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I. INTRODUCTION

William D. Oldham, M. D., Team Leader

Origin and Design of the Project

The following is, what I hope will be, a brief history and ovelView of the structure and
function of the components of the Afghanistan Health Sector Support Project (AHSSP).
A detailed presentation of each major activity of the Project will be given by the responsible
department directors in the text that follows.

In 1985, elements of the United States Government began to express an interest in
contributing a significant level of humanitarian assistance to the destitute and terribly
mauled non-communist Afghans. It was estimated that eight to ten million Afghans were
living in the basically rural areas of Afghanistan not occupied by the communists and their
Russian masters. A full set of intelVentions were considered, i.e. health, primary education,
rehabilitation of agricultural and rural infrastructure, and distribution of food and other
essential commodities to the deprived rural population.

Because of the extensive experience that Management Sciences for Health (MSH) had in
assisting in the development of primary health selVices in rural Afghanistan in the 1970s,
U.S.A.I.D. asked if MSH had an interest in designing and providing the technical assistance
for implementation of the AHSSP, the health component of U.S.A.I.D.'s program. After
some internal debate about the propriety of providing selVices to the participants of a war,
MSH decided that the project was strictly humanitarian in nature and indicated its interest.
A design team was sent to Peshawar in early 1986. Initially, the design emphasized
emergency casualty care but due to large number of civilians unselVed by health selVices in
rural Afghanistan, the design shifted also to the development of primary health
care,immunization programs, and other basic health selVices. The priority of emergency
casualty care was retained but shared the design with the basic primary health care
components. It was important that there be rapid development of these selVices and that
they be delivered by well trained and well-supplied health workers and facilities. Another
important facet of the Project was the development of health management systems to plan,
manage and supelVise health delivery systems inside Free Afghanistan.

Getting Started - Project Development

A cooperative agreement was signed between U.S.A.I.D. and MSH in October, 1986 and
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the technical assistance team mobilized. The first round of expatriate advisors were on
site by February, 1987. In January, 1987, the first productive meetings between the
Chairmen of the Health Committees of the Seven Parties Alliance and MSH took place.
Finally, four of the political parties agreed to join the Project; three decided that they could
not deal with a non-Muslim donor. The four participating parties decided to form the
Alliance Health Committee (AHC) which MSH would support with grant funds from
U.S.A.J.D. Later, one of the non-participating parties reconsidered its decision and joined
the AHC.

Initially, MSH started with a very small program working out a small suite of rooms in a
local hotel. We moved to our permanent offices in February. We assisted the AHC in
getting established at their first headquarters in the University Town section of Peshawar.
The curriculum for the Basic Health Worker {BHW) course was developed by the AHC
(with strong technical assistance from our Training Department). The AHC decided that
the training should take place in four camps, each belonging to one of the four political
parties and were located adjacent or in four large mujahideen training camps located along
the border. The Training Department got busy buying tents, teaching aids, cots, blankets,
mattresses and all of the other commodity requirements for the four BHW training camps.
The training program got underway in April, 1987.

A warehouse was leased, (actually, it was a large residence a few doors from
U.S.A.I.D/Peshawar), but it was soon swamped with supplies and we began to rent space in
empty buildings around town. Finally, we located a large warehouse in an industrial zone
outside of Peshawar. Eventually two additional warehouses were built and the central
vaccine storage facility was added to this complex before our warehousing space and vaccine
storage requirements were met.

The MSH Warehouse soon became a bee hive of activity with the graduation of the first
classes of BHWs deployed to staff health posts in Afghanistan. Also, more and more mid
level health personnel (medical technicians and nurses) and doctors were recruited and
assigned to clinics and, later, small hospitals established in the field. Kit lists were compiled
by our two Medical Advisors (Laumonier and Ickx) and by the Training Department under
Dick Johnson. Orders were placed with AMEG, the procurement services agent for all of
the cross-border projects funded by the AID/Representative's Office. The AHC selected
site assignments of the new personnel and passed the list to the MSH Field Operations
Department for their review and documentation.

When the supplies were received by the Warehouse, kits for each level of facility were
prepared, packed and stored until the time for shipment to border depots for temporary
storage. Later, the supplies were picked up by the Afghans being resupplied and shipped
inside Afghanistan on caravans going to the worker's post of assignment. Initially,
procurement and warehouse oversight was the responsibility of Dr. Laurence Laumonier of
the Field Operations Department but it soon became evident that this was too much work
to ask of such an enormously busy individual.
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Laurence retained responsibility for oversight supervIsIon of the Warehouse and
management of the border depots. She passed the job of procurement over to Dr. Paul
Ickx, our Preventive Medicine Department Director. Paul performed the procurement role
until Vimal Diaz, our procurement and supply management specialist, was free to accept a
long term assignment in Peshawar in 1989. We had been particularly lucky in having
recruited at the start of the Project a recently retired Pakistani colonel who was a senior and
highly experienced manager of logistical services in the Pakistan Air Force. He provided
excellent hands-on management of the personnel and warehousing operations of the large
Warehouse Service.

The Financial Management Department was busy recruiting qualified personnel and setting
up their financial management procedures. Qualified personnel were hard to come by,
particularly among the Afghans. We clearly wanted to employ Afghans if possible, since it
was felt that we would move into Kabul as soon as the communists collapsed.
Unfortunately, most of the qualified Afghans had taken off to Europe or the United States
and there was a dearth of experienced financial management candidates. We had to settle
on some excellent Pakistani accountants who stayed with us until the end of the Project.

The Structure of the AHSSP and the Function of Its Components

The AHSSP is composed of the MSH managed technical assistance and program support
components funded by the U.S.A.I.D. grant and our Afghan counterparts. The grant is
administered by the U.S.A.I.D. Project Manager and the Contract Officer.

The MSH Project Office was made up of nine departments, namely, Training, Health
Services Implementation (Field Operations), Child Survival and Disease Control (Preventive
Medicine), Maternal and Child Health, Procurement and Supplies Management, Financial
Management, Health Services Planning and Development, Management Information
Systems, and Liaison and Program Support. All reported to the Team Leader, who was the
Director of the MSH component of the Project. The management of the MSH component
was collaborative in nature, with frequent free wheeling staff conferences in which all
participated. No department was compartmentalized but had close interrelationships
program and management-wise with a number of the other departments. I will try to briefly
describe the function of each department and its interrelationship with other offices and
with our Afghan counterparts.

Training

As discussed under "Getting Started", the need for well trained health manpower to staff the
health system to be developed by the Project in Afghanistan was critical. One of the first
activities undertaken by MSH after the AHC had been established was to emphasize the
need for training of primary health care workers who would support the emergency casualty
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requirements of the mujahideen and still provided essential basic health seIVices to the
community. The AHC came fOIWard rapidly with a proposed organizational structure which
included a Training Division.

The MSH Training Department, led by Dick Johnson, immediately made contact with the
embryonic staff of the AHC Training Division and began providing whatever technical
advice requested and essential commodity support required. Very soon a close collaborative
relationship was established and continued throughout the life of the Project. The BHW
curriculum was developed by the AHC training staff and the training of BHWs begun, as
related previously. The Training Center developed refresher programs, training of female
maternal health officers, and a number of innovations that will be described in detail in the
nex section.

Later, when the political parties had established Regional Health Administrations (RHA)
in their catchment areas, the same support was extended for the development of training
centers inside Afghanistan.

At the MSH staff level, close coordination and exchange of ideas always took place between
Training and the other departments. In the early days, Field Operations had to work hard
with its counterparts from the MOPH to select candidates from a wide distribution
geographically instead of mainly from the eastern provinces where most of the staff had
come from. On the whole, good candidates were chosen who were inteIViewed and tested
by the AHC Training Division, at this stage called the Training Center and later the
Institute of Public Health (IPH). MSH Training was always asked to participate in
reviewing the results of tests, the test vehicle, etc.

The other departments such as Financial Management, Planning and Health SeIVices
Development, Procurement and Supply Management, MCH, Preventive Medicine and MIS
all worked and coordinated with Training in support and development of their various
counterpart organizations.

A far more detailed and complete discussion is given by Dick Johnson in Section II.

Health Services Planning and Development

In February, 1989 the Cooperative Agreement was amended and a health seIVices planning
and development advisor was recruited. Dr. Jonathan Quick, an experienced planner, came
to Peshawar in early 1989 to fill the position for a two year period. The objective of his
assignment was to create a capacity for planning and development of a primary health care
system. A computer based model was developed, called "SUSPLAN", and was used by Dr.
Quick in a series of workshops with the MOPH and the RHAs on health planning for
Primary Health Care systems. The lectures and workshops were enthusiasticaJIy accepted.
There was no question but that the basic concepts of health planning of sustainable seIVices
were understood by the decision makers attending the workshops. However, the participants
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were cautious about utilizing SUSPLAN for planning in their own regions, indicating that
perhaps the system was seen as too advance for their computer skills at that time and the
data too sparse to adequately utilize the system.

Dr. Quick was succeeded in 1991 by Mr. John Eaton, who carried on a series of
management training workshops for the senior managers of both the MOPH and the RHAs.
They were asked to develop annual health plans which they did handily, demonstrating an
understanding of the precepts of health planning which was encouraging. Another
outgrowth of the teaching by the SUSPLAN model was the Five Year Health Plan written
by the senior staff of the MOPH in 1991 without outside help. The plan was presented to
WHO/Geneva and was acclaimed by senior WHO staff as a very good piece of work. Some
minor changes were suggested and the plan was accepted as the official health plan for
Afghanistan.

Primary Health Care was accepted by the leadership of the MOPH and the RHAs. Again,
it is felt that the SUSPLAN, as well as frequent discussions by MSH advisors, has resulted
in this acceptance. Dr. Sayed Mohammad Amin Fatimie, the current Minister of Public
Health is particularly enthusiastic about the concept, in part because of the exposure he has
had in Pakistan and Afghanistan and in part due to the concepts he received during
participant training at the summer of 1988 at Boston University School of Public Health.

The development of a primary care delivery system in the eastern Afghanistan by the
MOPH through establishment of Provincial Public Health Services was a failure. The major
reason for this is felt to be the failure of the MOPH to appoint local physicians as the
Provincial Public Health Officers instead of friends from Kabul or other centers. The RHAs
were successful in establishing such services since the leadership was local personnel.

Health Services Implementation (Field Operations)

Throughout the life of the Project, the Field Operations Department was an immensely busy
department. It was composed of two sections, the Field Operations Section and the
Monitoring Unit. Field Operations interfaced with the Health Services Department of the
ARC, the Ministry of Public Health (MOPH) and later with the Liaison Offices of the
RHAs.

The design of the Project was unique. Millions of dollars worth of commodities and
currency were dispatched inside Afghanistan without on site monitoring and technical
assistance by expatriate Project personnel. It was essential to develop mechanisms which
would provide the maximum amount of accountability possible. The Field Operations
Section maintained detailed records on health services field personnel and facilities
supported by the AHSSP and provided technical assistance and advice to supervisory and
liaison personnel of the MOPH and the RHAs posted in Peshawar.
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Exhaustive records and data were maintained on all aspects of the field assigned personnel.
Data on location, time of last resupply and date of salary payment, amount of salary, etc.
Pictures of the field personnel and their signatures were kept for comparison with receipts
of salary payments, monitoring reports, etc. A detailed presentation of the Field Operations
Department's activities is made in Section IV.

The other half of the department was the Monitoring Unit which provided comprehensive,
on site information and pictures of field facilities and personnel obtained by regular visits
through out Afghanistan by trusted Afghan MSH employees who inspected all aspects of the
health services covered by the Field Operations Department. Pictures and signatures of all
personnel inspected were brought back to Peshawar and filed on the individuals personnel
card. MCH and immunization services were covered by the Monitoring Section. The
Training Department monitored the field activities of their counterpart services separately
since the facilities were fewer in number and Training wanted technical assessments
performed.

Close coordination with other departments of MSH was essential and was open and
collaborative. Receipts for advances on salaries, freight and supplies were obtained, checked
for validity and forwarded with the individuals personnel card to Financial Management for
clearance. Refresher training was provided by the Training Center when the individual
returned to Peshawar and later by the Field Training Centers of the Institute of Public
Health. Close coordination and technical assistance was provided the Peshawar-based
supervisory personnel of the MOPH and RHAs. Field Operations files on Afghan personnel
were always available to the supervisors in the MOPH and the RHAs.

Maternal and Child Health

When the Maternal and Child Health (MCH) program was initiated in 1989, the
conventional wisdom of the local NGOs working cross-border was that no one would be able
to establish services for women in the conservative rural Afghanistan. There were just too
many cultural obstacles, i.e., purdah, a male operated health system, etc., etc. By February
1993, 63 MCH facilities had been established by the health services, all staffed with at least
one woman health worker and spread over the northern, eastern and central provinces of
Afghanistan. The demand continued to grow but unfortunately, U.S.A.J.D. had to phase
out its support to all of its programs in Afghanistan and the MCH program was just one of
many that were affected by the withdrawal.

The first MCH development other than the primarily male operated immunization and oral
rehydration programs was the introduction of training the BHW in the basics of good
maternal and child health practices with the objective of the BHW passing these basics on
to the traditional birth attendants, called dais. This was followed by the establishment of the
MCH Department in the MOPH in 1989 and the arrival of Mrs. Linda Tawfik, the MSH
MCH Advisor, which mobilized the movement toward the establishment of effective MCH
services inside Afghanistan.
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MCH clinics were established in the field, utilizing at least one female nurse or female
doctor. Initially these were established in existing health clinics. Later, some free standing
MCH clinics and MCH posts were established. The MCH Post was an unsuccessful
endeavor because it was difficult for a single female to work by herself.

An important category of health worker, the training of female health workers (FHW) was
established first in Takhar Provincial Hospital using four female nurses to set up an MCH
department and start the training of dais in the basics of sterility and other good MCH
practices. The graduates of this training were called female health workers (FHW). Other
MCH clinics were set up by female doctors and female nurse midwives, an in-service
refresher trainingcourse was set up, using male trainers with training in MCH, to make the
rounds of MCH clinics to upgrade the knowledge of female staff.

The training of FHWs led to the establishment of an innovative program, the training of
volunteer female community health promoters, called Volunteer Health Sisters (VHS).
Again, it's unfortunate that the shut-down did not allow the expansion of the program but
an indepth survey demonstrated that there was retention of knowledge about good health
and sanitation practices among the family and friends of the volunteers.

The MSH MCH Department worked closely and effectively with the MCH program of the
Ministry and the RHAs. There was strong support for the program from other departments
in MSH also. The Maternal/Child Health Officer (MCHO) training program was developed
with the Training Department jointly, the MCH Department providing the technical inputs
and the Training Department the training expertise. The MCHO course was administered
by Training and the technical inputs again from the MCH Department. The same
relationship existed between Field Operations and MCH. MCH decided on the placement
of MCH clinics, etc., and Field Operations managed the deployment and resupply of the
facility.

Considering the pervasive opinion that such a program was not possible in rural Afghanistan
at this time in its history, the MCH program was a remarkably successful undertaking. Far
more detail and discussion has been given by Linda Tawfik in Section V of this report.

Child Survival and Disease Control (Preventive Medicine)

The Preventive Medicine Department provided the technical and commodity assistance
given through MSH to counterpart Afghan organizations in Child Survival and Disease
Control Programs. Initially an immunization program was drafted with the AHC according
to the guidelines developed in the UNICEF for the Expanded Program of Immunization
(EPI). The plan was accepted and a Preventive Medicine Department (PMD) was
established in the AHC to develop the immunization program as well as a tuberculosis
control and a malaria program. The PMD had a strong staff that stayed with the
department even when the AHC became the MOPH of the Afghan Interim Government
(AIG).
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In 1988, the RHAs of the north, west and central Afghanistan requested the development
of immunization programs in their regions and this was agreed upon. The MSH EPI
program was developed in coordination with UNICEF, who initially supplied the required
vaccines. MSH ordered cold chain equipment and established nine Vaccine Storage
Facilities (VSF) managed by the RHAs inside Afghanistan and one central VSF at the MSH
Warehouse complex which resupplied the VSFs and AHC vaccination teams directly from
the central VSF.

An extensive training program was required by both the AHC (later the MOPH) and the
RHAs. The first class of vaccinators of the AHC were trained by AVICEN, a PVO
specializing in immunizations programs. After that, they were trained by MSH. The RHAs
had trainers trained by MSH, then trained all of their own vaccinators after this. Cold chain
technicians and VSF supervisors were trained at the central VSF in Peshawar by the
engineer in charge of the storage unit.

Cold chain equipment meeting UNICEF's specifications was ordered and vaccines granted
by UNICEF. Later, MSH bought the vaccine through UNICEF when they ran short of
funds.

Reporting was believed to be fairly accurate even though greatly delayed due to the
distances and isolation of the districts where EPI activities were carried out. It was difficult
to determine the impact on disease in children where the EPI was mobile and free standing.
Those attached to fixed facilities were felt to have a definite effect on child health,
particularly since the vaccinations were often mixed with other health interventions such as
ORT, etc., offered by the facility. Immunization of women with tetanus toxoid was difficult
to carry out for male vaccinators since adult women were in purdah. It was found that the
most effective approach was to immunize the female before puberty. If possible, it is ideal
to give a booster to the adult woman later but this would be obviously difficult.

MSH and its Afghan counterparts joined WHO-UNICEF and several NGOs in presenting
CDD (Control of Diarrheal Diseases) and ARI (Acute Respiratory Infection) training
programs. Oral rehydration salts were widely distributed in all supply kits and programs to
instruct health workers on oral rehydration were carried out.

A small scale pilot program on the diagnosis and treatment of tuberculosis was established
in five centers. TB is a serious disease in Afghanistan and the results of the pilot centers
were good but the nature of the cross-border program and restricted resources did not allow
a larger effort.

No malaria spray programs were possible but the system was well supplied with anti-malarial
drugs.

The relationships between the Afghan counterparts was always close and collaborative. The
same can be said of the relationship that the PMD had with other departments of MSH.
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As with all other departments, Financial Management had to have a major, almost daily
contact with PMD for accountability and financial support of the program. Field Operations
provided monitoring services and PMD provided regular support and technical advice to
MCH. The Procurement Department was closely affiliated due to the procurement of cold
chain equipment, vaccines and other supplies. As with the other Department Heads, as the
Team Leader, I was Paul Ickx's supervisor.

Procurement and Supplies Management Department

As noted previously in "Getting Started", procurement was first handled in the early days
of the Project by Laurence Laumonier as another duty of the Field Operations Department
but it was soon realized that she was overloaded and the task was assumed very capably by
Paul lekx. Paul covered this job for a year and a half, until Vim Dias, an experienced
procurement and supply management specialist, was able to come to Peshawar and take over
procurement and the supervision of the Warehouse Service. Group Captain (Col.) Bajwa
continued his excellent job as Warehouse Manager.

By the time of Vim's arrival in 1989, we had entered the rapid expansion phase of the
Project. The number and diversity of personnel and facilities in the field had increased
dramatically. The quantity of supplies that had to be procured had grown astronomically
and the variety of kits that had to be prepared had also greatly increased, leaping to at least
25 separate types and over 600 line items had to be stocked. For many reasons we found
the kit system the only practical way to supply the field, the reason for which are recounted
very succinctly in Vim' presentation in Section VII.

We were told by U.S.A.I.D. that we had to use AMEG as our procurement agent, a
circumstance that was unpleasant to MSH since we were considered an authority on drug
procurement and management. Our experience with the first procurement agent was
unsatisfactory but a short later, they were replaced with RONCO who performed its
procurement services to our satisfaction. We determined "what","when", and "how much"
and selected a list of satisfactory producers whom we had surveyed by an expatriate
industrial pharmacist who audited them at least every two years for Good Manufacturing
Practice (GMP) and Good Laboratory Practice (GLP). We had a total of 45 prequalified
suppliers to whom the bidding was restricted.

Vim describes in detail in Section VII the number of various computerized forecasting and
inventory control programs which were developed by the Procurement and Supplies
Management Department to handle the heavy load supplies processed through the
Warehouse. Over the life of the Project, over 1,700 metric tons of medical supplies were
shipped inside Afghanistan from our warehouses in carefully packed kits.

In 1991, U.S.A.I.D. requested MSH undertake a price comparison study on a sample of high
value drugs commonly procured by MSH and two other U.S.A.I.D. funded NGOs,
International Medical Corps (IMC) and Mercy Corp International (MCI). It was found that
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the price we paid was significantly lower, probably due to the size of purchases and because
we went directly to the supplier rather than buying on the local market. MSH was to make
a combined procurement of purchases timed on the quarterly cycle' we use. It worked to
everyone's mutual satisfaction and did not greatly increase the Procurement Department
work load.

One of the innovations proposed by Field Operations and accepted by Procurement was the
establishment of 10 sub-depots inside Afghanistan located in the regions of the four RHAs.
Kits were prepositioned in these depots and issued to all qualified BHWs and facilities, even
when they did not belong to the particular RHA health committee administering the
warehouse. This took a considerable load off the warehouse because they could issue in
larger lots and save on transportation, etc.

There is a dearth of well trained managers in Afghanistan at the present time and Vim has
found the training of warehouse men for the depots a difficult task. Nevertheless, the
depots were staffed and the performance of the depot staffs was apparently satisfactory. He
does not believe that a bulk storage and issue would work at present and the kit issue is the
only answer.

There has been a satisfactory relationship between the Procurement and Supplies
Management Department and its counterparts in the MOPH and the RHAs. Most of the
staff of the Warehouse has been Afghan but many of the senior positions have had to be
filled with trained Pakistanis. The relationships that the Procurement Department had with
the other departments of MSH was good. Procurement has had a particularly close working
relationship with the Field Operations Department. Field Operations set the schedule for
issue of supplies and gave forecasts for future requirements. The two departments had to
work very closely together. Procurement has had the same relationship with Training and
to a much lesser extent with PMD who manages most of its own logistics. Vim is a
particularly pleasant person to work with, so this has done much to make the wheels move
smoothly.

Health Management Information Systems

This department evolved from the initial efforts of Anibal Mejia, our first Management
Advisor, who became involved with the difficult task of adapting the MSH office to the
rapidly expanding use of computers to manage a mass of data being generated by the
Project. He formed the Data Processing Unit (DPU) which supplied and serviced the
equipment, software and training required He was followed by Dr. Jonathan Quick in 1989
who came on board as our Health Services Planning and Development Advisor but also had
responsibility for directing the DPU and for developing Health Management Information
Systems (MIS). Finally, in 1991 Paul Ickx took over MIS (and Operations Research) in
addition to his responsibility for directing the Preventive Medicine Department. Each
advisor was liberally supported by TDY consultants from the MSH/Boston MIS office and
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in the case of Operations Research, he was supported by the part-time selVices of Dr.
Youssef Tawfik for several years.

I will not attempt to abstract his activities in broadening the role of the MIS Department.
His activities in MIS are succinctly presented in Section VIII. Particularly interesting are a
number of studies and sUlVeys in which his MIS Department was responsible, namely the
Provincial Health Resources SUlVey, the Greenbook Analysis, and the completion and
analysis of the Household SUlVeys. In addition, he was responsible for program support
provided by the DPU for the extensive number of computers and data management
programs used by the MSH office.

The MIS Department had close relationships with the other departments of the MSH
program, particularly in providing program support for computers and data management
activities of the other departments. His department also offered limited but significant
support to our Afghan counterparts in computer training and equipment maintenance. The
DPU gave twelve, two week training courses, both for MSH and counterpart employees on
software programs and computer maintenance.

Financial Management

Section IX presents a short and comprehensive review of the activities of the Financial
Management Department. I will not attempt to abstract Mary Gasper's comments about
the complicated nature of Financial Management's activities, she does this very adequately
in her presentation but I will make a few comments as background.

One of the most important activities that had to be set up immediately on the start of the
program was a comprehensive financial management system. This Project was designed to
infuse significant resources across the border to Afghanistan, but the MSH expatriates could
not make on site inspections. Nevertheless, the Financial Management Department working
with other MSH departments, did all it could to have accountability.

From the start, the Financial Management Department had a very difficult job since they
have had to deal primarily in cash; Pakistani rupees converted from dollars and Mghanis
converted from rupees. Both the rupee and the Afghani are reasonably volatile currencies
and the implication of keeping track of the frequently changing exchange rates was
complicated and arduous. The big headache, however, maintaining accountability of
advances by obtaining valid receipts from health personnel spread all over Afghanistan. This
was done remarkably well considering the amount of cash tied up in salaries, etc. received
by people who often didn't have the slightest understanding for the need to maintain
accountability.

Financial Management relied on the operational departments to get receipts, time sheets,
etc. This often was frustrating for both parties but tempers rarely rose and everyone worked
on the common cause -accountability. The Financial Management Department worked most

11



closely with Field Operations, PMD, Training and with the Liaison and Project Support
Office but eventually, everyone had to deal with Financial Management sooner or later.

Financial Management had frequent contact with the Liaison Officers of the RHAs and with
the Finance Department of the MOPH. Frequent attempts to train MOPH in better
financial management were made but these offers were all politely turned down. The
Financial Management Department regularly sent some of its personnel to the Ministry
(later called the Peshawar Liaison Office) to stand by during salary distributions on pay-days.
Otherwise, close contact was limited.
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D. ,TRAINING

RichardE. Johnson, Advisor

1. INTRODUCTION

The overall goal for thissecdon of the Final Report is to describe the evolution and
accomplishments of the MSH Afghan Health Sector Support 1Jr0ject(AHSSP) training program
from its inception in November 1986, to 28 Febrilaty 1994. As implementation of the AHSSP
training program involved developing technical, assistance activities through MSH Training
Department and program activities through Afghan counterpartst description of activities will
be divided into program and technical assistance components.

Over the past seven plus years, it has been a great pleasure forme to work with both Afghan
and Pakistani counterparts on implementing the AHSSP training program. The accomplishments
of this program, without doubt, are ina iargepartdue to the dedicated work of so many Afghan
and Pakistani colleagues, who through hard work,understandingof the local situation, and
personal efforts, able to remove many 'constraints impeding implementation of the training
program. It should be mentioned that implementation was complicated due to the jihad and
further constrained by the very complex and difficult Afghan political environment. It is
praiseworthy to note, that in spite of hazardous and or dangerous security situations in
Afghanistan, our Afghan colleagues, both staffand program, were willing to carry out field trips
in Afghanistan to further the objectives of the training program.

Many counterparts have made significant contributions toward achieving training program goals
and objectives, but due to limitations of this. report, Dr. Sayed Mohammad Amin Fatimie,
Minister of Public Health, Islamic State ofAfghanistan and Director General, Institute of Public
Health and Dr. Mubarak Shah, 'Deputy Training Advisor of MSH, are selected ,for special
mention. Bath Dr. Fatimieandpt. Mubarak Shahwere involved with the training program
right from the early days to present andthtough their tireless and dynamic l_ership, they can
certainly be identified as the symbolic representauves of all program and technical assistance
training staff. It should bementioned however, that it was team work, not any single individual,

, that enabled us to achieve AHSSP training objectives.

There is a very regretful or discouraging aspect to report from a development point of view.
After SO much was expended, both in human and. material resources, a very competent technical
and managerial training organization was created, i.e. the Institute ,of Public Health (lPH). It
took several years to develop such an organization, with a cadre ofhighly, trained staff working
together with a common purpose and objective. Now, due to, probably a temporary unstable
political situation in Afghanisbu,1 and lack of itnmediatefunds, this organization, the Institute
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of Public Health,most likely will disintegrate. Base(ton experience, it can safely be said that
it could take years ofeffort to again reach the present technical and managerial level for training
heal~ manpower in Afghanistan.

2. OBJECTIVES·

The purpose or goal oftbe AHSSP, as statedIn the CoopetativeAareetnent (1986)., was "to
,provide technical, financial and humanitarian assistance to expandand strengthen health services
inside Afghanistan as rapidly as possibleandstrengthentbe c:apabilityof the health committee
of the .Seven Party Alliance. to plan, operate, ... andmottitorexpandeO. health services .in
Afghanistan". The stated objective rebitedto.trairtingwas"improvingthecapability·ofthe
Allian~ Health Committee (AHCl in pIannlng·andmanaging expanded health .activities and in .'
the training of first-aiders, nursesanddocWrs".

The Cooperative .Agreement waS 'arnendedirt' February .19·89. ·.TberevistdProjectpurposes .
were: .1. Improve first aid and emergencyservicesincludi(igmedical,andsurgicaLcare for war
casualties, phasing down as .the .need subsides. .2. .Expand.genetalhe:dthcare services for
civilians including women and children as well asmUjahideen{Afghan'''freedomfighters''). 3.
Enhance the capability ortheAllianCeHealthCommi~,otherorgani2edAfgban entities
(private or pubiic)andlor organized areas to pIan, organize and manage eXpanded health care
activities. Training Department strategy for.this revised strategy was to increase efforts on
institution building, setting up trainingprogratrisin Afghanistan and deVelop training programs
that would dir~tIy benefit mothers and children.

BACKGROuND: 1'he.AHSSP was specifi¢;lIlyset-up inl~&6t()ptOvide hu.triatlitarian support
for mujahideen controlled areas, i.tr. most of rural AfghaniStan,. After the· December 1979
Russian invasion,. the rural health care delivery system for all practicalpurposcs had collapsed.
(According to Managing. Health Systems in1)evellJping,Ateas,Etperienceslrom rV'ghanistan,
Edited by Ronald W. O'Connor,Management Sciences for Health,19go,aBy 'the time
meaningful .rural work was.su,spended, ... the •.. Basic. Health Services. DepartJnent .. had grown
considerably. Thenumbetof 8Hes increased by4S'pete:ent,from9$:,to 138 by 1979.")Due
to watfarewaged by. the .. c»mmunist....go~errimenl·inKabul •.•against .••.~.m\ljahideenthroughOul
rural Afghanistan,all govemmentsupponforheaUhJaeilitiesahd:getviccs inUlase areas
stopped. Health professiona1~.and<~cah,staffworkingiJt muJahideen,.COtItrOlled·areas
found themselves without support' (saIariesand medical supplies),·and.as·a result ofthis lack of
support became refugees in Pakistan where.emplbyment'oppoitunities were available,or migrated
to other countries. Also,training Of healthptdfessipnalswas.centtali:ted inxabtilandother'
major cities and most students. fromsuchprogtamsescaped. from the communist dominated

.system at the time of or just tieforegraduation. . '.

In response to the severe shortageand.needfor'h:ealthcareproviderslservices in rural
Afghanistan,a variety of private volurttaty organizatfuns set-up' ttainingproararns in Pakistan
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and Iran. However, basedonemmates;thepMluctionoftrainedrnanpower by thePVOs was
not sufficient to meet the needs.. Each PVOor. trainingorganimtiondet'ined fraining according
to their own requirements,resultinginaconfugingarrayofhealth,workers with wide variations
insIdlls and knowledge, all, however, commonly referred. to is nurses.

In view of the physical .eographyanddemu~ce~tics· of Atahanistail i"e. 11
population scattered among hundreds,ofsmallvillages(Jften separated by mountains, rivers or
other natural barrierS, plus the fact thatrnpstviIlagersbad,Jin'litedor. no access to trained health
care providets,a training stJ'ate&y needed to be developed which could rapidly ~tsome of the
health care needs of the' rttujahideerrandei~1iaftPOPuUtti'On. A· trilriingstrategy•. ··baSed on
primary health care principles,· was developed .. fot training a high volume of community or
primary hea1thcare.workersdesignatedas BasieHealth Workers (BHWs) who, during a short
training course, could acquiteadefined lever (jf skills and knowledge needed for safely
providing basic preventive,promotlveandsimpleCurative~jrtCIUditlg fir'st,aid .within .their '
own community. The· strategy wasfutthel" defined,to"focuson'deVeloping training ,skills .and
knOWledge within Afghan organiZatipRSso that when>peatewas testOred.. acoteofexperienced
trainers and training administrators woold'beavailable to assist with, theteeonstructiOnof the
health care system.

'3. ACCOMPLISHMENT ANDOtITPtJTS

INTRODUCTION: The orgariization identifiedfor implementing the AHSSP,with potential
for. establishing and, coordinatillg hea1thmanpowerdevelopment tl'ainingptograms fol'
Afghanistan, was the Alliance He4dth Committee (AHC). In early. 1987, intensive efforts were

. initiated with the AHC leadership to begin setting up an ,AHCtraitling -capability, Although it
was a sevenparty political alliance only fourtanzee~ (politicalpattYlparticipated actively in
the newly established ARC, i.e. Afghan NatiOOal Libetation Front (ANLF), Harakat Inqilab~
Island Afghanistan (HilA), Iarniat-e Islami Afghanistan (111\) and National Islamic Front of
Afghanistan (NIFA). The AHC.leadershipagreed with theptoposedtrainingstrategy, inclUding
rapidly training a high volume of .Basic HealthWotkers' f6tservice inthtir own villages in
Afghanistan. The fIrst step ill thisprocesswastbfonn artAHCsub-committte onttainingto
defIne training objectives, develop training materials, recruit and train ttainers. and establish
training facilities. Fromthese eatlyeffortsthe.ttainingprogram gradually expandedfrol11l sub
committee on training to a fOlly operational 'Institute of Public Health, includingesta&1ishing five
Regional Health Administration (RHA)training centers, .... (Regional HealthAdministrations refers
to local and non"(ormalAfghar1()rganizations respOnsible for admil1isttationandothertraditional
governmental activities within a defined geOgraphic area.) A summary description for each
major component is ptesentedsepatately, although tnrlning activities wereintegrated and
occurring simultaneously.
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·A. BASIC REALm WORKER (BHW).TRAINING
. .

As mentioned above, BHW training was.thefirst major Training Departmenfactivity. This
involved workiIig with and explaining to professional staff (doctors) of the ARC sub-committee .
on training the conceptofprimarybea1thcare,includingthe tationale.Jor community based
health workers. This wasfoUowed by deVelopifiga,competency based curriculum focused on
skills and knowledge appropriate fora community health worker. This waaa very difficult task
as the sub-eommittee members were anxiOus to include mote and more complex tasks,
simplified, but like they had learnedin medicalschool.Aftet many meetings, long discussions
and compromises, an appropriate curriculum for BHWswas accepted and agreed to by theAHC.

The leadership totally disagreed wi~ .running aeotDbined training program, rather ABC·
leadership insisted that such training must be· conducted .. separately for their. own .tanzum
members within their own Peshawar basedmujahideencamp. Trainetsltraineesfrom onelanzeem
would not be allowed to enter training facilities in;another tanzeem.Thiswas the level of trust
that existed in early 19871 .(Actually ot so it seen'1ed, it was through the AHC that professionals
from one tanzeem began talking with professionals from another tanteem.) Whiletraining
rnat,erials were underdevelopment, hectic preparations were underway to set~uptraining camps
within the mujahideen camps. 'Ibis involved procurement of training supplies/materials and

. everything needed for a residential camp.· fo assist with the local procurementa recently retired
Pakistani Air Force Officer (LogisticalPivision) was recruited. .With his assistance and
knowledge ofprocutement, the task of acquiring the goOds within a short periodoftirne was
accomplished. Simultaneously, a training of trainers workshop COurse was developed and
camed out, while eachtant.etm was activelyreeruiting trainees.

The (ollowing presents the BHW trainee selection criteria as developed by the ARC. Trainees
were to be literate, have a minimum equivalent of sixth class education, as well as:

L be willing to participate in. the jilulilin .Afghanistan. aftetcom:pletion of the .BHWtraining;
ii. be a Muslim who had participated ill thejihod;
iii. have immediate family members residing in Afghanistan;
iv.be at least 16 years old,. preferably 20 to 30;
v. be a resident of the .1()Ca1ityoftheassigned,wark location;
vi. not be employed in Pakistan and; . .. . . .

.vii. agree to live in the trairting camp dUring trait1ing.
. .

FourBHWtraining camps were set up and cIasses. with 25 trainees in each camp, started in
April 87. As U.S.A.LD. rtlaJ1dateda policyofaggtessive implementation,the second training
session class size. was increasedJro11125to6Qtraineespercamp,along with. aeorresponding
increase in training staff. .

. , .. :'. .. .

In August 1988, Ittehad-e Islami Afghanistaildtcidedtotake an active part in the ARC and.
started a BHW training camp within the jurlsdictionoftheir own mujahideen camp. This
brought the UJtal number ofpartieipatingttmtetms.to five•. The temaining two tmu;eems, Hetb-e
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Islami (Hekmatyar) and Hezb-eIslarni (Khalis) did not become. active either in the AHCor the
Peshawar-based' Afghan Interim Government (AIO), Ministry of Public Health (MOPH).. They,
how~ver, sent a few of their IQllUem members for BRW training to other lanzeem BHW training
camps.

.Following the completion of each training session,theoretical. and, practical examinations. were

.administered by external examiners including stafffroln MSH Training Department. BHWs only
after successfully competing both parts of the final ex.amination were certified and eligible for
referral to MSH Field Operations for receiving material and financial support.

Trainers from each BHW training camp after.each training session participated in a review and,
as appropriate, a revision of the curriculum.. Although both Darland Pushto are official
languages of Afghanistan, it was found that classes had to be conducted in Dan for Dari
speakers and Pushto for Pushto. speakers.

During the early phase of BJIW training, MCFI topics were taught but, as training was
conducted in mujahideen camps, practical MCH training experiehCehad to given elsewhere. For
this practical MCHtraining, BHW trainees were bussed from the training camps to various AHC
hospitals (MCH out-patient) in Peshawar beginning in August 1988. During a U.S.A.I.D.
project review of the AHSSP in January/February 1990, MerrillM.. Shutt, MD,MPH, Team
Leader. In the Executive Sum~(page xi) B.MOPRTrainingPrograms. "Byanyone's
assessment, MCH care is the rnajorhealth need in Afghanistan. The MOPH and MSH have
begun slowly and carefully to train health workers to meet this need. With the inclusion of
MCFI training, the training programs which MSHassists seem to meet WHO standards with
regard to curriculum and training." .'

The IPFI published the following BHW training materials:

• BHW Training Manuals (Theoretical) Dan & Pushto;
• BHW Training Manuals (Practical),Dari & Pushto;
• BHW Training Manual (fheoretlcal& Practical) English;
• BHW Training Manual Drug Dosage· Calculations t Dari.

BASIC REALm WORKERTRAININGlN AFGHANISTAN: As security conditions
improved in Afghanistan, efforts weremadetootganize training facilities to cover the main
geographic areas in Afghanistan. The strategy of MSH/IPH was to encourage decentralized
training programs' under, wherever possible, local administrations. A decentralized training has
many advantages e.g. greater involvement of localleadersbip and village elders in recruitment
and non':'teehnica1 supervision of thegraduatest enhanced opportunities for trainers to observe
and assess the product (graduate) of their training program in their working environment, and
tailor training to focus on health problems in the area.

IPH TRAINING CENTER FOR NORTRAN1lSOlJ1'HEASTERN PROVINCES: It was
concluded that IPH should cover theeastempravifiCes with a training,centerin,Wardak forthe
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northeastern provinces and another siteJorthe $Outheastem provinces:.. Wardakwas seJectedfor
.northeastern provinces,because of the re!ativelystable. seCuri&ysituationltld easyaceess from
the ,surrounding ptovinces. ,A .rtconnaiuance "W8I"dUtiedoutii'l$eptember, 1990. .After
agreel1lel1ts with community for local support, wassecuted~ attaining center wasset"up atldthe
first class, of BHWs was .started. in,.,N'ovember ,,1990. ",Following, theestablishmtnt of an, IPH
satelqte training center in JaJalabadin ,.OctoberA992, ~Wardat Training center was
discontinued and ,materials shifted to, the IPH office in Kabul. ,

Establishing a training center .for thesouUteasterit provinces~however~ was nottuleasy matter.
The eVeRts and activities associated with trying to set-up this center are illustrative of the
difncultiesand problems encountered Working in art unstable Politicalenviron,ment. '

Initially there was enthusiasm for Seltirig-up ,the certtet in Spill Boldak,>kahdahar Province.
Reconnaissance found, ,hoWever" that ,',aninsuf'f'lCient'numberof;families,wete',living, in the area
for the kind of community training needed. The city of.Spin Boldak,located just teross the
Pakistan border~ according, to'.repdrtS, wasjnol'eof, a "mujahideen treadquartetslcampthan
anything else. It \yasconcludedthatSpmBoJdak would not be appropriate for meeting. the
training requirements.
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Next". recOnnaissance tean1swere' senttoinveStiptepotentialsiteS,in1.abuIProvinct.AgOod
location was found, several meeting were held with the IbCalleadershtp, agreerrtenB for
proteCtion/support were signedartd a building Jor/the, training' facility obtained." 'trainers were
prepared and allequipmeht,rnueri31s,andsupplies,needed to"tUnand accommodate

, trainersltraineeswasdispatched by trUckftom'PeshawattoQ~tta,tla1uati.ttan ptovin~ for
crossing into zabulProvince, Afghanistan. The truck and staff were literally on the, way
between Quettaand the Afgbanoorder when'MSHwasinfotrnedbyU.S.A.I.D.that,dueto
kidnapping of some intemationaLaid wotkersin2abul, O.S1,A.1D;was imposing a ban on
support to Zabul Province.:Messageswereiml1'lediatelysetltand luckily the truck and staff
could be informed before crossing into Afghanistan~, Meanwhilea,corilmaitder, in ,Ghatni
Province took two American hostages employed by aPVOwhichresulted in U.S.A.I.D.
declaring a ban on all cross.;border assistance inJulyl99,l.

Six months later" when the, bail oncrOss"border8S$istance,wasliftedanew~ceteam
was sent to Tirin Kot, OruzganProvince wbicbhad recently been libefatedand needed support.
It was ,from, ,a geographic ,point of view, an excellentlbcation,butthe "members of the
reconnaissancetearn '" were, kidnapped' at gun ,point .andtheit vehicle stolen.,., ,The,Jeamwas
deprived of all valuables and leftduring the night along an isolated toad in the desert. The

,kidnappers however told them tJrey wouldfmd a road side hotela few kilometers Jurthet and
that they werelucky not to be killed" but if tbeycameback to TitinKotthey would be ,killed.
Obviously that location ,wa$' crossed.offtheJist dfpOssib,lelocations 'foratrainingcerltet. "
Investigations were carried, out ,in Kahcmhar,actuaIlysevetalttipS,andagteements.were' reached
with the Kandahar leadership and govetnorforspace in the damaged Mirwais HospitaLfor the
IPH trainingcentei. Supplies, equipntentlnd staff'weresent and stveralttlOrtt'S ina section of
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the Mirwais Hospital were rehabilitated for the IPH training center. An inauguration was held
with the Governor of Kandahar as Chief Guest,but before activities could be wellestablished,
fig~ting broke out in Kandahar and all activitieS had lobe suspended for an indefinite period.

REGIONAL (OR AREA) TRA~9 .CEN'rERS: With~~l'pansionof the AHSSP, MSH
Field Operations had established dialogue withcommandersldipruzations responsible for local

. government in defined geographic locations. The principal organizations with whom training
became involved were: Supervisory Council ofNorth Area (SCNAorShura-e Nazar), Health
Committee of South and Southwest Arta>(Ismail Khan, Hetat) , HeaIth Committee of Central
Afghanistan, (Harakat~ IslanD Afghanistan,HIA,·Mohsini.) and Health Committee fot Paktya
and Pakteka (HCPP ofCommanderJalaluddin Haqani). Discussionwith RHAreptesentatives
in Peshawar were initiatedtodetetmine whether the organization would be interested in setting
up a training center, mainly for BHW .training and technically linked· (curriculum, teaching
methodology, training of trainers) with the Institute of.Public· Health, within their area of
control.

The first organization to develop a Plan of Action (or Hnplementation of a training center was
the Shura-e Nazar in Takhar province. trainers were recruited and.a·specialtraining.of trainers
program was 6rganized by MSH and IPH.·The first 8HW training class was launched in Takhar
on 15 July 1988. Similar actions were followed for establishing such a training center for
HCPP. The first class started in MiramShah in 8 November 1988..The Miram Shah Training

.Center was rnovedto IChost, P~ya Province inDecembet 1992, where training activities such
as BHW Continuing Education PWgI'am (BHWCEP), management training, and Primary Health
Care (PHC) seminars took place.'

The Health Committee of SSWA expressed interest in such training. There was definitely an
acute need since the far western provinces were at the end of the line for Peshawar supported
programs. A Plan of Action was developed. follOWing. a similar pattern as for the SCNA and
HCPP training centers. Trainers were recruited and trained by IPHIMSH. The training center
was set-up and training of BHWsstartedon 21 March 1990. Due to complex administrative
problems, only one training program was.completed. The problem was that the SSWA Health
Representative in Peshawar, it seems, did not have the authority to implement financial and
administrative procedures needed byMSH for justification.of funds provided by MSH for
operation of the training program under theeorttrol of SSWA in Hera.t. Agreements for
accountability were reached between. MSH and SSWA in Peshawar but subsequently not
implemented. In this regard, many meetings wereheld to' try to solve the administrative and
management problems but to no avail. ThiHea.lthCommitteeof SSWEr for whateverreasons,
did not itnplement basic accountability procedures for either technical or financial matters.

The health committee (HIAr MohsiniOroup)reptesenting.centtalAfghanistan ot the Shia
population requested support for setting-up a training center in Behsud, Wardak Ptovince. This
wu agreed to and like the other RHAtrainingprograms,theywere linkedteehitieaIlyto the
IPH~ The first BHW training session began on 20 November 1990. The responsible officials
for this program were not active or could nofmanage the training program. Accountability was
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officials ill Peshawar were Uftabletoteach&.Mutuillysatirtadotyte$OludOll.Of tbeproblems.
As atesult only two BHW traitdng ression cOuld be certitied byMSH Training Department.

tABLE··.U. t,

BBWOt1TPt1TPbtTRA1NINGCEN'tD '.

1. ....:::::us

CENTER ORGANIZAT DATE NO. TOTA
ION "'FSTA8LISR ··TRAINING L.. ED ,SESSIONS··. .•'TAAJ:N

. ED'.

Jamiat AHC/IPH 14 April 87 9 435
(Dua) .

.'.. . ..
Harakat AHC/IPH. 18 April 87 8 . '. 402
(Cherat) ' .

....

ANLF A,HC/IPH . 1 May 87 ·.·10 390 I'

(Shagai 1)
'. .. .. .'

"

N1FA AHC/IPH 1 May 87 9 399
(Shagai2) .>

i ." ..'
I

'.'

Ittehad AHC/IPH 13Aug~st88 197
....

4
(Pabi) ....

.' I

Takhar SCNA ,lS July 88 .6 ,. :176 ··1·····
\

Miram Shah HCPP 8 November 6 102
.' 88

Herat SSWE 21 March 90 1 IS
(Zendajan) , .. "

Wardak IPH !
10 Novembet 2 12 I

(Central) 90

Behsud HIM: 2{) Hovttnber 3 49-
(Shia) ", 90 ;,

: .

Balkh SCNA 22 December 4 65
' ..

,·'90 I
"

Jalalabad IPH '.. ..3Jlanuary. 1 1
'93 I

.
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B. TIlE INSTITUTE OF PUBUC HEALTH

O~VIEW: Part of the strategy evolved fot'develbping the capacity of the AIIC to plan '
and manage their own training programs was to create a technical and, managerial support unit,
an ARC Training Center, for MSH sponsored training programs.

~ - .~

-.-~

With the backing of the ABC leadership aTtaining Center~ established in August'1987.The
tasks and dutiesenvisaaed for the Training Center were to develop curricula and implement
trainina proarams, train trainers, CCJilduct seminars, workshops and refresher training, certify
competency of health workers, develop and publish training and other health education materials,
provide audiovisual support, maintain a reference library and coordinate training activities with
the AHC and outside organizations.

Gradually the ABC Training Center was set-up with eachparticipating tanzeem allocated equal
number of staffpositions, as demanded by the tanzeems. For example, there were ,four tanzeems
'participating and whenever new staff were required, four positions had to be created. This had
advantages as well as disadvantages. Recruitment was by the ta1lZeem and in certain cases the
candidate was not qualified for' the position. Whenever an unqualified candidate was
recommended, MSH declined to provide salary support for that candidate. This political
patronage system caused some problems, even when the staff member was qualified for the
position. In the long run however, the fact that the organization had a balanced and strong
political base was a defmite asset. '

With the creation of the Afghan Interim Government's Ministry of Public Health in, 1989,the
Training Center was redesignated as the Institute of Public Health (IPH). Prior to the formation ,
of the AIG , BHW training camps were mostly under the technical and managerial supervision
of the tanzeem where the camp was located. But, with the authority of the AIG, the IPH was
able to obtain full responsibility for technical and administrativeconttol ofallAHC established
training camps. '

Under the leadership ofa highly·qualified and dynamic DirectorGen~ta1,the IPWTraining
Center made rapid progress with organizing and staffing the various compotlents of the
organization. IPH, based on the principles and concepts of primary health care, took the
leadership in developing a number of training programs. describedelsewhete in this Report.

One of the important goal. of the IPH was to promote decentralized training through other
Afghan organizations. For this (decentralized approach) l})H ptovided teChnical and
administrative support· to the RHAlor training programs,as described above. ,It is worth
mentioning the'IPH wu instrumental' in preparation,of,the 'Masterplan for Rehabilitation and
Reconstruction of the Health System in Afghanistan in 1991.

Following the departure of the Russians in February 1989, there wasgrtat optimism that soon
the entire ABSSP would be moving to Kabul. Prior to that event however, the Training
Department worked on setting up decentralized training centers in Afghanistan, as previously
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stated.. As, the requirement, for ,training a high volume ofDlfWs ,was ,reduced, (the ,AHSS
Project Review from 15 January to 9 February 1990 recommended a ceiling of 1700BHWs,
a prqjection of one BHW to six,to seven thousand post-war population, be applied. "this
recommendation was adOpted by U.S.A.1.0;),aetivitieswereconsolidated unDone Jacility)n '
Peshawar in late 1990 and the remaining, BHWtrainifig carnps,suttounding, Peshawar were '
closed. The lastinitial BHW training class in Peshawar wascompletedihAprill99l.

On 1 OCtober 1991, U.S.AJ.D. irnposedaceilingof 1,326BHWs,Le.thenurnbet'of&HWs
in active service, according to MSHField Operationsreconls.' on 30 ,September ,1991.

Asa ,rtnt step for reestablishing .in A(gharlistail, ,.the'lt»ltcteated.asatellitetraining~'terin
Jalalabad. The Shura (assembly) of NangahUaIloca:tedspacefor this ,satellite. training center
in the Jalalabad Nursing School building. Most IPIt staff were transferred to Jalalabad
beginning OCtober 1992 and completed the move;by December 1992. Afewstaffremainedin
Peshawar to liaison with MSH and safeguard materials. The remaining staff positions and all
materials were shifted to Afghanistan by June 1993.

. . .
. . .' '. .... .. .

After the IPH set up a satellite training center in Jal.a1abad, plans were made forestablishingIPH
in Kabul. The MOPHallocated certain rooms within theJntermediateMedicalInstitute in Kabul
for IPH ,activities. Training equipmentsuchasphotocopier,VCR,.o~erheadprojectors.
microscopes were air Uftedby the FirstDeputy.MinisterofHea1th.,. -Dr. Pathnie, to kabulsnd
secured in the offices' allocated, fot the {PH in lite, 1992.

COURSE DESIGN AND CtJR1UCm.llM DEVEWPMENT:Aseetion ." within.ilie
AHC/IPH was created to work On designing trainingprograms,includingcumcuJa for programs .
to be implemented,by the IPH. The training programs, devtlOpedbylPll, a(eas follows: Basic
Health Worker Initial and Refresher; Budd)' ,Care(FirstAid);kuralHeaIthOft1cer(RHO);
Maternal and Child Health Officer(MCHO);:FieldMicroscopist,DoctorRefresher;.Nurselmid-
level (medical technician)R.efresher. '.

BASIC B&\Lm ,WORKE1t(BHWlTtWNlNG: ,'lfiitial&RW tnrlningwasdeSCribed .
p~viously, therefore, onlyBHW Continuing Educauort Prograrn{BHWCEP) willbedescribed
in this section. ..,..

All BHWs' eligible for te$upply kitsandlawywhetbersupervisedbyMOPH.ot1eaional
Administration are, as a condition for resupply, required to attend a BHWCEP training program.

The training objeCtives were to:
. .

i. review core skills defined for BHW and ensu~J~HWco111d throUgh dernonstration ,andro1e
play correctly use skills, and. knowledge;

ii. stretlgthen community developmentskills,e.g•. influence of social/culturalBnd envitoriment8J.
factors on health status, working.withvilJageelders andcomtl1unity leaders;
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iii. strengthen home visiting skills, particulariy on recognition and attention to child survival
interventions; •

iv. discuss and review procedures on implementation ofpreventive artd promotive; health services
in the community; . .

v. introduce dai training (harmful microbes &. handwashing,oral rehydration therapy).

InitWly BHWCEP training was conducted in Peshawar training facilities,however, as training
centers were set-up in Takhar and, Balk:h (SCNA), and Khost (HCPP),. their trainers were trained
by IPH for this activity. With the closing of Peshawar facilities and Improved security in rural
Afghanistan, the BHW CEP training strategy was changed. Rather than classroom, trainers
were assigned to carry oot· this program at the district level' for the BHWs active in that area.
Trainers first conducted a field assessment of each BHW whichwas followed by training for the
group in one of the villages where a BHW was working. By dealing with ,real life problems and
situations, trainers were able to focus on the actual training needs ofBHWsrather, than through
simulation.

As BHWs, following the completion of the AHSSP,would no longer teeeivesalarysupport,
. a strategyfor privatization or indigenization, which means building on traditiOl1a1 or naturalways
.in which community support people who provide a service, needed to be developed and
implemented. A seminar·sponsored by IPHfot this purpose was held in April 1993. Invitations
were sent to Area Representatives,. MOPH health officials and senior IPH trainers. A Task:
Force was created to expand on the ideas and strategy proposed. at the seminar. Field
investigations were carried out and based on .experiences, the topic of intligenitation was
included into BHW refresher training.

For the last resupply, a large group of BHWs were requested by Field Operations to present in
Peshawar. Training Department was informed that up to 462. were expected. Since it was
impossible to manage such a large group in Peshawar (all training facilities, closed), IPH
organized the training in JaJalabad. This training was conduetedin two sessions for 14lBHWs
who had reported on schedule in Peshawar, followed bya second group of 71 foratotaJ'of 212
BHWs.

ASSESSMENTS: One of tJ1e important steps in training. is follow-upandassessrtlent oftrainee
to determine whether the training; prepared trainee to perform the tasks and duties as specified
and, among other aspects, was the training appropriatefor the job. "This is a normal activity in
any training program, however, in the>AHSSP, special attention had to. be devoted to this
activity. First, expatriate staff were not'allowedtocrossinto Afghanistan because of secUrity
and other political factors. Afghan trainers, new to the job, were not experienced in assessing
health workers in the field and needed on the job training. It was equally hazardous, in the early
Project days, for Afghan train~r:s to travel to districts/provinces other than their home
district/province..

For this assessment, a comprehensive proforma was developed and field testedin six different
provinces in November 1989. Following the development ,of the proforma, including data.
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RURALBEAL1'BOmCERamO)Co~:ayIatelg89,cobsiderablepri)jtessibad_
made. toward providing some health setvicesthtough BHWsin rural Afghanistan. With over
1000 BHWs trained and fielded in all 29 pnwinceS,attenuon was fcicusedort,developing a
system for technical supervision. of these BHWs. .' A review of the literature, regarding·
community Ialth programs worldwide) :cacegotieallystated the need for tegliW orpttiJed
supervision of field staff, e.g. Strengthenmgthe perfOrrilanceof community health worketsin
primary Ialth care,-Report of a WHO SfudyGroup,Technical Report Series 780-) WHO
1989; -The Community Health Worter,Guidetines for training., WH01987;-Commumty
Involvement in Health Development: Challenging Health Services, Report of a WliO Study
Group·, ·TechnicalReportSeries 809-, WHO, 1991; RonaldW.O'Connor, MtJ1IIJging H~alth
Systems in Developing An!tLf, Experiences /r()1n A/ghahistan, 1980; Doris M.8rormJ,TralnJIIg
and Use ofAuxiliary Health Workers: .UssonsFrom Dtveloping COUlrtHes, American PUblic

tabulation, trainers, on a. rotation basis, were assignedto,carryout fieldasSessrnents 0'1 a regular
basis in accessible provinces. , Accessibility varied depending on securityamt weather conditions
e.g•. roads block due to snow (see Appendix 1l·2,Manag~mertt Sciences for Health, Training,
Department Facts and Statistics for copy of Assessment,Proforma)

Based on observations, tabulation ofdata,"BHW.cumculumwasrevisedor, modified. A, major
benefit.washaving the trainers leamfirst ha.ndaboutproblenu BHWswereexpected to manage.

" These trainers could then modify their,teaehing plans toinclude"real"problems.

BUDDY CARETlWNING: ,Asspecititdin U.S.A~LD.docurnentsB~yCare or fitstaid
training was one of the aeti~ties to be implemented by MSH. As soon asatrainingstrUeture
was in place planning for Buddy Care was initiated i.e. late 1987. Agreements were reached
with the ABC in early 1988 to implerneattthiltraining in the mUjahideen training camps (these
camps were used by mujahideen for their acti'Vitiesand not related with refugee camps)., Ast:he
war inside Afghanistan was cr~g many casualties, it was a priority to train as many
mujahideen as possible in basic, 'lifesaving first aid, measures. A.two-day training ,program,
patterned on the International Committee oftheR:edCross (JCRe) model,,WaB developed by the
Training Center. Ten paramewca1staff were recruited and trained as firSt aid trainers and
assigned to conduetfull-time trainingfor themujahideen who were rotating thorough the military
camps around Peshawar. The training, primarily in trauma stabilization,'was designed to enable
a mujahed to provide lifesaving measuresfor his Mbuddy" in the field. At the end of the
training, each mujahed was given' a sterile compress to carry lnhis kit. By the time this
program was discontinued in- July 1991, over 36,000 mujahideen had been ttainedin Buddy
Care. The training was discontinued because,military activities weresnbsiding in Afghanistan,
2078 BHWs, well qualified in first aid measures, had been trained and fielded throughout
Afghanistan, donor organizations had.opened maby health facilities in rural areas where war
casualties could be treated, very few .Iilujahideen were coming to the camps.around .. Peshawar
and finally the MOPHlIPHdecided thatthis program,was no longer a priority Md should be
discontinued for the reaSons mentioned<above. In,the JanWU'y/FebruaryJ990.U.S.ArLD,
Review of the AHSSP it was stated "that arty accurate evaluation of their (Buddy Care) worth
apPears impossible. " . .
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. Health Association International Health Programs Monograph Series No.3, Funded by The
Agency for International Development, 1979.

Following extensive discussions. with ·AfglWtcounterpartS, it was concluded that a new cadre.
of worker needed to be deployed toptOvide, notonlyteehnical supervision of the BHWs, but
to strenathen community involvementwithitnplementation,PHC activities and non-technical
supervision of the BHW. The MOP" ,cJecidedto designate thisriew cadre as rural health
officers. Trainees would be, selected from among the ranks ofBHWswhohad: a 10th class
edueationallevel, been active. in assigned location, a&ood wotkingte1ationshipwith community
andverifiableability (skills/knowledge) to carry bUt thetasbanddUties ofa BHW. lUIOs were
to be selected from those provinces where Provincial Public Health Officers (PPHO) were to
be usianed, as these RHO. sbould work under the supervision of the PPHO.Aflet cornp~tion
of training the graduates will be assigned.back to their home province/district.

1

Following U .S.A.I.D. 's approval, trainees were selected according ~. the criteria .fated above.
Course and training materials, f~used on supervised field practice, were developed and the first
class (20 trainees) started in July 1991 arid was completed in June 1992. Due to development
work this first class ran for 11 months but,. through.refinements. and field testing, the•course was

, redesigned to be completed in six months.,. Supervised.fieldptactice(four weeks) was held at
the Wardak Training Center, Wardak Province,. Afghanistan. After teSting, practical and
theoretical, the trainees were certified as Rural Health. Officers and assigned, as. previously
aareed, to their respective districts. The IPH in ~h 1993 held a, CEP for the. RHOs in
lala1abad. During this CBP, the- RHOs prepared repom on their activities. Aftercompletion
of CEP, exPerienced IPH trainers carried out assesstnentsand field supervision of the RHO..
This is a' regular and continuing IPH. program activity. The .last CBP was held in. Febroary
1994.

MATERNAL AND CHlLDHEALTHOmCEIt.<MCHO) COtJRSE: ... Concomitantly .with
the development of the RHO ti'aining program an .MCHOcourse<was planned as health· care
services for women and childre'l were; .. for .. allpracticalputpo5eS,non-existent... Due to social
and cultural factors effecting women in Afghani.tan, establisbitrgsuch a trainingprogratn
necessitated a very cautious and·.carefulapproach.Leadershipwasanxious'to avoid any possible
nUsunderstanding or incorrect impression.regarding the .teeruitmentand training of females,. as
adverse rumor could have a long term negative effect and even stOp'fUture traiitillgof fei1We
health workers. . .

A'section within the IPH was· set"up forMtIiO~training. Femaletrainets(doctors and trained
DUrIe midwives)' were recruited. AbuildingexC:lusively for females. was hitedand.equipped.
Both MCHO and MCR Department female, staff were accommodated in this building.

The course was planned for two phases (three and nine monthsrespeetiveJy). Theflrst phase
prepares the trainee as a BHW. The reasons for this are: to allow the trainee to achieve a
recognized certification (BHW)inthemmt sbeis unable to continue to phase'2; and to·assess
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The first field microacopilt training whichbeganihSeptember 1990cettified 10 trainees as field
mic:roscopistafollowed. by a second training stattinl in May 1991 for 10 trainees who were also
certifif:d as field microscopists by anextema1 examining board. During the intervals between
tl1inin.tM trainers field assessments were carried out. Since October 1993, IPH worked with
DrfC on laboratory trainin, in laJaJabad.

whe&ber or not the trainee is capable for~Ily learning,. within the specified time period.'
advanced and.more complex topics.

Curticuluni was desiped to empbuize application of skills and, know1edgein a rural setUnl.
~y, e.,. borne viliq, home de1ivety.daittaining. 'fhefirstCOUJ1e,condueted in
Pabawar for trainees se1iJcted .. a firsl preference from Afaflanistanandaecondly assurances
byfamilythit the trainee upon successful completion of the training be allowed to mum' to her
hoInediJtrict. 'U.S.A.I.D., baed OIl the sttateIyof ptovintialpublichea1th offices. approved
in advance the districts from which trainees may'be rectUited.Followinathis approval the first
counestarted OIl 6 April 1991 and was completed 12 April 1992.

fi()11owinathe completion ofthia.t;.rst course and under the leadership of lPN, the curriculum
wa:s rmewed and standa:tcfized by representativesfrom MSH. IMC. -MCI, IPH and WHO. The
revised curricu1~m.English, was translated into Dari. One trainee and oneinstructors'manual
have been printed both in Dari and Enillsh. 1'beMCHO training, along with aU other. training

, activities" was ·relocated in J.lalabld., ''IiUsl'lecessitated obtaining classrooms and sites for
clinicil and flCld practice; which took ti,meand considerable effort on the part of the IPH
leadership to reorpnize. Some of the experienced trainers were unable to move to laJatabad10.trainers~ to be recruitec!"&nd trained. As the training was in laJa1tlbad,trainees were
recruited froJDthe SUl'I'OUndiil&. provinces. Careful selection process. was followed to ,find

.' t.raineeswith sufficient educational bactcaround to handle thecoursecontent,and each family
was interviewed to be sure the, traineewufrom the chosen area., AfterU.S.A.I.D. approval
was obtained, the second MCHO training class began witht6ttainees in Aprill993. Thirteen
trainees successfully completed the didactic phase on 7 February 1994. MCHOkits were
prepositioned in lalaJabad and will be issuedaccordiJtgly. During ,the MCHO ,training in
Jalalabad,four ~ners, twO females from Balkhand,one married couple (both doctors) from

, Takhar province, were given acomprehensive orieRtatWn ,forsettingupa similar MeRO
training program in their home, if ever fundingbecoines available.

FIELD MICROSCOPIST TlWNINC:Withthe expansion ofelinica1seMeesthtOugh
comprehensive care clinics and .small hospitals, basic labora1Ory technicians or field
miClOlCOPist~to be trained to fiU vacant positiOilS. Forsuchttainin,the )IPHdeveloped
in~ with other field microscopist training'programs in Peshawar and WHO,'
'established a field microacopilt', training pioiramusing thestandatd~20.weeks WHO
cuniculum, includin, WHO approved external te$ting andcompefefiCy certification.

llEFRFSHERTRAINlNG FOR DOCTORS,tNJ).lWRSF.S: The J:eadershipof the ABC
'.jl'''''f':~'>''::0< '. ;i',i~~' ~uae~f the waraituatkm in.:;f\f.'hanis&anandlackofcontinuing educational
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opportunities, anxious to establish areftesher training program Jor doctors atldnursesserving
in clinics and hospitals in Afghanistan.A.sectionwithin theIPH wasset..upforthis activity and
to 'N,ork on therefresber training course COIltent.A..Professor of Surgery and retired Army
Medical.Officer, Dr. Douglas. Undsey .was•Invited(Pebruary .1988). to review the progress on
developing the course content. and offer suggestionS foritnprovement. As it wasitnpossibleto
gather more than one or two trainees at a time, in Peshawar, due to the need for their services
in Afghanistan and times forresupplyinPesbawa1'., Therefore thestrategywascbattged so that
a doctor or nurse, in consultation with. the IPR staffassigned'for .this: duty, ,design'a progtam
to meet his specific requirements,e.g. a doctor wishing to improve knowledge, oforthopedics
wu assigned. to work under the supervision ofa specialiSts· in··,one oftheAllC hospitals.' in

. Peshawar. In addition there werecertaineore. subjects on PRC taught by ..,$taft' ot IPH. This
program was discontinued in December 1990 whenU.S.A.1D. withdrew funding except for
combined refresher. training or CMCEP.

. ,

SEMlNARS AND WORKSHOPS: The iPH throughout the life of this Project organized and
conducted numerous seminars and worbhops, depending on the requirements of the program.
For example, on curriculum review, conducting field assessments, doctor "'nurSe refresher
training, RHO and MCHO training,dai training and BHW indigeniation to mention a few.

IPH scheduled, on a regular basis, wOtkshopslsemiftats . for two major activities, Le.
introduction of primary health care conCepts and to,thestrate&y adopted for rebuilding the health
care system in· Afghanistan to health professiona!s.as well as communityleadets~andttaining

of trainers.

SUPPORT SERVICES: To.provide .technical and administrative support for the various
training programs the following departments were created and equipped: (a.)' an audio-visual
section, including graphic arts and calligraphy capability; (b.) library containing copies of
most books and documents commonlyreferted to. for development of primary health care
services and training of paramedical staff. In. addition, a. selectic:mof the common medical· text
books available for medical practitioners and .students in Paldstan; (c.) a publications and

, ptintinl sections completely equipped with photo offset printing capability. A number of
publications and manuals were prepared by the IPH sucb asforexample,.the MCHOmanual and
several health education pamphlets, newsletters,' etc.; (d.) administrative and finance. section
wu responsible for receiving, distributing and accounting for all funds provided by MSH and
overall management of facilities, equipment and supplies issued by MSH.

TRAINING COSTS:, An important aspect and' Consideration for all training actiVities was
.Jceeping the training cost as low as possible. This objective (low cost) was kept in view when
planninl traininI so that it would be feasible, after theAHSSP, for the government to continue
these PfOlrams with their own~urcesorbein a better position to attract donor support.,

All training was implemented by Afgbatt training staffat the salary rate established for Ministry
of Public Health. these relatively lowersatary tates helped keeP trainina costs down. It Is
recognized, however, that saIaryrates established by Peshawar organizations were significantly
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higher than the Afghan govemmentrates, but given present political and inflationary Situation
in' Afghanistan, who can predict what will transpire. When,ever possible, existing Afghan
insti.~tions w= utilized for training at no additional cost for the AHSSP. For ,example, BHW
training conducted within rftujahicJeen camps, MCHO training in Afghan OB/OYN facility,
CMCEPconducted by lPH in the AlO hospitals in Peshawar. Startup costs e.g. training
-equipmentlikc projectors, VCRs, printing press, furniture were incurred butmost materials have
potentialfor use over along period. TotalprogramcostsJor training supported byAHSSP was
. 3.1 million U.S. dollars (estintated) or 8.6% .of the budget.

As BHW training \Valone ofthe~rTtain1nIDepattment outputs, a teeurringcost analysis
,was made between lPH COltS and RHAcosts per BHWtrainee. It was found, ,buedOil the
BHW trainingmode1 fot.staffing andallowat1CeS,thatitcost U.S. S1l3per month perttainee
or U.S. S341 for one trained BHW by IPH anttU.S.$l06per month per trainee or U.S. S319
for one trainedBHW by a Regional Health Administration.

-c. MEDICAL CERTlFICAnON '

Certification of competence of professional staff for MSHsuppotted clinics and hospital was
. managed by MSH Field Operations up to mid 1991, when Training Department was requested

to·oversee this activity. This was an essential •activity, because there were, so many different
training programs, each setting their own training objectives. (It was impossible to determine
the level ofcompetence either fromthetit1e ofthe .worker or duration of training.) In July 1991
Training Department requested RHA committeeS to form an ad-hoc committte to work on
uPlJ1ldin& testing and certifyin& procedures for professiOnal and technical staff and develop

, written and practical examinations for mid-ltvelinedical technicians based on the CMCIWHO
skills check lists, plus define qualitications for<doctors (general practitionerand specialist) before
,and after changes were made by ti1ecommunistgovemment in Kabul. A doctor from each of
the partidpating organizations.was assigned for this purpose. The IPHmanaged this activity for
AlO Ministry of Public Health facility Staff.

'I'he,"new testing and certifi<:ation system (or. professional and technical health staff was
implemented in December 1991. Up to June 1993, a total of 364 health workers were screened
to determine"level of competeace: .

D. 'COMBINED MID-LEva CONTINUING EDUCATION PROGRAM (CMCEP)

In December 1990U.S.A.I.D. informedthattinancial support for rnid-Ievelcontinuing education
activities would be provided toU.S.A.I.D.fundedorganizations only if they worked together
to impJ.emetlt a standardized c:ombinedrnid4evelcorttinuift& edueatiott program. For this
purpose a Cote Group with. atechmcal. representative ..from each of·, the. '. participating
orpnizations.Le., International MedicalCotpS, Institute ofPUblic Health, Management.Sciences
for Health, Mercy Corps International, SWedish Comntittee for Afghanistan,andWorld Health
Organization, wasfonnecJ. . ,
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The objective for this Core Group,was to prepate'a standardized mid·o1evelcontinuing education
curriculum for training active mid-level health workers to ,a uniform standard of, skills and
know1ed&e. The Core Group developed an 18 week ,COUtSetowhich mid-level health workers
supported by ~ participating organization would be eligible for ,admission. , Materia1s',were
prepared inoan, Pushto and English. It was decided that IMC,IPH and MCI would be
responsible for conducting thefitst CMCEP c1Uses with a maximum of 2Strainees in each
class.

The first CMCEPclas$ was cond~ bylMCinThal, and MCI in Qtietta, WithIPH,trainers
participating,as required. During the second CMCEP training session two new sites were
added: IPH in the MOPH clinical facilities in Peshawar and IMCatNasir Bagh. After the
completion of the second CMCEP session, support for MOPH clinicalfacilitiea wasdiscontinued
and facilities were closed. As a resu1t lPH did not ditectlyoperattanotherCMCEP training
session but rather participated with'IMC'in'Jalalabad. MCI'cond~ one session in Kandahar.
The following Table presents the output per training lite to which trainees were sent by the
participating organizations as noted above.

TABLE II-2

CLASS DATES

cMC£P

ORGANIZ. LOCAnON . GRADUATES

FIRST 2817/91-7/11191

SECOND 23/2/92-2S/6192 .

THIRD 2917/92-26/11192

FOURTH 12/6193.;23110193
IS/3/93-717/93

FIFTH lS/8/93-1S/12/93

!MC THAL 24

MCI QUETrA 23

IMC THAL 19
IMC NASIRBAGH 20
IPH PJ?SHAWAR ·22
IMC NASIRBAGH 17
MCI QUETI'A 20
MCI KANDAHAR 13
IMCC/IPH JALALABAD 19

,IMC/IPH JALALABAD 21-------_.....-. ... a ........ ••••:tiI"_.
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IN'rRO])UC1'lON:1'his section of the Pinal·J{eport· was drafted by Mt.Sabir L.atifi, Deputy
Health Services Development Advisor, and covers. the periooJrom January1990 to ,28 :February1m. . .

F. MANAGEMENT· TRAINING .

v.

Since the bqinnina of the jihDd (1979), few Afghan professional were exposed' to or had an .
oppOrtunity to learn about current developments in delivery ofhealth careservk:es indevelopinc
countriea. Between the 1979 Alma Ataconference and the bCcinninB ofthia Project. primary
health care came into beinI"as the main strateIy·fordelivery of health eateserviCea. The
Afaban professionals with whom MSH came in contact were almost excl\l1ivelyfOcused on
medical care, Le. hospitlls and clinics, .. the best means forprovidmahealthcoveraae even in
rural areas. Obviously such an approaeh.(medicat<:are) would not beaffordabJe, sustainableOt
have impact on health status of the population scattered in hundreds of small villages.

E. PARTICIPANT TRAINING

'!be leadership of the RHAs and MOPliJn early 1990 requested· Manqement SCiences fot
Health (Health Services Development Departrrient)to assist.with: .

. .

To increase knowledge.and\ltlderstalldiJ,'lltflongftetdthproless1onals:aIJoufvariOOj :approaches
to .development of health services, it was determined tJiat a small participant trainingprbgram .
would be beneficial for the promotion oldie aoatsandobjectivesoltheAHSSP~The Boston
University CertifieateProgram, 12 weekcoursesdesignedprirnatily forhea1thptofessionals

. from developing countries was chosen, asthecoursedescriptionandrepuWionofthe Director
sullested that the program would be very goOdirtdeed..T\Vo partiCipants were ~tedfor the
1989 Summer CertificateProgramt Health CareinDeVdOPin&Coufitr'ies, onedf whom is OOW
theMinistet of Health of the. lsiamic State ot Afghanistan.. 'Up to summer1992,. the last course:
to which participants were sent, 14 .atumdedHealth, care irl:Developing Countries, three
ManqementMethods for Intetnational.liealth,and one FinatlCing, Health C8rein. Developma
Countries. AUt excepuwo (one official migtattdto theUS and one whereaboutsunknown),are.
working in some capacity on healthserviees for Afghanistan.

. The Project, in cooperation with the MOPH andtheRHAs,. developed plans to.sponsor and
conduetannually (a). Senior Manqers WorbbOps. (b). BasicAdministrativeWOtksbopsand .
later (c). a Master Manqement WorkShop for personnelofMOPHand RHAs(for health
planning workshops su section m. Health, services Planning arid ~rneno.
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BASIC AMINISTRATIVE WORKS8op: Based on the abOve objectives, a training needs
assessment was carried out to develop aworkshop agenda and training plan. The workshop was
conducted on August 19, 1990 in Peshawar for 2S administl'atOtSftom three RHAs in
Afghanistan. This workshop wuthe first ofa series of· Health Services and Management
workshops conducted by MSH and our counterparts; in fact; it was the first ever management
workshops for health manaaersfromAfghanistanin Peshawar. Donors(U.S.A.I.D., UNICEF,
WHO, Swedish Committee for Afghanistan,IMC; } were asked to at~nd the first day of the
workshop to meet with actual implementors"and tield>manager. At the erad of the workshop
participants were able to explaitlmanagementconceptsand health adinirtistrative.systems, plus
participantsdeveloped a one year workplan. The participants were provided.with ·office.supplits
for one year period and left for Afghanistan in late September 1990 to set up administrative
centers in their designated catchment areas.

SEPl'EMBER 1990 SENIOR MANAGERS.woaxsUOP: Based on··previously developed
plans with the liaison offices orRHAs, MSH sponsored a wotkshop for 24. senior health officials
from three RHAs.This was the first workshop in 12 years where health planners and senior
administrators from the areas mentioned above. were able to coine together to discuss health
services development and consider stra.tegiesfor rebuilding health services· in· free Afghanistan.
The workshop provided the opportunity for exchanging ideas, as well as stimulation to work: on
developing specific plans for: expandedBHW training,fernale health workers training,
improved personnd management, establishment of health facilities. and improving supervision
and referral systems. The output ofthe wor~wasthepreparationofone year detailed and
a three year general workplan for each of the· AlISA. theSe workplans formed the basis forthe"~
development of MSH workplan forRHAsactivities for FY-91 .

. Following the workshop, the RHAs Committees together held individual rntetingswith WHO,
UNICEF, CMC, the European Umori and theMOPH'sIPH. They were.also invited by ACBAR
Health Sub-committee to present their activities and plans to ACBARmembers. Thesem~tings

appear to have contributed significantly to the visibility, credibility, .and acceptance of the area
health committees by the humanitarian assistance and U.N. organizations in Peshawar.

JULy 1991 SENIOR MANAGERS WORKSHOP: Planned and orgartiZed a workshop for
senior mangers from RHA health committees. Based on a review of 1990. workshop and
discussions with RHA liaison offlCCl'S and IPH, a new cutticulum was developed that would
complement~ material presented in the early workshop and. meet. the continuing management
training needs of senior manaaers from inside.Afghanistan. Btnphasis in the curriculum was on
basic management skills, using examples and supporting material relevant to the needs of
managers in the development ofa rural health network. The design was 10~ lecture/discussion,
60" small group exercises, 2O"smaUgroup presentation and 10~ discussion and review. The
workshop was conducted the last week of July and the first weekof.August 1991 in Peshawar.
TwentY five 'senior manaaena~. .

The workshop was evaluated at the conclusiQll, and a needs assessment conducted to determine
manaaement trainioa needi fot future workshops. Puring this process tnanagemel\t training for
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A total of IS candidates were enrolled by theRBAand lPH in Master Management Trainina
course. 'A Curriculum was developed ·,covering basic management skills in 25 subject" ateas.
Each subject or module was supported by background material, cue studies, andsmaUJfOUP
exercise specific 'to the, situation in Afghanistan. 'I'ht:curricutum wasttanllated, itt., Dari" and
Pushto.

. . ••• ! . •

Following the seven week course the, trainetswere divided into five teams and assigned to
conduct a series of workshops fora designated category ofhealth worker from various provinces
in Afghanistan in Peshawar. 'This activities, Whieh was ,eatriedeNt under theelose supmrision
of Project statt, ,proved very' effective' for.·theit futu1etralnin.'wor~ .Dutina••,thiapbase,
the ttainerstrained a totalof9S health workers in ~·rnanaeementwhoeatnetoPeshawar for
resupply and refresher traininl~ At the endaf May the trainers; after develdpiftlaOneyeat
workplan, returned to Afahanistan and 'started their 'work at their posts in each Project
Supported training center. '

MANAGEMENT TRAINING AND MANAGEMENTDEVELOP.MENT:,Ol\eofthe Project
,objectives ,for 1992 was to straighten management ofhealth services. 1beplan forthisimportant .
.ctiVity lftduded: "

; ,/.l'r ~,':

subordinate staff was identified as an iltlportallt r'leed. The senior managers felt that to be more '
effective in introducing managemerttconcepts, subordinate staff" needed to understand the
management process. Discussions ontbis subjeCt led to a plan to train mastet Management

, Trainers' for placement at Project supported' training centers.in Afghanistan.

TRAINING OF MASTER MANAGF.M}Nf TR.AJNEJs: At the conclusion of the 1990
Senior Managers Workshop, the need for largesCale management trainingofbealth committee's
adminiStrative staff and health personnel was'identified. Since it was not effective or feasible
for MSH staff to train that 'many personnel,,'itwas decided that MSH would sponsor and conduct
a Seven Week Master Manqement1'taining WorkshOp whel'e Master Management Trainers of
RHAs and IPH would be trained forcondueting regular management workshops inside '
Afahanistan.

Project staff met, on regular baais With representatives of RHAs and thelPHto deVelop a plan
of action to' train Master Management Trainers. A job description, pay scale and cuniculum
outline was developed. It was required that candidates be from a province where a Project
supported training center was operational, and candidates had to serve thereto be COIlSi<lered for
one of the positions. '

The IS candidates were trained for seven weeks ,in February and March 1992. Their training
, included a detail review of the 2Smanagement modules" hOw to conduct" a ,training needs

assessment, bow to select' the appropriate modules for a particulat,group and,how to, plan and
organize a workshop. Their training" alsO included pnacticetraining in which each candidate
was required to prepare andconduet two or three, sessions {or the other clndidates. All IS
candidates successfully completed the training.

4.· _.Lit... - '... • '_&"••"·;M ......,. t , . J' • q • • .
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L training Master M~ementT~nersas a~tlTce person for management
training and management development;

ii. placing the trained Management Trainers at existing training centers in
Afghanistan, asa focal point from where management training and
management .developmeht would· be ·implemented;

iii. for .efficiency ·and. effectiveness, integrate management training into the
existing training programs at these centers;

iv. assist the administration ofProject supported training centers for conducting
efficient and effective over all training;

v. Help the administrative set up of Area Health authorities and Project
supported Area administrative units;

Due to ethnic fighting the Master Management Trainers were not able. to conduct management
training in Behsud (central Afghanistan ) Training Center. As the Shia population in that area
was under siege, even the Project staff were notable to travel to this training center last year.

The training center·of the Health Coanmittee of Paktyaand Pakteka and .the Institute of Public
Health, became the center for management training and management development, despite the
shifting of IPH from Peshawar to Jalalabad. The IPH management staff were able to conduct
over adozen management workshops and train over 302 health.personnel in.late 1992·and 1993

The Project staff and IPH management trainers conducted the first tWo management workshops
in Kabul in August and November 1993. Over 40 senior staff of Ministry ofPublic Health Were
trained in management con~ts. For the post workshop evaluation.one participant stated "The
Master Management Trainers, in addition to conducting training, were playing an important role
in, planning, implementing, evaluating, and leading of health services development both in
MOPHand the RHAs. The Master Management Trainers will remain as a health services
management and manaaement development resource for Afghanistan, an important role in the
development of this war-tom country. "

MANAGEMENT TRAINING MODULES: An. important output of the Project was the
development of four manaaement training modules. The four modules will. remain as a resource
for health services management and management development, as well as provide the base for

. future management training and.ckrvelopmentactivities. .
:

Based on the training needs assessment, modules on various management concepts and skills
were developed. For developing these modules, resource materials from MSH Basic
Administration workshops, MSH Senior Manaaers workshops, and Harvard Business Review
reprints were used. These. modules were developed specifically for inexperienced managers to
help them with managing health services in Afghanistan. Each module has a session guide,
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G. MSH TRAlNINGDEPAR'lMENT .. 1'EchNICALASSISTAHCE ..

'r*1,.,... , '(

'-. ' ,

INTRODucTIoN: In Novembert986 DtansHote1, Peshawar (a British Raj vintage hotel
established. in 1.891lwasthevenueforlaunthihgtheAHSSP. lnitiaUythe focus was on
identifying and gettirigtoknowthepllyttt·with.whOmwewoold bewotkina, developing an
implernentaUCHlstrategy and budget andestabligJUtrg the MSHOffice inl'eshawar.

The managemtntresource materials.havel~n\Videlyused,e.g.MCH, PHC,administration
and management..worksfl()ps. Materials •. from •.the$e. rOOdulcs •. have also. been used in manuals· for
BHWs, RHQs,MCHOs, VHSs, localdaiiaftd seniorrnanagets.

which includes,objectives of the sessionJtimereq~ forsession,prepa!ltion~, small
group exercises, .case studies, and reading material.. Thernodules have been translated into Dati
and Pushtu. '. ,

. . . .

The next technical staff member added to 'training DepartrnentwaSOr. MohatnmadMasooctin
April 1989. Dr. Masood was> mainly involved with technical monitoring oftraining activities
in Afghanistan and field assessmerttsof BHWs. Dt. MUOOd 'worked closely With eoUtiletparl

As ~ribed above the first training actiVity was to develop, as rapidlyaspo$Sible,a cadre of
primary health care'workers for service in .their home districts in Afghanistan. The'rrainiJll
Advisor provided the technical bac:kstoppingfor this activity in the early stages. however, as
~ program grew, along wiUla corresponding increase in workload, it was necessary to add
staff to Training .. 'Oepartment. .The firststaffrnember recruited. was Dr... ldubarak. Shah in .
February 1988. .Dr.Mubarak was one of the original ttainersinvolvedwith ttainingfhe first
groups of BHWs. However,as .Dr. ·Mubarakwas transferred .by his~t11t tbhoSpiratclinical
duties, the Training AdVisor believedthathis,expetience;woUldbe very usefulbackground for
expanding the scope of work in the MSH Ttaitdng~pattment.Pri0r to Dr,. Mubatak's
recruitment, the Chairmen. ofthe Health Committee to which Dr.. Mubatak was'associated·. gave
his consent. Through:hatdworkandacol1siStentlyhigh.level ofpetformanee., Dr..Mubarak
progressed ftom Assistant Training AdviSOr to Dep\Jty'trainirtg Advisor..··Ouring Dr. Mubarak's
tenure .hewas involved with aU aspects of providing both technical and administrative
backstopping for AHSSP training activities..... It is noteworthy to mention that, during the
evacuation of expatriate staff froni.PeshaWarduringtheGulfWar, Dr.iMubatakwasone.of the
principle locaIstaff members tesportsible for tuMingthe day to day. MSH operations in
Peshawar.

TECHNICAL ASSISTANCE; Theo\'era1l'goalotthe MSH Training Department wilto
. develop and retinethe AHSSP trainingsttategy in cooperation withcounterpa.rtstaff.. Through
o this approach. training prografilswere planned,designed and implemented. The technical

assistance staff.of MSHTraining Departmerat worked in closecoordinatiort with counterparts and
were very much a part of the programlimpl~mentation team. &cause ofthis approach this
report woutdbe ineomplete withnutadescription.oftheMSHTnliningDepattment technical
assistance activities. .
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staff on developing' fieldassessrnel)t 'Pcrotocols, training trainers in use of field assessment
protocols and helping to provide field' information on trainees I&Jt'lnto training programs. Due
to ateduction inCoree called for by U.S.A.I.D., Or. Masood's position was discontinued on IS
November 1992.

By late 1990, the volumeofadlTliriistrative 'support and til'la.ncialmonitoringhad increased toa
level which could not be fuanaged without additional staff. For this activity Mr. Karim Rahimi
was brought onboard in October 1990 and Mr. ~MahammadWa1i in February 1992. Bothstaff
members remained with the Project until the end and were responsible for drafting the next
section on administrative support.

One of the high priority activities was to provide technical assistance, particularly for practical
demonstrations and community health component of the MeHO training. Due to shortage and
or availability of trained female health workers, Mrs. Razia Naim_ a well qualified and highly
experienced Afghan female mid-level health worker, was added to theMSH Training
Department staff to, work in close association with IPH female trainers. Mrs. Ratia contributed
significantly/toward developingthe,community healthlhome visiting,component of the MCHO
training in one of the Afghan communities near 'Peshawat. When the IPH moved to Jalalabad,
Mrs. Razia work location was transferred to Jalalabad ,where she, remained, until the completion
of the second MCHO training program in Jalalabad., Her COntribution was indeed remarkable
and noteworthy given the constnlintsplaced on women.

Following the departure of the HealthDev~I()})i11entSelVicesAdviS6t in late Oecember 1992_
Mr. SabirLatifi, Deputy Health Services Development Advisor was reassigned to Training
Department to work on management training up to end of program activities.

H.ADMlNISTRAnvE·SUPJIORT

In additionto,technical,assistance, as diseussedabove,matlagetial' and administrative support
was provided for IPHIMOPH andkegional Health Administrations.

Both technical and admirtistrative support ,staff of Training Department were involved' in
develOping administrative procedures and orientation of the related staff of implementing
organizations in Afghanistan as under:

a. IPHIMOPH
b. SeNA,
c. HCPP
d. SSWA
e. HIM

The Area Training Centers (except Miram,ShaIt) received budgets for a certain period of time
to implement planned training activities.
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Considering the volume of activities, length,oftime, ,circumstances;mJ·theactualneeds of the .
programs, periodic budgetlwere prepared in Trainihg Department ,and sent to the MSH
Financial Management forprocessing'.1be budgets .wererdeased to the authorized
representative of .theprograms .8nd·then.ttanSfettedtOJtainmgcehtm.roruse.: .. " .' ·.

As budgets .weteissued prior tothe;coml'hel1Certlentofactivities,.f\lndsre~ wereconsidenxl
as an outstanding advance. Itwas agreedthatprogramadministtaton.sboUld send necessary
expenditure documents for clearing,8CCOunts.(advances) .. prior to release ofadditional funds.

As IPH was a nucl~ustechrlical orpni1.atitin operating in.Peshawar, .tfletiharicial'procedure was
different than the procedures for areatraini"l.cblr.ets inside Afghahistan.

The ptocedure. forlPH wuas follows: IPH sent requests forfunds for specific activities
(previously' planned with thecoordinatiollofMSH Training Depa.rtmentt)•.. Aftet .
requestS were reviewed IU\d approved,.theywere sent to.the MSHFinanciaJ.Manaaerntnt for
further. processing•. MSHF~ialManagement, using a paymentvoUcher .system, issued the
approved cash ainOuJtts to the authorit.edrep~ntativeofIPN. .'IhiswasalfiO an outstanding
advance which had to be cleatedpriorto:any expenserequestfotsimilatactivities•. In order to
obtain DewfundsjIPHhad to sendaceeptabledocuments which could. cleat the outstanding ..
advance. The expenditure documeDtS were carefully ~vieW«lbythe.TriimnaDeparunentfor·
the accuracy/appropriateness· and. then' sentto· Firtancial.Management for dearing the accounts.. '

. . . . .

....To operate ,tile.minor dailyexpeMes.,of;the,;lPfLthere.was ,•.abo... afixed ,,' revolving"(petty...eash)
budgetallotatiOn. The FinancialAdministratloo·ofWH hadtoObtainappteWlland auth(uiUtion
forthepurcbase of, the. needed items ftomtheDiteetor General ,ofIPH.· Following such
approvalaprocQretnent team MlS'asktdto pUtchasetbeJtqUired .itenlsandobtainreceiptS~

ThteeqUOtauonswere requiredJ'or the putdhase, ()fthe)tems costing more. than Rs. 1000.

11repeUycasta 6_itute;dcJ(:~lS,attetae:ihgc:etUfredbythe;DiRl'ctorGeneral IPH; were
sent to M:SH fOt clearancean,dptoceSSing,' for issuing another revolving amoutlt (petty cash)•

. After a' careful review in the Trainittgnepattment the documents (i(con.sideredappropriate).
were ,.sentto•.01FM, fOl'further,ptoeeSoSinl,andcIearlllg"the.advance.

As ·Mitarn· shatiirainingCen.~(llCPP)~~~·tdciatei1onth~Mis~-~t~botdetJ it 'wu .'
agreed that. MS}i·wOUld allocate a. monthly expenses fund to implement the trainingaetivities.

, .

A bW;'acoourn'was'Opeited it'·Mira!fi,Sha!t,and..·t,sum.ofPakistarl.· tupc:eS.wasdeposited ·to.meet .
the expensesofthe1'rainirtg,Centerforonernonth.By theendoteachmonth., the expenditure
doouments had been sent to MSH.AftetteView,the documentS(if~deJ'edllPPropriate)wete
sent. to OIFM for· clearing the ateount ,and issuing another check to be deposited ··in the bank .
accoutlt for subsequent eXpenditures. '. '

OlUENTA110NON ADMIN1S~tION: In order to run the. training program
'admini$tJ'auve and financial affair'$ smoothly;theadrtrlfiiStratiOllanctfinancesectiotl staff of IPH
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and all training ~ters.were oriented in: .administrativeandf~ialptocedures;working with
budgets, keeping the income and exPenses records; procedures for .clearing the outstanding
ad~ances; preparing, accurate financial documents; maintaining filing and logging systems;
preparing proposalsandreports,cartying out inventories, and maintaining trainees records/data.

·MONITOIUNG AND EVALUAlION: MSH Training Department st&ffcooductedfield visits
to. monitor and evaluate, the of'fic:e management and administrative activities of the training
programs, both in Pakistan and inside Afghanistan. Necessary guidance; recommendations and
suggestions.were provided for improvement of the progtams. .

Please see Appendix II - 1 for a list oftraining manuals developed by thelrtstituteof Public
Health and MSH Training Department. A copy of each manual is included with the submission
of this report. .

Appendix II - 2 Management sciences for Health, Training Department, Facts&. Statistics,
because ofits bulk is not included with this report but a copy has already been submitted to the
U.S.A.LD. .

4. CHALLENGES AND CONSTRAINTS

There were a number of constraints impacting on the overall implementation of the AHSSP e.g.
political instability and lack of security for travel in Afghanistan~ fighting between political
factions, roads, bridges and entire· communities destroyed, large number of land mines,
communications systems disrupted, destniction of governmental infrastructure such as health
facilities and schools. ·However, Inthissection·sOme of the constraints which negatively effected·
training are briefly described.

Among all constraints identified, denial of permission by U.S.A.LD~ for the Training Advisor
to carry out regular follow-up field assessments of graduated trainees in Afghanistan was the
single most important constraint or challenge.- No doubt some of the reasons for this denial for
the Training Advisor to travel in, Afghanistan ate related to the constraints .listed above,
however, field assessments and feed back of observations intoltaining program for curriculum
revision and refinement is an integral part of any training program. Without this element it is
difficult to know whether training, as designed,· is appropriate or not. This constraint· was

. managed through assignment of, initially.MSH Training Department Afghan staff, to work on
development of assessment protocols. which in turn were passed on to Afghan counterpart staff.
This was a ~hallenge because none of the·Afahan staff .. had experience in carrying out field
assessments ordesignitll curricula.

. .

. Another chaIlen~ was the lack of health professionals having a.background or experience in
training. Considerable effort and time was needed for building a cadre ofcompetent trainers.
In addition to notfutding experienced trainers, knowledge ofprimary health care strategy and
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current app~hes for delivery of health care 'services in developingcouotries wUp*tically
nonexistent among Mahan counterparts.

The' main COunterpart oraarti2'ation, irutially,··wutheAlJiance Health Cbrnrnittee(AHC)
represented by the Health Committee ClWrrnanfrbm eachparticipatingla11te~m.1biswasthe
umbrella orgartizatiOh upon which the training prugtam was built. As the leadership or~dent
of the AHCrotatedbetweenHealth·CornmitteeChairmenevery four months, maintaining the
focus and strategy fordeve1optfiCllt. oftJ1e, training compOnent was a definite .ehaUenge.A
stabilizing factor was the creation of the Afghan Interim Government when ooe political party
was allocated the health Portfolio on a Jongterm .basis.

To furthercomplieate matters, uairilitgstaff~ete,selectedaceording fbpoliticalllffiliation.Por'
example, trainers for BHWs in Jamiat camp had to be1ongtothe Iamiatpolitical party and so
on and soforth for.allparticipatingmnzttmtraining sites. Within theIPH however, positions
were equally divided betWeeh thepartieipati~Ul1tZeems. , These positiOns were~ necessarily
ruled by the most qualified but through politic:al Patronage. The positive aspect was the
evolutiOn of an IPH with a broad politica1 base. It should be,.notedthatMSH declined to support
staff not qualified for the position.

