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ABSTRACT
This paper presents options for tobacco taxation to reduce tobacco consumption and 

increase financing for health programs in Afghanistan. 

Tobacco consumption is compromising the health of Afghanistan’s population, particularly 

the poorest members. Lowering tobacco consumption would help progress towards 

universal health coverage by reducing the tobacco-related burden of disease (mortality 

and morbidity). This paper presents policy options for the Government of Afghanistan 

to reduce tobacco consumption and improve health outcomes. Tobacco taxation could 

serve the dual purpose of reducing consumption and generating additional tax revenue 

to spend on health care for the poor. Increasing total taxes to 46% of the import price is 

estimated to generate US$19.7 million of additional tax revenue per year while reducing 

domestic consumption of cigarettes by at least 5%. 

This paper has five sections. The first section analyzes tobacco consumption in Afghanistan 

according to socioeconomic and demographic characteristics. The second section describes 

the burden of disease associated with tobacco and its effect on health at the provincial 

level. The third section discusses current policies of tobacco control and current practices 

of tobacco pricing and taxation, including a brief overview of the complex relationship 

between government and private stakeholders. The fourth section discusses options for 

tobacco taxation in Afghanistan. The final section applies a simulation model to estimate 

health and revenue outcomes of additional tobacco taxation. 





IX

ACKNOWLEDGMENTS
This paper was written by a World Bank team comprising Andre Medici (Task Team Leader 

(TTL), Senior Health Economist), Bernard Haven (co-TTL, Public Sector Specialist), and 

Lutfi Rahimi (Consultant). The team is grateful for the collaboration of Dr. Farhad Farewar 

(Acting Director of the Health Economic and Financing Directorate (HEFD), and his team 

at the Ministry of Public Health in Afghanistan. The paper benefited from the discussions 

held in Kabul in April and September 2018, including the following participants: From 

the Ministry of Finance, Dr. Nasrullah Durrani (Sub-Director of Policy, Legal Services 

Directorate, Afghanistan Revenue Department), Dr. Tamim Karimi, and Dr. Wassem Usman 

(Economists). From the Ministry of Public Health, Dr. Bashir (General Director of Prevention 

and NCD Control) and technical staff of the HEFD Dr. Karim Alawi, Dr. Faridoon Joyenda, 

and Dr. Mohammad Yonus Zawoli. The team is grateful to Christina Wiesner, Economist, 

World Bank for interpretation of the Afghanistan Demographic Health Survey (AFDHS) 

data. The paper was peer-reviewed by the World Bank and included comments from Joy 

de Beyer (External Consultant) and Iryna Postolovska (Health Economist). The team is also 

grateful for comments from Rekha Menon (Practice Manager, Global Practice of Health 

Nutrition and Population, GHN06), Patricio Marquez (Lead health specialist, GHN02), and 

Sheila Dutta (Senior health specialist, GHN02).

The preparation of this report was carried out under the World Bank Global Tobacco 

Control Program, supported by the Bill & Melinda Gates Foundation, and Bloomberg 

Philanthropies (TF072332). 

Keywords: Afghanistan, tobacco taxation, tax policies, economic health policies, tobacco 

consumption and tobacco burden of disease.

Correspondence details: Andre Medici (amedici@worldbank.org); Bernard Haven (bhaven@

worldbank.org); Lutfi Rahimi (lutfira@gmail.com).

mailto:amedici@worldbank.org
mailto:bhaven@worldbank.org
mailto:bhaven@worldbank.org
mailto:lutfira@gmail.com




XI

ACRONYMS
ACD Afghanistan Customs Department

AFDHS Afghanistan Demographic Health Survey

AFMIS Afghanistan Financial Management Information System

AMS Afghanistan Mortality Survey

ARD Afghanistan Revenue Department

BOD Burden of Disease

BRT Business Receipt Tax

CIF Cost, Insurance and Freight (import price)

COPD Chronic Obstructive Pulmonary Disease

DALY Disability Adjusted Life Years

DHS Demographic and Health Surveys

DM Diabetes Mellitus

GDP Gross Domestic Product

HEFD Health Economics and Financing Directorate of the MoPH

ICTD International Centre for Tax and Development

IHD Ischemic Heart Diseases

IHME Institute of Health Metrics and Evaluation

IMF International Monetary Fund

LRI Lower Respiratory Infections 

LTBC Lung, Trachea and Bronchus Cancer

MoPH Ministry of Public Health (Afghanistan)

MoF Ministry of Finance (Afghanistan)

NCD Noncommunicable diseases

NSIA National Statistics and Information Authority (Afghanistan)

SAR South Asia Region

SDG Sustainable Development Goals

SHDP Social and Health Development Program (Afghanistan)

UAE United Arab Emirates

UHC Universal Health Coverage

UN CONTRADE United Nations Commission on International Trade Law

VAT Value Added Tax

WHO World Health Organization

WHO FCTC WHO Framework Convention on Tobacco Control

WTO World Trade Organization



XII  //  Acronyms and Glossary

Options for Tobacco Taxation in Afghanistan

GLOSSARY

Betel quid (or Paan) A chewing product containing betel leaf, areca nut and slaked 

lime which may contain tobacco.

Bidis Small, thin, hand-rolled cigarettes with tobacco wrapped in a 

tendu or temburni leaf; may be secured with a colorful string at 

one or both ends.

Chelam Can refer to hookah in Afghanistan. In India, refers to a straight 

conical pipe, traditionally made of clay.

Cheroots Low-cost cylindrical cigar with both ends clipped 

during manufacture. 

Cigarette A thin cylinder of finely cut tobacco rolled in paper for smoking.

Dissolved tobacco A chewing tobacco product that dissolves in the mouth. 

Gutkha A chewing product containing a sweetened mixture of 

chewing tobacco, betel nut, and palm nut, originating in India 

as a breath freshener.

Hookah A water pipe with a smoke chamber, a bowl, a pipe and a hose. 

Kreteks A clove cigarette made in Indonesia. 

Naswar A moist, powdered tobacco snuff placed under the lip or inside 

the cheek for a long period of time. 

Pipes A device for smoking tobacco with a chamber for the tobacco, 

a thin hollow stem, and a mouthpiece.

Tombak A chewing product made of loose moist tobacco 

manufactured locally, originating from Sudan. 
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EXECUTIVE SUMMARY
This paper presents policy options for the Government of Afghanistan to reduce tobacco 

consumption and improve health outcomes through taxing tobacco. Tobacco taxation 

could serve the dual purpose of reducing consumption and generating additional tax 

revenue to support public health spending for the poor. Lowering tobacco consumption 

can help progress towards universal health coverage by reducing the tobacco-related 

burden of disease (mortality and morbidity). Increasing total taxes from 27% (baseline 2019 

to 46% of import prices is estimated to generate US$19.7 million of additional tax revenue 

per year while reducing domestic consumption of cigarettes by 5%.

Tobacco Use in Afghanistan
Many forms of tobacco are used in Afghanistan in varying proportions in the different 

regions of the country – most commonly cigarettes, chelam and snuff. The Afghanistan 

Demographic and Health Survey 2015, published in 2017, provides insight into tobacco 

consumption across the country and allows a comprehensive analysis of some of its patterns.

Men are the primary consumers of tobacco products in Afghanistan: 48% of men ages 

15–49 who have ever been married use tobacco, compared to only 6% of women in the 

same group. Approximately 22% of men in this group smoke cigarettes, compared to 

1% of women. A 2010 survey on tobacco use in Kabul found that 72% of male smokers 

began smoking before the age of 20. There are no national data on tobacco use among 

adolescents ages 15 or younger, or adults ages 50 and older. This gap prevents a complete 

estimation of the country’s tobacco use profile. 

In Afghanistan, higher levels of urbanization, education, and income are associated with 

lower tobacco consumption and a preference for cigarettes. However, there is very little 

gradient in cigarette smoking across the income groups – from 19% in the lower to 24% 

in the top quintile. The data also show a steep drop-off in use of other tobacco products 

in the highest two income groups. Generational differences in the forms of tobacco used 

may decrease or even disappear as younger generations grow older. As urbanization 

increases, cigarettes could be the main tobacco product used in the country in coming 

years. Almost 60% of male smokers consumed 10 or more cigarettes per day in 2015 (the 

amount that indicates addiction). Rates of tobacco use and cigarette smoking are higher 

in many of the provinces that are close to Afghanistan’s borders. As the country is not 

a significant tobacco producer, additional research is needed to learn whether higher 

tobacco use in these provinces is influenced by the illicit trade with neighboring countries.
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Tobacco-Related Diseases
Tobacco may be a significant contributor to noncommunicable diseases (NCDs) in 

Afghanistan. Around 36% of Disability-Adjusted Life Years (DALYs) were from causes of 

disability associated with tobacco use. Five percent of DALYs could be attributed directly 

to tobacco use in 2016, according to estimates from the Institute of Health Metrics and 

Evaluation (IHME). Tobacco use is probably the biggest of the common, preventable, and 

modifiable behavioral risk factors for NCDs. 

From 2005 to 2016, tobacco remained the seventh-highest risk factor for death and 

disability (combined) in Afghanistan, increasing 19% during the period, according to IHME 

estimates based on epidemiological records and peer-country trends.1 Tobacco is a high-

risk factor for many diseases including ischemic heart disease, lower respiratory infection, 

stroke, chronic obstructive pulmonary disease, and lung, tracheal, and bronchial cancer. 

Tobacco-associated DALYs have different weights in the total burden of disease at different 

stages of the life cycle. In children ages 15 and younger, relative estimated losses are low, 

but they increase with age, acquiring higher weight in among adults ages 50–69, and then 

declining among adults ages 70 and older.

While only 19% of the population in the richest quintile use tobacco, this percentage 

increases to 33.5% in the poorest quintile. In addition, people in the poorest quintile 

diagnosed with cancer are more likely to die from it: 69% compared to 41% in the 

richest quintile. 

Mortality from lung cancer is much higher in the poorest households than in the richest 

households. This may be the result of longer-term use of tobacco as a smoker, exposure as 

a secondary smoker before diagnosis, and lack of access to early or opportune diagnosis 

and adequate treatment.

Given the exposure-related effects of smoking on lung, tracheal, and bronchial cancer, 

mortality from this kind of cancer is greater among the population ages 50–69 and less 

among adults ages 70 and older, who suffer more from such other causes of mortality as 

cardiovascular diseases. 

In the past 10 years, the health sector in Afghanistan made considerable progress in 

reducing child and maternal mortality and controlling communicable diseases. The 

1 According to the IHME, understanding the relative performance of Afghanistan against comparable countries provides key 
insight into public health successes and areas where Afghanistan might be falling behind. The IHME identifies 14 comparable 
countries, according income per capita, age standardized death rate, age standardized years of life lost by mortality (YLL) rate, age 
standardized Years of life lost by disability (YDL) rate, life expectancy at birth and health-adjusted life expectancy at birth. These 
countries are: Burkina-Faso, Central African Republic, Ethiopia, Guinea, Guinea-Bissau, Madagascar, Malawi, Mali, Mozambique, 
Myanmar, Rwanda, Sierra Leone, Togo, and Uganda.
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burden of disease is now shifting, and NCDs are the main causes of death and morbidity 

in recent years. This makes tobacco control an increasing priority for the Ministry of Public 

Health (MoPH).

Legal Framework for Tobacco Taxation
Afghanistan signed the WHO Framework Convention on Tobacco Control in June 2004 

and its membership was ratified in August 2010. Afghanistan passed a Tobacco Control 

Law in 2015, which calls for increased tobacco taxation as well as measures to reduce 

demand for tobacco products. 

Under this legal framework, import duties are specified as a mechanism to tax tobacco 

products. Article 20 of the Tobacco Control Law requires the Ministry of Finance (MoF) 

“to increase customs tariffs up to 50 percent on the import of cigarettes and other 

tobacco products.” 

The law also seeks to reduce tobacco consumption by informing consumers about the 

health risks of tobacco use. The law explicitly lists cigarettes, water pipes [tobacco], hookah 

[tobacco], snuff, and other tobacco products. The MoF is required to monitor that imported 

products have “written and pictorial signs and symbols demonstrating the risks of cigarettes 

in official languages of the country.”

Tobacco products in Afghanistan are generally imported and reached an import value 

of US$117 million in 2017. Available data indicate that approximately 76% of imported 

cigarettes are consumed by Afghanistan’s population, and 24% are re-exported.

As of 2018, Afghanistan applies several tariffs and taxes to tobacco products, primarily 

collected at import. Tariffs on cigarettes are set of 20% of cost, insurance, and freight (CIF). 

Other tobacco products have a 10% tariff, and unmanufactured tobacco has a 5% tariff. All 

products are subject to a 4% business receipts tax (BRT) and a 2% fixed tax which is levied 

against CIF and tariffs. There are currently no excise taxes in Afghanistan. The average total 

effective tax rate for cigarettes is 27.6% of CIF. 

Afghanistan is planning to introduce a 10% Value Added Tax (VAT) in December 2020, 

which will replace the BRT. This would raise the tax rate on cigarettes to 34.8% of CIF. Given 

the high filing threshold planned for VAT, the scenarios presented in this paper apply VAT at 

the import stage only.

Compared to the region, tobacco tax in Afghanistan is low. The average tax rate on 

cigarettes is 60.3% (excise plus value-added tax) in Pakistan. The estimated average tax will 

rise to approximately 40% in Iran in 2018. WHO’s recommended tobacco tax rate is 70%. 
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Methods and Study Findings
The authors estimated the impact of increasing tobacco taxation in Afghanistan. WHO’s tax 

simulation model (TaXSiM2) was used for estimations for cigarette taxes, and supplementary 

calculations were added for other types of tobacco, customized for Afghanistan’s tax system. 

This approach allowed estimation of the impact of the tax instruments and tax rates on 

revenue generation, prices, and consumption against the baseline. 

Patterns in four key indicators (average price of cigarette packs, sales volume, number of 

smokers, and tax revenues) were used to run the simulations. The simulations used the 

average price elasticity of demand for cigarettes in low-income countries (between -0.6 

and -0.8) modeled by premium, mid-priced, and economy brand names. In all scenarios, it 

was assumed that the 10% VAT would be introduced in December 2020. 

Three scenarios were modeled in the study: 

Scenario 1 – Baseline with VAT. In this scenario, there is no change in tobacco-

specific taxation. The only change is the introduction of VAT in 2021 (the tax comes 

into effect in December 2020). 

Scenario 2 – Gradual increase in tariffs. In this scenario, tobacco-specific ad valorem 

tariffs are gradually introduced. To maintain a gradual change in rates, tariffs do not 

change in 2021 when VAT is introduced. Total tax rates on cigarettes are increased 

from 27.6% of CIF in 2019 to 33% in 2020, 40.5% in 2021, and 46.2% in 2022. 

Scenario 3 – Excise tax and tariff increases. In the final scenario, a uniform excise tax 

is introduced on tobacco products based on the number of sticks (for cigarettes), 

and tariff increases are applied to other tobacco products. This scenario has higher 

administrative costs associated with the introduction of a new tax type.

The scenarios provide straightforward options to raise an additional US$8 million to US$20 

million in annual revenues that could be used for social expenditures to improve living 

conditions in Afghanistan. At the same time, each option would reduce the consumption 

of tobacco products and the associated burden of disease. 

The first option provides the least ambitious approach to tobacco taxation – continuing 

the current tariff regime while introducing VAT. This option makes no other changes to 

tobacco taxation and is not recommended.

2 Documentation available at: https://www.who.int/tobacco/economics/taxsim/en/

https://www.who.int/tobacco/economics/taxsim/en/
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The second option presents a compelling choice for policy makers. A gradual increase 

in tariff rates could be accomplished with no additional investments in administrative 

capacity. It would be simple to implement and monitor. 

The third option would implement international good practice, which suggests that a 

specific tax would reduce the likelihood that consumers and producers simply switch to 

lower-cost tobacco products by applying a per-pack or per-stick tax to cigarettes.

Given the high degree of uncertainty around the data and assumptions going into 

the model, any policy change would be best implemented on a gradual basis, with 

regular review of changes in domestic consumption of tobacco products, tax revenues, 

administrative costs, and illicit re-exportation.

A gradual yearly increase of the cigarette import tax from 27.6% (2019 – base scenario) to 

46.2% (2022) is estimated to generate an additional tax revenue of US$19.7 million in 2022, 

and a reduction of 5.1% in cigarette sales and 2.7% in the number of cigarette smokers.

Special attention would be required to ensure that the total tax rates in Afghanistan do 

not significantly exceed those in Iran or Pakistan, to ensure that the flow of illicitly traded 

cigarettes is not reversed.

Conclusions
Improving domestic revenue collection is central to Afghanistan’s self-reliance agenda. At 

present, Afghanistan remains highly dependent on external financing. In the context of 

a large informal economy, Afghanistan relies heavily on indirect taxation, including sales 

taxes, fixed taxes, and customs duty. These revenues are collected primarily at border 

crossing points. 

Tobacco taxation offers an opportunity to increase revenue generation while reducing 

tobacco use and its related morbidity and mortality. Considering this study’s estimations 

and correlating male tobacco smoking and lung cancer mortality by income levels, it is 

possible to estimate a reduction of 0.48% in lung cancer mortality for each 1% reduction in 

the number of cigarettes smoked by the male population per year. 

