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PART I. - Sur,H':ARY AND RECor'l~iENDA: !'~1~:5 

A. Grantee and Impl ementing Agency 

The Grantee will be the Govern~ent of Afghanistan. The executing 
agency for the Ga'.ernment \'/ill be the ~linistry of Public Health (t-lOPH) 
Hithin that I~inistry, General Pres'idency of Health Services \'/i11 be 
responsible for execution cf the Phase II project. Below the Kabul 
level, the Regional Training Center 0nd Basic Health Centers will 
supervi se proj e.ct executi on within thei r geographi c areas of 
responsibi 1i t.y. 

!L The Grant 

The financing proposed for Phase II is $13,984,000. Obligations 
are proposed as follows: 

FY 1978 FY 1979 FY 1980 

$2,800,000 $5,389,000 $5,795,000 

The allocation of proposed financing for Phase II project Is as 
follo\'ls: 

Technical Assi~tdnce $ 5,993,000 
Participant Training 1,07l,OCa 
Project Corr.modities 1,372 , lJOU 
Construction 3,417,000 
Contractor Support Costs 
Project Local Costs 

1,181,000 
950 •r,r~'[; 

$13,984,oorf 

C. Program Goal 

Improved health status of the rural population. 

D. The Project 

The Phase II project \'/ill introduce ~ system for basic health care 
delivery in the Girishk region of Afghanistan and strengthen ~:OPH 
manag~~ent systEWS. The basic health care systEm calls fo~ ar integrated 
three-tierEd health delivery and technical/managerial sup~lrt strllctllre. 
Levels of care include: 

- Village Systems. These systenls will include 350 Village Health 
~/Q'(kers and 650 traditional mid-\·/ives or Dais or:eratil1g. in 'che L~irishK 
re~Jion. fhey will provide some curative health service~ but \'l1th maior 



emphasis on preventive health care. Through short training programs, 
the \'lOrkers I·lill acquire limited, ti,ough critical, medical skills. 
They will refer patients with ~Ertain categories of symptoms to Basic 
Health Centers for treatri~ent. 

- Basic Health Centers. This system will include 25 Centers in 
the Girishl( reg;'.:.'i staffed by a Coctor, male r:urse, Auxiliary Nurse/ 
~~idl'/ife or c:her fe["ale health \','orker, Sanitarian, Vaccinators, 
associated technicians and clerks, and in some cases a non-phys'~c~an 
manager. 

- Provincial Hospitals. There ~re four provincial hospitals in the 
[;irishk re~!ion. They take referrals from thE: 8asic Health Centers as 
\'Iell as operate as SHes tht2mselves "Ii thin their 0\\'" geographic area. 
Th is component I'li 11 te the subject of study during the Phase II project 
aild findings fror.! that r:lay lay the basis for a project mnendment. 

Thpre are three levels of technical and managerial support: 

- Oasic Health Centers: the Centers are responsible for supervision 
of vi 11 age- 1eve1 programs and care of referrals from tha t sys te.l1. 

- Reg'lonal Training Centers: c'lrrently responsible for training 
in the re!]ions and supE'l''1ision of Basic Heal th Center opprat~clls. It 
is envisioned tlHlt these Centerr; \':111 also become importCl.r,\. element:; 
in decentralizPG rlonagci.:ent ::,f the basic health delivery sj'::iterTi. 

- Ministry of Public P.eelth: to support these heaiti1 romplexes 
and the Phc~e II test, as I'/ell as to lay the base for ni1:;olial replica
tion of a b2sic health delivery syssem, the Phase II project I'lill 
elrr'lasize the improven:ent and operation of required m3nJ~"2f1IEmt aM 
operations support systerr.s: training, personnel, planlling, budgeting 
and ar.sountir.g, COiT::lunications and c;upply and logistics. 

E. Protect PUI'PO~~ 

The Phase II project purpose is to: 

- initiate and sustain a health care system experiment in tl;o:! 
Giri~hk r€0ion d'irecte:d at the r:::::jor health problems of thE:: region, 
\'Iilich \'till provide prE:ventivE, curC',tive and referral services to a 
major!ty of the population, and \':hich could ccnst'itute a feasible eild 
viable n;odel for nationill replicction. 

- develop a manage~ent system wit~n the ~~PH capable of support
lnJ a regional basic heillth care ce"livery system and prepared tu launch 
a national delivery system. 



F. Other Donor Assistance 

";here are a number of other donors, both bi"lateral and Inul ti 
lateri~l, providing assistance to improve the health status of 
Afghanistan's rura'! population. The Phase II project is essentially 
a GovernmentjUSAID proposal~ however. For a full discussion of other 
donor as~istc,nc€ refer to UIC ~1issionts Health Sector Assessment. 

G. ISSllPS 

There are four issues to be resolved prior to authorization of 
the proposed Grant. All other ~ssues relating to the Phase II pr~ject 
have been integrated into the design. 

- authority to negot'j ate?' contract amendment \'lith f'lanagement 
Sciences for Health (Pare IV, 0.2); 

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

- incorporation of Phase I construction in Phase II funding 
(Part I I, B. 3,d); arid 

waiver of usual scurce ori~in require~ents for drug procuranent 
(Part IV, 8.5) 

H. Statutory Critel'i 3
 

The Phase II project meets all applicable statutory criteria.
 

I. Slfn:r!~ilry of Findings 

lhe technical design of the project is feasible. Cost estimates 
are f~rm) (,nd prices are r~asonable. 1echni.~R·I, financial, socia1 
and econorlilc C\nalyses indica+e that the Phase II project will meet its 
ohjective and will benefit the r'lral population of Afghanistan. 

J. RecoP.'i1T'endation
 

?hase II project authorization l'lith apprrwal of the following:
 

- negotiation of tile technical assistance contract;
 

- \'/2iver of the Government's 25% contribution; and
 

- incorporation of Phase I construction.
 



PART I! PROCi:CT BACKGRCtl~1D AND DETAILED DESCRIPTION 

A. Background Su~mar~ 

1. Mission Exper~ence 

The Agency for International Development initiated a public 
heal'~h program in Afghanistan in 1972. That first program was directed 
at population. centrol and family planning. It \'/as premised on the 
development of the Basic Health Certer (BHC) as a means of delivering
MeH as well uS contraceptive and family planning services. 

The ~1inistry of Public HeJlth (MOPH) had recognized the 
obvious necess ity of \'Iomen hp.a lth \'lOrkers to provi de health and fami ly
planning services and requested AID assistance at the Auxiliary Nurse/ 
Midwife (AMM) School in Kabul. With AID assistance, a new School is 
now complete and occupied; the faculty is in place and \'lill have com
pleted training by eatly 1979; and graduates are being assigned to 
positions i~ the BHCs. 

In 1973, the AID program was expanded, and Management Sciences 
fcr Health (MSH) was conti acted ta provide management services to the 
~r.:Pj{ - again to strengthen the r·1CH/family planning services of the SHC 
:;ystem. The ~:SH team o.lso undertook basic analyses of the I~inistry's 
~mn3gement systems. Most of what we knew today of the publlc health 
system in Afghani~tan is attri~~tab1e to their work. Their early work 
~t upgrading selected BHC operations resulted in an almost tnree-fold 
increase in utilization of SHCs. A:ld with';n that dramatic stathtir, 
it is interesting to note that utilization of the SHCs by women and 
children reflected an almost four-Fold increase. 

Rased o~ that early succes~, the MGPH requested AID to broaden 
its support in public health to include construction of additional BHCs 
and tE:~ting of alternative villa~2 health delivery systems. AID 
responded to that request and authorized a Phase I Basic Health Services 
~rQject in 1976 which included not 0~ly the construction and testing but 
fl continua ti on of manageIT'ent advi ce and support to the AI;,., School. An 
evalUation in October 1977 suggested a broader test of the mano.geP1Lllt 
system and vi:1age based delivery systems was warranted. A Health 
Sector Assessf,"ient was campl eted in January 1978 and a Country Deve lop
ment Strategy Statement (CeSS) submi ~tE:d in r·~arch 1978. The Phase II 
pr~ject i~ deriv~~ from that experience, analysis and close col1abo
r~t~"e work done by l'iOPH a!1d r~SH peY'~onnel. 



2. Mission Assessment 

MOPH public health programs have not yet had a significant
impact on the majority of rural people. So far, covetage is inadequate
and the organization and manage~ent of preventive programs is less than 
desir~ble. These deficiencies must be remedied for universal qualit~ 
health care. 

The current low level of population coverage is the direct 
consequence of Afghanistan's dispers~d population and the low utiliza
tion of Existing programs by people with potential access. The latter 
problem must be of particul ar concer'l to the ~10PH as it impl ies resources, 
particularly scarce trained manpower, are not being used efficiently.
It is also significant that an increase in coverage could be achieved 
~t little additional cost. The dispersed nature of Afghanistan'£ 
population poses additional problems. Since much of the population 
lives in small isolated villages the number of SHCs required to reach 
the maj0rity of the rural population is extremely large and many centers 
would be beluw the minimum efficient size even if constructed. A low
cost alternative is provided by the proposed villagE-level health 
delivery systems. 

As noted above, a large pa~t of the failure of the BrlC system
stew,3 from the dispersed nature of the population and the in~dequacy of 
transportation facil ities. In Afghanistan although some :Jd1:i'ents come 
froJTI over 10 km. c.\·:ay, a survey of five SHes in Parv/an provii-ice indicated 
that half of the patients came from between 2 and 6 kil(l!~~ters. For 
practical purposes, the BHCs had II ca tchment areas" of only 6 kilometers 
As a consequence, BHC utilization nas been limited - even as~uming only 
one visit per patient, with approximately 495,000 visits per year to 
BHG, less than 6 percent of the total settled rural pc'~ujation visit=d 
a BHC in 1976. The average number of visits to each of the 114 SHCs 
daily 'is less than 12. This represE::nts serious underutilization of th9 
services. And if such utilization piltterns persist, the curnpleted net
wO:'k of BHCs \'lOuld receive less than 7 percent of the rur~l pO~lulation. 
A functioning villa~e-based referral system is essential, ranage~ent 
and J,J:'ofessional assistance is necessary to enable them to I)r~vide the 
services they are intended but which, for lack of trained staff and 
materials, they are unable to provide c:t present. Similar'OY'~ they must 
make major efforts to improve their preventi ve capac; ty and part-j clll arly 
outreach beyond the r.atchment area. 

If village-level programs dre introd~ced and imp~ew.~nte~, 
basic health coverage could rise significantly in a relativeiy short 
timeframe. As the number of villages is large and comprise so ~uch of 
the total population, village-level programs are clearly the only viab~e 
means of providing widespread health services at low cost. For this 



reason, they must expand at a much fnster rate than currently envisioned 
if a~'l Afghans are to have access to health services in a rea.sonable 
tin~ period. As noted in the Sector Assessment, however, a comprahensive 
field test to evaluiAte the effectivct,2ss of village programs is necessary 
prior to nationwide implementation. 

Irnprovi ng the qual i ty of hea i th care ina sys tern undergoing 
constant expansion with free provision of health services must inevitably 
result in soaring costs. Unless the Government is \'lilling to COlTTllit it
self tr the substantial costs of totally free hea1th services, free health 
services will necessarily mean limited health services. Th~ popula~ion 
attaches tremendous importance to health care, al1d, as surveys have shown, 
spend l;)rge amounts on it. To deny people health services f(lr 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 E'very 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 caul d be charged a t cos t to hel p purchase more c.irugs 
and, i~deed, to support village-level programs. It is crucial that 
l'evenue collected under these programs, parti cul arly drugs, be returned 
to the f1)PH to allow the purchase of future supplies or support of village 
programs and not be swallowed up in general government revenues. 

Hospi ta 1 care is an itll~ortant ei ement of any rr.odern pl'bl i cheal th 
ca'~'e delivery system, but in Afghanis-:'ar. it is Qveremphasized in relation 
to other health services. Hosritals are primarily suited to the curative 
treatment of episodic illness, not the ongoing problems of ITI,~lnutrition, 
contaminated \'Jater and poor environmental hygiene that face roost Afghans. 
Hospaal services are concel,trated in urban centers. This makes the 
distribution of health servicec; under a hospital-oriented system inequit
able--in Afghanistan appr0y.~mately the ~ame number of urban and rural 
inhabitants have access to health services despite there being some six 
times as many rural inhabitants. Ul'oan ~ervicE:s are undoubtedly cf higher 
quality too, \'lith their rnorr;-3ssured supplies of drugs and manjJo\'Jer. 
Clearly there is a need to re-struc~1re the system. 

If public health in Af~hanistan is to improve in the lo~g-run, 
the principal causes of poor health - environnEntal d,sea~~, malnutrition, 
etc. will have to be eliminat~d. The focus of health care must .:;rift from 
curative urt.an-oriented hospital core to pt'eventive measures undertaken 
from \iithin the village on a continuous basis. Reorienting the health 
program towards preventive servi':es entails expanding health education 
prograrr.s. Implementation of rur.Jl h~a1th pr~·,glams is critically dependent 
upon successful expansion of vi11ose-level programs. I~ conjunction with 
the SHe staff, village \'Jorkers must nSSllme lead2rship roles in health 
education. They must visit homes arid schools '",0 discuss the irll~ortance 



of proper nutrition particularly for the young) and to explain the 
vicious circle of poor environme~t11 sanitation) contaminated water 
child-sp1cing a~d poor health. 

The health problems of Afghanistan are serious but basic. 
They call for a public health systeJl1 that focuses on widespread adoption 
of simple 'IOH-CO~~ preventive health measures and) as the illnesses 
arising fr0m such conditions subside) increasingly devdt2s itself to 
problems that require genuine curative measures. The former regime took 
the reverse approach \:ith the conseqL'2nce that health services are 
ineqllitably distributed) largely inuppropriate and inefficient. Only 
re.:ently has an alternative been fOrti'ulated which can nO\'1 be tested as 
Co " sys tem" to determine \'/hether it constitutes a feasible and viable 
model for replication. 

3. Mission Strategy 

The pattern of illness leading to death in Afghanistan is 
well recognizr;d. 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 uncontrol Jed 
fertili~y. The situation is cmpounGp.d by the absence of ef+ective health 
services. The consequences fall pri~arily to the vulnerable) ~he 
isolClted and t~e poor. In Afghanistan) these are disproro!"t1unately
\'Iomen and children. This group !,:ust be the focus of vny D:ltlic hea~th 
program, although an attack O~ the ~undamental causes of ill~9SS will 
,'AnefH all elements of soci ety. 

The services of the r·1inhtry of Public Health ~tl e largely
inappropriate, inefficient) inequita~ly available and of 1!ctle standing
witr. a majority of the population. The Ministry is urb(.~ centered ar.rl 
curative oriented. With the important exception of the Village Health 
Worker and Dai programs) the ~'ini5try has failed to take advantage of 
thf' indigenous system \'/hich already exists at the village 1~vel. 

While the ~ndigenous system is a patchwork of ~~th) tradition 
and ancient Arab practice, and is characterized by gener~~ ~gporance of 
modern medicine, it is in every village and is available eqLitably. It 
is alsrJ affordfll:le, self-sustaining tl:ld enjoys the confiden('A f)f ~he 

people. The CUSS took as a major objective to reorient the naticnal 
health ~ystem to meet the needs of ~ts rural population and relate it 
where feasible to the indigenous system. 

AID) in its Phase I project assisted the Government t~ develop
a system centered in the village and focused on nutrition, sanitation: 
imn~nization) health education and ~Crl/family planning services. The 



Mission also assisted the Government to link its public health 
system~ to indigenous systems and to rely, at leCic;t partially, vl~ the 
public for its financing. The r'lissiorr believes the health systems in 
Afghan';stan could draw strength from its dual aspect. Finally, vie 
have made it clear that AID would support a national or universal 
system \'fith broad coverage and not one c,1tering by design or c'efault 
to select portions of the population. 

Curre~t prngrams in village service delivery suggests the 
broad outlines of a strategy. Current efforts, while giving cause for 
encouragement, however, are tU0 li~it~d in scope to give the answers 
needed for design 0f a national program. An expanded effort is ca1led 
for to answer these qu~stions and to develop capacity to support a 
national program. The follovting three steps constitute a transitional 
strategy: 

field experimentation. While the overall health delivery 
system of the country is exi..remely weak, the directions 
in which progress i~ likely have been identified through 
recent pilot tests. Focus has been on identifying 
mechani sms independent of the l3as i c Hea lth Center net\'lOt'k, 
and others which expand each Center's capabilities. 
Initial results ara encouraging, but the question remain~ 
whether they are feasible and affordable under normal field 
cGi'diti;;ns. What is reauii'ed is to test \'lhether, il' a 
specific area, it is possible to recruit and tranl \'Iorkers, 
supply and superviSE: them, and develop a functional referral 
system so that J majority of the population begins to 
receive the benefits. 

management systems deve:opmen~. Even the most appropriate 
service delivery approaches \"i11 have little impact unless 
they Cdn be implemented effectively by the ~linistry of 
Public Health. Th.:! range of management pt'oblems is \'Iell 
understood, and initial efforts to resolve them have shalOm 
possibility for ir:~prov~ment. Our aim is to focus mar,t:gement 
system support for servic.2s that impact on the fundamental 
causes of morbi ciity and morta i i ty in the vi 11 age. The 
develop!1l(~nt required is 0'" sllCh magnitude that a grC'atly 
expanded effort is required. The issue is purely a rractica1 
one: net \'/hether ideal oDerating effic.iAncy \'Iill be adained, 
but \':hethel~ the critical constraints can be relaxed to the 
extent that acceptable levels of service delivery \vi11 be 
achieved. During the fie)c! experimentation, USAID support 
will help strengthp.n institutoional capacity of the r~inistry 
of Public Health. T~i~ means improving: manpower planning/ 



training, logistics, financial planning and budgeting, 
in1ormation systems, evaluation and prcararn planning, 
management training and per~onnel management. 

The final component of the transitioila1 strategy 
r-ecognizes that kl!owing ·"hat to do (i .e., field 
experimentation) and how to do it (1.c., manage~€nt 
systems development) are of little benefit without the 
necessary Y·esourCE::<;. Field experimentation \','ill con
tributei:1 [;\'/0 \'lays, First, carefully collected and 
analyzed data can prnvi~e i~formation on resource 
requirerrents for nat'jonal implementation. Second, it 
can demonstrilte 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 19d2 that address the funda
mental public health needs of a w,ajority of the 
popul ati on and offers the pl'ospect of nati onvJi de 
imp1ementaUon of an appropri ate de 1i very sy stem. 

B.	 Detailed Description 

1. Basic Heal~h Servic2s in Afghani~tan 

B::fore ::Ioving to a desct'~ption of the proposed Phase II project, 
it is important to understand the health system model on wnich the 
project is based. The term "~.ystem" implies that the various parts of 
the model \'/Ork together to provide a package of health senices. Although 
each part has identifiable functio:1s and n:ay appear to operate re1?tive1y 
independently of the other parts, the system is not comr1ete \'lithout all 
parts, ard underdevelopment of Cl,2 part affects the effi ciency and 
effectiveness of all other parts. 

The basic health care delivery model proposed for Afghanistan 
is bared on MOPH thinking and t25ting over the past four years. It also 
reflects the work and recommendc:tions of 1"rlnagement Sciences for Health 
(r·1SH). The model constitutes distL1ct and defined le'/els of care, 
distinct and defined levels of technical and/or managerial support and, 
of course, appropricte linkages bEbteen both levels and systems. The 
complete model inclUdes five levels of care and three levels of technilal 
and/or managerial support: 



Levels of Care levels of Technical/Managerial Support 

Villaye-level health
delivery 

District-level Basic District-level Basic Health Centers 
Hea ltli Center;; 

Pro\1ncia1-level 
Hospitals 

Regi onal-l evel 
Specialty Hospitals 

Regional-level Training Centers 

Kabul Comprehensive
Hospitals 

Ministry of Public Health Central
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 \'/ithin the purview of the Basic Health Services Presidency 
ryf the Ministry of Public Health and will be the subject of separ~te 

aJalysis during Phase II. Nevertheless that first level of hospit3l care
:3 consider~d an integral part of ~ny basic health c&re delivery system
and is reflpcted in the project concept. 

2. The Basi c Hea HI' Servi ce System 

The following section is in sumrr.a~ form. More d~tai1~d 
descriptions and analyses can be found in a variety of Mission, M1nistry
and r·!SH nocuments. These documer.~ are specifically cited where rele'/ant
for incorporation in this Project Paper and later evaluation. They are 
available in r'1is5ion records and in the file.; of NE/TECH. 

a. Village-level Health Delivery 

See IIA proposed Villafje Health ~Jorker Program ll 
, r~arch 23, 

1977 by Or'. Rafiq ~1iazad, Director Of Primary Health Care Development,
Minis":ry of Public Health. Puclish(ld in cooperation with the r·lanagement 
Team~ Manage~~r.t Sciences for Health. 

/'-I. vinage-ba~ed delivery system 'is the key to serving the 
rt!ral pJ~ulati\)l .. The r·iOPH realizes that the current network of hospitals 
an: ~HCs is inadequate fo~ providing the nation's 14 million rural 
i~habitants scattered in some 20.000 villages with basic health care. 



The Ministry·s plan is to provide Village Health Workers end to train 
tra.jit;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 "bat'efoot doctor" schemes of ()'!:her countries. Rural people 
currently receive health care from indigenous healers or travel long 
distances to heillth centers, private doctors or hospitals. Jrl essence. 
they al'e outside the public health s.'lstem. 

The Village Health Wor~er (VHW) and the Dai Jre trained 
to offC!'r basic packages of care to their fellow vi ilager:; ...!..! They share 
certain skills, but carry out corr.plementary activities \'/ith~n th~ village. 
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 r'10PH would undergo inten:ive training 
by teams from the Regional Training Centers. They would be instructed 
in fundamental hygiene and nutrition, diagnosis ar.d tt'eatment of simple 
illnesses and health ec.lucatior techniques. Specifically, the VHioi is 
trained to recognize and treat COffimon gastr0intesti~al and respiratory 
illnesse5, eye and skin diseases, anemia and malnutrition. His corrmunity 
activities will includ~ advice on environmental health prJblem~ such as 
water, 'r'~aste disposal, Clea!lliress of the home and personal hygiene. 
The VHW is taught to prescribe srlected oral drugs, and he derives his 
income from the sale of these dd.i~s \'ihich :,e buys prepackaged at the BHC. 
Thr; VliW will be attached to th2 ner.res~ 8Hr. from \'Ihich they \'/111 draw 
supplies and to \'ihich they wii; r'.:fer more serious cases. 

The Dai offers ~ersonal health services to WDfiEn and young 
chilC:ren. Her training se:::ks co improve her mid\-;ifery skills so that she 
can conduct a nonnal delivery safely. She is taught to recognize high 
risk pregnancies and refer ~~ese to the SHC or provincial hospi~al. She 
is trained in preventive!E:dllcativc care for pregnancy, labor, delivery 
and post-birth periods. The Dai is dlso taught to recognize commo~ 

health problems of children IJnd is able to differentiate tre nonnal child 
from th,= mildly sick and seriollsl;' £;ck. The conmunity activit.ies of the 
Dai involve counselling of \~'01n€n on all of their health probleflls includ
ing family planning. She c.:r1'.'es her income from delivering babi~s, and 
in some cases, from her chil~ care services. 

Village-level health services ~re limited to COrTmon pl'oblems 
of the village family. The quality is less than WOUld be given by a SHC 
worker. The care is simple but AXtremely i~portant, as the village-based 
workers are the key personal lin~ to th~ vil'aSe family. As fellow 
villagers, they can be effectiv£ L2alth educators of villa~e prople. 

Jj See Technical Analysi~ for issues r~lat.d to the villagt!-w()r~er system. 



Indeed the success of the villege-level system is largely contingent 
upon th~ degr(;:t to which It can be integrated into the mainstreJr.: of 
everyddy Afghan vil'lage life and the v~llage social structure. The 
VHW an~ Dai are recruited and oroximally supervised by a Village 
Committee. Technical supervisiol1 is from the B.:t:3ic Health Center. It 
is planned that one BHC v/orker, probr.bly the sanitarian, \·';11 be the 
official 'link betv/een the village and SHC systcir,.... Inititll training 
and continuing eoucation activities will be the responsibility of the 
Regional T;"aining Center. 

It is importJnt to nl)te that the village-based delivery 
system, (albeit semi-controlled and supervised), is a private one in 
\'/hich people pay for sel'vices tendered. The Government of Afghanistan 
will provide the training, supervision and logistic support. Experi
ments at Home Visiting or r:OrTllU'iity [3ased Distribution for family 
planning materials would place tile Dai in a quasi-public status which 
would be at least partially state ~upported. 

b. District-le'/el Basic ~:ealth Centers 

See "BasiL HcaHh Center System, Plan of Operations", 
P.LJgust 1975. Published by the Basic liealth Services Presidency, 
Miflistry of Public Health. See al:;o "Basic Health Centel"s Manual", 
F~bl"Uar'y 1978. Pubiished by the r'linistry of Public Health in coopera
tion with the r'1anagemcr1t Team, r'~anc.ge:;ent Sciences for Health. S€'e also 
. Training Strategies for the Basic Health Center Component uf Rural 
Health Services", April 1975. PUbl ished by the ~~anagerrlent Team, r·~anage

~ent Sciences for Health. 

In the proposed basic health services system, the SHC 
is the co~"nerstone on \'Ihicll villc:.~.:'-based programs are built. The BHC 
is u multi-purpose health institution, prov'iding both preventive ar:d 
curative srrvices. It will also be the manag2ment unit for a geographic 
area which I·:ill include about lS VmJs and 25 trained Dais in surrounding 
vil1asp.s. These villclges may ext~nd more than 40 kilometers from the SHC. 
"ihis entire geographic area beco~0cs the "managerr:ent area" of the SHC. 
/1.11 vi"rlage-based workers in the 1r.i11'3qement area '.'till receive s'Jpervision 
and logistic support from thp BHC. Trained workers from the BHC will 
prnvicl~ these manage~0nt and techl1ic~l support services. 

The 8HC offers faeil ity-based curative servi ces to 
those within.:. lC kilometer radiI'S - its "catci;ment area". It is also 
the refera"al ur·i t for 1 ts mana~;el'~ent area. Tru ined curative care workers 
at the SHe will include a physician, a male nurse and a trained female 
wOl'ker (allxiliary nurse midwife or other trained female). It will offer 
a package (If CUI 2~i ve ca re servi co: s and educt! ti on for the pa ti en ts about 
the'll' illnesses. TreaciTl2nt serv'ices will include nutrition rehabilitation, 



oral rehydration, minor surgery, obstetrical services and provisio~ 
of basic drugs and c"'ntraceptiv~ cOI::,ood'ities. I'lore serious cases 
are referred to the provincial hospital. 

In addition to the professional medical personnel 
noted abov!::, the EHC staff includes a sanitarian and 1:\'/0 vaccinators. 
As the community activi-ties become better defined, other nevI categories 
of workers may be needed. The enti re SHe staff Vii 11 regul arly offer 
facility-based pr'"vent:ve health education and f3mily planning services. 
People coming to the SHC receive such preventive/educative services as 
rlf!l1-c:,ild care, immunizations, matF!rnity care, tubet'culosis testing
and malaria testing. Community heal-c:, topics \'Iill be taught for the 
sl'rrounding community. All SHC workers will be involved in these 
activities and will be trained in how to move effectively health 
~jucation programs for village people. 

The BHC plans to offer outreach services within its 
catchment area. The area will expand over ti~e as financial resources 
increase and delivery mechanisms are identified and tested. Planned 
outreach services include, as a minimu~, the followinq: vaccination 
ana immunization of children against smallpox, tuberculosis, diphtheria, 
whooping cough, and tetanus; inspections of public eating and sleeping 
facilities; school health education programs, and community health 
education programs. This minimum program vli11 be imDlementerl by the 
SHe sanitarian, vaccinators and female health worker. 

The SHe also has technical support fur~~ions in the 
proposed basic health services system. It will continue to have limited 
routine laboratory services for anemias, parasites, urir,,·ry r'"oblems. 
malaria, tuberculosis and other common conditions. A vastly expanded 
functiC'n of the: BHC VIi 11 be provis ion of technical SUpp'ij't for health 
education/co~munication5 activities. The sa~itarian, or ether SHe 
workers, will be trained for this role and will provide t~chnical advice 
to other I3HC workers al.d to villaQe-b:lsed \'Iorkcrs on the u~e of health 
education materials and 'organization of group meetings. 

The SHC also has management support funct;o~s in the 
proposed basic health services system. The manager of the SHC will be 
respor::.;ible for all he:ilth related activitiES in his (;1anttOe r "cn J area. 
Hie; v/C'rk \'fill include planning, i::lplanent"ing and eval'jating all

.; 

fadlity
based and outreach preventive and educative ~rograms of the BHC and 
sllpervis inC) all Home 'Ii siting and Community 8e.sed fJel i VEry sys tem \'lOrkers. 
His sanitarian will supervise the activities of village-level workars. 
The manager's job will also include mcnitoring and reporting on work 
q'lality and \·:ork loads of his staff and ville.ge-v/orkers. He will 5chC!dule 
all prograffinatic activities, direct the ordering of drugs and health 
commodities, maintain financial accountability and plan personnel ne~d~. 



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

Var'ious international health research studies hale 
found that the p~ysician, the traditional clinic manager, is neither 
interp.sted nor skilled in manageri~1 tasks. Experience provides 
little reason tc Jelieve Afqhanistan is different. In the Phase II 
project, experimental trials of using non-physician manugers \'Iill be 
implement~d and evaluated. 

It must be mentior.ed that managel:c~t control of the 
v'illage-based system is not complete, since the VI1\-! and Dai are not 
government employees. The VHH could get drugs from other sources. The 
lJai r.as been practicing in the villages for centuries. The r'~OPH 'tlill 
~ttempt 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 \'Iorkers, although 
trittls are not anticipated in the Phase II project. 

c. Provincial-level Hasp; tals 

See "Hospital Profj'('amrroe - 7 Year Plan: Project/ 
Projrarrme Document", January 1977. ~ublished by the Planninrj lJeparment, 
Ministry of Public Health. 

lhe first ievel of hospital care for a mCJ';0rity of the 
population is provided at the provincial hospitals. The orovincial 
hospitals provide more sophisticated and specialized servicc~ than the 
SHC. It is the principal referral point for patients t~at cannot be 
adequately served by the SHC. It is an essential elc~ent uf any basic 
hec:.lth services system. The recommended staffing pattF-(':1 would ~nc1Lode 

a general surgeon, an obstetrician/gynecoloqist (female if possible), ;;) 
pediatrician, general family doctor~, nurses and auxiliary nurses. A~ 
bottom, the hospital must have an adequate general sur~Ji~c1 capacity. 
The polyclinic of the hospital is st.1ffcd much lil~e the 8~~ic l~eCi:th 

Center, and its functions are similar to the facility-based services of 
a 8HC. The provincial hospital should have the appropr1atc staff to 
provide an outre~ch rroqram, similar to that provided by a SHe in its 
catcr.rTlent area. It should also provide technical ann maniJr:~r;(11 3upport. 
to village-based workers situated in vil13ges around the provincial 
capita', as would a DHC. Technical support functions include: laboratory 
and X-ray services, in addition to the technical support functions also 
provided by BHCs. The laboratory \"ill offer more special:zed ser\:ic~s 
than the 8HC can offer. 

Management support functions are not clearly definerl. 
Currently the provincial hospitals are responsible for the mancigr:rnent 



support of all BHCs in a province. The Provincial Health Of~icer (PHO) 
has :-'e3ponsibility for checking BHC ~·.~t·sonne'l attendance, investigation 
of complaints, overseeing SHC submission of reports, liaison with the 
Provincial Governor and other Goverrl::1~nt offi ces and techni r.vl supervi
sion of the health activities of the SHC. In fact, that ~atter responsi
bilit~! has been exercised by the Basic Health S::a"vices Pre·~idency of t:'~e 
MOPH. It is intended to test placement of supervisory re=,Qnsibility 
with the Regional Training Center in the Phase II project.-! 

While the provincial hospital system is within the 
fr?':le\'lork of the Phase II project, a design is not yet complete. Ir. 
the first project year, an examination of organi:ation and IT;f1nagement of 
the provincial hospitals will be undertaken, and a Phase II project 
amendment may be recommended subsequently. 

d. Regional-level Training Cente~ 

See "Preliminary Proposal for Regional Training 
Centers, Ministry of Public Health", June 1975; and "Proposal for G-irishk 
Regional Training/Health Center''', ~larch 1977. Pt:blished oy The ~Ianage
ment Team, Management Sciences for Health. 

The Regional l'laining Center (RTC) is a relatively 
new concept \,,;thin thp. Basic Hp.alth Services system. The first Center 
is complete and functio~ing ir Girishk. Fi~e ot~er Centers are planned. 
At the moment, the Center is c~arged wit~ initial recruitwent anJ train
ing of village-level healt~ workers, continuing education fnr village
level \'Iorkers, pre-assigni:1ent {raining for SHC personnel, continuing 
educaticn and supervision ut BH~ personnel and specialized training in 
public health education for DHC sanitarians and vaccinators. To that 
ena, both mobile and fixe~ Lraining te&r!.s are assigned to the Cent~rs and 
are responsible for trainifl~ and coptinuing education functions. 

It is con~~mplated that the Center will also take on 
management support function~ curr~nt:y assignrd to the provinc~al 
hospitals but currently exercised by the Basic Health Services Pr~sidency 
of the MOPH. In this regard, t~e Region!l Training Center in Girishk will 
assume responsihility for the crganization, manarerrent, 5l.:,-Jervisior and 
surply of the village-level h':i:.lth delivery and ,Jistrir.t-leve'j Basic 
Health Center systems within its jur;.;c!iction. That compone~t of 
respollsibility v/ill be tested dUl"ing the Phase II project. T\'Io additional 
elements proposed for the Cer.ters are n0t included \'/ithin the test: 
health program planning and disec..:se :,urveillc.nce. Those tvlO assignments 
will be tested later if initi~l oreration~ prove successful. ~ost RTCs 
will al£o have an associated BHC f='ldlity and in some cases s~all r.ospital. 

JJ This issue is discussed in the °lechnical Analysis Section below. 



e. Ministry of Public Health - Kahu1 

See, inter-alia, "Management Support for Rural and 
Family Health Services", March 1975. Published by the r~anaqement 
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 fir5t look at the ~ystem of 
civil edminis'_ration is necessary. The system is based on the procedures 
and regulations prescribed in the National Civil Service La~. All ~ivil 
servants, whether in the central ministry or in Drovincial operations 
operate within identical systems of recruitment, grading and remuneration. 
Many of the problems of morale, salary and effectiveness relate ,tv under
developed personnel practices. The present system does net provide a 
framework for effi ci ent management. Ti me and exper'ti se has a', ready 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 syster/is must be strengthened and 
routinized. Examples are cited below. 

The system of persc~nel management has e~olved with 
very little attention to the o~jectives of basic health administration. 
Recruitment, transfers, promotions and trci~in9 to a large extent ~re not 
based on merit. However, no ellaluaticn system based on 1118rit is available 
for decision makers. 

Another basic gap in the system is the inadequ~te 
classification of positions or definition of functions. In the absence 
of a classification systePI, there is no information available a.;; to the 
nature and responsibility Of the various positions of the qualifica0'(' 

tions required. The positions of r~inistry personnel and contract employees 
are identi fi ed only by thei r organi zati')na1 unit or departr,lent and the 
ranks attY'ibuted to them. c.ollseruently, assignments of officiJls are often 
made arbitrarily without any consultation wi th either the emp1IJyee or his 
supervi SOl'. ~oreover, manage:"'3 frequently have i ll-defin ed ideas about 
staffing levels and patterns. Another problem is that thp purpose or 
function of the various organlzatior,al units themselves has not bren 
adequately ~efined and consequently the stru~ture of the organization is 
not Sufficiently related to the functions to be performed. A very important 
weakness that is clearly related to the abS2nce of definition is the lack of 
responsibility for perrormarl,:e. Be(au~e fur:.:tions are not clearly defined 
and organizational responsibili~'y for their performance is not clearly 
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 ~~ publ~c administ~ation. The lack 
of delegation of authority or respor,sibility means that even the mo~t 
minor decisions and petty administra~ive details must come before the 
top levels of manageo.ent. One effect of this excessive concentration 
of decision-making in the hands of a few selected senior (fficial~ is 
to discourage i~itiative. Another effect is to over-buraen the top 
levels of the ~10PH \'lith work. Eve-ry administrator at the upper level is 
faced with large numbers of docume~t5 requiring his signature. Most 
documents are signed repeatedly by many officlals r~sulting in lengthy
delays in accomplishing the simplest act. This is again a \!ay of avoid
ing ind"ividual responsibility, \'lhile: at the sarr.e time, limitlrlg the 
effectlve use of the decision-making capabilities of the junior staff at 
the Ministry. 

