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FOREWORD 
 

The Ministry of Public Health of the Islamic Republic of Afghanistan places reducing maternal and neonatal 

deaths and improving the quality of reproductive health among its top priorities. Afghan families deserve 

the highest possible standards of reproductive health. With this guideline, the Ministry demonstrates its 

continued commitment to achieving its goal of making quality reproductive health services available to all 

families in Afghanistan. 

 

The MoPH’, in its National Strategic Plan (2011-2015), in STRATEGIC DIRECTION (6) mentioned re 

ENHANCE EVIDENCE-BASED DECISION MAKING BY ESTABLISHING A CULTURE THAT USES DATA FOR 

IMPROVEMENT and has identified the need to ensure the availability, coordination, management, 

distribution and use of accurate, reliable, and user-friendly health information via a number of activities; 

including the routine collection of health information through the Health Management Information System, 

Surveillance, as well as program monitoring and evaluation.  

 

The role of the Reproductive Health Directorate is accurately defined as one of stewardship, the principal 

activity of the Directorate, therefore, is not primarily one of providing services, but one of motivating, 

advocating, guiding, linking, standard setting, monitoring and collaborating with its partners. The Ministry 

considers this to be the most effective, efficient package and least costly way for RHD, 

PPHDs/PPHOs/Provincial RH Officers and BPHS/EPHS implementing partners at central and provincial level 

to regularly monitor and track the indicators and to achieve Ministry of Public Health as well as 

Reproductive Health objectives and goals. 

 

I would like to thank the Reproductive Health Directorate taking the lead of this initiative and the Working 

Group members (M&E Directorate, HMIS Department, UNICEF and JICA/RHP2 for the energy it put into the 

development of this important M&E guideline, I am confident that the RHD and its many partners as 

mentioned above will coordinate their efforts in implementing this guideline and will succeed in developing 

a strong partnership re improving the quality of health care services and access to reproductive and 

maternal, neonatal and child health services in entire country. 

 

 

Dr. Najia Tariq 

Deputy Minister for Health Care Services Provision 

Ministry of Public Health 
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1) BACKGROUND 

Afghanistan has made significant progress in rebuilding its health system, despite years of continuous 

conflict. The National Reproductive Health Strategy contributed to improving the health of the people of 

Afghanistan, especially women and children, through the implementation of the Basic Package of Health 

Services (BPHS) and the Essential Package of Hospital Services (EPHS) as the standard, agreed-upon 

minimum package of health care services to be provided at each level of the health system. Key health 

service statistics are now available from more than 85% of BPHS Health Facilities nation-wide through the 

National Health Management Information System, annual National Health Service performance 

assessments, and household surveys that provide information on service coverage and health outcomes. In 

addition, data on communicable diseases is now available through disease surveillance systems. Between 

2003 and 2012, the number of graduated midwives in Afghanistan increased from 467 to 3,001, according 

to the Afghan Midwifery Education and Accreditation Board report. In addition, there has been a gradual 

increase in the number of births attended by skilled birth attendants (SBAs). In 2006 the Afghanistan 

household survey showed that 19% of births were attended by SBAs, while the National Risk and 

Vulnerability Assessment 2011/2011 showed that 04% of women delivered with a skilled birth attendant.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The Goal of the MoPH and Reproductive Health Strategy is to improve the reproductive health status of 

families in Afghanistan through the provision of integrated reproductive health services in partnership 

with communities, development partners and the private sector. The National Reproductive Health 

Directorate (RHD) is aiming at reducing maternal and neonatal deaths and improving the quality of 

reproductive health. The RHD believes that Afghan families deserve the highest possible standards of 

reproductive health. Therefore, to work towards achieving its goal of making quality reproductive 

health services available to all families in Afghanistan, the M&E guideline is developed to guide the RHD 

in developing an implementation plan and annual work plans to address the reproductive needs and 

indicators progress in the country. In addition, is used as a guiding tool to the MoPH’, related ministries, 

donors, implementing agencies, the private sector and other partners to identify and track the progress 

of health relevant indicators as well as find out the gaps and take necessary action.  

 

The Reproductive Health Strategy includes Four main components: (1) Maternal and Neonatal Health; 

(2) Birth Spacing/Family Planning; (3) Breast and cervical cancer; (4) Sexually Transmitted Infections; and 

several other areas (Infertility and Obstetric Fistula) are included with a view to developing a strategic 

plan and taking initial steps to implement it during the next five years with the understanding that full 

implementation is a long-range goal. A number of cross cutting components were also identified such 

us Emergency Situations, Gender, Nutrition, Mental Health, Information Education 

Communication/Behavior Change Communication (IEC/BCC), Quality Assurance, Reproductive Health 

Research and Reproductive Health and the Private Sector. 
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INTRODUCTION: 

The Ministry of Public Health more emphases on M&E and commitment to evidence-based, participatory 

program planning and implementation can be seen in its extensive program of data collection, analysis, and 

interpretation. The MoPH’ has also invested in the development of a routine HMIS. Reporting from the 

provinces to the national level is required on a quarterly basis, which seemed a good compromise between 

the need for updated data at the national level, the burden of data collection and aggregation at the 

periphery. According to the established policy and strategy, stewardship role of ministry of public health, 

the regular monitoring and evaluation of the health system is one of the primary responsibilities. In order to 

fulfill this responsibility, the Ministry of Public Health has an obligation to monitor and evaluate its programs 

and their impact.  

Despite these and other advances, Reproductive Health Directorate is still far from its goal of making quality 

reproductive health care monitoring available at central and provincial level, The Reproductive Health 

Directorate (RHD) identifies a number of challenges and constraints that must be addressed if continued 

progress is to be made, including:  

 Proper provincial base monitoring, joint supportive supervision and systematic feedback and practical 

action plan follow up by all stakeholders (PPHD,PPHO and BPHS/EPHS implementing partners) from 

Public and Private Health Facilities 

 HMIS data (RH Indicators) reviewing and analyzing, dissemination in quarterly base as well as systematic 

reporting and feedback mechanisms both at Central and Provincial Level (PPHD,PPHO and BPHS/EPHS 

implementing partners)  

 Systematic usage of existing monitoring checklists (RH, NMC, HMIS etc) during field trip monitoring 

mission, feedback and proper follow up of findings (RHD, PPHD, PPHO and BPHS/EPHS implementing 

partners)  

 Analytical skills and knowledge to measure progress toward sources of available data utilize health 

sector relevant surveys or studies [ Multiple Indicator Cluster Survey (MICS), National Risk and 

Vulnerability Assessment (NRVA), Mortality and Morbidity surveys, health facility assessments including 

National Health Services Performance Assessment (NHSPA) and Catchment Area Annual Census 

(CAAC) ] routine HMIS, surveillance, including support for Maternal and Child deaths surveillance 

system in entire country  and other reports  in a systematic, integrated and timely manner. 

In light of aforementioned  challenges and existing system in MoPH’ and for the purpose of  systematic 

tracking of the Reproductive Health Indicators at central and provincial level, RHD initiated to develop this 

guideline for the further reviewing, analyzing  and ensure that reliable performance and outcome data are 

generated and used systematically and needs to exercise effective stewardship role of the MoPH’ and to 

contribute to the accomplishment of the goals and objectives of this directorate with due consideration of 

close collaboration and coordination of key line and relevant department. 

The purpose of this guideline is to assist in the coordination of monitoring and evaluation of RHD with 

Monitoring & Evaluation Directorate, CAH, PLD, CBHC, HMIS department, GCMU as well as other relevant 

department within the Ministry of Public Health (MOPH) and other national/international partners, to ensure 

that the RH indicators are systematically reviewed, analyzed and necessary action taken and intent on 



 
 

Page 10 of 58 
 

promoting a results-based culture as well as committed to implementing this guideline cooperatively with 

PPHDs, Provincial RH Officers, and our development partners, BPHS/EPHS implementing NGOs at central 

and provincial level and ensure that policy of evidence-based decision making is implemented through 

unique channel not a paralytic or vertical system. 

Goal: 

The goal of this M&E guideline is to ensure the quality of RH program/services at all levels, aims 

contribution to the accomplishment of the goals and objectives of the Reproductive Health policy and 

strategy.  

OBJECTIVES: 

The Reproductive Health Directorate relies on timely, valid and useful information on the status of the 

Maternal, Newborn and Child Health Indicators and performance of Reproductive Health to achieve 

Millennium Development goals and Services in order to: 

 To strengthening provincial base monitoring system joint supportive supervision from Health Facilities 

through close collaboration of PPHDs, Provincial RH officers as well as BPHS/EPHS implementing 

partners RH Officers along with systematic feedback and practical action plan follow up by all 

stakeholders 

 To make sure evidence-based decisions to improve the performance of health services and programs 

by BPHS/EPHS implementing partners and to establish and creating a system which the HMIS data (RH 

Indicators) reviewing, analyzing and disseminating in quarterly base, feedback and  corrective action 

plan provided base on overall findings through PPHDs Provincial HMIS and RH committees and central 

level as well 

 To Ensure the usage of existing monitoring checklists (RH, NMC, HMIS etc) and to make sure existing 

challenges identified, recommendations are considered and comprehensive and practical action plan 

prepared by provincial RH officers and BPHS/EPHS implementing partners against to every monitoring 

mission and follow up of findings with GCMU, PLO and Implementing Partners at central and 

provincial level  

 An RH M&E committee will be established at central and provincial level which will have one 

representatives from all of the involved departments and key stakeholders, this committee will ensure 

the implementation of quarterly monitoring plan the supervision; monitoring and evaluation 

instruments prepared by the individual departments as well as systematic review and follow up of 

monitoring mission reports from Health Facilities are in place 

 Regular utilize health sector relevant surveys or studies especially Multiple Indicator Cluster Survey 

(MICS), National Risk and Vulnerability Assessment (NRVA), Mortality and Morbidity surveys, health 

facility assessments including National Health Services Performance Assessment (NHSPA) and 

Catchment Area Annual Census (CAAC), routine HMIS, surveillance and (MNDSR) Maternal & Neonatal 

Deaths Surveillance and Response in a systematic, integrated and timely manner 

How to Use this Guideline  

The Reproductive Health M&E guidelines are developed to facilitate monitoring and evaluation of 

reproductive health program indicators at National, Provincial and Health Facility/Health Post levels. 
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The RH indicators are divided into five distinct categories namely input, process, output, outcome and 

impact. at the health facility level the input, process and output indicators should be used for monitoring 

and evaluation. Therefore, while monitoring and evaluating the performance of the reproductive health 

services at a health facility the input, process and output indicators mentioned in the guidelines should be 

used.  

As data in all health facilities are collected and reported on monthly basis therefore it should be ensured to 

calculate and properly display data of all RH indicators in every health facility on regular basis. Calculating 

and displaying the RH indicators on regular basis in a health facility will result in improving performance and 

promoting accountability among the health workers. Also, studies have shown that displaying performance 

indicator related data, positively effects the motivation among health workers.  

At the provincial level the data regarding some input, output indicators, and most of the outcome 

indicators should be collected, analyzed and displayed. As the data regarding outcome indicators are 

collected by different entities therefore it is the duty of the PRHO to coordinate with BPHS/EPHS 

implementing partners and other relevant entities to get and then analyzed the relevant data on quarterly 

basis. At the national level data regarding input, process, output, outcomes and impact indicators should be 

collected, analyzed and displayed. On quarterly and annual basis there should be review of performance of 

the RH programs using the listed indicators and the results should be shared with the provincial team as 

well as all relevant partners.  

2) KEY TERMS DIFFENATIONS: 

 

 

 

 

 

 

Health Facility & Health Posts Levels 

Provincial Level (Public & Private) 

Central Level (Public & Private) 

Monitoring is periodic collection and analysis of selected indicators to enable managers to determine 

whether key activities are being carried out as planned and are having the expected effect on the 

target population. 

Monitoring is the regular observation and recording of activities taking place in a project or program. 

It is a process of routinely gathering information on all aspects of the project; monitor is to check on 

how project activities are progressing. It is observation; systematic and purposeful observation. 

