NGBl 77 A

Managing Health
Systems in
Developing Areas

Experiences from Afghanistan

Edited by

Ronald W. O’Cornnor
Management Sciences for
Health

Agency Yor International Development
Library

Reom 105 SA-18

Washigtan, D.C, 20523

LexingtonBooks
I3.C. Heath and Company
Lexington, Massachusetts
Toronto



2,672

10k %

013

To Dr. M.A. Wahabzadha, whose
unswerving dedication to his country’s health
made many things possible.

To the Afghan people, who will prevail.

And to Grace, Terry, Dick, Ernst, and
Steve, who made all the difference at
the beginning.

Library of Congress Cataloging ir: Publication Data

Main entry under title:

. Managing health systems in developing areas.

Bibliography: p.

1. Rural health services—Afghanistan. 2. Medical assistance, Ameri-
can—Afghanistan. 3. Underdeveloped areas—Community health ser-
vices. I. O’Connor, Ronald W. [DNLM: Health services—Organization
and administration—Afghanistan. 2. Rural health—Afghanistan.
3. Developing countries. WA395 M266}

RA771.7.A3M36 362.1°068 79-48060
ISBN 0-669-03646-3

Copyright © 1980 by D.C. Heath and Company.

All rights reserved. No part of this publication may be reproduced or trans-
mitted in any form or by any means, electronic or mechanical, including pho-
tocopy, recording, or any information storage or retrieval system, without
permission in writing from the publisher.

Published simultaneously in Canada

Printed in the United States of America

International Standard Book Number: 0-669-03646-3

Library of Congress Catalog Card Number: 79-48060



N(ra0-00% PN-ABE-TTL

Managing Health
Systems in
Developing Areas



Patients at a Basic Center. The women, completely covered by their chadris, try to blend into the wood-
work in order not to be noticed by the men.
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Preface

The Management Sciences for Health (MSH) Perspective
Ronald W. O’Connor

More than a decade ago, now-forgoiten Afghan and expatriate workers
were developing small health posts and programs for rural areas. Nine years
ago in the Hazarajat, the mountainous central core of Afghanistan cut off
by snow five months of the year, Afghans and expatriate nurses wers train-
ing illiterate village women to be health workers for their own valler .. well
before the international embrace of the primary-care, health-by-the-people
credo. This experience was written up, but is almost unavailable today.
Eight years ago, on the edge of the plain of central Asia, north of the Hindu
Kush, an anthropology team observed village nhealth needs, activities and
pathways to care, though the record of their experience is also almost
unavailable today.

Seven years ago, a technical-assistance team from Management Sci-
ences for Health (MSH) began working with the Afghan government to
improve rural access to health care. Together, the Ministry of Health and
the team made some progress and fewer mistakes than they otherwise would
have, had they not been able to stand on the shoulders of those who had
gone before. The chance exposure to the experience of earlier workers made
clear how fragile the thread of continuity could be. This book has been writ-
ten to minimize the risk that those who carry on with rural health develop-
ment will inadvertently make the same mistakes vzt again.

One of the basic tenets of our philosophy of management assistance for
developing-country health programs is that MSH must work for, and
through, host-country health decision makers who retain the authority and
responsibility for their programs. A result of this belief is that we do not, in
general, publish or publicly communicate regarding the programs we serve
without the involvement, approval, and usually coauthorship of our host
colleagues.

This policy is violated here for two reasons. First, the current political
situation in Afghanistan makes it inopportune for former Ministry of Pub-
lic Health colleagues or current officials to assist in case their actions would
be misinterpreted. Second, the passage of time will scatter the data and peo-
ple beyond practical recall if a summary record of the important lessons
learned is not promptly assembled. We therefore offer this book with a mix-
ture of gratitude and regret—gratitude to the country and people for the
opportunity to work together, and regret that those involved in Afghanistan
who made the important decisions and shouldered the responsibility are not
able to be recognized.

xlil
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The Donor-Program-Manager Perspective
Stephen C. Thomas, USAID Health Program Manager

This book sets forth the experience of the MSH advisory teams that worked
within the Ministry of Health in Kabul for nearly 6 years. It represents the
combincd observations of nine persons who were resident in Kabul as well
as various short-term staff members who came to Afghanistan for specific
tasks. These nine individuals represented two teams: the first group arrived
in mid-1973 and were replaced by a second group of five in 1976. Both
groups proved to be diligent, culturally sensitive workers. They were experi-
menters in the best sense, and they pursued the goal of an affordable, func-
tional health-care-delivery system to the bitter end.

It is important to add a few observations here relating to this MSH/
USAID experience within the Ministry of Public Hezalth. The AID method
of providing assistance involves the development and funding of ‘‘projects”’
both large and small. Project development places a premium on having
competent technicians as designers who understand the country’s strengths
and weaknesses, are gifted with foresight, and can work with their host-
country colleagues. It is obvious that this ideal is rarely attained, particu-
larly in areas as complex as health services. Since project design is fre-
quently imperfect, it is left to those who put the projects into the field to
attempt to keep the project headed in the intended direction. In the present
era, this duty is delegated to the contract team, with, at most, a project
manager in the AID mission. It is on the contract team that the burden of
project implementation falls. This team finds the flaws in project design; it
finds the targets of opportunity; and it learns what works and what does
not. This role leads to development of a unique relationship between the
contract team and the AID project manager. To the project manager falls
the job of deciding how far to allow the project to deviate from the original
design. With project design imperfect, foresight scarce, and perfect knowl-
edge unavailable, a very flexible team and project-manager relatiorship is
required in working toward the same goal. The project manager must be
technically competent and willing to accept the responsibility for decisions
that allow the project to deviate from its design path but that lead toward
the stated goal.

All projects have budgets, and flexibility in the use of funds is limited.
Frequently, as projects develop, experimental opportunities arise that were
never foreseen. Usually, the limiting factor is funding. Every project should
have a fund available for discretionary use by the project manager to fund
unforeseen opportunities. Much can be accomplished at times with just a
few thousand dollars.

We are frequently asked whether this was a *‘successful’’ project. How
does one define success? In the sense that the MSH team defined the man-
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agement problems in the Ministry, showed how the Basic Health Center
could be made to operate more effectively, devised two alternative health-
care-delivery systems, and trained the workers and set them in the field, this
project was a success; a body of knowledge and experience has been
accumulated that can be drawn on. In the sense that we did not leave behind
a functioning system serving all rural Afghanistan and managed by a com-
petent Ministry, the project was a failure. However, the political events so
common in the past 20 years can conspire to defeat the best efforts. It is
essential that any country have political stability before much can be
accomplished.

Finally, a word of appreciation and thanks to the three groups of
people:

The MSH organization and its teams, who were a pleasure to work
with,

Those AID personnel, both in Kabul and Washington, who were inter-
ested and supportive.

The Afghans in the Ministry who allowed participation in the develop-
ment of their health-care-delivery system. They have been the real vic-
tims of the events of the last 2 years.
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Overview
Ronald W. O’Connor

The Entry Environment

The King is deposed in a coup in July 1973. The new Republican Govern-
ment of Afghanistan affirms it will honor prior international agreements
and, in August, three technicians arrive in the Ministry of Public Health to
begin work on one minor element among these agreements.

An elderly clinician without prior public health or management back-
ground becomes Minister of Public Health. Expioring his Ministry, he
Jfinds that field activities are largely confined to mass smallpox immuniza-
tion and malaria control. The rural health centers function sporadically as
distribution outposts for dried milk, flour, and oil provided through the
U.N. World Food Program. Assorted foreign-assistance programs focus
on individual hospitals, model clinics, or small geographic areas in an
attempt to make some visible contribution. A WHO contingent of eightcen
advisors is scattered across the ministry, half focused on the immunization
and malaria mass campaigns, with the others diffused, largely without
resources, in various Ministry offices. No clear picture of Ministry per-
sonnel exists, except as represented by the stream of discontented doctors
waiting at the Minister’s door who wish they were posted someplace else,
The only certainty in the supply situation is shortages. No one seems to
know what is available, where supplies are, or who is authorized to move
them from the assortment of decrepit storehouses in Kabul. A new ware-
house is under construction with AID assistance, bringing hopes that the
“‘poor relation’’ syndrome and disorganization resulting from years’ accu-
mulations of drugs (odd lots, overruns, and expiring drugs and company
donations), equipment (“‘servicable,’’ broken, parts missing, 110 volts
only), and medical literature (JAMA, October, 1963, Archives of Ortho-
psychiatry) may finally be altered.

With disarray of the government health system and new leadership, the
majority of Ministry workers seem to be either lying low, hoping to remain
inconspicuous, or jockeying for position as the power structure begins to
coalesce. Even the ambitious know that it is too early to stake out territory.

Oblivious to this government fluidity, the people continue to seek health
care, using the free services of the government system where they can find
them, but largely relying on resources in the villages and the towns that
make up the private health-care system. Preoccupied with establishing rela-
tionships and control in the Ministry, few officials have time to consider
promising examples of innovation that may cast light on future trends in
Afghan rural health development.
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A. Introduction

Like layers of successive civilizations in an archeological dig, the developing
world is littered with the residue of well-intended national and international
efforts to promote health. Enmeshed in a complex of cultural and economic
forces, health problems, however, have rarely lent themselves to simple
solutions. On a national scale in less-developed countries (LDCs), an attack
on health problems in general is often largely a grandiose but ineffectual
gesture. In the face of this complexity, pilot health projects with a research
focus or demonstration projects on a slightly larger scale operated with
intensive resource inputs have become relatively well-known and popular
compromises. However, the gap between the pure culture of the experimen-
tal model and the political and economic realities of national health imple-
mentation is immense, and rarely bridged.

This account of work in Afghanistan reviews attempts to directly assist
in the improvement of a national rural health-care system over a 6-year
period. A resident team of four to five persons worked directly with Afghan
health officials throughout the 6 years. This overview includes summaries
of where the Afghan health system was, the strategies attempted to improve
it, what worked, what failed, and why. The purpose is not to focus on
Afghan project history, but to convey essential lessons learned in a produc-
tive government-donor relationship focused on management of national-
level rural health expansion.

B. Major Findings

Several major findings surfaced consistently throughout the period and
formed the practical premises on which the effort was based. These findings
are noted here in three categories: development of rural projects, political
lessons, and technical assistance.

Development of Rural Projects

“Pilot” projects should be part of a phased commitment to a national
program. Independent experimental projects usually cannot be repli-
cated because they tend to enlist people, incentives, and resources
unavailable on a national scale, and because they lack the political con-
stituency required for national adoption.

The important constraints in developing village-level health programs
are the management support systems for supply and supervision. Initial
training is an easier task.
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Rural health programs can be designed to be largely self-supporting;
villagers commonly spend substantial amounts seeking health care, and
they are willing to pay for effective drugs. Prepackaged drugs in course
of treatment units with pictorial and written instructions can be sold
inexpensively at the village level to make the program financially
selr-sufficient.

Indigenous practitioners, such as village midwives, can have their skills
upgraded by government training programs and can continue to work
in their villages in the traditional manner, avoiding complex support
systems and government bureaucracy.

Village-level workers (as well as health center workers) need incentives
to provide anything other than curative care; these incentives for pre-
ventive and health-education work are very difficult to achieve in
practice.

Political Lessons

The primacy of decisions based on political reality. Decisions and direc-
tion of nationally supported health activities must be expected to mirror
the dominant political interest. Data and scientific analyses are, in
practice, primarily valued to substantiate the program desired. They are
of secondary use for technicians to build cases for alternative strategies,
which then may gradually infiltrate program thinking. Projects must
recognize that ministry leaders, as well as most donors, have a limited
time perspective and need to demonstrate results in terms of 1- or 2-year
time horizons. They cannot generally stake their reputations on long-
term possibilities alone. The political maxim ‘“‘what have you done for
me lately’’ is as true in health as in any other field.

Government must appear to serve ull the people. Experiments and
demonstration projects divorced from a government commitment to
extend the experience nationwide are likely to remain only experiments
for extended periods. Many examples of pilot projects, usually research
focused, that were operated with intensive resource inputs are relatively
well known in the international health arena; Danfa, Narangwal, and
Lampang are examples. Few have graduated to national implementa-
tion, and there is only scattered documentation available on the prob-
lems and processes of large-scale rural health development.

Local support for village health programs is strong once the benefits are
observed. Village committees and local support groups may become
helpful only when they are completely convinced that the central
goveinment will not or cannot provide support instead.



4 Managing Health Systems in Developing Areas

Ethnic or regional differences within a country do not necessarily mean
that separate village programs need to be planned for each group.
Demand for health services is widespread, despite differing forms of
indigenous health practices. )

Technical Assistance

A technician team is much more likely to be effective when it works
directly in a Ministry of Health, sharing space and day-to-day experi-
ences with counterparts, as compared with work from a separate loca-
tion.

A technician team must dermonstrate that its loyalty is to the goals and
objectives of the Ministry it serves, and not primarily to a funding
agency.

Team positioning is important, and uccess to decision makers essential,
because good work and ideas rarely survive by themselves. To move a
program, ready access to the centers of power is required.

Credibility with top Ministry officials is a necessary precondition for
impact, and it comes in part from helping to ‘‘deliver the goods.”
Ministers and managers often face problems beyond the scope of
project workplans. An inability or unwillingness to respond in these ad
hoc situations will limit the interest of decision makers in utilizing tech-
nical assistance in the future.

Effective management support of a developing country health program
requires long-term commitments and relationships. The quick fix is a
rare event, and short-term consultants cannot be expected to solve
many problems. Management support for decision makers implies
establishing relationships of trust, credibility, and shared :ommitment
which the short-timer cannot develop.

C. The Project in the International Health Context

The international health scene in the fifties and sixties saw the rise of verti-
cal, disease-specific programs for smallpox and malaria, followed by
increased attention to the fixed, multipurpose health-center concept in the
late sixties and early seventies and the subsequent rise to prominence of
village-level or ‘‘primary-care’’ efforts.

This project paralleled early phases of the shift in world interest toward
expansion of access to primary care for the rural majority. The project
stemmed from a Minister’s concern that the development of basic health
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services was beset by great disparities between public expectation and
Ministry performance in the practical management of rural health delivery.

The Minister’s explorations with donors and USAID’s placement of the
first health/population program officer in Kabul led to development of a
project proposal focused on rural family health services. Two major ele-
ments were envisioned: a training program for female auxiliary nurses to
begin to fill the maternal and child-care vacuum in a Moslem society with a
health system staffed by males, and a rural health-management develop-
ment program described here.

The central objective of the project was to assist with the implementa-
tion of rural health-service systems, which implied living within the con-
straints of available knowledge; of personnel working under government
procedures, regulations, and incentive systems; of sustainable budget limits
and vagaries of a constantly varying political climate in which Ministry
decision makers resided.

The first two and one-half years of the project involved initial situation
analysis, building relationships by working with the existing Basic Health
Center system, and assessing the potential of alternative and complemen-
tary health-service mechanisms that might be used to reach the majority of
the population beyond the scope of formal government systems. The second
stage added the testing and implementation of village-based delivery
systems potentially able to reach this remote rural majority.

Government-sponsored rural health systems around the world can be
characterized as large organizations with remote, decentralized delivery
units. They all employ relatively stable, well-known kinds of health knowl-
edge and technology, where little is unique or specialized to a particular
situation. These organizations are concerned with the individual as well as
collective good; they are faced with constantly rising and vnachievable
public expectations; they are often operated on the premise that nobody
should be denied service (whether or not they or the government can pay);
they are enmeshed in the rules and procedures of civil service and govern-
ment bureaucracy; they are staffed by technicians, professionals, and social
workers usually without experienct: or training in the practical management
tasks that form the bulk of their work—in short, they must be among the
most frustrating and challenging of work environments. The message of
this bock is simply that given host-country commitment, progress can be
made—even in the most difficult environment—in the practical delivery of
rural health services in a developing world.

D. Organization of the Book

This chapter concludes with a chronology of events to aid in keeping the
evolution of project activities in perspective and a summary of the initial
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entry process. Chapter 2 examines the Basic Health Center system and the
actions taken to improve it. Chapter 3 summarizes the development of alter-
native delivery systems—uvillage health workers and dais—for village health
services. Chapter 4 looks at the central-management support systems
required to serve the rural programs, and chapter 5 discusses the roles and
relationships of the host country, the donors, and the technical-assistance
contractor. Chapter 6 deals with the interactions of field team and central
office in internaiional health-program operation. Chapter 7 includes short
discussions of pilot projects, the perennial vertical/horizontal program
debate, and observations on local management style. A separate section of
appendixes provides more detail on rural surveys, the indigenous health sys-
tem, village program development, financial analyses, and a critique of the
Basic Health Center idea. A glossary, Afghan/Gregorian calendar conver-
sion, and list of documents are included in the backmatter.

E. Chronology

Figure 1-1 outlines the evolution of events and activities during the project.
Major political events—coups and changes in Ministers—are noted along
the time scale on the left. Central-ministry management-support activities
are noted on the right margin, and the major field activities—basic health
services and the development of alternative delivery systems—are summar-
ized in the center of the figure. A chronology of dates and events is included
at the end of the book.

F. QOrganizing the Technical-Assistance Program:
Initial Entry and Problem Analysis

The team arrived in Kabul under rather fluid circumstances. Within the
Ministry the reception was warm, but officials had no clear expectations for
the team in context i the government change and were preoccupied with
their own positioning. Their prior experience with technical assistance and
foreign advisors, while not without occasional bright spots, had been gener-
ally unexciting. There was no reason to think that this situation might be
different or to invest much energy for a very speculative return.

The start-up was slow. Where to put them? Counterparts? A tele-
phone? A positive aspect of the major change in government was that there
was no immutable commitment by the Ministry to the status quo. Difficul-
ties and problems could readilv be attributed to leadership no longer
present, without personal identification or responsibility, which eased the
process of initial analysis ¢f Ministry systems and procedures that impacted
on rural health,
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The first steps by the team were important and would surely be ob-
served and evaluated as indicators of management-team prospects. A
two-part approach was used, with equal attentior to some concrete steps
toward working with the Ministry on problem soluticn and to the building
of relationships with Ministry personnel.

Despite the disarray brought on by the change in government, there
were still obvious problem areas that concerned the Minister and that most
staff members could agree were bottlenecks. Basic Health Services was cne,
the focus of the initial agreement between the Ministry and AID. Two
others were the warehouse and supply system and the procurement and use
of pharmaceuticals. Both were selected for immediate attention in the start-
up phase of the project for several reasons: they were immediate, widely
perceived needs within the Ministry; they were significant problems that
were not on the way to solution, yet might respond to technical assistance in
a relatively short time frame and in a visible way; and they would demon-
strate the team’s commitment to assisting the Ministry solve problems of
immediate concern rather than focusing primarily on long-rangc glamour
issues. The latter were of interest, of course, but they simply had limited
place in an initial strategy aimed at building relationships around mutual
and immediate needs: the team’s need to demonstrate credibility, technical
competence, and position with a broad range of Ministry staff; the Minis-
ter’s need to demonstrate control and movement of the Ministry; and Min-
istry staff members needs for position with their peers and the Minister.

Developing the Workplan

The long-range project purpose was to improve rural health services. The
only major mechanism specified by the Ministry and AID agreement was
the use of Basic Health Services as a tneans to that end. The work strategy
the team employed throughout the project would be a two-part blend of
current-operations support for day-to-day Ministry functions and forward-
planning support to help define new directions. In the initial 6 months of
the project, current-operations support focused on start-up and organiza-
tion of a new central warehouse and on drug procurement and use. Forward
planning was the initial analysis itself, exploring and documienting Ministry
operations as a precondition for rural health-systems improvement. Figure
1-2 depicts the bifocal approach to current operations and forward plan-
ning used throughout the project.

The warehouse/logistics problem was an appropriate and continuing
concern throughout the project, a symbol of the undramatic, essential,
often neglected support systems on which the entire Ministry’s impact
depended. Construction of a new central warehouse provided an oppor-
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Overview 11

tunity to rethink and to implement new organization, procedures, and
staffing patterns. Drug procurement provided a similar kind of opportunity
to work through a technical problem with leaders of the medical commu-
nity—what drugs, in what forms, will be obtained by what procedures for
Afghanistan? Both these topics are explored later.

With the initial analysis in hand, the Minister, his senior staff, and the
team examined the array of constraints on rural health development that
might be attacked and rated thein in light of four criteria:

Need

Ministry readiness to act

Capacity of Ministry and allied resources to deal with the problem
Leverage, or relative payoff, in rural health-services improvement
anticipated from successful resolution

N -

From this combination of political and technical judgment emerged the
workplan, figure 1-3, which focused on (1) Basic Health Services expan-
sion, and (2) Central Ministry planning and analysis of alternative and com-
plementary approaches to rural health.



