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Summary 

Introduction 
The results of  Afghanistan Health Survey (AHS) 2018 presented here is the fourth nationwide household survey 
conducted by an independent firm in the health sector, after AHS surveys in 2006, 2012, and 2015. The AHS 2018 
was implemented by KIT Royal Tropical Institute, in the role of Third Party Evaluator for the System Enhancement 
for Health Action in Transition (SEHAT) programme.  

This survey measured many of the same indicators as the previous AHS surveys, such as key maternal and child 
health outcomes, maternal and child mortality, fertility levels, utilization of health services, out-of-pocket expendi-
tures associated with use of health services, and patient satisfaction, and in addition children’s nutrition status. The 
AHS 2018 sample is designed to yield representative information for most indicators for the country as a whole, for 
urban and rural areas, and for each of Afghanistan’s thirty-four provinces. Building upon lessons learned from the 
AHS 2015, the 2018 survey has undergone a number of adaptations to ensure sustained relevance for policy-making, 
as well as strengthening of methods to assure good quality of results. 

Methodology 
The survey instruments consisted of three questionnaires: 1) a general household survey oriented to the demo-
graphic and health characteristics of the households; 2) a questionnaire specifically seeking health information on 
women and children, including nutrition information; and 3) a mortality questionnaire and a verbal autopsy ques-
tionnaire. 

In order to ensure the highest possible data quality, a comprehensive quality assurance plan was developed and 
implemented. It included daily tracking of teams; the use of field-data editors; active- and post-monitoring of sur-
veyor teams; and “bundle screening” whereby cluster-wise data bundles received from the field were screened, prior 
to data entry, to rapidly verify data quality and to identify potential issues to be resolved.  

Data collection took place between March 2018 and August 2018. Field teams consisted of pairs of male and female 
interviewers, recruited from each of Afghanistan’s 34 provinces. All staff received extensive classroom and field-
based training prior to going into the field. The planned  survey sample consisted of 23,460 randomly selected 
households, divided among 1020 clusters in 34 provinces. For security reasons the actual coverage of the survey 
consisted of 19,684 households, from 912 clusters in 34 provinces. In Zabul, Nooristan, and Helmand, less than 
two-third of selected clusters could be surveyed. Hence, data from these provinces should be interpreted with some 
caution. By the end of the survey 819 clusters were post-monitored, which is an 89.8% completion of the post-
monitoring plan.  

Results 
The results of the 2018 AHS presented in this report are divided into four sections. First, results from the demo-
graphic characteristics present information about household and population characteristics. Second, results from 
the performance of health indicators provide information on self-reported illness, access to case, health care financ-
ing, child health and nutrition (including nutritional status indicators), maternal health and family planning data. 
Third, results from SEHAT core indicators focus on trends over the last fifteen years in immunization coverage, 
antenatal care, skilled-birth attendance and contraception over the fifteen years of contracting health services. Fi-
nally demographic analysis provides information on infant- and under-five mortality rates, as well as fertility rates 
and verbal autopsy findings.  
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1 Satisfaction score composed of: Convenience of travel to the facility, Cleanliness of facility, Respectfulness of provider, Way health worker ex-

plained the illness, Way health worker explained treatment, Availability of drugs, Cost of drugs, Privacy, Time health worker spent with you, Opening 

hours, Waiting time. 

Key findings - Population and household characteristics 

Household composition: The mean size of a household is similar in urban and rural areas, with 7.2 and 7.5 
mean household members respectively. Head of household: Only four percent of households in Afghanistan 
are headed by a woman. Education: Nearly seventy percent of women and less than half of men have never 
attended school, whereas over sixty percent of the urban population ever attended school, versus 35.8% of the 
rural population. Younger age groups have higher percentages in having ever attended school, with 65.6% of 
children between 10 - 14 years of age having ever attended school. Media exposure: Over two-third of house-
holds in rural areas and ninety percent of households in urban areas own a mobile phone. Televisions are owned 
by 82.4% of urban, and 31.8% of rural households. A computer with internet access is owned by only 7.0% of 
urban, and 0.4% of rural households. Radios are more commonly owned in rural (38.4%) compared to urban 
households (25.7%). Drinking water and sanitation: In urban areas, the most common water source is 
piped water into dwelling (29.7%), In rural areas, this is a hand pump (11.0%) or a covered well (15.0%) in the 
yard or plot. In urban areas, over three quarters of households have access to water inside their house or plot, 
while for 19.1% it takes thirty minutes or less to get water and return. In rural areas, 45.9% of households have 
a water source inside their house of plot, 42.6% must travel 30 minutes or less to get water and return. For 
10.2% of the rural population it takes thirty minutes or longer to obtain water.  

Key findings - Performance of health indicators 
Utilization of health services 
• Nearly 16% of respondents over the age of five reported being ill or disabled over the past two weeks, as to

nearly 29% of under-five year olds. Specific health problems show a clear age-dependent trend. Diarrhea,
respiratory problems and fever are leading reported com-plaints. They account for the majority of com-
plaints in children, while in older age groups arthritis, cardio-vascular problems, and kidney problems are
commonly reported.

• Three-quarters of people who experienced health complaints sought treatment outside the home. A clear
trend can be observed in treatment seeking behaviour between wealth quintiles, with 64.8% of respondents
seeking treatment outside home by the lowest quintiles to 80.5% by the highest.

• Private providers were visited nearly two-thirds of the time. MoPH clinics were the point of care for 21.2%
of cases and MoPH hospitals in 9.4% of cases. MoPH clinics are visited more frequently by rural residents
(25.9%) versus urban (9.9%) and by people in the lowest quintile (35.6%).

• Of respondents, 3.2% indicated to have been hospitalised in the preceding twelve months. In children under 
the age of five this was only slightly higher (4%). Two-thirds stayed in an MoPH hospital, 28.3% in a private
clinic/hospital and 3.4% in a health facility abroad.

• A majority of respondents (57%) could reach the health facility within thirty minutes and cumulatively over
90% could reach a facility within two hours. However, accessibility is more limited for poorer and rural
respondents compared to richer and urban respondents.

Health expenditure and financing 
• Savings and loans from friends and family, followed by money from income and the sale of household assets 

dominate as sources of financing for hospitalisation. This leads to a distressed financing rate of 46.8% (all
sources of financing except for income and savings) and a severely distressed financing rate of 9.1% to pay
for hospitalization (selling jewellery, selling household assets, selling land, selling the house). Poorer house-
holds are more likely to borrow money and sell household assets to finance care.

• By far the biggest expenditure for both outpatient and inpatient care is costs for drugs and supplies, followed 
by costs incurred for transportation to the health facility.

Community perceptions: The overall mean satisfaction score1 for those who visited a health facility is 60.2%. 
MoPH clinics were scored slightly lower with a mean of 57%, MoPH hospitals at 62% and private clinics/hospi-
tals the highest, at 64.5%. For both satisfaction with the health facility and trust in the provider, a clear trend 
can be observed when disaggregating the mean total scores per wealth quintiles, with the lowest satisfaction 
scores were given by persons in the lowest wealth quintile and an increase in satisfaction scores given the higher 
the wealth quintile. 
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Child health 
• Mothers reported that eighteen percent of children had suffered from diarrhea in the past two weeks,

whereas 23.4% reported their children had been ill with fever and 10.7 percent with  ARI;
• While sixty percent of children with diarrhea were taken to a health provider, over half of children with

diarrhea received ORS or increased fluids at home;
• Over half of all children aged 12-23 months are fully immunised and 70.9% of children aged 6-59 months

received vitamin A in the past six months.
• Of all children under the age of five, 36.6% are stunted, and 17.3% are severely stunted, while 5.0% were

wasted and 1.5% severely wasted.

Maternal health 
• A majority (65.2%) of the women had at least one antenatal (ANC) visit during their pregnancy, but only

20.9% had the recommended four or more visits. About half of the women (52.8%) who attended ANC had
their first visit in the first trimester. Half of the ANC visits took place at MOPH facilities, either a clinic or
hospital.

• Less than half of the women (41.2%) delivered at home, this was especially true for women in rural areas,
lower educational level and lower wealth status. Their births were mostly attended by TBAs, a relative, neigh-
bour or friend. Community health workers hardly played any role in reproductive health in Afghanistan; not
for antenatal care nor for delivery care.

• Nationwide, 58.8% of the women delivered with a skilled birth attendance, mostly commonly being a mid-
wife. The majority of institutional deliveries took place at MOPH facilities, but private facilities constituted
a substantial amount of all deliveries, especially in urban areas and among women with higher education or
wealth quintile.

• Of the women in reproductive age 18.9% used any method of contraception. A modern contraceptive preva-
lence rate of 17.4% indicates that the majority of these methods can be considered as ‘modern’, including
female sterilization, intrauterine device, contraceptive pill, contraceptive injection, and condom. Nearly a
third of the women (32.0%) could not mention any contraceptive methods.
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Key findings - Reflecting on fifteen years of contracting health services 
Afghanistan has made strong improvements in public health and health service coverage, with the help of ex-
ternal assistance and private partners. Since the start of the health system restructuring, in 2003 with the basic 
and essential package of health services (BPHS and EPHS), a large public-private model of health service deliv-
ery has been established. This includes the contracting out service delivery by Ministry of Public Health to non-
governmental organisations (NGOs) in thirty provinces in the country and contracting-in of managers in the 
remaining provinces in a coordinated fashion based on performance. Many resources have been devoted to in-
dependently monitor and evaluate this performance, including a strengthening of the health management in-
formation system (HMIS). With a view to working towards achieving Millennium Development Goals 4 and 5 
in the years 2000-2015, with  particular emphasis in the BPHS placed on maternal, neonatal, and child health 
(MNCH). Changes in health status of Afghanistan’s population have been systematically recorded through 
household surveys starting with the MICS in 2003 through to the AHS of 2018. The trends in survey findings, 
as highlighted below, show that great strides have been made, but progress is not consistent or equal in all fields 
and challenges remain with some areas which show few changes. This underlines the need for continuous efforts 
in strengthening of the health system and outreach, particularly to the most disadvantaged populations in Af-
ghanistan. Here below is a summary of the most notable trends for SEHAT core indicators (skilled birth attend-
ance, contraceptive prevalence rates, antenatal care coverage, and child immunizations), as well as a reflection 
on equity. 

Trends in maternal health 
• Over the past fifteen years much progress has been made in increasing ANC and SBA coverage, which cur-

rently stand at 65.2% and 58.8% respectively.
• Progress for SBA and ANC is particularly visible among rural women from four percent to 51% and eight

percent to 61,1% over the period 2003 – 2018.
• In recent years progress has stalled or slightly reversed for ANC and SBA particularly among women from

the lowest wealth quintiles.
• After an increase in early years CPR has not shown much improvement since 2006 with rates fluctuating

between 10% and 20% nationally over this period.
• CPR among women from the lowest wealth quintile has dropped since a high of 14.2% in 2010/11 and is

currently only 8.8%.

Trends in child immunizations 
• Between 2003 and 2015 immunization rates for BCG, DTP/Penta3 and OPV3 have increased between fif-

teen and thirty percentage points;
• The measles immunization rate has shown much fluctuation but current rate shows little improvement over 

the past fifteen years;
• Between 2015 and 2018 all immunization rates have dropped on a national level. The same applies for im-

munization rates of children from the lowest wealth quintile, apart from OPV3 which has continued to im-
prove.

• Stable rates or progress in expanding child immunizations has been achieved for rural populations, with a
particularly large increase in expanding OPV3 coverage between 2015 and 2018.

Equity: The historical equity data for both maternal health and child immunization data shows a remarkable 
stable pattern. Although the overall performance has generally be upward between 2003 and 2018, the gaps 
among the lowest wealth quintiles, and to a lesser extent, in the urban figures have remained quite consistent. 
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Key findings – Demographic analysis 
Maternal mortality: The AHS 2018 collected information on deaths in the household in the three years pre-
ceding the survey. Female deaths between 12 and 49 were followed up with detailed questions to elicit the cause 
of death with a verbal autopsy (VA) questionnaire. Analyses of the collected data resulted in a seemingly under-
estimated maternal mortality rate (MMR) and is therefore not presented here. Further analysis may contribute 
to improved methodology and tools capable of reliably measuring maternal mortality in Afghanistan. 

Childhood mortality 
• In the five-year period before the AHS 2018 survey the estimate for under-5 mortality rate was fifty deaths 

per 1,000 live births, meaning that one of every 20 children died before reaching their fifth birthday;
• There has been a decline in the under-5 mortality rate over the past fifteen years. The estimated rate was

69 deaths per 1,000 live births in the 10-14 years prior to the survey, falling to fifty deaths per 1,000 live
births in the 5 years preceding the survey;

• A clear trend can be observed, with higher rates in the rural compared with urban areas.

Fertility 
• The total fertility rate (TFR) is 5.1 children per woman. Childbearing peaks at age 25-29 and drops sharply 

thereafter. A clear pattern can be observed with higher fertility levels in rural areas and decreasing fertility 
with increasing levels of education.

Causes of death in infants, children and women of reproductive age 
• The leading causes of deaths in children under-five were sepsis/meningitis (19.9%), preterm birth compli-

cations (19.8%) and pneumonia (17.2%) Infections accounted for over 3/5 (62.8%) of all deaths among
children under-five;

• Among neonates, 44.1% of all neonatal deaths were due to preterm birth complications, following by sep-
sis/meningitis and pneumonia (35.2% and 9.4%, respectively);

• Among older children, the top three leading causes were diarrhea (25.1%), pneumonia (23.6%), and other
infections (20%);

• Without assuming missing age at death occurred in 15-49 years among female adolescents and adults, the
leading causes in this age group were obstetric hemorrhage, infection, and neoplasm other than breast
neoplasm (27.3%, 22.2%, and 15.9% respectively).
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1 Introduction 

The Afghanistan Health Survey (AHS) 2018 was implemented by KIT Royal Tropical Institute, in the role of Third 
Party Evaluator for the System Enhancement for Health Action in Transition (SEHAT) programme. Chapter 1 
presents the background of the AHS, the objectives, and the adaptations made to the 2018 survey from its 2015 
edition. 
 
The survey was designed to provide information on fertility and child mortality levels, maternal mortality, fertil-
ity preferences and contraceptive use, utilization of maternal and child health services, and women’s and chil-
dren’s nutrition status. Building upon lessons learned from the AHS 2015, the 2018 survey has undergone a num-
ber of adaptations to ensure sustained relevance for policy-making, as well as strengthening of methods to assure 
good quality of results. To ensure the engagement of stakeholders, a steering committee (SC) for AHS 2018 was 
formed, including representatives from the Ministry of Public Health (MoPH), World Bank, USAID, UNICEF, 
World Health Organization, UNFPA, and the National Statistics and Information Authority (NSIA). The AHS 
steering committee is led by head/deputy head of NSIA with membership of MoPH led by Her Excellence the dep-
uty minister. Furthermore, the AHS 2018 has a number of thematic adaptations, such as the inclusion of a nutri-
tional component. Further technical and logistical changes include sampling and household listing in collabora-
tion with the NSIA as well as piloting the use of electronic devices for data collection.  
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1.1 Background  
 
 Beginning in 2013, the Ministry of Public Health of the Islamic Republic of Afghanistan has been im-
plementing the System Enhancement for Health Action in Transition (SEHAT) programme, which aims 
to expand the scope, quality and coverage of health services provided to the population, particularly to 
the poor. The programme finances implementation of the basic package of health services (BPHS) and 
essential package of hospital services (EPHS) through contracting out and contracting in arrangements 
both in rural and urban areas. As of July 2015, SEHAT covers all 34 provinces in the country. The pro-
gramme is funded by the Afghanistan Reconstruction Trust Fund (ARTF), the European Union (EU), 
the United States Agency for International development (USAID), and the World Bank (WB). 
 
The primary development objectives of SEHAT are to expand scope, quality and coverage of health ser-
vices provided to the population, and to enhance the stewardship functions of the Ministry of Public 
Health. SEHAT has three components: 1) Sustaining and improving the BPHS and EPHS; 2) Building 
the stewardship capacity of MoPH and system development, and 3) Strengthening program manage-
ment.  In order to monitor quality and access to health services and assess impact on health outcomes, 
the Afghan Ministry of Public Health (MoPH) contracted the KIT Royal Tropical Institute to lead the 
Third Party Monitoring and Evaluation, from January 2015 to June 20182. The Third Party project con-
ducted annual National Health Facility Surveys for BPHS and EPHS (Balanced Score Card), bi-annual 
HMIS data verification and health facility functionality assessments, as well as Drug Quality Assess-
ments, and two nationally representative household surveys.  
 
The household surveys conducted under the Third Party are referred to as the Afghanistan Health Sur-
vey (AHS). The AHS 2018 presented here is the fourth nationwide household survey conducted by a 
third party firm in the health sector, after AHS surveys in 2006, 2012, and 2015. This survey measures 
many of the same indicators as the previous AHS surveys, such as key maternal and child health out-
comes, utilization of health services, out-of-pocket expenditures associated with use of health services, 
and patient satisfaction, and in addition children’s nutrition status. Core indicators of SEHAT are pre-
sented in table 1-1. 
 
Table 1.1-1: Results framework of SEHAT core indicators  

 Results framework of SEHAT 

 
Proportion of births attended by skilled health personnel among lowest income quintile  

 

PENTA3 coverage among children aged between 12 – 23 months among lowest income 
quintile 

 

Contraceptive Prevalence Rate (CPR) (any modern method) among lowest income 
quintile 

 
Antenatal care coverage- at least one visit among lowest income quintile 

 
  

 
2 By June 2018, extended to December 2018 
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1.2 Main objectives 
 
 The 2018 AHS has six main objectives: 
 

1) To provide estimates of core indicators from the SEHAT results framework, as set out in 
Table 1; 

 
2) To provide estimates of priority health indicators for Afghanistan. The priority indicators 

measured followed those included in the 2006, 2012, and 2015 AHS; 
 

3) To describe care-seeking practices, provider preferences and health expenditures for ill-
nesses and injuries in Afghanistan, specifically among women and children; 

 
4) To present breakdowns of priority maternal and child health indicators and care-seeking 

practices by demographic characteristics such as socioeconomic status and age, and travel 
time to reach the nearest health facility; 

 
5) To determine causes of morbidity and mortality among children under the age of five years 

and ever-married women aged 12 – 49 who have died in the previous three years in house-
holds included in the survey; 

 
6) To provide estimates of nutrition indicators among children, specifically stunting, wasting, 

and underweight, at provincial and national level. 
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1.3 AHS 2018 reorientation 
To ensure the engagement of stakeholders involved in SEHAT, a steering committee (SC) for AHS 2018 
was formed, including representatives from the Ministry of Public Health (MoPH), the World Bank, 
USAID, UNICEF, the World Health Organization, UNFPA, and the National Statistics and Information 
Authority (NSIA). Furthermore, taking stock of technical lessons learned from the AHS 2015 and further 
recommendations from key stakeholders, the AHS 2018 has undergone a number of adaptations. These 
adaptations aimed to ensure sustained relevance for policy-making, as well as quality of implementa-
tion. 
 
 
Thematic adaptations include:  
• Collaboration with UNICEF for the inclusion of a nutrition component, so to provide estimates of 

children under-five stunting and wasting;  
• Collaboration with the Expanded Program on Immunization department (EPI) for the inclusion 

of EPI coverage survey indicators. 
 
Technical changes include:  
• Engagement with the Afghanistan NSIA for sampling and definition of household listings, to en-

sure using the most updated version;  
• Thorough review and updating assumptions for sample size calculations (using updated input 

data from both the AHS 2015 and the DHS 2015);  
• Use of GPS trackers to collect cluster-level GPS locations, so to be able to monitor and evaluate 

the coverage of the AHS. 
 

Logistical changes include: 
• Implementing new training approach for field staff, including Training of Trainers (TOT), using 

separate classes for Pashto and Dari speaking, working in smaller classes, and pilot testing; 
• Strengthening structure of the field teams, by hiring field editors who review filled forms on-site; 
• Improving transparency by instituting external monitoring teams including representatives from 

the NSIA, UNICEF, and MoPH’s EHIS and Public Nutrition Departments (PND);  
• Piloting the use of hand-held devices for a portion of data collection to be done electronically; 
• Implementation of a comprehensive quality assurance plan following the KIT standards for Good 

Epidemiological Practice (GEP). 
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2 Methodology  

The Afghanistan Health Survey (AHS) 2018 is the fourth nationwide household survey conducted by a third party 
firm in the health sector, after AHS surveys in 2006, 2012, and 2015. Chapter 2 presents the survey design, survey 
instruments, and the processes of data collection, field worker trainings, quality assurance, data management 
and data analysis, as well as the survey coverage.  
This survey measured many of the same indicators as the previous AHS surveys, such as key maternal and child 
health outcomes, utilization of health services, out-of-pocket expenditures associated with use of health services, 
patient satisfaction, and children’s nutritional status. The survey instruments consisted of three questionnaires: 
1) a general household survey oriented to the demographic and health characteristics of the households; 2) a 
questionnaire specifically seeking health information on women and children, including nutrition information; 
and 3) a mortality questionnaire and a verbal autopsy questionnaire. 
In order to ensure the highest possible data quality, a comprehensive quality assurance plan was developed and 
implemented. It included daily tracking of teams; the use of field-data editors; active- and post-monitoring of 
surveyor teams; and “bundle screening” whereby cluster-wise data bundles received from the field are screened, 
prior to data entry, to rapidly verify data quality. Furthermore, the NSIA was involved as governmental moni-
toring authority to monitor the survey.  
 
Data collection took place between March 2018 and August 2018. Field teams consisted of pairs of male and 
female interviewers, recruited from each of the 34 provinces. All staff received extensive training prior to going 
into the field. The sample of the survey consisted of 23,460 randomly selected households, divided over 1020 
clusters in 34 provinces. The actual coverage of the survey was 19,684 households, divided over 912 clusters in 
34 provinces. In Zabul, Nooristan, and Helmand, less than two-third of selected clusters were surveyed. Hence, 
data from these provinces should be interpreted with caution. By the end of the survey 819 clusters were visited 
by the post-monitoring teams, which is 89.8% completion of the post-monitoring plan. 
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2.1 Survey design and sampling procedures 
The 2018 AHS sample was designed to yield representative information for most indicators for the 
country as a whole, for urban and rural areas, and for each of Afghanistan’s thirty-four provinces. The 
most notable exception is for all demographic analyses, for which only national estimates are provided. 
This is because deaths remain a relatively rare event, thus the sample sizes required to estimate mor-
tality at sub-national level would be prohibitively high.  
 
The survey sample consisted of 23,460 randomly selected households, divided over 1020 clusters in 34 
provinces. Sampling procedures were developed and implemented in close collaboration with the Na-
tional Statistics and Information Authority (NSIA). The sampling frame used for the AHS 2018 is the 
updated version of the Household Listing Frame prepared in 2003-2004 and updated in 2015, provided 
by the NSIA. The NSIA sampling frame contains approximately 27,000 enumeration areas (EAs). An 
EA is a geographic area consisting of a number of dwelling units which serve as counting units for pop-
ulation census enumeration purposes. EAs in Afghanistan are relatively homogenous in size, with an 
average of 159 households per EA. 
 
The sample for the 2018 AHS is a stratified sample selected in two stages from the sampling frame. 
Stratification was achieved by separating each province into urban and rural areas. In total, 65 sampling 
strata were created since there are no urban areas in Nooristan, Paktika and Panjsher. The sample size 
calculation is provided in Annex A1. To ensure the survey results are representative on a national level, 
considering the country’s urban/rural division, sampling weights are required. This procedure is ex-
plained in short in Box 1 and detailed in Annex A1.  
 
Samples were selected independently in each sampling stratum, in a two-stage selection process. In the 
first stage, 1020 EAs were selected with probability proportional to size (PPS) selection. The household 
listing activity was carried out in all of the selected EAs. This activity consisted of visiting each of the 
1020 selected EAs to prepare a household table including all occupied residential households found in 
the EAs. The resulting list of households served as sampling frame for the selection of households in the 
second stage. Some of the selected EAs were large in size. In order to limit the work load during house-
hold listing, selected EAs with more than 250 households (estimated by the listing team in the field) 
were segmented by the listing team before the household listing. Only one segment was then selected 
for the survey with probability proportional to the segment size. Household listing was conducted only 
in the selected segment. As a result, a cluster for the 2018 AHS is either an EA or a segment of an EA. 
In the second stage of selection, a fixed number of 23 households were randomly selected in every clus-
ter, by an equal probability systematic sampling based on a newly updated household listing. The allo-
cation of the sampled households resulted in a total number of 23,460 households sampled, 4,738 
households in urban areas and 18,722 households in rural areas. A random table indicating the selected 
household numbers for each cluster was prepared.  The survey interviewers were instructed to interview 
only the pre-selected households. No replacements and no changes of the pre-selected households were 
allowed in the implementing stages to lessen bias.  

Box 1: Sampling weights 
Due to the non-proportional allocation of the sample in the different provinces and the possible differences 
in response rates, sampling weights are required for all analysis to ensure the actual representation of the 
survey results at national level and as well as at domain level (i.e. urban rural). Since the 2018 AHS sample 
is a two-stage stratified cluster sample, sampling weights need to be calculated based on sampling proba-
bilities separately for each sampling stage and for each cluster. In collaboration with the NSIA which provided 
the sampling frame for the AHS, a spreadsheet containing all the sampling parameters and selection proba-
bilities was prepared to facilitate the calculation of the design weights. The final sampling weights are nor-
malized in order to give the total number of un-weighted cases equal to the total number of weighted cases 
at national level, for both household weights and individual weights, respectively. The normalized weights 
are relative weights which are valid for estimating means, proportions and ratios, but not valid for estimating 
population totals and for analysis of pooled data. 
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2.2 Survey instruments 
The survey instruments consist of three questionnaires: 1) a general household survey to capture the 
demographic and health characteristics of the households; 2) a questionnaire specifically seeking health 
information on women and children, including nutrition information (UNICEF indicators), and 3) a 
mortality questionnaire as well as a Verbal Autopsy (VA) questionnaire. The household questionnaire 
was used to identify women who were eligible for the women’s and children’s questionnaire: ever-mar-
ried women between 12 – 49 years who are members of the selected household as well as unmarried 
primary caretakers (at least 18 years old) who care for children between the ages of 0 - 59 months whose 
mothers are either deceased or no longer living in the household. These target groups were based on 
those used in previous Afghan household surveys. The VA questionnaire was used to gathering infor-
mation about individuals deceased during the previous three years to determine their cause of death. 
Health information and a description of events prior to death was acquired from conversations or in-
terviews with a person or persons most familiar with the deceased, depending on availability on the day 
of the interview. The VA instruments were obtained from WHO, updated for 2016, with minimal adap-
tation made for Afghanistan. Three instruments cover household deaths in the past three years among: 
1) neonates; 2) children aged four weeks to five years; 3) ever-married women aged 12 – 49, those cur-
rently married, divorced, or widowed (or single women in that age group who were caretakers of a child 
under age five). In May 2017, a large consultative meeting was organized by KIT and the AHS steering 
committee to review survey tools. Following deliberations from this meeting, the draft questionnaires 
were reviewed carefully to ensure results that could be compared to previous AHS data. Hence, the 
existing tools from the 2006 and 2012 household surveys were reviewed and adapted as necessary, us-
ing latest updates from the UNICEF MICS questions for mother and child health indicators. The ques-
tionnaires were translated into Dari and Pashto and field-tested before finalization. Table 2 presents 
the three questionnaires and the modules they include. 
 
Table 2.2-1: Questionnaires used in the AHS 2018 

Household Questionnaire Women’s questionnaire Mortality Questionnaire 
Module I, Part I: Household 
schedule (by sex, age, education 
level, marital status, residence, 
etc.).  
 
Module I, Part II: Utilization of 
primary care, outpatient services 
(illness or disability in the past two 
weeks and care-seeking behav-
iour).  
 
Module II: Economic status, coun-
ter narcotics, and anthropometric 
measurement (UNICEF nutrition 
indicators, see section 2.3.4). 
 

Module III: Respondent’s back-
ground (including information on 
age of respondent, exposure to me-
dia and residence information).  
 
Module IV: Reproductive Health 
(including questions on total chil-
dren ever born and children sur-
viving).  
 
Module V: Family planning 
(knowledge and use of contracep-
tive methods).  
 
Module VI: ANC (use of antenatal 
care services, tetanus toxoid, types 
of attendants used for delivery and 
place of delivery).  
 
Module VII: Child immunization 
and child health.  
 
Module VIII: Client satisfaction 
and perceived quality of care. 
 
Module IX: Utilization of commu-
nity-based health services 

Module X: Mortality 
 
Verbal Autopsy (VA) questionnaire 
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2.3 Ethical Approval 
Ethical approval was obtained from the MoPH Institutional Review Board and the KIT Research Ethics 
Committee in August 2017, with further amendments in January 2018 (including the nutrition section). 
Field processes included appropriate interview techniques incorporating all ethical protocols. All inter-
views began with an informed consent section outlining the purpose, process, confidentiality and use of 
the interview to the respondent. The respondents were informed that participation in the study is com-
pletely voluntary, and that they could choose to withdraw at any time during the interview. After a full 
informed consent document was read to the respondent, verbal consent to proceed with the interviews 
was obtained and documented by the data collector. 