Monitoring also involves giving feedback about the progress of the project to the donors, 

implementers and beneficiaries of the project; Monitoring is a periodic assessment of the progress of a 

project towards achievement of its planned activities and results. 
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Monitoring Supervision 

a.  give emphasis to work   a.  put emphasis on worker 

b.  discover deviation b.  find causes of deviation and give solution 

c. Do not pass comments c.  pass comments and suggestions 

d. Scientific and systematic d.  Not systematic 

e. A monitor is not a supervisor e.  A supervisor is also a monitor 

Evaluation is the assessment at one point in time of the impact of a program/project or of a work and 

the extent to which stated objectives have been achieved. Evaluation is defined as the retrospective 

analysis of experience to assess the stated objectives of a project/program was achieved and to 

determine how and why the objectives were and were not achieved. An evaluation is usually more 

formal and systematic, since it concentrates specifically on whether the objectives of the 

program/project or a piece of work have been achieved, and what impact has made. 

 
Supervision is a managerial activity to influence supervisees so that they become more positively 

motivated and contribute fully towards the achievement of the objectives of the organization. 

Supervision is also a process or course of activities through which the supervisor administers and 

controls the subordinates so that they manage their tasks efficiently in order to achieve desired 

program goal. 

System Components 

Input ----------     Process---------    Output -------     Outcome------- Impact  

Input: Inputs are resources used to achieve outputs, the resources are like Personnel (staff available), 

Funds - Supplies:  drugs, vaccines, materials - Equipment, Logistics, Guidelines, protocol 

Process: The series of activities which converts inputs to outputs (Description of activities to be done 

during OPD consultation, antenatal care session, vaccination) 

Output: Services or products as a result of activities are output (Number of visits, Number of laboratory 

examinations, Number of children received vaccine)  

Outcome / Effect: Refers to target population responses (e.g., changes in behaviours, knowledge and 

skills), or improvements in system conditions (access to or quality of resources) that result from the use 

of goods and services provided by the project. A change in Knowledge, Skills and Attitude of women 

as a result of Health Education, A change in accessibility of community as a result of health facilities  

Impact: the changes or potential changes in one or more key areas: (Economic, Environmental, Social, 

Health and well-being) 
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Inputs Procès Output Outcome Impact 

Vaccinators, 

Training 

Vaccines 

Registration  

Vaccination 

Status 

Vaccination 

session are 

conducted  

Chaldéen are fully 

immunized 

Under one morbidity 

and mortality 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Indicators are a measurable or tangible signs that something has been done.  So, for example, an 

increase in the number of students passing is an indicator of an improved culture of learning and 

teaching.  The means of verification (proof) is the officially published list of passes. Or Indicator is 

indirect measure of an event or condition, Or Indicator: A measurable variable for indicating direct or 

indirect changes in status, effectiveness efficiency or work progress. 

Types of Indicators 

 Goals   Outcome & Impact indicators 

 Objectives Output indicators 

 Activities  Process indicators 

 Resources Input indicators 

 

Input indicators: Measures resources used to perform the activities (personnel, equipment, and money 

Process indicators: Measures activities/tasks performed by the different level of workers 

Outcome indicators: Measures the results/ effects of activities performed 

Impact indicators: Measure the ultimate impact of the activities performed on the health of target 

population) 

Data often refers to raw data and unprocessed information. Data may be administrative or clinical in 

nature – both are important and useful.  Administrative data helps to define the population and the 

services you deliver. Good’ data is data that accurately, reliably and consistently reflects what is really 

happening in the population or service that you are studying.  

1. Accuracy: Also known as validity. Accurate data are considered correct: the data measures what 

they are intended to measure.  

2. Reliability: The data generated by a program’s information system are based on protocols and 

procedures that do not change according to who is using them and when or how often they are 

used. The data are reliable because they are measured and collected consistently.  

3. Completeness: Completeness means that an information system from which the results are derived 

is appropriately inclusive. That the numbers reflect the complete list of persons or units.  

4. Timeliness: Data is timely when they are up-to-date (current), and when the information is available 

on time.  

5. Confidentiality: Confidentiality means that clients are assured that their data will not be disclosed 

inappropriately and that data in hard copy and electronic form are treated with appropriate levels 

of security (e.g. kept in locked cabinets and in password protected files.)  
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Statistics organizes and summarizes raw numerical data into information. Below are basic summary 

statistics which can be used to describe what is happening in your catchment population.   

Ratios, rates and percentages 

At health facility it is the easiest and simple way is going with absolute numbers rather then move to 

coverage, looking at population statistics. Below are some statistics terms which are commonly used. 

Simple counts and sums are just the beginning. Statistics such as ratios, rates, and percentages help 

you to standardize your data so that it is expressed in a meaningful way that can be readily compared 

with other data. 

A ratio is a fraction, expressed in its simplest terms, that describes two groups relative to one another. 

For example, the ratio of females to males in your study group may be 3 to 2, meaning that for every 

three females there are two males. In ratio, denominator is not part of the numerator.  

A rate is a ratio that describes one quantity in relation to a certain unit. For example in Catchment of 

Obe clinic there is 1000 couple and 200 of them use any kind of contraceptive method, it means out of 

100  of couples 20 of them are using contraceptive method in catchment of Obe clinic. With most 

types of data there are conventions relating to how rates are expressed. 

A proportion compares two groups but a percentage transforms that data by multiplying by 100. 

Ratios and rates may also be expressed as percentages, such as 60% females in relation to the above 

examples.  

Mean or average, The mean is the most commonly used measure of centre. It is calculated by adding 

up all the numbers in the dataset then dividing by the number of numbers in the dataset. A limitation 

of the mean is that it can be affected by ‘outliers’, that is, extreme values at either end of the scale, thus 

it may not be truly representative of the sample population. We use the following data set of 10 

numbers to illustrate the computations: 

19 21 20 20 34 22 24 27 27 27.       Then  

 

(19 + 21 + ... + 27)   

mean =  ———————— = 24.1 

  10   

 



 
 

Page 15 of 58 
 

 

 

 

 

 

 

 

3) DATA SOURCES  

In the HMIS there are five main sources of data. These include daily service statistics through HMIS forms 

and register, CAAC data, CSO population data, household survey data and the Balanced Score Card data, 

Other sources of data are illustrated in the below table. 

Source Purpose Level of Data Use 

(National, Provincial, 

Community) 

Timeline 

Household Survey 

using the Lot Quality 

Assurance Sampling 

methodology.  

Household survey using sampling 

methodology to measure and focus 

on health outcome indicators at 

district and provincial level. This 

survey has been institutionalized 

within the MoPH’ and is used by the 

MoPH’ to monitor the performance 

of NGOs and contracted out services 

at outcome level.  

Community Based 

Household Survey 

Generally bi-annual 

and project 

determined   

Balanced Score Card 

(BSC) 

External assessment of health 

facilities services at BPHS and EPHS 

levels for planning purposes.  

National & Provincial Annually 

CAAC  

Catchment Area 

Annual Census 

Is a national annual catchment area 

population census conducted by 

health posts and health facilities to 

determine the number of people 

who require health services within 

their health post and health facility 

catchment area. This assists with 

setting specific targets for health 

Health Post, Health 

Facility, Province and 

National  

Annually 

Using ratios, rates and percentages/proportion to make comparisons 

Ratios, rates and percentages are also useful when it comes to comparing datasets. For example, you 

might want to compare populations within your health service to see where problems lie, or you 

might want to make comparisons before and after a health service intervention.  

Be careful when interpreting and using percentages. You can’t assume that when a large percentage 

increase is reported that the result is a large or significant one. For example, a rare event or disease 

may be reported to increase by a large percentage but, given the small numbers involved, this impact 

might not be as meaningful as it seems by looking at the percentages alone. It is therefore important 

to consider both the actual numbers and the percentages when interpreting your data. 
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Source Purpose Level of Data Use 

(National, Provincial, 

Community) 

Timeline 

post and health facility activities. This 

census conducted in areas where 

there are active CHWs and direct 

catchment area (around HF where 

no CHW is needed, because of 

better access) of a health facility.  

HMIS Data Routine service data statistics All levels Monthly/Quarterly 

National Monitoring 

Checklist (NMC)  

Monitor project performance against 

intended results 

All levels Quarterly 

 

1. Reproductive-Age Mortality Survey (RAMOS), in which all female deaths in the reproductive period 

are identified and classified, using both traditional and untraditional sources of information to find 

deaths, such as cross-sectional household surveys, continuous population surveillance, hospital and 

health-centre records and key informants. 

2. Direct Estimation, in which questions are asked about maternal deaths in a household during a recent 

interval of time, say 1–2 years. These questions are asked in the context of a household survey or a 

census of all households. RAMOS and direct estimation provides up-to-date estimates of the MMR, 

however both require large sample sizes and are usually both time-consuming and costly to conduct. 

 

4) HEALTH INDICATORS: 

Health indicators are measures of performance that can be used to better understand the position of the 

population describe a problem: how often it occurs, when and where it occurs, and who is affected by it.  A 

health indicator can also be a characteristic of an individual, population, or environment which is subject to 

measurement (directly or indirectly) and can be used to describe one or more aspects of the health of an 

individual or population. So an indicator can be an exact number like or it could be a percentage with a 

numerator and a denominator.  

Indicators are developed by collecting data and then expressing that data in the form of mathematical 

formulas or through tables and graphs. The formula comprises a numerator (what is observed) and a 

denominator (the reference).The indicator may be expressed in terms of, for example, the proportion of the 

population affected by a certain event or condition, the percentage of people attending a particular event, 

or the rate of a condition or event occurring within a given population. Indicators are therefore useful for 

diagnosing a current situation, comparing the characteristics in a given population or a process to others, 

or evaluating variations in the occurrence of an event or characteristic. To investigate and compare the 



 
 

Page 17 of 58 
 

extent of any problem, it is necessary to know the size of the source population and the time period during 

which the data were collected. Hence statistics are usually expressed in terms of ratios, proportions or rates. 

List of RHD Program Indicators (RH Strategy 2012-2016) 

No. Indicators Definitions Baseline Targets 

Process Indicators  

1 Number of health facilities 

providing basic EOC1      

Number of facilities with functioning 

basic essential obstetric care per 

500,000 population 

8301 1,000 

2 Number of health facilities 

providing comprehensive EOC1   

Number of facilities with functioning 

comprehensive essential obstetric 

care per 500,000 population 

811  110 

 

Output Indicators  

3 Percentage of health facilities 

with a skilled birth attendant1   

Percentage of health facilities with at 

least one skilled birth attendant 

681 80% 

4 Percentage of health facilities 

with at least three modern FP 

methods1 

Availability of at least three modern 

FP methods in the health facilities 

81%1 100% 

5 Couple Year Protection1 Protections provided by family 

planning services during a one-year 

period  

23.21 40% 

6 Percentage of deliveries at 

health facilities1  

Percentage of deliveries occurring in 

the health facilities in a specific time 

32.4%2 45% 

Outcome Indicators  

7 Coverage of deliveries attended 

by SBA2, 

Proportion of births attended by 

skilled health personnel 

34%2  50% 

 

8 Access to RH services4 Total of population within one hour’s 

walking distance from a BPHS health 

facility 

57.4%3  75% 

9 Percentage of caesarean 

sections out of all births3 

Caesarean section deliveries as 

percentage of all deliveries 

5%2  10% 

10 Percentage of women receiving 

four ANC visits3 

Proportion of women attended, four 

times during their pregnancy, by 

skilled health personnel for reasons 

16.1%2   30% 

                                                           
1
 Health Management Information System (HMIS) 

2
 Afghanistan  Mortality Survey (AMS)  

3
 National Risk and Vulnerability Assessment (NRVA), 2007–2008   
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List of RHD Program Indicators (RH Strategy 2012-2016) 

No. Indicators Definitions Baseline Targets 

relating to pregnancy 

11 Percentage of pregnant women 

receiving TT2+1 

Coverage of tetanus toxoid (two 

doses) among pregnant women 

50.2%2  80% 

12 Modern contraceptive 

prevalence rate3 

 

Proportion of women of reproductive 

age who are using (or whose partner 

is using) a contraceptive method at a 

given point in time 

20 %2  40% 

Impact Indicators  

13 Maternal Mortality Ratio2  Number of maternal deaths per 

100,000 live births 

3272  317 

14 Total Fertility Rate3 Number of births a woman would 

have by the end of her reproductive 

life if she experienced the currently 

prevailing age-specific fertility rates 

from age 15 to age 49  

53  4.5 

 