A Ministry of Health Warehouse. Trying to improve its health logistics system was a vary high priority of the Ministry,
including the central warehouses in Kabul.



Working with What
Exists: The Basic
Health Center System

John W. LeSar and
Ronald W. O’Connor

A Minister’s Day

At 8:00 A.M., a queue of petitioners waits on the stair outside the office:
the waiting room is full of officials and a couple of well-dressed foreigners;
a hospital director wants supplies unavailable in the country; a doctor
separated from his family by his posting pleads for transfer; a visiting
JSoundation official, in the country only 2 days, wishes to present his orga-
nization’s view of the world and potential offerings; the Deputy Minister is
assigned to chair a planning meeting to review a piece of yet another long-
range national health plan being produced at the insistence of a donor/
technical assistance agency,; another Minister calls to inquire whether
expensive, special-treatment medical exams might be arranged for his
Jather-in-law in Europe or the states, and his wife also has been having hot
Jlashes; the secretary presents an urgent letter reminding of an imminent
deadline after which a major assistance project may be lost for another
year; areport arrives on a senior official wrecking a Ministry vehicle while
inehriated at a party given by a donor representative; a skeptical cabinet
awaits a presentation of the new health initiatives; an opening speech is
required at a refresher course; an invitation to participate in a major inter-
national seminar in Rio, lasting 4 days plus travel (first class, expenses plus
honorariumj arrives personally for the Minister; two rival officials politely
backstab each other’s performance to their old classmate, the Minister; a
man with Hodgkin’s disease cannot find nor afford the $500 medical treat-
ment that may save his life; a provincial governor phones to complain
about a doctor and asks why the new health center is not finished yet after
2 years.

At 7 P.M., a village headman and two military doctors remain in the
waiting room; a diplomatic reception is scheduled in a half hour. It is
difficult to be impolite. . . .

A. Overview

Basic Health Centers (BHCs) had evolved slowly through the sixties to a
point in 1973 at the beginning of this project where ninety-five BHCs were
listed by the Ministry as being in operation. One professional was in charge,
and no training capability existed. The BHCs were unmanaged, autono-
mous medical-care units scattered across the country with many vacant

13
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posts and much absenteeism. They offered poor-quality sickness care and
little organized materual or child care. Drug supplies arrived about every 2
years, and the drugs were ofter: inappropriate. They offered no public-
health activities at an effective level. Less than 2 percent of the rural people
used BHCs in a giv2n year.

The BHC actiities were a central and continuing focus throughout the
life of this project, and ihey included several major phases of work; an ini-
tial analysis, a pilot project, and a national expansion program initially
utilizing centrally managed mobile teams and, later, regional centers for
training and support services.

Five years later in mid-1979, with 138 BHCs in operation, the Basic
Health Services Department has thirty-five management staff members and
fifteen continuing-education trainers. They have considerable skills in plan-
ning, scheduling, logistics mznagement, use of information for decision
making, and evaluation. The training staff possesses considerable skills in
on-the-job training in the field and in teaching methods for didactic presenta-
tions. There are operations manuals, continuing-education systems, man-
agement-control systems, and drug-supply systems in varying degrees of de-
velopment and effectiveness. While management and training capacities now
exist, most personnel are not yet able to plan, manage, and evaluate activi-
ties independently at a reasonable level of effectiveness. They can perform
well under supervision, but more supervised experience seems necessary.

Similarly, the improvements in the BHCs themselves are variable.
Certain critical problems still remain, particularly in personnel manage-
ment. Community-health activities now exist only in the form of associated
village programs, the VHW and the dai. However, drug supplies are
improved; the quality of sickness care, maternal care, and child care is
modestly improved; and family-planning services are now cffered. The
average BHC aifects less than 8 percent of its service area. Indigenous prac-
titioners and shopkeepers still provide the majority of care outside nf the
family.

The BHC Department has improved more than most other parts of the
Ministry, but it is still not a very effective unit for rural health care, and its
role as a community public-health unit is barely visible. Despite these prob-
lems, the Basic Health Centers have made relatively iarge strides over the
6-year period and remain the most visible symbol of rural-government
health activity. They are a building block for rural health, surrounded by a
demanding environment. They are expected to deal with multiple problems
and constituencies with ihe most rudimentary resources. They may be
“‘basic,’’ but they are not simple (see appendix D), and they must be dealt
with in any major program aspiring to attack rural health needs.

Section 2.B describes the baseline status of BHCs in 1973, the changes
made over the ensuing 6 years, and their status in 1979. Section 2.C
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summarizes the findings and lessons learned in the BHC development
process.

B. The Basic Health Center Development Program,
1974-1979

Basic Health Services in 1973, When the Project Began

The Basic Health Services Department (BHSD) in Afghanistan in 1973
could claim ninety-five Basic Health Centers (BHCs) on the inventory and a
one-person professional staff in Kabul. The department was situated within
the Presidency of Preventive Medicine, so the director was two levels
removed from the Minister’s office. The Minister at that time, concerned
about the status and unrealized potential of the Basic Health Services in
rural health, requested assistance from USAID, and that request resulted in
this project.

Status of the BHCs in 1973: The objectives of the BHCs were to offer basic
medical and public-health services to their surrounding areas. Theoretically,
the catchment population was 25,000 people, but in reality, only 1,000 to
1,500 different people raighs visit a BHC in any given year,

To accomplish its objectives, each BHC was authorized to have the
following personnel: one doctor, one trained female health worker, oné
male nurse, one sanitarian, one vaccinator, one clerk, one storekeeper, and
one sweeper. However, BHCs were unpopular assignments. Posts were
often vacant, turnover was high, and personnel were often assigned but
absent.

In 1973, the BHCs usually had inadequate and unstandardized medical
equipment. Drugs were always in short supply, and many were inappro-
priate for BHC use. Antibiotics, vaccines, and intravenous fluids were often
out of stock, so effective emergency care, critical-sickness care, and
immunizations were not always available,

The BHC was primarily a medical unit that offered care to sick people.
The quality of care was poor, since doctors seldom did physical examina-
tions and often lacked the skills necessary for effective emergency or acute
care for common problems. Lab tests were practically never ordered. Thus
asick patient who came to a BHC would have a short history taken and the
doctor would prescribe drugs without further workup. A visit would take
about a minute. The BHC was usually unable to offer much service for
minor surgical problems, sprains or fractures, or gynecological or mental
problems.

Maternal care was practically nonexistent. Pregnant women seldom
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came to a BHC because trained female health workers were not in place at
many BHCs and the women were reticent to come to male personnel. When
prenatal services were offered, they were usually of poor quality. The BHCs
did not offer family-planning services, nor special care for lactating women.
Women were mostly attracted to BHCs by the distribution of free food
through the World Food Program.

Child care also was poor. Immunizations were done sporadically, and
no assessment of growth and development (including nutritional assess-
ment), vision, or hearing was doue.

As a resuit, the BHCs provided medical services to ten to twenty
patients per day. Of the patients, most were men who visited for relatively
minor complaints. Only half the visits were by women and children,
although they comprised 75 percent of the population.

Besides care at the BHC, the BHC was supposed to provide some out-
reach services to the community of a public-health nature. Except for
sporadic and unplanned immunizations and facilities inspections, the BHC
did not perform these services. There were no effective surveillance, com-
munity family-planning motivation, school health, safe water, safe latrine
and waste disposal, or health-education programs in the community.

Management and administrative functions within the BHC werc poorly
executed. The doctor was supposed to maintain management control over
personnel, but rarely filled out records regularly or controlled the quality of
work. The BHC had no control over the order of drugs and supplies, and all
BHCs were scheduled to receive the same amount, irrespective of the
population they served. It was not unusual for a BHC to receive no drugs or
supplies for 2 years.

Basic Health Services Headquarters in 1973. One physician was responsible
for continuing education and management of the ninety-five BHCs in the
country. He had a public-health degree and was an extremely dedicated
man, but he had no experience in any aspect of health-manpower planning
or training nor in health-services plarning, scheduling, logistics manage-
ment, information systems, financial management, personnel management,
public relations, health-services research and development, or evaluation.
His staff consisted of high school graduates who performed clerical tasks.
Thus no training or management system existed at the headquarters office.

Other Areas of the Ministry Affecting Department Operations. Few train-
ing skills existed within the Ministry in areas pertaining to basic health
services. Basic training of paramedical workers such as nurses, sanitarians,
and vaccinators was conducted, but the training personnel were not skilled
in job analysis, supply-and-demand analysis, curriculum development,
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student evaluation and testing, or training administration. As a result,
inappropriate numbers of personnel were being trained: the training did not
directly relate to the johs at which the workers would be assigned; the train-
ing did not guide students through a logical progression and sequence of
knowledge and skills; the training was not in BHCs so that the students
could experience their jobs under supervision; there was no evaluation;
there was no coordination so that changes in the department would result in
changes in training; and there was no continuing education. The medical
schools werz in the Ministry of Higher Education and suffered similar
problems. Most new doctors had never visited a BHC at the time of gradua-
tion.

The BHC Department was almost totally dependent on the Administra-
tion Department for basic support functions pertaining to the BHCs. For
example, recruitment and posting of new personnel was handled entirely by
the Administration Department on the advice of the Transfer Comnmittee, a
committee of senior Ministry officials, of which the Basic Health Services
Director was not a member.

Other ministry departments provided limited support for Basic Health
Services. The Planning Department had little influence on ministry policy
or operations. There was no research-and-development group responsible
for testing innovations, nor any evaluation group to assess activities of the
BHCs.

With this state of underdevelopment of the BHC management systems,
it is not surprising that little was accomplished. A yearly plan was produced,
but it merely summarized inputs. There was no supervisory program. The
statistical reports were inaccurate, arrived 3 to 6 months late if at all, and
were not analyzed in a form to help decision making. Thus decisions were
made largely on subjective grounds, since the staff had little experience in
using objective data for decision making and little objective data to - rk
with.

Work scheduling was ad hoc, and the department responded to
problems—it did not plan to prevent them. The clerks did not know what to
do :n their jobs, so tea drinking and social conversation were the predomi-
nant daily reactions to the anxiety and helplessness that pervaded the office.
The director had numerous other responsibilities and was often absent from
the department for 3 or 4 hours a day.

The Ministry of Public Health (MOPH) was a traditional ministry,
following age-old cultural patterns of management. These patterns caused
all decision making to flow to, and await, the highest person available—
usually the Minister. He made innumerable daily decisions based on a
patron-client system, where petitioners came and presented their cases. He
would dispense advice, rules, and policies on the basis of the oral presenta-
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tions of his petitioners—whether the petitioner was the Deputy Minister, the
Director of Basic Health Services, a sweeper in the Ministry, or someone
seeking travel permission for health reasons.

The Drug-Supply System: The sporadic provision of drugs to BHCs had
roots in the Central Ministry in Kabul. The Administration Department,
staffed largely by elder clerks, struggled with a scattering of decrepit store-
houses and accountability procedures that favored security over access,
hoarding over timely use, and confusion over order. Supplies for BHCs
were periodically issued, based on a fixed list that had long been isolated
from user feedback. While the list was the basis for shipment planning, in
practice shipments were combinations of what could be found in the
storehouses and what arrived from UNICEF and other donors. The result
at the health centers was several years’ supply of some items and inadequate
supplies of others, with no mechanism for exchange or sharing with other
BHCs.

The Parwan-Kapisa Pilot Project

After the Ministry and the team analyzed the Basic Health System, the
Minister pressed for a focused attack on the problems that were limiting
BHC performance in both medical and public-healih areas as well as in
management functions. The question was how te proceed.

During discussions among the Minister, the President of Preventive
Medicine, the Director-General of Basic Health Services, and the team in
early 1974, the idea for a BHC pilot project took form as a means of evalu-
ating many existing Ministry policies and testing the practical limits of the
BHC system for providing access to rural health services. By late 1974, a
pilot project was underway in six BHCs in Parwan-Kapisa, a province
located north of Kabul. Within the project area, a strategy for improve-
ment, consisting of a combination of inputs, was field-tested. This combi-
nation was as follows:

Operations Frequent Regular Adequate
Manuals  + Continuing + Management + Drugs
Education Control

Operational manuals were developed, based on a job analysis of BHC
tasks. Each manual had two major information areas: technical informa-
tion about appropriate medical and public-health activities for the common
problems faced at BHCs and management procedures for the BHC activi-
ties. Manuals were developed for the BHC doctor, the female worker, the
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male nurse, the sanitarian, and the clerk. The manuals defined “‘standard
packages of care” and ‘‘standard m2nagement/administrative tasks.”’ Job
descriptions, divisions of responsivility, and workplans for all BHC
personnel were included. Flowcharts guided workers through the steps of
major health problems. A triage, or ‘“filtering,”” system was developed,
where one staff member determined each client’s chief complaint and
routed him or her directly via a simple color code to the male nurse, the
female health worker, or the doctor. Flowcharts guided workers in the steps
of each standard package.

Frequent continuing education was a second input in the Parwan-
Kapisa project strategy. A team consisting of a doctor, a nurse, a nurse-
midwife, and a sanitarian was developed in the BHC headquarters staff.
They received training in the contents and use of the manuals for in-service
training and became a mobile training unit. Under the supervision of the
Ministry and the team, they trained BHC personnel at the six pilot-project
sites, working in a counterpart relationship with their colleagues.

Regular management control was a third component, and two
approaches to management control were employed: supervision and
improved statistical recording and reporting. The trainers also became
supervisors, and the concept of the mobile-training/supervisory team was
developed. Supervisor checklists were developed for deficiency detection.
Registers and reporting procedures at the BHCs were simplified and devel-
oped so that recording of data was easy and reports could be generated for
headquarters without difficulty.

Adequate dri:gs was the fourth component of the strategy. A revised
list of low-cost generic drugs appropriate for health-center conditions was
developed. UNICEF assisted with the procurement, and the drugs were
prepackaged in Kabul in *‘course-of-treatment’’ units, using sealed plastic
bags with color-coded instructions in written and pictorial form inside. The
nurse and the female health worker had authorized access to prepackaged
drugs for the problems they were trained to dea} with, and they referred
patients to the doctor only when required.

The level of inputs over the course of the pilot project was at an annual
rate of about eight training visits per BHC per year, five supervisory visits
per BHC per year, and adequate drugs. The quality of the inputs was high,
with team personnel plus other foreign advisors from WHO and UNICEF
and senior Ministry doctors all participating. Adequate communications
with Kabul and good transportation were obvious assets.

Results: After 9 months of project implementation, there were strong
improvement in many of the areas tested, as noted in table 2-1. The Minis-
ter was very pleased with the Parwan-Kapisa results, and as word spread
through political channels, he immediately pressed for rapid expansion to
other parts of the country. However, four inputs had been implemented
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Table 2-1

Results from the Parwan-Kapisa Project

Problem Identified in Early 1974

Parwan-Kapisa Results

1. Low utilization of BHCs

2. Underrepresentation of women
and children under age 5§ at BHCs

3. Low population cuverage by
BHCs

4. Poor-quality maternal child ser-
vices

Utilization tripled

Slight increases: females 41 to 47
percent, children 20 to 23 percent.
Most people using BHC live within
4 miles, so over 75 percent of popu-
lation is not covered.

Strong improvement in pregnancy
care at the BHC.

Demand existed for family planning
at the BHC

Strong improvement in assessment
of growth and development using
child care

Modcrate improvement in child-
hood immunizations (50 percent)

Strong improvement in diarrhea care

5. Poor-quality child-care services

6. Poor quality of selccted sickness-
care problems
Improved diagnosis of malnutrition,
but not improved treatment

7. Lack of definition of manage- Worker scheduling implemented
ment/administrative tasks for

BHC workers Patient-flow system implemented

simultaneously: operations manuals, frequent continuing education,
regular management ccitrol, and adequate drugs. Which input or combina-
tion of inputs was most significant? Could diminished levels of inputs lead
to performance changes on a national level? Moving from the province of
Parwan-Kapisa with six BHCs to the rest of the country with its eighty-nine
additional BHCs wouldi surcly force a reduction in the mobile-training and
supervisory rate. Furthern:ore, the new personnel brought in for an expan-
sion effort could not be capected to be as highly skilled and motivated as
Parw.uan-Kapisa staff. How much of the success of the pilot project could be
replicated across the country? These concerns were important to the team in
assessing the results of the Parwan-Kapisa Project.

In addition, the pilot effort had not tested all jobs at the BHC. The
BHC purported to offer sickness care, yet skill enhancement in minor
surgery, orthopedics, obstetrics/gynecology, and selected critical medical
proolems such as meningitis or pneumonia care had not been addressed.
Community public-health activities were not addressed. It was impossible to
test more than a few critical systems in a BHC at a time. Other areas
remained for later years.
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Thus, at the end of the pilot project in mid-1975, the BHCs in Parwan-
Kapisa were much improved, and some systems had been tested for devel-
opment of national-level BHC training and management support. The
project was viewed as a success despite the many areas of uncertainty, and
political pressures mounted to rapidly expand the pilot strategy throughout
the country,

National implementation Strategies

Following the pilot project, the Ministry began to apply parts of the Par-
wan-Kapisa strategy on a wider scale. Three phases can be described:
decentralization of management and training to regions through a Twelve-
Province Expansion Project, expansion of the mobile-training/supervisory
team approach using Kabul-based teams, and the development of regional
centers for training and supervision.

The Twelve-Prevince Expansion: Immediately following the initial results
of the Paiwan-Kapisa Project, the Ministry began to expand this strategy to
forty-one pieviously unaffected BHCs in twelve provinces, which were
divided into four regions centered in Baghlan, Mazar-i- -Sharif, Kandahar,
and Kabul. Whereas only 5 percent oi all operating BHCs were included in
the pilot project, the initial expansion would reach 43 percent of the total.
The plan was to use the operations manuals {revised and improved based on
the Parwan-Kapisa experience), mobile-training/supervisory teams, a
decentralized management-organization pattern to improve BHC perfor-
mance, and the revised drug-supply program.

Many factors prevented this approach from achieving results similar to
those in Parwarn-Kapisa, particuiarly staffing, support systems (which are
both further examined in section 2.C), and politics. On the political side,
decentralization to a regional structure met strong opposition within th :
ministry from provincial health officers. The provincial health officers wer.:
senior doctors who had direct authority over a province and were threatened
by the apparent shift of authority implied by the appointment of regiona!
directors. The provincial job was a prized one, with status, patronage, a
prominent place on the staff of the governor, and focused access to the
Ministry in Kabul. In addition, the regional system did not fit with the usual
administrative pattern of the government. Few ministries have regional
programs, and there was no regioral equivalent to the provincial governor.
As a result, the regional directors were initially appointed, but without staff
or budget.

Although job-authority statements and operations manuals were devel-
oped for the regional directors, explicit authority was not delegated. They
were appointed, sent out, and given job responsibilities, but they were not
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authorized to take corrective actions. They were not given adequate staffs
and had to rely on mobile teams from Kabul to implement the mobile-train-
ing/supervisory component of the Parwan-Kapisa strategy. As a result, the
level of training and supervisory inputs to BHCs in the twelve-province area
was low: 1 training visit per BHC per year and 0.9 supervisory visits per
BHC per year.

Centrally Managed Mobile-Training/Supervisery Teams: The Ministry
staff felt that the Twelve-Province Expansion Project had not adequately
tested the Parwan-Kapisa strategy on a national basis. In 1976, the mobile-
training/supervisory team approach was reinstituted, with all teams
resident in Kabul and traveling to rural BHCs on a planned schedule. A
four-phase approach was planned. Phase 1 was a needs assessment. Phase 2
was training based on the needs assessment, using the operations manuals
and other training materials in a 5-day in-service workshop at each BHC.
Phases 3 and 4 were follow-up supervisory and evaluation visits to assess
changes in performance and to conduct other necessary training, partic-
ularly in community public-health activities.

Sixty percent of all BHCs were visited in phase 1; 47 percent received
phase 2 visits, and 9 percent received phase 3 visits. Two evaluations were
carried out to assess the results.

In October of 1976, the opsrations manuals, a major component of the
Parwan-Kapisa strategy, were evaluated. The results were disappointing.
BHC personnel across the country could not independently use the manuals
at an acceptable level of accuracy. In addition, many could not identify the
correct diagnostic criteria or treatment plans for some common, but critical
problems. BHC workers could not read the manuals themselves after the
S-day training visit and use the manuals appropriately for the range of
topics covered. Something was wrong,

As a result, another evaluation was carried out 4 months later. This
evaluation was more extensive and attempted to assess both the status of
BHC:s and the performance of the mobile-training/supervisory teams. The
results showed that the training visits made a difference in the ability of the
BHC workers to use the manuals, but that great differences existed between
mobile teams in their abilities to communicate information. Many teams
were minimally effective—at least in improving BHC skills during one
S-day training visit. Few BHC workers had any previous experience with
written materials for their own use, and neither manuals nor training visits
alone were adequate. A combination was necessary, including skilled
trainers.