A second major category of management defic'ief1cy 'is pro
curement and supply. Although an elementary materials management system 
does exist, procedures are so complicated that they create serious bottle
necks in the manageroent of basic health programs ar.~ projects. The supply 
management sys tem i ncl udi ng procurement, \'larehous i ng, 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 heav~ly utilizcd BHCs find their annu~l share 
of drugs insufficient for more than six months operations; in some case 
more than 70 percent of all pdtients must be referred to phannacies. Of 
course, if pharmacies are convenient this prese!1ts little pt,:'blem, except 
costs, but in most cases thEy fire not. Unfortunately tre pre,:;cl':ptions 
are eften inappropriate and do::;ages, therefore, ineffective. Under these 
circumstances, many of those \Iho are ill do not bother visiting SHCs. 
Proposals have been made t~ rationalize the drug distribution s~'stem; they 
must be implemented. The 'first step involves reorganizing the \'larehouse, 
logistics and information system to ensure adequate supplies of drugs when 
and where they are needed. A second equally important asprct involves 
rationa~izing the drug stocks themselves. Surveys conducted a~ BHCs have 
indicated that the 10 most CO:I!lilon diagnoses accounted for 57 pp.rcent. of all 
diagnoses and the 25 most c~I,,:m()n accuunted for 85 percent. The st:andard 
drug issue contains 81 items, some of which are outdated and others little 
used. A revised list of 40 drugs h~s been found capable of treating 90-95 
percent of all patients ~lho visit BHCs. i\ 1~!!11 complement of staff and 
adequrte drugs tripled dHC visits to over 26,000 per year in the Parwan 
pilot project. If t:1e utilization can be increased in other BHCs to the 
same extent, the envisioned '93 SHe netjork ~o~ld reach 3.9 million or 
about 29 percent of the rural pop~lotion by 1982/83. With the program 
reaching this nurr.ber of people, ~f MOPH w:shes to keep drug costs down 
and still be able to provide adequate service to all patients, ~here will 



have to be at least a small change for drugs unless the 8HS receives 
vastly increased budgets. 

The performance of health sector management in Afgh~~istan 
is not simply re1ated to the improve~ent of the personnel system or 
materials manage~ent regulations and procedures. Improvement in informa
tion systems is a~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 f~nancial and budget procedures will 
become still more important. r':ore effort has to be focused on the various 
c0mponents of the financial system, i.e., accounting, budgeting and 
revenue collection. The ~iOPH'S ability to manage a basic health service 
system is closely related to a significant improve~ent in the ability to 
Rccount for and report incoffie 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 

Hemen and children beat a disproportionate share of the 
health problems in Afghanistan. The ~Iission Health Sector Ailalysis points 
out that 60 pe:"cent of the deaths in Afghani stan occur ir: tile 20 p(:r::-:n~ 
of the population that is·unuer five years of age. Yet it 1~ this same 
2roup that has been systematically excluded from public health services. 
flAJreover, they live predominantly in rural areas, v/here 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, 2nd it is one of 
our hypotheses that improvements in thei rhea lth statLl~ .... ~ 11 refl p.ct 
improvements in the health status of the population at lerge. It is not 
eX;Jected that :lealth services to the: adult male population \~i11 be 
adversely affected by this project, but, in fact, vtill sin:ilarly improve. 

The program goal, out1i ned in the t·ii ss i on COSS, is improved 
healt~ status of the rural population. This can be accu'l:iJlis!1ed by 
achieving. a favorable change in the natural course of disease through 
prevention, early detection and treatment. Measuring chan0~s in the 
course of disease in a population is difficult becau~e most of the 
changes do not have a rapid aggregate impact and because it is difficult 
to attribute favorable changes to the health program itself (~.e., healtr. 
status changes are also sensitive to changes in income aml.ng other trlings; 
Proxy indicators must be selected to reflect the impact of heaitn 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
lined at Part II, 8.4. below. 



A Baseline Survey will be funded as part of t~e Pha~~ II 
project. The initial survey wil I C2 conducted during the first SiA 
months Cif the project and \'lill be repeated in 19~1. It will measure 
~oal achievement in terms of the indicators included herein as wel1 as 
more general ind~:ators of the health status of the population at large.
Although the funding is not included as a part of the Phase II projCJct, 
it is reco~mcndQd that the Survey be repeated again in 1985. If the 
Mission mcves fOY'\'/ard \'/ith a Health Sector Grant, fundirlg could be 
included dS part of that later project. 

The key assumption is that the Governr.ent of Afghanistan 
adopts and supports a nat iona 1 heal t!, care sys tern in accord with the 
early stater:~ents 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 ha'/e
defined two purposes for the project: 

- to initiate and susta~n a basic health care sy~tem in 
a region directed at t~e major health problems ~f the 
region, which will provide preventive, curntive and 
referral services to a majority of the rur~~ Dopulat10n, 
and which coula constitute a feasible and viahle model 
for national replication. 

- to develop a m1'lnager:;ent system within the t'lOPH capable
of supporting a regional basic health care c;~1ivery 

system and then subsequently launching a :':u tional bilsi c 
health c~re delivery system. 

i) Girishk Experiment 

It is the purpose of the Phase II project to test the 
propo~ed basic health care systel:1 in a region. During tiie Prase I 
project, eler.:ents of the proposed system were tested but not \'lithin a 
systerr,s context. During Phase II) all integrated basic hea:~h rar~ 

system experiment will be initiat.ed in tr.~ Girishk rAgion of Afghanistan 
a region cO'/ering almost 25 percent of the land area of the country and 
inclucling alrost 15 percent of its population. It includEs the provinces 
of Nimroz, FCi.l'ah, Helli2nd and Kandahar. The region alrecicy hc~s a fl1nct
ioning Regional Training Center, and 25 BHCs will be co~plet~ within a 
year. There are also four provincial hospitals operating within the 
re~j';on. In that sense the infrastructure is essentially cc~plete. 

Girishk includes Helmand Province where substantial survey work has 



~lready been completed during AID's 20-year involven~nt in the Valley. 
That data will be invaluable to ~r.~ aaseline Survey. 

The Girishk Experiment component of the project purpvse
consists of thre( elements: a functioning basic health care system, 
one which is directed at major health problems and one "'Ihich is directed 
at the majority o·~ the rural population. Each of these elements is 
discussed ~elow. 

AFunctioninq Basic He~l;h Care System. The regional 
prog~8m is in the nature of a test; i.e. t whether t in Girishk t it is 
possible to recruit and train "'Iorker~'t ~upply and supervise them and 
then develop a functional referral system so that a majority of the 
population begins to receive the benefits. The experiment \·1111 focus 
on the three basic levels of care and tV/o levels of tcchnical/maragerial 
supp;Jrt. 

.. ~rith 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 b~ upgrnded; 

- village health workers and dais can pr0vide a relevant In: 
effective service; 

a BHC worker can effectively supervise village health workers; 

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

- l"'eferrals from the viilage to BHC will constitute an 
effective link in a basic health service cr.a~n; and 

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

With reaard to district-level Basic Health Cpnters, the 
Phase II proj ect wi 1f tes t \'lhethpr: 

- the BHC can provide effective curat~ve care to those withi~ 
its catchment area and to those referred frL~ its ~~nd~e
ment are:.l; 

- the BHC can support Home Visiting and Community Based Dic:tri
bution programs within its catchment area; 

- referrals fran the BHC to provincial hospital will constitute 
an effective link in a basic health service chain; 



- the SHC can recruit ane' effective'ly s upervi se and s uppal';; 
vi 11 age he) lth worke\'s 

- the SHC can support an effective facility based preventive 
program withi nits catchment area and find ways to extend 
tha t area; 

- the SHe can initiate and sustain community based preventive 
programs \'Ii th in its managemant area; 

- non-physician managers are rtn effective management alt~rnative 
for SHC operations; 

- the SHe can maintain information and logistic systems; and 

- the BHe can be maintained and supported on a regional basis. 

While agreed that the provincial hospitals are an =ssential 
ingredient to basic health services, the Phase I project did not address 
their organization or management. This was partly attributable to the 
fact that provincial hospit~ls are not part of the Basic Health Services 
Presidency of the ~iOPH. It is proposed. during Phase II, to undertake in the 
first project year a short-term examination of the provincial hGspitals 
organi za ti on and manager::ent and 1:0 formul ate an appropri atE tes t and 
assistance package in Girishk by ame~dment during Year I uf the proposed 
P~ase II project. 

Hith regard to the Regioral Training Centers, tr'e Phase II project 
will test whether: 

- the RTC can train village-level health workers; 

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

- the RTC can e3tablish a regularly scheduled pY'C'lI]ram of p·,.e
assignment training for BHC personnel; 

- the RTC can r~ount and sustain a supetvisory/contiliuing ~ducatic,~ 
program for SHC operations and personnel; 

- the RTC can maintain aelTini strat'ive control over BHC uperations 
and supply of equipment and corrrnodities for the SHes i arid 

- the RTC can develop logisti': and infonnation systems arid con
stitute an effective link with Central Ministry op€rat1()fls. 



The measurement of demand for basic health services, or 
inclusion of a target for basir r,e~lth service system usuaqe, has ~een 
intentionally excluded. Within the described system, there are factors 
which will tend to both increase and decrease dEmand, and to premi~a 
project success cr targeted dc!'and in such circur~·stances is not \'/arranted. 
Furthm', it is the fundamental objec:tive of any heal ttl project to der:rease 
curative ~emand, ~nd there are no ~easures of preventive demand. The 
measures of goal achievement \'1111 indicate whether one ;:; or is not having 
an impact on health status. 

p. System Directed 2.t r'~ajor Health Problems. The Health 
Sector Assessment outlined the major clealth problE:f:1s of the rural pop
ulation of Afghanistan and shOl'led tha: 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 ~CH/ 
Nutritioil and Oral Rehydration Clinics in all SHes in Girishk. This is 
the key element in facil ity-based preventi on. If success"ul, AID would 
consider a major project directed to ~CH/family planning training as out
lined in the recent CDSS. 

During the a~ended project period, extensive tes~ing of a 
Home Visiting Program (HVP) will also occur. The HVP is dir~cted at 
training of vi11Clge wanen \'Iho CG~lduct p,=riodic hor.e v·isit.:; within the 
SHC catchfi1ent area,. r~ost'of 'l:he wO'''kers will ce recruitec f"onl tr.e more 
~3pable, but non-literate, graduates of the Oai Easic Tr~ining Course. 
Village girls \'1110 are sixth 0\' eighth grade graduates are al.:;o another 
sourC2 for recruitment in sor;,e areas. Using forms desig:'1ed for non
literate \·/orkers, the home visitors \'fill check farlilies fo .. cases of 
dia,-rhp.a, chronic cough (suggestive of tuberculosis), e~/c ;nflamlllotio:1 
(suggestive of trachom~), n;alnutrition in children and hiqh risk Dregnancy. 
They hill also record information on contraceptive status, birt.hs and 
deaths. They \'Ii 11 refer abnonnal cases to the SHe. \']orki;-;g vii th the BHC 
sar.itarian as supervisor, the home visitors \'li11 then fol 'c\'!-u: a[:'rlorn:al 
ca£es on specific sciledules every blO \'Ieeks for r.~alnourisned children, 
eve'('y month for tuberculosis, eVEry tl'IO months for tracl1uilla, ~tc., at 
which time they will do further surveillance and health education. 
Approp'tiate BHC \'!orkers row)' also be lIsed for follcl';-llP of r:·'~:bl,o.m f?rnilies. 
The \':olel'/sal (district officer) should aho be involved \'/here COlilTIUnity 
health i::; threatened. This program is experirr,ental. Results \'/111 be 
carefully follu,':ed because early detection of h'i~;h risk C<lSC:S by villa\.E:
based \'iorkers is, along l'lith ir:lrJunizaticn and safe l'later, :he best kno'..:n 
approach to reducing child and ~atern~l mortality and morbidicy. The use 
of villagers themselves in case detection, follow-up and educational 
prucesscs maximizes the chances for behavioral change to occur by involv
ing the village in solving its own health problEms. 



During the amended project period, extensive testin~ of 
a Community Based Distribution P'r'Co0:'ar:: (CBD) \'Iill also occur. CSD is 
also based on trained village women who conduct hon~ visits. The 
difference between this and the reqular Dai and HVP is that in th1s 
instance the vilitige-level \'/orker will also carry cosrr:odities, particularly 
contraceptives. The experinent is i~portant because the Government ~as 
yet to allow ...:OITf;11 to carry or dispel~c;e eitrier codraceptive cO!i:modities 
or even si;nple iterrs like vitamin::. The experir:er.t 'dill also facilitate 
field testing of acceptors and continuous users. In this sense, it is 

"an important reseurch cornpor.ent to f'Lr:~ily planning in Afghanistan. If 
suc:~ssful, expanded efforts at the low-cost delivery of contraceptives 
and selected health supplies ...Iould bf' tried in the follow-on Sector Grant. 

A System Directed at the Vilim'ity. n. major eler:12nt of the 
test, of c01.Jrse, is \'ihether the proposed basic health care syster' can be 
made available to a majority of the rural population. \~hile costs are a 
major issue and financing modes need to be carefully examined, the 
experimE~t will focus on estublishing Village Health Workers and Dais in 
villages constituting 75 percent of the rural population of the region. 
If successful, and if the system can be operationally sustained, l\Ie 
wOLlld address the more fund?rentai nationi.ll issue of financial viability 
in the proposed Sector Grant. 

Th~ System as a ~'odel. The experirr,ent in G~risllk \'1111 only 
have meaning beyrJnd its direct L2nefits to the rural popp 1adon of thd 
r~gian to the exte~t it can ~onstitute a feasible and viabl£ mudel for 
national replicaticn. The description of t.he system shrl,~ld not be con
strued as a definitive one. Since the evidence that ...Ie nOvl ilo,ve is based 
on scattered and non-syste~atic experiwents, the ~~rk and Ev~luation Plans 
will make provision for periodic rev;e\·/ and revisL'n It/here \':arrantf:d. The 
Pha::ie II projel.:t contemple.tes baseline surveys ;n 197Y. ij8l and 1985. It 
also carries fir.ancing for independent evaluation, not of contractor 
pe'r"for;r:ance, but of the health system r:acel. The E'/aluatio:l Team \'Iou~rl be 
separate from the t/anagement Team but \,,'ould ...10 r!: \'Iith thE.ni on establishing 
ba~eline pararr.eters and the project \':orkplan to be submH:e:! f:,r /.IO and 
MaPI! approval \·/ithin three r.lcnths of contractor r,obiliz,:;,tion. 

ii) Central t'iinistr,v Systems Oevelcpnent 

Any basic health care Syste::.l requires t"trcng rr:anag~r.\:!nt
 

support from the center to link the various levels of health care together
 
into a total system. Intc·grcJted planning, rolicy ~uiuance, r(c~ulations,
 
'finance, personnel, material resources, traini,..,g) supervis~o:; £:nd illforma,
 
tion processing are all essential insredients for a health Cdrc delivery
 
system. tl:anagerr;ent probler.s \-Ihich Hlhibit the uelivery of hea1th delivery
 
se-r'vices ...,ere identified in the Health Sector Assessf1~ent.
 



The Girishk Fxperirrent will provi~e data on the oper-tions 
of the proposed bas':,:: health c:'.re <lelivery systm at the three pr~rriury 

levels of health cure, including data on the ~anagerial and techni~al 
$ystems that suprort and link the three levels. HC\'Ievet, for natior;',dde 
implementation of the proposed basic health care c:elivery system, the 
national ir.frastrL:cture on \'/hich it ,Jill be t'ased and cepenLent mlJst be 
strengthened. This infrastructure is composed, r-rimarily, of hw serarate, 
but ovej"lop~ing systems: the national systen,s of GHCs and provincial 
~osp!tals together vlith the technico 1 and rrancserial fur:ctions prov'ided 
by the Presider.cies of Sasic Health Sr:.rvices an') Curative r~r.cicinej and 
the ~Iinistry at Public Health manaCje:i~l"?nt. support functions \'Ihich are pro
vided primarily ~y the Presidencies of Administration, and Planning and 
C~ordinat ion. 

Basic Health ~ervicc: S.,,-,-?tems. The r·ianagemen.... unit for 
mPH basic health service opcratior.s is its 8r.sic Health Sonice 
Presidency. This unit mar:agE:S the village-'!c:vel health de'l~very, Basic 
Health Center and Regional Training Center SYSi.:Cii'S. It is n0t responsible 
for hospitals or the support functions of the 1-'OPH. Hospitals are the 
responsibility of Curative r·iedicine, and support falls prir:ar-il.r to the 
Presidency of ,ll.dministraticll. 

There are two operationcl levels \·:ithin the Ba:!c HeC11th 
Services Presider.r:y: program and r.dministration. Prografil l'espo"s'il~ilities 
i~clud~ plar.nin~) training 2n~ supervision for regional 0~Ci dtions. At 
this ~oint, the-ir n~ajor pnioccupatiL'l1 is with curriculum C:cvelopment and 
the scheduling of training tea~s. Curricula ~.ust be ce:0irped for all 
training proqrarns. l.Jhile there halfe been initiul experir~"Jnt:: \'lith vil1age
leve) prograrns and supervision for the BHCs, little or no w~rk has been 
completed in the areas of continuina education at either the villaue 
distri~t leve1 or in the area of public health. both w~ll be emph~sized 
during th~ Pha~e II project. 

While the proposed basi: health care system will be tested 
in Girishk, it is obvious that central MinistlY systems c~rnot be geared 
to th~ (''leraticns of a single region. ',Jork 'r·dll continufl in other provinces, 
and the schedule for openir.g three additional REgional TGst~ng Centers will 
be maintained. experience in oth(;r p?rts of the country \'.'111 con:titute: 
an irr,portant referral or verificdion point "PCI' test results in l~irishk. 
To th&t extent it fits \·lithin the PIIl"pOSeS cf tf~e Phase II pl"oject and \·:i11 
be supported. The time devoted to this work wi11 be ~efin~d in the initial 
contractor \·:orkplan. The level of support fOl" \Iort. outs·i<.:'~ Gii"ishk .::; 
discussed in H:t! Inputs section belC\'l and ag,lin in the TI?r.~:nir;'ll ;\lIalysis 
section of the Project roper. \1hile the r·iOrH HIC:Y also SC(~, to test 
additicnal alternate health delivery :,ysterr.s during the Phuse II project 
period, it is not a purpose of the MD financed ~ roject a:1~ -::uil(jin~ fOt 

such additional testing is not made ilvailable hereunder. 



Administrative responsibilities of the Basic Health 
Services Presidency :'re para11e~ed rJj central r·linistry systems and 
are defined principally by logistic and information systems. Project 
Qssistance at the central Ministl~ level will seek to strengthen a~ti routinize 
those management systems as \·:ell as relate them to the responsibilities 
and operations of tile Basic Health Services Presidency. Again the test \'Iil1 
be in the delivery of basic hec:lth services in the re~lions. For purposes 
of this pr0ject, the Girishk experiment will be deter~inative. For purposes 
Qf national replication, it \'lill be necessary that central r'Jinistry systen:s 
have demonstrated a capacity for launching u national b2sic health care 
system. The contractor's \'lOrkp1an And project evaluation plan should take 
this measure into account in defining perfonnance targets. 

Logistic System~~ The MOPH, with assistance provided under 
tl.P. Phase I Project, is pre~ently designing a coordinated losisti-:s system 
which embraces the r,jinistry·s principal logistic services 'inc1uc."ing purchas
ing, storage and transportation. The key element of this system is informa
tion manageffient which ~i11 assure that all pertinent data is channeled to 
a central logistics office. A series of schedules for procuring, storing 
and delivering various types of ~edica~ supp~ies is also being ~eve1oped. 
Another Phase I proj ect act~ vity to be ront i nued into Phase II is the 
revision 0f the \oJarehouse ~'anl1a1. Ir: is anticipated that res~ltir:~ irr.pro'le
ments at the warehOUSE will substant1Elly decrease the averag~ time from 
initial requisition of supplies to their final delivery &t BMCS and provincial 
hospitcls. Thesp. ate the fundal:iental e·lernents of thi.; cOf"'~C''1ent of -:'he 
Pt,asf; II project. They \'Iill be el~b ..)died in tile r<OPH log'is·cLs manual 110\'1 

under preparation and \':il1 be tested as a fundan:er.ttll Sllr]~~art system for 
national replication of a basic health care system. 

The scope of the coordinated logistics system \':i11 te directed 
to provision of medical and contraceptive supplies for ~Ie Presidenci0s of 
Basic Hea~th Services and Curative t'ledicine. The~:e pres'idencies eJe'liver 
most of f\fghanistan ' s health services tlTough a netl'oork ('f 121 8HI2s an:i 
45 hospitals. BE:D'leen them they aCCCllnt fOI' 80 percent uf the r';inistry's 
regular budget of foreign purchases. 

A major factor in underuti1izetion of existiny S~Cs, and 
probab1y also of provincial hospitals, is shortages of drugs and supplies. 
Recent eXDerience has sho\'m that I'lhen this constraint is rfll:0v2~, BHC 
uti1i;:a~;ion increases by a factor of blo or three. ~ignificant 'logistic 
issues include the procurement of drugs) purticu1arly generics to realize 
the substantial budgetary saving possible, and inr:ovations such as in unit
of-trec:tr.:Ent pachc;ir:g, a critical comronent for local fir.t:ncii,C] (",f arug 
purchases. Lack of adequate slipply anc! rc:supply of dru~!s nnd stmplies :;,t 
BHes ar:d provincial hospital s not only decreases user confiden(;r->, but 
riestroys staff morale through their inability to carry out the ~re3tmc~ts 



in which they have been trained. Ore objective measur~ of this Phase II 
nroj~':.t purpose is to inct'ease the pt;rcentage of drugs on the standard 
drug list that are oil-hand at BHCs and provincial hospi~als. 

Drug Packaging and Distributio~. The Health Sector Assess
ment identifies finance as perhaps the major r.:r"'blem for "ational elat·ora
tion of health prograr.1S in Afghanistan. HO\'lever~ it is pointed out that 
only small increases are even potentially available from Government suurces. 
For... example~ in 1977 and in 1978~ while ~lini5try o-f Public Health budget 
incre~:es were over 12 percent annually, general Govern~ent revenues 
increased at less than 10 percent. 

This situation requires that additionai source~ of financial 
resources be identified. A recent analysis of individual expenditure on 
health care estimated~ based on village surveys in three prf)"ir,ces, thc>.t 
perhaps as much as Afs. 2 billion (compared to a total ~OPH budget of 
1 billion) is being spent in the private health sectar annually. These 
expenditures include fees to traditional healers, transpol tation to BHCs 
and drug costs~ with drugs consur.1ing 37 percent of the private expenditure. 
Drugs are sold primarily through private pharmacies~ although there ~re a 
few government pharmacies. Th is sugges ts that one source of addi ti ona 1 
revenlie for health might be thtol)gh the sale of drugs in the village, 
Basic Health Centers and at provincial hospitals. The system currently 
provides Afs. 40 to 50 million (51 million) worth of drugs and ~ontra

ceptivcs to patients free or (ost each year. O~h~r means of generating 
revenue~ such as fee-for-servi::e or a health insurance progrf.m, nre'not 
currently feas'ible although it would ge our intent to purS~t the issue 
with the Government throughout the Phase II project period. 

One consequenc~ of the shorta~e of drugs is that doctors 
and other hea lth perSOnnF~'1 ~rescri be 1ec:;s than the recorrnlended \:Ollrs e 
of treatment~ so that they san "treat" rr:ore patienL~. In many cases 
these reduced prescription~ result in l~ttle or no therapeutic ef(ect 
from the drugs and a consequant wasting of the limited sup~ly available. 
It is partly for this reaSOI1 tha~. tlds Philse II project \·:ill test "course 
of treatment" packagi ng. In additio'1, th is type of packagi ng \'1i11 make 
accounting and inventory much s·jr.lplel". 

Another factor :;; u~pl)n;ing the des i rabil ity and feas'j bi 1ity 
of the plan is the fact: that the Gov2rnment has its min phannacE:t!tical 
impoy·ter and factory for generi c drugs, the A'li ci r:a Pha rmaceuti ca 1 
Institute (API). f.PI is semi-aL;tonomuus institution that obtains its 
operational revenue fror.J dnl') s"les. it ha:. responsibility for approving 
the import of all drugs and licensing of private phar~acies. A major aim 
of the Government is to introduc~ cost savings to both its~lf and the 
public through a planned shift to the u~~ of generic drugs, instead of 
brand-name drugs. 



Manpm'ler Planning. There is a need for better manplll,'/er 
forecasting, job ar;olys;s and tral!ling program planning '.dthin t~e ~10PH. 

MSH predicts a surplus of doctors, an extreme shortage of nursing 
personnel and sanitarians and various other mismutches between supply 
and manpower demand. The proble~ of vacant posts is docuwented in the 
Hea lth Sector I\s~essment. Current trai ni ng programs are i napproprin te ly 
related to the JOD functions of SHC workers. Better job descriptions 
are needed fo11o\'/ed by curricula based on well-identified training 
objectives. These deficiencies must be remedied in preparation for 
·nationwide implementation of a basic ~ealth services delivery system. 
The P~a)e II project \·1111 provide technical assistanc\:! for the develop
:nent of manpO\'/~r forecas t ing in the !·:OPH. Bas ed on the forecas t, a 
detailed manpower and training plan will be produced. 

Infor~ation Systems. Most managerial processes in the 
MOPH (e.g. logistics, personnel and finance) today operate in a vacuum 
of information. Particularly lacking is central data on field status. 
Nationai imple~entation of a basic health care system, and t.he Girishk 
Experiment itself, demand a reliable flow of relevant information, which 
should be developed on the basis of a systematic, integrated analysis. 
An important aspect of all programs being supported under this Phase II 
project is the development of practical and appropriate informat1on 
systems. There is not a single cOf:1pY'ehensive information system, but 
numerous sub-systems that must be developed for particulQ~ olannin9, 
managelJlent and p.v3.1uation purposes. For example, there ~3 '":eed for an 
improved recording and reporting s}stem for health servic~ statistics, 
liJaf1pm'/er and personnei projections and financial data t::tc.1YS1S. Emphasis 
will be on pract ica1 lTanagement i nformati on sys terns \'lh ich w~ 11 provi de 
~lOPH managers with timely data required for decision-makin~. Inforl""iation 
systems \'1 hi ch merely co11 ect data for some potentia11.v \Iseful, but 
un$~ecified, purpose will be avoided. 

rhe problem of vacant posts has been allud2d to in the 
previous section of thi s Project Paper. One objecti ve of the Phase II 
project is to fill vacant technical and managerial post~ w~th tra~~ed 
pej"'s()nn~ 1, bL:t the r~OPH has 1ittle capabii ity to assesc; its persornel 
reSGurces and requirements. Its personnel record system con-:.ains a great 
deal of infcrmation, but is aln:ost impossible to use for management 
decis~ons. In addition, the records are frequently out of ciatE:. It is 
essential that this system be improved. tJuring the flhase II project, the 
existing personnel record system ...lill be analyzed for the feasibility 
of implementing alternative systems, including both electronic data 
processing and manual systems. After the mPH decides arrollg the :tlternatl'leS, 
assistance \'lill be prcvided in system design, initial asse:;1blirlg of dafa, 
training of necessary personnel and p.arly operation. 



Attention will also be given to producing a system w~ich 
will provide di).ta ust:lful for pE'rso/ ,!,el managef:(!nt functions (transfers ~ 
promotions, etc.) and manpower planning. The advisors and consultants 
will also helr in designing and installing a personnel supervisory 
system for trial imple~entation in the Girishk Region, related to the 
Minist:y's initiatives in developing·a system of incentives and rewards. 

Budgeting and financial manager.ent are largely central ized 
functions of the rDPH~ operating under general GO~ regulations. Even 
~lithin these guidelines, a certain (l.:JJunt of flE:xibility exists and 
irlprovelr.:nts C~U1 be made. The mPH realizes tl1l2 importance of accurate 
and timely cost data an~ regular find~cial analysis of its programs. 
Some things can be achieved at an exp~rimental level ~ but permanent 
irr.provement \·/ill occur only as the budgetary 3nd fi nanci a1 mar.agement 
sJstem is i~proved. 

First priority \'Iill be given to projecting resource require
ments fot' operlltiun of a sustained nctional basic health de~i'lery system, 
analysis of 7·ir.ancial resource requirer.-ents and alternative 30urces for 
maintainillg such a system. Second priority \'.'111 be given to establishing 
an expenditure accounting~ rEporting Cllld analysis system in Basic Health 
Centers and I-.ospitals. \·!orl: has a·lr:~:ldy started on this sys·~err. and a 
IICentral Financial A.nalysis Office" h?s been f.stcdJlished by the r~OPH in 
the r·epartment cf P.dministration. The r<OPH hOts plans to 3·Jd an accountant 
to the personl"!':l i~cster of eCl.ch Re~iona1 Traininq Cen~er. PI"oject assistJncl~ 
\'Jill 1.Ie provicf:u il~ devf:lcpiiig job r:cscriptions and in tt'ail1~;lg staff ('nd 
t1erks located in the ~egional Training Centers. Tech~ic~l ~ssistance will 
be offered to the Centr(ll Financial Analysis Office in dc\!e~(!ping schedules 
and procedures fer cost recording, rerorting and data uJlc'!YS1S. The main 
objective is to ~evelop realistic budgets based on sound finQncial data 
inch.ld~ng unit cost datu from the Girishk Experirrent th-.L can be Llsed in 
planning rational replication. 

Management Traininq. The need for continuing management 
development as well as t~e problen of staff turnover SUgg~3~ t~~ requirement 
for reqular t~ailiing to j:CPH acdnistrative j!r.r:ollnel. \·;hile the p.mphasis 
in th~ discussion above h~s been on systems in the sense of t~ols for nanageria 
use, ~ii.,istry staff itsel f must be equipped to lise these systems effectivp.ly. 
To thL end, a upcJcity fClt rranac;en~r.t traininn '::ill be de\i~,OI)cd vtithil1 
the f·jOPH. Access to such training could ·;·om: purt of the re\'iard frJr per
fonnance progress~ with this trainirq, in turn~ becoming a part of the 
promotion proces s. The management tra ini ng rf:qui r·~d is 0 f three types: 

- job orientaticn for all personnel with regarcl to 
government and MOPH policies~ r~gulations and prccedure~. 

- task training relating to the specific administrative 
tasks of the personnel I~ job descriptions. 



- administrative skill training for top and m'id-level 
personnel, to introduc~ management techniques of 
general applicability to a variety of responsibilitie~. 

Under the MOPH's S2ven Year National Health Plan, a 
management training unit was proposed. With ~!O support ~nd~r the 
Phase 1 project, the ~jOPH has already designated U'/O persons to be sent 
to the U.s. to be trained as management trainers. The Phase II proje~t 

will provide further assistance to the ~IOPH in esti'blishin,' an in-service 
trainir.g program including the three types of tr~-;ning listed above. 

c. Outputs 

See P~rt II, B. 4. below. 

d. Inputs 

What follows is a brief narrative discussion of the c1asses 
of proposed project inputs. All inputs are quantified in both the 
Logical Framework I.'atrix and in the Financial Anfllysis below. 

Technic~l Assistance 

The Phase II pro.) ect wi 11 i ncl ude financing for n long
term advisors to the Ministl~ of Public Hc~lth. Three will be assigned 
to Giy'ishk and \·Ii11 live eitheY' there 01' Lashkar Gah. They include: 

Gi ri shk Fie'l d.--922rat ions 

Management Advisor 

The r~anagerrp.nt Advisor \'Jill be assigned to the Regiondl 
Training Center in Giri:hk. His counter~art w~ll be the Director of 
the Repional Training Center. He will be responsible not Jnly for advising 
on field operations in the re~ior., but also on the management ~ystems of 
the RTC, BHes and village-'Ievel health delivery systems. For this he \·lill 
be able to rely on the r~ana~e:J2r,t Team in Kabul, but it is his re:.;ponsibil ity 
to advise on the design, test and then institutionalizalirn of management 
systems for health delivery i~ the region. 

Public HEalth Training Advisor 

The Training ~jvisor \J!ii I alsc bl:! assigned to the Regionnl 
Training Center. His counterparLs will be the Chiefs of the several robile 
Training Teams operating from thp Cente~. He will be responsible for 
advising on the training of all village-level w0rkers, SHe p~rsonnel 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 Cl'1d implementing of all r.ealth 
tr~~~~ng programs in the region. Th;s me~ber of the TEam must have a 
medical degree. 

Survey Analys t 

The Survey Analyst ~ill also be assigned to the Regional 
Training CQnter in Girishk. His counterpart will be the Chief 
Statistician in the administrative section of the C:TC. ~~ 'llill be 
respolI:ible for COI7:p1.:t"ing th~ survey desi~jn, outlining the survey 
technique, collecting and analyzing basel'il":(: dc1ta and assisting th.=: 
RTC in th~ collection cf health st~tus st~i:5~ir~. H~ will ~!so work 
closely with all field oDerat1ons personnel a~d the EvaluatlQn Team to 
supplement their \','c\'k \dth the n~cessary delta collecticn and anaiys;s. 
He will be able to cal'j en sh-,rt-tC'rm consui tants for advice alj \o/ell a:-: 
the EVClluat'ion Tenm; but it is his responsihility tn design, imf;lement 
and analyze the basel'jlle survey for Girishk. 

Ninistry of Publi<;Ji~alth Opef'dions 

Hea lth SysteinS (1 armer 

The Health Syste:'i~':; Plann2r \'Iill be assigned to the ~linistry 
of Public Health and vdll bi~ cU!Jnterpa!~ted to the General Presi~:ent of 
HEalth S~:rvices. He \,,,;11 v1,;() DF; cO'.d,.:(-~r;:';'l"~:cd to the Evaluation Team. 
He is respc\i1sible f,jr plannin~, tJror;"um devc~lGpment, operatirns. lIlanagerr:ent 
and evalUation of llUS;C h2c.1th Ci.:re delivery s'lstems. He \!;~l (·lso be 
responsible for int£?gr?tir,g t:12 various operclt·ional COliltJOnents of the 
proposed system. 

Bas'ic H~ujth Serv~ces r'~anagelT,f~nt J\dvisor 

The Han(1,~;en1ent jl,dvisor' will be tissigned to the ~iinLtry (If 
PUblic HeulJ~h in Kabul. H';s counterpart \"';11 be the Presi.Jent of Basic 
Health Sel"vices. He: \·!'ill br: r'e~,~ .. on:ible fO\' advising on planr,ing, program 
developl~ent Clr:d evaluCiticr of ;;i1si~ health cere delivery progra.ms. In tl,is 
regard, i l: i'Joul d be he'l pfiJi i -; I.e hild a medi ccd degree. He "Jill d lso be 
responsible fer m~na0e~cnt Dssistanre in te~~s of Rasic H~alth Service 
operatior~;. For this, he may r:c:ll upon the entire t·1antlgelr,E'nt TE..:"".!, but it 
will be his respor.sib·j1ity to e:;'ta~·l';sh sci'(~(Jules, operations and ~uPPoY't 
SystErns for rural delivery progriJl:~s with his co~nterpart vlithin the 
Presidency. 

Curriculum Ad/isor 

The Curriculum Advisor wi'l be ~ssianed to the Bdsic Health 
Services Presidency in the ~·:OfJH. His r.cunterpart-\Ol1l1 be the Training 
Directcr, f3HS/r,iOPH. He \'till be I'espon~ible for training curri~ula for 
village-lcve1 and 8!iC pel"sonnel anti operations. He vIill aiso dss'ist in 



the dcvelopmp.nt of the RTC rt.allual for Trainers. In this regard, ~e \'/ill 
work c:osely with the Training fl.dvisor in Girishl: and Pub1i(' Hpaith 
Advisor in Kabul) but it will be his responsibility to design, test and 
finalize the curricula outli~ed in the outputs section of the Logical 
Framework Matrix. 

Public HEalth Education and Communications Advisor 

Yhe Pll~lic Hec:.Hh Education I\dvisor vii 11 be assigned the 
Bas i c Health Services Pres i c~ncy. Hi s counterpart \:'ill be the D'; Y'ector 
of Training. The first assign:IIEnt \'rill be to examine all on~loirq health 
education program~ of the BHC. The Advisor will specifically adv~se on 
the "0utreach" pro~lrams of the BHC and the relationship betv/een those 
programs and villC'ge-based o~erC1tions. In this regard) the P.dvisoY' will 
assLt in defining both a public health und supervisory role for the BHC 
sanitarian. In addition, the ~.dvisor \'/ill eXIIlore alternative media 
approaches to public health education for testing in Girishk. 

General Management Operations Advisor 

The' r':anu0ement Advisor will be assigned to the Ninistry of 
Public Health in ~abul. His counterpart will be the President of Adminis
tration. He will te responsible for the vlOrk of the t'~anagement TI'aining) 
Logistics and Information Systems P.dvisors. He 'dill be specifically 
responsiole for advising on all manage~ent syst~m5 related to the support 
of Bas; c I~ea 1th Sel'vi ces . 

Management Training Advisor 

The ~nnagement Training Advisor will be assigned to the 
Ministry of Public Health, Administ','ation Presidency. His counterpart 
is to be determined. He ~till be: respo,lsiblr. fOl' the clesign of a Fa!1age
ment Trai!,ing Unit. He \'/i11 dev(·lop training plans and curricula and 
will advise on the teaching pl'ogram. 

Logistics Systemr, Advisor 

The Systems f,dvisor \,/i1"l re assigned to the Cent~al \o1are
huuse and SIJ;.ply C1ffice of the i<OP~~ in Kabul. His respollsibilities 
incluQe design and implementat~on advice for practical modifiLations of 
the existing logistics system for rural health sLlpply; developrr.ent of 
orerat10!1S manuills for ~/arefwusing and supply; assistance to the 1,iOPH 
drug Facility on dist.ribuhnn; and consul tation vlith the President, Basic 
Health Ser"ices, 011 the support of regional operations. 



Information Systems Advisor 

The Systems Advisor \'Ii11 be assigned to the r~inistry of 
Public Health in Kabul - specifically the Personnel and Financial 
Analysis Offices ef Administration. He will be specifically responsible 
for analysis and i~provement in the Dersonnel record systems, MOPH 
expenditure accoui,ting and analysis systems, and health service statistics 
collection and analysis. 

