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Report

Addressing maternal and child health in post-conflict 
Afghanistan: the way forward
P.K. Singh,1 R.K. Rai 2 and M. Alagarajan 1

ABSTRACT Afghanistan’s maternal and child mortality rates are among the highest in the world. The country faces 
challenges to meet the Millennium Development Goals set for 2015 which can be attributed to multiple causes 
related to accessibility, affordability and availability of health-care services. This report addresses the challenges 
in strengthening maternal and child health care in Afghanistan, as well discussing the areas to be prioritized. In 
order to ensure sound maternal and child health care in Afghanistan, policy-makers must prioritize monitoring 
and surveillance systems, integrating maternal and child health care with rights-based family planning methods, 
building human resources, offering incentives (such as the provision of a conditional cash transfer to women) and 
promoting action-oriented, community-based interventions. On a wider scale, the focus must be to improve the 
health infrastructure, organizing international collaboration and expanding sources of funding.
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التعاطي مع صحة الأمهات والأطفال في مرحلة ما بعد الصراع في أفغانستان: الطريق إلى الأمام
براشانت كمارسنك، راجيش كمارْرائي، منوج الغاراجَن

الخلاصـة: تعتبر معدلات وفيات الأمهات والأطفال في أفغانستان من بين المعدّلات الأعلى في العالم. إذ يواجه البلد تحديات كثيرة تعرقل بلوغ المرامي 
الإنمائية للألفية لعام 2015؛ ويعزى ذلك إلى وجود أسباب متعددة تتعلق بإتاحة خدمات الرعاية الصحية، ويسر تكاليفها وتوافرها. ويستعرض هذا 
التقرير التحديات التي تواجه رعاية الأمومة والطفولة في أفغانستان، كما يناقش المجالات التي ينبغي أن تولى لها الأهمية. فمن أجل ضمان تقديم رعاية 
د، والتكامل بين رعاية  صحيحة للأمهات وللأطفال في أفغانستان ينبغي على أصحاب القرار السياسي أن يضعوا في أولوياتهم نُظُم الرصد والترصُّ
الأمهات والأطفال وبين طرق تنظيم الأسرة المبنية على الحقوق، وبناء الموارد البشرية، وتقديم الحوافز )مثل تقديم حوالات مالية مشروطة للنساء(، 
وتعزيز التدخلات المجتمعية ذات المردود العملي. وعلى النطاق الواسع، ينبغي التركيز على تحسين البنية التحتية، وتنظيم التعاون الدولي، وتوسيع 

نطاق موارد التمويل.

Prise en charge de la santé de la mère et de l'enfant en Afghanistan après les conflits : orientations futures

RÉSUMÉ Les taux de mortalité maternelle et infantile en Afghanistan comptent parmi les plus élevés au monde. 
Le pays est confronté à des défis pour réaliser les objectifs du Millénaire pour le développement fixés pour 2015. 
Les causes sont multiples, mais on peut citer l'accessibilité géographique et économique et la disponibilité des 
services de soins de santé. Le présent article traite des difficultés qui se posent en matière de renforcement 
des soins de santé maternelle et infantile en Afghanistan, et détaille les domaines à rendre prioritaires. Afin 
d'assurer des soins de santé de qualité aux femmes et aux enfants en Afghanistan, les décideurs politiques 
doivent accorder la priorité aux systèmes de surveillance et de suivi, en intégrant les soins de santé maternelle et 
infantile aux méthodes de planification familiale fondées sur les droits de l'homme, en renforçant les ressources 
humaines, en proposant des avantages (tels que des programmes de transfert conditionnel de fonds aux femmes) 
et en favorisant des interventions pratiques dans la communauté. À plus large échelle, l'accent doit être mis sur 
l'amélioration des infrastructures de santé, en organisant une collaboration internationale et en élargissant les 
sources de financement.
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Background