During this phase, visits for management-control purposes reached 134
total visits for a supervisory visit per BHC per year rate of 1.25. However,
only 61 percent of the BHCs were involved in the supervisory experience.
Thirty-nine percent were not visited at all. The scheduling and logistics of
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training teams covering the entire country from a Kabul base were proving
unfeasible for a sustained effort. The drug-supply process was a major
improvement, with a new Central Ministry warehouse functioning well
enough to get the new standard drug lists issued annually, although not in
the prepackaged, course-of-treatment form that had worked so well in the
pilot project.

By early 1977, it became obvious that the centrally managed mobile-
training/supervisory team approach using the operations manuals as a
reference text was not working adequately with the levels of management
skills and inputs attainable at that time.

Regional-Center Approach. During 1975, the Twelve-Province Expansion
Project had been severely constrained by the decentralization dilemma.
However, donors, the team, and the Ministry had concluded that decentral-
ization would be necessary for sufficient numbers of training and super-
visory visits to be feasible for most BHCs. As a result, four regional centers
were planned in early 1976 and included in the second phase of the USAID
health-assistance program. The use of regional centers represented a clear
shift in Ministry strategy, offering preservice training to all workers and
formal in-service training at an attached BHC for each worker in the region
on a twice-yearly basis, and this was supplemented by mobile supervisory
visits and a mobile-training visit to those BHCs in critical need of improve-
ment. Owing to frequent shifts in BHC personnel, the concept of a “‘trained
BHC'' had proved irvalid. Frequent transfers resulted in mixtures of
trained and untrained personnel, and the strategy of offering each category
of worker two courses per year in addition to preservice orientation seemed
more realistic.

In June of 1977, the first regional training center opened in Girishk, a
small town in southwestern Afghanistan. Initially, Girishk had few staff
members, and they were all unskilled in training. It would take all the
Afghan year to improve the numbers and skills of the personnel for the
center to become truly functional in the spring of 1978. For this reason,
mobile teams from Kabul continued to serve other areas of the country as
well as help train the Girishk staff. Even though staff was short in 1977, the
Girishk Center, with assistance from Kabul, offered seven teaching courses
from 2 to 5 weeks in length. Ninety-two perccnt of the BHCs in the region
received one supervisory visit by the regional-center personnel. In addition,
the services at the Girishk BHC improved markedly, and as in the Parwan-
Kapisa Project, visits tripled. The people would respond to good services.

Senior Ministry officials visiting Girishk were pleased with the progress
made, and in 1978, Girishk was approved for an adequate staffing pattern.
To train and manage the twenty-five BHCs in the region, the Ministry
assigned a formal training team, a mobile training team, a mobile super-
visory team, a strengthened statistical and clerical staff, and a full BHC
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staff. A regional warehouse for storage and distribution of drug supplies
was proposed. However, one month into the new Afghan year, the govern-
ment of Afghanistan changed through a violent coup d’etat. All ministry
programs were thrown into chaos, and by the end of summer in 1978, the
regional center began to lose personnel and governmernt commitment. Over
the ensuing months, rural security decreased owing to insurgency, and the
regional activities of supervision and training dwindled to a halt.

Buasic Health Services in 1979, When the Project
Was Suspended

By the time meaningful rural work was suspended, the Basic Health Ser-
vices Department had grown considerably. The number of BHCs increased
by 45 percent, from 95 to 138, by 1979. The number of management and
training personnel increased from one to a staff of thirty-five people in
management areas and fifteen training personnel in 1979. The department
was elevated to a presidency, which increased access to senior decision
makers. The BHSD was recognized for better management compared with
other areas of the Ministry, and other depariments were beginning to adopt
some of the management ideas first used in the BHSD. At the time of proj-
ect suspension, BHSD had the only continuing-education staff for worker-
skill maintenance and enhancement.

However, the management of BHCs—decentralized across a vast
country with few paved roads, difficult communications, and poorly and
inappropriately trained personnel who were neither rewarded nor punished
for performance on the job—was extraordinarily difficult,

The Centers Themselves: In 1979, the planned service population of a BHC
was still 25,000 people, but, as in 1973, the users of the BHC were 2,000 to
3,000 people mostly living within 4 miles or 40 minutes from the BHC.
Access to rural care was broadened because there were more BHCs, but
more significantly, because of the primary health-care programs that had
developed out of recognition of the limitations of any BHC program.

The authorized personnel situation at the BHCs was similar to that of
1973. As before, vacant posts, absenteeism, and frequent transfers were
critical difficulties that had not been overcome. The BHC was still primarily
a medical unit offering care at the BHC to sick people who came there. The
quality of sickness care was improved, particularly in the care of acute
infectious diseases, but BHCs still lacked capability in minor surgery,
orthopedic care, and other emergenicy medical services.

Maternal care was improved tremendously when an auxiliary nurse-
midwife (ANM) was present. The ANM had received the most appropriate
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training of all BHC workers, mostly attributable to the USAID-snonsored
technical-advisory and participant-training assistance to the ANM school.
BHC doctors were still weak in obstetrics and gynecology, although BHCs
werc now beginning to offer some family-planning services, even though
they did not provide IUD insertions or sterilizations. Women still were
attracted to the BHC primarily for food handouts through the World Food
Program, but many BHCs were now requiring medical screening of the
eligible population of pregnant women and young children.

Child care improved. The auxiliary nurse-midwife was a good child-
care worker. She knew how to use the child card to assess growth and devel-
opment, and she could care for diarrhea and respiratory disease.

Overall utilization rates of the BHCs increased and varied according to
local perception of the quality of care provided by the BHC staff under the
doctor’s leadership. The use of BHCs by women and children increased as
health information slowly diffused through the rural population. However,
male usage still predominated. The people still preferred pharinacies, shops,
and indigenous sources of care as their first source of care outside the home,
but the use of BHCs was slowly increasing as quality iniproved.

Community public-health activities remained practically nonexistent.
The BHCs lacked the staff and capability to implement effective
community programs, and they perceived their job as primarily sickness
care and maternal and child health care at the BHC.

Internal BHC management improved. Register books were kept, and
the reporting rate and accuracy was much better than before. The doctor
still did not feel comfortable doing administrative tasks.

Considerable improvements were made in the area of drugs at the
BHCs. The BHCs now had twice-yearly shipments, whereas in 1973 they
usually had one shipment every 2 years. The drug shipments were appro-
priate in type of drug for BHC usage, and generic drug ordering allowed the
Ministry to increase the amounts of drugs given to the BHCs. However, the
drug systems still were incapable of regulating the amount of drugs given
based on the number of services rendered by BHCs. Busy BHCs still ran out
of drugs because they received the same amounts as less-active BHCs. This
was particularly unfortunate if the drugs or fluids were in emergency- or
critical-care areas. However, drug applies were now received regularly, and
the drugs supplies were relevant to the health problems at hand. Supply
timing and quantity were still not triggered by use and demand, but by
standard orders from the Ministry.

Basic Health Services Management and Training Capability. With the
number of BHSD management and training personnel increasing from one
in 1973 to fifty in 1979, (thirty-five in management and fifteen in training),
BHSD management and training capability considerably exceeded all other
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Ministry programs, with the exception of that for malaria. BHSD had
developed considerable experience in planning, scheduling, logistics
management, use of information for decision making, and applied health-
services evaluation. Afghan personnel had moved from a state of nonaware-
ness about many of these management tools to a point of being able to carry
them out with assistance. They now knew what information to ask for, but
yet they lacked sufficient skills to function independently.

Training capability was likewise much improved, especially in on-the-
job training. Afghan personnel now had considerable training and experi-
ence in teaching methods and training administration, especially in field
settings. However, they could not, with confidence, conduct job analyses,
develop curricula to an acceptable level of quality, develop testing mecha-
nisms, or integrate various training approaches into practical programs.

Other Ministry Areas Affecting Basic Health Services: Three other Minis-
try activities had substantial impact on BHS: The Planning Department, the
Administration Department, and the training institutions. Experiences with
the Planning Department, which included Manpower Development, were
among the earliest and most consistent failures of the project; these are
discussed in appendix F. The status of the Administration Department
activities and outcomes is examined in chapter 4.

The project did not encompass work with the basic training institu-
tions, with the exception of the ANM school, which under a separate
USAID subproject implemented by the University of California/Santa
Cruz established and turned out the first trained female health workers for
BHCs. The levels of abilities in those institutions remained woefully under-
developed and negatively affected the performance of BHC workers
greatly.

Drug supply, the responsibility of the Administration Department, was
substantially improved through standardization and limitation of the drug
list, more effective procurement (see the following vignette) and storage,
utilization of competitive procurement and generic nomenclature, and the
procedures of the new Central Ministry warehouse. For BHCs, the entire
system could be supplied within a 3- to 8-month period by 1979. However,
the Administration Department had not developed the capacity to vary
annual requirements by health center, nor to effectively handle requests for
additional supplies. Shortages and imbalances remained very real, and
logistics support more clearly emerged as the major constraint on the
current state of BHC performance.

Drug Procurement

Three successive Afghan governments expressed to the team their concerns
Sfor the cost and adequacy of drug procurement. Initial analysis in 1973
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indicated that the annual wholesale import cost of pharmaceuticals was
equivalent to the total national cperating budget of the Ministry of Health.
Ninety-nine percent of the drugs were imported as brand-name items from
sixty foreign firms, with four firms c¢aing half the business. The fifty
leading drugs accounted for 55 percent of the total money expended. While
two of the fifty leading drugs were available only as patented drugs, the
rest were available generically on the world market.

The Ministry requested that the team assist with the drug-procurement
process, with the objective of improving availability of quality drugs at
reasonable cost for public-health programs. The national formulary was
revised with emphasis on drugs that were effective, safe, and inexpensive;
improved bidding and contracting procedures were developed; and generic
names were used.

Despite the fact that the total drug market continued to increase and rural
people in remote areas continued to indicate that access to modern drugs
was their highest health priority, certain representatives of the drug
industry felt threatened and reacted vigorously. Advertising and detail men
were used to discredit the government’s efforts with the public and medical
community, Consultants working with the Ministry were “‘set up*’ to be
caught in compromizing positions. Overtures were made, suggesting that
the team should work with the Ministry in more appropriate areas. Public
broadsides impugning the motivation of the team and alleging profitable
connections with particular drug suppliers followed.

The president of the local manufacturing subsidiary of a multibillion dollar
European firm requested a meeting with the senior AID representatives
and the team. He indicated that we did not understand what was going on,
that senior officials in the government were *‘involved.’’ For the clincher,
he indicated to the AID director that their U.S. office would contact
appropriate congressmen, and that he ‘‘would do whatever was necessary,
legal or illegal, to protect his company’s interest’’ in Afghanistan. The
AID director thanked him for his candor, assured him that the mission was
proceeding carefully and in accord with the Ministry requests to the team,
and pointed out that procurement procedures being developed by the
Minist-v were no different from those already in widespread use in both
the Unii-d States and Europe.

The Ministry continued its course, the team continued its work, and the
JSirm continued to prosper.

Summary

A great deal of effort was expended over a 6-year period to understand the
practical limits of the Basic Health Center system and improve its perfor-
mance. As the major rural health-services activity (until interest in alterna-
tive health-delivery systems began to extend government efforts beyond
fixed institutions), BHCs underwent major improvements in the 1973-1979
period. At the same time, they were being recognized as more limited in
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their direct reach than previous plans had acknowledged; BHCs were taking
on new importance as training and referral points for the village programs.

C. Findings from the BHC Development Program

The experience of Ministry personnel and their team colleagues resulted in a
series of findings of iniportance to the development of Basic Health Services
in Afghanistan. These findings and recommendations are discussed in the
following paragraphs in five categories: drug supply and logistics,
incentives, the complexity of Basic Health Services, training for rural work,
and lessons in management control. They are listed in approximate order of
importance to a health system in Afghanistan’s current state of develop-
ment. The first three are discussed elsewhere and are only restated here for
completeness.

Drug Supply and Logistics

Drugs are perceived by most health workers and consumers as the essence of
effective modern medicine. While often ignored by health decision makers
as a rather pedestrian topic, drugs are the most expensive, controllable item
in the health budget and are the substrate upon which most first-line rural
health services are based. To be without drugs means no credibility for
providers and no consumers for most health services. Early and sustained
attention is merited to drug procurement and use in any rural health system.

Incentives

Financial reward, continuing-education opportunities, prospects for ad-
vancement, and recognition by peers are incentives that may help moti-
vate rural health workers over the long run. It is unrealistic to expect sus-
tained good performance under difficult conditions from anyone who is not
rewarded for it. Projects that employ unsustainable incentive structures (or
none at all) are destined to fail or mislead health decision makers looking
for solutions to large-scale rural health problems.

The Complexity of Basic Health Services

The only thing basic about such health services is the name, which is usually
misleading. The attempt to funnel any number of health- or development-
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related social services through understaffed, ill-supplied, scantily trained,
poorly rewarded, and often forgotten peripheral health centers is predes-
tined for failure on any large scale. Appendix D examines this topic in an
illustrative way; the essential point is that workers can be expected to per-
form only a limited number of tasks up to standard. Health programs face
the choice of selecting priority tasks on which limited resources will be
focused or pretending to cover all tasks and accomplishing little beyond the
disillusionment of workers and clients.

Lessons Learned in Training Rural Health Services Workers

Three major areas will be described: the use of operations manuals, the use
of mobile teams, and the development of training capacity.

The Use ¢f Operations Manuals: Basic Health Center Manuals to serve as a
reference for all health-center personnel constituted one of the major in-
puts to the origiral improvement strategy used in the Parwan-Kapisa Pilot
Project. Distributed to each worker, in different editions for different job
categories, the manual outlined job descriptions, divisions of responsibility
ard workplans, and presented clear guidelines for action via flowcharts for
the medical/public-health problems and management-administrative func-
tions a given worker was expected tu handle.

The manuals, in conjunction with the frequent continuing education at
eight visits per year, were learned by the BHC workers involved in the pilot
project. However, later evaluation curing national expansion was disap-
pointing. Much poorer understanding of the manuals was demonstrated
after the 5-day training visit, which was the most that could be sustained on
a national scale. What were the reasons for this?

The manuals contained too much material for workers to learn either
by reading themselves or in conjunction with 5 days of training. Even the
doctors, with many years of previous education, suffered from weak
reading skills and lack of familiarity with *‘textbooks’’ of this nature. Many
other workers had never used written training materials of their own before.
The training time was too short and the content was too long.

The difficulties in learning the manuals pointed out the problems of
trying to achieve basic skills in a continuing-education setting. It was
impossible for workers to learn these manuals to the skills level of indepen-
dent implementation in short periods of time. Experiences in the Auxiliary
Nurse-Midwife School, where the manual became an integral part of the
curriculum, demonstrated that students required 5 to 6 months to master
the manual in a school environment. Experience suggested that a graduate
auxiliary nurse-midwife would require a minimum of 235 hours of instruc-
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tion or about 39 teaching days to learn the skills to a level of independent
implementation. The continuing-education approach to the absorption of
large masses of material in a short time was an inadequate strategy.

The Use of Mobile Continuing-Education Teams: Frequent continuing
education was an integral part of the Parwan-Kapisa Project, with workers
receiving about eight visits per BHC per year on an annualized basis. After
Parwan-Kapisa, the training-visit rate could not be maintained at such a
high level; three alternative approaches were considered: formal courses in
Kabul using specialists in the areas of interest (nutrition, family planning,
and so forth); training centers based in the regions offering preservicc
training, formal courses, and mobile training; and mobile training alone.
The first alternative was ruled out because the specialists had no rural
experience or were not knowledgeable about how to operate health-services
programs. The second al‘ernative was selected, but only became operational
9 months before the change of governments. In effect, mobile training
teams became the predominant training mode.

Besides the inadequate training time, three other factors hindered
mobile continuing-education tcam cffectiveness. The first was inadequate
numbers of training nersonnel. Two to three times the number of training
teams would have b.en necessary to achieve a level of one training visit per
BHC per year, which still would have been insufficient, since the learning
time was too short and the personnel transfer rate (often exceeding one
transfer per year for doctors, male nurses, and sanitarians) was too high.
Figure 2-1 illustrates the average number of training visits that occurred
over the life of the project.

A second hindrance to mobile continuing-education team effectiveness
was the inadequate skills of the trainers. Those available were experienced
at ‘‘hands-on’’ practical on-the-job training, but lacked well-developed
training plans and schedules of what to teach. They would often spend con-
siderable time cleaning up BHCs, which was relatively nonthreatening to
BHC personnel, but allowed skill development in medical/public-health-
management/administrative areas to suffer.

The third hindrance to mobile continuing-education team effectiveness
was poor attitudes on the part of some BHC workers. Unfortunately,
worker attitudes are usually formed during basic training. The basic train-
ing schools, with the exception of the ANM school, did not foster positive
attitudes about rural health work and did not train people with rural work
in mind. Worker receptivity to training was often marginal, especially that
of the BHC doctor, who was the primary opinion leader.

Mobile training can be useful

1. To upgrade existing skills in the work environment
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Figure 2-1. Average Number of Training Visits per BHC per Year

In conjunction with other training approaches

As an aid in recruitment

Where length of training is not so long that costs are prohibitive

When length of training is not so long or frequent that trainers become
discouraged about being away from their normal environment
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However, mobile training is a difficult approach for training workers in
many new skills, and therefore, it is ineffective as a basic training device.
Mobile training is useful in conjunction with other training approaches. The
trainers can teach workers in two ways: they can introduce new material to
workers through didactic presentations which they can immediately help the
workers implement in their own work environments, and they can make
on-the-spot corrections of poor or inappropriate work habits based on
incomplete understanding of existing skills. Both these advantages are
major ones, and observation of the worker i his environment is necessary
to plan training programs—whether or not training itself occurs there.

However, many skills can be learned in a fixed training setting where
the student’s work environment is adequately simulated. For example, to
train for BHC work, a training institution can be located at or near BHCs,
where the student will work under supervision.
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In considering whether or not to utilize a mobile training approach, it is
important to list the skills to be taught and divide them into two groups.
Group 1 skills can be adequately taught in a fixed institution. These include
individual skills for which motivation is not a problem and which students
can implement in their work environments without direct supervision.
Examples include the application of casts, minor surgical techniques, and
medical therapies such as oral rehydration.

Group 2 skills require direct supervision in implementation and hence
at least a mobile component. A common situation requiring grcap 2 skills
occurs when workers must work as a team, with each having part of the
skills required to complete the task. Common examples are program-devel-
opment skills: how to plan and implement a community-immunization pro-
gram, or how to implement a new BHC record or triage system.

An important advantage of mobile teams is recruitment. Certainly, in
Afghanistan, the dai would not travel far from home, and it was necessary
for the training to *‘go to the student.’’ Male village health workers were
more comfortable closer to their homes and would more likely travel to a
fixed regional training center if one was available.

The disadvantages of mobile training include financial costs, which are
a result of its low efficiency, and the hardship imposed on the mobile
trainers. In Afghanistan, living and teaching in the rural environment is not
easy, and accommodations are sparse. The dai trainers, being women, had
difficulty in traveling beyond their working environments (women in rural
areas are mostiy restricted to their homes, and the trainers did not want to
alienate the village leaders). In these situations, trainer morale suffers when
length of training or periods of time away from home become =xcessive.

The dai program, for example, was the longest with 2 to 3 weeks of
recruitment and 5 weeks of training. Teacher morale was improved once
recruitment was done separately and the teams were in the field for only 5
weeks at a time. In Afghanistan, 4 to 5 weeks at one time and 50 to 60
percent total work time in the field was the maximum tolerable. Personnel
performed better and tended to stick with the program if not more than 40
percent of time was spent away from home.

Recommendations for Planning and Implementing Continuing-Education
Systems for Rural Hzalth Services: Continuing education can supplement
information and skills learned in basic training courses and can prevent
decay of skills previously learned. It cannot substitute for inadequate basic
training, where inappropriate subject matter is taught and poor attitudes
are formed.

Continuing education requires the development of an overall training
plan that includes training objectives, planned learning experiences, varie-
ties of training methods, lesson plans, testing, adequate numbers 0. per-
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sonnel, and adequately skilled personnel. This may require development of
a Coatinuing-Education Training Unit to which workers are assigned full
time.

Students cannot usually use a textbook without being trained with it.
Learning the manual requires training courses. If the manual is given
without prior training, workers do not understand its contents to a point of
independent implementation. Each worker should be trained at least twice
yearly. One training session should emphasize subject matter and imple-
mentation skills and is best done in groups to share experience. The other
training session can be at the BHC, where trainers assist in implementation
and observe workers for skill decay.