4.1) Reproductive Health Program Monitoring Indicators 

Indicators generally are regarded as markers of health status, service provision or resource availability, and 

are designed to enable the monitoring of service performance or program goals. Indicators are regarded 

as indicative or suggestive of problems or issues that requires an action. Thus, the reproductive health 

indicators listed and discussed in subsequent sections are markers of reproductive health status, service 

provision or resource availability, and are designed to enable the monitoring of service performance or 

reproductive health program goals.  A list of national reproductive health indicators, with their respective 

category, data sources and frequency of measurement are shown in the table below. In the subsequent 

sections the indicators are defined and discussed in a detail 

IMPACT INDICATORS 

No Name of 

Indicator 

Definition Measurement Frequency Data 

Source 

Numerator Denominator 

1 Maternal 

Mortality Ratio 

(MMR) 

Number of maternal 

deaths per 100,000 

live births 

All maternal deaths 

occurring a period 

(usually a 

year)*100,000 

All  live births in 

occurring in the 

same period of time 

Every 5-10 

Years 

AMS & 

RAMOS 

2 Neonatal 

Mortality Rate 

Number of infant 

deaths up to 28 days 

after delivery per 1000 

All infant deaths 

occurred up to 28 

days after delivery 

All live births in the 

same period of time 

Every 5-10 

Years 

AMS, 

MICS, 



 
 

Page 19 of 58 
 

IMPACT INDICATORS 

No Name of 

Indicator 

Definition Measurement Frequency Data 

Source 

Numerator Denominator 

(NMR) live births  in a specified 

period (usually a 

year) *1000 

NRVA 

3 Perinatal 

Mortality Rate 

(PNMR) 

Number of perinatal 

deaths per 1000 total 

births  

All perinatal deaths 

occurring a period 

(usually a 

year)*1000 

All births in the 

same period of time 

Every 5-10 

Years 

AMS, MICS 

4 Crude Birth Rate 

(CBR) 

The number of births 

per 1,000 

population during a 

specified period 

Number of births 

in a given year 

*1,000 

Midyear population 

in same year 

Every 5-10 

Years 

CSO, AMS 

5 Total Fertility 

Rate (TFR) 

The number of births a 

women would have by 

the end of her 

reproductive life if she 

experienced the 

currently prevailing 

age-specific fertility 

rates (ASFR) from age 

15 to 49 years  

Sum of the seven 

ASFRs (for 5-year 

age  groups: 15-19; 

20-24; 25-29; 30-

34; 35-39; 40-44; 

45-49)*5 

1000 Every 5-10 

Years 

AMS, 

RAMOS, 

NRVA 

6 Adolescent Birth 

Rate  

Number of live births 

per 1000 women aged 

15-19 years  

Number of live 

births occurred to 

women aged 15-19 

years in a period of 

time × 1000 

Total number of 

women aged 15-19 

years in the same 

period of time 

Every 5-10 

Years 

AMS 

Maternal Mortality Rate (MMR):  

Maternal mortality ratio is widely acknowledged as a general indicator of the overall health of a population, 

of the status of women in society and of the functioning of the health system. this indicator shows the 

magnitude of the problem of maternal death in given setting, and can act as a stimulus for action. 

Therefore, it is a useful for advocacy purposes, in terms both of drawing attention to broader challenges 

faced by health ministry and challenges faced by the reproductive health department or directorate. Also, 

reliable estimates of MMR at national and sub-national level help in setting health care priorities. For 

example, a low MMR of 50–250/100,000 point to problems of quality of care during labor/delivery, while 

higher MMR of >250 is suggestive of problems of access to labor/delivery services besides problems in 

quality of health services4.   

                                                           
4 Campbell O et al. Lessons learnt: a decade of measuring the effects of safe motherhood programs. London, London School of 

Hygiene & Tropical Medicine, 1997 
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¶ Maternal death is the death of a woman while pregnant or within 42 days of termination of pregnancy, 

irrespective of the duration and the site of the pregnancy, from any cause related to or aggravated by 

the pregnancy or its management, but not from accidental or incidental causes5.  

¶ Live birth is the complete expulsion or extraction from its mother of a product of conception, 

irrespective of the duration of the pregnancy, which, after such separation, breathes or shows any 

other evidence of life, such as beating of the heart, pulsation of the umbilical cord, or definite 

movement of voluntary muscles, whether or not the umbilical cord has been cut or the placenta is 

attached; each product of such a birth is considered live born6. 

Calculation:  

MMR can be calculated using the below mentioned equation; 

MMR=      Total maternal deaths in the specified period of time × 100,000 

                Total number of live births in the same period of time     

However, while calculating and interpreting MMR it important to : (1) consider the absolute numbers of 

maternal deaths and live births, in order to calculate the precision of MMR; (2) the definition of the 

numerator; (3) the reference year and time period for MMR; (4) the delimitation of the area or population 

subgroups to which the data refer; (5) the data sources used, and whether these are the same for the 

numerator and the denominator; and (6) the quality of the data.   

Data Sources and Data Collection Methods:  

Different data sources are used to calculate MMR however vital registration, health facility based data and 

population based surveys or surveillance are three most commonly used sources of data to calculate MMR.  

In Afghanistan due to lack of a proper vital registration system and limitations of health facility based data, 

population surveys are used to calculate MMR. For example the most recent of MMR (327/100,000) is 

derived from Afghanistan Mortality survey which was conducted in 2010 and the previous MMR estimate 

(1600/100,000) was derived from a study done 2002. As large sample sizes are required to estimate MMR, 

which has huge field costs therefore MMR is calculated every 5-10years in Afghanistan. 

Limitations of Use:  

MMR reflects the level of obstetric risk in a population. By itself, this indicator cannot reveal the reasons for 

the level, or indeed how to reduce maternal mortality. Additional information, using different sources and 

methods, quantitative and qualitative is needed in order to take effective action.  

Total Fertility Rate (TFR): 

The TFR is one of the commonly used demographic indicators. It is closely associated with contraceptive 

prevalence and other indicators of reproductive health such as the maternal mortality ratio. It is a useful 

indicator of population momentum and is also used as a proxy measure for the success of family planning 

                                                           
5 Making pregnancy safer: the critical role of the skilled attendant. A joint statement by WHO, ICM and FIGO. Geneva, World 

Health Organization, 2004. 
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services. The TFR is also often used as a measure of poor physical reproductive health, since high parity (>5 

births) represents a high risk of maternal morbidity and mortality. 

 

In order to understand the different aspects of TFR and its use a impact indicator, there is a need to 

become familiar with the following definitions:  

 Total Fertility Rate (TFR) is the number of births a woman would have by the end of her reproductive 

life if she experienced the currently prevailing age-specific fertility rates from age 15 to 49 years. TFR is 

expressed as fertility rate per woman 

 Age-specific fertility rates (ASFR) are defined using the number of women in each age group and the 

number of births to women in that age group. ASFR is expressed as fertility rate per 1000 women.   

 Child Bearing Age (CBA) women refer to all women aged 15–49 years. In some estimates from 

censuses and surveys, the upper age is taken as 44 years and the last age group is thus 40–44 years. 

More recently, it has been recommended that total fertility rates be shown both by age 15–44 and by 

age 15–49 years, especially when survey data are used. Commonly the number of births to girls under 

15 years of age is added to the 15–19-year age group and those to women over 49 years are added 

to the 45–49-year age group. 

Calculation:  

TFR can be calculated using the below mentioned equation; 

TFR (per women) =    Sum of all ASFRs × 5 1,000   

As shown in the above equation, it is required to calculate ASFRs initially in order to calculate TFR and we 

require some basic information to generate ASFRs which is: 

A. Number of women in given age group, and  

B. Number of births to women in a given age group 

 Both the number of women and the number of births data are generally expressed as five year age 

groupings from 15–19 to 45–49 years of age. 

Then number of births to women in a given age group (B), is divided by number of women given age 

group (A). This in turn multiplied by 1000 to yield age-specific fertility rates. The number of births, number 

of women and age groups of female population in 1973 in Philippines is shown in table below 

(demographic survey data). The table also shows the ASFR for each group.  

Table 1.  Number of Births and Number of Women in 1973 in Philippines 

Age Group Number of  Births Number of Women ASFR 

15-19 120,792 215,7000 56 

20-24 396,036 173,7000 228 

25-29 414,042 137,1000 302 

30-34 307,664 114,8000 268 

35-39 202,036 95,3000 212 
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40-44 77,100 77,1000 100 

45-49 18284 653 28 

 

Data Sources & Data Collection Methods:  

TFRs are calculated from the ASFRs. Data for ASFRs may be derived from three main sources, namely vital 

registration (on births only), population censuses and population-based surveys. In Afghanistan as vital 

registration is incomplete and population censuses are nonexistent therefore TFR is derived from 

population-based surveys. It is worth remembering that in countries like Afghanistan which are having rapid 

fertility transition it is helpful to calculate TFRs every 5 years, while in other countries it is recommended to 

calculate TFRs every 10 years7.  

Prenatal Mortality Rate (PNMR):  

Prenatal mortality rate is a good summary measure for comparing pregnancy and childbirth outcomes 

across populations or institutions and over time. It is based on the idea of combining stillbirths' data and 

early neonatal deaths' data. The logic behind combining the two data was that, factors responsible for early 

neonatal deaths and stillbirths have more uniformity as compared less uniformity that exists among the 

factors responsible for early neonatal deaths and child deaths8. Another advantage of combining the two 

data is that it avoids misclassification of early deaths of live born infants as stillbirths, which would result in 

underreporting of early deaths. 

Before understanding the different aspects of prenatal morality rate it important to the review some of the 

basic definition which are: 

 The prenatal period commences at 28 completed weeks of gestation (the time when birth weight is 

normally 500 g), and ends at seven completed days after birth. 

 Prenatal mortality rate is the sum of the number of fetal deaths of 28 or more weeks gestation plus the 

number of resident newborns dying under 7 days of age in a specified geographic area (country, state, 

county, etc.) divided by the sum of the number of resident live births plus the number of resident fetal 

deaths of 28 or more weeks gestation for the same geographic area (for a specified time period, 

usually a calendar year) and multiplied by 1,000*. 

 Stillbirths a baby born with no signs of life at or after 22 weeks' gestation. 

Calculations: 

Prenatal mortality rate can be calculated using the below mentioned equation; 

PNMR=      Early Neonatal Deaths + Stillbirths       × 1,000 

Total number of Births     

                                                           
7 WHO, Reproductive health indicators : guidelines for their generation, interpretation and analysis for global monitoring, 2006.  

8 Macfarlane A, Mugford M. Birth counts. Statistics of pregnancy and childbirth. London, The Stationery Office, 2000. 
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AMS have documented that 402 fetal deaths and 409 early stillbirths, among a total of 19,489 pregnancies. 

Using the equation above we can calculate prenatal mortality rate as; 

   Prenatal Mortality Rate=      402+409    × 1,000   = 41.6 

   19,489 

As shown above the overall prenatal mortality rate of 42 per 1,000 pregnancies9.  

Data Sources and Data Collection Methods:  

Prenatal mortality rates are derived by combing data of fetal deaths, early neonatal deaths and dividing it 

by the number of births. Data for the fetal, early neonatal deaths and total number of births may be derived 

from three main sources, namely vital registration, population censuses and population-based surveys. In 

Afghanistan as vital registration is incomplete and population censuses are nonexistent therefore prenatal 

mortality rates are derived from population-based survey. 

Crude Birth Rate (CBR): 

Crude birth rate is the simplest measure of fertility. CBR is considered a "crude" measure of fertility as the 

denominator consists of all population, including population which is not a risk of giving birth i.e. women 

who are not a in child bearing ages and men. Also CBR is not good for comparing fertility across 

populations (across countries, across regions or across provinces), as variations in age distribution of the 

populations being compared will affect the birth rate.  

CBR   =      Number of live births in a year    × 1,000 

Total mid Year Population  

In the year 1999, the total number of live births was recorded as 1,106,953 and the total midyear 

population was recorded as 22,804,973 for the African country Uganda. The CBR will calculate as; 

  CBR    = 1,106,953  × 1,000   

               22,804,973 

Thus the CBR of Uganda was calculated to be 48.5 per 1000 population in the year 1999. 

The AMS shows a CBR of 35.6 per 1000 population for the three years preceding the survey i.e. 2010.  

