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PART 1. SUMlVtARY AND RECCMMENDATICNS 

A. INTRODUCTICN 

1. U. S. Assistance :Friority 

The priority for U. S. assistancE: to the health sectors of develop­
ing countries and the lin!mge of improved health to general socio-economic 
development is clearly expressed in the Forei~n Assistanc8 Act and in AIr 
policy, as evidenced by the following pasfJug-€ fl'on: AI:::: Randboo'~ #1: 

"lower population growth raws and improved health 
are mJscntial to speed up social-economic development 
and improve the quali ty of life in LDCs. These inter­
related goals are consequently one of the three priorities 
toward which, with strong Congressional bacltinr;, AID 
directs its assistance." (Part III-3, p.l) 

The Easic Health Servicos (EHS) 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 det3rmined to be 
necessary for reaching the rural pOor both in terms of effective health 
services and cost. More 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 int0grated packages 
of health, family planning, and nutrition services to 
broad segments of thc!ir population at minimal cost. 
It phcGS an equally high priority on heaHh planning, 
r0search:and evaluation, so as to optimize the use 

. ·01 AID and LDC health funds, and on the management 
of the environment so as to improve the quality of life. 
Accordingly, Missions and Eureaus should encourage 
(1) special attention to mothers and pre-school 
children, a particularly vulnerable group and one whose 
health ultimately affects th8 >3ntire family, including 
income earners, (2) the UnIting of formal with non­
formal he;alth systomn~ (3) health development 
planning which is multi-disciplinary and focuses on the 
poor, (4) disease control, water supply improvement, 
sanitation and other preventive p~~gram-s, and" (5) 
innovative health~clivcr'y systems which are accessible 



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

The number of beneficiaries for the Phase 1 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 three years in 
Afghanistan will be nothing less than revolutionary, for no other project 
has reached this maGTIitude of females. A prerequisite to the achievement 
of this tareet is the traininr; of Auxiliary Nurs<J lV':idwives (ANMs) and assign­
ment to Basic Health Centers in their homo regions to provid(] medical 
services to female pationts. The fulfillment of this prerequisito or condition 
is an integral part of the Phaso I project. The Mission therefore concludes, 
with respect to both benefit incidenc0 and the direct involvement of female 
paramedical personnel, that two important sections of Policy Detormination 
60 on tho "Integration of V/omen into National Sconomics" aro being 
addrGssed in this Phase I proj2ct; These ar.; as fol1ows~ 

"1. Consider how the capaciticG of women can be 
more fully and Om:3ctiv·21y utilize:d in tho design and 
implem.:mtation of each AID-supported project or 
program, nnd include in all plans or proposals a 
section which analyz~~s the problems and disCUGSCS 
possible remedial actions. 

"2. Take all appropriate steps to increase both the 
participation of and benefits to womeni and encourage 
and support LDes and donors, both multi-latoral and 
bilateral and both governmental and nongovernmental, 
in the undertaking of similar actions." (AIL Handbook 
#1, Part P/-5, p.1) 

2. Conformance with th.J DAP 

USAID/AfB'hanistan's D0volopment Assistance Plan (DAP) 
established criteria to improve project design and to improve the probability 
of successful implementation in the Afghan context. These criteria arc 
discussed below. 

A FhasedApproach. 

The DAP establishes the need in Afghanistan to proceed in small, 
incremental steps from an experimental design through a larger test sta~.J 



to full project implementation over a period of years. The predecessor
 
to the Basic Health Services project was "Population/Family Planning, "
 
project 306-11-570-110p wpich was composed of several discrete sub­

projects: a general commodity clement (vehicles and contraceptives); a
 
demographic survey and KAP study; a management advisory team in the
 
Ministry of Public Health (MOPH); setting up a training institution for
 

auxiliary nurs:a midwiv~s; and ad hoc ~upport to the Afghan Family 
Guidance Association (AFGA). With the completion of tho c1cmo~raphic 

surV8Y ::md the spinning off of aDsistance to AFGA into a sl2parat.J clinic 
expansion project, it has been tho Mission's intGntion for more than one 
year tc fashion the remaining activities, in combination with some new 
elen~ents, into an integrated EaDic qcalth Cervic0s project. In brief, 
then, the EHS project will J:ut tog-.;ther th8 mana:semc l 1t systems (personnol 
assignment, logistics and supply, clinic information systoms), trained 
personnel (including the vital f.3male auxiliary ilUrSi;J rni<:h'lives) and rented 
and constructed facilities necessary to provide hoalth services to tho rural 
population in four henlth r·:;gions. Durin~ this first phase of an intep;rated 
project p work will also be carried out on the d~sign and field t;:;sting of 
Altornative ?:cdth D<3Iivery CystiJInG (AHDO) which, if sllcc0ssful, would 
become the modd(s) for rapidly expanding h8alth sorviccs to rur~l p~ople 

in Phase II. Thus, WG concIud:: that the BHS project as described in this 
paper fits tho DAP's id·3!llized description of an cvolutionary, phased ap­
proach to projoct (k,velopment. 

Simplicit.Y~ 

Tho DAP calls for simplicity in project dosign by minimizina thG
 
number of componc:nts which must b(; manipulated at a rP-von time to
 
generate proj,:;ct outputs. The BHS proj,Jct is not simplu in th0sC torms;
 
hOVlcv0r, the: Mi5sion and th.) KCPH aro rdYingon the miti~ating fact that
 

sew.ral 010ments arc on-r;oing. In addition, th~ IV"ission and MCPH have 
agreed upon a r:has2 I scope of wor:~ which is substantially smaller than 
the scope propoaed in the FY 75 Frojoct Fapor. (80;:; also Annex'u fer' 
AIL/W viaws on the FY 75 k·~.) In tho two nnd one-half year impl~mentation 
span, the EHS project will activat8 approximntdy 50 Easic Health Cantars 
(EHCs) in fcur rogions as comparJd with 180 r BCs nationwide proposcd in 
FY 75. Thoro: has be0n, thoreforlJ, n scaling down of planned outputs to 
conform with our mutual estimate of ext::mt and potential capabili ty. 

Government of Afghanistan (GCA) Sommitr.:~nt. 

The .CAF ostablishos t110 crit-.:rion that tl1..:: GCA must be ccmmitted
 
to a project concopt if it is to succ.Jed in impl'Jmcntation. Ginc0 July 1973
 
there has beon nc doubt that the new Hepublican r\.:;~Jrp....; hus bc..:;n UJ1Q­


quivocally committ0d on a policy luvd to providing mcdurn hoalth
 



services to the rural population. However, and perhaps more than in any 
other sector, the GCA has encountcr~d considerable difficulty in translating 
health policy st.'ltemontl3 into project concepts and implementation. Thus 9 

while thu USAIIi and I\1CPS wor'.; :::ngagc:d in tho implom0ntation of tho di8­
crete sub-projocts under th0 Population/Family Planning project and whilo 
thlJre was nearly continuous dialozue on thoJ c0ntral concepts and scope of 
activity for tho Pasic Health Services project~ .'If,reerrant was not reached 
until the Fa1l 9 1975. At that time th0 project concept anci n. bare outline 
of an implemontation plan wore pras.:;ntcd to the: GOI,. CG;Jill:.:t for its roviGw 
and approval. Th", GCA too'< this unusual IJtop with the' iJxplicit :mowlodl~e 

that the U. S. could nc;t make a commitr.cent, uvon "in principIa" prior to 
ADJ/W approval of tho projGct. (F-.lfor to Ann0x/» for the GOA roqu0st fer 
assistance.) We cannot envision a more substantial demonstration of GOA 
commitment to a project th~"\ this. 

Noar ~arm Results. 

In order to 0ncourag3 the sustained commitment of tho GOA, tho 
DAP recommonds that all projects have a noar- to m.:dium-term payoff. 
The BHS project is designed to provid.2 scrvicos to rur[l.! peopb at tiE) 

rata of 830 9 000 or more clinic visit::; per year by th8 ~r.d of tho Phase I 
project. This trtrget compares with tho approximatc~50, 000 porsons, 
mostly urban 7 who arc curr·:mtly provided goV(~rnmGnt 110alth scrvico. 
By th0 and of FY 78 the numbor of people sc;rv3d will r0ach GbOUL 145 
percent mar.:; than the curront servic.:: level. If such a servicJ lovel can 
be achi0ved in less than thr00 years' time, t.he ncar-term result crit(;rion 
will hav8 boen fully met. 

MaintGmnce of USAID Levem~o. 

The DAF hypothesizes that in projects where the USAID providos 
inputs befor.:: the GOAl leverage is lost. Th0 mothod which the USAID will 
employ to overcome that problem in this project is Fixed Amount Reimburse­
ment (FAR). Since th;:; purposc~ of the proj0ct is to provide health services 
to rural people, FAR paylTl'Jnts for both rentals and construction will only 
be made upon tho completion of construction (or the renovation of a rented 
facility) and the achiev'.;mont of an operational status. c. g. tho assign­
ment of BHC staff9 the link-up of the EHC to supply and support syst(~ms, 

etc. The FAR methed places the r0sponsibility for performance and tho 
assumption of financial risk on the shoulders of the GCA; cencomitantly, 
both financial and performanco risks are minimized for USAID~ Eoth the 
philosophy and tho procedure have boen t..:sted and are being umployed in 
other U3AID-assisted projccto and arc und0rstood and acc:Jpted at the 
highest levels in the GOI\.. 



B. RECOMlVIENDATIONS 

1. Approval of the Fhase I Easic Health Servic~s projcct and 
authorization of funding lovels as fellows: 

Transition 
FY lS76 Quart.:;)I' FY 1977 F~:! 1973 Tetal 

Realth Funds 7:1,787 :;;414 
(Non 'lith.; X) 

Fopu!ati011 Funds 31 45 60 136 
(Title X) 

:P510 :jJ1,83? ~474 ~:3, 936 

2. Administrative determination that tho Basic Health GerviceE; project 
is a non-capital technical assistance activity within th.3 moaning of applicable 
suctions of the FAA. Th0 planned amounts, oxolusivC' of inflation allcwancoE:, 
for technical services (advisory sorviccs, training, and commoditios) and 
physical construction - - ar;;; 1:2,040,000 and :;':1, 55?, 000 rospoctively -­
or 57 percent for technical servicos and 43 percent for physical construction. 
Since local financing of construction will be mad(] throu:sh fix~d amOUJlt 
reimbursement only after each Easic HO'llth ~..:mter has achi:Jved an 
operational sorvice status, tho int;.mi vf U. S. assistance [ioes boyond the 
simple physical completion of structur'3S - - the latt~:}r of which is th'J 
definition (If a capital project und.:::r section 611(c) of the FAA. 

3. Waiver of competitive sul'Jction procedures for on-going ~dvisory 

scrvices now provided by IVianagoment Sciences fer Health (IViSH) of 
Cambridge, Jl/iass. and the University of California, Santa Cruz (UC8C). 
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FINANCIAL DATA
 

1.	 PERSOl\TNEL 
a.	 Direct Hire 

Project Advisor 
b.	 Contract 

Public Health Advisor 
Mgt & Info Sys Aclv 
'f raining Advisor 
Health Delivery 
Systems Adv 

Field Trainer 
Short-term 
Consultant 

Total MSH Personnel 
Costs 

PH	 Nurse Educator 
Nurse	 Midwifery Edu 

Total "GC/SC Personnel 
Costs 

Total 

2.	 COMMODiTIES 
Audio Visual Training/ 
office equipmenl-1\1SH 
Contraceptive..,: Jelly/ 

Foam/fCD 

Total 

3.	 PARTICIPANTS 
Contract 
a. MSH (6x4 MM) 
b. ANM (6x9 MM) 

Sub-Total 

(US $ 000) 
Transition 

FY 1976 Quarter 
(MM) $ (MM) $ 

(3) 24 

(12) 
(12) 
(12) 

(10) 
(10) 

( 3) 

(59)	 390 

(12) 
(12) 

(24)	 120 

$ 510 

10 

31 

$	 41 $~-

(24)	 32 
(54)	 51 

83 

FY 1~77 

(MM) $ 

(12) 50 

(12) 
(12) 
(12) 

(12) 
(12) 

( 3) 

(63) :W2 

(12) 
(12) 

(24)	 127 

$ 569 

10 

45 

$ 55 

(24) 33 
(54) 52 

85 

FY 19'18 Total 
(MM) $ $ 

(12)	 62 136 

( 3) 
( 3) 

( 3) 

( 3) 
( 3) 

(15) 151 933 

( 3) 
( 3) 

( 6) ...1! 278 

20 

60 136 

65 
103
168 



---

Table 1 (contd) 

T ransitioll 
li"Y 1976 Quarter FY J.977 FY 1978 Total 

Direct
c.	 MA in Health Planning
 

(2x24 MM) (24) 17
 
d.	 Short-term Training
 

for Eng Div (8x6 M:YI) (24) 46 (24) ,15
 

Non-deg acad (2x12MM) (2"1) 18
 
e.	 Non-deg in Sup & Tr~ns 

Mgt Acad (1xl2MM) (12) 9
 
Special (lx12MM) (12) 22
 

f.	 MA in Hural Health
 
Admin acad (lx24 MM) (12) 9 (12) 8
 
Non-deg (1xl2 MM) (12) 9
 

g. MOPH Reg & Prov 
Pel'S	 - Special (lx6l\'IM) ( 6) 11 (6) 12 
Third Country Tng (3xlMM) ( 3) 3 (3) 3 

h.	 BHC-Special (lx6 MM) ( 6) 12 (6) 11 
Third Country Tng(3xlMM) ( 3L.l... (3)_3 
sub-Total - Direct 81 123 53 257 

Total $ 208 ~ $ 425 

4.	 OTHER COSTS 
Basic Health Centers(FAR) 316J 486. l5Q ._.j 1,5G2 ' 
Rents 15 15 
Personnel & Per Diem 18 18 ::W 
AHDS 26 35 61 
Contingency (15% on FAR) 48 185 23;) 

Inflation (4% annually on FARL- 12 99 III 

Total	 $ 405 $ 486 Sl,OOO $ 117 S 2,008 

---- ======= 
GRAND TafAL S 1,120 $ 510 $1,832 $ 474 5:1,930' 

Per diem for in-country traIning, out of country partbi~t travel on Ariana 
routes, medicament kits, housing and in-country travel '01' US teclmicians 
will be provided from GOA trust funds administered by ~SAID. 



C. PROJECT DESCRIPTION 

The MCPH's initiatives in public health have a fairly long history, 
but special emphasis on the rapid expansion of basic servicos 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 l:rldwife 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, personnel and logistical issues - - relating primarily to 
expanding rural health services - - have been identified, studied, and 
solutions detormined. Testing of ways and means to improve tha effective­
ness and efficiency of BHCs has also occurred in one province. Thus, the 
groundwork has been laid for the Phase I project. 

1. .!2:£ject DeSign 

Th~ health sector goal for all MOPH !1ctivities is the improve­
ment of the health of the Afghan population. Goal indicators are expressed 
in tenns of declines in morbidity and mortality by iLnproving nutrition and 
treating measles, pneumonia, intestinal disorders, anemia, and the intro­
duction and use of contraceptive technology. Tho impact on health status, 
as discussed in this paper. as a result of the Phase I project, will be 
medium to long term and thG function of several variables beyond the 
direct provision of health services. 

The project purposes are: 

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

"To provido two or more Alternative Health Deliv0ry 
Systems (AHDS) which when widely replicated will 
provide minimal health service for those persons 
who will not have reasonable access to a EHC. " 

The Mission has consciously selectGd project purposes expressed 
in tenns of services deli vered to a target population and systems to be 
developed, AHDS, rather than an intermediate "institutional" objective such 
as "strengthening the MOPH's basic health service network" wherein the 
actual delivery of service to people might be put into the assumption column 
of the logical framework. Tho acid tests for this Phase I project are 



whether or not tho health services planned in this project arc actually 
doli vered to rural peoplD and whethcr or not the ARDS are actually developed 
and tasted. 

To ::lchievo theso purposes the MCPH will cooperate to generate 
tho follewing important outputs: (1) establishing a regionalized super­
visory and support operaticn to backstop the EHCs within th(; project; (2) 
the training and assir.;nment cf ERe fidd staff, including the vital auxiliary 
nurse midwives; (3) establishin;:: 50 operational PRes inclusivo of 
functioning logistical and information systcmo; and (4) the training and 
deployment cf ABu:: porsonnd in two or mere pilot arous. 

2. -~,,::mcficiariGs. 

'I'he E;ignificance of tho project is that while only about ono 
seventh of tho BRe infrastructuro (planned compbted size of 325 :rHes) 
will bOCCIDG oporatic-nal undor this Fhns" I project, the number of rural 
bonoficiaries will be; 830,000 - - r-.lpre80nting a 145 p0rc~nt increase over 
those currently survcd. By MCPH 0stimat.::;s thes0 830.000 people will 
ropr.Js',:mt about 50 perccnt cf th2..:stimatcd pcpulation within th~ -itllC ~i ( 

catGl~rn.L·tlt-.axCJas. l\~cr~~ signific:lntlyJcmnlB Po, children and adults ',!!ill bu 
giv.:m service in prcporition to their r0proscntaticn in tho population -­
a significant change from th..: curr.Jnt baseline cendition whGrGin th0 ratio 
cf female to mal3 cliontr. is vory low. Eh'Pcrh:ncc in the Parwan pilot has 
indicated that it will b3 possiblo, with prcp\.)r staffing of BEes. to increase 
female attendanc.:; to parity with males. 

3. ImplamentatiC'n. 

'. '110 ba8ic imp}(;mentaticn plan fer each of the four health 
ravens can b0 illustrated as follows. tal<in;~ the Ghazni r;:;gion as an .:;xamplc. 
Within two mcnths ~ft.::r th~ siGning cf the first ::::rojlJct Agreement, l\I'CEi 
teams will sokct nin..:: :SHe sites within tho rc::~c n, according tc mutually 
agr03d criLri2. Since tho pur!JCSiJ cf th;:; prejcct is tho r;rcvision cf 
sorvic..;, th'3 l','~C FH will rant facilities in fcur tr.: fivJ sit'.·H). Upcn the ron('.­
vaticn (f thos.) facilitior., th<.; instnlbticn d furniture nnd equipment ane! tho 
assi~nrr.0nt cf staff, t11-:8(; facilitL;Ei will be.: c;.;.rtifie:cI fer fixed amcunt 
rc:imbursum~:mt e:f ,-\~r~od r",nt8. ;:'his '.viH Lccur by the s.:;ver~th month cf 
the proj,:;ct. Fr.:vicusly inthofifth 1;1Ontll d th(; prcject, cunstructicn will 
hav~ beGUn by pri vaCrJ ccntrac~cr on tho agrc-.:0. Ghazni si ~cs. Such ccn­
slructic;n will bu cc-nc1Jticnal c'n ar;rQc<.i ~ngin0~ring drawinGS, laycut and 
agreed ccst. ostiuat.::s fer fix.:...-J amcunt rcimbul'sum..mt purpuJes. Tho 
MCFH's Ccnstruction rlnd Zn;in'-l0ring=:ivisicn will have bC8n str;::nf:thenod 
with the ac;'!iticn cf enginc0ring J.nd technical staff t.e suporvisc, with th-:; 



USA!D observing, the contractors. As construction proceeds over an 
approximate period of 15 months, the MOPH's Prcsidenc~ of Basic 
Health Services will he.ve received new professional staff. The key 
minimal staff - - physician or senior nurse, an auxiliary nurse-midwife, 
and two other parD.medicnl personnel (e. g. sanitarian, compounder or 
male nurse) will be identified from currently a"ailnble manpower pools 
or from graduatin~ classes for assignment to BRCs. The BHS Presidency, 
with tho a3sista l 1Ce of ~hc USA~D maungoment cO!1t~'actor, will perform 
in-service oc~u:Jational and tea'11 trdnin~ '.vith the :SHC manuals and 
materials already dev810ped and to be expanded in Phase I. Simultaneously 
the MOPH \'.'ill establish rev-ond hc~~lth organizations, which organizational 
model h2.8 airor-ely been dovolo,od and partially implemented. As con­
struction is com,Ietecl for indi Vic.~llal BBCs, furnishings and equipment will 
be inEt::1.11ed and the [;u~~ly En:~age established from the centrDl warehousing 
faci!~.ty through t:1C regional adp1inistrative unit to tho BHCs. The newly­
trained personnel, or those Wll0 WJro staffing rented facilities, will be 
assigned to the new structm:cso Approximately 19 to 22 rr-onths after the 
first :Project Agreo~ent wHl have boen executcd~ '~ho first nine new BHCs 
will be certified "op81'atio~ml" f.Ed FA:;::;' payment made by USAID. With 
the beginning of service: the 3HC staff ",,:11 co~h:'ct data on the health status 
and n03c1s of the c1i.:.;nt ~l)p~I1atlon for the purpose of tailo~:ing services to 
priority need a11'l to activ~t2 t~e c~:liic information system upon which 
subsec:aent team training '.viH be hascd as weil as int8r~al evaluation at 
tho BRe, region nne: national hwcL 0'.1 tl10 averag0, each BEe wiil be 
expected to receive 50 clients per cJ8.y, or an anna!).1 rate of aQout 16, 000 
by the end of the first yea!' oi oper1.tion. During this peri.od, a referral 
system wEl be activated for cases which are beyond t.he capabilities of 
the BHC staff. Each of the otht;r health regions - - Kandahar, Kunduz 
and Balkh - ... wil: be activated in the same manl'Jer by approximately 26 to 28 
months from the first Project. Agreement. 

Tho Alternative Hea!t:l Delivery Systems models will proceed on 
a separate tracl~ undo!' the supervisi.on o~ the Basic Health Services Presi­
dency and with the assistance of the management advisors. The first 
AHDS model will be designed within about seven months of the first 
Project Agree:nent and th.-:: £i.::'8t pilot site selected after about 10 months. 
During this period :MOPH staff will be trained in the model's concepts 
and the modo of implGmentation with the start of fidd activity about 
one year after the Ii"lst Project Agreement. 



4. Coordination. 

The execution of the project will require the horizontal 
coordination of the PrG~idencies of Preventivo Medicine and Basic HeaW.1 
Services and with planninr; linkages to trainine institutes such as the 
auxili2.ry imrse-midwifQ school~ the Public Health Institute, and tho 
Medical F2.cuHy cf Kabul Univorsity. In addition, the project will require 
tho daily coordination of the two aforomentioned Pre:sidoncies with th:3 
Constl'llciicn and Ei1vnooring ::;iv~sion for site selection :lnd construction 
s:::~GduHnG an(1 th8 P::.'eDidency cf Adminh::tratiol1 for budget allocaticn, 
contr2.ctir.g, :.)rG~ur2mGnt7 anr1 porscnn81 aSLignmont::;. This Kabul-based 
MCPE-I erg2.n~zatien will be V81'~i~ally lilllwcl througl1 regional adminis·· 
trative and sU~,)Grvit:Qry units to til;:; inrli.vidu2.1 BT-res. USAI;:; IlSSi8tn.nce, 
both advisory sO:;"viccc and participant trnining, "'till be applied to the key 
interEacGs a!ncng PrGEid8'1cies and :C3partments, and to such training 
institutions as tho ANM Gchccl. Tho core of USAID asdstanco will be 
provided to the F:'osidoncy of Bade H.::alth 3el'vicas. 

5. Rcsponsib~atyfor Inimts. 

In ecmernl 1 tl18 r-.~OF-I vtill banI' tho cost of personnel assigned 
to BSCs, t:18 sup~;ly of o:-:p.Jrlcablc: (1ru~ss and mntorials, merc than ?5 
pcrcc:n~ of construction cestE: (dnc:::; MOPH overhond and supervision costs 
are excluded frcE') FAR roimbursoment), anc1 tho p!1rtial cost of furnishings 
and eql1ipmel1t. UNICBF cont-:.'ibutions will be ::.1D.de: for drUGS, som8 BHC 
oq",'j:m10nt, v2hiclcs ~n(~ pota~lc~ water Gupplios. USAID··finnncua inputs 
will incllldo advi::;ory services for personnel managem.::nt, logistical systems, 
auxiliary n'1r~e r.l1ic..:\\vifc trn.ininr;, in-sol'vice and overseas traininG of MCPH 
staff, tbe design of the AHDS r;1.cdG1G~ 75YGrce~t of tho direct costs o~­
struction and Jocnl cporatin(; costs for fmc :-::mtnC-lnaddltion, USAID __'. .. . -----"'c--.---------­
will provide limitod commcdity support primn.rily for in-service traininrr 
and ct::ntracGptivG supplh:s in the BRCs. 



Figure I 

PURPOSE ACHlliVEMENT 

Government of Afghanistan 
1. Land 
2. Personnel 
3. Ph sical Facilities 
4. 

Medicines/dru s/su lies
Construction - materials and rsonnp-l 

5. 
6. Trans ort/communications 
7. Health Education Pro arns 

.l\1inist of Education - Health Education 
Kabul Universit - Jalalabad Medical School - Doctors ara-medicals 

WHO - advisors, commodities , training 

Vol Agency - CARE-MEDICO - curative medicine, hospital based 

UNFPA - family planning services, demographic services 
BILATERAL-USSR, FRG, India, advisors, commodities, training, 

Vol A enc - AFGA IFPF Affiliate "urban" MCH/FP services 

UNICEF ­ advisors, commodities, training 

1. AdviSO~ry Services / 
2. Traini /
~~------' /
3. Commodities //.;;...:.---:::..::..===.::=;=.=.----------
4. Local Costs 

USAID 

Other Donors 

STATUS 
End of Project 

Phase I 

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

I
I 

A. Each operational BHC. I' 

provides: diagnosis; 
effective treatment for 80% I 
of diseases presented; ! 
referrals to provincial ! 
hospitals; FP education i 
and service; midwifery . 
and MCR service; health 
education for nutrition 
and sanitation; and 
vaccination service by 
A~""M. vaccinator and 
sanitarian• 
B. Average daily BHC
 
attendance 50 patients.
 
C. The proportion ofwomen I 
and children seeking health I 
services increasingly cor­
responds 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 replicated 
at affordable cost. 



D. SUMMARY FINDINGS 

1. Cccial. 

In the Docial Analysis- section of this PP we find that the 
beneficiuries of th0 project will be overwhelmint';ly rural and that by 
the end of Phas~ I (FY 78) th~rG will h;) mora rural people receiving 
modern health services than urban. Mere significantly, rural females 
will receiv8 servic:Js in proportion to their number in tho populaticn. 
Accordingly, the expGcted impact on the hOrllth status of l"ural f.:;malos 
will be relatively much greater than for the nat.) population, since it is 
the latter which has had substantially greater access to traditional and 
modern health servicos to date. The implementation of the alternative 
health delivery system mcdtJIs will require the participation of rural 
people both in client nnd practitioner roles. Historically, there is very 
limited cvid~nco cf sustcined and productive interaction betwe<3n 
centra! Government and rural peoplo, especially whore the activo par­
ticipation cf the pee-pIc is a prcrequisitG tc project success. Thus, the 
dosiGn and implementation of tho AHDS models must procGcd carefully 
with duo regard for tho conservative milieu cf the rural populace. 

2. Financial. 

Th0 Il,l1isr.icn C( nclu(l;.Js frcl~ its Financial Analysis'that the: 
GOA has and continues to manifest its com.:nitment to ir:lprovirg the 
health of ti.le Afghan populntion as ;Jvidenced by the I'.rowing :lllocatien of 
ordinary and dCV0~Gpment Gxpon:~iture to tlw health soctor. The recurrent 
cost of 2.11 Gxpand"d b~oic he~1th infrastructure, upon th0 cOI":lpletion r:f 
Phase I: can be borne by the GOA. Such oxpenditure will bo sl~all rolative 
to domestic revonuos, total ordinary oxpc:ncitur..: and GDP. Furtherr.1Orc, 
th.3 financbl cc:st per pa:ie:nt sorved upon tho completion of Phase I will 
be acceptable· on conservative assunptions and might be termed "lew cost" 
on more liboral aS8umpticns of patient load nne tho useful life of 
structures. The Financial Analysis rovoal~ the substantial clifficulty of 
designinG D.1ternativG health 0clivJ!'y systens '.vhich both reach beyond the 
service radius of the BHCs anc1 are "low cost." 'Whereas the BHCs will be 
located, by dofinition, in ar0as of higher popubtion density, the AHD8 
models will oporate beyond theso concontrations of population and, thereby, 
increase the cost of cl81ivoring ov~n minimal service. Boyond, say, ['.bout 
75 percent pupubtion covera2'o, the cost of sorvic8 d'Jlivorod through any 
system will bo expensive. 



3. Economic. 

The l\'i:ission did not undertake a conventional economic 
b:::mefit/ccst analysis or a cost effectivenesE analysis based upon an 
academic, theoretical model for the reason that the statistical base in 
Afghanistan is so w~mk and the typical sot of oporative assumptions so 
subject to manipulation that virtually any B/c ratio could be achieved. 
Reasoninrr both by expGrienc8 and intuition, the Mission concludes that 
the DhasG I project willlikoly result in lcw;,;r birth rates, lcvll'r death 
rates, ane! improved health I3spccially amon~ f8I:1ales. The short-run 
effect may be a sm'.l.ll incroaso in tho pcpulation grcwth rat.:;, nore 
prossure: on available foed supplies and pur capitn. incor.1.J. Hcwov8r, 
in the short run, th'3re shculd ~ls() bG a rcCistribution of real income 
from urban to ru!'al resickmts. In the long run, tho servic'.3s provided 
through Phase I Easic Ee:::tlth Centers should causo lowured fertility 
and lower population grc:wth with consequent ir.1provoci individual and 
family woll-boinC and higher yi \.:lds on hum,'m prcductivi ty. Over the 
assumed cconcr.'1ic lif;,;; of ;~lO prcject, 30 yoars, the cornputcd economic 
cost per patient SerVJ3 may range (dependine on assumptions) between 
$U. S. 0.20 and :"TJ. S. 0.29 or what we turrr. "lew cost. " 

E. PROJECT ISSUES. 
~....r·T-".' 

' ••• C( ~\:."", ',' . "•• 

The Phase I project addresses the most important health issues 
in Afghanistan teday: tho provision of health service to' the rural popu­
latiunj the prevision of servicGs to females; and the first oxperimentation 
to providu health services to the rural population who will, for the 
foreseeable future, rennin beyond tho r8~ch of any modern health 
facility. The following subsidiary issu.JS arc: ones which will be analyzed, 
discussed and hopefully r0sclved dUlinC the cours.:; of th.:; Phase I project. 

C f IV f. 1-< I ( -- tQc:' I, c.. , l:- ~ • 

1. FreG Medicines and Drup;s. ........-.-.-


Currently it is th~ policy of the GOA tc provide all healt;/ / D t"~ 
services free of chare.:;. This includes net only the services of all MOPH 
personnel but drugs, me(~icines, dressings and any otlwr supplies neces­
sary for health care. As of this date, the full financial inplications of this 
policy hn.vG been r:n tigated by various conditions inclur:ling short supplies 
of drugs and mat;,,;rials and th0 Ministry's incapacity te distribute such 
supplies to Basic Health Centers. If, as the CCA apparently intands, this 
is to remain tho policy and one which is put inte full practicc, then the 
resource allocations among GOA MInistries must change and the MOPH's 
share be increased. The USAID recommcm}atic,n to the MOPH tc date ~~Q.­
that th3 beneficiaries of services should boar som;:; part cf the cost. 



--

The Management Sciences for Health (MSH) Parwan study indicatos
 
that peoplc are willing to allocate, and do allocate, a significant
 

s1j~ro of thDir incomes to pri vatc medical s0rvir.:0s and the purchase 
of medicines. V<1.rious proe-rams have b80n studied and specific 
reports on soma of thcD have be0n subP-littcd to the MOPH by the 
MSH t\;.lam. Arnone the:::8 to be considered are: prGpaid health 
insuranc,J (a "hJalth stml!f!" schG}-:to); f.:Jes fer servicos; fln(1!cr 
charges for drugs. The resclution of thIs issue will b8 described in 
any PhasG II Project Pap8r. 

2. Conflict with Non-PrcjGct Activity.----'....-- ~ 

Tho MOPH io prcceeding en a parallel track with tho 
Phase I project to cons~,ruct abcut 70 Basic Hoalth Centers including 
a l1Ur.1b0r which ar'J only partially complete aft~r one to three yoars 
of start ane stop construction. The pril".,ary ccntractcr iEi the Holman:~ CJt
Construction CO!:'l,pany (HC~), forr.1lJrly th,.; Hdr.1und Arghanr:~ab Con­
struction Unit (HACU). On the ona hand, it is by no r.10ans clear that 
HCC can actuaHy acccr:1p~.ish the N"inistry's constructicn plans for tl10 
rauson t!mt tlr2 cOE1pany is h;:;n.vily COUl:':1itt0c te' the Central Holnund 
Crainagc project, th0 IBRD-financer:1 Kunduz-I'Jl~nabar:~ irrigation 
schumo, an'l 2.n A:03-finaacec1 road prcj3ct in the: Helrn.and Valloy. 
On the othor han.J, ant! nSSUrdll£! thnt He C can !J.ccomplish the construction 9 

it is net clear what priorit~r this "non-prcjoct" cc,nstructicn will assumo 
within th(: r\~inistry with r0spoct to t:taff af3siSIu:.lents, in-s0rvic0 trnining, 
logistical SUppCl't 9 etc. Given the GOA's cnbinot level coml~itment tc the 
U3AIS-assistcd Basic Health 8ervic0::: project, the Mission aSSUr.1GS 
that first pri(,;rity will be c,n the Phnsa I jcin~ preject. HCJwover, if this 
is net tho casrJ, PhflCO I impI8!"!lentation may we:ll be slow<3G and the 
rat:::: fA eelllD cor:1r.1itr.1unt to fixed anount rGinburs",ment for new 
constructicn c1ece:Ier!J.tcd. The possible conflict bc::tw'Jen project and 
nen-projoct !J.ctivity within thiJ Bas5.c S·::alth Cervices Prasid8ncy will b0 
n10aSur0rJ, assc-ssod and r2corJcd thrOUGh the lI,(tission's monthly , l' 

", t,.reporting SYSh'i:l for ~hG Froj8ct Perfcrmancc Tmcking network. . J.I ,.)
JJ1 ,;. .. I

I . V,I !; c 

3. Int\::r,ration c.f athol' MOPE S~rvic;)s. .l , .. . ,. ~.. 
<'."- "'. (. \.... 

This P:1ase I prc'ject docs net intcrrrate the services and porso::m81 
of the nearly auton0I:10US c'rganizQtions within the Ministry of Public Health 
for sr1allpcx immunizatie,n and E}~bria c0ntrC'l. At the pr-.:s,,:mt tir:1o, it is 
simply b0yond t~e cap['.city of the MOPH to inteGrato these relatively well ­
dovdcped inE:titllticno into th;,; nctivitk:s of the new deve:lcping Prosidcncy 
for Basic I-J.J:l1th C0rviccs.i,:,c;p..:nc1ing on the degrGc of successful implc­
r.1ent:ltion of PhnsG I, this issue; may bG studied and addressed in a 
subsequent H:aso II project. 



PAR.T 2. PROJECT BACKGRO_U_~_JD_AND J~~E;;;..T=A;.:;:.I;.;;L=E=D~D=E;;;..SC;;;..R;.,;;.I=P;...;;T=I..;;.O..;;.;.N 

A. BACKGRCUND 

Afgh?n:'st::n io, by m03t r.ll in:ern~tiona] measures, among 
the 25 least dcv810pcd nations. Not tmexpeetedly it shares the problems 
of these least d0velopcd cou~tl'i8F>e 

UNICEF-WHO Jo:r~t Committeo OIl HaaWl poacy has sum­
marized tbe nature of the i.:Jroblr.;,n fl~d possible solutions: 

"Des,itc the ef~o:'ts m~C:8 over th3 years by many govern­
ments and by WHC unci umCEF to elaborate, onlarge and 
adapt their ~olid.:.)s nn1 di::sj)He t!18 bet that health services 
have bCGn greatly strc:lgthcned in many clcvdoping countries, 
the basic hlJaHil r.uees of 'pQ~)ulaticns ""1'e not yet met in a 
satishctory way. It is c:..;ti:11ated that in many countries less 
than 15 perc;;mt of th~ rural r-opu~atlon and of other under­
privi:cg-ed grQllps f-uch ['.8 ~lt~r.l 6"e11ors, nomads and people 
in re~n()te r(;glons i,1.vO ·.~cc-:ss to health services. This 
situ8.tio:l is made eVen more serious by the fact that rural 
and uncerprivilcg:JJ r-('')P~8 are n(\t nnly p::!.rticularly exposed, 
but :llso very. p:r01l2; t."l dir:eas0. A hostile cnvi ronment, 
poverty t ignQrr.ncc: of th2 causes of disease and of pro­
tective measun:s, lack J~ health serviCeS or inability to seek 
and a~i!iz(;; thum aro :111 facturs that may combine to produce 
this sorry Gitllation. 

"To meet effectively the main needs of underprivileged 
populations, ~vhicl1 l'cpresont about 80 percent of the people 
in less develoy.Jud countries, health services should 
actively seck out the 1101'son8 concerned; learn their needs 
and desires, and pl'otC'ct, tr'2at and educate them. Unfortu­
nately 1 the stratc~y so fur r,doptod by many developing 
countries of modeling thair health services on those of 
developed countries ims not beon conducive to serving needs 
as doscrib8d above and has tlwreforG failed. Broadly, it has 

* "WHO/Ul'lICE:;' .Toint Stndy on Alternative l'.pproaches to :LVleeting 
Basic Health N3eds of Pop'lbtians in DevelopIng Count,ries" 
'I\vcntieth Session, Geno'!n~ ·1-·0 }Tebruury 1975. 



tended to create relatively sophisticated health services 
staffed with well qualified personnel, which it was hoped 
to expand progressively as resources increa::led until 
the entire population was covered. This has not occurred. 
Instead the services have become predominantly urban­
orientt::d, mostly curative in natur·,:;, and accessible 
mainly to a small and privileged part of the population. 

"The relative emphasis on special disease programmes 
may also have hindored the development of basic health 
services OV.3r the past 25 yeart:>. The enthusiastic appli­
cation of new knowledge and technology has not always 
achieved the expected goals, and some of the conse­
quences have hecn untoward. In sum, history and 
experience show that conventional health services, 
organized and structured as an emanation of "Western-type" 
or other centralized thinking and mechanisms, are unlikdy 
to expand to meet the basic health needs of all people. The 
human, physical and financial resources required would be 
too great; the necessary s8nsithity to the specific prob­
lems of rural or neglected communities would rar;Jly bG 
attained. " 

The WHO/UNICEF staterr.cnt, 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 th.:.' population. 
Its urban poor are "urban" only in a demographic sense, having neither op­
portunities of upward mnbility through modern industry, nor having those 
urban amenities such as protected drinking water and adequate sanitary 
waste disposal. * 

The WHO/UNIC EF statement continues: 

"It is therefore essential to tak0 a fresh look at existing priority 
health prl)blcms and at alternative approaches to their solution. 
This is clearly not just n question of applying a little more 
technical knowhow. In some situations drastic or revolutionary 

* From "The Kabul Times" Septem}-lr.'r 4, 1975: "The 14 story building 
which (when built) will be the talk . n the country •••• " "•••• the 
needs of the Kabul citizens as regarr' 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. T~e 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/UI-ITC EF study states that a promising approach would 
include the following chn.racteristics: 

"1. It prov~JGs: 

- adequate immunization 
- assistance to mothers dUi:'ing pregnancy and at 

delivery, postnatal and child c~re, and appropriate 
advice to countries that accept family planning policy 

- safe~ sufficient and accessible water, adequate sani­
tation, and vecter control 

- diagnosis and treatment oi simple diseases; first aid and 
emergency treatment; facilities for the referral of 
ser:ous concli'ions 

- other services that mi.Y bo considored in the light of 
local conr.iitions • ~ •• to meet basic health needs 

"2. It provides at least 80 percent h:;}alth coverage for such socially 
or geographically remote populations as villagers, nomads, or 
peri-urban and slum dwellers. 

