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E X E C U T I V E  S U M M A R Y  

B A C K G R O U N D  

Pakistan is committed to driving health sector reform toward Universal Health Coverage (UHC).  The 
government is exploring health financing reforms to facilitate this process, with support from partners 
including the Global Financing Facility (GFF). The federal Ministry of National Health Services, Regulations, 
and Coordination (MNHSR&C) has recently finalized a UHC investment case, which is intended to anchor 
these reforms (MNHSR&C 2021a). 
 
The Strategic Purchasing for Primary Health Care (SP4PHC) project aims to improve how governments 
purchase primary health care (PHC) services, with a focus on family planning (FP) and maternal, 
newborn, and child health (MNCH). The project is supported by the Bill & Melinda Gates Foundation 
(BMGF) and implemented by ThinkWell and partners in five countries: Burkina Faso, Indonesia, Kenya, 
the Philippines, and Uganda.  BMGF requested ThinkWell to consider building on SP4PHC by offering 
technical support to purchasing for PHC in Pakistan.  

ThinkWell commissioned this study to understand the current landscape for PHC, health financing, and 
policy reform in Pakistan through desk review and key informant interviews. This report describes our 
findings and sets the stage for a concept note outlining potential engagement. 

P R I M A R Y  H E A L T H  C A R E  L A N D S C A P E  

Accelerating progress toward UHC in Pakistan, the world’s fifth most populous country, is crucial for 
meeting global goals. Pakistan’s health outcomes remain weak, with neonatal mortality rates (42 per 
1,000 live births), among the highest in the world. A total fertility rate of 3.5 means that Pakistan’s 
population is expected to reach 285 million by 2030, which will put extreme pressure on an already 
overburdened health service (Khan 2018).  

Weak outcomes result from low coverage of PHC services, driven by Pakistan’s low government 
expenditure on health. There is significant room for improvement in the coverage of most services. For 
example, the modern contraceptive prevalence rate is 25%, and diphtheria-pertussis-tetanus (DPT-3) 
coverage is 75%. Pakistan spends 3.2% of its gross domestic product (GDP) on health, of which 
government contributes only 35.5%. Only 48% of this expenditure is on PHC, which means that the 
government spends only US$11.5 per capita on PHC each year (World Bank n.d.). 

The government aims to provide free, universal, public PHC services from this limited budget envelope, 
which leads to low service availability, readiness, quality, and utilization. Service delivery is the 
mandate of provincial departments of health and is paid for from provincial budgets (except for Gilgit-
Baltistan (GB), whose budget comes from the federal government through the Ministry of Kashmir 
Affairs). PHC is mainly delivered through local facilities, namely basic health units (BHUs) and rural health 
centers (RHCs), and by community-based lady health workers (LHWs). Facilities receive funds based on 
input-based budgets to purchase drugs, supplies, and equipment in line with provincially negotiated rate 
contracts. Staff are employed and paid by the government. Similar arrangements hold for the parallel 
service delivery structures for FP, which are administered by departments of population welfare. Overall, 
only 33% of essential services are generally available, and the quality is poor (MNHSR&C 2020a). BHUs 
and RHCs suffer from limited opening hours; shortages of drugs, supplies, and infrastructure; and 
accessibility constraints, leading to low footfall (WHO 2017). LHWs only cover half the population, and 
many remote and poor areas remain underserved (Oxford Policy Management 2019).  

Low public expenditure leads to high levels of out-of-pocket and catastrophic expenditure, and a 
reliance on private service provision. Of health expenditure, 60% is paid out-of-pocket, while 70% of all 
services are provided by the private, for-profit sector. Regulation of the private sector is weak, and data 
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on service quality are patchy, but studies have shown prescription practices frequently do not follow 
standard recommended therapies and involve high levels of over-medication (WHO 2017). The not-for-
profit NGO sector is prominent for FP through social franchise networks and social marketing. 

H E A L T H  F I N A N C I N G  R E F O R M  L A N D S C A P E  

There is strong momentum to improve service coverage and outcomes, anchored by a Universal Health 
Coverage (UHC) investment case that focuses mainly on the benefit package that the system will aim to 
deliver. The federal MNHSR&C recently finalized a UHC investment case, which targets improving the 
UHC index1 from 40% in 2015 to more than 65% by 2030 (MNHSR&C 2021a). The investment case 
assumes the implementation of a costed benefit package (UHC-BP), which is currently being tailored by 
the provinces. The package, which will require a degree of service reform, will be piloted this year in 
Islamabad, and then in 12 districts across all provinces.  

Raising revenue to finance UHC-BP has garnered significant attention from both the Government of 
Pakistan and development partners, including the World Bank. Costing for the UHC-BP reveals a large 
financing gap (World Bank 2021a). An “immediate” package of 88 interventions will have a financing gap 
of PKR214 billion (US$1.38 billion) per annum, of which PKR70 billion (US$450 million) is for primary care. 
To address this, the MNHSR&C, in consultation with provinces and with support from donors, will develop 
a health financing strategy. The government is also negotiating a new Global Financing Facility (GFF)-
linked World Bank project, the National Health Support Project (NHSP), which will provide funding to 
provincial governments, conditional on their meeting disbursement linked indicators. The World Bank is 
starting the design phase of the project, expected to go for World Bank board approval in early 2022.  

While UHC-BP defines services the government will prioritize, the UHC investment case gives little 
consideration to the ways in which provincial governments will purchase these services. To improve 
service utilization, provincial governments have contracted-in third parties to manage many public BHUs 
and RHCs, but this is not discussed in the UHC investment case. Contracted management of public 
facilities has largely been through quasi-governmental rural support programs such as the Peoples 
Primary Healthcare Initiative (PPHI). Evaluations of contracting-in have generally shown increases in 
service availability, readiness, and utilization, but limited translation into population outcomes due to 
budget constraints, lack of performance orientation of contracts, and the risk of fragmentation as 
individual facilities are contracted (but not, for example, the LHWs in their catchment areas) (Zaidi, Riaz, 
Rabbani et al. 2015). In areas underserved by public facilities, the UHC investment case recognizes the 
potential of contracting-out PHC services to private primary care providers and NGOs but does not 
discuss the modalities of this arrangement. Despite recognized improvements in governance (e.g., more 
formal relationships with contracted third-party management agencies), there is a clearly documented 
need to build the capacity of provincial governments to better define and manage contracts and 
performance (World Bank 2019).  

A national health insurance scheme, Sehat Sahulat, is growing rapidly, but there is no consensus as to 
whether it should be extended to cover PHC. To reduce out-of-pocket and catastrophic health 
expenditure, the federal government is prioritizing a national health insurance scheme covering 
secondary inpatient care called Sehat Sahulat (MNHSR&C 2020a). The scheme, which started in 2015, 
initially focused on the poorest households and is now being universalized to cover all residents of KP, 
Azad-Jammu Kashmir (AJK), Punjab, Gilgit-Baltistan (GB), and Islamabad Capital Territory (ICT) within the 
next six to eight months. The scaling in Sindh (currently one district) and Balochistan (five districts) will 
depend on provincial government decisions. Provincial governments pay premiums to the State Life 
Insurance Corporation (SLIC) or provincial equivalent, which accredits and contracts both private and 

 
1 As defined by the Institute for Health Metrics and Evaluation, University of Washington, Global Burden of Disease tool 
http://ghdx.healthdata.org/gbd-results-tool  

http://ghdx.healthdata.org/gbd-results-tool
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public facilities (although few public facilities have been contracted so far). Contracted public facilities 
receive service fees on top of their vertical government funding, which are used for facility improvement 
and staff incentives. Pilots are being set up to extend Sehat Sahulat to cover primary care but using Sehat 
Sahulat to purchase PHC services at scale would require contracting public primary facilities in 
underserved areas, creating a complex interface with existing purchasing mechanisms. 

In summary, while there is strong momentum toward UHC, a lack of focus on how primary care services 
are purchased by government risks undermining the potential of current reforms. Current purchasing 
arrangements are limited by the lack of performance orientation of contracting-in and the difficulties of 
integrating PHC into Sehat Sahulat. Improved purchasing is critical to ensure that the political momentum 
and health financing reforms translate into improved service coverage and quality, and ultimately into 
better health outcomes. 
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I .  L A N D S C A P E  S T U D Y  P A R T  A :  T H E  C U R R E N T  P H C  L A N D S C A P E  I N  P A K I S T A N   

This section starts with an overview of Pakistan’s reproductive, maternal, newborn, and child health 
(RMNCH) outcomes, illustrated with a comparative, regional lens. It looks at the current health financing 
and service delivery landscape for primary health care (PHC), and then explores the state of the various 
building blocks of the health system. 

O U T C O M E S  

While Pakistan has made significant progress in recent years, its PHC outcomes remain low by global 
and regional standards. Some outcomes have improved rapidly, including the maternal mortality rate 
(MMR), which decreased from 276 deaths per 100,000 live births in 2006-07 to 186 in 2019.2 Overall, 
Pakistan’s burden of disease from RMNCH and communicable diseases has declined from 36,033 
disability-adjusted life years lost per 100,000 population in 2000 to 17,063 in 2017 (Institute of Health 
Metrics & Evaluation n.d.). However, in some areas, Pakistan is among the worst performers in the world. 
For example, its neonatal mortality rate (NMR) of 42 per 1,000 live births is exceeded only by Lesotho 
(43). Figure 1 compares outcomes from Pakistan, Bangladesh—which has an equal gross domestic 
product (GDP) per capita—and Nepal, with a 40% lower GDP per capita. Pakistan performs relatively 
weakly, with NMR more than double that of Bangladesh (19) and Nepal (20). Pakistan performs 
particularly poorly on family planning (FP) outcomes, with a modern contraceptive prevalence rate 
(mCPR) of only 25% in 2017/2018 – a marginal decline from five years earlier – and a total fertility rate 
(TFR) of 3.5. 

Figure 1. Comparative PHC outcomes for Pakistan , Bangladesh , and Nepal  

 

Accelerating progress in Pakistan, the world’s fifth most populous country, is crucial for meeting global 
Sustainable Development Goal (SDG) targets. The need for progress is made more urgent due to 
Pakistan’s high population growth rate – its population is projected to double to 450 million in the next 
30 years – a rate of growth that the health system will struggle to accommodate. This will be exacerbated 
by epidemiological transition, with 56% of the disease burden already coming from noncommunicable 
diseases.  

There is significant room for improvement in the coverage and quality of most PHC services, especially 
when compared to other South Asian countries. For example, only 51% of pregnant women receive at 
least four antenatal care (ANC) checkups (compared to 69% in Nepal), 38% of children with diarrhea 
receive appropriate treatment (compared to 77% in Bangladesh), and diphtheria, pertussis, and tetanus 

 
2 Figures are cited from the PHCPI Vital Signs Report Pakistan, the 2017-18 Pakistan Demographic and Health Survey, 
the Pakistan 2019 Maternal Mortality Survey, the World Bank, and FP2020 Databanks.  
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(DPT) third-dose coverage is 75% (98% in Bangladesh). Pakistan performs relatively well in only a few 
areas with, for example, 69% of births attended by skilled personnel (compared to 58% in Nepal and 52% 
in Bangladesh).  

Achieving better results also requires addressing Pakistan’s equity challenges in health outcomes and 
service delivery. Pakistan’s differential in under-five mortality by wealth quintile of 69% far exceeds 
Nepal (39%) and Bangladesh (24%), and the wealthiest are significantly more likely to use modern FP 
methods than the poorest (30% vs. 17%). There are also strong provincial differences; for example, child 
stunting is 50% in Sindh but 30% in Punjab, skilled birth attendance is 35% in Balochistan and 72% in 
Sindh, and full immunization is 80% in Punjab and 29% in Balochistan.  

COVID-19 has significantly disrupted services that will have further weakened outcomes over the last 
year. Data show that FP visits in the public sector declined by 30%, ANC checkups by 31%, facility 
deliveries by 10%, DPT-3 vaccinations by 26%, and care-seeking for diarrhea by 33%. This disruption is 
expected to have cost an additional 49,869 child and 1,108 maternal lives (MNHSR&C 2020b). 

H E A L T H  F I N A N C I N G  

Total health expenditure is low by global and regional standards, including for PHC, which is largely 
explained by low government expenditure. Pakistan spends 3.2% of its GDP on health, which is low by 
regional levels (for example, it is 5.8% in Nepal). This translates into low expenditure on PHC, at US$24 
per capita in 2018 compared to US$38 in Nepal, despite Pakistan’s GDP per capita being 40% higher. This 
is primarily driven by low government expenditure on PHC per capita (US$11.5 vs. US$25.8 in Nepal); 
private expenditure is roughly similar in the two countries. As shown in Figure 2, this stems from low 
overall government expenditure as a proportion of GDP (21.6% vs. 31.9% in Nepal), low government 
expenditure on health (1.14% of GDP vs. 1.46% in Nepal), and a lower prioritization of PHC among health 
expenditure (48.1% vs. 68.1% in Nepal). Currently, 23% of total government health expenditure is spent 
on RMNCH (World Bank 2021a). 

