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PART 1. SUMMARY ANC RECCMMENCATICNS

A. INTRCDUCTICN

1. U.S. Assistance Eriority

The priority for U.S. assistance to the health sectors of develop-
ing countries and the linkage of improvad health to gencral socio-economic
development is clearly expressed in the Foreign Assistance Act and in AIL
policy, as evidenced by the following passaze fror: AIT Handboot #1:

"Lower population growth rates and improved health

are essential to spcad up social-economic development
and improve the quality of life in LDCs. These inter-
related goals are consequently one of the three priorities
toward which, with strong Congressional backing, AID
directs its assistance.'" (Part III-3, p.1)

The Basic Health Services (BHS) project described in this Project
Paper will address this Agency priority and will display nearly all of the
general characteristics of projects which AID has determined to be
necessary for reaching the rural poor both in terms of effective health
services and cost, Morc specifically, the Mission finds that the BHS
project almost perfectly fits the following description of a health project
from Handbook #1:

""AID's health policy places a high priority on helping
LDCs develop systems to deliver integrated packages
of health, family planning, and nutrition services to
broad segments of their population at minimal cost.
It places an cqually high priority on hcalth planning,
research-and evaluation, so as to optimize the usc

of AID and LDC health funds, and on the management
of the environment so as to improve the quality of life.
Accordingly, Missions and Eurcaus should encourage
(1) special attention to mothers and pre-school
children, a particularly vulnerable group and one whose
health ultimately affects the entire family, including
income carners, (2) the linking of formal with non~
formal health systems, (3) health development
planning which is multi-disciplinary and focuscs on the
poor, (4) disease control, watcr supply improvement,
sanitation and other preventive programs, and (5)
innovative healthdeHvery systems which are accessible



to the poor majority at costs low enough to
encourage their replication in the same and
other LDCs." (Part II-3, p.2)

The number of beneficiaries for the Phase I project, ending FY 1978,
is 830,000 - - of whom females, children and adults, will receive health
services in proportions corresponding with their numbers in the target
populations. The achievement of this target in less than threec years in
Afghanistan will be nothing less than revolutionary, for no other project
has reached this magnitude of females. A prercquisite to the achievement
cf this target is the training of Auxiliary Nurse Midwives (ANMs) and assign-
ment to Basic Health Centers in their home regions to provide medical
services to female paticnts. The fulfillment of this prerequisitc or condition
is an integral part of the Fhasc I project. The Mission thercfore concludes,
with respect to both benefit incidence and the direct involvement of female
paramedical personnel, that two important scctions of Policy Betermination
60 on thc "Integration of VJomcn into National Xconomies' are being
addressed in this Fhasc I project: These are as follows:

'""1. Consider how the capacitics of women can be
more fully and cffectively utilized in the design and
implemontation of each AID-supported project or
program, and include in all plans or proposals a
section which analyzes the problems ana discusses
possible remedial actions.

"2. 'Take all appropriate steps to increasc both the
participation of and benefits to women; and encourage
and support LDCs and donors, both multi-latcral and
bilateral and both governmental and nongovernmental,
in the undertaking of similar actions." (AIL Handbook
#1, Part IV-5, p.1)

2. Conformance with thc DAF

USAID/Afghanistan's Development Assistance Plan (DAF)
cstablished criteria to improve project design and to improve the probability
of successful implementation in the Afghan context. These criteria are
discussed below.

A Fhased Approach.

The SAP cstablishes the need in Afghanistan to procead in small,
incremental steps from an cxperimental design through a larger test staga



to full project implementation over a period of years. The predecessor
to the Basic Health Services project was ""Population/Family Planning, "
project 306-11-570~110, which was composed of several discrcte sub-
projects: a general commodity clement (vehicles and contraceptives); a
_demographic survey and KAF study; a management advisory team in the
Ministry of Public Health (MCOP); setting up a training institution for
auxiliary nurse midwives; and ad hoe support to the Afghan Farnuily
Guidance Association (AFGA). With the completion of the demographic
survey and the spinning off of assistance to AFGA into a scparate clinic
expansion project, it has been the Mission's intention for niore than one
year tc fashion the remaining activities, in combination with some new
clements, into an integrated Basic Health Services projects In brict,
then, the EHS project will put together the manazement systems (personncl
assigninent, logistics and supply, clinic information systeras), traincd
personnel (including the vital female auxiliary nurse midwives) and rented
and constructed facilities ncecssary to provide health scrvices to the rural
population in four hea2lth rogions. During this first phase of an integrated
projcct, work will also be carricd out on the design and ficld testing of
Alternative Zcalth Delivery Cystems (ARDG) which, if successful, would
become the modcl(s) for rapidly expanding health services to rural people
in Phasc II, Thus, we concludc that the BHS project as described in this
paper fits the DAP's idzalized description of an evolutionary, phased ap-
proach to projcct development.

Simplicity.

The EAP ealls for simplicity in project design by minimizing the
number of components which must be manipulated at a given time to
generate projoet outputs.  The BHS projoect is not simple in thesc ternis;
however, the Mission and the MCPH are relying on the mitigating fact that
scvi.ral clements arc on-going. In addition, the Missien and MCFH have
agreed upon a Thasc I scopc of wor't which is substantially smaller than

thc scope proposed in the FY 78 Frojcet Faper. (Scc also Annex\;f(/ fer
AIT/W vicws on the FY 75 ©F.) In the two and once-half year implementation
span, thc BHE project will activate appreximately 50 Pasic Health Centers
(PHCs) in feur regions as compared with 18C T HCs nationwide proposad in
FY 75, Theres has been, therefore, a scaling <down of planned outputs to
conform with our mutual estimate of cxiant and potential capability.

Government of Afghanistan (GCA) Commitmoent.

The TAF cstablishes the criterion that the GCA musi be ¢ommitted
to a project concept if it is to sucezed in implementation, Since July 1973
there has becn nc doubt that the new Republican rcgime has been une-
quivocally committcd on a policy leval to providing mcedern health



services to the rural population, However, and perhaps more than in any
other sector, the GCA has encountcrzd considerable difficulty in translating
health policy statements inte projcct concepts and implementaticn.  Thus,
while the USAIL and MCFN wers cngaged in the implementaticn of the dis-
crete sub-prejocts under the Fopulation/Family Flanning projcet and while
there was nearly continuous dialozuc cn the contral concepts and scope of
activity for thc Pasic Health Services project, agreemant was not recached
until the Fall, 1375, At that time the project concept and a barc outline

of an implementation plan were presonted to the GCA cabinet for its review
and approval. The GCA too this unusual step with the explicit knowladse
that thc U.S. cculd noi make a commitrent, <ven "in principle' pricr to
ADIL/W approval of the preject.  (Fefer te Annex’® for the GCA request fer
assistancc:) Weo cannot ecnvisicn a more substantial demoinsiration cf GCA
commitment to a projcct the this.

Ncar Term Results,

In crder to encourage the sustained commitment of the GCA, the

DAP recommends that all projects have a near- to nicdium~term payoff.

he BHS project is designed te provide scrvices to rural people at the
rate of 830,000 or merc clinic visits per year by the cnd of the Phase I
project. This target compares with the appreximate 580, 000 persons,
mostly urban, whc are currantly provided government health service,
By the end of FY 78 the numbcr of people scrvad will reach aboui 145
percent more than the currant service level. If such a service level can
be achicved in less than three years' time, the near-term result critericen
will have been fully met.

Maintenance of USAID Leverage.

The DAF hypothesizes that in prejects where the USAID provides
inputs hefore the GCA, leverage is losts The method which the USAID will
empley to overcome that prcbiem in this project is Fixed Amount Reimburse-
ment (FAR). SCince the purpos: of the project is tc provide health services
to rural pecple, FAR paym~nts for both rentals and construction will only
be made upon the completion of construction (cr the renovation of a rented
facility) and the achievement of an operational status, c.g. the assign-
ment of BHC staff, the link-up of the EHC to supply and suppert systems,
etc. The FAR mecthed places the responsibility for performance and the
assumption of financial risk cn the shoulders of the GCA: ccncomitantly,
both financial and performance risks are minimized for USAIC. Roth the
philosophy and the precedure have heen tested and are being empleyed in
other UBAID-assisted projects and are understooed and acczptoed at the
highest levels in the GCA.



B. RECOMMENDATICNS

1. Apprecval of the Fhase 1 Easic Health Services project and
autherizaticn of funding levels as fcllows:

Transition
FY 1576 Guartar FY 1977 FY 1978 Tctal

Health Funds 1,089 510 1,787 »414 23,800
(Necn Title X)

Fopulaticn Funds 31 45 60 136
(Title X)
%1,120 &5610 51,832 474 $3,936

2. Administrative detorminaticn that the Basic Health Services prcject
is a ncn~capital technical assistance activity within the meaning of applicable
sceticns of the FAA. The planncd amcunts, exclusive cf inflarion allcwancee,
for technical services (adviscry scrvices, training, and commeditics) and
physical constructicn -~ ~ ar: 32, 040,000 and 31,552, C00 respectively - -
cr 57 percent for technical services and 43 percent for physical construction.
Sincce local financing of construction will be made throuzh fixed amount
reimbursement only after ecach Easic Heolth Conter has achicved an
opcrational service status, the intent of U. S, assistance goes beyend the
simplc physical completion of structuras - - the latter of which is the
definition of a capital projeet under scetion 611(c) of the FAA.,

3. Waiver of compctitive sclection proccduraes for on-going advisery
services now provided by Management Sciences fcr Health (MSH) of
Cambridge, Mass. and the University of California, Santa Cruz (UCEC).



FINANCIAL DATA
(US $ 000)

o Transition
FY 1976  Quarter FY 1977 FY 1978 Total
MMy $ MM) $§ (MM) $ (MM) $ $

1. PERSONNEL
a. Direct Hire

Project Advisor (3) 24 (12) 50 (12) 62 136
b. Contract
Public Health Advisor (12) (12) (3)
Mgt & Info Sys Adv (12) (12) ( 3)
Training Advisor (12) (12) ( 3)
Health Delivery
Systems Adv (10) (12) (3)
Field Trainer (10) (12) (3)
Short-term
Consultant ( 3) (3)
Total MSH Personnel
Costs (59) 390 (63) 392 (15) 151 933
PH Nurse Educator (12) (12) (3)
Nurse Midwifery Edu (12) (12) ( 3)
Total UC/SC Personnel
Costs (24) 120 (24) 127 (6) _31 278
Total $ 510 $ 24 569 $ 9244 $1,347

2. COMMODITIES
Audio Visual Training/

office equipment-MSH 10 10 20
Contraceptives:Jally/

Foam/IUD 31 45 60 136
Total $ 41 $ $ 55 S 60 $ 156

3. PARTICIPANTS

Contract

a. MBSH (6x4 MM) (24) 32 (24) 33 65

b. ANM (6x9 MM) (54) 5l (54) 52 103
Sub-Total 83 85 168



Table 1 (contd)

Transition
Y 1976 Quarter FY 1977 'Y 1998 Total

Direct
¢. MA in Health Planning -
(2x24 MM) 24y 17 (24) 16
d. Short-term Training
for Eng Div (8x6 MM) (24) 46 (24) 45
Non-deg acad (2x12MM) (24) 18
e, Non-deg in Sup & Trans
Mgt Acad (1x12MM) azy 9

Special (IX12MM) 12) 22
f. MA in Rural Health
Admin acad (Ix24 MM) (12) 9 (12) 8
Non-deg (Ix12 MM) (12) 9
g. MOPH Reg & Prov
Pers - Special (Ix6MM) (6) 1 (6) 12
Third Country Tag (3xIMM) (3) 3 (3 3
h. BHC-Special (1x6 MM) (6) 12 (6 1
Third Country Tng(3x1IMM) (3) 3 (3) 3
Sub-Total - Direct 81 123 53 257
Total $ 164 $ 208 $ 53 S 425
4. OTHER COSTS i
Basic Health Centers(FAR) 316 AL 486, "7350 \/ 1,552 -
Rents 15 15
Personnel & Per Diem 18 18 36
AHDS 26 35 Gl
Contingency (15% on FAR) 48 v 185 233
Inflation (4% annually on FAR) 12 99 111
Total $ 405 $ 486 $1,000 $ LT $2,008
GRAND TOT AL $1,120 $ 510 $1,832 $ 474 3 !§,93(}

Per diem for in-country training, out of country participant travel on Ariana
routes, medicament kits, housing and in-country travel for US technicians
will be providad from GO4 trust funds administered by USAID.



C. PROJECT DESCRIPTION

The MCFPH's initiatives in public health have a fairly long history,
but special emphasis on the rapid expansion of basic services to rural
people has been largely the initiative of the government which came to
power in July 1973, USAID and MOPH cooperation began in 1973 with the
implementation of two activities: the Auxiliary Nurse Midwife (ANM)
training project and the Management for Rural Health project. Through
the midwife project, USAID has assisted in the training of female para-
medicals who are the critical personnel for the delivery of services to
Afghan females. Through the management project, organizational, ad-
ministrative, personncl and logistical issues - - relating primarily to
cxpanding rural health services -~ - have been identified, studied, and
solutions determined. Testing of ways and means to improve the effective-
ness and efficiency of BHCs has also occurred in one province. Thus, the
groundwork has been laid for the Phase I project.

1. Project Design

The health sector goal for all MOPH activities is the improve-
ment of the health of the Afghan population. Goal indicators are expressed
in terms of declines in merbidity and mortalily by improving nutrition and
treating measles, pneumonia, intestinal disorders, anemia, and the intro-
duction and use of contraceptive technology. Thc impact on heaith status,
as discussed in this paper, as a result of the Phase I project, will be
medium to long term and the function of several variables beyond the
direct provision of health services.

The project purposes are:

""To provide basic health services with cmphasis on services
for women and children to 830, 000 persons living in 50 Minor
Civil Divisions within four of Afghanistan's six Health Regions."

"To provide two or more Alternative Health Delivery
Systems (AHDS) which when widely replicated will
provide minimal hcalth service for those persons
who will not have reasonable access to a BHC, "

The Mission has consciously selected project purposes expressed
in terms of services delivered to a target population and systems to be
developed, AHDS, rather than an intermediate "instituticnal’ objective such
as "'strengthening the MOPH's basic health service nectwork'" wherein the
actual delivery of service to pecople might be put into the assumption column
of the logical framework. The acid tests for this Phase I project are



whether or not the health scrvices planned in this project arc actually
delivered to rural people and whether or not the AHDE are actually devcloped
and tosted,

To achieve these purpeses the MCPH will ccoperate te generate
the fellewing important outputs: (1) establishing a rcgionalized super-
visory and support cperaticn to backstop the EXCs within the project; (2)
the training and assipnment ¢f EHC field staff, including the vital auxiliary
nursc midwives; (3) ectablishing 50 operaticnal BHCs inclusive of
functioning logistical and information systecms; and (4) the training and
deployment ¢f AHIDC perscnnel in two or mcre pilot arcas.

2. =oneficiarizs.

The significance of the project is that while cnly abeut one
seventh of the BHC infrastructure (planned comploted size of 328 FHCs)
will beeome operaticnal under this Fhasce I projeet, the aumber of rural
beneficiaries will be 830, 00C - - ropresenting 2 145 percent increasc over
thosc currently served. By MCFH cstimates these 836,000 pecple will
reprosaent about 50 percent of the ostimated pepulation within the BHL Ui¢ :
catehmunt-arsas. Ncre significantly,femalee,children and adults will be
given service in preporition to their representaticn in the pepulation - -

a significant changc from the current bascline cendition wherein the ratic
cf femalc tc male clicnte is very lew, Exporionce in the Farwan pilot has
indicated that it will be possible, with preper staffing of B Cs, te increoasc
fomale attendance to parity with malcs.

3. Implcmentation,

""he basic implementaticn plan for cach of the four health
regicns can be illustrated as follews, taking the Ghazni region as an cxample.
Within twc moenths after the sizring of the first Trcjeet Agreoment, NCFH
teams will sclect nin. LHT sites within the re~icn, according t¢ mutually
agreed eriterin, Since the purncse of the projeet is the provision of
gcrvice, ths CFH will rent facilitics in fcur te five sites.  Upcen the renc-
vaticn <f these facilitics, the installation of furniture and equipmeni and the
assizgnment cf staff, thesc facilitics will be coertificd for fixed amcunt
reimburscment of agreed rents. This will cecur by the szventh menih of
the projact., Frovicusly in tho fifth ronth of the prcject, construction will
have begun by private eontracicr on the agreod Ghazni sitcs. Such cen-
struction will be cenditicnal on asreca engineering drawings, laycut and
agreaed cest estimates for fixed amceunt reimbursement purpeses. The
MCFH's Ccenstruction and Encinecring Zivision will have besn strensthened
with the acditicn of engincering 2nd technical staff to supervise, with the



USAID observing, the contractors. As construction proceeds over an
approximate period of 15 months, the MOPH's Prosidencg of Basic

Health Services will have received new professional staff. The key
minimal staff - - physician or senior nurse, an auxiliary nurse~midwife,
and two other paramedical personnel (e.g. sanitarian, compounder or

male nurse) will be identified from currently available manpower pools

or from graduating classes for assignment to BHCs., The BHS Presidency,
with the assistance of the USATD management contractor, will perform
in-service occupational and team training with the BHC manuals and
materials already developed and to be expanded in Phase I. Simultaneously
the MOPH w/ill establish repional heelth organizations, which organizational
model hes alrecdy becn develonaed and partially implemented. As con-
struction is conmlected for indivicdual BHCs, furnishings and equipment will
be installed and the supply liniinge established from the central warchousing
facility through the regional administrative unit to the BHCs., The newly-
trained personnel, or those wiio ware staffing rented facilities, will be
assignad to the ncw structures. Approximately 19 to 22 months after the
first Project Agrcement will have becen exceuted, the first nine ncw BHCs
will be certificd "operational" ond FAR nayment made by USAID. With

the beginning of scrvice, the BHC staff will collect data on the health status
and nczds of the clicnt nopulation for the purposc of tailoring scrvices to
priority necd and to activaete the clinic information system upon which
subsecuent team training will be hascd as well as internal evaluation at

thc BHC, region 2ancd national level, Cn the average, each BHC will be
erpected to receive 50 clients per day, or an annual rate of about 16, 000

by the end of the first year of operation. During this period, a referral
system will be activated for cases which are hcyond the capabilities of

the BHC staff. Each of the cther health regions - -~ Kandahav, Kunduz

and Balkh ~- will be activated in the same manner by cpproximately 26 to 28
months from the first Project Agreement,

The Alternative Health Delivery Systems models will proceed on
a separate track under thc supervision of the Basic Health Services Presi~
dency and with the assistancc of the management advisors. The first
AHDS model will be designed within about seven months of the first
Project Agreement and the first pilot site sclected after about 10 months.
During this period MOPH staff will bc trained in the model's concepts
and the mode of implementation with the start of ficld activity about
one year after the fivst Project Agreement.



4. Coordinaticn.

The exccution of the project will require the horizontal
coordination of the Presidencies of Preventive Medicine and Basic Health
Services and with planning linkages to training institutcs such as the
awxiliary iurse-midwife school, the Public Health Institute, and the
Medical Foaculty cf Kabul University. In additicn, the project will require
the doily coordinaticn of the two aforementioned Presidencies with the
Construciicn and Engincering Zivision for site sclection and censtruction
sciduling and the Presidency of Administration for budget allocaticn,
controcting, nrocurement, and persennel assignmenis. This Kabul-based
MCPH crganizaticn will be vertically linked through regional adminis:-
trative and supervisory uniis to the individual BFCs. USAIT assistance,
both adviscry scrvicee and participant training, will be applied to the key
interfacces ameng Preridencies and Departments, and to such training
institutions as the AMM schecl. The core of UCAID ascistance will be
provided to the Fresidency of Bacic Health Services.

5. Responsibility for Innuts.

In general, the MOPT will bear the cost of perscnnel assigned
to BHCs, the supply of oxpandable druss and materials, mcere than 28
perecnt of construeticon cests (since MCOPH overhead and supervision costs
arc excluded frcin FAR reimbursement), and the partial cost of furnishings
and cquipment. UMICZT contributions will be made for drugs, some BHC
cquinracnt, vechicles and potable water supplics. USAID-financed inputs
will include advisory serviccs for personnel managemeaent, logistical systems,
auxiliary nursc midwife training, in-service and overseas training of MCPH
staff, the design of the AHDS medcls, 78 percent of the direet costs of con-
struction and Jocal cporating costs for BHC vontal. In addition, USAID
will provide limited commedity support primarily for in-service training
and ccntraccptive supnlies in the BHCs.




Figure 1
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BILATERAL-USSR, FRG, India, advisors, commodities, training, local cost
Vol Agency - CARE-MEDICO - curative medicine, hospital based
Vol Agency - AFGA (IPPF Affiliate) "urban'' MCH/FP services

1. Basic Health Centers
provide service to 830, 000
people:

A. Each operational BHC.
provides: diagnosis;
effective treatment for 80%
of diseases presented;
referrals to provincial
hospitals; FP education
and service; midwifery
and MCH service; health
education for nutrition

and sanitation; and
vaccination service by
ANM, vaccinator and
sanitarian,

B. Average daily BHC
attendance 50 patients.
C.The proportion of women
and children seeking health
services increasingly cor-
rcsponds with their num-
bers in target population.
2. Two or more Alterna-
tive Health Delivery
Systems of proven effec-
tiveness developed and
capable of being repiicated
at affordable cost.




L. SUMMARY FINDINGS

1. Cccial.

In the Social Analysis section of this PP we find that the
beneficiaries of the project will be overwhelmingly rural and that by
the end of Phase I (FY 78) there will be more rural pecple receiving
medern health services than urban. Mcere significantly, rural females
will receive scrviczs in propertion e their number in the pepulaticn,
Accordingly, the cxpected impact on the health status of rurval {srnales
will be relatively much greater than for the malc population, since it is
the latter which has had substantially greater access to traditional and
moedern health services to date. The implementaticn of the alternative
health delivery systom mcdels will requirce the participaticn of rural
peeple both in client #nd practiticner reles. Historically, there is very
limited evidence cf sustained and productive interaction between
central gevernment and rural pecple, especially where the active par-
ticipation cf the pocple is a prerequisite tc project success.  Thus, the
decsign and implementation of the AHDS medels raust proceed carcfully
with due regard for the censervative milieu cf the rural pepulace.

2. Financial.

The Missicn ecnceludes frcem its Financial Analysis‘ that the
GOA has and continucs tc manifest its commitment tc improving the
health of thc Afghan population as cvidenced by the grewing allocation of
ocrdinary and develocpment expenditure to the health secters The recurrent
cost of an ¢xpanded basic health infrastructure, upon the complotion of
Phasc I, can be borne by thc GCA. Such expenditure will be sinall relative
te doincstic revenuee, total ordinary expenditure andd GDP, Furthermore,
the financial ccst per patient served upon the completion of Phase I will
be acceptable on ccnservative assumptions and might be termed '"lew cost!!
on mcre liberal assumpticns cf patient load and the useful life of
structures. The Financial Analysis rcveals the substantial difficulty of
designing alternative health delivery systems which both reach beyond the
service radius cf the BHCs and are "low cost. ' Whereas the BHCs will be
lecated, by definiticn, in arcas of higher pepulaticn density, the AHDS
models will operate beyend these concentrations of pepulation and, thercby,
increasc the cost of delivering cven minimal service., Boyond, say, about
75 percent population coverage, the cost of scrvice delivered thrcugh any
system will he exnensive.



3. Economic.

The Mission did not undertake a conventicnal economic
benefit/ccst analysis or a cost cffectivencse analysis based upon an
academic, thecretical model for the rcascn that the statistical basc in
Afghanistan is so weak and the typical set of operative assumpticns so
subjcct to manipulaticn that virtually any B/C ratio could be achieved.
Reasoning both by experience and intuition, the Mission concludes that
the Phase I project will likely result in lewor birth rates, lewer death
rates, and improved health especially among feraales. The shert-run
offect may be a small increasc in the pepulation grewth rate, mere
pressurc on available foed supplics and per capita incorac. Hewever,
in the short run, thore sheuld also be a redistribution of real income
from urban to rural residents, In the leng run, the services provided
through Phasc I Easic Hcalth Centers should cause lowered fertility
and lower population grewth with consequent improved individual and
family well-hbeing and higher yiclds on human preductivity, Over the
assumed ceoncmice life of (he preject, 30 years, the computed economic
cost per patient served may range (depending on assumptions) betwaeen
®U.S. 0,20 and 3.8, 0.29 or what we term "lew cost. '

E. PRCJECT ISSUES.
—

et

The Phase I project addresses the most important health issues
in Afghanistan tcday: the provision of health service te the rural popu-
lation; the prevision of serviecs tc females; and the first experimoentation
to provide health scrvices to the rural populaticn whe will, for the
foreseeable future, remain beyond the roach of any medern health
facility. The following subsidiary issuzs are oncs which will be analyzed,
discussed and hopefully resclved during the ccurse of the Phase I preject.
LOPRNE I IC ~ 19;9'&:& ¢ .
1. Trce Medicines and Rrupgs. T
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Currently it is the peolicy of the GOA tc provide all health f
services free of charge. This includes nct cnly the scrvices of all MOFH
perscnnel but drugs, medicines, dressings and any other supplics necces-
sary for health care. As of this datc, the full financial implications cf this
policy have been mitigated by various conditions including short supplics
of drugs and matcerials and the Ministry's incapacity tc cdistribute such
supplics to Basic Health Centers. If, as the CCA apparcently intends, this
is to remain the policy an cne which is put intc full practicc, then the
rcesource allocaticns amoeong GOA Ministries must change and the MOPH's
share be increased. The USAID reccmmendation to the MCPH to date —(a
that the beneficiaries of services should bear some part cf the cost.

L



The Management Sciences for Health (MSH) Parwan study indicatcs
that pecple arec willing to allocate, and do allocate, a significant
ghare of their inccmes to private medical services and the purchase
of medicines, Various programs have bzcn studied and specific
reports cn some of them have been submitted te the MOFH by the
MSH teara. Among thecse to be considered are: prepaid health
insurance (2 "h.alth stamp! scheme); fees for services; and/or
charges for drugs. The resclution of this issuc will be described in
any Fhasc II Project Paper.

2. Conflict with Non-Prcject Activity.

The MOPH is prececding on a parallel track with the
Phasc I prcject te consiruet abcut 70 Basic Health Centers including
a nurmber which arc cnly partially complete aftcr ene to three ycars
cf start ancd stop constructicn, The primary centracter is the Helmand
Ccenstructiocn Company (HCC), forrmerly the Helmand Arghandab Cen-
structicn Unit (HACU). Cn the cnc hand, it is by nc racans clear that
HCC can actually accemplish the Ministry's constructicn plans for the
roascn that the coempany is hoavily coramittod te the Central Helmand
Prainagce prcject, the IBRRD-financed Kunduz-Yhanabad irrigaticn
scheme, and an AD3-financod read preject in the delmand Valley.,
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On the other hand, an! assuming that HCC can accomplish the construction,

it is not clenr what pricrity this "non-preject' constructicn will assume

within the Ministry with respeet to staff assiznrments, in-sarvice training,
logistical suppcrt, cte. Given the GCA's cabinct level cemmitment te the

UBAIC-assisted Easic Health Services project, the Mission assumes
that first priority will be on the Phase I jeint prcject. Howcever, if this
is nct the case, Phasce I implementation may well be slewed and the
ratz of UCATD commitraent te fixed arount reirabursement for now
constructicn decclerated, The pessible confliet between projeet and
nen-prejcet activity within the Basic Kzalth Cervices Presidency will be
measured, assessed and recerded threugh the Mission's monthly
rceporting systeom for the Frojeet Perfcrmance Tracking nctwork:I -
o
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3. Intepration f other MCEFH Services.

This Phase I project dees net integrate the services and pers
of the nearly autoncrmous crganizotions within the Minis

onnel

try of Public Health

i
4

for smallpcx immunization and raalaria contrels At the present time, itis

simply bevend the eapacity of the MCPH to integrate these relatively well-

develeped instituticons inte the activitics of the ncw develeping Prosidency

for Basic Hoelth Cerviees. epending on the degrec of successful imple
mentaticn of Phase I, this issuc may be studied and addressed in a
subscequent Fhasc II project,



PART 2. PROJECT EACKGROUND AND CETAILED DESCRIPTION

A. BACKGRCUND

1. The Prohlem (MNeeds)

Afghoniston is, by most 21l international measures, among
the 25 least developed nations. Not unexpectedly it shares the problems
of these least developed countries.

UNICEF-WHC Joint Committee on Health Policy has sum-~
marized the nature of the problem and possible solutions:

"Desnite the eflorts made over the vears by many govern-
ments and by WHC and UNICET to claborate, enlarge and
adapt their policizs and despite the fact that health services
have been greatly stiengthened in many developing countries,
the basic hcalth needs of ponulations wre not yet metin a
satisfactory way. It is cotimated that in many countries less
than 15 percent of the rural nopulation and of cther under-
privileged groups cuch ag slum dwellers, nomads and people
in remote rcgions nave acenss to health services. This
situation is made even more serious hy the fact that rural
and underprivilegad people are not only particularly exposed,
but also very . pronc; to dicease, A hostile environment,
poverty, ignorancce of the causes of discase and of pro-
tective measur«s, lack of health services or inability to seek
and atilize them are 21l factors that may combine to produce
this corry sitvation.

"To meet effectively the main needs of underprivileged
populations, which represcnt about 80 percent of the people
in less develoned countries, health services should

actively seck out the persons concernced; learn their needs
and desires, and protect, treat and cducate them. Unfortu-
nately, the stratecy so far zdopted by many devcloping
countries of modeling their health services on those of
developed countrics has not becn conducive to serving needs
as described above and has therefore failed. Broadly, it has

* UWHC/UMNICET Joint Study on Alternative Approaches to Meeting
Basic Health Nceds of Populations in Beveloping Countrics"
Twentieth Scssion, Geneva, 4~ ¥ebruary 1975,



tended to create relatively sophisticated health services
staffed with well qualified personnel, which it was hoped
to expand progressively as resources increased until

the entire population was coverad. This has not occurred.
Instead the services have become predominantly urban-
oriented, mostly curative in naturz, and accessible
mainly to a small and privileged part of the population.

"The relative emphasis on special disease programmes
may also have hindered the development of basic health
services over the past 25 years. The enthusiastic appli-
cation of new knowledge and technology has not always
achicved the expected goals, and some of the conse-
quences have becn untoward. In sum, history and
experiencc show that conventional health services,
organized and structured as an cmanation of "Western-type''
or other centralized thinking and mechanisms, arc unlikely
to expand to meet the basic health needs of all people. The
human, physical and financial resources required would be
too great; the necessary sensitivity to the specific prob-
lems of rural or neglected communities would rarcly be
attained, "

The WHG/UNICEF statement, in its entirety, is applicable to Af-
ghanistan, Afghanistan, however, as few other developing countries has
the problems in unusual extremes. Its rural people are isolated by the for-
bidding barriers of desert and the soaring Hindu Kush mountains. The
number of its nomads is large, approximately 10 percent of the population.
Its urban poor are "urban' only in a demographic s¢nsc, having neither op-
portunities of upward mobhility through modern industry, nor having those
urban amecnities such as protected drinking water and adequate sanitary
waste disposal.

The WHO/UNIC EF statcment continues:

"It is therefore esscntial to take a fresh look at existing priority
health problems and at alternative approaches to their solution.
This is clearly not just a question of applying a little more
technical knowhow. In some situations drastic or revolutionary

* From ""The Kabul Times" Scptember 4, 1975: ""The 14 story building
which (when built) will be the talle  'n the country «os." ".... the
needs of the Kabul citizens as regarc potable water will be totally
met within five to six years."



changes in the approach to health services might be required;
in other, at least radical reforms. The approach should be
linked to human attitudes and values, which differ in different
communities, and should require a clear motivation and com-
mitment on the part of the people who have the knowledge

and the political and/or economic power to introduce change."

The WHO/UNICET study states that a promising approach would
include the following characteristics:

2,

M, It provolles:

- adequate immunization

assistance to mothers during pregnancy and at
delivery, postnatal and child care, and appropriate
advice to countries that acceot family planning policy

safe, sufiicient and accessibic water, adequate sani-
tation, and vector control

diagnosis and trcatment of simple diseases; first aid and
emcrgency treatment; facilities for the referral of
serious conditions

other services that may be considered in the light of
local conditions .... to meet hasic health nceds

"2. It providcs at least 80 percent hzalth coverage for such socially
or geographically remote populations as villagers, nomads, or
peri-urban and slum dwellcre.

"3. It is applied, or promiscs to be applicable within a
rcasonable span of time, in a country of very limited

resources. "

Health Status and Perceived Health Problems

Demograohy

Survey data provide consistent impressions of major demographic

and health narameters and underscorc Afghanistan's position today as onc of
the least developed countries in the world. While inzlusion in this category
inevitably raisces the general spectre of high birth rates, high hut decreasing
death rates, and resulting high growth rates, Afghanistan has recently
developed the data neccssary to focus reasonably precisely on these param-
eters. Large-scale national surveys by the GOA and specifically targeted
studies under the MOPH, indicatc birth rates as hign as 50 per thousand,



and death rates of-ever-80 per thousand (with rural deaths occurring at
about twice the urban level), with particularly punishing eiiccts on
women and children. .
RS AT

Maternal m tﬂhty (a.: bc °n varlouuly astimated from 64 to as
high as 200 per with even the lower {and perhaps more accurate)
estimates 100 times th(, lcv**l ercountered in the United States and Sweden.

The mortality cxperience among children reveals rural infant
mortality rates closely approximating 200 per thousand live births, and
deaths between the first and fiftieth year similarly elevated.

Causes cf Death and Disability and Rural Afghanistan's
Parceptions of Health Needs

The litany of health: prohlems associated with the mortality data
outlined above would aiso be predicted from the experience of similar
developing country nroblems, and such predictions arc largely borne out
by Afghan examples. While there is some variance in rank order in the
first year of lifc and the years onc to five, all studies confirm that diarrheal
diseasc, cther infectious and respiratory diseases, measles and
nutritional deficier wy arc major contributing factors in childhood deaths,
which in turn is the predominant catcgory of mortality in the Afghan
scene today.