"3. It is applied, or promises to be applicable within a 
reasonable span of time, in a count.ry of very limited 
resources," 

2. Health Status and Perceived Health Problems 

Demograohy 

Survey data p~ovicl.c consistent impressions of major demographic 
and health parameters and underscore Afghanistan's position today as ono of 
the least developed countries in the: world. While In'Jlusion in this category 
inevita.bly r~is.;;)s the genera! spectre of high bi rth rates, high ;Jut decreasing 
death rates, and rlJsulting high growth rates, Afghanistan has r8cently 
developed the data ncc(;ss~ry to focus reasonably precisely on these param­
eters. Large-scale nr.tion::ll surveys by the GOA and specifically targeted 
studies under the 1\10PH, indicate birth ratGS as high as 50 per thousand, 



and death rates ~r8t> pe:' thousand (with rural deaths occurring at 
about twice the urban level), with particularly punishing clfects on 

women and children. " /0,:','.' (t.','.! I) 

Maternal mprt;lity ~:s:be';~>variously estimated f!'om 64 to as 
high as 200 per~ with even the lower (and p8rhaps more accurate) 
estimates 100 timeR the levd eLcountel'cd in th(..) Unitod States and Sweden. 

Tho mortality exporienco among children reveals rural infant 
mortality rates tJloGely ap?roxi~nating 200 per thousand Iive births, and 
deaths between the first and fiftieth year similarly elevated. 

Causes of Death ane: Disability and :3ural Afghanistan's 
Pr.:Jrccptions of ~ea1th Needs 

Tho litany of bc:alth problems associated with the mortality data 
outlined above would alGo be p:-cdicted from the experience of similar 
developing count:-j' prob181:1S\ and such predictions are largely borne out 
by Afghan examples. While: thore is sarno variance in rank order in tho 
first year of lifo and the year:.:; ono to fivo, all studles confirm that diarrheal 
disease, other.' infetJtious Ul~d J:es?irntory diseases, measles :md 
nutritional deficiency nrc: major contributing factors in childhood deaths, 
which in turn is the p}:e(~ombG.nt catogory of mortality in the Afgpnl1 
scene today. 

Of equal importanco to th,:; epidemiologic data summarized above, 
are the perceptions r.mt ru:::-al AfgoaDs have as to tl1C causes of death in this 
age group. The recent I~SI-l village h8ulth survey presents an important 
view of rural health pr'vbl~ms, 

"Findings of E:urvey 

"Households int0~'viGwed hud an average sizG of slightly over 
6 persons I with a. Inrgc perc'2nt of momucrs of households 
(almost 50 parccT't) being under 15 years of age. Survival 
rates of women [lrc much lowor than for men; p!lst the age 
of 50 ther'~ a~c.: :i. 5 malos for eV0ry femalc. 

"Women approa~l1ing completed fertility (age 35 - 44) have an 
average of 7. ~_ live births, app:~:oximatcly 30 percent of whom 
died.. Th0 oHeraE mortality rata for the sample population 
in the previoun yon!' wns 20. J.!1000; 68 percont of which were 
chlJdren under fb2 j'o[\.:rs of ag(~. m.xty··thrce pcrc"mt of 
thCG0 ch:!dhoo'l dca~hs were attributed t.o cithur measles, 
diarrhea or pneumcnir.• 



"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 interviewed. Body pains was 
the most frequent comPlaint mentioned. accounting for 35 
percent of the total; upper tespiratory infections being 
next with almost 15 percent prevalence. Diarrhea was 
not frequently mentioned p 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. 

''ReslJondents perceived the "most serious illnesses" to be 
pneumoniu p diarrhea, dysentery and measles, and their 
most "serious health needs" to be medicine, doctors and 
hospitals. Almost 50 percent of all of those Whl' had died 
in the previous year had not sought any treatment. Of those 
reporting an illness in the last three months, 36 percent 
had received no care. Those who did uso some care demon­
strated a preference for modern services - doctors, 
pharmacios p BRCs, hospitals - over traditional services. 
An exception is tho Mullah - 54.8 percent of all households 
having used his sorvices in the provious year. 

"The average amount of mom::y spent for a household's health 
services in the provious year was .918 Afs. Thirty-seven 
point five percent of this was used to purchaso rD..:;dicinos and 
another 20 perc(mt was allocated for the usc of mullahs or 
shrines. The amount spent on health services accounted for 
6.8 percent of tho total average household income. 

"BHCs arc viewed as an important source of health care by the 
rural Afghan. 60.5 purcent of the ·samplG expressed the view 
that the BHC provided the best care when sick. The vast 
majority of BHC users felt that tho services and personal 
attention they received was favorable, although a number 
express8d concorn over the fact the BHC role in fcod sup­
pl0mcntation afton int0rfered with the provision of health 
services to those who needed it. 

"Almost all (91 percent) of rural wemon report that the maternity 
services which they have available aro not satisfactory. Thore is 
also an indication of widesproad lack of knowledge of child 
rearing practices, ospecially as related to nutrition. While 
breast feoding is extended (up to 24 months average), solid 
foods are not introduced into a child's diet early enough to 



properly augment tho nutrition for mether's milk. Similarly, 
the types of foods used at weaning tGnd to indicate insuffichmt 
diets for children in weaning. Nutritional assessment, using 
arm circum.f~rence measurements, points to severe nutritional 
problems, especially among those at age of weaning ­
ag0 2 to 3." 

3.	 Tho Afghan Hoalth System - Cultural and Organizational Perspectives. 

Ono approach to the analysis cf the health systeP-l in rural 
Afghanistan is to examine the actions and Gptions available for a village 
at home faced with a pcrceiv0d health problem. The attached figur(; 
(Fig. 2 frem the MSH Village Hcnlth Study) suggests in pictorial form the 
successive layers of servicos whic~ may be employed in the health care 
seeing process, from the heme to tho villages, the bazaars, the towns and 
finally the cities. The largo majority of health care actions undoubtedly 
arise in the homo and are largely beyond the present reach of the health 
cara organization summarized in tho feHowing diagrrm. 



Figure 2 

Overview of Afghan Rural Health Systems 

Dais -: women specialized in tbe delivery of babies. 
MUllahs - religious leaders 
DokhaID1 - small shops (Dokhandars .- shopkeepers) 
Shrine - typically the burial site of n pIous ancestor 
Hakim - a traditional medical practitioner, ohen Hindu, who utilizes procedures which 

descend from the Vnani medical t~adition of India and Arabic medical tradition~ from 
the West. 

Atars - shopkeepers or roadside vendors who specialize in herbal mediciI'cS 
Sayyids - holy persons who claim to be descendants of the Prophet Mohathmed. 



4. Modern and Traditional Medicine 

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

Since the establishment of tho twc Colleges of Medicine (a 
second one was founded in 1963) approximately one thousand five hundred 
doctors have graduated, of which number 645 arc now employed by tho 
Ministry of Health and approximatdy 425 by cthor GOA agencies,..;. g. 
l'flinistry of Defense, Kabu~ University Medical Schoel and tho Interior 
Ministry. Thus, 1,070 doctors GiVe; Afgh~nistan a physician/population 
ratio of 1:11,200. 

The numbers of other health personnel arc rtlso lew: nurseF 
729; auxiliary nurse-midwives4&r; and sanitarians 412. 

I ~ I 

The 8'I'cat majority of these r.1cm.cal personnel are located in 
Kabul and the few ether urban arons; hewever, the recent decision of the 
MOPH to assign all future medical school graduates - - approximately 
100 yearly - - to two years of service in the rural areas will help to 
remedy the situation. L~ 

The majority of tho population, thercforo, depend on tho 
practitioners of the traditional folk medicine and resort to the doctor of 
modern medicine when no ether traditional options rOl!lain. This can be 
attributed to seve:ral factors: 

1. Tho scarcity of r.1oe;dical doctcrs, necessitating the 
traveling of long distances to obtain their services. 

2. The relatively higher cost of the services and drugs of modern 
medical dectors. 

3. Some unfm~iliarity with the mistrust cf modern modicino. 

4. UnWillingness te alter cultural behavior in submitting to 
physical examinations and doaling with ductors who rarely come fror-l tho 
communities in which they practice. 



The	 State of the Art of Traditional l\1edicin(' 

Unlike the traditional herbal medicine of some countries, 
e. g. Pakistan, India, Japan and China, traditional medicine in
 
Afghanistan today is not institutionalize r], officially recognized or con­

trolled. There are no sch0<21s of herbal mcdici~e and the practice is
 
passed from mastoJr tc -appr~mtico, the majority of whom arc illiterate.
 
These realities and the popular notion that illness can have either a
 
natural or superm,tural etioloeY have blurred the distinctions bet\veen
 
medicine and magic, and priest and physician.
 

5.	 Organizations and Recent History of the Government 
Health System 

During tho last years of the previous government, it became
 
clear that many factors were interfering with the MOPH ability to provide
 
access to health caro tc the pecple, including the organization and
 
management capability of tho MOPH itself, and the widespread lack of
 
femalo personne;! necessary to serve Afghan wonen.
 

Three initiatives pertaining to rural health were sustained and 
strengthened by the new Ropublic Governnent following the 1973 revolution; 
the crganization of Basic H09.lth Services within tho Ministry, tho 
iI!lprovement c,f the Ministry's managoLlont capacity te iI:lplement rural 
health activities, and the training cf fomale auxiliary personnel. 

Organization of BaGic Health Services 

Originating fron an effort by the: Rural Devc!opment Department 
tc provide: rural health facilities, the concept d BHCs became firmly 
established in the MOPH in accord with the roccmmended policy ~deline8 

of international agencies including UNICEF and WHO advisers who have 
been involved for mere than twc decauas in the effGrt. Tc date, the 
Ministry comT:'itmcnt to rural health is cvic1onsod nest cloarly in tho 
c~n~inued ascent of the Basic Henlth Servicos activity tc its present status 

'as n. Presidency ane! the largest activity under the Rank I Presidency of 
Prevcntiv8 Medicine. Tha goal of the MCPH is to establish a BHC in 
every Minor Civil Division (MeD) of the country by 1983, providing roughly 
one	 conter for ev(;ry 20 to 30,000 people and potential practical direct 
success to perhaps ono-third to ono-half c,f the rural pcpulation. A large 
number of important tasks havG been uildcrtakon to f:?ivo substanco to 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 care 
within the resources realistically available tc the Government. Its 
results included the facts that: (1) servicos could be substantially 
increased by reorganization of staff and supplies; (2) paramedical 
personnel could adequately handle tho majority of the problems presented 
to health c(;nters; (3) redesigned lists of supplies could meet a large 
fraction of the nealth needs within the expanded budget provided by the 
MOPH; (4) BHC personnel responded favorably to the training and 
supervisory support provided during the prcject, and noticeable re­
gression in work output was obs0rvcd when sup'Jrvision d-::creased. 

Work Manuals. Detailed job descripticns with technical and 
administrative guidelines were developed for each health worker in the 
BHC using an in··service training approach to begin to remedy the lack 
cf guidance available fer rural workers faced with ccmp!cx tasks and 
minimal training and suporvision. 

Rcgionalization. Rocc'gnizing the impossibility of implementing 
decentralized programs offectivdy frem a central ministry, the MOPH 
is leading tho GOA effort tc regionalize administration. The first two of 
six regions were staffed in 1354 with competent, senier MOPH physicians. 
In Phase I, four Regional Offices will have become operational. 

Division cf Authority/Respcnsibility at Senior Levels in th\.) MOPH. 
A significant amount of confusic,n and internal indfectivcmoss in program 
decisicns in the earlier years of the 0xpanded BnC effort resultr)d in the 
Minister's direction to divide clearly pro[jram impleoentation authority 
and responsibility for supplies and prcgramming. 

Management for Rural Health Services 

Recognizing tho impe,rtance ane ccmplcxity of the task involved in 
improving rural access tc health caro, the MOPH in 1973 requested AID 
assistance in providinr; Managoment Support for Rural and Family Health 
Services. Management Sciences fer Health (MSH) was selected as the 
contractor, and a tean uf consultants has been werking with thu Ministry 
on a wide range of tasks essential to the success of rural hoalth improve­
ment. These tasks began with an initial analysis of MOPH operations and 
procedures, and a joint work plan to tackle priority tasks. These have 
included the activities outlined abcvo and such additional tasl<s 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 priorities, an important reformation element 
for MOPH consideration of how the BHC system can meet rural needs and 
what supplementary efforts are needed beyond the BHC system; 

planning of Alternative Delivery System 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 process, to improve 
resource allocation among MOPH programs; 

analysis of the economic and hcalt!l 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 ~ackaging for use in the BHC system and the Alternative Delivery System 
experiments; and 

consideration of a national multiple antigon immunization plan. 

Training of Female Auxiliary Personnel 

Redressing the acute imbalance botweon 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, the school had graduated 48 
young women, and in 1975 a second class of 28 was graduated. In January 
1976 a third class of 25 graduated. A new class of 73 or more will begin 
the IS-month program in April 1976. Of those graduated before 1976, 
41 are currantly assigned to BHCs and 35 to other MOPH clinic facilitiese 
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 are schedulud 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. e., a new class 
of 50 each semester. This will enable the graduation level 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. PROJECT CONCEPT AND DESCRIPTION 

1. Introduction 

We suggest that the best understanding of the EHS Phase I 
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, e. g. a schedule of necessary goods and services 
at the input level and a set of conditions to bo achieved by the end of the 
project at the purpose level, whereas the PPT network 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 arc not a part of a continuous implementation 
process. Participant training, commodity inputs and "other costs" for 
MOPH staff££!, diem fall into this category. In Part 3, immedia.tely 
following the PPT network, we discuss training from the: point of view 
of process, the transformation of advisory services into oporating 
systems and the provision of, and arrangements for, local cost 
financing for the rental and construction of BHCs. 

2. The Phase I Logical Framework 



LOG FRAME 

Goal 

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 agp. These are 
mostly the rural people 
who comprise 85% of 
the population. 

Indicators 

Current Health 119761 1982 
Indicators for Children (End of Afghanistan's 

Under 5 Seven-Year Plan) 

Morbidity Mortality Morbidity Mortality 

MaInutritio 50% 5% 40% 5.0% 

Measle!'
 
(excluding
 10.8% 2.7% 10.8% 2.4% 
epidemics) 

Pneumonia 
(acute res­ 26% 1.3% 26% 1.0% 
piratory 
disease)
 

Diarrheal
 
Dysentary 75% 7.5% 10% 1.0% 
wiDehydra on 

Family Planning	 1976 1982 

1. Contraceptive .'\cceptors 1% 10% 

2.	 Additional Children desired 
at parity of two. 5.5% 3.0% 

I 

BASIC HEALTH SERVICES 
, 

Verification 
-

BHC aite 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. 

Assumptions 

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

Epidemics are contained.
 

No major food shortages occur.
 



BASIC HEALTH SERVICES 
LOO FRAME 

Purposes End of Project Status (EOPS) Means of Verificatioll Assumptions 

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 sixHealth 
Regions. 

AHDS 

To provide two or more Alternative 
Health Delivery Systems (AHOO) 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: 
(l) diagnos is 
(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 s::.ni taUon 
(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. 

Systems of proven effectiveness 
developed which are capable of being 
repllmted at affordable cost. 

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

C.	 Survey of viliages in BHC catchment 
areas; and demographic "proffie" 
estimated on bailis ADS/SUNY data 
compared with client record data. 

AHDS 

MOPU/USAID evaluattons of AHDS. 

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

Donor contributions are delivered on schedule. 

Cultural constralnts, especially those on 
women, w1ll1:0t prevent attendance at 
clinics. 

AHDS 

Villagers recept ive and willing to 
participate in AHDS modells) 



LOG FRAME BASIC HEALTH SERVICES 

Outputs Indicators Means of Verification 

3. ANM SChool operating at optimal level. 

2. 50 operational BHCa. 

4. BHC personnel trained and assigned. 

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

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

4. End FY 76 FY 77 ~ 

-Physician or 
Sr. Nurse - 18 50 

-ANMs 18 SO 
- Paramedical 

Pers 36 100 

FY 78 
4 

42 
~ 

FY 77 
4 

13 
1 

1 and 2. BHCs operational in project aUlas 
as follows: 

End FY 76 
Rank I 
Rank II 
Rankm 

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

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

Verification of all output factors will be based 
on on-going monitoring by personnel of the 
MOPH and USAID. 

BHS institutionalllDd personnel motivations 
are sufficient to sustaIn required effort. 

New concepts introduced In training 
programs are accepted. 

5. BHC supply systems expanded. 5. Drug (medicines) formulary for BHC 
adequate for illnesses treated, and 
inventories maintaIned systematically. 

6. C1JIInt record system operating. 6. Periodic Provincial, Regional and 
Ministry summary reports based on 
data provided by BHCs. 

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. 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 witb. AHDS 
workers. (This will be quantified more 
precisely in the model designs.) 

D. Functioning supply system. 

2. A. MOPH personnel records (absolute 
numbers and turnover rates) 

B. MOPH/USAID records and visits (apprcpria " 
content, need for retraining) 

C. Worker records (if literate) survey 
otherwise. 

D. End users served by AHDS systems with 
required minimal health supplies. 

Same as above. 



BASIC HEALTH SERVICESLOG FRAME 

Inputs Indicators Means of Verification Assumptions 

Year_l_ Year 2 Year 3 TOTAL 

l. ConstrJction $ 302,260 $ 584,760 $1,711,130 $ 2,598,150 l. P ,oAgs, PI0s, Contracts 1. Ail 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, (25) 2. ~10PH budgetary allocations the kind, magnitude, and time 
- USAID (38, 250) (290,625) (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. ~oo 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,\':'1':1 25,000 - 150. ()()()­ - ' '-' . -

3. Rent ~ 13,440 4,680 20,000 
- GOA 470 3,360 1,170 6,000 
- USAlD 1,410 10,080 3,570 15,000 

JtA..'~ ..~"V':-~4. Outreach Projects (USAID) - 40~OOO 21,000 61,000 -, 

JiJ -', 
J 

5. Supplies, Repairs 19,700 79,050 159,000 257,750 .,~~~~~.. i~ 
- GOA 5,700 31,800 71,500 109,000 ,- S-~0; ,_/ -. 
- 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 3N,OOO 506,500 
- USAID 553,200 553,200 2'16,600 1,383,000 
- UNICEF 7,400 21,300 33,300 62,000 

7. Participants (USAID) 2211,OOO 170, 000 35,000 425,000 
8. Sub-Total 1,291, 640 1,710,050 2,556)1710 5,558,400 

9. Contingency 24,040 66,395 247,875 338,310 
- GOA 14,400 16,200 61,800 92,400 
,... USAlD 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. G RAND TarALS SI 315 680 $1,811,720 $2,978,485 $6,105,885 



3. Discussion 

Project Inputs to Outputs 

Tha inputs necessary to the achievement of outputs and 
purposes ar3 itemized in financial reporting format in the preceding 
log frame. The primary inputs and outputs of USAID and the GOA arc 
discussed below. Other donor inputs aro discussed in Papt 4. :9. 4; .. 

Tho Phase I training activities ar0 extensive at each hiorarchy. 
Special consideration is given to the institutionalization of in-service 
training at alllovols. The longer term, graduate level training programs 
are not directly related to Phase I, but to the longer term objective of 
building within certain offices of tho MOPH tho competence to sustain 
the program developod in Phase I and to administer the subsequent 
expansion of services to the rest of the nation. 

Ministry of Public Health (MOPH), Kabul Personnel 

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 Engineering - Ten new positions will be 
establishod in this division. ThtJ qualifications required 
will be BS in Engineering, Kabul University, for ap­
proximately throe of these, and a high;:;r 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 equipment maintenance: 

.66 man-months 

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

Short-torm training (accounting, inventory control, supply 
systems, etc.) will bo provided for 12 persons: 48 man-months 



Pr()sid~ncy of Basic Health Services Presidenc of Preventive 
lvtedicine) - Four new prof0ssional positions 11 be estab­
lished in this Presidency. In Phase I, two participant programs 
will be provided for graduate level training in rural health 
administration: 36 man-months 

Auxiliary Nurse-Midwife School (ANM), Kabul Faculty ­
Participant programs will be offered for mediurn-ter1:1, 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 course in Kabul. Of those, it is anticipatod 
140 will graduate by tho end of Phase I (September 30, 1978). 

Regional and Provincial Personnel of the MOPH. Inportant to 
Phase I, but more important to subsequent maintenance of the BHS and 
AHDS programs in tho Phase I ariJa and to continued expansion in Phase II, 
are qualified personnel havine- extensive experience in the Regional and 
Provincial offices. We wish to provide for a fow of the b.:Jtter qualified 
Regional and Provincial hiJalth officials tho opportunity for short-torr.1 
training beth in the United mates and in Third Ccuntries~ While the purpose 
of the training is to upgrade skills in rurnl health ddivery, it should be 
recognized that the programs will also constitute quite a strong incentive 
for the BHS personnol outside: of Kabul - personnel ofton unable: to compote 
for such training programs. Tho aI'!lount of training scheduled for the U.S.A. 
is less than we would like; howGver, we cc,nsider it unlikely that we can 
find more than a few candidates who can meet tho language requirements. 

The training offered will be in public health delivery, both con­
ventional clinic-based systens 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 one-to­
one basis. In some instances, such U. S. training could b~ combined with 
acadeI!lic courses of not more than one semester duration. 

In prior yoars, through both tho MSH and ANM projects, as well 
as through centrally funded projects, so·Dle Afghans h~ve had short-term 
academic training, have attended workshops an(Th"~lVG taken part in 
orientation programs in third ceuntries. Iran is the most likely locale for 
third country training because of the co:cmlOn language. Turkoy has beon 
usod for rural health orientation programs - The Eter:ti.sugt Modol - and 
could bo used again. During Phase I, USAID, the MOPH and the con­
tractors will se'ok to identify other programs, especially alternativo 



health delivery prograrlo, which are effective and have elO1~onts which 
could be adapted for Afghanistan. Thus, third country trninine would 
be in Iran, probably Turkey and hopefully in other noal"' countries. 

In Phase I, 24 rlan-r.1onths of short-terI~ training is planned in 
the U.S. fer Regional and Provincial personnel, i.e., four prograr.w 
of six months cacho 'I\volve man-months of trmnine in Hurd countries 
is planned, i. e. 12 onc-month programs. In-country training is more 
extensive and is rlataih,;d in Tabla II. 

Audic,-Vi sual Traininr; Equipment 

Each Hank I BHC will serve '18 a modol clinic, Regional 
administrative headquarters and Rugicnal training center. The training 
fncilitj: is to have tWG clnssrCOI~18, each with a capacity of apprexinately 
20 students. On.:; cf the rCU!:'IS \\'ill be for h::cturc and sur.1inar proe;rm-:1S, 
tho other fer audic-vicual instruction. E'1ch Rank I traininp; center will 
require r8corning machines and prcjectcrs (slick:, fikl strip, cvorhead 
and notion picture), and n vh;win;~ scrccm. Vidcc r0cJiv~rs will be pro­
vided to nake use of the vi(.~cc tapeD r.1ado in AfGhanistan the pnst tW(: 
yoars by MSH. Each trnirjn[; cent..:;r will hav", a r.;CCCE:t n::prcducticn 
capability (mir.-.(;oe;raph and spirit duplicator) for th0 prcduction of 
sinplor trnininc r:1at(;rinls, r:mnuals anc~ uthor l:1nterials. Sparo parts 
inventories will b" mnintcinerj and thrcu£:h the training program for 
personnel of thlJ NIOPH Constructicn an~ Enr,inccring Division, equipment 
P.1mntenanc.] will be tauf,ht. Those trainim~ centers should bo cpcratinr: 
throughout tho year, prcvidinf~ in-58rvic,J trnininG tc personnul bGth of the 
BHS system and of tho AHDS systcr:1s. It I:.1'ly be ll(Jtud that thero uxists 
in Afp;hanistan a filI:1-ma1dnr: capability (lnstituto of Public Health, 
Ministry of Educaticn and Afr;han Filr:ls). Video tapu pro~1uction has bacun 
and io Qxp8cted to cxprmcl bec2uDu trainoes tend tc' rdate moro closely to 
films mack in thdr cwn c(\untry, in their cwn InnDlar;e nnd featurinG' their 
own poople in traininr; rvlGs. Until an ad.3quntc library of in-country video 
tapes is built UP9 impcrtee instructicnnl n..:,tGrials will be ac1aptec1. 

Far.1ily Medicamont and Ccntrac.-:;ptivu Kits. * In Phase I, two 
basic, related but scmowhat rJiffor~nt efforts arc beinG made. Ono is the 
servinr, of 830,000 pecplo through the clinic-based syster:1 in tho prcljoct 

*	 PHA/POP, R. T. Ravenholt tc PHA/POP Saniar Staff 
Momorandur.1, September 26, 1975. 



areas. The other is the developD.ent, through design, fiele1 testing and 
evaluation, of alternative modes of health delivery. In both these 
systeI!ls we can see a place for the medicament and contraceptives kit 
described in the cited memorandum. For Afghanistan, we would agree 
the lat could include antidiarrheal medication, antibacterial ointment, 
aspirin, condoms1 It is likely water purification and vitamin tablets 
could be included. Some medest fleD surveys will be necossar.y to 
deterIlune whether vaginal tar..1pons could be included, and I\/fOPH policy 
decisions need to be taken before oral contraceptives could bu included 
in a medicamcnt/FP kit. For BHCs, we wculd envision the ANM being 
the distributor of such kits. Either tho BHC or th0 nearest villaGe store 
could be rosupply contars for the: various iter.'s in tho kits. Kit 
distribution to families wculd be part of tho ANM; s outreach duties. 
In tho AHDS I:lodcl areas where contact with BHC" will be difficult, it is 
more likely the villac;o stor8 would be th;;; resupply station. We can 
obtain all but tho contraceptives on tho locall:larket. Instructional 
materials Crln bo dovclcpod in Afghanistan. Tho $3.00 pur kit figure 
suggested by AID/Was an "ideal r-1axir:1uP-"1 II is probably reasonable 
for Afghanistan, but cannot be dotermined until \'.10 dovelcp the kit. 
The AID/W prcposal that kits bQ Jistributed free to families and then 
be resupplie-J at low cost through BHCs or village storos 1:1ay bo 
applicable in Afghanishn; however, this relateD tc. the overall issue, 
discussed in P1.rt 1 of this paper, cf whclly free versus bendiciary­
financed health care. The introduction, in Phase I, of ncdicaI:1ont!FP 
kits could, in fact 9 serve to h81p resclvG the issue, particularly if a 
resupply at cost tc beneficiary systeI:1 is accepted by the groups in the 
areas wherG tho kits arQ first introducod. In Phaso I wo expect only 
to develop the kit (or kits), tho resupply systcm(s) and dcncnstrations 
thrcugh a few BHCs and in one of tho AHDS 1:lodGls that this is an 
effectivo, low-cost way to provide runinal health care. 

Contraceptives. Based en extrapolations of ADS/SUNY data, 
the fcllowing nay be regarded as maximum fani1y planning acceptor 
targets for Afghanistan by 1978. (Average "accoptor yoars. ") 

Phase I Project Area, rural: 25,000 
Non-project area, rural: 25,000 
Afghan FaI:1ily Guidance Asscciation 

project area: urban and rural 100,000 
150,000 



These figures for the rural areas are especially speculative; 
however, they are derived from the data presented in the Afghan Demo­
graphic Study Report (AD8/SUNY Report) and are current. The 
acceptor targets for the Afghan Family Guidance Association (AFGA) 
project arc ambitious, but we think attainable. (See AFGA Clinic Expan­
sion Project Paper, January 1975.) 'the ADS/SUNY R~port states that 
of all rural women, only 1. 6 percent have heard of a reliable ITlethod of 
family limitation, and of these informed 1. 6 percont, only 16 percent 
have ever practiced a method. The ADS/SUNY Report. also provides 
data on women who say they are receptive to fmnily planning. For the 
rural women in the age group 14 to 44, this aV8ragds approximately 10 
percent. The urban figUl·'} is more than double this, and the AFGA tarrret 
figures arc approximatdy 30 percent, the assumption being that th..: 
AFGA motivation programs will result in higher uccuptancc rates. 

Experience in delivoring contracoptiV0 information and services 
in rural Afghanistan is extr0mdy limited. USAID has for a few years 
provided the Ministry of Public Health with contraceptiv\..'s for i~s 

existing medical facilities, but ~i.stribution hns not beon ..:xtensivc. The 
AFGA contraceptives arc do1iv-.:red from thu IViOPH stocks." 

In Phase I project aren., spucial efforts will be pw.de in health, 
nutrition and family planning outreach; thus, for initial pbnning we 
think we should have as a minimum contraceptive stock, enough to 
take caru of 15 percent of the fomale population within access of the 
Basic Health Canters. We will, of coursa, continue to stock contra­
ceptives for the AFGA program. 1.1 addition to these amounts, we will 
provide: for some of the females who live in neither the AFGA nor 
Phase I project areas. While the MOPH far.1ily planning policy at this 
time is, by its own description "passive," i. e. services available on 
request, we expect Juring the coming year or two to S00 a more 
active policy, similar to AFGA's. 

Urhan Afghan womon choos8 among the methods as follows: 
64 purcent pills; 12 pc:rcont condoms; 22 percent IUDs and 2 percent 
vaginals. For FY 77 and beyond, USAID plans, for procurer.1cnt 
purposes, 70 p.Jrce:nt pills, 15 porcent cOll(1oms and 15 percent IUDs. 

Other Costs 

Other ccsts flrc in two basic categories, (a) rental and con­
struction of physical facilities. and (b) personnel rdatoJ, o. g. 
por diem and incentives. The former is discussed in Part. 3. 



All BHS persomlel salaries will be paid by the MOPH. ThlOUf5h 
this project, USAID win 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 ~ diems are. It is not only a physical hardship 
but a financial hardship for MOPH personnel, residents of Kabul and 
the larger towns, to undertake field trips which are aclmowkdged to be 
essential Ii! on-going BHC and ARDE:: training, supervision, and logistics 
controls are to be effective. In some programs over thE: years the GOA 
has met the need for j ncentives and docs accept the concGpt. USAID 
experience in some of its new projects has boon that (;ssential, good 
quality personnel must be provided some; incentives to remain in 
hardship areas or to carry out extensive fidd trips in such areas. In 
the development of this project, the GOA Cabinet reviowed and 
studied a "concopts paper" written by USAID and Gxtcnp,ively reviewed 
by tho MOPH and the Ministry of Planning. The language: concerning 
"incentiveo" was carofully studied, and we have tentativ8 agreament 
that ''per diems" would not be counter to GOA rogulations which now 
prohibit other ldnds of incentives. In this Cabinet-approved conc<:lpts 
paper, the following language concludes the paragraph on i ncentives, 
"It would be understood that beginning in Phas<:l II, a formula would be 
negotiated by which •••• the GCA would b\Jgin to assume that portion 
of financial incontivos provided by UCAID in Fhase J (e. g. 25 percent 
first year of Phase II, 50 percent second year, 75 percent third year 
and 100 percent thereafter). II 

In Phase I, the per diems contemplated arc, modest, but insuro that 
officials will not be out-of-pocket for expenfJes incurred on field trips. 
The major incentive for BHC personnel assigned to rural areas will be 
the housing prOVided at each center. 



Table 2 
\ f 

Per Diems 
MOPH (Kabul) Staff 

BHS Presidencv. - Four officials
 
20 days per year at Regionai,
 
Provincial BHC. Monitoring and
 
Evaluation per annum
 

Total Projecl: 
,! " (, 

I~~'p;~rsonnel (four) 
40 days Site Training and Evaluation 
Per Annum 

Total Project: 

Region::,!l Health Officer
 
48 days per year at BEes for
 
supervision, monitoring, training
 
Per Annum
 

Total Project; 

Provineial Health Officers 
GO days per year at BHC - monitoring, 
inspection, training 
Per j\nnum 

Total Project: 

Training Teams (3 per ter~u1 per, region) 
60 days pe l' year at BHCs aud lj"Js 
Per Annum I 

Total Project: 

In-Service T raining programs at the 
Regional Centers for personnel of 
BHCs and A;Ds. 12 six-day training 

" I" 
',j'~
 

20x4:- 80 man days 
80xAfs 275 :;: 22 1 000 

390.20 x 2-1/4 :: 

40x4 160 
lEiOxAfs 27:3 = 4-4,000 

7ij6.40 x 2-1/4'" 

48x4 :,' 192 man days 
@Afs 250 $48,000c: 

x 2-1/4 = 

GOx13 == 780 
@Afs, 200 ::.:U6, 000 

2-1/4 ::0 

60x3x4 == 720 
@Afs 200 ::: 144,000 

2-1/4 == 

programs per year per region (l2xGx4) 288 days 
12 persons per session (12x288) :3,456 person­
days training per year
 
CY 1977 3, -156 x per diem Afs 175==604, 800 by 55.25=
 

3/4 CY 1978 per diem 

GHAND TaJ.'AL 

i !
• 

$ 398.20
 

8 895.95
 

$ HG8.78 

S 2,606.34
 

S 5,8G4.27
 

$10,947.00 

$ 8, 210. O~_ 

835, 91U. 82 



Significance at the Purpose Level 

"To provide basic health services, with omphasis 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 'ffcalth Delivery 
systems (AHDS) which, when widely replicated, will 
provide a minimal health service for those persons 
who will not have reasonable access to a BEe. " 

The MOPH currently plans approximately 325 BHes for 
Afghanistan. Estimates of the rural population which can be served 
effectively for such a system range from 30 to 50 percent, the MOPH 
favoring tho latter figure. As noted elsewhere, BHC coverage is ­
rougMydCflnoci'aEj'iithcnumbor of p'.::rsons in an area who will per­
ceive the BHC to be easily accessible and will utilize its services. " 
The criteria for "easily accos':1ible" are so many and varied that the 
term mc.y well never be precisely defined. Geography, distances, 
transport, motivation~ weather and quality of service are all factors. 
Experience will ultimately reveal whethor the BHC network serves 
30 or 50 or 70 percent of the targ3t population during the Phase I 
build-up period. 

The BHe network is L:sscntial for administrative, training, 
supervisory and other health delivery functions at the Minor Civil 
Division ("county") level oi Afghanistan. It is essential as a com­
ponent of the vortical systam reachinr; up to the Provincial Hospitals. 
It is the smallest unit of the national syst0m and the point at which an 
~tegrated health program begins to be effective for the larger numbers 
of rural peroons. When Alternative Health Delivery Systems (AHDS) 
are tested and rea(ly for national replication, it is likely the BHCs 
will provide almost all the back-up support - - training, supervision, 
supply and referral. When Afghanistan acquires tlw tocll}19lQgyJor 
effective immunization programs, c. g. the nec\Jssary(cold-chain~fo~ 
measles, polio and other vaccines, the BHCs will be ilie "b:,i8~c;;p;iI 
from which tho rural population will be served. When malaria is 
finally contained and only maintenance programs are required, they 
will be the responsibility of tho BHCs. 

In Phase I, two or more AHDS models will be tested. We 
have identified, lar~ely through information from the MSH Parwan 
study, two promising approaches: the Village Voluntaer Health 



Worker model and the Community Entrepreneur Model. Each is what 
its name implies, anel neither is unique in international. experience. 
Ench will require special adaptation for the Afghan culture. 

Sector Goal 

"To imprOVE: the health of the Afghan population not 
now hnving access to ·offoctivo hoalth education and 
services dU0 largely to circumstances of residenco, 
povorty, SiJX and ague ThiJSC are mostly tho rural 
people: who compris0 85 percent of tho pepulation. " 

In Part 4.A., "Social An~IY:Jis" the targd population and its 
characteristics arc descrih.xl in lh:.:tail. Eighty-fiv\.:; percent or marc 
of AfBhanistan's population is rural. While most arc disndvantagcd 
because they le-ck access to the towns and cities which do hnvu 
modern health s(;rvicus, it must be noted that th", women ar0 0spocially 
deprived. The men may freely clect to make tho necessary journey to 
obtain sorvices. The female is decidedly loss freo to do this. At best 
she will obtain such far away services indiructly - explaining symptoms 
to a male relative who must then dcscribe them to n. medical prac­
titioner who prescribes th<:.~ necessary tr0atm8nt. Thus, the provision 
of a wGll-trnined (18 months at tho K.abul ANM school) female modical 
auxiliary at each BHC is soen as thi;; sine!.:: most important eloment 
of this project - sorvices for women by women. 

A discussion of the Indicators of goal attainmijnt ar(; in Part 3. D. 
"Evaluation and Baseline Dab CoHoction." 



PART 3. IMPLEMENTATION ARRANGEMENTS 

A. INTRODUCTICN 

For the Phase I activities assisted by USAID p the MOPH has 
selected 50 Ivlinor C:vil Div5.sions (MeDs) of a total of 146 in 13 
Provinces within four Hcnlth RoV.ons. (Table 4) The catchment areas 
include I p 345 :o...-/ns :1n::1 villages within 3 p 206 kms. Tho calculation of 
830,000 persons who \vEI h:W8 access to these 50 Basic Health Conters 
was made by the MOPH using existing GO/1 data from MeDs and the 
new ADS/SUN-:: population del1s:,ty maps. Unforhmatcly, tho ADS/SUNY 
population data aTC not aggrc:~['.tc:L dtbor by ~rovincQ or MeD and the 
population fiv,l!'os used by tho MOPH are to be regarded as b/Jst 
estimates. Th;:: estimates are quite 1J0nsistont with extrapolations which 
can be: mnde using ADS/SUny data as tho baso, i. c. p 50 BHCs repro­
sent 15.4 porcent of tho total 325 planned for tho nntion; each BHC is 
expGcted to servo half of tho population in the geographic/administrative 
ar.:/; 830,000 is roughly half of !.5o 4 pGrcGnt. Furtll'.Jr oxtrn.polations 
and oDtimatcs wOl1kJ not appo[l::' uDeful, and for the purposus of the 
project we accept the MOPH fif,uros, Tho non-settled pODulation is not 
addressed spQ':::ificnlly in this pap.::r, The: KDS/SUNY~ pr~ject provides 
only tho astimnto J., 100, 000. This is ~ signific~nt group.. To learn 
more abo1Jt them, the:ir hC2lth cha~:actcr:.stics und needs, will require 
attention of tIk"! porsonnel of u2ch m-IC.. Traidnp; programs will 
include instructions for acquiring d:ltn. for tho nomads. The assumption. 
that the nomad~ will sook ['.Ltcntion from the BHCs in thc nreas through 
which they travel neods to b::; tested; if thGy do not utiUze BHCs, then 
BHC motivational programs and nH<.;rnativc hcnlth d,-'liv8l"y systems 
must be desiGned especially for bis troup. 

Bo ADMINISTRATIVE ARRANGEM:SNTS._-_. 

1. rJiinistry of PubUc Hc:alt.'1 

The MOPE has dcmonstrat-.:d the administrative flexibility 
and will organize itself to carry out its programs. In subsoquent 
months, as implementation is und(;rway, wo oxpect the MOPH will 
again be able to make whatever administrative chanr,es may be 
necessary to meet this p~.·oject's objectives. 

FiGUres 3, 4 and 5 show the new administrative arrangements 
within, rm::pccHvely, the Presidency of Coordination and Planning 
(lncluding the Diroctorate of Construction and Engineering), the Presi­
dency of tho Basic Health Services, and tho Prosidency of Administration. 



The new positions are notod on the figure..e. Figure 6 shows the new 
Regional organizational arrangements. 

It is important to note that these changes are neither abrupt 
nor a direct l',:sult of this BHS project. 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. TI?!~_c!!d n9t work well, and the MOPH has taken this next step 
in decentralization. The Rogio~ul.I offices arc to be located in the 
regions as are the personnel. 

The lines of authority between Preventivo and Curative 
medicine have been morG clearly defined without creating an artificial 
and dysfunctional system. Preventive Medicino's authority now extends 
directly from the Kabul Ministry, through the R.:;gional Health Officers, 
to Provincial HGalth Officers amJ then to the Basic Health Centers. 
Lateral communications arc institutionalized both at the Regional and 
Provincial levels, thus insuring for the BHCs rational procodur0s for 
referrals to hospitnls. Intogration of bud8eting and plannine is pro­
vided through the lJresidcncy of Coordination and Planning. 
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2. USAID 

Initially, USAID;s manpowor roquirements (DirGct Hire 
and Contract) will bo high. By the Gnd of Phase I. aD participants 
return from traininr; programs in tho U.S.A. and third countries, 
and as tho in-country training program becoInGs institutionalized, U.S. 
personnel may b.:; significantly d..:Jcreased. 