Low public expenditure leads to high levels of out-of-pocket expenditure and catastrophic expenditure. 
Health expenditure is mostly funded through out-of-pocket expenditure by private households (60% in 
the National Health Accounts 2015-16). Of this, 47% is spent on medicines and 29% on outpatient care. 
Of households in a year, 7.65% have catastrophic health expenditure of over 10% of total household 
expenditure (Datta, Husain, and Asma 2019). 

Improving the coverage of essential services will require significantly higher health expenditure. The 
total cost of a prioritized package of essential health interventions for UHC described later in this report 
would cost PKR5,804 or US$36.7 per capita, that is, a tripling of current government expenditure (World 
Bank 2021a) if it were all publicly funded. This will require significantly greater allocations to health.  

There is unlikely to be significant fiscal space to increase government expenditure on health soon. The 
effects of COVID on the economy and the resultant competing demands on government expenditure 
mean that there will unlikely be significantly more resources available for PHC in the next few years. The 
economy contracted by 1.5% in FY20 and is only likely to grow by 1.3% in FY21 and 2.0% in FY22 (World 
Bank 2021b).  

However, low expenditure is not the sole driver of poor outcomes, and gains could be made even while 
the resource envelope is being expanded. For example, Bangladesh dedicates an even smaller share of 
GDP to health (2.3%), particularly by government (0.4% of GDP), yet achieves significantly better 
outcomes. Therefore, Pakistan could achieve more within current resource availability while it works to 
increase the resource envelope available to PHC. Making purchasing more strategic and reforming service 
delivery could lead to substantial gains in utilization and efficiency. 
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Figure 2. Government PHC expenditure in Pakistan and Nepal 

 

 

P U B L I C  S E R V I C E  P R O V I S I O N  

From this limited budget envelope, provincial governments in Pakistan aim to provide universal public 
PHC services free of cost, out of provincial budgets. Under the 18th Amendment to the Constitution in 
2011, public health services are managed by provincial governments, except in Islamabad Capital 
Territory (ICT) and Gilgit-Baltistan (GB), formerly known as Federally Administered Northern Areas, which 
come under the jurisdiction of or are funded by the federal government. Service delivery is the mandate 
of provincial departments of health from provincial budgets. Governance arrangements are described in 
more detail in the governance section of this report. Government budgets come from centrally collected 
taxes. Hypothecated or earmarked taxes, such as revenues from tobacco excise or locally generated 
taxes, are not used. Fiscal flows to the provinces are made as single-line budgetary transfers from the 
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federal divisible pool of tax revenues. In district budgets, 60% of total health expenditure is accounted 
for, although most of this is controlled by the province.  

Public services are delivered free at the 
facility and community level. With some 
regional variation, primary care is delivered 
through 90,000 lady health workers (LHWs), 
5,518 basic health units (BHUs), 731 maternal 
and child health centers (MCHCs), and 683 
rural health centers (RHCs). Facilities receive 
funds from the district government, based on 
input-based budgets, to purchase drugs, 
supplies, and equipment in line with 
provincially negotiated rate contracts. Staff 
are employed and paid by the district 
government (with some, such as LHWs, paid 
directly by the provincial government). Fund 
flows are visualized in Figure 3. Similar 
arrangements hold for the parallel service 
delivery structures for FP, which are 
administered by departments of population 
welfare. In practice, PHC is delivered not just 
at primary facility and community levels but at 
all levels of the public health system, with a 
particular reliance on tertiary hospitals in 
urban areas. 

Weak public financial management processes 
undermine public service delivery. Budget 
planning is weak, and inefficiencies arise from 
how the health budget is divided across 
recurrent and development budgets. The 
recurrent budget covers operational expenses 
and is expanded by annual inflation-
adjustment increments. The development 
budget is for time-bound initiatives. Budget 
planning has been criticized for being ad hoc 
and unaligned with national policies (World 
Bank 2017). Development funding is mainly 

focused on visible infrastructural schemes, primarily at a tertiary level, with insufficient funding in the 
recurrent budget for repairs and maintenance. Vertical programs have historically remained on 
development budgets rather than being incorporated into the recurrent budget, limiting integration and 
undermining efficiency, although many have been transferred recently into the recurrent budgets. 
Recurrent budgets overwhelmingly comprise salaries (76%), limiting the amounts for medicines and other 
expenditure items. Poor planning, delayed releases of federal support and fund flows from finance 
departments, weak data systems, and limited capabilities to complete processes lead to low absorption, 
and many districts frequently end the year with substantial amounts of unspent funds (World Bank 2017).  

There is progress in some provinces in improving public financial management following devolution. 
For example, supported by the U.K. Foreign, Commonwealth and Development Office’s (FCDO) Sub-
National Governance program, the Government of Punjab has identified sources of unused finds to 
reallocate to underfunded priorities, such as essential medicines, maintenance of basic health equipment, 

Figure 3. Purchasing mechanisms for direct service delivery
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and medical camps for remote areas. In Hafizabad, surplus allocations for communications were allocated 
to additional fuel budgets, enabling vaccine providers to increase the coverage of vaccination programs. 
Additional progress has been made on aligning budgets to priorities, monitoring expenditure, and 
ensuring budgets are spent as planned (OPM Briefing Note 2017). 

P U B L I C  S E R V I C E  D E L I V E R Y  

Public services at the facility and community levels suffer from low coverage and poor service 
availability and readiness, leading to low utilization. An initial assessment against the Disease Control 
Priority (third edition) (DCP3) benchmark found that only 19% of essential UHC interventions were 
generally available, including only 33% of RMNCH services (MNHSR&C 2020b). 

Basic Health Units 
Pakistan’s 5,518 BHUs are the first tier of facility-based PHC. BHUs are located at the Union Council 
level, covering a catchment population of up to 25,000 within a radius of five kilometers. A BHU has two 
beds and is staffed with a medical doctor and supported by a female trained birth attendant called a lady 
health visitor (LHV), vaccinators, and paramedical staff. They act as a first-level referral for patients 
referred by LHWs, provide primary-level organized curative care using an approved essential drugs list, 
and provide RMNCH services, including ANC, birth preparedness counseling, services for normal 
deliveries, postnatal care, and management of ailments of neonates and children who do not require 
referral. The BHU serves as a referral point to the next level of health care as needed. BHUs are 
supplemented by 731 MCHCs, providing basic ANC, normal delivery, and postnatal and FP services, as 
well as treatment of minor ailments to women and children.  

BHUs suffer from low utilization due to a mixture of supply-side and demand-side challenges. The rural 
poor who cannot afford to access private medical facilities rely primarily on BHUs. For example, one study 
found that only 25% of the population of BHU catchment areas in Punjab were using them (Zuhaib and 
Hanif 2016). This has been shown to be driven by challenges with access on the demand side, but also 
low patient satisfaction, poor quality of services provided, and shortages of medicines. For example, it has 
been found that only 25% of patients were examined by a medical officer (Zuhaib and Hanif 2016). Other 
studies have shown how BHUs lack the resources required to provide high-quality ANC services, 
particularly in terms of infrastructure, equipment, supply items, and medicines (Majrooh, Hasnain, Akram 
et al. 2015). For example, 28% of facilities had poor infrastructure, and essential supply items such as 
urine strips for albumin, blood sugar testing strips, and hemoglobin reagents were particularly poorly 
stocked. A study in two districts in KP found that many BHUs were not functional for deliveries, with only 
10% reporting births in the previous six months, and that none of these qualified as equipped to provide 
basic emergency obstetric and neonatal care (BEmONC) (Brückmann, Hashmi, Bruch et al. 2019). A 
chronic lack of equipment and medication was also detected, with only 45% of health facilities having 
magnesium sulphate available on the day of the interview. BHUs are mostly only open between 8am and 
2pm, severely constraining their usefulness for maternal health. A survey in GB found that none of the 
BHUs surveyed (20% of all BHUs) were able to open even for the mandated eight hours a day (Asif 2017). 
Efforts have been made since 2015 in Punjab and KP to enable 24/7 operation of BHUs, and new 
interventions are currently being piloted.3 In Sindh, over 300 BHUs (out of 757 in total) have been 
upgraded by the People’s Primary Healthcare Initiative (PPHI) Sindh to open 24/7 rather than 6/6 as well 
as provide BEmONC, as have 43 by PPHI Balochistan. 

Social accountability programs have shown to have some impact on utilization but cannot address 
problems that are inherently systemic. There is some evidence on the impact of social accountability 
programs such as the FCDO-funded Empowerment, Voice and Accountability component of the Provincial 
Health and Nutrition program (Taylor and Khan 2017). This project established and supported 384 
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community groups in Punjab and KP, which resulted in improved health facility and service quality at 
BHUs, some policy changes and improved financial flows, and some evidence of increased use of health 
services. However, an evaluation found that many of the problems facing BHUs are symptomatic of 
systemic problems that cannot be solved by the BHUs themselves (Taylor and Khan 2017). 

Rural Health Centers 
Pakistan’s 683 RHCs, serving a catchment of up to 100,000, are the next tier above BHUs and act as the 
first level of referral care. They provide promotive, preventive, and curative care; diagnostics; and 
referrals, along with inpatient services. They also provide clinical, logistical, and managerial support to 
BHUs, LHWs, and MCHCs. Referrals out are largely to the 989 secondary care hospitals at tehsil 
(subdistrict) and district levels. An RHC is expected to be open 24/7 and have 20 beds and an ambulance. 
It should be able to undertake minor surgical operations and provide BEmONC, including resuscitation 
and care for minor newborn complications. It is expected to have one senior medical officer in charge, 
two medical officers, six nurses, six midwives, and two LHVs (Punjab Devolved Social Services Program 
n.d.). 

Studies of RHCs have shown low utilization and functionality. For example, of seven facilities surveyed in 
KP, only one qualified as a BEmONC facility and none provided cesarean sections (Brückmann, Hashmi, 
Kuch et al. 2019). In a study of 25 RHCs in Sindh, 64% were found to be ready to provide BEmONC, 
although none provided cesarean sections (Kumar, Ahmed, Anwar et al. 2019). Another study in Sindh 
found that all RHC deliveries occurred during the morning shift (Agha, Fitzgerald, Fareed et al. 2019). A 
survey in GB found that no single RHC was able to provide complete BEmONC services (Asif 2017). 

Lady Health Workers 
LHWs are recruited from their local communities, cover a catchment area of approximately 1,500 
people, and act as connectors between households and hospital-based services. They are expected to 
visit each household monthly and provide a range of preventive, promotive, and curative care in 
marginalized, remote rural and urban slum communities, particularly for women and children. LHWs are 
overseen by lady health supervisors, who are based within BHUs. Their responsibilities (with some 
provincial variation) include:  

— Act as a liaison between the community and the formal health system. 
— Promote uptake of FP, including providing contraception. 
— Disseminate educational messages. 
— Promote and undertake child immunization. 
— Prevent and treat common ailments. 
— Undertake nutrition interventions, including growth monitoring and anemia control. 
— Provide ANC and postnatal care. 
— Refer clients to nearby health facilities and community midwives. 
— Other programming (e.g., polio). 

Evaluations have shown that the LHW program has significant impact, but this is undermined by their 
limited coverage, lack of non-salary spending, heavy workload, poor human resource management 
processes, and weak governance. While there are almost 90,000 LHWs in place, this only covers just over 
half (115 million) of Pakistan’s population, with many remote and poor areas underserved, a major 
constraint to better PHC service delivery. For example, a study in Sindh found that the LHW program 
coverage was between 20% and 43% in six districts (Rajkotia and Fitch 2014). A recent evaluation for 
UNICEF (Oxford Policy Management 2019) found that: 

— While LHWs are important providers of PHC to otherwise underserved populations, their impact is 
limited by the lack of explicit focus on geographic areas and socioeconomic groups with the 
greatest need, leading to unsystematic coverage.  
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— Since the program started, LHWs have been regularized and become government employees on 
government pay scales. As a result, almost all expenditure is now on salaries. This has led to a 
recruitment freeze (and a decline in LHW numbers), salary delays, and funding deficits in 
complementary areas (such as supervision, supplies and equipment, and training), undermining 
performance.  

— Over time, there has been an increasing focus on immunization relative to other health, health 
education, and nutrition needs; ever-increasing responsibilities; and management and resourcing 
problems, including a lack of performance management, monitoring, and planning.  

— Since devolution, there is a lack of coordination, information, and oversight across regions, limiting 
learning and cross-fertilization of best practices, with quarterly review meetings suspended and no 
interprovincial forum for sharing and coordination. 

Weaknesses further up the service delivery chain also undermine the performance of LHWs. It has also 
been documented that LHWs’ ability to build trust-based relationships with the communities they serve – 
acknowledged in the community health worker literature as the most important determinant of 
performance (Kok, Broerse, Theobald et al. 2017) – was undermined by disorganized and poor service 
delivery when identified patients reached hospitals (Bechange, Schmidt, Ruddock et al. 2021). 