2.4 Field Work  
To ensure that the best quality data was collected, a comprehensive data collection plan was designed 
to include clear guides on recruitment, training, and hiring the data collection teams. A field manual 
was developed detailing survey procedures for enumerators, supervisors and monitors. Furthermore, 
templates showing weekly status updates from the field activities were developed, along with a system 
for reporting and feedback.  

 Training of trainers 
The development of the training program started with a training of trainers (TOT) from 16 to 22 October 
2017, attended by 24 participants. In this session, the following points were agreed upon: division of 
modules among the trainers; timelines and location of the training; key areas of emphasis for the train-
ing based on questionnaires; Involvement of different stakeholders to facilitate specific modules such 
as UNICEF, PND, NSIA, EHIS, EPI and others; participation of the monitors of the MoPH and NSIA in 
the training to facilitate their monitoring role in the field, and; comparison of questionnaires in Dari in 
Pashto with the English version. Trainers who did well in the TOT course received a certificate. 

 Training of field staff 
Recruitment of field staff took place in November 2017. A total of 400 out of 2,500 applicants repre-
senting all provinces were invited to the general data collection training. The training was held over 
sixteen days in December 2017, and eligibility was restricted to those who at least passed secondary 
school and had experience with household surveys, especially previous AHS and/or the ORC/Marco 
Demographic and Household Survey (DHS). The training included pilot data collection in Kabul prov-
ince. Training was composed of ten modules, aligned to the modules of the household questionnaire 
and the women’s questionnaire. The training was conducted in both Dari and Pashto. The 400 candi-
dates were divided over six groups. For the nutrition module, UNICEF trainers assisted in teaching 
skills for accurately measuring weight and height of children under age five. An additional week of train-
ing was provided for monitors, supervisors, and regionally based coordinators (RBCs) to cover moni-
toring sessions, verbal autopsy questionnaire data collection and to conduct the field test. Another train-
ing module was dedicated to explaining the use of the GPS tracker, as explained in section 2.4.4. Along-
side the general training, a special training was provided to teams who were going to collect data elec-
tronically (see Box 2).  
 
The training for data collectors, the training incorporated adult-learning techniques with a variety of 
teaching methods, meaning a combination of lectures and interactive group activities, such as role-
plays, practicing interviewing, and mistake-identification tests to ensure the best outcomes. Before and 
after the training, written exams and field-test were conducted. The 304 candidates with the highest 
marks were employed to collect data in their respective provinces, following the team composition strat-
egy, as explained in section 2.4.3. A refresher training in each province was given in March 2018. This 
training was led by the RBCs, monitors and supervisors and consisted of a one-day review of the ten 
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modules and one-day discussion of the lessons-learned from the data collected in Kabul province. An-
other seven-day refresher training was provided to the Nooristan team, after initial results showed weak 
performance of this team. 

 Team composition and data collection 
Each survey team was composed of eight members: a supervisor, three female surveyors, three male 
surveyors, and a female editor. Each team is accompanied by a driver. The teams worked with local 
authorities and influential community members to gain access to clusters. The team members were 
from the same areas where the survey was conducted. This way, they speak the same language and 
understand the local social and cultural sensitivities and safety issues. The teams worked on a flexible 
schedule to take advantage of the best opportunities for collecting data in insecure areas while minimiz-
ing personal risks. Annex A2 presents the organogram of the data collection and management of AHS 
2018. 
 
Data were collected from March 2018 until August 2018. Each team used the field manual as the guide 
for data collection. The manual explains in detail how the clusters of villages and households are se-
lected, household listing, choosing participants for the questionnaire conducting the interview, and the 
roles and duties of team members.  
 
Women and children eligible for interview were identified at the beginning of the survey through a brief 
household interview that listed all household members and visitors. Eligible women were invited by the 
interviewers to participate in the study. Participation was always voluntary. Interviewers were in-
structed to interview all eligible women who agreed to participate, eligibility defined as those in the age 
group of 12 – 49, as well as primary caregivers of all children between 0 and 5 years of age. Interviewers 
were of the same sex as those interviewed. In order to keep track of the progress of data collection, and 
the assignments of each surveyor, three forms were developed for daily record keeping. Supervisors 
filled the team’s progress sheet and the supervisor’s assignment sheet, while surveyors completed the 
team’s assignment sheet. These forms included information about the numbers of households that were 
visited, composition of the households, result of the questionnaires, completeness of the administered 
questionnaires and problems identified. Together, the collected questionnaires and progress forms were 
transferred by courier or transported by the RBCs on a weekly basis, or as frequently as security and 
logistical restrictions allowed. Post-monitoring teams had the additional responsibility of listing of the 
households within the selected clusters and for filling in the verbal autopsy questionnaires for deaths 
among children and women that were identified earlier by interviewing teams. 
 
Finally, for the data collection of UNICEF nutrition indicators, measuring boards were provided by the 
UNICEF Supply Division to measure the standing height of children of two years and older or the re-
cumbent length of infants less than two years of age. Weight was measured with the UNICEF Electronic 
Scale. Older children were weighed standing, and very small children were weighed while being held in 
the arms of a mother or helper (“tared weighing”). 

Box 2: Paper printed vs. electronic data collection 
Surveyors used paper printed questionnaires, and in two provinces (Panjsher and Parwan) 50% of data 
collection was done electronically using smartphones and the OpenDataKit (ODK) application. Electronic 
data collection in Afghanistan poses a number of difficulties, especially related to security threats for enu-
merators in areas where the use of electronic devices can raise suspicion among opposition groups. Areas 
in Panjsher and Parwan were appointed to pilot this method as these areas are considered the most secure 
in the country. This was the first instance in Afghanistan where data was collected electronically for a house-
hold survey. The experience with ODK data collection is evaluated and written up in a separate report. 
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 Tracking of field teams 
Field teams were equipped with GPS trackers mounted on cars travelling to cluster locations. The main 
goal was to monitor and evaluate the coverage of the AHS survey using positional data obtained from 
GPS trackers. This enabled accurate identification of geographic positions of the locations of individual 
cluster locations and to map priority indicators by cluster location by performing spatial consistencies 
tests (spatial dependency tests). It furthermore enabled the tracking of team movement allowing as-
sessment of survey coverage and time expenditure. Security issues prevented the use of GPS trackers 
across all provinces. In addition technical issues such as limited GPS satellite connectivity resulted in a 
loss of GPS tracking points across provinces where GPS trackers were used by the field teams. The full 
results of the tracker analysis and maps are provided in Annex D.  Map 2.4-1 presents an example of 
tracking field teams.   
 

 
Map 2.4-1: Travel routes and locations of enumeration areas in Panjsher province 

2.5 Quality assurance  
 
In order to ensure high data quality, a comprehensive quality assurance (QA) plan was developed, fol-
lowing the KIT standards for Good Epidemiological Practice (GEP). The standards are presented in the 
Annex A3 and detailed criteria can be found online3. The conceptual framework supporting the QA ap-
proach rests on the ‘Quality Trilogy’ (Juran 1951) which defines three basic quality- oriented processes: 
quality design, quality control and quality improvement. After a careful definition of all the AHS imple-
mentation steps of the, a risk analysis was performed for each step. This analysis enabled the team to 
define all the activities needed as part of the QA, by identifying potential problems and preventing them 
from occurring in the first place (quality design), by detecting when things are going wrong (quality 
control [QC]), and by determining actions to prevent things from going wrong again (quality improve-
ment). The QA plan included a plan for process monitoring and one for output monitoring. Output 
monitoring was done by ‘bundle screening’ and was used as initial rapid checklist of incoming forms. 

 
3 PDF link to KIT Guidelines on Good Epidemiological Practice (GEP)  

https://213ou636sh0ptphd141fqei1-wpengine.netdna-ssl.com/health/wp-content/uploads/sites/4/2017/06/GEP-Compendium-Annex-1-KIT-guidelines-Preliminary_v03.05.2018.pdf
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Process monitoring had three different stages, including 1) daily active monitoring by the supervisor 
who closely monitored the activities of the survey teams, making sure that the survey was conducted 
according to the field manual and in a timely manner, 2) active monitoring by monitors who stayed with 
the surveyor teams to observe their activities and discuss solutions when problems arose, and 3) post-
monitoring by teams of field monitors (one male and one female) who performed post-monitoring visits 
in all surveyed clusters. The post-monitoring operation was planned to cover ten percent of households 
in all clusters visited by the surveyors, in order to evaluate the survey quality of each cluster individually. 
By the end of the survey 819 clusters had post-monitoring completed, which was 89.8% completion of 
the post-monitoring plan. In the event of significant discrepancies between the original survey data and 
post monitoring data, the performance of the survey team was evaluated. Depending on the seriousness 
of the discrepancies, a decision was taken on a case-by-case basis as to whether data for that cluster 
would be retained for analysis or not. More details on the methods of the monitoring processes can be 
found in Annex A4. Post-monitoring results can be found in Annex C. 
 
In addition to KIT’s internal monitoring system, the NSIA was involved as governmental monitoring 
authority and has monitored the AHS survey in two rounds. The first round took place in seven prov-
inces (Samangan, Jawizjan, Faryab, Kundoz, Takhar, Badakhshan and Baghlan) in April 2018, and the 
second round took place in ten provinces (Parwan, Kapisa, Ningarharm, Wardak, Logar, Bamyan, Pan-
jshir, Laghman, Kandahar, Khost) in August/September. Objectives of the NSIA mission were to 1) eval-
uate the methods of the survey and surveyors presence in the field, 2) check the quality of collected data, 
3) oversee some of the survey teams during their field operation and find out about their strengths and 
weaknesses, and 4) provide on time feedback for improvement of collected data. The final NSIA moni-
toring report can be found in Annex F.  
 

2.6 Data management  
 
Considering the large sample size of the survey, it was crucial to maintain an accurate and up-to-date 
status log of what data entry, verification, and validation occurred, i.e. at what stage and for which prov-
inces, clusters, or questionnaires, by whom, on which dates, and any special observations of the data 
coders about data errors, missing data, questions, and so on. The sampling frame from NSIA provided 
a code for each province, and a unique number for each cluster. The numbers were comprehensively 
checked for the presence of duplicate codes.  
 
There were two processes in data management, one for data entry and verification, where forms were 
checked, coded and double-entered, and one for data validation, where entered data was exported to 
Stata and cleaned for analysis. Processing in the Data Management Unit (DMU) ensured there was 
100% verification of data entry, meaning, data for each questionnaire was entered twice by two separate 
data entry operators with a consistency check done to minimize data entry errors. The second operator 
was unable to see the original entry value but received a warning from the CS Pro software program if 
the value entered did not match the value entered by the initial data entry operator. In case of incon-
sistencies, the original forms were checked, and the data was corrected accordingly. The processes are 
elaborated on in Annex A5. 
 

2.7 Data analysis 
 
The first step in data analysis was to define the table shells needed in order to present the range of 
indicators which can be derived from the survey data. Table shells are ‘empty’ tables including all head-
ers (columns and rows) but without any data itself. Two categories of tables were distinguished: statis-
tical tables and demographic tables. In the second step, a two-stage process of data analysis was com-
pleted, consisting of a dry-run and a final analysis stage. During the dry run data from Kabul province 
was used to develop all statistical and demographic programs needed to populate the table shells. Pro-
grams for the statistical tables were developed twice by two independent teams of programmers: pri-
mary programmers, and secondary quality control (QC) programmers. Primary programming was done 
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in Stata, while secondary programming was done in R. Whenever inconsistencies arose in a given table, 
these were resolved in discussions between the primary and QC programmer for each table until a con-
sensus was reached about the correct approach to program a specific output. Demographic analyses 
were done using CSPro (fertility and mortality indicators) and R (Verbal Autopsy data).  Details on the 
data analysis processes are provided in Annex A5.  
 
 

2.8 Survey coverage 
 
The sampling frame of the 2018 AHS consisted of 23,460 randomly selected households, divided over 
1020 clusters in 34 provinces. The actual coverage of the survey was 19,684 households, divided over 
912 clusters in 34 provinces. This means that 108 out of 1020 sampled clusters were not reached by the 
AHS teams. Missing clusters were particularly a problem in Helmand, Zabul and Nooristan provinces, 
where less than two third of clusters were reached by the surveyors (map 2.8-1 and 2.8-2) 4. Hence, data 
from these provinces should be interpreted with caution. For Helmand and Zabul provinces this low 
coverage was mainly related to the security situation. For Nooristan, the security factor was coupled 
with other problems particular to this province, such as difficult geography and languages of the prov-
ince, which greatly limited the pool of competent surveyors available. The AHS team made several at-
tempts and trained different field teams to increase the level of coverage in these provinces, which were 
only somewhat successful, but insufficient to ensure full coverage. 
 
After reviewing post-monitoring results (see Annex C), decisions were made to drop clusters that re-
mained problematic. Clusters that were flagged as problematic were further investigated through meth-
ods such as calling back the households in question, in order to find the reasons behind the variations 
in the results recorded. Decisions about dropping a cluster were made on the basis of post monitoring 
data, circumstantial evidence such as the duration of the survey completion and the presence or absence 
of a female surveyor in the team, and verifying the explanations for the deviations in the specific moni-
toring indicators provided by the survey team. This examination resulted in a total of 4 clusters to be 
dropped for failure to meet Quality Assurance standards. 
 
Excluding the clusters dropped for insufficient quality, the effective coverage changed to 908 clusters 
and 19,607 households. In urban areas, the cluster response rate was 99.0%, versus 86.5% in rural ar-
eas. The household response rate was 94.9% in urban, and 96.7% in rural areas. A total of 22,250 eligible 
women were selected for interviewing, 21,128 of them were actually interviewed, making the response 
rate for women 95.0%. Furthermore, a total of 24,347 children were selected, for whom anthropometric 
data were obtained for 23,141 (95.0%), were, and from whom child health data were collected for 23,166 
(95.1%) survey (table 2.8-1).  
 
Table 2.8-1: Survey coverage 

 
Result 

 
Urban 

 
Rural 

 
Total 

Clusters 
Selected clusters  206   814   1,020  
Surveyed clusters  205   707   912  
Dropped clusters due to QA  1   3   4  
Cluster response rate 99.0% 86.5% 89.0% 
Households 
Selected households  4,692   16,192   20,884  
Occupied households  4,540   15,821   20,361  

 
4 All provincial estimates for Helmand, Zabul and Nooristan in Annex B are printed in italics to warn readers that they should be 

interpreted with caution since they were obtained from a sample which does not include all selected clusters  
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Interviewed households  4,310   15,297   19,607  
Household response rate 94.9% 96.7% 96.3% 
Eligible women 
Selected women  4,871   17,379   22,250  
Interviewed women  4,576   16,552   21,128  
Women response rate 93.9% 95.2% 95.0% 
Children under five 
Selected children  5,038   19,309   24,347  
Anthropometrics for children obtained  4,726   18,415   23,141  
Child health information for children ob-
tained 

 4,749   18,417   23,166  

Anthropometric completion rate 93.8% 95.4% 95.0% 
Child health completion rate 94.3% 95.4% 95.1% 
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Map 2.8-1: Cluster completion 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

Map 2.8-2: Household coverage 
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3Results 

Chapter 3 presents the results of the 2018 AHS divided into four sections. First, results from the de-
mographic characteristics (Section 3.1) present information on household and population character-
istics Second, results from the performance of health indicators (Section 3.2) provide information on 
self-reported illness, access to care, health care financing, child health and nutrition (including 
UNICEF indicators), maternal health and family planning. Third, results from SEHAT core indicators 
(Section 3.3) focus on immunization coverage, antenatal care, skilled-birth attendance and contra-
ception over the fifteen years of contracting health services.  Finally, demographic analysis (Section 
3.4) provides information on infant- and under-five mortality rates, fertility rates, and results from 
the verbal autopsy analysis. Each section starts with a box presenting the key findings. The complete 
tables with all disaggregations including results on provincial level can be found in Annex B. Addi-
tionally, the overall tables of all health indicators are presented at the end of section 3.2.  
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3.1 Population and household characteristics 
 
This section presents information on the sample’s household and population characteristics, by 
providing the national and/or provincial distribution of sex, age, and urban/rural, and educational 
attainment. It also presents households characteristics, such as household composition and size, 
household assets, sources of drinking water, sanitation provisions, and finally housing characteristics 
such as source of lighting and roofing material. Many of these variables are used in the calculation to 
determine the distribution of the population in wealth quintiles. Questions related to population and 
household characteristics were answered by the head of household.  
 
 
 
 
 

Population and household characteristics 

 
Head of household: Only four percent of households in Afghanistan are headed by a woman. 
 
Household composition: The mean size of a household is similar in urban and rural areas, with 7.2 and 7.5 
mean household members respectively. 
 
Education: Nearly seventy percent of women but slightly less than half of men never attended school. Sixty 
percent of the urban population had ever attended school, compared with 35.8% of the rural population. Younger 
age groups have higher percentages in having ever attended school, with 65.6% of children between 10 - 14 years 
of age having ever attended school. 
 
Media exposure: Over two-third of households in rural areas and ninety percent of households in urban areas 
own a mobile phone. Televisions are owned by 82.4% of urban, and 31.8% of rural households. A computer with 
internet access is owned by only 7.0% of urban, and 0.4% of rural households. Radios are more commonly owned 
in rural (38.4%) compared to urban households (25.7%). 
 
Drinking water and sanitation: In urban areas, the most common source of drinking water is piped water 
into dwelling (29.7%). In rural areas, this is most commonly a hand pump (11.0%) or a covered well (15.0%) in 
the yard or plot. In urban areas, over three quarters of households have access to water inside their house or plot, 
but for 19.1% it takes less than thirty minutes to get water and return. In rural areas, 45.9% of households have 
water inside their house of plot, 42.6% have to travel less than thirty minutes to get water and return. For 10.2% 
of the rural population it takes thirty minutes or longer to retrieve water. 
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 Demographic characteristics 
Data on population demographic characteristics was collected by collecting information at household 
level for all household members. The results provide information about sex of household members, 
proportion of urban/rural residence, and for age-groups.  
 
The distribution of sex by age is presented in the population pyramid of the household sample in figure 
3.1-1 which shows that 48.6% of men and 46.1% of women are aged between 0 - 14; 48.1% of men and 
52.0% of women are aged between 15 and 64; and 3.3% of men and 1.9% of women are aged over 65. 
Weighted percentages show a residential distribution with males of 75.2% living in urban and 24.8% 
living in rural areas, and for females 74.6% living urban and 25.4% living rural areas. The population 
distributions can be found in Table 01_T01 in Annex B.  
 
 
 

 
 

Figure 3.1-1 Population pyramid from household sample 

 

 Educational attainment 
Data on educational attainment includes information about each member of the household over the age 
of five. Questions were asked about school attendance, and level of education for each household mem-
ber. Of all women, 68.5% never attended school, while 18.5% attended primary school, and only 5.0% 
attended high school. Of all men, 46.4% never attended school, while 27.7% completed primary educa-
tion, and 10.5% went to high school. Less than a quarter of the population in the lowest wealth quintile 
had ever attended school, compared with two-third in the highest wealth quintile. Over sixty percent of 
the urban population ever attended school, with 27.7% attending primary school, and 5.3% receiving a 
university degree. In rural areas, 35.8% of the population ever attended school, with 21.3% attending 
primary school and 1.0% getting a university degree. The younger population groups have higher per-
centages attending school, with 65.6% of children between ten and fourteen having ever attended 
school. Educational attainment is presented by sex, age, wealth quintile, urban/rural residence, and 
province in table 01_T03 in Annex B. 
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 Household composition 
Data on household composition presents information about sex and education of the head of household, 
the size of the household, and its composition. The mean household consists of 7.5 members in urban, 
and 7.2 members in urban areas, and 68.7% of household have at least one child aged between 0 - 4 
years old. Only 4.2% of households are headed by a woman. In urban areas 42.4% of the heads of house-
holds had not attended school, while this was 71.4% of the heads of households in rural areas.  House-
hold composition is presented by urban/rural residence in table 01_T01 in Annex B. 
 
 

 Possessions and media exposure 
Data on household possessions presents information on the household assets, such as radio, television, 
mobile phones, and vehicles, and furthermore on the ownership of capital such as a house, farming 
animals or agricultural land. In urban areas, 90.4% of the households own a mobile phone, 82.4% own 
a television, 25.7% own a radio, and 7.0% own a computer with access to the internet. In rural areas, 
exposure to mass media is less in general, with 68.7% of households owning a mobile phone, 31.8% 
owning a television, and 0.4% owning a computer with access to the internet. However, radios are more 
common in rural areas, with 38.4% of households owning one. Information on the population’s expo-
sure to mass media can be helpful in determining health communication and health promotion strate-
gies. Household possession is presented by urban/rural residence in table 02_T02 in Annex B.  
 
 

 Sources of drinking water and sanitation 
Data on household sources of drinking water were collected by questions asked about the access of the 
household to piped, ground, well or spring water, or other sources of drinking water. Another set of 
questions was asked about the time required to obtain water, if not in the household plot and to return. 
Finally, questions were asked regarding the type of toilet facility used by members of the household. 
 
 
As presented in figure 3.1-2, 45% of the ur-
ban households use piped water as source 
of drinking water, while only 17.9% of the 
rural households had piped water. The 
most commonly used source of drinking 
water for households in rural areas is a 
well (36.1%), often a covered well in the 
yard or plot, followed by a hand pump 
(20.6%), mostly situated in the yard or 
plot. 
 
 
 
 
 
 
 
Figure 3.1-3 shows that in urban areas, 
over three quarters of households have ac-
cess to water inside their house or plot, 
while for 19.1% it takes less than thirty 
minutes to get water and return. In rural 
areas, 45.9% of households have water in-
side their house of plot, 42.6% had to 
travel less than thirty minutes to get water 
and return. For 10.2% of the rural popula-
tion it takes thirty minutes or longer to re-
trieve water. 
 
 
 

Figure 3.1-2: Access to water 

Figure 3.1-3: Distance to water source 
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As presented in figure 3.1-4, over half the 
households (53.9%) in urban areas use a flush 
type toilet, compared with 10.7% in rural  
areas. The traditional pit latrine is still widely 
used with 28.4% of households in urban areas 
and 47.4% of households in rural areas using 
these. Source of drinking water and sanitation 
is presented by urban/rural residence in table 
02_T02 in Annex B. 
 
 
 
 

 Housing characteristics 
Data on housing characteristics were collected by questions asked about sources of lighting in the house, 
the type of fuel used for cooking, and the roofing and flooring materials of the house. In urban areas, 
88.4% of households use electrical mains as source of lighting, whereas in rural areas batteries and solar 
sources were cited by 72.3% as the most used source of lighting. For both urban and rural areas, mud is 
the most used material for roofing, with 89.9% of houses in rural, and 55.6% of houses in urban areas. 
In urban areas, concrete and plaster is with 25.0% another commonly used source for roofing. Housing 
characteristics are presented by urban/rural residence in Table 02_T04 in Annex B.  
 

 Wealth quintiles 
Many of the above household characteristics are used to determine the wealth quintiles of the popula-
tion. Wealth quintiles present the socio-economic status of the population based on the characteristics 
of their household and framing the performance of health indicators in the dimension of wealth pro-
vides information on the equity of health outcomes. Map 3.1-1 shows considerable variation in the dis-
tribution of wealth in Afghanistan, with Ghor and Urozgan standing out as provinces with the highest 
proportion of household in the lowest socio-economic quintile.  The calculation of the wealth index in 
presented in the Annex A6. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 3.1-4: Access to sanitation 
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Map 3.1-1: Lowest wealth quintile 
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3.2 Performance of Health Indicators 
 
This chapter presents the results from the health indicators. Health indicators provide information on 
health system effectiveness (illness, primary complaints, access, utilization, hospitalisation), health 
care expenditure and financing, community perception on the quality of care, child health and nutri-
tion, child stunting and wasting (UNICEF), maternal health and nutrition, and fertility desire. Ques-
tions regarding the health of women and children were generally asked to ever-married women be-
tween 12 and 49 of age with a live birth in the past two years preceding the survey. Notable provincial 
differences are presented in the narrative, all provincial results are found in Annex B.  
 

Key findings 

Utilization:  
• Nearly 16% of respondents over the age of five reported being ill or disabled over the past two weeks, as 

to nearly 29% of under-five year olds. Specific health problems show a clear age-dependent trend. Di-
arrhea, respiratory problems and fever are leading reported com-plaints. They account for the majority 
of complaints in children, while in older age groups arthritis, cardio-vascular problems, and kidney 
problems are commonly reported. 

• Three-quarters of people who experienced health complaints sought treatment outside the home.  
• Private providers were visited nearly two-thirds of the time. MoPH clinics were the point of care for 

21.2% of cases and MoPH hospitals in 9.4% of case. 
• A majority of respondents (57%) could reach the facility within thirty minutes and cumulatively over 

90% could reach a facility within two hours. However, accessibility is more limited for poorer and rural 
respondents compared to richer and urban respondents. 

• Of respondents 3.2% reported having been hospitalised in the preceding twelve months. Of these, two-
thirds stayed in an MoPH hospital, 28.3% in a private clinic/hospital and 3.4% in a health facility abroad.  

 
Expenditure: 

• By far the biggest financial expenditures for both outpatient and inpatient care are costs for drugs and 
supplies, followed by costs incurred for transportation to the health facility. 

• Savings and loans from friends and family, followed by money from income and the sale of household 
assets dominate as sources of financing for hospitalisation. This leads to a distressed financing rate of 
46.8% (all sources of financing except for income and savings) and a severely distressed financing rate 
of 9.1% to pay for hospitalization (selling jewellery, selling household assets, selling land, selling the 
house). Poorer households are more likely to borrow money and sell household assets to finance care. 

Community perceptions: 
• The overall mean satisfaction score of those who visited a health facility is 60.2%. MoPH clinics were 

scored slightly lower with a mean of 57%, MoPH hospitals at 62% and private clinics/hospitals the high-
est, at 64.5%.  

 
Child health: 

• Half of all children aged 12-23 months are fully immunised, and 71% of children aged 6-59 months had 
received vitamin A in the past six months.  

• When asked about the prevalence of diarrhea, fever and acute respiratory infections (ARI), mothers re-
ported that 18.1% of children had suffered from diarrhea in the past two weeks, whereas 23.4% reported 
their children had been ill with fever and 10.7% with ARI. 

• While sixty percent of children with diarrhea were taken to a health provider, over half of all children 
with diarrhea received ORS or increased fluids. 

• Of all children under the age of five, 36.6% are stunted, and 17.3% are severely stunted, while 5.0% were 
wasted and 1.5% severely wasted. 

 
Maternal health: 

• A majority (65.2%) of women had attended at least one antenatal (ANC) visit during their pregnancy, 
but only 20.9% had the recommended four visits or more. About half of the women (52.8%) who at-
tended ANC made their first visit in the first trimester. Half of the ANC visits take place at MOPH facil-
ities, either a clinic or hospital.  

• Nationwide, 58.8% of the women delivered with a skilled birth attendance, mostly commonly being a 
midwife. The majority of institutional deliveries take place at MOPH facilities, but private facilities also 
account for a substantial amount of all deliveries, especially in urban areas and among women with 
higher education or wealth quintile. 

• Of the women in reproductive age 18.9% use any method of contraception, of which al a modern method.  
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 Health system utilization  
 
Data on health system effectiveness indicators were collected from the head of household, regarding 
each household member who had experienced illness or disability in the two weeks preceding the survey 
as well as from those who had been hospitalized during the twelve months preceding the survey. Ques-
tions were asked about whether treatment was sought outside the home for the recent illness, the type 
of health facility visited, and the transportation and travel time to the facility. For those household 
members who reported hospitalization, additional information was collected including the type of fa-
cility visited, and the treatment received.  
 
Ill in the past two weeks 
As shown in table 3.2-1, 17.7% of respondents reported being ill or disabled during the past two weeks. 
A higher share of women, urban residents, and those from the highest wealth quintile reported illness 
or disability as compared to men, rural residents and those from the four lower wealth quintiles. Geo-
graphically large differences can also be observed, with a low of only 3.4% of respondents in Paktika 
reporting illness or disability during the past two weeks compared with between 25% to 30% of respond-
ents in Herat, Daykundi, Ghor, Bamyan, Kabul and Nangarhar reporting illness. 
  
As presented in figure 3.2-1, the most commonly reported main complaint is respiratory problems 
(coughing or difficulty breathing) or fever, with diarrhea; arthritis; abdominal pain; ear, nose and throat 
problems as other common complaints. Respiratory problems, and ear, nose and throat complaints 
were more common among urban residents compared to rural residents, while diarrhea was more 
widely reported by rural residents. Strong variation can also be observed among wealth quintiles. Res-
piratory and ear, nose, throat problems are reported to be almost twice as common among the highest 
quintile compared to the lower quintile. Specific health problems also show a clear age-dependent 
trend, such as diarrhea, respiratory problems, fever, arthritis, cardiovascular problems (blood pressure 
and heart problems), kidney problems, with the first three more widely reported among children (rep-
resented in the inner circle of the figure), and the latter three more widely reported by older age groups. 