Workers who share tasks should be trained together. Managers and
workers should share common subjects, but have special lessons that help to
define their relationships.

Training teams require at least one supervisor for each five teams, and
training teams should receive training at least twice yearly with emphasis on
improvement of skills in technical areas of training: job analysis, develop-
ment of training objectives and a training plan, curriculum development
(using the objectives and designing learning experiences to serve those
objectives), testing, and training administration.

Adequate advisory and consultant time must be planned to develop the
basic skills of the trainers. Curriculum development, in particular, is a
complex skill. Trainers require abcut 3 months to learn to perform this skill
under supervision. Up to ancther year of supervised curriculum-develop-
ment writing, field testing, and revisions is needed before trainers can
develop effective curricula independently.

Trainers are specialists and should not be readily transferred to differ-
ent kinds of work. A Career Development Program should allow trainers
vertical career movement in the training field if they perform well.

Developing BHC Management-Control Systems

‘““Regular management control’’ was one of the chief elements of the suc-
cessful strategy used in Parwan-Kapisa to improve BHC performance. All
BHC:s individually and the system as a whole suffered from poor manage-
ment: inadequate personnel policies did not reward or punish performance,
and inadequate management-support systems within the Basic Health
Services and other parts of the Ministry impeded rural health development.
A large diverse Ministry with 7,000 personnel existed with an almost total
absence of management skills. The following paragraphs discuss experi-
ences in three BHC areas: personnel, supervision, and information systems.
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BHC Personnel: The management of BHC personnel was most visible in
the continuing and recurring vacancies in BHC posts. These vacancies
resulted primarily from two factors: shortages in personnel available and
frequent transfers between posts. The transfers signified a general dissatis-
faction among workers with living in rural areas; their goal was often to get
position closer to Kabul or to their homes and families. Although Ministry
rules mandated a 3-year tour before transfer, table 2-2 indicates that this
was not enforced.

Much of the absenteeism could be traced to the pursuit of transfers,
and workers who came to Kabul wouid plead their cases before anyone who
would listen—even the team, who had no role at all in staff placement.
Doctors, male nurses, sanitarians, and lab technicians were fairly successful
at this, while the female workers and the vaccinators, coming from the areas
in which the BHCs were located, tended to stay there.

What incentives were tried? Free living quarters as an incentive for
rural work were gradually acquired, and in 1978, a rural pay differential
was developed so that BHC staff in hardship posts received significantly
higher pay. Unfortunately, the pay was not related to performance and
therefore will not serve as an incentive for good work.

Almost all BHC workers supplemented their incomes through some
kind of private service in the medical field. The doctor had a private prac-
tice; the male nurse also nad some private patients; the female health
workers charged for deliveries; and the vaccinators were fee-for-service
injectionists in their off hours. Some BHC workers felt that it was not in
their interest for large numbers of patients to come to the BHC—it was
better if patients came after hours and paid for the service.

Additional incentives in the form of graded continuing-education
opportunities are necessary and require more organization and consistency
of personnel policies than were feasible at the time.

Supervision in Basic Health Services: Development of supervisory capabil-
ities did continue with personnel receiving on-the-job training; additional
personnel were assigned, and three Afghans were sent for management
training in the United States in the first year. A regional officers’ manual
was developed to include supervisory-system objectives and methods.

While this regional element was slow in materializing, supervision for
BHCs in the national expansion area had some effects: management/ad-
ministrative systems that improved within 1 year included worker schedul-
ing, allocation of work among BHC staff, the patient-flow system, doctor
supervision, and recording and reporting. Many areas were not addressed,
including financial management, personnel management, and coordination
of supply and equipment with other parts of the MOPH. The analysis and
use of BHC data improved in the first year and then declined; Ministry
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Table 2-2
Average Time Posted at BHCs

Average Time Posted

Pasition (Months)
Doctors 8.3
Male nurses 10.9
Auxiliary nurse-midwives 19.3
Vaccinators 22,6
Sanitarians 9.7
Laboratory technicians 7.2

personnel did not know how to use reports and field data for making deci-
sions. This work was perceived to be tedious and unproductive, and they
did not keep it up.

Moving trained supervisory staff from Parwan-Kapisa into the national
expansion area precipitated the decline in performance among the initial
BHCs. This observation highlighted the problem of inadequate numbers of
supervisory personnel. Supervisory visits were never frequent with the
continual expansion to BHCs in wider areas. It is clear that the BHCs did
not receive regular management attention. As a part of the incentive and
career-path plan, many members of the supervisory tcam staff were
scheduled for training in public-health management and were trying desper-
ately to improve their English-language capability through English classes
in Kabul. They did not go to the field, but under Ministry rules, they could
not be replaced while still in Afghanistan. Consequently, the supervisory
visits suffered.

What is the minimum number of supervisory visits per year for effec-
tive supervision? Five visits a year achieved significant changes in perfor-
mance at BHCs in conjunction with continuing education. As an estimate,
it would seem that quarterly visits to BHCs should be a minimum input for
successful management control.

The mobile teams could do a good job of supervision by following
checklists. They made on-the-spot corrections of easily remedied deficien-
. cies, and they wrote reports to the Director of Basic Health Services based
on their findings. The supervisory teams were excellent at finding deficien-
cies at the BHCs.

However, once the supervisors returned to Kabul, problems began.
Supervisory reports were not structured in an information-giving format,
and personnel did not know how to analyze them. Consequently, in most
cases, they did nothing. A follow-up system for analysis and action in the
Central Ministry was lacking.
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As a result of difficulties in correcting deficiencies, it was virtually
impossible to maintain a sustained interest in trying to improve the BHCs.
In turn, the supervisory teams and the BHCs themselves became skeptical
about the Ministry’s ability to respond to their needs, with a consequent
detrimental effect on motivation and performance. Supervision without
mechanisms for remedial action is self-defeating.

Information Systems: As the stock-in-trade of modern managers, infor-
mation systems were an early and continued component of the project and
interest of the team. Whereas special-purpose information-system activi-
ties—for example, the rural health surveys and drug-procurement and
financial analyses—played a central role in the project, routine information
systems did not, with the single exception of supply and logistics. Although
considerable effort was expended on the development of routine and annual
workplanning procedures, for example, none of them ‘‘took.”” Ministry
managers were not accustomed to relying on such information, and deci-
sions were more often made on impressionistic and interpersonal grounds.

While information systems have important roles to play in rural health-
services development, priority for their development should be based on
potential use, which may well differ from what the outside view might
expect.

Recommendations for Planning and Implementing BHC Management-
Control Systems:

1. The frequency of supervision visits must be at least quarterly, and at
least double the frequency of personnel transfer to have any effect.

2. The ratio of BHCs per full-time supervisory equivalent team should not
exceed 20:1 for quarterly supervision.

3. Supervision for deficiencies that cannot be corrected rapidly becomes
counterproductive. Delay supervision until at least a minimum number
of corrective systems are functioning adequately.

4. In developing new maragemsznt-control systems, develop corrective
systems at the same time or ¢head of the deficiency-finding systems.

5. If corrective systems are in other departments, ensure coordinating
linkages with trained personnel assigned in each department.

6. Develop effective positive and negative incentives based on perfor-
mance. Use the incentives to reward good work and to punish deficien-
cies caused by poor motivation.

7. Do not punish deficiencies caused by lack of skills. Train tirese workers
instead.

8. If deficiencies cannot be corrected, make training visits, not super-
visory visits. The BHC is a semiautonomous unit, and programs should
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be limited io those which are demanded by the population and which
the BHC staff enjoys performing.

Expect a 3- to 5-year time period for new management-control systems
to be effectively developed.

Routine reporting systems may be slow to be used; concentrate on sub-
systems or procedures that show results quickly to build a positive
experience with information systems.

Supervisors and consultants should expect to have to do the analysis,
make the displays of information, and write the reports for 2 to 3 years
until the entire process is routinized.

Adequate technical-consultant resources are necessary for all aspects of
deficiency finding and deficiency correction in planning management-
control systems.
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Traditional Village Midwives. A group of Afghan deis during a break in their training. The 5-wee
course enables them to provide basic services in young-child care, family planning, prenatal care,
and hygienic deliveries.
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Beyond the BHC:
Development of
Primary-Health-Care
Programs

Steven L. Solter,
Peter N. Cross,
and John W. LeSar

Village Vignette

Gul Jan was worried this time. His two-year-old son, Ahinad Shah, had
never been this sick before; he had a cough that would not quit, a high
JSever, and a dull, far-away expression so different from his usual happy
laugh. Gul Jan's wife, Bibi Khanom, had already tried everything that was
available in the village. She had first given her son some old, left-over
tablets that she had gotten a year ago for ‘fever.”’ When that did not seem
to help, she had consulted her cousin, an untrained village midwife who
had raised seven children. The cousin’s advice was to stop giving the child
any *‘cold”’ foods, especially yoghurt or meat. When Ahmad Shah still
Jailed to improve, she asked Gul Jun to take the boy io Mulleh Safruddin
in order to get a tawiz, or amulet with holy words from the Koran placed
inside. But Ahmad Shah continued to get worse, despite the tawiz.

Gul Jan tried to think of what else he ceuld do. Since it was winter, it
would be very difficult to take Ahmad Shch to the nearest doctor at the
Basic Health Center in Anderab. Anyway, who could be sure that the doc-
tor had not gone to Kabul or maybe the Health Center was “‘in-between’’
assigned doctors. There was always the pharmacy in Anderab, of course,
but how much did the pharmacist know about curing cough and fever? If
the bus could make it through the snow, he would have to pay 80 Afghani
(about $2.00) just for round-trip transportation. If the bus could not get
through, that meant 6 to 7 hours trudging through ice and snow with a sick
two-year-old.

Meanwhile, Bibi Khanom was trying to comfort the boy and keep him
warm. Even though he was thirsty, she felt it was important not to give him
too much to drink, especially any *‘cold"’ liquids. The water she did give
him, however, came from the nearby jui (irrigation ditch). Since the water
Sflowed coatinuonsly, Bibi Khanom knew it was safe to drink.

The situation began to appear desperate to Gul Jan. He was convinced that
Ahmad Shah would die unless he received help soon. But what could he
do? Finally Gul Jun made a decision. He would take Ahmad Shah directly
to Kabul and find one of the big gleaniing new hospitals there. If anyone
could help Ahmad Shah, a doctor in Kabul should be able to.

Postscript: Ahmad Shah died shortly after reaching Kabul, The doctor said
it was pneumonia and that Gul Jan had come too late.

39
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A. Introduction

The Basic Health Centers of rural Afghanistan, even if increased in number
and improved in quality, are incapable of providing easily accessible pri-
mary health care to the 85 percent of Afghanistan’s population living in
remote villages. The surveys conducted by the Ministry and the team in
1974-1976 demonstrated unequivocally that utilization of Basic Health
Centers was to a very large extent by villagers living within a 10-kilometer
radius. The question remained: What do we do about the majority of the
population living more than 10 kilometers from a center?

These rural people, for whom the closest center is still too far, rely for
their health care on a system of indigenous practitioners and traditional
remedies. In the town bazaar, and less often in the villages, there are
hakimji (traditional practitioners), mullahs (holy men), injectionists, bar-
bers, dais (traditional midwives), dokhandars (shopkeepers), atars (vendors
of herbal medicines), and pharmacists to provide a variety of services.
Nonetheless, no Western-style curative care is available for the many com-
mon ailments {hat beset this rural population, and more than one-third of
Afghan infants die before reaching 5 years of age.

Clearly there is a need for the development of new approaches to pri-
mary health care, approaches to complement the existing BHC system and
extend the provision of care beyond its confines. During 1975 and 1976, the
Ministry began to consider alternative programs in the context of (1) its
technical and managerial capacity to sustain new approaches and (2) the
external environment in which it operated.

The Ministry was aware that real constraints existed in its ability to plan
and to staff whatever programs were likely to emerge. There was a hesitancy
among senior officials to accept responsible roles in health planning because
these were seen as high-risk positions that had significant potential for
visible failure as well as conflict with other Ministry departments. Man-
power-development problems remained another important deficiency in the
Ministry’s capacity to develop and sustain new programs. Furthermore,
limitations of government funds made it clear that a primary requirement in
health-system design was the minimization of direct government operating
costs. For these reasons and others, the management team took an active
role—and many of the risks—in the planning of an Alternative Health
Delivery System (AHDS).

Feasibility considerations in the development of a new program
involved a survey of current activities in rural areas. Several successful
‘‘vertical’’ health programs operated independently in Afghanistan: 900
malaria-surveillance agents took blood smears from villagers and provided
some follow-up; mobile mass-immunization teams (originally smallpox vac-
cinators) had been very effective in serving remote areas; and rural water-
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supply programs alsc were administered with varying degrees of effective-
ness. Other programs with impact in rural areas operated through the
Ministry of Education, the Ministry of Agriculture, the Rural Development
Department, and the Military. They offered potential for coordination with
health initiatives, although the current administrative climate favored dis-
tinct and separate functioning.

In this setting, the Ministry arrived at several alternatives for considera-
tion in extending primary health care beyond the BHC. These included the
following:

Building more BHCs or subcenters. This alternative required a very
high initial capital cost for constructing the centers as well as very high
recurring costs for staffing, supplying, and maintaining tb-: centers. A
basic constraint was that the Ministry was not adequately staffing or
supplying its existing health centers. Building more centers would only
exacerbate the problem.

Training existing government health workers (especially malaria and
smallpox workers) to deliver primary health care in villages. This
option was seriously considered by the Ministry, but rejected because of
the fear that these workers might neglect some of their critically impor-
tant duties in immunization or malaria control. The Ministry recog-
nized that once malaria or smallpox field workers could legally dispense
drugs, nothing else in their new job descriptions would have much
“appeal.

Another approach considered by the Ministry involved using village
schools for an intense health-education and health-promotion cam-
paign. However, village schools were administered by the Ministry of
Education, and interministerial cooperation has always been very diffi-
cult to achieve in Afghanistan. Also, any village-school program would
not directly involve mothers and their children under 5—the mgcst vul-
nerable groups and the highest priority for any village health program.

A fourth alternative was to train already existing indigenous practi-
tioners at the village level.

A fifth and final major option that was considered by the Ministry was
to have villagers choose someone from among themselves (not neces-
sarily a traditional healer) to be trained as a village health worker

[VHW].

Obviously, these alternatives were not mutually exclusive possibilities.
All of them were explored, and within two years, the Ministry had devel-
oped the information necessary for planning Alternative Health Delivery
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Systems (AHDS) using the fourth and fifth strategies. The limits of the
BHC system were known; surveys had established what the rural health
environment was like beyond the reach of current Ministry programs; the
pitfalls in and potentially improvable aspects of central management sys-
tems were known; and financial constraints were understood. Table 3-1
summarizes the salient facts and implications underlying the AHDS strat-
egies.

Recognizing the potential importance and uniqueness of the diverse set-
tings—cultural, economic, and geoclimatic—encompassed by Afghanistan,
the Ministry elected to test two approaches in different settings in a phased,
sequential fashion. The village health worker approach was the first chosen,
for three reasons: (1) there was demo. strated rural interest, and it promised
to provide new local jobs for local people; (2) the Ministry realized that
foreign donors (such as WHO, UNICEF, and USAID) were very interested
in this kind of program and donor money was available; and (3) there was
no existing model or tradition, and hence limited internal resistance could
be expected. Indigenous practitioners, dokhandars, and pharmacists were
all established images, good or bad, and therefore had both advocates and
adversaries at a time when the Ministry was primarily interested in protect-
ing these first steps from preformed opinion.

The VHW would be concerned chiefly with curative medicine, environ-
mental health, immunization, and hzalth education. To handle maternal
and child care, it was decided to offer training to the traditional village dais
(traditional midwives), who were already practitioners in their villages. This
was the first time in Afghanistan that a categorv of traditional practitioners
received official recognition from the government. The VHW and the dai,
working ideally as a team, would together serve the basic health needs of the
rural area.

The proposed AHDS were presented first to the Cabinet and then pub-
licly as the first of a series of trials of different models. The program
offered (1) an innovative combination of government resources for initial
training and village self-support for continued operation, and (2) a flexible
adaptive approach, acknowledging that different models might well be
called for in diverse areas of the country. The Village Health Worker Pro-
gram is discussed in section 3.B, the Dai Program in section 3.C.

B. The Village Health Worker Program
Steven L. Solter and Peter N. Cross
Introduction

The Ministry of Public Health first considered the idea of village health
workers (VHWs) in the fall of 1973, when MSH arrived in the country.
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Table 3-1

Facts to Be Considered in Alternative Health-Delivery-Systems Planning

Facts

Implications

1. Majority of the rural population
lived beyond 6 to 10 km or { hour
travel-time radius of BHC service.

2. The Ministry had limited ability to
provide trained manpower.

3. The Ministry did not have the
financial capacity to provide free
health services to the entire popu-
lation,

4. The drug-supply logistics system
could be improved slowly.

5. Rural Afghans:

BHCs could at best serve from one-
quarter to one-third of the rural
population.

Any new AHDS should not rely on
highly trained personnel such as doc-
tors, nurses, and nurse-midwives.

No fixed government-operated facili-
ties were likely beyond the BHC level
for the indefinite future.

The AHDS should be largely self-sup-
porting,

Basic drugs could be supplied to BHCs
and to a slowly expanded AHDS.

Rural interest in supporting local

Were very interested in health health agents trained by the Ministry
and pursued multiple avenaes of would be sustained.

care. Rura! Afghans would be willing to
Were interested in having local transfe: some of their current health
residents trained as health expenditures to pay for services of new
agents. local health agents and for drugs pro-
Already invest a lot of their own vided by them.

resources secking health care,

Desired local access to modern

medicines more than physicians

or hospitals.

Early discussions between high-level MOPH officials, including the
Minister, and management team advisors suggested that the only way
Afghanistan could provide accessible primary health care to the majority of
its population (living in 23,000 villages, many of them very remote) was by
training large numbers of VHWs. But this was not an idea easily acceptable
to senior Ministry staff.

Most high-level Ministry officials at that time were physicians who had
graduated from an Afghan medical school and who had had relatively little
experience either outside the country or, being urban elite, with village
health problems within Afghanistan. The central idea of the VHW—that
villagers choose someone from their village with minimal education to be
trained in a brief course in a nearby BHC and return to the village to treat
common medical problems and provide basic health education—was a con-
cept foreign to Afghan doctors and Ministry officials and was not immedi-
ately welcome. Gradually, as the Chinese “barefoot doctor’’ became better
known, as Afghan Ministry officials were invited to conferences on village
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health workers (such as the one held in Shiraz, Iran, in 1975), and as
WHO’s position supporting primary health care became clear, the atmos-
phere in Kabul grew more supportive of the idea. Although some misgivings
and grave doubts persisted, the MOPH fully realized by early 1976 that the
major international donors (such as AID, WHO, and UNICEF) were firmly
committed to extending health care to villagers through the use of VHWs.

Thus, in the spring of 1976, the Ministry and AID decided to support
several ‘‘experiments’ in creating Alternative Health Delivery Systems
(AHDS) in the MOPH. A three-province survey conducted in Baghlan,
Ghazni, and Helmand provinces between August and October 1976 docu-
mented the degree of interest, as well as the specific suggestions, of 723 ran-
domly selected adult villagers living in seventeen different villages through-
out the three provinces. Of the villagers interviewed, 90 percent felt that a
VHW program was feasible for their own village. The majority of villagers
interviewed believed that villagers themselves should select their own
VHWs. The majority of respondents also felt that VHWSs should be literate
and could be either male or female.

Although the results of this large survey did not seem to particularly
interest most MOPH officials, the fact that the great majority of villager-
supported the idea of VHWSs was useful information for those few individ-
uals in the Ministry who were interested in the program. The data provided
a means to counter objections to the VHW concept that were frequently
raised, for example, that “‘the villagers will never accept such a poorly
trained, low-level health worker.”’ Rather than providing only ‘‘objective”’
information to help decision makers arrive at rational decisions, surveys in
Afghanistan supported various factions in the political decisions they made.
This survey was thus used as a post facto means of justification for the new
VHW concept.

Once the MOPH was convinced that a VHW Program should begin, it
sought and obtained approval from the Afghan cabinet in April of 1977.
Consent was given for a prcgram to train 1,500 VHWs throughout the
country by 1982. These 1,500 VHWs would provide basic coverage for only
about 10 percent of the rural population. Funds for training, per diem, sup-
plies, and each VHW’s initial stock of drugs would come from UNICEF;
technical assistance was provided by AID through its contract with MSH.