Community-based Midwives 
To improve the coverage of skilled birth attendance, in 2006 Pakistan adopted a cadre of 
approximately 8,000 community midwives (CMWs), but this has not been successful. CMWs are 
expected to provide home-based maternity care through the establishment of private practices in their 
home villages. Their training includes a 12-month classroom component and a six-month practical clinical 
component. They are trained to attend normal childbirths and to recognize and refer obstetric 
complications. Evaluations have shown that the program has not been successful (Mumtaz, Levay, Bhatti, 
and Salway et al. 2015), with low effective coverage (Sarfraz and Hamid 2014). Evaluations found that half 
of CMWs had not performed a delivery in the previous three months and identified such key barriers as 
lack of trust in CMWs (Mumtaz, Levay, Jhangri et al. 2015b), inability to cover large catchment areas, 
restrictions imposed by family, deficiencies in knowledge and competence, and antagonism from other 
health care providers. Implementation research has further highlighted gendered mobility restrictions 
and an unrealistic business model as challenges. CMWs need to attract fee-paying clients to establish 
financially sustainable private practices. Wealthier clients were already able to access skilled providers, 
and poorer clients used traditional birth attendants or relatives and only sought skilled care in case of an 
emergency, for which they mostly could not pay. Therefore, there was no clear market segment for the 
CMWs, and they were unable to serve those in greatest need. Research has also shown that they were 
disconnected from the public sector (unlike LHWs, who are integrated with the local BHU), and that they 
were largely deployed in areas well supplied with other, often highly trained providers. Those CMWs who 
have managed to establish functional practices in conservative, infrastructure-challenged rural contexts 
were those who were driven to overcome household poverty, had family support, and had an intrinsic 
sense of what was required to establish a private practice, exhibiting professionalism and a strong 
business sense, and providing respectful maternity care (Mumtaz, Levay, Bhatti, and Salway 2015).  

FP Structures 
FP has a separate set of service delivery arrangements to health. After devolution, responsibility for FP 
was decentralized to provincial population welfare departments. Mostly, services are delivered through 
the health system, for example, through reproductive health services centres in district hospitals. 
However, there are separate family welfare centres (reproductive health facilities), covering a population 
of 20,000 to 25,000 and managed by a family welfare worker/counselor who, among other duties, inserts 
IUDs and dispenses other contraceptives such as oral pills, injectables, and condoms. These are supported 
by mobile service units and village-based population workers (male) for client motivation and distribution 
of contraceptives. These have been shown to provide a poor quality of care, with 63.5% of clients in one 
study not given the method of their own choice, 63% not counseled on side effects, and 51% reporting 
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low satisfaction (Yasmin and Miyan 2018). A separate evaluation found low efficiency and a small but 
positive impact (Punjab Economic Research Institute n.d.).   

P R I V A T E  S E C T O R  D E L I V E R Y  

The low coverage and quality of public services drive patients to the private sector. Seventy percent of 
all services are estimated to be provided by the private sector. This has been attributed to the convenient 
opening hours of private sector facilities, the ease of access and transport, frequent staff and drug 
shortages at government health facilities, and the diversion of patients to private clinics by dual-practice 
practitioners (Aleemi, Khaliqui, and Faisal 2018). While the private sector is weighted toward urban areas 
and tertiary care, it still caters to a large share of primary-level curative care provision. Of the 66% of 
births that occur in facilities, one third are in public and two-thirds in private facilities, although there is 
significant provincial variation (22% private in Balochistan and 52% in Sindh). Seventy percent of children 
under 5 with an acute respiratory infection and 60% with diarrhea received care from the private sector, 
compared to 17% and 14% in the public sector, respectively. The public sector caters to 44% of FP 
services. NGO-led social franchises and social marketing networks (such as the Sabz Sitara clinics of 
Greenstar, Suraj clinics of Marie Stopes Society, and Dhanak clinics of DKT) are major providers of FP 
services and are partially funded through international donors such as the U.K.’s FCDO. The military and 
some semi-government and parastatal organizations, such as the railways and social security institutes, 
directly provide services to their employees and dependents. The military makes up 3% and NGOs 6% of 
health service provision. Overall, Pakistan has a mixed health system that includes public, parastatal, 
private, philanthropic, and military provision, shown in Figure 4. 

Figure 4. The structure of Pakistan's health system (Kumar and Bano 2017) 

 
The availability and quality of private PHC services has been shown to be poor, although this is a 
relatively under-researched area compared to the public sector. For example, studies have shown 
prescription practices frequently do not follow standard recommended therapies and involve high levels 
of over-medication (WHO 2017). However, tertiary-level care in some private sector hospitals is quite 
good, with at least two hospitals having Joint Commission International accreditation. A study in Sindh 
that undertook direct observations of deliveries showed that initial examinations for vital signs were 
conducted in fewer than one-in-ten women; infection prevention practices were only observed in one-in-
four women; two-thirds of births used oxytocin to augment labor, irrespective of indication; and newborn 
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vital signs and the baby’s weight were taken in one-in-ten cases (Agha, Fitzgerald, Fareed et al. 2019). 
Quality of care scores from this study are shown in Table 1, and private and public facilities fared equally 
badly. Provision of care at district-level referral facilities was found to be even worse than that provided 
by PHC facilities or the private sector, often because of untrained dais or assistants providing care during 
evening and night shifts.  

Table 1. Quality of care in observed facilities in Sindh (Agha, Fitzgerald, Fareed et al. 2019) 

 Initial 
examination 

(n=248) 

Ongoing 
management 

(n=293) 

Second and third 
stage (n=305) 

Immediate 
newborn care 

(n=300) 

Type of facility  

District headquarter (reference) 4.6 5.0 6.1 7.0 

Tehsil headquarter hospital 7.8*** 7.3*** 7.3** 9.8*** 

RHC/BHU 6.0 5.4 6.6 8.6 

Private facility 6.8** 5.5 6.1 7.2 

Type of provider  

Obstetrician 7.3*** 6.2*** 6.7*** 8.3*** 

Staff nurse 5.5** 5.6** 6.4*** 7.1* 

Community midwife (CMW) 6.5** 5.8** 6.9*** 8.9*** 

Lady health visitor (LVH) 6.4** 6.7*** 7.8*** 9.0*** 

Medical officer  5.1 5.4 6.8 8.2*** 

Dai/assistant (reference) 3.3 4.0 4.7 5.7 

Shift  

Morning 6.3*** 6.2*** 6.7** 7.9* 

Evening 5.9** 5.3 6.3 7.7 

Night (reference) 3.9 4.7 5.8 6.8 

Total score 5.5 5.5 6.3 7.5 

O T H E R  H E A L T H  S Y S T E M  C O N S I D E R A T I O N S  

Governance 
Pakistan is a federation with three levels of government: federal, provincial, and district; health has 
been a provincial responsibility since 2011. Health was devolved to the provincial level in 2011 under the 
18th Amendment to the Constitution of Pakistan. Policy, legislation, programming, implementation, 
budgeting, and monitoring were devolved to the provinces. The fiscal space of provinces was also 
increased to allow for greater contribution to devolved subjects, while the federal fiscal space was 
reduced. The federal government retains a role with respect to regulation of professions, services, and 
insurance; health planning coordination with provinces; health information coordination with provinces; 
research; and coordination on interprovincial matters. The federal Ministry of Health was initially 
abolished, and then later reconstituted in 2013 as the Ministry of National Health Services, Regulation 
and Coordination (MNHSR&C), bringing together the dispersed federal health functions into a single 
entity. In 2016, the Health Planning, System Strengthening and Information Analysis Unit (HPSIU) was 
established for strategic advisory, policy development, and monitoring purposes. The federal government 
also retains jurisdiction over various areas. The ICT comes under the jurisdiction of the federal 
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government, whereas AJK is an autonomous region with its own government. The area known as 
Federally Administered Tribal Areas has been merged in KP Province, although the federal government 
through the governor of the province has a strong role in policy matters. Federally Administered Northern 
Areas has been declared as a province (Gilgit-Baltistan, or GB), although the budget comes from the 
federal government through the Ministry of Kashmir Affairs. In general, decentralization is seen as a 
success, with increased priority for health, contextualized sector-wide health planning and legislation, a 
proliferation of governance measures to improve and regulate service delivery, and high ownership by 
politicians and bureaucrats. However, this was impeded by weak institutional capacity, limited federal-
provincial coordination, and vulnerability to interference by local elites (Zaidi, Bigdeli, Langlois et al. 
2019).  

Evolving a productive relationship between the federal and province levels remains a work in progress, 
with implications for planning. A National Health Vision (2016-25) was commonly agreed between 
federal and provincial governments, with a federal National Action Plan for 2019-23. Translation of these 
as well as the National Human Resources for Health Vision 2018-2030, National Strategy Framework on 
Maternal and Neonatal Health, and National Nutrition Strategy into operational planning and targets has 
been limited. PHC planning has usually followed a project mode without a strategic policy direction, 
shaped by the project documents of different vertical programs and government and donor-funded 
projects (WHO 2017). All provinces, often with support from development partners, have developed 
health sector strategies with a major focus on PHC, and three provinces have translated these into 
costed, medium-term operational plans. These have been partially implemented, with varying pace, in 
different provinces. The provincial ministries have also undergone some level of restructuring to respond 
to new planning and oversight needs, although institutional capacity is uneven. Health sector reform 
units, public-private partnership nodes, and regulatory commissions are in place for strategy 
implementation in three provinces (not Balochistan). More work is required to link health-sector 
strategies to medium-term development and budgetary frameworks at the province level. Many 
programs were originally introduced by the federal government as national, vertical programs, including 
the LHW program (under the National Program for Family Planning and Primary Health Care) and the 
Expanded Program on Immunization (WHO 2017). Vertical programs – although they are being 
increasingly integrated into provincial-level structures and budgets – have been identified as leading to 
duplication of services; inefficiency of human resources, finances, monitoring systems, time, and logistics; 
and erosion of district-level accountability and decision space. 

District-level capacity for managing the health system has been identified as a priority bottleneck 
constraining UHC (Government of Pakistan n.d.). More focus is now being put on the district level (each 
district covers approximately 1.3 million population), with Sindh and KP developing district health plans. It 
is not yet clear whether these will be translated into annual budgets and become the benchmarks for 
monitoring and accountability of the districts. Weak autonomy, leadership, and governance manifests 
through inadequate plans, weak performance management, and use of data by and poor management of 
the many programs, services, and resources under the control of district governments. 

FP has a different set of governance arrangements within the PHC system. Pakistan historically has had 
a Ministry of Population Welfare, with responsibility for FP. After devolution, responsibility was 
decentralized to provincial population welfare departments. Most provinces have developed a population 
welfare policy and a multi-year costed implementation plan for improvements in FP and reproductive 
health. Provincial departments are responsible for the supply of commodities and medicines, policy 
development, and communication. A population program wing has been developed in the MNHSR&C, 
responsible for developing national action plans, visions and policy frameworks, and central supply chain 
management. A National Action Plan aims to increase the mCPR from 25% (2017/18) to 50% by 2025 and 
to 60% by 2030, reduce the fertility rate to 2.8 in 2025 and 2.2 by 2030, and lower the average population 
growth rate to 1.5% by 2025 and 1.1% in 2030. These and other targets became commitments at the 
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ICPD25 Nairobi Summit in 2019, including raising per capita expenditure on FP from US$1 to US$2.5 and 
creating a population fund with Rs10 billion per annum.  

Nutrition is better integrated through intersectoral approaches. For example, LHWs include infant and 
young child feeding, micronutrient supplementation, fortification, and treatment of malnourished 
children in their service packages.  

Regulation of the health sector, including PHC, is limited. There is a lack of a national health care 
accreditation system and integrated national guidelines, policies, and procedures on health care quality 
and patient safety, or national quality care indicators (Shah and Perveen 2016). Health regulatory 
commissions have been set up in some provinces, but these are nascent. Private sector regulation is likely 
to be a complex task; health providers do not even need to register with health departments to open a 
practice. There are no plans to regulate the pricing of health services. There is some experience of 
accreditation through donor-supported projects – such as maternal vouchers under the Norway Pakistan 
Partnership Initiative in Sindh – but these were confined to a few districts and came to an end with 
project closures. FP vouchers have been introduced for NGO providers such as Greenstar, the Marie 
Stopes Society, and DKT in all four provinces, which was generally found to be cost-effective, but there is 
no nationally extensive coverage (Gheorge, Zaman, Scott et al. 2018) and their donor funding raises 
sustainability concerns without a long-term financing instrument. 

External donor assistance currently comprises 18% of total health expenditure (World Bank 2021a). 
Donors have been powerful supporters of PHC in Pakistan, although they have also been criticized for 
verticalizing activities, working through international NGOs with limited sustainability that are routed 
through projects on development budgets with little government co-contribution (WHO 2017).  

There is little community involvement in PHC. District health management teams, including elected 
representatives, were not fully operationalized. Hospital boards with citizen’s representation did not last 
beyond a pilot project and only covered secondary care hospitals, and village health committees exist in 
some union councils but are mainly nonfunctional.  

