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Abstract
The health infrastructure of  Afghanistan has been se-

verely damaged by years of  war and political instability, lead-
ing to inadequate provision of  basic maternal health services to 
Afghan women. Skilled birth attendance has risen from an es-
timated 13% in 2003 to 14% in 2011, but this rate remains low 
from a global perspective (Sundarem, 2009; UNFPA, 2011). In 
developed countries, skilled birth attendants (SBAs) assist 99% 
of  births, and only five countries, including Afghanistan, have 
rates that fall below 20% (World Health Organization, 2008). 
Currently, Afghanistan’s Ministry of  Public Health and other 
international actors have various policy recommendations for 
improving skilled birth attendance for Afghan women. In past 
literature, policy recommendations have focused primarily or 
even entirely on increasing the accessibility of  these atten-
dants. Less attention has been given to improving the quality 
of  skilled maternal care delivery. If  addressed at all, issues of  
quality of  care have been in large part viewed as secondary in 
urgency to issues of  access in Afghanistan (Koblinsky, 2006). 
In this paper, I analyze SBA management in Afghanistan using 
a framework outlined in Kim and Porter’s “Redefining Global 
Health Care Delivery” (2010) to challenge the prevailing rheto-
ric that increasing patient care value necessarily compromises 
coverage of  pregnant Afghan women. This framework leads 
to policy suggestions that are in line with an innovative “diago-

nal approach” that works to increase value of  care in conjunc-
tion with access, even in resource-poor settings (Kim & Porter, 
2010). 

A new framework for SBA management
Despite years of  health system reconstruction following 

the fall of  the Taliban in 2001, maternal health in Afghanistan 
remains one of  the poorest in the world. While recent actions 
have been taken by the Afghan Ministry of  Public Health in co-
ordination with the United Nations Population Fund (UNFPA) 
and United Nations Children’s Fund (UNICEF) to improve 
health care services, maternal mortality rates remain problem-
atic. UNFPA reports a maternal mortality ratio of  1,400 deaths 
per 100,000 live births in 2011—a statistic that falls short of  
the 2015 Millennium Development Goal 5 to make substantial 
improvements in maternal health (UNFPA, 2011). 

A wide range of  actors involved in the reconstruction of  
Afghanistan’s health care system, including global health advo-
cate Lynn Freedman, UNICEF, partnered universities and the 
Afghan Ministry of  Public Health, tend to support an approach 
to decreasing maternal mortality rates that places great empha-
sis on volume expansion of  skilled birth attendants (SBAs).  
This familiar strategy for decreasing maternal mortality in Af-
ghanistan follows Koblinsky’s vision for increasing skilled at-
tendance rates in her article “Going to Scale with Skilled Birth 
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Attendance” (2006). Koblinsky makes a distinction between 
countries characterized by “massive deprivation,” where access 
to skilled care is largely limited to the rich, and those character-
ized by “marginal exclusion,” where access to skilled care is es-
sentially widespread. Koblinsky reserves a focus on quality im-
provement to those of  “marginal exclusion”: “The poor quality 
and underuse of  existing services, where they are available, is of  
secondary importance to the absence of  supply and manage-
ment capability in these contexts” (Koblinsky, 2006). Afghani-
stan fits the “massive deprivation” label and therefore would 
be exempt from focusing on immediate quality improvement 
under this policy framework.

Koblinsky’s argument implies that delivering value of  care 
to pregnant Afghan women in conjunction with increasing cov-
erage of  skilled care is overly ambitious. An issue with this as-
sumption is that it views SBAs as a technological fix. A techni-
cal solution to maternal mortality in Afghanistan overlooks the 
external contexts that affect care delivery. This interventionist 
mindset can be seen through UNICEF’s calculated numbers of  
midwives needed to increase skilled attendance in Afghanistan: 
“Afghanistan currently requires 4,546 midwives to cover 90 per 
cent of  pregnancies. In contrast, it only had 467 trained mid-
wives in 2002 [....]” (UNICEF, 2008). 