, Selection oftrainees, particularly BHWswas JilIde,aetordillg to political, family and tribal
,affiliations. ,This lead to an uneven distribution (ratio of IU{\Vs to population) in certain
provinces. 11'lstituting controls to improve or smoothen distribution ofBHWsto population was
a difficult and constant challenge. Training programs implemented through Area
Administrations helped to improVe distribution but theseorg~tions ,were also based on
politicalaffiliations.

Organizing a female training program was a challenge given the prevalent conservativeattitudes
.and beliefs toward female education. Because of these' conservati.ve attitudes, implementation of
female trainina program proceeded very cautiously. It wasditficult to identify and recruit
female professionalswi.llin&,to work on a ttainingprograminPeshawat,and even more difficult
to recruit female trainees in.Afghanistan for the initial MCHO training in Peshawar. With
regards to recruiting female, trainees baving an educational background adequate for the course
was a nuVor problem. First, families usually donotallow.their daughters ,to live outside the
home and secondly, primary as well'as .setondary education for girls in Afghanistan is
practical1ynonexistent.

Implementation, ()f progtamactivitieswas'significandyconstrainedduring,1991. ' FirSt. because
of,the evacuation.ofall expatriate personnel,to MSHBoston.during.the GulfWar (January .1991
to late Aprill991)andthenU.S.A.I.D. imJM)Se(latOtllball onalleross..bOtdet assistance from
July througbDecembet 1991.", DuriJ1g.theevaeuation, on..goitlg ,ptogtaJnactivitieS were
maintained~yMSHlocaJstaff Wh~c.anied,out_theitresponsibi1itiesverywell indeed. "However,
norlewactivi~wereinitiateddutingthatperi()dof-time.TheTraining Advisorwu back in
Peshawar ,j~()Vettwo,mdtItbs.wJial U.,S.A~ I.D. ,•• imp()selt' a'totalban 00< allcross"bordet
assistance. 1'his ba.It'severelyrestricred·Training~tnent .actiVities. . ..'..",' ..
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5. LESSONS LEARNED

The QlOIt important lesson learned was that, in spite of the ongoing war in Afghanistan and
political fractionalization among the Alliance, it was possible. in cooperation with our
counterparts, to build fromscratehacompletely Afghan managed training program. In the early
days of the AHSSP,experiencedtrainets were not available nor did our counterparts, except in
one or two cases, have a working knowledge or understanding of·primary .. health care. This
situation completed changed overtime. and with the establishment of the Institute of Public
Health. The lesson learned was.that development work. was entirely feasible and appropriate
even in the existing chaotic situation~ Now that United States Goveml1lent has decided to
withdraw support, otle of thebenefitsrernainirtg is. a- cadree>f Afghan professionals experienced
with planning, managing, implementing and rnonito1'iJ\g training programs. When political
stability is restored such experien~profC$sion.als will, ensha Allah, be available to reestablish
the hCalth care delivety system in Afghanistan.

Practical experience has sOOwn the value of establishing the Institute of Publlc Health as a
technical and managerial umbrella organization. As a result of this Project, the IPH has a well
trained and experienced ,cadre of trainers and training program managers. Through IPH,
training was standardized for implementation by decentralized training centers. Graduates who
followed the prescribed standardized course could then be recognizedon a national level. This
was important.given the wide variations of training objectives foundarnongtraining programs
operated by various organizations. Area Administrations requested and received from IPH
technical, managerial and administrative support. IPH was thenlain venue (seminars and
workshops) for promoting· the concepts and strategy of primary health care, as. well as explaining
the MOPH plan.of action for the reconstruction of the health care delivery system in
Afghanistan.

Participant training program (Bostotl University Certificate courses) contributed significantly
toward achieving the overallgoals and objectives ofthe program, particularly for implementation
of primary health care principles. Mid;.level managers and professionals showing potential for
future leadership roles in the. health care system were selected. More than 90% of participants
are still working in some capacity iftthe,Afghaft health care·syltenl. ·11\e·lalOft learn«l i.that
such participant tiainingshould be expanded in .. futureprogtarns.

A decentralized-approach.to training was· evolved, as Afghanistan is composed of many ethnic.
groups as well as political organizations. Decentralized training avoids conflicts between
divergent aroups, plus trainees call·be recruited in consultatiOn with local leadership and trainers
may easily follow:uponthete trainees. Intemationalexperience .has shown that health workers
trained near their work location. tend. to remain in that particular area. rather than migrate to
urban centets. Decentralized training is a new approach for training in Afghanistan and
hopefully this approach.eart be sustained over time for reasons mentioned above.
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One of the weak Unksin the emerging health care delivery system irnplemen.tedthrough the
AHSSP was a teChnical supervisory<system,particulatly forBHWs as they were a new cadre
of primaty health care orcornmunity. hallth workers introduced in Afghanistan. A training
program for supervisors.of BHWsw&S,designed.and implemented .. to.prepare these. supervisors
cal1edRuralHealth Officers to not,only be able to supetvise BHWs, but worton c:ommunity
hdllth devek>pmentactivitiesand .supportothetpreventive health workers at the village level

. likevaccinators,MCHOs, Volunteer Hea1tbSisters (VHS) and, loCal birth attendants. These'
RHOs became part of the provinCial public h~thadministrations' supervisory system.

The need to follOW-up on traineeS at their work location soon 'after training and on a regular
basis cannot be overemphasized. As ,mentioned in the narrative" this was a~or constraint and
the I..eS$On Leatned was that, because·of· this constraint, it took a much longer period of time
to find out what was actUally happening, and as needed, implement retI'ltdial measures.

,The srnoothestor rhost satisfactory operations occurred when local leadership and community
member were fully involved, w~therjtbesetting upa training facility,recruitinga BHW,
MCHOorRHO trainees. Program implementorsorfield workers'should always keep in mind
and observe the cultural traditionsinthatparticular locality. These important principles should
not be overlooked when organizing suchprogrants in the,future.

......,,'.11t' 'fe

TraiiIing programs for women can besuceessfully' implemented as evidenced by the MCHO
training. This was managed even though a high priority was placed on training and fielding
male health ,care providers in Afihanistan by donors as well as Afghan muJahideen leaders.
Essenti8lly, hOwcwer.SO~ of the population and most vulnerable sroup, mothers and children,
were left without benefit of modem, medical coverage. As an acceptable and recoanized fenWe
medicalteehnicianprogramhasbeen established,this training shOuld fontt the,basisfot future
training of femaIesfotcommunity ,orprirnarybea1thcareservices,for Women and children•. ,•.the
experienced gained should nOl be lost; beCause United States Government has Withdrawn
assistlnce, at this. critical juncture. In fact, a significant pomonof .BHW training and field
responsibility was for MCHand experience has shOwn (interviewsandfield.usessmentllthat
male workers can indeed provide a certain leveLofptimary health eate;fonnothers and children.

TraininaofttlCfiti6na1'~birthl·lttendarits'insbnpi"SUbjeCts e.g.'handwashinl,preventionOf
dehydtation',tbtoUghu~of ORS~at\d distribntion·ofrotdcutting,kits was introduced through
BHWs. It wasJound, through inrerviews, that well over 80.% of active BHWscould eattyout
this activity in·their home village.

One of the strenaths of the training program',was the inclusion of Afghan professional as well
as non profes.lional. staff froin all politicalfactiOns with whom the AHSSP was involved. It is
recommen4ed that future programs keep this point in view when setting.up activities. Similarly,
PJ'O&nun managets should be careful to"see that an .equitable ·covcnge is provided through the
districts, and provinces of Afghanistan. to avoid imbalances. in, services"provided. '
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Maximum efforts were made to implement training, particulatly practical training within existing
health facilities under the jurisdiction of the MOPHor RHAs. This approach enable the
Training Departnient to minimize unit cost per" trainee.

Experience his shown that trlifting materials "must" be in the local language i.e. Dariot Pushto.
It was found that trainees both mid-leveland BHWs generally couldnot comprehend materials
in a second language e.g. Dati for non Darispeakers.

It was found that BflWs who had only ability to read" and write and less than a sixth class
educational level were unable to keep up with the class and assessments found they were weak
in performance. Such BHWs were accepted from areas which traditionally were undeserved and
trainees with a stronger educational level could not be identified. The dilemma was whether to

" try to provide some coverage .lOt that area or not, the never ending cycle of so called backWard
areas. In future programs it is recommended that two types of community health worker
training be implemented, one for those who have the requisite educational background and, one
for the non-literate community health worker. "

Initially RHW Continuing EdueationProgramwasheld on a collective basis as BHWs reported
to Peshawar for resupply. This proved to be difficult to manage as BHWs came into Peshawar
at varying times, depending on resupply schedule and travel conditions in Afghanistan. Then
~ course was redesigned so that aRHW could enteron any day ofa 12 day refresher course,
as each day was a complete and independent lesson. However, with establishing training centers
in Afghanistan and improved security conditions, plus reduction of primary aHW training, staff
were available to carry the CEP in the field. As the field is the natural setting where BHWs
work and face various problems, training in the field is far superior to classroom, where trainers
try to artificially recreate field conditions e.g. role plays, videos, slide p~tations. All the
conditions and pathology, and human interactions are there in the ~eld.

Given the fact that United StateS Government assistance has been discontinued, in retrospect,
it would have been much better if RHW privatization or indigenization had started at a much
earlier stage in the Project.

The' establishment of a Board of Medical Certification was very useful for categorizing health
workers according to skillIknowledge level. This was particularly important given the wide
variations in training objectives for health workers who often had the same title like nurse or
medical technician. .

Health" planners "and administrators working in Afghanistan were essentially following archaic
management procedures" and had little knowledge of mOdern day concepts for planning and
managing the deliveryofheaIthcare services. In view of this factor, management training in
future programs Should be strengthened and expanded.
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III. HEALTH SERVICES PLANNING AND
DEVELOPMENT

Yusuf I. Gbaznavi, Senior Program Specialist

Based on the work and reports of Jonathan D. Quick, M.D.,
and John Eaton, fonner Health Services Development advisors

1. INTRODUCTION

Even under normal circumstances, rational planning for delivery of health services for
Afghanistan, which has a traditional social system, difficult terrain, limited resources and one
of the worst health conditions in the world, would be a challenge. Afghan health prospects
never good were made worse by the war. By the mid 1980s, Afghanistan had topped the
international listings of highest morbidity and mortality rates in the world with only 700 children
out of 1000 born surviving to age fivel

• By the late 1980s the health delivery system had only
improved marginally. The internationally recognized pre-war national malaria control program
had all but vanished during the war. The immunization coverage was one of the lowest in the
world. Tens of thousands of war injured and maimed Afghans needed prostheses and
rehabilitation services.

The original goal and purpose of the Afghanistan Health Sector Support Project (AHSSP)
initiated in October 1986 was to expand and strengthen health services inside Afghanistan and
to strengthen the capability of Afghan health committees to plan, operate and monitor expanded
health services. The objective was to provide emergency medical care as quickly as possible.
The first major Project evaluation conducted in July and August 1988 concluded that the AHSSP
was on target in achieving most of its targets and that health services inside Afghanistan had
substantially expanded addressing a significant portion of the m~or disease and emergency care
needs2

• In February 1989 the U.S.A.I.D. Cooperative Agreement was amended increasing the
funding authorization and the life of the Project.

By the late 198Os, to address Afghan health care problems, considerable resources were invested
by the PVOS, U.S.A.I.D. funded projects and U.N. agencies to train health workers and
establish facilities and services inside rural Afghanistan. Comparing 1985 estimated health data
with 1990 WHO I Peshawar health resources database, it would appear that these inputs had
resulted in substantial increases in health services inside Afghanistan. For example the number
of hospitals increased from none in 1985 to over two dozen in 1990; health centers increased
from 50 to over 500. The increase in personnel was even more striking: the estimated number
of doctors working increasing from 84 to over 250; along with several thousand first aiders,
Basic Health Workers (BHW) and mid-level health workers. The AHSSP alone trained over
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2000 BHWs during the life of the Project. In all, over 5,000 health workers were estimated to
be providing health services in rural Afghanistan in the early 199Os3• In fact it was often
claimed that rural Afghanistan in early 1990s was better staffed and better supplied than pre-war
years. This growth in the number of health facilities and availability of supplies, however,
failed to resolve several health services development issues. First, this growth in the
establishment of new facilities, strongly influenced by personal and party politics, resulted in
disparity in the availability of health services in different regions. Influential areas tended to be
overserved while other areas had no health services. Second, most facilities operated in
temporary locations. Third, training of health personnel was mostly done in Pakistan based
training facilities without any coordinated planning; while initial training was primarily focussed
on war related health issues, subsequent experience indicated the need for more primary health
care training. Fourth, there was no effective local supervision structures and no uniform,
commonly recognized certification of health personnel. Significantly it was estimated that 75
to 90 percent of health services in rural Afghanistan were directly or indirectly funded by foreign
donors, who may not be interested in continuing their support once the war was over. A war
ravaged Afghanistan, at best, has a limited near-term prospect for a public revenue base.

By the late 19808 the number of players with a stake in Afghan health had greatly increased in
Peshawar. These included the expanded PVO community, the bilateral donors such as the
U.S.A.J.D. and the Swedish and German committees, the U.N. organizations, the Afghan party
leaders and health professionals and the Afghan Interim Government (AIG) functionaries. Each
with its own point of view, some collecting health data according to its own requirement, with
their own definitions of what was important as well as different reporting requirements and
sponsor interests. There was virtually no effective coordination among the agencies. At the
same time it was becoming increasingly clear that inside Afghanistan effective political and
operational leadership was focused in local mujahideen commanders who controlled a region.

Any local action, including health decisions, required their prior knowledge and approval. The
necessity of dealing with the reality of regional controls by the military commanders in the field
was clear. The need for area based health planning was also clear. What was not clear was the
process for developing health plans. No planning framework existed and the information needed
for it was fragmented, incomplete, or nonexistent.

2. OBJECTIVES

With the 1989 amendments, the AHSS Project purpose and goal were modified emphasizing
civilian care focusing on delivery of primary health care (pRe) services particularly maternal
and child (MeR) health services, including an expanded program for immunization (BPI), and
encouraging development of health services in organized areas. A major objective of the
Project, therefore, was to create a planning framework for an affordable health delivery system
with an ability to achieve the maximum possible impact on health status with a given level of
resources. A system which can be maintained and supported by the Afghan counterparts in the
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future as donor support is reduced or even completely phased out. Within this broad goal the
specific objectives were:

i. Data gathering and verification of data on demographic issues, epidemiology of diseases,
current consumption patterns for services, inventory of existing health facilities and
health personnel.

ii. Involving Afghan health decision makers, the donors, and the PVO community, in the
collaborative health planning process; to sensitize and inform them through discussions
about the long term recurrent cost issues and their implications for health planning.

iii. Developing a computer-based spreadsheet model incorporating planning and cost data
which will serve as a framework for Afghan decision makers regarding resource
allocations for health, with the capability to project alternatives for a given resource
base.

3. ACCOMPLISHMENTS AND OUfPUfS

Accepting the political realities of health care organization inside Afghanistan, the AHSS Project
operated through two major channels: the Regional (or Area) Health Administrations (RHAs)
and the Ministry of Public Health (MOPH --- formerly the Alliance Health Committee). In
February 1989, in an attempt to create a basis for planning sustainable health services, the
AHSSP formed a working group composed of the MSH team in Peshawar and their colleagues
in the home office in Boston. The group included people with skills and experience in public
health, health planning, health personnel planning, health financing, system analysis, training
and organizational development. The working group outlined a planning process which involved
participation of Afghan regional health officials, AIG health leaders, donors, and key PVOs.

Between March and May 1989, available historical, current, and comparative data on estimates
of disease-specific morbidity and mortality rates, numbers and types of health facilities and
health personnel working in rural Afghanistan, recurrent operating costs by type of expenditure
and impact of various health interventions on morbidity and mortality were gathered and
organized into an evolving computer assisted planning model called the "SDSPLAN". In June
1989, separate strategic planning discussions were held with representatives of the RHAs and
the AIG. Discussions with each counterpart consisted ofa three part series of half-day meetings.
In the first meeting, Afghan health officials noted the overall planning issues and the decisions
facing them. Estimates of rates for major causes of morbidity and mortality were reviewed;
possible health care interventions for prevention and treatment of leading health problems were
identified; and alternative delivery mechanisms (community, clinic, hospital, etc.) were
considered. The second meeting reviewed the short and medium term funding prospects, agreed
upon the health system goals and principles and identified the strategic alternatives. In the final
meeting the results of the earlier sessions were incorporated into the SUSPLAN model and
presented for further discussion.
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Discussions were also held with the large PYO community in Peshawar and the leading donors
to get their input on the planning environment and constraints and opportunities for development
of health services in Afghanistan.

In separate sessions, both the RHAs and the AlG agreed to the following eight principles to
guide future Afghan health services development.

A. The ongoing costs of the future health system should be at a level that Afghanistan can
sustain, given the funds that are likely to be available.

B. Existing facilities and resources should be utilized and I or renovated where possible, not
replaced with new facilities.

C. Health problems which cause the greatest morbidity, disability, and mortality should be
emphasized.

D. In general, priority should be given to preventive health care.

E. Plans need to be specific to each province, based on the prevailing disease patterns and
population distribution.

F. Resources should be allocated on the basis of population and the cost of health
interventions needed in each province.

G. Health service delivery mechanisms should be based on local conditions and values.

H. Health care approaches must reflect the educational level of specific area. This applies
to recruitment and training of health workers as well as to planning for public health
education activities.

The series of meetings with RHAs and the AlG also produced a problem oriented framework
for planning health service interventions which was quite consistent with the approaches taken
by progressive Afghan health groups, by some of the PYOs and by the AHSSP (Table ill - 1).

This Table categorized major health services in column one, the AHSSP working group
assembled morbidity and mortality estimates vetted by the first hand experience of Afghan health
staff in columns two and three. These estimates were used to help put war related conditions
into perspective and to help in setting priorities. Potential health service interventions, both
curative and preventive, were listed against each major health problem in column four. Finally,
potential health care delivery mechanisms were considered for each category of health problems
and categorized as vertical, community, outpatient clinical, hospital based and I or public
education programs. The relative appropriateness of each mechanism was then rated during the
planning discussions.
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Table m-l

Health Problem Priorities and Health Services Interventions

1IeaItIa ......... e-perlM Pft'ftIlt IIeaItIa SenieeI
PopuJatioIa per eI I.......

y.,.. DeatIu·· (Pre.eatioII Ie Tft8tIaeIat)

Matenal Ie Cilild Health Senices
Maternal care~ 45 pregnancies 9 1) Risk uleUIIIeIlt " high rUt referral

poltnatal) 2) Folate, iron
3) TetanUi toxoid
4) HE: diet, danger signs

DeliveriCI 45 deliveriea 6 1) Risk UlCIlIment " high rUt referral
(intrapartum) 2) Good delivery practice

Child spacing 200 fertile 1) HE: benefits of child spacing
couplea 2) Spacing methoda: modern, traditional

Immunization! 45 infants 1) Immunization"
well child " children 2) Growth Monitoring

Malnutrition 20 CUCII 2 1) HE: diet
2) Supplemental foods
3) Vitamins " rninerala - specific deficiencies

Disability SfnieeJ
Proatheaea, 20 cues 1) AslCllament of need
reconstruction 2) Reconatructive surgery

3) Proltheais design" conatn1ction

Rehabilitation 40 CUCII 1) Physical therapy
2) Occupational " vocational therapy

Geller.. Health Senicft
Diarrhea I dyaentery 600 epiaodea 17 1) HE: water, food practices, sanitation, breast

feeding, available home fluids
2) ORS
3) Selective antimicrobiala

Malaria (see 100 epiaodea 10 1) Presumptive chemotherapy
prevention below) 2) Surveillance

Acute respiratory 1100 epiaodea 22 1) HE: signs of severe infection
2) Diagnosis, treatment referral U needed
3) Antibiotica for moderate and severe infections

Trachoma 7S epiaodea 1) Diagnosis
2) early, complete antibiotic treatment

Tuberculosis (BCG SO new CUCII 1) Microacopic diagnosis
2) Early isolation " chemotherapy
3) TB register

Other infectioUi 250epiaodea 1) Diagnosis " drug treatment
diaealCllb 2) HE: prevention where possible
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7S cpiIodeI

Pereeat
01

Deatbs**

1 1) Diagnoail &: drug treatment

Malignancy,
hypertcltlion COPD

Gyoecological
problema

War wounds

Accidents/trauma"

Operative cues

Dental problema

1SO cpiIodca

2Oepiaodel

100 epiIodcI

20 cues

200 CIlICI

20 cues

300 C&ICI

4

1

2

4

2

1) Diagnolil &: treatment

1) Diagnolil &: treatment
2) Supportive care

1) Female clinics for proper evaluation
2) Medical therapy
3) Surgical therapy

1) Fint aid
2) Auealment &: referral
3) Definitive medical &: lurgical care

1) Fint aid
2) AslCllment &: referral
3) Definitive medical &: lurgical care

1) Surgical UlCllment &: IUrgery

1) AslCllment &: referral
2) Drug treatment U appropriate
3) Extraction
4) Dental proccdUl'Cll

Malaria prevention
(for pulive detection &: treatment
see above)

Water &: sanitation

1) HE: bed ndI for children
2) Active cue detection and treatment
3) Vector control: Ipraying

1) HE: hygiene, water, defecation &: treatment

2) Provilion of wclla
3) Latrina (cap. urban population)

HE = Health Education
* CItirnatcd from MSH &: PVO Greenbook data; comparative data from Asia region
** MSH eatimatel
• Vaccines UICd: OPr, OPV, measles, BCG
b Conjunctivitil, akin diacuc, urinary tract infection, typhoid, worms
• Leilhmaniuil, leprosy, goiter, bruccllolil, trachoma
d Headache, p'ychological problema, achca, painl, arthritis

Falla, firca,farm WOtk, horICI
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POpulatiOD, Morbidity and Health Care Utilization: Data on population distribution,
morbidity patterns, and local health care utilization are fundamental to any health planning
effort. Afghanistan which never had a complete, reliable census, lacked this vital information.
Population and morbidity data estimates varied substantially and were always in dispute. Dr.
T. H. Eighmy of U.S.A.I.D. using his previous census related work in Afghanistan, prewar
population estimates, UNHCR. data on refugees, and allowing for adjustments for war death and
internal displacements, produced a district by district estimate of Afghan population which
became accepted as the best operational estimates for planning purpoid.

Similarly by mid-1980s, a standardized patient visit register, the -Greenbook- initiated by the
Swedish Committee for Afghanistan (SCA), had been accepted by virtually all of the major
Peshawar-based health assistance donors. The Coordination of Medical Committees (CMC) with
assistance from AHSSP, coordinated the analysis of data gathered by health workers trained
and/or supported by the SCA, MCI, IMC and MTA. The AHSSP routinely entered and
analyzed data from the BHWs5• A CMC analysis of 10 percent sample of 300, ()()() patient visits
(1989 - 1991) along with AHSSP data confirmed the growing realization among the health
assistance community that even in areas of active fighting war related injuries generally formed
less than 10% of the demand on health services. The vast majority of patient contacts recorded
through patients registers were for acute respiratory infections, diarrheal diseases, other
infectious diseases, other gastrointestinal complaints and nonspecific symptoms6

• Although the
patient register data did not provide community based morbidity profiles, they provided the most
comprehensive morbidity data for the first SUSPLAN estimates of health needs. At the same
time the need for community based surveys of morbidity patterns as well as health care
utilization patterns was clearly recognized.

A review of the past community surveys indicated that only two surveys were conducted in the
1970s, one of which was a joint Afghan Ministry of Public Health and MSH survey of 486
households to determine the health care utilization of households, and none in the 198Os.
Building on the survey experience of the 1970s, the AHSSP initiated a program of cross- border
household surveys in three culturally diverse provinces- Ghor, Takhar and Wardak- to interview
900 households in 27 villages. Surveys which began in 1990 were completed in 1993 and
clearly demonstrated the feasibility of cross-border surveys using well trained Afghan health
professionals as field supervisors and local BHWs as interviewers. The surveys also confrrmed
that acute respiratory infections, diarrheal diseases, other acute infections, and suspected malaria
were the main causes of acute morbidity rather than war related injuries.7

Although both the ACBAR. and WHO maintained databases on health resources in Afghanistan,
their usefulness for health services planning and development were limited by differing
terminology, inconsistent location information and questions of validity. In early 1990, as a
collaborative effort to consolidate health resources information, WHO and AHSSP developed
plans and data collection instruments for comprehensive provincial health resources surveys.
In a series of separate coordinated activities several U.N. agencies, the RHAs, the MOPH, CMC
members and ACBAR. health committee members were variously involved in designing and field
testing the survey instruments. The survey focused on health facility and health worker
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information. The main objectives were to locate health facilities accurately and classify them
according to the definitions in Table ill - 2; to determine the num~rs, types, and'source of
training for health workers; and to gather additional information ~ssary to prepare
reconstruction plans. To enhance the credibility of survey results, whenever possible, surveys
were conducted jointly with the RHAs and AIG provincial health officers, ~r organizations such
as the CMC. 'The AHSSP Monitoring Unit provided experienced monitors who had a proven
record of reliability to lead the teams (for fuller details of the Household Survey and the health
resources surveys and their results see Section VIII. Mangement InfonDation Systems).

Quantifyinc Health Needs, FiDdin& Common Dermitions: Planning for future health service
requirements must begin with a knowledge of what exists today. During most of 19808 the data
on health facilities and workers active inside Afghanistan were scattered and unreliable.
Moreover, maJor humanitarian assistance organizations had their own terminologies for facilities
established and health workers trained. PHC hospitals, for example, were variously called
"field hospitals", "small hospitals" and "district hospitals". A "mid-level" ~th worker, could
be any non-physician health provider with a length of training period ranging anywhere from six
months to 24 months. '

Working informally, the AHHSP was able to achieve agreement on the basic categories of health
facilities shown in Table ill - 2. StandardiUng definitions for health workers, however, proved
much more difficult because of differing curricula and length of training and the great diversity
in training programs. To develop a competency based testing and certification process, the
RHAs and the AIG (MOPH) with the encouragement of the AHSSP established small
certification committees to review each applicant's education and experience and then classify
the applicant on training equivalency basis (e.g. "mid-level worker, 12 months"). Although not
very satisfactory from the perspective of standards of practice and competency, the initial
classification of health workers, particularly the mid-level health workers~ by length of training
provided a practical basis for a beginning to quantify health personnel resources in Afghanistan.

SUSPLAN Design: The basic planning principles, health problem priorities, and potential health
service interventions formed the basis for the conceptual model and its translation into a
spreadsheet-based computer model. The computer model was designed to help Afghan health
planners i) systematically organize the various data required for long term planning, ii) relate
health needs, health services, costs, and impact, and iii) compare and choose strategies.

Information requirements and output reports for SUSPLAN are summarized in Figure ill-I.
Actual data was used wherever available. Where data were unavailable informal estimates were
based on historical data, comparative international data, and local experience. The basic
information required by SUSPLAN includes:

* community morbidity pattern (frequency of common illnesses and conditions such as
pregnancy and disability);

* likely sources of care (no care, traditional, private, public services);
* location of public care (community, health center, hospital, etc.);
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Table m - 2

Classification of Health Facilities *

DESCRIPTION OF FACILITY RegioDaI Proriocial Primary Compreheasin ... HeaIth Basic Health
Hospital Hospital Care Health Ceuter CeaterlMCH PostIMCH

Hospital Health Cmtel' Health Post

TYPE (" CODE ") H-l H-2 H-3 C-l C-2IM-l C-3/M-2

EXPECTED COVERAGE 3-8 1-2 1-4 30-80,000 10-40,000 1,000-5,000
Provinces Provinces Districts Population Population Population

HEALm PERSONNEL
•• - M.D. Docton ~ 3+ 1-3

•• - Surgeons 2-4 1+ Maybe

•• - Advanced Mid-level HW Yes Yes Yes Yes 1+

•• - Mid-Level Health WotXen Yes Yes Yes Yes 1+ 1
- Nursing Staff Yes Yes Yes Yes Maybe 1

•• - Basic Health WotXen - - Maybe Maybe Maybe 1
TOTAL PROVIDER STAFF 16-24 12-16 8-12 4-8 2-4 1-2
SUPPORT SERVICE (Lab,Phann,Xray) ~ 3-4 2-3 1-2

HEALm SERVICES

•• - Operating Theater Specialized Major Minor

•• - Laboratory Referral Supervisory Field Field

•• - X-Ray Referral Yes Yes

•• - In-Patient Beds 50-100 20-50 10-20 3-5

•• - Immunization Capacity Freeze point Freeze point Cold Boxes Cold Boxes Vaccinaton Vaccinaton

• Composite of WHO, SWABAC, GAC, MOPH/AIG, MSH and historical government of Afghnistan definitions.

•• Key facton in classifying individual heslth facilities .
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* population distribution by locations;
* health worker types, productivity, salaries, other costs;
* health facility types, staffing patterns, operating costs; and
* target for per capita public health expenditures.

From this information, five outputs are produced: i) total health personnel needs by area and
type of health workers, ii) total health facility needs by area and type of facility, iii) total
recurrent costs, iv) coverage rates, and v) projected impact.

SUSPLAN allows for recurrent costs to be covered by combinations of financing sources,
recognizing that preventive services such as MCH are more likely to attract donor funding, while
curative health services may be covered through user fees. The relationships among utilization
patterns, availability of health personnel, and access to health facilities determine coverage. In
tum, the relationships among coverage, efficacy of specific health interventions, and current
morbidity and mortality rates determine the projected impact on morbidity and mortality.
SUSPLAN is structured to include a set of seven key summary reports and seven background
tables. The summary reports are: i) Total Cases per Year and Source of Care, ii) Location of
Government Provided Care, iii) Facility Plan by Population Center, iv) Health Worker and
Health Facilities Requirements, v) ExPenses and Revenue by Health Problem, vi) Health Service
Coverage, and vii) Projected Impact.

The background tables contain information on, and allow adjustments of, such factors as types
of health workers used to provide various types of health services, health worker productivity
and cost, facility staffing patterns, drugs and medical.supply costs, and population centers'.

Usina SUSPLAN for Health Planning: The first step in using the conceptual computer model
for area health planning is to produce reports for a full service approach, that is, generate
SUSPLAN outputs on health staff requiIements, health facility requirements, coverage and
impact for major health problems in the absence of financial constraints. The staffing, facility,
and operating costs of this approach can then be compared with existing staffmg and facilities
available regional or national funds. Since the full service approach is invariably unaffordable,
it can be scaled down and costs reduced to a likely level of available funds. For example,
facilities can be reduced or downgraded; staffmg patterns altered to relay more on lower levels
of staff; salaries adjusted; and assumptions about productivity changed. The impact of these
changes on coverage and projected mortality reductions can then be estimated.

Applying this exercise to the Supervisory Council of the North Area (SCNA), the full service
option resulted in an annual total cost of US $3.10 per capita. To test the impact of alternative
lower cost strategies, two alternatives were generated to achieve a target annual cost of US $2.00
per capita. In one approach, the PHC option, community based care (community health workers
and smaller clinics) were emphasized, while hospitals were reduced to meet the budget
constraints. In the second approach, preference was given to hospital services and clinic based
care, while community services were reduced to meet the budget constraints. For comParisons
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Figure III • 1

Area Planning for Sustainable Health services (SUSPLAN)

Coverage
(Report 6)

~
t/

51 Mortality Impact
(Report 7)

51

t/

"

Outputs (Reports)

Health Needs
(Report 1)

J.
Health Care Programs
(Report 2)

J.
Health Facility Needs
(Report 3)

J.
Health Personnel Needs
(Aport 4)

J.
Total Recurrent Costs
(Report 5)

Information Input Requirements

~ Morbidity. sources of care. Population

~ Location & organization of government care

~ Population distribution, types of facilities

~ Types & productivity of providers

~ Salaries, operating costs, drug costs

• Based on interventions, coverage, efficacy

-C~



of the SUSPLAN outputs for these three alternatives see the following figures (Figures ill
2 to ill - 5).

The full service option has the largest number of health staff. The PHC alternative has more
than twice as many community based workers as the hospital care alternative. The hospital care
option has more doctors compared with the PHC option. Total number of facilities is greater
in the full service option (Figure ill-3); the PHC option has seven fewer hospitals and 10 fewer
clinics compared with the hospital care option, but has 73 additional health posts. The results
of these differences are reflected in the coverage (Figure ill-4) and impact (Figure ill-5) figures
with the hospital care option providing substantially less immunization cover - 30 percent against
75 percent for PHC option - and maternal care 10 percent against 30 percent for the PHC
option. Although the PHC option is based on less than two-thirds of the full service budget,
the immunization and maternal care coverage is not reduced by as great a proportion. The
projected impact on mortality is shown in Figure ill-5. Following the structure of the
SUSPLAN model, the percent improvement over current rates for infant mortality, child
mortality, maternal mortality, and crude death rate is closely related to the coverage. Again,
for the same per capita allocation, the PHC option achieves a far greater impact than the hospital
care option.

Two factors which have a major impact on the effectiveness, cost and sustainability of any health
system are i) the numbers, types, and locations of health personnel and ii) the numbers, types,
and locations of health facilities. For this reason the health management workshops held with
the counterparts emphasized personnel and facilities planning. SUSPLAN provided the Afghan
decision makers with one definition of health personnel and health facility •needs· . To test the
reality of these figures comparative international data from three countries and local data from
five Afghan provinces were compiled and compared with the SUSPLAN PHC option ratios for
health personnel (Table III - 3) and health facilities (Table ill - 4).

The provinces of Bamyan, Ghazni, Herat, Takhar and Wardak were selected for comparison
because of their cultural and geographical diversity and the availability and perceived reliability
of their data. For Wardak and Takhar data were drawn from the provincial health resources
surveys. WHO database was used for the remaining three provinces. For international
comparisons Iran, Nepal and Indonesia were selected for specific reasons: Iran because it is a
conservative Muslim society with some of Afghanistan's ethnic and geographic features; Nepal
because it has a similar population size and difficult mountainous terrain; and Indonesia because
it is a large Muslim country with a relatively well developed primary health care system.
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Figure III - 2

Number of Health Care Providers Needed
Takhar Province - 3 Alternatives
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Figure III - 3

Number of Health Care Facilities Needed
Takhar Province ~ 3 Alternatives
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Figure III - 4

Projected Coverage
Takhar Province - 3 Alternatives
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Figure III - 5

Projected Impact on Mortality
Takhar Province - 3 Alternatives
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For health personnel planning, comparisons of the population per staff member (Table ill - 3)
showed a fivefold difference in doctor per 1,000 population between the best served Wardak and
underserved Bamyan provinces. This variation narrows between the provinces for the mid-level
health workers and BHWs. Seen against the SUSPLAN targets, Wardak was generously staffed
while Ghazni was adequately staffed. The remaining three provinces were adequately staffed
at the mid-level worker level but showed deficiencies in the M.D. and BHW categories. These
comparisons were generally confirmed by the senior Afghan health professionals familiar with
health care services in Afghanistan and added validity to the SUSPLAN results.

Comparisons among the three countries chosen also showed considerable variations in the
population to health staff. The SUSPLAN PHC option staffing requirements, in general, were
more conservative requiring less staff for the three major categories of M.D., mid-level and
BHW health services providers.

Comparison of existing health facilities in each against SUSPLAN targets showed a small
variation compared with the target staff requirements. With one exception, the number of
hospitals in each province was quite close to the SUSPLAN requirements. The exception was
Ghazni Province, in which the Kabul regime controlled hospitals were not included although the
people who probably received services from these hospital were included resulting in a high
population to hospital ratio. For health centers, four of the five provinces surpassed the
SUSPLAN target of one health center for every 30,000 people and the fifth province Bamyan
was close to the target with a ratio of one health center for every 37,690 people. Again,
Wardak and Ghazni were found to be best-served provinces. For basic health posts, where
SUSPLAN target was one post for every 5,000 people, Wardak and Ghazni had already met the
target while the remaining three provinces needed additional posts.

In common with the health personnel figures, the provincial comparisons with SUSPLAN targets
showed relative oversupply and undersupply of services consistent with the subjective
impressions of those familiar with the individual provinces involved. In international comparison
the SUSPLAN PHC option targets called for fewer hospitals, roughly the same number of health
centers and more health posts. For both health facilities and health personnel the international
comparisons are crude, because of the differences in terminology, completeness of the
comparative data, geography, and population distribution. Nevertheless, they introduced an
element of objectivity into the planning process and were useful in tempering the Afghan
counterparts over optimistic (Le. unaffordable) projections of staffing and facility requirements.

The provincial and international data comparisons with SUSPLAN indicated to the health
planners that:
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Table m - 3

Health Personnel Planning: Comparison of SUSPLAN and
Selected Afghan Provincial and International Ratios

SUSPLAN"' Hent" W~ Bamyo' GIIazaP T~ 1m' Nepal' llIdoDeIia'

Number of Health Penomael
Docton (medical & surgical) 27 12 30 4 36 10 15000 879 17647
Mid-level health workcn 42 47 145 36 103 44 NA 1773 35679
Nurses, nune aides • 14 45 10 43 19 23000 601 44113
Midwives, usistant midwives • 1700 2062 NA
Community health worken (BHW, CHW) 120 35 127 33 102 62 33000* 6808 NA
Village voluntccn (fint Riden) NA 8 124 12 43 15 NA 1773 35679
Pharmacistlphannacy tecnicians NA 0 4 0 4 3 4700 NA
Lab technicians (inel. malaria) NA 2 5 2 6 5 NA 289 NA

Populatioa (OOO's) 580 383 372 302 701 539 47000 18000 165000
Populatioa (OOO's) per stall' member
Docton (medical & surgical) 21.50 31.89 12.41 75.38 19.47 53.93 2.73 20.48 9.35
Mid-level heallh workcn 13.82 8.14 2.57 8.38 6.80 12.26 NA 10.15 4.62
Nurses, nurses aides • 27.33 8.27 30.15 16.30 28.38 1.78 29.9S 3.74
MidWtges, usistant midwives • 24.12 8.73 NA
Community health workcn (BHW,CHW) 4.84 10.93 2.93 9.14 6.87 8.70 1.24· 2.64- NA
Village voluntccn (fint aiden) NA 47.84 3.00 25.13 16.30 35.95 NA 3.94 NA
Phannacistlphannacy technicians NA - 93.05 175.20 179.77 8.72 NA NA

• PHC Itrategy outputs for SUSPLAN model. • WHO and MSH heakh pcnonnel databases, July 1990. • Joint SCNA-MSH Health RcIoUI'CCI Survey, 1990
• Reviewing Health Manpower Development, 1987. WHO Public Heallh Papen No.83, Geneva. • 1988 data from Country Health Profile, Nepal, June 1988.

Policy Planning, Monitoring and Supervision Division, Kathmandu. f StatisIical Y~lJTbooIcof IJtdoM.siIJ, Jakarta: Biro PuIta Statistic, 1986
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Table m - 4

Health Facility Planning: Compatr60D of SUSPLAN and
Selected Afghan Provincial and International Ratios

SUSPLAN- Hent' W~ Bamyu· GIIazaP TUharIran' Nepal" IDdoDeda'

Number or Health FKiIities
Hospitals -all 2 96 1367

Area (provincial) hospitals 0 0 0 0 0 24
PHC (district) 2 1 2 1 1 3

Health Center -all 20 16 34 8 40 19 3710
Comprehensive (district) health centers 6 3 7 0 9 9 160
Basic (roml) health centers 14 13 27 8 31 10 2000
Urban health centers 1550
Family planning clinics 258 7509

Health posts 120 45 75 42 123 57 5600 816 15134
Hospital beds 20 NA NA NA NA NA NA 4153 110426
Population (OOO's) 580 383 372 302 701 539 47000 18000 16S000
Population (OOO's) per fKility

Hospitals-all 290.23 NA NA NA NA NA NA 187.50 120.70
Area (provincial) hospital - NA NA NA NA NA 1958.33
PHC (district) hospitals 290.23 382.69 186.10 301.53 700.79 179.77 NA

Health centers - all 29.02 23.92 10.95 37.69 17.52 28.38 12.67 1000.00 30.26
Comprehensive (district) health center 96.74 127.56 53.17 NA 77.87 59.92 293.75
Basic (roral) heahh centers 41.46 29.44 13.79 37.69 22.61 53.93 23.50
Urban health centers NA NA NA NA NA NA NA 30.32
Family planning clinics NA NA NA NA NA NA NA 69.77 21.97

Health posts 4.84 8.50 4.96 7.18 5.70 9.56 8.39 22.06 10.90
Hospital beds per 1000 population 0.03 NA NA NA NA NA NA 0.23 0.67

• PHC strategy outputs for SUSPLAN model. b WHO and MSH health personnel databases, July 1990. C Joint SCNA-MSH Heahh Resources Survey, 1990
• Reviewing Health Manpower Development, 1987. WHO Public Health Papers No.83, Geneva. • 1988 data from Country Health Profile, Nepal, June 1988.

Policy Planning, Monitoring and Supervision Division, Kathmandu. f Statistical Yearbook ofl11dollesia, Jakarta: Biro Pusta Statistic, 1986
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* The BHW and health post ratio of one post for every S,OOO population derived from
Project experience and supported by the SUSPLAN PHC option, was an affordable,
defensible minimum target. Given the high population to BHW ratios in many districts,
it implied continued training of BHWs in under-served area and efforts to relocate or
reassign BHWs in well-served areas.

* The total number of mid-level health workers was close to the estimated needs, but
considerable effort would be needed to assure their deployment to areas of need and to
develop refresher training programs to foster more consistent skill levels among mid-level
workers with widely varying educational backgrounds and work experience.

* The number of doctors was inadequate in many areas, but the longer and costly training
period required made the training of doctors a low priority for AHSSP and most other
donors.

* The health center ratio of one center for every 30,000 population, again derived from
Project experience and confirmed by the SUSPLAN PHC option, was an affordable and
defensible minimum target for all districts. As with mid-level staff, the total number of
health centers was close to SUSPLAN target, but their distribution and level of service
varied widely; some districts over-served while other districts were underserved.

* The number of hospitals was also close to an affordable target number of hospitals in
most areas, but as with health centers, considerable attention needed to be paid to
location, operational conditions, staffmg, and supply of these hospitals.

Limitations of the SUSPLAN Framework: Useful as SUSPLAN was in health planning
workshops for senior Afghan counterparts, where it was well received, SUSPLAN also has its
limitations. These include limitations in the completeness and accuracy of input data and
assumptions about morbidity patterns, sources olcare, population distribution, staffing patterns,
operating costs and other parameters. Since SUSPLAN was intended to guide the planning of
health sector inputs it considers only health interventions ignoring the often substantial impact
of non-health interventions such as economic development or decline. It is a static model which
assumes that the impact of nongovernmental care remains constant and also assumes that impact
is directly proportional to coverage which it clearly is not. As an evolving, computer assisted
tool, SUSPLAN required constant revisions and updating of software. The 1991 Gulf War
expatriate staff evacuation resulted in the departure of the Health Services Development Advisor
responsible for development and application of the model, and his subsequent separation from
the Project. His replacement, months later, recognizing the urgency of management training
to assist the counterparts manage their health resources, had to devote most of his time to
management training and other Project priorities which kept the SUSPLAN from progressing
to a menu driven, user friendly model (for a fuller discussion of management training including
senior managers workshops see Section ll. Training. 3. F. Management Training).
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Local Health Services Development: Provincial health surveys and comparison of data with
SUSPLAN targets were confirming the impression that the number of facilities and health
personnel in many areas was close to adequate for affordable basic health care. But these
available resources were not being distributed efficiently nor were they being used in an
integrated coordinated way. By 1990, in response to the need to reintegrate the Afghan health
services, the concept of local health services development began to emerge. Drawing on the
positive experience of the RHAs, the basic aim was to identify the series of steps required which
will lead to complete reconstruction of the local health services. After discussions with MOPH
and RHAs four logical steps were identified; key activities and approximate time frame required
to complete these activities were established.

Figure m - ..

Phases for Local Health Services Development

Phase I: Planning (three to six months; occasionally nine months)

* Identification of Local Health Leadership
* Health Resources Survey (health workers and health facilities)
* Local Health Development Plan
* Financial and Local Administrative Support Agreements

Phase ll: Early Implementation (phase I plus six to twelve months; occasionally eighteen
months)

* Local Public Health Office and Core Staff
* Primary Care Hospital
* Priority Public Health and Training Programs
* Supervision, Support, and Referral System (district and community)
* Planning and Initiation of Health Facility Reconstruction

Phase ID: Expansion (phase II plus twelve to eighteen months; occasionally up to
twenty four months)

* Permanent Local Public Health Office
* Expansion of Public Health Programs
* Expansion of Training/Refresher Training Programs

Phase IV: Complete Reconstnaction (after Phase ill)

* Full Public Health Programs
* Full Provincial Training/Refresher Programs
* Health Facility Reconstruction Completed
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Phase I, Plaiming, involved identifying responsible local health leaders, participating in health
resources surveys, preparing a local health development plan, and achievi.na fiDancial and local
administrative support agreements. Phase IT, Early Implementation, included establishment of
an administrative office, usually in proximity to the main local hospital. Emphasis was to be
on: i) initiating a manageably small number of locally high priority public health programs such
as MCH, immunization and T.B. control, ii) beginning to establish appropriate local training
and/or refresher training programs, iii) establishing a supervision, support, and referral system
particularly for BHWs, and iv) initiating health facility renovation or reconstruction.

Phase ill emphasized expansion through broadened public health programs, expanded training
capacity, and continued renovation and construction of permanent health facilities. A key
element in phases IT and ill was to be progressively greater responsibility for storage and
distribution of drugs and other medical supplies. Phase IV represented complete reconstruction
and a full program of public health activities.

In areas in which the MOPH was active implementation took place through appointment of
Provincial Public Health Officers (PPHOs) and the establishment of provincial health offices.

Five PPHOs were established and at least two provincial offices progressed to Phase IT.
However, the restrictive political mechanisms of the MOPH and the patronage appointed
personnel were the major impediments to MOPH provincial health services development. The
MOPH experienced continuing difficulties in gaining the necessary local support, and in
enlisting competent, reliable provincial health staff, and in reaching cross border to play a
proactive role in health services development. By March 1992, it became obvious that the
MOPH could not complete the development and sustain the operation of PPHOs by the planned
end of the Project. Consequently Project support for this effort was discontinued in April 1992
and the resources were reallocated to the RHA efforts.

In areas under the control of the RHAs, local health services development fared much better.
The close relationship between the central supervisors of the area health development schemes
and the peripheral health facilities made it possible to develop responsive management systems.
Salaries were paid by area supervisors, medical supplies were warehoused in and issued from
central depots and training centers were set up for training of health personnel. Although RHA
local health services did not systematically follow the phases outlined above, the basic principles
and steps were used; provincial health resources surveys were conducted; survey results were
used in health service and facility reconstruction plans; steps were taken to establish supervision,
support and referral systems; and the RHAs progressively assumed greater responsibilities for
administration of supplies and other resources. -

The planning process continued during FY-92 and early part of FY-93 with the appoiritment of
the new Health Care Financing/Health Systems Planning Advisor as the chairperson of the
ACBAR Health Subcommittee. The following major areas were targeted:

i. Implementing fees and health care financing
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& ii. Logistics and cost reduction
iii. Health programs integration
iv. Manpower planning and salary conformity
v. Social marketing, community education, and community jlarticipation
vi. Health services quality of care and pharmaceutical use

A Working Group was formed for each area. Based on their reports the Working Groups'
findings and observations were consolidated into several categories. Information in these
categories were then divided into tasks for redeveloping the Afghan health system.

4. CHALLENGES AND CONSTRAINTS

Many of the challenges faced and constraints encountered are discussed in the foregoing
narrative. Specifically these may be categorized as:

A. Plannin& in an Uncertain Environment

These included:

i. Planning the development of health services for one country based cross
border in another country; sometimes referred to as planning through "remote
control". The absence of a central coordinating body i.e. an effective
government, with which to coordinate planning considerably slowed down the
planning process as each "player" had to be convinced of the need for
planning delivery of viable and sustainable health services separately, and led
to duplications.

ii. Continuing armed conflict and the uncertain security environment; above all
restrictions on expatriate staff travel to Afghanistan. The 1991 Gulf War
evacuation of the expatriate staff and the periodic U.S.A.LD. ban on
assistance to certain districts because of security concerns, delayed and
disrupted the planning process.

iii. Convincing the senior Afghan health professionals whose point of reference
was the Afghan health system of the 1970s with top heavy emphasis on urban
hospital care ( in 1977 the system spent 42 % of its budget on hospitals) to
plan for rural basic health care services.

iv. Persuading the Afghan counterparts, with an exaggerated expectation of
foreign donor assistance, to plan for revenue generation through fees-for
services and sale of drugs to finance an affordable health services delivery
system once foreign assistance is reduced or completely phased out.
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B. Lack of Reliable Data and UmitatiODS of the Plaooioa Framework

These included:

i. Paucity of reliable, valid data on population distribution, morbidity patterns,
and local health care utilization patterns which are fundamental to any health
planning efforts.

ii. Limitations of the SUSPLAN conceptual model discussed earlier.

s. LESSONS LEARNED

• Cross border health planning and development is possible in war situation but is costly.

• Computer assisted planning models such as SUSPLAN are useful in decision making
process once its limitations are clearly understood. It provides decision makers with a
framework to organize health planning information, to identify strategic alternatives for
health services development, and to compare these alternatives with respect to their
sustainability and potential health impact. It was particularly useful in the planning
workshops organized for the Afghan health decision makers where it was used to
highlight the various alternatives for a limnited resource base. Computer modelling
substantiated and supported the argument for a PHC approach to health system
development.

• The Household surveys conducted in three culturally diverse provinces clearly
demonstrated the feasibility of cross border surveys using well trained Afghan health
professionals as field supervisors and local BHWs as interviewers.

• The planning process and one of the remarkable impact of this Project has been
reorienting Afghan health decision makers from a narrow curative medicine approach to
a broad PHC based basic health services approach. This change in orientation were
reflected in the RHA annual workplans and the AIG's master plan for rehabilitation and
reco&Struction of health services in Afghanistan submitted to the WHO, both emphasizing
a PHC approach.

• Finally, an enduring legacy of the health planning process, the AHSS Project, and the
various bilateral and U.N. projects has been the exposure of Afghan health decision
makers to the modem concepts of health planning, and the young Afghans to computer
technology and its use in planning and management. The number of Afghan youth, most
with only a high school education, who have taken to use of micro computers and who
had themselves trained and adapted to the use of micro computers is impressive. This
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has been a valuable hullWl resources development which may play a positive role if and
when real reconstruction of Afghanistan begins.
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IV• HEALTH SERVICES IMPLEMENTATION

Laureace LauDlonier, M.D., AdvisOr

1. INTRODUCTION

By 1978, the Kabul-based communist government was not able to support ,the basic health
infrastructure of the rural areas. By 1986, more than three millions of Afghans had fled the
country, but an estimated eight to 10 million were still living in the rural areas of Afghanisran.

The first objective of the' AHSSP was to assist selected Afghan counterparts inrapidly expanding
and strengthening acountry..wide basic'health infrastructure, which could meet the basic health
needs of the rural population and be affordable in the future. Careful planning and management
criteria for establishing health facilities were essential tools to reach an equitable nationwide
health system.

The AHSSP had the peculiarity of providing support to the Afghan rural health services by
"remote control" from Peshawar (pakistan). A comprehensive.monitoringsystem has been one
of the essential management tools for the program for regular review of the actual performance
of the Afghan counterparts and for meeting audit requirements.

The implementing strategy had to take into account several key issues:

the war situation, which was excluding the possibilities to use the main roads and
the cities/towns to transport medical supplies and medical equipment;

the complex fragmentation of local solidarity groups (which proved to be more
,important than the political parties' mosaic) which, by themselves, were drawing
some natural, geographical,ethnic areas and were showing ways for feasible
implementation;

.., the distributiQn of the health facilities done by other NGOs.

During the life of the Project,theenvirollment of the humanitarian assistance of external donors
changed drastically. :Before 1986, when U.S.A.I.O.started its funding, very littIefunding was
available from external donors for cross-border humanitarian assistance. From 1988 onwards
the United Nations Agencies, Gulf countries, and the European Union (EU) joined and the
financial resources going to the health sector reached a peak of approXimately US$4S millions
in 1992, mainly for cfoss-bord.er activities. It started to decrease again in 1993 (US$ 3S

"
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Agency, CoordinatingBociy Jor Afghan Relief (ACBAR), "Directory of
Humanitarian Agencies Working for Afghans ll (peshawar: 1993).
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To coordinate the development and operationofacountry-wide monitoring
system that reports:

D.

, , '
B. To strengthen the managerial capabilities of the identified Afghan counterparts,

at central level (Alliance Health Committee which became 'later on the MOPH of
the Afghan Interim Government), and at regional , level (Regional Health'
Administrations), including supervisory systeOls,medical supply systems, health
care fmancing schemes, personnel management;

C. TorationaIize the deploym'Cnt,support and utilization of basic health services
inside Afghanistan and ill particular to focus 011 the undersetved areas and
population groups. '

million)l. In 1994, with the close-outofthe U.S.A.tD. funded health programs in Afghanistan,
at least US$lO millions are withdrawn from the support to the health sector; in two yeats time,
the budget of the healthsectOthasbeenteduced by atJeast 50%.

To manage the' "Health services Implementation-section of the AHSSP, the Technical
Assistance ('tA)tearn under the supervision of one expatriate IlField Operation Advisor"was
composed of the following:

eight Afghan staft for theadmillistrative management,

9'5 permanent monitors and 30 contract-hired monitors,all Afghans, for running
the mOllitotingactivities.

, ,

For the Field Operations section this was translated into:

A. To 'assist Afghan Counterparts ,.for a rapid eXpansIon, ofa nation-wide,
decentralized and .affordable Primary Health Care (PlIC) system in the rural
(mujahideen COtltrol1~) ,areasbf Afghanistan. '

2. OBJECTIVES

The goal of the AHSSP, as stated in the Cooperative Agreement, was : "to ,provide technical,
financial and humanitarian assistance to expand and strengthen health services inside Afghanistan
as rapidly as possible and strengthen the capability of the health committee of the seven Party
Alliance to plan, operate, and monitor expanded health services in Afghanistan".



i) on all aspects of the Project's inputs inside Afghanistan and
ii) the movement ofsupplies up to and across the border.

3. ACCOMPLISHMENTS AND OUTPtrrs

1. RAPID EXPANSION OF REALm SERVICES INSIDE AFGIIANISTAN.

Most ofthe health projects funded by other donors were focusingontrainingfirst-aiders, mid
and advanced level of health workers. There was a consensus among the team that the AHSSP
would focus primarily on the deployment of Basic Health Workers (BHWs) posted at the village
level. In the meantime a network of basic and comprehensive health facilities that would absorb
partly the health workers trained by other programs, would serve as a primary referral system.
Only when the base of the health pyramid had been well established, was the support of rural
small hospitals as, top of the pyramid in rural Afghanistan considered (1989).

, 1.1. Basic Health ServiceslnJplemeotation

The Field Operations Department has been managing the initial supply and resupply operations
,for the Basic Health Workers, clinics, hospitals, MCH posts and clinics, administrative centers
and medical warehouses inside Afghanistan. Training staff and Child Survival and Disease
Control (CS/DC )staffinside Afghanistanwasdirecdy managed by their respective departments.
CS/DC supply operations, because of its specific cold chain requirements, was taken in charge
by ~e CS/DC Department.

General Outputs: The total counterpart staff supported through F.O. inside Afghanistan during
the life ofthe Project totalled 5;363 persons. This included technical and support'staff. Through
monitoring activities and the reductioo of personnel patterns in the facilities as a part of the
phase-down from 1992 onwards, the counterpart staff supported at the end ofthe program was
numbered 1,905 persons.

Table IV - 1

AHSSP Supported Facilities and Starr Imide Afghanistan
Total # SuppOrted At End of Project

---------'--------,--,
Basic Health Posts

Health, Facilities
and Admin. Centers

Staff

2,271

328

982

176

1,905
.-----------*--~-~-----~.~~---------~-----'--------~-------*----------------.----._------------------------~---~
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Fipre IV-I

Evolution of the implementation and DWribUtiOD Throop LiCe of Project (LOP): the .
following graph, Figure IV - 1, shows the progressive establishment of the. different types of
health facilities year after year.

1987 1988 19891990 1991 1992 1993

* Basic Health Posts: the first four years reflects an 'aggressive implementation phase'. The
last years reflect the consolidation phase of the program: fielding new BHWs only to replace
BHWs lost through attrition, but occasionally shifting from overserved to underserved areas, and
emphasizing monitoring and technical evaluation of the BHWs.

Out of a 2,248 BHWs fielded (not including MeR posts), 80~ were selected and trained
by the Institute of Public Health (lPH) based in Peshawar, and 20" were selected and
trained by the RHATraining Centers based inside Afghanistan.

Training the BHWs mainly outside the country (in Peshawar) resulted in a maldistribution
of BHWs inside the country: from the total of 1,764 BHWs selected and trained by IPH
(80~ of all BHWs):

·almost half of them (45~) were posted in the 10 eaStern provinces where
an estimated 24" of the in-country rural population was living; and
a little more than half of them (55 ~) were posted in the rest of the
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country where. more than the three quarters of the in-country rural
population was living.

The inputs of the RHA Training Centers (20% of all BHWs) were insufficient to drastically
. counter balance the distribution of BHWs.

The global picture of the establishment of basic Health posts thorough the LOP is as
follows: .

40% of the total fielded BHWs were posted in the eastern provinces;
60% of the total fielded BHWs were posted in the rest of the country.

Figure 1V-1

BHWs FIELDED
BY PRMCT YEAR

1 .
~

~ ':::- -I---~~-~------~----------
a. -··--.··----r·-··-··-·--~··--·-······-·-r-·-·-·-·-·--r· .._-..._..._...\._-_.....-..._--,_.-.......

rY87 rySS rY89 rY90 rY9' rV92 rY93

• Health Facilities: the Basic Health Centers (C-2) were gradually established until 1992. At
the end of 1991, the amendment No.9 of the Cooperative Agreement limited the establishment
of new facilities only to replacement of facilities lost through attrition. The combination of the
six .months ban ofU.S.A.I.D. on humanitarian assistance from mid 1991 to beginning of 1992
and the phase-down of the program, expected to end by December 1992, resulted in a very
limited number of newly establiSbed facilities, with the exception of MCH facilities.

The first mandate of the AHSSP was to work through the Alliance Health Committee, based in
Peshawar, for implementation of health services inside Afghanistan. Until 1989, the bulk of
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health ·facilities (68%) were established through the AHC/MOPA; the rest by the Regional
Health based inside Afghanistan.

The AHC's appreciation of "equity in distribution" was based on equal share among the health
committees of the political parties composing the AHC, rather than the implementation capacity
of each. The creation. of the MOPH of the AIG in early 1989 did not correct the unbalanced
distribution of Basic Health Centers (C-2) and Comprehensive Health Centers (C-l). By
December 1989, the performance of ARC/MOPH shows that 40% of their C-l and C-2 were
established in six eastem provinces where an estimated 16% of the rural population of
Afghanistan was liVing (Nangrahar, KOnar,. Laghman, Logar, Wardak and Kabul). Patronage
and lack ofconnection with the communities inside Afghanistan were the two main reasons of
this poor performance. At the same time, the RHA had.established all their health facilities
outside of these six provinces.

For this reason, after 1989, majo~ priority was given to the Regional Health Administrations for
establishing new facilities: 71 ~ of the AHSSP-supported Basic Health Centers were established
by the RHA. This policy was based on their proved capacity for implementation and supervision,
as shown by. the monitoring results.

More sophisticated health facilities, like the ·Comprehensive .Health Centers and the small
hospitals were established mainly after 1989. The withdrawal of the Red Army from Afghanistan
was followed by a movement of rtiedical doctors from the cities to the rural areas for theRHA
and from Pakistan and Iran for the· AHC/MOPA . Of this more sophisticated type of facilities,
66% were established by the RHAs for the reaSOns described above.

By including· the Regional Health Administrations as full partners in the AHSSP, the overall
performance ofthe AHSSP for the distribution ofBasic Health Centers, Comprehensive Health
Centers and rural small hospitals within Afghanistan could be re-balanced, and finally shows
that:

* 24% of the AHSSP supported facUities were established in the 10 eastern .
provinces where 24% of the rural population ofAfghanistan was living, and

* 76% were established in the other provinces where 76% of the rural population
of Afghanistan was living.

1.2 Salary SCale

Salary was a major isSue for the AHSSP. Should the AHSSP give a salary to the health
workers, and particularly to the BHWs who would be fielded on a.large scale? In 1986, many
Afghans were still coming to Pakistan as refugees, to escape the war as such but also its
consequences like decreasing livingstandatds artd occasional food shortages. Providing a
minimum of salary could be considered "cash· for work· scheme utilized already by other
implementing agencies, that might convince people not to· leave. the country.
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The team assisted theAHC to establish a rational salary scale,based on three main
considerations:

..

..

..

the salary scale used by the other main implemel)ting agency·of cross-border
health centers (the Swedish Committee for Afghanistan);

the personnel qualifications recognized· by the Ministry of Public Health before
the war;

the length of training (as indicator of their level of functioning) for the thousands
of mid-level health workers trained by different NGOsinPakistan and Iran during
the war time.

A complete listing of that scale is given in AppendiX IV - I

The scale was initially drawn up in Afghan currency. The constant fluctuations ofthe Afghan
made the team decide after one year of the program to issue salaries in Pakistan Rupees.

1.3. Starrlilg Patterns:

Aiming fora compromise between the WHO standards for a PHC pyramidal health system, and
the still available human health resources in rural Afghanistan during the war (mainly BHWs and
mid-level health workers trained by thousands by other NOOs)., staffing patterns were
determined as follows:

..

..

..

..

..

a Basic Health Post was staffed by one BHW working at the village level;

an MCH Post, by one female health worker with at least one year of health
training;

a Basic Health Center (BHC), by two to four medical staff having at least
together a sum of tPirty months of medical training, .and .up to three additional
non-medical staff; , .

an MCR Clinic had the same staffing level as a Basic Health Center or
Comprehensive Health Center, but at least one female mid-level health worker;

a Comprehensive Health Center (CHC) had the same number of staff as a Basic
Health Center but included one M.D., and three to five in-patient hospitalization
capacity. No food was provided by the AHSSP to the hospitalized patients;

a small hospital, by at least two M.D, two to three diploma nurses, four to five
mid-Ievelhea1th workers, four to five non-medical staff, one administrator and
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one storekeeper, with 10 to 15 bed in-'patienthospitatizationcapacity. Food
allowance was provided for hospitalized patients;

• a lleferral hospital serving sevel'alprovmcesby five ,ltI.D.s(mcluding two
specialists), 14 nurses or nurse's. aides,five .. mid,;,level health workers, two
pharmacists, an x-ray technician, two laboratoryteehnicians, two dental
technicians, three administnltors,and rion~medical petsonneL

Additional specialized staff could~be assigned to· these. facilities:
one dental technician in BHCs,· CHCs, and .small hospitals

one labot:atory techniciaft inCHCs, smallhospitals; and sometimes in well staffed
BHCs.

one x-ray technician in small hospitals and sometimes inCHCif very active and
far from a small hospital.

During the lifeoftheprogram,MCH and preventive medicine activities (l3PI, ORT) were
integrated into .. the facilities discussed above.

1.4 Medical Supply System and Transport

AsexplainedinSection VII Procurement andSupply Management, the AHSSP used a kit system
which was certainly the most practical system at this stage ofdevelopment of the health services
in Afghanistan.

In ordert() minimize the risks ·ot: intentional orateidental losses and to facilitate the transport
of supplies within the tribal areas of Pakistan, the medical supplies were not issued to the
providers from Peshawar but from the Pakistan.-Afghanistan border. At the beginning of the
AHSSP and with the support of the political parties of AHC and lUtAs, the AHSSP could use
a part of the lanzeem warehouses located on the Paksitani side of the 2,000 kilometer long
border between Pakistan aIldAfghanistafi. At the 10 main commercial andJogistics entry points
(see map IV - 1) 12w*tehouses we~ aVailable, each with one· tnonitotisSuihg.the supplies.
Later in the Project, as part of the development of a decentralized health system, 12 additional
medical .warehouses were established in various regions inside Afghanistan and supervised
directly by theRHAs. This allowed .the gradual shifting ot the health delivery system from
Peshawar/border based warehouses·to the regional warehouses inside.Afghanistan. Up to FY
1991,15 "ofthe health posts and 40% ofthe health facilities were resupplied from Peshawar
through the border warehouses. From FY-I99I.onwards, regionaltet region, the health delivery
system was gradually shifted to the regional warehouses, dispatched allover Afghanistan and
$upervisedby theRegionalliealth Admirtistratiolls,.ByDecember 1993, 37%of the health
posts and J 8%.ofthehea1th facilities wetetesupplied from Pesha.war through two warehouses
located at the border (on the Afghan side). These were the posts and facilities located in the
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eastern provinces, nearby the border. The rest of the posts and facilities were resupplied from
the regional medical·warehouses.

No AHSSP transport was used inside Afghanistan. Health providers used the available local
public and private transport system. This involved mostly mules and horses in the mountainous
regions, and camels, pick-ups, and trucks in the central and southern provinces. This way of
transporting supplies allowed the AHSSP to keep a Jow profile when shifting· medical supplies
allover Afghanistan. It certainly minimized the losses of supply kits, estimated at 4% to 5 %
of the annual budget at the begiMing of the program. A secondary advantage was the income
it provided to in-eountry transporters, thus diminishing the pressure to become refugee.

In order to increase the cost-effectiveness of the transport and the safeguard the supplies, special
packaging was used which involved:

taking the tablets out of their industrial packing and putting them in plastic
containers;

wrapping the cartons with strong plastic bags to keep them dry in case they fell
into water;

wrapping the entire carton with a strong, brown jute or canvas bag.

2. STRENGmENING MANAGERIAL CAPABILITIES OF mE COUNTERPARTS, i

2.1. Major Afpan Partners for Cross-border Activities

, • The ARC had been the identified partner from the beginning of the program. Because of its
limited implementation capacity, other possible partners were identified and included in the FY
1988 amendment.

The question before the AHSSP was to find a. feasible compromise between only working
through the AHC or getting tied up into a setup where it would have to deal with hundreds of
partners claiming "'authority" over a part of Afghanistan's soil and/or population. In identifying
additional counterparts a number of factors were taken into consideration:

*

*

inability of the AHC to establish and manage basic health systems in the
identified area;

a civil administration existed in the area; able to provide services in several
districts or provinces with enough military and political backing to ensure relative
stability in the region of its implementation;
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.. the interest in health services was expressed by the existence of a functioning
health committee within the civil administration.

The AHSSP ultimately worked with five main institutions where all ethnic groups were
represented and whose implementation capacity covered most of the rural Afghanistan:

..

..

..

..

..

the Alliance Health Committee (AHC)· which became in 1989 the Ministry of
Public Health (MOPH) of the Afghan Interim Government (AIG) based in
Peshawar;

the Health Committee of the Supervisory Council of the North Area (SCNA)
based inTakhar Province, which demonstrated its ability to strengthen and
expand health services in the north and north-eastprovinces; The military and
political structure backing it was officially created in 1984 and was led by
Commander Ahmad Shah Massoud who became the Minister of Defense of the
Islamic State of Afghanistan after thefall of the communist regime in 1992. The
AHSSP support for SCNA began in 1987;

the Health Committee· of. the South and Southwestern Area (SSWA), based in
Herat Province which was established in 1982. The military and political
structure backing it.was led by Commander Ismael· Khan who in 1992 became the
Governor of this area of the Islamic State of Afghanistan. The AHSSP support
for SSWA began in 1988;

the Health Committee of Central Afghanistan (HCCA), based in the Shiite
population. The AHSSP support for HCCA began i~ 1989.'

the Health Committee of Paktya and Pakteka (HCPP) provinces in the east,
backed militarily and politically by Commandet Haqani. The AHSSP support for
HCPP started in 1991. .

The map IV • 2 illustrates the area of implementation ofeach oithe RHA; the blank spaces are
basically the area of implementation of the MOPH.

2.2. Personnel System Management.

The Afghan counterparts were selecting their own staff and employing them, according to the .
staffing criteria agreed upon by the AHSSP counterparts and the Technical Assistance team. A
few other procedures were required before enrolling the candidates into the AHSSP payroll:

.... , .... I :

.. certificate ofqualification givenby the Medical Certification Sub-committee after
oral, written and practical examination (see Section I. Training);
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• certification from ~e m~n health support donor agencies (Swedish Committee for
Afghanistan and International Medical Corps) that the candidate was not already
on their payroll ill order to reduce,' risk of duplication.

, .

The MSH Finance Department wasissuing advance funds directly to MOPH and RHA, against
financial receipts. of the last financial issue (signed.by each employee). The MOPH and RHA
were disbuning salarlesand costs for transportation at the time of the resupply of the facility;
this time·of the coming .' of the personnel to MOPH or the RHA Administnltive. Centers were
utilized for evaluation interviews of .. the .. health workers.artd· for sending them for one week
refreshercourselt the In$titute ofPublic Hea1thin peshawar orin the Regional Training Center
inside.

At the request of the AHC/MOPH and theRHA, the MSHField. Operation Department was
processing the entitlement for salaries of personnel and cost for transportation of supplies,
according to a fiXed length of issue ( six months' for most· of the provinces, and three months
for the very nearby eastern provinces); at the same time, supplies went sent to the border
warehouses and regional warehouses.

As i't was the case before the war in Afghanistan', the turnover ofthe staff working in the health
facilities was high. The following table sbows the categories and number of sta{fstill supported
in the health facilities at the end of the program (BOP) and the number of staff cancelled
dUringthelife of the program (LOP). The number of cancellations reflect the turnover, the
monitoring results and the phase-down of the program.

In April 1992, after discussions with the counterparts, the AHSSP'stean1 decided to cut by 50%
the salary ofthestaf'f of health facilities as an incentive for expanding the implementation of
"fees for services" scheme at the facility level. :By October 1992,thenumber of staff working
in. the health facilities was reduced by almost 30% as a strategy for the phase-downof the
program: the non-medical staff in C-2 was reduced from three ,to one person,and in a C~1 from
three to two persons; medical staff was reduced from a maximum of four to a maximum of three
persons in C-l and C-2.
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Table IV· 2

Project Supported Stalfln Iaside Afghanistan Facilities

Cateaory Active at EOP "'/category CaneeUed during LOP

M.D. 93
M.D. Ass. I Dip. Nurse 68

Nurse Helper
Med.Student
Med.Technicians 291

BHW/First-Aider 18

Pharm-eompounder
Roghtiapal 6.

Anesth-Dental
Lab-Malaria 
Ortho-Xray-Blood
Bank Technicians 86

MeH Ass-Dai 13

Non-Medical Staff 214

12%
9%

37%

2%

0.8%

11%

0.2%

27%

147
148

480

104

12

99

15

1,047

. ,

........•--_.. .. --~--------------------------------------------

TOTAL 789 2,052

Given the primitive computer environment in the beginning of the program the administrative
support system of the. Technical Assistance was both manual and computerized. The manual
system, using personnel cards, was practical for dealing with the administration of counterparts
and with MSH/FM. The computerized system reflected all information written on the cards but
permitted analysis for evaluating the program progress, planning of different program activities
(specially for procurement requirements), shifting the delivery system from Pakistan to the
Regional Health Administrations inside, etc. This dual administrative system proved to be
extremely adequate when all the administrative staffof the Field Operation Department quit their
job. over a salary issue. This happened at the time the department was preparing the issue of
the final salary of all petsonnel inside. Within a week's time, a new administrative staff was in
place, and with the help of the Computer Supervisor the new staff could properly use the
perSonnel cards system and process the work on time.
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The'~ cards system was used as well by the AHSSPcounterParts in the Health Services
Departlnent (HSD) of the MOPH in Peshawar, and in the 13 Administrative Centers of the
~, while the computerized system was partly used by MOPH, SCNAand HCCA.

2.3. Adm1ulstratlve Centers

As described in Section 1. Training, several worbhopswereconducted by the Health Services
Development section of·the AHSSP. (or administrators and.$enior Managers of tJle·RHAs and
MOPH. This facilitated the fonnal establishment of Administrative Centers for the RHA inside
Afghanistan by 1990.

As deScribed in Section. VII., Procurement ,and Supplies Management, workshops were
conducted for storekeepers and formal regional medical warehouses were established by the
RHAs, at the same locations as the administrative ce.tters. Thetegionalttaining centers and
regional freeze point foJ' the BPI activities were also established at the Saine locations. With this
set-uP,. anadministtative and technical nucleus existed at ... the rc&ional.level, .and sometimes,
depending upon accessibility, at a provmeia1.1~el.as well. This nucleus was able to oversee the

. personnel management, maintain financial accountability according to the MSH requirements,
provideiechnica1support to the persoMeland resupply the medical posts and facilities.

The MSH Field Operation Departmentprovidedteebnical assistance for· strengthening the RHA .
and; HSD/MOPH administrative capability in the delivery system and their supervision system,
and, evaluating feasible health care finartcmgschemes with the·assistanceofthe AHSSP Health
SeryicesDevelopment Advisor (for details of the health planning sessions and the conceptual
computer assisted health planning model see Section III., Health Services Planning and
Development).

~ following table shows theadministrativestaffsupported in theadministI'ative centers at the
BOP, and the number cancelled during the LOP as result of turnover and . monitoring and
reduction of staff during 1992 firstphase--down of the program.

Table IV -3

Project Supported Afghanistan AdrnlnistrativeCenters Staff

Cateaory Active at EOP. "'eategoryCanceUedDUrina LOP-..------_._......._.._--_.---------_.,-------------------------
Regional H.Officerand
Dep.Reg.Off-ProvJI.Off

Adm.Director-Adm.Asst

Account Off-Cashier
Fiscal Off- Insp.Off

9

30

20

0.6% .

21%

14%

5

30

12
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16 11% 19

2 0.1 " 4

3 0.2% 0

' .. 22 IS" 20

1 0.0'% 6

0 0% 1

27 19'" 27

4 4,-11 44

Typist clerk

Log.Off-Supervisor
Mooitor

Procurement Oft.

Computer Operator

Storekeepers

Driver

Radio Operator

Peon-Watchman-Cook

12 8% 7

---'--------,_._----,----_.......----------------...._------.._-_...-~-'..._-..:.._---------_--...-

Tobal 142 131

Like the other expatriate personnel, theF.O. technical advisor was only allowed to go inside
Afghanistan in the last year of the Project. Technical assistance was provided in three ways:

•

•

•

Using a permanent contact, which was the Liaison Officers of each Regional
Health Administration, appointed by the RHA's Directors and posted in their
Peshawar Uaison Offices supported by the AHSSP. Joint weekly meetings were
held with the Liaison Officers of all RHAs for discussing and solving the
managerial difficulties encountered by the counterparts. On several occasions,

.particularly when shifting the delivery system from Peshawar, ,and on health care
financing schemes, joint weekly meetings were held with the RHAs and MOPH.
For MOPH, the counterpartwas the Director of the Health Services Department,
located in Peshawar. Weekly meetings Were held with the Director of HSD of
MOPH.

Through the monitoring visits; by 1991 a special questionnaire was developed
and given to some monitots(selected from the support administrative staff of the
Monitoring Unit and trained for conducting evaluation) for evaluating the
performance of the administrative centers and medical warehouses and providing
ongoing training on site, and reporting to the Field Operations Advisor .

through a -remote control- system using a comprehensive computerized
Manag~inent Information System put in ,place in the Field Operation Department.
Details of the annual medical resupplies sent to each medical warehouses were
entered into our database. In return we were getting back from each medical
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3.1. Plaeement Criteria
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This was certainly one of the main effort of the Field Operation Department and an urgent
matter as was indicated by a ,mapaf location ofhealth resources produced by the Coordination
of Medical Committees (CMC) in 1988. There was already a heavy emphasis on the eastern
provinces and gImast no facility was being supported in the Hazarajat(central Afghanistan).

J

Early in 1988,a computerized "Clinic Selection Systerrt" was put in place as a tool to establish
priorities for establishing new clinics. This system has proven to be a valuable means to discuss
health facility implementation management on other than (party) politicalbasis with the AHSSP
counterparts. The results were.J)ottaken asa decision, merely as abase for discussion with
concerned counterparts in the MOPH and RHA. The. end result was a rating ofthe clinic against
the (im)possiblelOO of the -ideal"dinic. It .served to discern clearly unacceptable clinics, from
those acceptable by all means and .thoseateeptable, ifone or .more of the parameters was
upgradedby the requesting institution..... Itwas understood that, before. submitting a request for
establishing a new. facility, .thecountetparts_.• (MOPHand. RHA) had.alreadyreviewed in depth
many .. of the .non-teehnicalimplications(pOliticsete..).. Therefore, little· thought was given to
those factors in thiscomputerizooCliriicSelection SysterD,sincethey were outside MSH's orbit.

By 1993 all the separate Liaison Offices were closed in Peshawar (except one '. combined office
with one representative frolneach:R.HAl and were moved to Kabul when security permitted
during the 1993. The .argument for ac<:epting theestablishinent of administrative centers in
Kabul for the RHA was that it would facilitate a continued coordination with the MOPH, and
contacts with.otherdonors (oneofthemainpreoccupationoftheRHA, mowing thatU.S.A.I.D.
had decided to stop support to the basic Health Posts andrion-MCH facilities at that time)..

3. RATIONALIZING BASIC HEALTH SERVICES TIlROUGHOUT AFGHANISTAN

In coordination with the Health Service Development and the MIS sections of the AHSSP,
emphasis was put on expanding implementation in the underservedareas in Afghanistan.

The rating of one "ideal" clinic was:

',warehouse,the issue tickets showing 'the number of kits issued to each facility.
Anytime, we could have a clear idea of how many kits of supplies were
remaining in each warehouse. '

To strengthen communication and supervision systems, staff pos~tions,ofLogistic .Offi~rs were
created 'to facilitate communication between the Liaison Offices'and their RHA's headquarters

, inside Afghanistan, and to carry oat field assessment visits of their heaIthposts and facilities
within their region. For this last activity, the Logistic Officers were trained by the MSH
Monitoring Unit. ' '
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Population Factor: 45 score, if the clinic requested was ilocated in a district where less
than one clinic per 30,000 people existed. The ACBAR (Agency Coordinating Body for
Afghan Relief) database andlater the WHO database were utilized.

Medical staff Factor: 30 score, if two to three medical staff were proposed, combined
medical training equal or more than. 30 months.

Medical Certification board Factor: 10 score, if the complete· medical staff had been
evaluated by the "Medical Certification Board".

PHC System Faetor: 15 score, ifseven or more BHWs were working around the location
of the requested clinic and if the Population Factor was superior to zero. The AHSSP
database was utilit.ed.

A Duplication Factor was also considered to ensure that checking with other main suppliers had
been done, to avoid duplication.

By 1990 the WHO database became available .. and more detailed information was put on maps.
Each request fora clinic was assessed on:

•

•

its exact location in the district; ,

the 'distance'and natural obstacles from the other existing clinics (in order to
reduce the risk of redundancy);

: .

,"., '" i

.•..j

I

• the ability of supervision of the local authority proPosed by the counterpart based
on· past experien~ of the AHSSP through the previous monitoring results.

In order to maintain a balanced distribution of health resources, the placement criteria which
remained the most important during the life of the program was the population coverage per
facility i.e:

60,000 to 80,000 inhabitants for a small hospital; .
20,000 to 30,000 inhabitants for a BHC an.d a CRC;
5,000 to 10,000 inhabitants for a Basic Health Post.

This factor proved to be most efficient for the Afghan counterparts to focus. on the underserved
areas.

3.2. Provincial Health Resources Survey

" Working on a daily' basis' wi~ the V/HO and ACBAR databases showed that a lot of
diScrepancies existed between facilities/health workers claimed and those actually in place.
Therefore, after. diSCU$Sions with WHO, .itwas decided that the AHSS~ would initiate,
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*
*

*
*

salary scales; .
list ofes$ential drugs
staffmgpatterns and classification of health facilities.
updating 'iegulatlythe WHO and ACBAR databases by, providing the AHSSP
Field Operation's data: two types. of data wereparticularlyessentiaI:the results
of the, monitoring eliminating the canceled clinics, and'the exact location of work
of the BHWs and clinics; this 'last type of data took a large part of our efforts
during the LOP;
checking duplication in payrolls within the'AHSSP and with other suppliers;
avoiding redundancies in the implementation of health resources with other
suppliers;
assessment of qualityofcare;artd ,
assessing emergency assistance, needs and coordinating with other suppliers.

Health Care Financing, Schemes were reviewed and diScussed, on a dialogue basis, with the
NOOs members of ACBAR.

implement and analyze a provincial health resources survey based on the information provided
by the WHO database. Because of the clirnaticcortstraints and the six month U.S.A.I.O. ban
on humanitarian assistance, it took two years (l990and 1991) ,to complete the survey., We sent
49 permanent monitors and 49 contrdCt-monitors(mainly introduced by theRHA and MOPH)
to survey all the 19 provinces of ,Afghanistan. Data was. processed and analyzed by the MIS
section of the AHSSP and results were communicated to WHO as they came in.
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The main coordination,efforts'related to Field Operations' issues focused' on:

3.3. CoordiDatlon wlthCMC, ACBAR and WHO.

4. COORDINATING TIlEDEVELOPMENT AND OPERATtON OF ACOt1N'tRY.WIDE
MONITORJN'G" AND EVALUATION, SYSTEM

Ouring the -aggressive implementation phase- ,offirst five years) the system therefore aimed to
monitor supplit$, field workers, and facilities. 'In the consolidation phase, more attention was
given to ,evaluation of management at health facilities and admirtistrativeeentets.

It waS a challenge to support health services ,allover Afghanistan from Peshawar under war
conditions. An additional constraint for technical assistance, evaluation and monitoring for audit
purposes was the ban on expatriate advisors goinginto Afghanistan during the first six years•

. In March 1987 a monitoring system,independent from. thecounterparts,composed only of
Afghancitizefis was designed. It was approved by the U.S.A.I.O. in OCtober 1987. The
objective of the monitoring system was to measure program progress in the field, both for
reporting to U.S.A.I.O., and as a, feedback for theTA team, in order to assess the degree of
success of chosen strategies and to adapt changes, where neees.sary.
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In the design of the monitoring system, some~y identified constraints for implementation
of the program were taken into account, including~

*

*

*

*

*

based in Peshawar, the program would be prone to risks of diversion of funds and
commodities, welilmown to the agencies already ~rating in a similar fashion;

AHC/MOPH was based in Peshawar as well, and' was running several hospitals
without sufficient funding. It was only human to expect preoccupation with these
hospitals; ,

the easy accessibility of the border provinces home to the majority of the
refugees, and consequently the Peshawar-based counterpart staff, would inevitably
focus the attention on these provinces;

the huge scale of the program and the remoteness of a large part of the target
population;

the difficulties of transporting supplies to the final destination of each Basic
Health Post and facility.

4.1. Desl&n lor Monitorina Supplies:

MOPH: Supplies were issued from the MSH Warehouse in Peshawar and aceompaniedto the
border-warehouse by an MSH monitor and one Afghan representative from the MOPH.
Supplies were unloaded and temporarily stored in the border warehouses, belonging to political
parties. One monitor, recommended by the political party and screened by the MSH Monitoring
Unit, was emp\oyed by MSH, and became the in-eharge of the medical supplies. At that time
the political parties were making a real effort themselves to fight corruption and they appr~iated

our parallel efforts to control co~ption in medical supplies and provided very valuable support.,

The monitor in-eharge of ~e border-warehouse was responsible for:

*

*

*

*

*

proper Storage of the supplies;

screening the private pharmacies at the border for resold Project supplies;

issuing supplies against receipt to·each BHW or health facility representative
officially introduced by the MOPH;

helping the health provider to find the first caravan to their destination;

reporting the departure ofthe health provider with the date of crossing the border
and the actual cost for transportation to reach his destination;
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to take picture of workers holding a'sheet of paper.with their code numbers, and
to obtain a signed statement certifying that they had been met by the monitors;

to take a picture of the building of the facility, the medical store, and the main
patient examination room.

additional need requirement for facilities, or maldistribution of resources showing
the Presence and distance ofother facilities around an AHSSPsupported facility;

, to verify the commander's perception of the activity of eachBHW and facility
through a written statement. If the commander was absent, letters from three
other commanders, including .one of the samepolitPJ. patty had to be submitted.
In order to avoid political problems in the field Ind in Peshawar, a monitor'•.
report not meeting these criteria was not accepted and the rqonitor had a
corresponding portion of his salary reduced; :

r

•

•

•

•

to .complete a short questionnaire which detailed the information from the
monitor's field visit about each person and assessed the community's perception

. of the activity of each BHW and facility.

.With timo<and formal additional training, tbemonitors became skilled in evaluating the
management of an area health system, and the performance of tJle BHWand facility. Through
an additional short questionnaire, they were providing information about:

" I' I ,

:'''i'-'' . i"· ./ i

providina bi-monthly reports on th~ freight cost per sur (sevett kilopams) to
each district from the point of entry. .

RHA: supplies were accompanied by a monitor and an RHA repre$eIltative to the regional
.medical wareh9Usea inside Afghanistan. 'Ibemonitor received a receipt from the storekeeper in
charge of the warehouse for all supplies delivmd. The storekeepers,. ttairtedby the AHSSP,
managed the warehouse and idued supplietlto health providerS &pinsl a. teeeipt which Wis seat

I .back to the Field Operations Departmentthrough the RHA Liaison Offices~Regular reporu on
the cost of transportation to each district from the regional warehouse was provided by the RHA,
anddo\ible checked by the MSH monitors.

i ~.2~ !\ttIp,1)I' Fiel4'Work and Fac:U1t1es
j . ,

Beig provided with the location of the facilities, the names of the penonne.t and their
quaUfications, and the names of the general and local commander supervising and providing the
security of the facility, the monitors.~ several tasks in the field:



..

..

..

..

the accessibility of the facility, specially for women and children;

presence of priva~ pharmacies. in the surrounding area;

use of fees for services by the health providers, and how much;

performance of the warehouses and administrative centers oftheRHA .

knowledge.and awareness of the communities about the danger of
expired drugs

Their observations were vital in improving health services.

4.3. Selection or Monitors

Selection of the monitors was critical to the system. The Deputy Qfthe Field Operation Advisor
who was in-eharge of the Monitoring Unit was a key person in this process. He himself had a
long standing experience of organizing and supervising supply earavans for one of the larger·
mujahideen faction during the war,thus having. in-depth knowledge of all the problems on both
sides ofthe border. Having himself a high sense of responsibility, discipline and human skills,
he defmed the main criteria of selection of monitors as:

•
•
•

•
•

sense of responsibility, self.-discipline, and morality;

experience travelling cross-border during the war;

experience with logistics within well known disciplined fronts and/or civilian
resistance administrations;

good physical condition (a large part of the trav~lling was by foot);

minimum of 12th grade education; and

• •

........ i

immediate family residing inside Afghanistan or very teeenUyarrived in Pakistan.

Working knowledge of English was only required for the translators.. A balance between people
from different areas was aimed for, in order to be able to do surveys all over Afghanistan.

The Monitoring Unit had two components: one for the monitoring activities taking place in
Pakistan (transport of .supplies from the Warehouse to the border and the bor4er-warehouses'
activities) and the other· monitoring activities inside Afghanistan. The management supporting
staff for the two components was composed of 24 Afghan employees. The Pakistan monitoring
unit included 12 monitors to accompany the supplies to the borders, and 29 border monitors
(22 monitors posted in the ~rdei warehouses and seven monitor supervisors posted at the seven
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-main border crossings). The AfghanistanmC)llitoring unit included 30 pemanent Afghan
monitors, and 30 to 40 monitorS each year hired on a contract basis to accompany the pennanent
monitors in- their surveys. The above figures reflect the maximum personnel employed at the
peak of the monitoring activities ofthe AHSSP.

:-' 4.4. -Operatlna Stratqy

Each year's monitoring was based on the experience of the previous year, and each province was
monitored at least twice a year. With the high concentration of BHWs in the eastern provinces,
these provinces were monitored three to four times in a year. The length of survey varied
according to the distances from Peshawar and the concentration of health. posts and facilities:
·one to one and a half month for the eastern provinces; three to-four months for the most distant
northern and western provinceS.

To supervise the activities of the monitors, several methods were used' including-:

The relative gap between the two activities during the first two _years' of the program is due to
several factors: the data provided by the monitoring system was not-computerized for the first
year (1987-1988); and until the third quarter of fiscal year 1989, about 240BHWs were fielded
every four- months, all over Afghanistan. To get a monitoring report on all of them took almost
a year.

4.5., IntormatioD Systems lot;' Monitorina
i
i

A cpmputerized information system was developed after a year's operation, using one short
questionnaire _for the border mQnitors, and anotherquestionnai~ for monitors going inside to
visit the health facilities. Questionnaire data was added to thein~onnationalreadyprovided by
the monitors at the borders, and by the administrative departm~tof Field Operations which
traekeddateof issue of salary, date of interview in Peshawar at ~e time of resupply, etc..

Thi~ database allowed division of the status of health workers into four main categories:

*

*

*

*

comparing the photos taken of•buildings -of the clinics from one survey to the
other;

comparing the signature and photo ofthepet$Ortnel taken during the visit of the
monitors with the signature and photo of thepersonrtel provided at the time of
their enrollment in, the payroll;.

use of.photographic cameras -- with, secure dating mechanisms;'

informing the monitors of their destination only on the morning of
their departure, etc.
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*

*

*

*

active: those seen by the monitors in the field (who had photos, signatures, and
, letters from the oommander and population as proot), plus those not seen in the

field but present in Peshawar for their resupply at the time of the visit of the
monitors, or those officially on.continuing education course in Peshawar; .

inactive: those who had not been found in the field and who had no official
reason (or absence;

'1 questionable: those for whom we did not have enough information to make a
decision (designed by a question mark in the database); and

cancelled: those who had been found inactive in two monitoring surveys, or those
who had· sold their medicines without crossing the border, and were therefore
excluded from further Project support.

For the -inactive- or -questionable- facilities, when urgently neeqed, a Special Monitoring Team
was sent out to the field, in addition to the regular scheduled monitoring missions, to get a new
result.

4.6. Outputs and Use or the Monitoring System

The monitoring results influenced many operations: the logistics support system, the organization
of health services inside, the administrative support system, and the financial control system.
All monitoring results were entered into a very comprehensive Management Information System
(MIS) which provided: .

*

*

*

information on procurement needs for the next order of supplies and information
for the Warehouse output requirements;

data on the distribution of health services, to aid in relocating BHWs and health
facilities away from overserved areas, particularly the most accessible border
provinces;

information fot issuance of salaries and supplies according to the time spent by
the health workers in their facility . For example, a BHW paid in advance for 6
months, who was found to have worked only three months, would have his salary
reduced by three months at the next resupply;

* feedback for the financial system, with an independent report on the use of funds
by health posts and facilities. .

From the beginning of the Project until the end of First Quarter of FY-94 10;734 reports on
.Field Operation activities were brought back by the monitors from Afghanistan. MSH
Monitoring Unit has monitored 2263 BHWs including the MCH Posts (only eight have not been
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"monitored during the LOP) and 291 Basic, MCH, and Comprehensive Health Centers and
hospitals' (only one has not been monitored, during the LOP). As a result of the expanded and

'improved monitorlngsurveys,MSH support was withdrawn from 1,223 inactive or redundant
BHWs' and 135 clinics and hospitals. Monitoring results indicate the following results:



In addition, 43 trained BHWs who did not have their own Basic H~th Posts and were working
in Basic Health Centers are excluded.

Basic, MCH and Comprehensive Healtb Centers and Hospitals
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These results reflect differences in performance: the RHA appear to be better able to select sites
for new facilities and BHW according to the needs and to supervise them afterwards. The major
reason was certainly the RHA's ability to involve the community in decision-making about new
facilities and in the supervision system. The MOPH based outside the country had less links
with and support of the.communities. MOPH it did not counterbalance this disadvantage by
promoting an efficient monitoring system. MSH monitoring results were always provided to the
RHA's managers and MOPHlHSD to assist their administrative support systems and to further
development of health services. With time and facts, the monitoring system was accepted by
the communities and the counterparts.
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Some remarks about the above mentioned monitoring results: ~t 10 facilities were cancelled
through the phase-down planning for final issue of suppliess~ early in 1993. Even with
positive monitoring status, tho1e clinics which had not come for resupply for about a year and

, a half were cancelled. Two active clinics were cancelled due to the redundancy exercise
requested by U.S.A.J.D. And two other active clinics were cancelled because of the ban
imposed by U.S.A.I.D., on three districts in Afghanistan, due to security reasons.

One of the findings of the monitoring was the community participation in supporting the
establishment of most of the health facilities, by providing building (the AHSSP did not provide
funds for renovation of clinic buildings) and basic furniture, carpets, curtains, etc.

We took the opportunity of the six months of the ban of U.S.A.I.D. on humanitarian assistance
for all Afghanistan in 1991, to select and survey specific provinces to find out how the health
system was reacting to the suspension of the issue of salaries and resupply operations to the
BHWs and health facilities. The majority of the facilities .located in the Hazarajat (central
Afghanistan) were still active and getting fees for services and prescribing medicines through
the private pharmacy .system. The personnel of those facilities had been informed by their
Regional Health Administration about the· ban and the necessity to keep active the health
facilities by using this strategy. The majority of the facilities supported by the AHSSP located
in the eastern provinces where more assistance was provided by other donors, had closed down.

At the end of 1993, the monitoring reports showed that about 90 health facilities were getting
fees for services ranging from 50 Afghanis per patient examined to Pakistan Rupees 4 (about 200
Afghanis). An aVera&e of 30'.' to 40 " of the patients seen at one clinic were participating.
Therefore. the revenues generated at a clinic. leVel through the system of fees for services were
~very low by the end of AJ;ISSP (in the best, case, equivalent to less than 2,000 Rupees per .
month). ' ." i . I.. ,

, ,

CHALLENGES AND CONSTRAINTS

Many of the challenges and constraints faced are discussed in the foregoing discussion.
Specifically these may be categorized as:

A. Balancing the Distribution of Health Resources aU over Rural Afghanistan.

" This challe~ge was made more difficult by two constraints:

• to work only with the Allian~ Health Committee at the beginning of the program
where, decisions- were influenced by internal and complex politics; the distance
taken ,by the -AHC from the people inside Afghanistan due to the fact that they
were based in Pakistan did not help as well.
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* to work in an uncertain technical foreign environment among NOOs where the
lack of knowledg~of Afghani~tan, the preference for emergency assistance and
the quick turn-over of,the personnel were predominant.

Th~ next challenge to !-educe' the above two constraints was:

*

*

*

To identify and select additional counterparts to the AliSSP to meet the need of
balancing properly the distrib,,-tion of health resources without increasing the
political fragmentation. The ~egional Health Administrations already existed
inside the country, created and recognized by the support of the regional
populations under the leadership of well known mujahideen fronts. These regional
administrations emerging because of the war situation (i.e lack of central
government), more than representing a political front, were representing the
various major ethnic groups of Afghanistan.

To coordinate with the various Afghan counterparts of the AHSSP the important
technical issues of planning and implementation in order to work towards a
national system scheme

To participate in NOOs coordination bodies like Coordination of Medical
Committees and Agency Coordinating Body for Afghan Relief, where the AHSSP
advisors were providing technical inputs to influence behavior to go from pure
relief work to more' de.1Velopmental work. One of the constraints· to fulfill this
activity was time..