Supplies 
While the federal government is responsible for the importing and manufacturing of drugs, 
procurement and distribution are the responsibility of the provincial government. Nationally, drug 
importation and manufacturing are regulated by the Drug Regulatory Authority of Pakistan (DRAP). DRAP 
was established under the DRAP Act 2012 to provide effective coordination and enforcement of the 
Drugs Act 1976 and to bring harmony to interprovincial trade and commerce of therapeutic goods. DRAP 
is an autonomous body under the administrative control of the MNHSR&C. At the provincial level, health 
supplies and equipment are purchased by procurement cells in the departments of health. Procurement 
of drugs and disposables are the responsibility of a Medicine Coordination Cell (MCC). MCCs carry out 
rate contracting with firms and hospitals purchasing medicine from the specified firms/vendors, 
according to their requirements and budgets. In KP, an earlier attempt (2014-15) to fully decentralize 
procurement (including firm selection) to hospitals and district administrations was not successful, due to 
minimal participation by bidders in the bidding process, leading to an acute shortage of medicines. After 
this, procurement responsibility returned to the MCC.  

There are frequent shortages of essential drugs in the public sector due to poor procurement and 
supply chain management. A 2019 study in ICT found, for example, that magnesium sulphate for the 
management of eclampsia was available in only 5% of facilities. When budgets are exhausted at the end 
of the year, the situation further worsens. This has been attributed to insufficient financing allocated to 
health, delayed release of funds and delayed procurement, uncoordinated procurement, and weak 
logistic management information systems leading to difficulties in forecasting and logistics planning 
(Government of Pakistan n.d.). 
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The Essential Drugs List for primary care facilities is not followed in the private sector or in contracted-
in or -out public facilities. Both public and private sectors have weak practices for drug transportation, 
storage, and dispensing, and are inadequately regulated (WHO 2017). The drugs list will evolve based on 
the UHC-BP. 

A project on ensuring reproductive health (birth spacing) commodities in federally administered areas 
is being developed, with support from UNFPA and USAID/Chemonics. These partners also plan to 
support the Ministry in establishing a Procurement & Supply Chain Unit and System.  

Human Resources for Health 
Pakistan’s health workforce is too small to meet service delivery needs and is biased toward doctors, 
which contributes to low public coverage of PHC services. Pakistan has a ratio of health professionals 
(physicians, nurses, midwives, and LHWs) per 1,000 population of 1.45, representing just one third of the 
UHC health workforce threshold of 4.45 (Government of Pakistan n.d.). Pakistan’s policy has focused on 
the expansion of medical colleges, leading to a relatively doctor-intensive distribution. Pakistan has only 
0.6 nurses, midwives, and community health workers per doctor, compared to 4.5 in Bangladesh and 1.6 
in Nepal, which is one driver of the health system’s limited efficiency. Bangladesh, for example, prioritizes 
community health workers (0.48 per 1,000 population) and health posts (6.21 per 100,000) rather than 
doctors to deliver PHC (0.47 per 1,000 population), a stark contrast with Pakistan (0.09 community health 
workers, 2.98 health posts, and 0.98 doctors, respectively). 

Human resource distribution is also skewed toward urban areas, with twice as high a density than in 
rural areas, and human resource management is poor. Staff vacancies in rural areas are high, amplified 
by frequent absenteeism and political patronage over appointments and postings. Dual practice is 
allowed by government rules, and most doctors and paramedics maintain private practices in addition to 
government jobs, which has affected attendance of patients at government PHC facilities. District health 
offices have limited agency over managing human resources, which is centralized at the province level. 
Promotions are based on seniority rather than performance, constraining motivation for good 
performance. Policy and planning for human resources for health is weak. In-service training is 
particularly weak (WHO 2017). A Pakistan Human Resources for Health Vision was endorsed by all 
ministers of health in 2018. Provincial Human Resources for Health Strategies are being finalized.  

Health Information Systems 
Government facilities have a well-established system for reporting service delivery statistics, but other 
dimensions of information systems are weak. Under the District Health Information System (DHIS), 
facilities report monthly on 78 standardized indicators, supplemented by community-based information 
provided by LHWs, and translated into performance management dashboards at various levels. 
Challenges include duplicative vertical program management information systems, quality concerns with 
the main DHIS, the lack of a computerized system for essential medicines, limited integration with the 
vital registration system (which has low coverage), lack of a Human Resource Management Information 
System, and no coverage of the private sector. A Health Information System Action Plan has been 
developed with support from development partners. Implementation of a new DHIS2 in two districts of 
Punjab has started for lesson learning before large-scale replication. A digital health strategy is also being 
developed. 

The continuum of care is undermined by the lack of single-patient records or patient folders, as data 
are organized for health programming decisions in registers to simply tally numbers. This undermines 
the potential for referral systems that guide patients from primary to hospital care and back-referral to 
primary care. This is exacerbated by many patients bypassing primary care facilities to access outpatient 
departments of large government hospitals for routine primary care services, as well as the extensive use 
of the private sector that falls outside of government information systems. There may be opportunities to 
use the data systems for health insurance to drive improved overall patient record functionality, without 
creating barriers for those without insurance cards. 
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I I .  L A N D S C A P E  S T U D Y  P A R T  B :  P H C  R E F O R M  L A N D S C A P E  

This second part of the landscape study describes the current stakeholder landscape. First, the major 
current collective policy initiatives and priorities of the federal and provincial governments are outlined, 
with a particular focus on the major purchasing mechanisms currently deployed. Then, province-specific 
priorities are explored, along with the current and planned programs of support provided by 
development partners.  

G O V E R N M E N T  P R I O R I T I E S  

Universal Health Coverage (UHC) 
There is strong momentum across government to advance the UHC agenda. Pakistan is a signatory to 
global commitments to achieve UHC (MNHSR&C. 2020c). It has recently developed a UHC investment 
case for 2021-26 (MNHSR&C 2021b), with support from UNICEF, the International Centre for Health 
System Strengthening (ICHESS), and the Health Services Academy. This is in line with the National Health 
Vision (2016-2025), which was agreed upon between the federal and provincial governments, and the 
related Action Plan (2019-2023). The National Health Vision sets out the intention: 

[T]o improve the health of all Pakistanis, particularly women and children, by providing universal 
access to affordable, quality essential health services, delivered through a resilient and responsive 
health system (MNHSR&C 2016).  

From a 2019 baseline of 47.5 on the UHC service coverage index (a composite measure that combines 16 
tracer indicators of service coverage into a single summary measure), the investment case commits to 
targets of 58% by 2023 and 65% by 2030.  

To accelerate UHC implementation, six main health system reforms have been identified in the 
investment case to overcome priority bottlenecks. The investment case identifies the following: 

1. Weak district-level autonomy, leadership, and governance require provincial and district governance 
strengthening through dedicated technical assistance, skills, accountability, and timely quality data 
use to guide management decisions in priority setting and financial allocations. This includes 
improving management capacity to regulate and harness the private sector potential in scope and 
scale to offer more promotive and preventive services and expand geographically to underserved 
populations.  

2. Inadequate financing for health requires realignment of financing and progressive increase and 
diversification of UHC financing, prioritizing the community and PHC levels through recurrent annual 
budgets, improved funding flows, efficiencies in allocations and expenditures, and the financial 
protection of poor families using social protection schemes, including the Sehat Sahulat program.  

3. Insufficient, underutilized, and underperforming health workforce requires bottom-up equitable 
expansion and rationalization of human resources for health (HRH), based on needs, putting the 
community and PHC levels first, and supporting with HRH performance monitoring. 

4. Shortages of essential medicines, contraceptives, and supplies require all-year-round uninterrupted 
availability of essential commodities at the last mile through earmarked centralized funding, with 
collective bidding and pooled procurement. 

5. Inaccessibility of health services requires equitable and resilient access to health services through 
innovative strategies to reach hard-to-reach populations; behavior change interventions to increase 
demand and healthy practices; timely referral of obstetric, neonatal, and other emergency services; 
and links to social protection schemes as an incentive to deliver in health facilities. 
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6. Sub-optimal quality of health services requires health care quality improvement through reinforced 
quality standards, accountability, and oversight, supported with Maternal and Perinatal Death 
Surveillance and Response, up-to-date equipment, and digital technologies. 

The UHC investment case is predicated on a recently developed essential package of health services 
(EPHS) and intersectoral interventions that form the basis of a UHC benefit package (UHC-BP), which 
was approved in October 2020. The EPHS was developed with support from the Disease Control Priority 
3 (DCP3) secretariat, HPSIU, Aga Khan University (AKU), the WHO, and other partners. The package is 
expected to be implemented through five platforms: population level, community level, PHC center level, 
first-level hospital, and tertiary-level hospital, covering both public and private sectors. Unlike earlier 
province-specific EPHSs (Punjab and KP in 2012/13, Sindh in 2014), developed with support from the U.K. 
government, the latest EPHS goes beyond RMNCH and nutrition services to also cover noncommunicable 
diseases, communicable diseases, service access, health emergencies, and intersectoral interventions. 
There is also scope for provinces to tailor the UHC-BP. In May 2021, Sindh completed a tailoring and 
developed a province-specific UHC-BP package (Department of Health, Sindh 2021); work is nearly 
complete in the other provinces. The federal government has also started to prioritize intersectoral 
interventions to accompany the UHC-BP. 

This UHC-BP will be piloted with support from development partners, initially in Islamabad and then 
across 12 districts. The package will be piloted in 12 districts4 (spread across all provinces/federating 
areas) to “generate evidence on its effectiveness and feasibility in the context of Pakistan.” In the UHC 
investment case, this is framed as the start (phase 1) of a staggered roll-out for 2.5 years, after which the 
UHC-BP will be scaled to 40 districts for another 2.5 years. Islamabad District has been identified as the 
first model health care district for the implementation of UHC reforms and lesson learning (MNHSR&C 
2021c). In anticipation of grant assistance from the Government of Japan (pending approval from the 
Planning Commission), preparatory work has been initiated. This includes upgrades of PHC infrastructure, 
geographic mapping of all public and private sector health facilities, adaptation of service availability and 
readiness assessment tools and surveys to identify gaps, tests of digital health information systems, and 
mergers of health and population welfare facilities and staff. It also includes retraining family welfare 
counselors as health, population, and nutrition counselors, establishing a Family Medicine Department to 
develop a course on family medicine and start short courses and diplomas/degrees for public and private 
health care providers, and developing a LHW curriculum in line with UHC-BP/EPHS. A UHC monitoring and 
evaluation (M&E) framework for Islamabad is being developed with support from the University of 
Manitoba, lessons from which will be used to develop a UHC M&E framework at the national level. 
UNICEF, WHO, and UNFPA have committed technical support to replicate these and other UHC reforms in 
the 12 pilot districts.  

Funding the UHC-BP 
The UHC-BP has been costed with support from the World Bank, revealing a large financing gap, 
leading to further prioritization of interventions. Given the large financing gap between current 
resources and the UHC-BP, an “immediate” package of 88 interventions (42 for RMNCH), an 
“intermediate” package of 101 interventions (44 for RMNCH), and a “comprehensive” package of all 117 
interventions (50 for RMNCH) have been costed. This prioritization has excluded various services that are 
currently mandated from service delivery structures, including the screening and referral of severe acute 
and moderate malnutrition, such as early detection in a community setting; detection and treatment of 
childhood infections, including referral upon detection of danger signs; school-based HPV vaccination for 
girls; and post gender-based violence care, including counseling, emergency contraception, and rape 

 
4 Kasur and Rahim yar Khan in Punjab; Hyderabad and Larkana in Sindh, Charsadda and Swabi in KP, Kech, Khuzdar 
and Loralai in Balochistan, Kotli in AJK, Gilgit in GB and Islamabad in ICT. 
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response referral. The financing gap for these different packages is shown in Table 2 below (World Bank 
2021a) (all figures in PKR million). 

Table 2. Financing gap for UHC-benefits package 

 Existing 
resource 
commitment 

Scenario 1-Immediate Scenario 2–Intermediate Scenario 3-Comprehensive 

# of 
services 

Costing Financing 
gap 

# of 
services 

Costing Financing 
gap 

# of 
services 

Costing Financing 
gap 

RMNCH 101,827 42 227,775 125,948 44 346,923 245,096 50 575,123 473,296 

All 579,615 88 456,211 213,788 101 637,180 394,757 117 1,043,652 801,229 

Even for the immediate package, the financing gap is substantial, particularly for community and PHC 
interventions. In a resource mapping exercise (World Bank 2021a), the cost of district-level UHC 
interventions for the comprehensive package is estimated at PKR1.04 trillion (US$6.8 billion) per annum, 
not including the costs of district administration (PKR5,804 per capita, US$36.7). There is a small 
additional funding gap for activities at the tertiary and population levels. Given total government 
spending on health of PKR478 billion, and development partner spending of PKR102 billion, this leaves a 
financing gap of PKR801 billion (US$5.2 billion) for the comprehensive package. This does not consider a 
commitment of PKR132 billion for nonprioritized commitments, such as medical universities, regulation, 
and so on. The financing gap declines to PKR395 billion (US$2.6 billion) for the intermediate package and 
PKR214 billion (US$1.4 billion) for the immediate package. For the immediate package’s financing gap of 
PKR214 billion, the gap for primary care (37 interventions) is estimated at PKR70 billion (US$0.46 billion), 
secondary care (32 interventions) at PKR61 billion (US$0.4 billion), and community care (19 interventions) 
at PKR69 billion (US$0.45 billion).  