More refined estimations would require the collection of robust data with the detailed 

information needed for more sophisticated and precise estimation models, adjusted 

for temporal effects and including other relevant variables. However, very robust and 

consistent results across the world confirm that price increases can help reduce tobacco 

use, improve health, and prevent premature mortality.
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Tobacco in Afghanistan affects the poor most profoundly – including their health status, 

incomes and well-being. Reducing tobacco use by increasing taxation could mean 

healthier lives for the poor, contribute to the achievement of the Sustainable Development 

Goals (SDGs), and support efforts to reduce poverty and increase shared prosperity.
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1

TOBACCO CONSUMPTION 
IN AFGHANISTAN

1.1 Overview
Tobacco use is one of the leading risk factors for noncommunicable diseases (NCDs) in 

developed and developing countries. The World Health Organization (WHO) estimates 

that tobacco use causes the premature death of 5 million people each year worldwide. If 

current trends persist, it will lead to the premature death of more than 8 million people 

each year by 2030. Around 80 percent of these deaths will take place in developing 

countries, including Afghanistan. Reducing and preventing tobacco use is therefore an 

important way to prevent early morbidity and mortality.

Cigarettes, the most common form of smoked tobacco, have well-known negative health 

effects. Cigars, cheroots, pipes, water pipes, bidis, and kreteks are also used in smaller 

1

MAIN MESSAGES
• Men are the primary consumers of tobacco products in Afghanistan: 48% of 

ever-married men ages 15–49 use tobacco, compared to only 6% of ever-married 

women in the same age group. 

• Cigarettes are the most common form of smoked tobacco. Total domestic con-

sumption of cigarettes in Afghanistan is estimated at 6.4 billion sticks per year, or 

226.4 per capita.

• Almost 60% of male smokers consumed 10 or more cigarettes per day in 2015, an 

indication of tobacco addiction among this group.

• Higher levels of urbanization, education, and income are associated with lower 

tobacco consumption and a preference for cigarettes over other forms of tobacco. 

With increased urbanization and generational changes, cigarettes could become 

the country’s main tobacco product. 

• Rates of tobacco use and cigarette smoking are higher in many of the provinces 

that are close to Afghanistan’s borders than in others. 

• Data indicate that only 0.1 percent of women and 2.4 percent of men use drugs. 

There is a very low probability that increasing the price of cigarettes through taxa-

tion will increase the proportion of drug users in the country. 
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proportions in many countries, with similar negative effects on health. Additionally, in 

many countries, the use of non-smoked tobacco such as betel quid, dissolved tobacco, dry 

snuff, hookah (chelam), moist snuff (naswar), gutkha, paan, and tombak is very common. 

These products are generally consumed through the mouth or nose, sometimes mixed 

with other ingredients. Non-smoked tobacco also has serious negative health effects. Its 

continuous consumption increases the likelihood of developing mouth and throat cancer, 

and the chances of high blood pressure, heart disease, and peptic ulcers. Around the 

world there is very little control over, and advocacy against, the use of these products. 

At the individual level, knowledge of a patient’s tobacco use is essential for the diagnosis 

and treatment of various medical conditions. As tobacco use is a significant risk factor 

affecting a population’s health status, the incidence of tobacco use by socioeconomic and 

demographic characteristics is key information for policy, planning and resource allocation 

in the health system. Disease risks and treatment outcomes can be more accurately 

predicted if the level of tobacco use is known.

According to the Tobacco Atlas of the Institute of Health Metrics and Evaluation (IHME), 

smoked tobacco use is lower among countries in the South Asia Region (SAR) than among 

countries in other regions. Worldwide, users smoke an average of 1,018 cigarettes per year. 

In SAR, users in Bangladesh smoke about two-thirds that amount, and users in Afghanistan 

smoke about one-quarter of the global average (see Figure 1.1). However, many surveys 

indicate higher rates of other types of tobacco use (smoked and not smoked) in Afghanistan.

1.2 Data on Tobacco Consumption in Afghanistan
The most commonly used forms of tobacco in Afghanistan are cigarettes, chelam, and 

naswar – in varying proportions in different regions of the country. Until 2015, data on 

Figure 1.1: Number of cigarettes smoked per capita per year in 2016, South Asia Region
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tobacco use and its health effects in Afghanistan were restricted to regional or selective 

surveys. The Global Youth Tobacco Survey 2010 found that more than 16 percent of youth 

in Afghanistan ages 18 and younger had tried or experimented with smoked tobacco, 

and 90 percent of them had tried a cigarette by age 13. Around 17 percent of children 

had been affected by passive smoking, and 21 percent of students said that most of 

their friends were cigarette smokers. Only 18 percent of students thought that passive 

smoking was harmful (WHO, 2011), increasing the risk that families will be more exposed to 

secondhand smoke in the future. 

Another tobacco-use survey, conducted between September and October 2010, focused 

on the male population (ages 15 older) of Kabul City (Social and Health Development 

Program, 2011).3 This survey estimated the prevalence of cigarette smoking among men 

to be 35.2 percent, and found that 46 percent of respondents had smoked at some 

point in their life. According to the survey, 50 percent of male smokers in Kabul smoked 

11–20 cigarettes per day, and 18 percent smoked more than 20 cigarettes per day. The 

consumption of other forms of tobacco was lower – only 20 percent reported using 

naswar and 4 percent chars (a local name for hashish). Smokers were found to be more 

open than non-smokers to the use of other addictive substances.

In total, 85.4 percent of respondents were exposed to some form cigarette smoke 

(35.2 percent current smokers and 50.2 percent passive smokers). Most of the surveyed 

population (96 percent) had received information about the adverse effects of smoking 

from different sources, mostly from radio broadcasts (86 percent). The survey also found 

that those who grew up in a family where members were smokers were more likely to 

smoke than respondents whose family members were not smokers. Most of the smokers 

began young: 72 percent before age 20, and 15 percent before age 15. These findings 

highlight the relevance of advocacy programs for smoking prevention among adolescents 

in urban areas of Afghanistan. Ages 15 to 20 appear to be the optimal time to advise the 

population against smoking, focusing on prevention.

1.3 Socioeconomic and Demographic Patterns of 
Tobacco Consumption 
The 2015 Demographic and Health Survey (CSO, 2017) is the most complete survey on 

tobacco use in Afghanistan. It surveyed a sample of women and men ages 15–49 years 

who have ever been married, regardless of their current marital status. The AFDHS 2015 

presented datasets on tobacco use according to the type of tobacco used (cigarettes, 

chelam, and other tobacco), and the average number of cigarettes consumed per person 

3 An analysis of the data from this survey was published by Mohmand et al. (Mohmand, 2014).
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according to gender, age, maternity status, residence (urban or rural), region, educational 

status, and income quintile. It presents a broad analysis of the socioeconomic and 

demographic aspects of tobacco use in Afghanistan.

AFDHS data indicates that tobacco use is concentrated among men. Extrapolating the 

data over the full adult population (including adults ages 50 and older) provides an 

estimation of the demographic profile of tobacco users in Afghanistan. Figure 1.2 provides 

a snapshot of the proportion of the population using tobacco products, disaggregated by 

gender and age. 

Female Tobacco Consumption is Low, and Few Report Smoking Cigarettes
Only 6 percent of ever-married women ages 15–49 were using tobacco in 2015, and only 

one in six of the women using tobacco used cigarettes. Other forms of tobacco, such as 

chelam and naswar, were more prevalent among female tobacco users. Given the social 

taboo around women smoking, these figures may underestimate smoking prevalence in 

this group. 

Tobacco use among women (as well as men) is associated with poverty. It is used by 10.3 

percent of women in the poorest income quintile, compared to 3.4 percent among the 

richest quintile. Most of the tobacco used by poor women is non-smoked tobacco. In the 

poorest quintile, 94 percent of the women consuming tobacco use chelam and other 

tobacco, compared with 47 percent in the richest quintile. 

Figure 1.2: Tobacco use by age, gender, and tobacco type in Afghanistan 
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The same pattern is found among educational cohorts: the proportion of women with no 

education using tobacco (6.8 percent) is 11 times higher than the proportion of women 

with a secondary or higher education (0.6 percent). Smoking is also more prevalent among 

women living in rural areas (6.9 percent) than among those living in urban areas (3.3 percent).

Men are the Primary Tobacco Consumers in Afghanistan
In Afghanistan, tobacco is primarily used by men; in 2015, 48.2 percent4 of ever-married 

men ages 15–49 used tobacco. 

Most of the men in Afghanistan who use tobacco stated that they have used other forms 

of tobacco (61 percent), but nearly 40 percent smoke cigarettes (Figure 1.3). Other forms 

of tobacco and chelam are used more in rural areas (38.2 percent) than among urban 

populations (17.6 percent), while cigarette use is slightly higher in urban (23.6 percent) than 

in rural (21.4 percent) areas. If these are long-term trends, increasing urbanization could 

mean lower overall levels of non-cigarette tobacco use in Afghanistan, and to increased 

use of cigarettes.

Unfortunately, there are no data on tobacco use among adolescents ages 15 and older, 

and adults ages 50 and older in Afghanistan.5 This gap prevents a complete estimation of 

the country’s tobacco use profile.

4 In the AFDHS publication (Table 3.8.3, page 52), the sum of all persons that use cigarettes, chelam, and other products is about 
10% higher than the number of the persons who use tobacco, probably because 10% of the tobacco consumers use more than 
one type of tobacco.

5 Demographic Health Surveys are designed to address a population during the reproductive years (ages 15–49). The percentage 
of smokers in Kabul according to the SHDP in 2010 (men all ages) was 35.2 percent, and according to the AFDHS 2015 (for men 
ages 15–49) it was 24.2 percent. If the survey samples are consistent, these numbers should reflect either a reduction in the num-
ber of smokers in Kabul in the past 5 years, or that smoking rates among males ages 15 years and younger, and adults ages 50 and 
older, are higher than in the age range 15–49.

Figure 1.3: Percentage of ever-married men ages 15–49 using tobacco, by type of 
tobacco consumption, Afghanistan
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Figure 1.4 shows tobacco consumption by age group for men ages 15–49. Even though 

other forms of tobacco (including chelam) are used more than cigarettes in all age groups, 

the difference is not as big among younger age groups, but rather after the age of 40, 

when the use of other forms of tobacco is considerably higher and cigarette consumption 

is lower. It seems likely that these generational differences in the types of tobacco used 

will decrease or even disappear as the younger generations grow older. Progressively, with 

increased urbanization and generational changes, cigarettes could be the main tobacco 

product used in the country. 

In Afghanistan, tobacco use among ever-married men decreases as income increases. 

Figure 1.5 shows that in the lowest income quintile, 53.5 percent of the ever-married 

men used tobacco, compared to 34.7 percent in the highest income quintile. However, 

this behavior is associated with other forms of tobacco consumption. Considering only 

the use of cigarettes, the proportion of smokers tends to increase slightly with income 

level. Cigarette smoking in the lowest income quintile is 19.2 percent, compared with 

23.6 percent in the highest income quintile. Only in the richest income quintile is use of 

cigarettes higher than use of other forms of tobacco. This is relevant for understanding 

and simulating the distributive effects of tobacco taxation policies, according to the 

consumption elasticities of each kind of tobacco product.

Figure 1.4: Percentage of ever-married men ages 15–49 using tobacco, by type of 
tobacco and age group, Afghanistan
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Figure 1.5: Percentage of ever-married men ages 15–49 using tobacco, by type of 
tobacco and income quintile, Afghanistan
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Figure 1.6 shows that in general, the higher the level of education, the lower the use of 

tobacco among ever-married men ages 15–49. Those with no education and with primary 

schooling only use other forms of tobacco products more than cigarettes. However, men 

with a secondary-level education use cigarettes and other forms of tobacco about equally; at 

the post-secondary education level, cigarettes are used more than other forms of tobacco.

Urbanization, income, and education make a difference to tobacco consumption and 

the kind of tobacco used in Afghanistan. Higher urbanization, education, and income are 

associated not only with lower tobacco use but also with the preference for cigarettes over 

other forms of tobacco.

Among the ever-married men ages 15–49, most of the smokers are intensive smokers. 

International literature suggests that 10 cigarettes per day indicates tobacco addiction. 

Figure 1.6: Percentage of ever-married men ages 15–49 using tobacco, by education 
level and type of tobacco, Afghanistan
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Figure 1.7: Distribution (%) of ever-married men ages 15–49 who are smokers, 
according to the number of cigarettes smoked daily, Afghanistan
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Based on this figure, the survey considered intensive smokers to be those who smoke 

more than 10 cigarettes per day. As Figure 1.7 shows, almost 60 percent of smokers 

smoked 10 or more cigarettes per day in 2015.

The survey provides no information about the frequency or intensity of the use of other 

tobacco forms. Additional data will be needed to analyze these aspects of tobacco use 

in Afghanistan.

1.8: Percentage of ever-married men and women ages 15–49 using tobacco, by 
province, Afghanistan
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1.4 Regional Patterns of Tobacco Consumption in Afghanistan6

In addition to the differences in tobacco use between men and women, there are wide 

regional disparities in the levels of tobacco and cigarette use by both sexes. Figure 1.8 and 

Figure 1.9 show tobacco use and cigarette smoking among ever-married men and women 

ages 15–49, by province. Appendix 1 presents provincial statistics in a map-based format.

In the provinces of Sar-E-Pul and Badghis (close to the border with Turkmenistan), more 

than 20 percent of women use tobacco; in Paktya and Farah (on the border with Pakistan), 

and Balkh (on the border with Uzbekistan), over 10 percent use tobacco. In only four 

6 For the 34 provinces, only 33 are named. Zabul was not included in the AFDHS 2015 survey because of insecurity.

1.9: Percentage of ever-married men and womenages 15–49 who smoke cigarettes, by 
province, Afghanistan 
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provinces do more than 3 percent of women smoke cigarettes – Sar-E-Pul, Balkh, Jawzjan, 

and Helmand, all close to territorial borders.

In eight provinces, over 60 percent of men use tobacco; the highest proportion is 70.1 

percent in Kandahar, a province on the border with Pakistan. In three provinces over 30 

percent of men smoke cigarettes; the highest proportion is in Jawzjan (49.5 percent), on 

the border with Turkmenistan.

It is clear that the rates of tobacco use and cigarette smoking are higher in many provinces 

that are close to Afghanistan’s borders. As Afghanistan itself does not manufacture any 

significant quantity of tobacco products (particularly cigarettes), additional research will 

be necessary to understand whether higher tobacco use in these provinces is influenced 

by the tobacco smuggling trade with neighboring countries. There are many provinces 

that are close to borders but have very low proportions of both tobacco and cigarette use 

among men. For example, in Nimroz, on the border with Iran and Pakistan, only 10.2 percent 

of ever-married men ages 15–49 use tobacco, and only 2.5 percent smoke cigarettes.

Figure 1.10 : Among ever-married  men ages 15–49 who smoke, the percentage who 
smoke 10 or more cigarettes daily, by province, Afghanistan
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The intensity of cigarette smoking also varies by province (see Figure 1.10). In two-thirds 

of the provinces, more than 50 percent of the smokers consume 10 or more cigarettes 

per day and in six provinces more than 80 percent do so. The lowest proportion of men 

smoking more than 10 cigarettes is in Nooristan (16.2 percent) and the highest is in 

Urozgan (90.1 percent), a province far from the country’s borders.

Additional analysis using the AFDHS 2015, produced as part of this study, found no 

significant correlation between the proportion of men smoking cigarettes and the 

average number of cigarettes smoked by men. In some provinces with higher proportion 

of men smoking the average number of cigarettes smoked by men could be lower than in 

provinces where the proportion of male smokers is lower.

1.5 Tobacco Consumption and Drug Use
Recent evidence shows that tobacco consumption is strongly correlated with the use of 

other drugs; among teenagers, smoking typically precedes the use of other drugs. Studies 

in the United States since the 1960s show that teen smoking is an early warning sign for 

additional substance abuse problems (Chaloupka, F, et al.,1999). Teenage smokers are 

over 11 times more likely to use illicit drugs and 16 times more likely to drink heavily than 

youths who do not smoke. In addition, heavy users of smokeless tobacco are significantly 

more likely to experiment with or regularly abuse illegal drugs (US Department of Health 

and Human Services, 1999). Studies in Australia (Degenhardt and Hall, 1999) have showed 

that current smokers were around four times more likely to have an alcohol use disorder, 

around eight times more likely to have a cannabis use disorder, and five times more likely 

to have another drug use disorder than non-smokers.

Most literature shows that drugs are not substitutes for tobacco, so that a person who 

quits using tobacco (voluntarily or because of price increases due to taxation) does not 

necessarily go on to use other drugs (Degenhardt, L. &, Hall, W.,1999). Tobacco creates a 

strong addiction and precedes the use of other drugs. Treatments to quit smoking have 

been used as part of the therapy to lead addicted people to quit the use of drugs.

However, in many places, the number of drug users is very small compared to the number 

of tobacco users, and most people who use tobacco are not drug users. This is the case 

in Afghanistan as well. According to the AFDHS 2015, only 0.1 percent of women and 

2.4 percent of men use drugs, compared to 6 percent and 48 percent (respectively) using 

tobacco. The use of drugs appears to be highest among women ages 45–49 (0.4 percent) 

and men ages 25–29 (3 percent). Opium and heroin accounted for more than 90 percent 

of drug use among men in 2015. 
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The proportion of adolescents using drugs in Afghanistan in 2015 was very small 

(0.1 percent for girls and 0.7 percent for boys ages 15–19) compared to, for example, 

adolescents in the 8th, 10th, and 12th grades in the United States, which reached 26.3 

percent in the same year. 

One of the fears about increasing tobacco taxation in Afghanistan is that it would lead 

to increased use of other drugs (which are relatively cheap in the country). However, 

considering that drugs are shown not to be a substitute for tobacco, and in view of the 

small proportion of drug users in Afghanistan, this is a very low-probability risk.

1.6 Estimate of Domestic Consumption of Cigarettes in Afghanistan
An estimation of the domestic consumption of tobacco products is required in order to 

assess tobacco imports and the volume of illicit re-exportation. This section focuses on 

cigarettes, as insufficient data on other types of tobacco are available for an estimation of 

market size. Limited data on tobacco imports and consumption is a significant challenge, 

and this section should be taken as an initial estimate rather than a conclusive summary. 

Data from the AFDHS and National Statistics and Information Authority (NSIA) are 

extrapolated to the full adult population.