Cabinet approval was not as difficult for the Minister to obtain as the
team feared. The MOPH was considered a ‘‘technical’’ Ministry, capable of
making ‘‘technical decisions’ on its own. Furthermore, since the VHW
program was to take place almost entirely in villages and did not conflict
with the interests of other Ministries, it was politically acceptable and there-
fore passed without significant opposition.

So the VHW program was underway. The first group of eleven VHWs
completed training in May of 1977; between that time and January of 1979
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(when the program ended), a total of 137 VHWs were trained. The manage-
ment team concentrated its efforts toward solving the operational problems
of the expanding program in an attempt to ensure its survival. The new pro-
Soviet government that took power in Kabul in April of 1978 decided to
eliminate the VHW program for political rather than technical reasons.
New advisors urged the Ministry to stop training workers similar to the Chi-
nese ‘‘barefoot doctors.”” They argued that health workers similar to the
Soviet feldshers should be trained instead. Despite the fact that feldshers
were inappropriate for providing health care to Afghan villagers (since they
came from the city, were not chosen by the villagers, and were based in fixed
health facilities located at a great distance from many villages), the MOPH
decided to accept the Soviet advice.

In September of 1978, there was an International Conference on Pri-
mary Health Care (sponsored by WHO and UNICEF) held in Alma Ata,
U.S.S.R. The leader of the Afghan delegation was the Deputy Minister of
Health, an inexperienced 26-year-old nephew of the then Foreign Minister,
and later President Hafizullah Amin. It is interesting to note that prior to
the Alma Ata meeting, the Deputy Health Minister was a strong public sup-
porter of VHWSs. When he returned from the meeting, he was determined to
destroy the program, even at the risk of alienating international donors. It
appears that while at Alma Ata, the Deputy Minister was persuaded to
abandon a program that smacked of Chinese origins.

Such was the determination of the new Afghan government’s health
officials and their Soviet advisors that MSH, USAID, UNICEF, and WHO
were unable to save the VHW program. Discussions within the MOPH of
increasing the number of trained YHWs from 1 ,300 to 15,000 were curtailed
and the possibility of Afghanistan being onc of the first developing coun-
tries to provide accessible primary care to the majority of its population had
to be abandoned for the forseeable future.

This, then, is the short history of the team involvement in the training
of village health workers. A major evaluative effort had been scheduled for
1979 which would have documented the extent to which Afghan VHWs
were able to influence villagers’ health knowledge and health practices. This
would have been achieved by a repeat survey planned to follow-up the base-
line survey conducted ir Ghazni province in 1977. In the baseline survey,
the health knowledge and health practices of villagers living in areas where
there would soon be a VHW were compared with those in areas where there
would be no VHWs. Thus a follow-up survey could observe whether VHWs
themselves were responsible for any improvements in health knowledge and
health practices among their fellow villagers. In audition, much more infor-
mation would have become available on drug flow and VHW usage. Fol-
lowing a fuller explanation of the VHW program, existing data concerning
VHW performance, will be analyzed.
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VHW Program Development: Defining the VHW Role

Once the political decision had been made to go ahead with a VHW Pro-
gram, the team suggested that interested MOPH officials meet on a regular
basis in order to decide who these workers should be and what they should
be trained to do. Beginning in October of 1976, a series of informal *‘lun-
cheon”’ meetings was held in which specific aspects (such as recruitment and
selection, training, supervision, supply, continuing education, and evalua-
tion) were discussed. In retrospect, a number of hotly debated and impor-
tant decisions were made at these meetings that had a profound influence
over the future of the project. Each decision was ultimately made by con-
sensus, so that every individual attending the meetings had to make a num-
ber of compromises, but MOPH officials were responsible for all final
decisions.

How Would the VHWs Be Chosen? It had already been decided that
VHWs would be selected by their villages, but there remained several
options as to guidelines for selection. The MOPH could insist that all
VHWs chosen by villagers must ve already practicing traditional healers.
This would have two major advantages. If only indigenous practitioners
could become VHWs, then Afghan doctors would be less likely to oppose
them, because their training would merely enable them to do better that
which they have already been doing anyway. The second advantage would
be the fact that villagers were already visiting them for health reasons, and
their upgraded status would simply help them be more effective in changing
health habits. There would also be disadvantages in requiring VHWs to be
former traditional healers. For one thing, it would greatly limit the freedom
of choice of villagers. In addition, traditional healers could be reluctant in
many ways to make fundamental changes in their practices: a barber who
has made his living by doing minor surgery for 30 years may not readily
adjust to a different philosophy of health care.

The second option was to allow the villages complete freedom to choose
anyone they wanted to be their VHW. This, of course, could result in close
relatives of village leaders being chosen. However, this would allow vil-
lagers to take a more active role in making thos¢ decisions which affected
their lives.

The third alternative was to strongly suggest to villagers that a tradi-
tional healer be chosen as their VHW, but not make it compulsory. Also
considered a strong contender for the VHW role was the local village shop-
keeper, or dokhandar. Unlike many government-supplied institutions, the
private dokhans (shops) were nearly always stocked with the things people
wanted to buy. The dokhandars knew how to maintain their supplies, were
centrally located, were open long hours, and could be trained to give hralth
advice and sell basic drugs for common conditions.
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The MOPH finally decided to leave the ultimate VHW choice com-
pletely up to the villagers. Whether they chose a traditional healer, a dok-
handar, or anyone else was their decision.

Setting Minimum Qualifications: Several issues had to be clarified before
rational minimum qualifications for VHWs could be determined. First of
all, if the villagers, or the “‘village committee’ elected by them, were
responsible for selecting their VHW, than any a priori minimum qualifica-
tions that might be set by the MOPH would interfere with the villagers’
freedom to choose. However, if each village chose whomever it wanted
without paying attention to minimum standards or criteria, was there then a
risk that the Khan’s feeble-minded son might be chosen? Furthermore,
without a requirement for literacy, for example, each VHW class might
consist of both literates and illiterates, greatly complicating the training
process.

This fundamental dilemma was resolved by the MOPH by providing
guidelines for the *“Village Committee,’’ but respecting the final decision of
the village even if some of the guidelines were violated. The major guide-
lines were that the VHW should be

Functionally literate;

Older than 18 years;

If male, finished with his military obligations;
Able to spend at least 4 hours per day asa VHW;
Accepted by all major factions in the village;
Dedicated to serving his fellow villagers;
Intelligent and honest:

Respected by his fellow villagers.

Another crucial issue concerned the sex of the VHW., Ministry officials
concerned with establishing a VHW program recognized the fact that a
female health worker was more likely to influence village child-care and
child-feeding practices (as well as contraceptive behavior) than would a
male health worker. The difficulty lay in the fact the female VHWs might
not be allowed to leave their villages for training, were not likely to be
literate, and being illiterate, would not be good candidates for providing
basic drugs (since Afghan physicians were likely to violently oppose illiter-
ate village females distributing any kind of drug whatsoever). The MOPH
at first considered allowing only literate female VHW:s to have drugs, but
there were so few literate village women available as VHWs that this idea
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was soon abandoned in practice. Instead, the Ministry decided to train men
as VHWs in the areas of basic curative care, environmental sanitation, and
personal hygiene and to simultaneously train traditional village midwives
(dais, who were largely illiterate) in the areas of maternal/child health
(MCH) and family planning. In this way, a basic team consisting of a VHW
and a dai could provide the essential primary health-care services at the vil-
lage level, easily accessible to the great majority of the population.

Skills and Competence: It was important to define the context in which the
VHW would function and to determine the skills and competencies he or
she should possess. Since the major health problems of the village were con-
sidered to be preventable morbidity and mortality in children under 5 as
well as uncontrolled fertility, blamed partly on certain long-standing health
habits, it was felt that a trained VHW could be most effective by trying to
encourage changes in these habits. Some of the most important practices
and beliefs that the Ministry felt were detrimental to village health are listed
below:

Infants were usually fed only breast milk until 24 months of age, with
little supplementation.

Infants and young children with diarrhea were not rehydrated by their
parents.

Sick children were usually given inadequate fluids and not fed properly
because of traditional beliefs concerning diet and disease.

Any flowing water was considered safe for drinking.

Most villagers did not wash hands with soap and water prior to prepar-
ing food, before eating, or after defecating.

Flies and feces were ubiquitous and constantly contaminating food and
water.

Based on these observations, it was clear that the VHW curriculum
would have to stress practical approaches to health education, nutrition,
personal hygiene, and environmental hezlth. In addition, VHWs would
have to be able to provide effective contraceptives (for the first time in any
Afghan government-supported program) as well as basic drugs for common
complaints. Another essential would be to distinguish those patients whom
the VHW could treat in the village from those patients needing referral to
the BHC. Underlying all was the importance of the VHW serving as a
model by practicing those health habits which he or she was telling others to
practice.
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The Length of Initial VHW Training: Training was fixed at 3 weeks 6
hours per day and 6 days per week), but only after substantial debate among
MOPH officials. Several officials contended that if the majority of Afghan-
istan’s 23,000 villages were to have a VHW within a reasonable period of
time, the length of training would have to be kept to a milui..um. They fur-
ther argued that a longer training period would be too costly in terms of
training personnel and per diems, and that a 2- or 3-week period was long
enough for the basic, essential skills needed to substantially reduce prevent-
able child mortality in the village. Further training could be given in the
form of short, intensive continuing-education courses.

Others, however, suggested that in order to persuade Afghan doctors
that VHWs possessed minimal skills, a longer period of training was essen-
tial. They felt that a villager who had had a limited education (4 years, for
example) and who had completed his education in a village school 10 years
before would need a certain minimum length of time to become adjusted to
compietely alien ways of thought. It also was pointed out that many VHWs
would probably have been indigenous practitioners in their villages and that
it takes time to train such workers to be able to effectively combine tradi-
tional and modern medicine. The final decision, favoring the short course,
was based primarily on the argument of the overwhelming numbers to be
trained and the very limited resources with which to accomplish such an
enormous task,

Drug Dispensing: Whether VHWs Would Dispense Drugs: This also gener-
ated a great deal of controversy. Once again, a major area of disagreement
was the potential impact of this decision on the opinion of Afghan physi-
cians. Some MOPH officials felt that a few key drugs (such as oral penicil-
lin or a glucose electrolyte mix for diarrhea and dehydration) could be life-
saving in remote villages where bacterial pneumonia and dehydration were
leading causes of death in children under § years of age. They argued that
without such essential drugs, the likelihood of the VHW having a signifi-
cant impact on child mortality was minimal. In addition, villagers were
mostly interested in drugs for the relief of illness; a VHW whose armamen-
tarium was limited to advice on how to live in a liealthy manner would be
ignored or even possibly shunned. The MOPH officials suggested that
VHWs who could provide basic curative care for common conditions would
be much more influential in changing harmful health habits than would a
VHW who was not able to treat those who came to him or her.

An opposing group within the Ministry argued that if the VHWs were
allowed to dispense drugs, this would be so threatening to the Afghan doc-
tors (since the self-image of Afghan doctors is largely that of someone who
prescribes drugs) that the program would be doomed. In addition, all drugs
can cause side effects and complications; if a villager were treated by a
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VHW and the treatment were followed by some untoward reaction, the vil-
lager would blame the VHW and the program could become discredited.
Furthermore, drugs must be continuously resupplied. If the MOPH has dif-
ficulty supplying 120 BHCs with drugs, how would it ever be able to supply
15,000 VHWs on a continuous basis? It was stated that it would be better
for a VHW to have no drugs than to have drugs initially only to run out of
them at a later date. A final argument of this faction was that to allow
VHW:s to prescribe drugs would mean that, in effect, the VHWs would do
very little other than curative care, since the villagers would be far more
interested in drugs than in health education and there would be almost no
incentive for the VHW to provide any preventive services.

Consensus was finally reached to allow the VHW:s to prescribe drugs,
but whether they should give injections was an emotion-laden issue. It was
recognized that villagers generally prefer injections to tablets, capsules, or
syrups (the more painful the injection the better—if it hurts, it must be
good), and if the VHW were to have any status or respect in the village, it
was essential that he or she be able to give injections. It also was recognized
that nearly every village has an untrained injectionist whose technique is
likely to be decidedly unsterile; if the VHWs did not give injections, then
villagers would surely seek that service from the local injectionists. It was
thus decided that VHWs should be taught how to give injections using
sterile technique, although they should not be provided any injectable drugs
by the MOPH. Only oral drugs would be provided to the VHWs.

Further debate led to the following list of drugs that VHWs could pre-
scribe. All were to be prepackaged in course-of-treatment dosage packages.

Tetracycline eye ointment (to be used topically for conjunctivitis and
for the early stages of trachoma);

Aspirin;

Penicillin V (oral, to be given only when the patient had cough and a
body temperature greater than 38°C);

Oral contraceptives;

Piperazine (for roundworm infections, which are extremely prevalent in
Afghan villages);

Ferrous sulfate with folate (iron, for anemia, ‘which is particularly com-
mon in adult Afghan women);

Multivitamins with iron (including vitamin A for xerophthalmia);

Oral rehydration salts (a glucose-electrolyte solution for diarrhea and
dehydration. Some VHWs also were provided simple antacids and sul-
fadimidine).
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These particular drugs were chosen: because each of them was consid-
ered effective against conditions or problems that were an important cause
of morbidity and/or mortality in the village and because each (with the
exception of oral contraceptives) was quite safe, even when given in very
large dosages. Even if a particularly avaricious VHW prescribed every dif-
ferent drug packet every day to everyone in his village, the resulting harm
should be minimal.

The VHWSs were unhappy with the fact that they did not receive an
antidiarrheal drug. The glucose-electrolyte packets were for replacing vital
fluids and salts lost from the body during an episode of diarrhea, but they
could not stop the diarrhea. Afghan physicians prescribe antidiarrheals to
young children with diarrhea (the favorite drug is Sulfaguanidine), and
fluid and salt replacement are rarely emphasized to the parent. Conse-
quently, a large number of Afghan children die from dehydration, even
after being seen by a physician. Had the VHWs been able to dispense Sulfa-
guanidine routinely, in addition to the glucose-electrolyte packet, it is likely
that they would have dispensed only the Sulfaguanidine (since that was the
drug that the villagers were used to), and dehydration in children would
have gone uncorrected. Similar discussions and arguments took place with
regard to all the VHW drugs. Those selected for inclusion in the VHW
armamentarium were felt to be appropriate both at the start of the program
and after 18 months of field experience.

Program Financing: The VHW was not salaried by the Afghan govern-
ment, but would be allowed to sell prepackaged drugs at a small profit.
There was very little disagreement on this issue. MOPH officials shared the
view that the government was not prepared to pay VHW salaries from its
meager budget and recognized that international donors are usually very
reluctant to pay salaries except as a temporary measure. All agreed that the
VHW should be compensated in some fashion for his or her work, but felt
that this support should come from the villages.

The rural health surveys had revealed a startling fact, that the mean
annual personal-health expenditure in rural Afghanistan is seven times the
government expenditure. This meant that 87.5 percent of all money spent
on health care in Afghanistan comes out of the pockets of impoverished vil-
lagers, representing 7.4 percent of the annual household income of the aver-
age Afghan family. Closer examination of this household health expendi-
ture disclosed the importance of drugs to the Afghan: he spends 37 percent
of his health “‘dollar’’ on pharmacy drugs and additional money on tradi-
tional herbs and medicines. The willing expenditure for drugs suggested a
means of support for the new village-based health program.

Since villagers were interested in having a VHW, and since they were
willing to pay for drugs, the Ministry decided that VHWs could sell their
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drugs at a smal! profit (2 Afghani or 5 cents per packet). A village could
supplement this income—by allowing the VHW to charge on a fee-for-
service basis or by asking each household to contribute a certain amount in
Afhanis per month—but this was to be decided by each community for
itself. It also was generally agreed that each VHW should have some other
job or means of support, that being a VHW should not be a full-time job.

The Process of VHW Selection

Start-up oi' the VHW Program required interaction and cooperation
between Afghan villages and the central government, since, by design, vil-
lage health workers were to be chosen by their villages and trained nearby at
BHC:s by government (donor-supported) teams. Traditionally, however, the
government in Kabul i1as been viewed with suspicion by many villagers, and
especially by nomads. The fierce independent spirit of Pathan (pushtun)
tribes is legendary and continues to this day. Thus a new government pro-
gram must recognize this ingrained suspicion and work to overcome it,
eliciting the support of villagers as a precondition for any degree of success.

Villagers are first and foremost pragmatists. If a program meets a basic
unmet need, and if there is no hint of exploitation, they will support it. Cen-
turies of experience have taught them to be wary; and if a clear benefit is
perceived, the support of villagers can reach a high level, as demonstrated in
both the smallpox-eradication and the malaria-control programs.

With this in mind, the VHW Program undertook to visit villages
located far (at least 10 kilometers) from the nearest BHC in order to deter-
mine if there was any interest in the program. Consistent with the Three-
Province Survey results (in which villagers expressed great interest in the
idea), the VHW recruitment teams received an enthusiastic response in
nearly every village they visited. Having one of their own people trained in
health care and equipped with basic drugs fulfilled a universal need. Many
villagers were at first suspicious, but the desire to have their own trained
health worker was so strong that most hesitations were short-lived.

An imporiant lesson that can be drawn from the involvement of the
Afghan government in conservative, traditional village communities has
been the importance of working through the existing power structure.
Afghan villages are not democratic in the Western sense and never have
been. Decisions are made by consensus, with village elders and powerful
landlords having disproportionate influence over the outcome. If these vil-
lage leaders are bypassed by trying to have all villagers express their
opinions, in a one-man, one-vote kind of election, confusion and program
failure inevitably result. The Afghan village may someday be transformed,
but it will not happen as a byproduct of a government health program,
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Thus, although community participation should remain a goal to be sought
after, program planners cannot afford to be naive about village realities.

Village Committees: A fundamental assumption of the VHW Program was
that success depended on active community participation in all phases of
the program. The key feature of VHW recruitment was the creation of *‘vil-
lage committees.’’ These village committees, consisting of three to five men
chosen by the villagers theinselves, had the responsibility of selecting the
VHW for their village, supporting him in his work (including ensuring that
he had an adequate ‘‘clinic’’ room), and making sure that he performed
honestly and competently.

A VHW recruitment team (usually consisting of two sanitarians and a
driver) spent an average of 2 weeks recruiting fifteen to twenty VHWs in a
single woleswali (or district), visiting villages located at least 10 kilometers
from the BHC of the woleswali. The principal task of the recruitment team
was to help set up functioning village committees. The experience of recruit-
ing eighty-three VHWs in six different woleswalis can be summarized as fol-
lows. In the majority of villages, the first person consulted by the recruit-
ment team was the most important man in the village (variously known as
the malek, arbab, cariiodar, or khan). This man then called together the
other important village elders (known as risch safid, . - ‘‘white beards’’).
Together they decided who would be members of the village committee
(kilay jirge). Usually the same men who informally made decisions anyway
for the village were the ones selected.

Although the VHW recruitment teams made every effort to convince
the village committees to take their new responsibility seriously, this in fact
rarely turned out to be the case. The village committee members were
invariably polite and agreed to anything that the recruitment teams sug-
gested. However, when the village was subsequently visited by the VHW
supervisor (after the VHW had begun working in the village), the village
committee in most cases had not done what it had promised to do. For
example, in many villages the village committee members had promised to
make availablc a room for the VHW to use as his clinic. When these villages
had been visited months later by a VHW supervisor, the promised clinic
rooms had generally not been provided. When asked the reason why, the
village committee members usually shrugged and promised once again that
they would do it. It seems clear that although the village committees were
usually well-meaning and suppostive (even enthusiastic) about their VHWs,
they were rarely willing to take concrete steps that required time and money
because of a belief that if they did not do it, perhaps the government would.

A1 the onset of the VHW Program, one of the chief concerns of the
recruitment teams was that many Afghan villages ‘would be faction-ridden
and that there would be major disagreements between the factions over the
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choice of a VHW and over how he should be supervised. However, only one
village is known to have suffered from factional problems regarding their
VHW (in Jaji Maidan, Paktia Province). If factions were a major problem
in other villages, this was not observed by either recruitment or supervisory
teams.

Profile of VHWs Trained: Most of the VHWs selected by the village com-
mittees can be divided into three groups. One group consisted of young,
literate, underemployed men who were sons or nephews of members of the
village committee. A typical member of this group might be a 24-year-old
son of a prominent malek. The malek had three older sons to work his land,
but there was not enough land to support his youngest son as well. This
youngest son was then selected to be a VHW, thereby gaining some prestige
and a small income for this part-time job. The second group of VHWs
included mullahs and shopkeepers, who were usually literate and respected
in the village. The third group consisted of literate men who had been indi-
genous practitioners of some sort, most often as injectionists, herbalists, or
bone-setters. Most of the VHWs selected were genuinely interested in the
job of VHW,

Overall, of the 137 VHWSs trained during the life of the project, the
typical worker was male (only six were female) and about 34 years old. (The
youngest was a 15-year-old nomad, while the oldest was a 57-year-old mul-
lah.) He was literate (although minimally) and had probably attended
school for about four years. (Many elder VHWs had acquired literacy
through informal teachings of the local mullah, although one elderly VHW
was a retired military officer who had a degree from a military college.)
Eighty persent of the VHWs were married, and 91 percent had completed
their military obligation. As table 3-2 shows, most VHWSs were farmers.

