy 
questions. 

ACKNOWLEDGEMENTS 

We acknowledge the invaluable support of the SSP Director 
in helping to identify the case study sites (hospitals) and fa
cilitating access for collecting the non-participant observa
tions. We also acknowledge a full waiver of article process
ing charges by the publisher. 

DISCLAIMER 

Our work does not include any potential identifiers of our 
participants, and we had the consent of the participants to 
publish our work based on their participation. We did not 
use any copyrighted material in this paper. 

ETHICS STATEMENT 

We had ethics approval from the Ethics Committee at the 
University of Edinburgh and local ethics approval from the 
Khyber Medical University. We have complied with the 
ethics regulation of the approval bodies at all stages of the 
research and have maintained a written record of informed 
consent for the study participants. 

DATA AVAILABILITY 

The datasets used and analysed during the current study 
are available from the corresponding author on reasonable 
request. 

FUNDING 

The work was made possible through a PhD funding from 
the Higher Education Commission of Pakistan. The funder 
did not influence the study design, data collection, analysis 
or reporting. 

AUTHORSHIP CONTRIBUTIONS 

SAK developed the research plan and led the data collec
tion, analysis and write-up. KC and AS contributed to refin
ing the study design advised on the data collection, analy
sis, and interpretation, and helped refine the manuscript. 
All authors read and approved the final document. 

DISCLOSURE OF INTEREST 

The authors completed the ICMJE Disclosure of Interest 
Form (available upon request from the corresponding au
thor) and disclose no relevant interests. 

ADDITIONAL MATERIAL 

The appendices are attached as online supplementary doc
uments. 

CORRESPONDENCE TO: 

Sheraz Ahmad Khan 
Usher Institute, the University of Edinburgh, 
Teviot Place, EH8 9AG, Edinburgh. 
Email: S.A.Khan-6@sms.ed.ac.uk 
Phone: (+92) 333 9233 757. 
(+44) 0745 99694083 

Submitted: November 23, 2022 BST, Accepted: April 15, 2023 
BST 

This is an open-access article distributed under the terms of the Creative Commons Attribution 4.0 International License 

(CCBY-4.0). View this license’s legal deed at http://creativecommons.org/licenses/by/4.0 and legal code at http://creativecom

mons.org/licenses/by/4.0/legalcode for more information. 

The German Development Bank as a policy entrepreneur for social health protection: a case study of the development and...

Journal of Global Health Reports 8

mailto:S.A.Khan-6@sms.ed.ac.uk


REFERENCES 

1. Government of Khyber Pakhtunkhwa. PC-1: Social 
Health Protection Initiative for Khyber Pakhtunkhwa 
(KfW Assisted). Peshawar; 2013. 

2. Social Protection Department I. Social health 
protection. Accessed July 27, 2021. https://www.ilo.or
g/secsoc/areas-of-work/policy-development-and-appl
ied-research/social-health-protection/lang--en/inde
x.htm 

3. Khan SA, Cresswell K, Sheikh A. 
CONTEXTUALISING SEHAT SAHULAT PROGRAMME 
IN THE DRIVE TOWARDS UNIVERSAL HEALTH 
COVERAGE IN KHYBER PAKHTUNKHWA, PAKISTAN. 
Khyber Med Univ J. 2022;14(1):63-70. doi:10.35845/k
muj.2022.21481 

4. Social Health Protection Initiative KP. Hiring 
Insurance Company; Request for Proposal (RFP). 
Peshawar; 2020. 

5. BMZ. Pakistan: Influential partner country in 
South Asia. Accessed October 30, 2021. https://ww
w.bmz.de/en/countries/pakistan 

6. Kfw. KfW Global commitment: Pakistan. Published 
2021. Accessed October 30, 2021. https://www.kfw-en
twicklungsbank.de/International-financing/KfW-Dev
elopment-Bank/Local-presence/Asia/Pakistan/ 

7. Yin RK. Case Study Research and Applications: 
Design and Methods. 6th ed. Sage publications; 2017. 

8. Creswell JW, Poth CN. Qualitative Inquiry and 
Research Design: Choosing among Five Approaches. 
Sage publications; 2017. 

