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“…Abdul Basir and his wife Nadia were 

expecting their first child. Community 

health workers had been conducting 

awareness raising activities about the 

health care services available in the area 

and the need for women to have medical 

care during delivery. The time came for 

Nadia to give birth. Earlier that day she had 

been working out in the field. When they 

arrived at the clinic it was closed and the 

midwife was not available. Abdul Basir 

decided to drive to the district hospital. At 

the district hospital the midwife asked to be 

paid 700 Afghanis (15 USD) to assist with 

the delivery. Abdul Basir argued with the 

midwife but she refused. He and Nadia 

turned back and decided to go to the ‘Dia’, 

an older woman in the village known to 

assist with births, in their village instead. 

They made it back to the village and Nadia 

gave birth to a healthy baby….but she died 

in childbirth. Abdul Basir is happy for his 

son but cannot understand why they 

couldn’t get help at the clinics. If they had 

just stayed in the village maybe Nadia 

would have lived. ..”…Testimony from 

Mazar … 

Kabul—The Agency Coordinating Body for 
Afghan Relief (ACBAR) undertook a study 
from July to September 2011 to look at health 

and education from the perspective of ordinary 
Afghans. The study does not claim to 
represent all Afghans; instead we wish to tell a 
story based on 430 voices of experience.  
 
There has been important progress in fulfilling 

Afghan’s rights to health and education over 

the last 10 years, supported by substantial 

international donor contributions. According to 

the Ministry of Public Health, the coverage of 

basic health services has officially soared from 

approximately 9% to 80% since 2001. 

Whereas only 900,000 children – just 5,000 of 

them girls – were enrolled in school in 2001, 

today the figure is 7 million: over a third of 

them girls.  

However, that progress has been patchy and 

inadequate. Afghanistan still has one of the 

worst health indicators in the world, with 50 

women dying daily during pregnancy or 

childbirth and one child in five dying before 

their fifth birthday. Of the approximately 14,000 

primary and secondary schools, nearly half 

have no building – leaving children to study in 

vulnerable open spaces, often without any text 

books. Conflict, insecurity, and weak state 

capacity have clearly been a challenge. But all 

too often, the focus has been on increasing the 

quantity of services and their coverage, with 

too little attention given to the quality of those 

services, the ability of the population to use the 

services, or their sustainability. This mixed 

picture was clearly reflected in the experiences 

of Afghan people involved in the study. 
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73% of people in the focus groups said that 
they were happy to see more schools, clinics 
and health facilities. Increasing frustration was 
expressed, however, as many of the facilities 
are not open regularly, have untrained staff, 
are inaccessible to the majority of the 
population and are of low quality. 
  
“It is as if we have been given a beautifully 
wrapped gift with shiny paper colourful ribbons 
and flowers but when we opened it there was 
nothing inside.” Testimony, Mazar 
 
The lack of quality in the delivery of health and 
education services by both government and 
non-government actors is exacerbated by 
growing needs and demands from local 
communities within an increasingly insecure 
environment. The sustainability of the 
successes achieved in health and education 
and the longer-term benefits for Afghans in the 
future are questionable, due to a failure to 
focus on developing the quality of such 
services.  
 
Moreover, as international military forces 
withdraw and Afghanistan assumes more 
responsibility for its security and development, 
doubts are growing over the willingness of 
international donors to sustain their support for 
one of the world’s poorest countries. This 
prospect leaves the positive gains of the last 
ten years looking increasingly fragile, 
undermines the impact and sustainability of 
previous donor and Afghan government 
investments, and threatens future efforts to 
tackle the lack of quality and capacity.  
 
This briefing is based on 48 focus groups held 
between July 2011 and September 2011

1
. 

Interviewees included groups of men, women, 
youth, people with disabilities, local decision-
makers and Kuchis (nomads) between the 
ages of 15 and 90. Research was conducted 
in Kabul, Parwan, Bamiyan, Takhar, 
Nangahar, Ghor, Kandahar, Herat and Mazar, 
and participants also came from Kunar, 
Laghman, Saripul, Samangan and Wardak, 
covering 14 provinces in total. 
 
 
 
 

                                                             
1 This research has been carried out with the support of 

Care International, AfghanAid, the Norwegian Refugee 
Council, the Swedish Committee for Afghanistan, 
SWABAC, Save the Children, the Afghanistan Youth 
National and Social Organization and the Organization for 
Human Welfare. 