Figure 3.2-1: Health complaints 
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Geographical variation in reported health complaints such as malaria and mental health problems pre-
sents interesting patterns. Reports of malaria for example ranges from (almost) 0 to 1% in most prov-
inces to 3% in Nangarhar, about 5% in Laghman and Kunarha and an extreme of 9% in Nooristan. This 
may represent climatic characteristics. For mental health problems, reports range from 0 to over 5% in 
Khost and Balkh. Permanent disability was reported uncommonly, ranging from 0 to 2.9%. However, 
for these and other health problems, underreporting, partially due to stigma and shame, could be an 
important factor. 
  
Some of the conditions reported such as diarrhea and malaria are seasonally dependent. However, sea-
sonal trends could not be captured by this type of survey. 
 
 
Treatment seeking/reasons 
As shown in table 3.2-2, three-quarters of people who experienced health complaints sought treatment 
outside the home. In terms of the type of facility where treatment was sought, respondents reported 
having visited private providers (private clinic, hospital or pharmacy) nearly in two-thirds of cases. 
MoPH clinics were the point of care for 21.2% of cases and MoPH hospitals in 9.4. As reasons for not 
seeking treatment, cost was a concern for around 53.7% of respondent who did not seek care. This con-
cerns either the cost of transport (14.7%) or services (39.0%). For 17.9% inaccessibility of the facility 
(too far or no transport) was a barrier. Unfriendly staff, inconvenient service hours or self-treatment 
were given as reasons by 3.9 – 7.4% of respondents. Other factors such as security (at the facility or in 
route), the lack of a female provider, no one to accompany (mahram), religious beliefs, or a perception 
of ineffective drugs were cited by fewer than 2% of respondents for each of these factors. 

There were no significant differences in general treatment-seeking outside the home were observed be-
tween female and male respondents, or between age groups. However, a clear trend can be observed in 
treatment-seeking behaviour between wealth quintiles, from 64.8% treatment seeking for the recent 
illness among the lowest quintiles to 80.5% by the highest. Similarly, cost concerns are clearly correlated 
with wealth quintiles, as were the concern for accessibility (facility too far/no transport). The latter was 
also reported to be a greater concern for rural residents compared to urban residents. Large variations 
can additionally be observed across provinces. 
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Accessibility to health services 
 
Overall, as shown in table 3.2-3, almost half of respondents travelled to health facilities by car, just over 
a third by foot, 11.4% by motorcycle, 5.0% by bus, and 1.0% by horse, mule or donkey. A majority of 
respondents (56.6%) could reach the facility within 30 minutes and cumulatively, 90.6% could reach a 
facility within two hours. However, large differences between groups of respondents exist, as presented 
in figure 3.2-2 and 3.2-2 where the data suggests accessibility is more limited for poorer and rural re-
spondents compared to richer and urban respondents. Shorter travel times to health facilities was more 
frequently reported by respondents from higher wealth quintiles than poorer quintiles, and by urban 
residents as compared to rural residents.  

 

 

 

Figure 3.2-2: Access to health services 

Figure 3.2-3: Travel time to health facility 
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Large differences among provinces were found in terms of travel time to the facility (map 3.2-1). Re-
spondents reporting having travel time from 2 hours to half a day were particularly numerous in Ghazni 
(16.0%), Badakhshan (16.3%), Panjsher (18.4%), Nooristan (26.6%), Badghis (28.4%), and Helmand 
(30.1%). This does not include those who had to travel for even more than half a day was more frequent 
in Nooristan (7.2%), Daykundi (6.7%) and Samangan (6.0%), Ghazni (6.5%) and Urozgan (7.1%). The 
average figure for these long travel times was 2.2%. 

 

Map 3.2-1: Treatment seeking travel time 

 

Hospitalisation and hospital services 
As shown in table 3.2-4, 3.2% of respondents indicated a household member had been hospitalised in 
the preceding twelve months. Of those two-thirds stayed in a MoPH hospital, 28.3% in a private 
clinic/hospital and 3.4% in a health facility abroad. Non-surgical medical treatments were the most 
common treatment reported (53.9%), followed by surgery (21.6%), childhood illness (12.0%) and child-
birth (12.1%). 

Types of hospitals utilized, private or MoPH varied among provinces which probably also reflected the 
presence of the types of hospitals. Reported there were 81.0% of respondents seeking going to MoPH 
hospitals in Zabul5 (87.7%) and Kunarha (85.7%) versus fewer than 50% going to an MoPH hospital in 
Khost (44.9%) and Ghazni (19.4%). Generally respondents from rural areas and lower quintiles re-
ported a greater likelihood of hospitalisation in MoPH hospitals than urban residents or richer people, 
although the difference is less than 10%, compared with urban residents and respondents from the 
highest wealth quintile. MoPH clinics are visited more frequently by rural residents (25.9%) versus ur-
ban (9.9%) and by people in the lowest quintile (35.6%). 

Not many large differences between respondent categories can be observed in types of treatment un-
dergone in hospital, apart from differences represented by childbirth. Childbirth stands out in terms of 

 
5In Zabul less than two-third of selected clusters were surveyed. Hence, data from this province should be interpreted with 

caution. See methods. 
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differences between wealth quintiles. Among respondents in the richest quintile childbirth was a reason 
for hospitalisation nearly twice as frequently (18.3%) as it was for respondents from the lowest quintile 
(10.0%). No large differences could be observed between rural and urban residents. 

  

 Health expenditure and financing 

Data on health expenditure and financing were collected from the head of household on behalf of 
household members who had experienced illness. This included information concerning expenditures 
on treatment and drugs in the past two weeks, and for expenditures on each cost item during the last 
hospitalization in the past twelve months, including money spent on registration fees, consultation 
and treatment, transportation and food. Furthermore, questions were asked about sources of financ-
ing for hospitalization, and cases of distressed and severely distressed financing.  Distressed financing 
includes all sources of financing except for income and savings, while severe distressed financing in-
cludes selling jewelry, selling household assets, selling land and selling the house.  

Health expenditure 
As can be seen in table 3.2-5, illustrated by figures 3.2-4 and 3.2-5, by far the biggest expenditure for 
both outpatient and inpatient care is costs for drugs and supplies, followed by costs incurred for trans-
portation to the health facility. In cases of hospitalisation food is another big expense. This could rep-
resent food costs for both patient and accompanying family members. The total mean spent for outpa-
tient care is 1992.1 Afghani (AFN). For hospitalisation (inpatient care), the mean total spent was AFN, 
6993.9 

No substantial differences in expenditure for outpatient care can be observed between men and women 
but larger variations exist among age groups, wealth quintiles, urban and rural residents and across 
provinces. The mean amount spent on care by people over fifty years of age is about twice as high as the 
total mean, while for children under five it is less than half the mean. The total mean amount spent by 
those in the lowest wealth quintile was some AFN 750 less than the total mean amount spent by the 
highest quintile. However, no clear trend is visible among the other wealth quintiles. Transportation 
costs accounted for higher spending by the lowest wealth quintiles compared to the highest, while con-
sultation costs and diagnostic costs (lab tests and x-ray) paid by persons in the higher quintiles was 
greater. The mean total spent across provinces ranger from a low of AFN 431.9 in Zabul6 to a high of 
AFN 5405.4 in Paktika. However, in most provinces the mean is between 1000 and 3000. This total 
however masks variation in spending on specific health-related costs. Spending on drugs and supplies 
was reportedly highest in Kunduz (AFN 1878.5) and Helmand7 (AFN 1814.5) as compared to much 
lower amounts spent in Panjsher (AFN 280.6) and Zabul (242.2). In terms of spending on transporta-
tion, the second biggest cost, Badakhshan (AFN 585.8) and Badghis (AFN 645.8) were the highest com-
pared with low means in in Kabul (AFN 82.9) and Zabul (AFN 94.0). 

 
6 In Zabul, Helmand and Nooristan less than two-third of selected clusters were surveyed. Hence, data from these provinces 

should be interpreted with caution. See methods. 
7 See footnote 3. 
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Expenditure trends for inpatient care are comparable to outpatient care expenditure among men and 
women, rural and urban residents, ages, and wealth quintiles although mean amounts in AFN are higher 
for inpatients. Across provinces expenditure patterns vary widely. Similar to outpatient care, mean 
spending on drugs and supplies for inpatient care is among the highest in Kunduz (AFN 7354.4) with 
high mean spending reported in Paktya (AFN 8719.1) and Nooristan (AFN 8.012,5). In Zabul (AFN 
666.1) and Panjsher (AFN 742.4) mean total spending on drugs and supplies were among the lowest. 
One of the lowest means of spending for inpatient care spending on drugs and supplies was reported in 
Helmand (AFN 527.4). In terms of spending on transportation (the second biggest cost), Badakhshan 
and Badghis were above the mean total, but the high spending on transportation was reported in Paktya 
(AFN 2889.8) and Nooristan8 (AFN 2577.3). Mean transportation costs were very low for Urozgan (AFN 
186.5) and Kabul (AFN 360.1) and Zabul.  

Figure 3.2-4: Mean expenditures for OPD 

 

Figure 3.2-5: Mean expenditure for IPD 

 
8 See footnote 3. 
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Sources of payments for 
health care 
As sources of financing for 
hospitalisation--savings and 
loans from friends and family, 
followed by money from in-
come and the sale of house-
hold assets dominate, as can 
be seen in figure 3.2-6 and ta-
ble 3.2-7. This leads to a dis-
tressed financing rate of 
46.8% and a severely dis-
tressed financing rate of 9.1%9.  

 

 

 

 

Clear differences and varia-
tion patterns however exist in 
sources of financing among 
wealth quintiles and prov-
inces. While the percentage 
of respondents who relied on 
income to finance hospitali-
sation rises with wealth quin-
tiles. Over a third of the rich-
est respondents indicating 
income as a source and in-
verse trend can be observed 
when it comes to borrowing 
money and selling household 
assets, which is used more as 
a strategy in the lower wealth 
quintiles.  

Other strategies, such as borrowing against land; selling land, the house of jewellery, zakat or help from 
friends or relatives were not commonly reported. It should be noted that selling household assets and 
indebtedness are strategies that are potentially impoverishing. Household assets sold can often be pro-
ductive assets such as animals, vehicles or (other) agricultural assets, the sale of which reduces the pro-
ductive potential of households, leading to potential impoverishment.  

Remarkable differences can be observed across provinces, as presented in map 3.2-2. Borrowing from 
friends or relatives was reported the most in Urozgan (74.5%) and  Nangarhar, Ghazni, Kunarha and 
Laghman (all between 56 and 60%). This is linked to relatively high rates of distressed financing in these 
provinces, with an extreme of 85.8% in Urozgan.  In Parwan, Khost (each slightly above 10%) and Pak-
tika (19.9%) borrowing from friends/relatives was reported relatively uncommon, resulting in compar-
atively low distressed financing rates. In provinces where borrowing is a widely used strategy, selling 
assets is also widely reported, leading to high severely distressed financing (62.1% in Urozgan). Among 
some of the less commonly reported charitable/altruistic sources of financing are Zakat (15.4% in 

 

 

Figure 3.2-6: Sources of payments for hospitalization 

Figure 3.2-7: Sources of payments by wealth quintile 
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Urozgan; 4.9% in Kunarha) and help from friends/relatives (13.8% in Khost; 5.1% in Herat). This might 
point to the existence of stronger social networks of support than elsewhere in addition to a greater 
need. 

 

Map 3.2-2: Distressed financing 

 

 

 Community perception 
 
Data on perceptions about health services were collected from women in the age group of 12 – 49, who 
had visited a health facility in the past two weeks. Questions were asked related to satisfaction with and 
trust in the visited facility and facility staff. All female respondents in this age group were asked about 
their awareness and perception of Community Health Worker (CHW) services.  
 
 
Satisfaction with Health Facility and Trust in Provider 
Satisfaction and trust scores were collected from respondents using a scale of 1 to 4, but are converted 
to a scale from 1 to 100 in this report for ease of understanding. The overall mean satisfaction score of 
those who visited a health facility is 60.2. This score is composed of the following indicators: conven-
ience of travel to the facility, cleanliness of facility, respectfulness of providers, how health workers ex-
plained the patient’s illness, how health workers explained treatment, availability of drugs, cost of 
drugs, privacy of the facility, the time health worker spent with you, opening hours, waiting time. Dis-
aggregated by type of facility, different levels of satisfaction can be observed though without much var-
iation. MoPH clinics received a mean rating of 57, MoPH hospitals at 62 and private clinics/hospitals 
at 64.5. Privacy and cleanliness of the facility received relatively higher scores, between 60 and 70, with 
MoPH clinics receiving lower satisfaction levels. MoPH hospitals received a slightly lower satisfaction 
level than the private clinic/hospital. This trend can be observed for satisfaction around nearly all is-
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sues, apart from the cost of drugs, for which respondents were less satisfied about for private clin-
ics/hospitals. For some topic there were no substantial differences in satisfaction between MoPH hos-
pitals and private clinics/hospitals. 
 
In terms of overall trust in the healthcare provider (table 3.2-8), a difference can be observed between 
MoPH clinics (mean total score of 57.9) and MoPH hospitals and private clinics/hospitals (66.4 and 
66.1 respectively). The trust score is an aggregate of scores around the following trust-related issues: 
trust in skills of provider, trust in decisions about medical treatment, staff act differently toward rich 
and poor people, willingness to return in the future. Scores for these issues show a remarkably similar 
pattern, with MoPH clinics scoring less favourably than MoPH hospitals and private clinics/hospitals, 
with only very slight differences between the latter two.  
 
When satisfaction scores are disaggregated among age groups, no large differences can be observed. 
Overall satisfaction scores among the age groups (<20, 20-34, 35-49) range between 60.1 and 60.3. 
Generally, the age group 20-34 has given slightly higher satisfaction scores for each issue apart from 
privacy, cost and availability of drugs, respectfulness of providers and convenience of travel to facilities. 
Similarly, no large differences can be observed in trust scores between age groups, with overall trust 
scores ranging between 60.5 and 62.5, but the age group 20-34 has given slightly higher trust scores for 
all issues. One exception is the perception of people under 20 years of age who have given comparatively 
low trust scores (47) for ‘staff act differently towards rich people and poor people’. 
 
For both satisfaction with the health facility and trust in the provider, a clear trend can be observed 
when disaggregating the mean total scores by wealth quintiles, with the lowest scores given by the low-
est quintile and an increase in scores given the higher the wealth quintile. The lowest quintiles have 
given comparatively low scores particularly for ‘convenience of travel to facility’ suggesting accessibility 
constraints experienced by this group, and for the availability and cost of drugs. In terms of trust scores, 
the lowest wealth quintiles gave the lowest mean total scores for perception of how staff treated rich 
and poor people differently. 
 
Relatively large differences in satisfaction and trust scores can be observed among provinces, with close 
correlation between the two scores. Helmand, Khost, Takhar and Urozgan have mean total scores for 
both satisfaction and trust below 50. Kunduz, Laghman and Farah respondents gave comparatively high 
for both satisfaction and trust scores (both above 69). Satisfaction scores were particularly high in Herat 
and Kandahar, while trust scores are comparatively high in Badakhshan and Nangarhar. 
 

Perception of Community Health Workers 
As shown in table 3.2-9, only 10.7% of respondents (women of 12-49 years of age) indicate awareness 
of the services of community health workers (CHW) and only 3.7% of respondents reported to have used 
their services in the past three months. Those who used their service gave CHW’s usefulness a score of 
66.6. As an explanation for the low use of CHWs a lack of female CHWs does not appear to play a role 
as in only 3.7% of situations where a CHW was present it was only a male CHW, while in the remaining 
settings 96.7% either only a female CHW was present (13.7%) or both a man and a woman (82.6%). 

No large differences in the awareness of CHWs was observed among age groups, while rural residents 
reported greater use and awareness of CHWs than urban residents. A clear trend can be observed by 
wealth quintiles, with the lower quintiles reporting greater awareness and use of CHWs than the highest 
quintile, although still only 4.9% of respondents from the lowest wealth quintile overall reported to have 
used CHW services in the past three months. Disaggregation of data per province shows awareness and 
use of CHW services is unevenly distributed across the country (see map 3.2-3). Reported use is com-
paratively high in Bamyan (23.8%), Takhar (14.8%), Badakhshan (10.4%), Nimroz (10.2%) and 
Daykundi (9%), while use of CHW services was reportedly 0.0% in Farah, Khost and Zabul10. Awareness 
of CHW services is positively correlated with use. In the provinces with comparatively high user rates 

 
10 In Zabul, Helmand and Nooristan less than two-third of selected clusters were surveyed. Hence, data from these provinces 

should be interpreted with caution. See methodology section. 
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very few respondents reported the presence of only male CHWs. In the vast majority of cases there were 
CHWs of both sexes or only female CHW present. 

 
Map 3.2-3: Awareness of CHW services 
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 Child health and nutrition 
 
For collecting data on child health and nutrition, questions were asked to the primary care giver of the 
child (almost always the mother), These questions included such items as illness in the past two weeks, 
treatment sought for this illness, treatment of diarrhea, fever, or acute respiratory infection (ARI) if 
these had been present, as well as questions on child feeding (e.g. breastfeeding). Information on exclu-
sive breastfeeding and complementary feeding was collected about the last-born child in the last two 
years.  
 
 
Illness and treatment 
When asked about the prevalence of diarrhea, fever and ARI, mothers reported that 18.1% of children 
had suffered from diarrhea in the past 2 weeks, whereas 23.4% reported children had been ill with fever 
and 10.7% with acute respiratory infections (ARI)11. There is no trend by sex, as can be seen from figure 
3.2-8, although children under the age of one are more likely to report all three complaints, especially 
diarrhea and fever (figure 3.2-9). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
11 These figures differ from those reported in section 3.2.1 for two reasons. First, in section 3.2.1 complaints are reported for 

the subgroup of people who were ill in the past two weeks. Second, in section 3.2.1 results refer to the questions asked to the 

household head, whereas this section on child health presents data reported by mothers or other primary caretaker.  

Figure 3.2-8: Prevalence of diarrhea, fever, and ARI (sex) 

Figure 3.2-9: Prevalence of diarrhea, fever, and ARI (age) 



 

44 

 

 
The treatment of diarrhea is an important survey question as there are key treatment measures which 
should be done at home, whether or not the child is also seen in a health facility (table 3.2-10). While 
60.3% of children were taken to a health provider outside the household, nearly as many received ORS 
or increased fluids at home. Zinc was given, sometimes in combination with ORS. About one third of 
children reportedly received continued feeding and increased fluids or ORS. These data indicate that 
while many children are getting parts or much of the correct treatment for diarrhea both in the clinic 
and at home, there is still room to improve both facility-based and home-based care. Treatment seeking 
from a recognised health provider for acute respiratory infections (ARI) and for fever was comparable 
to treament seeking for diarrhea (table 3.2-12 and table 3.2-14). While 61.3% of children are given 
antiobiotics for ARI, the proportion is lower for fever (50.8%). There are no noteworthy differences 
across sexes for the treament of these three conditions (figures 3.2-10, 3.2-11 and 3.2-12).  
 

Figure 3.2-10: Treatment seeking for diarrhea 

 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

Figure 3.2-12: 
 Treatment seeking 

 for fever 

Figure 3.2-11:  
Treatment seeking 

for ARI 
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Immunization 
Data on immunization coverage was determined by information from children’s immunization card, 
but if this was not present, mother’s recall history was used. The Expanded Program of Immunization 
(EPI) (WHO, 2011) in Afghanistan includes the following vaccinations: BCG (vaccine for tuberculosis), 
three doses of OPV (oral poliovirus vaccine), three doses of pentavalent vaccine, and measles vaccine 
prior to age one. Children aged 12-23 months who were fully immunized were noted. Trends over time 
for immunization coverage are presented in chapter 3.3. In addition, supplementation with Vitamin A 
was measured among children 6 – 59 months of age. If a child received Vitamin A but date of his/her 
immunization could not be determined, it was not included in the “within past six months” estimate. 
 
Survey results suggest that 51.4% of children aged 12-23 months are fully immunised and 70.9% of 
children aged 6-59 months received vitamin A in the past six months. The radar graph in figure 3.2-13 
shows immunization by type of vaccine among children aged 12-23 months at the time of the survey, as 
well as vitamin A coverage rates in children aged 6-59 months. These data are more completely dis-
played in section 3.3.2 in the historical context. National level immunization coverage dipped somewhat 
for 2018 compared with 2015. However, for rural areas of Afghanistan the immunization coverage for 
2018 actually climbed over the 2015 figures. In table 3.2-15, the proportion of children aged 24-35 
months who are fully immunised is presented. As opposed the coverage estimate for ages 12-23 months, 
the 24-35 months estimate accounts for delayed immunization of children (i.e. receipt of vaccines after 
the age of two). It is estimated that 50.2% of children aged 24-35 months are fully vaccinated, which 
suggests that few of the vaccinated children in Afghanistan get fully vaccinated after the age of two.    

Figure 3.2-13: Child immunization and vitamin A 
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In map 3.2-4, the proportion of children aged 12-23 months who are fully immunized at the time of the 
survey is depicted. This shows staggeringly low levels in Urozgan and Paktika, as well as in Helmand 
and Zabul, but it is important to bear in mind that in the latter two provinces, it was not possible to 
collect the complete desired sample, so the depiction is based on a smaller (and perhaps more biased) 
sample.  
 

 
Map 3.2-4: Child immunization 

 
In examining the various factors involved immunization and receipt of vitamin A, reported household 
wealth plays a substantial role. In general, there is a clear correlation between household wealth and 
receipt of vaccines as seen in figure 3.2-14. In a parallel way this question is looked at comparing im-
munization coverage and receipt of Vitamin A between rural and urban areas (figure 3.2-15). While the 
rural areas generally lag slightly behind urban areas (except for vitamin A), this still represents an 
achievement considering the difficulties of immunization in rural areas. The gap between urban and 
rural immunization rates has been fairly constant for a number of years (section 3.3.3b). Clearly, house-
hold wealth levels and rural or urban locations are not independent of each other. 
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Figure 3.2-14: Immunization and vitamin A (wealth) 

 

       Figure 3.2-15: Immunization and vitamin A (residence) 

 
Immunization and vitamin A coverage can also be looked at by the educational level of the mother (fig-
ure 3.3-8 in section 3.3.3b).  Mothers with a secondary or post-secondary education had children with 
the highest reported immunization and vitamin A coverage levels, with children of mothers with only a 
primary school education not lagging to far behind. The children of mothers with no education were a 
distant last for all indicators measured. It is clear that this strata of mothers needs to be a primary target 
in strengthening immunization coverage. 
 
Child feeding 
Exclusive breastfeeding is defined as no other food or drink, not even water, except breast milk (includ-
ing milk expressed or from a wet nurse) for six months of life, but allows the infant to receive ORS, 
drops and syrups (vitamins, minerals and drugs). Breastfeeding plus complementary feeding is defined 
as a percentage of infants aged six to nine months who are breastfed and received solid or semi-solid 
foods. Soft or mushy foods were also included as complementary food. Complementary feeding as cal-
culated in this report only comments on the timeliness of the introduction thereof, not on the adequacy 
of the complementary feeding.  
 
It is reported that 98.6% of the last-born children born in the last two years preceding the survey were 
ever breastfed. Of those who were ever breastfed, 63.7% were initially breastfed within one hour after 
birth. Nearly one-third of breastfed children received prelacteal feeding. Prelacteal feeding is any food 
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provided to a new-born prior to initiating breastfeeding, or within the first three days of life. Of all chil-
dren born in the last two years preceding the survey, 57.5% was exclusively breastfed between the age 
of 0 and 5 months. Of children between 0 and 5 and between 6 and 9 months of age around 40% received 
plain water as complementary feeding, and around 21% received milk (other than breastmilk or infant 
formula). Over half of all children in both mentioned age groups received soft or mushy foods.  
 
 
Nutritional status of children (collected in collaboration with UNICEF Afghanistan) 
 
Wasting in children is a symptom of acute undernutrition, usually as a consequence of insufficient food 
intake or a high incidence of infectious diseases, especially diarrhoea. Wasting in turn impairs the func-
tioning of the immune system and can lead to increased severity and duration of and susceptibility to 
infectious diseases and an increased risk for death. On the other hand, stunting arises from growth 
retardation as a result of poor diets or recurrent infections. Stunting is the result of long-term nutri-
tional deprivation and often results in delayed mental development, poor school performance and re-
duced intellectual capacity. This in turn affects economic productivity at national level. Women of short 
stature are at greater risk for obstetric complications because of a smaller pelvis. Small women are at 
greater risk of delivering an infant with low birth weight, contributing to the intergenerational cycle of 
malnutrition, as infants of low birth weight or retarded intrauterine growth tend be smaller as adults.  
 
Descriptive statistics are presented in table 3.2.19. Overall survey results suggest that 36.6% (95% CI 
35.0-38.2) of all children under the age of five are stunted in Afghanistan (height for age z-score below 
-2SD) and 17.3% (95%CI 15.9-18.7) are severely stunted (z-score below -3SD). In terms of wasting, 5% 
(95% CI 4.6-5.5) were wasted (z-score below -2SD) and 1.5%  (95% CI 1.3-1.8) were severely wasted (z-
score below -3SD). Overall, bilateral pedal oedema was observed in 257 cases. There were 2.9%  (95% 
CI 2.4-3.3) children classified as having severe acute malnutrition (weight for height z-score below -
3SD or the presence of oedema) and 6.3%  (95% 5.8-6.9%) with global acute malnutrition (weight for 
height z-score below -2SD or the presence of oedema). Overall 4% of children (95% CI 3.3-4.7) were 
found to be overweight (weight for height z-score above 2SD). There is substantial variation in wasting 
and stunting across provinces (map 3.2-5 and map 3.2-6).  
In comparison with most recent provincial anthropometric surveys conducted in Afghanistan, the wast-
ing estimates presented here are much lower than expected, raising concerns about the validity of the 
weights measurements used calculation of underweight, wasting and overweight. These estimates 
should therefore be interpreted with caution.  
The proportion of wasted children decreases with age (figure 3.2-16) whereas the proportion of stunted 
children increases with age (figure 3.2-17). Furthermore a clear gradient could be observed with de-
creasing stunting with higher education and higher wealth (figure 3.2-18 and 3.2-20), and higher stunt-
ing in rural areas (figure 3.2-21). There was no difference in stunting by sex (figure 3.2-19). Similar 
trends could be observed for wasting, but to a lesser degree.  
 

Figure 3.2-16: Wasting, by age Figure 3.2-17: Stunting, by age 
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Map 3.2-6: Wasting by province 

Figure 2. Stunting, by age 

Map 3.2-5: Stunting by province 



 

50 

 

 

 
 
 

 

 Maternal health and nutrition 
 
Data on maternal health and nutrition was collected from the women’s questionnaire. Questions were 
asked to ever-married women 12 – 49 of age, with a live birth in the two years preceding the survey, 
regarding antenatal care, skilled birth attendance, postnatal care, tetanus immunization during preg-
nancy, and supplementation of iron and vitamin A during pregnancy and after delivery.  
 
Antenatal care is a health service provided to pregnant women by health professionals, as intervention 
to maintain health of women during pregnancy and reduce adverse pregnancy outcomes. Pregnant 
women with elevated risks of complications can be detected during antenatal care visits and be referred 
for specialized care. Skilled birth attendance is important in reducing maternal mortality, since safe 
delivery practices are followed and danger signs are likely to be recognized. Skilled birth attendants 
include doctor, midwife or nurse.  
 
Fertility rates are presented in chapter 3.4, as part of the demographic analysis.  
 
 
 
 
 

Figure 3.2-18: Stunting and wasting by education Figure 3.2-19: Stunting and wasting by sex 

Figure 3.2-21: Stunting and wasting by residence Figure 3.2-20: Stunting and wasting by wealth 
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Antenatal care 
Antenatal care serves to ensure a healthy pregnancy for mother and her unborn child, with effective 
transition to safe labour and childbirth and a positive experience of motherhood. The latest WHO guide-
lines on antenatal care for a positive pregnancy experience12 recommend a minimum of eight contacts 
to reduce perinatal mortality and improve women’s experience of care. As it takes time to implement 
this new challenging recommendation to scale and this survey is a retrospective study, the previously 
recommended four visits is taken as a reference for appropriate antenatal care. A majority (65.2%) of 
the women had at least one antenatal visit, but only 20.9% had the recommended four visits or more. 
About half of the women (52.8%) who attended ANC started timely in the first trimester (table 3.2-20). 
Age was no predictive factor for ANC attendance, but education and wealth quintile were. Women with 
higher education (see figure 3.2-18) or increased wealth status (3.2-19) are more likely to comply with 
the four recommended visits.  
 