9. Stake RE. The Art of Case Study Research. Sage; 
1995. 

10. Nishtar S, Bhutta ZA, Jafar TH, et al. Health 
reform in Pakistan: A call to action. Lancet. 
2013;381(9885):2291-2297. doi:10.1016/s0140-6736(1
3)60813-2 

11. Ricketts TC, Goldsmith LJ. Access in health 
services research: The battle of the frameworks. Nurs 
Outlook. 2005;53(6):274-280. doi:10.1016/j.outlook.2
005.06.007 

12. World Health Organization. MONITORING THE 
BUILDING BLOCKS OF HEALTH SYSTEMS : A 
HANDBOOK OF INDICATORS AND. Geneva, 
Switzerland; 2010. https://www.who.int/healthinfo/sy
stems/WHO_MBHSS_2010_full_web.pdf 

13. Finance Division; Government of Pakistan. 
Pakistan Economic Survey 2020-21. Islamabad; 2020. 

14. OECD. Government support cushions tax 
revenues in OECD countries from the worst impacts 
of the COVID-19 crisis - OECD. Accessed May 18, 
2022. https://www.oecd.org/tax/government-support-
cushions-tax-revenues-in-oecd-countries-from-the-
worst-impacts-of-the-covid-19-crisis.htm 

15. Government of Khyber Pakhtunkhwa. Revised 
PC-1: Social Health Protection Initiative Khyber 
Pakhtunkhwa (Phase–II). Peshawar; 2017. 

16. Pelster M, Hagemann V, Laporte Uribe F. Key 
Aspects of a Sustainable Health Insurance System in 
Germany. Appl Health Econ Health Policy. 
2016;14(3):293-312. doi:10.1007/s40258-016-0223-8 

17. Schneider E. The main features of German private 
health insurance. In: Proc 27th ICA Heal Semin 
Cancun. ; 2002. 

18. Birdsall K. Working in Partnership for in Pakistan.; 
2021. 

19. Hussain H. Understanding Pakistan’s efforts to 
align quality healthcare with Sustainable 
Development Goals [Internet. LSE blog. Published 
2019. Accessed August 22, 2020. https://blogs.lse.ac.u
k/southasia/2019/10/28/understanding-pakistans-eff
orts-to-align-quality-healthcare-with-sustainable-de
velopment-goals/#comments 

20. Holst J. Joint Progress Review of Social Health 
Protection in Khyber Pakhtunkhwa. Islamabad; 2017. 

21. Kaba M. On a fast track to Universal Health 
Coverage in Pakistan The political will to prioritise 
social health protection makes all the difference. 
Published 2020. Accessed April 18, 2021. https://healt
h.bmz.de/stories/on-a-fast-track-to-universal-healt
h-coverage-in-pakistan/ 

22. International Labour Organisation. Social Health 
Protection: An ILO Strategy towards Universal Access to 
Health Care. Social Security Policy Briefings. Geneva; 
2008. 

23. Sachs JD. Achieving universal health coverage in 
low-income settings. Lancet. 2012;380(9845):944-947. 
doi:10.1016/s0140-6736(12)61149-0 

The German Development Bank as a policy entrepreneur for social health protection: a case study of the development and...

