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Abstract

Background: Despite large-scale investment in health service delivery outsourcing, few studies have examined human
resources for health (HRH) in Afghanistan.

Aims: To review the HRH situation of outsourced healthcare services in Afghanistan and evaluate nongovernment
organization (NGO) investments in the health workforce.

Methods: Two questionnaires were used for data collection. One gathered information about the characteristics of HRH
in 2020 and the other collected budgetary data for 2017-2020 to analyse budget allocation and expenditure by NGOs on
the health workforce.

Results: A total of 25 262 (65% male, 35% female) individuals were employed by NGOs in 31 provinces of Afghanistan.
There was a critical shortage of personnel and a prevalence of gender imbalance across all provinces. Healthcare workers
were mostly aged 26 to 30 years. Services were mostly provided by local NGOs and their scopes were not limited to
outsourced projects. More than 75% of the budget of NGOs was allocated to the health workforce in 2017-2020, and more
than 70% of allocations was spent on staff salaries, followed by other health workforce expenditure. Less than 5% was
spent on capacity building.

Conclusion: There is a gross shortage and large gender imbalance in the Afghanistan health workforce. It is essential to
maintain and increase current financial and technical investments to ensure sustainability and enhance the fragile health
system in Afghanistan.
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private, Red Crescent, security, and education sectors,
but predominantly in the public sector, which includes
outsource nongovernmental organizations (NGOs). As
indicated in the recent HRH report developed by the
Ministry of Public Health, > 50% of the national HRH
come from NGOs through outsourcing by that ministry
(4). However, the NGO HRH data used in that report were
acquired from the Health Management Information
System databases of the Ministry of Public Health, and
there was no primary data collection during development
of the report (4).

Introduction

Human resources for health (HRH) is a key component
of health systems and essential for improving health
outcomes. A responsive and fit-for-purpose workforce
is central to achieving universal health coverage
(UHC) and responding to future health challenges
(1). In Afghanistan, strengthening the availability and
accuracy of health workforce data is needed to enable
HRH strategic planning. Chronic social and political
insecurity has exacerbated the challenges facing the
multifaceted health systems in Afghanistan, such as HRH
shortages, maldistribution, and complex service delivery
mechanisms. Poor health information systems and lack
of routine gathering of HRH data result in inaccurate
and incomplete data that impede effective and evidence-

The outsourcing model of service delivery in
Afghanistan has become noteworthy in health systems
research, particularly in emergency contexts. During
the last 2 decades, national and international NGOs have
been contracted to provide healthcare services through

informed HRH policies, strategies, and practices (2).

Afghanistan faces a critical shortage of HRH. It
has the second lowest health workforce density in the
Eastern Mediterranean Region, with 87 physicians,
nurses, and midwives per 10 000 population in 2018
(3,4). This figure is below the World Health Organization
(WHO) critical shortage threshold level of 44.5 for
achieving UHC (5). HRH in Afghanistan work in public,

the Sehatmandi, funded by the World Bank, European
Commission, and United States Agency for International
Development (USAID). In Afghanistan, health services are
delivered as a basic package of health services (BPHS) and
essential package of hospital services (EPHS). Sehatmandi
is a core programme covering BPHS in 31 of 34 provinces
and EPHS in 16 of 34 provinces (7). All personnel providing
the BPHS/EPHS are paid through the NGOs, with the
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exception of community health workers based at health
posts, who are considered as volunteer health workers
(8,9). In the current design of the Sehatmandi, payment
to NGOs is based on performance and is divided between
a lump sum (which is proposed by the NGOs during
a competitive bidding process) and a fee-for-service
payment that is based on 11 payment indicators. The
NGOs are selected through a bidding process in which
the contracts are awarded to the lowest bidder. However,
thereislimited knowledge about the health workersin the
Sehatmandi project and the impact of NGO investments
in HRH and capacity building.

The aim of this study was to explore the characteristics
of the health workforce within NGOs involved in the
Sehatmandi project. The study evaluated the magnitude
of the investments of the NGOs in their health workforce,
and the capacity-building efforts undertaken by these
NGOs between 2017 and 2020.