From th0 first yoar USAID will have th1'eo DirGct Hiro 
porsonnel in tho Health/Family Plnnning Division involvGd full or 
part-time with the BHG projuct: 

Project Advisor (see SPAR. Annox 61. This afficur will 
playa diroct role in tto im9luLlontation of thi s projoct. Tho person will 
be concerned with p!anninr:: and evaluation of all projuct components and 
will be primarily responsible fo::: insuring that AID inputs arc provided 
in a timoly fashion .. 

Health/Fnmily Planning Division Chief. (IIProjocts OfficQr") 
This ufficor is responsibh: for all p~rsonnol of the Division, inclwJing 
contract. and iD rosponsiblo to the: Mission Director an:1 to AID/W for 
performance of all personnel onljr'.gcc1 in the work of tho Division. Tb0 
BHS project will require more thrm 50 percent of tIns cfficGr's time. 

Deputy Chief. Health/Family :?lnnninF; Division. TIns officer 
is the Projoct i1dvisor !or elO Af[!:han Fnr.lily Guidance Association's 
(AFGA's) expansion program. This responsibility ruquires approxi­
matoly 70 perc,:mt of this officer's liinl;). The: tiE1C not d8vote:~ to the 
AFGA project is to be elevoted i.mtirely to the BHS projo']t, assistinG 
the BHS Pi'oject Advisor ~nc1 the Division Ch:ef in all aspects of the 
project. 

BRS Proiect Advisor Administrative Assistant and, 

Translator (Local Hire). This is the s0ccnd new position 
to be establishod by the USAID Hc:~lth/FP Division for the new BHS 
project. Fifty percont of this oI:1ployoe's tir.1e will be direct support 
of the Divisior. in the carrying Ollt of it::.: :>:esponsibilitios for the BHS 
project. The othor 50 percent will b0 related to the AFGA praject, and 

*	 The net increase in U~S. direct-hire and contrn.ct p;:.:!,·sonncl 
is two. Onu is tho dirJct-hirG Project Advisor, and th0 other 
is an increase in size of tho IvlSH team from four to five. 



to the translation/interproting ne~ds of tho Division. 

The Division also employs thrciJ~ s\3crctnries of different 
grades. Additionally p pcrsonnd of Capitnl D-.:velcpr.wnt and Enf.,>1neer­
ing Dl vision and tho ControllGr's Office nssist witl: project implementation. 
The Eneineering porsonnol will play n. direct role. oquivnlent tc a full 
man-year per y~nr. Thdr task is to cortify EHC site sGlcctions and 
adherence to construction spc:cificntions. Tho Contrclkr will provido 
the cquival.:mt of x/fraction of a man-yenr per yc~r for control of and 
adherence to l!'l~R pr()cedurG~. 

USAID Contract Personnel. It is proposed thnt 3. teAnl of 
seVGn ccntrnct personnuJ [lssist the: MOPH full time with the imple­
mentaticn d tho V~!'icU8 ccr1pononts of tl1(: pr'Jject. W...: prCpt'se to 
continuo thu pr<Jsont coC!tractors: r..-;:nnnC'c~;jc..nt Gdenees for Health 
(IVISH) m.d the Univul'3ity of C~lifcrnin/fJnnt~ Cruz (UC/SC). The 
former has assisted the ]\'lO]?~-i 101' npproximntdy thre0 y(:~rs with a 
staff of four nd\>1scrs. TJU 1::l.tt~r has assisted th\.; MOPH with the ANl\I 
project for'lpproximatdy tW(1 years. 

lIr.:anngcr..x:nt Scicnl":cs efr Herrlth (Fh~se 1}. The fiV0 rr.Jvisors 
of tho MGH tenn will assist ti10 MOPH in the nchicvemunt of project 
outputs. Two nc'viso ....·s will pfl..rticipatc: diructly with ceunt~rpart 

cfficials in the clesit;I1, imploYJontrrticn, 11lonitorinp, nnd .:.:valu::l.tion of 
alternn.tive ddivery SySt8LlS in sd('ctcc1 pnNinces. The MSH team 
win particip:lt2 in the (~esil.rns ef traininz pro~:rn!",1s nnc1. tho writinl~ 

and reprcduction of traininG" I:1f.lteric:l.1o fer :11tcrnativo delivery systems 
personnel, BEe pm'sol1lDl, Pro\inci,'11 and Regional trniners and Kabul 
Ministry staff. They will ~dv:isQ on the: content and F.lcthcdolcgy of 
traininrs sOBsions, nnd thoy will assist with ~ho teaching of personnel at 
nlllovds, particularly tho "trmncrs of trllinors." To insure stablo and 
continuous inventories of eDsc:ntiul druc;s, r:102dicinos Clnd ether supplieE) 
in tho altornativo d·.:;livery systc:r.lS and BHCs, the MSH will assist with 
loeistic systems d -'''ign incluctin[', war(;hc,usinC. rGcGrds rrnd issuing. 
With M8H assistnncc a rnticnal SyStCl:1 h'ls 'l1rorrdy been installed in 
tho cc.:ntral Knbul li~eJicnl wnrchcusc, rlnd this syston will b,; adapted and 
oxton,:lec1, to rCL'ional p p':'Gvincial and r:ICD (ccur.ty) levels. MSH poJr­
sonnel in Kabul J.i!l': in Caro1niuGc hcncqu'lrters will '18Ri8t the 11,'10PH 
with tho sohJctien of tho shert:,,)r t0rn, 110n-r]':';f;roc. trni~inc prograr:1s 
in tho U. D. and in third ccuntries; they will assist tht.: MOPH tc 
establis~l critori.a to be 1:10t by the cnnc1idnt0s fCJr th0SC prC[;ral:1s. For 
the longi:tr tur~ needs of the Ministry, 11SH will assist with mrrnpGwer 
and rOf,ourcos studies and with planninG of honlth delivery programs 
beyond Phase I (1978). 



In addition to the above duties relating directly to this Basic 
Health ServiccG project, the team mer-lbcrs will work at the direction 
of the Ministry on special problems for which thoy have the technical 
expertise, e. g. past work in the nrea of drug procurement may be: 
continued. Five Advisors are prcposec1: 

Public Henlth A<dvisor o PhysicinnJS!.licf of Party) 
Counterpart: Presidents of: (a) PrGvcntTvc'-Mc'cllCino 

(b) Basic Health Services 

Will prcvidc cvcr::1.11 technical and mnna13c;r;:h.mt coordinntion 
to the rural h\3alth (BBS) c1divory prC[';rar..l. Will assist his 
counterparts in dovekping and inplemcntinc technical and 
managor:lCnt policies noccssnry f(\r tho <Jxpansicn of tho BHS 
and for r.1aintainin£; COl~pGtcnc(: lcvd of toal":'l and for 13,.meral 
administration of the J.\:ISH contrnct. 

Management and Informatic>n Systems Advisor 
Counterpart: Prcsident of Ad~inistrati(ln 

Aclvi~os on the pbnnin[:,~ inst:111r{:ont~ and l:1aintonance cf 
managcf;1cmt SyStCI:1S in support of rurnl hoalth services. 
Assists with the dovulcpr.1:Jnt of systc'MS by which ackquate 
equipment and supply levcJ s ~J.rc P.l!)j!it~i.ned at all levels of 
the BHG system. Specifically [~c1viscs on informaticn systCl:1S 
for administration equipment am1 b 1pplh..'s (druss) transport. 
Advisos on information Syst8n1S fiJr .2HS .;vnluntion - client 
record syster..1s for VH and BHS thrOUGh Kabul Ministry 

Professional and Para-pre·fossic.nal Trainini~ (Manpower) 
Adviser 
Count0rpart: To be assigned: 

Ac1visos on manpower rcquirer:wnts of the MOPH to develop 
and sustain a national BHS and VH system. Will advise the 
MOPE on its Phnsc I trainine: pbn, (1) ovorseas, (2) third 
country, and (3) in-servicl', in-country. Will assist with 
preparation of trrlining materials and with teaching, primarily 
in a "trainer of trainers" 1'018. 



Adviscr for Alternative Health Delivery Systems 
counterpart: To be assigned: 

To assist his counterpart in the design, i~plementation, 

und evaluation of the experir.lOntal alternative delivery 
~ys tom. To provide specific guidance in the development 
of the technical materials and the experimental f~l.ethodologyas 

well as projections for a national program 
/./' I i r,
. I I " 

Field Trainer/Alternative Health Delivery Project 
Counterpart: To be assigned: 

To assist his count\3rpart in testing a training methodology 
for teaching village and other health workers. To design 
simplified training materials that may be mass produced. 

Auxiliary Nurse Midwife Training (University of California/ 
Santa Cruz). Like MSH, this is an on-going 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 Gmer 1mll be a nurse-midwife educator. Each 'vill 
continue to work full tirae with the administrators and faculty of the 
Kabul ANM school. They assist with curriculur::l evaluation and revision 
and with training of the ANM faculty. In ~h~§.e IJ. tl1ey will develo...p " ...- . ". 

insti~ti~nal linkages between the ANM school and the BHS system in the 
project area. These are necessary to insure professional (technical) 
oackstopping of the ANMs working !n rural centers. The advisors will 
assist the ANM school and the MOPH with the design of in-service 
training (retm."n to the schcol) for the ANMs working in the rural areas. 

C. IMPLEMENTATION 

1. Project Performance Tracking Network 

Phase I, while reprosenting only 15 percent of the MOPH 
national plan, is still large and relatively complex. One)!.~~.]red 

percent achievement of targets is designed, but experience teaches that 
the Afghan concept expressed in Dari, "•••• all in the fullness of time" 
is to be taken as seriously aEI the best designs of the planners. USAID 
docs not intend to hedge, but to be realistic. The: successful completion 
of 75 percent of this project design within the 28-month time franc will 
be considered geod, especially if in the latter third of the project, 
progress is accelerating. TIK) implomcntation date will begin not later 
than July 1, 1976, assuming AID/Wand anA approvals and a Project 
Agreement signing before that date. The end of project (E.O. P.) is 
September 30, 1978. 
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Cuuntry: Project No: Project Title: date: IX/ original appn'd: 
/ I revis ion #2/28/7GBASIC HEALTH SEHVI CES (Phase I)Afghanistan 306-0144 

C PI DESCHIPTION Respon-

Date sibility Date 

Prior Act ions 
"\. ,j IU; iii 

13. :"Lr It; 

2. j-\ug 7G 

3. Aug 7t; 

-1. Sep 7G 

6. Nov 7G 

7. Jan 77 

GOA approval of project concept. 
Phase I Project Paper submitted 
I'.; AI D/\\' • 
•\(1::/W approves ;Pn'.ipc;~:iP:_r_·
 

FY 713 ProAl! signed. E:I-ol..'d ;'Pl.)!i
 

ren-'iT)t approval frern /\[1).\V
 

prior mid-May 7G.
 

Site selection for ~i "l~W BBCs ill
 

Ghazni rep;ion. 3 incomplete BBCs;
 
2 in Ghazni and I in Kunrluz will also
 
be certified during this period by
 
l\10PH and USA1D.
 
BHS Project Advisor on duty in
 
Afghanis!:lll.
 
l'roAg for Transition Fiscal Quartcr.
 

10 new employees, 2 professional and 
S technical assigned to Construction 
and Engin~ering Div. ·1 new 
professional employees assigned to 
Presidency Basic Health Services. 
D6signs agreed and construction be­
gins on 9 new BHCs in Ghazni Hegion 
and restart incomplete construction on 
2 BHCs in Ghazni r.nd I in Kunduz. 

Four rented BHCs li1cluding one 
Rank I, begin operating at agreed 
sites in Ghazni. (Sites where new 
BHCs are under construction.) 

MOPH 
u8AID 

S. Jan 77 

/dD/\\' 
l:SAiDI 

:;linPlan 

l\lOPJ I.' 
liSAID 

":"' 1 9 . 

W. 

11. 

?·.Tar .... "I, 

Apr 77 

.·\pr 77 

~ 

AID/'\"/ 
USAID 
USAlD/ 
MOPlI 

l\lOPiJ 

P 

13. 

1·1. 

.Wl' 77 

Apr 77 

:'Iay 77 

15. :.\Ia,\ 77 

MOPH lG. ~lUll -; -; 

17. Jul I f 

MOPH 18. Jul 77 

19. Jul 77 

First Alternative Health Delivery
 
System (AIJlli) designed ~md ready
 
for field testing.
 
BIle ~ite s(~leetion completed in..B.a.lkh­

and J·:umluz l\egi()n~.;. (l~ in I3alkh and
 
11 in Kunduz.)
 
(':llic'll'uction Lcgir:s on the :;5 BHCs
 
ill the Dalkh and Kunc.!u z neg-ions.
 
Training progrums far l\IOPH
 
pe r:::ollnel to be assig!lcd to new
 
BJ!C'" will begin.
 
Twu :\!1 DS sites selected. Second
 
"'I!:D~ sy!"jclll designed.
 
ProAg signed f(;1' FY 77 funds.
 

"Incumplete" HIlCs - '> in Gh:lzni,
 
1 ill KUllcluz - completed :lllcl je-intly
 
certified "operational" by terms of
 
P1'()i\~';. (1":\H reimbul':sement made.)
 
Fi.·st AllDS model begius te~t in 
selected site. 
E\':l1uatioll 

BIIC sites (l:~) selected in Kandahar 
Hcgion. 
E~t rented (new) BHCs, including 
:2 Hank I, ·1 in Balkh, 4 in Kunduz. 
Second AHDS model begins test in 
selected site. 

Respon­
sibility 

MOPH/ 
MSH 

MOPH/ 
USAID 

MOPH 

MOPH/ 
MSH 

MOPE/ 
:'\lSH 

VSAID/ 
:MOPH 
l\10PH/ 
USAID 

l'vIOPH/ 
ivlSH 
USAID/ 
l\10PH 
MOPH/ 
USAID 
MOPH 

MOPHI 
MSH 



CPI DESCRIPTION
 

Date 

20. Aug 77 

2l. OCt 77 

??_w. Mar 78 

2n 
,). Apr 78 

24. Apr 78 

25. May 78 

26. Jul 78 

27. Oct 78 

Construction begins on 13 new HHCs
 
in Kandahar.
 
Four rented BHCs including 1 Rank I,
 
operating in Kandahar
 
ProAr signed for funding balance of
 
project.
 
9 new BHCs in Ghazni certified by
 
MOPH and USAID as "operational"
 
under te"'ms of ProAg.
 
reimbursement made.)
 
Evaluation.
 

First AHa:; test ends.
 
studied.
 
Second AHDS test ends.
 
studied.
 

(FAR 

aesults 

Results 

38 new BHCs completed. 14 in 
Balkh, 11 in Kunduz and 13 in 
Kandahar. Certified by MOPH and 
USAID as "operational" under terms 
of ProAg and eligible for reimburse­
ment by USAID on FAR procedures. 

Respon­
sibility 

MOPH 

MOPH 

USAID/ 
MOPH 
MOPH/ 
USAID 

USAID/ 
MOPH 

MSH 
MOPH/USAII
 
MORH/MSHI
 

USAID
 
MOPH/
 
USAID
 



2. MOPH Personnel Projections 

Table 3 following is from q.)~ prepared by the MOPH 
for the seven Year Development Plan. This relates perGonnel needs 
to projected availabilities. There are some instances, notably 
Auxiliary Nurse Midwives (ANMs), where projected J.vailability is 
considerably higher than current facts can support; howover, even 
2"; the ANlVi category, proceeding from the 1976 base of 101 and pro­
jecting graduation levels at 100 per year beginninrr with 1977, there 
will be sufficient nmnbers for the BHS programs. In seven years, 
it may be noted the more serious deficiencies are vaccinators 
(approxiI:lUtely 50 percent), sanitarians, lab technicians and nurses. 
However, given the flexibility of BHC staffing, there can be shifts, 
e. g. between compounders and pharmacists; nurses and doctors; 
and nurses and vaccinators. Depending on population densities and 
proxitity of centers, both vaccinators and laboratory technicians 
can sometimes provide ccveragu for more than one center. Further, 
as the MOPE studies the projected deficiencies (in absclute 
nu:t:1bers) it is expected measures will be t'lken to expand the edu­
cational programr.. Such planning is already in evidence between 
the Ministry of Plannine; and Kabul University in connection with the 
Seven Year Dov8lcpment Plan. We do not, thorefore, see any 
serious personnel constraint fer the Phase I BHS project. 
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Table 3 

Manpower Reguirements 

Medical Vaeei- Asst. Sani- ANM X-ray X-ray Lab Com- Pharm-
Year Recorder natal' Dentist tarian !'rIidwife Mechanic Tech Tech pounder ~lCist Nurse Doctor 

1354 needed 82 700 60 412 261 46 69 233 229 109 729 645 
1975 present 17 645 liEs 297 260" IJ{ 

, 
;:_4'h_;'C 

62 120 239 291 81 787 703 

1355 needed 87 762 65 443 287 51 79 364 26<i 119 805 701 
1976 present 17 6·15 117 312 310 67 120 263 311 108 847 792 

1356 needed 80 818 66 472 313 58 81 429 287 146 852 743 
1977 present 17 645 115 336 410 67 120 285 325 134 907 884 

1:357 needed 94 875 68 504 339 62 89 46() 318 149 ~<l2 822 
1978 present 17 645 114 352 510 71 120 303 341 297 9H7 1033 

1358 needed 19 927 71 534 365 61 97 501 350 151 1144 914 
1979 present 17 645 ll2 368 610 73 120 321 359 274 .027 1095 

1359 needed 108 991 72 567 391 71 107 539 384 155 1322 1023 
19t1O present 17 645 111 381 710 75 120 339 376 330 1087 1229 

1360 needed 115 1058 74 604 417 76 115 576 420 161 1534 1155 
1981 present 17 645 109 400 810 77 120 257 393 361 1l~9 1389 

1361 n'82ded 119 1114 75 635 4·13 79 119 608 450 164 1605 1202 
1982 present 17 ()<i5 108 416 910 79 120 375 410 451 1207 1564 

Sources: Draft of MOPH's Seven-Year Development Pbn (1976-1982) 



3. Personnel Training 

Overse-as Training 

The selection of personnel for oversoas training will begin 
in June 1976. Thoso requiring English training to qualify will be 
scheduled, with alternates, for language school. Four candidates for 
the graduate level program will be selected and qualified by August 3(\ 
1976. Participants selection and the final Phasc I participant training 
plan will be completed on or before January 1, 1977. 

In-Country Training-

A PhaE:0 I, in-scrvic0, in-country training program 
master plan~ is to be i1.lpler.1onted. While this is prin.~ari1y for the 
personnel to be er.1plcyad in the Phase I prcject ar0as, it would not 
exclude purscnnel in non-project aroas. The personnel tc be 
assigned to the Hogie-nal, Provincial, and BHC levels will in all caseB 
have had profr..)ssional and para-professional training in thair 
specialiticsj hcwever, th;,; application Gf thes\.) skills to tho rural 
setting and to the concepts of preventive r.1cJicinc needs tc be tau[!,ht. 
The conc8pt of BHC p0rsonnel functicning- as an into;7ato-::1 team 
needs to be taught. Supervisory skills of clinic ,-arectors, Pro­
vincial and Regional Health Officer need to be inprovcc1. Training 
of t[r~nQl:S_wiltboL1t1().!'Lor bere re ~Tanuary 1, 1977. Implementation 
of the plan will be co~rdinatc-~.1Withtho clinic 8"xpu"nsion plan to 
insure, to the de~~:ree possibl.::, that each clinic upon openi'lg will have 
personnel trained Gspecially for BHC work. 

Third-Country Training 

MSH will advisu tho MOPH on the utilization of training 
proera1.ls and orientation visits by MOPH personnel to countries 
having proG'Tans relevant to the prograr.18 of Afghanistan. A third­
country training observation program will begin by January 1, 1977. 

4. BHC Information SysteLl 

The final hoalth service points arc the BHCs and the AHDS 
workers. At 0ach cf these levels, data must be acquired for each 
person served. These data nust be sur.:u:mriz\:)d for pericclic reporting 
to Provincial health offices, Regicnal health offices, and the MOPH 
in Kabul. A BHC record system was designed for the Parwan 
Province expcrimunt and tested over the brief (six I:lOlltbs) duratiun of 



---

that experincnt. The experience gained enabled the lV10PH tc make 
a good beginning in the design of offective and simple clinic and client 
information records. 

Early in Phase I, an agreed client record for use at the BHC, 
together with the summary reports required for each BHC to report up 
through tha BHS hierarchy, will be devulopec1 with MSH assistance. The 
systen. will be included in the medical and para-medical health worker 
manuals and in-service training programs will include instruction on 
the purpose anci uso of the records and the SystOl:1 as a whole. BHS 
supervisors will monitor and retrain BHC personnel in the oporation of 
the information system durinG BHC inspections. The; AHDS p.10dcls 
will sinilarly test methods of client data collection and reportinG. 
Because AHDS workers will likely be perscns with very little education, 
somo nay bo illiterate, exceptionally simple and innovative systems 
will have tc be developed. 

The purposes of the inforI:lation system arc: (n) to build 
individual client hoalth histories in order that subsequent health 
personnel may sorve individuals moro effectively; (b) to develop 
ovor tim\:) the: data necosl:lary to construct a health "profile" of tho 
people served within a particular f,ocgraphic area; (c) to prtwide 
a basis for the evaluation of the performance of each BBC in general 
and individual personnel; ane (d) to provide a basis for subsequent 
health research at the MCDs provindial, regional and national levels. 
Dat~ which arc aggregated and analyzed at these levels will also bt:: 
used in the periodic Phas.:l I evaluations. 

Client record forms, keyed to instruction P.1anuals and 
training programs, will serve not only to r0corc data but to teach BHC 
personnel how to serve peoplo. A client record fcrrr.., containing a 
series of questions. serves as a checklist for physicians and para­
medicals whun they are interviewing clients. 

In the Farwan Province experiment, information 8'athering 
was kept quite simple and included: 

1. Ii brief pationt history: patient complaint, diagnosis 
(includine laboratory tests), and treatment. Child· weight 
charts and vaccination records wero also maintained. If 
a patient was referred to 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. Tho BHCs 
recorded and reported on vaccination activities, activities 
of the clibic sanitarian and such !ldministratlve matters as 
vehicle use, supplies, inventories, etc. 

This simple syste~ when adequately maintained by trained per­
sonnel, will provide reasonably accurate data for reporting and systematic 
analysis. The pericdic reporting will be fairly frequently, perhaps as 
eft€n as monthly, to provide infonnatien to higher levels in the system. 
The infcrmation system will provide a basis fer estimating the pro­
portion of the targ'ot population being served, perceptions of the 
importance of various diseases, shifting patterns of disease, supply 
system functions and, over time, a basis for the MOPH's short and 
long run financial planning. 

5. Supply Management 

Ono cf the first r;rc'blems of the MOPH addressed by the MSH 
management advisory team was the prc.curing, shippinG' warehousing, 
and issuinf~ cf ccmmoditi-::s. USAID assistance was prcvidcd for central 
warehouse: cquipm0nt which is now installed. M:SH prc,vided tho technical 
assistance necessary fer tho rationalizing of the supply and equipment 
systoms. At the central waruhcuso level new systems have bl30n 
installed, new job descriptions adopted, and wc,rk manuals develcped. 
Personnel 0f the Presj.dency of Administration received short-term, 
practical training in tho U.S. which was planned anc~ adP-1inist0red by 
tho MSH team. Thus, a geed boginning has been made. 

The MeH tear,:, assist\Cd the l\'lCPH in studies c.f the com­
modities systems rlown to tho BRe level and, in the Parwan medel, 
tested dcm\.'nts elf this system. The probll2r-1s are considerable and 
typical cf lea.t>t develcper.~ ccuntries, e. g. drugs and medicines nro 
allocated quarterly (and scrf,ctim0s net every quarter). Decisions on 
allocations ;"I-c madu at the: conter - - a "push" systeI:1 - - with little 
or ncthing kncwn about invontery kvels cr noods at the Provincial 
and BHC lev01s. The wrecked, delayed cr nen-existent delivery truck 
is prcbably one of tho nost comr.1on excuses fc,r tho ncn-rec0ipt of 
supplies at Provincia! facilities and BHCs. The fc:rmulary had not, 
ever the years, beon e:,~ar.1inerl critically, with a result that tho system 
was burdened by greater numbers cf itoms than appropriate for the 
needs at the: BHC level. As part of its work, the MSH tcarr. analyzed 
the systGm and the COITlr.1c.lWes to be mcvJd within the SystOl:'I. During 
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Phase I, final decisions will be taken by the MOPH ra~arding the
 
inventories - - kinds of and quantities - - to be maintained at the
 
BHCs. A mixed "push" and lIrJull" supply system will be adopted
 
as the most rational, i. e., tho:o:o will continue to be decision-making
 
at the center on allocations of commcdities; however, as more BHCs
 
bocome fully operational anel as effective inventory reporting systems
 
are maintained th~:oughcut the system, the "pull ll element will become
 
more impcrtant. Decision-making will be more and more a function
 
of the 3HC personnel and thei~' Prcvincial ane! Revonal supervisors.
 
Complex syster£lS will be avoided as much a8 possible. An example
 
of the simple system envisaged is MSH's proposed "two bin" systcm
 
for contrac3ptive con'lmodities. At the BHC, two bins, each holding
 
a threc-month supply would be filled. When the first bin is empty,
 
an orde~ form iD submitted; while waiting for the new supplies, needs
 
aloe met out of 1'he second bin. For the r.10re commonly used medi­

cines, siI:1i!ar simple systems will be designed and adopted. Re­

porting forms will b(~ kept sinple - sumlTlury iorms being sufficient
 
for maintaining inventories. By establishing the Regional adminis­

trative, supervisory and training system, commodities are movad
 
out of Kabul and naaror to the rural 3HCs.
 

The objective is [!. SJYloothly functioning systOJ:l which insures 
the~e being a continuous supply of basic drugs, contraceptives, sup­
plies and training l~.aterials at all BHCs within the Phase I areas. The 
designs for these sub-systeJt1s, tOl1ether with job descliptions for the 
logisti.cs personne~~~ w~r~ r.;.~~!a.z....yjll.lla.v"G.,"~e.9!l...Gl:Z~~J14by 
lIarch 19'7'4 Assi gnment and traiT'ing of personnel will proceed 
parallel with the cpeninG c.f the Re;;!onal offices and the now BHCs. 
WarehC'usine will be provided at the Regional Rank I Centers at 
specified Pro'lincial centers, ancl at thQ.B~C:s. The Regional adminis­
trative perscnnel will have a rei~'y,.srral~r geographic area to be ~~. 
responsible for and should acquire quickly an understanding of their 
transport problems and how to solve them. There will be fewer lost 
doH.very trucks. 

6. Physical Facilities - - the Basic Health Center 

The MCPH and USAID desire te see health services brought 
to the rural c.reas as early as possibleo In tho Phase I project areas, 
this wEI r.equire the constr.uction of facilities; however, instead of 
waiting for construction to he complet(!, the MOPH will rent facilities 
and assign staff. This will he done only where MOPH anc110cal people 
have ag-.coed on r. ne~v EHC site and where construction is to be 
completed v/Uhin 24 months. USA!D will a.ssist with rental costs up to 



n. P.1nxiLlurr. cf 24 mcnths and only where a new BHC is to be 
constructzd. Wi) have learned in the AFGA project that very fmV villages 
ane! towns have fnc:lities fer rant; we therefore ohm for only/20, four 
of which will be at tho Rank I sites. 

R0ntal 

rJuring Phase I, funds will be required fer the rental of 
facilities at 20 different site:s. The cost over 3G r,lOnths is estimated 
to b,~ $20, 000 of which USAID we,uld cr.mtribllte 75 pQrccnt or $15,000. 

Construction of New BHCs 

In t!lC are2.S sclcctU(1 for Phns(~ I :lcti vitics, there arc 
::Ipproxir:lately US l\!incr Civil Divisi(.-'l1s (MCDs). Th(;s() administrativG 
units ar..:J called Wdl1S\V::llis aw! Alcqun.c!aris. Of thesJ 145, the MOPH 
has determined but 50 r;:;quito :'. new BBC. i\EiOIW site criteria are: 
Pcpulation ancl its Jistributic n; ;.;xpectcd accopt2ncc by the pcpulaticn; 
the percd ",:;d h'2dth nc(x]t.:; ~clministrati vc l'e:quircmL'nts, etc. In 
Phase I all of thoBu nc'w centers will be brouc"ht to an agreed :r.1inil:ial 
cpuraU0nai stan~1nrd. (Soe fkcticn 7, fCillGwinr;.) 

In Tab18~, the, new BHC Sit8S are tcntati v01y ide:ntified. 
Final selection will be dderrnine:d by site visits. A Rank I ccnter 
will be tl18 m.lrr:inistrativo an':-~ trninin~ center for th<:J Health Region, 
and then.: will be en8 cf t11e3-": in each ro;:?-c'n. In Phase I, four of 
theso will be built. The lvIOPH p by usinl~ ~f10 Provisional Gazetteer 
and the ADS/SUNY pcpulation density e-.aps, has identified what it calls 
"Pcpulaticn of Catchr.1cnt A1'o:1" ~mc1 by its definitic,n, all these persons 
(fi·f"thc-6Iurnil,·..··rfUblc·4) would have rcasona')l\J ~ccess to the BHCs... It . 
shculd be noted that in the t!lbles there nrc a fow oxceptions, nutably 
at Jarqcc.uq fln::.l Qnrnmqul in F:lryab Prcvince: and at Gomran in Legal' 
Province. The l'.-10PH's intGrmation ro;?arrJinrr, pcpulation c-f the catch­
ment arcas at these !ccaticns differs considerably from ether data, 
and final dcturminatic1n of the siz0 cf tho BHCs r8quirc;l can cnly be 
determine:! by site visits. Tht: tobl pcpulation within the catchment 
is estimated to ho 831, 2J.3 - - ("1" reughly lmlf thu populatic,n Iivin!~ 

within thoso administn.tive twits. Thost': 830,000 comprise tho 
total targot pq;uJatic,n for Phase I. 

Followin'; Tahle 4 is a n'ap Gf /I.fchanistan which indicates 
the Phase I prcj8ct ar,:as nne1 t:18 BHC by Rrmk an(~ site. 



Basic Health Center Sites 

l.	 Kandahar Health Region 
Population of 

No. of Towns/ Catchment RANK 
Province Woleswali Alaquadari Villages Area BUC Site:: I II III 

Kandahar Ghorak. 11 6468 Ghorak CLr 1 
Naish 14 8232 Naish Ctr 1 

Dhola 14 8232 T.B.S. fn/ 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. 1 
Kajakai 46 270·18 TarawaI' 1 
Sarban Qa1a 18 10584 Sarban Q. Ctr 1 

Deshu 9 5292 Deshu Ctr 1 

Oruzg:an	 Choara 12 7761 Choara CLr 1 
Kajran 15 8820 Kajran ell' 1 
Gazab 18 10584 Gazab Ctr 1 

Totals Kandahar Hegion	 280 165249 1 9 3 



Table 4. b 

n. Kunduz Health Region 

Population of 
No. of Tov.ms/ Catchment RANK 

Province Woleswali. Alequadari Villages_ Area BBC Site 1 II ill 

Kunduz	 Kunduz Center 30 46,000 Kunduz 1 
Chardara 25 14,700 Door Robad 1 
Emam Saheb 20 11,760 Basu::; 1 
Dashti Archi 17 9,996 Shahrawan 1 
Qala-i-znl 14 8,232 Q. Ctr 1 fEi 

'fakhar 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 Hustaq Ctr. 1 
Farkhar 17 9,996 Farkhar 1 

Kalafgan 15 8,920 T. n. S. 1 

Bagh~an	 Dhana-i-Ghori 36 21,168 1 

Total Kunduz Region	 252 181,340 1 11 0 

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



Table 4.c 

m. Balk..l1 Health R~ions 

Population of 
No. of Towns/ Catchment RANK 

Province Wo1eswali A1equadari Villages Area BHC Site I II ill 

Balldl Chcmta1 17 9,996 Aheen Qala 1 
Kushendch 17 9,996 Kush. Ctr 1 
.Dehdadi 24 14,112 Dehdadi 1 

Mazarsharif 48 28,324 Balkh 1 
Ch~rbolak 48 28,22'1 Qoorachi 1 

Charkanat 25 14,700 Kohnaqeshlaq 1 

J07.jan	 Sangcharak 20 11,760 Sazi...Kalan 1 
Sar-i-pul 29 17,052 Saripul 1 

.1.Kohestanat 13 9,520 Kohestanat 
Balkhab 15 8,820 Toghi-Payan 1 

Faryab D.1rzab 4 2,352 Jarqoduq 1 
Shirin Tagah 15 8,820 SaidKoh 1 

A1mar 23 13,524 Almar Ctr 1 
Qaramoul 11 6,468 T.B. S. 1 

Towl Balkh Region	 309 183,668 1 13 0 



Table 4.d 

IV. Ghazni Ht: alth Region 

Population of 
No. of Towns/ Catchment RANK 

Province Woleswali Alequadari Villages Area nRC Site I II III 

Zabul Daiachoopan 65 38,220 T. B. S.	 1 

Ghazni Joghori 44 19,404 T.B .. ~~.	 1 
1 fn/Joghori 33 25,812 Mulakhail 

Malestan Sarasaheb 90 52,920 Nawdeh I 
Ghazni DeYak 35 20,540 Gha7.ni 1 
Nawor :~o 17,640 Dahana-i­ rn/

Barigak 1-

Maidan Chaki WardaI-.. 43 25,284 Band! Chak 1 
Daimirdad 35 20,580 T. B. S. 1 

Logar Khoshi 35 25,284 Shinkai 1 
Baraki 56 32,928 Barakl Ctr 1 
Md. Ag.ha 38 22,344 Gomran 1 

Total Ghazni Region 504 300,956 I	 9 1 

PHASE I Project Totals:	 1,345 831,213 4 42 4 

:"11/ BHC under constru~tion ..~nd to be complded in this project. 



--Rank I - There will be only one Rank I center for each Health 
Region in Afghan istan. In Phase I, four of this Rank will be built. The 
Rank I EHC includes a polyclinic of ten rooms, a training center having 
two rooms for instruction and fOlr rooms for the Regional Health Officer 
and his sta ff. Living quarters will be provided for the polyclinic pel'sopnel 
and hostel space for the trainees to be served by the training center. ThE: 
estimated cost of each !lank I BHC is $60,000 of which U~'AID would pay 
75 percent - Total ~~180, 000 for fOUl'. 

Rank II - A Rank II BHC consists of n t~n room polyclinic, and 
liVing quarte-:-"s hi the sit(~ for BEC personnel. The cstimat:xl cost of 
each Rai1k II EEC if; $·12,500 of which U:=AID would pay 75 pr.::rcent - Total 
$1,243,1~5 for 39. 

Rank m - a Rrmk HI BHC will consist of a rix room polyclinic 
and living quarters for the BHC personnel. The estimated cost of each 
Rank III BHC is $30,000 of which U(_~AID would pay 7G percent - Total 
$90,000 for f0ur. 

The cost of the: cO'1struction'ct'thc 1bnve new BIles in the 
Phase I areas is estimated to be ~~~,017,500. u~jAIDls contribution 
would be 75 PCl:'C cnt 0:: a total of S1, 513,125. The cost estimates are 
based upon architectural and engineering drQwings prepared for lViCPH 
by th e Min ister of Public Works some Y0ars [lgo. 0Ie',\' drnw~ngs will be 
pr,epared by NiGPII and carefully reviewed by U8AID. It is possible, 
with SO'-le mo difications in the buildings! layout and the drawings and 
upon a detrl.i18 d review of thQ bills of mate rial n.nd bbor charges, that 
some savings will accrue to t~e project. Based upon the IV·jsston's 
experience in other FAn assist~d projects, we arc confident that the 
estimated unit custs -- exr.lus;vc of inflatiom~ry bctors -- will not 
exceed these stated in the Projeet Paper. Additionally, th8re are 
th rec Rank Ii centers within the Ph;_'.cc I area 'Nhich, on May 1, 191i11 

will average 60 percent completion. ~~ubjeet to inspection by the MCPH 
and U~AID En gIneers and the BH8 ~rojcct Advisor and certification that the 
existing co nstruction meets the agreed stnndards, l'~AID will, by the 
same FAR standards applying to !lCW construction, pay up to 75 percent 
of the costs rCQuired to completc these three c:Jnters, cstima ted [li, 
$38,251). 

~ite ~elcction - Thgsltcs selected by the I'.I~CFH (Table 4) 
are mostly te ntativ e and ba'scd prima~ii'y upon informatfon U\'ailabie 
from the -Provi:-;lor.al- Gazateer and from the AD~/0ijNY MeD popu­
lation density maps. Wh::m final uite selections are m[l.clc, they may be 



dxpected 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 a BHC site requires field visits. Field visits will begin 
on or before the signing of tho Project Agreement. First, the three in­
complete centers (Qali-i-zel in Kunduz Region. and Mula Khan ancl 
Dahana-i-Bar igak in Ghazni Region) must be jointly certified by the MOPH 
and U3AID 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 th.:: following order: 

(1 ) Ghazni Region June through Septembc1r 197G 
(2 ) Kunduz Region September thrcugh Decer.'1ber 1976 
(3 ) Mazar Region December 1976 through March 1977 
(4 ) Helm and Region Ma:a.'ch through June 1977 

To expedite the deliv\3ry of health services, the site survey 
te ams, in addition to certifying new BBC sites, will seok to find buildings 
which m~y be rented. When these nre located. the Me PH will make 
arrn.ngcmc nts fo r r.:mting. renc.vating. supplying nne! staffing. Temporary 
fa ciUties will be located only in or near the town/village where a i10W 

EHC is being built, one of the reasn '1S being th3t the BHC p":lrsenncl will 
have an interest in see in~; the new EHC built to stanchrc1s and en aF fast 
a schedule as is reasonable. Special priority will be given to the LI:·,p~ 

rary Rank I centers so that regional administ.ration and training can be 
in itiated. 

E:lch site will be jointly certifiec1 by the MCPH anl~ m::AID, based 
on n site visit. No BBC will be eligible for Uf:AID assistance if Ui-AID has 
not: participated in certification of the site before construction. 

EHC Designs 

The MOPH has a~:reec with UiJAID te review its present designs 
and specificaticn s. Prier tc the implemal1tation of this project, the MOPH 
will have prcp~red preliminary drawings. Ii. locally available and mutually 
agreed A&E firrr, possibly Kllbul University, will evaluate the plans and, 
with adviscry assistanc8 frol~; ;viCPH and USAID, complete desie;ns and 
prepare working bluepr~nts for the BHC ccmtractors. 

Construction 0chedulcs 

Immediately upun completiol1 cf the site certifications in each 
Region I the r\iO PH will mnkc arrangements for construction contracts. 
Construction should begin ns SCi_'n us possible but nut later than GO e~ays 



after site certification. 

Con§.truction Monitoring 

Construction wiil be monitered both by MCPH and u8Atn
 
engineering pers onncl. Approximately three visits will be made to
 
each site while construction is under way. A final site visit 1s re­

quired by UCAID to certify the building is complete and meets agreed
 
standards. This is a necessary but not sufficient condition for FAR
 
payment.
 

7. The Cpcrational Basic Health Center 

The focal pobt of the PhasE; I activity is the BHC net­

work. The EHC network is important firs t because of the service it
 
will providc to the people in its catchment areas, secondly, it is im­

portant as the back-up support system for the AHD8 models being
 

tested in Ph::lSc I. Finally, the operation of 50 EHCs in the four pro­
je ct areas is the most critical indicator of the abilities of the MCPH 
and USAID to achieve the projoct purpose on a planned schedule. 

Tho Project Agreement signed between U::AID and 
the IVIOPH will describe clearly the criteria to be met by a Basic 
Health Cen ter to qualify for reimbursement by USAID of 75% of the 
agreed upo n dir ect construction costs: maL:lrials, labor and 
transportation. Each BRe will have a minimum staff of qualified 
personnel cae h of whom will have received additional, in-service 
training especially for service in a BliC. For eithor a Rank I or 
Rank II center the BHC staff will include a mirlimum of one supervising 
physician (altern ativcly a senior nurse), on.:; Auxiliary Nurse Midwife 
and two para- medical personnel (The two para-medicafmaY-befrom 
among the following: vaccinator, sanitarian, nurse, laboratory technician, 
pharmacist or compounder.). >¥ 

For a Rank III center, the minimum staff will be three, 
in eluding 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 ~ank III. 
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Operatio nal Criteria
 

1. Each medical, para-medical and auxuliary nurse mid­
wife will have completed satisfactorily the educational and MOPH
 
certification requirements for the position io which helshe is asslgro d.
 