The financing gap for RMNCH interventions within this is large. The financing gap for RMNCH 
interventions specifically is PKR473 billion for the comprehensive package (US$3.1 billion), PKR245 billion 
for the intermediate package (US$1.6 billion), and PKR126 billion for the immediate package (US$0.8 
billion). For the immediate package, the funding gap is dominated by maternal and newborn health 
(PKR103 billion, US$0.67 billion) and reproductive health (PKR46 billion, US$0.3 billion). The reproductive 
health funding gap does not increase for the comprehensive package, but the funding gap for maternal 
and newborn health more than doubles (PKR234 billion, US$1.5 billion), and a funding gap emerges for 
child health (PKR190 billion, US$1.2 billion). 

To address the financing gap, Pakistan is negotiating a Global Financing Facility (GFF)-linked World Bank 
program and developing a health financing strategy. The GFF program is currently being discussed with 
the World Bank, as described below. The MNHSR&C, in consultation with provinces/federating areas, 
partner organizations, and key stakeholders, is going to develop a health financing strategy and has 
notified a technical working group for this. 

Purchasing Reforms 
There is significantly less focus on how the UHC-BP will be purchased. This is likely to be initially driven 
by the contracting-in of public PHC services and potentially extending the national health insurance 
scheme, Sehat Sahulat, to cover PHC. These purchasing reforms and variants discussed in the detailed 
subsequent sections are summarized in Table 3.  

Table 3. Current purchasing arrangements 

 Public services Sehat Sahulat health insurance scheme 
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Direct 
management 

Contracting-
in 

Contracting 
out 

Current scheme – public Current scheme 
- private 

Pilot PHC 
extension 

Service 
delivery 
units 

Most tehsil 
and district 
hospitals. 
RHCs, BHUs, 
LHWs that 
are not 
contracted in 
or out. 

Most RHCs 
and BHUs in 
Sindh, and 
Balochistan 

 

Some 
secondary 
level 
hospitals in 
Sindh and 
Khyber 
Pakhtunkhwa 

A small 
number of 
private 
facilities in 
Sindh and 
KP 

Empaneled secondary 
public facilities 

 

Empaneled tertiary 
facilities/ Medical Training 
Institutions 

Empaneled 
secondary 
private facilities 

Empaneled 
tertiary private 
facilities  

Private 
general 
practitioner 
of Marie 
Stopes 
Society 

Facility 
owned by 

Public sector Public sector Private 
sector 

Public sector Private sector Private 
sector/NGO 

Facility 
managed 
by 

Public sector Private 
sector/NGO 

Private 
sector 

Public sector Private sector Private 
sector/NGO 

Coverage All 
households 
within 
catchment 
areas 

All 
households 
within 
catchment 
areas 

All 
households 
within 
catchment 
areas 

17 million permanent residents of KP, AJK, 7 
districts of Punjab and 1 in Sindh; below 
poverty line households in rest of Punjab, GB 
and ICT. (Punjab and GB governments have 
announced plans to provide premium for all 
population from July 2021 onwards) 

ICT (one 
year pilot) 

Benefits Government 
mandated 
services 

Government 
mandated 
services 

Government 
mandated 
services 

Secondary inpatient care, with some tertiary 
care and primary care provided through 
secondary facilities 

Primary care 
including 
OPD 

Funding 
received 
from 

Provincial 
government 
via district 
government  

Provincial 
government 

Provincial 
government 

State life insurance 
corporation or equivalent 
(originally from provincial 
governments) and existing 
government funding 

State life 
insurance 
corporation or 
equivalent 
(originally from 
provincial 
governments) 

State life 
insurance 
corporation 
or 
equivalent 
(originally 
from 
provincial 
government) 

User fees No No, with 
some 
exceptions 

Yes. Only 
the poor are 
exempt. 

Fees are charged but paid 
by the insurance company 
as claims settlement.  

Not out of pocket. 

Fees are 
charged but 
paid by the 
insurance 
company as 
claims 
settlement.  

Not out of 
pocket. 

No 

Budgeting 
based on 

Input based One line item 
(derived 
from inputs) 

Competitive 
tender 

Cost schedules agreed 
between facilities and 
insurance corporation for 
insured services on top of 
government input-based 
budgeting for general 
facility services 

Cost schedules 
agreed between 
facilities and 
insurance 
corporation for 
insured services  

Capitation 
basis 



 

24 
 

Drugs Procured by 
facility based 
on 
provincially 
negotiated 
rate 
contracts 

Procured by 
facility 

Procured by 
facility 

Procured by facility based 
on provincially negotiated 
rate contracts 

Procured by 
facility 

Procured by 
facility 

Workforce Employed by 
district 
government 
(facility staff) 
and some by 
provincial 
government 
(e.g., LHWs) 

Employed by 
district 
government 
(facility staff) 
and some by 
provincial 
government 
(e.g., LHWs); 
additional 
staff can be 
hired by 
management 
agency 

Employed 
by the 
facility 

Employed by district 
government (facility staff) 
and some by provincial 
government (e.g., LHWs) 

Employed by the 
facility 

Employed by 
the facility 

 

Contracting-in and -out of public services 
To increase utilization and performance, provinces have “contracted-in” management of some BHUs 
and RHCs on a public private partnership (PPP) basis. Contracting-in involves the hiring of a third party to 
manage a public facility and its resources, as opposed to contracting-out, where the government 
contracts private facilities. Starting in 1999 with a pilot in Lodhran, Punjab, the government has 
contracted quasi-governmental organizations to manage some BHUs (and RHCs). The management of 
BHUs was assumed by rural support programs, not-for-profit organizations mandated for rural 
development and poverty reduction through microfinance and other initiatives. Evaluations of the pilot 
were positive, with an increase in utilization by 54% (Loevinsohn and Harding 2005), which led to a 
national scaling such that by December 2013, 45% of BHUs (2,441) across the country were managed by 
this model in 75 out of 113 districts. In KP, Sindh, and Balochistan, this reform became known as PPHI, 
and in Punjab as the Chief Ministers’ Initiative for Primary Healthcare (CMIPHC) with a separate 
management structure. The federal unit of PPHI was dissolved after the enactment of the 18th 
Amendment. Also contracted in this way were 658 other primary health care facilities, including some 
RHCs. 

Through contracting-in, while the facility staff remain contracted and paid by the government, input-
based budgets that would normally be managed by the facility (including for drugs) are transferred on a 
one-line basis to the management agency. This gives the management agency considerable but not 
complete autonomy; they can, for example, procure generic drugs or hire additional contractual staff but 
not fire government staff. This and variations upon it discussed in this section are visualized in Figure 5. 
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Figure 5. Contracting-in and -out modalities 

 

Since the devolution of health to the provincial level, most provinces have continued with the 
contracting-in model at various facilities. In Sindh, the government intends for all BHUs and RHUs to be 
covered by PPPs within the next year. Currently, 109 out of 757 BHUs, 10 out of 125 RHCs, and 40 out of 
67 MCHCs are still controlled directly by the Sindh Health Department (World Bank 2019); the rest use 
contracting-in or -out. PPHI Sindh is the largest provider of BHU-level contracting-in services, receiving 
Rs5 billion per year from the Sindh government. Integrated Health Services also manages 105 RHCs (and 6 
tehsil-level facilities) across 20 districts in Sindh. In Punjab, the Punjab Health Facilities Management 
Company manages 931 BHUs and 5 RHCs in 14 districts, out of a total of 2,461 BHUs and 293 RHCs in the 
province. PPHI Balochistan operates 653 facilities, out of a total of 761 BHUs, 89 RHCs, and 82 MCHCs. 
The Aga-Khan Health Services manage 57 BHCs in GB and Chitral. However, in KP, the PPHI model, 
implemented by the Sarhad Rural Support Program, was withdrawn in 2016, and the provincial 
government retained control of the BHUs.  

In addition, there is some experience of contracting-out of services in Sindh. This involves contracting 
private providers to provide essential services for free. Providers are appointed to a PPP through 
competitive tendering and are given high flexibility for how they spend a one-line budget transfer, 
calculated on the cost of delivering services in line with the province’s original EPHS. Contracting-out is 
mainly undertaken at district and subdistrict hospitals but also covers 143 RHCs and dispensaries. There 
are no comparative studies on contracting-in vs. contracting-out, which would be a useful knowledge 
management investment. 

There is no robust, experimental evidence on the impact of contracting-in and -out, but evaluations 
have generally shown small increases in service availability, readiness, and utilization, driven by the 
increased decision space and control over resources available to facilities. Studies have shown that the 
single-line budget transfers enabled speedy procurement, flexible hiring of additional contractual staff, 
and basic repairs. An evaluation found that contracting-in BHU management did not have significant 
effects on health care use at the population level but did significantly increase the use of BHUs for 
childhood diarrhea for the poor (by 4 percentage points) and rural (3 percentage points) households who 
switched provision away from self-treatment or the use of private facilities (Malik, Van de Poel, and Van 
Doorslaer 2017). Another evaluation focused on MNCH, finding higher utilization and marginally higher 



 

26 
 

service quality in areas with contracted-out facilities, but claimed this did not change coverage in the 
catchment areas. Gains were higher among wealthier groups, and communities switching providers 
incurred higher out-of-pocket expenditure to access contracted-out BHUs (Zaidi, Riaz, Rabbani et al. 
2015). The evaluation, backed by other research, concluded that increased utilization would need to be 
driven by demand-side initiatives (Riaz, Zaidi, and Khowaja 2015). Studies have shown contracted-out 
RHCs to have better MNCH service readiness, which has made patients twice as likely to choose them for 
delivery when compared with noncontracted-out RHCs (Rabbani, Pradhan, Zaidi et al. 2015). A very 
recent study (Zaidi 2021) showed that contracted-out facilities have significantly better infrastructure 
than government-run facilities (79% on basic infrastructure scores vs. 37%), equipment (71% vs. 32%), 
medicines and supplies (6% vs. 50%), human resources (78% vs. 53%), patient satisfaction (76% vs. 62%), 
and utilization. Average outpatient visits (3,995 vs. 1,157 a month), ANC (171 vs. 17), births (56 vs. 22), 
and FP clients (53 vs. 42) were all significantly higher in contracted-out facilities. However, 
methodological concerns with the study (lack of baseline and control) – and other studies on this issue – 
make it difficult to attribute differences to improvements driven by contracting-out.  

This limited impact at the population level has been attributed to modest additional budgets, the 
limited management authority of the management agency, and the lack of clear performance 
incentives. While there are recognized improvements in governance and transparency (e.g., more formal 
relationships with third parties), stakeholders have identified weak contract management capacity of the 
government, with contracts more a formal requirement to divest management authority in the PPHI 
structure and not designed as a management tool (WHO 2017), and weak monitoring and supervision. 
The PPHI and other third-party contracts are input based, with one-line budgetary transfer, and lack 
detailed specification of a service package and key performance indicators for services or performance 
incentives (Martinez et al. 2010). However, some of the recent contracting-out of RHCs and secondary 
hospitals in remote rural areas has followed competitive bidding and the introduction of performance 
targets. A recent study in Sindh further highlighted weak PPP management, including inconsistent 
contracting periods, benchmarks for key performance indicators not being defined, a lack of capital 
expenditure budgets, no third-party monitoring and audit mechanisms to assess performance, ill-defined 
fund transfer mechanisms, no performance security or penalty mechanisms, and a lack of definition over 
eligible and ineligible expenditure (Asian Development Bank 2019). A further study in Sindh identified 
how the provincial government needs to build its capacity to oversee the technical, legal, and financial 
aspects of contracting-out of health services and to conduct active market management (World Bank 
2019). Stakeholders have identified the need for the PPP to contract away from a focus on short-term 
performance (readiness and quality) toward achieving long-term potential, with higher population service 
coverage and service quality, using more management levers. 

The contracting-in and -out of BHUs and RHCs also leads to fragmentation of service delivery and a lack 
of coherency of control. For example, BHUs are meant to provide oversight and supportive supervision of 
LHWs, but LHWs are not included in the management contract. As such, BHUs do not provide 
administrative control over preventive care outreach services, as these continue to remain within the 
district health offices and vertical programs. This leads to fragmentation between health facilities and 
field activities, undermining microplanning, and monitoring of field outreach activities. Similarly, BHUs are 
meant to be part of a referral chain involving RHCs, tehsil, and district facilities, which are controlled by 
the government. The raising of staff salaries above government-provided rates has also created inter-
district variation (WHO 2017). It has also been acknowledged that the process of contracting received 
strong resistance from stakeholders (Bano 2019), particularly between provincial administrations and 
district administrations, with the latter losing control. 