Of equal importance to the epidemiologic data summarized above,
are the perceptions that rural Afghaps have as to tic causes of death in this
age groun. The recent I-SH village health survey presents an important
view of rural hcalth problems.

"Tindings of Survey

"Households interviewed had an average size of slightly over
6 persons, with a large percent of members of houscholds
(almost 50 percert) bheing under 15 vears of age. Survival
rates of women are rauch lower than for men; past the age
of 50 ther: arc 1.5 males for cevery female.

"Women approaching completed fertility (age 35 - 44) have an
average of 7.7 live births, approximately 30 percent of whom
dicd. The overall mertality rate for the sample population

in the previous ycar wes 20,1/1000, 68 percent of which were
children under five vears of age. Gixty--three percent of
thess childhood deaths were attributed to cither measles,
diarrhea or pneumchia



"Over one-third of all individuals in the households studied
had been sick in the last three months; almost 60 percent

of these wete still sick when intervieweds Boedy pains was

the most frequent comflaint mentioned, accounting for 35
percent of the total; upper respiratory infections being

next with almost 15 percent prevalence. Diarrhea was

not frequently mentioned, perhaps due to the fact that the
interviews were conducted in winter, Women over 44 reported
a prevalence of illness almost twice as great as that of men.

""Respondents perceived the "most scrious illnesses'' to be
pneumonia, diarrhea, dysentery and measles, and their
most ""serious health needs' to be medicine, doctors and
hospitals. Almost 50 percent of all of those whe had died
in the previous ycar had not sought any trcatment. Of those
reporting an illness in the last three months, 36 percent
had reccived no care. Thosc who did usc scme carc demon-
strated a preference for modern scrvices - docters,
pharmacics;, BHCs, hospitals - over traditional scrvices.
An exception is the Mullah - 54,8 percent of all houscholds
having used his scrvices in the previous year.,

""The average amount of money spent for a houschold's health
services in the previous year was 918 Afs. Thirty-scven
point five percent of this was used to purchase medicines and
another 20 pcrcent was alloecated for the usc of mullahs or
shrines. The amount spent on health services accounted for
6.8 percent of the tetal average houschold income.

'""BHCs arc viewed as an important sourcc of health carce by the
rural Afghan., 60.5 pcrcent of the -sample expressed the view
that the BHC provided the best care when sicks The vast
majority of BHC usecrs felt that the services and persconal
attention they received was favorable, although a number
expressed concern cver the fact the BHC role in fcod sup-
plementation often interfered with the provision of health
services to thosc who needed it.

"Almost all (91 percent) of rural wemen report that the maternity
services which they have available arc not satisfactory. There is
also an indication of widespread lack of knowledge of child
rearing practices, cspecially as related to nutrition, While
breast feeding is extended (up to 24 months average), solid

foods are not intreduced into a child's diet early cnough to



properly augment the nutrition for mether's milk, Similarly,
the types of foods used at weaning tend to indicate insufficient
dicets for children in weaning., Nutritional assessment, using
arm circumference measurcecments, points tc scvere nutritional
problems, cspecially among those at age of weaning -

age 2 to 3."

3. The Afghan Health System - Cultural and Organizational Perspectives.

One appreach to the analysis ¢f the health system in rural
Afghanistan is to examine the actions and cptions available for a village
at home faced with a pereeived health preblem.  The attached figurc
(Fig. 2 frcm the MSH Village Health Study) suggests in pictorial form the
successive layers of services which may be empleyed in the health care
seeing process, from the hcme te the villages, the bazaars, the towns and
finally the cities. The large majerity of health care actions undoubtedly
arise in the home and are largely beyend the present reach of the health
carc organization summarized in the fcllowing diagrem.



Figure 2

Overview of Afghan Rural Health Systems
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Hakim - a traditional medical practitioner, often Hindu, who utilizes procedures which
descend from the Unanj medical tradition of India and Arabic medical traditions {rom

the West,

Atars - shopkeepers or roadside vendors who specialize in herbal medicires
Sayyids - holy persons who claim to be descendants of the Prophet Mohammed,



4., Modern and Traditional Medicine

The first medical college was founded in 1932 by the royal
decree of Nader Shah and was placed under the guidance of a Turkish
physician, Dr. Rafiq Kamel Beg., In 1948-49, 83 Afghan and 23
foreign physicians were listed in the Afghan General and Commerical
Dircctery.

Since the cstablishment of the twe Celleges of Medicine (2
sccond onc was founded in 1963) approximately one thousand five hundred
doctors have graduated, of which number 645 arc now employed by thc
Ministry of Health and approximately 425 by cthor GCA agencies, 2.7
Ministry of Defense, Kabul University Medical Schocl and the Interior
Ministry, Thus, 1,070 doctors give Afghanistan a physician/population
ratio of 1:11, 200,

The nurabers of cther health personnel arce alsc lew: nurses

729; auxiliary nurse-rnidwivos_,—lé'&1“-9 and sanitarians 412,
-1

The great majority of these medical persennel are lecated in
Kabul and the few cther urban arcas; hcwever, the recent decision of the
MOPH to assign all future medical schecol graduates - - approximately
100 yearly -~ tc two years of service in the rural areas will help to
remcedy the situaticn. LF

The majority of the population, thereforc, depend en the
practiticners of the traditional folk mcedicine and resort te the doctor of
modern medicine when no cther traditional cptions remain, This can be
attributed to sevceral factors:

1. The scarcity of maodical docters, necessitating the
traveling of long distances tc obtain their services.

2. The relatively higher cost of the services and drugs cf mcdern
medical dcetors.,

3. Somec unfamiliarity with the mistrust cf modern medicine,
4, Unwillingness tc alter cultural behavior in submitting to

physical examinations and dealing with doctors who rarcly come from the
communities in which they practice.



The State of the Art of Traditional Medicine

Unlike the traditional herbal medicine of some countries,
e.g. Pakistan, India, Japan and China, traditional medicine in
Afghanistan today is not institutionalized, officially recognized or con-
trclleds There are no schools of herbal medicine and the practice is
passed from mastor tc apprentice, the majority of whom are illiterate.
These realitics and the popular notion that illness can have cither a
natural or supernatural ctiology have blurred the distineticns betwecn
medicine and magic, and priest and physician.

5. Organizations and Reeent History of the Government
Health System

During the last years of the previcus government, it became
clear that many factors were interfering with the MOPH ability to provide
access to health care tc the pecple, including the organization and
management capability of the MCPH itsclf, and the widespread lack of
femalc personncl necossary to serve Afghan women.

Three initiatives pertaining to rural health were sustained and
strengthencd by the new Republic Government following the 1973 revclution;
the crganization of Basic Health Services within the Ministry, the
improvement of the Ministry's managermcent capacity tc implement rural
health activities, and the training of fomale auxiliary personnel,

Organization of Basic Health Scrvices

Originating frcm an cffert by the Rural Develcpment Department
tc provide rural health facilitics, the concept ¢f BHCs became firmly
established in the MOPH in accord with the reccmmended policy guidelines
of international agencies including UNICEF and WHC adviscrs whe have
been invclved for mcere than twe deecades in the efforts  Tc date, the
Ministry commitment te rural health is evidenced mcest clearly in the
centinued ascent of the Basic Health Services activity tc its present status
"as a Presidency and the largest activity under the Rank I Presidency of
Preventive Medicine. The goal of the MCPH is tc cstablish a BHC in
cvery Minor Civil Division (MCD) of the country by 1983, providing roughly
one center for every 20 to 30,000 pecple and potential practical direct
success to perhaps one-third to onc-half of the rural pcpulaticn. A large
number of important tasks havc been undertaken tc give substance tc this
plan including:



A BHC Pilot Project in Parwan/Kapisa Province to test the
practical limits of the BHC program to provide access to health carc
within the rescurces realistically available tc the Government, Its
results included the facts that: (1) services could be substantially
increased by reorganization of staff and supplies; (2) paramcdical
persennel could adequately handle the majority of the problems presented
to health cunters; (3) rcdesigned lists of supplies could meet a large
fraction of the nealth nceds within the expanded budget provided by the
MOPH; (4) BHC perscnnel responded favorably to the training and
supervisory support provided during the prcject, and noticeable re-
gression in werk cutput was observed when supervision deercased,

Work Manuals. Detailed job descripticns with technical and
administrative guidelines were developed for cach health werker in the
BHC using an in—-service training approach to begin te remedy the lack
cf guidance available fcr rural workers faced with complex tasks and
minimal training and supcrvisicn,

Rogionalization. Reccgnizing the impessibility of implementing
decentralized programs effectively frem a central ministry, the MOPH
is leading the GOA ecffort tc regionalize administratiocn, The first twe of
six regions were staffed in 1354 with competent, scnicr MOPH physicians,
In Phase I, fcur Regional Offices will have beceme operational.

Division cf Authority/Responsibility at Senior Levels in the MOPH,
A significant amount of confusicn and internal incffectiveness in program
decisicns in the earlier years of the expanded BHC cffert resulted in the
Minister's directicn to divide clearly program implementation autherity
and responsibility for supplies and prcgramming.

Management for Rural Health Services

Reccgnizing the impertance and complexity of the task invclved in
improving rural access tc health carc, the MCPH in 1973 requested AID
assistance in providing Management Suppert for Rural and Family Health
Scrvices. Management Sciences fcr Health (MSH) was sclected as the
contractor, and a team of consultants has been werking with the Ministry
cn a wide rangc of tasks cssential tc the success of rural health improve-
ment., These tasks began with an initial analysis ¢f MOPH cperations and
procedurcs, and a joint work plan tc tackle pricrity tasks. These have
included the activitics cutlined abcve and such additional tasks as:



materials and personnel management to improve MOPH capability
to procure, store and supply the BHC system and to know where and what
skills reside in the MOPH manpower pool;

study of health needs, practices and resources as perceived by
villate residents (Parwan model), a cooperative practical survey of rural
health and family planning prioritics, an important reformation element
for MOPH consideration of how the BHC system can meet rural needs and
what supplementary cfforts are needed beyond the BHC system;

planning of Alternative Delivery Systom experiments, to reach
beyond the BHC system to the majority of rural Afghans;

work with Preventive Medicine personnel to plan and implement the
training team/supervision concept as the interface between MOPH plans
and policies, and the BHC workers in the field;

support of the MOPH budgeting and planning proccss, to improve
resource allocation among MOPH programs;

analysis of the economic and health implications of the Afghan drug
procurement and use process, resulting in a revised National Formulary,
consideration of a national procurement policy and nationalized medications
and vackaging for use in the BHC system and the Alternativce Delivery System
experiments; and

consideration of a national multiple antigcn immunization plan.

Training of Female Auxiliary Personnel

Redressing the acute imbalance between the health needs of rural Afghan
women and the personnel available to deal with them is the purpose of the
MOPH initiative, undertaken in 1971 to train Auxiliary Nurse Midwives.

The Auxiliary Nurse Midwife (ANM) school was established in Kabul in
1971, Prior to USAID participation in 1973, thc school had graduated 48
young women, and in 1975 a sccond class of 28 was graduated. In January

_1976 a third class of 25 graduated. A new class of 75 or more will begin
the 18-month program in April 1976, Of thosc graduated before 1976,
41 are currently assigned to BHCs and 35 to other MOPH clinic facilities.
The UC/SC, through a USAID contract, provides two nurse-midwife
education advisors to the ANM school. Special training courses at the
UC/SC campus have been given to three members of the ANM faculty and
another six persons arc schedulcd for this training beginning in April 1976,



The school in Kabul presently occupies temporary buildings which
restricts the numbers of students which can be accepted. Early in
1976, a new facility - - school and hostel - - is scheduled to open, and
its facilities will permit an expansion to 150 students, i.c., a new class
of 50 each semester. This will enable the graduation lcvel to reach
approximately 100 per year beginning in 1977, USAID has assisted the
MOPH with the construction of the new facility by providing $200, 000

of which $150, 000 has been granted and an additional $50, 000 is to be
granted on the successful completion of all construction.

B. PRCJECT CONCEPT AND DESCRIPTICN

1. Introduction

We suggest that the best understanding of the BHS Fhase |
project may be gained by a thorough review of the Project Performance
- Tracking (PPT) network presented in Part 3., Implementation
Arrangements, and within the context of the logical framework matrices
presented in the pages which immediately follow this introduction. This
is so because a log frame is a static representation of a project at
fixed points in time, ©.g. a schedule of necessary goods and services
at the input level and a set of conditions to be achieved by the end of the
project at the purpose level, whereas the PPT ncetwork represents the
flow or process of a project on a time continuum. Accordingly, and in
an effort to limit the number of redundant passages in this paper, we
have segregated our discussion of inputs into two parts. In the section
immediately following the log frame matrices we discuss input to output
transformations which are not a part of a continuous implementation
process. Participant training, commodity inputs and ''other costs' for
MOPH staff per diem fall into this category. In Part 3, immediately
following the PPT network, we discuss training from thc point of view
of process, the transformation of advisory services into operating
gystems and the provision of, and arrangements for, local cost
financing for the rental and construction of RHCs.

2. The Phase I Logical Framcwork




LOG FRAME

BASIC HEALTH SERVICES

Goal

Indicators

Verification

Assumptions

To improve the health
of Afghan population
not now having access
to effective health
education and services
due largely to
circumstances of
residence, poverty,
sex and age. These are
mostly the rural people
who comprise 85% of
the population.

Current Health (1976)
Indicators for Children

1982
(End of Afghanistan's

Under 5 Seven-Year Plan)
Morbidity | Mortality | Morbidity | Mortality

Malnutritios 50% 5% 40% 5.0%
Measles
(excluding 10.8% 2.7% 10.8% 2.4%
epldemics)
Pneumonia
(acute res- 26% 1.3% 289, 1.0%
piratory
disease)
Diarrhea/
Dysentary 75% 7.5% 10% 1.0%
w/ Dehydratlon
Family Planning 1976 1982
L. Contraceptive Acceptors 1% 10%

2. Additional Children desired
at parity of two.

5.5% 3.0%

BHC eite specific surveys - client records
(e.g. weight charts) - clinic summary
records.

MOPH reports.

Site visits by MOPH and USAID project
personnel

Use prior year surveys and 1978 BHC data
as base line for comparisons.

GOA continues to give priority to
achievement of national health goals.

Epidemics are contained.

No major food shortages occur.



LOG FRAME

BASIC HEALTH SERVICES

Purposes

End of Project Status (EOPS)

BHS

To provide basic health services,
with emphasis on services for women
and children, to 830, 000 persons living
in fifty Minor Civil Divisions within
four of Afghanistan's six Health
Regions.

AHDS

To provide two or more Alternative
Health Delivery Systems (AHDS) which
when widely replicated will provide

a minimal health service for those
persons who will not have reasonable
access to a BHC.

A. Each operational BHC provides:

(1) diagnosis

(2) effective treatment for 80%
of diseases presented

(3) referrals to provincial hospitals

(4) FP education and service

(5) midwifery and MCH service

(6) health education for nutrition
and sznitation

(7) vaccination services by ANM
and vaccinator.

B. Average BHC attendance 50
patients per day.

C. The proportion of women and
children seeking health services
increasingly corresponds with their
numbers in the target population.

AHDS
Systems of proven effectiveness

developed which are capable of being
replieated at affordable cost.

Means of Verification

Assumptions

A and B. Clinic records/reports
and MOPH/USAID site visits.

C. Survey of villages in BHC catchment
areas, and demographic "profile"
estimated on basis ADS/SUNY data
compared with client record data.

AHDS

MOPH/USAID evaluations of AHDS.

MOPH implements rational medicine/drug
policy and insures inventory levels at BHCs.

Donor contributions are delivered on schedule.
Cultural constraints, especially those on

women, will cot prevent attendance at
clinics.

AHDS

Villagers recept ive and willing to
participate in AHDS models)



LOG FRAME

BASIC HEALTH SERVICES

Outputs

Indicators

BHS

1. Four (4) operational regional health
offices supporting 50 BHC and AHDS
experiments.

2. 50 operational BHCs.

3. ANM School operating at optimal level.

4. BHC personnel trained and assigned.

5. BHC supply systems expanded.

6. Client record system operating.

AHDS

1. Two or more AHDS designed and
approved for testing.

2. Elements of one or more AHDS
demonstrated effective and financially
and administratively feasible.

1 and 2. BHCs operational in project areas
as follows:
End FY 76 FY 77 FY 78
Rank I - 4 4
RankII - 13 42
Rank I -~ 1 4

3. A minimum of one ANM on duty at each
BHC in project area.

4. End FY 76 FY 77 ¥y 78
~Physician or
Sr. Nurse - 18 50
-ANMs - 18 50
~Paramedical
Pers - 36 100

5. Drug (medicines) formulary for BHC
adequate for {llnesses treated, and
inventories maintained systematically.

6. Perlodic Provincial, Regional and
Ministry summary reports based on
data provided by BHCs.

AHDS

1. Two or more AHDS tested.

2. These elements are:

A. Ability of MOPH to recruit workers

B. Training courses developed and held

C. Significant proportion of target
population in contact with AHDS
workers. (This will be quantified more
precisely in the model designs.)

D. Functioning supply system.

Means of Verification

Assumption

Verification of all output factors will be based

on on~-going monitoring by personnel of the
MOPH and USAID.

Formal verification of each output indicator
will be through regularly scheduled joint
MOPH/USAID evaluations.

Cite specific verification of outputs will be
made through application of the USAID Fixed
Amount Reimbursement (FAR) procedures.

AHDS

MOPH personnel records (absolute
numbers and turnover rates)

content, need for retraining)
Worker records (if Hterate) survey
otherwise.

v o v

required minimal health supplies.

MOPH/USAID records and visits (apprcpriaty

End users served by AHDS systems with

BHS institutional :nd personnel motivations
are sufficient to sustain required effort.

New concepts introduced in training
programs are accepted.

AHDS

Same as above.




BASIC HEALTH SERVICES

LOG FRAME
Inputs Indicators Means of Verification Assumptions
Year 1 Year 2 Year 3 TOTAL
1. Construction $ 302, 260 $ 584, 760 $1,711, 130 $ 2,598,150 1. ProAgs, PIOs, Contracts 1. All inputs are made available
~ Buildings 127,500 387,500 1,630,000 2, 145, 000 by all project participants, in
- GOA (89, 250) (96 ,875) ( 407, 500) (593, 625) 2. MOPH budgetary allocations the kind, magnitude, and time
- USAID (38, 250) (290, 6 25) (1,222, 500) (1,551,375) needed for scheduled project
3. Other donor budgetary allocations implementation.
- Water 32,500 55,000 22,500 110, 000
- GOA (6, 500) (11, 000) (4, 500) (22, 000)
~ UNICEF (26, 000) (44, 000) (18, 000} (88, 000)
- Land (GOA) 25,000 25,000 - 50, 000
- Tech Support (GOA) 117,260 117,200 58,630 293,150
2. Equipment 140,000 ._90,000 15,000 245,000
- GOA 15,000 45,000 15,000 75,000
- USAID - 20,000 - 20,000
- UNICEF 125,007 25,000 - _ 180,000---
3. Rent 1,880 13,440 4,680 20,000
- GOA 470 3,360 1,170 5,000
- USAID 1,410 10,080 B 3,570 15,000
4. Outreach Projects (USAID)| - 10,000 21, 000 61,000 ~ r’) _ 7 Lo .4:»"'-'—*""“-)
P ," !
5. Supplies, Repairs 19,700 79,050 159, 000 257,750 ‘\{'_”:./, ‘¢ J—L
- GOA 5,700 31,800 71, 500 109, 000 TN Y
- USAID 12, 800 43,200 80,000 136, 000
- UNICEF 1,200 4,050 7,500 12,750
6. Personnel 607, 800 732, 800 610, 900 1,951,500
- GOA 47,200 158,300 301, 000 506, 500
- USAID 553, 200 553,200 26,600 1,383, 000
- UNICEF 7,400 21,300 33,300 62,000
7. Participants (USAID) 22v, 000 170, 000 35,000 425,000
8. Sub-Total 1 291, 640 1,710,050 2! 5562710 5! 558!400
9. Contingency 24,040 66,395 247,875 338,310
- GOoA 14,400 16,200 61,800 92,400
- USAID 5,740 43, 595 183,375 232,710
- UNICEF 3,900 6,600 2,700 13,200
10. Inflation Allowance - 35,275 173,900 209,175
- GoA - 19, 500 70,100 89, 600
- USAID - 12,000 99, 000 111,000
- UNICEF - 3,775 4, 800 8,575
11. GRAND TOTALS 1,315,680 $1,811,720 $2,978,485  £6,105,885




3. Discussion

Project Inputs to Outputs

The inputs necessary to the achicvement of outputs and
purposes are itemized in financial reporting format in the preceding
log frame, The primary inputs and outputs of USAID and the GOA arc
discusscd bclow. Other donor inputs arc discussed in Pept-dy—By-dy—

Training

The Phasc I training activitics arc extensive at cach hicrarchy.
Spccial consideration is given to the institutionalization of in-scrvice
training at all lcvels, The longer term, graduate level training programs
are not directly related to Phase I, but to the longer term objective of
building within certain officcs of the MOPH the competence to sustain
the program develeped in Phase I and to administer the subsequent
expansion of services to the rest of the nation.

Ministry of Public Hecalth (MOPH), Kabul Pcrscnnel

Presidency of Coordination and Planning - Two new professional
positions will be created in this Presidency. Two participant
programs will be provided for Masters Degrees in Health
Planning in the U.S.: 48 man-months

Division of Enginecring - Ten new positions will be
established in this division, The qualifications required
will be BS in Engincering, Kabul University, for ap-
proximatcly thrce of these, and a highcr secondary diploma
from a technical school for the others. In Phase I, 10
persons from this Division will be provided participant
programs for short to medium~term training in the U. S,
(six months). Training will be in construction, con-
struction supervision, buildings and cquipment maintenance:
.66 man~months

Presidency of Administration -  Two new positions will be
established. Non-dcgree, medium~-term training in supply
and transportaticn management will be provided in the U.S.
for two persons: 24 man-~months

Short-term training (accounting, inventcry control, supply
systems, etc.) will be provided for 12 persons: 48 man-months




Presidency of Basic Health Services (Presidency of Preventive
Medicine) ~ Four new professional positions will be cstab-
lished in this Presidencys In Phase I, two participant programs
will be provided for graduate level training in rural health
administration: 36 man~-months

Auxiliary Nurse-Midwifc School (ANM), Kabul Faculty -
Participant programs will be offered for medium~term, non-
degree training in the U,S, for 12 faculty members during
Phase I: 108 man-months

ANM Students =  During Phase I, 310 students will be admitted
to the 18-month ANM ccursc in Kabul. Of these, it is anticipated
140 will graduate by the end of Phase I (September 30, 1978).

Regional and Provincial Personnel of the MOPH. Important to
Phasec I, but more important to subscquent maintenance of the BHS and
AHDS programs in thc Phasc I area and to continucd expansion in Phase II,
are qualified perscnnel having extensive expericnec in the Regional and
Provincial offices. We wish to provide for a fow of the better qualified
Regional and Provincial health officials thc opportunity for short-term
training bcth in the United States and in Third Ccuntrics. While the purpese
of the training is to upgrade skills in rural health delivery, it should be
recognized that the programs will also constitute quite a strong incentive
for the BHS personnel outside of Kabul - personnel cften unable to compete
for such training programs. The amount of training scheduled for the U.S.A.
is less than we would like; howcver, we ccnsider it unlikely that we can
find more than a few candidates who can mect the language requirements,

The training offcred will be in public health delivery, both con-
ventional clinic~-based systems and alternative health delivery systems.
The emphasis will be on practical training programs, preferably programs
in which the Afghan will work with public health administrators on a cne-to-
one basis. In some instances, such U,S. training could be combined with
academic courscs of not morc than onc scmester duration,

In prior ycars, through both thc MSH and ANM projects, as well
as through centrally funded projeccts, some Afghans have had short-term
academic training, have attended workshops and have tzken partin
orientation programs in third countrics. Iranis the most likely locale for
third country training becausc of the cormmmon language. Turkey has been
used for rural health orientation programs - The Etemisugt Medel - and
could be used again. During Phase I, USAID, th¢ MCPH and the con-
tractors will scck to identify other programs, especially alternative



health delivery prograris, which arc effective and have elements which
could be adapted for Afghanistan, Thus, third country training would
be in Iran, probably Turkcy and hopefully in cther ncar countrics,

In Phasc I, 24 man-rmonths of short-term training is planned in
the U.S. for Regicnal and Provineial personncl, isc., four programs
of six mcnths cach. Tweolve man-months of training in third countrics
is planncd, i.c. 12 onc-month programs. In-country training is more
extensive and is -detailed in Table I1.

Comnwcditics

Audic-Visual Training Equipricnt

Each Rank I BHC will serve as 2 medel clinie, Regiconal
administrative hcadquarters and Regicnal training centere The training
faeility is to have twe classrcoms; cach with a eapacity of appreximately
20 students. Cnc of the reoras will be for lecture and scerainar programs,
the other for cudic-visual instruction. Each Rank I training center will
rcequire recording machines and prcjeeters (slide, film strip, cverhead
and motion picture), and a vicwingy screcen,  Videc recoivers will be pro-
vided te make use of the videce tapes made in Afghanistan the past twoe
years by MSH. Each training center will have a medest reprcduction
capability (mirmcograph and spirit uplicator) for the preduction of
simpler training matcrials, manuals and other imaterials. Sparc parts
inventories will be maintained and through the training program fer
persconnel of the MOPH Constructicn and Engincering Divisicn, cquipment
maintcnance will be taught.  Thesce training centers should be cperating
throughout the year, previding in-scrviee training te persenncl both of the
BHS systern and of the AHDS systcims. It may be noted that there oxists
in Afghanistan a film-making capability (Institutc of Public Health,
Ministry of Educaticn and Afrhan Films). Videc tape preducticn has begun
and is cxpected to expand because trainces tend to relate moere closely te
films madc in thair cwn country, in their cwn language and featuring their
own peeple in training rcles., Until an adequate library of in-country videc
tapes is built up, impcrted instructicnal mcterials will be adapted.

*
Family Mcdicarment and Centraceptive Kitse  In Phasc I, two

basic, related but scmewhat ‘lifferent efferts arc being made. One is the
scrving of 830, 000 pceple through the clinic~based systerm in the project

* PHA/POP, R.T. Ravenholt teo PHA/POP Senior Staff
Mcmorandur, Scptember 26, 1975.



areas. The other is the develcpment, through design, field testing and
evaluation, of alternative modes of health delivery, In both these
systems we can sece a place for the medicament and contraceptives kit
described in the cited memorandum. For Afghanistan, we would agree
the kit could include antidiarrheal medication, antibacterial ointment,
aspirin, condomsi It is likely water purification and vitamin tablets
could be included. Some medest field surveys will be necessary to
determine whether vaginal tamapoens could be included, and MOPH policy
decisions need to be taken before oral contraceptives cculd be included
in a medicament/FP kit. For BHCs, we wculd envision the ANM being
the distributor of such kits. FEithcr the BHC or the nearcst village stere
cculd he resupply centers for the various items in the kits. Kit
distribution tc familics wculd be part of the ANM's outreach duties,

In the AHDS mcdel arcas whorce contact with BHCs will be difficult, itis
more likely the village store would be the resupply statione We can
obtain all but the contraccptives on the local market. Instructional
materials can be develeped in Afghonistan, The $3.00 per kit figure
suggested by AID/W as an "ideal maximum'' is probably reasonable

for Afghanistan, hut cannct be determined until we develep the kit

The AID/W prcposal that kits be distributed free te families and then
be resupplied at low cost through BHCs or village stores may be
applicable in Afghanistan; however, this relates to the overall issuc,
discusged in Part 1 of this paper, cf whelly free versus beneficiary-
financed health care, The intreduction, in Phase I, of medicament/FP
kits could, in fact, scrve to help resclve the issue, particularly if a
resupply at cost tc beneficiary systera is acecpted by the groups in the
arcas where the kits arc first intrcduced. In Phasc I we expect only
to develcp the kit (or kits), the resupply system(s) and demoenstrations
thrcugh a few BHCs and in one of the AHDS modcls that this is an
cffective, low-cost way to provide minimal health carc.

Contracecptives. Based cn extrapolations of ADS/SUNY data,
the fcllowing may be regarded as maximum family planning acceptecr
targets for Afghanistan by 1978, (Average "acceptor years.')

Phase I Project Arca, rural: 25,000
Non-project arca, rural: 25,000
Afghan Family Guidancc Asscciation

project area: urban and rural 100, 000

150,000



These figures for the rural arecas are especially speculative;
however, they are derived from the data presented in the Afghan Demo-
graphic Study Report (ADS/SUNY Report) and are current. The
acceptor targets for the Afghan Family Guidance Association (AFGA)
project arc ambitious, but we think attainable. (Sec AFGA Clinic Expan-
sion Project Paper, January 1975.) The ADS/SUNY Report states that
of all rural women, only 1.6 percent have heard of a reliable method of
family limitation, and of these informed 1.6 percent, only 16 percent
have ever practiced a method. The ADS/SUNY Report also provides
data on women who say they are receptive to family planning. For the
rural women in the age group 14 to 44, this averages approximately 10
percent, The urban figure is more than double this, and the AFGA target
figures arc approximately 30 percent, the assumption being that the
AFGA motivation programs will result in highcr acecptance rates.

Expericnce in delivering contraceptive information and scervices
in rural Afghanistan is extremely limited. USAID has for a fow ycars
providcd the Ministry of Public Hcalth with contraccptives for its
existing medical facilitics, but distribution has not been cxtensive, The
AFGA contraceptives are delivered from the MOPH stocks..

In Phase I projcct area, special cfforts will be made in health,
nutrition and family planning outrcach; thus, for initial planning we
think we should have as a minimum contraceptive stock, ¢nough to
take care of 18 percent of the female population within access of the
Basic Health Centers. We will, of coursc, continuc to stock contra-
ceptives for thc AFGA program, I addition to these amounts, we will
provide for somc of the females who live in neither the AFGA nor
Phase I project areas. While the MOPH family planning policy at this
time is, by its own description ""passive,' i.c. services available on
request, we expect Jduring the coming ycar or two to see a more
active policy, similar to AFGA's.

Urban Afghan womcon choose among the methods as follows:
64 percent pills; 12 percent condoms; 22 percent IUDs and 2 percent
vaginals. For FY 77 and beyond, USAID plans, for procurcment
purposes, 70 percent pills, 15 percent condoms and 15 percent 1UDs.

Other Costs
Other cests are in two basic categories, (a) rental and con-

struction of physical facilitics, and (b) personnel rclated, c.g.
per diem and incentives. The former is discussed in Part 3,



All BHS personuel salaries will be paid by the MCPH. Thiwough
this project, USAID will provide approximately $36, 000 for per diems
of BHS personnel (Table 2). It is frankly acknowledged that USAID and
the GOA have not resolved the entire issue of "incentives' which, in
fact, are what the per diems are. It is not only a physical hardship
but a financial hardship for MCPH personnel;, residents of Kabul and
the larger towns, to undertake field trips which are acknowledged to be
essential if on~going BHC and AHDS training, supcrvision, and logistics
controls are to be effective. In somc programs over the years the GOA
has met the need for incentives and does accept the concept.  USAID
experience in some of its new projects has been that ¢ssential, good
quality personnel must be provided some incentives to remain in
hardship areas or to carry out cxtensive ficld trips in such arcas, In
the development of this project, the GCA Cabinet reviewed and
studied a ''concepts paper!' written by USAID and extensively reviewed
by thc MCPH and thc Ministry of Planning. The languagc concerning
"incentives' was carefully studied, and we have tentative agreement
that "per diems' would not be counter to GOA rcgulations which now
prohibit other kinds of incentives. In this Cabinet~approved concepts
paper, the following language concludes the paragraph on incentives,
"It would be understood that beginning in Phase I, a formula would be
negotiated by which .... the GCA would begin to assume that portion
of financial incentives provided by USAID in Fhase T (c.g. 25 percent
first year of Phase II, 50 pcrcent second year, 75 percent third ycar
and 100 percent thereafter), "

In Phasc I, the per diems contemplated arc modest, but insure that
officials will not be out-of-pocket for cxpenses incurred on field trips,
The major incentive for BHC personnel assigned to rural areas will be
the housing provided at cach center,



Table 2

Per Diems

MOPH (Kabul) Staff

BHS Presidencyv - Four officials
20 days per year ai Regional,
Provincial BHC. Monitoring and
Evaluation per annumn

Total Project:

A oo

JigzA L

/ ‘A& Personnel (four)

40 days Site Training and Evaluaiion
Per Annum

Total Project:

Regionol Health Officer

48 days per year at BHCs for
supervision, monitoring, training
Per Annum

Total Project:

Provincial Health Officers

60 days per year at BHC - monitoring,

inspection, training
Per Annum

Total Project:

Training Teams (3 per teaia per region)

60 days per year at BHCs aud ADS
Per Annum !

Total Project:
In-Service Training programs al the

Regional Centers for personnel of
BHCs and @S 12 six-day training

20x4 -~ 80 man days
80xAfs 275 = 22,000

396.20 x 2-1/4 =
40x4 - 160
160xAfs 275 = 44,060

796,40 x 2-1/4~

48x4 = 192 man days
@ Afs 250 = $48, 000

x 2-1/4 =

60x13 = 780
@Afs 200 =156, 000

2-1/4 =
60x3x4 = 720
@Afs 200 = 144, 000

2-1/4 =

programs per year per region (12x6x4) 288 days
12 persons per session (12x288) 3,456 person-

days training per vear

CY 1977 3,456 x per diem Afs 175=604, 800 by 55.25=

3/4 CY 1978 per diem

GRAND TOTAL

-

$ 568,78

S 2,606.34

$10,947.00_

$ 8,210.00

S

$35, Y16, 52




Significance at the Purposc Level

""To provide basic health services, with cmphasis on
services for women and children, to 830,000 persons
living in 50 Minor Civil Divisions within. four of
Afghanistan's six Health Regions.

