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PART I. - SUMMARY AND RECOMMENDAT Th3

A. Grantee and Implementing Agency

The Grantee will be the Government of Afghanistan. The executing
agency for the Go.ernment will te the Ministry of Public Health (MOPH)
Within that Ministry, General Presidency of Health Services will be
responsibie for execution cf the Phase II project. Below the Kabul
level, the Regional Treaining Center cnd Basic Health Centers will
supervise project execution within their geographic areas of
responsibility.

3. The Grant

The financing proposed for Phase II is $12,984,000. Obligations
are proposed as follows:

FY 1978 FY 1979 FY 1980
$2,800,000 $5,389,000 $5,795,000

The allocation of provosed finarncing for Phase Il project is as
folinws:

Technical Assistiance $ 5,993,000
Participant Training 1,071,0C90
Project Commodities 1,372,000
Construction 3,417,C00
Contractor Support Costs 1,181,000
Project Local Costs 950.100

$13,984,000

C. Program Goal

Improved health status of the rural population.
D. The Project

The Phase II project will introduce 2 system for basic health care
delivery in the Girishk region of ATghanistan and strengthen MOPH
management systems. The basic health care system calls fo» ar intearated
three-tiered health delivery and technical/managerial suppart striciure.
Levels of care include:

- Village Systems. These systens will include 350 Village Health
Workers and 650 traditional mid-wives or Dais operating in the Girishx
reaion. They will provide some curative health services but with major



emphasis on preventive health care. Through short training programs,
the workers will acquire limited, tiough critical, medical skills.
They will refer patients with cerlain categories of symptoms to Basic
Health Centers for treatment.

- Basic Health Centers. This system will include 25 Centers in
the Girishk regicn staffed by a Coctor, male hurse, Auxiliary Nurse/
idwifte or cther fermale health worker, Sanitarian, Vaccinators,
associated technicians and clerks, and in some cases a non-phys*cien
manager.

- Provincial Hospitals. There are four provincial hespitals in the
Girishk region. They take referrals from the Basic Health Centers as
wiell as operate as BHCs themselves within their own geographic area.
This component will ke the subject of study during the Phase II project
and findings from that may lay the basis for a project amendment.

There are three levels of technical and managerial support:

- Basic Health Centers: the Centers are responsible for supervision
of villace-Tevel programs and care of referrals from that systean.

- Regional Training Centers: currently responsible for training
in the regions and supervision of Basic Health Center operaticas. It
is envisioned that these Centers will also beccme importani elements
in decentralized nanacement of the basic health delivery system.

- Ministry of Public Heelth: to support these heaith romplexes
and the Phece II test, as well as to lay the base for national replica-
tion of a basic health delivery system, the Phase II project will
erphasize the improvement and operation of required manscement and
operations support systems: training, personnel, planting, budgeting
and accounting, communications and supply and logistics.

E. Project Purpose

The Phase Il project purpose is to:

- initiate and sustain a health care system experiment in the
Girishk region directed at the major healtih problems of the region,
vinich will provide preventive, curative and referral services to a
majority of the ponulation, and which could censtitute a feasiblc 2nd
viable model for national replicetion.

- develop a managerent system within the MOPH capable of support-
N7 a regional basic health care delivery system and prepared tuv launch
a natioral delivery system.



F.  Other Donor Assistance

There are a number of other donors, both bilateral and muijti-
latericl, providing assistance to improve the health status of
Afghanistan's rural pcpulation. The Phase II project is essentially
a Government/USAID proposal, however. For a full discussion of other
donor assistance refer to the Mission's Health Cector Assessment.

G. Issues

There are four issues to be resolved prior to authorization of
the proposed Grant. A1l other issues relating to the Phase II project
have been integrated into the design.

- authority to negotiate 2 contract amendment with Management
Sciences for Health (Part IV, B.2);

- waiver of the Government 25 percent contribution (Part IV, B.2);

- incerporaticn of Phase I construction in Phase Il funding
(Part II, B.3,d); and

- waiver of usual scurce origin requirements for drug procuremnent
(Par* IV, B.5)

H.  Steatutory Criteria

The Phase II project meets all applicable statutory criteria.

I.  Summary of Findings

The technical design of the project is feasible. Cost estimates
are firm, and prices are rcasonable. Technizail, financial, social
and econonic analyses indica*e that the Phase Il project will meet its
objective and will benefit the rural population of Afghanistan.

J. Recommendation

Phase I! project authorization with approval of the following:
- negotiation of the technical assistance contract;
- viziver of the Government's 25% contribution; and

- incorporation of Phase I construction.



PART II  PROCcCT BACKGROUND AND DETAILED DESCRIPTION

A. Background Summary

1. Mission Experience

The Agency for International Dovelopment initiated a public
health program in Afghanistan in 1972. That first program was directed
at population control and family planning. It was premised on the
development of the Basic Health Certer {BHC) as a means of delivering
MCH as well as contraceptive and family planning services.

The Ministry of Public Health (MOPH) had recognized the
obvious necessity of women health workers to provide health and family
planning services and requested AID assistance at the Auxiliary Nurse/
Midwife (ANM) School in Kabul. With AID assistance, a new School is
now complete and occupied; the faculty is in place and will have com-
rleted training by early 1979; and graduates are being assigned to
positions in the BHCs.

In 1973, the AID program was expanded, and Management Scicnces
fcr Health (MSH) was contracted to provide management services to the
MCPH - again to strengthen the MCH/family planning services of the BHC
system. The MSH t=am also undertook basic analyses of the Ministry's
management systeins. Most of what we know today of the public health
system in Afghanistan is attricutable to their work. Their early work
at upgrading selected BHC operaiions resulted in an almost tnree-fold
increase in utilization of BHCs. And within that dramatic statistic,
it is interesting to note that utilization of the BHCs by women and
children reflected an almost four-Ffold increase.

Based on that early succesc, the MGPH requested AID to broaden
its support in public health to include construction of additional BHCs
and testing of alternative villadz health delivery systems. AID
responded to that request and authorizad a Phase I Basic Health Services
nroject in 1976 which included not only the construction and testing but
a continuaticn of management advice and support to the AlLM School. An
evaluation in October 1977 suggested a broader test of the managemcnt
system and vi:lage based delivery systems was warranted. A Health
Sector Assessment was completed in January 1978 and a Country Develop-
ment Strategy Statement (CLCSS) submiited in lMarch 1978. The Phase II
praject is derived from that experience, analysis and close collabec-
rative work done by MOPH and MSH personnel.



2. Mission Assessment

MOPH public health programs have not yet had a significant
impact on the majority of rural people. So far, coverage is inadeguate
and the organization and managerent of preventive programs is less than
desirable. These deficiencies must be remedied for universal quality
health care.

The current low level of ponulation coverage is the direct
consequence of Afghanistan's dispersed population and the low utiliza-
tion of existing programs by people with potential access. The latter
problem must be of particular concerw to the MOPH as it implies resources,
particularly scarce trained manpower, are not being used efficiently.

It is also significant that an increase in coverage could be achieved
at little additional cost. The dispersed nature of Afghanistan's
population poses additional problems. Since much of the population
lives in small isolated villages the numter of BHCs required to reach
the majority of the rural population is extremely large and many centers
would be below the minimum efficient size even if constructed. A Tow-
cost alternative is provided by the proposed village-level health
delivery systems.

As noted above, a large part of the failure of the BAC system
sters from the dispersed nature of the population and the inadequacy of
transportation facilities. In Afghanistan although some natients come
from over 10 km. &way, a survey of tive BHCs in Parwan proviiice indicated
that half of the patients came from between 2 and 6 kilemeters. For
practical purposes, the BHCs had "catchment areas" of only 5 kilometers
As a consequence, BHC utilization nas been limited - even assuming only
one visit per patient, with approximately 495,000 visits per year to
BHCs, less than 6 percent of the total settled rural pcpuiation visitad
a BHC in 1976. The average number of visits to each of the 114 BHCs
daily is less than 12. This represents serious uncderutilization of the
services. And if such utilization patterns persist, the cumpleted net-
wo.k of BHCs would receive less than 7 percent of the rural population.
A functioning village-hased referral system is essential. lManagement
and p:rofessional assistance is necessary to enable them to provide the
services they are intended but which, for lack of trained staff and
materials, they are unable to provide et present. Similarly. they must
make major efforts tc improve their preventive capacity and particularly
outreach beyond the catchment area.

If village-level programs are introduced and implemented,
basic health coverage could rise significantly in a relativeiy short
timeframe. As the number of villages is large and ccmprise so much of
the total population, village-level programs are clearly the only viabtle
means of providing widespread health services at low cost. For this



reason, they must expand at a much faster rate than currently envisioned

if all Afghans are to have access to health services in a reasonable

tine period. As noted in the Sector Assessment, however, a comprahensive
field test to evaluute the effectivenass of village programs is necessary
prior tc nationwide implementation.

Improving the quality of heaith care in a system undergoing
constant expansion with free provision of health services must inevitably
result in soaring costs. Unless the Government is willing to commit it-
self tc the substantial costs of totally free healtn services, free health
services will necessarily mean limited health services. The popula*tion
attacnes tremendous importance to health care, and, as surveys have shown,
spend large amounts on it. To deny people health services for which they
are willing to pay, in the name of providing free services, is inconsistent.
A fee-for-service system must be considered. There is every indication
that most Afghans would prefer a system under which they paid a modest
charge but received good treatment than inadequate service provided free.
For instance, drugs could be charged at cost to help purchase more drugs
and, indeed, to support village-level programs. It is crucial that
yevenue collected under these programs, particularly drugs, be returned
to the MOPH to allow the purchase of Tuture supplies or support of village
programs and not be swallowed up in general government revenues.

Hospital care is an important eiement of any modern pudlic health
care delivery system, but in Afghanistian it is cveremphasized in relation
to other health services. Hosnitals are primariiy suited to the curative
treatment of episodic illness, not the ongoing problems of m<lnutrition,
contaminated water and poor envirormental hygiene that face most Afghans.
Hospital services are concentrated in urban centers. This makes the
distribution of health services under a hospital-oriented system inequit-
able--1in Afghenistan approximately the came number of urban and rural
inhabitants have access to health services despite there being some six
times as many rural inhabitants. Urban services are undoubtediy ¢f higher
quality too, with their more-assured supplies of drugs and manpower.
Clearly there is a need to re-strucwire the system.

If public health in Afghanistan is to improve in the long-run,
the principal causes of poor health - environmental diseas2, malnutrition,
etc. will have to be eliminated. The focus of health care must srift from
curative urkan-oriented hospital cere to preventive measures undertaken
from viithin the village on a continuous basis. Reorienting the health
program towards preventive services entails expanding health education
programs. Implementation of rural health prugrams is critically depencent
upon successful expansion of villege-level programs. In conjunction with
the BHC staff, village workers must assume leadarship roles in health
education. They must visit homes and schnols Lo discuss the importance



of proper nutrition particularly for the young, and to explain the
vicious circle of poor environmertil sanitation, contaminated wate:
child-spicing and poor health.

The health preoblems of Afghanistan are serious but basic.
They call for a public health system that focuses on widespread adoption
of simple low-coct preventive health measures and, as the illnesses
arising from such conditions subside, increasingly devdtas itself to
problems that require genuine curative measures. The former Yegime took
the reverse approach vith the consecvance that heaith services are
inequitably distributed, largely inappropriate and inefficient. Only
recently has an alternative been forrulated which can now be tested as
¢ "system" to determine whether it constitutes a feasible and viable
model for replication.

3. Mission Strateagy

The pattern of illness leading to death in Afghanistan is
well recognized. It consists of diarrheal, communicable and respiratory
disease. Causes are equally known and rooted in ignorance. They are
manifested in poor nutrition, inadequate sanitation and uncontrolled
fertility. 7The situation is compoundad by the zbsence of effective health
services. The consequences fall primarily to the vulnerable, *he
isolated and the poor. In Afghanistan, these are dispropertiunately
women and children. This group must be the focus of any nublic heaith
program, althougn an attack on the fundamental causes of illress will
renefit all elements of society.

The services of the Ministry of Public Health #.e largely
inappropriate, inefficient, inequitacly available and of 1i:tle standing
with a majority of the population. The Ministry is urber centered and
curative oriented. Hith the important exception of the Yillage Health
Worker and lai programs, the Ministry has failed to take advantage of
the indigenous system which already exists at the village lavel.

While the indigenous system is a patchwork of nyth, tradition
and ancient Arab practice, and is characterized by generui ignorance of
modern medicine, it is in every village and is available equitably. It
jc alsn affordable, self-sustaining and enjoys the confidenca nf ihe
people. The CUSS took as a major objective tc reorient the naticnel
nealth system to meet the needs of its rural population &nd relate it
where Teasible to the indigenous system.

AID, in its Phase I project assisted the Government tc develop
a system centered in the village and focused on nutrition, sanitation.
imnzinization, health education and MCd/family planning services. The



Mission also assisted the Government to link its public health
systems to indigenous systems and to rely, at least partiallv, un the
public for its financing. The Mission believes the health systems in
Afghanistan could draw strangth from its dual aspect. Finally, we
have made it clear that AID would support a national or universal
system with broad coverage and not one catering by design or default
to seiect portions of the pnpulation.

Current programs in village service delivery suggests the
broad outlines of a strategy. Current efforts, while giving cause for
encouragement, however, are tuc 1imited in scope to give the answers
needed for design of a national program. An expanded effort is cailed
for to answer these questions and to develop capacity to support a
national program. The following three steps constitute a transitional
strategy:

field experimentation. While the overall health delivery
system of the country is exiremely weak, the directions

in which progress ic 1likely have been identified through
recent pilot tests. Focus has been on identifying
mechanisms independent of the Basic Health Center network,
and others which expand each Center's capabilities.

Initial results are encouraging, but the question remains
whether they are feasible and affordablie under normal field
cenditicns., What is required is to test whether, in a
specific area, it is possible to recruit and train workers,
supply and supervice them, and develop a functional referral
system so that a majority of the population hegins to
receive the benefits.

managerment systems deve,opment. Even the most appropriate
service delivery approaches will have little impact unless
they can be implemented effectiveiy by the Ministry of
Public Health. Tha range of management problems is well
understood, and initial efforts to resolve them have shown
possibility for improvement. Our aim is to focus mancgement
system support for servicas that impact on the fundamental
causes of morbiuity and mortaiity in the village. The
development required is &¥ such magnitude that a greatly
expaiided effort is required. The issue is purely a nractical
one: nct whether ideal operating efficiency will be actained,
but whether the critical censtraints can be relaxed to the
extent that acceptable Tevels of service delivery will be
achieved. During the fieid experimentation, USAID support
will help strengthen institutional capacity of the Ministry
of Putiic Health. This means improving: manpower planning/




training, logistics, financial planning and budgeting,
intormation systems, evaluation and prearam planning,
management training and personnel management.

The final component of the transitional strateqgy
recognizes that krowing what to do (i.e., field
experimentation) and how to do it {i.¢., management
systems development) are of 1ittle benefit without the
necessary resources. Field experimentation will con-
tribute in two ways. First, carefully collected and
analyzed data can provide information on resource
requirerents for national implementation. Second, it
can demonstrute whether or not financing through fees
for drugs is feasible. If the Phase II project is
successful, with GOA support AID could support a
sector grant as early as 1232 that address the funda-
mental public health needs of a majority of the
population and offers the pirospect of nationwide
implementation of an appropriate delivery system.

B. Detailed Descripiion

1. Basic Healuh Servicas in Afghanictan

Bzfore moving to a description of the nroposed Phase Ii project,
it is important to understand the health system model on wnich the
project is based. The term "oystem" implies that the various parts of
the model work together to provide a package of health services. Although
each part has identifiable functions and may appear to operate relatively
independently of the other parts, the system is not complete without all
parts, ard underdevelopment of cna part affects the efficiency and
effectiverness of all other parts.

The basic health care delivery model proposed for Afghanistan
is baced on MOPH thinking and testing over the past four years. It also
reflects the work and recommendetions of Management Sciences for Health
(MSH). The model constitutes dictinct and defined levels of care,
distinct and defined levels of technical and/or managerial support and,
of course, appropricte linkages beiveen both levels and systems. The
complete model includes five levels of care and three levels of technical
and/or managerial support:



Levels of Care Levels of Technical/Managerial Support

Villaye-level health
delivery

District-level Basic District-level Basic Health Centers
Health Centers

Provincial-level

Hospitals
Regional-level Regional-level Training Centers
Specialty Hospitals
Kabul Comprehensive Ministry of Public Health Central
Hospitals Ministry operations - Kabul

The Phase II project will fecus on a basic health care delivery
system which includes the first three levels of care and the three levels
of technical and/or managerial support. Responsibility for provincial
hospitals is not within the purview of the Basic Health Services Presidency
of the Ministry of Public Health and will be the subject of separate
analysis during Phase II. Nevertheless that first level of hospital care
i3 considered an integral part of any basic health care delivery system
and is reflected in the project concept.

2. The Basic Healtl Service System

The following section is in summary form. More deotailad
descriptions and analyses can be found in a variety of Mission, Ministry
and MSH documents. These documen®s are specifically cited where relevant
for incerporation in this Project Paper and later evaluation. They are
available in Mission records and in the files of NE/TECH.

a. Village-level Health Delivery

See "A proposed Village Health Worker Program", March 23,
1977 by Dr. Rafiq Miazad, Director of Primary Health Care Development,
Minis%ry of Public Health. Putlished in cooperation with the Management
Team, Managenent Sciences for Health.

AR village-based deliverv system is the key to serving the
riral population. The MOPH realizes that the current network of hospitals
and GHCs is inadequate for providing the nation's 14 million rural
inhabitants scattered in some 20.000 villages with basic health care.



The Ministry's plan is to provide Village Health Workers and to train
tradit.onal midwives, Dais, so that 75 percent of the rural population
has reasonable access to the village-level system. The plan is similar
to the "barefoot doctor" schemes of other countries. Rural people
currently receive health care from indigencus healers or travel Tong
distances to health centers, private doctors or hospitals. In essence.
they are outside the public health system.

The Village Health Worker (VHW) and the Dai are trained
to offer basic packages of care to their felleow viiilagers.l/ They share
certain skills, but carry out complementary activities within tha villace.
For personal health services, the VHW is meant to serve adult men, older
boys, and younger children when asked, as well as providing drugs for all
villagers. Under the plan, volunteers, chosen by a Village Committee
and screened for suitability by the MOPH would undergo intensive training
by teams from the Regional Training Centers. They would be instructed
in fundamental hygiene and nutrition, diagnosis and treatment of simple
illnesses and health educatior techniques. Specifically, the VHi is
trained to recoanize and treat common gastrointestinal and respiratory
illnesses, eye and skin diseases, anemia and malnutriticn. His community
activities will include advice on environmental health probiems such as
water, waste disposal, cleanliress of the home and personal hygiene.
The VHW is taught to prescribe selected oral drugs, and he derives his
income from the sale of these diugs which he buys prepackaged at the BHC.
The VHW will be attachad to tii2 nearest RHC. froem which they wiil draw
supplies and to which they witi refer more serious cases.

The Dai offers personal health services to women anrd young
chilcren. Her training sezks co improve her midwifery skills so that she
can conduct a normal delivery safely. She is taught to recognize high
risk pregnancies and refar ihese to the BHC or provincial hospitlal. She
is trained in preventive/educative care for pregnancy, labor, delivery
and post-birth periods. 7The Daji is also taught to recognize common
health problems of children and is able to differentiate tke normal child
from the mildly sick and sericusly sick. The community activities of the
Dai invelve counselling of women on all of their health problems includ-
ing family planning. She dciives her income from delivering babies, and
in some cases, from her chilud care services.

Villace-level health services ave iimited to conmon problems
of thc village family. The quality is less than woula be given by a BHC
worker. The care is simple but extremely important, as the village-based
workers are the key personal link to the villaye family. As fellow
villagers, they can be effective lLzalth educators of village prople.

1/ See Technical Analysic for issues rclat.d to the village-worker system.



Indeed the success of the villege-level system is largely contingent
upon th. degree to which 1t can be integrated into the mainstrear of
everyday Afghan village Tife and the village social structure. The
VHY and Dai are recruited and proximally supervised by a Village
Conmittee. Technical supervision is from the Busic Health Center. It
is planned that one BHC worker, prebably the sanitarian, will be the
official 1ink between the viilage and BHC system.. Initial training
and continuing education activities will be the responsibility of the
Regional Training Center.

It is important to nnte that the village-based delivery
system, (albeit semi-controlled snd supervised), is a private one in
which people pay for services rendered. The Government of Afghanistan
will provide the training, supervision and logistic support. Experi-
ments at Home Visiting or formuiity Based Distribution for family
planning materials would place tne Dai in a quasi-public status which
would be at least partially state supported.

b. District-level Basic FHealth Centers

See "Basic Heaith Center System, Plan of Operations”,
August 1975. Published by the Basic health Services Presidency,
Ministry of Public Health. See also "Basic Health Centers Manual",
Feoruary 1978, Pubiished by the Ministry of Public Health in coopera-
tion with the Management Team, lManagement Sciences for Health. See also
"Training Strategies for the Basic Health Center Component uf Rural
Health Services", April 1975. ?PUblished by the Management Team, Manage-
ment Sciences for Health.

In the proposed basic health services system, the BHC
is the cornerstone on which ville¢2-based programs are built. The BHC
is a multi-purpose hecalth institution, providing both preventive and
curative services. It will also be the management unit for a geographic
area which will include about 15 VHWs and 25 trained Dais in surrounding
villages. These villages may extand more than 40 kiloreters from the BHC.
This entire geographic area becores the "managereni area" of the BHC.
"1 viliage-based workers in the wariagement area will receive supervision
and logistic support from the BHC. Trained workers from the BHC will
oroviae these managerent and technical support services.

The BHC offers facility-based curative services to
those within a 1C kilometer radivs - its "catciment area". It is also
the refercal uriu for 1ts managerent area. Trained curative care workers
at the BHC will include a physician, a male nurse and a trained female
worker (auxiliary nurse midwife or other trained female). It will offer
a package of curetive care services and education for the patients about
their illnesses. Treacment services will include nutrition rehabilitation,



oral rehydration, minor surgery, obstetrical services and provision
of basic drugs and c~ntraceptive comrodities., More serious cases
are referred to the provincial hospital.

In addition to the professional medical personnel
noted above, the BHC staff includes a sanitarian and two vaccinators.
As the community activities become better defined, other new categories
of workers may be needed. The entire BHC staff will recularly offer
facility-based pr-ventive health education and family planning services.
Feople coming to the BHC receive such preventive/educative services as
well-child care, immunizations, maternity care, tuberculosis testing
a&nd malaria testing. Community health topics will be taught for the
surrounding community. A1l BHC workers will be involved in these
activities and will te trained in how to move effectively health
education programs for village people.

The BHC plans to offer outreach services within its
catchment area. The area will expand over time as financial resources
increase and delivery mechanisms are identified and tested. Planned
outreach services include, as a minimum, the following: vaccination
ang immunization of children against smallpox, tuberculosis, diphtheria,
vhooping cough, and tetanus; inspections of public eating and sleeping
facilities; school health education programs, and community health
education programs. This minimum program will be implemented by the
BHC sanitarian, vaccinators and temale health worker.

The BHC also has technical support furciions in the
proposed basic health services system. It will continue to have 1imited
routine laboratory services for anemias, parasites, urinery problems,
malaria, tuberculosis and other common conditiens. A vastly expanded
funciicn of the BHC will be provision of technical suppsi-i for health
education/cormunications activities. The sanitarian, or cther BHC
workers, will be trained for this role and will provide technical advice
to other BHC workers and to village-based workers on the use of health
education materials and organization of group meetings.