 Table 1.1: Estimated Cigarette Consumption by Age Group, 2017 (Number of Sticks)

AGE GROUP 15-19 20-24 25-29 30-34 35-39 40-44 45-49 50+*

POPULATION

Male 1,628,745 1,252,034 952,972 682,576 566,658 520,509 446,228 1,473,400

Female 1,580,080 1,257,730 989,685 666,569 650,382 538,862 482,694 1,216,151

POPULATION THAT SMOKES CIGARETTES

Male 226,396 255,415 225,854 133,785 159,231 99,938 83,891 276,999

Female 7,900 8,804 12,866 4,666 8,455 6,466 5,792 14,594

AVERAGE CIGARETTES SMOKED OVER THE PAST 24 HOURS

Male 9.7 11.4 11.4 11.9 10.9 12.1 13.0 13.0

Female 8.7 10.8 8.2 6.9 7.1 12.8 8.1 8.1

IMPLIED AVERAGE DAILY CONSUMPTION

Male 2,189,358 2,920,542 2,570,132 1,595,184 1,741,238 1,206,148 1,086,999 3,589,162

Female 68,779 95,231 106,088 32,122 59,733 82,537 47,068 118,589

Total 2,258,137 3,015,773 2,676,220 1,627,306 1,800,971 1,288,685 1,134,067 3,707,751

Source: Data on cigarette smoking taking from AFDHS 2015 micro-level data. 
Note: Data on 2017 population taken from NSIA 2018. 
*50+ cigarette consumption is extrapolated by applying smoking rate and daily consumption from the 45–49 age group.
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Drawing from household survey data and population data, Table 1.1 and Table 1.2 suggest 

that Afghanistan had total domestic consumption of approximately 6.4 billion cigarettes 

per year. To put this overall figure in perspective, approximately 5.7 trillion cigarettes were 

smoked worldwide in 2016, and Pakistan is a market of approximately 70.1 billion cigarettes 

per year. 

This estimation has a high degree of uncertainty for several reasons. First, the household 

survey data may have inaccuracies. Second, the implied total consumption does not 

include children ages 15 and younger, who may also smoke cigarettes. Third, the 

assumed importer and distributor margin estimations may be inaccurate, and customs 

data may not reflect actual imports. Finally, the estimation is based on the settled 

population reported by the NSIA, which may underestimate the total population and 

therefore total domestic consumption. 

Using the NSIA (2018) population estimate for 2017, this indicates a per capita consumption 

of 226.4 cigarettes per person per year, excluding cigarette use by youth ages 15 and 

younger. This figure is below the 312 cigarettes per capita estimated in the IHME Tobacco 

Atlas in 2016.

Table 1.2. Estimated Total Domestic Cigarette Consumption, 2017 (Number 
of Sticks)

TOTAL DAILY CONSUMPTION

Total Daily Consumption Total Annual Consumption

Male 16,898,763 6,168,048,495

Female 610,147 222,703,655

Total 17,508,910 6,390,752,150
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TOBACCO-RELATED DISEASES 
AND THE RESPONSE OF 
HEALTH SERVICES

MAIN MESSAGES
• In recent years, NCDs have become a leading cause of morbidity and mortality 

in Afghanistan.

• Tobacco is a significant contributor to NCDs in Afghanistan. Around 36 percent of 

Disability Adjusted Life Years (DALYs) were associated with tobacco-related causes, 

and 5 percent of DALYs could be attributed to tobacco use. 

• From 2005 to 2016, tobacco was the seventh highest risk factor for death and dis-

ability (combined) in Afghanistan, and the percentage of risk increased 19 percent 

from 2005 to 2016. Tobacco use is a high-risk factor for many diseases, resulting in 

elevated average DALYs for Afghanistan’s citizens.

• The higher rate of DALYs attributable to tobacco use in Afghanistan result from isch-

emic heart disease, lower respiratory infections, stroke, chronic obstructive pulmo-

nary disease and lung, tracheal and bronchial cancer. 

• The burden of tobacco-related DALYs changes throughout the life cycle in Afghan-

istan. For children ages 15 and younger, the rate of DALYs is low, rising among ages 

50–69, and falling among ages 70 and over.

• While only 19 percent of the population in the richest quintile use tobacco, this 

percentage rises to 33.5 percent among the poorest quintile.

• Mortality from lung cancer is much higher in the poorest households than in the 

richest households; 81 percent of patients diagnosed with lung cancer in the poorest 

quintile die, compared to 38 percent in the richest quintile. This may be the result of 

longer-term use of tobacco as a smoker, exposure to secondhand smoke before diag-

nosis, and lack of access to early or opportune diagnosis and adequate treatment.

• Given that the effects of smoking on the incidence of lung, tracheal and bronchial 

cancer increase with age, early mortality from these cancers affects the population 

ages 50–69 years more intensively. Among adults ages 70 and older, these cancers 

decline in importance as causes of mortality as cardiovascular and other diseases rise.

2
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• Although health authorities in Afghanistan are aware of the high burden of tobacco 

and other NCDs, control measures have been ranked very low among government 

and donor priorities. This has recently changed and NCDs and tobacco control are 

increasingly becoming priorities for the Ministry of Public Health (MoPH).

2.1 Trends in the Tobacco-Related Burden of Disease in Afghanistan
Tobacco is a significant contributor to noncommunicable disease in Afghanistan. This 

chapter presents an overview of trends and evidence on the health impacts of tobacco 

use, particularly on the poorest people. 

The overall burden of disease (BOD) in Afghanistan fell between 2011 and 2016 because 

of a reduction of communicable diseases and disease related to maternal, neonatal and 

nutritional health, which fell from 47.1 percent of the BOD in 2011 to 35.5 percent in 2016 

(IHME 2016). The overall BOD fell by 7.3 percent during the same period (Table 2.1). 

NCDs have become the largest cause of death and disability in Afghanistan, accounting for 

a 5 percent rise in DALYs (from 38 percent to 43 percent, or a total rise of 1 million DALYs) 

between 2011 and 2016. This negated some of the overall 4.5 million reduction in DALYs 

achieved between these two years.

According to IHME (IHME 2018), the ranking of top risk factors contributing to death and 

disability (combined) in Afghanistan did not change substantially from 2005 to 2016, as 

illustrated in Table 2.2. 

Table 2.1: Burden of diseases, Afghanistan

GROUP OF CAUSES MILLION DALYS PERCENTAGE 
DISTRIBUTION GROWTH  

RATE (%)
2011 2016 2011 2016

Group 1 – Communicable, maternal, neonatal 
and nutritional diseases 28.2 19.7 47.1 35.5 -30.1

Group 2 – Noncommunicable diseases 22.9 23.8 38.3 42.8 +3.9

Group 3 – Injuries 8.8 12.0 14.6 21.7 +36.4

TOTAL 59.9 55.5 100.0 100.0 -7.3

Sources: IHME, 2011 and 2016.
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Tobacco is the seventh highest risk factor for death and disability combined in Afghanistan, 

rising by 19 percent between 2005 and 2016.7 Many diseases present tobacco as a high-risk 

factor resulting in elevated average DALYs for Afghanistan’s citizens. Table 2.3 uses data 

from the IHME (2016) to show the main causes of disability and diseases associated with 

tobacco in Afghanistan, ordered by the weighted average DALY attributed to tobacco in 

the overall population.

As discussed, tobacco is estimated to result in a higher number of DALYs, especially from 

ischemic heart disease (IHD), lower respiratory infections (LRI), stroke, chronic obstructive 

pulmonary disease (COPD) and lung, trachea, and bronchial cancer (LTBC). The 19 tobacco-

related diseases/causes of disability listed in Table 2.3 account for 35 percent of total DALYs. 

The weighted specific tobacco risk (or probability of DALYs specifically associated with 

tobacco) is estimated to produce almost 5 percent of total DALYs in Afghanistan.  

The IHME 2016 burden of disease data allow an estimation of tobacco-related risks, 

measured by weighted average DALYs in Afghanistan for different age groups: ages 5 and 

younger; ages 5 to 14; ages 15 to 49; ages 50 to 69; and ages 70 and older. 

7 The risk increase represents the increase of DALYs associated with this risk factor.

Table 2.2: Risk factors for death and disability in Afghanistan

2005 2016 % of Risk 
increase

(2005–2016)RANK RISK FACTOR RISK TYPE RANK RISK FACTOR RISK TYPE

1 Malnutrition Behavioral 1 Malnutrition Behavioral -29.8

2 Air pollution Environmental 2 Air pollution Environmental -12.0

3 Diet Behavioral 3 Diet Behavioral +27.6

4 Lack of Hand Washing Environmental 4 High fasting plasma 
glucose Metabolic +39.7

5 High blood pressure Metabolic 5 High blood pressure Metabolic +25.0

6 High fasting plasma 
glucose Metabolic 6 High body-mass index Metabolic +49.7

7 Tobacco Behavioral 7 Tobacco Behavioral +18.9

8 High body-mass index Metabolic 8 High total cholesterol Metabolic +26.7

9 High total cholesterol Metabolic 9 Lack of Hand Washing Environmental -47.3

10 Occupational risks Environmental 10 Impaired kidney function Metabolic +26.3

11 Impaired kidney function Metabolic 11 Occupational risks Environmental +5.3

Source: IHME, 2005–2016.
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Table 2.3: Contribution of tobacco as risk factor for DALY in Afghanistan (overall 
population in all age groups) 

CAUSES OF DISABILITY OR 
DISEASES PROPORTIONAL DALYS (%) TOBACCO RISK ATTRIBUTED (%)

Average Confidence 
Interval Average Confidence 

Interval

Weighted 
average (%) 

DALY*

1.   Ischemic heart disease 7.42 (6.16-8.85) 22.73 (18.56-27.54) 1.69

2.   Lower respiratory infections 7.88 (5.88-10.38) 10.56 (5.98-15.85) 0.83

3.   Stroke 3.52 (2.78-4.42) 18.75 (15.16-23.11) 0.66

4.   Chronic obstructive pulmonary disease 0.98 (0.77-1.23) 58.36 (47.49-67.06) 0.57

5.   Lung, trachea and bronchus cancer 0.42 (0.22-0.70) 76.07 (63.29-85.94) 0.32

6.   Diabetes mellitus 2.30 (1.92-2.76) 10.20 (5.39-14.65) 0.23

7.   Tuberculosis 2.89 (1.23-3.82) 4.57 (2.36-7.48) 0.13

8.   Stomach cancer 0.45 (0.36-0.56) 15.46 (7.12-25.35) 0.07

9.   Peptic ulcer disease 0.35 (0.21-0.58) 8.19 (5.23-11.58) 0.06

10. Asthma 0.99 (0.77-1.27) 5.87 (4.03-8.29) 0.06

11. Sense organs diseases 1.21 (0.85-1.70) 0.50 (0.31-0.76) 0.06

12. Breast cancer 0.55 (0.18-1.06) 7.90 (2.87-16.80) 0.04

13. Hypertensive heart disease 0.28 (0.08-0.44) 11.01 (6.00-17.63) 0.03

14. Colon-rectum cancer 0.26 (0.12-0.47) 7.78 (3.60-13.75) 0.02

15. Lip and oral cavity cancer 0.03 (0.02-0.04) 60.79 (47.24-72.39) 0.02

16. Leukemia 0.53 (0.28-0.83) 4.51 (1.61-9.79) 0.02

17. Other cardiovascular diseases 0.43 (0.24-0.64) 10.91 (6.80-15.51) 0.01

18. Nasopharynx cancer 0.03 (0.02-0.06) 45.92 (30.21-59.21) 0.01

19. Road injuries 4.99 (4.17-5.99) 0.21 (0.13-0.31) 0.01

TOTAL 35.53 - - - 4.84

Source: IHME, 2016. 
*Calculated as the product of the average proportional DALY and the average proportional risk attributed to tobacco. Only causes 
of disabilities with weighted average DALY attributed to tobacco higher than 0.01 percent of total DALYs were selected.

Table 2.4 shows the contribution of tobacco as a risk factor for DALYs for children ages 5 

years and younger, and young children and adolescents ages 5 to 14.
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Table 2.4: Contribution of tobacco as risk factor for DALYs in Afghanistan (ages 15 
and younger)

CAUSES OF DISABILITY 
OR DISEASES PROPORTIONAL DALYS (%) TOBACCO RISK ATTRIBUTED (%)

Average Confidence 
Interval Average Confidence 

Interval

Weighted 
average (%) 

DALY*

Children ages 5 and younger

1.   Lower respiratory infections 18.77 (14.30-23.49) 9.40 (4.57-14.87)) 1.79

Young children and adolescents (5–14 years old)

1.   Lower respiratory infections 4.82 (2.00-7.26) 9.31 (4.51-14.90) 0.45

2.   Otitis media 0.70 (0.45-1.01) 12.20 (8.25-15.95) 0.09

TOTAL (5-14) 5.52 - - - 0.54

Source: IHME, 2016. 
*Calculated as the product of the average proportional DALY losses and the average proportional risk attributed to tobacco. Only 
causes of disabilities with weighted average DALY losses attributed to tobacco higher than 0.01 percent of the total DALY losses 
were selected.

For children ages 5 and younger, the only cause of disability associated with tobacco is 

lower respiratory infection. LRIs represented an average of 19 percent of total DALYs in 

Afghanistan in 2016, of which 1.8 percent of weighted average DALYs were attributed to 

children’s exposure to tobacco smoked by other household members. 

For children ages 5–14, two causes of disability are linked to tobacco risks: LRI and 

otitis media.8 Together they caused a weighted average of 5.5 percent of total DALYs in 

Afghanistan in 2016. Tobacco risk for these disease types is estimated at 2 percent of the 

total burden of disease. 

Among children ages 15 years and under, tobacco increases the risk of communicable 

diseases such as LRI and otitis media. The great majority of children and youth in 

this age group do not use tobacco products. Risk is likely attributable to exposure to 

secondhand smoke. 

Table 2.5 shows the contribution of tobacco as a risk factor for DALY losses of the 

population between 15-49 years old. The five most important causes of disability 

associated with tobacco in this age group are IHD, stroke, COPD, LTBC and LRI.

8 According Murphy (2006), children’s exposure to tobacco smoke in the household is associated with an increased risk of certain 
respiratory tract infections, including acute otitis media, pneumonia, bronchitis, and meningitis. Furthermore, cigarette smoking is 
the strongest independent risk factor for invasive pneumococcal disease among immunocompetent, nonelderly adults, account-
ing for half of the disease burden in this group.
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The DALY losses associated with these diseases in this age group caused almost 40 

percent of the BOD in Afghanistan in 2016. The weighted average DALY losses attributed 

to tobacco risk for these diseases were almost 5 percent of all DALY losses. In this population 

group, most of the causes of disability are NCDs (4.3 percent of the weighted average 

of tobacco attributed DALY losses) with a few exceptions such as LRI (classified as a 

communicable disease).

Table 2.5: Contribution of tobacco as risk factor for DALYs in Afghanistan (ages 15–49)  

CAUSES OF DISABILITY OR 
DISEASES

PROPORTIONAL DALYS (%) TOBACCO RISK ATTRIBUTED (%)

Average Confidence 
Interval Average Confidence 

Interval
Weighted average 

(%) DALY*
1. Ischemic heart disease 6.49 (5.32-8.16) 28.81 (22.92-36.62) 1.87

2. Stroke 3.64 (2.74-4.85) 22.44 (16.96-28.97) 0.82

3. Chronic obstructive pulmonary disease 0.77 (0.56-1.02) 51.26 (37.8-63.77) 0.39

4. Lung, trachea and bronchial cancer 0.41 (0.19-0.72) 74.24 (56.96-86.34) 0.30

5. Lower respiratory infections 1.16 (0.92-1.48) 18.51 (14.05-23.87) 0.21

6. Tuberculosis 4.80 (2.18-6.32) 4.35 (2.13-7.52) 0.21

7. Diabetes mellitus 2.17 (1.80-2.63) 9.06 (5.05-13.00) 0.20

8. Stomach cancer 0.56 (0.43-0.70) 17.36 (7.34-29.76) 0.10

9. Breast cancer 0.94 (0.26-1.87) 9.19 (2.96-21.47) 0.09

10. Asthma 1.05 (0.79-1.33) 6.43 (4.37-9.05) 0.07

11. Other cardiovascular diseases 0.56 (0.32-0.81) 12.41 (7.26-18.93) 0.07

12. Lower back and neck pain 2.87 (2.08-3.76) 1.63 (0.69-2.75) 0.05

13. Larynx cancer 0.06 (0.03-0.08) 77.73 (61.5-88.24) 0.04

14. Esophageal cancer 0.08 (0.06-0.10) 54.66 (33.79-70.53) 0.04

15. Hypertensive heart disease 0.27 (0.06-0.44) 13.21 (6.15-23.71) 0.04

16. Leukemia 0.65 (0.31-1.05) 5.80 (1.70-14.33) 0.04

17. Peptic ulcer disease 0.44 (0.27-0.66) 7.83 (4.62-11.58) 0.03

18. Colon-rectum cancer 0.33 (0.12-0.63) 9.65 (4.09-18.26) 0.03

19. Cervical cancer 0.23 (0.07-0.37) 13.56 (2.63-31.60) 0.03

20. Sense organs diseases 1.35 (0.95-1.87) 0.24 (0.14-0.39) 0.03

21. Lip and oral cavity cancer 0.03 (0.02-0.06) 57.62 (42.50-70.05) 0.02

22. Nasopharynx cancer 0.05 (0.02-0.08) 43.59 (26.78-59.05) 0.02

23. Liver cancer 0.09 (0.05-0.21) 20.26 (9.4-37.35) 0.02

24. Road injuries 10.10 (8.50-12.01) 0.18 (0.11-0.27) 0.02

25. Bladder cancer 0.04 (0.02-0.08) 35.14 (18.6-53.48) 0.01

26. Pancreatic cancer 0.05 (0.03-0.07) 27.88 (18.60-53.48) 0.01

27. Aortic aneurysm 0.03 (0.01-0.06) 21.92 (14.45-30.72) 0.01

TOTAL 39.22 - - - 4.70

Source: IHME, 2016. 
*Calculated as the product of the average proportional DALY losses and the average proportional risk attributed to tobacco. Only 
causes of disabilities with weighted average DALY losses attributed to tobacco higher than 0.01 percent of the total DALY losses 
were selected.
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As illustrated in Table 2.5, approximately 2.7 percent of DALYs in this age group are 

attributed to tobacco risk related to cardiovascular diseases (heart disease and stroke). 