""To provide two or moreAlternative Health Relivery
systems (AHDS) which, when widely replicated, will
provide a minimal health service for thosc persons
who will not have rcasonable access to a BHC. "

The MOPH currently plans approximately 325 BHCs for
Afghanistan. Estimates of the rural population which can be served
cffectively for such a system range from 30 to 50 percent, thc MOPH
favoring the latter figurc. As noted clsewhere, BHC covorage is.
roughly dofincd as hc number of parsons in an area who will pyr-
ceive the BHC to be casily accessible and will utilizc its services.

The criteria for "easily accessible' arec so many and variced that the
term mey well never be precisely defined. Geography, distances,
transport, motivation, weathcer and quality of service arc all factors.
Experience will ultimately rcveal whether the BHC network serves
30 or 50 or 70 percent of the targst population during the Phasc I
build~up period.

The BHC network is essential for administrative, training,
supcrvisory and other health delivery functions at the Minor Civil
Division ("county'') levcl of Afghanistan, It is csscntial as a com-
ponent of the vertical system reaching up to the Provincial Hospitals.
It is the smallest unit of the national system and the point at which an
integrated health program begins to be effective for the larger numbers
mpruon When Alternative Health Delivery Systems (AHDS)
are tested and rcacdy for national replication, it is likely the BHCs
will provide almost all thc back-up support - - training, supcrvision,
supply and rcferrale When Afghanistan acquircs the technology for
effective immunization programs, c.s. thc nece ssary(cold—chal"‘g» for
measles, polio and other vaccines, the BHCs will be the "base camps"
from which the rural population will be served. When malaria is
finally containcd and only maintcnancc programs are required, they
will be the responsibility of the BHCs.

In Phase I, two or morc AHDS models will be tested, We
have identified, largely through information from the MSH Parwan
study, two promising approaches: the Village Voluntcer Health



Worker model and the Community Entreprencur Modcl. Each is what
its name implies, and neither is unique in internationa) cxperience.
Each will require spcceial adaptation for the Afghan culturc.

Sector Goal

"To improve the health of the Afghan population not
now having access to offcetive health education and
services duc largely to circumstances of residence,
poverty, sex and age. These are mostly the rural
peoplc who comprise 85 percent of the pepulation. !

In Part 4.A., "Social Analysis' the targcet population and its
characteristics arc described in details Eighty-five porceent or more
of Afghanistan's population is rural. Whilc most arc disadvantaged
because they lack access to the towns and citics which do have
modern health scrvices, it must be noted that the women are cspecially
deprived. The men may freely cleet to make the necessary journey to
obtain scrvicess The femalc is decidedly less frec to do this. At best
she will obtain such far away services indircctly - oxplaining symptoms
to a malc rclative who must then describe them to a medical prac-
titioner who prescribcs the necessary treatment. Thus, the provision
of a woll-trained (18 months at the Kabul ANM school) female medical
auxiliary at cach BHC is secn as the single most important clement
of this project - scrvices for women by women,

A discussion of the Indicators of goal attainment arc in Part 2, D.
"Evaluation and Bascline Data Colicetion, "



PART 3. IMPLEMENTATION ARRANGEMENTS

A. INTRCDUCTICN

For the Phase I activities assisted by USAID, thc MGPH has
seclected 50 Minor Civil Divisions (MCDs) of a total of 146 in 13
Provinces within four Health Regions. (Table 4) The catchment areas
include 1,345 tcwns and villages within 3,206 ks, The calculation of
830, 000 ncrsons who will have access te these 50 Basic Health Centers
was made by the MOPH using cxisting GOA data from MCTDs and the
new ADS/SUNY population density maps. Unfortunately, the ADS/SUNY
population data arc not aggrezated cither by Province cr MCD and the
population figurcs used by the MOPH are to be regarded as best
estimates., Tho estimates arc quite consistent with extrapolations which
can bc made using ADS/SUNY data  as the basc, i.c., 50 BHCs repre-
sent 15,4 percent of the total 225 planned for the nation; each BHC is
exp\.ctc,d to serve half of the population in the geographic/administrative
are; 830,000 is rcughly half of 15.4 percent.  Further cxirapolations
and cstimates would not appear ugeful, and for the purposcs of the
project we accept the MOPH figures. The non-scttled population is not
addressed specifically in this paper. The ADS/SUNY project provides
only th¢ ustimatce 1,100,000, This is o significant group. To learn
more about them, ’rhur health characteristics and nceds, will require
attention of the persennel of cach BHC. Training programs will
include instructicns for acquiring data for thc nomads. The assumption.
that the nomads will seck aitention from the BHCs in the arcas through
which they travel needs to be tested; if they do not utilize BHCs, then
BHC motivational programs and alternative health delivery systems
must be designed especially for this group.

B. ADMINISTRATIVE ARRANGEMINTDS

1. DMinistry of Public Health

The MCPH has demenstrated the administrative flexibility
and will organizc itsclf to carry out its programs. In subscquent
months, as implcmentation is underway, we cxpect the MOPH will
again be able to make whatever administrative changes may be
necessary to mect this preject's chjcctives.

Figurcs 3, 4 and 5 show the new administrative arrangements
within, respectively, the Presidency of Coordination and Planning
@including the Dircctorate of Construction and Engineering), the Presi-
dencey of the Basic Health Services, and the Presidency of Administration.



The ncw positions are notcd on the figures. Figure 6 shows the new
Regional organizational arrangements,

It is important to note that these changes arc neither abrupt
nor a dircct result of this BHS projects In 1974 the MOPH established
Regional Health Officer positions and based the personnel in Kabul,
The intent was that these officers would administer their regions from
Kabul, This did not work well, and the MOPH has taken this next step
in decentralization. The Regiopal oifices arc to be located in the
regions as are the personncl.

The lines of authority between Preventive and Curative
medicine have been more clearly defined without creating an artificial
and dysfunctional system. Preventive Medicine's authority now cxtends
directly from the Kabul Ministry, through thc Rcgional Health Officers,
to Provincial Health Officers and then to the Basic Health Centers.
Latcral communications arc institutionalized both at the Regional and
Provincial levels, thus insuring for the BHCs rational proccdures for
rcferrals to hospitals. Integration of budgeting and planning is pro-
vided through the Presidency of Coordination and Planning,



President of Planning & Coordination

I
b w2 A

Public Health
Planning (2)

2 new positions > 4

General Directorate of
Construction (1)

v

*ghc) Unﬁ..b:

Directorate of

Administration (1)

Head Clerk (1)
Clerk (3)
Typist (1)
Translator (1)
Peon (1)

Directorate of (1)
Control and
Costaccounting

Direcorate of
Maintenance

Costaccounter (2)
Clerk (2)

Jr Architect
Carpenter (1)
Plumber (2)
Electrician(l)
Painter (2)
Mason (1)
Whse Clk (2)
Driver (1)

Directorate of
Engineering (1)

Eng-Architect (2)
Junior Eng-Arch (14)
Electrician (2)
Carpenter (s)
Painter (2)
Mason
Plumber (5)
Peon (1)

PEEE———

Note: OQut of 16
Architect & Eng
positions 10
positions are new,

vy H



|
A
President BHS ._BA AN A&dh

Secretariate j Documents
Section

i | o ]

Administration Environmental i [ Health & Nuirition f :_Fami]y Health —T'
Section ‘ Hcalth Seciion ; % dueation Section | : Division !
‘ U S AN - e !
Evaluation j ' Maternal
Section | Services
General | ot T 1 Childyen
Adm. — y Trainers Training ! | Village Health ! Services
_— | Team | y Worker '
4 I 4o
I Family -
Property | | Guidance | c
Account 5
*

NOTE: A fourth, ncw, professional position will
be determined before July 1976.

Dotted lines wadicate new uniis,



Administration

President of

- ———
| Office of

! Financial Analysis
L |

Deputy President
of Admiristration

( Office of
' Control

Directorate of
Services

I Lo L

{ Deputy Director |
I of Services |

Supply
Section

{ Storeroom

Section

Real Estate
Section

Maintenance
Section

Directorute of

|

Directorate of

l
-
g

Accounting Personnel
' Administration Background
, Section ] Section
8 T |
Budget I Procurement
~ . - H
Section Section
Ordering
Section =
Liquidation
Section |
]
Property Account

Section

-

NOTE: Dotted lines indicate new units.

PO



A} A
Do weba e s
Preventive Medicine & B

Regional Organization

asic Heulth Sexrvices, MOPH, Kabul

Regional
Healih Oflicer

Dept. Regional Health
Officer Cum

Trigure 6

Curative Medicine, MOPH, Kabul

A

e e e e . = e mmm en am e - - = e S

Dh (TR,
Pr. Griwsin o

Provincial Health Ofticer

Training
Team (5)

Administration
4)

M.C,H., and

JFamily Planning

Environmental
l Health

c.D.C, TR,
© Small Pox !

el |
I Provineialti Provincial Health
Llio_s_p_itil_s: J's . Ofticer
Y \\
_______ mm———————— g
l Provincial { 1 Provincial
V Hospitals ©~ - -7~ 7~ L
, Hospitals y Hospitals
BHC BHC
BHC BHC
S~ BHC BHC

Provincial Health {

Officer Officer i
i
T T !
S _; Provincial . Y
~ Hospitals !
i Lo
BHC BilC
| BHC  BHC _
BHC  BHC




2. USAID

Initially, USAID)s manpower requirements (Dircct Hire
and Contract) will be high. By the cnd of Phasc I, as participants
return from training programs in the U.S.A. and third countrics,
and as the in~country iraining program bccomes instituticnalized, U.S,
personnel may he significantly decreased.

From the first year USAID will have three Dircet Hire
personnel in the Health/Family Planning Division involved full or
part-time with the BH3 projoect:

Projcct Advisor (scc SPAR, Annex §). This officer will
play a dircct rele in the implementation of this projecte  The person will
be concerncd with planning and cvaluation of all project components and
will be primarily responsible for insuring that AID inputs arc provided
in a timely fashion.

Health/Family Planning Division Chief. ("'Projccts Officer')
Thie officer is responsible for all personnel of the Bivision, including
contract, and is responsible to the Mission Dirceter and to AID/W for
performance of all personncl engeged in the work of the Division. The
BHS project will require mere than 50 percent of this cfficer's time.

Dcputy Chicf, Health/TFamily Planning Division. This officer
is the Projcet Adviser for thc Afghan Faraily Guidance Association's
(AFGA's) cxpansion program. This responsibility requires approxi-
matcly 70 percont of this officer's time, The time not devotes te the
ATFGA project is tc he deveted entirely to the BHS projest, assisting
the BHE Project Adviscr and the Division Chicf in all aspects of the
projcct.

BHS Prcjcct Advisor Administrative Assistant and

Translator (Local Hire) . This is the sceend new position
to be established by the USAID Hcalth/FP Divisicn for the new BHS
project. Fifty percent of this cmployee's time will be dircet support
of the Division in the carrying ont cf its responsibilitics for the BHS
project. The othor 50 percent will be related to the ATGA project, and

The nct increasc in U.S, direct-hirc and contract personnel
is two. Cneis the dirzet-hirc Project Advisor, and the other
is an increase in sizc of the MSH tecam from feour te five.



to the translation/interpreting neuds of the Division.

The Division also employs three' seerctarics of different
grades.  Additicnally, persconnel of Capital Develcpment and Engincer-
ing Division and the Controller's Office assist with project implementation,
The Engineering personncl will play a dircet role, cquivalent te a full
man-year per year. Their task is te certify BHC site scleeticns and
adherence to constructicn succifications. The Contrcller will provide
the equivalent of x/fracticn of a man-year per year for control of and
adhcrence to FAR procedures.

USAID Contract Personncl. It is proposed that a total of
seven contract personnc] assist the MOPH full time with the imple-
mentaticn of the varicus ceranonents of the projeet. Wo prepese to
continue the present contractors: Managomont Scicnecs for Health
(MSH) and the University of Califernia/Santa Cruz (UC/SC).  The
former has assisted the MOPH {or approximately threc years with a
staff of four adviscrs., Tac latter has assisted the MCPH with the ANM
project for approximatcly twoe years,

Manaperaent Scicnees ofr Health (Fhasc 1) The five advisors
of the MSH team will assist the MOPH in the achicveraent of project
cutputs. Two adviscre will participate dircetly with ccunterpart
cfficials in the design, implementaticn, raenitoring and cvaluation of
alternative delivery systemes in scleeted provinces. The MSH team
will participate in the desipgns of training programs and the writing
and repreducticn of training materials for alternative delivery systems
personnel, BHC personncl, Provineinl and Regional trainers and Kabkul
Ministry staff. They will advise on the content and methedelegy of
training scssions, and they will assist with the teaching of personncl at
all levels, particularly the "trainers of trainers.' To insurc stable and
continuous inventcrices of cssentiznl drugs, medicines and cther supplies
in the alternative delivery systems and BHCs, the MGH will assist with
logistic systems d-sign including warchoeusing, records and issuing,
With MSH assistance a raticnnl  systom has alrcady been installed in
the central Kabul medical warcheouse, and this syster will be adapted and
extended te regicnal, provincial and MCD (ccurty) levels, MSH per-
sonnel in Keobul aid in Cambridge headquarters will nssist the MOPH
with the sclecticn of the sherter torm, non-degrae training programs
in the U.S. and in third ccuntries; they will assist the MOPH tc
establish criteria to be mect by the candidates for these pregrams. For
the longer term needs cf the Ministry, MSH will assist with manpecwer
and rescurcces studics and with planning of health delivery programs
beyond Phasc I (1978).




In addition to the above duties relating directly to this Basic
Hecalth Services project, the team members will work at the direction
of the Ministry on special problems for which they have the technical
expertise, e.g. past work in the arca of drug procurement may bc
continuecd. Fivc Advisors are preposed:

Public Health Advisor, Physician SChief of Party)

Countcrpart: Presidents of: (1) Prcoventive Médicine
() RBasic Health Services

Will prcvide cverall technical and management coordination
to the rural health (BHS) delivery pregram,  Will assist his
ccunterparts in develeping and implementing technical and
manageracnt pelicies ncecssary for the expansicn cof the BHS
and for maintaining competence level of team and for general
administration of the MSH contract.

Managomoent and Information Systems Adviscr
Counterpart: President of Administration

Advises on the planning, installmient, and maintenance of
manageracnt systeras in support of rural health services.
Assists with the develepment of systems by which adequate
cquipment and supply Icvels arc maintained at all levels of
the BHG system. Specifically adviscs on infermaticn systems
for administration equipment and supplics (Urugs) transport.
Advises on information systems for 2HD wvaluation - client
record systeras fer VH and BHS through Kabul Ministry

Profcssicnal and Para-prefessicnal Training (Manpowcer)
Adviscr
Ccuntcrpart: To he assigned:

Adviscs on manpewer requirernents of the MOPH to develop
ard sustain a national BHS and VH system, Will advise the
MCPH on its Phasc I training plan, (1) overscas, (2) third
country, and (3) in-service, in-country. Will assist with
preparation of training matcrials and with teaching, primarily
in a "trainer of traincrs'" role.



‘Adviscr for Alternative Health Delivery Systems
Counterpart: To be assigned:

To assist his counterpart in the design, implementation,

and evaluaticn of the experimental alternative delivery
system. To provide specific guidance in the develcpment

of the technical materials and the experiraental methodology as
well as projections for a na honal program

| . l " .

Field 'I‘miner/Alternatlv‘uf Health Delivery Project
Counterpart: To be assigned:

To assist his counterpart in testing a training methodology
for teaching village and other health workers. To design
simplified training matcrials that may be mass prcduced.

Auxiliary Nurse Midwife Training (University of California/
Santa Cruz). Like MSH, this is an on-gecing activity, and becomes a
sub~-project of the BHS project.

Two advisors will be provided. One will be a public health nurse
educator and the ciher will be a nurse-midwife cducator. Each will
continue to work full time with the administrators and faculty of the
Kabul ANM school, They assist with curriculur: evaluation and revision
and with training of the ANM faculty. In Phase I, they will develop N\
institutional linkages between the ANM school and the BHS system in the
pro;ect area. These are necessary tc insure professional (technical)
backstopping of the ANMs werking in rural centers. The advisors will
assist the ANM school and the MOPH with the design of in~-service
training (rcturn to the scheol) for the ANMs working in the rural areas,

C. IMPLEMENTATION

1. Projcct Performance Tracking Network

Phase I, while representing only 15 percent of the MOPH
national plan, is still large and relatively complex. One hundred
percent achievement of targots is designed, but expcrienco ‘teaches that
the Afghan concept expressed in Dari, ".... all in the fullness of time"
is to be taken as seriously as the best designs of the planncrs. USAID
does not intend to hedge, but tc be realistic. The successful completion
of 75 percent of this project design within the 28-month time frame will
be considered geod, especially if in the latter third of the project,

progress is accelcrating. The implementation date will begin not later
than July 1, 1976, assuming AID/W and GOA approvals and a Project

Agreement signing before that date. The end of project (E.O.P.) is
September 30, 1978.
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Country: Project No: Project Title: date: /X/ original apprvd:
Afghanistan 306-0144 BASIC HEALTIl SERVICES (Phase ) 2/28/76 |/ / revision#
CPI DESCRIPTION Respon- Respon-
Date sibility Date sibility
Prior Actions
A, Jan 76 GOA approval of project concept. MOPH 8. Jan 77 TFirst Alternative llealth Delivery MOPH/
B. alur 76 Phase I Project Paper submitted USAID System (AHDS) designed and ready MSH
1o AID/W . for field testing.
B . DMuy T AMD/W approves Project Paper. AlD/W 9. Mar 77 BIHC(C site selection completed in Balkh. MOPH/
3 juin io FY 76 ProAg signed. Dased upol USALD/ and Munduz Regions. (14 in Balkh and  USAID
receint approval from A{DAW MinPlan il in Kuneduz.)
prior mid-May 76. 0. Apr 77 Construction begins on the 25 BHCs MOPH
2.  Aug 75 Site selection for 9 acw BHCs in MovrH in the Dalkh and Kunduz Regions.
Ghazni region. 3 incomplete BiCs; USAID 11. Apr 77 Fraining programs for MOPH MOPH/
2'in Ghazni and 1 in Kunduz will also personnel to be assigned to new MSH
be certified during this period by BIICs will begin.
MOPH and USAID. 12 Apr 77 Two AIDS sites sclected. Second MOPH/
3. Aug 76 BHS Project advisor on duty in AID/W/ AHDN system designed. MSH
Afghanistan. USAID 13. Apr 77 ProAg signed for FY 77 funds. USAID/
4. Sep 76 YroAg for Transition ¥Fiscal Quarter. USAID/ MOPH
MOPH 1. May 77 "Incomplete" BlICs - 2 in Ghazni, MOPH/
5. Oct 76 10 new emplovees, 2 professional and MOPii Iin Kunduz - completed and jcintly USAID
8 technical assigned 1o Construction cettified Yoperational” by terms of
and Engineering Div. 1 new Proag. (FAR reimbursement made.)
professional employees assigned to 15. May 77 Ficst AHDS model begius test in MOPH/
Presidency Basic Health Services. selected site. MSH
6. Nov 76 Designs agreed apd construction be-  MOPH 16.  Jun 77 Evaluation USAID/
gins on 9 new BHCs in Ghazni Region MOPH
and restart incomplete construction on 17. Jul 77 BHC sites (13) selected in Kandahar ~ MOPH/
2 BHCs in Ghazni end 1 in Kunduz. Region. USAID
7. Jan 77 Four rented BHCs tacluding one MOPH 18.  Jul 77 Eight rented (new) BHCs, including MOPH
Rank I, begin operating at agreed 2 Rank I, 4 in Balkh, 4 in Kunduz.
sites in Ghazni. (Sites where new 19. Jul 77 Second AHDS model begins test in MOPH/
BHCs are under construction.) selected site. MSH
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Kandahar. Certified by MOPH and
USAID as "operational' under terms
of ProAg and eligible for reimburse-
ment by USAID on FAR procedures.

=_ Cour-ve: Projec* X :: ; Project Title: date: l X / original ‘ apprvd: 4
_a__éggpgm;s;‘a.ll _ 306-0144 BASIC HEALTH SERVICES (Phase I) 2/28/76 |/ /Tevision? d
CPI DESCRIPTION Respon- l
Date sibility
20. Aug 77 Construction begins on 13 new BHCs MOPH
in Kandabar.
2l. Oct 77 Four rented BHCs including 1 Rank I, MOPH
operating in Kandahar
22, Mar 78 ProAg signed for funding balance of USAID/
project. MOPH
23, Apr 78 9 new BHCs in Ghazni certified by MOPH/
MOPH and USAID as "operational" USAID
under terms of ProAg. (FAR
reimbursement made.) !
24. Apr 78  Evaluation. USAID/
MOPH
25. May 78 First AHDS test ends. Results MSH
studied. MOPH/USAH]
26. Jul 78 Second AHDS test ends. Results MORH/MSH/
studied. USAID
27. Oct 78 38 new BHCs completed. 14 in MOPH/
Balkh, 1l in Kunduz and 13 in USAID
3




2. MOPH Personnel Projections

Table 3 following is from a,draft prepared by the MOPH
for the Seven Year Development Plan., This relates personnel needs
to projected availabilities. There are some instances, notably
Auxiliary Nurse Midwives (ANMs), where projected availability is
considerably higher than current facts can support; however, even
iz the ANM category, procceding from the 1976 base cf 101 and pro-
jecting graduation levels at 100 per ycar beginning with 1977, therc
will be sufficient numbers fcr the BHS programs. In seven years,
it may be noted the more scrious deficiencies are vaccinators
(approximately 50 percent), sanitarians, lab technicians and nurscs.
However, given the flexibility of BHC staffing, there can be shifts,
C.g. between compounders and pharmacists; nurses and doctors;
and nurscs and vaccinators. Depending on population densities and
proximity of centers, both vaccinators and laboratory technicians
can scmetimes provide ceverage for more than one center. Further,
as the MCPIH studies the projected deficiencies (in absclute
nurmbers) it is expected measures will be taken to expand the edu-~
caticnal programs. Such planning is already in evidence between
the Ministry of Planning and Kabul University in connection with the
Seven Year Develepment Plan., We do not, therefore, see any
sericus personncl constraint fcr the Phase I BHS project.
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Table 3

Manpower Requirements

Medical Vacci-  Asst. Sani- ANM X-rayv X-ray Lab Com- Pharm-

Year Recorder nator Dentist tarian Midwife Mechanic Tech Tech pounder acist Nursec Doctlor
1354 needed 82 700 60 412 261 \ 46 69 233 229 109 729 645
1975 present 17 645 s 297 260 121 62 120 239 291 81 787 703

Vv

1355 needed 87 762 65 443 287 51 79 364 260 119 805 701
1976 present 17 645 117 312 310 67 120 263 311 108 847 792
1356 needed 88 818 66 472 313 58 8l 429 287 146 852 743
1997 present 17 645 11s 336 410 67 120 285 325 134 907 884
1357 needed 94 875 68 504 339 62 89 466 318 149 12 822
1978 present 17 645 114 352 510 71 120 303 341 297 967 1033
1358 necded 19 927 71 534 365 61 97 501 350 151 (144 914

1979 present 17 645 n2 368 610 73 120 321 359 274 . 027 1095
1359 needed 108 991 72 567 391 71 107 539 384 155 1322 1023
1980 present 17 645 111 384 710 75 120 339 3176 330 1087 1229
1360 needed 15 1058 74 604 417 76 115 576 420 161 1534 1155
1981 present 17 645 109 400 810 77 120 257 393 361 1139 1389
1361 necded 119 114 75 635 443 79 115 608 450 164 1605 1202
1982 present 17 645 108 416 910 79 120 375 410 451 1207 1564

Sources: Draft of MOPH's Seven-Year Deveclopment Plan (1976-1982)



3. Perscnnel Training

Overscas Training

The sclection of personnel for overseas training will begin
in June 1876, Thosc requiring English training to qualify will be
scheduled, with alternates, for language school, Four candidates for
the graduate lcvel program will be selected and qualificd by August 30
1976. Participants sclection and the final Phasc I participant training
plan will be completed on or beforc January 1, 1977,

In~Country Training

A Phasc I, in-service, in-ccuntry training program
master plan, is tc be implemented. While this is primarily for the
personnel to be eraplcyed in the Phase I prcject arcas, it would not
exclude perscnnel in non-project arcas. The personncl te be
assigned tc the Resicnal, Preovincial, and BHC levels will in all cascs
have hac professional and para-professicnal training in their
specialitics; hcwever, the application of thesc skills to the rural
setting and tc the concepts of preventive mcdicine needs tc be taught.
The ccneept of BHC personnel functicning as an inteprated team
needs te be taught. Supervisory skills of clinic directcrs, Pro=-
vincial and Regional Health Cfficer need to be improved. Training
of trainers will begin on or befcre January 1, 1977. Irmplemcentation
of the plan will be cocrdinated with the clinic expansion plan to
insure, to the desree possible, that cach clinic upon opening will have
perscnnel traincd especially for BHC werk,

Third-Country Training

MSH will advis¢ thc MCPH on the utilization of training
programs and crientaticn visits by MCPH personnel to countries
having programs relevant to the programs of Afghanistans A third-
country training cbscrvation prograri will begin by January 1, 1977,

4, BHC Information System:

The final health service peints arc the BHCs and the AHDS
workers, At cach cf these levels, data must be acquired for each
perscn served. These data must be summarized for pericdic reporting
to Provincial health cffices, Repgicnal health cffices, and the MOPH
in Kabule A BHC record system was designed for the Parwan
Province cxperiment and tested over the brief (six months) duration of



that experiment. The experience gained enabled the MOPH tc make
a good beginning in the design of effective and simple clinie and client
infcrmation records.

Early in Phase I, an agreed client record for use at the BHC,
together with the summary reports required for each BHC tc report up
thrcugh the BHS hicrarchy, will be developed with MSH assistance. The
systen: will be included in the medical and para-medical health worker
manuals and in-service training programs will include instructicn on
the purposc and usc of the recerds and the systery as a wholes,  BHS
superviscrs will monitor and retrain BHC perscnnel in the operation of
the information systemy  during BHC inspections. The AHDS models
will similarly test metheds of clicnt data collection and reporting.
Because AHDS workers will likely be perscns with very little education,
some may be illiterate, exceptionally simple and innovative systems
will have tc be develcoped.

The purpoesces of the information system arc: (a) tc build
individual clicnt health histeries in crder that subscequent health
personncl may serve individuals more effectively; () to develep
over time the data necessary to construct a health "prefile” of the
pecple served within a particular gecgraphic arca; (c) tc previde
a basis for the cvaluation of the performance of each BHC in general
and individual personnel; and (d) to previde a basis for subsequent
health research at the MCD, provindial, regfional and national levels,
Data which arce aggregated and analyzed at these levels will also be
used in the periodic Phase I evaluations,

Client record forms, keyed to instruction manuals and
training programs, will serve not cnly to recerd data but to teach BHC
personnel how tc serve pecple. A client record foerm, containing a
scries of questions, serves as a checklist fcr physicians and para-
medicals when they are interviewing clients,

In the Parwan Province experiment, information gathering
was kept quite simple and included:

1. A brief patient history: patient complaint, diagnosis
(including laboratory tests), and treatment, Child- weight
charts and vaccination records werc also maintaineds If
a patient was referred tc a hospital, this was noted,



2. Summary BHC records, based on individual client records
and administrative records, included numbers of clients by
age, sex, complaint, diagnoses and treatment. The BHCs
rccorded and reported on vaccination activities, activitics

of the clihic sanitarian and such administrative matters as
vehicle use, supplies, inventorics, etc,

This simple syster: when adequately maintained by trained per-
sonnel, will provide reasonably accuratc data for reperting and systematic
analysis, The pericdic reporting will be fairly frequently, perhaps as
cften as monthly, to provide informaticn to higher levcls in the system.
The infermation system will provide a basis for estimating the pro-
portion of the target pcpulation being served, perceptions cf the
importance cf various discases, shifting patterns of disease, supply
system functicns and, cver time, a basis for the MOPH's short and
leng run financial planning,

5. Supply Managemont

One cf the first preblems of the MOPH addressed by the MSH
management advisory tcar was the precuring, shipping, warehcusing,
and issuing cf commoditics. USAID assistance was previded for contral
warehouse cquipment which is now installed. MSH previded the technical
assistance necessary for the raticnalizing of the supply and equipment
systems. At the central warchcuse level new systems have heen
installed, ncw jcb desceriptions adopted, and werk manuals develeped.
Personnel of the Presidency of Administration reccived short-term,
practical training in the U.S. which was planned and administcred by
the MSH team. Thus, a gced beginning has been made,

The MCH team: assisted the MCFH in studies of the com-~
modities systems down to the BHC level and, in the Parwan mcedel,
tested clements of this system. The probleris are considerable and
- typical cf least develcper! ccuntrics, c.g. drugs and medicines arc
allocated quarterly (and scrctimes nct cvery quarter). Decisions on
allocations arc made at the center -- a "push" systom - - with little
or ncthing kncwn about inventery levels or needs at the Provincial
and BHC leveis. The wrecked, delayed cr nen-existent delivery truck
is prchably one of the most ccmmon excuses for the nen-reccipt of
supplies at Provincia! facilities and BHCs. The formulary had not,
cver the years, been eramined critically, with a result that the system
was burdencd by greater numbers cf items than appropriate for the
neads at the BHC level. As part of its work, the MSH team analyzed
the systecm and the cermcdities to be moved within the systern.  During






a maximum cf 24 mcnths and only where a new BHC is to be

constructed. We have learned in the AFGA prcject that very few villages
and! towns have facilities for rent; we therefore nlan for only 20, four

of which will be at the Rank I sites.

Rontal
puring Phase I, funds will be required for the rental of
facilities at 20 different sitcs. The cost over 36 months is estimated

tc he $20, 000 of which USAID weuld centribute 78 percent er $15, 000,

Construction of New BHCs

In the arcas selected for Phase I activities, there are
approximately 145 Mincr Civil Divisicns (MCDs). Thesc administrative
units arc called Weleswalis an?! Alequadaris. Of these 145, the MOPH
has determined tiat 5C require o new BHC. Among site criteria are:
Pcpulaticn and its distributicn; cxpected acceptance by the pepulation;
the perceived haalth neede; ndministrative requirements, ete. In
Phasc I all of these new centers will be brought to an agreed minirial
cperational standard, (Sce secticn 7, following, )

In Table 3, the new BHC sitzs are tentatively identified.

Final sclecticn will be cdetermined by site visits. A Rank I center
will be the administrative an? training center for the Health Region,
and therc will be cne of these in cach region. In Phase I, four of
these will be built, The MOPH, by using; %he Provisional Gazctteer
and the ADS/SUNY pepulation density maps, has identificd what it calls
"Prpul’wucn cf Catchment Arca' and by its definition, all these persons
(ﬁfth column, Table “4) would have reasonable access to the BHCs. It
shculd be noted that in the tables there arc a fow exceptions, notably

at Jarqcdug and Qaramqul in Faryab Previnee and at Gomran in Legar
Provincc. The MOPH's intcrmaticn reparding pepulation of the catch-
ment areas at thesce leeaticns differs consm\,rably from cther data,
and final determination of the size of the BHCs required can cnly be
determined by site visits., The total pcpulatlon within the catchment
is estimated te be 831,213 - - or rcughly half the population living
within these administrative units, These 830,000 comprise the
tetal target pepulation for Phase 1. '

Fellowin'; Table 4 is a map of Afchanistan which indicates
the Phasc I prcject arcas and the BHC by Rank and site.



1. Kandahar Health Region

Basic Health Center Sites

Population of

No. of Towns/ Catchment RANK
Province Woleswali Alaquadari Villages Area BHC Site II I
Kandahar Ghorak 11 6468 Ghorak Cir 1
Naish 14 8232 Naish Ctr 1
Dhola 14 8232 T.B.s. [/ 1
Arghandab 35 20580 T.B.,S. 1
Shega 17 9900 T.B,S, 1
Shoarabak 25 14700 Shoarabak 1
Helmand Grishk 46 27048 T,.B,S.
Kajakai 46 27048 Tafawar 1
Sarban Qala 18 10584 Sarban Q. Ctr 1
Deshu 9 5292 Deshu Ctr 1
Oruzgan Choara 12 7761 Choara Ctr 1
Kajran 15 8820 Kajran Ctr 1
Gazab 18 10584 Gazab Ctr 1
Totals Kandahar Region 280 165249 9 3




1. Kunduz Health Region

Table 4.b

Population of

No. of Towns/ Catchment RANK
Province Woleswali Alequadari Villages Area BHC Site 1 I
Kunduz Kunduz Cenier 30 46, 000 Kunduz 1
Chardara 25 14,1700 Door Robad 1
Emam Saheb 20 11,760 Basus 1
Dashti Axrchi 7 9, 996 Shahrawan 1 fn/
Qala-i-zal 14 8, 232 Q. Ctr 12
‘Takhar Chal 10 10,584 Chal Ctr. 1
Khawaja Ghar 22 12,936 Kh. Ghar 1
Bangi 22 12,936 Jalayer K. 1
Rustaq 24 14,112 Rustaq Ctr. 1
Farkhar 17 9, 996 Farkhar 1
Kalafgan 15 8, 920 T.RB.S. 1
Baggalan Dhana-i-Ghori 36 21,168 1
Total Kunduz Region 252 181, 340 1 3

fn/ This BHC is under construction and to be completed in this project.