Figure 3.2-22: Antenatal care visits (education) 

 

Figure 3.2-23: Antenatal care visits (wealth) 

 
12 WHO (2016). WHO recommendations on antenatal care for a positive pregnancy experience, http://apps.who.int/iris/bit-

stream/handle/10665/250796/9789241549912-eng.pdf;jsessionid=623D0DC051B85EE08C5D40EE31589DD9?sequence=1  

http://apps.who.int/iris/bitstream/handle/10665/250796/9789241549912-eng.pdf;jsessionid=623D0DC051B85EE08C5D40EE31589DD9?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/250796/9789241549912-eng.pdf;jsessionid=623D0DC051B85EE08C5D40EE31589DD9?sequence=1
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Also women in urban areas are more likely to comply with the recommended four antenatal visits (figure 
3.2-20). Women in rural areas (39.1%) are close to twice as likely to have no antenatal care at all as 
women in urban areas (21.6%). 

 

Figure 3.2-24: Antenatal care visits (residence) 

 
Nearly all women who receive ANC care, receive this from a skilled provider, in the majority of cases a 
midwife (table 3.2-21). Community Health Workers are not considered skilled birth attendants. The 
reception of ANC by a skilled provider is positively associated with increasing education level, wealth 
quintile and living in urban areas. 
 

 
Figure 3.2-25: Antenatal care provider  

 
Nearly half of the ANC visits take place at MOPH facilities, either a clinic or hospital (table 3.2-22). The 
slight majority takes place in private facilities.  This balance moves more towards private facilities with 
increasing wealth quintile, similar as for urban areas.  
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Figure 3.2-26: Antenatal care facility 

 
 

 
Map 3.2-7: ANC by skilled provider 
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Postnatal Care 
Globally, most maternal mortality happens in the post-partum period and most neonatal deaths in the 
first week of life. Postnatal care (PNC) is increasingly recognized as an essential component of the ma-
ternal and new-born health package to reduce mortality and improve maternal and neonatal health. A 
majority of the women in Afghanistan receive no postnatal care at all in the first two days after delivery 
(table 3.2-23). This is the same for their children (table 3.2-26). Most women who do receive postnatal 
care (35.1%) do so in the first four hours after birth. Women with increased level of education or wealth 
quintile and women from urban areas are more likely to receive postnatal care. PNC is provided by 
skilled providers (table 3.2-24) and takes mostly place in MOPH facilities (table 3.2-25).  
 
Immunization and micronutrient supplementation  
Tetanus Toxoid (TT) vaccination is recommended for all pregnant women, depending on previous tet-
anus vaccination exposure, to prevent neonatal mortality from tetanus. With no or unknown history of 
immunization, a pregnant woman should receive two doses of TT vaccination. If a woman had 1-4 doses 
in the past, she should receive one dose in each subsequent pregnancy, to a total of five doses (full pro-
tection throughout childbearing years)13. In Afghanistan 19.4% of the recent mothers received two doses 
of TT-containing vaccine during their last pregnancy. This led to 39.6% of the women’s last birth being 
fully protected against tetanus, meaning 60.4% still not being fully protected (table 3.2-27). Women 
with higher education or from higher wealth quintiles were more likely to be adequately protected dur-
ing their last birth. There was no significant difference between women living in rural or urban areas. 
However, some provinces, including Helmand, Urozgan and Zabul, had an extremely low coverage of 
below 8%. Reasons for women not to be fully immunized during their last birth were can be found in 
table 3.2-28.  

Daily oral iron supplementation is recommended for pregnant women to prevent maternal anaemia, 
puerperal sepsis, low birth weight and preterm birth14. Table 3.2-29 shows that 46.8% of the women in 
Afghanistan received iron during their last pregnancy. The Afghan health policy recommends the sup-
plementation of vitamin A in postpartum women for the prevention of maternal and infant morbidity 
and mortality. Only 17.0% of the women received a vitamin A dose after delivery (table 3.2-29). Women 
with higher education, from higher wealth quintiles or urban areas were more likely to receive iron and 
vitamin A supplements. 
 
Knowledge 
A majority of the women (55.4%) are aware of pregnancy complications, while 44.6% cannot name any. 
Bleeding in pregnancy is the most widely known complication; fever, body swelling and headaches are 
less known (table 3.2-30). Knowledge on pregnancy complications seems positively associated with in-
creasing age, education and living in urban areas. 
 
Delivery 
Institutional delivery and skilled birth attendance (SBA) by a doctor, trained nurse or midwife contrib-
ute to the prevention and management of most obstetric complications. In Afghanistan 58.8% of the 
women deliver with a skilled birth attendance, mostly being a midwife (table 3.2-21). This is consistent 
with the proportion of institutional deliveries (56.3%). The majority of institutional deliveries take place 
at MOPH facilities (Table 3.2-32), but private facilities also cover a substantial amount of all deliveries, 
especially in urban areas and among women with higher education or wealth quintile. 
 
When medically indicated, caesarean sections are another effective method in saving maternal and in-
fant lives. With 6.6%, the caesarean section rate in Afghanistan is relatively low compared to the WHO 
recommended 10-15%15. 
 

 
13 WHO (2016). WHO recommendations on antenatal care for a positive pregnancy experience, http://apps.who.int/iris/bit-

stream/handle/10665/250796/9789241549912-eng.pdf;jsessionid=623D0DC051B85EE08C5D40EE31589DD9?sequence=1 
14 WHO (2012). Guideline: Daily iron and folic acid supplementation in pregnant women. http://www.who.int/nutrition/publica-

tions/micronutrients/guidelines/daily_ifa_supp_pregnant_women/en/  
15 WHO (2015). WHO statement on caesarean section rates. http://apps.who.int/iris/bitstream/han-

dle/10665/161442/WHO_RHR_15.02_eng.pdf?sequence=1  

http://apps.who.int/iris/bitstream/handle/10665/250796/9789241549912-eng.pdf;jsessionid=623D0DC051B85EE08C5D40EE31589DD9?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/250796/9789241549912-eng.pdf;jsessionid=623D0DC051B85EE08C5D40EE31589DD9?sequence=1
http://www.who.int/nutrition/publications/micronutrients/guidelines/daily_ifa_supp_pregnant_women/en/
http://www.who.int/nutrition/publications/micronutrients/guidelines/daily_ifa_supp_pregnant_women/en/
http://apps.who.int/iris/bitstream/handle/10665/161442/WHO_RHR_15.02_eng.pdf?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/161442/WHO_RHR_15.02_eng.pdf?sequence=1
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As shown in figure 3.2-23, less than half of the women (41.2%) deliver at home.  Home delivery is espe-
cially the case for women in rural areas, lower educational level and lower wealth status. Their births 
are mostly attended by traditional birth attendants  (TBA’s), a relative, neighbour or friend (table 3.2-
31). Community health workers hardly play any role in reproductive health in Afghanistan, nor for an-
tenatal care (table 3.2-21) nor for delivery care (table 3.2-31). 
   

 
Figure 3.2-27: Delivery by type of facility 

 Reproductive health 
 
Data on the knowledge and use of modern methods of contraception was collected among ever-married 
women 12 – 49 years of age with a live-birth in two years preceding the survey, excluding currently 
pregnant women. Modern methods of contraception include female sterilization, intrauterine device, 
contraceptive pill, contraceptive injection, and condom. Questions on fertility desire were asked to ever-
married women 12 – 49 of age who are currently pregnant. 
 
Use of contraceptive methods 
Of the women in reproductive ages 18.9% used any method of contraception (table 3.2-33). A modern 
contraceptive prevalence rate (CPRm) of 17.4% indicates that the majority of these methods can be con-
sidered as ‘modern’, including female sterilization, intrauterine device, contraceptive pill, contraceptive 
injection, and condom. The pill (35.4% of women who use contraceptives) and injectable contraceptives 
(30.5%) were the most preferred methods, followed by condoms (19.3%). The use of Intrauterine de-
vices (IUD) or female sterilization was still low, 5.2% and 1.0% respectively.  Figure 3.2-24 shows that 
some women use more than one method at the time, the sum exceeding 100%. 
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Figure 3.2-28: All contraceptives 

 
The use of contraceptive methods, as well as the CPRm increases with age, education and higher wealth 
quintile. Women in urban areas are about twice as likely to use any method of contraception, as well as 
the use of a modern contraceptive method (27.2% versus 14.5%). The CPRm was lowest in Nooristan 
(0.0%), Khost (0.2%), Wardak (4.3%), Faryab (5.0%) and Jawzjan (5.7%), and highest in Nimroz 
(38.6%), Zabul (36.9%) and Herat (36.8%), as visualized in map 3.2-7. 
 
 
 
 
 
 
 
 
 

[>100% is possible as people can report using more than one method] 
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Map 3.2-8: Modern contraceptives 

 
Half of the women who used modern contraceptives, acquired these from private facilities, being either 
a private pharmacy (35.8%) or a private clinic (16.8%) (table 3.2-24). Most others (40.3%) acquired 
their methods from MOPH facilities (table 3.2-24). Although the use of contraceptive methods is gen-
erally low among women under the age of 20 (10.5%), private pharmacies were (59.7%) by far the main 
provider for these young women. This indirectly might imply low access to reproductive health services 
for adolescents in other facilities.  
 
Knowledge of contraceptive methods 
Of the women who knew about the existence of methods, pill (59.7%) and injectable contraceptives 
(56.7%) were mostly mentioned, followed by condoms (24.9%) and IUD (13.9%). As for the use, the 
knowledge of female sterilization is low (2.5%). Nearly a third of the women (32.0%) could not mention 
any of the contraceptive methods.  
 
Most women (58.7%) acquired their knowledge from MOPH facilities (table 3.2-26). Also, private facil-
ities/pharmacies (20.2%) and community midwives (18.3%) were found to be a relatively good source 
of information. Some women got information from the radio (15.9%), especially women with higher 
education, wealth or living in urban areas (up to around 37%). Nearly seven percent of the women ac-
quire their knowledge from TBA’s. TV and religious leaders hardly play a role in family planning edu-
cation.  
 
Fertility desire 
Of the women who were currently pregnant, a vast majority (74.3%) had desired the pregnancy at that 
time. However, 16.1% had wanted to delay that pregnancy for some years (with a mean of four years) 
and 8.5% did not desire any further pregnancies, meaning almost a quarter of the women currently 
pregnant had an unmet need for family planning (table 3.2-37). Differences were not so big for educa-
tion level or wealth quintile, but especially in the higher age groups, above forty years, women had 
wanted to not become pregnant (78.9%). Women in urban areas (32.1%) more often had the desire to 
delay or limit their pregnancy than women in rural areas (22.2%).    
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Health indicators tables 
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Health system utilization [tables 3.2-1 – 3.2-5] 
 
 
Table 3.2-1: Health complaints. 

  

Illness and complaints Overall 

Respondents (all) 150,301.0 

Illness or disability in the past two weeks 
Yes 17.7 
No 82.1 
Total 99.8 [1] 

Respondents [2] 26,663.5 

Primary complaints 
Cough/difficulty breathing 28.4 
Fever 20.9 
Diarrhea 11.2 
Arthritis or bone diseases 10.2 
Abdominal pain 8.6 
Ear, nose, throat problems 7.4 
Blood pressure 5.7 
Kidney problem 5.6 
Body Pain 4.3 
Skin problems 3.7 
Chest pain 3.7 
Mental illness 2.6 
Nausea/vomiting 2.5 
Problems before or after pregnancy 2.2 
Heart problems 2.6 
Eye problems 2.1 
Loss of appetite 1.4 
Toothache 1.1 
Jaundice 1.2 
Temporary injury 0.9 
Pain passing urine 0.7 
Malaria 0.6 
Poor nutrition 0.8 
Permanent disability 0.7 
Anaemia 0.5 
Typhoid Fever 0.5 
Diabetes 0.7 
Measles 0.3 
TB 0.4 
Weakness 0.2 
Cholesterol 0.2 
Other [3] 1.1 
[1] Percentages do not add up to 100 due to missingness 
[2] Respondents who were ill or disabled in the past two weeks 
[3] Other complaints each with less than 0.001 proportion, including: allergy, epilepsy, burn, appendicitis, fracture, oedema, cancer, gall 
bladder, amoeba, haemorrhoids, animal disease, liver problem, constipation, goitre, infertility, hernia, prostate, lack of calcium, cleft palate 
 
[Illness and complaints by residence, by sex, by age group, by wealth quintiles, and by province available in Annex B] 
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Table 3.2-1: health complaints [continued]. 

Primary complaints classification [4] 
Generalized conditions 27.2 
Musculoskeletal 14.8 
Nervous system 0.2 
Integumentary tissue 3.7 
Head and neck 7.4 
Eye diseases 2.1 
Cardiovascular system 8.2 
Respiratory tract 28.4 
GI tract 23.6 
Urinary tract 6.2 
OBS/Gynaecological 2.5 
Non-communicable diseases 3.4 
Communicable diseases 2.0 
Trauma 1.7 
[4] Generalized conditions: fever, loss of appetite, poor nutrition, body pain, anaemia, weakness, oedema, lack of calcium, allergy - Musculo-
skeletal: temporary injury, chest pain, arthritis or bone diseases, fracture - Nervous system: epilepsy - Integumentary tissue: skin problems, 
burn - Head and neck: ear, nose, throat problems, cleft palate, goitre - Eye diseases: eye problems - Cardiovascular system: heart problems, 
blood pressure, cholesterol - Respiratory tract: cough/difficulty breathing GI tract: diarrhea, nausea/vomiting, jaundice, abdominal pain, gall 
bladder, toothache, haemorrhoids, constipation, liver problem, appendicitis, hernia - Urinary tract: pain passing urine, kidney problem, pros-
tate - OBS/Gynaecological: problems before or after pregnancy, infertility - Non-communicable diseases: mental illness, diabetes, cancer  -  
Communicable diseases: amoeba, TB, malaria, typhoid fever, measles, animal disease  -  Trauma: temporary injury, fracture, permanent dis-
ability 
 
[Illness and complaints by residence, by sex, by age group, by wealth quintiles, and by province available in Annex B] 
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Table 3.2-2: Utilization of health services.  

  

Treatment seeking/reasons Overall 

Respondents [1] 26,663.5 
Sought treatment outside home 
Yes 76.4 
No 23.6 
Total 100 
Respondents [2] 20,367.3 
Facility type where treatment was sought 
MoPH clinic 21.2 
Government hospital 9.4 
Private clinic/hospital 50.6 
Health post 0.4 
Private pharmacy 17.7 
Other [3] 0.4 
Total 99.8 [4] 
Sought treatment at MoPH facility 
All types of MoPH facilities 31.1 
Respondents [5] 6,296.2 
Reasons for not seeking treatment outside home 
Thought illness would go away by itself 37.9 
Transport too expensive 14.7 
Health facility too far, no transport 17.9 
Poor security at facility 1.4 
Insecure travel 1.8 
Services too expensive 39.0 
No female provider at facility 1.0 
Unfriendly staff 3.9 
Inconvenient service hours 4.7 
Religious belief 1.1 
No one to accompany (Mahram) 1.1 
Self-treatment 7.4 
Believed drugs to be ineffective 0.5 
Other [6] 0.2 
[1] Respondents who were ill or disabled in the past two weeks 
[2] Respondents who were ill or disabled and sought treatment outside home 
[3] Other includes: abroad, family care centre 
[4] Percentages don not add up to 100 due to missingness 
[5] Respondents who were ill or disabled but did not seek treatment outside home 
[6] Other unspecified  
 
[Utilization of health services by residence, by sex, age group, and by province available in Annex B] 
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Table 3.2-3: Access to health services. [1] 

  

Transportation/travel time Overall 

Respondents [1] 20,367.3 
Transportation to the facility 
By foot 34.1 
By bus 5.0 
By car 48.1 
By horse/mule/donkey 1.0 
By motorcycle 11.4 
By airplane 0.0 
Other 0.1 
Total 99.6 [2] 
Travel time to the facility 
Less than 30 minutes 56.6 
From 30 minutes to 2 hours 34.0 
From 2 hours to half a day 7.0 
More than half a day 2.2 
Total 99.8 [2] 
Accessed facilities 
Travel time less than two hours 90.6 

[1] Respondents who were ill and sought treatment outside home in the past two weeks 
[2] Percentages do not add up to 100 due to missingness 
 
[Access to health services by residence, by sex, age group, by wealth quintile, and by province available in Annex B] 
 

 

 

Table 3.2-4: Access to health services. [2] 

  

Facility type Overall 

Respondents [1] 18,452.7 
Share of each facility type in accessed health services 
MoPH clinic 22.2 
Government hospital 9.6 
Private clinic/hospital 48.8 
Health Post 0.5 
Private pharmacy 18.8 
Other 0.0 
Total 99.9 [2] 
Share of MoPH facilities in accessed health services 
All types of MoPH facilities 32.3 
[1] Respondents with travel time less than two hours 
[2] Percentages do not add up to 100 due to missingness 
 
[Access to health services by residence, by sex, by age group, by wealth quintile, and by province available in Annex B] 
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Table 3.2-5: Hospitalization and hospital services. 

  

Hospitalization/facility type/service Overall 

Respondents (all) 150,301.0 
Hospitalization in past twelve months  
Yes 3.2 
No 96.7 
Total 99.9 [1] 
Respondents [2] 4,839.1 
Hospitalization by facility type 
Government hospital 67.0 
Private clinic/hospital 28.3 
Abroad 3.4 
Other [3] 0.9 
Total 99.7 [1] 
Type of treatment received when hospitalized 
Childhood illness 12.1 
Medical, non-surgical illness 53.9 
Surgery 21.6 
Childbirth 12.1 
Injuries 1.6 
Other [4] 0.2 
[1] Percentages do not add up to 100 due to missingness 
[2] Respondents who were hospitalized in past twelve months 
[3] Other includes: MSF facilities, unspecified clinics 
[4] Other includes: X-ray, unspecified 
 
[Hospitalization by sex, by residence age group, by wealth quintile, and by province available in Annex B] 
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Health expenditure and financing [tables 3.2-6 – 3.2-7] 

 

Table 3.2-6: Health expenditure for outpatient care - and inpatient care delivery. 

   

Expenditure   Mean Median 

Respondents [1]  20,367.3  

Expenditure for treating illness or disability 
Registration fees 

 
19.4 0 

Consultations fees 
 

111.7 0 
Lab tests and x-ray fees 

 
119.0 0 

Drugs and supplies 
 

786.9 500 
Food 

 
42.4 0 

Transportation 
 

209.4 40 
Other 

 
37.3 0 

Total  1,992.1 800 

Respondents [2]  4,839.1  

Expenditure for hospitalization  
Registration fees  148.6 0 
Consultations fees  343.6 0 
Lab tests and x-ray fees  502.3 0 
Drugs and supplies  2,964.7 1,200 
Food  535.6 100 
Transportation  941.2 400 
Other  373.9 0 
Total 

 
6,993.9 3,000 

[1] Respondents who were ill and sought treatment outside home in the past two weeks 
[2] Respondents who were hospitalized in past 12 months 
 
[OPD and IPD health expenditure by sex, by age group, by residence, by wealth quintile, and by province available in annex] 
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Table 3.2-7: Health financing for inpatient care delivery. 

  

Source and distress  Overall 

Respondents [1] 4,839.1 

Sources of financing for hospitalization 
Salary or other regular income 25.8 
Savings 40.4 
Selling jewellery 1.1 
Selling household assets 7.5 
Borrowing against land 1.0 
Selling land 0.9 
Selling the house 0.1 
Borrowing money from friend/ relative 36.6 
Zakat 0.8 
Help from friend/ relative 2.2 
Other [2] 0.1 
Distress financing for hospitalization [3] 
Distress financing for hospitalization 46.8 
Severe distress financing for hospitalization 9.1 
[1] Respondents who were hospitalized in the last twelve months 
[2] Other unspecified  
[3] distressed financing: all sources of financing except for income and savings 
severe distressed financing: Selling jewellery, Selling household assets, Selling land, Selling the house 
 
 [IPD health financing and distress by sex, by age group, by residence, by wealth quintile, and by province available in annex] 
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Community perception [tables 3.2-8 – 3.2-9] 

 

Table 3.2-8: Mean community perception scores of health facilities (by facility type). 

    

Satisfaction and trust MoPH clinic MOPH hospital Private clinic/facilities 

Respondents [1] 2008.7 614.1 1586.3 
Satisfaction with the visit to the facility   
Convenience of travel to the facility 49.2 53.5 48.2 
Cleanliness of facility 61.0 65.9 66.4 
Respectfulness of provider 53.1 59.1 64.2 
Health worker explained the illness 56.5 60.9 64.8 
Health worker explained treatment 55.0 61.2 63.8 
Availability of drugs 50.3 55.6 63.6 
Cost of drugs 51.9 56.1 45.3 
Privacy 63.3 68.8 67.2 
Time health worker spent with you 55.1 58.4 63.3 
Opening hours 56.1 65.5 63.2 
Waiting time 48.9 53.3 56.9 
Overall satisfaction  57.0 62.0 64.5 
Overall trust with the facility staff   
Trust in skills of provider 58.0 64.1 66.4 
Trust decisions about medical treatment 57.3 64.9 64.5 
Staff act differently toward rich and poor people 52.2 58.6 57.2 
Will come back in the future 61.5 66.9 66.8 
Overall trust 57.9 66.4 66.1 
[1] Women 12-49 years of age who have visited an MOPH or private clinic or hospital in the past two weeks 
  
[Satisfaction scores range from 1=very dissatisfied to 4=very satisfied, presented on a scale from 0-100. Trust scores range from 1=completely disagree to 4=com-
pletely agree, presented on a scale from 0-100] 
[Overall satisfaction and overall trust are the average of all components above] 

[Overall community perception by age group, by residence, by wealth quintile, and by province available in Annex B] 
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Table 3.2-9: Awareness and perception about Community Health Workers. 

  

Awareness, use, and perception Overall 

Respondents [1] 21086.6 
Awareness about CHW services 
Yes 10.7% 
No 89.1% 
Total 99.8% [4] 
Respondents [2] 2265.9 

Used CHW services in past 3 months 
Yes 3.7% 
No 96.2% 
Total 99.9 [4] 
Perception of the usefulness of CHW services 
Overall usefulness score  66.6 
Respondents [3] 1483.6 

Availability of CHW 
Number of CHW per village 1.8 
Only men CHW available in village 3.7% 
Only women CHW available in village 13.7% 
Men and women CHW available in village 82.6% 
[1] Women 12-49 years of age  
[2] Women 12-49 years of age who are aware of CHW in their village 
[3] Women 12-49 years of age who report presence of a CHW in their village 
[4] Total does not add up to 100% due to missingness 
 
[Usefulness scores range from 1=completely disagree to 4=completely agree, presented on a scale from 0-100] 

[Awareness and perception about CHW by age group, by residence, by wealth quintile, and by province available in Annex B] 
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Child health and nutrition [tables 3.2-10 – 3.2-19] 

Table 3.2-10: Prevalence of and treatment seeking for diarrhea. 

  

Prevalence and treatment Overall 

Respondents [1] 22246,3 
Had diarrhea in the past two weeks 
Yes 18.1% 
No 81.9% 
Total 100.0% 
Respondents [2] 4025 

Sought treatment or advice for the diarrhea from any source 
Yes 62.6% 
No 37.3% 
Total[3] 99.9% 
Sought treatment from a recognized health provider 
Yes 60,3% 
No 39.6% 
Total[3] 99.9% 
Sought treatment from MoPH facility 
Yes 23.3% 
No 76.6% 
Total [3] 99.9% 
[1] Children under age five 
[2] Children under age five with diarrhea in the past two weeks 
[Recognized health providers include: MoPH health facility, community health worker, mobile outreach clinic, private health facility, pharmacy] 
[3] Percentages do not add up to 100 due to missingness 

[Prevalence and treatment of diarrhea by sex, by age group, by mother’s education, by residence, by wealth quintile, and by province available in Annex B] 
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Table 3.2-11: Feeding practices during diarrhea. 

  

Feeding practice Overall 

Respondents [1] 4037.1 

Amount of fluids given 
Much less 19,2% 
Somewhat less 21,5% 
About the same 33,8% 
More 18,7% 
Nothing to drink was given 5,6% 
Missing  1,2% 
Total 100.0% 
Amount of food given 
Much less 24,4% 
Somewhat less 26,2% 
About the same 31,0% 
More 7,1% 
Stopped food 0,6% 
Never gave food (breastfeeding) 6,5% 
Missing 4,2% 
Total 100.0% 
Appropriate feeding given 
Continued feeding and increased fluids 16.4% 
Continued feeding and gave ORS and/or increased fluids [2] 48.5% 
 [1] Children under age five with diarrhea in the past two weeks 
[2] see table 3.2-12 for ORS 
 
 [Feeding practices during diarrhea by sex, by age group, by mother’s education, by residence, by wealth quintile, and by province available in Annex B] 
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Table 3.2-12: Treatment of diarrhea. 

  

Treatment Overall 

Respondents [1] 4024,8 
Sought treatment from a recognized health provider 
Yes 60,3% 
No 39.6% 
Total 99.9% 
Treatment of diarrhea outside or at home 
ORS 39.9% 
Increased fluids 18.7% 
ORS or increased fluids 51.1% 
Zinc tablets or syrup 36.6% 
ORS and zinc 21.1% 
Antibiotic pill or syrup or injection 6.9% 
Anti-motility pill or syrup 16.3% 
Intravenous (IV) 4.2% 
Other drugs or injection 15.0% 
Home remedy/herbal drug/other 6.7% 
Missing 1.8% 
No treatment 55.4% 
 [1] Children under age five with diarrhea in the past two weeks 
 
[Treatment of diarrhea by sex, by age group, by mother’s education, by residence, by wealth quintile, and by province available in Annex B] 

 
Table 3.2-13: Prevalence and treatment of fever. 

  

Prevalence and treatment Overall 

Respondents [1] 22246,3 
Had been ill with fever in the past two weeks 
Yes 23.4% 
No 76.2% 
Total 99.6% 
Respondents [2] 5211,0 

Sought advice or treatment for the fever from any source 
Yes 63.2% 
No 36.5% 
Total [3] 99.7% 
Sought treatment from a recognized health provider 
Yes 62.1% 
No 37.6% 
Total[3] 99.7% 
Sought treatment from MoPH facility 
Yes 22.0% 
No 77.7% 
Total[3] 99.7% 
Given medication to the child 
Anti-malarial drugs 15.7% 
Antibiotics 50.8% 
Other medications 41.1% 
[1] Children under age five  
[2]Children under age five with fever in the past two weeks 
[3] Percentages do not add up to 100 due missingness 
 
[Other medications includes aspirin, ibuprofen, paracetamol or herbal drugs] 
[Recognized health providers include: MoPH health facility, community health worker, mobile outreach clinic, private health facility, pharmacy] 
 
[Prevalence and treatment of fever by sex, by age group, by mother’s education, by residence, by wealth quintile, and by province available in Annex B] 
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Table 3.2-14: Prevalence and treatment of acute respiratory infection. 

  

Prevalence and treatment Overall 

Respondents [1] 22246,3 
Had been ill with symptoms of ARI in the past two weeks 
Yes 10.7% 
No 88.4% 
Total 99.1% 
Respondents [2] 2384,8 

Sought advice or treatment for the symptoms of ARI from any source 
Yes 69.6% 
No 30.3% 
Total [3] 99.9% 
Sought treatment from a recognized health provider 
Yes 67.7% 
No 32.0% 
Total [3] 99.7% 
Sought treatment from MoPH facility 
Yes 24.8% 
No 74.9% 
Total 99.7% 
Given medication to the child 
Antibiotics 61.3% 
Other medications 43.3% 
[1] Children under age five  
[2] Children under age five with symptoms of ARI in the past two weeks 
[Symptoms of ARI include coughing, short rapid breaths or difficulty breathing, problems in chest] 
[3] Percentages do not add up to 100 due to missingness 
 
[Recognized health providers include: MoPH health facility, community health worker, mobile outreach clinic, private health facility, pharmacy] 
[Other medications includes aspirin, ibuprofen, paracetamol or herbal drugs] 
 
 [Prevalence and treatment of ARI by sex, by age group, by mother’s education, by residence, by wealth quintile, and by province available in Annex B] 
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Table 3.2-15: Children's immunization coverage based on mother’s report or card record. 

    

Vaccine Mother’s recall Vaccination card Mother’s recall or vaccina-
tion card 

Respondents [1] 4235,1 4235,1 4235,1 

Vaccines received based on either card or mother’s report  
BCG  30.4% 51.2% 77.5% 
Penta1  26.7% 50.4% 73.1% 
Penta2 23.2% 47.9% 67.7% 
Penta3 19.2% 44.9% 60.8% 
OPV0  24.6% 41.4% 62.7% 
OPV1  36.9% 50.9% 83.4% 
OPV2 34.5% 48.3% 78.7% 
OPV3 29.6% 44.9% 71.1% 
Measles 26.7% 40.8% 64.0% 
Full immunization 15.5% 38.4% 51.4% 
[1] Children of 12 – 23 months of age 
 
[Immunization coverage by sex, by mother’s education, by residence, by wealth quintile, and by province available in Annex B] 
 

 
 
 
Table 3.2-16: Vitamin A supplementation. 