Methods
Study design

This was a descriptive study that used quantitative
methodology comprising 2 different questionnaires for
data collection. The first questionnaire, in Excel format,
captured demographic characteristics of health workers,
such as age, gender, education, province, and type of
health facility. The second questionnaire, in Word
format, captured general information about the NGOs,
their overall HRH investments/expenditures, and their
capacity-building activities.

Study population

We included 19 NGOs currently providing BPHS/
EPHS, under the Sehatmandi Project in 31 provinces
in Afghanistan. The study did not include the HRH
data of Parwan, Panjshir, and Kapisa Provinces, which
are contracted to the Ministry of Public Health with
the aim of strengthening mechanism. Many NGOs in
strengthening mechanism provinces have recruited
staff for management of COVID-19 cases, who were
included in the study but excluded from most of the
analysis. We excluded hospitals that were not part of the
Sehatmandi Project and were managed by other projects.
HRH included in the study were health professionals and
support staff.

Study setting

The questionnaires were developed in consultation
with officials of the Human Resource Directorate,
Sehatmandi Coordination Office, and Performance
Management Office of the Ministry of Public Health.
The 2 questionnaires were sent to the leadership of the
NGOs. The Excel questionnaire was filled in by a person
from the human resources department of the NGOs
(assigned by the leadership of the NGOs), and the Word
questionnaire was filled in by the NGO management
team. All HRH data were collected from the headquarters

of the NGOs and no health worker was contacted directly.
Data were collected during the first quarter of 2021.

Data management and analysis

The Excel questionnaire consisted of 2 sheets; one to
collect regular HRH staff data and the other to gather
volunteer HRH data. All the data from the NGOs were
entered into 2 Excel sheets, one for the regular HRH
staff data and the other for volunteer staff data. The
HRH data on both sheets were categorized by type of
health profession, gender, education, age, and sector. For
the first sheet, the health professions were categorized
into: medical specialists, general physicians, dentists,
nurses, midwives, public health officers, pharmacists,
technicians, vaccinators, administration and finance
staff, support staff, and others. For the second sheet, the
volunteer health staff had a single category of community
health workers. The Word version questionnaire was
self-administered and consisted of yes/no questions,
short explanatory questions, and questions regarding
HRH expenditure by the NGOs. The magnitude of the
NGO investments in HRH between 2017 and 2020 was
calculated in relation to potential outcomes, salaries,
capacity building, and other activities. All the data were
analysed using Excel.

Ethical approval

The Afghanistan Ministry of Public Health Institutional
Review Board approved the study protocol and the
questionnaires. The purpose of the study was explained
to all NGOs. At the data analysis stage, anonymity was
ensured, and the database was locked and accessible only
to the research team.

Results

Profile of outsource NGOs in Afghanistan

All 19 NGOs that were contacted agreed to complete
the questionnaires. All of them were providing BPHS
in 31 provinces and EPHS in 16 provinces under the
Sehatmandi Project. Some NGOs had BPHS/EPHS
contracts for several provinces, meaning that a single
NGO could provide BPHS/EPHS in several provinces.
In contrast, in other provinces, such as Ningarhar and
Uruzgan, several NGOs worked together to provide
BPHS/EPHS. Fourteen (74%) of the NGOs were local and
5 (26%) were international (Annex 1). Eleven (58%) NGOs
had > 15 years of experience delivering BPHS/EPHS
in Afghanistan, 2 (10%) had > 10 years of experience, 2
had > 5 years of experience, and 4 (21%) had < 4 years of
experience.

Profile of HRH working with the NGOs

HRH was categorized into several main professional
categories, including: medical specialists, general
physicians, nurses, midwives, dentists, pharmacists,
technicians, public health workers, administration and
finance workers, vaccinators, support staff, and others.
Technicians in pharmacy, blood banks, laboratories,
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dentistry, ophthalmology, radiography, anaesthesia,
orthopaedics, radiography, and physiotherapy were all
grouped as technicians. Public health workers included
health managers and technical staff of the Ministry of
Public Health and the NGOs. Support staff included,
drivers, caterers, cleaners, and security personnel.
Other categories included psychosocial counsellors,
nutritionists, physical therapists, community health
supervisors, and first aid trainers.

