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This work is dedicated to the women, girls and mothers of Afghanistan, whose ongoing
struggles and unwavering hope for meaningful change in the face of adversity continue to be
an inspiration. Their resilience, strength and courage form the foundation of this research.
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Part 1: Introduction

Since the Taliban took over Afghanistan in August 2021, human rights, as well as economic,
social and cultural rights, have significantly deteriorated, particularly for vulnerable groups
such as women and girls, ethnic and religious minorities, persons with disabilities, and
LGBTQ+ persons. Many people, especially those at the intersection of multiple identities, face
compounded marginalisation, prejudice and discrimination. One of the most contentious issues
in this context is women’s access to health and maternal healthcare services. This study aims
to explore how social identities — such as gender, ethnicity, class, disability and sexual
orientation — contribute to the multiple layers of discrimination and inequality that women in

Afghanistan face in accessing maternal health and gynaecological care.

1.1 Importance of the Study

Equal access to healthcare is a fundamental human right enshrined in international conventions.
The International Covenant on Economic, Social and Cultural Rights (ICESCR) affirms the
right of everyone to have the “highest attainable standard of physical and mental health.”!
Similarly, the Convention on the Elimination of All Forms of Discrimination against Women
(CEDAW) emphasises the right to health for all women and girls, with particular emphasis on
those in rural and marginalised areas.? Maternal health has long been a priority public health
issue, particularly in conflict-affected regions such as Afghanistan. War, insecurity and limited
access to health services have had a devastating impact on women’s health in the country.
Afghanistan continues to have one of the highest rates of maternal, infant and child mortality
in the world.? After the fall of the Taliban regime in 2001, sustained international donor funding
played a crucial role in rebuilding Afghanistan’s health system, which had been severely
weakened by decades of conflict and lack of resources.*

As a result, significant improvements were made: the maternal mortality rate fell from about
1,450 deaths per 100,000 live births in 2000 to 638 per 100,000 live births in 2017.° Similarly,
infant mortality declined from 88 deaths per 1,000 live births in 2001 to 45 per 1,000 in 2020,

"ICESCR (1966).

2CEDAW, G.A. Res. 34/180, UN Doc. A/34/46, entered into force 3 September 1981, ratified by Afghanistan on 5 March
2003, arts. 12 and 14. The UN Committee on ESCR, in its general comment on the right to health, has stated: The realisation
of women’s right to health requires the removal of all barriers interfering with access to health services, education and
information, including in the area of sexual and reproductive health. It is also important to undertake preventive, promotive,
and remedial action to shield women from the impact of harmful traditional cultural practices and norms that deny them their
full reproductive rights.

3Faiz (1997).

“Initially, each donor provided the health service funding for an agreed set of provinces, but from 2013 to 2018, the System
Enhancement for Health Action Transition (Sehatmandi) project supported a basic package of health services and essential
package of hospital services under one umbrella through the Afghanistan Reconstruction Trust Fund platform. It was
administered by the Ministry of Public Health, which contracted with NGOs to provide services. Glass, Jalalzai, Spiegel, et
al. (2023).

SUNICEF (2023).



though still above the global average of 28.® Mortality for children under the age of five also
fell from 125 deaths per 1,000 live births in 2001 to 58 per 1,000 in 2020.” Despite these gains,
maternal morbidity and mortality remain high, largely due to complications such as excessive
bleeding, infection, hypertension, unsafe abortion and obstructed labour, as well as indirect

factors such as anaemia, malaria, and heart disease.?

However, since the resurgence of the Taliban in August 2021, Afghanistan’s health system has
undergone a severe collapse, mainly due to a lack of human and financial resources. The
Taliban’s restrictions on women’s rights — particularly freedom of movement, employment and
education — have exacerbated the situation by severely limiting women’s access to healthcare.’
Reductions in international financial assistance have also had a disproportionate impact on
women’s health services, making access to maternal care increasingly scarce.!” This study
highlights the urgent need to examine the prevailing state of maternal health in Afghanistan
and the persistent barriers women face in accessing essential health services.

Furthermore, women’s childbirth experiences have both practical and political significance
within the health system, influencing practice, policy and research.!! In this context, the author
argues that it is crucial to examine women’s experiences of maternal health services since 2021
to understand how Taliban policies have affected availability, accessibility and quality of care

for women in Afghanistan.

1.2 Theoretical Basis, Intersectionality and Black Feminism

This research is grounded in the theory of intersectionality, a critical framework for
understanding social inequality, which emerged in the late 20th century. Intersectionality
highlights the interconnected nature of social issues such as colonialism, racism, sexism and
nationalism, and links them to broader struggles for social change.'?

The term “intersectionality” was coined in 1989 by Kimberl¢ Crenshaw, a leading scholar of

critical race theory and a prominent civil rights activist.'?

Crenshaw argued that black women
face a unique form of discrimination shaped by both racial and gender biases. This convergence
of multiple forms of bias creates distinct patterns of disadvantage that cannot be fully

understood through the lens of race or gender alone.

‘Ibid.

TUNICEF (2023).

8Bartlett, Mawji, Whitehead, et al. (2005).

“Human Rights Watch (2024).

10Glass, Jalalzai, Spiegel, et al. (2023), Human Rights Watch (2024).

Ayers and Sawyer (2019).

12 Collins, da Silva, Ergun, Furseth, Bond, and Martinez-Palacios ( 2019, 2021).
BCrenshaw (2019).



Building on black feminist and critical legal theory, the concept of intersectionality has
emerged as a framework for demonstrating how power, privilege and oppression are
legitimised through overlapping social identities.* In this context, social identity refers to an
individual’s sense of belonging to a particular social group, which carries emotional and value
significance. This sense of group membership shapes their experiences of privilege or
marginalisation within society.!® Intersectionality, therefore, provides a lens through which to
explore how these multiple identities interact to create complex systems of discrimination and

privilege.

Intersectionality has become a central paradigm in women’s studies. Leslie McCall, for
example, argues that “intersectionality is the most important theoretical contribution that
women’s studies, in conjunction with related fields, has made to date.”!® Scholars have applied
intersectionality across a range of disciplines, including sociology, migration studies, human
rights and family studies, to understand how different forms of discrimination intersect and

manifest in diverse contexts.!’

In human rights law, intersectionality is increasingly used as an analytical tool to unpack the
complexity of human rights violations.!® It challenges traditional human rights discourse,
which often assumes a universal experience of these rights, by highlighting how different social
identities influence individuals’ lived experiences. In recent years, some local governments
have begun to explicitly incorporate intersectionality in their legal frameworks, particularly
when implementing international human rights instruments such as the CEDAW and the
International Convention on the Elimination of All Forms of Racial Discrimination (ICERD)."”
By integrating intersectionality, these governments aim to promote more inclusive policies that

reflect the diverse realities of marginalised populations.

Intersectionality has also been applied to health research, particularly in response to criticisms
of traditional approaches to behaviour change. These approaches often fail to address the social
determinants of health, ignoring how factors such as social identity and structural inequalities
shape health outcomes. In this sense, intersectionality offers a more nuanced understanding of

Tajfel, H. (1972). Social Identity and Intergroup Behaviour. In T. D. Nelson (Ed.), Social identity (pp.1-20). New York:
Academic Press.

5Ibid.

16McCall (2005).

17Collins, da Silva, Ergun, Furseth, Bond, and Martinez-Palacios ( 2019, 2021); Collins (2019); Rostampour (2021).
1$Bond (2021).

YDavis (2022): “This ‘re re-localisation’ phenomenon—which brings intersectionality back to its roots in domestic law—is
visible in many parts of the world. In Europe, cities in Spain proactively integrate intersectional approaches into their local
human rights regimes. Outside of Europe, Montréal applies an intersectional analysis under its Charter of Rights and
Responsibilities, a local governance document grounded in the values of fundamental human rights and dignity. Human rights
cities like Gwangju, Korea, embrace intersectionality as a programmatic imperative. In the US, San Francisco, Pittsburgh, Los
Angeles, and Cincinnati, among others, incorporated intersectional approaches to non-discrimination in the wake of adopting
local CEDAWs.



health inequalities, emphasising the relational and contextual factors contributing to unequal

access to health services.?’

Given the complexity of women’s rights and human rights violations in Afghanistan,
intersectionality offers a powerful analytical framework for understanding how different forms
of social oppression intersect within the context of political and legal systems. In Afghanistan,
women face multiple forms of discrimination that intersectionality can illuminate in terms of

how these overlapping identities contribute to unequal access to maternal health services.

The issue of maternal health in Afghanistan is multifaceted; attempting to isolate one primary
cause of oppression would fail to capture the complexity of the situation. Numerous interrelated
factors, including geographic location, generational differences, and cultural, political,
historical and religious contexts, influence women’s access to reproductive health services.
Therefore, this research also draws on black feminist thought, which critiques the additive
model of oppression and emphasises the interconnectedness of systems of power. Black
feminist thought rejects the notion of multiple layers of oppression and instead sees them as
interwoven parts of a single, overarching structure of domination. This approach focuses on
how race, class and gender intersect to shape women’s lived experiences, with particular
attention to the socio-historical context in which these experiences occur.?! The matrix of
domination, a concept developed by Patricia Hill Collins, is central to black feminist thought.
Collins argues that oppression operates at multiple levels: the personal (individual experiences
of discrimination), the group or community (cultural contexts of race, gender and class), and
the systemic (institutionalised structures of power).?> These levels are interrelated but each can

serve as both a site of domination and a potential source of resistance.

In conclusion, by integrating intersectionality and black feminist thought, this study aims to
provide a more comprehensive and nuanced understanding of the systemic barriers that women
in Afghanistan, particularly those from marginalised communities, face in accessing
reproductive and maternal healthcare.

1.3 Literature Review

Previous studies have examined women’s access to health and maternity care in Afghanistan.
One of the most recent studies, The Crisis of Maternal and Child Health in Afghanistan by
Nancy Glass et al.,, examined the experiences and perceptions of health workers since
November 2021.2 The study highlights how the ongoing economic crisis, the Taliban’s

20Mens-Verhulst and Radtke (2006). Kapilashrami and Hankivsky (2018). Samra and Hankivsky (2021). Ghasemi, Majdzadeh,
Rajabi, Vedadhir, Negarandeh, Jamshidi, Takian and Faraji (2021).

21Collins (1990).
2bid.
2Glass, et al. (2023).



restrictions on women’s movement and education and widespread insecurity have severely
undermined the quality of maternity care and women’s health outcomes. In addition, a Human
Rights Watch (HRW) report in 2024 examined the health crisis in Afghanistan following the
Taliban’s return to power in August 2021. In particular, it examined how the Taliban’s
restrictions on women’s rights to freedom of movement, education and employment have

severely limited women’s access to essential health services.?

Before the resurgence of the Taliban, several studies examined access to maternal healthcare
in Afghanistan. For example, Shafiq Mirzazada et al. examined the impact of conflict on
maternal and child health service delivery, focusing on how the war directly affected the
provision of reproductive, maternal, newborn, child and adolescent health services. This study
also discussed the contextual factors affecting service delivery in different provinces,

depending on the severity of the conflict.?®

Another important study, Factors Affecting Maternal Healthcare Utilisation in Afghanistan:
Secondary Analysis of Afghanistan Health Survey 2012, by Shahram et al., identified key
determinants of maternal healthcare utilisation, such as education, rural versus urban residence,
and public health awareness.?® Several other studies have examined the impact of different
social determinants, such as maternal education, socio-cultural practices, employment, income
and sanitation on maternal health.?’” For example, Najafizada et al., in their review, Social
Determinants of Maternal Health in Afghanistan, highlighted the critical role that social factors
play in shaping maternal health outcomes in the country.?®

While the existing literature provides valuable insights into the social and contextual factors
affecting women’s access to health services in Afghanistan, there remains a significant gap in
legal analysis. This research seeks to fill this gap by being the first to use the lens of
intersectionality to offer an innovative, legal analysis of the factors that limit women’s access
to maternal and gynaecological care, thus contributing to the broader fields of women’s studies
and human rights in Afghanistan.

1.4 Methodology

This research is grounded in the theoretical frameworks of intersectionality and human rights
violations, with a particular focus on women’s access to health. Given the complexity of the
issue, a multifaceted methodology is required. In addition to traditional legal desk research, the
study collected first-hand data through semi-structured interviews with three different groups.

MHRW (2024).
2Mirzazada, et al. (2020)
26Shahram, et al. (2015).
?Najafizada, et al. (2017)
2bid.



The first group of participants included women from different social backgrounds who were
interviewed about their experiences of accessing maternal health services and gynaecological
care. The interview questions explored their experiences during pregnancy, childbirth, and the
post-natal period, with a particular focus on the challenges they faced in accessing maternal
healthcare at the family, community and health facility levels.

The second group consisted of maternal health professionals, including doctors,
gynaecologists, midwives, nurses and nutritionists. The questions posed to this group focused
on the quality of maternal health services, the challenges they face and the main barriers to

effective maternal care.

The third group consisted of national and international stakeholders involved in the Afghan
health sector with a particular focus on maternal health. The research sought to understand their
perceptions of how access to, and equity in, maternal care has changed since the Taliban took
power in August 2021. Interview questions addressed the policies of organisations supporting
maternal health for marginalised women and the challenges they face in implementing these

policies.

A total of 31 interviews were conducted in 14 provinces; Badakhshan, Bamyan, Baghlan,
Daikundi, Herat, Jowzjan, Faryab, Nimroz, Kabul, Paktika, Paktia, Nangarhar, Mazar and Sar-
e-Pol. The interviews were conducted with participants who lived in both rural and urban areas.
These interviews considered not only the socio-economic status of the participants but also
their diverse social identities, including ethnicity, sexual orientation and disability.

The ethnic breakdown of 29 participants was as follows: Pashtun participants, with six
individuals, represent 20.7% of the sample; Hazara participants, with six individuals, represent
20.7%; Tajik participants, with six individuals, also represent 20.7%; Uzbek participants, with
four individuals, represent 13.8% of the sample; and Turkmen participants, with two
individuals, represent 6.9%.

In addition, the study included interviews with people with disabilities and members of the
LGBTQ+ community. These highlight how the intersection of multiple social identities shapes

access to services and influences lived experiences of discrimination.