The BHC also has management support functions in the
proposed basic health services system. The manager of the BHC will be
responsible for all health related activities in his manaaenent area.

His work will incluce planning, implementing and evaluating all facility-
based and outreach preventive and educative programs of tne BHC and
supervising all Home VYisiting and Community Based Delivery system workers.
His sanitarien will supervise the activities of villace-level workars.

The marager's job will also include menitoring and reporting on work
guality and work loads of his staff and villege-workers. He will schedule
all programmatic activities, direct the ordering of drugs and health
commodities, maintain financial accountability and plan personnel need<.



Finally, he will monitor and report on disease conditions in his
management area.

Various international health research studies have
found that the physician, the traditional clinic manager, is neither
interested nor skilied in managerial tasks. Experience provides
little reason tc Lelieve Afghanistan is different. In the Phase II
project, cxperimental trials of using non-physician managers will be
implemented and evaluated.

It must be mentiored that managercnt control of the
village-based system is not complete, since the VHY and Dai are not
government employees. The VH{ could get drugs from other sources. The
bai has been practicing in the villages for centuries. The MOPH will
attempt to exert management control through supervision from the BHC
and through continuing education from the Regional Training Center.
Consideration should be given to licensing of these workers, although
trials are not anticipated in the Phase II project.

¢. Provincial-level Hospitals

See "Hospital Programme - 7 Year Plan: Project/
Programme Document", January 1977. Published by the Planning Uepartment,
Ministry of Public Health.

The first tevel of hospital care for a mejority of the
nopulation is provided at the provincial hospitals. The provincial
lospitals provide more sophisticated and specialized services than the
BHC. It is the principal referrail point for patients that cannot be
adequately served by the BHC. It is an essential element of any beasic
health services system. The reccmmended staffing pattern would include
a general surgeon, an obstetrician/gvnecologist (femaie if possible), a
pediatrician, general family doctors, nurses and auxiliary nurses. At
boettom, the hospital must have an adequate general surgizel capacity.
The polyclinic of the hospital i¢ staffed much like the Baszic Health
Center, and its functions are similar to the facility-based services of
a BHC., The provincial hospital should have the appropricte staff to
provide an outreach program, similar to that providoed by a BHC in its
catchment area. It should also provide technical and manacerial support
to villege-based workers situated in villages around the previncial
capital as would a CHC. Technical support functions include laboratory
and X-ray services, in addition to the technical support functions also
provided by BHCs. The laboratory will offer more special.zed services
than the BHC can offer.

Management support functions are not clearly defined.
Currently the provincial hospitals are responsible for the management



support of all BHCs in a province. The Provincial Health Of7icer (PHO)
has esponsibility for checking BHC ¢arsonnel attendance, investigation
of complaints, overseeing BHC submission of reports, liaison with the
Provincial Governor and other Goverrment offices and technical supervi-
sion of the health activities of the BHC. In fact, that ‘atter responsi-
bility has been exercised by the Basic Health S=rvices Presidency of the
MOPH. It is intended to test placement of supervisory resqynsibi]ity
with the Regional Training Center in the Phase II project.l

While the provincial hospital system is within the
frameviork of the Phase II project, a design is not yet compiete. Ir
the first project year, an examination of organization and management of
the provincial hospitals will be undertaken, and a Phase II project
amendment may be recommended subsequently.

d. Regional-level Training Centers

See "Preliminary Proposal for Pegional Training
Centers, Ministry of Public Health", June 1975; and "Proposal for Girishk
Regional Training/Health Center", March 1977. Published hy The Manage-
ment Team, Management Sciences for Health.

The Regional Tiaining Center (RTC) is a relatively
new concept within the Basic Health Services system. The first Center
is complete and functioning ir Girishk. Five cther Centers are planned.
At thc moment, the Center is charged with initial recruitrent and train-
ing of village-level health workers, continuing education for village-
Tevel vorkers, pre-assignmant training for BHC personnel, continuing
educaticn and supervision ¢t BHC personnel and specialized training in
public health education for BHC sanitarians and vaccinators. To that
ena, both mobile and fixed iraining tears are assigned to the Centers and
are responsible for training and continuing education functions.

It is contemplated that the Center will also take on
management support functions current’y assigned to the provincial
hospitals but currently exercised by the Basic Health Services Presidercy
of the MOFH. In this regard, ithe Regional Training Center in Girishk will
assume responsibility for the crganization, manarement, supervisior and
supply of the village-level hzalth delivery and wistrict-levei Basic
Health Center systems within its jurisdiction. That component of
responsibility will be tested during the Phase I! nroject. Two additional
elements proposed for the Centers are not inciuded within the test:
health program planning and disecse surveillence. Those two assignments
will be tested later if initial cperations prove successful. Most RTCs
will alco have an associated BHC facility and in some cases small Fospital.

1/ This issue is discussed in the lechnical Analysis Section below.



e. Ministry of Public Health - Kahul

See, inter-alia, "Management Support for Rural and
Family Health Services", March 1975. Published by the Management
Team, Management Sciences for Health.

The Basic Health Services Presidency is the principal
focus of the MOPH rural health effort. In examining the management of
Basic Health Services in Afghanistan, a first look at the system of
civil adminisiration is necessary. The system is based on the procedures
and regulations prescribed in the MNational Civil Service Law. A1l nivil
servants, whether in the central ministry or in nrovincial operations
operate within identical systems of recruitment, grading and remuneration.
Many of the problems of morale, salary and effectiveness relate.to under-
developed personnel practices. The present system does nct rrovide a
framework for efficient management. Time and expertise has already been
devoted to these matters with improvements in the situation during Phase I.
National implementation, however, requires further improvement. This does
not mean a radical change in Government policies and procedures, but it
does mean that selected key managerial systemrs mist be strengthened and
routinized. Examples are cited below.

The system of perscnnel management has evolved with
very little attention to the objectives of basic health administration.
Recruitment, transfers, promolions and trainino to a large extent are not
based on merit. However, no evaluaticn system based on merit is available
for decision makers.

Another hasic gap in the system is the inadequate
classification of positions or definition of functions. In the absence
of a classification system, there is no information available a: to the
nature and responsibility of the various positions or of the qualifica-
tions required. The positions of Ministry personnel and contract employees
are identified only by their organizatinnal unit or departuent and the
ranks attributed to them. Consecuently, assignments of officials are often
made arbitrarily without any consultation with either the employee or his
supervisor. Moreover, managers frequently have ill-defined ideas about
staffing levels and patterns. Another problem is that the purpose or
function of the various organizatioral units themselves has not bren
adequately defined and consequently *he structure of the organization is
not sufficiently related tc the functions to be performed. A very important
weakness that is clearly related to the absence of definition is iha lack of
responsibility for performance. Because fur-tions are not clearly defined
and organizational responsibilicy for their performance is not cleariy
assigned, individual officials are not held responsible for accomplishment
or faiiure in specific work areas.
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Complicated and cumbersome decision making procedures
have 12d to significant bottlenecks “n public administration. The lack
of deiegation of authority or resporsibility means that even the most
minor decisions and petty administrative details must come before the
top levels of manacement. One effect of this excessive concentration
of decision-making in the hands of a few selected senior ¢fficials is
to discourage irnitiative. Another effect is tu over-buraen the top
levels of the MOPH with work. Every administrator at the upper level is
faced with Targe numbers of documents requiring his signature. Most
documents are signed repeatedly by many officials rosulting in lengthy
delays in accomplishing the simplest act. This is again a vav of aveid-
ing individual responsibility, while at the same time, Timiting the
effective use of the decision-making capabilities of the junior staff at
the Ministry.

A second major category of management deficiency is pro-
curement and supply. Although an elementary materials management system
does exist, procedures are so complicated that they create serious btottle-
necks in the managerent of basic nealth programs and projects. The supply
management system including procurement, warehousing, issuing of property
records, etc. is based upon the fear of loss through theft or misuse. The
system for drugs is a typical example.

The more heavily utilized BHCs find their annual share
of drugs insufficient for more than s ix months operations; in some case
more than 70 percent of ali patients must be referred to pharmacies. Of
course, if pharmacies are convenient this presents little problem, except
costs, but in most cases thiey are not. Unfortunately the prescriptions
are cften inappropriate and dosages, therefore, ineffective. Under these
circumstances, many of those who are i11 do not bother visiting BHCs.
Proposals have been made to rationalize the drug distribution s;stem; they
must be implemented. The first step involves reorganizing the warehouse,
logistics and information system to ensure adequate supplies of drugs when
and where they are needed. A second equally important aspect involves
rationalizing the drug stocks themselves. Surveys conducted a* BHCs have
indicated that the 10 most common diagnoses accounted for 57 percent of all
diagnoses and the 25 most coimon accuunted for 85 percent. The standard
drug issue contains 81 items, some of which are outdated and others little
used. A revised list of 40 drugs has been found capable of treating 20-95
percent of all patients who visit BHCs. A fuil complement of staff and
adequate drugs tripled 8HC visits to over 26,000 per year in the Parwan
pilot project. If the utilization can be increased in other BHCs to the
same extent, the envisioned 793 5rnC network cculd reach 3.9 million or
about 29 percent of the rural pcpulation by 1982/83. With the progrem
reaching this number of people, it MOPH w.shes to keep drug costs down
and still be able to provide adequate service to all patients, there will



have to be at least a small change for drugs unless the BHS receives
vastly increased budgets.

The performance of health sector management in Afghanistan
is not simply related to the improvement of the personnel sysiem or
materials management regulations ard procedures. Improvement in informa-
tion systems is 3 .so a prerequisite for better management of the sector.
The state of financial management for example, is such that the opportuni-
ties for mprovement appear to be limitless. As resource limitations
become increasingly critical these ¥inancial and budget procedures will
become still mnre important. lore effort has to be focused on the various
components of the financial system, i.e., accounting, budgeting and
revenue collection. The MOPH's ability to manage a basic health service
system is closely related to a significant improvement in the ability to
account for and report income and expenditure, and to budget its scarce
resources. Similarly, improvements in the collection and utilization of
health status statistics is absolutely necessary.

3. Logical Framework Narrative

a. Program Goal

Wcmen and children bear~ a disproportionate share of the
health problems in Afghanistan. The Mission Health Sector Analysis points
out that 60 percent of the deaths in Afghanistan occur ir tiue 20 perzant
of the population that is uncer five years of age. VYet it 1¢ this same
aroup that has been systematically excluded from public health services.
Moreover, they live predominantly in rural areas, where the previous
Government has been unable to provide even minimal levels of health care.
This group must be the focus of any public health program, and it is one of
our hypotheses that improvements in their health status will reflect
improvements in the health status of the population at large. It is not
expected that health services to thc adult male population will be
adversely affected by this project, but, in fact, will similarly improve.

The prcgram goal, outlined in the Missicn CUSS, is improved
health status of the rural population. This can be accunplished by
achieving a favorable change in the natural course of disease through
prevepcion, early detection and treatment. Measuring chanccs in the
course of disease in a population is difficult because most of tne
changes do not have a rapid aggregate impact and because it is difficult
to attribute favorable changes to the health program itself (4.e., health
status changes are also sensitive to changes in income amcng cther tnings)
Proxy indicators must be selected to reflect the impact of heaith care
programs, although they cannot be expected to change significantly by the
end of the Phase II project. The measures of goal achievement are out-
~ Tlined at Part II, B.4. below.



A Baseline Survey will be funded as part of the Phase II
project. The initial survey wili te conducted during the first sig
months ¢f the prouject and will be repeated in 1981. It will measure
goal achievement in terms of the indicators included herein as wel) as
more general indicators of the health status of the population at large.
Although the funding is not included as a part of the Phase II project,
it is recommended that the Survey be repeated again in 1985. If the
Mission mcves forward with a Health Sector Grant, funding could be
included as part of that later project.

The key assumption is that the Government of Afghanistan
adopts and supports a national healt's care system in accord with the
early statements of the new Minister of Health.

b. Project Purpose

Our hypothesis is that a well-functioning basic health
care delivery system is a sufficient condition to the improvement in
health status of the rural population. From that hypothesis we have
defined two purposes for the project:

-~ to initiate and sustair a basic health care system in
a region directed at tne major health problems ¢f the
region, which will provide preventive, curative and
referral services to a majority of the rural oopulation,
and which coula constitute a feasible and viable model
for national replication.

- to develop a management system within the MOPH capable
of supporting a regional basic health care celivery
system and then subsequently launching a nacional basic
health care delivery system.

i) Girishk Experiment

It is the purpose of the Phase II project to test the
propesed basic health care system in a region. During tie rhase I
project, elements of the proposed system were tested but not within a
systems context. During Phase II, an integrated basic healih care
systam experiment will be initiated in the Girishk region of Afghanistan
a region covering almost 25 percent of the land area of the country and
including alrost 15 percent of its copulation. It inclucdes the provinces
of Nimroz, Farah, Helirand and Kandahar. The reaion alreauy has a funct-
joning Regicnal Training Center, and 25 BHCs will be complete within a
year. There are also four provincial hospitals operating within the
region. In that sense the infrastructure is essentially ccmplete.
Girishk includes Helmand Province where substantial survey work has



already been completed during AID's 20-year invoivement in the Valley.
That data will be invaluable to ih2 gdaseline Survey.

The Girishk Experiment component of the project purpuse
consists of three elements: a functioning basic health care system,
one which is directed at major health problems and one which is directed
at the majority o7 the rural population. Each of these elements is
discussed below.

A Functioning Basic Hec1th Care System. The regional
program is in the nature of a test; i.e., whether, in Girishk, it is
possible to recruit and train workers, supply and supervise them and
then develop a functional referral system so that a majority of the
population begins to receive the benefits. The experiment will focus
cn the three basic levels of care and two levels of technical/maragerial
support.

- With regard to village-level health delivery, the Phase II
project will test whether:

- sufficient village health workers can be recruited and trained;
- dai skills can be upgraded;

- village health workers and dais can previde a relevant and
effective service;

- a BHC worker can effectively supervise village health workers;

- continuing education programs for village health workers can
be organized and reqularly scheduled;

- referrals from the village to BHC will constitute an
effective Tink in a basic health service crain; and

- a village-based delivery system can be initiated and
sustained on a regional basis.

With readard to district-level Basic Health Centers, the
Phase IT project will test whether:

- the BHC can provide effective curative care to those within
its catchment area and to those referred frum its mznagye-
ment area;

- = the BHC can support Home Visiting and Community Based Distri-
bution programs within its catchment ares;

- referrals from the BHC to provincial hospital will constitute
an effective 1ink in a basic health service chain;



- the BHC can recruit and effectively supervise and suppoii
village hcalth workevs

- the BHC can support an effective facility based preventive
program within its catchment area and find ways to extend
that area;

- the BHC can initiate and sustain community based preventive
programs within its managemant area;

- non-physician managers are an effective management alternative
for BHC operations;

- the BHC can maintain information and logistic systems; and
- the BHC can be maintained and supported on a regional basis.

While agreed that the provincial hospitals are an assential
ingredient to basic health services, the Phase I project did not address
their organization cr management. This was partly attributable to the
fact that provincial hospitals are not part of the Basic Health Services
Presidency of the MOPH. It is proposed, during Phase II, to undertake in the
first project year a short-term evamination of the provincial hospitals
organization and management and to formulate an appropriate test and
assistance package in Girishk by amendment during Year I uf the proposed
Prase II project.

With regard to the Regioral Training Centers, the Phase II project
will test whether:

- the RTC can train village-level health workerc;

- the RTC can mount and sustain a program of retraining and
continuing education for village-level health workers:

- the RTC can establish a regularly scheduled pronram of pre-
assignment training for BHC personnel;

- the RTC can mount and sustain a supervisory/continuing educaticn
program for BHC operations and personnel;

- the RTC can maintain acdministrative control over BHC operations
and supply of equipment and cormodities for the BHCs; and

- the RTC can develop logistiz and information systems and con-
stitute an effective link with Central Ministry cperaticns.



The measurement of demand for basic health services, or
inclusion of a target for basic he.'th service system usuage, has Leen
intentionally excluded. Within the described system, there are factors
which will tend to btoth increase and decrease demand, and to premise
project success cr targeted derand in such circumstances is not warranted.
Further, it is the fundamental objective of any health project to derrease
curative demand, and there are no measures of preventive demand. The
measures ot goal achievement will indicate whether one is or is not having
an impact on health status.

P System Directed 2t Major Health Problems. The Health
Sector Assessment cutlined the major nealth problems of the rural pop-
ulation of Afghanistan and showed that they fall disproportionately to
women and children. The Phase II project will include several new
elements directed specifically at the target group.

The first element will be the establishment of MCH/
Nutrition and Oral Pehydration Clinics in all BHCs in Girishk. This is
the key element in facility-based prevention. If successiul, AID would
consider a major project directed to MCH/family planning training as out-
Tined in the recent CDSS.

During the amended proiect pericd, extensive testiing of a
Home Visiting Program (HVP) will also occur. The HVP is direcred at
training of villace wamen who conduct pariodic hore visits within the
BHC catchment avea. Most of the workers will te recruited from the more
capable, but non-literate, gracduates of the Dai Easic Training Course.
Village girls who are sixth o eighth grade graduates are aiso another
sourca for recruitment in scme areas. Using forms designed for non-
literate workers, the home visitors will check families fo, cases of
diarrhea, chronic cough (suggestive of tuberculosis), eve inflammation
(suggestive of trachoma), malnutrition in children and hich risk pregnancy.
They will also record information on contraceptive status, births and
deaths. They will refer abnormal cases to the BHC. Working with the BHC
saritarian as supervisor, the home visitors will then follcw-ur abnormal
cases on specific scnedules every two weeks for malnourisned children,
every month for tuberculosis, every two months fer trachuia, ctc., at
which time they will do further surveillance and health education.
Appropriate BHC workers may also be used for follew-up of prablem families,
The wolewsal (district officer) should also be involved where conminity
health is threatened. This program is experimental. Results will be
carefully follcwed because early detection of hich risk cases by viilace-
based viorkers is, along with immunizaticn and safe water, the test known
approach to reducing child and raternal mortality and morbidicy. The use
of villagers themselves in case detection, follow-up and educational
processes maximizes the chances for behavioral change to occur by invelv-
ing the village in solving its own health problems.



During the amended project period, extensive testing of
a Community Based Distribution Proaram (CBD) will also occur. CBD is
also based on trained village women who conduct home visits. The
difference between this and the reqular Dai and HVP is that in this
instance the village-level worker will also carry commodities, particularly
contraceptives. The experiment is important hecause the Government has
yet to allow women to carry or dispense eitiier cortraceptive commodities
or even simple items like vitaminz. The experirert will also facilitate
field testing of acceptors and continuous users. In this sense, it is
"an important research comporent to fimily planning in Afghanistan. If
succassful, expanded efforts at the low-cost delivery of contraceptives
and selected health supplies would be tried in the follow-on Sector Grant.

A System Directed at the Majority. A major element of the
test, of course, is whether the propcsec tasic health care syster can be
made available to a majority of the rural populaticn. While costs are a
major issue and financing modes need to be carefully examined, the
experimert will focus on establishing Village Health Workers and Dais in
villages constituting 75 percent ot the rural population of the region.
If successful, and if the system can be operationally sustained, AID
would address the more fundarentai national issue of financial viability
in the proposed Sector Grant.

The System as a Model. The experimert in Girisnk will only
have meaning beyond its divect Lenefits to the rural popvlarvion of that
region to the extent it can constitute a feasible and viable medel for
natienal replicaticn. The description of the system shoveld not be con-
strued as a definitive one. 3ince the evidence that we now nave is based
on scattered and non-systematic experirents, the \!nrk and Evaluation Plans
will make provisicn for periodic review and revision where warranted. The
Phase 1I project contempletes baseline surveys in 1979, 1381 and 198z, It
also carries firancing for independent evaluaticn, not of contractor
performance, but of the health system riodel. The Evaluation Team wouid he
separate from the Management Team but wouid work with them on establishing
baseline parameters and the project workplan to bte submitted fur £ID and
MOPH approval within threc menths of contractor mobilization.

ii) Central Ministry Systems Develcrment

Any basic health care systen requires ctreng management
support “rom the center to 1ink the variocus levels cof health care together
into a total system. Integrated planning, policy cuidance, rcculations,
finance, personnel, materia. resources, trainirg, supervision and intorma-
tion processing are all essential ingredients for a health care delivery
system. Management problems which inhibit the delivery of health delivery
services were identified in the Health Sector Assessrment.



The Girishk Experiment will provide data on the oper-tions
of the proposed tasic health c:re calivery system at the three primary
levels of health care, including deta on the managerial and techni-al
systems that support and Tink the three levels. Hewever, tor nationwide
implementation of the proposed basic health care celivery system, the
national irfrastructure on which it vi11 be based and depencent must be
strengthened. This infrastructure is composed, primarily, cf two separate,
but overlapning systems: the national systens of EHCs and provincial
hospitals together with the technical and manzcerial furcticns provided
by the Presidercies of Easic Health Services ant Curative !ecicine; and
the Ministry ot Public Health management supnort functions which are pro-
vided primarily by the Presidercies of Administration, and Planning and
Caordination.

Basic Health Service Systems. The Management unit for
MOPH basic heaith service operaticns 1s its Basic Health Service
Presidency. This unit marages the village-level health delivery, Basic
Health Center and Regional Training Center systews. It is not responsible
for hospitals or the support functions of the I'UPH. Hospitals are the
responsibility of Curative ledicine, and support falls prirarily to the
Presidency of Administratica.

There are two operationel levels within the Basic Health
Services Presidency: program and administration. Progran vesponsihilities
include plarning, training erd supervision for recioral opciations. At
this point, their wajor preoccupatiun is with curriculum cevelopment and
the scheduling of training teams. Curricula rnust be deccicred for all
training programs. While there have been initial experiment: with village-
level programs and supervision for the BHCs, 1ittle or nc wark has been
conpleted in the areas of continuing education at either +the villeaue
district leve! cor in the area of public health. voth will te emphasized
during the Phase II project.

While the proposed basiz health care system will be tested
in Girishk, it is obvious that central Ministry systems carnot pe geared
to tho cneraticns of a single region. York will centinu~ in other provinces,
and the schedule for opening three additional Pegional Tesiing Centers will
be maintained. Cxperience in other parts of the country will constitute
an important referral or verificetion point for test resulis in Girishk.
To that extent it fits within the purposes cf the Phase II project and will
be supnorted. The time devoted to this work will be cefined in the initial
contractor workplan. The level of support for workx outsice Givishk *s
discussed in the Inputs section belcw and acain in the Technical Analysis
section of the Project Paper. While the MOPH may also seeh to test
additicnal alternate health delivery systems during the Phase 11 project
period, it is not a purpose of the AIC financed :roject and Tunuing for
such additional testing is not made available hereunder.



Administrative responsibilities of the Basic Health
Services Presidency -re paralleled vy central Ministry systems and
are detined principally by logistic and information systems. Project
acsistance at the central Ministry level will seek to strengthen anu routinize
those management systems as well as relate them to the responsibilities
and operaticons of the Basic Health Services Presidency. Again the test will
be in the delivery of basic health services in the regions. For purposes
of this praject, the Girishk experiment will be determinative. For purposes
of national replication, it will be recessary that central Ministry systens
have demonstrated a capacity for launching a national besic health care
system. The contractor's workplan and project evaluation plan should take
this measure into account in defining performance targets.