Data Sources and Data Collection Methods:  

Data for the total number of births may be derived from three main sources, namely vital registration, 

population censuses and population-based surveys while data total midyear population is obtained from 

censuses data. In Afghanistan as vital registration is incomplete and population censuses are nonexistent 

therefore crude births rates are derived from population-based survey. However, it worth remembering 

that in order to calculate CBR accurately there is a need of a complete and accurate vital registration 

system.  

                                                           
9 AMS used the number of pregnancies of 7+ month’s duration as a denominator instead of total number births as shown in the 

equation. 
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Neonatal Mortality Rate (NMR): 

Neonatal mortality especially the early neonatal mortality is closely associated with events occurring during 

pregnancy and with maternal health while post-neonatal mortality is generally associated with socio-

economic and environmental factors10. Therefore, NMR is measure of both maternal and new born health 

outcomes. In addition NMR is a key outcome indicator for newborn care and directly reflects prenatal, 

intrapartum, and neonatal care. The NMR differs from the prenatal mortality rate in that it focuses only on 

deaths among live births and covers a longer period after birth. Information on live births is generally 

thought to be easier to obtain than information on non-live births and is more widely available, because 

many population-based surveys such as the DHS typically only collect information on live births. 

Calculation: 

Neonatal mortality rate can be calculated using the below mentioned equation;  

NMR   = Number of infant deaths up to 28 days after delivery in specified period of time    × 1,000 

Total number of births in same period of time 

Data Sources and Data collection methods: 

Data to calculate NMR can be obtained from vital registration, population-based surveys, and health facility 

data. If data on the numbers of live births for the denominator are unavailable, it can be calculated from the 

total estimated live births using census data in a specified. Health facility data may collect data for this 

indicator to obtain estimates of the NMR for health facilities. Health facility data are not recommended for 

estimating the NMR for the general population, because many neonatal deaths and live births occur 

outside the health system, which will cause substantial selection bias. 

Adolescent Birth Rate (ABR):  

The adolescent birth rate (ABR) measures the annual number of births to women 15 to 19 years of age per 

1,000 women in that age group. ABR is an important indicator used for maternal health, it shows the 

burden of fertility among adolescent girls aged 15-19 years. However, it is important to note that ABR only 

takes into account live births, and does not address stillbirths or spontaneous or induced abortions, which 

are important factors of the full spectrum of the burden of teen pregnancies (age 15-19 years). It represents 

the risk of childbearing among adolescent women 15 to 19 years of age.  

Calculations: 

ABR can be calculated using the below mentioned equation; 

ABR   = Number of births to women aged 15-19 years in period of time (one year)    × 1,000 

Total number of women in age group 15-19 years 

As shown in the Table1(showing number of births and number of women in different age groups- census 

data from 1973 of Philippines) that total number of women in age group 15-19 years is  215,7000 and total 

number of births in the same age group is reported to 120, 792. 

Now using the above mentioned equation we can calculate ABR as; 

                                                           
10

 Ilyas et al; Public Health and Community Medicine. 2006.pp-101.  
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 ABR   =   120,792     × 1,000  = 56 

215, 7000 

This shows that in the 1973 the adolescent birth rate is 56 per 1000 adolescent Filipino women. 

Data Sources and Data Collection Methods: 

Adolescent birth rate can be calculated using data from vital registration, census data and population based 

surveys. However, in Afghanistan lack of proper vital registration system where the coverage of that system 

is lower than 90 per cent of all live births, the adolescent birth rate is obtained from population based 

survey data. The adolescent birth rate is generally computed as a ratio. The numerator is the number of live 

births to women 15 to 19 years of age, and the denominator an estimate of exposure to childbearing by 

women 15 to 19 years of age.  

OUTCOME INDICATORS 

No Name of 

Indicator 

Definition Measurement Frequency Data Source 

Numerator Denominator 

1 Contraceptive 

Prevalence Rate 

% of women or their 

partners using a 

contraceptive method 

at a particular point 

in time 

Number of CBA 

women who are 

using or whose 

partner are using a 

contraceptive 

method at a given 

point in time × 100 

Total number of 

CBA women at 

same period of time 

Every 5-10 

Years 

AHS, AMS 

2 Unmet need for 

family planning 

Proportion of married 

women 15ï49 years 

who do not want any 

more children during 

the next two years 

but are not using any 

method of 

contraception 

Defined in the 

survey methodology  

Defined in the 

survey methodology 

TBD Survey 

3 Low birth weight 

prevalence 

% of live births of 

newborns weighing 

less than 2,500 grams  

Number of live born 

babies who weigh < 

2500 grams in a 

period of time × 100 

Total number of live 

births in the same 

period 

Every 5-10 

Years 

AMS, NRVA, 

MICS 

4 Prevalence of 

anemia in 

pregnant women 

% of screened 

women with Hb. 

<10gm/dl 

Number of pregnant 

women with Hb. 

levels <10gm/dl 

during a specific 

period of time × 100 

Total women screen 

for Hb. during the 

same period of time 

Every 5-10 

Years 

Survey 

5 TT Coverage  % of pregnant 

women who received 

two doses of TT 

Number of pregnant 

women who 

received TT 

vaccination in a 

specified period of 

time × 100 

Total number of 

pregnant women in 

the same period of 

time 

Every 1 Year HMIS, MICS 
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OUTCOME INDICATORS 

No Name of 

Indicator 

Definition Measurement Frequency Data Source 

Numerator Denominator 

6 Knowledge about 

danger signs of 

pregnancy 

% of women 

knowing at least 3 

danger signs of 

pregnancy  

Women knowing at 

least three danger 

signs of pregnancy 

complications in a 

specified period of 

time × 100 

Total number of 

pregnant women in 

same period of time 

Every 1 to 3 

Years 

HHS 

7 Prevalence of 

Infertility 

% of CBA women, at 

risk of pregnancy, 

who report trying for 

pregnancy for two 

years or more  

Number of CBA 

women, at risk of 

becoming pregnant, 

who have reported 

trying 

unsuccessfully for a 

pregnancy for two 

years or more × 100 

Total number of 

CBA women in the 

same period of time  

TBD Survey 

8 Knowledge about 

HIV and STI 

prevention  

% of young men and 

women age 15ï24 

years (the at-risk 

group) who have 

correct 

comprehensive 

knowledge of 

STI/HIV prevention 

Number of young 

men and women age 

15-24 years who 

correctly identify 

the ways of HIV 

transmission and 

reject major  

misconceptions 

about HIV 

transmission × 100 

Total number of 

young women and 

men age 15-24 

years  

TBD Survey 

9 Cervical Cancer 

Screening  

% of women of CBA 

women screened for 

cervical cancer 

during the past five 

years 

Number of CBA 

women screened for 

cervical cancer for 

the past 5 years  

Total number of 

CBA women during 

same period of time 

TBD Survey 

Contraceptive Prevalence Rate (CPR): 

Contraceptive Prevalence Rate (CPR) is defined as the proportion of women of reproductive age who are 

using (or whose partner is using) a contraceptive method at a given point in time. CPR is a useful indicator 

for measuring utilization of contraceptive methods.CPR can be used as an indicator to assess 

coverage/access and the quality of family planning/birth spacing services.  

Calculations:  

CPR   =    Number of CBA women at risk of pregnancy who are using (or whose partner is using) a 

contraceptive method at a given point in time × 100 

 Number of women of reproductive age at risk of pregnancy at the same point in time 

The Afghanistan Mortality Survey, 2010 documents a contraceptive prevalence rate of 31% for modern 

methods in urban areas, and a CPR of 17 % in rural areas of Afghanistan.  
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Data Sources and Data Collection Methods:  

Population-based sample surveys provide the most comprehensive data on contraceptive practice since 

they show the prevalence of all methods including those that require no supplies or medical services. 

Measures of contraceptive prevalence are usually derived from interviews with representative samples of 

women of reproductive age. In many surveys, questions on current contraceptive use are confined to 

married women, including those in consensual unions where such unions are common. Estimates may also 

be obtained by smaller-scale or more focused surveys and by adding relevant questions to surveys on 

other topics (e.g. health program prevalence or coverage surveys). 

Prevalence of Low Birth Weight: 

Low birth weight (LBW) is strongly associated with infant morbidity and mortality. Therefore, an increase in 

the incidence of low birth weight results into higher prenatal, neonatal and infant mortality, while a 

decrease in the incidence of LBW is associated with a decrease in prenatal, neonatal and infant mortality. 

The rate of LBW is a rough summary measure of many factors, including maternal nutrition (during 

childhood, adolescence, pre-pregnancy and pregnancy), lifestyle (e.g. alcohol, tobacco and drug use) and 

other exposures in pregnancy (e.g. infectious diseases and altitude). Before discussing the different aspects 

of LBW rate, it is needed to review some of the commonly used definitions; 

Birth weight is the first weight of the infant obtained after birth11. For live births, birth weight should 

preferably be measured within the first hour of life before significant postnatal weight loss has occurred, 

with measurement accuracy of at least 10 gram, and a correct reading technique.  Low birth weight (LBW), 

is the weight of a new born less than 2500 g (up to and including 2499 g)12. 

Calculations: 

The rate of LBW can be calculated using the below mentioned equation; 

LBW rate   = Number of live born babies who weigh less than 2500 g  × 100 

 Total Number of live births  

Data Sources and Data collection Methods: 

The main sources of information on LBW are derived from routine health facility data or population-based 

surveys. Birth weight is usually not collected through the vital registration system or at census. 

Prevalence of Anemia: 

The percentage of women of reproductive age screened for hemoglobin levels who have levels below 11 

g/dl (pregnant women) and 12 g/dl (non-pregnant women), is a proxy indicator used to measure the 

general nutritional status of women and can be used as a direct measure of health status, since anemia is 

directly injurious to health and is an important contributor to morbidity and mortality. This indicator can be 

used: 

¶ To determine the prevalence of anemia and iron deficiency in the community; 

¶ To identify high-risk or highly affected populations for intervention; and, 

¶ To monitoring and evaluating progress in an iron-deficiency prevention or treatment programs;  

                                                           
11 ICD-10. International statistical classification of diseases and related health problems: 10th revision. Geneva, World Health Organization, 1992. 
12

 ICD-10. International statistical classification of diseases and related health problems: 10th revision. Geneva, World Health Organization, 1992. 
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Before discussing the different aspects related to the indicator there is a need to review some basics 

definition; Anemia, is a disorder characterized by a blood hemoglobin concentration lower than the defined 

normal level, and is usually associated with a decrease in the circulating mass of red blood cells. Nutritional 

anemia is by far the most common type of anemia worldwide, and mainly includes iron, folate and vitamin 

B12 deficiencies. Anemia can cause death as a result of heart failure, shock or infection due to impaired 

capacity to support vital functions. however, identify the population that is likely to be deficient. For non-

pregnant women this level is considered to be below 12g/dl, and for pregnant women below 11g/dl. 

Calculations: 

The indicator can be calculated using the below mentioned equations; 

Prevalance of Anemia   =  Number of women of reproductive age screened for Hb. levels  

    Who have levels below 11 g/dl (pregnant women) and 12 g/dl  
    (Non-pregnant women) during a specified period x 100 

 
    Total number of women of reproductive age screened for  

    Hb.  Levels during the specified period 

Data Sources and Data Collection Methods: 

Special population surveys are conducted to assess the anemia in community, anemia prevalence can be 

calculated from health facility data however the data will not be a representative data of the whole 

population. 

Prevalence of Infertility: 

The prevalence of infertility as a measure of reproductive morbidity is a useful marker of progress towards 

improved reproductive health.  The prevalence of infertility is defined as, the percentage of CBA-women at 

risk of becoming pregnant (not pregnant, sexually active, not using contraception and not lactating) who 

report trying for a pregnancy for two years or more. This indicator is used to measure the level of infertility 

in a community. Infertility can be caused; (1) by genital tract infections, (2) congenital errors of 

reproduction, and (3) hormonal factors. Studies have shown that in all populations, less than 5% of infertility 

can be expected to be due to inherent reproductive abnormalities. However, many countries have high 

secondary infertility rates due to complications of sexually transmitted infections (STI). 

