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INTRODUCTION
•
•
•
•

Every year 86,500 babies die in Afghanistan
Every year 17,000 mothers die from pregnancy and childbirth complications
and 81 percent deliver at home without access to a health facility or skilled
birth attendant1
Many of these lives can be saved through low cost solutions
Afghanistan is making some progress but more needs to be done to save lives

Save the Children, in collaboration with the Ministry of Public Health (MoPH) and
other partners, is working on a strategy to assess gaps and address major child and
maternal health concerns.
Newborn lives can be saved in Afghanistan. By focusing on communities where most
children are born; by concentrating on maternal and newborn care services that
reach pregnant women; by ensuring appropriate delivery care using skilled birth
attendants; by ensuring referral to emergency obstetric care in cases of complication
and by providing early postnatal care, lives will be saved. The future of newborns in
Afghanistan must begin with these recommendations:
•

Increase commitment to newborn health. The Ministry of Public Health
demonstrated its commitment to newborn health by mandating the Basic
Package of Health Services (BPHS) and increasing training for midwives and
Community Health Workers. But, policy commitment (BPHS, EPHS, etc.) alone
is not enough—more financial resources must be allocated to implement and
sustain planned programs.

•

Begin care for newborns with care for mothers. While the BPHS provides
the framework for appropriate care for pregnant women at all levels of the
health system, a concerted effort to encourage women and their families to use
these services is necessary. As the BPHS becomes more institutionalized, a
strong behavior change communications strategy is needed to educate and
motivate pregnant women and their families to seek antenatal and early postnatal
care, and to rely less on traditional birth attendants and relatives to deliver
babies in home settings.

•

Provide evidence-based newborn care. As mothers and newborns are the
most vulnerable during the first hours and days after delivery, provisions for
maternal and newborn postnatal care during that time will have the greatest
impact on saving lives. So, Afghan mothers and babies deserve and must have
proper attention / care in these hours/days.

•

Integrate evidence-based newborn care into existing safe motherhood,
child survival and other programs. To sustain and deliver evidenced-based
newborn care at scale, it must be integrated into existing programs.

1

Afghanistan Health Survey (AHS) 2006, John Hopkins University, Ministry of Public Health.
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•

Develop and replicate promising program innovations. There is great
value in applying the lessons learned in other countries and replicating
interventions that have been tested successfully. Drawing upon those lessons,
and then sharing information and knowledge about appropriate practices
throughout the country is a critical step toward raising awareness that behaviors
can change and those changes will lead to lives saved.

•

Monitor and evaluate what is done. Good data are necessary for policy
makers, program planners and service providers to better understand how to
use existing resources, monitor program performance and make necessary
changes in health care programs. But new information also must be sought to
continue to improve. Now is the time to learn what has been done, what works,
and how to build on that knowledge for future programs.

•

Enhance knowledge base. To ensure programming decisions and service
design are based on the issues that communities, families and individuals value,
three types of research are necessary: formative research to understand local
beliefs and practices; operations research to learn how to deliver affordable, lifesaving preventive and curative care; and epidemiological research to pinpoint
contributing factors to newborn death.

•

Strengthen the continuum of care, beginning in the home and the
community. While women are encouraged to deliver their newborns in a
facility, for the foreseeable future in Afghanistan, they will continue to go through
childbirth at home. Community-based maternal and newborn care services must
therefore be enhanced to meet immediate need and reality.

The limited data available on newborn mortality in Afghanistan indicate that
newborns die at a very high rate. According to Save the Children’s State of the
World’s Mothers 2007: Saving the Lives of Children Under 5 report, one in four children
in Afghanistan will die before the fifth birthday. The Afghanistan Health Survey (AHS)
2006 estimated the infant mortality rate at 129 per thousand. The AHS further
estimates the under-five mortality rate to be 191 per thousand live births with 95
percent confidence interval for the estimate of under-five mortality at 149 to 233.
According to Save the Children’s 2007 State of the World’s Mothers report, the
country has one of the highest ratios of maternal deaths to live births in the world,
with 20,000 women and 370,000 children under five dying annually.2, 3 The reality of
what these figures mean to an Afghan mother is that, on average, she is likely to lose
two children younger than five years in her lifetime. What makes these data
particularly unpalatable is that most of these deaths are easily preventable.
Clearly, decades of conflict and civil strife in Afghanistan have negatively influenced
the health of the entire population—including mothers and their newborns. Since
2

In its 2007 State of the World’s Mother’s Report, Save the Children reported 20,000 women die
annually. However, the Afghanistan Ministry of Public Health (MoPH) reports 17,000 maternal deaths
in its National Reproductive Health Strategy document. This document will refer to the MoPH figure.
3
Save the Children US. State of the World’s Mothers 2007: Saving the Lives of Children Under 5., 915.
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2001, the country has emerged slowly from these difficult times and is rebuilding,
though setbacks in stability/peace are ongoing.
Along with all other elements of the county’s health care system, steps were taken in
2002 to focus much-needed attention on the survival of newborns. In the
Reproductive Health Department of the MoPH, the Maternal-Newborn Care (MNC)
Taskforce developed national standards for newborn care. The MoPH also
reorganized existing health services to ensure that the BPHS is available to all
citizens, especially women and children.
The BPHS focuses on services that:
1. Have the greatest impact on major health problems;
2. Are cost-effective in addressing problems faced by many people; and
3. Can be delivered to give equal access to both rural and urban populations.
Given these criteria, maternal and newborn health (MNH) was identified as one of
the major components of the BPHS.4
The principal challenge for the MoPH is the sheer magnitude of what needs to be
done to address newborn mortality in a country where culture and family norms
limit women’s autonomy and mobility and, in many parts of the country, skilled
female health care providers are not available even for those women who do seek
care. Additionally, increasing women’s knowledge of their own reproductive and
maternal health is still very difficult for a number of reasons, not least of which is
high illiteracy and aforementioned conservative cultures.
To help address this challenge, the Saving Newborn Lives initiative, through the Save
the Children (SC) Afghanistan Country Office (AfCO), in partnership with the
MoPH, is seeking to develop a strategy for newborn health. This strategy is meant to
be incorporated into Afghanistan’s existing Reproductive Health (RH) strategy, and
this situation analysis of MNH in Afghanistan was conducted to facilitate this strategy.
The specific objectives of this analysis are to provide an overview of the following:
•

•
•

the state of maternal health in Afghanistan, focusing on factors that effect
women’s health before and during pregnancy; maternal mortality and its causes;
intrapartum and postpartum morbidity and their causes; MNC services; and the
impact of gender, poor food security and physical (in)security on women’s health.
The state of newborn health in Afghanistan, with a focus on the current level and
causes of neonatal mortality, and the status of evidence-based interventions that
could contribute to lower neonatal mortality.
The MoPH’s MNH policies and programs.

And to:

Other components are: Child Health and Immunization, Public Nutrition, Communicable Diseases, Mental
Health, Disability and Supply of Essential Drugs.

4

Afghanistan Newborn Health Situation Analysis (March 2008)

7

•
•

Identify gaps in research, policies and programs related to MNH.
Suggest future directions and opportunities to promote affordable and
sustainable newborn health interventions.

This situation analysis was prepared after a literature review as well as extensive
interviews with MoPH and SC health staff plus staff of other NGOs and donors
working in the health sector. Visits to AfCO project sites as well as to those of
other organizations engaged in the sector were also made. Finally, a meeting with the
National Task Force on Reproductive Health was held to review findings, receive
additional input from these experts and finalize the situation analysis.
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Antenatal care being provided at Kabul’s Rabia Balkhi Hospital
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CHAPTER 1: MATERNAL HEALTH
To provide an accurate review of the state of maternal health in Afghanistan, this
chapter addresses these points:
1.
2.
3.
4.
5.

Factors that affect women’s health status before and during pregnancy,
Maternal mortality and its causes,
Intrapartum and postpartum morbidity and their causes,
MNC services with a focus on antenatal and postnatal care and
The impact of gender, poor food security and physical (in)security on
women’s health.

Before discussing these factors and their effects on women’s health, it is important
to document and understand the demographic characteristics of the country’s female
population. Women comprise 46 percent of the total population of Afghanistan,
which is estimated to be as few as 27 million and as many as 31 million (Population
Reference Bureau5). There are further estimated to be approximately five million
women aged 15-49 years with a total fertility rate of 6.3 children. Girls who are
younger than 15 years make up more than 40 percent of the female population. The
life expectancy of Afghan women is 42 years. Only one fifth of adult women are
literate and 43 percent are economically active.
More than half of women in Afghanistan are married by the time they are 18 years
old. On average, girls are married in rural areas at 15 years of age while girls in urban
areas are married by 17.6 Childbirth in the first year of marriage is common. Thus, it
can be assumed that a large number of infants are born each year to young women
and even girls who are not yet physically mature.
Education
The Afghanistan 2003 MICS Multiple Indicator Cluster Survey (MICS) survey
reported that adult literacy was 14 percent for women and 43 percent for men. In
2004, primary school enrollment was reported at 57 percent7 with some increases
for girls as well as boys. So, it could be assessed that the situation is improving
steadily for girls as improved educational opportunities lead to potentially better
futures. However, the lack of literacy and education among women who are
currently of child-bearing age must be recognized as an immediate problem.
To ensure illiterate people—especially women—have access to information on basic
healthcare, the Information Communication and Education (IEC) department of the
MoPH, with help from other stakeholders such as the ACCESS program, UNICEF,
UNFPA and other organizations, is developing pictorial IEC materials, health
messages and tools, which are used by CHWs and other health workers in outreach
and at health facilities.
5

Population Reference Bureau website: www. prb.org
UNFPA. 2004. “Child Marriage Advocacy Package.”
7
UNICEF Afghanistan Country Office. 2004. “Rapid Assessment of Learning Spaces (RALS) 2004.”
UNICEF, Kabul.
6
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Nutritional Status
Decades of conflict in the country as well as cultural and traditional practices have
had a negative effect on families’ diets, i.e., consumption of adequate quality and
quantity of food. For women, poor nutritional status prior to pregnancy can increase
the risk of low birth weight (LBW) newborns and of newborn mortality. The
National Nutrition Survey Afghanistan 2004 revealed a Chronic Energy Deficiency
(CED) of 21 percent among women of childbearing age. In the 15 clusters of this
survey, the prevalence of anemia among women of child bearing age was 25 percent
and iron deficiency 48 percent.8 No specific data are available on the prevalence of
iron deficiency or anemia among pregnant women. Moderate iodine deficiency
(42µg/L) was common among woman of childbearing age – less than third (28
percent) of the households consumed iodized salt).
Maternal Mortality and Its Causes
The MoPH’s National Reproductive Health Strategy document,9 reports a maternal
mortality ratio (MMR) of 1,600 per every 100,000 live births. This means an
estimated 17,00010 Afghan women die from pregnancy-related complications every
year. Another study puts the range of maternal mortality risk as high as 1 in 6
mothers to 1 in 9 mothers11. Furthermore, these national mean figures mask
significant province-to-province and district-to-district variations. A study of
maternal mortality in one district in each of four provinces—one urban, one periurban, one rural and one remote—showed that maternal mortality was markedly
higher in rural areas compared with urban sites. The MMRs for the four districts
were as follows:
•
•
•
•

400/100,000 in Kabul city in Kabul Province (urban)
800/100,000 in Alisheng District of Laghman Province (peri-urban, rural)
2,200/100,000 in Maywand District of Kandahar Province (rural)
6,500/100,000 in Ragh District of Badakshan Province (remote)12

Verbal accounts in these districts indicate that hemorrhage is the major cause of
maternal death among women of reproductive age.13 More than one-third of the
deaths are attributed to women who bleed to death either during or shortly after
delivery. Other causes of death include sepsis, pregnancy-induced hypertension (preeclampsia and eclampsia), and obstructed labor. Overall, 82 percent of maternal
deaths are related directly to maternity, i.e., the pregnancy. Another nine percent
are linked to indirect causes, such as malaria, tuberculosis, and tetanus. Cause of
8

National Nutrition Survey, Afghanistan, May 2005. p.12.
Reproductive Health Task Force. Ministry of Public Health. May 2006. “National Reproductive Health
Strategy 2006-2009.”
10
This figure varies in different documents from 17,000 – 20,000. For the purpose of this paper, the
17,000 figure is used consistently as it is the figure used in the MoPH National Reproductive Health
Strategy document.
11
Bartlett, L. et.al. March 2005. “Where Giving Birth is a Forecast of Death: Maternal Mortality in
Four Districts of Afghanistan, 1999-2002”. Lancet, vol. 365, 5. pp. 864-870.
12
Maternal and Neonatal Health Working Group. Reproductive Health Task Force. “Draft National
Maternal and Neonatal Health Strategy 2006-2009”, p. 13.
13
Bartlett, L. et.al. March 2005. “Where Giving Birth is a Forecast of Death: Maternal Mortality in
Four Districts of Afghanistan, 1999-2002”. Lancet, vol. 365, 5. pp. 864-870.
9
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death is unclear in eight percent of cases14. The data are very similar in the National
Reproductive Health Strategy document15 illustrated in Figure 1 below. It is clear that
hemorrhage and obstructed labor are major killers that point to the need for skilled
attendants at delivery, preferably in a facility where emergency obstetric care is
available.
Figure
4: Causes
Causes of
Deaths
Figure 1:
of Maternal
Maternal Deaths

5% 4%
Hemorrhage

9%
38%
9%

Obstruction
Unclear
Indirect
PIH

9%

Sepsis
Other direct

26%

Once postpartum hemorrhage (PPH) occurs, the situation can rapidly deteriorate for
a new mother, who may require rapid transportation to a hospital or other facility
equipped to handle emergencies. However, about 80 percent of PPH cases can be
prevented with appropriate care during labor and delivery—the most significant of
which is active management of the third stage of labor by a skilled provider. The
March 2005 Barlett et al study published in the Lancet, “Where Giving Birth is a
Forecast of Death: Maternal Mortality in Four Districts of Afghanistan,” also reports
that Afghan women face barriers to receiving appropriate care at three levels:
•
•
•

Level-1: Women (family/birth attendant) fail to recognize existence of a pregnancy- or childbirth-associated problem, or fail to seek care after recognizing it;
Level-2: Women (family) fail to reach a health care facility in time, either because
the facility was too far away or the services unaffordable and/or transport was
either unavailable and/or unaffordable as well; and
Level-3: Women did not receive quality, timely treatment from an appropriate
provider on arrival at the facility.