There were 25506 health workers in the NGOs
implementing BPHS/EPHS in Afghanistan. A total of 199
(0.7%) health workers involved with COVID-19 projects in
Kapisa, Parwan, and Panjshir Provinces as well as health
workers’ data that were not disaggregated by age, gender,
and other indicators, were excluded from the analysis.
Among the remaining 25262 health workers working
with NGOs, there were 382 (1.5%) medical specialists, 1544
(6.1%) general physicians, 3748 (14.8%) nurses, 2984 (11.8%)
midwives, 58 (0.2%) dentists, 32 (0.1%) pharmacists, 1706
(6.8%) technicians, 668 (2.6%) public health professionals,
3001 (11.9%) vaccinators, 6404 (25.0%) support staff, and
3842 (14.8%) others (Table 1). There was a density of 2.8
doctors (including specialists), nurses, and midwives per
10 000 population across all NGOs.

There was a greater density of HRH, mainly doctors,
nurses, and midwives, in provinces with a larger rural
population, such as Nuristan (8.3 per 10 000 population),
Nimroz (6.8), Logar (6.0), Laghman (5.3), and Farah (5.3)
(Table 2). However, provinces with larger cities, such as
Herat (1.9) and Kandahar (17), had the lowest density of
HRH. Kabul had the lowest (0.3) density of HRH under
the Sehatmandi Project. This was because BPHS was
focused on rural areas. There was a gender imbalance in
the HRH, and among the 25168 health workers, females
accounted for 35% (n = 8824), which gave a male to female
ratio of 1.9. This gender imbalance was prevalent across
all provinces.

The age distribution of the health professionals
working with the NGOs is shown in Figure 1. The highest
number were in the 26-30 years age group, which
corresponded to about 1in 4 staff (32.6% female and 217%
male). This was followed by 31-35 years (19.5% male and
16.2% female), 21-25 years (23.0% female and 7.7% male),
and 36-40 years (14% male and 8.6% female). More than
75% of health personnel were aged < 50 years, > 50% were
aged < 35 years, and < 2% were aged > 60 years. More
than 75% of frontline health workers [doctors (including
specialists), nurses, and midwives] were aged < 40 years
(Annex 2). The lowest age reported among regular HRH
staff was 19 years. Below age 30 years, there were more
female than male personnel, but the reverse was the case
between ages 31 and 65 years.

More than half (53.0%) of the female health workers
had a diploma, 22.6% had completed high school, and
11.1% had no formal education (Annex 3). Among male
health workers, 28.4% had a diploma, 26.4% had no formal
education, and 18.2% had completed high school. Almost
all personnel without formal education were in the
support staff category.

For place of work, about a quarter of health personnel
worked at comprehensive health centres, and 22.7% at
basic health centres (22.7%), 13% at sub-health centres
or district hospitals, and 12.4% at provincial hospitals
(Annex 4).

HRH profile of volunteers

Data for the volunteer health workforce, namely
community health workers, were reported for 26 of 31
provinces. There were 23 812 community health workers
across the 26 provinces; of whom, 12 173 were female and
11 639 were male (Table 2). Among the community health
workers, 34% were uneducated, 22.9% were high school
graduates, 18.8% had primary school education, and 8.0%
had a bachelor's degree (Table 3). Community health

Table 1 Distribution of health workers by profession in Afghanistan in 2021

Health profession

Female (%)

Medical specialist 45 (11.78)
General physician 305 (19.75)
Midwife 2941 (98.55)
Nurse 970 (25.88)
Pharmacist 2(6.25)
Public health 126 (18.86)
Dentist 9 (15.51)
Technician 65 (3.81)
Administration and finance 99 (11.08)
Vaccinator 960 (31.98)
Support staff 1129 (17.62)
Others 2183 (56.81)
Total 8834 (34.96)