B. Inaccessibility or Updated Data on Population DiSttlbutionand llealth Resources
DiStribution.

Lack of updated data at the beginning of the program delayed the health implementation planning
effort. '

Updating the population estimat:es in Afghanistan became a challenge for
U.S.A.I.D., with the presence of Mr Thomas H. Eighmy who coordinated with
UNHCR to finalize a technically acceptable update.

To get an update} on the. health resources distribution remained an on-going
challenge during the LOP for the Field Operation Department to keep an accurate
database (through regular monitoring results) and for the MIS section of the
AHSSP to coordinate with WHO and ACBAR who were trying to maintain a
general database. Great discrepancies remained between the two databases, and
between the two databases and the field for many agencies had no monitoring
capability..
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c. Implementation in an Uncertain Environment:

To operate a 'large scale "cross-border" program, is by itself a ,challenge. Not to
be allowed, as technical advisor, to carry out regular follow-up work sessions in
the field with, regional managers became a great constraint, and slowed down the
process of developing and strengthening the managerial capabilities, of the
administrative centers and medical depots established in the RHA. Especially
after April 1992, the senior officers of the RHA were reluctant to come to
Peshawar to get additional ad"'hoc training. All the administrative centers and,
medical depots remained operating till the EOP;although, their administrative
reporting system and financial management improved each year,' their supervision
system, and particularly the strengthening of managerial capabilities at facility
level will need attention from any future technical assistance,ptogram.

Between the evacuation of the expatriate staff during the 1991 Gulf War and the
six months U.S.A.1.0 ban on assistance to the entire country, the planning and
implementation process was disrupted for a whole year.

'.

The necessity to have a comprehensive, reliable monitoring system in a program
operating through "remote control" has been an ~tremely demanding but
interesting challeng~ (see Lessons Learned)

Because of the uncertain security environment,and political changes in 1992, one
of our main emphasis was to keep track of the location of work of the BHWs and
health facilities for further planning. Change of location ofthe facilities and turn
over of the staff were a common practice. One benefit of the monitoring system
was that the in-eharges of the facilities learnt to report to the MOPH or to the
Regional Health Administration about their change of location of work.

In large parts of Afghanistan the natural climatic conditions did not allow any
delays in planning the annual resupplies operations of the RHA. Missing the
deadline of the end of autumn for any reason, could delay the operation for at
least five months.

After the fall of the communist regime in April 1992, the main roads became
open to the transport system of the medical supplies. Within a year, the main
points ofentry on the border used for the last decade by the mujahideen and most
of the health providers were closed by the Pakistani authorities. The two main
points of entry left .open were Torkham (from Peshawar) andChaman (from
Quetta). Instead of becoming easier, the transport system becarile a nightmare
(for the lut, one and half years'of the AHSSP, the route permits were delivered

, irregularly,' delaying some main resupply operations, specially at the time of
emptying the warehouse for the close-out).
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D. Multiple Counterparts

To work with five counte~ was a constraint in terms of time, as it is time consuming to
convince each "player" of the need for planning and implementing delivery of viable and
sustainable health services.

Besides the meetings with individual RHA or MOPH to discuss the day to day issues, the
technical advisors coordinated sessions of work on a weekly basis including all the Regional
Health Administrations together and the AHC/MOPH.

E. Follow-on Project Expectations

During the last year of the" program, meetings with counterparts focused on possible follow-on
support from other donor to maintain the system in place and actions to be taken from their sides
to maintain the system in case of disruption of support for several months. Early in 1993,
U.S.A.J.D. and MSH held several informative meetings about the closeout of the AHSSP with
the main actors in the health sector (MOPH, RHA, the European Union, UNICEF, WHO and
Swedish Committee for Afghanistan). Early in 1994, due to the scarcity of funds available ( the
termination of U.S.A.I.D. support and reduction of budgets of the remaining donors for 1994)
the above mentioned institutions requested regular meetings to design a national framework for
implementing a minimum package of an integrated Primary Health Care system in Afghanistan
which should be acceptable to the MOPH, equitable, sustainable and can be established with
the financial resources available. So far, the framework agreed upon is vetysimilar to the one
used by the AHSSP, but has the distinction to officially recognize the regionalization of the
health system. Under the coordination of MOPH and a National Advisory Committee (WHO,
UNICEF, and NGO's with nationwide programs), eight "Regional Health Management Groups"
hc,aded by a MOPH regional director will coordinate the implementation of the framework at
aregionallevel. This step forward in coordinating efforts gives a hope that at least a good part
of the human resources trained under the AHSSP and the facilities supported by the AHSSP will
be used and supported by other donors in, lruha' Allah, the near future.

s. LESSONS LEARNED

*

*

,

In the absence of a central government, a nati0l1al scale health services delivery
system can be implemented, monitored, coordinated and improved in a situation
of open war or conflict, if the donor accepts to work without a central
government and accepts the consequences for funding level and implementation
time.

In such a situation, functional local and regional solidarity systems are more
important than the "political" realities presented to the outside world and have to
be taken into account on a priority basis for planning and implementation.
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*

*
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*

*

*

*

*

*

The support to the Regional Health Administrations has been extremely important
to the success of the AHSSP and, to the defmition of a decentralized community
based health care system in Afghanistan for the present and future (as far as the
present MOPH is concerned).

Use ofmanagement tools and r~hing a consensus with counterparts on technical
criteria for further implementation minimizes the role of politics, and permits
implementation in underserved areas.

One of the essential tools, specially in a cross-border program is the establishment
and utilization of a comprehensive monitoring system which serves: i) the audit
requirements of the donor and ii)' the management of the program for both the
contractor and the local implementers.

A monitoring system is well accepted by the communities when the goals for
equity and cost-effectiveness in health resources distribution are explained to
them.

Keeping a "low-profile" operations makes a big difference in a national scale
program under a war or conflict situation, and reduces losses of goods and human
lives. For example, the transport of over 1,700 metric tons of medical supplies
donated during the. LOP was managed by the Afghan counterparts through various
existing transport systems (public and private; trucks, pick-ups, planes, mules,
horses, men). No AHSSP transport system was utilized inside Afghanistan.

When funds become scarce for developing a national Primary Health Care
system, keep on strengthening health services at ,the village level on a national
scale_in order to meet the essential needs of underserved areas and population
groups.

Keep a strong commitment for reaching the areas known for their difficult
accessibility. Those areas demonstrate great interest in community-participation
and cost-effectiveness.

For human resources development for rural health services, seJection of
candidates for training should be residents of the area which they intend to serve.
This process is largely facilitated, when training centers are ,located in the rural
areas. Same goes for appointing trained staff in health facilities.

Flexibility is essential forsu~ssful implementation when there are so many
constraints in a cross-border program; the necessary innovative approaches chosen
for implementing the AHSSP have been the result of the cooperative agreement
between U.S.A.I.D.andMSH. On the programside j flexibility has been kept

97



...

...

...

also by the technical assistance team to let each counterpart dealing with their
own dynamic for further implementation and development.

At this stage of development of health services in Afghanistan, process for
integrating MCH and EPI interventions into the existing network of health posts
and facilities should be continued and accelerated. The great potential for
expanding MCH and EPI activities in Afghanistan is one of the main lesson
learned in the AHSSP; therefore, the remaining donors should focus on
maintaining as much as possible the network of health posts and facilities

Within a national framework, further technical assistance should continue to focus
on a priority basis on strengthening managerial capabilities at regional level and
at facility level while financial resources are scarce.

Efforts for coordination among NGO'sand international organizations depend a
lot on the willingness of the donors themselves. Coordination is more efficient
when operated at a regional level among the implementers than when operated
from outside the country for the all country. Results of regional coordination
should, then,be available in a database at the national level for further planning
and policy decision making at the national level.
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v. MATERNAL AND CHILD HEALTH

Linda Tawfik, Advisor

1. INTRODUCTION

The Women's Health and Health Education program, which became more broadly defined as
the Maternal and Child Health 'program, was established in the summer of 1989 to strengthen
the AHSSP's inputs for women and children.

The baseline situation of services for women and children in Afghanistan before the Soviet
~cupation was bleak:. The presence of tanks, bombs, and destruction of infrastructure during
the early 1980's deepened the void. Despite the initial overwhelming constraints and challenges,
which will be discussed in detail, the MCH program made significant progress in laying the
groundwork for a health structure in Afghanistan which places more emphasis on MCH in the
rural areas than even before the war. Such achievements have been due to the hard work and
dedication of a core group of individuals within the Ministry of Public Health (MOPH), the .
Regional Health Service Administrations (RHAs), and within lrfSH.

I

MCH program strategies and objectives were developed based on the following background
information:

•

•

•
•

The infant mortality rate has been estimated to be 215/1,000 and child mortality,
38211000 (the second highest in the world, after Mozambique), while the maternal
mortality rate has been estimated to be 6401100,000 live births. I

. Fertility rates, as measured in the Afghan refugee camps in Pakistan, reached world
record highs. One International Rescue Committee (IRC) study revealed a total marital
fertility rate of 13.6 percent2, as compared with a prewar measure of 9.4 percent3 in
three rural Afghan provinces. As with other countries at war, there has been a
countervailing pressure to repopulate, despite the fact that family planning would be the
single most important intervention to ~ve women's lives.

The adult female literacy rate in Afghanistan is less than 10 percent.

The average life expectancy of females at birth is 41 years. More than 90 percent of
deliveries in rural Afghanistan take place at home, with untrained dais as the main source
of help4.
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• Malnutrition is a major health problem in young children in.rural Afghanistan; 71 percent
of children surveyed in Takhar Province do not have any food, except milk, introduced
into their diet by the age of six months, and in Wardak 60 percent of children are not
introduced to supplementary foods by. this age". .

MCH Services -in Urban and Rural Afghanistan in the 1980's

MCH services were limited to the major cities in the 1980's. According to government statistics
reported in a 1988 UNICEF report, Afghanistan had a tolalof 45 MCH clinics (out of214 PHC
centers). However, they were unevenly distributed with 66% of the functioning MCH clinics
located in Kabul city.6 Db/Gyn departments existed in the provipcialhospitals, including those
in Kabul, Nangarhar, Ghazni, Kandahar, Paktya,Balkh and Hem. The Ministry of Public
Health of the People's Democratic Republic of Afghanistan contiquedtoendorse family planning
throughout the 1980's,as the MOPH had before the war. Clinics throughoutKabul city offered

I

IUDs, .pills, injectable contraceptives and condoms. Tubal ligations were performed at Malalai
Db/Gyn Hospital .in Kabul. .

A national EPI program was launched in Afghanistan in 1977, but due to the SOviet takeover
and the ensuing crises of war, immunization activities were confined to the Kabul area.
Between 1984 and 1986, PDPA started an intensive EPI program with UNICEF assistance.
Coverage of children under one year of age reached 35% and 54% of the women in the 15-44
year age group received tetanus toxoid. An agreement was then reached between UNICEF, the
PDPA, the Government of Pakistan, the Seven Party Alliance, and the UNHCR to extend the
program to the areas outside Kabul. Between 1987 and August of 1988, the program expanded
to include seven additional provinces (Parwan, Kunduz, Herat, Balkh, Sainangan, Laghman, and
Baghlan). Coverage in these provinces was subject to the local security situation, but the EPI
program reached populati<ms which were both inside and outs~dethe regime--controlled areas.7

The PDPA also launched an illformation~education..;communicati()n (lEe) campaign to support
theseEPI efforts. Radio, television, newspaper articles, public health announcements, and
posters were use; messages were in tum carried by the population to. distant rural districts of
Kabul and to neighboring provinces. Support of religious and community leaders was also
sought and extended. •

i
A national program for Control of Diarrheal Diseases (CDD) started in Afghanistan in 1983.
Local production of oral rehydration salts (ORS) had already begun in 1980. The CDD program
was initially limited to Kabul area due to the disturbed political environment, and according to
~O, it was not considered aneff~tive ongoing program. 9

The·PDPA trained a relatively large proportion of female medical doctors. Anecdotal reports
indicate that 90% of medical students at Kabul University were women by the late 1980s.10

There are several plausible "reasons for this situation. The PDPA promised to usher in a new
era providing absolute equality for women; women became more visible in the public forum.
According to a 1988 report by the United Nations Development Fund for Women (UNIFEM),
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"Female members and daughters of PDPA members received seats at the university, but many
more girls were kept out of school deliberately·.11 Medical doctors in the refugee areas of
Pakistan state that there were fewer male students attending the universities during the war
because they were frequently recruited into the PDPA's military.

In the rural countryside, MCH services were nearly nonexistent throughout most of the 1980s,
as they were before the war. When the AHSSP began in 1986, the scattered pva missions that
initially ventured inside the country with female expatriates brought the first opportunity for care
to women in remote areas. However, these frontier-blazing missions were very few in number
and they primarily relied on expatriate medical personnel who would stay in an area on a
temporary basis.

Early Evolution or MeR Services through the AHSSP

When the AHSSP was established in 1986 to expand health services inside rural Afghanistan and
to develop the capability of counterpart institutions to manage public health services, the
Project's first priority was to build a foundation of trained BHWs and clinics to handle war
trauma and to meet the general needs of the population. Maternal and child health services were
not a priority of the counteipart Alliance Health Committee initially due to the preoccupation
with war-related medical needs. Anecdotal reports from medical workers in rural areas revealed,
however, that most patients sought treatment for common problems such as diarrhea,
gastroenteritises, respiratory infections, worms, and accidents. This was substantiated by the
analyses of Greenbook data and later by the AHSSP household surveys (see Figure V-I:
Causes of Death, Wardak PrOVince, 1990).

At the outset of the AHSSP in 1986 no specific MCH program had been established, although
a primary health care approach was adopted. The evolution of MCH began with an initial phase
whereby the AHSSP included maternal and child health as a component of early BHW training.
In .1987, the Preventive Medicine Program was established which began a mass-campaign
vaccination program. During the same year, the U.S.A.J.D. evaluation recommended that the
Project be expanded to focus more on women's health and that the technical advisory team
include an advisor to initiate activities. In 1989, the MCH program officially started with the
formation of the MCH Department within the Interim Government Ministry of Public Health and
with the arrival of the Women's Health and l{ealth Education Advisor.

MeH Program Goal and Strategies

The goal of the MCH program has been to improve maternal, infant and child morbidity and
mortality by increasing access to health information and service~ for these target groups.

The MCH strategies were built on the premise that the Project $hould lay the foundation for a
sustainable ruw health care system addressing women's and children's needs. New activities
would be required to reduce maternal and neonatal deaths (approximately half of all infant
deaths--42 to 63 percent--are actually neonatal deaths, with most of these occurring in the first
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~'igure V-l

Causes of Death
Wardak Province, 1990
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week). Broader approaches were needed for child survival. Thus, to make a significant impact
on infant mortality, the overall MCH strategy was to incorporate health initiatives that deal with
the perinatal determinants of maternal and neonatal health, in' addition to child survival
interventions. Recognizing the underlying need to enhance the status and involvement of
women, another strategy was to involve women in all levels of the health system, from the
household and community 'levels to the service delivery and managerial levels.

Table V-I

MCII Stafting Patterns

Level of Service

Household level

Village level
i

Subdistrict level

District level

Province level

2.. OBJECTIVES

Type of Starr

.Volunteer Health Sister (MCH community health
'worker)

Trained dai

.MCH post (MCR Officer or other female mid-level
worker)

MCH clinic (two to three medical staff with at least
one female mid-level worker-MCR officer, nurse
midwife, or female doctor)

Provincial- hospital with Ob/Gyn and pediatric
services (Ob/Gyn and pediatric specialists and
hospital staft)

The objectives of the MCH program have been to:

. Integrate MCH services into the evolving primary health care infrastructure by:
i. strengthening the capability of Afghan counterparts to initiate and manage MCH

services;

11. increasing the number of MCR facilities;

103



iii. increasing the number of qualified female health workers> at all levels of the
system;

, .

IV. developing management systems for the MeR component of the system;

v. improving the knowledge, skills, and practices related to MeR care among health
workers.

More specifically, reduce maternal and neonatal morbidity and mortality inside Afghanistan by:

I. increasing the number of pregnant women receiving quality care from trained .
birth attendants;

II. increasing access the care for high-risk cases and complications;

111. increasing immunization coverage for tetanus;

iv. increasing the number of couples using child-spacing techniques;

v. increasing the number of women treated for anemia;

vi. improving women's health knowledge, skills, and practices for Safe Motherhood
(see specific objectives of the VRS program in Appendix V-I)

vii. monitoring MCR, outputs, outcomes, and impact

Reduce morbidity and mortality of children under age five inside Afghanistan by:

i. decreasing the number of diarrheal cases;

II. decreasing the number of acute respiratory infections;

iii. decreasing the number of infectious diseases;

iv. decreasing the nurnber of malnourished children;

v. improving women's health knowledge, skills, and practices related to child
survival (see specific objectives of VHS program in Appendix V-I)

vi. monitoring MCR outputs, outcomes, and impact
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3. ACCOMPLISHMENfS AND OUfPUfS

The achievements between June, 1989 and March, 1994 follow in terms of the chronological
order in which the activities were started.

Dal (Female Health Worker) Training

The AHSSP trained at least 457 dais as Female Health Workers (FHWs) at MCR facilities
which serve as local FHW training sites. A Female Health Worker is a dai (traditional birth
attendant) who is trained in a comprehensive course to deal properly with home deliveries,
prenatal health and child health in her community.

The Trainers' Manual/or A/glum Female Health Workers lists the essential topics which a dai
learns in the course (the table of contents of this manual is included in the Appendices as
Appendix V - 2).

The first FHW training course for dais started in 1989·at the Taloqan Hospital MCH Clinic in
Takhar Province. A comprehensive FHW training program could be implemented in areas where
there were female staff, and the T.aloqan 1I0sp.ital, under the supervision of the SCNA, had four
female nurses. Organizing the first FHW training course was significant because the dai training
model became the model for other MCHtraining activities. Because the nurse midwives could
not travel to Peshawar from locations far from the Pakistan border, the AHSSP developed an
MCH in-service course for training male trainers in Peshawar; they then returned to Afghanistan
and trained the local nurse-midwives in setting up a FHW program. This model eventually
applied, in a modified form, to the Volunteer Health Sister (VHS) program.

The AHSSP worked together with UNHCR and all NGOs conducting dai training programs to
staridardize the Female Health Worker TrainingManual. The MSH MCH Department translated
the English version to Dari and produced copies for field-testing in Afghanistan, as well as in
Afghan refugee camps in Iran and Pakistan. The AHSSP translated the final standardized
manual and produced 500 copies in Dari.

Based on the WHO recommendations for a simple kit for tradition~ birth attendants, the ARSSP
prepared dai kits for distribution to FHW. FHWs receive a shoulder bag containing soap, razor
blades, string, gauze pads, a nail clipper, and ORS upon completion of training.

The AHSSP also purchased FHW trainer's kits, and soon incorporated them into the initial MCH
.clinic supply list.

The FHWs receive no financial or other compensation from the formal health care system.

The importance of dai training should not be underestimated because between 62 and 75 percent
of births in Afghanistan are attended by the traditional village dai12. Although it has been
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reported that Afghan dais attend only .5 percent of births amoqg Afghan refugees in Iran, the
refugee camps reflect an altered social structure due to ~e disruption of families and
communities who have moved to the bordering countries. '

Expansion of the Basic Health Worker Role

Over 2000 Basic Health Workers, between 1989 and 1993, were supplied and trained to teach
dais key lessons on hygiene, prevention of tetanus, and control of diarrheal di$eaSes. In 1989,
when the first comprehensive dai training course started inside Afghanistan, interviews were
conducted withBHWs to explore if they could serve asa channel to reach village women.
Given the positive respOnse, the MCH Department conducted a workshop for training trainers
of BHWs in order to capitalize on the coverage that could be achieved through the network of
BHWs. In coordination with the Training Department and the AIG Ministry of Public Health
Training Center, the MCH Department integrated adai training "miniooCOursellinto the BfIW
core and refresher training. .

Early assessments indicated that BHWs, on average, were training an average of 4 dais each.
.The AHSSP issued more than 46,939 dai kits throughout the life of the .program, the vast
majority of which were issued to BHWs to provide to dais.

Establishment of MCH Facilities

Between January, 1990 and February, 1993, 63 MCH facilities were established through the
Ministry of Public Health MCH Department, the SCNA, HCCA,' SSWA, and eventually the
HCPP. Forty one were MCH Clinics and 22 were MCH Posts.

An MCH Clinic is defined as a clinic with at least one MCHO, nurse midwife or female
physician on staff and which provides the following services: preventive and curative services
for ,women and children, including pre/post natal and limited delivery services, health education,
immunizations, some oral rehydration comers, and traditional birth attendant training. It was
envisioned that MCH clinics would eventually incorporate the Volunteer Health Sister program.

Initially the AHSSP also supported MCR Posts, which are defined as a qualified female medical
worker with mid-level training or higher. It was envisioned that an MCH Post would offer
preventive and curative services for women and children ,including pre/post natal and limited
delivery services, health education, and, traditional birth attendant training, all on a smaller scale
than an MCR clinic. The rationale for instituting MCH Posts was that it was extremely difficult
to identify qua1ified female medical personnel, and when one was recruited, she often was
prohibited for cultural reasons to work in a clinic with male staff if they were not relatives. At
the same time, it was difficult to find more than one qualified female· medical worker in the

. same district. In order to "activate" this limited pool of human resources, the AHSSP supported
MCH Posts, and with theg~uation of !lew classes of MCHO's it seemed a reasonable
approach. However, cancellation rates of MCH Posts eventually demonstratedthat MCH Posts
were not viable. .
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The AHSSP MCH program established criteria for setting up rural MCH facilities:

i. For rationale distribution of service, a MCH Clinic should be established for a
population of 30,000 or more.

11. The distance between any two MCH facilities should be at least 10 kilometers.

iii. Priority is to integrate female staff into existing clinics.

iv. New MCH facilities should be staffed by female medical personnel. Exceptions
would be made to include 1 male medical staff alongside female staff if the area
is underserved.

As the MCH program expanded its activities, the demand for MCH facilities increased (see
Table V - 2 & Figure V - 2) The success of the MCH facilities varied significantly between
counterparts (see Figure V - 3). Initially the MOPH was the first to implement clinics for

.. women and children with the next proposals coming from the SSWA. However, HCCA, HCPp·
and SCNA proved to be the most cost-effective due to their lower rates of facility cancellations.
MCH facilities were iniUally established in all regions, but SSWA was unable to sustain any of
its three MCH facilities. With the collapse of the communist regime in the urban areas, the
SCNA dramatically expanded its MCH facilities in 1992.

Table V - 2

, ,, •• • I • • _

I

FACILITIESNO. OF MCH
ESTABLISHED

YEAR
,
!

------~-------~----------------------------------------------------------------------------------~-------------------- I

1990 12

1991

1992

19

30

1993 1

In February 1993, U.S.A.I.D. decided that all approvals for proposals for new MCH facilities
would be suspended until:
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i. the design of a project follow-on was undertaken. The rationale was to establish
new facilities only in geographical areas which would continue to be supported
with U.S.A.I.D. funds, and

ii. the majority of existing MCH facilities staff completed in-service training. The
rationale was to ensure quality services at MCH facilities.

While respecting the rationale for this decision, MSH did not agree with it for the following
reasons:

i. The demand for MCH services was growing significantly (see Figure V-2) due
to the AHSSP's efforts to promote MCH services and because of the growirtg
awareness of the .MCH program. Given the obstacles and constraints in
developing women's programs, it seemed more cost effective to·capitalize on the
momentum rather than to "change gears" and delay support for new MCH
facilities until a new program is designed.

Moreover, the withdrawal of Soviet troops and subsequent liberation of the
provincial capitals meant that there was suddenly a pool of qualified female
medical personnel available. Most of these female nurses and physicians had
been receiving PDPA government salaries, and,according to the counterpart
administrations, they were ready to move to nearby districts if they would be
supported by the AHSSP.

11. Because of extreme limitations in health care access for women, the Project's
priority was, at a minimum, to provide services' by female health personnel
wherever feasible. It was important to establish a quality assurance system, and
the AHSSP began technical assessments using mobile supervisory/training teams
in 1992 to assure quality (see"VHS, FHW, & MeHO Programs Assessment
Report" Appendix V - 5). The teams consisted of the MCH staff from the
counterpart MOPH or RHAs and MSH. The purpose was to provide technical
and management support to the MCH facility staff and to provide feedback to the
AHSSP and counterparts to continuously improve the program.

iii. A requirement for in-service training was a difficult requirement to implement.
The MOPH MCH Department required in-service for newMCH clinic personnel
from the southeastern border provinces because of their proximity to Peshawar.
The RHAs in the north, central and south/southwest areas could not force their
female staff to attend in-service in Peshawar, or in lalalabad once the MOPH
MCH Department moved there, because ofpoor security and due to socio-cultural
reasons which made it extremely difficult for women to travel and stay in hotels
or hostels (if these could have been arranged). On occasion, individual female
staff from distant provinces agreed to come to Peshawar for in-service training,
but this was the exception. Alternative plans were to use mobile
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training/supervisory teams and/or offer MCH in-service at the regional training
centers. However, before sufficient capacity could be build within the Ministry,
the RHAs and MSH to accompliSh this (training with mobile teams was difficult
due to winter conditions) the decision to end the AHSSP was made.

U.S.A.I. D. continued to support the training of new MCHOs through 1994, so that the MCH
Department issued MCH Post kits to the 13 graduates in February 1994.

As of March I, 1994, 34 MCH facilities were active; 15 in the n~rth areas administered by the
SCNA; 12 of the MOPH, primarily in the southeastern region; six in the central region
administered by HCCA; and one in Paktya administered by HCPP (the provinces in the north
and central regions comprise approximately 55 percent of the Afghan populationll

) .

The reasons for cancellation of MCH facilities have included:

i. Lack of a power base inside Afghanistan by the Peshawar-based Interim
Government MOPH. The MOPH suffered the highest number of MCH facility
cancellations. Fifteen out of 26 (57%) MOPH facilities were cancelled; or 24%
of all MCH facility cancellations were MOPH MCH facilities.

ii. The difficulties in sustaining MCH Posts because a single female medical worker
cannot work alone. Out of the 22 MCH Posts established 13 were cancelled.

iii. Salary reductions and delays in receiving salaries at the field level.

iv. Delays in receiving supplies at the field site.

v. Female staff who had moved to rufaI areas to work returned to Kabul when the
communist regime fell in 1992.

vi. News about the cl~sing of the U.S.A.I.D. supported health program.

It is not possible to specifically layout the extent to which the last four reasons contributed to
cancellations, but these· were primary reasons listed by counterpart representatives and the
AHSSP staff in Peshawar.

MCH In-Service Training

As MCH facilities began to be established, it was important to develop an in-service course for
staff who had been approved to set up MCH clinics and posts. Ms. Cathy Solter, a MSH
consultant with extensive experience in Afghanistan, conducted a workshop in early 1990 for
staff of the Ministry's MCH Department on how to manage a MCH clinic. The Ministry of
Public Health MCH Department expanded upon Ms. Solter's work to produce an MCH
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Figure V-2

Number of ~ICH Facilities
Established, by Year.·
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In-Service Manual (the table of contents of the manual are included in the Appendices as
Appendix V - 3).

Sixty-five medical personnel out of a total of 94 medical personnel participated in the three week
MCH in-service which was taught by the Ministry's MCH Department between 1990 and 1993.
The purpose of the course was to reorient medical staff to the concept of primary health care;

. to strategies and interventions for reducing maternal, neonatal, infant, and child mortality; and
to develop management skills for running a facility.

Family Planning

Family planning, when significantly used in a population, can bt? associated with a reduced
number of infant and maternal deaths due to the potential for lowered fertility. In a country like
Afghanistan, which does not have the medical or intersectoral infrastructure to deal with infant
mortality, a lowered fertility would be associated with a decrease in the actual number of deaths
simply because there would be fewer births. Family planning can also reduce maternal mortality
because women limiting her fertility limits her exposure to the complications of pregnancy and
childbirth. By spacing births more .than two years, infant and neonatal mortality can be reduced
by half. Given these associations the AHSSP could not ignore family planning. The
countervailing pressure of the war to repopulate was demonstrated in extremely high fertility
rates in the Afghan refugee camps.

In the first major planning workshop held with the Regional Health Service Administrations in
1990, this technical information was emphasized to policy makers. The Regional Health Service
Administrations immediately began requesting contraceptives. The Interim Ministry of Public
Health adopted a family planning policy later in 1991 as family planning was introduced into the
MCHO curriculum.

The contraceptives selected for procurement were the 28-day oral tablets and condoms. The
28-day oral tablets had to be imported from the U.S. because the only Pakistan-based
manufacturer had discontinued production of 28-day tablets because of high costs and all the
other tablets available in Pakistan at that time were 21-day tablets. The rationale for selecting
the 28-day pill was that a predominantly non-literate population would find it difficult to use the
alternative form which required careful attention to the number of"skipped pill days". However,
the 28-day tablets were significantly more ex~nsive. In 1991, after supplies were procured,
the first shipments of contraceptives were shipped cross-border.

Between 1991 and 1993, 49 health facilities (16 clinics administered by HCCA and 33 MCH
facilities) received contraceptive supplies.

Support for Men Officers

The AHSSP's Training Department developed a new category of female mid-level health worker
in 1990, the Maternal and Child Health Officer, to meet the objective of increasing the number

112

II E



Figure V-4

MCH Facilities Providing
Family Planning Services
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of qualified female staff. The MSH MCH Department developed geographical criteria for the
recruitment of MCH Officers. The Ministry of Public Health MCH Department supported the
development of the MCHO training program by establishing practical demonstration training
sites for clinic-based and community services. The MCH program assisted by integrating the
Female Health Worker and Volunteer Health Sister programs into MCHO training and provided
technical assessments of the MCHO's performance at their clinic sites after they were fielded.

The Pilot Volunteer Health Sister (VHS) Program

The MCH Department initiated an innovative pilot Volunteer Health Sister program in 15 sites
in Afghanistan as well as in a demonstration site at a Peshawar refugee camp beginning in 1992.
The VHS program trained 164 (mostly non-literate) village women, between 1992 and the end
of 1993 in the northern region, central Afghanistan, and in the southeastern zone.

The VHS is a new category of female health worker patterned after the Urban Volunteers in
Bangladesh. The rationale for the VHS is that there is a need to:

•

•

•

•

•

Develop low cost household and community-based solutions to health problems
to assure sustainability of health interventions in poor communities.

Target women for preventive health strategies, since they are the caretakers of
children and the family.

Target women because women from the community are the most effective
outreach workers to reach other women.

Focus on preventive health services while simultaneously providing a balance of
curative care.

Develop a link between the household and the formal primary health care
providers and facilities.

Although the dai in Afghanistan has traditionally assumed the role of the community health
worker for women's health, her services are primarily used only at the time of a delivery. In
contrast, VHS's role is that of a MCH outreach worker who promotes child survival and safe
motherhood to all women (whether child bearing or not). The VHS is not necessarily a
traditional birth attendant; a VHS can be any women in the community, literate or non-literate.

A VHS works as a volunteer to extend health information and services related to personal
hygiene and environmental sanitation, control of diarrheal qiseases, common cold and
pneumonia, immunization, nutrition, safe motherhood, and injury prevention and first aid. The
VHS is responsible for visiting households within her extended family or community to promote
preventive health, treat simple illnesses like mild dehydration, distribute basic supplies such as
soap and ORS, and to refer cases which require more sophisticated care. The VHS is an
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important member of the health team at the community level, alongside with the BHW and the
FHW (trained dai). There is a great need to bring health information and services into the
household especially because of the cultural constraints of purdtUa which make it difficult for
women to seek care outside the home or from male health workers.

The Ministry and the Regional Health Service Administrations (except for the SSWA) nominated
representatives to work as a team to develop the VHS program. Criteria were developed for
selecting health facility sites for piloting the program. The team selected 16 sites for pilot
implementation: 11 BHCslCHCs, three MeH facilities, and one Training Certter in the
northern, central, and southeastern areas and one demonstration site in a Peshawar-based refugee
camp. MSH, in collaboration with the Ministry MCH Departlllent and the Regional Health
Administrations, conducted a series of four workshops to train ·V:HS trainer/supervisors· from
the staff of the selected facilities. Dr. Diana Silimperi, a Senior Technical Advisor from MSH
who had guided the model Urban Volunteer program in Dhaka, ~gladesh, provided technical
assistance to the AHSSP, including three on-site visits to Peshawar.

VHS kits were prepared, consisting of a shoulder bag containing posters, a liter measure, soap,
ORS packets, a marker pen, and pictorial monitoring record. VHS receive a kit during training,
but they receive no financial or other compensation from the formal health care system.

Although the VHS prog~ has progressed steadily in terms of developing management systems
and receiving strong support from the communities where it has been implemented, there have
been difficulties. Of the 15 initials sites in Afghanistan, only eight remained by mid-I993 due
to cancellations facilities. One third of the cancellations were due to ·clinic redundancy·. (The
VHS Pilot program was being tested in BHCs and CHCs, as well as in MCH clinics, in order
to test the feasibility of conducting MCH outreach through clinics with male staff. The
assumption was that MCH clinics could effectively run such a program, but if the VHSs could
be trained and supervised from BHCs and CHCs, the program could have a significantly greater
impact by having a wider coverage). The 1992 policy to cancel or move AHSSP facilities which
were within 10 kilometers of another facility, had a negative effect on the VHS program. Five
of the 15 VHS were being carried out at BHCs and CHCs which were considered "redundant·;
salary and supply support for these clinics was discontinued and therefore for the VHS program
as well.

The VHS sites with female traine,s were more effective and more productive in training VHSs
because the trainer/supervisors have direct access to community women. However, the male
trainer/supervisors were able to conduct the program. Male trainer/supervisors generally
initiated the VHS prog~ by training their relatives, and relied on indirect supervisory methods
when supervising those who were not relatives. Indirect supervisory methods included
questioning patients at the clinic who had been visited by a VHS, by asking male relatives of
the patient about the kind of services provided by the VHS, or by asking the male members of
the VHS about their own knowledge and skills related to the VHS curriculum.
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The AHSSP developed a VolunJeer Health Sister Program Training Manual in English and Dari.
This training manual was written for MCH and VHS program managers as well as for VHS
trainers responsible for establishing the outreach program. The manual includeS the curriculum
(seven core modules) to be used in training local volunteers (the table of content of this manual
are included as Appendix V - 4).

A baseline survey was conducted which would enable the Afghan community, donors, and
implementing agencies to measure the effect of the program had further humanitarian support
been forthcoming.

Monitoring and Evaluation·.··

Monitoring and evaluation of the MCH program took place at several levels. ,First, the Field
Operations monitoring system applied to all MCH facilities. Monitoring teams travelling to rural
districts checked to see if MCH facilities were in operation" and if staff' were present. An
additional questionnaire was included for monitors to make note of specific MCH activities, such
as dai training, immunization, and nutrition education.

Special assessment teams of physicians were sent semi-annually to examine the overallMCH
program from a technical perspective. In all nine teams were sent, each team assessed eight to
12 facilities. Most facilities were assessed more than once. In :all, twenty five out of the 34
active facilities, were assessed. Assessment tools for clinic management, the dai training
program, and the Volunteer Health Sister program were develoPed for these assessment trips
(see Appendix V - 5 for the latest assessment report). '

Questions pertaining to morbidity and mortality among women and children and to behaviors
related to pregnancy, delivery, and weaning were included in the household surveys conducted
in Takhar, Wardak, and Ghor provinces to provide epidemiological information.

Lastly, the MCH program conducted a baseline VHS survey household survey to measure the
knowledge, skills, and practices of VHS trainer! supervisors, VHSs,and primary caretakers.
The baseline survey conducted interviews of case households serviced by a VHS, "control A"
households in the VHS catchment area but not serviced by a VHS, and "control B"households
outside the VHS catchment area. The AHSSP conducted the survey in order to measure the
impact of the' program, however the Project closure date precipitated a follow-up survey. The
baseline evaluation was designed such that initial effects of the program could potentially be
detected since the survey was conducted during the initial stages of implementation rather than
prior to implementation. The initial analysis has revealed that, between households. visited by
a VHS have greater health knowledge, skills, and practices than those not visited by a VHS.
There also appears to be a "spread effect" whereby primary caretakers in hOUseholds near the
homes of case families also have some health knOWledge related the VHShealth education
me5$8&es. The control B households, in the areas outside the VHS program catchment area,
have the lowest health knowledge and skills.
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Strengthening the MCH Program Stnacture: MCH Regional Health Officers

The MCH program structure required strengthening with the expansion of the MCH program
and the decentralized approach to health systems development. In 1992, Job descriptions for
MCH Regional Health Officer were developed and staff were selected for the positions in the
north, central, and southeastern regions. MCR Regional Health Officers coordinated the VHS
survey in their region and conducted assessments of MCH facilities within their domain between
autumn of 1993 and January, 1994.

Women in Development

The counterpart AIG MOPH hired, at one point during the full implementation phase of the
Project, 13 female staff for management, administrative, and technical positions. The AHSSP
paid the salaries of the Ministry's female staff. Within the MOPH the Institute of Public Health
and the MCR Department were the two departments which demonstrated the greatest support
for women in development; however, the Preventive Medicine Department also hired female
vaccinators periodically.

4. CHALLENGES AND CONSTRAINTS

Socio-cultural Constraints of Mobility which Affected Program Implementation: The
immobility of Afghan women due to purdah restricted the women's programs in several ways.
Unlike other Project components, implementing MCH activities was difficult because women
could not travel to PeshaWar, except in rare circumstances.

Nearly all MCH training activities (in...service, FHW, and VHS training) had to rely on a
Training of Trainers approach whereby male staff came to Pakistan, received training, and then
returned to their districts in Afghanistan to train female counterparts. Female staff proposed for
MCH facilities in northern, central, andsouthwestem Afghanistan could not come to Peshawar.
For this reason the Project could only require that male staff of these clinics attend in-service
(by late 1993 it was apparent that the Project could organize mobile trainer/supervisory teams,
but earlier there was not sufficient experience or capability within MCH program to carry this
out).

Since female trainers Could rarely travel to Peshawar, male staff came to Peshawar and learned
through the in-service courses. Since dai training entails discussion of topics about delivery
which are not appropriate for a male to discuss with community women, training of dais in a
comprehensive course required that male trainers only serve as intermediaries to transfer
technical information to qualified female medical staff who then served as FHW trainers.
Occasionally FHW curriculum and supplies were shipped to distant rural destinations and female
medical staff used the materials without any formal training (if there was no male staff). .
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Both of these methods may have affected the quality of the training of the dais. There is likely
a loss of information in the indirect transfer of knowledge and skills between the master trainers
in Peshawar, the male staff training their female dai trainer counterparts in Afghanistan, and
then between the female trainer training the dais. If no training was conducted for the female
FHW trainers, they undoubtedly did not gain as much skill in using teaching methodologies for
non-literate adult learning as they would have if they had attended in-service.

For the VHS program, this model ofusing male staff as intermediaries was not such a problem.
Male VHS trainer/supervisors could train VHSs directly. (In fact, the pilot program was a test
to see if male health center staff could effectively conduct outreach prograrns for community
women.) However, the VHS topics concentrate on hygiene, child survival, and primarily the
preventive and referral aspects of Safe Motherhood rather than the. delivery.

The restrictions on mobility also meant that it was difficult, if not impossible, to require female
staff proposed for clinics to co~e to Peshawar for medical subcom'mittee reviews. There was
a serious ·attempt to institute re~ional medical subcommittees who could carry out ·testing for
qualifications inside regional centers of Afghanistan, but the subcommittees never materialized.
Relying on medical and nursing school documents alone was not very effective. The Ministry
of Health began in 1991 to require female staff to come to .Pakistan for medical subcommittee
reviews, however, most of the Ministry's proposals were for candidates from the more
accessible southeastern border of Afghanistan.

Evaluation activities were also complicated by the mobility issue. The household surveys in
Takhar, Wardak, and Ghor had to rely on BHWs as interviewers, even for posing questions
related to prenatal care, delivery, and weaning practices. The VHS program baseline survey
required responses directly from primary caretakers to measure their skill, knowledge, and
practices and necessarily required female interviewers. Female interviewers therefore had to be
recruited and trained at each VHS site being surveyed. This may have had some negative effect
on the survey results due to the variability in training and in selecting different interviewers at
each of the 6 sites surveyed.'

Scarcity of Qualified Female Health Staff: The scarcity of a qualified pool ofwomen to work
at the management and medical level was a constraint. First, there was a high turnover rate of
Afghan women working within MSH as they all emigrated to other countries. The first MCR
Deputy emigrated to America while on a conference sponsored by the Democratic Pluralism
program in Washington, D.C. The second MCH Deputy also emigrated to the U.S. The third
Deputy, who was to assume responsibility for the MCH program for the MSH Advisor as she
co~pleted her field role, emigrated to Australia.

The political vulnerability of.women's programs led to a series of threat letters,especially in
1991. Throughout the refugee camps, NGO community, and even within MSH, threat letters
were sent to women and posted on walls. Threats forbade women to work for western agencies.
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It was difficult to identify nurse-midwives or female doctors in rural areas of Afghanistan, yet
the first criteria for establishing a MCH facility was the availability of qualified female
personnel. Qualified female medical personnel were primarily available only in the major cities.
For this reason, the availability of staff was more pronounced with the collapse of the communist
regime in April, 1992.

Separate OrrlCes and Separate Transportation for Women: .Separate offices and transport
. for women were required due to the cultural restrictions in the Pushtoon environment of

Peshawar. Male and female Ministry of Health staff consistently stayed in their own offices,
only coming together for meetings. Female Ministry staff working for the MCH Department
worked in same office building as the female staff of the Institute of Public Health. Although
separate offices and transport were more of an administrative trouble than a constraint, separate
offices for women sometimes res41ted in communication gaps between the female staff and the
higher levels of management. '

Challenges Posed by the War: The MCH program suffered the same challenges posed by a
cross-border operation like other Project components, but the situation was compounded the
immobility of women as mentioned above.

The war had a strong effect on' delaying implementation of MCH activities due to the
preoccupation of the mujahedeen with war injuries. Although, in fact, higher morbidity and
mortality was occurring among women and children due to existing public health conditions
which worsened due to the war. For this reason, although the Project started in 1986, the MCH .
strategy development was not carried out until 1988. The official MCH program began during
the summer of 1989 when the Ministry of Public Health formed and initially assigned 3 out of
163 positions to MCH.

Management Challenges: Planning of MCH activities in 1988 and 1989 was difficult because
there were so many questions about the feasibility of implementing women's programs under the
cross-border situation. It was not clear initially how to go about establishing an MCH referral
system across the border, inside Afghanistan even though programs were starting in Pakistan
refugee camps. In 1989, the counterparts knew of only four female staff in the rural provinces
of Afghanistan. Planning therefore required an eclectic approach to focus policy makers and an
implementation strategy which relied heavily on trial and error initially.

Perhaps one of the most important problems in implementation was the relatively short period
of time in which to develop the MCH program.. The MCH program started In 1989 when there
was great political pressure to expend Project funds and to produce visible outputs. During the
following years, the foundation of an MCH system was built. Categories of female staff and
MCH facilities were established in elected geographical areas at each level of the primary health
care system. By 1992, further establishment of MCH facilities h~ been stalled, and, by 1993,
the Project had begun phase-down activities in order to close down, in April 1994. In a country
such as Afghanistan, with it immense need to counteract the high infant, child, and maternal
mortality rates, this was a very brief period for MCH implementation.
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Bans on humanitarian support to selected districts, due to thefts of donor goods and the
kidnapping of two Americans, halted implementation. The evacuation of expatriate advisors
during the Gulf War in 1991 also slowed implementation of MCR !1Ctivities.

i

In 1992, it was determined that all AHSSP clinics within 10 kilometers of another clinic should
be relocated or cancelled due to redundancy: the impact on the VHSprogram was severe as
mentioned previously. Moving the clinic would destroy the VHS program as would cancelling
the clinic. While the rationale for policy changes was clear, the political pressures and poor
timing of policy changes had a deleterious effect on the MCH program. The MCH program
could have had a greater impact if support for MCR facilities had not been dropped so early -
only two years after the first MCH facility was issued! Despite the growing demand for MCH
facilities, the last MCH facility was issued in February 1992, soon after the availability of
female staff increased due to the collapse of the Communist regime. The AHSSP lost one year
of potential expansion due to cut-off of support for more MCH facilities.

Evaluation of activities inside Afghanistan (monitoring of facilities, program assessments,
surveys) were outside the direct supervision of the advisors. More direct supervision of
activities could have promoted better management, but given the situation, the evaluation
activities which were established were of great value.

5•. LESSONS LEARNED·

Potential for MCH Programs in Rural Afghanistan: There is a Kreat potential to develOj) a
primilO' health care infrastructure whichincollJOrates MCH "buildinK blocks" from the
household level to the central level. This potential varies among geographical regions, ethnic
groups, and local communities, but the ultra-eonservative approach to MCH is no longer
relevant. The horizons of the population at the community level have been broadened. There
may still be restrictions on the movement of women in the health sector, but the population
increasingly demands health services.

Millions of Afghans in refugee camps have been exposed to fel11ale health worker training and
services. There have been large increases in the numbers of female phySicians trained in Kabul
during the Russian occupation. "Anecdotal accounts relate that in 1980, about 5 percent of
entering classes of med students were women, whereas by 1990 about 90 percent were, II

according to the U.S.A.LD. Evaluation in 199214
• A core group of Afghan physicians have

been exposed to primary health concepts through the ongoing dialogue between MSH and
counterparts and through participant training programs abroad. .

In a warenyironment.. compare the maKnitude of injury-related· deaths to deaths resultioK from
disease for planOinK public health pro&rams. The primary health care approach with an
emphasis on MCH should still form the basis of the health care system, even though that system
may initially have a military or first aid emphasis. The AHSSP's household surveys, an analysis
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of Greenbooks, and reports from health workers in Afghanistan during the height of the war
indicated that the majority of deaths in Afghanistan have been due to illness and diseases
confronting other developing countries: diarrhea, acute respiratory infections, malnutrition,
infectious diseases.

In a stronely traditional. Islamic society it is important to build credibility for health services for
the ~eneral population and childrenratber than focusin~directly on women. "Women's
programs" can be perceived as a threat in a society that obeys the system of purdah, protecting
its women from outsiders. As communities accept the technologies for saving children's lives,

, credibility can be established to begin emphasizing the health of newborns and women.

Distin~uish the technical issues from the socia-cyltural and political issues. It is exceptionally
important to clarify technical goals and objectives when introducing changes in the public health
care system. For example, the need for family planning should be discussed with policy makers
and physicians in terms of its im~ct on maternal mortality: "25 to 50 percent of materrtallives
could be saved by family planning." At the household level, non-literate women should receive
the same message, but in a simplified form: "spacing births at least two years apart lets a
mother become strong enough to have healthy babies in the future." It is important to recognize
the political, religious, and socio-cultural milieu but not to lose sight of the goal to improve
health status.

Build a critical mass to sYWOrt MCH efforts beeinnine with public health leaders. The critical
step in initiating the MCH program was to build awareness of the health problems among the
key counterpart decision-makers. Given their authority, they in turn could influence staff at
other levels of the system. Field staff working in rural Afghan communities already recognize
the health needs of the people they serve on a daily basis, so they have been prepared to try new
programs. The technique of conducting a dialogue with other influential leaders and with
mid-level managers helped to expand the base of support in the few instances where there were
obstructionists.' The AHSSP was fortunate to have counterparts so receptive to MCH because
the institutionalization of MCHis dependent on their support.

Flexibility is essential for su~essful implementation when there are so many constraints in a
cross-border effort. The tremendous constraints have inspired innovative approaches, such as
using BHW's to impart information to dais and to distribute dai kits. This unique project could
not have been carried out without a cooperative agreement between U.S.A.LD. and MSH and
the flexibility to depart from normal bilateral procedures. On the program side, the willingness'
of U.S.A.I.D. to finance innovative approaches and the flexibility within the AHSSP to
implement MCH activities has made it possible to successfully establish clinics and training
programs for women.

Pro~ram impact is a function of coyera~e and effectiveness: both must be considered in
desi~nine MCH pro~rams in Af&hanistan. Female staff at MCR clinics are more effective in
increasing access to health services for women in Afghanistan than male staff at other health
facilities; however, MCH facilities are limited in number and therefore do not have the overall
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coverage afforded by BHCs. To expand MCH. program coverage and effectiveness, MCH
services should be integrated in all health facilities, for example through fixed facility
immunization at selected clinics or through establishing VHS Programs at Basic Health Centers
with a record of strong performance. Simultaneously, efforts mU$t be made to expand the
number of female health personn~ such as VHSs, FHWs, and MCHO's since they are the most
effective health educators and service providers in reaching the target groups.

, .
Certain eeoemphical areas and administrative units are more receptive· than Qthers and at a
hieher staee Qf develQPment in· establishine an MCH referral system. Fundine Qf activities
should be carried out Qn a steP-by-step baSis to expand services while strenethenine the
capabilities of the administrative structure. The design Qf any future MCH activities shQuld
consider the effectiveness and effiCiency in where any future funds are channeled.

The SSWA was unable to maintain a reasonable level Qf MCH activity. The possible reasons
include: the distance between the southwestern prQvinces and PeShawar, bottlenecks in the
liaison office in Peshawar, and/or the limited number of qualified female personnel in the
southwestern prQvinces. The highest number Qf requests for MCH services came from Ghazni
Province (administered by HCCA) and Badakhshan Province (administered by SCNA), where
six MCH facilities were established in each, and next in Logar (administered by the MOPH),
where five MCH facilities were established. The populations in these provinces are 808,121;
581,303; and 277,844, respectivelylS. The mQst cost-effective MCH regional prQgrams were
thQse in which the AHSSP and the counterparts agreed upon, and followed, a step-by-step
approach.

DuplicatiQn Qf MCH services has nQt been a problem. In areas where there is interest in
establishing services and where there are the human resources, support shQuld be given on a
steP:'by-step basis. There are still vast areas Qf the country which have nQ focused MCH
services but which still need them. In areas where VHS Qr FHW prQgrams exist alongside
facilities, the system needs strengthening and' implementing Qrganizations can build on their
successes. '

The MeH proeram should be strenethened at the reeionalleyel. MeH Regional Health Officers
have been assigned in the nQrthern, central, and southeastern regi~ns and have been functioning
Qnly fQr one year. Due to the decentralized nature of the primary health care system whi.zh has
been established, a technical advisor at the regiQnallevel is nece~sary to ensure that programs
are confQrming to the standards which have ~n developed fQr the MCH program.

Trainioe of women health workers at the househQld and community level mould be conducted
locally. and preferably at reeiQnal trainine centers for MCHO's. Candidates fortraininlshQuld
be residents Qf the area which they intend to serve. Training of VHSs and FHWs. is best carried
out in their community by staff of the closest facility. The facility then serves as a referral and
supervisory structure. Training Qf MCHO's can be dooeat a regional center or in Kabul, but
it is difficult to recruit women frornroral areas to spend one year away from their home unless
they have relatives in the tQwn where training will take place. Recruitment Qf women for MCHO
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training should consider the facility where she can work, because the cancellation rate of MCH
Posts showed that it is difficult for a MCHO to work independently in the public sector.

. Usin~ mobile trainer/supervisor teams is an effective method for trainin~. supervisin~. and
evaluatim~ MCH activities. Mobile teams have ~n an effective method in Afghanistan since
prior to the war. The AHSSP utilized mobile teams to conduct supervisory visits and to evaluate
the progress of the VHS and FHW Programs, as well as to supervise and evaluate the
management of MCH Clinics. MObile trainer/supervisor teams provided a quality control
function: based at the Project h~quarters, tJ:1ey learned the standard of care and standard of
training that was expected; they were able to communicate the standard in a consistent manner
across different sites; and by travelling between the field sites and headquarters, they could
determine the potential and time required for improving the standards of the MCH program.

Mobile teams could potentially be used to conduct medical certification for female health staff
who are unable to travel to Kabul or their regional center.

The Trainin& of Trainers model usin& a series gf workshops with intermittent field assessments
is an effective way to introduce new initiatives. The experience gained from the VHS program

. demonstrated that a step-by-step approach could be applied to introducing an innovative
program. The AHSSP conducted a series of four workshops for staff of selected health facilities·
to introduce the pilot VHS program. The first workshop introduced the concept of the VHS
program. The second workshop gave participants the tools to start training VHSs in their
community. The third workshop expanded on health education topics and introduced
management tools, and the fourth workshop reinforced the development of management systems.
At each stage, problems encountered in implementation could be discussed and solutions could
be developed. This is an excellent way to expand future VHS and FHW programs.

Immunization should be more fully inte~rated into the MCH prO&ram by havin& fixed points at
all MCH clinics. The EPI should capitalize on MCH facilities because they are effective service
providers for women and children (see Figure V - 5).

MCR facilities should offer a broader array of cootrace.ptives than condoms and pills.
Distribution of condoms through MCH facilities is inefficient. Afghan physicians working in
Peshawar and in Afghanistan observe that condoms are generally not acceptable for socio
cultural reasons. Pills are acceptable, however the need to take them on a daily basis results in
decreased patient compliance among village women, especially those who are illiterate.
Injectable contraceptives would serve as another effective altemative for the reasons stated
above. Moreover, women can use injectables without their husband knowing. IUD's are another
method to expand upon in Afghanistan if female medical staff could be given appropriate clinical
training.

If funds are available. nutrition education and supplementaIy feedio~ pro&rams CQuld reduce
malnutrition amon& A~han children and anemia amon& women. The household surveys and
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VHS survey showed the severe lack of knowledge among caretakers concerning appropriate
weaning practices, feeding of sick children, and appropriate diets for pregnant and lactating
women.

Research should be carried out to more efficiently and more effectively meet the public health
needs. For example, further research is needed on the demand for family planning services, the
preferences in contraceptive type, and potential impact. Another example is the need for a
follow-up VHS survey which could be instrumental in demonstrating the program's impact in
improving health knowledge, skills, and practices.

The public health and clinical knQwled~e of medical staff needs up~raded.

To provide a higher quality of care, physicians and nurse-midwives providing Ob/Gyn services .
need further training in delivery and family planning techniques. All medical staff need
upgraded knowledge about current child survival and maternal health interventions.

A commitment to ~uity and to the ri~hts of the underserved is the drivin~ force of initiatin~and
deyelQpin~ health services for women and children. The women's and children's program faced
considerably more constraints to implementation than other project activities, but the
commitment of the donors, Afghan counterparts, and AHSSP staff which worked to build the
program demonstrated a commitment to the underserved.
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VI. CHILD SURVIVAL AND DISEASE CONTROL

Paul lekx, M.D., Advisor

1. INTRODUCTION

Since 1978, many children have died because of direct or indirect consequences of the war.
The table below compiles estimated figures from different sources and shows that even in
1985, according to a study by Marek Sliwinski1

, the year with the highest death toll due to
the war, more children died from measles than from direct war related causes.

War deaths:

Measles deaths:

1,500,000 for the total 1979-1989.
195,000 (13%) in 1985, of which
7,800 (4 %) under 10 years of age, or
4,680 (60%) under fives died due to the war.

741,290 children were born in 1985, of which
137, 139 (18.5 %) died before the age of one, of which
15,412 (11 %) under ones died of measles and its complications.2

These considerations combined with the vital statistics, as listed under the MCH component,
urged the AHSSP to reset its focus. After the first year, strategies were looked for to draw
attention to those categories with the highest morbidity and mortaIity: children under five and

. women of child bearing age (see the household survey undertaken by the AHSSP).

Immunization according to the EPI schedule was selected as an appropriate intervention both
because of its direct benefits to the above mentioned groups and its perceived function as a
gateway towards other interventions for the same groups.

The immunization program implemented through the AHSSP worked out reasonably well. It
accounted for more than 30% of the national coverage by the end of the program. It also
provoked interest in other child survival interventions like ORT and appropriate diagnosis and
treatment of ARI. A year and a half after the start of the immunization component, a specific
MCH component became part of the AHSSP.

2. OBJECTIVES

A. To assist the Afghan counterpart organizations in implementing and managing a nation-wide
immunization program according to the EPI schedule. This included:
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i. Build the institutional capacity within the counterpart organizations .to manage
immunization programs in rural Afghanistan;

ii. Ensure appropriate technical staffing according to identified needs;

iii. Ensure supply of necessary supplies and equipment;

iv. Ensure monitoring of program progress;

v. Promote integration of EPI into the rural health system; and

vi. Promote integration of the AHSSP EPI efforts intO one national program.

B. To assist the Afghan counterpart organizations in identifying other feasible interventions to
promote child. health.

3•. ACCOMPLISHMENf:S AND OUfPUTS

3.1. Assessment of Feasibility of Cross-border EPI.

Prior to the start-up of the BPI component of the AHSSP limited experience with cross-border
immunization existed.

Aide medicaIe internationale (AMI) in Kapisa vaccinated 200 children with BCG and measles,
interrupted by the Panjsher V offensive.

Medecins du monde (MOM) in Wardak (Jaghatu) covered the population of about 80 villages
: 10,000 children fully vaccinated. Immunizations were carried out in the villages, with an
existing hospital as base. Several attempts in Konar, without an existing base, proved disastrous
and had to be abandoned.

Medecins sans fronti~res (MSF) vaccinated 20,000 under fives in Ghazni (Jaghori), an unknown
.number in Pakteka (Sharan) and 6,000 in Badakhshan (Teshkan, Yaftal) with BCG and/or
measles, under questionable cold chain conditions. A functioning health center, run by the
same organization served as base for outreach and mobile campaigns. .

., .

In'Ghazni (Andar) the Norwegian Committee for Afghanistan (NCA) vaccinated some 10,000
ch~ldren with complete BPI schedule.

Kathleen Cita's experiences in Nurlstan in early 1987, proved that the cold chain could be
maintained, even under extremely difficult circumstances.3
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UNICEF, which had contributed vaccines and supplies for refugee immunization programs
supervised by UNHCR, had started to contact agencies with prior immunization·experience to
explo}e the possibility of a larger effort cross-border.

!
Cross-border BPI was evaluated as feasible and the following conclusions were retained from
the early experiences: .

a. Though difficult, the cold chain could be maintained.

b. Women were accessible with difficul'ty, and fora prog~m of larger scope, special
~t~n~on would have to be given· to gaining access· to; women for tetanus toxoid
Injections. ~

c. Memories of the smallpox eradication campaign made most populations quite
favorable to the single shot vaccines.

d. Injections were popular with the rural population, and injectable vaccine has great
prestige.

e. Multiple shot v8.ccines were not easy to implement, especially if one could not rely
on regular availability of vaccines in the area.

f. Even for children under five, significantly more boys than girls were presented for
immunization. '

g. Linking the immunization program with existing health facilities and the active,
sustained support of local authorities made implementation easier for the people in the
field.

3.2. BuUdina the Institutional Capacity

3.2.1. With the AHC and the MOPH of the AIG.

The Alliance Health Committee (AHC ) High Council accepted the d!'3.ft plans for a nation wide
immunization plan in late 1987. It took the AHC a few more months to put together a group
of technically qualified people. The AHSSP team had proposed an Immunization Unit of four,
but the suggested unit quickly became a Preventive Medicine Department (PMD), which would
also deal with tuberculosis and malaria control. Therefore, the High Council decided on seven
positions instead of the proposed four:

• a· director and a deputy director;
• a training manager and an assistant manager;
• a logistics iIlanager and an assistant manager; and
• a field operations manager.
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Job descriptions for these positions were drafted and technical people selected from the
participating parties by March 1988.

The PMD was well established as an entity, before the AHC was transformed into the Ministry
of Public Health (MOPH) of the Peshawar- based Afghan Interim Government (AIG). It
survived the transition without major changes in personnel and remained active till the end of'
the AHSSP; It's operational management capacity proved to be good. Over a period of six
years, it performed uninterruptedly the followin~ functions:

a. initial training of carefully selected vaccinator candidates (total 1401);

b. assignment of target areas and populations to the vaccinators (total 26 teams);

c. 'organization of transport across the border for the vaccinators and their equipment

d. debriefing and production of summary reports of the vaccinators' activities upon their
return 'to Peshawar; ,

e. identification of problem areas in the vaccinators' knowledge and performance and
organization of refresher course sessions covering these.

Tec~cal assistance was sought of an NGO, dealing with cross-border immunization.
Afghanistan Vaccination and Immunization Center (AVICEN) was contracted to upgrade the
technical and managerial skills.of the PMD staff. This approach was only partially successful.
The technical instruction on .cold chain and logistics was appreciated by all involved. The
managerial part left both AVICEN and the PMD unsatisfied, probably because of the differences
in their basic approaches. From the start, PMD tried to link up the BPI with other primary
health care (PHC) services, offered through the AHC, while AVICEN implemented a 100%
vertical program.

On the PMD's request managerial training was continued by AHSSP staff on an ad-hoc basis
throughout the program and in 1991 a two week: Mid-Level Managers' course was held for PMD
and RHA managers.

Request for immunization in the North, West and Central Afghanistan were put to the AHSSP
by the RHAs from late 1988 onwards. Most of the proposed target areas required more than

I ' ' ,

a w~k's travel time, covering vast stretches of inhospitable terrain. Climatic conditions made
many of these areas inaccessible for several months a year. The difficulties this entailed for
logistics and general program management were discussed with the RHA and ~ new strategy was
developed: running programs by region from Vaccine Storage Facilities (VSF).
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These VSF were staffed with an EPI in-charge (often, but not necessarily an M.D.), cold chain
supervisor, cold chain technicians, and in some cases EPI trainers. The EPI in-charge worked
in close contact with the RHA director and heads of other technical departments, thus linking
up the EPI activities with other existing health activities, implemented through the same RHA.
Nine such VSF were implemented and functioned up to the end of the program (see map).

Before taking up the responsibilities, the EPI in-charge was introduced to EPI management by
the AHSSP through informal training on individual basis. He also paid a visit every six months
to discuss program progress and difficulties el)countered with the AHSSP staff.

All RHAs delegated a lot of authority to the EPI in-charge for all operational decisions. This
enabled the AHSSP staff to interface directly with the in-charge of each VSF. .Even financial
disbursements related to EPI activities, other than salaries, were disbursed by sanction of the
RHA director to the EPI in-charge, who reported the handling of his 'budget' to the RHA
director. Yearly the specific paIls of the budget to be handed directly to the EPI in-charge in
order to prevent unnecessary delays was discussed and agreed upon between the RHA director
and the AHSSP.

Requests for support of EPI by the Health Committee of Paktya and Pakteka (HCPP) in Paktya
and Pakteka and the Health Committee of Central Afghanistan (HCCA) in western Hazarajat
after 1991 were refused. By that time the focus of the AHSSP was on consolidation. The
AHSSP agreed to fund an EPI in~harge, and assisted this person in the assessment of the EPI
activities of different NOOs. - Local Rapid Assessment Surveys (LRAS), like the 75 household
surveys, proved a useful tool for establishing a base for discussion both with the NODs and the
UNICEF.

3.3. Training of Personnel

3.3.1. Training of Vaccinators.

At the start of the program, the AHC accepted the technical input of AVICEN, an NOO that had
.developed a three month's training program for vaccinators adapted to prevailing conditions in
Afghanistan. The course included extensive-practical sessions under close supervision in the
refugee camps. .

ne very first batch of 21 vaccinator trainees was trained jointly by PMD and AVICEN staff;
Five more batches were trained by PMD itself, a total of 140 vaccinators were initially trained
by PMD.

The RHA vaccinators were trained in Peshawar by AHSSP staff in 1990. At the same time, a
training of trainers took place, which enabled the RHA to train vaccinators at several VSFs
inside Afghanistan. In total 117 vaccinators were trained.
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Table VI .. 1
Vaccinators trained

Year /1/1 Training Supervision

In total 36 Cold Chain Technicians (CCT) were trained to staff the VSFs, 13 of these CCTs
became cold chain supervisors. Training was performed in Peshawar at the AHSSP cold storage
by the engineer in charge of the cold store, who 'had been trained' by a cold chain specialist
consultant.

,
I

3.3i3. Training of EPI, Trainers
I

In ~tal six BPI trainers were trained and dispatched to the VSF of Herat, Taloqan, Kajab,
Kakrak and. Rokha. Condition for recruitment of the trainers was practical training experience,
more than theoretical knowledge of BPI. For 'specific technical topics, the trainers could draw
upOn the knowledge and experience of Cold Chain Supervisor (CCS) and BPI in-eharge.

MOPH
MOPH
MOPH
HCCA
SSWA'
SCNA
MOPH
SCNA
MOPH
SCNA
HCCA.
SSWA

MOPH
MOPH
MOPH
MSH
MSH
MSH
MOPH
SCNA
MOPH
SCNA
HCCA
SSWA

21
25
43
9
4
6

27
6

24
54
16
22

FY-91

FY-88
FY-89
FY-90

FY-92

-----,--

3.3.2. Training of Cold Chain Technicians

3.4.1. Cold Chain Equipment.

3.4. Supplies and Equipment.

I
f

The extreme conditions of shipment and in-eountry storage of vkines in Afghanistan had led
to standardized equipment among the early immunization imp~ementers before the AHSSP ,
started. The AHSSP saw no reason to alter a selection based on prior experience of cold life,
hold.over time, and robustness. Using the same equipment would also facilitate the integration
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of the scattered efforts into a national program. The AHSSP obtained the necessary waiver from
U.S.A.J.D. to buy the equipment on sole-source basis. Appendix VllI-l lists the cold chain
equipment. Several VSFs and hundreds of vaccinators have operated for years with this
equipment, after it, had been transported by prim~tive means inside Afghanistan. No major
breakdown or difficulties have been reported.

3.4.2. Vaccines
i

UNICEF started supplying vaccine for cross-border activities in 1987. When the AHSSP made
its planning for the immunization component, UNICEF was interested to supply at least the
v~ine, and committed itself orally to deliver what was needed by the program. During the
"rapid expansion phase" in FY-90, the UNIC~ Afghan Programme Office (APO) was unable
to meet the vaccine demand. For two year~ UNICEFIAPO promised more vaccine in the
planning phase than they were· able to procure with available funding six months later. At the
same time U.S.A.J.D. could not permit the AHSSP to procure vaccine with program funds,
since UNCIEF was already funded to deliver the vaccifte'l In FY-92 , after careful
reconsidera~on, U.S.A.J.D. allowed the AHSSP to procure the d.fference between the program
needs and what UNICEF could provide with program funds. I

3.4.3. Other Supplies.

All other supplies were channelled through general procurement (see Section VII, Procurement
and Supply Management). '

. In 1988, UNICEF contributed needles and syringes. In 1993, UNICEF contributed registration
and reporting forms, and Vitamine A.

3.4.4. Vaccine Distribution.

The possibility to ship supplies inside Afghanistan heavily depended on two factors beyond
control of the AHSSP: war and climate. AVICEN was contracted by UNICEFIAPO to run the
central vaccine storage for the cross-border program. In 1989 major differences of opinion
between UNICEFIAPO and AVICEN interfered with smooth vaccine supply. At the same time
the European Union (EU) wU uncertain to continue funding AVICBN. The AHSSP decided to
set up a central cold room in the AHSSP Warehouse and an experienced consultant was hired
for this purpose. Vaccine was J'eCCived from UNICEF in bulk and stored for further distribution
in Afghanistan. This ensured a reasonable buffer stock ready on hand.

The PMD teams would pick up vaccine directly from this storage, ~d further transport to the
target area was organized by the, PMD and the vaccinators. The VSF in-eharge of the RHA
would replenish his stock in up to three shipments per year. Transport to the border would be
coordinated with the AHSSP monitoring office, but responsibility for the cold chain management
was with the RHA. From the VSF, the cold chain in-eharge would dispatch vaccine and other
supplies according to the plans of the EPI in-eharge of the area. .
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One VSF in Herat province was bombed out by the then communist Kabul government in May t{,J,

1991. While little loss of vaccine occurred, equipment, records and reports were destroyed. '
Another VSF in Balkh province was looted in January 1994 by Jumbish (Dostum) militia. Little
vaccine was left in stock at that time, but most of the equipment was recovered and repaired
by UNICEF/Mazar for further use.

3.5. Personnel Manaaement

3.S.1. Personnel Management of the MOPH~

PMD being part of the AHC and later the MOPH, its own personnel was managed according
to the rules and regulations of the central office of MOPH.

Besides the 140 vaccinators trained, 16 more were recruited by PMD from the pool of
vaccinators trained by differentNGOs or the Kabul government. This involved an assessment
of the knowledge of these ~inators and in some cases ,a short refresher course.

Out of the total IS6 vaccinators who worked for the PMD, 74 were active at the end of the
program. Out of 82 inactive vaccinators, 12 transferred to the RHAs and about half were
terminated after reassessment of the number of vaccinators needed per team: this dropped from
maximum six to maximum four in 1993.

Technical performance of the vaccinators was assessed by the PMD on the basis of reports when
i ' ' the team came for resupply. MSH included the teams in the Field Operations monitoring

missions and communicated reSul~ to the,PMD, which took disciplinary action when necessary.
SaIary, per diem and freight costs were disbursed to the vaccinators by PMD~ which provided
necessary receipts to MSHFinancial Management.

I " I

In spite of many planning sessions, during which job descriptions and checklists were developed,
sysc;ematic supervision ,in the field by the PMD never took off. PMD successfully used senior
vaccinators belonging to another team to investigate 'alarming' reports from commanders or
Peshawar based NGDs regardiog the activities of the teams.

I

Given the central role of the VSF in the vaccine distribution, most of the administration was
focused there also. The AHSSP therefore paid salaries for a limited number of administrative
and support personnel at these VSF. Table VI - 2. gives the number and status of each by the
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end of the Project. 12 vaccinators from the PMD and 68 from other agencies joined the RHA
program.

Table VI - 2

Personnel J\ctive Cancelled

HCCA CCS 2 2
ccr 2
BPI in-eharge 2
BPI trainer 2
Vaccinator 27 4
Driver 2
Peon 2

HCPP BPI in-eharge 1

SCNA CCS 4 3
ccr ··12 4
BPIin-eharge 5 2
BPI trainer 2 1
Vaccinator 111 24
Cook 1
Driver 4 1
Logistician 3 2
Peon 6 1
Watchman 6 4

SSWA CCS 1
ccr 2 3
BPI-trainer 1
Vaccinator 28 3
Driver 2
Peon 1
Watchman 1 1

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

The BPI in-eharge tried to visit vaccinators regularly at their assigned site of activities. He also
obtained feedback on the performance of vaccinators from community leaders through parallel
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3.6. Reportina or Pro&ram PrO&ress

April
August-October
September
March-AprilFY-3

FY-2

The time factor involved in the production of.activity reports requires explanation.
U.S.A.LD. 'sfiscal year runs from October 1 to September 30. Yearly workplans are prepared
and agreed upon for these time periods. UNlCEF/APO's project year is the same as the
calendar year. Consequently, activities proposed and accepted by U.S.A.LD., need to be
proposed for vaccine supply to UNICEF three months later. UNICEFIAPO's final commitment
was often only signed in April. A 'closer look at all stages involved in a planning
implementation-evaluation-reporting cycle explains the lag time in reporting on EPI:
I' ,

I FY-l June-July Plan for next years' acitivities with counterparts
I
; September-October Obtain U.S.A.LD. agreement forproposed work plan

November . draw up order requests for cold chain equipment and other
December Submit p~oposed EPI work plan to UNICEF to obtain

vaccines
First vaccines arrive
Mountain. passes open for supply of VSF
Planned EPI activities can s~
First reports on the activiti~ planned in July FY 1 arrive.

This schedule makes it extremely difficult to readily report numbers of Fully Immunized
Children (FIC) a commonly used indicator used for cost analysis and to calculate impact.

channels. From 1992 onwards a checklist for supervision drafted by UNICEF, facilitated
supervision in the field. . .;..

3.6.1. Reporting Cycle.

In order to have an idea of possible impact and probable costs, the AHSSP used numbers of
doses shipped inside as counting unit. The number of doses, minus the normal wastage, divided
by the total number of doses aFIC should get, gives a theoretical value for the number of FIC.
When results come in,. the number is recalculated, on the total number of actual doses
administered. This is discussed in greater detail under 3.6.2.

Because of the ban on expatriate travel to Afghanistan and the reluctance regarding MSH direct
local hires circulating inside Afghanistan early in the Project, evaluation of program progress
rested largely on reports obtained on regular basis from the counterparts. In order to minimize
the skewing of results due to factors beyond control of the actors (delay in vaccine supply by
UNICEF, the "ban", road blocks) the AHSSP followed closely reports as they came in,
subtracting days, weeks or months to neutralize these delays.' Total program progress was
followed on four spreadsheets: one that listed the achievements on their actual reporting date,
one that neutralized the difference between FYaJ.ld CY, one that neutralized further the delay
in vaccine delivery and one that neutralized further delays due to the "ban" and road blocks.



I
It is 'this last spreadsheet that will be referred to when discussing results, as it reflects best the
implementing capacity of the counterparts.

I,
I

While at PMD and at each VSF vaccinators were debriefed when they came for resupply. The
following reports were discussed with the PMD and the BPI in-charges on regular basis by the
AHSSP technical staff: '

a. Monthly vaccination summary forms by district.

b. Vaccine and BPI supplies stock reports.

c. Districts and Villages covered.

d. Proportion of static, out reach and purely mobile activities.

3.6.2. Indicators

From the stock reports evaluation was made whether the first in - first out principle was
respected and whether cold chain was maintained Vaccine wastage rates were used as indicator
of quality of technical work by the vaccinators and cold chain technicians. Except for Tetanus
Toxoid, the wastage rates were in most occasions lower than the averages given by WHO.
Tetanus Toxoid tended to be high because a vial of 20 doses was opened even for one or two
women. When wastage rates were higher, particular reasons could always be identified.

The planned number of fully immunized children was compared with:

a. number of measles vaccinations, .which indicates the extend to which the planned
target population has been reached. In a normal situation, measles is the last antigen
to be given and indicates the FIC; ,.

b. number of calculated "FIC", which indicates the possible number on fully immunized
children, obtained by dividing the total number of doses of all antigens given by S.
This may be different from the planned number of FIC,.if the wastage rates for the
antigen were different than planned;

c. number of DPT(p)3, which represents most accurately the actual number of FIC in
this program. However, since for the early program DPT(P)3 was not advocated in
the UNICEF policy, the early years are bound to have low DPT(p)3.

Likewise for the women vaccination, the concept of Fully Immunized Women ("FIW") was
used: any female who received at least three shots of Tetanus Toxoid. Again, this allowed
comparison of planned with calculated and actual. Target ages, percentage of target population
per district and frequency of visits in villages were also evaluated. With the MOPH for each

138



team, and with the RHA in each district, the extend to which existing facilities and BHWs wer I

used" was evaluated. .

3.6.3. Results.

For all results represented in the graphs, the numbers of 1993 are.extrapolated or based
partially received reports (about 13 % of the total vaccine shipped).

3.6.3.2. Child Vaccination.

Figure VI - 1 and Table VI - 3, show the planned "FIC" against the calculated "FIC",
actual number of measles vaccinations and the actual number of DPT(p)3.

--------_._------------------------------------_.. _. --------

The calculated "FIC" stays close to the planned outputs t which means that activities were
performed as plannedt be it with necessary delays.

1988 10,515 85% 0% 121%
1989 40,699 79% 10% 125%
1990 73,457 93% 14% 140%
1991 95,110 95% 34% 10S%
1992 161,807 84% 56% 87% .

,__1993 168:257_~~ ~_~ ~~~l _
I

More measles vaccine was administered than planned in the early years. This is explained by
the fact that wastage rates were under the wastage rates used to calculate amounts needed and
population estimates were at the best shaky and often an underestimation of reality.

Actual
Measles

Actual
DPT(P)3

Cakulated
"FIC"

Table VI - 3

Planned
"FIC"
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Figure VI - 1.
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Figure VI - 3.
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Figure VI . 5.
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Target age groups were relatively well respected (Figure VI - 2). Since 1989 the AHSSP tried
to focus on under twos and under ones, but the general policy changed only in 1992. BCG,
given as early as possible, reflects best this aspect (Figure VI - 3) and the results obtained for
1993 so far indicate less than 2% of children of 2 years and older that received BCG.

While a lot of concern was expressed by WHO and UNICEF in 1990 about the low coverage
for DPT(p)3, the AHSSP from early on was able to show increasing numbers of DPT(P)3 over
time. While still definitely subject to improvement, the 1992 and 1993 figures show a
reasonable percentage of DPT(p)3 (FigureVI ,- 4).

6.3.6.2. Women Vaccination.

From the start, women vaccination had been perceived as more difficult than the child
vaccination. Like elsewhere in the world, it is not always easy to explain that women have to
be vaccinated in order to protect ~e newborns and that at least three shots are needed and with
boosters during pregnancy. In addition, purdah is observed with different d~grees of strictness
in different parts of Afghanistan, limiting access to women for non-family members.

I
While the planned achievements were much lower than for the children (15% of all eligible
women in a target area where 80% of the eligible children were selected), the degree to which
they were achieved are encouraging.

I

Table VI - 4

Year Planned
"FIW"

Calculated Actual
"FIW" TetTov

Actual
TetToxl

1988
1989
1990
1991
1992
1993

6,516
18,421
72,682
80,020

302,952
119,098

55%
59%
56%
85%
42%
66%

0%
3%
6%

33%
23%
52%

138%
155%
135%
146%
57%
68%

After the startup of the MCH component and its relative success, thought by the counterparts
and the team to be reflected in the spectacular increase in 1991, an attempt was made to double
the coverage for women vaccination in 1992 without success, because:
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* establishing a firm operational link between the two components proved more difficult
than expected;,"

* the attention of some of the key senior health managers was drawn elsewhere
(takeover of Kabul and formation of a government).

3.6.4. MOPH and RHA.

The different strategy with the RHA paid off. Comparing a few key indicators for the RHA and
the MOPH speaks for itself. But ·one should not forget that the performance of the PMD was
as good, if not better than that of many NGOs working in the cross-border EPI.

i .
Number of villages covered at least once
Proportion of total vaccinations
DPT(p)3 as percentage of DPT(p)l in 1993
Calculated "FIW" as percentage of planned "FIW"
Cost(*) per calculated "FIC" in 1991
Cost(*) per DPT(P)3 in 1991

MOPH RHA

1,398 2,269
30% 70%
58% 87%
16% 26%

13USI? 6USD
22 usI) 8 USD

I

* Cost does not include UNICEF vaccine and TA.

3.6.5. Coverage Surveys

Local rapid assessment coverage surveys were conducted in Takhar, Paktya, Pakteka and the
Hazarajat.

A 75 closest household 'survey was conducted in Kalafgan (fakhar) in 1991, by the field
supervisors of the House Hold Survey. 93 % of all under fives were claimed to have been
vaccinated with at least one antigen, 90% had filled out immunization cards. The cards showed
90% vaccinated with DPTP1, 41% with DPTP2 and 67% with measles. The difference in
coverage between measles and DPTP1 is attributed to underestimation of the population.

The same kind of survey was conducted by the EPI in-charges ofHCPP and HCCA in 1992 and
1993. EPlin the areas surveyed was implemented through different NGDs. The findings were
similar. Good coverage of the population and by then reasonable coverage for DPT(P)3. Some

, discrepancies between planned and implemented EPI for some of the NGD. These surveys
served as a base for discussions between the EPI in-charges and the concerned NGOs and
UNICEF.

3.7. Promote Integration into Existing Rural Health System.
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3.8.1. Antigens Used.

3 (monitored)
15 (monitored)
25 (of which 11 monitored)
2 (monitored)

MOPH
HCCA
SCNA
SSWA

3.8. Promote Integration Into One National Program.

Only the HCCA had the majority of its activities based in its dinics/rural hospitals and
performed regular out-reach activities from there.

Although both PMD and RHA agreed with this policy line from the start of the program, results
leave room for skepticism about the efforts put into it's implementation. At the end of the
program, BPI was claimed to be established as a fixed service in a small number of facilities.

• have immunization services available,on year-roun<t basis;
• focus attention from cold chain maintenance (over emphasized, because very difficult

in mobile strategy) to community involvement;
• employ more readily female vaccinators, since they wouldn't have to travel that much;
• have more readily access to the lower age groups; and
• involve already existing health personnel in EPI, in order to cut costs.

Different strategies can be used to bring vaccines to the target grdups: mobile,static and out
reach. All are valid in certain circumstances and all have advantages and disadvantages. All
have been or are in use inside Afghanistan. .

Knowing the existing health facilities and workers of its counterparts, the AHSSP opted for
linking all BPI activities to these existing facilities, .as far as possible. Opting for fixed-point
and outreach where feasible, the program hoped to:

. To a much greater extend, mobile teams used clinics as temporary base for mobile immunization
in the surrounding villages. This was true for the RHA and MOPH both. The RHA also used

I the BHWs as valued intermediaries to mobilize and inform the community.
i . "p.

, Local transport costs claimed for teams or vaccinator were always below the maximum rates that
could have been claimed. This confmned the claims.by both PMD and the RHAs that the local
population contributed by providing·transport and sometimes free foOd and lodging to the EPI
personnel. The exact amounts were impossible to quantify.

UNICEF had cautiously started cross.;border activities from Peshawar since 1987. Through
. discussions with the - at that time - very limited number of counterparts (AVICEN, MOM,

MSF ~ NCA) UNICEF opted for IPV, in combination with three other antigens. Reasons behind
this decision were: '



a. IPV needs only two shots for acceptable sero-conversion of polio, thus limiting the
number of visits necessary; ,

b. OPV was at that time considered very instable;
c. IPV presented less bulk to transport, and transportation costs across the border were

a major cost center; and,
d. DPTP could be used as solvent for freeze dried measles vaccine, thus still reducing

the bulk for transport.

With these antigens, a fully immunized child \yould have received:

Ix BCG
Ix measles
2x DPTP

The available combination of DPTP is very expensive, which does not make very much
difference for small pilot programs, but becomes prohibitive in larger programs. Focusing on
the "eradication of polio by 2()()()", the need' of a third dose for efficient protection against
whooping cough, was not considered a priority in the start up phase. .

For' the obvious financial reasons, this was changed when the program reached a larger degree
1

of expansion. After 1991, oral polio was introduced and a FIC had received:

Ix BCG
1x measles
3x DPT
3x polio

3.7.2. Target Age Groups.

3.7.2.1. Children

The age group for children had been set by early cross-border BPI implementers at all under
fives, not because of epidemiological reasons, but to have "big numbers" of easily available
children, and to focus on the children seen as important by the local population. After a short
pilot phase, this age group would be changed to under twos and under ones. Although arguing
against this policy, the AHSSP complied to the requests of both PMD and the RHA to stay in
line with the other implementers.

The AHSSP therefore focused on convincing UNICEF/APO and the NGOs of the BPI
Coordination Group to alter age groups. This was only achieved totally in 1992, after several
WHO/UNICEF consultancies on the subject, when Kabul-based and cross-border BPI were
brought into the same program.

3.7.2.2. Women
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The global target group are women of child bearing age and preferably the pregnant ones.
Given that 99% of the vaccinators were male in the cross-border BPI, these Women were
difficult to get to because of the purdtlh. Early cross-border immunization therefore had focused
on girls before the purdah age. 'This approach has been adopted nationally: give three or four
shots before puberty, and a single shot afterwards will provoke the necessary booster of
circulating antibodies. .

3.7.3. Coordination and the Lack Thereof.

Technical coordination on cold chain equipment and supplies was not a problem, mainly because
of the flexible attitude Of the AHSSP and U.S.A.J.D. regarding the origin of equipment and
supplies.

Strange as it may seem for such a circumspect activity, the cross-border immunization effort
suffered more severely from lack of coordination between different donors and between
implementers in Peshawar on any other policy related issue. .

Several factors explain, but certainly do not excuse the climate of suspicion and distrust within
the BPI community in Peshawar:

... the absence of WHO till 1990 as a valid and readily available resource of standardized
policies regarding. BPI and the failing of UNICEF to find experienced senior staff for
its cross-border office left a leadership vacuum;

... some donors funded cross-border BPI with irregular ("emergency", "earmarked")
funds that needed to be spent quickly and by identified implementorswhich, combined
with a limited implementation capacity in the early years, put several donors in a
competitive position;

... the uncertain funding position of some of the major foreign BPI implementors,
combined with the employment short-term expatriate staff, with sometimes no prior
experience in BPI cr~ted a ~tting where coordination was seen by most as .. more
work", that ultimately might lead to loss of credit for achieved results;

... most implementors of BPI were expatriate committees, with no activities in any other
country but Afghanistan and with established other activities in certain areas of
Afghanistan: both BPI and that given (geographical, political, ethnic, ...) area inside
Afghanistan would be seen as "private territory" by some implementors, but a
territory they neither completely occupied nor successfully controlled regarding BPI,
leading to extremely aggressive attitudes to any perceived interference.

As a result, any questioning of the ongoing process on epidel1)iological or cost effectiveness
grounds, was considered to be based on ulterior (political) motives. The counterparts of the
AHSSP were neglected as either non-existent or labeled as puppet organizations set up for
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containing other child survival activities and supported by local and regional authorities, an EPI
component can be a valuable intervention both because of its positive interaction with other child
survival activities 6, its possible function as "sensitizer" of (he community for children's and
women's health, and motivator for rational planning in general.

3.9. Other Child Survival Intet-ventions

3.9. 1. Control of Diarrheal Diseases

From the start of the program, BHW training paid much attention to adequate treatment of
diarrhea in children. BHW assessment teams focused on the actual prescription behavior, and
based on their impressions, ORT was included in the BHW refresher course.

Table VI - 5 below compares a 5% sample of over 320,000 patient visits in FY-89, recorded
by BHWs, with a 10% sample of 150,000 patient visits in CY-90, recorded by mid-level and
senior health care providers from different CMC member groups, and a 5 % sample of 34,000
patient visits in FY91, recorded by mid-level and senior health care providers of the MOPH and
the SCNA. The patient visits concern only children under five years of age.

Table VI - 5
Comparison or Attitude Towards Diarrheal Diseases

Based on Greenbook Analysis or Difrerent Type or Health Workers
. (CMC=racllities or several NGOs, AHSSP=raciJities supported by the AHSSP)

BHW CMC AHSSP
,

----1----------------------------------------------------------------------------------------------------------------

Total under fives 1,083 2,246 482
Diarrhea and dysentery 33 % 32 % 35 %

treated with ORS 81 % 54 % 29 %
treated with antibiotics 27 % 79 % 70 %
treated with antidiarrheics 0% 0% 0%

Simple diarrhea 10% 24 ~ 15 %
I

treated with ORS 56 % 17 % 27 %
treated with antibiotics 17 % 84 % 46 %
treated with antidiarrheics 0% 0% 0%

Diarrhea is recorded as a problem in 1/3 of all patient visits. BHWs tend to be more inclined
to treat diarrhea with ORS, and less inclined to use antibiotics than the other groups of health

. care providers. In all three samples "simple diarrhea" is a minority of the diarrhea cases. The
available material did not allow to assess whether this is due to over-diagnosis of different types
of dysentery, or because children with "just a little diarrhea" were not considered sick enough
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Table VI - 6

150

/

14
7
8
3

Total

5
1
3
3

Peshawar
Aug-92

4
3
3

Peshawar
Aug-91

4

Quetta
Apr-91

,----------------------------------
Peshawar
Mar-91

MOPH 1
SCNA 3
HCCA 2
HCPP

Origin of the Participants in the ORT workshops

In order to achieve this, WHQ-UNICEF-MSH planned joint COO,workshops for senior Afghan
health workers. The logic behind the selection of this target group was that obviously BHW and
a lot of the Peshawar trained mi9-level health workers were using ORT reasonably well. It was
therefore important to convince more senior health personal, in charge of the first referral level
and training or refresher training of the said health workers, of the therapeutic and preventive
value of adequate ORT.

to call upon a health worker. Nor is it possible to assess the quality of the ORT given: one can
only conclude that the link diarrhea - ORT is made more frequently by BHWs than by other
health workers. Maybe because of the very limited pharmaceutical"arsenal of the BHW1

promote the use of ORS by all cross-border health worken,
promote the availability of ORS nation wide inside Afghanistan,
promote the establishment of ORT comers in existing health facilities

In December, 1990 WHO and UNICEF organized a joint workshop with all agencies active in
COO, ARI, BPI and MCH. The resolutions of the workshop would lead to a plan of action for
COD: ' .

With Dr. Abdul Latif as one ofthe most active stimulators, four joint workshops were organized
during 1991-92 in Peshawar and in Quetta. Many of the participants had never rehydrated a
chil4 themselves. All participants of the RHA requested the workshops to be repeated in their
training centers inside Afghanistan, to have a broader audience benefit from the experience. The
ban prevented any workshops inside Afghanistan in FY-1991 and by 1992, attention was drawn
to Kabul.

A joint program with UNICEF was planned for 1992, to establish ORT comers in health
facilities inside Afghanistan, but by February it became clear that

j
UNICEF would not have the

budget to implement its part of the program and supply stan¥ized one-liter jugs for all
families in the catchment area of the facilities. I

I
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SSWA 2 1 2 5
SCA 3 3
MCI 4 4

INDOORS 1 1
IAHC 2 2

MSF B/H 2 2
WHO 1 , 1

.'---------------------.--------------------------------------.---------------------------------------.-------------------

3.9.2. Acute Respiratory Diseases.

As with COD, much attention was given in the BHW training and the respective refresher course
to match standardized diagnosis and treatment of ARI with the WHO guidelines. In the senior
health management workshops, stress was put on the fact that BHWs were able to diagnose
pneumonia without stethoscope. In all refresher courses, attempts were made to have case
definition, diagnosis and treatment concordant with the latest WHO guidelines. Analysis of the
same Greenbook samples for ARI show clearly that different definitions had been used for the
different ARI diseases by different agencies, which makes comparison irrelevant.

3.9.3. Tuberculosis

The estimated prevalence of 10% in 1971' and an estimated 3.53% incidence of new TB
infections in school-entry aged children in 19828 confirm the popular claim that tuberculosis is
one of the major health problem in Afghanistan.

The requests for contr91 programs inside Afghanistan were multiple. After consulting with the
Italian Cooperation for Development (ICD), in charge of the Tuberculosis Control Program for
the Afghan refugees in Pakistan, the team did not think anything else than selected sites for
correct diagnosis and treatment of primarily the BK+ patients feasible at 'the time.

Still, adequately screening suspected TB cases with sputum smear-microscopy is worthwhile.
Only about 10-20% of the infected persons actually develop the disease and of all persons
developing the disease, 30% will heal spontaneously. Of all detected cases, 50% are positive
in sputum-smear microcopy (BK+). The BK+ are the ones that infect others in the community,
the sooner they become BK-, the less they'll spread the disease.

A good field laboratory with a competent laboratory technician will detect close to 100% of all
BK+ after three examinations per case, while to diagnose a BK- patient as a tuberCUlosis patient,
radiography and expert radiologists to interpret the radiographies are necessary, and still you will
treat five false positive for every real tuberculosis patient treated.'

Concern for supervision and continuity of care led to the following conditions to establish a
diagnosis and treatment center:
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*
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the facility must have beeP,active for at least two years;
one, and ideally tw9 microscopists with the necessary equipment and supplies are
permanently available;
an M.D. is in-eharge of the program, to ensure clinical evaluation of patient, both
regarding'the disease and the side-effects of the treatment;
samples of the slides are sent regularly to Peshawar for cross...reading by the referral
laboratory of the W.H.O.

Six month treatment with isoniazid (H), pyr(l?inamide (Z), and rifampicin (R) in a two month
intensive phase and H+R in a four month follow up was opted for. This is rather expensive,
but on a small scale and in the given conditions, the shorter the complete treatment, the less
likeable would be patient drop out. Replacing the rifampicin with thiacetazone in the follow-up
phase would allow to drastically 'reduce costs' if the program got expanded.

In total five small diagnosis and treatment centers were set up: Jaghori (C-l),' Taloqan (B-2),
MaZar (H-2), Onaba (H-3) and Baharak (H-3). One (Onaba) was dropped from support because
of Insufficient reporting.

Like many small-scale pilot programs, results,are encouraging:
good quality of lab readings;
low drop-out rate of the patients who start treatment
rapid conversion to BK-, once the treatment is started.

--------------,-----'-----------------------------------------
5,562 :
1,199 (21.56%)
1,004 (84.74 %)

233 (19.43%)
18 ( 1.50%)

Sputum examined
BK+
Completed treatment

,'Under treatment
Dropped out

/L;7
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Table VI - 7 .
Summary of Reports Received

by End of Program.

,-----,-------------------------------------------------------
The difficult task of ensuring patient compliance for the full treatment has been achieved by
close follow-up of a relatively small number of patients. The challenge in the near future, if
funds for expansion are available, will be to set up a consolidated referral and supervision
system, allowing BHW's to refer all suspected cases for diagnosis, and follow up on all patients

. under treatment in their community. '



3.10. General Conclusion.

The individual benefits for those vaccinated and treated are clear. Less obvious and difficult
to quantify, is the benefit to the managerial capacities of the health personnel involved in the
process of planning, implementing and evaluating the programs described above. Most of them
had none or limited prior experience as managers, and certainly not in a decision making
capacity. Most of them had a sound knowledge of the technical medical background of the
problems tackled. But suddenly they had to make decisions oh the optimal use of limited
financial and human resources, concerning a big number of possibie beneficiaries. Determining
which interventions were feasible, and to what degree, in the ab$ence of a recognized central
government, but under immediate pressure of a needy population ~d local or regional politicians
proved to be a major challenge and at the same time also an opportunity to show the importance
of taking into account: '

*

*

*

the interdependence of different health interventions between each other,

the interaction of available general resources and logistics with targeted health
interventions, and

the need for baseline data in order to make decisions that were not only rational on
paper, but had also a reasonable chance of being implemented.

It also permitted introduce on another than national level the use of rudimentary health
information systems (see Section VIII, Management Informatipn Systems) thus encouraging
decentralization.

4. CHALLENGES AND CONSTRAINTS

A. The PMD as an Institution '

The PMD managed to survive and function in spite of little support from the AHC. Daily
administrative problems (Le. getting the signature of the AHC President on salary requests for
vaccinators ready to leave) tended to interfere with operations, often unduly delaying field
activities. This also prevented the PMD from giving full attention to evaluation and
improvement of the quality of the. program as a whole. After two years PMD had acquired
enough credibility within theAHC to obtain a reasonable amountof autonomy for day-to-day
operations, including financial transactions related to field operations. After the creation of the
MOPH, PMD continued functioning, but definitely on a sidetrack. Only its director belonged
to ANLF, and he insisted on keeping other parties' experience in the PMD, contrary to the
"political cle'lnsing" in most other departments. .
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B. Selection of Vaccinator Candidates for PMD.

A problem was to'ensure that only people who would probably go inside Afghanistan after
finishing the vaccinator course would be selected. The PMD held entrance tests for future
vaccinators, assessing basic education and knowledge of the candidates. While a lot of refugees,
living in Peshawar, took and passed the entrance test, very few ever were admitted to the
course. PMD, supported in this by the AHSSP team, made the presence of the candidate's
family in the target area inside Afghanistan a prerequisite. Although this resulted in candidates
with poorer general education,PMD argued that only these people would be motivated to work
for long stretches inside Afghanistan.

PMD changed AVICEN's curriculum, to allow training of candidates with poorer general
education laying:

a. more emphasis on basic mathematics and Latin alphabet in the beginning of the
course;

b. less emphasis on background information on target diseases and immunity;
c. more emphasis on community mobilization.

. C. Motivation of Trainees of the RHA

. The RHA faced several problems with training in Peshawar. Suitable candidates were often
unwilling to make the (dangerous) trip to Peshawar. The fact that one Hazara member of the
first batch of vaccinators trained by the PMD was murdered by Waziri tribesmen while shifting
his vaccine across the border did 'not help. After completion of ~ning, the vaccinators were
often offered better paid jobs by the Peshawar based NOOs. Shifting training inside solved this
problem.