1.5 Scope of the Study and Main Research Questions

The study argues that equal access to maternal healthcare is not available to all women in
Afghanistan. The central hypothesis of the study is that women’s access to maternal health
services and gynaecological care is systematically influenced by their social identities,
including gender, ethnicity, class, disability and sexual orientation. The primary research
question is, therefore: How do women’s experiences of and resistance to accessing maternal
health services reflect the impact of their social identities at the three levels cited, that is,
personal, community/family and systemic/institutional? Furthermore, how does the matrix of



domination, rooted in patriarchal and male-dominated cultural norms, perpetuate
discrimination and justify unequal access to maternal health services based on social identity?
And to what extent has the Taliban’s systemic discrimination exacerbated the marginalisation
of certain groups and hindered their access to maternal health and obstetric care?

The study aims to examine several key aspects: First, it examines the threats faced by
marginalised groups of women and their exclusion from maternal health and gynaecological
services. Second, it examines how women respond to and resist discrimination based on their
social identity in the context of maternal care. Third, the study examines whether international
organisations and donor funding programmes are equitably distributing resources to support

marginalised women who face multiple forms of discrimination.

It will also assess the role of international organisations such as the UN, the World Health
Organization (WHO), UNICEF, the International Rescue Committee (IRC), the NAC and
Meédecins Sans Frontiéres (MSF) in helping these women address the intersecting inequalities
they face in accessing maternal and reproductive health services.



Part 2: Interconnected Discrimination at the Family and Community level

A key factor contributing to the oppression of women in Afghanistan, particularly in their
limited access to reproductive health services, is the intersection of gender discrimination with
economic and social or class-based discrimination across various social identities. Social class
can be defined as “large groups among whom the unequal distribution of economic resources,
preferential political privileges, and discriminatory cultural values result from economic
exploitation or political oppression.”? The research identifies several factors that determine
social and economic class, including place of residence (rural or urban), income, education,
cultural norms and marital status. This section aims to show how the intertwining of gender
discrimination and class oppression, along with the web of domination at structural and social
levels, has shaped different aspects of access to maternal health in Afghanistan.

2.1 Socio-Economic Family Status vs Gynaecological Care

The study found the most significant factor influencing women’s experiences of access to
reproductive health services in Afghanistan is the socio-economic structure of the family as a
fundamental social institution and the primary unit of reproduction. This is critically important
given that the extended family is the most dominant form of family in Afghanistan. Although
the nuclear family can be seen in urban areas or some parts of the country, the socio-cultural
and economic structure of the society mainly corresponds with an extended family,

encompassing the multi-generational level.>

Afateh, who lives with an extended family in Jalalabad, says: “We live with my father-in-law
and my mother-in-law because it is a tradition and a custom to do so. My sisters-in-law and
two of my brothers-in-law and their families live with us as well. All of us are living together.
Culturally, it is not accepted here for someone to live alone after getting married. We must all
live together until our children are adults.”

Research findings suggest that women’s experiences of oppression, discrimination and
resistance in accessing reproductive health intertwined with the structure, values and norms of
Afghan families in areas such as age at marriage, type of marriage, number of children, gender
of children, contraceptive use, mode of delivery, health centre visits, nutrition, women’s work

and abortion.

2.1.1 The intersection of family class and age

Age is one of the most important determining factors in women’s experiences of
reproductive health issues. The research results show that the age at which women are

Giddens, et al. (2009).
Hanifi (2023).



confronted with gynaecological and obstetric health problems is directly and
significantly related to the economic and social status of their families. This relationship
intersects with gender discrimination embedded in the social and family structures of
Afghanistan’s patriarchal system. Women in Afghanistan seek maternity care from the
very early age of puberty, such as 13, continuing to 50 and the menopause.

Nevertheless, according to research findings, due to forced and child marriage, which is
closely connected to social and economic class, many women need obstetric and
gynaecological services at a very young age in Afghanistan. The rate of forced and child
marriage in Afghanistan is not accurately measured. However, about 30% of females
under the age of 18 were married in 2021, according to UNICEF.?! Since the return of
the Taliban and the increase in restrictions on women’s work, education and economic
autonomy, this figure has been on the rise. In this regard, increasing gynaecological and
obstetric problems among those under 18 is a warning sign of forced and child marriage.

Almost all medical personnel noted that under-aged girls regularly visit maternity
services for complications related to childbirth, contraception and postpartum care. Dr
Noria from Jowzjan said that: “Women under 18 is one of the largest groups of visitors
to health centres. These women are often married off at a young age. They fall into high-
risk categories for pregnancy and childbirth, especially for conditions such as pre-
eclampsia.” She notes that they often visit 13- and 14-year-old girls who come to give
birth or girls of the same age who have given birth at home and are seeking medical help
for post-delivery complications.

Women’s personal experiences concerning health issues during and after pregnancy
demonstrate the intertwined relationship between a family’s socio-economic class, age
at marriage, and the capacity to access reproductive healthcare facilities. This could be
seen in the story of Golalaye, a 40-year-old resident of a remote village in the Adraskan,
the largest district in Herat. She was compelled to enter a forced marriage with her cousin
at 15. Her husband was illiterate and dependent on narcotics, deriving income from the
retail sale of opium. She did not seek medical care during any of her five pregnancies.
She recalls how, during her first delivery at the age of 16, which took place at home with
the presence of a home midwife (daya),’> the placenta was not expelled. The daya
recommended the ingestion of opium following childbirth as a means of facilitating the
expulsion of the placenta. This was not successful.

Golalaye endured a full day and night of pain until her husband was able to rent a vehicle.
It took approximately two and a half hours to reach the nearest primary health centre in
Shindand village to remove the placenta. Since her first pregnancy, Golalaye has suffered

3Fore (2021).
2Home midwives, or wet nurses, generally refer to older women in the family who accompany young women during
pregnancy and childbirth. Their skills are largely based on experience rather than medical knowledge.

10



from malnutrition, anaemia, and psychological damage. She has recently moved to the
capital, Herat, and doctors in public hospitals have diagnosed her with arthrosis and
uterine cysts, which she believes are the result of not having access to maternity facilities

during her pregnancies due to economic constraints.

Despite her willingness to engage in economic activity and enhance the family’s fragile
financial status, her husband has consistently prohibited her from doing so, as per
patriarchal cultural norms. In the aftermath of the Taliban’s rise to power, the family’s
economic circumstances have become increasingly challenging. Consequently, her
husband and two of their teenage sons have departed for Iran, where they have resorted
to informal employment. Finally, moving to the city and no longer being a young woman
has allowed her to change her financial situation. Through the women’s network in the
capital, she began to earn a minimal income by sewing.

Golalaye’s testimony illustrates the intertwined relationship between gender
discrimination and the low socio-economic background of the family in the personal and
familial spheres, and how this gets passed on to the next generation. Her eldest daughter,
now 20 and still living in the small village outside Herat city, was also forced into
marriage as a child (she was engaged at seven and married at 16). It was a badal

marriage® to provide a wife for her uncle. She is now the mother of one child.

Shazia’s personal story illustrates the discrimination in access to maternal health due to
the intersection of gender and family’s socio-economic class, even for people living in
urban areas. She was engaged at six and married at 14 in a village in Gardez before
moving to a suburb in Kabul dominated by the Shia Hazara.

She says: “The economic situation of our family was very poor and during my first
pregnancy, I used to weave carpets for a person we knew, although I stopped to take care
of my child. I had only one of my six births in the public hospital because of financial
problems. The other five were in the presence of a daya.” Since her first pregnancy, she
has suffered from anaemia, arthrosis and psychological issues. She adds: “Because of the
suffering I have gone through, I will never have an early and forced marriage for any of
my children.”

In summary, the intersection of family class, age, and socio-economic status plays a
central role in shaping women’s access to maternal health services in Afghanistan.
Forced and child marriages, often dictated by social and economic factors, contribute
significantly to the early onset of gynaecological and obstetric problems among women,
with many seeking care as young as 13. This is compounded by patriarchal norms that
restrict women’s autonomy, including their ability to access appropriate healthcare or

BA tradition of parents exchanging the girls between two families for marriage. In most cases, it is related to avoiding paying
mahr, which, in Islamic law, is the gift the bridegroom must make to the bride when the marriage contract is made, and which
becomes her property.
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make decisions about their reproductive health. These personal stories highlight how the
economic limitations of families, combined with early marriages have led to avoidable
health complications and long-term suffering. These experiences also illustrate the
intergenerational transmission of gender discrimination and economic deprivation that

affects women and their children.

2.1.2 Family role in shaping maternity visits and decisions

A crucial aspect shaping a woman’s experience of access to maternity care during
pregnancy, childbirth and the post-natal period is the perception of the family about the
use of maternity care. This perception is closely connected to the socio-economic class
of the family. Personal stories from women and testimonies from health workers reveal
a widely held negative perception of formal maternity care at the family level. This
pessimism often stems from a conservative, male-dominated social structure. However,
the most vocal critics are usually older women in the family, such as mothers-in-law or

grandmothers-in-law, who particularly target brides and young girls with their views.

At the family level, it is a common experience for pregnant women to face opposition
from their husbands’ families regarding pre-natal check-ups. New brides, in particular,
often encounter this common argument from mothers-in-law: “Why go to the doctor for
one child when I’ve had 10 without any medical help?” In some families, giving birth in
a hospital is even considered a disgrace.

This is the story of Parasto, who lives in Paktia province. Married at 24, she is now
expecting her third child. Both she and her husband have bachelor’s degrees in social

sciences and, as is customary, they live within an extended family.

Parasto says: “My husband’s family won’t allow me to have an ultrasound, saying it’s
dangerous for the foetus. We live in a very traditional area and we can’t ignore cultural
norms. The same thing happened when I needed medication during my pregnancy. My
doctor prescribed folic acid for the first three months, but my in-laws disagreed. As a
result, [ had to take it in secret, along with all the other medicines I needed, and I had
three ultrasounds during each of my pregnancies.”

Despite her husband’s family’s objections to ante-natal care, Parasto visited a private
gynaecologist in Gardez for all three of her pregnancies, with the support of her husband,
who accompanied her. She works from home for an international organisation and her
income allows her to pay for the ante-natal check-up (800 afghanis) and delivery (12,000
afghanis) at a private clinic.

Parasto was fortunate to have an income and an educational background that helped her
counter and resist the opposition of her in-laws’ family. This opportunity was closely
linked to her parents’ social and economic status, which made it possible for her to be
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educated. Being educated not only increases a woman’s awareness of the importance of
seeking maternity care but can also delay early marriage, increase the likelihood of
marrying an educated man, and provide the financial means necessary to cover medical

expenses.

2.1.3 Family pessimism and vaccination decisions

Women often face similar pessimistic views regarding the vaccination of their children.
This is evident in the story of Anisa, a 29-year-old woman from Jalalabad. Anisa, a
mother of three, contracted polio at the age of two and a half due to her family’s
opposition and scepticism towards vaccines. She lives with her husband’s extended
family, who are against vaccinating children. Anisa explains, “Without informing my in-
laws, I vaccinated all three of my children because I am educated and so is my husband.”

Parasto experienced similar resistance from her husband’s family when it came to
vaccinating her children. She says, “My husband’s family believes that vaccination
makes children ‘naughty’. My sister-in-law has two children who have never been
vaccinated, except for polio. These children are very quiet compared to mine, and my
mother-in-law always says it’s because they aren’t vaccinated. She insists that it’s the
vaccine that makes my children hyperactive and naughty. Despite this, I continue to
vaccinate my children regularly without informing my husband’s family.”

In summary, despite the extensive vaccination programmes in Afghanistan, supported by
international organisations such UNICEF and the WHO, and the Afghan Ministry of
Public Health (MoPH), and the availability of vaccines in most regions and health
centres, family-level negative perceptions continue to hinder vaccine uptake. The ability
of women to challenge these attitudes is largely driven by their awareness of the
importance of immunisation, which gives them the strength to confront family
opposition.

2.1.4 Family perspectives on formal health diagnoses

A significant concern in women’s healthcare experiences is the frequent lack of trust that
families have in doctors’ diagnoses. In many cases, this mistrust is compounded by
gender discrimination at the family level, which can lead to fatal consequences.

Dr Amina in Mazar shares an example: “One of my patients, an under-age girl in her first
pregnancy, died because her husband’s family prevented her from seeing a doctor.
During the ante-natal visit, we diagnosed her condition and advised her to go to the
maternity ward immediately if any complications arose. She had a severe headache at 20
weeks and, although she wanted to see a doctor, her husband’s family opposed it,
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accusing her of faking illness to avoid her household duties. She fell into a coma and by
the time her family finally took her to the hospital, it was too late — she had already died.”

This example highlights how family restrictions on ante-natal visits can endanger the
lives of both mothers and their newborns. In addition, due to the deeply rooted social and
cultural restrictions on women, not all girls have access to the resources needed to
challenge their families’ negative attitudes about seeking healthcare services. This can
result in irreversible outcomes. One approach used by healthcare providers to address
family opposition is to request that the patient be accompanied by a family member, such
as a mother-in-law or sister-in-law. In these situations, the doctor takes on the
responsibility of explaining the diagnosis and emphasising the importance of medical
check-ups in front of the family to help persuade them to follow through with the
necessary care.

Women'’s negative experiences can also be exacerbated by the combination of economic
and social poverty within the family and discriminatory norms imposed by family
members.

Dr Mohammadi, an experienced gynaecologist who has worked in private hospitals in
Kabul, gives an example: “A patient who had given birth at home came to the clinic in
Kabul the next day in shock, with her placenta still attached. After resuscitating her, we
urgently needed A+ blood, which is a very common blood group — about one in two
people worldwide. A staff member donated blood, but when we asked the patient’s
family, no one was willing to help. Finally, the son-in-law agreed to donate, but the
patient’s husband tried to stop him, grabbing his arm and saying, ‘Leave her alone. She’s
a woman, she’s dying. You must work, why do you want to give blood?” Unfortunately,
the patient died. The reason was that she needed to be in intensive care but the clinic had
no facilities for that. We kept her in a normal room with a nurse who left the room for a
while. During that time, one of the patient’s relatives came in and gave her blessed milk,
which caused her to aspirate and eventually die.”

The research indicates that families from lower socio-economic backgrounds are more
inclined to seek advice from a mullah or cleric for gynaecological issues rather than
consult a doctor. In summary, the family’s attitude towards formal maternity care plays
a crucial role in shaping women’s experiences with gynaecological services. Pessimistic
views within the family, combined with socio-economic and gender-based

discrimination, create significant barriers to women’s access to maternity care.
9

2.2 Sex of the Baby

The determination of the baby’s sex is another important issue reflected in women’s personal

experiences of motherhood. Community and family pressure regarding the sex of the baby

highlights the intersection of gender discrimination, reinforced by a culturally patriarchal
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society, and the socio-economic status of the family. Depending on the family status, women

may not receive the same level of attention and support if their child is a girl rather than a boy.