The formulaic nature of  this approach undermines the 
significance of  midwives’ interaction with the health infrastruc-
ture and assumes that a certain number of  SBAs will result in 
almost universal skilled birth attendance. Since technologies are 
interventions that exist independent of  their local context, they 
cannot be improved as they are distributed. Thus, in contrast 
to Koblinsky’s “intervention centered” perspective, an “overall 
care cycle” perspective that integrates SBAs into the delivery 
system could possibly improve the value of  maternal health 
care without compromising volume (Kim & Porter, 2010). The 
remainder of  this paper will adapt Kim and Porter’s theoreti-
cal framework to analyze the role of  SBAs within the “overall 
care cycle” of  maternal mortality reduction. This analysis aims 
to open up possible future policies for delivering high value 
without necessarily compromising volume through the efficient 
management of  SBAs. 

Kim and Porter’s theory suggests that improving the 
value of  care, defined as “the patient health outcomes actually 
achieved per dollar spent,” without necessarily compromising 
volume is possible through several integrated levels rather than 
through self-contained interventions. These levels include: 1) 
care over the full disease cycle; 2) coordinated care across these 
disease cycles; 3) incorporation of  the external context in the 
care delivery system; and 4) maximization of  local economic 
development through care delivery (Kim & Porter, 2010).  I will 
address each of  these levels in the following analysis of  SBA 
management in Afghanistan.

Delivering care over the full maternal health cycle
Optimizing skilled attendance at birth first requires atten-

dants to have a clear understanding of  their role before, during 
and after the pregnancy of  a woman. Kim and Porter’s “care 
delivery value chain” (CDVC) delineates the full care cycle for 
medical conditions or diseases and has the potential to make 
SBAs’ roles in decreasing maternal mortality more explicit. 
Standardizing the activities to be performed in the maternal 
care cycle would prove extremely valuable in Afghanistan, given 

that the delivery of  health services since the fall of  the Taliban 
in 2002 has been mainly conducted by various NGOs rather 
than the public health sector, which is severely underfunded 
(Sabri, 2007). A CDVC would reduce maternal mortality rates 
by setting quality standards and creating greater uniformity and 
coordination among skilled workers employed by the various 
NGOs.

Thus, a CDVC tailored specifically to addressing high 
maternal mortality in Afghanistan would be the first step to 
gaining insight into SBAs’ roles in the care cycle. Kim and Por-
ter designed a basic CDVC to serve as a template for other 
diseases, and this template would need to be adapted. The Basic 
Package of  Health Services (BPHS), a plan designed by the Af-
ghan Ministry of  Public Health in 2003 that outlines the health 
services that are free for all Afghans (Ministry of  Health, 2003), 
could provide the foundation for the maternal mortality CDVC. 
This program breaks down maternal services into the following 
categories: antenatal care, delivery care, postpartum care, family 
planning and care of  the newborn. While services and essential 
drugs have been identified by the Ministry of  Public Health for 
each category, the value of  treating these activities as interre-
lated medical conditions for the progression of  a single disease 
has been overlooked (Kim & Porter, 2010). The terminology 
used to describe the current BPHS delivery system is a “Ladder 
of  Care” in which individual rungs represent different health 
facilities, services and workers that are available to a certain 
geographic area based on population density. However, referral 
systems are poorly developed (Ahmad, 2004), and many health 
facilities, especially those in rural areas, are not provided with 
sufficiently skilled staff  or proper equipment to deliver services 
for the entire cycle of  maternal care (Ministry of  Health, 2003). 
The integration of  these activities would allow for improve-
ments in certain categories of  activities and would benefit the 
value of  the care cycle as a whole (Kim & Porter, 2010). For ex-
ample, services such as providing contraception and educating 
women on family planning would increase overall value for the 
patient in the maternal care cycle by reducing unsafe abortions 
and the spread of  sexually transmitted infections (STIs) such as 
HIV/AIDS. STIs and unsafe abortions are major contributors 
to maternal mortality (UNFPA, 2010).