In Afghanistan, where more than 80 percent of deliveries take place at home, a
substantial effort is underway to increase the number of births attended by a
Community Midwife (CM), at least. However, skilled professional health care for all
women is many decades away, and preventing hemorrhage during births not
attended by skilled care providers remains a major challenge for improving maternal
survival.
A study conducted by JHPIEGO’s Maternal and Neonatal Health Program in
Indonesia, (Sanghvi et al 2004), demonstrated that trained volunteers can effectively
provide information about PPH to women not reached by skilled providers and can
14
15

Ibid.
National Reproductive Health Strategy. op.sit. p.14.
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safely distribute Misoprostol16 tablets for use immediately after childbirth. This study
showed that, overall, the combination of oxytocin use by a midwife and misoprostol
use by the mother increased the number of women protected from having PPH from
54.6 percent to 94 percent. Such community-based interventions can significantly
reduce the burden of PPH at homebirth and in situations where there are no skilled
providers. In an attempt to replicate this experience in Afghanistan, the MoPH,
JHPEIGO, Save the Children and International Medical Corps implemented a pilot
project17 in a few districts in northern Faryab, Jawzjan and Kabul provinces. While
the results of this project are not yet available, preliminary findings point towards
promising achievements.
Pregnancy
In an ideal situation, women who become pregnant are healthy, are reproductively
mature, have access to skilled care and nutritious food and live in a positive family
environment. Unfortunately, in much of Afghanistan, the health status of women is
not ideal. While this situation is improving with the MoPH’s efforts in extending
MNC services to remote areas, there are many parts in Afghanistan where pregnant
women do not have access to skilled health professionals. The recent Afghanistan
Health Survey 2006 showed that about 32 percent of respondents who were
pregnant in the last two years saw a skilled antenatal care provider during their most
recent pregnancy. Seventeen percent of respondents saw a traditional birth
attendant (TBA) and 51 percent did not see anyone for their pregnancy. This survey
also confirms that the degree to which the respondent was well informed was
strongly associated with receiving antenatal care from a skilled care provider; and
that it is common for many pregnant Afghan women to have no experience with the
health care system, and so be completely unaware of how to care for themselves
properly and to rely on whatever care their husbands’ families provides.
One study conducted in 2002, by Physicians for Human Rights and Population
Services International, showed that the average age of marriage is 15 years in Herat
and 16.5 years in Kabul provinces. This study also showed that most young people
considered that the appropriate age for marriage is 18-20 years for girls and 20-22
years for boys. Adolescent mothers, identified as 18 years of age or younger, face
distinctive problems during pregnancy. These problems are outlined and addressed
in the MoPH document, Family Planning for Birth Spacing.18(See Birth Spacing below)
Because an adolescent girl is still growing and maturing, pregnancy effects the growth
of both the girl/mother and her fetus due to competing demands for nutrients. A girl
who starts her family early will become pregnant more often than one who delays
marriage and pregnancy, thus increasing her risk of morbidity and mortality due to
high parity: she is two to five times more likely to die from pregnancy-related
16

Misoprostol is synthetic analog of prostaglandin E1 – also know as Cytotec® - commonly used to
treat incomplete abortion and post-partum hemorrhage
17
Unpublished - Postpartum Haemorrhage Prevention Demonstration Project. 2007, ACCESS,
Afghanistan, 2007.
18
Reproductive Health Task Force, Department of Women and Reproductive Health. Ministry of
Health. December 2003. “National Standards for Reproductive Health Services: Family Planning for
Birth Spacing.” Pp.12-13
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complications than a woman in her twenties19. Additionally, with anemia being a
common health problem for many young girls, pregnancy makes the existing
condition far more dangerous because an anemic mother is more at risk of bleeding
during childbirth. Babies born to very anemic mothers are at higher risk of being low
birth weight and are also at high risk of illness and death. An anemic mother may
give birth to an anemic child. Adolescent pregnancy represents heightened
obstetrical risk as well due to a combination of factors. These risk factors often
characterize pregnant teens: first time birth, incomplete physical maturity, poor prepregnancy and pregnancy nutritional status, low socioeconomic status, substance
abuse, limited access to services, and low visibility within the community. Their
offspring are, in turn, at risk from low micronutrient stores, low birth weight and
poor care and feeding practices.
Birth Spacing
Other factors that significantly affect a woman’s health and well-being relative to
pregnancy and childbirth are inadequate spacing between births as well as too
frequent births. As noted, the total fertility rate (TFR) among Afghan women is 6.320
children, which indicates low use of modern contraceptive methods.21
The AHS 2006 showed respondents’ (married women) knowledge and use of at least
one modern contraceptive method to be 33 percent and 16 percent, respectively.
When these contraceptive prevalence rates in rural Afghanistan were compared with
estimates from the 2003 Multiple Indicator Cluster Survey (MICS 2003), AHS found
that there has been a threefold increase in use of modern contraceptives in rural
Afghanistan—from 5 percent in the MICS 2003 to 16 percent in the AHS 2006.
Better distribution and increased availability of modern contraceptives, along with
encouragement to use modern family planning methods and more spacing between
pregnancies, are principal ways to save mothers’ lives. All are needed to reduce
maternal mortality and the high fertility rates seen in Afghanistan.
Afghanistan’s MoPH birth spacing program recommends five modern contraceptive
methods:
•
•
•
•
•
•

Combined oral contraceptives (COC) and condoms—available at the community
level through CHWs, Basic Health Center (BHC) and the Comprehensive Health
Center (CHC), all public hospitals and, of course, commercially.
Injectables—available at the Health Posts (through CHWs), BHC and CHC, as
well as the district hospital (DH).
Intrauterine devices (IUD)—available at the BHC and CHC as well as the DH.
Condoms—available at the community level, BHC and CHC, as well as the DH.
Sterilization (both tubal ligation and vasectomy)—available at the DH.
Note: Provincial hospitals provide all birth spacing methods.

19

Id. At 39 Citing (UNICEF), The Progress of Nations (1998); Innocenti Research Center, UNICEF,
Early Marriage: Child Spouses (Innocenti Digest No.7) 11 (2001)
20
UNICEF. MICS. 2003. op.sit.
21
High TFR is often associated with cultural and/or religious factors, but there is no Afghanistanspecific data to support this assertion at this time.
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Because of the known prevalence of young marriage in Afghanistan, particular
attention must therefore be given to potential adolescent mothers to encourage
delaying their first births, and then (upon pregnancy) attending antenatal care
services for proper care, eating nutritious food, delivering with a skilled birth
attendant (SBA) and seeking proper postnatal care (PNC). Each of these steps is
essential for a healthy outcome for both mother and child. Additional beneficial
recommendations for all women of child-bearing age include these:
•
•
•

Delaying the first birth until the mother is at least 18 years old.
Spacing births for 3 to 5 years to allow time for the mother to regain her full
strength and the infant to thrive.
Limiting the number of pregnancies, which
o reduces the risk of maternal death
o prevents severe anemia in mothers
o improves the chances of survival for infants and children under five by
reducing the risk of low birth weight and malnutrition.22

Intrapartum and Postpartum Morbidity and their Causes
Sexually Transmitted Infections (STIs) and Reproductive Tract Infections (RTIs),
which are often undiagnosed and untreated are principal causes of morbidity in
women. There are no studies of the prevalence of these infections in Afghanistan.
However, among the Afghan refugee population in Haripur, Pakistan, a study of
prevalence was undertaken in 199923. In each of the seven Basic Health Units,
women who had a reproductive complaint were screened for RTIs. The results
showed that more than half of these women had vaginitis, and 15 percent had clinical
pelvic inflammatory disease (PID). Unhygienic methods to absorb menstrual blood
and to clean themselves after using toilets were commonly reported. The study
emphasized the need for concerted efforts to educate women about: reasons for
these infections, how to look for signs and symptoms, and when to seek treatment.
Table 1: Rates of provisional diagnoses (of STIs and RTIs)
Diagnosis
Vaginitis
Cervicitis
Clinical PID
Gonorrhea
Chlamydia
Any upper or lower tract RTI

percent (no.)
49.5 (314)
39.4 (250)
14.7 (93)
13.2 (84)
3.3 (21)
76.7 (486)

MATERNAL INFECTIONS
Tuberculosis is a very serious problem in Afghanistan – the Afghanistan's national
human development report 2007 reported that about 20,000 people die every year,
with rate of infection among Afghan women being especially high, accounting for
22
23

Ibid. p. 14
Wu,I. et.al. 2007. “Reproductive Tract Disorders among Afghan Refugee Women in Haripur
Pakistan”. Unpublished Draft.
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two-thirds of active cases reported.24,25 In January 2008, MoPH and WHO
Afghanistan reported that due to an increase in the number of health facilities that
are treating TB from 36 in 2001 to 991, the number of TB patients dying has
declined to 10,000 annually26. However, Afghanistan remains the second highest TBburdened country in the Eastern Mediterranean Region and one of the 22 highest
TB-burdened countries in the world. Sixty-seven percent of all TB patients are
Afghan women, who are particularly vulnerable to TB infection due to their acute
food insecurity, multiple pregnancies and a general lack of awareness about TB.
With this knowledge about Afghanistan it is clear that as a priority during ANC
visits, the TB status of pregnant women who complain of a cough or other TB
symptoms should be carefully diagnosed and prompt treatment should be provided.
Hepatitis B and Sexually Transmitted Infections. Except for the data from
Afghan refugee camps in Haripur, Pakistan (Table 1), there are no data available in
Afghanistan on STIs or RTIs. Current national ANC standards27 in Afghanistan
recommend Venereal Disease Research Laboratory (VDRL) testing for all antenatal
mothers followed by treatment of positive syphilis cases at district and provincial
hospitals. There are no data available about the number of women tested or the
number of cases detected, referred and treated. It is an area for future data
collection and research.
Information on the prevalence of HIV/AIDS in Afghanistan is also limited. The
national prevalence figure from 2000 is 0.01 percent28. In 2006 the reported number
of cases from the blood bank was 61 (18 women and 43 men)29 and in August 2007,
the total number of reported HIV cases rose to 245 individuals30. However, UNAIDS
and WHO estimate that the number of people living with HIV in Afghanistan could
be between 1,000 and 2,000 due to a combination of factors—unsafe blood supply,
lack of health services, very low prevalence of condom use and the absence of public
awareness on HIV/AIDS.31. A study32 reported an estimated 470 affected
Intravenous Drug Users (IDU) in Kabul in 2003, although the UN Office on Drugs
and Crime Afghanistan (UNODC) survey in 2005 estimated that there were 50,000
heroin users in Afghanistan, of whom 14 percent reported injecting drugs. Almost
one-third of the IDUs participating in the study said they used contaminated injecting
equipment. UNAIDS reported in 2006 that 4 percent of injecting drug users in Kabul
were HIV positive.
Even though Afghanistan is considered to be a country with low HIV prevalence,
there are many existing vulnerability factors that place the population at high risk for
24
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HIV infection. During a meeting in late 2005 at an HIV/AIDS regional program in the
Arab states, it was highlighted that only 49 HIV positive cases were known in
Afghanistan, unlike its neighbors Iran and Pakistan with 14,000 and 74,000 cases
respectively. The National AIDS Control Program (NACP) in Afghanistan believes
that because screenings have been limited to blood donors only, these statistics are
misleading and the real number is likely to be far higher.
Malaria is endemic in areas of the country below an altitude of 2,000 meters and in
river valleys.33, 34 Most transmission is from plasmodium vivax, but falciparum
transmission is on the increase; there is also increasing chloroquine resistance in
falciparum malaria. Since the risk of miscarriage is heightened for pregnant women
infected by malaria, screening and treating for malaria is an important aspect of ANC.
Additionally, preventive measures are needed in Afghanistan, so the MoPH has
introduced insecticide treated bed nets. But the coverage and utilization is not
known.
MATERNAL AND NEWBORN CARE SERVICES
Antenatal Care (ANC)
The Afghanistan Health Survey (AHS) 2006 shows that 32 percent of pregnant
women saw a skilled antenatal care provider during their most recent pregnancy.
Seventeen percent of respondents saw a TBA and 51 percent did not see anyone
during their pregnancy. National Health Management Information System (HMIS)
data from 2005 shows that, nationally, nearly 84 percent of pregnant women had no
ANC visits35. This varies by province with Kabul having the most pregnant women
with ANC visits (52 percent); the worst provinces for ANC visits are Ghor, Badghis,
Zabul, Uruzgan and Nuristan. In Nuristan, for example, 98 percent of pregnant
women have no ANC visit. While the AHS 2006 reports that access to skilled
antenatal care has increased several-fold—from five percent in the MICS 2003 to
more than 32 percent in the AHS 2006—many pregnant Afghan women who are
poor or live far from facilities still do not receive antenatal care services. AHS 2006
recorded that 48 percent of pregnant women belonging to wealthy families received
antenatal care from a skilled health provider compared to only 19 percent with low
wealth status. Thirty-nine percent of women who live two hours or less from a
facility received ANC services, compared with only 9 percent who lived six hours or
more away. This low coverage of ANC denies pregnant women the opportunity to
receive health information about their pregnancy and to make a birth plan. One
study in 2002 Herat study documented many reasons36:
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Box 1: REASONS FOR NOT SEEKING ANC IN HERAT, AFGHANISTAN