This is illustrated by the story of Nahid: “My first child was a girl, and I received no attention
or support from my husband’s family. They said, ‘Giving birth to a daughter is not difficult
and doesn’t require attention.” Although my husband was not unhappy with me, his family
complained about my child not being a boy. When my second child was a boy, I finally received
their support and attention after the birth.”

Despite the social and economic conditions that allowed her to have her pregnancies monitored
by a private doctor and to resist many of the structural constraints imposed by her husband’s
extended family, Nahid admits that these circumstances caused her considerable psychological
distress. A doctor recalls the story of her patient, “who had six daughters and lived in constant
hope of giving birth to a son to escape the criticism of her husband’s family for having
daughters, which eventually led to her death a month after the birth of her sixth child.”

The gender of children is one of the most important issues for which women are expected to

bear social and psychological responsibility at both community and family levels.

Determining the sex of a baby is thus a significant source of emotional and social pressure for
women in Afghanistan. Daughters are often undervalued compared to sons. This gender bias
not only affects women’s psychological well-being but also reinforces harmful social
stereotypes that link a woman’s value to her ability to produce male offspring. The emotional
distress and stigma experienced in these situations reflect the harmful effects of these gendered
expectations and underscore the need for a change in societal attitudes towards women and
their reproductive choices.

2.3 Economic Engagement and Gynaecological Health

Another aspect of women’s gynaecological and obstetric care influenced by the social and
economic status of the family is their economic involvement and daily responsibilities at the
family and community level. Traditionally, about 85% of the rural population in Afghanistan
relies on agriculture for its livelihood. In this context, women are the main workforce. They
work on farms, harvest crops, collect firewood, fetch water and tend livestock.

Despite women’s crucial working role in this scenario, neither the community nor the family
structure provide adequate support for maternity complications. This was evident in women’s
personal stories and medical testimonies, which highlight the suffering caused by the
intersection of health complications and women’s roles in the social and economic spheres of
family and community life. It is common for women to continue to work in the fields during
pregnancy, often working until the moment of delivery and returning to work just a few days
later. The cumulative effect of such conditions has a significant impact on women’s experience

of motherhood.
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According to Dr Andisha, in the Chahar Kent district of Balkh, a mother lost all five of her
newborn babies because of social stigma. Living in an extended family with young brothers-
in-law, she felt ashamed of being pregnant and continued to work in the fields while carrying
the baby. After giving birth, she had to return to long hours of work and placed the baby under
a blanket at home to avoid disturbing her brothers-in-law. Tragically, all five children died of
sudden infant death syndrome (SIDS).

This suffering is compounded by the gender discrimination embedded in the patriarchal, male-
dominated norms, which put pressure on women to continue their daily duties and work, even
during pregnancy. This leads to neglect of proper nutrition, rest and self-care before, during
and after pregnancy. A similar situation was observed among Turkmen women in Kaldar,
Balkh province, where the local economy relies heavily on women’s production of handmade
carpets. The women work long hours weaving non-stop, but the profits are controlled by the
men, who have the power and responsibility to sell the carpets.

Dr Andisha, who has been working in Kaldar since 2020, says: “Women don’t get enough rest
during pregnancy and often sit for long hours weaving carpets, which leads to complicated
deliveries. They give birth to children with bone problems and malnutrition.” The effects of
this exclusion from proper healthcare can continue after childbirth with women often being

given a small amount of opium to make their babies sleep so they can continue weaving.

In summary, women’s economic engagement plays a significant role in shaping their
experience of gynaecological and obstetric health, particularly in rural Afghanistan where
traditional gender roles place the burden of agricultural and domestic work on women. Despite
their vital contribution to the household and community economy, women face significant
challenges in accessing appropriate maternal healthcare. These stories shared by rural women,
such as the mother who lost all five of her newborn babies due to the pressure of continued
manual work, highlight the dire consequences of neglecting women’s health needs. The
situation of Turkmen women in Kaldar, who face long hours of physically demanding work
without adequate rest or nutritional support, underscores the intersection of economic
exploitation and poor maternal care. The lack of adequate maternity services, underpinned by
patriarchal norms, leads to significant health risks, including complications during childbirth
and infant mortality.

2.4 Malnutrition and Gynaecological Complications

Nutrition is another critical factor that significantly worsens the experience of women with
maternal and gynaecological complications, as well as their children. Afghanistan continues to
have the highest rates of malnutrition in the world. Nearly 20-million people in Afghanistan

are classified as acutely food insecure, with more than 6-million facing near-famine conditions,
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according to preliminary projections for November 2022 to March 2023.3* The WFP Food
Security Update shows that nine out of 10 households lack access to sufficient food, while 53%
are forced to adopt crisis-level coping strategies to meet their basic food needs. On average,
88% of household income is spent on food, leaving little for other necessities. In addition, the
rate of wasting — severe acute malnutrition — in Afghanistan is critically high at 9.5%.%

In this context, malnutrition exacerbates the physical suffering and discrimination faced by
women before, during and after pregnancy. Anaemia, often a direct result of malnutrition, is
widespread among women during and after pregnancy in Afghanistan. One in three adolescent
girls suffers from anaemia, and many mothers are also malnourished. Almost all the women
interviewed in the study reported that their poor pregnancy experience was linked to anaemia.

Dr Fatima from Mazar says that almost all the women she sees for gynaecological problems
suffer from anaemia, a condition closely linked to poor nutrition. Dr Samira in Sheberghan
observes that: “Some women have haemoglobin levels as low as six or seven, compared to the
normal range of 13 to 14. The main cause is malnutrition, which poses a significant risk to both
mother and baby.” Malnourished mothers are more likely to have complications during

pregnancy, and their newborns may suffer from iron deficiency.

A key contributing factor contributing is a lack of social awareness about the importance of
nutrition, how to maintain a healthy diet, and the effects of malnutrition on health. In
Afghanistan, especially in rural areas, it is common for women to prioritise feeding their
husbands and children first, and to eat only when there is food left over, even during pregnancy.
Also, according to one survey, the traditional Afghan diet consists mainly of wheat, rice and
sometimes potatoes, with meat eaten only when economic conditions allow. This diet lacks
sufficient fruit, vegetables, dairy products and animal protein, leading to nutritional
imbalances. In Kaldar, women and children under the age of five are most affected by
malnutrition. The local diet consists mainly of rice, wheat and potatoes, with a marked lack of
fruit and vegetables. As women spend all their time weaving rugs, they have little opportunity
to focus on proper nutrition for themselves or their children.

Additionally, with 30 out of 34 provinces in Afghanistan reporting extremely poor water
quality, the ongoing food crisis is being further exacerbated by the climate crisis. By 2022, the
number of households affected by drought was six times higher than in 2020, marking the third
consecutive year of drought in the country.*® In places such as Chahar Kent district in Balkh,
pregnant women often had to walk at least two hours to find water and, in many cases, the
water they found was unsafe to drink.

34WFP Afghanistan, (2023).
3SUNICEF (2024).
36WFP Afghanistan (2023).
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Dr Andisha recalls: “We often came across pregnant mothers whose hands or feet were broken
from walking on rough paths in search of water.” She explains that as part of the HealthProm’s
efforts to improve women’s access to maternal and child health services they worked to install
pipes in these villages, giving many families access to water in their homes.

The discrimination that women face in accessing proper nutrition is compounded by their
excessive workload, which informs several gynaecological health issues. These include
increased rates of uterine cysts and inflammation of the uterus in young girls and adolescents,
which are directly linked to malnutrition. Furthermore, the long-term effects of labour, such as
back pain and osteoarthritis, which are common among women in Afghanistan, continue to
manifest years after childbirth. Dr Mohammadi notes: “Patients who came to our facility were
reluctant to accept that their condition required not only medical treatment but also lifestyle
and dietary changes, especially with heavy [workloads] and nutrition. They were reluctant to
accept these changes because their economic and social circumstances made it difficult for
them to make such adjustments.”

2.4.1 Child malnutrition

Malnutrition in mothers creates a vicious cycle that affects their children leading to
widespread malnutrition across generations. Children in Afghanistan are not receiving
adequate nutrition. The main causes of chronic malnutrition include inadequate food
intake and poor dietary choices. Only half of Afghan babies are exclusively breastfed for
the first six months, and only 12% of children between six and 24 months receive the
right variety and quantity of food for their age.>” The consumption of contaminated food
and water further increases the risk of life-threatening diseases such as diarrhoea and
pneumonia.

Many children do not have daily access to fruits and vegetables. Acute malnutrition has
an immediate and devastating impact on children’s survival, while chronic malnutrition,
often manifested as stunting, prevents children from reaching their full potential during
critical periods of growth. Afghanistan has one of the highest rates of stunting in children
under five, with 41% of children affected.® Noora, a nutritionist at Nimroz, explains that
the hospital’s malnutrition unit treats an average of 250 patients a day, including pregnant
and lactating women as well as children under five. She notes that children under five
are the most affected by malnutrition.

Given the significant role of the family’s socio-economic status, women are at higher
risk of malnutrition, especially those who are heads of households, if they have disabled

¥Najia and Foster (2017).
BUNICEF (2019).
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husbands, or are married to men who lost their jobs after the Taliban took over. This

malnutrition can lead to serious gynaecological complications.

It should be noted that international organisations, in collaboration with the Ministry of
Health (MoH), provide support and nutrition services throughout the country. For
example, in January 2024, UNICEF-supported facilities provided essential health and
nutrition services to some 6.2-million people, including 3.1-million children under the
age of five. In the same month, 3,300 UNICEF-supported fixed and mobile health centres
across Afghanistan screened more than 1.1-million children under five for acute
malnutrition. Of these, 45,627 children with severe wasting were referred for treatment,
57% of whom were girls.*

However, research findings highlight concerns regarding the accessibility, availability
and implementation of the national nutrition agenda. The personal stories of women
living in rural areas, from low-income, agriculture-dependent backgrounds and at high
risk of malnutrition, underscore their exclusion from nutrition programmes. There are
also concerns about the procedures used in health centres and public hospitals across the
country. The diagnostic approach at these facilities mainly involves a brief assessment
that includes measurements of height, weight and arm circumference. Given the high
volume of visits to nutrition departments many cases of malnutrition may go undiagnosed
due to the superficial nature of these assessments.

According to Sanam from Paktia, “Women whose husbands have become disabled or
unemployed since the Taliban returned and who are suffering from malnutrition often
complain that they cannot access food aid from the hospital’s nutrition department. When
they visit, they are simply measured for their arm circumference and told that they do not
qualify for aid.”

The nutrition programme implemented in public health centres, diagnoses and treats
malnutrition at two levels of seriousness: moderate and severe. For moderate
malnutrition, women and children are provided with nutritional supplements to be taken
every 15 days. For severe malnutrition, patients are hospitalised until their condition
stabilises. As malnutrition is closely linked to socio-economic status it disproportionately
affects those from low-income backgrounds. According to Noora, “There are families
whose children are malnourished, but they sell the supplements we give them to buy
bread for the whole family.”

Lack of birth-spacing also increases the risk of malnutrition for mothers and children
under five. Noora notes, “Every day, we see mothers who are malnourished, along with
their children, and yet they are pregnant again. Or women who are malnourished because
they are on their thirteenth pregnancy.”

9UNICEF (2024).
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Without access to family planning, many women continue to have children. This
highlights the critical issue of contraceptive methods and women’s access to them which
will be explored later in this paper.

In summary, the intersection of malnutrition, gender and socio-economic factors
significantly exacerbates the challenges faced by women and children in Afghanistan,
particularly in terms of maternal and reproductive health. Malnutrition, which affects
both mothers and children, creates a cycle of poor health outcomes, leading to stunting
and increased vulnerability to diseases. Women’s limited access to adequate nutrition,
compounded by excessive workloads, their inability to allow appropriate birth-spacing,
and inadequate health services, worsens their physical well-being and increases the risk
of serious gynaecological complications. In addition, prevailing social and economic
inequalities, particularly in rural areas, prevent many women from fully benefiting from
national nutrition programmes. While international organisations, such as UNICEF and
Relief International, have made significant efforts to address these issues, the challenges
of accessibility, inadequate diagnostic methods and lack of nutritional awareness

continue to hinder progress.

2.5 Birth-Spacing and Contraception

Birth-spacing refers to the interval between two consecutive pregnancies. The WHO
recommends that couples wait at least 24 months after a live birth before trying to conceive
again. In Afghanistan, however, most births occur at much shorter intervals. Birth-spacing and
family planning are closely linked to a family’s socio-economic status.

Before the arrival of the Taliban, almost all contraceptive methods were available, except the
hormonal intra-uterine device (IUD). Several local and international organisations were active
in this area. The most popular methods were progesterone injections, given every three months,
and implants, which last for five years. Implants were preferred to the pill because there was
no risk of missing a dose. Until 2021, these methods were available free of charge in public
hospitals and government facilities, and for a fee in private clinics. However, since 2021,
despite their continued availability, there have been stricter restrictions on the introduction and
use of these methods, particularly for long-term methods such as implants.

A doctor at a public hospital notes that: “One of the most common surgical procedures
requested by women is tubal ligation, usually sought during a caesarean section after multiple
pregnancies. However, the Emirate has recently decreed that the procedure can only be
performed if the mother’s health is at risk. As a result, doctors and specialists have become
more cautious, given the difficult working conditions and the need to protect themselves and
avoid complications.”

The reluctance of husbands or extended family members to accept the use of contraception is

a significant barrier to women’s ability to access it and space their pregnancies. Research

20



findings show that, in many cases, women who practise birth-spacing or use contraception do
not receive support from their families. This is illustrated by the personal story of Hoda in
Baghlan, a woman from a rural, socio-economically disadvantaged background, who says:
“Contraceptives are not available in our community. Even if they were, our men would not
allow us to use them, citing religious objections. We endure this humiliation and suffering, yet
they refuse to use contraceptives. If contraceptives were available, I would be willing to use
them, even without my husband’s consent.”