2. Each clinic wUl have the necessary supplies (ledgers,
 
charts, etc.) necessaty for the maintenance of a complete clinic
 
record sys tem upon which will be based summary monthly reports
 
(h ealth, adminis trative, financial) to the Kabul Ministty through the
 
Prov incial an d Regional Health Officers. 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
 
fo l' the services to be provided -- there will be specifically identified
 
in the first "Letter of Understanding" to be agreed betwoor. USAID
 ." <
and the MCPH prior to project implementation. (I' , f /~ '!'I'/:~- ) 

... /-l I 

4. Each ERC will have sufficient drugs, medicines, dressings
 
and other supplies sufficient for three month's operations. A specific
 
in ventory will be agreed between USAID and the r.l0PH in the first
 

'Letter of Unders tanding. " /" 
t. 

5. Each BHC will have one vehicle permanently assigned. (J.'~' I ( ,: 

It H' 
6. The leadership of each village within the BHC catch- .. _. 

ment area will have been visited by an employee of the MOPH and been ,Vi I'Ll 
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 
th e MO PH prior to, dUl'ing and upon completion of construction and be 
certified for adherence to site, desig9 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 me! before the UCAID project· 
advisor and U8AID's Engineering 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 MOPH and U8AID staff. Coordination of all pro­
je ct components -- personnel, training, construction, supplies, re­
porting -- mu st be carefully maintained and schedules adhered to. 



8. Alternative Hea~th Delivery Cystems.<AHDS) 

Introduction 

The Basic Health 8ervico 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 "leak, exists and is understood.M:.<.TW procedures 
will be new, but basic conccp~s are generaey accepted. 

The AlternativG Health Ddive~1' Cystems (AHDC) component of this 
Phas e I pr oject is much newer. There cxit.:ts little knowledge or experience 
in Afghanistan :mcl fow except elC higher of~:·.cials of the MOPH have studied 
the AHDC concepts as aP9lied in other countries. There is, however, sub­
stantial ag:'ec ment among the rv:~cpa [l;)d even higher levels of the GCA, and 
among the participating d';nors, that tho GOA's health goals cannot be at­
taine d without developing within Af~hanistan a systom or combination of 
systems th rough w!Jich villagers may obtain minimal heaJ.th education and 
services. These are the l\f[;hans living in widely scattered "settlements" 
outside of the ~BHC catchment u:-eas. 

We have learned from :'ccont research and su!'veys (ADS/cUNY 
and MCH Pa:rwan) that rural i)Co~18 sock Clnci pay for health care from a 
variety of sources. In t~G :.?a::ivan survey, for cxamp~e, it was found that 
pharmacies accoun~ for a;)O~1t one-~hird of n!l medicines obt~im;d by the 
households, and that tl~c phal'm:lcicts or compounc:.r.;rs must often assist 
with diagnosis ane pr2scri9tions. Jr..inll store kC\:lpors (dokhans) usually 
stock a minimnl Gupply of modieines and giv8 advice on their use. The 
midwife (dai) is ass unEd to ilC r:. TJ[\l't of th(; trarlitional health service in- . 
all of Afghonistan -- ::1.t lcn.st she hus bCJun fOll:1Q in the 'It'I.::as in which 
surv.,y:; have beon made. Bp.rbcrs, injectors, boncscttcrs. [md religious 
te achers a 11 play some role in tho info:'mal, traditional hC:.llth system. 

It is important to note that the people seek the services of these 
people who n in need. '!'llCJ services ar(; almost uxclusively curative. 
Examples of villagers see!<hg and paying for pr.Jventi'/c care are few 
perhaps (Jnly for smallpm: vaccinations and for infertility problems. 

The AHD8 models to !.Je designed und tested in Phase I will take 
into account the existIng p~tterns of honJt:1 belnv:c.-:· to the extent these 
are known. What is positive will, of course, be ::.'einforced. \Vhereas al­
most all tr aditio nl11 I~are no'v is in the pattern of.reople scekinli. services 
(c ura', ','::::: plan ~Il ~hc "~.:-ID:: models to int:;:odl.lcc the concept of 
services seeking people (preventive: and curative). Given existing patterns 
of behavior, :t seems absoll'tcly necessary to o~:1in confidonce by 
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providing a minimal and effoctive curativfJ service. The worl~ers delivering 
services, if they are effec.tive, ':Inl gain the confidence of their clients and 
th us be able to teach certain fllnC<:ime:1~;ul haalth habits -- personal hygieIlil 
and community sanitation, cn.rB and fseding.("~ children; nutl"ition of mothers 
and children, and family planning concepts. 

ever the past year or mo~e, the IvI3H team and officialD of the 
NiCPH have ceve loped Y/ol'king papzrs on AEDS designs, and much of 
what is in this sect:on io btlsed on these p8.pQrs. We have .seen, in this 7 
proce3S, the development of severQl 3nsumptiol1s, one of which is that 
villagers wEl be more likt:.J1y to uccept services and edl.cation from persons 
known to them. }for '/illages having no commGrce at all, this would be a 
village res ic1.ent. "I,'hile this is consiste'1t with our kno\..vledge of Afghan 
cultu re and '.'iHage life, it is stU! .111 hypothesis to h:} tested. 

Geography will be one imp::n't·.mi; factor in determining which 
AH!XJ modelf3 tc test. In an area inc1udin~ a number of settleme:1ts, but 
no commerco, the voluntee~: Viliage Hedth Vlorker (VHW) model appears 
to be the mos t promis ing. In larger ·"illages, or settlement clusters, in 
which ther_ i r.; commerce u::JCo ;)y all, a stor:Jkeeper might b.., the most ap­
propriate dispcn:.;er of health Gd'.~cation an( f:",rvices, (A "Co:':11lr.unity 
Entrepreneur Il~odel".) Wi;; 'xoulcl en'l:'.-icn fJ!tuations where thGse could 
work in combina:ion. And~ las~::J, there will bo arcas whe!:e tra;lsport is 
sufficiently dO'lGloL)Gd th[\."; BI::Cs CQJ1 i::e ex;::r:;ct'~d to pJay a ~nirly direct 
role in training and ~u~er.,:'si.on of trIG v.'or!wrs ;,n AHDG models, without, 
howover, having the c11!'cct "out::-each" 1'01·; which they have within their 
BBC catchment ar8[~G. 

For vi:lagec to pm'tici,pa'Cc in tbc AP.DG models won!.d reqUire 
th eir agreement on tr.e program: on tho sclee:on of the delivering 
agent(s), on the co:lcct?'/G responsi1>:J.:'·~y for V"t'.:\V eomponsaEon, <!nd on 
the non-governmentr.l ~1ature c~ :110 progr'lm. 

0 ··--2.F:lCt'1~ 

Thl'ough the AIIDC moc.eJ.s we expect to ansv er a number of 
questions: (1) Cnn AH!XJ wor.kers !Je rocruited, and trained and motivated 
to deliver serv:'ces which am effecEvc and accepted by the people?; (2) 
Can vialJle purchase, pricing and cash/mnL~b1s systems be developed 
and sustained at the AHDS 19vo18 ?; (3) A::e t:1e training and supervising 
designs adeqnate?; (4) Are the se:::vices solocted for AHDS t~·~'.ls the 
li1('Qt importal~~ and acceptaolo to tl'o pOOpJ8?; {E.) Arc other delivery 
agents mort:) like 1y to be a~coptlJd than thoso choson for the; Phase I AHDS 
models?; a d (3) Do the !'OfiultS of the;< to justify eithor fu"':'ther trials 
or a p~13serl exrn.Tlsion fo~ the 'vhole nation? 



It is planned that tho AHDC models begin with only the most 
simple, basic ta oks to be performed. 2implc diagnosis and treatment 
(0 r refurral) of only five or six diseaoGs would be taught: (1) Gastro­
enteritis and childr8ns r d iarrhea~ (2) conjunctivitis and trachoma, (3) 

"ache~ and pains", (4) skin infections, (5) worms, and (6) bronchitis 
and pneumonia. 

Additionally, a V:£-IW would provide advice on childltoo(5 
main utrition detection and [)revention, weaning practices, hygiene 
particularly as it relates to diarrhea, first aid, fOeld storug~.: and 
preprLration, family planning and contraceptive service. 

AHDS V/crker Qunlificaticns and Trainin~ 

Easic VHW qualificaticnn would be interest, maturity, intelligence, 
and acceptance by beth villagers [lnd the villng\] headman. The VHW would 
work only in the village (settlements) where ,he is known. Training and 
supervisiCl1 rr.ust take into acccunt that some of the VHWs will be 
illiterate (feMale literney in rural AfGhanistan is l,:;ss th[1n Ill;). Training 
of Vmvs will, in most inst3.nces, have tr, b0 dO!~o in thQ villnges because 
Gome will net be able to leave their hcmes for trnini!1G progTaI:l3 at the 
Regir.;nal Trn.ining Centers. It is yet to be determined how m~my families 
could be served by one VI-r\'\~, and whether it is desirabli,]/necessary to have 
two VHWs working as a te~m (possibly a husband and wife team). 

The selection of ~ community entrepreneur would require some­
what simH a1' criteria. The person should be interested, preferably already 
handling baDic medicin3s and wishing to learn more about them. His 
selection should be approved by tho villagt;rs and headman. He should be 
literate. 

Training will b\J both "on site" and, whero possible, in the 
Regional Training Centers. Supervision will be from BHCs. Follow-up, 
in -service tr aining must be at frequent interv~ls to insure support and 
to monitor effectiveness. 

9. Prcgrams of other Donors relatec to the Basic Health Cervices Project 

The represent~t.1ves of WHe, UNICEF, UNFPA ,md UNDP havo 
participate d in v arying (~errees to the development cf this paper. V1HO, 
UNICEF :ancl UNF.?A have critiqued cnrlicr drafts. They have discussed 
the relationGhips of their project activities, both rmgoing and planned. 
They have shared drafts of their program documents. 



WHC 

WHO's 1976 malaria program is currently budgeted at 
$380,000 - - the projection for 1977 is tentatively $250,000. They 
provide advisory services, training and Game commodities. They are 
not, and do net plan to be, the major donor for insecticides. This 
program works through the relatively strong vertical 1\10PH 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 m.alnria on the sub-continent in 1975, 
the possible [l ppfJaranco of resistm1t vectors, and th::: escalation of 
costs for in~() cticides arc :111 causing concern in the IViCPH. This 
concern hr.. s not yot stimulated serious thinking about the integration 
(0 r evon clese coordin~tion) of the malaria program with other pro­
grams such as BH::1; however, c~onors are encouraging the MOPH to 
th ink of the BHG system as a key component in a natienal r-tnlaria 
main tcnance prcgram. The pos ition of sanitaria.n in the BHC staffing 
patte rn cculd permit a fairly easy transition. WHO's 197G nnd 77 
tu bercules is (TB)pr9g rams provide $120,000 oach YlJar. This is 
for advisory serviccG s training a:.1d commodities. The: prcgram is al­
most (.:xclusivcly within the MOPH;s TB hcspit~l1s. 

Acditionc.lly, WHO provides advisors in several othor areas: 
Advisors in the arGas of BH8 and Family Health are the ones most 
directly re lated to this project. A Nursing Advisory project is ex­
pected to phase out, there being only $13,000 provided in 1976. 

WHO is currently duvcloping an imr.1unization prcgrnm to 
which ether donors will be askec1 to contribute. It is planned to begin 
in Kabul City ~md move, in time, to rural r.reas. 

UNICEF 

UNICEF s major effort is in health. U~~?', UNICEF 
projects a program of $6,000,000 from tho second halfof1977 through 
1982, of which $5 million is for !1Calth anc1 over half _.for UNICEF's 
potable water project activitbs. UNICEF's foclls in coming years ia to 
be upon: infant mrJrtality and morbicity: fcr:!ale mortality :md female 
educaticn (sta tus of women). In Bas ic H~~Q1th Services, its 1976 program is 
approved at :3 512, 000 of which approximately 90 percent is for cornmoditicG, 
e.g. oquipDent and supplies for new health centers. For the first half of 
1977 the budget Is, $115,000. The UNiCEF potable water p~')grar.1 for 1976, 
including the earmarked Swiss contributioll, is $638,000. F'.Jr the first 



half of 1977, the budget io $290,000 (also including Owiss). 

UNICEF's BH:: equipment and water projects are the two most 
important projects related to this U2AID BH0 project. UNICEF gives 
first priority \to providing potable water at th...: basic health centers and 
schools (also a U8AID-assistod project). Their implementation plan is 
to be closely coordinated with this E He implomentntion plan. 

Als 0 important is the UNICEF vehicle procurement and 
maintenance project (1974, 75 and 76). Approximately 200 vehicles 
have been turned over to thu IvICPH in the past year, a number more than 
sufficient to insure there being onu at each BHC. UNICEF will continue 
its TIMO project (Transport t:"!.Jld equipment mnintenance training). 

UNFPA 

The curr';mt UNFPA projects arc kss directly related. Its 
main effort iB in demography. It has a cOalmitmcnt of ~~525, 000 to a ssist with the 
first nationnl C iJl1SUS and with registration; the advisors arc in country' mnd 
the connUE design has been comph.::ted. Assistance frcl~ UNFPA includes 
advisory sorv ices ~md cGmmoditius, e. g. ~ vchiclvs. UNFPA has a Family 
Planning oduc Qtion project nL: is phnning a Fn.mily Phnning services 
projGct. These arc relatively mocJ(~::;t (approximately ~400, 000 over three 
years) and "pilot" ill naturt::. Further work may be unce:rtaken in infant 
mortality studi·3S. 

WFP 

Tho World Fooe Pro13rC1.m (WFP) wns over $5,000,000 in 1975 and 
is ex pocted to continue at this or a higher level. The budget is largely for 
imported food ,c ommodities which arc distributee thrcugh several channels 
including the Easi<.: Health Cervices. While U::;AID has obsorved that this 
food distribution at the EHCs disrupts Gther h8alth activities and demands 
the time of medical and paramedical personnel whe might be better utilized, 
we also r()co~ nize that the pror,r?l11 does encourage people to come to centerD 
wher e, ia time, thoy may bG motivated to make better usc of the health 
sel'vicGs. 

U. :So Poace 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 ("suspendod" may be the more n.ccurate word). 



Tho reasons arc not thouGht to bo rdatuc1 either to tho need cr the quality 
of PCV a3sistni1ce. Tho Peaco Corps country Dirocbr weuld b:.: rocoptive 
to rOl1'.;",vcd l.'cql1csts from the ..h'~ePH~ Qspocially 1':;1' tho ANIV" pror.;rmn, 
and cliscussic~1s aplong Foace C:rps, IVJ.CPH a'ld Ninistry cf Pl~iuing arc 
continuing. 

This program is fil:lny yc~rD (lId and will ccmtinU8. It is
 
narrowly fOCll sect CARE-I,uJcicr.i prc.'vido U.:. spocblists to tGnch
 
Afghf'.l1 phy sicians i:1 :no of Kabu! IS m,lj(;l' h~:Spit::Ufj. This if; ~ well
 
urlE~inistl;rcd prcc;rarn ~lnc1 ',:'10 whkh h,l~j bC.,;;l highly r\:f~CU'(1Cd by
 
SUCCGssivQ Hv~lth ;',!j;-liste:rG. CHRE wsu1c1 like: to dovckp pregrams in
 
illltriticn and nntrithn tr~lini.nr! and its c1!f3C I.lSS iens with tho l'/,(C PH arc
 
cCi1tliltlinr: •
 

ethel' Dcncrs 

fd:1C1g m,~f ')1' d:;nors are th•..: Cr::~_'R~ Pc:cple3 Rl.:public d Chinn,
 
Fede ral GCl'!'.:nn Rupublic, Inc!ia Ql1C! cthurs. CPEC ccuntries have funds
 
availabie fer th;.: }w:llth necLT.
 

Their prcff,rrlI"":8 b l1(j way dllplicnto U3AID I s pnposed assistance. 
Chinn. and Incli<'. h::lvC h~!perJ 'vith IVJspitals and continue to dr.:; S'J. The U~)~R 

n.ssis~s with mnbri::. Qnc~ ::t11o:' prcgr~rrjs. Th0 FRG last year :.lssistcc with 
in EJQctici(~os fer the m~brh prr='cran. Iran is under.steed to b0 willing to 
provide substnntirtl SUE:S fl)1' the rc~hri,l prCf~rar'1 in cm:1inc years, but I1C 

agr0c:..:..onts have been C8ilclu(:orJ. 

D. EVALUATICN ,:"\.i·m BASELINE Dt',TA COLLECTION 

1. Ev nlu['.tic~ 

[,8 indicated 8lsowhere in this PP, no proble:m is as important 
in l1ff,hnnist['.n rG dcyulcpment milieu (md pcrh~ps as pcorly unclerstcod as 
the cO!1voll1tc~~ intcrrdrrtic'i1ship ".mc,nr: impr~jved health, prjpulation Growth 
and cconc'mic c!0vclcpmcn t. Exb:1t rr~eth::;d,lq~ies f(lr evulll~tine: these 
in tcm'.ctions h('.v\:; prov0c1 tc be 0vcrsimplificaticl1s or too c0mplicatcd for 
practical ''.pplicaticn in th~ tfgh~n envir:.liiml:ntj e.E.• cumputntiol1s of the 
direct and in c!irect c0stS r>I illnoss (m ort9.lity/ morbidity), c.::.mputations of 
the imDact A hQ:11th s8rvicos en th:: cco!1cmic v:llllG IJf hum011 life, birth­
lifc:-ccath mcc~d~], ~n:~ QSS0ssmGilts of th,:: impn.ct ')f 11(;~lth sorvices pr~;jocts 

using cC3t-he:ndit ~ln~ysi3. Tho fact i~3 th,tt th(; effects (~f "hotter hoalth" 
(pyosumnbly tr: be: Gr;ri\'od from Jwnlth CClrc delivery systoms) cnnnGt bu 



adequately quantified so as to become a manageable part of the three 
dime nsional matrix of health, population growth [lnd economic develop­
mente As Taylor and Hall str:.tod: * 

(In) the dynamic equilibrium betwoen the three.: 
major components of this matrix, optimum pr2grcss 
GCC urs whon all 2lements move forward together, tho 
gOIl eral objective being inprevement in th0 qudity of 
lifo. Neither economic c0v81cpmcnt 7101' health of it ­
solf is a suffici.unt Pc:c;al. . . The: general ccncopt of 
an imprrJvcd qual ity ('f life: cbviously cannot be rO[ldily 
measured. Tho social ccmpcnents 8f .<1 better qu~lity 

8f life are benefits in themselves, but, more imporhntly, 
they cnn. be us..:·c: ,1S instrur,1ents rA chnne-e (:1' as moans 
of increasing productivity. Edtcr h0alth is both an 
object ';f and :111 instrurT.ent for ~uv31:)pmcnt. In tLis 
prcce5s, popubtkn t:rr.:wth is :1.11 intermediary f()l'Co ,~f 

incrcasinc roliCvancl:. 11 

This s 1:n.h:ITt(;nt sugp;:....st~ a r;yneqristic ~'(;lnticnship between 
health and other dc.:velcpmcnt..se:ct'Jrs, ar:d tf.) thD extent this cbtains, 
constraints en enu sact':;r C1:l!l Clnd afh.l<1 de ,lct as c,~'nstraiI1ts l-11 health 
impreovcmont, cr vice: v..:rs".. F(~r cx~mph:, clr2.m::ltic CCC!KIT..iC ch:li1gcs 
have occur red when the C'.r.1cunt r-f hnd av~lihl.blu for cultivation has b~on 

in creased by rcmcval of a l1Uulth C(~1strai:1t ~uch ::lS malarh. 

These cGllst.r2.L'1ts L~ unc1arst:mdi:1rr. the ir-,pact ()f hC'!lth sorv ices 
proj eets on th e pf)pulati,:)n they servc, in tu rn impact ·'.m the 1v..ission's 
ability tc plan, implement, r:1cnitr.;r and r'Jp' Jrt on 'my hut the s irnplcst, 
mJst quantifinblc and unaI:1bigu f usly f;bservable indicators ()f prf.jeet 
achic:vement 2nd success, prrrticubrly given this prcject's rc1:ltilely 
short term ir.lplem,.:mtation span, i. e., 28 r~:onths. Tho desir,n cl this 
Basic H0alth 0erviccs proj~ct is thorefore E1C::tnt t'J be medes! <:::"'(~ vd it 
is porhaps quite complicrrtcd whon cne considers the lir-:-litocl capacity 
'Jf tho GOA te successfully implcf[!0nt social service projects. 

Taylor, Carl E. and Hall, Marb-Francuisc, Hlalth,
 
Popul:1tion and Economic Development, 0eiCi1CO, 157, 651, 1D76.
 



Phase I Indicators 

An attempt has boen made to prC'vi(~c simplified, r.1easurable 
indicators in the lcr;ical framework and the Project Perf<"'rraance Trackine 
(PPT) network up to the purpose lovel. There are two dominant 
characteristics which most if not ~ll of the indicators share up to the 
purpose level~ and which closer~.'e menticn: (1) the pr"~bability of showing 
change dur ing th 8 life of the prcj cct; [mel (2) the practical measurability of 
the indicatc·r for purposes of project evaluation. ether criteria applied 
to the selection of indicators wore plausibility (e. f;., credible, causal 
relationships), indpenc1cnce (e. g., purpose lovel, end of project status 
indicators we I'C m:lde indopendent of those conditions necessary and 
sufficient tc a chievQ the purpose), :lnd targctability (indicators wore chGsen 
which showed. both a tiL10 and/or a In2e;nitude when the desired change or 
action should be observable). 

The: P_?-I i1Gtwork relates Critical Proje:ct Performance Indicators 
(CPls) to each other and to tir.:o and as such will provicQ the basis for which 
th c rep;ularly Gch'3tCuloc! evaluations of actual versus plfll1nec! performance 
will occur. An attempt has been made to schedule the two project evaluations 
at intervals when fl sufficient nuri,bef f)f C PIs should have occurred to make 
cvuluatictl usdul a r::) c'cr:ninrJul H6 8ugver;ted below: 

1. June, 1977 - Approxim3.tely one year nftcr ~:l11ticip[lted project 
start up. Will allow f')r project (!osie;n correction, if ncceSS!lry. 

2. April~ 1978 - /l.pproxinatcly ';i.x months before Phase I 
terl1'.ination. Will ~~llcw sufficiel,1 time fer evaluation results 
to bEl used h1 ::t Phase II Project F:l ;.:~r, should evic.!I;;!1cc warrant. 

2. Baselinc..: Ccl1ecticn 

Output .!.o p~ rpOSEl Level 

Tho cHni c record system bebg c:stablishcd by this project 
will provide data to be used to partially Deasure achievement at thE: output 
and purpos G levels for this an(~ perhaps subsequent phases. The purpose 
state m.ent and purpose level enct of project status (EC P2) indicators which 
the clinic record system will address follow: 



PURPOSES	 INDICATORC 

Basic	 Health 3ervicGs (BH8) A. Each Operational BHC provides: 

To provide basic health services (1) diagnos is 
with emphasis on services for womon (2) effective trc'ltment for 80% of 

1and children to 83 0, 000 parsons diso4scs pi. oscnted 
living in 50 Mi;lo r Civil Divisions (3) referrals tr) provincial hospitals 
within iour of Afghanistan's six (4) F? education and services 
Health Reg ions (5) l;1idwifory and V~C H servico 

(6)	 ho!l1th 0cucntiun for nutrition 
Md sanitation 

('I)	 vaccin[\.tici1 s(..)l'vices by ANIt 
and 'mccinn.tsr 

B.	 Average RHC attendance 50 patients 
per day. 

C.	 Tho prcportion d' womc:n and children 
seeking he21th sorvices increasingly 
corrGfJpc~ds with their I1lU71bers in 
tho tar[;ct population. 

Alternative Hoalth Dolivery r~ystoms (AHDS) 

To prcvi(!e two or r.10Te Alternative Systems 'of proven effectiv<mess
 
Her.lth Ddivory ~ystems (AHD:J) which duvolcped which n.re capable cf being
 
when widely replicated will provide a replicated at affordable cost.
 
minimal health service fer those per­

ro ns w~o will net havQ ~eascnablo
 

access to a BEC.
 

The outputs and the output indicators which the BHC information 
system will addr0ss follow: 



OUTPUTS 

BHS 

1. Four (tl) c perational 
region':.! offices supportinG 
50 BHC and AHDS e xperir..lents 

2. 50 operational BHC's 

3. ANM ~cho ol ope rating at 
optimal level 

4. BHC personnel trained 
and assigned 

5. BHC supply systems 
expanded 

6. Client rec ord syster.l 
operatin~ 

A. H. D. D. 

1. Twc rJr more AHDO de­
signed an(~ approved for testint~ 

2. Elements 01 one 01' more 
AHDSs demon ntrated efiective 
and financially and administra­
tively feasible. 

INDICATOR~~ 

ER'3 

1.	 and 2. BHCs operational in project areas 
as follows: 

End FY 76 FY 77 FY 78 

Rank r 4 4 
Rank II 13 42 
Rank III 1 4 

'-'7--
I ! 

3. A minir.1Ur:1 of one ANlVi on duty at each 
B HC in project area. 

4.	 End FY 76 FY 77 FY 78 
- Phys ician Jr Senior 

Nurse 18 50 

-ANNis 18 50 
P::trncledical 
personnel 36 100 

5. Drup; (Eledicines~ formulary for BHC 
n.dequ'ltc for illnesses treated, and inventories 
mainLtinec sys\...JrJ atically. 

6. Pericdic Provincial, Regional anel Ministry 
SUI:llYlary roports based on data provided by 
BHC's. 

h..H.D.S. 

1. Two or r.loro AHD[; tested 

2. These elomonto are: 
A. Ability cf MOPH to recruit workers 
B. Training c(,urscs developed and hold. 
C.	 ~ignificant propcrticn of target popu­

lation in contact with AHD3 workers 
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(t.his will be quantified more 
precisely in the medel designs) 

D. Functioning supply system 

Obviously, the BHC information system cannot perfc:ctly address 
each statement a t the output nnd purpose levels and in SGmc: cases ('~n PL"'>' 
ville no information at all. In these cases, the PPT :md Gth8!' rlWl1S are 
useful. At first gln~,(;.:;, however, tho PPT netw.)rk would seem b suggest that 
very little output ancl purpose levd indicater data \Vr;uld be p;cncratod by the 
cHen t rec1)rd system by the end Gf the project, u. g.• CPI #27 shuws that in the 
final r.lOl1th of the pnject, 38 Bn.slc Health Centers will be made "opcrrttional" 
th us sceIi1ingly c1isall,wbg the possibility. 0: collectin~: clinic dfl~Q eluring the 
life of the project 1")1' ~! majority Gf the BHCs which, if this were the cas\J, 
would disallcw rr:e~lningful mCQ~mrcll.cnt r;f the c:nd o)f project sbtlls. It is 
useful to pr)jnt ('jut thQt b:,· the iipril 19'78· (~vQlllQticn; 9 118W BHCs will have 
been made operatirJnal s 3 presently inccmpkt(· BHCs will be; ')pcraticmal 
and there will bo experience with 20 rented BHCs. Fhdly, it is uf-dul tr; 
remind tha t CPI' s n:'.'~ indicator p"ints tc mo. .•~')r perfC'lTlance standards 
and are not th 0 operational chGckpoints 'lfjainst 'which ~ctl1al imploment:ltion 
ie car:'ior! :j~t. Thus, some of the C PI completions ;.vill.li!wly occur bef~)t::'e 

their reporting dates allowing ccllection o~ !l great8r amount of client da~a 

th an would seem fl.pparent. 

Purpose tf; Grjal 

In Spit2 of the: fcrr.1icbble mdhc·cblogicd rJbstaclc:s imposed on the 
colle ction of reliable basclil1u data fer hcrtlth s<;:rvic0s projects, the need 
fa l' measuring probabk pr0je:ct impact on health indicators of 'l long. term 
goal levol nature cann~)t be: ilfl1orcc1. Extar'lt rural health surveys r)f 
Afghanistan do SUf?J!ust a 1ist (If questions, the answercs for which theoretically 
have a pCBsibility Df !:lrJasuring changG over the ICl1r{ run (long run is defined 
here to ITH.:an a rossibility ({ occurring" during the implementation of sub­
sequent projed phases and which quustions and ~nswers arc otherwise 
impG rtant for 10 ng terr.1 E HF: prngrar:1 clecisiol1 r.'1.c.king). This list would 
appcar to impact (.on the proj·::cts ~()al level statement only, which is: 

"Te ir:1prrwe the health of tho r\ff~hr.n populatiun not 
now havinfj accoss ti) L:fioctive health cc.!uc:l.tion ~lncl 

servicos due 1arr!ely tc circumstC'.nco!:: of r~sidcnce, 

poverty, sex [11lr. age. These arc mostly tlw !'ural 
pee pIe who comprisu 85C}. of tlK; population. " 



Thes e questions include: 

1)	 What are the perceived health proble~s which rural 
people identify? 

2)	 What do they perceive as their pric,rity health needs? 

3)	 What arc the I~lost feared health problcr:16? 

'1)	 What knowkdgc exists of practical actions tc mect 
health prcblCl:':s ? 

5)	 What ncc~t1s do they havJ to effectivc scurcesA health 
car0? 

6)	 What is tho r.lngnitudc of the rural fal-:1ily invcstr.:wnt in 
health and what fracticn [';ccs to potentially effective usc? 

As stu ted earlier, ~mswcrs (crud() haselinu data) in varivu8 fo1'r.18 

fa l' all these q~9.§_tL0ns exist fnr r'\fgh~mist:m, a:1d this d rlta £or1:1s a potentitllly 
practical, if net the: ';;'i1E;~"iST~;-;:;1l-\vliicri-fOTbw-up stucHes can be: cnrricd 
out at rcao o:1ably short, p.:;rh~lp:; bhllmual Liervals. Pr~lCtica~ survey instru­
ments can be developer1 anr.: ir.1plcr.Jcntc(~ by Afgl18.n interviewinG toa~:js, oith0r 
from the KCPH or institutions such m:; tIl;.; Kabul University Research Center. 
The Parwan Villng;:J Health Surv;Jy (411 t81ow) show()(1 that concise:ly fiJcusod 
rurnl surveys can be planned, c:JlJducted nne ai1n.lyzc(~ within loss than six 
months at reasonable CCiSt. 

It s hculd be undcrstvA~, lWVlcver, that the nvailabllJ studios have 
used different methcdolGgies, hnve taken tl:cir s~u:1ples fr')P.l wi(~ely soparnte 
areas, differinc cthnic~lly ~mc~ linguistically but which do reflect the entire 
variaticn 0 f d isen.sc iJ'IIL;rno in tho cuuntry (disease incidence patterns are 
key to r.;e:lsurinf~ th.:.: 'ill'ej0d Goal as sh(~wn in the lcv,icf1.1 frmnewGrk). Tho 
studies follow: 

1. "/. Field ::urvey r;f Hcrtlth Needs, Practices anel Rosoll' ces 
In Rur al ! fchrl11istnnl', ~Tuly IfJ75. prepared by IVianar:emcnt Sciences 
For Health. 

2. "F.lI!lily Health Cnre, n Rural Health Care Delivery ~C'hcme", 

pro pared by Rex V. Blur:lharran, M. D., aLld Jc:anne Blumha8L~, 

Vi.. D. under the auspices of 1110 Medic:t.l Assistance Pror,ran (I~/iAP) 

in ccopcration with AID, 197·1. 



3. "Prolir.linary Report on Infant and Early Childhood 
Mortality curvoy in Greater Kabul'\ prepared by WHO/UNICEF 
with tho Iviinistry of Public Health, 3cpter.1ber 197L1. 

If the likelihcod of a Phase II project obtains in early CY 1~78, 

th en a follow-,-:n survey instrUl:10nt will bo dl:sir:ned, field tested ane imple­
mented sufficiently early in 1978 so that the results wculd be useful ta tho 
preparation of a Phase II PF. In this case, the list 8f questions given above 
would be reap praised for their technical us-:) for assessing lcng tern project 
i.r-1pact, tho list of indicat'Jrs at the:: g-::ul level now provided in th;:; lc~ical 

fr arlework would be reevaluated as well, and other potential indicat'JrE: 
would be explore d. Funding wise, iUs presently thoue:ht that a 1978 survey 
cculd be completed usinG only local surveying resources, ane1 so no funds 
have been shown in tho pr:;jcct budget since !1ccess~ry funds could be pro­
grammed f(';r this purpose from the Mission's Trust Fund bucGot. 



PART 4: PROJECT ANALY3EC 

A. SOCIAL ANALYCI8 

1. The Beneficiaries and their Characteristics 

Cur knowledge of Afe;hanistan is considerable, but 
paradoxically ~ lilyjted. We are .imellec~ually aware of Afghanis;an 
through writings <md personal travels. We see and understand Afghanistan 
with western biases. The aCl:ual e>..rperience of village life, which would 
be necessary to sa~isfy ~he pror.1ise of this sec'~ion's title, is an 
opportunity afforded to few. W3 know the rural culture is rich in Lerms of 
independence, pride, achievements ill agriculture ane anirral husbandry, 
in creative crafts <ind arts, in family and com~unity loyal::ies, and j n 
spiritual inspiradon. It is a culture which, while perhaps not at peace 
with its demanding environment, has found rational ways to accommodate 
itself to H. It is an ancien~ culture, probably changed little by its 
contacts wHh outside ideas and producto. It is a strongly ma1c-dominated 
culture. And, while ~here are probably [nore simi1ari~ies ~han differences 
among its peoples, it ia definHely a heterogenous socie~y comprised of 
several e~hnic groups. A common response by an educated Afghan to a 
foreign query about culture or politics is, lIEead~he Koran. Do not ~hink 

of us in terms of east and weE'" left and right, oriental and occidental. 
Bead the Koran. 11 

Thus, ::his section is limi'~ed, but a profile of Afghanistan 
follows, in lIwes~ernll terms. 

2. Urban Afghanistan 

The Afghan .cemographic Survey (ADS) Report divides the 
Afghan population, demographically, into three categories: (1) major 
urban - 8 cities and towns, 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 lIminor 
urbanll it is noted that 21 have less than 5,000 population -- the total 
for all 21 being only 50,000. Additionally, it is estimated there are 1.1 
million nomads. 

"Urbanll even in the capital city of Kabul does not connote 
urbanization 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. 3anitary waste disposal is not forecast in the 
immediate future. Schooling beyond the 8th grade~ under the new 



Education R:form Law~ is not a right~ but a privilege to be earr~ed by only 
50 percent of those who corr.plei:e ~hc 3th year. Upw~rG economic ruobility 
through access La jobs in indus~ry is severely lirnHed by the lack of major 
industry. Electricity is not nvailable ~o all, c:ver. in Kabul. There is 
radi0 9 but no~ television. There are periodic shorta~cG of mont consumer 
goods as well as such essentials ?os spare par,~s LO keep machinery working 9 

and of medicines. The u:bai~ ::conon""y is still a oib'lzaar" economy with 
excessive numbers of proprietors compedng £0 .." ccnsurr:.ers' licltecl 
reSOl~rC'3::;. ;:;[1.Vil~EO which would perr:·lil. increased capital invesr.ments are 
no~ likcly.o rise Quickly in :hio bazaar eccnorr·y. C; che "major urban" 
arens in:.he provinces; few have ekcLrictty all a full-.Jme b~wis. Unlike 
in Kabul; there are clmost nc modi::rn 3pcdali.y hospitals, Thus, even in 
these "major urban" are~.s, ~he cuLure i::; more r:oo:l'1y "rurdll as~he term 
is defi:led in more dcvelopGd countries. The "minor urbcm" i.owns are, t:y 
most in~ernajoncl defini~ion::;, I!rm"~l," ElcctricLy i:::: UnCOrDinOn or non­
exis~en~. Th8 bazaars are Uri Led - often ~o ;veeldy irading for many Lemc. 
Trades nnd specialties are few. r!~edicd facilities arc mini mal or non­
existen·i. 

3. Rural AfGhaniG:,~~n 

This projccL will nerve i,h3 ruml population. Excep~ for four 
Rank I centers located in Provincial capHals, the health centers and the 
alterm:~ivc village health systems will be for the /,fghans living outside of 
either "major" 01' "minor urban" arcas us defined in the AD::::/rSUNY Report. 
As definidons of urban ;.1'0 differeD:. for iJghanis ..a:~} so, i.o scmi? degrec i 
are definitions of Il rurd. II I;cil...inis~ratively, IJghanis~all is divideci in~o 

(siX) HcaHh Regions (Hegiond boundaries cOnfOrG1 to ProviEcial 
boundaries) in each of which~hcre ~rc thn'c ~o six Provinces. There are 
twenty-six Frovinces in Afr.;hanisl.t.111; and l.h·3Se are divided ii,~o loUnor 
Civil tivis ions (I'/.t CDG), l:ulled \'l01~3 V'o~ttlisand Aleouad:lris. (Roughly 
eqUivalent to coun~ics, bUi having some charn.c:·eriGLics of townships.) 
There are 325 nf lHese in Afghani::::l:an. UGlInlly an Aleguuciari is a part 
of a Vloleswali. '::;omG'.:imes I-ilegll<ldr.ris in the r:iOre densely populnted 
pc~rLs of the country are morG populated and li10re dcvelopecl thai 
Woleswalis. \?hen the U:'CDs were first gcoe;raphically and adminis­
tratively designed, it was intended that ~he k:CD adrdnistra:ive center 
(coun~y seat) be within rnasonablc access i.o the popula~ion of the MCD. 
However i due~o the l'llt.jgedness of ':,l1e terrain, this is often not the cane; 
and Ilreasomlble acceos'l,rtWans,,,/ithin 'ten kilomei:c:rs of :'. BEC. j.vlos~, 
often 9 this is ten kms bYinorsc:, donkey or \'.:iIllk. The I\tiOPH cotimates 
roughly that :~;, lem;;' 50 Hercell~ of the villagurs of most V::CDs are not, by 
this clefinitior:, within acccos of ~hc SHC in i:hc TViC Dr; main tOwn. It is for 
these more isolated persons thi:; project's AHDC modele are being designed 
and derr,onstraled. 



Estimates ofi:h~ ~otal numbers of villages in Afghanistan ran~G 

from 20~ 000 to 30,000. Using ADS/CUNY data, this would inclica~e an 
"average" village size of between 470 and 705 persons; however, in fac~, 

there is a far greater range and thoulJands of the villages arc more nearly 
lIseWements" comprised of ten to fifteen different farr-ily dwe11in~s. 'I'hese 
may be widely scattered, many Idlometcrs from any o~her "selLlcl''l.cr.t" 
or village as in ~hc higher mountain pastures; or ~hcy may be very close, 
aD in a wntered place ir, f. de38r~ r.re3o where scparn;.c clusters of Gutdc­
ments ;end to be wiShin n few kilomctcr~ of c;:c another. ::;imilarly ii'. the 
ex~ensiv'3 mcuntainous arcn:3 of the Pinelu Kush. there ~'.r[; ilnrrow, fertile 
s~rips of land next to J18 f;t1'e:'.ms which nrc runntnc; bc:;we.::n the r~mges, and 
sei:tlements will be strul1f3 out dO;:I~ these :n~rrO'N vnPeys. \)ho1'c thssc 
valleys open onto l~rger <:xpans(;G of 1<":.nd there if, likely ~c be :~ larGer 
town, fcrmed as a re::;uH oi G:..;~:,r'1C'~CO b-?i.wcen U12 valley Gcttlemcni:s and 
the more distant; citiC:l:J. CHen, i:hiG cOri:r.wrcial C·~E~cr is dno the I\{CD 
adminisuativc ccn~er. 