Cons ul ta ne i es 

Six categories of shorf.-term cansultancies are pro~osed 
for the Phase II project. They are d2scribed briefly belo\'!. They are 
subje:t to revision upon submission of the detailed workplan. 

Planning and Evaluation 

Thirty-six man-rr.onths of assistance are contemplated. A 
senior Health Sector Pl anner \'iill be recru ited "lith respons ibi 1i ty for 
evaluating the viobility and feasibility of the Girishk Experiment for 
national replication. He \'Ii 11 also assess the capacity of centrul 
ministry management systems to launch a national program. It is estimated 
that the Planner I'rill spend three r.1O!,ths eech year in P·.fghanistan. It \'/ill 
be his res~lo!1sibi1it.Y to devise an e'laluvtion plan of the' Ginshk Experifi·,ent. 
At the end of the pmject peri od, he I'lill rr.br.e recClf.i;'t'ndl, ~.if1ns on tn~ Del':)S 

of which a Sector Grant will ce considered. The Health Sect~r Pl~nner 
:::hou1d not be from the r'lanagelr:ent Team and rl~ay be sele':T':"'; from IIID-funded 
centY'al contracts. Otherwise, solicitations will be sought and the costs 
finan':ed hereu:lder. The Health Seder Plan!1f~t· I'lill be l",'iji1flble to "Iork 
on both the I'lOrkplt1n and Baseline Survey design. In additic!1 to his nine 
man~'llonths, twenty-seven man-months of associated consl l :-:'c.Incies are 
provi ded. 

Pro'lincial Hospital Survey 

Five mdn-months of assistance are conte~pl~ted. The Survey 
will i"ddress the role of Provincial Hospitals in a Basic 1iei:l1th Care 
system and make recwfiJendations for organization, rr:anagerr.ent) staffing, 
tl'aini'1g, supply clnd operations. en th:: basis of reccr:Il'l'?nc'ilti:J"s, USJI.ID 
will consider amending the Phase II projc:..t to inclu(1e pilot \'Iork;;.t the 
four Provincial HQspita'ls in the Girishk R2gion. 

Girishk Experiment 

Thirty-two man-months of consultancies are conterrlated. 
Specialities included are public h€il.lth, management systems: AlmS 
evaluation, survey design, etc. 



Basic Healtr. Services 

Sixteen man··months of cunsultancies are provided. 
Specia:ities included are training a~j curriculum, public health 
education, etc. 

Manpower Planning 

Thlenty·four man-months of consulting assistance are 
contemplated. The p'lannins \':111 be unclel' the auspices of the 
Planning Board of the Planniii~ r:p. ... art·l~(:nt \'lithin the r·1GPH. It \'1111 
be used to assi st in the develap:nent of a manpo\'/er requi rements 
analysis, manpm';er devE:lopment strategy and trainirq recommendatior,s. 
Perhaps the most ir,iportant compOnell! of those reco!iI;I':r:ndations \'Iill be 
the Clssessment of current tra i,lirlg progr~us across the r'linistry and 
recon'IT.cndatiolls for irlprover:tent consi stE'nt \'t'ith manpo\'ler projections. 

r·:OPH Administration 

Fourtren man-r.:onths of consul tancies are conter.;plated 
They may incl~de financial analysis, health statistics c011ection 
and specifically,.planned that long-te:Anl technical assistance advisors 
le3vin~! before the end at th.:! Pha.:ie II project (e.q. loqistic and 
'information syst(~r,;s advisors) he fraught Dack to M'~~hc.:nistan for 
evaluat.ion 2,i'd foilo\'i-up assistancE 'in the third year. 

Drug Revenue:: t';Clnagement 

Twelve man-months of consultancy help are contemp·lated. 
The cCJnsuHancies \':i11 be used to assist establish lO~Jistic and account· 
ing syst~~s for drug supply and r~svpply, revenue generation and 
allocation and g2rtcl'«l progrClr,i operat"ions. l\ssistE:r::::e in mar.hine operation 
and rr.aintr:.l'Jance \'Iill be provided in the equ-ipment contract. 

Corrmun ity 0(IS eJ Oi st ri bu t ion 

This pilot effort caii!3 for six man-rr:onths of consultant 
services over the life of t~2 project. 

Part·icipants. 

The participant rrogram will be defined in the \·/orkplan. 
Since tt.8 bull: or- training \·till take place in country either "on-the
jl.li/' \'Iithin the r·lin;stry or in specific training prO~r(lrr,s. Long-term 
regional training outside AfohrJnista~ is not deen~ed necessary. Thpre 
will beno long- (enl U.S. de~;rce train; (;9 funded unccl' the Phase II 
project. fo the extent such training requirements are identified during 
the cour~e of the project) they ",:n1 be considered for funding dur)ng 
the Sector Grant in FY 1982. Po~tponing cf long-term degi'ee tY'llining 



will enable U.S. funded technical assistance advisors to work over the 
life r)~ the J,Jr'oject vlith their counterparts. It ~'Jill also faci~~l:ate 
more careful assessment of real train';ng requirements and suitable 
candid..:tes. 

Th~ Project h~dget do~s contemplate short-term skill 
training in the United States and third-country Observation training 
for regional worr.crs. Again, the speciFics of those programs vlil'l be 
outlined In the work~lan. 

CCn'triocities 

There are two cdtegories of project commodities included 
under Phasp. II: contract and l·iinl::;try support. The first includes 
office furniture and vehi~les for the Management Team. 

The second category has severa ~ components: 

seven velli cl es to support r'~ouil e Trai ni ng Teams in 
Girishk and at the other Regional Training Centers 
to be opened duril,~ Phase I I; 

- a1n'tOS t $750,000 for the impo rt of drugs to capHa 11!p. 
a drug revolving fu~d. The drugs would be sold and 
prc::e(~ds utilized cuth to rl-~plare stocks and tv 5i1~;Jort 

villege-baseci prr9r~ms. The revQlving fund is an 
iml-'crtant firs: step at testing "fee-for-service" in 
Afghanistan; ~nd 

- almost $150,000 for drug packaging equip~Ent to establish 
the dorr.estic druU '"JnllfacturinQ faC'ility \'lhich v:i11 sustain 
the drug program. Funds will be included in the equipment 
co~tract for inst~llation and training. 

Other Cos ts 

The major element rer2 are the local support costs for 
the Girishk Experir::ent. It is proposed to fund tile total costs of the 
Heme 'fisiting and CO!~~munity Ba~ed D~stributiGn experil~ents. Com11Odity 
costs for contrac~ptive supplies ($100,000) will b~ centrally funded. It 
is also proposed that AID fund the per diem costs for all trainirg and 
supervisory pr09l'amS during the Ph~se II period in Girishk, as v/ell as 
r.onti'1ui'lg pe~' cdem support for trainers in SHe continuing education and 
~ulJ~rvisory programs 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 b~ included in th8 Government bud~~t should we deciJe later to 
proceed with a sector grant. 

Funds to complete the construction of 50 BHCs and equip
three RTCs as cowmitted under the Phase I proj~ct. The s~oervisory 

costs For construction will ge included (e.g. constructio~ supervisor 
per diems) as \'/ell as a co:rmodity bonus element for unlicensed contractors. 
Construction is not an integral part of the Phase !I proje~t but was 
authorized under Phase I. Strict implementatio~ cOfiditions are included 
in Part IV Implementation Procedures. 

4.	 Logical Framework 

There follows an expanded	 project design summery: 

Program Goal 

Improved health ::;tatt.5 of the rdral paplJlation. 

Measures of Goal Achi evement 

Baseline FollGw"up TJrget 
1985 

1.	 ~'orta 1i ty
Age-specific a~e group
(0-4 age gro~p) 25% dE:rease 

2.	 ~~rbidity 
r~a 1nutriti on 
(1-5 age 9r(I'':~) 50% decrf:~se 
Immunization 
(1-5 age group) 50% immunized 

3.	 Ferti 1ity 
Continuing User's 25% continuing 

4.	 KnowledGe &Hea1th 
Practices	 To be determined in desigr of 

thi; 8Jse'line Survey. 

Means of Verification 

Baseline survey in 1979 "epeated in 1981 and again in 1985. 

Important Assumption.~ 

That the Govern::lent of Afghar. is tan adopts and supports a 
national health care syst2m in accord with its stuted aims. 



Project Purpose 

1.	 Initiate and sustain a basic health care system in a region 
directed at the major health problems of the region; which 
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.	 Development of a management system within MOPH capable of 
supporting a regional hea1th 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 functioning in the Girishk Region 

Ai. 90X of VHWs resupplying drug needs 

A2. 75% of VHW~ and Dais making referrals to f.HCs 

A3. Sanitarians actively providing health educati0n within a 
10	 km. radius of SHes 

A4. Sanitarians or other SHe workers actively sL~ervising 90% 
of VHHs and Dais 

AS. 50% of r,OPH installed or supervised wat~r supplies remain 
sources of clean water 

A6. 25 operational BHCs, as evidenced by: 

- 90% drug list available 

- 90% recoliTller.ded equipment available ar:rl operationa'/ 

- fully staffed and trained in use of SHe m~nual 

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

A7. All SHCs actively referring clients to Pr0vincial Hospita:s 

A8.	 Two RTC training/sup~rvisory teams visiting B~C at l€ast 
quartel"ly 

A9.	 Regularly scheduled ~re-assignment training f~r all ~~c 
\'lOrkers by RTC 



A10.	 Two RTC train~ng teams operating on scheduled basis for 
initial training, retraining and replacement lrd~ning of 
VHWs and Dais. 

All.	 Fully staffed RTC Administrative Section receiving and 
transmittin~ en a timely basis: 

- drug inventories, fee~ and data 

- health, family planning service statistics 

- financial data 

- personnel da ta 

B.	 Health care system dire~ted at major health problems 

Bl.	 See Al, A2., A3.~ and A4. above. 

82.	 Home Visiting Program experiment operating in catchment 
area of 5 bHCs. 

B3.	 Community Based Cistribution experiment operating in 
catchment area of 5 SHCs. 

B4.	 MCH clinic operating in all 25 8HCs. 

B5.	 Oral Rehydration room operating in all 25 BHCs. 

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

C.	 Health care system dit'ectcd at a IT,ajority of the population. 

C1.	 VHWs and Dais accessible to 75% of the rural population 
of the reg ion. 

2. Management Syste~~ 

A.	 ~lGH: Basic Health Services Presidency operating effectively ~s
 
evidenced by lA, Band C above, and 28, C and 0 belm'!.
 

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

B.	 MOPH 1cgistics syste~ u~erating effectively as evidenced by: 

B1.	 Drug and contrac~pt ive supply ass ured to SHe as evi denced by
receipt of lCa;~ of requests and 90;; drug list availability 
il'l all SHes. 



B2. Supply systems rationalized as evidenced by re~p'int of 
100% of reques ts an d 90% recorrrner-rled equi pment -I"; st 

"available in all SHes. 

C.	 f~OPH information systems operating as evidenced by: 

Cl.	 Personnel records rationalized as evidenced by records 
being utilized for planning, assignments, training and 
pronnti ons. 

C2.	 Financial/accounting systems rationalized as ev'idenced by
receipt/utilization informat"ion programming, planr.ing and 
budgeting. 

C3.	 Health se~v~cR statistic~ rationalized as evidenced by
compilation and utilization in prograrrming, planning
and budgeting. 

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

E.	 Infonnation 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 r.onsidering Girishk Exptriment and 
managerr:ent s'y~-::err.s in terms of their technical feasibility
and finan~ial viability. 

Means	 of Verification 

1 and	 2-2A. 

Regularly scheduled field and record checks and independent 
evaluation throughout. 

28 -	 D. 

Independent eva1ua t i on t!lrolJgho ut. 

2E.	 Baseline Survey and indeoendent evaluation 

!mportan~ Assumptions 

1.	 That the Government of Afghanistan is committed to a nation~l 
hea1th care policy. 



2.	 Non-health factors (e.g. low inco~e, traditi0n, etc.) are not 
such as to frustrate improv~ments 1n health status arising 
from a national health care system. 

3.	 That a national health care system directed to the health 
problems of women and children will: in fact, al~o be 
indicative of the health status of the entire p0pulation. 

4.	 That Afghan women will utilize thE servic~s of a national 
health care system. 



Outputs	 Maqnitud~ 

1. Training capacity 

1.1	 Curr~cu1um, tr~i~ing plans and manuals 
completed for: N/A 

a - VHW/Dai (cc~tinuing education) 

b -" BHC pre-as5ignme~t 

c - sanitation supervision 

d - BHC (continui~g education) 

e - BHC public health education 

f - RTC tra ining of trainers manual 

9 - MOPH Management Training Unit 

h - Logistic system manuals
 

i - Infonnati on sys tern manua ls
 

1.2	 ~10PH Management fraining Unit 
establ ished N/A 

""2. Trained heal th manpO\'ler 

2.1	 VHWs/Dais recruited and tMained in 
Girishk 350 VHH 

650 Dai (esti~ated) 
2.2	 Non-physician ~anayers trained and 

assigned in Girishk 12 

2.3	 All staff of 23 SHCs in Girishk given
pre-assignment traini~g 250 SHe ~lorkers 

2.4	 Regularly scheduled c0ntinuing education
for all BHC employees in Girishk 400 SHC ~/orkers 

2.5	 Training staff of Girishk RTC training
completed 35 RTC ~orkers 

2.5	 Regularly scheduled continuing education 
for	 VHWs/Dais in Girishk 1000 village-level

workers 



Magnitude
2.7 Central ministry staff trained	 OJT 

3. ~~nagement Systems 

3.1	 Drug packaging operation established N/A 

3.2	 Revolving fund for drug purchases
established for Girishk region $750,000 

3.3	 90% recommended equipment and 
supplies in place in all SHCs ana 
RTC in Girishk N/A 

3.4	 Manpower analysis, projections and 
tra ining recorranendat ions compl eted ~I/", 

3.5	 Survey of Provincial Hospitals
completed N/A 

3.6	 Home Visiting Program experiment
initiated in 5 BHCs in Girishk N/A 

3.7	 Community Based Distri buti on experiment
initiated in 5 BI;Cs in Girishk N/A 

3.8	 MCH clinics estahlished in all 25 SHCs 
in Girishk NIA 

3.9	 Nutrition/or~~ rehydration rooms 
established in all 25 e~cs in Girishk N/A 

3.10	 Baseline SLWVJO;y (1979) and follow-up
(1981) co~plete in Girishk N/A 

3.11	 Work and Evallla1:ior. Plans corr,pleted and 
approved N/A 

3.12	 Final Reports including detailed
recommendations fo~ replication of 
national health care s~stem cum~lcted 
and submitted for Government 
consideration N/A 

4. Physica 1 Infrastructure 

4.1	 Nine SHC completed in Girishk N/A 

4.2	 Forty-one m!C campl eted ~llrsuant ta 
Phase I PP.. Ni/'J. 



Means of Verification 

Internal project data, project manager certification, fiplc 
and record checks, field SuY',;eys and independent evaluation. 

Important Assuw.ptions 
, That Girishr. is not atypical and that results of the I • 

experiment will const~tute a relevant test :f the 
feasibility and viability of a .lational systeln. 

2.	 That health personnel can be recruited and will stay 
in pl ace. 

3.	 That incentives \'Iill be sufficient to retain VHws and 
Dais in the system. 

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

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



Inputs 
Years (FY) 1 2 3 

l. Technical Assistance 

A. Advi sors (M/M) 

Managerr.ent Advisor G 12 12 12 
P.H. Training Advisor G 12 12 12 
Survey Analyst G 12 12 12 
Health Systems Planner 12 12 12 
BHS Management Advisor '(2 12 12 
Curriculum Advisor 12 12 12 
P.H. Education Advisor 12 12 12 
Manage~ent Operations Advisor 12 12 12 
Managec~nt Training Advisor 6 12 6 
Logistics S Advisor 12 12 
Informat ion S Advi sor 12 12 

12(; 132 102 

Costs ($000) 1.323 1. 165 .945 

B. Consul tants (M/tt) 

Planning and Ev~luation 12 12 12 
Provincial Hos~ital Survey 5 
Girishk 14 11 7 
Basic Health Services 4 6 6 
Manpower Plannir~ 6 12 6 
MOPH Administruticn 5 5 4 
Drug Revenue 1-lg1:. 6 6 
Commun i ty B. Di s L. 3 3 

52 55 38 

Costs ($000) .5€2 .623 .. 4:0 

C. Local Contract Staff (M/M) 

AHDS Advisor G 12 12 12 
Survey Team Supervisar 12 12 12 
AHDS Advisor, MOPH 60 60 60 
Manager.:ent Training Advisor '12 12 12 
Sr. Data Analyst 12 12 12 

108 108 108 

Cos ts ($000) .077 .081 .085 



Yp.ars (FY) 1 ? 3 

D. Home Office Expense 

Cos ts ($000) .228 .202 .250 

2. Participawi. Training (r~/M) 

U.S. Training 77 153 135 

Third Country Training 60 49 29 

137 2')2 169 

Costs ($000) .237 .437 .397 

3. Project Commodities Costs ($000) 

Vehicles (3G/4 K?bul) .074 
Pharmaceuticals .47~ .275 
Heme Visiting Prugram Supplies .059 .081 .098 

Other: 

Warehouse &Packaging Equipment .143 
Drug Ca~inets (J75) .053 
Office Equipment .01L! 
Injection/First Aid Kits .012 
Bi cyc1 es (350) .033 
Ca1cu1atcrs/Typewriters .013 
:I{) torcyc 1es (25) .018 
Clip Books and Posters .G23 

Costs ($000) .917 .356 .098 

4. Construction (Number) 

Girishk Basic Health Center 9 
Other Basic Health Centers 20 21 
Construction Supervisor N/A N/A 
Construction Equipment N/A 
Drug Storage 1 

Cos ts ($000) .871 i.lei 1.385 



Veal's (FY) 1 2 3 
5. Contractor Support Costs 

Vehicles (5) 31 24 
Equipment and S~pplies 134 072 062 
Support Staff 141 147 154 
Other Advisor - per diems) 150 142 124 

Costs ($000) .456 .38£: .340 

6. Proj ec 1: Lo cill Costs 

Training Support - Girisnk .067 .073 .087 
Tra i ni ng Support - rat.i ana1 .044 .042 .041 
CBO - Girishk .107 .110 . 133 
Other 70 79 98 

Costs ($OOO) .288 .304 .359 

M~~ns of Verification 

Project records and audit tracking. 

Important Assumptions 

Appropriate numbers of personnel can be recruited. 



PROJ ECT DESIGN SUMMARY 
LCG:CAL FRA/.\EWORK 

Lde of PrOIPct: 
From FY _N__.to F,. 80 
Totol U. S Fund,nq 
Do Ie P repa,ed: l1a)'.-J-""rL1'--'Trg"',,,-r.c: _ 

Proj("ct Title 0. Number: BASIC HEAl TH SER'LlwCE:..::5>-_PHASLlI:.__306-o0144. _ 

NARR;. :'IVE SUMMARY iMPORTANT ASSUMPT ;O~.SOBJECTIVEL Y VERIfiABLE INDICATORS MEANS OF VERiFICATION 

Program or ~ctor Goal: The broader abjrct;ve to Mea,ur~, of Goal Achievement: Assumption, for achIeving goal tarc:;et': 

.... ich thil project c"ntributes: That the Government of Afghanistan adoM 
Improved health status of the rural 1.	 Marta1ity Baseline Survey in 1979 repeated again and	 supports a national health care 

2.	 Morbidity in 1981 and again in 1985.populati on system in accord with its stated aims.
3.	 Fert i 1ity
4.	 Kncwledge and Health Practices 

Project Purpose: Conditions that will ind,cate purpasr has bun ASIumptioni for ol.hit-vinQ purpose: 

1. Initiate and sustain a basic ~ealth 

achirvrd: End a' project status. 
1. Reg iona1 Ba sic rleaHh CarE' :;ys tem Regularly scheduled field and r~cord I 1. That the Gov~rnment of Afghanistan 

care system in a region. in Girishk. checks and indepenJent ~valuation I i~ commi~ted to a natio~al health 
2. Develop a management system capable 

of launching a national health care 
2. Management systems operating 

within the MO~H. 
I throughout. II 2. 

ca re po 1icy. 
Non-health fac:Drs ar! not such as 

system. I to frustrate improvements in health 
StdtU5 arising irom a n'Jtional 
health c~re ~y~tem. 

Outf'Utl: A,,~umpt'on.. for od-:lrvlng o .. tpulS:Magnitude of Output-: 

Internal project data, projECt manager 1.	 Training capacity See	 expanded outputs following. 1.	 That Girishk is not atypical.
certification, field and record checks, 2.	 Trained health manpower ~.	 That personnel can be recruited. 
fi~ld surveys and independent evaluation.3.	 Management sys terns 3.	 lhat incentives exist for VH\oIs and 

4.	 Phys~cal infrastructure OJ i s 
4 That ~n~-physic1an managers can 

ope:-atl!. 
5.	 That "fee-for-service" is not yet 

poss i bl e. 

Inputs: ASlumpt;~ns for rr01fidi"g in.,ufs:Implementation Targe' (Type and Ou('~tity) 

Project records and audit trac~ingSee	 Part III 0 of Project Paper1.	 Technical assistance Appropr:at~ nUIT.tlers of personnel Cdn 
folll"wing.2.	 Participants be recrui ted. 

3.	 Corrmodit1es 
4.	 Other Costs 



PARr !1I - PROJECT FEASIBILITY ANALY~r:.:S 

A. Technical Ana~ 

l\fghanistan ha~ one of the most difficult h~alth situltions in 
the world. The situation calls for a system of simple lO\'l-cost 
preventive health measures. The previous regi~e had taken the co~plex 
high-cost curative health approach ~lith the C0 !1SeqL'ence thr."c health 
servicE3 are inequitably distributed, largely ina~propropriate and 
inefficient. HovJever, there is f.o,.Jan a\'lareness of this and an 
impres~ive beginning has been made through intro1uction of a basic 
health care delivery system. It is the purpose of this section to 
assess the feasibil ity cf that prc.posal. The r'lission Heal th Spctor 
Assessment, rIa rch 1978, is fundamenta 1 to the assessment anti shaul d 
be read in association with this section. 

1. The Strategy 

The Phase II project is desigr.ed to t~st the Government's 
proposed bas "ic health services s tra tegy and to strengthen management 
systems to facilitate its natiul1e.l rr.plication should it prove feasible 
and viable. The project, then 1:> a feasib"ility test and \'l'iil be used 
to support a Sector Grant fc,r national replication in FY 1982. 

The Phase II projec~ will test the strategy by supporting 
regional curative and prevE'·,tive services through a three-tiE:red system 
that can greatly increase the ilccessibility, outreach and quality of 
rural health care at reasonable cost. Health status is a functi0n of 
many variables. Providing curative 5ervices alone \'lill not significantly 
alter morbidity and morta:·;~y patterns. Because the Phase II project 
emphas·j zes preventive care i/ith maximum outreach, a mctjor pub 1i c health 
impact can be achieved on ~~ternal morta~ity, fertility, prenatal and 
infant rr,ortality and the chi1Jren under five. On this basis, together 
with the support and appare~t ccr~itn~nt of Government, the prJposed 
basic health services strategy can be viewed as £!jma facie feasible 
and a justifiable Il'eans of lrri.n"0'1ing the health status of Jl.fghar.i.:itan's 
rural poort. 

::. The Viil age-l eve1 H~a 1th De I i very Sys tern 

Evidence from a w;de variety of (;ountries in both the 
developed and developing wor:d has establish~d that the use of para
medicals or ~hysician extenders is an effRctive means of providing 
good quality health care. The e>'f1l:rience of ~:edex, physidal1's 
assistants, and nurse practitioners in tl,t? Un;ted States ind~cates 
that these horkers can significantly ij1cl"ease the productivity of 
the phy3ician and thus reduce t~e cost per unit of service. T~e 
dramatic achievements of the Chine~f~ "barefoot doctors" is 



evidence of the effectiveness of deploying large cadre~ of health 
work~rs \·/ithin a wel I defined operat~ng sysce':l. Many countries 
throughout the developing \'/ol'ld have used non-physician health 
providers with considerable success. In the Afghan context. workers 
have achieved good social acceptance when loqistically suoported. 
~lhen experir:,ental programs failed, it "las lars::-ly becausE of 
inadequate planning and preparations 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. (he Phase II project will assure clearcut job descriptions, 
scheduled training, cor,cimiin£ education and active supervision fron' the 
BHC. Careful attenticn will be given to imparting to each village-level 
\'Iorker ethical concern for his or her assignment and for public hee.l tho 
Village Con'mittees \·Jin be org3nizeci to recruit, select, monitor a'1d 
contro~ drug prices. P.,n active .:ummunicatior1 strategy is also t=Jlanned 
to orient co~munity resider.ts nna leaders to the functions of the village
level \'!orkers. It is Cd!'" p:~cndse that t.hc:::e efforts will ensure greater 
corrmunity support. 

b. Trainir.9. 

Quality care i.:; 3n iss'je raised over and over again in 
assessing vi'llage-le'vel p:"~SJrams. ~·.Qst of the problems that Vi :1Clge 
Health Workers and Cais will face can be treated without extensive 
knowltdge of body syste~s and speci fic ~isease processes. Traini~q 
these village-level \'lOrker: :0 deal with heal th probl EmS rLither than 
disease pl'ocesses i s thcref('r'~ a~,Drc0ri att'. Competency based tra i ni ng 
materials developed to date emphasizp. the development of skills and 
kncwledgc to meet basic lGvG13 Gf performance that can easily be 3tandard
ized for nation~l replication. 

c. Recnlitment and Cerloymellt 

Lack (If effective recruitment and deployr,ent systen:s is 
a COTTInon cause of program failure. ThlS prC;)'iem is partlcularly complex 
in Afghnniste.n because of the 1l0ed to have fcrnale \'/orkei's for vil'tage 
warren and children, and is COl1ipol!nded by the rEstrictions nn the 1'0le 
of worr.en. This will rerRin a rroblem urti1 ti',t:: overall role oi \'/omen 
in the socia-cultural setting in Afg~ani5tan changes. Evidence of 



change has been noted in incre?sed applications for female family 
planniq posit:i(;ns, in trl\~ r·1ission ' s recent anthroDologic enClu~rJ 
and the stated intentions of the ne\,' Government. 

d. Remuneraticn 

The proposed villa~e-level syste~ is premised upon 
cDl111lunity support. i\lthough the past Go'.'ernment 1'laS um·Jilling to test 
IIfpp··for-servi cell, and the n2V' Government I s early ~ronouncer.:ents suqges t 
a similar posit illll , -Cl"iere may be a willingness to 'introduce i\nd t(~::-t a 
payment for drugs scheme. The:, Vil'Clgr Hr;altr v!or:~Er propoSCI'1 is premised on 
generating inco~e for the \','Orker from the sale of drugs at Covernmr:nt 
established prices. Prices \'IOLild be controlled by the Villctqe Committees. 
The Dai, of course, alreaay receive:; a fee for her service, but Horne 
Visiting and Com:lunity Based Oi stribution nust f'ind alternative revenue 
sources. Sales of drugs at the SHes could generate small surpluses to 
support these preventi ve prO~ll~ams. Hi t.1:out cOlllmi tment to revenue schemes 
such as drug sales, the financial underpinning for the village-level 
hea1th deli very sys telil becomes much more tenuous. 

2. 'porul atioll Programs 

At the villdge leve~, it is proposed that the tradit~onal 
rr.-idwife, Dai, be responsible for l11Jternal child health (e.g. horne 
visiting) and cont.i'uccption delivery (e.g. comrl1unity based distribution). 
With the Daj SlIpprJI"ted by 'lees for birth celivery, there L~~:Y be an inhel"Erit 
contradiction in placing resp'J::sibility \·:ith het 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 rE~·.ote (i .e., BHC) and ass igncd to a 
para-medical (i.e., sanitarit:.n). In this circumstance, the quality of 
vil1ag~ health care and appropri~teness of drugs that have been dispensed 
are at issue. it is at least conceivable that vi112c:ers lTiay be payin~ I'!Qre 
~nd rec8ivir.g less than under less formal health systems. The training 
advisor and survey analyst i'1 Girisllk \'Iill monitol~ closely the quality of 
he;l.ltl: care in the village. 

3. The District-level Basi~ Health Ce~ters 

The l-1;nistry of Public Health novi has 121 Basic Health Centers 
w~ t:i plans to expand to aeou c 200 vii t hi n the next fi ve years. As noted 
earlier, their effective catchment area is only 10 kilometers and their 
outreach sp.rvicl:s are limited if ilOt non-existent. There have been tv/o 
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proposals to extend their coverage: village-level systems and sub
ce t~t3. The test proposed for Phas~ II is village-level systems. 
To test sub-centers \'Iould probably uverextend the BHe system before 
it gets a chance to estab1ish itself fi rmly . Although 73 such sub
centers existed on paper by late 1977 t very felt' if any \'/ere 
operational. ~lanagement problems including trnnsportatiol' and acr.ormnnda
tions t not to mention shortages of drugs Dnd manpower t currently plague 
the program. Given the numerOl!S constraints under 'Ilhich the SHC progi'am 
and MOPH in general operate t it makes better sense to delay implementdtion 
of the sub-centers and concentrate on consolicJating the existing SHC 
program. This is proposed during Phase II. It ItJill be accvmplis~crj by 
prop~r steffing t adequate supplies of drugs, and outreach activities 
such as increased participation in community affairs, vaccination 
programs in local schools, and home visiting by Dais to impress en the 
rural 
tion 

population the necessity of improved nutrition, 
and family planning. 

hygiew~, sanita

Issues include: 

a. Catchment Area 

The catchment al'Nl of the typi cal SHC is only 10 kilometers. 
Utilizztion of skilled curative ~taff is both ineFfici~~t and i~equitable 
in this circumstance. Financi~1 limitations in the past have rrstricted 
the possibilities of exrandi!!~ the BHe ~.Y~t(.!m. ThE:l'efore t referrals to 
the Center must increase. lhe village-level prGgram is ~riticftl to that 
effort.. Secondly, the SHe n"ust reorient i tsel f to\'/ards pl'ev..:'ntive work. 
The catchment area fOI~ preventive programs should be si9nific.al1tl,Y greater 
than the current curative cc.tcliment. PreventivE programs are litr!ited tv 
faci 1i ty-based acti vi ti es pr(:.iently, but outreach is an untapped area 
that must be explored dL:rirs the Phase TI period. In sum, the :easibilHy 
of the BHC is premised on u vibrant village program il'1d reorientution of 
the Cl'rrcnt BHC. Hithout tllat commitment, the BHe p'ovides only curative 
care to a sma11 popul at ion s I.Jtroundi ng it. 

b. f·1anDo\"er, 

The Basic Health Care System proposed fur Pn~se II is not 
autarkic. It is based on a Sllpply of trained marlpOI'lcr from the eruc~tion 
sector and from the training institut.ions 0"1"7 the ~j'in'istry of Publ"ic Health. 
For exarr:ple, our analysis indicates thcre \'/ill be a shortage of trained 
sani tari an and male nurses in the Phas e I I project peri Od. The Pha!le II 
project cannot address that iSSU9 othEI thar to sponsor the analysis of 
requirements and t.he relationsh~p to existing and p"tanned training pl~ograms. 

It may be that investments in health educdtion per se \'li11 be an "important 
infrastructure component of any ba5ic henHh .:trate~lY. US.\If1 ';5 prepared 
to propose health education j)ruje~ts as I'equirerllcnts ~re iuentif:ied and 
related to the basic health strateuy. 



c. Verti~al Progr~~ 

Each SHe has two vaccinators assigned. To date, thp.ir 
service is basically facility-based. This is a reflection of the 
current orientation of SHes but also of the tension I:eu'/een the pro
~osed basic health services strategy and vertical programs. The 
Phase II proj €<:t dops not address this criti ca 1 iss ue although it is 
a ce!1tral policy concern that must be resolved before national 
replication of a basic health services pr0C!l'am .. It is obvious, for 
example, that pcssibly the major preventive tool for meeting the 
p'(ojE:ct goal is in·;nunization. Yet facility-based ir;r;,unizalion reaches 
less than seven percent of the rU'ral population. Integration is a 
proposal often sU9S1ested, but it cannot even be tested until sufficient 
members of village and facil ity-based \'!orkers are tra ired, deployed and 
5HCs are increasingly in place in the rural areas. During Phase II, 
the USAID nissioil l'Iill explore this obvious issue "'lith the ninistry 
Manasement Team and other donors. Opportunities for cooperation with 
rural \'later and malaria programs are other examples that must b~ addressed. 

4. Reaional Traininq Center 

The Regional Trainirq Center is the principal manareridl and 
technical support point in the regior .. {l.t the moment it is r;:sron3ible 
for villagt:-level training Gnd BHC training ilnd supervisicr.. It \·li11 
also be the point. for regioral supply and centrol of 6rugJ, other 
supplies and eauip:,:ent. In cdditiorl, the t·iOPH plans call fo,' includir:g 
regional health plar.ning and disease surveillance: in VIC" :'TC. In effect, 
it is the first step tOl·tards decent.ral'ization. It is recogl1~zed that 
this 'is a step the ,·mPH is moving to\'lards. TLe role of the ~'rovind:tl 
P.ealth Officer, r.:ust be rationalized, and the relationsh~r- bet\'leerl 1/ 
Preven:ive and Curative r'~edicine in Y-abul \'Iill have to :,e resolved.
These are issues thct vli11 be considel'ed over the three-y!:ar life-·of
project:, and they must be resolved before AID could consider a Sector 
Grant in support of nati0nal r(.~licat;on. 

Is:; ues inc1L;de: 

a . .9'p'erational Costs 

A major element of cost in the Girishk Experiment i:; local 
support (e.g. per diE~S for ~obile training teams, village-workers, etc.). 
While appropriate for AID finar.cing during the exp2l'imenta'l ph?se, t.:'2Y 
are costs "'Ihid the t·;OPH \'li11 ~!radua11y have to include in its hLI'~get if 
the program is to be introduced natio~ally. During the Phase II projec~, 
the actual costs of the program \'Iill ~e carefully ~onitored, alt~rnate 

levels of support ,,,ill be tested and thr. Govermi:~nt \'lill ?t:'tllany begi •. 
to incorporate these costs ir,to its bud~et. It is n:er.ti0ned herp.: bC:Ci~JSe, 
lH.{; fee-far-service or a drugs-for-fee system, the recurrent costs of tile 
proposed systi.:m \·Ii11 be the key to assessing system viability. 

11 See Part II, n.2.c for a more cor::plete discussion of thL; issue. 



b. Girishk_A!:si9nments 

The project design specifies the assignment of three 
full-t',:l1e technical assistance advisors to Girishk. !~"'nbers of the 
current r'1anagerr:ent Team hav-= argued that this vi~ll "over-load" the 
system and have taken the p~sition that only the Field Operations 
Chief should be assigned to Gidshk. The Regil)"al Training Advisor and 
Survey f~nalyst srlOuld remc!in in Kabul. The MissiQII has maintilined its 
poc;itiJn Gn the fo110\'ting gr.-Hinds: (i) \'lith a'lr;;ost 1,000 village
workers to be rccruitt=d and trained and over 400 GHC personnel to ~e 
trained and supervised, the T!~ining Advisor would be required to spend 
more than half of his time in Girishk. Also note Gil"ishk encor.1pas-;es 
a quarter of the country and over 15 percent of Hie pOVllation. In 
adclitio"'i, \'1e believe that he should be close to the regional \·torkers to 
bettel" understa.nd the natL're 0.(: their assignnlent, probler.ls and training 
Y·equirements. (ii) The Survey Analyst i'till have responsibility for 
measuring both health impact and the costs of operating the system. 
The baseline v;ork itself \';ill consume almost haif his time, and \-/e 

believe he can be useful in assessing short-tellll e.lternative appruaches 
(e.g. var~able public health education techniqucs of sanitarians, etc.). 
(iii) Ii the RTC is to reprl'sent a decentralization of the system, then 
the cClr.>acity ITlllst exist in the Center to carry out its functions Vi ithout 
CU'1stafit referral to Kabul. P.s nuted edrlier, the pel"sonnel may al:tutllly 
1ive in Lashkar Gah "'there {.TO already hus a substantial contingent with 
the Soil Co~~~rva~ion Service. 

5. ~1inistry of Pub1:c Health 

The Logical Framework reflects the need for improved manage
ment of the basic health care system. A detail0d strateqy for improving 
health sE~vices administration, p~rticularly at the national level, is 
spelled out in the proj,::ct descriptiorl. Hith careful monitoring, this 
approach s~ould rJe successful in est~blishing the management suppurt for 
a sound basic health service: system. 

Issues include: 

a. Team Sizp. :md. Compos iti on 

The original r'iinistry proposal \'las for 17 full time resic!(lnt 
ndvisors. Following discussions and cereful analysis, the Projett 
Committee recan~2nded the 11 proposed in this Project Paper. It is 
believec1 they 'Jt"Jvide basic coverage to the core areas of concern in the 
p:rQ:i~ II project. Those not included ure discussed belo\'/: 



- drug operations advic:or: The Project Comrllittee 
has proposed to incl~de mecnanical oper9tions 
advice as part of the equiprneni' pack(lqe. In 
requesting bids, the Governr:1(;nt will also r~C1uest 
the servi ces of a manlJfacturer' s represerlta ti ve 
to assist in equipment install:tion, initi!l 
operation and maintenance. The Logistics Advisor 
with the ~~OPH '..lill assist in \'lc:"ErDusing and 
delivery. The Infonnatio'1 S}C"tems J'.d\!isor ';ill 
be available to advise on r.ii1nagerrkilt systems and 
the Re'v'o1vi ng Fund. In addi t"i on, 12 r~:Eln-IT.Ojl t.hs 
of consultancy services are provided to assi~t in 
drug revenue management. 