According to research findings, education is a powerful tool for overcoming family and
community resistance to birth-spacing and contraceptive use. Cultural norms often discourage
the use of contraceptives as having more children is seen as a way of ensuring a future
workforce for the family. In this context, educated women play a crucial role. Dr Andisha says:
“The most successful way to raise awareness about maternal health programmes is to train a
few educated girls in the community, provide them with essential medicines, such as folic acid,

multivitamins and sometimes contraceptive pills, and encourage women to use them.”

Another major barrier to access to family planning services is the lack of counselling and
awareness at the community or village level in basic (BHC) or comprehensive health centres
(CHCs). Dr Fatima points out that midwives at these centres are not fulfilling their
responsibility to provide contraceptive counselling, leading to an increase in unplanned
pregnancies and demand for abortion. “The main reason why midwives at BCHCs do not
provide contraceptive advice is that they are not confident to do so. They are afraid to explain
contraceptive methods, and if asked to provide a method, they may not be able to.”

In addition, family planning counselling and awareness programmes face both a growing
demand and a shortage of appropriate methods. Maria, who trained as a midwife at a private
medical institute and is now the head midwife at a health centre, confirms this problem. She
explains that despite all contraceptive methods being available at her health centre there is often
a lack of training on how to use them correctly. For example, they have not been trained to
insert IUDs and are therefore unable to offer this service to their patients. Maria also stresses
the importance of monitoring contraceptive side-effects. Many contraceptive methods,
especially hormonal ones, can have side-effects so patients need to be monitored by a doctor.

The lack of birth-spacing and family planning has seriously worsened women’s experience of
gynaecological and obstetric problems. The biggest impact is on girls who marry at a young
age, as the traditional and extended family structure rarely tolerates a delay in having children
after marriage. In many cases, a lack of children in a new marriage is seen as a sign of the
woman’s infertility, increasing the risk of polygyny. While women from higher socio-
economic backgrounds may have access to infertility treatment, those from poorer backgrounds
are often excluded from gynaecological services. This is illustrated by the experience of
Munira, a doctor in the north. Her father and husband are both doctors, and she works as an
obstetrician in a private clinic. Munira married at 21 and had no children for the first seven
years of her marriage. With strong support from her family, she was able to overcome the social
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stigma of infertility. Thanks to her family’s financial stability, she and her husband were able
to undergo infertility treatment in India. Their two children were born in Mazar-i-Sharif under
the care of top doctors, and they had a very positive experience of pregnancy, childbirth, and
post-natal care.

Failure to use contraception often results in pregnancies up to the age of 50, when women reach
menopause. Health workers report that it is common practice to consult women over 45 who
are about to give birth, some of whom have had as many as 13 pregnancies. Maria, a midwife
working in the Pashtun-dominated area of Dowlatabad, says: “Every day we see women as old
as 48 who are pregnant with their fourteenth or fifteenth child. Some of them tell us that their
children are already married and that they are financially unable to raise another one, so they
ask for an abortion.” Pregnancy at an older age increases the health risks for both mother and
baby so regular check-ups are necessary.

Neglecting proper care can put the mother’s life at risk. This issue is particularly critical
because, based on the research findings, women’s access to economic resources is influenced
by the patriarchal family structure and varies with age, resulting in different personal
experiences and opportunities to access maternity care. For example, a newly married woman
(within the first four years of marriage) may have better access to gynaecological services
through her husband’s financial support. However, women who have been married for longer
and are over the age of 40 are less likely to be able to seek medical help for maternity
complications as they may not have the same financial support from their husbands to cover
medical expenses. In such cases, these women often resort to earning an income through

handicrafts or carpet weaving to afford medical visits and gynaecological care.

Dr Mohammad tells a story about her relatives: “There was a man with compulsive tendencies
who had two wives and many small children. The women had to spend a lot of time cleaning
and washing. When the washing machine broke down, the man refused to repair it or buy a
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new one, stating: ‘Rather than buy a new washing machine, I’ll just take a third young wife’.

Overall, lack of birth-spacing and limited access to family planning methods continue to
exacerbate the gynaecological and obstetric challenges faced by women in Afghanistan. Socio-
economic status plays a significant role in determining access to contraception and infertility
treatment. Cultural and family pressures, such as the stigma associated with infertility and
contraception, further complicate women’s ability to space their pregnancies. Since the return
of the Taliban, restrictions have made it even more difficult for women to access contraception,
especially long-term options such as implants. Frequent pregnancies, especially among women
over 40, increase health risks and financial burdens. Educating women, especially in rural
areas, and improving family planning services at the community level are critical to addressing
these challenges. However, entrenched patriarchal norms and limited resources continue to
hinder the effective implementation of family planning programmes, leaving many women
vulnerable to unplanned pregnancies and related health complications.
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Part 3: Intersectional Discrimination at the Institutional Level

This section examines how women’s access to gynaecological services in Afghanistan is
undermined at a systemic level within social institutions, including health centres, and public
and private hospitals. The intersection of gender, class and ethnicity within these institutions
creates a matrix of domination that limits women’s access to healthcare. Establishing a
functioning health system in Afghanistan has been a major challenge since 2001, particularly
in a post-conflict environment. The health system has been in disarray for many years, as

Afghanistan is a low-income country recovering from decades of conflict.

Efforts to rebuild the system have involved multiple stakeholders, including the Afghan
government, NGOs, and external donors such as the EU, the World Bank and USAID.* In
response to the country’s poor health indicators, particularly the high maternal mortality rate
and limited geographical access to health services*!, the basic package of health services
(BPHS) was introduced in 2003 with the support of international donors and NGOs. This was
followed in 2005 by the essential package of hospital services (EPHS), introduced by the
MoPH. While some progress has been made, significant challenges remain in terms of access

to quality care, infrastructure and workforce capacity.

The semi-hierarchical structure of the health system, which is based on the BPHS, operates at
three levels. It starts with health posts and community health workers (CHWSs) providing
services at the community or village level. This is followed by health sub-centres, BHCs, and
CHCs, which operate in larger villages or communities within a district, culminating in the
district hospital at the top. Each level is designed to serve specific populations.*” However,
basic curative and preventive services are often lacking even in urban areas, with urban clinics,
hospitals and specialist hospitals providing the services that hospital posts, BHCs and CHCs
provide in rural areas.* Despite the assumption that the implementation of the BPHS has
increased access to and utilisation of health services by providing free care®, there is
controversy about its acceptability, availability and affordability as women’s access to these
services is hindered by a framework of domination shaped by intersecting social identities such
as gender, class and ethnicity.

3.1 Maternal Health Disparities in Rural Communities

To address the lack of access to maternal healthcare, the availability of health posts at the
community or village level, basic and comprehensive health centres (BCHCs) at the district

4Loevinsohn and Sayed (2008).
“IFrost, et al. (2008)
“’Najafizada, et al. (2014)
“MoPH (2005).

“Frost, et al. (2016)
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level could offer a potential solution. It is important to note that while health posts provide
ante-natal care through CHWs, they do not provide delivery services. To access delivery
services, women in rural areas must travel to BCHCs, which provide ante-natal, intra-partum,
and post-natal care. CHCs are also expected to provide more advanced services, such as blood
transfusions, to a larger population than BHCs.

However, research indicates that one of the main barriers faced by women, particularly those
in rural areas, is the financial burden associated with the cost of transport to reach these centres.
This is illustrated by the case of Pari Gul, a resident of a remote village in Faryab. Forced into
marriage at 14, she gave birth to her first child at 16. Economically, she is in a vulnerable
position, as the main source of income for her family is her husband’s work in Iran. Following
the Taliban’s return to power and the family’s limited financial resources, Pari Gul sent her
two teenage sons to Iran with their father. As a result, she was unable to seek medical care
during any of her six pregnancies, resulting in malnutrition and severe anaemia. She also now

suffers from severe uterine prolapse.

Pari Gul explains, “The midwife and the doctor charge a lot of money, so we cannot afford to
see them. The midwife visits an area two and a half hours away, but the cost of transport is
beyond our means. It costs between 500 and 1,000 afghanis to hire a car.” Her youngest child
is three years old, and all her deliveries have been attended by a daya, either her grandmother
or her mother. Given these circumstances, the question remains as to what extent Pari Gul could
benefit from the medical services available at health centres, assuming she had access to
facilities that provided delivery and post-natal care.

3.1.1 Quality of services

BCHCs have the potential to play a crucial role in alleviating the suffering of women
with gynaecological health problems, particularly those who are economically and
socially disadvantaged and live in rural areas. Dr Hamida, an experienced gynaecologist
who has worked in Jowzjan for many years, emphasises that: “If a midwife at the BCHC
is professional, she can be effective in encouraging and educating women to seek ante-
natal care at least four times during pregnancy. These check-ups are the most important
preventive measure for reducing maternal and infant mortality.” However, the poor
quality of services at community and district health centres remains a major concern,
contributing to various forms of discrimination against women seeking maternal
healthcare at these facilities.

Nearly all the doctors and gynaecologists interviewed in the study identified
misdiagnosis by midwives at health sub-centres as a major cause of maternal and infant
mortality. A gynaecologist in Mazar-i-Sharif notes: “At least two or three women die
every month. The patients come from the BCHCs and the midwives in these areas have

limited experience, which leads to inappropriate examinations. Patients are often referred
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to the provincial hospital too late, which can lead to death by the time they reach the
public hospital.”

According to the research, most of the maternal and infant mortality cases reported by
public hospitals come from BCHC centres. A doctor from Baghlan confirms: “All our
maternal mortality cases come from the districts. By the time these patients reach the
provincial hospital, medical intervention is no longer possible. It is not possible to
transfer them to other provinces. For example, last week a patient undergoing induction
at the CHC received a substantial amount of oxytocin, which is a result of the limited

professional experience of midwives in local areas.”

Several interrelated factors contribute to the reduced effectiveness and quality of services
at sub-health centres. One of the main problems is the lack of qualified medical staff,
particularly the absence of doctors and gynaecologists. Dr Hoda, head of the gynaecology
department for 34 BCHCs in Balkh, explains: “No gynaecologists are working in these
centres, and doctors are reluctant to work in remote areas due to lack of equipment and
security concerns. Instead, newly qualified midwives — often with no previous experience
and unable to find work in public hospitals — are recruited to work in remote BCHCs.”
Although BCHCs are supposed to operate under the supervision of a doctor, in almost
all cases, there are no doctors. This places the responsibility of diagnosis on the midwives
who are often getting their first work experience.

This situation reflects a potential flaw in the management strategies of international
donors, implementing organisations and the MoH. Hiring inexperienced midwives and
giving them full responsibility for running a BHC or CHC is a risky approach to
improving maternal health in remote areas — and may increase maternal mortality rather

than reduce it.

In addition, the over-emphasis on quantitative indicators highlighted by the responsible
organisations is a major concern regarding the effectiveness of health centres. The lack
of registration of maternal and neonatal deaths compared to the number of registered
births is considered a positive outcome for a health centre. This focus on quantitative
outcomes can lead to unprofessional practice. According to the research, under this
system midwives often keep patients who come to the health centre for delivery, even if
their condition requires referral to a hospital because having a registered birth is regarded
as positive for the centre. Patients are only referred to a higher-level health centre or
hospital if their condition deteriorates and the risk to the mother or foetus becomes
critical. Thus, the patient is only referred to a hospital as a last resort to avoid registering
the death of the mother or infant at the initial health centre. The mother or newborn may
die due to the geographical distance between the health centre and the main hospital,
which can range from two to 15 hours.
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Dr Hamida, who is in the north, also confirms that the main factors contributing to infant
mortality in her hospital are misdiagnosis by midwives at BCHCs and the late referral:
“Many midwives working in health centres outside the city do not have the necessary
skills to determine whether a birth can be natural or whether a caesarean section is
needed. They keep patients in sub-health centres who need urgent care in a central
hospital and prescribe unnecessary drugs. Referrals are made very late, mainly to avoid
having maternal or infant deaths recorded at the first health centre.”

In response to this situation, Dr Fatima shared information about the establishment of an
infant and maternal mortality committee, which is already being implemented in six
health centres in Mazar province: “This committee aims to understand, study and address
the main causes of maternal and child mortality. It also aims to raise awareness among

staff so that they feel less ashamed or blamed for reporting maternal deaths.”

In summary, the quality of services provided at BHCs and CHCs remains a significant
barrier to improving maternal and child health in Afghanistan, particularly for rural and
economically disadvantaged women. Despite the potential of these centres to alleviate
women’s suffering, several systemic issues undermine their effectiveness. The lack of
qualified medical staff, particularly experienced gynaecologists, and the reliance on
newly qualified and inexperienced midwives, particularly in remote areas, contribute to
misdiagnosis and delayed referrals. The over-emphasis on quantitative indicators
exacerbates these problems by encouraging unprofessional practices to avoid recording
maternal and infant mortality at the first health centre. These interconnected factors often
result in preventable deaths. The establishment of mortality committees in some areas is
a step towards addressing these issues, however, these challenges highlight the need for
more comprehensive reforms in staffing, training and management practices to improve
the quality of maternal healthcare in the country.

3.1.2 Midwife training and the institutional maternity care system

Information gathered indicates that one of the main barriers to ensuring the quality of
services provided in health centres is the level of training and professionalism of
midwives. How midwives are trained in Afghanistan, and the challenges associated with
the quality of their training, is a critical issue. Alongside the introduction of the BPHS,
the MoH, with the support of international partners, launched the Community Midwifery
Education (CME) programme in 2003. The programme was designed to meet the
standards set by the International Confederation of Midwives. Since then, thousands of
midwives have been trained and deployed to work in health sub-centres or health posts
at the village or district level. Newly certified midwives from private health facilities can
be employed by international or national NGOs to work in BHCs or CHCs at the village
or district level.
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All these initiatives are positive steps that have undoubtedly helped reduce maternal and
neonatal mortality, and overcome geographical barriers in rural areas. This is particularly
important as the Taliban has closed universities and schools for women and imposed
restrictions on their ability to study and work. As a result, the health sector has become
the only available avenue for further education and employment. As a consequence, there
has been a surge in demand for enrolment in the two-year midwifery courses offered by
health institutes across the country. This has enabled many women and girls to complete
their studies and use their qualifications to work in both the public and private health
sectors. While this may seem like a positive development, the research also revealed

several concerns.