The people’s story is….one of Quantity not 
Quality 
 
Lack of Capacity 
 

• Reports of the lack of professional skills 
and knowledge of health care and 
education service providers were constant 
throughout all of the focus groups. 

• Respondents spoke of the availability of 
only few health care workers, almost no 
female health care workers and expressed 
low confidence in the medical skills of 
health workers (both male and female). 

• Health workers commented that low 
salaries affected their ability to provide 
quality services to the population and often 
forced them to accept other better paid jobs  

• The ability of health services staff to 
manage referral; monitoring and supply 
systems are limited and reported to be 
further weakened by regular funding delays 
from the Ministry of Public Health (MoPH) 
resulting in a lack of or no available drugs.  

• The majority of communities interviewed 
said there were no emergency services in 
their area. The lack of life-saving facilities 
was particularly problematic for women in 
need of emergency assistance due to 
delivery complications, sick children and 
people trapped in areas with on-going 
military operations or tribal conflicts. 

• Poor professional training and an absence 
of vetting processes and continuous quality 
improvement programs for staff were some 
of the reasons stated that are contributing 
to frequent misdiagnoses of illness and 
even death. 

 
“….there have been positive changes in the 
last ten years in our district in the area of 
health care, but when you go to see a doctor 
they are not professional. They are just giving 
everyone the same pills. Our village is far, so 
we organise trips for groups of people to go to 
the clinic together. On the way back 
sometimes we realize we have all been given 
the same medicine. Now people are beginning 
not to bother at all. They just stay home and 
stay sick or even die. Why do we have these 
clinics if all they are is just buildings?” 
Testimony, Nangahar 

 

• Both parents and students attested to the 
low quality of teaching staff in both primary 
and secondary school and a lack of female 
teachers. An inconsistent curriculum and a 
lack of accepted evaluation standards for 
graduation were major additional obstacles 
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that remain despite the increased number 
of schools.   

• The participants expressed their 
satisfaction in seeing more children 
attending schools. But they also reported 
that schools were overcrowded with 
classes of over 50 students and three shifts 
a day to accommodate the growing 
population.  

 
“…There are more students going to school 
now then ten years ago but the quality of the 
education received is very low. There are no 
standards of what a student has to know to 
pass Grade 1 or 2. Students are going to 
school but learning nothing and there is no real 
curriculum. There is a lack of professional 
teachers. Sometimes the students themselves 
are teaching each other. Often there are no 
textbooks. You have to buy them in the 
bazaar. It means the teachers are selling the 
textbooks…” –Testimony, Mazar 
 
Limited Access and Coverage  
 

• According to the participants the increased 
coverage achieved by the health and 
education sectors has not necessarily 
translated into the genuine provision of 
healthcare and schooling in all of the 
targeted communities. This is particularly 
the case in rural and remote areas.  

 
“…the people in the central areas of Kandahar 
province have access to health services, but 
we people of remote areas still have the 
problem of how to treat our patients, because 
there are no clinics in our areas. We are 
obliged to carry our patients to central hospital 
or other clinics. Those who are rich can treat 
their patients, but those who are poor will die 
before being examined by the doctor…” 
Testimony, Kandahar 
 

• People reported that many clinics, even 
those at the district centre level have 
limited hours of operation and usually close 
by midday. In some areas clinics are often 
closed for several days during the week 
due to corruption and insecurity. 
 

“…The clinic only opens 8am – 12pm on those 
days. After that the doctors are either going 
back to the capital or they will tell you to come 
and see them in their private practice. I went to 
go see the same doctor at his private practice. 
He gave me a long list of medicines that I had 
to purchase in the bazaar. Only one store in 
the bazaar was able to read what the doctor 
wrote. Instead of writing a normal prescription 

he wrote a bunch of symbols. This is what all 
of the doctors are doing. They have a special 
code system with one pharmacy so you can 
only go to that place to get the medicine. It has 
been 9 months and I am still sick….” 
Testimony, Mazar  

 

• Discrimination against people from rural 
areas, people with disabilities and women 
in health facilities was reported as 
commonplace. 