There are also a significant number of cancers associated with tobacco as a risk factor 

(lung, trachea and bronchial; stomach; breast; larynx, esophageal, lip and oral cavity, 

leukemia, colon-rectum, cervical, nasopharynx, liver and pancreatic), representing almost 

0.7 percent of the total DALYs for the population ages 15–45.

LRI and tuberculosis may be more severe when the patient is a smoker or is exposed to 

secondhand smoke. In Afghanistan, tobacco is responsible for almost 0.5 percent of total 

DALYs related to these two diseases. Tobacco-attributed DALYs are also marginally related 

to road traffic accidents, with a very small weight. Tobacco could distract attention of 

drivers, but this impact in road injury-associated DALYs is only 0.18 percent, according the 

2016 Afghanistan burden of disease data.

Table 2.6 shows the contribution of tobacco as a risk factor for DALYs for those ages 50–69. 

The main causes of disability related to tobacco in this age group are IHD, COPD, stroke, 

LTBC and diabetes mellitus – all of which are classified as noncommunicable diseases. The 

proportional DALYs related to these diseases for this group represented 74.6 percent of the 

burden of disease in Afghanistan in 2016. Of this, the tobacco-related risk represented 16 

percent of DALYs. This population group suffered much higher weighted average DALYs 

attributed to tobacco risk than other age groups.

Finally, Table 2.7 shows the causes of disability related to tobacco and the number of 

DALYs by tobacco risks among adults ages 70 and older. DALYs associated with the 

tobacco-related diseases affecting this group is high compared to all age groups (80 

percent). However, the tobacco-risk weighted DALYs are only 10 percent of the total 

burden of disease. 

In this older age group, other causes of disability (non-tobacco related) contribute more 

heavily to DALYs, reducing the relative weight of tobacco-associated causes or disabilities. 

The main causes of tobacco-associated DALYs in this age group are IHD, COPD, stroke, 

diabetes mellitus and LTBC.

In summary, DALY losses associated with tobacco have different weights in the total 

burden of disease throughout the life cycle everywhere in Afghanistan, as elsewhere. In 

childhood and youth (ages 15 years and younger) losses are low, but they increase with 

age and acquire higher weight in middle age and older. This can be seen in Figure 2.1.

On the other hand, some causes account for higher numbers of DALYs at younger ages. 

For example, LRIs account for the most significant number of DALYs associated with 

tobacco among children ages 15 years and younger, and IHD is the top cause for the 
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Table 2.6: Contribution of tobacco as risk factor for DALYs in Afghanistan (ages 50–69) 

CAUSES OF DISABILITY OR 
DISEASES

PROPORTIONAL DALYS (%) TOBACCO RISK ATTRIBUTED (%)

Average Confidence 
Interval Average Confidence 

Interval
Weighted average 

(%) DALY*
1. Ischemic heart disease 26.59 (24.14-29.19) 22.92 (17.74-28.94) 6.09

2. Chronic obstructive pulmonary disease 3.25 (2.63-3.91) 66.73 (54.06-76.98) 2.61

3. Stroke 10.31 (8.4-12.41) 20.63 (15.36-27.67) 2.13

4. Lung, trachea and bronchial cancer 1.54 (0.86-2.61) 78.76 (65.48-88.82) 1.21

5. Diabetes mellitus 7.41 (6.44-8.45) 11.72 (6.09-16.80) 0.87

6. Lower respiratory infections 1.54 (1.19-2.04) 27.32 (20.79-35.64) 0.42

7. Tuberculosis 4.55 (1.64-6.29) 7.23 (3.51-11.9) 0.33

8. Stomach cancer 1.39 (1.16-1.62) 15.04 (6.4-26.94) 0.21

9. Asthma 1.72 (1.26-2.40) 11.81 (7.71-16.71) 0.20

10. Larynx cancer 0.21 (0.12-0.28) 79.30 (61.26-90.87) 0.17

11. Esophageal cancer 0.29 (0.22-0.35) 51.57 (36.67-64.30) 0.15

12. Other cardiovascular diseases 0.88 (0.45-1.32) 14.97 (8.97-22.39) 0.13

13. Hypertensive heart disease 0.96 (0.26-1.49) 12.01 (5.48-22.65) 0.12

14. Peptic ulcer disease 0.80 (0.49-1.36) 11.74 (7.27-17.67) 0.09

15. Breast cancer 1.26 (0.49-2.30) 6.02 (2.40-11.32) 0.08

16. Liver cancer 0.44 (0.30-0.74) 19.09 (8.30-31.31) 0.08

16. Lip and oral cavity cancer 0.09 (0.06-0.14) 64.98 (49.52-79.17) 0.06

17. Leukemia 0.56 (0.34-0.82) 11.15 (3.57-23.99) 0.06

18. Bladder cancer 0.22 (0.14-0.38) 29.28 (15.61-45.41) 0.06

19. Lower back and neck pain 2.72 (1.96-3.53) 2.36 (1.05-4.13) 0.06

20. Colon-rectum cancer 0.78 (0.41-1.37) 6.71 (3.25-11.09) 0.05

21. Nasopharynx cancer 0.09 (0.04-0.14) 56.65 (37.84-71.48) 0.05

22. Pancreatic cancer 0.25 (0.20-0.32) 20.51 (11.29-32.39) 0.05

23. Cervical cancer 0.35 (0.13-0.55) 8.22 (2.16-18.04) 0.03

24. Alzheimer’s and other dementias 0.58 (0.45-0.74) 4.32 (1.73-7.69) 0.03

25. Sense organs diseases 2.42 (1.75-3.31) 0.98 (0.56-1.62) 0.02

26. Road injuries 2.17 (1.79-2.58) 1.10 (0.71-1.61) 0.02

27. Aortic aneurism 0.09 (0.04-0.13) 17.91 (12.05-24.21) 0.02

28. Prostate cancer 0.17 (0.11-0.39) 5.71 (2.11-11.83) 0.01

29. Kidney cancer 0.06 (0.05-0.08) 8.22 (7.94-31.73) 0.01

30. Atrial Fibrillation and Flutter 0.09 (0.07-0.12) 14.03 (9.23-20.48) 0.01

31. Other chronic respiratory diseases 0.07 (0.03-0.13) 22.66 (10.28-41.10) 0.01

32. Rheumatoid arthritis 0.21 (0.16-0.28) 3.59 (1.18-7.86) 0.01

TOTAL 74.59 - - - 15.65

Source: IHME, 2016. 
*Calculated as the product of the average proportional DALY losses and the average proportional risk attributed to tobacco. Only 
causes of disabilities with weighted average DALY losses attributed to tobacco higher than 0.01 percent of the total DALY losses 
were selected.
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Table 2.7: Contribution of tobacco as risk factor for DALYs in Afghanistan (ages 70 and older) 

CAUSES OF DISABILITY OR 
DISEASES

PROPORTIONAL DALYS (%) TOBACCO RISK ATTRIBUTED (%)

Average Confidence 
Interval Average Confidence 

Interval
Weighted average 

(%) DALY*
1. Ischemic heart disease 27.22 (23.85-30.07) 10.69 (7.65-15.89) 2.91

2. Chronic obstructive pulmonary disease 4.53 (3.51-5.50) 57.20 (46.31-67.08) 2.59

3. Stroke 13.85 (11.2-16.53) 9.14 (6.29-14.31) 1.27

4. Diabetes mellitus 7.96 (6.60-9.29) 10.80 (5.14-16.09) 0.86

5. Lung, trachea and bronchial cancer 1.06 (0.72-1.59) 69.12 (56.42-80.96) 0.73

6. Lower respiratory infections 2.54 (1.87-3.23) 19.18 (13.66-29.95) 0.49

7. Tuberculosis 4.67 (1.32-8.11) 3.89 (1.64-7.52) 0.18

8. Asthma 1.57 (1.04-2.43) 6.39 (3.37-11.01) 0.10

9. Esophageal cancer 0.24 (0.19-0.30) 42.76 (31.25-54.59) 0.10

10. Stomach cancer 1.08 (0.87-1.28) 9.15 (4.19-17.3) 0.10

11. Alzheimer disease 3.93 (3.12-4.88) 2.23 (0.87-4.33) 0.09

12. Larynx cancer 0.12 (0.07-0.31) 68.65 (50.08-84.24) 0.08

13. Other cardiovascular and circulatory diseases 1.32 (0.77-2.20) 4.73 (2.19-9.06) 0.06

14. Peptic ulcer disease 0.91 (0.55-1.92) 6.36 (3.46-10.53) 0.06

15. Bladder cancer 0.27 (0.20-0.42) 20.46 (11.30-32.27) 0.06

16. Hypertensive heart disease 1.01 (0.41-1.56) 4.08 (1.76-9.74) 0.04

17. Sense organs diseases 3.48 (2.65-4.44) 0.92 (0.51-1.78) 0.03

18. Lip and oral cavity cancer 0.06 (0.05-0.09) 55.15 (42.22-68.18) 0.03

19. Leukemia 0.44 (0.31-0.58) 6.95 (2.43-14.45) 0.03

20. Pancreatic cancer 0.23 (0.19-0.26) 13.64 (7.89-21.05) 0.03

21. Colon-rectum cancer 0.59 (0.41-0.96) 3.99 (2.15-6.29) 0.02

22. Breast cancer 0.42 (0.24-0.69) 4.60 (2.07-8.05) 0.02

23. Atrial fibrillation and flutter 0.33 (0.25-0.43) 4.6 (2.73-7.74) 0.02

24. Lower back and neck pain 1.75 (1.28-2.29) 1.34 (0.50-2.94 0.02

25. Prostate cancer 0.44 (0.31-0.80) 3.47 (1.62-6.92) 0.02

26. Nasopharynx cancer 0.03 (0.02-0.04) 43.31 (28.24-60.02) 0.01

27. Aortic aneurysm 0.09 (0.05-0.13) 6.34 (3.78-9.86) 0.01

28. Cervical cancer 0.16 (0.08-0.28) 5.60 (1.50-12.20) 0.01

TOTAL 80.3 - - - 9.94

Source: IHME, 2016. 
*Calculated as the product of the average proportional DALY losses and the average proportional risk attributed to tobacco

population ages 15 and older. Figure 2.2 shows the percentage of DALYs by tobacco risks 

in the top specific diseases in different age groups.

COPD and diabetes mellitus are tobacco risks with an increasing weight in the burden of 

disease as age increases. However, the weight of LRI in the burden of disease decreases 
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with age. The other tobacco-related causes – stroke, IHD and LTBC – increase their weight 

in the burden of disease until ages 50–69. These estimations are important to guide policy 

makers in addressing the challenges of these diseases in different age groups.

2.2 Tobacco Use and Cancer Incidence 
Globally, smoking is estimated to cause 71 percent of lung cancers, 42 percent of chronic 

respiratory diseases, and nearly 10 percent of cardiovascular diseases (WHO, 2018a). The 

highest prevalence of smoking among men is currently in low- and middle-income 

countries and this appears to have worsened over the past two decades. While South Asia 

is in a better situation than other regions, this trend is concerning. 

An estimated 2.8 percent of households have had at least one member diagnosed 

with cancer in Afghanistan (AFDHS 2015).9 As shown by Figure 2.3, the most frequently 

diagnosed cancer was breast cancer (21 percent of total cases), followed by liver and 

intestinal cancer (19 percent each), and lung cancer (16 percent).

In households where a member was diagnosed with cancer, 60 percent reported a family 

member death from cancer (AFDHS 2015). As shown in Figure 2.4, 26.5 percent died of 

breast cancer, 22.5 percent of liver cancer, 18 percent of intestinal cancer and 16.7 percent 

of lung cancer. 

Table 2.8 shows that the percentage of the total population using tobacco and percentage 

of deaths by cancer is higher in the poorest three income quintiles than the richest quintiles.

9 Unfortunately, the AFDHS has no information about chronic respiratory diseases and cardiovascular diseases. So this analysis is 
limited to the relationship between tobacco consumption and cancer.

Figure 2.1: Percentage of DALYs as a share of total DALYs associated to tobacco-related 
causes and with specific tobacco risks, Afghanistan
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Figure 2.3: Distribution (%) of persons diagnosed with cancer in Afghanistan, by type 
of cancer
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Figure 2.4 Distribution (%) of hosuseholds where one person died of cancer in 
Afghanistan, by type of cancer
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Table 2.8: Tobacco and cancer income profiles according income quintiles 

INCOME 
QUINTILES

PERCENTAGE OF THE 
TOTAL POPULATION 

USING TOBACCO

PERCENTAGE OF 
HOUSEHOLDS WITH 

MEMBERS DIAGNOSED 
WITH CANCER

 PERCENTAGE OF 
DEATHS BY CANCER IN 

HOUSEHOLDS DIAGNOSED 
WITH CANCER

Poorest 33.5 2.5 68.8

Second 32.0 2.8 63.5

Third 33.5 2.6 63.3

Fourth 26.0 3.2 62.8

Richest 19.5 2.6 41.2

TOTAL 28.9 2.8 60.0

Source: AFDHS 2015.
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A slightly higher percentage of cancer cases was diagnosed in the fourth quintile. The 

relatively higher percentage of cancer deaths in the lowest income quintile is probably 

associated with less access to diagnosis and treatment, particularly in the early stages 

of disease, including because the poor have greater barriers to travel for diagnosis 

and treatment in specialized health facilities. Preventing cancer by lowering tobacco 

consumption may be one of the best policies to reduce the exposure of low-income 

groups to the risk factors for cancer. Prevention of risk by reducing tobacco use among the 

poor is especially important.

As seen in Figure 2.5, both tobacco use and cancer deaths in Afghanistan are lower among 

the richest two quintiles. The middle-income quintiles have higher cancer mortality than 

their relatively lower use of tobacco.

To better understand the harmful effects of tobacco in Afghanistan, it is important to 

consider the relationship between specific kinds of tobacco-related cancer (such as lung 

cancer) and specific forms of tobacco (such as cigarettes). 

Cigarette consumption is strongly related to lung cancer. According to WHO, “Lung cancer 

has been the most common cancer in the world for several decades. There were an 

estimated 1.8 million new cases of cancer in 2012 (12.9 percent of the total), 58 percent of 

which occurred in the less developed regions” (WHO, 2018b). 

Over the past 30 years, cigarette smoking in most countries declined in the richer income 

groups but less so in lower-income groups. In the case of Afghanistan, Table 2.9 shows 

that higher income groups have higher percentages of people smoking cigarettes, but 

lower percentages of households with members diagnosed with lung cancer.

Figure 2.5: Equity curve for tobacco use and cancer mortality by income quintiles 
in Afghanistan
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Table 2.9: Cigarette consumption and lung cancer income profiles in Afghanistan, by 
income quintile 

INCOME 
QUINTILES

PERCENTAGE OF THE 
TOTAL POPULATION 

CONSUMING 
CIGARETTES

PERCENTAGE OF 
HOUSEHOLDS WITH 

MEMBERS DIAGNOSED 
WITH LUNG CANCER

 PERCENTAGE OF HOUSEHOLDS WITH 
DEATHS BY LUNG CANCER AS A SHARE 

OF HOUSEHOLDS WITH MEMBERS 
DIAGNOSED WITH LUNG CANCER

Poorest 10.7 0.47 80.7

Second 11.2 0.75 51.7

Third 11.7 0.47 61.3

Fourth 12.5 0.34 67.3

Richest 12.8 0.24 38.0

TOTAL 11.9 0.46 61.0

Source: AFDHS 2015.

However, Table 2.9 also shows that mortality as a result of lung cancer is much higher in 

the poorest income households. This may be associated with failures in health systems to 

detect lung cancer cases among the poorest people, particularly in early stages and/or 

because of less access to treatment. The share of deaths from lung cancer in households 

with members diagnosed with lung cancer reached 81 percent in the poorest income 

quintile, compared with 38 percent in the richest income quintile. 

Figure 2.6 shows that while richer groups smoke more cigarettes than the poor, morbidity 

and mortality from lung cancer affect the poor most. Mortality as a result of lung cancer is 

even more regressive than morbidity. This suggests earlier diagnosis and better access to 

treatment in the highest income groups than among poorer households.

Figure 2.6: Equity curves for cigarette consumption and lung cancer (morbitidy and 
mortlity) by income quintiles in Afghanistan, 2015
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The AFDHS 2015 data are based on a small sample, limiting estimations of the likely impact 

of reducing cigarette smoking on lung cancer mortality. However, by correlating male 

tobacco smoking and lung cancer mortality by income levels, it is possible to estimate 

a reduction of 0.48 percent in lung cancer mortality for each 1 percent reduction in 

the number of cigarettes smoked by the male population.10 Obviously, a more robust 

sample and more data are needed for a sophisticated and more precise estimation 

model that could adjust for temporal effects and other relevant variables, but this 

estimate is an adequate basis for policy decisions.

According to IHME estimations for Afghanistan, the proportional mortality by lung, trachea 

and bronchial cancer is increasing by 0.64 percent per year. In 2011, these cancers caused 

0.78 percent of all deaths (with a confidence interval from 0.44 percent to 1.28 percent). 