Calculations: 

The prevalence of anemia can be calculated using the given below equation; 

Prevalence of Infertility   =   Number of women of reproductive age (15–49 years) at risk of    

    becoming pregnant (as defined above) who report trying unsuccessfully   

     for a pregnancy for two years or more        x100 

    Total number of women of reproductive age at risk of becoming    

      pregnant
* 

*Note: Another denominator that could be used is άall women of reproductive ageέ, which is more appropriate in 

countries with high levels of fertility and almost universal marriage than in countries with a high proportion of periodic 

voluntary childlessness and unmarried people. 
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Data Sources and Data Collection Methods: 

Data for this indicator can be collected using community based survey, in which women and their partners 

are asked specifically about sexual practices, contraceptive use, previous births, lactation, etc. 

Knowledge about STI/HIV Prevention: 

Knowledge about preventive practices of STI/HIV is a prerequisite for behavioral change. The indicator 

consists of correctly identifying HIV/STI prevention practices, with the underlying rationale that improved 

knowledge of such practices is a precondition to behavioral change. The notion that correct knowledge on 

prevention would lead to behavioral change however in many settings, indicators of correct knowledge 

have risen dramatically without corresponding declines in risk-taking behavior. The indicator used for 

knowledge can be defined as, the percentage of survey respondents who correctly identify all three major 

ways of preventing sexual transmission infection and sexual transmission of HIV, and who also reject all 

three major misconceptions about STI/HIV transmission or prevention. 

The three major ways of preventing sexual transmission of HIV are: (a) having no penetrative sex; (b) using 

a condom; and (c) limiting sexual activity to one faithful, uninfected partner. The three major 

misconceptions about HIV transmission or prevention are: (a) not understanding that a healthy-looking 

person can carry the AIDS virus; and (b) and (c) two other major misconceptions to be determined in the 

local cultural context. 

Calculations: 

The knowledge about STI/HIV prevention can be calculated using the below mentioned equation; 

Knowledge about STI/HIV prevention =   Number of survey respondents (women and men) who correctly  

      identify all three major ways of preventing sexual transmission of  

      HIV/STI, and who also reject all three major misconceptions about  

      HIV transmission or prevention x  100 

      Total number of respondents included in the survey 

This indicator is a composite of two major sets of questions: those on correct knowledge and those 

concerning incorrect knowledge or misconceptions. In calculating the estimates (for women and men), all 

survey respondents age 15–49 years are included in the denominator; only those who satisfy the definitions 

for complete knowledge and lack of misconceptions are included in the numerator. 

Data Sources and Data Collection Methods: 

The principal source of information on knowledge of HIV prevention has been population-based household 

surveys. Any well-designed and implemented population-based survey of sufficient size can potentially yield 

high-quality data on this subject. As part of a collaborative effort to standardize indicators and instruments 

for monitoring and evaluating HIV prevention programs and to provide uniform, internationally-consistent 

data using a conventional household survey  approach, the following instruments were created by: (1) 

UNAIDS/MEASURE Evaluation General Population Survey; and (2) HIV/AIDS module of the Demographic 

and Health Surveys13. 

                                                           
13

http://www.measuredhs.com, accessed 27 September, 2013. 
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Tetanus Toxoid Vaccination Coverage: 

Tetanus toxoid (TT) injections are given during pregnancy to prevent neonatal tetanus, a major cause of 

death among infants. For full protection, a pregnant woman should receive at least two doses during each 

pregnancy. If a woman has been vaccinated during a previous pregnancy or during maternal and neonatal 

tetanus vaccination campaigns, however, she may only require one dose for the current pregnancy. Five 

doses are considered to provide lifetime protection. In order to measure the coverage of TT among 

pregnant women the indicator, Percentage of pregnant women who received two doses of TT is used. This 

indicator can be used to measure the maternal and child health outcomes, and also can be used as proxy 

indicator to measure the quality of antenatal care services.  

Calculations:  

TT Coverage =                     Number of pregnant women who received TT vaccination in  

    a specified period of time × 100 

     Total Number of Pregnant women in the same period of time 

The AMS-2010 estimates the percentage of women age 12-49 with a live birth in the five years preceding 

the survey whose last birth was protected against neonatal tetanus. The survey data shows that 60% of 

mothers in the five years preceding the survey were protected against neonatal tetanus. Also the data 

shows that 50% of mothers have received two or more tetanus injections during their last pregnancy. 

Data Sources and Data Collection Methods: 

Both population based surveys and facility based data can be used to calculate the coverage of TT 

vaccination among pregnant women.  

Limitations of Use: 

The data collected to calculate this indicator is prone to reporting biases.  

Knowledge about Danger Signs of Pregnancy:  

Pregnancy complications are an important source of maternal and child morbidity and mortality. Thus 

counseling pregnant women about the danger signs associated with pregnancy and educating them about 

appropriate action to be taken when complications occur are essential components of ANC. The indicator 

used measure the awareness level of women about danger signs of pregnancy is defined as, percentage of 

women knowing at least 3 danger signs of pregnancy. The indicator can also be used as a proxy indicator 

for quality of ANC counseling, ANC services, quality of health education services. The danger signs of 

pregnancy complications are: (1) Vaginal Bleeding After Delivery; (2) Severe Headache with Blurred Vision; 

(3) Excessive Swelling of Hands, Feet and Face; (4) Fever after Delivery of the Baby; (5) Prolonged Labor 

(more than 12 hours); (6) Seizures/Fits; (7) Severe Abdominal Pain.  

Calculations: 

TT Coverage =    Number of women knowing a least three danger signs of pregnancy and its  

 complications in a specified period of time × 100 

   Total Number of Pregnant women in the same period of time 
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The AMS 2010 shows that percentage of rural women to have known about pregnancy complications (a least 

three danger signs of pregnancy complications) are 34 % over the last five years.  

Data Sources and Data Collection Methods: 

The data for the indicator is collected population based surveys. In Afghanistan data regarding danger signs 

of the pregnancy is collected during household surveys.  

OUTPUT  INDICATORS 

No Name of 

Indicator 

Definition Measurement Frequency Data Source 

Numerator Denominator 

1 Abortion Care  % of admission 

owing to abortion 

among all ob/gyn 

admission 

Number of 

ob/gyn admission 

owing to abortion 

related 

complications in 

a specified period 

of time × 100 

Total number of 

ob/gyn admissions 

in the same period 

of time  

Monthly, 

Quarterly and 

Annually
*  

HMIS 

2 ANC Coverage  % of women attended 

at least 4 ANC visits, 

related to pregnancy 

to an SBA, during 

pregnancy  

Number of 

women attended 

at least 4 ANC 

visits, related to 

pregnancy to an 

SBA, during 

pregnancy in a 

specified period 

of time × 100 

Total number of 

live births during 

the same period of 

time  

Monthly, 

Quarterly and 

Annually
*  

HMIS, AMS 

3 Caesarean Section 

Deliveries  

% of Caesarean 

section deliveries in 

the health facilities  

Total number of 

C-section in a 

specific period of 

time × 100 

Total number of 

deliveries in same 

period of time  

Monthly, 

Quarterly and 

Annually
*  

HMIS 

4 Couple Year 

Protection 

Protection provided 

by family planning 

services during a 

one-year period 

Number of 

contraceptive 

procedures 

performed or 

units of 

contraceptives 

distributed or sold 

during the year × 

CYP conversion 

factor 

1 Monthly, 

Quarterly and 

Annually
*  

HMIS 

5 Deliveries at Health 

Facility  

% of births attended 

by an SBA 

Number of 

deliveries 

occurring in 

health facility in 

period of time × 

100 

Total number of 

deliveries occurred 

in same period of 

time 

Monthly, 

Quarterly and 

Annually
*
 

HMIS,AMS, 

NRVA,AHS 

6 Obstetric Fistula  Number of obstetric 

fistula cases detected  

NA  NA Monthly, 

Quarterly and 

Annually
*
 

Fistula Center 

Report 



 
 

Page 32 of 58 
 

OUTPUT  INDICATORS 

No Name of 

Indicator 

Definition Measurement Frequency Data Source 

Numerator Denominator 

7 Obstetric Fistula  Number of obstetric 

fistula cases treated  

NA  NA   Monthly, 

Quarterly and 

Annually
*
 

Fistula Center 

Report 

8 Youth Friendly 

Services  

% of health facilities 

providing youth 

friendly services  

Number of health 

facilities 

providing youth 

friendly services 

× 100 

Total number of 

health facilities  

TBD TBD 

9 Access to RH 

services  

Total population 

within one hour's 

walking distance 

from health facilities 

Defined in survey 

methodology  

Defined in the 

survey 

methodology  

Every 5-10 

Years 

NRVA 

10 BS/FP services 

through the private 

sector 

% of private health 

care facilities 

providing at least 

three modern birth 

spacing/family 

planning methods 

Number of 

private health 

facilities 

providing at least 

three modern 

birth 

spacing/family 

planning methods 

 Total Number of 

private health 

facilities  

TBD TBD 

11 BS/FP services 

through the private 

sector 

% of private health 

care facilities 

adhering to MoPH 

guidelines in BS/FP  

Number of 

private health 

care facilities 

adhering to 

MoPH guidelines 

in BS/FP 

Total Number of 

private health 

facilities 

TBD TBD 

12 Cancer Policy  Existence of a policy 

on cervical cancer 

screening 

NA NA  NA Policy 

Document 

13 Cancer Policy  Existence of a policy 

on breast cancer 

screening 

NA NA NA Policy 

Document 

14 FP Methods in 

Health facilities  

% of health facilities 

providing at least 3 

modern FP methods  

Number of health 

facilities 

providing at least 

3 modern FP 

methods 

 Total Number of 

health facilities  

Monthly, 

Quarterly and 

Annually
*
 

HMIS 

15 Functional B-

EmONC 

Number of facilities 

with functional B-

EOC per 500,000 

population 

NA NA Monthly, 

Quarterly and 

Annually
*
 

HMIS 

16 Functional C-

EmONC 

Number of facilities 

with functional C-

EOC per 500,000 

NA NA Monthly, 

Quarterly and 

HMIS 
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OUTPUT  INDICATORS 

No Name of 

Indicator 

Definition Measurement Frequency Data Source 

Numerator Denominator 

population Annually
*
 

17 Infertility Guidelines  Develop Strategies to 

reduce incidence of 

primary and 

secondary infertility 

NA NA NA Strategy 

Document 

18 Innovative 

approaches to 

improve MNH 

services 

Community based 

prevention of PPH 

scaled up at national 

level  

TBD TBD Annually Strategy 

Document 

19 Innovative 

approaches to 

improve MNH 

services 

Policy formulated on 

mandatory maternal 

death reporting 

TBD TBD Annually Strategy 

Document 

20 Number of SBAs Number of skilled 

birth attendants per 

10,000 population 

(excluding trained or 

untrained traditional 

birth attendants) 

Number of skilled 

birth attendants × 

1,000 

Total population Annually HMIS 

21 RH expenditure  % of government 

expenditure directed 

towards RH  

Government 

expenditure 

directed toward 

RH 

Government 

expenditure 

directed towards 

health 

Annually NHA 

22 SBA trainings  % of midwives who 

received competency 

based reproductive 

health in-service 

training in a given 

year 

#  of midwives 

who received 

competency-

based RH in-

service training in 

a given year 

Total Number of 

Midwives in the 

health facilities 

Annually Quarterly and 

Annually 

 

Calculation of Indicators: 

The calculation methodology of some of the input/output indicators is described in the table below, 

however only Couple Year Protection is described in detail.  

NO Indicator's Name   Specific Source of data Calculation 

1 Functional C-EmONC HSR: E. Services provided, E4. Maternal Health, E4.4. 

Comprehensive EmONC. 

Sum total number of HSR 

reported E4.4. 

Comprehensive EmONC. 
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NO Indicator's Name   Specific Source of data Calculation 

2 Functional B-EmONC FSR: D. Services provided, D3.maternal health, D3.3. 

Delivery by trained staff, D3.4. Manual removal of 

placenta, D3.5. Removal of retained products, D3.6. 

Assisted Vaginal Delivery. 

Check if all the bellow 

services are available: 

FSR: D. Services provided, 

D3.maternal health, D3.3. 

Delivery by trained staff, 

D3.4. Manual removal of 

placenta, D3.5. Removal of 

retained products, D3.6. 

Assisted Vaginal Delivery. 

3 FP Methods in Health 

facilities 
MIAR: D. Stock status Essential Drugs, Oral 

contraceptive, Inject able contraceptive, Condom, IUD. 

