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1. Country and Sector Background 
(a) Afghanistan is a country that has been besieged by civil strife for almost three decades.  Conflict 
left Afghanistan devastated and with destroyed infrastructure, fragmented institutions and a lack of basic 
health, education and sanitation facilities in most parts of the country.  However, over the last five years, 
Afghanistan has achieved significant results in a challenging context: progress in the health sector has 
been particularly remarkable.  Nevertheless, the situation remains very fragile, especially in view of the 
tense, and in some areas deteriorating, security situation.  Notwithstanding the economic recovery and the 
implementation of a sound development strategy, the country has not emerged fully from its state of 
conflict. 
 
(b) The Afghan health system has made considerable progress in the last five years, but health 
indicators remain among the worst in the world.  A nation-wide survey conducted in late 2006 found an 
infant mortality rate of 129 per 1,000 live births and an under 5 mortality rate of 191 per 1,000 live births, 
representing a 22% and 26% decline, respectively, from the 2003 estimates.  Administrative data indicate 
that the number of functioning primary health care facilities has increased from 496 in 2002 to 1,169 in 
2007 while the proportion of facilities with skilled female health workers has increased from 25% to 83%.  
Despite this progress, the under 5 mortality rate in Afghanistan is still 67% higher than the average for 
low income countries.  Physical access remains an issue with more than 60% of the population living 
more than one hour from a health facility. This is one of the factors that explain very low vaccination 
coverage (DPT3 coverage of 35% vs. 65% for low income countries as a whole) and limited number of 
institutional deliveries (<15%).  
 
(c) The Government of Afghanistan (GOA) has a clearly laid out vision with a well developed 
strategy for the health sector. One of the three pillars of the Afghan National Development Strategy 
(ANDS) is economic and social development which includes improving human development indicators 
and making significant progress towards the MDGs.  The HNSS stems from the ANDS and represents 
GOA’s program for the health sector over the period 2008-2013.  According to the HNSS, GOA aims to 
expand coverage of the Basic Package of Health Services (BPHS) to at least 90 percent of the population 
by 2010.  It also seeks to supplement the BPHS with investment in the hospital sector.  Through the 
expansion of BPHS and the Essential Package of Hospital Services (EPHS), GOA aims to reduce the 
under 5 mortality rate and the maternal mortality rate by 50% within the period 2003-2015. 
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(d) Coordination among development partners has been close over the past five years and is being 
facilitated by the HNSS.  The MOPH has been using several mechanisms to ensure donor coordination: 
(i) assigning geographical responsibility to each of its major donors to finance similar packages of 
services defined under the BPHS; (ii) obtaining financing from several donors through the GOA budget; 
(iii) ensuring that contract and grant management is done primarily by the MOPH; and (iv) carrying out 
annual strategic planning retreats with its major development partners.  The HNSS represents a further 
step towards a programmatic approach to the sector.  The HNSS defines the objectives for the sector; 
identifies BPHS and EPHS as the priorities; and creates a framework for donor financing.   
 
2. Objectives 
(a) The project will provide strategic support to the overall implementation of the health sector 
program for 2009-2013.  The development objective of the project is to support the government in 
achieving the HNSS goal to “contribute to improving the health and nutritional status of the people of 
Afghanistan, with a greater focus on women and children and under-served areas of the country”.
Specifically, SHARP will: (i) finance the provision of BPHS in selected provinces; (ii) lead the policy 
dialogue to strengthen EPHS delivery; (iii) maintain the support to MOPH stewardship functions, 
particularly to monitoring and evaluation; and (iv) lead an innovative results-based financing pilot to 
further increase utilization of services. 
 
3. Rationale for Bank Involvement 
(a) IDA’s support to the health sector has been crucial to provide essential primary care services in 
several provinces in Afghanistan and needs to be maintained.  IDA has been a lead player in 
Afghanistan’s health sector since 2003 and has gained extensive experience and knowledge on delivery of 
health services in the fragile country context.  IDA has provided considerable funding to the sector and 
valuable advice to MOPH based on international experience from engagement in similar contexts.   IDA’s 
support needs to be maintained based on: (i) the present shortage of funding for the health sector; (ii) a 
humanitarian commitment to improve the lives of the Afghan population, whose maternal and infant 
mortality rates remain among the worst in the world; (iii) a corporate commitment to contribute to the 
MDG; (iv) the opportunity to build peace and development through the provision of basic services to 
populations in remote areas of the country; and (v) the opportunity to align its support to the national 
strategy and to contribute to harmonization of donor financing.  
 
4. Description 
(a) Component 1: Sustaining and strengthening the Basic Package of Health Services (BPHS): This 
component will support the implementation of the BPHS through Performance-based Partnership 
Agreements (PPAs), i.e., contracts between the MOPH and the implementing NGO.  It will also support 
GOA’s own efforts at delivering the BPHS through contracting in management services (MOPH 
strengthening mechanism) in a number of provinces.  The project will support further expansion of health 
facilities, particularly sub-centers, to improve access for the 60% of people who live over an hour away 
from a health facility; training of additional community mid-wives (CMWs); and training of female 
community nurses (CNs).  This component will also support retroactive financing of expenditure occurred 
for delivery of BPHS in the twelve months before SHARP effectiveness.  