In 2002, 4,637 women in Herat were interviewed regarding ANC. Only 11 percent had any ANC visit. From the 89
percent who received no care, the most significant reason given was financial, though specific financial reasons were
not cited (74 percent). Lesser reasons were these: No health facility available, 11 percent – Restriction of
movement, 7 percent – Not necessary, 3 percent – Not permitted by spouse or relative, 1 percent
Source: Amowitz, LL. 2002. “Maternal mortality in Herat Province Afghanistan in 2002.”

A recent qualitative assessment conducted by the Japan International Cooperation
Agency (JICA) in six CHCs in Kabul Province in May 2006 also found similar reasons
for not seeking ANC services. Communities and clients knew about the availability of
ANC services, but many were not aware of the type of services that were available
and the role of female health care providers. Other reasons for not seeking ANC
included; lack of MNC services 24 hours / 7 days a week; long travel times to clinics;
mothers’ physical condition during pregnancy, labor and postnatal stages all making
walking difficult; difficulty going to clinics unaccompanied; and lack of female
vaccinators. This assessment found that it was considered shameful by many women
to expose an arm to a male vaccinator. 37
One assessment38 of antenatal care received by Afghan women was conducted in
2002. The results of this assessment show that even though 80 percent of facilities
claimed to provide some kind of ANC, only 65 percent actually reported that they
provided the basic set of ANC services—tetanus toxoid immunization, iron
supplementation, and a blood pressure check. Of those who provided the basic
ANC services, only 62 percent had the minimum required equipment—stethoscope,
blood pressure cuff, adult weight scale, and fetoscope—and only 28 percent were
able to provide ANC services by skilled personnel. However, since 2002 the BPHS
was introduced in Afghanistan by the country’s Ministry of Public Health and
significant effort was put in place to recruit and train health staff, including midwifes,
to provide equipment and medical supplies and to enhance monitoring and
supervision.
AHS 2006 reported that travel time and wealth status effected use and types of
ANC services. Thirty percent women with travel time two hours or less received
iron tablets compared with only 11 percent who traveled for six hours or more.
Forty-one percent of pregnant women with the highest wealth status received iron
tablets compared with only 15 percent with the lowest wealth status.
Tetanus toxoid immunization (TT) and iron supplementation are two
essential antenatal care services. The MoPH recalculated the TT coverage in 2003 to
indicate 40 percent coverage. According to UNICEF, “In 2004 maternal health was
37
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brought to the forefront of the health agenda by conducting a nationwide maternal
and neonatal tetanus immunization campaign that vaccinated more than three million
women of child bearing age.” There are an estimated five million women of childbearing age in Afghanistan so immunizing three million of those indicates coverage of
60 percent.39
The most recent figure on TT coverage indicates 73.9 percent of pregnant women
have had two TT immunizations. This is a remarkable increase in coverage and
shows the success of the campaign approach for delivering this service.40 However,
there are many remote areas where TT coverage is low. The revised BPHS allows
CHWs to vaccinate women using TT UNIJECT, but this is not a practice yet in
Afghanistan, highlighting the gap between the policy and practice. In early 2007,
UNICEF helped the MoPH in three provinces introduce TT UNIJECT as part of
CHWs supplies and to train CHWs to give TT to pregnant women.
Regarding iron supplementation, it is government policy to supplement pregnant
women with iron and folic acid supplements: one state dose tablet of ferrous sulfate
+ folic acid one-two times per day. If hemoglobin is less that 70g/1, the dose is
doubled.41 The 2003 ANC Standards developed by MoPH document suggests signs
to detect severe anemia in pregnancy and makes recommendations on treatment.
Signs of severe anemia include: pale complexion, pale fingernails, conjunctiva, oral
mucosa, pale tip of tongue and shortness of breath. Actions to be taken once severe
anemia is detected are to increase the daily iron folic acid dose or refer to DH if
symptoms include shortness of breath.
There have been no recent evaluations of the prevalence of the distribution of ironfolate tablets to pregnant women. A 2002 survey42 showed that only about a fifth of
all community based health providers claimed to provide iron supplementation to
pregnant women.
The 2004 Nutrition Survey of Afghanistan suggests that the industrial fortification of
flour with iron and folate is the long-term solution to reduce the country’s burden of
anemia.
Birth preparedness and complication readiness are very important during the
antenatal period as they enable women, families and communities to prepare for a
safe birth, to access care provided in the community, and to take immediate and
appropriate action in the event of an obstetric emergency. Elements of
preparedness and readiness are these:
•

Early recognition of obstetric emergencies and complications requiring medical
care.

UNICEF. “Best Estimates. op.sit. p. 30
NRVA. 2005
41 ANC Standards 2003. op.sit. p. 16
42 Ministry of Health Transitional Islamic Government of Afghanistan, MSH, HANDS, and MSH/Europe. Op. sit.
p. 25
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•
•
•
•

Accessing skilled care for ANC, delivery, the postpartum period and the
newborn.
Self-referral to appropriate facilities that can manage pregnancy-related
complications or obstetric emergencies.
A home birth preparedness plan that includes appropriate antenatal care,
required supplies to insure a clean delivery; use of a skilled birth attendant, and
postpartum care.
Obstetric emergency contingency plan.

The national ANC standards describe in detail the maternal danger signs and the
means to prepare for such emergencies. However, there have been no nationwide
surveys to assess exactly how many families planned for deliveries in advance.
Box 2: Focus group information 2005 (ACCESS Prevention of Postpartum Hemorrhage
initiative)

Focus groups and individual in-depth interviews were conducted in Qaramqol and Qurghan in Faryab Province, Qargin and
Khamyab in Jawzjan Province, and Qarabagh and Guldara in Kabul. Separate focus groups were conducted with recently
delivered women with one child; recently delivered women with more than one child; husbands of both types of women;
and mothers-in-law. Women did attend ANC, usually in month three or four of the pregnancy. Families reduced women’s
heavy workload when financially possible. There were no particular diet restrictions. Respondents did know danger signs of
pregnancy. They participated in birth preparedness learning. The majority of women used a “mama daya” (TBA) because
she was familiar to them and they wanted to deliver at home where their privacy was assured.
A small scale study43 was conducted on birth preparedness in four districts in Jawzjan
Province in 2005. The research team interviewed 240 mothers with infants aged six
months or less about their knowledge, attitudes and practices with regard to birth
preparedness. The mothers had a mean age of 28.5 years and 95 percent were
illiterate.
The main findings of the study were these:
•
•
•

•

Only 44 percent of mothers knew that it is important to attend antenatal care
(two or more visits). And, fewer (43.3 percent) among them attended antenatal
care clinics for two (or more) times.
Just 45 percent knew the importance of having at least two doses of TT vaccine
during pregnancy, and their TT vaccination record card confirmed they had
received two doses of TT vaccine during their last pregnancy.
Fifty-nine percent knew that adequate nutrition is important during pregnancy.
However, only 25 percent ate for two (herself and the fetus). Fifty-five percent
said they took at least one hour rest during the day (in addition to regular night
sleep) during their last pregnancy.
A majority (72.9 percent) agreed that saving money before hand could save a life
of a woman with obstetric complications. However only 33 percent of families

Factors associated with birth preparedness in remote districts of northern Afghanistan, 2004, Save the
Children USA.
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•
•
•
•

had saved money for transportation and emergency obstetric care and arranged
transportation in advance.
Only about two-fifths of mothers knew that vaginal bleeding is a danger sign
during pregnancy, during labor/delivery and in the postpartum period; their
knowledge regarding other danger signs was also low.
Nearly half the mothers interviewed (47.5 percent) could cite only one benefit of
immediate postpartum care by a skilled birth attendant.
Fifty-four percent believed that postpartum care by a skilled health worker was
important, but only 27 percent sought such care.
A majority of mothers (76.3 percent) had a poor attitude about child spacing, and
said they believed that all is in the hands of God. And, many believed that
adopting family planning was a sin in the eyes of God. Most also had a poor
attitude about the fact that bearing children year after year is a health risk.

Box 3: Save the Children helps integrate a birth preparedness and complication
readiness education approach

SC, in Faryab and Jawzjan, has been integrating birth preparedness and complication readiness education to its work and has
integrated these within BPHS services since 2003. Key messages promoted through CHWs include these:
• The importance of antenatal care by a skilled health worker
• Maternal nutrition and rest during pregnancy
• Danger signs (pregnancy, child birth and postpartum)
• Booking a skilled birth attendant for delivery
• Saving money for transportation and emergency obstetric care
• Identifying and “booking” blood donors
• Booking transportation in advance
• Newborn care
• Family planning
This initiative will be evaluated in July 2008, however preliminary results are showing success, illustrated below from these
comments provided by a CHW in Qaramqol district in Jawzjan Province.
“We learned about planning for child birth—we know that those who don’t plan could face problems
during child birth as they live far, cannot reach Kabla [midwife] on time and cannot do anything at home
to save a woman’s life. We learned it is important for families [of pregnant women] to prepare plastic
sheet, a new razor and soap for delivery. Nutrition and rest is important for pregnant women and they
should go to clinic for checking their health, getting iron tablets and vaccine [TT vaccine]. They [families]
must start to save money for transportation and hospital and must know about danger signs. We give
these messages to women and their families. At eight month we visit again to see whether they have
prepared anything or not.”

Postpartum/Postnatal Care (PNC) by a skilled provider is still a rare
occurrence in Afghanistan, as cited in the national PNC Standards document:
… the postpartum period covers a critical transition time for a woman, and her newborn and
her family, on a physiological, emotional and social level. Women’s needs are often eclipsed,
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ignoring the fact that the majority of maternal deaths and disabilities occur during the post
partum period and that early neonatal mortality remains high.44

No national surveys on the prevalence of PNC visits have been conducted to date in
Afghanistan, including the most recent AHS (2006). However, the Rural Expansion
of Afghanistan’s Community-based Health (REACH) initiative End of Project
Household Survey in early 2006 in 13 provinces where USAID supports BPHS
implementation found that only 26 percent of mothers and newborns received PNC
in rural areas, with a higher PNC rate of 42 percent for the Kabul province. Two
other 2006 surveys by SC—each with a sample size of 300 mothers with the last
child aged 0-23 months, show pregnant women receiving at least one postnatal
check by a health worker—55 percent in Kabul city (2 districts); and 41 percent in
Mazar-i Sharif city (2 districts).
Additional small-scale surveys—also with a sample size of 300 mothers with the last
child aged 0-23 months—were conducted in 2003 by SC in two provinces, Faryab
and Jawzjan. The results of those surveys were these:
•
•
•

In all of Jawzjan province (urban, peri-urban and rural) 29 percent of pregnant
women received at least one postnatal check by a skilled health care worker.
In the Andkhoy cluster of four peri-urban districts, Faryab province, 82 percent
of pregnant women received at least one postnatal check by a skilled health care
worker.
In Maimana town, Faryab province 39 percent of the pregnant women received
at least one postnatal check by a skilled health worker.