   

Supplementation National campaign (mother’s recall) National campaign (mother’s recall) or vac-
cination card [3] 

Respondents [1] 19986.1 19986.1 
Vitamin A supplementation received in the last six months [2] 
Yes 70.9% 70.9% 
No  25.1% 25.1% 
[1] Children of 6 – 59 months of age 
[2] Numbers do not add up to 100% due to missingness 
[3] percentages in both columns appear to be the same as vitamin A supplementation according to vaccination card is so very low 
 
[Vitamin A supplementation by sex, by mother’s education, by residence, by wealth quintile, and by province available in Annex B] 
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Table 3.2-17: Breastfeeding. 

  

Breastfeeding 
 

Overall 
 

Respondents [1] 8137,7 
Ever breastfed 
Yes 98.6% 
No 1.2% 
Total 99.8% 
Respondents [2] 8021,0 

Initial breastfeeding 
Within one hour of birth 63.7% 
Within one day of birth 67.0% 
Prelacteal feeding 
Yes 31.4% 
No 68.5% 
Total  99.9% 
Duration of breastfeeding 
Median months of breastfeeding 10 
[1] Last born child in the last two years preceding the survey 
[2] Ever breastfed last born children in the last two years preceding the survey 
 
[Breastfeeding by sex, by mother’s education, by residence, by wealth quintile, and by province available in Annex B] 

 
 

 

Table 3.2-18: Child feeding. 

   

Feeding  
 

0 – 5 months of age 
 

6 – 9 months of age  

Respondents [1] 2223,4 1403,2 

Exclusively breastfed  
Yes [2] 57.5% N/A 
No 42.3% N/A 
Total 99.8% N/A 
Complementary feeding  
Vitamin supplements 4.6% 5.8% 
Plain water 39.8% 40.3% 
Sweet water/ fruit juice 8.1% 8.0% 
Infant formula 16.6% 16.8% 
Milk (other than breastmilk) 21.3% 20.9% 
Other liquids 14.6% 16.3% 
Soft or mushy food 53.5% 56.3% 
Semi-solid food 12.2% 12.7% 
Solid food 1.4% 1.6% 
Other 0.3% 12.8% 
[1] Living last born children of age 0 – 5 and 6 - 9 months born in the last two years preceding the survey  
[2] This percentage and the total percentage may change by approximately + 1 percentage points when the total number of missing observations is accounted for. 
 
[Exclusively breastfed may include ORS, vitamins and drug] 
 
[Child feeding by sex, by mother’s education, by residence, by wealth quintile, and by province available in Annex B] 
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Table 3.2-19: Nutritional status of children 0 - 5 years of age. 

  

Status 
 

Overall 
 

Respondents [1]  

Stunting 
Moderate stunting (z-score height for age <-2 SD) 36.6% 
Severe stunting (z-score height for age <-3 SD) 17.3% 
Respondents [2]  

Underweight  
Moderate underweight (z-score weight for age <-2 SD) 18.7% 
Severe underweight (z-score weight for age <-3 SD) 5.4% 
Respondents [3]   

Wasting and overweight  
Moderately wasted (z-score weight for height <-2 SD) 5.0% 
Severely wasted (z-score weight for height <-3 SD) 1.5% 
Severe acute malnutrition (z-score weight for height <-3 SD or oedema) 2.9% 
Moderately overweight (z-score weight for height > 2 SD) 4.0% 
Severely overweight (z-score weight for height > 3 SD) 1.2% 
[1] Children under age of five with age and height measurement. Excludes 1389 children with height for age values lower than -5SD and higher than +5SD 
as considered implausible 
[2] Children under the age of five with age and weight measurement. Excludes 363 children with height for age values lower than -5SD and higher than 
+5SD as considered implausible  
[3] Children under the age of five with age, height and weight measurement. Excludes 591 children with height for weight values lower than -5SD and 
higher than +5SD as considered implausible 

 [Mean z-scores and nutritional indicators by sex, by mother’s education, by residence, by wealth quintile, and by province available in Annex B] 
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Maternal health and nutrition [tables 3.2-20 – 3.2-32] 

 

Table 3.2-20: Number and timing of antenatal care visits. 

  
Visit 
 

Overall 
 

Respondents [1] 10465,5 [2] 
Number of ANC visits 
None 35.0% 
1 13.8% 
2 17.0% 
3 12.1% 
4 plus 20.9% 
Total [3] 98.8%  
Respondents [4] 6779 
Timing of first ANC visit 
First trimester  52.8% 
Second trimester 31.7% 
Last trimester  13.0% 
Total [3] 97.5 % 
Median timing of first ANC visit (months) 3 
[1] Ever-married women 12 – 49 years of age with a live birth in the last two years preceding the survey, or currently pregnant 
[2] 117 women who received ANC did not provide responses about when during their pregnancy they had their first ANC visit. 
[3] Percentages do not add up to 100 due to missingness 
[4] Women who had at least one antenatal care visit 
 
[ANC number and timing by age group, by women’s education, by residence, by wealth quintile, and by province available in Annex B] 
 

 
 
Table 3.2-21: Antenatal care received from health provider. 

  
Health provider 
 

Overall 
 

Respondents [1] 10465,5 
ANC by type of health provider 
Doctor 38.7% 
Midwife 65.0% 
Nurse 0.6% 
Community health worker 0.3% 
Traditional birth attendant 1.1% 
Other 0.0% 
None  34.2% 
ANC by skilled health provider 
Yes 65.2% 
No [2] 34.8% 
Total 100.o% 
[1] Ever-married women 12 – 49 years of age with a live birth in the last two years preceding the survey, or currently pregnant 
[2] This percentage may change by approximately + 1 percentage points when the total number of missing observations is taken into account of the 
total 
 
 [ANC per provider by age group, by women’s education, by residence, by wealth quintile, and by province available in Annex B] 
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Table 3.2-22: Antenatal care visits by facility type. 

  
Facility type 
 

Overall 
 

Respondents [1] 7040,5 
ANC by facility type  
MoPH clinic 35.8% 
MoPH hospital 12.4% 
Private clinic or hospital 53.2% 
Health post 0.3% 
Home 0.5% 
Other 0.6% 
[1] Women who had at least one antenatal care visit by a skilled health provider 

[ANC per facility type by age group, by women’s education, by residence, by wealth quintile, and by province available in Annex B] 
 

 
 

Table 3.2-23:  Timing of postnatal care received by the mother. 

  
Timing Overall  

Respondents [1] 8509,6 
Timing of postnatal care  
< 4 hours after birth 32.5% 
4 – 23 hours after birth 1.6% 
1 – 2 days after birth  1.9% 
3 – 6 days after birth 1.0% 
> 6 days after birth  0.6% 
None 59.7% 
Total [2] 97.3% 
[1] Ever-married women 12 – 49 years of age with a live birth in the last two years preceding the survey 
[2] Total does not add up to 100% due to missingness 

[Timing of postnatal care for mother by age group, by women’s education, by residence, by wealth quintile, and by province available in Annex B] 
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Table 3.2-24: What health provider gave postnatal care to the mother.  

  
Health provider 
 

Overall 
 

Respondents [1] 8509,6 
PNC from health provider 
Doctor 11.5% 
Nurse 2.2% 
Midwife 22.8% 
Community health worker 0.1% 
Traditional birth attendant  0.9% 
Relative/neighbour/friend 0.2% 
Other 0.0% 
Any provider 38.8% 
None 59.8% 
PNC from skilled health provider 
Yes 37.4% 
No [2] 62.6% 
Total [2] 100.0% 
[1] Women who received PNC within two days of birth from a skilled provider  
[2] This percentage and the total percentage may change by approximately + 1 percentage points when the total number of missing observations is 
accounted for. 

[PNC for mother per health provider by age group, by women’s education, by residence, by wealth quintile, and by province available in Annex B] 
 
 

Table 3.2-25: Postnatal care for mother by facility type. 

  
Facility type 
 

Overall 
 

Respondents [1] 2948,9 
Postnatal care by facility type 
MoPH clinic 33.5% 
MoPH hospital 43.7% 
Private clinic or hospital 19.6% 
Health post 0.0% 
Home 1.7% 
Other 1.4% 
[1] Women who received PNC within two days of birth from a skilled provider  
 
[PNC for mother per facility type by age group, by women’s education, by residence, by wealth quintile, and by province available in Annex B] 
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Table 3.2-26: Who provided postnatal care for children. 

  
Health provider  
 

Overall 
 

Respondents [1] 8509,6 [2] 
Postnatal care for child by health provider  
Doctor 8.9% 
Nurse 1.9% 
Midwife 8.4% 
Community health worker 0.2% 
Traditional birth attendant  1.8% 
None 78.5% 
Postnatal care from skilled provider 
Yes 19.3% 
No [3] 80.7% 
Total  100.0% 
[1] Last born child born in the last two years preceding the survey 
[2] 170 women who had live births within the past two years were not asked questions on which type of health care provider provided postnatal care. 
[3] This percentage and the total percentage may change by approximately + 1 percentage points when the total number of missing observations is 
accounted for. 
 

[PNC for children by age group, by women’s education, by residence, by wealth quintile, and by province available in Annex B] 
 

 
 
Table 3.2-27: Tetanus Toxoid immunization during pregnancy and birth. 

  
TT immunized 
 

Overall 
 

Respondents [1] 8509,6 
Mother received two TT doses during last birth’s pregnancy 
Yes 19.4% 
No [2] 80.6% 
Total 100.0% 
Mothers last birth was fully protected (incl. immunizations from previous pregnancies) 
Yes 39.6% 
No [2] 60.4% 
Total 100.0% 
Mother’s immunization card was seen 
Yes 26.9% 
No [2] 73.1% 
Total  100.0% 
[1] Ever-married women 12 – 49 years of age with a live birth in the last two years preceding the survey 
[2] This percentage and the total percentage may change by approximately + 1 percentage points when the total number of missing observations is 
accounted for. 
 
[TT immunization by age group, by women’s education, by residence, by wealth quintile, and by province available in Annex B] 
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Table 3.2-28: Reasons for mother not being immunized with tetanus toxoid.  

  
Reason 
 

Overall 
 

Respondents [1] 5087,9 
Reasons for the mother not being TT immunized 
She did not perceive the importance of the second dose at least two 
weeks before delivery 17,0% 
She ignored the need for immunization 30,3% 
She ignored the place and time of the session 4,0% 
She was afraid of adverse reactions 28,6% 
She did not come for antenatal visits 2,3% 
She had no postnatal consultation 4,8% 
She gave birth in a health centre 1,6% 
The delivery was attended by skilled personnel 1,2% 
She postponed immunization until later 2,3% 
She does not trust vaccination 13,5% 
Rumours 17,6% 
The location of immunization session was far away 22,3% 
The hours were inconvenient 2,0% 
The vaccinator was not present 4,3% 
The vaccine was not available 4,4% 
She was too busy 13,4% 
Family illnesses 1,7% 
She did not come because she was sick 1,2% 
Sick mother came but was not vaccinated 0,5% 
The cost of the vaccination card were too high 0,3% 
Syringes were too expensive 0,5% 
Waiting was too long 6,3% 
Other 3.8% 
[1] Women whose last birth was not fully TT protected 
 
[Reasons for no TT immunization by age group, by women’s education, by residence, by wealth quintile, and by province available in Annex B] 
 

 
 
 
 
Table 3.2-29: Micronutrient supplementation for mother. 

  
Supplement 
 

Overall 
 

Respondents [1] 8509,6 

Iron supplement received during pregnancy 
Yes 46.8% 
No [2] 53.2% 
Total 100.0% 
Vitamin A dose received after delivery 
Yes 17.0% 
No [2] 83.0% 
Total 100.0% 
[1] Ever-married women 12 – 49 years of age with a live birth in the last two years preceding the survey 
[2] This percentage and the total percentage may change by approximately + 1 percentage points when the total number of missing observations is 
accounted for. 
 
[Supplementation by age group, by women’s education, by residence, by wealth quintile, and by province available in Annex B] 
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Table 3.2-30: Knowledge of symptoms of pregnancy complications. 

  
Symptom 
 

Overall 
 

Respondents [1] 10465,5 
Knowledge of symptoms of pregnancy complications 
Fever 12.4% 
Bleeding 46.4% 
Swelling of body/hands/face 18.7% 
Headaches 14.2% 
Other 5.3% 
None 44.6% 
[1] Ever-married women 12 – 49 years of age with a live birth in the last two years preceding the survey, or currently pregnant 
 
 [Knowledge of complication symptoms by age group, by women’s education, by residence, by wealth quintile, and by province available in Annex B] 
 

 
 
 
 
Table 3.2-31: What provider attended the delivery. 

  
Provider 
 

Overall 
 

Respondents [1] 8509,6 
Delivery by assistance provider 
Doctor 14.4% 
Nurse 1.7% 
Midwife 41.4% 
Community health worker 0.3% 
Traditional birth attendant 15.5% 
Relative/neighbour/friend 20.5% 
No one 1.9% 
Other 1.5% 
Skilled birth attendant 
Yes 58.8% 
No [2] 41.2% 
Total  100.0% 
[1] Ever-married women 12 – 49 years of age with a live birth in the last two years preceding the survey 
[2] This percentage and the total percentage may change by approximately + 1 percentage points when the total number of missing observations is 
accounted for. 
 
[Skilled birth attendant includes doctor, nurse, and midwife] 

[Delivery by provider and SBA by age group, by women’s education, by residence, by wealth quintile, and by province available in Annex B] 
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Table 3.2-32: Birth delivery by facility type. 

  
Facility  
 

Overall 
 

Respondents [1] 8509,6 
Delivery by facility type 
MoPH clinic 19.5% 
MoPH hospital 25.1% 
Private clinic or hospital 10.4% 
Health post 0.1% 
Home 41.2% 
Other 1.2% 
Institutional delivery 
Yes 56,3% 
No [2] 43.7% 
Total  100.0% 
Delivery at MoPH facility 
Yes 45.6% 
No [2] 54.4% 
Total  100.0% 
Caesarean section delivery 
Yes 6.6% 
No [2] 93.4% 
Total  100.0% 
[1] Ever-married women 12 – 49 years of age with a live birth in the last two years preceding the survey 
[2] This percentage and the total percentage may change by approximately + 1 percentage points when the total number of missing observations is 
accounted for. 
 
[Institutional delivery includes MoPH clinic and hospital, and private clinic and hospital] 

[Delivery by facility type by age group, by women’s education, by residence, by wealth quintile, and by province available in Annex B] 
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Reproductive health [tables 3.2-33 – 3.2-37] 
 

Table 3.2-33: Method and prevalence of contraceptive use. 

  
Use 
 

Overall 
 

Respondents [1] 7762,4 
Contraception 
Yes 18.9% 
No [2] 79.4% 
Total  100.0% 
Respondents [3] 1595 

Type of contraceptive methods 
Female sterilization 1.0% 
IUD 5.2% 
Pill 35.4% 
Injection 30.5% 
Condom 19.3% 
Lactational amenorrhea method 2.3% 
Periodic abstinence  2.5% 
Withdrawal 12.7% 
Other 0.1% 
Respondents [1] 7762 
Modern contraceptive method 
Yes 17.4% 
No [2] 82.6% 
Total 100.0% 
[1] Ever-married women 12 – 49 years of age with a live birth in 2 years preceding survey, excluding currently pregnant 
[2] This percentage and the total percentage may change by approximately + 1 percentage points when the total number of missing observations is ac-
counted for. 
[3] Women who use contraception 
 
[Modern methods include female sterilization, IUD, pill, injection, and condom. As consistent with previous AHS] 

[Method and prevalence of contraceptive use by age group, by women’s education, by residence, by wealth quintile, and by province available in Annex B] 
 

 

  

Table 3.2-34: Place of acquiring contraceptive. 

  
Place 
 

Overall 
 

Respondents [1] 3673,8 
Place of acquiring contraceptives 
MoPH clinic 27.7% 
MoPH hospital  12.6% 
Private clinic/hospital  16.8% 
Private pharmacy 35.8% 
Community health worker 1.5% 
Community midwives 1.7% 
Other 0.8% 
Acquired contraceptives from MoPH facility  
Yes 40.3% 
No 59.7% 
Total  100.0% 
[1] Women who use modern contraception 
[2] This percentage and the total percentage may change by approximately + 1 percentage points when the total number of missing observations is 
accounted for 

[Place of acquiring contraceptives by age group, by women’s education, by residence, by wealth quintile, and by province available in Annex B] 
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Table 3.2-35: Knowledge of contraceptive methods. 

  
Knowledge  
 

Overall 
 

Respondents [1] 8509.6 
Knowledge of each contraceptive method 
Female sterilization 2.5% 
IUD 13.9% 
Pill 59.7% 
Injection 56.7% 
Condom 24.9% 
Lactational amenorrhea method 1.3% 
Periodic abstinence  3.4% 
Withdrawal 4.8% 
Other 0.5% 
None 32.0% 
Knowledge of any modern contraceptive method [1] 
Yes 67.3% 
No [2] 32.7% 
Total  100.0% 
[1] Ever-married women 12 – 49 years of age with a live birth in two years preceding survey 
 [2] This percentage and the total percentage may change by approximately + 1 percentage points when the total number of missing observations is ac-
counted for. 
 
[Modern contraceptive methods include: female sterilization, IUD, pill, injection, and condom. As consistent with previous AHS] 
 
[Method and prevalence of contraceptive use by age group, by women’s education, by residence, by wealth quintile, and by province available in Annex B] 
 

 
 
 

Table 3.2-36:  Learning about contraceptives. 

  
Place 
 

Overall 
 

Respondents [1] 14151,9 

Place of learning about contraceptives 
MoPH clinic 42.2% 
MoPH hospital  16.5% 
Private clinic/hospital  13.5% 
Private pharmacy 6.7% 
Community health worker 2.5% 
Community midwives 18.3% 
Traditional birth attendants  6.6% 
Radio 15.9% 
TV 1.4% 
Religious leaders 0.1% 
Other 27.6% 
Learning about contraceptives from MoPH facility  
Yes 52.7% 
No [2] 47.3% 
Total  100.0% 
[1] Women who know about contraceptives 
[2] This percentage and the total percentage may change by approximately + 1 percentage points when the total number of missing observations is 
accounted for. 
 

[Learning about contraceptives by age group, by women’s education, by residence, by wealth quintile, and by province available in Annex B] 
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Table 3.2-37: Pregnancy desire of mother. 

  
Desire 
 

Overall 
 

Respondents [1] 2788,6 
When you got pregnant, did you want to become pregnant? 
At the time 74.3% 
Later 16.1% 
Not more 8.5% 
Total 98.9% 
Respondents [2] 452 

Desired delay  
Mean desired years of delay at the time of last pregnancy 4.0 
[1] Ever-married women 12 – 49 years of age who are currently pregnant 
[2] Ever-married women 12 – 49 years of age who are currently pregnant, but who desired to delay pregnancy  
 
[Supplementation by age group, by women’s education, by residence, by wealth quintile, and by province available in Annex B] 
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3.3  Reflecting on fifteen years of contracting health services 
 
This chapter presents the results of core indicators as trends over time. Core indicators examined 
in this survey are from the SEHAT results framework (table 1.2-1) and provide information on the 
proportion of skilled birth attendance, PENTA3 immunization coverage, the contraceptive prevalence 
rate, and antenatal care coverage.  
 
Afghanistan has made strong improvements in public health and health service coverage, with the 
help of external assistance and private partners. Since the start of the large health system overhaul 
approximately fifteen years ago a basic and essential package of health services (BPHS and EPHS) 
have been defined and a large public-private model of health service delivery has been established. 
This includes the Ministry of Public Health contracting out service delivery to non-governmental or-
ganisations (NGOs) in thirty provinces in the country and contracting-in managers in the remaining 
provinces in a coordinated fashion based on performance. Many resources have been devoted to in-
dependently monitor and evaluate this performance, including a strengthening of the health manage-
ment information system. With a view to working towards Millennium Development Goals 4 and 5 in 
the years 2000-2015 particular emphasis in the BPHS was placed on maternal, neonatal, and child 
health (MNCH), which continues to this day. Progress in these areas has been systematically recorded 
through household surveys from the MICS in 2003 until the AHS of 2018, of which an overview is 
discussed below. As can be seen, although great strides have been made, progress is not linear in all 
fields and challenges remain. This underlines the need for continuous efforts in strengthening of the 
health system and reach-out to the population of Afghanistan. 
 
 

 
Most remarkable trends 

 
Maternal health: 

• Over the past fifteen years much progress has been made in increasing ANC and SBA coverage, which 
currently stand at 65.2% and 58.8% respectively. 

• Progress for SBA and ANC is particularly visible among rural women from four percent to 51% and 
eight percent to 61,1% over the period 2003 – 2018. 

• In recent years progress has stalled or slightly reversed for ANC and SBA particularly among women 
from the lowest wealth quintiles. 

• After an increase in early years CPR has not shown much improvement since 2006 with rates fluctuat-
ing between 10% and 20% nationally over this period. 

• CPR among women from the lowest wealth quintile has dropped since a high of 14.2% in 2010/11 and 
is currently only 8.8%.  

 
Child immunizations: 

• Between 2003 and 2015 immunization rates for BCG, DPT/Penta3 and OPV3 have increased between 
fifteen and thirty percentage points. 

• The measles immunization rate has shown much fluctuation and has not improved overall in the past 
fifteen years. 

• Between 2015 and 2018 all immunization rates have dropped on a national level. The same applies for 
immunization rates of children from the lowest wealth quintile, apart from OPV3 which has continued 
to improve. 

• Stable rates or progress in expanding child immunizations has been reached for rural populations with 
a particularly high increase in expanding OPV3 coverage between 2015 and 2018. 

 
Equity: The historical equity data for both maternal health and child immunization data shows a remarkable 
stable pattern. Although the overall performance has generally be upward between 2003 and 2018, the gaps 
with the lowest wealth quintiles, and to a lesser extent, the urban figures have remained quite consistent. 
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 Maternal Health 
As can be seen from figure 3.3-1, skilled birth attendance (SBA), antenatal care coverage (ANC) have 
both increased markedly over the past 15 years. Nationally, SBA rose from 11% in 2003 to 58.8% in 
2018, ANC rose from 16% to 65.2%. The contraceptive prevalence rate (CPR), currently at 17.4%, has 
however stagnated over this period after a small increase between 2003 and 2010/11. On a national 
level, ANC, SBA and CPR have continued to slightly increase from 2015 16 to 2018. 
 

 
Figure 3.3-1: Trends of maternal health indicators (national) 

 
ANC and SBA among the lowest wealth quintiles has similarly improved over the past twelve years17 
although the data suggests progress has been reversed for both ANC and SBA since 2015, as can be seen 
in figure 3.3-2. For the lowest wealth quintile SBA rose from 7.3% to 30.1%, ANC rose from 18.6% to 
47.7% over the period 2006 – 2018. CPR increased from 7.4% in 2006 to 14.2% in 2010/11 but has since 
slowly decreased to an 8.8% in 2018. 
 

 
16 For 2015 data from the DHS is presented as it was able to present data disaggregated by urban and rural location, whereas 

the AHS did not have such data. In order to make all longitudinal graphs in this section comparable, DHS data is consistently 

reported for all disaggregations as well as overall.  
17 Data disaggregated per wealth quintile is only available from 2006 onwards. 
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Figure 3.3-2: Trends of maternal health indicators (lowest quintile) 

 
Disaggregating data down to rural residents shows a more positive trend for SBA and ANC, as shown in 
figure 3.3-3. Since 2003 both have continuously risen from lows of 4% to 51.0% (SBA) in 2018 and 8% 
to 61.1% (ANC). Similar to the national trend and that for respondents from the lowest wealth quintile 
CPR among rural residents has fluctuated but remained relatively stagnant with a rate of 14.5% in 2018. 
 
 

Figure 3.3-3: Trends of maternal health indicators (rural) 
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 Children’s Immunizations 
In contrast to progress in maternal health, the picture around child immunization is more mixed. As 
shown in figure 3.3-4, nationally most indicators, apart from the measles immunization rate show in-
creases since 2003, but this is mainly because of progress until 2015. Between 2015 and 2018 the data 
suggest all measured immunization rates have dropped. Immunization rates of BCG and OPV3 now 
reach 77.5% and 71.1% respectively, while immunization rates for DTP/Penta3 and measles are at 60.8% 
and 64.0% respectively. The rate of full vaccination is currently at 51.4%. 
 

 
Figure 3.3-4: Trends of child immunization (national) 

 
Trends of children’s immunizations among people in the lowest wealth quintile roughly mirror the na-
tional trend, as can be seen in figure 3.3-5. For all immunization rates, apart from OPV3, which has 
continued to rise until 2018, progress stalled or was reversed after 2012 or 2015.  
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Figure 3.3-5: Trends of child immunization (lowest quintile) 

                                                                                                        
                                                             
Similar to SBA and ANC among rural women, immunization rates among rural children show the most 
positive trends in recent years, although over the period 2003 – 2015 the picture is more mixed. Over 
this period only DTP/Penta3 and full vaccination rates have shown continuous increases. Among rural 
children the immunization rate of OPV3 has shown the biggest increase over the past three years, stand-
ing at 70.0% in 2018. The continued rise of the immunization rate for OPV3 among rural children is 
particularly important given the fact that Afghanistan is one of only three polio-endemic country in the 
world, and most cases are reported from rural areas. 

 
Figure 3.3-6: Trends of child immunization (rural) 
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 Equity  
 
3.3.3a Historical patterns of Equity 
 
Because the questions utilized from the MICS 2003 and the AHS 2006 (predominantly rural), the MICS 
2010/11, the AHS 2012, DHS 2015 and AHS 2015 used a very similar if not identical methodology for 
assessing maternal health indicators and child immunization indicators, it is possible to make compar-
isons of indicators of the lowest economic groupings, and rural populations with the national averages. 
These trends are set out in figures 3.3-1 – 3.3-6. 
 
Maternal Health. The majority of the maternal health indicators dipped in 2018 compared with the 
2015 DHS values. Among maternal health values for the lowest wealth quintile for attendance at an 
ANC clinic, delivery by a skilled birth attendant and contraceptive prevalence rates have consistently 
been less than the national values. Depending on the specific indicator, the values are generally 20-40% 
lower for the lowest wealth quintile. The patterns do not suggest that this gap between national esti-
mates and provincial figures is narrowing. When the figures for rural only populations are compared 
with national figures, the gap is less than the national-to-poorest wealth quintile gap. This is under-
standable as there are some relatively wealthy households in rural areas though household wealth is 
generally concentrated in the urban and peri-urban areas. Looking at trends between rural and national 
figures, the gaps are not narrowing substantially, especially in recent years. 

 
Child Immunization. As with maternal indicators, there has been a general improvement in the im-
munization coverage nationally for all antigens and the number percentage of children fully immunized 
through 2015, and then a dip for 2018. The gap between the national immunization coverage and that 
of the lowest economic quintile has averaged 15-25%, and this gap for the lowest wealth quintile has 
remained steady over time with little apparent narrowing. When the immunization coverage for the 
rural areas is compared with national averages the trends look similar to those of maternal health indi-
cators with smaller gaps, though persisting at a similar rate over time. The exception being with the 
2015 AHS when the rural-to-national immunization rates widened substantially. For several antigens 
this gap became greater than the national-to-lowest wealth quintile differences for the only time. 
 
The historical equity data for both maternal health and child immunization data shows a remarkably 
stable pattern. Although the overall performance has generally be upward, with the exception of a slight 
dip in some indicators for 2018, the gaps with the lowest wealth quintiles, and to a lesser extent, the 
urban figures have remained quite consistent. 
 
 
3.3.3b Patterns in equity from the 2018 survey  
 
Household wealth distribution 
Health care services in Afghanistan should be accessible to all Afghans and utilization should not be 
restricted by financial, geographic, gender or other factors. This analysis has assessed household wealth 
using a variety of standard assets, originally utilized from the NRVA surveys.18  Household wealth 
among household included in this survey is not evenly spread across Afghanistan as displayed in the 
map 3.1-1. Within provinces this unequitable distribution undoubtedly occurs, though not mapped in 
this survey. Wealth quintiles were used to assess uptake of services for may indicators in this survey. 
The uptake of MCH services are shown in figures 3.3-7 and 3.3-8 below. For all indicators utilization of 
services was consistently low among households in the lowest wealth quintiles. In some cases, the 
spread among the wealth quintiles, such as with BCG and OPV3 was not so great, but in others such as 
attendance at ANC clinics and delivery by a skilled birth attendant was great. Household wealth is gen-
erally less in rural areas which could explain lower uptake of facility-based services such as antenatal 
clinic attendance and delivery by a skill birth attendant (SBA). Immunization coverage and vitamin A 
uptake shows less differentiation by wealth quintile both in the plots below and in figure 3.2-13(Im-
munization and Vitamin A).  
 
 

 
18 National Risk and Vulnerability Assessment, Central Statistical Office. 
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Figure 3.3-7: Coverage of MCH interventions 

 
The influence of wealth on access to health facilities is shown in figure 3.2-2. When asked about utiliza-
tion of health facilities within two hours of the household for an illness in the past two weeks, the utili-
zation of MoPH hospitals, private pharmacies, health posts, showed little variation across income quin-
tiles. Utilization of MoPH clinics was high among the lowest quintiles and dropped with the higher 
quintiles. There was a reciprocal increase in utilization of private facilities as household wealth in-
creased, although it was already high among the households with the lowest income quintile. Trust in 
care by facility type was lower in the bottom wealth quintiles compared with the upper quintiles for both 
MoPH and private facilities. The money spent on transport and food was substantially higher for the 
lowest quintiles for both outpatient and inpatient care. 