 
“…there are many health facilities in Taloqan, 
but the behaviour of the doctors is not good 
with the people who come from outside of the 
city. I remember a woman in the provincial 
hospital was asking the nurses and people 
inside the hospital about the emergency room, 
but no one was guiding her, because she was 
not from here. We can say there is a big 
change in health services, but there is 
corruption and discrimination by doctors and 
other key staff against different groups of the 
people...” Testimony, Takhar 
 

• Respondents commented that schools 
were often located too far from their homes 
and this was considered a serious obstacle. 
In some areas schools located more than 3 
kilometres from the home were considered 
inaccessible to girl students, as some 
respondents considered it was not safe or 
not culturally appropriate for their daughters 
to walk such a distance. 

 
Poor Infrastructures 
 

• There has been a significant investment in 
developing the necessary infrastructure for 
providing healthcare and education to 
people. Unfortunately, projects often end 
there and fail to take measures to ensure 
that the services that are provided in the 
new buildings are of good quality or meet 
the needs of local communities. 

• People regularly cited cases of inadequate 
physical infrastructure in the form of poorly 
built buildings, lack of equipment and 
ambulances that did not work. 
 

“..The government needs to prioritise women’s 
health concerns. Our women are dying on a 
frequent basis in the rural villages and remote 
areas. There are no female doctors or 
emergency services and the midwives are only 
working until 12pm or asking for extra money 
to help in delivery cases. The community 
health workers that are trained are not paid 
and often refuse to work. What will happen to 
the future of our country if this is not taken 
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seriously by government and the international 
community?...” Testimony, Kunar 

 

• Classrooms even in the urban areas are ill 
equipped, with no textbooks, stationary or 
chairs. Boundary walls have yet to be 
incorporated into many school planning 
projects. 

 
Women’s Health and Education 
 

• The majority of respondents believed 
significant positive gains had been made in 
the area of community awareness, 
especially in the area of women’s health 
and education. 

 
“…Before this ten year period, there was no 
attention given to female education. Now 
fathers agree more to send their daughters to 
school. It is not important if the teacher is male 
or female provided he/she is qualified to teach. 
This is what matters...” Testimony, Takhar 
 
“…We have access to education and all the 
people are interested in sending their 
daughters and sons to school, but the teachers 
are not professional. We want professional 
teachers even if they are male and teaching 
female classes. We want to be educated 
according to the accepted standards. We also 
ask the authorities to establish councils of 
mothers instead of fathers, because these are 
mothers who understand the problems of their 
children better than fathers ….” Testimony, 
Takhar 
 

• Respondents felt that cultural and 
attitudinal barriers were becoming less of 
an obstacle for women to access health 
care and education services. 
Nevertheless, they acknowledged that 
serious problems exist. The distance of 
healthcare and education facilities, as well 
as poor quality of services was cited as 
greater stumbling blocks. Even in the East 
and the South, areas thought to be 
traditionally more conservative, male focus 
group participants expressed support for 
women’s education.  

 
“…Before we were not interested to educating 
our sons and daughters, because we did not 
understand the importance of education, but 
when we migrated to other countries such as 
Iran, Pakistan we saw the people have access 
to many facilities and we asked ourselves: why 
have these people got such comfortable lives? 
We realized that this is because of education. 
They educated their sons and daughters; 

therefore they are prosperous now. So we 
want to send both our sons and daughters to 
schools, but there are no schools and no 
teachers in our areas. When we see a person 
with a pen in his hand we call him teacher and 
we respect him …” Testimony, Kandahar 
 

• In 9 of the 14 provinces surveyed women 
were allowed to go to male doctors for 
health concerns, with the exclusion of 
maternity and gynaecological issues.  

• Health workers however cautioned that 
women’s knowledge about basic hygiene, 
preventative care and ante / post-natal care 
was very low in most areas. 

 
“…People’s awareness about the need to send 
our women to be cared for during delivery has 
grown. Before all the women were giving births 
at home. Now there are more clinics with 
midwives but the clinics close around 12 or 
1pm each day and there are no emergency 
services. If a woman goes into labour in the 
evening she has to go to the district hospital 
but usually they close by 3pm. If the district 
hospital is closed you have to travel to the 
provincial centre. Often women end up giving 
birth in the car or they are dying along the way. 
Last month our village lost 7 women…because 
of this now some people are keeping their 
women at home to give birth. Sometimes they 
will take them to the village Dia or the mullah 
to bless the mother. Often people are just 
dying.”… Testimony, Ghor  
 
The Perception of Local Decision-Makers 
 

• Local decision-makers were spoken of as 
influential actors in the community. 
Depending on the province and district 
varied responses were given as to whether 
that influence was positive or negative.  
 