As the Program Evolved: Observations, Problems, and
Constraints

Training of YHWs: The fundamental principle underlying the training of
VHWs was that a short, practical training course (utilizing clear-cut teach-
ing objectives) could transmit simple skills which, when applied under vil-
lage conditions, could be effective in lowering morbidity and mortality
rates, particularly among children under five and among pregnant and lac-
tating women.

The Afghan VHW training course lasted 3 weeks and was conducted at
the Basic Health Center in the woleswali where the VHW villages were
located. The VHWs stayed at the BHC or at the homes of relatives nearby,
since their villages were often 20 or 30 kilometers away from the BHC. The
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Table 3-2
Main Occupations of Village Health Workers
Occupation Number of VHWs Percentage of VHH Ws
Farmers 79 58
Shopkespers/itinerant

traders 18 13
Mullahs 14 10
Housewives 6 4
Unemployed 6 4
Latrers 6 4
Nomad/shepherd 3 2
Traditional-medicine

practitioners 1 1
Others (including one

unknown) 4 3

Total 137 99

course was run by a VHW training team consisting of two sanitarians (from
Kabul) irained in teaching methods and in the use of the VHW curriculum.
The class size ranged from approximately ten to twenty students, with
nearly all VHWs being literate males.

Since the Afghan VHW Program never was expanded, the small Kabul-
based staff was able to conduct all the training courses themiselves. Had
there been a major expansion, however, new trainers would have learned
how to train VHW:s by joining trainers already on the job, with periodic in-
service training to upgrade their skills, particularly in practical teaching
methods that deemphasize the use of lectures.

Response of the VHWs to Training Efforts: The VHWs were extremely
eager to learn and seized the opportunity with great enthusiasm. Many had
read all 150 pages of their textual material by the second or third day of the
3-week training program. By the end of the program, many VHW trainees
had nearly memorized much of the material through continual rereading.
They frequently kept trainers after class to discuss their village’s health
problems. It would be hard to imagine a more enthusiastic group of stu-
dents.

There was, however, a difference between the younger and older train-
ees in their ability to integrate what they were taught and to use their new
knowledge in their village work. Supervisory visits after training to older
VHWs (particularly mullahs and shopkeepers and those who had been
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injectionists or indigenous practitioners) revealed that they had difficulty
changing some of their health practices. Younger VHWs, however, while
r -t having health beliefs or practices of long standing that were resistant to
v.1ange, were not as well respected by their fellow villagers as were their
older colleagues. Thus VHW recruitment and training faced a dilemma. If
younger VHWs were ‘rained, they were much more likely than older VHWs
to follow the principles and behaviors they had been taught, but their
health-education advice was not as likely to be followed. Since the villagers
themselves made the final selection of VHWs, the VHW training teams had
to do the best job they could with whomever the villagers chose.

Pretests and Posttests: Pretests and posttests ‘vere considered essential to
measure changes in knowledge that had taken place during VHW training.
Each trainee took a twenty-question oral pretest prior to the start of his
training and an oral posttest consisting of the same twenty questions after
the 3-week training program. Both pretest and posttest scores are available
for seventy-one VHWs. The average score on the pretest was 41.3 out of a
possible 100. Scores ranged from 7 up to 68. After training, the scores
improved to an average of 83.9, with a range of 71 to 95. On the basis of
these scores, all VHWs were awarded official certificates indicating their
satisfactory completion of training.

Follow-up ‘‘post-posttests’® were given at the time of the first continu-
ing-education course. These were again the same questions, administered 3
or more months after completion of initial training, and they were impor-
tant as a means of determining whether the skills originally taught were still
being practiced. The average score on these post-posttests was 86.6, sug-
gesting that the VHWs retained their learning well. Improvement over post-
test scores may have been due to familiarity with the test or the result of
VHWs studying their rcference books.

Test results demonstrated consistently high levels of performance by
VHWs both young and old, thus pointing unreservedly to the ability of vil-
lagers to master the knowledge and skills required of a VHW. Similar evi-
dence of their learning capacity was provided by eight VHW trainees who
were given a special 3-day continuing-education course in immunization.
The average pretest score was 21. Posttest scores averaged 85, a 300 percent
improvement.

Experience with VHWSs in training indicates that oral examinations
given individually are preferable to written tests, although they take more
time. 1 ne questions should test those practical skills which arc the most
important for the functions the VHW is to fulfill—ultimately reducing mor-
bidity and mortality in the village. Results of the tests could be additionally
useful iz pointing out which parts of the curriculum are not being effec-
tively taught and in thus evaluating the effectiv. ness of individual trainers.
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Curriculum and Training Skills: Fundamental to successful VHW training
was the development of a simple, appropriate training curriculum designed
to train literate villagers. A set of three manuals were developed (in Dari
and Pashto) to assist the VHW in learning basic skills and in performing
necessary curative and preventive tasks in the village. By using the manuals,
the VHW could ““look up’’ anything he was unable ;o remember.

For example, if a VHW saw a patient with an eye complaint, he could
look up eye problems in either his Reference Manual or his Field Manual.
The Reference Manual discussed, in a clear and simple way, what kinds of
eye problems were common in the village and what could be done about
them. The Field Manual, in a more specific and concrete way, stated when
an eye patient should be referred to the BHC doctor and when such a
patient could be treated by the VHW in the village. It also listed several key
points necessary for the prevention of eye diseases in villages that the VHW
should explain to the patient. In addition, it listed exactly what should be
done about treating eye problems.

The VHW curriculum initially emphasized the training of VHWs to
perform those skills listed in the manuals. The curriculum was divided into
the following areas: maternal and child health (and family planning), envi-
ronmental sanitation, personal hygiene, nutrition, introduction to the
human body and germ theory of disease, first aid, curative medical care,
immunization, and organization of the VHW’s job. Principles and tech-
niques of health education and of working with community leaders (such as
the village committee) were stressed throughout the 3-week course.

Practical work was to be given the highest priority, but became the
most serious problem faced by the training teams. The plan was that VHWs
would spend a considerable portion of their training time actually doing the
things they would do on their own in the village, such as providing first aid,
rehydrating children with diarrhea, teaching villagers about the importance
of clean drinking water, and so forth, but since the 3-week courses were
conducted at BHCs, the trainers had to depend on patients at the BHC for
all curative and first-aid teaching. Some BHCs had very few patients for a
variety of reasons. If, during the 3-week course, no patients with burns or
fractures came to the BHC, the VHW trainers were torced to teach the diag-
nosis and treatment of these conditions by lecture or demonstration using
normal subjects. The training teams found, however, that by being imagi-
native with those patients who did come to the BHC, they could provide the
VHW:s with adequate practical training.

Nonetheless, some VHW trainers were not very imaginative in making
the training practical. As products themselves of the Afghan educational
system, which utilizes lectures almost exclusively as a means of transmitting
information and skills, they often preferred to lecture rather than to have
the students actually practice those tasks which they would have to perform
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when taey returned to their villages. Despite on-the-job training to empha-
size the “‘practical,”’ they persisted in giving lectures. This problem contrib-
uted to a decision to revise the VHW curriculum to help improve the quality
of teaching practical skills to VHWs. The revised curriculum was completed
and first field-tested in October of 1978. It was determined to be an
improvement, but was short-lived because the VHW Program came to an
end a few months later.

Summary of 18 Months of Experience with the Afghan VHW Curriculum:
For a curriculum to be effective, it must be very specific and detailed; each
point should be made clearly and distinctly, and examples of how that
teaching point can be taught should be made explicit for the trainers. All
trainers must themselves be trained in using the curriculum, preferably by
both classrcom teaching and on-the-job training. In order to use the VHW
curriculum most effectively, the training teams, when in the field, must be
able to purchase certain items (like locally available weaning foods) which
are essential for teaching. The trainers must periodically have ‘‘refresher
courses’’ themselves, so that their interest in the curriculum remains active
and alive. The curriculum must be revised reasonably often, with the train-
ers providing the most important input. And finally, audiovisual and other
teaching aids should be integrated with the curriculum in order to have the
greatest possible impact.

Support of VHWs through Supervision and Supply: The support of
VHWs--through supervision and supply—proved to be far more difficult
to maintain than was the training component. While a great deal of time
and energy was spent in developing manuals, teaching aids, and curricula,
less time and energy were devoted to the development of an effective super-
visory system, and supervision of VHWSs never reached a level that was
satisfactory to the Ministry.

The original design required the BHC sanitarian (who had assisted the
Kabul-based VHW training team) to visit each YHW in his woleswali once
per month. A detailed ‘‘supervisory checklist’’ was developed so that the
sanitarian knew exactly what he was supposed to do once he got to the
VHW village. Also, each checklist was keyed to a 100-point scale, so that
each VHW’s performance could be evaluated monthly and compared with
his performance during previous months. However, the BHC sanitarians in
most cases failed to make their monthly supervisory visits.

The main reason the BHC sanitarians did not visit their VHWs was that
they lacked adequate incentive. The VHW, dai, and BHC training teams all
received substantial per diems (by Afghan standards) when they went to the
field. The BHC sanitarian, however, was never allowed by the MOPH to
receive more than the standard per diem; this was not easy to collect because
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the MOPH required signatures as proof of travel and also stipulated that
the trip must involve a certain minimum number of kilometers. Road condi-
tions to most VHW villages were very poor, and adequate transportation
for the sanitarian was often unavailable. All these factors combined, and
the result was that VHW supervisory visits rarely took place. For a BHC
sanitarian to have made frequent supervisory visits to VHWSs required a
level of commitment and dedication not often found in the MOPH or, for
that matter, in any other health sysiem. The “‘lesson’’ appears abundantly
clear: unless there is adequate incentive (financial or otherwise, but usually
financial), government-employed rural health workers are unlikely to suffer
the difficult conditions involved in frequen: field visits. When one considers
their low pay (less than $60 per month), this should not be surprising. Only
a political system that is able to generate a great deal of ideological zeal can
expect its low-paid rural health workers to undergo great hardship with
their only incentive being ‘‘to serve the people.”’

In addition to supervision, supply is the critical support need. Unlike
the dais, who did not need to be resupplied (since they dispensed no drugs),
the VHWs needed a continuous ‘‘pipeline’’ to keep them supplied with
drugs and first-aid items, especially during the winter months when travel to
Kabul or even to the BHC was very difficult. Each VHW was initially pro-
vided with approximately a 3-months supply of prepackaged drugs and a
1-year supply of first-aid materials. In addition, each VHW was given a
metal storage cabinet with sixteen small drawers (so that each kind of drug
or first-aid supply could be kept in a separate drawer). The VHW:s were told
that if they quit or were fired, they would have to return the cabinet and all
drugs and supplies to the Ministry. After selling their initial stocks of drugs,
the VHWs went to the nearest BHC to purchase additional packets of
drugs.

Problems in Finding an Appropriate Financing Mechanism. After the Min-
istry decided to permit the workers to sell prepackaged drugs for a small
profit (5 cents per packet) as well as to allow the village committees to
decide on any other means of financial support for the VHW, it remained to
be seen how this arrangement would work out in practice. Based on one and
a half years of experience involving a total of about 130 VHWs, the follow-
ing observations can be made.

None of the village committees were able to organize any system for
financially supporting the VHWs. All the village committees were informed
by VHW recruitment teams that they could allow the VHWs to charge a fee
for service in addition to charging for drugs. The village committees also
were told that they could require each household to p:iy a few Afghanis per
month to supplement the VHW’s income (as a kind of prepaid insurance
scheme). When the village committees were visited at a later date and asked
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why they did not take these steps, the most frequent answer was that they
were waiting for the VHW to receive a government salary. Despite repeated
denials that this would, in fact, take place, most village committees ratio-
nalized their lack of financial support by insisting that a government salary
was absolutely necessary.

The profit from the sale of prepackaged drugs, in itself, did not provide
the VHWs with sufficient income to support a family. The average VHW
sold no more than 100 packets per month (giving him a $5 monthly profit).
Most VHWs, in addition, charged a small fee for giving injections and
occasionally charged for providing first aid. Unless the VHW was able to
earn substantially more money than this from some other job at the same
time (such as farming oi being a mullah or shopkeeper), he would have to
quit being a VHW. What generally happened was that the men chosen to be
VHWs either had no other job (and had to be subsidized anyway by their
relatives) or were relatively affluent, as farmer, mullah, or shopkeeper, and
could spare the time to be a VHW in order to gain the status and prestige
associated with the job. The complaint about receiving no salary was a per-
sistent one, however, affecting VHWSs and village committee members
alike. At the time the decision was made by the MOPH to end the VHW
Program, a plan was under consideration in the MOPH to provide minimal
monthly salaries to the VHWs. Had that plan gone into effect, assuming a
salary of 1,000 Afghanis per month ($25) per VHW, the recurring govern-
ment costs would have been approximately $4,500,000 per year for 15,000
VHWs (enough to provide 1:500 coverage), probably a prohibitive figure.

The MOPH on several occasions considered increasing the profit per
packet allowed to the VHW. However, when the VHWs in Jaghori (Ghazni
Province, in the Hazarajat) were asked if they favored an increased profit,
they said no. The Jaghori VHWs at that time (in December of 1977) had
already been working as VHWs for a number of months and v aderstood
their financial situation quite well. They felt that some villagers i1. that very
poor area could barely afford the medicine they were selling (despite the
fact that the drugs they sold, supplied by UNICEF, cost the villagers far less
than the same drugs bought at a pharmacy). To raise the price per packet in
order to give more profit to the VHWSs would cause hardship. Also, such a
rise in price would harm the very positive image the VHWs had acquired in
their villages. It is possible that the Jaghori VHWSs might have reconsidered
their decision at a later date, but they never had the opportunity. When the
new government took power in April of 1978, it made the promise that
health services would be free. Although they allowed the VHHWs to continue
selling drugs for a number of months, Ministry officials were reluctant to
ask the new Minister for increased profits for the VHWs; greater profits
would be counter to the new regime’s professed ideology.

Despite the frequently expressed fears of MOPH officials and others
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that the VHWSs would cheat by either charging higher than allowed rates for
their drug packets or else selling their UNICEF drugs to pharmacies at a big
profit, there is no evidence to suggest that either was a common practice.
Pharmacies sold the same drugs at prices 100 to 400 percent higher than
what the VHWs were charging (and the pharmacies were usually located
many kilometers from the VHWSs’ villages). This situation is ideal for a
black market to be established. It is certainly possible that had thousands of
VHWs been trained (instead of only 137), such a black market would have
sprung up and the VHWs would have sold their UNICEF drugs to phar-
macies. But as it happened, the great preponderance of UNICEF drugs were
sold to villagers at the established rates. One reason for this may have been
the fact that all the drug packets had labels which clearly showed what price
of each was supposed to be. Also, the village committee had an interest in
maintaining the correct price, since they benefited from the cheap prices
along with everyone else. Finally, because the VHW Program was not
allowed to expand as originally planned, there were always few enough
VHWs so that selling drugs to pharmacies could be fairly easily noticed and
reported. The prices of VHW drugs, therefore, appeared to be kept under
control by a number of informal but effective mechanisms.

Curative Care Provided by VHWSs: Village health workers kept a register
book for all patients who came to them for curative services. Of 2,497
sequential patients seen by a sample of nine VHWs, the VHWs had
recorded the problems of all but 109. Table 3-3 shows the relative frequency
of all recorded problems. These results correspond quite closely to what had
been anticipated on the basis of a report entitled *‘ A Health Survey of Three
Provinces of Afghanistan,” published in November of 1977, as shown in
table 3-4.

The discrepancics apparent in table 3-4 may have a reasonable explana-
tion. Of the 2,497 patient visits analyzed, only 11 percent occurred during
the period from December 21 to April 21. (This is explained largely by the
uneven distribution of man-months of VHW service represented by the data
being discussed. Of the sample’s sixty-six man-months of VHW service,
only ten and a half (16 percent) occurred between December 21 and April
21.) Respiratory problems and aches and pains would both have been more
common if more winter months had been present in the sample. Conversely,
gastrointestinal problems would have probably decreased in relative fre-
quency had there been fewer summer man-months. Much of the large share
of the All Other Problems category can be explained by the ninety-one
injuries (55 percent of all injuries) treated by one VHW who worked in an
area troubled by guerilla warfare.

Referring to table 3-3, it is encouraging to note that just over 75 percent
of all the problems recorded by the VHW sample can be classified as prob-
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Table 3-3
Patient Problems Recorded by VHWs

Managing Health Systems in Developing Areas

Number of Percentage

Problem Definition Cases of Cases Seriousness®
1. Headache Includes general body ache, 246 9.8 NS
muscular aches and pains,
toothaches, earaches
2, Eyeproblems Except eye injuries 78 3.1 S
3. Pneumonia 20 0.8 S
4. Common cold Includes “‘throat problems 101 4.0 NS
that were probably sore
throats
5. Suspected Includes cough (probably 34 1.4 S
tuberculosis chronic) breathing problems,
chest pain
6. Gastrointestinal  Includes abdominal pain, 818 327 S
problems diarrhea, dysentery, vomit-
7. Weakness and ing, and worms 344 13.8 S
anemia
8. Fever 309 12.4 S
9. Skin problems Includes impetigo 42 1.7 S
10. Jaundice “Yellow skin’’ 22 09 S
I1. Injuries Probably mostly lacerations 164 6.6 S
and bullet wounds, many
probably infected; excludes
burns
12. Burns 22 09 S
13.  Family planning 18 0.7 S
14. Injection 273 10.9 NS
15. Other problems  Deliveries (2), malnutrition 7 0.3 S
(1), malaria (1), gonorrhea
(1), broken bone (1), measles
)]
Total 2,498b 100.0

28NS = problem probably not serious; S = problem potentially serious.
bVHWs had failed to record problems for 109 patients, Two problems were recorded for 108
patients. Three problems were recorded for 1 patient.

ably serious. They do appear to have been providing a valuable service to
the rural population tliey served.
Table 3-5 presents the variety of services provided by VHWs with the
relative frequencies of each in the period for which data are available. There
appears to have been little demand for family-planning services from male
VHWs, and in those services provided, an equal split occurs between oral
contraceptives and condoms. Moreover, of all the treatments provided by
VHWs, only penicillin might on rare occasions prove dangerous, but the
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Table 3-4
Relative Frequency of Health Problems as Determined by a Rura! Survey
and From VHW Records
(percent)
Health Problem Survey VHW Records
1. Respiratory problems 18 7
2. Fevers 15 14
3. Gastrointestinal problems 26 kY)
4. Aches and pains 21 1t
5. Eye problems 2 4
6. All other problems 18 27
Table 3-5
Relative Frequency of Treatments Provided by VHWSs

Patient Cost in Afghanise®
Treatment Number Percentage Adult Child
Aspirin 583 21.5 4 3
Penicillin 137 5.1 22 13
Multivitamins 317 11.7 5 5
Oralyte 141 5.2 10 10
Iron 122 4.5 8 4
P, .razine 658 24.3 6 4
Tetracycline eye ointment 8t 3.0 7 7
Sulfadimidine 89 33 6
Oral contraceptives 9 0.3 2
Condoms 9 0.3 2
First aid 232 8.6 &) (&)]
Nutrition education 1 0.0 0
Referrals 48 1.8 0 0
Injection 280 10.3 ) 5)
Total 2,707 99.9

“$1.00 equals approximately 40 Afghanis during the period in question.

Note: Costs given in parentheses are subject to the whim of individual VHWSs; these were the

charges recommended to the VHW.

amount of penicillin used by the VHWs in this sample does not appear
excessive, just over 5 percent of the treatments provided. This limited expe-
rience appears to confirm the initial decision to provide VHWs with peni-
cillin. The benefits almost certainly exceeded the risks involved.
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Children’s treatments were generally different only in the number of
pills in the prescription, the exception being children’s aspirin, which had
nine 150-mg tablets per prescription compared with nine 500-mg tablets for
adults. All VHWs were trained in how to provide medicines to very young
children who might have trouble swallowing pills.

The information available is too limited to serve as a basis for evaluat-
ing the VHWSs’ skills in diagnosis, which are likely to be the major source of
VHW error. Proper treatment for a given diagnosis, however, did not seem
to be a problem. Frequent testing and informal discussions with the VHWs
indicated that they learned and remembered the proper treatments for each
medical problem.