PNC visits are defined in these surveys as a visit by a health worker within 24 hours
of delivery or one PNC visit between seven and 28 days. The surveys conducted in
Andkhoy and Mazar-i Sharif further assessed PNC visits by types of health workers.
The Andkhoy survey showed PNC visits by a trained female CHW occurred among
57.3 percent of the women, with 28.6 percent of the women receiving a PNC visit
from a female doctor; 20 percent from MCH assistants45; 5.1 percent from female
nurses; and 8.7 percent from midwives.
The Mazar-i Sharif data showed that all PNC visits were made by female doctors,
nurses and/or midwives; and only the Mazar-i Sharif survey showed that 70 percent
of mothers received postnatal care between one to seven days after child birth.
Many women and newborns do not have access to PNC services; and no nationwide
studies have been conducted to document reasons for not seeking PNC services.
One small scale qualitative assessment in 2006 found that, while some women knew
about PNC services, they did not seek them at the health facility within 40 days after
delivery; but many contacted CHWs if they faced complications or needed advice46.
44
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MCH assistants are not part of the standard BPHS; in this impact area they are working as part of a
USAID-funded child survival project.
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The MoPH PNC standards document47 notes that quality post partum services are a
long-term investment in the future health of Afghan women and their newborns. It
further elaborates what needs to be done during PNC sessions, and recommends
three visits or contacts in the postnatal period—within 24 hours, within one week
and at about six weeks. There are no articulated strategies, to date, however, about
how these visits should be organized with a mother who delivers at home.
Based on global research and programming experience to date, Save the Children
now recognizes that the immediate and early postnatal contacts from a health
provider are the most critical for effective postnatal care for mothers and newborns.

47
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Birth Attendants
The AHS 2006 showed that about 15 percent of women who delivered in the last
two years prior to the survey had their delivery in an institution: a public health
facility, a private health facility or a hospital that was classified as an institutional
delivery. Though the situation regarding the location of SBAs is improving through
the implementation of BPHS and Community Midwifery Education (CME) programs,
most women still do not use a SBA during home delivery. According to the
Maternal and Neonatal Health Strategy document:
“The national average for skilled attendance is nine percent. Kabul has the highest number of
skilled birth attendants, who aid 40 percent of deliveries occurring in the city. But the
availability of skilled attendants decreases drastically in more remote locations. Skilled birth
attendants assist in one percent or fewer births for five remote provinces, Hilmand (1.02
percent), Nooristan (0.44 percent), Saripol (0.43 percent), Takhar (0.37 percent) and Zabul
(0.76 percent). Since a low skilled birth attendance rate is associated with a high maternal
mortality, these areas are likely to have a MMR similar to 6500/100,000 recorded for Ragh
district of Badakshan province.”48

The MoPH strategy document also mentions three other factors which influence
women’s access to care:
•
•
•

Geographic disparity in health care provision
Low literacy levels of the entire population but especially women
Cultural factors.

Regarding cultural factors, the document states:
“The importance of having female health workers cannot be over-emphasized. It is culturally
unacceptable for women to receive midwifery/obstetrical care from a man and home births
vastly outnumber those occurring in health facilities. Unfortunately not all Basic Health Centres
(BHCs) and Comprehensive Health Centres (CHCs) have female skilled birth attendants. In
fact, only 40 percent of facilities using the Basic Package of Health Services (BPHS) as of 2002
had female health workers, some of whom were skilled at managing births.”

Annual National Health Service Performance Assessments49 show a gradual overall
increase in the median provincial scores for provision of delivery care at BPHS
facilities from 25 in 2005 to 42 in 2006. In 2006, 61 percent of BHC; 86 percent of
CHC; and all DHs were capable of providing routine delivery care. This assessment
also reports that these health facilities are able to manage caesarean section
deliveries. It is not clear from the report, however, how this was measured, i.e.,
whether this was based on assessment of actual performance.
The percentages of DHs able to provide caesarean section were these: 2004 — 9.3
percent; 2005 — 53.5 percent; 2006 — 71.8 percent
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If this dramatic trend continues, it can be assumed that all DHs will be able to
provide caesarean section deliveries by 2008.
Yet, it is clear that many women still prefer to use a traditional birth attendant
(TBA). A study in Kabul (1996)50 illuminated some reasons women like TBAs.
•
•
•
•
•

“She saves me from death.”
“I cannot deliver on my own.”
“She straightens the baby if it is in the wrong position.”
“She is cheaper than a midwife.”
“It was night, she is my neighbor. The midwife was too far.”

Clearly women had both practical reasons (cheaper) and skill reasons (e.g., turning
the baby) for preferring a TBA. At the same time, there was an indication in the
study that women were beginning to change their minds. One who preferred a
trained midwife said:
“Midwives know what to do to the baby in difficulties. A daya (TBA) cannot even measure blood
pressure.. What does she understand of complications?”

Midwives
Women and children in Afghanistan are particularly vulnerable to limited health care
access. Among the many reasons for this, the most prominent include restricted
mobility and very low numbers of female health care providers, especially midwifes.
As a result, for Afghan mothers and newborns, the risk of death from complications
during pregnancy, childbirth and the postpartum period, especially from infection, is
very high.51
The challenge to providing health care to rural areas is the difficulty in enticing
educated and skilled women to deliver health care in places where few educated
women live, where life is difficult and where they have no extended family. The
importance of training local women is crucial, therefore, to providing care in these
areas. Given that 77 percent of Afghans live in rural areas, having health care
services that are recognized and used in these difficult areas is essential if a significant
number of maternal and neonatal deaths are to be averted.
Since 2002, with external aid, the MoPH and several international and national
NGOs have been working to improve peripheral and district level health delivery
systems to ensure accessible services to the majority of Afghanistan’s communities,
especially those in remote rural areas. Between 2002 and 2003, the partnership
between the MoPH, Institute of Health Sciences (IHS), and partners such as
JHPIEGO, USAID, UNICEF, and WHO, reviewed existing midwifery curricula and,
based on the critical needs to deploy a large mass of skilled providers, developed a
new competency-based curriculum that ensured that midwives would be equipped
50
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with the skills and competencies necessary to deliver quality midwifery care. These
skills and competencies are in accordance with the international definition of a
midwife.52 The endorsed curriculum led to the establishment of two national
programs of midwifery education – one to train midwives to work at the secondary
level (hospital midwives) and one to train midwives to work at the primary level
(community midwives). Hospital midwives are trained through IHS schools, which
recruit women who have attainted class 12 education. Community midwives are
trained in community midwifery schools and have minimum class 9 education. There
are currently five IHS schools and 18 Community Midwife Education (CME) schools,
all implemented by NGOs and funded by donors such as USAID, World Bank, EC,
and SIDA, amongst others. Subsequent developments have led to the establishment
of a Midwifery Education Accreditation process whereby schools have to attain
minimum standards in delivering a program of midwifery education. Attainment of
the standards and accreditation is led by a semi-autonomous Midwifery Education
Accreditation Board. Supporting these efforts is the establishment of an Afghan
Midwives Association that aims to enhance the professionalization of midwifery.
Afghanistan needs more than 3,200 midwives in the next 10 years to provide 50%
coverage by skilled birth attendants53. To date, 480 midwifes have been educated
through CME programs, and 936 by IHS—these in addition to the 468 IHS-trained
midwives who graduated before 2002. So, while the MoPH is committed to
increasing the number of skilled birth attendants, especially CMs, skilled professional
care to all pregnant women and newborns is many decades away in Afghanistan.
Before the Soviet era, which began in 1979, only 15% of Afghan women were literate
and most of those who were formally educated lived in Kabul or in provincial cities
and towns. During the 10 years of Soviet hegemony, women were educated but, in
rural areas, this was resisted for ideological and cultural reasons. During the
mujahiddin era (starting in 1989) education systems fell into gradual dysfunction and
during the Taliban era (mid 1990s-2002), girls and women lost all access to
education, and most health care. While women and girls started school and/or to
specialized health and teacher training in the post-Taliban era, it will take another
decade to meet the existing IHS eligibility standard of twelfth grade completion for
entry into professional midwifery school.

52

A skilled attendant is defined as an accredited health professional – midwife, doctor or nurse – who
has been educated and trained to proficiency in the skills needed to manage normal (uncomplicated)
pregnancies, childbirth and the immediate postpartum period and in the identification , management
and referral of complications in women and newborns (WHO, ICM and FIGO 2004)
53
National Reproductive Health Strategy 2006-2009. Ministry of Public Health. p24.

Afghanistan Newborn Health Situation Analysis (March 2008)

26

Box 4: Save the Children Experience: Community Midwifery Education in
Jawzjan Province

Educating Afghan women to be Community Midwives (CM) is one part of the solution to Afghanistan’s
horrendous maternal and newborn mortality problem. Through an 18-month program, women are learning to
provide (1) prenatal care, including TT vaccination and information on danger signs of obstetric complications;
(2) skilled delivery care for routine and difficult deliveries and (3) postpartum care, with particular attention
to the mother as well as ensuring the newborn’s immediate care.
Since 2004, the Community Midwife Education (CME) program has been managed by Save the Children with
funds from USAID and private donors, and has been led by an outstanding faculty of five women doctors and
professional midwives, who teach a standard curriculum that includes classroom lectures and laboratory skills
practice as well as clinical practice in hospitals and clinics. Additionally, these remarkable women support
their students outside formal teaching with field monitoring.
Students are recruited from rural communities in Jawzjan and Faryab provinces in northwest Afghanistan, and
are selected to attend the CME school based on a competitive process and a commitment to return to work
in their communities. There are no financial costs to the students or their families for the program, and all
are housed in a hostel – many with their young children, for whom the school provides day care while the
mothers are in class or in the field for clinical practice.
At the end of its inaugural CME program, having graduated 23 CMs in May 2006 and mentored them for an
additional three months at their designated health facilities, SC’s midwife school was rated of the highest
quality among the six schools providing the program throughout the country. In March 2008, 23 additional
CME students graduated.

Gender, Poor Food Security and Physical Security
Gender considerations define the roles of each member of the family. In Afghan
households, men have decision-making roles and take care of the situation outside
the home, while women manage home and hearth. The national RH strategy54 states
that gender is important for health decisions and encourages a comprehensive
approach whereby contextual factors that influence gender roles also are
addressed—illiteracy, early marriage, and gender-based violence.
By employing qualified women in health facilities, the MoPH hopes to facilitate the
empowerment of Afghan women to make health decisions themselves or, at least,
participate in such decision-making. At the same time, the RH strategy wants to
encourage men to be partners in birth preparedness, ANC, delivery and PNC for
their wives and sisters. The caution is that male involvement must also support the
empowerment of women. A balance must be sought so women and men work
together to ensure that women receive the care they need during pregnancy and
childbirth.
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Regarding food security, sometimes – or perhaps, often of late – there is insufficient
food in Afghan households, and this affects the well-being of woman during
pregnancy and a mother who is breastfeeding. In a study done in northern
Afghanistan,55 women associated eating and drinking better foods with improved
breast milk production. Yet, in fact, some Afghan mothers face dietary restrictions
in the first 40 days after delivery and, after that, dietary decisions are based on
beliefs about the effects of food (generally “hot” effects and “cold” effects) on
mothers and children (see additional information, below). Depression and illness
also were thought to effect breast milk production.
“If I eat a lot, my milk increases and I give one breast to one of them [twins] and the other
breast to the other. My husband brought half a kilo of meat and I ate shorba four times
that day. If I eat a lot, my milk increases; if not, it gets less. Sometimes, if I don’t eat and I
give milk to both of my twins my eyes get dark and I feel weak.”
A mother of twins, Andkhoy
“I eat food a lot to increase my milk. I am a mother, and I have to give milk to my baby.
My family says that I should eat a lot and whenever I feel hungry I should eat. Whenever I
eat, I also drink liquid. This increases my milk. I eat hot food such as akta (a special
porridge for breastfeeding mothers made with whole wheat grains, flour, and sugar),
peyawa (a special soup for breastfeeding mothers with beans, lentils, rice, and often meat),
and egg after delivery, and after some weeks, I eat soft mutton. I don’t eat cold food, cold
water, aash (a special soup made with pasta, beans, chickpeas).”
An Uzbek mother, Andkhoy
“My milk was good when I had my first child. I don’t know why it gradually got less. It is
less with this child [a girl]. I go to weave carpets and earn some money. I’m always
thinking about what we will eat today and what we’ll eat tomorrow—with these worries, my
milk decreased. Our life goes on only with my gharebi (labor).”
A Turkmen mother, Andkhoy