In 2016 they caused 0.87 percent of total male deaths (with a confidence interval from 0.5 

percent to 1.4 percent). Males ages 15 years and older are the population segment most at 

risk for this kind of cancer, as seen in the IHME breakdown by age group in Table 2.10.

The effect of smoking on LTBC prevalence increases with age. Early mortality from these 

cancers most affects adults ages 50–69, with a reduced burden among adults ages 70 and 

older, when other causes of mortality start to be more relevant, such as cardiovascular and 

other diseases. 

Given the wide confidence interval of the estimations by age, the last column of Table 2.10 

presents the range within which mortality by lung, tracheal and bronchial cancer could 

vary, according to the 2016 estimates.

10 This very rough estimation is based in the following steps: (a) estimation of the average number of cigarettes smoked by males 
by income levels; (b) estimation of the correlation between the average number of cigarettes smoked and the proportion of 
deaths by lung cancer for men, by income level; (c) exponential regression (y=0.3965e0.1876x) was used to estimate the relationship 
between share of men’s mortality from lung cancer and the number of cigarettes smoked by men, by income levels (R2=0.8211, 
N=5). Variation in the confidence interval is very high, depending on the estimation methodology used.

Table 2.10: Proportional men’s mortality by lung, trachea and bronchial cancer in 
Afghanistan, by age group 

AGE GROUPS (YEARS) PROPORTIONAL 
MORTALITY RATE (%)

CONFIDENCE INTERVAL 
(%)

15–49 0.82 (0.28-1.73)

50–69 2.77 (1.36-5.28)

70 + 1.83 (1.12-3.11)

Total 0.87 (0.50-1.40)

Source: AFDHS 2015.
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As can be seen in Figure 2.7, proportional mortality rates from these types of cancer in 

men average around 1 percent at younger ages (15–49) and almost 3 percent at age 

50–69, falling to 1.8 percent at ages 70 and older. Reducing tobacco consumption at early 

ages could benefit future generations, reducing LTBC in Afghanistan. 

2.3 The Health Sector Response to Tobacco
The health agenda in Afghanistan has been primarily driven by maternal and child health, 

family planning, nutrition and communicable diseases. Health programs have done 

relatively little to address NCDs and tobacco control until recently.11

Efforts to implement international recommendations on tobacco have included the 

following measures: (a) establishing an Inter-ministerial Committee for Tobacco Control 

and a Multi-Sectoral Committee for NCDs; (b) strengthening implementation of the 

Tobacco Control Law in restaurants and hotels in Kabul municipality;12 (c) training two staff 

of the Ministry of Finance (MoF) to implement tobacco taxation policy; (d) training more 

than 75 police officers on Tobacco Control Law; (e) training 75 school principals/teachers 

on prevention of tobacco use among children, and; (f) supporting the development 

of information, education and communication materials to raise awareness of NCD risk 

factors, among others.13

11 The Afghanistan National Health Policy: 2015-2020, issued by the MoPH, prioritizes NCD prevention, but does not address NCDs 
as a priority issue for health services delivery.

12 In efforts to control tobacco use, the Ministry of Public Health developed legislation for smoke-free offices in the public and 
private sectors, including smoke-free and hookah-free areas in restaurants, and prohibited advertisements for tobacco products. 
Over 600 hookah pipes and hundreds of kilograms of tobacco were confiscated from Kabul restaurants in 2017.

13 Most of these measures were issued from 2016 to 2018. See WHO’s noncommunicable diseases and disability page at  
http://www.emro.who.int/afg/programmes/non-communicable-diseases.html (accessed June 2018).

Figure 2.7: Proportional mortality rates (%) of lung, trachea and bronchial cancer  for 
male population in Afghanistan, by age group (in years)
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The main instruments to assure priorities in health care delivery in Afghanistan are two 

health packages: The Basic Package of Health Services (BPHS) and the Essential Package 

of Hospital Services (EPHS). The structure of these health packages makes a limited 

contribution to NCD prevention and treatment, because they were designed to address 

the most pressing health issues at the time they were developed and revised.

The BPHS is essentially dedicated to maternal and new born care, child health and 

immunization, nutrition, communicable diseases, mental health, disability services, supply 

of essential drugs and blood transfusion. Although some of these services contribute to 

the treatment of NCDs, most do little or nothing to increase awareness, prevention and 

treatment of this class of diseases. 

In the case of the EPHS, many tobacco-associated diseases are reported to be covered, 

such as cardiovascular conditions (explicitly IHD), diabetes mellitus, peptic ulcers and 

respiratory diseases (explicitly COPD and asthma). The EPHS does not include treatment of 

several kinds of cancer. 

In recent years, NCDs and tobacco-related diseases have become priorities for the Ministry 

of Public Health. The creation of the Noncommunicable Diseases Control Directorate 

in 2012 under the structure of the General Directorate of Preventive Medicine, and the 

publication of the National Strategy for Prevention and Control of NCDs 2015–2020, 

illustrate that some preventive actions are planned.

To support this preventive agenda, including tobacco control, policies, regulations and 

norms should be introduced in the coming years in order to address the following:

• Increase engagement of development partners in prevention strategy design, fund-

raising and sustainability. 

• Define a strategic action plan to reduce tobacco consumption. This plan should 

define the role of health institutions and partners, establish networks for tobac-

co-free environments, promote behaviours to reduce tobacco consumption and 

mobilize resources to reduce risks, especially for youth. 

• Develop human resources, given the general shortage of skilled professionals to work 

on promotion, prevention and treatment of NCDs, particularly in neglected regions. 

• Create a surveillance system and develop epidemiological analysis with identifica-

tion and production of medical records for those suffering the main causes of NCD 

mortality and morbidity.

• Increase awareness of NCD risk factors, improve public campaigns, and increase 

advocacy with the participation of stakeholders and partners.
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HIGHER LEVELS OF 
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CONSUMPTION AND 
A PREFERENCE FOR 
CIGARETTES.
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3
TOBACCO TAXATION 
AND CONTROL

MAIN MESSAGES
• Improving domestic revenue collection is central to Afghanistan’s self-reliance 

agenda. At present, Afghanistan remains highly dependent on external financing. 

• In the context of a large informal economy, Afghanistan relies heavily on indirect 

taxation, including sales taxes, fixed taxes, and customs duties. These revenues are 

primarily collected at border crossing points.

• Tobacco products are subject to tariffs and taxes. Cigarettes have a 20 percent tariff 

(raised from 10 percent in 2015) while manufactured naswar products are taxed at 5 

percent. Unprocessed tobacco has a 5 percent tariff rate. Tobacco products are also 

subject to fixed taxes (2 percent) and Business Receipts Tax (4 percent). 

• In aggregate, the combined tariffs, taxes, fees, and levies were 26.1 percent of the 

cost and freight value of tobacco imports in 2017. The effective tax rates paid by 

compliant tobacco importers match statutory rates.

• Tobacco products are generally imported and reached an import value of US$117 mil-

lion in 2017. Imports of manufactured cigarettes from South Korea alone accounted 

for 67.5 percent of the value of declared imports of tobacco products in 2017.

• There may be undeclared imports of tobacco products into Afghanistan, particularly 

naswar from India. India reported exporting US$48.3 million in tobacco products to 

Afghanistan in 2017, while Afghanistan reported Indian tobacco product imports of 

US$14.4 million in the same year, a discrepancy of US$33.9 million in a single year. 

• Approximately 76 percent of imported cigarettes are consumed by the population, 

while 24 percent are re-exported.

• A lower tax rate in Afghanistan than in neighboring countries has created an arbi-

trage opportunity for illicit exports of tobacco products. An estimated 338 million 

cigarettes were illicitly re-exported to Pakistan in 2015. Cigarettes originating from 

the Republic of Korea are reportedly smuggled through Afghanistan in large quanti-

ties to neighboring countries. 

• Approximately 8.4 billion cigarettes were imported into Afghanistan in 2017, against 

a total consumption of approximately 6.4 billion cigarettes. This implies an estimated 

illicit re-exportation of approximately 2 billion cigarettes to neighboring countries.
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3.1 Trends in Domestic Revenue Mobilization 
Improving domestic revenue collection is central to Afghanistan’s self-reliance agenda. At 

present, Afghanistan remains highly dependent on external financing. The 2018 budget 

estimated that 47 percent of expenditure would be financed from domestic revenues.14 In 

this context, mobilizing additional domestic revenues is a policy priority. 

Total domestic revenues rose from a low of 3.2 percent of Gross Domestic Product (GDP) 

in 2002 to approximately 11.8 percent of GDP in 2011, before falling significantly to 8.3 

percent in 2014 during the political and security transition that saw international troops 

drawn down and a new government elected. 

Under the National Unity Government, domestic revenues recovered between 2015 and 

2017, exceeding established targets. The increase in revenues followed an increase in the 

Business Receipts Tax (BRT) from 2 percent to 4 percent, and the introduction of numerous 

non-tax fees – including a 10 percent fee on telecommunications in 2015. At the same 

time, improved tax and customs administration have supported a reduction in revenue 

leakages. Revenue performance is now at a record high for Afghanistan.

Revenue growth is expected to be moderate in 2018. Following consecutive years of 

rapid revenue growth within a slowly growing economy, the potential to achieve further 

revenue improvements from administration and enforcement improvements is near 

exhaustion. Revenue data for the first half of 2018 show only a slight improvement over 

14 The most relevant sources of external aid in Afghanistan are the specific grants for the development budget (allocated in the 
2018 budget as Af 86.8 billion) and grants for the development budget (allocated in the 2018 budget as AFG 1184.4 billion). The 
latter comprises mostly the Afghanistan Reconstruction Trust Fund (ARTF); the Law and Order Trust Fund for Afghanistan (LOTFA); 
the Combined Security Transition Command (CSTC) and the NATO Training Mission in Afghanistan (NTM-A).

Figure 3.1: Domestic revenues, by type
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collections for the same period in 2017, with the difference only slightly exceeding the rate 

of inflation.

To further mobilize revenues, a Value Added Tax (VAT) is planned for implementation 

by 2020. This tax is particularly important in the context of Afghanistan’s accession to 

the World Trade Organization (WTO), as the VAT will offset revenues that will be lost to 

tariff reductions. However, a narrow tax base, low capacity, weak internal controls, and a 

decentralized tax administration remain significant challenges.

3.2 Revenue Types and Collection Entities
Domestic revenues are raised through (a) income, profit and capital gains taxes from 

personal and corporate revenues; (b) goods and services taxes (primarily the BRT); (c) 

international trade and transaction taxes (such as import and export taxes), and; (d) other 

taxes. Table 3.1 provides a breakdown of revenues by category for the period 2015 to 2017. 

Table 3.1: All revenues by type, 2015-17 (Afghani, billions)

YEAR

MAJOR CODE SUB-MAJOR CODE 2015 2016 2017

11 Tax revenue

111 Fixed taxes 10.32 9.91 12.75

112 Income taxes 21.96 23.31 26.51

113 Property taxes 0.80 0.39 0.45

114 Sales taxes 21.03 26.55 33.35

116 Other taxes 5.11 5.27

117 Tax penalties and fines 2.83

12 Customs duty and fees 120 Customs duty and fees 30.17 28.64 35.72

13 Non-tax revenue

131 Income from capital property 3.28 1.78 1.92

132 Sales of goods and services 6.72 5.51 8.21

133 Administrative fees 15.14 22.74 26.71

134 Royalties 0.15 0.25 0.41

135 Fines and penalties 0.79 1.07 0.86

136 Extractive industry 0.61 1.05 2.03

14 Miscellaneous revenue 140 Miscellaneous revenue 1.75 5.13 9.43

15 Sale of non-current assets 150 Sale of non-current assets 0.03 1.10 0.10

152 Revenue collected from sources under claims 10.26 2.68

17 Social contributions 171 Retirement contributions 4.36 4.06 5.09

18 Loans 183 Domestic loans 0.00

TOTAL DOMESTIC REVENUES 122.22 147.02 169.05

19 Grants 191 Grants from foreign governments 122.82 143.10 118.39

GRAND TOTAL 245.04 290.12 287.44
Source: AFMIS.
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Afghanistan collects a significant share of all revenues at the import stage. In the context 

of a large informal economy, Afghanistan relies heavily on indirect taxation, including 

sales taxes, fixed taxes, and customs duties. These revenues are primarily collected at 

border crossing points, where administration is relatively straightforward. In addition, the 4 

percent BRT is collected on all goods imported. The BRT is a turnover tax applied to every 

company. Companies can subsequently offset the amount of BRT collected at import 

when tax returns are filed with the Afghanistan Revenue Department (ARD). 

As illustrated in Table 3.2, the Afghanistan Customs Department (ACD) is responsible for 

the collection of the largest share of tax and customs revenues. In 2017, 41.5 percent of all 

domestic revenues were collected by the ACD.

3.3 Current Taxes on Tobacco 
Tobacco products are subject to similar taxes on all other types of manufactured products. 

There is currently no excise tax regime in Afghanistan for tobacco or any other product. 

The main tax and customs duties applied to tobacco are presented in Table 3.3 below. 

The largest revenue is derived from tariffs, which vary according to the type of tobacco 

product imported. Manufactured cigarettes face a 20 percent tariff (raised from 10 percent in 

2015) while manufactured naswar products are taxed at 5 percent. Unprocessed tobacco 

has a 5 percent tariff rate. 

Like other imports, tobacco products are also subject to fixed taxes (2 percent) and BRT 

(4 percent). The base for these taxes is the cost, freight, and the tariff paid. As a result, the 

effective rate is slightly higher than the standard rate, as it is a tax on tax. These taxes are 

collected by the ACD at import stage. However, they may be credited to the taxpayer’s 

annual returns. In practice, all compliant tobacco importers are large enough that they 

pay the 2 percent fixed tax and the 4 percent BRT (small traders who do not file income 

Table 3.2: Domestic revenue by collection entity

YEAR

2015 2016 2017

Afghanistan Customs Department 43.18% 38.65% 41.46%

Afghanistan Revenue Department 28.30% 25.94% 24.94%

Mustofiats (Provincial departments) 5.12% 2.97% 3.93%

Central ministries 23.39% 32.44% 29.67%

GRAND TOTAL 100.00% 100.00% 100.00%

Source: AFMIS.
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taxes can pay a presumptive fixed tax of 3 percent). The BRT was raised from 2 percent to 4 

percent in 2015.

Finally, tobacco importers pay a 2 percent of the total tariff paid to the government’s 

Afghan Red Crescent Society tax. For example, if  US$100-worth of imported cigarettes 

has a duty of US$20, this levy would be US$0.40 (2 percent of US$20). Fines may also apply 

to an import depending on the compliance of the taxpayer with ACD procedures and 

declaration requirements, although these are not significant revenue sources.

Table 3.3: Taxes and duties on tobacco products by statutory rate

HS CODE PRODUCT TYPE AND NOTES TAX BASE RATE

TARIFFS

24011000 Tobacco, (not stemmed or stripped) Cost + Freight 5%

24013000 Tobacco refuse Cost + Freight 5%

24021000 Cigars, cheroots and cigarillos; containing tobacco including the weight of 
every band, wrapper or attachment thereto Cost + Freight 20%

24022000 Cigarettes; containing tobacco Cost + Freight 20%

24029000 Cigars, cigarillos and cheroots; containing tobacco substitutes including 
the weight of every band, wrapper or attachment thereto Cost + Freight 20%

24031100 Tobacco; smoking, water pipe tobacco Cost + Freight 20%

24031900 Tobacco; smoking, other than water pipe tobacco, whether or not 
containing tobacco substitutes in any proportion Cost + Freight 10%

24039100, 
24039110, 
24039190

Tobacco; homogenized or reconstituted Cost + Freight 10%

24039900 Tobacco; other than homogenized or reconstituted or smoking Cost + Freight 10%

FIXED TAX

All
All types of tobacco products;  
2% which can be taken as a credit on the income tax return in the year in which it 
is paid. Persons without a current license or with an interim license are subject to a 
3% fixed tax which is payable instead of annual income tax. 

Cost + freight
+ tariff 2% or 3%

BUSINESS RECEIPTS TAX (BRT)

All
All types of tobacco products;
4% which can be taken as a credit towards total BRT payable in the year in 
which it is paid. The BRT is paid on turnover.  

Cost + freight
+ tariff 4%

AFGHAN RED CRESCENT SOCIETY TAX

All
All types of tobacco products; 
This is calculated as 2% of the tariff due and is paid to the Afghan Red Crescent 
Society. 

Tariffs only 2% of 
tariff

FINES AND OTHER CUSTOMS DUTIES

All Various fines levied by the Afghanistan Customs Department (ACD).  
This accounts for very little revenue. 

Source: World Bank staff calculations based on available Afghanistan Revenue Department,  and ACD data.
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In aggregate, the combined tariffs, taxes, fees, and levies was 26.1 percent of the 

cost and freight value of all types of tobacco imports in 2017. The effective tax rates 

paid by compliant tobacco importers match the statutory rates. Data from the past 3 

years illustrate that the changes in tariff and BRT rates have been applied to customs 

declarations, as illustrated in Table 3.4. The overall average effective tariff rate on all types 

of tobacco imports was 18.6 percent of its base in 2017, while the effective fixed tax rate 

was 2 percent of its base, BRT was 4 percent of its base, and the Red Crescent Tax was 2 

percent of its base.

In addition to the revenues on tobacco products collected by the ACD at the import 

stage, importers and distributors may also pay corporate income taxes and payroll taxes. 

As these taxes apply to all types of companies and are not specific to tobacco, they are 

not discussed further here. It is worth noting that currently the ACD is the sole collector of 

revenues levied specifically on tobacco products.

3.4 Tobacco Products Imported into Afghanistan
Traditionally, Afghanistan produced some forms of naswar locally. Naswar is produced by 

pounding dried tobacco leaves with ash, lime, and flavoring or coloring. This small-scale 

production has been overtaken by manufactured products imported from India sold in 

small sachets in different flavors. Most cigarettes are imported and there is no large-scale 

domestic production. 