. Balkh Health Regions

Table 4.c

Population of

No. of Towns/ Catchment RANK
Province Woleswali Alequadari Villages Area BHC Site I
Ruikh Chemtal 17 9,996 Aheen Qala 1
Kushendeh 17 9,996 Kush. Ctr 1
Dehdadi 24 14,112 Dehdadi 1
Mazarsharif 48 28,324 Balkh
Charbolak 48 28,224 Qoorachi 1
Charkanat 25 14,700 Kohnageshlaq 1
Jozjan Sangcharak 20 11,7690 Sazi=Kalan 1
Sar-i-pul 29 17,052 Saripul 1
Kokestanat 13 9,520 Kohestanat 1
Balkhab 15 g, 820 Toghi-Payan 1
Faryab Darzab 4 2,352 Jarqoduq 1
Shirin Tagah 15 8, 820 SaidKoh 1
Almar 23 13,524 Almar Ctr 1
Qaramoul 11 6,4€8 T.B.S, 1
Total Balkh Region 309 183,668 13




IV. Ghazni Health Region

Table 4.d

Population of

No. of Towns/ Catchment RANK
Province Woleswali Alequadari Villages Area BHC Site I I 11
Zabul Daiachoopan G5 38,220 T.B.S. 1
Ghazni Joghori 44 19,404 T.B.=, 1
Joghori 33 25, 812 Mulakhail 1 fn/
Malestan Sarasaheb 90 52,920 Nawdeh 1
Ghazni DeYak 25 20, 540 Ghazni 1
Nawor 30 17,640 Dahana-i- tn/
Barigak 1
Maidan Chaki Wardak 43 25,284 Bandi Chak 1
Daimirdad 35 20,580 T.B.S. 1
Logar Khoshi 35 25,284 Shinkai 1
Baraki 56 32,928 Baraki Ctr 1
Md. Agha 38 22,344 Gomran 1
Total Ghazni Region 504 300,956 1 9 1
PIASE I Project Totals: 1,345 831,213 4 42 4

~n/ BHC under construction &nd te be completed in this projeet.



Rank I - There will be only one Rank I center for each Health
Region in Afghanistan. In Phase I, four of this Rank will be built. The
Rank I BHC includes a polyclinic of ten rooms, a training center having
two rooms for instruction and four rooms for the Regional Health Officer
and his staff. Living quarters will be provided for the polyclinic persornel
and hostel space for the trainces to be served by the training center. The
estimateqd cost of cach Rank I EHC is $560,000 of which U”AID would pay
75 percent - Total $180,000 for four.

Rank II - A Rank II BHC consists of o ten room polyclinic, and
living quarte~s i the site for BHC personncl. The estimated cost of
each Rank II BHC is $42,500 of which UCAID would pay 75 percent - Total
$1,243,1256 for 39.

Rank III - a Rank IIT BHC will consist of a cix room polyclinic
and living quarters for the BHC personnel. The estimated cost of each
Rank III BHC is $30,000 of which UZAID would pay 75 percent - Total
390,000 for four,

The cost of the construction:cf the above new BHCs in the
Phase I areas is estimated to he $2,017,500, UZAID's contribution
would be 75 percent o a total of £1,513,125. The cost estimates are
based upon architcctural and engineering drawings preparced for MICPH
by the Minister of Public Works some years ago. New drawings will be
prepared by MGPI and carefully reviewed by UDAID. 1t is possible,
with some modifications in the bhuildings' lavout and the drawings and
upon a detniled review of the bills of material and labor charges, that
some savings will accrue to the project. Dused upon the Mission's
experience in other FAR assisted projects, we arc confident that the
estimated unit cousts -- exclusive of inflationary factors -- will not
exceed these stated in the Project Paper., Additionally, there are
three Rank II centers within the Phace I area which, on May 1, 1966
will average 60 percent completion, Tubject to inspection by the MCPH
and USAID Engincers and the BH% Project Advisor and certification that the
existing construction meets the agreed standards, UCAID will, by the
same FAR standards applying to ncw construction, pay up to 75 percent
of the costs required to complote these three centers, estimated ai
$38, 250,

Site Telcction - The sites sclected by the MCFH (Table 4)
are mostly tentative and based primarily upon informatibn available
from the Provisloral Gazateer and from the ADS/SUNY MCD popu-
lation density maps., When final site selections are made, they may be




expected with a few exceptions, to be in the 50 MCDs now indicated,
However, to determine which town or village among the many in each
MCDs should be 2 BHC site requires ficld visits. Field visits will begin
on or hefore the signing of the Project Agreement, First, the three in-
complete centers (RQali-i-zel in Kunduz Region, and Mula Khail and
Dahana-i-Barigak in Ghazni Region) must be jointly certified by thc MCPH
and USAID engineering and the project Advisor so that they will qualify for
USAID assistance under the FAR procedure., Then, the new sites will be
selected in the following order:

(1) Ghazni Region June through September 1576

(2) Kunduz Region September thrcugh Deceraber 1976
3) Mazar Region December 1976 through March 1977
(4) Helmand Regicn Maurch through Junc 1977

To expedite the delivery of health services, the site survey
teams, in addition to certifying ncw BHC sites, will seek to find buildings
which may be rented. When these are located, the MCPH will make
arrangerte nts for renting, rencvating, supplying and staffing, Temporary
facilities will be lceated only in or near the town/village where a new
BHC is being huilt, onc of the reasnns being that the BHC poerscnnel will i
have an interest in secing the new BHC built to standards and cn as fast
a schedule as is recasonable, Gpecial pricrity will be given to the tormp-
rary Rank I centers sc that regional administration and training can be
initiated.

Ench site will be jointly certified by the MCPH an! UCAID, based
on a site visit, No BHC will be eligible for UCAID assistance if UCAID has

nct; participated in certification of the site beforc construction.

BHC Designs

The MOPH has agreed with USAID tc review its present designs
and specificaticns. Prior te the implementation of this project, the MCPH
will have prepared preliminary drawings. A locally available and mutually
agreed ARE firm, possibly Kabul University, will evaluate the plans and,
with adviscry assistance fror MCPH and USAID, complete designs and
prepare working blueprints for the BHC contractors,

Construction Cehedules

Immediately upon completion of the site certifications in each
Region, the MOPH will make arrangements for construction contracts,
Construction shceuld begin as scon as possible but not later than 60 days



after site certification.

Construction Monitoring

Construction wiil be moniterad both by MCPH and USALD
engineering personncl, Approximately three visits will be made to
each site while construction is under way. A final site visit {s re-
quired by UTAID to certify the building is complete and meets agreed
standards. This is a neccessary but not sufficient condition for FAR
payment,

7. The Cperational Basic Health Center

The focal point of the Phase I activity is the BHC net-
work, The EHC network is important first becausc of the service it
will provide to the people in its catchment areas, secondly, it is im-
portant as the back-up support system for the AHDC modcls being
tested in Phasc I. Finally, the operation of 50 RHCs in the four pro-
ject areas is the most critical indicator of the abilitics of the MCPH
and USAID to achicve the project purpose on a planned schedule,

The Project Agreement signed between UZAID and
the MCPH will describe clearly the criteria to be met by a Basic
Health Center to qualify for reimbursement by USAID of 7587 of the
agreed upon dir ect construction costs: materials, labor and
transportation. Each BHC will have a minimum staff of qualified
personnel eac hof whom will have reccived additional, in-service
training especially for service in a BHC. For cither a Rank I or
Rank IT center the BHC staff will include a minimum of one supervising
physician (alteranatively a senior nurse), onc Auxiliary Nurse Midwife
and two para- medical personnel (The two para-medical may bé from
among the following: vaccinator, sanitarian, nurse,laboratory technician, -
pharmacist or compounder. ). *

For a Rank IIT center, the minimum staff will be three,
in cluding the clinic director (either a physician or senior nurse) and
Auxiliary Nurse Midwife,

* Optimum, planned staff is 7 for Rank I and II; 4 for Rank IIL.
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Operational Criteria

1, Each medical, para-medical and auxuliary nurse mid-
wife will have completed satisfactorily the educational and MCPH
certification requirements for the position to which he/she is assigned.

2, Each clinic will have the necessary supplies (ledgers,
charts, etc.) necessary for the maintenance of a complete clinic
record sys tem upon which will be based summary monthly reports
(health, administrative, financial) to the Kabul Ministry through the
Provincial and Regional Health Cfficers, In-service traini ng will
have taught the correct maintenance of the records and preparation
of the required reports.

3. Each BHC will have the minimal medical equipment
for the services to be provided -- these will be specifically identified
in the first "Letter of Understanding' to be agreed betweer. USAID . o
and the MCPH prior to project implementation, ( AT _ [l sl )
SN R4
4, Each BHC will have sufficient drugs, medicines, dressings
and other supplies sufficient for three month's operations. A spccific
inventory will be agreed between USAID and the MCPH in the first -
"Letter of Understanding. " VO J )
5, Each BHC will have one vehicle permanently assigned. ( e
bk
8. The leadership of each village within the BHC catch- T
ment area will have been visited by an employec of the MOPH and been e b
advised of the date the BHC is to open and of the kinds of service it is to
be prepared to dispense.

7. Each BHC will have been inspected jointly by UCAID and
the MCPH prior to, during and upon completion of construction and be
certified for adherence to site, design and construction specifications,
Living quarters and other facilities adjacent to the poly-clinic building
are to have been similarly certified.

The above criteria will be mct hefore the USAID project
advisor and UTAID's Enginecering and Controller staff will certify a BHC
"operational' and eligible for FAR payment, To insure this system
proceeds in an orderly and timely fashion will require continuous and
careful monitoring by MCPH and UZAID staff. Coordination of all pro-
ject components -- personnel, training, construction, supplies, re-
porting -- must be carcfully maintained and schedules adhered to.



8. Alternative Heaith Delivery Cystems(AHDS)

Introduction

The Basic Health Jervice program has existed for some time,
and through this project we will improve it and expand it. We are starting
from a base, which while weak, exists and is understcod. hiary procedures
will be new, but basic concepts arz generally acceptec.

The Alternative Health Delivery Dystems (AHDZ) component of this
Phase I project is much newer., Therc exists little knowledge or experience
in Afghanistan and few cxcept the higher officials of the MCPH have studied
the AHDS concebts o5 apnlied in other countries, There is, however, sub-
stantial agree ment among the MCPH and even higher levels of the GGA, and
among the paiticipating d-nors, that the GCA's hcalth goals cannot be at-
taine d without developing within Afghanistan a system or combination of
systems through which villagers may obtain minimal health education and
services, These are the Afghans living in widely scattered 'settlements”
outside of the “BHC catchment areas.

We have learned from rccent research and surveys (ADS/SUNY
and MCH Parwan) that rurai people scek and pay for health care from a
variety of sources, Inthe Parwan survey, for ecxample, it was found that
pharmacies accounc for ahout one-third of a'l medicines obtained by the
households , and that the pharmacists or compounders must cften assist
with diagnosis and prescrintions, Small store keepers {dokhans) usually
stock a minimal sunply of medicines and give advice on their use, The
midwife (dai) is assumad to be o nart of the traditional health service in
all of Afghanistan -- at least she hor been found in the arcas in which
surv_.::s have been made, Barbers, injectors, bonesetters, and religious

teachers all play soine role in the informal, traditional health system.,

It is important tc notce that the people seek the services of these
people when in necd. The scrvices arc almost exclusively curative,
Examples of villagers secking and paying for proventive care are few
perhaps only for smallpox vacceinations and for infertility preblems.,

The AEDS mocdels to be designed and tested in Phase I will take
into account the existing petterns of health behavier to the extent these
are known, What is nositive will, of course, be reinforced. Whercas al-
most all traditional vare nowv is in the pattern of people secking services
(cura. - vz plan in the AHDC models to introduce the concept of
services seeking people (preventive and curative). Given existing patterns
‘of behavior, 't secms absolutely necessary to obiain confidence by







It is planned that thc AHDC models begin with only the most
simple, basic tasks to be perfermed. Cimple diagnosis and treatment
(or referral) of only five or six discases would be taught: (1) Gastre-
enteritis and childrens' diarrhea, (2) conjunctivitis and trachoma, (3)
"aches and pains'', {4) skin infections, (5) worms, and (6) bronchitis
and pneumonia,

Additionally, a VHW would provide advice on childhood
malnutrition detection and prevention, weaning practices, hygicne
particularly as it relates te diarrhea, first aid, food storage and
preparation, family planning and contraceptive scrvice.

AHDS Werker Qualificaticns and Training

Basic VHW qualificaticns would be interest, maturity, intelligence,
and acceptance by hech villagers and the village headman. The VEW would
work only in the village (scttlements) where .he is known. Training and
supervisicn must take into acecunt that some of the VHWs will be
illiterate (fcmale literacy in rural Afghanistan is less than 19). Training
of VHWs will, in mcst instances, have te be done in the villages because
some will nct be able tc leave their hemes for training programs at the
Regicnal Training Centers. It is yet to be detcrmined how many families
could be served by cne VH\W, and whether it is desirablc/necessary to have
two VHWs working as a team (possibly a husband and wife team).

The selection of 2 community entrepreneur would require some-
what similar criteria, The person should be interested, preferably already
handling basic medicinzs and wishing tc lecarn more about them. His
selection s hould be apprcved by the villagers and headman, He should be
literate.

Training will be both "on site" and, wherc possible, in the
Regional Training Centers. Supervision will be from BHCs, Follow-up,
in-service training must be at frequent intervals to insurc support and
to monitor effectiveness,

g, Prcgrams of other Deners related to the Basic Health Services Project

The representat’ves of WHC, UNICEF, UNFPA and UNDDP have
participated in varying cegrees to the development cf this paper. WHC,
UNICEF ‘and UNFPA have critiqued carlier drafts. They have discussed
the relaticnships of their project activities, both ongoing and planned.
They have shared drafts of their program documents.,



WHC

WHC's 1976 malaria prcgram is currently budgeted at
$880,000 - - the projection for 1977 is tentatively $250,000, They
provide advisory services, training and some commodities, They are
not, anc do nct plan to be, the major donor for insecticides. This
program works thrcough the relatively strong vertical MCPH malaria
organization which has more autonomy than any other within the Health
Ministry. The malaria situation in Afghanistan has been relatively
stable, but the resurgence of malaria on the sub-continent in 1975,
the possible appearance of resistant vectors, and the escalation of
costs for inse cticides are all causing concern in the MCPH. This
cencern has not yet stimulated serious thinking about the integration
(or even clese coordinaticn) of the malaria program with other pro-
grams such as BHT; however, dchors arce enccuraging the MOPH to
think of the BHS system as a key component in a naticnal malaria
maintenance pregram. The position of sanitarian in the BHC staffing
patte rn cculd permit a fairly casy transiticn, WHG's 1976 and 77
tuberculcsis (TB)programs provide $120,000 cach year., This is
for advisory services, training and commeditics, The pregram is al-
most ¢xclusively within the MOPH's TR hcspitals.,

Acdditionally, WHC provides advisors in several other areas:
Advisors in the arcas of BHT and Family Health are the ones most
directly related to this project. A Mursing Advisory project is ox-
pected to phase out, there being cnly $13, 000 provided in 1976,

WHC is currcntly developing an imrmunization pregram to
which cther donors will be asked to contribute. It is planned to begin
in Kabul City and move, in time, to rural areas.

UNICEF

UNICETF s major cffort is in health, U‘nof&'a' Y UNICEF
projects a program cof 36,000,000 from the second half of 1977 through
1982, of which $5 million is for health and over half .for UNICEF's
potable water projcct activitics, UNICEF's focus in coming years is tc
be upon: infant mortality and morbidity; feraale mortality and female
educaticn (status of woemen)., In Basic Hoealth Services, its 1976 program is
approved at 3512,000 of which approximately 90 percent is for commedities,
e.g. cquipracent and supplics for new health centers. For the first balf of
1977 the budget s, $115,000. The UNICEF potable water program for 1976,
including the carmarked Swiss contribution, is $638,000. For the first



half of 1977, the budget is $290,000 (also including Swiss).

UNICEF's BHT equipment and water projects are the two most
important projects related tc this UCAID BHD project. UNICEF gives
first priority itc providing potable water at the basic health centers and
schools {alsc a USAID-assisted project). Their implementation plan is
to be closely ccordinated with this EHT implementation plan,

Als o impoertant is the UNICEF vchicle procurcment and
maintenance project (1974, 75 and 76). Approximately 200 vehicles
have been turned over to the MCFH in the past year, a number more than
sufficicnt to insure there being one at cach BHC. UNICEF will continue
its TIMC project (Transpert and cquipment maintenance training).

UNT P4

The current UNT FA projects arc less directly related, Its
main cffort is in demography. It has a commitment of $525,000 to assist with the
first national consus and with registration; the adviscrs arc in country * /and
the census design has been complated,  Assistance frem UNFPA includes
advisory services and commodities, ¢, g., vchicles, UNFPA has a Family
Planning ecuc ation preoject ozt is planning a Family Planning scervices
projeet. These are relatively modest (appreximately %400, 000 over three
years) and ''pilct" in nature. Further work may be undertaken in infant
mortality studizs.

WEP

The World Feod Program (WFP) was over 35,000,000 in 1975 and
is expected to continue at this or a higher level. The budget is largely for
imported fecod .commedities which are distributed threugh several channels
including the Basic Health Services. While UCAID has cbscrved that this
focd distribution at the RHCs disrupts ~ther health activities and demands
the time of medical and paramedical personncl whe might be better utilized,
we alsc recognize that the program does encourage pecple to comce te centers
where, intime, they may be motivated to make better usc of the health
services,

U.S. Peace Corps

In past ye~rs the U.C. Peace Corps has provided a variety of
personnel to the Ministry of Public Health, Currently almost all such PCV
assistance is being phased cut ('suspended' may be the more accurate word).



The rcasons arc not theught to be related cither to the need cr the quality
of PCV assistance. The Pcace Corps country Pircetor would b receptive
to renewced requests from the | W.CPH, cspecially for the ANv pregram,
and discussicas amoeng FPeace Corps, MCPH axd Ministry cf Planning arc
centinuing,

CARE-h-edico

This program is many years old and will continue, It is
narrowly feccuscd, CARE-Iicdico provide U.C, specialists to teach
Afghan phy sicians in <nc of Kabul's majer hespitals, This is o well
adrministcroed program and one which has beon highly regarded by
succcssive Henlth Ministers, CaRE weuld like to develep pregrams in
nutriticn and nutrition training and its discussizcns with the MCPH are

catinuing,

Cther Deners

Ameag mafor doners are the USIR, Pecoples Roepublice of China,
Federal Germnn Republic, India and others. GPEC ccuntrics have funds
availabie for the health scetor.

Their programs in no way duplicate USAID's proposed assistance.
China and India have helped with hospitals and continue to o s, The USE
assists with malnrin and other pregramis. The FRG last year assisted with
insceticides for the maleria pregrari.  Iran is understcoed to be willing to
provide substantinl sun:s for the walaria prepram in coming years, but ne
agreewients have been concludod,

D. EVALUATICN AMND BASELINE DsTA CCLLECTION

1. Evaluatica

As indicated clsewhere in this PP, no problem is as important
in Afghanistan's develepment milicu and perhaps as pcorly understcod as
the convoluied interrelaticnship mong impraoved health, population growth
and cconeomic develepment, Extant methodnlegies for evaluating these
internctions have proved to be oversimplificaticns or too complicated for
practical ~pplicaticn in the £fghan envirorment; e.g,, computations of the
dirccet and indirect costs <f illness (mortality/morbidity), computations of
the impact of health services on the ceoncmic value of humen life, birth-
lifc-death medels, and assessmeints of the impact of health services prajects
using cest-hencfit analysis. The fact is that the effeets ~f "better health”
(presumably o be derived from health carce delivery systems) cannct be



adequately quantificd s 0 as to beccme a manageable part of the thrce
dimensional matrix of health, population growth and eccnomic develcp-
ment. As Taylor and Hall stated:

(In) the dynamic equilibrium bctween the threc
major componecnts of this matrix, cptimum progress
cccurs when all clements move forward together, the
gencral objective being improvement in the quality of
lifc, Neither econernic develepment nor health of it~
self is a sufficicnt geal, . . The general conceept of
an improved quality ~f life chviously cannot be readily
meaasurcd, The sccial ccmpenents of .a better quality
of life arc benefits in themsclves, but, more impertantly,
they can. he uscd as instruracents of change ¢r as means
of increasing procuctivity. Bctter health is beth an
object ~f and 2n instrurrent for development. In this
preeess, population growth is an istermediary force of
incrcasing relevance, ”

This s tatement suggoste a synerygistic sclaticnship between
health and cther devel cpment..scetors, and to the extent this cbtains,
constraints cn cne sceetor can and oftea do act as constraints cn health
improvement, orvice verse, For cxnmple, dramatic eccncmic changes
have occur red when the amcount f Iand available for cultivation has been
incrcased by removal of a health e~ astraint such as malaria,

These constraints to understanding the impact of health services
prcjeets on the population they scrve, in turn impact on the Mission's
ability tc plan, implement, racnitor and report on any but the simplest,
most quantifinble and unambigu - usly chservable indicators of project
achicvement 2nd success, particularly given this project's relatizely
short term implementation span, i.c., 28 monthe, The design of this
Basic Health Scervices preject is therefore mceant to be medest anc yet it
is perhaps quite coraplicated when one considers the limited capacity
of the GOA to successfully impleraent sceial service projects,

Taylor, Carl E. and Hall, Mak-Francoise, Haalth,
Population and Ecenomic Development, Scicace, 157, 651, 1976,



Phase I Indicators

An attempt has been made to provide simplified, measurable
indicators in the lcgical framewcrk and the Project Performance Tracking
(PPT) netwerk up to the purpese level. There are two dominant
characteristics which most if nct all of the indicators share up to the
purpose level, and which deserve menticn: (1) the probability of showing
change during the lifc of the prcjcet; and (2) the practical measurability of
the indicator for purposes of project evaluation, Cther criteria applied
to the selecticn of indicaters were plausibility (e.g., credible, causal
relationships), indpendence (c. g., purpose level, cnd of project status
indicators we re made independent of these conditions necessary and
sufficient tc achieve the purposc), and targetability (indicators were chosen
which showed beth a time and/or 2 magnitude when the desired change ov
acticn should be chservable).

The FPT actwork relates Critical Projeet Performance Indicaters
(CPIs) to cach other and to tire and as such will provide the basis for which
the regularly cchasduled evaluations of actual versus planned performance
will occur. An attempt has been made te schedule the two preject evaluations
at intervals when o sufficient number of CPIs sheuld have occurred to make
cvaluation useful an! rrenningful as sugpested helow:

1, June, 1977 - Approximately cnc ycar after anticipated project
start up. Will allow for project design correction, if nccessary,

2, April, 1978 - Approximately six months before Phase I
termination. Will «llcw sufficici. time fer evaluaticn results

to be used in & Phase U Project Fapor, should evidence warrant,

2, Baselinc Ccllecticn

Cutput to Purpose Level

The clinic record system being established by this project
will provide data to be usced to parflally measure achicvement at the cutput
and purpes ¢ levels for this and perhaps subsequent phases. The purpose
state ment and purpose level end of project status (ECP?) incicators which
the clinic record system will address follow:



PURPOSES

Basic Health Gervices (BHS) A,

To provide basic health services
with emphasis on services for women
and children to 830,000 persons
living in 50 Minor Civil Divisions
within four of Afghanistan's six
Hezlth Regions

INDICATORC

Each Operational BHC provides:

(1) diagnosis

(2) effective treatment for 80% of
discases prescuted

(3) referrals to provineial hosnitals

(4) FP cducation and services

(6) micdwifery and MCH scrvice

(6)  health ecucation for nutriticn
and sanitation

(7y vaccinoticin services by ANM
and vaccinater

Average BHC attendance 50 patients
per day.

The preportiond womcen and children
sceking health services incrcasingly
corresponds with their numbers in
the target population,

Alternative Hcalth Delivery “ystems (AHDC)

To previde two or more Alternative
Health Delivery Cystems (AHDS) which
when widely replicated will provide a
minimal health scrvice fcr thosc per-
sons who will nct have reascnable
access to a BEC,

The outputs and the
system will address follow:

Cystems - of proven cffectiveness
developed which are capable cf being
replicated at affordable cost,

output indicators which the BHC information



QUTPUTS

BHS

1. Four (4) cperational
regionzl offices supperting
50 BHC and AHDS cxperiments

2. 50 operational BHC's

3. ANM School operating at
optimal level

4, BHC perscnnel trained
and assigned

5. RBHC supply systems
expanded

6. Client record systera
operating

A.H.D.S.

1. Twc or mcre AHDS de-
signed and approved for testing

2. Elcments of one or morc
AHDCs demonstrated eftective
and financially and administra~
tively feasiblc,

A.H.D.C.

{
NN
INDICATCR! ?\\ \
EHE T :\\ <
1. and 2, BHCs operational in project arcas ‘\) V
as follows: > X
End FY 76 FY 77 FY 78 Y
- YO
Ry
Rank I - 4 4 MRV
Rank.II - 13 42 AIINE
Rank IIT - 1 4 N
ST
' y O
3. A miniraum of onc ANM on duty at each v &
BHC in project arca, 3
<R
4. End FY 76 Fry 77 FY 78 N _;\\
-Physician or Senior
Nurse - 18 50
-ANN:8 18 50
Pararaedical
perscnnel - 36 100
8. Drug (medicines) forraulary for BHC

dequate for illnesscs treated, and inventories
maintained syswematically,

6. Pericdic Provincial, Regional and Ministry
summary reports hased on data provided by
BHC's.

Two or morce AHDS tested

2. Thesec elements arc:
A. Ability cf MCPH to rceruit workers
B. Training courscs developed and held,
C. Cignificant proparticn of target popu-
lation in contact with AHDS workers



(this will be quantified more
precisely in the mcdel designs)

D. Functicning supply system

Obviously, the BHC information system cannot perfcctly address
each statement at the output and purpose levels and in stmce cases ean pio-
vide no information at all, In thesec cases, the PPT and cther means are
useful. At first glar.co, hewever, the PET network would seem to suggest that
very little output and purposc level indicater data weuld be generated by the
client record system by the ond of the project, ¢, CPI#27 shows that in the
final month of the project, 38 Basie Health Centers will be made "operational
thus scemingly disallewing the possibility. of collectinge clinic data during the
life of the project tor @ majority of the BHCs which, if this were the casc,
would disallew meaningful measurement of the ¢nd of project status, It is
useful to point out that by the April 1978 cvaluaticn, 9 new BHCs will have
been made operaticnal; 3 presently incemploete BHCs will be operaticnal
and there will be experience with 20 rented RHCs. Finnlly, it is uscful to
remind that CPI's arc indicator pnints t¢c mo. ...or performance standards
and are nct the operaticnal checkpeints against which actual implementation
ic carried sut. Thus, some of the CPI completions will likely occur before
their reporting dates allowing ccllection of 2 greater amount of client data
than would seem apparent.

Purpose tc Goal

In spite of the fermidable methed-logical nbstacles imposed on the
colle ction of rcliable bascline data for health services projects, the necd
for measuring probablc projcet impact on health indicators of 2 longg - term
goal level naturce cannot be ignored, Extant rural health surveys of
Afghanistan do sugpest a list of questions, the answeres for which theoretically
have a pessibility. of measuring change over the long run (long run is defined
here to mean a possibility of occurring during the implementation of sub-
sequent project phascs and which questions and answers  are olherwise
important for long term BHE prograra decisien meoking). This list would
appear to impact <n the prcjacts gonl level statement only, which is:

"To irrove the health of the Afzhan population not
now having access to effective health eduention and
services due largely to circumstances of residence,
poverty, sex and age, Thesc arce mostly the rural
pecple who comprise 85% of the population. "



Thes e questions include:

1) What are the perceived health problems which rural
pecple identify 7

2) What de they perceive as their pricrity health needs ?
3) What arc the most feared health problems?

4) What knowlcdge exists of practical actions to mect
health preblems ?

5) What access do they have te effective scurces of health
care?

6) What is the mapnitude of the rural family investrient in
health and what fracticn goes to potentially cffcetive use ?

As stated carlier, answexs (crude baseline data) in varicus forms

out at reaconably short, perhaps biannual idervals., Practical survey instru-
ments can be developed and iraplemented by Afghan interviewing tearmis, either
from the MCPH or institutions such ag the Kahul University Research Center.,
The Parwan Village Health Survey (#1 Lelow) shewad that conciscly focused
rural surveys can be planned, concducted and analyzed within less than six
months at reasonable cost.

It s hculd be understena, however, that the available studies have
used differont meth-doleogies, have taken their sarmples from widely separate
areas, differing cthnically and linguistically but which do refleet the entire
variaticin of cdiseasc pattorns in the country (digcase incidence patterias are
koy to measuring the project geal as shown in the legical framewcerk)., The
studies follow:

1. A Field Zurvey of Henlth Necds, Practices and Resowr ces
in Rural /fphanistan, July 1975. prepared by Management Seiences
For Health,

2, "Fumily Health Care, 2 Rural Health Care Delivery Scheme',
preparcd by Rex V., Blumhagen, M, D,, and Jeanne Blumhagen,
M. D. under the auspices of the Mcedical Assistance Program (MAP)
in ecoperation with AID, 1274,



3. "Preliminary Report on Infant and Early Childhood
Mortality Survey in Greater Kabul", preparcd by WHC/UNICEF
with the Iiinistry of Public Health, Sceptember 1974.

If the likelihcod of 2 Phasc II projecet obtains in carly CY 1978,
then a follow-on survey instrument will be designed, ficld tested and imple-
mented sufficicntly early in 1978 so that the results weuld be useful to the
preparation of a Phase II PF. In this casc, the list of questicns given above
weuld be reappraised for their technical use for asscessing leng term project
impact, the list of indicators at the goal level now provided in the legical
framework weuld be rcevaluated as well, and cther potential indicators
would be explored, Funding wise, it'is prescntly thought that a 1978 survey
cculd be completed using conly leceal surveying resources, and so no funds
have becn shown in the project budget since necessary funds could be pro-
grammaed for this purpesce from the Mission's Trust Fund budget.



PART 4: PRCJECT ANALYGED

A, SOCIAL ANALYTIC

1. The RBeneficiaries and their Characteristics

Cur knowledge of Afghanistan is considerable; bui
paradoxically, limited. We are intellectually aware cf Afghanisian
through writings aid pergsonal iravels. We see and understand Afghanistan
with western biases, The actual experience of village life, which would
be necessary to sa.isfy the prorise of this s=clion's iiile, is an
opportunity afforded to few. W2z know the rural culture is rich in ierms of
independence, pride, achievements in agriculiure ang anirr al husbandry,
in creative crafts and arts, in family and community loyal:ies, and in
spiritual inspiraiion. It is a culture which, while perhaps noi ai peace
with its demanding environment, has found rational ways to accommodate
itself to it, It is an ancien: culiure, probably changed liitle by its
contacts with cutside ideas and products. It is a strongly male-deminated
culture. And, while there are probably more similarities than differences
among its peoples, it is definitely a heterogenous sociecy comprised of
several ethnic groups. A comn:on response by an educaied Afghan io a
foreign query about culiure or poliiics is, '"Read the Kcran. Do noi think
of us in ierms of east and wes", left and right, orienial and occidental.
Fead the Koran."

Thus, :his section is limited, but a profile of Afghanistan
follows, in '"wesiern' terms.

2. Urban Afghanisian

The Afghan Cemographic Survey (ADS) Report divides the
Afghan populaiion, demographically, into three categories: (l) major
urban - 8 cities and iowns, ranging from 28,000 to 597,000; (2) minor
urban, 53 cities and towns, ranging from under 5,000 to 25,000; and
(3) rural, which is everything else (85 percent). Of these 53 ''minor
urban" it is ncted that 21 have less than 5,000 population -- ihe toial
for all 21 being only 50,000. Additionally, ii is estimated there are 1.1
million nomads.

"Urhan" even in the capital city of Kabul does not connote
urbznization as commonly understood in the more developed countries.
Potable water for all of Kabul is hoped for by the end of the seven-year
plan beginning this year. Ganitary waste disposal is not forecast in the
immediate future. Gchooling beyond the 8th grade, under the new



Education Rzform Law, is not a right, but a privilege o be earred by only
50 percert of those who compleie he 8th year. Upweard economic r.obility
through access to jebs in indusiry is severely limited by the lack of major
industry. Electricity is not available o all, even in Kabul. There is
radio, bui not telewvision. There are periodic shoriages of most consumer
goods as well as such essentials as spare par.s io keep machinery working,
and of medicines, The usban zconomy is siill a 'bazaar' economy with
excessive numbers of proprieiors compeiing icr ccnsumers' licited
resources. Savings which would permit ircreased capital inves.r:enis are
no: likely ‘o rise cuickly in this kazanr eccnomy. CI che "mzajor urban"
areas in .he provinces, few have elecericily on o full-:ime basis. Unlike
in Kabul, there are almost no modern speeialiy hespitals, Thus, even in
these "major urban' areas, che culiure is more cenrly "rurcl® as the term
is defined in racre developed countrics. The "'minor urban'' towns are, by
most international cefiniticns, "rural,'" Eleciricity ic uncomimen or non-
exisien!, The bazeaars are lir iled - often (o weekly irading for many ier:s,
Trades and specialiies are few. Isedical facilities are minimal or non-
exisient,

3. Rural Afghanisicn

This projece will serve ihz rural population. Excepi for four
Rank I ceniers located in Provincial capiials, the healih conters and the
alternzlive village heclth systems will be for the Afghans living ouiside of
either "major' or "minor urban' arcas as defined in the ADC/SUNY Report,
As definicions of urban are differen. for sfghanis.an, so, io scme degreeg,
are definitions of '"rurcl.’ Adminisiraiively, Afghanision is divided inio
(six) Hezlth Regions (Regional boundaries conform te Provincial
boundaries) in each of which (here are three o six Frovinces. There are
twenty-six Frovinces in Afghanisian, and thase are divided iuwo N.inor
Civil Civisions (I4CDs), called Woleswalisand Alecuadaris. (Roughly
equivalent to counics,; hui hoving some characieristics of townships.)
There are 328 nf these in Afghanician, Usually an Alequadari is a part
of a Voleswali. Jomelimes Alequaczris in the raore densely populated
paris of the country are more populated and rmore developed ihat
Woleswalis. When the MCDs were first geographically and adminis-
tratively designed, it was intended that the 'CD adn:inisiralive center
(couniy seat) be within reasonakle access o the populaiior of the MCD.
However, due to the ruggedness of ‘he terrain, this is often not the case;
and '"'reasonahle access' means within ien kilomeiers of @ BEC. Mosi
often, this is ien kms byjhorse, donkey or walk. The MCPH estimaies
roughly that @i least 50 gercent of the viilagers of most I.CDs are not, by
this cefinitior:;, within access of the BHC in the M.CDs main town, It is for
these more isolated persons this project's AHDC models arc being designed
and demonstraied.