To address this fragmentation, in KP there have been pilots to contract-in third parties to manage all 
facilities and services in a district, not just individual facilities. In a pilot in Battagram, the NGO Save the 
Children took responsibility for delivering a PHC package, including curative and preventive services as 
well as managing all primary facilities and outreach programs with full budgetary and administrative 
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authority. This was successful at improving outcomes (Mott MacDonald 2019; Japan Social Development 
Fund 2012). 

National Health Insurance Scheme – Sehat Sahulat 
To address high out-of-pocket and catastrophic expenditure, the government is prioritizing a national 
health insurance scheme called Sehat Sahulat, with rollout being highly province specific. The scheme, 
started in 2015 in KP and GB (Management4health GmbH 2017), initially focused on the poorest 
households, as assessed through the Proxy Means Test scores generated for eligibility for the Benazir 
Income Support Program, a poverty-targeted cash transfer. The scheme aims to ensure that the poorest 
60% of families can access good-quality health care, along with a 60% reduction in out-of-pocket 
expenditure of enrolled beneficiaries for inpatient care and a 60% reduction in episodes of catastrophic 
health expenditures for inpatient hospitalization of enrolled families (MNHSR&C 2020a). Subsequently, 
the government has decided to universalize the program, not just target the poorest. To date, the scheme 
has been universalized to cover all 17 million permanent residents of KP, AJK, seven districts of Punjab, 
and Tharparker in Sindh, along with below-poverty families in the remaining districts of the Punjab, ICT, 
and GB. In the next six to eight months, the intention is to expand universalized program coverage to all 
permanent residents of ICT, Punjab, and GB. In Punjab, the scheme is managed by the Punjab Health 
Initiative Management Company. The scaling in Sindh and Balochistan will depend on provincial 
government decisions but is not currently prioritized. It is currently implemented in only one district in 
Sindh and five in Balochistan. 

The scheme is mainly administered by the State Life Insurance Corporation (SLIC) in most provinces, but 
there are variations province to province. There is no individual contribution or formal sector 
contribution. Provincial governments pay premiums, from their provincial budgets to the SLIC or 
provincial equivalent (the federal government contribution has been discontinued since 2019). The SLIC, 
or equivalent, in turn manages member’s inpatient health care expenditure. In GB, the scheme is 
managed by Jubilee Life Insurance rather than SLIC, and the scheme is household based rather than 
family based. In KP, the government has a slightly different benefits package and a different premium. 
Ninety percent of any unspent net premium is refunded to the government at the end of the three-year 
contract period with SLIC. SLIC is tasked with current hospital accrediting and contracting, after auditing 
against quality criteria in the program’s operational manual. The government is not involved in the 
accreditation of facilities, to avoid rent-seeking opportunities. Each hospital negotiates package rates for 
different procedures with the insurance companies. At present, co-payment charges are not allowed. 
Top-up products are currently being developed and negotiated. 

The scheme contracts both public and private facilities, with public facilities receiving fees on top of 
their routine government funding. In theory, public facilities already provided services for free, but in 
practice services were often not available. To increase service availability and readiness, public facilities 
receive fees for providing insured services, similar in value to the package rates agreed with private 
hospitals. This is also intended to avoid incentives for public doctors to refer patients to their dual private 
practices. Public facilities receive funds into a separate bank account for their normal government 
treasury accounts. This gives them a higher degree of autonomy and decision space over how to use the 
money, in accordance with the scheme guidelines. These guidelines, based on an official government 
notification, mandate that 25% of the funds should be spent on facility improvement, such as 
infrastructure and equipment. Money that is left after the cost of providing the insured service 
(medicines and consumable expenses, etc.) is distributed as a bonus among staff, according to the 
mandated formula (Government of KP 2021), with nearly half going to the surgeon or consultant, and the 
rest distributed among the anesthetist, nursing staff, and admin staff.  
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Few public facilities have been contracted so far, for a variety of reasons.5 In KP, the insurance 
corporation is mandated to contract at least district hospitals because they are better equipped than 
many private facilities and are more accessible to the poorest, and because public facilities need 
additional financial resources. However, this process has been slow, and in federally administered areas 
and Punjab, insurance corporations are not even mandated to contract public sector hospitals. Managers 
of public hospitals are often unwilling to take the audit and accountability risks of entering into contracts 
and using funds outside of public financial management processes. Public hospitals are not used to 
calculating costs and prices, leading to underpricing of services, and creating disinterest among staff in 
promoting the scheme and treating enrolled patients. Surgeons would lose out on illegal, informal out-of-
pocket charges, and therefore do not encourage insured patients to be admitted to public sector 
hospitals. Further, package costs for non-surgery treatments are low, leading to a lack of interest among 
hospital staff. 

In theory, contracted-in and -out facilities would also be eligible for contracting under Sehat Sahulat, 
creating a complex interface between purchasing mechanisms. Currently, Sehat Sahulat only contracts 
secondary and tertiary facilities, and few public sector facilities have been contracted. As most 
contracting occurs at public primary facilities, with relatively few secondary facilities, the question of how 
Sehat Sahulat and contracting will interface is not currently a major policy question.  

The scheme primarily covers inpatient, secondary care. The scheme covers secondary-level (up to 
PKR60,000 per family per year) and priority tertiary-level treatments (up to PKR300,000 per family per 
year). The coverage amounts have evolved over time, as shown in Table 4. The secondary level includes 
some PHC services, including delivery care, antenatal checkups, maternal consultancy for FP, 
immunization, and nutrition, alongside emergency treatment and injuries, as well as a small allowance for 
transportation. However, because the scheme is capped and household based, the effective coverage for 
PHC is limited, and outpatient care is not included.  

Table 4. Limits to financial benefits of different government health insurance schemes 

Project Premium Secondary Coverage Tertiary Coverage 

Sehat Sahulat Program 
(Federal) 

1998 0 1998 60,000 (per family floating i.e., can 
be applied to any family member) 

300,000 for the family 
(floating)  

Sehat Sahulat Program, KP 
(Phase I) 

This includes 100,000 
households in four districts 
supported by KfW. 

1549 0 1549 30,000 (per member of household)  300,000 for the 
household (floating) 

SHPI (KfW Supported) for 
125,000 families in four 
districts) 

1997 0 1997 40,000 (per member of family) 400,000 for the family 
(floating) 

Sehat Sahulat Program, KP 
(Phase III) 

1998 40 2038 40,000 (per member of family) 400,000 for the family 
(floating)  

Sehat Sahulat Program 
(100% coverage) 

2849 40 2889 40,000 (per member of family) 400,000 for the family 
(floating)  

 

An evaluation of the scheme’s initial implementation in four districts in Punjab (Oxford Policy 
Management 2018) found that, while the scheme was making major contributions to reducing 
catastrophic health expenditure, it faced various ongoing challenges. These included the following: 

 
5 Perceptions of key informants 
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— While there is an intention to contract public facilities, this has been limited to tertiary facilities 
to date; the accreditation process even for private facilities was challenging. 

— There are challenges in finding sufficient private facilities in hard-to-reach rural areas. Standards 
have been dropped to accredit and contract more facilities in these areas, but this is insufficient 
without contracting public secondary facilities.  

— The strategic placing within overall health strategies is unclear. 
— There is relatively low utilization to date; families wanted outpatient services to also be 

included. At current levels of premium, scaling up and higher rates of utilization will place a 
financial strain on the health system. 

— There is a lack of monitoring of the quality of care provided under the scheme. Some of the 
private facilities contracted have been of low quality.  

— There is a lack of robust cost data through which to base pricing decisions, although it has been 
found to be competitively priced (Hussain, Hussain, Hafeez et al. 2018). 

There are debates as to whether it would be appropriate to extend Sehat Sahulat to incorporate 
primary care. In theory, this could include increasing the benefit package to include PHC (in line with 
UHC-BP) purchased from existing contracted secondary facilities, and/or contracting private, primary 
facilities, and/or contracting public, primary facilities. A pilot will test the extension of the scheme in 
existing secondary facilities to cover primary care in four districts of KP and Gilgit, with support from KfW. 
A detailed benefits package and implementation arrangements are being developed and may be available 
by the end of this year. A separate WHO-supported pilot is being established in ICT this year to purchase 
the UHC-BP from private primary providers, delivered through a network of four to five private-sector 
PHC centers and general physicians affiliated to the Marie Stopes Society for registered families of Sehat 
Sahulat, with services purchased on a capitation basis (Marie Stopes Society 2021). Concurrent 
monitoring and evaluation will be undertaken by Contech International. Skeptics argue that the lack of 
appropriate private providers in hard-to-reach areas will require contracting public primary providers, 
who will create a complex interface with existing purchasing mechanisms. If provincial governments plan 
on extending this to cover public primary facilities as well, significant support will be needed to optimize 
the interface between this and the current and planned contracting modalities, particularly around 
provider payment (how much to pay public facilities and how this interacts with current vertical funding). 
This complex interface is visualized in Figure 6. 
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Figure 6. Potential interface between contracting-in and -out and Sehat Sahulat 

 

P R O V I N C I A L  P R I O R I T I E S  

Provincial Government of Sindh 
Sindh has a relatively independent set of priorities for primary health care reform and has less 
enthusiasm for federal initiatives, including Sehat Sahulat, than other provinces. Sindh is governed by 
the People’s Party, who are not aligned politically to the Pakistan Tehreek-e-Insaf, who govern at the 
federal level. This contributes to Sindh having a low level of alignment with existing federal policy 
priorities. There is limited enthusiasm for the Sehat Sahulat health insurance scheme due to the lack of 
private hospitals in rural areas and the perceived lack of nutrition focus. This means that decisions on 
whether to proceed with it are deferred, and the government instead prioritizes continuing the rollout of 
PPPs and the development of a conditional cash transfer scheme to address demand-side constraints. The 
cash transfer, currently being designed, will be delivered through the government’s social protection 
architecture, but is likely to include a few behavioral conditions, particularly those that target stunting.  

Sindh has recently developed a tailored UHC-BP, refining the one developed by the federal government 
(Department of Health, Sindh 2021). During this process, it found that 28% of the RMNCH interventions 
from the UHC-BP developed at the federal level were not available in Sindh, and 42% had low (1-25%) 
availability. The Sindh UHC-BP further prioritizes from the federal list. Some interventions are planned to 
be brought in later and are not included in the immediate package.  

Sindh is an advocate of PPPs and is looking to roll out existing models of contracting-in, as well as 
contracting-out to the private sector, and is actively looking for support in this area. The government is 
developing a five-year action plan for PPPs, with support from the World Bank. Over the next year, the 
focus will be on extending existing PPPs that contract-in the management of BHUs and RHCs, particularly 
as many existing contracts reset in late 2021. The intention is for all these facilities in the province to be 
covered. Currently, 109 out of 757 BHUs, 10 out of 125 RHCs, and 40 out of 67 MCHCs are controlled 
directly by the Health Department (World Bank 2019), and the rest are contracted in. There is particular 
interest in government for how to address some of the weaknesses of the existing PPPs (Asian 
Development Bank 2019), including a greater focus on the quality of care, vertical integration of services, 
and performance-based financing approaches. The government has articulated the need for support on 
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performance monitoring (e.g., through balanced scorecards, which are popular with the Finance 
Department), accreditation, collaborative quality-of-care interventions, health financing approaches to fill 
the budgetary gap, and pay for performance approaches. There may be an opportunity to systemize the 
rollout (e.g., through a step-wedge approach) to allow for a more rigorous adaptive learning agenda and 
to overcome the weaknesses of existing evaluations of PPPs (the lack of baselines, which weaken 
counterfactuals). Next year, the focus will pivot more toward the contracting of private facilities, 
particularly for primary care (and especially FP and immunization) in urban areas where there are few 
public sector facilities (and Sindh is 52% urban, according to the 2017 census). Contracting-out is more 
feasible in urban areas where there are more private providers. Sindh has a relatively mature institutional 
capability for PPPs across government and has received extensive support from the Asian Development 
Bank. It has had a policy framework for PPPs for over a decade, backed by an act of Parliament (amended 
in April 2021), structural nodes in each department, financing integrated into the recurrent budget rather 
than development budget, and a high level of political and bureaucratic support for PPPs. However, while 
the PPP node in the Health Department has capability evolved from managing its 10 existing PPPs, it is 
still perceived to need considerable support (World Bank 2019) in contracting, regulation, stewardship, 
and quality assurance. In addition to the technical areas of support outlined above, the government has 
articulated the need for support on market and supplier engagement to increase the number of bidders 
(Lashari 2021). 

Provincial Government of KP 
Sehat Sahulat started in KP and is being universalized this financial year. The scheme began in 2015 in 
KP and GB, initially focused on the poorest households. In KP and AJK, the scheme is being universalized 
this financial year to cover all 7.2 million families, not just the poorest. 

