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Mdg target 5a: Reduce by three-quarters, between 
1990 and 2015, the Maternal Mortality Ratio
Afghanistan has made insufficient progress over the past two de-
cades on maternal health and is not yet on track to achieve its 
2015 targets.8
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Source: 2010 WHO/UNICEF/UNFPA/World Bank MMR report.

country context
Afghanistan has faced civil war and political instability 
since the late 1970’s. The Afghan government has found it 
challenging to restore delivery of basic services including 
food, shelter, and security.1 In recent years, education and 
health care systems, in particular, are being revived and ex-
panded. Three in five Afghan children are chronically un-
dernourished, half of children under-five are underweight, 
and one-fifth of children die before their 5th birthday.2,3 
Forty two percent of the population still subsists on less 
than US $1.25 per day.4

Afghanistan’s large share of young population (46 per-
cent of the country population is younger than 15 years 
old) provides a window of opportunity for high growth and 
poverty reduction—the demographic dividend. But for this 
opportunity to result in accelerated growth, the government 
needs to invest in the human capital formation of its youth. 
Gender equality and women’s empowerment are important 
determinants of women’s reproductive health. Higher levels 
of women’s autonomy, education, wages, and labor market 
participation are associated with improved reproductive 
health outcomes.5 Sex ratio, the number of males per 100 
females in the population, is considered a summary mea-
sure of women’s status because it reflects gender differences 
in survival rates; a sex ratio greater than 100 signals low sta-
tus of women. With the exception of Nepal and Sri Lanka, 
sex ratio in South Asia is high reflecting low status of wom-
en. In Afghanistan, the sex ratio in 2010 was estimated to 
be 107.2.6 Beyond this summary measure, there are gender 
disparities in school enrollment. Fewer girls are enrolled in 
secondary schools compared to boys with a 38 percent ratio 
of female to male secondary enrollment.7

Economic progress and greater investment in human 
capital of women will not necessarily translate into better 
reproductive health outcomes if women lack access to re-
productive health services. It is thus important to ensure 
that health systems provide a basic package of reproductive 
health services, including family planning.5

World Bank support for health in afghanistan
The Bank’s current Interim Strategy Note is for fiscal years 2009 to 2011.

current projects: 
P101502 Afghanistan HIV/AIDS Prevention Project ($10m)
P112446 Strengthening. Health Activts. for Rural Poor ($30m)
P120565 Supt to Basic Package of Health Services ($17.9m) (JSDF)
P120669 SHARP Additional Financing ($49.1m)
TF96362 through ARRFT (Afghanistan Reconstruction Trust Fund) $ 22
TF95691 through RBF (Results Based Financing) $12

pipeline projects: None

previous health projects: None

afghanistan: Mdg 5 status

Mdg 5a indicators

Maternal Mortality Ratio (maternal deaths per 100,000 live 
births) UN estimatea

1,400

Births attended by skilled health personnel (percent) 24

Mdg 5B indicators

Contraceptive Prevalence Rate (percent) 15

Adolescent Fertility Rate (births per 1,000 women ages 15–19) 120

Antenatal care with health personnel (percent) 36

Unmet need for family planning (percent) NA

Source: Table compiled from multiple sources. 
aMinistry of Health Official estimate is 1,600.
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n Key challenges

high fertility
Afghanistan has one of the highest total fertility rates (TFR) in 
the world. The total fertility rate is high at 6.6 births per woman.9 
However, data on disparities by socio-economic groups is not yet 
available.

Adolescent fertility rate is high which adversely affects not 
only young women’s health, education and employment pros-
pects but also that of their children. Births among 15–19 year 
olds are associated with the highest risk of infant and child mor-
tality as well as a higher risk of morbidity and mortality for the 
young mother.5, 10 In Afghanistan, there are 120 reported births 
per 1,000 women aged 15–19 years.7

While use of modern contraceptives is low at 15 percent, it 
has increased threefold since 2003 (Figure 2).11

figure 2 n use of modern contraceptives among ever married 
women (percentage)
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Source: Surveys – MICS 2003, NRVA 2005, AHS 2006.