The bottom “rung” of  Afghanistan’s health services op-
erates at the community or village level out of  the homes of  the 
least skilled health staff, community health workers (CHWs). 
These health posts serve rural populations under the BPHS 
delivery system and provide only the most basic health ser-
vices, such as treating common conditions, delivering normal 
pregnancies and distributing contraceptives. Compared to the 
health facilities that serve more populated regions, health posts 
lag far behind in terms of  patient care quality—they lack skilled 
health workers and offer limited services. For example, health 
posts do not provide initial injections of  Depo-Provera®, a 
contraceptive that the Reproductive Health Taskforce of  the 
Ministry of  Public Health deems to be most effective, given 
the cultural barriers to utilizing other means of  contraception 
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(Ministry of  Health, 2003). Staffing health posts with a small 
number of  skilled midwives with the proper training to admin-
ister the injections is just one example of  how the CDVC can 
help identify neglected activities that can improve overall care 
value. This kind of  change in health systems delivery, though 
not as direct as simply scaling up on skilled birth attendance, 
may prove more effective in decreasing maternal mortality, as it 
targets certain root causes of  complications during pregnancy 
(e.g. hemorrhages, obstructed labor, sepsis and induced hyper-
tension) and might minimize the need for expensive treatments 
later in the care cycle (Kim & Porter, 2010; Mayhew, 2008). 

Coordinated care across disease cycles 
Just as important as identifying the roles of  SBAs in each 

maternal health care activity is identifying which tasks can be 
passed on to other maternal health workers until greater num-
bers of  midwives become available. Kim and Porter’s frame-
work emphasizes the efficiency of  making use of  overlapping 
investments by creating a shared infrastructure that links related 
aspects of  various CDVCs (Kim & Porter, 2010). An integrated 
infrastructure would 1) incorporate the wide range of  health 
workers and facilities in the maternal care delivery system and 
2) jointly address aspects of  maternal health and other medi-
cal conditions that are interrelated, such as maternal health and 
HIV/AIDS.

Currently in Afghanistan, three main categories of  health 
workers are dealing with maternal services—SBAs, tradi-
tional birth assistants (TBAs) and community health workers 
(CHWs). These health workers work in four types of  health 
facilities, namely health posts, basic health centers, comprehen-
sive health centers and district hospitals. These health facilities 
are distinguished by the population level at which they operate. 
The facilities also vary in terms of  the availability of  services, 
staffing, equipment and essential drugs (Ministry of  Health, 
2003). Attendants are classified based on skill level; SBAs meet 
the WHO definition of  “an accredited health professional— 
such as a midwife, doctor or nurse—who has been educated 
and trained to proficiency in the skills needed to manage nor-
mal (uncomplicated) pregnancies, childbirth and the immedi-
ate postnatal period, and in the identification, management and 
referral of  complications in women and newborns” (World 
Health Organization, 2011). In contrast, TBAs and CHWs rep-
resent a heterogeneous group with a range of  skill levels and no 
formal, standardized training (UNFPA 2011). They possess at 
most a limited set of  obstetrical skills for normal pregnancies 
(Ministry of  Health, 2003).

Cooperation between these workers has proven less than 
ideal especially given the poorly developed referral system in 
Afghanistan. Several studies have shown that transportation 
barriers, such as poor roads in rural areas, as well as gender-
based restrictions that prohibit women from traveling without 
the permission or accompaniment of  a man (Tunbridge, 2009), 
make emergency obstetric referrals futile, especially for those 
women living more than an hour away from an urban health 
facility staffed with midwives (Mayhew, 2008). 