D. Training for Women's Immunization

During the training of the male vaccinators in the refugee camps, the PMD faced the problem
to access women for vaccination. From 1989 onwards, the PMD hired female vaccinators as
teachers that took over most of the practical training of the male vaccinators. MOPH was never
officially consulted about this, in order to avoid negative reactions against PMD or the women.

Practical sessions of the RHA training were performed in the actual work setting, by
accompanying senior vaccinators who had, more or less successfully, tackled the problem in the
field.

E. Procurement

The lead time for off-shore orde~ng proved more than once poorly compatible with seasonal
"windows" to shift supplies to the North, West and Center. Delay of six weeks in arrival of
equipment, scheduled to be shipped autumn to these areas, delayed implemen~tion of planned
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activities for a year (Le. in 199). The fact that the same equipment was being used by all
implementers permitted the people in the field to exchange equipment to a certain degree when
necessary.

F. Transport of Vaccines

Very little vaccine was lost during transport from Peshawar to the VSF. The transport was
organized by the RHA, either belonging to the faction in control of the area, or to a faction
having enough clout to negotiate safe passag~ of the vaccine. Transport was negotiated with
private companies, and commitment for reimbursement of "lost" goods was obtained before
transportation. Half of the cost was paid in advance, the other half was only disbursed after
receipt of proof of handing over the vaccines at the destination.

G. Reluctance Towards Fixed Point Immunization

Fear of losing control over personnel, fear for the safety of vaccine and equipment, initially little
interest of clinic personnel to be'involved in -EPI without additional benefits all contributed to
this, reluctance.. Evacuation of expatriate personnel due to the Gulf War, the "ban" on cross
border activities and political turmoil drew away attention of the players involved from this
topic.

i
H. Divergent EPI Target Ages.

Once the target group for children was set on all under fives, for the reasons mentioned in
3.7.2.1., it proved very difficult to move back to the worldwide target group of under ones.
One argument to resist this shift back to the global target group, was that measles was epidemic
in Afghanistan, touching many remote regions every other year Of every three or four years and
that consequently a lot of children tended to get measles after th~ age of 1.
The arguments of the AHSSP, UNICEF and WHO consultants,that still the younger children
are most threatened by severe complications of the childhood di$eases and that the global EPI
policies were developed, based on experiences in countries as difficult to operate in as
Afghanistan were criticized as "politically suspect". The findings of K. Cita in Nuristan, a
comparable remote area in Afghanistan were conveniently considered irrelevant. She shows that
86% of the measles cases were 2 years of age or older, but case fatality drops from 36% for the
under 2 years of age to 19% for the children between 2 and five, and 6% for the children older
than 5 years of age 9.

Another argument to vaccinate older children was the pressure exerted by the local population
on the vaccinator to do so. The counter argument that it was up to the vaccinators to convince
local populations of the importance to focus on lower age groups was judged as 'lack of
knowledge of Afghanistan' and 'lack of respect for the position of the Afghan vaccinator'.
While it is always recommendable to incalculated the attitude of the local community into the
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* detailed documentation should be given why the deviation was deemed necessary;
* key' indicators should be identified to urge reassessment of the factors the urged the

exception; and
* an explicit time table should be set. up to re-assess the factors that influenced the

decision for exception.

A. Although deviation from woridwide ~eeOrrtmended general health policies may be possible
on exceptionable basis, following precautions should be taken:

I . .
1

I,

5. LESSONS LEARNED

The argument was only settled when the main donors urged to cut back target groups to the
smallest ones because of lack of funding.

action plans, one puts the cart before the donkey if one lets popular believes dictate technical
policy.

B. Choosing appropriate indicators to follow program progres~ from the beginning is very
important. The indicators chosen by the AHSSP to follow the EPIr progress may be challenged,
but they have provided a tool to assess progress over time. In th~ envitomnent of the AHSSP
they also provided technical arguments for certain policy decisions, challenged as "political" by
some. Recognizing the problems for reporting early on and gOOd communication about the
chosen indicators, prevented misunderstandings between U.S.A. I.b., AHSSP and counterparts.

C. Direct and rather uncensored interaction between PMD and the VSF personnel and their
technical counterparts in MSH together with a relative big degree of autonomy of the same in
operational decisions, including handling of program funds, ce(tainly helped to keep up the
momentum of the BPI component, despite periods of national and international turmoil.

D. The choice of BPI as first intervention focusing on children and women in the specific
. environment seems a good one. The available implementation strategies allow for different

degrees of vertical versus horizontal intervention, both in time and in place.
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PROCUREME~~ SUPPLIES MANAGEMENT

1. INTRODUCTION

Procurement activities during the ~early eight years of the Afghanistan Health Sector Support
Project (AHSSP), varied considerably in terms. of range of prqducts procured, volume of
purchases, medical logistics training, and degree of sophistication in using procurement systems
and procedures. Hence, it would be useful to describe procurement activities in terms of three
separate development stages, as outlined below.

Initial Stage: At the inception of the Project in 1986, attention was mainly focused on providing
relief to the war wounded mujahideen. During this initial period, about 50 drugs and a small
range of medical supplies were procured to cater to Ule needs of a few Basic Health Workers
(BHWs) and clinics set up for providing Health Services. Medical kits used by MSH at this
time was greatly influenced by what the Swedish Committee for Afghanistan (SCA) was using
for their health delivery systems in Afghanistan. At this time, procurement activities were
han~lled as a part of Field Operations. "

The Second Stage or Rapid Expansion: With ,the rapid expansion of health services and
training of BHW'S, dai's and doctors, the need for using new types of kits increased very
significantly. Hence, the volume and range of medical supplies needed for assembling a wider
range of medical kits also increased; substantially. This in tum, placed a very heavy work load
on procurement activities, demanding the use of advahced systems for planning and controlling
inventories., .' I;i ." ~ . '. I; ; ': '.'.i, .:.;.'... ' :.'.ir., . ,..;..... i,i,

.li',il:lllll.I,',.',I'•. ·. '}"'." ;.'.; ..: i.,. ·,.i•..c.· ,'. ,i. ''''''j; ",11';,.,.:.1"J"'I II r, ':1' , . I , " ."'·1'1."i.i!I!'.'.,ii'i".·

~d~S;:::'~~=:~~~~n \, ~fti"
providing procurem~t" services, ~~I,Jj~~dl~::eXp#dinkll~~~~~~"",,; .~ .. Jverv'sy~~riii'li'
This unit consisted ofa'~o(four;IJlersonsti~eaby~~expatriat!' ;'i;lm~"~tgd*~r:i;}j~fli
assisted by a' senior Pakistani pharmacist.

It was soon becoming evident that current procurement systems ~d procedures were rather
inadequate in supporting a rapidly expanding health system. Hence; much time and effort were
directed towards designing and implementing appropriate information systems to support
procurement needs for drugs, medical supplies, equipment and general supplies. In addition to
designing new systems,. much time was spent on training and developing procurement staff in
using of new computerized systems.

;
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Through regular audits for Good Manufacturing Practices (GMP) and Good Laboratory
Practices (GLP), prequalify drug manufacturers for ensuring drug quality.

good storekeeping procedures, minimize waste; pilferage, losses and drug

Maintain appropriate Management Information Systems for procurement, inventory
control, warehousing and kit management.

Procure from suitable suppliers, a broad' range .of supplies needed by different
departments of the Project, at the .best possible prices, according to required
specifications and quality, and within the standard lead time period of 3 months set for

. local procurement.

*

i
Final Stage()C Phase Down: The growth period in procurement activities which began around
1989 continued until around 1992. However after 1992, volume of purchases started to decline
heavily for many reasons. As there was some doubt about the level of future donor support for
Afghanistan, it was decided to reduce operating costs, through Combined Procurement, kit
standardizatiqn and rationalizati9n. Through such cost reduction efforts, substantial savings were
achievf.(i in ,terms of reducing cost ofsupplies.c- . . .. i i

I .

The three periods described abqve is best portrayed in Figure VII - 1, showing the weight of
medical kits shipped to Afghanistan in metric tons over the entire life of the Project. The
relatively high level of shipments towards the end of the Project in 1993 and 1994, reflect large
shipments of bonus BHWand clinic kits issued in order to empty the Warehouse.

The main objective in operating the medical supply system was to maintain efficient systems for
procuring, warehousing and issuing drugs, equipment, medical and general supplies required by
MSH, and other U.S.A.LD. specified external organizations under Combined Procurement, for
supporting Afghan cross-border health delivery systems. In achieving this broad objective, the
MSH Procurement Department adpered to the following set of key sub-objectives.

*

2. OBJECTIVES

*

*

:Even though this was a period of relatively low purchases, it was rather a difficult time, not
,knowing exactly how best to respond to procurement needs at a time when the Project's future
was in doubt. Finally, the decision to completely close down the Project in April 1994 without
a follow up, compelled procurement and warehouse staff to empty the Warehouse at short
notice. This certainly placed a heavy work load on the Warehouse, which was already operating
with a limited staff in line with the planned phase down.
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· i, Figure VII· 1
Shipment of Medical Supplies
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'i,· .3. ACCOMPLISHMENTS AND OUfPUTS

Much has been accomplished in areas of procurement, inventory control and warehousing over
. the life of,the Project. Some of these major achievements, prob,lems encountered, and lessons
. learned are described in, the following sections. .

i. Ease of transport and handling.

ii. Less breakigeS~~ Mtislt~ u\. VI J"~ ..~. ~. .,'
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• Assist in setting up drug depots inside Afghanistan and train workers in operation of
medical logistics systems.

From the very inception of the Project, supplies have been issued in the form of kits, and this
practice has' continued ever since. A kit system is basically supply driven ( push system) as
apposed to demand driven (pull system). It continued to be used for supplying medical supplies
until the end of the Project, as it offered the following advantages.

. , .

Operate an e~fi~ien,.~ kit assembly program at MSH Warehquseto m~t kit needs of MSH,
and those" of MCI and IMC under the common kit system. '

I

A.. Use or A Kit System

-, . A ~lose parallel could be drawn between military logistics and m~icallogistics. In fact, many
modem techniques could be traced back to methods that were discovered by the military many

,' x,:;.yearsago",Some of.th~ old ~hniq~~}!~J;ld some new, have been used inproviding cross-
U~·;:· F~\~i",;':l",border logi~ti~ •. support •. to Afghanistan .1;Jased in Peshawar. .

';;r " ",:,i:;l'!~'·"'i:,. ::1+'1,,' . I, i. 1 ,!.. I
·;t·'ConsideiiJi'ftheson1e~hatunusualna.tUie, of this cross-border prQgram, the need for developing

},h,and maintal.ningefficient.logistf~s sys~Jps w~rewell recognized Ifrom the very inception of the
;. ·,.·.Project-Logistics support constitu~ 'aselies of related activities mat are critical for maintaining

an efficient health delivery system in Afghanistan.. ' These 'r~,nctions basi~ly consists of
:"procurement, warehousing, kit assembly and distribution, and aCcounted for over 40% of the
program budget. Further,th*acti,viti~ have a significant impact on availability of medical

'supplies in Afghanistan and their therapeutic benefits.
. '::.~. ',:...,i.~.·.:.·.,·.,: " -" '- ; : :' : "'_ - . ; , " i • ' .: I , ;

; " 'iL," , ,,'

'"rMovini"drh~sand mediciU supplies ffompteMSH Central Warehouse in Peshawar to over 1500
.'~ic'Health Workers and 180 health facilities spread allover Afghanistan across a 2000 km

border with Pakistan was no easy task." There were many options for distributing medical
supplies, but it was important to select a method that would be conducive to harsh conditions
prevailing in Afghanistan, and still achieve program objectives.
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habits and lbgistics operations within':;',Inability to
, Afghanistan.

Lack of trained and experienced personnel inside Afghanistan for ordering
medical supplies and managing drug depots.

v. Less likelihOod of pilferage.

vi. Ease of accountability.

VII. Limited access to Afghanistan due to severe weather conditions during winter.

viii. Lack of proper storage facilities within Afghanistan.

IX. Last but not least, kits offered the quickest way of moving large quantities of
medical supplies under difficult conditions.

At the time of Project termination in 1994, about 25 standard kits were employed. For a
complete set of these standard kits showing kit contents, refer to Appendix VII - 1

For most kits supplied to BHWS and facilities, an initial kit was p.fovided for the very first
issue. Thereafter, resupply kits were provided once in every six or 12 months. The initial and
resupply kits are basically similar, except that the initial kit contained certain additional durable

. items which were required only when a new health facility was created, or when a BHW started
his practice. All kit contents were determined by the Medical Advisor, and were revised
frequently to reflect changing needs of the program. Standard kits that were utilized at the close
of Project were as follows.

Basic Health Worker Kits

Basic .Health Worker D Carton
Basic Health Worker DI-Carton
Basic Health Worker Field Kit (Initial)
Basic Health Worker Equipment Kit (Initial)

j "I

A basic health worker resupply Kit consists of one Dl Carton and.five D Cartons, and is the
presumptive needs for a period of six months. .

Clinic: K.its
,I,;:'";

Clinic Initial Kit
Clinic Resupply Kit

....: ...
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Big Hospital Kits

B. Kit Plus For Kit Management

In line with the policy of developing MCH activities in Afghanistan, from 1990, the following
MCH kits were also added to the range of standard kits. .

Big Hospital Initial Kit
Big Hospital Resupply Kit

MCHKits

Abdominal Initial and Resupply Kits.
Emergency Kits !
Amputation Initial and Resupply Kits
Dental Initial· and Resupply Kits
Laboratory Initial and Resupply kits.
Xray Initial and Resupply kits.

With the growth Qf health services and training, certain health facilities were upgraded to
provide special services requiring use of special kits. Hence, the program began issuing a
series of special kits to meet these demands. These include:

.':"ji.:e:}',;!'!;,:,;
Small HQSpit8.1 Kits'

Small Hospital Initial Kit,
Small· Hospital Resupply Kit' .

Special Kits

!
Maintaining an efficient kit system for supplying medical supplies is not merelyacase of putting
products in card board boxes and shipping them to Afghanistan. While proper systems and
procedures were essential for the. physical handling of kits, there was also a need for good
information.. As suitable computer pac~ges for kit management were not commercially

"1" ',',1-,,:.' ,.',1,.

Dai Kits
Special Midwifery Kit ,
MCH Initial and Resupply kits
Voluntary Health Sister Kits
Community Health Visitor Kits

. , '.

BHW, clinic initial and clinic resupply kits accounted for the major' cost of all standard kits
shipped to Afghanistan. Figure VII - 2 .and -Figure VII - 3 illustrate the number of BHW, and
clinic initial and clinic resupply kits issued each year during life of the Project.

~ ; ,"'~ .:i .' ~ :; ;. ,i ; . ; J



Figure VII - 2

'BHW Kits
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IV.

·Clvailable, it was decided to develop a special purpose package for this purpose, In 1989, such
a comprehensive user friendly menu driven package called "Kit Plus" was developed in dBase.
Kit Plus has many useful features making it ideal for kit management. Some of these included:

I. Ability to create new kits,delete, and add individual items to kits, modify kit contents
such as product names, codes, specifications, prices and kit quantities etc.

Fqrecast kit requirements,b~'6flinformation provided by field operations, and order
gen~ration. '! l': I

.Value kits u~i~g 'multiple,currencies, and phriting :kit iist~l.

Monitoring outstandirig '" ~rders, up to the time of reekiving supplies at the MSH
.Warehouse, and many other useful features. ' "

Developil11fand mail1taining a cros~~border logistic system based in Peshawar for a country like
Afghanistan requires good management. Having to deal with a variety of constraints such as
harsh climatic conditions, a war tom country, poor transport ,and communication facilities
necessitated the need for· good planning and use of appropriate logistics systems. A wealth of
experience has been acquired over the last few years in developing and maintaining logistic
systems, and some of these are described below.

c. What was Procured

At the beginning of the program in 1987; purchases were mainly restricted to a few essential
drugs that were issued to BHWS and clinics. With program expansion and training of health
workers, both the number of kits and the range of individual items procured increased
considerably. At th~ time of closing the Project, about 25 different types of initial and resupply
kits were in use, utilizing nearly 600 individual stock items for their assembly.

A complete list of drugs, medical supplies, and equipment procured for assembling standard kits
are listed under Appendix VII - 2. In addition to these medical supplies, the Procurement
Department also procured all otJter supplies required by the Project for maintaining health
services inside Afghanistan, MSH and RHA liaison offices in Peshawar.

These included:

Office equipment: computers, printers, typewriters, stationery, airconditioners,
photocopiers, and generators.

Vehicles: bicycles, motorcycles, and pickup trucks.

Training equipment: overhead projectors, slide projectors, and printing equipment.

.. EPI equipment: refrigerators, freezers, cold .boxes, and other EPI equipment.
. _.-' .- I. ,
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Figure VII ,~' 4 illustrates the value of annual purchases of medical supplies.

<i
D. Use'o{a ,Procurement Agent

Cost of medical supplies would be significantly increased, if purchases were made from
U.S. based suppliers.

Use open tenders by accepting offers from suppliers on a worldwide basis.

Purchase majority of drugs and medical supplies from reputed' manufacturers and
, distributors in Pakistan, and only import those items \Yhich are difficult to procure
. locally. ,.~ " . '. . I. .

Would need to deal with longer procurement lead times, making inventory control and
procurement that much more difficult. .

Strictly follow the "Buy America Policy" and import all drugs and medical supplies
needed by the program from the US.

.!,r . , , ' ' ',' :, . : ~

MSH Procurement Office was not involved in all aspects of procurement, but only determined,
"what", "when" "how much" of each item was to be purchased and in the selection of suppliers.
Other routine procurement functions, such as identification of suppliers, inviting bids, receiving
quotations and making supplier payments were undertaken first by AMEO until 1989, and
thereafter by Ronco Consulting Corporation based in Islamabad. These procurement agents were
appointed by U.S.A.LD. for undertaking procurement for all U.S.A.LD. funded projects.

E. Selecting Suppliers

Initially, MSH expressed it's desire to undertake all aspects of procurement. Considering the
specialized nature of drug procurement,' MSH's worldwide experience in drug supply
management, and specialized software for drug procurement, it would have been best for MSH
to have undertaken all aspects of procurement. However, U.S.A.I.D. assigned this task to a
procurement agent having experience with U.S.A.I.D. procurement procedures. Even though
it would have been·best for MSH to have undertaken all aspects of procurement, the system of
procuring through Ronco worked out quite satisfactorily.

Selection of suitable sources for medical supplies was important, as it had a big impact on price,
quality and delivery. There were many pOtential sources for procuring drugs and other supplies
needed by the program, as listed below.

The initial reaction was to follow the "Buy America" policy. However, it was soon realized that
such an approach would give rise to the following problems.

. .r~ ..



* Standardization of drugs would be more difficult among NGDs participating in the
Afghan health delivery effort.

i
I

For above'reasons, the-need for procuring from U.S. was drop~ and a ~aiver was obtained
against the "Buy America" Policy. Later each of the above mentioned procurement options were
considered for price, quality and delivery. A decision was made to follow a policy of procuring
drugs and other medical supplies from sources in Pakistan provided they adequately met desired
quality standards. Only those items which were not readily available in Pakistan were imported.
This policy coupled with a strict quality assurance program has worked well, thus reducing the
cost, of purchases and supply lead times to around three months..

F. Quality Assurance

When the Project was spending over three million dollars annually on purchases, most of it on
drugs, it was important to obtain value for money. This was particularly so for drugs, where
quality and prices varied so much.

The pharmaceutical industry in Pakistan has developed quite rapidly over the last decade. The
· industry consists of units ranging from small scale manufacturers to big multinationals. Use of
· manufacturing and quality control techniques varied quite considerably from one unit to another,
and so did prices. For certain drugs, the difference in costs was as much as 10 times, as in the
case of Multivitamin Compound.. Hence identifying manufacturers producing good quality drugs
at reasonable prices was one ofthe biggestchallenges facing the ,Procurement Department

I

In line with U.S.A.I.D. 's policy ofallowing local procurement ofdrugs, provided they met good
· quality standards, made it very important for MSH to follow strict quality assurance practices.
Hence, as part of it's quality assurance program, MSH employed a system for prequalifying
drug suppliers. Under this program, potential drug manufactures were subjected to Good
Manufacturing Practice (GMP) and Good Laboratory Practice (GLP) audits on a regular basis.
These audits on currently prequalified manufacturers and new suppliers, were carried out by
experienced anet a well recognized expatriate Industrial Pharmacists. Each manufacturer was
prequalified to supply different types of pharmaceuticals such as, injectables, capsules and
tablets, antibiotics and creams etc. At the time of closing the Project, there were about 45
prequalified manufacturers, consisting of an equal proportion of multinationals and local
companies. Each prequalified manufacturer was audited once in two years. All drug purchases
through Ronco were subjected to this process of prequalification as part of the quality assurance
procedure.

G. Forecasting & Inventory Control

Forecasting kit requirements and inventory control are two related functions which need to be
undertaken carefully, as it affects both availability and cost of operating the logistic system.
Forecasting demand for anything is usually difficult, and forecasting requirements of medical
supplies for Afghanistan poses ispecial problems. It is not possible to use conventional
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forecasting techniques based on morbidity or past usage patters. ,Basically the demand depends
on the resupply interval set for a particular facility or a BHW, and it's last resupply date.
However, resupply times do not usually coincide with expected values of three, six and 12
months, due to a variety of reasons. Drop outs, cancellations, deaths, war, and lateness in
picking up supplies due to unfavorable weather conditions and other reasons make a considerable
difference between expected resupply intervals and. what is actually achieved. This had a major
impact on procurement practices, storage requirements and buffer stock levels.

As ameans of improving forecaSts, an attempt was made to study the variance between actual
average resupply intervalachieved in practice, and scheduled resupply interval established for
each category of health workers and facilities. This helped in setting average lateness factors
for each category of BHWs and facilities, rather than assume a global lateness factor for all
categories. By incorporating individual lateness factors in making forecasts, as apposed to using
a global lateness factor, the accuracy of forecasting kit needs significantly improved.

Due to the large number of kits, different resupply intervals, types of facilities and the number
of individual usersex~ing 1600, use of manual methods for forecasting would have been
extremely tedious.Hen~, a menu driven computer package called "Forecast" was specially
.developed in dBaseto perform this important repetitive task for forecasting kit requirements.

. . !

Forecasts serve as inputs to the inventory control system, which basically helps in determining,
"what needs to be ordered", "when to order", and "how much ~o order". Many commercial
inventory control packages were available, but it was not possible to identify one which could
cater to the special needs of the program. Various systems have been used from the inception
of the program and have been continuously modified and improved. Over the last four years,
a system of quarterly ordering was in use, where orders were placed four times a year, during
January, April, July and October each year. Since orders have to be placed for individual items
and not kits, it first became necessary to convert kit requirements to individual product
requirements. Since a particular product could be in multiple kits, this complex task of
estimating aggregate needs ofeach item was accomplished through a spread sheet program. This
exercise provided each item in inventory, with an aggregate requirement over a given planning
period.

Once aggregate kit requirements were identified, this information was fed to yet another spread
sheet, which actually determined the quantity of each item that needs to be ordered for the
planning period. This program took into account factors such as, current stock in hand and on
order, Level of Buffer Stocks etc., in making- out an order to be placed with Ronco.

It is important to mention that conventional inventory control techniques would not have been
effective for conditions prevailing in Afghanistan due to the complex ordering system and large
variations in demand patters during a given year.

i
Important steps undertaken for initiating quarterly orders are summarized below.
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H. Warehousing

Receive all items procured through Ronco and on local purchase.

Issue individ~al items from the Bulk Store to the Assembly Shop, for preparing kits.

Issue completed kits to individual parties on instructions received from MSH Field
Operations.

Store individual items in a Bulk Store.

Transfer assembled kits to the Kit Store.

'"

'"

'"

'"

iv. Order approved by U.S.A.LD. and forwarded to Ronco for action.

I "

iii. Identify which items need reordering and their order quantities using Lotus program
"MULTI". .

1. Employ "Forecast" dBase program on a quarterly basis for forecasting kit requirements
over the planning period on a monthly basis.

'"

11. Convert kit requirements to individual item requirements using "KITCON" lotus
program.

The key operations involved in warehousing are as follows.

Introduction: The MSH Central Warehouse in Peshawar has grown from a small unit
consisting ofa few small rooms to a large warehouse with over 28,000 square feet. At the peak
of it's operation, it had a staff of over 60. This staff consisted of mostly Afghans and was
managed by a former Pakistan Air Force Group Captain with many years experience in stores
management. An organization chart of the Warehouse is illustrated in Appendix VI - 3.

Receiving and Storage: At the point of receiving, all products are checked for conformity with
supply contracts established by Ronco, the MSH procurement agent based in Islamabad. This
vital function was carried out by an Afghan pharmacist in charge of the receiving section.
Experience showed that maintaining strict product acceptance policies had paid off well, as it
has greatly reduced the incidence of receiving poor qUality products.

Over the years, many improvements have been carried out on storekeeping procedures. The
Warehouse practiced many good storekeeping methods such as, locating items in alphabetical
order for easy identification, use of First in First Out for issues for minimizing risk of drug
expiry, continuous stock checks, and use of bin cards etc.



Kit Assembly Shop: The Assembly Shop is the hub of activity where individual items are
~"' assembled into cartons to form kits. This is a very labor intensive operation that involves

repackaging drugs from large packs provided by suppliers to small poly bags containing a few
hundred tablets or capsules. Hence, this operation needs to be undertaken carefully and under
hygienic conditions. For this purpose, drugs such as tablets, capsules and injections are counted

.manually,placed in poly bags and heat sealed to protect contents. The task of sealing poly bags
pas to bed(;>ne carefully to ensure that they are well sealed to stan~ extreme climatic conditions
in Afghanistan. . .

Repackaging· of drugs is an important step where much of the advantages derived from good
procurement practices could be easy lost through poor repackaging and handling. Poly bag seals
are frequently examined visually for good seals. This may not be the best test, but the failure
to locate a suitable seal testing method has not left any other options.

Over the last few years, the packers at the MSH Warehouse have developed the operation of
packing cartons into quite an art. This process has adapted many assembly line techniques to
increase productivity. Further, special packing t~hniqueswere utilized for minimizing breakage
and spoilage of kit contents, while in transit to far off destinations in Afghanistan. These
include, ensuring that breakable and crushable items are put in the middle of cartons where
possible and cushioned by soft items such as bandages and gauze pads etc. Further all cartons
are enclosed by polyethylene covers to make them water proof. In addition, all kits were
marked on the outside, with a kit code for easy identification. Date of assembly was also marked
on the outside of kits, so that users could employ kits with earlier dates first as a means of
minimizing drug expiry. These techniques made it possible to reduce incidence of breakages,
spoilage, mix ups, and expiry quite considera~ly.

Inventory Records & Computerized Inventory Control: No warehouse operation is complete
without adequate records on management information and systems required for purposes of
accountability. From the inception of the Project, information on inventory transactions such
as issues, receipts and stock balances have been recorded for individual items and kits using a
manual system using a set of stock cards. This pra~tice continued until the end of the Project,
but in 1990 a" Computerized inventory control system was introduced for bulk and kit store
operations. Since it was not possible to select a suitable inventory control package for
controlling drug inventories, a special menu driven inventory control package called "Drug
Inventory Control Package" (DICP) was developed in dBase.

DICP proved to be a valuable tool for exercising tight control over inventories, providing
information for MSH management and U.S.A.LD., and responding to many emergency
situations in Afghanistan. DICP has generated a variety of useful information for managing the
Project that was not available before using manual systems. These include, information on

I

different batches of a given drug such as expiry dates, batch quantities and suppliers, year to
date and month to date" information on receipts and issues, and quantities on order and back
orders.
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The computer operator was initially given intense training on the use of this package. This
contributed much towards the maintenance of.a trouble free and upto date Computerized system
right up to the end· of the Project.

I. Combined Procurement

In early 1991, U.S.A.I.O. requ~sted MSH to undertake a price comparison study on a sample
of high value drugs commonly 'procured by MSij and two other U.S.A.I.O. funded NGOs,
namely International Medical Corps (IMC) based in Peshawar, and Mercy Corps International
(MCI) based in Quetta. This study revealed that prices paid by MSH for many of these comnion
drugs were lower than prices paid by the two above mentioned NGOs. Further, MSH drug
prices were for purchases from manufacturers prequalified for GMP and GLP. On the basis of
this analysis, U.S.A.I.O., requested MSH to initiate a system of Combined Procurement with
twin objectives of reducing procurement costs,and extending the benefits of procuring quality
drugs through a system of prequalification to IMC and MCI.

Initially, the list of drugs coming under Combined Procurement was restricted to a short list of
only 10 class II A" drugs (drugs with high dollar usage value). The merits of using this system
was quickly apparerit, and U.S.A.J.O. extended the system to cover all drugs and later to include
medical supplies as well.

Under Combined Procurement, IMC and MCI raised their own procurement requests to fit in
to MSH's quarterly procurement cycle. When placing quarterly orders with Ronco, an aggregate
order was prepared showing separate needs of MSH, MCI and IMC. The supplies however,
where shipped directly to IMC and MCI to· minimize handling and shipment delays. In this
Combined Procurement process, MSH's Procurement Department played a vital role
coordinating operations between MCI, IMC, Ronco and U.S.A.I.D ..

Under this Combined Procurement system, MSH raised orders for drugs and medical supplies
worth $ 357,716 and $ 446,519 for MCI and IMC respectively.

J. . Common Kit System
,', ". ' .', o,'! .J'. ".

In 1992, the Combined PrOCurement system was replaced bya Common Kit system at the
request ofU.S.A.J.O.. The main reason for introducing the Common Kits system was to ensure
that majorU.S.A.I:D. funded health projects maintain common kits in providing health delivery
to Afghanistan. The other reasons for it's introduction were to minimize transport delays, and
communication problems experienced in dealing with MCI Quetta.

• I

Under the Common Kit system, both MCI and IMC placed orders for ready kits with MSH
Procurement instead of placing orders for a large number of iridividual items. When placing
quarterly procurement requests with Ronco, needs of MCI and IMC were also considered. On
receipt of supplies at the MSH Warehouse, kits forMCI and IMC were assembled separately,
.and transported by truck and train directly to IMC and MCI. The Common Kit system
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continued until 1993, and kits to the value of $ 49,363 and $109,451 were assembled and
distributed to IMC and MCI respectively.

K. . Kit Standardization and Rationalization

By 1992, there was considerable doubt as to whether it would be possible to maintain the current
level of donor support in future. Hence, cost containment was identified as the first step towards
sustainability. Considering the fact that over 45 % of the program budget accounted for supplies,
and most of it for drugs, it was rather obvious that any cost reduction efforts should focus on
supplies.

With this in view, co~tenci of all' MSH standardkits were criticallY reviewed, jointly by MSH,
U.S.A.I.D., MCI and IMC. The objective was to explore ways of reducing kit costs by
balancing therapeutic benefits and cost of supplies. Under this kit rationalization and
standardization exercise, many items were completely deleted, number of the item included in
kits reduced, items substituted by other cheaper products, and in some instances new items added
to kits. In doing so, systematic cost reduction techniques of ABC and VEN Classification
Systems were used effectively for maintaining a good balance between therapeutic benefits and
costs. This was expected to lead to maximization of scarce resources and make sustainability
plans more· realistic. .

The extent of cost reduction achieved with respect to commonly used kits were as follows.

Kit

D Carton
Dl Carton
Clinic Initial
Clinic Resupply
Dental Initial
Dental Resupply
Dai Kits

L. Afghan Drug Depots

% Cost reduction

31 %
37%
43%
48%
49%
63%
21 %

At the beginning of the Project, kits were issued dir~tly from the MSH Warehouse in Peshawar
to BHWS and all other facilities such as clinics and hospitals. However, in 1990, a decision was
made by Field Operations to set up drug 10 depots inside Afghanistan managed by the four RHA
health committees. Once kits were received by a particular depot, they were expected to be
issued to all BHWS and facilities served by a depot. This system of preposting kits,
significantly reduced the work load relating to issues at MSH Warehouse and also minimizing
kit transportation costs to Afghanistan through bulk delivery.
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Basic class room training in general manag~ment, and supplies management.

Providing hands on expe~ence at the~SH Warehouse in Peshawar.

Identifying weatmesses of current logistics systems, 'opportunities for improving
performance and how financial assistance could be obtained through' the Project for
upgrading storage facilities in Afghanistan.

'"

'"

'"
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All systems are as good as those who operate them. Hence, the need for providing training in
basic general managem~nt skills and supplies management in pafticular were recognized from
the very inception of the Project. From 1990 until the end of the Project, a total of 39 persons
attached to Afghan drug depots were trained by MSH Procurement Department in Peshawar.
This training consisted of:

M. Medical Logistics Trainin&

Afghanistan did not have a functioning medical logistics system that was centrally or regionally
managed. The 10 regional drug depots, were created with the expectation that they would play
a dominant role in building centralized or regional logistics systems in future.

Names and locations of the 10 drug depots are included in Appendix VII - 4. A typical drug
depot had a small staff of about four persons headed by a storekeeper. MSH assisted these
depots by providing stock record cards needed for maintaining inventories, basic furniture, office
stationary, minor building improvements, pallets. and reimbursing depot rents. In addition MSH
provided training in medical logistics to many storekeepers attached. to these depots. An account
of such training activities is described in the next section.

!:~<:,;':'. .'. •.•. , .... '. . . ' , .
.achieVihg .fesultsdescribOO .above,th~ Procurem~nt Department and the Warehouse had to

operate. under many 'constraints, facing many challengers. Some of these are discussed below.
>c,.;;, ", •

ft.. .Management Development'
f l

'.'

. Over 1,700 ton,s of medical supplies have been delivered to Afghanistan over the life of the
Project. While this has been a major achievement, procurement and warehousing operations

. ' , '

A course schedule" of a typical supplies management course is included in Appendix VII - 5.
However, it was not practical for all personnel attached to drug depots in Afghanistan to attend

.supplies management training courses conducted in Peshawar. Hence, a training of trainers
,,'Workshop was ~nducted in Peshawar in 1991. The 18 persons who attended this course were
'expectedt~l,train theircol,leagues atta~~ to drug depots in supplies management.

........
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, havealsoprovidedi great opportunitY for Afgh~ staff to hnpiove their management skills.
,Perhaps this is an invisible benefitth~tis,ratherdifficult to quantify, but yet very significant.
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Afghans,attached to' drug depots' in, Afghanistall needed logistics, and management training for
operating their current systems based on kits, and also for facing even greater challengers in the
future. The type of training discussed earlier was undertaken with this in view. However, in

, conducting such training, many, problems and constraints were faced. An account of these are
,;"givell belo\\,~ u; :;,; ,
.,,', " ,", ':' .. I'~,;;r,:·1 ' ,::!;j:-:, 'iT.:

, In AfghcUtistm, logisticsissu~ are usually misunderstood, and given very low priority within
the health delivery system as .~' whole. Problems, of war, politics, poor salaries, job insecurity
and for other reasons, drug depots have not always been able to attract and maintain the best
personnel.

While undertaking training, constraints were many, as explained below:

1. Majority of participants were very keen on learning, but were rather slow in absorbing
new concepts. Many had either lost touch with basic language and math skills on
account of the war, or have not had sufficient schooling at all. This problem necessitated
the use of appropriate, but time consuming teaching methods employing, practical
examples familiar to participants for conveying key messages. This procedure severely
slowed down the learning process.

ii. Many participants did not: consider their attachment to drug depots as being permanent,
enabling them to follow a career in logistics. Perhaps, this factor further limited their
incentive for self development.

On the whole, logistics training perhaps only tickled the desire for learning, and hence it is
doubtful whether it had the desired impact. Hence, it appears that the following conditions
would be important prerequisites for undertaking any results oriented logistics training in future.

1. Selection of participants with suitable language and numerical skills for receiving
training. ,

ii.
'. ','j " ' ,II, I •• ' "" ,

Logistics training isa practical subject. While theory is important, d~veloping necessary
practical skills for designing, implementing and managing a supply system is vital. For
this, it would be necessary for expatriate staff to visit Afghanistan frequently for long
periods, and work closely with logistics personnel. Thi~ was not possible under this
Project, and was the main reason for not been able to develop systems much beyond the
use of a simple kit system.

B. :Lack of Competent Logistics ManagerS
It i~ not Very clear whatwould replace the logistics systems developed and introduced by MSH
over the last several years. 'When peace returns 'to Afghanistan some day, One of the most
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:~inp<;rianr~JIlPonentsofde"ei~ping'a health system would be to build appropriate medical
.logistics sy~tems. At this time, identifying suitable persons who could assume leadership roles
,for key positions would· become vital. Examples are many, where poor leadership has had
, disastrous impacts on programs and created much frustration among managers, workers and
patients alike. . '

Experienced Afghan managers are rare in Afghanistan, and in Pakistan. Qualified and
experienced Afghans currently working abroad are unlikely to return home soon. Hence, leaders
would most probably have to emerge from those Who were attached to the MSH Project in
Peshawar, MSH field staff in Afghanistan, those attached to other Peshawar based development
projects and from those attached to the Afghan Ministry of Public Health. Even from this
group, it is not very sure as to how many would be available for work in Afghanistan if and
when their services are required in future.

In the area 'of logistic support, the three key Positions, namely Warehou,se Manager, Chief
Pharmacist and Computer Operator responsible for generating orders and inventory control were
occupied by Pakistanis. These persons are most unlikely to work in Afghanistan. The Ministry'
of Public Health too has shown very little interest in acquiring logistic' management skills.

Further, many key decisions regarding logistics and related issues were taken by expatriate
staff. This, and use of the kit system, severely restricted decision making powers of Afghan
logistics personnel.

Sooner or later, Afghans would need to assume leadership roles and make key decisions, with
or without the help of expatriate staff. Since results could only be achieved through people,
developing people and upgrading logistics operations to reflect their true value, would need to
be high on the list of priorities of any future health development project.

While the kit system served the Project well, like most systems it had it's wealatesses. Due to
regional variations in disease patterns and prescribing habits, certain drugs were some times in
short supply, while others piled up due to lower usage at certain'user units. This would have
contributed to waste and had a negative impact on patient care. Program managers were aware
of this situation, but had few options, except'changing over to ,~' demand driven sys,tem. The
feasibility of changing over to a demand driven system was frequently considered, but had' to
be abandoned due to problems of,' se~tin& up and operating' suitable drug depots inside
Afghanistan, uncertainty regarding future donot~Qpi)(>rt, problems of providing proper training,
and last but not least the inability to guide and supervise the introduction of new management
systems i~Afghanistan. ' " !

D. Post Purchase Drug Testing
.hi. system for pr~~a1ifiyil)~~drug manufacturers is only one S~ff;"gu~d'0S,',jinstNY"ri-r~_Et~,.~;.

addition t() this,chccjt;'l;~~WOl\ld hJvc ~':'e~l) best l6{'~V~~il.~i.';1~":':.l post [Jun:hase ,hug tdstil1g:
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..This should have been especially important for high value items and those drugs likely to pose
. health hazards on account of poor quality. Many attempts were made for identifying suitable

drug testing laboratories within and outside Pakistan. Unfortunately, due to lack of suitable
laboratory facilities within Pakistan, problems of high cost, ari<{ delays in testing drugs abroad,
it was not possible to implement thisjmportant step in quality assurance.

.Another way of obtaining useful information regarding quality ~as to obtain feed back on drug
.... efficacy from prescribers and patient~. Eyen though it was not possible for expatriates to visit
, health facilities in Afghanistan, some feed back on drugs was regularly obtained through

monitors visiting BHWS and health facilities. Further, information on drugs was regularly
received while conducting many refresher courses for doctors, BHWs and others. The feed back
received so far regarding the effectiveness of drugs has been generally positive, without any
major complaints. .

E. The Future

Even if peace returns to Afghanistan relatively quickly, it is highly unlikely that Afghanistan
would be able to build a strong economy in the near future. As a result, it would be extremely
difficult for the MOPH or RHAs to support baSIC health services without significant donor
assistance. Hence, Afghanistan will have to continue to rely heavily on donors, as has been the
case for over the last 10 years or more. However, what is not very clear at present is whether
other major donors are willing to fill the vacuum created by the withdrawal of U.S.A.I.D.'s
support for the health sector.

Even if new health projects are set up very quickly, it would certainly take time to be
implemented. Further, there may not be provision in such new projects for providing medical
supplies in large quantities for supporting BHWS and health facilities throughout Afghanistan.
Considering the heavy capital requirements (approximately 40%) for medical supplies, the
chances of receiving assistance in supplies appear to be remote. Hence, some of the most likely
scenarios for BHWS, and health facilities for obtaining future medical supplies are as follows.

*

*

Certain health facilities and BHWs may continue to function by charging fees for service
or through sale of drugs, o~ both. The last batch of medical kits provided by MSH could
be employed as seed capital for setting up revolving drug funds. However, much would
depend on the ability to manage simple revolving drug funds, and also on patients ability
and willingness to pay for drugs and medical services. As seen from past experience,
such systems may not last long in most places due to a co~bination of poor management
anp ,dire economic conditions. !

There is some possibility for BHWs and facilities supported by MSH to be taken over
by other donors, and medical supplies continued to be provided. However, chances of
this happening quickly throughout Afghanistan is rather ~emote.
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IfwaspqssibJe to ()per~~theProcurement Department with the minimum of staff, while
procuring a 'very wide,J."aJlge of supplies worth several millions of dollars per year.

5. LESSONS LEARNED

: ,.; ~ '", " , ' ,- " " \' ~ "~ : ~..',', <i , ' ; I '. _ 'i! .;. - ,_.' \
, There was never an external need for software developm~nt, and support.

During the course of the Proj~t, many v~uable lessons were learned regarding different
operational' aspects of the cross-border medical logistics 'system. These would'be invaluable for
thoseat~mpting lQ de&ign future cross-border h~th delivery: projects in general, and for
Afghanistan in partiCular.' An account of major lessons learned are described below.

A.. It P~ys to Develop Tailor Made Software Packages

>Ie Without fresh supplies, it would be difficult for many facilities and BHWS to operate.
successfully for long. Most consumables would probably last another 6 to 12 months the
most, and the equipment a few years with' good usage. if successful revolving drug
funds are not in place, or new donor assistance is not forthcoming at this point in time,
many would cease to operate. With this, patients would have no choice, but to procure
their medical supplies from local pharmacies. If so, chances are that benefits of using
primary health care, rational prescribing habits and use of drugs over the last several
years may diminish very quickly.

If the above worst case scenario becomes the reality, most of the effort take" in developing
logistics systems and investment in personnel development would ~ lost. "HenCe, any attempt
inq~y~loping medical logistics systems in future, would need '19 start virtually from scratch.
This would most certainly be a very formidable challenge. '

. '-:-":,," ", ' ,'., :.,I'!I::,'", '" ._, i
The message is simple; that it pays to develop tailpr made computer systems when regularly
dealing with large amounts of information," operating under special conditions such as those
found in Afghanistan, ratherthan attempting to adapt general purpose packages.

The decisions to develop user friendly tailor made computerized systems for inventory control,
.. and kit management paid' rich dividends. These included ability to control inventories tightly

in a rapidlycha,nging environment, respond 'to sudden emergency medical needs in Afghanistan,
and catert() demanding information need~ of MSH ~d U.S.AJ.D.. The effectiveness of special
purpo~S()ft\Vare that, was develo~, ,and operator,c()mpetence '~sl demonstrated by the fact that;

.. Th~re was never ~ .maj~r br~ Q~WIl of computer systems.
. ' , "(. ',-"



B. All Systems Are As Good as Those Who Operate Them

Development of appropriate computerized and mariual systems are important, but they would
only be as good as those who operate them. This point was well recognized at the very
beginning of setting up the Procurement Department. Recruitment of suitable persons,
attractive wages, ~d a big investment in terms of training at the beginning went a long way
towards building a small, but an efficient procurement team. The fact that there was little or
no staff turnover during the life of the Procurement Department is ample testimony of job
satisfaction. The situation at the Warehouse was similar. Recruiting a former Pakistani Air
Force officer with many years of stores experience as the Warehouse Manager, went a long way
towards making the MSH Warehpuse a model for others doing similar operations. Under his"
leadership, a total of 1,718 tons of medical supplies were despatched to Afghanistan, often under
very difficult circumstances. Yet, major stockouts were very rare, while holding losses due to
drug expiry and waste to a bare minimum. The Warehouse Manager and his team of dedicated
staff achieved results through good communication, discipline, and strict adherence to established
systems.

c. Procuring From Pakistan Was a Sound Decision

The decision by U.S.A.J.D. at the beginning of the Project to permit procurement of drugs,
equipment, medical and general supplies, from Pakistan was a very sound decision. Failure to
do so would have definitely led to long and variable procurement, lead times. This would have
made it necessary to" hold inuchlarger buffer stocks in an effort 'to keep a smooth supply line
to Afghanistan. This, coupled with problems of getting supplies through to Afghanistan and
problems of forecasting demand for supplies, would have increased drug expiry, stockouts and
operating costs.

D. Kits Helped to Deliver Large Quantities of Supplies Qui~kly 'and Efficiently

At the beginning of the Project, it was decided to use kits to deliver large amounts of medical
supplies safety, economically and quickly to remote areas of Afghanistan. While the kit system
had it's own share of drawbacks, the decision to continue it's usage until the end of the Project
was a wise decision. A decision to change over to a demand driven system or any other at the
middle o( the Project most probably would have produced adverse tesults, thus severely affecting

"the health delivery system as a whole.

E. Drug Depots Encouraged Responsibility and Simplified Distribution.

Creation of drug depots using a system of preposting medical supplies in 1991 helped much
towards simplifying logistics operations through bulk kit issues, minimizing transport costs, and
providing A.fghans with an opportunity for assuming greater responsibility in managing logistics
"issues. "..
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Hence, it'shows the importance oftiiideI1along anyrationalizatio~ exercises at'the early stages
of a project rather than at the end.

H. Ronco Another Layer To The ~ocurement Process

After the introduction of Combined Procurement and Common Kit system, the next most logical
step~astostandardize'and rationalize kits. The U.S.A.LD. inidated exercise involving MSH,
MCI, and IMC in 1992 for rationalizing kits was useful. However, it appears that it was
undertaken too late. Elimination of many items from kit lists, and reduction of quantities
assigned per kit, made certain items to beCome obsolete, or slow moving. The decision for MCI
and IMC to return excess stocks to MSH, and the sudden decisiqn to;910sethe Project without
a follow up project, made many items to be highly excessive. Towards th~ end of the Project,
these items had to be forced issued, thus n':lllifying some of the benefits derived from this
exercise.

The decision by U.S.A.LD. for undertaking Combined Procurement on behalf of IMC and MCI
was a step in the right direction. It is important to procure good quality medical supplies at
attractive prices. While this is so, decisions concerning "What to Order" and How Much to
Orde.r" are also very important decisions having significant financial and therapeutic impacts.
Hence, it would have been best to have improved inventory control techniques at MCI and IMC
in order to derive the best benefits of Combined Procurement.

F. Combined Procurement - A Step in the Right Direction

G. Standardization and Kit Rationalization Produced Mixed Results

Forecasting kit needs is the first step in a series of related operations necessary for estimating
order quantities for individual products on a quarterly basis. Usually forecasting anything is
rather difficult, and particularly forecasting kit needs for Afghanistan over a planning horiwn

Considering the specialized nature of medical supplies, it would have been best for MSH to have
uJld~rtak~n~Jproc4r~ll1ent fuq¢tions,~:This would have eliminated one big extra step in the
procurenlentcycle.>.Much time and money could have been saved by dealing directly with
suppliers; and thus ;reducing lead. times. This 'would have been specially so with MSH's
worldwide ,experience in drug supply management and specialized software for drug
procurem~nt.However, usingRoncQ as the procurement agent worked out well, especially

, when yompcu-ed t() the bad experien~'\¥it1J AM~G, the former procurement agent. , With Ronco
recruiting the fOJ:"merMSH Pharmacist to deal with procurement of medical supplies, the
situation greatly improved. Also thefactthat Ronco was familiar with U.S.A.LD. procurement

,proceduresalsohelped to a great extent., In general, working through Ronco for bulk supplies
and resorting to local supplies from Peshawar baSed suppliers in emergencies proved to be a
satisfactory arrangement.

I.' Forecasting Kit Needs Was not Easy



of six months. Hence, forecasting kit needs for maintaining a smooth supply operation was
.alw~ys a big challenge.

Procurement Department used a quantitative approach to forecasting kit needs using computer
files maintained by Field Operations. While this method worke4. satisfactorily, the forecasting
model was unable to capture all salient factors influencing demand for kits. .This often resulted

..'.. in kit needs being over estimated, resulting in bigger order quantities leading to higher stock
levels.

. Perhaps this problem could have been solved to some extent if Field Operations was responsible
for estimating kit needs. Using specialized knowledge on conditions prevailing in Afghanistan,
it would have been possible to fine tune aggregate quantitative forecasts, for reflecting more

. closely the realities in Afghanistan.' ,
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·MANAGEMENT INFORMATION SYSTEMS

One task was to establish baselin~ data, estimating actual needs and assess present efforts to .
answer the needs, from which additional interventions would be identified. Another task was
the monitoring of Project activities and expenditlJres, for reasons of accountability and to observe
the Project's impact, and cost of that impact, to be able to evaluate the sustainability of different
interventions.

* how did the ben~ficiaries appreciate the offered services;

* did the offered services cover the needs;

* what health services were being offered;

* which health problems did that population face;

Another preoccupation was the chance of sustainability present and additionally needed
interventions.

. .

The task of gathering data f~~m multiple sources, combining and pr~ssing those data to obtain .
concise information on the multiple aspects touched upon by the Project was substantial. But
certainly in a situation where rumors and myths are fostered for different reasons by different
individuals, it is of extreme importance to be able to have accessto the best data available on
short notice, and extract the needed information in a form, presentable to a multi-cultural
audience.

The extensive use of microcomputers, even in a setting where in 1986 hardly any computer skills
were available, became quickly one of the major assets of the Project. One of the main
restrictions in the beginning of the Project was the limited number of experienced computer
users available in Peshawar; by the time the Afghans picked up advanced computer skills on the
job they were often hired away by other agencies.



short notice, and extract the needed information in a form, presentable to a multi-cultural
. 3. • audience.

~.ACCOMPLISHMENTS ANDOlITPlITS

2,1. L Before 1978

Afghanistan has. never had a complete census, and estimates of its population have varied
substarltially. In the early 70's, the Afghan Demographic Studies (ADS) project suggested a low
figure for the settled population ofslightly more than 10,000,000, which came as a surprise in
Afghanistan, where informal estimates ranged between 16 and 19 million!. Indeed, in the sixties
and seventies, when budgets for development were calculated on the number of possible
beneficiaries, the population of target regions for development programs was routinely
exaggerated2

•

In 1978-79, the People's Democratic Party of Afghanistan (PDPA) regime and the United
Nations undertook a complete census, which was disrupted just after the pre-census stage, since
spreading resistance made most of the country inaccessible. However, estimates were published
as the Central Statistic Office (CSO) data, and gave national figures 6.5 % higher than the
projected ADS data for 19793

•

Figures for different ethnic groups are subject to even more variation, not in the least because
of the changing definition used by different authors to describe each group. Table VIII-1 gives
low and high estimates of some of the groupS4:

Table Vm-1

Population by Ethnic Group

Ethnic
Group

Pashtun
Tajik
Hazara
Uzbek
Aymaq
Turkmen
Nuristani

Low Estimate

4,800,000 (Janata)
2,200,000 (Jentsch)

600,000 (Dupree)
.. 750,000 (Kuhn)

500,000 (Jentsch)
125,000 (Dupree)
66,000 (Weekes)

High Estimate

7,000,000 (Snoy)
4,500,000 (Dupaigne)S
1,500,000 (Dupaigne)6
1,360,000 (Weekes) ,

830,000 (Janata)
400,000 (Janata)
100,000 (Dupree)
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2.1.2. After 1978

207,000 (Weekes)
100,000 (Wutt)

20,000 (Gregorian)
10,000 (Klimburg)

Baluch
Pashai

T. Eighmy adapted the 1973 estimates for refugees, war deaths and internal displacement, for
in-house use in the summer of 1989~ .They permitted to evaluate the degree of equity in
distribution of health resources of the AHSSP on district level. ; After formal publication in
199Q,the)' were accepted as the most reliable baseline data on district level for planning in
Afghanistan and ,were used for further program planning.

T. Eighmy divided the 1990 population of Afghanistan up as shown in Table VIII-2 between
areas under mujahideen control (mostly rural), under PDPA control (mostly urban), Afghan
refugees emigrated to Pakistan and Afghan refugees emigrated to Iran 11:

185

The existence of a nomad population of unknown number increases the confusion. According
to Janata, the U.N. counted less than 500,000 nomads in 19787• This number is presented in
the same publication, where R. Palwal says "Most Western nomad~sts who have studied nomadic
pastoralists in Afghanistan have estimated their number to be over 2 million. "8.

,

In 1988 the numbers available in Peshawar were estimates provided by the UNHCR. They were
.based ontheCSO data, UNHCR sub-office refugee registration data, M. Sliwinski's estimates

. and interviews conducted by differentagencies9
• Though very approximate, they represented

a first nation-wideeffortto re-establish~baseline for vital statistics. These data were used in
"the First, c;onS()lidated Report of t1le,gffi~ofthe lJnited Nations Co-ordinator for Humanitarian
~d Economic.i\ssista.nce Programme~Relating to Afghanistan (UNOCA, Operation Salaam).
They permitted theteaffi to n~gotiate,:aHW and Clinic redistribution with the AHC according

, to population on province leveL Thedataproposed by F.Hobbs1o were never widely distributed
and were generally considered too high for the in-country population.

The consequences of the war (external refugees, internal refugees and war caslWties) changed
the total number of the in~country population, 'as well as its ethnic composition and its settlement
pattern. It took almost ten years before different efforts to sort out the changes led to some
consolidated picture.

~.. .. i
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Table Vill-2

Distribtiiion of Afghan Population in 1990

Number of
Districts

&timated
Population

Dwelling place

Rural mujahideen controlled:
Urban PDPA controlled:
Refugees in Pakistan:
Refugees in Iran:

8,004,235
4,358,990
3,271,580
1,277,700

279 districts
46 districts

'At that date, the AHSSP was supporting activities of its counterparts in 283 districts, a number
.' which triangulates close enough to the claimed 279 under resistance control by T. Eighmy.

The provinces neighboring Pakistan provided the greatest number of refugees, assisted by
-. . numerous refugee aid programs (see Map VIII-I). Although many districts in these provinces

were largely depopulated, cross-border aid tended to be concentrated in these same provinces
(Map VIII -2). Add to this that 85% of all the Pakistan-based refugees belonged to one ethnic
group and one sees the danger that ethnic tension and strife could be exacerbated by unbalanced
distribution of cross-border assistance. •Inequity in distribution of cross-border resources, caused
by lack of exact informati(;m, difficult logistics and lack of adequate monitoring systems, could
be interpreted by those left out as intentional discrimination. ' Estimates of the distribution
between refugee and non-refugee of the major ethnic groups by Sliwinski12 show a dramatic

, change in importance of each group inside Afghanistan (Table VIII-3):
, .

Table Vill-3

Prewar and 1987 Ethnic Distribution

Ethnic
Group

, Afghanistan
1979

Refugees
1987

Afghanistan
1987

Pashtun 39 % 84.6 % 13.1 %
Tajik 26 % 6.0 % 37.3 %
Hazara 10% 0.1 % 15.6 %
Uzbek 10% 0.5 % 15.4 %
Turkman 3 % 0.1 % 4.1 %
Other 12 % 8.7 % 14.5 %
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Discussions on population distribution inside Afghanistan were often very animated: it took the
EPr Coordination group 18 months before a compromise acceptable to all was reached.

2.2. Quantifying Health Needs

2.2.1. Early assessments

.Clinical impressions, of the what the most important hl~a1th problems were, lead to an
overestimation of the importance of war-related injuries. Most agencies working since some
time in Afghanistan have tried to quantify health intervention needs, based on the disease
patterns extracted from patient visits. French doctors used the disease patterns from previous
teams to assess the pharmaceutical needs for the new teams. The SCA based the contents of its
kits on an analysis of health probl~ms recorded in Greenbooks by Afghan health workers. In
the Greenbook, each patient visit is recorded: patient identification with sex and age, date of
visit, diagnoses and treatments. It also contains a monthly summary form for diagnoses and
drug consumption. The representativeness of these data was questionable, but at least genuine
concern existed from early on to match existing needs with adequate resources.

From 1986 the Coordination of Medical Committees (CMC) became a platform of
standardization for various cross-border health committees. An attempt was made early on to
compare patient visit records from different organizations. It proved extremely difficult to try
to match retrospectively diagnoses written down by a variety of nationalities (Afghan, French,
German, American, ... ). The CMC tackled the problem by developing standard definitions for .
different health problems, and adapting the Greenbook format accordingly. When the AHSSP .
started, the Greenbook was accepted by the AHC as patient visit record.

2.2.2. Initial Greenbook Analysis

The enormous number of Greenbooks awoke interest to computerize the analysis process.
Some challenged the validity of the data, and at the same time the usefulness of the analysis.
Like all routine reporting, the Greenbook was' not always filled out as required. Some health
workers would keep it safely in Peshawar, and fill it out on return, from memory or SC3.fce

'. notes. Others would never work and conjure the whole thing when their "resupply time" was
due. Even for those who filled out the Greenbook at their duty station, there was no certainty'
that all patients were recorded. The ability to screen Greenbooks for reliability depended largely
on the supporting agency's capacity for systematic monitoring inside Afghanistan. As we know
from the F.O. section, although most agencies performed occasional spot checking inside
Afghanistan, only the AHSSP and IMC had something that resembled a monitoring system inside
Afghanistan. Disagreement over the most appropriate database software delayed further the
implementation of the computerization of the Greenbook Analysis.

In 1989, a first batch of Greenbooks of AHSSP supported BHW was entered with a menu driven

routine developed by MSH, A. 3.0% .random. ~m~le ~ai~,({~', reenbooks coming from
~tqOJ 3JeAJ1A'vA I G:jtl
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10 provinces, of 13,712 patient visitsbetween mid-1987 till early 1988. Two percent (low 0
'and high five) of the patients seen were under 5, seven percent (low one and high 20) of patients
seen were female. Drug use/prescription was low (1.6 per visit). The diarrheal diseases cluster
was recorded in an unclear way, the ARi cluster suggested an appropriate difference in treatment
of "common cold" and bronchitis. .

Differences in prescription patterns between different parts of the country needed more
, investigation, though BHW seemed to prescribe more in regions. were more drugs were

available. 13

,

The same entry system was set up with the CMC to enter Greenbooks of mid-level and senior
health workers, supported by member committees, while the AHSSP entered several batches of..
Greenbooks of the BHWs.

2.2.3. Morbidity patterns
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The CMC analysis (a 10% sample of 300,000 patient visits for the period 1989-1991) showed
that respiratory system disorders (including all respiratory tract infections and asthma) and
infectious & parasitic disease (including acute diarrhea, dysentery, malaria, and tuberculosis)
accounted for 48 % of all clinic visits14

• In the Household Survey (HHS) the same group of
diseases accounts for more than 60% of all mentioned diseases.

The HHS' aIso showed that children under five years of age and women of childbearing age
together made up 50 % of the "sick" two weeks prior to the interview (28 % for, the children and
22 % for the women), while the under five group accounted for more than 50% of the deaths 12
months prior ,to the interview. \\
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, 2.3.: Available Health Resources'
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Acute bronchitis, malaria, ,intestinal parasites, acute upper respiratory tract infection, acute
,,:gi¥fh~,~?~silli~is and, pharyngitis, conjunctivitis, and pneumon,a figure among the ten most

frequently reported' diseases. This at least indicates where the focus for major health
interventions should be.

When the Project started, an almost general consensus prevailed in Peshawar that as far as health
servicesand systems were concerned, "nothing" existed inside Afghanistan. Strangely enough,
this can ' still be' heard in meetings today; Possible reasons why ,thi$.consenslls, went largely
unchallengedfor many years are ~iscussed in more detail in theF.O. seCtion~ One of the

.:J". ·l·¢.onsequ~n~s""'a$th~twithfe~~~~p~?ll~~ agencies tended to disregard efforts made by others,
.. "',!?:')li~iii'i~l and.impl~Jti~ntedihe4Ith'seivicesiwit1lbqtt'Consi,deting what was already in place. The initial
',.,~t,', I .;1 ';." Rlanhing leam of the AHSSP went through great trouble identifying "empty spots" for the

::lAHSSP tQfill in; .[ ,c' , .

. ; "}C'Uf" ",:",\,;" " . ,", ,
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2.3.1. Location of Offered Services

A first step was to obtain a complete inventory of what was available, and where the facilities
were located. The CMC made a first attempt to compile such an inventory in 1987, but one of
the major implementors was reluctant to communicate health center locations beyond province
level because of security reasons: if made available on district level it was feared that "the
enemy" would have an easier task seeking out the health centers and destroying them. By mid
1988 this reluctance had diminished and ACBAR compiled a database, listing facilities'by
district.

In 1989, WHO took over the responsibility of updating the health database from ACBAR and
corrected the claimed levels of facilities against the by then established standard levels. The
WHO database became soon the most comprehensive database on health in Peshawar: many
agenci~s, for various reasons reluctant to share the location of their activities with other
databases, provided their data regularly to WHO.

A concern was the validity of the data, listed in the WHO database. Besides the occasional
intentional over-reporting by some agencies, the lack of adequate filing and data processing
procedures made it impossible for many agencies to report regularly with up to date data.
Another concern was that the database only listed health facilities and personnel at least panially
dependent on external suppon. In fact, no indigenously sustained activities figured in the
ACBAR database, since a condition for inclusion in the database was an (external) input of at .
least 100,000 Pakistani Rupees (about 4,000 US$) per year. WHO included all facilities 
activities reported by agencies in Peshawar, Quetta and Kabul. Private practitioners were
excluded.

2.3.2. Provincial Health Resources Survey

Near the end of 1989, MSH and WHO decided to undertake, a major "Provincial Health
Resources Survey" (PHRS).' . By combining the WHO data and the experience and
resourcefulness of the MSH monitors, all provinces would be surveyed to match the data in the
WHO database with facilities and health workers actually in the field. .

The setting up and field testing of the survey material took several months. One problem was
the inability of most monitors to read and write English: all survey lists were designed in
English, translated in Dari, reviewed and altered by the monitors, retranslated in English,
reviewed by WHO ~d MSH, retranslated in Dari for testing. Meanwhile, a menu-driven data
entry and analysis routine was being developed.

On return, the surveyors were debriefed as usual and the surveys were then ,translated. Several
minor unclear points were clarified after the first provinces.

~ ;
The mandatory·evacuation interrupted for several months the further development of the analysis
routine. After return of the MSH team to Peshawar, a ban on shipping cross-border program
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20%
14% (71 % of claimed)
6% (29% of claimed)

29% had no supplies
48% had no laboratory technician available
18% needed equipment repair
7% for ano~er reason.

Claimed
Functioning
Not functioning

, of which

j97
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The data collection and analysis of 28 provinces was finalized in November 1992. Copies of
the field questionnaires were sent to BHW to be sure that as much data as possible was
incorporated in the WHO database. '

Detailed information about the surveyed facilities showed:

.,

resources inside Afghanistan, interrupted finalization of data collection for the seven remaining
provinces. When the ban was lifted, many of the regions had become inaccessible by snowfall.

X-ray Unit: Claimed 8 %
Functioning 3% (42% of claimed)
Not functioning 5 % (58% of claimed)

The results also pointed out that, taking into 3CC9unt the total number of 543 facilities listed and
found, only 4 provinces showed a need for more health facilities. Even taking into account only
the "active" facilities, six provinces would be considered "under-served" by the AHSSP criteria
of one facility per 30,000 people. This calculation does of course not take into account the
accurate geographical implantation of the, facilities, which determines the accessibility for the
local population. The total sample of 28 provinces showed no different picture.

Laboratory:
(Fig. VIII-2)

Type of Facility: H;.l 1%
H-2 1%
H-3 9%
C-l 18%
C-2 55%
C-3 16%

In early 1992 the data of 22 provinces, containing almost 80% of the in-country Afghans was
analyzed. In these provinces, the original WHO listing was 382 clinics and hospitals. Of these,
254 (66%) were found working, 27 (7%) temporarily closed for resupply and 101 (264) not
working definitively. An additional 161 were found, that were not listed in the WHO database.
(Fig. VIII-I) Some of these were established after the printed lists were prepared for 'the
monitors, other were independent from outside funding. For some provinces the WHO database
seemed acceptably "updated" in the sense that all listed facilities were actually' providing care:
Wardak, Kapisa, Faryab and Badakhshan. In other provinces such as Laghman more than 60%
of the listed facilities could not be located. .
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of which 24% had no supplies
24% had no X-ray technician available
19% needed equipment repair
33% for another (often unspecified) reason.

A surgeon was claimed present in 27 (6%) facilities, but in 18 of these no separate operating
room was available.

Patient visit reCords were kept in 93 % of all facilities and in 81 % of the facilities this was the
Greenbook (Fig. VIII-3).

Some form of transportation was available in 49 % of the facilities, 8% had an ambulance or
truck, 34% a bicycle of motorcycle, and 7% ·a horse.

Only 15% claimed to have a female health worker in the facility, 9% had either special hours
or a special waiting area for female patients, and 2 % did prenatal check-ups. Some form to dai
training was performed at S% of the facilities.

Almost 25 % claimed to engage in some special form of child care visits, but only 9% had child
weight scales, 2 % used growth charts and 1% had special hours for child care visits.

Some form of tuberculosis treatment was given at 23 % of the facilities, but only 6% kept
separate T.B. patient registers and 3% had a special T.B. microscopist.
Anti-malaria activities were claimed by 35% of the facilities, of which 1/3 had a special malaria
microscopist. Only 1% of the facilities claimed to engage in spraying, 9 % in public education
and 4% in other activities.

Some kind of formal health training was claimed to be given at 10% of the facilities, while 62%
claimed to engage in community education: 49% mentioned regular meetings with community·
leaders, 17% held meetings with the whole community, and 14% used posters.

2.4. Assessment or Needs Met

2.4.1. Accessibility of Resources

A first condition is that the population should have easy access to the place were health services
are offered. A first requirement is equity in the distribution of the health resources by known
administrative units.

Until 1989, any assessment of the equity of distribution of program resources was difficult: no
acceptably reliable population data were available on district basis, neither was there a
comprehensive inventory of health resources delivered cross-border. The rough provincial
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Figure VIII - 3.
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population estimates and the patchy lists on health resources all pointed in the same direction:
over-emphasis on the Eastern Provinces for all cross border aid. Why this could be expected
is discussed in Section IV in greater detail. The team spent a great effort to transmit the
available information to its counterpart, but to no avail. The only way to assure better equity
in distribution proved to be the identification of additional counterparts, for those areas where
the Peshawar-based parties apparently lacked the necessary influence to efficiently establish
health systems.

Another impediment to readily assess the equity of distribution was the habit of reporting inputs
- achievements - relief province-wise. Like in many other countries, Afghanistan's province
border cut through existing social and economic entities (e.g. Hazarajat includes more than 20
districts and subdistricts of several provinces). The districts arid subdistricts proved a more
reliable entity to work with. Regrouping districts according to their accessibility from Peshawar
and their dominant ethnic and political authority, the team came up with roughly six regions:
the East, Nuristan, North & North East, Central, South and West & South West (details, see
map "Project regions in Afghanistan").

The detailed tracking of reSources up to their final beneficiaries by F.0., allowed for analysis
of the cross-border expenditures for BHWs, clinics, hospitals, MCH facilities and administrative
units on district baSis. These cost centers account for 76% of the programs expenditures (see
table in finance section). For the East, an average of US $ 2.61 had been spent per person still
in place. For the rest of the country, that average was 1.42 US$. (Fig. VIII-4 )

The effort of the AHSSP to go against the "natural flow of resources" is shown in Fig. VIII-5
The % of the lotal of the above listed expenditures, gone to east and the rest of the country are
shown against the % of the population still in Afghanistan. The amount going to the east,
diminishes with a proportion, that would have given roughly a regional equity in distribution by
FY-91, using the zones as defined. However, the mandatory evacuation of expatriate personnel
and the subsequent ban reversed the trend for 1991. It is interesting to see how the ban, invoked
for security accidents in mainly some eastern districts, inflicted greater loss in the non-concerned
districts.

The fact that program expenditures went to certain districts signifies not necessarily that equity
in distribution existed within the district. The available data did not allow to match population
settlement patterns of each district with health worker/facility implantation, nor to assess the
percentage of the population of each district actually living within the catchment area of a health
worker/facility. Following the distribution of resources up to district level, matched with a tight
monitoring activity (see Section IV) gave the team enough comfort to suppose that resources
were made available on a level where local community control could prevent at least gross
inequities.
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Table VIII - 4

3.4.2; Use of the Resources

ClinicsCMC
1990

BHW
1990

,
BHW

1989

Greenbook 'Analysis Results

BHW
, '1988

Analysis of 5% samples of larger numbers of Greenbooks gave the following:

The Greenbook Analysis proved useful to get an idea about the patient population seen by the
BHW and facilities, supported by the Project. An early analysis of a limited sample gave
alarming indications of only 7% females and 2% under fives in the patient population of the
BHWs. It pointed to little over-medication and probably reasonable use of the therapeutical
arsenal.

# of treatments/visit 1.6 1.5

~ ~, i:

% female 7 %
% under fives 2 %
% women 15-45 yrs
% girls under five

s .. ...

Total Sample 4,116 16,107

15 %
7%
13%
24 %

-----------------------------------------------
2,431 15,000 6,803

17 % 30 % 28 %
7% 15 % 7%

14 % 15 % 15 %
29 % 38 % 35 %

1.5 1.8 1.9
-----------------------------------------,----------
Of the children under five years of age, only 1/3 were female in all samples. It is clear that the
both women of childbearing age and children under five are not represented as they should. It
is encouraging that refresher training does seem to have some impact, as shows the difference
in percentage for the BHW in 1988 and 1989.

The number of treatments per patient visit seems acceptable, but questions can be raised wfiether
prescriptions have been noted down as frequently as the drugs actually dispensed. Hardly ever
were quantities prescribed or dispensed noted.

Also an estimation of patient visits per month could be made from the Greenbook'data.

BHW see on the average 11 patients a day. With a 5 day work week and a 44 week work year
(when they come for resupply, nobody works at their site), a BHW will see 2,420 patients per
year for a cost of roughly 1,200 US$ per year, which gives .50 US$ per patient visit. The
BHW's of the whole program would account for about 3,380,000 patient visits a year.
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Facilities (C-2,C-3,H-1) see an average of 24 patients a day. With a 5 day work week and a
52 week work year (in theory the clinic has always one health worker in place), a facility will
see 6,240 patients per year for the'cost of 1.17 US$ per patient visit. The facilities of the whole
program would account for about 1,154,400 patient visits.

These figures are of course on the high side, since one can assume that due to the screening
before entering the Greenbook data, only the "good" books are entered, reflecting activities of
the more active BHW's and facilities.

Although the possibility of transferring the data entry and analysis capacity to the HSD of the
MOPH was one of the reasons for training several counterpart employees in the use of the
software, the transfer was never started. In the phase-down period of the Project, the data entry
of Greenbooks was discontinued because of personnel cuts.

2.5. Household Survey

During the eighties there was almost consensus in Peshawar that Afghans were "too poor" to pay
for health services. Suggestions to the AHC, later AIG that health services might be paid for,
were dismissed as anti-jehadic. The same attitude was found in many NGOs.

The' Household Survey (HHS) was largely conceived with the idea of gathering baseline
· information on the behavior of the rural Afghan population when confront,ed with health

problems. In nine districts, divided equally over three provinces (Ghor, Takhar and Wardak).
930 households were interviewed. The data gathered on 921 households (4,923 persons) were
analyzed.

Although Afghanistan is not densely populated, people live in very crowded conditions in rural
Afghanistan: more than three persoris per room. None of the houses had electricity, more than
50% use surface water as primary water source and less than 10% of the households lives closer
than 5 minutes from its primary water source. None had adequate toilet facilities.

The overall sex ratio is 107 and the average total number of persons per hou~hold is 5. The
sample had an estimated crude death rate of 17/1000, a crude birth rate of 59/1000 and a rate
of natural increase of 42. Children under five account for more than 60% of all reported deaths,
and for many of these the cause of death was unclear. More than 90% of the families had
husband and wife (wives) living together, with the husband being 10 years older than the wife
on average. Only 5 % of the husbands had more than one wife.

Only 30% of the males and less than 1% of the females claimed to be able to read and write,
while 40% of both had access to radio in the house. 60% of the adult males have a farm-related
profession and 16% had no work at all. About 11 % of the male. population older than 5 years
claim to have followed more than primary school, while 69% had no school at all.
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Of the women that delivered in the 12 months before the interview, 25 % consulted some source
of health care. Differences between provinces are explained by the presence of properly trained
(female) health care providers (Fig. VIII-6). For delivery, 95 % identified the person who
assisted, which was the dai or a woman of the immediate family in 90% of the cases.

I '

. All children in the sample started out with breastfeeding. The average age to stOp breastfeeding
is 20 months. Less than 10% of the children is given additional food before the age of 6 months,'
average age to start complementary feeding is 8 months. This could explain why between 12 and

$, • 18 months less than 1/4 of the children have a satisfactory mid-arm circumference. This
increaSes to more than 80% by the age of four years (Fig. VIll-7).

Claimed average income per household is the equivalent of 10,238 Pakistan Rupees, which
amounts to 2,201 rupees per head. The lowest income quartile accounts for 7% of the total
income claimed, the highest income quartile for 60%.

Sixteen percent of the sample population reported sick in the two weeks before the interview,
28 % of these were children under 5 and 22% were women of child bearing age. Both groups
are proportionally as well represented in the population of 'clients' (sick that consulted a source
of health care) and the population of paying clients (Fig. VIII-8). 76% of all the sick sought
help somewhere (became 'client'), and 62% of all clients paid something to the health care
sOurce. The average paid per episode was the equivalent of 281 Pakistani Rupees (about US $12
) Under fives and women are more frequeI)tly sick, consult more and pay more frequently. We'
used amount paid for health care per episode as percentage of the biweekly income (the Relative
Health Expenditure or RHE) to get a weighted expenditure for comparison. The highest RHE
is paid for adult males, followed closely by 45+ and adult women'. The lowest RHE is paid for
the children. About 50% of the biweekly income was spent per case for those who paid.

The most frequently mentioned health care source is the BHW (30%), followed by the clinics
and hospitals (19%) and the private physician (17%): in total 56% of all sick visited one of these
sources. The mullah and shopkeeper are visited in about 10% of the cases and traditional
healers (including the mullah) were more frequently consulted by the adult women.

The average income of the paying clients is higher than that of' the total population. In
conclusion one could say that the higher income quartile:

is less frequently sick I
consults more frequently when sick
pays as fr~uently ,
pays twieb·as much per case'in absolute value
pays more than three times less in relative value
feels more frequently improvement .

than the lowest income quartile.
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Figure VIII - 5.
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People are willing to pay, and apparently quite a lot in some cases. However, only 42% of the
sick become paying clients in the survey population. Western medicine is the most frequently
used source of health. Most of this is delivered through sources that are not paid. People might
start visiting less frequently is they had to pay. When they pay, people definitely prefer to pay
for treatment: both the highest frequency and the biggest amounts. Presently amounts paid vary
with ,the income of the paying client. .

Taking away "free" medical care without replacing it with a well-thought out alternative will
probably put the heaviest burden on, and limit access to appropriate care for on those that.
presently benefit most of it: the children.

2.6. Pfogram Support

The selection of hardware and software and its maintenance took a lot of the time of the MIS
department, in as much that a specific department (the Data Processing Unit) was created and
maintained during the years of largest program expansion.

2.6.1. Hardware.
Since the Cooperative Agreement under w~ich the Project was run has been amended many
times, with increase in funding, and extension of the end of Project date, the hardware used by
the Project has been purchased at different moments. Going for the best buy at each moment,
the program ended up with a variety of computers, with increasing capacity. What was the ~tate

of the art in 1986 ended up as the machine barely useful for simple wordprocessing at the 'end.
of the Project. In an environment like Peshawar with unstable net supply and frequent load .
shedding laptops with extensive battery power are preferable over desktops. The money spent
on a reasonable supply of spare parts available on-hand is quickly.recuperated, when ordering
the parts at the time they break down will cause computers to go unused for weeks J if not
months. For the same reason it pays to invest in in-house basic repair capacity for printers and
computers.

The AHSSP relied on local commercial repair shops. This proved hazardous in the early years J

but worked rather well in the last Project years.

·2.6.2. Software
From early on J the AHSSP tried to stick to a software package that included:

• a wordprocessor
• a spreadsheet program
* a database manager
* a variety o~ utility programs (including anti-virus and disk managers)

Tight interface with the MSH-Boston MIS department ensured timely update of the packages and
transition to more performing packages when they became available.
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If a non-latin script is routinely used in the host country, one should take this into account by
selecting hardware and software. Very little was available when the program started, but
presently almost any script can be managed by one of the existing wordprocessor packages.
Two packages (Multi Lingual Scholar and Alkatib-Vazhe Negar) were extensively used by MSH
and the counterparts for processing the multiple manuals, pamphlets and workshop material in
Dari and Pashtu. .

Introducing a logbook containing the configuration of each computer in mid 1991 and then
standard configurations and startup routines early 1992 for all the computers has greatly reduced
software maintenance and troubleshooting., .

I

2.6.3. Program Routines.

Given the complex and changing nature of the Project, most Project supporting software was
developed s~ifically for the AHSSP. Some was adapted from existing non-commercial
packages for the Project, ona n~ basis. In a setting like the AHSSP, it is important to assess
the readily available local programming capacity, before building large program-specific
routines. As mentioned before, while Pakistan has very good computer programmers, hardly
any of them wanted to work in Peshawar at the offered benefits. If this is the case, the
programmed routines should not exceed the available programming skills. It also pays to invest
in crash courses to update the tea~ member's knowledge about the program's software.

When local computer skills are low, better data integrity is obtained and applications are used
more extensively by assigning people responsible for the computerized data management in each
department rather than by isolating data management as a separate program activity or -.
department. They will understand much faster the link between computer data and what they
represent in reality, and be able to keep data clean from rubbish. A separate department should
ideally function as a service department, which it can only do if it has significantly higher
computer skills than the individual users.

The F.O. Monitoring System was computerized to a high degree and has been changed and
updated several times, either to allow for swift access to knew information when the focus:.of

.the AHSSP changed over time, ot to allow t<ftake advantage of the new database managers as
they werep,Ur~hased forrroj~t use.. The last update was dictated by the need for swifter data
exchange \Vith' the GIS unit and with WHO and SCA. '

The Clinic Selection System is described in detail under the F.O. section.

BHW Selection System resembles the clinic system, but focuses on 'solitary healthworkers' and
was developed in 1989. In August 1991, a routine was given to Training, allowing to assess
additional needs by district and evaluate former performance in the same district.

A menu driven database routine kept track of EPI monthly reports on district basis. The table
was converted into the spreadsheets for program progress monitoring and the UNICEF
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spreadsheet for semi-annual progress monitoring per province. The CS/DC field operations
system used the same computer routine as F.O.

F.M. used a combination of a database routine and a commercial package for keeping track of
all program expenditures both were installed and adapted for Project use by consultants from
MIS-Boston. For budget planning the available program spreadsheet software was used.

Numerous routines have been written by program staff to facilitate specific reporting. Among
the larger ones are the Procurement Forecasting routine, the processing routines for the HHS
and PHRS data, and several routines extracting focused detailed information from the F.O.
files.

The use of J:Ilicrocomputers enabled the Project to have updated information at hand on many
levels. At different moments, arguments had been made to integrate the different software used
in Procurement, Field Operations and Finance into one local network. The physical environment
and the limited availability of sophisticated computer users made the team decide otherwise. The
disadvantages of tracking the same operations through different and physically separate systems
are obvious: more data entry work, data exchange via floppy diskettes, maintenance of the same
reference files in different systems is difficult. The advantages in the Peshawar environment
included limiting computer viruses to one station at a time, the consequences of destroyed hard
disks would be limited, and enhancing comparability of data tracked differently by the different
systems: a useful cross check.

The set-up of the information systems of each department has been discussed in the concetned
sections.

2.6.4. Computer Training.

Between February 1990 and November 1991 twelve formal courses of generally two weeks were
organized by the DPU covering the basics of most of the software packages used by the AHSSP,
with in total 100 participants, of which 30% counterpart employees.

Several counterpart computer operators have been initiated through individual tutorial sessions
in the use of the AHSSP F.O. monitoring software and specific applications of the project's

, software.

2.6.5. Geographic Information Systems

Even when data is processed and converted into information, a major challenge remains to
transmit the in{ormation ina manner, accessible to the user. Coverage of target populations,
geographic distribution of health services, additional needs by district, overlapping catchment
areas all are difficult to represent nation wide. One ends up with long and often cramped tables,
with accompanying notes, which are necessarily printed out in one language. Experiencing the
difficulty of transmitting available information in a multi lingual environment the Project looked
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for suitable means. In Peshawar, computerized mapping was introduced- by Roger Helms,
working on a contIactbasis for different agencies and later for the DC&A unit of the
U.S.A.LD. The team was interested in computerized mapping if this could bedone with local
computer talent, and if the maps could be printed out by the available laserjet printers. Maps

"". . become. useful as a management tool, when they can be easily reproduced and distributed, and
regularly updated. Once adapted, the mapping capacity of the Project beciunean important and
extremely useful tool in reporting and planning.

The most difficult part of the mapping operation was to find coordinates for all claimed localities
inside Afghanistan. While a listing of "villages", compiled by the Afghan government in 1975
existedlS

, these listings were far from complete. In addition, mans localities existing in 1975
had been deserted, destroyed or renamed, and new ones created. Also, major localities would
have different names in the different languag~s used in the region. Finding back about 60% of
claimed localities on existing maps took a major effort. The remaining were extrapolated, based
on distances from known places, given by different informants (BHW's, vaccinators, monitors,
etc....).

The mapping effort of the AHSSP has been performed in close cooperation with all other
agencies involved in computerized mapping. This was greatly enhanced by the fact that the
DC&A mapping unit took a central place in both data gathering and mapping. The combined
effort of both AHSSP and DC&A enabled the Project to reverse- the process. Once locations
were mapped with exact coordinates, the distance ("as the crow flies") between one facility and
all surrounding ones could be calculated through a simple routine.

3. CHALLENGES AND CONSTRAINTS.

A. When the program started, Peshawar was as good as computer void. Some were very
skeptical about the use of computers in the environment as it existed in 1986-87. The
AHSSP introduced computers from the start. Care was taken not to go beyond the skills
of the local operators. Through gradually! upgrading these skills, more complex and a
bigger variety of tasks could be performed by computers.

t :

However, when it came to transferring computerized administration to the counterparts, the
lack of good administrators became a problem. Unless management skills of a certain level
are put to good use, computers only allow to make more and bigger mistakes in less time.
Shortly put: if no good-quality paper filing system exists, computerization will only increase
the confusion. After a short period of enthusiasm where transfer of a lot of the AHSSP
routines to the counterparts was 'considered, computers were used mainly for wordprocessing
inEnglish, Dari or Pashtu.

A few exceptional individuals in the MOPH, SCNA and HCCA proved tenacious enough to go
beyond this stage and use the computers for different aspects of their management.
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B. In the beginning of the Project the general assessment of the in-country population of
Afghanistan was "nobody knows". More accurately, everybody claimed a certain number
that suited his/her purposes best. The relative importance of segments of the population

;would be inflated or deflated· according to the target group of the activities of the speaker:
refugees, Kabul-based, cross-border. The AHSSP stuck to those figures that were the most
transparent in their method of assessment.

C. The over-estimation of the directly war-related health problems (injuries) was wide-spread.
At the same time, arguing that there was an over-estimation always risked to be seen as an
attempt to sabotage jihad. Switching from "clinical impressions" to analysis of actual
patient visit data from several sources provided acceptable arguments for the AHSSP to
focus on primary health instead of war casualty care.

4. LESSONS LEARNED

A. Population data are an issue in many countries. Rather than to work in the blind, which
inevitably gives too much room to the local political power games, any estimation that has
a "transparent" calculating method (sample selection, assumptions made, correction factors
used, etc... ) can serve as base. Additional corrections can be made, e.g. applying different
annual growth rates to rural and urGan populations, when data become available. .

B. Morbidity patterns in a setting like Afghanistan do not drastically change. The number of
war-related injuries increases, but the main morbidity and mortality picture does not change.
This means that in order to start a program like the AHSSP, one can use statistics from
before the "conflict" to assess basic needs, allow for a 5 to 10% of war-related injuries and
then calculate the effect of the disruption of existing control programs that need an intact
supervision and referral system up to the central level (e.g. malaria, TB, leprosy,
leishmania) .

C. The most commonly stated reason for people to request cross-border aid heard in the cross
border setting even at this date is that "nothing exists" and "everything is destroyed". With
a few exceptions this should be translated to "nothing exists that is owned by me" and
"everything that is not under my immediate control should be considered as destroyed".
Although tedious and sometimes politically difficult to accept by the counterparts, making
an inventqry of existing healt,h services and physically checking that inventory should be an
absolute pFiority for any cross-border health program. This is also an on-going activity and
it helps to shift away the attention of the counterparts from "grabbing goodies" to making
the most out of what is already available (management). Most of the relief and emergency
oriented agencies are an obstacle rather than a help in this process: it is easier to spend your
money quickly by assuming that you work in a vacuum or by disregarding or discrediting
any data that indicates the contrary. That a reasonable amount of money should be made

207

2.ll



available for this is clear, but it balances favorably the. money that would be wasted
otherwise.

D. Specifically for the GIS, a few

1. Stick with the package that gives the highest performance with the lowest computer skills:
In our experience Atlas-GIS, rather than ArcInfo for example.

11. Stick with easily photoeopied black and white maps, that Can be made available at low
cost to all interested. Presently a sturdy laseIjet can be operated almost anywhere and is
affordable for most projects. .

111. Be aware that a mapping unit needs two (2) full-time employees. If not, one risks months
of inactivity because a new employee has to get acquainted with the software after the old
one left. .

iv. Like any other complex task, the GIS becomes useful through close cooperation and
coordination 'between the managers who know what info they need and the mappers. who
know what info can benefit from GIS. A requested map should monopolize the GIS unit
only to the extend the information it contains is valuable to the Project.

v. The relative success of the GIS by different agencies in Peshawar was due to almost
absolute free flow of information concerning the topic. Newly digitized map layers and
updated data related to the 'subjects 'mapped were shared with all involved in the process.

. If there is no free and complete exchange, mappers wi11lose their time performing tedious
jobs already performed elsewhere.
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Mary M. Gaspf!r, FIsCal Officer
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FINANCIAL MANAGEMENT

Ii. INTRODUCTION'

, I

Initially a U.S. $15.7 million dollar project, Management Sciences for Health was assigned the
responsibility to manage the funds~ In October 1986 a makeshift ~ffice was arranged in Deans
Hotel Peshawar which ultimately was shifted to Old Bara Road, University Town, Peshawar and
was to remain the MSH administrative center of activity until the end of the Project. Personnel

;on board were Mr.Richard Johnson and Dr.Laurence Laumonier: who at the start reported to
Dr.Jack Lesar and who ~mained joint signatories until Dr.William D.Oldham, Team leader
arrived inJanuary 1987. From then Richard Johnson and William Oldham were authorized

• signatories to the end of the Project. '

StatTmg in Finance Office
I I

! . '.. . , . !
Fonnal financial activity began with the amval of Len Chang, Fiscal officer in February 1987. '
Prior to this, Mr.Ariff Jan, the Liaison Officer assumed financial responsibilities. With the
Fiscal Officer in place, staffing of the finance department commenced and initially two persons
were hired Zulfiqar Ahmad as Budget Accountant and Tariq Khattak as Accounts Officer. When
activities increased two 8.C(X)unts assistants were hired. During the first three years, the
responsibility of budget preparation also rested with the Accounting Manager (Budget Accountant
promoted after a year to Accounting Manager's position). '

Willi the arrival of ttre new Fiscal Offi~. Mary GaSper iii July 1t89 a new position of Budget
Manager was created which also assumed internal control on Project cash and other financial
matters in Pakistan. Gradually the department developed and ultim~tely the Finance Department
consisted of Fiscal Officer, Accounting Manager, Budget Manager, Senior Accountant, an
Accountant, three Accounts Assistants and a Cashier. This staffing remained in place until

With the war in Afghanistan, the financial requirements became ~ssential to meet the medical
•needs of women, children and families who were surviving on minimal basis of life. The
'Afghanistan Health Sector SUPiXlrt Project (AHSSP) served to alleviate some of the health

, 'problems of the Afghans and also provided salaries to Basic Health Workers (BHWs), and clinic
and hospital workers.

;The Project, funded by the United, States Government also aimed at providing technical and
financial humanitarian assistance to expand and strengthen health facilities inside Afghanistan.
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until 1988

=======

.
$ 12,703,999
$ '2,043,339
$ 42,263,662

$ 57,011,000

Oblig~tions to
.Amendment 20

I

i'
!
i

=======

$ 11 ,241 ,404
$ 1,836,264
$ 46,622,332

Original
'. Agreement

. $ 59,700,000

('

Total

$1,447,357 $1,490,Q93 $ 4,570,238
$ 113, ~43 $ 558,018
$4,496,164 $10,571,744

----~---~ -------------- -------------- ---------------
""'! I

$3,500,000 $6,100,000 $6,100,000 $15,700,000
, I

.====== ====== ------------

TO~Technical' AssistanceCos~ .
Total Logistic Costs
Total Program Cosl$

, i
FebrUary. 1994' when the phase-out reduction was initiated for Project completion on April 30
.1994.';'

"-'CO"

The 'approved financial plan
for October 01, 1989 through April 30, 1994



2. ACCOMPLISHMENTS AND OUTPUTS

Budget Development

The Program budget (excludes TA & Logistics) of 10.6 million dollars for the first three years,
October 1986 through September 1989 was prepared by Jack usar and Anibal Mejia. The basis
adopted consisted mainly of statistics for training of personnel and the staff needed for the field.
Segregation was made to highlight the main areas (technically) of the activities. Procurement
was shown as separate activity with allocation to the specific areas, all grouped together. The
same budget was adopted for the purpose of reporting the periodic expenses and the comparison
of budgeted figures to the actuals. It was a manual spread sheet without the capability of
matching outputs to expense categories. This format had its flaws e.g. it could not segregate
the expenses into geographical as well as technical areas at a time, it had no facility to have .
summaries according to either natural classification or departments. The main flaw was its
grouping the different activities and classifying them in a haphazard manner. As the bndget
format in itself was flawed therefore should only have been adopted for reporting format with
the changes required to meet the demands of all concerned.

In 1989 the new Fiscal Officer introduced significant changes in the format. The new format
developed, allowed for measurement of professional requirements and produced management
reporting. The Budget for FY-1990 was prepared with micro computers introducing spread
sheets basically prepared from the statistics provided in the annual Project Workplan to maintain
a number of activities for a specified period of time. Its classification into departments was
made in such a manner that the various activities were grouped together with a geographical and
political division within the department. A uniform pattern of line items known as natural
classifications was adopted for expenses. Forms were designed for distribution to department
heads to be completed for inputs into the budget format and all the managers were trained to
provide the workplan data for which each department was responsible . These forms for input
data included: statistics, personnel, operations and a capital expenditure budget for equipment
over $500.00.

The format was complete in every respect and it matched the annual budget with the annual
workplan. This format adopted in 1989 remained in effect to the end of the Project (see Table

IX - 1)

Operations

On May 3,1987 Ariff Jan delivered envelopes stuffed with vouchers to the Budget Accountant
as well as expense reports prepared up to March 1987 for submission to Boston. The first
consideration was to reconcile the bank, cash and advances. This momentous task when
accomplished was the commencement of the Finance Department Operations.

213



==============::===========================~===~=============-======~==============================~-~=:

==================:=============:===================== ========================~~=;===~==~====:======;==

per annum per fielded B~l

per annum per clinic
per annum per health center:
per annuJ!l per hospital
per annum per fielded BHU
per annum per clinic
per annum per health center:
per annum per hospital
per annum per hospital
per annum per monitor
per annum per monitor

Table IX - 1
(page 1 of 2)

UNIT CO~T PER STATISICCOST CENTER NAME
CODE

AFG~ISTAN HEALTHSECTORSUfPORT PROJECT
MANAGEMENT SCIENCES FOR HEALTH, PESHAWAR - PAKISTAN
BUDGETED UNIT COST - OCTOBER 1, 1990 THRU SEPTEHBER 30, 1991

DEPARTMENT
NAME

TRAINING 501 Training Center : $10,521.25 Pdt' month of operation
502 Training BMWs, HOPH P~~1.74 per BHW in training
503 Training Doctor's Refresher, KOPH $378.94 per participant trainse
505 Training BMW's Refrsp-her, HOPH '$77.86 per:partipipant trainee

I
507 Hid-level Training, HOPH $218.50 per particip~t train~e

508 Field Assessment i$68.62 per asse&sment
511 Training BMWs, AHSA .165.93 per BHW graduate
512 Hid-~evel T~aining, AHSA 5462.16 per participant trainee

I ,. I

V,,;' (II", I" "[ 514 I, 'franq BH1(! iii" Ra.frlf~Mr I AH~ $171.68 per participant
, ,~' Jill I '" " ,,' " I' I lll~ "., II II.' ' "I I

iF:; r.,.~f;fl~il,li.11 ;'11", i"'I"I:,~18 "I, 'ar~~' 1~tl'fr'imnlf ~1Jl77'33 per participant<> ,,\ I II! 1 I 1 If.'~ 'I" I I I 1u ,. I I " • j 'I

"1. 1':" ILl!:)' 'I ;·iI ' ~ \,: :519 II ,~p4ilI!'li"U~~d Trainin, , : 294.12 per participant
~ iL' 41' I 'I~II 'r1.11';.', l' .1 \ 'm:~iIT If I 1,1" "',.1' , I

,I, f~iLI:~ij <" :il'it'i:691 '~Ud4r:C"t~ rraininVi; ,",OPH , i' :" I $1.96 Pilt' trainee :
;.;)1 ~ ,;' j,)( ": '!1 'i 'it!; ': Ii -: ,: f~imary Ke.hh Center'~r$naalljl Training : 312.72 per trainee :

1;' ,: <:::';, ~Il}, \:' i ! n, ' 1~, , I r' ~ J , ), I ".. ;t . I, I I j'cl,'H::] ,~t ~ "~M-- ....- .. "'.-;.""'l.•• """!"!"'..., .. ~,.._"e'_~_...,.""I...__ .., ... -.~.".'II"-r ;"" ... •. .. I
, :', I ; i 'I j. ~ ~ • I I ",. I

! :~ II ~ 1 1 I ~ 'I:' t: '" < I I' I I I r

r ;i,JI:·HE~~ftiii ':'::5~lFie,ld.d BHWhtl().P~ " :>.+.960.05

"i,~,!;fiii\~~rfC~s,'\;:,5,22 Basic;!Hellolt~ ,~~t:.r. " MQPH : $11 h88 . 19
,", Ii, }i:'{iIEj:.lVB~Y :;'~:'H~25 Compr,hensiV~ tl,.lth Cill')tll!r", HOPH : $15 ,'143.45
;'\: ~";'I::i:,:~:;,;,',,:,rr::~a,:h'yr::i~' ..j:"';r,':~f!·;ci,:::'j, '. ," <~I;'j: .• ',:,,'; ; , , I

;, Ii !:,WI!';"l!r': !.,ll,., :i23 PUJ!I.ry Car~ .. ijo.p1t..1,., KOPH ,158,843.20
';!"',;J!~:,~:~i! {~;;':~{~~~',f'"l,' ~> :,'~r ' ,i ,i,': : ,,' •.