3.1.3 Privatisation and training in health education institutes

The lack of access to public midwifery education and the privatisation of midwifery
training programmes are key issues. The closure of universities to women has severely
limited access to midwifery courses in public institutions. While public health facilities,
such as the Ghazanfar Educational Health Institute and the midwifery courses offered by
the NAC, are generally free and provide high-quality training, accessibility remains a
major challenge for many. Given this context, the private sector has become the dominant
provider of midwifery training. Research suggests that the number of private midwifery
training institutions has increased significantly since 2021. However, data from this study
suggests that the privatisation of midwifery programmes often replicates existing
inequalities and discrimination within Afghan society regarding maternal and newborn
health. The private sector’s focus on profit often compromises the quality of education
and services. This focus on financial gain can lead some educational institutions to
prioritise increasing enrolment and revenue over improving academic and practical
standards. This can result in a lack of adequate educational infrastructure, a reduction in
the quality of training programmes, and insufficient practical experience for students.

One of the most worrying effects is the significant financial burden placed on women
wishing to attend midwifery courses. Private health training institutes often charge high
fees that many families cannot afford, especially in the current economic climate.
According to Maryam from Paktia, “These institutions charge between 5,000 and 8,000
afghanis per semester. The fees used to be lower, but since the arrival of the Emirate and

the increase in demand, the enrolment fees have gone up”.

Zarghona, who teaches at a private health institute, says: “About 2,500 students attend
the only private institute where I teach. These students are enrolled in two-year
programmes in three different fields: midwifery, nursing and dental prosthetics. Each
semester costs 10,000 afghanis in tuition fees.”
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Another major concern, as confirmed by information from the study, is that, particularly
since 2021, students are enrolling in these programmes due to external, social and cultural
pressures rather than a personal interest or genuine interest in midwifery or desire to work
in this medical field. Kobra, a midwifery student from Bamyan, says, “I joined the course
not because I wanted to, but because I was forced to.” She adds that after the arrival of
the Taliban, many girls who were tired of staying at home had no choice but to attend

midwifery and nursing courses at these institutions.

Despite the considerable fees paid by students for the midwifery courses offered by
private health centres, the quality of training they provide is often considered
unsatisfactory, with limited opportunities for practical training in hospitals and clinics —
an essential component of health education. In fact, in most cases, quantity takes
precedence over quality and the vital practical component is often neglected. Dr Nooria,
an experienced gynaecologist who has worked in the north, emphasises that in the field
of midwifery, “it must be recognised that completing theoretical courses alone is not
enough. In addition to acquiring sufficient knowledge, practical experience is essential;
without it, the results can be harmful. It is thus crucial that qualified and experienced

professionals are present in community clinics and centres.”

Yamina, a midwife working at a primary health centre in Badakhshan, completed a two-
year midwifery course at a private institute in Faizabad. She says: “I did not have the
opportunity to assist at birth during my studies. There were 50 students in my class but
only six were allowed to observe for a few hours each week at a public hospital in
Faizabad.” Now a senior midwife at her centre, Yamina is responsible for monthly check-
ups, deliveries, and addressing post-delivery complications.

Maryam, a midwifery student studying at one of the three private health institutes in
central Bamyan, says: “There are 80 students in my class. I am in my final semester and
have only observed one normal birth during my internship.” Similarly, Fatima, a student
at a private institute in Pul-e Khumri, says there are 103 students in her class and that
students must pay additional fees for practical training: “We have to pay another 250
afghanis to the institute for a week’s practical internship.” She adds that not all her
classmates attend every class, with many enrolling just to get a diploma.

In addition, there is a significant shortage of qualified academic and teaching staff in
these private institutions. Students attending midwifery courses reported that, in addition
to lecturers who were doctors or midwives from public universities, there were lecturers
who had only recently graduated or were still in their fourth semester teaching first-year
courses. Moreover, the lack of essential infrastructure and resources to provide effective
midwifery training, inadequate supervision and regular evaluation by the ministries of
health and education, and a lack of co-ordination between hospitals, private clinics, and
health centres to facilitate practical training, all contribute to undermining the quality of
private midwifery programmes.
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In summary, midwifery training in Afghanistan highlights the complex intersection of
social, economic and political factors that shape the effectiveness of these programmes.
The increased demand for midwifery courses, driven by the closure of public universities
and schools, exposes the systemic inequalities that persist within both the education and
health systems for women. The privatisation of these programmes has exacerbated the
challenges of access and quality. The financial burden of high tuition fees and the
prioritisation of profit over quality education disproportionately affect economically
vulnerable women, limiting their ability to fully benefit from these programmes. The
quality of midwifery education is further undermined by a lack of qualified teaching staff,
inadequate infrastructure and insufficient practical training. This problem is compounded
by social and cultural pressures that often push women into these programmes,
sometimes against their wishes. As a result, while these initiatives appear to be positive
steps towards improving maternal and newborn health, they also reflect deeper societal
inequalities. The intersection of gender, socio-economic status and political constraints
highlights the importance of overcoming these barriers to improve the health system and
ensuring that midwives are adequately trained to meet the needs of vulnerable

populations, particularly in rural areas.

3.2 Maternal Health Inequality in Hospitals

The next area to explore is the inequality of accessibility and effectiveness of maternal and
newborn health services within hospitals themselves. More specifically: What is the state of
access to women’s health and maternity services within these institutions? This section
examines women’s experiences of discrimination and resistance shaped by their social
identities, such as gender, class, ethnicity, sexual orientation and physical disability, in public
hospitals that function as social health institutions.

3.2.1 Sub-standard quality and paid services

The cost of services and the poor quality of care are among the main issues raised by
women seeking healthcare in public hospitals. New directives from the Taliban in some
provinces now require patients to pay for care, reversing the previous policy of free
healthcare in public hospitals. While the fees may seem relatively small, they represent
a significant financial burden for economically disadvantaged families who previously
relied on free services. For example, under the new policy, patients will have to pay about
20 afghanis for a general consultation in the obstetrics and gynaecology department, 30
afghanis for an ultrasound, 200 afghanis for a natural birth and 500 afghanis for a
caesarean section.

Maryam’s experience highlights the struggles many women face in trying to afford the
cost of maternity services. She is 30, illiterate and lives in a remote village in the Dand
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Ghori region. The journey to the central hospital in Pul-e Khumri takes about three hours.
Her husband is a farmer who works intermittently and is often unemployed. Maryam,
who is currently pregnant, has previously given birth to two children, now aged five and
two, at home without the assistance of a midwife. She notes that the local midwives only
attend the births of their relatives. As a result, both of Maryam’s children were born
without the assistance of a trained midwife. Maryam says that financial constraints
prevent her from accessing medical care: “The nearest hospital is three hours away by
car. [ need at least 3,000 afghanis to give birth in a hospital. How can I go to the hospital
to give birth if [ have no money? I am forced to give birth at home. Whether we are alive
or dead, we manage at home. If you have money, you can go to the hospital.” None of
Maryam’s children have been vaccinated because she cannot afford healthcare.

In addition, most women who do have access to public hospital services are dissatisfied
with the quality of care they receive. Sanam, who works in the complaints department of
a government hospital in Paktia, says, “The most common complaints we receive in the
women’s and maternity ward are about the lack of attention and inaccessibility of
doctors.” She notes that patients who arrive after midday have little chance of seeing a
doctor, even though, women’s and maternity services are supposed to be available 24
hours a day. Research shows that long waits to see a doctor are common and facilities
are often inadequate. It is also common for women to give birth in inappropriate places
within public hospitals, and to be denied access to essential medicines. Several factors
contribute to this poor quality of services.

3.2.2 Shortage of personnel and equipment

One of the main reasons for the decline in the quality and accessibility of women’s health
and maternity services in public hospitals is the high demand combined with a severe
lack of resources and staff. Sanam explains: “Due to the lack of facilities, sometimes up
to eight people are kept in a small, 10m? room for natural childbirth at the same time.” A
doctor at Baghlan Public Hospital confirms: “The maternity ward at the public hospital
receives between 100 and 120 patients a day.”

This high number of patients has led to mothers being discharged early, both after normal
deliveries and caesarean sections. It also results in women giving birth on the floor or in
the corridor at the hospital, which is a very unhygienic environment. A doctor in Pul-e
Khumri notes: “We have only three delivery beds, which is not enough for an average of
40 admissions a day. It has always been the case that deliveries take place on the floor,
which leads to new diseases after the child is discharged from the hospital.”

The research findings demonstrate that many hospitals have struggled to adapt to the
increased demand for women’s health and maternity services in the community. For

example, the public hospital in Sheberghan, built in the early 2000s, has three
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departments: maternity, surgery and internal medicine. At that time, according to the
head of the maternity ward, there were only four or five deliveries a day, and caesarean
sections were rare. A six-bed delivery room was sufficient for these numbers. Today,
however, the hospital handles at least 40 to 45 admissions a day. Staff manage an average
of 25 births a day, sometimes performing up to 10 caesarean sections using the same
equipment. Khumri notes: “Due to the lack of space, patients are often discharged
quickly: six hours after a normal birth and on the third day after a caesarean.”

In addition to the inadequate physical infrastructure, the capacity of the medical staff has
not been updated to meet the growing demand for maternity care over the years, which
further undermines the quality of services. For example, in the same hospital, until
recently the maternity unit had only six to seven staff, which was insufficient to meet the
high demand, and no gynaecologists were employed. While three gynaecologists have
now joined the team, the maternity unit still lacks a paediatrician.

One of the most worrying human resource issues in public hospitals is this lack of
paediatricians. The head of the women’s and maternity department in Jowzjan confirms:
“One of our biggest problems is that we don’t have a paediatrician. We have 10 neonatal
beds and the necessary equipment, but no paediatrician. As an obstetrician, I can only
give basic first aid to a baby born at six or seven months, but anything beyond that has
to be done by a paediatrician. The high volume of patient visits means that staff do not
have enough time to provide proper neonatal care.”

She stresses that neonatal care, especially for premature babies, is critical and “if it is not
done by a specialist, it can have irreparable consequences.” She also points out that: “The
children’s hospital run by Turkey is far away. When a premature baby is born, we must
transfer it by ambulance and keep the mother here. This situation is very inconvenient
for the families. Mother and child should be together.”

Inadequate provision of delivery rooms, a shortage of medical staff and an overwhelming
demand for health services all contribute to the poor quality and accessibility of
gynaecological care in public hospitals. In these circumstances, maintaining staff morale
and providing adequate support are crucial. The working conditions for health workers
are also difficult. Many health workers feel demotivated because they see themselves as
unwilling participants in a system that exploits their efforts. One doctor describes the
daily reality: “The working day starts at 7am and ends at 2pm. If there’s a night shift, it
goes on until 2pm the next day. Since the Taliban took control, there are no breaks
between shifts. The night shift used to end at 8am, but now it ends at 2pm.”

In addition to long hours, inadequate salaries are a major source of frustration for health
workers in public hospitals. Dr Homa says: As a doctor, my salary is comparable to that
of a high school graduate — 8,000 afghanis a month. In addition to my regular duties, I
have to work six night shifts a month. Each shift pays 500 afghanis, so my total salary is
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11,000 afghanis a month. Midwives are paid 7,000 afghanis and gynaecologists 9,000
afghanis.” She also notes that before the Taliban took control, the International
Committee of the Red Cross (ICRC) paid salaries of about 30,000 afghanis per month.
However, health workers’ salaries were recently reduced to the minimum wage set by
the Taliban.

Another critical issue is the late payment of salaries to health workers, which significantly
undermines their motivation and the quality of their work. Dr Humaira highlights this
concern: “The ICRC had paid our salaries for six months, which greatly increased staff
motivation. However, it has been almost three months since we last received our regular
salaries, which range from $100 to $150.” The research suggests that the non-payment
of salaries not only demotivates staff but also harms their professionalism. Dr Humaira
says: “Imagine you’re a midwife or a doctor, and you haven’t been paid for three months.
How can I meet the basic needs of my extended family? This is especially difficult when
I am the head of the household. I have to rely on patients giving me a ‘birth gift’ — a
dollar here and there — to buy bread for my family for dinner.” She acknowledged that,
while cultural norms may encourage giving birth tips, “public hospitals should not rely
on this practice.” However, when salaries go unpaid for long periods, such tips become

a vital, if problematic, source of income for health workers.

In summary, the challenges of maternal and newborn healthcare in public hospitals are
deeply intertwined with broader issues of systemic inequality, resource scarcity and
socio-political change. Women’s access to quality care is hampered by financial barriers,
poor infrastructure and a severe shortage of health workers, exacerbating the already
precarious situation of marginalised groups. New payment policies and underfunding of
hospitals, compounded by inadequate staff salaries and delayed payments, further
undermine the ability of health workers to provide effective care, creating a cycle of
frustration and low morale. These structural problems affect the quality of care women
receive, as well as leaving health workers struggling to meet their basic needs.

3.2.3 The private sector: gender- and class-based inequalities

Afghanistan’s many private clinics operate in a highly competitive market, with costs
varying according to factors such as location, facilities and the quality and experience of
medical staff they employ. Dr Mohammadi, who has worked in private hospitals in
Kabul, notes: “Financial interests are the primary concern for many clinics in
Afghanistan, often leading to a compromise on quality for the sake of increasing quantity.
While public hospitals offer free services, they are plagued by corruption and bribery.
Doctors in the public sector earn relatively lower salaries than their counterparts in the

private sector.”
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Research findings show that the Covid-19 pandemic and the return of the Taliban led to
the closure of many private businesses, with a significant number of health workers —
particularly those in more stable economic situations — migrating abroad. Following the
Taliban takeover, there was a wave of advertisements on social media offering private
clinics, including women’s and maternity clinics, for sale. The remaining private clinics
are struggling to cover their operating costs. However, since 2023, they have slowly
begun to recover from the dual impact of the return of the Taliban and the pandemic.
Despite this recovery, staff shortages remain a major problem and many clinics are forced
to rely on general practitioners rather than specialist gynaecologists to meet the demand

for services.

It is important to recognise that gender discrimination and a family’s economic status
have a significant impact on the effectiveness of treatment, even in private clinics. Many
families are reluctant to bear the financial burden of diagnostic procedures. For example,
when an ultrasound was recommended for accurate diagnosis, patients often refused
because of financial constraints. Similarly, there is a reluctance to undergo a caesarean
section with people from lower socio-economic backgrounds less likely to opt for the
procedure, even when advised to do so by a health professional, due to their limited
resources. In private hospitals, the institution is responsible for providing both the
necessary equipment and medical staff. To remain competitive with the public system,
private facilities must keep their costs down.