In addition to the reasons for which curative services were sought and
the treatments prescribed, the VHW’s register book showed the date, the
patient’s name, his home village, and his age and sex. Data were collected
from the register books of nine VHWs: two from Ghazni Province and
seven from Paktia Province. Tables 3-6 and 3-7 examine the relationships
between age, sex, and travel distance of 2,497 patients to these nine VHWs.

As can be seen from the right-hand columns in both tables, the majority
or about 60 percent, of the VHW’s patients had to walk less than 10 minutes
to reach him. Seventy-eight percent came from within a 15-minute radius.
The remaining 22 percent had to walk more than 15 minutes to reach the

Table 3-6
Distance Traveled by, and Sex of 2,497 VHW Patients

Sex
Male Female

Distance No
(Minutes)» Number  Percentb Number  Percentt [nformation Total Percent ¢

0-5 494 70 216 30 10 720 40.7

6-10 236 67 118 33 0 354 20.0
11-15 213 70 93 30 0 306 17.3
16-30 151 75 51 25 1 203 11.5
31-60 43 63 25 37 0 68 38
> 60 2 76 28 24 0 118 6.7
No
information 583 80 144 20 1 72.8 —_
Total 1,810 73 675 27 12 2,497 100.0

@ Minutes in walking time from patient’s home village to VHW as estimated by VHW,
b Percentage figures exclude patients on whom no sex information was recorded.
¢ Percentage figures exclude patients on whom no distance information was recorded.



Table 3-7
Distance Traveled by, and Age Group of 2,497 VHW Patients

AGE GROUP (years)
Distance No
(Minutes): (-4 Percent® 5-14 Percent® 15-44 Percent® >4 Percent® Information Total  Percent©
0-5 108 15.2 167 235 331 46.6 104 14.6 10 720 40.7
6-10 43 12.1 67 18.9 198 55.9 46 13.0 0 354 20.0
11-15 33 10.8 56 18.3 179 58.5 38 12.4 0 306 17.3
16-30 37 18.2 42 20.7 90 44.3 34 16.7 0 203 11.5
31-60 11 16.2 23 33.8 27 39.7 7 10.3 0 68 3.8
> 60 19 16.1 19 16.1 72 61.0 8 6.8 0 118 6.7
No infor-
mation 175 24.0 127 17.4 366 50.3 60 8.2 0 728 _
Total 426 17.1 501 20.1 1,263 50.8 297 11.9 10 2,497 100.0

2Minutes in walking time from patient’s home village to VHW as estimated by VHW.
b Percent figures exclude patients on whom no age information was recorded.
€Percent figures exclude patients on whom no distance information was recorded.
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VHW from their home village. Conversations with VHWs indicate that a
significant fraction of these probably made the journey primarily for a non-
medical reason.

The relatively limited geographic access to the VHW supports several of
the program’s design features. Since Afghanistan’s population is quite
widely scattered, the number of people served per VHW will be very
limited. Large numbers of VHWSs will be required to provide access to a
majority of the rural population. Therefore, training should be minimized,
focusing only on priority problems, in order to hold costs down. Similarly,
VHWs should be part-time workers, since the number of people they serve
is unlikely to support a full-time worker.

The bottom row of table 3-6 shows that nearly three-fourths of the
VHWSs’ patients were males. This had been anticipated, and an initial
attempt to recruit females for VHW training had eventually been dropped
in favor of concentrating efforts on the specially designed dai training pro-
gram, which included a large component of child care. In theory, once both
VHWs and dais had been trained from the same geographic area, the dais
could assist the VHW in the treatment of female patients.

There is no obvious association of the patient’s sex with the distance
traveled. One might guess that restricted female mobility in a traditional
Muslim society would result in a larger percentage of female patients com-
ing from shorter distances. This does not appear to have been the case.

The distribution of VHW patients by age shows that adults are overrep-
resented. While children aged 14 and under constitute about 50 percent of
the total rural population, they received only 38.2 percent of the VHWSs’
services, as indicated by number of patient visits. The bias is probably
greater than this comparison indicates. Because 50 percent of all deaths in
Afghanistan occur in infants and children under 5, this segment of the pop-
ulation should account for a high percentage of VHW patient visits. How-
ever, this segment actually claims 17.1 percent, slightly less than its share of
the total population, estimated to be about 18 percent. Had dais been
trained from 1= same villages as VHWs, the proportion of child and infant
patient visits might have increased through referrals from dais to VHWs.

Preventive Services: No hard data have been collected on the ability of
Afghan VHWs to deliver preventive services. The evaluation survey of Jag-
hori Woleswali of Ghazni Province, schoduled for the summer of 1979,
would have focused on this aspect of the VHW’s work. However, the lack
of any incentive system for VHWs to provide such services probably signals
a major weakness in the VHW Program as implemented. There was first
and foremost no financial support for the provision of preventive services.
Villagers could not be expected to pay the costs because they did not per-
ceive the need. For the government to have paid a salary to VHWs to do
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preventive work would have doomed the program to almost certain failure;
the government’s Basic Health Centers could not provide minimal preven-
tive services to even the most limited catchment area despite relatively well-
trained and salaried staff; the possibility of the government supporting and
supervising preventive work by thousands of VHWSs was beyond considera-
tion,

Nevertheless, attempts were made to impress upon the VHW the
importance of prevention. More than 50 percent of the training hours were
devoted to preventive concepts and services. In particular, the VHWs were
trained to discuss prevention with patients every time they appeared with a
curative problem. There is no evidence that this service was not provided;
the post-posttest scores cited earlier indicate that the VHWSs had not forgot-
ten what they had been taught.

It seems doubtful that the VHWs did much in the area of health educa-
tion. In their first continuing-education program, the VHWs in Sarobi
Woleswali designed a flipbook to be used in educating the villagers about
the irportance of clean drinking water. The printed flipbook was then dis-
tributed to the same VHWs at their second continuing-education course 6
months later. Political events at that time interfered with the course of the
program, and no follow-up was made.

The management team tried, on a very small scale, to develop a village
water-supply program to be associated with the VHW. In Sarobi Wole-
swali, Ministry sanitarians, who were paid incentive per diems by the man-
agement team, used UNICEF-provided materials and free labor donated by
villagers (mobilized by the VHW) to construct piped gravity-flow drinking-
water systems in two villages. Rough cost estimates indicated per capita
costs competitive with more complex systems being implemented in market
towns by the Ministry’s Environmental Health Department.

Because of UNICEF opposition to the payment of incentive per diems,
modified experiments were tried in Girishk Woleswali. Sanitarians made
one trip to select sites for half a dozen wells; without the incentive, however,
no follow-up visits were made, and a year later the wells had not been dug.

Acting independently, and on the basis of their training, the VHWs
may have had some effect on village water supply. At least one VHW was
observed to have improved the spring from which his family got its drinking
water.

Primary Health-Care Development personnel observed that several
VHWs constructed sanitary latrines after their training. These latrines were
primarily for the use of the VHWs own household, and it is doubtful that
they had any significant impact on the health of anyone else.

With the active cooperation of the vertically organized Expanded
Immunization Program, the team assisted in an immunization experiment
using VHWSs. Largely owing to the efforts of an exceptionally motivated
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sanitarian at the Sarobi BHC, the experiment was quite successful. Sarobi
VHWs received intensive training in the importance and practical tech-
niques of immunization during a 3-day continuing-education session. The
BHC was provided with an electric refrigerator, vaccines, and specially
designed immunization cards with plastic envelopes to be kept by each
child’s parents. A register was maintained by the Village Health Worker.
On a prearranged date, the BHC sanitarian brought vaccines (DPT, tetanus
toxoid, measles, BCG. polio, and smallpox) to the village. The local VHW,
working with members of the village health committee and other velun-
teers, would get the target population to a central location and would then
help administer and record the vaccinations.

Both VHWs and villagers responded well. Rural people are penerally
favorably disposed to vaccinations because of the successful eradication of
smallpox. During the following weeks, over a thousand vaccinations were
administered. It was the first time that either measles or polio vaccine had
been administered in a rural setting in Afghanistan. This has been possi-
ble, however, only because of the unusually motivated sanitarian in Sarobi.
Witbout better-supported BHCs and additional incentives for workers,
such an effort could not be expected to be sustained.

VHWs were trained in one other quasi-preventive activity: the detection
of malnutrition among children using the nutrition arm band. There was no
expectation that the VHW would systematically screen all children in his vil-
lage, and except for multivitamins and iron tablets, he¢ had to rely solely on
health education as treatment. VHW effectiveness in nutrition was prob-
ably minimal, at least outside his own extended family.

In summary, then, very little information exists by which to evaluate
the effectiveness of the VHW in the delivery of preventive services. Since
the program design did not include specific incentives 0 encourage the
delivery of these services, it may be presumed that the VHW had relatively
little impact, except possibly in his own family.

VHW Patieut Costs: Patient-visit costs are fairly casy to estimate from the
information in table 3-5, which shows the treatments provided in 2,475
patient visits. The total cost of all drug prescriptions, assuming only adult
prescriptions, would be 17,012 Afghanis, which, when reduced to account
for child prescriptions, becomes 16,156 Afghanis. Assuming VHWSs
charged the recommended 5 Afghanis for injections and first-aid treat-
ments, an additional patient cost of 2,560 Afghanis is incurred. The average
patient-visit cost, then, works out to be 7.6 Afghanis, or approximately 19
cents.

For patients receiving drugs, the average cost was slightly higher: 8.4
Afghanis per patient visit, or about 21 cents. This compares favorably with
the average cost of a visit to a pharmacy, as indicated by villagers in “A
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Health Survey of Three Provinces of Afghanistan” (November 1977).
There, the cost, including transportation, was 248 Afghanis, or approxi-
mately $6.20, nearly 30 times the cost of a VHW patient visit.

Three principal factors were responsible for the low cost of patient
visits to VHWs, First, and probably most important, the VHW used generic
drugs purchased via a revolving-fund mechanism through UNICEF at a
small fraction of the cost of the brand-name drugs sold at pharmacies. Sec-
ond, VHWs brought the drugs to the patients, minimizing patient wavel
costs. Third, the VHW’s profit was only 2 Aighanis per prescription,
accounting for only 26 percent of the cost to the patient; pharmacy markups
are undoubtedly considerably greater. Fourth, the Minisfry subsidized the
cost of the logistics system by providing free transportation from Kabul to
the BHC and by providing the salary cf the storekeeper at the BHC.

Several other costs are not included in the preceding calculation. These
are the program costs, that is, .raining costs, supervisory costs, start-up
capital costs (cabinets, chairs, and other equipment a: provided by
UNICEF), and progrem-management costs. The magnitude of these costs is
a little difficult to estimrai«, ’:ut preliniinary calculations indicate that train-
ing and start-up costs amountd to about $400 per VHW. If this cost depre-
ciated at 10 percent per year, und if one estimates the overhead costs (borne
by the MOPH) at $60 ve: year per VHW, then the progra..: ~i-sts amount to
approximately $100 per year per VHW. Experience indicates that VHWs
receive about 450 patient visits per year, yielding an average cost of 22 cents
per patient visit, which is torne by the MOPH and foreign aid donors. The
estimated total cost, then, is 19 cents (borne by the patient) plus 22 cents
(borne by the government) to equal 41 cents per VHW patient visit.

Conclusion

The cor cept of Village Health Workers was new in Afghanistan when the
program began and there were adjustinents to be made on the part of Min-
istry officials, the management team, and villagers alike. Although the pro-
gram was suspended by poliiical turmoil before the anticipated levels of
operation had been fully realized, certain observations can be ma_e.

Prior to the VHW Program, the only regularly available providers of
health care in Afghan villages were the indigenous practitioners. For certain
ailments, most villagers clearly preferred ‘““modern” mediciue, which was
available only at the nearest Basic Health Center or pharmacy, man>
located at prohibitive distances from their villages. From the villagers’ point
of view, there was a great need for a knowledgeable practitioner that lived
right in their village and was available winter or sumrer, day or night.

The initial experience in training and supporting VHWs indicates that



70 Managing Health Systems in Deveioping Areas

they car. make an enormous psychological difference to remote village peo-
ple. The VHW’s certificate, framed neatly on the wall, reassures the vil-
lagers that the VHW training has meant something. The VHW’s well-
stocked drug cabinet within a 10-minute walk of most villagers means that
when Mohammed Sadeq’s son becomes suddenly sick and feverish at 3:00
A.M., there are effective ‘“‘modern’’ remedies close at hand. The VHW'’s
effect on village confidence and morale is positive, and it is perceived as a
useful government contribution to the community.

Most villagers have minimal knowledge of, or appreciation for, preven-
tive nicdicine and health education, but when they or their children are sick,
they know what they want, and the VHW is a more than acceptable means
of satisfying that want. The VHWSs themselves responded enthusiastically to
the new program as well. Many of them literally memorized their manuals
during training, recognizing that this might be their only opportunity to
become something more than an impoverished peasant. In the village, their
new status gave them respect and prestige among their fellow villagers.

Unfortunately, the VHW Program was suspended prior to surviving
long enough to test the notion of sustained village loyalty and support. Such
loyalty toward government initiatives is not easily won in Afghanistan;
there have been too many broken promises by well-dressed men from Kabul
for the villager to be anything but skeptical. The bits of eviderce that do
exist point to increasing village support. It all takes time, a great deal of
time. The government official has to visit the village many times, and he has
to come through on his promises. The relationship between government and
village is one of gradually developing reciprocal trust, and satisfactory pro-
gress in the VHW Program had led to Ministry and the team to be optimis-
tic.

A significant exception followed from an effort to train a group of
nomad health workers (NHWs) in March of 1978. The idea was discussed
with nomads in Paktia Province; it was decided that they would be trained
while they were grazing their flocks in Logar Proviuce in the late spring.
Despite the assurances of the Paktia nomad Khans, the NHW recruits did
not meet in Logar at the agread-on time. The fundamental problem was
trust. Afghan nomads have kept their culture and way of life intact for cen-
turies by avoiding all contact with government officials and government
agencies. Despite the fact that a few progressive tribal Khans made a deci-
..0n to participate in th¢ program, and despite a profound felt need for
NHWs (documented in a survey of Paktia nomads in February and March
of 1978), the majority of nomads could not bring themselves to cooperate in
a government-organized training program. The ‘‘April Revolution’’ of 1978
has since further reduced the level of trust in government of both nomads
and villagers.

The carrent political situation in Afghanistan requires that judgment be
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suspended on the final resuit of the VHW Program effort. Since March of
1979, training, supervisory, and supply systems have all ceased. Neverthe-
less, surviving trained VHW:s are continuing to perform the skills they have
learned; the knowledge and skills passed to villagers cannot easily be taken
from them.

C. The Development of the National Dai Training
Program
John W. LeSar

Introduction

The National Dai Training Program has completed more than 2 years of
activity since the first dai (traditional midwife) was trained in June of 1977.
By June of 1979, over 540 dais were trained, and the program is expected to
expand greatly if the political climate stabilizes. What is the history of the
program? What has succeeded, what has failed, and why? What needs of
the community has the program served to lead to widespread acceptance
even in a turbulent period of Afghan politics? This section will try to answer
these questions in order to illustrate how program planning, a newly
designed curriculum, and rapid start-up have combined in the development
of a nationally implemented program.

Demonstration of Need: Why a Dai Program?

The dai has been an important component of the indigennus health-care
system in Afghanistan for centuries, attending deliveries and bringing
health services and health education to women in the village setting.
Because most Afghan women are confined to their homes or the homes of
close relatives, (i role of the dai in reaching them with health-related infor-
mation is critically important and something that no man can do.

While the health-care system in Afghanistan is rapidly expanding,
about 75 percent of births are still attended by the traditional village dai (15
percent by female family members and 10 percent by western-type practi-
tioners). Since so much of Afghanistan’s population is widely scattered in
rural areas, health-care coverage of tlie population, although increasing, is
not expected to be complete in the near future.

In 1977, there were 12.5 to 13 million rural people in Afghanistan, both
settled villagers and nomads. At a growth rate of 2.5 percent per year, this
segment of the population would be expected to reach 14.1 million to 14.7
million people within 5 years. While the MOPH hopes to have about 250
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Basic Health Centers in operation by 1982, optimistically these will provide
services to only about 2.5 million people (at a coverate rate of 10,000 people
per BHC), leaving 11.6 million to 12.2 miiiion rural people still without
access to basic health services. Furthermore, although all BHCs are sup-
posed to have female workers, only 29 percent do at the present time. Thus
the gap in health services to rural women is even wider than that for the
general population.

The dai, then, continues to be a critical resource ir: the village and
offers promise as a significant contributor to a modern-day health system.
The dai is a villager herself, whereas most better-trained health workers are
more urban in backgrourd. Because the dai can relate to village women in
their own cultural framework and through training can also relate to the
health sy tem, she can help the community accept new ideas and new medi-
cal treatments. Together, these traits make the dai a community health
resource of considerable importance.

In the Ministry’s decision to begin a Dai Training Program as a comple-
mentary alternative health-delivery strategy, a first step was to set goals and
to calculate the need for trained dais in: rural Afghanistan. To achieve cov-
erage of 1,600 people per dai (50 to 60 pregnancies per year, about 200
children under age 5), about 11,000 dais would be needed. Alternatively,
one dai for each village over 50 people suggested a necd for 18,000 dais.
Utilization of dris also was comsidered. At the present time, pregnant
women usually prefer the dai to a female worker at the BHC, supporting
wide utilization; on the other hand, if urban migration intensities, the utili-
zation of dais might decrease. Thus it seemed safe to predict a need for at
least 15,000 trained dais.

Program Development

Developinent of a Receptive Environment: The creation of a receptive
envivonment within the Ministry of Public Health was crucial to the early
development of the program and to its subsequent stabilization. Many fac-
tors helped create a low-risk situation for senin: Ministry officials. The first
was the demonstratior: of need. Other factors included the following: the
dais were indigenous workers already functioning in the villages, and no
existing health worker was directly threatened by tne training of illiterate
duis in rural areas; the international climate in health favored the develop-
ment of primary health-car:; workers (village workers); there was no cost to
the MOPH (USAID paid for the field test through its Basic Health Services
contract); and the team assumed the role of risk takers in the initial testing
of the program.

The role of outsiders as risk takers is ofter not well understood. Pro-
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gram failure can be blamed on the foreigners who misjudged the culture and
its people. However, program success can be readily accepted by Ministry
officials who not only allowed the program in the first place, but were smart
enough to get international donors to pay for it. The teamn had consistent
success in filling this role as part of a productive two-way relationship with
the Ministry. Environmental preparation included

Achieving political legitimacy: Political legitimacy was achieved
through the development of dai training as a research-and-development
experiment closely associated with the management team. Once two
small groups of dais had been trained and Ministry decision makers had
observed the results, the government began to make public announce-
ments about the program. Later, after the third class had finished train-
ing, donor interest and continued good results prompted the govern-
ment to consider a national program, which was devcloped in the late
fall of 1977. The Basic Health Services Department, the team, and
United Naticns Fund for Population Activities (UNFPA) became the
main spor. .rs of the expanded National Dai Training Program of
Afghanistan.

Gaining support of opinion leaders: The support of Ministry and
donor decision makers was gained by their direct contact with the train-
ing program—usually at graduations when senior Ministry officials
were speakers. In the rural areas, the woleswal (district governmental
leader) encouraged village opinion leaders to support the program, who
did so only moderately until the graduates returned home safely and
villagers observed their new skills.

Obtaining trust and confidence: Trust and confidence were gained by
producing quality graduates in the early programs, by the fact that the
program leader was known to be an honest and responsible person, and
by the team’s credibility in the Ministry based on earlier performance.
The team had extensive training experience with health workers;
Afghans and donors felt secure that with continued team assistance, the
quality of training and the manageinent of the training function would
improve, resulting in Ministry organizational competence over the pro-
ject term. After the initial 6 months of the program, an Afghan advisor
of known skills and management ability was hired, further building
trust in the program and confidence in its success.

Securing initial funding: Funding for the experimental phase was by
USAID through the management team contract. By the fifth month of
the program, donor interest was high, and a cooperative and coor-
dinated donor funding package was developed in the late fall of 1977.
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This package allowed a rapid expansion of dai training at minimal
expense to the government. Owing to continued low budget allocations
for rural health services, this donor package was crucial to the develop-
ment and sustenance of a receptive environment within the Ministry.

Donors were interested because the Dai Training Program was a vil-
lage-centered approach to health development, a current major health
policy thrust of WHO, UNICEF, and USAID. UNFPA also was broaden-
ing its mandate to include MCH services so the donor field staff had guid-
ance that fit with the objectives of the Dai Program. The management team
plaved an important role in developing the receptive environment that
enabled the Dai Program to begin. The management team was able to coor-
dinate the public information campaign and the project writing, which led
to a program funded by three major donors: UNFPA, UNICEF, and
USAID.