Logistic Systems. The MOPH, with assistance provided under
tiie Phase 1 Project, is presently designing a coordinated legistizs system
which embraces the Ministry's principal logistic services including purchas-
ing, storace and transportation. The key element of this system is informa-
tion management which will assure that all pertinent cata is channeled to
a central Togistics office. A series of schedules for procuring, storing
and delivering various types of medical suppiies is also being ceveloped.
Another Phase I project activity to be continued into Phase II is the
revision ¢f the Marehouse Manual. Tr is anticipated that resulting improve-
ments at the warehouse will substantially decrease the average time from
initial requisition of supplies to their final delivery at BKCs and provincial
hospitels. These are the fundarmental elements of this co—ponent of ihe
Phase II project. They will be embodied in the MOPH logistics marual now
under preparation and will be tested as a fundamertal sunport system for
national replication of a basic health care system.

The scope of the ccordinated Togistics system i1l bte directed
to provision of medical and contraceptive supplies for tie Presidencieos of
Basic Health Services and Curative Medicine. These prasidencies deliver
most ot Afghanistan's health services through a network of 121 BHCs and
45 hospitals. Between them they acccmt for €0 percent of the Ministry's
regular budget of foreign purchases.

A major factor in underutilizetion of existiny BHCs, and
probably alsc of provincial hospitals, is stortages of drugs and supplies.
Recent experience has shown that when this constraint is rewoved, BHC
utiliza*ion increzses by a factor of two or three. Significant lrogistic
issues include the procurement of drugs, particularly generics to realize
the substantial budgetary saving possible, and inrovations such as in unit-
of-treatrent packacing, a critical component for locel finencing of drug
purchases. Lack of adequate supply and resupply of druus and supplies zt
BHCs ard provincial hospitals not only decreases user confidence, but
aestroys staff morale through their inability to carry out the treatmcrts



in which they have been trained. One objective measure of this Phase II
projest purpose is to increase the purcentage of drugs on the standard
drug list that are on-hand at BHCs and provincial hospi*als.

Drug Packaging and Distribution. The Health Sector Assess-
ment identifies finance as perhaps the major rroblem for rational elatora-
tion of health programs in Afghanistan. However, it is pointed out that
only small increases are even potentially available from Government scurces.
For_example, in 1977 and in 1978, while Ministry of Public Yealth budget
increazes were over 12 percent annually, general Government revenues
increased at less than 10 percent.

This situation requires that additionai sources of financial
resources be identified. A recent analysis of individual expenditure on
health care estimated, based on village surveys in threc praovinces, that
perhaps as much as Afs. 2 billion (compared to a to*tal FOPH budyet of
1 billion) is being spent in the private health sector annually. These
expenditures include fees to traditional healers, transpoitation to BHCs
and drug costs, with drugs consuming 37 percent of the private expenditure.
Drugs are sold primarily through private pharmacies, although there cre a
few government pharmacies. This suggests that one source of additional
revenue for health might be thiough the sale of drugs in the village,
Basic Health Centers and at provincial hospitals. The system currently
provides Afs. 40 to 50 million (31 miilion) worth of drugs and tontra-
ceptives to patients free of cost each year. 0ther means of generating
revenue, such as fee-for-service or a health insurance program, are-not
currently feasibie althoush it would ge our invent to pursue the issue
with the Covernment throughout the Phase II project period.

One consequenca of the shortage of drugs is that doctors
and other heaith personne! prescribe less than the recommended conrse
of treatment, so that they can "{reat" more patient.. In many cases.
these reduced prescriptions result in 1ittle or no therapeutic efiect
from the drugs and a consecuant wasting of the limited supply available.
It is partly for this reason tha’ tldis Phase II project will test "course
nf treatment" packaging. In addition, this type of packaging will make
acceunting and inventory much simpler.

Another factor supportving the desirability and feasibility
of the plan is the fact that the Govarnment has its own pharmaceutical
importer and factory for generic drugs, the Avicina Pharmaceutical
Institute (API). F£PI is semi-autonomous institution that obtains its
operational revenue from drug sales. it has responsibility for approving
the import of all drugs and licersing of private pharmecies. A major aim
of the Goverrment is to introduce cest savings to both itself and the
public through a planned shift to the use of generic drugs, instead of
brand-name drugs.



Manpower Planning. There is a need for better manpuiwer
forecasting, job arnlysis and trae:.ing program planning within the MCPH.
MSH preaicts a surplus of doctors, an extreme shortage of nursing
nersonnel and sanitarians and various other mismatches between supply
and manpower demand. The problem of vacant posts is documented in the
Health Sector Ascessment. Current training programs are inappropriately
related to the joo functions of BHC workers. Better job descriptions
are needed followed by curricula based on well-identified training
objectives. These deficiencies must be remedied in preparation for
‘nationwide implementation of a basic health services delivery system.
The Phase II project will provide technical assistance for the develop-
ment of manpower forecasting in the MOPH. Based on the forecast, a
detailed manpcower and training plan will be produced.

Inforraticn Systems. Most managerial processes in the
MOPH (e.g. logistics, personnel and finance) ‘oday operate in a vacuum
of information. Particularly lacking is central data on field status.
Naticnai implementation of a basic health care system, and the Girishk
Experiment itself, demand a reliable flow of relevant information, which
should be developed on the basis of a systematic, integrated analysis.
An impertant aspect of all programs being supported under this Phase II
project is the development of practical and appropriate information
systems. There is not a single comprehensive infermation system, tut
numcrous sub-systems that must be developed for particuiar clanninag,
management and evaluation purposes. For example, there s need for an
improved recording and reporting system for health service statistics,
aarpower anc personnei projections and financial data c¢nzivsis. Emphasis
will be on practical management information systems which will provide
MOPH managers with timely data required for decision-makina. Information
systems which merely collect data for some potentially useful, but
unspecified, purpose will be avoided.

The problem of vacant posts has been alludad to in the
previous section of this Project Paper. One objective of the Phase Il
project is to fill vacant technical and managerial posts with traired
personnel, but the MCPY has 1ittle capabiiity to assess its persornel
rescurces and requirements. Its personnel record system ceniains a great
deal of infermation, but is almost impossible to use for maragement
decisions. In addition, the records are frequently out of date. It is
essential that this system be improved. During the Mhase II project, the
existing personnel record system will be analyzed for the feasibility
of implementing alternative systems, including both electronic data
processing and manual systems. After the MOPH decides arong the alternatives,
assistance will be prcvided in system design, initial assemnbling of data,
training of necessary personnel and early operation.



Attention will also be given to producing a system which
will provide data useful for person:el inanagerent functions (transters,
promotions, etc.) and manpower planning. The advisors and consultants
will also help in designing and installing a personnel supervisory
system for trial implerentation in the Girishk Eegion, related to the
Ministiy's initiatives in developing-a system of incentives and rewards.

Budgeting and financial managerent are largely centralized
functions of the I'OPH, operating under genera] GO& regulations. Even
within these guide1ines, a certain amount of flexibility exists and
inprovemn=ants can be mace. The MOPH realizes the importance of accurate
and timely cost data and regular finaacial analysis of its programs.
Some things can be achieved at an experimentai level, but permanent
improvement will occur only as the budgetary and financial maragement
s/stem is improved.

First pricrity will be aiven to projecting resource require-
ments for operation of a sustained national basic health delivery system,
analysis of firancial resource requirverents and aiternative sources for
maintaining such a system. Second priority will be given to establishing
an expenditure accounting, reporting and analysis system in Basic Health
Centers and hLospitals. ‘Uork has already started on this systiem and a
“Central Financial Analysis Office" hes been established by the MOPH in
the Cepartment of Administration. Tre MOPH has plans to a:dd an accountant
to the personvn] roster of each Recional Trainina Center, Project assistince
will be provided in develening job descriptions and in training staff end
cierks located in the Fegional Training Centers. Techrnical assistance will
be offered to the Central Financial Analysis Office in developing schedules
and procedures fcr cost recording, reporting end data analysis. The main
objective is to cevelop realistic budgets based on sound firancial data
including unit cost data from the Girishk Experiment th-t can be used in
planning raticnal replication.

Manacement Training. The need for continuing management
development as well as the problem of staff turnover sugges®, the requirement
for reqular training te FCPH acministrative pers onnel. Yhile the emphasis
in the discussion above h?: been on systems in the sense of 1cols for manageria
use, Ministry staff itself must be equipped to use these systems effectively.
To this end, a czpacity for wanagerant training will be dev-ioped within
the MGPH. Access to such training could form part of the reward for per-
formance progress, with this trainirg, in turn, becoming a part of the
promotion process. The management training requirad is of three types:

- job orientaticn for all personnel vith regard to
government and MOPH policies, regulations and precedures.

- task training relating to the specific adm1n1strat1ve
tasks of the personnel' job descriptions.



- administrative skill training for top and mid-level
personnel, to introduce management technigues of
general applicability to a variety of responsibilities.

Under the MOPH's Seven Year National Health Plan, a
management training unit was proposed. With AID support under the
Phase [ project, the MOPH has already designated two persnons to be sent
to the U.S. to be trained as management trainers. The Phase II project
will provide further assistance to the MOPH in establishina an in-service
trainirg program including the three types of training listed above.

c. Qutputs
See Part II, B. 4. below.

d. Inputs

What follows is a brief narrative discussion of the ciasses
of proposed project inputs. All inputs are quantified in both the
Logical Framework IFatrix and in the Financial Analysis belcow.

Technical Assistance

The Phase II project will include financing for 17 long-
term advisors to the Ministy of Public Health. Three will be assigned
to Girishk and will live either there or Lashkar Gah. Tney include:

Girishk Field Onerations

Management Advisor

The Managerant Advisor will be assigned to the Regional
Training Center in Girishk. His counternart will be the Director of
the Reaional Training Centcr. He will be responsible not only for advising
on field ovperations in the reqgion, but also on the management systems of
the RTC, BHCs and village-tevel health delivery systems. For this he will
be able to rely on the Managyemaent Team in Kabul, but it is his responsibility
to advise on the design, test and then institutionalizatlirn of management
systems for health delivery in the region.

Public Health Training Advisor

The Training Advisor wiii alsc be assigned to the Regional
Training Center. His counterparts will be the Chiefs of the several Mobile
Training Teams operating from the Center. He will be responsible for
advising on the training of 211 village-level wnrkers, BHC porsonnel and
the Training Teams at the RTC. For this, he will rely on the Curriculum
and PUblic Health Advisors in Kabul, but it is his responsibility to



advise on the planning, scheduling and implementing of all health
training programs in the region. This member of the Team must have a
medical degree.

Survey Analyst

The Survey Analyst will alsc be assignea to the Regional
Training Center in Girishk. His counterpart will be the Chief
Statistician in the administrative section of the YTC. M= will be
respon:ible for completing the survey derirn, out]ining the survey
techniqup collecting and analyzing baselin: da a and &ssisting the
RTC in the collection cf hea.yu cLatus fLﬂt'L.l c. He will ziso work
closely with all field coerations personnel and the Evaluatinn Team to
supplement their work with the necessary data collecticn and analysis.
He will be &able to call cn skort-term consuitants for advice as well as
the Evaluation Team; but it is his responsihility tn design, implement
and analyze the baseline survey for Girishk.

Ministry of Public Health Operations

Health Systeins Flanner

The Health Systess Plannar will be assigned to the Ministry
of Public Health and will ke cuunterparted to the General Presizent of
Health Services. He will also be counterpsricd to the Evaluation Team.

He is responsible for plannine, procream cnv“]u;nent, operaticns | inanagerent
and evaluation of btasic health ccre deiivery systems. He wiil &lso be
responsible for integrating the various operafional cenporients of the
propused system.

Basic H2aith Services Management Advisor

The Management Advisor will be assigned to the Miniztry of
PUblic Health in Kabul, His counterpart will be the Presi-dent of Basic
Health Services. He will be resronsible for advising en planring, program
development and evaluaticn of btasic health cere delivery programs. In this
recard, it would be helptuy i7 he had a medicel degree. He will also be
responsibie for manacement as*istanfe in terms of Basic Health Service
cperatiors. For this, he mav call upon the cntire Manacement Tean, but it
will be his responsikility to estauvlish scimdules, operations and support
systems for rural delivery prograis with his counterpart within the
Presidency.

Curriculum Advisor

The Curriculum Advisor will be assigned to the Basic Health
Services Presidency in the M(UPH. +i5 ccounterpart wili be the Training
Directcr, BHS/MOPH. He will be responsibie for training curricula for
village-level and ElC personnel anu operations. He will aisc assist in



the dcvelopment of the RTC Manual for Trainers. In this regard, he will
work c!osely with the Training Advisor in Girishi. and Public Heaith
Advisor in Kabul, but it will be his responsibility to design, test and
finalize the curricula outlired in the outputs section of the Logical
Framework Matrix.

Public Health Education and Communications Advisor

The Public Health Education Advisor will be assigned the
Basic Health Services Presidency. His counterpart will be the Director
of Training. The first assignuent will be to examine all ongoirg health
education program. of the BHC. The Advisor will specifically advise on
the "Outreach" programs of the BHC and the relationship between those
programs and villege-based operations. In this regard, the Advisor will
assist in defining both a public health and supervisory role for the BHC
sanitarian. In addition, the Advisor will explore alternative media
approaches to public health education for testing in Girishk.

General Management Cperations Advisor

The Management Advisor will be assigned to the Ministry of
Public KHealth in Yabul. His counterpart will be the President of Adminis-
tration. He will te responsible for the work of the Management Training,
Logistics and Information Systems Advisors. He will be specifically
responsiole for advising on all maniagement systems related to the support
of Basic Health Services.

Management Training Advisor

The Management Training Advisor will be assigned to the
Ministry of Public Health, Administi;ation Presidency. His counterpart
is tc be determined. He will be respoasitle for the cesign of a lManage-
ment Training Unit. He will develop training plans and curricula and
will advise on the tcaching program.

Logistics Systems Advisor

The Systems Ndvisor will ke assigned to the Central Ware-
house and Sunply Nffice of the MOPE in Kabul. His responsibilities
incluce design and implementation advice for practical modifications of
the existing legistics system for rural health suppiy; development of
operaticns manuais for warehousing and supply; assistance to the HOPH
drug facility on distribution; and consultation with the President, Basic
Health Services, on the support of regional operations.



Information Systems Advisor

The Systems Advisor will be assigned to the Ministry of
Public Health in Kabul - specifically the Personnel and Financial
Analysis Offices c¢f Administration. He will be specifically responsible
for analysis and irmprovement in the personnel record systems, IMCPH
expenditure accouting and analysis systems, and health service statistics
collection and analysis.

Consultancies

Six categories of short-term censultancies are proposed
for the Phase II project. They are dascribed briefly below. They are
subject to revision upon submission of the detailed workplan.

Planning and Evaluation

Thirty-six man-months of assistance are contemplated. A
senior Health Sector Planner will be recruited with responsibility for
evaluating the viability and feasibility of the Girishk Experiment for
national replication. He will also assess the capacity of central
ministry management systems to launch a national program. It is estimated
that the Planner will spend three months each year in Afghanistan. It will
be his responsibility to devise an evaluetion plan of ths Girishlk Experinent.
At the end of the project period, he will make recemrendations on int basis
of which a Sector fGrant will ce considered. The Health Sectsr Planner
chould not bz from the Management Team and may be selectwd from AID-funded
central contracts. Otherwise, solicitations will be scught and the costs
financed hereunder. The Health Sector Pianner will be cvailable to work
on both the workplan and Baseline Survey design. In additicn to his nine
man- months, twenty-seven man-months of associated consuitiancies are
provided.

Provincial Hospital Survey

Five man-months of assistence are conterplated. The Survey
will address the role of Provincial Hospitals in a Basic iiealth Care
system and make reccrrendations for organization, management, staffing,
training, supply aend cperations. Cn thz besis of reccmrendations, USAID
will consider amending the Phase II project to include pilot work 2t the
four Provincial Hospitals in the Girishk Region.

Girishk Experiment
Thirty-two man-months of consultancies are conternlated.

Snecialities included are public health, management systems., AHDS
evaluation, survey design, etc.



Basic Health Services

Sixteen man-months of cunsultancies are provided.
Speciaiities included are training ard curriculum, public health
education, etc.

Manpower Planning

Twenty -four man-months of consulting assistance are
contemplated. 7The planning will be under the auspices of the
Planning Board of the Planniny Pepariment within the MOPH., It will
be used to assist in the develcpment of a manpower reauirements
analysis, manpower development strategy and training recommendations.
Perhaps the most important component of those recomsiendations will be
the assessment of current training prograus across the Ministry and
reconmencations for improvement consistent with manpover projections.

FOPH Administration

Fourteen man-rmonths of consultancies are conterplated
They may include financial analysis, health statistics collection
and specifically.planned that long-term technical assistance advisors
leaving before the end ot the Phase II project {e.q. logistic and
information systons advisors) he brought back to Afghanistan for
evaluation ard To'lovw-up assistance in the third year.

Prug Revenue lManagement

Twelve man-months of consultancy help are contemplated.
The consultancies will be used to assist establish logistic and account-
ing systems for drug supply and resupply, revenue generation and
allocation and cercral program operaticns. Assistance in machine operation
and maintenance will be provided in the equipment contract.

Community Based Distribution

This pilot effort caiis for six man-months of consultant
services over the life of the project.

Participants

The participant program will bte defined in the workplan.
Since the bulk of trainirg will teke place in country either "on-tne-
Jjob" within the HMinistry or in specific training programs. Lona-term
regional training outside Afghanistan is not deemed necessary. There
will be no long-cern U.S. degree training funded under the Phase II
project. lo the extent such training requiremenis are identified during
the course of the project, they will be considered for funding during
the Sector Grant in FY 1982, Postponing cf long-term degiee training



will enable U.S. funded technical assistance advisors to work over the
life o the precject with their counterparts. It will also facilitate
more careful assessment of real training requirements and suitable
candidutes,

The Project budget does contemplate short-term skill
training in the United States and third-countiy observation training
for regional workers. Again, the specifics of those programs will be
outiined in the worknlan.

Commocities

There are two categories of project commodities included
under Phase II: contract and Iinistry suppert. The first includes
office furniture and vehizles for the Management Team.

The second category has severa: components:

- seven vehicles to support Mobile Training Teams in
Girishk and at the other Regicnal Training Centers
to be opened during Phase II;

- almost $750,000 for the import of drugs to capitalize
a drug revolving fund. The drugs would be sold and
prezeedas utilized Eoth to replace stocks and to support
viliege-based pregrems. The revolving fund is an
impertant first step at testing "fee-tor-service" in
Afghanistan; and

- almost $150,000 for drug packaging equipment to establish
the domestic drug wmanufacturing facility which will sustain
the drug program. Funds will be included in the equipment
contract for installation and training.

Other Costs

The major element kere are the local support costs for
the Girichk Experiment., 1t is prowosed to fund the total costs of the
Home Visiting and Community Based Distributicn experiments. Commodity
costs for contraceptive supplies ($100,000) will be centrally funded. It
is also proposed that AID fund the per diem costs for &1l traininrg and
supervisory programs during the Phase II period in Girishk, as well as
continuing per ¢iem support for trainers in BHC continuing education and
supervisory progirams in the rest of the country. These are basically in
the nature of research and design expenses and as such are appropriate for



financing. These costs will be at existing GOA rates and will have
to b2 included in the Government bud.2t should we decide later to
proceed with a sector grant.

Funds to complete the constructicn of 50 BHCs and equip
three RTCs as committed under the Phase I project. The suoervisory
costs for construction will ge included (e.q. construction supervisor
per diems) as well as a commodity bonus element for unlicensed contractors.
Construction is not an integral part of the Phase Tl project but was
authorized under Phase I. Strict implementation ccnditions are included
in Part IV Implementation Procedures.

4. Logical Framewcrk

There follows an expanded project design summery:

Program Goal

Improved health status of the rural population.

Measures of Goal Achievement

Baseline  Follow-up Target
1985

1. Mortality
Age-specific age group
(0-4 age groupi - 25% decrease

2. Morbidity
Malnutrition
(1-5 age groun)
Immunization
(1-5 age group)

50% decrecse

50% immunized

3. Fertilit
Continuing Users

25% continuing

4. Knowledce & Health
Practices To be determined in desigr of
the Buaseline Survey.

Means of Verification

Baseline survey in 1975 repeated in 1981 and again in 1985.

Important Assumptions

That the Governuent of Afgharistan adopts and supports a
national health care system in accord with its stated aims.



Project Purpose

1. Initiate and sustain a basic health care system in a region
directed at the major health problems of the region; wiich
provides preventive, curative and referral services to a
majority of the rural pcpulation, and which could constitute
a feasible and viable model for national replication.

2. Develepment of a management system within MOPH capabie of
supporting a regional heaith care system and then subsequently
launching a national health care system.

End of Project Status

1. Regional Basic Health Care System

A. Basic health care system functicning in the Girishk Region

hi.
A2.
A3.

A4,

A5,

R6.

A7.
AS.

A9.

S0% of VHWs resupplying drug needs
75% of VHWs and Dais making referrals tc PHCs

Sanitarians actively providing health education within a
10 km. radius of BHCs

Sanitarians or othar BHC workers actively supervising 90%
of VHWs and Dais

50% of MOPH installed or supervised water sucplies remain
sources of clean water

25 operational BHCs, as evidenced by:

90% drug 1ist available

90% recommerded equipment available ard operational

fully staffed and trained in use of BHC menual

financial and health service statistics submitted to
RTC on a timely basis

A11 BHCs actively referring clients to Previncial Hospita's

Two RTC training/supervisory teams visiting BHC at lcast
quarterly

Regularly scheduled pre-assignment training for all BHC
workers by RTC
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A10. Two RTC training teams operating on scheduled basis for
initial training, retraining and replacement ireining of
VHWs and Dais.

A11. Fully stiaffed RTC Administrative Section receiving and
transmitting on a timely basis:

drug inventories, fees and data

]

health, family planning service statistics

financial data

personnel data
Health care system directed at major health problems
B1. See Al, A2., A3., and A4. above.

B2. Heme Visiting Program experiment operating in catchment
area of 5 bHCs.

B3. Community Besed Cistribution experiment operating in
catchment area of 5 BHCs.

B4. NMCH clinic operating in a1l 25 3HCs.
B5. Oral Rehydration room operating in all 25 EHCs.

B6. Health Education Program associated with MCH and WFP at
all distribution points.

Health care system directod at a majority of the population.

Cl. VHWs and Dais accessible to 75% of the rural population
of the region.

Management Systems

MGPH Basic Health Services Presidency operating effectively as
evidenced by 1A, B and C above, and 2B, C and D below.

Al. Evaluation team will identify additional operating criteria
to be used as means of verification.

MOPH lcgistics system operating effectively as evidenced by:
B1. Drug and contraceptive supply assured to BHC as evidenced by

receipt of 10C% of vequests and 20% drug list availability
ir all BHCs.



B2. Supply svstems rationalized as evidenced by receint of
100% of requests and 90% recommerded equipment 1ist
available in all BHCs.

C. MOPH information systems operating as evidenced by:

Cl1. Personnel records rationalized as evidenced by records
being utilized for planning, assignments, training and
pronntions.

C2. Financial/accounting systems rationalized as evidenced by
receipt/utilization information programming, planring and
budgeting.

C3. Health service statistics rationalized as evidenced by

: compilation and utilization in programming, planning
and budgeting.

D. MOPH manpower plan is being utiiized for staffing and training
of a national heaith system.

E. Information is generated to determine whether a feasible and
viable basic health service model exists for national replica-
tion as evidenced by:

El. GOA analyzing end considering Girishk Experiment and
managerment systems in terms of their technical feasibility
and financial viability.

Means of Verification

1 and 2-2A.
Regularly scheduled field and record checks and independent
evaluation throughout.