~)::h!:I' " 531 Fielded BMWs, AHSA' : $1,960.04
iii I: ;532 ~as.ic Health'centeu, AHSA :$1Xh88.20

\ j ill:"~ :,', '" I; , ".J

! 1;; ;' ~3S i F()!DP~ehe~'+y~He~~t~Ceflt~r& ,AHSA : S16, 600.51
,:", 533 Primary ~~r., Hospitals, AHSA :$58,842.69

534 Referral Hospital, AHSA :194,472.00
541 Honitoring - Pakistan $2,539.88
542 Honitoring - Afghanistan $3,242.57

---------------------------------------------------------------:--------------------------------------:

CHILD 551 PHD-Administration & Training, HOPH $52.70 per person trained
SURVIVAL 552 PHD-Child Vaccination, HOPH $0.50 per doze - child
, DISEASE 553 PHD-Wo••n Vaccination, HOPH $0.45 per doze - \lomen
CONTROL 555 PHD-Administration & Train~ng, AHSA 1137.53 per vaccintor trained

556 PHD-Child Vaccination, AHSA $0.2g per doze - child
557 PHD-Women Vaccination, AHSA $0.26 ~r doze - wOlDen
558 Other Progr_s, AHSA $1,515.82 per activity

---------------------------------------------------------------:--------------------------------------:

HCH , 561 HCH Training~ HOPH- Pakistan $2g3.89 per month per staff meRiber,
HEALTH 562 H.alth Centers & posts, HOPH $1,302.01 per month pilr staff member
PROKOTIOH 563 Health Centers & PO&ts, AHSA $1,414.76 per month per staff member

564 Teaching Clinics, HOPH - Pakistan $361.43 per trainee

------------------------------------~--------------------------:--------------------------------------:
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UHIT COS! PIR S!A!I8IC

I
. I

.194.70.per participant
.9,908.00 'par survey
$1,260.76 per ~nthOf ope~.tion

.0.00 per ~t in~tal18d

$S,O~O.OO per survey
$6~7 .09 per tit,

'B,O~O.oo per survey
$1'4.70 per pa~tlcipant

',fl,

COB! CIK!!R NAHE

Warehouae a Procurement, Field Operation :$17,755.92 per month of operation
Warehouae a Procureaent, PHD : $1,011.33 per IIOnth of operation

Health Hana~t !raining, HOPH
pa~tlclpant !~~ining, NATIONAL
Provinc;ial Health Service., HOPH
HlIalth Hanag__nt Info.,; NATIONAL
Surveys(House,Coa-unity), HOPH
Adainistrative Units • Depots
SurveyaCHouae,Coa-unlty), AHSA
Health Kana~nt Training, AHS~

571
57:l

COD!

601

602
604
605
611
612
613

I
I

I
I

Page ( 2 of 2 )

================================================================~===~=====================~===========:

Doc:uaantation of FY-1991 used for report becau.e it is a;full~~r-nt bUdget.

HEALtH 581 KOPH - Pe8h&war *96.36 per IIOnth per ataU IllNIber
ADMIKII- !lIZ 8CNA - Peehawar Liaiaon Office .299.39 par aonth par ataU Haber
'fRATION 583 SSWA - Pe8h&war Liaiaon Office U84.24 per IIOnth per ataU IllNIber

584 Kazarajat-Pe.hawar Liaiaon Office U36.58 per IIOnth per staU ullber

DEPAR'lKEIf!
KAKE

KAHAGEHlK!
SERVICIS

-------------------------------~-------------------------------~--------------------------------------:

H1!ALtH

BDVICES
DEVELOP
HENT

---------------------~-----------------------------------------:----------~---------------------------:

------~----------------------------------------------- ---------:--------------------------------------:



The book-keeping system adopted at this time was advised by the Boston Office. It was a spread
sheet with multiple columns to record the banking and cash transactions on one hand and their
allocation to advances and expenses on the other. This sheet served more of a purpose of cash
book rather than a ledger. All the expenses had to be re-allocated manually to all the line items
provided in the management report adopted from the initial budget format. This again was a
hectic exercise which at times took a week to reconcile and only then a report for submission
to the management could be prepared. In other words the system needed revamping to the extent
that once a transaction was entered it should get pOsted to all the reports required.

The'problem disappeared in 1989'when' Mary'Gasper joined MSH Peshawar, and Kip Eckrod,
the MIS specialist, was sent from Boston to install the Parado~ Accounting Software. He
incorporated the Finance Department newly established cost centers and natural classification.

The Paradox software implemented by Kip' Solved many problems e.g. the manual advances
repOrt was replaced by a computerized' system which automati~ly cleared Ute advances and
marked those outstanding. Boston's report for allocation of advances according to the Boston
Chart of Accounts was made possible with the production a of Management Report and Expenses

: Summary Report on the basis of natural classifications. Paradox had one major flaw. The
Ii: ,>,;:,,:1,' .ystem Was, not prognu;ijmed 'Jo produce a Balance Sheet which resulted in a manual
';i,j;/~"'i~1(~!lfecQncnu,.tiOnofAsset A~untS." ". ' ,'::,' : "
~'!,r~::J{!:ii;',;ll,"r:;Ut ;"'L:;;;-'tn': :[:" I,,',i'm:}i', ; ;':: ; , '

'': ':i:\1Apart from"the' role of opei'atlons;jhe" Finance Department assumed an advisory role to '
, 'interfacing' With the departmentsi' In order to~mplish this, fqrms were designed especially

for control and adherence to U.S.A.J.D. regulations. Policies were formulated for extending
the Qnancial assistance to training facUities and administrative Jxjsts in Pakistan and the health

, "facilities inside Afghanistan. Here it is worth mentioning that for inside Afghanistan Finance
"provided payments in Afghanis for, all expenditures at the start of the Project, however changed

"to payments in Pakistan Rupees in 1uly 1989 for salaries and paid Afghanis for the cost of
transportation and expenses emanating inside Afghanistan orily. The rate schedule of
tqulsportation for various locations was provided by the monitors, who updated the information
on a regular basis. ,':

Afghanis were purchased from the market at the prevailing rates. At the start of the Project,
, the procedure to buy Afghanis was telephone for the rate of Afghanis from at least three dealers
in the money market. However, the number of dealers we contacted rose to six in 1991
because of the collusion of the dealers. The rate of Afghanis was volatile changing from as high
as 198 Afghanis to a dollar in 1987 and as low as 1800 Afghanis to a dollar in 1994. The
money dealer, in a rickshaw, delivered the Afghanis himself for security reasons as Peshawar
for a major'part of'Project was rather lawless at, times. The bulk of Afghanis arrived at the
MSH office delivered in sacks of jute and individuals outside the organization (always under the
responsibility of Finance employee of MSH) counted the Afghanis. The highest denomination
was SOO Afghani note and at times notes of more than 1.7 million notes had to be counted.

"'t
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Another important activity of the finance Department was the preparation and distribution of'
payroll to the Ministry's staff and the liaison offices with advances for their administrative
expenses. One major activity was the Training Department. Training conducted courses and
refresher courses for the BHWs. doctors, nursei and technicians. BHW training was conducted
in the training camps and other staff training activity was in the Training <Alter. For camps,
advances were Jiven for the food @ of Rs.25 at the start but was later increased to Rs.30 per
day. Also a stipend of RI.10 per day was paid to each BHW. All this was given as advance
through the Ministry to the individiial camps and on submission of the paper work on advance
for the next period would be given. Also outstanding advances WOUld.~ off-~. Payroll was
prepared at MSH on the basis of monthly time sheets submitted. signed by the employees and
department supervisor.. Normally payments to all' the employees of the Ministry were made
through' a check tQt!tecMinistry and the accounts departm~t ~ould distribute the salaries
themselves. But in 1992 a significant problem developed.' Signatures were not matching the .
specimens. This forced MSH to distribute the saliuies through its own' cashier through their
representative to the Ministry's premises and this procedure remained until the end of the
Project. For the area liaison offiCes employees based in Peshawar, payroll wIllS prepared on the
basis of the time sheets and on receipt of signatures for payment of previous payrolls. their
payments were received by their representatives for distribution. .' .

,
! .I

i
I

, ' I , .
~ I' " .

"' .~ banking system co~sed ~th the w¥ inside Afghanistan. ,Therefore, the transfer of cash
d:"toAfg~w~ ex.tre~y p~pijS"!fmany of our counterparts used to avail the hundI
,,;;;\SY,s~ni;;i'whi~~ ~ safe.. sYStem.;:~ghtNs' s~SWpl" aP~war businessvendo~ would

..'t';~f'!~'recelvethe AfghanisUlP.warJU1cl~ lOU, wq J"~~ ,,"'ftefl a lapse of aareed time the
;}~iH:1ij) '::>"specifted vendor issued Afgharrls'~ th~ authorized reCipientS insi* Afghanistan. Millions of

I,.:,,'; AfghaniShave'beenP~~Y~H:~d ,sent to Afghanis~ using the hundi system.
:','::II1<,r,,") . Utilizing~ssy~tem MSlIlost DQfundS ,to~~tes, robbers etc. ffid this.~ not true of most

,; .''''fr';. liNGOs (.,f~e~ow Chart IX· 1). ':; ",:",,':, . ' !.' 'I " ; ..

'lt~~i;;;;;Jl:;;:;,l,;itti,'i:f'!k:":::ij:ll::(',;;::':':I),: ,':i F::ii'C:'': iii ,.' ! ,', , • •

i,~~·;t};~i';;!i;A'DlaJQrfCUvitY(jf the Fmance PePartm~tw~ the payment ofsaUuies to the staff m the field.
;;;1~:ii, "'.': "~m()D@Y pay period wasad~and the basic document was a personneUpayroIl9·x12- card

maintained "for each payee and a record of payroll payments w~ maintained on each card.
qu-ds}V~ fijed in the respective departments (Field Operations and Child Survival and Disease
Control) and on receipt ofsatis(ac~ry \york perfonnance report from the field for the previous
period, the cards would be procesSed for the next few month (usually three or six months).
With the authorized signature of the department manager, cards were sent to the Finance
Department for payment. Finance then thoroughly checked for arithmetical accuracy , taped ,
and processed for payment after assigning a check number on each card. Payments to Ministry
of Health personnel were made with attendance' of MSH cashier in coordination with
representatives of the appropriate departments of the.Ministry and MSH. For area personnel
the payments took place at MSH in the presence of the area representative and a person of the
,concerned departmetl:t (Field Operations Child Survival and Disease Control) of MSH. The
cashier prepared envelopes for each person, a white envelope for salanes in Pat Rupees while
a brown alvelope for cost of transportation in Afghanis. Due to time constraints the cashier
often sought help from other finance staff to accomplish this hazardous task.,

, I

i.
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IBank AlC. s.c.N.A.1

I
I

LIQUIDATION Of ADVANCE: Same flow'chart for L1quid~tldn, '
,

:1 i

I, Payment in Pak. Rupees to Hundi Dealers (Vendor ABC)
Ii against an IOU at the prevailing exchange rate in Pakistan
:,1 for payment in Afg~anis Inside Afghanistan. .
L •

I
it ~., ~r ":)~ (1

Y·.QO···" :t IP t::, '~/."..,'. h~\ I·,:J. . JI ...,) __: Vi' \...." , P. ~1' . . ......<'•• ,

:1
!i Receipt of Afghanis against IOU from Hundl Dealer
II (Vendor ABC) In Af~~anistan.



, For the employees directly hired by MSH, U.S.A.J.D. procedures were followed. Bi-weekly
payments to all the employees including Warehouse and Monitoring Unit were on the tiine sheets
procedure. The compensation plan follows the U.S.A.J.D. employees, however the payroll was
always a lower rate. The Liaison Office, which was responsible for Technical Assistance
procurements and administration was also given the responsibility of managing personnel affairs.,.

;

Payments in advance were regular features of the Fiilance Department, due to limited resources
of Afghans. In most cases personnel did not present themselves to receive their salaries,
specifically with respect to area employees. Payment requests for other expenditures were
entered into the General Ledger as an advance payment (accounts receivable). These advances
would remain outstanding until specimen signatures of personnel and receipts for the expenses
were verified by the appropriate department head. The most tedious procedure was tracking of
advances. Due to time consuming nature of the procedure, an accounts assistant was hired to
track advances and prepare reports. The responsibility entailed maintaining complete individual
records and control of all advances and clear them after receiving acceptable receipts. The
ensuing advance could only be made to an individual or a party afurr having a, authorization from, ,

, , the accounts assistant Incases where the complete advance could inot cleared the next payment
issued would be subject to offsetting the previous advance. I

MSH expenses were allocated under three different headings Prog~m, Technical Assistance and
Logistic Support. These expenses were either incurr~ on payments tQthe directly hired person
nel of MSH or procurement by MSH staff. Technical assistance staff~xpenses were either TA
or Logistics as required by the C~pera~v~ Agreement. Logistics or un-billable expenses were
those normally in<;urred by U.S.A.J.D. themselves but to share the adminispative load, MSH
incurred these expenses and [billed U,S.A.J.D. fpr reimbursement. These ,expenses were
incurred in Pak Rupees and the reimbursement was sent by check in the same currency.

Another regular activity included payment of advances to monitors. When monitors visited an
assigned area and verified the presence and performance of personnel, they reported back to the
supervisor of the particular department. The individuals were paid in Pakistan Rupees for travel
cost within Pakistan and for inside Afghanistan, Afghanis. Also, a food allowance was provided

,to them. Most of the monitors wer~~mployedunder contract but about 90 were permanent
:i,employees:' Normally a teamoftwQ,lrionitorswould be const~tuted, one from the pool of
, ;permanentmonitors drawing their $alaJies from MSHand th~(>tI)er from outside to undertake

a particular monitoring mission., Eighty percent of the travel cost!and food allowance was paid

in advance to the MSH employee. " ' ."" , " , ".1., !

To the outside hire, fifty percent of his salary,travel cost and foo9 allowance would be paid as
,advance~·The mission would entail th~l11onitoringof specified People. On their return, their
,.field'repOlt would be examined 'by the Field Operations i Department and on their
"recommendation after deduction for"the proportionate work not accomplished, payment of the
,'balance would take place. ' r
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Vaccinators operated under the same procedure basically as Field Operations staff. Personnel
functions were maintained on sam~ card format. Groups of vaccinators would trclvel to a partic
ular area, and they would be given a special per di~m to compensate the hardship in reaching
all the areas for vaccination of the rural people. Also the cold boxes required special treatment
for keeping the vaccines under required temperature and gas cylinders to provide energy. The
atypical nature of transporting the vaccines has always been a source of concern for Finance as
the receipts provided to the department always were on plain paper signed or thumb printed by
the transporters. There was no way to verify the transportation cost and the only remedy was
to rely on the verification of the head of vaccination department. However, a predetermined
schedule was maintained by the Monitoring Unit , but dt)e to the war these costs changed
constantly. I

i :

To reduce the spur ofthe moment requests for small amountsof ~upees, petty cash funds were
provided to service departments. Fixed amounts of revolving"fun~s were issued to Accounting
Manager, Liaison Office, Warehouse, Monitoring, Training Center and the Ministry. Except
for Accounting Manager's petty cash, all others were meant to meet minor day to day expenses
of the respective departments. Guidelines were established for each petty ~h' fund depending
on department. On submission of authorized receipts an amoun(equal to the ,sum of receipts
would be replenished. The Finance Department's petty cash was only uSed for emergency
payments Le. in cases where the check could not be cashed on, that day and the money was
required on urgent basis. The largest of these was the petty cash f\Jnd of the Liaison Office and
almost weekly the responsible employee would prepare a voucher for its replenishment.

As, noted in the attached graphs expenditures 'varied considerably from year to year. Although
there was a carefully prepared budget the unexpected would ocCur. Mainly, bans on activity
from Washington, DC as well as mid-year 'changes from U.S.A.I.D.. Notably the Gulf war
with the evacuation of the expatriate staff had its impact also (see Figures IX - 1,2&3).

, '

,',Allianc:eBealtbConunlttee, Mini$try or Public Health
II. :\.j~rJt. ": "r; , :" I

AU the seven major'Political parties ~gaged i~the war against Ithe Russians and communist
regime of Afghanistan, were in one form ()r the' other providing niedical support to their people

" inside Afghanistan. , There was a determined need for a commQn platform to coordinate the
,health activities. 'In May 1987 Allian~Health CQmmittee(AHC~wasformedwhich consisted
'of the health committees of Afghan National Liberation Front (ANLF), National Islamic Front
Alliance (NIFA), Jamiat-e Islami Afghanistan (JIA), Harakat~e Islami Afghanistan (HIA) and

,Ittih~d-e Islami 'Afghanistan (IIA). : Only tw~ parties both Hezb-e Islami of Gulbadeen
':Hekrilatyarand Maulvi Younas Khalis did not participate. According to the initial

understan(ijng, presidents were to hold office fora revolving period of three months. ARC was
'to have all the departments which could interact with the counterParts in MSH. From the start
MSHFinance Department's goal was to create a self-sufficient AHC Finance Department. The
Finance Department's objective was to provide technical assistance to the AHC staff in order
for them to function independently on major activities. An agreement of salaries for employees
working in Pakistan and across the border in Afghanistan was achieved in collaboration with all
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Figure IX - 1

ANNUAL PROGRAM EXPENSES - 1986 TO 1994

(Excludes Technical Assist.anre and logistics)
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Figure IX - 2

AUDCATION OF PROGRAM EXPENSES - 1988 TO 1994

(Excludes Technical~e and IDgisitics)
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Figure IX· 3

Departmental Expenses

(lnceplion to Febrnary 2B, 1994)
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the members of AHC High Council in Oct<?ber 1987. In February 1988 an increase of 7 % was
established on their payroll schedule. Salaries remained at this same level until a 50 %
reduction was initiated in 1992. finance and Administration were one department in the AHC
headed by Muhammad Akram Mohmand Baba as Director and Shinwari as the Deputy Director.
Shinwari with a banking background was responsible for the finance section. MSH held
training sessions with the AHC finance staff and prepared books of accounts for them with forms
for reporting to and replenishment from MSH. MSH started by providing AHC with an advance
for petty expenses and gradually increased it to the transfer of salaries for all employees in
cluding the training center and training camps.

MSH had some bitter experiences with AHC and subsequently also with the Ministry of Public
Health (MOPH) formed in April 1989. For example (a) in May 1988 portions of the AHC staff
were not paid the full amount of their salary and an inquiry revealed that if an employee was
considered junior in jihad or if he had not suffered a comparative less to another co-worker, then·
his pay might be docked as apenance for his lack of grace. (bi In April 1989 when the Ministry
was formed and the regular salary check was paid to them, the Ministry hired excessive
employees such as guards, peons and clerks and distributed the salaries in most of the cases
lower rates, a violation of the agreed rates for an agreed number of employees. MSH
categorically issued an ultimatum to the Ministry that 163 employees would only be funded and
personnel changes would be communicated in a format to MSH with written approval. (c) The
Ministry when formed incurred many expenses·outside the authorization of MSH and in violation
of U.S.A.LD. regulation. Specifically procurement of office furniture and equipment went to
the extent of giving charity to a Pakistani national. Due to situations such as these, MSH
decided all control of funds and financial responsibility would be maintained at MSH Finance·
Department.

Afghanistan had not adopted the conventional accounting system nor were there professional
accountants available. This has always been a dilemma with MSH as well as other NGOs. PVO
organizations decided to hire individuals with elementary knowledge of Finance who could
ultimately be transferred inside Afghanistan. Had MSH decided to shift to Kabul, one person
hired by MSH was Abdul Qahir, who had the experience to work as cashier and in accounts
department of Inter Continental Kabul and Abu Dhabi. Abdul worked as a cashier until the end
of the Project. MSH was unable to find Afghans who at least had some basic knowledge of
accounting. English was another requirement of the finance department as all government and

I

MSH Boston transactions and reports were in English. AHC, and then the Ministry, were
allowed to write all the letters in Dari and an interpreter was hired to translate them before
sending them to the concerned department. Finance received these documents, many as receipts
against their advance payments.

Regional (or Area ) Health Committees

The war in Afghanistan was taking new dimensions which gave rise to different areas becoming
strongholds of different commanders. It was not wise to ignore this development because·
without having liaison with these commanders MSH could have ignored to provide its
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humanitarian assistance to a big chunk of population. With this in mind, commanders of the
various areas were encouraged to contact MSH in order to get their share of the health facilities
MSH could provide. It was tried that all these areas should ~ provided assistance on the same
lines as to the people in AHC. These areas included Supervik>ry Council ,of the of the North

.--. Areas (SCNA), South and Southwestern Areas (SSWA), Health Committee of Central
Afghanistan (HCCA), and Health Committee of Paktya and Pakteka (HCPP). To all areas funds
were provided in the form of advances for salaries to training staff, stipends and allowances for
trainees, salaries to BHWs, doctors, nurses, technicians and administrative staff, construction
of health facilities, procurement, of food ;~tuffand supplies for office and health facilities, freight
to transport the medicines and sometime for the procurement of camels and pickups. The
advances procedure would be followed as discussed earlier. iAdministration centers were
established in all the areas to do th~,administrative jobs for th~ health facilities, record the
financial transactions and collect. receipts for submission to MSH~ But in spite of all this it was
an uphill struggle to receive the. receipts before issuing the next~vance. Forms of every nature
were designed on which they could report back to MSH, for various types of expenses.

! ''', !

Each area had a liaison office in Peshawar and the staff of these offices required their salary
. each month. The leader of these offices was usually responsible for collection of money on

behalf of their respective areas. Other than .SCNA, and HCPP, cash payments would be made.
SCNA was asked by MSH to open 'an account in Grindlays Bank, Peshawar, to avoid any
incidents of risks. They would be paid checks for Rupee payments and the Afghanis would be
paid in cash. They would then draw the money as required from Grindlays Bank and then
dispatch it to Afghanistan. The same procedure was followed for HCPP except an account was
opened in Miram Shah close to their activity area and they received a draft to avoid 15-30 days
of clearing time required for checks.

3. CHALLENGES AND CONSTRAINTS

As with any job certain aspects bring challenges as well as restrictions in accomplishing specific
objectives. The following major areas are presented.

A. The Afghans were devoid of professional accountants or modem bookkeeping skills. To
com~nsate for this deficiency Pakistanis with accounting degrees and work experience
in Pakistan audit firms were hired for various finance positions. The skilled Afghan
recruited by MSH had d 10 years work experience as a Cashier and an Accounts Clerk
for Intercontinental Hotel Abu Dhabi.

B. The Afghan counterparts found it difficult to conform to the regulations of U.S.A.I.D..
The general impression was that the funds once given to them should be spent with the
authority of their own designated official without any regard to rules implied. This
behavior at times forced MSH to impose penalties such as withholding salaries until
receipts had been submitted and off- setting other paymepts due to them.

I "
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F. Signature verification at times was cumbersome, as occasionally they did not match with
the specimen signatures on file. For example a BHW in the beginning would place a
thumb print or ring print (rings carved with the names), for the resupply they would
improve to signing in Dari or Pushto and eventually learned to write signatures in
English which would land the finance staff at an impasse of finally resorting to confirma
tions from the identity ,cards and personal inquiries. Also, the signatures of different
employees in Dari would always look alike.

E. Finance experienced, almost unheard of in USA, the inability to purchase supplies to
operate the department for the first two to three years of the Project. Supplies for
computers and other electronic equipment was almost non existent. Usually supplies
were ordered from Boston, later Karachi or Lahore. For computer repairs Boston sent
parts etc., a turnaround time of two to three months. Later a reliable shop was
established in Islamabad but it took months for job completion. Initially Uninterrupted
Power Supply (UPS) was :unavailable and at load-shedding or power breakdowns finance
was at its mercy, much of the data at times was lost due t6 abrupt power failure.

a. Lack of skilled Afghan staff and MOPH refuscU to have Pakistanies in their
finance departme~t.

229
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G. Initially, it was conceived that the MSH fiJ,lance departm~nt by 1990 could establish the
finance operations at the Ministry of Public Health Finance Department. MOPH process
the funds and MSH finance staff audit. It became clear early this was inadvisable to
attempt due to several factors:

C. Due to the failure of the Afghanistan banking sysiem because of war, and the,
developmental stage of the Pakistan banking system, there was no alternative than join

;.. the, cultural society of CASH. That is the minority (to%) "of People in Pakistan
maintained bank accounts and individual Afghans were: not allowed to open bank
accounts in Pakistan. MSH sponsored two Afghan checking accounts which were for the
conVenienCe of,~ross-checks; MSH at, the,end of the Project closed these accounts as

I 'Afgllans ,could not utilize these for themselves. With circumstances as these ensues a
: highiisk for pilferage, robbery, embezzlement and fraud.! However, during the seven
,year~ofMSH opetation no major incident occurred. The!~tmosphere in Peshawar and
Afghanistan during 1988-92 was like the wild west never krlowing when you were trailed

;.or'a.',Kaleshnikolf\\,ould be pointed at you, or a terrori~t would hit the Warehouse.
" Insurance was purchased to cover, Cash in transit inPakis4ID ( Afghanistan was in such

a high risk that no insurance~mpany would issue policie~). Also a policy covered the
'.$4,000,000 :medica1 supplies ,in the Warehouse. This action was approved by the
Contracting Officer in Islamabad.. ' ' ' '

R~ipts for~dvancesfrom inside Afghanistan was a timeiconsuming affair particularly
,inth,e summers when the resupply schedules coincided with the expatriate staffs' R & R
leave. Afghans always expected Finance to have their payments within three to five
working days, but for them, days and even months were taken receiving receipts on past
advance payments. Decisions were made to send the supplies first, paying freight only
and the corresponding salaries to be released on the receipt of signatures. This procedure
split the actiyity and created many man, hours of additional work in the finance
department.



, I

The high risk of corruption as the. Minister waS the only signatory on the
. checking account and in 1989 there was a diversion of funds. (this was totally

recovered by MSH Finance) .
c. The Ministry co-mingled funding sources in their financial record-keeping. It

was clear their administration would not allow MSH reviewing the finances.
.~.. '-

4. LESSONS LEARNED

J.

11.

lll.

iv. '

The foremost lesson learnt on this Project was that professional accountants should
always be involved to prepare the budget, process operations and fulfill reporting
requirements.

The activity of selection~ pay schedules,. performance analysis and custody and
preparation of cards for payment to personnel was all controlled by the concerned
departments of MSH. The last step of custody and preparation of salary should have
been controlled by the finance office. Salaries could be prepared by finance department
on the basis of the data provided by the departments concerned for specified people, such
as to enable the finance department exercise adequate financial controls.

In MSH, 64 % of the- funds disbursed were through a single department. Technically
speaking there should have been more diversification. • I

, , !

The interaction between Pakistani and Afghan collegues i~ the finance was admirable.
Each assisted 'the other in language i.e. Dari to Pushto to English and financial system
procedures. i

.[1
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x. CONCLUSION

William D. Oldham, M.D., Team Leader

The Project terminated on April 3~, 1994 after phasing down for a number of months. We
believe we achieved all of the important objectives, both relief and development. We left behind
in Afghanistan a well trained and experienced cadre of primary health workers and a well trained
and motivated nucleus of supervisors and senior managers, many of whom had had participant
training in public health in the United States under Project funds. .

The Important Lesson Learned

: l

All the department heads have responded, each listing a number of lessons learned in each
activity area. I have tried not to duplicate here what has already been listed in the nine previous
sections but have tried to state what I think is the most important lesson learned overall during
the implementation of the Afghanistan Health Sector Support Project.

The fact that health services can be developed in a cross-border support program was well .
demonstrated. It requires close coordination and motivation of the, health leadership and health

~-. persOnnel who are. well supplied. and trained. Actually most of the lessons listed by the
individual departments are required to achieve the development objectives of the program.

,. .

Even though the support of the program was cut off, the personnel are there and most are ready
to pick up~herethings"were left 'off.-'Other donors are required ,or a government established
that can produce enough revenue to reinstate the health program.. I

. ,
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APPENDIX VI-l
COLD CHAIN EQUIPMENT

The cold chain equipment used at different levels of the cold chain are listed below, Between
brackets is the origin of the equipment:
(E) = Electrolux, Luxembourg
(Q) = Quatro Elle Spa, ltalia
(S) = Sibir International AB, Switzerland
(T) = Thermos Ltd., U. K.
The exact combination of the listed equipment depended on the needed storage capacity of
each of the facilities/teams/VSF.

Central cold room. Peshawar:

1- Refrigerator or freezer, compression type, Model TCW 1151 IceJined (E)
2- Icepack freezer, compression type, Model TFW 791 (E)
3- Refrigerator & freezer, absorption type, Model V 240 GE, Gas and Electric (5)
4- Refrigerator & freezer, absorption type, Model RA 1302 EG, Electric & Gas (E)
5- Icepack freezer, absorption type, Model RCW 65 Gas (E)

Vaccine Storage facilities

1- Refrigerator & freezer, absorption type, Model V 240 GE, Gas and Electric (S)
2- Refrigerator & freezer, absorption type, Model RA 1302 EG, Electric and Gas (E)
3- Icepack freezer, absorption type, Model RCW 65 Gas (E) .
4- Icepack freezer, absorption type, Model FeW EG, Electric and Gas (E)
5- Refrigerator & Icepack freezer, absorption type,· Model RCW 42 EG, Electric & Gas (E)
6- Long range vaccine cold box, Class A, Model RCW 25, with icepacks (E)
7- Long range vaccine cold box, Class A, Model RCW 12 (E)
8- Vaccine carrier, Class B, Model 3504/38 (T)
9- Vaccine carrier 1 Point-of-use" Class A, Model RCW 2 (E)
10- Vaccine carrier, 19 Litres "gross capacity" (Q)

Mobile Team

1- R'efrigerator & Icepack freezer, absorption type, Model RCW 42 EG, Electric & Gas (E)
2- Long range vaccine cold box, Class A, Model RCW 25, with icepacks (E)
3- Long range vaccine cold box, Class A, Model RCW 12 (E)
4- Vaccine carrier, Class B, Model 3504/38 (T)
5- Vaccine carrier 1 Point-of-use, Class A, Model RCW 2 (E)
6- Vaccine carrier, 10 Litres "gross capacity" (Q)

Facilities with EPI



1- Refrigerator & icepack freezer, absorption type, Model RCW 42 EG, Electric and Gas (E)
2- Long range vaccine cold box, Class A, Model RCW 25, wfth icepacks (E)
3- Long range vaccine cold box, Class A, Model RCW 12 (E)
4- Vaccine carrier, Class B, Model 3504/38 (T) ,
5- Vaccine carrier / Point-of-use, Class A, Model RCW 2 (E)
6- Vaccine carrier, 10 Litres "gross capacity" (Q)
7- Icepack freezer, absorption type, Model FCW EG, Electric and Gas (E)
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EPI Results ordered by USAID Fiscal Year

FY BCGUI BCGU2 BCGTOT MEASUI MEASU2 MEASTOT DPT1Ul DPT1U2 DPTITOT DPT2Ul DPT2U2 DPT2TOT DPT3Ul DPT3U2 DPT3TOT

1988 377 849 1,715 498 1,296 3.852 943 1.912 6,355 0 0 5 0 0 0

1989 874 1.861 4,643 684 3,147 10.725 2.202 5.251 18.322 91 919 5,752 0 7 51

1990 17.054 34.979 64.797 10,711 33,274 67.402 15,680 36.240 72,741 1,818 5,280 12.875 335 1.633 5,801

1991 23,203 40,474 57.383 23.746 54,917 84.676 34.817 61.928 94,626 7,200 14,795 26,655 961 3.846 8,561

1992 42,901 89.886 121.293 27,080 72,728 104.244 40.673 89.168 123.957 23,131 53,573 77,714 7,950 20.663 33,561

1993 70,482 140.402 159,018 39,429 103,733 141.740 66,164 143,379 165,449 44,132 99,479 119,962 32,604 77.256 92.338

1994 8,547 16.903 17,172 5,084 13.546 17.637 8.833 16.292 16,876 5,865 11.830 12,429 5.033 10.831 11,823

377 472 866 498 798 2,556 0.00% 0.00% 0.08% 0.00% 0.00% 0.00%

874 987 2.782 684 2,463 7.578 -4.t3% 17.50% 31.39% 0.00% 0.13% 0.28%

17,054 17.925 29,e'8 10,711 22,563 34.128 11.59% 14.57% 17.70% 2.14% 4.51% 7.97%

23,203 17.271 16,909 23,746 31,171 29.759 20.68% 23.89% 28.17% 2.76% 6.21% 9.05%

42,901 46,985 J 1,407 27,080 45,648 31,516 56.87% 60.08% 62.69% 19.55% 23.17% 27.07%

70,482 69,920 18.616 39,429 64,304 38,007 66.70% 69.38% 72.51% 49.28% 53.88% 55.81%

8,547 8,356 269 5,084 8,462 4,091 66.40% 72.61% 73.65% 56.98% 66.48% 70.06%

21.98% 27.52% 50.50% 12.93% 20.72% 66.36%

18.82% 21.26% 59.92% 6.38% 22.97% 70.66%

26.32% 27.66% 46.02% 15.89% 33.48% 50.63%

40.44% 30.10% 29.47% 28.04% 36.81% 35.14%

35.37% 38.74% 25.89% 25.98% 43.79% 30.23%

44.32% 43.97% 11,71% 27.82% 45,37% 26,81%

49.77% 48.66% 1.57% 28.83% 47.98% 23.20%

FY Under 1 Under :1 Total Planned

1988 1,818 3.46% 4,057 7.72% 11,927 22.69% 52,575

1989 3,851 1.89% 11,185 5.50% 39,493 19.41% 203,495

1990 45,598 12,41% 111,406 30.33% 223,616 60.88% 367,284

1991 89,927 18.91% 175.960 37.00% 271,901 57.18% 475,550

1992 141,735 17.52% 326,018 40.30% 460,769 56.95% 809,033

1993 252,811 30.05% 564,249 67.07% 678,507 80.65% 841,284

1994 33,362 NA 69,402 NA 75,937 NA 0

======= ====== ======= ====== ======= ====== =======
Total 569,102 24.44% 1,262,277 54.21% 1,762,150 75.67% 2,328,579 (1993 included for 50%)

Date: 31·Mar·94
BEST AVAILABLE COpy



EPI Results ordered by Calendar Year

CY SCG_O_l1 BCGU2 BCGTOT MEAS_O_l1 MEASU2 '.~=':'S-OT DPT1_0_11 DPT1U2 DPT1TOT DPT2_0_11 DPT2U2 DPT2TOT DPT3_0_11 DPT3U2 DPT3TOT

',988 435 998 2.040 783 2.440 ~ 750 1.415 3.256 10.901 5 14 95 ° 0 1

19S9 3.566 9.326 23.550 1.758 8995 25 O~ 9 4.977 13.076 37.271 180 1,298 5.934 30 438 1,860

'990 20.881 37.644 60.054 16.298 .10.167 58839 22.378 41.821 69.633 4,864 10,630 19.775 951 2.955 5.596

1991 23.273 . 45.137 53.172 21.073 52.747 32.173 31.156 62.286 95.253 9,057 20,764 37.570 1,355 4,338 9.680

1992 43.696 91.922 124,027 29.242 79.050 ~ , 5 338 41.141 91543 127.703 23,103 54,803 77.546 10,368 24,254 39.921

1993 56.604 131.170 144.021 35.221 92.555 . 22.029 52.757 132,553 1.17.935 42,825 94,069 109.174 32.554 79.040 90,866

1994 4.983 9.157 9.157 2.857 5.586 3.'088 5.478 9.630 9.630 2.203 4.298 4.298 1.625 3,211 3,211

563 1,042 1.557 5320 0.35% . 0.43% 0.87% 0.00% 0.00% 0.01%

5,750 14,224 --- 7,237 '5.024 3.62% 9.93% 18.60% 0.60% 3.35% 4.99%

15.763 22,110 23.869 23.572 21.74% 25.42% 2840% 4.25% 7.07% 9.47%

21.864 18,035 31.574 29.425 29.07% 33.34% 39.44% 4.35% 6.96% 10.16%

48.226 32.105 49.808 37.318 56.16% 59.87% 60.72% 25.20% 26.49% 31.26%

64.566 12,851 57.335 Zg ..73 68.23% 70.96% 73.80% 51.86% 59.63% 61.42%

21.32% 27.60% 51.08% 10.09% 21.35% 58.56%

15.14% 24.46% 60.40% 7.03% 28.93% 5... 05:>(,

34.77% 2,7.91 % 37.32% 23.68% 34.67% 41.55%

36.84% 34.61% 28.55% 25.64% 38.55% 35.81%

35.23% 38.88% 25.89% 25.13% 42.80% 32.07'~

46.25% 44.83% 8.92% 28.86% 46.98% 2·115"'(,

CY Under 1 Under 2 Total Planned

;988 2,638 5.02% 6,708 12.76% 20,797 39.56% 52,575

1989 10,511 5.17% 33,133 16.28% 94.634 46.50% 203,495

1990 65,372 17.80% 133,217 36.27% 224,897 51.23% 367.284

1991 85.914 18.07% 185,272 38.96% 287.848 50.53% . 475,550

1992 147.550 18.24% 341,572 42.22% 485.565 50.02% 809,033

1993 239.971 28.52% 529,393 62.93% 614,025 72.99% 841.284

1994 17.146 NA 32,982 NA 34.384 NA 0

======= ====== ======= ======= ======= ====== =======
Total 569,102 24.44% 1,262,277 54.21% 1.762,150 75.57% 2,328,579 (1993 included for 50%)

Date: 31-Mar-94 BESTAVAILABLE COpy

9



EPI Results corrected for supply delays

FY 5CGU1 BCGU2 BCGTOT MEASU1 MEASU2 MEASTOT DPT1U1 DPT1U2 DPT1TOT JPT2U1 DPT2U2 DPT2TOT DPT3U1 DPT3U2 DPT3TOT
1988 815 815 1.767 1.053 3.739 12.739 2.683 6.146 22.143 91 919 5757 0 7 51

1989 10.337 23.151 47.235 7.589 23.183 51.079 9.788 24.483 53.865 404 1.588 5.108 262 1.072 3.865
1990 28.030 48.496 70.548 25.688 61.135 95.589 37.965 67.948 105.968 8.273 16,609 29.141 1.027 3.543 7.265
1991 29.047 57.317 73.883 18.961 47257 63,104 30.509 63.436 83.612 15.506 34.144 50.544 4.065 10.649 17,354

1992 69.048 145.656 176.040 39.194 110.006 158.337 60.107 135.783 169.999 40.905 96.344 122,443 28,247 68.572 87.647
1993 25.161 48.967 54.337 14.747 37.321 49.428 28.260 56.374 62,739 17.058 36,272 42.399 13.282 30.393 35.953

815 0 952 1.053 2.686. 9.000 3.39% 14.95% 26.00°" 0.00% 0.11% 0.23%
10.337 12.814 24.084 7.589 15.594 27.896 4.13% 6.49% 9.48°" 2.68% 4.38% 7.18%
28.030 2C.466 22.052 .25.688 35.447 34.454 21.79% 24.44% 27.50% 2.71% --S:2f% . 6:86%

29.047 28.270 16.566 18.961 28.296 15.847 50.82% 53.82% 60.45~0 13.32% 16.79% 20.76%
69.048 76.608 30,384 39.194 70,812 48.331 68.05% 70.95% 72.03°" 46.99% 50.50% 51.56%
26.161 22.806 5.370 14.747 22.574 12.107 60.36% 64.34% 67.58°'0 47.00% 53.91% 57.31%

46.12°" 0.00% 53.88% 8.27°0 21.08% 70.65~"

21.88% 27.13% 50.99% 14.86°" 30.53% 54.61°"
39.73% 29.01% 31.26% 26.87°~ 37.08% 36.04~~

39.31% 38.26% 22.42% 30.05% 44.84~" 25.11%

39.22% 43.52% 17.26% 24.75% 44.72% 30.52~"

48.15% 41.97% 9.88% 29.84% 45.67% 24.49%

FY Under 1 Under 2 Total Planned... ~

1988 4.642 8.83% 11,626 22.11% 42,457 80.76% 52.575

1989 28.380 13.95% 73,477 36.11% 161.152 79.19% 203,495

1990 100.983 27.49% 197.731 53.84% 308.511 84.00% 367.284

1991 98.088 20.63% 212.803 44.75% 288,497 60.67% 475.550

1992 237.501 29.36% 556,361 68.77% 714.466 88.31% 809.033

1993 99.508 11.83% 209.327 24.88% 244.856 29.11% 841.284
;::;::==== ====== ======= ====== ====== ====== ======

569.102 24.44% 1.261.325 54.17°. 1.759.939 75.58% 2.328.579 (including 1993 for 50%)

Date: 31·Mar·94 BEST AVAILABLE COpy

~



BESTAVAILABLE COpy

EPI Results corrected for supply & distribution delays

FY 3CGUI BCGU2 BCGTOT MEASUI ~'EASU2 MEASTOT DPT1Ul DPT1U2 DPTITOT DPT2Ul DPT2U2 DPT2TOT DPT3Ul DPT3U2 DPT3TOT

1988 815 , .757 3.978 1.053 3.739 12.739 2.583 6.146 22.143 91 919 5.757 0 7 51

1989 10.337 23.151 47.235 7.589 23.183 51.079 9.788 24.483 53.865 404 1.588 5.108 262 1.072 3.865

1990 30.356 53.245 77325 26.997 65.712 102.837 41.171 74.702 116.036 8.614 18.487 34.422 1.034 4.407 10.497

1991 42.128 88.210 119.583 26.942 71.869 102.814 40.250 88,129 122.910 22,171 50,626 74.609 7,832 20.132 32,710

1992 71.075 141.817 160,467 39.000 , 02.928 140.919 65,539 142,102 163,419 44,324 100,838 120,807 32.113 76,153 90.848

1993 8.727 17.164 17.433 5.651 15.210 19,888 9.881 18.608 19.953 6.633 13.418 14.689 5.642 12,465 14.164

1994 0 a 0 0 0 0 0 0 0 0 0 0 0 0 0

815 952 2,21 I 1,053 2.686 9.000 3.39% 14.95% 26.00% 0.00% 0.11% 0.23%

10.337 12.814 _____24.084 7.589 15.594 27.896 4.13% 5.49% 9.48% 2.68% 4.38% 7.18%

30,356 22.889 24:80 26.997 38.715 37,125 20.92% 24.75% 29.66% 2.51% 5.90% 9.05%

42. 128 46.082 31,373 26,942 44.927 30.945 55.08% 57.45% 60.70% 19.46% 22.84% 26.61%

71.075 70.742 18.650 39.000 53.928 37,991 67.63% 70.96% 73.92% 49.00% 53.59% 55.59%

8.727 8.437 269 5.651 9.559 4.678 67.13% 72.11% 73.62% 57.10% 66.99% 70.99%

20.49% 23.93% 55.58% 8.27% 21.08% 70.65%

2188% 27.13% 50.99% 14.86% 30.53% 54.61%

39.26% 29.60% 31.14% 26.25% 37.55% 36.10%

35.23% 38.54% 26.24% 26.20% 43.70% 30.10%

44.29% 44.09% 11.62% 27.68% 45.37% 26.96%

50.06% 48.40% 1.54% 28.41% 48.06% 23.52%

FY Under I Under 2 Total Planned

1988 4.642 8.83% 12.578 23.92% 44,668 84.96% 52,575

1989 28.380 13.95% 73,477 36.11% 161.152 79.19% 203,495

1990 108,172 29.45% 216,553 58.96% 341.117 92.88% 367,284

1991 139,323 29.30% 318,966 67.07% 452,626 95.18% 475,550

1992 252,051 31.15% 563.838 69.69% 576.460 83.61% 809,033

1993 36.534 4.34% 76,865 9.14% 86.127 10.24% 841,284

1994 0 NA 0 NA 0 NA 0

======= ====== ==;:;:==== ====== ======= ====:;:;:= =======
569, 102 26.87% 1.262.277 59.59% 1.762,150 83.19% 2,1 I 8,258 (1993 included for 25%)

Corretions made for 1988. 1989. 1990 for vaccine pipeline (earliest date in the field =June)

__...._ for 1991,1992.1993 for the effect of the 'ban'.

The 'planned' number is calculated on the ## of doses of vaccines available,

any delay in delivery of the vaccine to the in-country VSF entails delay of the

planned activities. Major factors of delay are beyond control even of the Peshawar

office (UNICEF pipeline, 'ban'). Therefore we assume that this spreadsheet reflects best

the local/regional capacity for running EPI programs.

Date: 3 I ·Mar-94



EPI Results ordered by USAID Fiscal Year

Year TI1U15 TI1FER TI1PRE TI1TOT TT2U15 TI2FER TI2PRE TT2TOT TI3U15 TI3FER TI3PRE TT3TOT TI4U15 TI4FER TT4PRE TI4TOT
1988 0 2.838 0 2.838 0 C 0 0 0 0 0 0 0 0 0 0
1989 1.046 6.772 0 7.818 12 1.761 0 1.773 0 0 0 0 0 0 0 0
1990 16.727 30.610 0 47.337 4.545 5.031 0 9.576 763 757 0 1.520 0 0 0 0
1991 26.632 51.107 0 77.739 6.132 7.969 0 14.101 1.442 1.836 0 3.278 0 0 0 0
1992 51.287 57.208 0 118.495 25.225 40.299 0 65.524 10.696 15.821 0 26.517 0 0 0 0
1993 77.220 94.949 0 172.169 56.887 73.099 0 129.986 24.601 44.948 0 69.549 1.723 4.799 0 6.522
1994 3.589 6.255 0 9.854 4.028 5.218 0 9246 2.701 4.883 0 7.584 616 1.054 0 1.670

0.00% 100.000~ 0.00% O.OO~" 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.0.0%
13.38% 86.62% 0.00% 1.15% 26.000~ O.Ooo~ 22:58~l>-- '. 0_00% 0.00% '0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
35.34% 64.66% C 00% 27.17°" 16.44% 0.00% 20.23% 4.56% 2.47% 0.00% 3.21% 0.00% 0.00% 0.00% 0.00%
34.26% 55.74°'0 0.00% 23.02% 15.59~'" 0.00°" 18.14% 5.41% 3.59% 0.00% 4.22% 0.00% 0.00% 0.00% 0.00%
43.28% 56.72% 0.00% 49.18% 59.96°'" 0.00% 55.30% 20.86% 23.54% 0.00% 22.38% 0.00% 0.00% 0.00% 0.00%
44.85% 55.15~~ 0.00% 73.57% 75.99°" 0.00°" 75.50% 31.86% 47.34% 0.00% 40.40% 2.23% 5.05% 0.00% 3.79%
36.42% 63.58% 0.00% 112.23% 83.29% 0.00% 93.83% 75.26% 77.94% 0.00% 76.96% 17.16% 16.82% 0.00% 16.95%

Under 15 Fertile Pregnant Total Planned

1988 0 0.00% 2.838 14.52% 0 0 2.838 14.52% 19.549

1989 1.058 1.91% 8.533 15.44% 0 0 9.591 17.36% 55.263

1990 22.035 10.11% 36,398 15.69% 0 0 58,433 25.80% 218,045

1991 34,206 14.25% 60.912 25.37% 0 0 95.118 39.62% 240.060

1992 87,208 9.60% 123.328 13.57% 0 0 210,536 23.16% 908.857

1993 160,981 45.06% 218,610 61.18% 0 0 379.591 106.24% 357.294

1'994 11.081 NA 17,979 NA '0 NA 29.060 NA 0

====== ===== ====== -===;:= ====== ===== ====== ===== ======
316,569 17.60% 468.598 26.05% 0 0 785.167 43.64% 1.799.068

Date: 31-Mar-94
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EPI Results ordered by Calendar Year

Year TT1U15 TT1FER TT1PRE TTHOT TT2U15 TT2FER TT2PRE TT2TOT TT3U15 TT3FER TT3PRE TT3TOT TT4U15 TT4FER TT4PRE TT4TOT
1988 0 5.185 0 5.185 0 45 0 45 0 0 0 0 0 0 0 0
1989 3.339 8.157 0 11,496 850 2.083 0 2.933 0 0 0 0 0 0 0 0
1990 19.828 37.280 0 57.108 5.946 7,471 0 13,417 1.063 1.013 0 2.076 0 0 0 0
1991 28.684 51.563 0 80.247 8.417 12,436 0 20.853 1,435 2.024 0 3,459 0 0 0 0
1992 53.329 70.808 0 124.137 27.542 43,450 0 70.992 12.770 18.329 0 31.099 0 0 0 0
1993 59.135 82.346 0 151.481 52.446 55,437 0 117.883 23.734 44.966 0 68.700 2.116 5.342 0 7,458

1994 2.186 4,410 0 6.596 1.528 2.455 0 4.083 1.201 1.913 0 3.114 223 511 0 734

0.00% 100.00% 0.00% O-OO~"-. 0.87% 0.00% 0.87% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
29.04% 70.96% ().OO% 25.46°~ 25.54% 0.00% 25.51% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
34.72% 65.28% 0.00% 29.99% 20.04% 0.00% 23.49% 5.36% 2.72% 0.00% 3.64% 0.00% 0.00% 0.00% 0.00%
35.74% 64.26% 0.00% 29.34% 24.12% 0.00% 25.99% 5.00% 3.93% 0.00% 4.31% 0.00% 0.00% 0.00% 0.00%
42.96% 57.04°~ 0.00% 51.65% 61.36% 0.00% 57.19% 23.95% 25.89% 0.00% 25.05% 0.00% 0.00% 0.00% 0.00%
45.64% 54.36% 0.00% 75.86~~ 79,47% 0.00% 77.82% 34.33% 54.61% 0.00% 45.35% 3.06% 6.49% 0.00% 4.92%

year Under 15 Fertile Pregnant Total Planned

1988 0 0.00% 5,230 26.75 0
0 0 0 5,230 26.75% 19,549

1989 4,189 7.'58% 10,240 18.53~o 0 0 14.429 26.11% 55.263

1990 26,837 12.31% 45,764 20.99% 0 0 72.601 33.30% 218.045
1991 38.536 16.05% 66.023 27.50% 0 0 104,559 43.56% 240.060

1992 93.641 10.30% 132,587 14.59% 0 0 226.228 24.89% 908.857

1993 148.037 41.43% 199,017 55.70% 0 0 347.054 97.13% 357,294

1994 5,329 NA 9.737 NA 0 0 15.066 NA 0
====== ===== ====== ===:;:;= ====== ===== ====== ==;;::;== ======

316,569 17.60% 468.598 26.05% 0 0 785.167 43.64% 1.799.068

Date: 31-Mar-94
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EPI Results corrected for supply delays

Year TI1U15 TI1FER TI1PRE TInOT TI2U15 TI2FER TI2PRE TI2TOT TT3U15 TT3FER TI3PRE TI3TOT TI4U15 TI4FER TI4PRE TI4TOT
1988 138 8.843 0 8.961 12 1.761 0 1.773 0 0 0 0 0 0 0 0

1989 8.680 19.896 0 28.576 1.677 1.761 0 3.438 249 285 0 534 0 0 0 0
1990 30.382 54.133 0 84.515 6.879 9.462 0 16.341 1.122 1.436 0 2.558 0 0 0 0
1991 31.265 48.219 0 79.484 15.630 24.269 0 39.899 6.745 7.134 0 13.879 0 0 0 0
1992 83.361 100.937 0 164.296 56.065 78.834 0 134.699 23.039 46.692 0 69.731 1.418 3.758 0 5.176
1993 22.675 27.721 0 50.396 16.566 17.290 0 33.656 9.048 12.698 0 21.746 921 2.095 0 3.016

1.54% 98.46% 0.00% 8.70% 19.91% 0.00% 19.74% 000% O.Ooo~ 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
30.38% 69.62% 0.00% 19.32% 8.85% 0.00% 12.03% 2.87% 1.43% 0.00% 1.87% 0.00% 0.00% 0.00% 0.00%
35.95% 64.05% cJ.OO% 22.64% 17.48% 0.00% 19.34% 3.69% 2.65°'. 0.00% 3.03% 0.00% 0.00% 0.00% 0.00%
39.33% 60.67% 0.00% 49.99% 50.33% 0.00% 50.20% 21.57% 14.79% 0.00% 17.46% 0.00% 0.00% 0.00% 0.00%
45.23% 54.77% 0.00% 67.26% 78.10% 0.00% 73.20% 27.64% 46.26°'~ 0.00% 37.84% 1.70% 3.72% 0.00% 2.61%
44.99% 55.01% 0.00% 73.06% 62.37% 0.000~ 67.16% 39.90% 45.81°~ 0.00% 43.15% 4.06% 7.56% 0.00% 5.98%

Under 15 Fertile Pregnant Total Planned

1988 150 0.77% 10.604 54.24% 0 0 10.754 55.01% 19.549

1989 10,606 19.19% 21,942 39.70% 0 0 32.548 58.90% 55.263

1990 38,383 17.60% 65,031 29.82% 0 0 103.414 47.43% 218.045

1991 53.640 22.34% 79,622 33.17% 0 0 133,262 55.51% 240.060

1992 164.053 18.05% 230.461 25.36% 0 0 394.514 43.41% 908.857

1993 49.737 13.92% 60.938 17.06% 0 0 110.675 30.98% 357,294

====== ===== ====== ===== ====== ===== ====== ===== ======
316,569 17.60% 468,598 ... 26.05% O' 0 785,167 43.64% 1.799.068

Date: 31-Mar-94
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EPI Results corrected for supply &distribution delays

Year TI1U15 TI1FER TI1PRE TInOT n2U15 TI2FER TI2PRE TI2TOT TI3U15 TI3FER TI3PRE TI3TOT TI4U15 TI4FER TI4PRE TI4TOT

1988 138 8.843 0 8.981 12 1.761 0 1.773 0··--· 0 0 0 0 0 0 0

1989 8.680 19.896 0 28.576 1.677 1.761 0 3.438 249 285 0 534 0 0 0 0

1990 35.587 62.588 0 98.175 9.000 11.239 0 20.239 1.956 2.308 0 4.264 0 0 0 0

1991 50.615 66,439 0 117.054 23,121 37.801 0 60,922 10.493 15.539 0 26.032 0 0 0 0

1992 77,489 95,441 0 172,930 58,607 75,385 0 133.992 24.565 45,023 0 69,588 1.723 4.799 0 6,522

1993 3.992 6.542 0 10,534 4.412 5,430 0 9.842 2.940 5.090 0 8,030 616 1,054 0 1,670

1.54% 98.46% 0.00% 8.70% 19.91% 0.00% 19.74~~ 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%

30.38% 69.62% 0.00% 19.32% 8.85% 0.00% 12.03% 2.87°,0 1.43% 0.00% 1.87% 0.00% 0.00% 0.00% 0.00%

36.25% 63.75% 0.00% 25.29% 17.96% 0.00% 20.62% 5.50% 3.69% 0.00% 4.34% 0.00% 0.00% 0.00% 0.00%

43.24% 56.76% 0.00% 45.68% 56.90% 0.00% 52.05% 20.73% 23.39% 0.00% 22.24% 0.00% 0.00% 0.00% 0.00%

44.81% 55.19% 0.00% 75.63% 78.99% 0.00% 77.48% 31.70~~ 47.17% 0.00% 40.24% 2.22% 5.03% 0.00% 3.77%

37.90% 62.10% 0.00% 110.52% 83.00% 0.00% 93.43% 73.65°", 77.80% 0.00% 76:23% 15.43% 16.11% 0.00% 15.85%

Year Under 15 Fertile Pregnant Total Planned

1988 150 0.77% 10.604 54.24% 0 0 10.754 55.01% 19.549

1989 10.606 19.19% 21.942 39.70% 0 0 32.548 58.90% 55.263

1990 46.543 21.35% 76.135 34.92% 0 0 122.678 56.26~o 218.045

1991 84.229 35.09% 119.779 49.90% 0 0 204.008 84.98% 240.060

1992 162.934 17.93% 221.463 . 24.37~~ 0 0 .384.397 42.29% 903:857

1993 12,107 3.39% 18.675 5.23% 0 0 30,782 8.62~o 357.294

====== ===== ====== ===== ====== ===== ====== =:::::::;=== ======
Total 316.569 17.60% 468.598 25.05% 0 0 785.167 43.64% 1.799.058

Corrections made: for 1988.1989.1990 correction is made for vaccine pipeline (earliest date in the field" June)

for 1991. 199? , 993 additional correction is made for the "ban-

The "planned" number was calculated based on /i# of doses of vaccines available~'-" ----
any delay in delivery ')f the vaccine to the in-country VSF entails delay of the

planned" activities. Major factors of delay are beyond control even of the Peshawar

office (UNICEF pipeline. "ban"). Therefore we assume this spreadsheet reflects best

the local/regional capacity for running EPI programs.

Date: 31-Mar-94

BEST AVAILABLE COpy



Appendix II-I

LIST OF TRAINING MANUALS
DEVELOPED BY

INSTITUTE OF PUBLIC HEALTH·
AND

MANAGEMENT SCIENCES FOR HEALTH, TRAINING DEPARTMENT

Publication Language Pages

1. Basic Health Worker Training Manual Dan 399
(Text)

2. Basic Health Worker Training Manual Pushto 379
(Text)

3. Basic Health Worker Training Manual English 159
(Text)

4. Basic Health Worker Training Manual Dan 112
(Practical)

5. Basic Health Worker Training Manual Pushto 91
(Practical)

6. Basic Health Worker Training Manual English 36
(Practical)

7. Basic Health Worker Medical Dosage Dari 6
Calculation

8. Basic Health Worker Continuing Dari 110
Education Manual

9. Maternal & Child Health Officer Dari 640
Training Manual

10 Maternal & Child Health Officer English 511
Training Manual

11 Maternal & Child Health Officer Dari 150
Instructor's Manual

12 Maternal & Child Health Officer English 127
Instructor's Manual

13 Rural Health Officer Training Manual Dari 630

14 Rural Health Officer Training Manual English 270



Appendix II -1 (2)

15 Management Training Manuals Vol. 1 - Dari/English 731
4

16 Combined Mid-level Continuing English 1106
Education Vol. 1 & 2

ADDITIONAL PUBLICATIONS

l.
2.

3.
4.
5.
6.
7.
8.
9.
10.

11.

Prime Messages
Strategy for Managing Primary Health Care at the District Level in
Afghanistan, Rural Health Officer Program
A Workshop on Use and Maintenance of a Latrine
How Tuberculosis Spreads
Environmental Health
Orientation to Laboratory Technician Training Program
Harmful Micro-organisms
BHWs Responsibilities, Duties and Training
Report about IPH Publication Department Achievements
Report about Alliance Health Committee Representative to USA: A
Proposal for Establishing a Health Education Department within IPH.
Goal and Responsibilities of MOPH's Directorates

Note: The IPH in addition to the above has published several public health bulletins and
numerous pamphlets.
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BESTAVAILABLE COpy

~ '.

QUALifiCATION EXPERIENCE PAY 8ASIC SALARY 8ASIC SALARY BASIC SALARY

Ra./Mon./Y, Eap. \111 April 82 aft., April i2 .n., Oelob., 82

o DOCTOIIIPECIALIST 150 8,527 4,886

o DOCTOf\GENERAUST 100 5,457 4.083

ENTAL DOCTOR lDMD. DDS, oto.) 100 5.457 4,08)

CTOII ASSISTANT C4 YIIS KABUL TRNG) 15 4,)87 ),280

ENTAL DOCTOII ASSISTANT 12·3 YRS KA8UL TRNG) 75 3,311 2,499

EDICAL STUDENT S CLAlIS 0 4,)87 3,280

DICAL STUDENT 4TH AND 3RD CLASS 0 2,_ 2,247

EDICAL STUDENT 2ND AND 1ST CLA5S 0 1,294 883

HARMACIST (UCENTIATES DEGREE 4 YRS TANG) 15 4,381 3,280

MPOUNDeR /PHARMACY TECH.C 2.YRS TANG) 75 2,888 2,241

HARMACIST ASSISTANT (1 YR OR LESS TANG) 0 1,112 1,294

IPLOMA NURSE (3 YRS TRNG) 15 2,_ 2,241

URIE HelPER (1'·24 MONTHS TANG) 0 2,354 1,7"

EDICAL TECHNICIAN (13-11 MONTHS TRNG) 0 2.140 1,805

EDt CAL TECHNICIAN (12 MONTHS TRNG) 0 1,8211 1,445

EDICAL TECHNICIAN (1.-" MONTHS TRNGI 0 1,112 1,214

EDICAL TECHNICIAN (8 MONTHS TRNG) 0 1,294 883

ASIC HEALTH WORKER(8HW)/MCH ASSIST.(3-5 M) 0 910 853

IRST AIDEII (1·2 MONTHS TRNG) 0 148 ~2

AlA (CLINIC WORKERS ONLY) 0 515 401

ENTAL TECHNICIAN 75 2,888 2.247

ENTAL TECHN. ASSISTANT (1 YII OR LESS TANG) 0 1,828 1,445

·RAY TECHNICIAN (2·3 YIII TIING ) 75 2,8se 2,247

·RAY TECHNICIAN ASSIST. (1 YR DR lESS TRNG) 0 1.828 1,44~

AB. TECHNICIAN (2·3 YRS TRNGI 75 2,8se 2,247

AB. TECHNICIAN ASSISTANT(1 YR OR LESS TRNG) 0 1,1128 1,445

ALARIA TECHNICIAN C2·3 YRS TANG) 50 2,1175 2,00II

ALAIIIA UCHNICIAN ASSIST (1 Y 011 LESS TIING) 0 1,381 1,043

LOOD BANK TECH. ASSISTANTll YR OR LESS TRNG) 0 1.828 1,445

NESTHESIA TECNICIANI2·3 YRS TRNG) 75 2,888 2,247

NESTHESIA TECNICIAN ASSIST.ll OR LESS TRNG) 0 1,828 1,445

OGHTIAPAL I SANITARIAN 12·3 YRS TRNGI 75 2,~9 1,828

ACCINATOR (1 YR 011 LESS TRNG) 0 1,500 1,125

RTHOPEDtC ;TECHNICIAN (2·3 YRS TRNG) 75 2,888 2,241

RTHOPEDIC TECHNICIAN ASSTll YII OR LESS TRNG) 0 1,828 1,445

SALARY SCHEME OF MEDICAL PERSONNEL ON SERVICE INSIDE AFGHANISTAN
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SALARY SCHEME OF NON-MEDICAL PERSONNEL ON SERVICE INSIDE AFGHANISTAN

QUALIFICATION

REGIONAL HEALTH OFFICER

SUPERV!SOR CN/ TRAINING & MUTIPLE SITE)

INSPECTION OFFICER I MONITOR

DMINISTRATOR DIRECTORCN/ TRNG & MULTIPLE SIT
ISCAL MANAGER CN/ TRNG & MUTILPE SITE)

DMINISTRATOR ASSIST CN/ TRNG & MULTIPLE SITE)
CCOUNT OFFICER CN/ TRNG & MULTIPLE SITE)

REGIONAL CASHIER CN/ TRNG & MUTIPLE SITE)

LOGISTIC OFFICER CN/ TRNG & MULTIPLE SITE)

ROCUREMENT OFFICER CN/ TRNG & MULTIPLE SITE)
STOREKEEPER CN/ TRNG & MULTIPLE SITE)

DMINISTRATOR ASSISTAN CN/O TRNG & SINGLE SITE)
UNIOR STOREKEEPER CN/O TRNG & SINGLE SITE)

LERK ( UNTRAINED)

OMPUTER OPERATOR

PIST
DRIVER

REPAIRMAN

OOK

PEON
ATCHMAN

BASIC SALARY

till October 1992

7,106

3,424

2,140

2,996

2,354

1,926

2,140

2,140

2,354

2,140

1,926

1,350

1,100

1,926

2,354

1,926
1,200

749

749
535
535

BASIC SALARY

after October 1992

5,330

2,568

1,605

2,247

1,766

1,445

1,605

1,605

1,766

1,605

1,445

1,013

825

1,445

1,766

1,445

900

562

562

401

401
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ANNEX

VOLUNTEER HEALTH SISTER (VHS) PROGRAM GOAL AND OBJECTIVES

GOALOtTHE VHS PROGRAM

The goal of the VHS Program is to improve the health knowledge and practices of Afghan women
through the implementation of a household-level community outreach program (the Volunteer Health
Sister Program.)

PRIMARY OBJECTIVES OF THE VHS PROGRAM

The primary objectives of the VHS program arc, by February 1994:

I. To establish 12 VHS pilot sites through the training of at least 100 VHS's.

2. To improve general health knowledge of Afghans so that prime health messages for 7 core
modules will be understood and explained by --

a. 100% of Trainer/Supervisors (T/Ss), as measured by at least 80% recall
b. 80% of VHSs, as measured by at least 50% recall
c. at least 1 primary caretaker in 50% of households in the VHS catchment area, as measured by

30% recall.

3. To improve personal hygiene and environmental health practices, as evidenced by being able
to effectively demonstrate 2 ways to show the link between hygiene and disease prevention, for

a. 100% of Trainer/Supervisors
b. 60% of VHSs
c. at least 1 primary caretaker in 30% of the households in the VHS catchment area.

4. To improve the control of diarrheal diseases as evidenced by--

a. being able to correctly prepare a packet of ORS, for --
1. 100% of Trainer/Supervisors
2. 60% of VHSs
3. at least 1 primary caretaker in 30% of households in the VHS catchment area.

b. having administered DRS to a dehydrated child in the last month, for
1. 100% of Trainer/Supervisors

2. 60% of VHSs
3. at least 1 primary caretaker in 30% of households in the VHS catchment ill·ea.

5. To improve the nutrition of infants by .-
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a. 1. having 80% of Trainer/Supervisors
2. having 60% of VHSs
3. having at least 1 primary caretaker in 30% of households in the VHS catchment area...

. ...able to effectively explain when and what supplementary foods should be given by age
6 months.

b. increasing the number of children who receive supplementary food, by age 6 months, by 10%,
in the VHS catchment area.

6. To improve the child morbidity and mortality rates from Acute Respiratory Infections (ARI) as
. evidenced by --

a. 1. 100% of Tminer/Supervisors
2. 60% of VHSs
3. at least 1 primary caretaker in 30% of households in the VHS catchment area...

...being able to correctly explain the difference between common cold and pneumonia.
b. 1. proper treatment of a child with cold and proper treatment of a child with pneumonia, by

80% of Trainer Supervisors
2. proper recommendation, by at least 50% of VHSs, for a child with cold and proper referral

of a child with pneumonia, within 2 days after symptoms appeared
3. at least 40% of households in the VHS catchment area where a child developed signs of

pneumonia, the primary caretaker arranged to take the child to an appropriate facility within
~ days after symptoms appeared

7. To improve immunization coverage, as demonstrated by the fact that in VHS pilot sites where
there is a mobile or fixed-facility immunization program, --

a. 100% of Trainer/Supervisors with children under age 2 have had their child vaccinated
according to the vaccination schedule

b. 60% of VHSs with children under age 2 have had their child vaccinated according to the
vaccination schedule
c. at least 40% of the children under age 2 in the VHS catchment area have been vaccinated

on schedule because of the recommendation of the VHS.

8. To improve delivery care, as demonstrated by the fact that within the last 4 l11onths--

a. 80% of Trainer/Supervisors have'referred at ieast 50% of pregnant patients to a trained health
worker (MCHO, nurse-midwife, trained dai) for conducting the delivery

b. 50% of VHSs have refen'ed at least 50% of pregnant women in their catchmeJ1t area to a trained
health worker for conducting the delivery

c. 30% of women delivering have been attended by a trained health worker.

9. To improve first aid skills as evidenced by--

a. 90% of Trainer/Supelvisors
b. 50% of VHSs
c. at least one primary caretaker in 25% of households in the VHS catchment area...
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1 INTRODUCTION;
Afghanistan the war-stricken country have sustained heavy losses in different fields of

life over the last fifteen years. However, from time to time efforts have been made by a number
of. humanitarian organizations to relive the Afghan nation's pain to the possible maximum extent.

To improve the health s~tus of the Afghan women and children the MSH/AHSSP has
initiated some female tIqining programs at the household and community levels. That is
Volunteer Health Sisters (VHS), Female Health Workers (FHW) and Mother and Child Health
Officers (MCHO) programs. to assess the progress of the above mentioned programs as well as
the knowledge and skills of the trainers and trainees, Dr. Hasibullah Technical coordinator and
evaluator MCH Dept.lMSH and Dr. Shah Agha, MCH Dept./MOPH planned to carry out a
thorough assessment of all three programs in 13 provinces(see page 2).Other objectives of the
assessment trip were as follows:

-To determine the demand for contraceptives.
-To check which facilities offer vaccination '.0

-To Study the possibility of conducting a Baseline Survey at the household level in order
to evaluate the VHS program.

-To beg the advice and suggestions of the people involved in MCH activities in respect
to the further improvement of MCH services, as well as know the problems/constraints
they are confronting in performing their duties.

-To practically teach the newly-appointed MCH Reginal Health officers how to carry out
technical field activities such as assessments, supervision ,surveys etc. in their catchment
areas.

Dr. Shah Agha was to do the assessment in six provinces i.e Ningrahar, Kuner Laghman,
Paktia, Logar,and Kabul. While Dr. Hasibullah was to carry out the same activities in seven
provinces i.e Ghazni, Wardak ,Kapisa, Bamyan, Juzjan, Kunduz, and Takhar. The following
is a consolidated report from all 13 provinces.

II METHODOLOGY;
In order to assess the knowledge and skills of trainers and trainees,as well as the progress of the
progtams various methods such as direct abservation, using questionnaires, interviewing the
trainers, trainees (where possible) and the community members were applied. All of the
information gained have been recorded in the VHS, FHW and MCHO forms.

This assessment was an internal type of evaluation. The benefit was that the assessment
team and the Trainer/Supervisors are completely familiar with the program. However, there may
be a potential bias as the responses to many of the questions mainly came from the
Trainer/Supervisor. While carrying out the assessment this fact was expected due to cultural
reasons.

III RESULTSi

A. VOLUNTEER HEALTH SISTER PROGRAM
Totally 10 VHS sites were planned to be assessed (see page 3 ).



VIIS,FIIW AND MCHO SITES

# Faciliti # Province Dis. ric VIIS FIIW MellO

1 700 Logar Baraki Barak + +

2 7003 Juzjan Sangcharak +

3 7006 Ghazni Jaghori +
4 7012 Ghazni Khwaja Omari +

5 1191 Ghazni Malestan +
6 1187 Ghazni Qarbaghi +

7 7007 Kapisa Panjshir +
8 7014 Kabul Shakardara

..
+ +

• 9 7046 Kabul Shakardara + +

10 7027 Takhar Taloqan + +
II 7031 Laghman Alishang +

12 7042 Bamian Shibar +
13 7044 Paktia Khost + +

14 T.center Paktia KhoSl +

15 7049 Ningrahar Surkhrud + + +
16 1060 Ningrahar Mohmandara +

17 1064 Kuner Bar KUllcr +

18 1134 Wardak Jalriz +

19 7043 Kunduz Imam saheb + +

20 7047 Kabul [stalif +
21 7051 Logar Charkh +
22 7041 Laghman Dawlar:)hah +

Total 13 20 10 14 6



VHS PILOT SITES

/I CLlNlCIPOSfII VIIS TRAINERS PROVINCE DISTRICT VILLAGE No. OF VlIS REMARKS
NAME TRAINED

I 7001 Wazir Gul Logar Baraki Barak Baraki 10 Assessed

2 7027 Dr. Rona & Dr.Khaliq Takhar Taloqan Taloqan 3 Assessed

3 Training Center Dr.Afzal & Dr. Paktia Kbost Khost 6 Assessed
Waliullah

.4 7049 Dr. Humayoon Ningrahar Surkhrtl(j Mariam Yaka 22 Asscsst:d
Mrs.Zari Gul

5 1064 Obafdullah Kuner Bar Kuner Jaja 7 Assessed

6 1060 Dr. Eisa Ningrahar Mohmandara Basawal 8 Assessed

7 1044 Dr. Latifa Paktia Khost Khost 2 Assessed

8 1191 Dr.Amin Ghazni Ma1estan Makanak 10 The trainer was
interviewed in

Pakistan

9 1187 Dr. Ali Akber Ghazni Ghazni Qarabaghi 5+? Absent

10 1134 S.M.Zahir Wardak Jalriz Sanglakh Cancelled

Total 73

,

3
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The In-charge of clinic # 1187, Dr. Ali Akber. was absent on the day or aSSeSSIll~nl. Accon.ling to th~

dink statl' i.~. Mr. Zalmai (D~ntist) anll Mr. Qurban (Gaurll) he had Idt t\)r P~shawar on June 10th due
to his sickness. Some people from the catchment area of the clinic were inter\'i~'\\'cd . all of Wh')lll were
quite satistioo with the health s~rvices being offcreJ to them.

Th~ first VHS program Assessment (Nov. -Oct. 92) ind icatlXl that the lirst steps towards the
implementation of this program i.e introducing the program to the local authorities and the community
,and beginning the selection and recruitment ofsom~ VHSs had been taken sllccessfully. While the recent
assessment shows that the VHS program has entered a new phase of its progress that may be explained
as follows:

a- A total number of 73 VHSs have been trained to date (inside Afghanistan).
b- In some VHS sites some people, other than VHSs, have also been trained who either in turn
train VHSs or convey the h~lth messages to other pcople themselves. Two examples are giwn
b~lIows:

• Dr Ali Akber the In-charge of clinic 1187 located in Ghazni has traineJ some school teachers in
his area. He has also provided them with VHSs ~pply. Besides teaching the prime health
messages to the students and asking them to convey these messages to their famill ies some the
teachers has trained their family members or relatives as VHSs.

• Dr. Rona and Dr. Khaliq clinic # 7027, Tekhar, have trailleu some of the female staff of the
clinic who assist them in training VHSs as well as FHWs.

. d. A good monitoring system has been established in all VHSs pilot sites. All of the VHS
trainers/supervisors know how to correctly complete the VHS monitoring tools. Almost all of
the VHSs know how to complete the monthly monitoring tool (Monitoring tool #1). However,
'Only two-third of them regularly return their monitoring tools on a monthly hasis.

eo' A good supervisory system has also been set up is all VHS pilot sites. All of the VHS
trainer/supervisors have their own supervisory schedules and regularly (mostly on a monthly
basis), supervise their VHSs. Supervision is carried out either directly or indirectly. All of the
VHSs trainers/supervisors also use VHS supervisory Review forms and keep records.

f. A referral system has been established. Almost all of the VHSs refer serious cases to the
facilities where their trainers are working. The community help transfer serious cases to health
facilities by providing them locally available transportation means.

g. Th~ results of interviews with some VHSs show that they ha\'~ retained lllust of what has been
taught to them.

4
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VHS TRAINER/SUPERVISORS' VIEWS AND SUGGESTIONS with respe~t to the improvement of
VHS program.

-Paying good salaries to VHST/S and giving inc~ntives to VHSs at least to the most active ones
are th~ two key factors that will encourage both the VHSs and the VHS trainer/supervisors to
work harder and with more interest.

-"It will he much more better if the VHS trainers are provided with more VHS supply. For
example", Dr. Humayoon and Mrs. Zari Gul MCHO said, "the In-dlargc of a girls' school
located in our area has promised to introduce us up to one hundred female trainees as VHSs. But
unfortunately we don't have enough VHS supply for so many ,people ".

-Taking pictures from VHSs is cullurally not acceptable. In fact. it may. somctimcs, cause serious
trouble.

P'OSSIBILIl'YOF CONDUCTING A UASELINE SURVEY AT THE HOUSEHOl.D l.EVEL has also
he~rl discussed with VHS T/Ss,the result of which has heen summarized on page 6.

•
B. FEMALE HEALTH WORKER PROGRAM:

Totally 14 FHW sites had been planned to he assessed in II provinccs sce page 7).



THE POSSIBILITY OF CONDUCTI:"G A BASELINE SURVEY AT THE HOUSEHOLD LEVEL I~ VHS PILOT SITES

:: ~AME OF VHS # OF VHS PROVINCE CAN THE VHS TRAINER/S. I:\' HOW MANY HOW MANY FOR HOW SURVEY IN I
I TRAINER CONDUCT THE SURVEY? VILLAGES? FA\f1LIESfOAY LONG? FEBRUARY

,

! I Zari Guyl & Dr. 23 Ningrahar Y~ 10 6
I As long as Possible

I
Humayoon .. required

I "l Obaidullah 7 Kuner Yes 5 20-25 I month possible-
I

~ Wazir Gul & 10 Logar Yes I-Distrel.:t 5-6 as long as Impossible
Anis Gul , reqiured

4- Dr. Afzal 6 Pakita Yes l-distrect 8 " " Possible

5 Dr.Khaliq & Dr.
.'

3 Takhar Yes 4-5 5-7
ft ,.

Possible but
Rona defficult

6 Dr. Ali Akber 5+? Ghazni Yes ? ? ? difficult

7 Dr. Amin 10 Ghazni Yes 6-7 5 As long as Imposible
required

8· Dr. Eisa 8 Ningrahar Supended

9 Dr. Latifa . Paktia Yes The whole provice S 1-2 weeks Possible
if transportation
means available.

10 S.M.Zahir Wardak Canceled

6
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FHW SITES

II CLINICIPOS FHW TRAINER PROVINCE DISTRICT VILLAGE IIOF AIWs REMARKS
Til TRAINED

I 7001 Anis Gul Logar Baraki Barak Baraki 60 Assessed

2 7012 Dr. :'-iazir Ghazni Khwaja Omeri Noburja 15 Assessed

3 7007 ~1rs.Amina Kapisa Panjshir Qala-i-Feraj 40 Assessed

4 7014 Dr. Jamila Kabul .Shakar Dara Sakeh Khil 4 Assessed

5 7031 ~1r5. Rina ; ~aghman Alishang Qala-i-Tak 45 Assessed

6 7044 Dr. Latifa Paktia Khost Khost 3 Assessed

7 7049 Dr. Humayoon & Ningrahar Surkh Rud Miran Yaka 13 Assessed
Mrs. Zari Gul

8 7043 Mrs.Suraya Kunduz Imam Saheb Center 5 Assessed

9 7027 Dr. Khaliq Takhar Taloqan Taloqan 85 Assessed
Dr. Rona

10 7041 Mrs. Del Afrooz Laghman Dawlat Shah Zarkama 27 Assessed

II 7042 Mrs.Aqela Bamian Shibar Kallo ? Not Assessed

12 7003 Mrs.Aya Jan Juzjan Sangcharak Alaghan ? Not Assessed

13 7006 Mrs. Fatima Ghazni Jaghori Loman ? Not Assessed

14 7046 Mrs.Shaima Kabul Shakardara Aqa Ali Shekho ., Absent
.

7
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MCH post #7046 was nnt assessed as the perslln in-charge was lin leave.

MCH post 117003, 7006 and 7~2 wercn't visited due to security reaSllns. Thc asscssmClit results in other
sit'es arc as fnllows:

a- In the rcmaining 10 sites a total number of 297 FHWs have been traincJ to most of whom almost
all of the topics(*)included inthe FHW Teaching Manual prcpareJ by U NHCR have been
taught. More or less 70% of the traincd FH Ws had previously hccn Trad it ional Birth Attendants
CfBAs).

b- Fourteen FHWs have been interviewed and their knowledge and skills on the aforementioned
topics assessed using the FHW program Questionnaire ( see page 9).

'..

-------------_._-_.~-----_._-_ ...._-_._-.-._. ----_ .._--. ----------_._--

a- Microbes and Hand washing
h- Household Cleanliness
c- Tetanus
d- Normal Pregnancy
e- Home visits During Pregnancy
f- Danger sings in pregnancy
g- Normal Labor
h- Danger Signs in Lahor
i- Normal Delivery
j- Danger Signs at Delivery
k- Vaccination

1- Home Visits during the !irst days after delivery
m- Danger Signs in the !irst few days
n- Home visits to children in the first two years.
0- Danger signs in children
p- Diarrhoca

8



RESULT SHEET OF FlIWs

# NAME OF FlIW CLINICIPOST /I PROVINCE EXCELLE~T GOOD FAIR

I Gol Shireen 7049 . Ningrahar X ..
., Nafas Gul ....

" f' X..
3 Benafsha " II II II X ..

4 Kaw taro .. .. .. ..
X

5 Zakira 7031 Laghman X

'6 Said Bibi .. .. ..... : .. .. X

7 Nindara .... It It

X

8 Razima II .. .. ft X

9 Fatima 7041 .. .. X

10 Gul Andam .. .. .. .. X

11 Bibi Janata " .. tl .. X I
12 Raziqa .. .. .. .. X

13 Shabnam 7001 Logar X

14 Afghan Gul 1043 Kunduz X

Total 14 5 4 6 5 3
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c- The fHW trainers'knowledge anti skills have also b~cn assessctl using a sp~dal questionnaire. Fur the result:; S~ I

table belnw:

# Name of the ClinidPost # Province Excellent Good Fair
FlIW Trainer

I Dr. Latifa 7044 Paktia X

2 Mrs.Anis Gul 7001 Logar X

3 Mrs. Del Afrool 7041 Laghman X

4 Mrs. Rina 7031 Laghman X

5 Mrs. Fakhria 7012 Ghazni X

6 Mrs. Amina 7007 Kapisa X
'"

·'7 Dr. Jamila 7014 Kabul X

8 Dr. Naila 7027 . Takhar X

9 Mrs. Suraya 7043 Kunduz X

10 Mrs. 7"lri Gul 7049 Ningmhar X

Total 10 9 8 ')
L.
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d- AI1 of the trainers evaluate the FHWs knowledge and skills at the end of each session and
each topic.

c- The FHWsare also supervised by their trainers. Supervision is usually carried Ollt while
a FHW is conducting a home delivery.

f- Many FHW trainers conduct refresher course(*)while some others don't.The reasons
given by trainers for not conductig such courses fol1ow:

-Lack of teaching materials.
-The FHWsare not willing to take such courses . That is the topics covered are not
interesting for them.

g- A good referral system exists inside this program. Alrilost all of the FHWs refer
complicated cases to the facilities where their trainers are working or to the nearest
hospital.

Note: To lay groundwork for establishing a monitoring system in fHW program, FHW Monthly
Monitoring tool was introduced to al1 FHW trainrs visited. It was also explaied why and how
to use them. Besides,every trainer was given one FHW picture book in order to improve and
facilitate the teaching-learning process.

* Refresher courses are conducted on the fol1owing topics:

a. Safe motherhood
b. Malaria
c. Tuberculosis

d. First Aid
e. Dental Care

11
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FHW TRAINERS SUGGESTION/REMARKS REGARDING THE lMPROVEMENT OF
FHWPROGRAM.

- Two impo~t factors that slowed down the implementation of this program at
the beginning were: Old Afghan tradition and lack of incentive and privileges for
FHWs.

- Since most of the Afghan people are poor, giving fncentive even a little-to them
could prove encouraging and as a result facilitate and accelerate the FHW's
selection and recruitment process to a large extent.

- Observing two points will further imprqve Our program. That is, regular and
prompt supply and. giving incentives such.'"as gifts etc to FHWs.

- The In-charge of clinic #7041 located in Laghman province said: "Our community
has got strict religions rules. In addition, women are to carry the burden of daily
work on their shoulders. Therefore, they hardly ever get a chance to come to the
clinic. And it is when they getaserious health problem.

- By free distribution ofJoodstuff or things of this sort to the people of the area we
could easily win their support and recruit more FHWs.

- The IIIore the visualteaching aids suchas posters, flipcharts, etc. tothe distribute
among the people. the more t~e health messages will spread.

- Observing the following points will play a great role· in the development and
improvement of the FHW program-

a. Aprons should be given to FHWs to put on while conducting a delivery.
b.FHWs should be given some expenses for Nutrition Demonstration Program.
c. All FHWs should be' paid salaries

C. MOTHER AND CHILD HEALTH OFFICER PROGRAM:

Six MCHO sites had been scheduled to be assessed ofwhich only five were visited (see
page 13).

12
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# . MCHOts Name CLINIC/POST PROviNCE REMARKS
#

. 1 Mrs. Suraya 7043 Kunduz Assessed

2 Mrs. Zari Gul 7049 Ningrahar Assessed

3 Mrs. Shaima 7046 Kabul Absent

4 Mrs. Hasina 7047 Kabul Assessed

5 Mrs.Fahima 7051 Logar Not existing

6 Mrs. Aqila 7042 Bamian Not assessed

MCH posts # 7046 and 7047 located in kabul were closed on the day of visit as the In~charge

s of these facilities were on leave. However, the residents of the area were satisfied with their
services being offered to them.

One MCHpost (7051)-which was supposed to be in Churkh district of Logar province
didn't exist at all.

Two MCH posts 7049 located in Ningrahar and 7043 In Kunduz were assessed.
Assessment results may be summarized as follows:

The staffof the facilities have got written job descriptions.

The posts are open 6 days a week (Fridays closed) from 8:00 am to 12:00 or 3:00pm.
Female training program such as VHS and FHW training programs are conducted two days a
week for 1-2 hours in the morning.

The staff of these facilities are lIsing good prescribing habits.

The MCHOs also make some visits in the houses Which are not very far from their
houses fornlany purposes such as curative- service, emergencies, follow~up ctc.

The green books are up~to~date and accurately completed.

On the average 30-40 patients daily apply to each MCHO posts 20-30% of whom are
children under age 5 while 50-60% are women between age 15-45.

Neither of the MCHO posts had Nutrition Demonstration Program as they receive no
funds for this purpose from any organization. However, on the average 4-5 mild and sever cases
of malnutrition are monthly diagnosed in each ofthe facilities.

13
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Neither of these facilities offer vaccination.

The medical staff of both facilitit~sc()nduct Health E!ducalion Scsslonson family planning
etc. Health Education sessions are usually conducted in the Olornnings when the patients gather
in the waiting room.

Contraceptives are distributed only to those women who request for them.

The MCHOsare also involved in some <!ommunity outreach activities such as conducting
health education session in the schools, teaching the correct way of building community based
latrines to the people etc. The MeH facilities don't sell drugs. However, they charge fees i.e
tOO/patient-MoSt of the people can afford it.

'.
MCHO's SUGGESTIONS AND REMARKS REGAkDING THE IMPROVEMENT OF
MeH ACTIVITIES.

a- The In-charge of-clinic #7049 located in Ningrahar expressed that they are badly
in the need of:

-Transportation means for clinic stall. ,
-Expenses for building rent, electricity, nutrition demonstration program.
-All six vaccines + T.T.
-More anti-Malaria drugs (for prevention and treatment)

b- The In-charges of MCHO post 7043 located in Kunduz said:

"By the time we received the reagents needed for Glucose~Urea an Protein-Urea tests
they had already been ~xpiredl'.

"We have got good results from pregnancy tests. However, the Mullahs disapprove of
such practices,we hopeyou will continue supplying materials needed for such purposes
in the future too". '

14
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IV-ANNEX;
Besides assessing the femaie training programs Le. VHS, FHW and MCHO programs some
other activities have also been done during th.e assessment trip that may be summarized as
follows:

a- To give training to the MCH Regional Health Officers.
TheMCH RHOror shora-i-Nazar, Mr Ali Ahmad Nahzatyar,. Joined Dr. Hasibullah in
Kabul and assisted him in assessing 4 MCH facilities in 3 provinces i,e Kapisa
,KUilduz, and Takhar.

The MCHlRHo for Hazajat area, Dr: Natir, asstSted Dr. Hasibul1ah ih carrying out the
assessment in Ghazni province. ..

Dr. Humayoon the MeijlRHO for south and southeast zone joined Dr. Shah Aghain
Ningrahar and assessed him in assessing 4 MCH faciJitiesin 1 provinces i.e. Ningrahar,
Kuner and Laghman.

In addition to glvmg practiCed tralOlng to alL of the aforementioned newly
appointed MCH/RHOs on how to carryollt field activities such as supervision,
assessment, survey etc. they were also briefed about their role and specific
responsibilities as MCHlRHOs in the future. Moreover the workplans of MCH/MSH and
MCH/MOPH were explainedto,them indetaiI. '

b- To assess the possibility of conducting a baseline survey at the household level. (see page
6),

c- To determine the demand for contraceptives from theinfbrmation coll'ected in this regard
one may easily see that th,e majority ofpeople in most oUhe MCH facilities' areas have
a detfiand for 'contraceptives (dspeciaIly pHis). Condom is,however, soeially and
culturally not acceptable for almost all of them.

d- To check whic,h.MCH facilities offer vaccination: Except two MCHfacilities Le# 1064
Loca~ed in Kuner province ,and #7027 located in Takhar province none of the MCH
facilities visited offer vaccination. However, the people liVing in the MCH facilities
catchment area understand the advantages of vaccination and are willing to get their
children vaccinated. Similarly, many women are ready'to undergo T,T vaccination.

15



v- THE EVAWATORS REMARKS AND RECOMMENDATION

Considering the factors listed below that badly affect the process of implementation of
fel)1ale training programs and the provision of health services, the progress of female training
program such as VHS and FHW program as well as the quality and quantity of health services
being offered .by the MCH facilities are quite satisfactory. However, by making more efforts
they could be further improved.

a- Unstable security and political condition,don'rgive people a chance to fully
concentrate on their specific official responsibil ilies ..

.. . .. ..._, "\-.. . , . .

b- Strict religious and cultural practices e~. observing purdah deprive the male
trainers of the chance to have free access.to the female trainees in order to recruit
train and superv.ise them..

c- Old tradition, beliefs and health habits that have been existing through decades
and centuries are not easy to quit or rnodiJy, ..

d- Frequent migration of people from one place to another due to security and
economical reasons as well as women's responsiblilities inside the house and/or
on the field make it difficult for the trainers to maintain regular contract with
their trainees. Taking the following measures will playa crucial role in general
and female training programs in particular: .

1- The number of femaleVHS·aM FHW trainersshould'be increased ..

2- If budget permits the trainers, salqrics should be increased to some extent. In
addition, some (non..:financialand/or. financial)incentives should be given to the
most active trail)ersand trainees.

3- Morecrootraceptive (piUS and ampules) should be supplied to MeH facilities.

4- To maintain regular contact with MeR facilities staffand provide them a stable
support regular assessment and supervision of all MCH facilities should be.
carried out by MCHRegional Health Officers and other responsible authorities.

5- Coordination between MCH services and EPI services should be improved.

16



APPENDIX VI-l
COLD CHAIN EQUIPMENT

The cold chain equipment used at different levels of the cold chain are listed below. Between
brackets is the origin of the equipment:
(E) = E1ectrolux, Luxembourg
(Q) = Quatm Elle Spa, Italia
(S) = Sibir International AB, Switzerland
(1') = Thermos Ltd., U. K.
The. exact combination of the listed equipment depended on the needed storage capacity of
each of the facilities/teams/VSF.

Central cold room, Peshawar:

1- Refrigerator or freezer, compression type, Model TCW I 151 IceIined (8)
2- lcepack freezer, compression type, Model TFW 791 (E)
3- Refrigerator & freezer, absorption type, Model V 240 GE, Gas and Electric (S)
4- Refrigerator & freezer, absorption type, Model RA 1302 EG, Electric & Gas (E)
5- Icepack freezer, absorption type, Model RCW 65 Gas (E)

Vaccine Storage facilities

1- Refrigerator & freezer, absorption type, Model V 240 GE, Gas and Electric (S)
2- Refrigerator & freezer, absorption type, Model RA 1302 EG, Electric and Gas (E)
3- Icepack freezer, absorption type, Model RCW 65 Gas (8)
4- Icepack freezer, absorption type, Model FCW BG, Electric and Gas (8)
5- Refrigerator & Icepad freezer, absorption type, Model RCW 42 EG, Electric & Gas (1:)

6- Long range vaccine cold box, Class A, Model RCW 25, with icepacks (E)
7- Long range vaccine cold box, Class A, Model RCW 12 (E)
8- Vaccine carrier, Class B, Modd 3504/38 ('1')
9- Vaccine carrier 1 Point-of-use, Class A, Model RCW 2 (E)
10- Vaccine carrier, 10 Litres "gross capacity" (Q)

Mobile Team

1- Refrigerator & lcepack freezer, absorption type, Model RCW 42 EG, Electric & Gas (8)
2- Long range vaccine cold box, Class A, Model RCW 25, with icepacks (E)
3- Long range vaccine cold box, Class A, Model RCW 12 (E)
4- Vaccine carrier, Class B, Model 3504/38 (1')
5- Vaccine carrier 1 Point-of-use, Class A, Model RCW 2 (8)
6- Vaccine carrier, 10 Litres "gross capacity" (Q)

Facilities with EPI



1- Refrigerator & icepack freezer, absorption type, Model RCW 42 EG, Electric and Gas (E)
·2- Long range vaccine cold box, Class A, Model RCW 25, with icepacks (E)
3- Long range vaccine cold box, Class A, Model RCW 12 (E)
4- Vaccine carrier, Class B, Model 3504/38 (T)
5- Vaccine carrier 1 Point-of-use, Class A, Model RCW 2 (E)
6- Vaccine carrier, 10 Litres "gross capacity" (Q)
7- Icepack freezer, absorption type, Model FCW EG, Electric and Gas (E)



Appendix VIII - 2

EPI Results ordered by USAID Fiscal Year

FY BCGUl BCGU2 BCGTOT MEASUl MEASU2 MEASTOT DPTlUl DPT1U2 DPT1TOT DPT2Ul DPT2U2 DPT2TOT DPT3Ul DPT3U2 DPT3TOT

1988 377 849 1,715 498 1.296 3.852 943 1,912 6,355 0 0 5 0 0 0

1989 874 1,861 4,643 684 3,147 10,725 2,202 5,251 18,322 91 919 5,752 0 7 51

1990 17.054 34,979 64.797 10,711 33,274 67.402 15,680 36,240 72,741 1.818 5.280 12.875 335 1.633 5.801

1991 23,203 40,474 57,383 23,746 54.917 84,676 34,817 61,928 94,626 7,200 14.795 26,655 961 3,846 8,561

1992 42,901 .89,886 121,293 27,080 72.728 104,244 40,673 89,168 123,957 23,131 53.573 77.714 7,950 20,663 33,561

1993 70,482 140,402 159,018 39,429 103.733 141.740 66,164 143,379 165,449 44,132 99,479 119.962 32,604 77,256 92,338

1994 8,547 16,903 17,172 5,084 13,546 17.637 8,833 16,292 16,876 5,865 11.830 12.429 5,033 10,831 11.823

377 472 866 498 798 2,556 0.00% 0.00% 0.08% 0.00% 0.00% 0.00%

874 987 2.782 684 2,463 7,578 4.13% --~7.50% 3t:39% 0.00%'- 0.13% 0.28%

17,054 17,925 29,8 ~ 8 10,711 22,563 34,128 11.59% 14.57% 17.70% 2.14% 4.51% 7.97%

23,203 17,271 16,909 23,746 31.171 29,759 20.68% 23.89% 28.17% 2.76% 6.21% 9.05%

42,901 46,985 31,407 27,080 45.648 31.516 56.87% 60.08% 62.69% 19.55% 23.17% 27.07%

70,482 69,920 18,616 39,429 64,304 38,007 66.70% 69.38% 72.51% 49.28% 53.88% 55.81%

8,547 8,356 269 5,084 8.462 4,091 66.40% 72.61% 73.65% 56.98% 66.48% 70.06%

21 :98% 27.52% 50.50% 12.93% 20.72% 66.36%

18.82% 21.26% 59.92% 6.38% 22.97% 70.66%

26.32% 27.66% 46.02% 15.89% 33.48% 50.63%

40.44% 30.10% 29.47% 28.04% 36.81% 35.14%

35.37% 38.74% 25.89% 25.98% 43.79% 30.23%

44.32% 43.97% 11.71 % 27.82% 45.37% 26.81%

49.77% 48.66% 1.57% 28.83% 47.98% 23.20%

.~.~

FY Under 1 Under 2 Total Planned

1988 1,818 3.46% 4,057 7.72% 11,927 22.69% 52,575 .