Therefore, TBAs and CHWs must be better incorporated 
into a delivery system focused on skilled attendants. Despite the 
BPHS system’s support of  TBA training, the Afghan Ministry 
of  Public Health declared in a 2003 Safe Motherhood policy 
statement that TBA training is unsustainable as a long term 

goal due to their limited capabilities in dealing with obstetric 
complications (Ministry of  Health, 2003). Terminating TBA 
training and instead gradually recruiting TBAs to the recently 
established midwifery schools would make better use of  already 
knowledgeable health workers. Cross-training other skilled 
health workers such as HIV personnel or vaccinators in the 
technical skills of  birth care is another possibility for utilizing 
scarce staff  more efficiently (Kim & Porter, 2010). This cross-
training would capture “synergies across diseases,” thereby in-
tegrating CDVCs for multiple conditions (Kim & Porter, 2010).

For example, an SBA with previous training in HIV/
AIDS care may be able to more easily diagnose and treat an 
HIV-related cerebral complication, a condition that is often 
times confused with puerperal psychosis or cerebral malaria, 
in the postnatal stage (World Health Organization, 1998). Ce-
rebral malaria obstructs microcirculation of  blood in the brain 
and can result in unusual behavior that resembles signs of  pu-
erperal psychosis, including irritability and extreme aggression 
(White, 2004). Cognitive complications associated with HIV/
AIDS can have similar clinical manifestations; these include ir-
ritability, loss of  inhibition, depression and impaired concentra-
tion (Pryse-Phillips, 2003). An SBA trained in recognizing less 
obvious symptoms and conducting proper blood tests would 
be crucial for distinguishing between clinically similar condi-
tions. Educational responsibilities requiring no training in tech-
nical skills could be delegated solely to CHWs, who would serve 
as advocates for SBAs.

Instead of  allocating SBAs only to health facilities that 
serve 15,000 or more, as recommended in the current BPHS 
plan, mixed teams of  CHWs, TBAs undergoing in-service 
training and SBAs could be established at every health facil-
ity, including the rurally located health posts. Temporarily “task 
shifting,” or decentralizing care delivery responsibilities, un-
til TBAs are entirely incorporated into an SBA-based system 
would maximize care value while making full use of  scarce staff  
(Kim & Porter, 2010). These policy suggestions demonstrate 
that quality of  care can be addressed even in areas that Kob-
linsky would call “massively deprived” by identifying potential 
overlaps in health infrastructures and disease cycles, thereby in-
creasing overall efficiency in care delivery.

Incorporating local realities into maternal care delivery
In creating CDVCs and determining SBAs’ roles in each 

care cycle activity, the local realities of  Afghanistan must be 
taken into account. Treating SBAs as an intervention that can 
be merely scaled up rather than an integral part of  the maternal 
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health cycle runs the risk of  advocating a magic bullet approach 
that fails to incorporate external factors that inevitably affect 
care delivery. While Koblinsky prioritizes volume expansion 
over cultural considerations in areas of  “massive deprivation” 
such as Afghanistan (Koblinsky, 2006), Kim and Porter’s frame-
work advocates incorporating local realities into SBA manage-
ment without exception (Kim & Porter, 2010). Several studies 
conducted in Afghanistan (Mayhew, 2008) have found a variety 
of  external influences that constrain access to and effectiveness 
of  care (Kim & Porter, 2010). Afghanistan’s turbulent history 
of  war and conflict, as well as the country’s cultural aspects that 
can prove incompatible with current Western medical practices, 
point to some local realities affecting accessibility and effec-
tiveness of  care. A detailed review of  specific gender-based, 
religious, geographical, financial, educational and war-ridden 
barriers requires more space than this analysis allows (Mayhew 
et al, 2008); the goal of  this part of  my analysis is to demon-
strate that incorporating local realities into SBA management 
could contribute to higher value patient care under the Kim and 
Porter framework. Although a multitude of  initiatives could be 
taken to incorporate external influences into CDVCs, I expand 
on a few examples below. 