Most respondent mothers said they believed that the quantity and quality of their
breast milk was related to their own diets and, as a result, to the health of their
children. They reported that if they ate more food, at the prescribed three times a
day, they would have more breast milk. Some mothers complained that they did not
have enough breast milk, mainly because they were poor and could not eat enough
food, or ate only bread and tea. Most mothers said they had learned about the
importance of their own nutrition from SC MCH promoters, who visited them in
their homes, and from MoPH clinic staff. Interviewed women also noted that their
husbands and mothers-in-law, in general, encouraged them to eat more to help with
breastfeeding.
This said, and as cited above, beliefs about the effects of “hot” and “cold” foods
influenced what breastfeeding mothers ate. In the first day or two after delivery,
some mothers ate “hot” foods to encourage the flow of breast milk, to clean their
wombs by stimulating vaginal discharge, and to cure post-partum fevers and shivers.
55

Save the Children Federation, Inc., 2003. “Breastfeeding and weaning beliefs and practices in parts
of Northern Afghanistan: Andkhoy, Khancharbagh, Qaramqol and Qurghan Districts, Jawzjan
Province.”
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They then began to add more “cold” foods to their diet to maintain the flow of
breast milk. During the chilla period (the first 40 days after giving birth), most mothers
followed a restricted diet with no eggs or meat because it was thought to cause
diarrhea and stomach ache in the breastfeeding newborn. They drank tea in huge
quantities, but avoided water because they thought it would cause infection in the
womb and swelling of the stomach (gazak). This belief about water causing an
infection in the womb also was reinforced by some TBAs and, in some cases, by
clinic staff. This restricted diet does affect the health of mothers at a time when they
are breastfeeding and recovering from the stress of delivery.
Table 2: Examples of Cold and Hot Foods
Cold foods
Rock sugar (nabat/qand)
Sugar (shakaar)
Almonds (badaam)
Raisins/currants (kishmish)
Watermelon (tarbooz)
Onion
Some types of lentils
Some pasta dishes (aash)
Rice
Broth
Sunflower (pakistani) oil

Medium foods
Lamb/mutton
Bread/nan
Apple
Cucumber
Tomatoes
Spinach/sabzee

Hot foods
Pumpkin, melon (kharbooza)
Beans (lubia), lentils (mash)
Eggs (also thought to worsen
jaundice in newborns)
Sesame (kunjed) oil
Some pasta dishes (aash)
Walnuts (charmaghz)
Camel meat, beef, chicken
Soup with meat
Fat (e.g., roghan-e zard), butter
Pulao, Laiti (a porridge)
Akta, Peyawa

In spite of some improvements in the security situation in Afghanistan, there are still
areas of the country where lack of security, or even the perceived lack of security,
influences the movements of all people. Access to health care is impacted by this.
Also effected are the recruitment, deployment and retention of female staff such as
midwives and female doctors.56
Summary
Several important constraints/challenges to improving maternal health have been
identified in Afghanistan. These include the following:

56

•

Birth spacing is necessary to bring about a reduction in maternal mortality.

•

Increased age of marriage, as well as delay in first pregnancy, are needed to
reduce problems related to pregnancy among adolescents.

•

Maternal mortality is higher in rural areas; therefore maternal health
interventions need to target rural communities.

•

Postpartum hemorrhage and obstructed labor are the primary causes of
maternal mortality in Afghanistan and so must be addressed by an increase in
skilled birth attendants at both the household and facility level, and with access
to obstetric care emergency services.

National Reproductive Health Strategy, op.sit. p. 15
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•

Prevention of hemorrhage for births not attended by skilled health care
providers remains a serious challenge.

•

Afghanistan is the highest TB-burdened country in the Eastern Mediterranean
Region, and women are particularly affected by the disease.

•

Antenatal coverage by skilled health care providers and women’s knowledge of
birth preparedness and complications readiness is very low.

•

In many parts of Afghanistan, postnatal care by skilled health care providers is
inadequate and particularly rare during the first postpartum days, when it is
most critical to save lives. Most Afghan women either do not have access to
or do not use skilled birth attendants.
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All newborns require breathing, warmth, food, hygiene, love and prompt
treatment of illness.
[From The Nursling 1907]
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CHAPTER 2: NEWBORN HEALTH
“If there are many children we are happy. We want more children to help mothers and
fathers—daughters help mothers in carpet weaving and sons help fathers in agriculture fields.
Elders want more children to pray after them”
A Turkmen mother in law in Qaramqol district, Faryab province
“Women’s job is delivering [babies], they eat food and wear good clothes—they are happy
delivering babies—more children are better because they help us in agriculture and grazing
animals”
A Turkmen father (of more than one child) in Qaramqol district, Faryab province
“We are very happy if a woman becomes pregnant because then people would know she is like
a fruitful tree. From the Islamic point of view, it is also good to have many children and to see
population of Muslims increase—many children bring barkat (God’s blessing) to dasterkhan
(table).”
A Tajik first time mother, Guldara district, Kabul province

The objective of this chapter is to document the state of newborn health in
Afghanistan. This objective is realized by addressing the following questions: What is
the current level of neonatal mortality? What are the causes of neonatal mortality? What
is the current status of evidenced-based interventions in the country that could contribute to
lower neonatal mortality?
Neonatal Mortality
Newborn mortality is one of the world’s most neglected health problems. It is
estimated that, globally, four million newborns die before they reach one month of
age and another four million are stillborn each year. Deaths during the neonatal
period—the first 28 days of life—account for almost two-thirds of all deaths in the
first year of life and 40 percent of deaths before the age of five.
There is a dearth of data in Afghanistan on the status of neonatal health. None of
the major national demographic and health surveys, such as the MICS, have
measured neonatal mortality rates (NMR). Even the very recent AHS (2006) did not
look at neonatal health. As a result, there are widely varying figures on such
mortality since most data are extrapolated from small studies. In a 2006
UNICEF/CSO report,57 there was an attempt to estimate NMR adapted from the
country profiles developed in one of the Lancet Child Survival series articles.58 An
assumption was made that, in 2004, newborn deaths comprised 39 percent of underfive mortality, which was estimated to be 220/1,000. Thus, NMR was calculated to be
86/1000 live births in 2004. From these calculations, trends are estimated for NMR
for a five-year period. (Figure 1) A 2005 Lancet article59 reported a neonatal mortality
rate of 60 per 1,000 live births.
57

UNICEF & Central Statistics Office. 2006. “Best Estimates of social indicators for children in
Afghanistan 1990-2005. pp. 44-46. Henceforth referred to as UNICEF Best Estimates.
58
Black, R.E. et.al. 2003. “Where and why are ten million children dying every year?” Lancet 361. pp.
2229-2234.
59
Lawn, J.E., et.al. 2005. “4 million neonatal deaths: When? Where? Why?” Lancet: 365. pp. 891-900.
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Figure 2: Trends and MDG 4 targets for under-5, infant and neonatal mortality
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Neonatal deaths represent a large proportion of childhood mortality in developing
countries, and AHS 2006 estimated Afghanistan’s infant mortality rate at 129 per
thousand live births and the rate of under-five mortality at 191 per thousand live
births – indicating that infant and child mortality has decreased since 2000 when the
infant mortality was estimated to be 165 per thousand live births and the under-five
mortality rate was estimated to be 257 per thousand live births. However, these
estimates also show that 67.5 percent of under-five mortality can be attributed to
death of infants.
Causes of Neonatal Mortality
The primary killers of newborns globally are infections, asphyxia and preterm/low
birth weight (See Table 3).
Table 3: Causes of neonatal death—global prevalence
Causes of Neonatal Death
Tetanus
Infections
Asphyxia
Preterm/Low Birth weight
Diarrhea
Congenital
Other causes

Prevalence ( percent)
25.6
22.7
19.3
15.5
4.8
6.5
5.5

Source: WHO Core Indicators Website

No national studies on the causes of neonatal deaths have been done in Afghanistan.
The only data available on two global causes of infant death⎯asphyxia and low birth
weight⎯are reported in studies60 conduced at Malali Hospital, a leading tertiary
hospital for obstetric care in Kabul. These studies reported a birth asphyxia rate of
60

Dott MM, Orakail N, Ebadi H, Hernandez F, MacFarlane K, Riley PL et al. Implementing a facilitybased maternal and perinatal health care surveillance system in Afghanistan. Midwifery Women’s
Health. 2005;50(4):296-300.
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four percent of deliveries in 1998, and a low birth weight rate of 16 percent of
15,509 babies delivered in 2004.
Afghanistan’s national standards for newborn care61 suggests ways of identifying low
birth weight babies, including foot size measurement; chest, mid-upper arm or head
circumference measurement, or weighing on a balance scale. It recommends that
babies weighing less than 1.75kg should be treated as preterm babies and, thus, given
skilled care that allows the skilled provider to monitor danger signs and take
appropriate action. However, the national standards for newborn care lack specific
guidelines as to appropriate care in the home for a low birth weight baby
Evidenced-Based Interventions
Improving newborn health does not require medical or scientific breakthroughs, an
expensive health care infrastructure or expensive equipment. Relatively simple, lowcost interventions can save the lives of most newborns. These include immediate
and exclusive breastfeeding, room temperature maintenance, proper umbilical cord
care and recognition of newborn illness or health risk danger signs. All newborns
should receive routine postnatal check ups, beginning in the first two days, and
premature low birth weight babies should receive extra care. The available
information on each of these interventions is discussed below.
Breastfeeding
Immediate and exclusive breastfeeding is an essential element to ensure a healthy
start for every newborn. The recommended duration of exclusive breastfeeding is
six months, and for continued breastfeeding with supplemental food, two years.62 It
has been estimated 63, 64, 65 that globally 19 percent of under five deaths⎯a total of
1.9 million children⎯could be prevented annually by universal coverage of exclusive
breastfeeding up to six months and appropriate complementary feeding thereafter.
Of the 19 parameters identified by the Countdown to 2015 conference on “Tracking
Progress in Child Survival” (MDG 4), four are related to breastfeeding:
•
•
•
•

Timely initiation of breastfeeding (within 1 hour of birth)
Exclusive breastfeeding to six months
Breastfeeding and appropriate complementary feeding at six to nine months
Continued breast feeding at 20-23 months

The fourth parameter listed above is based on recent work from Ghana,66 which
suggests that initiation of breastfeeding within one hour may reduce neonatal
61

Reproductive Health Taskforce. Department of Women and Reproductive Health. MoPH. (2003).
“National Standards for Reproductive Health Services: Newborn Care Services”. P. 34-35
62
WHO. (2002) “The optimal duration of exclusive breastfeeding: report of an expert consultation”.
Geneva.
63
G. Jones, et.al. “How many child deaths can we prevent this year?” Lancet. 362. 2003. pp. 65-71.
64
Arifeen, S. et.al. 2001. “Exclusive breastfeeding reduces acute respiratory infection and diarrhea
deaths among infants in Dhaka slums.” Pediatrics. 108. E67.
65
Bhutta, Z.A. & Yusuf Jones, G, K. 1997. “Early onset of neonatal sepsis in Pakistan: a case control
study of risk factors in a birth cohort.” American Journal of Perinatalogy. 14. pp. 577-581.
66
Edmond, K.M. et.al. 2006. “Delayed breastfeeding initiation increases risk of neonatal mortality.”
Pediatrics. Vol. 117. pp. 380-386.
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mortality. Although breastfeeding is very common and prolonged in Afghanistan, the
potential to reduce under-five mortality is not yet realized due to limited exclusive
breastfeeding in the first months, and delayed complementary feeding.67 According to
Afghanistan’s MICS re-analysis,68 exclusive breastfeeding of infants under four months
is done in 82 percent of cases and 74 percent of newborns are breastfed within the
first six hours of life. Table 4 provides details.
Table 4: Time Breastfeeding Is Initiated After Delivery in Afghans Less Than 2 Years Old
RURAL
URBAN
NATIONAL
Source: MICS 2003

Within 6 hours
73.9
75.3
74.3

6-23 hours
18.4
15.8
17.7

24-48 hours
5.1
7.1
5.6

48+
1.7
1.2
1.6

Don’t know
0.9
0.6
0.8

The AHS 2006 also found that 83 percent of children between 0 and 5 months of
age received only breast milk in the last 24 hours. However, the REACH End of
Project Household Survey (2006) found lower breastfeeding rates in the 13
provinces where USAID supports BPHS implementation: a rate of only 40 percent
for exclusive breastfeeding in rural areas. A small 2002 SC qualitative study69 in
Andkhoy district of Faryab province in northern Afghanistan found only a few
women reporting breastfeeding immediately, i.e. within 30 minutes after delivery.
Some said they initiated breastfeeding within three to five hours of delivery, while
the majority started feeding between eight to 24 hours after delivery. The
conclusions from the study regarding prevalence and immediacy of breastfeeding are
these:
•
•
•
•
•

Most respondents breastfed between eight to 24 hours after delivery.
Exclusive breastfeeding is generally not practiced. Most infants under four
months are given water, glucose, juice, non-human milk and soft foods.
Bottle feeding of infants is common.
Respondents knew the importance of breastfeeding their infants for two years.
However, most mothers discontinued breastfeeding when they became pregnant
with another child.
Family members are supportive of breastfeeding, realizing its importance for the
health of the newborn.

