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ABSTRACT
Introduction  In response to the high maternal mortality 
in Afghanistan, the government emphasised enhancing 
antenatal care (ANC) coverage to improve skilled birth 
attendance and reduce maternal mortality. This study 
aimed to explain how and why ANC interventions worked, 
for whom, and under what circumstances in Afghanistan 
between 2000 and 2024.
Methods  A rapid realist review was conducted to identify 
underlying programme theories and examine contextual factors 
and key mechanisms influencing ANC outcomes, with input 
from a panel of national experts. Data were extracted using 
context–mechanism–outcome (CMO) configurations to develop 
and refine theories for policy recommendations.
Results  From 3502 papers, 1860 duplicates were removed, 
63 were screened for full text and 25 were included in the 
final review. In total, 29 CMOs were inferred across nine 
interventions, classified at individual, interpersonal, community 
and institutional levels. We found that ANC interventions could 
work best by empowering women and healthcare workers 
(HCWs), involving husbands, hiring female community health 
workers (CHWs), ensuring regular contact with the same HCWs, 
endorsing health messages by the government, incentivising 
CHWs and designing and implementing interventions using 
participatory approaches. Interventions are less successful 
when there is a lack of community trust in service quality 
or HCW qualifications, low decision-making ability among 
women, discomfort during travel to health facilities, adherence 
to traditional practices and beliefs, hiring CHWs from outside 
the community, chronic stress and lack of support among 
HCWs and unrecognised incentives.
Conclusion  Our evidence synthesis can inform donors, 
policymakers and implementers on how to design more 
effective ANC interventions to achieve better health 
outcomes in Afghanistan. By emphasising intervention 
evaluation and ANC quality improvement, it highlights the 
importance of key social elements, such as cultural norms, 
power dynamics, relationships, beliefs and trust, which 
are likely to maximise impact. Community involvement is 
essential for designing and implementing effective and 
sustainable ANC interventions.

INTRODUCTION
In the early 2000s, Afghanistan earned a 
reputation as the worst place in the world for 
a woman to experience pregnancy, marked 

by an alarming maternal mortality ratio of 
1600/100,000 live births.1 2 During this period, 
the newly established government, the Islamic 
Republic of Afghanistan, was in the process of 
reconstructing its health system after decades 
of war and instability while lacking a proper 
peace settlement.3 The Ministry of Public 
Health (MoPH) was facing many challenges, 
including the absence of baseline indicators 
and insufficient local public health expertise 
for effective programme development and 
implementation.4 Despite the absence of 
epidemiological data to guide prioritisation, 
both local and international stakeholders 
agreed that women and children were the 
most vulnerable populations.4

In response to the high maternal mortality 
ratio, the MoPH incorporated antenatal care 
(ANC) into the package of interventions 
offered free of charge in public health facil-
ities in 2005.5 The aim was to improve skilled 
birth attendance and eventually reduce 
maternal mortality and improve maternal 
health outcomes.5 6 ANC contains a series of 
healthcare activities, encompassing screening 
and diagnosis, disease prevention and health 
promotion components to diminish the risks 
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of illness and death for mothers and newborns.7 In 2002, 
the WHO introduced global ANC care guidelines recom-
mending four ANC visits, later revised in 2016 to recom-
mend a minimum of eight visits for a better pregnancy 
experience.7 8

In Afghanistan, both the health system and popula-
tion health surveys recommend four ANC visits as a key 
indicator to measure the quality of ANC services.5 9 This 
implies that the country is still at a very early stage of imple-
menting the WHO’s 2016 guidelines of eight ANC visits. 
Over the past two decades, driven by government and 
international organisations’ initiatives, the coverage of at 
least one ANC visit has notably expanded. However, access 
to four ANC visits has shown stagnant improvement.9 
Additionally, challenges such as under-use of services and 
persistent urban–rural disparities remained.9 10

Multiple studies have highlighted different factors 
associated with ANC uptake in Afghanistan: education, 
wealth status, ethnicity, areas of residence, knowledge 
about ANC among women and their families, transporta-
tion and healthcare providers’ behaviour.10–13 Additional 
studies have investigated the impact of socio-cultural 
factors on poor maternal health indicators, including 
ANC. These factors include early marriage, frequent 
childbirth, lack of spacing between pregnancies, intimate 
partner violence and women’s decision-making ability, 
particularly when seeking healthcare.13–15 These factors 
are deeply intertwined with Afghan society’s traditional 
attitudes and rituals.15

Despite sustained technical efforts and significant 
investments by the government and international 
community over the past two decades, improving access 
to quality ANC services remains a major challenge in 
Afghanistan. Previous studies have assessed the effective-
ness and content of ANC interventions, often identifying 
barriers and women’s experiences through qualitative 
approaches.10 12 16 However, none have systematically 
explored the underlying programme theories or mecha-
nisms driving the success or failure of these interventions. 
Therefore, we aimed to explain how and why ANC inter-
ventions work, for whom, and under what circumstances 
in Afghanistan between 2000 and 2024. To achieve this, 
a rapid realist methodology was employed to identify 
underlying programme theories and examine the contex-
tual factors and key mechanisms contributing to both 
positive and negative ANC outcomes to inform policy 
recommendations.

METHODS
Review design
A rapid realistic review (RRR) was conducted.17 The 
study followed the RRR steps recommended by Saul 
et al17 to map existing literature and develop guiding 
rules for policy-making. The RRR approach is inherently 
iterative and inductive rather than hypothesis-testing, 
allowing for the progressive refinement of emerging 
explanations. We used the original configuration type, 

context–mechanism–outcome (CMO), to unpack the 
context and interaction between underlying mechanisms 
influencing implementation activities.17 18

It also adhered to the Realist and Meta-narrative 
Evidence Synthesis reporting standards for realist evalua-
tions.19 The review did not entail the collection of primary 
data and thus did not necessitate ethical approval.