In figure 3.2-3 is displayed the time taken to travel from the household to the selected health facility for 
an illness which was treated outside the home. The travel time to the chosen health facility decreased 
steadily with the higher income quintiles. Reassuring is that at even at the lowest income quintile, 84.1% 
of households who took children for treatment were two hours or less from their selected health facility 
by whatever transport methods they had used. There were some conflicting data, as distance was re-
ported as an important reason why children were not taken for treatment outside the home. 

Where income quintiles appear to have an important impact on the household is with sources of funds 
for paying hospital costs (figure 3.2-6). Not surprisingly, higher quintile households were better able to 
meet costs through regular sources of income. Interestingly, the use of savings to pay for hospital costs 
varied little across income quintiles. However, the area of real concern was the necessity to borrow 
money to meet hospital costs which was nearly twice as great for the lower wealth quintiles as the high-
est quintile. Taken together this strongly suggests the hospitalization can produce a major economic 
stress on lower income quintile households. Investigating this further to determine where the economic 
impact can be lessened within the capacity of the health system could help reduce this impact and to 
lessen the financial barrier to hospital care. 

Educational levels of mothers 
As with wealth strata, uptake of services varied across levels of education (figure 3.3-8). Secondary and 
post-secondary education levels among mothers did not seem to produce much variability in uptake of 
services for themselves or their children. For some indicators, primary level education did not lag much 
in uptake, such as CPR. However, for all categories, the children of mothers with no education lagged 
behind all other groups in the uptake of services. In some areas this was a dramatic lag as with ANC 
attendance, use of SBAs for delivery, their children receiving Penta3 and being fully immunized. This 
suggests that the health system needs to make a special outreach to this population or in areas with 
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many mothers with no education to correct this disparity. It is entirely possible that much of maternal 
and childhood morbidity and mortality are concentrated in the no education groups. 

 

Figure 3.3-8: Coverage of MCH interventions (education) 
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3.4 Demographic analyses 
 
This chapter presents findings of the demographic analyses, which includes national estimates of fer-
tility, and childhood mortality rates. This chapter furthermore presents estimates of causes of death 
among children under age four weeks (infants); those four weeks to five years, and ever married 
women aged 12 – 49 years who have died in the past three years. Causes of death are estimated by 
Verbal Autopsy (VA) where health information and a description of events prior to death is acquired 
from conversations or interviews with a person or persons most familiar with the deceased. While the 
survey also collected data to calculate maternal mortality rates, these are not presented here, as indi-
cated in section 3.4.1. 
 

Key findings 

Maternal mortality: The AHS 2018 collected information on deaths in the household in the three 
years preceding the survey. Female deaths between 12 and 49 were followed up with detailed questions 
to elicit the cause of death with a verbal autopsy (VA) questionnaire. Analyses of the collected data 
resulted in a seemingly underestimated maternal mortality rate (MMR) which is therefore not pre-
sented here. Further analysis may contribute to improved methodologies and tools capable of reliably 
measuring maternal mortality in Afghanistan. 
 
Childhood mortality 

• In the five-year period before the AHS 2018 survey the estimate for under-5 mortality rate was 
fifty deaths per 1,000 live births, meaning that one of every 20 children died before reaching 
their fifth birthday; 

• There has been a decline in the under-5 mortality rate over the past fifteen years. The esti-
mated rate was 69 deaths per 1,000 live births in the 10-14 years prior to the survey, falling to 
fifty deaths per 1,000 live births in the 5 years preceding the survey; 

• A clear trend can be observed, with higher rates in the rural compared with urban areas.  
 
Fertility 

• The total fertility rate (TFR) is 5.1 children per woman. Childbearing peaks at age 25-29 and 
drops sharply thereafter. A clear pattern can be observed with higher fertility levels in rural 
areas and decreasing fertility with increasing levels of education. 
 

Causes of death in infants, children and women of reproductive age 
• The leading causes of deaths in children under-five were sepsis/meningitis (19.9%), preterm 

birth complications (19.8%) and pneumonia (17.2%) Infections accounted for over 3/5 
(62.8%) of all deaths among children under-five; 

• Among neonates, 44.1% of all neonatal deaths were due to preterm birth complications, fol-
lowing by sepsis/meningitis and pneumonia (35.2% and 9.4%, respectively); 

• Among older children, the top three leading causes were diarrhea (25.1%), pneumonia 
(23.6%), and other infections (20%);    

• Without assuming missing age at death occurred in 15-49 years among female adolescents 
and adults, the leading causes in this age group were obstetric hemorrhage, infection, and 
neoplasm other than breast neoplasm (27.3%, 22.2%, and 15.9% respectively). 
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 Maternal mortality  
 
In the 2018 AHS, information was collected on deaths in the household in the three years preceding the 
survey, through the mortality questionnaire (module 10). Female deaths between 12 and 49 were fol-
lowed up with detailed questions on the cause of death in a verbal autopsy (VA) questionnaire. The 
combination of these two sources of data enabled the calculation of pregnancy-related mortality and 
maternal mortality using a direct method of estimation. 
 
During a first analysis to determine maternal mortality based on the collected data as indicated above, 
the result showed a seemingly underestimated maternal mortality rate, and is therefore not reported. 
Further analysis suggest that a sizeable number of deaths may have been missed in questioning re-
spondents. Given that maternal mortality remains a relatively rare event, the under-reporting of deaths 
can have a very strong impact on the final estimate. Three main reasons for the under-reporting of 
mortality were identified, which relate to: 1) choice of eligible women as primary respondents for mor-
tality questions; 2) loss to follow-up in verbal autopsy questioning and 3) quality assurance mechanisms 
that were primarily geared for epidemiological rather than demographic analyses.  
 
Further information about reason not to include the MMR is supplemented to this report in Annex E. 

 Childhood mortality 
 
The 2018 Afghanistan survey included a pregnancy history which allows the estimation of several child-
hood mortality indicators. Information obtained in the pregnancy history about the age at death of chil-
dren who were born alive but later died is used to calculate childhood mortality rates according to the 
following customarily defined age categories: 

• Neonatal mortality (NN): the probability of dying within the first month of life 
• Post neonatal mortality (PNN): the difference between infant and neonatal mortality 
• Infant mortality (1q0): the probability of dying between birth and the first birthday 
• Child mortality (4q1): the probability of dying between exact ages 1 and 5 
• Under-5 mortality (5q0): the probability of dying between birth and the fifth birthday. 

 
These rates are expressed as deaths per 1,000 live births except for the child mortality rate, which is 
expressed as deaths per 1,000 children surviving to age 1.  
 
In the 5-year period before the AHS 2018 the neonatal mortality rate was 23 deaths per 1,000 births, 
meaning that one of every 43 children died during the first month of life. The infant mortality rate was 
41 deaths per 1,000 live births; that is, one in every 24 children died before their first birthday. The 
under-5 mortality rate was 50 deaths per 1,000 live births, meaning that one of every twenty children 
died before reaching their fifth birthday (table 3.4-1). The data show that there has been a decline in the 
under-5 mortality rate over the past fifteen years. The rate was 69 deaths per 1,000 live births in the 10-
14 years prior to the survey, falling to fifty deaths per 1,000 live births in the five years preceding the 
survey.  
 
 
 
 
 
Table 3.4-1: Early childhood mortality rates for five year periods preceding the survey 

 Mortality rates 

Period preceding survey 

Neonatal 
mortality 
(NN) 

Post-neo-
natal mor-
tality 
(PNN) 

Infant 
mortality 
(1q0) 

Child mor-
tality (4q1) 

Under-5 
mortality 
(5q0) 

0-4  22.975 18.254 41.230 8.735 49.605 
5-9  22.436 22.640 45.077 10.075 54.697 
10-14 26.533 26.627 53.160 17.088 69.340 
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 Fertility 
 
Information from the pregnancy history is used in this section to assess current and completed fertility. 
Age-specific fertility rates (ASFRs), expressed as the number of births per thousand women in a speci-
fied age group, are calculated by dividing the number of live births to women in a specific age group by 
the number of woman-years lived in that age group. The total fertility rate (TFR) is based on the ASFRs 
and is defined as the total number of births a woman would have by the end of her childbearing period 
if she were to pass through those years bearing children at the currently observed age-specific fertility 
rates. The general fertility rate (GFR) is the number of live births occurring during a specified period 
per 1,000 women age 12-49. The crude birth rate (CBR) is the number of births per 1,000 population 
during a specified period. 
 
As shown in table 3.4-2, the total fertility rate (TFR) is 5.1 children per woman. Childbearing peaks at 
age 25-29 and drops sharply thereafter. A clear pattern can be observed with higher fertility levels in 
rural areas (figure 3.4-1) and decreasing fertility with increasing levels of education (figure 3.4-2).   
 
 

Table 3.4-2: Current fertility 

 Residence  
Age group Urban Rural Total 
    
15-19 52 65 62 
20-24 198 237 225 
25-29 242 266 260 
30-34 194 225 216 
35-39 101 164 147 
40-44 63 79 74 
45-49 19 40 34 
    
TFR(12-49) 4.3 5.4 5.1 
GFR 138 166 159 
CBR 33.0 35.6 35.0 
 Age-specific fertility rates are per 1,000 women. Rates for age group 45-49 may be slightly 
biased due to truncation. Rates are for the period 1-36 months prior to interview. 
 TFR: Total fertility rate expressed per woman 
 GFR: General fertility rate expressed per 1,000 women age 12-49 
 CBR: Crude birth rate, expressed per 1,000 population  
  

Figure 3.4-1: Fertility rate by residence 
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Figure 3.4-2: Fertility rate by education 

 Causes of deaths 
  
The likely causes of deaths occurring during the past three years among households reporting eligible 
deaths were examined using verbal autopsy (VA). VA is a method used to determine individuals’ causes 
of death and populations’ cause-specific mortality fractions in settings without a complete vital regis-
tration system, such as Afghanistan. It is particularly useful when many deaths occur outside health 
facilities. The results of VA provide rough approximations at the individual level, but general cause of 
death patterns at the population level useful for health policy and program decisions.  
 
In AHS 2018 trained interviewers deployed the VA questionnaire to collect information about the signs, 
symptoms, and demographic characteristics of a person deceased in the past three years from an indi-
vidual familiar with the deceased. The VA questionnaire was adapted from the standard WHO Verbal 
Autopsy Instrument revised in 2016. Separate instruments were administered to three age groups of 
interest – neonates aged 0-27 days, young child aged 1-59 months, and female adolescents and adults 
aged 12-49 years. VA data were analyzed using InsilicoVA (version 1.2.4), a hierarchical Bayesian based 
computer algorithm, to infer the underlying cause of death.19 InsilicoVA results were weighted consid-
ering the complex survey design to derive population-level cause-specific mortality fractions.  
 
Among 337 neonatal deaths surveyed in the study, five cases from four clusters were dropped due to 
data quality issues. Another 94 cases reported no signs of life at birth, i.e. not ever cried, not ever moved, 
and not ever breathed, and were defined as “stillbirth” and did not run through InsicilicoVA. In the end, 
238 neonatal deaths were included in the cause-of-death analysis. Among them, eight cases failed to 
derive underlying cause of death due to high level of incompleteness in the VA questionnaire. Among 
274 deaths occurred in children aged 1-59 months, one was excluded due to data quality issues. The 
remaining 273 cases were included in the cause-of-death analysis. The underlying causes were deter-
mined in 264 cases with nine failed due to high level of incompleteness in VA. For female adolescents 
and adults, one out of eighty cases were excluded from the analysis due to data quality. Causes were 
determined in 53 cases. A majority of the cases with missing underlying cause were due to missingness 
in key indicators including age at death. We conducted sensitivity analysis assuming these deaths all 
occurred in the 15-49 year age group. 
 
The leading causes of deaths in children under-five were sepsis/meningitis (19.9%), preterm birth com-
plications (19.9%) and pneumonia (17.2%) (table 3.4-3 and figure 3.4-3). Infections accounted for over 
three out of five (62.8%) of all deaths among children under-five. Among neonates, 44.1% of all neonatal 

 
19 McCormick, Tyler H., Zehang Richard Li, Clara Calvert, Amelia C. Crampin, Kathleen Kahn, and Samuel J. Clark. "Probabilis-

tic cause-of-death assignment using verbal autopsies." Journal of the American Statistical Association111, no. 515 (2016): 

1036-1049. 
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deaths were due to preterm birth complications, following by sepsis/meningitis and pneumonia (35.2% 
and 9.4%, respectively). Among older children, the top three leading causes were diarrhea (25.1%), 
pneumonia (23.6%), and other infections (20%).    
 
Table 3.4-3: Cause-specific mortality fraction of deaths among neonates, older children, and under-fives 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Figure 3.4-3: Under-five mortality causes 

 
 

Cause 
Cause-specific 
mortality fraction 

Neonates aged 0-27 days (N=230†)  
Preterm birth complications 44.09 
Sepsis/meningitis 35.18 
Pneumonia 9.44 
Intrapartum-related events 5.01 
Congenital abnormalities 3.56 
Other conditions 2.72 
Young children aged 1-59 months (N=264†)  
Diarrhea 25.09 
Pneumonia 23.59 
Other infections 20.03 
Meningitis 8.04 
Other injuries 8.04 
Severe malnutrition 6.61 
Other conditions 3.78 
Pertussis  2.85 
Measles 2.58 
Assault 0.22 
Children aged under-five (neonates and young children)  (N=494†) 
Sepsis/meningitis 19.85 
Preterm birth complications 19.83 
Pneumonia 17.23 
Diarrhea 13.81 
Other infections 11.86 
Other conditions 8.48 
Other injuries 5.11 
Intrapartum-related events 2.26 
Congenital abnormalities 1.46 
Assault 0.12 
† indicates number of deaths with InsicilicoVA assigned causes.  

 

Sepsis/
meningitis 20%

Preterm birth 
complications

20%

Pneumonia
17%

Diarrhea
14%

Other infections
12%

Other conditions
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Other injuries 5% 2%
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Under-five mortality
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Among female adolescents and adults, without assuming missing age at death occurred in 15-49 years, 
the leading causes in this age group were obstetric hemorrhage, infection, and neoplasm other than 
breast neoplasm (27.29%, 22.21%, and 15.85%) (table 3.4-4 and figure 3.4-4). The results changed 
somewhat when missing age at death was assumed to be 15-49 years. The three leading causes were 
now infections (23.4%), obstetric hemorrhage (22.6%), and abortion (18.5%) (table 3.4-5).  
 
Table 3.4-4: Cause-specific mortality fraction among adolescent and adult females aged 12-49 years, without assuming 
missing age at death is 15-49 years 

Cause 
Cause-specific mortality 
fraction (N = 53†) 

Obstetric hemorrhage 27.29 
Infections 22.21 
Other neoplasm 15.85 
Other indirect maternal causes20 8.46 
Other injuries 8.01 
Breast neoplasms 7.44 
Abortion 6.87 
Pregnancy-induced hypertension 2.14 
Other direct maternal causes 1.71 
Assault 0.32 

 
 

† indicates number of deaths with InsicilicoVA assigned causes.  

 

 

Figure 3.4-4: Women 12-49 years of age mortality causes 

 

 
20 Indirect maternal deaths are defined as on-obstetric complications in line with the WHO application of ICD-10 (ICD-MM) to 

deaths during pregnancy, childbirth, and the puerperium, including medical disorders, HIV-related maternal deaths, and all 

other indirect causes. Details are available in http://apps.who.int/iris/bitstream/han-

dle/10665/70929/9789241548458_eng.pdf;jsessionid=5A15ED1C655AF5B9FC812BB98C807A29?sequence=1 in Table 1, An-

nex A and B1.   
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http://apps.who.int/iris/bitstream/handle/10665/70929/9789241548458_eng.pdf;jsessionid=5A15ED1C655AF5B9FC812BB98C807A29?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/70929/9789241548458_eng.pdf;jsessionid=5A15ED1C655AF5B9FC812BB98C807A29?sequence=1
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Table 3.4-5:  Cause-specific mortality fraction among adolescent and adult females aged 12-49 years, assuming 
missing age at death is 15-49 years 

Cause 
Cause-specific mortality 
fraction (N = 77†) 

Infections 23.38 
Obstetric hemorrhage 22.63 
Abortion 18.52 
Other neoplasm 12.19 
Other injuries 8.05 
Other indirect maternal causes21 6.23 
Breast neoplasms 4.19` 
Other direct maternal causes 2.34 
Pregnancy-induced hypertension 1.76 
Assault 0.72 
† indicates number of deaths with InsicilicoVA assigned causes. 
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5 Annexes [A] 

Annex A1: Sample size calculation and sampling weights 
 

Sample size: 
The following equation was used for the calculation of sample size for each province: 
 

𝑁𝑁 =
𝑍𝑍2 ∗ 𝑝𝑝 ∗ (1 − 𝑝𝑝) ∗ 𝐷𝐷𝐷𝐷𝐷𝐷𝐷𝐷

𝐶𝐶2 ∗ 𝑅𝑅 ∗ 𝑃𝑃 ∗ 𝐻𝐻𝐻𝐻  

 
Where N is the sample size, Z is the Z-Score, p is proportion set for the selected indicator, Deff is the design 
effect, C is precision, R is response rate, P (capital) is the proportion of target sub-population size and HH is 
household average size.  
 
The Z score was set at 1.96 for confidence interval (CI) of 95%. Estimates for other sample size parameters are 
based on data from three recent household surveys which were conducted recently in Afghanistan: MICS 2010, 
DHS 2015 and AHS 2015. These surveys of reference confirm a response rate of R=95% and a household size to 
HH=7.5. The indicator selected for this sample size calculation is Penta3 for which the target population is chil-
dren of age 12-23 months and the proportion of the target population is estimated from previous surveys around 
0.025. The indicator proportion p is set to 0.5, which yields the largest sample size compared to other propor-
tions, in order to avoid affecting sample size by the choice of p. 
 
For determining the design effect (Deff) in a two-stage cluster survey setting, the choice of sample take (number 
of sampled households per cluster) affects Deff and hence the sample size, as shown in the following equation: 

𝐷𝐷𝐷𝐷𝐷𝐷𝐷𝐷 ≅ 1 + (𝑚𝑚− 1)𝜌𝜌 
 
Where ρ is the intra-cluster correlation coefficient and m is the number of cases per cluster, which is a function 
of sample take (mHH): 

𝑚𝑚 =  mℎℎ ∗ 𝑅𝑅 ∗ 𝑃𝑃 ∗ 𝐻𝐻𝐻𝐻 
 
Other parameters being already set, Deff will be determined by mHH and ρ. A value of mHH=23 is a reasonable 
choice for the sample take based on the experience of AHS 2015 and similar surveys, regarding the practicalities 
of conducting surveys in the field. Existing data from DHS 2015 and AHS 2015 show that ρ varies across prov-
inces with a median value of 0.20. With the sample take of mHH=23 and ρ=0.20, we get a design of effect of 
Deff = 1.6. 
 
With a sample of 30 clusters of 23 households each per province we get a sample size of N=690. This sample 
size gives reasonable precisions for Penta3 estimates across all provinces. Based on the existing estimates, it 
gives a precision of 0.20 for almost all provinces. It also gives a precision of 0.14 for 75% of provinces, 0.12 for 
the majority (50%) of provinces and a precision of 0.10 for about one fourth of the provinces. 

Sampling Weights: 

The AHS 2018 survey is designed to be a stratified two-stage cluster sampling, with strata being the combina-
tion of province and urban/rural variables. Thus, the sampling frame provides a total of 65 strata to sample 
from. At the first stage 30 enumeration areas, or clusters, are to be sampled per province. At the second stage, 
in each given cluster, 23 household are to be sampled for household interviews, yielding 690 households per 
province. The method of sampling in the first stage of sampling is probability proportional to size (PPS), the 
measure of size being the number of households. In second stage of sampling, first all households in a given 
cluster are listed to provide the frame for the selection of the required 23 households, using plain systematic 
random sampling method. For large clusters, segmentation is applied, with no more than two segments. 
 
In producing AHS results sampling weights are applied in order to adjust them for differences in the probabil-
ity of selection. There are two types of probability of selection to account for: different probabilities of selection 
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by design and by factors other than design. The design part of the weight reflects the fact at both stages of sam-
pling, sampling units were selected with the probability proportional to size (PPS), which systematically 
yielded different probabilities of section. We refer to this component of eights as design weights.  
 
Other than design, the probability of the selection of a unit may be affected by non-response of a respondent, 
which is incorporated in the weights using the response rate of a particular class of respondents. Taking into 
account response rates in the weights, makes it also inevitable to introduce individual weights, in addition to 
household weights. The fact that the questionnaires were designed to interview different types of respondents 
for household, eligible women and children under 5, anthropometric, and verbal autopsy sections, requires 
separate response rates for these types of respondents, namely: 

• Household response rate, for household section 
• Eligible women response rate for women and child health sections 
• Children under 5 anthropometric response rate of the anthropometric section 

 
In AHS, these response rates are calculated at the stratum level. The combination of these two factors, design 
and non-response, produces household and different individual weights. In the sections below, we demon-
strate the procedures for the calculation of design weights and each of the individual weights used in the analy-
sis of AHS 2017/18. 
 
Design weights 
As described in the sampling method part, there are two stages of sampling in AHS 2017/18, one for the selection 
of clusters (enumeration areas), which are primary sampling units, from the set of all clusters in the sampling 
frame, and the other for the selection of households, which are the secondary sampling units, from the frame of 
all households in a given cluster, listed in the field. The probabilities of these two stages of sampling are denoted 
by: 

 
P1hi: probability of the selection of cluster i in stratum h of the sampling frame 
P2hi: probability of the selection of each household sampled in cluster i from the list of all house-

holds in that cluster. 
 

Both of the two stages of sampling are designed such that the probability of the selection of each sampling unit 
is proportional to its size (PPS), the measure of size being the number of households. There is an extra step of 
segmentation (two segments) in the field for clusters that were too large, which is also based on the PPS method.  
 
Thus, for the first stage of sampling, if Mhi denotes the size of cluster i in stratum h, M the total size of stratum 
h, and nh the number of clusters to be sampled in stratum h, one can easily see that the PPS method gives the 
following probability of selection for a given cluster in the first stage sample: 

𝑃𝑃1hi =
𝑛𝑛ℎ𝑀𝑀hi

𝑀𝑀  

For the second stage of sampling, if 𝐿𝐿hi denotes the number of all households listed in cluster i of stratum h, and 
𝑚𝑚hi the number of sampled households in that cluster (which is constantly 23 in AHS), the PPS method yields 
the following probability of selection for each household in the second stage sample: 

𝑃𝑃2hi =
𝑚𝑚hi

𝐿𝐿hi
 

 
In case of the extra step of segmentation, if shi denotes the proportion of the selected segment, the above equation 
is adjusted as follows (which is the general equation if shi is set to 1 in case of no segmentation): 

𝑃𝑃2hi =
𝑚𝑚hi

𝐿𝐿hi
× 𝑠𝑠hi 

Thus, the overall selection probability of each household in cluster i of stratum h, and the design weight associ-
ated with that cluster are: 

𝑃𝑃hi = 𝑃𝑃1hi × 𝑃𝑃2hi                 𝑊𝑊hi = 1 𝑃𝑃hi⁄  
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Household weights 
The household questionnaire, which includes household schedule, utilization of health services, and household 
socioeconomic status, is responded by one household member speaking for both household and all members 
of the household. The household level response rate per province, rrhh, is thus the following proportion: 

• Numerator: households with a completed household interview. 
• Denominator: households with a completed household interview, households with no competent re-

spondent available, households that postponed or refused to interview, and households that could not 
be located. 

 
Both the numerator and the denominator are weighted counts, with design weights. The household weight (of 
cluster i in stratum h) is thus the product of design weight, the inverse of household response rate, and the in-
verse of cluster response rate: 
 

𝑤𝑤𝐷𝐷𝑤𝑤𝑤𝑤ℎ𝑡𝑡ℎℎ =  𝑊𝑊hi × (
1
𝑟𝑟𝑟𝑟𝑐𝑐𝑐𝑐

) × (
1

𝑟𝑟𝑟𝑟ℎℎ
) 

The cluster response rate, rrcl, is similarly the ratio of the number of surveyed clusters to the number of sam-
pled clusters, per stratum. 
 
Women weights 
The women questionnaire, which includes reproductive health and fertility, maternal health, pregnancy his-
tory, child health and nutrition, excluding the anthropometric section, and satisfaction and perception of 
health services sections, is responded by all eligible women of age 12-49 years. The women response rate per 
province, rrwom, is thus the following proportion: 

 umerator: eligible women with a completed individual interview. 
 enominator: eligible women with a completed individual interview, eligible not available or ready to interview, 

nd eligible women with partially completed interviews. 
 
Both the numerator and the denominator are weighted counts, with design weights. The women weight is thus 
the product of household weight and the inverse of women response rate: 
 

𝑤𝑤𝐷𝐷𝑤𝑤𝑤𝑤ℎ𝑡𝑡𝑤𝑤𝑜𝑜𝑚𝑚 = 𝑤𝑤𝐷𝐷𝑤𝑤𝑤𝑤ℎ𝑡𝑡ℎℎ × (
1

𝑟𝑟𝑟𝑟𝑤𝑤𝑜𝑜𝑚𝑚
) 

 
Anthropometric weights 
For the anthropometric section each child under five years of age is examined and measured personally by the 
survey team. Therefore, the provincial response rate adjustment of the weight for anthropometric indicators, 
rrant, is the following proportion: 

• Numerator: under five children with completed anthropometric sections. 
• Denominator: all identified under five children. 

 
Both the numerator and the denominator are weighted counts, with design weights. The anthropometric 
weight is thus the product of household weight and the inverse of anthropometric response rate: 
 

𝑤𝑤𝐷𝐷𝑤𝑤𝑤𝑤ℎ𝑡𝑡𝑎𝑎𝑎𝑎𝑎𝑎 = 𝑤𝑤𝐷𝐷𝑤𝑤𝑤𝑤ℎ𝑡𝑡ℎℎ × (
1

𝑟𝑟𝑟𝑟𝑎𝑎𝑎𝑎𝑎𝑎
) 

 
Normalization of weights 
At the last stage of the procedure, the household and individual weights, constructed above, are normalized 
such that the weighted counts of the respective cases in the data equal their unweighted counts, at the national 
level. These normalized weights are the final weights to be used in the analysis of the data and production of 
the results. This method of normalization does not entail that counts at the provincial or other subnational lev-
els equal their respective unweighted counts.  

 
 
 
Annex A2: Organogram of data collection and data management  
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In the organogram below (figure A-1), the composition of AHS team for data collection and manage-
ment is presented. At the office in Kabul, the team leader and deputy team leader oversaw the re-
cruitment, training and hiring of the field teams, and had an advising role for the data manager about 
issues concerning the Data Management Unit (DMU). In the field, the field manager had the over-
sight of all field teams, in direct contact with the regionally-based coordinators (RBC). RBCs super-
vised and managed five or six provinces teams, and each pair of monitors has the responsibility for 
two provinces. Each province team is composed of eight members: a supervisor, three female survey-
ors, three male surveyors, and a female editor. The Quality Control (QC) team was tracking teams for 
both the general survey and Verbal Autopsy (VA) daily. 
 
 

Figure A-1: Organogram AHS 2018 
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Annex A3: Good Epidemiological Practice (GEP) guidelines 
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Annex A4: Quality assurance plan 
 

‘Quality Trilogy’ 

In order to ensure the highest possible data quality, a comprehensive quality assurance (QA) plan 
was developed. The conceptual framework supporting the QA approach rests on the ‘Quality Trilogy’ 
(Juran 1951) which defines three basic quality-oriented processes: Quality design, quality control and 
quality improvement, as presented in table A-1: 

Table A-0-1: "Quality Trilogy". 

 Quality Design 

 

This applies to the design of the processes to bring the survey to completion, 
i.e. identifying the various steps and detail activities in each step. For each step 
a series of requirements need to be designated based on expectations and 
standards. Attention needs to be given to potential causes of failure at each 
step, creating a robust approach to minimize failure possibilities. 

 Quality Control 

 

This involves careful monitoring and scrutiny to ensure that specified stand-
ards are met at each step. These can be met through completion of check lists, 
an analysis of data from cluster cover sheets, logic checks, variance measures, 
call-back, repeat surveys or other methods to ensure compliance with stand-
ards. There are two levels of quality control: inspection, used to discard prod-
ucts when they do not meet requirements, and activities during the process to 
ensure fulfilment of requirements. 

 Quality Improvement 

 

As the name implies, this is fixing problems as they are identified. This re-
quires a very close monitoring of all steps in the survey process, with a rapid 
identification of problems to be met with rapid response. One of the key com-
ponents of quality improvement is to implement changes to rectify problems 
founds and to prevent continuing difficulties. 