The feeding of colostrums (aghuz) was viewed differently among respondents. While
slightly more than half the women recognized its value and gave it to their newborns;
others did not and discarded it. Many misunderstandings exist among those who
discarded it.
“My mother said that if I put my breast in the baby’s mouth, milk would come. Aghuz is good
for the baby. They (the babies) won’t get sick soon; they will grow fast and be strong. It is good
for the mother too and she has less (abdominal) pain. Aghuz increase the love for the baby.”
A young Turkmen mother, Andkhoy
67

UNICEF. “Best Practices”, op.sit. p. 25
UNICEF. 2003. MICS Re-analysis
69
Save the Children Federation, Inc. (2003). op.sit.
68
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“If aghuz comes, we give it immediately to the newborn. Aghuz is force. If we don’t give aghuz
the boy will not be a boy. If aghuz is given immediately, the baby will become strong.”
An Uzbek mother, Qaramqol
“Mother’s milk does not come immediately. It was also the same in my two first children. After
the birth of this child, the mother’s milk came after one day. We know aghuz; it is a little yellow.
We haven’t given it to my three children. Elders of my family say not to give it; they say that
aghuz is very powerful and makes a child’s stomach hard; that is why we don’t give it to our
children. My children, thank God, are healthy. I haven’t even taken one to a doctor.”
An Uzbek father, Andkhoy
“All day on the day of delivery, I didn’t have milk. I gave glucose because it was my first child
and I felt shy about breastfeeding in front of others. When I gave my breast to my child, it didn’t
have milk. It came after two days.”
An Uzbek mother, Andkhoy

In Afghanistan, it is clear that more attention needs to be given by birth attendants
to helping mothers establish immediate and exclusive breastfeeding on demand,
feeding the colostrum, and encouraging exclusive breastfeeding for six months. No
doubt, other female family members⎯ mother-in-law and sisters-in-law,
especially⎯need to be educated about optimal breastfeeding practices as well.
Box 5: The State of the World’s Breastfeeding: South Asia Report
Afghanistan is one of eight countries from South Asia that assessed the state of infant and young child
feeding (IYCF) in the country. The assessment conducted in 2005 brought together key partners from
government and civil society to study the current situation. The purpose of the assessment was to identify
gaps and suggest solutions to improve breastfeeding practices in Afghanistan.
Regarding policy, the national health policy of MoPH clearly supports breastfeeding and Infant and Young
Child Feeding (IYFC) through BPHS, but a practical strategy to implementation of the policy into action has
not emerged.
Regarding facility-based breastfeeding practice, only 5 percent of hospital and maternity facilities have
implemented the Baby Friendly Hospital Initiative (BFHI). Only 1 percent of BFHI designated hospitals have
staff members who have received the 18 hour training course. There is no standard monitoring system for
BFHI compliance and the assessment system does not rely on interview of mothers.
Regarding implementation of the international code on breastfeeding, Afghanistan has drafted Legislation
which is awaiting final approval. When it is approved, it will be a priority to implement all articles of the
code and enact a national legislation with effective enforcement and proper monitoring.
There are gaps in training of health workers regarding International Code on Breastfeeding
implementation. Infant feeding counseling needs to be accessible to all as a key component in service
delivery for new mothers, both in health facilities and at the community level. For this, skill training is
needed for the frontline workers and pre-service curriculum must be strengthened regarding
breastfeeding.
Afghanistan has made progress regarding breastfeeding since the 2005 assessment. The government has
constituted a national partnership on breastfeeding⎯Afghanistan Breastfeeding Promotion Partners. A
National Breastfeeding Promotion Board has been established. BFHI has been revitalized. The government
has pledged to move breastfeeding up on the priority list of health programs. Afghanistan will carry out a
country-level survey to effectively strategize and plan for the future.
International Baby Food Action Network (IBFAN), Asia. February 2007. “The State of the World’s Breastfeeding:
South Asia Report, Tracking Implementation of the Global Strategy for Infant and Young Child Feeding.
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Temperature Maintenance and Bathing
Preventing hypothermia is a critical newborn care practice. Special attention should
be given to keeping preterm and low birth weight newborns warm. There are no
studies from Afghanistan that look at the household newborn care practices, except
for some small studies conducted in Afghan refugee camps in Pakistan and in a few
districts of Afghanistan. In Afghan refugee camps in Haripur, North West Frontier
Province, Pakistan, a study70 of the 20 percent (60/300) of mothers who delivered at
home, found that household practices that result in hypothermia are common,
including leaving baby on floor until cord-cutting after placenta delivery. Of those
who waited for the placenta to deliver, more than half of the newborns were placed
on a mattress on the floor, covered with a blanket (34/60) until the placenta was
delivered and the cord cut. Of those who cut the cord immediately after the baby
was born (n=229), the majority of newborns were covered and kept with the
mother (65 percent) or an attendant (20 percent).
Bathing in the Haripur study showed that 57 percent bathed the newborn two to
three days after delivery. However, 41 percent reported that their newborns were
given a bath within 24 hours after delivery. A Knowledge, Practice and Coverage
(KPC) survey71 in Mazar-i Sharif, Balkh Province, Afghanistan in 2006 showed that 36
percent (108/300) of newborns were bathed within the first 24 hours after delivery,
and 34 percent between the first and third day after delivery. Thirty percent of the
newborns were given a bath after three days.
Box 6: Kangaroo Mother Care Method

One method that is becoming globally acceptable to enhance the potential for survival of LBW babies is still
not available in Afghanistan. This is the kangaroo care method. Early, continuous and prolonged skin-to-skin
contact between the mother and her baby is the basic component of KMC. The newborn LBW (> 1800 g) is
placed on her mother's chest between the breasts. Skin-to-skin contact promotes lactation and facilitates the
feeding interaction. Support to the mother in hospital and at home is important as she cannot successfully
provide KMC all alone. Counseling along with supervision from care-providers, and assistance and cooperation
from her family members is important.
A trial in Shivgarh, India, where the project included birth preparedness, clean delivery, skin-to-skin care
(STSC), immediate breastfeeding, clean cord & skin care within its community mobilization and BCC strategies.
Results are still not available but preliminary findings point towards reduction in NMR and a high acceptability
and use of STSC.
Umbilical Cord Care
Several small studies have been conducted in some parts of Afghanistan on umbilical
cord care. In a Knowledge Practice and Coverage (KPC) survey72 of 300 mothers
70

Save the Children US, Pakistan Country Office, 2004. Refugee Program “Knowledge, Practice and
Coverage Survey 2004”.
71
Save the Children US. Afghanistan Field Office. 2003. “Knowledge, Practice, Coverage Survey:
Mazar-i Sharif.
72
Ibid.
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(with the last child 0-23 months of age) in Mazar-i Sharif, 52 percent mothers
reported a razor blade was used to cut the umbilical cord; 39 percent mentioned
scissors and 2 percent a doctor’s kit. Although most (71 percent) deliveries took
place at home, many (51 percent) deliveries were assisted by skilled birth attendants
such as doctors, nurses and midwives. However, use of new razor blades was also
common among those who delivered with an unskilled birth attendant. In another
2003 KPC survey73 in Andkhoy District in Faryab Province in Afghanistan, where
most deliveries occurred at home (93 percent), the vast majority (92 percent) of
mothers said a new razor blade was used to cut the umbilical cord. In both places,
SC and Afghanistan’s MoPH promoted clean delivery by skilled birth attendants.
The study74 from Afghan refugee camps in Haripur, North-West Frontier Province,
Pakistan in 2004 showed a set of home-based practices influenced by SC health care
personnel who had been providing MNC services in the camps since 1992. Of the
300 women surveyed, a razor blade was most commonly used to cut the umbilical
cord (79 percent). The majority of these mothers delivered at home (79 percent)
and many (68 percent) were assisted by unskilled birth attendants. In this study, 77
percent of the mothers reported that the cord was cut soon after the baby was
born, 79 percent said nothing was applied to the stump, while 15 percent reported
applying antimony (khol), henna, iodine, Dettol (liquid antiseptic), crushed tablets of
unknown content, gentian violet, edible oil and/or baby powder to the stump.
Recognition of Newborn Danger Signs and Complications
As in the antenatal and intrapartum periods, the practice of complication
preparedness is critical. The mother and her family, as well as health care providers,
should be aware of the following common danger signs and complications during the
postnatal period75:
•
•
•
•
•
•
•
•
•
•
•
•

Inability to feed adequately or cessation of sucking
Weak or abnormal cry or cessation of crying
Lethargy or loss of consciousness
Redness of the umbilicus extending to the skin of the abdomen
Discharge (pus) from the umbilicus
Localized skin infection (pustules)
Discharge from or redness of the eyes
Persistent vomiting and/or abdominal extension
Difficulty breathing, including chest in-drawing on inspiration or grunting on
exhalation
Fast breathing, > 60 breaths per minute
Fever or unusually cold body temperature
Convulsions, seizures, or fits

73

Save the Children US. Afghanistan Field Office. 2003. “Andkhoy Primary Health Care Knowledge,
Practice, Coverage survey.”
74
Save the Children US: Pakistan Field Office.2004. “Primary health care in Haripur/Ghazi Afghan
Refugee Village Communities, NorthWest Frontier Province, Pakistan. Knowledge, practice and
coverage survey”.
75
Parlato et.al.2004. Saving Newborn Lives: Tools for Newborn Health, Save the Children, Pg., 25.
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•

Yellow discoloration (jaundice) of the skin—the further “down” the body,
eg., hands and feet, the worse the jaundice

Messages about danger signs in newborns are well elaborated in Afghanistan’s
national Newborn Care (NBC) Standards76 of 2003. However, to date, there are no
national data on knowledge about newborn danger signs. A small study conducted
among 300 mothers in Mazar-i Sharif showed that 43 percent of the mothers knew
two danger signs, 28 percent knew three or more and eight percent of the mothers
did not know any. Poor breastfeeding, fast breathing and infection around the
umbilicus were frequently mentioned as known danger signs.
Table 5: Mothers’ Knowledge of Newborn Danger Signs in Mazar-i Sharif
Danger signs in a Newborn

percent (n=300)

Fast breathing

53.6

Redness around umbilical cord

45.3

Poor breastfeeding

42.6

Baby not active

10.6

Neonatal jaundice

18.3

Fever

10

Vomiting

3

Diarrhea

3

Convulsions
Knows one danger sign

1
20.3

Knows two danger signs

43.3

Knows three or more danger signs

28.3

Does not know any

8

No studies have been conducted to learn about health care seeking for sick
newborns in Afghanistan. A study from Afghan refugee camps in Haripur, North
West Frontier Province, Pakistan in 2004 reviewed 74 cases of children under five
years who died in three months (November 2002 to January 2003)77. Fifty percent
of the deceased children were newborns, with most dying due to complications
arising from fever, acute respiratory infections and jaundice. Sudden deaths
accounted for 14 percent. While most caregivers recognized danger signs among
newborns and promptly sought care outside of their homes, often these signs were
perceived as signs indicating a curse or effects of an evil eye or a jinni and, therefore,
significant number of caregivers chose home care and care from religious leaders or
mullahs. Swaddling, evil eyes and suffocation were frequently mentioned by mothers
as contributing factors or causes of death.

76

Ministry of Health, Transitional Islamic Government of Afghanistan. National Standards for
Reproductive Health Services: Newborn Care Services. Kabul: The Ministry; 2003. p. 39.
(Henceforth referred to as Newborn Care Standards 2003).
77
Save the Children Pakistan Afghanistan Field Office. Case Review of 74 deceased children under-5
years, 2004. Afghan Refugee Program, NWFP, Pakistan. Unpublished Research.
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“We could not take the child to a doctor—we had no money. He [the baby] could not
breastfeed and was very weak—he became thin everyday. I went to this mullah in Khaki. He
said a kafir (infidel) jinni had caught him and can kill him anytime. He gave me an amulet to
wear around my neck and some other amulets to mix and drink for three days (holy water). I
was drinking one each evening. He fastened an amulet in the child’s neck and told me that I
should eat food like orange, rice, and banana and milk so that my milk increases. The mullah
told me that the baby is not taking enough milk, and when he closes his eyes while taking milk,
jinni comes and take that milk from him and the child remains hungry. The mullah had told me
to bring the child back after a month—but he does not know that my child has died.”
A young mother whose first child died 21days old

Summary
There is a paucity of data on neonatal mortality in Afghanistan, and reported rates
are based on results from small population studies. There are virtually no data
available on causes of neonatal mortality.
An examination of the data on evidence-based interventions that could reduce
newborn deaths found the following:
•

Although the practice of breastfeeding is common, it has not resulted in a
significant reduction in neonatal mortality due to limited immediate and
exclusive breastfeeding and delayed complimentary feeding.

•

Household practices that result in hypothermia are common, including
leaving baby on floor until cord-cutting after delivery of placenta, and bathing
newborn within first 24 hours.