Private hospitals also lack the facilities to provide comprehensive diagnostics. For
conditions such as endometriosis, a common condition affecting women and girls,
diagnosis is only possible in Kabul or at international hospitals such as Cure and the
French Medical Institute for Mothers and Children (FMIC), where the cost is prohibitive.
As a result, economically disadvantaged women face significant barriers to accessing
essential health services even in the private sector, often facing discriminatory practices.

Shokria, a 14-year-old girl, provides a personal example of this struggle. She suffered
from irregular and extremely painful menstruation, which often left her unable to move.
Despite visiting several public and private clinics in Kabul, she found no relief.
According to her family, Shokria’s condition only improved after she was examined and
diagnosed at the FMIC in Kabul. However, the cost of the diagnosis — 12,000 afghanis —
was a considerable burden and was covered by a friend living abroad.

In summary, while private clinics in urban areas operate in a competitive market in which
financial interests often outweigh quality of care, the twin crises of the Covid-19
pandemic and the return of the Taliban have exacerbated inequalities for women in
accessing health care. Even in the private sector, the high cost of diagnosis and treatment
coupled with limited access to specialised care create significant barriers for
economically disadvantaged women. Women are more likely to face financial constraints

that prevent them from accessing essential services such as ultrasounds or caesarean
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sections. Shokria’s experience highlights the stark reality that access to proper diagnosis
and treatment remains dependent on financial resources. This illustrates the wider issue:
healthcare in Afghanistan is not just a matter of medical need but is deeply shaped by the
intersecting factors of gender, class and financial capacity.

3.2.4 Gender-based discrimination in healthcare under Taliban rule

Gender discrimination enforced in hospitals and health facilities is another critical issue
that affects both the performance of medical staff and service delivery, as well as
women’s access to maternal and newborn care. The Taliban’s restrictive policies,
combined with deeply entrenched patriarchal norms in Afghan society, severely limit
women’s access to essential healthcare. In public hospitals such as those in Baghlan,
doctors report that women from rural areas are required to have a mahram (male
guardian) accompany them within the hospital premises. While the presence of a mahram
is not mandatory in the obstetrics and gynaecology department, it is a strict requirement
in related departments such as surgery and paediatrics, which are closely linked to

women’s reproductive health.

A particularly worrying example is the ultrasound department, where the presence of a
mahram is considered mandatory. One doctor gives a worrying account: “Last week,
representatives of the morality police visited the hospital and issued a warning. They said
that any woman referred to the ultrasound department must be accompanied by a male
guardian. If a woman does not have one, the doctor is not allowed to send her for an
ultrasound.” This gendered policy not only violates women’s autonomy but also

exacerbates barriers to essential maternal care.

While the Taliban’s misogynistic laws are currently a significant barrier to women’s
access to gynaecological care in Afghanistan, cultural norms around the need for a male
companion have long been a barrier to women visiting maternity centres in some parts
of the country. Before 2021, this cultural expectation, largely enforced by extended
families, dictated that women could not visit a doctor, even regarding issues of maternity,
alone, especially newly married women or young girls. Typically, a woman from the
husband’s family, such as a mother-in-law or older sister-in-law, would accompany the
patient to the maternity ward. It was rare for husbands to accompany their wives to these

appointments. Fewer women went alone or with female relatives, neighbours or friends.

Dr Mohammad, a gynaecologist with 10 years of experience in the Barchi area of Kabul,
says that one reason many women did not attend regular check-ups before 2001 was the
cultural pressure to be accompanied by a family member. In Nimroz, Dunya, a midwife,
adds that the strict enforcement of the mahram rule depends on the family’s attitude. If a
family is strict about this, the patient may be accompanied by a mahram or another family
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member. However, if a woman arrives unaccompanied, there is generally no restriction
on her admission.

The key difference now is that under Taliban law a mahram is mandatory. While it was
previously culturally unacceptable for women to visit hospitals alone, female family
members could often act as their escorts. The new law, however, imposes a much more
restrictive and burdensome requirement. Therefore, gender discrimination directly
exacerbates existing barriers to maternal and newborn care, particularly for women who
are heads of households or those without a male guardian. These women now find
themselves in a vulnerable position, unable to access essential services due to the
intersecting forces of gender, family structure and restrictive State laws. The nexus of
domination created by these factors has a devastating impact on women’s ability to
access essential health services, further entrenching their marginalisation.

Medical staff are also required to have a male guardian, although the impact of this
requirement varies. Younger medical staff are particularly vulnerable to discrimination
compared to their older colleagues. “Medical staff often resist these restrictions out of
solidarity,” says the head of the maternity ward in Jowzjan. “Not everyone can afford to
bring a mahram when they earn only 9,000 afghanis a month and live far from the
hospital. Most of their money goes on travel expenses. As a result, many staff members
share a taxi, usually with drivers who are their relatives or friends.” This practice has
become the most common and cost-effective way for medical staff to commute. Over
time, they are less likely to be stopped at checkpoints as the authorities become familiar
with their vehicles.

Fatima, a midwifery student at a private health institute in Pul-e Khumri, uses the same
method to get to class. “We are six girls from the same neighbourhood, and we have one
driver. He takes us to the institute and brings us back every day. Since then, we haven’t
had any problems getting to it.”

An NGO, which works in public health centres, also advocates the use of “paired jobs”
as a solution to the mahram problem. This involves two jobs: one for a woman and one
for a male family member, such as a brother, father or husband. This was the case with
Sanam, an employee of the public health centre at the public hospital in Gardez. Her
brother works for the same NGO and is in charge of the men’s ward in the same hospital.
This is the only way she can work. The Taliban’s mahram rule can be circumvented
through this arrangement, although such cases are rare.

In summary, the intersection of gender discrimination, cultural norms and restrictive
government laws creates significant barriers to Afghan women’s access to maternal and
newborn healthcare. The Taliban’s requirement that women have a male guardian to
access health services exacerbates pre-existing cultural norms that already limited

women’s autonomy. This law leaves women without male guardians, especially heads of
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households or those from broken families, vulnerable and unable to access essential
health services. The impact is exacerbated by socio-economic factors, with younger
women and medical staff facing increased discrimination, often due to financial
constraints and the need for a mahram to get to work. While some women try to get
around these restrictions by sharing transport or “pairing jobs” with male relatives, these
solutions are rare. Ultimately, the combination of Taliban policies, cultural expectations
and socio-economic inequality entrenches systemic discrimination, limiting women’s

access to reproductive health services and further marginalising them.

3.3 Intersecting Inequities: The Complex Realities of Abortion Access

Research findings indicate that there is a high demand for abortion services in Afghanistan,
driven by factors such as poverty, closely spaced pregnancies, lack of access to contraception,
and sexual violence. A doctor at a public hospital reports that: “The facility receives an average
of two to 10 abortion requests per day.” The requests tend to be from women from lower socio-
economic backgrounds, particularly those who have endured multiple pregnancies.

While financial reasons are the most common causes, cases of rape also influence the decision
to terminate a pregnancy. The following story describes the experience of a 15-year-old girl
who was raped by her neighbour and asked to have an abortion. When the family discovered
their daughter’s condition, they were unsure what to do. They were reluctant to seek help from
the local health centre for a long time, overwhelmed by feelings of shame and fear. In addition,
the weather made the roads impassable, forcing them to wait until conditions improved. In the
seventh month of her pregnancy, the family travelled to Kabul and sought help at the private
clinic in Barchi. Desperate to save his daughter’s life and ensure their return to their village,
the father was prepared to sell all his possessions to pay for the procedure. However, the clinic
refused, citing the advanced stage of the pregnancy. No further information is available about
the girl or her family.

3.3.1 Abortion law in Afghanistan

Abortion laws in Afghanistan are highly restrictive, shaped by a combination of cultural,
religious, and legal factors. Articles 570 to 574 of the 2017 Afghanistan Penal Code
regulate abortion, and stipulate that intentional abortion is punishable by up to seven
years in prison. In addition, any doctor, surgeon, pharmacist or midwife who performs
an abortion, even with the mother’s consent, is liable to more than two years’
imprisonment. The law also criminalises the use of drugs to induce an abortion by a

pregnant woman, with penalties ranging from a short prison sentence to a fine of between
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30,000 and 60,000 afghanis. The only legal exception to this ban is if the abortion is

necessary to save the life of the mother.*’

Before 2021, abortions to protect the life of the mother could be carried out in public
hospitals. However, under the current Taliban regime, almost all requests for abortion in
public hospitals are refused. A gynaecologist in a public hospital explains: “The Taliban
has issued orders to restrict abortion services, even in cases where the mother’s health is
at risk. The staff are afraid to perform abortions, so all requests are refused, even if the
pregnancy is endangering the mother’s life.” As abortion laws become more restrictive
and strictly enforced, many women — especially those without the financial means — are

left with no choice but to continue with unwanted pregnancies.

Women with financial means can seek abortion services in private clinics, but it is
important to note that abortion is extremely rare in this sector. This is largely due to the
reputation of private clinics and the strict ethical guidelines that most gynaecologists and
specialists adhere to. Dr Mona, a gynaecologist in Faryab working in a private clinic,
admits that all abortion requests in her clinic are refused, regardless of the circumstances.
The main reasons for this refusal are Islamic religious beliefs and the Hippocratic Oath,

which most doctors and clinic staff cite as the basis for refusing abortion requests.

Dr Miri, another gynaecologist in Kabul, explains that while some of her colleagues are
strictly opposed to abortion on religious grounds, she has, occasionally, performed the
procedure in cases where the foetus had already died in the womb, or where severe
abnormalities such as hydrocephalus or anencephaly made survival after birth
impossible. In these cases, if the pregnancy poses a significant risk to the mother’s health
and the foetus is certain to die, she would recommend abortion and carry out the
procedure with the patient’s consent. However, she refrains from performing voluntary
abortions, both to respect religious beliefs and to protect the reputation of the clinic and
its accountability to its administrators.

3.3.2 The risks of clandestine abortions

With no access to safe abortion services in health centres, public hospitals or private
clinics, women in Afghanistan are often forced to resort to clandestine and dangerous
methods to terminate pregnancies, putting their health and lives at serious risk. One
option is to turn to private practice. This was already the case before 2021 when abortion
became a source of income for some doctors. According to Dr Mohammadi, “Most
abortions were performed by doctors in private practice, and abortion became a business
that generated income for these medical professionals. The procedure itself was relatively
simple but came at a significant financial cost. Many abortions were carried out with

#Afghanistan Penal Code (2017).
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readily available pills, imported by pharmacies for profit and sold with little oversight.
In some cases, two abortion pills that could be bought for 100 afghanis were sold to
patients for as much as 2,000 afghanis, exploiting vulnerable women seeking the
procedure.”

The lack of regulatory oversight and the illegality of abortion in Afghanistan are major
concerns. The ease and secrecy with which private doctors perform abortions is a serious
drawback, exposing patients to exploitation through fraud and corruption, and increasing
the likelihood of complications such as haemorrhage, infection and incomplete abortion,
which may require additional medical procedures such as curettage. Dr Mohammadi
stresses: “The lack of legalised abortion makes women more vulnerable, and this
illegality hurts their health and well-being. Women who seek abortions often do so
because of economic hardship or a desire to protect family honour, rather than as a
personal choice.” However, without supervision, the safety and ethics of these procedures
cannot be guaranteed. Effective regulation and monitoring are essential due to the
inherent medical risks associated with abortion.

The lack of access to safe abortion services, particularly for families from low socio-
economic backgrounds, has led to extreme consequences, including the sale of newborn
babies. In one case, the head of a maternity ward said: “Although families are very careful
in the public hospital, we often see requests to sell newborn babies due to economic
hardship. Such cases must be reported to the Emirate authorities as criminal cases, but
we have also encountered situations where families sell their babies after they have been
discharged from hospital.”

In summary, abortion in Afghanistan reveals a complex web of inequalities that are
shaped by the intersection socio-economic, cultural, legal and gender-related factors.
Women seeking abortion face a difficult choice between continuing an unwanted
pregnancy or seeking financially exploitative and medically unsafe clandestine
procedures from private doctors. Women from higher economic backgrounds are more
likely to access abortion services through private practitioners, while those from lower
socio-economic backgrounds face significant financial barriers. In both cases, women
face multiple forms of discrimination, whether they choose to continue the pregnancy,
which can be detrimental to their physical and mental health, or resort to unsafe,
underground abortion methods. Additionally, the pervasive stigma surrounding abortion,
compounded by strict religious and cultural norms, further marginalises these women, as
does the lack of legal regulation and illegality of abortions.

3.4 Ethnic Discrimination in Healthcare Institutions

Ethnic discrimination is a major factor shaping the power dynamics in hospitals and health
centres. It has a profound impact on access to maternal, newborn and child health services in

38



Afghanistan. This issue is closely linked to gender and class discrimination, creating additional
barriers for ethnic and religious minorities. Afghanistan, like many post-colonial States, is a
multi-ethnic nation with a diverse population speaking a variety of languages and possessing
multiple, multi-layered identities.** The country is home to 14 recognised ethnic groups,
namely the Pashtuns, Tajiks, Hazaras, Uzbeks, Balochs, Turkmen, Nooristanis, Pamiris, Arabs,
Gujars, Brahuis, Qizilbash, Aimaq and Pashai. For ethnic and religious minorities,
compounded discrimination — resulting from the intersection of gender, class and ethnicity —
has a profound impact on their access to essential health services. Women from these minority
groups are more likely to be excluded from gynaecological care and maternal health services,
sometimes because of fears for their safety or because of systemic bias related to their ethnic
background.

As an example, the Shia Hazara community has long been subjected to both ethnic and religious
violence and faces systemic persecution that extends to the health system. Targeted attacks
against the Shia Hazara community have continued unabated since the Taliban took power.*’
During the past 39 months of Taliban rule, at least 61 such attacks have been documented,
including suicide bombings, improvised explosive device (IED) blasts, targeted shootings,
armed assaults, summary executions, such as beheadings, and unexplained killings. These
attacks resulted in at least 473 deaths and 681 injuries — an average of one injury every two
days, and one death every three days. Of these 61 incidents, 12 have been attributed to Taliban
forces, 16 to the Islamic State of Khorasan Province (ISKP) and one to armed Kuchi nomads.
The perpetrators of the remaining 32 incidents remain unidentified.*®

3.4.1 Targeted attack on maternity hospital

The increased violence against the Hazara community underscores the severe challenges
Hazara women face in accessing essential maternity healthcare, deepening their
vulnerability in an already oppressive environment. A tragic example of this is the attack
on the maternity ward of Dasht-e-Barchi Hospital in Kabul in May 2020, an area
predominantly inhabited by Hazara and Shia communities. In this incident, 24 Hazara
women and children lost their lives simply for seeking maternal care. Among the victims
were 16 women who had come to give birth, three of whom were killed along with their
unborn babies. Three newborn babies were also killed, along with a midwife on duty in
the maternity ward. These people were targeted solely because of their ethnic and
religious identity. According to Frederic Bonnot, MSF’s head of programmes in
Afghanistan, the attack was a deliberate assault on mothers: “What I saw in the maternity
ward shows that it was a systematic shooting of mothers ... They were going through the
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rooms in the maternity ward, shooting women in their beds. It was methodical; they came
to kill mothers.”*® Aghila, a Hazara midwife working with MSF, recalls the fear and
confusion during the attack: “The sound of gunfire was getting closer and louder. We
wondered what was going on. We asked each other why the hospital was being attacked
when we were there to bring new life into the world when most of the staff were female,

and the patients were pregnant women and newborns.”