No. of health professionals

Total (%») Density per 10 000

Male (%) Total population
337(88.21) 382 1.51 0.1
1239 (80.24) 1544 6.11 0.5
43 (1.44) 2984 11.81 1.0
2778 (74.11) 3748 14.83 1.2
30 (93.75) 32 0.12 0.0
542 (81.13) 668 2.64 0.2
49 (84.48) 58 0.22 0.0
1641 (96.18) 1706 6.75 0.6
794 (88.91) 893 3.53 03
2041 (68.01) 3001 11.87 1.0
5275 (82.37) 6404 25.35 21
1659 (43.18) 3842 15.20 13
16428 (65.03) 25262 100 8.2

199 health workers in Kapisa, Panjshir, and Parwan Provinces working in COVID-19 projects were excluded. Data for another 45 were missing. Estimated population in 2019-2020 (Afghanistan

Central Statistics Office): 30 725 560, excluding nomadic (Kuchi) population.
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All types of health workers
Province F % M %  Total Male/
(N) (N) (N) female
ratio E

Badakhshan 493 5.6 760 4.7 1253 15 153
Badghis 165 1.9 308 1.9 473 1.9 63
Baghlan 536 6.1 646 4.0 1182 1.2 203
Balklh 723 8.2 1162 71 1885 1.6 169
Bamyan 321 3.6 439 2.7 760 1.4 94
Daikundi 265 3.0 409 2.5 674 15 83
Farah 272 3.1 540 3.3 812 2.0 94
Faryab 333 3.8 583 3.6 916 1.8 96
Ghazni 437 5.0 896 5.5 1333 2.1 158
Ghor 265 3.0 456 2.8 721 1.7 97
Helmand 210 2.4 567 3.5 777 27 89
Herat 519 5.9 644 3.9 1163 1.2 148
Jawzjan 220 2.5 305 1.9 525 1.4 63
Kabul 246 2.8 393 2.4 639 1.6 65
Kandahar 271 3.1 524 3.2 795 1.9 90
Khost 170 1.9 416 2.5 586 2.4 63
Kunar 119 13 258 1.6 377 2.2 46
Kunduz 341 3.9 387 2.4 728 11 96
Laghman 228 2.6 446 2.7 674 2.0 76
Logar 226 2.6 504 3.1 730 2.2 86
Nangarhar 642 7.3 1686 10.3 2328 2.6 212
Nimruz 125 1.4 234 1.4 359 1.9 28
Nuristan 103 1.2 308 1.9 411 3.0 45
Paktika 163 1.8 520 3.2 683 3.2 77
Paktiya 146 1.7 459 2.8 605 3.1 68
Samangan 156 1.8 260 1.6 416 1.7 59
Sar-e-Pul 253 2.9 411 2.5 664 1.6 86
Takhar 330 3.7 505 31 835 15 14
Urozgan 149 1.7 404 2.5 553 2.7 61
Wardak 311 3.5 644 3.9 955 2.1 107
Zabul 86 1.0 270 1.7 356 3.1 52
Grand Total 8824 100.0 16344 100.0 25168 1.9 2941

Table 2 Distribution of all types of health workers according to province in Afghanistan in 2021

Midwives
(N)