For the quality design process, and after a careful definition of all the implementation steps of the 
AHS (e.g. study planning, tool development, data collection, data management, data analysis, study 
dissemination), a risk analysis was performed for each implementation step. During this analysis, the 
team defined all the activities needed as part of the QA, by identifying potential problems and pre-
venting them from occurring in the first place (quality design), by detecting when things are going 
wrong (quality control (QC)) as well as actions to prevent things from going wrong in the future 
(quality improvement). 

For the quality improvement process, three procedures were developed: tracking, monitoring and 
weekly reporting. QC starts in the field, where filled forms were reviewed by field editors and super-
visors. After acceptance, forms were sent to Kabul, where an important part of QC is to check data 
prior to data entry (this process called ‘bundle screening’ is further elaborated on below). The QC 
team in Kabul tracks the status of the field teams with daily phone calls to inquire the information on 
the teams’ locations, composition, status (active/non-active), number of clusters completed and 
households surveyed, and to report any arising problems.  
 
There were systematic QC processes together with data editing procedures both in the field and in 
the office. Supervisors fill QC coversheets after the completion of data collection in each cluster. The 
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coversheets are used to: help field teams find data errors and correct them at the spot; and to provide 
a basis for further quality check by the QC team at the office in Kabul. Data from these coversheets 
are entered in Excel to produce part of the regular cluster QC reports. 
 
Process monitoring 
Process monitoring has three different stages, all implemented by field teams. Active monitoring is 
implemented daily by the supervisor who closely monitors the activities of the survey teams, making 
sure that the survey is conducted according to the field manual, and in a timely manner. Supervisors 
also anticipate and schedule monitoring visits of the field activities. Active monitoring is also done 
by monitors who stay with the surveyor teams to observe their activities and discuss solutions when 
problems arise.  
 
The post-monitoring operation was planned to cover ten percent of households in all clusters visited 
by the surveyors, in order to evaluate the survey quality of each cluster individually. For this purpose, 
for each two provinces a monitoring couple (one male and one female) was hired and trained. The 
monitoring couples visited two households in each cluster, randomly selected from the list of house-
holds that had had been visited by the survey teams. In the selection of households for post-monitor-
ing, the priority was given to the households with cases identified for completion of the verbal autopsy 
questionnaires, as the monitors were also responsible for collecting the verbal autopsy data. An 
abridged questionnaire, comprising of a selection of questions from the main questionnaire, was de-
signed for post-monitoring (table A-2). This was designed to include indicators that were unlikely to 
vary in the time interval between two visits, which would not be affected by recall bias and also would 
be representative of the main modules of the survey questionnaire. Based on the post-monitoring 
results, and depending on the nature of discrepancies noted, a case-by-case decision was taken as to 
whether data for that cluster would be retained for analysis or not. Other more informal or qualitative 
components of monitoring activities, such as community leader interviews, were used as contextual 
and supporting information to facilitate the decision-making process. Results from the post-moni-
toring are presented in Annex C. 
 
Table A-0-2:Post-monitoring indicators 

1 Total Number of Family Members 
2 Has ever attended School 
3 Number of all women between 12 - 49 years who have ever married or any other women who is a care 

taker of any children and is at least 18 years old 
4 List of all under 5 children living in this household 
5 In the past 12 months, has stayed at a hospital overnight? 
6 Do you rent or own your residence? 
7 What is the main source of lighting for the household? 
8 What is the main source of water for drinking and food preparation for the household? 
9 Are any members of your household currently a regular user of drugs? 
10 Oedema in Both legs? 
11 What is your current marital status? 
12 Did you have a delivery in the last two years? 
13 Did you consult anyone for antenatal care for this pregnancy, which means your most recent preg-

nancy? 
14 Do you have a card or other document with you? 
15 If card is available copy dates for TT1-TT6 
16 Where did you deliver? 
17 In the first 3 days after delivery was the infant given anything besides your breast milk? 
18 Do you have an under 5 card where vaccinations are written down? 
19 Vaccination Dates 
20 Did the child ever receive Vitamin A supplementation during a national immunization campaign or 

child health week? 
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Output monitoring: ‘Bundle screening’ 
The QC team in Kabul uses a methodology referred to as the “bundle screening” whereby “bundles” 
of questionnaires from the clusters are screened, prior to data entry, to rapidly verify data quality and 
discover incomplete, inaccurate or potentially fraudulent data. The bundle screening exercise relies 
on checking a number of cluster-level indicators to gauge data quality along three dimensions: cred-
ibility, completeness and coherence. A total of fifteen indicators were chosen, covering each of these 
three dimensions of data quality, as presented in table A-3: 

Table A-3: Indicators selected for bundle screening. 

Data quality dimension Indicators 

Credibility 

Extent to which the good faith of a 
provider of data or source of data 
can be relied upon to ensure that the 
data really represents is what the 
data is supposed to represent 

Age/sex distribution: 

1) Percentage respondents <15 years
2) Percentage respondents who are male

Completeness 

Extent to which all statistics that are 
needed are available. It is usually 
described as a measure of the 
amount of available data from a sta-
tistical system compared to the 
amount that was expected to be ob-
tained. 

3) Total surveyed households
4) Average household size
5) Morbidity per household
6) Eligible women per household
7) Children under the age of 5 per household
8) Lifetime pregnancies per household
9) Maternal health data per household
10) Children 12-23 months per household

Coherence 

Extent to which data and infor-
mation from a single statistical pro-
gram, and data brought together 
across data sets, are logically con-
nected and complete.  

Number of discrepancies across forms: 

11) Women forms with missing pregnancy data
12) Women forms with missing maternal health data 
13) Households with missing eligible women data
14) Households with missing child health data
15) Households with missing child nutrition data

Each indicator is compared to a benchmark (established with provincial averages from previously 
collected data, and as more cluster data are accumulated, the averages are made more precise). If an 
indicator falls short of a fixed margin from the benchmark, points are subtracted. This way, all QC 
indicators together determine the total negative score to be subtracted for the cluster.  

Each cluster starts with a score of 100, and if the total number of points to be subtracted results in a 
score of 80 or less, then the cluster is flagged for further investigation. Flagging a cluster does not 
mean that the results are necessarily improperly collected, but that further examination is needed to 
verify the data submitted. Figure 5-2 presents an example of a cluster QC report. 

Kleipool, Elisabeth
Remove also from here?



109 

 Figure A-2: Example of bundle screening report 
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Annex A5: Data management and analysis plan  
 

Data management plan 
Data entry started in April 2018, and soon had twenty data entry operators and four data coders 
assigned to AHS, by June, when field teams had been deployed to all provinces. The data manager 
and deputy data manager supervise the data entry. Double-entry verification of data was conducted 
by independent operators. There was 100% verification of data entry, meaning, data for each ques-
tionnaire was entered twice so a consistency check is done to minimize data entry errors. In the ver-
ification process, the operator was unable to see the original entry value but received a CSPro soft-
ware warning if the value entered did not match the value entered by the initial data entry operator. 
If there were inconsistencies, the original forms were checked, and the data is corrected accordingly. 
The data editing supervisor was present during the data entry to advise the data entry operators on 
any problems encountered during data entry. 
 
As the survey aimed to collect data from at least 23,460 households from 1,020 clusters, it was crucial 
to maintain an accurate and up-to-date status log of what data entry, verification, and validation oc-
curred, i.e. at what stage and for which provinces / clusters / questionnaires, by whom, on which 
dates, and any special observations of the data coders about data errors, missing data, questions, etc., 
and which entry and validation remains to be completed. These processes are outlined in the CSPro 
Operations Manual, which contains the data handling, editing, and entry logs.  
 
Part of data management meant keeping accurate records of each household, all identified by a 
unique identification number. Stickers containing this unique identification number were printed in 
advance and placed on the cover page of each paper-based household questionnaire. The identifica-
tion number consists of a series of numbers representing the province code, cluster code and then a 
two-digit serial number to the household within each cluster. The sampling frame provided by the 
NSIA, gave each province a code. Cluster numbers were also provided by the NSIA, and were com-
prehensively checked for the presence of duplicate codes. 
 
For the digitally collected data, an aggregation software named OpenDataKit (ODK) was used. The 
entire household and women’s questionnaire was programmed using XLSform design as described 
in detail on the ODK website21.To enable checking internal consistency within-province and to min-
imize risks associated with piloting ODK, in both Panjsher and Parwan, in fifteen clusters data was 
collected using ODK software and in 15 clusters paper data collection forms was used. 

 
21 ODK website: https://opendatakit.org/use/xlsform/. 
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Electronically collected data was 
uploaded to KIT’s existing ODK 
Aggregate server account when-
ever the data collection team had 
access to the internet: in the field 
when possible or in the office if in-
ternet connectivity was too lim-
ited in the field. Use of ODK also 
facilitated the logging of GPS co-
ordinates as part of the household 
survey, meaning that the use of 
GPS loggers was not necessary in 
locations where ODK was used. 
Once all survey data was down-
loaded from the server and 
cleaned, it was appended to the 
paper-based data in Stata version 
14, which were entered and vali-
dated in CSPro. 
 
Data Analysis Plan 
The first step in data analysis was to define the table shells needed in order to present the range of 
indicators which can be derived from the survey data. Table shells are ‘empty’ tables including all 
headers (columns and rows) but without any data itself. We distinguished between two categories of 
table shells:  
 

1) Statistical tables: these included tables with descriptive statistics summarising background 
characteristics of respondents, as well as indicators describing self-reported incidence of 
Illness, utilization of health services, access to care and hospitalization, health expenditure 
and financing, community satisfaction with health services and trust, child health and nu-
trition as well as maternal health and nutrition 

2) Demographic tables: these included tables for the presentation of fertility and mortality 
rates (neonatal, early neonatal, infant, child and under-five mortality) and verbal autopsy 
results.   

 
Following the development of table shells, a two stage process of data analysis was followed, consist-
ing of a dry-run and a final analysis stage. During the dry run we used data collected in Kabul province 
only to develop all statistical and demographic programs needed to populate the table shells. Pro-
grams for the statistical tables were developed twice by two independent teams of programmers: pri-
mary programmers, and secondary quality control (QC) programmers. Primary programming was 
done in Stata, while secondary programming was done in R. These programs were developed to pop-
ulate each pre-defined table shells, and for each table the primary and secondary version was created 
and compared to ensure 100% consistency between primary and QC programming. Whenever incon-
sistencies arose for a given table, these were resolved by discussion between the primary and QC 
programmer for each table until a consensus was reached about the correct way to program a given 
output. When final data was made available to the data analysis team, the primary and QC programs 
were re-run and table outputs were created based on the final data. Any inconsistencies between 
primary and QC version were discussed and resolved in a similar fashion as during the dry-run. For 
the demographic tables a similar procedure was followed but using different programs. Programming 
for the demographic tables was done using CSPro (fertility and mortality indicators) and R (verbal 
autopsy data). 

 

Figure A-3: Data management processes 
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Annex A6: Calculation of Wealth Index 
 

In evaluating the performance of health indicators, equity of health outcomes is an important dimen-
sion of interest. To do this it is necessary to have a concept and measure of wealth that can be used 
to rank households in terms of their relative wealth status in the society. In AHS, as in surveys of 
similar nature, this is done by taking wealth status as an underlying unobserved (relatively stable) 
dimension that can be estimated using techniques such as factor analysis on a set of socioeconomic 
observed variables (The DHS Wealth Index, 2008). 
 
The observed variables that are used in AHS to estimate wealth status of households are related to 
households’ assets and services that are relevant to its wealth status. Namely, the following categories 
of such variables are used:  

• Household source of income 
• Household fuel for cooking 
• Household source of lighting 
• Household source of drinking water 
• Household type of toilet 
• Household assets 
• Household ownership of animals 
• Household ownership of dwelling 

 
These variables are converted into binary variables, representing if an option is the case for a house-
hold or not. These binary variables are then used in principal component analysis to produce wealth 
indices for the households, referred to here as pca score or pca. In implementing this procedure on 
AHS 2017/18 data, the following considerations to be noted: 

• In producing wealth index, shared toilet facilities are differentiated from private ones (DHS, 
2008). However, in AHS 2017/18, this was limited to “flush” and “pour latrine”, as it would 
make less sense for other types of latrine, which may be the reason for the high level of miss-
ingness in the shared/private classification of the facility for those types of toilet. 

• Where the proportion of a binary value was less than 0.1%, the binary variable was excluded 
from the principal component analysis. 

 
After the calculation of household pca scores using method described above, they are used to cut the 
data into five equal bins, at the population level, to produce wealth quintiles, which are then used in 
the analysis of health indicators. 
 
Urban/rural differentiation 
The method described above can be used uniformly on the data and produce wealth index for all 
households, without discriminating between urban rural areas. The concern with this simplistic ap-
proach is that the variables used for wealth index are predominantly relevant to the urban areas, and 
thus tends to place the rural households in the poor quintiles, as well as failing to distinguish between 
the poorest and the poor (DHS, 2008). Past data confirms that the distribution urban and rural pop-
ulations in terms of wealth index are systematically different, the former being generally even-tailed 
and the latter skewed to the left. Such considerations calls for treating urban and rural data differ-
ently in constructing wealth indices. 
 
The other challenge here is to have urban and rural wealth scores comparable with each other, which 
requires that at the same time of differentiating between urban and rural households in the calcula-
tion of wealth indices, they need to be scaled such that the final scores are comparable for all house-
holds in the population. 
 
The method that is used in AHS 2017/18 to account for the considerations above, is comprised of the 
following main steps: 

• To calculate pca scores for urban and rural data, separately, denoted by pcaurb and arur. 
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• To find the variables that are common between the urban and rural pca scores, in the sense 
of being in both pca calculation and operating in the same direction in both calculations. 

• To calculate pca scores using only the common variable, on the all households data, denoted 
by pcacomm. 

• To regress pcacomm onto pcaurb and regress it again onto pcarur, getting two pairs of co-
efficients (aurb, burb) and (arur, brur). 

• To construct the combined pca (pcacomb) by scaling pcaurb and pcarur, using their respec-
tive pairs of coefficients from the regression as transformation parameters. 

 
Eventually, the pca to use to define wealth quintiles is the resulted combined pca (pca = pcacomb). 
For AHS 2018/17 data, the transformation that produced the combined pca scores is represented by 
the following equations (figure A-4), showing how urban and rural pca scores were scaled to produce 
the final pca score: 
  

 
 

 
Figure A-4: pca scores 
 
In the regressions described above, and in dividing the data into quintiles, household weights were 
applied. 
 
Table A-4 below presents the weight of each individual binary variable in producing the pca scores 
(Comp1 scores), for each type of pca in this document. These weights are also presented for the na-
tional pca score (pcanat), which is the direct calculation of pca scores for all households, without 
taking into account urban/rural classification, for comparison. The graphs show the distribution of 
different types of pca scores, described above. 
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Table A-4: Individual binary variables for pca scoring 

Binary wealth items National Urban Rural Common 

Income agriculture -0.1287683 -0.070606 -0.1137596 -0.129499 

Income rearing animals -0.0795021 -0.042687 -0.0904876 -0.080207 

Income service/salaried 0.1110618 0.1095835 0.122553 0.112724 

Income business/trading 0.1147461 0.0720378 0.1251495 0.1161616 

Income remittance -0.0066137 -0.001904 0.0053093 
 

Income seasonal worker -0.01899 -0.015009 -0.0251388 -0.019333 

Income labour (daily wage) 0.0017805 -0.124945 0.0060126 
 

Income other 0.0031472 -0.016183 -0.0007824 0.0029244 

Lighting electrical mains 0.2601286 0.211277 0.2392839 0.2605466 

Lighting generator 0.0029496 -0.016766 0.0163968 
 

Lighting batteries/solar -0.223728 -0.201106 -0.2205075 -0.226669 

Lighting gas 0.0010457 -0.012218 0.0103897 
 

Lighting kerosene/oil lamp -0.0121857 -0.026952 -0.0147381 -0.012654 

Lighting water generator -0.0229474 -0.029748 0.0493413 
 

Lighting candles/wood/none -0.0025903 -0.023184 -0.0024737 -0.00286 

Lighting other -0.0023014 
 

-0.0015365 
 

Water piped into dwelling 0.1265357 0.1177231 0.0894914 0.1268422 

Water piped into yard/plot 0.0486258 0.0112526 0.0715211 0.0498943 

Water public tap or standpipe -0.0101014 -0.036488 -0.0032002 -0.00933 

Water hand pump into yard/plot 0.0008742 -0.049176 0.0319843 
 

Water public hand pump -0.0192784 -0.067767 -0.0035457 -0.01982 

Water covered well in yard/plot 0.0504158 0.0854759 0.0370927 0.0514128 

Water open well in yard/plot -0.0088436 -0.037863 -0.0038408 -0.008282 

Water covered well elsewhere -0.009345 -0.070914 0.0007505 
 

Water open well elsewhere -0.043838 -0.030878 -0.052426 -0.045487 

Water protected spring -0.0568487 -0.025237 -0.0456618 -0.056646 

Water unprotected spring -0.078886 -0.010862 -0.0923728 -0.080232 

Water rain water -0.0228513 -0.000187 -0.0292975 -0.023394 

Water tank or tanker truck 0.0337348 -0.025629 0.0252752 
 

Water surface water -0.0488911 -0.02827 -0.038612 -0.048654 

Water bottled water 0.0809558 0.0534782 0.1430112 0.0800006 

Fuel gas 0.2680685 0.2527639 0.264428 0.2665723 

Fuel firewood -0.0522026 -0.145969 0.0292872 
 

Fuel bushes/crop residues -0.1302926 -0.154376 -0.1331085 -0.135871 

Fuel charcoal -0.00486 -0.004649 -0.0121229 -0.005081 

Fire dung -0.0876014 -0.069278 -0.0936374 -0.089659 

Fire trash/recycled material -0.0236061 -0.040657 -0.0284766 -0.026253 

Toilet flush - private 0.2192315 0.236557 0.1914512 0.2175927 

Toilet pour latrine - private 0.0108458 0.0078919 0.0148147 0.0105002 

Toilet flush - shared 0.0575247 0.031856 0.0496145 0.056942 

Toilet pour latrine - shared 0.061794 0.019162 0.0589329 0.060192 

Toilet traditional pit -0.0518295 -0.176607 0.0100581 
 



 

115 

 

Toilet open backed -0.0754066 -0.117286 -0.0358632 -0.08032 

Toilet none -0.1048908 -0.03672 -0.1351995 -0.108898 

Asset fridge 0.2585155 0.2676206 0.249275 0.2593805 

Asset gas stove 0.2005115 0.2124288 0.187141 0.2020207 

Asset sewing machine 0.0829308 0.1152079 0.0901882 0.0868679 

Asset iron 0.147714 0.1618371 0.1694868 0.1526541 

Asset radio -0.0107556 -0.023763 0.0348241 
 

Asset TV 0.2091548 0.2017671 0.2213637 0.2120888 

Asset DVD player/VCR 0.0737336 0.095765 0.0875168 0.0754945 

Asset satellite dish 0.0416667 0.0570162 0.0241659 0.0423266 

Asset electric fan 0.22704 0.1982799 0.2217532 0.2288375 

Asset bicycle 0.0806903 0.0710702 0.0709633 0.0825663 

Asset car 0.108292 0.1473897 0.115221 0.1106873 

Asset tractor/thresher -0.0176415 -0.010796 -0.0012051 -0.017557 

Asset cell phone 0.1234201 0.0821497 0.1470962 0.1264476 

Asset carpets (qalin) 0.1216801 0.1294401 0.1413197 0.1251012 

Asset carpets (satrangi, namad, farsh) -0.0734668 -0.053434 -0.0781423 -0.074644 

Asset computer without internet 0.1312279 0.1499161 0.1078108 0.1327852 

Asset computer with internet 0.0976517 0.111457 0.0696922 0.0984935 

Animal cow -0.1267331 -0.12173 -0.0474689 -0.122915 

Animal oxen yaks -0.0689827 -0.041219 -0.0618768 -0.068365 

Animal horses -0.0252139 -0.007491 -0.0245263 -0.025072 

Animal donkeys -0.1336192 -0.048254 -0.1470217 -0.134823 

Animal camels -0.0175205 0.0036671 -0.0155188 
 

Animal goats -0.1249464 -0.066965 -0.1154181 -0.125825 

Animal sheep -0.1342617 -0.050013 -0.1273738 -0.13484 

Animal chickens -0.1241066 -0.123163 -0.0793129 -0.124195 

Animal any other birds 0.059879 0.0441014 0.0774682 0.0605781 

Roofing metal 0.0495586 0.0405429 0.0432236 0.0497269 

Roofing wood -0.004356 -0.024212 0.0029203 
 

Roofing mud -0.1744885 -0.221071 -0.1347975 -0.174786 

Roofing bricks 0.0184197 0.0012905 0.0270485 0.0182501 

Roofing concrete 0.1844347 0.1948067 0.1975737 0.1846653 

Roofing asphalt tiles 0.105118 0.1158077 0.0839809 0.1055855 

Roofing other -0.0074888 -0.003928 -0.0108583 -0.008197 

Flooring fired brick/stone 0.009999 0.0195104 0.0063272 0.010127 

Flooring concrete/plaster -0.2422048 -0.254329 -0.2843659 -0.243247 

Flooring mud bricks/mud 0.0427456 0.0169396 0.0854429 0.0438527 

Flooring stone/mud 0.2397733 0.2502097 0.2720739 0.2404415 

Flooring other 0.0118506 -0.002419 0.0331795 
 

Owned residence -0.0825931 0.0091946 -0.0256577 
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6 Annex [B] – Results tables 
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7 Annex [C] – Post monitoring results  

The AHS 2018 survey was able to cover 19,684 households, from 912 clusters. The post-monitoring 
operation was planned to cover all clusters visited by the surveyors, in order to evaluate the survey 
quality of each cluster individually. By the end of the survey 850 clusters were post-monitored, which 
is 93.2% completion of the post-monitoring plan.  
 
The data collected from post-monitoring (as explained in Annex A4) was compared against the cor-
responding values in the main questionnaire. Each cluster was scored based on the number of 
matches between the two data, and the clusters scoring 80% or below were flagged for further inves-
tigation. This process resulted in flagging 80 out of 850 monitored clusters. Out of 80 flagged clusters 
76 were resolved after further investigations (see box C1), including calling back the households in 
question, and four were designated to be dropped from the final valid dataset. Table C-1 presents the 
post-monitoring results by province. 
 

Table C-1: Post-monitoring results 

 
Province 

Visited 
clusters 

Visited 
households 

Flagged 
clusters 

Resolved 
clusters 

Invalidated 
clusters 

Badakhshan 16 31 4 3 1 

Badghis 12 24 0 0 0 

Baghlan 30 57 3 3 0 

Balkh 19 38 3 3 0 

Bamyan 30 60 4 4 0 

Daykundi 29 57 6 5 1 

Farah 27 52 0 0 0 

Faryab 21 42 2 2 0 

Ghazni 30 60 0 0 0 

Ghor 27 53 5 5 0 

Helmand 20 40 1 1 0 

Herat 22 44 3 3 0 

Jawzjan 29 57 1 1 0 

Kabul 30 56 6 5 1 

Kandahar 25 45 0 0 0 

Kapisa 30 57 5 5 0 

Khost 29 57 4 4 0 

Kunarha 24 48 3 2 1 

Kunduz 30 60 7 7 0 

Laghman 25 50 1 1 0 

Logar 26 61 0 0 0 

Nangarhar 28 56 1 1 0 

Nimroz 25 49 0 0 0 

Nooristan 15 30 1 1 0 

Paktika 29 58 0 0 0 

Paktya 25 48 9 9 0 

Panjsher 30 52 3 3 0 
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Parwan 30 49 2 2 0 

Samangan 18 37 1 1 0 

Sarepul 20 39 2 2 0 

Takhar 27 54 3 3 0 

Urozgan 30 58 0 0 0 

Wardak 25 59 0 0 0 

Zabul 17 34 0 0 0 

Afghanistan 850 1,672 80 76 4 

 
 
 
Box C-1: Resolution of cluster issues 

Errors on the part of data coders. 
Child’s age was incorrectly calcu-
lated as under five in post-moni-

toring. 

At the time of the survey the child 
was under five, whereas by the 

time of post-monitoring the child 
had passed the age of five. 

Errors in data entry. 
Woman’s age was incorrectly cal-
culated as under 50 in post-moni-

toring. 

At the time of survey, the eligible 
women was away, whereas by the 
time of post-monitoring she was 

back and able to give a correct age 

Errors on the part of monitors, in 
recording the data. 

School attendance records did not 
match, and calling back con-

firmed the survey data. 

At the time of survey the child 
was taking vitamin A, whereas by 
the time of post-monitoring the 

child had stopped taking it. 

The monitor mistakenly inter-
viewed two families living in one 

house 

Hospitalization records did not 
match, and calling back con-

firmed the survey data. 

At the time of survey the woman 
was pregnant while by the time of 

post monitoring she had deliv-
ered. 

At the time of post monitoring 
guests were also included in the 

household members. 

In post-monitoring deceased chil-
dren were not included in preg-

nancy history. 

After the survey and by the time 
of post-monitoring, other rela-
tives, such as sons or brothers, 

joined the family, for example re-
turning from abroad, to live to-

gether. 

In post-monitoring not all house-
hold members were listed. 

 

Vaccination records did not 
match, and further investigation 

confirmed the survey data. 

After the survey and by the time 
of post-monitoring, part of the 

family separated from the family, 
for example going abroad. 
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8Annex [D] – GPS tracking and analysis results  
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9Annex [E] – Reflections on the MMR of AHS 2018 

 
 
 

Reflections on the maternal mortality estimations of the  
Afghanistan Health Survey 2018 

 
Prepared by the AHS 2018 team – January 2019 

 
The Afghanistan Health Survey (AHS) 2018 was implemented by KIT Royal Tropical Institute, in the role of Third 
Party Evaluator for the System Enhancement for Health Action in Transition (SEHAT) programme. The survey 
was designed to provide information on fertility and child mortality levels, maternal mortality, fertility prefer-
ences and contraceptive use, utilization of maternal and child health services, and women’s and children’s nu-
trition status.  
Preliminary analysis of the collected data to determine maternal mortality resulted in a seemingly under-esti-
mated value. The AHS survey team decided therefore not to report any maternal mortality estimates in the AHS 
report submitted to MOPH in November 2018.  The aim of this MMR report is to follow-up on what was pre-
sented in the AHS report by providing the maternal mortality context, methodology, and limitations.  
Since 2005 there have been repeated attempts at measuring the maternal mortality in Afghanistan. The various 
surveys have produced varying estimates, with some criticized as implausible and subsequently withdrawn.  
Taking into account both Afghanistan’s historical survey estimates and the Inter Agency projections,   MMR 
estimates derived from the AHS 2018 appear low. Three main reasons for the under-reporting of mortality were 
identified: 1) choice of eligible women as primary respondents for mortality questions; 2) loss to follow-up in 
verbal autopsy questioning and 3) quality assurance mechanisms primarily geared for epidemiological rather 
than demographic analyses.  
In order to inform  future strategies to measure maternal mortality in Afghanistan, we recommend the estab-
lishment of an expert working group including Afghan and international experts to critically appraise all existing 
attempts at measuring maternal mortality to date and to propose a workable road map for future strategies.   
Measuring maternal mortality is often regarded as one of the most problematic outcomes to track, especially 
in countries without functioning vital registration systems: “The desire to show progress in reducing the bur-
den of mortality is universal: across developing and developed countries; at international, national and local 
levels; and for all causes and conditions. What is also universal is the challenge this presents”22. The history of 
various attempts at measuring MMR in Afghanistan confirms the universal nature of this specific Afghan prob-
lem.  
Currently, there are indeed no standardized methods and sources for measuring maternal mortality that can be 
universally applied and are universally reliable for the purposes of international monitoring of maternal mortal-
ity. Graham et al. provide an overview of all methods available, as summarized in the Table 3 below. This over-
view shows that existing methods can be divided into two broad categories: routine systems and active case 
finding  methods. All the methods used so far in Afghanistan are examples of population-based surveys.   
In order to inform  future strategies to measure maternal mortality in Afghanistan, our recommendation is to 
establish an expert working group including Afghan and international demographers, epidemiologists and public 
health experts,  from academia, official statistical offices and ministries of health to: 

1) Critically appraise all existing attempts at measuring maternal mortality to date, shedding light into 
successes and lessons learned from all of these experiences; 

2) Take stock of available methods, including alternatives to survey methods (Table 1), possibly learning 
from experiences from countries which share similarities with Afghanistan.  

3) Propose a workable road map for future strategies to measure maternal mortality in Afghanistan 

A concerted, critical and honest reflection on experiences to date should certainly provide useful way forward 
to inform Afghanistan’s ability to show progress in reducing the burden of maternal mortality.  