2B - D.
Independent evaluation throughout.

2E. Baseline Survey and indevendent evatuation

Important Assumptions

1.

That the Government of Afghanistan is committed {o a national
health care policy.



Non-health factors (e.g. low income, traditicn, etc.) are not
such as to frustrate improv.ments in health status arising
from a national health care system.

That a national health care system directed to the health
problems of wemen and children will, in fact, alvo be
indicative of the health status of the entire population.

Thet Afghan women will utilize the services of a national
heaith care system.



Qutputs
1.

“o.

Training capacity

1.1

1.2

Cur»iculum, training plans and manuals
completed for:
a - VHW/Dai (centinuing education)

b

- BHC pre-assignnent

¢ - sanitation supervision

d - BHC (continuing education)

e - BHC public health education

f - RTC training of trainers manual
g - MOPH Management Training Unit
h - Logistic system manuals

i - Information system manuals

MOPH Management Training Unit
established

Trained health manpower

2.1

2.2

2.3

2.4

2.5

VHls/Dais recruited and t+-ained in
Girishk

Non-physician manayers trained and
assigned in Girishx

A11 staff of 25 BHCs in Girishk given
pre-assianment training

Regularly scheduled continuing education
for all BHC employees in Girishk

Training staff of Girichk RTC training
completed

Regularly scheduled continuing education
for VHWs/Dais in Girishk

Magnitude

N/A

N/A

350 VAW

650 Daj (estimated)
12

250 BHC Workers

400 BHC Workers

35 RTC Workers

1000 village-Tlevel
workers



2.7 Central ministry staff trained

Management Systems

3.1
3.2

Drug packaging operation established

Revolving fund for drug purchases
established for Girishk region

90% recommended equipment and
supplies in place in all BHCs ana
RTC in Girishk

Manpower analysis, projections and
training recommendations completed

Survey of Provincial Hospitals
completed

Home Visiting Program experiment
initiated in 5 BHCs in Girishk

Community Based Diztribution experiment
initiated in & BLCs in Girishk

MCH clinics estahlished in all 25 BHCs
in Girishk

Nutrition/oral rehydration roons
established in all 25 B:Cs in Girishk

Baseline survay (1879) and follow-up
(1981) compliete in Girishk

Work and Evaluatior Plans completed and
approved

Final Report, including detailed
recommendations for rceplication of
national heaith care syvstem cumpleted
and submitted for Government
consideration

Physical Infrastructure

4.1
4.2

Nine BHC completed in Girishk

Forty-one B!!C completed pursuant to
Phase I PP..

Magnitude
0JT

N/A

$750,000

N/A
N/ A
N/A
N/A
N/A
N/ A
N/A
N/A

N/A

N/A

N/A

N/A



Means of Verification

Internal project data, project manager certification, field
and record checks, field sur'ieys and independent evaluation.

Important Assumptions

1
]

(32

That Girishk is not atypical and that results of the
experiment will constitute a relevant test of the
feasibility and viability of a naticnal systen.

That health personnel can be recruited and will stay
in place.

That incentives will be sufficient to retain VHWs and
Dais ir the system.

That physicians in the BHC will allow authority tu be
delegated away to non-physician managers.

That the Government of Afghanistan is nct prepared to
consider "fee for service" at this time.



Inputs

1.

Years (IY)

Technical Assistance

A.

Advisors (M/M)

Managerent Advisor G

P.H. Training Advisor G
Survey Analyst G

Health Systems Planner

BHS Management Advisor
Curriculum Advisor

P.H. Education Advisor
Managerent Operations Advisor
Managerent Training Advisor
Logistics S Advisor
Information S Advisor

Costs ($000)
Consultants (M/1)

Planning and Evaluation
Provincial Hospital Survey
Girishk

Basic Health Services
Manpower Planninrn

MOPH Administraticn

Drug Revenue figt.,
Community B. Dist.

Costs ($000)
Local Contract Staff (M/M)

AHDS Advisor G

Survey Team Supervisayr

AHDS Advisor, MOPH
Managerent Training Advisor
Sr. Data Anmalyst

Costs (%000)

1 2 3
12 12 12
12 12 12
12 12 12
12 12 12
12 12 12
12 12 12
12 12 12
12 12 12
0 12 6
12 12 -
12 12 -

12 132 102
1.323 1.165 .945
12 12 12

5 - -
14 N 7
4 6 6

6 12 6

5 5 4

6 6 -
- 3 3
52 55 38

5€2 .623 ..420
12 12 12
12 12 12
60 60 60
12 12 12

2 12 12
108 108 108
.077 .081 .085



Years (FY) ] 2 3
D. Home Office Expense
Costs ($000) .228 .,202 .2%0
2. Participairl Training (M/M)
U.S. Training 77 153 13%
Third Country Training 60 49 29
137 292 169
Costs ($000) .237 .437 .397
3. Project Commodities Costs ($000)
Vehicles (3G/4 Kabul) .074 - -
Pharmaceuticals A7% 0 .275 -
Heme Visiting Program Supplies .059 .081 .098
Other:
Warehouse & Packaging Equipment .143 - -
Drug Caiinets (375) .053 - -
Cffice Equipment .014 - -
Injection/First Aid Kits 012 - -
Bicycles (350) .033 - -
Calculaters/Typewriters 013 - -
votorcycles (25) .018 - -
Clip Beoks and Posters .G23
Costs ($000) 917 .35 .098
4, Construction (Number)
Girishk Basic Health Center 9 - -
Other Basic Kealth Centers 20 21 -
Construction Supervisor N/A  N/A -
Construction Equipment N/A - -
Drug Storage 1 - -

Costs ($000) 871 1.1€7 1.385



Years (FY)
5. Contractor Support Costs

Vehicles (5)

Equipment and Supplies
Support Staff

Other Advisor - per diems)

Costs($000)
6. Project Local Costs
Training Support - Girishk
Training Support - Fational

CBD - Girishk
Other

Costs ($000)

Means of Verification

freject records and audit tracking.

Important Assumptions

Appropriate numbers of personnel can be recruited.

1 2 3

31 24 -
134 072 062
141 147 154
150 142 124
.456 .38L .340
.067 .073 .08&7
.044 042 .041
107 110 .133
70 79 98
.288 .304 .359
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PROJ ECT DESIGN SUMMARY
LCGICAL FRAREWORK

Project Title & Number: ___BASIC HEAITH SFRVICES  PHASE II:  _306-0144_ __

Life of Prorect:
From FY __73
Totol U. S. Funding
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NARR/. 'IVE SUMMARY

OBJECTIVELY VERIFIABLE INDICATORS

MEANS OF VERIFICATION

iIMPORTANT ASSUMPTIONS

Program or Sector Goal: The broader objective to
which this project contributes:

Improved health status of the rural
population

Megsures of Goal Achievement:

1. Mortality
2. Morbidity
3. Fertility
4. Knewledge and Health Practices

Baseline Survey in 1979 repeated again
in 1981 and again in 1985.

Assumptions for achieving goa! targets:

That the Government of Afghanistan adopts
and supports a national health care
system in accord with its stated aims.

Project Purpose:

1. Iniifate and sustain a basic health
care system in a region.

2. Develop a management system capable
of launching a national health care

Conditions that will indicate purpose hos been

ochieved: End of project stotus,

1. Pegional Basic dealth Care system
in Girishk.

2. Management systems operating
within the MOFH.

Regularly scheduled field and record
checks and indepen.ent 2valuation
throughout.

Assumptions for achieving purpose:

1. That the Government of Afghanistan
ic committed to a national health
care policy.

2. Non-health fac:ors arz: not such as

system. to frustrate improvements in health
status arising vrom a national
health care cystem.
Outputs: Magnitude of Outpute:

1. Training capacity
2. Trained health manpower
3. Management systems
4, Physical infrastructure

See expanded outputs following.

Internal project data, project manager
certification, field and record checks,

ficid surveys and independent evaluation.

Assumptions for ochlrvlng o iputs:

That Giriskk is not atypical.

That personnel can be recruited.
That incerntives cxist for ViWs and
Dais

4  That non-physician managers can
operate.

That "fee-for-service” is not yet
possible.

G2\ =
Py

(%]
.

Inputs: .

1. Technical assistance
2. Participants

3. Commodities

4. Other Costs

Implementation Target (Type and Quentity)

See Part IIl D of Project Paper
follrwing.

Project records and audit tracaing

Assumptions for providirg inputs:

Appropriate numbers of personnel can
be recruited.



PART III - PROJECT FEASIBILITY ANALYs<S

A. Technical Analysis

Afghanistan has one of the most difficult health situations in
the world. The situation calls for a system of simple low-cost
preventive health measures. The previous regime had taken the complex
high-cost curative health approach with the cnrnsequence thet health
services are inequitably distributed, larcely inappropropriate and
inefficient. However, there is nowan awareress of this arc an
impressive beginning has been made through introduction of a basic
health care delivery system. It is the purpose of this section to
assess the feasibility cf that prcposal. The Mission Heaith Sector
Assessment, lMarch 1878, is fundamental to the assessment and should
be read in association with this section.

1. The Strateqgy

The Phase Il project is desigred to test the Government's
proposed basic health services strategy and to strengthen manaaament
systems to facilitate its natiocnel replication should it prove feasible
and vieble. The project, then 15 a feasibility test and wiil be used
to support a Sector Grant for national replication in FY 1982.

The Phase II project will test the strateay by supporting
regional curative and preventive services through a three-tiered system
that can greatly increase the accessibility, cutreach and quality of
rural health care at reasonable cost. Health status is a functicn of
many variables. Providing curative services alone will not significantly
alter morbidity and mortaiiLy patterns. Because the Phase II project
emphasizes preventive care with maximum outreach, a major public health
impact can be achieved on maternal mortality, fertility, prenatal and
infant mortality and the children under five. On this basis, together
with the suprort and apparert coroitiaent of Government, the proposed
basic healtnh services strateqy can be viewed as prima facie feasible
and & justifiable means of imuroving the health status of Afghanistan's
rural poort.

c. The Village-level Health Delivery System

Evidence from a wide variely of countries in both the
developed and develeping wor:id has estanlish2d that the use of para-
medicals or physicien extenders is an effective means of providing
good quality health care. The exrerience of Medex, physician's
assistants, and nurse practiticners in the Unived States indicates
that these viorkers can significantly increase the productivity of
the physician and thus reduce the cost per unit of service. The
dramatic achievements of the Chinese "barefoot doctors" is



evidence of the effectiveness of deploying large cadres of health
workars within a well defined operat.ng system. Many countries
throughout the developing world have used non-physician health
providers with considerable success. In the Afghan contaxt, workers
have achieved good social acceptance when logistically suoported.
When experimental programs failed, it was larcely because of
inadequate planning and preparaticns or because of administrative and
financial problems which have been addressed in the Phase II project
design.

Issues include:

a. Community Framework

Lack of success with village-level paramedical: can most
frequently be traced to inadequate preparation of the worker, the health
services system and/or the community for this new approach to health
care. the Phase II project will assure clearcut job descriptions,
scheduled training, continuing education and active supervision from the
BHC. Careful attenticn will be given to imparting to each village-level
vorker ethical concern for his or her assignment and for public health.
Village Cormittees wili be organized to recruit, select, monitor and
controi drug prices. An active communication strategy is also planned
to orient community residents ana leaders to the functions of the village-
Tevel workers. It is cur premise that theze efforts will ensure greater
community suprort.

b. Treinirg

Quality care i5 an issue raised over and over again in
assessing village-level programs. vosht of the problems that Viilage
Health Horkers and Cais will face can be treated without extensive
knowledge of body systers and specific disease processes. Training
these village-level worker:z to deal witn health problems rather than
disease precesses is therefere arorcoriate. Competency based training
materials developed to date emphasize the development of skills and
kncwledge to meet basic Tevels of performance that can easily be standard-
ized for nationa1 replication.

c. Recruitment and Ceployment

Lack of effective recruitment and deployrment systems is
a common cause of program failure. This prchiem is particularly complex
in Afghanistan because of the noed to have female workeis for viliage
women and children, and is compoinded by the restrictions on the role
of women. This will rerain a problem until tiie overall role or women
in the socio-cultural setting in Afghanistan changes. Evidence of



change has been noted in increased applications for female family
plannirg posicicns, in the Mission's recent anthropologic enquiry
and the stated intentions of the new Government.

d. Pemuneraticn

The proposed village-level system is premised upon
community suppori. Although the past Government was unwilling to test
"fee..for-service", and the now Government's early proncuncements suggest
a similar position, tiiere may be a willingness to introduce and tect a
payment for drugs scheme. The Village Healtk Worlker proposal is premised on
generating income for the worker from the sale of drugs at Covernment
established prices. Prices would be controlled by the Village Committzes.
The Dai, of course, alreaay receives a fee for her service, but Home
Visiting and Conmunity Based Distribution must find alternative revenue
sources. Sales of drugs at the BHCs could generate small surpluses to
support these preventive programs., Without commiiment to rcvenue schemes
such as drug sales, the financial underpinning for the village-level
health delivery system becomes much more tenuous.

e. Population Programs

At the village Tevel, it is proposed that the traditional
midwife, Dai, be responsible for maternal child health (e.g. home
visiting) and contiaception delivery (e.q. community based distribution).
With the Cai supported by fees for birth celiverv, there m:y be an inherent
contradiction in placing respoisibility with her for fertility changes.
The incentives are not obvious, and it is an element of the Phase II test
that should be examined very closely.

f. Supervision

Supervision is both remote (i.e., BHC) and assigned to a
para-medical (i.e., sanitaricn). In this circumstance, the quality of
villag: health care and approprirteness of drugs that have been dispensed
are at issue. It is at least conceivable that villecers may be paying more
and receivirg less than under less formal health systems. The training
advisor and survey analyst in Girishk will monitor closely the quality of
healtl: care in the village.

3. The District-level Basic Health Centers

The Ministry of Public Health now has 121 Basic Health Centers
with plans to expand to atouc 200 within the next five years. As noted
earlier, their effective catchment area is only 10 kilometers and their
outreach services are limited if iot non-existent. There have been two






c. Vertical Programe

Each BHC has two vaccinators assigned. To date, their
sarvice is basically facility-based. This is a reflection of the
current orientation of BHCs but also of the tensicn tetween the pro-
posed casic health services stratecy and vertical programs. The
Phase II project dors not address this critical issue although it is
a central policy concern that must be resolved before national
replicetion of a basic health services program. It is obvious, for
example, that pessibly the major preventive tool for meeting the
project goal is irmunization. Yet facility-based irmunization reaches
less than seven percent of the rural population. Integration is a
proposal often suguested, but it cannot even be tested until sufficient
memhers of village and facility-based workers are traired, deployed and
BiCs are increasingly in place in the rural areas. During Phase II,
the USAID Mission will explore this obvious issue with the Ministry
Manazement Team and other donors. Opportunities for cooperation with
rural water and malaria programs are other examples that must be addressed.

4. Reaional Training Center

The Regional Trainirg Center is the principal manacerial and
technical support point in the region. At the moment it is rasponsible .
for village-level t{raining and BHC training and supervisicrn. It will
also be the poini for regioral supply and centrol of drug., other
suppiies and eauipment. In eddition, the MOPH ptans call for including
regicnal health plarning and disease surveillance in thc °TC. In effect,
it is the first step towards decentralization. It is recogn:zed that
this is a step the MOPH is moving towards. The role of the Frovincizl
Fealth Ofiicer, must be raticnalized, and the relationshin between /
Preventive and Curative Medicine in fabul will have to he resolved.—
These are issues that will be considered over the three-year life of-
project, and they must be resolved before AID could consider a Sector
Grant in support of natinnal r<)lication.

Issues include:

a. Operational Costs

A major element of cost in the Girishk Experiment i35 local
support {e.g. per diems for robile training teamec, village-workers, etc.).
While appronriate for AID finarcing during the experimental phace, thay
are costs which the MOPH will uradually have to include in its hudget if
the program is to be introduced natiorally. During the Phese II projec:,
the actual costs of the program will te carefully menitored, ait=rnate
levels of support will ke tested and the Goverrment will actuallv begi.
to incorporate these costs into its budcet. It is mentioned here, beziuce,
1ike fee-for-service or a drugs-for-fee system, the recurrent costs of tne
proposed system will be the key to assessing system viability.

1/ See Part II, B.2.c for a more corplete discussicn of this issue.



b. Girishk Acsignments

The project design specifies the assignment of three
full-twme technical assistance advisors to Girishk. Mrrmbers of the
current Managerent Team have argued that this will "over-load" the
system and have taken the position that only the Field Operations
Chief chould be assigned to Girishk. The Regiveal Training Advisor and
Survey FAnalyst snouid remain in Kabul. The Mission has maintained its
position cn the following grounds: (i) with almest 1,000 village-
workers to be rccruited and trained and over &C0 GHC personnel to re
trained and supsrvised, the Tvaining Advisor would be required to spend
more than half c¢f his time in Girishk. Also note Girishk encoipasses
a quarter of the country and over 15 percent of the porulation. In
addition, we believe that he should be close to the regional workers to
better understand the nature of their assignment, prcbiems and training
requirements. (3ii) The Survey Analyst will have responsibility for
measuring both health impact and the costs of operating the system.

The baseline work itself will consume aimost haif his time, and we
helieve he can be useful in assessing short-term alternative approaches
(e.qa. variable public health educaticn techniques of sanitarians, etc.).
(i11) 1t the RTC 1is to represent a decentralizotion of the system, then
the canacity must exist in the Center to carry out its functions viithout
constant referral to Kabul. As ncted carlier, the personnel iray actually
1ive in Lashkar Gah where AID already has a substantial contingent with
the Soil Cornservation Service.

5. Ministry of Public Health

The Logical Framework reflects the need for improved manage-
ment of the basic health care system. A detailed strateay for improving
health services administration, pcrticularly at the national level, is
spelled out in the project description. With careful! monitoring, this
approach should Le successful in establishing the management support for
a sound basic health service. system.

Issues include:

8. Team Size and Composition

The original Ministry prcposal was for 17 full time resident
advisors. Following discussions and careful araiysis, the Project
Committee reconmzaded the 11 proposed in this Project Paper. It is
believed they uruvide basic coverage to the core arcas of concern in the
Phase« Il project. Those not included are discussed below:



- drug operations advi<or: The Project Committee
has proposed to include mecnanical operations
advice as part of the equipment package. In
requesting bids, the Government will also reauest
the services of a manufacturer's representative
to assist in equipment inctallztion, initial
operation and maintenance. The Locistics Advisor
with the MOPH will assist in warehsusing and
delivery. The Informaticon Syc<tems Advisor viill
be available to advise on management systems and
the Revolving Fund. In addition, 12 man-months
of consultancy services are provided to assist in
drug revenue management.

- managerent support, BHS/MOPH: The Project Cummittee
believes this assignment can be covered by the BHS
Operations Advisor. Managements systems support
within BHS can ke sought .rcm the Logistic and
Information Systems Advisors included with the 1MJPH
team. On the other hand, USAID has included a
Village Progroms Advisor to assume responsibility
for this critical new element in the basic health-
level delivery system.

- alternative nealth deiiverv sysiems advisor: while
additional ana'ysis of other alternative delivery
systems is rlearly advisable, it is the judaient of
the Project Conmittee that the current project should
focus on intensive testing of the proposed basic
health services model.

- provincial hospitals adviser: as discussed earlier,
the Phase Il project includes financing for a short-
term study anc contemplates the possibie amendment
of the Fhase Tl projzct based on the findings uf that
study.

- construction advisor: as discussed earlier, the
Project Commiiiec helieves that a construction adiser
is neither necessary to the purposes of the project
nor the successful completion of BHC construction.

U the other hand, USATD wiil finance supervisory
support costs as well as an “ncentive program for
unlicensed contractors.,

- chief of party: The COP should be countervarted to
the Deputy Minister of Health and should be onz of
the 11 full-time adviscvs. Adequate funding is



provided for administrative management.
Whether the COP sh-uld be the BHS Menacement
Advisor, General itanagement Cperations Advisor
or Health Planning Advisor is left as an issue
to contract negotiations.

b. Management Assistance: Scope of Services

The Phase Il project has *wo purposes: execute a regional
experiment in Girishk and strengthening of MCOrH svetems in anticipation
of naticnal replication. In that regard the Management Teaw in Kahul
will obviously have concerns with central systems that will have relevance
beyorid Girishk and which will call for managerent assistance on prograns
outside Girishk (e.g. RTC operations in Balkh, etc.). In preparing the
workplan, the sccpe of those assignments will be defined and related to
the Phase II project purpose. For purpeoses of project evaluation, the
test of central HMinistry systems will be in Girishk. For purposes of
system evaluation and feasibility assessment prior to national implication
and Sector Grant support, the broader capacity of the MOPH will be con-
sidered. The Project Committee does not see conflict in terms of the
scope of services for the Management Team betwcen the test chosen for
project purposes and the test chosen for Sector Grant purposes. Where
there may be corfiict is in the way the Ministry chooses o use the
Team. During the Phase I project, the Tezm operated as onerational advisors.
They were available tc the iOPH to address current operational preblems
and their examination c¢7 aliernate health delivery systers reflected an
unstructured relationship to Ministry research agoals. This was entirely
appropriate given the uncuitain state-of-the-art and the necessity to
iden*ify problens and conceptualize solutions. Tt is the purpose of
Phase II, based on that successful Phase 1, to structure a test of health
and management systems. Tihat calls for a more formalized workplan and
systems evaluation. The Project Committee believes that the workplan is
key in formalizing understanding on this fundarental shift in use of
technical assistance.

6. Program Operztion and Maintenarnce

The technology reguired in the proposed project imposes no
unusual operation and maintenance constraints on the government. The
major constraints to initiaticn of training programs is the educational
materials and teaching methodology, both inadequate testing and revine-
ment of which w111 be overcome early in the Phese II project. Maintain-
ing an expanded rural health sysiem poces man--ement problems, obviously,
but these are clearly addressed ir» the managerront support stratecy as
described in the Project Descripiion abova. The other area of concern
relates to recurrent costs which 15 addressed in the Economic Analysis
section below.



7. Environmental Assessment

The Phase Il project nas no significant detrinental effects
on the environment. Basic Health Centers which will be located in
villages are of modest size and wiil be construczted of lccal materials.
In the Phase II project, public hcalth education will be initiated
which will foster envircnmental sanitation and personal hygiene and
should yicld positive local environmental effects.

8. Technical Cost/Desicn fnalysis

A detailed Financial Plan, Econcriic and Social Analyses are
presented in the following sections of the Project Paper. ODetailed
project-related research was dore during the Phase I project. The
Management Team, World lank, United MHaticns and AID starT have over a
period of months reviewed Afghanistan's health needs, alternate health
delivery roces and other traininc requirements. Technical discussions
were alc<o held with fovernment, AID/W and the !Managerent Team. These
fforts Tead USAID/ATchzristan to the conclusion that the Fhese I1
project prapcsal is tecnnically scund and onc suited to the problems,
neads and wishes of the Governmznt. The preject as designed is technicaliy
ana economically sound and cost estimates are reasonable. The Phase II
project meets the recuirvenents of FAL Section C11(a) anc(b).