Table 3.4: Taxes and tariffs on tobacco products by effective rate (current US$)
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Tariff 101,906,079 15,636,330 15.3% 66,623,030 11,994,716 18.0% 117,404,398 21,820,737 18.6%

Fixed Tax 117,511,877 2,354,464 2.0% 78,612,477 1,605,178 2.0% 139,135,710 2,783,348 2.0%

BRT 117,513,356 3,079,670 2.6% 78,614,752 3,149,673 4.0% 139,224,695 5,571,636 4.0%

Red Crescent 
Tax 15,605,799 312,755 2.0% 11,989,447 240,031 2.0% 21,818,194 436,415 2.0%

Other 
Customs Tax 0 14,519 0 27,827 0 29,656

Fines 0 133,691 0 28,131 0 47,700

TOTAL  
(COST + 
FREIGHT 
BASE)

101,906,079 21,531,430 21.1% 66,623,030 17,045,556 25.6% 117,404,398 30,689,492 26.1%

Source: ACD data.
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Thus, most tobacco products are imported. The declared import values of tobacco 

products into Afghanistan has varied significantly in recent years. Import values fell from 

US$101.9 million in 2015 to US$66.6 million in 2016, before rising again to US$117 million 

in 2017 (Figure 3.2 and Table 3.5). Manufactured cigarettes account for the majority of 

imports in each of the past three years. 

There is a high degree of concentration amongst the countries of origin of imported 

tobacco products. Regarding manufactured cigarettes, imports from the Republic of Korea 

alone accounted for 67.5 percent of the value of declared imports in 2017. The United Arab 

Emirates (UAE) was the second largest source of cigarette imports, accounting for 10.4 

percent of imports in 2017. Non-cigarette products such as naswar are primarily imported 

from India, which accounted for 83.9 percent of these imports in 2017 (Figure 3.3).

Table 3.5: Tobacco imports by product category and import value (current US$)

2015 2016 2017

2401 – Tobacco, unmanufactured; tobacco refuse 306,142 327,025 340,218

2402 – Cigars, cheroots, cigarillos and cigarettes 86,920,513 53,441,973 100,947,649

2403 – Manufactured tobacco and manufactured 
tobacco substitutes 14,679,424 12,854,032 16,116,531

GRAND TOTAL 101,906,079 66,623,030 117,404,398

Source: ACD data.

Figure 3.2: Tobacco imports by product category
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3.5 Illicit Imports of Tobacco Products
The previous section outlined the tobacco imports using data from ACD declarations. 

Cross-referencing this data with UN COMTRADE data indicates that there are undeclared 

imports of tobacco products into Afghanistan, particularly naswar from India. India 

reported exporting US$48.3 million in tobacco products to Afghanistan in 2017, while 

Afghanistan reported imports from India of US$14.4 million in the same year, a 

discrepancy of US$33.9 million in a single year.

Figure 3.3: Tobacco imports by product category and import value (current US$)
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Table 3.6: Exports of tobacco products to Afghanistan reported by trade partners, 2017 
(current US$)

TRADE FLOW REPORTER TRADE VALUE

Export India 48,300,427 

Export Republic of Korea 3,475,687 

Export Kazakhstan 3,292,080 

Export Pakistan 2,135,924 

Export Germany 1,781,034 

Export Turkey 1,009,300 

Export Netherlands 857,037 

Export Romania 603,601 

Export Switzerland 216,925 

Export Armenia 60,000 

Re-Export Armenia 60,000 

Export Sweden 15,349

Export Belgium 1,257 

Source: UN COMTRADE database.

3.6 Illicit exports and tobacco products
As discussed in Section 3.3, the effective tax rate on imported tobacco products in 

Afghanistan was 26.1 percent in 2017. This tax rate is much lower than the taxes and tariffs 

payable on comparable imports into neighboring Pakistan and Iran, creating an arbitrage 

opportunity for illicit exports of tobacco products. 

WHO estimates the cross-country price of a pack of cigarettes and estimates the total 

taxes on each pack. As presented in Table 3.7 and Figure 3.4 below, Afghanistan has lower 

reported cigarette price and tax rates than all neighboring countries except Iran. Even 

adjusting for the tax rates calculated in the previous sections, tobacco taxes in Afghanistan 

are generally lower than its neighbors, particularly Pakistan. The below table is calculated 

on the basis of retail prices, rather than wholesale or CIF prices, and the average retail pack 

value is used in the case of Afghanistan.

Table 3.7: Comparative tobacco tax rates as share of retail price, 2016

Country Specific excise Ad valorem excise Value added tax/sales tax Import duties Other taxes Total tax +

Afghanistan 0.00% 0.00% 4.00% 13.33% 1.87% 19.20%

Tajikistan 3.18% 0.00% 15.25% 9.54% 0.00% 27.97%

Iran (Islamic Republic of) 11.11% 0.00% 2.68% 0.00% 6.70% 20.49%

China 1.60% 34.70% 14.53% 0.00% 0.00% 50.83%

Pakistan 45.79% 0.00% 14.53% 0.00% 0.00% 60.32%

Source: WHO 2017. Afghanistan tax rates calculated independently.
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In the case of Iran, where total taxes in 2016 were the lowest on average, authorities have 

recently announced new taxes on tobacco products of approximately 20%. An earlier 

proposal to raise taxes to 50% was unsuccessful. A tiered system of additional taxes 

will be levied on cigarettes produced locally, or with an international partner, or by an 

international importer.

The Asia Illicit Tobacco Indicator 2015, prepared by the International Tax and Investment 

Centre and Oxford Economics (2016), indicates that one in seven cigarettes consumed 

across the 17 Asian markets was illicit. The hidden nature of the illicit tobacco trade and 

the open borders between Afghanistan and its neighbors makes it extremely difficult to 

determine the total level of illegal tobacco trade.

According to statistics from the Asia Illicit Tobacco Indicator 2015, consumption of 

cigarettes in Pakistan that were illegally imported over Afghanistan’s borders increased 

by 117% compared to 2014. This constitutes 0.3% of the illegal tobacco trade in cigarette 

consumption in Pakistan, which is estimated at 27 billion cigarettes (1 in every 3 cigarettes 

Figure 3.4: Regional comparisons of cigarette prices and taxes 
2016: Reported taxes as a % of the price of the most-sold brand

Afghanistan (Avg Pack)
Iran (Islamic Republic of)

Pakistan
Tajikistan

China
Turkmenistan

0.00 1.00 2.00 3.00 4.00 5.00 6.00

0.58
0.36

0.64

1.50
0.70

5.43

2016: Price of a most-sold pack of cigarettes (US$, o�cial exchange rates)

Afghanistan
Iran (Islamic Republic of)

Pakistan
Tajikistan

China
Turkmenistan

-10%

Specific Excise

10% 30% 50% 70%

Value Added Tax / Sales Tax
Other Taxes
Ad Valorem Excise
Import Duties

Source: WHO 2017. Afghanistan price and tax rates calculated independently.

Table 3.8: Estimated illicit cigarette exports from Afghanistan to Pakistan (number 
of cigarettes)

2012 2013 2014 2015
Illicit cigarette exports to Pakistan 151 million 153 million 155 million 338 million

Source: ITIC and Oxford Economics, 2016. Estimates derived from empty pack sample as part of a comprehensive methodology.
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consumed in Pakistan). Table 3.8 shows the number of cigarettes exported to Pakistan 

illegally between 2012 to 2015 based on a survey methodology that includes collection 

and analysis of empty packs of cigarettes to determine their place of origin.

Trade data indicate that not all tobacco exporters fully record their cigarette exports to 

Afghanistan. For example, the Republic of Korea reported exports to Afghanistan worth 

US$3.5 million in 2017, while Afghanistan’s reported imports from South Korea totalled 

US$68.1 million. It is likely that some of these exports from the Republic of Korea were 

coded for export to the United Arab Emirates (UAE), where these products are staged prior 

to shipment to Afghanistan. The Republic of Korea reported tobacco exports to the UAE of 

US$375 million in 2016, while the UAE only reported tobacco imports of US$30 million from 

South Korea. 

The challenge of illicit cigarette trading through Afghanistan has become a relatively 

public story. The Republic of Korea’s KT&G, a major tobacco producer, has increasingly 

targeted overseas markets as domestic consumption has diminished. KT&G signed 

a US$456 million distribution agreement with the Alokozay Group covering the UAE, 

Afghanistan, Iran, and Iraq in 2010, including the Pine and Esse brands. The Alokozay Group 

originated in Afghanistan and is today a Dubai-based multinational manufacturer and 

distributor of consumer products. Regional newspapers and academics have reported that 

billions of cigarettes pass through Afghanistan each year to be sold in Pakistan (Lee, 2017). 

Although KT&G does not have an official presence in Pakistan, its Pine brand cigarettes are 

widely available there. 

From a fiscal perspective, illicit tobacco trade benefits generally accrue to a small 

number of criminals at the cost of government revenues that could be spent to benefit 

the population. From a health perspective, the increased availability and affordability 

of untaxed and inexpensive cigarettes puts more people at risk. Tobacco consumption 

has been ranked the seven highest health risk in Afghanistan and the burden of disease 

associated with tobacco increased 18.9% between 2015 and 2016. The side effects include 

increased addiction levels.

3.7 Estimating the Volume of Domestic Consumption and 
Illicit Re-Exports
Although the illicit re-export of tobacco products from Afghanistan has been widely 

reported in the media, data suggest that domestic consumption of cigarettes is far 

greater than the volume of smuggling. As discussed in the first section of this paper, and 

presented again in Table 3.9, approximately 6.4 billion cigarettes sticks are consumed per 

year in Afghanistan.
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As discussed in Section 3.3, legal imports of cigarettes into Afghanistan in 2017 were 

valued at approximately US$100.9 million including cost and freight. A 2015 price survey 

on tobacco products from the MoPH indicated that the average consumer price of a pack 

of 20 cigarettes, weighted by brand market share, was approximately US$0.36 in 2016 (see 

Appendix 2). From this retail price, we can remove taxes of approximately 25.6% (average 

effective rate in 2016), for a pre-tax retail price of US$0.29. Assuming 20% wholesale and retail 

mark-ups, the wholesale cost of an average pack was approximately US$0.24 before taxes.

Given the estimations provided in Table 3.9 and 3.10, approximately 8.4 billion cigarettes 

(sticks) were imported into Afghanistan in 2017, against a total consumption of approximately 

6.4 billion cigarettes. This would imply an estimated illicit re-exportation of approximately 2 

billion cigarettes (sticks) to neighboring countries. 

While this is a significant volume of re-exportation, these estimates indicate that 

approximately 76% of imported cigarettes are consumed by the Afghan population, 

while 24 percent are re-exported. This figure has significant implications for the tax 

policy considerations discussed in section 4.

Table 3.10: Estimated total cigarette imports, 2017

2017 CIGARETTES IMPORTS (US$)

Cost + Freight 100,947,649 ACD data

2016 AVERAGE COST OF A PACK OF 20 STICKS (US$)

Retail cost $0.36 Weighted by brand popularity

Retail cost without tax $0.29

Wholesale cost $0.24 Estimate of 20% markups

2017 IMPLIED IMPORT VOLUME (NUMBER OF PACKS OR STICKS)

Packs of 20 420,615,204 Import Cost / Wholesale Cost

Sticks 8,412,304,083 Pack x 20 

Table 3.9: Estimated total domestic cigarette consumption, 2017 (number of sticks)

TOTAL DAILY CONSUMPTION

TOTAL DAILY CONSUMPTION TOTAL ANNUAL CONSUMPTION

Male 16,898,764 6,168,048,762

Female 610,149 222,704,416

Total 17,508,913 6,390,753,178
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4
OPTIONS FOR TOBACCO 
TAXATION IN AFGHANISTAN

4.1 Tobacco Taxation and Health Benefits
Taxation is an important tool for reducing tobacco consumption and is best used as part 

of a comprehensive health promotion and disease-prevention strategy. Higher tobacco 

prices reduce the number of deaths through encouraging smoking cessation, but also 

decrease government and household expenditures on treatment for tobacco-related 

diseases. Given the large costs associated with such treatment, encouraging smokers 

to quit or averting initiation through tobacco taxes can bring financial risk protection to 

households by preventing such medical expenditures all together (Bader P. et al, 2011).

MAIN MESSAGES
• Taxation is a key tool that can be used to reduce tobacco consumption as part of a 

comprehensive control strategy. 

• Afghanistan signed the WHO Framework Convention on Tobacco Control in 2004 

and passed a Tobacco Control Law in 2015, aiming to increase customs tariffs up to 

50 percent on imported cigarettes and other tobacco products, and reduce cigarette 

consumption to improve health and make progress to universal health coverage.

• While stakeholders have considered options for increasing taxes on tobacco, no 

empirical analysis has been completed. 

• Specific taxes impose a fixed tax on a quantity of tobacco such as a per-stick tax on 

cigarettes or a weight-based tax on other tobacco types; an ad valorem tax is based 

on the value of the product being sold. In Afghanistan, import duties are probably 

most effective due to their administrative simplicity.

• Afghanistan faces a difficult political economy context for higher tobacco taxation. 

Some imported tobacco is likely re-exported illicitly. A drive for increased revenue 

presents an opportunity to address health and revenue objectives. 

• It is not recommended that tobacco taxation is directly tied to the public 

health budget. 

• Import duties are the recommended taxation instrument for the near-term and 

tariff rates should be gradually increased.
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The elements of tobacco policy covering production, display, purchase, and use of 

tobacco products are summarized in Box 4.1, taken from the Tobacco Atlas supported by 

the American Cancer Society.

4.2 Legal Framework for Tobacco Taxation 
The WHO Framework Convention on Tobacco Control (WHO FCTC) is a global public 

health treaty developed in response to the globalization of the tobacco epidemic. The 

WHO FCTC addresses a range of tobacco control issues including trade and illicit trade, 

foreign direct investment, advertising, and promotion of tobacco products. Signatories 

undertake to implement measures to reduce demand and limit supply of tobacco 

products, protect the environment, and share information. 

Box 4.1 Comprehensive tobacco policy
 

Production

• Growing: policies to promote alternative crops and encourage farmers to switch.

• Manufacturing: ban additives, including flavoring.

Display

• Packaging and labelling: plain, standardized, strong warnings in local languages and 

pictograms.

• Marketing: ban all direct/indirect forms of marketing, sponsorship, promotion etc.

Purchase

• Tax policies: higher taxes to raise prices (outpace inflation and income growth).

• Point-of-purchase: keep tobacco products behind the counter and remove the 

signs in stores.

Use

• Product use: ban indoor smoking, smoking in public places, workplaces, 

outdoor spaces.

• Disposal: get the tobacco industry to bear the cost of cleaning up the environment. 

Source: Drope and Schluger, 2018.
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Afghanistan signed the WHO FCTC in June 2004 and confirmation of membership was 

ratified in August 2010. Following signature of the convention, Afghanistan developed a 

Tobacco Control Law which was passed by Parliament in February 2015. The law references 

Afghanistan’s observation of international treaties under Article 7 of the constitution. 

Afghanistan’s Tobacco Control Law addresses two dimensions of the country’s tobacco 

product use. First, it addresses generation of revenues from tobacco tax as a form of 

import duty. Article 20 of the Tobacco Control Law commits the Ministry of Finance 

(MoF) “to increase customs tariffs up to 50 percent on the import of cigarettes and other 

tobacco products.”

Second, the law targets reducing tobacco consumption to promote universal health 

objectives. The law explicitly lists cigarettes, water pipes (tobacco), hookah (tobacco), snuff, 

and other tobacco products. Furthermore, the MoF must ensure imported products have 

written and pictorial signs and symbols that demonstrate the risks of cigarettes, and that 

these messages appear in the official languages of the country.

4.3 Past Efforts to Increase Tobacco Tax Rates
The MoPH, WHO and USAID were involved in the development of the Tobacco Control 

Law. An advocacy plan, policy briefs and a ministry-level roundtable have been prepared 

for the implementation of the Tobacco Control Law. While these steps are positive, 

engagement at the inter-ministerial level in gathering support for implementation of the 

new law has not been forthcoming. 

Following the passage of the law, the MoPH proposed the introduction a 50 percent 

import duty on tobacco products. With the assumption of -0.5 price elasticity, they 

estimated that US$15 million of additional revenues would be generated. However, the 

methodology and optimization used to arrive at this figure have been not shared with 

the authors. USAID’s Afghanistan Public Financial Management (APFM) Project conducted 

a review of non-tax revenues in 2017, proposing similar rates for tobacco imports (50 

percent). However, there has not yet been an evidence-based discussion about the likely 

impact of an import duty/tax increase on government revenue, cigarette prices, and 

consumption, or a discussion of other tax options. 

Afghanistan has many policy options for tobacco taxation. It could introduce new excise 

taxes, levy specific taxes, or implement non-tax measures to regulate and formalize the 

tobacco market, or some combination of these. An evidence-based policy proposal 

should be developed to act on the provisions of the Tobacco Control Law. 



50  //  Options for Tobacco Taxation in Afghanistan

Options for Tobacco Taxation in Afghanistan

The next section of this policy note is dedicated to developing this evidence base. The 

objective is to provide several scenarios with different tobacco tax options and their 

revenue implications. In doing so, the note aims to find the tax instrument and tax rate 

that maximizes government revenue, increases cigarette prices and lowers cigarette 

consumption in Afghanistan, while recognizing data and administrative limitations.

4.4 Policy Considerations 
Tobacco (and other) taxes can be specific or ad valorem. Tax regimes can also combine 

specific and ad valorem taxes in a mixed tax regime. As noted by WHO, the optimal use of a 

specific or ad valorem tax type varies based on the situation of each country (WHO 2018c). A 

summary of lessons learned in other countries is presented in Box 4.2 for reference.