Estimates of the lotal numbers of villages in Afghanistan rangs
from 20,000 to 30,000. Using ADG/SUNY daia, this would indicaie an
"average' village size of between 470 and 705 persons; however, in face,
there is a far greater range and thousands of the villages are more nearly
"seitlements’ comprised of {en to fifteen different family dwellings. These
may be widely scattered, many kilometiers fronr any other "setilenent"
or village as in the higher mountain pastures, or they may be very close,
as in a waiered place in ¢ deser: crea where separaie clusters of setile~
ments lend te be within o few kilometers of cnc anoither, Jimilarly in che
ex.ensive meunininous arcas of the Findu Kush, diere arc narrow, fertile
sirips of land next to :he streams which are running beiween the ranges, and
seitlements will he sirung out clong these marrow valleys, Vhere these
valleys open onio lerger expansces of land there is likely tc bo o larger
town, fcrred as a result of cooameree beiween the valley settlenmienis and
the more disian: citica., Cfien, this commercial cencer is elso the M.CD
adrministrative cenier.

In the smalles. of the Afghan villages there is litile specialization
and cornmerce. The smealler would rot have even o pari-time store selling
such essential coirmodities o5 maiches, soap, tokacco, agpirin, ncedles,
etc. To obizin these gocds he male members of the houschold travel,
usually by foot urless iheir village happens ‘e be ncar « road with country
bus and ‘ruck service, io the nearcsi village having a siore. The usuzl
preference would ke io go te & weekly er monihly bazacer in che nearest
towit and to take ltems for trade (usually agricultural producc, bu. ofien
crafis made largely by the womei and children. Deperding on he locaiion
ard the season, wild fowl and fish would be toker. (o market,)

A wornan, ofier she is married, dces noi leave ihe family
compound without the perimission of the senior meale n:ember of the housc,
Che seldom goes shopping, for this is 2 male chore. The rare oulings
she has are limiied to visiting fam.ily and iriends on special days, as Eid,
and atiendonce at weddings and funernls,

Volumre I of the ADC/SUNY Bepori revenls that fifty percent
of all women aged 15 0 1S arz married. Eeowcen the ages of 19 and 4€
years, 80 percent are married; and, in the years of highes: fertility,
25 to 3S ycars, 85 percen. are married. It is alsc inleresiing io note
that while 78 percene of 2ll meles aged 55 ard over are rearried, nnly
Z4 percent of ferrales are marricd in this age group.

The literacy raic for all of Afghanisian is estimated at 11
percent; for urban areus 26 percent, fer reales 12 pereeat and for
females 3 percent. In the rural areas to e served by his project,



the literacy rate is 9 percent; for males 15 percent; and for the primary
beneficiary group, females, only .6 perceni. The "ever attended school"
statistics for these rural women is 3.7 percent. Until experience teaches
otherwise, it must be assumed tha: illiteracy includes not only the written
word, but piciures and other graphics. Village health training will have
to take these fac’s inio consideration.

Atiitudes toward health and medicine are largely determined by
‘raditional folk biology and folk medicine, which, in Afghanistan, consist
of an attenuated understanding of Empedocle's theory of ihe four hum:ors
together with related use of herbal medicine and dietary practices. The
cumulative effect of these beliefs is that healih is considered to be the
nacural siate, and disecse a result of humoral imbalance or supernatural
interference.

When a man is ill, he goes o one of the iraditional
practitioners, a hakim or a doctor, and describes his symptomns or
self diagnoses his illness, and is given herhs, -a medical prescription
and a dieiary prescripiion. He is not usually given physical
examinations or tests of any kind. Almosu all visiis are made for
curative assistance,

A few examples do exisi however where preventive mnedicine
is practiced. Cne example of preventive medicine, which is a known
instance of awareness of germ theory, is ihe iraditional praciice of
variolation, infeciing smallpox scab maierial inio a healthy person (o
prevent smallpox.

Where modern medical services are available they are
utilized as anoiher opiion among the traditional sources of cure. The
expectaiions of people as to how a doclor should act professionally have
to some exient shaped the practice of modern medicine. Because of the
relatively high cosi of privaie, modern medical care and modern drugs,
people tend io use he traditional sources of medical assisiance before
resorting to the more expensive modern medicine.

4. Beneficiary Seleclion and Participation

It is within the above rural context that this project intends
io deliver healih educaiion and services. For half, this will be through
BHCs in which all the siaff except the ANM will have had a minimum of
twelve years of school and, as a consequence, considerable exposure
lo Afghanistan's urban culture, For the 50 percent in more remoie
locatinns, a4 method or meihods must be devised to deliver health



education and services ihrough a worker who, in some instances, will
herself be unschooled and illiterate.

This rural group has been selected because it is the neediest
in the nation. It is, also, the large majoriiy of the population. The GCA's
policy is to exiend all social services, now restricted to the few urban
areas, to :his rural population. Thus, the USAID's new projecis, Rural
Primary Ochools, and Rural Works, and Central Helmand Drainage
focus on these beneficiaries. TLCuring the initial iwo to ithree years of
these new, rural projects, USAID and ithe GCA are working togeiher tc
demonstirace hat in a lim.ited area, cver a limited ime, the objectives
can be met. It is planned 10 carry ci these aciivities in subsequent phases
until national coverage is achieved and the GCA can sustain the programs
with iis own resources. The "spread effec:" is designed in from ihe
beginning -- often, as in the case of this project; already spreading out
from previous efforis of the GCA and foreign donors.

Pariicipation in the project by ihe heneficiaries has ne: included,
direcily, their pariicipaiion in this planning s.age, except as this planning
has been dictaied by the needs of the groups identified in pilot models in
receni years. From GCA cxperience in other rural projecis, we have
learned tha! pariicipation by the beneficiaries is iniense a. certain siages.
The seleciion of the site for a EHC will reguire ihe full consent and
participation of the community, and will require by one or more fanilies
the giving up of a piece of land for ihe center. As was learned in the
Parwan denmonsiraiion, the beneficiarics are not r-odest in the demands
they place on the performance of the BHC personnel. Vhere the greatest
participation is expecied, indeed required, will be in the AHDG models,
TFor these models 1o be successful will require thao the community assist,
(a) in identifying their health needs, (b) in setting ihe healih education and
services priorities; (c) in selecting the mehod(s) by which thesc services
will be provided, and (d) ideniifying specific, or categorics of, personnel
o carry ou: the work for the community.

5. Health Information

The primary emphasis of the project will be preventive
measures. For these services io be effective a major educational
effort will be necessary io convince the population thai chey are not the
passive victims of capricious humers or evil spirits. The cultural
preventive practices will assisi in the concepiual iransition as it relates
to vaccinaiions, which, due o a mass smallpox campaign, have already
become an accepied praciice,



Nutrition, environmental sanitation and hygiene will, however,
pose problems’, Because of accepted dietary restrictions, eggs and
other nutritious foods arz not given to infants. Foods, in general, are
viewed in ierms of their influence on the humors and their effect on ihe
palate; the concept of rutrition and a balanced diet i< virtually unknown.
An effective nuirition program will have to alter these iraditional beliefs
and praciices.

Islam, the religion of 98 percent of the population, stresses
ritual cleanliness which requires ablutions a: least daily. The
traditional belief that running waier is clean allows the same stream to
be used for a variety of purposes some of which pollute the water. A
vigorous health educa.ion program along with elementary sanitary
engineering projects will be necessary if the goals of reduced infant
mortality and improved quality of healih are io be achieved and sustained.

Cne of the most imporiant culiural impac.s his project will
effect is the exiension of health scrvices Lo wonien, provided by women
paramedicals. While the siatus of women in the cities has improved
in recent years markedly, the rural si.ua.ion remains largely unchanged.
The provision of health services io women will improve their health and
reduce maternal moriality, Ecually important, it will promcie a subile
but basic change in ihe atitude of rural women towards the role that
women can play, as they see professional female paramedicals working
as equals with male colleagues.

ajor changes m.ay take as much as a generacion but the basic
health center system and its personnel and more imporiant the village

health workers will be an exigent cause of these changes.

B. FINANCIAL ANALYIIS

1. Macro Cverview

Until the last very few years, the fiscal effort of the
Government of Afghanisian was one of the weakesi in the world., Nor
was ihe effort increasing. Growth in domestically generated revenue
had practically stagnated e¢ven in nominal terms and revenue was liiile
more than large enough to finance ordinary expenditures. Consequently,
the Governmeni's abilily io finance a development program, including

"Oocial attitudes, beliefs and practices ihat affeci che nutriiional
staius of pregnant won.en, laciating mothers and young children in
three Afghan villages," Md. Afzul Pakmal, Kabul Univ. 1975
(Annex 5)



the matching of-funds required of foreign assisiance, was severely
hampered. The condition was serious enough to lead some foreign
experts and Afghan officials to declare (hai inadequate domestic
revenue was the main constraint to the couniry's development and they
assigned to increased government revenue a priority second io none.

Recenily, however, substiantial change has cccurred in the
government's fiscal effort. A high priority has been placed on increased
domestic resources to the governmeni in support of an accelerated
development program. Internally gencrated revenues have been growing
very rapidly, 1/ as have governmeni savings, 2/ wiih the inplemeniation
of enforced iax colleciions, iniproved t ax rolls, altered tax raies ard
added new .axes. Increased prices and quaniities of exporis have also
contributed to the risi. 7 revenue. At the same time, donor aid
coramitments have been rising sharply, partly due io assisiance
programs of new donors (mainly CPEC couniries) hui also o increased
assisiance from some of the traditional donors. Disbursements from the
new commitmenis have thus far been rather limited because of the {ime
required to identify, prepare and implement projec.s. &/

Another recent development bearing cn the country's ability
to finance developri:ent projects is the general willingness of donors to
finance a larger froportion of total projec® costs, including local
currency costs, i/

1/ With 1970/71=100, the indexes of domestic revenue, 1970/71-1975/73,
are 100, 102, 107, 123, 179 and 213 respeciively, While the index for
1975/76 is based on the revenue projected by the 1354 Ctate Budged,
9-months receipis indicaie that revenue will be close to the projected
level.

2/ With 1870/71=100, the indexes of curreni surplus, i.e. domesiic revenues
less current expenditures, are 100, 57, 82, 87, 524, and 548 for 1970/71-
1975/76 respectively. The index for 1975/76 is of course an estimate.

3/ With 1970/71=100, the indexes of total developmeni expenditures, including
project assistance, are 100, 110, 144, 120, 140 and 313 for 1970/71-1875/13
respectively. The last index, derived from the 1354 Staie Budge., will
not be achieved but should end up in the neighborhood of 200.

4/ The ratios of (a) GCA development expenditures out of its own budget to
(b) project assisiance were 1.41:1, 1.25:1, 1.25:1, and 1.24:1 for 1971/72-
1974/75 respecitvely, The 1354 Siate Budgei shows ihe raiio falling to
0,80:1in 1975/76. The latter ratio is not likely to materialize, however,
since the shorifall in projeci assisiancce is likely to be substantially
larger than t'ie shortfall in GGA development expenditures out of s
own budget. Project ascistance is valued by the GCA at Afs 45, 3/dollar.



While the short-run trend of domestic prices if upward, Y
the Governmeni's reliauce on deficii financing has not been excessive,
with growth in domestic liquidity having coniributied only marginally io
the price rise. 2 Kather, the price increase reainly reflects lower
domestic production of somne major food commodities,; ¢specially wheat
since the 1973 harvest, and generally higher world prices for commodities
and services imporied and exporied by Afghanistan,

The net foreign reserves of the banking sysien: centinue to
grow 3/ and the free exchange raic vis-a-vis the US dollar has heen
quite siable, although drifting downward, for the past iwo ycars.=

The servicing of external dehi placed a subscantial burden on the
couniry in ithe past. The rel ative burden of servicing such dche has been
falling over the last fe\'grcnrs, however, as expori earnings have been
moving sharply upward.—/ Addidonally, the couniry's largest crediior,
the USSR, has granted sizeable (almest 8135 million) debt servicing relief
spread approximately aamally over a six-year pcriod heginning in CY 1975,
As a consequence of these developricnis, the debi servicing raiio may be
no rore ihan 12-13 percen: in 1875/73, less thar. half the size of the rado
four years ago.

1/ For the National Price Index, with third quarter (Sep/Cet, Cei/Nov and
Nov/Dec) 1872/73=100, the indexes for the :hird quariers of 1351-54
(1972/73-1975/75) arc 100, 101, 122 2nd 123 respectively. The Index
includes 24 commodities (no services) and gives cereals a weighi of
58.1 percent.

2. The annual growih in domesiic liquidity (currency in circula.ion plus
demand, time, savings and foreign currency deposiis) amounted lo 7.2,
7.5, 19.9, 12.9, 9.5 and 12.9 perceni respzactively for 1876/71-1975/178.
The last figure is for @ months of 1354 (1975/73) and is a resul. of large
balance of payme' .5+ _Jlus sc far ¢his year, noi .o deficit financing.

In fact, the natio:  government (including official entities like the Food
Procurement Deparimeni) is currently running a slight budgctary surplus,

3/ Including bilateral irading balances with Comumunis: couniries and incon-
vertible foreign exchange (imostly Indian Rupees), the net foreign reserves

of the banking sys.er: increased from 334, 86 millio at the end of 1346
(Mar 20, 1971) to 3135.92 a5 of Dec 20, 1975, With reserves of 3/20/1971=
100, ihe indexes, M.arch 20, 1671-M:arch 20, 1675 and LCec 20, 1975 are
100, 153, 150G, 203, 237 and 350 respectively,

4/ The average annual frec market (bazaar) exchange rates, 1$70/71-9
months, 1975/75 were: 85,28, 85,23, 80.00, 50,98, 56,86 and 55.23
Afs/dollar respectively.

_5_/ Wich 1970/71=100, the indexcs of total exporis (current dollars, f.0.h.),
1970/71-1975/75, are. 100, 116, 146, 186, 247 and 281 respectively, The
lest index is an estimate,



In suramary, while the development targeis of the GOA are now
substantially more ambitious than in the recent past, it would appear that
financing will not be a major constraint (o the overall development effort.
Domestic and anticipated foreign resources will be sufficient, it would
appear, to support the level of development activity that can be achieved
by the GOA over the nexi few, say five, years. The critical constraint
will be that of identifying viable projecis and their planning and
implementation.

2. Total Expenditures for Public Health

The following section attempts to arrive at 2 ball-park estimatie
of total health expenditures in Afghanistan, by both the private and public
seciors, Expendiiures by the medical faculties of Kabul University will
be assigned io public health expendiiures along with those of the Minisiry
of Public Health.

Household Expenditures

Cn the basis of a sample survey, the MSH team estimaced that
average per capita expenditures (including transportation and all medicine
purchased) by privaie persens for all health activitics amounied Lo Afs 151
in 1874/75. The survey was made in Parwan Frovince where health
services are more accessible than they are in most provinces. The figure
is likely high for the couniry as a wholc,

Expendiiures by MCPH

For the perind 1970/71-1875/75, expenditures by the MCPH grew
at an average rate of almost 12 perceni annually und per capita expenditures
by over 9 percent. While no satisfactery price deflaior exists, the National
Retail Price Index moved from 277 in the third quarier of 1970/71 (1349) io
283 in corresponding quarter of 1975/76 (1354). 1/ 1t would thus seem that
real per capita expendiiures by the MiCPH are growing rapidly. Yet, as

1/ There was a sharp jurp in 1570/71 from prior year. The respective
third quarter indexes, 1969/70-1975/76 are 196, 277, 308, 230, 232,
280, and 283, Thus index is rather volaiile and movement is
mainly a reflection of charges in cereal, especially wheat, prices.
The sharp upward movements in 1970/71 and 1971/72 were a result
of a severe droughi.



shown in the following table, MOPH per capita expenditures are still
very low, =

ViCPH Expenditures

Total Per capita
Mid- Populatior  Crdinary Toial Crdinary Total
Year (millions)  (afs millions) (afs millions) (afs) (afs)
1370/71 11.23 139 196 12.4 17.5
1871/72 11.48 165 2.3 14.4 18. 5
1572/73 11.74 185 265 15.8 22.6
1973/74 12.00 192 275 3.0 23,0
1974/15 12.28 204 288 16.5 23.5
1575/75 12,58 243 342 19.3 £7.2

3 U5 1.00 - afs 55

While on a per capita basis, MCPH expendiiures are very low,
on the basis of the people reached -- perheps a2 maximum of 5 percent of the
population -~ the average recurren: cost was afs 3$6 per perscr in 1874/75
and the average iotal cos. was afs 587, While GOP figures for Afghanistan
clearly contain much guesswork, some sources placc current GDF at
something less than afs 100 billion, Cn this esiimate, total expenditures
by the MCPH amounted to less than nne-half of one percent of GDP in 1974/75.

Public Sccter Expenditures
P

Crdinary expenditures by the MCPH :mounted to afs 204 million
in 1974/75. This figure cdces not include 2 number of expenditures by the
Central Government in support of the MCPH, the most imporiant being for
fringe benefits io government employees. Such benefits, which include
wheat suhsidies, contributions io social security, lunches and bus
services to and from work, are increasing rapidly and now amount ic
20-25 percent of salaries. Such expenditures would add ancther afs 20
million (personal services account for 45 percent of 1CPH ordinary
expenditures) to the ordinary expenditures of the vCPH.

1/ Based upon a receni demographic siudy, 12 million is a reasonable
mid-1352 (1¢73/74) population estimate for Afghanistan, Frojecting
forward at an annual growih raie of 2,3 percen: and hackward at 2,2
percent gives population estiraies showrn in the table,



While the training of medical personnel at Kabul University
raedical faculiies could be considered an invesiment, such expenditures
are classified as ordirary by the GCGA and will be donc so here. Non-
instructional expendiiures, i.e., general adminisiration, institutional
services (libraries, gymnasium, e.g.) and cuxiliary enicrprises (dorms,
healih services), are distribuied proportionately cn the basis of enrollment.
The proportion of the Uriversiiwy's ordinary expenditures allocated to the
Medical faculties amounied o afs 75 million in 1974/75. Personal services
account for 53 percent of these expenditures and che Central Treasury also
coniributes io these employees' fringe benefits. This would increase
governmenlal expenditures for KU from afs 76 million up o afs 85 million,
While there are additional expenditures by Government winistries and
agencies (¢.g., the Ministry of Naticnal Defense), the above would account
for most recurrent expenditures, These ordinary expenditures of, say,
afe 325 million (afs 308 rzillicn plus § percent for other) amounied o 3.2
percent of the Governmen.'s domestic revenue (afs 10,250 million) in
1974/75 and constituied 4. 1 percent of total ordinary expenditures of
afs 7,329 million.=/ They amounied to €.3 percent of GDP and «c an
average of afs 25 per capiza., When average per capita expendiiures cf
afs 151 by private persons is added to the abeve, this gives o total of
afs 2,180 m:illion which is 2.2 percent of GDP and afs 177 e r capiia.

While crdinary expendiiures by the GCA are likely understnied (and
privaie spending cversiated), one has ‘o conclude that ol leasi nominally
the expendiwres are no'. large relative o domestic revenue, crdinary
expenditures and GDFE.

Levelopmeni expenditures, including project assisiance, hy
the MCPH, KU's rredical schools and the binistry of Defense (for
hospitals) amounted to an esiinrated afs 204 millicn in 1974/75. This is
4.9 pereent of total developmeni expendi.ures and ais 13, 8 por capita.

ve conclude this seciion by noting that ot least nominally ihe
cest of the healih services previded by ihe Public sector is relatively
small. But we can also note {hat the number cf people reached is very
small.

3. Prioritly Assigned tc Public Healih Services

The GCA has recently demonsirated iis determination to
obtain the financial resources needed ic support an accelerated development
effcrc. And at the macro level, and fer ithe nexi sever:l years, anyway,
it apr=ars ithat GOA firnancinl rescurces will noi be 2 major hottleneck to

1/ Dome companies provide medical facililies to employees.



development aciivity., Whether adequate resources will be made available
to particular sectors is another question. The answer depends in good
part upon the priority placed upon developing the sector. Fcllowing is an
attempt to assess the priority placed upon the provision of expanded public
healih services by a compariscn cf budgets.

The priority siaius should be reflecied, it would seem, i the
growth of ordinary as well as develcpment expenditurer. Eelow, growth
in ordinary expenditures of the MCPl. is compared with growth in such
expendicures of all minisiries. Budgetary developmeni expenditures of
the MCPH are also compared with tcial such expendirures,

Index Numbers of Expenditures
(1970/71 = 100)

Budgetary Actual Budget
Expenditures 1970/71 1971/72 1872/73 1973/74 1974/75 1975/17%
A. Ordinary
- by MCPH 100 119 134 138 147 175
-by all minisiries 100 102 107 118 123 142

B. Developraent

-by MICPH 100 84 138 147 147 174

~-by all =xinistries 100 1 138 115 137 239
C. A+B

- by MOPH 100 106 135 141 147 174

-by all ministries 100 105 117 17 128 173

The comparative performance of the index numbers in the above
table suggests thai the GOA placed a relatively high prioriiy on the provisicn
of public health services uniil 1875/75. In that year, the developmeni
budget of all ministries was increased relatively rauch more than thai -f
the MOPH. In the above table actual expenditures arc used except for
175/76 when hudgeied figures arc used. The follewing table shows why
the MOPH's approved developm:eni budget was not increased in 1975/76.
While the MCPH typically spends almost all iis ordinary budget, it has been
having a difficult time utilizing its developiwent budget. Thus:



MOPH Budgetary Developmen: Expenditures
(afs millions)

Development
Expenditures 1972/73  1973/74  1974/75  1975/76
A. Actual 79 84 84 NEA *
Approved 96 n2 147 S9
% that Ais of B 82 75 57 -

* no estimate available

In 1973/74, in spite of fact that MOPH was able to utilize only
82 percent of budgsiary development funds avai lable to it in prior years,
a 17 percent increase in iis development budget was still approved over the
amount approved in 1972/73. And in 1674/75, even though i.e MGPH had
been able tio utilize only 75 percent of budgetary developmen: funds available
to it in prior ycars, a 31 percent increase in its development budget was
approved over the amount approved in 1973/74. In 1674/75, the MICPH was
able to utilize only 57 percent of its approved development budget. It did
not make sense to approve another large increase (as was dene in 1974/75)
in 1875/75. The approved budget of afs 99 million still perimitied an 18
percent increase in cevelopment expenditures from the actnal of afs 84
million of 1974/75. TFrom the foregoing it seems clear that the GOA does
place a high prioriiy on the provision of expanded public health services.
The performance demonstrates also the difficulty the GOA experiences in
moving from general, high-level policy ic the effective imnlementation of
that policy thrjugh projects.

4. Project Costs

Phase I of this projzct calls for constructing, equipping, staffing
and bringing into operation 4 Rank I, 42 Rank II (3 of which are partially
constructec) and 4 Raniz III EHC complexes. To the exteni that suitable
rental buildings are available, perhaps as many as 20 such buildings will
be used o temporarily Fousse BHCs, uniil new structures can be completed.
The abbreviaied implementaiion schedule is:



A. Rentals ‘
Number Units

Rental Period Months Rented/

10

B. Construction
Nuraber Units

Unit
Jan 77-Apr 78 13
Jul 77-Cci 78 16
Oct 77-Cct 78 13

Construction Period *

3 Nov 73-lvay 77

9 Nov 75-Apr 73
25 Apr 77-Cct 78
13 Aug 77-Ccl 78

* BHCs are operacional by end of period

C. Yroject BHCs Cperational

Bented Gov't Gwned TCTAL By Six Month Intervals

0 0 0 Dec 21, 1976

5 3 8 June 30, 1977 .
20 3 22 Dec 31, 1977 b
15 12> ST 2T (Jun 30, 1878
e 5073t 4 50 Dec 31, 1978 '

The total project is estimated at 36,1 million. This figure
includes a 15 percent contingency for construction cos 3 and assumes a _
price increase of four percent annually for ihe second and third years. T
The US share of the cost is 64 percent; the GOA share; 30 percent; and
other donors (UNICEF), six perceni. Cf the toial AID plus GCA cosi, the
latter's coniribution is 32 percen: and the former's 58.

A sumnp:ary cable showing the sources and uses of project
funds is presenied below. Jince the Aliernative Health Delivery Sysiem
(AHDS3) models are yei fo be designed and ite Afghan contribution tc
these models is speculative, no estimate of the GCA coniribuiion t¢ AHDS
is included in the iable. The current free market exchange raie is
afs 55/dollar and this rate is used to convert Afghanis to dollars and
vice versa unless stated otherwise,



Sources and Uses of Project Funds

($1000)
Sour ce

Use AID GOA Other TOTAL
Personnel 13832/ 800 62 2,245
Commodities 156 184 163 503
Participants 425 - - 425
Land - 50 - 50
Rent 15 5 - 20
Const ruction 1552 b/ 616 88 2,256
Alt. Health Delivery (AHDS) 61 - - 61

Sub-Total 3592 1654 313 5,559
Inflation Allowance o/ 111 90 9 210
Contingency 4/ 233 92 13 338

TOTAL __ 3936 1836 335 6,107

a/ Includes per diem

b/ FAR

¢/ TFour percent annually for second and third years, For AID, applies only
to FAR since price of all other inputs includes inflation adjustment,

d/ Fifteen percent of construction costs, 1976 prices.



AID Contiribution

This has been discussed in detail in Parts 1 and 2.

Cther Donor Coniributions

UNICEF is the only other donor coniributing direcily to the
project. UNICEF will help provide potable water (estimama'szzoo
per BHC) by financing 80 percent of these consiruction costs. It will. Iy V/5
also providejone vehicle (Russian jeep, $2000 each), the equipment
($1000), bui not ihe furniture, for each BHC, and help finance drugs
(estimated at $150 per BHC). In addition, UNICEF furnishes technical
assistance in the maintenaice of the vehicles, The WHC will provide
indirect assistance by furnishing technical assiscance in drug
procuremen: and WFP/FAC provides food for distribution by BHCs
as part of a MCH program. The latier, however is not 2 component
of this Phase I BHES project.

The foilowing table shows an estimate of other donor
assistance,



Other Donor (UNICETF) Coutributions to Project

Personnel

Commodiiles
~ Vehicles P-/
- Equipment:
- Drugsg

Construction®’
Sub~Total
) £/
Inflation Adjustment—
g/
Contingency

TOTAL

(Dollars)

Year 1

7400

100,000
25,000
1,200

26,000

159,600

3,900

163, 500_

Year 2

21,300

L]

25, 000
4,050

44, 000
94, 350
3,775
6,600

104,725

Year 3

33,300

TOTAL
62, 000

100, 000
50,000 -
12, 750
88,000

312, 750
8575

13,200

334,525

a/ Persomnel helping with vehicle maintenance; allocated on proportion that
project BHCs will be to total BHCs in country.

b/ 50 vehicles (Russian jeeps) at $2000 each.

¢/ Equipment for BIHCs; cost $1000 per BIC.

d/ Drugs -~ §150 per operational BHC

e/ Potable water; cost, $2200 per BHC; 80 percent covered by UNICEF.

f/ Tour percent per year for second and third years.

g/ Fifteen percent of construction costs.



GOA Coniribution

Including a 15 percent contingency for construction costs and
price increases of four percent annually, the GOA's share of the projec:
costs totals §l. 84 million (afs 101.0 million), The projected discribution
of anrual costs is, in thousands, $321, $524 and $SS1 (and in millions of
afghanis, 17,3, 28.8 and 54. 5).

Based upon GCA accounting praciices, we esiimate the
division becween budgetary developmenti and ordinary expenditures for the
GOA's contribution .o the projec: as:

A. In 310005 Vear ] Year 2 Year 3 _TOTAL
Developmeri 151 200 525 876
Crdinary 170 324 465 900

Total 321 £24 991 1836

B. In afs millions

Developmeni 8.2 11.0 28.5 48.2
Ordinary 5.4 17.8 25.6 52.8
Total 17.3 28,8 54.5 101.0

Clearly the ability of the GCA io provide funds for the
development budget will be no problem. For as shown earlier, the GCA
has been willing to provide substantially more funds than the ICPH has
been able to utilize. The ordinary expenditures amount o only 5ix percent
of the prcj:cied total ordinary budgets of the lv:CPH for the nexi three
years. Y/ This, toc, is clearly 'manageable.

The GCA contribution to the project is shown in the following
table,

1/ Afs 258 million for 1355 (1976/77) afs 278 million in following year
and afs 280 million in 1357.



L.

I1.

ITI.

v.

VI

VIIL,

VIIIL.

IX.

BHC Construction

A. Direct Costs®

1. New complexes

2. Completion
3. Water

B. Indirect

b/
1. Tech Support™

7
Land &
d
BHC Rentals‘"/
e
Furniture™
Other

A. Personmel Costs

1. D irectf./
g/

2. Indirect
h/
B, Other™

Total (1976 prices)

i/
Inflation Factor

Contingencies -j-/

Grand Total
(afs millions)

GOA Contribution to Project

7/1/76= 7/1/77~ 7/1/%8

6/30/77 6/30/78 6/30/79 TOTAL
$95, 750 $107, 875 3412, 000 $615, 625
- 96, 875 407, 500 504, 375
89,250 - - 89,250
6,500 11,000 4,500 22,000
117, 260 117,260 58, 630 293,150
25, 000 25, 000 - 50, 000
470 3, 360 1,170 5,000
15,000 45,000 15, 000 75,000

47, 200 158, 300 301,000 506,500
31, 200 105, 300 135, 000 331,500
16, 000 53,000 106, 000 175, 000

5, 700 31, 800 71, 500 109, 000
$ 306,380 $488,595 $859,300 $1p54,275

- 19,500 70,100 89, 600

14, 400 16,200 61, 800 92, 400
$320,780 524,295  $991,200 $1,836,275
(afs 17.6) (afs 28.8) (afs 54.5) (afs 101.1)




Notes to Table 7

a/ Direct construction costs (1976 prices) are estimated as:

Unit Total GOA

Construction Number Cost Cost Share
New Rank I 4 $ 60,000 $ 240,000 $ 60,000
New Rank II 39 42,500 1,657, 500 414,375
New Rank III 4 30,000 120, 000 30,000

Sub-Total 47 42,925 2,017, 500 504,375
Other Rank II 3 42, 500 127, 500 89, 250

Sub-Total 50 $ 42,900 $2,145, 600 $593,625
Water 50 2, 200 100, 000 22,000
Total Constr. 50 $ 45,100 $2, 255, 000 $615,625
Land 50 1,000 50, 000 50, 000
TOTAL 50 $ 46,100 $2, 305,000 $665,625

* Three BHCs now partially completed.

For the new BHC complexes, direct construction costs, in 1976 prices, are
estimated at $2, 017,500. GOA share is 25 percent or $504,3%5. Itis
estimated that the three Rank I BHCs now under construction will be €0
percent completed by time project starts., Total costs of the three will be
$127, 500 with US contribution being $38,250 (i.e. .75 x .40 x $127, 500) and
GOA share $89,250. For year 2, one Rank I, 7 Rank II and one Rank III are
to be compleied.

‘Th~ estimated 1976 construction cost of a Rank II BHC complex is:

Main building $ 27,500
Bachelor Quarters 7,000
Family Quarters 8,000
Sub-Total $ 42,500
Potable Water 2,200
TOTAL $ 44,700

Eighty percent of the cost of potable water will be grant financed for
UNICET and 20 percent of cost will be borne by GOA. The GOA will
have to contribute the land on which complexes are to be huilt, This cost



Notes to Tahle 7 (contd)

is estimated at $1000 per BHC. In addition to bachelor and family
quarters, hostels wil! have to be constructed at Rank I centers. The
cost of constructing a hostel is estimated to be something less than that
of bachelor quarters. It is assumed that land and potable water for the
50 centers will average their respective Rank I costs of $1000 and $2200.

b/ Thirteen percent of total direct construction costs (based on past
relationship). Direct construction costs total $2,255,000. Technical
support cost is distributed evenly cver the project life.

¢/ Land is valued at $1000 per BHC site. The total cost is $50, 000.
d/ Rent of 365.50 per month per site. GOA share is 25 percent.

e/ Afs 82,500 (=81500) per BHC compiex.

{/ Statfing requirement and 1976 GOA personnel costs for a Rank II BHC
are:

Staff Number Afs/Year
MD 1 26,000
Nurse 1 21,400
ANM 1 19,200
Sanitarian 1 19,200
Lab. Technician 1 20,400
Clerk/Storekeeper 1 16, 000
Driver 1 14, 000
Vaccinator 1 18,000
Custodian/Guard 2 21,600
Sub-Total - 175,800
Plus Fringe Benefits 39, 5565
TOTAL 215, 355

(TOTAL in 1976 dollars = $3, 900)

Personnel costs will be higher for Rank I centers and lower for Rank I but
with overall average very close to that of the Rank II BHC and the latter can
be used for the total system. Personnel costs for the low-cost outreach
experiment are not included here. Assumes that 8 BHCs would he staffed



Notes to Table 7 (contd)

in the first year of project; 19 more during second year; and an additional
23 in the following six months. In each case, personnel costs are charged
against the full year. It showld be noted that in GOA accounting, fringe
benefits are not included in or churged against the budgets of individual
minictries,

g/ These indirect personnel costs, based upon recent-past relationships.
include expenditures (e.g. for supnlies, transportation) in support of
personnel. The indirect personnel costs that can b= allocated to BHCs are:

- MOPH technical support (14% of BHS ordinary budget);

~-MOPH central administration (6% of BHS ordinary burget);

-Other - malaria, smallpox, rozantoon field programs -
(5% of BHS ordinary budget).