One example involves using religious rhetoric to promote 
family planning and break down gender-based barriers to ef-
fective care. Within the past few years the Ministry of  Haj and 
Religious Affairs has worked with the Ministry of  Public Health 
to promote public awareness on maternal health, particularly in 
encouraging imams to demonstrate that Islamic teaching per-
mits safe contraception and that preventing women from con-
sulting with male health workers is morally wrong (Tunbridge, 
2009). Especially in rural areas governed by deeply ingrained 
conservative Islamic traditions, this integration of  Islamic 
teaching into public health awareness campaigns proves highly 
effective in changing behaviors that restrict fundamental activi-
ties within the maternal care cycle.

Distance from health facilities presents another barrier to 
receiving effective maternal care. 77% of  Afghans live in rural 
areas characterized by mountainous terrain and poorly devel-
oped infrastructure, making transportation to health facilities 
staffed with SBAs especially challenging. Reaching these facili-
ties requires two weeks of  travel time for some women living 
in these remote communities, and weather conditions during 
the winter season can block access to care entirely (Tunbridge, 
2009). Until health posts are more adequately staffed, SBAs can 
be incorporated into mobile teams of  health workers that can 
travel to rural areas (Mayhew et al, 2008). 

Literacy is another crucial barrier to skilled birth atten-
dance, as suggested by Mayhew et al’s 2008 study on determi-
nants of  SBA use in Afghanistan. Only 6% of  the country’s 
women are literate, which severely limits knowledge of  mater-
nal care and reproductive services (Mayhew et al, 2008). This 
lack of  knowledge may in part explain why 90% of  health fa-
cilities are supplied with free contraceptives, but only 14-15% 
of  women in the remote areas make use of  them (Tunbridge, 
2009). Until literacy rates and overall education levels of  wom-
en in Afghanistan improve, task shifting (as noted earlier) could 
alleviate the situation. CHWs, who are more easily recruited 
and require no formal training, could focus entirely on these 
community outreach responsibilities. Passing on educational 
and advocacy duties of  SBAs to CHWs could more efficiently 

promote healthy habits among Afghan women, particularly 
concerning issues like family planning, nutrition and infant im-
munization (Ministry of  Health, 2003).

Policies geared towards increasing skilled birth attendance 
must address issues existing beyond the attendants themselves 
if  they are to deliver effective outcomes. By addressing these 
barriers within the actual care delivery system, SBAs may cover 
greater numbers of  pregnancies (Kim & Porter, 2010). Again, 
high value maternal care appears possible even in the face of  
“massive deprivation”; reducing external influences such as 
geographical, financial and cultural barriers can increase skilled 
care coverage and effectiveness even without volume expansion 
of  SBAs. Because most of  these external influences contribute 
to an unstable environment, policy implementation could prove 
challenging in Afghanistan. Such difficulties imply that the col-
laboration of  government officials with a variety of  domestic 
and international actors—from religious leaders to outside do-
nors to community outreach educators—might be necessary in 
order to effectively restructure SBA management.

Maximizing economic development in maternal care delivery
Kim and Porter’s final level of  high quality care delivery 

integrates economic development with quality assurance of  
maternal health care. Assuring long term SBA sustainability re-
quires that SBAs themselves contribute to this mutually benefi-
cial relationship. Community development initiatives are linked 
with health system development through a positive feedback 
loop in which each component benefits from value improve-
ment and subsequently contributes to the other. Yet, there are 
concerns that improving care delivery systems detracts resourc-
es from potentially more economically beneficial investments, 
especially in the case of  SBA utilization in Afghanistan. These 
concerns stem from the observed brain drain effect resulting 
from years of  war and conflict under Taliban control that left 
the public health sector unable to sustain the country’s skilled 
health workers. 

Donor agencies contracted NGOs to provide the most 
basic health services to Afghans until 2002, when the Ministry 
of  Health initiated a new policy of  health care delivery. This 
current system involves a partnership between national and 
international NGOs and the Ministry of  Health in deliver-
ing BPHS services. The collaboration between the public and 
non-governmental sectors has allowed for optimal coverage of  
BPHS services across Afghanistan, but it has drawn attention 
away from quality of  care. Long lines, disrespectful treatment 
of  patients and drug shortages have led many Afghans to seek 
health services in the private sector. However, these private 
health facilities require fees that are too costly for many Af-
ghans and tend to be concentrated in urban areas. (Sabri, 2007). 