M

o

4
4
0
0

4B

Doctors, nurses, and midwives Volunteers
Nurses Doctors Total N/10 000 CHW s (N)
(N) (N) (N) population
M M
44 145 27 44 413 4.0 = =
19 59 3 20 166 3.1 31 311
31 14 16 66 436 4.4 753 707
80 268 27 77 622 4.2 1171 629
36 77 14 25 246 5.1 = =
33 77 10 37 240 4.7 356 416
35 96 4 64 293 5.3 - -
37 62 32 87 318 2.9 606 472
55 137 13 99 462 3.5 804 840
21 88 2 21 229 3.0 492 463
13 102 9 39 256 1.8 289 518
51 129 24 48 403 1.9 1169 1153
24 62 7 29 185 3.1 364 338
26 30 16 22 161 0.3 447 456
21 78 9 39 237 17 = =
23 58 13 40 198 32 349 349
1 43 5 26 134 2.7 206 210
26 78 10 10 220 2.0 511 512
34 63 10 74 259 53 385 411
32 70 8 62 258 6.0 201 193
100 247 31 265 855 5.1 1097 1126
28 27 6 33 121 6.8 — —
14 47 1 24 134 83 135 198
23 72 5 57 234 3.1 228 228
26 63 6 59 224 3.7 336 301
20 57 5 16 158 3.7 187 183
22 87 6 40 241 4.0 363 339
32 107 10 33 300 2.8 523 526
13 76 4 30 188 4.4 469 469
33 112 18 74 344 53 350 -
6 47 0o 16 121 3.2 71 201
068 2778 350 1576 8658 2.9 12173 11639

199 health workers in Kapisa, Panjshir, and Parwan Provinces working in COVID-19 projects were excluded. Data were missing for another 139. Estimated population in 2019-2020 (Afghanistan

Central Statistics Office): 30 725 560. CHW = community health worker; F = female; M = male.

workers were older than the regular HRH. Around 13%
of community health workers were aged 36-40 or 41-45
years, 12.4% 46-50 years, 11.6% 31-35 years, and 11.6% > 65
years.

Financial profile of NGOs and investment in
HRH

Some 84.0% of the NGOs received on-budget funding
from the Sehatmandi Project as well as from other off-
budget projects. Most of their off-budget projects were
related to health issues, such as psychosocial services
for returnees, urban immunization projects, emergency
and disaster victims, nutrition, first aid trauma, malaria,

maternal and child health, tuberculosis, water sanitation
and hygiene, COVID-19, and health promotion services.
Some NGOs also reported education and response to
gender-based violence among their off-budget projects.
The NGOs reported that their off-budget projects
were funded by national organizations, but mostly
international organizations, such as United Nations
Development Programme, United Nations Population
Fund, United Nations Children’s Fund, Norwegian
Church Aid, GAVI The Vaccine Alliance, International
Organization for Migration, Independent Directorate
of Local Governance, USAID, Global Fund to Fight AIDS,
Tuberculosis and Malaria, World Food Programme,
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World Bank, WHO, Aga Khan Development Network,
and Charities Aid Foundation. Most of the off-budget
projects were to complement the Sehatmandi Project
and bridge the financial gap in service delivery. All 19
NGOs reported that despite being involved with BPHS/
EPHS, they signed the COVID-19 management contracts
with the Ministry of Public Health in their targeted

provinces. This meant that NGOs were responsible for
screening and management of COVID-19 cases in those
provinces. All 19 NGOs reported that they followed the
staffing patterns outlined for BPHS/EPHS. Based on the
budget analysis of 19 NGOs for 2019-2020 and 14 NGOs
for 2017-2018, the allocated budget for HRH activities
was about US$ 385080 820 and the expenditure was

Figure 1 Age and sex distribution of health workers in Afghanistan in 2021.

65+
61-65
56-60
51-55
46-50
41-45
36-40
31-35
26-30
21-25
15-20

(40.0) (30.0) (20.0) (10.0)

0.0 10.0 20.0 30.0

Female W Male

Some 199 health workers in Kapisa, Panjshir, and Parwan Provinces working in COVID-19 projects were excluded. Data for another 3271 were not disaggregated by age and were excluded.