Journal of Global Health Reports 9

https://www.ilo.org/secsoc/areas-of-work/policy-development-and-applied-research/social-health-protection/lang--en/index.htm
https://www.ilo.org/secsoc/areas-of-work/policy-development-and-applied-research/social-health-protection/lang--en/index.htm
https://www.ilo.org/secsoc/areas-of-work/policy-development-and-applied-research/social-health-protection/lang--en/index.htm
https://www.ilo.org/secsoc/areas-of-work/policy-development-and-applied-research/social-health-protection/lang--en/index.htm
https://doi.org/10.35845/kmuj.2022.21481
https://doi.org/10.35845/kmuj.2022.21481
https://www.bmz.de/en/countries/pakistan
https://www.bmz.de/en/countries/pakistan
https://www.kfw-entwicklungsbank.de/International-financing/KfW-Development-Bank/Local-presence/Asia/Pakistan/
https://www.kfw-entwicklungsbank.de/International-financing/KfW-Development-Bank/Local-presence/Asia/Pakistan/
https://www.kfw-entwicklungsbank.de/International-financing/KfW-Development-Bank/Local-presence/Asia/Pakistan/
https://doi.org/10.1016/s0140-6736(13)60813-2
https://doi.org/10.1016/s0140-6736(13)60813-2
https://doi.org/10.1016/j.outlook.2005.06.007
https://doi.org/10.1016/j.outlook.2005.06.007
https://www.who.int/healthinfo/systems/WHO_MBHSS_2010_full_web.pdf
https://www.who.int/healthinfo/systems/WHO_MBHSS_2010_full_web.pdf
https://www.oecd.org/tax/government-support-cushions-tax-revenues-in-oecd-countries-from-the-worst-impacts-of-the-covid-19-crisis.htm
https://www.oecd.org/tax/government-support-cushions-tax-revenues-in-oecd-countries-from-the-worst-impacts-of-the-covid-19-crisis.htm
https://www.oecd.org/tax/government-support-cushions-tax-revenues-in-oecd-countries-from-the-worst-impacts-of-the-covid-19-crisis.htm
https://doi.org/10.1007/s40258-016-0223-8
https://blogs.lse.ac.uk/southasia/2019/10/28/understanding-pakistans-efforts-to-align-quality-healthcare-with-sustainable-development-goals/#comments
https://blogs.lse.ac.uk/southasia/2019/10/28/understanding-pakistans-efforts-to-align-quality-healthcare-with-sustainable-development-goals/#comments
https://blogs.lse.ac.uk/southasia/2019/10/28/understanding-pakistans-efforts-to-align-quality-healthcare-with-sustainable-development-goals/#comments
https://blogs.lse.ac.uk/southasia/2019/10/28/understanding-pakistans-efforts-to-align-quality-healthcare-with-sustainable-development-goals/#comments
https://health.bmz.de/stories/on-a-fast-track-to-universal-health-coverage-in-pakistan/
https://health.bmz.de/stories/on-a-fast-track-to-universal-health-coverage-in-pakistan/
https://health.bmz.de/stories/on-a-fast-track-to-universal-health-coverage-in-pakistan/
https://doi.org/10.1016/s0140-6736(12)61149-0


24. Nishtar S, Boerma T, Amjad S, et al. Pakistan’s 
health system: performance and prospects after the 
18th Constitutional Amendment. Lancet. 
2013;381(9884):2193-2206. doi:10.1016/s0140-6736(1
3)60019-7 

25. Pakistan Bureaue of Statistics. National Health 
Accounts 2017-2018. Islamabad; 2018. 

26. GIZ. COSTING OF PUBLIC SECTOR HOSPITAL 
SERVICES: A PROVIDER’S PERSPECTIVE. Islamabad; 
2017. 

27. Asian Development Bank. Khyber Pakhtunkhwa 
Health Sector Review: Asian Development Bank; 2019. 
doi:10.22617/tcs190481-2 

28. Helmsmüller S, Landmann A. Does free 
hospitalization insurance change health care 
consumption of the poor? Short-term evidence from 
Pakistan. Geneva Risk Insur Rev. 2021;47(1):238-275. 
doi:10.1057/s10713-021-00069-0 

29. Khan S, Shahab R, Ayub A, Zahid H, Mughal H. 
Exploring the Implementation Barriers in the Inpatient 
Care Model of Large-Scale Social Health Protection 
Schemes: A Mixed-Method Case Study from Pakistan. 
Islamabad; 2022. 

30. Saxena A, Trivedi M, Shroff ZC, Sharma M. 
Improving hospital-based processes for effective 
implementation of Government funded health 
insurance schemes: evidence from early 
implementation of PM-JAY in India. BMC Health Serv 
Res. 2022;22(1):1-13. doi:10.1186/s12913-021-0744
8-3 

31. Taimur J. Pakhtunkhwa’s #HealthInsurance4All. 
Twitter. Published 2020. Accessed September 23, 
2020. https://twitter.com/Jhagra/status/12964198275
65953024 

32. ImranKhanPTI. Congratulations to KP govt that 
despite financial problems they have taken a bold 
step of giving Universal health insurance coverage. 
Twitter. Published August 20, 2020. Accessed August 
22, 2020. https://twitter.com/ImranKhanPTI/status/1
296475387552239620 

33. Haakenstad A, Irvine CMS, Knight M, et al. 
Measuring the availability of human resources for 
health and its relationship to universal health 
coverage for 204 countries and territories from 1990 
to 2019: a systematic analysis for the Global Burden 
of Disease Study 2019. Lancet. 
2022;399(10341):2129-2154. doi:10.1016/s0140-673
6(22)00532-3 

34. World Health Organization. Joint External 
Evaluation of IHR Core Capacities of the Islamic 
Republic of Pakistan. Geneva, Switzerland; 2017. 