Rationale for using realist review approach
Given the 2021 governmental transition and resulting 
socio-political changes, including adjustments in the 
health system and donors’ contributions in Afghanistan, it 
is timely and crucial to understand the contextual factors 
and mechanisms that have led to the success or failure of 
these interventions. Recognising key lessons can enhance 
future policy frameworks and prevent already limited 
wastage of resources in Afghanistan and similar countries.

Realist reviews, or realist synthesis, are explanatory 
and strive to unpack how, why, for whom and in what 
contexts policies and programmes work or do not work.20 
They challenge the idea of generalisability and prioritise 
explanatory theories that illuminate how contexts influ-
ence the outcomes of policies and programmes, providing 
recommendations that go beyond mapping the scope of 
knowledge or measuring programme effectiveness.17 20

The RRR methodology was selected over a traditional 
RR owing to its suitability for generating timely, policy-
relevant insights in complex and rapidly evolving contexts 
like Afghanistan. Unlike traditional realist reviews, which 
require extensive time for theory testing, RRR stream-
lines this process by incorporating expert panels (EPs) to 
refine and validate programme theories. This approach 
was particularly relevant in the Afghan context, where 
empirical evidence is limited, and expert knowledge 
plays a crucial role in contextualising findings. Addition-
ally, this review was part of a PhD thesis; given the time 
constraint of the PhD programme, RRR was deemed the 
most appropriate method, allowing for a more efficient 
synthesis of available evidence while maintaining meth-
odological rigour.

Composition of the national expert panel
The EP comprised seven public health professionals with 
substantial experience in the Afghan health sector. At 
the time of the study, three were based in Afghanistan, 
whereas four resided abroad but had previously worked 
in-country. Five panel members held medical degrees, 
and several had occupied senior positions within the 
MoPH, including two with over a decade of experience in 
the Reproductive, Maternal, Neonatal, Child and Adoles-
cent Health department. Additional experience among 
the panel included work with the United Nations Popula-
tion Fund, WHO and a local non-governmental organisa-
tion on initiatives related to health system strengthening 
and maternal and reproductive health. The panel also 
included a specialist in realist synthesis from Paris Cité 
University and the first author, a PhD candidate at 
the University of Toulouse with previous professional 
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experience at the MoPH and WHO. All members are 
co-authors of this paper. Regular collective meetings 
were held with the panel throughout the study, and panel 
members were consulted individually for specific infor-
mation, documents or clarification on issues that arose 
during the joint meetings.

Search strategy
The literature search was conducted with the assis-
tance of two university librarians. Systematic searches 
were conducted in four databases: PubMed (Medline), 
Embase (Em3), Web of Science and CINAHL, with 
Google Scholar searched for complementary literature. 
A temporal filter narrowed the search to data from 2000 
to 2022, later extended to 2024. The key words included 
“antenatal*” and “Afghan*”.

Screening and data extraction
Titles, abstracts and subsequent full-text screening were 
facilitated using Covidence.21 All databases were searched 
systematically on 20 November 2022. A repeated search 
with the same keywords was conducted in April 2024 
to cover the new literature from 2022 to 2024. Initial 
screening was conducted collaboratively by the primary 
researcher and another student. Inclusion and exclusion 
criteria were clearly defined in advance and consistently 
applied throughout the review process.

The review included studies that examined the expe-
riences of women, HCWs and other relevant stake-
holders involved in the design, delivery or utilisation of 
ANC services in Afghanistan. Eligible interventions were 
those related to ANC, whether delivered as stand-alone 
(vertical) services or as part of integrated healthcare pack-
ages. Studies evaluating specific ANC components—such 
as contraception counselling during ANC visits, blood 
testing or vitamin supplementation—were also included. 
Interventions not directly related to ANC were excluded. 
The review considered empirical studies employing qual-
itative, quantitative or mixed-methods designs, as well as 
service evaluations, while excluding study protocols. Only 
articles published in English between 2000 and 2024 were 
included; studies published in other languages or prior to 
2000 were excluded.

Evidence was appraised according to richness and 
rigour.22 23 Richness assessed the density of evidence in 
the papers concerning CMO relevant to the study’s scope. 
Rigour examined the credibility and trustworthiness of 
the data. Studies were checked for richness and rigour 
after the screening was completed. For each study, ratings 
were assigned for richness (thick, medium and thin) and 
rigour (yes and no); see online supplemental appendix 1. 
The appraisal of the study methods was carried out using 
MMAT.24

Following the appraisal phase, key data elements were 
systematically extracted into an Excel sheet, including 
authors, study objectives, methodology, contextual 
factors, mechanisms and outcome measures. To ensure 

greater clarity about the included interventions, the TIDi-
eR-PHP reporting guideline was applied.25

Data analysis and data synthesis
This approach involves developing, refining and testing 
programme theories that theorise the underlying mech-
anisms driving change. The programme theory defines 
the statement linking context, mechanism and outcome 
(referred to as CMO).