8. Financial Fralysis

1. Recurrert Budget Implications

Since a purpose of this project is to test tii: viability of
the proposed basic health care delivery system for natiorwide repiication,
the financial implications for the recurrent budget are cutremely important.
The main aim of this analysis is to assess the financiai inmplications
and the GOA's capacity to finance the basic hcalth service system. To do
this the recent health budgetary performance is analyzed with regard to
both overall cormitment of resources to the "CPH and the internal allcca-
tion of the health budget. Performance is then compared to the cormit-
ment required to finance a nationwide basic health systz.. I% should be
emphasized that this analysis is noc concernad with project costs but
with tne financial implications of a nationwide system based cn tie
Girishk nodel.

a. WMCPH Dudget

As shcwn in Table L.1, the tctal budget for 1973,79 is
Afs. 1.004 million, a 20 percent increase over 1977/78. Of this,
Afs. 649 rillion is for the develcpment budqget. These figures exclude
certain frinqe benefits paid by tie Goverrment which arcunts to 20-25
percent of salaries. tealth expenditures by other GOA ¢gencies zuch as
the Medical School system and the Ministry of Defense hospital system
are similarly excluced,



The overall MCPH budget has increased by 22 percent pey
annum 7or the period 1973-1979. Of this total, the recurrent bu.cet
has increased by 12.3 percent and the Jdevelopment budget by 30 percent.
In 1977/78, the last vear with avaiiable comparative budget data, the
budget of the NFOPH amounted to only 2.5 percent of the total GOA budget.
The 1977/78 ordinary health oudget was only 2.1 percent of projectad
domestic revenue. Thus, white the MOPH health L.dget has been growing
relatively rapidiy, it is still small coinpared to domestic revenue and
overall budgetary allocations of the GOA.

The evidence of GOA priority recently assigned to health,
as indicated by the relative allocation of resources to health vis a vis
the total GOA budgetary allocaiions is ambiguous. Over the period
1973/74-1977/73 the MOPH budget rose less rapidly than did the overall
budget as evidenced by the indexes in Table B.2. In 1978/79, however,
the overall develepment budget rose by less than one percent while the
MOPH development expanded by 25 nercent. This may signal a rapidly
increasing interest by the GOA in the health problems of the country.

It has been arqued that the reduced allocations to health
were the result of the MOPH to utilize budgetary resciurces made avail-
able to it. This problem became obvivus in 1974/75 when only 57 percent
of the MOPH domestically rinanced development budcet was implemented
cunpared to implementation rates of 82 and 75 percent respectively in
1972773 and 1973/74.

TABLE B.1 “OPH and Tota'! GOA Budget for 1973/74-1978/79

(million afs)

MOPH Budget  1973/74  1974/75 1975/76 1976/77 1977/78  1978/79

Ordinaiy 200 200 251 273 315 354

Deve lopment 177 - 216 287 519 650

TOTAL 377 - 467 560 834 1,004
0A Budaet

Ordingry 6,690 7,31 9,855 11,170 12,500 -

Development 4,865 4,985 9,321 14,027 20,232 20,400

TOTAL 11,555 12,296 19,176 25,197 32,732 -

TABLE B.2 Index of MOPH and Total Budget (1973/74 = 100)
1973/74 1974/75 1975/76  1876/77  1977/78 1978/79

Health
Ordinary 100 100 126 136 158 177
Development 100 - 122 162 293 367
TOTAL 100 - 124 149 221 266
Overal!
Ordirary 100 109 147 167 187 -
Lavelopment 100 102 192 288 417 415

TOTEL - 100 106 166 214 282



Whether or not the poor development expenditure performance
is continuing is not known since 1973/76, in which development expincitures
were only 45 percent of budgetary ailocation, is the last year for which
data are available. There are indicacions that actual development
expenditures by the COA for all ministries averaged only about 35 percent
of budgeted amounts in 1977/78. The MOPH peyformance is not likely to
have been significantly better than average.~/ If this explanation of
the relatively lower budgetary allocations auring the mid 1970's is
corrdct, it would mean that health perhaps never suffered a reduction in
priority. In any event in the 1978/79 budget, health seems to have become
a very high priority item even though the imnplerentation record of the MOPH
has probably not improved significantly.

b. Internal Allocation of MOPH Budget

From a financial standpoint, the Phase Il project is con-
cerned primarily with the recurrent budget requirements of the Basic
Health Services (BHS) of the MOPH. 1In 1977/78 the BHS budget was Afs. 54.8
million. (See Table B.3.) The 1978/79 budget for BHS is Afs. 63.3 million,
of which €4 percent is for basic health center operations anc 16 percent
for central office operations. In 1977/78 EHS received 17.4 percent of the
total recurrent budget; in |978/7g/this was raised to 19.3 percent as the
BHS budget expanded by 25 percent+ While the share of the tntal recurrent
budget attributable directly to the BHS is quite small, the incrreased share
for BHS in 1972/73 indicates an expanding awareness of ihe need to cravide
adequate support to the BHS evan at the relztive expense of more traditional
~ctivities of the MOPH.

c. Pecurrent Cost o7 Nationwide BHS

The foregoing sections established that the GOA appears to
be increasing the priority assicned to heaith care in general. Equally
important, within the health budget there appears to be a shiftiny alloca-
tion of financial resources toward the BHS. Hcwever, the Girishk regional
model, if expanced to a nationwide system, implies a draratic increase in
the level of health care available to the rural populaticn of Afghanistan
and a concomitant rise in BHS recurrent financial requircrents.

1/ The Ministry of Planning has indicated that the 1978/79 developrent
budget would reflect a more accurate assessment of impierencation
capacity. This explains the increase of less than sne rercent irn
the overall GOA development budget for 1978/79.

2/ Certain recurrent costs of BHS are contained in other line items.
Repair of vehicles is contained in the Central worrshop tine item
for example.



M.0.P.H. Ordinary 3udget
1977/78 and 1978/79

Percent Percent Percenti
Department/Proaram 1977/78 of 1978/79 of Change
Total Total 77 to 79
Minister's Office 1,477 0.47 1,511 0.43 2.2¢
Administration 27,633 8.77 27,055 7.€4 - 2.09
Central !orkshop 6,045 1.92 9,859 2.79 63.09
World Food Program 303 0.10 422 0.12 38.89
Planning 4,573 1.45 5,867 1.66 28.28
Foreign Relations 383 0.12 515 0.15 34.30
Inspection 944 0.30 1,196 0.34 26.59
Public Healch Inst. 14,533 4.62 13,778 3.89 - 5.32
Mental Health -0- -0- 6,130 1.73
Nursing 1/ 12,464 3.96 12,829 3.62 2.92
turative Medicine 178,130 5¢.55 191,924 54.22 7.74
(Central Office) (9,345) (2.97) (11,607) (3.28) (24.29)
(Kabu? Hospita]s)_/ (78,216) (24.33) (81,618) (23.06) (4.35)
(Provincial Hosn.) (71,427) (22.68) (79,556) (22.47) (11.38)
(Other Programs) (19,141) (6.03) (19,142) (5.41) (0)
Preventive l'edicine 13,700 4.35 14,576 4.12 6.32
Basic Health Services 54,779 17.39 63,333 19.30 24,75
(Central Office) (11,371)  13.61) (19,897) {3.05) (-4.17)
(Basic Health Centers) (43,476) (13.73) (57,436) (16.22) (32.32)
Grand Total 315,000 100% 354,000 100% 12.38

1/ Nursing includes Central 0Office, Post Basic, ANM School and N.M. Schonls

2/ Kabul Hospitals include Prison, Sanitarium for 'omen, and 5 othei hospitals:
Jamhoriat, 'lazir Akbar Khan, Hashem Zejantoon, Child Health Institute, and
Paghman Hospital.



TABLE B.4

Costs of Basic Health Centers

(290 afs)
BHC Recurrent Depreciation _Capital

Staff

Doctor 38.4

Hurse 30.6

AMM 25.2

Sanitarian 30.6

Vaccinaters (2) 61.2

Manager 35.4

Admin Clerk 27.0

Maintenance 14.1

Driver 21.0

Storexeeper 21.0 b/

TOTAL 307.6 =

1 Vehicle 42.0 210,770 (5 yr
2 Motorcicles 16.8 84,000 (5 yr
Equipment (basic) 3.6 36,414 (19yr
Oral Rehydraticn 0.4 4,475 (10yr
Oral Pehydration Training Aids 0.3 1,342 (5 yr
Fuarniture 10.6 105,905 (19yr
Building Deoreciation 105.0 3,150.7 (39 yr)
Supplies 11.4
Vehicle Operation 8,070 mi 2 10 afs/mi 80.0
Motorecycle Operation @ 3 afs/mi 5000 mi x 2 30.0
Information Systems? 2.4
Building Maintenance? 8.0
Druqgs 800.0
Oral Rehydration Expendables 37.7
Per Diems

VHY Supervision 14.6

Dai Supervision 26.0

Otner ___20.0

TCTAL 1,337.6 178.7

a/ From BHC I Project Paper.

I
v/ excludes 25% fringe



TABLE B.5

VHY/Nai Casts

(000 afs)
Non-
_Per BHC Recurrent Depreciation _Recurrent
14 VHW Training - 36.4
10% replacement 3.6
Continuing education 7.3
Kite ‘ 14,7 147.0
Lost/New Trainee Kits 29.4
25 Dai Original Training 113.8
104 replacement 11.4
vontinuing education 16.3 -

TOTAL 68.0 14,7



Regional Training Center Costs
(afs 000's)

a/

a. Staff

Chief

VHW training team

Dai training team

Formal training team

Yobile training team

Managemernt

sub-Total

b. Vehicles and Equipment

Vehicles

Building

Equipment

Furniture

Operation Vehicle

Supplies

Building Maintennace
c. Per Diems

Mobile training/supervisory teams

Continuiny Ed BHC staff

Central staff training for BHC

TOTAL

a)

TABLE B.6

Recurrent

42.0
109.6
109.6
103.5
38E.9
691.4

T,447.0 &/

300.0
27.0

397.8
348.8
66.6

2,627.7

Depreciation Capital |
|
126.0 630.0 (5 yr)
105.0 3,150.0 (30yr)
17.4 174.3 (10yr)
17.4 174.4 (10yr)
265.9

Staffing pattern assumed to be 50 percent greater than currently {except for
chief) since current staffing pattern geared to 200 rather than 3uQ centers.

b) Excludes 25% fringe.



staff ¥

President
Dept. President
Pres. Office
Op. Training & Supervision
Admins
PHCD
Total

Vehicles (25)
Equipment

Furniture

Vehicle Maintenance
Supnlies

Building Maintenance
Per Diems b/

Total

DN veparumciie LUd L

(afs 000's)

Recurrent Depreciation

Capital

66.6
38.4
141.3
1,031.5
667.8

710.7 .

s 778 Y

1,07:1.0
?

2,500.0
?

81.0
550.0

5,848.8(7) 1,071.0(?)

a/ Staffing pattern except for president and deputy president is increased by
50 percent to handle increase to 300 BHC's.

/ Hased on 20 percent of salaries, the scome ratio is in BHC's.

¢/ Excludes 25% fringe.



One of the Phase I! nroject outputs will be to establish
the actual financial costs of a BHS system patterned after the Girishk
regional model. The following analysis is a fairly rough esiimate of
recurrent budget requirement of a nationwide BHS system. The figures
are not to be considered hard data but should be sufficiently reasonable
to establisn the f*nancial feasibility of the system.

The costs are estimated for four levels of the BHs, the
Dai/VHW program, the operations of the BHC's, the operations of the
legicnal Training Centers and the operating costs of the Department of
BHS of the Central Ministry of Public Health.

The total yearly operating budget (including depreciation)
for a BHC is estimated to be Afs. 1.52 million at current prices (see
B.4.). Excluding depreciation, the recurrent figure is approximacely
Afs. 1.34 million. Of this it is estimated that Afs. .55 million would
be returred in the form of drug payments by the populace. Thus, net
recurrent outlays will be about Afs. .79 million per BHC.

The major cests associaced with the VHU/Dai programs are
the continuing education $9sts, replacement training costs and equip-
ment/supplies replacement—' (see B.5.). Total recurrent coste (includ-
ing depreciation) are estimated to be Afs. £3,000 per BHC. Excluding
depreciation, recurrent costs will be Afs. 63,000 per BHC.

Total recurrent costs (including depreciation) of the
Girishk Regional Training Center will amount to Afs. 2.C5 million per
year (see B.5.). If depreciation ‘s excluded this total is reduced to
Afs. 2.63 mililion.

Finally, total recurrent budget of the Cepartment of
BHS of the MOPH, given current staffing patterns, are Afs. 6.92 million
excluding depreciation for everything except vehicles (see B.7.).
Excluding vehicle depreciation leaves a recurrent budget requirement of
Afs. 5.85 millien,

The total recurrent cost of this four-tiered system
depends on the number of units couprising the system at each levei. For
nationwide coverage of the type to be cstablished in Girishk region
there should be 250-300 BHCs and associated VH/Dai units in place.
There will be six Regional Training Centers and, of course one central
BHS Department of the Central Ministry. The totai recurrent ccsts
exclucing depreciation are summarized in B.8.

1/ Supervision costs are included in the BHC.



TABLE B.8

Summary Recurrent Costs
(excluding depreciatizn) of BYS System

(afs millions, 1978 prices)

No. of Cost (including
Units Cost all drugs)
BHS Dept. 1 5.8 5.8
RTC 6 15.8 15.8
BHC's 300 236.3 401.3
VHW/Dai 300 20.4 20.4
Total Cost (1) 278.3 443.3
Total Cost (2)&/ 306.2 471.2

At the curren* planned rate of BHC expansion, a network
of 300 BHC's will be in plece in 1890/91. The 1978/79 recurrent budget
for BHS is Afs. €8.3 million. To have a net recurrent budget of
Afs. 30€.2 million (drugs are sold) by 199G/91 will require 2 budgetary
growth rate of 13.3 percent per year in real te:ms.

No good price index exists for measuring inflationary
impact on the MOPH budget, but the consumer goods price irdex rose by
an annual averace rate of 5.3 percent per annum for 1968/55 to 1975/7¢.

5ing this estimate a rate of growth for the BHS budget of 12.3 percent
per annum in current terms would be necessary to finance = naticnwide
BHS system by 1990/91.

a/ With allowance for two percent per year increase in real salaries
to 1989/90.



In order to examine the reasonableness of this requive-
ment, the growth rate of the ordinsry budget for the entire MOPH must
be calculated. If one assumes that the real ordinary budget (excluding
BHS) of the MOPH doubles by 1980/90, an implied real growth rate ov six
percent p.a., the total MOPH ordinary budget in constant 1972/79 prices
would beccme Afs. 880.6 million in 1990/91. This implies a real grcwth
rate of 7.9 percent per annum for the next 12 years in constant terms or
of 13.€ percent per annum in current terms. Over the period 1973/74 to
1978/79 the ordinary budgat of the MOPH grew by 12.1 percent in current
terms. Thus, the GOA will have to increase its rate of allocation to the
¥MOPH ordinary Ludget by only 1.3 percent per year to finance the expanded
BHS system. In 1978/79 the BHS ordinary budget increased from 17.4 percent
to 19.3 percent of the total MOPH ordinary budget. By 1990/91 this will
have been increased to 25 percent given the assumptions made above.

If no drug sales are made the recurrent budoet requirement
for BHS becomes Afs. 471.2 million a real increase of 17.5 percent per
year or a current growth rate of 22.7 percent per vear. The implication
in current terms is that the overall MOPH recurrent budget i1l have to
increase by 15.2 percent p.a. and that the share allocated to BHS would
increase to 45 percent.

At this preliminary stz2ge, the recurrent costs of tha BHS
system are considered to be financially feasible. However. this is so
imder the assunption that BHS wilil receive increasing nriority in buazeiary
allccations. lniie the cost estimates without c¢rug sales dc not render
the financial viability of the project beyond the realm 2f possibility,
not selling drugs does create a significantly greater financial burden on
the MOPH and will require an even greater relative commitment of MOPH
resources to BHS.

2. Financial Plan

The total cost of the proiect is estimated at $i7,270,913 of
which $13,983,816 is planned for U.S. assistance (see Takic C7) ard
$3,287,097 equivalent is the CCA contribution (see Tabie €-2). The
project will be funded in increments over a three-year perioZ (FY 1678 to
FY 1980) with implementation and expenditures covering & three-year period
beginiing early FY 1279 through FY 19231. A corbired inflation/contingency
factor of 5 percent in FY 1979, 10 percent in FY 19€72 and 15 percent in
FY 1981 was added to individual line items. U.S. dollar project inputs
follows:



(5000)

Long Term Advisors (360 months 3,433
Consultants (145 months) 1,636
Participants (507 months) 1,07
Commodities 1,372
Construction 3,417
Contract Support Costs 2,104
Local Costs 951

Total 13,984

Preciect obligation and expenditure plans by fiscal year
are con*ained in Tables C-3 and C-1 respectively. Initial funding is
limitea to contract start up costs, cormodity procurerent, continued
construction of the initial 12 Basic Health Centers and the fivst wave
of participants. A decailed list of commodities is incluazd in Table
c-4.

: GOA contributicn to the project includes wdditional
operating cost of the 50 new Basic Health Centers, and four new Regional
Training Centers. See Tables C-5 and ¢-6 for details of the operating
costs. Additionally, under fixed Amount Peirburserent crercedures the
GOA wiil contribute 25 percent of the estimated construction ccst of the
50 new Basic Health Centers anc will contribute the land where these
centers will be located. This represents 19 percent of tutal project
costs, somewhat iess than the 25 percent required under Sectior 119 (a)
of theFAA. Considering the substantial portion of the Phase II project
for technical assistance in the experimentai/research pncse. it is
recommended that a waiver of this cost-sharing requirement be approved.
Note that Afghanistan is also an KLDC.



INPUT

. Technical Assistance
Long Term
Short Term

Professional Local Contract Staff

Home Cffice Expense

Sub~Total Technical Assist.

Participant Training
U.S. Shert Term
Third Country Short Term

Sub-=Total_Part. Traiping

Project Conmodities
Vehiclos
Drug Revolving Fund
Other
furppLiaes VP

Stbh-Tcotal Proj. Commodities

Construction
First 12 LriC's
Second 38 DBHC's
Supervision
Equinment _
Drug Storage Facilitiy

Suu~Total Constiruction

Expenditure Plan

FY- 79

1,323,092¢E
562,38C

77,400
228,008

FY - 80

1,165,098
623,159
§1,056
202,345

FY - 8

—— e

©44,230
420,110

84,771
250,40R

TOTAL

3.432,723
1,435,640
743,257
080, 766

o e - e n v Y — S S e G e (e S S T D S G e S S=® e s TS Gt Fmy S Pum S Gk G e P T G G D e " —— e S Ve GE G ¢

$2,071,679

$5,992,386

174,150 383,550 363,525 921,225
63,000 53,900 33,350 150,250
$237,150 $437,450 $396,875 $1,071,475
75,777 73,777
475,000 275,000 750,000
309,271 309,271
59,184 81,496 97,942 __238,€22
-8217,23%_ ___$358,426__  ____§$97,242 _______81,371.870 ____

181,865 90,000 271,865
528,000 1,026,000 1,384,500 2,938,500
9,990 9,429 19,419
29,400 29,406
121,550 36,000 157,550
$870,805 $1,161,429  $1.384,500 $3,416,734

A TS S e = T . G G G S S S W M O S G G S G G G G $OY G @ & S S g M T S (e VD S G e S S VD VS - G G A S . S S\ G S S



Contractor Support Costs
Vehicles
Equipment & Supplies
Support Staff
Other

Sub-total Contractor

Project Local Costs

Training Support Costs
(National)

Training Support Costs
(Grishk)

community Eased Distrilbution 107,000

Other

Sub--Total Proj. Locat

FY =75 FY -80 FY-81 O TA L
30,806 23,527 54,333
133,972 72,085 61,562 267,619
140,500 147,19C 153,881 441,571
150, 255 142,447 124,070 416,772
$455,533 $385,249 $339,513 $1,180,295
54,185 42,095 41,077 127,357
67,073 72,790 86,514 226,377
110,000 133,000 330,000
70,050 79,174 98,293 247,522
2e8,308_____.__394,059_ _________ 358,889 _ _ _______951,256_____
$4,959,911 54,716,362 $4,307,543

$13,98e2,816




Operating Cost of New BHC's
(see Annex

25% of Construction Cost Under
FAR

Land for Centers $2,000X 50

Regional Training Centers
{see Annex

Total

Amount in

5

2,016,506

802,591

100,000

368,000

3,287,097



OLlicatinn Plzn

&3 (3003)
FY-78 FY-7°2 FY-80 Total
Technical Assistance
Long Tel.: 631 1,165 1,637 3,433
Short Term 100 460 1,076 1,636
Professional Local Staff 33 120 85 243
Here Office Expense 195 236 250 681
Sub-Total Tech. Assist. 964 _____ 1,23} ___ 3.043 ________ 5.223 .
Participant Traininrg
.US Short Term 174 184 563 921
Third Country Shert Term 63 54 33 150
Sub-Total Part. Training 237 238 . 536 _______ 1,071
Proiject Ccmmodities
Vehicles 74 74
Drug Revolving Fund 475 275 750
Other 309 309
Supplies for HVP 30 111 98 239
Sub-Total Proj. Commoli-
vies . ___________ 888 ___ 386 ___ .98 ___._._ 1,372
Constiuction
First 12z BHC's 182 230 272
Cecend 38 BHC's 1,554 1,3t> 2,939
Supervision 10 9 19
Equipment 29 ' 29
Prug Storage Facilities 158 158
Sub-Total Comstruction 221 1,831 ___ 1,385 _________ 2,417
Contrictor Support Costs
Vehicles 31 24 55
Equipment & Supplies 134 72 62 268
Suppoxt Staff 141 1477 154 442
Other 150 142 124 =18
Sub-Total Contractor
Support Costs __ ____ 456 285 340 _.._1.181 ]
Project Local Costs :
Training Support (Nationalj) 13 91 23 127
Training Supporu (Grishk) 21 121 74 226
Comrunity 3ased Distributicn 217 23 350
Other 149 o8 24
Sub-Total Proj.local Costs 34 BB 325 EED
T2 7ML Q2,000 £.20C S 13,3C%




Commodities

C-4

T tem

Pharmaceuticals

Warehcuse & Packing Equipment
Drug Cabinets (375)

Office Equipment
Injection/First Aid Kits

Flip Books/Posters

Bicycles (350)

2 Wheel drive Vehicles (2)

4 %heel drive Vehicles (5)
Filing Cabinets/Schedule Backs
Calrulators/Typewriters
Motorcycles (25)

tlome visiting supplies

Toctcal

Amoun t

in $ 000

750
143

53

‘0

12

23

33

17

57

13

18

238

1,371



C-5 GOA
Operatinag Ccsts of BHC's

Cost "of Cperating an average BHC

per year ' Amouvnt in
_(afs.)
Staff Salaries 385,090
Vehicle Operating Costs 110,060
Mainterance/Supplies 60,0Cr
Drugs 250,009
Oral Rehidration 37,680
Replacemant of injection/ '
First Aia Kits - 68,000
Total 910,680

(1) Ip year one 18 BHCs will be completed.
Assuming % will be operational for the
year.

1€ + 2 { 210,080

8,156,120

(2) In year two 32 new ®HCs will open.
Assuming % will be cperational for
the year.

(32 — 2) + 18=34X 910,680 30, 963, 1.20

(3) In year three all 50 will ke operational,
50 X 910,680

n

45,534,000

Total Afs. 24,693,240

Dollar Equivalent
Afs, 42 = $1.00 $2.016,506



- gon
Uperating Costs RTC's

C-6

Costs of Operating An Average RIC

per year

Salaries 1,560,000
Vehicle Ovperating Costs 300,000
Supplies & Maintanance 72,000

‘Total 1,932,000

(1) In year one assume two centers will be
~operational % time. 2X %¥=1X 1,932,000 = 1,932,000

(2) In year two assume two cenrters will be

cperational % time and the two centers

opened last year fully opevational.