As a result of the attack, MSF was forced to close its maternity and neonatal units in
Dasht-e-Barchi, which supported 16,000 births in 2019 alone, making it one of MSF’s
largest maternal health projects. In addition, the fear and insecurity generated by attacks
have increased discrimination against minority women and exacerbated existing gender
and class inequalities. The widespread nature of the violence has deterred many women
from seeking maternal health services, further jeopardising their well-being and access
to critical care.

The Dasht-e-Barchi attack not only claimed the lives of women in desperate need of
maternal and reproductive healthcare but also severely restricted access to these vital
services for other minorities women from remote areas such as Bamyan, Daikundi,
Ghazni, Panjshir, Behsud and nomadic communities. One such case is that of a Hazara
mother from Bamyan who developed severe breast pain and infection while
breastfeeding. Unable to afford a doctor’s visit, she went to a local pharmacy to buy
antibiotics, but they proved ineffective. Because of roadblocks between Bamyan and
Kabul, she couldn’t reach the capital in time. By the time she arrived, one of her breasts
was so badly infected that it had to be surgically removed. She spent a month in hospital
recovering from the operation. This story highlights the dire consequences of inadequate

healthcare infrastructure and access, particularly for women from marginalised regions.

Additionally, many mothers and patients travelling from the Hazara regions to access
maternity and obstetric care face other significant challenges, including road closures and
limited access to safe routes. Dr Mohammad, a gynaecologist who worked at the Dasht-
e-Barchi Hospital, says that patients from Hazara areas who were able to reach Kabul
often sought care in that part of the city. Dr Mohammad recalls the extreme case of a
Hazara woman from the Behsud district who arrived at the clinic in a coma, unable to

reach Kabul in time due to blocked roads, despite being in severe pain.

The woman had given birth two weeks earlier, and her relatives claimed that the placenta
had been retained. On examination, however, the medical team discovered that the cause
of her death was not the retained placenta. “We found that one side of her face and neck
was completely swollen and infected,” Dr Mohammad says. “The patient had been
suffering from an abscess and dental infection for a long time, but there was no medical
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facility where she could receive treatment to drain the abscess. Over time, the infection
spread to large areas of her throat and mouth, eventually causing asphyxia and death.”
This outcome, according to Dr Mohammad, was a result of the lack of access to necessary
healthcare and discrimination: “This mother died because her dental abscess was left
untreated. She left her 10-day-old child behind. This is discrimination.”

In addition, the experience of nomadic women (Kuchi) in accessing maternal health
services is one of the most pressing and worrying issues. There is a lack of accurate data
on how Kuchi women receive these services, and they are often difficult to reach for
direct engagement. However, it is clear that the intersecting challenges of gender, class
and ethnic discrimination profoundly affect their access to maternal and reproductive
healthcare.

3.4.2 War, ethnicity and access to maternal health

The impact of armed conflict on women’s access to maternal health services in areas
inhabited by particular ethnic groups is another critical issue. Hava’s experience
highlights the intersection of gender, ethnicity and class discrimination in the context of
war. Her husband worked as a coal miner in the Balkhab district of Sar-e-Pol. When she
gave birth to their fourth child, fighting broke out in the area between the Taliban and
Mullah Mahdi’s forces in June 2022. Hava recalls, “There was a health centre in our area,
but because of the conflict we could not go there to give birth. I gave birth at home and
my son’s umbilical cord became infected. Because of the war, we couldn’t even go to the
pharmacy to get disinfectant.” She recalls how most people in her area fled, but she and
her neighbours, who had newborn babies, were unable to leave. Forced to flee on the fifth
day after her baby was born, they walked through the mountains for a week before finally
reaching Bamyan. Hava describes the experience as one of the most terrifying of her life,
as she bled for a week, unable to breastfeed her baby, who was crying constantly from
hunger and the infection in his umbilical cord.

3.4.3 Discrimination at institutional health level

Based on the findings of this research, ethnic discrimination embedded in the country’s
power structure is evident at the institutional level of hospitals and health centres. This
institutionalised discrimination, which intersects with gender and class bias, has a
significant impact on the experiences of both minority women seeking gynaecological
care, as well as medical staff. Stigma and ethnic prejudice affect women’s access to
essential obstetric services, including transfer to better-equipped hospitals, access to
medicines, blood transfusions, nutritional support, and other specialised care. Dr Fatima,
working in a public hospital in the northeast of the country, says: “There are many racial
and ethnic problems in this hospital. If a patient belongs to the same ethnic group as the
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head of the department, she is immediately transferred by ambulance with a nurse to a
higher level of care, even if the condition isn’t urgent. But if the patient is from an ethnic
minority and her condition is much more critical, she is referred to Kunduz or Mazar

without an ambulance, and the accompanying person is left to arrange transport.”

Ethnic discrimination is also evident in access to blood banks, which should be
universally available and free in public hospitals. According to a gynaecologist working
in a public facility, “If a patient is in a coma or has had a caesarean section and urgently
needs blood but is from an ethnic minority group, their access to blood is severely
restricted.” She gives this example: “Last month, a critically ill Hazara Ismaili patient
arrived at the hospital in need of an urgent blood transfusion. She was very poor,
however, the hospital refused to provide blood from the available stock in the blood bank.
Instead, the hospital told the patient’s family that if they could not find someone to donate
blood, they should consider discharging the patient.”

Responses to ethnic discrimination vary, with many people opting for solidarity and co-
operation. For example, when access to a blood bank is restricted, families and
communities often come together. Relatives, ethnic relatives and sometimes even health
workers from the same background work together to secure the necessary blood for the

patient, demonstrating a strong sense of ethnic solidarity.

3.4.4 Ethnic discrimination against health workers

Ethnic minority discrimination against health workers is pervasive at every stage of their
careers, from recruitment to retirement. Dr Amini, an obstetrics graduate from one of
Iran’s most prestigious universities, recounted her experience of ethnic bias while trying
to get her qualifications recognised by the Afghan MoH before 2021. She said that
because of her ethnicity she was subjected to a long and arduous process, including
additional examinations, to validate her medical credentials. After going through this
difficult process, the MoH and Ministry of Higher Education said that Afghanistan was
not a suitable place for her to practise. Reflecting on this discriminatory experience, Dr
Amini says: “It completely demotivated me and I decided to leave public hospitals and
work in private clinics instead.”

In addition, ethnic minority health professionals report experiencing various forms of
discrimination in the workplace. One doctor describes her experience: “The hospital
director’s attitude towards me as an ethnic minority is one of resentment. I face
discrimination even when I ask for my legal leave.” She also noted that while some ethnic
discrimination existed before the Taliban’s return to power, it had significantly worsened

since its takeover.

In addition to the widespread discrimination faced by ethnic minority health workers, the
findings suggest that many maternity personnel were forced to resign or were dismissed
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following the Taliban’s return to power. One notable example is the forced resignation
of the head of the public maternity service belonging to the Uzbek ethnic group, who had
led the maternity unit for more than 30 years in the north of the country. She recounted
how her husband’s forced resignation in 2022 because of their ethnic minority status was
a major shock to the family. Her husband, a paediatrician, has been unemployed since
his dismissal. Despite the hardship, she felt fortunate to still have a source of income.

However, her dismissal followed soon after.

She believes that her Uzbek ethnicity was the main reason for her dismissal: “There are
official procedures for dismissing staff, and it’s not acceptable to inform someone of their
resignation at such short notice. They should have respected my 30 years of service.” She
emphasises the importance of experience in such a role: “The position of maternity unit
manager requires someone with appropriate professional qualifications and experience.
The person who replaced me lacks the necessary expertise for the job. Ethnicity becomes
a decisive factor in professional competition and, as a minority, I lost out because of my
background.” She says that since the Taliban’s return, the hospital’s director and the
heads of various departments, who were all from the Uzbek minority, have been replaced
by Pashtun staff. This illustrates the deepening ethnic discrimination in Afghanistan’s
healthcare system, where professional qualifications are increasingly overshadowed by
ethnicity, undermining both healthcare standards and the rights of minority groups.

In summary, the critical state of healthcare and access to maternal health services in
Afghanistan is profoundly shaped by the intersection of gender, class and ethnic
discrimination, particularly in provinces with ethnically diverse populations. The
political, economic and ideological conditions in Afghanistan — particularly in the post-
Taliban context — exacerbate the challenges faced by women from religious and ethnic
minorities, such as Uzbeks, Hazaras, Tajiks, Turkmens and Kuchis. Institutionalised
ethnic discrimination in hospitals and health centres exacerbates the barriers these

women face in accessing maternal care.

Targeted violence against Hazara communities, such as the attack on the Dasht-e-Barchi
maternity ward, underlines the deadly consequences of compounded discrimination.
Similarly, the forced resignations of ethnic minority health workers highlight the
entrenched ethnic bias within health institutions, where professional qualifications are
often overlooked in favour of ethnic background. This pervasive marginalisation results
in unequal treatment at all levels — whether in access to medical care, allocation of
resources such as blood transfusions, or dismissal of qualified health workers — further
entrenching inequality in an already struggling health system.

The intersectional oppression faced by ethnic minority women and health workers is not
just a social issue but a public health crisis that perpetuates inequalities and undermines
the effectiveness of the health system.
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3.5 Sexual Orientation

Another key issue highlighted by this research is the discrimination LGBTQ+ people face in
accessing maternal and obstetric care. Sexual orientation, in combination with gender, class
and ethnic identity, exacerbates the oppression they experience and further complicates the
challenges of accessing essential health services. LGBTQ+ people, particularly trans people,
are often excluded from the maternal healthcare system and face significant barriers to

accessing gynaecological care.

Omid, a 25-year-old trans man, embodies these struggles. Although he identifies as male, he is
socially recognised as female in both his school and work environments, including the Afghan
National Police Academy. Omid’s puberty was complicated by painful periods and severe chest
pains, which added to the challenges of his transition. At 14, he was sexually harassed by a
male obstetrician in a public hospital in Kabul, an incident that deeply upset and shocked him,
and which he was unable to share with anyone. These difficulties led to him deciding never to
seek gynaecological care in Afghanistan again. He explains that trans people like him are
unable to see a gynaecologist or discuss their health issues openly. He also describes how most
Afghans, including healthcare providers, have a limited understanding of LGBTQ+ issues and

often mistakenly label trans people as homosexual or “sick”, further stigmatising them.

Omid’s story highlights the severe lack of access to proper healthcare for the LGBTQ+
community in Afghanistan. Coming from a wealthy family, he was fortunate enough to receive
the financial support he needed to travel to India for treatment. However, for LGBTQ+ people
from lower economic backgrounds, access to healthcare, especially gynaecological services, is
completely non-existent. After the Taliban took over Afghanistan, Omid was able to leave and
is now undergoing gender reassignment surgery in Europe. However, many LGBTQ+ people
in Afghanistan still face immense challenges and struggle to access even basic healthcare.

Omid is his chosen name, but he reflects on his past: “My real name was Shirin.” After
successfully breaking off a forced engagement to his cousin. He says: “I know other trans
people who have been forced to marry and have children. It makes us feel very guilty.” This
illustrates the pressure and guilt many trans people feel when forced into traditional gender
roles. The LGBTQ+ community in Afghanistan is trapped in a cycle of religious, cultural and
social oppression that reinforces the gender, ethnic and class discrimination they face at family,
community and institutional levels. These intersecting forms of discrimination not only limit

their access to healthcare but also perpetuate their marginalisation in all aspects of life.

Omid recalls the difficulties he faced as part of a small group of seven trans people in Kabul
working to raise awareness of transgender issues in schools, workplaces and institutions such
as the police academy. “I fought as hard as I could, but I was alone,” he says. “Nobody had my
back — not even my family. It was an incredibly difficult time, but I held on as long as I could.”
His story underscores the compounded discrimination faced by transgender people in
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Afghanistan, where they are excluded from critical healthcare, misunderstood by society and
often forced into situations that conflict with their gender identity. This systemic rejection not
only limits their access to necessary medical care but also exacerbates the stigma and
marginalisation they face, reinforcing their invisibility and isolation.

3.6 People with Disability

Based on the research findings, disability is another social identity that exacerbates the
intersection of gender, class and ethnic discrimination. This is a critical challenge, as
Afghanistan has one of the highest per capita populations of people with disabilities in the
world. According to a 2020 report by HRW, the prevalence of severe disability among Afghan
adults aged 18 and older is 13.9% or about 2.5-million people.’! Afghan women and girls with
disabilities are disproportionately excluded from education, healthcare and employment
opportunities. They are often stigmatised within their families as unmarriageable and are at
increased risk of violence and sexual harassment, both at home and in public spaces.

These systemic barriers contribute to the vulnerability of persons with disabilities and
exacerbate their marginalisation and inequality.’> The compounded oppression faced by
women with disabilities in access to maternity care is evident from personal stories, as well as

within communities and health institutions.

Malaly, a 29-year-old woman from the west of the country, contracted polio at the age of two
and a half because her family refused to vaccinate her against it. A mother of three, Malaly
says that her physical disability was the main factor that made her pregnancy, childbirth and
postpartum period extremely difficult, and after the birth of her first child she decided not to
have any more children. Her second and third pregnancies were due to intense social and family
pressure. She says: “In Afghanistan, you can’t live without children. My husband’s family
always mocked me when I only had one child, and there’s always the threat that my husband
might marry another woman if I cannot give birth to even more children.”