- management support, BHS/r'~OPl!: The Proj~ct Ccrrrl"iittee 
believes this assignment can be covered by the 6tlS 
Operations Advisor. ~~anager:~ents systems support. 
within GHS can be sought ,'rem the Logistic and 
Informati on Systems Advisors i ncl uC:ed \'Ii th the (,iJPH 
team. On the othrr ha:1d, lJSP,ID has included a 
Village Progrul1ls Advisor to aSS'Jme responsibi'lity 
for this critic:.!l n~w elel;lent in the basic health-· 
level delivery sj'stem. 

- alternative :,palth deiiver~J s'y~;lerrs advisor: ':i1lile 
additional analysis of other alternative delivel? 
systems ;s I~learly advisable, it is the jud~~:;i:rt of 
the Project. CCJI,i7l; ttee thRt thE' current project shaul d 
focus on intensive testing of the proposed basic 
health servic~s model. 

- provincial hosritals adviso\': as disc.ussed ellrlier, 
the Phase II project inc~udes financing for a short
term study ar.d contemplates the pos~ible arliendlTIent 
of the Phasp ~I rroj~ct bEsed on the findings 0f that 
study. 

- construction a~visor: as discussed (lRrli€;~, the 
Project Corrmi:tc2 believes that ;:l construction ad'isor 
is neit~er necessary to the lJurposes of the pt'0jl::ct 
nor the successful completion of SHC construction. 
(hi the other hllnj, USA10 \'/ill 'finance supervisory 
support costs as well as an ~ncentive program for 
unlicensed contractors. 

- chief of party: The COP should be countervartp.rl tJ 
the Deputy M~nist(r jf h~Jl th and s~ould be one of 
the 11 full-time advisc~~. Adequate funding is 



provided for administrative management. 
Whether the COP sh'" ul d bE.; the BHS r·1anaClement 
Advisor, General i1anagement Operati ons "Advisor 
or Health Planning Advisor is left as an issue 
to contract negotiations. 

b.. ~~anagement Ass i s tCl nc~: Scor~ 0 f Servig:£ 

The Phase II pl'oj ect has i:wo purposes: execute a regi O.la1 
experim~nt in Girishk and strengthening of M0~H systems in anticipation 
of naticna1 replication. In that regard the r';anagement TellC in Kabul 
\'Iil1 obviously have concerns \'lith central systems that \-/il1 

" 

have relevance 
beyond Girishk and which vlill call for manager:ent assistance on programs 
outside Girishk (e.g. RTC operations in Balkh, etc.). In preparing the 
workplan, the scope of those assignn~nts will be defined and related to 
the Phase II project purpose. For purposes of project eval~ati0n, the 
test of central ninistry systems vlill be in Gil'ishk. For purposes of 
system evaluation and feasibility assessment priot to national )i11plication 
and Sector Grant support, the broader capacity of the i·mPH \'Ii11 be con
sidered. The Project Committee does not see conflict in tenns of the 
scope of services for the Management Tpam bet~cen the tEst chosen for 
project purposes and the test chosen for Sector Grant purposes. W~ere 
tbere may be conflict is in the \l/ay the ~linistr'y chooses to use the 
Team. During the Phase I proj~~t, the Te~m ope~ated as operational advisors. 
They were available tG the f<OPH to addre.ss Cllr'r::nt operational proo'lc-lnS 
and tt'cir exall:ination or al LeI nat.e h,:>al th deli vc:.ry syst€:T'S I'eflected an 
unstructured relationship to r~inistt'y research 90il15. This ',las entirely 
appropriate given the unct..Ti.:ain state-of-the-art and the necessity to 
iden":ify problen!s and conce;)tut1lize solutions. H is the purposp, of 
Phase II, based on that succ~3sful Phase I, to structure a test of health 
and management systems. Th"t calls for a more formalized \·/orkrlan and 
systems evaluation. The Project Com~ittee believes that the workplan is 
key in fonnalizing understanding on this fUlida!'~ental shift in use of 
technical assistance. 

6. Program Oper~tion and ~aintenance 

The technology required in the proposed prJject imposes no 
unusua1 opera ti on and ITiai ntenance c~nstra i nts on the government. The 
major constraints to initiation of traininj r):'()~I'iHns is the educational 
materials and teaching met~odol09Y, both inadequate testing and re,"il1c
rnent of \'/hich \'/ill be overcome Early in the Phvse iT project. r~a:nta'in

ing an expanded rural healtl' syS"l,enl po::es m0~,·<:cn:ent problems, obviously, 
but these are clearly addressed 1:-- i:he mana~i(!"-2I'it Support .:;trategy as 
described in the Project Descript:ion abOlJ2. The other area of concern 
relates to recurrent costs which 1S addresser. ';n the Econo'l~ic .'l,:;alysis 
section bela\'!. 



7. Environmental Assessment 

The Phase II project has no significant detrir.lental effects 
on the environment. Basic Health Centers which will be located i~ 
villages are of ~OdE5t size and will be constru:ted of local materials. 
In the Phase II project, public health education will be initiated 
which will roste:-- environmental sanitation one! personal hygiene and 
should yield positive local environfilental effects. 

8. Technic2l Cost/Desi0n.}'nalysis _. 

A detai1e~ Financial Plan, Econo~ic and Social Analyses are 
presented in the follo\·,ing sections of the ProjQct Papl::r. Detailed 
proje'::t-rel(lt~d rese&!'ch \'laS done during till" PhRse I project. The 
~~nnagement Te[;.l11 , \'!orld Dank, Uni'ced l1i1tions (';nd IUD sta~f have O\ler a 
peri'Jd of months revic\·;ed Afghanistan's health needs, alternate health 
delivery rwdes and other trainir,c requirerrents. TechniCal discussions 
\'lere al so he 1d viith CS''icrnment, (;I D/',·1 and thr:.· r'::nager'ent TeJm. These 
ffm'ts lead L!Sr\IO/P,fc!12r;istan to:he conclusion that the F'hr:se II 
project prc,pcsal is tec/lnically scund and arlo sui ted to thr. prohlC:F;~, 
ne2ds and \'iis!l(:~s of the Governr".2Tlt. The prr~ject as df:signed is ter.hnical~y 
and economically sound and cost esti~ates are reasonable, The Pha~e II 
pro~ect meets the requirenents of F~~ Section Cll(a) an~(b). 

B. Financial Pnalysis._-_.-----"-

1. Recurrert Budget I~r1ication~ 

Since a purpose of this project is to tes t t!:'.: vi ebil ity of 
the proposed basic health care delivery system for natiori\'lide rer1ication, 
th(! financi a1 impl i c~ ti ons for the recut'n~nt bucget a1'':'- :'.;trerre ly irn;~'Qrtant. 

The mair. Ctir:i of this c:nalysis is to assess t~ie financidi ir:Jplicatiolls 
and th~ GOP, I S ~apaci ty to fi nance tr.e bas i c h(:(1 lth servi c:e sys tem. TC' do 
this the recent heal t!'1 budgetary roerformarlce is ana lyzed \..;~ th reCJard to 
bcd;h overall COli1Jilitr.:cnt of resources to tr:e ~:CrH and the inter'1al alloca
tion of the health budqet. Performance is then compared to the cor.·f:lit
ment required to financ.e a natior:..:ide basic health SySt211'. I~. should be 
emphasizAd thut this linJlys;s is noe concerr.~d \'lith project costs but 
~/ith tile flnancial ir"p'lications of a nation'.dde system baspd en tile 
Gi ri sh k Il'ode1. 

a. tJl~PH 8udget 

As shn:n in Table ~.l, the tota i budget for 1973/79 is 
Afs. 1.004 million, a 20 percent increase over 1977/78. Of th1s: 
Af~. 649 d11ion is fm' the developn:ent bud0,et. These figures exclud o 

certain frinse benefits paid by tl~e Govern~lult \':hich e:r',OLI~ns to 21.1-25 
percent of sularies. Health expenditures by other COf\ l:gencies ;;uch as 
the t'ledical School system and the f'linistry of Defense I~Gspital s.\'stem 
are simi 1c~t'ly excluccd. 



The overall ~~CPH budget has increased by 22 percent pel" 
annum fJr the period 1973-1979. Of this total, the recurrent LuJ~et 
has increased ~y 12.3 percent and the Jeve10pment budget by 30 percent. 
In 197~;78, the last year with available comparative budget data, the 
budget of the r-:OPH amounted to orlly 2.5 percent of the toto 1 GOA budget. 
The 1977/78 ordil13.ry health ,)uclget \'/35 o'11y 2.1 percent of projected 
domestic revenue. Thus, \'lhoile the ~10PH health LLldget has been growing 
relatively rapidiy, it is still small cOi;;pared to dorrestic revenue and 
ov~rd11 budgetary allocations of the GOA. 

The evidence of ~OA pri\lrity recently assigned to health, 
as indicated by thp relative allocation of resources to health vis il vis 
the total GOA budgetary allocations is arrbiguou5. Over the period -
1973/74-1977/78 the ~OPH budget ros~ less rapidly than did the overall 
budget as evidenced by the i~c€xes in Table B.2. In 1978/79, however, 
the overall development budget rose by less than one percent \'/hile the 
MOPH development expanded by 25 ~e ...cent. This may signal a rapidly 
increasing interest by the GOA in the ~Ea1th proble~s of the country. 

It has been argued that the reduced allocations to health 
\"ere the result of the r·~OPH to u~ilizp. budgetary resc'lrces made avail
able to it. This problem became ,)bviuus in 1974/75 \'lhen only 57 p2rcellt 
of the ~OPH domestically ~inanced development budget was implement~d 
cUlllpared to implementation rates of 82 and 75 percent respectively in 
~972/73 c.~d 1Q73/74. 

TABLE B.1 ;1)PH and Iota: GOP\ Budoet for 1973/74-1978/79 

(Ini 11 ion af s ) 

MOPH Budoet-----Otdi naty 
1973/74 

200 
1974/75 

200 
1975/76
-?51 

1976/77
-273 

1977/78 
315 

1978i79 
354 

DevE:lopmpnt 177 216 287 519 650 
TOTAL 377 467 560 834 1,004 

faA Budoet 
IJrdindrY" 6,690 7,311 9,855 11 ,170 12,500 
Development 4,865 4.985 9,321 14,027 20,232 20,400 
TOTio,:' 11,555 12,296 19,176 25,197 32,732 

TABLE B.2 Index of MOPH and Total Budget (1973/74 = 100) 

i973/74 1974/75 1975/76 1976/77 JJJ.7/78 1978/79 

Heal th 
-Ordinary 100 100 126 136 158 177 

~I/e'lopment 100 122 162 293 367 
TOTAL 100 124 149 221 266 

Overa11 
Ordir.ary 100 109 147 167 187 

Development 100 102 192 288 417 419 
.,1PTOTA.L 100 106 16~ 283 



Whether or not the poor development expenditure performance 
is continuing is not knmm since lGi·~;/76, in \·jhich cevelopment exp:.nditUYcs 
were onl~' 45 percent of budgetClry ailocation, is the last year fOl' \'Ihich 
data are available. There are indications that actual development 
expenditures by the GOA for all ministries a'lr:raged only about 35 percent 
of budgeted amounts in 1977/78. Th~ MOPH performance is not likely to 
h~ve been significantly better than average.- If this explanation uf 
the relati'Jely lo\,;er budgetary allocations during the mid 1970's is 
corrdct, it would ~ean that health pe~haps never suffered a reduction in 
priority. In any event in the 1978/7q budget, health seems to have become 
il very high priority item even though the irnpler;entation record of the ~~OPH 

ha3 probably not improved significa~tly. 

b. Internal All oca ti on of MOPH Budget 

From a financial standpoint, the Phase II project is con
cerned primari ly \'Iith the recurrent budget requi rements of the Bas i c 
Health S~rvices (BHS) of the 1,'OPH. In 1977ji8 the BHS budget \'1as Afs. 54.8 
million. (Se~ Table B.3.) The 1978/79 budget for BHS is Af3. 68.3 million, 
of which E4 percent is for basic health center operations and 16 percent 
for central office operations. In 1977/78 GHS received 17.4 percent of the 
total recurrent budget; in 1978/7~/this was raised to 19.3 percent as the 
BHS bUdget expanded by 25 pErcent-;- ~Ihile He share of the ~')ta·1 recurrent 
budgpt attributable directly to the BHS is quite sman, the ~;1('i'eased share 
for BHS in 1978/79 indicates an expanding u\'iareness of t.hp :~eed to ~rr;v;de 
adequate support to the BHS EJen at the re16tive expense of ~ore traditional 
?ctivities of the mPH. 

c.	 Recurrent Cost 0: Natiom·lide BHS 

The foregoing sections est~b1ished that thp GOA ap~ears to 
be increasing the priority assisned to heaith care in general. Equally 
import;jnt, \"';thin tl:e health budget there appears to be a shiftin~ alloca
tion of financial resources toward the 6HS. Hcwever, th~ Girishk regional 
moclel, if expanced to a natiomtice sy.:item, implies a drar;?tic increase in 
the level of health ~are available to the rural populatiG~ of Afghanistan 
and a concomitant rise in BHS recurrent financial requir~~e~ts. 

J/	 The Ministry of Planning has ind~cated that the 1978/79 developn",€nt 
budget would reflect a more accurate assessment of i~ple~entation 
capacity. This explains the increase of less than Jne rercent i~: 
the overall GOP, development ~udget fol' 1978/79. 

g;	 Certain recurrent costs of BHS are contained in other line items. 
Repair of vehicles is contained in the Central workshop line item 
for exarr:ple. 



H.O.P.H. Ordinary Budget
 
1977/78 and 1978/79
 

Percent Percent Percent. 
Depart~ent/Proqram 1977/78 of 

Total 
1978/79 of 

Total 
Change 
77 to 79 

Minister's Office 1,477 0.47 1,511 0.43 2.2E 
Adr.Jini stt'dtion 27,633 8.77 27,055 7.64 - 2.09 
Central !'/arkshop
Warl d Food Program
Planning
Forei9n Relations 

6,045 
303 

4,573 
383 

1. 92 
0.10 
1.45 
0.12 

9,859 
422 

5,867 
515 

2.79 
0.12 
1.66 
0.15 

63.09 
38.89 
28.28 
34.30 

Inspection
Public Heal~h Inst. 

944 
14,533 

0.30 
4.62 

1,196 
13,778 

0.34 
3.89 

26.59 
- 5.32 

Mental Health -0 -0 6,130 1. 73 
Nursing 1/ 
Curative t12dicine 

12,464 
178,13Q 

3.96 
56.55 

12,829 
191,924 

3.62 
54.22 

2.92 
7.74 

(Central Office) ~ 
(Kabu' Hos[Jitals)d 
(Provincial Hosp.)
(Other Programs)

Preven t i ve r~ed i cine 

(9,345 ) 
(78,216)
(71 ,427) 
(19,141) 
13,709 

(2.97) 
(24.33) 
(22.68) 

(6.03) 
4.35 

(11,607) 
(81,618) 
(79,556) 
(19,142) 
14,576 

(3.28) 
(23.06) 
(22.47) 
(5.41) 
4.12 

(24.28) 
(4.35 ) 

(11.38)
to)
6.32 

Basic Health Services 
(Central Office) 
(Basic H~alth Centers) 

54,779 
(11,371) 
(43,4J6) 

17.39 
(3.61) 

03.78) 

68,333 
(10,897) 
(57,436) 

J. 9. 3(J 
(3.0?5) 

(16.22) 

24.75 
(-4.17) 
(32.32] 

Grand Total 315,000 100% 354,000 1001; 12.38 

1/	 Nursing includes Central Office, Post Basic, flNM School and N.t1. Schonl~ 

y	 Kabul Hospitals include Prison, Sanitarium for Homen, and 5 ot,J~~i' hospitdls:
Jarnhoriat, ~'Iazir Akbar Khan, Hashem Zejantoon, Child Health Institute, and 
Paghman HospHal. 



Tf.BLE B.4
 

Costs of Basic Health Centers
 
(000 afs) 

B HC 

Staff 
Doctor 
rlurse 
Mtr'l 
3anitaricin
 
Vaccinatcl"s (2)
 
rlanager
 
Admin Clerk
 
Haint~nanc~ 

Driver
 
StoreKeepel'
 

TOTAL
 

1 Vehicle 
2 r·!otorc~·cl es 

Equipm~nt (basic) 
Oral Rehydraticn 
Oral Rehydrati0n Training Aids 
Furniture 
Buil ding Deprec i dtion 
Supplies 
Vehicle Operation 8,000 mi 0 10 afs/mi 
r'1otorecycle OfJeration @ 3 afs/mi 500J mi·x 2 
Information Sy,ter.1Sa 
Buil ding t1aintenallcea 
Drugs 
Oral Rehydration Expendables 

Per Diems 
VH~1 Supervi c; i 011 
Dai Supervision 
Otn~r 

TOTAL 

a/ From SHC I Project Paper. 

D! excludes 25% fringe 

Recurrent 

38.4 
30.6 
25.2 
30.6 
61.2 
38.4 
27.0 
14.1 
21.0 
21. 0 b/

307.6 

80.0 
30.0 
2.4 
8.0 

000.0 
37.7 

14.6 
26.0 
20.0 

1,337.6 

Depreciation 

42.0 
16.8 

3.6 
0.4 
0.3 

10.6 
105.0 
11.~ 

178.7
 

Capital 

210,010 (5 yr 
84,008 (5 yr 

36,414 (l'Jyr 
4,475 (lOyr 
1,342 (5 yr 

105,300 (lCiyr 
3,150.7 (30 yr) 



TABLE B.5 

Per BHC--

VHH/na i :~Ists 

(000 afs) 

Recurrent Depreciation 
Non-

Recurrent 

14 VHiJ Training 

10% replacelTif'nt 

Continuing educativn 

Kit~. 

3.6 

7.3 

14.7 

36.4 

147.0 

Lost/Nei'! Tr~ i nee Kits 

25 Dai Original Training 

10't repl acement 

~ont inuillg education 

TOTAL 

29.4 

11.4 

16.3 

68.0 J,1 ••, 

113.8 



TABLE B.6 

Regional	 Training Center Costs 
(afs OOO's) 

a. 
a/

Staff -

Chief 
VHW training team 
Dai training team 
Formal training tedm 
Mobile training team 
~1anagemel;t 

sub-Total 

Recurrent 

42.0 
109.6 
109.6 
103.5 
38f..9 

_691.4 b/ 
1,44~.O -

Depreciation Capital 

b. 

c. 

Vehicles and Equipment 

Vehicles 
Building
Equipment
Furniture 
Operation Vehicle 
Suppli~s 

Building Maintennace 

Per Diems 

300.0 
45.5 
27.0 

126.0 
105.0 
17.4 
17.4 

630.0 (5 yr)
3,150.0 (30yr) 

174.3 (lOyr)
174.4 (lOyr) 

t~bile training/supervisory teams 
Continuin~ Ed SHC staff 
Central staff training for SHe 

TOTAL 

397.8 
348.8 
66.6 

2,627.7 265.9 

a) 

b) 

Staffing pattern assumed to be 50 percent greater than currently (except for 
chief) since c~rrent staffing pattern geared to 200 rather than 3uO ~e~ters. 

Excludes 25% fringe. 



UIl.,,) uCfJar I.IIICIII. l..U::lI.::l 

(afs ODD's) 

Staff al	 RecL!rrent Depreciation Capital 

President 66.6 
Dept. President 38.L1 
Pres. Office 141.3 
Op. Training &Supervision LOal.5 

Building Naintenance 

Admin~ 667.8 
PH(D 

Total 
_. 710.2 c;,/
2,717.8 -

Vehicles (25)
Equipment
Furniture 

1,071.0 
? 
? 

5,355.0 
? 
? 

Vehicle Maintenance 
Supplies 

2,500.0 
? 
81.0 

Per Diems b/ 550.0 

Total	 5,848.8(?) 1,071. O(?) 

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

bl	 r.~~ed on 20 percent of salaries, the SJme ratio is in SHC's. 

c/	 Excludes 25% fr;nge. 



One of the Phase IJ i)1"aject outputs \'Iill be to establish 
the actual financial costs of a BHS system patterned after the Girishk 
regional model. The following analysis is a fairly rough e~~imate 0f 
recurrent budget r~quirement 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/VHH program, the operations of the: SHC IS, the opera ti ons of the 
~egional Training Centers and the operntinq costs of the Department of 
BHS of the Central t'~inistry of Publ';c Health. 

The total yedrly operating budget (including depreciation) 
f~r a 8HC is estimated to be Afs. 1.52 million at current prices (see 
ti.4.). Excluding depreciation, the recurrent figure is appl'oxirnacely 
Afs. 1.34 million. Of this it is estimated that f\fs .. 55 million would 
be r~turr.ed in the form of drug payments by the populace. Thus, net 
recurrent out1ays will be about Afs .. 79 million per BHC. 

The major costs associated \'lith the VIM/Dai p(ogt'ams are 
the continuing education r9sts, replRcement training costs and equip
ment/supplies replacement-:- (see B.5.)" Total recurrent cost~ (illl:lud
ing depreciation) are estimated to be Afs. 83,000 per BHC. E~rluding 
depreciation, recurrent costs will be Afs. 68,000 per SHe. 

Tota1 recurrent cos ts (incl ud ing depreciation j of the 
Girishk Regional Training Center will amount to Afs. 2.C; ~illion per
year (see 8.5.). If depreciation ~s excluded this total ;s ;--educed to 
Afs. 2.63 million. 

Finally, total recurrent budget of the Cc:partment of 
BHS of the t·1OPII, given current staffing patterns, are P,f':.. 6.92 million 
ex~luding depreciation for everything except vehicles (s~e 8.7.). 
Exr.luding vehicle depreciation leaves a recurrent budget requirement of 
Afs. 5.85 million. 

The total recurrent cost of this four-tiered sjstem 
dapends on the ~umber of units crn~prising the system at each level. For 
natiom:ide coverage of the type to be sst'lblished in Git'isl.k region 
there should be 250-300 BHes and associated VHW/Dai units in placE. 
There will be s~x Regional Training Centers and, of course one central 
BHS Department of the Centra 1 l'~inistry. The tota'i recurrpl1t costs 
excluding depreciation are summarized in B.8. 

1_1 Supervision costs are included in the SHe. 



TABLE B.8 

Summary Recurrent Costs 
(excluding deprer:iat:::"n) of BHS System 

(afs millions, 1978 prices) 

No. of Cost (including 
Units Cost a11 drugs) 

BHS Dept. 1 5.8 5.8 
RTC 6 15.8 15.8 
3HC'~ 300 236.3 401.3 
VHW/Dai 300 20.4 20.4 

Total Cost (1) 278.3 443.3 
Totdl Cost (2)~ 306.2 471. 2 

At the currul": planned rate of SHe expans ion, a neb-lark 
of 300 SHe's will be in place in 1990/91. The 1978/79 recurrent budget 
for BHS is Afs. 68.3 millior,. To have a net recurrent budget of 
Afs. 306.2 million (drugs an sold) by 1990/91 vlill require:: budgetary 
growth rate of 13.3 percent per year in real teilns. 

No good price index eX1sts for measuring inflati0nary 
impact on the VOPH budget, but the consumer goods pri ce i rde:< rose by 
an annual average ~ate of 5.3 percent per annum for 1968/~9 to 1975/7E. 
U~ing this estirr:atG a rate of grm'/th for the BHS budget of 1:.3 per'cent 
lier annum in current terms \'Iould be necessary to finance ~~ nationwide 
BHS system by 1990/91. 

~ With allowance for two percent p~r year increase in real salaries 
to 1989/90. 



In order to examinp the reasonableness of this requ~~e-

ment, the growth rate of the O:--dllli-ty budget for the entire r·10PH must 
be calculated. If one assumes that the real ordinary budget (excluding 
BHS) of the r'~OPH doubles by 1980/90 t an implied real gro"'th rate Gl six 
percent p.a., the total r-:OPH ordinary budget in constant 1972/79 prices 
Noul d becr.:re ~.fs. 880.6 mi 11 ion in 1990/91. Thi simp1i es a rea 1 grc\·,th 
rate of 7.9 percent per annum for the next 12 years in constant terms or 
of 13.6 percent per annuril ill current terms. Over the period 1973/74 to 
1978/79 the ordinary budg2t of the r~OPH grew by 12.1 percent in current 
terms. Thus, the GOA, will have to i,',crease its ri'lte of allocation to the 
il;OPH oriinary budget by on ly 1.3 percent per yeor tu fi nance the expanded 
SHS system. Irl 1978/79 the BHS ordi~ary budget increased from 17.4 percent 
to 19.3 percent of the total r·:OPH ordinary budget. By 1990/91 this ,,;ill 
have been incre:ased to 35 percent given the ass~m~ptions made above. 

If no drug sales are made the recurrent budget requirement 
for BHS becomes Afs. 471.2 million a real increase of 17.5 percent per 
ypar or a current growth rate of 23.7 percent per year. T~c implication 
in current terms is that the overall f.'OPH recurrC?nt budget \:ill have to 
increase by 15.2 percent p.a. and thai: the share allocated tQ EHS ",ould 
increase to 45 percent. 

At this preliminat~ st~ge, the recurrent costs 0f the BHS 
sys~em are considered to be financially feasible. Howeve~. this is so 
l'nder' the assU!li[Jtian that BHS will receive increasing ;.'r;'Jr1 ty 'in bLo6](·i,Jry 
allcrations. hnile the cost estim&tes without drug sales ~G not renrler 
the financial vie.bility of the project beyond the realn ~~ rossibility,' 
not selling drugs does create a significantly greater finanria1 burden on 
the r'':OPH and \·;;11 r::quire an even greater relative corr:mitJ1ier.t of r~OPH 
resources to 8HS. 

2. Financial Plan 

The total cost of the project is estimated at Si7,270,9i3 of 
which $13,983)816 is planned for U.S. assistance (see Table C1 ) ard 
$3,287,097 equivalent is the (OA contribution (see Table C-2). The 
proj~ct will be funded in increments over a three-year period (FY 1978 to 
FY 1980) with implementation and expenditures covering a three-year period 
begin'ling ea!"ly FY 1979 through FY 1981. A corbined infla~.~CJil/continseT1t:y 
fnctor of 5 percent in FY 1979, 10 percent in FY 1920 and 15 percent in 
FY 1981 was added to individual line items. U.S. dollar project inputs 
fo 11 o\'JS: 



($OOO) 

Long Tefm Advisors (360 months 3,433 

Consultants (145 months) 1,636 

Participants (507 months) 1,071 

Corrrnodi ti es 1,372 

C~ns true. ti on 3,417 

Contract SUpp0rt Costs 2,104 

~.ocal Costs 951 

Total 13,984 

Prcject obligation and expenditure plans by fisca1 year 
are con:ained in Tables C-3 and C-1 reslJective1y. Initial flmdinq is 
limitea to contract start up costs, cOr:'modity procurerent, cOlltinued 
con~truction of the initial 12 Basic Health Centers end the f~rst wave 
of participants. A decai1ed list of comr.Qdities is inc1un~c in Table 
C-4. 

GOA contribution to the project includes ddditional 
operating cost of the 50 new Basic Health Centers, and fo~r lIew Regional 
Training :enters. See Tables C-5 and C-6 for details of the operat~ng 
costs. Additionally, under fixed ~.mount Reirburser:ent r.;rr·cedures th~ 

GOA wi 11 contribute 25 percent of the estimated construction cest of th~ 

50 new Basic Health Centers and will contribute the land where th~se 

centers \'1i11 be located. This represents 19 percent of tut'll project 
costs, somewhat less than the 25 percent required under Sectioro 111) (a) 
of theFJ~A. Considering the substantial portion of the Pliuse II project 
for technical assistance in the experimental/research ph:se. it is 
recolTiP.'iended that a \'/aiver of this cost-sharing requirement be approved. 
Note that Afghanistan is also an RLDC. 



.Tec~nica1 Assistance 
Long Term 
Short Term 
Professional Local Contract 
Ho~c Cffice Expense 

Expenditu:'.:'e 

FY- 79 

1,323,OY: 
562,380 

Staff 77,400 
228,008 

Pian 

FY - 80 

1,165,098 
G23,15~ 

01.,056 
202,345 

~44,::30 

4:0,110 
B4,771 

':!5\),4:;"~ 

TOT A L 

3.432,723 
1.,(35,640 

7.43,257 
b80.766 

Participant 'I'rai.ninq 
U.S. Short Term 174,150 383.550 363,525 921,225 
Third Country Short Term 63,000 53,900 33,350 15Q,250 

Sllb=To!~l_£~~t~_Tr~iDiDg 

~i~~~_C~;Jffi~Qjties 

Vehir~1-:-s 
Drug Re'7ol\ring Fund 
Othe,=" 
fUI;'J,'Lies HVl? 

!'~E:=:!'~!~!..£'E2j.:._f2~29!!!~~ 

Cor.st:!:'uctiun 
First 12 BriC's 
Secone:. 38 bRC's 
Supervision 
Equi[lJncn·t 
Drug Storage FQcili~y 

$237,150 $437,450 $396,875 $1,071,475 

73.777 73.777 
4'i5,l'(;0 27~,OOO 750,000 
309,271 309,271 

59,184 81,496 97,942 238,G22 

$917,23~---------- $35G,496------------ $97,942--------------- $1,~71,670------------------

161,865 90,000 ~71,8G5 

528,001l 1,026,000 1,364,500 2,938,500 
9,990 9,429 19,419 

29,400 29,4('G 
121,550 36,000 157,5~0----=--------------------------

$870,805 $1,161,42·9 $lr3S4,500 $3,416,734------ -------------._------------- --- -------------------..----



FY -79 FY-81 TO"r.AL 

Contractor Support Costs 
Vehic1E:s 30,806 23,527 5'-r,333 
Equipment & Supplies 133,972 7?,085 61,562 267,619 
Support Staff 140,500 147,190 153,881 441,571 
Other 150, 255 142,447 12L~, 070 416,772 

Sub-total Contractor 
§~EE~E!_f9~!~ _ $455,533 $385,249 $339,513 $1,180,295 

Project Local Costs 
Training Support Costs 
(Nationa~) ~4,i85 

Training S'lpport Costs 
(Grishk) 67,073 
commun i ty Eased nistri.b'.1tio:r. 107... 000 
Other 70,050 

.421'095 

72,790 
110,OOJ 

79,174 

41,077 

86,514 
133,000 
98,29~ 

127,357 

226,377 
350,000 
2-17,522 

Sub--'!'otal Proj. Locat 
Co:..;ts 288,308 304,059 358,809 951,256-----_._----_._-----------------------------------------------

TOTAL $4,959,911 $4,716,362 $4,307,543 $13,ge3,816 



C-2 

GOA 
Inputs 

Operating Cost of New BHC's 
(see Annex 

25% of Construction Cost Under 
FAR 

r.land for Centers $2,000 X 50 

Regional Training Centers 
{see Annex 

Amount in 
$ 

2,016,506 

802,591 

100,000 

368,000 

Tot a 1 3,287,097 



--

-----------------------
---

----------

C·3
 

Technical Assistance 
Long Tel.:,} 
Short Term 
Pr~fess1ona! Local Staff 
Herre Office Expense 

Sub-Total Tech. Assist.

Partic~p~nt Traini~a .. ' -"'