The contracting-in model for BHUs and RHCs managed by PPHI was ended in 2016 due to mixed results, 
but the government is actively developing new options, which will focus on contracting suppliers to run 
all services in a district. The KP government has articulated its desire for technical assistance for this. 
Lower provincial buy-in to a federally initiated scheme, the lack of vertical integration with preventive 
and promotive care, weak performance monitoring and contract oversight, and a disconnect with the 
broader health system contributed to the contract with PPHI ending (Mott MacDonald 2019). Other 
experience, including PPPs with the Aga Khan Health Services running RHCs in Chitral (started in 2008 and 
still ongoing), the Medical Emergency Resilience Foundation running hospitals in “Merged Districts” 
(formerly Federally Administered Tribal Areas) on a PPP basis, and a World Bank-supported pilot in 
Battagram (2008-11) have been more positive. In the Battagram pilot, the NGO Save the Children took 
responsibility for delivering a primary health care package, including curative and preventive services, 
managing all PHC facilities and outreach programs with full budgetary and administrative authority. This 
was successful at improving outcomes (Mott MacDonald 2019; Japan Social Development Fund  2012). 
However, a scale-up into five more districts between 2012 and 2015 through government (rather than 
World Bank) public financial management systems failed operationally and was discontinued (Mott 
MacDonald 2019). In this pilot, implementing NGOs were selected competitively and contracted and paid 
directly by the government rather than the World Bank. Delays in approving the project and selecting 
NGOs (including due to the procurement process being legally challenged) led to some NGOs walking 
away, and the pilot was only able to operate for a short time. The project management unit to be set up 
in government was not staffed on time, leading to delays in decision-making and approvals. The 
government struggled to disburse World Bank money through its systems, leading to further payment 
and operational delays. Eventually, the pilot was wound down in 2015. Recently, the provincial 
government has taken a renewed interest in PPPs and has passed a new law that designates the KP 
Health Foundation as the lead organization to manage PPPs in health, in line with the 2018 provincial 
Health Policy and Health Sector Strategy. The Health Foundation, which was established under the Health 
Foundation Act 2016-17, is in the process of developing plans for 14 “whole of district” management 
contracts. This is expected to get board approval in July, after which detailed work on the design of the 
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procurement processes will begin. The KP Health Foundation lacks experience and expertise in managing 
PPP projects and will need considerable capacity building to develop the capability to procure, contract, 
manage contracts and stakeholders, and adaptively learn. The CEO of the Health Foundation has solicited 
support for the design of contracting mechanisms, contract management, and M&E.  

Provincial Government of Punjab 
Many BHUs and RHCs are contracted-in in Punjab; however, there is less immediate appetite to 
innovate around contracting mechanisms. Like other provinces, Punjab has contracted-in quasi-
governmental organizations to manage many BHUs and RHCs. For example, the Punjab Health Facilities 
Management Company manages 931 BHUs and 4 RHCs in 14 (out of 36) districts. However, there is not 
the same articulated intent to innovate how contracting-in is undertaken. Attempts to replicate KP’s 
Battagram model through procuring an agency to manage all health facilities in one district in 2015 failed 
as the proposed bid was much higher than the allocated budget.  

The government is focusing on the universalization of Sehat Sahulat across the province this year. The 
scheme was already implemented across the province for families below the poverty line and is now 
being universalized, with seven districts covered to date. As such, the province is focusing its attention on 
this process and has less space to consider immediate reforms to contracting-in and -out.  

Provincial Government of Balochistan 
Balochistan’s low population density creates significant challenges for service delivery. Balochistan has 
44% of Pakistan’s land area but only 5% of Pakistan’s population. This creates accessibility constraints: the 
average distance to reach a BHU is 39km in Balochistan, compared to 8km in Punjab. This translates into 
low coverage of essential services, with only 38% of births assisted by skilled birth attendants and a 
contraceptive prevalence rate of only 14%. Balochistan has the highest levels of health poverty in the 
country, as shown below (Iqbal and Nawaz 2015), and caters to a large population of Afghan refugees. 

Table 5. Health poverty by province, 2015 

Health poverty at 20 percent cutoff 

 Head count (H) Average intensity (A) Health poverty index (HPI) 

Region Total Urban Rural Total Urban Rural Total Urban Rural 

Pakistan 40.49 22.30 50.21 31.30 28.36 32.00 0.13 0.06 0.16 

KP 54.31 30.16 59.39 33.71 30.41 34.07 0.18 0.09 0.20 

Punjab 35.56 21.54 42.23 29.47 27.90 29.85 0.10 0.06 0.13 

Sindh 41.64 21.07 64.05 32.08 28.32 33.42 0.13 0.06 0.21 

Balochistan 61.53 34.85 70.03 36.76 30.27 37.79 0.23 0.11 0.26 

Security is a major challenge, and Balochistan is a difficult place for international agencies to work. 
Travel across the province is risky, and most development partners require security clearances for their 
staff when traveling to Balochistan. The most recent security-related incident happened when the 
Chinese ambassador was visiting the capital city Quetta in April 2021, in which five people lost their lives.  

Like Punjab, many BHUs and RHCs are contracted-in, but there is not an articulated intent to 
immediately reform how this is managed. PPHI Balochistan operates 753 BHUs and health facilities in 33 
districts of the province. PPHI plans to cover 177 more BHUs in 2021-22. PPHI Balochistan receives 
technical and financial support through UNFPA from the Australian Department of Foreign Affairs and 
Trade. The UNFPA Program Coordinator for Balochistan is a member of the Board of Directors for PPHI 
Balochistan. 
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The Sehat Sahulat Health Insurance program is being implemented in 5 out of 26 districts of 
Balochistan. These are Quetta, Loralai, Lasbella, Kech, and Gwadar. For the financial year 2021-22, the 
Balochistan government has allocated PKR5.5 billion for providing health insurance to 1.9 million families 
of the province. 

The Balochistan Health Policy 2018-2030 and Balochistan Health Strategy 2019-2025 gives priority to 
primary and secondary levels of health care to replace an earlier focus on tertiary care, and the 
province is being supported by the World Bank. With financial support from the World Bank, the 
government of Balochistan has launched various initiatives to improve RMNCH. This includes training 
1,100 CMWs, integrating FP services within public primary and secondary health facilities through 
coordination with the Population Welfare Department, strengthening the DHIS, and developing a facility- 
and community-based Maternal and Perinatal Death Surveillance and Response System. 

D E V E L O P M E N T  P A R T N E R S  

World Bank 
The World Bank is currently negotiating a Global Financing Facility (GFF)-linked program with the 
government, based on the UHC Investment Case, to be called the National Health Support Project 
(NHSP). The recipient-executed project will involve International Development Association funding, with 
co-financing from the GFF (potentially a US$40 million grant), for which Pakistan is eligible after joining 
the GFF in 2019. Other development partners may also co-finance the NHSP. The NHSP engagement in 
Pakistan is focused on meeting the financing gap for the UHC-BP. The World Bank supported the resource 
mapping exercise described earlier to calculate the financing gap for different packages. The World Bank 
has begun the design phase of the project, expected to go for World Bank board approval in early 2022. It 
will tailor modalities for the different provinces.  

The NHSP is likely to be modeled on the National Immunization Support Project (NISP), which runs until 
December 2021 (potentially with a one-year extension) and will use similar province-level 
disbursement-linked indicators (DLIs). On NISP, the provincial governments are directly reimbursed for 
the cost of inputs upon achievement of province-specific targets, verified by a third party (World Bank 
2021). A multi-donor trust fund comprising the World Bank, GAVI, BMGF, and USAID was responsible for 
judging whether DLIs had been met, for funding technical assistance (provided by UN agencies) and for 
financing analytic work and technical assistance (executed by the World Bank). Government mechanisms 
are used for financing, implementation, monitoring, and coordination. The NHSP will use similar 
modalities, but the mix of reforms and service delivery indicators that will constitute the province specific 
DLIs have not yet been developed. Questions about how to consider the role of the private sector and 
how to promote high-quality services are likely to receive attention in the development phase. The NHSP 
is also likely to build upon the success of NISP in pooled procurement for vaccines and expand this to 
cover FP commodities and other MNCH supplies. 

As part of the NHSP development, the World Bank is undertaking a range of Program Analytics and 
Advisory Services (PASA) on health financing and service delivery, including service delivery redesign 
and private sector engagement, until mid-2023 (World Bank 2020). This includes a health financing 
system assessment, a fiscal space analysis for health (which is nearly complete), resource mapping and 
expenditure tracking for UHC, analysis of public financial management for health, and general health 
financing policy dialogue and engagement. Aside from work to support the government to develop a 
national civil registration and vital statistics strategic plan, the service delivery work focuses on the 
restructuring required/enabled by the UHC-BP. This recognizes that implementing the UHC model will 
require considerable realignment and reworking of facility services, staffing patterns, job descriptions, 
and facility workflows at the primary care level. For example, LHWs likely need to become multipurpose 
and an integrated part of a primary care team, with implications for their scope of work, supervision, and 
training. A horizontal PHC integration assessment is planned to study how to rationalize (e.g., redistribute 
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staff) and integrate services (e.g., through integration of vertical programs) at the district level to 
promote greater efficiency and a reimagined PHC system better aligned with UHC requirements. This is 
then expected to inform a service delivery redesign in one district, with a potentially extensive overhaul 
of the service delivery architecture. For example, this may involve restructuring so that all women deliver 
in advanced health care facilities with BEmONC capabilities, while lower-level facilities provide high-
quality antenatal, postnatal, and newborn care. Finally, building upon ongoing work in Sindh, the World 
Bank will undertake analytical work on private sector engagement, including studies, assistance to 
support the provincial governments to develop capacity development plans/action plans, and policy 
guidance on how to strengthen the regulatory contract management and performance management 
capacity for harnessing the private sector. This work is expected to contribute to the ongoing (KP, 
Balochistan, and Punjab) and pipeline (Sindh) Human Capital Investment projects in the four main 
provinces. Across this analytical work, there is scope for technical assistance to support the government 
to engage with, and operationalize, analytical outputs to complement the World Bank’s support.  

Separately, the World Bank has development-policy-financing agreements with the government under 
the Securing Human Investments to Foster Transformation (SHIFT) projects, which require the 
government to take steps that will facilitate NHSP. SHIFT-I (US$500 million) had a “prior action” under 
which the government needed to endorse the Essential Package of Health Services (EPHS) and deploy 
pooled procurement for vaccines before funding was released, which was achieved in October 2020 
(World Bank 2021c). Under the current SHIFT-II (US$300 million), the government had to transfer at the 
federal and provincial levels its Expanded Program on Immunization and other vertical programs from the 
development budget to the recurrent budget, and all provinces needed to approve provincially tailored, 
costed EPHSs. This remains in progress; for example, in Sindh, the costed EPHS has been drafted but 
requires endorsement by the Sindh UHC Steering Committee, while the shift of vertical program to the 
recurrent budget has been achieved.  

KfW 
KfW has been instrumental in supporting the development of Sehat Sahulat and is now supporting the 
integration of outpatient visits. The KfW focuses its support on KP (particularly Malakand, Mardan, 
Chitral, and Kohat) and GB (particularly Gilgit). In the current phase, two of the social health protection 
initiatives project (EUR12 million), KfW aims to complement the existing inpatient scheme with an 
outpatient scheme for the same target group. 

KfW has also been financially supporting reproductive health services provided through social 
franchises for over a decade (currently EUR10-12 million over three years). Most of this support has 
been through Greenstar, Family Planning Association of Pakistan, and DKT. About 7,000 small clinics, 
hospitals, and practitioners have been added to the networks. Health service providers (primarily medical 
doctors and CMWs) receive training in FP services; are given supplies of contraceptives, medicines, and 
safe delivery kits; and supported to refurbish clinics. Another initiative is establishment of signature 
clinics in small hospitals, where services are provided for a fee. Poor patients are cross-subsidized in this 
manner. KfW-supported organizations are also establishing one-room clinics in remote areas. 

GIZ 
GIZ is supporting the federal government and the provincial government of KP to roll out Sehat Sahulat, 
with social health protection part of their broader focus on social protection (GIZ 2021). The project 
provides national and provincial partners’ support on strategy development, promotes interprovincial 
information exchange at the national level (e.g., through interprovincial and multi-level peer learning 
groups, trainings, and study tours), and facilitates capacity development of implementing agencies. GIZ 
has developed training modules in partnership with the Health Services Academy and Pakistan Institute 
of Management, for which training sessions have been organized for staff involved in health insurance 
from all provinces and federal areas (e.g., district managers, hospitals, and insurance companies) to 
promote data-driven decision-making, awareness of risk management, and financial sustainability. GIZ 
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plans to support establishing a research hub for health insurance, including strategic purchasing. The hub 
will have two local academic institutions, the Pakistan Institute of Development Economics (Islamabad) 
and IMSciences (Peshawar), partnering with at least one reputed university from overseas. 