These items total to 36 percent of BHS ordinary budget. It is to be noted that
there is technical support in hoth ordirnary and development budgets, The
ordinary budgets of the BHS have been 15-16 percent of the ordinary budgets
of the MOPH for the last three vears. Tor 1355, the ordinary budget of

the MOPH is tentatively set at Afs 266G million, up to 9.5 percent {rom the
Afs 243 million of 13564, After 1355, the ordinary budget of the MOPH is

now projected (which projection cannot. be taken very seriously) hy the Seven-
Year Plan to grow at 4,5 pevrcent annually through the remainder of the
Seven-Year Pian neriod, If one assurnes that the ordinary budget of the

BHS will be 15-16 percent of MOPE ordinary hudget and that the indirect
personnel costs will be 36 pcreent of BHS ordirary budgets, the indirect
personnel costs will be 15, 15 and 16 million Afghanis respectively for years
1355, 1356 and 1357. There will b= annroximetely 100 BHCs in the country

by the time the project startz. Allncating the inJirect personnel costs on

the basis of the proportions of project BHCs to tetal BHCs gives 1.1, 3.2

adnd 5.3 million Afghanis respoctively, 1355-57, = total of Afs 9.6 million,
or roughly $175,000, The 18 new positions to be esiablished in MOPH (Kabul)
are assumed to be covered by *thic figure,



Notes to Table 7 (contd)

h/ Includes: Afs 1000's
Afs/Year Yearl Year 2 Year 3

A. Operation of Health Center

1. Building Maintenance (6000) 24 134 300
2. Petrol, kerosene, motor oil (8500) 34 189 425
3. Wood for heating (1900) 8 42 95
4. Local Travel, staff (2000) 8 45 100
5. Local Vehicle repairs (4000) 16 89 200
6. Misc supplies (2900) 12 65 145
7. Forms (2400) 10 63 120
8. Vehicle maintenance, major (5700) 23 127 285
9. Lab supplies (8600) 34 191 430
10. Vaccines (BCG & Smallpox) (12000) 48 267 600
11. Drugs (16000) 64 356 800
Sub-Total (70,000) 281 1558 3500
B. Bachelor and Family Quarters
1. Maintenance (2000) 8 45 100
2. Fuel (5000) 20 111 250
3. Miscellaneous (1600) 6 36 80
Sub-Total (8600) 34 192 430
C. TOTAL, Complex (Afs 10008) (78.6) ~ 315 1750 3930
1976 Dollars (rounded) (51430) 5,700 31,80 71,500

For the first year, one half of annual costs is used. For the second year, it
is assumed that the costs for newly established complexes are incurred for
three-fourths of the year and for the third year, costs are taken for the whole
year. If the GMD's inventory of drugs is a fairly constant proportion of the
amount it supplies, then its inventory should increase. No allowance was
made for this.

i / Prices for first year already adjusted for possible price increases. For
remaining period, prices assumed to rise by 4 percent annually.

J/ Contingency applied only to direct construction costs (1976 prices), a 15
percent figure used. It is believed that cost used will be lawered by an
anticipated change in design. 17 not for this, a higher contingency figure
would be used.



Cn the basis of foregoing cosi esiimates, and allocating
indirect costs (e.g., some personnel, all participants) over 85 BHCs
(i.e., 8 operational first year; 27 second; and 50 third), the average
cost of making a BHC gperational will be approximately $92,400 in
16757 Thus:

Average Cost per BHC

A. Direct Cosis % 58,080
-~ Construction 45,100
- Furniture, Equipment, Vehicle, Land 5, 900 a/
- BHC Ctaff 3,200
- Supplies, drugs, repairs 3,180 b/
B. Indirect Costs $ 27, 509
- Personnel
- MCPH 5, 510
- AID 16,270
- UNICEF 729
- Participants 5,000
C. A+B 85, 589
D. Contingency 6,765
E. Grand Total 5 92,354

Cn the assumption of a four percent annual price rise, the cost would
be about $95,000 in 1977 and $98, 000 in 1978.

Rased on the work done by MCPH and data collected by
the MSH team, it is expecied that, on the average, a prcject BHC will
be reasonably accessible to 15,500 persons. If ihis is the case, under

1/ Cn our estimates, this slightly cvers:ies the 1576 costs since somne
items are valued al their average cosi over the project life and the
average is adjusted for inflaiion.

a/ Includes $400 audio visual training/office equipment.
b/ $1600 for contracepiives.



this projeci the cost of initially providing some minir:al level of hcalth
services (o ‘e public will amount to about $5.75 per capita for ihe
population to which the services are accessible. Cne could rot, ii
would seem, do much beiler. The services provided s:ill have io be
proven, of course, and an imporiant issue that will have io he addressed
is the exient of which the BHE system is to provide free drugs and
contraceptiives io iis clientele,

All participant and technical US assisiance has been charged
to the project. To the exient that this assistance is effective, the
berefits will nci accrue exclusively to this project but will be
beneficial in expanding the BHS sysien as the GOA now inwends to do,
Furthermoeore, the EHCs will serve us the czuters from which low-cos?
heal th delivery sysiems will operaie to provide healih services to the
sparsely seiiled rural pepulaiicn.

AHDS

As noted. the system of BHCs te be located in the more
densely populatied centers will be accessible o perhaps 50 percent of
the pepulaiion. The ceot of providing health services tc this part of
the population through a sysien: of BHCs app. ars feasible cn a cost
per client basis and the sysiem's dermands upen the ccuniry's resources
appear nst unreasonable and capable of being susiained by GOA budgets.,
The extension, however, of health scervices inio the more sparsely
populated areas by an expansion ¢f BHCs sc that these units wculd be
accessible o, say, 80 percent of the populadon hecomes increasingly
costly. While such 2 system perhaps could he sustained, it would be
a high cosi one in a very low inceme couniry.

Fhase I will address (his problem; it will address ihe question
of the kind of sysiem that can be developed {c p ‘ovide some minimum
level of health serviees at a tolerable cost ic thaw pari of the populace to
which BHCs are inaccessible. The prceblem will be attacked ky launching
iwe experimental AHDD medels. The information and experience
generated by he models will he the basis for designing replicable, low-
cost health delivery sysicrs for nadon-wide implemenation. These
AHDS models will radiate outward {row the BHC infrastruciure to
service the peripheral pepulaiion, The models have yet to be fecrmally
designed, Cost esiinawes are ace~rdingly speculative, Because of the
latter, these project cesis are not included inn GCA contribuiions. It is
expectcd, however, thot ench medel will reouire six full-time MCPH
perscniel and perhaps 20 local, part-iime volunteers who would
participaie in planning, designing and operaiing che models. It is



anticipated that the AHDC communities will provide shelter,
Commodities will be required -- drugs, medicines; coniraceptives
and perhaps MCH rations. Cne model may heavily subsidize the
consumption of commodities; the subsidy may be much less for the
cther model. Crne cannot have a low-cost (financial, io GOA) program,
however, if MCH focd ratirns are previded. It is therefore likely that
the nuirition composneni will be deal! with, nct by previding foods, but
rather by lccal velunteers utilizing a nuirition educaticn and
demonsiraticn approach with local fcods. The number of people that
the models will reach is again speculactive. However, the beneficiaries
may he in the iielghborhcod of 3000 per AHDC model. For while the
pricrity target grcup will be the married female; it is through her that
far:ily health services will be provided. I"is likely also that the
models will contain an environmental sanitation component impacting
t0 some exicn: on everyone in the AHDSE communities.

Spegulaiing cn the value of the Afghar contribution mighi
give something like whei is shown in the fcllowing table. It is
assurired that first. AHLS experiment will be iroplemented 2.
beginning cf second year and the second, midway in the second year.



Table 8

Speculations on Cost of AHDS Models

(dollars)
Year 1 Year 2 Year 3 TOTAL
a/
A. MOPH Personnel =~
1st project - 3140 3140 6280
2nd project : - 1570 3140 4710
' - . b/
B. MOPH Transportation —
st - 1800 1800 3600
2nd - 900 1800 2700
C. MOPH Commodities &/
Ist - 9000 9000 18000
2nd - 4500 9000 13500
D. Local Personnel [:%
st - 3270 3270 6540
2nd - 1635 3270 4905
E. Local Buildings e/
st - 65 65 130
2nd - 35 65 100
Total - 25,915 34,550 60,465

a/ Six personnel per project per year; average monthly pay, including fringe

benefits, Afs 2400 per month.

b/ One vehicle per project, 15,000 miles per year at 12 cents per mile.

¢/ Assumes commodities of $3 per projected client and 3000 clients per

project per year. Includes no food rations.

Afs 1500 per month (full time) per person.

d/ Assumes 20 half-time volunteers per year per project; time valued at

_e_/ Assumes a rental value of local building contribution of Afs 300 monthly,

On assumption of 3000 clients per project, the unit cost per client would
be about $5,75 ($34,550 divided by 6000) or Afs 315 annually,



Foreign Exchange Ccst of the BHE Prcject

The information nceded io determine with some degree of
precision the fereign exchange cost of the project is not available, To
illusirate: Wcod will be used tc a large ex:ient as the fuel to hea:
buildings. CJome areas will be reiaiively close to supply sources,
requiring nothing more than donkey iranspeoriaticn., For cther areas,
wood will be hauled in by ‘ruck over fairly lcng disiances, The frucks
use imported fuel, cil, tires and parts. They travel on improved
highways whose mainienance requires imporied asphali (hauled by
imported trucks using imporied fuel, etc.) spread by imported machines
using imported fuel and parts and manned by workers whc consume some
irportied food and domestic food produced with imported feriilizer
contained in impor:ed bags.

In the fcllowing table, an aitewupt is made to present a
ballpark estimate of the fcreign exchange cests of the BHS project.
Nc atien:pt is made io estimate .he gross inflow of foreign exchange
due to personal expendiiures by expairiaies or gross outflcws because
of the impor:s the expa.riates puichase. On ihe estimaie obizined,
the foreign exchange cosis amouni o slighily less than 50 percent of
projeat costs, The foreign exchange coniribucion fotals io $4.27
million; the foreign exchange cost, to $2.92 millicn.

Total Cost Foreign Exchange Cosi

Lem (31000's) % Amount

($1000's)
Consiruction 3 2594 &/ 20 § 519
Vehicles 100 95 85
Furniture 75 20 15
Rent 20 0 0
BHC Eoquip (UNICEF) 50 95 48
Land 50 0 0
Gupplies, drugs, rprs b/ 122 75 92
Personnel, CPH 800 0 0
Personnel, AID 1383 100 1383
Personnel, UNICEF 62 100 52
Cuireach projects 6l 75 48
Participants 425 95 404
Commodities (UD) 155 100 156
5897 47.8 2820
Allowance for Inflation 210 47.8 100
$6107 47.8 $2920

a/ Includes 15 percent coniingency
b/ GCA and UNICEF



5. Ability of the GCA tc Finance Recurring Costs

After the 50 BHCs are censtructed and opurational, will
the GOA be able to meet the operating costs of the systew ? The
table below presents an estimate cf the average operating costs cof
a BHC (with 16,000 clients) in 1976 prices. These costs can be
adjusied for assumed price increases in the future,

Costs of Cperating a BHC, 1575 Prices

Amount % of Total
1. Depreciation & 2415 15
~ plant 2 1925 15
- equipment b/ 490 4
2. Perscnnel $ 5270 48
- BHC 3800 31
- MOPH support &/ 2070 17
3, Other $ 4135 33
- supplies, drugs, repairs 3180 25
- coniingency - 30% $55 8
4. TOTAL $12520 100

|

(2fs 588, 500)

2/ Average direct consiruction ccst, 1876 prices, of $45,100 plus
15 percent contingency plus average IMCPH :iech suppcri for
construction cf $5863 equals 357, 728; straight line depreciatiorn;
30 year life,

b/ Furniture, $1500; BHC equipment, $1000; vehicle, $2000;
Training/Cffice Equipment (USAID), $400. All with ien year life.

¢/ Average during project periocd - 53 percent of BHC personnel
costs,



In addressing the question of the ability cf the GCA to meet
BHS operating costs, it is assumed thai if adviscry assisiance is desired,
such assistance will be available frora scme donor on a grant basis. It
ie assumed; however, thai nc assistance will be previded in financing
supplies, including drugs and coniraceptives. Nc previsicn will in fact
be made in the GOA budget to cover clepreciwl replacements are
actually made. Persoinel costs will have io be provided for in budgeis,

however, as will "other" ccsts,

A fair estimate of the relative maznicude of the cperaiing
cosis (those that have (o be covered by budgets) ¢f 50 BHCs can be
chtained by projecting 1976 cesis forward for say five years afier the
completion of the prejeci. if we assume that personnel and "other"
cosis will increase by ihree percent annually afier 1578 (and four
percent in 1977 and 78), we chiain the fellowing values, in millions,
for 1576-1983: ais 31, 32, 33, 34 and 35. Not all of this will he
charged to the MCPH budget.. The figures include fringe benefits
which would be charged ‘¢ the "Cubsidies and Granis" acccunt. The toial
that the 50 BHCs will add ic chis account will amounl ic & very small
fraciion of one percent. The remainder, charged ic the MCPH, will
arcount ic abcui seven percent of the projecied ordinary budge: of the
MCPH. Thus it cecrs clear thai the GGCA will have nc trcuble financing
the operaticn of the 50 BHCs.

Cn the assumption that each BHC will service an average of
15,000 clicnis annually (fcr a 800,000 total), the (undisccunted) recurring
oo sty including depreciation, per clieni weuld be about $0. 80 ik 1876
prices. Censidering the faci that ihe drug and vaccine compeicit is so
srmall (4.1 ceins per patieni), this seews rather high, The n:ajor ccsi is
fecr perscnnel which accounis for 48 pereent of tetal recurring cesis.
Experience in Parwan Province indicates thai we can reasonably expect
a BHC to serve 25,000 - 25,000 clieuts annually. If such an average were
aitained, the cost per patieni in the projeci areas wculd be very
reascrnable, 1

1/ The n.ain variable ccsts would be drugs, vaceines, lab supplies,
forms, miscellanecus supplies and coniraceptives., /Assuming a
preportionaie grewih (moving fron about $124, 000 tc 5202, 000) in
these costs, utilization of BHCs at 25, 000 clients a year would
reduce ihe per patient cost to 55 cenfs each (in 1973 prices).



Ci ECGCNCMIC ANALYGSIS

The complexity cof the interrelaticr:ship between health,
populaticn grow:h and general socio-eccnomic develcpment has been
addressed by a humber cf studies. l/ It has been ncied, for example,
that casual relaiicnships arc not straicht forward but rather are buried
in a complex matrix of multiple causes and feedback interaciicons.
Findings and inte rpretations which are valid urder certain cenditions
and a. specific times may be ictally reversed in somewhat changed
cituations and at cther times. Apparently, cxtant clairas cf project
impact shculd be viewed with sciac skepticiss,

1. Boneficiaries

While the BHCs will bc placed in the w:cre densely populated
centers cf the prcject arcas, the arget pepulation is rural. All
evidence indicaics chat the vast majerity cf the rural populaticn is very
peor. An exaraple of such evidence, is ihe fcllowing. Cf a sample of
718 farmers living in Kandahar, Ghazni, Parwan, Baghlan, Kunduz,
Paghrman and Nangahar previnces, 1l percen: were landlerds, 51
percent owner-cperaicrs and 28 percent sharecreppers-reniers. Total
net farr: plus nicufarm inceme amcunted ic afs 18 million; "here were
8863 family mecmbers for an average cf ofs 2620, or abcut $35 per person,
The average fer the lardlerd class was afs 1730 fer the cwner-_peracor,
afs 2500; and for the sharecrcpper-renter, afs 1750, The later iwc
groups arxcunted ¢ 85 percein of the farmers (and 87 percernt of family
men.bers) and average per capiic incort¢e for the (we grcups was
afs 2300 or 330. The authers note that the average shewn in their
report '"present a scmewhai cverly cpuristic piciure of he eccronsic
situaiion fcr the raajority of the populace raany of wherm must be
subsisting at clcse te starvation levels, ' 2/

1/ Gee, ¢.g., Taylor and Hall, "Health, Populaticn, and Eccnomic
Development, " Science, Vol. 157, 1967 and Hughes and Hunter,
"Diseases and '"Developraent’ in Africa." Sce. Sei. and Med.,
1370, Vol 3.

2/ Ccnverted ot the exchange rate cf afs 75-80 per dellar prevailing
at the time.

§/ Whiting and Hughes, The Afghan Fart.er: Reperi on a Survey,
R. K. Nathan Asscciates, Inc. Getcher 1971, p. 17.

2/



It is estimated thai the project will make healih services
accessible to a pcpulation of 830,000 pecple. The projeci will
furthermcre put in place infrastructure frcm which lew-ccst outreach
systems will be developed ic service the racre sparsely settled rural
population. The generalized lenger run goal of the prcject is tc improve
the quality of life of the pcpulation served by the project. It is
espeeially ccncerned with improving the loi cf the Afghan female,

2. Anticipated Irapact

As noted, we cannct be certain of the impact of the prcject,
either in quaniitative cr qualitative ierms. The follewing, hcwever, is
what is anticipated. The faraily planning ccmponent will work tc decrease
birth rates. This may be raore than off-set by the increase in fertility
and child bearinug capaciiy resuliing from beiter health and imprcved
nuiriticn stemiaing frcm the prcject. In any case, it seems likely that
the preject will reduce death rates by encugh, given the cultural railieu
of the prcject, sc that the short-run pepulaiicn grewth rate will increase
cver its present level, The reducticn in mcrtality rates is apt ic be
especially large for infants, for the racrtality raie for the latter is
currcnily perhaps as high as 220 pcr 1000 live births, there thus being
latitude for a drar-atic drop. One can anticipate a lcnger life expeciancy,
a mcre vigoreus, alert, inncveaiive society with irmproved preduciivity,
fewer pecple disabled and/or defcrized by disease or crude traditiona
r:edical praciices, and fewer days of werk lost because of illness and
rmorbidity. The yicld cn human capital, igcluding invesiment in
education, shculd increase. The dependency raiic sheuld rise wich the
eccnoraiczally preductive pepulaticn beccrring relatively srualler, More
schocls and other sccial facilities will be required per werking populaiion
as well as per .otal populaticn. There inay be ircreased pressure on the
couniry's fcod supply.

There will be scire regicnal redisiribution cf real (ihe
provisicn of scceial services) inccme in favor of ihe areas in which the
project will deliver its health services, It is safe tc assume .hat the
redistributicn will be rairdy from urban tc the rural areas. Fcr the
nation as a whcle, the projec: will distribute sccial services riore brcadly
than they are now being disiributed, but may rmake it more difficult for
per capita real income ic rise in the shor: tc inierriediate term. This
is of course nci certain. There will be icreces werking to increase and
tc decrease. In the longer run, we can be fairly confident thai the project
will result in smaller farnilies, increased produciivity and an increase in
the general well-being of the populaiicn, The prejeci will have a
liberating impact upon the Afghan feriale, It will make it pcssible for



her to increase her participation in, as both a recipient of and
coniribuicr io, thecse socio-eccnemic activities required (o achieve
a higher standard of living and quality of life.

The anticipated shorter run adverse effecis of the project
are due to an expected increase in pcpulation grewth, It is because of
this that USAID is stressing far.ily planning. Iniiial acceptance of
far.ily planning services (anc corimcdities) seems tc he quite geod in
the AFGA project., While there is not enough evidence yet to declare
that therc is an inverse relaticnship between acceptance rates and
birth rates, it does seem reascnable to believe thal such a relationship
obtains. To the exient that it does, the farn:ily planning activities
suppcr:ed by USAID will ccunter the impaci of lower mortaliiy raies
upen population grcwth., It is conceivable thai even in the shoru run,
farcily planning will reduce fertility rates by mcre than health services
will reduce raoriality rates.

3. Econortic Ccsis

This secticn atieripis (o cbtain a rough estir.ate of the
econcniic ccst arising fror: the projeci. In cne case, empirical 1976
prices-l. are used; in another case, fcreign exchange is shadcw priced.
The suramary iable is shown below, 4ll fcreign assisiance is included.

Ecciicrric Cosis
(3 r-illions)

A. Erapirical Values

- undisccunied 20.75
- disccunied ai
- 10% 8.49
-15% 5,62
B. FX Shadcw Priced
~undiscounted 23.85
-disccunied at
- 10% 5.90
- 15% 7.72

1/ Scrae USAID cosis have embodied in thera anticipated price
changes. The analysis dces not include the (unknown) GCA cost
of AHDS, ncr the AHDS beneficiarics.



Over this 30 year pericd, i{ 1/9 esiiraaied chat BHS systern
would serve rcughly 34 millicn clienis.,=" Cn these estimates, the econcmic
cost would average between 20 US cenis and 29 cenis per client. If these
estimales are approximately correci; the health services will be delivered
at a relatively low ccst.

In calculating the econcriic ccsis, it was decided :hat the cost
cf training medical and parar:edical perconnel cculd nct be legitimately
charged against the prcjeci because the couniry's cutput of such personnel
wculd be practically (he saire with the prcjeci as withcui.2/ The cutpui is
an overall ri:anpower policy decisicn = having litile or ncthing w do with
the prejeet. V/ith the prcjeci, sciie perscnnel will be assigned (e i: which
in the precjeci's absence would siill be er:plcyed by the GCA. Ii was
assuired that relaiive prices will be ccnsiant and that if the fcreign
assistance did nci go to ihis prcjec:, it wculd be available tc ancther
project. The scceial cost cf cupital was assurmed ic be in the
neighborhced of 10-15 percent. It is prcbably cleser e the laiter than
the fcrmer. It was alsc assuried that wages did net need ic be shadew
priced. Skilled laber presur-ably sheuld be priced higher thar is actunlly
being paid ~nd unskilled, lewer. Cr the average, the aggaepalc wage
bill may be as gced a figure as cculd be used given the infori.aiicn needed
tc corapute acccuniing prices for especially skilled laber, The exchange

1/ 4verage number of clients per BHC is assumed ic he 18, 000 annually
by end of Phase I. It is assuined hat clients will grow by ten percent
annually until clients average 26,000 per BHC and then stay constant
at this level. The useful life of huilding is assumed ic be 30 ycars.
While racst of the ccsis, including those fcr personncl, assceiated with
the BHC sysier: are fixed, the quan:iiy of drugs, ccniraceptives,
vaccines, fcrris and lab and r.iscellanecus supplics is agsumed to be
proporiicnal .. client nun:bers.

2/ ANM cuiput is an excepiion.,

3/ The econcrnic ccst of this pclicy, which prelirzinary work shcws tc
be quite high, is of course a differeni quesiion,



l/

rate was adjusted,~ however, because duties con ir:ported cciarodities
are rauch rmere pervasive and higher than are taxes on internally
prcduced gocds.

Nc corzparative cosi-effectiveness analysis will be presented.
While & number cf alternative apprcaches tc the delivery cf health
services have been proposed or suggesicd over the past six ricnths, none
were satisfactery. Scine were cbvicusly ico ccsily. For cihers, USAID
could not accept the orientation aud underlying philosophy. Furtherrcre,
the aliernatives suzgested were mere ai the idea stage, nci articulated
well encugh tc make a ferrol cost cerparisen wich this precject.

The {ables fcllowing shew the coust breakdown by scurce,
purpose and year.

1/ By using a formula suggested by Schydlcwsky in ' Cn the Chcice cf
Chadcw Price for Forcign Exchange, ' Harvard University Develepraoni
Adviscry Service, Eccncriic Development Repcert No, 108:E* = (Td/M+Y
+Tm/M +1) E, wherc E* is shadew price cf forcign exchange; E is
rzarket exchange rate; Td is domestic indircet taxes; M is cotzmodity
impores; Y is racney GDF; and T is irapor duties. Using averages
fer the last three years, cne obizins: E* = (55/105, 500 + 3488/13, 500 +
1) 58 = 73. Ircports incluce lcan and grani financed irmperts and it is noi
clear that all such iimpor:.s sheuld be included. Wheat and sugar, e.g.,
shculd be, but deubtful that all project ccrarcdiiies should, Using just
coramercial irporis, E* turns cut ic be 80. This is high, however,
since scrre non-ccriraercial immporis enfer the derresiic riarket for
consurapticn. In calculaiicns, a raic cf 75 was used.

Foreign exchange coniributions te the project are greater than esiirtated
foreign exchange costs, If fcreign exchange is shadew priced, it woald
seem that the difference (ccntributions estirmaied at $4.27 and fereign
exchange financial costs of $2.92) should be valued at the shadcw price
and eniered as a credil (or negaiive cest) tc the project. This was nct
done but would affect the zuicorse of the eccneraic costs te the ccuniry
by an insignificant avicunt,



Table 9

Pmoject Costs (Financial)

Construction

- Buildings
- GOA
- USAID

- Water
- GOA
-~ UNICETF

-~ Land (GQY)
~ Tech Support (GOA)

Equipment

- GOA
« USATD
- UNICEF

Rent
- GOA
- USAID

Outreach Projects (USAID)

Supplies, Repairs
~ GOA
- USAID
~ UNICEF

Personnel
- GOA
- USAID
-~ UNICEF

Partictpanis (USAID)

8. Sub-~Total

10,

11.

Contingency
- GOA
-~ USAID
- UNICEF

Inflation Allowance
- GOA

~ USAID

~ UNICEF

Grand Total

Year 1 Year 2 Year 3 TOTAL
$ 302,260 $ 584,760 $1,711,130 $ 2,598,150
127,500 387,500 1,630,000 2,145,000
(89, 250) (96, 875) (407, 500) (593, 625)
(38, 250) (290, 625) 1,222,500) (1,551,375)
32,500 55,000 22,500 110,000
(6,500) 11, 000) (4, 500) (22,000)
(26, 000) (44,000) (18,000) (88, 000)
25,000 25,000 - 50,000
117, 260 117,260 58,630 293,150
140, 000 _90,000 _15,000 __245,000
15,000 45,000 15,000 75,000
= 20,000 - 20,000
125,000 25,000 - 150,000
1,880 12,440 4,680 20,000
470 3,360 1,170 5,000
1,410 10,080 3,570 15,000
- 40,000 21,000 61,000
19,700 79,050 159, 000 257,750
5,700 31,800 71,500 109,900
12,800 43,200 80,000 136,000
1,200 4,050 7,500 12,750
607,800 732,800 610, 900 1,951,500
47,200 158,300 301,000 506, H00
553, 200 552,200 276, 600 1,383,000
. 7,400 21,300 33,300 62,000
220,000 170, 000 35, 000 425,000
1,291,640 1,710,050 2,556,710 5,068,400
- 24,040 66,395 247,875 338,310
14,400 16,200 61, 800 92, 400
5, 740 43,595 183,375 232,710
3, 900 6,60C 2,700 13,200
- 35,275 173, 900 209,175
~ 12,500 70,100 89, 500
- 12,000 99, 000 111,000
- 3,778 4, 800 8,575

$2,978, 185

81,315,680 $1,811,720

$ 6,105,885



Economic Costs (Undiscounted) of Building & Operating Project Health Delivery Systcm

($1000)
Consiruc~ OContin- Equip- Rent Supplies Partl -

Year tion a/ gency ment B/  Outreach  Malnt e/ Dersonnel~  cipants TOTAL
1 an2 24 140 2 20 608 220 1316
2 585 66 90 53 79 733 170 1776
3 1711 248 15 26 159 611 35 2805
4 - - - - 17 301 - 472
5 184 485
6 198 49¢
7 214 515
3 l 231 532
o 238 530

] 140 676

1 90 629

e ' 15 554

13 - 539
| | \,

20 140 679

21 90 629

22 15 554

28 - 539
. ! | |
: W M \ v v ’ ’ J

30 - - - 238 301 - 539

Totlals 2598 288 735 81 6492 10,079 425 20,748

a/ Includes direct construction costs, land and MOPH technical support for construction,
g/ Vehicles, furniture, BHC equipment, including USAID training/office equipment,

¢/ Supplies, repairs for BHC complexes including UNICEF drugs and USAIDD
rontracentivas. '

d/ All personnel -- MOPH, ATD, UNICEF -- except those providing technical support
for construction,



Economic Costs (Undiscounted) of Building and Operating Project Health Delivery

System with Foreign Exchange Shadow Priced at Afs 75 per Dollar

(31000)
( ongtruc- Contin~ Tauip~ Rent, Supplies d Parti-
Yeur  tion a/ gency menth/ Ontreach Mairt ¢/ Personnel™ cipants TOTAL
1 315 26 184 2 27 811 300 1665
2 617 71 109 64 104 841 232 2138
3 1832 266 16 32 209 733 48 3136
4 - - - - 224 301 - 525
5 [ 241 542
6 260 561
7 280 581
] J 303 604
9 N/ 312 - 613
10 184 797
il 109 122
i2 16 629
13 - 613
. V3 v
20 184 797
21 109 722
22 16 629
23 - 613
. J, 1
. W \L J J( \/
30 - - - - 312 301 -~ 613
Total 2764 363 927 98 8512 10,612 580 23, 856
g/ Includes direct construction costs, land and MOPH technical support to
congtruction.
]g/ Vehicles, furniture, BHC equipment, audio visual training equipment,
¢/ Supplies, repairs for BHC complexes lncluding UNICEF drugs and USAID
contrucantives.
d/ All personnel -- MOPH, AID and UNICEF ~-- except those providing technical

support for congtruction,
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SUEJECT: FEasic Health Services Project Faper:
306-11-590-144

1. Cutcome of Feb 5 review was general consensus subject
project has merits but project paper contains critical saps which
require resolution prior further AIR/W consideration for
approval. If thece zaps as discussed below can he easily
resclved,; USAIYT should submit response as PT supplement or
annex. Understand much info already available in USAIL.
Although full response to each issue/question raised may not
now be available, request UCAIZ response indicate how issues
being adcressed and when results r.isht he available.

% Rationale for size of pro'jf”ct: given range of logistics,
preventive health problem priorities, and fact that outcome

of pilot effort at Farwan/Kapisa will not be known until

later, PF does not clearly define }ission rationale for
proceeding at this tirie with comprehensive health system
expansion, including new facility construction.

2.A. Issue raised during review as to why smaller project
focusing on improving existing institution (62 PYCs and M FPH
support) and the FHEC preventive health service capabilities
was not developad as Fhase I, with construction new facilities
and further improvements/outreach planned for Phase II, if
GCA actions warrant? PF take as given personnel will be
trained and in place and GCA financial/logistic support will
be provided to clinics over longer term. Howcver, it not
clear how the many socio-economic problems described in



Slate 36696

the PF (such as personnel assignment outside Xabul and
financial/logistic support) can be overcome and that we can
reasonably take in account all pieces likely to fall together.
Questions raised as to what are long term and management reper-
cussions of expanded BRHC and outreach program on GCA
limited resources? What are M PH plans for providing
necessary inputs of staff (including info on how physician
assigned and maintained in clinics), drugs, and super-
vision/training to improve performance of existing BHCs.
Is there reasonakle expectation that these plans can be
acccemplished ¢

3. Existing system and pilot effort: in order consider U.S.
inputs under this project, important we have better
understanding operations existing system and what is

being done in pilot area. Keferences in FP text and
annexes inadequately describe present status of health
services delivery., We aware that administratively MPH

is a complex of many staff offices and vertical prozrams.
How do/will BHCs relate to provincial level health

facilitics (such as hespitals) and vertical disease con-

trol as well as other MPH programs? What are the critical
MPH offices and linkages which must be strengthened to
cnsure project success and what are GCA plans in this
respect?

3.A. Understand that since Parwan-Kapisa (F-K) demon-~
stration began, changes have been occurring. it important
we understand what 2xisted before demonstration and

what changes have subsequently occurrad in MPH and BHCs?
What changes are expected and necessary during project
and by @nd of project? Vould appreciate more detail on
situation at beginning, type of GCA and MSH inputs, data
being collectac and findings to date (types of services

being performed by BHC staff, rclative effectiveness in
each (garble) population covered with what services both in
and out of EHC facilily). What are reasonable expectations
of further efficiency and output/impact on health in

P-K RHCs? Is P-K demonstration arca reasonably typical
and can results be replicated? What MPH inputs are critic..
for succcss?

4. Basoline data and @valuation Plan: Fascline data on

PG 2



current actual MPH staffing, funding, supply, utilization
in addition output indicators such as patients served
through BHCs and what services essential in measuring
any subsequent prograss in moving toward sector goal and
should be included in project evaluation plan. Theme
throughout FF is hypothesis that qualitative improve -
ments in performance of EXCs in delivering services will
improva health status., Belicve operational plan for
addrgssing data gaps and identification of critical
problems is necessary. Assumce some work already initi-
ated in pilot arsa to collect such data., However, necd
infoe on how this wi'l be handled under expanded effort.
What is zxpected in qualitative terms at end of project ?
Fhase I? Recquest Mission provide details on baseline
date currently being and to be collecied under expanded
effort and outlinc proposed cvaluation plan.

5. Bcope and role of U.S. advisory services: FP does not
dircctly address critical role and scopc of AIT advisors,
particularly MSH in (A) improving cffectiveness of EHC
staff and administrative/logistic support of FHC network;
and (E) analyzing prescnt rural scrvices delivery
(including preventive health), and designing, implement-
ing and evaluating field studics to improve and increase
BHC effective coverage to 3C percent population.

59.A. Rcquest additional information on planned scope and
role of both M'CH and Santa Cruz technicians and datailed
work plan describing how activities of technicians will
contribute to project success and alleviate bottlenecks

in current implementation.

6. Gibson prepared assist with response and if completed
can handcarry to AID/W early March.

State 36696 FG 3
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E.O. 11652: N/A
TAGS:

SUBJ: BASIC HEALTH SERVICES PP ~ Project No. 306-11-590-144
REF : STATE 36696

1. Believe draft PP supplement handcarricd by Towery
requires restructuring in order integrate responses to

Ref with suggested PP design modifications pricy proceeding
with formal project review/approval. Particularly cmcerned
that nced for realistic actionable USAID/GOA plans for
1mprov1ng actual delivery of health servwos in existing
partlally constructe/d)and ncw BHCs be addressed in USAID
Tesponse. Towery will discuss suggested modifications

on return.

2. Considering delays in reccipt eithcr PP revision or PP
suppiement, AID/W now anticipates possible funding carly
in FY 76 for our planning purposes, please advisc best
estimate when suggested revisions can be expected.