·US 8~o::::t Term
 
Third Country Short Term 

~~~:!~!~f_~~E!~_~E~!~!~~ 

Project Cc~modities 

Vehicles 
Drug Revolving Fund 
Other 
Supplies for ~TP 

FY-78
 

631 
100 

33 
195 
~§1 

1'l4 
63 

237 

74 
475 
309 

30 

FY-79 FY-80 T 0 t n. 1 

1,165 1,637 3,433 
460 1,076 1,636 
12Q 85 243 
236 250 681 

1~2~1 2~9~~ 2~222 

184 563 921 
54. 33 150 

238 596 1,071 
-_.----------------------------~----------

74 
275 750 

309 
III 98 239 

Sub-Total ?roj. 
ties 

Co~~oci

Con~_~l:uctior. 

Fir:;"'; 1~ BRC's 
:::econd 38 BHC's 
SUfervis.ioon 
Equipment 
nrug StorRqe Facilities 

182 

10 
29 

')0 

1,554 
9 

158 

l,3b:> 
272 

2,939 
19 
29 

158 

2211,S},]. 1,385 3,417--------------._------_._-_.. _-------_._.- .._-_.
Contr~ctVL SUDDort Costs 

Vehicles 31 24- 55 
Equipment & Supplies 134 72 62 268 

/Suppo:.t Staff 141 14 0 154 442' ., ..Other 150 • .'=- L 124 l:16 

Sub-Total Contractor 
§~~~2E~_f~2~~ _ 456 385 340 1,181-----------_._-----------------------------


Project Local C~sts 

Tra~n~nq 
If1 ••
_!'a1.nJ.~~9 

Support 
C.:>ulJpon.: 

(Nation~lj 13 
(G . .,) • , 

r~snJ< ~ ... 
91 

131 
23 
74 

127 
226 

Comrr.uni ty '3ased Distrib14ticn 217 1:3 350 
Othc:: 149 98 247 

r. "'" ,-, '".,n,..,.rn1\ " _, _ ... wi 

...., - .. - ...... - 



C-4 

p 0 m mod i tie s 

A m o u n t 
I t e m in $ 000 

Pharmaceuticals 750 

Warehc,uRe (( Packing Equipn1(mt 143 

Drug Cabinets (375) 53 

Office Equipment 9 

Injection/First Aid Kits 12 

Flip Books/Posters 23 

Bicycles (350) 33 

2 Wheel drive Vehicles (2) 17 

4 ~heel drive Vehicles (5) 57 

Filing Cabinets/Schedule B00ks 5 

~al~u1ators/Typewriters 13 

Motorcycles (25) 18 

!Iome visiting supplies 238 

Tot a 1 1,371 



GOA·C-5 
Operatinq Costs of DllC's 

Cost~of Cperating an average BRC 
Amot'nt illper year 

(Afs. ) 

Staff Salaries 385,000 
Vehicle Operatir.g Costs 110,000 
Mainte~~n~e/Supp1ies 60,00(' 
Drugs 250,000 
Oral Rehidration 37,680 
aep1acem2nt of injection/ 
.first Aici Kits 68,000 

Tot a I 910,680 

!1)	 In ye3r one 18 BHC3 will be comp1eteu. 
Assuming ~ will be operntional for the 
year. 

..'1e .;.	 2 ?,..10, GRO = 8,196,J.20~\, 

(2)	 In year two 32 ne....' ?,;-{Cs vli11 open~
 

Assuming ~ will De cp8:t:'ational for
 
the year.
 . 

(32 -;- 2) + 18:= 34 X 910,680 = 30,9G3,J.20 

(3 ) In year three all 50 will be operati::ma1. 
50 X 910,680 _. 45,534:000 

'1' 0	 t a I Afs. P4,693,240 

Dollar Equivalent 
Afs. 42 = $1.00 02:016,506 



GOAC-6 
0peratin~ Costs RTC's 

Costs of Operating An A'Ter-age R'1'C 
per year 
Salaries 1,560,000 

Vehicle O?erating Costs	 300,000 

Supplies & Mainta~ance	 72,000 

Tot a 1	 1,932,000 

(1)	 In year one assume two centers will be 
'operational ~ tlme. 2 X "2 :-:: 1 X 1,932,000 = 1,932,000 

(2)	 In year two assume two ce~ters will be
 
operational ~ time and th~ two centers
 
opened last year fully ope~ational.
 

2 +	 ~~ X 2)Xl,932,()Oa·~ : .. 790,000 

{3)	 In year three all centers open and fully 
operational. 4 X 1,932,000 .... 7.728,,)00 

Total	 Afs.l5,456,OOG 

Dollar Equivalent at Afs.42~$1.OO = 368,000 



c. Ec~~omic Ana1y~is 

The impact of a project aimed at improving the health status of 
a populatio:1, ';/hile important in qua1ity-of-1ife terms, is almost imnossib1e 
to measure in economic terms. This is a fortiol7i the case when trying 
to estima~e the C'"J.. icipated :mpact. Thus, no attempt at a benefit/ 
cost analysis is ~~de. 

1. B~nefi~;ar;es 

The direct beneficiaries of the project will be: (1) the 
75 percent of the ~opu1ation cf Girishk region for whom improved health 
services will be available; (2) the rural population who :urrent1y have 
access to BHS and for v/hom the quality of services ...lill be indirectly 
impro~ed thrcugh better centra1 manage~ent; (3) ultimately, the 75 per
cent of the rU'l'al popu'iati.on of Afghanistan for whom improved health 
services will become available if :he BHS system is replicated nationwide; 
{4} the health personnel whose skills are upgraded and whose income 
earning capacity is thereby enhanced. 

It is ~stimated that the e~tablishment of 50 n~w BHe's wi11 
pl"/)\/ide access to health rare directly to 750,000 rural people, 135,000 
of whom live in Girishk region. In addition, approximately 600,000 
rural people in Girishk region wil I have acceS5 to the BHS system through 
~he AHDS. By 1990 an increase in natiom·Jide BHS coverage f:",ol": the 
current 15 percent to 75 percent at 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 par~ of 
ttie population now excluded fran health care becaL:se 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 long range development 
view, is the impact of the project 0n population growth rates. According 
to SUNY data the natural rate of increase of the population of Girishk 
region in 1973 \':as 1.9 jJf!rcellt. By 1385, it is anticipated that tht:re 
will be a redL',:tion in child mortality cf 25 percent. At the same tir.1e 
it is ant i ci patedthat 15 percent ofthe fer t i1 a pop u1at ion will re 
continuing contraceptors. Using ass,:rrlJticns c'Jntained in Table 0.1 and 
neglcctin~ demographic changes occuring prior to 1985, such changes in 
fertility/mortality ~ou1d re~uce the natural rate of'increase in the 
population cF Girishk regi~n to 1.7 percent. If such goal t~rgets can 
be ctc.hieved they ~Jill have the l'ern~rkable effect of eliminating the 
p~riod of very rCllJid pC'pulation ~(,o\'/th associated \'/ith early stages of 
the deroogi'a~hic transition of a population. Perhaps the greatest mediurr.
to-long ter~ threat to basic economic development in Afghanistan will thus 
have been averted. Even if the fertiiity assurr.ptions prove to be 



optimis~ic, the attention paid to the family planning component ci 
the Bas i c Health sys tem ~Ii 11 help to eros ure that the 1ag between 
morta li ~y reduct ion and fertil ity reductio n ~/i" be reduced. 

One of the major ~ndicators of quality of life of a 
population is its life expectancy. Currently ~t is estimated that 
the life expectancy of the population of Girishk region is 36 years 
of ~0e. A 25 percent reduct~n~ in infant morty)ity will have the 

.....effect of raising life expectancy to 41 years.- This assumes that 
no other i~pact on mortality a~curs. 5~nce b~tter health services 
would clearly have scme impact on ~ortality o~her than infant mortality, 
if project goals are met the life expectancy in the region would 
increase by more than five years by 1985. 

2J This is an approxi~ation of increased life expectancy. The popula
don figures \'Iere not cOllverted to coincide with a stable population. 



[;. 1 

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

1973 1985(\'1; thout) 1985 (\'ti th) 

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 bi rths by mothers age 30-44 17,845 22,256 17,80~ 

Tot31 b; rths by mothers of ather ages 1,579 1,969 1,969 

Number of deaths children age 0-4 18,960 23,646 17,73s?:./ 

Number of deaths other ages 10,487 13,07c 13,079 

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

~	 25 percent decline in child mortality of that age group. 



3.	 Economic Costs 

This section attempts to obtain a rough idea of the eccnoillic 
costs of the project. Costs are esth;ated using empiriccil rosts and 
with foreign exchange shadoi': priced. The sUlT1l1ary table with ail foreign 
assistnnce included is shown below: 

Economi c Cos ts 
($ h,;ll ions) 

A.	 Empi ri ca1 Values 

Undi scounted 40.7
Discounted at 15 percent 15.2 

B.	 Fix Shadow Priced 

Undiscounted 45,6
Discounted at 15 percent 17.2 

In calculating the ec~nomic costs of the project, the costs 
of training of ~edical pcrsonnfi, with the exception of VHWs and Dais, 
wete excluded. It Has issur.:t:d tha-:; t:lC: OL:t~ut cf such perSOnnp."1 is 
independent of the project. I'!: was further assu~ed that relativ~ prices 
will be constant and that if the foreign assistdnce did not 00 tn this 
project, it would be a'/ail(\bl(~ to another project. The socia"1 cost of 
capital \'Ias assur'~d to be ~n the neiqhborhood of 15 percent. It ;'1as also 
assumed that wages did not nted to be shadow priced. Skilled labor 
presur.~ably should be priCt~t: iJigiler thar, is actually being paid I)nd unskilled 
lower. On the average the cggre9dte \'/age bill may be as good a figur~ as 
could be used given the information need"d to corrpute accountillg prices 
for labor. The Foreign Exc~~~ge rate was adjusted,by 25 p~rce~t. This 
follo\'/s from calculations Tf1?dt:: ':r.i' o~her projects.-'-' 

The cost of the ~ys~~m per client-visit, which is ofte~ used 
as an economic measure is difficult to calculate and an urr'Jiguous measure 
in this prcject. There are f::(;tors ads ing from the project \·:hi cr \'Ii 11 
tend to increase CHe usage and als0 factors whicll \·:ill tend to decrease 
usage. The better the prevc;nt'ive/outreach aspect of the project \':crks, 
the higher I'lill be the per-c:~ient costs. I-'oreuvcr, the costs of the 
project incluce construction activities, cer.-:rol r:;;.nager::ent support, r.nd 
an in-depth experir.ent. The a~vrr)priate niJli1ber of clier,t visits (only 
for 50 centers (?)t for all GHCs (?), et.c) to be included in the nllmerato t • 

and the appropriate costs to be incillcecl in tt",l: denominatoi' (lrt:: not 

1/	 It is not clear that shadm" IJrlCll1Cl is appropriate given Afghanisten's 
present international fin~'1cial ~0sition, its r'elatively free money 
Ii,arket and its vpuarent inability to li:Gb-llize 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 populatior. of 
Afghani stan coul d be 21. 7 mi 11 i on. \'lith a 75 percent coverage rate 
16.3 million rural people would havA access to health care. Under the 
current 15 perce:-,t coverage rate on16 3.3 million people I'iould have 
access. Thus, 13 ~illion 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 p~ople will have access to BHS and 
J total 11.4 million rural people will be receiving ~etter health care 
tlwough the E.HS sys tern. Thus, the ex Lraord inary economi c development 
c..osts (technical assistt.nce, consultant cost) are on the order of fifty 
cents per potential beneficiary. The operating costs of the system by 
1':}90 will be approximately sixty cents per person covered reI' year. 
These estirrei:es indicate that the health services will be delivered at a 
relatively low cost. 
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TABLE 0-2 

Economic Costs (undiscounted) of Buildin!) o.nd Cper'ating Project Health Delivery System 
(S 1000) 

Year Constrllctiort~/ .f~nti ngenc)Y Tc.chni cal Parti ci p. Project ~ Cont. Proj l)ersonne1 Supplies Total
Assistance T,ainin~ Commodities£SuQPort Locai & 

Cost Costs Naintenanc~ 
1. 1,055 106 2,086 226 874 434 274 5,0:52. 1,394 139 1,883 398 324 350 276 4,7E43. i,605 16r: 1,504 345 85 295 312 110 120 415264. 
5. 
6. 

10. 
11. 
.
 

15. 
16. 

20. 
21 ..
 
25. 
26. 

30. 

35 

J
 
35 

~ 
330 
-

~.. 

35 
\!I 

35 

1,
 
I
 
I
 

500 958


T
 

,
 
~l yo 

90-'
J;) 

953
'"...,.


993 
953 

1,283 '"
 
953 
...t,. 

99.3 
953 

.J,
593 
958 

L!58 500 953
 

Totals 4,054 405 5,473 969 1,079 862 12,476 13,620 40,691 

~ Total construction costs.
 

~ 10% contingency for const.ruction.
 

~/ Includes 7 vehicles to be purchased every 5 years for $10,000 per vehicle in year one and $5,000 per vehicle in
 
other five year intervals. In year 15 an additional $295,000 is required-for commodities. 

~ Includes Afs. 250,000 per BHC per year for drugs. 
Exchange Rate used Afs. 42.00 = u.S. $1.00 



.Effect of Shadow Pr; c;ng the Fore; gn Exchange Component 
of Proj~ct Econom;c Cost Flow 

Total Cost 
FX not 

Yr"'\r ShadvlV flri ced. 

1.... 5,(1;5
 
2 4,76l'r
 
3 4,536
 
4 958
 
5 993
 
6 958
 

· 1
 
10 993
 
11 958
 

· 1
 
15 1,288
 
]6 958
 

· 1
 
~O 993
 
21 958
 

1 
21) · 993
 
26 958
 

· 1
 
30 953 

TOTAL 40,691 

($ 000) 

;'X Component
 
of
 

Total Cost
 

3,214 
2,7R1 
2,317 

400 
43S 
400 

,[, 
435 
400 

1 
6?9 
400 
I 
J,
 

435 
40') 

1
 
435 
400 

J
 
400 

19,431 

FX CO!1ponent 
Sh"(I'~\'J Pr; ced 
(255~ higheI.L 

4,C18 
3,476 
2,896 

500 
544 
500 

1 
544 
500 

t
 
786 
500 

1 
544 
500 

1 
544 
500 

1
 
500 

24,352 

Total Cos t 
\,1; th FX 
Shad:)'.'1 Pri ced 

5,353 
5,460 
5,115 
1,053 
1,102 
1,058 

JI02
 
1,053 

I
 
~I 

1,4.+5 
1,053 

1
 
1,102 
1,058 

t
 
1,102 
1,:)58 

1
 
1,058 

45,562 



~D. Socia-Cultural Analysis 

Afghanistan1s '';;irishk Reg:or., the geographic focus of the 
Phase II experi~ent co~prises four large southern provinces (Kanda~ar, 
Helmand, Nimroz ~nd Farah). The total ~opulation of the region is about 
1.2 million, 85 percent of \'/hom are rurt:l irhabitunts. ~~ost of the rural 
people are eil:plo~/~'d in agriculture, ~1winly irrigated \·linter "'/heat and, 
if dryseason irrigation \'/atcr is availc:t.le~ cotton and corn. Due to 
the dependence upon irrigation for agriculture, r:.cst communities are 
found either alan'! the major \'/ater CCl!rSeS (the ilclrnand and l,rgandab 
Ri ver's and thei I' iri butari es) or in the northern foothi 11 s \';here s trear,s 
sJjrings, or Kar.§..~ systems cen supped Sl':llll-scale aQr1culture. Pupula
tion densities arc low (less than 10 people per km. ), and of the 2900 
vill~ges in the region, 2300 have populations less than 500. 

The region's population is ethnically diverse. Pushtuns co~prise 
the majority but 8aluch and Tadjiks are also found in significant 
numl·ers. Super-imposed on these indigenous peoples are sO:i1e 15,000 
families, representing every geographic location and ethnic group in the 
country, \'/ho have been settled by the Government in the HelL:and River 
Vtllley. Despite the region's ethnic diversity tl:e social structure and 
be1icf system of the peop10 arc remarkebly homogeneous (for good, brief 
descriptions of the region and the culture, see Barth 1965, ~9G9; 
Scott 1971; and the social analyses contained in the H~lmand urainage 
Project Phase II and the Integri:lted ~lheat Dp.velopr:ent Pr~ject (Cipers). 

1. Hec,lth Cdre 

A number of accessible, well-written descriptions of Health 
Care in Afghanistan exist. Rather t'lan t1.tter.:pt to sUl:'mari~:-: this dJ.ta, 
a pC':Jer by Pills[',-,ry is included as an appendix to this Project paper. 
Those lnterested in more ;nfnrmation should consult the bibliography ln 
the Pillsbury r-aper. The rerraincE:r of this section assul1,eS that ·:he 
rei\der is famil iar viith the L'Sf..ID Health Sf:ctor lI,ssessml:'nt (r~:1rch 1978) 
thp attached Pillsb'Jry paper, and the Three Province Health Surve,j' of 
Afghanistan publish(~J by r'~anager:;ent Service for Health (J~ly lY17). 

2. ~neficiaries and Social Cultural Adaptabili!l'.. 

a. Beneficiaries 

The major beneficiaries of the Phase II project are the 
people living in rural areas ~ho currently do not nave acc~ss to an 
effective, relevant, health delivery system. Althouqh all Sw]r.:~n~s of 
the rural populJtion will be~cfit, mothers and children will t2ceive 
greater attenticn ~nd hence larger benefits since in the past this 
gruup has been the most derri'led. In terms of soci o-econolili c c I dSS, 
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howevet, the poorer rural families sh\Iuld rereivp. the bulk of the 
proje~t's benefits (i.e., their over~il health status should manifest 
the greatest relative io.piovement). The poor have the h1qhest disease, 
mortality, and fertility rates and have the least kno\'/ledge 07 good
health and family planning practices. Since the Phase II ~roject 1~ 
focused on treating and/or preventing the most ~=rious illresses and 
health problems in the village, and advising on family planning, it 
will have the greatest impact on lower socio-economic grours. 

The 650 Dais who will be provided training and instruc
tion to uP9rade their miG\'lifery skills will also be beneficia~4ies ur.der 
this pruject. In addition, they will be given tlaining in child spacing 
techniques and in identifying birth complications, malnutrition in 
children, and other health problems of women and children. The acquisi
tion of improved mic\':ifery and othel skills wi 11 enhance the ::tatus and 
role perfonnance of the Dai and make them more effec:i V2 participants
in the rural health delivery system. 

A considerable amount of ne\'1 employment \'till be geneY'ated
in this project. There are sane 350 VHHs \'Iho \'Ii 11 be recruited and 
trained fer the Girishk Region; their income \·:111 be rlerived from t:,e 
selling of drugs obtained fran the SHC. ~~obile traininq team perscnnel,
ANMs and sanitation workers at thp. SHCs, and a number of central Minist~ 
people \'/i11 also recei'/e ernplo.\ment through this project. In addition, 
approximately 160 MOPH ~ers~nn~l will recei~e direct training under the 
project Is short- tenn parti cipall tshi ps, whi le the entire manag~me;1t staff 
of the MOPH will receive G~-the-job training. 

b. Adaptabili!L 

One of the major problen5 of introducing change lntJ a 
rural area is the acceptance by the local conmunity OT the change age:1t.
It normally takes several r.-0l1ths for an I.,/IJtsider to \'tin the confidence 
of the "illagers, \'Ihich is prerequisite to introducing the desired changes. 
~~reover, it is often the r,use tD~t once the change agent has ieft the 
area the villagers revert to their old ways. The Phase II project largely 
avoids both of these problems. The Dai whose skills will be upgrdded and 
expanded is already a functioning rractitioner in the indiuenous hp.a1th 
syste. The new skills she \'/in il\ply \'tithi'1 the community are not 
radically different frG~ her traditional practices. She will not only be 
accepted by the co~munity, but her status and potential as a chan0e agent 
will increase co~men3urately witn her pffectiveness. 

Similarly, the VHW will no~ find acceptance by the villagers 
to be a n~jor problem, since he ten wil~ be selected from the vill~ge in 
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\'/hicn ~e vlill b~ practi~ing. H~s j,.r:~rta_lIce ~..~ vii 11 depend ~!,tirely
 
upon hlS effectlvene~'.) ln treat'of19 ;:1' preventlng dlsease and illnEls:;
 
\'/ithin the community. His ef"ectiv n:~:-:.> L:illike the O<lis, is as yet.
 
lir.proven. The VHl'l's tra ini ng, whi cil i: hcused on i dent"ifyi ng and ~reati n9
 
a limited number of the most seriou~ tiisQ~ses and illl esses affecting the
 
rural areas, will assist him in qui;;;-!. C!Jining thc1t acceptance.
 

As noted, there are es;;entially two types of medic~l systems 
.)perat~ng in Afghanistan. One is thr. ':ndigenous sys!:em and the other is 
tile national, urban-based, \'/estern-ori,~r tGd system. One area of concern 
is the n.lationship between these tvlO systelTIS, both ptesently and during 
the Phase II project period. 

Investigation has shm·Jn thut the mrtJor-i ty of the rural 
p~l;:,ulation c:.Jrrently uses both the t '" c:itional and the 'modern' sY3tem 
for health services. The tv/o systems are not in c(lrr:~etition but rather 
comp1P.1l1ent each other, each pl'ovidil~q its 0\'111 d"ist-inct advantages in terms 
of cost, access, psychological confoi,t, etc. Thp. Ph~5e II ptoject will 
not threaten this "s,ymbiotic ll relationship. On the contrary, it is atterr.pt
1ng to improve the role perforlllUnce of practitioners °in each :;ystern. 

Al though the major fe~ t:ures of th e pt'nject des j fJn "lid the 
socia-cultural system are in hurr..onYt ,.tH~l'e are likeJy to be SOIflP. difficulties 
changing certain village health practices. For 2xiJ:r:ple t tr.f! !.SH sUl~vey 
found that many voil1agers do rllJt reco']II:zP' the sal;1e etH~lcji':'ll ;)gellt~ th:.t 
western-oriented, u.--ban-trained heal t~ personnel rccogni I.e. ;o;a1nutri tbn, 
for instance, is not vie\'/ed as contritllUng to illTl-93s ;J.~d poor health. 
Thus, it \'lill be vel'y difficult to r:!iin:Je dietary pl'actices. Similar 
di ffi culti es will be encountered It/hell Did and VH~~ iltter:lpt to ch;~nge chil d 
rearing practices (e.g. the earlier in~roduction of solid foods into the 
infant ' 3 diets). Likewise, it will be aifficult to oet ~eople to stop: 
drinkin9 i,npure vmtet dojrectly from tile _iui when t!~ey clearly pref~r the 
"taste" of moving \'later over \-/ell \'/ate:r or boiled \. ater. These cultur(\l 
practices are important to consi~er whqn planning certain features of the 
project design. 

3. Spread Effect: 

The Phase II project \·lill rt','" srrcLlc ~;:-"cts iit °hree differE'rt 
le':els: \':ithin given villaaes) ill the C:~ l'i~hk Ft~Ji I, ;:md ill other regions 
of Afghani stan. 

a. The Vi 11 age 

The population of a gi\'~ 1 ':illa9~ can be divided, for 
alia lyti ca1 purposes, into three groups: those us i ng the flil +. i onu: ~ea 1 L:", 
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system as a supplement to the indigenolls health sy:tem, thosf usillg
 
the national system as a lc:st resort, and those villo rely alrrost
 
exclusively upon the indiCjE.nolis systern. The aim of this project is
 
to move the majority of the :",ural population into the first category.
 
This can l.>e dO!1c Jl,ly by derxnstratin9 explicit:'.! that the nationai
 
health system 15 effective in delivering relevtnt health services.
 
The ~tSH Three Province Survey found that the h2Dlth problems perceived
 

.....by tne villc.gel'~. them'.;F:lves aLcount for the majority of illnesses. 
Further, it \'Ias fcund that thc"e are actually a relatively sm3ll 
numher of illnesses, mJny preve~tilble ur treatable at the village lrvel, 
which account for the wajor pcrticn of illnesses and deaths. It foilows 
that to the extent Dais an~ VHHs are successful in preven:ing and 
treating major illnesses at the village level, the villagers It/ill perceive 
them tiS effective aqents aaainst disease and illness. Their services 'dill 
be sought and Lheir-status'in the village will rise. As their effective
m;5S becomes more evident and thei'.' reputation spreads, viilagers who 
previously have not used the national health system will begin to seek 
the latter's services as either a major supplcinent to the services 
pi'ov'ided by the indigenous !"ystem or, less desirably, as a last resol't 
after the indigenuus system has prover ineffectual for a particular 
disease or ailment. 

b. The Girishk Reqion 

The success of the Phase II project will depend upon the 
performance of scme 350 VH\·!s brid G50 Dais. It \'Iould be extrgnely difficult 
c.nd costly \'/ithin the short tem to provide a trained Oai and VHv' for 
euch vil1age. The originul 350 VHI·!s \'/i11 \'lOrk in some of the larger 
villages, and e~rly expansion will occur mainly in these larger population 
centers. It is envisioned that smali contiguous villages \·Ii11 have to 
share a trained Oai or VHW if the progr~m is to remain economical. ThiS 
should not pose a problem since small villages already share the services 
of Dais, mullahs, barLers, teachers, and others. 

c. Other Reqions ill /Jfrjhanistan 

The best Oai, \'~:l·I, or Basic Health Center vlOuld I~ot lon': 
remain effect:v2 ill theil' expanded ioles if they did not have a naticncl 
system based in Kabul to sup~ort them. ~edicir.e and other ~u~plips are 
neede:d in a tir!ely mannCl'; trair,ir.'] "Inti refres:'er courses 811St be adI"ir:
ist2"r'ed; ,;alarie~, prcrlotions, and transfers r~ust be unccr the auspices of 
an pff;cient personnel sys tEf"1; and tile referral system fr01l Oai and V;;'.: up 
through the SHe and to the provinciCll and naticnal hospit[;ls, rrust be 
res~cnsive. A~ i~portant assum~ti0n in this project is that if the delivery 
cf hea:th ~~rviLes in ~'llri1l Giri~!lk is successful, then the support systEn: 
is operat~li'J ct an acceptable level of efficiency, i.e., that it indeed is 
capable of supporting at least one regional program. 



Based upor experience gained in the Phase I projer.t, the 
national support system ...Jill be improv~d and e>:pill.3ed such tt:at it can 
support other re::g iona1 pro::jrams. The ult ir.a te goa 1 is to cover the 
entire country with an efft:ct·; .. e basic health delivery system (see 
Economic Analysis). It is assumed that a national support system designed 
to support at le€'.~.: one regi.lnal program v:ill np~d proportionately less 
expansion each time a new region is added. There is, as it were, an 
econr:lmy of scale involved in expanding this program on a national level. 

Although the program will oLviously have to be sensitive 
to inter-regional social and c~ltural variations, all anthropolo~ic~l 
evidence at hand su~sests tha~ these differences and variations wi~1 
not significantly inhibit a nation-wide expansion of the program. 

4. Oistribut'jcn (jf ?~~~fits - Social kpact 

There is currently difi2rential access to health and family 
planning services. Healthier filr.1ilies Ciln r;;ore easily afford to pay for 
medicines and services that are available in or near their villaqe, or, 
if required, they can affo\"'1 to rr.ake the ti'ip to an urban center' for 
medical treatrr.ent. To J large extent, it is the ...:ealthicr strata of 
t~e rural population whic~ is utilizing the urban-based, national health 
system. The poor are more or less precluded financially from this 
~ystem ~~d thus are forced to dep~nd more upon indigenous practitioners 
and medicatiuns. 

This program will 2;:~ancl the nct\'lOrk of CHes, place VHH's 
'in some 350 villages, and il'i~pro'/€ the skills of sevfral hundred inJigenous 
mid\'/ives. To the extent the.t these services Clre phy:::,ically more ?ccess
ible to all villagers, the delivery syste~ will have potential benefits 
for all. In relative tenns, the poor, because they did not have access 
to th~se services previously, \'iill benefit morE: than the ricr,ET fnmilies, 
who have ~I~ays had some access to national health services. On the 
ot:ier hand~ the richer families ...Jill probably benefit !Tore in absoL./te 
terlllZ, Cit least in the short run, since they are already preuispCised to 
accepting n~dern drugs and practices. 

Solely in terms of drugs, pcol'er fillnilics should also benefit 
relatively rnil:"e th;:n richer fd[:,ilies. Current stL;dh:s sho'd U:ilt seven 
percent of the averalJe rural far.:ily1s incClfe is spent on health c~re, and 
of this nearly 40 percent goes for ~ru~s. These are ilverage figures, hc~

ever, arc' it i~ 1 ikciy that pOOI'er far:lil ies spend very 1ittle, or even 
notl,ii;g, on packased drugs. Uncer this proj£;ct, c:cccss to free or ine>:pen
sive drugs '~or the poor ...till be c:reatly e>:rar.ced. First, VH\·ls \'Iill not only 
bring paCkaged rjrugs into the v;l1;:u;e but \'ii11 be selling them at ~ price 
much lU\'i2r than that charged by ~ocal pitannacies. (The VmJ \'dll sell drugs 
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at a price equivalent to cost plus prcfit, and this may be from 70 
to 80 percent lo'tler than prices else"/here). Secondly, tile SHes will 
continue to distribute some drugs free of charge. To the extent that 
more SHCs are constructed, and they bt:come flore effic'ient anr. can thus 
attract a larger clientele, more needy families \·till benefit from these 
free distributions of drugs. 

For the most part, the project I·lill not threaten the liveli
hood or [.lOl'/er position of any rural villagers. It is possir1e, however, 
that some local practitioners may discover that their clientele has 
become reduced. For exarr,p1e, the services of hakims, bonesetter::;, 
mullahs, and others will not be as eagerly sought after in the future 
if the Dai, VHW, ANN, home visitors, and others prove efficacious. 
Because the Dai and VhH are recruited from the village in \','hich they "'ill \-Jork. 
however, it is not likely that the fJrmer il1digenous per$Oline~ \·ill iltte'Tlpt 
to th\'/art the project. Nevertheless, DAI ane! VH\1's will be carefully selected 
to insure that they have the commitment and support of the majodty of 
villagers. 

The Phase II project relip.s heavily upon the Da; and the VH\~ to 
undertake tasks for which there will be relatively little remuneration; in 
some cases, there is no incentivA whJ~soever for the performance of these 
tasks. ('or example, the Da; is expected to monitor the health and nutri
tional status of children ',rith;:-I the village and to refer these cases to 
the SHC. Thi s is an extt'a-rr.~ (h,'; fer} sel'vi r.~ for 'IIPi ch she Idil1 not be 
compensated. Further, the Dai is expected to provide counse~lin£ Rno family 
planning services to villa~z women. There is not only no incentive or 
compensation for this, but in 50 doing the Oa; may be reJucing her major 
source 0'( incol1ie, deliverying b2.bies. The VH\·J is also asked to il,volve 
himself in activities beyonrl his ken of disease diagnosis and drug disburse
ment, his only source of income. He is ~xpected to advise on a llurrber of 
er.vironrnenta1 health prob1elTl'.i such as water purity, 'I/uste disposal, U'e 
cleanliness of the home, and personal hYQ1ene. Like the Dai, the 'v'HH will 
receive flO compensation for t;,~se extra-duties, and he too lllay perceive a 
disincentive in performing t~IEln. Thes~ problem areas \·lill hav(; to be Cilre
f~lly monitored during the course of the project, and various incentive 
systems \·till have to be tested. One possibility is to use SHe drug sale 
profits to support village-leve:1 proqrams. Jlgain the incc~.J€ generating 
aspects of the Phase II projc: cannot be o,prpmph~sizp.d. 

5. ~/ome!1 in Development. 

In Afghanistan it ~s c.ult'Jrally ullacceptable for a na1e physician 
or hea lt~ \'Iorker to e>:ami ne a \'IOIT'~n ~ and y~t the number 0 f trained and 
accessihle ferr.a1e health personnel ir. the rural areas is extrl?mcly 5ll1all. 
Consequently, rural women h~v~ bee~ depr~~ed cf health services, which is 
reflected in their higher rnCirbidity ona rl'~rta1ity rates and in turn has an 
influence on infant IT'orta1ity. This P~02cct, by expanding the ~vailabi1ity 



of female medical staff in the BHr:s :-nd in the village~, will atteill·:>t 
to ameliorate this 0:scriminat0(Y situation, 

At each 8HC there will be at least a ferra1e ~CH worker who 
can attend to the minor health needs of ferra1e patients. Most irTiportant1y, 
this worker can s~rve as an intermediary betHeen the female patient bnd 
the male physician. In the ptlst, no ferr:ale health personnel \'Iere present 
in the 8HC, and ferr'a 1e pati ents caul d not ha ve even i ndi rect aCC0S5 to a 
physicie.n. Ideally, of course, both a melle and a female physician 'r'lould 
tJe present in the BHC, Until such tim2, hc\~ever, the problem of direct 
ac~ess of women to physicians relTai~s. 

At the village 12ve1, 'r'lorr.€n will have access to Dai. These 
Oai 'r'till be trained to conduct n0l1TIa1 deliveries safely and to recognize 
h':g:l-risk pregnancies \'Ihich \-:111 be referred to the EHC or ~rovin..:iai 