Box 4.2: Tobacco taxation – lessons learned in other countries
 

A recent World Bank Publication summarizes lessons learned from several countries over 

more than two decades of implementing tobacco taxes: 

• Strong tax administration is critical to minimize tax avoidance and tax evasion, to 

ensure that tobacco tax increases lead to higher tobacco product prices and tax rev-

enues, as well as reductions in tobacco use and its negative health consequences.

• Taxing all tobacco products reduces incentives for substitution among brand 

names and kinds of tobacco consumption.

• Ad valorem taxes are difficult to implement and weaken tax policy impact. Since 

they are levied as a percentage of price, companies have greater opportunities to 

avoid higher taxes and preserve or grow the size of their market by manufacturing 

and selling lower-priced brands. This also makes government tax revenues more 

dependent on industry pricing strategies and increases the uncertainty of the 

tobacco tax revenue stream.

• Simplified tobacco tax structures are more effective than complex (tiered) ones 

that are difficult to manage and can undermine the health and revenue impacts of 

tobacco excise taxes.

• Excise tax is an effective type of tobacco tax, since it can be applied uniquely to 

tobacco products and raises tobacco prices relatively to other goods and services.

• Specific excise taxes need to be adjusted for inflation to remain effective, and tax 

increases should reduce the affordability of tobacco products. In many countries 
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where incomes and purchasing power are growing rapidly, large price increases are 

required to offset growth in real incomes.

• Regional agreements on tobacco taxation can be effective in reducing cross-bor-

der tax and price differentials and in minimizing opportunities for individual tax 

avoidance and larger scale illicit trade.

Source: World Bank, 2016.

In many countries, excise taxes are a preferred option for tobacco taxation. Excise tax 

allows for targeted taxation of tobacco without an across-the-board sales tax. In contrast 

to a tariff, it allows for taxation of domestic production as well as imported tobacco. Excise 

tax also allows authorities to impose per-unit taxes (i.e. per stick) which helps reduce the 

switching to lower-priced brands that is often seen with ad valorem taxes. 

International best practice is to impose uniform specific taxes applicable to all cigarette 

brand categories, adjusted annually to account for increases in the price level and 

increases in average income growth. The structure of cigarette taxes is critical in 

determining the relative prices of different tobacco products and brands across the 

price spectrum, and thereby influencing the behavior of consumers within a country 

(Cevik 2016). A uniform excise helps ensure that consumers do not swap to lower-priced 

brands of cigarettes, as the price increases are uniform across all brands and price points. 

However, in Afghanistan, introducing an excise tax may be challenging. First, there is 

currently no legal framework for excise taxation. Drafting and passing a new law may be 

difficult given the political influence of large tobacco traders, as discussed below. Second, 

most manufactured tobacco products are imported (and domestic production is very 

limited), so taxation can effectively be implemented using the existing tariff regime. 

In this context, import duties are a simpler tool for collection of revenues, as they leverage 

existing systems and avoid the administrative costs of implementing an excise tax regime. 

A unit-based excise tax that would be collected primarily at customs could be considered. 

However, the administrative costs of this approach would need to be weighed against 

potential revenues. The introduction of an excise tax regime would probably only be 

merited if authorities were considering excise taxes on other products such as fuel or 

sugar as well.
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Box 4.3: Afghanistan’s WTO commitments and tobacco import duties
 

Afghanistan applied for WTO membership in 2004 and negotiated the terms of its 

membership over the following decade. Its membership was approved in 2015, and 

Afghanistan joined the WTO in 2016 when Parliament ratified the Protocol of Accession.  

WTO members individually negotiate commitments (or “bindings”) to maximum tariff 

rates for different types of goods and services. For tobacco products, the bound tariff 

rates for tobacco products are outlined in the Goods Schedule that accompanies its 

Protocol of Accession (summarized below). The bound rates for tobacco taxes are above 

any of the recommendations set in this report. For example, the maximum tariff rate is 

55 percent for cigarettes.

In the WTO Protocol of Accession, Afghanistan also agreed to phase out the Fixed Tax (2 

percent) by 2021, although no plans have been made yet to do so.

Source: WTO 2018.

HS Code Description Bound rate at 
accession

24.01 Unmanufactured tobacco; tobacco refuse - As below-

2401.1000 - Tobacco, not stemmed/stripped 60

2401.2000 - Tobacco, partly or wholly stemmed/stripped 60

2401.3000 - Tobacco refuse 60

24.02 Cigars, cheroots, cigarillos and cigarettes, of tobacco or of tobacco 
substitutes - As below-

2402.1000 - Cigars, cheroots and cigarillos, containing tobacco 10

2402.2000 - Cigarettes containing tobacco 55

2402.9000 - Other 55

24.03 Other manufactured tobacco and manufactured tobacco substitutes; 
“homogenized” or “reconstituted” tobacco; tobacco extracts and essences - As below-

2403.1100 - Water pipe tobacco 60

2403.1900 Other - As below-

2403.9100 - Homogenized or “reconstituted” tobacco 60

2403.9900 - Other 60
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In addition to the selection of the specific tax instrument, consideration must also be 

given to other general consumption taxes. This allows calculation of the total tax rate on 

tobacco, which is required for regional analysis (in Afghanistan, this includes the taxes 

presented in Section 3.3:  Fixed Tax, Business Receipts Tax, and Red Crescent Tax). 

Special policy consideration is required to compare Afghanistan’s tobacco products tax 

rates with those of other countries in the region. In the context of large-scale informal 

trading, the direction of illicit tobacco trade may reverse if tobacco taxes become 

significantly higher in Afghanistan than in Pakistan or Iran. To achieve the objective 

of controlling tobacco consumption and limiting illicit trade, optimal taxation would 

harmonize taxation rates between these countries while seeking a coordinated increase in 

taxation rates. 

A final policy consideration is the sequencing of the introduction of any new taxes. 

In Afghanistan, limited data on domestic consumption and trade volume suggests a 

sequenced and progressive approach may be worth considering. In Pakistan, recent 

rapid increases in tobacco taxation are correlated with increased smuggling and illicit 

production, for example (Bate 2018).

4.5 The Political Economy of Tobacco Taxation in Afghanistan: 
Stakeholders and Issues
It is important to consider the political economy of tobacco taxation, as politics and 

the political economy often determine whether a policy measure will be implemented. 

The analysis presented here provides both a starting point for considering the political 

economy of tobacco taxation in Afghanistan, and a backdrop to our technical analysis.

• Tobacco producers – Tobacco producers have an incentive to maximize production 

and sales. In the absence of regulation or corporate governance policies providing 

alternative guidance, producers will seek to minimize tobacco taxes in all markets, 

encourage consumption, and maintain profit margins. Any increase in tobacco tax-

ation will likely result in lower consumption and/or a loss of margins. In Afghanistan, 

tobacco producers are generally foreign, and no domestic production jobs are at 

risk from raising tariffs. 

• Tobacco traders – In Afghanistan, tobacco importers are also distributors, referred 

to as traders. There are no corporate domestic tobacco producers. Tobacco traders 

have an incentive to maximize sales. Any additional taxation of tobacco products 

will reduce trading volume through reduced consumption. However, traders may 

disproportionately benefit from discrepancies between tax rates in the region 

depending on the countries in which they do business. For example, the large gap 



54  //  Options for Tobacco Taxation in Afghanistan

Options for Tobacco Taxation in Afghanistan

in tax rates between Afghanistan and Pakistan creates a market opportunity for trad-

ers exporting to Afghanistan, even if they are not involved in the onward illicit activity. 

• Tobacco smugglers – Tobacco smugglers depend on the arbitrage opportunity 

created by differences in tax rates in neighboring countries (or on illicit production). 

If tax rates are harmonized between Afghanistan, Iran, and Pakistan, this opportunity 

will likely end. In Afghanistan, this trade is often very labor intensive, as small traders 

are able to carry goods across borders without the same scrutiny applied to high 

volume transit such as trucks and containers. 

• Consumers – Consumers have an incentive to seek out the lowest price for tobacco 

products. Given that incomes are low in Afghanistan and unemployment high, con-

sumers may switch to lower-cost forms of tobacco if taxes are increased. Consumers 

may also purchase illicitly imported cigarettes from neighboring countries if relative 

taxes or prices are lower. 

• Policy makers – Policy makers may have the dual objectives of reducing tobacco 

consumption while maximizing domestic revenues. In Afghanistan, intensive fiscal 

pressure may weigh more highly than the objective of tobacco control. Authorities 

responsible for administering tax and customs and the MoF may be more oriented 

towards fiscal objectives, while public health officials may be more concerned 

about reducing consumption. 

• Neighboring countries – Neighboring countries have a strong interest in reducing 

illicit trade in tobacco originating in Afghanistan to reduce revenue losses in their 

own markets. 

• Parliamentarians – Parliamentarians may be influenced by all the stakeholders 

above, depending on their political objectives. The passage of Afghanistan’s 

Tobacco Control Law indicates some interest in protecting the health of the 

public. At the same time, Parliament has not enacted significantly higher taxes on 

tobacco products. 

• International organizations – International organizations including the World 

Bank and WHO aim to reduce consumption of tobacco products across all coun-

tries. These organizations aim to increase and harmonize tobacco taxation rates 

across the region while ending illicit trade.

Afghanistan faces a difficult political economy context for higher tobacco taxation. In the 

current context, some imported tobacco is likely re-exported illicitly. Tobacco imports are 

a source of additional revenue in a context of fiscal constraint. However, increasing the use 

of tobacco products by the population is undesirable, meriting additional measures that 

will deter consumption while also generating public revenues.
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4.6 Revenue Implications for the Health Sector
Public health programs are highly reliant on international financing in Afghanistan. In 2017, 

less than one quarter of the public health budget was financed by domestic sources. Only 

4 percent of the total budget was allocated to the health sector in 2018, lower than world 

and regional averages.15

MoPH authorities have proposed measures that would earmark additional revenues from 

tobacco taxation for health expenditure. International examples in countries such as 

the Philippines suggest that taxes can provide additional funding for the health sector, 

while helping build public support for these tax types. Multilateral institutions such as 

the International Monetary Fund (IMF) and bilateral donors such as USAID have proposed 

excise taxes as a source of fiscal revenues, under the principle that it is better to “tax the 

‘bads’ before the ‘goods’”, where notable ‘bads’ include health and environmental harms 

such as smoking and pollution (USAID, 2017).

Tobacco taxes may put a disproportionate burden on the poor, who spend a larger 

share of their income on cigarettes than the wealthy. However, while the direct impact 

of increasing tobacco prices can often be regressive, modeled estimates suggest that 

tobacco prices can be progressive when indirect costs (such as health benefits and 

financial risk protection) are taken into account.  Additionally, the poor also reduce their 

consumption or quit more than the rich in reaction to a price increase, which might 

reduce their overall spending on tobacco and will result in health benefits. It can be 

argued that a regressive effect can be mitigated if the earmarked revenue from tobacco 

tax is directed toward activities that disproportionately benefit the poor and reduce their 

future health risks. However, even when tobacco taxes are not earmarked, the negative 

effect on consumption has a positive distributional influence by helping to decrease out-

of-pocket spending in tobacco.

While there are advantages to earmarking additional revenues for public health expenditure, 

there are also risks. The year-to-year variability of tax revenues may impact the reliability 

of financing for critical expenditures. For example, if a tobacco tax is earmarked for public 

health spending, and imports fall significantly, important public health expenditures may not 

be possible.

15 According to the World Health Statistics 2017, the world average for the share of health in government spending was 11.7% in 
2014 (last data available) and in the Eastern Mediterranean Region (where Afghanistan is placed, according the WHO classifica-
tion), the average is 8.8%. Afghanistan’s health allocation in government spending is less than half of the regional average. 
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4.7 Recommendations
In the context of the policy considerations, political economy factors, and financing needs 

for public health in Afghanistan, the following options are recommended. These options 

are modeled in the section 5.

• Import duties are the recommended taxation instrument for the near-term. 

Import duties have the advantage of leveraging existing systems for assessment 

and collection, with no requirement for new legislation or additional administrative 

capacity. The drawback of the use of this instrument is that import duties will be 

based on the value of imported products and may encourage tobacco consumers 

to switch to lower-cost products. Over the medium term, a specific import duty or 

uniform excise tax could be considered. This would require additional verification 

procedures and training. 

• Tariff rates should be gradually increased. Gradual implementation of higher tariff 

rates would be preferable in order to allow the market time to adjust. The planned 

introduction of VAT in December 2020 also provides a compelling reason to move 

gradually. The 10 percent VAT will replace the 4 percent BRT, resulting in a net 

increase in rates of 6 percent.

The main recommendation of this report is to increase the tariff rates on cigarettes and 

other tobacco products, as outlined in Table 4.1. Tariffs on cigarettes would rise from 20 

percent to 30 percent. Tariffs on non-tobacco products would rise from 10 percent to 20 

percent. As the other tax types assessed at import stage include tariffs in their base, other 

taxes will also gradually rise with changes to tariffs.

Table 4.1: Recommended Tariff Changes
Cigarettes

Year Tariff Description Other taxes Total tax

2019 20% Current rate 7.6% 27.6%

2020 25% First increase in tariff rate 8.0% 33.0%

2021 25% 10% VAT replaces 4% BRT 15.5% 40.5%

2022 30% Second increase in tariff rate 16.2% 46.2%

Other tobacco products

Year Tariff Description Other taxes Total tax

2019 10% Current rate 7.6% 27.6%

2020 15% First increase in tariff rate 8.0% 33.0%

2021 15% 10% VAT replaces 4% BRT 15.5% 40.5%

2022 20% Second increase in tariff rate 16.2% 46.2%
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This approach would gradually raise total taxes on cigarettes in Afghanistan in line 

with projected increases in neighboring countries, with the exception of Tajikistan (see 

Figure 4.1). This is not anticipated to result in increased illicit trade because the brands 

of cigarettes sold in Tajikistan are more expensive than those sold in Afghanistan and 

Pakistan, and the border crossings are more tightly controlled.

Figure 4.1: Projected regional total tax rates (percentage) on CIF base – cigarettes 
(2018–2022)
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5
MODELLING INCREASED 
TOBACCO TAXATION

MAIN MESSAGES
• The study modelled three policy options for increasing tobacco revenues in Afghan-

istan, using the WHO Tax Simulation Model (TaXSim), customized for Afghanistan’s 

tax system to simulate the effect of different policy scenarios on cigarette sales.

• The first policy option is the least ambitious approach to tobacco taxation – con-

tinuing the current tariff regime while introducing VAT. The impact on cigarette sales 

is minimal and this option is not recommended.

• The second option presents a compelling choice for policy makers. A gradual 

increase in tariff rates could be accomplished with no additional investments in 

administrative capacity. It would be simple to implement and monitor. 

• Finally, the third option would implement international good practice, which suggests 

that a specific tax would reduce the likelihood that consumers and producers switch 

to lower-cost tobacco products by applying a per-pack or per-stick tax to cigarettes. 

• The three scenarios provide US$8 million to US$20 million in annual additional 

revenues from tobacco taxation. Each option would reduce the consumption of 

tobacco products and the associated burden of disease.

• In the second option (recommended by this study), a gradual yearly increase in 

cigarette import taxes from 27.6 percent (2019 – base scenario) to 46.2 percent 

(2022) is estimated to generate additional tax revenue of US$19.7 million in 2022, 

and a reduction of 5.1 percent in cigarette sales and 2.7 percent in the number of 

cigarette smokers.

• Given the high degree of uncertainty around the data and assumptions going into 

the model, any policy change would be best adopted on a gradual basis, with regu-

lar review of changes in domestic consumption of tobacco products, tax revenues, 

administrative costs, and illicit re-exportation.

• Consideration should also be given to the livelihoods of the individuals engaged in 

the tobacco smuggling trade in border regions. If re-exportation falls, these individ-

uals may be vulnerable to a loss of employment and alternative policies to engage 

them in regular and not illicit labor markets would be desirable.  
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5.1 Data Sources, Methods and Assumptions
In theory, there is a (high) tax rate that would maximize revenues, and higher rates would 

cause revenues to begin to fall as the quantity of tobacco products consumed falls. 

However, tax rates in most countries are far below this level. Afghanistan’s porous borders 

are an important consideration in tax policy. Illicit trade in tobacco products could rise if 

taxation rates are substantially higher than in neighboring countries. 

In this context, policy choices are somewhat constrained. As illustrated Figure 5.1, raising 

total tax rates on tobacco products above rates in neighboring countries is projected to 

result in a reversal of illicit flows.

The model presented in this paper suggests that there is scope for gradually increasing 

tax rates to raise significantly more revenue. The total current tax rate on cigarettes is 

27.6 percent, including all tax types. Gradually increasing this rate to between 40 percent 

and 50 percent will yield additional revenues while reducing consumption and gradually 

reducing illicit trade. 

This section presents three scenarios for tobacco taxation to assist policy makers in 

understanding the outcomes of various policy choices over a 4-year period. The revenue 

yield and tobacco consumption are presented in each scenario.

• Scenario 1 – Baseline with VAT. In this scenario, there are no changes to tobac-

co-specific taxation. However, this scenario accounts for the introduction of VAT in 

2021 (the tax comes into effect in December 2020).  

Effect by 2022: Revenues rise by 24.6 percent; number of smokers falls by 1 percent, 

and domestic cigarette consumption falls by 2 percent. 

Figure 5.1: Cigarettes – estimated revenues and smokers by tax rates, US$
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• Scenario 2 – Gradual increase in tariffs (recommended approach). In this scenario, 

tobacco-specific ad valorem tariffs are gradually increased. To maintain a gradual 

change in rates, tariffs do not change in 2021 when VAT is introduced. 

Effect by 2022: Revenues rise by 63.7 percent; number of smokers falls by 2.5 percent, 

and domestic cigarette consumption falls by 5 percent. 