•

Although several studies of NGO programs reported a high prevalence of
using a clean blade to cut the umbilical cord, there was no information
available on this practice from areas without an NGO program.

•

National data are not available on mothers’ knowledge of newborn danger
signs, and no studies, with the exception of one conducted in a refugee camp
in Pakistan, have been carried out on health-seeking behavior for sick
newborns.

•

As discussed earlier in the Maternal Health Chapter of this report, postnatal
care by skilled health providers is rare during the first days when it is most
critical to save newborn lives.
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Mother with one-day-old newborn girl, Rabia Balkhi Hospital, Kabul
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CHAPTER 3: POLICIES AND PROGRAMS
Government Policy

To improve maternal and neonatal health, a nation must provide focused attention
to these issues through its policies and programs. The MoPH has indicated through
its policies that providing care for women and children is of the highest priority.
The National Health Policy 2005–2009 emphasizes the need to focus resources on
women and children, as well as underserved populations in its stated mission and
goals. The mission statement asserts the following:
“The mission of the Ministry of Public Health is commitment to ensuring the accelerated
implementation of quality health care for all the people of Afghanistan, through targeting
resources especially to women and children and to underserved areas of the country, and
through working effectively with communities and other development partners.”

The National Health Policy goal, as stated in the same document is this:
“Develop the health sector to improve the health of the people of Afghanistan, especially
women and children through implementing the basic package of health services and the
essential package of hospital services as the minimum of health care to be provided at each
level of the health system.”

Specifically regarding reproductive health, the MoPH is:
“…committed to increase accessibility of mothers and women of childbearing age to quality
reproductive health services including antenatal care, intrapartum care, routine and emergency
obstetric care and postpartum care, counseling and modern family planning services through
skilled birth attendants working with community and other health workers.”

Further defining the Ministry’s intentions, the National Reproductive Health Strategy
2006 –2009 cites seven major MNH priorities:
1) Increase the proportion of births attended by a skilled provider
2) Increase access to, and availability of essential obstetric care (EOC) services (especially basic
EOC services provided by midwives)
3) Increase the number of appropriately staffed and equipped health facilities that are able to
provide essential obstetric care) services
4) Improve the quality of essential and emergency obstetric care services, according to national
clinical and managerial standards
5) Increase community participation in the provision of maternal and neonatal health (MNH)
services
6) Strengthen the referral system and continuum of care from household to health facility level
7) Increase demand for MNH services”78

These policies give clear guidance for programs and services to be provided to all
women and newborns. Guiding principles important to the implementation of the
policy and critical to the success of the National Health Strategy are listed here:79

78
79

Ibid., p. 6
Ibid, p. 8-9. For further details see the Strategy document.
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•
•
•
•
•
•
•

Emphasis on rural areas
Balance between supply and demand
Focus on community-level health workers
Increase use of birth preparedness/complication readiness
Strengthening health services management
Need for linkages
Program planning and monitoring

Basic Package of Health Services
As noted, based on policy directives, the health system of Afghanistan is being
rebuilt. As part of that rebuilding process, the MoPH established a BPHS. The key
elements to include are these:
1. Those services that would have the greatest impact on major health
problems
2. Services that were cost-effective in addressing the problems faced by many
people and
3. Services which could be delivered to give equal access to both rural and
urban populations.80
And, the stated purposes for this package of services are these:
1. To provide a standardized package of basic services that forms the core of
service delivery in all primary health care facilities, and;
2. To promote a redistribution of health services by providing equitable access,
especially in underserved areas.81
Services/infrastructure
The health system in Afghanistan has six standard levels of health facilities:
•
•
•
•
•
•

The health post
Basic health center
Comprehensive health center
District hospital
Provincial hospital
Regional hospital

The contents of the BPHS for each level of facility are defined by its components:
child health and immunization; maternal and newborn; public nutrition;
communicable diseases (control of TB and malaria); mental health; disability; and
supply of essential drugs. Services within the maternal and newborn component are
ANC, Delivery care, PPC, FP and Care of the newborn.
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Transitional Islamic Government of Afghanistan, Ministry of Health (March 2003). “A Basic Package
of Health Services for Afghanistan”. p. 5
81
Ibid., p. 5
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BPHS providers are defined for each of the four levels of facility:
•

Health Post (HP)
o At the community level with CHW providing services out of the home.
o Services include limited curative care, including diagnosis and treatment of
malaria, diarrhea and ARI; distribution of condoms and oral contraceptives,
and micronutrient supplementation.
o Female CHWs also support normal deliveries, identify danger signs, and refer
clients to health centers.
o CHWs
o Catchment area of 1,000-1,500 (100 to 150 families).

•

Basic Health Center (BHC):
o All HP-based care offered.
o In addition provides ANC, delivery and PPC; FP; routine EPI; growth
monitoring; management of childhood diseases; treatment of malaria and TB,
including Directly Observed Treatment, Short course (DOTS); and
distribution of essential drugs.
o Staff includes a nurse, a midwife or auxiliary midwife, and vaccinators.
o Catchment area of 15,000-30,000. There are currently 593 BHCs nationwide.

•

Comprehensive Health Center (CHC):
o Provides all services provided by a HP and BHC, plus normal delivery and
basic Emergency Obstetric Care (bEOC); grave cases of childhood illness;
treatment of complicated cases of malaria; inpatient and outpatient
physiotherapy for disability.
o Provides in-patient care, and has a laboratory.
o Staff includes male and female doctors, male and female nurses, midwives, and
laboratory and pharmacy technicians.
o There are currently 402 CHCs in Afghanistan.

•

District Hospital (first referral hospital):
o Such hospitals serve up to four districts, and provide all BPHS care. DHs also
offer major surgery; X-rays; Comprehensive Emergency Obstetric Care
(CEOC) including Caesarian section delivery. Staff includes female OB/GYN,
surgeon, anesthetist, pediatrician; midwives; lab and X-ray technicians;
pharmacist; and dentist and dental technician.
o Catchment area of 100,000 to 300,000. Afghanistan has 70 DHs.

In addition to this range of facilities and services, there are 31 provincial hospitals
and 16 regional hospitals in Afghanistan. There are also tertiary hospitals for
women’s/maternity care located in major cities. In Kabul there are five large hospitals
for women, four in the public sector. (See Box 7 regarding the Rabia Balkhi Hospital in
Kabul.)

Afghanistan Newborn Health Situation Analysis (March 2008)

44

Box 7: The Rabia Balkhi Women’s Hospital in Kabul

Rabia-e-Balkhi (RB) is a large hospital for women on a busy street in the heart of Kabul. It is surrounded by an open
market and many small shops. It is one of four women’s hospitals in Kabul managed by the MoPH.
In addition to a large outpatient department, which sees 200 clients each working day, RB has both obstetric and
gynecological services.
RB has a sizeable professional staff including 17 ob/gyn specialists; 53 female doctors—many having training in ob/gyn;
6 pediatricians; 71 midwives; and 20 nurses. [
On average, 70-75 in-patients are admitted each day, approximately 50 of them for delivery care. Ten percent of the
deliveries are by caesarean section, the balance are normal deliveries. Normal delivery clients are released after eight
hours. During the eight hours they are in the recovery room and then in the ward. In the ward, their newborns are with
them and they are shown how to start breastfeeding. Health education also is provided in the ward.
Caesarean section clients usually stay seven days so their stitches can be removed before they are released. Newborns are
with their mothers after the mothers are in the ward. There is a nursery for newborns whose mothers are not able to
care for them immediately.
Gynecological services offer a full range of surgeries and procedures including hysterectomy, D&C, and female sterilization.
Services are well-organized with daily meetings for the service providers to discuss case management. Joint decisions are
made as senior specialists work with the younger doctors to ensure the most effective case management.
All costs associated with care at RB are free except x-ray. If x-rays are required, costs are determined on a cost-recovery
basis.
Staffing shortages, especially female staff members, for these facilities continue to be
a challenge that is being met in various ways. These include CME programs, which
will deploy midwives in communities, and training of CHWs—especially women
CHWs. The Maternal and Newborn Health Strategy document82 provides data on
the shortages of midwives and CHWs.
“Based on estimated population data and BPHS targets, Afghanistan requires 8,000 to 10,000
community midwives (CMWs) just to ensure one CMW posted to each of the planned BHCs. As
of May 2005, only 66 community midwives had been trained and by May 2006 another 100 to
150 are expected to graduate, bringing the total trained to around 200. Current training rates
of community midwives in the 16 midwifery schools will produce up to 400 midwives per year.
Targets will be achieved more rapidly by increasing the number of students in each school
and/or by building more schools. Even by augmenting the community midwifery training rate by
a factor of three (to 1200 community midwives/year), six to eight years would be required to
achieve the target for community midwives trained, assuming a negligible attrition rate.
Afghanistan will need between 22,000 and 84,000 female CHWs (this calculation varies
depending on whether each CHW is assigned to 40 households or to 150 households). The
total number of CHWs (female and male) trained to date is 5000, representing 22.7 percent of
the target at best.
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Maternal and Neonatal Health Working Group, Reproductive Health Task Force, Ministry of Public
Health. 2006. “Draft Maternal and Neonatal Health Strategy 2006-2009”, p.10.
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The supply of trained hospital midwives also needs to be increased. Since these three cadres
form the backbone of maternal and neonatal health services, it is crucial to the success of the
strategy that an adequate rate of training of these health workers is defined.”

The midwifery training program, as discussed in Maternal Health chapter of this
report, should address the issue of skilled birth attendance and newborn care.
Private sector
Private sector hospitals and doctors also provide delivery care in the urban areas
from facilities that range from small maternity homes to private hospitals.
Box 8: CURE International Hospital (Kabul)