In line with realist review methodology, CMO elements 
were not extracted as predefined variables but were 
constructed during the analysis phase. Empirical data on 
study characteristics, intervention components, contex-
tual factors and outcomes were first extracted and then 
interpreted to develop CMO configurations. Guided by 
relevant literature and EP opinion, this process aligned 
with Pawson’s view of CMOs as analytical constructs devel-
oped through synthesis.17 20 The first author conducted 
the synthesis, sharing results with senior authors and 
EP for validation. The focus was on understanding what 
mechanisms were responsible for the improvement or 
deterioration of the ANC interventions’ outcomes and in 
what contexts these mechanisms were activated. Positive 
or negative outcomes were reported based on the original 
authors’ interpretation. A socio-ecological framework was 
applied to organise the configurations across multiple 
levels of influence: individual (pregnant women), inter-
personal (household and HCW), community (neigh-
bourhood) and institutional levels (health system and 
policy).26

The CMO has been defined as follows:
	► Context: changes introduced with the ANC interven-

tions, including tangible resources, such as staff and 
consumables, and non-tangible resources, such as 
forces, social structures, rules and systems of reactions 
through which reasons are formulated;

	► Mechanisms: reasoning and reactions of the agents 
to the resources provided by ANC interventions that 
trigger a change

	► Outcome: result or consequences of the ANC interven-
tions (intended or unintended; positive or negative).

RESULTS
A total of 3502 records, including 100 from the grey liter-
ature, were imported into Covidence for screening. After 
the removal of 1860 duplicates, 1642 records proceeded 
to title and abstract screening, which was conducted inde-
pendently by two reviewers. Of these, 1579 were excluded 
because they clearly did not meet the predefined inclu-
sion criteria based on their titles and abstracts. The 
remaining 63 articles underwent full-text assessment for 
eligibility, resulting in the inclusion of 25 studies in the 
final review (figure 1).

Summary of the included studies
In total, one study was a cluster randomised trial,27 
and three studies were non-randomised population-
based intervention studies.28–30 Another study was a 

https://dx.doi.org/10.1136/bmjopen-2025-102454
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single-group, baseline/follow-up feasibility study of a 
pilot intervention.31 Nearly half of the studies were obser-
vational studies of interventions, both quantitative and 
qualitative, with the primary data collection targeting 
pregnant women or HCWs (n=10).10 32–40 The other half 
of the studies were secondary data analyses of national 
cross-sectional studies, with the ANC intervention or ANC 
components as the outcome of interest (n=10).12 14 16 41–47 
Four of the aforementioned studies were multi-country 
surveys.14 32 33 46 The earliest study was published in 
2008. The majority of papers are being published after 
2018 (n=20), which suggests an upswing in capacity and 
interest in the areas of research (table 1).

Key findings
We identified 29 CMOs verified over several meetings 
with the EP. CMOs that were not approved by the EP 
were excluded. The contexts in which each mechanism 
operates and the observed outcome identified for each 

mechanism were summarised narratively as CMOs and 
confirmed by the EP (online supplemental appendix 2).

The identified interventions included ANC as a compo-
nent, with none focusing solely on ANC; see online 
supplemental appendix 3. The studies reviewed show 
variations in the intervention components, the context 
within which the intervention was implemented, and 
targeted mechanisms. Despite the heterogeneity of the 
data, these studies contributed to generating a list of 
programme theories, statements that link context, mech-
anism and outcome. These programme theories were 
classified into individual, interpersonal, community and 
institutional levels.26

Programme theories for individual level (pregnant women)
In figure 2, the CMO configurations are summarised at the 
individual level, focusing on pregnant women’s beliefs, 
feelings, abilities and empowerment. The contexts iden-
tified are mostly rooted in the community’s social norms.

Figure 1  Preferred reporting items for systematic reviews and meta-analyses of the selection process for the rapid realist 
review. ANC, antenatal care

https://dx.doi.org/10.1136/bmjopen-2025-102454
https://dx.doi.org/10.1136/bmjopen-2025-102454
https://dx.doi.org/10.1136/bmjopen-2025-102454
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Table 1  Summary of the included studies

Authors
Publication 
year Methodology Study aim(s) Participants Study setting

1 Kim et al44 2016 Cross-sectional 
observational

To analyse inequality and inequity 
of inpatient, outpatient and 
maternal healthcare services in 
public vs private facilities

Women who had 
one or more births 
in the last 5 years

Data retrieved 
from Mortality 
Survey 2010

2 Rahmani and 
Brekke10

2013 Qualitative How pregnant women and 
healthcare providers experience 
the existing ANC and obstetric 
healthcare in Afghanistan

Pregnant women, 
doctors, midwives 
and traditional 
birth attendants

Kabul and 
Ghazni 
provinces

3 Currie et al35 2021 Cross-sectional Examination of providers’ and 
clients’ experiences to measure 
and promote respectful maternal 
care in Afghanistan

Maternity care 
providers

Public health 
facilities

4 Rahman et al45 2022 Secondary data 
analysis

Examined the intersecting 
effects of ANC visits, women’s 
education, household wealth 
and household decision-making 
autonomy on institutional delivery 
and delivery assisted by a skilled 
birth attendant

Women of 
reproductive age 
(15–49)

Data extracted 
from DHS 2015

5 Todd et al34 2008 Cross-sectional To determine obstetric providers’ 
attitudes towards and testing 
for HIV, hepatitis B and syphilis 
among antepartum patients in 
Kabul

Doctors and 
midwives

Three maternity 
hospitals, Kabul

6 Siekmans et al32 2018 Mixed methods To better understand the context-
specific barriers and enablers to 
improving IFA supplementation 
coverage and adherence

Women and 
service providers

Afghanistan +6 
other countries

7 Newbrander et 
al39

2014 Qualitative 
methods

To determine traditional 
practices of women, families and 
communities about maternal and 
newborn care.