Afghanistan is the most dangerous place 
for a child to be born in Asia, according 
to a 2013 World Health Organization 
(WHO) and United Nations Children’s 
Fund (UNICEF) joint report [1]. The 
long-term conflict in Afghanistan has 
adversely affected the health status of 
the population in general, and maternal 
and child health (MCH) in particular. 
The situation is further confounded by 
barriers to access to health-care services 
[2]. Millions of people died during the 
1992 civil war and the political unrest 
that followed still remains a serious 
concern [3]. The Afghan health care 
system, which was destroyed during the 
Taliban regime in 2001, has continued 
to suffer [4]. It is therefore not surpris-
ing that Afghanistan has some of the 
poorest MCH indicators worldwide. 
In the special edition of the State of the 
world’s children report 2009, UNICEF 
expressed concern over Afghanistan’s 
infant mortality rate, which is the high-
est in the world [5]. Furthermore, in the 
global mothers’ index ranking, which 
includes 176 countries, Afghanistan was 
ranked 145 in the world in terms of 
mothers’ well-being in 2013 [6]. 

According to the 2013 Human 
Development Report, Afghanistan 
was the 11th least developed country 
(ranked 175 out of 186 countries) in 
the world [7]. Additionally, if a child is 
fortunate enough to survive birth, the 
child could only expect to live for 44 
years in Afghanistan, while the global life 
expectancy at birth is approximately 67 
years for the period 2005–10. Recent 
estimates have confirmed that deaths 
from noncommunicable diseases are 
highest in Afghanistan [8]. While the 
new government, along with its interna-
tional partners, has begun to rebuild the 
public health system since the Taliban 
regime ended in 2001, a great deal of 
work remains to be done in MCH care. 
This report aims to describe the current 
scenario, explain the present challenges 

in MCH care and suggest strategies that 
can ameliorate the situation.

Maternal and 
child health: the 
current scenario

Afghanistan is committed to the un-
precedented global consensus Millen-
nium Development Goals (MDG) 
of reducing the child mortality rate by 
two-thirds (MDG 4) and improving 
maternal health (MDG 5) by 2015, 
goals which present a great challenge to 
the Afghan health care system. Shortly 
after the establishment of the Transi-
tional Islamic Republic of Afghanistan 
an interim national health policy and 
national health strategy were developed 
during 2002–04. Moreover, acknowl-
edging the immediate response to poor 
health status of Afghani people, and 
addressing the country’s worst health 
statistics, the Ministry of Public Health 
launched the basic package of health 
services (BPHS) in 2002 [9].

Despite some improvement in 
MCH indicators, the Maternal Mortali-
ty Estimation Inter-Agency Group have 
highlighted that the maternal mortality 
ratio (defined as the number of mater-
nal deaths during a given time period 
per 100 000 live births during the same 
time period) in Afghanistan was 460 per 
100 000 live births (95% uncertainty 
interval: 250–850). This demonstrates 
insufficient progress towards achiev-
ing the Millennium Declaration [10]. 
The pregnancy-related mortality ratio 
is placed at 327 per 100 000 (95% un-
certainty interval: 260–394); while in 
rural areas it is 417 (95% uncertainty 
interval: 325–510), over 4 times that in 
the urban areas at 95 (95% uncertainty 
interval: 54–135) [11]). Further, the 
lifetime risk of maternal mortality in 
Afghanistan is 1 in 32 [10].

Haemorrhage, which is by far the 
leading cause of maternal death in the 
majority of developing countries, was 

reported to be the major cause of ma-
ternal death in Afghanistan as well [12], 
followed by eclampsia and prolonged or 
obstructed labour [11]. Although over 
three-fifths of women in Afghanistan 
utilize some form of antenatal care ser-
vices from skilled providers, only 16% 
met the World Health Organization 
(WHO) recommendation of at least 4 
antenatal care visits. The latest estimates 
show that just 34% of women had their 
birth attended by skilled birth attend-
ants in a health facility, and nearly 75% 
of women had not received any post-
natal checkups following delivery [11].