1989 3,851 1.89% 11,185 5.50% 39,493 19.41% 203,495

1990 45,598 12.41% 111,406 30.33% 223,616 60.88% 367,284

1991 89,927 18.91 % 175,960 37.00% 271,901 57.18% 475,550

1992 141,735 17.52% 326,018 40.30% 460,769 56.95% 809,033

1993 252,811 30.05% 564,249 67.07% 678,507 80.65% 841,284

1994 33,362 NA 69,402 NA 75.937 NA 0

=:====== ====== ======= ====== ======= ====== =======
Total 569,102 24.44% 1,262,277 54.21% 1,762.150 75.67% 2,328,579 (1993 included for 50%)

Date: 31-Mar-94
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EPI Results ordered by Calendar Year

CY BCG 0 I I BCGU2 BCGTOT ME,~S_0_1 I MEASU2 MEASTOT DPT1_0_11 DPT1U2 DPTITOT DPT2_0_11 DPT2U2 DPT2TOT DPT3_0_11 DPT3U2 CPT3TOT

1988 435 998 2.0.10 783 2.440 7.760 1.415 3,256 10.901 5 14 95 0 .0

1989 3.566 9.326 23550 1.758 8,995 25,019 4.977 13.076 37.271 180 1,298 6,934 30 438 1860

1990 20.881 37.644 50054 16,298 40.167 68.839 22.378 41.821 69633 4,864 10,630 19,775 951 2,955 5.596

1991 23.273 45, 137 53.li2 21.073 52,747 82, 173 31,156 62.286 95.253 9.057 20,764 37,570 1,355 4.338 9.680

1992 43.696 91,922 124.027 29.242 79,050 I 16.368 41,141 91.543 127.703 23,103 54,803 77.546 10,368 24,254 39.921

1993 66.604 131,170 144021 35.221 92.556 122,029 62,767 132,558 '.l7.935 42.825 94,069 109.174 32,554 79,040 90866

1994 4.983 9.157 9.157 2.857 6.686 8.088 5.478 9.630 9,630 2.203 4,298 4,298 1,625 3.21 I 3.21 I

563 1.042 1.657 5.320 '0.35% 0.43% 0.87% 0.0.0% 0.00% 0.01%

5,760 L4.224_ 7,237 16,024 3.62% 9.93% 18.60% 0.60% 3.35% 4.99%

16,763 22410 23.869 28,672 21.74% 25.42% 28.40% 4.25% 7.07% 9.47%

21,864 18.035 31,674 29.426 29.07% 33.34% 39.44% 4.35% 6.96% 10.15%

48.226 32.105 49,808 37.318 56.16% 59.87% 60.72% 25.20% 26.49% 31.26%
64,566 12.851 57,335 29.473 68,23% 70.96% 73.80% 51.86% 59.63% 61.42%

21.32% 27.60% 51.08% 10.09% 21.35% 68.56%

15.14% 24.46% 60.40% 7.03% 28.93% 64.05%

34.77% 27.91% 37.32% 23.68% 34.67% 41.65%

36.84% 34.61% 28.55% 25.64% 38.55% 35.81%

35.23% 38.88% 25.89% 25.13% 42.80% 32.07%

46.25% 44.83% 8.92% 28.86% 46.98% 24.15%

'CY Under 1 Under 2 Total Planned

1988 2,638 5.02% 6.708 12.76% 20,797 39.56% 52,575

1989 10,511 5.17% 33.133 16.28% 94,634 46.50% 203,495

1990 65,372 17.80% 133.217 36.27% 224,897 61.23% 367,284

1991 85,914 18.07% 185.272 38.96% 287,848 '60.53% 475,550

1992 147,550 18.24% 341.572 42.22% 485,565 60.02% 809,033

1993 239,971 28.52% 529.393 62.93% 614,025 72.99% 841,284

1994 17,146 NA 32.982 NA 34,384 NA 0

======= ====== ======= ======= ======= ====== =====~=

Total 569,102 24,44% 1,262.277 54.21% 1,762,150 75.67% 2,328,579 (1993 included for 50%)

Date: 3I -Mar-94
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EPI Results corrected for supply delays

FY BCGU1 BCGU2 BCGTOT \1EASU1 MEASU2 MEASTOT DPT1U1 DPT1U2 DPT1TOT DPT2U1 DPT2U2 DPT2TOT DPT3U1 DPT3U2 DP'3TOT
1988 815 815 1767 1.053 3.739 12.739 2.683 6.146 22.143 91 919 5.757 0 7 51

1989 10.337 23.151 47235 7.589 23.183 51.079 9.788 24,483 53.865 404 1.588 5.108 262 1,072 3.865
1990 28.030 48,496 70.548 25.688 61.135 95.589 37.965 67.948 105.968 8.273 16.609 29.141 1.027 3.543 7.265
1991 29.047 57.317 73.883 18.961 47.257 63.104 30.509 63,436 83.612 15.506 34.144 50.544 4.065 10.649 17.354

1992 69.048 145.656 176.040 39,194 110.006 158.337 60.107 135.783 169.999 40.905 96.344 122.443 28.247 68.572 87.547
1993 26,161 48.967 54.337 14.747 37.321 49,428 28.260 56.374 62.739 17.058 36.272 42.399 13.282 30.393 35.953

815 0 952 1.053 2.686 9.000. 3.39% 14.95% 26.00% 0.00% 0.11% 0.23%
10.337 12.814 24.084 7.589 15.594 27.896 4.13% 6.49% 9,48% 2.68% 4.38% 7.18%
28.030 2C,466 22.052 25.688 35.447 34,454 21.79% 24.44% 27.50% 2.71% 5.21% --5.86%

29.047 28.270 16.566 18.961 28.296 15.847 50.82% 53.82% 60.45% 13.32% 16.79% 20.76%
69.048 76.608 30.384 39.194 70.812 48.331 68.05% 70.95% 72.03% 46.99% 50.50% 51.56%
26.161 22.806 5.370 14.747 22.574 12.107 60.36% 64.34% 67.58% 47.00% 53.91% 57.31%

46.12% 0.00% 53.88% 8.27% 21.08% 70.65%

21.88% 27.13% 50.99°i, 14.86% 30.53% 54.61%

39.73% 29.01 % 31.25°'0 25.87% 37.08% 36.04%

39.31% 38.26% 22.42% 30.05% 44.84% 25.11%

39.22% 43.52% 17.25% 24.75% 44.72% 30.52%

48.15% 41.97% 9.88% 29.84% 45.67% 24.49%

FY Under 1 Under 2 Total Planned.....
1988 4.642 8.83% 11.626 22.11% 42,457 80.76% 52.575

1989 28.380 13.95% 73,477 36.11% 161.152 79.19% 203,495

1990 . 100.983 27.49% 197.731 53.84% . 308,511 84.00% 367,284

1991 98.088 20.63% 212.803 44.75% 288,497 60.67% 475.550

1992 237.501 29.36% 556.361 68.77% 714,466 88.31% 809.033

1993 99.508 11.83% 209.327 24.88% 244.856 29.11% 841.284

====== ====== ====== ====== ====== ====== ======
569.102 24.44% 1.261.325 54.17% 1.759.939 75.58% 2.328.579 (including 1993 for 50%)

Dale: 31-Mar-94
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EPI Results corrected for supply & distribution delays

FY BCGUl BCGU2 BCGTOT MEASUl MEASU2 MEASTOT DPTl Ul DPTlU2 DPTHOT DPT2L1 DPT2U2 DPT2TOT DPT3Ul DPT3U2 DPT3TOT

1988 815 1.767 3,978 1,053 3.739 12,739 2,683 6,146 22,143 gl 919 5,757 0 7 51

1989 10.337 23,151 47,235 7,589 23,183 51,079 9,788 24,483 53,865 404 1,588 5.108 262 1.072 3.865

1990 30,356 53.245 77,325 26,997 65.712 102,837 41,171 74,702 116,036 851.1 18.487 34.422 1,034 4,407 10,497

1991 42.128 88,210 119,583 26.942 71,869 102,814 40.250 88,129 122,910 22,17' 50,626 74,609 7,832 20,132 32,710

1992 71.075 141,817 160,467 39.000 102,928 140,919 65.539 142,102 163,419 44.32.1 100,838 120,807 32,113 76,153 90,848

1993 8,727 17,164 17,433 5.551 15.210 19,888 9,881 18.608 19.953 5,533 13.418 14.689 5,642 12.465 14,164

1994 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

815 952 2,211 1.053 2.686 9,000 3.39:'" 14.95% 26.00% 0.00% 0.11% 0.23%

10.337 12,814 24,084 7,589 15,594 27,896 4.13<;' 6.49% 9.48% 2.68% 4.38.%.. 7.18%

30,356 22,889 24,C80 26.997 38,715 37,125 20.92'<; 24.75% 29.66% 2.51% 5.90% 9.05%

42,128 46.082 31,373 26,942 44,927 30,945 55.08"0 57.45% 60.70% 19.46% 22.84% 26.61%

71,075 70,742 18,650 39.000 63,928 37,991 67. 53 =<; 70.96% 73.92% 49.00% 53.59% 55.59%

8,727 8,437 269 5,651 9,559 4,678 57.130,; 72.11% 73.62% 57.10% 66.99% 70.99%

20.49% 23.93% 55.58% 8.27% 21.08% 70.65%

21.88% 27.13% 50.99% 14.86% 30.53% 54.61%

39.26% 29.60% 31.14% . 26.25% 37.65% 36.10%

35.23% 38.54% 26.24% 26.20% 43.70% 30.10%

44.29% 44.09% 11.62% 27.68% 45.37% 26.96%

50.06% 48.40% 1.54% 28.41% 48.06% 23.52%

FY Under 1 Under 2 Total ---- Planned

1988 4,642 8.83% 12,578 23.92% 44,668 84.96% 52,575

1989 28,380 13.95% 73,477 36.11% 161,152 79.19% 203,495

1990 108,172 29.45% 216,553 58.96% 341,117 92.88% 367,284

1991 139,323 29.30% 318,966 67.07% 452,626 95.18% 475,550

1992 252,051 31.15% 563,838 69.69% 676,460 83.61% 809,033

1993 36,534 4.34% 76,865 9.14% 86,127 10.24% 841,284

1994 0 NA 0 NA 0 NA 0

===::::=== ====== ======= ====== ======= ====== =======
569,102 26.87% 1,262,277 59.59% 1,762,150 83.19% 2,118,258 (1993 included for 25%)

Corretions made for 1988, 1989, 1990 for vaccine pipeline (earliest date in the field = June)

for 1991, 1992, 1993 for the effect of the "ban".

The "planned" number is calculated on the II of doses of vaccines available,

any delay in delivery of the vaccine to the in-country VSF entails delay of the .

planned activities. Major factors of delay are beyond control even of the Peshawar

office (UNICEF pipeline, "ban"). Therefore we assume that this spreadsheet reflects best

the local/regional capacity for running EPI programs.

Date: 31-Mar-94
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EPI Results ordered by USAID Fiscal Year

Year TI1U15 TI1FER TI1PRE TIno, TI2U15 TI2FER TI2PRE TI2TOT TT3U15 TT3FER TT3PRE TI3TOT TI4U15 TT4FER TT4PRE TT4TOT
1988 0 2.838 0 2.838 0 0 0 0 0 0 0 0 0 0 0 0
1989 1.046 6.772 0 7.818 12 1.761 0 1,773 0 0 0 0 0 0 0 0
1990 16.727 30.610 0 47.337 4,545 5.031 0 9.576 763 757 0 1.520 0 0 0 0
1991 26,632 51,107 0 77,739 6.132 7.969 0 14,101 1,442 1.836 0 3,278 0 0 0 0
1992 51.287 67,208 0 118.495 25.225 40.299 0 65,524 10,696 15.821 0 26.517 0 0 0 0
1993 77,220 94.949 0 172,169 56.887 73.099 0 129,986 24,601 44.948 0 69,549 1.723 4,799 0 6.522
1994 3.589 6.265 0 9.854 4.028 5,218 0 9,246 2,701 4.883 0 7.584 616 1.054 0 1.670

0.00% 100.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% .0.00% 0.00% 0.00% 0.00% 0.00%
13.38% 86.62% 0.00% 1.15% 26.00% 0.00% 22.68% 0.00% 0,00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
35.34% 64.66% (00% 27.17% 16.44% 0.00% 20.23% 4.56% 2.47% 0.00% 3.21 % 0.00% 0.00% 0.00% 0.00%
34.26% 65.74% 0.00% 23.02% 15.59% 0.00% 18.14% 5.41% 3.59% 0.00% 4.22% 0.00% 0,00% 0.00% 0.00%
43.28% 56.72% 0.00% 49.18% 59.96% 0.00% 55.30% 20.86% 23.54% 0.00% 22.38% 0.00% 0.00% 0.00% 0.00%
44.85% 55.15% 0.00% 73.67% 76.99% 0,00% 75.50% 31.86% 47,34°(, 0.00% 40.40% 2.23% 5.05% 0.00% 3.79%
36.42% 63.58% 0.00% 112.23% 83.29% 0.00% 93.83% 75.26% 77.94% 0.00% 76.96% 17.16% 16.82% 0.00% 16.95%

Under 15 Fertile Pregnant Total Planned

1988 9 0.00% 2.838 14.52°'0 0 0 2,838 14.52% 19,549

1989 1.058 1.91% 8.533 15.44~o 0 0 9,591 17.36% 55,263

1990 22.035 10.11 % 36,398 16,69°" 0 0 58,433 26.80% 218,045

1991 34,206 14.25% 60.912 25.37°" 0 0 95.118 39.62% 240.060

1992 87.208 9.60% 123,328 13.57°0 0 0 210,536 23.16% 908,857

1393 160.981 45.06% 218,610 61.18% 0 0 379.591 106.24% 357,294

1994 11.081 NA 17,979 NA 0 NA 29.060 NA 0

====== ===== ====== ===== ====== ===== ====== ===== ======
316,569 17.60% 468.598 26.05% 0 0 785.167 43.64% 1.799.068

Date: 31·Mar·94
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EPI Results ordered by Calendar Year

Year TI1U15 TI1FER TI1PRE TI1TOT TI2U15 TI2FER TI2PRE TI2TOT TI3U15 TI3FER TT3PRE TI3TOT TI4U15 TI4FER TI4PRE TI4TOT

1988 0 5.185 0 5.185 0 45 0 45 0 0 0 0 0 0 0 0

1989 3.339 8.157 0 11.496 850 2.083 0 2.933 0 0 0 0 0 0 0 0

1990 19.828 37.280 0 57.108 5.946 7.471 0 13.417 1.063 1.013 0 2.076 0 0 0 0
1991 28.684 51,563 0 80.247 8.417 12.436 0 20,853 1.435 2.024 0 3.459 0 0 0 0

1992 53.329 70.808 0 124.137 27.542 43.450 0 70,992 12.770 18.329 0 31.099 0 0 0 0
1993 69.135 82.346 0 151.481 52.446 65.437 0 117.883 23.734 44.966 0 68.700 2,116 5.342 0 7.458

1994 2,186 4,410 0 6.596 1.628 2,455 0 4,083 1.201 1.913 .. 3.114 223 511 0 734"

-0.00% tOO.OO% 0.00% 0.000 0 0.87% 0.00% 0.87% 0.00% 0.00
0

" 0000 0 0.00% 0.00% 0.00% 0,00% 0.00%
29.04% 70.96% 0.00% 25.46°{, '25.54% 0.00% 25.51% 0.00% 0.00

0
" 0.000 0 0.00% 0.00% 0.00% 0.00% 0.00%

34.72% 65.28% 0.00% 29.99% 20.04% 0.00% 23.49% 5.36% 2.72~;' 0.00% 3.64% 0.00% 0.00% 0.00% 0.00%

35.74% 64.26% 0.00% 29.34% 24.12% 0.00% 25.99% 5.00% 3.93°0 000% 4.31% 0.00% 0.00% 0,00% 0.00%

42.96% 57.04% 0.00% 51.55% 61.36% 0.00% 57.19% 23.95% 25.89°{, 0.00°'0 25.05% 0.00% 0.00% 0.00% 0.00%
45.64% 54.36% 0.00% 75.86°0 79.47% 0.00% 77.82% 34.33% 54.61 °0 0.00°0 45.35% 3.06% 6.49% 0.00% 4.92%

'(ear Under 15 Fertile Pregnant Total Planned

1988 0 0.00% 5.230 26.75°0 0 0 5.230 26.75% 19,549

1989 4,189 7.58% 10,240 18.53% 0 0 14.429 26.11% 55,263

1990 26.837 12.31% 45,764 20.99% 0 0 72,601 33.30% 218.045

1991 38,536 16.05% 66.023 27.50% 0 0 104,559 43.56% 240,060

1992 93,641 10.30% 132,587 14.59% 0 0 226,228 24.89% 908,857

1993 148,037 41.43% 199.017 55.70% 0 0 347.054 97.13% 357,294

1994 5,329 NA 9,737 NA 0 0 15,066 ,~.~ NA 0

====== ====~ ====== ===== ===.=== ===== ====== ====== ======
316.569 17.60% 468,598 26.05% 0 0 785,167 43.64% 1,799,068

Date: 31-Mar-94
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EPI Results corrected for supply delays

Year TIW15 TT1 FER TI1PRE TInOT TI2U15 TI2FER TI2PRE TI2TOT TI3U15 TI3FER TI3PRE TI3TOT TI4U15 TI4FER TI4PRE TT4TOT

1988 138 8,843 0 8,981 12 1.761 0 1.773 0 0 0 0 0 0 0 0

1989 8.680 19.896 0 28.576 1,677 1.761 0 3.438 249 285 0 534 0 0 0 0

1990 30.382 54.133 0 84,515 6.879 9.462 0 16.341 1,122 1.436 0 2,558 0 0 0 0

1991 31.265 48.219 0 79.484 15.630 24,269 0 39,899 6.745 7.134 0 13,879 0 0 0 0

1992 83,361 100.937 0 184.298 56.065 78,834 0 134.899 23.039 46.692 0 69,731 1.418 3,758 0 5,176

1993 22.675 27,721 0 50,396 16.566 17.290 0 33.856 9.048 12,698 0 21,746 921 2,095 0 3,016

1.54% 98.46% 0.00% 8.70% 19.91% 0.00% 19.74% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%

30.38% 69.62% 0.00% 19.32% 8.85% 0.00% 12.03%-- -- 2.87% 1.43% 0.00% 1.87% 0.00% 0.00% 0.00% 0.00%

35.95% 64.05% 0.00% 22.64% 17.48% 0.00% 19.34% 3.69% 2.65% 0.00% 3.03% 0,00% - 0.00% 0.00% 0.00%

39.33% 60.67% 0.00% 49.99% 50.33% 0.00% 50.20% 21.57% 14.79% 0.00% 17.46% 0.00% 0.00% 0.00% 0.00%

45.23% 54.77% 0.00% 67.26% 78.10% 0.00% 73.20% 27.64% 46.26% 0.00% 37.84% 1.70% 3.72% 0.00% 2.81 %

44.99% 55.01% 0.00% 73.06% 62.37% 0.00% 67.18% 39.90% 45.81% 0.00% 43.15% 4.06% 7.56% 0.00% 5.98%

Under 15 Fertile Pregnant Total Planned

1988 150 0.77% 10.604 54.24% 0 0 10.754 55.01% 19,549

1989 10,606 19.19% 21,942 39.70% 0 0 32,548 58.90% 55.263

1990 38,383 17.60% 65.031 29.82% 0 0 103.414 47.43% 218,045

1991 53,640 22.34% 79,622 33.17% 0 0 133,262 55.51% 240,060

1992 164,053 18.05% 230,461 25.36% 0 0 394.514 43.41% 908,857

1993 49.737 13.92% 60.938 17.06% 0 0 110,675 30.98% 357,294

====== ====== ====== ===== ====::c= ===== ====== ===== ======
316,569 '17.60% 468,598 26.05% . 0 0 785,167 43.64% 1.799,068

Date: 31-Mar-94
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EPI Results corrected for supply & distribution delays

Year TI1U15 TI1FER TI1PRE TI1TOT TI2U15 TI2FER TI2PRE TI2TOT TI3U15 TI3FER TI3PRE TI3TOT TI4U15 TI4FER TI4PRE TI4TOT
1988 138 8,843 0_ 8,981 12 1.761 0 1,773 0 0 0 0 0 0 0 0
1989 6,680 19,896 0 28,576 1,677 1,761 0 3.438 249 285 0 534 0 0 0 0
1990 35.587 62,588 0 98.175 9,000 11,239 0 20,239 1.956 2.308 0 4.264 0 0 0 0
1991 50.615 66,439 0 117.054 23.121 37.801 0 60.922 10,493 15.539 0 .26.032 0 0 0 0
1992 77,489 95,441 0 172,930 58.607 75.385 0 133.992 24,565 45.023 0 69.588 1.723 4,799 0 6,522
1993 3.992 6.542 0 10.534 4,412 5,430 0 9.842 2.940 5,090 0 8.030 616 1.054 0 1.670

1.54% 98.46% 0.00% 8,70% 19.91% 0.00% 19,74% 0,00% 0.00% 0.00% 0,00% 0.00% 0.00% 0.00% 0.00%
30.38% 69.62% 0.00% 19.32% 8.65% 0.00% 12.03% 2,87% 1.43% 0.00% 1.87% 0.00% 0.00% 0.00% 0.00%
36.25% 63.75% 0,00% 25,29% 17.96% 0.00% 20.62% 5.50% 3.69% 0.00% 4.34% 0.00% 0.00% 0.00% 0.00%
43.24% 56.76% 0,00% 45.68% 56.90% 0.00% 52,05% 20.73% 23,39% 0.00% 22,24% 0.00% 0,00% 0,00% 0.00%
44.81% 55,19% 0.00% 75.63% 78.99% 0.00% 77.48% 31.70% 47.17% 0.00% 40,24% 2.22% 5.03% 0.00% 3.77%
37.90% 62.10% 0.00% 110,52% 83,00% 0.00% 93.43% 73.65% 77.80% 0.00% 76.23% 15.43% 16.11% 0.00% 15.85~o

.#•••

Year Under 15 Fertile Pregnant Total Planned

1988 150 0.77% 10.604 54.24% 0 0 10.754 55.01% 19,549
1989 10,606 19.19% 21.942 39.70% 0 0 32.548 58.90% 55.263
1990 46,543 21.35% 76.135 34.92% 0 0 122.678 56,26% 218,045
1991 64.229 35.09% 11.9,779 49.90% 0 0 204.008 84.98% 240.060
1992 162.934 17.93% 221,463 24.37% 0 0 384.397 42.29% 908,857
1993 12,107 3,39% 18,675 5,23% 0 0 30.782 8.62% 357.294

====== ===== ====== ===== ====== ===== ====== ===== ======

Total 316.569 17.60% 468.598 26.05% 0 0 785,167 43,64% 1.799.068

Corrections made: for 1988. 1989, 1990 correction is made for vaccine pipeline (earliest date in the field = June)

for 1991. 1992, 1993 additional correction is made for the "ban"
:The "planflfH:I'-f\tIfTlber was calculated based on ## of doses of vaccines available.
any delay in delivery 'Jf the vaccine to the in·country VSF entails delay of the
planned" activities. Major factors of delay are beyond control even of the Peshawar

office (UNICEF pipeline. "ban"). Therefore we assume this spreadsheet reflects best
the local/regional capacity for running EPI programs.
Date: 31·Mar·94
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FcOJ'Ht Tota I
rdenti· lluabec

fi,atic" C01nting
I:~~bt r. Un i Is

Generic Naie
. ~ , ~ .~. , .....

Counting Unit
Specifications

Cost in
Pak istan i
,'. Rupee,s.

Cost
in

US $

..~.

1 1~".4.

0.20
oy
us

J.1.1
O,fl2
• 1n
, • I..~

0.20
S.80

l. 06
5.11
0.19
1 l'
4.. "',

6.00
15.00

150.n~

7.30
18.00
15.00
JO.CO
30.eO
47 .CO

200.00
JO,OO
35.00
10.eo
50,00
6U0
~5.0n

25.00
IJO:OO'- .
n.oo

175.00
24.00
68.00
5.00

175.75

1445.05 47.65

910 X Ig~O:':M

STRAIGHT IUCM
THUKB, BROAD I5CN
STRAIGHT :,4CIl
CURVED HeM
25CM
8"IJ"
ANGULAR J8Clf
S.5"

SHEETJIIG, FLAST,: C.
RAZOR. SAfm, ·ALL METAL
OPERATlllG SCIS~ORS BLV~/BLU~T

DRESSIllG fORCEFS, THUMB, RROAD
fORCEFS HE~OSTATIC KELLY, STRAIGHT
fORCEFS 1l[~OSTAT:C KELLY, CURVED
fO~Cf.FS SI'G:1CE IIOLO IllC RAMPLEY
STAII~LESS STEEL BOX S"IJ"
LISTER RA~DAGE SCISSORS, AnGULAR
OR~:nARY SCISSORS, STRAIGHT
:~AIL CUTTER
fORr;m JAR o"DEf.FIU·WIDE
SP0::CE BO'!'L STAlIlLESS STEEL· . 6·DIA~1.2"D~Er

n·!.' ~~f.ASUmG I'ITH mOLE STAlIn.ESS lConcc, GRADlI,\TED
PJ:m], STAmm STEEL MOUTII JIU· wmll )x405··
mIlEY TRAY METAL SI/4"r4"
TW ALmmllUM ORDmm WIIO.S"xl"
DP.f.SS WG DRU~~ STA INLESS STEEL 6"x6·
BOTTLE rLASTICtASSORTED SCREr CAP 12SCC UARRC; MOUTH
BASIN rLASTIC IJ"15"
SOAp·BOX, HIECE . 9516SIJSUM,' PLASTIC
Sm.iLlZER WSTRU~ENT 11TH COVER STLSS 10"x5"xU"

. AR~ mmfEREllCE TAPE
r;UTTlt:c PLIERS

JJ. 111
J). : :~
JJ.l: 5
D.IJl
}J.l J!
J).m
JJ.1J6
JJ. g ~

}}.In
)J .15!
n!S!
JJ .172
n.m
JJ. :3:

lit Total '~l

2

2(~.5~~

Jl. : 25
JUD 1
n.m
J2.m
J2.42}
JU24
n.m

I
BEST AVAILABLE COpy
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frodiH:t T~ta I
Id~ftl i :h;ii~ei

fi\'aUoii CG!l:iting
::\ii~C i. Un i t ~

Geiieric Ila;e Counting Unit
SFecificat ions

Cost ira
Pakistani

Rupees.

Cost
in

us S

BEST- AVAILABLE COpy

.
2.111 I,O~O ACETAlIlIlorHEl1 SOOllG TABLETS TAB 500:.tG 83.50 " 2.71·
1 ,,, J r~lrl'AZOmE 30:.tC!v.t. SOWT Iml Alolr JONe I 1NL 0.88 1.41'" i' I - J

).COl 20~ C:I~o~rHEllIRAIIIlIE KALEATE 4:<G- TAB 4:.tG 2. ?6 0.10
6. :01 1M MEBE:mAZOLE 1001lC TABLE! TAB 100lf'~ 18.00 0.59,I,..,

-6.m m SU~fAMETHOXAZOL 400~TRlllf.THOrR:M 80 TAB 400~~f80'~ ~UL_. 3. 2~
6.m 10 SULflJ~ETII(}XAZO:' 2COITWoff.TIICrRI1l 40 m 200W":I40IlG/SIIf. SLOO I ,~

I • ..,"

5.701 m Cl!LC~CQU:lIE ISO~:G BASE TASLETS TAB 2S0:.fG= ISO~'G BASE SUO l.73
10.10 I 2,000 rE~ROUS SULPHATE I fOLIC ACID TAB 60MG10.2SI1C 2~~ .cr. 6.7J
D.2OI GENTlAU V:OLET,TOrICAL USE rOI 25GIlS' 95.C0 J.11
lJ.2C) NITROfURAZONE 0.2~ CREAM CRN 0.2S,28CR TUB 7.C~ 0.23

r;,

1l.S~1 BF.lIZYL BE~IZOATE m E~'UtSIOII Erm m, 50f.fL BTL 11,10 0.56 .';f

IBOI Ct:W~HEXlOl1IE 1.5' ~ CETRllflDE 15: SOL !.SSWS, 1 LIT 47.00 US
!1.1aI 200 ALmmmll HYDROXYOE (COMP.I TABLET TAB 400llG 15.20 O.~O

17 .521 100 ORAl. mYO~ATATlOll SALTS fO~1000CC rOl fOR 1 LITRE 228.00 7.52
21.101 Ie oXYTETRACYCL INE I: EYE 0IllTlIENT OMi IS. 3.5MC TUS 33.45 \.101J

28.JC L BUCCAL THER~OUETER flC rlECE 52,00 1.72
29.m mWGE Hvro LUERDISUCC,IlTH ~'ED 2ee.0.ICC GRA9UATED 6.00 0.20
1" 1M r.mR BLAD COUBLE EDGE L0CAL. QUAL rKT Of 5 3.02 0.10..... l.'I.'

.13.) 1~ mrE BMlOACE ROLL UWIIOCl.f 26.4C n 0'V.UI

}J.J2l GA~Zf. BANDACES J" r-r.LL, ~:lE DOW: 4~.no U8
)). )): Ars~~r.A~rr GAUZE fOR r.o~r~ESSf.S 20 YARD 35.00 1.15
}~ ..m IT.TTm: Ilvr.RorH ILIC ROLL ~OLr. 300G:.IS 18.0C JU~

33.m Ar:lESlVE TArE )" ROLL 31.40 l.2J
3UOI ::A !~P.P,USH fOR SURGfON, :1Yl.GtI HAIR .@f.!lI2.5cr UO o.IS
n.m In ¥.I~~: SOAP ?oAR 30 GIolS BAR 91.50 3.22."
no "' , . "cnwI BOCK" mr.E 10.00 2. JI -;'.• :."1 ..
?~.3GI Hn rACKET FC~ ~EDICIHE elIl eM I - f9.00 .- 9·5).N

tH Total !tt o' • 'j'::
I 1415.15 45.68



rAGE ::0.
02:2I/q~

rrod",~ Tot.l
IdEiiti- N;,;;ber

fi~atj0fi C~anti~g

IIi:J~H. [lnits

Managelent Scienc~s for Htalth / Pesha,ai
Basic Health lorker - 0 Carton

Generic ~m Counting Unit CNt in Cost
Specifications Fakistani in
J

/" ,Rupees. US $

BEST AVAILABLE COpy

..

.:~ .

,.
. .. '



~anage;ent Sciences fa; Health / Feshawar
Clinic Initial Supply

l...

:.:.... :
11.\'::""

r: ... I; '"
: : .. .: ~ : \'.:

Total
!~j5~'tr

:~'1n~ iiig

Generic :laiie counting Unit
Sped rica t ion3

C(lst in
Fa~is:ani

Rilpm.

..
I'

I

, '1-

II .n.; I'.'
uo

lU7

2. ~5
10.0"
,n ..
'! " , ~ '!

3. :5
e ~t
,'. 'I

~~. ~J
o 11
'.' ... J

, ,n
J • ~ ...'

IUS
:1.01, ..

l.. : •

/I ••
':.'.'1

LJl
2. ~7
J.J3

:5. ~O
, n'
L.III

,It t\A
~ ~ , J.,

, /\1
I,'."'

• no
~. )1'

, 0'
~.o I

ury
J~. e'\

1J. 19
• H
~ • / J

0.11
C,1~

J.02
U5

tr. 'n
1',,'./.;

IUS
~~ J7

t1 '0
1'" u':,

'" (1~L. 'J J

r '-.
.' • ~I~

~.. 13,45
2~. 68
5~ .EC
1~.~~

U~

U6
A ••
,. I ..~ 25. ro

42~.r~
t1H lin
Il.,1O. V',?

UO
3~ 1. nO

214 .J~
t(1'\ ,,~

I.t.,.".'

~~ ~ .5~
O( .11
'IV,1 J

~C&.~C

J' .60
~O.ry~

102.f./\
no.OO
F.2.70

! S5. 00
nt '4.'J ...... 't

179.2~
CA' ./\
,'" I • 411

IC~~

IOO,C)
66~. 00
2~9. ~O
"In" nn
~ J.', 'II}

3JUO
S5.ro
25.26

tA1 nt'\
1".\JIJ

2':l,Se
( '11...".,.'

4C0.0r.
I~4. rn
oe M
"'.':1.":

!~~~.~o

~%.nn

16U~

4UQ

4032
91.47

IOUO
SOUO
'~U0

6~~~.n~

l~LC~
tt\Ct nr.
;'JI •. '.f

1490.00
--- -~08,Cn

~n~.oo

TA~ t~~Wj

:,M? 1!~~/ 1~r,
seL ctwr ~,nO~L

rcr sorUG/V! AL
~n! !,2~·!:!]/VIAL

~A~ 2~N~G

r0~ ~~~~·tG, 5"~~/Vi Af,
'1"'" ,,,t''''''In.J:I : "::';.1, rHj

Er! ~IErHRlIl~ IIlC/lKL
~ It:crrr .LACTATE

:,,~,~! ::~;rHY~~I :~E 2SMj:'UL
A~·n ~;jfHYLL n;E lCO~

r~'!Tl~~:':WC!l: 25~~~~ !ARmS TAB m:.l~

7:T~AmLn:f HCL 250gG CAmLES CAr ,2S0~·:G ..
StlW.~·~ETl:CXAZCL !OC IT~ I~r.rgcrm gO n~ 40CMC 180~~ •
5·,'~rt,~·::Tl!OXAZOL' 20~ !TmETlIGrRl~ ~O.m ~~O::':140~'G/5~L

C!1LC~A~·~rJrer:!CCL r!}~~ER pt)R au lCR ro, 10CO~/VIAL

lIYSTAT::l: ~AGmAL TA8LE'!' TAB lr~ ,O~O ru
G~: ~mr!)::.'II! soow.: TAn TAR seollG
~;lLQ~G~U I~JE 150~~G BASE TABLrfS TAB ~~O~t~: 150MG BAS~

r:rrRC~S ~!_~~rHATE f fOLIC A~ID iAPt f.~HG~r. 25MC
T~:AmRENE SO~GITHL\Z:OE 2SlIG TAB 5C!:G l mG
Sf.~:r!M: 'ilf'LET, T~r ~rAL USE rOT 2~G~~~

rHT~'jftl~.~Z0~IE o. 2~ ~REAX rp.~4 o. 2~, Z3/~R TUR
::TERlLE C!.UZf. l~mc:~mD rARAfIIlE rM'm mmE
H\·c~or.cmS~!:E A~ETATE I'. ~W1 . . O''i 1~,5 err r'JB
P.E::~YL n:~J~OATE 2~' E-~mLS10N E:·~rJ 2~115n~~L BTL'
C':~~RIlEX:DI!JE U~ ~ CEmmE m SOL l.5~lI:S~, 1 LIT
r0Vn~0N[· Ioon:E 1~~ S('l, 10~! ~rnML

M.r)',~:rJ:tl~t~ JlVDROXYDr. {r.CM:~. t TABLr,-r TAn 4~CWj '.
A;:~!~~E'~?:~RHOIDAL o!i:T~EtIT ~~~T ~~G~ iUS
l!Y'.~FCI1:E·Ij.BumBRCMIDE IOIlG TAB m lC~:G

~p.P. mYDRATATlm: SALTS fOR IOOOCC rOI ron I LITRE
~XYTf,TnACiCLINE :~ EYE CINT~EIIT O~ff ~l, 3.~t.:G TUB
f.r.C0~~E";Rn:f, MALEATE O.125MC TABLETS TA~ ~.t2~~·~~

tlln .,t''''·'l11 tntHr:.\( ~,:·I'.II :.::, , I'.;'h

A~TIC:~LIN ~ro~r Fc~nErr fOR !~JECT.

nE:;~ATEI~jZ BENZYL rE~:~CILLI!:E 1,2
rl:r.~~0XY~THYL FEt:ICILL !t: 2~n!-rC
r~~~J~At!:E rE!~IC!lLI:{ rO~,TIf!ED,
"1" I\n. "I'ur,r, ""r • "I t",..' ttlr
"':.lA":':'!":t .. :.• ;11.,':.- 11o.·,·:.I/.lru,

]!L~rrA;·THE:JI~CL 25r~r ~ArS!.~~,ES

UCCCAIIlE TOFICAL GEL 2~ GEL 2~, TUR 15GR
UOOCAINE 2~ SOLUTICII AWr' IO~L

tt::TMmlCrHEII 500llG TABLETS TAB ~OO~G

A~ETYL SALICYLIC AClO 30ClolC TABLETS TAB JOCt.:G
I~mC~ETHACIJ~ 25MG TARLEr TAR 25~fC

l'~:~:TA7,O~ I::E 30~/ML scurr ION A~'I' 3n~tC r ~ ML
rE::mOC::IE 25MC TABLETS TAr 2S~G

CHLCr.rHE::IRAlWIE :~ALEATE ~~e TAB 4}(c

iROMETl!AZIllE mIG/ML SOLUTIOll ~Wr' S~~ I 2lI!.'
rrrOmHAZIl:E RCL miG TABLE'l'S TAB me
D:A~ErA~ 5~C/~ SCL~TIO» A~fr lOMC/2ML
~~EW:OAZOLE 100llC TABLET TAB lOC~

M~TRONIDAZOLE 200MC TABLET TAB 200~

r·'rlrlLm SUSFE:ISlCll 12~1IC/5~'L PO, m~G
!.!~~!~ILW; 2~·O~~G CAPSULES CAr 2~O~'G

., "",.... , ;:,J.J

,.
.1.

" f\nn
,'-'\.:./

f., C~0
I ""I',11\."::"

,e,.-
I nr.
I:':.:

2,~CO

••
'"Co

e
J

,no
v·.· ...

"..

,n
l '~

, CAr.·
1,.'V"

,In

G,c~a

JC

I ~,,(\.

:,':'J1J

,~

in,",

'nII

f. ,n""",,',"':

.'",,~ .
J,::G
~, ~C~

I;n
vv

":L
~n. .,,,

,no
1';1:

"l "f'(\

",." v

I:,0~f'
'1'1', .......

G. j:.:

I" "'1

f' ~",;.' ... ;.

t: ,."
oJ ... : ..

"'''''''.

"".'/',.

: .. "

: I'l'"

2. :~J
2. Pl
., f ~ ,
,.. ;'t"

, ,., I
.;,. I.:

J. ~n
3. ~~)

J 0'\1
.' ..II

.: : .• I
v .... I

" '\."'",
.. L.·.', ..

~ .,,,
"'w':"

"C I Ii 1-~ . ; : :

." P, "I.....

: .2C)
, III
.:. 01 i :

"I' '!":'_ •. I '

.'! ,,','

........ 1

'\: 1~'"..... ; . ..:.

t" "'"

1"' If"

'C tA 1
~ •• " .' 1

:~ .rr.:
~ 1 t 1\ I
:1.: "'

~7.)~~~

11 'I'": ,.'" ';..:.

I ~ '::" ~
.'.''';

6. ~ ~ 1
- 6. :r;!

BEST AVAILABLE COpy



1'." 1"1 I ,n.
':'! •• ;f .,.

:~ar.c&e;er.t S,ime3 for Ilealth I reshmr
~:ini, Initial Supply .

,....

:~~iiti~ r~~::;~~j

hat j," Cv'Jet ir.g
~:1.i;;~f.j. ej i ts ..

, ~o

" "'

J.30
UO

U4
0.15
l. 63
1.63
0.58
2.68
0.56
0.40
OJJ
0.49
U5
1.J2
1.J2
L%
6.40
UI
2.39
, ~o

I,'fl'

\.)2
5.60
U~

U2, ~,

I • ~ to ft.

Cost
in

US S

22. 76
).£)

8. JI
7.91

21. 77
5.15

10.29
13.14
I. 9S
\.35
1.58
\.19
0.1)
2.41
9.2J
0.49
2.31
UO
6.1)
\.31
0.91
t· .0
J "fJ

'" nn"'I,I/'J

60.00
l~ry.OO

tn,O .CO

2C~ .r.~

17.50
81.25
17.~O

12.00
16.~~

lLOO
m.oo
40.no
40.00
J2.00
~~!.O~

IS.for,
,'" AO
, ~ I -'1)

2~2.no
'''1\,.1\1'\,,'v. vv

66Q.OO
ISS.00
312.1)0
m.oo
60.00
40,~O

~8.00

)6.00
4.00

'c ".,•.•• ~'.!

690.00
110.00

160.0r.
''\An nl'\
~ "'J • \'1_'

m.00
:LOO
72.00
n.oo

136.00
5~ .00
27.30
45.eo

130.00
23.00
~UO
An en
'T' •.'"

'An on,"11, V'l

~Q3t in
Fakistani

Rupees.

Ccunting Unit
Specifications

910 XISOOM:l
ADlIl.T SIZE 82&W
CHILD 51 ZE 67~nJ

11!1J
PACKET Of 100

SO!. O.9~, 100ellL
AlP 6Mt
TAB 50,OOOlU
PIECE

'PIECE-, ./
PIECE
PIECE
!srm BULB
rrEC&
D-TYrE, UV
1651111
CHILD
TAr 60CH
140KG, IOO~C

SALTER TYPE mG

. SODI~/.I CHLORIDE C.Q~ SOLUTION
WATER fOR INJECTIONS
RET lNOL 50, OCO IU
STETHOSCOPE
SrIlYGI.'OIfAlJCMETER ADULT
BUCCAL THERIIOKETER HC
BUCCAL THER~'ONETER HC
OToscorE 11TH DIAGOllOSTIC HEAD
BULB fOR OTOSCOPE
BATTERIES POR OTOSCOrE
T01~UE DEPRESSOR METAL
TONGUE DePRESSOR·CHILD
MEASURING TArE 60CH
FuICIIT SCALE ADtiLT, BATHROOK TYPE
SCALE I:TH 5 TROUSERS INfANT
HAt.::.!ER RmEX TESTnlG .
nSELWE '11111TE 500NG/JAR
SYRINGE HyrO, tuER LOCK, GLASS 2CC GLASS SYRWCr.'2CC
SYRHlCF. lIyre, LUER LOCK, CLASS ~CC GLASS SYRllICE sec
SymGE HyrO, LU::r. LOCK, .GLASS 10CC GLASUyRltlCE tncr
SYRINGE HYPO, 50CC, WER DISPOSABLE suec
SYRINGE HVPO LUER DISP.2CC,IITH NED 2CC,O.ICC GRADUATED
SYRlIlGE HVPO LUER DISr.sCC,IITH IIEE SC~,O.2CC GRADUATE
SYRIIICE 'lurll ::EEOlE.l0CC,DlSrOS/,BL lncc, .2ee CRADt!ATED
IIEEDLE, IIY:'O, LtJER, DISPOSABLE 2JG 2JG(or 24Gl I 1.1/4"
NEEDLE, IIYPO, WER, DISPOSAr.LE 19C . I~C(cr 20G) I \.5"
BUTTERfLY lIEEm.f. SCAl.P VEIN 2JG 2JG(or 22G
CANNllLA It:TRAVEIIOUS LUER 20C 20G(or Iqc) I 1-5/S"

. TOURllIQUET LATEX RU8~ER fOR lllfUSIO 7~CM I UCll
Ar.~ CIRCIUfEREI1CE TAPE PIRCE
BrrQSH POR SYRlllGES
CUTTING rtlERS
SlIEETllJG, PLASTIC.
AIRWAY GUf.DEL RUHnER
Al~'NAY GUEDEL RUBBER
SCALPEL HOLDER NO.J
BLADES fOR S~~ALPEL, 110.10
RAZOR SAFETY, ALL METAL
RAZOR BLAD DOUBLE E~~E LOCAL. QUAL PKT Of S
OrERATlflG SCISSORS BLUNT/SIlARr mAICHT well
~IAYO OISW;TltlC-SCISSORS Bl.UllT CUr-VED ISClf
DRJ:SSIIlG rORcl:rs, TlIUlIB, OROAD TIIUv.n, RhOAD 10C~

TISSUE fORCEPS, TOOTHED 21) ~OOTIlED 21J, 1UCN
HUllTER srLl flTER fORCEPS A:JCLED lun"
fORCEPS IIALSTEAD ~'OSQUlro, STR'\IGI!'r mMGIlT I'url!
fO~~F.rS IIM,STF.!,n ~aSQUl'rol CU::':f.O ('!.'P.\'ED 12 YM
fCR~EPS ilEl!aST~.m KELLY I mAIG!!T 5T~A:CHT f4C:~

feRCEPS !:f.:~~~TATlC KELLY I CURVED Cl'mD 14C1~

1•
1•

12

2
6

:2

f,OO

30
200

4
3C

120
10

:00
100

"10 J t.,
,:)."fJI"

28.413
2UJl
28.532
28.612

" ,~t_I.. 1.11 oJ

~5 .10J
~5. 20~

~2. ~! J
,., • I'
.... ":'1'

]2. ~ 211

~1.! 22
:,2.~:J

'2.Q!

J2 .m
.12. J21
J1. ~ 11

J1. 225
JUll
3l. J:2
n.ll :
32.121

2~.J 1)
2~.m

2~. 602
2~.60)

:~. 1!J
"n I'.,:.11'''

2:' .126
~~,1.'~

1r. .101
10 ""'t
"':. ,': 1

:2.622
1?:. 70:

23,J0 I
18.m
'0 • t ,
:"J.'11

1~. i)J
:~. lJ!
'''0 "1... .,. I.:.,

"\!) 11'
:. .• L,/.. ..

BEST AVAILABLE COpy



r:'!~E ::0. ~anagemt Scicms for Health I Pesha'ni ,.
n,,'''' Ifu cl inic Init ial Supply

"!t.~

VI.I "tI J-

"
riv~uct TJtcl Generic 11m Count ing Un it Cost in Cost ..~

I .f p .. ' : ~1tiir.t i Specifications Pakistani inI.J.. i: ~ I

f icat Lm Cv~~tii:g r·:Jrecs. os $
1;;Jlihei. II .. ; ... ·

\.111 : ~ "

J2.!~ I fO~cerS SrO~GE HOLD IIIG RAf.lrLEY mil 9LOO ),]0
J2 .6\: fArrAsr.Uf REfRACTORS SET Of TWO 28XI6MM, 15CN, seT 126.00 4.16
)2.811 IIEEDLE HOLDER COLLIER 12,S Clol 1~r,.OO 4062
)2."0: 0 STAI~~ESS STEEL BOX S"13" S"x3" '1 8CO.00 26.J9c I
)J.ll : LISTER BANDAGE SCISSORS, A:~ULAR ANGULAR ISCM 60.00 1.98
l3 .115 rIm CUTm 20.00 0.66
)).131 ., fO~CEPS JAR 6"DEENU"rIDE lon.oo 3.30
J). :)2 ~~ovnD BOIL STAINLESS STEEL U'DIAMx2"DEEP Sf. .00 2.90
H.I )4 JAR DRESSING ,ITK COQER STAINLESS .'DIA~14'DEEP 120.00 3.96
)J.m 1 CUP MEASURlIlG 11TH HAIICLE STAIllLESS JOOOCC; GRADUATED' 9S .CO . J.13
n.m I fUlIllEL STAIIlT,.ESS STEEL MOUTH 31405' !.'OUTH 31405" - ~.

..
25,00 0.82

D. ])7 2 METAL BOIL LARGE 14' DIAM. 14'
'j::

310'.00 IUS
JJ. :41 2 KIDNEY TRAY .ETAL 8i/4'i~it I IJO.OO 4.29
33.142 4 TRAY ALUMINIUM ORDINARY 14'llo.s'II' 128.00 4.22
)3.m 2 Dr.ESSINC DRUI( STAIIlLESS STttL 8's"IS' 47o.aO 15.50
)).171 FAIL 11TH COVER PLASTIC \3'113' 180.00 5.94
JJ. ~n 2 SCAP-BCX, 2·r1EcE 95~65IJ~NN,.rLAST'C 12.00 0,40
JJ.18\ STERlmER I~S'I'RU~E"'T ':TH COVER STI.SS 10'IS"IU' I15.7S 5.80
JJ.I ~J 240 PARAfORMALOEHYDE TABLETS TAB 100OI.fG HO.OO 7.91
JJ.) Ii 24 CREPE BAlJDAGE ROLl: qIlIIOC~ ·211.20 6. 'J7
JJ.JZ I )0 GAllZE BAllOAGES J" RCLL, QtlE DOZEN . 4P,0.~r: lUJ
lUJl 9 ABSORSAlI'I' GAUZE fOR co~rRESSES 20 YARD 315.00 1C.J9
.~).m 6 CaTTell HYDROPHILIC ROLL ROLL JOOCMS . 103.00 3.56
l).m 18 ADHESIVE TArE J' ROLl. 67).20 22.20
)UO I NA ILBRUSH fOR SURGEON, ,1lYL00I HA! R SCI4:12'sCI4 9.00 O.JO
JU03 JCO MIIII SOAP BAR JO GMS BAR m.ao 19.29
3J.50j )0 GLOVES RUBBER BY PAIR sm 7, I PAl 14UO 4090
J).5!:4 JO GLOVES RUBBER BY PA IR ~ 'SIZE 8" : PAIR I4UQ UO
J5. ll) CATHETER URIlIARY fOLEY TYr~ 16CH, 3014L 32. ~O 1.07

36.114 BAG COLLECTOR umARY • DRAl~AGE 13. 90 0.45
JS,124 2 TUBE NASO-GASTRIC SIZE 12 16.20 UJ

37.122 6 CATGUT CH~OMIC 2/0,1SCII,rTH NEEDLE NEEDLE 3CMM,4/S,RlID 81.72 2.70

37.112 4 SILK B~AIDED J/O, 15CM, ITH NEEDLE llEEDLE 2811'..1,3/8, CUT 4U~ 1.41
., c,n J wm BOTTLE, .. 1 PC 'HITE PLASTIC 330 .00 10.88"! I .\1, '/
~ 1. 72~ ) GLYCEROL ,SOLUTION SOL 20014L 124,80 4.12
II "1 2 METHYLATED SPl RJT SOL 200ML 16.CO 0.53
'1 l.l" l

95.501 1 RUCKSACK, l/YLON PIECE m.oo us
~9 .121 4 ~GREell BOOK" PIECE 140.00 4.62

~UOI 3,000 PACKET fOR :.fEDIClllE elll CM '1"0 nn 1.52",U.Ul/

9U03 JO PArER "pm BLAIIK OWl PAD or 100rACE 150.00 us .
--:!

"I Tolal ttl
)mJ.2~ 1111.61

BES AVAILABLE copy

".



rA~E W}. Managmnt Sc iences ror Itea Ith / Peshmr
C2:21,'~!~ Clinic Rmpply "~

rj;d~~~ Totill Generic tim Counting Unit Cost in Cost "-

Idti:t j- u....L, .. Specifications Pak istan i in!U.lltl

fi:;~ioii rviJritiiig Rupees. US S
.'l-~

1l .••L ..... Uiiits:···J"l'l.l.

, 'n' 2 [.(DOCAINE TOPICAL CEL 2' GEL 2~, TUB ISCR 14.90 0.491 ..."1.

:.2nJ 25 !.IDOCAINE a SOLUTION AIIP lOMI. IOo.o~ UO
2. : I : 8,00:) ACETAMllroPHEN SOOMG TARLETS TAB SOO~ 563. O~ 22.0), 11, 6,CCC ACETYL SALICYLIC ACID )OO~ TABLETS TAB )OO~~ ,." ftt\ 8.21.... 1"1 l"t) .I,V

1. 121 t (\I'" IIWClIETIiACIN 2SKG TABLET TAB 2SlIG 200.0n 6.60I,VV;J, ," IS PEIITAZOCINE 30Me/Nt SOLUTION Av.r 30lolG I IlIL 214.38 1.01
~ oJ" I

2. ~ ~ 2 10~ rE~ITAZOC:NE 25MG TABLETS TAB nlru 15U5 U8
J.rOI 2t~~n CII:'ORrIlENlRAlln:r MA!.EATf. 4l1G i TAB 4:.fv 29.60 0.98
1 "'" 2 rRO~ETI!"ZIllE 2511G!~4L SOWTICN Aur SCMG I 2NL UO 0.11.. • \/'Jl.

) .003 50 rROIlp.TIIA7. :IlE 'HeL 2SMC 'l'ARLETS- 'l'AB 2511G 4.32 0.14
5.COI OIAZEPAM SMG/ML SOLUTION AMP IOMG/2ML 91.41 3.02
6. WI 6Cr. IIEBElIOAZOLE 100MC TABLET TAB.IOCIlG 108.00 U6
5.201 .2.000 ~ETRonIOAZOLE 200Ke TABLET TAB 200J«; S03.00 16.7S.
UIC 3r. AUPICILLIM SUSPENSION 12SIfC/5ML rol 12S1lC -,' .j .

JeUc 12.6S';

6.311 6,000 AMPICILLIN 250MC CAPSULES CAr 25m~ 6900.00 nU1
6.)! 2 30 AMPICILLIN sooke POIOER fOR Jm~. rOl 500w.:!VIAL 171. cn 5.64
5.31J 12 BEllZATIIBl~ BE11~YI. PEIII~II.L1NE 1.2 rol t.2~lU/V: AI, :OU6 3.SQ

~.J: 5 : ,~O!} m:flCXYllETIIYL rElllr.ILLIN m~~ TAB 25C~'G 99~ .50 32.80
5.Jlf. Ja rr.OCAIIlE rEl11CfLW: fORTIfiED I'f}I )00141~1601CG/VI At sue 2,85

U~~ '0 cm,~~A~r!fE}:ImJ, 125UG/~~L nOT 125f.lG/llf. 106. nn \0 .n~,.,
~'.. J2: ., ,"l!,

!:I!:.r,I~A~rllE1JICOL 250~G 1',',rSul.f.S f.,',r 251JMG II~O,. CO I~. 14.:.,'..":,

r. I" '\ 'II fRYTIfp.rMYCIII 250llC rAntErS TAll 25ClIG 40P..00 IU6., ...... .. ~.,
,. "J 3 OM TmAcyr:Ll!m IICL 2501«; CArSULES CAP 2S0:~ '100. co 2n..68\) ...., t IJ'.:,J

U2f. ' 0-"\ f,lU'::METllClliOL 4CCITRINETlIOrm 80 TAB 4CC:f.l18C:t~ 1~9U:O f,UO
'tV'.'

, I'r ,:'\ SliLFAMETHOXAZOL 200lTRINETHOpm 40 m 20l!1lG140N:~/SMt 306.00 lQ. O~
\,I ..... J I":
,: 1"\1'\ 1: CIfLORAlIPIIElllCOL rOlDER fOR INJ ICR PCI IOOOICG!VIAL 16:).30 5.30,' ..... '
(; C!', f;n ll'ISTATWE VACBlAL TARLET TAB Ino ,000 ru 47.40 1.56
.' • ,I ~ I v'

~. :GJ 'on GRISEOfULVin 500~~ TAB TAB SOOMG 125.00 U2l ~'I

.:. '1nl • on~ CHLCRCQU filE 150~'G BASE TABLETS TAB m~~:150'f.l BASE ~2~.OO 1),85.,.,·JI "Ill.:"
Ht t/\' '" ,..nn fERROUS SULPHATE I fOLlC ACID TAB 6N:C.O. 2SlfG muo !U7
1:.1';: I ~,\I\".

~UJI ~t)~ TRIA~TERE~E 50~JfTH:AZlnE 2SlfG TAB SC!:G I 25lfG ~Ol}.OO lJ.19

" '''''t 11 CD:T WI v:om I Tor ICAL USE PCI 2SCIIS 144,00 4. 7~: ... .:.v: "
1J. 2(.') " lIlTROfURAZCl:E O. 2~ CRE,',N CRlf O.2~,2SCR TUB 35. n~ UI

"t 1 'I~ j '0 STER n,E GAlI~E n~}'W~NATED rARAflllE r'\CK~T STER ILE lUO 1.31
I ........ :.".'

t1,'\t J') HYDR~CC~rJSONE ACETATE II SKIN OIIT 1~,S CR TUB 90.~0 2.n
: ...... 1

t ~ :' i\ t '0 3[n~YL B~~ZOATE 25: EWJLSION E~II m,6011L BTL lO~.6~ US
:.I.l·:1 J ..'

I ( , \ (\ ~ ,n CHLfJRIlEXIDIllE 1.5~ • CETWlIDE IS' SOL l.mm, 1 LIT m.oo lUG
; •. ·':1 l\

:~. :~) POVICOllE·IODlIIE :0, SOl, 10~1 SOONL 62.70 2,01

17. fl) I f"OD~ ALlIKf~IUK HYDROXYDE (r.clolr.1 TABLET TAB 40~~'G 456.M :5.04
.'t ,,..t 12 A~'T ":f.IIQ~:ItO WAI. OlllTXEUT OIlT IOCR TUB ~5.64 J.l~
.1 •• ·.1

! 1 "fP JCn llYCSCWE+ BUTYI,RROl: IDE 101lG TAB TAB IOl4G l7US t n,
t , • '1. "-

,J. '1

~;.rl~: 2~n C~AL REHyr,RATATIClI 8,',:.TS FOR loooec rOl fOR I LITRf. ~41.2~ lR .r,~

0' fl',1 :50 CXYn:TRACYCLIllE I' EYE OIllTNEliT 01lT 1%, J. 5~IG TUB 3J4.5r :I. 0J
- I . I -' I

"" ,\",\ :(' ~) E~GC:.lmlnE MALEATE 0.125~~ TABLETS T,\8 r.. mw. 6~ .r:n ~. l~
"'-' '... .:.

:: . ~ f}l ,n AMlNnpl!YLUllE me!:.::. Al.fr 25:.lC/ML, 10~L " " 0.31, ' ,"u. £l'

" tn' , coo AMl:fflrHVI.Lll:E lo~:.:e 1AB IOO~~
u' nn U5

_ .• I'} ~ : I J"V
•• I .....:

" '01 Erl~EFHRI~~ t~/I~L A!~~ 1~4G! ~ ML U~ 0.12. .:.:'t

""< "l"" t1 mCER LACTATE SCI, C0~·!r SCCML m.ryn 11.77
- ~I , ... , .:. ,.

BEST AVAILABLE copy
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rA~~: r:c. Managelent Sciences for Health / Peshalar
~.:C2/2:/Q4 Siall Hospital Initial Supply.

PiOd:l\:t Total Generic Nne Count ing Un it Cost in Cost
ldcnti- ll.u;~ei Specifications IPakistani in

f i :a: iOil COUiltiiig .. Rupees. US S
::iaber. UiiitS I

., ' ..
I. ~ 0I 40 KETAMINf. SONG/NL SOLUTION VIAL 2S0MG r SML muo "., 82.?8
1.202 LIDOCAINE TOPICAL GD. 21, GEL 21 1.TUB ISGR 14090 0.49
1:203 100 LlOOCAIIIE 21 SOLUTION. AMP 101lL 400.36 13.20
2. III IS,eno ACETA11l1lCr HEN SOOI«; TABLETS TAB SOOIlG- 1JJ6.00 44 .06
2.121 :2,~'C ACETYL SALICYLIC ACID 300NG TABLETS TAB 300WC 4n.00 16.42
2.123 2,000 INDomHACIIl mIG TABLET TAB 25MG . 400.00 13.19
2.1 ~! f.O PEI:TA~OCINE 30NG/NL SOLUTion AMP 30ICC r IIfL 851.52 28,28
1 .. 1

4C~ PEI:TAZCCINE 25~ TABLETS TAB 2511G 603.84 19.921..:"1.

UOI' 4.0~O CMLORFHENIRAMINE MALEATE 4UG TAB 4l4C SUC 1. 95
), Ce2 .n FROKETHAZINE 2511G/~~ SOLUTION AMP 50MG r 21lL 25.00 US "-I'J

J.C03 ,n PROMETHAZINE HCL 25MG TABLETS TAB 2511C 4.32 0.14uv .~-":

5.001 lee DIAZEPAM SIIC/ML SOLUTION AMP IOMe/211L 1829.40 ~0.34

5.0D2 1tcOO PHE~~BARB[TAL 30NG TABLET TAB 3011G 170.00 5.61
5.C07 l,e~O DIAZEPAM SMC TABLETS TAB SIIC 30.00 O. 9~
c. tnl : ,DOC MEBENDAZOLE 100Me TABLET TAB 1001lG 180.CO 5,94v. lUI

6.2Ql 4,000 V,ETRCIIIDAZOLE 20ClIG TABLET TAB 200N(; 1015.00 33. SI
UIO 60 AMPICILLIN SUSPENSION 12SICC/5ML rei I2SMG 769.20 25.37
6.311 8,COO AIlPICILLIN 2S011G CAPSlILES CAr HOMO 9200.00 303.43
5.) 12 I~O A~PICILLIN SOOWj POlDER FOR INJECT. POI SOOIlG/VIAL m.oo 28.20
Ul3

,. BEIlZATHIIIE BERm PENICILLltlE 1.2 POI I. 2MJU/VJ~I, 2l7.n 1.19"
UIS 3, GOO PHENOXYf{ETllYL PENICILLIN 2S0MC TAB HOMe ' 1989.C0 65.60,
5.316 60 Pr.OCAWE rEllIClLLIII fORTIFIED, POI 300MGt60NG/VIAL 172.80 5.10
ti.na )6 CIIWRAIIPHE1IICOL 12SIlC/5ML i ROT 12SIIG/IfL 612.0n 20.18 '
6.32: ~,ooo CH:.Ol:AllrHF.NlCOI.2S01lC cmULES CAr 250NG 2?80.r.O '8.2~

6.312 SOO ERYTIlr.mm 2SO~'1j nBLEtS .- TAB 250l4C m.~o 23.03

'I 5. )2~ 8,000 TETRACVCLInE HCL 250MC CAPSULES' CAP 2S01lG • 2toO.00 - 79.16
6. J26 :OIO~O ~ULfAmHOXAZOL 400~TRIMETHOPRI. 80 TAB COOIIGI80JlG ~ T;mo.o~ , 94.00
, ". .,~ SULfA~'ETOOXAZOL 200~TRlIlETIIOFRI. 40 SYR 200I«a4CJ«r/51CL . 612.0C .', • ! 20.13.u .... .: I':'l

, 1,n JO CMLORAIlPHEllICOL l'OlDER FOR lUJ 10R- ·FOI:fooOirAVltJi' 402.00 ' IIU6
,).01 .. )

5. ~~: 120 11YSTATlnE VAGINAL TABLET TAB 100,000 JU 9UO 3.13
6.503 1M GRISEOfULVIN 5001lC TAB ''1' TAB SOOIlG 2SO .00 8.2S !

~'JV -
f..m ~JOOO CHLOROQUINE ISOIIC BASE TABLETS TAB 2501lC:ISO~'G BASE 840.00 21.70

lUCl H,nea fERROUS SULPHATE + fOLIC ACID TAD 6011G 10. HIIG 2448.00 80.H
, 'l '\1\' 100 rROrRAnOLCL 40NG TABLETS TAR40irv 7\.40 U51..... ·.'1.

1~.30: C!M' TRlA~'1'ERENE ~1fG ITM I#.2 IDE 2S11G TAB ~CIlG t 2SllG 800.aO 26.39I;\.'J

:~ Jr.~ 100 IIITROGLYCERII SIIG TABLET TAB ~MG 7.. 12 O.2~

• ., 'f~ t en DIGOXIn ~.2S~~ rA?oLETS un O,2Sl{G n .n U~.... ··:1 '.)\'

: ~ 1~:
,. Gr.::w.:: v10U;T ,TOP ICAL USE l'Cy 25G:.!S 2?:8.CO UO

••• L,'I ",
~).2~)) " mRCfURA~OllE 0.2" CREAK r.R~ O.21,23GR TUB 110.16 ~. 6:"~., ,:" "I\~ STrRIU; GAU7.f. 1:"'1'I~f.GtlATf.O r-AR.\f:tIS- rACKET smILE t~p' .no 6. ~.l
; ... .:.-.;., _I,••

D. )';1 cO IIm~CCCRTISIJ1:E ~~ETATE II sm Olff I~. S GR TUB I~Q.oo ~.~t

" foOl ~) &ElllYL BENZOATE m EMULS [Oil E~m m,6DML BTL 205.20 " "
1,"1.'':;

'J. I ,

I: I\Ht 1n CHLC~HEXIDWE U~ I CETRIMlOE m SOL U~IIS~, I LIT 140. cn 3l. n,o
:w',I:'Il .v
15.r.n) !'OVIDCl'F.- WmE !O~ , S0Ll O~, 5r.0~!L m.40 4 "... "

16. 1:01 14 fURCS~M[DE 10MG!KL INJECTABLE A~:~ 20~'G x 2ML 5U1 ' "1.1/

., ~"1 11~ f'~ROSf,)I:OE 40NG TABl.ETS TAP: 4O:·~
-, u nn. I. 73

;,1.' I- 1 .. '/
J' .':11

f ~ I n I !2,001 AL!J!o:!tll~!oI HYDROXYDE (r.o~P.1 TABLET TAr· !r.o¥.t~ m.~o 30. O~
J : • _'~ I

11 .Jr,l ,. AllT IHElIORRIIO IOAL C1tr.~Ell'r 0:"'1' 1r.eR TUB 'n I 10 u:", 1"'1,1.'.'

BEST AVAILABLE COpy



, I,·r .'n
::',.''.. .1'1.

f'\.' I"" I(lo(
. _1 .;.,,' .~

~ar.age;er:t Sciences for Health / reshatar
Siiall Hospital Initial Supply

f~C3t ;O:i :\':;i:ting
~~a~bcj. !.!:iits

Ger,uic 11m Countirog Unit
Specifications

Co~t in
rakistani

Rupees.

Cost
rn

US $

..

FIECE
r-TYFp., I.W
S~~Al.L sm
MEDIUM sm
LARGE SIZE
16~~.nl

clIILn
iAr 60CH
140KG, tme
f.ALTER TYPE me

IUO!
,., H\'"
fl."I, ..

1;' ~~ J
., .~,

• j ., ~ .'

~ 3.1 r. ~
:e. 107
21.10 :
22.C0 1
22.0Q2
2UOI
15.102
H 1r.1t,'. p . .,

26. zn 1
",; '\(1"'1
.. ~I • .:. '; :.

"'1£ ,n"!
.:1, ..:':

':. '\11'
... ;'. L'/:

, .. In t
,-"I".

~e .. ~ I
..I •• ~'/I

2.:.Jt~~
... .,. "J1'.1
....,. Jl. I

'0 I! I
... 'J .... :

~o 'f"
.. t) ... 1 ~

2~.W
"'r. Cl'
~o), ,: I J

'\(\ (".0...':_
1\' ("
':',! ..': ..

1'~. ).1!
"(I C,'\
.I) • J~'';'

n.6!2
"(I to'l
.. I, \" I

"0 r. '\,
.. I.,) .. ':'

''I(I ,,, 1
... '.' , ,'I:

"Cl , 7!~ J
"1 It'
.. '. I : _

~,. I I ,
~: " l'

'\II ,''I ~.. '. : - ~.

- 'I') 11 t
• '. I,"

"1 ''\'\

.. I ,., ~

30
300
eo

100
500
SOC
120

jO

)eo
leo
lCG
30

3.000
30
"1£

11
L1

60
4eo

]0
: I inn

t',.

.,n
".':J

m,n
J"

! .
HYCSCIUE-U-BUTYLB~C~IDE 2CKG/ML SOL A~P 4C~~ I 2~L

HYOSCINE-N-BUTYLBROMIDE IC=C TAB TAB IC~~

ATROFINE SULrHATE 114G/ML SCL~110n AMP IMG I INL
~llfsACCDYL SMG TABLET 1 TAB 5lfG

ORAL REHYDftATATION SALTS rOft Icooec Fal fOr. I LITRE
PREDNISOLOI1E 5~G TABLETS TAB ~14G

OESOGZSTRELIETlflNYLESTRADIOL TAB 28 PI;R PACK
DEXA~ETHASONE 4MG/IIL SOLUTION AMP 4MC/NL
OXYTETRACYCLlIIE IX EYr, OlllTHEllT OllT 11, .Ul/C TUB I

ERGOMf.Tmr. MALEATE O.2HG/V,L AMF 0:2llG £IIIL
ERGOUETRlnE MALEATE O.125UG TABLETS TAB 0.12511G
AM llIOFHYLr.nlf. mG/III. AMF 2~NG/ML I IOIIL
A~INCrHYLLINE In~MG TAB IOOKe
fPl!IErH~:r:E :lfG/l~L Atl.F ING/IIlL
DEXTROSE m seL m, 20~~L

Rll~~E~ l.ACTATE • ~~L CCl4P SOO~:,

son IU~ CHLOR IDE O. 9X SOLtlTlC11 SOL O. 9X, IOCONL
rATER fOR llJJECTIO~S AMP 611L
DEXTRAII 10, 6: li'J III IlOR~~AL SAL IIIE SOl, SOOUL
D~:X7r-OSr. ~,: It: S.\!.I tlE O.ml\gT IcenML
RETllm ~O,OOO If) TAft 50,OOCIU
STl:TIf.lS'~()rE r IECE
SrIlYGll:}f.fAl:I)I~mR AiJU:'T PIECE
p,u~~m TIIE~lmMm~ flC mCE
SUCCAL THERMOMETER flC rIE~E

GT0St'O~E mil DlAG!JIlOSTIc ~1f.AD IsrARE BULB

BATTERIES fOR '0TcscorE
Srr.r:UL~!M VAG WAL GRAVES, SMALL
:'Pf('m.~':'! VA:~!llAL CRAVES, 14f.O'Ulf
SFf.CULUM VAGlllAl. mVES, LARGE
TCI)!~'.!E DEmSSOR '4ETM.
TO~:GUE DErRES~GR ~t!ItO

:·~[ASUR HIe TAF.E 60':H
lEIGHT SCALE AJULT, BATHR00~ TYPE
Sf'ME m!l 5 T~CUSf.RS lllfAllT
1In.:!-l[~ mux Tf.STIIlt.:
VAsn.n:f, 'rP~Tf. 50{,,~.fG1 JA~

SY~~ ~.:~.:!: Wirr, J L!.!ER L0:~Kt G!JSS ~cr. GLASS sYr~ IfJGf. 2r.C
s\'~ nICE l!yro I Lll!:~ LOCK, GLASS ~::c GI.ASS SYiWIGE ~Cl

SYP. i !ICE HYPO, LUER LOCK, GLASS loce GLASS S'!R llleE W!:
Si'~:::Gf. Hvro. ~ryCr., LUER D:srC~ARLf. 5~rc

SYRIJ:GE Hvro L!.:~:~ D1~P,2(~',';T!~ NZD 2~f~,o.!r~f~ GRADUATED
W.!r.!;E HYPO L'.'~~ mU!'C,mH IIEE 5CC,O.2!.'f: GRAOUATJ:
m.:ll!~E \fUTH IlEF.DLf.,IOC':,r:mcsm ,nC!~, .2f'': C~AOI.lATf.r

:JEtr.LE, HYPO, ['!:ER, W!'f.SAr: f. 2~G 23G(or HGl. x 1. If!'
"~'cn' F Hurn I ""n 0I snG~' fl'" tn'- I nf' (0r 1.\1'I . Ie'l~L':"IJ:'''1 1.li, :."\.':.,,r.• 1 r •. r. '~IJ I "J l',,; ,It; A .J

BUmRfLY NEEDLE SCALF VW m 23G(oi 22G

44 .80
I7U5
5".20
11. 00

II~n.CC

110.00
3240.00
312.14
56~. GO
214.08
130.00
18.19

294.00
'\t nn
, •• •..v

24.CD
714.00

. D80. 00
220.00
I~!).OO

~ 7UO
~.ouo

4~r..ryO

1120.00
15UO
J12.00

Ilna.or:
,''101,\ nn
I,.'. '.: ....'

01 cn
J .• ',''''

f·~. CC
42.CC
.n nn".' . .,\1
~6.ea

7Z,~O

UO
1UC
2~D.0n

.w.n~

1~~. no
H'\ en
';"" .. ':

4/."( nc\.-'.' ........
275,O~., ,,,
";,t;,

fi1< nr,
" ,.:.\"

115. rn
tlCI en
I"'!' ......:

"0 (,\
: ·,.1. :./

t. 48
Ul
U~

C.J6
31.6~

3.63
106.86
lUI
22.06
1.06
4.29
2.60
9.70
D.£.9
0.79

2J.5S
4UI
7.16
6.27

IU2
I~. P,J
!1. ~4

5. :5
In. 2~

36.28
3.%
2.6~

U8
I. .1~

I. 4~

U1
2.)7
US
1 "L.' ,
UJ
?~~

• 'c,. I,'

o nn
'.I.V\'

:5.34
o n'
'.ll

22.25
u~

!. (!f)

!. ~o

'"l.l.'

BEST AVAILAB E COpy ~ .,.



f'1~'~E ~:O. ~anagt~ent Sciences for Health I Pesha.ai
""11.,"~/1' Sul\ lIo::pital Ini.tial Silpply.. !':' U ,.

~rJ,1';~' ~otat Gmric·r:m Co~nting Unit CJ:1t in Cost
1.1, .. ,:

'::;!~t r Specifications Pakistani inI "~ I';' I

fLat i,l:i :\':"i.t iug Rilpen US $
~:'~i~e r, 11.. : ....

'::1 I ~ " ..
2~.)21 1S CMllrJLA IllTRAVE~'CUS LUER 20G 20~(or 19G1 I 1-5/3" 20.75 8.04
,n C:\., 6 . roURKIQUET LATEX RUBBER FOR INFUSIO 75CM r \.SCX 51.00 1.68.. 7,",1'••,

~~.6r.J 2 .' ARlI CIRCIMfERENCE TArE rIRCE 12.00 0.40
2~, 5~ ~ 0 CRUSH fOR SYRINGES 32 .00 \.06('

2?, S~ 5 CU'l'TIllG PL IERS lS.00 ·0.49
.1l.22~ SflEET! He. PLAST IC• ?IC X1800Mll )r,O.~O U?
)1.J11 • Al RIAY GUEDEL RUBBER ADULT SIZE 821111 40.00 I.nI.

)1.3:2 • AIRWAY GUEOEL RUBBER CHILD SIZE 67Jr.4 40.00 1.J2L

n.: 11 • SCALPEL HOLDER NO.) 00.3 56.00 I. S5,
32.m SCALPEL HANOLE NR 4 S.OO 0.26
l' ,,( BLADES fOR SCALPEL, NO.IO PACKET Of 100 194.00 6.40"L.lld

32. :2' BLAOES fOR SCALPEl. N:20, rACKET PACKET Of 100 1~5 .00 6.10
,., 11\1 RAZOR SAfETY, ALL METAL 15.60 0.51.,,-. ;"_' 1

J2. 20 ~ 24 mOR BI.AD DOUBLE EDGE LOCAL. QUAL PKT Of 5. l' AO 2.)9 J

I L ,,,U,. ,,, PLASTER SHEARS PlESE 45.00 I. 48
""." I.'

n.m 6 OPERATING SCISSORS BLUNT/SHARP STRAIGHT 10CM ~o.on 2.97
J2.JI~ OPERATING SCISSORS BLUNT/BLUNT STRA IGHT 14 ..5CII 13.00 0.5~

32.32\ 6 ~AYO DISSEr.TINC SCISSORS BLur~ CURVED 15CM 150.00 U5
J2.)2~ 1 ~AYO DISSECTING SCISSORS BLUlIT STRAIGHT. 15C~ 25.00 0.R2
,,, f!' S DRESSING fORCEPS, TH'J~B, B~OAD TH'J~, BROAD 10CN 150.00 U5w,;.."t: •

.12,4: 2 I DRESS INC fORCEPS, THUllB, BROAD THUM8, BROAD 16CM IS .00 0,4~ "-

n.!:] S TISSUE fORCEPS. TOOTHED 2x3 TOOTHED 21). Il.5CM QO.OO 2.97 ,~

~

Jl.414 I TISSUE fORCErs, TOOTHED 213, 18CM TOOTHED 213, 18CU non, 0.7J
n.m 3 HUrITER srl.l NTER fORCEPS ANGLED 10. SCM 60.00 US
1" ,." 12 fORCErs HALSTEAD !«lSQUITO, STRAIGHT STRAfGlfT IUCl! m.OQ 9.89. ".., .:. ~,. '" 18 fORCEPS HAr.STEAD IIOSQUlTO, CURVED CURVED IUClf )60.CO :1.87• L ..... "-

" '. 1
0 fO~CErs IIE~STATIC KELLY, STRAIGHT STRAIGHT 14C~ m.c~ 7.n" L.· L_ l'

" ,"'. '0 fORCEPS HE'~C5TATIC KELLY, cumD CURVED 14CM 5~o.oO lUI.. .:.,., .. " IU

" ", 4 fORCErs HEMOSTATIC KOCHER, STRAIGHT STRAIGHT 14r.M 126.00 4.15.. ". ""
J2,~~! 3 fORCEPS SroNGE IIOLD IIlG RAMPLEY 25CII 141.00 U5
J2.~I!i 6 TOtEL CLAm BACKAUS 1)('~~ l6UO Ul
1" !,II 6 fARABEur RETRACTORS SET Of TWO 28XlSWrI, 15C~. SET ~ 8~ ,00 602)
.. ~. ",11;

J2.623 RETRACTOR DEAVER. 23CM I 25MM 2)CX LONG,25MM BR0AO ~ JLO~ J.(;,i

, .'2,668 1 '. RETRACTOR SEl:tl -llllELLER. iOOUBLE Etm P:LUllT, ) FROlIC, 16CU ~O.OC
• n,·-.
... } I

32.7 t ~ FROBE DCUBLE EllD[o . orAMETRE 2KM 60.00 1.98
J2.711

, IIAYOiS roRc~rs HOLDER I4Clf . 40.~0 1.J2•
,. 0" , NEEDLE HOLO~R·COLLIER 12.5 CII 210.00 6.~)
.. ~. U I. V

)' ", NEEDLE HOLDER IlAYO-I!fGAR 2~Clf ' ..§TRAICHT 20CM .- 4.0.50 1.34
" . I ..

" 0 ... ., SET Of STRAIGIfT ~EEDLES, CUTTIIlG SET 9f.S I~; . 15.00 - n. 4~
" ... v,,"

JU2~ SET Of CURVED NEEDLES, CUTTInG m Of SIX IS.no o.4~

J2.9~:
in STAINLESS STEEL ~)X 8·rJ~. Sir)· 10CQ.ao n.n t
IV

)~.. '.;~2 STAII:LESS\SmL BOX· 14" LenG 125.00· 1.42

.1J.ll: LISTER BAIlOAGE SC ISSORS. M~ULAR ~NGULAR 18CII ~o.on 2.97
11 ," t:m CUTTER 'n.co O.~'!
" ••. J.

.~}. L'! ) fORCEPS m. S"DEf.P I 2.5"'IDE 15~. G~
, 'c.. :'.'

}}. D1 5 ROll"O BCrlo STAWLESS STEEL U"DlAlolr2·rEEF m.GO US
n'l1 SrOU~E Bm STm:.sss mEL 6·OIA~!r.1"OEf,P 1~'8, ~~

r. 00
_"I ••

·,t.tll)

.' } . ~ .\! m DRESSl:lG mil COVER STAlNmS !"n!A~;:~·DEEr
tan t\t\ U!lUll ,'Jl'

BEST AVAI·LABLE COpy



r'I'C'- \t., Manage~e"t Sciences for Health / Peshawar1 I:'~~ I ....·•

r."'~ t I'., S;;&II Hospital Initial SupplyHI L I, '-

rh)"~U\ ~ TJtal Gene ri c Na;e Counting Unit COjt in Cost
lof .... NUJber Specifications Pakistani inI :leu .. t •

fitaLJ:l C~~·~i.t (iig R.pees. US $
t::.::btr. t1:i i ts ..
:J.m cur ME:.SUWlG 11TH lIAlm:.E STm:'ES~ 1000Ct:, GRADUATED 1~r..OO 6.21
1J. Dr; rU~~EL STA~~Lf.SS STEEL M0UTH 3r4.S" Mr.~TH 3r4.S" 'c ~n C.32• ,,; • • 'J

: J.:37 ~ETAL BCJL LARCE 14" , VIAI/.l4" (;~O.~O '\f ft,....
JJ.~! ! KIDNEY TRAY ~ETAL 81/4"r4" Ate M 15.01'JJ.~V

)).142 , TRAY ALUKINlUM ORDINARY l4"rlU"rl" In.or 6.nv

, J. 1~ ~ 10 DRESS WG DRlIM STA I~I.ESS STEEL 8.5"r6" m~.oo 71.51
j).171 6 rAIL IrTH CO~ER PLASTIC D"rD" 51UQ 17.81
J3.m 6 SOAP·BOX, 2·PIECf. 9Sr6Sr3SMM, PLASTIC 36.00 I. 19
J3 .l~ I 2 STER ILIZER IIISTRUl4Errr II TH COVER STLSS 10"rS"r3.S" . 351.50 1l.59
JJ .I'q PRESSURE COCKER, 101.IT IoLIT S9Q,OO 19.45
JJ. PJ SGO PARAfORMALDEHYDE TABLETS TAB 1000~G 60~. 00 19.7Q
3J,m lS0 PLASTER Of PARIS,lSCM ROLL ROLL lSCM 2727.00 89.94
33. J11 144 .' CREPE BANDAGE ROLL UMrl0CM 1267.20 41. 79
3J.J21 Q6 GAUZE BA~~AGES 3" ROLL, ONE DOZEN Im.co SU6
3J. J) I 40 ABSORBANT GAUZE fOR COMPRESSES 20 YARD I!Co.oe 46.17
H.m An COTTON HYDROPS IL! CROLL ROLL JOOGlofS '20.cn 23.75n

3J. Ji! An T,R IANGULAR BAllDAGE :OOCll SIDES 13Ue 6.n7,"
H.m JO ADI~ESIVE TAPE 3" ROLL 1122.00 37 .01
JUOI 10 I:AILBRUSH fOR SURGEON, NYLON HI. IR gC~I2.5~ 45,a0 l.48
JU~~ 600 ifill! SOAP BAR . JO GIIS BAR 1170.00 J8J~

}J.5C: ~,O GLe'IES RUmr. BY PAIR SIZE 1. 1 PAl 241.50 8.16
3J. 6~! 50 CLOVES RUnCER BY PAIR SIZE 8, 1 PAIR 247.s0 8.16
J5. ~ 1: 3 CATHETER umARY fOLEY TYrE 12CH,3011!. 48.n 1.61

- 36, II} CATHETER URINAR~ fOLEY TyrE 16CB, 30M!. II J.7S 3.75
36.1l4 10 BAG CCLLEL10R URINARY • D~AINAGE SUO 2.19
36.115 100 CONOC~S STERILE PKT4 185.00 6.10
)6.12 : 3 TUBE NASCGASTR1C SIZE 8 11.40 0.57
i' !" 1 6 TUBE NASO-GASTRIC SIZE 18 4~. 50 1.f.0.. v ......
1.: "., 6 TUBE nASO-GASTRIC SI ZE 12 48.60 1.60....... J,,":

36.14 : TUBE RECTAL OIIE-EYE fUIINEL-m 24fR 500MM RBR 20,cn 0.66
, ( 1·1 ElJEMA CAN prECE 50.00 :.98 ro.." J. 1'.

35.145 UR IIlAL PIECE 4C,CO U2 ,.~~

l' ", STOOL rOT PIECE 60.00 1.98· v.a' I

" .", 20 m:DROSf. DRA:r: :. 0IAKETER I" DIAIIETF.R Im.cn H.JO· ". ~~ .
j1 I ~, 20 CATGUT ClIRC~[C 2/0,7SCII,'lrH IIEEDLE NEEDLE JOXM,4/8,R~D 272. ~o 8.98· ,.. ,,-
.~1.~2) 10 CATGUT eHROIlE t· 1SCM 'ITP: NEEDLE IICL 4011I4,./8 CVD,RIlP 136.20 U?

"
J?2~2 15 SILK nRAIDED )/0, 1SC., 11K NEEDLE Nf.EDLE 28M1f.J/8,CUT 161.55 U)

" "" c Ie SILK REEL 1 lO6.CO UO.. ,.:.. ..;

JUlI AllrUTATIOlI SA' SATTERLEE, JteM JICIt 200.0~ 6.60
In • t , BOllE fILE 20C:.l 2r;CM 2~0 .00 un

','":11

3~.! 21 RASPATORY mA80~lJf, eVD, ISCll CURVED qCIl 5UQ UI
," Cl1 WIGE-HCLZXANN nm:E LE'IER 27C)l H.CO . 1.15
.. it J" I

JUJI fERGUSON ~~NE HOLDING rcrrt:EPS 21Cll 165.00 S.44
~:.. 61 : 1· rcrr::m BO~F. rOlIGEUR JA~lssm 18Cl: 18CM 4~3.00 IUS
~/l 1 I f • LlSTCI: SC1~E CUTT we fORCErs Cl'Wf.D CURVED, I~CM 150.00 4Y
"",'.:;1

, •."'l 6 im SOTiLE I 1 PC 'HITE rLAST!C f,f.n.n~ " "'! •• ~ ...
'I .. ,

A' "':""'" 5 GLYCERCL, foW'T I0:1 foOL 20C~L 24~, 50 U3, ~ . , ..
'1 l' I 6 mHYLATEC S~lm sm. 2CC~L 48.nn t co
"! : • ; ~ I

I. JII

... /

BE·5T AVAt'LABLE copy
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OL·_ ........--

rACE 110. Nanageaent Sciences for Health / Peshmr
,n ,,. ,~,

S~ail Hospital ResupplyII., ,,_/ .'

~ Il,Gl.ict Total Generic !lm Counting Unit C03t in Cr.st
rddit: ~;'jiib( j Spec if i ca t iOiiS rakistani in

f: ::at iOii '\';;i:~ liig ~:;pee:;. liS S
11......... Uri i I.'II.Htl''' •• .'

...
!.!01 '" KETAlflNE SO:.:'';/~L ~OLOT(ml ,VI ,II. ~~OMG I SilL 2~!5.CO '0, M

'" l~". II'
t "'",

,
LlnoCAlNt TOPICAL GEL 2~ GEL 2', TUB ISGR IUO O.~?I ..."t •

• 'M,
IC~ LIDOCAl:ie 2l srLtlTION A~tr 10ML 40CJ5 IJ.20:.",11 ..

2. :1! 16, a~a Acm"'mmrHEI: 5CallG rAnLErS TAB 5CClfC !))S.CO ~U5

, " I :Z,~OC A~ETVL SALICYLIC ACID JOO~ TABLETS TA8 JOOMC 4~~. on 16.42... I .. i

~. :2.' '\ non
1~~0VETHAC1~ 2~NG TABLET , TA8 2SNG ~!~~ .~O IJ. :~I.,'J'JV

, II t
(;~ f'E:lTAZOmE JO~,IG::4L SOLUTWll A:~r 3C~ i IIlL 8~U2 28.28L ol t :

~, I~ 2 !OC rr.NTl.ZOClNE mG TABLETS TAB 2SNG 60).8< 11.92
1 M ' • nr:n

CHLG~rItE:11 w,n llE ~ALEATE 4Wj TAB 4~'C SUO US~ • II\.' • • ,\.'l!V

J.f~ 2 10 ,r~O::tTHAmc 25~G,'1l1. SOLUTlOt: A~l' SOMG I 2:.lf. .,,: I\n 0.&6'~'. VII

J.(QJ ,n • 'rr.O~EIHAZIUE HCL 2~HG TABLETS TAO moe 4. )2 0, :4',.,'J

UOl 100 DIAZErAM 5~G/ML SOLUTION . AMP IOf.IG/2ML lm.4~ 60.14
( 1\,," l,O';O PIl~lionm ITAL 30~4'j TABLET TAR 3011G 17UO 5.61.' I ,}V ..

s.n :,000 OIAZf,rA~~ 5MG TABLETS TAO SIlG 30.00 0.99
.~ • (\ I I nr.1"l MEBENDAZOLE 100MG TABLET no 100!o!G 180.00 U4v., .. I 'I'.").J

: "l:\l I (H\(\ llETROnlDAZOLE 2COMG TABLET TAB 200lrv IC16.00 3Ul.j • ..:. ~. ; ·,VI,;V

S,j :( 60 AM~IC1LLIN SUSrEllSIOIl 12Slfu/5~L rOf 125:.lG 76UO 25.J1
6.J ~ ~

o 01\1\
AI~r IC: Lf.l NnOlle r.ArSUf.f.S CAr 2S0NG noo .CO 30UJ!.'t'·',J'.}

~.J: ~ 'cn Mlr J~ ILUll sccw; rOIDER fOR :NJECT. r0'.1' 5001fG/VIAL m.oo 28.20. ~'II

, '" " flI:~:7.ATHn:E nEllm rElIIClf.LIlIF. t.2 rOf I.2lClU/V1AL 217. ?2 7.1~v .. :. .-
r. \l C J,VJO PlIENCXYKETHVL fElli CI LLIll 2S0!IG TAO 2SOMG 1~3?00 65.60""wl.'

- ~~ .} ~ .; <n rr.n~A IIIE rEI: ICII.I.HI fORT If IED rort JOClo!Gf60:IG!WI. 172.80 5.10VII

6..11) Y ClIl.ORMlrm:COL !2SlCG/SML BOT 'I~SHG/l,fL . m.Oj 20.13\.

6.12: ~ ,coc CIfWRAI-lPHElll COL mw.: CArS~LES CAr 250MG 2~~O .CO 98 .23, ,,,
500 ERYTHROMVCIN 250~'; TABLETS TAB m~ m.oo 2U3v,,,,,,,,

6. )2! " "An TETRACVCL: flf. HCL 250111.: CAPSULES CAP 250~G 240o.cO 7~ .16{ ,1,i\'V

{~.J1~, I~ .13:0 SULfAUETIlCXA~OL ~00fTR1METHt)rWl 30 TAD 4001!Gf30W:; mO.~a ?UO

""m 1 ~n S~'tfA"ETHOXAZOL 2CO.TmETHOPRIM 40 SYR 2COMGHOIIG/SML '" lin 20.18I ~., \'t ... vv

.: ,'H 3D ~HI.Or.AMrHE"ICO[, rOrOER fOR Ill] lGR ror JOOOIIG/VIAL 402.00 IJ.26 ~.v .• ..

S,~rq "0 "YSTATINE VAGtnA~ TABLET TAB 100,COO IU "A 01\ J, IJ
I"} ". UII

.~'!

(., ~OJ ~CO eRISEOftlLVIII 500NG TAB TAB sooue 250.00 8.25
f. '~I l,OOO ClIl.OROQlI IHE ISOllC BASE TABLETS TAB 2~OMG:ISOHG BASE 840.00 21.70
'. :1

:r" I); 24 ,ooe fERROUS SUI.FHATE I fOl,IC ACID TAB 601/GfO. 2S11C 2443.00 80. H

i ~ I Z~2 200 rRGFRA~OLOL 40~e TABLETS TAB 40MG 71. ~O US
!U?~ 800 TRlANTF.REllE SOIlGITHIAZIOE 2SI«; TAB SOIlC • 2SI«) MUO 26.39
:~. ~n::, 10? llITROGLYCEWlE SIIG TABLET TAB SMC 1.12 0.23
: ~,4'~ I 50 Dream o.251lG TABI.ETS TAB O,2SNG ?IO 0.30

D. 20~ 24 eE~TIAll VIOLET,TOPICAL USE FOI 25GMS 188.00 UO
"

IUOJ H lHT~OfURAZOllE 0.2' CREAM C&M O.2',i8GR rJ8 170. t5 5.61
D.D( 300 SWRII.E CAnE IMr~EGNATED PARAflllE rAr.m STeRILE IQ3.00 UJ

~ J. Jt~ ! 60 HY~ROCORTISOIlE ACETATE I~ SKIN OMT 1',5 GR TUB 19,0.00 5. ?4

~ J" 6~ t J6 ":. mm REllZ~ATE m EllUL810N E!·m m, Mia. RTL 20S.20 6.77
;5. no 1 20 'ClllORHEXIOllIE I.S~ I CETRIMIOE m SOL 1.S~.m, ILIT ?~UC 31.00

!~ .C~J 2 POVICO~~-IODlllE 10' SOL 10', SDDIll. 125.40 4.14
., "'t t 24 fUROSEXIVE IOl.'G/lIL INJECTABLE AMF 20K:; X2ICL 53.57 . 1.17
.V,I;..;,

~.: ,,,, '" "0 fUROSEIl (DE 40w.; TARmS no 4011G , ,--, ._- 54 .~o 1.18
I J. 'J':';' I<V

11 ,n, :2,000 ALU~INIUU HYDROXVOE (COIIF.I TABLET TAB 40NlG 9! 1. 00 J~.08
.Idll

t7.J~ 1 24 ANT1HEMCRRHOIOAL OINT~fNT . 6~.rr IOGR TL~ lq 1.23 6.31

BEST AVAILABLE COpy



Cost
in

US S

" ,£:.,. ':'t l

o.~?

23.55
45.~1

7.16
5.27

1~ .P.O
16.62

J.n
, nn
, • I"~

5!1.S6
45.11
2);75
6.07

J7.n 1
l.4~

JU~

8.16
8.16

UO
1.15
B.Ot
6040
5.10
2.J9
19.~?

on ft'U·'. :"t

., ,n
'fl."

5091
US
US

J7.f.O
J.6J

106.86
:n.J I
22.05
U6U,

lI22.~~

45.00
111un
2!L50
241.50

,., .0
, ... ~u

60Q.OO
m;.oo
muo
muo
I!~~.r.~

720 .ro
18UO

24),7S
194.00
185 .00

Inn nn
: 'V,'J')

!l ~. 00
1~~ .50
gUQ
JS .00

114UO
110.00

mo.oo
312.74
66~. 00
IltA no'I'"'. ·'u
I H\ nn
!.I".1)V

294.0C
2l.CO
2~ .00

714.00
IJ~:~.QC

"n. nn
",.;.-.J,'J'J

~uo

nus
5~. 20
It n(\
11,1/"

120.00
01 (n
,. I • ""J

10 ,n
'1.'.1'

IP.r.r:
~ ~ .70

675. no
'1C nnv, ~I • 'JI)

m.o!!
5N.OO
m.~r.

Cost in
Pakistani

Rurm.

Count ing Unit
Specifications

Gemic 11m

.'