Ir. the sn:alles~ of Lhe Afghan villa£,cs i:here is little specializntion 
and cort~n:erce. The Sli1.r.ller would not have even n p2.rl-timc utorc selling 
such essential cotr.r'1';odi:ies [:8 n:~lchcs, f,O[:p, tOt~CCO, aEpirin, J:,~eclles~ 

etc. To obi::lin ~hese goods ~hc male n'.cmbc:rs of ;;hc: houscholdtr:wel. 
usually by foo~ unless ~heir vill<:gc happens ~e be ncar :~ road with country 
but; and ';ruck service, LO the l'Jcnrcst vill;;g2 havinf:: a slore. The UGu[tl 
preference would be ;,0 bO ~o [~ weekly or mon~hly ba:::a::r ir. i.h<2 I'.e~rcsi. 

towr, and to tnkc EG~5 for trnck (u:mally agricultur:-'l produc~;. btl. of~en 

crnfts made largely by i:he \Vorneil and child1'c:1. Depe;-.iinE; Oil .he loc::.i:ion 
aLd the season~ wild fov/I and fish would be l.::ker. ;0 ['0 ::rb~~ •.) 

I. v,roman s <:Eer shc is married. clCCG not leave the family 
compound wEhou~ dlO pcrrrlinsion of the senior mde n·c'ilber of ihe house. 
8he seldom goes shoppin;;. for this is a tmde chore. The rare Ol'~ingD 

Dhe has are limHed to visii.ing fnrr,ily and frlCnds Oil special days! as Eid, 
and aUend::nce at weddingn :'.nc funer:ls. 

Volur"c I of the /,D::::/;:;L'1'TY i~.cpo1'l rcv0als Lhat fifty percent 
of all women aged 15 to IS a1'2 '(larri£d. Ee~w~ei: th2 :lgcs of Hl alld 4S 
yenrs. 80 percent are married; r.nd, ir; ::he YGarr, cf :li~hc:[;:; fe rtility. 
25 to 3S years. 95 pcrcen,. nrc !'!'.a1'ricc1. I~ is alec iilLercsLinJ Lo note 
thnt while 78 pcrconi. of nIl m<'1u; nged 35 :':I~cl over ill": r:,arricd. nnly 
24 percent of fer.:.ales :lre ma::rL:cl if! ihis nr;.:: t;roup. 

The literacy raie for ~ll of lifghani s'~:m is esti nwtcd at 11 
percent; for urb~m arc,:f3 25 percent, fer r,"!ales la pcrceilL and for 
females 3 percent. In the rurd nreas to bo served by i.his project. 



the literacy rate is 9 percent; for males 13 percent; and for ihe primary 
beneficiary group~ fe males, only .0 percent. T he "ever attended school" 
statistics for these rural women is 3.7 percent. Until experience teaches 
otherwise, it must be aSI=mmed tha'~ illii.eracy includes not only the written 
word, but pictures and other graphics. Village health training will have 
to take these facl.s inl:o consideration. 

At~itudefl t.oward health and medicine are largely deterrr·ined by 
traditional folk biolo€ y and folk medicine i which» in Afghanistan, consist 
of an attenuated understanding of E mpedocle I s theory of l.he four hurr'.ors 
together with related use of herbal medicine and dietary practices. The 
cumulative effect of these beliefs is that heallh is considered LO be the 
natural state, and dise~se a result of humoral imbalance or supernatural 
interference. 

When a man is ill, he goes i.o one of the traditional 
practitioners, a hakim 01; a doctor, and describes his syn~pton.s or 
self diagnoses his illness, and is given herbs,a medical prescription 
and a diei.ary prescrip'lion. He is noi. usually given physical 
examinations or teStS of any kind. Alnlos\. all visits are !rude for 
curative assistance. 

A few examples do exist however where preventive medicine 
is practiced. Cne example of preventive m~dicine, which is a known 
instance of awareness of gern~ theory. is i.he i-raditiona1 practice of 
variolation, infeciing smallpox scab rr-aLeria1 in'.o a healthy person i.o 
prevent smallpox. 

Where modern medical services are available they are 
utilized as anoi.her opdon a rr-ong the trac.litional sourc(~s of cure. The 
expectations of people as to how a doctor should act professionally have 
to some eXtent shaped the practice of modern medicine. Because of the 
relatively high COSt of private, modern medical care and modern drugs, 
people tend to usc Lho traditional sources of medical assisiance before 
resorting to the n1 0re expensive modern medicine. 

4. Beneficiary Selection and Participation 

It is withl n the above rural context that this project intends 
to deliver healih education and services. For half, this will be through 
BIles in which all the si.aff eX('('Ilt the ANtvi will have had a minimum of 
twelve years of school and, as a consequence, considerable exposure 
to Afghanistlln's urban culture. For the 50 percent in more remole 
locations, a method or meihods rr.ust be devised to deliver health 



education and servicesi:hrough a worker who. in some instances~ will 
herself be unschooled and illiterate. 

'Ihis rural group has been selected because it is the neediest 
in the nation. It is, also, the large majority of the population. The GOA's 
policy is to eX'~end all social services, now restricted to the few urban 
areas, to ~his rural population. Thus, the USAID's new projects, Rural 
Primary ~chools, and Rural Vvorks, and Central Helmand Drainage 
focus on Lhese beneficiaries. ['uring the initial two to i.hree years of 
these new. rural projects. USAID and the GOA are working together to 
demonstrace .hat in a lirr.ited area, ever a lirr;ii:ed Lime, the objectives 
can be mel. It is planned lO carry Gil these acLiviti(~s in subsequeni: phases 
until national coverage is achieved and the GCA can sustain the programs 
with its ow n resources. The "spread effec~" is designed in from Lhe 
beginning -- often. as in ,he: case of this project. already spreading 0Ui. 

from previous effon~; of the GOA and foreign donors. 

Participation in the project by i.he beneficiaries has no. included, 
direc~ly~ their parlicipndon in i.his planning s,age, excepl as this planning 
has been dictn~ed by the needs of the groups identified in pilot models in 
recent years. From GOA experience in other rural projecis, we have 
learned tha: paraci[Jation by the beneficiaries is inLense [1. certain swgts. 
The selection of the site for a BHC will require the full consent and 
participation of the community I and~.i.lLn;quiro by one or morc fan·.ilies 
the giving up of a piece of land for ~he center. As was learned in the 
Par,V:';n'de'n~ons(raLion, the bcneficiaries arc not r::odesl in the demands 
they place on the performance of the BHC personnel. Where ~he gT.Jm.est 
participation is expected. indeed required, will be in ~he AHDS models. 
For these rr,odels 1.0 be successful will require thai. the..' community assist, 
(a) in identifying their health needs, (b) in seLting Lhe heaHh education and 
services priorities, (c) in selec~ing (h8 mClhod(s) by which these: services 
will he provided, and (d) identifying specific, or categories of, personnel 
·\:o carry ou~ the work for Lhe community. 

5. Health Inforrr:ation 

The prirr,ary emphasis of the project will be preventive 
measures. For these services to be effective a major educational 
effort will be necessary to convince the population thai ~hey are not the 
passive victin~s of capricious humors or evil spirits. Th~ cultural 
preventive practices will assist in the conceptual transition as it relates 
to vaccinations, which, due LO a mass smallpox campaign~ have already 
become an aecep-.ed rrac~ice. 



Nutr~ti(lnl environmental sanitation and hygiene will, however, 
pose problems'. Because of accepted dietary restrictions, eggs and 
other nutritious foods aro not given to infants. Foods, in general, are 
viewed in terms of their.' influence on the humors and their effect on the 
palate; the concept of nutrition and a balanced diet is virtually unknown. 
An effective nu~rition program will have to alter these traditional beliefs 
and practices. 

Islam, che religion of 98 percent of the population, stresses 
ri~ual cleanliness which requires ablutions at. leas. daily. The 
traditional belief that running water is clean allows the same stream to 
be used for a variety of purposes some of which pollute the water. A 
vigorous heal'~h educadon program along with elementary sanitary 
engineering projects will be necessary if the goals of reduced infani.. 
mortality and improved quality of health are w be achieved and sustained. 

Cne of the n:081: imporL.ant cuHural impaCtS this project will 
effect is the extension of health services to women, provided by women 
paramedicals. While the si~a~us of women in the cities has improved 
in recent years rr.arkedly, the rural si~uadon remains largely unchanged. 
The provision of health services to wom.en will improve their health and 
reduce maternal mor~ality. Eoually important, it will promoi.e a subao 
but basic ohange in i.he attitude of rural women towards the role that 
women can play, as they see professional ferrlale pnramedicals working 
as equals with male colleagues. 

IViajor changes rr.:lY take as n:uch as a generadon but the basic 
health center systerr:· and its personnel and more important the village 
health workers will he an exigent cause of these changes. 

B. FINANCIAL ANALY:';I3 

I. Macro Overview 

Until the last very few years~ the fiscal effort of the 
Government of Afghanistan was one of the weakest in the world. Nor 
was the effort increasing. Growth in domestically generated revenue 
had practically stagnated 0ven in nominal terms and revenue was litde 
more than large enough to finance ordinary expenditures. Consequently, 
the Government's ability to finance a development program, including 

"30cial attitudes, beliefs and practices ~hat affect Lhe nutridonal 
status of pregnant won.en t lactating mothers and young children in 

three Afghan villages, If IHd. i\fzul Pakrnal, Kabul Univ. 1975 
(Annex 5) 



the rr.-atching of· funds required of foreign assisiance, was severely
 
hampered. The condition was serious enough to lead some foreign
 
experts and Afghan officials to declare Lhai: inadequate domestic
 
revenue was the main constraint to the country's development and they
 
assigned to increased government revenue a priority second to none.
 

Recently, however, substantial change has occurred in the
 
government's fiscal effort. A high priority has been placed on increased
 
domestic resources to the govE:rnmcni. in support of an acce18rated
 
development program. Internally generated r0VenU(!S have been growing
 
very rapidly, Y as have govern [YI U!1i, savin;;s; Y wiLh the in-'plementation
 
of enforced tax collecLions; improved t ax rolls, altered tax r:1l:es m.d
 
added new ~axes. Incroased prices and quanLi'.ies of export.:; haV8 also
 
contributed to the risL ;: revenue. At the same time, donor aid
 
commitrr.ents have beel1 rising sharply, partly due ~o nssisi.ance
 
progrnms of new donors (mainly OPEC countries) hUe also to increased
 
assistance from some of the traditionnl donors. Disbursen',ents from the
 
new commitrr..ents have thus far be~n rather lin·~ited bc3uuse of the timE";
 
required to identify I prepnre and imple ment projec~s. :../
 

Another recent development tearing en the country's ability
 
to finance developrcent projects is the general willingness of donors to
 
finance a larger ,proportion of total projec~ costs, including local
 
currency costs. _/
 

.!I	 With 1970/71=100, the indexes of domestic revenue, 1970/71-1975/78, 
are 100, 102, 107, 123, 179 and 213 respectively. \Vhile the index for 
1975/76 is based on the revenue projected by ~he 1:354 ::itate Budget, 
9-months receipts indicaLe that revenue will be close to the projected 

level. 
y	 With 1970/71=-=100, the indexes of curreni: surplus, i. e. domesdc revenues 

less current expenditures, arc 100, 57, 82, 87, 524, and 548 for 1970/71­
1975/73 respectively. ThE"; index for 1975/76 is of course an estirr;ate. 

2,/ With 1970/71=100, the indexes of total development expenditures, including 
project assi stance, are 100, 110, 144, 120, 110 and 313 for 1970/71-1975/73 
respectively. The 1as~ index, derived from the 1354 State Budget, will 
not be achieved but should end up in the neighborhood of 200. 

i/	 The ratios of (a) GCA development expenditures out of its own budget to 
(b) projc('t assistance were 1. 41:1, 1. 2::H~ 1. 25:1, and 1. 24:1 for 1971/72­
1974/75 respecitvely. The 1354 ~;tate Budge~ shows l.he ratio falling to 
0.80:.1 in 1975/76. The latter ratio is not likely to materialize, however, 
since the shortfall in proj8cl. assisl.nncL is likely to be substantially 
larger than t'le shortfall in GOA development l3xpcnditures OUt of iC3 

own budget. Project as::'istance is valued by the GCA at Afs 45. 3/dollar. 



While the short-run trend of domestic prices if upward 9 
1/ 

the Government's reliance on defich finnncing has not been excessive 9 

with growth in domestic liquidity having contributed only marginally LO 
the price rise. ~/ Rather, the price increase r(~ainly refl8cts lower 
domestic production of somi: r[.ajor food commodiLies , especially wheat 
since Lhe 1973 harvest 9 and generally high~r world prices for commodities 
and services imponed and exported by Afghanistan. 

The net foreign reS2rvcs of the banking systetT: continue to
 
gTOW.Y and the free exchange rate vis-a~vis the UC dollar hns been
 
qUii:e s~able, although drifting downward, for th8 past two years.i/
 

The servicing of Gxtenial deb" placL'd a subswntial burden on the 
country in the past. The reI ative burden of servicing such ddJl has been 
falling over the last few l<;;;ars, hOW8VQr, as 8xport earnings have been 
moving sharply upward.-/ AddIi:ionnlly, (he couni.ry's largest creditor, 
the USSR, has granted sizcuble (nlmm 1 ~31:35 r;\illion) d:"'bt s2rvicing relief 
Bpread approximately 81!\tlally over a six-ye::n' p<.. riod b('f.~inniq~ in CY 1975. 
As a consequence of these developmenls, th~ debt servicing rado may be 
no rr:ore Lhun 12-13 p21'cen~ in 19'15/73, less thnr.. half the size of the rudo 
four years ago. 

1/ For the National Price Index, with ~hird quarter (Sep/Cct, CCl/Nov and 
Nov /Dee) 1972/73=100, the indexes for the ;hird quarters of 1251-54 
(1972/73-1975173) are 100, 101, 122 :.:.nd 12.3 respectiYl~ly. The Index 
includes 24 commodities (no serviees) and gives cereals a weight of 
58.1 percent. 

2.	 The annual growth in domesl.ic liquidity (currency L1 circulaJon plus 
den":and, tirr,e, ~avings and foreign currency deposits) amounted to 7.2, 
7.5, 19.9, 12.9, 9.5 and 12.9 percenL 1'esp3ctivcly for 1970/71-1975/76. 
'The last figure is fO T !-' monchs of 1354 (1975/7G) and is a result of large 
halance of pay me' ,ti' .Jlus so far (his year., no~.o deficit financing. 
In fact, the natio: t!:overnment (ir,c1uding official entities like the Food 
Procurerncnt Depari:mtni.) is currently running a sligh~ budgetary surplus. 

~/	 Including bilateral tradIng balances with Comrrunis; couni.ries and incon­
vertible foreign exchange (mostly Indian Hupees), the net foreign r;][icrves 
of i.he banking sy[J'.err; increas2d frol~' ::;34.88 millioi'; at the enG of 134S 
(I\"iar 20, H)71) to :;;135.92 as of Dec 20, 1075. ~'\'Eh reserV2S of a/20/l971= 

100,Lhe ir,dex8s. IY~arcb 20; 1!J71-1\:arch 20, lS75 and Cec 20, 1975 are 
100, 153. 130, 203 9 237 niid 3::;0 1'esp0cLively.

11	 The averag-c annual fre;J market (b:1'.:aa1') exchange raws, H370/71-9 
months 9 l!)75/7Ci WGre; 85. ze, 85.2:3, 80.00, :30.98. 56.86 and 55.23 
Af5/dollar ref"pective1y. 

,Q/	 Wii:h 1970/71=100, the indexe~~ of totn1 expori.s (current dolh 1'5, f. O. h.), 
W70/71-1975/7G. are. 100, 116, l1G, WG, ?,47 and 281 respectively. The 
l[~st index is an estirr:tuc. 



In summary 9 while the development targets of the GOA are now 
substantially more ambitious than in the recent pasL I it would appear that 
financing will not be a major constraint to the overall development effort. 
Domestic and anticipated foreign resources will be sufficient~ it would 
appaar~ to support the level of development activity that can be achieved 
by the GOA over the next few, say five~ years. The critical constraint 
will be that of identifying viable projects and their planning and 
implementation. 

2. Total Expenditures for Public Health 

The following section attempts to arrive at u ball-park estirr.ate 
of total health expenditures in Afghanistan, by both the private and public 
sec~ors. Expenditures by the: medical faculties of Kabul University will 
be assigned lO public health ~xpendi~ures along with i:hose of the Minim:ry 
of Public HEalth. 

Household Expenditures 

en U",e bm;is of a sar:-..plc survey, the M.OH t2arr.. estilna~ed that 
average per cupita expe:lditures (including trunsporta~ion and all medicine 
purchast;d) by private perscns for all health act ivitics amoun~ed Lo Afs 151 
in 1974/75. The survey was made in Parwan Province where health 
services arc more uccessibk~ th~U1 they arc in mODi: provinces. The figure 
is likely high for the country as a wholo. 

~xpendhure5 by MCPH 

For the peri()d 1970/71-1975/78, expenditures by the MCPH grew 
at an average rute of almost 12 percenl annually ahd per capita expenditures 
by over 9 percel~t. \Vhile no salisfactcry price defl:r:or exists, the Nat ional 
Retail Price Index moved fron' 277 in the third ~uc.rter of 1970/71 (1349) l.0 

283 in corresponding quarter of 1975/7G (1354). _/ It would thus seem that 
real per capita expendi~ures by the NiCPH are growing rapidly. Yet, as 

1/ There waG a sharp jUl1'P in 1870/71 from prior year. The respective 
third quarter indexes, 196n/70-1975/7o are 196, 277~ 308, 230, 232, 
280 s and 283. Thus index is rather volatik~ and movement is 
mainly n reflection of char.gus in cereaL PRpecinlly Wheut, prices. 
The sharp upward movements in 1970/71 and 1971/72 were a result 
of n severe droughi.. 



shown in the following table, MOPH per capita expenditurer. are still 
very low.!./ 

MOPH Expenditures 
Tot a 1 Per capita 

Mid­ Population Ordinary To(nl Ordinary Total 
Year (milliono) (ais millions) (ais millions) (ars) (afs) 

197Q/71 11.23 138 19G 12.4 17.5 
1971/72 11.48 It:i5 2~3 14. <1 18.3 
1972/73 11. 74 133 265 15.8 22.6 
1973/74 12.00 192 273 13.0 23.0 
1974/75 12.28 '204 288 16 •.J 23.5 
1975/73 12.56 2,13 342 19.3 27.2 

:p US 1. 00 - afs 55 

Vvhile on a per capita busis, I\~CPH expendLures are very low, 
on the busis of the peopk ranched -- perlu~ps a maximurn of 5 percent of the 
population -- the average recurrel1;: eost WrlS [lf8 3~)~) pl:r parser. in 18'14/75 

and i:he average total coo. was afr; 557. vYhik GDP figur0~3 for Afghanistan 
clearly contain much guesswork, 5017"2 sources place: current GDP at 
somethilig less th[m afs 100 billion. en this estimate, total expcndi~ures 

by the MCPH amounted to less than rmc-half of one percent of GDP ~n 1974/75. 

Public Secter Expenditures 

Ordinary expenditures by the lViCPH :\mounted to afs 204 m.illion 
i11l974/75. This figure dees noL include u number of expE:liditures by the 
Central Government in support of the lViCPH, the most important being for 
fringe benefits i:o government employees. Such benefits~ which include 
wheat subsidies, contributions to social security, lunches and bus 
services to and from work p are increasing rapidly end now amount lc 
20-25 percent of selaries. Such exptnditures would add r.nothcr afs 20 
million (personal services nccount for 43 percent of lJlCPH ordinary 
expenditures) to the ordinnry expenditures of the IV~OPH. 

1/	 Based upon a recent d2mographic study, 12 million is a reason::lble 
mid-1352 (W7a/74) population estimate for Afghnnistan. Projecting 
forward at an annual grOWth rale of 2. 3 percen~ and bnckwr.rd at 2.2 
percent gives population estir..ales shown in the table. 



While ~h0 training of medical pGrsonnel at Knbul University 
medical faculties could be considered nn investment. such expenditures 
u:oe classified as ordinal.'y by the GOI, and will be done so here. Nor.­
instructional expenditures, i. e., general adminis~ration9 ins~itutional 

services (libraries, gymnasium., e. g.) and ~tuxiliary entorprises (dorms, 
health services), are distributed proportionately on the basis of enrollment. 
The proportion of the UEiversi£y's ordinary expenditures allocated to the 
IVledical faculties ar;Jountedto afs 73 million in 1974/75. Personal services 
account for 53 percent of theec expenditures nnd che Central Tre:lsury also 
contributes ~o these employees' fringe benefits. This v!ould increase 
governrl1cnLal expenditures for KU from ;)1's 7,j miHioli up ~o afs 85 million. 
While thC're are additional exper.ditur-2s by Government [rinistri2s [1m1 
agencies ('3. (; •• ~he Ministry of Nrttional Defense). ~hc above would account 
for rr'')st recurrent expenditures. These ordinary expenditures 01'9 say, 
afs 325 million (afs 308 r.-:illicn plus 5 perc8r.t for other) :lmOUDted i.o 3.2 
percent of th8 Goverrlmc!"J~ls don18stic revenue ([lfs 10,250 million) ir: 
1974/75 (}nd consti'i:u~(;d ,1. 1 p~rcent of total ordin~n'y expenditures of 
:lfs 7 ,329 mmion..!/ Th.:y arr:ouni:~d to 0.3 percent of GDP and cO an 
average of afs 23 p(~r c8.pEa. \Vh~i1 [:verage per capita expt.-ndHures of 
afs 151 by private pcrso;1s is added LO the above. '~his ~~ivcs n ~ot:ll of 
afs 2~180 million which is 2.~ pc>rccnL ofGDP :lnG n[s 177 reI' capita. 
While ordir,ary 0xpcndHur8s by '[he GO.'; un) likely und€rsL~i.ed (and 
private spendir,g Gverstr.ted), one has ~.o conclude ',hat ~li, k~st nominally 
~he expendiwres are no:. larr;o relative ~o domestic revenue; ordinary 
expenditure!] and GDP. 

DevDlopn:ei-Jc expenditures. inclurling project aSSiSl.Ullce: by
 
the lVJ.e PH~ KU I S rredlCal schools and Lhc lUnistry of Defense (for
 
hospitnls) ar.:ountud to an eslin~<~tcd [lfs 206 millicn in 1974/75. This is
 
4.9 perceni. of totnl development oxpendLurGs and ds 13. 8 p~r cnpit::1. 

\Ve conclude this secdon by nor.il1g that ni. least nominally the
 
cost of the henli:h services pr.ovided by ~he Public sector is r01atively
 
small. But we can also note that the number of people reached is very
 
small.
 

3. Priority Assigned to Public Health :Jervices 

The GOA has recently de~onsLrated ii,s c1erorrdnntion to 
obtain the financial resources needed to support [111 accelerated development 
effofc. And at the rr,ac ro levd, and for Lhc next. Eicve 1':11 ye aI's. anyway p 

it apraars that GCA financi1}l resuurces will HaL be n r[.ajor boUleneck to 

1/ 80me companies provide rr~edical faciliUcs to employeps. 



development acdvity. Whether adequate re~ources will be made available 
to particular sectors is another question. The answer depends in good 
part upon the priority placed upon developing the sector. Following is an 
attempt to assess the priority placed upon the provision of expanded public 
health services by a comparison of budgets. 

The priority G~atus should be refle(;tedp it would seel1'.p :::::. the 
growth of ordinary as well as development expenditurer'. Eelow, growth 
in ordinary expenditures of th'3 MOP!. is compared with growth in such 
expenclii:ures of all ministries. Budgetary development expenditures of 
the IViOPH are also compared with total such expendirures. 

Index Numbers of Expenditures 
(1970/71 = 100) 

Budgetary Actual Budget 
Expenditures 1970/71 1971/72 1972/73 1973/74 1974/75 1975/73 

A.	 Ordinary 
- by IvICPH 100 119 134 138 147 175 
-by all ministr'ies 100 102 107 118 123 1·12 

B.	 Deve10pr;.ent 
-by MOPH 100 84 139 147 147 174 
-by all :1:inistries 100 111 138 115 137 239 

c.	 A+B 
- by MOPH 100 109 135 141 147 174 
-by all ministries 100 105 117 117 128 173 

The complll';ltive performance of the index numbers in the above 
table suggest1' that the GOA placed a relatively high priority on the provision 
of public health services until 1975/73. In that year~ the development 
budget of all ministries was increased relatively much more than thai; ,f 
the MOPH. In the above table actual expenditures arc used except for 
1975/76 when bu.dgeted figures aru used. The following table shows why 
the IViOPH's approved dl:velopn-!erlL budget was not increased in 1975/76. 
While the MCPH typically spends almost all its ordinary budget, i'~ has been 
having a difficult time utilizine its deve10pllAcnt budget. Thus: 



MOPH Budgetary Development Expenditures 
(afs millions) 

Development 
Expenditures	 1972/73 1973/71 1974/75 1975/76 

A.	 Actual 79 84 84 NEA * 
Approved 96 112 147 S9 
%that A is of B 82 75 57 

* no estimate available 

In 1973/74, in spite of fact ~hat lViOPH was able to utilize only 
82 percent of budge~ary cevelopment funds avai labIe to it in prior years, 
a 17 percent increase in its development budget was stIll approved over the 
amount approved in 1972/73. And in 1974/75~ even though Lie MOPH had 
been able to utilize only 75 percent of budgetary development funds available 
to it in prior years, a 31 percent increase in its development budge"t was 
approved over the amount approved in 1973/74. In 1£74/75, the IV1GPH was 
able to utilize only 57 percent of its approved development budget. It did 
not make sense to approve another large increaoe (as was done in 1974/75) 
in 1975/75. The approved budget of afs 99 million still permitted an 18 
percent increase in c'evelopment expenditures from ·~he actual of afs 84 
million of 1974/75. From the foregoing it seems clear ~hat ~he GOA does 
place a high priority on the provision of expanded public health services. 
The performance demonstrates also the diffiCulty the GOA experiences in 
moving from general, high-level policy (;0 the effective im,lementation of 
that policy thr )ugh projects. 

4.	 Project Costs 

Phase I of this project calls fo:: constructing, equipping, staffing 
and bringing bto operation '1 Ran!{ I, 42 Rank II (3 of which are partially 
constructed) and 4 RanI,: III ERC complexes. To the extent that suitable 
rental buildings are available I perhaps u::: many as 2'0 such buildings will 
be used to temporarily 1'ome BHCs? until new structures can be completed. 
The abbreviated implementation schedule is: 



A. Rentals 
Number	 Units Hental Period Months Rented/ 

Unit 

5 Jan '17-Apr 70 13 
10 Jul 77-0c~ 78 16 
5 Oct 77-0ct 78 13 

B.	 Construction 
Number Units Construction Period * 

3	 Nov 73-1\l~ay 77 
9 Nov 7l)-Apr 7V 

25 Apr 77-Cct 78 
13 Aug 77-0ct 78 

* BHCs are operaaonal by end of period 

'J('J
C. lJroject BHCs Operational	 " "­

~. 

Rented Gov't Gwned TOTAL By Six Month Intervals 

0 0 0 Dec 21 s 1976 
5 3 8 June 30 ~ 1977 " '.) 

20	 3 .. 22 De:: 31~ 1977 .) 
l .,......\

.,'15 12) (, I ; 
27 (Jun 30~ 1978 in 

0 50 ?') 1 " 
50 Dec 31~ 1978 ~ { 

I.' 

The total project is esUmated at $6.1 million. This figure 
includes a 15 percent contingency for construction co~ ., and assumes a 
price increase of four percent annually for Lhe second and ~hird years. 
The UC share of the cost is 134 percent; the GOA shares 30 percent; and 
other donors (UNICEF)~ six percent. Of the total AID plus GOA cos~, the 
latter's cont.ribution is 32 percen'~ and the former's 38. 

A sumn-~ary cable showing the sources and uses of project 
funds is presented below. Cince the Alternative Health Delivery System 
(AHDS) models are yet to be designed and ire kfghan contribution to 
these models is speculative. no csH mate of the GGA contribudon to AHD8 
is included m the l.nble. T!le current free ma~ket exchanee rate is 
afs 55/dollar and this rate is used to convert Afgh~mis to dollars and 
vice versa unless stated otherwise. 

\; 
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" \' 
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Sources and Uses of Project Funds 
($1000) 

Sour ce 

Use AID GOA Other TOTAL 

Personnel 1383.!!/ 800 62 2,245 

Commodities 156 184 163 503 

Participants 425 425 

Land 50 50 

Rent 15 5 20 

Const ruction 1552 E/ 616 88 2,256 

Alt. Health Delivery (AHDS) 61 61 

Sub-Total 3592 1654 313 5,559 

Inflation Allowance £/ 111 90 9 210 

d/
Con tingency - 233 92 13 338 

TOTAL 3936 1836 335 6,107 

!,/ Includes per diem 
E/ FAR 
£/ Four percent annually for second and third years. For AID, applies only 

to FAR since price of all other inputs includes inflation adjustment. 
!!/ Fifteen percent of construction costs, 1976 prices. 



AID Contribution 

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

Other Donor Contributions 

UNICE F is the only other donor contributing directly to the 
project. UNICEF will help provide potable water (estimarea ~:;;2200 
per BHC) by financing 80 percent of these construction costs. It w.i1L hilS 
also providedone vehicle (Hussian jeep~ ~$2000 each)? the equipment 
($1000), but not the furniture I for each BHC I and h0lp fbance drugs 
(estimated at $150 per BHC). In addition? UNICEF furnishes technical 
ussistance in the maintenance of the vehicles. The WHO will provide 
indirect assistance by furnishing technical assis~ance in drug 
procurement ~ndWFP/FACprovides food for distribution by BHCs 
as part of a MCH program. The lat°i;er, however is not a component 
of this Phase I BHS project. 

The following table shows an estimate of other donor 
assistance. 



other Donor (UNICEF) Contributions to Project 

(Dollars) 

Year 1 Year 2 Year 3 TOTAL 

y
Personnel 7400 31,300 33,300 62,000 

Commodities / 
- Vehicles £ 100,000 100,000 
- Equipment£! 25,000 25,000 50,000 
- Drugs£! 1,200 4,050 7,500 12,750 

ConstructLon~/ 26,000 44,000 18,000 88,000 

Sub-oTotal 159,600 94,350 58,800 312,750 

. f I
Inflatlon AdJustmen~ 3,775 4,800 8575 

g/
ContIngency 3,900 6,600 2,700 13,200 

TOTAL 163,500 104,725 66,300 334,525 
r= 

al Personnel helping with vehicle maintenance; allocated on proportion that 
project DRCs will be to total BHCs in country. 

p/ 50 vehicles (Russ ian jeeps) at $2000 each. 

£.! Equipment for BHCs; cost $1000 per BIIC. 

£! Drugs -­ ~,150 per operational BHC 

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

}j Four percent per year for second and third years. 

gj Fifteen percent of construction costs. 



GOA Contribution 

Including a 15 percent contingency for construction costs and 
price increases of four percent annually p the GOA 1s share of the projeco~ 

costs totals $1. 84 million (afs 101. 0 million). The projected discribution 
of annual costs is, in thousands p ~3?1, $524 and $991 (and in millions of 
af~anis~ 17.o p 28.8 and 54.5). 

Based upon GOA accounting practiccs p we esdmate the 
division be~ween budgetary development and ordinary expenditures for the 
GOA's contribution ~o the project: as: 

A. In $10006	 Yel:l.r 1 Year 2 Year 3 TOTAL 

Developmer:°i: 151 200 525 876
 
Ordinary 170 324 466 960
 

Total	 321 524 991 1836 

B.	 In ars millions 

Development 8.2 11.0 28. S 48.2
 
Ordinary 9.4 17.13 25.6 52.8
 

Total	 17.3 28.8 54.5 101. 0 

Clearly the ability of the GOA to provide funds for the 
development budget will be no problem. For as shown cr..rlier, the GCA 
has been Willing to provide substantially more funds than the kCPH has 
been able to utilize. The ordinary expenditures amount~o orJy six percent 
of the prcj'o'cted eotal ordinary budgets of the lV.:OPH for the next three 
years.!! This p too p is clearly "manageable. 

The GOA contribution to the projec~ is shown in~he following 
tab10. 

1/	 Ars 266 million for 1355 (1976/77) afs 278 million in following year 
and afs 290 million in 1357. 





Notes to Table 7
 

y 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 Hank III 4 ~OOO 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 $2,145,000 $593,625 

Water 50 ?,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 BRCs now partially completed. 

For the new BRC complexes, direct construction costs, in 1976 prices, are 
estimated at $2,017,500. GOA share is 25 percent or $504, 3~5. It is 
estimated that the three Rank IT BRCs now under construction will be 60 
percent completed by time project starts. Total costs of the three will be 
$127,500 with US contribution being $38,250 (1. e.. 75 x .40 X $127,500) and 
GOA share $89,250. For year 2, one Rank I, 7 Rank II and one Rank ill are 
to be completed. 

'i'h~ 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 
UNICEF and 20 percent of cost will be borne by GOA. The GOA will 
have to contr.ibute the land on which complexes are to be built. This cost 



Notes to Table 7 (contd) 

is estimated at $1000 per BHC. In addition to bachelor and family 
quarters, hostels will. have to be constructed at Rank I cen tel's. The 
cost of constructing a hostel is estimated to be something less than that 
of bachelor quarters. It is af;>sumed that land and potable water for the 
50 centers will average their respective Rank II costs of $1000 and $2200. 

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

s:/ Land is valued at $1000 per BHC site. The total cost is $50, 000 • 

.9! Rent of $65.50 per month per site. GOA share is 25 percent. 

'}../ Af::; 82,500 ('c=S1500) JX',r BHC complex. 

1/ Staffing requirement and 1976 GOA personnel costs for a Rank It BHC 
are: 

Staff Number Afs/Year 

MD 1 26,000 
Nurse 1 21,400 
ANM 1 19 t 200 
Sanitarian 1 19,200 
Lab. Technician 1 20,400 
Clerk/Sto:cekeeper 1 16,000 
Driver 1 14,000 
Vaccinator 1 18,000 
Custodian/Guard 2 21,600 

Sub-Total 175,800 

Plus Fringe Benefits 39,555 
TaI'AL 215, 355 

(TOTAL in 1976 dollars =$3,900) 

Personnel costs will be higher for Rank I centers and lower for Rank III but 
with overall average very close to that of the Rank n 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 be ntaffed 



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 nl11 year. It sh(;>Uld be noted that in GOA accounting, fringe 
benefits are not included in or charged against the budgets of individual 
miniE"trtes. 

1£/ These indirect personnel c03t8, based upon recent-past relationships. 
include expenditures (e. g. for supplies, tranRportation) in support of 
persormel. The indireot personnel costs that can bCJ allocated to BHCs are: 

- MOPH technical support (14% of BHS ordinary budget); 
-MOPH central administration (Go/c; of BHS ordinary burlgct); 
-Othe:- - maIn.ria, smrl.llpox, ro;~antoon field programs ­

(lG% of BHS ordinal':;" budget). 

These Hems total to 36 percent of BHS ordinary budget. It is to be noted that 
there is technical support in both ordinary and development budgets. The 
ordinary budgets of the BES have been 15-16 percent of the o:':'d~nary budgets 
of the MOPH for 1:110 last three years. For 1355, the ordinary budget of 
the MOPH is tentatively set at Afs 26G million, 'lp to 9. 5 percent from the 
Afs 243 million of 1354. Aff:er 1355, the 0rdina!"1j budget of the MOPH is 
now projected (which projection cannot be taken ~rGry seriously) by the Seven­
Year Plan to grmv at :1.5 percent annuaJ.J.y t)'rough the remainder of the 
Seven-Year Plan pe~:i()r1. If one aSS:lmes that the ordinary budget of the 
BHS will be J.5-1G percent of MOPH ordinary hudget and that the indirect 
personnel costs will be 36 percent of BUS ordir,pry budgets, the indirect 
personnel costs will be 15, J.5 and 16 million Afghan.is respectively for years 
1355, 1356 and 1357. There wHl 1y~ a~:nroYJmE.tcly ).00 BHCs in the country 
by the time the project f:tH~~t:~. A1l0c8ting the i'1'1irect personnel costs on 
the basis of the proportiol1r: of project BHCs to t"tnl BHCs gives 1.1, 3.2 
and 5.3 milHon Afghanis resp~ctively, 1355-57, ~ total of Afs 9.6 million, 
or roughly $175,000. The ld new positions to be established in MOPH (Kabul) 
are assumed to be covered by "hiE" fignre. 
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Notes to Table 7 (contd) 

hi Includes: Afs 1000's 

Afa/Year Year 1 Year 2 Year 3 
A.	 Operation of Health Cen~er 

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 4.5 100 
5. Local Vehicle repairs (4000) 16 89 200 
6. Mise supplies	 (2900) 12 65 145 
7. Forms	 (2400) 10 53 120 
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. MDintenance	 (2000) 8 45 100 
2. Fuel	 (5000) 20 III 250 
3. Miscellaneous	 (1600) 6 36 80 

Sub-Total	 ,(8600) 34 192 ,130 

C.	 TOTAL, Complex (Afs 1000s) (78.6) 315 1750 3930
 
1976 Dollars (rounded) ($1430) 5,700 31,800 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 . 

..iI Contingency applied only to direct construction costs (1976 prices), a 15 
percent figure used. It is believed that cost used will be 10wered by an 
anticipated change in design. Ii not for this, a higher contin5ency figure 
would be used. 



On ~he basis of foregoing cost estimates, and allocating 
indirect costs (e. g., some personneL all participants) over 85 BHCs 
(i. e., 8 operational first year; 27 second; and 50 thi rd) I the average 
cost{;t making a BHC pperational will be approximately $9~, 400 in 
1973-:- Thus: 

Average Cost per BHC 

A. Direct Costs :;; 58,080 

- Construction 
- Furniture, Equipment~ Vehicle, Land 
- BHC :::;taff 
- SUpplies, drugs, repairs 

45,100 
5,900 E./ 
3,900 
3,180 !?/ 

B. Indirect Costs $ 27,509 

- Personnel 
- IViOPH 
- AID 
- UNICEF 
- Participants 

5,510 
16,270 

729 
5~000 

C. A+B 85,589 

D. Contingency 6,765 

E. Grand Total ~ 92,354 

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

Based on the work done by IV:OPH and data collected by 
the MSH team, it is expected that, on the average, a prcject BHC will 
be reasonably accessible 1.0 10, GOO persons. If Lhis is the case, under 

!!	 On our estimates, this slightly cverS~t)leS the 1973 costs since some 
items are valued at their average cosi: over the project life and the 
average is adjusted for infladon. 

§:./ Includes $400 audio visual training/office eqUipment. 
!?/ $1600 for contraceptives. 



this project the cost of initially providing some miniricul level of health 
services to ':'19 public will amount to about $5.75 per capita for i.he 
population to which the services are accesGible. One could not. it 
would seem. do much betltr. The services provided s~ill have to be 
proven. of course, and an important issue that will have i.o be addressed 
is the extent of which the BHG systc m is to provide free drugs and 
contraceptives to Ls clientele. 

All p~rticipani. and technic.~l liS :lssiseancG has been charged 
to ~he project. To thE: extent that this assistance is 3ffective. the 
benefHs will no~ accrue cxcluGively to this project hut will be 
beneficial in expanding I:h3 DB;:'; system as the GOA new iIhends to do. 
Fur~h3rr;tOre. the ERCs will serve r~G the c3nters from which low-ccs~; 

heal th delivery sys~ems will operate to provide he21~h services to the 
sparsely seU12d rurd pcpulni:icn. 

AHDS 

As noted i.he system of BHCs to be located in the more 
densely populated centers will be accessibh~ i.o perhaps 50 percent of 
the population. Th(2 c\··~~t of providing health Gervices to this part of 
the population through a systen~ of BHCs app. ars feasible en a cost 
per client basis ,~nd the sys~em's derr· ..mds upon the counLry's resources 
appear n0t unreasonable and capable of being sustained by GOA budgets. 
The extension, however, of health services in~o the more sparsely 
populated areas by an expansion of BHCs so i:hat thes3 units wculd be 
accessible LO, say, 80 percent of the popu!a;ion becomes increas~ngly 

costly. While such a system perhaps could he sustaiI1(;d, it would be 
a high cost one in a very low income country. 