Currently, just 1 in 5 women in 
Afghanistan use any form of contra-
ceptive, and this rate was even lower 
(1 in 10) among women in the age 
group 15–19 years. The adolescent 
birth rate, expressed as the number of 
births among girls aged 15–19 years 
per 1000 girls is 151, among the highest 
globally [13]. Age at marriage reliably 
predicts childbearing practices and the 
status of women in a given society [14]. 
In Afghanistan, approximately 21% 
of women aged 25–49 years are mar-
ried by age of 15 years and over 33% 
of women have had their first birth by 
age 19 years, raising concerns about 
maternal and child morbidity as well as 
mortality at an early age [11]. Inequality 
in service utilization is also a major con-
cern, as just 25% of women in rural areas 
utilized institutional delivery compared 
with over three-fifths of women from 
urban areas. Similarly, utilization of de-
livery care amongst the richest Afghan 
women is 6 times higher that of the 
poorest women [11].

From 1990 to 2011, Afghanistan’s 
mortality rate for children under 5 years 
decreased from 192 to 101 deaths per 
1000 live births [1]. This represents 
an average annual rate of reduction of 
3.1, suggesting only marginal progress. 
However, Afghanistan is one of the top 
10 countries with the most under-5 
deaths. Despite the overall reduction in 
under-5 mortality rates from 1990 to 
2011, the absolute number of under-5 
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deaths has increased from 117 000 in 
1990 to 128 000 in 2011 [1]. About half 
of under-5 deaths in Afghanistan are due 
to acute respiratory infections, followed 
by severe infections (20%), prenatal-
related disorders (15%), injury (9%) 
and diarrhoea (6%) [11]. In 2006, barely 
27% of the children were fully immu-
nized before their second birthday [15]. 
Chronic malnutrition (32%) is also very 
high for children under 5 years old [13].

Challenges and 
recommendations

Since 2001, MCH status in Afghani-
stan has been improving slowly due to 
humanitarian efforts by several inter-
national agencies, but much remains 
to be done. Given that Afghanistan 
has the poorest MCH indicators in 
the world, coupled with a post-conflict 
environment and widespread poverty, a 
comprehensive action-based approach 
is needed in order to achieve the MCH 
targets of the MDG. Policy-makers 
must work towards an accessible, effec-
tive and sustainable MCH care system 
in Afghanistan, despite the numerous 
challenges that are present.

Need to strengthen MCH 
information and monitoring/
surveillance system
Minimizing the MCH knowledge gap 
is an essential component for effective 
programme and policy implementa-
tion, particularly in post-conflict na-
tions such as Afghanistan [16]. Low 
levels of knowledge about MCH care, 
characterized by incomplete and/or 
contradictory data, could divert the 
entire resource allocation pattern, as 
witnessed in the Congo [17]. In the 
case of Congo, the World Bank empha-
sized the need to examine health-care 
delivery systems developed during the 
conflict [17]. In addition, establishment 
of proper monitoring and surveillance 
systems is crucial to assess the cover-
age of ongoing programmatic efforts. 

For instance, after 2001, the Afghan 
Ministry of Public Health has launched 
several programmes and interventions 
including the BPHS; however the ac-
tual extent of these services coverage 
remains unclear [18]. Previous studies 
have confirmed that there is a lack of 
standardized national system for en-
suring quality during the delivery of 
the BPHS in Afghanistan and it varies 
across regions and providers. Thus, a 
proper  monitoring system may ensure 
standard practices and encourage pro-
viders to pursue standardized norms 
for service delivery. It also helps to un-
derstand the magnitude and nature of 
huddles that restricts the coverage of 
MCH care services.

Importance of databases for 
planning and evaluation
To reach the maximum population in 
need of essential MCH care services, 
particularly those who are uneducated, 
poor and residing in remote places, the 
importance of timely and adequate da-
tabase management for better planning 
and evaluation should not be ignored. 
It is essential, since the distribution of 
health services in any country is based 
on demand and supply side factors. 
Thus, an independent MCH analysis 
unit established under the Ministry of 
Public Health in Afghanistan could 
examine different sources of data/infor-
mation and how to integrate them with 
a wider health system.