Xanagellent Sciences for Health I Peshawar
Sial 1Hospital Resupply

BEST AVAILABLE COpy

HYOSCIUE·N·8UTYLBRONIDE 20NG/ML SOL A~P 40Me I 2ML
HYOSC1~E-N'BUTYLB~OMIDE lONG TAB TAB lOMe
ArROmE SUI,rll,',TE 1:«:/1IL SOLUTIO:I AllP 1:«: I lilt,
BISACODYL SlIG TABLET TAB 5MG
ORAL REHYORATATIOlI SALTS FOR 1000CC rcr fOR I LITRE
rRErnISOLOnr. ~~ TABLETS TAR 5h~

DESOGESTRELIETHIIlYLESTRADIOL TAB 28 PER PACK
DEXA~ETIiASOl:E 4NC/ML SOLUTION AMr 411G/Ml.
CXYTETRA~YCLIIIE l~ EYE OINT~EIlT o~'T 11, J.5!«J TUB
ERGO~ETRlnE MALEATE C.2NG/NL AMP 0.2KG I INt
ERGO~ETR WE MALEATE 0.125:lG TABLETS TAB O. Ime
AllltlOPHYLLWE 251~~/MI. A~P 25MG/IIL, ICNL
AMllWrHYLLINE IOOKe TAB IOONG
ErlNEP!!RUlE IllC/WL AllI' ING/IMl.
O~XTROSE 2S' SOL 25~, 20~L

RlnCLR LA~TATE SOL COMP 5COV,l.
SOPiUM CHLO~IOE O.9~ SOLUTlcn SOL O.~', 1000NL
",m fr~ WJECTlCNS AMP 5~~

nrxm.11 1n I '5~ 1/'/ WllORIlAI. SAl.l:IF. S~L 500ML
r.mr..OSE 5': III SAlIlIE 0.451 O(\T IOCOMI.
mum 50,000 W TAB SO,OOOIU
p,u:~r:'L TI:W!'~'!Em fir. m~E

BULB feR OTaS!~~rE PIECE
BATiF.R:E~ feR OT0srorr. 0 TyrE, 1.S~

VA~EI,Ir:f. 'l'mE S:'CMC/ JAR
mmcr. !IYPO, sr.cc, LUER DISP!)~AP,l.E Soef.
~''i''nl'l''~ UYM L""n Ol~n 21'C ~ITIII""D 2"'" 0 Ir" cn"nll"TED\,; ~ • \.0:." I. r": 1.1,1\ I '-Or. ~ t If 11 ill 1,\". .... 1\r.:J\:n I

m n:!.I IIYfO. Lt'E~ DIsuee ,IlTH nEE 5CC, o.2cr~ CRANIATE
millGE rJTH :1F.EDLE,loeC,p~Sr()SA8L IDee, .2ee GRADUATED
,:m~E, HYPO, LUER, mrOSAfLE 2JG 2JG(or HGl r 1.1/4"
llEEVLE, HyrO, LUER, DISPOSAPoLE J9G l~G(cr 20el I U"--
BUTTERfLY Ilf.EOtE SCALP VEIN 2JC 23G( or ~2G.; I

CAmmLA INT~AVElIOUS LUER 20G 20G(or 19G1 {H/S"
ELADE$ FOR SCAtPEL, 110. 10 . PACKET Of 100
BLADES FOR SCALrEL N:20, PACKET PACKET OF 100
r.AWR BLAD DOUBLE EDGE LOCAL. QUAL PKT OF 5
rAr.AfORMALDEHYOE TABLETS TAB 1000XG
pL.mER Of PARlS,l5CM RCLL ~OLl. ISCll
CREPE 8ANDAGE ROLL - 4.SM~IOCM

GAUZE P,ANr.AGf.~ J" ROLL, O~E DOZEn
ABSt)~.r.M:T GAllZE fOR r.oMPRESSES 20 YARD
c()'l'TON HYOROrlllI.l CROLL ROLL 300G~S

TWlf;',lLAR B~.lmAGE 10eeM SIDES
ADllf.SIVr. TArE 3" ROLL
IlAlLBRUSH fOR SURGEON, NYLC1J Hm Se~.UCM

~ln! SOAr BAR JO G~S BAR
GLOVES RUBBER BY PAIR ~IZE 7, I PAl
GLOVES RUBBER BY FAIR ' SIZE 8, i FAIR

,
"

~o

}Q

10
f,~O

50
SO

".'

'"~I :

1'\:'\
I.,,')

J~

JCO
80

500

120
50

KO
lCO
-:r,(\
'-VI)

1n
N

'nn... ,....

:50
'C"'OJ':

cn
.' ~

1'\""\'1_ oJ

.. 'I . ~ ,

.. 1 .... ,

" ,."

:7.521
t'J In,
1-). Iii I

HI lr.'
n.. P,'

Ii. 40 I
17 . ~~2
:; .403
,1 (ne
1,,''',1

q ;or.l
0' ~ • 0'·. I

.. : V.l
;'" ..1.:.:

.':. f~J

.' J. S~ ~

" .
.. • ' .. 1

~~ .J: ~

~~ .;1 ~

3~ . 11l
:2.12)
J2.2~~

~~. ~1}

:). 2~ ~

)).n

~ J.)2:
.' '.).' ~

!!..l ~ ~

.'). ': 1
J.~ .)S~

.' ,............ :

~~.101

25. :n
2U~:

:~. :.) 1
"'I': "II"".. ,' ... .' ~

. , . !r: ~

: ~ . J!~ ~

~ - " ..
.... 11 ..

"... ~ 1.1
2' .7e J
" . 11~~

:~ .10 7
1! .la1
,., ('on'
.. Lo .I"V I

, '\ nn'l
"'I.' ·,1V'

fi:duc! Tvt:1
l J<nt j. I:~.~er

~i\ation l:ou .. ting
~:.u~· er. Dii i t3

rf.':E 1:0.
C2/21/g4



rAGE ::0.
02/21/'4

Manage.ent Sciences for Health / Feshawai
Sull Hospital Resupply

rioduct Total
:d~itti· r::Jit.er

fi:alioit Counting
~:~ii~er. t!iiits

Generic Rue Count ing Unit
Specifications rakistani

R:;pees.

.CJst
in

US S

JUll CATHETER !JWlARY fOLEY mE 12CH,3C14L '0 'c t.51,,,. ',I

.1S.1 :' CATHETER URINARY fOLEY TYPE 16CH, 30llL 11U~ US
.16.114 10 BAG COLLECTOR URINARY. DRAINAGE (;UO 1.2,
36.m 100 CONDOMS STmLE FKT4 l~~ .on 5.10
)6.121 3 -TU8E NASOGASTRIC mES " In OJ7:I.''''
36.m 6 TUBE.NASO-GASTRIC SI7.E 18 ~8. 60 :.60
36.124 6 TU8E NASC-GASTRIC SIZE 12 48,S0 1.60

... , I" I 2 TUBE RECTAL OllE-EYE fUNNEL-END 2m 500W R8R 20.00 0.66..I~,. 11 : -:

is.221 ~I\ FElmROSE DRAlll I" DIAIIETEr. I" DIAMETER :qUO 34. 3~LV

37 .1 ~~ 20 CATf:\JT CHROMIC 2/0,75CII,nH IlEEOLE NEEDLE 30MM,4/S,RND 211.40 S.'S
37.123 10 CATGUT CHROME I, 75CM 11TH IlEEDLE NOt 401l1l,4/8 CVD,RIIO 136.20 4.49
37.212 IS SILK BRAIDED 3/0, 15CM, nHNEEDLE IIEEDLE 2SMM,3/8,CUT 161.55 U3
r.m 10 SILK REEL I 1(6.00 uo
4:.129 6 GLYCEROL ,SOI.UT ION SOL 20CIIL 149.60 U3
4l.141 6 METHYLATED SFIRIT SOL 200ML !8.00 1.58
~'~ .121 5 "GREEN BOOKI PIECE 21o.c? U3
9UGI 6,000 PACKET fOR ~EO:CINE CMI' ClI m.oo 1~.04

91.30.\ 60 rAm PADS 8LA::K (3X4 "I FAD Of 100FAGE 300.00 U9
! ~\ Total til

6?53U3 2296.65

"-

,~ .

.... ~ ..

~" .,/

T ~AILA LE COpy

, .. .



Manage;ent Sciences for Health / rcshatar
Refeml Hospital Initial Suppl}'

~. j ('(~ W\
I n'JIJ It'J.

n2l21/~4

rrJdud Tota I
lbt i t:u;;er

fitati;;n Cc:.;nting
~:~!be r. Uil its

Ceneric Nm Counting Uni.t
Specifications

eo3t in
raki ~taii i

, r.upm.

Cost
in

us $

~ , !~ I
I.:n
1.1()J
2.1 ! ~

2. :21
2.123
1 ... t
"'.1"1
., t'"
£. : ""

3.001
3.m
). en)
~.~Ol
C (\ ',1
J. v ....

C 1'\1'\1
oJ .v':.'

5. :01
6. ~I)l

6. JIe
6.J: :
S,)~2

S,3! )
S. J15
UI6
S. J2!'
6,)21
U2~

U~~

6, .11(;

i C/\ I

t •••·

6. ~.r,J
I. ,,, t
.'.1';:

11'\ 1:,\1
I'i.l-.

,"'I '\",
,": ~(. t:.;. .... :

I" 1(\ t
1",."'..'1

U. ~~::

:3.:~1)

:.1. ~r.:

IJ.}~ I
1 ~ .-: f\ I
1.· ••'·,'1

I:" "'" •... , ...... :

Ie 1'1\1
;.. l~,

, : ~nf

..• \ .1

If. III' ....
1.-. "4

I" tn'
l;.!'. :

150
4

200
~!, 000
IS,OOO
4,000

120
700

6,000
20

:00
200

I, SOO
1,000, '
1,000
6,000

6n
10,000

200,.
"J

S,ODO
100
so

6,000
700

11,000
:s, 000

200
SO

!20
m

:'t:}~r,

2~ I COO
J00

1,500
100
100

".',.
'0

6CO
,n
V'J

11I.
40

15,(1:)0
40

KETANINE 50llC/XL SOtUTlGlI VIAL 250NG I 5ML ~m.oo 311.:8
LIDOCAINE rerlCAL GEL 21 GEL 21, TUB ISGR 2UO O. Q?

LIDOCAIllE 2~ SOLUTIOll MfP IONL ?'00.72 26.41
ACETAMWOPHEII 5001fC TABLETS TAB SOONG 2004.00 66.0Q
ACETYL SALICYLIC ACID 3001fC TABLETS TAB"JOONG 62U~ 20.5)
INOONETHACU: 25MG TABLET TAB mG m.oo 2U~ .
rEllTAZOCINE 30llG/ML SOLUTION AMP )OlolG I INL :7tU4 56.56
rElITAZOC I1IE 25MG TABLETS TAB 25MG :056.72 )t.85
CllLORrHEll1 RA~IllE MALEATE 4MG TAB 4~G 8UO 2.93
PROMETHAWlE 25MG/ML SOLUTION AMP SONG I 2NL 52.cn 1.12
PROIfETHAWlE HeL 25XG TAHLETS TAB mG 7.20 0.24
VIAZErA:.f 5MG/IlL SOLUTION AMP 101fC/2X1. )6SUO 12Q.61
rllF.IIOBArrBlTAf. 30llC TABLET m JOllG 155,00 8.41
DJAZErMI 5MG TAP-LeTS TAB SMG JO.OO 0.99
flEBElmAZOLE IOOllG TABLET TAB 100NG 180.00 5,94
~ETROI:[ OAZOLE 2eONe TABLET TAB 200Ne :m.oo SO.26
A~PfCILl.IN SUSPEIISIOlI 125MG/SNL rol InNG . m.20 2U1
M~PICILLIN 25CMG CArSULES CAP 25014G mco,oo m,29
Mlf' ICILLIII 500MG POlDER fOR INJECT, rOl SOOMG/V IAL 1140.00 37.60
BEIlZATHWE BENZYL PEIlICILLlNE 1.2 POI I.2NIU/VfAL OU4 14.17
PIIEIlOXYllETHYI. PEIlICILLIN 250llG TAB 250Me 2762.50 91.11
rr.OCAlIlE Pflllr.ILLIIl fORTifIED row 300MG.6CHG/VIAI. 2~g .00 UO
CHLORAMl'HElII CCL 1251fG/SIIL BOT 12S~~G/XL m.OD 2~.OJ

CHI.ORA~Hf,llICCL 250MG CAPSULES CAP 2501fC wO.eo t47 .0
ERYTHROlftCIN 2S01fC TABLETS TAB 250MG mn,no JUS J

TETRACYCLlllE HCI. 2S0MC CArSUl.ES CAr 2S0llG 1600.00 llUJ
SU!JA!{mOXAZOL 400fTRlMETHOrRIN 80 _TAB 400W~180~ ~m,on I!UO
SlII.ftJ4ETHOXAZOl. 200ITRIMETlIOrR1N 40 SYR 2001fG140~G/5ML 1020.00 ~). 6!
CllLORA~PH.ElI: car, FOWDER fOR lIJJ IGR POI IOOOIfC/VlAL S7C, r~ ", '",,';'.IV

IIYSTAmJf. VAGI/lA:, TABLET TAB 100,000 IU qUO ),11

Gn!SF.OflJ:.m 500!lG TAB TAB 50m~G m.on 12. )7

CIlLOROQlllllr, 150~~G BASE Tmm TAR 250Mr.:150NG BAf.f. 12f,n.rn !U5
'-

mROUS S!JLr'IlATE + rOL Ic.\e ID TAB 6CMGI0. 2SMG .,oc(. nn nUll.:.'J." .•. ·'II
rrrorWIOI.!)L 40~olG TABLETS TAB 40NC 107.10 U.l ~!~

TW'.fTEREIIE 501.:'ClTIIIAZIOE mIG TAR 50l.'t: I 2514G 15~n. 00 c'\ ".'''."
lmROGLYCERHlE S!AG TABLET TAB SMG ' 11 UJ, • : L

CIGOXIII U5!~G TABLETS nB O,25MG I~. 20 0,60
Cr.::TIA:: VIOLET, TOP IrAI. USE ·.row 25G~·~S

'\{'I0 nil un.:..IJ,""

ll;TrrO:urrA~O!lE 0.21 CREMl CRII 0.2~ J 2m TUB H~.J2 !I.n

S1ERILE :';AU~~ :"rW~llt.TE~ rARm~E rA~KET STERILE )%,cn. iUS
HynRocnRTISClJE ACETATE l~ sm C~'T IU GR TUS ;~~.DO

c n,
.1.""

BPI'''1 BO'J'()I'l'F. 1(W Elr" ~l"lt EMIl 251,60MI. BTl, 4:0,40 :U!I ul/,l, H L1. n:.., ,.... V~Jl' lll1

CI!LORl!EXlDlllE U' , CEiRIMIOE m SOL \.5"151, 1 I.IT 1~~O,r0 6UI'

rov WOllf. -I OO! IJE 1O~ SOL 101, 5CONl (,,(\ cn JU2"1; ••11.'

f'JRCSf.MI OE 10~~~/~L IllJqm.BLE AMr 20MG x 2:.lL on 10 , n.
.'f.i." ,,". 7-

fL!~,()Sf.~IOE ~ONG TAmUS TAB 40~
tno 01\ J.56I' '.';1'

AI.UMiIII!JH HYDROXYOE (COMr.) TABLET T,',B 400MG : ~ ~ r., n!1 )7.6~

AllTllIEIIORRl1O IVAl. 0llITIlEI:T OMT IC!:;R TUB JIUO l~.q

';.,.

BEST AVAILABLE COpy
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r:,GE riO. Managelent Sciences for Health I Pc.ha;a:
01/1110. Referral Hospital Initial Sm1y'J ~ I' }~

ri~,:;jct Mal Ceneric Nne Counting Un it Cost iii rost
Idefi~ i - Nu.be r Specificat ions rakistani in

fint iv;: CO'inling Rurm . us $
::il ..~ei. Units

2~.1 H ICO SYWlGE MH NEEDI.E , IOCC,DI SrOSAnl. 10l;c, .2cr: eR.~OllmO 2JUO 1.59
10 .,." SOD NEEDLE, Hype, LUER, DIspnSABLE HG 23G(or 2~GI 1 1.1/4" ~~ J. SO U6,}'. ,,~ ..
1n .,,, SOO NEEDI.E, HyrO, I.UER, mrOSABLE I?G 19G(or 20G) x I.S· 2~]. ~n ~.15•.'. ,-4,."

: ry ..1 ~ 1 2(' BUTTERfLY NEEDLE SCALP VEIN 2SG 25G(or 24ct 111 .co 2.H
2? j 12 20 BUTTERfLY IlEEDLE SCALP VEl N23C 23G( or He 7n.nn 2.J1
2Q.m 20 CAN1:ULA IliTRAVEllOUS LllER 20G . 20G(or 19G) I 1-5f?," m.oo 10.72
'In An, 20 NEEDLE LU:.lBAR PUllCTURE 23G HG A AI\ 1\" lUI,,;. '1\.' ~ "':. oJ\.'

'''1 .In1 20 r:EfDLE LU~BAR PutlCTURE 20G 20G m.on 12.J7",'. ~v"

1~. &D 2 12 TOUR/lIQUET LATEX RUBBER fOr. Illf'JSlO 7SC~ I I. SCM :n2. CO U6
2~. f,~.l ARU CIRCIMfERENCE TAPE PIRCE 12.00 0.40
2~. 604 10 BRUSH fOR SYRlf,'CES 40.00 U2 "
2Q. fo'.!S 1 CUTTWG PLIERS IS .00 0.49 "~~~

JLll! 1 LARYNGOSCOPE, 3 BLADES 11TH SPARE BULR Atl\ nl\ IU4·JV,IlV

l' 111 2 BULB FOR LARYNGOSCOP~ 40.~Q 1.)2~ I • J I ..

JI. :1J 6 BATTERY fOR LARYNGOSCOPE 120. !10 J.96
.11. I?! 1 fORCr.PS MAG I1.1, ADULT 6J.~O 2.08
J!. 121 I fORCEPS :.lAGlLL CHILD ~7.~O Ul
):':)1 SONDE fOR INTUBATION 110.6 lS7.n ~ .I~

.11. 1]2 SOIIDE fOR IlITUBATIOII No.8 m.n 5. 19
):. ~! 1 Rf.ANI~ATOR, AMBU TYPE, MAIIUAL Il4n.OO 31.60
3:.211 fA~E MASK ·FOR REAIIIMATOR, ADULT I~UO U~

J:' 222 fACr. MASK FOR REMIIM~TOR, CHILD I~O.OO 4.15
.1 I. 22~ SHEET IlIG, PLAST Ie. 910 X180011N 6!~C, 00 1~.79

J'. )ll 1. AIRIAY GVEDEL RUBBEr. ADULT SIZE 82w..f 40. n!~ 1.)2
JUl2 2" AIRfAY GUEDEL RUBBER CHILD SIZE 671111 40.no LJ2
J2.:ll 8 SCALPEL HOLDER NO.3 NO.3 64 .C~ 2.11
32.1! 2 1 SCALPEL HANDLE IIR 4 16.00 0.53,
11 "' 1 BLADES fOR SCALPEL, NO.IO PACKET Of 100- )~3.00 IUO.. ~. 1'1 •
.1:.122 1 BLADES fOR SCALPEL, lro.IS PKT Of IQO HUO IU8,

.". ".nm 1 BLADES fOR SCALPEL 11=20, PACKET PACKET 0f 100 no .00 12.2~,
32.124 1 BLADES fOR SCALPEL, ~~,~l PKT Of 100 38C.00 12.53,
~, ,,'" I 1 RAZOR SAfETY, ALL-METAL !UC Ul,' •• J," I ,
JU05 48 RAZOR BLAD DOUBLE EDGE LOCAL. QUAL PKT Of 5 144,96 4,73
J2.:~~ 1 nASTER SIlEARS . PlESE 45.00 l.48
n.m 6 OPERATlllG SCI SSORS BLmlT!SHARP STRAIGHT 10CM ~o.oO 2.97

n.m I OPERATIW': smSORS Bl.mtr/BI.UllT STRAIGHT IUCN IUD 0's9
J2.J21 6 MAiO DISSECTI1:a SCISSORS BLUNT CURVED ISCII tcn 1\1\ 1 nc

1."J.'r.' ~ • .'J

12..122 1 MAYO D!SSECTING SCISSQRS BLUlIT STRA IGIIT, 151;1.1 25.nn U2
32.JlJ I SCISSQRS OISSE::fIl:G MAYO, BWIIT '.,. cumo 17CII J5. or 1. !S
J:,J1~ I SCISSORS DISSECTING MAYO. RI.UIIT CURVED 2]CM 36.00 l.l?
.' 2.)J! 1 SCISSO~S DISSECTl~~;"AYO, BLUIIT STRAIGHT 11C'.l ,,\ ,'" OJ?w\l.·'1J

1:.m I SWSORS VoETZEr-BAUX ~LUllT CURVED 23C~ 4r..on U2
]2,411 5 DRESSll~ fORCEPS, THUM3, BROAD THUNB, BROAD 10r.~ :~O .no !.9~

l' • '1 J DRESSll:C fORCEPS, THUIIB, BROAD THUMB, nROAD ISCM ! 5.00 I 10

. .:. ... I' t .....•

. .12.41J 3 T:SSUE fORCEPS, reOTUeD 213 TOOTHED 21}, II.5C:4 1~o.cn J.%

32.414 2 TISSUE fORCEPS, TOOTHED 2x J, 18ClI reOTHED 2x3, 18CX 4! .Gf) I. !S.

.12.111 IIlJlm~R srt.lIlTER fORCErS AllGt.ED lo.sC14 ~O.~O 2. S~

.12.: I~ DRESSIIIG fCRCEPS, TH014I1, RROAD 2SCI! TIIUMB, BROAD, 25Cll 2~ .n'} 0.R2

I

BEST AVAILABLE copy



BEST AVAILABLE COpy



rAGE ::0, Uanageaent Sciences for Health / Peshawar
02/21/94 Referral Hospital Initial Su?ply

riodlict· Total Generic Nne COunting Unit Ccst iii !\~3t

ide« t j . l::;iioei Sped ricalions ra~i:;taiii iii
fi,atioii Cii:jntiiig ~upetS. US $

l:iilbe i. Uilits ..

JJ .m 6 METAL 901L LARGE 14" DIAIC 14" nco 01\ J1.66] ~tlJ • \":

)) .In 7 K1DNEY TRAY kETAL 81/4"14" !:.5.e~ Is.n I
JJ.142 6 TRAY ALUMIUIUM ORDinARY 14"110.5"11" :~2.0e 6. JJ
JJ.152 10 ~~ESSING DR~M STAI~~ESS STEEL 8.5"16" me.no ?i.51
)),171 8 PAIL 11TH COVER PLASTIC Il"IIl" 120.00 23.75
JJ.m 10 SOAP-BOX, HIECE ·n,SI6SIJSIIII, PLASTIC 60 .00 I no

:, ]U

)).18 : STER IUZER :IISTRUkEllT 11TH COVER STLSS 10"15"1).5" J5UO 11.59
- 3) .I~: 2 r~ESSURE COOKER, 10LIT 10LIT 590.011 I? .46

33.m 600 PARAf'JRIIALDEHYDE TABLETS TAB lOOOl4G 600.00 19.79
)U12 200 PLASTER Of PARIS,l5CM ROLL RQLL Iseli 3636.00 llU2
JJ. )it 288 CREPE BANOAGE ROLL UMlloell mUD n5~

3).12: 192 GAUZE BANDAGES JI . ROLL, ONE DOZEN J072.00 10 \.)2
JJ.)Jl 80 ABSORBAllT GAUZE fOR COMPRESSES 20 YARD 28!)0 .00 92.J5

.;' 33.m 80 COrroN HYOROfllll.IC ROLL ROLL JOOGNS 1440.00 4? .49
.lJ.J~1 SO TR IA:~ULAR BAIlDAGE 100CM SIDES nuo U9

ADHESIVE TAPE Jft "JJ.J52 60 ROI.\~ 22H.OO 74 .01
JU~I 20 NAIL3RUSH fO~ SURGEOn, nYLON HAIR 8CMr2.5CII ?o.no 2.n .~~

)Uf:J 1,200 1:: III f,OAP BAR JO GMS BAR mo.oo 71. ~8

:J.5!}j ISO G~OVES RUBBER BY PAIR Sm: 7, I rAI 742. 50 2U~

.iJ.f.O~ 150 GLOVES RUBBER BY PAl R~ SIZE 8, I PAIR 742.50 24.4(J

J6, 1: I 10 CATHETER URIIlARY fOLEY TyrE 12CH,JOML J&2. ~~ U6
)6.11 ) IS CATHETER URINARY fOLEY TYPE 16CH, )OML l' 1 1~ o n,

''' .. , I ..• U.h'T

J6. : I~ 2S CAG COLLECTOR URI NARY ~ ORAlIlAGE m.75 UJ
J6.115 200 cmmOMS STER ILE PKT 4 J70 .00 12.20
35.117 ) COLOSTOUY IRRIGATION BAG rlECE :~5.00 U6
J6.121 J TUBE UASOCASTRIC SIZE 8 17.40 OJ7
J6.12) 6 TUBE UASO-GASTRIC SIZE 18 4g. 5~ Un
J6 .12~ 6 ., TUBE IIASO-GASTRIC i SIZE 12 4~.f,O ' inJ • .II ,

J6.m 2 ~ENDOTRACHEAL TUBE, DISPOSABLE S:4ALL SIZE lfiUO ~ 10... ,u

Jfi. 126 2 EllDOTRACHr.AL TCB, DISrOSA8~E LA~GE WGE SIZE ten nn ~ 10
1\,1.!."'1' J, ./.1

J6. 141 4 TUBE RECTAL Oll~-EYE ruNI1EL-END 24 rr. 500NN RRR .lin nn 1.J2.IJ, '."1

J6. P3 E!lElfA CAN PIECE 120.00 J. q6

J6. l! ~ llRWAL PIECE i -'- 8UO 2.64
1£ ", STOOL rOT ·rIECE·>/ 120.GO "l.%
. ',1.11 :

.16.221 JO PEnO~~SE O~AIU I" DIAMETER '" 01 AIlETER mo. on 5U5

.17,111 60 CATClIT PLAIN J/O, 75CM, fT.K IIEEDLE UEF.DLE 26MM,J/8,r-ND 811.20 2f.,95
" ~ I ., 50 CATGUT FLAil: 2/0 68 t. ~~ 22.46
.1.1:'

)7,122 70 CATGUT CHRom 2/0,7SCI/,ITH I/BEDLE 11EEDLE 30W", t 4/8, RllO ~5J.4n ,1. 44

J? 12J 10 CATGUT clf~m
f 7SCN IITIl NEEDLE n.!JL 4O~lI. ,4/8 eVD, RIm Dun L!~
I,

l' ", 2~ CATGUT CHROMIC 2/0 m.4~ o.~8
.'.1,;.'

" , I 1 120 SILK Br-mEO J/O,- mil, ':1'H IIEEDLE llEEDLE 28MM, J/8, CUT 1)40.40 II "
./.':'1.

"'.,,1

n.2;~
1n SILK REEL : 212.0~

£ nn
"J

V. ] ~

,,' III AllPUTATION SAl SATTERLEE, JICN lIeN 200.oe un
... J.I.I

In A I t BO~E fILE 20CM 2P~N 2P.O.OO .6. 60
..'}.":' 11

JUZl RASPATQ~Y fA~AlIOEUf, cyo t 15(:\1 cumD 15~1: ~5. 0~ !,~ I
pc., • LA/ICE" HOLZNM::l BellE LEVE~ 27Cll 5).~n !.7~
• • , " ~ 1

j~. ~) ~ f.ERGU5C11 BelIE 'HOLme FORCEPS 21':1l !5~. Qf.~ ~,H

Y:,~: I fORCEPS BctlE ROIICEUR JAIlSSD1S 18CM ~ e~:)f 421.00 IUt,

BEST AVA LABlE COpy



J" , I , 1 Ll STON R-~r:E CUTTI Me fORCEPS CURVED CURVED, 19CM len "1'1 !.9S~. I 1 I 1,1:,':'.'

'I r.,,' 10 WAS HBCmf., I PC IHITE PLASTIC I\CO.On 35. 2~-1.1,1';"

• I '1,n 6 GLyr,EROI., scurr (ON SOL 20011(. 2!un UJ"f,.,Ao'

" 1J!
" ~ETH¥LATE~ SPIRIT SOL 200ML ~6. ~I~ J.17, I • , .. I ..

t'\e enl I RUCKSA::K I NYLOl~ PIECE !5~.On
I nc

-.' ••''.:1 "t, '.'

nrl I "II 6 "emIl BOOK" PIECE 2!O ,CC 6.93
:" I I.:. I

~~)..in I 10,000 PACKET fCR ~EDI CIIIE Clolx CM 76U.OO 25.07
9'U~J 60 PAPER PADS BLANK (3X4"' PAD Of IOOPAGE Jr,ll. r,n (I 01\:r.o ,

III TJtal Itt

155256.77 5120.61

. .
Uanage;ent Sciences for Health I Pesha'H

Referral Hospital Initial SU?rly
'rAf:r~ r~I).

C1.'21/'!~

P"dud Total
I·k;t ;. Nu.bPi

fi:ati0ii Couiiting
:Ju~t{;, Vnit3

'.

eer.eric 11m

'.

Count ing Un it
Specificat ions

.,
"

Cost iii
Pliki::tani

Rupees.
in

US S

".

,
t.

BEST AVAILABLE COpy
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rA~E W;. Manage;,nt Sciences fOi Health / Fesha;ar
02/21 /1~ Referral Hospital Resupply

fi01\i, ~
'1" ...... 1 Generic ::a;e r.mt ing Unit I· ....... iii II ... ".I V~ ~; , \",'1 ~ ;.\U\

I J .: H'Jl1it., i Spec i fica tion:; r(!~i~taniI at ii, I in

- f!~tit!~~ "0:.:ntiiit r:CpCC3. !!~ S
'1.•• 1•. " II .. : ...
1'!J iii ... ~ I • VI; I t.~

""'1 ten KETA!-lIIIE 50~'G/ML SOLUTIOlI VI AI. 2S0::'; I 514:. o~J5.rn 111. :8... I."}, ,n' LlDOCAI~E TOr!CAL GEL 21 GEL 2~, TUB ISGR '\t\ on ~. ~~I ... : .. " 1 • // ~ I

1.2!)) 'M LI OCCAWE 2X SOLUTION A'4P IO~L
Onn ,.,

~6.41t.V') ·r"'. ",
'" 2~, 000 ACErAmOFHEN SOOIlG TA8LEiS TAB SOC~G 2cn4.ne EU~

". I 1- "z. :2J 15,000 ACETYL SALICYLIC ACID 100=C T~BLETS TA8 JOOMG 6~2. ~o 2UJ
., '''1 ~,r,or. rr:l).~METHACJN mG TABLET TAB 2Slru onn (11\ 2f,.Jq ~!

4.. I L.- ~: 10'.' • I: II

2. III 120 FEIITAZOClllE 30NG/IIL SOL!JT ION AMF 30MG I lNL ~ 7: S. 04 ~U6

., 1.' 700 FEllTAZOCIllE 25UG TABLETS TAB 2Slru 1e55.72 H.fl5,. I·"
1 r,,', .' Mn

CHLCRPHEnIRA~lNEUALEATE 4~~ TAB 4MG ~~.~O 2.~J.I.J.;I ),vvv

J.CQ2 'n r~C~ETHAzrNE 2SUC/ML SOLUTIOt: AMP SOW} X 2lfL 52,00 1.72"J
l.m 1M PROMETHAZ'INE HCL 2SMG TABLETS 1.\B 2S~C 1.20 n.24IVV

( ''',\, 2~0 DIAZEPAM SIIGn!L SOLUTION A~P :OMG/2NL 3653.80 120.67.J.t:·;:

5.fiC2 : ,500 PHENOBARBITAL 30Me TABLET TAB 30~'G 2~~.OO ~. 41
( ('1(:1 : ,000 DIAZEPAM 5MG TABLETS TAB SUG 10.on O.OQ,,'.l':1

5. !01 : ,000 I~EBEllDAZOLE 100llG TABLET TAB looue I~o.oa ~. qr
t; '''\' 5,000 METRO~:OAZOLE 200MG TABLET TAB 200MG muo ~n. 26V.:''J I

, 1'" 60· AI/PICILLIN SUSPEIISION 12SMG/SIIL POI 12SNG 76~. 20 .25.)7~ ... .'

6..11 : 10 ,OOO~' AMFICILLIN 2501/G CAPSULES CAP 2S01/G 11500.CO m.2Q
~~. J! ~ '~n AMPICILlIN SOOKe POlDER- fOR INJECT. POI SOOllG/VIAL 1140.00 J7 .60"IV

r,Y.l '0 Bf.NZATHINE BENZYL PENICILLINE 1.2 FOII.2MJU/VIAI. nU4 lU7.u
6.)15 5,000 PHEIIDXYI/ETHYL PENICILLIN 250llG TAB 2S01lC 2762.50 q1.11
6.J~~· 100 rROCAlIlE PEllIClLLIN roRTIflED POI 300~'G~60MG/VIAL 2e8.CO UO
u:n, 50 CHLORAMPHENICOL 12SMC/SML - BOT.11511P7lCL 350.00 2U3
f,')2 ~ 6,000 CHLORAllrHENlCOL 2S0MC CArSULES CAP 2S0UG 4~7C.CO g7 .~)

~ "1 700 ERYTHROMYCIN mUG TABLETS TAB 2S0MG I: 90 .00 .1~.25,I. ,J~ ...

6.m 12,000 TETRACYCl.ltlE HeL 2S01fC CAPSULES CAP HOMG 360UC n3.73
6.J ~:~ :5,000 SULfAIolETIIOXAZOL 400nmETHOPRUI 80 TAB 400llGI80~'G 4275.00 1~ I. ~n
6..128 200 SULfAMETHOXAZOL 200mn~ETIIOFR IN 40 SYR 200NG1401lC/SlIL 1C20.00 .1U~

6 .,., 50 CHLORAMPIIElll COL FOlDER FOR I1lJ IGR por 1000MG/VIAL ,'n nn ~2. 10• ~l .. ., \,,!,""

" c.') I "n NYSTATINE VAGI~AL TABLET TAB 10C, 000 IU f\A on 3. IJv" '! I ,.u ... ., .')~'

5.5nJ 300 CR1SECfULVlll SOOIlG TAB TAB SOOIlC m.oc :2.37
, 't'\l 6,COO CHLOROQUlllE 150~C BASE TABLETS TAB 2SClIG=1501fC BASE :26~ .O~ ~U6\1,,'1;

IO.n 28,000 fERROUS SULPHATE ~ fOLI~ ACID TAB 60MG+0.25MG 2856.00 ~!.2~
,

.'

12.2r.: 300 FROPRAllOl.OL 40MG TABLETS . TAB ~ONG 101.10 UJ

12..1l't 1,600 TRIAlITERENE SOUCITHIAZIDE 2SUG TAB SO~G • 25NG 1600.00 (, .".. ". ,,
I' 1°': lOO NmOCLYCWNE 5MG TABLET TAB SMG 7.12 0.2)

" .... :.. oJ

r ~ I,'.' lCO DlCOXIN 0.25MG TABLETS TAB O,mG 18. 2~ 0.601'. ";.!

1).201 ,. GEftTIAN V1CLETITCPICAL.USE . POI- 25GMS 2~8 .00 UI}..
~ J. ~O} 43 NITROFURAZOnE 0.2~ CREA~ CRN 0.21,28CR TUB 34n.J2 t t '1

II.'"

13.2Q 6CQ STERILE GAUZE 11IFREGllATED rARAl'lNE FACKET smILE J~5. en 1Ufo
IUI)I 60 HYDROCORTISONE ACETATE I~ SKIN O~ I~,5 GR TUB 1~Il.ll0 5.~~

1J .(.01 12 eE~Z1L r:EnZOATE 25~ r~ULS1ON EMIl m16Dt~1. OTl. ~ In. ~n 1.1.54

15. ~C': 40 CHLO~HEXlOlIlE 1.5~ • CEnII/IDE m SOL U~115~, I LIT I~~n.oo 62.01

IS.00J 15 rcVIOCNf.-IOD1NE 10~ SOL 10';, SCr.ML 'Hun J:.02
15. ~~:~ : ,n fUROSEMIDE 10~C/l(L INJECTA8[.E Al4P 2C:':C x 2ML on '0 , n,

'u "". L'.J ...
I (\{t1 "n fllROSf.IlWE 40t{G TABLETS TAB 4Ol~G I'\~ .'\p. US, ..... ,: .1V

! 11" \5,000 ALll~fII11 UU IlYOROXYDE (CO~r.) TABLET TAB 400~G II!'\ .f'O )7, f.n
.;. I

l . .11): 4cr ANT IHE~ORRIIO IOAI. OIIITIlEIIT nMT IOCr. TUB .11RJO lr..q

BEST AVAILABLE COpy

,



rAGE 111). ~anage;ent Sciences for Health / Peshawar
C' f' t f·'., Referral Hospital Resupplyill LJI ',-

Pivduc!. Tolal Generic Ua;e Coun,t jng Un i t !~\l3 t .in ~~C3 t
"

:jeiit i· llulir,er '-Specificat ions rak istaii i in
ii~'atiCii CJ:.ii;tiiig RUFees. US $
l:uiihr. llii its

IUGI 4C' HYOSClIfE-ll-BUTYLBROKI DE 20MG/ML SO:' A~4P 40~G r 2l(L 5~.iJ :. 91 :1

lUP,2 400 HYCSWlf.·N-RUTY:.nROICIDE lOr«; TAB ':'A8 IOMG HUO U~ ...
17.40J JM ATROPINE SULFHATE I~/W~ SOLUTION Allr IJ:G I I~L 22~.QO 7. JZvv ..~':
t 1 Inc 100 BI~ACCDYL 5~ TABLET TAB 5MC 11.00 ~ .351 I •• ~,,)

" ,;, t , nM ORAL REIIYORATATION SALTS fOR IOOOCC rol fOR 1 LlrRE ":1cn nl\ 'c '"J I.Vi.a l,'JUU L:""'/, '/1' . ,I, IOU

t8.I'H :,000 P~W:rs!)l,Cl:f, Sl.fG TA8LETS TAr. SMG 220.00 1.2&
18.104 240 DESOGEST~ELIETHIHYLESTRADIOL rAB 28 PER PACK 6480.00 w.n
18.1'1' lCO DEXAMETHAsmiE 4NG/ML SOLUTION AlolP 4MG/ML ,'c '0 20.F.3V,.I. ,':
21. IQ I soc OXHETRACYCLIIIE l' EYE Cl/lrKEllT GMT i~, J.5MG TUR III ~. no 35.77
22.C~ ; 100 ERGO~!m HIE lfALEATE O. lNG/ilL AMP O.2I1G r IIlL 214.f)~ ;' .06
22,C'~2 200 ERGOMETRINE KALEATE O. 12SMG TABLETS TAB O. 125NG 130.00 4.1,
25. \0 I 60 AMINOPHYLLlIlE 25:.lG/1IL AMP 2SMb/NL, 10llL 157.58 UO
2S. :01 6,000 AMIIWPHYLLIUE 100NG TAB 1001fG S88.00 IU9
25 .I!'~ 60 Er] NErHRltlE IMe/III'" AlolF llf.l/1NL 42.C0 1.39
26. ~') J 24-~ DEXTROSE m SOL m, 20111. 4un 1.58
26.~U: '0 • RWGER LACTATE SOL collr SODIIL 1428.00 4~ .10'"
25,2!.l) 120 SODIUM CHLORIDE 0:9' S~LUT1ON SOL 0.9' I IDoon 2760.00 0, I. 03
"" ,n r 8CC lIATEr. fOR IIIJEer IONS AMP6ML . HO.CO lUIioU. ,,\,.~

26.2r:5 4 OEXTRAN 10, 6S 'IV IN PCR~AL SALINE SOL SOOl.fL J30.03 12.53
~6.2C~ 60 DEXTRosr S, I~ miNE 0.451 BOT tODOIofL 1140-.CO 37 .60
27. 10~ 2,000 RETINOL 50,000 IU TA~SO,(y.foiu R40.00 27.'0
~&.JD ~ 6 BUCCAL THERIfCMETER nc PIECE 156.00 US
ZS·.412 12 BULB fOR OTOSCOFE, PIECE 960.00 31.56
23.m 48 BATTERIES fOR OTOSCOPE D-TYPE, l.5V 168.0f} U4 '

28.70J 6 VASELINE illITE . SOCIlG/JAR 144.00 • 1C
~. f.'

.,n ." 10 gYRllruE HyrO, SOCC, LUER DISPOSABLE SOCC 69.50 u~Lo.',;.:.'.'

2~.lJ2 ! ,coo SYRINGE HYPO LpER DISP.2CC,IITH NED 2CC,0. ICC GRADUATED I enn ,,,\ 4U7: .';JV .l;V

2~.1.1) t 1\"" smlruE HYPO I.UER DISP.SCC,YITH NEE seC,0.2CC moum Iscn.oo 0.0I.VVI/

"" 11'
,nn SYWIGE rJTH IIEEDLE,IOCC,O:SrcSABL 10CC, .2ee GRADUATED 2Jn.oo U~

':'.". : ~I 1 IVU.,,, ,,,., 500 NEEDLE, HYPO, LUER, DISrOSABLE 2JC , 2JC(or 24G) r 1.1/4" 247.50 g.lF.
':"",;,:,,,

2q.2:~ SOD NEEDLE, HVfO, LUER, OISPOSABLE 19C 19G(OT 20CI r 1.5" 241.50 R.16
2~.J! l 20 BUTTERfLY11F.Er.LE SCALP VWl 25G HC(OT Hcl 70.00 UI
2Ul~ 20 BU'liERfLY NEEVLE SCALP 'IE III 2JG 2JG(or 22C, 70.00 Ul
2~.m 20 CAI:tlULA llITRAVEllCUS LUER 20G 20C(or 19Gj I I-S/8" m.oo 10.'2
2~ I!D J 20 NEEDLE LUMBAR PUNCTURE 2JC 2JG 440.0~ IU:
2U02 20 ~EEDLE LUV.~AR rUNCTURE·20C ' , 20C' 175.00 12.J7

J1. Il2 2 BULB fOR LARYIIGCSCOpe 40.00 1.32

J\.llJ 6 BATTERY fOR LARYlruOSCOFE 120.0~ H6
32.12! 2 BLADES fOR SCALFEL I NO. Ie " rACKET Of 100 m.oo 12.~O

12.122 2 BLADES fOR SCAl.rEL, NO. 15 PKT Of 100 oo.co :4. \8
n.::} BLAVES fOr. SCALFEL 1:=20, rACKIT PACKET Of 100 m.oo t2. 2:)

:'2 .12~ BLADES fOR SCALPEL I NO. 21 m Of 100 J80.nr, lU)

32.-205 48 RA~OR BLAD DOUBLE EDGE LOCAL. QUAL PKT Of 5 14U6 us
JJ.n 600 PARAfORIIALDEHYDE TABLm TAB 1000UC 600.00 ~~.'9

)J.m 2CO, FLASTER Of PARIS,ISCM ROLL ROLL 15l'1l )~3U? w.n
)3.311 2ro8' CREPE BAllDAGE r.OLL UMrlOCIl muD 3U~

JJ.J~ I In, SAUZE BAllDACES 3· ROLL, OlIE OOZEII J072. 00 :nL J2
H

3)')3! 80 ABSCRBANT GAUZE FOR COIofPRESSES 20 mo 2ECO.r~ n.J~
--:

BEST AVAILABLE COpy

-I
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Referral Hospital Resupply

ri,'J:;ct Total
iillnt i· t:u.ber

fi,atioii Counting
l:nt.er. Units

Gtnei ic 11m Counting Unit
Spedficat ions

Cost in
raki.:ani

RiiFm. us $

..

eMr CM
PAD Of 100FAGE

SOL 20WL
SCI. 2CCl:L
PIECE

t.f.O
1.60
5.28
5,28

:.32
Cf • (
.': .".'

) , ,.
I .....

o /\~
IJ.I/,

~,2)

J. n
6.~J

1( 1\'
.:..· ... r

" "II't't d.:

,': n(
_!'.".'

u~

H,O:

f. (ttl.,.;.:.

1. ~ ~

• no
II ... ,

5.7)
12.20
3.46
n.57

.,., If........ .,

" ."., .... .,

77.IR
24,4? .
2U?
US

212.cn
24 (). sr.

n,: f'n
·'.1.:,,11

m,~~

,cn nn
'v' ,h"

"", ... .ti'\.:. .....