Members of 
households

Kabul, Bamyan, 
Herat, Jawzjan 
and Takhar

8 Edmond et al30 2018 Non-
randomised, 
population-
based 
intervention 
survey

To assess the effects of the CHW 
home visiting programme on the 
proportion of institutional delivery, 
ANC and PNC visits

Female CHWs 
and women

Bamyan and 
Kandahar 
provinces

9 Viswanathan et 
al42

2012 Cross-sectional To determine whether the 
presence of a CHW in the 
community is associated 
with increased use of modern 
contraception, ANC and SBA

Households Data retrieved 
from AHS 2006

10 Edmond et al29 2019 Non-
randomised, 
population-
based 
intervention 
study

To assess the effectiveness of 
the MoPH CCT intervention on 
use of health facilities for delivery 
and the effects on (i) maternal 
care seeking for non-incentivised 
services such as ANC and (ii) 
community CHW’s motivation to 
perform home visits

Women given birth 
to one or more 
children in the last 
12 months

Badghis, 
Bamyan and 
Kandahar

Continued
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Authors
Publication 
year Methodology Study aim(s) Participants Study setting

11 Stanikzai et al41 2023 Cross-sectional This study aimed to assess the 
contents of ANC services and 
identify predictors of the use of 
services by pregnant women 
during ANC

Women who gave 
birth in the past 
2 years or were 
pregnant at the 
time of survey

Data retrieved 
from AHS 2018

12 Reddy et al40 2023 Descriptive 
study of a 
midwife-led 
intervention

To increase access to an 
integrated package of essential 
SRH services and minimal initial 
service package with a specific 
focus on the prevention of 
postpartum haemorrhage and 
screening and management of 
pre-eclampsia and eclampsia

Midwives and 
households

Kabul +9 other 
provinces

13 Anik et al46 2021 Observational 
cross-sectional

To investigate the adequacy 
of ANC in South Asia and how 
adequacy is associated with 
WESES

Women with 
one live birth in 
the 3–5 years 
preceding the 
survey

South Asia 
countries, 
including 
Afghanistan

14 Engineer et al27 2016 Cluster 
randomised trial

To test whether P4P could 
improve maternal and child 
services.

Households, 
health facilities 
and HCWs

442 facilities 
from 11 P4P 
provinces

15 Lebrun et al31 2020 Feasibility study 
single-group, 
baseline/follow-
up study

Assessing a pilot implementation 
of the MAMA programme in four 
provinces of Afghanistan

Pregnant 
women and their 
husbands

80 health post-
catchment 
areas in the five 
provinces of 
Afghanistan.

16 Mirzazada et al37 2020 Mixed methods To explore the direct effects 
of conflict on provision of 
RMNCAH&N services and 
describe the contextual factors 
influencing these services.

Households and 
key informant

Data extracted 
from DHS 2015 
and MICS

17 Alemi et al44 2021 Secondary data 
analysis

To examine the association 
between male attendance during 
ANC and the use of reproductive 
healthcare services

Women aged 
16–59 years

Data extracted 
from DHS 2015

18 Edmond et al28 2020 Cross-sectional To assess the association 
between MHTs and service usage 
for essential preventive services 
such as ANC

Pregnant women 
and children 
under 5

Data extracted 
from HMIS 2017 
and DHS 2015

19 Liu L et al 2023 Cross-sectional 
study

To explore the effects of IPV 
on the frequency of ANC visits 
among pregnant women

Women who 
had given birth 
within the past 12 
months

Data extracted 
from DHS 2015

20 Ansari et al36 2019 Multi-method 
approach

To assess the quality of the early 
detection and management of 
pre-eclampsia /eclampsia in 
health facilities and skilled birth 
attendants’ perceptions of their 
working environment

Public and private 
health facilities 
and skilled birth 
attendants

Public and 
private facilities

21 Tawfiq et al12 2023 Secondary 
analysis

To examine the 
sociodemographic predictors 
of timely ANC initiation in ever-
married women during their latest 
pregnancies

Women with ANC 
visits

Data retrieved 
from AHS 2018

Table 1  Continued

Continued
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Having education, living in an urban area and having 
access to ANC services do not guarantee complete ANC 
attendance if women believe that ANC visits are neces-
sary only when they have complications.10 When women 
are young, not empowered and have low decision-making 
power, they do not receive adequate ANC services, even if 
they reside in wealthy and urban environments.34 47 The 
sense of embarrassment ‘shame’ associated with pregnancy 

upholds women from disclosing their problems to family 
members or HCWs.10 Additionally, the discomfort of 
wearing a burqa during pregnancy and the presence 
of unknown men on public transportation discourage 
women from attending ANC visits.10 In contrast, literacy, 
regardless of the level of education, and a strong attitude 
against spousal violence lead to adequate ANC uptake.47 
The CMO configurations identified are presented below:

Authors
Publication 
year Methodology Study aim(s) Participants Study setting

22 Sherley et al16 2020 Secondary 
analysis

To explore potential health 
system causes for any difference 
in antenatal tetanus toxoid-
containing vaccine coverage by 
residence area.

Women with a live 
birth in the 5 years 
preceding the 
survey

Data retrieved 
from the DHS 
2015

23 Dadras47 2023 Secondary 
analysis

To shed light on the pivotal 
role of women’s empowerment 
in enhancing maternity care 
utilisation

Women aged 
15–49 years

Data retrieved 
from the DHS 
2015

24 Kim et al38 2022 Secondary 
analysis

To assess the relationship 
between travel time, availability of 
EmOC and satisfaction/perceived 
quality on maternal healthcare 
utilisation in northern 
Afghanistan.