Table 3 Distribution of CHWs by educational level and age in Afghanistan in 2021

Educational level Female (N) Female % of total
CHWs
Bachelor degree 823 3.76
Diploma 127 0.58
High school (grade 10-12) 1417 6.47
Secondary school (grade 8-10) 815 3.70
Primary school 1918 8.80
Literatea 164 0.74
Unspecified 8 0.03
Uneducated 5563 25.43
Total 10 835 49.54
Age, years
<15 1 0.05
15-20 151 0.68
21-25 799 3.62
26-30 1127 5.11
31-35 1305 5.92
36-40 1395 6.32
41-45 1366 6.19
46-50 1364 6.18
51-55 1014 4.60
56-60 775 3.51
61-65 451 2.04
> 65 1293 5.86
Total 11 051 50.10

Male (N) Male % of total CHWs  Total (N) Total (%)
939 4.29 1762 8.05
355 1.62 482 2.20

3608 17.41 5025 22.97
1753 8.01 2568 11.74
2194 10.0 4112 18.81

164 0.74 328 1.49
80 0.36 88 0.40
1941 8.87 7504 34.31
11034 50.45 21869 100
9 0.04 20 0.09

66 0.30 217 0.98
825 3.74 1624 7.36
1071 4.86 2198 9.96
1262 5.72 2567 11.63
1523 6.90 2918 13.22
1530 6.94 2896 13.12
1382 6.27 2746 12.44
916 4.15 1930 8.74
732 3.32 1507 6.83
436 1.98 887 4.02
1256 5.69 2549 11.54
11008 49.90 22059 100

CHW data from 26 provinces. Data for 1816 HCWs were not disaggregated by age or gender, and data for 2006 HCWs were not disaggregated by educational level, and were excluded. aLiterate
refers to CHWs who could read and write, but the source and level of their education were unknown. CHW = community health worker.
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Table 4 Budget allocation to NGOs in Afghanistan between 2017 and 2020

2020

Total budget of NGOs 140173 180
Total budget allocated to health workforce 118 261 890
Total expenditure of health workforce 105 427 283
Salary 79 879 136
Capacity building 2955599
Other expenditure on health workforce 31043 817

2019 2018 2017 Total (US$)
135 454 599 113 526 938 87912 826 477067 543
103 072 032 97187397 66 559 500 385080 820

88 714 571 88 893192 62113 696 345148 741
66 648 922 65 605 358 43 815 506 255 948 921
3748 863 4590286 2957787 14 252 535
25 950 117 22545 099 18 944 303 98 483335

Currency exchange rate from Afghani to US$ (March 2021), 77 to 1. For 2019 and 2020, data were reported by 19 NGOs; for 2018 and 2017, data reported by 14 NGOs. NGO = nongovernmental

organization.

around US$ 345148 741, which accounted for ~90.0%
of the allocated budget (Table 4). The missing data for
2017-2018 belonged to the NGOs that signed contracts
with the Ministry of Public Health after introduction of
performance-related pay in 2018. While > 75.0% of the total
budget of the NGOs was allocated to HRH in Afghanistan
in 2017-2020, on average, > 70.0% was spent on staff
salaries, followed by other health workforce expenditure
(e.g. purchasing items and rent on buildings) (Annex 5).
Less than 5.0% of expenditure was for capacity building.
Budgetary allocations to the health workforce (capacity
building, salary, and others) as a percentage of the total
budget was 76.0%, 86.0%, 76.0%, and 84.0% in 2017, 2018,
2019, and 2020 respectively (Annex 6).
Capacity-building activities

All NGOs reported their involvement in the provision of
training for all types of health workers, and most (58.0%)
reported that they conducted only in-service training.
More than 800 in-service training programmes were
reported by NGOs between 2017 and 2020. Some NGOs
did not mention the number of times that each training
programme was conducted; therefore, the number of
training programmes was estimated to be more than the
reported number. The duration of thesein-service training
programmes was 1 day to 3 months. The beneficiaries of
the in-service training programmes were management
and public health staff, clinical staff, community health
workers and health supervisors, laboratory technicians,
vaccinators, and support staff. The training topics
varied and represented technical and managerial issues,
such as reproductive, maternal, newborn, child and
adolescent health; communicable diseases including
tuberculosis, HIV/AIDS, and malaria; Expanded Program
for Immunization; noncommunicable diseases; mental
health; information management; laboratory testing;
infection prevention and control; and management and
leadership. Seven (37.0%) of the NGOs reported that they
supported in-service and pre-service training. The pre-
service training programmes were community health
nursing education and community midwifery education
(2-years’ training for female community health nurses
and midwives), and a 1-year nutrition counselling
programme. All of these were for graduate health
professionals.