10~.OO

t7. !O
4U~

'0 ,n
"·J.l'"

~~~l,"~

~(). 41\
~)~ .,"

f5~n. CO
01") 'to
0; I • L~

14~~ .n'!
~Jry. ~r

2~~U~

2)~0.no

7n.sn
742050
~52.~O

2Jl.75
l7J.75
)70.00

ROLL mGNS
ICWI SIDES
ROI.L
8C~x2.5CM

30 GIIS BAR
SIZE " t PAl
SIZE 8, I pm
12CH,JOML
J6CH, JOllL

PKT 4,

PIECE
SIZE 8
SIZE, 18,
SIZE'l2'·
~~ALL SIZE
LARGE SIZE
HfR 500M~ RBR
I" DIAMETf.R
11EEr.:'E 26M~,3/R,~lm

COTTOn HYDROPHILIC ROLL
TRIA:rvULAR BA~DAGE

ADHESIVE TAPE J"
IlAlLBRUSIl fOr. SURGEON, NYLON HAIR
MI HI SOAP BAR
GLOVES RUBBER BY PAIR
GLOVES RUBBER BY PAIR
CATHETER umm fOLEY TYPE
CATHETER umm fOLEY tvFE
BAG COLLECTOR URJn~~Y + CRAINAGE
COllOm STER ILE
COLOSTO~Y IRR IGAT 1011 BAG
TUBE NASOGASTR1C
TUBE NASO·GASTRIC
TUBE NASO·GASTRIC
wocmCHEAL TUBE, o[Sro~~r.LE

ElIOCTRAClfEAL TUB,OlsrOSABLE LARGE
TUBE RECTAl CNE·EYE fUN~EL-ENO

PENDCOSE DRA1~ I" DJA~ETER

CATGUT Fl.AW 3/C, 75CM, m 11EEOLE
CATGUT PLWI 21Q
CATGUT CHRO~:f: 2/0, mK,fI'II11EEm.E 11EEDLE }C~~14,(/~,Rrm

CATGUT Cl!R0~!E I, nOI 11TH rIEf.C!,E rlOL 4010:14,4/8 CVD,Rrm
CATGUT CHRO:4fC 2/0
SILK BRA10ED 3/0, m:(, '11TH IIEEDLE IIEEDLE ~~:4il,3/8,C!.!T

SILK REEL I
GLYCEROL,S0l.UTION
'·'f:!!;·iLA'!"EO sr:~JT

"mE!l BOOK"
PACKET fOr. m!WlE
PAPER PADS BLANK (3X4"j

1/\.v

t ( .•
lJ .••

1(

'J

t 1..

80
50
60

200
3
3
6
6
2
2

30
60
SO
70
:0
20

120
2C

1,200
150
150

10

10 ,000
60

" t ~,,: .. '
~ 1 I 1
.. I ~ .:.

l' .,,,

J6, :1:
J5.m
J6. :I!

.' i , ,i.'

.. ! 1 t •
, I . ,.' :,,,
~ " -:

Jr. I I'v. 1. I

JS. ;~:
)6. ;2.1
" 1"1 t
JV, I"'t

~:I .]O!
;~ .JUJ

1"': (... ; .

J6.m
36.126
.16, 1~ I
J~.2i:

p.:! ~

, .. II 1
.... i:r

)J. JJ2
JJ.)~ :
J),)52
JU01
JUCJ
JJ.6n~

BEST AVAILABLE COpy
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LABJII -KIT

,-

Fid'j~~ Tota,[
:J~iiti- :Juiiber

fi(;G\ ior. COunting
N••bu. Ur. its

Generic Nue emt ing Un it
Specif'icat i.ons

(I ..
\.It ·.)\. III

Pakistanr
Rupees.

Cost
in

US $

...

J

2.J1

1.48
U~

C ".'.IJ

J.~5

t.~5

I. 15
to "IV.· ,

1 ~,

,;. •.'1

US
:.65
I Ie
1.1';

I '0
I.'!(.I

, ~,

L. 'I

6. ~ J,

us, ~,

,:,. 'I

U8
1.1 'l

3.13

I £c
J.\l.!

" ~I.t. 'I

US
OJ)

us
, ",
/. •.'1

1.15
:. 78
I C,
II. J!.

n £r.
u .ll','

o H
IJ.!..I

c, • .,
.1'."1.

1.2)
J,O~

J,%
~8 ~ .45
, ":.. 11

tJ 0'
:"'!.I,'1

27.50
2~ .00
~!). no

12UO
15'1, C~
J5.en

560.0U
H M
't ...I.VV

nl\ M\
HJ.lj\:

!7.ro
lU~
,,, nn
l."."'}

5? .o~~
~uo

tro.~o

en 1\1\
JV,'/V

~O.OO

17.00
50.00
)~ .00
~5 .00
)5.00
~~ .en
~~.OO

35.00
SLOe.
46.00
)7,40
Q).60

70.00

!!.40
.0 M'tc ,'0"

20.00
O~ M
r)· ,U'l

J5~. ~n

2(1~ .cr

21".00
'Hl\ 1'\"
',"1' ..... \.

55. ~~
,(,\ 1'\1\
".11I.!1:

2J5.0~

I" (\1\
I I.~. VI)

?! .en

:5~!1. ~O
O~ M
O'},:")

Ire. t5ryX 16r~r4, pvnfX.
IPC. 85XI5KM ,PYRrX
IPC. 6M~ DIAMETER
PLASTIC 50NL
IPC.IOOML CLR. GLASS
IPC.lom BRO\\'11 eLAS
151:L
PIECE
llEUBAUER\r IECE
fOR Hf.l!ACYTO~ETER

fOR HEMACYTOMETER
PIECE

TEST TUr.E
CLASS ROOS, SOL[ 0
OIL DROPFER Rr,TTLE
DROP BCTTI.E
DROP BOTTl.E
WITR IfUGAL TURE CONlCAL
RACK cmRlfUCE TUBE
COUNT lllC ClIAl.:BER, IllPRO'JEO
PIPETTE RBC
PIPETTE IBC
PIPETTE CClITWlf.R

1•

2
1

t CHLORHEXIOINE I.S~ ~ CETRIMIDE 15~ SOL 1.5~115~, I LIT
2" B~USH TO WASH CYLINOER PI,ASTIC HAIR

BRUSH TO WASH TEST TUB PLAST IC IIA IR
HAlR BROSII fOR MICROSCOPE PIECE
TOURNIQUET LATEX RUBBER fOR I:lFUSIO 75CII I 1.5CN
DRESSIN~ fORCEPS, THUNB, BROAD THUNB, B~OAD ICCM
ARTERY fORCEPS STEEL StZE 8"
TOfEL HOOK. . . . 430 X50C~'l:

ORDINARY SCISSORS, STRAIGHT 8.5"
cur ~muRlNc '11TH HAlleLE STAINLESS ICOOCC, GRADUATED
PAIL 'I:TH COVER PLAsm .13"113"
ABSCRBMli GAUZE fOR cmRESm 20 YARD
COTTOll HYDROPlilLIC ROLL ROLL 300e"s
LA3ELLf:1C mE WHITE ROLL
ADHES IVE TArE 3· ROlf,
M1NI SCAP P.AR 30 G~S BAR
TO ILET PArER 1 ROLl.
MICR~~rOPE r.:NOCULAR CRJECTlVE XIO,X':O,XIOO CR)
I.ENS PArER m
MAJ:t!AL CENTR IrJGE S.STEEL fReC rrs.
A!lALmCAl. BALAllCE CAF. 1OOG~4, )m. TYl'E
!!AE~~0GLCg ItlCmER Turr.· GLMiS PI f.Cf.
HAE~OGL081~C~ETER PIFETTE WITH FIrETTE 2 TU8E
HAfMOCLOB I~:GlfEm SET r4AEMOMf.TER SAm,!
CLEAlJSJ NG sponCE PI EeE
MOrrTAR'AN8 mTLE CHlIlA CLAY WM 6"
mER {STG? mell) I mr.r. mil ~r.m~

RECIP:El:T~ raR STOOL SPWME:l 1 rC,PI.AS, mil LI~

weeD ArrLI~ATOr.S BOX Of lon
mRoscorw SWES 25WMM 72 SLIDf.S/PACK
MlCR'JS(CPIC CO':ERSLI?S 2CX20MM 100 COVERSLI PS/PAr.K
mETTE, WL S!)RDIVIr.ED O.O:V.:. GRADUATED Tor TO m
mETrE, 21:1. Sl!BD lVIDED 0,0 It':L GRAOU. TOP .t l/!.n T:F
rlFf.m,~l!:' SlmOIVIOEV O.OIMt GRADU.rep I NOT Tlr
mETTE, IO~':~ SUllDIVIDED O.ll-lL GRADll.TOP ~ 1I0T TIr
PASTEUR PIFETTf.S 15CX1f.w,.: ,PYRf.X

2
1•

1
1
.:
s

l~
IV,

I

:0 TEST Tl!P.E

3
3
3

~o

10
5

10

'01')

I
100

0' I (' f ~
'l'1 ••I;;

A' '(""! : .,.' I

"C
"1,·' ...1

'"~ .":,
.;.-';'

! I 1~n
~ 1 • I':' OJ

It : ~ r.
"I ..·:.'

" II"
~ : .....

41. : !:
,\ ,r·c
~ •• ~ ,I

:5. 0G ~

2~.Ji)

2~ .}27

JJ. ::4
J} .IJ~

33, :71
JUJ!
3UJ2
JJ,J5';
JJ. !~ 2
J). 5G J
JJ. ~!)4

~ 1. :f;~

2~.JJl

, ~ ~ \ I
... _ • 1 ~ J

,., lti
.: L. ~ J~

J2.502

"" .:',.,
~: ...,.; J.

! I ~.' ,1

! 1.! ,~

~ :. !1.1
.. I ~ .. ,
~ : • !_~

~. • .. I
.. : • -- 1

1I uC.. ...... '

~ I • r\ 1
': 1 ."~ v J

.. ! I"':;.'::;

~ L !q7
f I ~ 1 ,
"J.::I

A! IIC
" .. 11:

'0 "1
"': .... J

!' ! ~,

.~ 1 • t C.. : ... :.'
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LAH:~ -KIT .

fi~"tivil Coanting
~;:Jabei. Units

C,mting Uiiit
Specif icat i,ms

':0:;[ iii
l';ki3taii-f

Cost
in

us S

't fHH fiLTER rAPER rrv.1 100 SHEETS UI .b.1), I. }~.;

~UII PH PAPER,RANGE 6j 8- 1 BOOK J:O .n~ .10.22'
"un llETAL SUIT CASE 11TH LOCK AFRCX.2.5XI.5XI fT ~~D,cn lU4
~(', ~ 23 2 llARKER BLACK FERI/ANAIIT I mer. 2UC o.n
o,~.;H 2 llARKER BLUE PARMANANT,FIE~E non U6
~t: .126 3 COTTON CLOTH I Fe. 2 SQ. FT 56.00 2.18
~~ .127 I RULER FLASTI CrlECE s.nn O. :6
'1') t 10 1 rLASTIC TABLE CLOTH PIECE 3M 120.00 US",1".1

~:). ~O) I LA1JTERN GAS WITH 5 MAIITLE 650.00 21.44
~UIO 1 WATER DRUII PIECE . 100.00 UO

HI Total tU

4767UO 1572.54

....,

BEST AVAILABLE COpy
"

"



Ie nn I
I. ,·.'V I

..

20. ~4
?.C~

0.&2
U~
c .n.', ~ ..

, ~,

I .' ~,

ii

1 10
.... 11'

US
Ufo

I. ~8
U~

Ufo
t ,c
I • vJh~

1. f.~

2,!7 .~~!

I '0
I·"')

I '0
I, -t.'

US $

O. i)
t~.12
~ n,
IJ. ll.

U2
6,9)

0.f.6
, ,n
v.v·)

I II
1,1.,

:.78
U2
\.2)
).09
U6
2.14

I r.c.. ~'.'

v.n

0.))
, .0
I. '"

J.17
2~. 69,

, on
".r}ll

8,41

10.72
1.%
o c,
I" J 1

~r.(; ,nn
oe nn
".'.'J'

2~ .00
11' n,l
'll,':"

"11 01
.. I. O.

~,no

In nn
I'i.":·!

In, Or:
"IJ (\(\
,·,l!'J

SUO
!5.0C
)7 .40
9J.60

120.00
65.00
4Q,OO

210.00

If.n nn
: ',.1 1 • V"

At nn
".'.'/1,

~5,J6

11\1 nn
I'.'''.'.''!

" nn,,?l,'J'.'

) .8~

20.00
200.00
45.00
I:U~

105.00
5~.On

5C.CO
1C on
, .,.1)'1

Jtr. .00
"l() nn
l.~' . 'II)

4~ .~r,

I( nn
1,'. v ....

J1.nn
" nt\11\".,11

2~~.VC

(n no
.1\j'.'JIt

J2~,~n

J2. Z~
2~~ .cn
6.12, nn
2:5.cn

"Ie nn
L.', "'"

r~ ~; ': t3ii i
~tirCc3 .

Cmting Unit
Spccificat ion,

SOL J.5~IIS~, I LIT
PLASm HAIR
PLASTIC HAIR
00 X500Ul(
20 mD
ROLl. JOOGllS
WHITE ROLl,
ROLL
)0 GMS BAR
I ROLL
PKT
GLASS rlECE
11TH PIPETTE' 2 TUBE
PIECE
I PC.PLAS. IITH-UD .
BOX Of 100
72 SLWES/rACK
ICO COVERSLlrS/PACK
1PC. 150X JSIOf, FYREX.
Irc. 85X15"N ,PYREX
15ML
feR HEMACYTOUETER
feR HEMACYTCKETER
1000 r IECES
SOL 200NL
BOTTEL Of 100 STr
SOL 200NI.
POI 25GllS
SOL 209:.11.
POI 25Cl·IS
SOL 200NL
SOL 200NL
SOL 200ML
SOl. 200NL
SOL 200ML
SOL 200111.
SOL 200ML
S0l2CO/lL

'. SOl, 200llL
SOL CEDDER rJOD OIL
200 res
BOOK ICO rAGES
'IlflTE, liED.
tOO SHEETS
I BOOK
rmAtIM:T t r IECE
rAr.MAt:Atlf »P If,CE
I PC. 2 SQ. FT

Generic 11m

CHLORIIF,XWm U~ I CETRIMIDE 15~

PRUSH to mil CYLWDER
~RUSH TO lASH TEST TUB
TfltE:' !lOOK.
ABSORBMJT GAUZE fOR comESSES
corTGN IlYrrrorll:l.lC ROLL
LABELl,::,'\; mE
ADIlES:VE Tm )ft

K1I11 SOAF BAR
TOILET rAPER
LENS PAPER
HAEUOCLOBII~METER TUBE
HAEMOCLOB!NOUETER PIPETTE
CLEAllSlllG SrOllGE
RECIr:ENTS fOR STOOL SPEClMEIl
WOOD ArPLICATORS
MJ~ROSCOrIC SLIDES mmu
MICROSL~rIC COVERSLIPS 20X20UM
TEST TUBE
TEST TUBE
CEIITRlfUGAL TDBE COllI CAL
PIPETTE RPoC
PIPETTE WBC
MICRO HAENATOcm CAPlu,m rUBE
ACETIC ACID, GLACIAL
UROSTIX
CARBOL fUCHS IIIE,
ClEMSA STAIN
GRA~ lC~n:E

METHYLENE eWE
GI.YCEROL, SOLUT I011
METHAIIOL
ETHAllOL I 9G ~

METHYLATED SPIRIT
BEIlEDICT SOLUTION
XYLOL
SULPHURIC ACID CONC.
HYDROCHLOR JC AC IDCOlIC.
CARBOLl CAC ID (PHEIlOLI
OIL IM~ERSION _
BLOOD LAIlCETS(fEATHERI
LAB.RECORD BOOK, Ll NED
LABORATORY m.otl
fiLTER PArER tID.1
PH pmR,RAIlGE 6-8
t-lARKER PoLACK
MARKER BLUE
COTTotl CLOTH

J
5

,,,,

•
~

2,
20

10
1
2
6
2

100

I' J.,t
~; , ": --:

.I' -:n"
" I . j'.'_

'1 t ~. e
~ ; • '! '.•1

11 I;"
., ; • ~ • i

.' .\. 1\ ~

~.1 ..\.1:
J.~, ,15 '}
.l:Y2
n.SOJ
)U~~

~ 1. !~7
~1.!21

~ I. !~4

,. -:::,
":. '. J

" 1C C'T: . I. J

Al elc
~ • ,.' ...1

~ L"S t
4:,,765
! ; .80S

n~ '"."r ..... _

~~.~~7

" en"....,."

.. ! ~I\~
• J ,UlJ J

'I -('1
": I , ; .J "~

It "(Ie
"1,:'\,'.,

l~n 11.
.• 1 .. •

n(\ '1(
. '. I".'

II n t I
":. J 11

~ 1. ;~.,

il.7J5
~1.7J~

A! 'CC,,;. -: .:.
" :IC
":.,':';\'

J 1 (~,

11 ••1"

A ~ ~'!
";,1"::

A I ,."
,,;. ':"

4! 1 I'
1., ·1:

4 t ., I'"1. :'
.. 1 ,~ I
":. L:

rA'~E r~:).

02/~1,'~l!

p'\~:J,t TGtal
ldli;~:- :lUli~ei

fi,o: ii" rl';)nt ing
:~\li:tei. Uiiits

BEST AVAILABLE COpy
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LAB·KIT

ri\~~, ~ Tota I
lLit i I:~i~er

fic~: iJli C01iiitiiig
::·j:E~C;-. Units

Generic ::m COUiit iiig Uii i t
Specificat i(lns

:~v':l i i:

r"ki~t"ni

rrufl·CS.
in

US S

" ..'

,.

.~,.

S6J2.20 m.16

BEST AVAILABLE COpy

'-

~J



fN:E 110.
02/2::~4

~anagmnt Sciences for Health I reShSHi

RXll1 -KIT

:.l~~:ti- r~i.iiibei

r: ;:~ ion CGunt ing
l::i;:;~e i. Un its

'" .. ~ J " .. t
: : ".oJ\. \ Tc-tal Generi~ Nne Counting Unit

Specificat iGno
Cost in

rakijtaiii
RuFfS.

If\, In f. X-RAY ~ACIllNE PORTABLE, ~OBILE STAN 100KVpm~'M I STMm :noono.OQ me,IS":.l 'JI.

'1' .", X-RAY flf,M, 8 I 10 DOX Of ICO :r.:c.nr ~UO"'.'.,c,J1

!U12 X-RAY flLll, 10 I 12 BOX Of ICO 40J~,0f: 1JJ.03
40,2lJ HAY fIL~, 12 I 15 BOX Of 100 mo,eo 26J .19
A f\ .,,, 2 X-RAY FILMS 14XI1 BOX 100 SJOUO 17UJ,,,,, . .;, I"

4U21 6 HAY DEVELOPER, rACKET FOR 10COML PArm fOR 10 LIm 1470.00 4~.4~
,n .,.,e 6 X,RAY fIXER, PACKET FOR 1000Nt rACKET fOR 10 LITER :410,00 4e.~8'!.; • :.;. ~I

4!), 23: X-P-AY CASSETTE 8 I 10 PIECE 1400.CO .46.11
~UJ2 X-RAY CASSETTE 10 i 12 PIECE I600.00 5~. ?7
40.2J) ", X-RAY CASSETTE 12 I IS rlECE mo.oo 70.91
~C.~J4

~ X-RAY CASSETTE 14 Xl) PIECE mo.oo 3UO
4!'\ 1.4' SCREEII 8 I 10 PIECE 1SO .00 2U4~'J. ,., I

~(\ ,,,, I smEll :0 I 12 PIECE IO~LO~ 35.11
'!.;. -'"

1[1.24 J I smEll 12 x IS rlECE muo S~,71

.tn ·Ut 1 X-RAYS SCREEN 14 X11 Plf,CE nco ,~!) 72:56
"~, ..."
~e.251 I HA/IGER 8 I 10 - ".' Pl~CE 210.CO UJ
.0 'c, 2 HAI:GER 10 I 12 PIECE ~)~.n~ lL 18'V."J"
~O.2~J 2 HAllCER 12 x 15 rlECE ~~r, .CC lUI
40.m 2 X-RAYS HANGERS 14 X17 PIECE 5SO. CO 13.14
!0.]! 1 1 Tm PIECE J5cn.00 111.44
!.0. J21 1 APRON rROTECTIVE PIECE 250n. nn ~1. ~S

.<0 1" I HAY Gm 12 x 15 PIECE m~.oc Jne.Jp.
"!~, • ~ 4"
~U.)2J I LAB TnERI«)~4ETER O' JOO Clf rlECE 2J~. 0,0 7.7S
i·J.J2! rATER HEATER PIECE I~r, .r,~ 4.95
~O.J~~ SAf~ RED LICHT PIECE '1nn nn 2J. ~9":1:. v'-"

40.)21 LEAD SHEET IS· XIS· r:ECE nnn f'I\ 1). 6~;'·:V.·fl,

4G.JJI XRAY LETTER SET~ 2 LARGE ,llUlfBERO-9 LARGE L/R,:lUl:"O-~
,An nl\ ."I'!l,,· ... ·, .., • ~·L

t·, Toto I ttl
:5~6~n.n~ ~fn2.21

BEST AVAILABLE COpy

3



PAGE NC.
02/2lm

Managemt Sciences for Health I resharar
RXRE -KIT

rroduct Tota I
ldeiiti· Nu.ber

fitctivii Count ing
:::;;ber. Un i tJ

Generic Nne Counting Unit
Specificat ion3

frst Hi

rak i,:ar. i
Rurm .

C03t
iii

us s

~O. 2: I 1 X-RAY fILM, 8 I 10 BOX Of 100 1~IU:l 5UO~

40.212 X-RAY fiLM, 10 I 12 BOX Of 100 40J~,CO IJ3 .08
~0.21J X·RAY FILM, 12 I 15 BOX OF 100 7~8~.30 25J.I~

40.214 X-RAY fILMS IUl7 BOX 100 muo I1UJ
:0.221 6 X-RAY DEVEI.OrER, rACKET fOR 100011L PACKET fOR 10 LITER t"n on 48.48l"j:J.I,'1

~o,m 6 HAY fIXER, rACKET fOR 1000HL rACKET fOR III LITER 1470.CO 48.48

." Total !U '<
22PSq.OO 727.87 .~.,:

j .--

BEST AVAILABLE COpy

'" "

~l



,.

3/
--:.-~--!-.....

n '0
IJ." I

C (I
.J ••;"

~.7J

J. ~6
c o•.~. ' ..

J~. t7
2.44
0.25
0.26
UO
6.10
0.26

us

J. ~O .
uo
UO
Ul
l.1~
C II.. , ,~

:U5
U~

, .~

, ." L

Cost
in

[!S $

UO
r,. J~

1~ .~~.. ~.. ,., .
• '0't.'"

-0,5?

. n. 82
I' .HI
\.1,'"

IrJ.7J
9.n
, ,n
l.." 1

~r.0.6S

55. r.o
~).~~

:(15. ~n.." """I..'.'J1/

nil 1n
't 1, IV

,. nnJ" .':11

:'(;, ~~

!J6.~~

~C6. Of'
2I\n.~ry
,nt\ on
!.'l'!.""

In fin.,' .';-'

to 1"1"
11.",11'

'1( ,,1"
':'.', "I

'c In
,.1. ~I)

!o. ~~

15.r.~
1C nil
1.',\11

'1'\( on
'- ...1.:11)

~ ~~ .nn
111. n~

nn. nn
1':,',""

.,c nn-
: 1.I.lIV

185.CO
, on
I.\JV

f'1 no
! L,' ')

f.( nn
ll.·.·:J

12" .ro
~ ~~, ~~
1(\('1 ",n.
I'·'.'.'l'

tnt\ no
I,,}.}"!

~ .~O

,n,,, 1'1"
1';",','1\'

~m.sn

1145.00
'10 co.
~".l, "'t

Cost ifi

Pakistani
r.;;ffe;;.

Co~nting Unit
Specificatioiis

'\11'"
I.J',n

J"'11;'.:'1

PACKET Of 100
PACKET OF 100

foET Of m
SET OF S:X

VIAL 2~OMC I 5~1.

A~P JOMG I IMr.
TAB 2SIlG
AMP lOlIG/2ML
AMP IIlC I IML
NO,)

81/4".4'
S'16"

2JC~ LnnCt25~~ B~~~n

BLU~'T, ) PRC~G, 15~~

l!CI~

•

Managemt Scimcs for Health! Pesha;ar
AMP:~ -KIT

Generic lIne

v, nU~11 ,.'" IV tit'.. If
~1~.1~1 l~nl ~~:~~

fORCEPS BOt~E ROt:Gf,UR JAt:~~E:JS ~gC~ 13CM
wrON BOllE CUTT:IlG fORc~rs CURVED C!.'RVEll, I?!:M

HAILorreSH fOR SUr.GECt:, l~YLm: ~"IR ~C~i2.~C~

rZUnR:JSE D~An: t" DIAM:';En 1" 01 M~ET~R
~A~~tt:' Cg~c:~::: 2/n. 7~C~t~jH ::f:ECLE ::EEDLE .1f'!m.~)~/~.~~m

~:ATGUT CHRm~E 1, 75C~ "ITH NEEDLE :J~L" 4~MM,4/~ ~VO, ~~m

SILK REEL 1
A1-:rLITATIG:I SA1 SATTERLEE, J1C~

BOt:r fILE 20C~

r.J.SrATO~Y fA~AEOE~f, ~VD, 15C~

LAI:GE-IIC:.Z~Al:~: B~I~f. l.Em 27:,~~

fErrGtJS:}U EOUE HOLD! t:c fO~CErS

omswc r~u:~ ma:LESS S;EEL
rA~AfO~~4ALr~HYr.E TA~LE'rS

-KET~lnE 50MC/ML SOLl~10N

rENTAZOCI~E 30UC!UL SoLUTIon
PEirrAZOCIllE 25MC TABLETS
DIA~rAM'5UC!XL SOLUTIon
ATROPINE SULPHATE ING/ML SOLUTION
SCALPEL HOLDER NO.3
SCALPEL HA~oLi N~ 4
8LADES fOR SCALrEL I NO. 10
BLADES fOR SCALPEL N:2o, PACKET
RAZOR SAfETY I ALL METAL
meR BLAo OOU3LE EDGE ~CCAL. QUAL PKT Of 5

I:· opmmc SCISf,O~S BLU:r.!BLU~'T STRAIGHT IUCII
V,AYO DISSECTING SCISSORS 8Lillrr STRAIGHT, 15CM
DREss:nG fO~Cf.PS, THU~~, BROAD THUM8, BROAD 1SfM
TISSUE fORCErs, TOOTHED 2iJ. 18CK TOOTHED 21), 18eM
fORfm 1l}.:'STf.Ao MOSQU ITO I CtlRVED CURVED tUC)l-
fORCErs n~llOSTAT: CKELLY I cumo _- CURVED 14C~

fORCEPS !IE~'OSTATJC KOCHER, m 14Cl1 STRAiCHT"\4~
TO~'LL CLAMPS BACKAlJS I)C~
RETRACTOR P-EAVER, 2JCM x 2~~~

RETRACTOR SEll:: -!(UELLER, !)CUBLE EllD
MAYO I S fC~CEFS HCLD~rr

~EEDLE HOLDER ~AY~vHECA~ ~~c~

SET or srrrA:Cff: t:f~DLES, CUjT!::G
SET Of CURVED MEE~LES. Ct~ING

S!A:~~ES~ S7EEL BOX 14' LC:~

~•
2
~•,
I

6
5
4
5

10
10

50
20
50

tn~

'V)

50
IDa

I
I
I
1
I

j~.12J

'" 0"''''.. .;. .'}l,':'

'"n I I I
J J. 4 • I

)~. ~ ! ~

1" < f I
.. : • J ~ ;

~'" ., 1 I
•..'1.11;

':., ,~~

Ji.. Vv'l

2. gi
" IJ.,".1."£
S.C~}

l.le I

n.62J

J ~ -"
•. - I

,~ .,...... ; : ~

32. Z0:
i2. :05
J:. J: ~

32.m
:2.~ 1~

J2. ~g,.., ..,,,...... ""
j~.4~~

J:.; 2S
,., en'
J", JII I

r .~21
10 : ••
•.' ... j;

,., ~#ll

:i..1,) ~-,'\ """,
.; ... ,.' ~ "

17.40J
12.: 11
n.ll2
32. ~ 21

·J:.12J
J7.215

BEST AVAILABLE COpy

Fr"d:.;ct i(ltal
Id,nt i· !::jii~li

fica~ioii ~:\ly~tii1g

~:~i;be i. Vii it 8

~, In"
.' ... I. J

JJ. SO 1
': ,,:

.. )"" '-il.

-fA'~E 110.
02/21/9t
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Manage;ent Sciences rOi Health / reshaiai
A~'F·K1T

: :;.~.1Jct Tot Q1
L!eiit i- Nu;~er

f;~itiv" CGuitting
~::.~~c t. Ui1 its

Generic Nm Counting Unit
Specifications

Cost iii

raki3ta~l ii;
US $

..
!. :~I (/I KETA1WlE ·50l(l~/IIL SOWT10N VIM, m~'G 1 ~~L J~!~.r.n 1~3. 7).·V

2. ~ ~ 1 1/\
rE~'TAZOCWE 30llC/IIL SOl.UT ION . A~'F 3CllG 1- 1ML "toe 0" U3.v 1.'),' .~. 't

, tJ.' ~~ rElITAZOCWE 25J.lG TABLETS TJ.8 n~~c . 7~.!~ ., "\ .
"""1. l.. ~,

( ('In I 50 DIAZErAII 5I1C/IIL SOLUTION Allr 1014C/211L 914.10 )0.11....... ,.,
n, ~aJ .1\1\ ATROrINE'SULPHATE IMC/IIL SOLUTION AIIP Il:G 1 nIL 1 .. nn 1 ..

IV\,,' I"! • v\,.' ". 't'
" '"

, BLADES fOR SCALPEL, NO.IO rACKET Of 100 In,~ .co 6.40• .:..l.Ll I

.12. 123 BLADES fOR SCALFEL 1/=20, PACKET rACKET Of 100 18S.00 6.10
J1.2G5 RAZOR BLAO DOUBLE EDGE LOCAL.QUAL rKT Of 5 12.08 0.40
JJ.m ,1\1\ rARAfORllAWEHYDE TABLETS TAB 1000llG Inn. on UO_ 1 V'J

J6.221 1/\ PEI:or.OSE DRAill I" DIANE'l'ER I" DIAllETER lW.GO 34.30.v

37.m ,n CATGUT CHROMIC 2/0,15Cll,WiH NEEDLE NEEDLE 301m t 4/8, RIID . DUO 4.49I"
}7.123 In CATGUT CHROIlE I, 15CN 11TH NEEDLE IIDL 40J.l1l,4/8 CVD,RND 136.20 4049
J7.W 10 SILK RE&L. I 106,00 3.50

'II TJlal HI

6404.50 211.23

BEST AVAILABLE COpy

"..



"f,'" II.': ;l';lI It','. Manage;ent SCieil,e3 rOi Health / Feshaiar
C/fWl -KlT .'

i~~r.ti- ::uiliher
f!~atiD~ C('Jr:ting
U\ii:i~t i . Un its

L2f)1

i~, I ~,1

~~. 251
2U52
J}.lJ :
JJ. 114
JJ. I~ :
J}. ! ~ 2
J). :5:
JJ. 13:
JJ.JJ1
JJ.JJ2
JJ. 50 1
)~, 111
:3.11 J
}~ .121
:3. lJ:
JU21
]~.m

J~. ~ 2'
.n.~~~

J~.: :7
'0 f'HI
~'I.' ... "V

38. ~ .1)

J~. 4.':,
J~. :Y6
J~.:!7

,., , ~ ~ 1

t" ""I,., ..
1':' ':1. ,,:,-, .. :

}~, 157
1(\ Icn,'.' '

H'" ,,... -:.

J.~. i ~ ~
,(1 ';11
J'J .1.' 11

Generic llaiie

LIDOCAINE 2~ SOLUTION, CARTRIDG~

~YR:UGE, METAL, Df,}:TAL, t'A~T~IDCE

N~EDLE, HYPO, DENTAL CARTRIDGE 2SG
I~~EDLE, IIVPO, DElITAL CARTR lOGE 2SG
fCRCErS JAR
JAR DRESSHlG 'iTH COVER STAINLESS
KIDliEY TRAY METAL
my Ai.IJ:.fINiUN mIlIARY
DRm IrIG DRUM STA 1NLESS mEL
STERILl7.ER INSTRUMENT WITH COVER
ABSORBANT GAUZE fOR COMPRESSES
~TTClI IIVDROPHIL IC ROLL
NAILBRUSH fOR SURCECII, llYLClI HAIR
DENTAL MOUTH MIRROR
DE/lIAL Ml RROR (WITHOUT HMIOLE)
WLORER
COTTOIl FLIERS, CURVED
ELEVATOR STRAIGHT 1I0.J4
ELEVATOR ::mRS 110. JD
I:LE\'AT0R em:tS 110. ))

IJ~I'f,R Imm:mL fORcErO:O.lsot
Lam U::JVERSAL fORCf.I'(WUS I
f(1:~CErS RICHT urFER MOl.AR
ferrCEPS LEFT Urpf,R MOLAR
fORrEI'S UPPER m:mLAR
fO~CErS um~ LATEr.AL MID CMJI NE
rG~CErS UPPER ROOTS
fGR::EI'S LW:R ~OLAR

f~~RCErs 1.0':if.~ rREM:1,:.A~

fCRCErs LO~ER ROOTS
ftl':~~r~ rX~\A'/~\T0ft

::U~~ETTE G~ACEY l1
I\'{~RY Cl S~ALER

fru,n:G 10GL
('!:Im:T smULA
r:UGE.UOL
ZllK' OXIDE
00;(, STmLESS STEEL, fOR DEIITA\,
"emIl ROOK"

CGuntiag !Jait
S~€dfication3

M~r U~L, !lOX Of 50
FlEr'E (USA)
25G x 1-5/8", DOZEN
2SG x 1", DOZEN
6"DEEI' f 2. S"WIDE
4"DIA~x4"DEEP

~1/4"x4"

14'x 10 .s"x I"
6"x6"
STLSS 10"IS"xU"
20 YARD
ROl.L 300CMS
3CMx2.5C~

PIECE
FIEcE
PIECE
rIr:cE
mer.
"tr,,'e
I :t,'.'"

r: r~'E

mr:f.
m:'f,
rlf.Cf,
r:m
rmE
PIE::E

rIf.::E
FWE
1\1T:(l':'
111.'.1.'

rnTr
rlr!T
I'! rrT

!Plf.r:r:
P:ECE
-PIf.':E
m"r,
)O~~L W,}T'!LB"
50C GM/em:TAnm
P!f.CE
mer.

;
"

ra~; ~t ~ii.i

~up~cs.

J7n. or
ccn l'\(\
v. ': ,':\,

275,00
m.en
50.00
6c,cn
65.00
J2 .00

m.oe
175.75
35.00
18.00

4UO
I~. ~O
~5 .no
'1( on
L.:, II"

f,~" Of)
65.110
65.e'1
~o.nn

100.00
100.00
!OC.oo
wn,no
:~I). ~n

100 ,00

In~ ,no
:~O, n!}

J5.r.n
1r., n~
J5,nn
)j. ~C

5r .on
'1C nn
".1,\,"1

J5 .n~

~:l.n~

m.on
J~. no

:~. 20
'\ I IA
Go I,'"

~. 07
~.n7

1.65
, 00
1,"11

2.14
I nc
I."V

e ";.11

e on
.1 , '~\I

l. 15
ny
UO
1.32
n ,n
1,'.",1

n .,
v.u"

'1. ~1
, "
" : 1

, "... 1'

1 ,n
• ",\!

J. !~

J.10
un
un
J. .10
un
). J0
.1. \'1

U"

I . I~.

I Ie,. :.1

ICC
I." •

" :1'1'I, Ii.

I Ie
1.I.l

, .~

f, 1.."\
.1, ,':

" Ci; , ..'~
:. 15

BES AVAILABLE COpy

•
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n".. vIr f' " r
,''''-0 . .1./.'1((/' )1 ~

'-'lSL ,1',1)
'-

"i~jj;jC~ T,ltaf
~d~::t~ r~:J;;~ej

r: .... : .... ,' ......... : ......
I I -_ ,~ • I \ If ' ..\.''JII ~ 1116

:J~]~ti. Uiiits

Gener ic Nue COlJnt i'ig Unit
Specifications ra~j:;tJni

~Urr{'3 ,

",.... f
'\".'1\

in
l!~ S

:. ~:) ~

"\n ''IC I
~ , , '.1 I

: 1, ;)~

1.1,)J I
:J.J)2
.lUI)
1" '.4". /.' .. ."

~1,:~ 1

1\1 Total til

Ll DOCA INE 21 SOLUT IO~I, ::ARTRIOGE M~F 1.814:', BOX Of 50 J;~,!)r. ~ 2, :!,
~:r.ECLE I lIyrO, DEUTAL CA~TR IDGE 1(,. 25G I 1 ~tr" , DO?f.N ", nn n n,

'.J'J , " ,'j' ',_}I

u(:'rf'l't' IIVrO, OEUTAL CARTr. IOCr, '2SG 1C~ .. I" , G~ZF.:I "' nn n 1'1
IllIl.VI,I., '.IV ... ".', ../.; '."1

ABSORBANT GAUZE fOR ro~rRf.SSES 2e ym .1~ .no : . I)

cmo:! HYDROrlfl Lf C Rr.LL ROLl. )OGCIIS '" 1"\ n ,n
lil.'-: ••.•!'

DEt:TAL :41 RROR (rlTHOUT HANDLE) r1EC~
,e nn n An
:.',\'-: II,· •

Et!CENC:• )OUL ROTTLE 6~ .~O !. ~~
"GREEIl BOOK" PIECE J). r.n ,

"1.1.'

108J,OO )),72

BEST AVAlLAB-LE copy

" "

"

','

3 ~.



f~ '\ '" I II~ 1
::;'1·11 ..

:4a;;agemt Sciems ror Health! reShHai
_OfHU VI'"
nl.'~': n'f . 1\11

~ ~:~'j~'. i\."~a:
I I, .. 1 : "'I.L .. _
: "\,.:'. I .'YD.·: I

f:l.:i~ i~;-: ~:\niit ine
:!'~j:: ~ l. _t!a it;)

Co:;r.t iiig Uiiit
Spccificatioiis

1'."",1 : ..
" .... , III

( ...... ,
' .."\

BEST AVAILABLE COpy

'.
, ..
,". ,.,
U6
n "V. ,HI

, no
I,".'

, "v., I

, I(
'.1.1

I ,n.. ,'

U.1
, n,.' '

f' ",n'I, !1

: .J2
o. ~~
n nn
'J,. l

, nn
_. I'

n.73
0.65
" 0'"' ..,',

6.2J

7, 1~
! .f!!

, "I ....

~. f.l
UO
U~

, '".'.11,'

( '0
.'.Lo':

C (.1.' .~. :

'. ".,LI."

L~l
, ,.
I .• "

" \0
UI
, ".... 11

1,1 (.('1
1- .. '

n.)]
I (.e
1.\'.'

r.. ~~
n 0"."

" (11II.'"

J 1. 81

10.1.7)
41.14

84.. 00
~~,~r;

c:c ct\
.J,' ••11'

54.~!~

An (1'\.... , .. '.

~0, ":~

'AC fin
'''1.' .'. v
," ~n:" .. '

22~ ,~i)

J: .SD
Ae f\(
.... ,I

1"4.00
! ~n. nn

10U~

215.nn
l~O ,nO
un

'l\ H'
V~'. "It

25: .~O

n' "'\,- .11:1

IJO.OO
~ 8~ .~~

3S.0n
3f.,nn
J~, ~O

40.00
)0,00
JO.~O

22.00
20.00
25.00
IUO

JOO. O~
)&0.00
36UO
tOI'l nl\
In"'.I",

Jl!~.~O

142n.2n
JOt. ~2
1~~9.40

7UO
U~
01\1\
'J. 'J')

.,,.

161:11
l1.5CII
J8CII

28X16tofM. :~CM;· SET
21. )e~4 L~}J!.~, 22K~BRCA

2Jr.M WIle, 2~14J,( BR(1AD

VI M. 250~:G x 5/olL
AMr JOIofC x IllL

~rrM Lr.~~~~ I : ~~,n~ BROl,D
)~~'V Lm:G, 2~~,~~~ r.ROAD
m.l!:JT, J rr.a:1C, 16r.M
m.t.~ES 5ri. ~~~ ~OX 15M~~
nl.Hr.","r ,,,,,
UI r.!·.t~: Lu ;...1"1

PAt::KET Of 1no
PKT Of InO
PKT Of 100

CUR VED 2Jf:U
STRAiGHT 2JC:4
TOOT liED 4x~, 15C~

lID. 3

mg:l~E 50folG!ML SOLUT':OlI
W:':AmmE )r.~!ML SOLUTION
r[NT~~CC:NE 25~G TABLETS
D1 mrM4 ~~G/IIL SOLUTION AMP IOI-lC/211L
ATRGPINE SULPHATE rUe/UL SOLUTION A~r lllC x IllL
S~ALPEL HOLDER NO.3 ;,
smm HAlIDLE IIR 4
BUDES fOR SCALPEL, 1I0:to
BLADES fOR SCALPEL, 110.: 5
BLADES fOR SCALPEL, 110,21
Ri\~r,R SAfETY, ALL METAl.
RAmR ~LAD DOUBLE EDGE LOCAL. QUAL PKT Of 5
s!':ssm DISSECTll1G mo, RLU~'T CURVED WII
~:,:ss~ms DISSECTING IlAYO, Bl.U~'T CURVED 2JCII
SC~SSORS DISSECTWG MAYO, BWl.'T STRAIGHT 17c:1
SWSORS l4ETmP,Al'~ Bl,IJIIT CIlRVED nell
DRESSING fORCEPS, THUMB, BROAD THU~B, BP.OAD
T1SSUE fORCEPS I TOOTt!ED 2x3 ; TOOTHED 21J,
TISSUE pmErS, TOOTHED 2x3, 18CK' TooT:lED 2xJ,
HU~TER SPLINTER fORCErs A1YvLED 10.SCII
mss WG fORCEPS, THUMB, BROAD 25CII TlIm~3, P,ROA~, 2~nl

for.rf.r~ EAR, SrRlIlG mE, 12,5CII MIGUI.AR 12,SC/.!·
f:jRW'S HALSTEAD MOSQUITO, STRAIGHT STRAIGIIT IUel(
fCRCEPS HEIICSTATIC KELLY, STRAIGHT STRAIGHT 14CII-.
r:~Rms HEl:'JSTATlt:: KELLY, CURVED CURVED gCIt
fO~Cf.P~ Hf.MOSTATIC KOCHER, STRAIGHT- STRAIGHT 14CII
f:JRCEPS HEMomm KoellER, CURVED C!JR~ED 21)::::
f!.l~I'r.I'S HYSTERECTOMY rEAlI, CVD 201.:11 ('mm 20r.ll
fORCEPS HYS1'f.RECTOIlY PEAU, STRAIGHT STRAIGIIT 2UCM
meErs UTEr.ln ELEVATnlG SOV.ER 22,S 22,S CII
f;JRCEPS UTERItlE ~.RTERY PitA/lEur 20::1( 20Cl4
rn~cf.PS SPO~Gf. HOLmG RAMPLEY 25CJ.l
F~)RCErS IlliEST INAt. 8AB~GCK 14011:.1
fORCErS INTESTINAL BAnCOC~ 1581111
rcRCl:rS lIITESTIUAL JllD-ALLIS 18411:.1
cw~r lIliEST:t:AL mO-~()RS(l:1 evo
CLA~I\ :rnm I~AL ~AYr)- R()RSOII STR
i!lRCm mst!f, AI.US, 445 rmll
!:J'l'CI. '1M4PS BACKAUS IJC~
fARAPEUf RETRACT~RS SET Of T10
~ETRACTCR OEA'JE~ I 21. sc:~ ;: 22f.r~

RETRACTorr DEAVER 1 23C~ x 2~M~

rJTRACTOR DEAVER, JO~~1 x IJ~:.I

RET~Ar.TCR DEAVER, 30C~ x 2~M~

RET~Ar.TGR SENN·WJElLf.R, CO~BLE END
~r';r,ACTOR SELf nET A: II: llG RALfOUR

,,
:<

",,,

,.,

("
.'1.'

12
" ,:<

'".v

f,
, 5

'1\(\t··\"

:r.n
'"''.;t:v

,,, r. ... (
• Lo. v':'.'

::.5(,8
; ... f,fl.,
· .:. • \l' ~

~., ",
.•. :.l.

I In,
1.\ :'1

., I ~ ,
".:"!J

J2. ~ '.\ 1
J1.6! :,., " ...· .;.. '.' ~ ..

"\ I'".' ~ .~

l' ": II: .. , .:

~" 4 t (l
.... 1:':

,,, •'c.. .;.. ... v.'

C ,"I"
., "1

... 't".' .. , ~ ;:

1" til..... r::

'''l a(l........'1

,., .""
" ... ~ .

1" H.,:.... ., .......

" II:': .... ., ..•

JZ.~~~·

.12. ~2~

.1 ~ . ~ ~ ~
,., '''I'
.•• :.0:.

1'" ~ ,.,,, .., ..,

n~!1

.i2. ~ 4~

.'~.! 4~

1~ ..1~ 1

): , .' ~ ~

} ~ . :..' ~

!: ,,11 ~
,., )1'.... .,: .

.11. l~!

J: .if\:
'''I ""C
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ABDIN -KIT

'. ':

Picd••: Tota I
Identi· Ua.oei

f icat ian COillit ing
Uu.bei. Units

Ceneric Nne Count iiig Unit
Specifications

Cost iii
Pakistani

Rupees.

Cost
in

US $

. '.t. "! • I., ~

tr,:~~' ':;'~; Z
, ;

'o. "'". .\,''. ,-
I4CII 40.00 1.32
STRAIGHT 20CII 40.50 l.J4 ."27CM 60.00 I. 98

I~. ~ ;
SET Of SIX 15.00 0.49

,
i; .~!~.

',. i -
SET Of SIX 15.00 0.49 .,

,~':')r

115 .00 5.11 - '
".j " ..~.

68 I. 00 22.46
' .

681.00 22.46 ·1'
,: lV·

NEEDLE 28l1li,3/8, CUT 610.20 22.10 "';) .,:'..
106.00 UO ~t~.:

t· . !I
I

14222.31 469.09
.

f,

I .
"

, :

..... ' \... •I

"
,',

:i \i
.. '

IIAYO'S fORCEPS HOLDER
UEEDLE HOLDER IIAYO-HEGAR 20CII
NEEDLE HOLDER IANGENSTEEN 21CM
SET or STRAICHT NEEDLES. ROUND
SET Of CURVED NEEDLES, CUTTING
BOX STAINLESS STEEL 3011016CM
CATGUT PLAlN2/0
CATGlTf CHROMIC 2/0 .
SILK BRAIDED 3/0, 15CII, ITH NEEDLE
SILK REEL 1

·)2 .81 ~

n.7il

n.m
32 .321
31.824 1
32.903 1
37.117 50
31.:27 50
37.2:2 60
37.m 10

ttl Total III

BEST AVAILABLE COpy
:,- t



r: .... : .... '· ...... 1 : ....
I II.': \ 1\'1: \ \'allt lll~

~:~iI~". U~il:\

rACE rm.
", ',l/rq
I.' Lf L II }"T

1'1 ~.::l' t
IJt'ii: i

T~~a:
" .. _L .. ".
I' ~;lIl'C I

Manag[~c~t Sciences for Health / rCShSiar
AnO-KIT

Coa.: ia, t!ii i l
Specificat len:: in

US $

I In I ,n
K~:TA~ll:E 5n~,{C/'~L sm.t!T: ~:J 'n AI. 'Ht\lIf' • cur J: t ~ .1}O :~J, n1.1l.'1 ':\" ".I1';"t'" ):-:1., " , 'M rn:7A~Gf ~ NE J!:!4!~/~~L sm.HT:m: M~r If\W' X I~:, J~~" . 2~ ~ 7, 1~,. ;, I I" ~I . "n'J, I ~ , ,,,,,
r~:JTAZO(~ ~ ::E i~~~G i ARLETS JAn 'Cu.' jn.:" ~~ ~" os,.. 1'_ ..t:v ,.'rl'.!, rn, '00 n: A7.F.f AM CII,' lUI SOLUl ~ 0~:

UfO 1(\~'(' "I!' '01" ,n &0, J~J."..' I 1\"; • M'JI ",1. '''':1 \··'J/'·,Lt I': .. .~ ..

:7. ~o J tr".. mCrl/IE S!JL:'!IATE I~G/~L SeLUT:C~1 AUr I~l~ I Ian ,. no 2. 14 ~IVI! II':, ,... ""
l' I" eLADES fO~ S:'Ai.l'EL, NG,10 rA::KF.T OF ICO :~! .nr, 6.40_ L, .10.1

~(
1" 111 BLADES e"n SCALPEL. "" IC rKT Of 100 21 ~. no 7,O~... ~, :"L LVl\, I\'J.I. I

Ji. !24 BLADES ro~ SCALrEL, r:n,21 m Of 100 ,n" ',n 6.2711'.1. "v

J:. ~:) 5 20 RAZOR SLAG XU3LE EDCE LDCAl.. G~M" PKT Df 5 (" ." 1. ~qli, ... tJ

J7.J !7 50 CATGU7 rLA: t: 2/0 1.:"1 1\1\ 22 .46lll,I.·HI

J? .12 i 50 ~~ATGUT CH~O~ IC2/0 5~ 1. 00 2U6
37.21 : so SILK Rf-ttlDED J/O. HeM, rrH r:f,EDLE t.EEDLE 28~~t)/~,h.!T "n '" 22 .10'.'J'!,l-'.!

.1;,215 I~ SILK REEL 1 106.no ).50
It! TJtal tit

~(', '" JI5.87.•'I'.ll.

",-
f

BE$T AVAILABLE COpy

\..



r,t;f, ~.'{).

02/2l/?!
Mmgmnt Scirnces fOi Health / PC:;hHH

roSIT ·KIT

rrod,i:t Total
ld,nt i - :Iuiiber

fitltion Cc~nting

:Iuiit.~i. Units

Generic Ilaiie Counting Unit
Specificat ;(\;;3

C\j~t ir.
~aki3taiii

RupftJ.

~ost

in
us $

]2,205 10

~. III ),ODD
) .CO: I,CeO
S.2nt : ,COO
(;, J~6 I, non
(i. 7!\l ),O~O

:),201

, no
1,11.1

n .n
'J,"

8.26

1.72
0.26
un
:'1?
O.~?

U~

6.60
u'~

O.J );!,

1.65 .
2.29
).13
0.82
u~

:. 05
5.17
0.66
2.14
0.20
UJ
8.7:
UO
6.~J

0.59
US
J.81-
7.40
0.15

U~

~ ,10

20. 7~
l. ~~

US
U2
4051
UI
o co
O. _'r,

• en
~. J ....

~5.~O

15.00
l)~ ,~O

J2.00
PUO
20 .~o

SUO
5.00

2~ 5. no
2S! .nn
2~~.~O

210.0~

18.00
DUO

260.00
52, nn

J6.0n

m.50
1" on
l" .'1\1

'1(1 nl\
L . ... '"

,'0,20
JUO
10, no
60.0n
s~.nn

2n~. O~

1UO
:n, on
50.no
6UQ

, on
1,11'1

2~~.~n

6J!L~O

~~ .r~)
4' .nn

.,,:» 1\/\
L :".' .'f !

n~.44 _
.", .. n
I.;. •• • ,/

11un
~JUO

sm.H 167.)4

CURVED urlf
8"r)"
U"

ACf:TA~~I~O:'H~:11 50011C TABLETS
CHLmll[~IRAU1NE lIAl EATE HIG

,lfETROIllCAWLE 200lfG TAnLET TAR 2CO~~G

SlH.F",~~m'1X:'7!)1. ~OO ITR Hn:TIl:WW: ~O TAn lor~:,:1 ~:l',l':

ClII.D!:')QlIIrJ~: : SC~,; rom TA~:'ETS TAn 250tt:;= IW,~:~ Il,',;,:'
Gmw~ VIOLf.T,TOPfCAr, U~f ror 25G~~

CIIL\):~~!~:XIDI::E 1.5: ~ t:ETRlg':Of l~~ SOl, 1.~~115~t : L:T
AI.t::m:I!JI·~ gYIlROXYllE (CflMr.j TAnl.f.T TAn 40Qr.f-':
Or.,IL 'WIYOnATATI011 S,\LTS far. looor;c rur fon 1 r. mr
OXVTETnACYCLWE IS m OIllTMEIIT OMT 1~, UW; 'P_'fI
Tr.1 PROLl DIllE f rSElli)!JEPHCDRlllf. TAB 2.5~GI SOW~

BUCCAL TIIERr!(\METEr. fie HECE
RAZOR SAfm, ,11.1. Mf,TAI.
RAZOR RLAO D(ll!PtLE EDCE LO::ALQllM. - PKT Of 5
OI'ERI.TIW~ SC ISSORS 8LUIfTfAtUllT STRA!GIIT 1405("1
Cr.Wf~(.; l'~nr'f.l'S, TIIU~~, R~r:An TIl!.IV:R, r.r,0,\P' W'{
fORCErs m}~~~TATIC KELL\'. STRAIGHT STRA:i~HT :~c~

fORrm l:EW'STAT1C Kf.L!.V, C~!mD

STAI:lLm STEEL BOX 8".J"
ORO 1l~Ar.Y ~!: maRS I STRA IGllT
/:m CUTTER
fORCErs JAR S"CEEFI2.5"rlCE
SPllllCE BO~L STAINI.ESS STEEl. 6'01 AMI 2"OEf.f'
CUI' 14EASl:~!:lG rfTH HANDLE STAlIlLf;SS 100r,C~, cmumr
fU:I~IEL mmESS STEEL WJUTH J.U" ~OUTH )lU"

mm TRAY ~f.TAL 8:/4"r4"
TRAY AI.!J~:tll:J!-: CROIIIARY 14",IU'xl"
DmSHl:~ rRllf4 STAll:l,ESS STW. 6'xS"
BOTTLE rLASTiWSSCRTED sm' CAr me:: :lARROW r:.X!TH
BASIN rLASTIC J)"xS"
SOAr-BOX, 2-PIECE 95r65x)5MIo:, PLASTIC
FRESSliRE canKER, 10LlT IOLlT
mrE BM:DAGf. r.OLL i UllrlOCM
GAUZE BAlIDACr.S )" ROLL, OIlE DOW:
mor-BAlIT GAUZE fOR 10MPREsses 20 YARD
CGTTOll HYDROrlilLIC ROLL ROLL JOOGMS
TR IAllGULAR DAllDAGE IOOI;M SIDES
AOllESIVE TAFE :" I ROLL
AOllES: VE TAPE J" ", 'ROLL /
NA ILBRUSH fOR SURGEON, NYLetl HA IR 8C~J 2.5CK
TOILET SOAP I PIECE 11)GllS:2

I
5
1
1
I

,JO
18
6
1

JO
12
6

),000
60
60

l,aOO
2

17,621

, C 'n I
'-~.• l. : 1

2~ .JG I
,., ,,, I
w ~. L.·11

:~ .on I
11 '" t11,;\/1

J2,; :~
.'2.:2)
.\~. ~ 24
,., f\{'.1
.... : .. I

JJ. : ~!

)), ! :5
.1.1, ;) 1
3.1.lJJ
) l.l)~

) ~. !.15
.n,I~;

,1). P2
1.',:5:
.1.1, :(i I
.1J. !7~

J). :iJ
JJ, 1qI
j 1. J: :
JJ.)21
)J.)JI
)J.JJ2
JJ.)4 :
)). J5!
JJ. }52

JJ.sa I
J),502

HI Total Itt

BESTAVAILABLE COpy



riodijcl Tolal
Ideiit i· :~ii.her

[i,at i,n Cm: ing
llu~bej. Units

BEST AVAILABLE copy

Manage.ent Sciences for Health / rcshawar
OAIIN -KIT

Cost
in

US $

0.15
0.10
0.02
O. J~
0.15 .
0.26
0.165.00

)7.32 I.2J

o. ~~
1:. ~5
UO
, on
1.':\1

f~Gjt iii
rak istaiii

r.uptC3.

Count iiig Ur. it
Speci f i rat iOii,

Generic rim

ORAL RElIYO~ATAT:r.N- SmnCR IOCOC!~ rCI fOR I f.Im:
RAZCR BLAOOOUBLE EDGE LOCAL. QUAL rKT cr ~

COmll ST~ltlG GLAZED LWHER sw,m mCE,lFT
GAUZE !'AOS,"W1tl-mmf.", 4"X4" I rm:f,
l:mP-RUSH feR SURGt:O:l, Im.ON H"IR3C~rUC~

MINI SOAr nAr. JC G~S nAR
LARGE nASTI C RAG PI f.CE

••

24
24

J~.50~

J) . .14~

JJ. .1';!

:7.621
J2.~C5

rAGE NO.
02/21/:;4

.1'.5n
~UOJ

III Tc,tal Itt

.,
r



rAGE ::0,
02/ll,''l4

ricdJ,~ Total
: J .... , : " .... l.. .....
I~I"·II~ '''' ;1:.a.VCI

ficJt;c:: Coanting
~Ju~~~ i. Uiii ts

US S

0.6t
l.41

ILOt '
27.14 ';!'
U5
O.?2
2.80
Ul
us
0.91

0.59
US
1. \0

l. J~

1.48
49.47
1.93
4.12
, ",.' ,

1.55
1.48
, '0
I. "0

7.92
20.94
JUJ

Cost
iii

780. OJ

52, ~ :
15.04

356.20
U5
0.73

uc
uq
2.14
0.20
0.15

122.03
2.31
o "'J. LJ

~ 2), or.
1~).r.C
2?.C~

~~ .CC

)2.00
JUO

5:f.. 00

2~0. ~C

I'UO
.. , nn·10. )"

10 nn
I'.' .V·1

12. r.~

, '/I
....Il}

6~.CO

Uo

2~S .CO
1~·r. .00
2UO

47.00

I? l.26
nnn

~ ~. 00
~S.QO

200. no
f,~. 50

m.eo

1500.00
60.00
;25.~O
'Ie nn
I J. \.J

nouo
'''In nn
").\"

1: ~O. 00
mo.on
~:.5.00

~J650. J8

Cost iil
Dakistani

R:Jpf?3.

COUilt iilg Uil i t
Specificat 10ii>

A~r n. 2~G I H~L

mcr.

M~r IOML.
TAB 20C:.IC
CAr 250W~

S~f,\U. S: 7.E
liED lUN St7.E
LARCE Sl~f.

BOTTLE Of 70 STn! 1'5
meE
90CM:~ Xlllll
913 X !300~M

STRAIGIIT IU~
lm:~ ss
200:~M ':AUG In: S5
25ClI
4JO X~00f4~

fOR NEONATE
ALUM. I.W ~ HM:DLE
6"0 IM~.2"om
P,J/4"I4"
95;;65xmf:.l, PIJSW
8CllxUCM
rKT4
WITH rlPtTTE 2 1~nE

~AE~~GMETER SAHL I
Gl.ASS PIECE
GLASS PIECE
BOTTEL or 100 STr
1000 ClofS (EDTA)
seL 20eMl,
SOL 200::1.
200 ref,
BOOK 100 rAGES
'/2 DRY CELL I. ~':

, PERMA/WIT, Pm:E

TAB ICC, 000 IU
loooce row fOR I LITRE

TAA 2P, PER PArK

emri~ Nne

ALl'WlP~: cm rOR mmm KIT
SPC:lCE BOWL STAINLESS STW,
xJOl:fY· TW :.!I:TAt
SOAr-BOX, 2 I'!Ei:E
1M ILBR!.!SH F::R SUP-GEm:, Im.OII HAl r.
CC:IDGMS sm ILE
HAEMO:;WB :::omf.R r IrF.TTE
HAE~~GLOB l::O~·:ETER SET
BEAKER 50loff,
BEAKER 50C~L

liROST IX
ANT I.CCACUU.l1T fOR BWCD
f.TI!A/:OI., % ~

HYDROCHLORIC ACID col:e .
BLOOD LAnCETS(fEATHER)
LAB. RECORD BOOK, Ll/1EO
fl.ASH L1GIlT,rmOCUSED
lImER BLACK

~ar.age;ent Seien,es for Healt~ / Pfsha;ai
MCHlIl -KIT

BEST AVAILABLE COpy

LIDOCAINE 2~ SOLUTION
IlEWJI:IOAZCLE 200lfC TABLET
AMI'] C: LLiII m~~G CAPS!JLES
NYSTATI~E V~CI~AL TARLET
ORAL REHYDRATATION SALTS fOR
OESOCESTRELIF.THIIIYLESTRADIOL
ERGO~ETR I!JE MALEATE 0, 21~G/IIL

mT05r.0PF.
SPEC~LUM VAG:tJAL GRA\'ES, Slm.L
SPECULU~f VAG lilA:. eRA\'ES, liED lUN
SPECULU~ VAGillAL GRAVES, LARGE
PREGNANCY TEST STRIPS
ARlI mmmEIICE 'I'm
APRON UTILITY PLASTIC

.SHEETING, ~lASTIC.

CPERAnNG smSORS BLU~'T/BLUllT

EPI SIOTO\~Y SCISSORS I M:CJLAn BRAl11l
rORCEPf., sm: W.ER UT ILITY
fORCErs S~GW~E HOLDlIr~ ~\Me[.f.Y

TOm 1l0~K.

MOUTH 1~!)r,OUS EXTRACTO~

J
1
1
6
I

10
"I
I
I
I

2,000,
•

6C
2,5CC
1,000
2,000

200
400

80

U: I

iR..: I}
.,,, CH
~ I •. ':'.'

J:. ~ ~ I
)' ",'

:. ZO j
( 1(\'
\' .... \) 1

.: (1\·
V • • t''; I

'I ::"
"'\ •. ·';'l·

j, "1\(......

,. or:
" ... , ' ..'

jl f"':,.

• I.,tC
... I. ;:

,.' ",(, :. \.'

... UI\(
"I.'J':.

17. 5~ I
~g. l~~
.,., nfl t
.... L. J\.:I

2~. 40:

2i'!. SnJ
J: .m
)1.2~5

2UI~

}UJJ

~~. 51 ,
"I" [I'
,"'I •.• .;.

J:. :.1J
'J.:! I
JJ. ~ 7.i
3U!}!
y ~:5

II ,", .. : .. ~



PAGE ~J~.
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IICH-KIT

rr"d'J~: Total
: jUit i ::·~if.t r

fi:at ien COilnt ing
::wi~ti. Uiiits

Generi'c tlaie • Coanting Unit
Specif ications

.(

t'

Co:;t in
r~ki3tani .

Rarces.

Cost
in

us $

1.20) 60
6.20 : 2,Sen
5.): I 1,0nO
6.5r.t 2,OG~

" ", 2C0I • • v;,
,~ ,n f AM
loJ. II. 't 'tIJ'J

: 2. eu1 on
u:;

,n cO(
, ' ••J ';;'.'

1~.60J '0
1'1

36. : ~ 5 2,000
.41 !'p
't I . :.:.~

41.524
.4 LS15., 'M

't l. "J'
J' , , e.,., ... ,,)

" ,:c
": I .I.:J

~ 1. iSS
A' 00<
't I oI':l'J

~~ .123
tjl To~al tit

LIIlOCAIllE 2~. SOLUTI011 AMP IONI. 240.22 7.92
IolETRClI: OAZOLE 2001lC TABLET TAR 20r.f,lG m.oo 20.H
mlCILWJ 250~G CAPSULES CAP mUG 1150.00 37.9J
tIVSTATIIlf. VAG!.NAL TARLET TAB IQO, noo ftI 15gn,r,~ 52.11
ORAL REHYORATATION SAl.TS fOR 1000ee reI fOR I Lim !5f•. QO 15.C4
OESOGESmLfETl::tm.EST~Ao:m. TAB 28 PER PACK lC8~r..CO m.20
ERGO~ET~I::Z KALEATE 0, 2~~/ML . AMP O. 2~'G I II:L t't ." 5.6~11 I • i;,l

PREGNANCY TEST STRIPS BOTTLE Of 70 STRIPS 1500.r,f! In j'"'.'tl
ARM mmm.E!lCE TAPE PIRCE 50,00 1.93
CCI~OOIlS sm II.E rKT 4 mn.on m.03
HAEIlGGLGRINGMETER PIPETTE WITH PIPETTE 2 Tun~

Int nt\ 3.46I" •• '101

BEAKE~ SOMI. GLASS PIECE Jh .00 1.29
BEAKER 50O:~L GLASS PIECE ,., nn UI, ~ ..'"
Ur-OSTlX BOTTEL Of 100 STr 5:f..00 17.02·
ETHAIICL, ~6 ~ SOL 2r.OXL l~S.OO 5.15

HYCROCHLOR: CAC IO CONC. SCL 200UL 23.~O 0.92
BLeOD LANCETS(fEATHER) 200 P~S BUO 2.30
LAB.W:Cr.C BOOK,LINEO BOCK 100 PAGES m.eo 8.41

~ARKER BLACK rERlIAlIA:rr, r IECE 23.00 o.n

21547.J8 710.67

BEST AVAILABLE COpy
-'.
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Manage;ent Sciences for Health / reshai3r
'IIISW-KlT

r,;'J.ct Tota!
:centi- ~~Uj;~er

f~~stion ~cunti~&

::;; ih~ r. Uii its

.Counting U:ii!.
Specificat ions

Cest in
Pakistani

Rupees.

Cost
in

US S

~J.1J5

.'.1. ~GJ

J~.m

~~. :H
9~ .m
~, .136
j': .1)1

9~.1 J3
lIt Total Itt

....

25
1

25,
•

C~AL WIYn~ATATIC~! SALTS: fOR 1000Ce POI m : I.ITRE
c~r ~EASURI:lG IlTIi IIAlmLE STt.I nLESS IOccce I ~RAnl!ATEr,

MinI SOAr BAR 30 GKS BAr-
v.mER BLAI;K m:WIAlIT, rnn
PERSOlIl.1. HYGIEIIE,POSTER PIECE
IKU»IZATJC~,roSTER PIECE
CONTROl, OF DIARRHEAl. o:5EASES,f:UART PIECE
mE II:JTHERfI!}OD,fl,IPCllm PIECE

.SHOULDER BAG (ARKY GREENl PIECE

';..

~7 .on 1.83
~~ .~o hlJ
4U5 1.61..,
'\0 1\1\ 0,92"-
LJ .vu

JO.OO O.?9
30.00 o.?q

m.nn U7
2:0 .CO 6.93
40.00 1.J2

7IJ.75 23.54

'-

B~ST_AVAILABi..E COpy

,,-'.
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CHVIN -KIT

FrcJ~i:1 Total
Ider.ti- Niliiber

ficalian Co~nting

N"~her. Units

Generic 11m Coanting Uilit
Specificaticii3

Co~t in
rakistani

Rupees.

Cost
rn

us $~

" IttL. I I I

, 1n,
\.I. IV I

6.316

10.10 :
P.20S
IJ. 501
15."02
17.6~:

21. 1~ I
25. JOI
J1.215
.1:. J: 2
.1; .}! ~

)2. ~ :2
.12.nJ
1" ''''~ .. , or ~ 't

.12. '10 I

.1}. IJJ
n. !.1~

.1}.: ?J
JJ..1: t
.1 ~ . .121
J.1.m
J!'}5~

.1.1.'~ :

.1.'. ~'!J

~~. )n

HI Tota HI

100 ACmmnrll~il 500l:G Tmm TAB SOO~G

fie v,EBE:mAZCLf. :CC~ TABLET • TAB lCONG
5nv S"L~,I/"T11I\Y!'1II 4nOITnl"~"'I,,"nl" 00 T'B 'Onu~loC"e• \.1 I nr'\!:. ·Jf.rl"'Jl4 v t\ :"::",11 ••:~ :tI " nl" V,"U u'"

SULrA~~l:TIlU'XAWL 200ITRIMET!lCrm 4~ SYR 2nr.MeI40~[;/~~~:'

:00 fERROUS Sl1LrHAT-£ ~ rOLic ACID TAB 601olC10. mc
I GENTrAl: VIOLET SOLUTIOI: • SCI, 60MI. RTL
I 8EIlZ'tL BEIIZOATE m ElI'Jl.SrOfl EMIl m,60MI, ATI.
I XYLEllOL 'fIV SOL

:]P ORAL REHYDRATATIGtI SALTS fOR loooce ror fOR I LinE
OXYTETRACYCW:E I~ EYE o::mlENT OIoIT I~, UMG Tun
BUCCA"L THERW.lMETER f ic rJ ECE
SHEETING, PLASTIC. 910 X1800W~

OPERATING SCISSORS BLU1IT/SIIARr STRAIGHT loe~

OrERATlllG SCISSORS BLUlIT/BLllllT STRA1GljT IUCf,!
DRESS IliG fORCEPS, T!I!J~9 I B~OAD TlIUI:8 (PoROAD 16n.:
fCR2EPS HEMOSTATIC mLY, STRAIGHT SiRAJGHi UCN
fOr-CEI'S HEMOSTATIC KELLY, CURVED CURVED 14C~

STAll/tESS STEEL BOX 3"x)' Po'x)"
SPO::CE W;L STAlllLESS STEEL 6"D: AMx2'OEf.P
cur mSURlNC 11TH HAtmI.E STAItlLESS lonoer: I C~AOUATF.O

SOAP-BOX, 2:rIECE 9~xSSxJS~~, PLASTIC
CRf.PE BMIDAGE Ror.L Ulfi 10Cl:
CAUZ~ RAllDACES J' ROLl, I ClIE D07.Ell
COTTO~ HYDR(lPHILlC ROLL ROLL JOOGNS
ADilESIVE Tm J" ROLL
NAilBRUSH fOR SURGEOIl, N\'LCll HAIR 8Cllx1.5C~

~1Il1 snAP nAR JO eMS nAR
RUCKSACK, ~YLall .FIECE

so PACKET fOR ~EOICltlE CMt el:

US
In on
I V. jJ'.J

!7.10
2n.40
10.20
3.00
5.70
US

22.80
: US
"If. '\l'c..~'. \IV

75.00
:5. no
1R .n~

15.no
JO,r,C
JO.no

100.CC
34. 1~
n~. r.o

S. ~O

IS.~~

~~ .ne
J1. ~o

~ JO

l~,n .r:n
.1.30

0.23
Ufo
0.56
0.67
0,)4
0.. 10
0.11
0.28
0.15
0.37
n ocV.l)V

2.47
0.49
o.s~

O. 4~
0.99
0.99
J.JO
I. 15
.1.13
un
O. ~·8

0.5)

U~

1.2)

o.IS
0.2~

~ nC
".1,1

O.ll

BEST AVAILABLE COpy



)).) II 48 CREPE BANDAGE ROLL UMI10CII 422.40
JJ.m J2 GAUZE BANDAGES 3' ROLL, ONE DOZEN 512.00
.1). J) I 1J ABSORBANT GAUZE FOR OOIlPRESSES 20 YARD m.oo
)).352 IQ ADHESIVE TAPE 3' ROLL J14 .00

III T0tal III /.
i 1763.40 .

/

-'

BEST AVAILABLE coPy

"r ·"

Cost in
Pakistani

Rupees.

Cuunting Unit
Specificat ions

Nanageaent Sciences for Health / Peshawar
SUPLRE -KIT

. .';: ~~.

Generic NuePr0Gilct Tot aI
:deiit;· Nilioer

ficat ivn Coaiiting
Nu.~er. Unils

PAGE NO.
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rr~~.bcl Total Geneiic Naae .... Counting Unit r:il;t iii C03t
: ~! '- :i t i . ::ij~be r Specifi,at iOii;; raki;~ani in

f;;i{i0ii Cuunt ing r.upw. us $
~J~;;~:; i . Viii t3

., ,~i

.~

.-~~'

J.%
O.7J
.1.86
2.14
1.9~

1. )9
1.48
4.l2
2.n
o.s~

us
1.10
US
US
U8
UO
U?
2.14
0.20
n. 15
9.80

nCr)
4S.no

f.~ .no
UQ
un

2~7 .on

A ( nt\
--:J .'!"

len .00
f,~. ~~

120. QO
22.CO

~ 1? I 00
f,UC
f,n.no
42.00
45.00

12~ .no
7UO
l~ .OQ
32.I)!)

JJ .50

15J).50 50.58

I

Management Sciences for Health I rCShai.r
~'URSE -KIT

BEST AVAJLABLE COpy

STETHOSCOPE PIECE
FETOSCCrE r:Er.y.
CARD CLAMPS PIECE
fLASHLr~11T RIGHT A!:CLf.D rRF.-fOClISf.D WIT" 2 D~Y CWo l.W
SPECULUM VAGWAL GRAVES, ~lfALL SMALL sm
Srf.r't!Lm~ VAGINAL Gr..~'.'ES, MEDIUM MEDWM SIZE
srECU:.L'~~ '/:\:; IIIAL GRAVES, LARGE LARGE SIZE
APR!::: !JmITY PLASTIC gCN4:.1 X 1:.1:-:

SIIEET: fl!~ I I'I.AST! C. . ~ lOX I~OeM:.I
CmATlt~; SCISSORS P,Wv'l'/SI.UIIT STRAIGHT 14 jC~
ErISIOTC~Y SCISSORS, AtlGULAR a::WII 145:':14 SS
fOr.~ErS, STERILIZER ~1ILITY 2COMM VAUGHN S5
fO~:;Ers SPQ!¥.:E UOLD I11e RAMPLEY 25CM
TOrEL ~~OK. ~JO XSOOMM
:lCUTlI ~UCOUS EXTRACTOr. fOR IIEC1:ATE
ALlJ:miUlf CASE fOR mmm KlT ALUlI. LlD ~ HM:DLf.
SrONGE BOWL STAINLESS STEEL 6·~IA~.2·DEEr

KlrllF.Y TRAY METAL 81/4':i~'

snArr,flX, 2·rIECE 1~xf.5xJjl.m, I'WTIC
NAII.Po':I:~1i "GR ~lIr.GEm:, tlYLGll IIAIR 8CUrUr.~

GLOm ~L!RP,ER BY I'AI~ SIZE ], I I'AI

I
I,
•

60

I
60

....

....

~, :: I I
_ • .'l:

10 (I'"
.,!I:-

~8 . ~ 1}
.1!.~2'

J I . ~ 2~

32. J14
J2.J.'J
.1? . ~ ".'
.' 2.!: I
}2.~~2

.1;.5"2
): "'05
.'.' . IJJ
.1.1. l!!
n. ~')

.\ l ~ /~ !

rAC~ tln.
""'"1 If'! 1l.' '-, '- I, .. ,
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Item
code

80:lon

Product
Numbe'r

Item
Descr iplion

/
Generic Name

Counting Unit
Specifications

/
Reference [I~ta

H T50011
JPII A
LWI OOA
L!(l2S
Llfl20A
Ll P36A
ASA500T
ASA300T
ASAIOOT
leU2001
PTnOA

'.... PTC25 T
811r03A
BNP021
P.U~00C

CrM~ I
PMl25A
DtX1A
A!P.!A
DI1\5A
r!!£ 3011
PHEl00T
PNT25T
PN I! OOT
[XmOT
[~1001

rlrS00H
- NIC500 I

PIPSOOT
LVSSoT

I £T250T
E1250H
AMP2S01
AtlPSOOA
B~PI2A

~'HP250T

PPfOOA
BPIA
HX250T
XC500H
CAP250T
fPY250T
!E12S0T
ml~OA

SNHOQT
DM500T
NI200L
HlIIOOT

1.101 HTMIINE 50NG/ML SDLlJlIOli 1'11\1. 250MG v SMI
1.102 THIOPENIAL ~OMG/ML SOLUTION AMP 1000NG ~ 2SHL
1.201 liDOCAINE 2\ SOLUJION I'IAL SOHI
1.202 liDOCAINE TOPICAL GEl 2\ GEL n, IUB 15GR
1.203 LIDOCAINE 2\ SOLUlION nHP 10NL
1.204 LIDOCAINE 2\ SOLUTION, CARTRIDGE AMP l.eML, BOX Of S0
2.111 ACETAMINOPHEN SOONG TABLETS lAB 500NG
2.121 ACETYL SALICYLIC ACID 300MG TABLETS TAB 300HG
2.122 ACETYL SALICYLIC ACID 100(75)HG TAB TAB JOO(?S)MG
2.125 18UPROFEN 200MG TA8LElS lAB 200l1G
2.141 PENTAZOCItIE 30MG/ML SDLUnON AIIP 3011G ~ IML
2.142 PENTAZOCINE 25MG IABLETS lAB L5HG
2.143 8UPRENORPHINE HeL O.3HG/ML SOLUTION AMP 0.3MG x IML
2.144 SUPRENDRPHINE HCL 0.2MG SUBLINGUAL lAB O.2MG
2.I~l PU8EFACIENIS CREAM CRM . GR, H!8
3.001 CHLOPPHEllIP,AMItIE I1ALEAIE ~MG lAB 1~IG

3.002 PROMETHAZINE 25MG/HL SOLUTION ANP SOMG x ?ML
3.003 ~E~AMEIHASDNE 4HG/HL SOLIJTION AMP ~MG x INL
~.201 A1PooIME S~LrHA!E !MG/ML SOLUTION AMP IMG ~ INL
5.001 (lIA1EPAM 5I1G!.MJ. SOl.U!lDH M!P 10M'~/2ML

~. 002 PI!ElWBARB 11 AL 30MG IABU I IAA 30MG
5.003 PIl[lHlBARBITAL 100Ht; IAaLUS TAB 100~!G

5.004 PI!ENtTOIN 25MG TABLETS/CAPSULES IAe/CAP 25HG
5.005 PHENYTOIN 100HG II\BLEIS/CAPSIJLES lAB/CAP 100HG
5.006 ETHOSIJXIMIl'E 250MG TA8LEIS/CAPS~LES lAB/CAr 2S0HG
6.101 MEBEN~AlOLE 100MG IABLET 11\8 lOO!It;
6.102 PIPERAZINE SYRUP 750MG/5HL SYP. 1,5G x 30nL
6.103 NICLOSAMIDE SOOI1G IABLEIS lAB 500NG
6.10~ PIPERAZINE SOONG TABLEIS lAB SOONG
6.105 LEVAMISOLE 40HG TA8LETS TAB 40MG
6.201 METRONIDAZOLE 200MG TA~LET lAB 200MG
6:202 METRDNIDAZOLE 250MG TA8LETS TAB 2S0MG
6.311 AMPICILLIN 250l1G CAPSULES CAP 250HG
6.312 AMPICILLIN 500MG POWDER FOR INJECT. PUW SOONG/VIAL
6.313 BENIATHINE BENZYL PEHICILLINE l.2 POW 1.2HIU/VIAL
6.315 PHEHO~YMETHYL PENICILLIN 250l1G IA8 250M&
6.316 PROCAINE PENICILLIN FORTIFIED paw 300MG I 60MG/VIPL
6.317 BENZYL PENICILLIN POWDER FOR INJECT POW !"1~:V1HL

6.318 AMOXYCILLIN 250l1G CAPSULE/TABLET TAB/tAP 250MG
6.319 CLOXACILLIN 500M& CAPSULE CAP 500MG
6.321 CHLORAMPHENICOL 250MG CAPSULES CAP 250MG
6.322 ERYTHROMYCIN 250MG TABL£TS TAB 250M~

6.324 TETRACYCLINE HCL 250l1G CAPSULES rAr 2SOMG
6.325 GEHTAHYCIN SULPHATE 40HG/HL SOLUT!O V!AL 80~S X2M!
6.326 SIJLfAMETHOXAlOL 400tTRIHE1HOPRIM 80 lAB 400MGI80HS
6.327 SULPHADIHIDIN£ 500~G TABLETS IA8 500"~

6.328 SULFAMElHOXAZDL 200tlRIMETHDPRII1 40 :'YP. 200!~S HO~\G/5ML

6.329 CHLORAMPHENICOL POWDER FOR INJ IGR PPM !OOOM[/YI~L

BEST AVAILAB E COpy
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\tell! Product Item Counling Unit
code NUlI!her Description Specifications

Iloston Afghan / /
Program Generic Nallle Reference Data

DAPIOOT
DAP50T
TAZSOT
TA/lSOT
STRIA
t'ZM500T
£1H~OOT

RH ISOT
RIF300T
INill 00 T
INH300T
YSIOOV
GRII25 T
COISOT
PRI15T
OUI300T
O'lI300A
SDP500T
FFA60T
FF.S200T
FIJLlT
DT70A
VER10T
PPll OT
PPL~OT

MT250T
!1[1250T
fIDl2S T
DIG')2T
D!GOSA
8!S00/1
~1l ~ OC
GVOOH
8ZS00C
tm800C
N!FO?O
SSfllC
GV60S
HI!.'IC
882SC
CXCSOO~

XIlLlOOS
ID010S
fllRI')A.
FUR,IOT
At H500H
CDOCDNT
ClH200T

6.331 DAPSONE 100MG TABLETS TAB 100HG
6.332 DAPSONE 50HG TABLETS TAB 50HG
6.341 ISDNIAlIDE.IOOHGfTHIACETAlDNE 50HG TAB 109HG • SOHG
6.342 ISONIAZIDE 300MGfTHIACETAZONE 150MG T~B 300HG f 150MG
6.343 STREPTOMYCINE POWDER FOR INJECTIONS POW 1000MG!VIAL
6.3~4 PYRAZINAMIDE 500MG TABLETS TAB SOOMG
6.345 ETHAHBUTOL HeL 400MG TABLETS TAB 400HG
6.346 RIFAMPICIN lS0HG TABLETS/CAPSULES TAB/CAP 150MG
6.347 RIFAMPICIN 300MG TABLETS/CAPSULES TAB/CAP 300HG
6.348 ISONIAZID 100MG TABLETS TAB 100MG
6.349 ISONIAZID 300HG TABLETS TAB 300MG
6.501 NYSTATINE 100,000 IV TABLETS TAB 100,000 IU
6.502 GRISEOFVLVINE 125HG TABLETS TAB 125MG

.6.701 CHLOROQUINE ISOMG BASE TABLETS TAB 2S0NG=150MG BASE
6.702 PRIMAQUINE ISHG TABLET TAB ISMS
6.703 OUININE 300HG TABLETS TAB 300MG
6.705 QUIIlINE DIHYDROCHLORIDE 150MG/ML AMP 300MG x 2HL
6.706 SULFADOXINE SOOHGfPYRIHETHAMINE 25M TnS SOOHGf2SMG

10.101 FERROUS SULPHATE f FOLIC ACID lAB 60MGfO.25MG
10.102 FERROUS SULPHATE 200MG TABLETS TAB 200HG
10.103 FOLIC ACID IMG TABLETS lAB IMt;
11.101 DEXTRAN 70 , 6% H!V IN NORHAL SALIHE SOL SOOHL
12.101 VERAPAMIL ~OMG TABLETS TAB 40MG
12.201 PROPANOLOL lONG TABLETS lAB WIG
12.202 PROPAHOLOL 40MG TABLETS TAB 10MG
12.301 TRIAMTERENE SOMGfHCL-THIAZIDE 25HG TAB SOMG • 2~HG

12.302 METHYLDOPA 250MG TASlETS TAB 25DMG
12.303 HYDRALAlIN 10MG !2SMG TABLETS TAB 10!2SHG
12.401 DIGOXIN 0.2SMG TABLETS TAB 0,25MG
12.402 DIGOXIN O.25MG!ML SOLUTION AMP O.SMG x 2HL
13.101 BENZOIC ACID 6'fSALICYLIC ACID 3% OMT/CRM ~OMG

13.103 MICOHAZOLE CRM ~OHG TUB,
13.20 I GEN T! AN VIOL fT PO!WER POW' l(\O':MS ) ..?---

13.201 BENZOIC ACID 6%fSALICYLIC ACID 3' OMT/C~M lOOOMG
13.202 NEONYCINE SHG t BACITRACIN 500 IU OMT SHG ! SOOIU TUB
13.203 HITROFURAZONE 0.2\ CREAM CRM 0.2'. GR TUB
13.204 STERILE GAUZE IMPREGNATED PARAFIHE PACKET STERTLE
13.205 GENTIAN VIOLET SOLUTION SOL 60ML a!l
13.301 HYDROCORTISONE ACETATE 1\ SKTII OMT 1\, eq Tue
13.601 BENZYL BENZOATE 25\ EHULSION E~N 25%, ML BTL
15.001 CHLORHEXIDINE 1.5\ t CETRIHIDE 15% SOL 1.5\/15%. 2.5 L
15.002 XYLEHOL H/V SOL
15.003 POVIDONE-IODINE 10\ SOL 10\, SOO/iL
16.001 FUROSEMIDE' 10HG!HL INJECTABLE AMP ?otiG X2!'1L
16.002 FUROSEMIOE ~OHG TABLETS TAB ~OMG
17.101 ALUHINIUM HYDROX'DE (COMP.) TABLET TAB 400MG
17.102 CHLORDIAZEPOXIDE 5MGtCliDIHIUM 2.5M TAB SMG f 2.5MG
17.103 CIHETIDINE 200MG IABLETS lAB 200MG

BEST AVAILABLE COpy

".
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It em 'orC1 IJc! Item Counting Unit
(0d~ t!~mber Description Speci fications

P2:t~n Afgh:.~ / /
Progr:.P.l Generic Nne Reference Dat3

AMP 50NG x 2ML
AMP 2SMG/ML, 10HL
JAB 100MG
AER 6MG x 120 DOSES
TAB 30MG
AER SMG y. 50 DOSES
TAB 4MG
TAB 2.5MGt60MG
SOL 25\, 20ML
SOL COMP 500ML
~L 9\. 1000ML
AMP 2ML. .
SOL ~\, 1QOOML
SOL 1. ~\ ,,' 50ML
TAB 50,000IU
CAP 200,OOOIU
TAB 10MG
TAB 50!'lG
TAB 25MG
JA8 I DONG
TAB/CAP l.25MG

f"i! 2SI1
tl JH')0~

~ I}! ?0~

~OS!~00

rPl 5r
H'iC'! ~!\

~'C ~ ':' ~ T'

~~I~C~.'

~( (, ?': ,x

t Cr, 10':
~If ASC'X
t'C'~ 1,1X
!! ('0 V

POI.0:w ·

['P JO('~
~1l1~10 Y

~LP!((

aV0~r:

:A:1 ('0
~! l If·
CPG0=!~

rO,S0?!
'}nl(\1\

GP.I\['P E
QIAS!
(Pi I("J1
CPl2" !
M'12"'JI\

_ M!!IC'(\l
rEr 0)!
fP!l!0!
St!l0 1[I

3M '111
!CP601
~St!SH

PSP.S00
S.C(·'lB
HA12r.
GlIJS8
S8tH
VA051
1'!\?0n j

V81501
VBI50!!
P(!:'~~!l

VC10,)T
EGC50J

17.201 PROMETHAZINE HCL 25HG TABLETS TAB 25MG
[7.301 ANTIHEHORRHOIDAL OINTMENT OMT 10GR TUB
17.401 HYOSCINE-N-BUTYLBROHIDE 20MG!ML SOL ~MP 40MG y. 2ML
17,621 ORAL. RUIY(lRATATIOH SALTS FOR 100'OCC POW FOR 1 LITRE
18.101 PREDNISOLOHE 5MG TABLETS . TAB 5NG
.18.102 HYDROCORtlSOHE lONG POWDER FOR IHJ.
!8.10! DEXAMETHASONE 0.5HG TABLETS ~AB O.5MG
18.104 DESOGESTREL~ETHIHYlESTRADIOL TAB TAB 28 PER PACK
19.2!1 BeG VACCIHE (DRIED) 50DOSES VIAL Of 50 nOSES
19.212 BCG VACCIHE (DRIED) 20DOSES VIAL Of 20 DOSES
1~.213 BCG VACCIHE (DRIED) 1000SE5 VIAL OF 10 DOSES
1°.221 MEASLES VACCIHE (DRIED) 50 DOSES VIAL OF 50 DOSES
1°.222 MEASLES VACCIHE (DRIED) 10 DOSES VIAL Of 10 DOSES
19,231 TETANUS TOXOID 20DOSES VIAL OF 20 DOSES
19.24! POLIO VACCIHE (LIVE ATTD.) 20DOSESD VIAL Of 20' DOSES
19.251 ~PJP VACCIHE 20 DOSES VIAL Of 20 DOSES
19.252 OJ VACCIHE 20 DOSES VIAL Of 20 DOSES
20.111 SYRI~GE HYPO, LUER LOCK, GLASS ICC GLASS SYRIHGE ICC
21.101 OXY!ETRACYCllHE 1\ EYE OINTMEHT OMT 1%, 3.5NG TV8
2!. !02 SUPFACETAHIOE 1\ EYE OIHTMENT OMT 1\, 3.5MG TUB
21.103 SILVER HIJRATE SOLUTIOH 1\ EYE DROP BJL 1\ x IOHL
22.001 ERGOMETRINE MALEATE 0.2MG!ML AMP 0.2MG x IML
22.002 ERGOMEJRIHE MALEATE 0.2MG TABLETS TAB 0.2MG
22.003 OXYTOCIN 10IU!ML SOLUTION AMP 10IU x IHL
23.418 GRASS DRESSIHG FOR CAP EA STRAIGHJ 20 CN
24.001 DIAZEPAM SHG TABLEJS TAB 5MG
24.002 CHLORPROMAZINE 100NG TABLETS
24.003 CHLORPROMAZIHE 25HG/ML SOLUTION
25.101 AMINOPHYLLINE 2SMG/ML
25.102 A~INOPHYLLINE 100MG
25.103 BE(LOMEJHASOHE AEROSOL 0.05MG/DOSE
25.104 EPHEDRIHE 30MG TABLETS •
25. lOS SALBUTANOl ORAL IHHALER O.ING/DOSE•25.106 SAlBUJAMOL SULPHAIE 4MG TABLETS
25.201 TRIP~OLID!NE t PSEIJDOEPHEQ~IHE

'26.201 DEXTROSE 25\
26.202 RINGER LACTATE
26.203 SODIUM CHLORIDE 0.9\ SOLUJION
26.204 HATER fOR IHJECTIONS
26.205 GLUCOSE 5\ SOLUTION
26.206 SODIUM BICARBONATE 1.4\ SOLUJIOH
·27.101 HETlHOl 50.000 III

·27.102 RETINOL 200,000 IU SOFT CAPSIJLES'
21.103 THIAMIHE HCL (VIT. BI) IOMG
27.104 THIAMINE HCL (VIT. Bl) SONG
27.105 PYRIDOXINE (VIT. B6) 25MG TABLETS
27.106 AS(ORBIC ACID (VIT ~ C) 100MG TABLET
27.107 ERGOCALCIFEROL (VIT. D) 1.25HG

-
BEST AVAILABLE COpy



iteM Product Itel Counting Unit
code NUlI!ber Description Specifications

Boston Afghan / /
Program Generic Hale Reference Data

PAGE NO.

MVOOT
VBOO!
SIE lllOS
SPHYG-AQ
THERMO-BU
MfF.TSrOp
()lQ('IAGHE
B'JL8AUTO
8A10!05
OPQ1DI8UL
BULBOT!!S
BA10TOS
MFLASfll5
I1flASH1.5
SPVAGRSM
SPVAGP.ME
S~'!AGRLA

S~VAGP.VI

S~!!ASAO

SPtlASCH
lQtl~IEPME

TO!WEPCH
MOGA!5D
TAP211

. IoIESC140AD
SCTR?5KG
HAR£lES
I1IJL!OOB
VAS500J
GLA?CC
GLA5CC
GLAI0CC
GLA?OCC
SYPOIS2CC
SYRDIS5CC
SYROISIOC
SiP-sore
SYNEDIS2C
SYtlEDIS5C
SYNEDISIO
SYPPIEC
HEtl 25G
NEP23G
IjE021G
NEOl9G
HH'?·lG
tHOnG
NED?OG

4 Management Sciences for Health / PeshaHar

27.201 MULTIVITAMINE COI1PDUND TAB/CAPS COMPOUND
27.202 VITAMIN B COMPLEX TABLETS TAB/CAPS COMPOUND
28.101 STETHOSCOPE PIECE
28.201 SPHYGMOMANOMETER ADULT PIECE
28.301 BUCCAL THERMOMETER ftC PIECE
28.~OI FETOSCOPE PIECE
28.411 OTOSCOPE WITH DIAGONOSrfc HEAD !SPARE BULB
28.412 BULB fOR. AUTOSCOPE PIECE
28.~15 BATTERIES fOR OTOSCOPE OoTYPE, 1.5V
28.421 OPHTHALMO-OTOSCOPEtDI~GNOSTIC HEADS tSPARE BULB
28.422 BULB fOR OTOSCOPE PIECE
28.423 BATTERIES fOR OTOSCOPE D-TYPE, I.SV
28.501 FLASHLIGHT PRE-fOCUSED • PIECE
28.502 FLASHLIGHT RIGHT ANGLED PRE~OCUSED WITH 2 DRY CELL 1.5V
28.511 SPECULUM VAGINAL GRAVES, 'SMALL SMALL SIZE

,28.512 SPfCULUM VAG!N~L GRAVES, M~DIUM MEDIUM SIZE
~!8.s13 SPECULUM VAGINAL GRAVES, LARGE LARGE SIZE
28.514 SPECULUM VAGINAL GRAVES, VIRGIN fOR VIRGIN
28.521 SPECULUM NASAL, ADULT SIZE ADULT
28.522 SPECULUM NASAL, CHILD S~ZE CHILD
28.531 TONGUE DEPRESSOR METAL 165MM
28.532 TONGUE DEPRESSOR CHILO (~ CHILD
28.533 MOUTH GAG DOYEN. 15CM IsCH
28.611 TAPE METER, 2 METER 2 HETER
28.621 HEIGHT SCALE ADULT, BATHROOM TYPE 140KG, 100MG
28.622 SCALE HITH 5 TROUSERS INfANT SALTER TYPE 25KG
28.701 HANMER REfLEX TESTING
28.702 HULTISJIX BOTTLE Of 100 STIX
28.703 VASELINf WHITE sOOMG/JAR
29.112 SYRINGE HYPO, LUE~ LOCK, GLASS 2CC GLASS SYP,IHGE 2CC
29.113 SYRINGE HYPO, LUE~ LOCK, GLASS 5CC GLASS SYP,IHGE 5CC
29.114 SYRINGE HYPO, LUER LOCK, GLASS 10CC GLASS ·SYRI~GE IDCC
29.115 SYRINGE HYPO, LUEP. LOCK,· GLASS 20CC GLASS SYRINGE 20CC
29.122 SYRING HYPO, 2CC, LUER DISPOSABLE 2CC, .ICC GRADUATED
29.123 SYRINGE HYPO, SCC, LUER DISPOSABLE5ec, .2ce GRADUAT£~

29.124 SYRINGE HYPO, loce, LUER DISPOSABLE loce, .2ce GP.AI'VATED
29.126 SYRINGE HYPO, SOCC, LUER DISPOSABLE 50CC
29.132 SYRINGE HYPO LUER DISP.2CC,WITH NED 2CC, ICC GRADUATED
29.133 SYRINGE HYPO LUER DISP.5CC,WITH HEE 2CC, ICC GRADUATED
29.134 SYRIHGE NUIH NEEDLE,IOCC.DISPOSABL loce, .2ec GRADUATED
29.151 SYRINGE, METAL, DENTAL, CARTRIDGE PIECE (USA)
29.211 NEEDLE, HYPO, LUEP., REUSABLE 25G 25GlOR 26G) x 1.1/8"
29.212 NEEULE, HYPO, LUER, REUSABLE 23G 23Glar 2~G) x 1.1/4"
29.213 NEEDLE, HYPO, LUER, REUSABLE 21G 21Glar 22G) x 11/2"
29.214 NEEDLE, HYPO, LUER, REUSABLE 19G 19G(or 20G) x 1.5"
29.222 NEEDLE. HYPO, LUER, DISPOSABLE 23G 23G(or 24G) x 1.1/4"

'·29.223 NEEDLE, HYPO, LUER, DISPOSABLE 21G 21Glor 22G) x 11!2"
29.)24 NEEDLE, HYPO, LUER, DISPOSABLE .19G 19G1or 2DG) x 1.5"

BEST AVAILABLE COpy'

'.
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WITH SPARE BULIl

PAO,El OF 100
NO. 15
PAC~ET OF 100
iNO. 21

900MI1 X 111M
250 X3BOMH
910 X'18001111
ADULT SIZE 82MH
CHILO SIZE 671111
NO.3

25G X 1-5/8", DOZEN
25G x !", OOZE N
25G(or 24G)
23G(or 22G
22G(or 21G) x 1-5/S"
20G(or J9G) x 1-5/B"
PLASTIC HAIR
PLASTIC HAIR
PLASTIC HAIR
23G
20G
500ML WITH CITRATE ".

29.251 NEEDLE, HYPO, DENTAL CARTRIDGE 25G
29.252 NEEDLE, HYPO, DENTAL CARTRIDGE 25G
29.311 BUTTERfLY NEEDLE SCALP VEIN 25G
29.312 BUTTERFLY NEEDLE SCALP VEIN 23G
29.321 CANNULA INTRAVENOUS LUER 22G
29.322 CANNULA INTRAVENOUS LUER 20G
29.325 BRUSH TO WASH CYLINDER
29.327 BRUSH TO HASH TEST TUB
29.329 BRUSH TO HASH PIPETTE
29.401 NEEDLE LUMBAR PUNCTURE 23G
29.~02 NEEDLE LUM8AR PUNCTURE 20G
29.522 BLOOD COLLECTING PACK WITH TUBE
29.523 BLOOD TESTING SET ~BC

29.524 Rh-FACTOR TESTING SET
29.601 STONE ARKANSAS
29.602 TOURNIQUET LATEX RUBBER FOR INFUSIO 75CH x 1.5CH
29.60~ BRUSH FOR SYRINGES
29.605 CUTTING PLIERS
31.111 LARYNGOSCOPE, 3 BLADES
31.112 BULB FOR LARYNGOSCOPE
31.113 BATTERY fOR LARYNGOSCOPE
31.121 FORCEPS MAGILL ADULT
3!.122 fORCEPS MAGILL CHILD
31.131 SONDE FOR INTUBATION No.6
31.132 SOHDE~fOR INTUBATION No.8
31.211 REANIMATOR, AM~U TYPE, MANUAL
31.221 fACE MASK FOR REAHIHATOR. ADULT
31.222 FACE MASK FOR REAHIMATOR, CHILD
31.223 APRON UTILITY PLASTIC
31.224 POUCH, CLEAR POLYPROPYLENE
31.225 SHEETING, PLASqC.
31.311 AIRHAY GUEDEL RUBBER
31.312 AIRWAY GUEDEL RUBBER
32.111 SCALPEL HOLDER NO.3
32.112 SCALPEL HANDLE NR 4
32.121 BtADES FOR SCALPEL, NO,10
32.!22 HADES FOR SCALPEL, NO.IS
32.123 8LAD~S FOR SCALPEL N:20. PACKET
32.121 BLADES FOR SCALPEL, NO.21
32.201 PAZOR SAFETY, ALL METAL
32.202 8LADES fOR RAlOR SAfETY DOUBLE EDGE PAC~ET OF 5
32.205 RAZOR 8LAD DOUBLE EDGE INF.QUAN PIECE
32.312 OPERATING SCISSORS BLUNT/SHARP STRAIGHT 10CM
32.314 OPERATING SCISSORS BtUMT/BLUNT STRAIGHT 14.5CM
32.321 MAYO DISSECTING SCISSORS BLUNT CURVED 15CH

. 32.322 MAYO DISSECTING SCISSORS BLUNT STRAIGHT, 15CH
32.323 SCISSORS DISSECTING. MAYO, BLUNT CURVED 17CH
32.324 SCISSORS DISSECTING HAYO. BLUNT CURVED 23CH

~EQH!25

NEED25S
BU!fJEr'
BUN EOn
(AI! It!!22
CANINT2~

IIEPt'J23
I!EDLU2~

BL T850(1
Bll EST
RHIEST
STAR~A

TORB75CN
8RUSH
CUITPLS
LARBLtlD

-BULB
BAT !EP.Y
fORCEPI\D
FOP.CEPCH
SQNDE6
SONQES
WITP.
FACMASI\D
FACMASCH
MAPRO'lPL
MPOUCHPL
MSHEUPL
AIRSUB2
A!RGU67
~CALHOL3

SCALHAN4
eL At'! 0
BLA['15
BLAt\20P
BtA!'2!
PAZDR
ELAD5P
P.0.WAI
OPEP.lI)CM
Of'ER8Ll~

MA!0BL!5
M!lYO['!15
S! (' Sfl! 17
5(15D123

BEST AVAILABLE COpy
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ClIRVED 23CH
CURVED 23CH
TOOTHED 4x), 15tH

430 X500MH
28X16MM, 15CM, SET
18CM LDHG,19MH BROAD
21.5CM LONG,22MHBRoA
23CM LONG,25MM BROAD
30CM LDHG,13HH BROAD
30CH LONG,25MM BROAD
BLUNT. 3 PRONG, 16CH
BLUHT. 4PROHG, 16CM
8LADES SOx50~50y.75MM

FOR NEONATE
DIAMETRE 2MM
17. SCM
14CH
12,5 CM
SIP.AIGHT 20CI1
27C!'I

SCIS179L
SC ISMfT
MSISEPH5

MFORCSIR

MTOWEL

MMTHEXTN

32.331 SCISSORS DISSECTING MAYO, BLUNT STRAIGHT 17CM
32,332 SCISSORS METZEMBAVM BLUNT CURVED 23CM
32.333 EPISIOTOMY SCISSORS, ANGULAR BRAUN 145MM SS
32.111 DRESSING FORCEPS, THUMB, BROAD THUMB, BROAD 10CM
32.112 DRESSING FORCEPS, THUMB, BROAD THUMB, BROAD 16CM
32.413 TISSUE FORCEPS, TOOTHED 2x3 TOOTHED 2x3, 11.)(M
32.1!~ TISSUE FORCEPS, TOOTHED 2x3, 18CM TOOTHED 2x3, 18CM
32.117 HUNIER SPLINTER FORCEPS ANGLED 1D.)CM
32.418 DRESSING FORCEPS, THUMB, BROAD 2)CH THUMB, BROAD, 25CH
32.419 FORCEPS EAR, SPRING TYPE, 12;)CM ANGULAR 12,5CM
32.121 FORCEPS HALSTEAD MOSQUITO, STRAIGHT STRAIGHT 12.5CM
32.~22 FORCEPS. HALSTEAD MOSQUITO, CURVED CURVED 12.5CM
32.423 FORCEPS HEMOSTATIC KELLY, STRAIGHT STRAIGHT 14CH
32.421 FORCEPS HEMOSTATIC KELLY, CURVED CURVED 14CM

·32.126 FORCEPS HEMoSTATTC KOCHER, STR 14CM STRAIGHT 11CM
32.427 FORCEPS HEMOSTATIC KOCHER, STRAIGHT STRAIGHT 20eH
32.128 FORCEPS HEMOSTATIC KOCHER, CURVED CURVED 20CM
32.132 FORCEPS, STERILIZER UTILITY 200MM VAUGHN SS
32,411 FORCEPS HYSTERECTOMY PEAN, CVD 20CM CURVED 20CM
32.142 FORCEPS HYSTERECTOMY PEAN, STRAIGHT STRAIGHT 22.5CM
32.1 A3 FORCEPS UTER!N ELEVATING SOMER 22,) 22,5 CM
32.411 FORCEPS UTERINE ARTERY PHANEUF 20CM 20CM

- 32.151 FORCEPS SPONGE HOLDING RAMPLEY 2SCM
32.453 ARTERY FORCEPS STEEL SIZE 8"
32.161 FORCEPS INTESTINAL BABCOCK 140MM
32.462 FORCEPS INTESTINAL BABCOCK 158MH
32.463 FORCEPS INTESTINAL JUD-ALLIS 1a4MH
32.464 CLAMP INTESTIHAL MAYO-ROBSON CVD
32:165 CLAMP IHTSETINAL MAYO-ROBSON STR
32.466 FORCEPS TISSUE ALLIS, 4xS TEETH
32.~OI TOWEL CLAMPS BACKAUS 13CM
32.502 TOWEL HOOK.
32.611 FARA8EUF RETRACTORS SET OF TWO
32.621 RETRACTOR DEAVER, 18CM x 19HM
32.622 RETRACTOR DEAVER, 21.5CM x 22MM
32.623 RETRACTOR DEAVER, 23CM x 25HM
32.62~ RETRACTOR DEAVER, 30CH x 13MM
32.625 RETRACTOR DEAVER, 30CH x 25MII

.32.669 RETRACTOR SENH-M~ELLER, DOUBLE END
32.669 RETRACTOR SEHH-MUELLER, DOUBLE END
32.691 RETRACTOR SELf RETAINING BALfOUR
32.6Q2 HOUTH MUCOUS EXTRACTOR
32.711 PROBE DOVBLE ENDED
32.712 CHEYNE DISSECTOR AND PROBE.17,~CM
32.721 MAYO'S FORCEPS HOLDER
32.8!1 NEEDLE HOLDER COLLIER-
32.812 ~EEDLE HOLOER MAYO-HEGAR 20CH
32.a13 NEEDLE HOLOER WAHGENSTEEN 27CH

BEST AVAILABL COpy

t._
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SET OF SIX
SET OF SIX

. SET OF SIX
B"x3"

ALUM. L!D • HANDLE
ANI~UL.~R 18CM
8.5"

..

ALUMINMH

BASKPL

8AtlDPL

DRESAID
GAU20q 2
SURPAD .

32.821 SET OF STRAIGHT HEEDLES, ROUHD
32.822 SET Of STRAIGHT ~EEDLES, CUTTING
32.824 SET Of CURVED NEEDLES, CUTTING
32.901 STAIHl&,S STEEL BOX 8"x3"
32.902 STAINLESS STEEL BOX 14" LONG
32.903 BOX STAINLESS STEEL 30xlOx6CM
32.905 ALUMINUM CASE fOR MIDWIfERY KIT
33.111 LISTER BANDAGE SCISSORS, ANGULAR
33.114 ORDINARY SCISSORS, STRAIGHT
33.115 NAIL CUTTER
33.131 fORCEPS JAR '"DEEPtZ.S"HIOE
33.132 ROUND BOHL STAINLESS STEEL 2.5"DIAMx2"DEEP
33.133 SPONGE BOHL STAINLESS STEEL· '"DIANxZ"DEEP
33.134 JAR DRESSING WITH COVER STAINLESS 4"DIAMx4"DEEP
33.135 CUP MEASURING HITH HANDLE STAINLESS 10QOCC, GRADUATED
33.136 FUNHEL STAINLESS STEEL MOUTH 3x4.S" MOUTH 3x4.S"
33.141 nDND TRAY METAL 81/4"x4"
'33.142 TRAY ALUMINIUM ORDINARY 14"xl0.S"xl"
33.1S1 DRESSING DRUM STAINLESS STEEL 6"x6"
33.1S2 DRESSING DRUM STAINLESS STEEL 8.5"x6"
33.161 BOTTLE PLASTICtASSORTED SCREW CAP 12SCC NARROW MOUTH
33.170 PLASTIC BASKET 1 PC. ISXl2X4 IHCH
33.171 PAIL HITH COVER PLASTIC 13"xl3"
33.172 BASIN PLASTIC 13"x5"
33.173 SOAP-BOX, 2-PIECE 9Sx65x35HM, PLASTIC
33.181 STERILIZER INSTRUMENT HITH COYER STLSS 10"x5"x3.S"
33.191 PRESSURE COD~.ER, 101lT 10LIT
33.193 PARAFORMALDEHYDE TABLETS TAB IOOOMG
33.211 PLASTER Of PARIS ROLL 10 CM
33.212 PLASTER Of PARIS,15CM ROLL
33.215 BANDAGE PLASTER Of PARIS 3

A

4 X3
A
4 YDS

33.221 TUBULAR JERSEY ROLL SCM/6CH
33.222 TUBULAR JERSEY ROLL, lOCM/12CM
33.311 CREPE BANDAGE ROLL 4.5MxIOCM
33.321 GAUZE BANDAGES 3" ROLL, DNE DOlEN
33.325 GAUlE BANOAGE ROLLER 4

A

4XI0 YDS STERLIlEO
33.331 ABSORBAHT GAUZE fOR COMPRESSES ZO YARD
33.332 COTTON HYDROPHILIC ROLL ROLL 300GMS
33.341 TRIANGULAR BA~1DAGE 100CM SIDES
33.349 COTTOH STRING GLAZED LEATHER SW,555 PIECE,lfT
33.350 LABELLING TAPE WHITE ROLL
33.351 ADHESIVE TAPE I" 1 ROll
33.352 ADHESIVE TAPE 3" ROll
33.355 SAfETY PINS, MEDIUM SIZE 1.5" BY DOlEN
33.361 GAUZE PADS,"NOH-STERILE", 4"X4" 1 PIECE
33.362 DRESSING fIRST AID fIELD CAMOUFLAGE CAMOUFLAG7 1/2

A
4X8

A

4
33.365 GAUZE SPOHGE 20X12 YDS E~

33.368 SURGICAL PADS COMBINED DRESSING BA4X7~~ 1/2

BEST AVAILABLE COpy
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PIECE
PIECE
PIECE
50 BLADES/BOX
PIECE
PIECE
PIECE
PIECE
PIECE
PHCE
PIECE
PIECE

NEEDLE 26MM,4/B,RND
NEEDLE 30MM,3/8.CUT
NEEDLE 28MM,3/B,CUT

t" DIAMETER'
HRI-888B-2711606
HRI-8888-561068 S.28
HRI-8888-280412
NEEDLE 26HM,3/8,RND

BCMx2.5CM
1 PIECE 113GMS
1 ROLL
SIZE 7.5. I PAl
SEE 8, I PAIR
12CH,3011L
I1CH, 30Ml
16CH. 30HL

SIZE 8
SIl£ IB
SllE 12
2'lfR 500NM ReR

"

33.369 SURGICAL PADS STERLIZED TRIPLE 8XIO PADDfNG READY HRAP
33.371 I!U GAJJlE 10DORM lXS YOS 1 X 5 YDS EA
33.Hl SPLINT' FOR FULL ARM, INFLATABLE
!3.~12 SPLINT FOR FULl LEG, INfLATABLE
33.~13 SPLINT FOR HALF ARM, INFLATABLE
33.~1~ SPLINT FOR HALf LEG, INFLATABLE'
33.501 NAILBP.USH FOR SURGEON, NYLON HAIR
33.502 LOlLEY SOAP
33.50~ TOILET PAPER
33.603 GLOVES RUBBER BY PAIR
33.60~ GLOVES RUBBER BY PAIR
36. J! 1 CATHETER UP.H1ARY FOLEY TYPE
36.112 CATHETER URWARY fOLEY TYPE
36. t13 cnTHETER URINARY FOLEY TYPE
36. I 11 BAG COLLECTOR URINARY + DRAINAGE
36. !~! F!eE HASOGASTRIC
36.123 TUBE NASO'GASTRIC
36. !2~ TU8E NASa-GASTRIC
3~.1~! T"BE RECTAL OHE-EYE FUNNEL-END
36.211 (ARROGA!EO RUBBER
36.221 PENDROSE DRAIN I" DIAMETER
36.311 AP,5GLE TU8ING CONNECTORS

,36.312 ARGGLE TUeEING CONNECTORS SIZE 28
36.313 ARGGLE TU8EING CONNECTORS
37.! 1I CA1GUT PLAIN 3/0, 75CH, HTH !lEEDlE
37.117 CATGUT PLAIN 2/0
37.172 CATGUT CHROMIC 2/0,75CM,WTH NEEDLE NEEDLE 30MM,1/B,P.~D

~:. !23 CATGUT CHROME 1, 75CM HITH NEEDLE NDL 40NM,4/8 CVD,RND
37.127 CATGUT CHROMIC 2/0
37,131 VICRYL COATED 3/0,70CM, HTH NEEDLE
:7.211 SILK BRAIDED 2/0, 75CM, HTH NEEDLE
37.212 SILK BRAIDED 3/0, 75CM, WTH NEEDLE
37 .215 SILK"P.EEt I
37.217 SILK REEL 2/0
37.?IQ SILK REEL 4/0
37.223 NYLON WITH NEEDLE 2/0
38.11! DENTAL HOUTH MIRROR
38.121 EXPLORER
3B.!31 COTTOH PLIERS, CURVED
38.135 WOODEN TONGUE BLADO PIECE
38.~21 ELEVATOR STRAIGHT No.34
38.122 ELEVATOR CRYERS No. 30
38.~23 ELEVATOR CRYERS No. 31
38.427 UPPER UNIVERSAL FORCEP(NO.150)
38.~28 LOWER UNIVERSAL FORCEP(NO.75)
38.~31 fORCEPS RIGHT UPPER MOLAR
3g.432 fORCEPS LEfT UPPER MOLAR
38.133 fORCEPS UPPER PREMOLAR

LIP~1 tlO

LOWf0°

HHLPAP

SUP.P~(\l

GAl.'! XS

ARG: '1 ! ':
I\RGS~ 1068
AR',?e011 ?

/'.

BES AVAILABLE COpy
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PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE

500MG Bom E
30HL BOTTLE
500 GM/CONTAIHR
250 ML!BOTH E
PIECE

31CM
20eH
CURVED. 15(1'1..-

!e.~3~ fORCEPS UPPER LATERAL AND CAtiiNE
!8.~35 fORCEPS UPPER ROOTS
!e.~!6 fORCEPS lOWER MOLAR
38.~3? fORCEPS LO~ER PREMOLAR
3~.~!8 fORCEPS LOWER ROOTS
!8.~~? ~POON EXCAVATOR
38. ~ !1 CURETTE GRACEY 11
38.~~2 CURETTE GRACEY 12
38.'~SI IVORY CHCALER •
38.~S5 SHARPENING(ARKANSAS)STONE
3e.~57 fILlltiG TOOL
38.459 CEMENT SPATULA
38.71~,fILLING INSrRUMENT
38.721 SPOON EXCAVATOR
38.731 CEMENT SPATULA
38.7~1 liNC OXIDE POWDER
38. 7~2 EUGENOL
38. ?~5 liNC OXIDE
~~7S1 HYDRO&EN PEROXIDE
38.811 BOX, SrAINLESS STEEL, FOR DENTAL
38.911 ELECTRICAL TOOTHDRILL WITH HEAD
39.111 AMPUTATION SAW SATTERLEE, 31CH
39.~11 BOHE fILE 20CH
39.421 RASPATORY FARABOEUF, CVD, IsCM
39.521 LANGE-HOLlHANN BONE LEVER 27CH
39.531 FERGUSON BONE HOLDING FORCEPS. 21CH
39.611 fORCEPS BONE RONGEUR JANSSENS 18CH 18CH
39.711 LISTON BONE CUTTING rORCEPS CURVED CURVED, 19CH
10.101 X-RAY MACHINE PORTABLE, HOBILE STAN 100KVP!35HH t STANO
,10,211 X-RAY fILM, Bx 10 BOX or 100
~').212 X-RAY F1LH, 10 y. 12 - BOX or 100
40,213 X-RAY FILM, 12 x IS BOX OF 100
,10.21·1 X-RAY FILMS 14X17 80X 100
~0.221 X-RAY OEVELOPER, PACKET fOR 1000HL PACKET FOR 10 LITER·
~~,225 X-RAY fIXER, PACKET FOR 1000ML PACKET FOR 10 LITER
40.231 X-RAY CASSETTE 8 x 10 .' PIECE
~0. 232 X-RAY CASSETTE 10 y. 12 PIECE
40.233 X-P.AY CASSETTE 12 y. 15 PIECE
40. 23~ X-RAY CASSETTE 14 Xl7 PIECE
40.2~1 SCREEH 8 y. 10 PIECE
40.2~2 SCREEN 10 x 12 PIECE
40.243 SCREEN 12 x 15 PlECE
40.2·H X-RAYS SCREEN 14 X 17 PIECE
·10.251 HA~GER8 xlOPIECE
40.252 HANGER 10 x 12 PIECE
·10.253 HANGER 12 x 15 PIECE
~0.254 X-RAYS HANGERS 14 X 17 PIECE
40.311 TAHK PIECE

;~t;E 110'.

SH~PS1Q

flLm
C~tlSPA

!lOX ![\
HYlIPEPO

;':SCREEH
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80S ton Afghan / /
Program Generic Name Reference D3ta

~0.321 APRON PROTECTIVE
~0.322 X-RAY GRID 12 X15
40.323 LAB THERMOMETIR 0-300 CM

XRAWAIER 40.324 HATER HEATER
XRASAF 40.325 SAFE RED LIGHT

41.105 MICROSCOPE BINOCULAR OBJECTIVE
41.111 MANUAL CENTRIFUGE
41.115 ANALYTICAL BALANCE
41.123 HAEMOGLOBI~OMETER TUBE
41.124 HAEMOGL08INOMETER PIPETTE
41.125 HAEMOGLOBINOMETER SET
41.127 DISTILLATION APPARATUS
41.129 MORTAR AHD PESTLE
41.131 TIMER (STOP WATCH)
41.405 RECIPIENTS FOR STOOL SPECIMEN
41.401 WOOD APPLICATORS
41.411 MICROSCOPIC SLIDES 25X75MM
~1.413 MICP.OSCOPIC COVERSlIPS 20X20HM
41.415 PIPETTE,IML SUBDIVIDED O.OIML
41.421 PIPETTE,2ML SUBDIVIDED O.OlNL
41.423 PIPETTE,5ML SUBDIVI~ED O.OIHL
~1.425 PIPETTE,10Ml SUBDIVIDED O.lML
41.~28 PASTEUR PIPETTES
41.431 lEST TUBE
41.0133 TEST JlI8E
~1.438 GLASS RODS,SOLID
41.440 Oil DROPPER BOTTLE
41.141 DROP 80 TTL E
-11.445 DROP BOTTLE
41.455 CENTRifUGAL TU8E CONICAL
41.515 COUNTING CHAMBEP..IHPROVED
41.516 PIPETTE R8C, WITH RUBBER TUBING
41.517 PIPETTE HBC, WITH RU88ER TUBING
41.525 E.S.R WESTERGREN TUBE
41.531 STANO fOR E.S.R.WESTERGREN TUBE
41.535 MICRO HAEMATDCRIT CAPILLARY TUBE
41.605 NICKEL-CHRON ALLOY HIRE
41.607 LOOP HOLDERS
41.608 MEASURING fLAS¥. STOPPERED
41.60~ MEASURING FLASK STOPPERED
41.610 MEASURING FLASK STOPPERED
41.611 WOODEN BLOCK FOR LOOP HOLDERS
41.612 TRIPOD STAND.

~ 41.613 SPIP.IT LAMP,STEEL
4l.61~ .MEASIJP.!C1NG CYLINDER GRADUATED
~1.615 MEASURING CYLINDER GRADUATED
41.616 MEASURING CYLIHDER GP.ADUATED
41.617 TEST TUBE HOLDER

PIECE
PIECE
PIECE
PIECE
PIECE
X10,X~0,X!00 08J
S.STEEL fRee WTS:
CAP.100GH,JEWL.TYPE
GLASS pmE
HITH PIPETTE 2 TU8E
MAEMOMETER SAHLI
1UNIT S.STL 2LIT CAP
CHINA CLAY DIAM 6"
I PIECE WITH ALARM
I PC.PLAS. WITH LID
BOX OF 100
72 SLIDES/PACK
100 COVERSLJPS/PACK
GRADUATED lOP TO TIP
GRA~U. TOP &NOT lIP
GRADU. TOP ~ NOT TlP
GRADU.TOP &NOI TIP
150XI6M'1,PYP,EX
IPC. 150XI6HH,PYREX.
IPe. 85:mI1!1 ,PYREX
IPC. 6'1'1 D!AHET~R

PL ASH C 50Ml
IPC.IOOML CLR. GLASS
IPC.IOOML BRONN GLAS
15Ml RUBBER TUB!NG
NEUBAIJEP.\PlECE
FOR HEHACY10METER
FOR HEMACYTOMETER
1 PC.
I PIECE
10(>0 PIECES
IPC . IMM DIA,12 INCH
I PC. S.STEEL
GLASS 100ML
GLASS 250Ml
GLASS 500ML
WOO('EN BLDer,
IRON WITH STE. GAU2E
I PIECE STEEL
I PC.!OO NL,PLASIIC
IPc. 250 HL. PLAS! IC
IPe.500 HL, PLASTIC
1 PC.MOODEN HAN0LES

BEST AVAILABLE COpy
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Prad'Jc t
Nu!!!~er

Afgh~n

Prcgr~!!l

Item
Description

/
Generic NaDie

Counting Unit
Spec if iC3 t ions

/
Reference Data

11.621 TEST IUeE STANO (STEEL)
41.622 BRUSH fOR WASHING
41.623 STAINING JAR (PLASTIC)
41.621 BEAKER 50ML
41.625 BEAKER IOOML
41.626 BEAKER 500HL '1

41.627 FUNNEL GLASS
41.628 FUNNEL PLASTIC
41.629 HASH BOTTLE,
41.631 DRAINING RACK fOR SLIDES
41.632 PETRI DISH
4·1.633 SLIDE BOX"
41.635 DIAHOHD PENCIL
41.639 ARTERY fORCEPS.
41.702 ACETIC ACID, GLACIAL
41.707 SODIUM PHOSPHATE,(~A2HP04 2H20)
41.70e DIPOTASSIUM HYDROGEN PHOSPHATE
41.709 POTASSIUME DIHYDROGEN PHOSPHATE
41.710 POTASSIUM OXALATE
41.711 CARBOL fUCHSINE.
'41.712 SODIUM FLURIDE
41.713 POTASSIUM DICHROMAPE (K2CR207)
41.714 SULFOSALICYLIC ACID
41.717 GIEMSA STAIN
41. 721 GRAM IODINE
41.727 METHYLENE BLUE
4! .729 GLYCEROL,SOLUTION
41.732 TRISODIUM ClTRATE,ANHYD
41.735 METHANOL
41.738 ETHANOL,96 t
41.741 METHYlALED SPIRIT
41.743 BENEDICT SOLUTION
41.715 XYLOL
41.747 FORMALDEHYDE SOLUTION
1!.751 SODIUM CHLORIDE
41.753 SULPHURIC ACID CONC.
41.759 CAR80LlC ACID(PHENOL)
41.761 OIL IMMERSION
11.765 8LOOD LANCETS(FEATHER)
41.766 GLAS BOTTEL FOR REPACKING, AMBER
~1.767 GLASS BOTTLE BROWN
41.769 GLASS BOTTlE BROWN
41.773 MUG,WITH HANDLE
41. 779 PLASTIC TUB
·11. 785 PENClLg ,
41.790 TRAY WITH RODS STAINING
41.792 RULER PLASTIC
41.793 SODIUM CARBONATE

I PC. 101m 12 HOLES
WASH CYL,PIPE, T. TUB
I PC.~ JAR FOP' SLIDE,
GLASS PIECE
GLASS PIECE
GLASS PIECE
1 PC. 4"DIA.PYREX
lPC .,4" DIAM.
I PC WHITE PLASTIC
CAPACITY 20 SLIDES
GLASS PIECE
CAPACITY 100 SLIDES
I PIECE
SlEEL SIZE 8"
SOL 200ML
POW 1000GMS
pow IOOOGMS
POH 1.OOOGMS
POW IOOOGM'S
SOL 20DML
POW 1000GMS
POW 1000GMS
POW IOOOGi1S
POW 25GMS
SOL 20DML
PO!'! 25GMS
SOL 200ML
POW 100'jGMS
SOL 200HL
SOL 200ML
SOL 200HL
SOL 200ML
SOL 200ML
SOL 200tlL
POW IDOOGHS ANAL GR.
SOL 200ML
SOL 200ML
SOL CEDDER WOOD OIL
200 PCS
CORKS, CAPS &LABELS
CAP l!nG
CAP 1/4KG
I PC. PL!\STIC
CAP. 5 LITRE
PENCILS
S.STEEL 450X350X2SMM
1 Pc.
I000 G~1S

BEST AVAILABLE COpy

l



12 Han~gement Sciences for Health I Pesh~w3r

Its~ rra~IJC' t Item Counting Urit
code Nvmber Description Sped fications

80S tan Afghan I /I

°ragram Generic Name Reference Qata

",

41.895 LA8.RECORQ 600K,WITH FILE COVERS
41.807 SAFE LIGHT
~1.905 FILTER PAPER NO.1
41.911 PH PAPER,RANGE 6-8
41.013 fLASH LIGHT
95.501 RUCKSACK, NYLOH

~~!TCA:ME 95.502 METAL SUIT CASE WITH LOCK
99. III f I£lD"-HANUAL, DRUGS
99.121 "GREEN BOOK"

MARr,8LACK 99.123 MARKER BLACK
99.124 MARKER BLUE
99.125 BALL-PENS

COTICLO 99.126 COT ION CLOTH
9~.127 RULER
99.301 PACKET fOR MEDICINE

LnMIERN ~9.S03 LANIERN

HHITE SHEETS 2 REHS
CHARGEABLE
100 SHmS
I BOOr..
I PC. 14m 3 CELLS
PIECE
APROX.2.5XI.5XI FT
PIECE
PIECE
3 PRMT.BLACK MARKERS
3 PRHT.BLUE MARKERS
BALL-PENS PIECES
I PC. ',2, sa .. FT
PLASTIC PIECE

CMx eM
GAS WllH 5 MANTLE

"

BEST AVAILABLE COpy

"



Procurement &
Management Advisor

Appendix ,.vI I 3

Organization (lr the MSH Warehouse

Team Leader

l
Warehouse M.anager

,".

t--------- Phannacist
rl-----.1...---~I

Qua.lity Canteen
Control

Receiving &
Issuing Line

Recci.iaS clert
'''UUI! c~crt

"onat

Bulk Store

Plunnaci.t
Cbid Iloru.ecopcn
AuiaLA.u Itorckccpcr
Poned

Kit Store

Cbief Ilo.d.<ep<t
SlOfe deck.
Poncn

Inventory Control
(5 tocI..: Record

Sectio:l)

I
n~ f UI~DiOfJ c.oatsol

ckrl
PWDlory coDUol ckri.
Jui,or

Security Staff
/',

Chid ,r;cun'y ~\U.rd

Sc.eunl Y iU.&Slb

-BEST AVAILABLE COpy

\
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List of Afghan Drug Depots Su~ported byMSH
-------------------------------------------

VII'~ - 4

BEST AVAILABLE COpy

~. HCPP Khost Depot

11. HCCA Ghazni Depot

'_:' ."

10. HCcA Wardak Depot

b. SSWA Farah Depot

8. S5WA Ghar Depot

5. SSWA Herat Depot at Talab

7. SSWA Badghis Depot

4. seNA Takhar - Ta]oqan Zone 1

3. seNA Balkh Zone 3

Appendi};

1. seNA Rokha Depot in Panjsheer District Zone 2.

2. seNA Faizabad Zone 5
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Appendix IX - 1

Afghanistan Health Sector Support Project

Management Sciences for Health

BUDGET

Period

October 01, 1992
Through

.September 30, 1993

353



Afghanistan Health Sector Support Project, MSH
DETAIL OF TRAINING-SEMINARS COST CODE ,------

07

OCTOBER 01,1992 THRU SEPTEMBER 30,1993 SUB-CODE :-------

DETAIL OF
SEMINAR(s)

=====================

---------~-----------

NUMBER OF
SEMINAR(s)

==============

EXPECTED
CHARGES OF
PER SEMINAR

(Rs)
===========

TOTAL
CHARGES OF

SEMINARS
(Rs)

=====::=====

TOTAL
CHARGES OF
SEMINAR~

(I)
----------------------

COMMENTS, IF ANY

=====================

--------------------- -------------~ ------~---- ----------- ----------- -----------~---~~----

TOT A L :
-------------~ ._---------- ----------- ----------- ---------------------



Afghantstan Health Sector Support Project, MSH
DETAIL OF TRAINING-REFERENCE MATERIALS

OCTOBER 01,1992 THRU SEPTEMBER 30,1993

COST CODE "------
08

SUB-COD~ :-------

QUANTI'l'Y RATE
, PER ITEM

(Ra)

DETAIL OF
REFERENCE MATERIALS

=========:============= :====:=:: ----------------

TOTAL
AMOUNT

(Ra)

:;=========

TOTAL
AMOUNT

($)

=========

COHH~NTS. IF ANY
i
I,

-----~----------------- -------~- ---~~--- ---------~- --------- ----------------------

TOT A L :



Afghanistan Health Sector Support Project, HSH
DETAIL OF ALLOWANCES

OCTOBER 01,1992. THRU SEPTEMBER 30,1993

COST CODE :------
13

SUB-CODE

NO. OF POSITION LOCATION RATE NUMBER TOTAL TOTAL COMMENTS, IF ANY
EMPLOYEES PER DAY OF DAY(e) AMOUNT AMOUNT

(Ra) ($)

===;;======= :=========::: ----------- ------- --------- ---------- ========= ====================----------- ------- --------- ----------

----------- ------------ ---~------- --~---- --------- ----------

--------- --~------- --------- --------------------

TOT A ~ :
----------- ------------ ----------- ------- --------- ---------- --------- --------------------I

!

35b



Afghanistan Health Sector Support Project, MSH
DETAIL OF STIPENDS

OCTOBER 01,1992 THRU SEPTEMBER 30,1993

COST CODE
I

SUB-CODE

:-------

14

:-------

NO. OF BHWs

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

... ------"'7-------

-------J-------

TOT A L :

RATE
PER BHW·

(Rs)
===.::=========

'1'OTAL
AMOUNT

(Rs)
, =:'======:;:;::::

TOTAL
AMOUNT

($)

=====::=======

COHHENTS, IF ANY

=====================

I-------r-------------
I



Afghanistan Health Sector support Project, MSH

DETAIL OF PER DIEM

OCTOBER 01,1992 THRU SEPTEMBER 30,1993

COST CODE ,------

15
SUB-CODE

LOCATION

=:================

TOT A L :

NO. OF
PERSONS

=============

NO. OF
DAYS

======:======

RATE
PER DAY

(Ra)

==============

'rOTAI,

AMOUNT
(Ra)

=====::========

TOTAL

AMOUNT
($)

=============

COMMENTS, IF ANY

======================



Afghanistan Health Sector Support Project, MSH
DETAIL OF FOOD COST CODE "------

16

I
t

OCTOBER 01,1992 THRU SEPTEMBER 30,1993 SUB-CODE :-------

NO. OF
PERSONS

=====::========

NO. OF
DAYS

====;:======

RATE

PER DAY
(Rs)

============

TOTAL
AMOUNT

(Rs)

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

TOTAL COMMENTS, IF ANY
AMOUNT

($)

============= =====================

-------------- ------------ ----------~- ------------- ------------- ---------------------

TOT A L:

359



..... -_ _-------------------------------------------

Afghanistan Health Sector Support Proje~t, H8H
PETAIL OF TRAVEL - IN AFGHANISTAN.

OCTOBER 01,1992 THROSEPTEHBER 30,1993

COST CODE :------
17

SUB-CODE :-------

DETAIL OF TRAVEL
(LOCATION)

====:=================

-------1--------------
I

i
-------~--------------1

TOT A L :

NO. OF
PERSONS

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

------:;------

EXPECTED
FARE PER

TRIP(AFGH)
:::::;:::::;:::

TOTAL
AMOUNT
(AFGH)

===========::==

I

TOTAL
Atl;0UNT

($ )

============

-----'-------

COMMENTS, IF ANY

BEST AVAILABLE COpy



~fghanistan Health Sector Support Project, H8H
DETAIL OF TRAVEL IN PAKISTAN

OCTOBER 01,1992 THRO SEPTEMBER 30,1993

COST CODE :------
18

SUB-CODE .-------

DETAIL OF TRAVEL
i

{LOC~TIONI

=================;===

NO. OF
PERSONS

----------------.-.-----

EXPECTED
FARE PER

TRIP (Ral

============

TOTAL
AMOUNT

{ReI
====c:======

TOTAL.
AMOUNT

Ul
==========:;:=

I
----------r

COMMENTS, IF ANV

:========:====:::==

-----------------.--- ~----------- --------~---

tOTAL:

BEST AVAILABLE COpy

71



=========== =============== ============= =====F======= ~==================

COMMENTS, IF ANY

COST CODE .--------
20,21 " 22

SOB-CODE :----------

TO'l'AL

AMOONT
(. )

TOTAL'
AMOUNT

(Ra)

--------T---..,
I

--------+----

--------r-----

.:. ~~J----
. I.

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

!
I

EXPECTED
~OOHT PER

. HOH~H (R~)

----_..:._---~---'-

BEST AVAILABLE COpy

NO. or
BILLS

'\

• I

-----------,,

30,1993

,------------- ----------- --------------- ------------- ------------- -------------------

,':ri



BEST;AVAILABlE COpy

=================== ===========~===== ==============:==:=======

:---------

COHHENTS, IF ANY

COST CODE ;--------
23

5UB-CODE

TOTAL
AMOUNT

($)

~----------1-----

i
-----------~-----

---~-------1-----
, ,

-----------~-----I

I-----------1-----

I
---~-------~-----

i

'1'OTAL

AMOUNT
(RS)

~---~~-~-----------

-------------------
" '.

------~------------,'" I

30,1993

Af~an!~~'HealthSector Support Project, HSH
DI1AI£Or ~PAIR8 AND MAINTENANCE

,
==~===================================

, ",'I·---------i----------------------------



01,1992 THaO SEPTEMBER 30,1993

COST CODE :--------
24

SUBrCODE :---------

COMHENTS, IF ANY

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

"

TOTAL'
COST

(f)
=======::===

,',

TOTAL
COST
(Ra)

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

UfECTED UP
OF IACH

VEHICLE (Ra)
;:========::===::

NO. OF

VE~ICLES

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

DETAIL OF WOM

=====================

Afihani..tl.n Health Sector Support Project, HSH
~8!AXL or VEHICLES HAINTENANCE

I-------r---

--_._---_..._~--

I
--------1------------

--------,------~-----I
I

-------r----

,.' ' , .--------------------- ----------- -------------- ----------- ----------- -----------------------

BEst AVAILABLE COpy

,
I

I
I

, I"-----__L _
, I

I
I-----l--

, ------- ..-----------.. -~,...--

i "----------- j-+~----~-~-.--

----~--~-------~----- ----------- --------.-~--- -----------
;''; 0' TA L ;'

---~~--~.-~~-----~--~

, ,
'--------.-.-~--------



fHRUSEPTEHBER 30;1993

Af9banist~ Health Sector Support Project, H8H
DITUI,.OP BOOKS ANP SUBSCRIPTIONS

COMMENTS, IF ANY

SOB-CODE

COST CODE --------
25

TOTAL
AMOUNT

(.)
--------- ---------------------------------, ------------------------

--------- -------------..----------. I
!

TOTAL
AMOUNT
; (Rs)

============

---~--------

;:'<1

DETAILS

:
---------"!---.,.-----------------~:..

-----~-------l----------
. I

-----~---.-----------------------.' . ,

-~- ...------~-

---~------..;,,-

,

-------------i-----------
I

----~---------------------------- -~~~------~- -------------1-----------

, . ;--------------------------------- -~--~-------

-';'"'~~--!"""~---,~

-------~-~-----~----------------- ---~-------- --------- ------------------------
TOTAL:

-~-.,.----i":""!--

BEST'AVAILABLECOPY
I.,



" ,:1:, I, "
,Afghani_tan Health Sector Support Project, H8H
DETAIL 'OF LANGUAGE INSTRUCTIONS

OCTOBER 01,1992 THRU SIPTEMBER 30,1993

COST CODE :--------
26

SUB-CODE :---------

DETAIL OF LANGUAGE COORSE

=========================

NO. OF
COURSES

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

NO. OF

PERSONS

=========

FEE PER
COURSE

(RB)

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

TOTAL
AMOUNT

(Rs)

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

I.rorAL
AMOUNT

(t)

=========

COHHIINTS, IF ANY

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

--------- --------- --------- ---------- --~-~----

--------~ ,--------- ---------, ---------- ---------

. ~"

--------- ---------- --------- ---------------------, ,

------------------------- ----~---- --------- --------- ---------- ----~---- ---------------------
TOTAL:

BEST AVAILABLE COpy,



Afghani8tan He.lttl Sector Support Project,HSH
DETAIL or HEDICAL ElAHINATION

OCTOBER 01,1992 THRU SEPTEMBER 30,1993

COST CODE .--------
27

~UB-CODE :---------

DETAIL or ElAHINATION/
TEST

============================

---------~------------------

NO. or
EMPLOYEES

=========

rEE PER
i!IAH/TEST

(R8)

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

TOTAL

AMOUNT
(Rs)

=;::====;==

TOTAL
AMOUNT

(t)
=========

CO~ENTS, IF ANY
I

--------------------
~--------------------

-~-----------~~---------------------- --------- --------- ----.---- ~--------------------

-.---~-------------------------------

---------------------------- '--~------ ---------

~ --~

,
r--------------------

~-~-----1--------~-------~--
i
I

--------~-------------------i

,

--------~-------------------

T 0 '1' A L :

......----~-':"" ~-------------~------

BEST AVAILABLE COpy



Afghanistan Health Sector Support Project, KSH
DETAIL OF RENT - CAR

OCTOBER 01,1992 THRU SEPTEHBIR 30,1993

COST CODE :--------
28

SUB-CODE :---------

fYPE or VEHICLE LEAS! PERIOD NO. OF RENT PER TOTAL TOTAL COHHENTS, IF ANY
VEHICLE8 VEHICLE AMOUNT AMOUNT

(Froll --- To) (Ra) (Rs) (.), --------- --------- ---------===================== ============= ========= --------- --------- --------- ===============:====

--------------------- -------------' --------- --------- --------- ----~---- ~-------------------

" .~." .

--------------------- ------------- --------- ----~---- --------- --------- --------------------

----+-----
i

-~------------------- ---------~--- --------- --------- --------- ----~---- --------------------

--------.------------ ------------- --------- ----.----,--------- ---~~---- --------------------

--------T------------

I
or 0 ~ A L:

--------~------------

--------~ ----1---- --------- --~~----- --------------------

----"":'''''!'''---

I

,BEST AVAILABLE C~py



EQUIPKENTS I CAPITAL IMPROVEMENTS BUDGET

DEPARTHENT :--------------------------

---~COST-·CERTER NAME :---------------------------------------
PERIOD: OCTOBER 1992 THRU SEPTEMBER 1993

SCHEDULE D

ITEM (*500 OR OVER) COST Rs. COST • SUGGESTED VENDOR JUSTIFICATION

---_._---------~-------------------------------------- -------------------------------------------------------------------------

-- --_._- -----
- ----------------------------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------~~------~-----------------------------------------------------

TOTAL:
===========================================:==================================================================================

BEST AVAILABLE COpy
1
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lFGHANISTAN HEALTH SECTOR SUPPORT PROJECT . MSH
STATISTICS BODGET

Schedule - A

)EPARTHENT ,--------------------------

X:TOBER 1992 THRU SEPTEMBER 1993

ONIT OF STATISTIC :October :November:December:,January :February: March,COST: COST CENTER NAME.

:CODE: 1992 1992 1992 1993 1993 1993
April

1993
Hay
1993

,June

1993

,July

1993

August

1993
:Septelllber: TOTA:

1993

f~~~-:-------------------::------:~-:--------:---~~:--------:--------:--------:--------:--------:--------:--------:--------:--------:---------:---------:------
,..

i I
' '

1 1 1 , 1 , , , 1 1 1 1 •

I I I I I I I , I I , I I I I I

:----:-------------------:-------------------:--------:--------:--------:--------:--------:--------:--------:--------:--------:--------:---------:---------:----_.

:----:--------~----------:----~--------------:--------:--------:--------:--------:--------:--------:--------:--------:--------:--------:---------:---------:------

:----:-------------------:---------~~--------:--------:--------:--------:--------:--------:--------:--------:--------:--------:--------:---------:---------:------

:----:--------------~----:-------------------:--------:--------:--------:--------:--------:--------:--------:--------:--------:--------:---------:---------:------

~----:-------------------:-------------------:--------:--------:--------:--------:--------:--------:--------:--------:--------:--------:---------:---------:------
,.

: : ~~------~-~----:-_-----~-----------:--------: : : ~-:----~---:--------:-------- : :~ : :i--------:---------:------

:----:-------------------:-------------------:--------:--------:--------:--------:--------:--------:--------:--------:--------:--------:---------:---------:------
I,.

1 ' , , , , 1 1 1 1 , 1 , , , , _

, I , ~ I I I I , I , , I , I I I

:----:-------------------:-------------------:-------- :--------:--------:-----~--:--------:--------:-------- :--------:--------:--------:---------:---------:------

:----:-------------------:-------------------:--------:--------:--------:--------:--------:--------:--------:--------:--------:--------:---------:---------:------

:----:-~-----------------:------------~------:--------:--------:--------:--------:--------:--------:--------:------~-:--------:--------:---------:---------:------

:---- :'_..:'.:.._-------_._-_.:._--: ----=--=-:=.===::--.:._..:_--: -------- :--------: --------: -------- :--------: --------: --------: --------: -------- :.--------: ---------: --------- :-----_.
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;) 1\ ~ 1\ !( I II U I) b I!. 1: SCHEDULE - B

DEPARTMENT :---------------------------------

COST CENTER KAME .---------------------------

COST CODE :------------
PERIOD : OCTOBER 1992 THRU SEPTEMBER 1993

:========================================================================================================================================
HUMBER OF

EMPLOYEE (s )

DESCRIPTION TITLE LOCATION :RATE PER MONTH
RUPEES

HUMBER OF
HONTH(s)

:TOTAL SALARY :TOTAL SALARY:
RUPEES : DOLLARS

COMMENTS

:=======================================================================================================================================:

.'I

..
I

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

TOTAL:
-.._-------

BEST AVAILABLE COP
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AFGHANISTAN HEALTH SECTOR SUPPORT PROJECT . M8H
OPERATING EXPENSES SUMMARY

DEPARTMENT :----------------------------
COST CODE ~ ----------------------------
COST CENTER NAME :---------------------
PERIOD : OCTOBER 1992 THRU SEPTEMBER 199~

SCHEDULE - C Page (1 of 2)

:=========:========================~=;==:============:===========:==========================:

:COST CODE: DESCRIPTION :AHOUNT Ra :AHOUNT .: COMMENTS
:=========:=============================:============:===========:==========================:

01 :Salaries . .

:---------:-----------------------------:------------:-----------:--------------------------:
02 ':Consultancy

:---------:-----------------------------:------------:-----------:--------------------------:
03 :Supplies - Medical

:---------:--------------------------~--:------------:-----------:------j-------------------:

04 :Supplies - Non-medical

:---------:-----------------------------:------------:---~-------:--------------------------:

05 :Supplies - Office

:---------:----------------------------~:----1-~----7:-----------:--------------------------:

06 :Freight

:---------:------------------~-------~--:------------:-----------:------T-------------------:

07 I:Training - Seminars

:---------:-----------------------------:------------:-----------:------~------~------------:

1 ~~ L:~:~~~~~~_=_~~~~:~~~~_~~~~:~~~: , , ,
• It. • I I

10 I :Equipment - Medical

:--------~:-----------------------------:------------:-----------:--------------------------:

11 :Equipment - Non-medical

:---------:-----------------------------:------------:-----------:--------------------------:
12 :Capital i~prove~ents

:---------:-----------------------------:------------:-----------:------f-------------------:
: 13 :Allowances ::: I :
:---------:-----------------------------:------------:-----------:--------------------------:

14 :Stipends
I1 1 ----------------- 1 1 1 1

•• I I ., 1

: 15 :Per diem :::; :

:---------:-----------------------------:------------:-----------:--------------------------:
16 :Food

---------:-----------------------------:------------:-----------:--------------------------:
17 :Travel - In Afghanistan

---------:-----------------------------:------------:-----------:--------------------------:
18 :Travel - In Pakistan

---------:-----------------------------:------------:-----------:--------------------------:

BEST AVAILABLE COpy



SCHEDULE - C Page (2 of 2)
=========:=============================:============:===========:==========================:
COST CODE: DESCRIPTION :AHOUNT 'Rs :AHOUNT .: COMMENTS
=========:=============================:============:===========:==========================:

19 :Rent - Offices

---------:-----------------------------:------------:-----------:--------------------------:
20 :Utilities - Telephone

---------:-----------------------------:------------:-----------:--------------------------:
21 :Utilities - Gas

---------:-----------------------------:------------:- ----------:-------------------~------:

22 :Utilities - Electricity
_________ , 1 , 1 1

• - . - - I

23 :Repair & ~aintenance

:---------:-----------------------------:------------:-----------:--------------------------:
24 :Vehicle maintenance I •,

,--- 1 ----------------- 1 ------, 1 -

I' lit' 1

25 :Books & subscriptions

:---------:-----------------------------:------------:-----------:--------------------------:
26 :Language instructions

:---------:-----------------------------:~~----------:-----------:--------------------------:

27 :M&dical examination

:---------:-----------------------------:------------:-----------:--------------------------:
28 :Rent - Car

1 , , ' 1 ,

" I 1 I ,

29 : Miscellaneous

:---------:-----------------------------:------------:-----------:--------~-----------------:

30 :Postage & shipping
, , , ,----- ' -------------- 1
'I I I I· ,

31 :Adainistrative write off ':
:---------:--------------------~-~------:------------: -----------:--------------------------:

32 : Insurance

:---------:---------------------------~-:------------:-----------:--------------------------:

33 :Travel Air-fare , ., I"
I

:---------:-----------------------------:------------:-----------:--------------------------:

TOT A L

:------------:~----------:---------------~----------:



o If I T COS T BOD GET SCHlmOLE - E

DEPARTMENT :--------------------------

OCT.Ol, 1992 THRU SEP.30, 1993

COST CElITER NAME :---------------------------

COST CODE :-----------

PAGE

:COST
: CODE

COST CENTER NAME :ONIT OF STATISTIC OCT
($)

NOV
(S)

DEC
(S)

JAN
(S)

FEB
(S)

MAR
($)

APR
(S)

MAY
($)

JON

(S)

JUL

(S)

AUG
($)

SEP
(S)

:~----:------------------:------------------:--------:-------:-------:--------:--------:-------:--------:-------:--------;---~----:--------:--------:

- -- - .. . ._... --~.._--_.. ---_.. .__ .-

:-----:------------------:-._----------------:--------:-------:-------:--------:--------:-------:--------:----~---:--------:--------:--------:--------:

:-----:------------------:------------------:--------:-------:-------:--------:--------:-------:--------:-------:--------:--------:--------:--------:

:-----:------------------:------------------:--------:-------:-------:--------:--------:-------:--------:-------:--------:--------:--------:--------:
, , 1 , , 1 1 1 , 1 1 1 , , , ,

1 I I I 1 1 I , , I I I· til I

:-----:------------------:------------------:--------:-------:-------:--------:--------:-------:--------:-------:--------:--------:--------:--------:

:-----:------------------:------------------:--------:-------:-------:--------:--------:-------:--------:-------:--------:--------:--------:--------:
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Af9han1atan Health Sector Support Project, H8H
DETAIL OF FREIGHT

OCTOBER 01,1992 THRU SEPTIHBER 30,1993

COST CODE :------
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SUB-CODE
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------------------------ -------------- ------------------------------------ -------------- ------------
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