CURE International Hospital is an example of the many private, not-for-profit organizations in Afghanistan working
with the Ministry of Public Health to improve maternal/child health. CURE’s Fellowship in Obstetrics and Gynecology
is designed to upgrade the skills and teaching capacity of OBGYN specialists based on the most recent medical
evidence. These graduates typically return to their places of work and teach others, thus broadening the capacity for
maternal health care at Provincial Hospitals and at Kabul Medical University.
CURE also trains doctors in the specialty of Family Medicine. The curriculum of this three-year program is designed to
prepare doctors to serve as generalists at the District Hospital level of the BPHS. The curriculum includes training in
neonatology, pediatrics, adult medicine, obstetrics and gynecology, general surgery, orthopedics, and anesthesia.
Graduates are competent to provide and teach emergency obstetrical care and neonatal care. Graduates serve for two
years in District Hospitals in rural areas of Afghanistan. Fifteen doctors are currently enrolled in this program.
Doctors enrolled in these programs receive their training at CURE International Hospital, a referral facility in the south
of Kabul. The OBGYN and Neonatology services at CURE are among the best in the country, and provide an excellent
environment for learning. CURE has begun accepting doctors from other organizations for training in maternal/child
health.
Many of the doctors who work at private facilities also work in public facilities. At
this time, private sector facilities in Afghanistan are not regulated by the government.
Thus, there is concern that the standard of care may vary between public and
private. Even so, regulation by the government is unlikely to occur in the near future
because the workload of MoPH to bring all public facilities up to standard is
substantial enough. The public sector has to be their first priority and, unfortunately,
they do not have human resources to turn attention to the private sector as well.
In the foreseeable future, it is likely that the private sector will remain as it is
today—serving a growing number of women, providing services that range from
excellent to mediocre in quality, and still referring their complex cases to public
facilities.
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CHAPTER 4: ASSESSMENT OF GAPS
GAPS IN RESEARCH
Maternal Health
At present, there are insufficient data on maternal mortality and morbidity in
Afghanistan. The figure of 1,600/100,000, frequently used for mortality, varies
widely. Other sources refer to a much higher recorded figure—6,500/100,000.
Clearly more work is needed to ensure that an accurate figure is recorded and used.
There is even less information regarding maternal morbidity in Afghanistan because
the typical Afghan woman’s health status is not checked or recorded—primarily
because she does not access health care services. Sound research on morbidity at
the community level vs. the facility level will be useful.
Maternal Mortality Differentials: Even though the data are limited, maternal
mortality is reportedly higher in rural than urban areas. This highlights the need for
developing maternal health interventions that target marginalized or difficult to reach
populations. Research is needed to identify the social, cultural and programmatic
constraints that must be overcome to develop and implement these interventions—
ideally beginning earlier in the lifecycle
Maternal Nutrition: Community-based studies by Save the Children and others
indicate that Afghan women and their families are aware that women should eat
nutritious food during pregnancy and breastfeeding. However, the same studies
show that most women actually eat the same whether pregnant or not, or in many
cases, eat less. More needs to be learned about how to improve maternal nutrition
during pregnancy and lactation.
Delivery Care: There is insufficient information about care during home delivery.
The community-based studies by AfCO give some indication that there is some birth
preparedness—calling a TBA, boiling water, preparing a blade to cut the cord, and
getting nutritious food for the mother. More research is required to verify these
findings in larger samples of women. Only then can an effective behavior change
communication (BCC) strategy be developed to encourage women to change
harmful behaviors and to reinforce positive ones.
NEWBORN HEALTH
Data Limitations: There is a paucity of data on neonatal mortality, and the rates
reported are all based on results from small study populations. There are virtually
no data available on causes of neonatal mortality. Clearly, research needs to be
conducted to identify the causes of morbidity and mortality among neonates.
Breastfeeding: Although the practice of breastfeeding is common, the optimum
contribution to reducing neonatal mortality has not occurred due to limited
immediate and exclusive breastfeeding and delayed complementary feeding. Studies
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are needed on how to increase immediate and exclusive breastfeeding and to
eliminate delayed complementary feeding.
Temperature Maintenance: The only study reviewed on temperature
maintenance indicated that newborns are at high risk of hypothermia because they
are generally left unattended until the placenta is delivered. Research is needed on
ways to eliminate high risk behaviors that result in newborn hypothermia and
improve positive behaviors.
Delayed Bathing: Some data from limited studies indicates that bathing occurs
soon after birth. Full-scale studies need to be conducted to demonstrate ways to
increase delayed bathing.
Umbilical Cord Care: Although several studies of NGO programs reported a high
use of a clean blade to cut the umbilical cord, there was no information available on
this practice from areas without an NGO program. Studies should be conducted to
address this gap.
Recognition of Danger Signs and Health-Seeking Behavior: National data
are not available about mothers’ knowledge of newborn danger signs, and no
studies—with the exception of one conducted in a refugee camp in Pakistan—have
been carried out on health-seeking behavior for sick newborns. Research is needed
to assess mothers’ knowledge of danger signs to inform BCC approaches aimed at
improving recognition of these signs. Research also is needed to identify factors that
could improve mothers’ appropriate or optimal health-seeking behavior for their sick
newborns.
GAPS IN POLICIES
Traditional Birth Attendants
The official MoPH policy toward TBAs is to emphasize educating and supporting
community midwives to provide skilled attendance at delivery. While this is an
important policy decision, it fails to take into account that the vast majority of
women in communities still trust and use TBAs. And, there are simply not enough
CMs to deliver all newborns in the country.
The MoPH uses a slogan to set the tone of the work with TBAs: “Partnership—yes;
Investment—no.” This acknowledges that there will be a lag period of 10 years before
even 50 percent of communities have access to CMs or other SBAs. In the
meantime, newborns will be delivered by TBAs and/or family members.
A review83 of effectiveness globally has shown that although TBAs may not have a
great impact on MMR, they can reduce NMR. In addition a recent study in Pakistan84
has demonstrated reduced mortality with trained TBAs.
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Sibley, L et.al. 2004. “What can a meta-analysis tell us about traditional birth attendant training and
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In the current situation, Afghanistan’s MoPH needs seriously to consider its policy
about how it will continue to partner with TBAs without investing in them, and how
TBAs can be used to link newborns and women into the public health system. The
other issue for serious consideration is this: with unskilled home delivery, only half of
the deliveries are attended by TBAs. The remaining unskilled home deliveries are in
the hands of relatives, the vast majority of whom are completely unskilled and/or
practicing unsafe, or at least not modern, delivery. So, engaging TBAs in some form
of training for clean deliveries and essential newborn care will only deal with half the
problem. And, the other half must also be addressed in the near term.
Birth Preparedness and Complication Readiness
Birth preparedness and complication readiness is included in the national Maternal
and Newborn Care strategy, however, more needs to be done to understand how
to integrate this policy with practice. A top-down approach that simply states what
needs to or should be done is note useful. Steps must be taken to implement the
policy, i.e., make it practice. Community education on birth preparedness and
complication readiness as part of the ACCESS Prevention of Postpartum
Hemorrhage project, implemented in Andkhoy District of Faryab Province could well
be repeated in other areas for further learning as a starting point.
Low Birth weight Babies
The National Newborn Care Strategy suggests ways of identifying low birth weight
(LBW) babies. This allows skilled providers to monitor danger signs and to take
appropriate action. However, these standards lack specific guidelines regarding how
to care for a LBW baby who is delivered at home.
GAPS IN PROGRAMS
Community Health Workers
Family members who currently shoulder the burden of delivering babies in the
community are generally not being reached by public health services to receive
information and help for delivery and/or newborn care. Most women who help
deliver babies in Afghanistan remain unaware of danger signs or other critical health
factors, which they should know when they help with delivery. The exceptions are
generally those relatives who attended antenatal care visits with the pregnant
mother and who worked with both mother and service provider on a birth plan.
CHWs currently are not involved in home delivery, though some are being trained
to become community midwives or skilled birth attendants. But if this— the largest
cadre of health workers in the field—could be appropriately trained to provide good
quality MNC information and services in the home, then Afghanistan could reduce its
neonatal mortality rate.
Using CHWs or volunteers has been born out not only by a field trial of home-based
neonatal care in rural India (Gadchiroli)85 but also in a DfID funded project in
85
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Bangladesh.86, 87, 88 In this six-year project for 340,000 rural households, with just
basic essential newborn care and no skilled attendance at birth, the neonatal
mortality rate was brought down from 39/1000 to 20/1000 live births. This was in a
period when Bangladesh’s NMR had stagnated at 41-42/1000.
Basic Package of Health Services
The BPHS is designed to offer health services in an integrated way. However, more
integration with other health services is needed to avoid missed opportunities to
reach women. For example, vaccinators are seeing newborns to give BCG vaccine
within the first few days after they are born. But there is no organized exchange of
information about the newborn with the CHWs or CMs who might be seeing the
same newborn’s mother. This is a missed opportunity to give mutually supportive
education and services. So, it is reasonable to consider conducting an experiment
where vaccinators and Community Midwives work together. Midwives could weigh
and identify low birth weight babies, provide postnatal care for women at home, and
ensure proper breastfeeding while the vaccinator takes care of the immunization
required for the infant.
Antenatal Care
When pregnant women get antenatal care, they come several times (potentially) but
the data system only records new clients or the first visit. All ANC visits for each
woman must be recorded to establish the extent of ANC coverage. At the same
time, interest in ANC must be increased so more pregnant women (and their
families) are educated about danger signs; birth preparedness and complication
readiness; and more pregnant women receive TT vaccine and iron and folate.
Neonatal Resuscitation
Community Midwives are being trained to resuscitate. It is important to track this
intervention and observe the results. Currently, relatives, TBAs and some CHWs
who attend deliveries do not know how to resuscitate newborns, who are dying at
home as a result.
Postnatal care
Only a relative few Afghan mothers and newborns receive postnatal care. As noted,
at a minimum, it is important to link CHWs and vaccinators to track women who
have delivered so more mothers and newborns receive immediate care (1)
immediately after delivery; (2) in the first 24 hours and (3) during the first 28 days
after delivery.
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CHAPTER 5: PROPOSED FUTURE
DIRECTIONS
Future directions to save the lives of newborns in Afghanistan must begin with these
six recommendations, adapted from a Save the Children publication.89
1. Increase commitment to newborn health.
The MoPH has shown its commitment to the newborn through the services
provided in the BPHS and the increased training of midwives and CHWs. The
continuation of this commitment is critical to ensure a focus on newborns.
However, a policy commitment alone is not enough. The financial means to
implement the planned programs will have to be increased and sustained if the
goal of reducing newborn mortality is to be achieved. Donors have to be
encouraged to invest in programs focused on saving newborn lives.
2. Begin care for newborns with care for mothers.
“A newborn’s chance of survival and well-being begins well before birth, with the
health and nutritional status of the mother and preparation for a safe delivery.”90
Again, the BPHS does provide for appropriate care of pregnant women at all
levels of the health service. What is required is a concerted effort to encourage
women and their families to use the services available. It is critical to overcome
the current practice where antenatal and early postnatal care visits are rare and
traditional birth attendants and relatives are used for many deliveries in a home
setting. As the BPHS becomes institutionalized, a strong behavior change
communication (BCC) strategy will have to be developed that motivates and
educates pregnant women and their families regarding all aspects of a healthy
delivery. This motivation and education must stress birth planning, danger signs in
pregnancy, and childbirth, emergency obstetric care when needed and immediate
care of the newborn, and danger signs related to the newborn.
3. Integrate newborn care into existing safe motherhood, child survival and other
programs.
“Newborn care efforts do not have to start from scratch.”91 Services exist
already that directly affect the health of the newborn, such as the provision of
TT, skilled care at delivery, breastfeeding support, hygienic practices and thermal
control. Provision of integrated maternal and newborn postnatal care during the
first hours and days after delivery will have the greatest impact on saving lives,
since mothers and newborns are most vulnerable during that period. Other
89
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programs and services, such as family planning, also contribute to the health of
the newborn. The spacing and limiting of births is a sound health practice that
can contribute to healthy pregnancy outcomes. Encouraging adolescent married
women to delay childbearing is also an important element in saving newborn
lives.
4. Develop and replicate promising program innovations.
While not as much has been done in Afghanistan as other countries to save
newborn lives, there are initiatives from elsewhere that can be replicated and
others tried new. Through Save the Children’s research on breastfeeding,
current practices are known. BCC materials can be developed to encourage
appropriate breastfeeding practices throughout the country.
Many women are aware of the value of TT. This is a positive fact that can be
used to remind women that other interventions for newborn health are valuable
as well.
It is important to review all MNC programs that have been implemented in
Afghanistan so as to draw on lessons learned and positively influence newborn
health programs. These lessons should be widely disseminated to all who are
working in the public health field so awareness of saving newborns becomes a
health sector priority. It is critical to stress that saving newborns is possible and
doable even where the health system is not fully functional.
5. Monitor and evaluate what is done.
Policy makers, program planners and service providers all need good data to
better understand how to use existing resources, monitor program performance,
and make necessary changes in health care programs.92 Learning about what
works—and what does not work—regarding the care of newborns is essential,
as is widely disseminating information as it is available. New information must be
sought to continue to improve the work in the field. This is a time to learn as
much as possible about what has been done, what works and how to build on
that knowledge for future programs.
6. Enhance the knowledge base.
In Afghanistan, there is a need to know more about the situation for newborns.
Three types of research would be particularly helpful:
a) Epidemiological research to pinpoint contributing factors to newborn
deaths.93
b) Formative research to understand local beliefs and practices;
c) Operations research to learn how to deliver affordable, life-saving preventive
and curative care;
92
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Some excellent research has been done by SC and other organizations. More is
needed to ensure that programming decisions and the design of services are
based on the issues that communities, families and individuals value.
7. Strengthen the continuum of care, beginning in the home and the community.
For the foreseeable future in Afghanistan, deliveries will take place at home.
While it is still important to encourage women to change their behavior and
come to a facility for delivery, programs that provide for community-based MNC
services should be enhanced to meet immediate needs.
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CONCLUSION

Saving newborn lives is an achievable goal for Afghanistan. Focusing on communities
where the majority of infants are now dying, concentrating on life-saving programs
that reach pregnant women with antenatal care, promoting appropriate delivery care
using skilled birth attendants, and ensuring early postnatal care are all measures that
will save lives.
Afghanistan is moving forward toward this goal. Strong policies have been developed
by the MoPH for newborn care. These must be implemented with rigor throughout
the country. The policies that support women’s health embedded in the
reproductive health and family planning strategies of the MoPH need equal attention
to guarantee that each woman—no matter where she lives—has access to the care
she needs during her reproductive life. The BPHS, with its critical emphasis on
mother and child care, must be strengthened and its coverage expanded. Care and
attention must be given to ensuring that female service providers are educated in
increasing numbers and deployed and supported where they are needed.
What needs to be done for effective newborn care is well known. Low-cost
approaches like tetanus toxoid immunizations, skilled care at delivery, immediate and
prolonged breastfeeding, and thermal care and early postnatal contact with a health
provider each contribute to saving newborn lives. The goal must be to apply each of
these approaches at every birth. At the same time, renewed efforts need to be
applied to those newborn problems that do not have ready solutions, like managing
asphyxia and infection at the community level.
Afghanistan-specific research to fill knowledge gaps regarding care during pregnancy,
delivery and the postnatal period is still needed. The knowledge gained through
research can contribute to effective behavior change communications for the
communities and families.
Though there is a very long way to go for Afghanistan to achieve its goal of
substantially reducing newborn deaths, progress is being made and more is possible.
The next few years will be critical to continuing this positive trend. It will take the
focused attention of the government of Afghanistan at all levels, particularly the
MoPH and its branches throughout the country, to concentrate on the newborn and
to set goals that are monitored and evaluated regularly. Donors and international
agencies have a role to play in increasing and coordinating their efforts for newborn
health, working together to ensure the goals set by the government are achieved.
The future of the country rests with the next generation. Yet it is the responsibility
of this generation to apply all the technical knowledge and skills available to give each
newborn a healthy start to ensure the most favorable future.
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