Integrating family planning 
and MCH care
The high total fertility rate of 5 births 
per woman, leading to rapid population 
increases, coupled with a low rate of 
contraceptive use, could adversely affect 
the efforts to improve health, educa-
tion and employment. An important 
way to confront population growth 
and spur economic development is 
through the provision of integrating 
rights-based family planning (FP) 
and MCH care [19]. This approach 
is recognized as a cost-effective way 

to prevent unintended pregnancies, 
reduce maternal and child mortality 
and improve the overall MCH status 
[20]. Integrating FP and MCH services 
typically means offering women a broad 
set of FP and MCH services during the 
same appointment, at the same service 
delivery site, from the same service 
provider [21]. In addition, effective con-
sultations about specific MCH needs 
should be provided to women during 
their first antenatal care visit, in order to 
ensure subsequent service utilization. 
What are proper MCH care practices 
and how to implement them should be 
explained in detail. For countries with 
established traditions of administering 
FP and MCH programmes separately, 
integration of the 2 priority areas may 
be met with resistance [21]. However, 
since Afghanistan is in the initial stage 
of establishing its health-care system, it 
has the unique advantage of being able 
to introduce a system that integrates FP 
and MCH effectively.

Recognizing MCH needs as a 
human right and as a means to 
achieve the MDGs
Accessing health care represents a 
unique challenge for Afghan women. 
The social system in Afghanistan is 
strongly patriarchal and men largely 
control women’s mobility [4]. Access 
to education and health care remains 
poor, while forced marriage and domes-
tic violence are experienced by a large 
percentage of Afghan women [14]. This 
oppressive environment has a profound 
impact on women’s self-confidence, 
self-esteem and ability to take control 
of their lives and engage in public affairs. 
Nearly 1 in 5 women reported that they 
did not get permission to utilize ANC 
and safe delivery care [11]. The process 
of creating a safe environment that will 
encourage women to seek health care, 
education and other economic oppor-
tunities must be initiated at the fam-
ily and societal level. Promoting higher 
education for women is perhaps the best 
possible way to promote rights-based 
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interventions for health care utilization. 
Education of girls should be the new gov-
ernment’s primary goal. There should 
also be provision for re-enrolment for 
women and girls who have dropped 
out of school. In addition, promotion of 
distance learning could be an effective 
way to reach remote areas as it does not 
require students to be physically present, 
allowing for a flexible educational envi-
ronment alongside regular housework. 
Educational curricula should promote 
health awareness, including knowledge 
of common diseases and how to prevent 
them. Educational courses in conflict 
resolution could perhaps contribute to 
a calm and safe home environment, as 
well as improved negotiation skills for 
women and girls.

Improving human resources 
for health
Shortage of health-care workers poses 
a major challenge for Afghanistan’s 
health care system. There are only 6000 
physicians and 14 000 nurses serving a 
population of 28 million people [22]. 
Female providers currently constitute 
only 24% of the workforce, with consid-
erable variations across provinces [22]. 
Another obstacle is the lack of qualified 
health-care workers. About 70% of the 
nurses, midwives and laboratory techni-
cians do not meet minimum knowledge 
and skills standards. Further,  for various 
reasons, health-care workers prefer to 
work in urban areas [23]. There is a 
need for a comprehensive policy on hu-
man resources for health, which ensures 
planning the national health workforce, 
estimating the size and composition 
of the future workforce, defining the 
roles of health workers, developing 
standardized training programmes and 
minimum staffing standards for health 
facilities at different levels. In addition, 
developing undergraduate public 
health degree programmes and evaluat-
ing the performance of health workers 
on a periodic basis will ensure a trained 
pool of public health professionals. A 
collaborative approach between the 

Ministry of Public Health and Ministry 
of Higher Education, recognizing both 
workforce requirements and educa-
tional standards, is perhaps the best ap-
proach for meeting the need for skilled 
human resources for obstetric care [24].