Phase I will address '-his prob1<:m; it will address the question 
of the kind of sysl.em that can be developed to p 'ovide som~ r.dnimum 
level of henlth services at a tolcrablc COSt 1:0 thai. pari; of the populace to 
which BHCs nre inaccessible. The prcblem will be attacked by launching 
lWC expcr:n:cnl.nl AHI::~~ models. The inforn'oation and experience 
g2nerrrted by ~he n'.odds will be the bn.sis for designing repliC'able, low­
cost herrlth delivery sy.s:.cr'Js for n:uiol'l-wido implemsnmtion. These 
AHDf. models will radiate outward fron~ th(; BHC infrn1JtrucLure to 
service the pcripher,11 pcpu!al.ion. The models have yet to be fermally 
d~sigJ1;.)d. Cost 8sLirJ,ales [lrc nc('''rdingly speculative. Because of the 
latter, these projec'~ cosi:s are nOL included ir, Gel.. cOl~tributions. It is 
expected, howevel, th,l: each model will require six full-time lVIGPH 

pers01:'i1el and perhaps 20 local, part-Li me volunteers who would 
participaie in planning, c1esi~ning and op2rai:inf~ (he models. It is 



anticipated that the AHDG communities will provide shelter. 
Commodities will be required -- drugs 9 medicines, contraceptives 
and pbrhaps MCH rations. Gne model may heavily subsidize the 
consumption of commodities, the subsidy may be much less for the 
ether lrodel. 011e cannot have a low-cost (financial~ to GOA) program 9 

howbver 9 if MCH food rati0ns arc previded. It is therefore likely that 
the nutridon comp011eni; will be deal~ with 9 nol by previding foods i but 
rather by local velun~eers utilizing a nuLrition educaUon and 
deri"1on::;i:ra'Licn r..pproach with local feods. Th.3 number of people that 
the rncdels will reach is again speculative. However I the beneficiaries 
may be in i;he noighborheod of 3000 per AHDC model. For while the 
prieri~y tc:.rget grcup will be the married female, i~ is i:hrough her i:ha~ 

fardly h3aLh services will be provided. 1': is likely also chat the 
models will ccntain an environmental sanitatior~ cotnponen~ impacting 
i:o some extcn~ on everyone in the AHDS communities. 

Sp~eJ~~g en th~ value of the }HghUl'! centribution might 
give son:.e~hing like whr.t is shown in i.he following table. It is 
assurtled that firs~. AHLS experiment will be implemented a~ 

beginning of second year ::.nd the second, midway in i:he second year. 



Table 8
 

Speculations on Cost of AHDS Models
 
(dollars) 

Year 1 Year 2 Year 3 TOTAL 

A. MOPH Personnel 
y 

1st project 3140 3140 6280 
2nd project 1570 3140 4710 

B. MOPH 'frar.3portation ~/ 
1st 1800 1800 3600 
2nd 900 1800 2700 

C. MOPH Commodities E! 
1st 9000 9000 i8000 
2nd 4500 9000 13500 

D. Local Personnel Sf/ 
1st 3270 3270 6540 
2nd 1635 3270 4905 

~/E. Local Buildings 
1st 65 65 130 
2nd 35 65 100 

Total 25,915 34,550 60,465 

E-/ Six personnel per project per yeari average monthly pay, including fringe 
benefits, Afs 2400 per month. 

!!/ One vehicle per project, 15,000 miles per year at 12 cents per mile. 
Eo/ Assumes commodities of $3 per projected client and 3000 clients per 

project IE r year. Includes no food rations. 

£/ Assumes 20 half-time volunteers per year per projecti time valued at 
Afs 1500 per month ((ull time) per pereon. 

~/ 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 Cost of the BH3 Project 

The information m:eded to deterrrine with some degree of 
precision the fcreign exchange cost of the project is not available. To 
illustrate: Wood will be used to a large ex~ent as the fuel to he a';; 

buildings. Come areas will be reladvely close to supply sources. 
reqUiring nothing more than dorJ<ey i:ranspori:ation. For other areas~ 

wood will be hauled in by ';ruck over fairly long distances. The trucks 
use imported fuel t oil~ tires and parts. They travel on imprcved 
highways whose maintenance reqUires impori:ed asphalt (hauled by 
imported trucks using impor~ed fuel v etc.) spread by imported machines 
using impo·:ted fuel and parts and manned by workerI' whc consume some 
imported food and dom.estic food produced with imported fertilizer 
contained in impor~ed bags. 

In the following table~ an aU8'npt is made to present P. 

ballpark estimate of the fcreign exchange costs of the BHO project. 
Nc attempt is made to estimate ~he e;ross inflow of foreign exchange 
due 1:0 personal expendHures by expa:-.riai:es or gross outflows because 
of th3 irnpor~s ~he expa~riates pUi'chuse. On l,he estimate obtained, 
the foreign exchange costs amouni. ::0 slighi:ly less chan 50 percent of 
projeo1 costs. The foreign exchallee contribu~ion totals to $4.27 
million; the foreign exchange cost p 1:0 $2,.92 millicn. 

Total Cost Foreign Exchange Cost 
I~em ($lOOO's) % Amount 

($1000's) 
Construction $ 2594 Q/ 20 .p'" 519 
Vehicles 100 95 95 
Furniture 75 20 15 
Rent 20 0 0 
BHC Eouip (UNICE F) 50 95 48 
Land 50 0 0 
Supplies I drugs ~ rprsE/ 122 75 92 
Personnel p MCPH 800 0 0 
Personnel p AID 1383 100 1~83 

Personnel~ UNICEF 62 100 32 
Outreach projects 61 75 40 

Participants 425 95 404 
Commodities (U':;) 153 100 156 

5897 4'7.8 2820 

Allowance for InflaLioll 210 47.8 100 
$6107 47.8 $2920 

~/ Includes 15 percent contingency 

E/ GCA and UNICEF 



5. Ability of the GOA to Finance Recurring Costs 

After the 50 BHCs are constructed and op-.;rationa1 twill 
the GOA be able to meet the operating costs of the systerr? The 
table below presents nn estirt.ate of the average operating costs of 
a BHC (with 16 t 000 clients) in 1976 prices. These costs can be 
adjusted for assumed price increases in the future. 

Costs of Operating a BHC. 1973 Prices 

Amount %of Total 

1. Deprecieyioll 
- plant 11 
- equipment'£/ 

:II 2415 
192.5" 

490 

IS 
15 
4 

2. Personnel 
- BIle 
- MOPH ~pport £! 

:;; 5970 
3900 
2070 

4.8 
31 
17 

3. Other 
- supplies t dru
- condngency -

gs t repairs 
30% 

$ 1135 
3180 

955 

33 
25 

l3 

4. TOTAL §i12520 100 

(afs -388,300\ 

9:,/	 Average direct consi-ruction costt 1876 priccs~ of $45.100 plus 
15 percent contingency plus average IV':OPH ,~ech suppcrt for 
construction cf ~5863 equals $57.728; straight line clcpreciation; 
30 year life. 

!Y' Furniture. $1500; BRe 0quipment, $1000; vehicle, $2000; 
Trainin~/Cffice Equipment (USAID). $400. lill with ten year life. 

£! Average during project period - 53 percent of BHC personnel 
costs. 



In addressing the question of the ability ef the GOA to meet 
BH8 operating costs p it is assumed that if advisory assistance is desired p 

such assistance will be available from seme donor on a grant basis. It 
is assumed~ however ~ that ne assistance will be provided in financing 
supplies p including drugs and contraceptives. No prevision will in fact 
be made in the GOA.budgeJ; JQ cover cleprecia~ien until replacements ure 
ac~~~ll~E.ad~~-personnelco;ts \vilI have i,Ol)e provided fZr in bUdge<:sp 
however. as will "other" costs. 

A fair estimate of the reladve n~agnHude of the epcraUng 
costs (those that have 10 be cov~red by budgets) cf 50 BHCs can be 
obtained by projectine; 1976 costs forwnrd Ior say five years after the 
completion of t.he prcjec~. If we assume lhai; personnel and "other" 
costs will increasl3 by i.hree percent annually nfcer 1978 (and four 
percent in 1977 and 78)~ we cbtaill tho following values, in millions p 

for 1979-1983: nIs 31, 32 p 33. 3,1 and 35. Not all of thif3 will be 
charg8d to tho IVICPH budg('j .. The figures include fringe benefits 
which would be charged :.Ci the "~ubsidies aEd Grants" account. The toial 
that -;;h<:: 50 BHCs will add tC chis accour.t will arrlcun~ ie a very sr.t1all 
fracaor. of ono pcrconL. The remainder, charged 1;0 the IV~CPH, will 
al!.'ount ~o abcut sevel. p",rc6nt ef the projected erdinary budg~~ of Lhe 
lViCPH. Thus it ceerr·.s clear thai; ;:hc GOI, will have ne treuble financing 
the operntien of the 50 SHCs. 

en th0 assumption that each BHC will service an average; of 
l3~ 000 clieni.s annually (fer n 800; 000 total), ;'he (undisceunted) recurring 
r;1. Jt, includinr; depr(;ciation, per clieni wculd be about $0.80 if. lS7G 
prices. Considering th(: fact that the drug tlncl vnccin3 compOiler,t is so 
small (i1.l con~s per palicni;), ihiG seeri.S :.:athl.::r high. The r.:ajor cesi. is 
fer perscra-;,e:l which accountS for ,HI p<:rcent of to~al n:curring ccsi-s. 
Experience in Pnrwan Provinc.: indicai:u3 th~~i. \ve co.!! r':;:lSonnbly expcc i; 

a BHC to serve 25 9 000 - 20 9 000 clients annually. If such an average were 
aUained, the cost per pati.::ni: in the proje-::i. areas weuld be very 
reasonable .1/ 

1/	 The ru~in variable ccsts would be drugs p vaccines, lab supp1ies~ 

forms, n:.iscellanecus supplies and contraceptives. i'3suming a 
prcportiolJai:e growth (moving frcm ebou'i; $12'lp 000 te :;>202 p000) in 
these costs, utilization of BHCs at 23,000 clients n year would 
reduce the pOI' patient cost to 55 ccntG each (in 197 ,1 prices). 



Cl ECONOMIC ANALYGIS 

The complexity of the interrelaticr:ship between health~
 

population growth and general socio-economic develcprr~ent has been
 
addressed by a number ef stuc.:ies. Y It has been noted, for exarr.ple,
 
that casual rela"lienships arc not straisht forward bu~ rather are buried
 
in a complex matrix Cif multiple causes and feedback interacdono.
 
Findings nnd intr rpretntiono which are valid ur!der certain conditions
 
and n~ specific dmes m3.Y be tctally reversed in somewha~ changed
 
oituations and at ether times. App[:.rently, extant claims cf project.
 
impact shculd be viewed with seme skcpticiGD.
 

1. Bi.meficiaries 

\-Vhile the BHCs will be placed in the r:~cre densely populated 
centers of the prcjec:~ arcr:s, the Larget pcpulatien is rurnl. 1111 
evidence indicatos ~haL ~he vaGt r~·.ajcrity cf tht-. rural populnl:icil is very 
peor. An exnmple of such evidence~ is 'Lho fcllowing. Cf a r::amplc of 
718 farmers livin~ in Kandahar, Ghazni, Pnrwan, Bnghlan, Kunduz, 
FagbI:1nn and Nangnhar provinces, 11 percen~ were l",ndlcrcls, 31 
percent owner-(jpera~crs and 28 percent sharecrcpperG-ren~crG. Total 
net farr:~ plus norlfarr:~ ir.ccme ar:)cuntedi.e afG 18 D-:i11ion; ·.here were / 
6863 family members for an nvernEe of ds ?G20, or abem $35 per p0rson.~ 
The average fcr ~he brldlcrd cl[:.rJs was afo '1730; fer the cwn~r-...Iper2~or~ 

afs 2500; ~nd for ~he sharecrepper-reder, de 1750. The la~Ler iwc 
greups nr.1cunteG ~c 8S percell~ of the farmers (and 87 perce:r::, of fnr[jly 
merl-bers) and ~vera~e per cnpiLr. ir.cor-::'o fer the ':we grcups was 
afs 2300 or :;;30. Tho aU;.hers notE. that thG avcra({e Ghewn in their 
report "preocmt n ser.jGwh[~~ everly cp~ir.'1istic pic~ure of i.he eccnomic 
situadon fer the r:1ajority of the populace r~u~ny of whom rnust be 
subsisting at clem; to starvation levels. " ~/ 

Y	 Gee i c. g.? Taylor and Hall? "Health, Populdicn, and Eccnomic 
Development~" CciencG i Vol. 157, 1967 and Hughes and Hunter, 
"Diseases and "Developrt\cnt11 in Africa." Gee. ScI. and IVied. , 
1970? Vol 3. 

~/ Converted at tho exchnng", rate of ds 75-80 pGr dollr'-r prevailing 
at the time. 

~/ Whiting and Hughes, The i.fg~an Furr;.er: Repc::.-t en n Curvey, 
R.	 R. Nathan 11SGcciates, Inc. Octebor lD71; p. 17. 



It is estimated that the project will make health services 
accessible to a population of 830,000 people. The projeci will 
furthermore put in place infrastructure frem which lew-cost outreach 
systems will be developed~o service the more sparsely settled rural 
population. The generalized longer run goal of the project is to improve 
the quality of life of the pcpulaUon silrved by the project. It is 
esrecially concerned wUh improving the loi: cf ~he Afghan female. 

2. Anticipated Impact 

As noted~ we cannot be certain of ~he impacl. of the project, 
either in quantitative or qualitative terms. The follcwing~ however, is 
wha~ is anticipated. The family planning component will work to decrease 
birth rates. This r:aay be more than off-set by the increase in fertility 
and child bearillg capaci~y resulting from better health and improved 
nu~riticn sterr:rJ!ing frem the project. In any case, it seems likely that 
the project will reduce death rates by enoufh, given the cultural r.1ilieu 
of the project, se that the short-run population growth rate will increase 
over its present level. The reduction in r:lcrtality r~r~es is apt to be 
especially l~rge for infnnto, for ehe r::ortnlHy mic for the latter is 
currGntly pcrh~ps as hi~h as 220 pcr 1000 live births, there thus being 
1atituQD for a draco_atic drop. One can anticipate n lcnger life expectancy. 
a mere vigorous. alert, inncvQdve sociGty wLh k::provGd prcducLivity, 
fewer people dis~bled ~nd/or deforr£"cd by dtseas~ or crude tr<~ditiond 

rr.. edical practices, and fewer days of werl\: lost because of illness and 
rI'lorbidity. The yield cn hur:1all capitnl ~ ioclurling invGs~r:J.en~ in 
educatior.~ shculd increase. The dependency rClUc shculd risc wii:h the 
eccnomic8.l1y productive pcpulntion beccrAr.g rcla::ively s caller. More 
schods and other social faci1i~ies will be reqUired per werking populalion 
as well fiG per ~otal popu1aticn. There rD.ay be kcreased pressure on the 
country's fcod supply. 

There will be SOlH3 ref:ional redistribution of real ('the 
provision of sccial serviccG) income in favor of the areas in which the 
project will deliver its health services. It is safe to assul:Ic ..hat the 
redistributicn will be rl·minly fror:1 urban tc the rural areus. Fer 1he 
nation as a whcle, the projec~ will distribute social services nore broadly 
than they are no\v being dis(ributed, but f:i.ay t:'lake it r.!"ore difficult for 
per capita real inccL'J8 Lc rIse in the shor~ tc interri\cc!iate terril. This 
is of course nc'~ certain. There will b8 icrces wcrkin~ cO increase and 
to decrease. In the lon[;er rUl1 p we can be fairly confident thai. the project 
will result tn sr.H:111er far..-1ilien, increased producCivity and an increase in 
the general well-being of the populndon. "fhe projuct will have n 
liberatilig il:1pact upon the i\fghan fen-ale. H will make it possible for 



her to increase her participation in p as both a recipient of and 
contributor top those socio-eccnomic activities required~o achieve 
a higher standard of living and quality of life. 

The anticipated shorter run adverse effects of the project 
are due to an expected increase in population grcwth. It is because of 
this that U8/~ID is stressing far,;".ily planning. InHial acceptance of 
far;.ily planning services (an~ cor:.mcdities) seems to be quite eood in 
the AFGA project. While i;here is not enough evidence yet to declare 
(hat there is an inverse reladenship between acceptance rates and 
birth rates, it does seem reascnable to believe tha~ such a relationship 
obtains. '1'<; ~he extent that it does, the fardly planning activities 
suppor~ed by U8/dD will ccunter the impact of lower mortalHy r~l"~es 

upon population Ercwth. It is conceivable tha'~ even in the shor~ run, 
far{jly pl2.nning will reduco ferUlity rules by mere than health services 
will reduce r.c.or"i:ality rates. 

3. Econor.dc Costs 

This sectien at1:er:1pts to obtain a rough estir:.,",w of the 
economic cest arising fl'Or,~ th£ project. In ene cnse, e~pirical 1976 
prices.!/ are used; in another case, fereign exchange is shadew priced. 
The sur:lt"C:ary table is shown below. All foreign assistance is included. 

Econer::-.ic COStS 
(:P (".,i11ions) 

A. Er::-.pirical Values 
- undisceuni:ed 
- dioccunced at 

- 10% 
-15% 

20.75 

8.49 
0.62. 

B. FX Shadc,w Priced 
-undiscounted 
-discounted at 

- 10% 
- 15% 

23.83 

9.90 
7.72 

1/	 80r:Je U8AID costs have er;lbodied in them anticipated price 
chanbes. Th3 analysis dces not include the (unknown) GOA cost 
of P.HD3, l1c,r the AHDS beneficiaries. 



Over this 30 year pcriod f if l' es"i.ir':l~ied ~hat BH3 systern 
would serve reughly 34 1':.1illion clients.": en these estir:-!ates; the economic 
cost would average betwoen 20 US cents nnd 28 CCl1t:S per c1ien~. If these 
estir.1ates are approxirrlately correcl;~ the haalth services will be delivered 
at a relatively low cost. 

In calculatine the econoLlic costs, i"~ was decided ~hat the cost 
cf training medical and paraL:edical personnel ceuld net be ler)ticai:ely 
charged acainstt:he prcject because the country's output of such personnel 
wculd be practically ~hc sar:e with ~he/prcjec;: as wHhout.~/ Th£ output: i.s 
an overall I:"anpower policy decisicri ~ having liLde or ncthinG LO do with 
the project. \'~/ith ·Lhe prcjec·L; 30;";",0 pcr5ennel will be assiEned ie' i~ which 
in the prcjcc:;'s absence WGuid 5-..m be er.:,plcyed by ~he GCA. Ii. was 
assurr-ed that relai.iv8 prices will be ccns:"ant ~l.nG that if ~he fcreign 
assistance did net p;c to Lhis prcjec~; it weuld be ~va Hable to nncther 
project. The social cest cf c~pitnl was nssul:""'CC tc be in the 
neighborhcod of 10-15 percent. It is probably closer tC tht latter ~han 

the fernler. It was nlsc r.s3ur:"ed "i;ha~ wa[es did Alci needLe be shadev,r 
priced. Skilled label' premw.nbly 3heuld be priced hiLher thnr is nctudly 
being paid ~i1d unskilled, lewer. c~! the avel'::lG~. the a[~g(1era~e wnge 
bill may be as geed u. fiGure ao could be used given the inf0r'·_:niicn needed 
te Cc.r.1pute acceuniinr:; prices for cspecinlly skilled label'. The exchange 

Y fiverage nUI:lber of clients per BHC is assumed tc be 16,000 annually 
by end of Phase I. It is assurr,ec1i.hat clients will grow by ten percent 
annually until clients average ?o6 i 000 per BHC and then stay conotant 
at this kvel. The useful life of building is assur!1ce1 tc be 30 years. 
While r:lest of the ccs~s, inclucljng those fer personnel, assccia~ed with 
the BH8 syster::"l ar<:: fixed, the quafldiy ef drugs i ccn~raceptives, 

vaccines~ [orr-Is and lab and l:-Jscellanecus supplies is assufrl.ed to be 
prcporUc;nal L_ client nur.-;bers. 

E./ ANlVl (,utput is an excepi.ic)ll. 
l!/ The econor::ic cest of this pclicy 1 which preli r.;:inary work shews te 

be quite high, is of course a differen\' question. 



rate waD adjusted)! however, because "Cluties on ir::port~d CCt::1Dodities 
are r.".!uch more pervasive and higher '~han are taxes on internally 
produced Goods. 

No cot::.:parntive cost-effectivenes'3 analysis will be presented. 
While r. number cf alternative apprcnches to the delivery cf health 
services have been proposed or sugges'~ed over the past six r:lcr.i;hs. none 
were satisfactory. Scme were obvieusly tco ccs~ly. Fer others., U3AID 
could not accept the orien~ation aIJd underlyinG philosophy. Furthernore, 
the ali:ernatives suggested were Dcre at the idea stage. l1C~ articulated 
well er,cur;h to ~ake a ferr:.:;}l cost ccnparison wHh this project. 

The '~ables following shew the C0st breakdown by scurce, 
purpose and year• 

.!I By using n forP.':.ula sugEested by Schydlowsky in If en i;hc Choice of a 
3hadcw Price for Foreign Exchange, !l Harvard UniversHy Devoloprnollt 
Advisory Service? Eccncr..1ic Dovelopt=.ent Report N0. 108:E* = (Tc1/M+Y 
+Tl:1/UL +1) E, where E* is shnc10w price cf fcre:iGn oxchnnr;e; E is 
u'!arkct exchange r<~tc; Td is clcr_".!cstic indirect (<'.XeS; Iv:;: is cocl:1odity 
ir:1por(s; Y is r_~.cney GOP; and 1'[1 is iLlpori. duties. Using nvera({es 
fer the last three ycars, cne ob~nir.s: E* = (65/105,500 + 348l3/l3~ 500 + 
1) 58 = 73. IL:ports inclucJc lean and grapi. fir,Clncec1 ir:,ports and H is no~ 

clear that dl such inpor:s should he included. \Vheat and sugar 9 e. G. , 
shculd be, but doubtful that all project ccr:'r_lCdHics should. Uoine just 
cOL1oercial ir!.por~s, E* turns cut~e be 80. Thif.i is hiGh, however~ 

since 8CL',e non-ccr:·JD.crcial ir..:.pori.s enter Lho der..~cstic l.~arket fer 
consuDpticn. In calculndcns, a ratc cf 75 was used. 

Foreirsn exchange contributions tc the project arc groater than esdc.ated 
foreign exchange costs. If fereiEn exchange iG shadow priced i it wo.uld 
seem that the differenc~ (cclltributions estir':ated nt ~·1. 27 and foreign 
exchange financial costs of $2.92) should be vnlued at the shadcw price 
and entered as n credit (or neGative cost) tc the projec::. 1'hiD was net 
done but would affect the GUi.CO[;',O of the econor:-;ic costs to the ccuntry 
by an insignificant anount. 



Table 9
 

!P.mjllct Costs (Financial)
 

Year 1 Year 2-- Year 3 TOTAL 

1. Construction 
- Buildings 

... GOA 

- USAID 

$ 302,260 
127,500 
(89,250) 
(38,250) 

$ 584,760 
387,500 
(96,875) 

(290,625) 

$ 1,711,130 
1,630,000 
(407,500) 

(l, 222, 500) 

$ 2,598,150 
2,145,000 
(093,625) 

(1,551,375) 

- Water 
- GOA 
- UNICEF 

32,500 
(6,500) 

(26,000) 

55,000 
(11,000) 
(44,000) 

22,500 
(4,500) 

(18,000) 

110,000 
(22,000) 
(88,000) 

- Land (CD\) 25,000 25,000 50,000 

- Tech Support (GOA) 117,260 117,260 58,630 293,150 

2. Equipment 140,000 90,000 15,000 245,000 

- GOA 
• USAID 
... UNICEF 

15,000 

125,000 

45,000 
20,000 
25,000 

1.5,000 75,000 
20,000 

150,000 

3. Rent 
... GOA 
- USAID 

1,880 
470 

1,410 

10! ·140 
3,360 

10,080 

4,680 
1,170 
3,570 

20,000 
5,000 

15,000 

4. Outreach Projects (USAID) 40,000 21,000 61,000 

5. Supplies, Repa irs 
... GOA 
- USAID 
... UNICEF 

19,700 
5,700 

12,800 
1,200 

79.050 
31,800 
43,200 

4,050 

159,000 
71,500 
80,000 

7,500 

257,750 
109,000 
136,000 
12,750 

6. 

7. 

Personnel 
- GOA 
... USAID 
- UNICEF 

Part tc lpants (USAID) 

607,800 
47,200 

553,200 
7,400 

220,OO~ 

732,800 
158,300 
553.200 
21,300 

! 70,000 

610,900. 
301,000 
27G,600 

33,300 

35,000 

l, 951, 500 
506,500 

1,383,000 
62,000 

425,000 

8. Sub-Total 1,291,640 1,710,050 2,556,710. 5,558,400 

9. Contingency 
- GOA 
... USAID 
- UNICEF 

24,040 
14,400 

5,740 
3,900 

66,395 
16,200 
43,595 
6,60C 

247,875 
61,800 

183,375 
2,700 

338,310 
92,400 

232,710 
13,200 

10. Inflatlon Allowance 
- GOA 
- USAID 
- UNICEF 

35,275 
19,500 
12,000 
3~775 

17:3,900 
70,100 
99,000 
4,800 

209,175 
89,GOO 

111,000 
8,575 

11. Grand Total $1 t 315, 680--- ­ $1,811,720 $2,978, ,185 $ 6, 105, 88~ _. 



Table 10 

Economic Costs (Ulldiscounted) of Building & Operati'1g Project Health Th3livery Syst<.:m 
($ 1000) 

Construc­ Cbntin­ Equip­ Rent Suppltes I Partl ... 
c d/

Yea.!.' tion af gency mentE! Outreach Malnt - Personnel- cipants TOTAL 
1 302 24 140 2 20 1308 220 J 316 

2 585 66 90 53 79 733 170 1776 
3 1711 248 15 26 159 611 35 2805 
4 
5 
6 
7 
:3 

)3 

20 
21 

23 

80 

I 

\
 

I
 
.1 

'11 

Tot,!lS 2598 

1.40 
90 
15 

1
 

171 301
 
184 
198 
214 
231 
238 

238 301
 

472 

485 
49£ 
515 
532 
53~ 

679 
629 
55~ 

539 

'Il 

G79 
fi29 
fj54 

5:39 

i
 
J
 
539 

735 81 6t192 10,079 425 20,748 

!y Includes direct COD13tructiol1 costs, land and MOPH technical support for construction, 

bl Vehicles, furniture, BRC equipment, inclUding USA ill training!off[ce equipment. 

of Sup~)lleg, rep.a irs for BHC complexes including UNICE F drugs and VSA ID 
('ontraceptlv~s. 

£/'\11 personnel -- MOPH, Aill, UNICE F -- except those providing technicb.l support 
for construction. 



Table U 

Economic Costs ·(Undi.scounted) of Building and Operating Project Health.Delivery 
System with Foreign Exchange Shadow Priced at Afs 75 per Dollar 

($1000) 

(oDstruc- Contin- Equip- Rent, Supplies	 Parti ­d/ 
Yea~:	 Ontreach Mnirt pi Personnel- .£!.E?nts TOTAL 

1 315 26 184 2 27 811 300 1665 
2 617 71 109 64 104 941 232 2138 
3 1832 2GG 16 32 209 73:3 ,18 313G 
4	 224 301 525 

5 

tio~ ..ficncy ~1ent hI _._-­

241	 5·12 
260	 5Gl 

7 
6 

280	 5Rl 
u c	 303 G04 
9 312 . 1313 

10 181 797 
11 109 722 
12 16 629 

J 

J.3	 613 

v	 w 
20 184 797 
21 109 722 
22 16 629 
23 613 

1	 1
'Y 

30	 312 301 613 

Total 2764 363 927 98 8512 10,612 580 23,856 

y	 Includes direct construction costs, land and MOPH technlcal support to 
construction. 

!y	 Vehicles, furniture, BHC equipment, audio visual training equipment. 

£!	 Supplies, repairs for BHC complexes lncluding UNICEF drugs and USA ID 
contrr,ceptives. 

~	 All personnel -- MOPH, AID and UNICEF -- except those providing technical 
support for construction. 



P lS0002z· Fee 75 

FIY~ 3ECElTATE WAeHDC 

STATE 36696 

AIDAC 

SUIJECT:	 Pasic Health Services Project Paper: 
306-11-590-144 

1. Cutcome of Feb 5 review was general consensus subject 
project has merits but project paper contains critical r;aps which 
require resolution prior further AID/Vv' consideration for 
approval. If theEe Japs as discussed below can be easily 
resclved, USAF:' should submit response as P;; supplement or 
annex. Understand much info already available in DSAID. 
Although full response to each issue/question raised may not 
now be available. request U~AI:J response iniicate how issues 
being addressed and when results r.j~ht be available. 

~. Rationale for size of project: gi ven range of logistics, 
administrative 2..nd staffingproblems in ~i·FH, critical 
preventive health problem priorities, and fact that outcome 
of pilot effort at Parwan/Kapisa will not be known until 
later, PP does not clearly define l\~ission rationale for 
proceeding at this tiI..le with comprehensive health system 
expansion, including new facility construction. 

2. A. Issue raised durinf~ review as to why smaller project 
focusing on improving existing institution (6? p.}-!Cs and l\~PH 

support) and the EHC preventive health service capabilities 
was not develop(~d as Phase I, with construction new facilities 
and further improvements/outreach planned for Phase II, if 
GCA actions warrant? PF take as given personnel will be 
traineel and in place and GOA financial/logistic support will 
be provided to dinics over longer term. Howcver, it not 
clear how the many socio-economic problems described in 
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the PP (such as personnel assignment outside Kabul and 
financial/logistic support) can be overcome and that we can 
reasonably take in account all pieces likely to faB together. 
Questions raised as to what are long term and management reper­
cussions of expanded EHe and outreach program on GOA 
limited resources 7 What are I\';:p~ plans for providing 
necessary inputs of staff (including info on how physician 
assigned and P-laintained in clinics), drugs, and super­
vision/training to improve performance of existing EHCs. 
Is there reasonable expectation that these plans can be 
accomplished 'j 

3. Bxisting syst'3m and pilot effort: in order consider U.S. 
inputs under this project, important we have bettor 
understanding operations existing system and what is 
being done in pilot area. ~eferences in FP toxt and 
annexes inadequately describe present status of health 
services cluli very. Wc aware that administrati v-::!ly l\~E1 

is a complex of many staff offices and vertical pro:;rams. 
How do/will EEes relate to provincial level health 
facilities (su8h as hospitals) and vertical disease con­
trol as well as o:her IV~PH programs? What are the critical 
MPg offices and linkages which l1lust be strongthened to 
ensure project success and whr...t arc GCA r;).ans in this 
respect? 

3.A. Understand that since Parwan-Kapisa (F-K) d~mon­
stration began, chanf~es have beon occurring. It important 
we understand what3xisted before demonstration and 
what chang8s have subsequently occurr2d in !\IPH and BHCs? 
'What changes n.rc expected and necessary during project 
and by 8nd of project? Would appreciate morc detail on 
situation at beginning, typ~ of GOA and l\1SH inputs, data 
being collected and findings to dat8 (types of s8rvic8s 
being performed by BHC t:taff, rulative effecti veness in 
each (garble) population covered \vith what services both in 
and out of EHC facility). V.,rhat arc T03sonable expectations 
of further efficiency and output/impact on health in 
P-K BHCs? Is P-K demonstration area reasonably typical 
and can results be replicated 7 What !\,iPH inputs are critic.. 
for success? 

4. Basoline data and .l!:valuation Plan: Fasdine data on 



current actual MPH staffing? fundillg, supply, utilization 
in addition output indicators such as patients served 
through BHCs and what services essential in measuring 
any subsequent progr9ss in moving toward sector goal and 
should be included in project evaluation plan. Theme 
throughout PP is hypotheois that qualit~tivc improve ­
ments in performance of EHCs in delivering serviceB will 
improv3 health status. Believe operational plan for 
addressin~ data gaps and identification of critical 
problems is nQc~ssary. Assume some work already initi­
ated in pilot arGa to coll:..~ct SUI h data. Howcver t need 
info on how this wi 11 be handled under expanded "'ffort. 
What is :c'xpected in qualitativo terms at end of project? 
Phase I? Request Mission provido details on baselhe 
date currently being and to be collected under expanded 
effort and outlin:: proposed evaluation p1::ln. 

5. Scope and role of U. G. advisory sorvices: FP does not 
directly addr8ss critical role and scope of ALC advisors, 
particularly MSH in (A) in:proving- effecti veness of ERe 
staff and administrativo/logistic support of EHC network; 
and (E) analyzing prescmt rural services delivery 
(including preventive health), and designing, implem~mt­
ing and Gvaluatinr; field studies to improve' and increase 
EHC effectiV8 coverag-o to 30 pJrc,.mt ptlpulntion. 

5. A. Request additional information on planned scope and 
role of both !\:;CH and Santa Cruz technicians and detailed 
work plan describing how activities of technicians will 
contribute to project success and :J.lleviate bottlenecks 
in current implementation. 

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

State 36696 FG 3 
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TAGS: 

SUBJ: BASIC HEALTH SERVICES PP - Project No. 306-11-590-144 

REF: STATE 36696 

1. Believe draft PP supplement handcarried by Towery 
requires restructuring in order integrate responses to 
Ref wit~ suggested PP design I:J.odifications priCIJ.· proceeding 
with formal project review/approval. Particularly c;ncerned 

"""-------~- ..... ---.. ...
that need for realistic actionable USAID/aOA plans for 
i.~p"§~-,ng-actuai\lelive~y'of health se~vices'in ,eXi.~·tl~~. 
partially constructed and new BHCs be 'addressed in USAID---.._-_.~_ ~ '.. . 

response. Towery will discuss suggesteG modifications
 
on return.
 

2. Considering delays in receipt either PP revision or PP 
suppiement, AID/W' now anticipates possible funding e~rly 

in FY 76 for our planning purposes, please advise best 
estimate when suggested revisions can be expected. 

Kissinger 



COPY. 
MINLSTRY CF PLANNING 

DEPARTMENT FOR TECHNICAL AND ECONOMIC COCPERATICN 
WESTERN EUROPE AND U. S. SECTION 

No. 4205 
Date: 14/11/54 

Feb 3~ 73 
USAID/KABUL 

We present our compliments and with reference to your letter of 
January 31, 1973 in which some statements were made regarding the 
projecl: of expanding cooperadon of Basic Heahh services (cooperadon 
in Expanding Basic Heahh Services f'rojecl?), call your attention to the 
following: 

Previously 7 the Ministry of Health and the AID had discussed the project. 
Pursuant to thai; the lVlGPH proposed some changes and modifications 
which were subrr.itLed i.o the es"i:ee med office in a letter unde I' 7 He ms along 
with the revised Agreerr~erit. In the meeting of Dillw 13, 1354 (Feb. 2. 7G) 
which was held in the Planning Ministry, the project and the afore­
men~ioned letter were again discussed with lVir. Gurney (and) Head of the 
AID Program Office. The parties agreed ~o the changes, in principle. 

Cn the other hand, the Ministry of HeaHh 7 in compliance with the 
instruction of the Government of Afghanistan. prepared the detail of the 
Expanding Project of Basic Health Services and has sent i. to be placed 
at your disposal for final actions. 

We hereby 7 submit the aforementioned papers to i:he esceemed Cffice 
and expect immediate action. and that this Ivlinisi:ry is informed of such 
actions as sonn as possible. 

Yours sincerely, 
sd/ Ali Ahmad Khoram 

Ali Ah'l1ad Khoran: 
Minister of Planning 

cc:	 lViCPH 
Planning Dept of Planning 
Ministry 

Encl~ 44 sheets of documen:s 



COpy 

United states Government 
MEMORANDUM 

TO All Division Chiefs Date: December 15, 1974 

FROM Vincent W. Brown, Director 

SUBJECT: Fixed Cost Reimbursement Procedure 

The attached memorandu!T:, dated December 10, 1974, provides 
guidance in the application of the Fixed Cost Rdmbursemeni. 
Procedure. The guidance should be followed in developing new 
projects which may be suitably financed through usc of thin technique. 
As we gain more experience with the FCR procedure, we will 
reexnm.ine and perhnps modify the gUidance bG Lforth in the paper. 

Please ask members of your staff to rend Lhe memorandum. 



COpy 

United Stutes Government 
MEMORANDUM 

TO Nil'. Frederick Sligh, DD Da~e: December lO~ 1974 

FROM Terrence ,1. Iv.{cM:ahon, CO 

SUBJECT: Policy Proposal for the Fixed Cost Reimbursement Procedure 

1. The }JAC haG met twice to discu~s the Fixed Cost Rei mbursement 
procedure. W8 h1lvC considered the basic dements of the procedure as 
described in AlCTO Circular 513 and have r0viewed our experience with 
the Hurd \VorkG pilot projecl. Cur concern now is ~h1lt ~he procedure be 
efficiently and prudenUy Qpplied w [ui.ufe cons~rucdon projects involving 
schools; basic health cent.ers. irrigar.ton syswms and adr1:.tional rural 
works. This paper attempts Lo surr.·marize the Gssendal points discussed 
during our mee Lings. 

2. Legitimate Cosi; Factors 

When possible; it is advisnble for AID's reimbursetH;ni: to be determined 
on the basis of 1'(;ud11y identifiable items such [lS those gOflds Qnd services 
which the implen:enling ngency lI'\USt buy through contrncts or o~her 

procurement procedures. Ideally, AID will cover additional costs incurred 
by grantees or borrowers in proj ec~ implerr.entation. This npproach 
generally will preclude AID financing of regular salaries and overhead 
costs incurred by these agencies. It is important that the reimbursement 
amoun t be determined from cost esLimates that are clenrly definnble as 
legitimate. 

Additional cost financing may not be practical for all projects; when 
projects are constructed through use of Borrower/Grantee-owned 
equipment and directly en:ployed engineering SLUff and labor force, the 
"additional" material cost may not represenL a sufficieni: incre ment. 
The RDD project has also demonstra~ed the educational value of cost 
estimr.ting assi3tance~ and we nrc financing a percentage of virtually all 
cost corflponents other than administrative overhead. 

The clearly identifiable nod "additional cost" approaches dcsuribed above 
should be followed in applying the fixed cost reimbursemeni. procedure ~o 

the ritajority of projects and should be accepLed as the general rule. 
Exceptions can be considered after cosi: components nre identified during 
the project planning process. 



3.. The 25 Percent RequiI0ment 

Secti()n 110(a) of the FAA requires ~hat 25% of the costs of AID-financed 
projects und progrQms be borne by the recipient governrcent. This 
provision will not necessarily limit AID financing to 76 percent of 
reimbursable estimated cosi:s, The "addidonal cost" approach~ which 
should explicitly idcni:ify reiwbursable costs. will not include budgeted 
Borrower/Grantee (BIG) costs which are attributable to the project and 
which mQY be estimated to deterrnine con:pliance with the legislation. 
AID mighl then finance a fixed perceni:age higher than 75% after haVing 
concluded Lhat the GOA will still !TEet the legislative inteut. du:ough 
p,ttributior. of E/G cost::; to the project. We should take a conservaUve 
position in estQblishing percentQgc reimbursements above 75% to be 
certain tha~ COli-,pliance wi:h SecUe,;! 1l0(a) is clearly detern:ined. 

4. Cos~ EstimQting 

AID's r~irr.bursement amount is ideally fixed before project inception 
on the basis of de~ailed and justifiaLlc cost estirnatcs. Deficiencies in 
thG esarr:ating process r,1uy result in payrmmts which are substantially 
less or 1:.01'0 than actual project costs. Extr::me variations between 
payr.-JGl1LS nnd Hctual cos~s will produce critical ~i1""plcn:en~ation problerr1l3 
and discredit :h(; fixed cos~ rein~.bursement procedure. Provisions arc 
going to have to be n~ade w dOcUl,Jent Lhe basis for the cost esdr..:ates and 
to justify the estil:"1l1tcs as not ~~bove r:.arke~ vnlue. 

Cost estirr.ating should ir;prove wi~h expErience. Consequently) we should 
attelr.pt to divi.de projects into logical segl!':cnts which can be financed 
sequentially. (':;8 t 8S ti l:'.ating de flcif;l1cies idelldfied during he course 
of ir!iplemel1~il1g any segment n-,ny (hen be rer,-edied before estimn.ting 
and "fiXing" the arnount to be reir.:bursed for 'lhe next segr[~ent. This 
technique may be nccomplished~hroughProl.g ar.:endments to 
incrementally increase funding or by subordinate ngrcaments such as those 
now being used for the EDD Project. 