Households Data retrieved 
from multiple 
secondary data 
sources

25 Madaj et al33 2022 Multi-country 
cross-sectional 
study

To identify the essential 
components of ANC and PNC 
and to assess whether resources 
are in place to provide these to 
women

Management 
team and HCWs

Afghanistan, 
Chad, Ghana 
and Tanzania

ANC, antenatal care; CCT, Conditional Cash Transfer; CHW, community health worker; DHS, Demographic and Health Survey; EmOC, 
Emergency Obstetric Care; HMIS, Health Management Information System; IFA, iron and folic acid; MAMA, Mobile Alliance for Maternal 
Action ; MICS, Multiple Indicator Cluster Survey; MoPH, Ministry of Public Health; PNC, Postnatal Care; P4P, pay-for-performance ; SBA, 
Skilled Birth Attendant; WESES, Women's Empowerment and Socioeconomic Status.

Table 1  Continued

Figure 2  Programme theories for individual level. ANC, antenatal care
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CMO 1: Educated women in urban areas with higher 
socioeconomic position (C) might not attend the recom-
mended ANC visits (O) because they believe they do not 
need medical care when feeling healthy (M).10

CMO 2: Literate women with strong attitudes against 
spousal violence (C) are more empowered (M), leading 
to better ANC uptake (O).47

CMO 3: Disempowered women, even in wealthy and 
urban environments (C), receive inadequate ANC (O) 
due to low empowerment to demand better quality 
services and active discrimination of the ANC provider 
(M).12 46

CMO 4: Young pregnant women (C) have lower 
decision-making power (M), resulting in inadequate ANC 
(O).47

CMO 5: Limited and uncomfortable transportation 
options, combined with wearing a ‘burqa’ and presence 
of other unknown men (C), make pregnant women feel 
uncomfortable (M) and reluctant to travel, leading to 
missed ANC visits (O).10

CMO 6: Pregnant women feel embarrassed to discuss 
symptoms to a family member or an HCW (C and M), 
leading to delays in seeking healthcare or not seeking 
care at all (O).10

Programme theories for the interpersonal level (household and 
healthcare worker)
In figure 3, CMO configurations are summarised at the 
interpersonal level, focusing on pregnant women’s inter-
actions with their household members and HCWs.

When husbands accompany pregnant women to ANC 
consultations, women feel empowered, leading to more 
informed healthcare decisions and increased ANC atten-
dance.44 Conversely, when husbands use violence against 
pregnant women to maintain control, it negatively affects 
ANC attendance.14

The societal expectation for women to exhibit strength 
and resilience often influences the level of support they 

receive from key family decision-makers, such as their 
husbands and mothers-in-law.39 This expectation can 
result in a reluctance or refusal to seek medical care, even 
when complications arise during pregnancy, resulting in 
lower ANC visits. In some Afghan societies, using formal 
health services is perceived as shameful by households, as 
it publicly demonstrates the need for help during vulner-
able times, reinforcing the avoidance of public health-
care services and ANC intake.

Trust plays a crucial role in the interaction between 
HCWs and pregnant women. Consistent contact with the 
same HCW during ANC outreach services improves trust 
and increases the demand for ANC. In contrast, when 
the volunteer CHWs with limited education and training 
provide iron and folic acid (IFA) tablets, women refuse to 
take them due to a lack of trust in CHWs’ qualifications.32

Additionally, during ANC consultations, if the 
provider does not explain the procedures, women feel 
uninvolved in the process, resulting in inadequate 
ANC intake.35 The CMO configurations identified are 
presented below:

CMO 7: male partner presence during ANC visits (C) 
empowers women to seek necessary healthcare (M), 
improving ANC and institutional delivery rates (O).44

CMO 8: violence is rooted in the intimate partner’s 
attempt to maintain control of their partner (C and M) 
that restricts women’s mobility and access to healthcare, 
leading to fewer ANC visits (O).14

CMO 9: the expectation for women to be strong (M) 
results in a lack of support from family decision-makers, 
particularly husband and mother-in-law, for seeking 
medical care, even in complications (C), leading to low 
ANC attendance (O).10

CMO 10: in some Afghan societies, using formal 
health services is seen as shameful by households (C 
and M), leading to avoidance of public healthcare 
services (O).39

Figure 3  Programme theories for interpersonal level. ANC, antenatal care; HCW, healthcare worker
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CMO 11: regular interactions with the same HCW (C) 
foster trust (M) between families and health workers, 
leading to higher ANC demand (O).28

CMO 12: when CHWs are illiterate (C), women doubt 
their abilities and training ‘not a doctor’ (M), resulting 
in the low uptake of IFA through community platforms 
(O).32

CMO 13: the lack of communication and involvement 
during ANC (C) makes women feel excluded from their 
care decisions (M), reducing their engagement in the 
process (O).35

Programme theories for community level (neighbourhood)
In figure 4, CMO configurations are summarised at the 
community level, focusing on communities’ preference, 
trust, resistance, customs and norms.