Addressing poverty and health 
gaps in MCH
Socioeconomic and regional inequality 
in health services utilization is a major 
global concern and Afghanistan is no 
exception. The Afghanistan mortality 
survey, conducted in 2010, revealed huge 
socioeconomic and regional inequalities 
in MCH [11]. The rates of safe delivery in 
urban areas were more than twice that in 
rural areas (66% and 25% respectively). 
Similarly, safe delivery care was about 
6 times higher among women belong-
ing to the highest wealth quintile (63%) 
compared with the lowest (11%). The 
under-5 mortality rate was higher among 
the most remote quintile (93 per 1000 
births) compared to the least remote 
quintile (69 per 1000 births). Recent 
estimates confirm that more than half of 
Afghan women reported lack of money 
as a reason for not delivering in a health 
facility and this figure is as high as 70% 
among women from the poorest wealth 
quintile [11]. Similarly, children born to 
mothers in the highest wealth quintile 
have half the risk of mortality compared 
with those born to mothers in the poor-
est wealth quintile (49 and 106 per 1000 
live births respectively). The issue of pov-
erty as a barrier to obtaining MCH could 
perhaps be addressed by introducing a 
financial mechanism, such as a voucher 
or conditional cash transfer. This voucher 
system, which has been adopted by sev-
eral countries, could be used to provide 
services and transportation to facilities 
free of charge or at a highly subsidised 
rate, which may increase the utilization of 
health services [25].

Providing basic infrastructure 
and ensuring quality of care
The lack of basic infrastructure in the 
country adversely affects the health care 

system, as only 6% of Afghans have ac-
cess to reliable electricity sources and 
just 30% of rural households have ac-
cess to safe drinking water [22]. The 
extreme climate and terrain combined 
with the lack of roads in many parts of 
Afghanistan makes it difficult to access 
health facilities. Effective and efficient 
health-care systems require investment 
in transportation, electricity, safe wa-
ter and hygiene and communication, 
particularly in rural areas and remote re-
gions. Ensuring quality of care in MCH 
must be prioritized. The Afghanistan 
mortality survey found that a substan-
tial proportion (35%) of women had 
not utilized maternity services due to 
quality-related issues that included poor 
service quality, inconvenient service 
hours, long waiting periods and lack of 
female providers [11]. A recent study in 
Afghanistan observed that the quality of 
care in provincial hospitals fell below the 
Integrated Management of Childhood 
Illness standards [26], and presented 
a compelling reason to include such 
training standards developed by WHO 
and UNICEF [27]. Improving commu-
nication between health professionals 
and pregnant women could also raise 
women’s confidence with respect to the 
utilization of health facilities.

Encouraging family and 
community support/
participation in MCH
Family and community support for 
women during pregnancy and child-
birth must be a key component of 
safe motherhood programmes. In this 
regard, midwives and local nongovern-
mental organizations (NGOs) could 
play a vital role in disseminating health 
promotion at the family and com-
munity levels. Additionally, the effect 
of traditional cultural health practices 
among several tribes (such as the Turk-
men, Uzbek, Baloch, Pashai who are 
geographically isolated) and of religious 
beliefs should not be overlooked by 
ongoing health programme efforts. 
Evidence from South Asian countries, 
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including India [28], Pakistan [29] and 
Bangladesh [30] suggests that religion is 
an important predictor of demographic 
and health outcomes. Further, certain 
norms and characteristics of some 
ethnic groups may encourage negative 
attitudes toward modern medicines 
and health service utilization. Studies 
have shown that collaboration between 
religious leaders and health officials are 
vital for changes in health and risky be-
haviour [31]. In order to enhance fam-
ily and community level efforts, cultural 
and religious misconceptions regarding 
health care must be addressed. Target-
ing senior males (including husbands) 
and females of households, along with 
other influential community stakehold-
ers (including religious leaders) are 
essential aspects of communication 
activities for behaviour change. In ad-
dition, women advocacy groups and 
self-help groups at the village level could 
serve as effective communication tools 
in spreading awareness about the impor-
tance of timely and proper MCH care.