Kissinger



COPY.
MINICTRY CF PLANNING

DEPARTMENT FOR TECHNICAL AND ECONOMIC CCCPERATICN
WESTERN EUKOPE AND U.S5. SECTICN

No. 4205
Date: 14/11/54
Feb 3, 73

USAID/KABUL

We present our compliments and with reference to your letier of
January 31, 1975 in which some staiemenis were made regarding the
projecc of expanding cooperaiion of Basic Health services (cooperation
in Expanding Basic Healih Jervices Frojeci?), call your attention to the
following:

Previously, the Ministry of Health and the AID had discussed the project.
Pursuant to thai the MGPH proposed some changes and modifications
which were submitied io the esieemed office in a letter under 7 Items along
with the revised Agreem.ent. In ihe meeting of Dalw 13, 1354 (Feb, 2, 78)
which was held in the Planning Ministry, the project and ihe afore-
men.ioned leiier were again discussed with Mir. Gurney (and) Head of the
AID Program Cffice. The parties agreed .o ihe changes, in principle.

Cn the other hand, the Ministry of Health, in compliance with the
instruction of the Government of Afghanistan, prepared the deiail of ihe
Expanding Project of Basic H=alth Services and has seni i. in be placed
at your disposal for final actions.

We hereby, submit the aforementioned papers io the esteemed Cffice
and expect immediate action, and that this Minisiry is informed of such
aciions as sonn as possible.

Yours sincerely,
sd/ Ali Ahmad Khoram

Ali Ahmad Khoram
Minister of Planning
cc: MCPH
Planning Dept of Planning
Ministry
Encl: 44 sheets of documen:s
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United States Government

MEMCRANDUM

TO + All Division Chiefs Date: December 15, 1974
FROM : Vincent W. Brown, Director

SUBJECT: TFixed Cost Reimbursement Procedure

The attached memorandun:, dated December 10, 1974, provides
guidance in the application of the Fixed Cost Reimbursement
Procedure. The guidance should be followed i developing riew
projects which may he suitably financed through use of this technique,
As we gain more expericnce with the FCR procedure, we will
reexamine and perhaps modify the guidance sci forth in the paper,

Please ask members of your staff to read the memorandum.



COPY.

United States Government
MENCRANDUM

TO : Mr., Frederick Sligh, DD Dace: December 10, 1974
FROM : Terrence J, M{cMahon, CO

SUBJECT: Policy Proposal for the Fixed Cost Reimbursemeni Procedure

1. The DAC has met twice to discuss the Fixed Cost Reimburserment
procedure. We have considered the basic clements of the procedure as
described in AICTC Circular 513 and have reviewed our experience wiih
the Rural Works pilot projecit. Cur concern now is that the procedure be
efficiently and prudenily applied (o fuiure cons.ruciion projecis involving
schools, basic hcalth centers, irrigation systems and adifional rural
works. This paper attempis to summarize the essen:ial points discussed
during our meceiings,

2. Legitimate Cost Factors

When possible, it is advisable for AID's reimbursemn.cii to be determined
on the basis of rcadily identifiable items such as those goods and services
which the implenzenting agency must buy through coniracis or other
procurement procedures. Ideally, AID will cover additional cests incurred
by grantees or borrowers in project implementation. This approach
generally will preclude AID financing of regular salaries and overhead
cosis incurred by these agencies, It is importani that the reimburscmeni
amoun t be determined from cost esiimates thai are clearly definable as
legitimate.

Additional cost financing may not bhe practical for all projects; when
projecis are constructed :hrough use of Borrower/Granice-owned
equipment and direcily employed enginecring scaff and labor force, the
"additional" material cost may not represeni a sufficieni increment,
The RDD project has also demonsiraced the educational value of cost
estimating assistance, and we arc financing o perceniage of virtually all
cost components other than administirative overhead,

The clearly identifiable and "additional cost' approaches described above
should be followed in applying ihe fixed cost reimbursemen: procedure io
the majority of projects and should be accepied as the general rule,
Excepiinns can he considered after cos:c components are identified during
the project planning process.



3. The 25 Percent Requirement

Section 110(a) of the FAA requires that 25% of the costs of AID-financed
projecis and prograrms be borne by ihe recipient government. This
provision will not necessarily limit AID financing to 78 percent of
reimbursable estimated cosis, The "additional cost" approach, which
should expliciily ideniify reimmbursable eosis, will not include budgeted
Borrower/Grantee (E/G) costs which are aiiributable to the project and
which may be estimaied io detern:ine compliance with the legislation.
AID mighi ihen finance a fixed perceniage higher than 75% after having
concluded that the GOA will still weet the legisiauve inieny irough
attribution of B/G costs itc the project. We should iake a conservaiive
position in establishing percentage reimbursemenis above 75% io be
certain tha. compliance with Szacticu 110(a) is clearly deiermined.

4, Cos: Estimating

AID's reimbursement amount is ideally fixed before project inception

on the basis of de:ailed and justifiable cost estimates. Deficiencies in
the esiimating precess may result in paymenis which are substantially
less or more than actual preject cosis. Extrcine variations between
payrmenis and aciual cosis will produce critical implemen:ation proklems
and discredit the fixed cos! reimmbursement procedure. Provisions are
going to have to be n:ade ¢ document ihe basis for the cost esiirrates and
to justify the estimates as not ehove niarke: value.

Cost estimating should irm.prove wich experience. Consequently, we should
attem.pt {o divide projects into logical segr:cats which can be financed
sequentially. Cuost estimating deficiencies ideuiified during he course

of implemenling any segment may chen be ren edicd before esiimating

and "fixing'" the amount ic be reir:bursed for the nex: segmeni, This
technique may be accomplished through ProAg amendmenis {c
incremienially increase funding or by subcrdinate agreements such as those
now hkeing used for the RDD Project,

5. Negotiation of Reimbursement Amount

Reimburser:ent should norr:ally be established in dollars based on the
exchange rate at the lime of negotiation. This procedure will prevent the
problem of insufficient funds, to cover ihe agrecd upon level of aciivity,
arising from deteriorations in the valuc of the dollar. We have established
a procedure for the Rural Works project which resulis in the Afghani
estimaic being converied to dollars ac the exchange rate in effeci on the
date the USAID Director signs the individual Project Agreement. The



RDD then assumes the risk of exchange rate gains or losses from: date
of signing to date of payment,

There are several advantages to establishing the dollar amount at the iime
we agree tc the reimbursable ccst. The most obvious problen: of
converting Afghani reimbursable cosis io dcllars on the rei mbursement
date is that ihe dollar amount of grani funds ccmmicied fer an individual
project segmeni cannce be accuraiely determined until paymen: is made.
Fractical applicaticn cf this policy of cenveriing atl time of negotiation

will require projec: planning which precludes a long elapse of time beiween
agreen.ent dates and payment daies.

0. R:negcetiaion Provisions

Unexpecied events beyond che centrol of US or Afghan Governments may
oceur during project inplei:eniaticn which will justify renegotiation of
the reimbursemeiii arzouni. Juch evenis would include dollar devaluaiions
and natural disas:ers bu: weuld not include crdirary ccst cverruns or
other variations beiween es.ir-a:ed and acwal cosis. We should nct cpen
the door to a variewy of renegetiation petiticns, but it riay be advisable

co include o ProAg provisicn for renegotiaiion if an event occurs which
raaterially cffecis the ir.plerrentation cf the project. In order to make ii
legitircate for the Mission ic reacgotiaic when exiernal facters rake it
desirable, it r:ay be desirable io state an "inteni" when spezifying
reimbursement, such as "the inient is to reiv-burse for a listed bill of
materials.,"

7. Implerenting Agency Cash Flows

We must deicrmine ihac the GC A will have availakle the cash necessary
for operations before projects are undertaken., Additionally, we riusi
review the adequacy of total project funding ic detern.ine if the
implerenting agency can ccirplete the projec: before receiving ihe
reirzbursciren: frerm AID. Advances can be made and subsequenily
reccvered through deduciionis fron reimbursements, but previding
advances partially defeais he prirsary purpose of ihe fixed cost
reirrbhurserient procedure, i.e., thatihe iniplementing agency will
assume the risks of poor projeci rmanagcment. If advances iaust be

rmade to assure projec! achiever-ent, no imore than 10 to 15% of UG funds

should be ™at risk, "

We may wish to require the use of a '"blocked' bank acccount to ensure
that funds are avzilable before projecis are undertaken., This concepi
would require that the GCA deposit funds in a local bank account and



that the funds be used by the in.plemcnting agency solely for project ccsts.
AID reimburseraents for compleied segments of the overeall prcjeci cculd
also be depcsited in the blecked accouii if the GCA wishes to avoid total
advance funding.

We do not know how the GC A will budget funds for these prcjects cr how
reimbursemenis will be treated. The Ministry of Finance may provide
total project financing and require that reimsbursemenis be paid direcily
to the Minisiry, cr impler.enting agencics taay be given caly the GCA
porticn of project financing. It would be advisable for us io raeet first
with the Ministry of Planning tc discuss the FCE procedure in detail and
tc then suggesi that Planning meei with Finance. We should attend ihis
latier rzeeiing ‘o provide explanations and offer suggestions, but ihe
Ministry cf Flanning should initiate these discussions with the Minisiry of
Finance.

8. TUnccceptable Werk

Frcspective B/G's should be cautioned that reimbursertenis will nci be
r.ade for completed projects which fail to meet predeterivined require-
rzenis, Unaccepiable work and denial of reir-burser-ents will obviously
produce severe probler:s for the irplerzenting agency. Unacceptable
consiruction can be minirized or prevented through application of adequate
construction standards and preperly-tirmed, adequaiely-perforized
engineering inspeciions.

Cne problerm we rust face is thai of agsuring that the itnplerenting agency
dces not get an unabscrbably large invesirzent in a substandard project
before the issue of subsiandard work is raised. That is, the realities

are that we will gei into a difficult political situaiion if a GOA agency

gets a large (by its siandnrds) coraritment which we refuse ic reioburse
because of ¢ur assertion of substandard work. At least in the beginning,
our raie of inspection rmust he adequate to prevent the oceurrence of
situaiions where the GCA's losses are so great that they weuld

seriously fight nonreimburser.en.

8. Construction Stanaards and Inspectior:s

The social and econcmic requirernents for AlD-financed projects can be
evaluated before construction is undertaken, and we can assurae that these
requirerenis will be ret to our satisfaction as a prerequisite tc preject
approval. Acceptance of the projeci for reiriburserieni will therefore

be essentially an enginecring deterr:ination. The UGAID engineer will
approve design plans and construction specificaiions, inspection plans,



project sites and final ccnstruciicn, No reimbursements will be r.ade
until the Cenircller receives a certificaiion froi the USAID Eurcineer
that the prcject has been completed in accordance with predeterr.ined
standards and specificalicns.

Project plans raust clenrly state hew and whern inspection will take place,
the standards o be empleyed, the prccedurce for certification and
rejeciion, he chanrcels fer cornrunicating deviations, the GCA cormrait-~
ent {c the preceecures and the GOA's cbligaticn o reeact.

10. Unifcrr.ity cf Approach

There will be a wide variely of irrpler cniaivion preeedures followed in
cerapleiior: of fuiure FCR prcjecis, and we shculd expec: o sirrilar variely
of finarcing requirer-cnis. Thede will probably be variciicns in cur
appreach (o Maddilicncl cest't finaneing, perceriage cf reirburser oni

and perhaps advances. Therc variadicas should be detery ined on the
basis cf suitability for prcject impler entatini: and should be explained

to impler enting agencies befcre project agreerzenis are finalized.

We nust aveid giving he irpregsion of iuliiple standerds in applying

the FCR proceaure.,

11. Audii
Berrowers and grancees sheuld be advised thai <he Fixed Cesu

Reimburserient Procedure cannci preclude legal requirerments for right
cf audi..



COPY ANNEX 3

United States Government
MEMCRANDUM

TC : All Division Chiefs Date: January 31, 1573
FROM : Vincent W, Brown, Director

SUBJECT: TFixed Amoun: Reimbursement Procedure

The Mission's policies for implementation of the Fixed Amouni
Reimbursement (FAR) Procedure were set forth in a memorandurn: from:
the UCAID Controller which was disiributed to you on Tecember 15, 1974,
The following paragraphs provide additional guidance and should be

ireated as a supplemen: {o ithai memorandumni.

1. Achiecvement of Gtated Project Purposes

The FAL iechnique should be used as a means of achieving s.uated project
objectives. If the obicciives deseribed in project papers and other pro-
ject documentis include specific numbers of buildings or other structures
which must be constructed to achieve :he projec: purposes, ihen suificient
funds, based on reasonably firm cosi estirnates, must be budgeted tc
complete the stated number of units io be consirucied, Conversely, if
achievement of project purposes is not dependent on constiruction of a
given number of structures, e.g., the intent is to assist the granice in
devcloping a capability to construct such siructures, then the project
paper and other project documents should clearly siate thai the units to
be constructed will approximaie a given number and that the specific
number will be subsequenily established when verifiable cost estimates
are developed. It may be possible in the laiter case to establish the
number of units at the PP stage with reasonable certainiy if firm cost
estimates are available whan the project paper is prepared. We expect
to improve our techniques ¢.s we acquire additional experience with FAR
cosi esiimating.

2. Evzluation of Costi Estimates

USAID disbursements under the FAR procedure are '"fixed'" by amounts
approved in Projeci Agreements, Leiters of Understanding, or other
cost esiimation agreemenis which are signed by the lission Director.
Primary responsibility for the final review and approval of cost
estimates prior to iheir inclusion in these agreemenis rests wiih the
UGAIL Coniroller. Under present procedures, the Controller's review



Memorandum to: All Division Chiefs
Subject: Fixed Amount Reimbursement Procedure

and approval mus: be preceded by an engineer's evaluaiion of all
components of the cost estimate., Responsibiliiy for the engineer's
evaluation and approval of the cost estimate rests with the Chief of
Capital Cevelopment and Engineering. A recent AAG audit report
includes the following observation:

"At the time of our audit, most V..ssion divisions were involved
to some extent in the time-consuming task of checking GCA cosi
estimates. This problem wags exacerbated by the lack of Mission
guidelines and procedures to he used in checking GCA estimales.
Ceveral different approaches were being taken by the various
Mission divisions in examining GCA cosi estimazes. The
approaches were based on different concepts, and the resulis
were often different, depending upon who was doing the analysis.
Thus; as a minimum, pclicy should he set as to who checks ihe
estimates and which procedures arc io be followed in the
reviewing process."

Division Chiefs, project managers and technicians should obviously bz
concerncd with the financing of project implemeniation. However, the
evaluations of consiruction cosi estimaies should be performed by CDE
and the USCAID Coniroller as described above. CDE will call upon the
assistance of projeci wechnicians and other officers as required. t'he
resulting coordinaied approach :o the evaluation of cost estimaies should
avoid duplication of effort and provide consistency in applying

evalua‘ion procedures.

CO:TMcMahon;md:1/31/75

Distribuiion;
DP:RARogers
CDE:JCtandish
PARD:ALanza
EDU:ALanza
TO:RBrandt
MGT :HBrown
POP:CRGurney
CO:TW.cMahon

Clearance:
DP:RARogers (in draft)
CDE:J5tandish (in draft)
DD:FHGligh (in drafi)









reports and papers prepared by MSH during the past three years. This
represents a major effort in, and contribution to, the health sector of
Afghanistan.

Recommendation: For the reasons enumerated above, I have concluded
that procurement of these services from MSH are vitally essential to

the USAID operations in Afghanistan and are consistent with the objectives
of the foreign assistance program. I, therefore, recommend that you
approve this request for Proprietary Waiver.

Approved:

Disapproved:

Date:




ACTION MEMORANDUM F'OR THE ASSISTANT ADMINISTRATOR
"OR THE BUREAU FOR NEAR EAST

: Vincent \}P?r:om? Pﬁ“p

Wor, USAID/Afghanistan

From

Problem : This request is to obtain Proprietary Waiver in accordance

with AIDPR subpart 7-3.101-50 (d)(2):

(a) Cocoperating country: Afghanistan

(b) Project No. 306-11-590~144

(c) Project Title: Basic Health Services

(d) Tunding: PH (Non-Title X)

(e) Description: Auxiliary Nurse Midwife Training
Contractor: University of California
at Santa Cruz (UC/SC)
Contract No. AID/pha-C-1062 (Afghanistan)

Discussion: AID entered into a contract with the University of California
at Santa Cruz (UC/SC), California on July 30, 1974, to provide technical
advisory services to the Government of Afghanistan, Ministry of Public
Health, in the development of training programs in health, midwifery,
and family planning for young, rural Afghan women having limited
education (minimum sixth grade), This contract was funded under
project 306-11-570-110 - Population/Family Planning and is presently
funded through June 30, 1976. In the I'Y 1976 Congressional Presentation
activities under project 110 were integrated with the new Basic Health
Sexvices project 144, with the same scope of work. It was not envisioned
by USAID that because of a project number change (110 to 144) there would
be a need for a Proprietary Waiver; however, recent directions from
AID/W states this is a legal requirement both for this UC/SC project
activity and for the Management Advisory (MSH) activity.

Justification: The scope of work for the Auxiliary Nurse Midwife training
component of the Basic Health Scrvices project is not being changed in
any significant way. Two advisors will continue to be required. The






Santa Cruz, are vitally essgntial to the USAID operations in
Afghanistan and are consistent with the objectives of the foreign
assistance programs. I, therefore, recommend that you approve
this request for Proprietary Waiver,

Approved:

Disapproved:

Date:
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BELIEF5 AND PRACTICES THAT AFFECT THE
NUTRITIONAL STAT TS OF PREGNANT WOMEN,
LACTATING MCTHZRS Any "TUNG CHILDREN

1. INTRCDUCTION:

The inves.igator believes ihat nutri:ion is affecied by a number of socio-
cultural and economic fac:ors, and as such should be given due attention in any
study that focuses on ‘he nuiritional staius of a given community. The importance
of economic factors in relaiion tc wha: people can procure (produce or buy) to eat
is obvious, but to claira thai all one has ‘o do io improve the nutritional status of
a community, or a group in that community is to evaluate iis economic standards
is assuming a little more than what cou'sl be substaniiated by real life experiences.
Improved economic siatus or greater buyine power need nct lead to the allocation
of more money or resources fer the purchase of food iien.s or foods that are
essential from nutriticnal perspections. Whai one considers edible and more
important what one regards as essential or attaches more presiige (o are ihe types
of questions that could ke answered in ierms of the value sysiem ihat prevails in
the coramunity, and which guide one to make the choice among he things tha. are
available in the communiiy. In dzaling with such issues, and wrying to find logically
sound answers to questions of this type, the investigator would need o learn a great
deal about Man the Social - his likes, dislikes and fears as they relate to his eating,
rather than the abstract cconomic nran.

The amount of food stuff that finds iis way ic the family kitchen cannot and in
faci should not be {aken as a true indicator of ithe guality and the quantity of food
consumed by the family as a2 whole or its individual men:bers. It is obvious that
practically every food item has to he cocked before eating; and the method of
cooking implied would affeci the qualily and even the quantity of food prepared.

The study of these iechniques and the assessmeni of the possible losses
both in ierms of qualiiy and quantity is of imporiance for knowing the nutritional
values of the food that is ready for the family consumpiion. Furthermore, the
cultural values and the behavioral norms and patterns related to the manners of
eating and more specifically the socially accepted pattern of food distribution on
the iable, that is who is served first and gets the best choice; etc. means a
great deal in places where food is noi as abundant as would be expecied. Hence to
study this pattern and to learn about its basis is a good piece of information for
revealing the nutritional siatus of individual members or age-sex groups.

2. SCOPE AND PURPOCES OF TEE STUDY:

4Llthou~h the issues raised above and many others are esseniial in the study
of nutrition, to cover all of them was beyond the limits of ithe present undertaking.
The investigator's main purpose in this study was to learn, if there are any food
items that certain age-scx specific groups would ect even if available. More



specifically, the investigator wished to focus aitention on those social attitudes,
beliefs, and practices that regulaie the food intake of pregnant women, lactating
mothers, infanris and children up to the age of six.

Additionally, in traditional societies pregnant and lactating mothers are not
only subject to the rules that dictate what they should and should not eai, bui are
also expectied to conform to a set of clearly defined situaiionally specific behavioral
norn.s in a number of social and cultural events. The investigator wanied io find
out whai are these events, and how the two categories of women were expecied to
behave when confronted by them. The investigator was also interesied to learn
how sierility was viewed by the respondents in the community subjeci io this
study, and whether there were any locally developed remedial procedures ? and
if 50, what were they?

3. RESEARCH DESIGN ANC METHCDCLOGY:

The lack of systemaiic information in regard o food resiricting rules as they
rela‘e io the groups that are the concern of ihe siudy lefi the investigator with no
alternative, bui to keep the aim at the exploratory level. The investigaior assumed
that certain factors, namely economic siatus, ethnicity, educaidional atiainment of
the for ily and urban influences flowing in io the community, would be to some
degree related lo the presence or absence of food specific values and beliefs as
they apply to the groups of concern.

To meet the specifications stated above at an acceptable and manageable level,
it was decided to select three villages, iwo in a rural seiting far removed from
urban centcrs, each represeniing a distinct ethnic group, preferable Tajik and
Pushtoon (the two dominate groups numerically), and ihe third village Tajik in
ethnicity, yet cloze io a major ciwy, so that it would cnable {he investigator 1o
assess the possible degree of the city impact on these values and hcelicfs, The
two villages, Bala-Deh and Chah-noor, designaied as most rural, are localed in
Nijrab distric:, Kapisa province and Kunar major disirici, respectively. The
third village Kbhatir, which is a part of Deh-Sabz disirict is located in the vicinity
of Kabul City.

In the selection of the sample at the village level, aitempts were made to take
into account several factors thai could be thought of as possible causes of
differences in atiitudes related io food or the clustering of the informanis as far
as these aititudinal variations were concerned. Villages in Alghanision are of
pure ethnic and religious types, the ihree villages chosen being no exception; and
as such, neither religion, nor eihnic affiliation were taken into account. The other
attitudes ihai were differentially distributed in each of the three villages that the
investigator thought were associated with ‘he food atiitudes on ‘he one hand, and



about which data could easily be obtai{lfd in the field, on ihe other,, were
educational attainment of the family, =" and ils economic siatus. 2/

In the light of these criteria all the families in each of the ihree villages
were grouped io educated and uneducaied, and rich, middle, and poor. As a next
step in each village, a 10% sample was drawn randomly, which was comprised of
the elements of each of the five caiegories mentioned above in proportion to ihe
size of each in the total population of the village. The final sample included 52
families, of which 20 were in Bala-Deh, Nijrab district, Kapisa province, 18
families in the village of Khaiir, Deh-Shabs district, Kabul province., While the
village of Shah-Noor, Kunar major district is represenied by 14 families. In
addition to this, however, in each village the invesiigator {ried io interview at
leasi one woman (either in the village or outside of ii) who was regarded as
knowledgeable about nutrition in general and child care in pariicular,

Table I: Distrikbuiion of the Families in ithe Gample
by Educational and Economic Gtatus

Khatir Village Bala-Decl Village Shah-Noor Village

Rich Mid. Poor Rich Mid, Poor Rich Mid. Poor
Educated 4 2 0 4 1 7 3 0 0

Uneducated 0 2 6 0 1 7 0 2 9

The field worker in each of the villages was conducted by one interviewer,
who was ai the came time a native of the village. All three interviewers werc
graduates of the Faculty of Bducation in Kabul University. Of the three, two were

1. For the purpose of this study, high school was accepted as the minimum level
of educated, because the investigator believes that only education of this level
could be of relevance to these values and beliefs, Based on this interprc.ation
any family that had at least onc such member was designated as educated, and
those with none as uneducated.

2. In ascertaining the economic staius of a family, first a list of all the families
in the village was prepared and with the help of two well informed villagers the
income of every family was esitimated, The income of all the families was
added and the sum toial divided by the number of the people in the village,
which gave the per capita income. Any family whose income per member
was larger than that of the village as a whole was regarded rich, if equal,
middle, and lower, then the per capita income of the village was specified
as poor.,



assistants in the Department of Social Science, Faculiy of Education, while the
third one was a female who was teaching in cne of the girls lycees in Kabul. As
a group the field workers were given a week of intensive training with regard o
interview techniques, and the problems that could be anticipated in the field, and
how to deal with then should they arise. Cpecial atteniion was given io
familiarize the interviewer criteriz ndopted to assess the educational atiainment
and economic sialus of the family.

Each inierviewer stayed in the village of assignmeni for a period of three
weeks. Each of them was visiwed by the investigator at leas: once for he purpose
of discussion and io help hem overcome any problems they meay be facing., The
data were collecled through the use of o quesiionnnire preparced by ihe auihor in
consultation with Br. R. Newell, UNICEF consulizn’.  Also every inierviewer was
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asked to record any observetion they thought was rela.ed ‘o nuirition.,

The inierviews laswed for two hours on 'he average. Rechecking was done
auiie often a! the start and rarcly at the end as :the field workers goined
experience. Womcen being the main focus, all interviews ook place in -he homes
of the informarns. Peing natives of the village, “he interviewers proved quite
insirumental Ly not atirnciing crowds, which is usually the case when an
interviewer is an outsider., Mo difficulties were experienced and no. a single
of the informants refused or even hesitaied to answer -he quescions. This again
in the inves.igntors opinion was due "o .he fact that the person csking che quesiion
was not 2 siranger, hut actually cne of ‘hen., These faciors in com.bina‘ion nade
‘he inferviewing siiuaticn quite pleasant both for the interviewer 25 well as for the
informanis.

4. BRIVTF DECCRIPTICN CF THE VILLAGES:

a. The Village of Rala-Deh-

It is situated in the central part of Farookh-3hah, one of the five villages
thai constiiu.z the disirict of Nijrab, Kopisa province. This village is located at
a district of about & k. from the districi official sea:, the point 2t which the
dirt road terminztes. This means that it is ihe closest place, where o bus could
be caught, bul anly early in the morning in case a villager should wish to go
outside ithie communiiy. To cover the disiance separating the village from its
official seai is o pleasant exercise during the sumimer but is quite a demanding
task in the winter «ud during the rainy seasons.

Farming and animal hushandry comprise ihe iwo n:ain aciivitics in which the
majority of the village residen:s arc engated and from which ihey derive the main
portion of their livelihood. Farms are generally small in size, pariicularly when
compared to those in the north and the northwes! of .he couniry.



At the same iime we found (hat almost every one is an owner regardless
of the size of the land which is owned. The largest size of the farm owned by a
single family did noi exceed the limiis of 15 jeribs, while ihe snallest piece of
land owned consisied of 2 small plot of land with few (rees, Usually mulberries,
and walnuts, wheai, corn and ricc are the main crops grown in ihe valley, while
a few planis of potaiocs, tomaioes and other vegeiables atiraci ones attention here
and ib're. The sale of fruits, pariicularly dry mulberries and walnuts, brings in
some cash io the communiiy.

The forn being small on the ore hand, and the scarcity of locally available
employmeni opporiunitics on the other, pushes the people ouiside their immediaie
comrouniy. CZuch i outilow of populaiion, however, is temporary as well as sex-
age selective. It is iomporary becnuse 2ll of these who go outside return with
their earnings. It is seleclive in a sense that only young male merhers of the
family do so. It scew s chat o good majority of hese job-sceking individuals go
to Kebul where in the opinion of the villagers job prospecis seem bhrighter chan
anywhere else,

The river running in the valley provides waicer for irrigaiion purposes,
while ihat from the springs is used boih for irrigniion as well as drinking and
cooking. Boih cf ‘hese sources of water are quite dependable and together provide
more water than could ne utilized by the available form lands, the scarcity of
which is feli very sirongly by the village.

A nupber of services cssential for fary.ing as well as daily life of the
village are provided by well expericnced self-irained local crafismaen. Elacksmiths
and carpeniers arc permanen. residenis of (he community., The same holds wrue
for the barber, Coarpenters offer such scrvices as making doors, windows and
repairing the wooden paris of agriculiural ools. Blacksmiths make shovels,
speeds and plows. Both of these ardsans are poid once a year in kind at the end
of the harvesi season. Barbers who cu: hair ond circumecize boys are paid in
the same manncr.

“here were two primary schools, one for boys and anoiher for girls, at
a distonce of three km {.~m ihe village, each of them atiended by the children of
the surrounding villages. Particularly all school nge children excep. the very
poor aiiend school, even if a good number of them do noi siay in school up to the
time of graduaiion. The middle school and the lycces,; both for boys, absorb
the graduates of all primary schools seadiered in <he area.

The mosque, while serving mainly as « religious insiitution, offers
classes for he village children, alihough greater emphasis is placed on
religious cachings, moral insirucidons, classic Dari literaiure and writing.
While atiendance in these classes is noo compulsory, every child in the village
takes part in them. The size of the classes in the mosque reaches its peak



during the winter months and fzlls rather suddenly as the working season approaches.
One of the main atiributes of these classes is thai each child is instructed
individually and bow much he is taught in a day is subject to how much the child

can learn.

b. The Village of “hah-Noor:

This village is located in Mazar Dari and Noor Gul sukdistrict, Chouki
district, and funar major disirict, A dirt road running to the village makes il
rather easily approachable by n.odern means of transportation. There are two
huses that run fron the village io the city of Jalalabad on a daily basis.

Like irn ihe firs: village farning and animnal husbandry form the backbone
of the viilage economy. The scarcity of agricultural land is feli (o a greaier degree
than that in the firsi village. Here the lurgest indivicdual lana holding was not nmore
than 7 jeriks. VWheat, 2orn and rice arc the main crops grown in the areca. The
sale of rice consiiwies the main source c¢f cash income.,

Similar to the first village, scarcity of land aind limiwed employment
oppor-unities r-ake seasonal migraiion an unaveiduble necessiiy. Cnce again
it is the young male member of he family rather than the family as 2 unit who
goes in search ol a joh ‘o ‘he city oi Jalalahad, which is a fas: developing city in
the country, mainly as a major winier resori and s the site for 2 huge land
reclamaiion projec,

The river running along the valley and a number of springs provide
water for all purvoses - irrigavion, washing and drinking. Curing the summer,
people in the village as a cusion: [ill the holes they dug with spring water for
drinking purposcs for two reasons; firstly, that ihe water becomes clear as all
foreign materials precivitaie to the boitom and sccondly, the water geis cold,
The major services for daily living and farming occupation are provided by
community hased experis, in the san:e {ashion as thai of the first village.

There are twe schools, one primary for girls, and the second one a
lycee for the hoys, hoth locaied at a disiance of ahoui 3 ke from :he village,
like in the rest of the country, ihe desire ic send children to school is on the
rise. The casc of the mosque school is exactly like thit in the first village.

c. The Village of Khatir:

This village is o part of the Deh-Oabz district, Kabul Province; which
is located ahbout 35 km norih of Kabul City, and one km west of the road to Kahul
International Airpori. The ciiy buses running to the airport make the city
within easy reach for the village.



Farming and animal husbandry represeni the main occupation of iis
inhabitants. Agricultural land is not as scarcc as thai in the oiher two villages.
The largest farn size reached 80 jeribs, while the sinallest land holding was
reported as 3 jeribs. Water for agricultural purposes is provided by the siream
that takes its origin from the southern part of the ciiy, while waier for drinking
purposes is provided by the several wells dug by the villagers., Wheat, corn,
tobacco, poiriozs, onions, and tomatoes are the crops mainly grown in the village.
C! these ihe {irst two are consumed by the family, while the remaining are sold as

ash crops.

The clos prozirsity of the village (o the city, hclps the residenis of
this cormmuniiy {0 carn some supplememm‘y cash income from the city hased
on occupations. In nearly every far ilv ai leasi one member is enpgaged in one of
such occupaiions. There are those who work as governme ni officials, cihers who
arc engaged in shopkeening, 2nd a few who werk as janiiors in the offices,

There are twe schools, one primary for girls and a middle school for boys.
The gradunics of both schools have “he opporiuniiy to enroll in one of the many lycees
in the civy that he o1 sh: wishes (o attend. The situation of the mosque school is
similar co that of the cther iwo villages.

5. GENERAL CHARACTLRISTICS OF THE SANMILL

The famiily which is being accepied as the unit of analysis for the purpose of
this study is defined as o social unit, the members of which live under the same
rocf, share the family kiichen and 2ll wage earning members coniribuie their
income to ihe comrmon purpose managed by the elder n-ale mewber of the family.
In couniry life Afghanisian where people in gencral arce living under pressing
economic condiijions the sheer size of the family meains a great deal as far as the
standarc of living of the family and the welfarce of individual members is concerned.
It coulc have o decision role in regard io the quandty and ihe quality of food
available per capita per day,

In the sample as 2 whole the inves:igator found not a single family to he
represented by two meinhers alone. Cui of the total 52 families in the threc
villages, 18 were composced of 3-5 members, 25 families were made of 5-8
members, and § of thamm were of such a size that had ien or more members. By
recducing the threc size categorics o two, namely 3-5 and § or more persons, we
found that “wo-‘hirds of the familics in the somple were actually large in size,
that is having 6 or more persons. As data in Table I indicated, however, the
so-called large size families are not disiribuced in equal proportion in the :hree
villages, rather variations in .his regard were obhserved. The highest perceniage
of such families (70%) were found Lo be in the village of Bala-Dceh, nnd ‘he
lowesi percentapge (57%) of ther were found in the Ghah-Noor village



Table II: Family Gize in the Three Villages

Family Khatir Village Bala-Deh Village Shah-Noor Village

Size Number Percent Number Percent MNMumber Percent
3-5 ) 33.33 ] 30 8 43
6-9 8 44.44 10 50 3 43

10 and 4 22,22 4 20 2 14
QOver

The reperted variation in the size of the families particularly in the two
villages identified as mosi rural, while unexpected, become intelligible only when
viewed in terms of the prevailing economic condition in the iwo communities, The
observation in the two villages in this connection, lead the invesiigator to assume
that all other things bcing equal the degrec of cohesivencss among the me mbers of
a family and their desire o stay together as a unit i5 to 2 greater exteni a funciion
of its economic status. That is, The Higher its Economic Gtatus, The Greaier Are
the Chancec that its Members Would Stay Togeiher as a Social-Economic Unit, and
Vice-Versa. The relaiively large prope vtion of small size families (43%) in the
village of Shah-Noor, in comparison to the other villages seems to confirm the
assumption. The logic behind this assumption i3 ihat tight and pressing economic
conditions arc prone to give rise to such questions as to who works hard and who
does noi, who earns more or oo little or none. Cuch 2 way of thinking gives rise
to further arguments which gradually weaken the sentimenis and the bonds holding
the family members together, and leads slowly, but surely to the dissclution of the
large extznded familics, to ones that are small. It seems quiic obvious and in
fact self-explanatory thai under such conditions the most aciive members of the
group perceive the chance for their survival and an upward socio-economic
mobility to a far greater degree in separation than unity.