Some household decision-makers, mainly husbands 
or mothers-in-law, trust and prefer that women receive 
pregnancy-related care from traditional healers or reli-
gious leaders rather than HCWs.37 This preference also 
extends to the gender of the CHW where female CHWs 
improve the usage of ANC, whereas male ones are associ-
ated with no CHW engagement at all.42 Misinterpretation 
of pregnancy symptoms, such as convulsions being viewed 
as ‘evil spirit’ possession, also leads people to rely on reli-
gious leaders, thereby delaying medical care.10

A lack of trust in the quality of services provided at 
health facilities further discourages households from 
seeking ANC.39 In contrast, religious leaders gain higher 
levels of trust within the community due to their constant 
presence and frequent interactions with male household 
members.39

The familiarity of CHWs with community affected 
ANC services uptake. When CHWs are not well-known 
to the community, households are less likely to trust 
them and consequently do not permit pregnant women 
to seek their services, leading to reduced ANC atten-
dance.29 30

In contrast, trust has been successfully established in 
other interventions. For instance, in the Mobile Alliance 
for Maternal Action intervention, government-endorsed 
health promotion messages significantly enhanced trust 
and improved knowledge regarding ANC.31 Interven-
tions that used participatory approaches in design and 
implementation phases faced less resistance from the 
community, resulting in better outcomes and increased 
ANC intake.40 The CMO configurations identified are 
presented below:

CMO 14: in some communities with high illiteracy rates, 
households prefer traditional or religious healers over 
healthcare professionals (C and M), reducing maternal 
health service utilisation (O).37

CMO 15: in the context of available health facilities 
(C), community misinterpretation of convulsions as ‘evil 
spirit’ possession (M) leads to delays in seeking medical 
care, worsening the condition (O).10

CMO 16: doubts about the quality of public health facil-
ities (C and M) discourage households from seeking care, 
even in emergencies (O).39

CMO 17: religious leaders’ frequent contact with 
household men (C) builds high trust (M), leading house-
holds to seek their advice even during health emergen-
cies (O).39

Figure 4  Programme theories for community level. ANC, antenatal care; CHW, community health worker; MoPH, Ministry of 
Public Health
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CMO 18: in rural settings, reliance on traditional reme-
dies because households are used to managing problems 
on their own (C and M) delays or suppresses contact with 
healthcare facilities, even during complications (O).10

CMO 19: preference for female CHWs in the commu-
nity (C and M) increases usage of ANC and other maternal 
services (O), whereas male CHWs’ impact is the same as 
having no CHW at all (O).42

CMO 20: the presence of CHWs who are not from the 
community (C) fails to increase ANC coverage in the 
poorest communities owing to a lack of trust in CHWs 
(M), leading to reduced ANC access (O).29 30

CMO 21: anonymous and private access to approved 
health information (C) reassures participants (M) and 
successfully involves men in maternal health decisions, 
improving ANC knowledge and couples’ joint decision-
making (O).31

CMO 22: in fragile, post-COVID-19 contexts, resistance 
to adopting digital health interventions (C and M) was 
mitigated by the user-friendly design of the intervention 
and strong support systems from the community, leading 
to successful intervention outcomes (O).40

Programme theories for institutional level (health system and 
policy)
In figure 5, CMO configurations are summarised at the 
institutional level, focusing on HCWs’ knowledge, moti-
vation, self-efficacy, safety and support, and resistance to 
new technologies.

Inadequate infrastructure, persistent supply shortages 
and lack of an enabling environment in health facil-
ities demotivated HCWs from delivering appropriate 
services.35 Financial incentives enhanced motivation and 
performance.29 However, when HCWs did not perceive 

these incentives, their motivation remained low, resulting 
in no improvement in ANC coverage.27

In conflict-affected areas, HCWs were chronically 
stressed and received inadequate support, hindering 
their ability to provide appropriate care.35

Inconsistent practices were evident among ANC 
providers, linked to their knowledge of managing preg-
nancy complications and their perception of the rarity of 
the disease in the community.33 34 ANC providers often 
uphold cultural norms requiring spousal approval for 
healthcare decisions, reflecting low empowerment to 
make independent clinical decisions, resulting in incon-
sistent ANC care.34 47

In fragile contexts, introducing user-friendly platforms, 
strong mentoring, information technology support 
systems and adopting a participatory approach in design 
and implementation reduced resistance to new technolo-
gies.40 The CMO configurations identified are as follows:

CMO 23: financial incentives for CHWs, despite 
conflict and insecurity (C), enhance their motivation (M) 
and performance in referring women for institutional 
delivery (O).29

CMO 24: limited recognition of incentives by HCWs 
(C) fails to improve their motivation (M), job satisfaction 
or client satisfaction, resulting in the absence of a signifi-
cant change in service coverage or quality (O).27

CMO 25: inadequate infrastructure and persistent 
supply shortages in health facilities (C) demotivate HCWs 
(M) and hinder respectful maternal care (O).35

CMO 26: perceptions that infections are rare and a 
lack of knowledge of ANC providers (M) contribute to 
inconsistent practices in managing pregnancy compli-
cations and conducting tests for diseases such as HIV 

Figure 5  Programme theories for institutional level. ANC, antenatal care; CHW, community health worker
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and hepatitis in hospitals, despite test availability (C), 
resulting in gaps in care (O).34 36

CMO 27: female ANC providers often uphold cultural 
norms requiring spousal approval for healthcare deci-
sions, including for ANC tests (C and O), reflecting low 
empowerment to make independent clinical decisions 
(M).34

CMO 28: health workers in conflict zones (C) experi-
ence chronic stress and feel unsupported (M), impairing 
their ability to provide appropriate and respectful 
maternal care (O).35 36

CMO 29: in fragile, post-COVID-19 contexts, resis-
tance of intervention implementers to adopting digital 
health interventions (C and M) was mitigated by the user-
friendly design of the intervention and strong support 
systems from the community, leading to successful inter-
vention outcomes (O).40