“…Some teachers who graduate from the 
Teachers Institute cannot get jobs because the 
jobs are taken by people associated with 
government authorities and local 
commanders…” Testimony, Ghor  
 
“..The local elders are very helpful in the area 
of education. They are regularly monitoring the 
community-based education classes in our 
area…” Testimony, Parwan. 
 
“…In some areas the local decision-makers 
are always helping with health and education 
sector. They are helping the teachers and 
doctors and going to the clinics…” Testimony, 
Bamiyan 
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• Mullahs, shura members and elders in 
several areas said they worked for the 
benefit and health of their communities. 
They expressed concern about not being 
consulted about development projects in 
their villages which contributed to feelings 
of a lack of local ownership over projects 
and a loss of control over their 
environment. Testimonies were given about 
projects implemented in areas where they 
were not needed while areas in need went 
without assistance.  
 

“…The government wanted to build a school in 
a neighbouring area where there are already 
several schools. We asked them to build a 
school in our area instead where there is no 
school and they refused…” Testimony, 
Kandahar 

 
• It was stressed by many local decision-

makers that health and education services 
must always be in accordance with Islamic 
principles. They specifically called for more 
female professionals to assist with 
providing health care and education to the 
girls and women in their villages, as well as 
separate schools. 

 
The Impact of Security 
 

• Security was a concern for all. The study 
found major regional differences, however, 
regarding how the security situation affects 
services.   

 
“…there is no big change for poor families like 
me since the last 10 years. I lost my husband 
and other family members during fighting and 
bombardments now I am the only woman to 
provide food for my orphans. There are many 
women in Kandahar like me who lost their 
family members in bombardments and our 
lives are getting worse day by day. We want 
peace first of all…” Testimony, Kandahar 
 

• Two of the major issues mentioned by 
participants were the raiding and searching 
of clinics by the international forces and the 
targeting and harassment of health and 
education workers not just by insurgents 
but also criminal elements in the 
community.  

• People in the South and the East relayed 
incidents of being stopped from accessing 
health services and schools by either the 
insurgents or the international forces 
through road blockades and checkpoints.  

• Respondents spoke of keeping their 
children home from school, not necessarily 
due to on-going or recent attacks but out of 
a fear that had developed after previous 
attacks or threats and the trauma of living 
in years of conflict and violence.   

• Kidnapping and harassment of students 
particularly girls was raised as an issue in 
Herat, Nangahar and Kandahar. 

 
“…One of my daughters was abducted when 
she was going to school. Now I have stopped 
sending any off my girls to school – it is too 
dangerous…” Testimony, Kandahar 
 
The forgotten people’s story is… 
 

• People with disabilities commented 
consistently that even at the provincial 
hospital they were unable to find qualified 
professionals to assist them with their 
health problems. Stories of discrimination 
by health professionals and hospital staff 
were common.  

• There were severely limited education 
facilities for people with learning, visual and 
auditory disabilities in most of the provinces 
where focus groups were held. 

• In spite of these additional obstacles the 
efforts by disabled people across the 
country to mobilise themselves in the areas 
of health and education were striking and 
included a variety of initiatives from youth 
sports groups to teacher training courses in 
sign language and Braille. 
 

“…There is a change from ten years ago. Now 
people in the community accept us more than 
before but we are still discriminated against 
when we go for public services. We cannot 
even gain entry to most of the clinics. It is still 
hard to find specialist who can deal with 
disabilities. There are several types of 
disabilities but services for only two types…” 
Testimony, Herat 

  
• Youth groups articulated their struggle to 

maintain hope for their country and future 
and expressed their growing frustration at 
the lack of educational options and job 
opportunities, widespread corruption and 
insecurity.  

 
“…There are positive changes in education 
and we have many educated people in our 
area, but there are no job opportunities for 
most of the graduated youths, therefore most 
of them become farmers again and they forget 
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what they have learnt……” Testimony, 
Kandahar 
 

• In several provinces youth groups had 
organised political awareness campaigns, 
independently monitored health care 
services in the rural districts and formed 
study groups to assist students who had 
experienced gaps in their education. 

 
 “…NGOs should focus their programming on 
youth because we are a large percentage of 
the population and we can make a 
difference…” Testimony, Samangan 
 

• Participants spoke candidly of widespread 
psycho-social problems within their 
communities, saying it was both a long 
term effect of the years of conflict and an 
immediate result of the uncertainty of the 
present situation.  