35. BMZ. Digitalisation and the Future of Health and 
Social Protection in Asia and Eastern Europe – 
Healthy DEvelopments. Published 2019. Accessed 
July 23, 2022. https://health.bmz.de/events/digitalisat
ion-and-the-future-of-health-and-social-protection-
in-asia-and-eastern-europe/ 

36. BMZ. Afghanistan. Published 2021. Accessed July 
23, 2022. https://www.bmz.de/en/countries/afghanist
an 

37. GIZ. Health systems strengthening. Published 
2017. Accessed July 23, 2022. https://www.giz.de/en/
worldwide/40525.html 

The German Development Bank as a policy entrepreneur for social health protection: a case study of the development and...

Journal of Global Health Reports 10

https://doi.org/10.1016/s0140-6736(13)60019-7
https://doi.org/10.1016/s0140-6736(13)60019-7
https://doi.org/10.22617/tcs190481-2
https://doi.org/10.1057/s10713-021-00069-0
https://doi.org/10.1186/s12913-021-07448-3
https://doi.org/10.1186/s12913-021-07448-3
https://twitter.com/Jhagra/status/1296419827565953024
https://twitter.com/Jhagra/status/1296419827565953024
https://twitter.com/ImranKhanPTI/status/1296475387552239620
https://twitter.com/ImranKhanPTI/status/1296475387552239620
https://doi.org/10.1016/s0140-6736(22)00532-3
https://doi.org/10.1016/s0140-6736(22)00532-3
https://health.bmz.de/events/digitalisation-and-the-future-of-health-and-social-protection-in-asia-and-eastern-europe/
https://health.bmz.de/events/digitalisation-and-the-future-of-health-and-social-protection-in-asia-and-eastern-europe/
https://health.bmz.de/events/digitalisation-and-the-future-of-health-and-social-protection-in-asia-and-eastern-europe/
https://www.bmz.de/en/countries/afghanistan
https://www.bmz.de/en/countries/afghanistan
https://www.giz.de/en/worldwide/40525.html
https://www.giz.de/en/worldwide/40525.html


SUPPLEMENTARY MATERIALS 

Online Supplementary Document    
Download: https://www.joghr.org/article/75413-the-german-development-bank-as-a-policy-entrepreneur-for-social-
health-protection-a-case-study-of-the-development-and-implementation-of-the-sehat-sa/attachment/159612.pdf 

The German Development Bank as a policy entrepreneur for social health protection: a case study of the development and...

Journal of Global Health Reports 11

https://www.joghr.org/article/75413-the-german-development-bank-as-a-policy-entrepreneur-for-social-health-protection-a-case-study-of-the-development-and-implementation-of-the-sehat-sa/attachment/159612.pdf
https://www.joghr.org/article/75413-the-german-development-bank-as-a-policy-entrepreneur-for-social-health-protection-a-case-study-of-the-development-and-implementation-of-the-sehat-sa/attachment/159612.pdf

	Background
	Methods
	Results
	Conclusions
	METHODS
	Data collection
	Data sources
	Timeline and ethics
	Sampling and recruitment
	Types of data captured
	Data analysis
	Reflexivity


	RESULTS
	The Pak-German partnership of seventy years
	KfW was the policy entrepreneur for SSP planning, but could not retain the initial policy direction of SSP
	SSP was originally based on the principle of solidarity, but this was abandoned midway.
	SSP had an element of subsidiarity to improve efficiency and quality of services with mixed results.
	SSP aimed to improve equity, but some developments instituted were contrary to this aim.
	KfW engagement could still improve SSP in the pursuit of UHC

	DISCUSSION
	Summary of the key findings
	Strengths and limitations
	Interpretation in view of the broader literature

	CONCLUSIONS
	Acknowledgements
	Disclaimer
	Ethics statement
	Data availability
	Funding
	Authorship contributions
	Disclosure of interest
	Additional material
	Correspondence to:

	References
	Supplementary Materials

