AFGHANISTAN

Approximately 57% of the Afghan population has access to basic health care, although coverage is much lower in hard-to-reach areas. Out-of-pocket expenses account for up to 79% of total health expenditure, despite the abolition in 2008 of formal
user fees in public health facilities. There is a high burden of communicable diseases, with limited progress towards achieving Millennium Development Goal 4, and also a high and increasing burden of noncommunicable diseases such as heart
disease, stroke and depressive disorders. The availability of skilled health professionals (9.4 per 10000 population) is low, and mechanisms for accreditation, regulation and licensing require improvement. Planning for human resources for health
has therefore been a priority for the government, with the development of multiple policies and collaborative forums, but effective implementation is a challenge. Although the planned development of a five-year strategy for human resources for
health is a positive sign, effectively implementing it will require clear resource commitments.
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