DISCUSSION
We identified 29 programme theories across nine inter-
ventions implemented in Afghanistan from 2000 to 2024, 
all validated by the national EP. In most reviewed inter-
ventions, ANC was part of a larger initiative, reflecting 
Afghanistan’s integrated health sector model.5 Although 
integration offers advantages by aligning services, 
processes and staff, it also adds complexity, making 
it challenging to identify which specific intervention 
components drive positive outcomes.48 However, some 
researchers argue that in low-capacity or fragile settings, 
vertical or disease-specific interventions may be more 
effective in delivering targeted outcomes, as integra-
tion can overwhelm under-resourced systems or lead to 
diluted accountability and focus.49

We identified a limited number of intervention evalu-
ation studies. The studies reviewed showed variation in 
the intervention components, context within which the 
intervention was implemented and targeted mechanisms. 
Despite the heterogeneity of the data, these studies have 
contributed to generating programme theories described 
across four socio-ecological levels: individual, interper-
sonal, community and institutional.26

Findings from this review highlighted that societal 
norms restricting women’s autonomy create a multi-
faceted challenge for pregnant women seeking ANC. 
Women are often not permitted to visit health facilities 
unless accompanied by a male family member, typi-
cally their husband. Nevertheless, many men perceive 
accompanying their pregnant wives to health facilities as 
beneath their dignity. This belief stems from traditional 
views that consider maternal health exclusively a woman’s 
issue. In Afghanistan, the health system has also been 
influenced by this perception, as maternal wards are typi-
cally designated for women, with men often prohibited 
from entering.44 Existing literature suggests that men’s 
involvement in ANC increases ANC uptake, improves 
ANC outcomes and enhances women’s mental health.50 51 
However, some researchers caution that promoting male 

involvement without addressing underlying gender 
inequalities may inadvertently reinforce male dominance 
over reproductive health decisions, potentially under-
mining women’s autonomy.52

Our results highlight that in Afghanistan, HCWs’ deci-
sions are also influenced by social norms, with many 
relying on family’s approval for clinical decisions. This 
reflects that HCWs are not empowered enough to make 
medical decisions beyond social norms that benefit preg-
nant women, which leads to inconsistent practices during 
ANC provision. A study among midwives found that 
they upheld the belief that husbands should determine 
their wives’ access to healthcare services.34 Some older 
midwives even believed that a husband had the right to 
divorce his wife if she contracted a sexually transmitted 
infection, even if he had infected her.34 Studies in other 
countries, Africa, Asia and Latin America, also confirm 
that HCWs’ attitudes, behaviours and perceptions highly 
influence women’s ANC uptake.53

When it comes to decision-making power, mothers-
in-law and husbands often decide about ANC visits, 
especially for young women with low decision-making 
power. This is a common pattern in many hierarchical 
cultures.54 55 Some believe that women should be strong 
and resilient, making them reluctant to support ANC 
visits. This perception arises from the belief that preg-
nancy is a natural event and does not require professional 
supervision. Additionally, given its association with sexual 
activity, pregnancy is often linked to shame, leading 
women to avoid discussing it openly. These cultural 
perspectives are not unique to Afghan women; similar 
views have been reported by women in Pakistan and other 
low-income and middle-income countries (LMICs).10 54 
Although this complex web of social norms and beliefs 
reinforces barriers to ANC access, empowerment is found 
to be positively associated with improved access to ANC 
services. Literate women with a strong attitude towards 
intimate partner violence were more likely to complete 
their ANC visits. The association between women empow-
erment and ANC uptake is also recognised in several 
other contexts.46 47

From a system perspective, studies emphasise the 
‘social’ elements of a health system, such as cultural 
norms, power dynamics, relationships, beliefs and trust, 
that are likely to contribute to the interventions’ perfor-
mance gains.56 57 Few studies in our review have explic-
itly highlighted ‘trust’ as a key factor contributing to the 
failure of interventions. Trust is crucial for the effective 
operation of the healthcare system and improves inter-
actions between patients and providers. When trust 
is present, patients are more likely to seek healthcare 
services, communicate their health needs and follow 
treatment plans.57 Studies highlighted a link between 
trust and motivation of HCWs.58 Highly motivated staff 
provide high-quality services, which in turn fosters inter-
personal trust between HCWs and the community.58 
Some interventions, such as pay-for-performance (P4P) 
intervention, that intended to boost HCW’s motivation 
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through financial rewards, showed limited success in 
Afghanistan because of implementation issues, such as 
payment delays and lack of recognition of the incentive 
by HCWs.59 Studies conducted in other contexts have 
confirmed that P4P mechanisms could be less effective in 
weak healthcare systems.60 61

The trust also stems from the presence of ‘bonding’ 
and ‘linking’ social capital between healthcare providers 
and service users.58 Many HCWs live in the communities 
they serve and share similar cultural and social identities 
with the patients, which contributes to the trust devel-
oped through repeated interactions. The review found 
that ANC uptake decreases when a CHW is assigned from 
a different community, reflecting the community’s low 
trust in the unfamiliar CHW. This finding aligns with 
evidence from other low- and middle-income settings, 
where trust in healthcare providers is closely tied to social 
proximity and shared community identity. Studies from 
sub-Saharan Africa and South Asia have shown that CHWs 
embedded within their own communities—who share 
language, culture and social networks with service users—
are more likely to be trusted and effective in promoting 
ANC uptake.62