• Scenario 3 – Excise tax introduction and tariff increases. In the final scenario, an 

excise tax is introduced on tobacco products based on the number of sticks (for 

cigarettes) and higher tariffs are applied to other tobacco products. This scenario 

has higher administrative costs associated with the introduction of a new tax type. 

Effect by 2022: Revenues rise by 69.2 percent; number of smokers falls by 3.9 percent, 

and domestic cigarette consumption falls by 7.7 percent.

Modeling is conducted using the WHO Tax Simulation Model (TaXSim), customized for 

Afghanistan’s tax system to simulate the outcomes of policy scenarios on cigarette sales. 

This allows quantification of the expected impact of proposed tax policies over a period 

of several years. The inputs required by the model include estimated prices and sales 

volume by cigarette brand, data on the use of cigarettes by the population, the elasticity 

of demand by income group, current and proposed tax rates, and estimates of the profit 

margins of importers and distributors. 

These inputs are derived from the data presented in the previous chapters, including 

an MoPH cigarette price survey from 2015, demographic and household survey data on 

cigarette use, and MoF data on current tax rates. The model is informed by estimates of 

prices and market shares of each brand of cigarettes.

Proposed tax rates are based on policy recommendations, which are explained below. As 

noted in previous sections, modeling is based on available data that are subject to a high 

degree of uncertainty. To simplify the analysis, results are presented in US dollars without 

inflation adjustments, changes in the population are not modeled, and incomes are 

assumed to remain constant. 

Table 5.1: Baseline assumed from 2017 Data – cigarettes

Sticks Packs % Import value 
(CIF, US$)

Total imports 8,412,304,083.00 420,615,204.15 100.0% 100,947,649

Domestic consumption 6,390,753,178.00 319,537,658.90 76.0% 76,689,038.14

Re-exportation 2,021,550,905.00 101,077,545.25 24.0% 24,258,610.86
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5.2 Price Elasticities and Tobacco Prices in Afghanistan

Elasticity and Domestic Consumption
The effectiveness of any tax instrument depends on two aspects: (a) the price elasticity of 

demand (IARC, 2011) – the extent to which consumption changes in response to a price 

change; and (b) the tax structure and market configuration. Naturally, this is applicable to 

tobacco markets and tobacco tax. The price elasticity of demand for tobacco products 

ranges between -0.1 to -1.2. The average elasticity is -0.6 in low-income countries and 

-0.8 in middle-income countries, higher than the price elasticity of demand for tobacco in 

high-income countries which averages -0.4 (Jha, 1999). This means that price increases in 

countries where incomes are lower cause larger falls in consumption.

These average price elasticities of demand for tobacco come from a large number of 

empirical studies in many countries, as there are no empirical studies for Afghanistan and 

not enough data on sales at different prices to do one. Since Afghanistan is in the bottom 

range of low-income countries, we assume the top-end of elasticities found in low-income 

countries, which is -0.8. For mid-range and premium brand cigarettes, a slightly lower 

elasticity of -0.7 and -0.6 are applied respectively, reflecting the high-income population 

segments that are likely consuming these products.

Elasticity and Illicit Re-Exportation
Cigarettes exported illicitly to other countries are also subject to the elasticity of consumer 

demand. However, changes in volume are primarily a function of the arbitrage opportunity 

created by the difference in total taxation rates between countries. There are few data 

available on the sensitivity of illicit re-exportation to tax or price changes. There are also 

limited data on which countries may be illicit importers of cigarettes from Afghanistan.

For simplicity of analysis, we focus here on the difference in rates between Afghanistan 

and Pakistan. We assume that illicit trade will continue at a similar volume as long as 

the difference in total taxation rates is at least 20 percent of the value of the product to 

allow sufficient profit margin for arbitrage. When this difference is between 10 percent 

and 20 percent, we assume a 50 percent reduction in trade volume. When the difference 

is below 10 percent, we assume a 100 percent reduction in illicit trade volume.

Elasticity and Other Tobacco Types
Limited data are available on the consumption of other tobacco types such as chewed 

tobacco and tobacco used in traditional water pipes. For these tobacco types, elasticity is 
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assumed to be -0.8 because data indicate that these products are consumed by segments 

of the population with less income.

5.3 Scenario 1 – Baseline with VAT

Inputs
In this scenario there are no changes to tobacco-specific taxation over the next 4 years. 

The assumptions of this scenario are as follows:

• VAT will be introduced in 2021, replacing BRT (4 percent). The tax comes into effect 

in late December 2020 and is therefore applied to the following year.

• There are no changes to the tariff rates applied to tobacco products.

Outputs
Scenario 1 Summary

Year 1 – 2019 Year 2 – 2020 Year 3 – 2021 Year 4 – 2022

Cigarettes – domestic consumption

Total tax on CIF 27.60% 27.60% 34.80% 34.80%

Value of imports (CIF, US$) 76,698,038 76,698,038 75,142,621 75,142,621

Volume of imports (Packs of 20) 319,537,659 319,537,659 313,094,256 313,094,256

Tax yield 21,166,175 21,166,175 26,166,175 26,166,175

Cigarettes – illicit re-exporation

Total tax on CIF 27.60% 27.60% 34.80% 34.80%

Value of imports (CIF, US$) 24,258,611 24,258,611 24,258,611 24,258,611

Volume of imports (Packs of 20) 101,077,545 101,077,545 101,077,545 101,077,545

Tax yield 6,695,376.64 6,695,377 8,441,996.63 8,441,996.63

Other tobacco products

Total tax on CIF 18.60% 18.69% 25.20% 25.20%

Value of imports (CIF, US$) 16,116,531 16,116,531 15,265,578 15,265,578

Volume of imports (Packs of 20) - - - -

Tax yield 2,997,675 2,997,675 3,846,926 3,846,926

Unmanufactured tobacco

Total tax on CIF 11.22% 11.22% 17.64% 17.64%

Value of imports (CIF, US$) 340,218 340,218 322,744.40 322,744.40

Volume of imports (Packs of 20) - - - -

Tax yield 38,172 38,172 56,932 56,932

Total

Tax yield 30,897,398 30,897,398 38,495,487 38,495,487

Number of smokers 1,728,908 1,728,908 1,711,477 1,711,477

Domestically consumed cigarettes 6,390,753,178 6,390,753,178 6,261,885,120 6,261,885,120
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In this scenario, changes are limited to the impact of the introduction of VAT, which raises 

the total tax rate on all tobacco products. For example, on cigarettes, the total tax rate rises 

from 27.6 percent in 2019 and 2020 to 34.8 percent in 2021 and 2022. 

As a result of these changes, the total tax yield is estimated to rise from approximately 

US$30.9 million in 2019 to US$38.5 million in 2021 and beyond. The total number of 

smokers falls modestly by 17,431 and the number of cigarettes smoked domestically falls 

from 6.4 billion to 6.3 billion per year, as illustrated in Figure 5.1. Average retail prices are 

estimated to increase by 3 percent by 2022.

5.4 Scenario 2 – Gradual Increase in Tariffs

Inputs
This scenario presents the details of a gradual increase in tariff rates on tobacco products 

over the next 4 years. The assumptions of this scenario are as follows:

• VAT (10 percent) will be introduced in 2021, replacing BRT (4 percent). The tax 

comes into effect in late December 2020 and is therefore applied to the following 

year. No other rates are changed in the same year.

• Tariff rates on tobacco products are increased as follows:

 » Cigarettes:

 ∙ 20 percent in 2019 (current rate)

 ∙ 25 percent in 2020

 ∙ 30 percent in 2022

 » Other manufactured tobacco products:

 ∙ 10 percent in 2019 (current rate)

 ∙ 15 percent in 2020

Figure 5.2: Scenario 1 - baseline with VAT
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 ∙ 20 percent in 2022

 » Unmanufactured tobacco:

 ∙ 5 percent in 2019 (current rate)

 ∙ 10 percent in 2020

 ∙ 15 percent in 2022

The rationale for increased tariffs on all products simultaneously is to ensure that 

consumers do not have additional incentive to swap to lower-priced categories of 

tobacco products. For example, users may switch from cigarettes to other forms of 

tobacco consumption. Taxes on unmanufactured tobacco are also increased to ensure 

that domestic manufacturing is not incentivized.

Outputs

Scenario 2 Summary

Year 1 – 2019 Year 2 – 2020 Year 3 – 2021 Year 4 – 2022

Cigarettes – domestic consumption

Total tax on CIF 27.60% 33.00% 40.50% 46.20%

Value of imports (CIF, US$) 76,698,038 75,572,182 73,961,331 72,780,041

Volume of imports (Packs of 20) 319,537,659 314,884,090 308,172,213 303,250,169

Tax yield 21,166,175 24,938,820 29,954,339 33,624,379

Cigarettes – illicit re-exporation

Total tax on CIF 27.60% 33.00% 40.50% 46.20%

Value of imports (CIF, US$) 24,258,611 24,258,611 24,258,611 24,258,611

Volume of imports (Packs of 20) 101,077,545 101,077,545 101,077,545 101,077,545

Tax yield 6,695,376.64 8,005,342 9,824,737.46 11,207,478.28

Other tobacco products

Total tax on CIF 18.60% 23.90% 30.80% 36.40%

Value of imports (CIF, US$) 16,116,531 15,433,190 16,285,102 15,555,530

Volume of imports (Packs of 20) - - - -

Tax yield 2,997,675 3,688,532 5,015,811 5,662,213

Unmanufactured tobacco

Total tax on CIF 11.22% 16.32% 23.24% 23.24%

Value of imports (CIF, US$) 340,218 326,337 308,271.08 308,271.08

Volume of imports (Packs of 20) - - - -

Tax yield 38,172 53,258 71,642 71,642

Total

Tax yield 30,897,398 36,685,952 44,866,530 50,565,712

Number of smokers 1,728,908 1,716,319 1,698,161 1,684,845

Domestically consumed cigarettes 6,390,753,178 6,297,681,800 6,163,444,260 6,065,003,380
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In this scenario, the total tax rate rises gradually for all types of tobacco products. For 

example, for cigarettes, the total tax rate rises from 27.6 percent in 2019 to 33 percent in 

2020, 40.5 percent in 2021, and 46.2 percent in 2022. 

As a result of these changes, the total tax yield is estimated to rise from approximately 

US$30.9 million in 2019 to US$50.6 million in 2022. The total number of smokers falls by 

44,063 over the same period – a significant drop. The number of cigarettes smoked 

domestically falls from 6.4 billion in 2019 to 6.1 billion per year, as illustrated in Figure 5.2. 

Average retail prices would increase by 7 percent by 2022.

5.5 Scenario 3 – Introduction of an Excise Tax and Tariff Increases

Inputs
This scenario presents the details of the introduction of an excise taxation regime for 

cigarettes accompanied by a gradual increase in tariff rates on other types of tobacco 

products over the next 4 years. The assumptions of this scenario are as follows:

• VAT (10 percent) will be introduced in 2021, replacing BRT (4 percent). The tax 

comes into effect in late December 2020 and is therefore applied to the following 

year. No other rates are changed in the same year.

• Excise taxation on cigarettes is introduced as follows:

 » Uniform excise

 ∙ $0.02 per pack of 20 in 2020

 ∙ $0.04 per pack of 20 in 2022

• Tariffs on other tobacco products are increased as follows:

 » Other manufactured tobacco products:

 ∙ 10 percent in 2019 (current rate)

 ∙ 15 percent in 2020

Figure 5.3 Scenario 2 - gradual increase in tariffs
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 ∙ 20 percent in 2022

 » Unmanufactured tobacco:

 ∙ 5 percent in 2019 (current rate)

 ∙ 10 percent in 2020

 ∙ 15 percent in 2022

As with the previous scenario, the rationale for increased tariffs on all non-cigarette 

products is to ensure that consumers do not have additional incentive to swap to lower-

priced categories of products, and to disincentivize domestic manufacturing.

The international best practice calls for the application of a uniform excise tax rather 

than a tiered system. This approach ensures that there is no incentive to migrate to 

lower-priced brands.

Outputs

In this scenario, the total tax rate rises substantially for cigarette products, while also rising 

for all other types of tobacco products. For cigarettes, the total tax rate rises from 27.6 

percent of CIF in 2019 to 62.9 percent in 2022. 

Scenario 3 Summary

Year 1 – 2019 Year 2 – 2020 Year 3 – 2021 Year 4 – 2022

Cigarettes – domestic consumption

Total tax on CIF 27.60% 35.93% 43.13% 62.87%

Value of imports (CIF, US$) 76,698,038 74,054,884 72,508,467 69,874,313

Volume of imports (Packs of 20) 319,537,659 308,562,015 302,118,613 291,142,969

Tax yield 21,166,175 26,610,388 31,275,319 43,927,651

Cigarettes – illicit re-exporation

Total tax on CIF 27.60% 35.93% 43.13% 62.87%

Value of imports (CIF, US$) 24,258,611 24,258,611 12,129,306 -

Volume of imports (Packs of 20) 101,077,545 101,077,545 50,538,773 -

Tax yield 6,695,376.64 8,716,927 5,231,773.73 -

Other tobacco products

Total tax on CIF 18.60% 23.90% 30.80% 36.40%

Value of imports (CIF, US$) 16,116,531 15,433,190 16,285,102 15,555,530

Volume of imports (Packs of 20) - - - -

Tax yield 2,997,675 3,688,532 5,015,811 5,662,213

Unmanufactured tobacco

Total tax on CIF 11.22% 16.32% 23.24% 28.84%

Value of imports (CIF, US$) 340,218 326,337 308,271.08 294,460.54

Volume of imports (Packs of 20) - - - -

Tax yield 38,172 53,258 71,642 84,922

Total

Tax yield 30,897,398 39,069,106 41,594,546 49,674,787

Number of smokers 1,728,908 1,699,216 1,681,784 1,652,091

Domestically consumed cigarettes 6,390,753,178 6,171,240,304 6,042,372,252 5,822,859,378
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In this scenario, the total tax rate rises substantially for cigarette products, while also 

rising for all other types of tobacco products. For cigarettes, the total tax rate rises from 

27.6 percent of CIF in 2019 to 62.9 percent in 2022.

As a result of these changes, the total tax yield is estimated to rise from approximately 

US$30.9 million in 2019 to US$49.7 million in 2022. This revenue yield is similar to the 

second scenario, despite the assumption that illicit trade falls to zero as total tax rates 

approach harmonization with Pakistan. The total number of smokers falls by 76,817 over 

the same period – a significant drop. The number of cigarettes smoked domestically falls 

from 6.4 billion in 2019 to 5.8 billion per year, as illustrated in Figure 5.3. Average retail 

prices would increase by 12 percent by 2022.

This scenario provides an optimal outcome for reducing consumption of tobacco while 

raising revenues and ending illicit trade. However, it relies on the introduction of an excise 

tax regime. The administrative costs of introducing this regime may outweigh its benefits 

in the near term. However, it presents an option worth consideration if excise taxes are 

introduced for other products such as sugar.

5.6 Summary and Conclusion
The scenarios above provide straightforward options to raise an additional US$8 million 

to US$20 million in annual revenues that could be used for social expenditures to improve 

living conditions in Afghanistan. At the same time, each option would reduce the 

consumption of tobacco products and the associated burden of disease. To put these 

additional revenues in context, total expenditure by the MoPH in 2017 was approximately 

US$262 million. Additional tobacco revenues could support an increase in this budget of 

3–8 percent. 

Figure 5.4: Scenario 3 - excise taxes and tariffs
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The first policy option provides the least ambitious approach to tobacco taxation – 

continuing the current tariff regime without any changes in tobacco taxation, while 

introducing VAT. This option is not recommended.

The second option presents a compelling choice for policy makers. A gradual increase 

in tariff rates could be accomplished with no additional investments in administrative 

capacity. It would be simple to implement and monitor. 

The third option would implement international good practice, which suggests that a 

specific tax (a per-pack or per-stick tax on cigarettes) would reduce the likelihood that 

consumers and producers simply switch to lower-cost tobacco products. 

Considering the second option (recommended by this study), a gradual yearly increase in 

the cigarette imports tax from 27.6 percent (2019 – baseline scenario) to 46.2 percent (2022) 

is estimated to generate an additional tax revenue of US$19.7 million in 2022, and a reduction 

of 5.1 percent in cigarette sales and 2.7 percent in the number of cigarette smokers.

Given the high degree of uncertainty around the data and assumptions going into the 

model, any policy change would be best adopted on a gradual basis, with regular review 

of changes in domestic consumption of tobacco products, tax revenues, administrative 

costs, and illicit re-exportation.
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APPENDIX 1 - MAPS 

Percentage of Ever-Married Population Ages 15–49 Using Tobacco, 2015 – Male

Source: CSO, 2017.
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Percentage of Ever-Married Population Ages 15–49 Using Tobacco, 2015 – Female

Source: CSO, 2017.
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Percentage of Ever-Married Population Ages 15–49 Smoking Cigarettes, 2015 – Male

Source: CSO, 2017.
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Percentage of Ever-Married Population Ages 15–49 Smoking Cigarettes, 
2015 – Female

Source: CSO, 2017.
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APPENDIX 2 – TOBACCO 
MARKET BY BRAND, 2015 

BRAND NAME SOLD BY BRAND % AVERAGE RETAIL 
COST (AF)

Esse 22% 24.5

Seven Star 12% 40

Pine 12% 20

Pleasure 11% 18.4

Marlboro 9% 105.8

Hi lite 7% 20

L&M 5% 20

Mond 4% 30

Camel 4% 65.7

Milano 3% 22.5

L6 & L8 2% 60

Zest 1% 35

Winston 1% 50

Voice 1% 20

Modern 1% 20

Dunhill 1% 75

Rothmans 1% 40

Primary 1% 20

Mild 1% 20

Gold Leaf 1% 70

D&H 1% 60

Source: Afghanistan Ministry of Public Health, 2015.
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