 
22 Graham WJ1, Foster LB, Davidson L, Hauke E, Campbell OM. Measuring progress in reducing maternal mortality. 

Best Pract Res Clin Obstet Gynaecol. 2008 Jun;22(3):425-45. 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Graham%20WJ%5BAuthor%5D&cauthor=true&cauthor_uid=18308640
https://www.ncbi.nlm.nih.gov/pubmed/?term=Foster%20LB%5BAuthor%5D&cauthor=true&cauthor_uid=18308640
https://www.ncbi.nlm.nih.gov/pubmed/?term=Davidson%20L%5BAuthor%5D&cauthor=true&cauthor_uid=18308640
https://www.ncbi.nlm.nih.gov/pubmed/?term=Hauke%20E%5BAuthor%5D&cauthor=true&cauthor_uid=18308640
https://www.ncbi.nlm.nih.gov/pubmed/?term=Campbell%20OM%5BAuthor%5D&cauthor=true&cauthor_uid=18308640
https://www.ncbi.nlm.nih.gov/pubmed/18308640
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Table 1. Overview of methods available for maternal mortality estimations 23 

Routine systems 
Civil registration Civil registration is a routine, permanent, nationally mandated data source that captures 

vital life events (namely live births, deaths, fetal deaths, marriages and divorces). It pro-
vides legal documentation of such events and is the ideal source for vital statistics. How-
ever, even in contexts where civil registration is complete, underreporting and misclassi-
fication of maternal deaths is a frequent challenge. 

Sample Vital 
Registration 
with Verbal Au-
topsy (SAVVY) 

The SAVVY method collects detailed information on deaths and mortality in developing 
countries by combining sample vital registration and verbal autopsy techniques. Inherent 
in the SAVVY method is the assumption that, alone, the latter tools cannot produce suffi-
ciently detailed data on scope and causes of mortality, but that by combining such tools, 
more comprehensive data can be yielded. SAVVY is essentially a variation of demographic 
surveillance (described further below).  

Decennial cen-
sus 

A national population census involves collecting, evaluating, analysing and disseminating 
demographic and socioeconomic data on all the persons in a country (or in a well-delim-
ited part of a country) at a specified time. Most countries do a national census every 10 
years. Where countries already ask about deaths in the household in the year before the 
census (or some other reference period), adding questions on whether the deaths were 
pregnancy-related can be an efficient way to get national and subnational estimates of 
maternal mortality 

Routine health 
information sys-
tem 

In most countries, the health information system (HIS) can be regarded as a continuous 
and ongoing source of data on deaths, generated from health facilities and reported by 
health professionals with coding of cause usually according to ICD-10. However, data qual-
ity can be variable, and the usefulness of the HIS is often limited by the high proportion of 
deaths occurring in the community 

Active case finding 
Population-
based house-
hold surveys 

Household surveys are one of the most important data-capture platforms for maternal 
deaths in settings where routine information systems are weak or non-existent. The use 
of probability sampling enables nationally representative estimates with confidence inter-
vals. There are currently two main ways in which population-based household surveys are 
used to measure maternal mortality:  
1. Direct mortality questions: ascertainment of deaths in the household in a recent interval 
of time (approach also used in the decennial census)  
2. Sisterhood method questions: Adult respondents are asked questions about the survival 
of all their adult sisters born to the same mother. The method reduces the need for large 
sample sizes because there is often more than one respondent per household. 

Non-probability 
sampling 

Non-probability sampling differs from probability sampling in that it does not use random 
selection. Non-probability samples fall into two main categories: convenience and purpos-
ive sampling. Purposive sampling is more commonly used and involves targeting social 
groups, experts or key informants. Sampling at service sites (SSS) is an adaptation of non-
probability sampling for measuring maternal mortality. It samples respondents at services 
or other sites (such as antenatal care sites, child health services, or at marketplaces) and 
asks sisterhood method questions.  

Surveillance Surveillance involves actively following populations to detect births and deaths. The most 
commonly used approach in low and middle income countries is the demographic surveil-
lance systems (DSS). DSS collect data on births, deaths (including causes) and migration, 
which provide an important resource for evaluating healthcare interventions in geograph-
ically limited areas in a country.  

 

 
23 As above 
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Introduction and Objectives of the mission: 

 
The Afghanistan Health survey is a national wide survey conducted by Ministry of Public Health of 
Afghanistan in collaborations with KIT Royal Tropical Institute, as an implementer and National Statistical 
and Information authority (NSIA) as a governmental monitoring authority. 

 
 As part of NSIA regular monitoring schedule and in accordance to the direction of NSIA directorate, the 

NSIA Field Operation Directorate had monitored the AHS survey in two rounds. The first round was in 
Seven (7) provinces of: Samangan, Jawizjan, Faryab, Kundoz, Takhar, Badakhshan and Baghlan (from 22nd 
until 30th of April 2018 (2-10/02/1397). (Check Table-1 for details) 

And  
The Second Round was in ten (10) provinces of: Parwan, Kapisa, Ningarharm, Wardak, Logar, Bamyan, 

Panjshir, Laghman, Kandahar, Khost (from August 26th until Sptember 7th). (Check Table-2 for details)  
 
 

The main Objectives of NSIA mission were to: 

 

 Evaluate the methods of the survey and surveyors presence in the field 

 Check the quality of collected data  

 Oversee some of the survey teams during their field operation and find out about their strengths and 
weaknesses  

 Provide on time feedbacks for improvement of collected data 
 

Summary of provincial report for the first round of Monitoring: 
 

Jawizjan Province: 

 Two of NSIA colleagues went to Jawizjan province on 22 April 2018 (2/2/1397) and directly went to the 
provincial NSIA office, then with their assistance contacted the KIT Organization northern zone coordinator 
and their Jawizjan team supervisor.  They have briefed our team about their work until 22 April 2018. In 

accordance to KIT reports, their surveyors had completed the survey of five clusters before NSIA 
Monitoring team arrival. The surveyed clusters were all located in the central or urban areas of the province. 

They also mentioned that, the survey work of the districts is delayed, because they have not received the 
listing of the area from KIT Monitoring team yet. 
 

From five surveyed clusters, NSIA monitoring team has randomly selected two clusters for data cross 
checking. The map and GPS was checked to make sure that the clusters are in accordance to the 

cartographic details of NSIA.  
 
The monitoring started from one of the randomly selected cluster’s (cluster 834) and three randomly 

selected families were interviewed.  Then in the same way cluster 818 was randomly selected and four 
randomly selected families were interviewed.  In each family we have filled a check list and then compared 

them with the questioners’ data collected by KIT survey team in the presence of MOPH focal point at NSIA 
central office in Kabul.   
 

In this province in cluster 818 the household head named Mr Asad reported that the surveyors has came first 
time to talk with the head of the family, but the head of the family was not at home. The surveyors told that 
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they will come for the follow up. When we checked the KIT questioners, there was no data available about 
this family and no follow up was conducted.  

 

Faryab Province: 

On the 24 April 2018, despite the challenging security condition between two provinces NSIA monitoring 
colleagues have travelled to Faryab Province. After their arrival they went to the provincial NSIA office and 

with the assistance of NSIA provincial team and the KIT Organization Jawizjan team supervisor, NSIA 
monitoring team were briefed until 24 April 2018. In accordance to their reports, the KIT surveyors have 

managed to survey five central clusters of Faryab province until then (similar to Jawzjan Province). The KIT 
supervisor has mentioned that, the survey works of the districts are delayed, because the monitoring officer 
and a couple of surveyors have quitted their jobs. 

 
From five surveyed clusters, two clusters were randomly selected for data cross checking. The map and GPS 

was checked to make sure the clusters are in accordance to the cartographic details of NSIA.  
 
NSIA colleagues had started their work at one of the randomly selected cluster’s (cluster 846) and conducted 

interviews with four randomly selected families.  After that cluster 843 was randomly selected and four 
randomly selected families were interviewed.  In each family check lists had been filled and then were 

compared with the questioners’ data collected by KIT survey team in the presence of MOPH focal point at 
NSIA central office in Kabul.  
 

Samangan Province: 

NSIA monitoring colleagues mentions that “On 28th April 2018 we, Ahmad Khalid Amerkhail and 

Mohammad Monir, went to Samangan province and after contact and introduction with provincial NSIA 
office and KIT monitoring team we were brief as: 

 
Until 28th April 2018 eleven clusters were surveyed in Samangan province, from which only one cluster was 
located in Hazrat Sultan district and the rest were in the central areas of Samangan province.  In the 

meanwhile a survey was in progress in a village in the surrounding areas of the province (Cluster 597). We 
decided to go to that village and oversea the practical work of KIT surveyors. Prior to our work in this 

village we have checked the list of randomly selected families and compared them with the map. At the first 
instance we got in to a family where the surveyors were present. The family head name was Ziaullhaq and 
the surveyors were Ahmad Shah and one of his colleagues. The surveyors told us that we have arrived at the 

end of the interview, so the survey is finished.  
 

We insisted to take a couple of minutes of their time and double check the collected data. We asked some 
questions from the head of the family and find out some differences and negligence as below: 

 The date of the interview was not recorded 

 The start and end time of the interview was not recorded (we were told the interview is finished) 

 There were differences about the age of the household members, especially the age of a child who 

were under five years old, were recorded over five years old 

 The scale used to measure the children weigh were faulty, we double checked the weight of the child 

with the same scale in three different occasions. It was showing different figures each time in 

different location of the room (The difference was one to two Kilo Gram each time). 

After that we went to check or oversea another surveyor team; one of the surveyors (Named Mr.Samim) 

were absent but his work was covered by the team editor. His colleague Ms. Robina was present. Their work 
was acceptable and we have not found any serious differences about the data they have collected. 
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Then we moved on and visited cluster 590 located in Hazrat sultan district and cluster 574 located in the 
Aybak city. The lists were checked with the map and their GPS were taken. From each cluster four random 

families were interviewed and check lists were filled. 
 

Later on, the NSIA collected data of questioners were compared with KIT survey team in the presence of 
MOPH focal point at NSIA central office in Kabul. 
 

Kundoz and Baghlan Provinces: 

Kundoz and Baghlan provinces were also visited by two of NSIA surveyors from 22nd April until 28th April 
2018. They randomly selected two central clusters of Baghlan province and three clusters in Kundoz 

province, one of the Kundoz clusters’ were in the central part of the province and the other two were in 
Imam Sahib District. In each cluster they have randomly selected four families and filled the check list 

during their visit of the family. 
 
In Kundoz province in cluster 515 (in the household of Mr Karim Hussain) the surveyors reported that the 

household was interviewed and a KIT questioner was filled. However, when we checked within the files in 
the presence of MOPH focal point in Kabul, there was no questioner available about this family and the 
questioner was missing.  

 
Takhar and Badakhshan Province: 

Takhar and Badakhshan provinces were also monitored by two member of our team from 22nd April until 28 
April 2018. They have randomly selected two central clusters of Takhar province and four clusters in 

Badakhshan province (one in the central part, one in Khash District, one in Baharak District and one in Argo 
District). In each cluster they have randomly selected four families and filled the check list during their visit 

of the family. As NSIA monitoring team reported from these provinces, there were some statistically 
significant differences between NSIA check list and the questioners filled by KIT survey team.  
 

Summary of provincial report for the second round of Monitoring: 
 
In the second round NSIA monitoring team has visited 10 province (please check table 2 for details). In total 

30 clusters were selected and 4 households from each cluster were randomly selected and visited. Different 
provinces had different desirable and undesirable points, but in general the findings of this round monitoring 
were better than the first round of NSIA team findings. It showed that, the KIT survey team personal had 

surveyed all of the randomly selected households and filled the questioners. 
 

Having said that, however, it was also found out that some areas in different clusters were not surveyed at 
all, due to security challenges (as it was reported by KIT). 
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Brief results of the findings and NSIA team recommendations: 
 

Survey process: 

In accordance to the random cross checks conducted by NSIA, it was found out that the KIT survey teams 

have:  
• Completed the Survey data collection and prepared the listing of the surveyed areas  
•  Compiled the questioners in a traceable filling system  

 
Challenges found in the first round of monitoring (22nd until 30th of April 2018):  

 
1. There were lack of cooperation and inconsistency between Monitor team and Supervisor, for 

example in some provinces supervisors were expected to list the families, while in some areas the 

monitoring team (Sar-e-Pul and Faryab Province).  

2. There were some instances of in which the follow up of the missed or absent households and cross 

check of the collected data by supervisors were not taken seriously (Jawizjan and Kundoz province). 

3. In some provinces the scales used to measures the weight of under five children were not checked 

regularly (Samangan province). 

4. Some of the surveyors did not take the questioners information seriously, especially the questions 

about the age of the family members (Samangan). 

5. There were inconsistency about the progress of field work and the report sent by KIT field Manager 

by e-mail.  

6. In some provinces, for example in Samangan province, the survey teams were not recruited from the 

local population.  

7. The surveyors were rushing in their work, which was affecting the quality of the collected data. 

8. There were delays in the handling of questioners to NSIA after completion of the monitoring 

mission.  

9. There was lack of contacts of KIT technical team with NSIA, GIS focal points in a considerable 

number of provinces. 

 

Challenges found in the second round of monitoring (26th of Aug until 7 Sept, 2018):  

 
1. The second round of monitoring took place more than two months after the data collection, so we 

cannot comment on the presence of KIT staff in the field in this round of NSIA monitoring. 
2. Some of the Monitored Clusters cartographic numbering of households were not conducted in 

accordance to the acceptable methodology and the house numbers did not matched the records in the 
KIT listing. For example, in cluster 781 of Kandahar province, 115 of Maidan Wardak, Cluster 043 
in Kapisa. 

3. Some clusters in different provinces were not surveyed, for example, two clusters in Dah-Balah and 
Nazian district of Ningarhar were not surveyed. 

4. The Kit Supervisors reported that, markers quality to mark the houses were poor as well as their 
salaries have not been paid to the date (Pnajshir Province). 

 

 
The above is a brief narrative report of our monitoring mission and for detailed information about the data 

discrepancies; please check the statistical Analysis below. 
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Statistical analysis of individual indicators by SPSS: 
 
 

Total Number of Family Members 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid The questioner is missing 3 1.6 1.6 1.6 

The KIT questioner is 

matching the NSIA Check 

list 

126 67.7 67.7 69.4 

The KIT questioner is not 

matching the NSIA Check 

list 

57 30.6 30.6 100.0 

Total 186 100.0 100.0  
 

In this SPSS analyzed frequency table, we can see that 30.6% of records do not match  
the NSIA monitoring teams’ findings 
 

Total number of Under 5 children 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid The questioner is missing 3 1.6 1.6 1.6 

The KIT questioner is 

matching the NSIA Check 

list 

152 81.7 81.7 83.3 

The KIT questioner is not 

matching the NSIA Check 

list 

31 16.7 16.7 100.0 

Total 186 100.0 100.0  

16.7% of records do not match the NSIA monitoring teams’ findings 
 

Number of women illegible for interview 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid The questioner is missing 3 1.6 1.6 1.6 

The KIT questioner is 

matching the NSIA Check 

list 

163 87.6 87.6 89.2 

The KIT questioner is not 

matching the NSIA Check 

list 

20 10.8 10.8 100.0 

Total 186 100.0 100.0  

10.8% of records do not match the NSIA monitoring teams’ findings   
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Number of Interviewed women 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid The questioner is missing 3 1.6 1.6 1.6 

The KIT questioner is 

matching the NSIA Check 

list 

171 91.9 91.9 93.5 

The KIT questioner is not 

matching the NSIA Check 

list 

12 6.5 6.5 100.0 

Total 186 100.0 100.0  

6.5% of records do not match the NSIA monitoring teams’ findings  
 

 
Number of Women Mortality 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid The questioner is missing 3 1.6 1.6 1.6 

The KIT questioner is 

matching the NSIA Check 

list 

178 95.7 95.7 97.3 

The KIT questioner is not 

matching the NSIA Check 

list 

5 2.7 2.7 100.0 

Total 186 100.0 100.0  

2.7% of records do not match the NSIA monitoring teams’ findings  

  
 

Number of Under Five Mortality 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid The questioner is missing 3 1.6 1.6 1.6 

The KIT questioner is 

matching the NSIA Check 

list 

176 94.6 94.6 96.2 

The KIT questioner is not 

matching the NSIA Check 

list 

7 3.8 3.8 100.0 

Total 186 100.0 100.0  

3.8% of records do not match the NSIA monitoring teams’ findings  
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Source of Water used by households 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid The questioner is missing 3 1.6 1.6 1.6 

The KIT questioner is 

matching the NSIA Check 

list 

143 76.9 76.9 78.5 

The KIT questioner is not 

matching the NSIA Check 

list 

40 21.5 21.5 100.0 

Total 186 100.0 100.0  

21.5% of records do not match the NSIA monitoring teams’ findings   

 

 
Number of family members got ill and hospitalized during the night in the last 

12 months 

 Frequency Percent Valid Percent Cumulative Percent 

Valid The questioner is missing 3 1.6 1.6 1.6 

The KIT questioner is 

matching the NSIA Check 

list 

166 89.2 89.2 90.9 

The KIT questioner is not 

matching the NSIA Check 

list 

17 9.1 9.1 100.0 

Total 186 100.0 100.0  

9.1% of records do not match the NSIA monitoring teams’ findings 
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Outcome of Statistical analysis: 
As we can see in the above SPSS generated data and graph, on average 12.7% of the surveyed data did not 
match the NSIA monitoring team findings. On the top of that some parts of the provinces in the vulnerable 

parts of Afghanistan, which is argued to have worse health services than the secure parts, has not been 
surveyed at all. 

 
Therefore, we can argue that the current findings of NSIA monitoring team, which shows a discrepancy of 
more than 10% could be higher if KIT organization had the chance to survey the unsecure areas of 

Afghanistan. So any findings more than 10% in a survey will significantly affect the credibility of the data 
collected. 

Collaboration of KIT survey team with NSIA Geographical Information 
System (GIS) Focal point: 

 
As the partners are aware NSIA GIS unit has been involved in the training and introduction of geographical 
areas of Afghanistan for KIT AHS team, therefore, NSIA had introduced a GIS focal point (Mr. Habib-ul-

Rahman) to the KIT technical team. So that the KIT survey team can contact this focal point during the field 
work (whenever they need to). 

 
After proper observation of GIS focal point since the beginning of the AHS, the NSIA GIS focal point has 
divided the provinces in three groups, in accordance to the KIT surveyor’s activities and collabora tion with 

NSIA GIS focal point as below: 
 

The first group of provinces: 

In this group of provinces, the KIT surveyors/supervisors have regularly contacted the NSIA GIS focal 

point: 

 

1. Parwan  

2. Panjsher 

3. Kapisa  

4. Baghlan  

5. Jawizjan  

6. Samangan 

7. Sar-e-Pul 

8. Faryab 

9. Khost 

10. Paktia 

11. Nangarhar 

12. Laghman 

13. Nooristan 

14. Kuner 

15. Heart 

16. Badghis 

17. Bamyan 

18. Daikundi 

   

The Second group of provinces: 

In this group of provinces the KIT surveyors/supervisors did not contact NSIA GIS focal point at all:   

 

1. Ghazni 

2. Kandahar 

3. Balkh 

4. Kundoz 

5. Helmand 

6. Farah 

7. Logar 

8. Takhar and  

9. Badakhshan 

10. Paktika ( A supervisor has contacted only one time from Paktika) 
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The activities and proper coverage of second group of provinces are questionable to NSIA technical team. 
NSIA previous field work shows that, it is nearly impossible for a new surveyor/supervisor to visit all 

clusters without technical assistance of GIS focal point.  
 

Some of the second group provinces have bigger urban population compared to the majority of the first 
group.  Even some of them have very high village population, for example in Ghazni some villages are 
divided to more than one calculating area. Therefore, NSIA GIS focal point had expected more contacts 

from second group of provinces compared to the first group, but it was vice versa.  
 

The third group of provinces: 

1. Ghor 

2. Nimroz 

3. Zabul 

4. Urozgan 

5. Maidan Wardak 

In the third group of provinces GIS focal point did not expect as many contacts as it was expected from the 

first and second group, because this group provinces are not as populated as the first and second group, but 
still a few contacts were expected. No contacts were made from this group of province either. 

 
To sum up the level of contacts in all provinces, we can say that 18 provinces had acceptable level of 
contacts with NSIA GIS focal point while 15 provinces had no contacts at all. There were no concerns about 

level of contacts of Kabul province, because the survey in Kabul province was implemented in close 
collaboration with NSIA. 

 

Data Analysis of Draft AHS report 
While the NSIA technical team was in the process of preparing this final report, KIT has released the Draft 
AHS 2018 report of this survey. NSIA technical team has reviewed some parts of the AHS draft report and 

found out that there are some calculation errors. So the technical personal of KIT was called for a meeting 
and the issue was raised. It was found out that: 

 
1. The methodology to calculate the weighted population was acceptable, but there were errors in the 

calculation of the weighted population 

2. All response rate was calculated in stratum level, while it would have been better to calculate it in the 
cluster or household level 

 
Instruction was given, so that, the issue of weighted population is corrected prior to the release of AHS final 
report. 

Conclusion: 
 
Conclusion drawn from the field monitoring visits, data collected and analyzed during the monitoring and 

KIT survey team contacts with NSIA GIS focal point, missed clusters in different provinces, which were not 
surveyed at all (due to security challenges, as claimed by KIT), suggests that, the survey and its findings will 
hardly illustrate the true health situation of Afghanistan and will not have the statistical significance to 

convince or direct the governmental policy makers, health service providers (MOPH) and international 
community to a right direction. 
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Brief details of colleagues, some photos and the provinces they monitored in the first round: 

 
Table-1 details of the provinces monitored and staff involved in the first round of monitoring. 

S/N Name of the NSIA colleagues Name of the monitored province Date 

1 Ahmad Khalid Amerkhail and 

Mohammad Monir 

Samangan, Balkh, Jawizjan and 

Faryab  

22nd until 30th April 

2018 

2 Waheed Ibrahimi and Mohamad 
Hamed 

Takhar and Badakhshan 22nd until 28th April 
2018 

3 Ghulam Hazrat and Mohamad 

Adil  

Konduz and Baghlan  22nd until 28th April 

2018  
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Brief details of colleagues, some photos and the provinces they monitored in the Second round: 

 
Table-2 details of provinces monitored and staff involved in the second round of monitoring. 

No Provinces Staff names Number of 

cluster for 
monitoring 

Start date End date 

1 
 

Parwan  Waheed Ibrahimi &  
Fazilat Miri  

3 August 26, 
2018 

August 30, 
2018 

2 
 

Kapisa  Sediqa Mirzaie,  
Farahdiba Yousufzai & 
Mohammad Aman 

3 August 26, 
2018 

August 30, 
2018 

3 

 

Nangrahar  Nargiss Akbar,  

Fareeda Omarzada &  
Sayed Abdula Amiree 

3 August 26, 

2018 

August 30, 

2018 

4 

 

Wardak Mohammad Muneer Jamshidi 

& 
Abdul Ahmad Shirzai 

3 August 26, 

2018 

August 30, 

2018 

5 

 

Logar Gul Hameed Hameedi &  

Muhammad Hamed Shukouri 
 

3 August 26, 

2018 

August 30, 

2018 

6 Bamyan Waheed Ibrahimi &  
Fazilat Miri  

3 September 2, 
2018 

September 7, 
2018 

7 Panjshir Sediqa Mirzaie,  

Farahdiba Yousufzai & 
Mohammad Aman 

3 September 2, 

2018 

September 7, 

2018 

8 Lagman Nargiss Akbar,  

Fareeda Omarzada &  
Sayed Abdula Amiree 

3 September 2, 

2018 

September 7, 

2018 

9 Kandahar  Mohammad Muneer Jamshidi 

& 
Abdul Ahmad Shirzai 

3 September 2, 

2018 

September 7, 

2018 

10 Khost Gul Hameed Hameedi &  
Muhammad Hamed Shukouri 

3 September 2, 
2018 

September 7, 
2018 
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Minutes of AHS Steering Committee Meeting 

Date: 14/01/2019 

Start Time: 02:00 pm 

End Time: 04:15 pm 

Place: National Statistical and Information Authority Main office, 

Gozargah, Chelstoon, Kabul, Afghanistan 

Issue discussed: The AHS 2018 final report findings and approval 

Participants: 

● Abdul-Ahad Sapai, Statistical Research and Training Dept. Director, NSIA

● Dr. Ataullah Saeedzai, DGMPEHIS, MoPH

● Dr. Shinwari, Surveillance Dept. MoPH

● Dr. Nadir Sahak, Program Manager, WHO

● Mr. Khalid Sharifi, UNFPA

● Ms. Shugufa.B. Rasikh, Technical Officer, WHO

● Ms. S. Sultana, Health Specialist, UNICEF

● Dr Sondorp  Egbert, form KIT headquarter (by Sky-P)

● Ms. Sandra Alba, form KIT headquarter (by Sky-P)

● Professor Gillbert, form KIT headquarter (by Sky-P)

● Dr. Sayed Arab , form KIT Kabul team

● Mr. Khalid Amerkhail, Technical Advisor, NSIA

● Mr. Sayed Reza Hussaini, Technical Advisor, NSIA

● Dr Shafiq Ahmed, AHS Focal Point, NSIA

Agenda: 

The meeting started by welcoming the participants and introduction of participants to each 

other and then Dr Arab presented a brief presentation about AHS 2018 final report findings. 

During the presentation there were some discussions about quality of data related to some 

indicators. 

Then Dr Shafiq Ahmed from NSIA presented a presentation about NSIA two rounds of 

monitoring findings and the quality of raw data. He mentioned that the NSIA monitoring 

findings and raw data analysis shows that, there are some indicators which can challenge the 

whole of the report and needs to be reconsidered or re-analysed prior to the official release of 

the AHS final report to the Media and general public. Especially, the Maternal Mortality 

Ratio (MMR) and the number of households with illicit drugs using members. He has also 

mentioned that, after data analysis of AHS micro-data, it was found out that only 26 (2.8%) 
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out of 912 clusters had recorded GPS points, which indicates a very weak procedures of 

controlling the surveyors presence in the field and questions the reliability of collected data. 

Then the meeting has continued by open discussion about controversial issues of MMR and 

the data about illicit drugs users. 

Dr Saeedzai has asked the KIT representative to: 

● Include the information about one hour travel time to the health facility in the AHS

report.

● To do a post hoc power analysis of the AHS data to find out if the MMR figures are

correct or not

Then Ms. Sandra Alba from KIT’s central office mentioned that, the data collected for AHS 

2018 was not designed to catch the MMR and it was designed to catch the children related 

health and mortality indicators and overall Maternal Mortality. Even in 16% of cases this data 

about Maternal Mortality was not verbal autopsied, so by missing a few cases in a rare event 

(like Maternal Mortality) a big difference can happen in the final report. Terefore, further 

analyses of the experts are needed to find out if they can estimate the MMR from this data. 

She has also mentioned that, we know our data input is faulty and it’s not possible to estimate 

MMR by this data. 

Then Mr. Sapai from NSIA said that, generally in statistical data which is collected through 

surveys we face two kinds of error: 

● Sampling error: Which is due to that we don’t cover the whole population and can be

controlled by increasing the sample size

● Non sampling errors: Which is not due to the sample size but other issues like

coverage, non responses, human errors (both from surveyor and respondent) and some

other issues

Since the AHS MMR finding (153 deaths per 100,000 live births) seems suspicious we need 

to examine the root causes (sampling and non-sampling errors). As Ms. Sandra Alba 

mentioned MMR is a rare event and in ordered to have a significant and reliable estimate for 

such indicator we need a large enough sample size which this survey is not designed for. 

Therefore we have wider confidence interval and lower significance level. So the MMR 

figure of this report should be cautiously used in terms of policy.  

Similarly two main non-sampling errors that Dr. Shafiq presented form the monitoring report: 

● On average there is around 12.7% mismatch between actual survey findings and data

collected by the NSIA monitoring teams

● Only 26 out of 912 clusters have the GPS coordinates

All of the above mentioned points add up to the suspiciousness of MMR. 

Then Dr saidzai from MoPH, said that the illicit drug users survey conducted in 2015 by a 

third party was completely different from the AHS and their data cannot be compared.  

In response to Dr Saeedzai comment, Dr Shafiq from NSIA said that that survey was quoted 

to attract the attention of the technical colleagues of KIT and MoPH to do further analysis of 



illicit drugs users data collected by AHS, because the percentage illustrated about illicit drugs 

users in the AHS 2018 is far away from the previous independent surveys and other figures 

released by national or international expert or organizations. Dr Shafiq has also pointed out 

that, the questions designed in the questioner to catch the number of families with illicit drugs 

user members was not professionally/technically designed. So by releasing the data about 

illicit drugs user family members and MMR the credibility of all collected data of AHS will 

be questioned. 

Then Dr Saeedzai of MoPH had also raised his concern about the data of neonatal mortality 

and asked for further analysis of that indicator too. 

Then other members of the meeting shared their points of view in different aspects of the 

AHS final findings.  

The meeting has finished and both parties agreed about the following actions: 

1. The AHS report is approved with the exception of MMR, illicit drug user estimate

and neonatal mortality rate.

2. The MMR, the illicit drugs users and the neonatal mortality data should be further

analysed by a technical committee of experts from NSIA, MoPH, KIT and other

stakeholders by 22/01/2019.

3. After analysis of the above mentioned three indicators the technical team needs to

share their comments with steering committee members by the 24/01/2019.
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