(b) Component 2: Strengthening the delivery of the Essential Package of Hospital Services (EPHS):
This component will finance an evaluation of the impact and lessons learnt from different approaches 
adopted for EPHS implementation in the past three years.  It will support the policy dialogue to develop a 
systematic and coherent package of hospital policies that will ensure efficient use of resources and 
provision of priority services, especially for the poor.  Through third party assessment (see Component 3), 
SHARP will also contribute to monitoring hospital performance in the country.  Upon finalization of the 
evaluation and adoption of a package of evidence based hospital policies, the project may finance 
hospitals and hospital functions critical to reduce maternal and child mortality in some locations, with 



special emphasis on the poor.  The support to hospitals may occur through contracted NGO or through the 
MOPH strengthening mechanism, based on a specific EPHS expansion plan and on availability of 
resources. 

(c) Component 3: Strengthening MOPH stewardship functions:In close coordination with other 
donors, this component will strengthen both the central MOPH and the Provincial Health Offices (PHO), 
while maintaining coordination and promoting decentralization.  At central level, this component will 
finance contractual staff in critical areas of MOPH (e.g., procurement, monitoring and evaluation, health 
care financing, public relations, etc.) as well as a limited number of line manager positions, as did the 
previous Bank project.  At provincial level, PHO will be strengthened through the computerization of 
PHO, reactivation of provincial health coordination meetings. Performance-based bonuses for PHO staff 
based on clear PHO specific performance indicators may be introduced based on the results of the RBF 
pilot.  SHARP will contribute to the organization of semi-annual national health coordination workshops 
and to upgrading of the MOPH website, so as to transform it in a communication platform between the 
center and the periphery.  Capacity of staff at central and provincial levels will be strengthened through 
participation in training activities as well as relevant national and international conferences. Renovation 
of GCMU offices will also be financed.  This component will further support monitoring and evaluation 
of BPHS and EPHS through the contracting of a third party evaluator to conduct health facility surveys 
and household surveys. The project will support retroactive financing of expenditure occurred for 
monitoring and evaluation in the twelve months before SHARP effectiveness. 

(d) Component 4: Piloting Innovations:This component will pilot supply-side interventions as part 
of an international results-based financing (RBF) study supported by the Government of Norway.  One 
pilot will target health providers by paying performance based bonuses against achievement of agreed 
indicators related to MDG 4 and 5.  Another RBF pilot may support testing of performance based 
payments in the hospital sector.  An impact evaluation will be conducted to assess and document the 
effects of the pilots.  To ensure credibility and independence, a qualified research organization will be 
contracted to gauge annual performance, conduct annual facility surveys and full household surveys at the 
beginning and at the end of implementation. 

5. Financing 
(a) Table 1 summarizes the financial requirements for SHARP, e.g. for: (i) the implementation of 
BPHS in the IDA supported provinces, including retroactive financing for BPHS provision under the 
previous health project; (ii) the policy dialogue for EPHS; (iii) the support to MOPH, including the 
contracting of a third party for monitoring and evaluation; and (iv) the RBF pilot.  The project’s financing 
requirements are estimated to be US$ 126 million.  Funding support of USD 11 million for the RBF pilot 
has been secured and processing of the JSDF support of USD 15.9 million is at an advanced stage.  
Discussions have been held with the MOF/MOPH and IDA (as the Administrator of the ARTF) for 
funding support from ARTF to cover the funding gap of the project, particularly to meet the costs of NGO 
service delivery contracts in project provinces.  Approval by ARTF Management Committee is expected 
by March 2009.  Should additional donor funding become available during the project period, IDA may 
shift its resources to other areas of the HNSS. 
 

Table 1: Financing plan for IDA supported components (USD million) 

Components Financing 
requirement IDA Norwegian 

Trust Fund JSDF ARTF 

BPHS 97.5 19 15.9 62.6
EPHS 1 1
MOPH Stewardship 16.5 10 6.5



RBF 11 0 11
TOTAL 126 30 11 15.9 69.1

6. Implementation 
(a)  The project will be implemented by MOPH, which will have overall responsibility for project 
oversight and supervision through its Executive Board.  The Deputy Minister for Technical Affairs will 
be the project’s manager and focal point.  The MOPH through its central departments and provincial 
offices will be responsible for the smooth implementation of the project, while assisted by technical 
assistance in the Grant and Contracts Management Unit (GCMU).  The actual delivery of health services 
will be done through contracted NGOs or through civil servants.  Monitoring of the services will be done 
through the regular health management information system (HMIS) and through facility and community 
surveys carried out by a third party.  The GCMU in MOPH will handle fiduciary aspects of the project 
related to financial management, procurement, disbursement and audit functions for the life time of the 
project.  The same institutional arrangements were successfully adopted under the previous project.  
 