 
“…many of the students are affected by mental 
health problems. They are depressed and 
frustrated because their education is 
continually interrupted. They cannot learn in 
class, even when the teachers are good and 
qualified because the students cannot absorb 
the information they are being taught because 
they are fearful and depressed. Some are 
turning to drugs and some have more serious 
mental health problems...” Testimony, Mazar 
 
The people’s story is…one of losing hope 
 

• A focus on quantity and coverage has 
created a situation where quality and the 
ability to use services has been neglected. 
The positive gains made in health and 
education have therefore had a limited 
impact on people’s lives. 

 
“..We know that the situation is better than 
before. Before we had nothing under the 
Taliban rule but we also know that over 60 
billion dollars has been invested by the 
international community into Afghanistan. We 
want to know where that money has gone 
because we are still suffering and for that 
amount of money we believe the situation 
should be much better…” Testimony, Saripul 
 

• Communities remain resilient but a 
common message among the research 
participants is that they are losing hope and 
feel little ownership over the development 
projects being implemented in their 
communities. People expressed feelings of 
apathy, disengagement and a lessening 

commitment to maintaining the services 
that are provided. 
 

Conclusion 
 
Positive impacts have been made in the areas 
of health and education over the past ten 
years. Progress however has been patchy. 
Adequate services are not being provided, 
particularly in the rural areas, and there is 
growing dissatisfaction and disillusionment 
among the Afghan public. It is important that 
the international community continue to invest 
heavily in both sectors. This investment 
however now needs to shift focus. The focus 
needs to be redirected to strengthening the 
quality of services, the implementation of 
effective and rigorous monitoring systems and 
census and baseline data collection initiatives, 
developing programming that recognises the 
realities facing rural and remote areas of the 
country and vulnerable communities such as, 
persons with disabilities and mental health 
concerns. The improvements that have been 
made in women’s health and education, 
though laudable, are fragile and reversible and 
therefore, require continuous commitment. A 
balancing act needs to occur to level the 
playing field between the urban and rural 
divide and between the insecure areas with 
heavy investments and the ‘secure’ areas that 
have been marginalised.  
 
Recommendations 
 

• A long term commitment by the 
international community and the Afghan 
government needs to be made in both the 
health and education sectors. Future aid 
programs should focus on increasing the 
quality of services, training and standards 
of professionals in health and education -
not only on visible infrastructure.  

• An improvement in the monitoring and 
evaluation systems used by the 
government needs to take place. Emphasis 
needs to be put on effective data collection 
that sheds clarity on the local reality and 
engages the community to better inform 
appropriate development interventions. 

• Female health care and education must be 
prioritised. The training of female 
professionals, birth spacing awareness and 
ensuring accessible emergency health 
services are key areas, in order to protect 
and build on the gains that have been 
made for girls and women in Afghanistan. 

• Sustainable development programming 
needs to make use of the resources within 
the community. Health and educational 
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awareness programmes need to target 
religious leaders and community shuras to 
facilitate local ownership. A greater 
inclusion of youth and the persons with 
disabilities may increase the level of 
community ownership over programming. 

• Health and education needs of people with 
disabilities should be given urgent 
attention, especially in the continuing 
conflict, where the population is affected by 

explosions and attacks, causing severe 
disabilities to different categories of people.  

• The prominence of psycho-social problems 
within Afghan communities and the impact 
of mental health problems on education 
need to be better understood and 
addressed in future programs.  

• Special attention needs to be given to 
higher education at the technical college 
and university level and linking skills 
development to the labour market.
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Annexes: How things have evolved over the last ten years…2
 

 

 
Education Sector  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                             
2 Sources: Ministry of Public Health, Ministry of Education reports; UNICEF, World Bank, AIMS websites. 

Category Billions in USD 

Total ODA Committed 

(2002-2011) 

69  

Total ODA Disbursed 

(2002-2010) 
57  

Total ODA Committed - Health 

(2002-2010) 
2.22  

Total ODA Disbursed - Health 

(2002-2010) 
1.75 

Total ODA Committed - Education 

(2002-2010) 
2.41  

Total ODA Disbursed - Education 

(2002-2010) 

1.72 

But… 
• Approximately half the population of school aged children are still out of school.  