Use of antenatal care and institutional deliveries are ris-
ing but are low compared to Sub-Saharan African countries. 
Just over one-third of women have at least one antenatal visit 
during pregnancy, and nearly a quarter of women deliver with 
the assistance of health personnel.11, 12 In rural areas, only seven 
percent of births were attended by a skilled birth attendant. The 
wealthiest Afghani women are over 5 times more likely to access 
skilled birth attendants than the poorest (Figure 3). Over three-
fifths of all pregnant women are anaemic (defined as haemoglo-
bin < 110g/L) increasing their risk of preterm delivery, low birth 
weight babies, stillbirth and newborn death.13

Afghanistan has an average of one health facility per commu-
nity of 100,000 people14 and only a small number of hospitals 
provide Cesarean deliveries.

Afghani women report multiple reasons for not seeking health 
care, including their condition not being severe enough (28 per-
cent), long distance to the health facility (27 percent), high cost of 
treatment (24 percent), and high cost of transport (11 percent).11

figure 3 n Birth assisted by skilled health personnel (percentage) 
by wealth quintile
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Source: Afghanistan Health Survey, 2006.

Human resources for maternal health are limited with only 
0.2 physicians per 1,000 population but nurses and midwives are 
slightly more common, at 0.5 per 1,000 population.7 Lack of fe-
male health workers limits women’s access to services. A recent 
U.S. Government initiative is supporting training of midwives in 
half of Afghanistan’s provinces, bringing obstetric care into vil-
lages and giving women employment opportunities. This pro-
gram has increased the number of midwives fourfold.15

The extremely high maternal mortality ratio at 1,400 maternal 
deaths per 100,000 live births indicates that access to and quality 
of emergency obstetric and neonatal care (EmONC) remains a 
challenge.8

stis/hiv/aids prevalence is low but unsafe practices 
increase risk for transmission
As is the case with reproductive health, little data exist regard-
ing HIV/AIDS. Current estimates suggest that between 1,000 and 
2,000 Afghans are infected with HIV, with transmission primarily 
stemming from intravenous drug use and transactional sex.16

Many factors affect transmission of HIV in Afghanistan, in-
cluding injection heroin use, displaced persons and refugees who 
may use sex as a source of income, low literacy and lack of HIV 
information and education, as well as a weak health system which 
does not have measures in place to prevent transfusion of HIV-
infected blood.



n Key actions to improve Rh outcomes

strengthen gender equality
•	 Support women and girls’ economic and social empowerment. 

Increase school enrollment of girls. Strengthen employment 
prospects for girls and women. Educate and raise awareness on 
the impact of early marriage and child-bearing.

•	 Educate and empower women and girls to make reproduc-
tive health choices. Build on advocacy and community par-
ticipation, and involve men in supporting women’s health and 
wellbeing.

Reduce high fertility
•	 Ensure effective implementation of Reproductive Health policy 

and secure reproductive health commodities and strengthen 
supply chain management.

•	 Engage community leaders and key gatekeepers, including re-
ligious leaders, to raise awareness and increase acceptability of, 
and demand for, critical Reproductive Health/family planning 
services

•	 Educate men about contraceptive choices and the impact of 
high fertility. Work within the framework of prevailing re-
ligious and cultural gender norms, drawing on reverence for 
motherhood and eagerness for healthy children to promote 
contraceptive use, especially for birth spacing.

•	 Promote the use of ALL modern contraceptive methods, in-
cluding long-term methods, through proper counseling which 
may entail training/re-training health care personnel.

Reduce maternal mortality
•	 Train more female skilled birth attendants to increase access 

to delivery services. Collaborate with other partners to ensure 
continuity of education including reproductive health educa-
tion for young women and men.

•	 Generate demand for the service and provide vouchers to wom-
en in hard-to-reach areas for transport and/or to cover cost of 
delivery services. During antenatal care, educate pregnant about 
the importance of delivery with a skilled health personnel and 
getting postnatal check. Encourage and promote community 
participation in the care for pregnant women and their children.

•	 Strengthen the referral system by instituting emergency trans-
port, training health personnel in appropriate referral proce-
dures (referral protocols and recording of transfers) and estab-
lishing maternity waiting homes at hospitals to accommodate 
women from remote communities who wish to stay close to the 
hospital prior to delivery.

•	 Target the poor and women in hard-to-reach rural areas in the 
pro vision of basic and comprehensive emergency obstetric 
care (renovate and equip health facilities).

Reduce stis/hiv/aids
•	 Educate, raise awareness, and provide counseling and advice 

on STIs and HIV/AIDS, including voluntary testing. Use the 
antenatal care and primary health care systems to provide inte-
grated services for STIs and HIV/AIDS.