hospital. The Cai will also be taught preventive educative care for the 
pre-ilata1, delivery, and post-natal periods. This Of,i trairing should 
cor.tribute siqnific2ntly to the reduction of female rrortality associated 
with childbirth (the maternal n'orta1ity rate in Afghcnistc:n is currently 
around 642 pEr 100,000 births, which i3 one of the highest rates in the 
worl d). 

The Dni will also be taught to recognize nurr.erous health 
prohierrs in children, and she \"ill be involved in educatir,s the cOr:1munity 
about such things '1S rr.alnutr'ji:ion, treatrrent of dian'ilea, cL~ld feeding, 
etc. All of these acti'/ities should ir.cpact positively on the health status 
c:f (:hi1dren, if not in fact contribute to the reductiofl 0; infant rr.orta1ity. 

The reducti on of both fema i e and infant mortai it.'! \'Ii 11, in the 
short run, lead to a small increase in the birth rate. In the long run, 
hO\,/evel', parti cu1 ar1y as the Family P1 anni ng ProgrurTl ~Fll ns niorr:entum alia 

acceptance, this increase in the birth rate will subside ~nd eventually 
the overall birth rate should actually decrease. Both the Oai and the 
VHW \'1111 be educating the cor;;munity a~out family planning practic~s anri 
thus "lill be instrum~nta1 in expanding the dissemination Ilf thl3 progral1,. 

A redLiction in feTl.ale rrorta1ity and morbidity and cl reduction 
in the nur.,ter of births per fenalc are r;rerequisite for exptlliding the 
role of \,.'o1'1'en ill s~;cir;ty. r. hE::ilHhy \"(:211 is 2b1e to proviu..: Dl!tter C2.rc 
fer her childrc'n; \:l1on fa~i1ies are slT':li12r, each clrild receives greater 
care end attentior!; 2nd a \';Oi,iln ,..,ho is able to perfel'lIl her rolf.: as a 
mott:er r.'.ore efficic.r.tly--and \'/1'0 is also freed at last fre·n1 the: const.'lnt 
cycle of pregnancy and childbirth--is [iDle to de'/ote more tili~P to extra
household arFairs 2nd con-;;lunity-orien-ced activities. 

In the past, only elite worr.en have been able ta p~rt~cipate in 
the 'r'/ider society. They have usually delayed their r.1arriages (and U,U~ 



the f5e~rinning of their d 1i ldcearing) by obtainiwJ hi0her educatio"'s, 
and they ~lso h.J\;r~ greater knoh'ledgc of (1nd acce,,:' to birth .:ont:"'ol 
techniques. Ev~n when th[y hDve not te~n able to lirit their child
bearir,~, they have Ilad the fi'1;:ncial j'(;sources to hi re SetV2nt.s and 
nannas to care for their children. In any case, they have been able, 
more or less, tr.. -i-:"'ce thel'lsrlv2s fro:1 1"'1': ((,niii~'.\S c:: child j'i.'is"ir.g 
and housevlork (HId to carve 0l:'.:. roles for th~r.\s:.~lvC's ~n th,! lCljc;er 
society. This project carll,ot, of course, guari1I1i".t:c the saIT,E.' for vill()~;'e 
wor:-:cn ill Giri:;:l r., \;hc are rc',:,'er 2nd c~c; r,c:t have He sociul connections 
of the elite. t,lit the ti.·sk of implcrenting ser:e of ~he rrore ir~('ri.i'\nt 

prerequisites for female p&r1..1cipat·iC':1 in the \'!ic~cr s0cicty (sl(c'ler 
families, healthie~ women and children, etc.) wi1l have been initiJteJ. 



PART IV - U~PLE!,:unl\.TION PLANNINC: 

A. Administrative Arrange~cnts 

1. Government Adr.ini s tr:.: ti 'Ie ,lllrra~~Jrents 

a. M'inistry of Public Health 

The Phase II project will consi~~rably strengthen the 
~apu~ilities of the ~linistry of Public Health through the ce'leloprrcnt 
of central r1ini~try man2~;er.:ent systeil C • In sur!~I:~ary, the project aims 
to develop a r;~unagement system within the f'~lJrH capable of supporting 
regior.al basic health -:tJre and then subsequently 'launchinCl a national 
biSic health care SYS+OH. At the end of Phase II, mana~cre::t sys:ems 
will be in place in tlrrlS of basic heolth services, logistics, informa
tion and manpower planning. 

Hhile the r.:OPH appears committEd to the PU1"P0';2S of the 
Phase II project, its ~an~gement structure is currently i~sufficient 
to implement a. nc;t'ional health care system. The compositic,n of the 
pl'oposeci tl;anascrient TecH!l is in terms of the Phase II scopP. ar,d is 
deem::d adequCl.te to meet those requirc':'ents. Establ ishment of a t<anage
ment Training Unit \'/ithin the t·l0PH ...Jill go a long \'/fl'y to ~;IJst.aininq the 
momeritur.! of the Phase I and II fcr the ~ubse~~ucnt Sec~or r·r-f~rt. It is 
also agreed that c(.'unterpart~ ...till te on the job fer the d:ll'c:.tion of 
i::~e Phase II effort. Long-term tra ini ng win be deferrc': !~O the Sector 
phase after systems are designed and in place. 

b. The Rcgional Training Center 

A principle thrust of the Phase II effort is decentra)
izatior. of the Inanagernent structure uf health. The Pegio'~al Trainins' 
Center is pivotal to that effort. It is responsible for ;riitiating the 
viPage-level program in Girishk, continuing education foY' that prugl'2Iil, 
initiating continuing education at the BHCs, introducing public health 
educ3t~on to the Girishk region, ~tr€llgtheninCJ their sU[lervl;;('ry function 
and traini~g for villa~e and district progra~s, and finally ~Jintainirg 
material support of the village-level workers and SHes. 

The Phase II project vlill place h:o full-tir:le advisors in 
Gir-ish\ as \':el1 c.S the survcy ar,,::lyst for the [.tlse1ine SLll"Iey. l'lhile it 
could be arsued that regional placer;::nt coulc "overloud" th ..~ .::yst('~i1, it 
is the view of the Project Committ~e, however, that if decentralization 
is to work, capacity must be in the region. The capabilities of the 
R(lg';ona') Training Centr~r personnel \'Jill be considerably strpngthp.ned bi 
the training aspects of the project. 



c. The Basic Health ~0nter 

The Basic Health Center asslJlr'.es nF.-:I administrative 
responsibilities in the test area ot liirishk. Responsiboiii'v}' for 
supervision of villar;e-ievel pro~rarTiS ~lill be assumed. It;~re are also 
ne\',' facility-based and COrTffiunity outrec.ch prb'f':~'Jive pl'ogrlrTi~ being 
added to trc [;HC agenda. Together they cons t"i tute a s i gn~ fi cant 
increase i'-I managerial responsibility. While llic.nagement t~ainir;g ~Jill 
be importarll~ perhaps eV(;11 more irr.portant is -:":1e tr::;t of tl..: non
physicitl'1 '.'octor as EflC rl:anager. The reg 1onol ~jroximi tv of technical 
advis0rs is.:In essentic11 pre-condition to assuring the success of ti,is 
component of the project. 

2. AID Project Administration 

The Phase II project is complex both technically and in its 
geographic SCOP2; therefore~ a detailed performance oriented mo~itoring 
procedure is planned. The mPH CillO l'lanager1cnt Team \·ti11 submit a ~.'ork
plan for USt-.ID approval \'Iithin three l10nths of mobilization. \'lorkin~J 
\'lithin the project concept describr.:rl herein, the r"ana~10!'J:~lt Team \'1111 
prepare ~rtailed task assignments, schedules, Gutput tarsets ard p0r
formar.r.e f,lcJ.sures. In a sense~ C1E project is a feasibility test ;-01' 

a broa~er sector effort in FY 19~2. That program will be 1argely determined 
by progress agai ns t tJrge ted performance indi C:il tors in tr.e Phas~ II proj ect. 

a. I'';onitori ng 

Close Miss10n Monitoring of the Phase II project is crucial. 
The Nission ~:ill have an e~peri:~nced !1'lblic health officer in charge of 
project monitori ng. The off; cer vii 11 observe tile proj ect ~ as it is 
implemented oy the l1inist~·y of Public Ht.alth and I·~anager.ent Tealn, to see 
w~ether the project is proceeding as planned and in accordance with 
Government/AID understandi~gs. In doing so~ the officer will: 

.j; "Ii:-, t.! cO;1tii1uOUS 1;':;ison with r:OPH 
l~~als involv0d in project implementation; 

- rev'ie~1 material subrn"itted in fulfil"lrr..=:nt of 
conditior,s pn.:cedent, hclud~ng tll'2 r~anagerr'cn~ 

Tea~ workplan, ativising the Goverrnent 2n~ USAID 
'·,hether prosress is ade:llIr1te and on schedu'le 2nd 
what stees srould ~'2 t&KCn to cerrect deficiencies; 

- revie\'/ Afghan'jstan's lirOC]l'eSS tC'::arc perfomance 
targets, advi~ins !~he l~::,vernr.1ent (;nd USAID \'Ihedter 
progress i~ '.l.('rq'.iate Jnd 0n schedule and \'Ihat steps 
should be taken to ~Grrect the deficiencies; 



- review all project report~ a~d conduc~ personal 
inspections; 

- participate in evaluations; 

- serve as a technical ~nd wand~crial advi~or to 
Afghan project ;mplementers on heal th policy 
questions, planning, training and other project 
related issues; and 

- maintain liaison \'/ith \.;[10 and other donors. 

As one asr-ect of monitoring rrogress, the r~ission 'I'Iill verify 
completed physic2l facilities through insrections. For the dl.Ji'ation of 
Phase II, the r'iiss;on direct-hire enginecl·ir.g staff \'iin peri':Jrl7l this 
function. Amore detailed discussion of facilities construction is 
found be 10\'1. 

b. revi HI and E'/a lu? t ion 

Joint revic'lls will be held semi-annually Guring the Pha~e II 
projel:t period. The purpos~ of the revi£\'/s \'Iill be to reviel'l progress 
and pruD1ems associ t: ted \'/ith th;> prc'Ject. Performc:nce targets, progress 
made in reaching thc~, contr'Jrtor per~ormance and 9C'n~ral projEct manage
ment considerations \'rirl be t;:(~ n-ajor focus of 1.he re'/iel'/s. lhe agenda 
for Eo.ch revi el'l 1\'1 J1 ~e joi nt1y developed by tre Governr,'Cnt =lncl USAI D 
Regional health officers ,;;:1 participate fu1ly in H:e revb'"s. 

In addition to U~e l"lviev! mc::tinqs, there l'lill be continuous 
evaluation of the proposerl basic hE2lth ca~e system throughout This 
evaluation I'lill ce direci.ed by a Senior Health Planr,er to be contracted 
by AID at-,art frol" cne r·~ana~~c:n:ent Teem. Thi rty-s i x rJian-rr:onths of con
sultancy services are provic1od in the Piiese II project for this purpose. 
It is e;{p::cted that the Health Planner a"d Ev"lll1aticn Officer \/ould spend 
at leilst three rcntr~s of e6ch yedr ir. Mgrlanistan. Eighteen a(:Jitional 
man-r-ionths are provided f.)r r~dditior;al sr,:ecia"tized expertise. TIlt:! design 
of the evaluation prosram shC:lJld proceed sirnultane:ously I'lith preparation 
of :he I~anager:-ent Te::.Jm's i'/orkpian. Both \'Jil"l be revie\'/ed by USMC at 
the salre t ir.,e. 

The purrose of the eval~ation will be tu: (i) assess p'oject 
perfon;lllnce vis-e.-vis the stl'"()t~~:j' Cluol-.'inec ~€rein und the ir::pler~entatiol1 

design included in the I'lorkpilln, (ii) esseS5 the fi::cncial 'JiobilHy and 
technical feasibility Ol~ th2 rr("~,osed bo.sic health care syste[;1 bilserl on 
the Girishk Exr-erir"ent, (iii) aSStSS the copec; ty of central rr!l"listry 
management systems to launch d~~ ~ustain a naci1nal hralth car2 program, 
and (iv) recor.rr:end the fe::"sibility Jnd GE::sirability for the Covernment 



to pfoceed, and AID to support, n}t~~nal replication. If after th~ 

Phase II project ane cvaluatior" 1I~.\iO decicps to procer;rj to suppcrt 
a national system, a Sector Grant P2per will be sub~itted to Washir~ton 

far approva 1. 

To monitor the proj ect for cor,p 1i ance v/Hii condi ti OllS, 
covenants and progress, US,I\IO, in an ·;fT!pler:€.'nt;,tion letter, \-,111 present 
a system for regular rcr,orting. The l'lission project off'jeer \·1111 be 
rp.sponsiYlc for rIlonit('l":::~ the rq-o'"'ting SyStUll and in:,uring, to the 
extent possible, report accuracy. 

[so In:plernent3ti C!l t,rrange["011~ 

1. Project Performi1!1cc Trackinq ~:cV::ork 

The project tr~cking n~b:ork (follcwin9) covers se1ectcd 
project indicators which relate '~(J in:portant prcject output targets 
(milestonE:s). The neLI,lork is set (;g~iilst both fiscal clnrJ calend'~r 
year targets, although it r:::;y also Le used in ter:;;s of projr:ct mor,th 
zero at the point in tifT!e when t~E Covernment ~eets conditionr precedent. 

PPT FCP~;___,4 ___ 

Project Calendar 
f'i0. I·lonth Vantil I'~il es tone ':;c.sro!lsibility 

1. June 78	 Project iluthori za tion AI[) 

2. July 78 ..	 Project ,ll,greement.. USAI DjGoverllment 

3.	 Aug. 78 CPs (including TA contract) 
approved Government;tIl 0 

4. 1 Oct. 78	 Contractor mobiliz~tion r,.(: tractor 

5.	 2 Nov. 78 Baseline Survey design
 
initiated Con ~ructor
 

6. 2 Nov. 78	 OJT of RTC co~menccd Con tractor 

7. 3 Dec. 78	 Contractor workplan suhmitted Corn:rar;tor 

e. 3 Dec. 78	 Evaluation ~·'an subn1itted Health ?~('nner 

9. 4 Jan. 79	 Baseline design complete Contractor 



No. 
,Project
MC''1th 

Calendar 
~onth Mi 1es tone Res pqns i!:,;" i ty 

10. 

11. 

4 

4 

Jan. 

Jan. 

79 

79 

VHH/Dai training starts 

Preassignment training for 
BHl~ starts 

RTC/Contractor 

RTC/Contractor 

12. 4 Jan. 79 Con~inuing Ed/Supv. of 
BHCs :.tarts RTC/Contractor 

13. 4 Jan. 79 SHC equipment and supplies
ordered MOPH/Contractor 

14. 6 Mar. 79 Drug p'1ckaging equipment 
contrac t ~ i gned r~OPH/Contractor 

15. 6 Mar. 79 Survey of Pro~incial 

Hospitals starts Contractor 

16. 9 June 79 Baseline data collected Contractor 

17. 9 June 79 Provincia'i Hospital Survey
compl eted Contractor 

18. 9 Jun~ 79 BH(: construction cmplete 
in Gii'ishk MOPH 

19. 9 June 79 Preassignmpnt training for
already assigned SHC 
personnel completed RTC/Contractor 

20. 9 June 79 Recruit and begin training
of n~n-physician managers MOPH/RTC/Contractor 

21. 9 June 79 BHe health education 
curriculum ~omp1eted mPH/Contractor 

22. 9 June BHe continuinq education
curriculum cQ~p1eted ~10PH/Contractor 

23. 13 Oct. 79 Baseline anQlysis complete rliOPH / Co nt racto r 

24 12 Oct. 79 VHH/Jai continuing education
curriculum completed ~lOPH/ Contractor 



Project Cal enda r 
No. Month Month Mi1estone Responsib'il i ty 

".. 13	 Home Visiting Program testc..0. Oct. 79 
starts RTC/SHC Contractor 

26.	 13 Oct. 79 Community Based Distribution 
test starts RTC/SHC/Contractor 

27.	 13 Oct. 79 MCH and Oral Rehydt ation 
clinics estah1ished in 50% 
Girishk 8HCs MOPH 

2B. 13 Oct. 79	 Drugs imported and di stributec r·:OPH 

29.	 13 Oct. 79 Girishk SHC equipment and 
supplies in place ~1OPH 

30.	 13 Oct. 79 Non-physician managers
trained and in place RTC/Contractor 

31- 13 Oct. 79	 Sanitarian ~ub1ic health and 
supervision curriculum 
comp1et~d ~iGPH/Cont rue tor 

3"c.. 13 Oct. 79	 Logistic systems manuals 
complsted Cvntractor 

33.	 13 Oct. 79 Information systems manuals 
completed Contractor 

34.	 15 Dec. 79 50% VHW/Dais 'in Girishk 
trained and in place I\Te/ Contractm' 

35.	 15 Dec. 79 Drug packaging equipment in 
place i'~OPHI Con tr::l cto r 

3fi. 15 Dec. 79	 SHe preassignment curriculum 
completed f'1QFHI Contractor 

37.	 15 [lee. 79 All DHCs in Girishk visited 
at least t\·;ice for continuing 
educa t ion RTC/ CQnt ractor 

33.	 16 Jan. 80 Continuing Education for 
VHH/Dai s starts RTC/Contractor 



---
P'roject calendar 

No. Month Month r~i I::S tone Respons ibi 1ili 

29.	 18 Mar. 80 RTC training manual for 
trainers completed Contractor 

40.	 18 Mar. 80 ~lCH and Oral Rehydrat ion 
clinics established in all 
Gi ri shk BHes MOPH 

l:1	 June 80 Continui rig education for 
50% VHW/Dais completed RTC/ Contractor 

42.	 21 June 80 All BHCs in Girishk visited 
at least four times for 
continuing education RTC/Contractor 

43. 25 Oct. 80	 BHC construction co~plete MOPH 

44. 27 Dec. 80	 1981 Baseline survey initiated Contractor/RTC 

45.	 27 Dec. 80 100% VHW/Dais trained and in 
place in Gi rishk RTC/ COii trac to r 

46.	 27 Ope. 80 MOPH Management Training Unit 
curriculum, materials and 
manual canplete CCr!tractor/~10PH 

47. 27 Dec. 80	 Manpower analysis complete Con tr(l.ctor/t·mPH 

48. 30 Mar. 81	 Home Visiting evaluat~d Health Planner 

49.	 30 Mar. 81 Conmunity Distribution 
evaluated Hea ith Planner 

50.	 31 Apri 181 Bas~line data analyzed ~OPH/Contractor/ 
Hea1tl-: Planner 

51- 33 June 81	 Continuing education for 100% 
VHW/Dais in Girishk and 50% 
second round co~plete RTC/Contractor 

52.	 33 June 81 RTC prcviding continuing
educa t ion and supervi s; on 
in site visits to all SHCs 
at least four tiw.es a year RTC 

53. 34 July 81	 Evaluation co~plete Hea1th Pl an rer 

54. 35 Sept.81	 Final Report Contractor 



--

---
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2. Management T(am 

USA ID seeks a depa rt'lre from ordi nary con;petiti ve practi ce 
pursuant to Titl e 41, Federal Procurement Regul d tions, Chapter 7, 
Agency for Inten~~tional Dew lopment, Sub-part 7-3.1 - Use of Negoti iltion. 

Specifically, USAID believes r~anagerrent Sciences fot' Hea'lth Inc. 
should have thei~ cur:--ent Pha<=e I contract amended to meet the Phase II 

....task and maintain the current r'~anagerr.ent Team. Chapter 7 provides :hat 
negotiation t'/ithollt solicitatiun of jJt')[.!osals may be undertaken in the 
case of contract al:endments wId ch provi de for the conti nuati on of 
activities or assistance \'/Ilich in the judgment of the contrClcting 
officer are designed to meet a gOAl which is substantially similar to 
the gral stated in the original c0ntract. That is tile case in this 
instance. The Girishk Experiment and central ~linistry managen~ent 
assistance arise out of Phase I, ilnd \'/hile adding intensity of coverage, 
do not increase the scope of the r·1SH activity. Indeed, the scope is 
sharpened to focus on health d21ivery systerns in a defined region. 

A second category for negotiation is also appiir.able under
 
Chapter 7: negotiation without solicitation may be undertaken for
 
co~tracts for ~hich one flrm 01' institution has exclusive or predominate
 
capubility. Chapter 7 outlines th2 follm'/ing factors which should be
 
~onsidered hI prqnring a IIjustification".
 

- What cClpabil ity dC't's r/:SII helve tJhi ch is important to the 
specific efforts dnd clearly makes it more desirable f 
than another fi1111? . (~~~~':I:''''·'''''. (-'\ ~.:\tt J 

/" Ir\.... t::..- \l.. ,1< 

~lani1gement SciE:nce!~ f('r Health, under Phase I~ con
ceptualiLed and initiater. tlA Villnge"Health \'/orker 
and Dai progran1sA Tht;y conceptualized and initiated 
the curricula ,,;lnd training prograr:.s for village··level 
\'lOrkers and ~rlC \·Jcrkers. The Regi ona 1 Trai ni ng Center 
is a creation of ~SH as is the Home Visiting Program 
and Community Based Cistl'ibution test. The Revolving 
Fund for drL;S pUl~chases is thei r concept and des i gn. 
\-that \'/e kno'd of nJunag.=r.'ent systerrs in the r·10PH, in 
fact, is due entirely to ~SH. All of these elc~ents 
~'rere conceptlJa 1i zed and developed during Phase 1. 
~lost are still in an.:experir.'ental stege, and their 
nature and potential are the unique conceptual property 
of r~SH. AllotberJ..iml-we~ld-tJndoulJ'tedi.Y.::tl~ye-:!l':':~1.nk 
the,entire"bclS'i-c"heaTtllservlce ncicrel, in effect repee.t
~nq Phase'Y: "Tt:2r·p.·'is'·'nocruestron-bLitth·af~'aT-tri·€t 
end-M--Pfl-ase '1i-;-s"Oitt'l't'~t'f()n'~6r~pro·.r·osa ls~ri'll" ·b e 
appl:Otl,r..i.ate .·At tha tpoi I1t' 'sy'sfci~s'<~o·urd~fl'a\iEr·t}e'en 
defined'and tes le~~·.·',~~i:':-L;t1Pr.~mepJ.atioh's'ljpp'b'rl'~tbu'Td 
be" undertaken asa separate activity. 



- What prior experiencr 07 a highly specialized nature 
does r~s~l possess ~/:iic:h 'is vital to the propsed effort? 

NSI-Li~-so..l6-G9nt~ae~r-ey'p"1'Uf11fg""'n"'eWcon"Cept s 
of h~-cl~PI€-PY·-4"·~H'""1'rrfr.fYffamstan. 
Ph~s..J-.e.4p.m:irnen.~~	 \,/i 11...~tl.l....ilJ-P..I::.Q~Ss-a-m1 
be~b.E;,. ,§, LjR.~Jtmtj :Y..~..,.tpJ~i~;;.Qltt., .....JRr~.tl.~~~~P,h~ I I tes t. 

In '~e f!twticahfr Tmm~~ 0" trt~ ft!teTrt:-revolution,'~l:! rQf\P8Sen;s tlUi (H:'I,~:d{r'tT~r5 V1orr-i'T'lg ttl the
 
~ l.Ml. ~·:ith the prospect of nevI advisors from other
6" countries nOl'l enterin:1 the ~iini~try, it is even rriOre
 

important t~at the firm responsible for conceptualizing 
the proposed naticnal basic heGlth services system be 
available to maintain their critical role - a rol~ 
\'ihich could guide other donors or which lVOuld pass to 
others with a gap in time and discontinuity in personnel 

If time schedules are critical, \'1hy are they critical and 
\~hy can	 t1SH bes t meet tllerr.? 

e r:ISH is already mobil"i;,;~ed in Afghtmistan. They have five 
eoPle here that can uegin wOI'k on the P~lilse J [ \'lOrkplaJl

C" mmediate0y. That is a di:,tinct and unin.u~ ild\'antagp,(.oL.~ 
r, "I, \ ,~	 ( .' ~ 

Time is	 critical for two reasons. As noted above, dis
continuity of LI.S. input at the r,:OPH cou~~ ciisplace the 
pivotal role AID hac:; con~e to play in the '''inistry. In 
that sense, it is continuity not tin~e that is critic?l. 
In terms of timing, the new Government h~s made a comnit
ment to the people of Afghanistan that 'lney ~:i11 take 
iITll'OOdia'te steps to ir:,prove rural health. ~'!e are pclis(~d ' 
and ready to assist in that effort. Othe~' rlonor's al'e 
similarly poised. Initiation of a new contract team 
would delay implerentation for at least s~t. ;;Ionths. The 
Government has mace it clear that they an~ not prer-~red 
to tolerate that kind of time lapse. If the- MD leader
ship role is lost) a ne\'1 donor could propose d n<:\'1 health 
model and, in o~r'~~' -~~iect. 



The ~1anagC:lnent Team \~ill be self-suppOl"ting in terms of 
administrative support. USAID manClgell;ent facilities \·till not be 
ava i 1ah1e for contractor 5 upport. As poi nted Olit above, three mell~bers 

of the Manage~ent Team will be resident in the Girishk Region. 
Specific allowanc~ for housing rennovation will be include in the 
contract. 

Given the integrated nature of the Girishk experiment, it 
is pt'oposed thClt no ne\'1 members of the rl,SH T~llrn be authcri zed to 
prac.:eed to r~fghanistan unti 1 a11 rr.€d'~rs are recru; ted and prepared 
to travel. If the new members 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 evaluatio! are providec in the Phase II 
project. If r.'aniigement Sciences for Health is contracted for Hie 
Nan3.gem~nt Team, it will be necessary to have thr~ Evaluation Team 
selected and in Afghan;stan not lat(~r' than Octcber 1978. To 1,1"lCt this 
scherlule, it is probably most desirable to utilize a Health f1anner 
alr(~ady under r.Dntract to the ASF.'nr::y. Given the inipcrtCint:e of t~e 
pt'Oject, its significance for the n~t;onal health care in .f'Ir:he.nistan 
"l1d its possible relev3.nce to other basic health projects uround the 
\'/orlc.!) the Health Planner should have substantial expenGrlCi: in 
internatione.l health and be prepart.:d to make a n;ajor cOGfjr; tm~nt of 
time to the project. Project funding is provided for both J.S.rand 
locrl Afghan evaluation design and analysis support. 

If it is necessary to solicit proposals for the Evaluation Team, 
it ;s recornended that IUD short-list selected candidatc:~ ·;'!1mediately to 
facilitate selection, cDr,tracting and mobilization. 

4. Physical Facilities 

lhc ~lissio!1 ccnsidered the assicm[';c:nt of a Constr:~ction 

r·~anagerr.cnt !,dvisor to the i<OPH fot' the cCJ;struction COlr,rf.inelli: of the 
Phase Ii project. Given the advanc~d state of ~roject il ..plE:r.1entation, 
noted irnprover"2r,ts in construction lT2naser:"crt \'lithin the I:OPH OVel" the 
past six rr.onths and the limited role of facilities constr~,-_tic.'n in r:C?H 
plans, it has been decided not to include the Advi~or in the rh~se II 
project. 

The "lission will continue to use Fixed AJr.ount Rr.iml.uY";:;el.ip.nt 
for the BHC construction co~ponent. qefore signing FAR ~greements fer 
the 38 buildings not yet covered by such /'.greer:,cnts, the r:OPH \·lil~ he.ve 
to submit to USAID.a plan for the design, construction, supel"vis;r':1 and 



Table r. ~ 

ESTHlATED AID COSTS FOR I\LL 50 BASIC HE/\L TH CENTERS
 

Fi rst 12 BHes
 

AgreAd Cost 12 SHCs 

AID Cost (xO.75) 

AID Cost in Dollars (~ 42) 

AllO\'Jance of 10% fOI" currency fluctuations 

Tctal Estimated Cost 

Am0unt Obligated in Project '~9reelTient 

Additional Fund Required 

Remaining J~ BHCs 

Type I BHCs 3 @Afs. 8s 563,943 

Type II SHCs 5 @Afs. 4,291,352 

Type III BHCs 30 @Afs. 2,92J,683 

Total Estimate Cost (1977 Price) 

L\ID Cost (xO.75) 

AID Cost in DolluY'S (-:- 42) 

Allow 20~~ for Inflation & Currency 
F1uctua ti ons 

E3timatcd Total 1\10 Cost 

-A,. 

Afs. 41,709,902 

31,282,426 

$ 744,820 

74,482 

$ 819,30t 

537,911 

$ 281,390 

Afs. 21,456,760 

Afs ._Q..9~20,490 

Afs. 13[;.869,079 

Afs.l(i2,651,809 

$ 2,444,091 

~38,818 

$ 2 ,~32 ,909 

* Agreed Cost beh!een USAI D and rlOPH October 1977 

A AllOl'lance because FJ\R ft.greement not yet signed by r"OPH 



Table E.2 

ESTH1ATED COSTS FOR BHCs 
Ci 977 Pri ce) 

...cLASS I SHC 

Basic Health Center Building
Doctor's Quarters 
Officer's Quarters 
Administration and Classrooms 
Kitchen and Dining Room 
Bachelor's Quarters 
Utilities (Water Tower, Septic Tank, W~ter Distribution)
Compound Wall and Gate 
Dormi tory 

Afs. 

CI.,1'.~S I I SHe 

~asic Health Center Huilding
Doctor's Quarters 
Bachelor's Qual~ters 

litilities (\ofater Tower, Septic Tank~ Water Distribution)
Compound Wall and Gate 

Afs. 

CLASS I II SHC 

Basic Health Center Building
Qor.tor's Quarters 
Bachelor's Quarters 
Utilities (Water Tower, Septic Tank, Water Distribution) 
Compo~nd Wal~ 2rd Gate 

Afs. 

2,108,394 
728,598 
728,598 

1,371,839 
526,870 
704,328 
284,568 
869,472 

1,371,267 
8,663,943 

2,078,303 
717,327 
693,432 
212,290 
590,000 

4,291,352 

767,634 
717,327 
693,432 
212,290 
590,000 

2,980;683 



monitoring including details of personnel assignment and evidence 
of budget to support the proposed c0.Jstruction program. GOA 
competitive practic~ ~lill be u!)ed ill construction contracting. 

USAID h~s considered alternate monitoring/supervision 
proposals. While USAID had actually supervised construction in the 
past, it is clear"'; an ~iOPH responsibility. To assure that it is 
done propel'ly, AID will fund as a Phase II project cost ~upervisory 

per diem c~sts. On this basis, USAID engineering staff is deemed 
adequate for monitoring. 

The USAID Chief Engineer ha~ reviewed and concurred in the 
ronstruction 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 h~ve been established and proved success
·i"ul in the ·deld. The proposed standards, designs and methous of 
construction operation are in conformance with sound engineering 
prac ~i ceo In Afghani stan there are both 1i censed and L1nl i censed 
contractors. Licensed contractors follow usual competi ti ve practi ce 
and have a satisfnctory construction record. Unl icensed contractors 
arp required to fo11m" r-iinistry of Horks price schedules. As a result 
they inevitably shade standards or d0 not cor.lp1ete the job. The 
Phase II project will fund both small 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 earlier prob1e~. 
It wi1~ also add t~ the tecr.r.~cal quality of the complet~u j~b. 

The cost estimate~ for the project are based un O~tober 1977 
prices for nElterials and construcVon. USAID believes tll/.~ costs are 
reasonable and that the degree of planning is sufficient to 
req"irements of Section 611 of the Foreign A.ssistance Act. 
Certiflcation is included as an Annex. 

w.eet th2 
The Director's 

5. Commodity Procurement 

The contra:t support cornnodities will be inclu,jc: as a part 
of the technical assistance contract. Code 941 will be and~,iaible 
AID competitive requirements will be followed. 

The coml1;,)di ti es to be fi nc:nced under thi s grant tar thp r":OPH 
'lIi 11 be procured by that r'i ni stry fl)ll o\'ling 1,1 D cOfTlpetiti ve procedures. 
IFBs f:Jr off-shere procurerr:ent I'lill be appro'.'cct by US/UD as ~Ii 11 a\·lards. 
Commodity eligibility varies: 

- drug packaging equiprr:ent Code 941 

pharmaceuticals (in accord wi th U.S. Code aoo - (wQiver reques:
 
Food and Drug certification for under :onsidera

eligibility and suitability per AID ti~m )
 
Handbook 15, Annex B, Part II)
 



-	 vehicles Code 000 

- equipment for warehouses, SHCs Codl~ 9trl and 
and RTCs Coopera ting Cot.:r. try 

USAID is considering submission of a source/origin waiver 
request for phar~poceutica1s. U.S. pfOCUreJiient i'!ould be d"isfunctiunai 
in the sense that it would redirect procure~~rlt from current channels 
and would impede routinization of procurement practice. It would also 
add cost, and the current es timate (f 5750,OeO \lolJl d i ncy'ease by 50 
psrc£nt. The ~ission will advise following resumptiJn of discussions 
with Government. 

6. .;;;.Lo.:..;c:;.;;:a:..;..l......;S~uppOl·t Costs 

To in~ure that funds are used prudently and for project purpose 
achieverriE!nt in '..lirishk, a disburserrlent system \.,.;th the fol1o\'Jing com
ponents is planned: 

·	 training support financing will be acco~plished by an 
initial advance payment followed by four selr.;-ar.l1ua'l 
fixt:.d installments and c final p<1jTGnt. 

•	 prior to making the initial advance, a \'Jorkp1 i:n ','or the 
Gil'ishk Experiment iliC'ludir.g detai1ed tilS;~ as~~unl11ent!:., 

schedules, uutpl1: targets and ~'el'forf1iance rneJsur::s \'/111 
be submitted for USAID approval. 

•	 prior to semi-annual installments, a statem~:lt of pro
cedures for semi-annual review, such procedure to include 
the subjects to be regularly cov~red at ea("~~ ',evieH rrJ(~eti'1g. 

- pnor to semi-annual installments, evidence that staff ha: 
been assigned in Girishk in tEl'mS vrlth the odiJut indicators 

contained in the Logical Frar.iework. 

- agreement by the Govlrr:ment at the time of til2 -;;l'st semi
annual installrr.ent to r,;cet 10 rcrc.ent af futurE: .,nnual 
trainir.g support costs~ c.ne dgrcc;r:ient at tile ti~.:o. of 'chc 
third serid-annual in£t211n:ent to r::eet 20 percent of future 
annual training support costs; 

- evidence that the Phase II prcject is being h,pl€r:·ent~d 'in 
accordance with appreved workplans; a~d 

- evidence thnt the perfor!l1C'nce tnrccts required to just.ify ,; 
particulur installn1ent, ilS set f0y·th in Imple:'ientai..br. 
Letters based on agr~ed ~orkplllns, have te~~ met with rc~ard 

.. ....1' 1t t capilc1ty~ tralneu rr.c:nrC',ief, r:t;n(l~r:r.,ent aeve opo . raHllng 
rr.ent and operatbn, estub'ishn\(~nt of phys"jed1 fdciiit~es, 

staffing and other iteITiS to be f::ill;n'erated. 



7.	 Conditions Precedent ;Jna Covenants 

The following are illustrative of the Conditions Precedent 
3~d Covenants that the USAID Mission proposes to negotiate with the 
Government of Afgi1anistan. Altrough the Government appears in accord 
with tile purposes I)f the illustrathf.' list, officials have consistently 
expressed conc~rn \'lith the number of conditions and the s~ecificity 
indicated. The final text of the Conditions Precedent and Covenants 
\~ill, therefore, evolve from Project Agreement negotiations. 

1.	 Conditions Precedent to Msbursement for 
Technical Assistance 

Prior to the first disbursement of AID funds for technical 
~=s i stance, the Government of Afghani s:an \'/i 11 furnish: 

- a preliminary plan for Basic Health Services 
outlining strategy and objectives, Ol~gt.nization, 

costs and financing; 

- evi denr.e that a contract amendment for techni cal 
assistance has heen entered into for th~ services 