MAAR: F. Status of Stock of Essential Drugs, F.3. Oral 

contraceptive. 

Count if all all/one of the 

methods are available in 

the health facility/HP 

separately 

4 Number of SBA FSR: B. Human Resources, B1. Facility staff Status, 3. 

Midwife, 4. Community Midwife and  

HSR: B. Human Resources, B1. Management, B3.15. 

Midwifes. 

(FSR,B1.3.+B1.4.+ HSR, 

B3.15/Total population of 

given area)*10000 

5 Number of Health 

facilities  

HMIS common Total number of  SHCs , 

BHCs , CHCs and DHs per 

total population multiplied 

to 10,000  

  

Couple Year Protection (CYP): 

This is a useful (and perhaps the best) indicator available for comparative purposes. It is calculated by 

multiplying the number of contraceptive procedures performed or units of contraceptives distributed or 

sold during the year studied by the CYP conversion factor for that method. 

The CYP conversion factors attempts to determine the equivalent number of couples protected for an 

entire year by a given quantity of contraceptives, taking account, whenever possible, of recommended use 

frequency, effectiveness, frequency of sexual contact for coitus-dependent methods, and wastage. Number 

of injections converts readily into estimates of the time period over which contraceptive protection is 

conferred. Estimates of protection provided by sterilization are dependent on the age of the person 

sterilized; however, average values can be used. Estimates for the length of time IUDs remain in place also 

vary, but generally fall within the range of 2.5-3.5 years. Other contraceptives, such as pill and condoms, 

must be calculated on the basis of quantities dispensed or sold, and in the case of condoms, on estimated 

coital frequency. Wastage is also a factor.  There are few reliable studies of contraceptive wastage. While 

there are strong indications of high wastage in many public programs where commodities are provided 

free to the family planning organization and the user, the amount of wastage appears to be significantly 

smaller in the commercial sector and contraceptives social marketing programs. For the time being, the 

HMIS uses the conversion factor associated with free condoms, free of charge.   
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Failure rates and frequency of intercourse vary significantly from country to country.  Until specific figures 

for Afghanistan become available, generally accepted estimates will be used. For practical purposes, the 

CYP is converted into the number of Couple Months of Protection (CMP) per unit of the procedure or 

product. This allows comparing effectiveness of birth spacing interventions between regions, types of 

facilities, and implementing agencies month by month. 

The CYP and CMP per unit of the different methods as used in the HMIS are listed in the table below: 

Method CYPs CMP per unit 

Sterilization 12.5 150 per procedure 

IUD 3.5 42 per insertion 

Depo-Provera 4 injections = 1CYP 3 per injection 

Oral Contraceptives 15 cycles = 1 CYP 0.8 per cycle 

Condoms 150 Condoms = 1 CYP 0.08 per condom 

 
 

TARGET SETTING (Target population versus performance targets) 

The target population can vary for each intervention, and is that part of the total catchment area 

population that qualifies or is eligible for that intervention, e.g., all children under one for EPI, all non-

pregnant women of fertile age for birth spacing. Targets will be set in partnership between the Provincial 

Health Office and the Health Facility. The target is annual and monthly and quarterly reviews will occur at 

both the Health Facility and at the RH and HMIS committee meetings. 

Performance targets refer to coverage of the target population within a given period of time. For example, 

the facility in-charge knows that not all children under age one in the catchment area can be immunized 

each year; thus he/she sets as a performance target that 80% of all children under one should be 

vaccinated each year. The performance target of the same facility can vary from year to year. The 

performance targets used in the following examples are listed for the selected services in table below. 

Intervention Target group (number) Performance target 

(number) 

Penta valent Children under one  (e.g. 

1,200) 

80%  (960) 

Proportion of deliveries attended 

by skilled birth attendants 

All deliveries  (e.g. 1200) 40%  (480) 

Proportion of pregnancies with at 

least one ANC visit 

All pregnancies  (e.g. 1,200) 80%  (960) 
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Contraceptive prevalence rate All women of reproductive 

age that are not pregnant  

(e.g. 6060) 

30%  (1818) 

 

How to set performance targets?  

While considering project, provincial or national targets, setting performance target for health facility is 

completely different. Project, provincial and national targets are based on household surveys conducted at 

national or local level, but at health facility the scenarios are different for different HFs, e.g. accessibility, 

resources, culture, security etc, which the same target is not applicable for all HFs.     

At health facility level, target should be set based on the reliable target population available through CAAC 

or household survey, or on the past performance using HMIS data with consideration to the reality of the 

health facilities situation and resources. Targets need to be:  

1. Specific 

2. Measurable 

3. Appropriate 

4. Realistic 

5. Time-bound 

Effective Targets should be ambitious but achievable; Realistic but challenging and SMART. Target at health 

facility is normally set for one year.  

Target setting based on CAAC, CSO or household enumerations: 

To set objectives for your local program indicators, you should work with your clinic staff, your supervisor, 

and central-level staff to set reasonable objectives.  

To see how many of these target groups need to be served to achieve a certain level of coverage, you 

should multiply each of them with their corresponding target 

Here is an example of setting targets using CAAC, CSO or household enumeration applying the above 

estimation method. Catchment area population = 30,000 

Indicator Target group Calculation Performance 

Target % 

Example 

ANC and TT2+ 

coverage 

# pregnancies 30,000 X 0.04 = 1200 

Pregnancies  

25% 1200 X 0.25 =300 pregnant 

women should receive at least 1 

ANC visit or TT2+ per year. 

PNC coverage # deliveries (~ # 

live births) 

30,000 X0.04 = 1200 

live births 

25% 1200 X 0.25 =300 mothers 

should be visited for PNC over 

one year period  
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Family Planning Women of 

Reproductive 

Age  

0.23 X 30,000 = 6900 

eligible couples 

40% 6900 X 0.40 X 12 = 33120 

couple-month protection 

should be provided by the 

health facilities and health posts 

over one year to achieve the 

target. 

     

Target setting based on past performance:  

In case you have not conducted CAAC for any reason or do not have reliable household data, the best 

option would be setting target based on your past performance data if available with consideration to the 

reality of the health facility situation.  

Targets need to be SMART. For example considering the resources, time, accessibility, culture, education, 

security situation and more important your past performance.  

Monitor and evaluate your intervention   

Implement you intervention and monitor progress using a monitoring graph, It is essential to document 

problems and unexpected observations as these will help in understanding why a change did or did not 

result in improvement. What went well what did not go well? Look at the data to help identify where 

changes went well, where support processes were adequate or where hunches were correct. Once you set 

target, you need to regularly monitor your performance to check the trend. See below monitoring graph. 

 

Presenting data  

There are various techniques for organizing and presenting data. These are helpful in guiding your analysis 

and are also valuable for communicating your findings. A number of commonly used techniques will now 

be described. 

Hamal Sawr Jawza Saratan Asad Sunbula Mizan Aqrab Qows Jaddi Dalw Hoot

Performance 55 117 215 305 415 471 549 647 697 731 809 843

Baseline 85 170 255 340 425 510 595 680 765 850 935 1020

Target 100 200 300 400 500 600 700 800 900 1000 1100 1200

0

200

400

600

800

1,000

1,200

1,400

Performance
Baseline
Target



 
 

Page 38 of 58 
 

Tabulating data 

Tabulating data can be a very useful way of understanding your dataset. A table simply presents the data in 

row and column format, and can provide a useful overview to guide further analysis or further tabulations. 

Tables can also be used to make comparisons between datasets and lead to some initial conclusions. An 

example of a table is provided in the bar chart section below.  

Graphing and charting data 

Graphs and charts are like visual tables and are a useful way of presenting data to identify patterns or 

trends. They are also useful for communicating your findings to others. Graphs usually plot two types of 

data using a grid in which one set of data is plotted along the horizontal or X-axis, and the other is plotted 

along the vertical or Y-axis. An example of a chart is provided in the example below.  

Pie charts 

The pie chart is a popular and simple way of presenting data as it is easy to read and can quickly makes a 

point. Pie charts are used to present categorical data and show how the percentage of individuals falls into 

various categories so that they may be compared. Pie charts can only be used however when each 

individual in the group falls into one category and only one category as the sum of all the slices must be 

100%.  

Thus pie charts are suitable for presenting data such as age ranges, cultural background, expenditure, types 

of surgery and cause of death, when presenting a pie chart always is sure to include the number in the total 

population and not just the percentages in the groupings. Also be sure that the percentages do not add up 

to be more than 100%.  

Below is a pie chart showing the breakdown of ages of those presenting to OPD in Afghanistan.  

Diagram 1: Family Planning mix method ne

w 

users (data source MoPH HMIS-1390) 

How to use bar charts to make comparisons 

There are many different styles of bar charts. Using the data from the example examining the number of 

presentations to a health facility for the under 5 age group we can construct a simple bar chart below. We 

might use this data to order more drugs to treat ARI and to present health messages to the community on 

ways they might reduce ARI infections (such as blowing into a tissue and then discarding, washing hands, 

more frequent fluids during times of illness.  

26% 

31% 3% 

41% 

FP mix method 

Condom

Injectable

IUD

Oral pill
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Most Common Under 5 Diagnosis for Health 

Facility 1 
Frequency Relative Frequency (%) 

Pneumonia 8 17% 

ENT 12 25% 

ARI  15 31% 

All Diarrhea 4 8% 

UTI  9  19%  

Total 48 100% 

 

Bar charts can also be used to present comparative data, that is, to show changes that have occurred 

following an intervention. One series of bars presents the situation before the intervention (baseline data) 

and the other, usually shown in a different color, shows the situation after the intervention. The difference in 

the heights of the bars reflects the change that has (or has not occurred). The table below shows data 

before and after the introduction of the community education campaign for reducing community ARI 

infections. Diagram 3 below presents ARI infections for an 8 week period in one year and shows the results 

following a health promotion campaign which had occurred the following year. Using health information to 

monitor annual trends helps the facility to plan appropriate health interventions.  

 

 

How to use line graphs or run charts 

A line graph is a visual direction of how two variables are related to each other. It shows this information by 

drawing a continuous line between all the points on a grid. Line graphs compare two variables: one is 

plotted along the horizontal X-axis and the other along the vertical Y-axis.  

The Y-axis in a line graph usually indicates quantity or percentage (such as antenatal care, ARI or number of 

deliveries), while the horizontal X-axis often measures units of time. As a result, the line graph is often 

viewed as a time series graph or time chart. At each time period, the amount is presented as a dot and dots 

are connected to form the chart.  
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Plotting Data over Time 

Plotting data over time is a simple and effective way to determine whether the changes you are making are 

leading to improvement—that is, to answer the second question in the Model for Improvement:  

How will we know that a change is an improvement? It’s also a very good way to show off the improvement 

that is occurring much better than listing a long series of numbers. Because improvement happens over 

time, a run chart is a great tool for displaying and learning from improvement data. Here’s how you make 

one.  

1. Plot time along the X axis. Choose the appropriate time increment based on your improvement 

project—minutes, hours, days, weeks, months, etc. Note that individual patients could also be the unit 

plotted on the X axis. In this case, the patients would be placed in time order (e.g., chronologically as 

they presented at the reception desk).  

2. Plot the variable you’re measuring along the Y axis. A good scale is one that is easy to plot, easy to 

read, and leaves enough room for future data that might be larger or smaller than the values in your 

initial run chart. In a good scale, most of the data will lie near the middle half of the graph. Label both 

the X and Y axes, and give the graph a useful title.  

3. You can place a standard or target on your graph to identify improvement and help you to assist in 

identifying trends.  

4. Add other information as needed. Add a goal or target line, if appropriate. Annotate unusual events, 

changes tested, or other pertinent information. 

 

0

2

4

6

8

10

12

14

16

18

20

1 2 3 4 5 6 7 8

 ARI for 8 week period Shamsi
1380

ARI for same 8 week Period
Shamsi 1381 post health
promotion campaign



 
 

Page 41 of 58 
 

 

 

Correlation does not indicate causation but charting interventions may help you in understanding trends. 

This assists you in your discussions in identifying reasons and factors why indicators may have gone up or 

down. A downward trend is a flag to implement remedial action to prevent further declines in results.  The 

purple line in the above graph represents an average number of deliveries and is used to measure 

performance. The above chart is trending upward and does not represent cumulative results. Sometimes 

trends will go upwards or downwards.  