The results also suggest that inadequate infrastructure 
and lack of an enabling environment, along with chronic 
stress caused by conflict, demotivated HCWs from 
providing respectful and appropriate ANC. In Afghan-
istan, physical violence and threats against HCWs are 
frequent in conflict zones but are underreported.63 Gilson 
argues that in contexts where political and economic 
crises are prolonged, HCWs often express unprofessional 
behaviours and practices reflecting low morale, which 
erodes trust between the community and the health 
system.35 57 Additionally, in such contexts, humanitarian 
assistance is sometimes used as a political tool, further 
eroding trust between the community and the healthcare 
system.64 A study conducted in 10 conflict-affected coun-
tries highlights that the motivation of HCWs and trust 
are key factors for effective healthcare delivery in conflict 
settings.64

Few studies have assessed the quality of ANC services, 
focusing instead on the number of ANC visits. The single 
benchmark of four ANC visits has diverted attention from 
the substantive content of ANC services. Interventions, 
such as Conditional Cash Transfer (CCT) and P4P, exacer-
bated this situation by incentivising four ANC visits as the 
only indicator of good ANC performance.27 29 However, 
it is the content of ANC services that leads to improved 
outcomes, not merely the number of visits. Similar 
quality−coverage gaps have been documented in many 
LMICs.65 Some have proposed alternative indicators that 
encompass both the quantity and quality of services.65 
The lack of attention to the quality of ANC services also 
deteriorated trust between the community and the health 
system. Hence, religious leaders trusted by the community 
have gained influence. Although religious leaders may 
enhance community trust in healthcare, over-reliance on 
them can risk reinforcing conservative norms that restrict 

women’s access to comprehensive reproductive services, 
particularly for contraception and other reproductive 
rights, deeply influencing the community’s attitudes and 
health-seeking behaviours.66

In Afghanistan, a considerable proportion of women 
receive ANC services from private clinics.12 However, no 
studies have evaluated the quality, content or effective-
ness of private sector ANC services. The lack of attention 
to the private sector was also documented elsewhere.41

This study highlights the need for sustained investment 
in women’s education and empowerment, with culturally 
sensitive community-based initiatives helping to increase 
women’s involvement in healthcare decisions and ANC 
uptake. These initiatives have proven effective in other 
settings. For instance, a cluster randomised controlled 
trial in southern Ethiopia found that community-led 
health education significantly raised the likelihood of at 
least one ANC visit and facility-based delivery.67 In line 
with the inherently social and relational nature of health 
systems, the findings also highlight the critical role of 
social elements—such as trust, interpersonal relation-
ships, cultural norms, power dynamics and beliefs—in 
shaping the effectiveness of ANC interventions. These 
elements are central to the development of responsive 
health policies and system reforms. Further research is 
needed to examine how these social dynamics influence 
the success or failure of ANC initiatives in Afghanistan 
contexts. Strengthening the capacity of local health 
researchers is also essential for addressing context-
specific challenges and knowledge gaps in maternal 
health. This review also emphasises the need to cultur-
ally adapt maternity care strategies through participa-
tory approaches involving local communities. Research 
is needed to identify the most effective ways of involving 
communities in maternal healthcare while respecting 
cultural values and safeguarding women’s health. Addi-
tionally, training, supporting and incentivising HCWs—
particularly CHWs—is crucial for improving ANC delivery 
and outcomes. Finally, engaging husbands in ANC can 
contribute to improved maternal health outcomes by 
fostering supportive environments and shared decision-
making. Additional research is necessary to understand 
how male involvement is shaped by cultural and social 
norms and design interventions that empower women 
while ensuring male engagement remains respectful of 
women’s autonomy. In addition, future studies should 
go beyond measuring the frequency of ANC visits and 
examine the quality of interactions and services provided 
during those visits.

The use of a theory-driven approach enabled this study 
to move beyond traditional effectiveness reviews by exam-
ining how and why ANC interventions work within the 
Afghan context. The methodological adaptability of the 
RRR demonstrated its relevance for use in fragile, data-
scarce settings. Additionally, the inclusion of a national 
EP enriched theory development and helped address 
gaps in the published literature. However, this study 
also has several limitations. Although expert input was 
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incorporated, the absence of direct engagement with 
community members—including women and frontline 
HCWs—may have limited the depth of contextual under-
standing. The review relied on available literature and 
expert opinion, which may have introduced selection 
and interpretation bias. Additionally, limited reporting 
of mechanisms in the included studies constrained the 
depth of realist theory development, suggesting the exis-
tence of hidden mechanisms. The broad review time-
frame (2000–2024) may have introduced inconsistencies 
because of changes in policy, governance and health 
system structures over time. Most of the included studies 
were observational or qualitative, with only a few evalu-
ating intervention outcomes, making it difficult to assess 
the effectiveness of specific ANC interventions. Further-
more, the exclusion of non-English publications may 
have limited the scope of the study. The findings are also 
highly context-dependent and may not be generalisable 
to other fragile or low-resource settings without further 
contextual analysis. Finally, the evolving political context 
in Afghanistan, including bureaucratic and restrictive 
governance under Taliban rule, limited the study’s ability 
to engage directly with current policymakers.

CONCLUSION
There is a critical need to invest in evaluation in Afghan-
istan. Further studies should systematically investi-
gate the pathways through which ANC interventions 
lead to outcomes and provide deeper insights into 
how programme design shapes these mechanisms and 
outcomes. Moreover, this review highlights a renewed 
emphasis on the quality and content of ANC services. 
Recognising the social nature of health systems, ANC 
interventions should consider ‘social’ elements of health 
systems, such as cultural norms, power dynamics, rela-
tionships, beliefs and trust, likely to generate perfor-
mance gains. Community involvement is essential for 
designing and implementing effective and sustainable 
ANC interventions.
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