2+ 1% % 2)x1,932,000:: 3,795,000

i3) In year three all centzrs open and fully
operational. 4 X 1,932,000 = 7.728,100
Total £5.15,456,00C0

Dollar Equivalent at Afs.42:4$1.00 = 368,000



C. Economic Analysis

The impact of a project aimed at improving the health status of .
a population, while importsnt in quality-of- 1ife terms, is almost imoossible
to measure in eccnomic terms. This is a fortiori the case when trying
to estimate the enticipated ‘mpact. Thus, no attempt at a benefit/
cost analysis is made.

1. Beneficiaries

The direct beneficiaries of the project will be: (1) the
75 percent of the population of Girishk region for whom improved health
services will be available; (2) the rural population who currently have
access to B8HS and for whom the quality of services will be indirectly
improved thrcugh better central management; (3) ultimately, the 75 per-
cent of the rural popuiation of Afghanistan for whom improved health
services will become available if the BHS system is replicated nationwide;
(4) the health personnel whose skills are upgraded and whose income
earning capacity is thereby enhanced.

It is estimated that the establishment of 50 new BHC's will
provide access to health rare directly to 750,000 rural people, 135,000
of whom live in Girishk region. In addition, approximately 600,000
rural peonple in Girishk region will have access to the BHS system through
the AHDS. By 1990 an increase in nationwide BHS coverage from the
current 15 percent to 75 percent or the rural population, would mean that
9.5 million more people would have access to the BHS system. As noted in
the Social Analysis the people benefitting most will be that part of
the population now excluded from health care because of income constraints.

2. Anticipated Impact

As noted at the outset, the total anticipated impact of this
project cannot be measured either qualitatively or quantitatively. One
measurable compcnent, and an important one from a Tong range development
view, is the impact of the project un population growth rates. According
tc SUNY data the natural rate of increase of the population of Girishk
region in 1673 was 1.9 percent. By 1385, it is anticipated that there
will be a reduvction in child mortality cf 25 percent. At the same time
it is anticipated that 15 percent of the fertile pepulation will be
continuing contraceptors., Using assemptions contained in Table D.1 and
neglectinn demographic changes occuring prior to 19€5, such changes in
fertility/mortality would reduce the natural rate of- increase in the
population cf Girishk region to 1.7 percent. I[f such goal targets can
be achieved they will have the remarkable effect of eliminating the
period of very rapid population growth associated with early stages of
the demogi-aghic transition of a population. Perhaps the greatest medium-
to-long term threat to basic economic development in Afghanistan will thus
have bzen averted. Even if the fertiiity assumptions prove to be



\

optimiscic, the attention paid to the family planning component cf¥
the Basic Health system will help to ernsure that the lag between
mortalily reduction and fertility reduction will be reduced.

One of the major ‘ndicators of quality of life of a
population is its life expectancy. Currently it is estimated that
the life expectancy of the population of Girishk region is 36 years
of age. A 25 percent reduction in infant mort?}ity will have the
effect of raising 1ife expectancy to 41 years.—~ This assumes that
no other impact on mortality cccurs. Since batter health services
would clearly have scme impact on rortality other than infant mortaiity,
if project goals are met the 1ife expectancy in the region would
increase by more than five years by 1985.

1/ This is an approximation of increased 1ife expectancy. The popula-
cion figures were not converted to coincide with a stable population.



C.1

Demographic Data for 4 Provinces of
Nimroz, Farah, Kandahar, and Helmand

1973 1985(w1 thout) 1985(with)

Total Population (sedentary) 1,219,358 1,520,736 1,518,171
Total Number of Live Births 15,685 64,460 55,984
Growth per 1000 of population 29,447 36,735 30,814
Total births by mothers age 15-29 32,261 40,235 36,2111/
Total births by mothers age 30-44 17,845 22,256 17,8041/
Total births by mothers of other ages 1,579 1,969 1,969
Number of deaths children age 0-4 18,960 23,646 17,735%
Number of deaths other ages 10,487 13,07¢ 13,079

1/ 10 percent decline in births by mothers of age 15-29 and 20 percent
decline in births by mothers of age 30-44.

2/ 25 percent decline in child mortality of that age group.



3. Economic Costs

This section attempts to obtain a rough idea of the eccnomic
costs of the project. Costs are estimated using empirical costs and
with foreign exchange shacdow priced. The summary table with ail foreign
assistance included is shown beiow:

Economic Costs
(§ willions)

A. Empirical Values

Undiscounted 40,7
Discounted at 15 percent 15'2

B. Fix Shadow Priced

Undiscounted
Discounted at 15 percent

-
~N o
nNy Gy

In calculating the eccnomic costs of the progect, the costs
of training of medical perssnnei, with the exception of VHWs and Dais,
were excluded. It was assumcd that thc outnut ¢f such personnel is
independent of the project. It was Turther assumed that relative prices
will be constant and that if the foreign assistance did not o tn this
project, it would be availahle to another project. The social cost of
capital was assured to be in the neighborhood of 15 percent. It was also
assumed that wacges did not need to be shadow priced. Skilled labor
presurably should be priced nigner thar is actually being paid and unskilled
lower. Cn the average the cggrayate wage bill may be as good a figure as
could be used given the information need~d to corpute accounting prices
for labor. The Foreign Exchunge rate wes adjusted,by 25 percent. This
follows from calculations mede “ev other projects.~

The cost of the syciem per client-visit, which is often used
as an economic mecasure is difficult to calculate and an arbiguous measure
in this prcject. There are factors arising from the project whick will
tend to increase CHC usage and also factors which will tend to cecrease
usage., The tetter the preventive/outreach aspect of the project werks,
the higher will be the per-client costs. loreover, the cests of the
project incluce constructicn ectivities, cernwral ranagement support, and
an in-depth experirent. The &pprepriate number of client visits (oniy

for 50 centers (7), for all BHCs (?), e*c) to be included in the numerator
and the apprepriate costs to be inciuced in trne denominator ere not

1/ It is not clear that shadow pricina is appropriate given Afghanisten's
present internatioral financial pocition, its relatively free money
market and its apoarent inability to mobilize these resources.



immediately evident. For both of these reasons no attempt was made to
measure per client visit costs.

Suffice it to say that in 30 years the rural population of
Afghanistan could be 21.7 million. With a 75 percent coverage rate
16.3 millien rural people would have access to health care. Under the
current 15 percent coverage rate onl6 3.3 million people viould have
access. Thus, 13 million more people could have access to BHS in 30
years as a result of this project. By 1990 when the system is in
place, 9.1 million additional rural poople will have access to BHS and
a total 11.4 million rural people will te receiving better health care
through the EHS system. Thus, the exiraordinary economic devalopment
costs (technical assistance, consultant cost) are on the orcer of fifty
cents per potential beneficiary. The operating costs of the system by
1992 will be approximately sixty cents per persocn covered rer year.
These estimetes indicate that the health services will be delivered at a
relatively low cost.



- 80 -

TABLE D-2

Economic Costs (undisceounted) of Bui]di?g and Cperating Project Health Delivery System

1000)
Year Construction™ E;ntinqencng Technical  Particip. Project ont. Proj Personnel Suppiies Total
Assistance Training CommoditiesSSupport Local & d/
Cost Costs Maintenance—

i. 1,055 1Ce 2,086 226 874 434 274 - - 5,055
2. 1,394 139 1,883 398 324 350 276 - - 4,7¢€4
3. 1,605 16% 1,504 345 85 295 312 110 121 4,536
4, - - - - - - . 458 500 958
5. 35 923
6. - 0:=3
: ¥ ; 3
10. 35 ¢33
11. - 653
) W v
15 330 1,283
16 - 953
¥ 3

20 35 993
21 1 953
25, 35 593
26. s 2 (
. Y \Jr" oA < # ‘L N W 24 ¥
30. - - - - - - - 458 500 953
Totals 4,054 405 5,473 969 1,753 1,079 862 12,476 13,620 40,691

3/ Total construction costs.
b/ 10% contingency for construction.

£/ Includes 7 vehicles to be purchased every 5 years for $
other five year intervals. In year 15 an additional $2

4/ Includes Afs. 250,000 per BHC per year for drugs.

Q,OOO per vehicle in year one and $5,000 per vehicle in

1
95,00C is required-for commodities.

Exchange Rate used Afs. 42.00 = U.S. $1.00




Effect of Shadow Pricing the Foreign Exchange Component
of Project Economic Cost Flow

($ 000)

Total Cost -X Component FX Componant Total Cost

FX not of Shad¢sw Priced with FX

Yrar Shaaow PMriced Total Cost (25% higher) Shadow Priced

1~ 5,035 3,214 4,018 5,353
2 4,764 2,781 3,476 5,400
3 4,536 2,317 2,896 3,115
4 958 400 500 1,058
5 993 435 544 1,102
6 958 400 500 1,058

| l .L |
10 993 435 544 1,102
11 958 400 500 1,053

. 1/ v \ /

4
15 1,288 679 78¢€ 1,435
16 958 &no 500 1,053

. |

. v v \ \/
P 993 435 544 1,102
21 958 409 500 1,058

. v 1\ Vv v
Zh 993 435 544 1,102
26 958 400 500 1,358

. 'L v \% \/
30 958 400 509 1,058

TOTAL 40,691 19,431 24,352 45,562



.D. Socio-Cultural Analysis

Afghanistan's sirishk Region, the geographic focus of the
Phase II experiment ccmprises four large southern previnces (Kandahar,
Helmand, Nimroz and Farah). The total population of the reaion is about
1.2 million, 85 percent of whom are rural irhabitants. Most of the rural
people are emploved in agriculture, mainiy irrigated winter wheat and,
if dryseason irrigation water is availeble, cofton and corn. [ue to
the dependence upon irrigation for agriculture, most conmunities are
found either alona the major water courses (the ilelmand and Argandab
Rivers and their iributaries) or in the northern foothills where streers
springs, or Karez systems cen suppert small-scale agriculture. Popula-
tion densities are low (less than 10 people per km. ), and of the 29C0
villages in the region, 2300 have populations less than 500.

The region's population is ethnically diverse. Pushtuns cermprise
the majority but Paluch and Tadjiks are also found in significent
numters. Super-imposed on these indigenous peoples are some 15,000
families, representing every gecgraphic location and ethnic aroup in the
country, who nave been settled by the Government in the Heliand River
Valley. Despite the region's ethnic diversity the social structure and
belief system of the peoplc are remarkebly homogeneous (for good, brief
descriptions of the region and the culture, see Barth 1965, 1969,

Scott 1971; and the social analyses contained in the Helmand Lrainage
Project Phase I! and the Integrated \lheat Developmant Prcject Papers).

1. Health Care

A number of accessible, well-written descripticns of Health
Care in Afghanistan exist. Pather than attempt to suwrmarizs this data,
a peoer by Pillsbury is included as an appendix to this Froject paper.
Those interested in more infarmation should consult the bibliograpny 1n
the Pilisbury raper. The rerainder of this section assumes that the
reader is familiar with the USAID Health Sezctor fssessment (f'arch 1978)
the attached Pillstury paper, and the Three Province Health Survey of
Afghanistan published by Management Service for Health (July 1977).

2. Beneficiaries and Social Cultural Adaptability

a. Beneficiaries

The major beneficiaries of the Phase II project are the
people living in rural arees who currently co not nave acccss Lu an
effective, relevant, health delivery system. Although all seqm=nts of
the rural population will berefit, mothers and children wiil rcceive
grcater attenticn end hence larger bunefits since in the past this
group has been the most deprived. In terms of socio-economic class,









system as a supplement to the indigenous health sy:tem, those using

the national system as a lest resort, and those who rely almost
exclusively upon the indigenous system. The aim of this project is

to move the majority of the rural population into the first category.
This can ve done uuly by demcnstrating explicitlv that the nationai
health system is effective in delivering relevant heaith services.

The MSH Three Province Survey found that the heolth problems perceived
by the villegers themvelves account for the majority of illnesses.
Further, it was fcund that thcre are actually a relatively small

numher of illnesses, many preventable or treatable at the village level,
which account for the major perticn of illnesses and deaths. It foilows
that to the extent Dais and VHWs are successful in preventing and
treating major illnesses at the village level, the villagers will perceive
them us effective agents against disease and illness. Their services will
be sought and their status in the village will rise. As their effective-
ness becomes more evident and theii reputation spreads, viilagers who
previously have not used the national health system will begin to seek
the latter's services as either a major supplement to the services
pirovided by the indigenous cystem or, less desirably, as a last resort
after the indigenvus system has prover ineffectual for a particular
disease or ailment.

b. The Girishk Region

The success of the Phase II project will depend upon the
performance of some 350 VHWs &nd G50 Dais. It would be extremely difficult
&énd costly within the short term to provide a trained Dai and VHY for
ecach village. The original 2350 VHWls will work in some of the larger
villages, and early expansion will occur wmainly in these larger population
centers. It is envisioned that smali contiguous villages will have to
share a trained Dai or VHW if the progrem is to remain economical. Thi:
should not pose a problem since small villages already share the services
of Dais, mullahs, barbers, teachers, and others.

c. Other Regions in ffghanistan

The best Dai, VEW, or Basic Health Center would rot Tong
remain effective in their expanded rcles if they did not have & nationel
system based in Yabul tc suprort them. Medicire and other -unplies are
needed in a tirmely manner; trainirg ~nd refresver courses must be admin-
istered; salaries, pronotions, and transfers rust be under the auspices of
an efficient personnel system; and the referral system fram Dai and Vil up
through the EHC and to the provincial and naticnal hospitcls, must be
responsive.  An dimportant assumptinn in this project is that if the delivery
cf hea'th services in vural Girichk is successful, then the suppert systen
is operat®ny «t an acceptable level of efficiency, i.e., that it indeed is
capable of supporting at least one regicnal proaram.



Based upor experience gained in the Phase I project, the
nationai support system will be improved and expanded such that it can
support other regicnal programs. The ultimate goal is to cover the
entire country with an effective basic health delivery system (see
Economic Analysis). It is acsumed that a national support system desianed
to support at lezs¢ one regiinal proaram will need proportionately less
expansion each time a new reaion is added. There is, as it were, an
econnmyv of scale involved in expanding this program on a national level.

Although the program will obviously have to be sensitive
to inter-regional social and cultural variations, all anthropological
evidence at hand sucgests that these differences and variations wiil
not significantly inhibit a nation-wide expansion of the program.

4. Distributicn ot 2enefits - Social Iimpact

There is currently difrerential access to health and family
planning services. Wealthier families can rmore easily afford to pay for
medicines and services that arc available in or near their villace, or,
if required, they can affori to make the tiip to an urban center for
medical treatment. To a large extent, it is the wealthier strate of
tre rural population which is utilizing the urban-based, national health
system. The pocr are more or less precluded financially from this
system and thus are ferced to depend more upon indigenous practitioners
and medicatiuns.

This program will ¢inand the network of BHC's, place VHW's
in some 350 villages, and improve the skills of several hundred indigenous
midwives. To the extent that these services are physically more access-
ible to all villagers, the delivery system will have potential benefits
for all. In relative terms, the poor, because they did not have access
to these services previously, will benefit more than the richer families,
who have aiways had some access to naticnal health services. On the
otier hand, the richer families will preobably benefit more in absoiute
terms, at least in the short run, since they are already predispcsed to
accepting modern drugs and practices.

Solely in terms of drugs, pcover families should also benefit
relatively mare thon richer families. Current studics show that seven
percent of the average rural fanily's inccre is spent on health care, and
of this nearly 40 percent goes for (rucs. Tnese are average fiqures, hcw-
ever, and it is likely that poorer families spend very little, or even
nothing, on packaged drugs. Under this project, access to free or inexpen-
sive drugs “or the poor will be creatly exrancded. First, VH{s will not only
bring packaged drugs into the villace but will be selling them at 2 price
much luwer than that charged by local pharmacies. (The VHW will sell drugs






of female medical staff in the BHTs znd in the villages, will atteiat
to ameliorate this ciscriminatcry situation.

At each BHC there will be at least a femrale MCH worker who
can attend to the minor health needs of ferale patients. Most importantly,
this worker can serve as an intermediary hetween the female patient and
the male physician. In the past, no ferale health personnel were present
in the BHC, and feraie patients could not have even indirect accnss to a
physicien. Ideally, of course, both a male and a female physician would
be present in the BHC. Until such timz, hcwever, the problem of direct
acress of women to physicians remains.

At the village l2vel, women will have access to Dai. These
Dai will be trained to conduct normal deliveries safely and tc recognize
hign-risk pregnancies which will be referred to the EHC or provincial
hospital. The Cai will also be taught preventive educative care for the
pre-natal, delivery, and post-natal periods. This DAi traininag should
corntribute significently to the reduction of female rcortality associated
with childbirth (the maternal mortality rate in Afchenistan is currently
arogn? 642 per 100,000 births, which i5 one of the highest rates in the
world).

The Dai will also be taught to recognize numerous health
probiems in children, and she will be involved in educating the community
about such things s malnutrition, treairent of diarrnea, child feeding,
avc. All of these activities should impact positively on the health status
¢f children, if not in fact contribute to the reduction ¢! infant mortality.

The reduction of both femaie and infant mortaiitv will, in the
short run, lead tc a small increase in the birth rate. In the long run,
however, particularly as the Family Planning Program gains momentum and
acceptance, this increase in the birth rate will subside and eventually
the overall birth rate should actually decrcase. Both the Dai and the
VHW will be educating the community ahout family planning practices and
thus will be instrumental in expanding the dissemination of this progran.

A reduction in ferale mortality and morbidity and a reduction
in the nurter of births per female are prerequisite for expanding the
role of vioren in scciety. /£ healthy weian is abie to provice better care
for her children; when families are smailer, each chiid receives greater
care and attentiorn; end a woian who is able to pericrm her role as a
mother wore efficicntly--and who is also freed at last frem the constant
cycle of pregnancy and chilcdbirth--is able to devote more time to extra-
household affairs and community-oriented activities.

In the past, only elite women have been abtle to participate in
the wider society. They have usually delayed their marriages (and thus



the beginning of their childbearing) by obtainina higher educatinrs,
and they also hove greater knowledae of and acces: to birth control
techniques. Evan when thev have not fecn able to lirit their child-
bearing, they have had the {financial resources to hive servents and
nannas to care for their ciiildren. In any case, they have been able,
more or less, tc free themselvas from the contines ¢f child reising

and housework and to carve out roles for thems=zives in the larger
society. This project caonrot, of course, guaranice the sare for villace
womzn in Girish', whe are pecreer end do net have the social connections
of the elite. ¢Gut the tesk of implerenting scre of the more ircoruant
prerequisites for female participaticn in the wider socicty (swaller
families, healtnier women and children, etc.) wiil have been initiated.



PART IV - IMPLENENTATION PLANNING

A. Administrative Arrangerents

1.  Government Administrative Arranqements

a. Ministry of Public Health

The Phase TI project will consicerably strengthen the
capabilities of the Ministry of Public Health through the ceveloprent
of central minictry manacerment systea<, In summary, the project aims
to develop & ranagement system within the MOPH capable of supporting
regional basic health care and then subsequently Taunching a national
bisic health care systeu. At the end of Phase 1I, manaccrent sys*ems
will be in place in tcims of basic health services, logistics, informa-
tion and manpewer planning.

While the MOPH appears committed to the purposas of the
Phase Il project, its management structure is currently irsufficient
to implement a national health care system. The compositicn of the
proposea Manacewent Team is in terms of the Phase II scope and is
deemzd adequate to meet those requircwents. Establishment of a Fanage-
ment Training Unit within the MOPH will go a long way to sustaining the
momeritum of the Phase I and II for Lhe subseguent Sector erffert, It i:
also agreed that ccunterparts will Lte on the job fer the dineétion cof
itre Phase Il effort. Long-term training wiil he deferre’ to the Sector
priase after systems are assicned and in place.

b. The Regional Training Center

A princinle thrust of the Phasc II effort is decentral-
izatior of the management structure uf health. The Pegional Training
Center is pivotal to that effort. It is responsible for initiating the
village-level program in Girishk, continuing ecducation for that prugrem,
initiating continuinc education at the BHCs, introducing public health
education to the Girishk region, strengtnening their superviscry function
and trainirg for villace and district programs, and finally maintainirg
material support of the villace-Tevel workers and BHCs.

The Phase II projcct will place two Tull-time advisors in
Girishk as well as the survey anzlyst for the Laseline Survey. Uhile it
could be arcued that regional placeraont could "overload" tho systen, it
is the view of the Project Committee, however, that if cecentratization
is to work, cevacity must be in the region, The capabilities of the
Regional Training Center personnel will be considerably strengthened by
the training aspects of the project.



c. The Basic Health Canter

The Basic Health Center assumes new administrative
responsibilities in the test area of Girishk. Responsibilily for
supervision of villacz-level programs will be assumed. T1here are also
new facility-based and cormunity outreach prevenilive progrims being
added to the BEHC agenda. Tocether they constitute a significant
increase in managerial responsibility. While management trainirg will
be importanti, perhaps even more imrportant is {he test of the non-
physicien doctor as BHC manager. The regional nroximity of technical
advisars is an essential pre-condition to assuring the success ov tiis
component of the project.

2. AID Project Administration

The Phase Il project is complex both technically and in its
geographic scopa; therefore, a detailed performance oriented moritoring
procedure is planned. The MOPH and Managerment Team will submit a vork-
plan for USAID approval within three months of mobilizaticn. Working
within the project ccrnicept described herein, the Managerent Team will
prepare cetailed task assignments, schedules, cutput tarcets ard per-
formance measures. In 2 sense, the project is a feasibility test For
a broader sector effort in FY 19¢2. That program will be largely cetermined
by progress against targeted nerformance indicators in the Phase II project.

a. lonitoring

Close Missicn monitoring of the Phase II project is crucial.
The Mission will have an expericnced nublic health officer in charge of
project monitoring. The officer will observe the project, as it is
implemented by the Ministry of Public Health and Managerent Team, to see
whether the project is proceeding as planned and in accerdance with
Goverrmert/AID understandirgs. In doing so, the officer will:
- ai  ~in o« conftinuous licison with MOPH
voials involved in project implementation;

- review material submitted in fulfillmznt of

conditions precedent, including the Manacement

Tean workplan, aavising the Goverrment end USAID

whether procress is adequate and on schedule ond

what steps srculd be taren to correct deficiencies;

- review Afghanictan's nregress toward performance
targets, advising the Government and USAID whether
progress is acdeauate and ¢n schedule and what steps
should be taken to zuvrrect the deficiencies;



- review all project reports and conduct personal
inspections;

- participate in evaluaticns;

- scrve as a technical «nd manejerial adviior to
Afghan project implementers on health policy
questions, planning, training and other project
related issues; and

- maintain liaison with WHO and other donors.

As one aspect of monitoring progress, the Mission will verify
completed physicel facilities through inspections. For the ducation of
Phase II, the Mission direct-nire engineering staff will periorm this
function. A more detailed discussion of facilities construction is
found below.

b. Peview and Evaluation

Joint reviews will be held semi-annually cduring the Phase 11
proje:t reriod. The purpose of the reviews will be to review progress
and preolems asscciated with tha precject. Performance targets, progress
made in reaching theri, contrartor performance and cencral project manage-
ment considerations will be tie major focus of vLhe reviews. The egenda
for each review will be jointly develecped by the Government and USAID
Regional health officers wiil participate fully in the revizrs.