When the tables and charts are prepared, the head of the clinic or in-charge of OPD should do the 

checking and the interpretation, as elaborated in the next chapter. The report, tables and charts should be 

put on the notice board of the clinic. The tables and charts that monitor progress for the whole year should 

be updated every month and kept on the notice board.  Each month’s tables and charts should be replaced 

the following month and permanently kept in a file.   

Maps 

Maps provide the advantage of visual presentation of the geographical distribution of cases. Thus, it is 

easier to identify the location of cases to get an idea of how communicable diseases are spreading. For 

example, diarrhea cases may be seen as a cluster in one area. If there is a map of the catchment area of the 

clinic available, certain cases--especially EPI target diseases--can be marked by pins. 

Community mapping has been used successfully in several countries as a useful tool for non-literate health 

workers to monitor the health status of families in their catchment area. At provincial level and national 

levels, coverage rates by district quickly let planners distinguish between well-served and less well-served 

areas and populations. 

jan feb mar apr may jun jul aug

Numerator 10 14 19 22 28 30 30 40

Denominator 45 45 45 45 45 45 45 45

proportion 22 31 42 49 62 67 67 89

baseline median 31 31 31 31 31 31 31 31
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5) REPRODUCTIVE HEALTH PROGRAME EVALUATION FRAMWORK 

CORE AREAS INPUT AND PROCESS INDICATORS OUTPUT,OUTCOME, 

IMPACT,INDICATORS 

POLICY, REGULATIONS AND 

STRATEGIES 

RESOUCES, SERVICES  

 

Financing 

 

Is reproductive health (with special 

emphasis on maternal and neonatal 

health component, especially in 

Countries which have poor record 

of progress to MDGs 4 and 5) 

explicitly reflected in national health 

sector plans? 

 

Are principles of equity (i.e. 

adolescents, gender and 

disadvantaged groups) 

appropriately reflected in the 

Policies and programmes governing 

financing of reproductive health 

care delivery?  

 

Is reproductive health included in 

proposals to major international 

donor institutions? 

 

Are reproductive health service 

indicators included in the national 

 

% government budget 

allocated to health care 

 

% government health budget 

allocated to reproductive 

health, disaggregated by 

service delivery, 

infrastructure and commodity 

security 

 

% government health 

expenditure directed to 

reproductive health, 

disaggregated by service 

delivery, infrastructure and 

commodity security 

 

% International donor funding 

out of total reproductive health 

expenditures, 

disaggregated by service, 

infrastructure and commodity 
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CORE AREAS INPUT AND PROCESS INDICATORS OUTPUT,OUTCOME, 

IMPACT,INDICATORS 

POLICY, REGULATIONS AND 

STRATEGIES 

RESOUCES, SERVICES  

Health accounts framework? security 

 

% reproductive health 

expenditures allocated to 

reduce financial barriers to 

utilization of reproductive 

health care services by 

adolescents, young adults 

and other disadvantaged 

population groups 

 

Reproductive health related 

financial indicators are 

calculated during national 

health expenditure reviews 

 

Cost-effectiveness and financial 

sustainability analyses of 

reproductive health 

programmes are conducted 

regularly 

 

 

Human 

resources and 

medical 

commodities 

 

Is there a national strategy and 

legislation (i.e. certification and 

licensing) in place to regulate the 

competence and quantity of 

reproductive health service 

Providers? 

 

Is there legislation in place that 

governs pre-service and in-service 

training and continued medical 

education programmes in 

Reproductive Health? 

 

Is there a strategy with sufficient 

resources (i.e. evidence-based 

curricula, human resources, training 

materials, supportive supervision 

framework and adequate funding) 

in place to address the training (pre 

and in-service) needs of 

reproductive health service 

Providers? 

Is there a strategy in place to 

monitor practices and address the 

 

Number of midwives per 1000 

population 

 

% Midwives who received 

evidence based reproductive 

health, including 

family planning, in-service 

training 

 

% Health providers trained in 

Youth Friendly service provision 

 

Number of facilities with 

functioning Basic Essential 

obstetric Care per 

500 000 population 

 

Number of facilities with 

functioning Comprehensive 

Essential Obstetric care per 500 

000 population 

 

% Primary Health Care Facilities 

have stock and providing at 

 

% Pregnant women 

attended at least 4 

antenatal care visits by 

skilled attendant 

 

% Pregnant women 

attending antenatal 

clinics tested for syphilis  

 

% Deliveries attended by 

skilled attendant 

 

% Deliveries in health 

facilities 

 

% Pregnant women 

received tetanus 

vaccination 

 

Maternal mortality ratio 

 

Contraceptive prevalence 

rate 
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CORE AREAS INPUT AND PROCESS INDICATORS OUTPUT,OUTCOME, 

IMPACT,INDICATORS 

POLICY, REGULATIONS AND 

STRATEGIES 

RESOUCES, SERVICES  

needs (i.e. knowledge, skills, tools 

for decision making on timely 

referrals) of health care providers 

outside the formal sector e.g. 

Traditional birth attendants? 

Are reproductive health 

commodities included in essential 

Medicines list? 

 

least 3 modern 

family planning methods 

 

% Traditional Birth Attendants 

who have upgraded 

knowledge, skills and 

tools for decision making on 

timely referral of cases to 

appropriate providers 

Reproductive health services 

are integrated into primary 

health care services 

 

Health care worker’s work 

environment (i.e. facility; 

medical commodities, supplies 

and communication; conditions 

of employment; and 

supervision) are conducive to 

follow adopted evidence based 

service guidelines and clinical 

protocols and refer 

complicated cases 

 

Resources (i.e. human, 

communication, transport and 

financial) are available to assure 

timely referral delivery 

Quality of care is evaluated 

using data generated through 

routine health information 

system, operations research 

and surveys 

 

Community-based and 

operations research is 

conducted to identify 

barriers in the use of 

reproductive health services 

 

% Health service delivery points 

providing youth-friendly 

services 

Neonatal Mortality Rate 

 

Prenatal Mortality Rate 

 

C-section as percentage 

of all deliveries 

 

Adolescent Birth Rate 

 

 

Delivery of 

Reproductive 

Health care 

Are principles of equity (i.e. 

adolescents, gender and 

disadvantaged groups) reflected in 

the policies and programmes 

governing delivery of reproductive 

health care? 

 

Do national evidence-based 

guidelines and clinical service 

protocols exist for major areas, with 

priority attention to maternal and 

neonatal health and family planning 

components? 

 

Is there a regulation and 

functioning referral system between 

levels of health care delivery? 

 

Are there a strategy and 

mechanisms to understand and 

address cultural values and 

practices that could influence 

reproductive ill-health (e.g. female 

genital mutilation) or care-seeking 

behavior? 

Is there a strategy in place to 

address high turnover rate in rural 

and hard-to-work areas? 

Is community-based and operations 

research used in planning 

reproductive health services? 

 

Improving 

 

Are there established procedures 

 

Reproductive health service 

 

% change in skilled 
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CORE AREAS INPUT AND PROCESS INDICATORS OUTPUT,OUTCOME, 

IMPACT,INDICATORS 

POLICY, REGULATIONS AND 

STRATEGIES 

RESOUCES, SERVICES  

information 

and 

evidence-

based 

priority- setting 

and well functioning mechanism for 

registration, communication and 

analysis of data on population 

reproductive health status, its 

determinants and functioning of 

reproductive health care services at 

local and national level? 

 

Is there an established procedure 

for participatory (i.e. involving 

community representatives) priority 

setting that is informed by relevant 

data? 

Is there an established coordination 

mechanism between government 

bodies responsible for data 

collection and analysis? 

 

Is there an established coordination 

mechanism between government 

ministries and health related 

institutions for sharing available 

reproductive health related data for 

Evidence-based priority setting? 

 

Are census and population based 

health surveys conducted regularly? 

management decisions are 

made based on health 

information system and survey 

data, and recommendations 

obtained through operations  

research  

 

Notification of maternal deaths 

is mandatory 

 

Reproductive health indicators 

are collected and reported 

routinely 

 

There is an established and well 

functioning reproductive health 

commodity logistics 

management information 

system on a national and local 

levels 

attendance during 

pregnancy, childbirth and 

post-partum period 

 

% change in utilization of 

reproductive health 

services 

 

% decrease in unmet 

need for family planning 

and other reproductive 

health services 

 

Mobilizing 

political will 

 

Is reproductive health, as a key 

component of public health and 

national development, sufficiently 

reflected in the poverty reduction 

strategy paper? 

 

Is there an established country 

coordination mechanism to 

coordinate relevant concerned 

constituencies (government bodies, 

local and international 

nongovernmental organizations, 

professional organizations, 

community and religious leaders) in 

development and monitoring of 

implementation of national 

reproductive health strategy? 

 

 

Mass media and other direct 

communication channels 

(advocacy campaigns, sports 

activities, health walks, etc.) are 

used to highlight the central 

importance of reproductive 

health in public health and 

development with specific focus 

on: 

maternal and neonatal health, 

adolescent reproductive health, 

family planning and harmful 

practices to reproductive health 
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CORE AREAS INPUT AND PROCESS INDICATORS OUTPUT,OUTCOME, 

IMPACT,INDICATORS 

POLICY, REGULATIONS AND 

STRATEGIES 

RESOUCES, SERVICES  

Is maternal and neonatal health 

initiative given a priority attention in 

implementation of national 

reproductive health strategy, 

especially in countries, which have 

poor record of progress to 

achieving MDGs 4 and 5? 

 

Is there a strategy in place to 

channel scientific evidence, on 

importance of reproductive health 

for development, to target 

audience (e.g. government 

ministries, political leaders and 

parties, professional organizations, 

religious and community leaders, 

human rights groups, etc)? 

 

 

Creating 

supportive 

legislative and 

regulatory 

frameworks 

 

Is there a legislation and national 

strategy to ensure universal access 

to reproductive health care? 

 

 

Is there a national reproductive 

health commodity security strategy? 

 

Are there functioning regulatory 

and accountability mechanisms (i.e. 

performance standards, quality 

control, certification, licensing and 

accreditation) for reproductive 

health service delivery by public, 

Nongovernmental organizations 

and private sector? 

 

Is there an established effective 

legislation and strategy (e.g. 

licensing and accreditation, quality 

control, incentives, professional 

organization and ethics 

committees) to promote and 

monitor evidence based clinical 

practices both in public and private 

health sector? 

 

Is there a policy on cervical cancer 

Screening? 

 

Evidence-based minimum 

package of maternal and 

neonatal health services 

is defined  

 

Evidence-based guidelines and 

clinical protocols for 

reproductive health services are 

adopted and practiced both at 

primary and specialty care 

levels 

 

% Women of 

reproductive age 

15–49 years screened for 

cervical cancer during 

the past 

five years 

 

% Women of 

reproductive age 

15–49 years screened for 

breast cancer during the 

past five years 
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CORE AREAS INPUT AND PROCESS INDICATORS OUTPUT,OUTCOME, 

IMPACT,INDICATORS 

POLICY, REGULATIONS AND 

STRATEGIES 

RESOUCES, SERVICES  

 

Is there a policy on breast cancer 

Screening? 

 

Monitoring, 

evaluation and 

accountability 

 

Is there established and functioning 

national framework (i.e. adequate 

human and financial resources; set 

of indicators and benchmarks) for 

monitoring and evaluation of 

reproductive health strategy and 

progress towards attaining MDGs 4 

and 5? 

 

Are there established procedures 

on national and local levels to 

monitor resource flows to 

reproductive health with emphasis 

on direct support to disadvantaged 

groups? 

 

Are there a culture, established 

mechanism and practice for 

independent accountability (e.g. 

independent client satisfaction 

survey; oversight by the civil 

society) for reproductive health 

Services? 

  

 

6) REPORTING & FEEDBACK MECHANISM (The Roles and Responsibilities) 

I. Central Level (RHD, M&E & GCMU, HMIS) 

II. Provincial Level ( PRHO, HMIS and BPHS/EPHS Implementing Partners) 

III. Health Facilities Level 

 

Data often refers to raw numerical data (number of functioning health facilities) and information usually 

refers to processed data which is presented in some sort of context. An evidence based decision uses 

information when a decision is to be made or a question needs to be answered rather than relying upon 

intuition or political influences. This guide describes the steps involved in data collection, analysis, 

interpretation, planning, decision making, monitoring, evaluation, and supervision and reporting.  