5. Negotiation of Reimburser.-,ent Amount 

Reimburser:.ent should norr::ally be established in dollars based on~he 

exchange rate at the Urne of negotiation. This procedure will prevent the 
problem of insufficient funds s to cover ihe agreed upon level of activity) 
arising frolY\ deteriorntions in the valuc of [he dollar. We have established 
a procedure for the Rural Works project, which results in the ':~fghani 

estin:ntc bcing converced to dollars at ~hc exchange rate in effeCt on the 
date the USAID Director signs the individual Project Agreer.",ent. The 



RDD then aSSU1:1CS the risk of exchange rate gains or losses from date 
of signing to date of payment. 

There are severnl advantages to establishing the dollar amount at the tirr~(: 

we agree to the reimbursable cost. The most obvious problem of 
converting Afghani reimbursable costs to dollars on the rei r:lbursement 
date is that l.he dollar uri10unL cf grani. funda commii:~ed for an individual 
project segmE;nl. cmmo~ be accurnLely deterl.lined until paymen~ is made. 
Practical npplicaden of ~hi[; policy of converUng at tiGle of negotiation 
will require projec~ planning whIch precludes :l lGng elapse of drEe between 
agreen:ent dates and payr:lent dates. 

8. R ;nef;ctia~ion Provisions 

Unexp3cled events beyond Lho centrol of US or Afghan Governments lUay 
occur during project ilT_plcil':eni:adon which will jUDtify renegotiation of 
the reimburseraen;, ar::OUilL. ':';uch evellts would include dollar devaluations 
and natural disas~ers bui: would no\: include ordir~ary cesl ovcrrur13 or 
other variations bE:Lween es.ir- a:ed :~nd ac~ual cosLs. \Ve should net open 
the door to a varieLy of renegotiation petitions. but it L1UY bo advisable 
to include 11 ProAg provision for renegotiation if an event occurs which 
rftaterially effects i:he icpleri'entation of t.he project. In order to I:Jake ii; 

legitir.:,ate for the Mission Lo rei1ccotiaic when eXt-ernul factcrs Llake it 
desirable, it r:,ay be desirable ;.0 state an "intent" when spe~ifying 

reirr:burserr,ent~ such as ":hc incent is to reir:~.burse for a listed bill of 
materials. " 

7. ImpleE~enting AGency Cash Flows 

We rr~ust deterr:line tha~ the GC A will have available the cash necessary 
for operations before projects nre undertaken. Additionally, we G1UsL 

review the adequacy of total project funding to deterrr.ine if the 
irr;pler:Jenting agency can ccrLplete the projec~ before receiving the 
reir[.lburscr~"_en~ frcrr.~ AID. Advances can be IT:udo and subsequenlly 
recovered Lhrouf1h deduci:ioiis fron-, reiG:burscments, OUI; prcviding 
advances par~ially defc8.~s :;he pririiary purpose of Lhe fixed cest 
rei IT bursenenL procedure, 1. e., th:'..tLhe ir:.\pler!;entin~ agency will 
aSSUffie the risks of poor project r...\anagcmenl. If :ldvanccs r~1ust be 
rc'lade to assure project achiev€r':'.ent, no ['lOre ioha;; 10 to 15% ofUSfunds 
should··be-nilfdsk. " 

We G1ay wish to require the use of a "blocked" bank account to ensure 
that funds are available before projects are undertak~n. This concept 
would require that the GOI\ deposit funds in a locnl bank accollnt and 



that the funds be used by the in_pleDcnting agency solely for project costs. 
AID reit:1burseC1ents for comple~ed segments of ·(he overcll project could 
also be depcsited in the blocked account if tho GCA wishes to avoid total 
advance funding. 

We do not know how the GCA will budget funds for these projects or how 
reimburser.1en~s will be treated. The Ivanistry of Fir,ance may proviae 
total project firw.ncing rmd require that reir.:lburserr,cnts be paid directly 
to the Ministry, or ir::pler:-.enting agencies L'1UY b8 giv-.;n only the GOA 
portion of project financinG. It would be advisable for us (0 L.....ect first 
with the IV~inistry of Pla!1fJing to discuss tho FeR procedure in detail and 
to then suggeSt that Planning [:~c:ct with Finance. We should attend i:his 
latter r.:eeLing ~o provide €xplanntions and offer suggestions, but the 
lViiniatry cf Planning should ini:iate these discussions with the l'I.(inisi.ry of 
Finance. 

8. T.!n:::.cceptable Wcrk 

Frospective BIG 's should be cautioned lha~ reir.;.burser-·'cni.s will not be 
lY.ade for cOt:1plelcd projects which fail to ~,eet predctcrrLin~d require­
r:.,.ents. Unacceptable work nr.d denial of reir-.-.burserr:enf:s will obviously 
produce severe probler.,s for the inpler-centing agency. Unacceptable 
constmction can be minirrJzed or prevented through applicntion of adequate 
construction standards and prcperly-tir:lcd, adequately-perfon::cd 
engineering inspecdons. 

Gne probler:-l we r.:.ust fnce is ~hal of rlGsuring that the L!lpler:~entillg agency 
decs not get an unabsorbably 1:.lrge investr:::el1l in a substnndard project 
before the issue of cubsLandard work is raised. That is, the realities 
are that we will get into a difficult political situaaon if r. GOA agency 
gets a lar~e (by its standf'..rds) cor.".r:'itrr:ent which we refuse to rein-burse 
because of c,u:::, r,ssertior, of substandard work. I.t least in the beginning, 
our rate of inspection L-":ust he adequate to prev0nt the occurrence of 
situations where the Gall's losses nre so great that they would 
seriously fight nonreir:-;burser_'"<:m 

9. Construction Standards and Inspections 

The social and econor.1ic requirer::ents for liID-financed projects can be 
evaluated before construction is undertaken, and we can assur:le that these 
requirer.'.ents \vill be ~';8t to our satisfaction as a rrerequisitc tc project 
approval. Acceptance of the project for reir.lburser.lent will therefore 
be eSS0'ltially an engineerinf~ detercination. The UGf.ID engineer will 
approve design plans and construction specifications, inspection plans, 



project Gites and final construction. No reir,-,burserilents will be r:.ade 
until the Controller receives n certification fror:' the USAID E'icineer 
that tbe project has been cor.,pleted in accordill1c2 wii:h predewrr.-,ined 
stillldards and specificaUc·ns. 

Projec~ plano L;US'~ clei'.rly state hew and wher'. inspection will Lake place I 
the ct,lnd:lrds La be er::ployed s i.he prec.Jduroc for cGrtific<:'.tiol1 and 
rejecaon, ~ho<:.' channels fer cor:lnunicniinG c\oviationD s ~he GOt, cor..r;:,it­
l:lcnt to the procedures ,:ncl~he GO/.' s cbliEatier. i.O ror-c'" 

10. VnifcrL.ity of Apprcnch 

There will be (1 wi(./c varie~y of ir:plc",Jn ..,~~ion prccedun:s follewed in 
Cct';:pleUor; of fl::UT(; FCR projcCi.fJ, ''.nd we shculd EXPCC~ a sir-Har vari~~y 

of finHl;cing rcqllircr·cnlG. Theoe will probably be V,trii:dci1S i;: cur 
approach ~o "addLicnd cost il fii,ancinf" pcrc<:l'.'::l!5C of rcir-,burset~ .:..:ni. 

nnd perhnps ndv~nces. There variaaC~lG should be: dct0rrjncd 01, i.hc 
basis cf suitability for projec\. U·:.plcr:.2ntatioL ,~ilrl Ghould be explaIned 
to ir;;plcr: er.tinr; ngencies befcre project agrcer::eni.s ~n;, finalized. 
"rVe r: llst nvc.id ;.:::iving ~he icpreosion of i'..ultiple ~tandards in applyin~ 

the FCR procedure. 

11. Audit 

BorrowerG [lr;d gr::mwes shculd be 2dvised Jlaf. i.hc Fixed Cem. 
RJirbursectent Procedure canno~ preclude lef:;al r9quirel::ents fer right 
eI audi". 



COpy ANNEX 3 

United States Government 
MEMORANDUM 

TO All Division Chiefs Date: January 31, lS73 

FROM Vincent W. Brown, Director 

SUBJECT: Fixed Arr~oun~ Reimbursement Procedure 

The Mission's policies for implementaLion of the Fixed Amoun~ 

Reimbursement (FAR) Procedure were set forth in a memorandum from 
the UCAID Controller which was dislributed to you on recember 15, 1974. 
The following paragraphs provide additional gUidance and should be 
treated as a supplemen:; to that memorandurll. 

1. Achievement of Stated Project Purposes 

The FAr, Lechnique should be used as a means of achieving slated project 
objectives. If the ob~ccdves described in project papers and other pro­
ject documenis include specific numbers of buildings or other structures 
which must be constructed to achieve ~ho projec~ purposes, thcn sufficient 
funds~ based on reasonably firm cost estimates, rr"us~ be budgeted to 
complete the stated !"lumber of units l.0 be constructed, Conve:rscly, if 
achievement of project purposes is not dependent on construction of a 
given number of structures, e. g .• the intent is to assist the grantee in 
devcloping a capability to construct such structures, then tho project 
paper and other project documents should clearly state that the units to 
be constructed T.'!HI approxirc.a"i:e a given number and that the specific 
number will be subsequently established when verifiable cost estimates 
are developed. It may be possible in the latter case to establish the 
number of units at the PP stage with reasonable certain'~Y if firm cost 
estimates are available wL~n the project paper is prepared. We expect 
to improve our techniques [.s we acquire additional experience with FAR 
cost esdmating. 

2. Evaluation of Cost Estimates 

USAID disbursements under the FAR procedure are "fixed ll by amounts 
approved in Projeci Agreements, Letters of Understanding? or other 
cost estimation agreemeni:s which are signed by the Mission Director. 
Primary responsibility for the final review nnd approval of cost 
estimates prior to their inclusion in ~hese agreemen~s rests with the 
UGAIlj Coni.roller. Under present procedures, the Controller's review 



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

and approval must be preceded by an engineer's evaluation of all 
components of the cost estimate. Responsibilii:y for the engineer's 
evaluation and approval of the cost estimate rests with the Chief of 
Capital :Levelopment and Engineering. A recent AAG audit report 
includes the following observation: 

"At the lime of our nudit~ most M:ssion divisions were involved 
to some extent in the ti me-consuming task of checking GOA cost 
estimates. This problem was exacerbated by the lack of 1.\1ission 
gUidelines and procedures to be used in checking GOA entimaLes. 
Ceveral different approaches were being taken by the various 
!o/Iission divisions in examining GOA cost cstin·4a~es. The 
approacheo WEre b~~sed on different concepts, and i.he resuli.s 
were often different, depending upon who was doii1g (he analysis. 
ThuEJ, as n minimur.1~ policy should he set as to who checks the 
estimates and which procedures arc to be follow.ed in the 
reviewing process. " 

Division Chiefs ~ project managers and technicians should obviously b~ 

concerned with ~he financing of project. ilnplementation. However, the 
evaluations of construction cost es~imai.es should be perforrr:ed by CDE 
and ~he UCAID Controller as des~ribed above. CDE will call upon the 
assi~tance of projeci. l€chnicians and other officers :w required. 'fhe 
resulting coordinated approach ~o the evp-Iuation of cost esarr.aLe::: should 
avoid duplication of effort and provide consistency in applying 
evalua::ion procedures. 

CO:TlV{cIViahon: ml:l/31/75 

Distribution: 
DP:F.ARogers 
COE:J3tandish 
PARD:ALanza 
EDU:ALanza 
TO:RBrandt 
MGT: HBrown 
POP:CRGurney 
CO:TMcN!.ahon 

Clearance: 
DP:l1.ARogers (in draft) 
CDE:JStandish (in draft) 
DD: FHSligh (in draft) 



ANNEX 4 

ACTION MBi OHANDUM _, On THE ASSI&TANT ADMINISTRNl'OR 
FOR THE BUREAU FOR NEAH EAST 

9:::;;--t-; Q.~ NY! (;V),,'l (p. ,J:Y- ~ l:'J\'/)

From : "f,'incent W.vn (OW1:1, l)j~cfOr, USl\ID/Afghanistan
 

~ 
Problem ThiG request is to obtain Proprietary Waiver in accordance 

with AIDPH :Jullpart 7-3.101-50 (d}(2): 
(a) Cooperating Country: Afghanistan 
(b) Project No. :306-11-590-14.4 
(c) Project TiLe: Basic Health services 
(d) Fum'l.ng: PH (Non-T itle X) 
(e) D2l3cription: Manage1l1~t Sciences for Health, Inc. 

Contract NO:' AiD7Pha"":"'C':H),~'1- ....w._ 

Discussion: AID entered into a contract with the Management Sciences 
for Health, Inc. (MSH) Cambridge on July 15, 1973 to provide technical 
service to the Government of Afghanistan, Ministry of Public Henlth, 
in developing the public heulth operations and management aspects for 
health and family planning programs. This contract was funded under 
project 30G-1l-570.<:liO - Population/Family Planning and is presently 
funded through June 30, 1976. In the FY 1976 Congressional 
Presentation, activities under project no wer~ integrated with n€".v 
Basic Health Services Project 144 with expanded sqope. It was not 
envisioned by USAID that bec'lusc of a project number change (from 
110 to 144) there would be a need for a Proprietary Walver; however, 
recent direction from .AID/W states this is a legal requirement both for 
tbis MSH project component and [.or the Auxili~ry Nurse Midwife 
training componant currenily administered through an AID contract with 
the University of California at Santa Cruz (Uc/se). 

Justification: MSI-i has per.formed well under its contract from 1973 to 
1976. During this period MSH has built into its organization an exceptional 
knowledge of the Afghan !liealth sector based upon research completed by 
the MSH team in Afgha.nistan and by personnel of MSH headquarters in 
Cambridge, Massachusetts. ,Justification for the new Basic Health 



Services project rest in large measure on the findings of the MSB 
organization, including thelr extensive field survey in the Parwan 
Province. For the Basic Health Services Project, USAID will be 
providing assistance 'which will be admini.stered through t.hree key 
Presidencies of the Ministry of Public Health. These are: Presidency 
of Coordination and Planning, including the Division of Construction 
and Engineering; the Presidency of Administration; and the Presidency 
of Basic Health Services. Each of these Presidencies has maintained 
a counterpart relationship w~th the team of four MSH advisors. Each 
of these Presid.encies will continue to be direct counterparts for USAID 
and the contractor advisors. There is not another organization or 
institution in the US which has this experience in Afghanistan's Health 
Sector. We conclude th.at continuity· of an experienced org:J.Dization 
is a strong justification for the requested Proprietary Waiver. 

In Afghanistan, USAID projects are administered through the Fixed 
Amount Reimbursement procedures (FAR), by which USAID reimburses 
the Government of Afghanistan after it has demonstrated a specific level 
of performance agreed to in the Project Agreement. Afghanistan is also 
one of the countries where USAID has implemented the Planned 
Performance Tracking (PPr) system. In this system, Critical 
Performance Indicators (CPI) are charted bl~fore a project is 
implemented; the indicators are closely monitored and reported 
monthly to AID/W. Both FAR and PPT require tb;at project inputs ­
by the Government of Afghanistan, by USAID and by other donors - be 
timely. One of USAID's major inputs to the Basic Health Services 
project is to be a management advisory teaDl. In USAID's judgment, 
if this team is not at full strength within eighLto twelve weeks of the 
July I implementation date, then almost all other project indicators 
will slip and the integrity of the project design could not be maintained. 
Putting the contract to bid would seriously delay and jeopardize the entire 
project. 

Finally, we refer AID/W to the Bibliography Annex of the Basic Health 
services Project Paper in which are listed the fifteen more important 



reports and papers prepare~ by MSH du ring 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 procurem~~t. of these services from MSH are vitally essential to 
the USAID operationb jn Afghaillstan 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 MEMORANDlTM FOR THE ASSISTA~"'T ADMINISTRATOH 
•OR THE BUREAU FOR NEAR EAST 

_.._~-;: t-~JJ'C> 
From .Vr?rown?~, USAID/Afghanistan 

Problem	 This request is to obtain Proprietary Waiver in accordance 
with AIDPR subpart 7-3.10l-GO (d)(2): 
(a) Cooperating country: Afghanistan 
(b) Project No. 306-11-590-144 
(c) Project Title: Basic Health services 
(d) Funding: PH (Non-Title X) 
(e)	 Description: Au..'\:iliary 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 (DC/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 - Pupulation/Family Planning and is presently 
funded through June 30, 1976. In the FY 1976 Congressional Presentation 
activities under project no were integrated with the new Basic Heald1 
services project 144, with the same scope of work. It was not envisioned 
by USAID that because of a project number cha.nge (110 to 144) there would 
be a need for a Proprietary Waiver; however, recent directiolls from 
AID/W states this is a legal requirement both for this DC/Se project 
activity and for the Management Advisory (MSH) activity. 

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



-?­

scope of OIl .. of the ad risor;.:: will be increased to show some of the 
responsibilities planned for a direct hire Public Health Nursing Advisor 
which USAID was unable to \provide, although agreed in the Project 
Agreement. The scope of both advisors will be expanded to cover field 
duties which relate the Auxiliary Nurse Midwife school in Kabul to the 
graduates assigned in the rural Basic Health Centers, 1. e., an institutional 
linkage and post-graduate, in-service training component. The tours of 
the present two advisors do not end until the fnll of 1976. 

Participant traininff at tile UC/SC campus for members of the faculty of 
t.he ANM school is another important activity managed by this contractor. 
UC/SC has developed programs especially for the Afghan participants. 

USAID/Afgha:u.st!ll1'S programs are ·administered through the Flxed 
Amount Reimbursement (FAR) procedure by which USAID reimburses 
the Governmcn~ of Afghanistan after it has demonstrated a specific level 
of performro ce O!greed in the Project Agreement. USAID Afghanistan 
is also one of the l11ssions where the Planned Performance Tracking 
(PPI') system is bei.ng tested. In this system, Critical Performance 
Indicators (CPI) are charted before a project is implemented; the 
itrlicators are closely monitored and reported monthly to AID/W. Both 
FAR and PPT require tilat project inputs be timely. The USAID inputs 
provided through the UC/SC contract are significant. If USAID does not 
provide these inputs in a timely fashion) the integrity of the project 
design is jeopardized. Asking for bids on a new contract would result 
in delays of many months. 

USAID also wishes to call to AID/W's attention th.e fact that when this 
project was approved in 1973, it· took more than a year to locate any 
US institution willing to bid on the contract. The advisors were not on 
duty in Kabul until near the end of 1974. 

Recommendation: For the reasons enumerated above, I have concluded 
that procurement of theBe services from the University of California, 

II 



Santa C:cuz, are vitally ess~ntial 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:, _ 

Diaapproved: _ 

Date: _ 
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BELIEFS AND PRACTICES THAT AFFECT THE 
NUTRITIONAL STN~T8 0F PREGNANT WOMEN, 
LACT1,TING IViOTHSRS Al~lJ -'~UNG CHILDREN 

_.. -­

1. INTRODUCTION: 

The inves~igator believes i:hat nutrl/:ion is affecl:ed by a number of socio­
cultural and economic fac~ors .. and as such should be g-i ven due attention in any 
study that focuses on '.he nutritional ~~atus of a given community. The importance 
of economic factors in reladon to wha~ people can procure (produce or buy) to eat 
is obvious, but to clai m that all one has :0 do i.o improve the nutritional status of 
a comrr~unity, or a group in th~t communLy i3 to cv,uuate ils economic standards 
is assuming a little more than whar coul...] be substantiated by real life experiences. 
Improved economic stntus or r;reater bllj'lll~ power need not lead to the allocation 
of more money or resources fcr th~ p'.Irchase of food Herr,s or foods that are 
essential frorr, nutritional perspecdons. \Vha~ one considers edible and more 
important what one regards as essential or D.tfachcs more prefidge ~o are ..he types 
of quesUons ~hat could te annwe:;,'ed in ;erms of the vHlue systcm ihat prevails in 
the comrr:.unity, and which guide one to make the choice among ~he things tha;, are 
available in the communHy. In d8aling with such isf,ucs. and lrying to find logically 
sound answers to questions of this 1.ype. d18 investigntor would need ~o learn a great 
deal about IV-ian the fiocial - hi s likes, dislikes and fears as dlCy relate to his eating, 
rather than the abstract economic n'.1n. 

The amount of food stuff that fi!1ds i~s way to t!le family kitchen cannot and in 
faci. should not be talmn as a true indicator of i.he quality anrI the quantity of food 
consumed by the family as a whole or its individual men~bers. It is obvious that 
practically every food item has ~o be cooked before eating, and the method of 
cooking implied would affect the quality and even the quantity of food prepared. 

The study of these techniques rmd the assessment of the possible losses 
both in i.erms of qualii.y and quantity is of importance for knowing the nutritional 
values of lhe food that is ready for the family consumption. Furthermore, the 
cultural values and the behavioral norms and patterns related to the lY.anners of 
eating and more specifically the socially accepted pattern of food distribution on 
~he tablet that is who is served first and gets the best. choice, etc. means a 
great deal in places where food is not as abundant as would be expected. Hence to 
study this pattern and to learn abollt its basis is a good piece of information for 
revealing the nutritional status of indi vidual members or age-sex groups. 

2. SCOPE AND PURPOSES OF THE STUDY: 

1,1tbou'Tl th8 issues raised above and many oth0rs are essential in the study 
of nutrition, to cover all of them was beyond 'llIe HmUs of the present undertaking. 
The investigator's mnin purpose in this study was to learn, if there are any food 
items that certain age-sc< specific groups would er.t even if available. More 



specifically. the f.nvestigator wished to focus attention on those social attitudes, 
beliefs p and practices that regulate the food intake of pregnant women, lactating 
mothers p infaI'.ts and children up to the age of six. 

Additionally p in traditional societies pregnant and lactating mOl:hers are not 
only subject to the rules that dictate what they should and should not eat, bU"!. are 
also expected to conform to a set of cle2.r1y defined situationally specific behavioral 
norO'.s in a number of sodal and culturnl events. The investigator wan;:ed lo find 
out whaL are thase events, and how the two categories of women were expecl:ed to 
behnve when confronted by them. The investigrrtor was also interested to learn 
hoy; s'i:erHity was viewed by the respondents in the community subject to this 
study, and whether lhere were any locally developed remedial procedures? and 
if sOp what were 1.hey? 

3. RESEARCH DESIGN AND METHODOLOGY: 

The lack of synterratic information in regard to food restricting rules as they 
rela~e 10 the gro1lps that nre the concern of the s~udy left the investigator with no 
alternntive, but to keep ~.he aim at i:he exploratory level. The investiga..or assumed 
that certain factors, namely econon:ic status, e'.hnicity, educalionnl aL~ninment of 
the farr ily and urban influences Dowing in l.O the community I would be to some 
degree related Lo the presence o!.' absence of food GDecific vnlues and beliefs as 
they apply to the eroups of concern. 

To meet the specifica!jons stated above at an n.cceptable and manageable level, 
it was decided to selee;; three villages, ~w 0 in a rural seaing far removed from 
urban cent(;rs, each represeni:ing a distinct ethnic group, preferable Tajik and 
Pushtoon (the two dominate groups numerically), and i:h8 third village Tajik in 
ethnicity, yet cl02e to a major cily, so that it would cnnble :ho investigator :'0 
assess the possible degree of Lhe cil:y impact on these values and beliefs. The 
two villages, Balr-Deh and Chah-noor p designated as most rural, are loca~ed in 
Nijrab distrie~, Kapisa province and Kunar major dis~rict> respectively. The 
third village Khatir, which is a parL of Deh-~abz diStrict is located in the vicinity 
of Kabul Ci iy . 

In the selection of the sample nt the village level, attempts were made to take 
into account several factors~hat could be thought of ns possible causes of 
differences in ati.Hudes related :.0 food or the clustering of the informanls as far 
as these aUHudlnal variations ,vere concerned. Villages in !i[f~hani:Jl.:m are of 
pure ethnic and religious types, the lhree villages chosen being no exception, and 
as suchp neUher religion, nor ethnic affiliaUon were taken into [lccount. The other 
attitudes i.hat were differentially distributed in each of the three villages that the 
investigator thought were associated wUh ~he food ailituden on '::he one hand, and 
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about which data could easily be obtmp,d in the field, on the other, were 
educational attainment of the family ~ - and its economic status. ~'I 

In the light of these criteria all the families in each of the three villages 
were grouped to educated and uneducated, 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 categories mentioned above in proportion to the 
size of each in the total population of the village. The final sample included 52 
families, of which 20 were in Bala-Deh, Nijrnb district, Kapisa province~ 18 
families in the village of Khalil', Deh-Shabs district. Kabul province. \Vhile the 
Village of Shah-Noor" Kunar major district is represeni.ed by 14 families. In 
addition \0 this, howevzr, in each Village ~he investigator tried ~o interview at 
leasi. one woman (either in thz village or outside of ii.) who was regarded as 
knowledgeable about nutrition in general and child care in parUcular. 

Table I:	 Distribution of the Families in the Sample 
by Educational and Economic ::.;tatus 

Khatir Village Bala-Dcl Village Shah-Noor Village 

Rich Mid. Poor Rich Mid. Poor Rich Mid. Poor 

Educated 4 2 o 4 I 7 3 o o
 

Uneducated o 2 6 o 1 7 o 2 9
 

The field worker in each of the villages was conducted by one interviewer, 
who was at the came tirr:e a native of 'the village. All three interviewers were 
graduates of the Ehculty of Elducation in Kabul University. Of the three, two were 

1.	 For the purpose of this study ~ high school was accepted as the mini mum level 
of educated~ because the investigator believes that only education of this level 
could be of relevance to i:hese values and beliefs, Based on this interprLation 
any family th::l.t had at least one such member was designated as educated, and 
those with none as uneducated. 

2.	 In ascertaining the economic status of a fan~ily. 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 esH mated. The income of all the familieE was 
added and the sum lol.al divided by the num.ber of the people in the village, 
which gave the per capita income. Any family whose income per member 
waG larger than that of the villuge as a whole was regarded rich, if equal, 
middle, and lower, then t.he per capita income of the village was specified 
as poor. 



assistnntD in the Department of Social ::Jcience, FacuLy of Education, while the 
third one wns a female who was teaching in ene of i-he girls lycees in Kabul. As 
a group the field workers were given a week of intensive training with regard to 
interview techniques l o..nd the problemlJ thai; could be ~nticipo..t.ed in (he field,. and 
how to deGI wi th then should they arise. Special attention was given to 
familiarize the in~erviewer criteri~ r.dopted to assess the educational attainment 
and economic sta~us of the family. 

Each interviewer stnycd in the village of aDsignmeni: for a period of three 
weeks. Each ofth3tn was visited by the inves~igator at leas~ once for "he purpose 
of disculJsion and to help Jwm overcome any probkms they may be facing. The 
data were col1ec~ed ~hrough lhe use of a questionnaire prepnr<:d by the aUi-hor in 
consultation wi~h Dr. R. Newell, UNICEF consult~r:i::"j\lso ·every i~i:e'rviewcr was 
asked'to record an;··obSCi-~r.-iTOi1TficYClh~llghtwas reb.ed :0 nutritron. 

The interview::; lnoled for 'tWO hours on 'he averRgo. F.echeckinr; was done 
quLe often at .he start and rarely a·~ the end ns ~he field workers e~~ined 

exp8rience. 'Non:cn being the n"nin focus, all interviews Lool< place in ,.he horrcs 
of the informan,::;. Pcing D['.tivcs of (he village. :he interviewers proved Quite 
insLrumcmt!l1 cy nOt r~tLr~cdn['; crowc:s; which is usunlly the case when an 
interviewer is ~n outsider. No difficulties were experienced ::md no. a single 
of the irtforrrants refused or even hesitated t.o answer ·he questions. This ag:1in 
in~hc inves,ig,'1tors opinion was due '0 ,he fact thnt i:he person r.cking (he question 
wns Bot n scranl3er. but ~~ctunlly one of ~hen·.. These factors in eorr.bina' ion rl..ade 
:he iDierviewing GLun:icn quite rleafJ[a~~ both for the ir.terviewer as well as fo~ the 
inforn".ants. 

4. ERLSF DECCRIPTION OF THE VILLAGES: 

a. The Villn~c of Pala-Dch-

H is situnted in the central part of Farookh-Shah. one of the five villages 
that constitu~G ~he district of Nijrnb, K:-.pisn province. This village is locnted at 
a district of about 8 kn'. from the nistricL official sea~, ~hc point ~:t which the 
dirt road tcrminales. This mcnns (h~t it is ~he closest pbcc , where ,1 bus could 
be cnught s bu~ only early in the morning in case a vilinger should wish to f~O 

outside dle cOiromuniLy. To cover the distance [Jep~~ra~ing the village from its 
official seal is [t pleasant exercise during the summer but is quito a demanding 
task in the winLer ~,jIC: during the rainy sCJsons. 

Farming and ~nimfll husbandry comprise ~he Lwo [('<lin acdvities in which the 
majority oIl-he vill~gc residentS arc cng.:lted and from which Lhey derive the main 
portion of their livelihood. Farms an~ generally so,o..ll in size, pardcularly when 
compared to l.hose in (he I,orlh [me! Lhe northwest of .he country. 



Ai the snme dmc we found ~hai. almost everyone is an owner regardless 
of the size of the land which; s owned. The Inrgest size of the farm owned by a 
8in~lc family did not exceed ~..he limits of 15 jcribs~ while ~he sn~allest piece of 
bnd owned consisted of :l I3r[!nll plot of land with fe'·... Lrees, Usually mulberries, 
and walnuts~ wheal, corn aud ricc are~he rr~ain crops grown in ihe vCl.lley ~ while 
n few plants of potatoes, tomntocs and other vege~o.bles atlraci. ones att.::mtion here 
and H~ ,Te. The sale of fruits ~ particularly dry mulberries Qnd walnuts i brings in 
some cash La the communhy. 

The f~:rn b3ing s t1'o.11 on the or.e hand, and the scarcity of locally available 
employrncni: oppor(Unitic3 on the other, pushcs the people outside their immediai.e 
communi.y. :::uch :ll~ outflow of population, however, is te mpor:lry as well as sex­
ng8 :::;clec:_ ive. It is ~c mporary bec~l1[;C' Cl.11 of :hese who go au tside return with 
thoi l' earn ingr.;. It is selec~.ivc in a Gense ~hat only young m~le [T'er,:bers of the 
f,'!.mily do so. I~ seen s [hat ::'. r;ood majority of ~hcG(; job-scGking individucJs go 
to K(~bul where in the opinion of j-he vilbgcrs job prospec~s seem brighter than 
anywhere el:Jc. 

The river running in th~ valley provides water for irri!~atiol~ purposes, 
while that frail' the ;~priJ:gs is w,;ed both [or irri~r,:'liioll as well [1S drinking and 
cooking. Both of ;1128e sourc(~s of w::ter are quite depi:ndnble and~oge'Jl(:r provide 
marc w~lter than could be utilized ty ',he :wnilo.ble f::rm lands. (he scarcity of 
which is feli. very strongly by lIw village:. 

A nurdJer of services cGscntial for f:lrrdrJp; as well [:s daily life of the 
vill:1rre are providud by well experienced Gelf-Irained loen! crafLsmen. Blacksmiths 
and carpt:nicrs are permanen~ residents of .he COmml111i1y. The same holds ,.rue 
for the b~'!.rber. C:'..rpenters offer such m~rvices [13 n:akint! doors, windows and 
repnirinr :,110 wooden p~lrts of ngricullurd ;ools. Blacksmiths mnkc shovels, 
speeds nnd plows. Borh of these nl\isans are p[dd once a yenr in kind nt the end 
of the hnrves'. season. Br-.rbers who cu:. hnir and circumcizc boys nre paid in 
the same manner. 

~'h(;re were two primary schoob, one for boys and nno;her for girls, al 
a distance of three kn~ L.-'\[Tl the vi1l,~ge, e:lch of them aticndcc1 by the' children of 
the surrounding villac-es. Particul~\rly all school ~~ge children except the very 
poor aUcnd 3chool; even if a ~ood number of them do nat Stay in school up to the 
time of grndualior.. The middle school :lncl ~hE: lycecs, both for boys, absorb 
the gr~duntcs of nIl prity·ary schools sC,::'L.lered in -:he area. 

The mosque, while scrvinz mainly ~s f: religious insdtution, offers 
clnsscs for d1C villr:ge; children, although grenter cmphnDis is plnced on 
religious ce~chings, moral in::;i-rucLiolls, cl~ssic Dari liter[:;ure nnd writing. 
While ailend:mce in thGs0 clnssc::; is nOe compulr3ory, every child in the village 
takes part in them. The size of the clrwses in the mosqu(: reachec its penk 



during the winter months and frtlls rathe~ suddenly as the working season approaches. 
One of the main nttributes of these clasGes is thai. each child is instructed 
individually and how much he io taught in a day is subject to how much the child 
can learn. 

b. The VElage of :~:hah-Noor: 

This village is located in IV~azar Dari and Noor Gul subdistricL p Chouki 
district, and runar major disLrict. P. dir~ road running to the village rnakes it 
rather easily approachable by ly·odern means of transportation. There are two 
buses thelL run fran' the village to the city of .Jalalabad on a daily basis. 

Like ire the firs~ villat:'e farlrJnl:': and ani;1')al husbandry form the backbone 
of the village economy. The scarcity of arr::iclIltural lund is fell (0 a r;rea£er degree 
than that in th0 firsi. villaGe. He:re the kq;;ei:i"i: individual land holding was not more 
than 7 jeribs. V.'h cat, '?orn and rice arc ,he 111ain crops grown in the area. '!.'he 
sale of rice con::;iiLlItCS the main SOUl'ce of cash income. 

Simibr to th(: first village, scarcity of land and Ii ITJi.ecJ en:ployn'tent 
oppor:.unities r.-.akc seasonal migT:11 ion an unm'oicuble neccssi:y. Cnce (l;;:lin 
L is the YOlln~ mnlc ti.1embcr of ;he farr>ily rather Ihan lhe family as :1 unit who 
goes in search of ~i job:o :he city of ,Jablabad. which is a fas~ developinp; city in 
the country, mainly as '"l. iV1.jor '.vinte,r rosor: [tPod ~~s the site [or il huge land 
reclamation projecL. 

The ri\'er running along Lhe valley and a number of sprinc-s provide 
wate::: for all purposes - irrigr:don, ,,,,ashing and clrinkinr.:. Luring the summer. 
people in the \'illngc as n eusi:on;. fill the holes they dug with sprinr:' water for 
d~'inking purposvs for two reasons; firslly, that Lhe water becomes clear as all 
foreign materials precirJitatc to the boltOlD and secondly, lohe water gets cold. 
The rr.ajor services for dnily living andbrrr.ing oceupalion arc provided by 
community based exp2ri.s, in the smLe fashion as thai: of the firsi: village. 

There are two schools, one primary for girls, and the second one a 
lycee for the boys: both loeaLed [It a diStance of aboui. 3 krr·. from the village, 
like in the resi. of the country, Lhe desire i.e send children to school is on the 
riGe. Th8 cnsa of the mosque school is exactly lilm that in the first village. 

e. The Villnge of Khalil': 

This \'ilJage is r'. p::rt of the Deh-Sabz district, I<abul Province, which 
is located about :j km norih of Kabul City, and one km west of the road to Kabul 
International l\irpor:" The city buses runninr.- to the airport make the city 
within easy reach [or the village. 



Farmin~ and animal husbandry represent the main occupation of Hs 
inhabitants. Agricultural land is i10~ as scarce as thai. in the ocher two villages. 
The largest farn size reached 80 jeribs, while the smallest bnd holding wns 
reported as ~ jeribs. \Vni:er for agriculturd purposes is provided by the si:ream 
that takes its origin from the sou~hern part of the ciLy; while w[~ler for drinking 
purposes is providod ~JY the severnl well::; dug by the villagers . When~. corn; 
tobacco, POl['~08S, onions; :md tomatoes are the crops rrainly grown in i:he village. 
Of'these ihe i'i rst t,.'>(} are consumed by the fa m. ily , while the rerr:aining are sold [18 

cash crops. 

The clo:](~ pro;dr·'ity of the vm~gc ~o the cily, helps the residenLs of 
this cor,! munUy ~o cr.rl1 30me :mpplemcni.ary cash income frorr. the city based 
or. OCCup:ltions. In l1c:~rly every far: ily a~ lea::;i, one IP0l11ber is en!~ai!;ed in one of 
such occup:!l:iono. Th01'O :u:c those who work as r;ovcrnme nt officinls, o~hers who 
arc engaged in chopkeeping:, :~nd a few who work as janUor;) in i he offices I 

T}wrc ~:rc lwo schools, one priti'1ary for girls and a n1icldlc school for boys. 
The g:'nc!L1:~tcs of both [;chools hav(; J1C opportunil.y to enroll in one of :he many lycees 
in the eli.:,' ihnl he Oi' SIL~ ,':lishes i.o attend. The situni.ion of i..h(~ l1iO~;qll:C: school io 
similar (Q th:>.... of the other tWO \'i1laf~es. 

5. GENERt,L CHAHACTEfUSTICS ()F' THE f3P,NiFI..E 

The family which is being accepted as the unil of nnalysis for the purpose of 
this s~udy io defined ;1S ~ social unit, the members of which live under the same 
roof, share the hIT,ily kitchen nnd :111 wag8 C[ll'liing members contribute ~heir 

incotl'e to Lhe CO!n!:'.on purpose managed by the clcler Irale men-b~r of the f:mtily. 
In country life Afghcltlisi..an where people in v,enernl arc living uncleI' pres3ing 
econon'ic conditions tlw sheer size of the family me[lilS n great deal as fP.1' as the 
standard of liviD:-; of the family nnd the welfnrc of individual members is concerned. 
It coul( h[lvC :~ d(;cision role in regard i.o the qunni.ity :~ncl the quality of food 
nvnilnblc pc:r c:mit:l per clay. 

In t.he sampl8 :-10 .1 whole the invesdgntor found not a single family 1.0 be 
rc;pr.:;scnicd l;y two mCtnbcrs don.::. CUl of the total 52 families in thE: three 
villages, 18 '.'1;;1'0 eomposc:d of 3-5 members, 25 familios were made of 3-9 
member's; and 9 of the-iT! Wf~r8 of such n size that h~d Len or more members. By 
rcdacii~g the three size categories i.o two, namdy 3-5 [1.11(1 !j or more persons, we 
found ~hat ':wo-:hirc!s of the f;uuilics in lhe s;~mpll' were actually brgc in size> 
thnt is h[~ving 1i 0:' more persono. As data in Table' I indicatecl, however, the 
so-called 1<11'(;0 size fan'ilie::; are not disi.ribuccd in equ:11 proportion in [he ',hroe 
vill~f,cs; rathe!' variations in chi s r(>g:~rd wen: observC'd. The higher;t percentage 
of such families (70'1() were found :.0 be: in the villngc of 5ala- :ech, ~lOd ;he 
lowesL percentaf:-8 (!i7Si:) of then! were l"ound in the ;Jhah-Noor villa~~(;. 



Table II: Family Size in the Three Villages 

---_._----

Family Khatir Village Bala-Deh Vi1lage Shah- Noor Village 

Size Number Percent Number Percent Number Percent 

3-5 6 33.33 30 {) 43 

6-9 8 44.44 10 50 43 

10 and 4 22.22 4 20 2 14 
Over 

The reported vrtriation in the Slze of the families particularly in the two 
villages identified <:8 mooi: rural, while unexpected, become intelligible only when 
viewed in terms of the prevniling economic condition in the tWO communities. The 
observation in the two villages in this connection, lead 'Lhe investigator to assume 
that all other things bcing equnl the degree of cohesivencGs am.ong the rr.€ mhers of 
a family and their desire to Gtny :.o~cther as u unit is to n greater eXlC'nt a funci.ion 
of its economic sto.~us. That is; The Higher its Economic gtatus; The Greater Are 
the Chances ~hut ito Niembers \Vould Stay :!:ogei.her £.§..£ Social-Ec:.~omic Unitt and 
Vice-Versn. The relaiivoly large propc tHon of srl:.ull size families (43%) in the 
village of Shah-I'ioor, in comparison to tlu other villages seems to confirm the 
assumption. The logic behind this assumptlon is tbat tight and pressing economic 
conditions arc prone to give rise to such questions ns to who works hard and who 
does not, who e~rns more or too little or none. 8uch a way of thinking gives rise 
to further arguments which gradually WE:akon the sentimeni:s and the bonds holding 
the family members together, nnd leads slowly? but surely to the dissolution of the 
large extended fnmilies, to ones that arc small. It seems quite obvious and in 
fact self-eh1>lan~tory that under such conditions the r:lOst acdve members of the 
group perceive the chance for their survival and an upward socio-economic 
mobility to a fell' greater degree in separation than unity. 