In addition to the review meatinas, there will be continunus
evaluation of the proposed basic heelth care system throughout  This
evaluation will te direcied by a Senior Health Planrer to be contracted
Ey AID apart frow che Manacewent Team. Thirty-six men-months of con-
sultancy services are provided in the Phase Il project for this purpose.
It is expected that the Health Planner and Evaluaticn Officer vould spend
at least three rontis of each year in Afghanistan., Eighteen acditional
man-rionths are provided for additional speciaiized expertise. Tha design
of the evaluaticn program shculd proceed simultanecously with preparation
of the l'anagerent Team's workpian., Both will be reviewed by USAIC at
the samre tire.

The purrase of the evalvation will be to: (1) assess p-oject
performance vis-a-vis the strateay out’ined nerein and the irnlementation
design included in the workpian, (i1) assess the finencial viability and
technical feasibility o7 the prenosed basic health care system based on
the Girishk Experirent, (iii) assess the capacity of central miristry
management systems to launch and sustain a nacional health carz program,
and (iv) recormend the fe2sibility and cesirability for the Covernment



lo proceed, and AID to support, nztinnal replication. If after thr
Phase II project anc evaluation, UsaiD decides to proceea to suppere

a national system, a Sector Grant Paper will be submitted tc Washirqgton
for approval.

c. Reporting

To monitor the project for coreliance witii conditions,
covenants and progress, USAID, in an “‘mplereontation letter, will present
a system for regular reporting. The elission project officer will be
responsidle for meniter-ng the roporting system and insuring, to the
extent possible, report accuracy.

B. Implementaticn Arrangerents

1. Project Performance Trackina fletwork

The project tracking network (follcwing) covers selected
project indicators which relate tc important precject output targets
(milestones). The network is set acainst both fiscal aend calendsr
year targets, although it mzy alsc be used in terms of project morth
zero at the point in time when the Covernment meets cenditions precedent.

PPT FCR
Project Calendar
ho. Month Fonth Filestone fesponsibility
1. June 78 Project authorization ALD
2. July 78. Project Agreement.. USAID/Government
3. Aug. 72 CPs (including TA centract)
approved Government/AID
4. 1 Oct. 78 Contractor mobilization Cretractor
5. 2 Nov. 78 Baseline Survey design
initiated Concractor
6. 2 Nov. 70 QJT of RTC cormenced Contractor
7. 3 Dec. 78 Contractor workplan submitted Contractor
e. 3 Dec. 78 Evaluation p'an submitted Health #lenner
9, 4 Jan. 79 Baseline decsign complete Contractor



Project Calendar
No. Menath Month
10. 4 van. 79
1. 4 Jan. 79
12. 4 Jan. 79
13. 4 Jan. 79
14. 6 Mer. 79
15. 6 Mar. 79
16. 9 June 79
17. 9 June 79
18. 9 June 79
19. 9 June 79
20. 9 June 79
21. 9 June 79
22. 9 June
23. 13 Oct. 79
24 12 Oct. 79

Milestone
Vitkl/Dai training starts

Presssignment training for
BHCy starts

Con*inuing Ed/Supv. of
BHCs starts

BHC equipment and supplies
ordered

Drug pacicaging equipment
contract =zigned

Survey of Provincial
Hospitals starts

Baceline data collected

Provincial Hospital Survey
completed

BHC construction compiete
in Givishk

Preassignment training for
already assigned BHC
personnel completed

Recruit and begin training
of non-physician managers

BHC health educaticn
curriculum rompleted

BHC continuing education
curriculum completed

Baseline analysis complete

VHW/Dai continuing education

curriculum completed

Respons itiiity

RTC/Contractor

RTC/Contractor

RTC/Contractor

MOPH/Contractor

MOPH/Contractor

Contractor

Contractor

Contractor

MOPH

RTC/Contractor

MOPH/RTC/Contractor

MOPH/Contractor

MOPH/Contractor

MOPH/Contractor

MOPH/Contractor



Project Calendar
Ho. Month Month
23. 13 Oct. 79
26. 13 Oct. 79
27. 13 Oct. 79
28, 13 Oct. 79
29. 13 Oct. 79
30. 13 Oct. 79
31. 13 Oct. 79
3¢. 13 Qct. 79
33. 13 Oct. 79
34. 15 Dec. 79
35. 15 Dec. 79
36. 15 Dec. 79
37. 15 Lec. 79
33. 16 Jan. 80

Milestone

Home Visiting Program test
starts

Community Based Distribution
test starts

MCH and Oral Rehydration
clinics estahlished in 50%
Girishk EHCs

Drugs imported and distributed

Girishk BHC equipment and
supplies in place

Non-physician managers
trained and in place

Sanitarian public health and
supervision curriculum
completed

Logistic systems manuals
completed

Information systems manuals
completed

50% VHW/Dais in Girishk
trained and in place

Drug packaging equipment in
place

BHC preassignment curriculum
completed

A11 BHCs in Girishk visited
at least twice for continuing
education

Continuing cducation for
VHW/Dais starts

Responsibility

RTC/BHC Contractor
RTC/BHC/Contractor
MOPH
MOPH
MOPH

RTC/Contractor

MCPH/Contractor
Centractor
Ccntfactor
RTC/Contractor
MJPH/Contractor

MOFH/Contractor

RTC/Contractor

RTC/Coniractor



Project Calendar
No. Month  Month
29, 18 Mar. 80
40. 18 Mar. 80
el June 80
42. 21 June 80
43. 25 Oct. 80
44, 27 Dec. 80
45, 27 Dec. 80
46. 27 Dec. 80
47. 27 Dec. 80
48, 30 Mar. 81
49, 30 Mar. 81
50. 31 April8il
51. 33 June 8]
52. 33 June 81
53. 34 July 81
54. 35 Sept.81

Mitestone

RTC training manual for
trainers completed

MCH and Oral Rehydration
clinics established in all
Girishk BHCs

Continuing education for
50% VHW/Dais completed

A11 BHCs in Girishk visited

at least four times for
continuing education

BHC construction complete

1981 Baseline survey initiated

100% VHW/Dais trained and in
place in Girishk

MOPH Management Training Unit
curriculum, materials and
manual complete

Manpover analysis complete

Home Visiting evaluated

Community Distribution
evaluated

Bascline data analyzed
Continuing education for 100%
VHW/Dais in Girisnk and 50%
secend round corplete

RTC previding continuing
education and supervision

in site visits to all BHCs

at least four times a year
Evaiuation complete

Final Report

Responsibilsty

Contractor

MOPH

RTC/Contractor

RTC/Contractor
MOPH
Contractor/RTC

RTC/Contractor

Centractor/MOPH
Contractor/MOPH

nealtnh Planner

Heaith Planner

MOPH/Contractor/
Heaitk Planner

KTC/Contractor

RTC
Health Pianrer

Contractoy
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2. Management Team

USAID seeks a departure from ordinary competitive practice
pursuant to Title 41, Federal Procurement Regulations, Chapter 7,
Agency for Interrctional Deve lopment, Sub-part 7-3.1 - Use of Negotiation.

Specifically, USAID believes Management Sciences for Health Inc.
/§hculd have their current Pha<e I contract amended to meet the Phase II
task and maintain the current Management Team. Chapter 7 provides that
negotiation without solicitatiun of proposals may be undertaken in the
case of contract arendments which provide for the continuation of
activities or assistance which in the judgment of the contracting
officer are desicned to meet a goal which is substantially similar to
the gcal stated in the original contract. That is the case in this
instance. The Girishk Experiment and central Ministry management
assistance arise out of Phase I, and while adding intensity of coverage,
do not jncrease the scope of the MSH activity. Indeed, the scope is
sharpened to focus on nealth delivery systems in a defined region.

A second cateaory for negotiation is also appiiceble under
Chapter 7: necotiation without solicitation may be undertaken for
contracts for which one firm or institution has exclusive or predominate
capability. Chapter 7 outlines thz following factors which should be
considered in preparing a “justification".

- What capability does MSH have which is important to the
specific efforts and clearly makes it more desirable .+
than another firm? {“(}4bvl:‘i\,ﬁza 6 e-;\fr J

v g 7&

(A
Management Sciences for Health, under, Phase I, con-
ceptualized and initiated t® Village Health Qorker
and Dai programsg‘ They conceptualized and initiated
the curricula_and training programs for village-level
workers and BfiC workers. The Regional Training Center
is a creation of MNSH as is the Home Visiting Program
and Community Baseud Cistribution test. The Revolving
Fund for druq purchases is their concept and design.
What we know of managerent sysiems in the MOPH, in
fact, is duc entirely to I"SH. A1l of these elements
were conceptualized and developed during Phase I.
Most are still in an.experirental stege, and their
nature and potential are the unique conceptual property
of MSH. Anather firm-wewld-undoubtedty-have-to V&L nk
the -entire basic healtnh service rwdel, in effect repeat-
1ng Phase ‘1. There {5 o Guestion but that at the
end-ef-Phese~H 5 soH e tatTon 6T proposals witl be
appropriate. -At that point systers would have bteen
defined-and tested, aiid itplemeiiaLion SUPEOTE couTd
be.undertaken as a separate activity.




- What prior experience of a highly specialized nature
does MS!' possess wiich 1s vital to the proposed effort?

MSH-is__the.sole.contpaeter-exploriiy HeW Eoficepts
of héa*ﬁh~de+mvepy«w}ihw%hewﬁePH"ﬂn“ﬂ”gﬁan1stan

Phase.l-experingnis. ase. .siill io.process-and will
beuthe . subslantive. takezoff.for.dhe. Bhase IT test.

In Ghe—parttertr- TS TINCE U tht~rerent” revolution,
H_mNNN“H¥#H%4ﬂuL4Mﬂ*~4fﬂT"7W"W’TW§‘WUTPTﬂQ“Th the
(i FORH. Hith the prospect of new advisors from other
countr1e now enteriny the Minictry, it is even more
important that the firm responsikle for conceptualizing
the proposed naticnal basic health services system be
available to maintain treir critical role - a role
which cculd guide other donors or which would pass to
others with a gap in time and discontinuity in personnel

If time schedules are critical, why are they critical and
why can MSH best meet them?

MSH is alrcady mobilized in Afghanistan. They rave five
eople here that can bagin work on the Phase Il workpla
mmediate@y. That is a distinct and uniaque advantagedel. e
ooy NV
Time is critical for two reasons. As noted avove, dic-
continuity of U.S. input at the MOPH couls displace the
pivotal role AID has come to play in the !Ministry. In
that sense, it is continuity not time that is critical.
In terms of timing, the new Government has made a commit-
ment to the people of Afghanistan that tney will take
immediate steps to improve rural health. ‘e are paisea -
and ready to assist in that effort. Othe: donors are
similarly poised. Initiation of a new contract team
would delay implerantation for &t least six months. The
Government has mace it clear that they are not prerared
to tolerate that kind of time lapse. If the AID leader-
ship role is lost, a new dorior could propose a new health
model and, in ecc n- ~vniact.

“Pat &ﬁ Pafla 11 m\,ss\mj



The Managenent Team will be self-supporting in terms of
administrative support. USAID managerent facilities will rot be
available for contractor support. As pointed out above, three members
of the tanagement Team will be resident in the Girishk Region.
Specific allowance for housing rennovation will be include in the
contract.

Given the integrated nature of the Girishk experiment, it
is proposed that no new members of the MSH Team be autherized to
proceed to Afchanistan until all mesbors are recruited and prepared
to travel. If the new menrbers are not recruited and available to
travel 90 days after contract signature, AID will reserve the right
to terminate the contract and will then pursue contracting through
usual ccmpetitive procedures.

3. Evaluation Team

Funds for independent evaluatior are provided in the Phase II
project. If Fanagement Sciences for Health is contracted for the
Management Team, it will be necessary to have the Evaluation Team
selected and in Afghanistan not later than Octcber 1978. To et this
schedule, it is probably riost desirable teo utilize a Health Fianner
already under contract to the Auancy. Given the importance of the
project, its sienificance for the national health care in Atchanistan
»nd its possible relevance to other basic health projecte around the
world, the Health Planner siculd have substantial expericnce in
international health and be preparcd to make & major commitment of
time to the project. Project funding is provided for both U.S.cand
locs1 Afghan evaluation design and analysis support.

If it is necessary to solicit proposals for the Evaluation Team,
it is reccrmended that AID short-list selected candidates immediately to
facilitate selection, contracting and mobilization.

4. Physical Facilities

The Mission ccnsidered the assicnment of a Construction
Fanacement Advisor to the MOPH for the corstruction corponent of the
Phase I: preject. fGiven the advanccd state of project inplementation,
noted improverants in constructicn managercrt within the 'OPH over the
past six months and the limited role of facilities constru-ticen in FCPH
plans, it his been decided not to include the Advisor in the Mhcese II
project.

The Mission will continue to use Fixed Amount Reimiursenent
for the BHC construction component. Refore signing FAR fgreements fcr
the 38 buildings not yet covered by such Agreerents, the 'OPH will heve
to submit to USAID.a plan for the design, censtruction, supervisinn and



Table F.:

ESTIMATED AID COSTS FOR ALL 50 BASIC HEALTH CENTERS

First 12 BHCs

Agre~d Cost 12 BHCs
AID Cost (x0.75)
AID Cost in Dollars (- 42)

Allowance of 10% for currency filuctuations

Tctal Estimated Cost

Amount Obligated in Project Agreement

Additional Fund Reauired

Remaining 3% BHCs

Type T BHCs 3 @ Afs. 8,663,943
Type II BHCs 5 @ Afs. 4,291,352
Type 111 BHCs 30 @ Afs. 2,920,683
Total Estimate Cost (1977 Price)
AID Cost (x0.75)

AID Cost in Dollars (= 42)

Allow 209 for Inflation & Currency
Fluctuations

Estimated Total AID Cost

Afs. 41,709,902

31,282,426

$ 744,820
74,482

$ 519,302
__sy.em
$ 281,390

Afs. 25,591,829
Afs. 21,456,760
Afs. §9,420,490

Afs.130.869,07°

Afs.162,651,800
$ 2,444,091

435,818

4 2,432,909

* Agreed Cost between USAID and MOPH October 1977

4 Allowance because FAR Agreement not yet signed by MOPH



Table E.2

ESTIMATED COSTS FOR BHCs
(1977 Price)

- ~CLASS T BHC
Basic Health Center Building 2,108,394
Doctor's Quarters 728,598
Officer's Quarters 728,598
Administration and Classrooms 1,371,839
Kitchen and Dining Room 526,870
Bachelor's Quarters 704,328
Utilities (Water Tower, Septic Tank, Water Distribution) 284,568
Compound Wall and Gate 869,472
Cormitory 1,371,267

Afs. 8,663,943

CLASS II BHC

pasic Health Center Building 2,078,303
Doctor's Quarters 717,327
‘Bachelor's Quarters 693,432
jtilities (Mater Tower, Septic Tank, Water Distribution) 212,290
Compounta Wall and Gate 590,000

Afs. 4,291,352

CLASS III BRC

Basic Health Center Building 767,634
Noctor's Quarters 717,327
Bachelor's Quarters 693,432
Utilities (Mater Tower, Septic Tank, vlater Distribution) 212,250
Compound Waii ard Cate 590,000

Afs. 2,980,683



monitoring including details of personnel assignment and evidence
of budget to support the proposed cuastruction program. GOA
competitive practice will be used in construction contracting.

USAID has considered alternate monitoring/sunervision
proposals. While USAID had actually supervised censtruction in the
past, it is cleariy an MOPH responsibility. To assure that it is
done properly, AID will fund as a Phase Il project cost supervisory
per diem costs. On this basis, USAID engineering staff is deemed
adequate for monitoring.

The USAID Chief Engineer hac reviewed and concurred in the
construction program of the Phase II project. The basic designs have
been previously approved in Phase I, and the required technical criteria
and standards of construction have been established and proved success-
vul in the vield. The proposed standards, designs and methods of
construction operation are in conformance with sound engireering
practice. In Afghanistan there are both 1icensed and unlicensed
contractors. Licensed contractors follow usual competitive practice
and have a satisfactery construction record. Unlicensed contractors
are required to follow Ministry of Works price schedules. As a result
thev inevitably shade standards or dn not complete the job. The
Phase II project will fund both smail site concrete mixers and vibrators
which will be given to the unlicensed contractor upon completicn of a
job. It is believed this incentive will obviate the earlizr problem.

It will also add to the teckrical quality of the completed job.

The cost estimates for the project are based uin October 1977
prices for materials and construcion. USAID believes th costs are
reasonable and that the degree of planning is sufficient to meet tha
reqrirements of Section 611 of the Foreign Assistance Act. The Director's
Certification is included as an Annex.

5. Commodity Procurement

The contract support commodities will be includcd as a part
of the technical assistance contract. Code 941 will be ~iiagible and
AID competitive requirements will be followed.

The comrodities to be financed under this grant fcr the MCPH
Will be procured by that Ministry following AID competitive procedures.
IFBs for off-shere procurerent will be approved by USAID as will awards.
Commodity eligibility varies:

- drug packaging equipment Code 941
pharmaceuticals (in accord with U.S. Code 300 - (waiver request
Food and Drug certification for under considera-
eligibility and suitability per AID tion)

Handbook 15, Annex B, Part II)



- vehicles Code 000

- equipment for warehouses, BHCs Code 941 and
and RTCs Cooperating Country

LUSAID is considering submissicn of a scurce/origin waiver
request for pharimceuticals. U.S. procurement would be disfunctionail
in the sense that it would redirect procurerent from curivent channels
and would impede routinization of procurement practice. It would also
add cost, and the current estimate ¢f $750,000 would increase by 50
percent. The Mission will advise following resumption of discussions
with Government.

6. Local Support Costs

To insure that funds are used prudently and for project purpose
achievement in uirishk, a disbursement system with the Toilowing com-
ponents is planned:

- training support financing will te accomplished by an
initial advance payment foliowed by four semi-arnnual
fixed instaliments and & final payrent.

- prior to making the initial advance, a workplan vor the
Givishk Experiment including detaiied tasy assiunments,
schedules, cutput targets and pei-formance measures will
be subnitted for USAID approval.

- prior to semi-annual installments, & statemant¢ of pro-
cedures for semi-annual review, such procedure to include
the subjects to be regularly covered at each ieview meeting.

- prior to semi-arnual instaliments, evidence that staft hac
been assicned in Girishk in terms with the output indicators
contained in the Logical Framework.

- agreement by the Goverrment at the time of tie Tirst semi-
annual installment to meet 10 percent of future annual
training support costs: end dagrecrment at the tine of the
third semni-annual inctallment to meet 20 percent of future
annual training support costs;

- evidence that the Fhase II prcject is being imnlenented in
accordance with approved vworkplans; and

- evidence that the performance tavcets required to justify a
particular installment, as set forth in Implementaiion
Letters based on agreed workplans, rave been met with reyard
to training capacity, trainsd menpouer, ranacement develop-
ment and operatizn, establishment of physical faciiities,
staffing and other items to be enumerated.



7. Conditions Precedent and Covenants

The following are illustrative of the Conditicns Precedent
and Covenants that the USAID Mission proposes to negotiate with the
Government of Afgnanistan. Although the Government appears in accord
with the purposes of the illustrative list, officials have consistently
expressed concern with the number of conditions and the specificity
indicated. The final text of the Conditions Precedent and Covenants
will, therefore, evolve from Project Agreement negotiations.

1. Conditions Precedent to Disbursement for
Tecknical Assistance

Prior to the first disbursement of AID funds for technical
assistance, the Government of Afghanictan will furnish:

- a preliminary plan for Basic Health Services
outlining strategy and objectives, organization,
costs and financing;

- evidence that a contract amendment for technical
assistance has neen entered into for the services
outlined in this Project Paper; and

- evidence that tunds other than thcose pravided by
AID which are necessary for the timely rerformance
of the contract have been made avail:hle.

2. Conditions Precedent to Disbursement vt Funds for
Participants

- a training plan relating proposed iraining to
project purposes as outlined herein,

3. Conditijons Precedent to Dishursement of funds for
Commodities

- for contract support, evicdence that a contract
aiendment for technical assistance has ceen entered
into;

- for drugs, drug packaging equipment end vehicles
prior approval of the IFP and approvai of al?
avards; and

- for RTC/BHC/warehouse eauipment, prior approval cf
the commodity 1ists and procurement procedures.



Conditions Precedent to Initial Disbursement
for Local Subpo.: Cests

- a workplan for the Girishk Experiment and reiated
training including detailed task assignments,
schedules, cutput targets and performance measures
for village workers, MCPH personnel and the
Management Team.

Conditions Prececent to Additional Disbursements
for Local Support Costs

a statement of procedures for semi-annual review
of Phase II progress;

- evidence that village-level workers and MOPH
personnel have been recruited, trained and assigned
in accord with the output indicators contained in
the viorkplan submitted as a Condition Precedent to
Initial Disbursement;

- agreement by the Government to meet 10 percent of
the second and future semi-annual assessments of
training support costs and 20 percert ot the fourth
and future semi-annual assessments o +raining
support costs; and

- evidence that the performance targets required to
justify a particular installment, as set forth in
Implementation Letters based on agreed workplans,
have been met.

Conditions Precedent to Final Disbursement for Local
Support Costs

- submissioh of the project Evaluatien and Management
Team Final Report; and

- evidence that the Phase II project was implemented
in accordance with approved workplans.

Conditions Pracedent to Dishursement for Physical
Facility Conctiruction

- submission of a nlan for the desigr, construction,
supervision and wonitoring including details of
personnel assignment and evidence of budget tu
support the proposed construction program; and



- a signed AR Agreement per instructions to he
inciuded in the first Implementation Letter.

8. Special Covenants

- the Govornment will carry out the Phase II pinject
with sufficient manpower and fundirg to meet
agreed performance targets for the project.

- the MOPH will undertake training programs in &
timely and efrective manner.

- as a part of meeting the project purpose, the MOPH
will seek to have an inteugrated basic health care
system opevating in Girishk within two years.

- as a part of weeting project purpose, the MOPH will
assure that an efrective management support infra-
structure is developed and made operational in &
timely manner.

- the MOPH will ergage long-term technical advisors in
accord with the design outlined in this Project Paper.



"PROJECT AUTHORIZATICN AND REQUEST FOR ALLOTMENT OF FUNDS

Name of Country/Entity: Afghanistan Name of Project: Basic Health Services

Number of Project: 306-0144

Pursuant to Part I. Chapter 1. Section 104 of the Foreign Assistance
act of 1961, as amended, I hereby authorize a Grant to Afghanistan, the
"Cooperating Country", of not to exceed 3 million United States Dcllars
($2,800,000), the "Authorized Amount", to help in financing certain foreign
exchange and local currency costs of goods and services required for the project
as described in the following pa~agraph.

Tie project consists of assistance tv initiate and sustain a basic health
care system in the Girishk Region of Afghanistan to test the system's technical
feasibility and economic viability. It will also develop management systems
at tho central Ministry level capable of supporting the regional health care
system and then subsequently a national system (hereinafter referred to as
the "Project").

I approve the total level of A.I.D. appropriated funding planned for this
prciect of not to exceed 14 million United States Dollars ($13,984,000), of
which $13,984,000 will be Grant funded, including the funding authorized above,
during the pericd FY 1978 through FY 80. I approve further increments durirng
that pericd of Grant funding up to $11,164,000, subject to the availability of
funds in accorda'ice with A.I.D. allotment procedures.