Political commitment and 
willingness in MCH
The importance of strong political 
commitment to encourage good health 
was highlighted first by Rosenfield in 
1985 [32] and put politics firmly on 
the map as an important explanatory 
factor of good health in low-income 
countries. The significance of political 
commitment in health was also high-
lighted by the WHO Commission on 
Social Determinants of Health, which 
stated that poor health was not a natural 
state of affairs but the result of “a toxic 
combination of poor social policies and 
programmes, unfair economic arrange-
ments, and bad politics” [33]. Although 
the evidence supporting political com-
mitment as a key  to good health has 
not been compelling, experiences from 
some South and East Asian countries 
such as Bangladesh, Sri Lanka, Thailand 
and other countries such as Ethiopia 
have shown that strong political com-
mitment profoundly strengthens the 

performance of the health-system even 
in poor resource settings. Experiences 
from these countries can help Afghan 
political establishment to optimize 
the efforts in support with experiences 
from international agencies working in 
Afghanistan to ensure a higher reach of 
essential MCH services.

Other issues
Although Afghanistan has been sup-
ported by several international donors, 
it is uncertain whether the support 
will be continued, given the persistent 
economic hardship in donor countries 
[27]. In the case of post-conflict nations 
such as Afghanistan, continued fund-
ing for health system development is 
essential. Along with financial support, 
there is need for national/international 
interagency coordination. An effective 
and efficient coordination mechanism 
between different agencies requires the 
generation of more robust information 
in order to create a sustainable, nation-
wide health care system. In Afghanistan, 
nearly 70% of medical programmes have 
been implemented by aid organizations 
[34], and medical services have been 
provided mostly by NGOs contracted 
through the Ministry of Public Health 
[8]. In Afghanistan, contracting with 
NGOs has proved to be a way for the 
government to gain and maintain policy 
leadership [35]. However, there are no 
guidelines or mechanisms to encour-
age international NGOs to build the 
capacity of local NGOs [18]. By setting 
priorities, establishing the division of 
responsibility, providing financing and 
monitoring, NGOs could be given a 
fair degree of autonomy while still being 
held accountable for achieving national 
goals. This could be one of the key issues 
in reorienting the health delivery system 
in the country [36]. Ensuring a safe and 
secure environment for health-care pro-
viders and those trying to seek health 
care, particularly women, is one of the 
greatest challenges for the new govern-
ment. Approximately 12% of women re-
ported security reasons for not utilizing 

maternity services and this figure was 
as high as 30% in the eastern and south 
eastern regions of Afghanistan [11]. 
In 2007, about 45% of Afghanistan’s 
districts were inaccessible to United 
Nations missions for extended peri-
ods of time due to security constraints 
and movement restrictions [37]. The 
security conditions have worsened in 
certain parts of Afghanistan, including 
the southern region, where the latest 
mortality survey was not conducted 
owning to security reasons.

Conclusion

Afghanistan has a long way to go in 
achieving acceptable standards of 
MCH care. However, there are several 
opportunities that must be considered 
in deciding how to pace development 
efforts. There is a need to capitalize on 
the opportunity for the Afghan govern-
ment’s work with international partners 
such as the United States Agency for 
International Development, WHO, 
the World Bank, UNICEF and the 
European Union. These organizations 
provide valuable knowledge and ex-
perience that can be effectively used 
towards building a sustainable health 
care system in Afghanistan. In addition, 
learning from the successes and failures 
of other post-conflict countries such 
as the Congo, Haiti and Sudan could 
facilitate improved MCH care.

Health policies must focus on strate-
gies that reach the poor and those in 
underserved regions. This calls for suf-
ficient willing and well-trained health-
care workers. With the help of local 
NGOs, midwives and other stakehold-
ers, families and communities can be 
mobilized to improve MCH care by 
creating awareness through effective 
communication strategies, and provid-
ing information about the benefits of 
proper and timely utilization of MCH 
services. An essential component of any 
long-term safe motherhood programme 
is to educate and empower women at the 
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