Thus, under the current system, SBA training may simply 
lead to further inequalities in maternal health care, restricting 
birth attendance to only those who can afford to pay for it. 
However, recent developments indicate that this does not nec-
essarily have to be the case and that the future of  SBA training 
can lead to community development; the World Bank has begun 
to finance public sector recruitment of  skilled health workers 
by providing competitive pay (Sabri, 2007). Additionally, alter-
native community-based midwifery training programs, which 
recruit students from rural areas with the stipulation that they 
seek work in their rural communities upon graduation, have be-
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come available (Farooqi, 2009). The State of  the World’s Mid-
wifery 2011 Report mentions several incentives used globally 
for midwives to decentralize, including housing and transporta-
tion (used in Liberia, Malawi, Mozambique, Uganda), midwife-
ry kits (used in Sudan), midwifery tutors (used in Zambia) and 
performance-based monetary incentives (used in Rwanda and 
Tanzania) (UNFPA, 2011). Focus on providing greater mon-
etary or non-monetary incentives for SBAs to geographically 
decentralize and balance the role of  the public sector in deliver-
ing care could help to establish greater equity in quality mater-
nal health services and contribute to community development 
in Afghanistan as a whole.

The financial costs of  SBA training and new policy im-
plementation also require consideration. Three main donors 
in Afghanistan – the World Bank, the European Commission, 
and USAID – finance the NGOs to maintain the vast majority 
of  the SBA training schools. The financing of  these schools 
comes at a high price for the donors, and so its sustainability 
for the future is of  particular concern. In Afghanistan, the cost 
of  training each student per year is $8,000-$9,000 for a two 
year program (UNFPA, 2011). To ensure sustainability, the Af-
ghan Ministry of  Health would need to continue to gradually 
assume financial responsibility for these training schools. Al-
though financing these training schools along with developing 
an efficient maternal health care system would require a sizeable 
investment on the part of  the Afghan government, the UNF-
PA 2011 report confirms that the overall returns far exceed the 
economic input. Priority should be given to these investments 
since they secure officially trained cohorts of  health workers 
that can be incorporated into the country’s work force (UNF-
PA, 2011). These investments are also important since evidence 
has shown that the maternal health of  a country tends to reflect 
the status of  the health system as a whole (Bartlett, 2011). The 
role of  SBAs in maintaining maternal health in Afghanistan is 
costly but critical (UNFPA, 2011). Thus, an efficient system of  
management that integrates SBA tasks across and within CD-
VCs would simultaneously reduce expenses and improve the 
health system as a whole in the long run.

The future of  SBA management and monitoring its progress
While much of  the Kim and Porter theory for care de-

livery remains “ill-defined” (Kim & Porter, 2010), a direct ap-
plication of  their terminology and concepts to the situation in 
Afghanistan contributes to a growing body of  knowledge on 
the best practices drawn from case studies. Real progress in en-

suring high quality maternal care and, more specifically, optimal 
management of  SBAs in Afghanistan’s health infrastructure can 
only be reached through continued evaluation of  care delivery 
systems. Should Kim and Porter’s value-centered perspective 
shape future policies in SBA management, new methods for 
assessing effective care will need to supplement Afghanistan’s 
current “balance scorecard” system  (Sabri, 2007). This current 
system monitored primarily by the Bloomberg School of  Pub-
lic Health at Johns Hopkins University focuses on assessment 
of  availability (Sabri, 2007) and accessibility (Sundaram, 2009) 
over quality of  care provided by health facilities. However, as-
sessment of  patient health outcomes and the cost of  achieving 
these outcomes will be necessary to accurately evaluate patient 
value in maternal health services and the role of  SBAs in deliv-
ering high-quality care.
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