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

Table III: Distribuaon of Fan~ily Members by 
Different Age Groups in the Three Villages 

Age Khatir Village Baln-Del Village Shah-Noor Village 
Group No. % No. % No. % 
0-5 32 25 40 28 20 21 
6-14 35 27 44 30 31 34 
16 62 48 60 '12 42 45 

Total 130 100 144 100 93 100 



As data in Table III indicmes, in the village of Khatir, of the total members 
in the lG families s 25% are between the age of 0-5 years, 27% of then"'. were found 
to be beyond 15 ye2.rs old. The distribution of members into the same age groups 
was 28%. 30% nnd 24% in ~he village of Baln-Deh and 2lS'L 34% and 45o/c in~he village 
of Ghah-Noor. By collapsing the age cateGories from 3 to 2, that tS to aee group 
0-14 and 13 years and over, we notice that 52% of the members in the village of 
Khatir, 28% in Bula-Deh tlnd 55% in thE: village of Shrill-Noor are 14 years nnd 
under. ~uch an nEe distribution if taken ~i its face value seems ;.0 be quite 
sutisf~ctory. As far as d1C dependency r~i.io is conoerned, it is alri,ost 1-1 
(assumine; that those o\'er 14 years of age can be gainfully err,ployed). :rut if a 
further elomen:' is added to iI., lhnt i:::; females and retired males, the picture 
changes quite a gr8at dce-I. It is not unreasonable to assume th:1.~ al least half of 
those over 15 years of ngc would be females and a few reUred m:::les, while some 
others who may not have e!t(ered lnbor market (schooling). Taking all ihese fac.s 
into account, it cnn re~~sonably be asserted that a lrwn would hnve to provide for 
morcll1~n one per[;on. Undor the economic condii.ion that prevhils in the three 
villages. particularly l-he two thni nre dcsir:nntetl the: mOFJt rural, namely Bp.la-Deh 
village ~nd th8 village of Shnh-Noor. such a rndo [300mS to put a vreal burdc;n 
over :he shoulders of ~he bread wil1n<:;rs. Lhe negative consequences which are 
clerlrly reflccled in dl aspeci:s of the f:lmily life, including its nUITition. 

An"ong the respondents in the ~hree villnge:s tl:,? inveG":igntor found a great 
desire for h:wing I:ore children preferrlbly of lhe ITJrllc sex. The ability to have 
childron is an n:',ribuLe that W[W pasi1.ivcly eP.1phnsizcd by the respondents. It 
wculd not be exnf~gerating in 3~~yi.ng :hai. lhe desire to become a parent is one of 
'che socially expressed reasons for e;<:.>Wng m~lrried. On the contrary the conccpi:. 
of birth control har.; noi. yc~ becan-,e a par~ of the rurnlii.e wny of thinking and may 
not become GC in "he ner.r future. In thei.r opinion :0 give life r.nd to take one is 
in the hand of no one but Allah. The claim Staled above and the; tendency '~o have 
more children is rnther well illustrated by the number of the tol.al pregnancies 
that v,rore recorded in the ~hrce villages. The reader should keep in mind while 
reading the figures in ':'able IV dml the aVer[1f?;e repori.ed pregnnncies nre not the 
mw-:imum possible; as only onc-lenlh of our information appeared to have passed 
the limit of reproductive nge. The faci is thrJ the average pregnancies for this 
particular ~roup in the future will not be ~hc: sa me as i~ is now. 

Cn the average there weI'::: :~inc pregnancies per wom~~1 in the village of 
Khatir, 7.2 in Bab-Deh and 6.4 in ~hc village of C~hah-Noor. Notice should be 
taken of the fact that all lhese preGnancies because of sUll bi rths D re noi: 
carried ;:0 the end. l\1~oreover ~~ f,ood percen.ngc or' childrer. born alive die 
rather youn~. 

R..;ading Table IV i~ is l:oticed l.h;~t in the viJlaiE'= of Chah-Noor lOCj~ of all 
pregnancies were' tcrrd!1~Hed prernaLurely, [~nd 30(;;, of the children born alive 
have not lived beyond rhe aGe of six. Of rhe tOLd reported deaths, 12% hnve 
taken plnce before the age of one, 54% between 1-2 years of nce l.nd the 



----------

-----

---

remaining 4% of the children were reported dead, when they were not yet S 
years old. In the village of Bala-Deh 5% of all the pregnuncies were ended by 
still births. Of ~_he children who were born alive, however, -18% were dead 
before the age of 14. As reported by the mOlhers, ·12% of Lhe children have 
died before they were one year old v 15% have passed away between 1-2 years of 
age, 20% between the age of three and six v and 23% were said to h,'l've died 
between the ages of seven t~nd 14. yonrs. In the villagG of Khatir 12% of the total 
pregnancies were said to have been ended by still birLh8~ and 27% of the 
children born alive did not live for more than niX years. 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 deai.hs have occurred between three and six yo[;,ro. 

Table IV: FrE'()uc::,cy cf Preguancies, Live Births. Still 
Births and Deaths in the Three Villages 

Village All Live Gtill 7c of deaths of 
Name Pregnancies Births Births those born alive 

Khatir 163 142 (88%) 21 (12%) 27 (21%) 
Bala-Deh 14'1 137 (95%) 7 ( 5%) 36 p13%) 
8hah-Noor 88 70 (90%) 9 (10%) 24 (30%) 

Table V: Percentage Eisr.ribution of Dea:;hs by Age 
and Cnusos in the Three Villag8s 

Village Age Causen of Dcaih --_.- --_.._-- -_.__._._~~ .._.- .._._ .._. 
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Bala-Deh 42 15 20 23 18 21 16 S 3 7 5 21 
Khatir 46 12 42 6 15 18 22 7 15 S 7 1(j 

Shan-Noor 42 54 1 0 lt1 23 2'1 0 ,1 6 8 21 

Among the causes of death, whoopinG COUGh, chicken pox and diarrhea are 
still the main killers in the rurnl villages. Whooping cou[;h for instance has 
claimed 2,1% of tlle young lives in the village of Bala-Deh. The percentage of 
deaths due to this cnuse was repor\.ed 18% in the village of Khatir and 23% in the 
villaGe of Gha- Noor. Chick(;n pox was the reported cause of 18%. 15% and 14% of 
deaths while diarrhea was held responsible for 113!Jc:, 25% and 24% of the children's 
r:len;.hs in the throe villages respectively. C.mall pox had clnirneci only 5% of all the 
deaths in ~he village of Bala-Deh, 7% in the villnr;e of Khatir and none in the village 



of Shah-:N.oor. As far as delivery is eoncerned~ it presents itself as a threa~ for the 
mo·i:her as well as the unborn baby, but only in the areas where modern facilities 
arc laekin5. To this problem were associated 7% of all deC1ths in Baln-Deh~ 6% in 
i:he village of Shah-Noor and none in i:he village of Kha:,ir. Another betor thnL 
[ieeIT'S to threaten the liveD of rural children, yet never reported are the various 
types of acci(~cn~s. Five percent of all d<:;aths ini:he v:11agG of nala-Deh, 7% in 
Khatir and 81} in Shah-Noor were said to have been due \.0 one of these accidents. 

In rural Afghanistan, children of bo:.h soxes arc re~sarded as an usset rather 
than liability. They are sough;: in order to share tho load of work inside and 
outside the hotlS<:;, to <tc i as a reliable scurce of dependency [~t lhe age of retirement~ 

and last but not leas[::o have someone to perpetuate the family. A childless couple 
feels deprived and experier,ces severe frus~ration as a result of it. or the "lWO, it 
is the wife who is held secondly responsible for it, values proved uLherwise, which 
almoflt alwLlys r!....cans I.ha~ the [)1cl{.; marries a second wife r1nd, if well-off 
economically, even a third one. If still no children, only lhen would hE: retreat 
Md tnke the bh~me of beine responsible. 

TL::: wifo either Out of if,ncr::mce or bllsed on what others sny, or both, l.alws 
the blame of non- motherhood [',nd at i.he SQlYJe time is not convinced '.ha:; H is not 
curable. The interplay of this double reality, that is being childless and the 
ever present dcsire to escape L, have in the course of time elver: rise to the 
emergency of a nurr.ber of techniquc:s and prac~ices i.hn.i. ['.re meaningful to them. 

In order 1:0 diE'; deep into the subjcc; and learn more about "he naLure ~U1d 

content of thesc prnctices and techniques thu rcspondentB were nsked ;lS to whnt 
in their opinion can or should n childless woman do t11U~ will or may help her ge~ 

a child. Responses to i:his quesaon brour;h~ to the surface a number of techniques 
and beliefs that varied from each other in content as well as intention. Despite 
the vnriaaon, however, there was an elel1'cnt in common, thllc is everyone waG 
assumed Lo be aimed at the removal of n cnuse in a way thai: neither explains the 
nature of the cause nor does it say how would the recommended remedial step 
remove i to The whcle story is founded on hope and belief. These beliefs and 
reInted practices r..re dividable into two logically distinct r:roups as follows: 

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

2.	 Thnt set of assumptions that see the cause in ~he person involved. 

Those v,ho adhere i.o the firsL cause lis~ecl above believe nt the same time 
that the cause or beLter the share of cause is beyond Ihe human world, hence, no 
human ini:ervention can prove of any use in this regard. To them Lhe 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 
fron: the very source where the cause is. 

The respondents in ::he three villages differ quite a great deal from each other, 
as fal as the degree of belief and '~hG extent of their reliance on th080 sources arc 
concerned. In the village of 3i:ah- Ncor [or inste-mee all those interviewed placed a 
great deal of trust and confiden'Je in the visits to the 1101y shrine8 and the use of 
amuletG as a meQns to be explored by the childless V1Oman. They even Lold us 
they conGult the same sources when thoy desire :l. male child or in case one is 
sicI{. In the vilbge of r.~la-Deh, on the other h::md, only 40 C;C of those 
interviewed expressed r;ucl1 a helief. tho nUtn~er of sllch believers dropped to 
8% in Khalil'. 

The informants who had such an orientr..tion we!'c mixed in ~err.~.8 of 
educationQI attainmer.~ 2r,d economic stai:us, t11ni. is, some belongcd to educated 
familicG, others did not, and iii the s~mc way eccno,"':~ical1y. The oboervod 
variation in tho !'esponsGs in relation to the supcrnt'..turnl causes of sterility 
in thJ three villages c~r.!"ic'. be ex~l~i!1Qcl in tern'ls of ai'her of the'T,. The 
Gimilarity ef the t':10 vi~hgl';s dusiglJn;:cc! r..'.ost rl!n~l, .P.r:la-D8h nlid Shah-Noor, 
in all rcspec~s, bui. eibi8nlity, howe'.'E'l" led us ~o conclude that thl: v~riation 

in the responsC's disc'J~n8d in both cr,n be explainer! iii :m'r,"s or elhnicity. 
A'J ~ar as 1h8 c.1iffc'O:1CCG in response to ,:ho lwo T~~jik Villn[;i s (Khntir ~md 

Bala-Dch) wore concerned, the investig~:tor could noL think of ~:ny other v~.riable, 

but ;:u; different degrecs of urban influence ~hat ench was Gubject to. 

The second cause, ~,hal of sterility-bound aW:udes and beliefs thaL assume 
the canse La be in the person of the woman, is in Hs81f divided into two separate 
groups. (1) These that recommend physical r."'1anipulnUon us u r'3medy, and 
(2) lhose which advocate ,;11e use of folk mcdtcine for rerr'ovinp; the cause of 
sterility. 

In respect. ;'0 the physical rilanipulatin~ techniquos, and more particularly 
in re8ard to l'he extent of ti1Cir use, noteworthy differences wore found ir. the 
three villages. In this cuse onc3 ar:;nin it was observed ihat people in the village 
of 3hah-Noo!' used this technique in a far gr02.1.er proportion th~Ii those in the 
other tv.,ro villages. 

In the Hrst village, 30% of the respondents were said to have either used the 
clay j2.r techniques £7 themselves or hc.vo advised others to do so. In the village 
of Bala-Deh 20% of the respondents IT'.ade references to i~, but due to the 8reat 

~~r"," )',.".(,1\'.('.Jl ('1' j'~t ("0 u,"C' '.J't' 11,_~.., 0 1 
__ ' )'''1'·..3/	 L.i~_..... I') ..... __ I.!' .. I.. .1 , .• , ( • 

- a.	 An ordinary clay jQr (vi1la[erG use it ~:s contniner fer Y0L"ur~ and milk) is 
henled, to the degree ~Jw.~. will not burn the hand of the person who uses it. 

b.	 A ball of dough is Gpre~:d ihinly and placc>d over;ho op<::n end of the jar. 
c.	 The jar is lurned upside down and pLwed over the nav::.l of the woman, and 

is twis~ed L.'()m lef! ~o riC~1t. NOTE: It is r.::;s'lmed that such an operation 
will clefll: out the :mpurities thai; may have 1o~Gcd ~he womb. 



degree of pain involved hesitated using it themselves, 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 n variation, the investiga.tor could not think of 
any o~her reason but the ones offered in relation \.0 Lho supernatural cause of 
sterility. 

The data related to ire variety and the extent (jf ,he use of folk medicine 
proved so rich in content on the one hand and the diffcrenC82. in relation to it so 
Widespread in the t.hree viHng... ;.; on the other: tha~ the investigator hns put 
forwa.rd the hypothesis that, "Thl3 Degree of the Belief in the 0upernatural Causation 
of Sterility is Inversc!y Related to the Vr.r~ety of Folk hiJ.edicio8 and the Extent 
of its Use. Th[1\', is, the 0troll£er ';:he Belief in dle Fort:lcr, the Fewer is i:he 
Variety and the Tvic re Li mited is the Extent of the Us,,: of the La.lter. For 
instance in th8 village of Khatir (only 8% s~Cllcd to have visiLed holy shrines in 
relation to sterility), we found thut the informantf3 not only knew 18 different 
locally prepa.red prescriptions, but have used one or the other of then: per::;onally. 

In the Vt}bg0 of Bala- I:eh ('10% believed in til(; sure rp~ltural cause of 
r.../

sterility).':::' \\'0 found 8 such prescriptions, but in iJ1t.' village c[ 3hnh-Ncor 
where n11 inform[lnts were convinced of the supernntur~11 C[lUSC:~ of sterility 
only two prescriptions were known ~nd used as though necessary. 

7.	 BELIEFS, ATTITUDES AND PRAc;TICE3 THAT H~GuL~TE TEE 
N1}TRITIONAL :3T!\TUS OF PREGNANT WO.Iyj~N, LACT.t.TING MOTHERS 
AND YOUNG CHI~DI}EN (UP TO TWC AGE CF SIX): 

A,	 PrCL'nnnt v/oiJ\cn: 

Pregnancy is reGarded 2,S one of (he socially signific:~nt and physically 
crucial events in the life of [l G'arried worra.r:. Therefore, gNat c2,ulions are 
taken to safe'f~uard its safety and insure Us normal continuation to a happy end. 
In the 1,hree villngeD studied we found n number d beliefsihat state what a pregnan~ 

woman can and cnnnoL e[lc. They all [lppear to be focused on one r(:::in issue that 
is to protect and l'i1nintni n her health, which in the respondents opinion har. a direct 
bearinE on (he well beine of (he unbori1 bnby. Those aspects of her health, that 
proved to be of keen interest in this rer;nrd, were dip;esqve irre{:,UlarHies 
(db!Ther., ccnstip:l:[on, sLol11ach ache, excessive sLO~-,)ach ens), skin 
irri~ntions, and pair.s and Dwellil1!Ss of the jcints. The dao,a at the investigators 
disposal re-:;aled tha; the informants in the three villages no~ only knew health 
problems should be avoided, but were <1180 certniii of knowing how to avoid iherr 

iT The dorn::tln of folk medic! ne prov8d so rich in nature th:~L it was decided to 
postpone its full covernge for n separate paper. 

~I	 Jt.; ~-,c~.:.~'~'J,-: ." ~ : ... !l_~"'·~_:_: ~ .. C,_:.; ..•i:.11. ',1;i~h ._:l(;ri ...i~~· L~"\·1'cT.;\.;r~ ~~r".; :.,.=.~ 

li:··.it:( L.. · it, L ,L f_~·.Y ~:_L:::u:-.l "_'., ~:':J··'L d.V·l_l.E.:bt 1 tj~~ ~~cx"~ i.i:\~;· :...c~ncj"..... [ 



They thought that certain food items if eaten, can give rise to one or a number of 
these pro~,ms, and as such their consumption should be avoided by expecting 
mothers. ,... 

Respondents in the two Tajik villar;es viewed beef and buffalo meat with 
suspicien as food items for pregnant women. Both of these werei:hought to 
cause such health problems as diarrhea, stomach aches and pains and 
swellinf~ of the joints, all of which are assumed to be detrimental for the 
continuation of a pregnancy. Camel meat was avoided for no other reason than 
the fact that H elongates the ceurse of pregnancy, which seerr..s not to be pleasant 
news fer those who are pregnant. These beliefs were common and held true for 
all respondents in the two villages, irrespecUve of iheir educational attainment 
or family economic status. In the village of Khatir, however, we found an 
interesting belief which said ~hat Lhe unwanted consequences that are associated 
with camel meat will not come W rerJity if the husband joins his wife in eating. 

Fish received a highly negative ranking as a food HAm for pregnant worr..en 
by the informants of the village of Bala- Deh. The reason given was that it 
leads to skin burnin~ and other skin di sorders. In the village of Khati 1', 

however, it was net considered harmful but in fact received a positive 
evaluation as a food item for those who are pregnant. 

Informants 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 renson that they are hard to digest and as a result cause 
stomach aches, while the latter ns a skin irritation item. In the village of Khatir 
a different group of vegetables such as raw onion, house leeks and carrots (all 
abundant in the Village) were perceived negatively as food items for the expecting 
woman. The reason stated for nOI: eal.ing them were their association with skin 
irritation and excessive gas forma'cion in the stomach. 

A 'nwmbcr of frui ts were known to be unhealthy for the pre!!nant woman. 
Quince, apricots and apples were so regarded by our informants in the 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 agreement as far as the unhealthy consequences of veg-etable oils 
were concerned. It waG thought, that the oil weakens the body and the heart of 
the presnani woman. It is obvious that a weak body cannot be a good host for the 
unborn baby. 1. number of other food items ~entjoned by one or another informant 
that '~hey do not eat when pregnant for no reason bUt personal dislike and because 
of this did not qua1ify~o fall in with the conteni; of food avoidance:; that are based on 
cultural values and beliefs. As such they were not treated here. 

'2,/ In the village of ~hah-Noor the respondents referred i.o no food item chat should 
be avoided by all pregnant women, instead in this villace the Idnds of food to 
be avoided by pregnant women were said to be subjec~ tc the hel, cold 
dichotomy that will be discussed shortly. 



As mentioned earlier~ people in the village of Shah-Noor treated the subject 
of food as it related to cxpentant mothers 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 item was suitable or not for the expecting lady, but 
rather the nature of the individual woman wns used as a basis for such a decision. 
Through interviews it was learned that in this community practically 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 tllis dichotomized world 
the elements fro r:1 the opposite class are taken to be congruent with each other. 
Hot foods are best for individuals who are cold in nnture and cold foods are 
regarded for those who are ::.. t natured. The same holds true for sicknesses. 

In theory everyone is expected to follow these rules and eat foods that are 
compatible with his or her naturc of being (hot-cold)~ but in practice however, it 
is selJorr: and in fact never obscrved unless nnd until the person becomes sick. 
Preenancy which is scen as a normQ.1 state of sickncss is noi. an exception to these 
rules which means thai; prcGnnnt women are expected to follow what is dictated 
to them by their individual nature. 

Questions related to the hot-ecId nn-ture of foods and sicknesses nre settled 
in advance and the informQ.tion pertaininG to thcl1'. is a part of the villa[c oral 
tradition of th8 cOlY.munHy. It is :wt the same wHh human beings ns it differs 
from one person to the other. This means that every individual case has to be 
dealt with separately as the circumstances nwy call for. ThrOUGh interviews 
we learned that there are thrac distinc~ methods each relyinf, on different cues, 
used either individually or in cor:::·binn:ion for dinf:;nosing pm'poses, which are 
presented in Q.n ite~ized r.:lanner below: 

a. Fncial Cues: 

1. Dark lool<ing freasy face, thick cracked lips means hot nature. 
2. Pale loo~<ing face, thin lips, with white Inyer are signs of cold nature. 

b. Pulse Movement: 

1. Fast bea:.in~ pulse means that the person is cold in nature. 
2. Slow beatinG pulse is \:he indicator for hot nature. 

c. Appetite: 

1. Goal appetite means cold nalu1'e. 
2. Poor appetite means the person is hot natured. 



d. Some Examples of Hot and Cold Foods: 

Cold Foods Hot Foods 

Young Chicken Old Chicken
 
Yogurt Mutton
 
Butter Milk
 
Whey Clover
 
Goat Milk Fish
 
Beef Duck
 
Raw Eggs Fried Eggs
 
Citrus fruits Mulberries
 
Pomegranates Walnuts
 
Green T ~a 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 outcome of believing in 
something wrong, und yet not knowing what is believed is net only wrong but 
detrimental for the very thing they wish to maintain or for that matter prevent 
from happening; and (2) those beliefs and attitudes while technically wrong are at 
the sat:le time so deep-rooted in the tradition of community and so firmly 
interwoven with the personality structure that to change then would reqUire an 
extensive 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 to food restricting rules, but are also expected to behave in accordance 
in the situationally specific none.s under a number of socio-natural events. 
According to our observations in the three villages, it i,urned out that conformity 
to these rules is far greater than those dealing wi th food. This is so because all 
these events are assur~1ed to signal the prcsence of bp.ing unpereeivable by man yet 
stronger than hi m, and .•. capable of harm that can hardly be cured once affected. 
In th~ =::,llowi~lr; is presented a rather brief manner of the findings in the three 
villages in regard to the natural and social events as they relate to pregnant 
women. 

1. Natural Events: 

a. Eclipse (sUn-r.100n) - The intervic·vs in the two Tajik Villages revealed 
a number of interestinr, beliefs nnd practices in relation to mese natural 
phenomena. Informants, in these villaces were of the opinion that under either 
of these events the pregnant woman shall avoid scratching her body I abstain 
from the use of the scissors, needles and eating. 3cratching the body was 
thought to lead to th3 appearance of n black or red spot on the baby's body, the 
usc of a knife. scissors or needles or any other sharp instrument for that matter 



were said to cause cu~ lips or some other possible deformity of the baby ~ while 
eating was ~hought to cause the formation of a lump in the child's throat. We 
were rather surprised Lo hear a few mothers say they had seen som.e of these 
things happen in cases where Lhese rules were nOl oeserved. As an example, a 
mother i.'cported that in the course of one of these events she i.ouched by mistake 
the chain of a dear and was shocked when she noticed a chain like print between 
the shoulder of her newly born baby. 

b. Darkness - In the opinion of the respondents in the two villages (Khatir 
and Bala-Deh) night and its darkness is asscciated with mystE:rious bein~s and 
their activities. It is further believed tha.t these beinls aro found in such places 
as ruins . f deserted hOr!1es, p;rave yards and places where ashes arc piled. 
Pregnant women are supposed to stay away [ror,1 such places durine- the nighi. as 
they may unknowinG agitate one of thcLo" who n::ay in turn reacL back by harr.line: 
ther.", in such a way that rr,ay not be curable. 

In the;: villa~c of Shah-Noor not a singlc respondent r:0ade roference i.o nny of 
the eveni.s discussed above in reIn ion lO prep;nnnt woro~er.. 1... 8 1'nr :lS we could 
tcll~ the noaexistence of ~heGe beliefs in this pnrticulnr villaGc c:~n once aeain be 
explained in terr··s of the Generai pattern of life and the prevailing econcmic 
condi lions. In ~he writers opinion i.he presence of such beliefs and trying to 
conf0r:r. to the behavior 8xpecied nppcared to be a luxury that ;he inhnbi~ants 

of Shan-Noor could hardly afford. The pressing econo~ic conditions under which 
they live r:.al<e the active irvolver.wnt of WODen, even if pregnant, in the work 
outside the house an unavoidable necessity i which can hardly be plnnned in a 
rr.anncr that will permit the woreen to reach hor.-w before dark. 

2. Soc ial Events ~ 

Two events, naMely participation in funeral services and a visit to the house 
where a baby is just born were n'.cntioned as beinE useful for the precnant WOrDun 
by respondents in [!ll three villarres. While p[lrticipation in these events is recarded 
harr.:· ful for this group yet the close social ties thnt characterize the li fe of rural 
people IT\akes their avoidance socially iLlpossible. Fror.:. a closer analysis of these 
events as perceived by the villabel's nnd the related sei. of beliefs, it becomes 
clear th<ll it is not the whole situation as such thaL is assulT,.cd dangerous, bu; only 
certain aspects cf it are thoUf,ht 30. 1'h is n~,\l1S that pregnant women can participate 
irJ)oth of th2DC evenes provided they follow the cuhurally prescribed aClion related 
·;;0 the situation. The funeral cererr,ony de[(iands that ~he wcr.,en should take off the 
ar:1ule~_s if they carry any and leave lhee-. hor.1e and abstain fror oatinf:: or drinkinE 
in :hc hOllSO of: he decea8ed. They are also expected i.e seat iher.'selves in a 
place where the shadow of death will no: fnll en them. rJ.~o visit the house where a 
baby is born they have to avoid eadnf; and i.o l.ake off their amulets. 



B. Nursing Mothers: 

The respondents in the villaees observed by the study considered 
breast feeding of the baby as a must as part of the mothcrts role. Moreover 
they all thought that wha~ she eats will affect her milk, and eventually the baby 
whom she nurses, which induces mothers to take the food restriction rules more 
seriously than is the case with those related 1:0 pregnant women. 

The response given to the questions aimed at revealing the nature of the 
beliefs that dictated what the nursine mothers can and cannot eal showed that 
two more elerr:ents, namely the concern for the taste of the mother'o milk and 
her recovery are added to the list of problems related to one or another aspect 
of the rr.other'e child'lJ health that were used as criteria to decide whati:he 
pregnant woman should eat. This means that lactating r:1others are not only 
expected to conforr!l closely to the rule but are at the same tit~e to conform to a 
greater number of such restrictions. 

i. hard and oriticallook at the data Gathered in the field brought i.o the 
investi~ators a~tention an iIT'.portill1~ aspect of the nursinr; si.ace, which in the 
investigawr's opinion, if not taken account, oan load the observer to come up 
with an unrealistic picture of food specific prohibitions. Inforr.lation at our 
disposal helped us realize thai: food avoidances de nct renain unchanged throueh 
the course of nUl'Sine Lir:1e, but chan[es and diminishes in nur~'ber as the child 
advances in age. As a result of such an observaUon 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 foed resi.ricdng rules. 

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

1. FrOD the tirr:e of birth - 40 days 

2. Fro!.: 40 days - 5 r.10nths 

3. Five months - weaning 

Within the first sub-stage, that is from the time of delivery up to 40 days, 
the mothers are forbidden to drink unboiled water simply because iL is thQught 
to intensify internal pains and for the fact that it delays the r:.tother's recovery. 
Citrus fruits were avoided for the sar:le reason. Mears of all kinds except 
r,·utton (r:1ale) and younc- chicken were held to be harmful for the h~cULtinG ~other. 

The reasons r,iven were .'hai. they are hard to digest, lead to pains and swelling of 
the jointS and makes the baby's stomach ache. hr~1cnl3 the dairy pr.)ducts~ P-1ilk 
was associated with excessive Gas formation ip. lhe stol.lach which !~'leans pain 
while whey and yoeurt were assur:led La postp011e the mether's rr:covcry. A number 



of ve~etables such as potatoes, turnips and carrots 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 find the taste of the motber's milk in a way that 
the babies do not want to drink it and causes stomach aches j and leads to skin 
burning and irritation. 

At ~he close 01 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 (ouch" sign is removed from the sun-boiled water and citrus fruHs. 
The same holds ~rue for dairy products ar:.d meats that are well cooked. The only 
restrictions that still remain in f'1rce are the ones that are supposed ~o maintain 
the normal taste and flavor of the mol.her's milk and the ones that are intended to 
prevent skin irritation and bu rning. 

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

1. Duration ~ 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 subjc ct to the sex of the child. 

Table VI: Percentage JJistri.bution of ~.1others in Regard 
to the Age of Weaning for Boys and Girls 

Age in Bala- Deh Village Shah-Noor Village Khatir Village 
Years Boys % Gi.rls%--_.,- Boys % Girls % Boys % Girls % 

I-I! ?o 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 0vidence was found that could be taken as a sign 

of willingness on the p~rl". of the mothers to wcan:.heir babies before th8 age of one 
year. In [:;-,ct, all of those interviewed re~arded one year as the lower permissive 
lirr'Jt of the nursing inrerval. As to what should be the upper limE of the nursing 
time, the responses differed quite n great deal from villn~e 1.0 ;;he next. As 
Table VI indicates, 20% of ,he moih8rs in Bala-.Ceh and 8(~, of those in the 
village of Shah-Noor breast-feed l".hoir children for l-l~ years. In the village 



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

Looking at the other end of ~he nursing ti me. that is it.s extension 
beyond H years, a complete reversal in the attitudes of the mothers was 
observed. In this connection 80% of the respondents in Bala- Deh and over 90% 
of them in Ghnn-Noor stated Lhat they continued to breast feed '.heir babies 
longer than n· years. While only 44% of those in Khalil' nursed their babies for 
so long. 

From the cOIT!parison of these percentages, the conclusion was reached 
that mothers in :'he '~wo villages designated as most rurnl (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. In this village. among the 
respondents. a great deal of desire was sensed to imLale the ideas and the 
practices that originate from the eLy. The nursing ti me restricting attitude 
on the part of the mOthers in our opinion can be explained in Lerms of the urban 
influence. 

The difference in aHitudes concerning the relationship be\:ween the 
upper limit of the nursing time andi.he sex of Lhe baby was in the direction 
opposite to which is commonly assumed and even what the investigator had 
expected. As Table VI indicaies, mothers in all three villages on the average 
tended to allow girl babies a longer period of nursing time (:han boys. 75% of 
the mothers in Baln.-Deh breast feed iheir daughters for more ~han two years 
while 50% claimed 1.0 nurse their sons for so long. In Khalil' and Shah-Noor, 
the number of mothers who tend to nurse their daughters and sons for such a 
length of time were 11%, 80% and 42%. 47% respeclively. 

Such a female favoring attitude was expressed by our respondents ir. 
the three villages should in no way be interpreted as signs of a higher smius 
compared to boys. Through further discussions, L was learned that the stated 
a~titude 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 permHtert nursing tirre, in the 
gi.rls case, is to compensale for such n. loss. 

If such a fe male supportive tendency on the part of the mOthers cannot 
be taken as proof of her higher stdus, it can cerLainly be used as a basis of 
argument for rejecang i:he sall widely held belief that places the girls always 
second to the boyso or better, the first t.o be Lold and the last to be served. 
Moreover, if the evidence were not sl.rong enough on the banis which the 
investigator could claim Lhat such a female favoring attitude would continue 
beyond the nursing stage. At the same time there was no reason to assume that 
the situation would reverse Hsel f in favor of the boys. 



2. Weaning Practi~es: 

Along with the beliefs dealing with Lhe aspect of weaning a number of 
practices and techniques were found that were related to the "how" aspect of it 
as well. Through a close look at these practices the investigator was able to 
realize '~hat they were all based on two concepts 9 namely fear and reward. 

As a firs: step in Lhe process of weaning, the mO'~her applies or places 
one of the several widely used fear generating ii-ems such as wool, hair, hot 
pepper, etc. to the dp of her nipple immediately before the baby aslm for mil1,{. 
Just by a look ai- the unfamiliar, yet frightening sight of 'Lhe mo~hcr or the touch 
of mouth the baby unwillingly ~urns away crying. The mother who expects such 
[l reaction fromi..he child !:"lwards him for so doing by offerinE such~hings as 
sweets, cookies., eggs and soc')rth to keep the baby from. crying ~md ai. the same 
lime :0 divcrL his a':i.ention from Lhc breast. Thi:.:; ac:: is r0po~tedany Ume the 
child asks for milk. The respondents in the i.hree villages sLa;cd that the 
consistent repeddon of i.his procedure was an effective way of weaning and 
on the average Len days were considered adequate lime for it. 

C. Post Weaning Stage: 

Contrary to wha~. has been expected, no evidence was found in any of 
the three Villages that would point i.o the presence of any beliefs and rules 
that would prohibit the baby from eating certain food items. This fmding 9 

while interesting in itself, was not accepted i.e be a complete answer to the 
question of whni: the baby really gets to cat. Accepdng the assertion that the 
best way to a child's stomach is ~hrough his modler's mind as a valid 
statement. the investigators conc1udecl that the intended and Lhe culturally 
approved food restricting rules were only one aspeci. of the mother's way of 
thinking. Whn: the investigator wished to fird out was if there were other 
attitudes on her part thaL may unintentionally act as a mechanism of depriving 
the child of wha:: he should be eat ing. 

A number of questions were devised that were used as n means i.e help 
reach this end. For instance the responden:s were asked~he following questions. 
Do you prepare or have you prepared any special dtsh for your child? If so, 
at what age? For how long? \Vhy did you do so? 

Responses to these questions indicClted thal mo;hers in lhese vilL:'1ges~ as 
a custom, prepared special dishes for their children but as their answers indicated 
only when ~,he baby was being wenned or until the bnby was completely off the 
breast which as the dala indicated in no case Ins:ed longer than a month. !\1J.oreuver 
as noted earlier. what i.he mothers feed their children during this time were foods 
that were meant to keep them. fron" crying on the one hand and i.o fill their 
stomachs on the other. In the liGht of tilts information 'lhe invesi..ig8tors 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 relation showed 
clearly that parents i particularly mothers were ovcr-protecdve and over-attentive 
in times when the child was in some kind of trOlble. ether than this~ the child was 
len to its own and~o Jo what interested the child. 

In plnying the child was engL15ed alrnost all of the day. When the child 
feels the sense of hunger, he runs home and eets a piece of bread (this was 
observed on rran~' offcasions in the three villages) and then runs back to play. He 
eats while he plays and plays when he ea~s. As a result by ~he time for meals i 
the child is either too tired ~o be awake or 'i.oo full of bread to ask for anything else. 

In the invesLig~Lor's opinion Lhe two enemies i.hat threa~ened the child's 
nutritional stalus at ~he post-wenning stage in '.he three villages were i.he lack of 
any knowledge peri.aining i.o the child's nutritional status, and the "leave theIT' 
alone" attitude flS long as ~hey arc ou~ of the way of ~h(; busy moLhers. These two 
forces acdng together lend to an unintended deprivaLion of ~he child from almosL 
all that is available from the family but bread which he eats more i.han his due 
share. 

CONCT,0GIONG: 

The daLa oh~ailled in~he field and the observc;tions in the three villages Lell us 
tha'·: these people are sub}' ~t to severe economic sLrains and s~resses. The feeling 
of being deprived because Jf scarcity of resources was widely spread among (hem~ 

bUL Lhe case of the child is far more criticnl than one C[11), guess. The child is subject 
io a number of forces, some easily perceived even by "casual observation" while 
others are of a far more complicated nature. It is Lhese forces tha: deprive the 
child of what little !p available !E ~he depi'ivinp; sHualio~. 

The social values and belief::; i.hat prohibii: the child or his mother from eating 
certain food Herr-s, while importani:. are not as alarming as one would claim them 
to be. As described earlier, they are observed when the child depends on a sure 
source of his nourishr::lCnt - his mother's milk. His Vlell-being as far as nu~rition 

is concerned is in real jeopnrdy after weaning. The investigator stresses the 
child'::; case at this particular age; because Lhe m~~hanisrns ~ha;. deprive ~he little 
one of what he urgently needs arc no;, intended socml res1.rici.ions, but the 
unintended, unreD.li~e9.. ancl not rrcndoned ,lLlitudcs thai. may escape even the 
attendon of thuse mothcn ac~ively concerned wEh lheir welfare. 

In the investigai.or't> opinion, as a rL:suL of ~his invesligation, no plan or side 
regardless of content or in.endon will prove of much help for the child unless and 
until serious ai.'cempts are bein~ made i.o bring i:hese aUtudes ~o the eonacious level 
of the parents i paracularly mothers, ancl help dwm bccom.e aware of t.he damage 



they are causing. The investigator is convinced that the best wayi;o a child's 
stomach is ~hrough the mo·j}er's mind: and because of Ie? advocates without 
any reservaaon that any services for children particularly thooe in rural areao, 
IT:ust be delivered through ~he human machine? that is the mo'~her's rn1 nd. 
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USAID/Afghanistan 
SPAR NO: 
Title Public Health Advisor 
Code 
Grade FSR-3 

Reports to: 
Health/Family Planning Division Chief 
Grade : FSH-2 

General Description 

The Public Health Advisor is primarily responsible for advising and 
assisting the Ministry of Public Health (MOPH) in the implementation 
of the Basic Health Services (BHS) Phase I project. The Advisor is 
responsible to the Chief of the Health/Family Planning (R/FP) Division, 
USAID/A, and to counterpart offIcials of the MOPH. 

Representative Duties 

1. Advises the MOPH on the implementation of the BHS project. 
Assists the MOPH and the Project Officer in periodic evaluations and 
assists in project redesign if necessary • 

2. Advises the MOPH on finance, budget, and program considerations 
necessary for MOPH support of the BHS project. 

3. Maintains liaison with counterparts and the Project Officer and 
USAID to determine required commodity support, participant training, 
and other matters of mutual interest in support of the project. 

4. Advises the MOPH and assists the MOPH in coordinating the Fixed 
Amount Reimbursements (FAR) with USAID. 

5. Assists in coordination with other donors on matters relating to the 
health sector and specifically on those regarding contributions to the 
BHS project. 

6. Assists and advises MOPH in reviewing procedures to insure 
adequate controls and reporting procedures to insure timely project 
implementation and early identification of problems. 



Qualifications 

1. Should have at least an undergraduate degree and preferably a 
graduate degree in Public Health or related field. Experience as 
an advisor or project manager in a similar program woold be very 
helpful. Excellent health and ability to work at high altitude up to 
3,500 meters. Project sites may have to be reached by foot, horse 
or donkey in remote areas. Proven ability to acquire new languages 
would be very helpful. 

2. Amont otherwise equally qualified candidates, preference should 
be given to a person who: (a) has, at any time in his/her career, 
obtained practical experience in construction, engineering or 
related work; (b) has had eh'"Perience in technicfll assistance programs 
in a Moslem socidy; and (c) has acquired some competencE. in the Dad 
(Persian) language. 



Environmental Impact 

The .Basic Health Services project is intended to have direct, positive 
effects on the environment. The long-term project goal assumes an 
increasing utilization of basic medical services and application of 
nutrition and hygiene infor'mation provided through the Ymlt)..Y. expanded 
health sysi.em. 

For the goal to be achieved will require improvement of the immediaLe 
environment of the people s including an increase of pure water supplies> 
improvements in waste disposal~ control of infectious diseases and 
improvements in dietary habits. 

In Phase I 50 buildings will be comple~ed in o:rder to provide the 
skeletal network from which health services will reach the popula.:ion. 
The constructiol1 of ~he buildings and :.heir care and maintenance place 
no demands on scarce resources. The buildings will be designed by 
engineers; the construction will he monitored to insure adherence to 
specifications. These buildings will provide for villagers models of 
sound construcUon, serving Lhereby aE examples LO be followed. 
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