It is quite clear that under poor economic conditions the family size is quite
an important factor ir relation to its general standard of living, but obviously not
the only one, A further element that the investigator believes is of significance in
this respect is the distribution of the members to different age groups.

Table III: Distribuiion of Family Members by
Different Age Groups in the Three Villages

Age Khatir Village Bala-Del Villaéc? Ghah-Noor Village
Group No. % No, % No. %
0-5 RYA 25 40 28 20 21
5-14 35 27 44 30 31 34
15 62 48 50 42 42 45

Total 130 100 144 100 93 100



As daia in Table III indicates, in the village of Khatir, of the total members
in the 16 families, 25% are between the age of 0-5 years, 27% of them were found
to be beyond 15 years old. The distrikution of members inio the same age groups
was 28%, 30% and 24% in the village of Eala-Deh and 21%, 34% and 45% in the village
of Shah-Noor. By collapsing the age categories from 3 lo 2, that 1s to age group
0-14 and 13 years and over, we notice thai 52% of the members in the village of
Khatir, 287 in Bala-Deh and 55% in the village of Cheh-Noor are 14 years and
under. OSuch an age disiribution if taken ai its face value seeirs 1o he quite
satisfactory. As far as ihe dependency raiio is concerned, it is alnost 1-1
(assuming ihat those over 14 years of age can be gainfully employed). Zut if a
further element is added (n it, that is females and retired males, the picture
chainges quite a great deal. It is not unreascnable to assume that at leasi half of
those over 15 years of age would be females and a few retired meles, while some
others who may not have eniered labor market (schooling), Taking all thesc faces
into acecount, iv can rensonakly he asseried that a man would have (o provide {or
inorc than one percon., Under the ecconomic condiiion that previile in the three
villages, particularly ihe two thot arc designated the most rural, namely Bala-Deh
village and the village of SChah-Noor, such o raiio scems to pui 2 great burden
over the shoulders of the bread winners, ihe negative conseguences which are
clearly reflccied in all aspecis of the family life, including iis nucrition,

Arong the respondentis in the three villages the investigator found a great
desire for having rore childrenr preferably of the male sex. The ahility to have
children is an a”ribute ihai was positively emphasized by the respondents, It
wculd not be exaggerating in soying chai the desire to become a parent is one of
the socizally expressed reagens for geiting married. On the conirary the concepi
of birth conirel has noi yet becone o part of the ruraliic way of thinking and may
not become sc in the near future. In their opinion o give life and to izke one is
in the hand of no one but Alleh, ‘The clain: siaied above and the iendency o have
more children is rother well illustrated by the number of the total pregnancies
that were recorded in the three villages. The reader should keep in mind while
rending the figures in Table IV that the average reporied pregnancies are noi the
maximum possible, as only one-ienth of our information appeared to have passed
the limi: of reproduciive age. The fact is thai the average pregnancies for this
particular group in the future will noi be the same as iv is now,

Cn the average there were zine pregnancies per woman in the village of
Khatir, 7.2 in Bala-Deh and 6.4 in :hc village of Chah-Noor. Notice should ke
taken of the facr that all these pregnancies because of still births are not
carried io the end. Moreover 2 good percen.age of children horn alive dic
rather young.

Reading Table IV it is roticed that in the village of Chah-Noor 10% of all
pregnancies were terminated prematurely, and 20% of the children born alive
have not lived heyond the ape of six., Cf the towzl reporied deaihs, 42% have
taken place before the age of one, 54% between 1-2 years of ape and the



remaining 4% of the children were reported dead, when they were not yet §
years old. In the village of Bala-Deh 5% of all the pregnancies were ended by
still births. Of the children who were born alive, however, 48% were dead
before the age of 14. As reported by the mochers, 12% of ihe children have
died before they were one year old, 15% have passed away between 1-2 years of
age, 20% between the age of three and six, and 23% were said ic have died
between the ages of seven and 14, years. In the village of Khatir 12% of the total
pregnancies were said to have been ended by still births, and 27% of the
children born alive did not live for more than Bix ycars. From the total death,
45% has taken place before the age of one years, 12% between 1-2 years of age
and 42% of the deaihs have occurred betwcen three and six ycers.

Table IV: Frequcney of Pregrancies, Live Births, Gtill
Rirths and Deaihs in the Three Villages

Village Al Live 5till % of deaths of
Name Pregnancies Births RBirths those horn alive
Khatir 153 142 (88%) 21 (12%) 27 (21%)
Rala-Deh 114 137 (95%) 7 ( 5%) 36 (18%)
shah-Ncor 88 79 (50%) 9 (10%) 24 (30%)

Table V: Percentage Bistributiion of Dea:ths by Age
and Causes in the Three Villages

Village Age Causes of Deaih
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Bala-Deh 42 15 20 23 18 24 16 ] 3 7 5 21
Khatir 46 12 42 6 15 18 22 7 15 5§ 716
Shan-Noor 42 54 4 0 14 23 24 0 4 6 8 21

Amoeng the causes of death, whooping cough, chicken pox and diarrhea are
still the main killers in the rural villages. Whooping cough for insiance has
claimed 24% of the young lives in the village of Bala-Deh. The percentage of
deaths due {o this cnuse was reporied 18% in the village of Khaiir and 23% in the
village of Cha-Noor. Chicken pox was the reported cause of 18%, 15% and 14% of
deaths while diarrhea was held responsible for 18%, 28% and 24% of ihe chilcren's
deaihs in the three villages respectively., Cmall pox had claimed only 5% of all the
deaths in the village of Bala-Deh, 7% in the village of Khatir and none in the village



of Shah-Noor. As far as delivery is concerned, it presents itself as a threa: for the
moiher as well as the unborn baby, but only in the areas where modern facilitics
are lacking. To this problem were associaied 7% of all deaths in Rala-Deh, 8% in
the village of Shah-Noor and none in the village of Kha'ir. Anoiher facior that
seems to threaten the lives of rural children, yet never reported are the various
types of accirdlents. Tive perceni of all deaths in the village of Bala-Deh, 7% in
Khatir and 8% in Shah-Noor were said to have been due to one of these aceidents,

5. EELIEFS AND FRACTICES RELATED TC STERILITY

In rural Afghanistan, children of holh sexes are rezarded as an asset rather
than liability. They are sough: in order to share ihe lead of work inside and
outside the house, to ac’ as a reliable scurce of dependency ot ihe age of retirement,
and last bui not least ‘o have somecne o perpetunte the family. A childless couple
feels deprived and experierces severe frusiration as a resuli of it. Of the iwo, it
is the wife who is held secondly responsible for it, values proved ciherwise, which
almost always means tha. the male marries a sccond wife and, if well-off
economically, even a third one. If still nc children, only ihen would he reireat
and take the blame of being responsible,

Th= wife cither out of igncrance or based on what others sny, or heth, takes
he blame of non-motherhood and at ihe same time is net convinced ihat it is net
curable, The interplay of this double reality, that is being childless and the
ever present desire to escape i, have in the course of time giver: rise io the
emergency of a number of itechniques and practices thal are meaningful to then:.

In order to dig; deep into ihe subjec: and learn more about the naiure and
content of these practices and techniques the respondents were nsked as io what
in their opinion can or should a childless woman do tha! will or may help her get
a child. Responses to ihis question brough! to the surface 2 number of techniques
and beliefs that varied from each other in content as well as iniention, Despite
the variaiior, however, there was an element in common, that is every one was
assumed io be aimed at the remcval of a cause in 2 way thai neither explains the
nature of the cause nor deoes it say how would the recommended remedial step
remove it., The whcle story is founded on hope and belief. These beliefs and
related practices are dividable into iwo logically distinet groups as follows:

1. Those who believe that the cause of sterility to be in the realm of
supernatural, and;

2. Thai set of assumptions that see the causc in the person involved.

Those vhe adhere (o the first cause lisied above believe at the same time
that the causc or beiter the share of cause is beyond ihe human world, hence. no
human iniervention can prove of any use in this regard. To them ihe most
appropriate and logical steps are visits to the holy shrines and the use of amulets,



They are considered so as they deliver their unperceivable power and influence
from: the very source where the causc is.

The respondenis in *he three villages differ quite a great deal from each other,
as far as the degree of belief and the exient of their reliance on these sources arc
concerned. In the village of Biah-Neor [or instance 2ll those interviewed placed a
great deal of trust and confidence in the visits to the holy shrines and the use of
amulets as a means te be explored by the childiess woman, They even iold us
they consult the same sources when they desire a male child or in case one is
sick. In the village of Dala-Deh, on the other hand, only 40 % of those
interviewed expressed such a helief, the number of such izelicvers dropped to
8% in Khaiir.

The irformanis who iad such an orieniation were mixed in terms of
educational atteinmen: and econcmic staius, thai is, some helonged ic educated
families, others did noi, and in the same way ecenoi:ically. The observed
variation in the responses in reladon to the supernatural causes of sterility
in the three villages canne” be explained in {erins of cither of thein. The
similarity cf the two villapes desiguaicd wost rural, Rala-Deh and Chah-Noor,
in all respecis, bui eirhicality, however, led us lo coiclude that the variation
in the responses diseerned in boih can be explained in lerms of cihnicity.

s far as the diffcrences in responsce o the two Teajik villages (Khatir and
Bala-Dch) were concerned, the investigntor could noi think of any other variable,
but iue different degrees of urban influence that each was subject to.

The second cause, thai of sterility-bound aitiludes and heliefs that assume
the cause (o be in the person of the woman, is in itself divided into twc separate
grouns. (1) These that recommend physical rranipulaiion as a remedy, and
(2) those which advocate :he use of folk medicine for removing the cause of
sierility,

In respect .o the physical manipulating techniques, and more particularly
in regard tc the exteni of thcir use, noteworthy differences were found in the
three villages. In this case oncz again it was observed that people in the village
of Shah-Noor used this icchnique in a far greater proportion than those in the
other two villages.

In the first village, 30% of the respondents were said to have either used ihe
clay jar techniques 3/ ihemselves or have advised others to do so. In the village
of Bala-Deh 20% of the respondents made references to it, bui due to the great

3/ Eicps nrolvod i the use of the el jar:
a. An crdinary clay jar (villagers use it as container fer yogur: and milk) is
heaied, to the degree thai will not burn the hand of the person whe uses it,
b. A ball of dougl is gpread rhinly and placed over ihe open end of the jar.
c. The jar is lurned upside down and placed over the naval of the worman, and
is twisted from lefi o righi. NOTE: Tt is assumed that such an operation
will cleaw out the impurities that may have logged the wornb,



degree of pain involved hesitated using it thermnselves, In the village of Khatir
on the other hand, only 8% of those interviewed mentioned that they have heard
of it being used. To explain such a variaiion, the investigaicr could not think of
any other reason buti the ones cffered in relation to thc supernatural causc of
sterility.

The data related 0 ibe varieiy and the exient 6f \he use of folk medicine
proved so rich in content on the onc hand and the diffcrences in relation to it so

widespread in the three villagis on the other, thac the investigator has put

forward the hypothesis thai '""The Degree of the Belief in the Supernatural Causaticn
of Gterility is Inversely Related to the Varieiy cf Felk Medicine and the Extent

of its Use. That is, the Sironger the Belief i the Former, the Fewer is the
Variety and the Vicre Limited is the Exteni of the Use of the Latier.  For
instance in the village of Khatir (only 8% staicd io have visiied holy shrines in
relation to sterility), we found thet the informants not only knew 18 different
locally prepared prescriptions, but have used one eor the other of them personally.

In the yjllage of Bala-Deh (10% believed in the supe rnatural cause of
sterility). = e found 8 such prescripiions, but in the village cf Shah-Ncor
where all informants were convineed of the supernatural causcs of sierility

only two prescriptions were known and used as though necessary.

7. BELIEFS, ATTITUDES AND PRACTICES THAT REGULATE TEE
NUTRITICNAL CTATUS OF PREGNANT WCMEN, LACTATING MOTHERS
AND YOUNG CHILDREN (UP TO TWC AGE CF SIX)s

A, Prernani Vemen:

Pregnancy is regarded as one of the socially significant and physically
crucial evenis in the life of 2 married womai:, Therefore, great cautions are
taken to safepuard its safety and insure i‘s normal continuation to a happy end.

In the ihree villages studied we found a number cf beliefs that siate whai a pregnant
woman can and cannot cat, They all appear to be focused on one r:zin issue that

is to protect and mainiain her health, which in ihe respondents opinion has a direct
bearing on he well being of the unbora haby. Those aspects of her health, that
proved o he of keen iniercsi in this regard, were digestive irregularities
(diarrhes, ccnstipaiion, siomach ache, excessive storoach gas), skin

irritntions, and pairs and swellings cf the jeints. The da.a ai the investigaiors
disposal rev2aled tha: the informanis in the three villages not only knew healih
problems should be avoided. bul were also certaiin of knowing how to avoid ther

4/ The domain of folk medicine proved so rich in nature thau it was decided to
postpnne its full coverage for a separaie paper.
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They thought that ceriain food items if eaten, can give rise to one or a number of
these problems, and as such their consumption should be avoided by expecting
mothers. ~

Respondents in the two Tajik villages viewed beef and buffalo meat with
suspicion as food items for pregnant women. Both of these were thought io
cause such healih problems as diarrhea, stomach aches and pains and
swelling of the joints, all of which are assumed to be detrimental for the
continuation of a pregnancy. Camel meai was avoided for no other reason than
the fact that it elongates the course of pregnancy, which seems not to be pleasant
news for those whe are pregnant. These beliefs were common and held true for
all respondents in the two villages, irrespec:iive of their educational attainment
or family econcmic status. In the village of Khatir, however, we found an
interesiing belief which said that the unwanted consequences that are associated
with camel meat will not come o rezlity if the husband joins his wife in eating.

Fish received a highly negative ranking as a food item for pregnant women
by the informants of the village of Bala-Deh. The reason given was that it
leads to skin burning and other skin disorders. In the village of Khatir,
however, it was not considered harmful but in fact received 2 positive
evaluation as a food item for those whc are pregnant.

Informa nts in the village of Bala-Deh named a number of vegetables, such
as potatoes, peas, beans, and pepper as unfit for the group under concern. The
first three for the reason that they are hard to digest and as a result cause
stomach aches, while the latier as a skin irrication item. In the village of Khatir
a different group of vegeiables such as raw onion, house lecks and carrots (all
abundant in the village) were perceived negatively as food items for the expecting
woman, The reason siated for nct eating them were their association wiih skin
irritation and excessive gas formation in the stomach.

A mwmber of fruits were kncwn to be unhealthy for the pregnant woman.
Quince, apricots and apples were so regarded by our informants in ihe village
of Bala-Deh, thinking of them as non-juicy and as such difficult to digest. In the
village of Khatir only apricots were so evaluated. Respondents in both villages
were in full agreersent as far as ihe unhealthy consequences of vegetable oils
were concerned. It was ihought, that the oil weakens the body and the heart of
the pregnant wonian, It is obvious thai 2 weak hody cannot be a good host for the
unborn baby. 4 number of other food items mentioned by one cr another informant
that they do not eat when pregnant for no reason bui personal dislike and because
of this did not qualify io fall in with the conteni of food avoidances that are based on
cultural values and heliefs. As such they were not treated here.

5/ In the village of Chah-Noor the respondents referred io no food iter: chat should
be avoided by all pregnant women, insiead in this village the kinds of food to
be avoided by pregnant women were said to he subjeci tc the hci, cold
dichotomy that will be discussed shortly.



As mentioned earlier, people in the village of Shah-Noor treated the sukject
of food as il related tc cxpentant mcthers from a completely different perspective,
In this village it was noi the pregnancy that was used as a point of reference to
decide whether a given food itera was suitable or not for ihe expecting lady, but
rather the nature of the individual woman was used as a basis for such a decision.
Through interviews it was learned that in this ccmmunity praciically all foods
(grown and raised locally or brought from outside), sickness, and persons are
regarded as either cold or hot in nature. As a rule in this dichotomized werld
the elements from the cpposite class are taken to be congruent with each other,
Hot foods are best for individuals who are cold in nature and cold fcods are
regarded for those whe are .t natured, The same holds true for sicknesses,

In theory everyone is expected te fcllow these rules and eat foods that are
compatible with his or her nature of heing (het-cold), but in practice however, it
is seldem: and in fact never observed unless and until the perscn becomes sick.
Pregnancy which is seen as a normal state of sickness is noi an exception to these
rules which means tha: pregnant woraen are expectied to follow whai is dictaied
to them hy their individual nature.

Questions relaied io the hot-ccld nature of foods and sicknesses are secttled
in advance and the information pertaining tc itherr is a part of the village oral
traditicn of the communitly. It is sot the same with human beings as it differs
from cne person to the other. This means that every individual case has to be
dealt with separately as the circumsiances may call for. Through interviews
we learned that there are three distinci methods each relying on different cues,
used cither individually or in corsbhination for diagnosing purposes, which are
presented in an itemized manner below:

a. Facial Cues:

1. Dark looking greasy face, thick cracked lips means hot nature.
2. 7Pale lcoking face, thin lips, with white layer are signs of cold nature.

b. Pulse Movement:

1. Fast bealing pulse m cans that the person is cold in nature.
2. Slow beuating pulse is the indicator for hot nature.

c. Appetite:

1. Godd appetiie taeans cold naiure.
2. Poor appetite means the person is hot natured,.



d. Some Examples of Hot and Cold Foods:

Cold Foods

Young Chicken
Yogurt
Butter

Whey

Goat Milk
Beef

Raw Eggs
Citrus fruits
Pomegranates
Green Tza

Hot FFoods

Cld Chicken
Mutton
Milk
Cleover
Fish

Duck

Fried Eggs
Mulberries
Walnuts
Almonds
Black Tea

On the basis of what has been discussed we can reasonably conclude that:
(1) food restrictions related to pregnant women are the outccme of believing in
something wrong, and yet not knowing what is believed is nct only wrong but
detrimental for the very thing they wish to maintain or for that matier prevent
frem happening: and (2) those beliefs and attitudes while technically wrong are at
the same time so dcep-rooted in the tradition of community and so firmly
interwoven with the personality structure that to change then would require an
exiensive exposure to a different value system: that is not supportive of these

attitudes and beliefs.

In the three villages studied it was found that pregnant women are not only
subject io food restricting rules, but are also expecied to behave in accordance
in the situationally specific norms under a number of socio-natural events.
According to our observations in the three villages, it iurned out that conformiiy
to these rules is far greater than those dealing with food. This is so because all
these events cre assuraed to signal the presence of being unperceivable by man yet
stronger than him, and ...capable of harm thai can hardly be cured once affected.
In the Sollowing is presented a rather brief manner of the findings in the three
villages in regard to the naiural and social events as they relate to preghant

women.

1. Natural Events:

a. Eclipse (sun-raoon) - The intervie-vs in the two Tajik villages revealed
a number of interesting beliefs and practices in relation to these natural
phenomena. Informants, in these villages were of the opinion that under either
of these events the pregnant woraan shall avoid scratching her body, abstain
from the use of the scissors, needles and eating., 3cratching the body was
thought to lead to thz appearance of a black or red spot on the baby's body, the
use of a knife, scissors or needles or any other sharp instrument for that matter



were said to cause cui lips or some other possible deformity of the baby, while
eating was thought to cause the formation of 2 lump in the child's throat, We
were rather surprised io hear a few mothers say they had seen some of these
things happen in cases where ihese rules were noi okbserved. As an example, a
mother reported that in the course of one of these evenis she iouched by mistake
the chain of 2 dcor and was shocked when she noticed a chain like print between
the shoulder of her newly born baby.

b. Darkness - In thc opinion of the respondents in the (wo villages (Khetir
and Bala-Deh) night and its darkness is asscciated with mysterious beings and
their activities. It is further helieved that these beings are found in such places
as ruins “f deserted homes, grave yards and places where ashes are piled,
Pregnant women are supposed to stay away frora such places during the nigh: as
they may unknowing agitate one of ther: whe may in turn reaci back by harming
ther» in such 2 way that may not be curable.

In the village of Shah-Noor not a single respondent made reference o any of
the evenis discussed above in rela ion ‘o pregnant wer.en. As far as we could
tell, the nciaexistence of these heliefs in this particular villasze con once again he
explained in terr=s of the generai patiern of life and the prevziling cconcmic
condiiions. In the writers cpinion ihe presence of such beliefs and trying to
conforiv. to the behavior expecied appeared to be a luxury that ‘he inhabi.ants
of Shan-Noor could hardly afford. The pressing econormzic conditions under which
they live raake the active irvolvement of woinen, even if pregnant, in the work
outside the house an unavoidable necessity, which can hardly be planned in a
manner that will permit the worzen tc reach herme before dark.

2. Gccial Evenls:

Two tvenis, namely participaiion in funeral services and a visit to the house
where a baby is just born werc mentioned as being useful for ihe pregnant woraan
by resporndents in all three villages. While participation in these events is regarded
harno-ful for this group yet the close social ties that characterize the life of rural
people makes their avoidance socially irapossible. Fror: a cleser analysis of these
eventis as perceived hy the villagers and the related set of beliefs, it becores
clear that it is not the whole situation as such that is assumed dangerous, bui only
certain aspecis cof it are thought so. This raicans that pregnant wornen can participate
irhoth of thase evenis provided they follow the culwurally prescribed aciion relaied
10 the situation. The funeral ceremony dernands that :he weraen should take off ihe
araulets if they carry any and leave theri horae and absizin fror eating or drinking
n :hc house of the deceased. They are also expecied ic seat thernselves in a
place where the shadow of death will nct fall cn them. 7o visii the house where a
baby is born they have to avoid eaiing and ic iake off their amuleis.



B, Nursing Mothers:

The respondents in the villages observed by the study considered
breast feeding of the baby as a must as part of the mother's role. Moreover
they all thought that whai she eats will affect her milk, and eventually the baby
whem she nurses, which induces mothers to take the food restriction rules more
geriously than is the case with those related ic pregnani women,

The response given to the questicns aimed at revealing the nature of the
keliefs that dictated whai the nursing mothers can and cannoi eal showed that
two more elements, namely the concern for the iaste of the mother!d milk and
her recovery are added to the list of problems relaied to one or another aspeci
of the r~other's child's health that were used as criteria io decide what the
pregnant wom:an should eat. This means that lactating mothers are not only
expected to conforr: closely to the rule but are at the same time to conform ic a
greater number of such restrictions.

4 hard and critical look at the data gathered in the field brought io the
investigaters aitenticn an important aspect of the nursing siage, which in the
investigator's opinicn, if not taken account, can lead the observer to come up
with an unrealistic picture of food specific prohibitions. Information at our
disposal helped us realize that food avoidances dc nei remain unchanged through
the course of nursing i{ime, but changes and diminishes in nurber as the child
advances in age. As a result of such an observaiion it is proposed that the
nursing stages should not be treated as a unified unit of time but rather divided
into sub-units each characterized by its own set of focd resiriciing rules,

Taking into account the differential distributicn of these rules along the
nursing interval it was possible to divide it into the following three distinct
sub-stages:

1. From the tirme of birth - 40 days
2. Fror: 40 days - 5 raonths
3. Five months - weaning

Within the first sub-stage, that is from the time of delivery up to 40 days,
the mcthers are forbidden to drink unboiled water siraply because it is thcught
to intensify internal pains and for the fact that it delays the raother's recovery.
Citrus fruits were avoided for the sarre reason. Meats of all kinds except
r-utton (rrale) and young chicken were held to be harmful for the laciating rmother.
The reascns given were thai they are hard tc digest, lead to pains and swelling of
the joinis and makes the baby's stomach ache. Aracng the dairy products, milk
was associated with excessive gas formation ir the stomach which rieans pain
while whey and yogurt were assuraed ic postpone the mcther's recovery. A number



of vegetables such as potatoes; turnips and carrois were known as hard to digest
foods and as such should be avoided, Raw onions, house leeks and hot peppers
were known to change the flavor aind the taste of the mother's milk in a way that
the babies do not want to drink it and causes stomach aches, and leads to skin
burning and irritation.

At the close of this period which is the 40th day after delivery, the mother is
no more regarded as unclean or as a patient. This means that those foods which
were avoided for no other reason but her own health need not be observed any longer.
The "do not touch' sign is removed from the sun-hoiled water and citrus fruiis.

The same holds {rue for dairy products ard meais that are well cooked. The only
resirictions that siill remain in force are the ones that are supposed io maintain
the normal taste and flavor of the mother's milk and the ones ihat are intended to
prevent skin irritation and burning.

By the age of approximately five months, at which time the mothers start
to supplement their own milk by feeding their children a little hread with
sweetened iea or milk, if available, no food item was mentioned as being avoided
by nursing mothers,

1. Duration of Nursing Time:

The data related to the stages of nursing and the duration in particular
pointed to two important tendencies; that is (1) mothers tended to nurse their
babies for a reasonably sufficient length of time, and (2) the upper limit of the
nursing time is to some extent subjcci to the sex of the child.

Table VI: Fercentage Distribution of Mothers in Regard
to the Age of Weaning for Boys and Girls

Age in Bala-Deh Village Shah-Noor Village Khatir Village
Years Boys % Girls% Boys % Girls % Boys & Girls %
1-1% 20 20 0 8 56 56
11-2 30 5 58 45 33 16

2 and over 50 75 42 47 11 28

In the three villages no evidence was found that could be taken as a sign
of willingness on the part of the moihers to wean their babies hefore the age of one
year. In [act, all of those interviewed rerarded one ycar as the lower permissive
limit of the nursing inferval. As to whai should be the upper limii of the nursing
time, the responses differed quite o great deal from village io the next. As
Table VI indicaics, 20% of the moihaers in Bala-eh and 8% of those in the
village of Shah-Noor breasi-feed iheir children for 1-11 years. In the village



of Khatir, however, quite a different situation was encountered. Here 56% of the
informan.s mentioned that they nurse their babies for the length of time stated
above.

Looking at the other end of the nursing time, thai is its extension
beyond 13 years, a complete reversal in the attitudes of the mothers was
observed. In this conneciion 80% of the respondenis in Bala-Deh and over 90%
of them in Chan-Noor stated that they continued to breast feed ‘heir babies
longer than 1} years. While only 44% of those in Khaiir nursed their babies for
so long.

From the comparison of these percentages, the conclusion was reached
that mothers in the iwo villages designated as mosi rural (Bala-Deh and
Shah-Noor) were far more permissive in their attitudes concerning the length
of nursing time than those of the village of Khatir. Ia this village, among the
respondents, a great deal of desire was sensed io imiiate the ideas and the
practices that originate from the ciiy. The nursing time resiriciing attitude
on the part of the mothers in our opinion can be explained in terms of the urban
influence.

The difference in aititudes concerning the relationship between the
upper limit of the nursing time and ihe sex of the baby was in ihe direction
opposite to which is commonly assumed and even what the investigator had
expected. As Table VI indicates, mothers in all three villages on the average
tended to allow girl babies a longer period of nursing iime than boys. 75% of
the mothers in Bala-Deh breast feed iheir daughters for more ithan two years
while 50% claimed io nurse their sons for so long. In Khaiir and Shah-Noor,
the number of mothers who tend to nurse their daughters and sons for such a
length of iime were 11%, 80% and 42%, 47% respeciively.

Such a femaie favoring attitude was expressed by our respondents in
the three villages should in no way be inierpreted as signs of a higher siaius
compared to boys. Through further discussions, i: was learned that the stated

ititude is nothing but an overi expression of a feeling that regards females
less privileged in comparison to the boys, because they have to leave their
parental home when married. The longer permiited nursing time, in the
girls case, is to ccmpensaie for such a loss,

If such a fermale supportive tendency on the part of the moihers eannot
be taken as proof of her higher steius, it can ceriainly he used as a basis of
argument for rejeciling the still widely held belief that places the girls always
second (o the boys, or better, the first to be iold and the lasi to be served.
Moreover, if the evidence were not strong enough on the basis which the
investigaior could claim ihat such a femalc favoring atiitude would coniinue
beyond the nursing siage., At the same time there was no reason to assume that
the situation would reverse iiself in favor of ihe hoys.



2, Weaning Practices:

Along with the beliefs dealing with the aspect of weaning a2 number of
practices and techniques were found tha: were related to the '""how" aspect of it
as well. Through a close look at these practices the investigator was able to
realize that they were all based on two concepts, namely fear and reward.

As a first step in the process of weaning, the mother applics or places
one of the several widely used fear generating iiems such as wool, hair, hot
pepper, eic. to the :ip of her nipple immediately hefore the baby asks for milk,
Just by a look ai the unfamiliar, yet {righiening sighi of ithe mo.her or the touch
of mouth the baby unwillingly urns away crying. The mother who expects such
a reaction from the child rewards him for so doing by offering such things as
sweets, cookies, eggs and so farth to keep the hbaby from crying and a: the same
iime o diver: his a%iention from ihe breast. This ac: is repeeiedany iime the
child asks for milk, The respondenis in the ihrece villages siaied that the
consistent repeiition of this procedure was an effective way of weaning and
on the average ien days were considered adequaie iime for it.

C. Post Weaning Stage:

Contrary to wha* has heen expecied, no evidence was found in any of
the three villages that would point io ihe presence of any beliefs and rules
that would prohibit the baby from eating certain food items. This [inding,
while interesting in itself, was noi accepted ic be a complete answer to ihe
question of whai the baby rcally gets Lo ecat. Accepting the asseriion that the
best way to a child's stomach is through his moiher's mind as a valid
statement, the investigators concluded that the intended and the culturally
approved food restricting rules were only onc aspeci of ihe moiher's way of
thinking, What ihe investigator wished to fird out was if there were other
atiitudes on her part that may unintentionally act as a mechanism of depriving
the child of wha: hc should he eating.

A number of quesiions were devised thalt were used as a means ic help
reach this end. For instance the respondenis were asked the following questions.
Do you prepare or have you preparcd any special dish for your child? If so,
at what age? For how long? Why did you do so?

Responses to these quesiions indicated thai morhers in these villages, as
a custom, prepared special dishes for their children but as their answers indicated
only when the baby was being weaned or until the baby was compleiely off the
breast which as the daia indicated in no case las:ed longer than a month. Moreover
as noied earlier, whai the mothers feed their children during this time were foods
that were meant to keep them fron crying on the one hand and io fill their
stomachs on the other. In the light of this information the invesiigators claim
the non-exisience of any information in relation ‘o the nutritional needs of the
growing child.



To take a step further and to penetrate deeper into the mother's way of
thinking and believing as related to the nutrition of the child, the respondents
were asked '"Do you or had you any schedule that will regulate the eating,
playing and sleeping of your child?" The responses given in this relacion showed
clearly that parents, particularly mothers were over-proteciive and over-attentive
in times when the child was in some kind of irowle. Cther than this, the child was
lefi to its own and o Jo what interested the child.

In playing the child was engiged altost all of the day. When the child
feels the sense of hunger, he runs home and gets a piece of bread (this was
observed on rrany offcasions in the three villages) and then runs back to play. He
eats while he plays and plays when he eais. As a resuli by the time for meals,
the child is either too tired o be awake or ioo full of hread to ask for any:hing else.

In the investigaior's opinion the iwo enemies thai threatened the child's
nutritional status at :he post-weaning stage in “he three villages were the lack of
any knowledge periaining io the child's nutritional status, and the '"leave them
alone" atiitude as long as ‘hey are ou. of ihe way of the busy moihers. These iwo
forces aciing togeiher lead o an uniniended deprivaiion of the child from almosi
all that is available from the family but bread which he eats more than his due
share,

CONCT,UCIONS:

The daia obiained in :the field and the observations in the three villages iell us
tha: these people are subj’ ~t io severe eccnomic sirzins and siresses. The feeling
of being deprived because of scarcity of resources was widely spread among them,
bui the case of the child is far more critical than one cair guess. The child is subject
io a numbher of forces, some easily perceived even by '"casual observation' while
others are of a far more complicaied nature. It is these forces that deprive ihe
child of what little is available in the depfiving situation,

The social values and beliefs iha: prohibi: the child or his molher from cating
certain food items, while importani, are not as alarming as one would claim them
io be. As described earlier, they are ohserved when the child depends on a sure
source of his nourishment - his mother's milk., His well-being as far as nuirition
is concerned is in real jeopardy afier weaning., The investigator siresses the
child's case at this particular age. because ihe mcchanisms *hat deprive the litile
one of what he urgently needs are no: iniended social restriciions, but the
unintended, unrealized and not meniioned aititudes thai may escape even the
attencion of thuse maoihers actively concerned with their welfare.

In the investiga.or's opinion, as a resul. of this invesiigation, no plan or side
regardless of conient or in.enivion will prove ol much help for the child unless and
until serious ailempts are being made io bring these atlitudes o the conscious level
of the parents, pariicularly mothers, and help ihem become aware of the damage



they are causing, The investigaior is convinced that the best way to a child's
stomach is through the mother's mind; and because of i:, advocaies withoui

any reserva:ion that any services for children particularly those in rural areas;
must be delivered through the hum:an meachine, that is the mo’her's mi nd,
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Environmenial Impact

The Basic Health Services project is intended to have direct, positive
effects on the environmeni. The long~term project goal assumes an
increasing utiilization of basic medical services and application of
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health sysiem.

For the goal to be achieved will require improvement of the immediae
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The construction of :he buildings and their care and maintenance place
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engineers; the construction will be moniiored to insure adherence to
specifications. These buildings will provide for villagers models of
sound consiruciion, serving thereby a: examples io be followed.
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