One of the main issues she faced was the social perception towards people with disability both
at the family and institutional level. On the attitude of the obstetricians, Malaly says that due
to severe swelling during her pregnancy, the prosthetic limbs she normally wore no longer fit
properly, making it difficult for her to walk. “When I went for my pregnancy check-up, my
doctor said: “Why do you want to be a mother despite your disability? Why do you want to
have a child when you can’t even walk properly?’”

One of the biggest challenges Malaly faced was financial hardship. She recalls, “Because of
our financial situation, we couldn’t afford to go to a private hospital. The doctor recommended
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a caesarean section because of my disability. In the public hospital, we had to pay about 15,000
afghanis for each delivery, which covered the cost of medicines and essential delivery supplies,
such as gloves, dressings and so on.” This situation highlights a critical issue: Afghanistan’s
institutional structures often fail to provide adequate support for people with disabilities in
terms of education and employment opportunities.

Malaly believes that, despite these significant costs, the services provided by public hospitals
are far from adequate for people with physical disabilities. One of the most difficult challenges
she faced was the issue of anaesthesia. Because of her leg disability, doctors struggled to
administer anaesthesia properly, and their repeated unsuccessful attempts caused her immense

pain and distress.

Despite the many challenges Malaly has faced within her family, community and the health
system, her determination and strong will have enabled her to resist these obstacles. She has
been working with the ICRC for the past 10 years in the physical rehabilitation of others. She
is responsible for making prosthetics and orthotics for people with disabilities, mainly helping
children and people who have been victims of landmine explosions or were born with
disabilities. Malaly has overcome countless challenges and completed a three-year programme
with the ICRC in Kabul, earning a diploma in prosthetics and orthotics.>* Her dedication and

resilience have enabled her to make a significant difference in the lives of those in need.

In summary, physical disability as a social identity significantly affects women’s and girls’
access to maternal health services in Afghanistan. This identity, shaped by the intersection of
gender, class and ethnicity, results in compounded discrimination for women and girls with
disabilities at the family, community, and institutional healthcare levels. This issue is
particularly relevant given that years of conflict have left Afghanistan with one of the highest
rates of disability in the world. In addition, there is evidence that widespread and severe
malnutrition in the country increases the risk of an increase in the number of people born with
congenital disabilities.

While many international organisations, such as the ICRC, are actively working to support
people with physical disabilities in Afghanistan and have made notable efforts to assist those
disabled by the conflict, significant challenges remain. These organisations need to address
factors in their policies that contribute to compounded discrimination against persons with
physical disabilities. In particular, Afghanistan’s deeply entrenched social, cultural and
economic structures — characterised by institutionalised gender, class and ethnic discrimination
— make it particularly difficult for women and girls with disabilities, especially those from
lower socio-economic backgrounds or ethnic and religious minorities living in rural areas to

access maternal health services. For example, there is no ICRC delegation, sub-delegation,

S3ISPoint.

46



orthopaedic centre, or antenna in central parts of Afghanistan. This lack of essential services

further exacerbates the challenges those in need of such care living in those areas face.
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Part 4: Conclusion

Research shows that power dynamics based on gender, ethnicity and class, compounded by
other social identities such as physical disability and sexual orientation, leave many women
and girls without access to essential maternal health services. These challenges manifest
themselves at three interrelated levels: the personal, the group and community, and the systemic
level within health institutions.

The family unit, as a fundamental social institution, plays a central role in shaping women’s
experiences of gender-related barriers. The family’s influence on critical factors — such as the
age at which women face reproductive issues, marriage practices, decisions about childbearing,
use of contraception, spacing of pregnancies, perceptions of the need for ante-natal care, and
access to immunisation and nutrition — have a significant impact on how women face maternal
health challenges. Furthermore, women’s ability to cope with these challenges is closely linked
to their social identities, including economic class, ethnicity, physical ability and sexual
orientation. Key determinants associated with socio-economic class — such as family structure,
education levels, income-earning opportunities and marital practices — also influence how

women cope with maternal health problems.

The findings highlight that women in rural and remote areas, particularly those from
economically disadvantaged backgrounds, face the greatest barriers to accessing maternal and
reproductive health services. Factors such as high transport costs, the need to be accompanied
by a male guardian, and the poor quality of care at BCHCs in these regions exacerbate the
difficulties faced by these women. When additional factors, such as physical disability, sexual
orientation and minority status, are added to the mix, these women’s access to maternal health

services is even more limited, increasing their vulnerability.

However, it is important to note that discrimination in access to gynaecological services
remains widespread in both public and private health facilities. While the costs of new medical
procedures in public hospitals may seem minimal on paper, they impose a significant financial
burden on economically vulnerable families, forcing many women to either give birth in unsafe
conditions at home or forgo necessary medical care altogether. In addition, systemic
deficiencies in both public and private healthcare — such as overcrowded facilities,
understaffing and lack of specialised services — exacerbate these inequalities. In the private
sector, while some women may receive better care, the high cost of services such as ultrasounds
or caesarean sections combined with a profit-driven approach, makes these services largely
inaccessible to those from lower socio-economic backgrounds.

Moreover, the Taliban’s restrictive gender policies, compounded by cultural norms rooted in
patriarchal ideology, have further compromised access to maternal care. Gender-based
restrictions, such as the requirement for women to have a mahram and the criminalisation of
abortion, prevent many women from receiving timely and appropriate medical care. These
policies disproportionately affect single mothers, women without male guardians and women
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from economically disadvantaged backgrounds, further marginalising an already vulnerable
group. In addition, gender-based discrimination, particularly in women’s access to education
and employment, continues to undermine their ability to access essential maternal health
services. These discriminatory practices are deeply embedded in Afghanistan’s patriarchal

social structure and are reinforced at the family, community and institutional levels.

In conclusion, the barriers and discrimination that women face in accessing maternal health
services in Afghanistan are deeply rooted in a complex intersection of social, cultural,
economic, religious, historical and political factors. Historically, the health system in
Afghanistan has been severely weakened by decades of war and conflict, leaving the country’s
health infrastructure in a dire state. The system has struggled to adapt to the increasing demand
for maternal and gynaecological care. In addition, development programmes initiated by the
Afghan government and supported by international agencies since 2001, have often been
unevenly implemented, exacerbating regional disparities. The tiered categories of provinces (I,
IT and IIT) — in which provinces are classified according to, among other things, their population
density, which influences the level of government support and resources allocated to them —
has resulted in an unequal distribution of health resources with women in tier III provinces

bearing the brunt of this disparity and facing the greatest challenges and discrimination.

The situation has been worsened by the return of the Taliban with its discriminatory gender
policies, particularly those restricting women’s access to education and employment,
significantly undermining women’s ability to access maternal health services. The decline in
international humanitarian aid, coupled with restrictions on international and local NGOs, has
further crippled the health system. In addition, Afghanistan’s economic dependence on
traditional agriculture makes the country highly vulnerable to the severe effects of climate
change, ranking it the sixth most vulnerable country in the world.

Given these challenges, urgent action is needed to address both the systemic barriers to
women’s health and the broader societal issues that limit their access to essential services. To
build a more inclusive and effective maternal health system, it is essential to focus on
strengthening health infrastructure, expanding access to education and dismantling
discriminatory policies. These steps are particularly important in improving maternal
healthcare for women in rural and marginalised communities, and in ensuring that all women,
regardless of their location, socio-economic background, ethnicity, sexual orientation or

disability, have access to the care they need to lead healthy lives.
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Part 5: Recommendations

To overcome the challenges that impede women’s access to maternal health services and to

promote a more equitable health system, comprehensive reforms to Afghanistan’s social,

cultural, political and structural framework are needed.

1.

UN Special Rapporteur: It is recommended that the UN Special Rapporteur on the
situation of human rights in Afghanistan, Richard Bennett, reflect on the ongoing health
crises in Afghanistan, particularly concerning maternity care in his reports. A critical
aspect of this reflection should be a consideration of intersectionality — examining how
factors such as gender, ethnicity, disability and socio-economic status intersect to shape

the experiences of and access to healthcare for marginalised groups.

Remove discriminatory gender policies: All discriminatory gender policies enforced by
the Taliban, particularly those restricting women’s access to education and employment,
should be immediately repealed. These policies undermine women’s rights and prevent
their full participation in society. Their removal is essential to promote a more inclusive

and equal society.

Ensure full access to education for women and girls: Ensure that all women and girls in
Afghanistan have the right to resume and continue their education at all levels, without
gender-based restrictions. Access to education is critical to empowering women and
enabling them to contribute to all sectors, including health, thereby enhancing their social

role and economic independence.

Make medical education accessible to women: Medical education in public universities
should be made fully accessible to women and girls throughout Afghanistan. This includes
removing barriers for women to study medicine, midwifery, nursing, gynaecology,
paediatrics and other related fields. Equal access to education will equip women with the
skills they need to fill gaps in maternal healthcare.

Support women’s continuing education and training in healthcare: Contingent on
point 4, targeted support needs to be provided to help women and girls enter and advance
in health-related fields. This could include scholarships, mentoring programmes, or other
financial and expert resources. Investing in their education and career development will

directly benefit the health system and improve health outcomes.

Re-opening private girls’ health education centres: Once the reopening of private girls’
health education centres is effected, it is recommended that supportive frameworks be put
in place to ensure the provision of quality training programmes in midwifery and other
related health disciplines. These frameworks should include the development of standards
for curriculum design, the recruitment of qualified trainers, and the implementation of
rigorous monitoring systems to ensure that training programmes meet international
standards. In addition, ongoing support and evaluation should be provided to ensure that
graduates of these programmes are equipped with the skills and knowledge necessary to
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10.

11.

12.

13.

provide safe and effective maternal healthcare. This approach would contribute to
strengthening Afghanistan’s health workforce, with a particular focus on empowering

women and improving access to quality maternity care.

Expanding private-sector health services to rural areas: The private health sector can
play a crucial role in reducing health inequalities by expanding its services to rural areas.
Currently, most private clinics are concentrated in urban areas, where competition is
intense and clinics often prioritise quantity over quality. To address this imbalance, private
healthcare providers should consider expanding their reach into underserved rural areas,
where operating costs are lower and there is significant, unmet demand for healthcare

services, particularly maternal and reproductive care.

Urgent strengthening of health centres: Urgent action is needed to strengthen and
broaden institutional health centres throughout the country. Ensuring that midwives
working in BHCs and CHCs meet established professional and educational standards is
paramount.

Appointment of doctors in BCHCs: At least one doctor, preferably a gynaecologist,
should be assigned to each BCHC to monitor and supervise the diagnostic work of
midwives. This will help ensure the quality, accuracy and reliability of maternal health

services.

Establish tele-consultation networks: In areas where it is not possible to appoint a full-
time doctor or gynaecologist to a BCHC, a remote consultation network should be
established. This network would link midwives in these centres with experienced doctors
or gynaecologists working in nearby hospitals. Through cellphone or online consultations,
midwives could receive expert advice and support to ensure accurate diagnosis and
appropriate care.

Strengthening supervision and professional support: To ensure continuous quality care,
supervision mechanisms within BCHCs should be strengthened. Midwives should have
access to regular professional guidance through online consultations or regular visits from
qualified doctors or gynaecologists to ensure the sustained quality of maternal health
services.

Implementing educational programmes to raise awareness of gynaecological health:
Nationwide educational initiatives should be launched to raise awareness of the importance
of managing gynaecological health complications and the need for ante-natal, peri-natal
and post-natal care. These programmes should be implemented in all regions, and aim to
change social attitudes and encourage families to prioritise maternal health. Particular
emphasis should be placed on overcoming entrenched cultural taboos and misconceptions
about maternal health, especially at the community and family levels.

Psychological support in maternity wards: It is recommended that a psychologist be
assigned to every maternity ward in both public and private hospitals in Afghanistan. This
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14.

15.

16.

17.

would provide crucial psychological support to women dealing with gynaecological
complications, trauma, and other mental health issues during pregnancy and childbirth.
Ensuring that women have access to psychological care is essential for their overall well-
being and for addressing the emotional and psychological aspects of maternal health.

Establish a network of psychologists for tele-consultation: When it is not possible to
appoint a psychologist for a hospital, it is recommended that a network of psychologists,
both within Afghanistan and internationally, be established to provide tele-consultation
services for women experiencing complications during pre-natal, peri-natal, and post-natal
care. This platform should also extend support to medical staff working in maternity care.
Psychological tele-consultations would provide much-needed mental health support for
women facing emotional and psychological challenges related to maternal health, as well
as a valuable resource for health workers dealing with the stress and pressure of providing
maternity care in difficult conditions. Such a network would help bridge the gap in mental
health services, particularly in areas with limited access to trained professionals, ensuring

better overall care for both women and healthcare providers.

Policy review by States, international organisations and donors: While the efforts of
States, international organisations and donors working in the health sector in Afghanistan
are commendable, they must review their policies to address the intersectional nature of
marginalisation more effectively in maternity care. Policies must consider the multiple
social identities and forms of discrimination faced by women, particularly those from
marginalised groups. A more nuanced, inclusive approach is needed to ensure equitable

access to maternal healthcare for all women in Afghanistan.

Inclusive health policies: Health-sector stakeholders in Afghanistan should prioritise the
inclusion of economically marginalised groups, religious and ethnic minorities, the
LGBTQ+ community, people with disabilities and those facing geographical barriers in
the implementation of health policies. Tailored strategies should be developed to ensure
these populations have equal access to quality maternity care. A focus on inclusivity will
help address the multiple challenges these groups face.

Increase and sustain funding for Afghanistan’s healthcare system: It is recommended
that international organisations and States significantly increase and sustain their funding
for Afghanistan’s healthcare system, with a particular focus on maternal health services.
Continued financial support is critical to rebuilding and strengthening the healthcare
infrastructure, ensuring that essential services are accessible to all populations, especially
marginalised groups. Increased funding should prioritise the training of healthcare
workers, the expansion of healthcare facilities, and the provision of necessary medical
supplies and equipment. Long-term, stable funding will help ensure the sustainability of
improvements in healthcare delivery, ultimately contributing to better health outcomes for

women and children across Afghanistan.
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18. Expand research on women’s gynaecological health: Research institutes could
undertake more qualitative research to explore the diverse experiences of women facing
gynaecological complications. This research should focus on critical issues such as forced
and child marriage, birth-spacing, nutrition, abortion, reproductive decision-making,
environmental degradation effects on women and the role of women in informal work. The
results will provide valuable insights into the health challenges faced by women, enabling

the development of targeted, effective policies and interventions to address these issues.
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