Although NGOs provided capacity-building training
for their staff through their own budget lines, most of
the training programmes were financially supported by
other organizations and donors, and the NGOs supported
only the implementation of these programmes. This
study did not provide detailed information about the
number or types of training programmes conducted by
the NGOs and those supported by the donors. Additional
studies are needed to provide detailed information about
the capacity-building activities of the NGOs.

Discussion

The data for this study were collected during the first
quarter of 2021 before the collapse of the Islamic Republic
of Afghanistan in August 2021, when 19 NGOs were
providing BPHS in 31 provinces and EPHS in 16 provinces
under the Sehatmandi Project. Most of these NGOs were
local.

The density of doctors, nurses, and midwives per
10 000 population was 2.8 across all NGOs in Afghanistan.
The findings of our study contrast those in the HRH report
in 2018 (4), which reported 5083 doctors, 6471 nurses, and
3607 midwives, whereas we reported 1926 doctors, 3748
nurses, and 2984 midwives. The problem of double-
counting NGO data was acknowledged as a limitation
of the HRH report. Because of the unavailability of the
primary data from the NGOs, the Health Management
Information System data of the Ministry of Public Health
was used for the HRH report. Our study confirmed the
double counting of NGO HRH data reported by the Health
Management Information System. This inferred that the
national HRH density was less than the initially reported
figure of 8.7, and indicated that Afghanistan had a critical
shortage of HRH compared with the WHO thresholds to
achieve universal health coverage (5). For Afghanistan to
build a resilient health system, the current shortage of
HRH needs to be addressed, especially by creating new
jobs. The budget of those implementing BPHS/EPHS
needs to be increased to employ more health workers and
retain current workers.

A similar study had reported that large, well-
resourced cities, such as Kabul, Herat, Kandahar, Balkh,
and Ningarhar had a greater density of HRH, including
private sector involvement (4). The BPHS, which includes
the largest network of health facilities, is focused on rural
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areas. In large cities, including Kabul, unlike rural areas,
the private sector and large hospitals responded to most
of the health needs of the population. In Kabul, only rural
health services were outsourced to NGOs, and the bulk
of the population lived in the city (4.2 million vs 732 368
in rural areas) and were not covered by BPHS (11). This
may be a reason why, in our study, Kabul reported the
lowest density of HRH in BPHS/EPHS facilities funded
by NGOs.

Gender imbalance across the health system is a major
concern, possibly because of several decades of war and
cultural restrictions on female mobility and education. A
positive finding of our study was that most of the HRH
working in NGOs were aged 25-35 years. Remarkably,
among those aged < 30 years, there were more female
than male health workers. This may have been because
of the significant increase (97%) in female health
professionals during 2014 and 2018 in public and private
universities in Afghanistan, as indicated in the 2018 HRH
report (4). However, more efforts are needed to attain
gender balance across all the health professions.

In contrast to the official HRH personnel, the
volunteers had a gender-balanced but older staff. In
voluntary work with limited incentives, there is less
competition, and therefore, less turnover was evident
among community health workers. As a result, some
middle-aged community health workers have grown old
working in the same position during the last 2 decades.
We found that > 30.0% of community health workers
were educated (high school and above) with 8.0%
holding a bachelor’s degree. However, community health
workers were often perceived as uneducated. Given the
change in the demography and educational profile of
the communities, even in rural areas, there is a need for
younger and educated community health workers to
replace the older ones.