The purpose of this guide is to assist all health services providers to better understand and to develop skills 

to be able to interpret and analyze data, results and information, identify abnormal trends and make 

decisions on how best to implement corrective actions to improve health outcomes.  Good data is used by 
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health service providers to measure progress against specific objectives or indicators.  Sound, accurate and 

reliable data and information underpins monitoring, evaluation and supervision practices.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

I. Central Level  
 

1. A summary of overall RH indicators and other important relevant information will be analyze and 

presented in RH and HMIS taskforces and issued as newsletter in Quarterly base and will be send it to 

all provinces to be shared with PHCC as well as RH and HMIS subcommittees for further dissemination 

and appropriate follow up  

2. Well organize feedback and responsive system from central to provincial ( all quarterly technical reports 

and  other provincial reports are review and analyzed) will be established in Reproductive Health 

Directorate 

3. The RH indicators and monitoring mission reports are analyzed at central level to monitor the trends of 

performance against targets at Health Facility level and shared with BPHS/EPHS implementing partners 

for taken action to fill the gap 

4. Joint monitoring missions will be coordinated with GCMU, M&E, HMIS, CAH, PLO and other relevant 

partners as well as BPHS/EPHS implementing partners 

5. Regional review planning and reporting workshop will be conducted regularly in order to strength 

managerial and analytical skills of Provincial Reproductive Health Officers 

MoPH’/Reproductive Health 

Directorate 

 

Report 

 

Monitoring/Feedback 

 
Provincial Health Directorate 

 

BPHS/EPHS Implementing Partners 

Directorate 

 

Health Facilities 

 

Health Posts 

 

Report 

 

Report 

 

Report 

 

Monitoring/Feedback 

 

Supervision/Feedback 

 

Supervision/Feedback 
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6. Every Year a summary report detailing both routine RH indicators and survey information (if any) will 

produce by the Central MoPH’ HMIS and Reproductive Health Directorate at least one improvement 

cycles will be completed each year. 

 

II. Provincial Level  
 

1. Each month HMIS data will be analyzed by the provincial team to identify abnormal trends and these 

reports will be discus and presented in PHCC and HMIS & RH sub committees meetings with close 

contribution and technical support of BPHS/EPHS implementing partners. 

2. Monthly feedback will be provided to health facility on the quality of their reports identifying any 

discrepancies of the reported data, Examine the root causes of the abnormal trends and develop and 

implement remedial actions through an improvement cycle, it should be verified by PPHO HMIS & RH 

Officers through technical support of BPHS/EPHS implementing partners 

3. M&E committee needs be established, annual joint supervision and monitoring plan will be developed 

and feedback provided and practical action plan made base on findings and copy of report shared with 

central level. 

4. A catchment area map will be evident at each health facility highlighting demographic area data with 

the mapping of specific at-risk populations and the service coverage areas requiring additional 

attention. This map will be updated annually at the Provincial Planning Meeting and RH Top indicators 

being displayed at each health facility 

5. Annually all the Health Facility in-charges a provincial level planning meeting will be coordinated by the 

Provincial Health Director and the BPHS/EPHS implementing partners, The HMIS and RH Officers both 

from PPHO and implementing partners will be able to act as a references for this planning process by 

providing appropriate health information. This event should include analysis of data, interpretation of 

trends, and prioritization of activities and setting of targets for the next year. National level indicators, as 

well as indicators specific for each province, are monitored and discussed at this level. 

 

III. Health Facility Level   
 

1. Monthly feedback will be provided to health facility staff on the quality of their reports identifying any 

discrepancies of the reported data and it should be verified by head of health facilities through 

technical support of BPHS/EPHS implementing partner supervisors 

2. Each month HMIS data will be analyzed by the health facility staff (REPORTING DAY) to identify and 

Examine the root causes of the abnormal trends and develop and implement remedial actions at the 

HF level through technical support of supervisors 

3. Review the all the monitoring missions report and other information provided to them by the central 

and provincial team and ensure appropriate action has been taken 

4. Health Service Planning: Annual Plans with the setting of targets, deciding on interventions and 

monitoring those targets, Provide health interventions to the community, CHW supervision 

a) Gather the information and ensure that the information is accurate 

b) List the villages in your catchment area and estimate your catchment population 

c) Situational Analysis 
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d) Identify and prioritize problems and interventions 

e) Plan and implement activities to improve poor health with your chosen intervention  

f) Calculate your target groups 

g) Set targets 

h) Monitor your targets 

i) Communicate your results.   
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RH/M&E LOGICAL FRAMWORK 

S/N Narrative 

(Activities) 

Indicators Results 

(Input, Output, Outcome, 

Impact) 

Means of 

Verification 

Assumptions Responsible 

(National or 

Provincial) 

Time line 

1 Strengthening provincial 

base monitoring system & 

joint supportive supervision 

from Health Facilities 

#of monitoring 

and joint 

supportive 

supervision visit 

close collaboration of PPHDs, 

Provincial RH officers as well as 

BPHS/EPHS implementing 

partners RH Officers along with 

systematic feedback and practical 

action plan follow up by all 

stakeholders are in place 

Monitoring 

supportive 

supervision 

report/ 

feedback 

Close 

contribution of 

GCMU, PLO, 

PPHDs and 

partners are 

highly needed 

RHD, PPHDs, 

PRHOs and 

BPHS/ EPHS 

Implementing 

Partners 

2014-2016 

2 Evidence-based decisions to 

improve the performance of 

health services and programs 

# of reports 

reviewed 

HMIS data (RH Indicators) 

systematically reviewing, 

analyzing and disseminating in 

quarterly base, feedback and  

corrective action plan provided 

base on overall findings through 

PPHDs Provincial HMIS and RH 

committees and central level 

established 

HMIS 

analysis 

reports 

Close 

contribution of 

GCMU, PLO, 

PPHDs, HMIS 

and partners 

are highly 

needed 

RHD, PPHDs, 

PRHOs and 

BPHS/ EPHS 

Implementing 

Partners 

2014-2016 

3 Ensure the usage of existing 

monitoring checklists (RH, 

NMC, HMIS  

# of checklists used make sure existing challenges 

identified, recommendations are 

considered and comprehensive 

and practical action plan 

prepared by provincial RH 

Monitoring 

Checklists 

Close 

contribution of 

GCMU, PLO, 

M&E PPHDs, 

HMIS and 

RHD, PPHDs, 

PRHOs and 

BPHS/ EPHS 

Implementing 

2014-2016 
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RH/M&E LOGICAL FRAMWORK 

S/N Narrative 

(Activities) 

Indicators Results 

(Input, Output, Outcome, 

Impact) 

Means of 

Verification 

Assumptions Responsible 

(National or 

Provincial) 

Time line 

officers and BPHS/EPHS 

implementing partners against to 

every monitoring mission and 

follow up of findings with GCMU, 

PLO and Implementing Partners 

at central and provincial level  

partners are 

highly needed 

Partners 

4 RH M&E committee  

established 

# of committee 

established and 

conducted 

The committee which will have 

one representatives from all of 

the involved departments within 

ministry of public health including 

representative from partners 

established at central and 

provincial level, this committee 

will review the supervision; 

monitoring and evaluation 

instruments prepared by the 

individual departments and will 

hold regular meetings to finalize 

indicators derived by each 

department for RH indicators 

Minutes of 

committee 

Close 

contribution of 

GCMU, PLO, 

M&E PPHDs, 

HMIS and 

partners are 

highly needed 

RHD, PPHDs, 

PRHOs and 

BPHS/ EPHS 

Implementing 

Partners 

2014-2016 
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RH/M&E LOGICAL FRAMWORK 

S/N Narrative 

(Activities) 

Indicators Results 

(Input, Output, Outcome, 

Impact) 

Means of 

Verification 

Assumptions Responsible 

(National or 

Provincial) 

Time line 

5 Issuing of RH/HMIS quarterly 

newsletter  

 

# of newsletter 

issued 

HMIS quarterly newsletter with 

include overall RH indicators and 

other important relevant 

information  analyzed 

disseminated appropriate 

followed and presented in RH 

and HMIS taskforces at central 

level as well as with PHCC and 

provincial RH/HMIS 

subcommittees  

RH/HMIS 

quarterly 

newsletter 

Close 

contribution of 

GCMU, PLO, 

M&E PPHDs, 

HMIS and 

partners are 

highly needed 

RHD, PPHDs, 

PRHOs and 

BPHS/ EPHS 

Implementing 

Partners 

2014-2016 

6 Feedback to PRHO quarterly 

technical reports and  other 

provincial reports  

# of quarterly 

technical reports 

reviewed 

Well organize feedback and 

responsive system from central to 

provincial ( all quarterly technical 

reports and  other provincial 

reports are review and analyzed) 

will be established in 

Reproductive Health Directorate 

PRHO 

technical 

quarterly 

reports 

Close follow up 

system through 

RHD technical 

departments 

RHD technical 

departments 

2014-2016 

7 Joint monitoring missions 

well coordinated  

 

# of joint 

monitoring mission 

Joint monitoring missions with 

GCMU, M&E, HMIS, CAH, PLO 

and other relevant partners as 

well as BPHS/EPHS implementing 

partners are well coordinated 

joint 

monitoring 

mission 

report 

contribution of 

GCMU, PLO, 

M&E PPHDs, 

HMIS and 

partners are 

RHD technical 

departments 

2014-2016 
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RH/M&E LOGICAL FRAMWORK 

S/N Narrative 

(Activities) 

Indicators Results 

(Input, Output, Outcome, 

Impact) 

Means of 

Verification 

Assumptions Responsible 

(National or 

Provincial) 

Time line 

 highly needed 

8 Regional PRHO review 

planning and reporting 

workshop  

 

# of PRHO 

regional workshop 

Regional review planning and 

reporting workshop regularly 

conducted  in order to strength 

managerial and analytical skills of 

Provincial Reproductive Health 

Officers 

Workshop 

report 

Close 

contribution of 

RH partners  

RHD technical 

departments 

2014-2016 

9 Regular utilize health sector 

relevant surveys or studies 

# of surveys or 

studies 

Multiple Indicator Cluster Survey 

(MICS), National Risk and 

Vulnerability Assessment (NRVA), 

Mortality and Morbidity surveys, 

health facility assessments 

including National Health Services 

Performance Assessment 

(NHSPA) and Catchment Area 

Annual Census (CAAC), routine 

HMIS, surveillance and (MDSR) 

Maternal Deaths Surveillance and 

Response in a systematic, 

integrated and timely manner 

Surveys 

reports 

Technical 

support of 

APHI and other 

partners  

RHD, PPHDs, 

PRHOs and 

BPHS/ EPHS 

Implementing 

Partners 

2014-2016 
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ANNEXES: 

 ANNEX (1) - RH Revise Checklist 

 ANNEX (2) – RH Managerial Checklist 

 ANNEX (3) - Template for PRHO Technical Quarterly Report 

 ANNEX (4) - Template of HMIS Quarterly Review Newsletter 

 ANNEX (5) - Template for Annual Monitoring Plan 

 ANNEX (6) - Template for Monitoring Mission Report/Feedback 

 ANNEX (7) - Template of Monthly Action Plan  

  ANNEX (8) - Template for Monthly Action Plan/Progressive Report 

 ANNEX (9) - Template for Minutes of Subcommittee Meetings 

 ANNEX (10) - ToR for Provincial RH Sub committee 

 ANNEX (11) - ToR for Provincial M&E Sub committee 

 ANNEX (12) - PRHO revised ToR 

  ANNEX (13) - TEMPLATE ACTION PLAN FOR MONITORING MISSION FEEDBACK ToR 
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3. MoPH’/Monitoring & Evaluation Strategic Plan 2007 

4. RH indicators: Guidelines for generation, interpretation and analysis for Global monitoring. WHO/RHR, Geneva 2006. 
http://www.who.int/reproductivehealth/publications/monitoring/924156315x/en/index.html 

5. The Partner M&E Toolkit  http://www.theglobalfund.org/en/performance/monitoring_evaluation/ 

6. Design and implementation of Health Information System, WHO, Geneva, Lavational HMIS Resource Material for National HMIS Activities 

http://www.who.int/reproductivehealth/publications/monitoring/924156315x/en/index.html
http://www.theglobalfund.org/en/performance/monitoring_evaluation/
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