outlined in this Project Paper; and 

- evi dence that funds other than t~ose prl1vi ded oy
AID which are necessary for the tin~ely ;:,erformiincp. 
of the contract have been made avei1~ble. 

2.	 Conditions Precede~t to Disbursement ut Fu~ds for 
Participants _. 

- a training plan rp.lating proposed training to 
project purposes as outlined herein. 

3.	 Condit ions Precedent to Di sbursement (If :unt:'i for 
COlT1!i!odities 

- for contract support, evidence that a ccntract 
ai.!endment for technical assistance has be~:1 entel'ed 
into; 

- fOI' drugs, drug packagi nq eq ui pment lllld vehi cl es 
prior approval of the IFP and approval of all 
a\'Jards; and 

- for RTC/BHCj\-:al'ehouse eo,uiprr:ent, prior approv~l cF 

the commodity lists and procurement procedures. 



4.	 Conditions Precedent to Initial Disbursement 
.for Local SI!pjJQ-;-": Cos ts 

- a \'/orkplan for the Girishk Experiment and reiated 
training including detailed task assignments, 
schedul es, out~!lt targets and perfo rmance measu:"es 
for village vtorkers, ~':CPH personnel and the 
Management Team. 

5.	 Conclition~ Preced£::.1t to P,dditional Disbursements 
fOl1 Local Suppol:LCos ts 

- a statement of pl'ocedures for semi-annual revie\'l 
of Phase II progress; 

- evidence that village-level \'Iorkers and ~OPH 
personnel have been recruited, trained and assigned 
in accord \'l1th the output indicators contained in 
the w0rkplan submitted as a Condition Preced~nt to 
Initial Disbursement; 

- agreement by the Governn:ent to meet 10 perce:lt of 
the second and future semi-annual assessrr,t:nts of 
training support costs and 20 perce~t at the fourth 
and future semi-annual assessments 0: +raining 
support costs; and 

- evidence that the performance targets i'~quired to 
justify a particular installment, uS set forth in 
Implementation Letters based on agreed workpla~s, 
have been met. 

6.	 Conditions Precedent to Final Disbursement for Loca1 
SuppGrt Costs 

- submissioh of the project Evaluation and ~anaqement 
. Team Final F:eport; and 

- evidence that the Phase II project was im~l€mented 
in accordance with approved workplans. 

7.	 Condi tions Precede:nt to Di sburs~r::ent frll' Phvsi ca i 
-=---..-.~--::.----:--..,-;--_.	 -- ~. ..
Fac; 1ity Const(uc.t ion 

- submission of a 91an for the dasig~, construction, 
supervision and wonitoring including details 0f 
personnel assignment and evidence of budget tJ 
support the proposed construction program; ilnd 



- a signed fAR Agreement per instructions to h~
 
included in the first Implerr.l"1tation Letter.
 

8. Special Co\'p.nants 

- the GO'JI~rnment loJill carry ~ut the Phase I I pr~ject 

wi th sl:ffi ci ent manpo\'/er and fundi rg to rneet 
agreed performance targets for the project. 

the MOPH will undertake training programs in b 
timely and effec~ive ma~ner. 

- as a part of meeting the project purpose, the ~:OPH 

will seek to have an integrated basic health care 
syste~ 0p~~ating in Girishk within two years. 

- as a part of ~eeting project purpose, the MOPH will 
assure that an effective rnanagewent support infra
structure is developed and made operational in a 
timely manner. 

the mPH "till ergage long-tenn technical advisors in 
accord with the design outlined in this Project Paper. 



~PRO~lECT A1JTHORIZATION AND REQUEST FOR ALLOn1ENT OF FUNDS 

Name of Country/Entity: Afghani5tan	 Name of Project: Basic Health Services 

Number of Project: 306-0144 

Pursuant to Part 1. Chapter 1. Section 104 of the Foreign Assistance 

act of i961, as amended, I hereby authorize a Grant to Afghanistan, the 

"Cooperating Countryll, of not to exceEd 3 million United States Dollars 

($2,800,000), the IIAuthorized lI.mount", to help in financing certain foreign 

exchange and local curren~y costs of goods and services required for the project 

as described in the fo11owing p;;l'"agraoh. 

li'e project consists of assistance to initiate and sustain a basic health 

care ~ystem in the Girishk Region of Afghanistan to test the system's technical 

feasiLility and economic viability. It hill also develop management syste~s 

at the central tfl.inistry level capable of supporting the reg"lonal health care 

system and then subsequently a national sys tern (herein after referred to CiS 

the "Project ll ). 

I approve the total 12vel of A.I.D. appropriated funding planned for this 

prcject of ~ot to exceed 14 million United States Dollars ($13,984,000), of 

which Sl3,Q84,000 ",Jill be Gr'ant funded, i~lcluding the funding authorized above, 

during the period FY 1978 through FY DO. I approve further increments during 

that pericd of Grant funding up to $11,184,000, subject to the availabiiity of 

funes ill accorda'ice viith A.I.D. allotment procedures. 

! hEreby a~thor;zp. the initiatio~ of negotiation and execution of the 



Project Agret'ment ty t.he officE;:r to \'/hom such authority has been del'~~'a:.ed 

in accordanc~ \':ith A.I.O. regulations and Delegations of Authority subject to 

the fo'lm!ing essential terms and covenants and major conditions; together 

with such other terms ~!'1d conditions as A. 1. D. may deem appropl'i ate: 

a. Source anJ Ori~in of Goods and Services 

Except for Ocean Shipping, goods and services financed by A.1.LJ. under 

the project shall have their source and origin in the Cooperating Country or 

in countries included in A.1.D. GeoyYJphic Code 941, except as A.I.D. may 

othen·/i se agree in \'lri ting. 

b. Condit io'1s Precedent to Di sburs ement for Te chni ca1 Ass is tance 

Prior to the first disbursemenl. of A.1.D. funds for te~hnical 

assistpncc, the Gcvernment of Afghanistan will furnish: 

- a prelimir:at·y plan for Basic Health Services outli:",ing sti'ategy 

and objectives, organization, costs and financing; 

- evidence that a contract amend~ent for technical assistance 

has been entered into for the services outlined in this 

Project Paper; and 

- evi c.Jence that funds fJther than those prov; ded by A.!. D. whi ch 

are necesssry for the timely perforr,~ance of the contract have 

been mbde available. 

c. Conditions Precedent to Oisb~I'sementof Funds for Participants 

- a training plan relating proposed training to project purpcses 

as outlired herein. 

d. COl,di ticns Precedent to Di sbursen;ent of Fur:ls for COlii1l1odities 
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for contract support, elJ~ d,?nce that a contract amendment 

fOI~ technical assistance h0S been entered into; 

for drugs, drug packagir.~ equipment (\nd vehicles, prior 

approval of the IFP and anproval of all awards; and 

- for RTC/BHC/wareh use e ~ip~ent, prior approval of the
 

cOlnmodi ty 1is ts "nd pror:Vl"~,:lent procedures.
 

e.	 Conditions Precedent to Initial Disbursement for Local Support 

Costs 

- a workplan for the Giris~~ Experiment and related training 

including detailed tas~ vss'ign1l1ents, schedules, output targets 

and per·formanr.e !l;(;:"'sure.. fOl~ villrtg r;: workers, r·l0PH personnel 

and the Hana9E.ln.ent Tettll. 

f.	 Cond'ition<:; Preccdslrc to ;\I..l·;'l'tional L'isbursemen'~s f~r .oeal 

Support Co.?~ 

- a statement of pr'ocEdlln:~ ,'or- sern;-"nnllill revie\': of ~)hase IT 

progress; 

-	 evidence that v-ii1age-l~:'.el \'Iorkers and r'~OPH per:;onnel have 

been recruited, tl'i'ined a.nd assi~lned in accord \'I~t:1 the output 

indicators cont~ined in ~hc workpltn submitted as a ~ondition 

- agreer:1cnt by tllQ 10Vel'rrr:f::-nt to meet 10 pel"Cent of the second 

and future seffii-annual rsse:sments of training support costs 

and 20 percent of the fl" rtf) and futLl'r(-~ semi-annual as~~ss-

ments of trainin~ supp'Jrt rosts; and 

\
 



- evid~nce that tr.e performance targets required to justifj' 

a particular installment, as set forth in Implementation 

Letters based on a~reed workplans, have been met. 

g.	 Conditions Precedent to Final Disbursement fot' Local Support 

Costs 

- submission of the projpct Ev~luation and Management Team 

Final Report; and
 

- evidence that th~ Pha~e II project was implemented in
 

accordance with approved workplans.
 

h. Condit ions Precedent to Disbursement for Phys ica1 Fad 1i ty 

Construction 

- submission of a plan for the design, construction, supervision 

ana ITIonhoring including d~tai1s of J:en,onnel assignment and 

evidence of budget to support the prop05ed construction program; 

and 

-	 ~ signed FAR Agreement per instructions to be included in the 

first Implementation Letter. 

i. Special Covenants 

- the Government vii 11 carry OLJt the Phase II proj ect \'ti th 

sufficient manpcJ\'Ier and fUllding to r.leet agreed performance 

targets for the project. 

-	 the ~;OPH \'1i11 under":ake 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 t', \'1ithin t\'/o years. 

- as a part of meeti rig project purpose, the r.OPH \'Ii 11 assure 

that all effc:":ti ve mCII1'igement support infras tructure is 

developed and ~ade operation~l in a timely manner. 

the ~:OPH \'till engage long-term technical advisor~ in accord 

with the design outlin~d in this Project Paper. 

j. Approval to NeGotiate the Technical Assistance Contract 

-	 authorization is given to amend the A.I.D. contract with 

~1anagernent Sci::nces for Health Inc. for the tecl:llical 

assistance described in the Project Paper. 

k.	 ~laivei' of GOA Contrihution Requirernent 

-	 the twenty-five percr~nt cnntribution requirement from the 

GOA is waived. 

1.	 Inclusion of Phase I Construction 

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

Cl~Cl.rances: 

51 gna ture :	 _ 

Offi ce 

Date 



· ANNEX 8. 

UNITEr} ~TATES OF AIv',ERICA 

AGE,NCY ·FOR INTERNATIONAL DEVELOPMENT 

KA Ul, AfQtiAllI:>TM~ 

OfW:E 0' THE I:lRECTC; 

~.J~) 

CERTIFICATIOn PUI~5UANT TO SECTION 611 (c) 

OF THE FO ·~IG:· J;~~SI$TAt~CE f,CT OF 1961 

liS .n.r,'ENDED 

I, Charles R. Grad"r, til,:; p~'incipal office}' of the f,gency for 
International Develc pmet ! til l\fghani 51" n \. having taken i ntv account, 
among other thin~s, the n,tl"ir:t.:nance t'rd utilization of Basic Health 
Centers (BHC) in thf; cOliii~ry, AID e}:!,er :c.mce \'ti th the Phase I BUS 
Project, the continuing (.:':,is~.ance 01' U:lICEF to BHG equipml:I·:t 
requi rements, proljress in ·;t.:dfi ng 1.:10. ,'OPH Construction Uni t, the 
proposed managernen '. u~;s i si. - !)ce and th· ~lIpervi SOY'j' SUPPO!'t and 
constr'uction inC:::','ci'Je C.'j·~·' .£·!l't incluu:d in the Ph;:3r. T! !",roject, 
dUE hereby certify that ~n :ilj judgrr.ei t) r'.fghani stan has hot:. the 
financiill capability an r! tIp ":uman re:-ources capabilit'.' to effectively 
maintain and uti1;zc~ th·.~ c. ital assistilnce project, Basic Health 
Services Phase II. 

r 
\ 

-. "','•• 0. 

,.:;: 3 t-n 

Date 
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ANNEX C.
 

COUNTRY CHECKLIST. 

I I,,:rllil '11':, fll'st, stiltutory l;l'1ll~I'!" ilppl l ::,llJln gp.ncrall.'l to FM fund'i, ,'1111 Ih .. ' . 
I, .... ,J'· 1,1 1I1001Vltlltui (tl,;:1 SOUl'CI~~: 1JI'·-!l!it)I'I'.. lnt 

1.1."\'.00. III,. LI;1thcd,!lIlf)n~;I.l',".I!d 

Ih•• , .... i1.II,l'l.d,:d il$lilsl,iI1CC \·J111 directly 
1.1111:111 11t·~ 1l,:,~0I'y7 11' Ilot, thiS I.II1J 

,1"1'·11 lillo/ill ," ~;t.,lle .It!lel'lolllkd 1.1t.11. this 
,,·,·/i'II.IlI··IlI. 11.,~j 1IIII)1"".II:U '111 CIlIl!,i·,lt:lll. 
1",11" II 101' 'II":'~; Vjlllilti"lIl~j III '1111.",'· 
",'1 i "11.,11'/ ,.:, .....JI1; Lcll 11I/IIIJI1 l'i 'Jld.:; '/ 

11',1 ....,. '111/. 11.\$ I t 11I:!11 tI,d ':lIlillll'rl th,H 
II!••101 •.•• 111.11,:111. III' 1'1:,:11' ilfl!. 1:1111111",.'1 h,\,. 
1•• 1 1,.1 I" I .01 .• ! ,1.I'J{j'''1 til $1.1)\':; til ,,1'U'l111l t 
II." •• d II I. D. "~I:' ,llhl utlllll' (;1)111",1/ ItId 
'.• ,11 ,I."., '''i (.I~ .I,:r'ill(~11 hy till! I:IIIIIIIJ'I" 
h. II:. ",,' 11""'1 ,i lJ II:: I! !'r'!!VCllt illll .11101 11I1I1.l'lil 
", I III 1'(1/1) 1'1'I"hli 1:11 ur IIITII:'··.~.I·,I, III 
I. I.".· 011' ill '.011, ill $I/l:h C,lIl1'!.1 \', III' 

/1.111' 1" 11 I,d I III '01 III " 1 ~\I.:11 COIIIII.,·y I (1'11/11 

I· 111'1'.,01.1 1II,:q,t11y \'lilldu 1'1' .i\lI'i5
.!t. II .. " 1/1 ~II •. I, 1:.1I11.t1'y to II.~;. 1;'IVI:l'III1I(!l\t 

1'1' "'111': I ,II' lli.·I,· 1I'!P·i!II"~lIt ... , I)r' (1'1111\ 
,'.,1.!, 11"1 I Ill: II.S. Ul\l<lI'lfully'( 

1.\ '".. I.,'tl(,,). llrll!S l'cd,d'!II' I,OIlli!.r'l 
111/111.11 .1' •• 1:.1,,'1':: ttl C\llJiI 01' 1',,11 1./) . 

10,:·: ·"·I'I'I/I,,·i.,t,: st,:"s to 1',,·I:\,,:ld. slllp'i 
"I .11,. ,.111 1111"':1' its flillJ 1'1'011 c,ll'l'yilllJ 

, ": ",.• 1'/ ",' I "illll Lull,I'/ 

I' '\ ·d·'. 1.,'ldl,). II' ils!:lstolli':l' "j til ,1 
"',1'/1""011, "I. '11,,:. l.Iil' Secl'ctlll'y flf 'Itill,' 

·1. II ",1111"01 11,,11 it i.. f10t C"'III.I'IIII,·.1 1.\ 

1110' L", 1'1,.11.11111.11 CI,IIi1i1Uft1'.it 11,.1'/, I." . 

f 1\ '... 1..'I'(h l. I j u$SiSt.1I1Lt: i~i tl' 
'I '·... :1 ...... III. I:. til,: 'JllVU1'III1II!1II 1"Iltll! il5 
,,.f,J .. 1 '"' lilli,' IIlI i l101l;11 !!lIill'i1fllll" 1111 ill\Y 
I.:, •• j., II,:., , iIi I'!II 1'01' !',IIf1fI', Ill' 

, , 'I j _ ,'. II" I' i :,11,:.1 Ill' o,'d,:,',:11 I/I,,!"I! (.1) 
'.II,h .,11"1/ '''1'. c>:IiJII~tr.d .....llil.oIi1ll 
I. II •• ,",'.11.: ..1,,01 (lJ) dcl.t i:, lI"t 1I,!1I1 :,01I 

.. , '" 1..1 1,\' '.11<:11 qOVI.r'lI'h"oI·,' 

\ ,.1 1(,.) (,I). 11' "1~~I·,I .. Ii\l·" h '.0 
., '/". l.,lI,"I, 1,01', it (incl\lilln'J 'I'W")'IiIlI'lIt 
,'/.11' j • "1 ·.Ir!,'li'lI:;ill(\$) 1.:1 1',1\ 11.1..... 11 L11111 
"I.I,/. I, ,'. lit, ..r 1·1~I.t Ill' llilt;'III,,!ldrH', 

" "1111" ,,,1 1.11', 'II' IlUh:I'I''; 5t! s,~ i .. 111'1 

"' ... ,1"1""' .I"ll.lltllli' prllp.!II.,'.'11! IJ.~;. 
'11\ - ... '11 'II il.i,·:. bl'llo·ficl,111·,' .0\'111,,01 
1,\ 11t ..II. 11""111, l.d:!,)) $L,:I':; ttl lIi'.I;It,I"lJll 
II', oIld 1'I.ltlllll~i lUlI.II'J such c1l.lo'wl5 01' 
, ,:1 I I 10' oJ' 

fqslstanC!)iJnd Security SUPlorl.il"/.~ 

Part III, D. Project Paper 

State 125909 

No 

No 

State 125909 

No 

No 

., --_. _.._--_._----- _._.-.....__.,--_..- -----------
\ 



C6tJ~J'T'RY CHEeKY.1ST 
#

----..._---.,---.:;;.. 1 

,I.. '. ..----,-----' " 

I' I fII\ '.l:',: {.;." (f h,lJ!1?:., ~~£:..),9l!.. Is 
1"" if" 1"Ill f 1I11111.I'Y a CIlII~II11nls t COllr.lt'y? 
Ilillll'.·hl.llI':'·!.l! pl'llvidllJ 1.0) lll ... 
I, Ii.," I," i( 1:"1'"111 ic of Vicllllllil (rlodll 
'1.111,,1,,1. :,,,111.11 Victlllilll, C,lI1111oJiJ 01: Laos? 

State 125909 

I :"\ .... , 1,:I1( i) , Is rl:ci pi ,!II t COIIIlI.I'Y ill 
"IIi' IJ I /lIv,.lvd 111 (,.) sullvl:,'s ion uf, 01' 
1.11111'1'/ "lqll:~~llIn ;1'j.IiIlH, lhe I.'ilul 
',I ,II , Ill' ,IllY l,llllllll'Y l'f:ce i v III~ U, s. 
.. " i ,1.111 ':, I'" (b) til:! Illalll1illl) of !;uch 
·,III,VI.1 '. itlll ,.,' il"!JI'~s'; ton? 

No 

I ,.1 '"" • 1,:'II(j), IIi) still.! cOlllIl,'y pv·· 
"III " I, ," 1.1 I 1,,,1 to lid.c cJdcqu<l te 
III '"" .,', III 1I'l!VClIl, tile d;1I1L'1~Il! or 
.1., 1111.1.11111, I,y 111011 i1cllon, olf U,S, 
I",,/,,·,'t ,/,' 

No 

I I 1'1\ ' .• , . 1,;'lJ( I), If llle COlll1t"1 hilS 
I,•• I,,J III IIl',fill'tl.! the inVtl!>tlllf:nt 
'111,'1,'101 I l'I,I'JI'o11i1 fur till! Slll'cHic r'lsks 
, 01 , ." I"" II' 0 Ld, i IJ II , i nCll n'ICI' t i b i ] i I.Y 01' 

111111 .•• 0111111. II.IS tile J\ID J\dlllini·;t,'illor 
\11111'" Iii., p.",1. yC.J1' clJlIsilh:ll!d cll!I\'/iIl9 
, ,'. I' 1.111' I III :,III.h yUVl.l'I1I1IL:lIl fIJI' III i:; 

No 

I· l ,UP.' 

I! Ii 1\ '1\', I;:~II(~h f..lgl,(!I'!!ll!I.!.~J-!'2~r.f,,~i,y£. 
, . I, .. , ~), II Clllllll,·y has Slll'l.cu, (Jr' 

11"1"':"',1 .iil\; I'l!II;J1 t}, 01' sanctiOIl i\'.J.lills 1:, 
"III II. :., I l ... hi".,: IIcl 1\'1 li.;s ill illlcl'

" ,[ i 1111.1 I 11.lll:I':', 

No 

". 11,1:, ;111'/ d,:dlld 1011 required hy F t!Jh/.!I'
',.. '11'·, h'u!,:l:1 ivc Act uc:en nudd 

II, 1"1:" LllIolpl&:lc denial of assisl:iJl1ce 
1'''1:11 111I1:>id"I'ld by AID Administrator? 

I.', I/I,~ ~f:.:: .~::I)(q)i,loj?P..:.2_~~_5.!!1, (a) Is 
,Ill: '11,'/on'IIIIoIL·t uf tlw recipient COUr,tl'Y 
ill d,'I.Ill!l 1111 Intel'cst or prillclp;l] of 
,1I1~' AlII Itt,lll til the! cnullt,·y? (Ii) Is 
'.,,"lot··V ill d,: fllu] t cxcl'L!d i II!) Olll! y,:,w on 
i'd, 1',,',1 ;,,. IlI'illdpJl 011 U.S, lUlIn unJel' 
, ...-llP.1Il1 Itt" lillie.h App, Act apP,.l.Ipl'iat,:s 
IIIIII!'" 1I,1111:,$ t11:hl 1'/.tS C<1I'] ier II l::l'utcd', 
1'\ .1111':\'1" Ldc Sll:I'S lill:clI lo L:UI'I~ default? 

No 

II. 1/\/\ ';':0 .. li:~ll($), "If c:ontcillplld:i:rl il:isis
I,ll"': I:'. 1I.'\'I'IIIIIII1<:IIt 10MI (tnc1l1linu f\1l1
,III.:': 11.,111) Ill' :;1:clll'lty SIIPPClr'lill~ ,1:,o;t:;l:i1nce, 
1t.1·, i.I.,: I\d, ill t :; l,\.l,: t' t,l ~,el1 ll1llJ it C(;lltlll t the 
1":I'Lt:1l ~ "'j'! "" the COlllIlI'y' S but!!)I: I. \'/ld ell is 
1111' ~1111 i (,II'Y ':'<IICIIJl lur.~s I th..~ ,I !I()unl. of • 

/111'1:1'111 .:X(lI,IIIUd spelit on III11t tlll'Y l~qllip:n11nt 
,1111\ 1100: ,110.'11111. spI!r.t for tile pllI'eli ~e of 
~·llph;:.1 :l:.II..:11 \'/l:,jpUII5 !;y~tt:'!1:;1" (fill 
ill rt 1,1.1 Ltv,: ,.::S\·/2I' IIli1y refel' to 1I111 n:r.ord 
II! 1I1l: l,d.IIIIJ 1111.0 .lecoullt, I.!,U,: "((!~ ~s 
1"'1'01·,,:,1 til i1I1I1Ua] l'I:port on l\IIr]elll:,,~,\tion 
of ~1:C, h:~ll(S)," Tlds report Is PI'(!IMreU 
.It Lh,! t,illt: Ill' iJPPI'UVil] ll,Y tilt! IJldl1i~CI'il

t:or of til" Operutiol1ul '(CJI' llud\jtJl. ::: ' 

Not Applicable 

I 



---------COUN'!'JtY CHECKLIST

"
 
"1.".IIl! dllJH!JcS in the Sec. 620(5) fac.tol'S 
IIi,"dll'l III the cour!>!! of the YCilr~ of 

11111, ,,"I :oi!JIII flc,IIIC\.! tu tIiJicol'.1! tllilt 
•• ,T' .. I I 11 •• ".1. i v~ 011'.11<:" 11I1!1ht III:CU I\:V 1.:1' 

! ."i.1 IIII h,~ ....:\I1I·tl:J. (lilt /111: <;t~l.ll

: ol~' 11,'..1 II:. l 1111'1 IIU L Ilu I ilI,I11 Y ue til,! 
I" ,. I 1\"\ '/ •• h id I! tu do SlJ.) ~:. 

I·, 1·,1 ...... 1•.~1I(L).• 1I,IS t1li:l:IJUlIl ..y 5C\,CI'I:!<! 
'\lJoIlih Il.i.: h:I.It.loIlS with tIll:: lJ,dlt:01 
. , . I. '. I' II :.11. lIiJVU th.!V 111:":11 1")!;IIl.I,:d 
.t. I I,.I·J: h' \/ Iii 1J lel"ll 11 SS i:, lilllr.t: d~'''l:U

.. III'. 1""'/1 ""'/Ill iot.:d illld l:IIL.:rcJ int.o 
II •• l. :•• h It n:·.llillpl illfl·t 

No 

1.1.'1 :., . /1:'11(11).. illiCIt is the IlilyllltHlt 
.1 'ill •• 01 I' ..: 'lllllltl'Y'S U.ll. ulll iq.lliolls? 
11 II.' !1II11l11'} is ill i1rl'eill'S, 1'11:1'1: sur.h 
... I •.,/ ,"1.'. 1..1.1:11 i IIltl dCGOIIIll hy Lilt:! /\ 1[1 
1·.. h,ollll:.I, .11111' 1.1 dl:tC:'llIilllll!/ th,! cu.'n:llt 
. .tll ,1,,,1.11.11111.11 Yl!(lI' UUd~Il:U 

Not in Arrears 

I,. I I 1\ ''''j .•,:1'/\. lias the: coulltry 9,,,,"t,:.1 
·.,,'hill.II\' II·liIUIII'O:.t:cut1ol1 1.0 lilly 1l1dlvt
.1'1 .• 1 III' !I'"UP 1111 i cit hJ:; (ulllul t I:l:,f an de t 
"I ,"1.., I.... iUII\,1 tl: .. ro,·I~11I7 

No 

I .\ '.",. !.I.f'. IIl1us th~ country ohject, 
'''' I•.. 1'. III' r.1LI', rei /llioll, Ilitiunid 
111'1" III III ',1:)(, to t1w 11I'i:'.1:1I~(: Ill' ~IIY 

.. ,. i. ':1' Ill' .:hll'll/yee or' th., U.S. Illln L' 

I II • ",1'\' IIl1l \·,.1I11011Iic I.h:vclofllllt:IIL pl'll~I'ilrn 
11, •• 1" 11\11 ( 

No 

:. I i./i "':" I,':·!. IIJS the .collntry Ilel IVI!rcd 
.... 1':L.:I',.,,1 11l1l: ledr I'eproc/::i~ 1Ill) Ill' 

•· ...... ILIl.·IIl. 1:'lldl,"(!lIt. I!Utl!I'I,'!~ or 
'." 11I1,dl'''~' ,·Ii 1I,11ul spe,:i t li:.I ,11'I'.tlrlje
I,,· ,'l'. .." :.. Ir'I:!IU.11 ds, etc. '/ 

No 

I', I 1\1\ ~;, 0:. ·'i11. 11.1 S tht! COUll try d!'llll cd 
" ", I .• 'II': 'III!' I' I !III t or 0fll,(t,'lull t L.V to 

,.,,, j '/I "I.I: '/ 

11l/lioIrltj l'I:lltlllA Hill COIII/TRV.-.---- 

1ts 

It is penni tti ng 
to emigrate. 

some ci ti zens 

.1. 1M"',:",. lII?l"=.).I.-lell. fI.I i': critcr'l a
 
1..·.·11 .: .1..1'.1 i:.III'J, JlIlI t'd:r.n llltl) ,'f-COUllt. CDSS, April, 1978.
 
I,; ." •. , ...... 1111.11 i Inll:"1. and Pl'O!I",::: S 1)1'
 

"'110/1 I III "I,.·,:tlvcly invllI" !11(/ II,! 

I'''''' '" ".:/.·llJltlllo:Ill. on Slid, i"di::"::; as: 
(I) ~ ..,111 1.11111 I.lbll" illl,:II:iIVt: 1I1]1'i
.111'11", (:) '·I·,llIe".I ilifilllt 111111'1:,1 ity. 
('1 1"'1',,1,11 iUII '.1,0\',1.11. (4) ':'1,1111 il.y of 
i"llllli.· di~ll'il,utiof1••1oLl (5) tllll:III,·,joylllcnt. 

CDSS:. April, 1978/At1S JUlie, 1978 

(I)	 I1.d,11I1) ''1i1J1'Opriilte efforls to Inr:rl:itSe 
I(hl.l l'I'(JoIlI.. llolI Mid i",prove 1I1l'MIS for 
foud stlll'd!ltl .Il1d dlstrlhut.lufI, 

, H""':I,:t1 •.. .E. 
~RJtjteb:la--Eioctnmmt-· _. \\~ ... 



II 

COUNT~0~!mCKLIS'l' 
.. '..J 

I , 

.' 

1:11',1111111 iI f,tVul'able clll1l.1le for(:) '.n f:i!11I ,11101 JeJlllcstlc pr'iVdtc ellt(~I'
lit i::,: 111.11 iIIVI::; lllll~llt. 

(.1)	 111l1',I·.ill:l 1111: IlIltl11c's role In the 
oI,:·'I:III,''''Io!.') l'I'OCl::i5. 

( I) C.) /\ 111/1 ,I till" .WiI 11 <ltll e buc.l~1P.tilr'y 
1''',.1'"",:. LII i11:'Jc:1/'\lIl1cnt. 

(I') 111'11'1'1111'.1 :.uch ri::iOllrCCS for 
1111111'1 ':';:..11'1 11111 i LII'Y e:qH:nc.l1 tu,'e! iInd
 
iull:' v,"I,il.1I ill affi,ll's of utllHr fr'l!I~
 
III" ill,I!:I"'lId':1I1. lIaliuh5.
 

f!.) ILI.ill'l 1:'llI'"II1It:, Slll.:iitl. i1l1d polittcdl 
I',; 111,'1,1: :,111 II ,\ '.i tlll( collet: l i 011 iIlIPI'(/'/c


1",_ .1', Ililtl I.II,lIl~ICS III 1.llId lIHlUI'f!
 
.,.'1' .110'1' ",.:Iol·;. <\111.1 III:' k i IIU Pl'WIl'C5S
 
1111/,'1,1 n' I...,:l for I.he I'lll,} of 1,,,,,.
 
II,:' .111/11 HI ui:I'I'CSS iOIl it 1111 of 1I1l1 pt'cSS,
 
1111" 1' .. , "~IIII ~ ill" llll! Il1'jlul' lllllCl~ 0 r
 
ill.lioti.III,d tf':lltlnlll, illllllltiVl!, ;11111
 
:,1'1-1,11" ':III':'llI'isr:.
 

I,,)	 11I1I"llti·", 1"'I'"llltt"U lo the vltill
 
.... ,IIl .•lli, , p,d It. ic,tl, ,111d Sll~ I,d 1.:011

,',,1'1,:, III it,; 1,,:.1pll!, illld d"lIi1II1!otriltlnCl
 
I C 1t:,,1' It.: Il:l IIIi 1I,Il i Oil to' t :tI:e cl' i <!d i ve
 
:." II I", II' 1II1',I:.llr(:~i,
 

i., !'I\,~ ~l"': ;·I!I(II)/..?1_1L~),. Is till!
 
1:',111111''' ,111,,,11'1 u .. : ~(j COUll tr i l!S ill \'/:1 i.:h Yes
 
:',''1,,11111".1.111. .l:. :', i :'j lilllce IU,ln~ h~IY hi, 111:IJC
 
1:. II i', I j'.I.II ¥I:.II', 'ur' <1110119 lIle ',10 ill
 
\,It io II .I,:·/.:IIII,Io,lllit .I:;S iSlallce ~l:'dlll$
 
(•.111", 1Ia,III f'lI' :;Illf-lieip prIJjllr.tS) 11I.ly
 
I,,: 1I1,lll" 'f 

d,	 1/\/\ ~.I·I:, 11!i, ~1l11 country lie No
I111'11 i;,III:lf,' i,i·~.:"illc f15tdl yC:J", eltller'
 
',lI:llril t :;III'l'lll'llllU ilSS i~ lance, or
 
/li-I.II,: r,,:,L 1":,11.:1: fUII.!s? I f SCI, is
 
.1:,: i!.I.,IlI.I: IIII' plll'"l.llioll JlI't1~r'allls,
 
1111111,.1111.'1'1.,11 ,tid lIlIl1l1lJII illli!I'II<Jt!Clllill
 
11I~1.11;!!'llilJll~. Or' l'I:ul;,",'l prlJ~II'alll:i?
 

Not Applicable 
.1 I'M ';,.0., !111;'II, !IdS tile coulIlry
 
,'11./,,:,',;.1 iii :, ,' .. /1:;1 5l'.:lIl po t le,'n uf ~II'OS 5
 
./1111.01 lIl1l:. lIf illl.l:fIlJliol1illly rr.co~I/lllCd
 
11111I1.111 I'i.,hhf I~ proaralll ill dccoI'II,IIlCe
 
\I i til 'lid i I,y liT lh 15 5c:c t i oll'f
 

II, fM ~",:, 5]1. Is lhc!lssislallc.c to
 
Ill: lU·I:lIl'liI;.r Yo -.\ fl'icndly country,
 
IIr'.!,I,t1',ll illll, Ill' body cl i!.libll! to
 
I'l:cnlvl! ,I~'; t~ l,lIlce7
 

I;,	 1'1\:1 ~;':L, 111.1'). If COIlII111d it illS II re to 
I.e ~Ii:;'-lild "~·li Hi,lt sale PI'oC:l~ell:i ~1I11 Jccrue
 
tII,tllll l'e:c:lpil:llt cOlllllry, IhlVI! Spcc;,tl
 
A, LUll II t (GIIIIIi l.ul'p,lr l) i\I'I"IIHj,:lIltlll ts IllH'ln
 
u.."It:'/ 

-----------~---
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STMiOl\RD 

A,	 Procurem~nt 

ANNEX D. 

1•	 FAA Sec. G02. Are tl1l'~re arr'angements tv 
permTt:D.s. s~~ll business to participate 
equitably in the furnishing of !loods and 
services financed? 

2.	 FAA Sec. 604(nl. l.1i11 all commodity 
procur'ement financed hc fror:J the U.S. 
except as other/Ii 5e detenni ned by the 
President or under delegation from nim? 

3.	 FAA Sec. 604(d). If the cooperatinq 
country discriiilinates against U.S. 
marine insurance compaines, \'1111 agree
ment require th~t marine insurance be 
!llaced in the u.S. on conmodHies 
financed? 

4.	 FA.f:t. Sec. ~04(e). If offshore r.>rocure" 
ment of aor'icuTturai commoditv or 
product is to be fi na,nced, is' there 
provision against such procuren!:'nt \Jihen 
the domestic price of such c;onMdity is 
le~s than parity? 

5.	 fAA Sec. 608tf!.t. !'Jill u.s. C.o'/ern1nen"t 
excess per'sonal prol')ertv be uti'/1zcd 
~herever practicable in~lieu of tha 
procut'ement of new items? 

6.	 ~~!A~?c. 901 (tl. (a) Compliar.ce with 
.requlre~ent that at least 50 D2r centum 
of the gross tonnage of comrr;od1 ti ~s 
(corn~uted sepUl'ilte'ly for dr'y ~.:~1k 
carrier's, dry cargo liners, and tdn:':~I~S) 
financerl shall be transported on p~iv.tp.ly 
o~med ~.s. flag com ,mrcial vessels t,) the 
extent that such vessels are available 
at fai r, and reasonable rates. 

7.	 F/\~ S c. 621. If technical i1ss;$tan(;(~ 
TsfT:'1anced. \'/111 such assi51;ancf? b~ fur.. 
ni$h~d to the fullest extent ,racticu!;le 
as ~JOods and professional and oth~r 
se,~vices from pl"iva.te enterpric;e on a 
contract basis? If the facilities cf 
other Fed~ral agencies will he utiliz~~, 
are they particu" rly suitablp., not 
cOfi1pet"tive with !)rivate enterpl"fS~t 
and m~t~ available without undue inter
ft:r'I,~c: ~Hh ~uilh:;J~i~ iJru':J1o:I,): 

Yes. Project Pap~r Part IV, B.S. 

Pro~tlremf.nt is ir. accord with AID 
Handbooks. Project Paper Part IV, 
B.S. 

Npt	 P,pp1;cab1e 

Not	 Jl,pp1i cab1e 

Yes - particularly in housing 
support of the Management Team. 

Will be included in Grant Agreement 
and Imple~entation Letters 

Ye~	 - See Part IV, B.2. 



If air ~trt!nsnortation of nersOi;s OJ'' 
property ';$ fin':'.1Ced on r;rant ·-:lsi5, ~'Jill 

provision be m~de that U.S.-fl~J currier~ 
t·/ill be Lt:il ized to t!;:? extsnt such 
service. '. is available? 

B.	 Construction 

1.	 FAA Sec. C11i£L. If a ca~ftal (e.~ .• 
(1)nstructlu-n) oroj.::ct, c.:!"e enf1im~cdn'1 

"and	 professional sel'vices of U.S. f'nns 
and their affiliates to be us~d to the 
max imum e;~t eilt consi st~:1 t ~'J1 th .~ L~ 
national interest? 

2.	 FAA S~c. f:lll£l. If contracts fur 
constructlon are to be flnanced, will 
they he let on a competitive basis tG 
maximum extent practic2.ble? 

3.	 F/V, Se\;~ ':20(tl. If for con$~ruct~on 
of !Jroducti V[~ enterpri Sf;, \'Iill il'1f"!)"(~gat~ 

value ~f assistance to b~ f~rnish~d ~y 
the U.S. not e~ceed 5100 million? 

C.	 Oth~~~estrictio~s 

1.	 FAn. Sec. ~'l1ill. If de'IC~lol")r'o1ell-;: loan, 
is interest rate at least 2% ~[~r nnnUM 
dLrln~ ql~ce period and at le~st 3Z per
"'.nnurn tlwre~fter? 

2.	 FAA Sec. 3Jl!Q).. If funr. is estilblishpd 
solely by U.S. contributions t::-d ar.:7tinis
tered by an i~ternational orq~r.izJtiont 
does tomntrol1er General have audit 
r;~hts? . 

3.	 F~A Sec. f-20(h). no arrun~em~nts 
!)r(;-CTUd~ Dro:;:~ t) ~('! 0\' as sisti n(l .;::,,: 
foreion aid rrojects or activiti~s of 
Commun'ist-Gloc countries, contrary to 
~he hest i~~crests ~f th~ U.S.? 

4.	 Fi1A Sr.c. 635(1). Is financ1nq not oer
mitted t"Ci:J2' used) ~Iith!)ut ~'Ia i VC! I". f~;r 
ptlrchase, long-tenn 12ils~, or e;<c::[~nr'Je 

of motO\' vc:.i cl e manufactured o!o i;<; i de 
the U.S. or ~uaranty of such tr~~~~ctinn? 

5.	 !'!ill arr?nr!r?:;i2nts prechrce use or
 
financ1no:
 

Yes. Will be provided in contracts.
 

See Project Paper Part IV, 8.4. 
Technical assistance not required. 

See	 Project Paper Part IV, 8.4. 

Not	 Applicable 

Not	 Applicable 

Not	 Applicable 

There is no association with ~ID 

projects or activities of Cor;:-;1Unist
Bloc countries contemp1ated. 

Vehicle procurerrent is limited to the 
U.S. 



a. FAA Sec. 114. To nay for perfor
mance of abortions or to rna iiI/ate 0r 
coerce persons to pract; ce a~)Qrti ons, 
to pay for performance of irvoluntary 
sterilization, or to coerce or provide 
financial incentive to any person to 
practice sterilizations? 

b.	 FAA Se~. 620(q). to compensate 
owners for expropriated nationalized 
prop~rty? 

c.	 FAA Sec. 660. to finance police
training or other law enforcement 
assistance, except for narcotics
programs? 

d.	 FAA Sec. 662. for CIA activ'ities? 

e.	 Agp. Sec. 103. to pay pensions, etc., 
for military personnel? 

f.	 Apn. Sec. 105. to pay U.N. assess
mp.nts? 

g.	 Apr. Sec. 106. to carry out provi
sions of FAA Sections 20~(J) and 251(h)? 
(tr~nsfer to multilateral nrg~nization 
for lending). 

h.	 App. Sec. 112. To fin:mce the 
export of nuc1ear equ;Dment, fuel, 
or technDb~y or to train forei9n 
nationals in :;ilC"leat fie~ds? 

i.	 App. Sec. 501. to be used fGr 
pUblicity or propaganC:a pllrposes
\'Iithin U.S. not authorized by 
Congress? 

Yes 

i-lot	 Appl ;cable 

II II 

II II 

II II 

II II 

II II 

II II 

II II 



ANNEX E. 

pknJECT CHECKLIST 

1.	 !.'1r). I]linu:"'1~,=rp.r1~ FA!'. S~c. FS1 (h) 

(a) ~p.scrl'Je how Cc:.!~itte~s on J\nnrooriations (a) T~e Committees will be notified
 
of Senate ~!1C HO'Jse h.J.v~ heen or v~) 1 tJe prior to authorization.
 
notif,i~d cOi1cerninn tr,!.:: nrf);:"'ct~
 

(4 is assistar.ce tol1thin (()n2ration~1 Year (b) No.
 
~urfrtet) C0IJntrv or internationnl ornan intion
 
allocation r~~orte~ to ronnress (or ~ot more
 
than ~1 ,,1111on over that fiC1ure '11us l()%}?
 

2.	 FAA Sec. r-J.J.(a)(I). Prior to obliflation in (a) Yes 
exc,:,ss of '-H~n,!1f)'), '·Jill thcrp. h~ (a) p.nnin~erinn. 

financi:tl) anr! other '11cns necp.ssarv to carry 
out. t,~ assistance anr. (h) ~ re3son t1 hly fir~ (b) Part IV, 8.4. of the Project 
~sti~at~ of t~~ cost tf) thp. U.S. of tb! Paper 
assistailce? 

3.	 FA~ Sec. r11(a)(?). If further '2nislati~e 
action is reCll'ircci \·,itfiin recif)ieflt count:--v, 
~hat i~ h~sis for rp.as0~~hlc exoectation that 
suc!, action '·rill he co;;ml eterl in -:;;I'1P to l1p.mit Not Applicable
orderly acco~~lish~ent of nur~ose of ~he 
assistRnce? 

4.	 Ff',~· Sec. f-ll(h): !'rJ'), Sec. Inl. If for '·'atp.r 
or "ater-relil-teri land r~SOllrc~ constr'lct:on. 
ha3 I)roj~ct ITJet th~ standards i'l.nrt criteria Not Applicable 
as per th~ Princinl~s a~rl Stanrlar~s for 
Plannin" '~t~r and ~elate1 Lan rl Rp.scurc~s dated 
Octoh~r 25, 1~71? 

5.	 FM. 5~c. nl(~l. If pro.iect is canital as~istar'lc~ 
(e.n., cl)nstruction), an'.! 0111 ~;.S. :lssistal1ce Director's Certificaticn 
for it ','ill t;'(c~eri "1 '"'1i11ion, has nission included as Part IV, 8.4 of 
I')i recto~' certH; p.'! t!!7 countrl/' 5 carJAhil it." Project Paper 
effpctiv~ly to n~inta;n anrl utiliz~ the nroject? 



6.	 FAA Sec. 209•....£19. In project
 
susceptible of' exe...::utir-n as part
 
of regional l''': I:1u1tilateral praj~ct?
 

If so Fhy is proJect not so executed'(
 
Inf('\rL1ati('ln and conclusion 1·r hether
 
assistance '.rill encourage regional
 
development program;:;. If assistance
 
is for nevly inc.ependent country, is
 
it furnished throu.sh :nultj~.:teral
 

oItanizations or plans to the maximLTU
 
extent appropriate?
 

7.	 FAt ~c. 601(a)~ :~nd Sec. 201(f) for
 
c1evell"D!:'ent legs). In.fornation and
 
conclusions Hhe tber project' rill
 
encourage eff~rts of the co~~tr.{ to:
 
(a) incree.se the fll"M of international 
trede; (b) fnster private i~tiative 
and ccr~etition; (c) encourage devel~