•	 Improve data collection and surveillance, especially among 
high risk populations.



development partners support for Reproductive health 
in afghanistan
Who: Safe motherhood

unfpa: Reproductive health and rights

unicef: Child protection; under-5 mortality

usaid: Health systems strengthening; skilled birth 
attendance

dfid: Child protection

sida: Women’s rights; Girls’ education

cida: Healthcare workforce

ausaid: Safe Motherhood

giZ: Gender mainstreaming

Msh: Family Planning; Health Systems Strengthening

Marie stopes: FP training; Contraception distribution

ippf: RH rights; educating & empowering youths re: STIs 
and HIV
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This profile was prepared by the World Bank (HDNHE, PRMGE, 
and SASHN) and Management Science for Health (MSH). For more 
information contact, Samuel Mills, Tel: 202 473 9100, email: smills@
worldbank.org. This report is available on the following website: 
www.worldbank.org/population.

technical notes:
Improving Reproductive Health (RH) outcomes, as outlined in the 
RHAP, includes addressing high fertility, reducing unmet demand 
for contraception, improving pregnancy outcomes, and reducing 
STIs.

The RHAP has identified 57 focus countries based on poor 
reproductive health outcomes, high maternal mortality, high 
fertility and weak health systems. Specifically, the RHAP identifies 
high priority countries as those where the MMR is higher than 
220/100,000 live births and TFR is greater than 3.These countries are 
also a sub-group of the Countdown to 2015 countries. Details of the 
RHAP are available at www.worldbank.org/population.

The Gender-related Development Index is a composite index 
developed by the UNDP that measures human development in the 
same dimensions as the HDI while adjusting for gender inequality. 
Its coverage is limited to 157 countries and areas for which the HDI 
rank was recalculated.



afghanistan RepRoductive heaLth action pLan indicatoRs

indicator Year Level indicator Year Level

Total fertility rate (births per woman ages 15–49) 2008 6.6 Population, total (million) 2008 29.0

Adolescent fertility rate (births per 1,000 women ages 15–19) 2008 120 Population growth (annual %) 2008 2.7

Contraceptive prevalence (% of married women ages 15–49) 2007 15 Population ages 0–14 (% of total) 2008 46.3

Unmet need for contraceptives (%) — — Population ages 15–64 (% of total) 2008 51.5

Median age at first birth (years) from DHS — — Population ages 65 and above (% of total) 2008 2.2

Median age at marriage (years) — — Age dependency ratio (% of working-age population) 2008 94.3

Mean ideal number of children for all women — — Urban population (% of total) 2008 24.0

Antenatal care with health personnel (%) 2007 36 Mean size of households — —

Births attended by skilled health personnel (%) 2007 24 GNI per capita, Atlas method (current US$) 2008 370

Proportion of pregnant women with hemoglobin <110 g/L 2008 61 GDP per capita (current US$) 2008 366

Maternal mortality ratio (maternal deaths/100,000 live births) 1990 1700 GDP growth (annual %) 2008 2.3

Maternal mortality ratio (maternal deaths/100,000 live births) 1995 1800 Population living below US$1.25 per day 2001 42

Maternal mortality ratio (maternal deaths/100,000 live births) 2000 1800 Labor force participation rate, female (% of female population ages 15–64) 2008 33.3

Maternal mortality ratio (maternal deaths/100,000 live births) 2005 1500 Literacy rate, adult female (% of females ages 15 and above) — —

Maternal mortality ratio (maternal deaths/100,000 live births) 2008 1400 Total enrollment, primary (% net) — —

Maternal mortality ratio (maternal deaths/100,000 live births) target 2015 417 Ratio of female to male primary enrollment (%) 2008 66.4

Infant mortality rate (per 1,000 live births) 2008 165 Ratio of female to male secondary enrollment (%) 2007 38

Newborns protected against tetanus (%) 2008 83 Gender Development Index (GDI) — —

DPT3 immunization coverage (% by age 1) 2008 85 Health expenditure, total (% of GDP) 2007 11.6

Pregnant women living with HIV who received antiretroviral drugs (%) — — Health expenditure, public (% of GDP) 2007 1.8

Prevalence of HIV, total (% of population ages 15–49) — — Health expenditure per capita (current US$) 2007 45.5

Female adults with HIV (% of population ages 15+ with HIV) — — Physicians (per 1,000 population) 2005 0.2

Prevalence of HIV, female (% ages 15–24) — — Nurses and midwives (per 1,000 population) 2005 0.5