T hereby authorize the initiation of negotiation and execution of the



Project Agrerment by the officer to whom such authority has been delzoaed

in accordance with A.I.D. requlations and Delegations of Authority subject to
the following essential terms and covenants and major conditicns; together
with such other terms and conditions as A.I.D. may deem appropriate:

a. Source and Orinin of Goods and Services

Except for Ocean Shipping, guods and services financed by A.I1.D. under
the project shall have their source and origin in the Cooperating Country or
in countries included in A.I.D. Geographic Code 941, except as A.I.D. may
othervise agree in writing.

b. Conditions Precedent to Disbursement for Technical Assistance

Prior to the first disbursemeni of A.I.D. funds for technical
assistence, the Gevernment of Afghanistan will furnish:

- a prelimirary plan for Basic Health Services outlining strategy
and cbjectives, organization, costs and financing;

- evidence that a contract amendment for technical assistance
has been entered into for the services outlined in this
Project Paper; and

- evidence that funds other than those provided by A.I.D. which
are necesssry for the timely performance of the contract have
been made available.

c. Conditions Prececdent to Dishursement of Funds for Participants

- a training plan relating proposed training to project purpcses
as outlired herein.

d. Corditicns Precedent te Cisbursement of Fur:s for Commodities







- evidence that tre performance targets required to justify
a particular installment, as set forth in Implementation
Letters based on avreed workpians, have been met.

g. Conditions Precedent to Final Disbursement for Local Support

Costs

- submission of the project Evaluation and Management Team
Final Report; and

- evidence that the Phase II project was implemented in
accordance with approved workplans.

h. Conditions Precedent to Disbursement for Physical Facility

Construction

- submission of a plan for the design, construction, supervision
and ronitoring including details of personnel assignment and
evidence of budget tn support the proposed construction program;
and

- u signed FAR Agreement per instructions to be included in the
first Implementation Letter.

i, Special Covenants

- the Government will carry out the Phase II project with
sufficient manpower and funding to meet agreed performance
targets for the project.

- the MOPH will undertake training programs in a timely and

effective manner.



as a part of meeting the project purpose, the MOPH will
seek to have an integrated basic health care system
operating in Girish% within two years.

- as a part of meeting project purpose, the MOPH will assure
that an effertive management support infrastructure is
developed and made operational in a timely manner.

- the MOPH will engage long-term technical advisors in accord
with the design outlined in this Project Paper.

J. Approval to Necotiate the Technical Assistance Contract

- authorization is given to amend the A.I1.D. centract with
Management Sciznces for Health Inc. for the technical
assistance described in the Project Paper.

k. Waiver of GOA Contrihution Requirement

- the twenty-five percent contribution requirement from the
GOA is waived.

1. Inclusion of Phase I Construction

- Phase I construction is incorporated into the Phase II project.

Clzarances:

Signature:

Office

Date \J





















8. International Air Transnort, Fair
tompatitive Practices /i, 1074

If air tansnortation of persoas ov
property s finiaced on qrant Fasis, will
provision bz made that U.S.-flaq carriers
will be utilized to th2 extent such
servica.- is available?

Construction

1. FM Sec. ¢21{d). If a canital {(e.n.,
construction) oroicct, <re encinearing
-~ and professional services of U.5. firms
and their atfiliates to be usad to the
maximum extent consistont with Lie
national interest?

2. FAA Sac. £11(c). If contracts fur
construction are to ba financad, will
they be 12t on a competitive basis tu
maximum extent practicahle?

3. FAf Sec. “20(k). If for conslruction
of nroductive enterprisz, will annregate
valuz of assistance to ha furnished hy
the U.5. not exceed 5190 million?

iestrictions

O'ther__.

1. FMA Sec. 201(d). If develonment loan,
is interest rate at least 2% nor annum
during grace period and at least 37 per
annum thareafter?

2. FAA Sec. 321/d). If fund is established
soiely by U.S. contributions and acainis-
tered by an international organization,
doas Lomntroller General have audit
riohts?

3. FAA Séc. £29(h). Do arranfemonts
oyacluds ot DrOnstING o assistina the
foreian aid projects or activities of
Communist-3loc countries, conirary to
*he hast inierests of the U.S.?

4. FiA Sec, £35(1). Is financing not ser-
mitted to o2 used, without waiver. fur
purchase, long- term leasw, or exchanfe
of motoy vzricle manufactured ontside
the U.S. or quaranty of such transactinen?

5. M1 arrengemants preclude use o
financino:

Yes. Will be provided in centeacts.

See Project Paper Part 1V, B.4.
Technical assistance not required.

See Preject Paper Part 1V, B.4.

Not Applicable

Not Applicable

Not Applicable

There is no association with £ID
projects or activities of Cormunist-
Bloc ccuntries contemplated.

Vehicle procurerent is limited to the
u.s.



a. FAA Sec. 114. To pay for perfor-
mance of abortions or to mo:ivate ar
coerce persons to practice abortions,
to pay for perfcrmance of irvoluntary
sterilization, or to coerce or provide
financial incentive to any person to
practice sterilizations?

FAA Sec. 620(q). to compensate

owners for expropriated nationalized
property?

FAA Sec. 663. to finance police

training or other law enforcement
assistance, except for narcotics
programs?

FAA Sec. €62. for CIA activities?

App. Sec. 103. to pay pensions, etc .,

for military personnel?

App. Sec. 105. to pay U.M. assess-

ments?

App. Sec. 106. to carry out provi-
sions of FAA Sections 202{d) and 251(h)?
(transfer to multilateral organization
for lending).

h. App. Sec. 112. To finance the
export of nuclear equinment, fuel,
or techrobay or to train foreign
nationals in nuclear fields?

App. Sec. 501. to be used for
publicity or propaganca purposes
within U.S. not authorized by
Congress?

Yes

dot Applicable



ANNEX E.

PRAJECT CHECKLIST

A, GEMERRL CRITFRIA FAR DPANECT

1. _Mnon, Bnnunbared: FAR Sec. £53(h)

(a) PMescribe how Cermmittens on Aonrooriations (a) The Committees will be notified

of Senate and House have heen or will he prior to authorization.
notified concerninn tha nroinct:
(hy is assistance within (Mnaration2l Year (b) Mo.

“udnet) cruntry or international ornanization
allocation renorted to Conorass (or not more
than “1 million over that fiaure nlus 1N%)?

2. FARA Sec. ~11(a)(1). Prior to oblination in (a) Yes
excess of 100,701, will thare ha (a) ennin=erinna,
financial, and other nlans necessarv to carry

out the assistance and (%) & reasonably firm (b) Part IV, B.4. of the Project
astimate of the cost tn the U5, of th2 Paper
assistance?

3. FAN Sec. m11{a)(?). If further l2nislative
action s required within recinient countrv,
vhat is hasis for reasonahle exosctation that

stich action i1l he comnleted in time to nermit Not Applicabie
orderly accomnlishnent cf nurnose of the
assistance?

4, FMN Sec. F11(h): Pnn, Sec. 1n1, If for water
or 'ater-related land rasource construction,
has nroject met the standards and criteria Not Applicable
as ner the Princinles and Standar-s for
Plarrinn Y'atar and Nelated Land Rescurcas dated
Octohar 25, 11737

5. FAL Sac. €11(2). If project is canital ascistance

{e.n., construction), and all !, S, assistance Director's Certificaticn |
for it »1i11 ~xceed “1 million, has !lission included as Part IV, B.4 of
Nirector certifiet tn~ countrv's canahility Project Paper

effectively to maintain and utilize the nroject?



7.

1o.

FAA Sec, 209 €19, 1Is project
susceptible of executien as part

of regiocnal v multileteral project?
If so vhy is project not so executed?
Infermetion and conclusion whethex
assistance will encourege regional
development programs. If assistance
is for newly incerendent country, is
it lurnished through multilcteral
organizations or plans to the maximm
extent appropriate?

FAL 3ec. 601(a): (end Sec. 201(f) for
develrrrant lozns ), Information and
conciusiong vhether project ill
encourage efforts of the country to:
(a) increese the flmr of international
trede; (b) foster private initiative
and campetition; (c) encourage develep-
ment and use of ceooperatives, credit
unions. and sevings end loan associations;
(d) discourage monopolistic practices;
(e) ircrove technical efficiency of
indvsiry, agriculture ard comrerce; and
(£f) strengthen free labor unions.

Ft4 Ser, 601(b). Informetisn ard con-
clhicion on hor project +ill encourage
U.S. private trade and investment

gbhrrad and eaceurage private U.S.
perticipation in foreign assistence
progrems (including use of private trade
chernels and the services of U.S. rrivate
enterprise).

FAL 3ec, 612(b): Sec, 636(h). Describe
steps taken to sssure that, to the
maximun extent possible, the country is
contrivuting locazl cu:rencies to meet
the cost of contrzctual and other
services, and foreign currencies ovned
by the U.S. ara utilized to meet the
cost of cuntractual and other services.

FAA Sec. 612(d). Does “he U.S. ovr
excess foreign currency and, if so,

wvhat arrsngemen®s have been made for its
release?

The assistance is net dirccted at a
regional j.rcoblem, and the project
will not encourage any regional
programs. Afghanistan is not a newly
independent country.

The basic health system, at the
village level, is a private system.
The testing of that system is the
major purpose of the project. Other
refarences are not applicable.

The GOA will contract with an
American organization fcv management
services. Drug ccrnmodities &nd
equipment will alsc be supplied from
the U.S.

Because the project is in the nature
of 2 test, AID will finance the bulk
of Tocal costs. A gradual increase
in COL contribution is conterpliated
and a follow-on Sector Grant will be
conditioned on GOA local support.

Afghanistan is not an excess currency
country.



ISt 1k, Are any FAA funds for TY 78
being used in this Froject to con-
struct, operate, maintain, or supply
fuel for, any nuclear pcrerplant under
an agreement for ccoperation betwezn
the U.S. and azny other uountry?

B. FUUDIIG CRITERT/ FOR FROJECT

1.

Dewelopnent :ssistance Project Critcria

a. Ff2 Sec. 102(c): Sec. 111: 2Bla,
Extent to *hich activity ill (a)
effectively involve the poor in
develcpment, by extending access to
econcnyy at local level, inereasing
laber-intensive production, spreading
investrent out from cities to small
torns and rural ereas; and (b) help
develop conperatives, esrecially ty
technical assistance, to assist rural
and urban poor to help themselves
torard batter life, and othervise
encoursge demnnratic private and local
govzanuental instvitutions?

b. /P Sec. 103, 103/, 105, 106,107.
Is assistance being made aveilable:
(inclvde only =2pplicable paragraph --
e.g., 8, b, etc, -- which corresponds
tce snource of funds used. If more than
one fund source is used for vroject,
incinde relevant paragraph for each
fund source.)

(1) (103) feor agricu ture, ruakal
development or nutrition; if so,
extent to which activity is
specifically dezigned fo increase
productivity =2nd inccme of rural
poor; (103f/) if for agricultural
resecrch, s full account taken
‘of needs of smali farmers;

(2) (104) for population planning or
kealtl; if su, extvent tc 'rhich

activity exbeads lov~-cost, integrated

deliverv systems to provide Leeith
and foiully planning services,
especially to rural =aresas and poor;

No such activity is financed under
this assistance.

The project is premised on a village
health worker and traditionai mid-wife -
village recruited personnel. The

project will also focus-on health
education and local preventive practices.
See Project Paper Part III, D.

See Part III of "roject Paper.



(3) (105) for education, public admin-
istration, or human resources
development; if so, extent to which
actavity oirengthens nonformal
education, maices formal education
more r=levant, especially for rural
familieg-and wban pcor, or
strengthens nancgement capsoility
of institutions enabling the poor
to participate in development;

(4) (106) wor technical assistance,
energy, researcl, recounstruction,
and selected development wroblems;
if so, extent activity is:

(a) technical cooperation and develop-
ment, especioslly with U.S. private

and voluntary, or retional and inter-
national development, uvrganizations;

(b) to nelp alleviate energy problem;

(c) research into, and evalunation of,
economic development processes and
techniques;

(d) reconstruction after natural or
manmade disaster;

(e) for special developmert 1iucblem,
-and to enable proper utilization of
earlier U.S. infrastructure, ete.,
essistance;

(f) fo programs of urban develop-
ment, especiclly smell lator-
intensive enterprises, meiikeving
systems, and financial or other
ingtitutions tec help urbon poor
participete in econcmic and cocial
development,

(5) (107) by grants for ccordinzted
privete effort to develon ani
disseminate intermedizte technolcgies
appropriste for developixg

countries. The GOA is a "relatively Teast
developed country" which a
c., FEA Bece. 110(6),__S_EC. 208("_'..)_. Ts tre vaiver of the twenty_ mMve
recipient ccuntyy ~illing to percent requirement is

contribute funds to the project, appropriate



and in het manner hes or rill it
provide assurances that it <rill pro-
vide at lea:t 25 Jf the costs of the
progrem, project, or sctivity rith
resrect to rhich the zssistance is to
be furnished (or has the latier cost -
shering reouirement been traived ftor a
rrelatively least-developedw countsry)?

F2L Sec, 119(b). 511 grent capital No.
esskstance be disbursed for project

ofer more than 3 yezrs? If so, hag
Justificztion gatisiectery to Congress

been made, and efforts for cther

financing, or is the recipient countr
nrelatively least developed?n

T/l Sec. 207; Ssc. 113, ITxtent to For (3)/(4) and (6) see Part III of
vhich assistance rerlects appropriate the Project Paper
eirphasis ony (1) encouraging develop-

ment of democratvic, economic, nolitical,

and social institutions:; (2) sell-help

in meeting the countryts food needs;

(3) improving availzbility of trained

vorkersorer in the country: (4) programs

desigacd to ieet thz ccuntryrs health

needs: (5) cther important ercas of

econonic, political, zad sccizl develop-

ment, including industry; free labor

wions, cooperatives, and Voluntary

lgencies; trinsportation and communica-

tinn: planning and public administraticng

urvan develcpment, and modernization of

existing levs; or (6) integrating vomen

into the rccipient countryts neticnal

econay.
F'" Sec, 281{n). Describe extent to See Part III, A and D of the Project
which program recorrnizes the particular Paper.

neecs, cesires, cnd capescitics of the
peopie of *he country: utilizes the
coumtryts intellcetusl resources to

and guprorts civic ~ducation and
trainirz in skills recuired for
effective particinntion in govermmentol
and politicipetion i:. govermmsntal and
policic:zl processes essentiuvl to self -
governrent.,
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h.

F£2 Sec. 201(L)(2)-(L) and -(8,, Sec.
201 (c): Ses. 2117=301)-(3) =ad ~(8).
Does the 22iivity give re:vonﬁble Pro-
mise of cortributing te the derelonment:
of economic resources, or to the iscrease
of productive cepecities and self -
sustaining ceconomic gruth, or o edu-
cetional or otncr inchitutions directed
torrard sociel nrogress? Is it ralated
tc gnd consistent rith otuer deveooment
ectivities,and vill it contribute To
reclizable long-range objectives? Jad
does project pzper provide informa*ion
end conclusion on 2n ~ctivity1s economic
ana technical soundness?

F/1 Sec. 201(H)(6): Sec, 2i1 (2)(5).(6).
InTormation and conclusion 0. possible
effects of the asgistence on U.S.
econoiyy, with special reference to ereas
of substontial lebor swrplus, ¢rd extent
to “rhich U.S. comodities and assistaice
are furnished in o menner consistent :ith
irmproving or cafegusrding the U.S.
hal=rce-of-peynents nesitinn.

See Part III B and C of the
Project Paper

Technical assistance and major
equipment 1items will be procured
from the U.S. No adverse affect
on the U.S. balance of payments
is anticipated.
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AFPGPALUTISTAN

A. HEALTHE AND POPULATICN OVERVIEW

Afghani.tan stands but:iarmong the seven countries studied in
two rezards. 7Zirst, 1its population suffers perhaps the poorest
level of heaith, challenged only by Yemen 41 th’s unfor-unate re-
gard. Second, the Goverament of Afghanistan appears to lLe ome.of
if rot the most interested of the seven countries' governteats in
a pril-ary health care strategy for bringing izproved services to
the rural poor.

A.l. Ponulation Ccmvositica and Distribution

Afghanistan has never had an official:population censuxz.
Various Gecverr—ent Ministries cite estimates between 14.5 and
17 million althouzh the actual nurber nay be closer to 12 mi114om. !
Approxizately 1 to 2 millicu 2r= aczadic or semi-ncmadic rastora=-
ligts. 0Of the sedentary porulation about 85 percent is rural aad
15 pervrcent urtan. The sedentziry population lives where “here is
vater, Its graatest concent~ition is in irrigatiop prcject areas.
There is great ethnie hatevrgeneitv and in-grous ideatificaticn.
Nearly each gtoup speaks its own language—Pushtu, Dari, Uzbek,
Turkozan, Kirzhiz, Baluchi, and so on.

A.2. Povulation and Health Status

a) Porulation. A4*chanistan's population 4% young and
charanterized ty high fertility and high =zortality. Vital rates
are only rough approxizations. Tne crude birth rate 1s estimated
at 50 per 10C3 persoms, th= crude death rate about 25 par 1000,
Infant rcortality.is believed t~ b~ about 180 per 10C0 1ivz births
and materazl c—ortality 64u per 100,000. The population grcwth
rats 1s prodadbly about 2.5 peccant per annum. Life expectauz; at
birth is estizated as only 41 years:. Azorg perscns ag~ 15 and
above, only scma 14 percent zre literate.?

b) Uselth. There is pmeither vital reglstration nor an
effective sysczn of disease ruoorting. <Causes of dexth are of:en
reconstructed from relativos' unschooled uemories. Mary children

1 Afghan Derographic Studies 1975.

2 Tor rore descriptive informatirn 'see Dupree (1970) and Afghan

Demographic Studles (1975).






health sector assesscent pajper rroduced by the AID Mission in K:bul.l
These-rz2ports are w:iz=clary ci the kKrd of studies that should pre-
cede, or at least 2czcmnany, all AID-health prograrming in order for
the 2gency to successiully carsy out the Congressional mandate.

. (%
B.2., Vth:r Scources

Orly tke work of Lowts Dupree and Ludolph Fischer can be von-
sidersd suSstantive sources on the subject although some information
is scottered iroughout nther itews Iisted here.

For this reason AID perscunel would profit from consulting the

original ver-ious of the ATD-s'wported work, amd. only an cutlisa of
the materizal therein i3 presecated below.

C. TWDICGZN0TUS ETTOLOGY

Cel., Stmarnazural Cavsaticn

Patterns of supernatural causation in Afghanistan seem similar
to thiose described in other survey countries. The evil eye does not
appear sc fesrful a threat as in Noith Africa and the Levant, hovever,
"Sud's will" remairns a powerivl 2xplanatory factor.

3

£.2. Y¥steral Causation

T1l-health is attributed to natural forces according to several
co-existing medical theoriey. .JAfghanistan is uniquely different from
the other six countriss stiveyed here in its plurality of formal in-
digenocus medical systems.

a) Greco-irzbic Medicire. Thiu is called Dawa-Unani by Afghanms.
It derives frcm the Greek Hiprocratic system adopted by the Arabs and
imported to Afzhaznistan perncps 150U years ago and builds on the clas-
sic Aveb medical theorles of Itn Sina, Razi, and cthers. It is a
medf c2l "zreat tradition” mesning that it is formally taught iu schoole

&ad practiced by literate prolessinnals.

b)) Avarvedlc zadicipe. Ayurveda ("the science of livirng tc a
ripe zze'") 13 the clzssical uedinzl systen of India aad also widaly
followed in Afghznistan. It tco 40 a 'great tradition' perpetuated
in gchools and hy literate practitioners.

1 The revusts dare those listed Zn the Bibliography under Afghan
Demngraphic Studles, Bunte, Xerr, Manzgezent Sciences for Health,
Macey aund Pakzal. -

2 See ualso Fischer (1974) and Canfield (1976).

3 This section derives largely from Macey, Humte, and Ramiob--(1973)
and Hunte (1976).






prevention advice. Scze dals remein in the wonzr's hoze for a
few days after delivery. The dzl 4s also swvught out for advice
on indigencus methods of fertility regulation-——usually to induce
fertility but in other cases to induce zlortloms.

The dii dues not'request payzent frem her clieutele but an
amount undarszcod as approprizte for rhe comnunity 13 usuallr»
paid. This /s generally only about one-fiith the fee charged by
a physicizan or nurse-nidwife. Scme dais will deliver Jor free

for those tecz pocr to pay.

The ¢ri's role in the comaunity is judged to make her an
jdeal dissc=inator of new inforration and iceas. Dals occupy
crunfal pesitions in the female networks of rhelir comunities
and are accustomad to diffusinz health-related infoirmationl Usu-
ally dais are related to or closely acquainted with the women
they serve. They are also extrezely perceptive in thelr treat-
ment and zble to intimately iaterpret sorial and ecosornic factors.

P.3. Boly-Men: Mullzh, Saveeds, Malanegs

This category of practitioners 1is said to deal with psvcho-
logical proble=s. Ome or more ru:llshs are fouad in every village;
they are religious leaders wic olay an izportant role in preveun-
tion and cure. Mullzhs are sa:d to be most effective 1. treating
emotional probleas, nervcusuess, aaxiety, wental 1llness, and 11l
negses dus tc iiam and clheT ¢vil gpirics. “he major fom of trent-

ment used by rullahs and 3ayeeds 1s making and prescricirg asulets
(tawiz).
a) Tauf--makers. These litorate persons hawe studied in

mosque schools and nay have tazken geveral-ycar courscs in arulet-
writing. 2ny inherit the role and most enjoy hich status in theilr
home comounities and even beyond, Amulets are usually prescribed
fcr the follewing purposes: illness, cwale ircpotence, irducing ov
inhibltinz prezsnancy, irnfluencinz relaticns betwesn iwo penple, azd
(especially =mong children and pregmant wormen) protcciion from jinn
Iuscriptions written on <hem are frequently the spcondfic verses
frem the Quran that concerz health., The cost of an asmiet depeunds
on its purpose. If the parient s very poor the towiz-maker will
avcept whatever sum can be vofferad.

b) Shrinas 1 In Afghanictza as elsewhere in the Muslin
world, venzraticn of local saints, tnougn forbidden by Islam, s
common. Zizrat (sairnts' shrines) dot the Afzhan landsecap=. PAL1-
grics flock to ziarat to ask a pirt, thwaizh, or other type of

1
On shrines and associated proctices, see especially Dupree 157



;:kial favors. Shrines, like
Iiznd. Ore 1is fazmed for curing
hysteria. Acother is known
11l others drazw wemen seeiing

gaint to intarced
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nental disorizrs,
for curiny “ites
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Shrius c-varal. o5 (Ciotawzil) zust also be classed among
versoag Turzl Lighor. ©oota to ot health problexzs, They watch
over the snu?-~rg aus veually sail revdz for proventing misfor-

)
voe and Lo Loduelns (UL zorts of desirad future reaults.

ese oare wandorlag hely-oen whom Afghans be-
5 rakcd, ooving with the season,
izog hald 1in awve by the rur
r3onal tensicons that often smol-
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c:4. Wnen A ralang dies, villag-

G st g,

«:h and he bacemes another local

ers wu*ld
aot

LR (l
bh Y
LR T wiyal ~ e
1b. At RA
- 2 e pSnt AN -

An 2'-r 15 a o :oiceger whio sells traditional medicines and
veadargtand s Coe madl inal ,TO'""fc: of nzrbes. These a2 Afghan-
3 nemmon fova of wedicive and thus t,e atcrs perform a

usuallr cather:d or purchased by other% aud

pe]

breaght to tha ntau-. Canaoeci: fven the Arob countrdes, Usually
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froe salen. 02 a2 2oocizor carae afford to pav for a medicinme the
atar wsuell: offens U Troe of ol The atar feels he i3 com-

seusated by rocady tiziews wovit (s2unh) for thie, Arare are
rnga Tes ?::e& Lyt ubliis end tleir medlcinszs purchased even by
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