Most of the NGOs received off-budget funding
for services supplementary to BPHS/EPHS. It was
challenging to acquire accurate data for BPHS/EPHS
expenditure by each individual NGO because, in the
detailed financial reports of some NGOs, we identified
some overlap between BPHS/EPHS and off-budget
expenditure. Therefore, we used the total financial
expenditure reported by each NGO and did not look at
the details of the expenditure, which could have been a
limitation of the study. Based on the aggregated analysis,
~75% of the NGO budget was allocated to HRH activities
during 2017-2020, and the actual expenditure on the
health workforce was > 85% of the total allocated budget.

More than 70% of the health workforce expenditure was
on salaries, which indicated that 1 of the main activities
of the NGOs was to pay their staff.

Although NGOs were responsible for enhancing
the professional capacity of their staff, most of the
capacity-building programmes were supported with off-
budget projects. Training for vaccinators and staffing
for the Expanded Immunization Program were mainly
supported by Gavi, and training for staff working with
tuberculosis, malaria, and HIV was supported by the
Global Fund. The NGOs did not report any tool or
document for coordination of training activities between
NGOs, the Ministry of Public Health, and international
donors; such a lack of coordination of capacity-building
activities has also been reported in previous studies (2, 4).
Pre-service training, such as community health nursing
and community midwifery education, was supported
by international organizations and donors. Some of the
NGOs coordinated the implementation of these training
programmes in their target provinces, and some provided
complete and transparent data about their capacity-
building activities. However, most NGOs were unable to,
or did not, provide complete data about capacity building,
or the exact number of people that they trained between
2017 and 2020. Therefore, we could not provide detailed
information about the frequency of training and the
exact number of people who benefited from training by
NGOs.

Conclusion

A rigorous HRH information system is essential for
strengthening the health system in a country. To make
the best use of available resources and appropriate
planning for HRH, there should be clear information
about the size of the health workforce, its qualifications,
distribution, and the number of new graduates that would
join. The HRH data on NGOs available in the Health
Management Information System need to be verified
and updated. More efforts are needed to clarify the role
and monitor the capacity-building activities of the NGOs
in Afghanistan. A national level capacity-building plan is
needed to reduce fragmentation in capacity-building at
national and provincial levels. Currently, planning and
deployment of the health workforce in Afghanistan are
grossly inadequate and efforts are needed to maintain
and augment the workforce.
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Analyse des ressources humaines pour la santé en Afghanistan

Résume

Contexte : Malgré les investissements a grande échelle dans l'externalisation de la prestation de services de santé,
peu d'études ont examiné les ressources humaines pour la santé en Afghanistan.

Objectifs : Examiner la situation des ressources humaines pour la santé dans les services de santé externalisés en
Afghanistan et évaluer les investissements des organisations non gouvernementales (ONG) dans les personnels de

santé.

183



Research article EMH]J - Vol. 29 No. 3 - 2023

Méthodes: Deux questionnaires ont été utilisés pour la collecte des données. Le premier a recueilli des
renseignements sur les caractéristiques des ressources humaines pour la santé en 2020. Le second a récupéré des
données budgétaires de 2017 a 2020 afin d'analyser les allocations budgétaires et les dépenses des ONG liées aux
personnels de santé.

Résultats: Au total, 25 262 personnes (65 % d'hommes et 35 % de femmes) étaient employées par des ONG
dans 31 provinces d'Afghanistan. Il y a eu une pénurie critique de personnel et une prévalence du déséquilibre entre
les genres dans toutes les provinces. Les agents de santé étaient pour la plupart dgés de 26 a 30 ans. Les services
étaient principalement fournis par des ONG locales et leur champ d'action ne se limitait pas aux projets externalisés.
Plus de 75 % du budget des ONG a été alloué aux personnels de santé en 2017-2020 et plus de 70 % des allocations
ont été consacrées aux salaires du personnel, suivies d'autres dépenses liées aux personnels de santé. Moins
de 5 % ont été investis dans le renforcement des capacités.

Conclusion : Les personnels de santé afghans souffrent d'une pénurie grave et d'un important déséquilibre entre
les genres. Le maintien et l'accroissement des investissements financiers et techniques actuels sont essentiels pour
assurer la durabilité et renforcer le fragile systéme de santé en Afghanistan.
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