WHO 
The WHO is providing technical assistance to the MNHSR&C for health financing reforms and for a 
health financing strategy. Pakistan is also a focus country for the Global Action Plan for Health Lives 
and Well-being (GAP). The GAP, seeking to accelerate progress toward SDG3, is a joint vision between 12 
global health and development organizations6 to align efforts and increase collective impact, primarily 
through more effective collaboration and collective actions, but without additional financial resources. In 
Pakistan, this is coordinated by the WHO through its Regional Health Alliance, who are working with 
partners to coordinate their support to advance PHC as the primary means to achieving UHC, in line with 
the government’s UHC Investment Case. The partners have committed to7: 

— Align technical support to foster the stewardship of the Government of Pakistan in implementing its 
national strategies, plans, and reforms to optimize the impact of collective investments. The focus 
will be on aligning support for implementation of the UHC-BP, endorsed by the Inter-Ministerial 
Health and Population Council on October 23, 2020, which sets out Pakistan’s package of essential 
health services configured around PHC and extending UHC coverage in an equitable manner to all 
those who need it. 

— Support the Government of Pakistan to finalize and agree on a UHC Investment Case to provide a 
shared investment framework and align financial and programmatic support to priorities within it. 

— Align support to government monitoring systems based on evidence generated through 
programmatic data as well as through research and build national capacity for assessment-based 
PHC improvement, based on the PHC Measurement and Improvement Initiative launched recently 
in Pakistan.  

— Strengthen multi-partner and multi-stakeholder coordination mechanisms, including empowering 
communities to enable their meaningful involvement to support the Government of Pakistan to 
develop a national “PHC for UHC” Compact that sets out agreed contributions and ways of working 
for all health partners. 

USAID 
USAID has supported Pakistan largely through global programs, but these are coming to an end and not 
much is planned in the next couple of years. USAID’s global flagship projects, such as the Maternal and 
Child Health Program and Maternal and Child Support Program, have included Pakistan and focused on 
health systems strengthening, particularly in Sindh. Implementation was led by John Snow International. 
A separate Integrated Health Systems Strengthening and Service Delivery activity has focused on health 
security, including surveillance and control of domestic and cross-border disease transmission, 
particularly along the borders with Afghanistan. The health systems strengthening work has recently been 
given a no-cost extension until 2022. USAID intends to develop a project to support private sector 
strengthening; however, no specific project is envisioned in Pakistan for the next two to three years.  

 
6 Gavi, the Vaccine Alliance; the Global Financing Facility for Women, Children and Adolescents (the GFF); The Global 
Fund to Fight AIDS, Tuberculosis and Malaria (The Global Fund); the Joint United Nations Programme on HIV/AIDS 
(UNAIDS); United Nations Development Fund (UNDP); United Nations Population Fund (UNFPA); United Nations 
Children’s Fund (UNICEF); Unitaid; United Nations Entity for Gender Equality and the Empowerment of Women (UN 
Women); the World Bank Group; World Food Programme (WFP) and the World Health Organization (WHO). 
7 Pakistan joint statement on PHC for UHC, GAP signatories, March 2021. 
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Foreign, Commonwealth, and Development Office (U.K. Government) 
Pakistan has been one of the U.K. government’s largest aid recipients, delivered through several 
substantive projects, although the impact of recent cuts to the U.K.’s aid budget is not yet fully 
understood. 

The Technical Assistance to Improve the Health Service Delivery in Pakistan (Health Technical 
Assistance) program provides technical assistance to the federal Ministry of Health Services, 
Regulations and Coordination and to provincial departments of health in Punjab and KP. This GBP5 
million (January 2019-July 2022) aims to support the development of new policies, strategies, and 
governance mechanisms to strengthen health systems and improve health outcomes. In March 2019, the 
project replaced an earlier, much larger series of provincial health and nutrition programs, which 
provided both technical assistance and non-budget financial support. The program aims to:  

— Support provincial governments by providing high-quality technical assistance to enable them to 
formulate effective evidence-based policies and to support their implementation. 

— Help sustain and improve health reform roadmaps in the two provinces for delivery of priority 
health-sector results through policy and service improvements. 

— Strengthen capacity of governments in performance, financial, and human-resource management, 
as well as the use of health information systems to monitor quality of services. 

 
Under the Delivering Accelerated Family Planning in Pakistan (DAFPAK) project, FCDO support includes 
funding FP vouchers for services delivered through NGO-run social franchises. DAFPAK, costing GBP90 
million between November 2017 and December 2022, operates in Punjab, Sindh, and KP. It provides 
vouchers to the poor (with 93,996 vouchers distributed in 2020 through Marie Stopes Society’s Field 
Health Educations), which can be redeemed through social franchising and social marketing networks 
administered by Greenstar (Sabz Sitara), Marie Stopes Society (Suraj and Behtar Zindagi), and DKT 
(Dhanak), and provides mobile outreach services to more remote populations. The project also funds 
behavioral change communication to promote service uptake, technical assistance on public service 
provision, and policy advocacy and development. 

The Khyber Pakhtunkhwa Merged Districts Support Program (previously called the Federally 
Administered Tribal Areas Development Program) works on basic health as well as many other areas. 
The GBP110 million project, scheduled between May 2018 and March 2024, also works on education, rule 
of law, civilian peacebuilding, conflict prevention and resolution, public sector financial management, 
climate change, and economic and development policy and planning. Basic health service delivery is 
implemented by UNICEF and includes refurbishing health facilities as well as directly providing services.  

The FCDO also supports public financial management strengthening, with a particular focus on health, 
in KP and Punjab. This includes work through its Sub National Governance program (GBP37 million 
between May 2018 and August 2024).  

UNFPA 
UNFPA largely focuses on promoting accelerated delivery and accessibility of high-quality FP 
information and services, particularly in underserved areas, through advocacy and capacity 
development efforts at the federal and provincial level. Its country program is budgeted at US$39.5 
million over five years (2018-22). Their work incorporates policy advocacy and technical assistance for 
increased budget allocations and strengthened midwifery education, capability building of institutions to 
design and implement rights-based FP policies and programs, supporting government partnerships with 
civil society and the private sector, and capacity development for reproductive health commodity security 
at the provincial level. 

UNICEF 
UNICEF supports the government through technical assistance and promoting multisectoral 
convergence. It has a particular focus on piloting newborn service delivery reforms at the facility and 
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community levels, supporting the Expanded Program on immunization through vaccine procurement and 
supply chain management, and reducing pneumonia and diarrhea among children through supporting the 
government’s engagement with the Global Action Plan for Pneumonia and Diarrhea.  

European Union 
While Pakistan is a major development partner of the EU, cooperation focuses on rural development, 
education, and vocational training, as well as good governance, rule of law, and human rights, rather 
than health. 

S U M M A R Y  O F  D E V E L O P M E N T  P A R T N E R  S U P P O R T  

While development partners are providing a broad range of support across PHC reform areas, there is 
little support currently focused on the more strategic use of contracting by provincial governments. 
Most development partners are focused on other aspects of health financing, the technical content of the 
UHC-BP, and Sehat Sahulat. To an extent, the public service delivery restructuring that will be required to 
facilitate the UHC-BP is also being supported by other development partners. For example, in Islamabad 
District, the Government of Japan is supporting a pilot that will retrain LHWs based on the UHC-BP. 

Many development partners are investing in discrete analytical agendas, with relatively little focused 
long-term technical assistance to help internalize and operationalize this analytical work. For example, 
the World Bank’s PASA will lead to a variety of analytical outputs on health financing and service 
restructuring, including service delivery redesign and private sector engagement. It is likely that the 
federal and provincial governments will need support to operationalize the recommendations and lessons 
from these pieces of work. 

To strengthen coordination with development partners, the government is currently codifying its 
coordination and decision-making structures (MNHSR&C 2021d). At the apex is the existing Inter-
Ministerial Health & Population Council, with responsibility for developing national five-year plans for 
health, national vision documents, and subsectoral strategies and plans. Under this, a UHC Country 
Platform is being established. This will be chaired by the Federal Minister of Health and consist of 
provincial/area secretaries of health and development partner representatives. Technical and strategic 
recommendations will be made by a National Technical Coordination Group, to include the director 
general (health), experts, and stakeholders, and supplemented by National Technical Working Groups and 
their subcommittees, comprising national and provincial government counterparts, development partner 
representatives, and other stakeholders, and Provincial Technical Working Groups. New initiatives should 
be mindful of these coordination mechanisms and structures in order to provide effective support to the 
government. 
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C O N C L U S I O N  

Making progress in Pakistan is key for the achievement of global SDG and UHC targets. Given Pakistan’s 
large and rapidly growing population and disproportionately weak PHC outcomes, particularly when 
compared to poorer neighboring countries, there is potential for rapid improvement.  
 
A window of opportunity for UHC reform is opening. Political will to achieve improved UHC coverage, 
anchored around the recent UHC investment case, creates a window of opportunity to support improved 
PHC service coverage and quality. The COVID-19 pandemic has focused attention on the health sector, 
and the potential expansion of the resource envelope through a new health financing strategy and the 
World Bank- and GFF-based NHSP further creates an enabling environment to drive rapid change.  
 
A lack of focus on how the UHC benefit package will be purchased may undermine the potential of 
current reforms. Effective purchasing is constrained by the lack of performance orientation of contracting 
and the difficulties of integrating PHC into Sehat Sahulat. Improved purchasing is critical to ensure that 
the political momentum and health financing reforms translate into improved service coverage and 
quality, and ultimately into better health outcomes.  
 
Provincial governments purchase PHC services though contracting mechanisms, but reform to 
contracting lacks technical support. Technical assistance can complement ongoing work by focusing on 
the under-supported areas of how provincial governments contract-in management of public PHC 
facilities, and how they contract-out PHC services to private and NGO providers in areas underserved by 
public facilities. Further engagement can support improved alignment and coherence between 
purchasing reforms, including Sehat Sahulat. Effective and timely technical assistance can create catalytic 
change, amplifying the impact of complementary reforms to the service delivery and health financing 
landscape.  
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A P P E N D I X  A :  L I S T  O F  K E Y  I N F O R M A N T S    

S. 
No 

Name  Designation & Organization 

Khyber Pakhtunkhwa 

1 Dr. Farooq Jameel Special Secretary, Department of Health 

2.  Dr. Niaz Ahmed Director General Health 

3.  Dr. Shaheen Afridi  Managing Director 

Health Foundation, Khyber Pakhtunkhwa 

4.  Dr. Rafiq Ahmed UNFPA 

5 Dr. Shahid Younis UHC Cell, DoH, Khyber Pakhtunkhwa 

6 Dr. Riaz Tanoli Project Director, Social Health Protection Initiative, Dept of 
Health 

Government of Khyber Pakhtunkhwa 

7 Isaac Kazi Member of the Board Health Foundation  

Punjab 

8 Dr. Ain ul Momina Deputy Team Leader OPM/FCDO 

9 Dr. Naeem ud Din Mian Former member of Board of Punjab Health Initiatives 
Management Company 

10 Members of Contract 
Management Team 

Department of Health 

Sindh 

11.  Fahad Ansari Public Private Partnership Node, Finance Department, 
government of Sindh 

12. Dr. Shehla Zaidi Aga Khan University 

13. Dr. Ahsan Khan Former Focal Person, PPP Node, Department of Health, 
government of Sindh 

14. Dr. Salim Wali Former Project Manager/M&E Specialist, Integrated Health 
Services 

15. Dr. Moosa Kazi Deputy Director (Health Education), office of Director General 
Health, Sindh 

Balochistan 

16 Dr. Tahira Kamal Baloch UHC Coordinator, Department of Health, government of 
Balochistan 

17 Dr. Zafar UNFPA, Balochistan 

18 Dr. Ismail Mirwani Director, MNCH, Department of Health, government of 
Balochistan 

MNHSR&C 
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19 Dr. Rana Muhammad Safdar  Director General, Health 

20 Dr. Safi Malik Coordinator, UHC Cell, former Director General Health 

21 Dr. Raza Zaidi Health Planning System Strengthening & Information Analysis 
Unit (HPSIU)  

22 Wahaj Zulfiqar Health Planning System Strengthening & Information Analysis 
Unit (HPSIU)  

23 D.r Faisal Rifaq CEO, Sehat Sahulat Program (health insurance scheme) 

Development Partners 

24 Gillian Turner FCDO – U.K. 

25 Dr. Nabeela Ali JSI (USAID) 

26 Dr. Masuma Zaidi KfW 

27 Dr. Imran Durrani GIZ 

28 Ali Hamandi World Bank 

29 Jehanzaib Sohail World Bank 

30 Supriya Madhavan World Bank & GFF Country Focal Point 

31 Dr. Baqer Jaffery WHO 

32 Inamullah UNICEF 

NGOs / Insurance Companies 

33 Ashar State Life Insurance Corporation, Pakistan 

34 Dr. Syed Aziz ur Rab Greenstar Pakistan 

35 Justin Main Thompson DKT International, Pakistan 

36 Dr. Shah Miran Medical Emergency Resilience Foundation (MERF) 

37 Dr. Qayum Noorani Aga Khan Foundation, Pakistan 

38 Fayyaz Noor State Life Insurance Corporation, Pakistan 

39 Taimoor Shah Chief Operating Officer, Shifa International Hospital, Islamabad 
(former Head, Shifa Foundation) 
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