(b) SHARP is expected to begin on July 1, 2009 and to be implemented over a period of 45 months.  
Advanced procurement of NGO tasked with the provision of BPHS was initiated in October 2008 in order 
to ensure a smooth transition with of service providers as the service contracts under the ongoing project 
will end on June 30, 2009. All NGO contracts will be signed for 45 months to cover the entire project 
duration.  The implementation completion date will coincide with the end of the HNSS, i.e. March 30, 
2013.  The grant closing date will be September 30, 2013.   
 
7. Sustainability 
(a)       The total cost for the implementation of the HNSS over the period 2009-2013 is approximately 
US$550 million: almost 70% of the funds will be allocated to the BPHS, and the remaining 30% will 
finance EPHS, strengthening of the MOPH stewardship functions and various innovations.  The HNSS 
will be supported by the three “traditional” donors (EC, USAID and IDA), that have been financing 
health activities during the period 2003-2009.  Additional donor support is being sought from ARTF and 
bilateral donors. The indicative financing arrangements for the 2009-2013 health sector program, 
including possible funding support from ARTF, is shown in Table 2.  It should be noted that possible 
changes in the content of BPHS and particularly of the EPHS may have a considerable impact on the 
overall program costs and funding requirements, particularly for the later years of the program 
implementation.  GOA and the donors will make a concerted effort to ensure adequate financing is 
secured in a timely fashion to enable program implementation 
 

Table 2. Indicative Financing Arrangements for Health Sector Program (2009 -2013) 

Donor Duration of support Pledges 
(USD million) 

ARTF 2009-2013 163
EC 2009-2011 70
IDA  2009-2013 30
JSDF 2009-2011 15.9
Norway Trust Fund 2009-2011 11
USAID 2009-2012 218
Total  507.9

8. Lessons Learned from Past Operations in the Country/Sector 
(a) The project design incorporates lessons from previous Bank-assisted projects. A number of 
important lessons have been learned from the Bank’s engagement in the health sector in Afghanistan, 



including: (i) the BPHS contributes to improving health outcomes and is strongly pro-poor; (ii) 
contracting with NGO for delivery of services is a successful approach partly due to the NGOs’flexibility, 
creativity and responsiveness to identified problems; (iii) investing heavily in monitoring and evaluation 
(M&E) is critical to identifying and solving problems, tracking changes in a rapidly evolving health 
system, and providing the evidence needed for rational policy formulation; (iv) testing innovations on a 
reasonable scale and evaluating them carefully is an effective way of moving the health sector forward; 
(v) providing local consultants to the MOPH that are competitively recruited and paid market salaries is 
central to the Ministry being able to effectively carry out its stewardship function; and (vi) there are a 
number of activities the MOPH and its NGO partners have implemented that will have a greater impact if 
expanded, including the establishment of sub-centers (simple facilities serving 3,000 to 7,000 people) and 
the training of community midwives.  

9. Safeguard Policies (including public consultation) 
 

Safeguard Policies Triggered by the Project Yes No 

Environmental Assessment (OP/BP 4.01) [X] [ ] 
Natural Habitats (OP/BP 4.04) [ ] [ ]
Pest Management (OP 4.09) [ ] [ ]
Physical Cultural Resources (OP/BP 4.11) [ ] [ ]
Involuntary Resettlement (OP/BP 4.12) [ ] [ ]
Indigenous Peoples (OP/BP 4.10) [ ] [ ]
Forests (OP/BP 4.36) [ ] [ ]
Safety of Dams (OP/BP 4.37) [ ] [ ]
Projects in Disputed Areas (OP/BP 7.60)* [ ] [ ]
Projects on International Waterways (OP/BP 7.50) [ ] [ ]

10. List of Factual Technical Documents 
(a) Ministry of Public Health Afghanistan. Health and Nutrition Sector Strategy 1387-1391, 2008.
(b) Ministry of Public Health Afghanistan. A basic Package for Health Services for Afghanistan, 
2005/1384, 2005. 
(b) The World Bank. Project Appraisal Document “Afghanistan Health Sector Emergency 
Reconstruction and Development Project”, 2003.

11. Contact point 
Contact: Emanuele Capobianco 
Title: Health Specialist 
Tel: (202) 473-1316 
Email: ecapobianco@worldbank.org 
 
12. For more information contact: 

The InfoShop 
The World Bank 
1818 H Street, NW 
Washington, D.C. 20433 
Telephone:  (202) 458-4500 

* By supporting the proposed project, the Bank does not intend to prejudice the final determination of the parties’ claims on the 
disputed areas 



Fax:  (202) 522-1500 
Email: pic@worldbank.org 
Web: http://www.worldbank.org/infoshop 

 