• 200 of 412 urban and rural districts have no female students enrolled in Grades 10 -12. 

• Only 27% of teachers have obtained the minimum required qualification of Grade 14 

graduation. 

• Only 55% of schools have usable buildings. Over 5,000 schools are without usable 

buildings, boundary walls, safe drinking water or sanitation facilities. 

• 245 out of 412 urban and rural districts do not have a single qualified female teacher. 

• Majority of female teachers are concentrated in major urban centres. 90% of qualified 
female teachers are located in the nine major urban centres (Kabul, Herat, Nangahar, 
Mazar, Badakhshan, Takhar, Baghlan, Jawzjan and Faryab). 

• There are at least 200,000 children in Afghanistan living with permanent disability.  75% of 
disabled children do not go to school. 

 

In 2001-02… 

• Less than one million students in Afghanistan. 

• 20,000 teachers with almost no female participation. 

• 3,400 schools – majority with unusable buildings. 
• No standard national curriculum or textbooks. 

• 4 Teacher Training Colleges (TTCs) were functional with a total of 190 male students. 
Female students did not have access to TTCs. 

 

Ten years later….  

• The number of children enrolled in schools is approximately 7 million.  

• Girls’ enrolment is approximately 37 % or 2.5 million students.  

• Between 2001 and 2010 there was an eight-fold increase in the number of teachers, in 
2010 there were approximately 170,000. 30% of teachers are female.   

• Over 5000 school buildings have been constructed and over 8,500 school Shuras have 
been established. 

• There are 42 Teacher Training Centers (TTCs) - at least one per province - with both male 
and female boarding facilities. 42,000 students are enrolled in TTCs. 
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Health Sector 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

In 2001-02… 
• There was no formalised health policy. Health service delivery was carried out mainly by 

the NGO community, often through disease-specific programmes. 

• Physical and administrative infrastructures had been largely destroyed in many parts of 
the country. 

• There were high burdens of malaria and tuberculosis.  

• Afghanistan remained one of the few countries in the world with live polio virus. 

• Collecting statistics on health care was virtually impossible. No reliable information on 
persons with disabilities existed.  

• The little information that was collected reflected some of the lowest health indicators in 
the world. Such as: 

o Maternal Mortality Rate 1,800 / 100,000 live births 
o Infant Mortality Rate 165 / 1,000 live births 
o Under Five Mortality Rate 222 / 1,000 live births 
o Life Expectancy at Birth 42.5 years 

Ten years later… 

• Around 20,000 community health workers, of which 50% are women, have been trained 
and deployed throughout the country, increasing access to family planning and boosting 
childhood vaccinations. The use of contraceptives has increased threefold since 2003. 

• There are six Medical Schools in Afghanistan with approximately 8,000 students enrolled 
• There are 9 Institutes of Health Sciences that prepare nurses, midwives, and other health 

professionals. 

• In 2008 the community midwifery programme was running in 21 provinces with 640 
students enrolled. 

• The number of TB treatment facilities has tripled and TB cases have fallen by 60% 

• More than 670 health facilities have been constructed or renovated 

• In 2005 the first National Disability Survey was conducted claiming there are 867,000 

severely disabled Afghans. 

• Health Indicators have improved in some areas: 
o Maternal Mortality Rate 1600 / 100,000 live births 
o Infant Mortality Rate 149 / 1,000 live births 
o Under Five Mortality Rate 199 per 1,000 
o Life Expectancy at Birth 44 years 

 

But… 

• Though Primary Health Care is reported to be covering 80% of the Afghan population, 
reports suggest service coverage is 60% or even lower. 

• Primary Health Care spending per capita is about 5 USD per person but some service 
providers are operating with budgets as low as 3.5 USD per capita. 

• Though mental health and rehabilitative services are now included under the Basic 

Package of Health Services (BPHS) few facilities have workers trained to offer the 

services. 

• Expecting mothers in Afghanistan are at least 200 times more likely to die in birth than by 
a bomb or bullet.  

• An Afghan woman has the second highest maternal mortality rate in the world. 

• Only a small number of clinics provide specialised services. 
• Human resources for maternal health are limited with only 0.2 physicians per 1,000 

population. Nurses and midwives are slightly more common, at 0.5 per 1,000 population. 

• There are 151 reported births per 1,000 women aged 15–19 years. 

• In rural areas, only 7 % of births are attended by a skilled birth attendant. 