ment and use f)f cC'op'3ratives, creJit 
unions: and sevines ~nd loan associatio~s; 

(d)	 d.is~ourage mnnopolistic pr~~tices; 
(e) ~~~ve technical efficiency of 
in~t'stry, I.lgr:'cu.lt,U'e Clr,d corc::erce; and 
(ll s~~p.ngthcn free labor unJ.ons. 

B.	 Fll, S2~. 601 (b ). Inform.e.til"n ar.d con

Clll::.iou on her·r project '·'ill encouragE'
 
U. s. :private 'crade and inves"tment 
ab:r",qd and e:lcC'urage private U.S. 
p~icipatinn :n foreign assiptance 
progral'llS (including use of private trade 
ch&I~pls and the services of U.S. rriv~te 

enterprisp. ) .. 

9.	 FJ../'. Set:'... 612\b); Sec. 636(h). Describe
 
steps tDken to assure "that, to t~e
 

maximu::1 exte~t possible, the cvuntry is
 
contr~autir.g local ~~reDcies to meet
 
the cost of contractual and other
 
services, ar.d forei8n currep~ies ~'ned
 

by t:·,c U. S. ar:~ util-1zt.d to ::::eet the
 
cost of c~ntract~al and other services.
 

10.	 FAA Sec. 612 (d). Doe~ '~he U. S. (1;·rr. 
exce~a foreign cu-~er~y and, if so, 
vh~t arrange.men·,s h3.ve been made fOl' its 
release? 

The assistance is net cir~ctcd at a 
regional ~rob18n, and th~ project 
wi 11 not encOl~rage any regi una1 
prograws. Afghanistan is not a newly
independent country, 

The basic health system, at the 
village level, is a private system.
The testing of thut system is the 
major purpose of the project. Other 
ref~rences are not applicable. 

The GOA will contract with an 
American organization fc~ management
services. Drug commodities and 
equipment will also be supplied from 
the U.S. 

Because the project is in the nature 
of a tes t, AI Dvii 11 fi nance the bul k 
of local costs. Agrad~al increase 
in GOA contribution is conte~pl~ted 

and a follo\\'-on Sector Gr3.nt vii 11 be 
conditioned on GOA local support. 

Afghanistan is not an exce~s currency 
country. 



lSI', 14. Pre >my FAf.. :f'unds for 'J'Y 78 
being used iu this Project to con
struct, operate, maintain, or s~~ly 

fuel for, any nuclear porerplant un~cr 

an agreement for cooperation bett.re.'~n 

the U.S. and anJ other ~vuntry? 

B. FU ~'IDn!G CRITERTJ FOR FROJECl' 

1. Development " ssistance Pro.iect Criteria 

a. F/~ Sec. 102(c)~ Sec. l"~ 281a. 
Extent to ~'hich activity' 'i11 (a) 
effectively involxe the poor in 
development, by extending access to 
econroy at local lev!::l, incrt13.sing 
lab~r-intensive production, sp~eading 

inves~~ent out from cities to small 
torns and rural areas; and (b) help 
develop cor;pcratives, especially ty 
techr~cal assistance, t~ assist rural 
and 1Jrba~ poor to help thenselves 
to-iard b~t. ter lifa J and other.dse 
enco'~9ge dem~ratic private fu1d local 
gO'V'::.L'ni.ental institution~? 

b. "PM: Sec. 103. 103/, 105, 106.107. 
Is u~siJtance being maae available: 
(inclu~~ op~ applicable paragraph - 
e .(1. > a, b, etc. -- ....'hich corresponds 
tc. source of fumls used. If more than 
one fund sOUTce is used for project, 
include relevant paragraph for each 
:fund source.) 

(1)	 (103) fo:!' agricu".ture, ruai:al 
development or nutrition; if so, 
extent to ",hich activity is 
6pecifically d~siBn8u to increase 
producti~ity ~nd incc~e of rural 
poor; (1031) if for agTicult~al 
resecrch, !s full qccount taken 
of nep,ds of SDall farmers; 

(2)	 (104) for population planning or 
t~C'~tb; .if so, exc.ent tc "hich 
activit~r eA ~e!1ds 10l'-cost, integrated 
de1iverv syste~~ to provide t~~lth 

and fc.;u::.ly planning services, 
especially to rural ~e~s and poor; 

No such activity is financed under 
this assistance. 

The project is premised on a village 
health worker and traditional mid-wife 
village recrui ted personnel. The 
project will also focus-on.health . 

education and local preventlve practlces. 
See Project Paper Part III, D. 

See Part III of ~roject Paper. 



(3) (105) ~or education, public admin
istration, or human resources 
deve"lnpmen+'; if so, extent to Fhich 
::tct~,.. ity ..;·~rencthens nonformal 
education, m8;<:es fO:rJ:18.l ~ducation 

more r€:levant, especially 1'0:1.' rural 
~amilieB-and urban poor, or 
strelj[;thens THncGcment cap3.'oility 
of institutions enaoling the poor 
to participate in developmentj 

(4) (106) J.:nr technical assistance, 
enerror, resea.rch, recOlwtruction, 
and selp.cted developmer.t problems; 
if so, extent activity is: 

(a) technical cooperation and deve:op
ment, especivlly;.rith U.S. private 
and voluntary, or ~etional and inter
national development, ~rgenizRtions; 

(b) to help alleviate energy p~ob~_em; 

(c) r?search into, and evaluation oi', 
economic develop!:lent processes and 
techniques; 

(d) reconstruction after natUlal or 
manmade disaster; 

(e) for special c1eveloprr.c!:t r11.)blem, 
.and to enable proper utilizA.tion of' 
earlier U.S. infrastruct:I.'re, etc., 
assistance; 

(f) fo~ progrems of urban develop
ment, especiully smHll labo:c
intensive entr:rprise s, m81keting 
systems, and f'i!12.ncial or othel 
ins+-itutions to help urb1Cl1 poor 
participate in cconci:-.ic 8.nr1 ...:ocial 
development. 

(5) 

c. 

(107) by grants for ccordirw·ced 
prive.te effort to develo}) 8n·.3
disGem~_n2te interi':ediate technolq;iE'J 
appropriate for developi~g 

countries. 

FN, Sec. 1l0(f,):.~ec. 20S(eJ_. Is ttc 
recipient cCU!li..r~: . 'illinZ to 
contribute funds to the proje~t) 

nle GOA is J " re l atjvE!ly least 
developed c,:untry" \'Jhich a 
\'/aiver of the h-/enty-;ive 
percent rpquirement is 
appropri ate: 



Wld	 in "hat manner he s or ··'ill it 
provide assurpnces that it viII pro
vide c;,t lee: t 251

,:'. Jf ti1E: cost;.; of the 
progrc..m, pl.'oject, or 2ctivity nith 
resPect to ,':uch 1.,:18 S8sistc.nct: is to 
be furnished (or he·.s the latter ~ost 
sharinG reQuir~~ent been ,'aivsd for ~ 

nrelatively l€:Hst-dE:vclopec1. n couD,cry)? 

d.	 FN. Sec. ll0(b). :Tjll gr8nt capital 
e.ssi.ctence be disb1..l2·secl fo.i." project 
a'J"er more than 3 YE:c~rs? If so, hal; 
justific.:.-:ion s8..~isfc.:..ctery to Congress 
been made, and efforts for ether 
financing, or is the !'ecipiurt country 
nrelatively least developed?n 

e.	 F:I Sec. 207; Sec. 113. Exte:nt to 
Hhich asciste.nce rei'lects tlppropriate 
emphesis on; (1) encouraGi~~ develop
ment of democrctic, econmJic, ~olitical, 

and socie.l iustitutions~. (2) sel..:'-help 
in meeting the c0U11try' s food nee ds ; 
(3) i:-:::::;.reving availeoility of crpined 
lror1cer::.::r rer in ttle country; (~) program::; 
desig:lcd to:) ::.t~t "t"l-;2 ccuntryrs health 
needs ~ (5) ether imI)Orte.nt erC8 s of 
econoj:Uc, political, s~1d social cl.e'f..:.10i?
IUent, in~luding i!ldt.:.stry; free labor 
U!~ons, cooper2tives, 2nd Voluzltary 
!.geN:iE::3; tr'llsporto.tion and COEll":1lUUCa
ti n '1; planning and pUblic edf:linistrati~n; 

urolin de'r'21c:p~,ent, <lna mod.err~izati.()n of 
existing 12"'S; 01' (6) integrc::.ting I:omen 
into the re:cipicnt country, s ne.ticnc:l 
econcr.1Y· 

f.	 F: I' St?C. 281. (b):.. De:sCl"i'oe extent to 
,,!hicl: j):::'ograLi l'ec0':Er.izes the Ps.:tt;cular 
neec.s~ clcsi::es, rnd capeciticc8 of the 
peoJ;>J.8 of -She; co~,"tZ'~·; utilizC:::i the 
C01U1t:ryt s intellc.ct...~:;l rcsourCC:3 to 
enCm.ll~2r;8 institu.tion:~ 6cvelcpr;;ent; 
anc ~uE"'ort[~ .~ ..;:ric r·dl...,::c:.tion Hnd 
trainir..2: in sldlls l'c~uircd for 
effE;ctiYc pe.rticil)~ition in gO'TE;l'!1r.'.entcl 
and poli ticipc:.tion L. ,jove:l'l"l."l'1.sntal and 
poli"Cic:'.l p:cocesses essential to self 
g;.JVel"m~:el1t • 

No. 

For (3)/(4) and (6) see Part III of 
the Project Paper 

See Part III, Aand 0 of the Project 
Paper. 



g.	 FtA Sec. 201(1J)(?)-(4) and -(8)~ Sec. 
201 (c): S~r~_'-1:":"1'.,.,) ,) )- (JL_.:?"!u .. rf.f~. 
Does the ~~tivity give re::lsono.ble pro
Iliisc of cort.ributi.ne, "to the dC're1opn:ent: 
of economic resources, or to the L-.crease 
of productive c2p~cities 2nd self 
sustaining cc·)nomic G:' ,rth .. or \)_. 801.1.
cc.tional or oti1cr inc:t.ih:tions tiirectcd 
to~'ard socj.2.l ~rogres::;? Is it rr.latcd 
tt:: pnd consistent· 'j. ':.h Ot,lO' deve.tD:pj·'lcnt 
~tivities,p.nd 'Jill it contribute "to 
reuizable long-I'c.nge Ol),jcctiYcs'! /:1CJ. 
doe::; project pE.per proYid.e ini'oI"InO'..... ion 
end conclusion or. C-.'1'}ctivity I oS ccm:0J-nic 
and technical sow1dncGs? 

b.	 FJI Sec. 201(1.))(6): Sec. ~..i.l (8.)(5).(6). 
Information 21,0. conclusi:ll1 0.1 possible
effects of the ascist2nce on U.S. 
econoj71Y, "\!ith sp~cial refe:i.'cnce to areas 
of sUbst~ntial JJ'bor sm'pIus, ,:,r d ex-t-,ent 
to "hich U. S. COl.::noc'liti(;s 21:d Clssista.lce 
are fut'ru.shE:d in [l me,nn0r condstent nith 
i.r.lprovi.ng or E 9.f~gucrcling the U. oS. 
bal~,.ce-of-p;:>yr'lents :podti0n. 

See Pdrt III Band C of the 
Project Paper 

Technical assistance and major
equipment items will be procured
from the U.S. No adverse affect 
on the U.S. balance of payments 
is an ti c; pa ted. 



ANNEX F.
 

.TRADITIONAL HEALTH	 __.. r_CARE 

IN THE NEAR EAST 

by 

BARBARA L.K.	 FII.LSBURY 

A ~'Jrt Pre~~red 

for the 
U.S.	 Agency t~= !ntemetional Development 

Wa.ihington D. C. 

Contract No. Ait/h~-C-1395 



AFGFp.",fI--STAN 

AfghanLta:l stands oue..a.r1Ot1g the seven countries studied in 
two re6ards. ?irst, it$ population suffers perhap~ the poorest 
level of bealth, challenged only by "ie=-.eu "''1 th~.s ~o="unate re
gard. Second, the Govern'"'''nt of Afghanistan appears to lJe one. of 
if r.ot the cost interested cd the seven countri~ I governr:.e:n:s ~n 

a pr±"ary heal~h care strategy for bringing bproved services to 
the r~ra.l poor. 

~.1. ?o~ulaticn C~~ositic~ c~d Distribution 

Afghanistan has never bad an officia1:poptilation censu..~. 

Various Gcver::::ent l'!inistrit:'.s cite estbates bet-..een J.I+.5 end 
17 million alt.hough the actual nt:I:ber ::lay be closer to 12 ::d1llon. l 

Approx': ..ately 1 to 2 trl11iC"'..t .3.r~ nc:::adic or sem-nC!!:ac Ic T-astara
lists. Of the sedentary population about 85 percEnt is rur~l a~d 

15 pe"Ccent ur::'an. The sedent.9ry population lives wl::ere ":nere is 
9ater. Its gr~atest concent·~tion is in irrigation prcjcct areas. 
!hare is grea:: ethnic h2te'i.""gC!oueity a:l.d in-grr.)'J:: ide=.tifica::1~n. 

Nearly each e;-:oup speaks i t~ OT~n 1anguage--1't:Shtu, Dati., Uz~cl':, 

Turkocan, Kir'6hiz, Baluchi, and so on. 

A.2. Population and Henlth Status 

a) Po~~lation. A~~hanigtan's population ~~ young an~ 

~ra~terized 'oy high fertility and high :=.orta1itj. Vital !'ates 
ar~ only rou;~ approxi~ations. Tne c~ude birth rat~ is estima~~d 

at 50 per laCJ persons t ~h~ crucP. death rate about l~ p~r lOOO. 
Infant =ortality.. is· be1ie..,e~ t~ b~,; about 180 per lOCO li-",'2 births 
and materaal =ortalJ.ty 640 per 100,000. The population grc~~h 

rnt~ is ?roj~ly about 2.J ~~~cent per annum. Life e~ectan~J at 
•birth is esti:::ated as only ~l yea"C5;;. A::.ong persons CiZ r 15 ?.nd 

above, only sc~e 14 percc~~ SZ~ 11t~~ate.2 

b) H~z!.th. There is ne1t.~er vital regi~.tration noor lIIl 

effective sys~~~ of disea?e r~Dortin~. Causes of de~th a~e oi~en 

reconstructed from rel:t ti'?.:!s' unscllooled L't€morles. Man; .:ruldren 

1	 Afghan D~ographic Studies 1~75~ 
2	 Fer =ore desc:i?tive infor=ati~n ~e~ Dupree (1970) anc ft£3ha~ 

Decographic Studies (1975). 
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clie of	 diseases \lh:tcL in th~~lves are easily pre.ventible (e. g. 
measles, tetanus, and dia~cneal dehyd~ation). In a majority of 
caQes it is tbe coclJi.n.atio::l of disease and malnutriticn that kills. 
Main c~uses vi Gci~lt de~ili~ and death are reported to be ma~aria, 

tub.~!culos).s, t:'i:ChOTC'l, ve. ~:eal ci"z,ase, gastrointestinal i=fec
tiou, ~d nut=itional deiici~~cy diseases. 

The Mi~bt':'y of P.\Jlic Eea1th hel:J be£",'.D. t=-ring during the past 
dcc-ade to deve1.::·? a heale'l renter nE>t'"",ork reaching into rural ar~as. 

The Governtlent has sought: ae:;;istancc frotl foreign donors, inc1UC:ing 
.... AID, .?.:id shc.....'s ~....L;.1.ingness ttl makE:: ro1ic; changes to £acilitat'E: 

/	 health progr~~6.1 The gr0~~dwork ha3 been done for a health care 
8ystc~ of hospitals in the ci~ies and'pr~vincial'cn?1~hls and'Basic 
Health Centers in the most ve=i!?heral t:inor civil divisions (wole
swalis). At 1eust 106 ":3ECs" a':e now £..mctioning. '!his strategy, 
h~~ever, r~~cha3 only 90~e. 20 percent of the population. The great 
majority of Afghanista!l's 18,000 villages lie far from a BRC. 2 

Experiments are now und2rway that my have procl.se for e.'"'tte.nd
fog he;.qices to aa additirnal 60 pe~cent of the population. One is 
traini~b the c=Gditional birth atte~dants (indigenous ~dwives) and' 

. '. I 
. J	 up~:roc.li!lg their skills for home delivery and recog-:li~ion of higr

ti.:..;:. p_'agMncies. The michri"I(!S receive financial support frC1tI1 the" ~. 
• I I 

I
 
Gov,;:-n::~nt.
 

,A..nc~her i!! recnd tr:t;:~nt and local trdning of ~n 'and wcmen as 
Village Health horkers. !~e lt~liWc;>" are taught to recognize andI 

I 
treat c;'!rtain cOCJon discr.l.s~ C?nd to gi"le health educar.ion th... tI incluci:.d nutrition, cont:::acf:?tion, :nd sanitation. They re.:eive an 
initial cajital input fron the bovern=ent for supplies to be sold 
at prcfit. 

AID is to be co1t:lle~dc:d fer b'::bging to light i:lfor-wat:J.on 
Rbou~ ir.dig~nous practitioc~~s ~~d village health-seeking behavior. 
The t:Sjor source of infor=ation. on t~ese t"olO int:f.!:a:ely linked to
pics is a body of. reports p=odured by AID-s?o~30red research and a 

1 Heal~~ SectQ~ Asses~ent Pa,eL~ USAID/?~bu1, 1978; Area Hanobook 
fS!.l.r.~r.<:!!.i.sta:'l (S::rlt:h Cit e,L.) 1973: 129.' 

~ 
~~naJ~=~nt Sciences for E~altn 1977. 

3 ~c~~~h Sector Asses~eut Paper. 
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beal::h sector asses~e.nt pa?e!' r!'oduced by the AID !'fission in Y..:.bul. 1 

These:~'::e?orts are :!.::=?ury of :.he kit:.d or studies that should p:-e
ce~e. or at leas: ac=cc~any, all AID-health progrc~ing in order for 
the ~p.ncy to succe5s£~lly c~~· out the Congressiot:.al mandate.. 

~ly the w:-rk of to\,;4 9 Ir.rpree anc: Ludolph Fis cher can be ~~on

s1dered s:':~3Ulnt:i'\rF.! SOUl'ces on th~ subject although some infon:.at"ion 
is sCi'tte.red i:.l:'roughout r')tr.cr i tc.ms lis ted 'here. 

For this reason AID pc~:scnnel wuld p=ofi t from consulting the 
uA."1g:1.nal ve:-_' tons cf the "'~3T:,ported llork, and. only an cutli.:a of 
the caterial therein 13 p~es~~ted below. 

c. nmIG2iODS E:IGLCJGY 

Patte=nD of s~l'e=natural ca~ation in Afghanistan seem similar 
to tl:ose describe~ in othf.r s\:rvey countries. The evil eye does not 
appear so i~3rful a threat as it:. NOl'th Africa and the Levant, hr.,pever, 
n;::Jd t 5 \r"i.ll" re::lail:.S a t-Oller~ul ~lanatory factor. 2 

!:.2. !';~tt1r"'.l Ca~:sation3 

Il1-~ea.!.th is attributt:J t,o natural f:ol'ces according to several 
~o-e:xisti=S r:edic.:.l theort~~. .\fghanista:l is unique':y different fro:l 
the otn?:, six cou~tri=s 5~Iveyed here in its plurality of foroal in
d1genotia cedical systems. 

a) Greco-~_:,~bic Medidi'~. Th~ is caJ~ed Da"..:a-Unani by Afghans. 
It derive~ £r~ the Greek Hip?ocratic system adopted by the Arabs and 
imported to Afgh~iB:an pern~s 150U years ago and builds on the clas
s1~ A~2b cedical ~~eories of I:n Sina t P~zi, and ethers. It is a 
med1 ci'.l "g:-ca: trcciition" tlea:li:lg that it is formai1y taught in schools 
~d practiced by literate pro£~ssi~nals. 

b) A"r\rre::':c ,::~cil"ine. Ayurveda ("the science of 1iviIl.g to a 
np~ ,-ge") is -the c.l~Gical ue.iir:al systc of Incia and al~o ...-3.d.::.ly 
follor..·e-i in A£gtlanistan. It teo it~ a "great tradition" perpettUltr:d 
in acho~:S anrl ~y literate practitioners. 

1 Th~ re~~:ts ~re th~se listed in the Bibliography under Afghan 
Denog~a?hi~ Studies. Hunt~. ~rrt ~2g~ent Sciences for Health, 
1"~ccv a4..d Pa~:::::al. 

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

3 ~is section derives largely fro~ Macey, Hunte, and Ka~~b--(197S) 
and Hunte (1976j. 



I' 

" ., : 
•	 t· 

I 

c} Hot 2!:d c..:' lr~ 7:.e humoral concept of hot versus cold 
peme.utes the th::.:)ries ,HH': re:::adie.s of Afga.."l traditional medicine. 
"Hotll and "cold" h.ave li.ttle to do uith ten:perature as measurable 
by a th ...rmoTre":3.":'· but ~d. :::,~r ~th tb e :f.;ltrlnsic nature of a persoll 
or,thbg. l-iowen a=e. sp-".d, for E:'-UOpJ.~, to be "hotter" than men. 

", One 'prti'~ents 1il~ess !::~. -= ".int.:ir~ .p; an' internal balance of 'too·" 
B.nd II c"jld. '.' Ce::c.cdn ilJ.n:?s~c!s al'i~ considered llhot"-in ~hich caseI
 
tiH~Y must be trt:ated 'n,t', '\.old" .;00":3, herbs. and medicines t.l·
I
re~tore the ba~nuce. ~,~ s~e pI~~ciDle holds for illnesses that 

\	 . 
~Ye Ilcolri •."
 

....
~ 

~- 1 
I	

...
d) Gem ::ocO:7' l"e pl'acti. tioner called ha'ld!i!S also knew1 

I	 about ger1:s and ;>ay t:h.'J :2re ~:nat l:lC'!.ke people si~ .
 
1
 

- 1 
J 

D,1. Dalaks (Earbers)-...-I 
The dala~ is re£e.ned to as a j ~ck-of-all-trade9 who provides 

vii.iu.'lblc health servic(;~ ::0 his co!!'.m:city •. In addition to barber
:'lng, theoe include th;~ :ollo".....lng: circumcising, blood-letti~g, tooth
)c,J.lil1g, treat:!:1'.!".t of ~·~o:·a:=;?k (~;r."e.zing, possibly diptheria) cura-· 

1:i-"-, curniug (c:luter:l.::;~:~~O::l), COC1:--j.r..g (at weddings and funerals a'~d 
·p~~~p,n::.b8 khai:-ot, food 6.:.-,en in t.h~ i.li:!.IDe of God), a,nd town-crying:1 (ip'£orn-{ng people abcl~;t ~Jeddin.ge ~t<:'..ti funerals by going hOu.ge to bouse) • .	 I 

I 

.' J The celd', often ~.-11 "':rlt~, h:!.)"l tli.ofession but may a130 lear..l ~.t_..	 . 
t.i.1:m;;h appre~d.ceshi1l ce· GU um:-:!l::,ted cal<lk._ TIe treatll petie.nt.s in 
th~~{-.:' homes in e~ch':::':l6t"1 -;:or paj1.l1.j,t: i;hich varies in a::!ount with the 
5IJc;loecC':lC'mic circu:llstar.c··f.l of th·, :.?.n.ily • 

. 
It is sug3ested that dala' .!:i I ssrJ'ices Cfjuld be ir.:p:r:oved by 

L.!:.E":''''.::y t~aill:.nf, and .! bti.9ic C· u:rs~ in hea~"..!:h ana i:'lSiene 'wh:1.ch 
could b~ canducted by the },.i'JistJ:·y of Public Health., 

D.2. ~s (-rrr:td.i~ior,...}.;... Bi.rth2-.tt ::: :ld~&2 

Afgh&O tli.~:ives a.ce pl:'oud of th!:!ir i:u'1eri ted rr"fession and 
~eeii:; its vital ~po~~~oce. T~~ ~~eatest ~e~centage of ;~ghan 

:':'ilf":'.ts r.re cb:l.::v~t'eci i;j" ':P:i:,:;. 1';'ey perlor:n their work £ro~ econo
tile ne.cessity b:~t ~..lso b~.le£ic f::.a t:1::e Ielig:.o~s tlc'rit it ~oni.:lr$ 

':.l.r'or.t :he::1. 

l'l'.aterncl. s _t-V'iC~8 -C!ll::!'a1~:,. be:;in ..nth pre-natal cari:: ~hic..'\ 

~~y lllclude nbdo~na1 ~~sp~3e. ciet,~ advice, and miscar~~ge 

1	 Tni: section is bas~cl on tt~ ~lts~~wding report by Macey. Runt~, 
aId Kamiab (1975), 

2 S~e a130 Hunte 19i6a. 

II 
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prevention acvice. Sc::e 9JY,6 rc::<.dn in the wowzr.' s ho::e for a 
few days after delive~. The dd is also suught out for advice 
on indigenous ce~ods of fertility reguletion--usually to induce 
~ertility but in other cases to induce ~~ortions. 

The E/.~ cues not-'reque~t pa:""Z~nt frcm her cliemtele b'ut an 
amo~t und2~s:cOG as a??~o?ri~tc for the co~unity i~ usuall~ 

paid. This ~~ generally only a~out oD~-fifth the fee ~~arged by 
a ph,!s1cie.:l or nurse--C1id..."ife. SOI:l~ dais wi.ll deliver :':or nee 
for thos~ t~~ poor to pay. 

The f;d' 5 'role in the cOl:'!ntmity is judged 1:0 make ~er an 
ideal diss~inator of ne~ info~~~tiotl and lceas. D~is o~cup1 

cru~~al pcr.itions in the f~ale networks of th~lr cC=Ol'n~ties 

and are acc.usto::2d to diffusing i,lealth-rele.ted in.fOl":::'...1t:ion: Usu
ally eais are related to or clo3~ly acquainted with the ~omen 

tney serve. They are also ~~tr~ely pe~ce?tive in t~eir t~eat

ment an~ able to int~ately inte~7ret sorial and eco~~fuc factors. 

1).3. Holy-~~e.n: Mull2.h, Saveecs z ~anl!s 

This category of practitioners is o2.1d to deal with psycho
logical ?roblc=s. One or more t~ll~~s are round ~~ every vill~gc; 

they are religious leaJers whG ?:~y an i=?ortant role L~ przveu
t10n .and cure. ~ulJ.1!hs are :!a~(t to be most effecti';e :Ll trcatir.g 
emotional proble;s:- ne:-Jc'Js:!ess, .:l.:lXiety, r-...ental illrle::-: z and ill·· 
nesses due tc ;i~n and C~h(7 c~il 9uirics. ~~e majn~ form of t~e~~...~- . 
meet used by t:ullahs ar.d ~a.,.eer.is is oaki:::; ?.nd presc:":"1.cirg R!:4ulets 
(tawiz). -------

a) r~::1';:'4:!akerg. TI':.e."'t.! 1J~t~rate persons hC\'T7l;: studied in 
mosque schools and ~ay t.ave taken several-year cours~:; in a"1Ulet·· 
vriti::g. ~2:lY in.~erit the role a.':ld r:ost enjoy M.,?-~ status in t~ei= 

home co~u~~tie9 and eV~ll beyond. ~ulets ~re ~~t~~ly prescribed 
fcr the follO".:ing purpOSE-s: illness, t::ale it:?0tence, j.T"Qucing 01.' 

1nh1bltin6 pre;:lancy, i~£lue."1cir.~ relations bet'Ween ~·,,'O peC"ple, .a:.c 
(especially a=ong childrc~ and pregnant ~ocen) prot~c~io~ f:~ ~. 

I-oscripti.o:ls ~rritte:l on ~l:P!'l are frequently the SF~ ....i£ic ve~~s 

f~C!Il the Qura:l. that concer:. health. The cost of an .:t:;111at dl!pc~ds 

on its pUr":'~se. If the pa~:'e':1t ':'8 very poor the E.;rl.::..-r":cL<et' .·ill 
a~cept wh~:e7er SL~ can be ~ffcr~n. 

b) Sh~:1~-:;.l In Afgh<r~:Ji8:a:J. as el.:3c·....bere in the Mc.slb. 
world, VEDe::aticn of loea: ~;n!'.t:::, t.nou;:-. :I,)~::,icdcn ;'y !.:;latl, :! s 
common. Ziz~ct (saints' sh!~~~s) dot th~ Af~han landsC?r~. Pil---- .
gri:s flock to ziarat to ask 0 pi=, kh~aj~h, or other ~~e of 

1 On shrines and associated ?r~~~ices, see especially Dc?r~~ 137€~. 
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saint to i:',::~ !:ecce .....: ':.: :::cd. fi.~ ~." (: ~ial fa\'o';;."s. Shrines, lik~ 

pr.actitic~~=~, ~r~ c:~~~ J?eci~li~~j. One is £~ed for curing 
f:.e:.tal dis '):·';2:!.·3, C:',' .;2~.,~2.1y £::::':,11e hysteri:l. .\.:wther is h.-n.own 
fc~ curi::~; ·:,:.::..:.s 0':- ~,:<,;s. S:;.11 others dr,z-t, wot:en seeid:lg 
~(;'::':'-:::S for ::.::':.::-:::U.:.";'. 

Shr:. ~~: ': - :- 2. t:: ~ ...-' \':~.?!E"::::'}:~~) :"J!3 t also be clas sed awn!5 
vc7."$O:r9 t"'...::=,::~ .•':..:~r.:,;. ::'.:'J. to :;': b:<1.1th pr-oblt'..:::..s. They'l,;atch 
o-;.'(~.~· the b':l::~ ;c a.::: l"'l:.:lly s:c.:il t':2"i'i:: fo~' pr2';enting r::isfor-o '; 

t ·····~ ...."." ... .,-' r-"'- __'r-,;UCi·.·.·~_" _ L..-I o::-·~-r..oi ..... I.'-;. r-ut'u-e re-"ultC'.;J ....'7.or·.. ·· ~ e-ul... \J. ._ ...... .J.. ... r.:,.w _ 

~y~~.:::...~~. ~ :.:. o~: ;;,:-e \1:::'.~'. ::'1:1g hc:ly-~en ~;hom Afghans be
1-l ...·'r". IIt() .. ~,·" ··.or r..<.:•.. " ::-0 , .. -"!"'d ",.J""-:r '-'th tho s""'sr)n......... c \0. •••'_ ... .1 .)lo.. ........ ,~, .. ' .. , .• ~'-~ ~ -.",;'r .1...1.-6 .... J.. _ _.;..... •
 

1!;~!:.3 ar:: :'::'.:, ho~'):.. ' . .::::d fC-:-.::.':':.::.cs held in 2\;e by tbe rural 
p..;o~:. Tb~} =:'... :..'::uli.:.: -:: .~1.:ltf;:' ~'~:'.3o:lal tC;lS:'OCS that otten ~'!:lCJl

(1.;:1: ':"$ grCJ':~; :;~-::3S', ~.: s~<·,'~ ':SS·.·3':::::l:'r ex'?!'sss1on in the tightly
b-:.J.!: l..f£h;:':l ~,-;_:S3::':: : :,~; : (;;. In r.he peaso.:lts I vie~.1, no one ~:i.l
Ji.:·l?,ly le:";;~: -:>.e nt··· ~~:~·l:: ·".'·:-i of relat:!o:-.sni.ps of kin and 
."...t1""~~') ~ .. ~ - ...·r-= r·· ..... -.- ,... ;., .. - ,···,·('"t· ~~ -e b'-'·j fI,. "'h d by "l.e
1 ••· ••••.."'6c. J .. ,_ ._0 ::: ' ,_: ...~:,:.., __ ...J.av c:t.n .. ou_ e Ul 

hF.Jlcl of Gr.. II :,:-:! s:-.,; .. :'.:' '=-~. r.ol,.::::-;~ "~d.. t;:'1CU p. ~:11:.m£ diGs, villag
e::"3 build <- ~~!.,_:_;_:;'.t .'_~." ... ;:l his ~I;:::b 3.nd be bc:cci2es another local 

An D'''.':'" i..3 a :.' ;'.>:"clJe:: '/';1) '~;clls traditiQoal meGi~~nes a~d...... -.. . 
of h~~bg. lnese a~e A£gb~n

..md t'r:us the a::"'rs perform a 

Her!;'.i Z"~.<:: U!;)l:.:',:'-.; :;~,-he";.(: c::' purcn2sed by other:~ a.:...d
 
b:..r.'a&l~t: ~o :;'~~ l'~2::'-, ,.·:':~·l c,:':'~ f::c.1 the Ar.:'.o co~nt:~.es. Jsua11 y
 
':.!:.3..::: nei::L::' ·:~3.S:-·,·,; '~:.: j:.,:,,~,:"..::::.e, but d~:'ive thE::i"t" o3.iL incc=.e
 
f~';~~ 5::11(::-,. {: a -:-.:. r-:_-..:;~ ca,·.:~-:( ,o;o,fford to ps; far a nedicina the'
 
,1;:;:1.': 'tSU2J.\~ c'~':e:-::· ..,: ::-::2-= of ::·.~;:::S~. Toe 2.t:'lT ieel~ he i.B com
·-:,,,·-')"'cd 'J' .,' \(.:,-I y ';" •.. ' -: -1'0": .. -! .. ( .. ::> ..;, .... ) ~o~ thiC' \ '"aT'r aret,- :..J '.' - ••• : .• - .J l".,... ~. ,.- .=..:.:..::~ - ~ .. 
r~l,'::·;l rc~sp~~:·~·::.j L~{ t::; tj,u~.:: 2~.~l~ t:.~ir t:CJicin:~s purC:.!'1ased even by 
"':;c. :2.··e.d~c;: ..~ ~ ... ~~.~(j..~:. '.:;:"':_ 

~:::. 1 ." .•:::-.,: ~'.) '_::'! :;:'o·~::.·:,,::::-·. class ilnd their wC'·.. :d..1:; places 
t;<Ju?.'. .':,- ::~~l .:.....::. :',:1 ":Z1r. ::-:'~,,"":. E"J:':: ::~.'!r-5 be'S:!.:..1s a'j,):'e~ _..-- - .. 

ti~?g in t~~~= :2~r" I .; ·:!'"):,)s c.," .: vr;ry yc'..!.:: '; ;.: g2. Thr. tl3~ ori t7 
are il1itc=at: but '" ;':() ~P(:<-: '.-...::y la:1;;C2i:.~3. :!any are: T.ndi?.r'.• 

l-. .... 
\ 

I. 
/ 

http:T.ndi?.r'.�
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D.6. 

Given that physicia:lS cmd h03pitals ~e few and far bet-ween, 
the bonese::c=3 ?~=ic~ v~l~able se~~~ces. TI1ey are usually re
spected me::bers of the c:;'7.::m:uty <!.'.ld sud to have ~ high rate f)f 
s~~cess in co~~c:ly se:ti~s bror.~n bones. In addition, bone
setters reci~ce dislocz:~o~s ~ t.rest back pain (by massage and 
pre5sure), sciatica, and general ~ody pain. 

Bonesetters are u:ually oldet' men whf) nave lea:7: \ea their 
skills throu~h e:~erienc~. rae ~p2cializa~ion is usually not 
inherited but ~2.ther i6 thrust upo~ then by a rJra1 cn!~Jnity's 

need ~or bO:l-a repair. Of ten bOt:.es,~tter9 'ha:'le ,_,t.her occ~?ations, 

such as faming or shopkeeping, fro: W'hich they oake a .!.iving. 
Th~ir services as a health practitio:ler are pe~forwed for religi
eus ~er1t. It is reco~ended that the boner-etters be £iven basic 
couro~~ in first aid, health, hygiene, and literacy that coUld be 
sponsored by t;;e Ministry of Public Health. 1 

D. 7• RaJd.::'.s 

Rak~s are	 highly tr~ed medical practitIoners who Ube pro-. 
'cedur~s and =ediciues iroo both t~~ Indian A/~rvedic senrol and 
from the Greco·-A=abic tradition. E.akks a:-e 1ite.rate and '~btain 

th~i. educatio~ as apprentice3 to a father or ~~c1e ?~ free ~sGue 

sc~ccls or p~~lic ele=entar; s~~aols. Some have ~lso ~~ud~ed ~~ 

special schcols fcrr ha:·::L::~ In In~ia and p ...kistan. Baillg a ilakic 
is a full-ti.=e life-·ion; F~ofe.ssion. 

A ha~~i::l is	 usua.llj f.ound in a st:'.all shop fi111"::t1 vi1:i1 t:'.edici
."	 

nill preparac:!..on.s. Thesf! a::e herbal, che:ncal, and miner.::.l. T':lt. 
hc:.!?-, prepares the.!!l. or ':.c.y give a ?atie~t a prescri:. cJ.on to be 
filled ?y the atar. ~~~7 oedical tp.xts, sone very ~n~ient. a~e 

studIed aI:d c<l,·=efc.llj' preserved by the hakiI:s. They :tre w-ritten 
in Arabic, F~rsi, or U~du. The bu~i=s th~"selves are mu1ti1i~g~~1 

~ince their pa:ients co:::c f1'o:1 aWici~ variety of ethi..i ': ba,-.<gI'~·.mds. 
lJoth native ~bsli=ns and Ind~" S:f.k.'1s becoce hakims. 

1!ald.;:s are found ?~:f':ari2y in cities and baz~r teT..tn~. While 
so~ urban elite consult th~, ~~ey are an especially i:por~a~t 

~cno~:ce fer tue 10~-inco~~ uroa~ ro?ulatio~ ~ho ~~.O~ ~ifo~d t~e 

pror-ibitively ~igh fees charged by W~9te~~-cy?c physicians. The 
h~,izs' ~dici~al prepa~ations, too, are cuch less expa~siv= thcr 
t.~ose sold by ?ha:::-...acies. Ia acidit:i.on. treatIlents prescr;.l-:>:i by 
Faki::ls fre~'J~:1t17 inclucE:3 dieta·..7 advic!.·.. as well. .A.s 9ta~ed abo....·P.., 

b?'~i~ kneT": abou~ ge..ros a'3 diseasi.: agF:nts. 

_.	 1 

1 
}~cey, Eun:e, and ~iao 1975: 29. lne re=ainder of thi~ 

(}~ghanibt~~) is ~~tr~?olate~ la~6ely froo this source. 

.,..., 
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E. STRATEGES 0:' ?'=:SO?..T 

"Modern" t!2d:.c,ne 1:1 A:ghani.stan has by no means di.splaced 
indige:1~us r.eali~; bu: =?:~ly ~~pauded tne range of o?tiocs. It 
ap'pea::s that f(n: Af.::;~Vl'1.S coniine themselveR exclus1v,'lly to mOGern 
med1·:i.:!e since ev?n the ~O!3t e:Quc.:t.:ed a.id ve(?l.thy st::at.? 'U~ oc'

I.	 cas:f.o-cally }..,-:lrn.'n to 3E:i~k herbal preparations and advise from the 
ata.'L' 0= hakin. It is r.aic. ti:at the::e tr:;dic:L~~s do not. haV£l1 the 
ne~ative side-e£fec:s of Western-type pharmaceuticals. 

Mo~t rural ~g~an5, how~ver, can~ot ~~fort sud de not no~
" ally n~ve access to physicians but r.ontinue to rely pri~lrily on 

1ndige~0~s h~a1~h pract1t~oners. so~ p~ehans complain t~~t 6o~

tors GO not have e:lOuzh t~::1e to give a patient good indi...,-i,dual 
treat:em: any-...·~y. 2-!an1 others simply "do not trust" tilade:::l medi
cine. 

,. I 
Yomen, mere than men, ae?end more heavily on the traditio~l 

.j 
sourc~s. Mullahs a~d shrin~s ~~e the ~st popular sources 0= aid. 
H.a::lY Yc~e!l- also p::C£er to v::'sj t a hcl:iD. :"<i:her than "r:..odem" phy
sicians because vi th the fo::-oer ttey cay rc.:nain in chadri (ourda.h). ·i.. while ~he latt2r CiS:': them to dL:=,)r.e. WOr.l'm. do, ho.,e·, er, takeI their. children to oodarn physicians. 

n) Refe~al. There i~ 1requent referral from o~e cat~8ory 

of i~di6enous practitiouer ~o a~otr.~r. They alsu refer patie~ts 

to node=n p~ysici~ns ~hen th~y T.ece3ni~e ?roble~ th~l cap~ot suc
.. 1	 cessfully tre~c. S~e i~~igar.ous practitic~ers also ~or.:·~t eadem 

physici~s when tl:ey thiZt:!,j(;~ve:: develop such proble:::;. There isI 
littl~ referral, hOHever, ;,~o~ the modern to the tracitional sector.: ~ 

J 

b) Contr::.'"ts bet""·7....::~ "t:::'~.~rit~.('lna.l" a:ld "roderr.. II It is 
appa~ent that the servic~s an~ medicines of the ur~2n-trained 

Weste~-type health pracritioncrs are beyonci the fina~cial Qeaas 
of the Afghan poor t;ajorlLj. Other factors als~ appear to clearly 

" 
.	 set the latter pracr:itiol'" ~r:; ,\·ar.·,: fro:l. t."1eir indigenous cCJunter

pa::~s • 

'. First, ~estern-type pract~tioners spend re13tivc:y littlp 
tioa •...ien. their ?atient~ a~ci a;.:,,,.reutly 'J~ow ~.he!!l little pers:,nal 
r.~~ce~. Second, t~~y do not ?~r:icip~t~ reciproc~tive17 in ~h~ 

luc~l c~~~~li~JI5 T.efe~al systc~. Third, they do not conforr to 
est~blishcd fec-fcr-s~rvice ?~~tern~. Tne Aighac sources sh~ 

c1ear-ly that the rural pcpulc.::i':l:1, eV~:1 •..·lile despe:cat?ly pOOi:.', 
still ex?et.ts a:ld is villi.:~6 fOCI ?ay f~J': serd.ces and t:l~dicines . 
~~nd~7ed. But ~~~y are accus:v~ed to GO~:l~ 50 on a slidiUl 8c~le. 

:r.ndi;~=ol.ls practiticne:."s J :'~:~,;d ,:.I ~ a:"e clccu::itnmed to receiv!:ag their 
elidi=6-sca1~ fees. They ~e~i~ =otivated since what they do no: 
rec.ei~.·e 1::1 none] they receive in "mer':t" for scrvir.g thp pUblic 
thro\lsh their profession. 

, 

1 
I 
)3 



" 

s) b'l)l:'c..a-=~o:iS f -":: o:::~r countries. The~'e findi:lgs 
probab~7 acc~ra:e17 pr25~~~ t~e siolation in th~ other Near East 
countries _here resea=:n~rs hc~e r~t yet so carafully investi
gated the ~otivatio~s a~d expect~tions of the rural a~ urban 
l>\;C'C tc.:;,lrd ceal~i:l c~=~. 
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