The first role of the team was in experimentatior: and as risk takers for
the program during early field testing. The second role was the coordination
of the public-information campaign. This was done mostly through planned
visits to the field by various donor field and headquarters staff. Dai training
was observed by UNICEF, UNFPA, and U.S. government personnel,
including the American ambassador, all senior staff of USAID/Kabul, and
two AID/Washington officials. By seeing the dai in action, these decision
makers could see the potential of such a program in Afghanistan.

A third coordinating role was in program planning. Of the major
donors, only USAID had a technical expert in public health on its staff.
UNICEF and UNFPA program officers were generalists by background;
technical program planning was therefore accomplist. 2d by the management
team staff. Since Ministry personnel were not experiericed in the type of
program planning required by donors for submission to their headquarters,
the team helped translate Ministry desires into donor-type programming as
required.

A fourth coordinating role was the actual document writirig. The team
coordinated the document writing necessary for tripartite donor furding.
This process was greatly facilitated by team personnel with project-writing
experience in both UN and USAID formats. Document-writing skills are
generally not found in Afghan health personnel, and it is unreasonable to
expect that they should keep up with the jargon and convoluted formats
that tend to emerge from bureaucracies.

Design of the Program: Development of Organizational Objectives: The
Dui Training Program, at the start of the program in June of 1977, had the
following objectives. Dais should:
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Be recruited from rural villages and small towns and should be already
recognized by their community;

Be trained to recognize normal cases from serious and nonserious cases;

Be trained to treat and give health education to normal and nonserious
cases and to refer serious cases to the Basic Health Center or hospital;

Receive training in obstetrics, family planning, and child care for the
under-five child as part of their basic course;

Receive remuneration for their services after training in the same ways
as before their training;

Mot require any special drugs or expendable supplies as a result of their
training;

Receive continuing education at least yearly;

Be rigorously evaluated for skills development during their training and
should be evaluated on these skills at each continuing-education session;

Have their performance obscerved in the village after training, and the
opinions of the village woinen should be sought in evaluating dai per-
formance;

Be encouraged to serve their pcople and their country.

By the time the effort had become expanded into a nationwide effort,
more specific goals and objectives had been developed. The long-range goal
was to reduce mortality, morbidity, pain, and suffering among village
women and children and to give villagers choices about their family size by
the training of village traditional midwives who would be part of an inte-
grated maternal and child health-care syste:~. Objectives for the first years
of the program included:

Training not less than 3,500 dais.
Training the dais in the following skills:

Early detection of the high risk of pregnancy

Recognition of abnormal conditions of the postpartum peariod
High-quality treatment and health education of the normal preg-
nancy

Early detection of serious illness in the young child with prompt
referral

Early detection of childhood malnutrition
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Treatment of the child with nonserious illness

Health education for the child who is well or nonseriously ill
Family-planning education

Communication skills

Developing a program-management structure that can guarantee qual-
ity dai performance by a

High-quality basic training system
High-quality continuing-education system
Field-evaluation system

The objectives for the first year were to train not less than 450 dais,
demonstrate high-quality training by good posttest scores, train and make
operational five training teams, develop a training-team supervision pro-
gram, develop field-evaluation procedures, and demonstrate continuing
government and community acceptance of the program. The objectives,
which were specific and easy to explain, guided the development of the sup-
port organization and facilitated evaluation by Ministry and donor decision
makers.

Development of a Financial Plen: The financial plan for the first year, plus
a tentative 5-year plan was deveioped by the team and the donor agencies.
Detailed budgets were prepared for the costs of each training team and the
costs of the program-management staff. Based on the first-year plan, a
donor-government funding package was developed for $270,000.

An important facet of the tcam coordinating process was the develop-
ment of “‘ownership’’ by each donor agency. The plan was developed in
such a way that each donor funded specific parts, which allowed it to hon-
estly claim the program to its headquarters. The resultant funding package
for year one follows:

Percent Contribution by Donors
(Direct Program Costs)

UNFPA 55.7
UNICEF 25.7
USAID 13.3
GOA 5.4

In addition, USAID supported the program extensively through its
ongot 3 contract. This included continued technical assisiance, typing,
financial coordination, bookkeeping, and loan of vehicles, drivers, and
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field supplies until UNICEF vehicles and supplies arrived. Thus, between
June of 1977 (when the first dais were trained) and December of 1977, the
international donor community was oriented, exposed to the objectives and
methods of the program, assisted in project writing and development of a
coordinated donor assistance plan, and had their plans accepted, in princi-
ple, by their headquarters. The result was a 5-year donor commitment to the
National Dai Training Program.

Development of Internal Structure: The people working in the National
Dai Training Program were organized as shown in figure 3-1. The program
was one of four directorates of the Presidency of Basic Health Services,
along with Basic Health Center Training and Supervision, Village Health
Workers, and Administration.

In 1978, five coequal training teams, each headed by a nurse-midwife,
were formed. Each nurse-midwife was assisted by two female health
workers (high school graduates given special training by the Dai Training
Program staff) and a trained dai. The dai, a graduate of the program, was
given additional training in teaching methods, pregnancy, and child care
and was an integral part of the training team.

The program-management section contained the director, a physician,
a full-time UNFPA advisor, a team member’s part-time assistance, two posi-
tions for physician-supervisors, two nurse-midwives for field evaluation,
and one training-materials nurse. The physician-supervisor posts and only
one of the nurse-evaluator positions were filled in the first year of the pro-
gram, because start-up training activities occupied everyone’s time. The
technical aspects of training, evaluation design, and implementation are
discussed in appendix E.

Program Evaluation

Factors in Leadership Acceptance: The effectiveness of the dai training
organization was largely due to its leadership. Acceptance of this leadership
rested both on personal attributes of the leaders and on organization of the
leadership fucntions.

Personal Leadership Factors: It is important to understand how project
leaders worked together to achieve program objectives. Early in the pro-
gram, the President of Basic Health Services and the team provided the
important political status that convinced the Minister to approve field test-
ing. The training advisor provided the professional status early in the pro-
gram, and personal commitment by program leaders has been strong and
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Figure 3-1. National Dai Training Program Organizational Chart

constant. This commitment has been vitally important in creating a close-
knit organization and in maintaining momentum in an often turbulent envi-

ronment.

Organizational Leadership Factors: The entire orgznization has grown sig-
nificantly in terms of competence, so that the organization itself now has a
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leadership role in training methodology—not just in dai training, but in
pedagogy, teacher training, and training evaluation. These skills are prob-
ably only matched by one other training organization within the Ministry.
Leadership roles were distributed so that personal friction has been mini-
mized. There are few competing roles; most are complementary and mutu-
ally supportive. This has been possible because of the personal attributes of
the people selected by the director and the UNFPA advisor, plus good plan-
ning of the organizational structure.

Leadership Development: The team training advisor provided most of the
early guidance for leadership development of Dai Program staff, with the
Afghan UNFPA advisor assuming a key role in development of leadership
within the dai organization after the first 6 months.

There has been an underlying personal-development philosophy that
has guided the development of Afghan leaders in this program. This experi-
ential-learning philosophy assuies that the best learning method is for peo-
ple to experience, under supervision, the situations they will face in their
jobs. A second premise is that until people experience the job situation, they
are unable to inake expert judgments about the correct ways to proceed in
their jobs; theory is not enough. The application of this philosophy in the
Dai Program is described in the following paragraphs.

At the beginning of the program, there was political pressure to start
the program quickly. Owing to these circumstances, and the previously
mentioned belief that the Afghans should experience one training method-
ology before making judgments about others, the team training advisor
assumed an operational role in program management and also developed
the curriculum. Short, nonformal training was provided for the director
and two or three nurse-midwives in how to teach using the new curriculum,
The first program trained about eleven dais; test scores and impressions of
involved persons suggested that the program was an apparent success. The
President of Basic Health Services and the team then developed the political
support that allowed a second field test 2 months later. Operational control
remained generally in the hands of the training advisor, but the director
assumed responsibility for recruitment of dais and day-to-day supeivision
of the training. The Afghans and the team revised the curriculum. The
training adviso~ remained present for almost all of the first two training
classes, where he worked with the nurses on their teaching techniques and
supervised the development of the practical aspects of the training. By the
end of the second training program, the director and two or three nurse-
midwives could do the training without supervision. The third dai training
course was done without the training advisor’s supervision.

After the third course, the UNFPA advisor was hired. By that time, the
donor-assistance plan had been developed. At that time, approval of a plan



80 Managing Health Systems in Developing Areas

using five training teams to train 450 dais in Afghan year 1357 (March 1978
to March 1979) seemed likely. The UNFPA advisor’s initial tasks were to
plan the next training program, supervise it, begin the recruitment of staff
for the expanded program to begin § months later, and begin to coordinate
donor-related activities. Beginning in December of 1977, the training advi-
sor’s time with the Dai Program decreased dramatically, and the director
and UNFPA advisor began to assume program control.

At this point in time, the program was operated by Afghans. The team
provided advice when asked and continued to contribute in technical areas
where the staff still was uncertain (curriculum development, field evalua-
tion, continuing education). However, the program decision makers were
all Afghans.

Thus leadership development within the Dai Progiam of Afghanistan
proceeded from initial control and guidance by the team, through super-
vised training and management control by Afghans, to complete decision-
making control by Afghans. This step-by-step approach has developed
Afghan capability in training and management through supervised experi-
ential learning. Now the Afghan leaders are the expeits. They can now
experiment with other training and managment techniques and compare
them with their past experiences. The program may change as these leaders
become more sophisticated managers and trainers, but the changes will be
based on experience and not theory.

In summary, the leadership of the National Dai Training Program has
been strong and of critical importance in the development and stabilization
of the program. The leaders themselves had inherent strengths that brought
political status, professional status, technical competence, and commitment
to the program. Organizational leadership within the MOPH was developed
through planned sharing of responsibilities and continuity of leaders. A
leadership-development program based on supervised experiential learning
contributed to Afghan assumption of entire program leadership within the
first 15 months of the program.

Securing and Training of Personnel: The Dai Program developed a
teacher-training program that all teachers were required to attend before
cenducting their first training class. By the time the third dai training class
ended in early January of 1978, the national expansion had been approved.
Three months were set aside for development of the dai training-staff skills.
In mid-January, dai staff and other ministry trainers underwent a 3-week
course in critical training and management skills given by a team consul-
tant. The course further developed skills in pedagogy and in fundamentals
of learning. The staff also gained awareness of planning by objectives,
which assisted them later in developing a 6-month work plan for the pro-
gram.
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After the critical training and management skills course, the Afghans
themselves initiated further training of dai staff. By this time, the program
had decided to use twelfth-grade graduate women and previously trained
dcis as dai trainers under the supervision of a nurse-midwife. They orga-
nized their own 8-week teacher training course with planning assistance
from the team. By June of 1979, eight teams had been trained and become
operational.

Development of a Fast Start-Up: The program benefited from a fast start-
up phase, which allowed decision makers and donors to see the results of
the training. Demonstration of the proficiency of the trained dais was essen-
tial for program acceptance. Proficiency was determined by test scores
before and after the training program and, more important, by a series of
field visits where senior health officials could directly question the dais and
observe them interacting with pregnant women and small children. Seventy-
four dais were graduated in the first 6 months of the program.

Village acceptance was demonstrated early. First of all, the dais greatly
enjoyed the training, often their first schooling in any formal sense. Second,
the dai graduation exercises attracted a great deal of interest from village
leaders and rural political and governmental leaders. Third, the word of
mouth information diffusion process was quite rapid considering the low
population density and difficulties of travel. By the end of the second train-
ing program, political and health officials in various parts of the country
had heard of the program. Within the medical community, many Basic
Health Center doctors and provincial health officers became supporters of
these attempts to upgrade a well-kp. *vn village health provider. The village
constituency was expressing itself through its officials; it became a status
symbol in some areas if the village had a trained dai. Adjoining villages
pressed their leaders for training of their dais.

Maintenance of Acceptable Performance; A fast start-up with good results
is not enough to achieve stabilization of the program. Acceptab'’e perfor-
mance must be maintained not only in the first year, but for 2 to 3 years
until a steady state is reached. Many factors are important in maintaining
acceptable performance.

Consistency with Objectives: The original mandate was to provide the dai
with the critical skills necessary to function effectively. The curriculum has
had six revisions since the first training class, but the core skills remain the
same—pregnancy care, postpartum care, family planning, and child care
for the under-five child. In addition, the dais have been taught communica-
tion skills to improve their ability to gain information and to give informa-
tion to their clients.
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Stability of Outputs: The output of trained dais has been quite constant
since the program’s inception, even in the turbulent political environment
of 1357 (1978). The outputs of the training progran. by quarter are shown in
table 3-8. The program entered a higher prudction phase in 1357 because
donor and MOPH funding became available. The objective for 1357 was
450 new graduates; 470 were trained.

Feasibility in Relation to Resources: It is important to mention that donor
resources have paid over 95 percent of program costs thus far. The program
seems successful, and donors seem willing to continue funding it. There is,
in fact, interest in more rapid expansion. However, over the next 4 or 5
years, donors want to decrease their percentage contribution. At this point
it is not clear whether the Ministry will raise the resources to continue the
program at production levels necessary to provide almost al! village women
access to a trained dai if donors do decrease contributiors.

Conformity with Expecied Behavior: The leadership of the Dai Program
has tried to keep the program in conformity with its stated mandate. The
program management staff has kept decision makers informed about the
program’s progress through verbal and quarterly reports and has generally
been meeting targets. Most important, the program has not tried to expand
its mandate, which cou'd create competition with other organizations.

The program leadership also has conformed socially by obeying local
cultural norms. The rapid assumption of leadership by Afghans with much
rural experience, particularly in operational areas, has kept the program
sligned with rural social values. This has bzen especially important in pro-
tecting the privacy of women.

Consistercy with the Goals and Targets of Society and Parent Organiza-
tions: Specific goals and objectives for care of women and children in rural
areas were not clearly articulated at the time the prozram began; the Dai
Program developed in parallel to an increasing awareness that the villagers
themselves were a major rescurce and lacked education and awareness
rather than intelligence. The villagers themselves a:rsady knew who was
helpful and not helpful in the village and had found useful medical practi-
tioners of various types within their own environments. Once the Dai Pro-
gram had shown villagers that their values were respected, particularly
concerning the seclusion of women, they readily consented to having the
dais trained. The benefit was clear and in conformity with the goals of vil-
lagers themselves.

When the program began, thie Ministry was undecided as to whether it
was a good idea or not. Most of the staff had been trained in schools that
were influenced by developed-country models with ditfzrent problems. The
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Table 3-8

Training-Program Qutputs, by Quartcr

Year Quarter Outputs

1,356 1 11

(March 21, 1977 to 2 24

March 20, 1978) 3 37
4 0

1,357 1 95

(March 21, 1978 to 2 116

March 20, 1979) 3 120
4 139

542

aStaff development training

doctors were very concerned about quality of care and, although they would
not usuaily admit it, about competition and loss of prerogatives. However,
international opinion favored trials of village workers, and the team was
present to absorb the initial risk and provide the money, technical advice,
and encouragement. Thvs field trials were approved, and constituencies
were developed.

Sensing Malfunctions and Taking Adaptive Actions: To maintain accept-
able performance, the program had to sense and correct problems early.
The Dai Program did this by responding to any complairts about a trained
dai, investigating the complaint, and taking corrective action if necessary.
In addition, the student-evaluation system of the Dai Program always had
complete data on the skills of each graduate in a readily available form. If
problems arose, the program managers could consult the personnel card
and the dai’s test scores could be examined.

Finding an Organizational Niche: The Dai Program succeeded in develop-
ing the trust and confidence of decision makers, in dealing with competi-
tion, and in establishing good interorganizational relationships. While
many factors played arole, it was not a random process, and several poins
may be noted.

Development of Organizational Relationships: In the development of the
Dai Program, three main characteristics of the development of organiza-
tional relationships can be described: (1) vertical programming, (2) power
strategy, and (3) low profile with other organizational units. Once the initial
field tests were complete, there were various ways in which dai training on a
national scale could have developed. One way was to maintain tight vertical
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management control over all training teams and not allow outside inter-
ference. Another way was to maintain loose management control and
decentralize the training to other health units such as provincial hospitals
and Basic Health Centers. A third way was to merge with other training
units such as the Village Health Worker Program, Auxiliary Nurse-Midwife
School, or the Public Health Institute. The program and advisory staff
chose to maintain tight management control in the first 2 years of the pro-
gram for three reasons: (1) to maintain the quality of the training process,
(2) to maintain the momentum of the program, and (3) to enhance organi-
zational development.

Extensive efforts were made to develop a quality training program,
including a technically advanced curriculum and teaching process, careful
supervision of the training itself, and a good teacher training program. In
the first year of the program, other management methods could not ensure
that quality could be maintained; the program staff felt that the early recep-
tive environment of the Dai Program was based on easily discernible
improved skills in these illiterate village women. For this reason, decentrali-
zation of the program as well as merger with the Village Health Worker
Program were discouraged.

The Dai Program completed its initial field tests in June of 1977. By
December of 1977, donor support for five training teams had been secured
and the program was expanding rapidiy. Program management and advi-
sory staff felt that continued rapid expansion of quality training was impor-
tant to stabilize the organization, and to solidify the concept of dai training
before competition became intense. Tight management control was seen as
the appropriate expansion strategy.

A third reason for the tight vertical management-control strategy with
training teams based in Kabul was to continue to develop organizational
structure of the National Dai Training Program. In the first year, the orga-
nizational structure was weak, and long-term viability was not ensured. By
continuing to develop the staff, organizational competence increased. This
became evident to decision makers within the MOPH and increased the
chances for the program to achieve its training objectives and to guarantee
itself a leading role in future years when another management strategy
might be appropriate.

Power Strategy: Strategies for social change can be divided into three
types: power strategies, persuasive strategies, and educative strategies.
Early development of the National Da/ Training Program used a simple
power strategy through control of resources to survive and grow. In this
sense, it was a typical experimental program working in a controlled envi-
ronment.

Once the initial field testing was completed, the early successes of the
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program brought vested interests to life, with subtle but real power battles
occurring during the first 12 months of the project. During the first 6
months, these battles were mostly over program control, as people closely
affected by the project sought to turn the successes their way. Although the
program tried to find a wide base of support within the Ministry, this was
difficult in the Afghan context. The program was sought by the Presidency
of Nursing, the General President of Health Affairs (number three ranking
member in the Ministry), and the director of the other major village pro-
gram within the MOPH. The President of Basic Health Services and his
supporters played a critical role in program stabilization. Using a power
strategy based on successful development, control of funding of key parts
of the program, and access to and influence with international donors, the
President of Basic Health Services kept the program in its original position
within the Ministry and kept it independent so that it could grow, stabilize
itself, and develop its own constituency through steady, high-quality per-
formance.

After the first 6 months, the program was fairly stabilized in its leader-
ship. The next problems arose with outside vested interests who tried to
alter program objectives and create rival training organizations. Through
careful public relations, the Minister prevented such vested interests as
practicing obstetricians and nurse-midwives from feeling very threatened by
the program.

With this is mind, the President of Basic Health Services and his advi-
sors played crucial roles in guiding the program through its initial years.
Through leverage and prestige, the existing training organization has been
protected. After 1 or 2 more years—when the infant program has grown
up—widespread development of dai training organizations should be in the
country’s interest. At that time, the parent organization will then be able to
play the coorcinating and quality-control role necessary for other groups to
do the training successfully.

Low Profile with Other Organizational Units: In the first 2 years of the Dai
Program, steady organizational development has occurred and a receptive
environment still exists. Using a vertical programming approach with tight
management control and a power strategy when necessary, program
personnel have protected the organization.

The third means of continuing this momentum was by maintaining a
low profile compared with other organization units. This has been accom-
plished in the following ways. The rural areas where dais were trained had
few organizational units of any kind, hence few competitors. Key decision
makers in the MOPH were identified, and decisions were made only
through them. Information given out about the Dai Program was cart_ully
planned so that sufficient, yet not excessive, amounts of information were
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available. Other organizational units were given information and help when
they requested it, but they were not flooded with unsolicited material.

One of the most precarious aspects of new program development and
stabilization is potential encroachment on the role of existing workers. New
programs are very fragile; vested interest groups can quickly bring great
pressure to bear, and this usually affects the receptive environment and,
subsequently, the enabling relationships necessary for program stabiliza-
tion. The Dai Program did not affect the jobs or status of any government
worker in rural areas. Hence competition with existing workers was
avoided.

Some Lessons from the Dai Program

Although the Afghan Dai Program has been relatively successful, it may be
instructive to review aspects of the program that were less successful in
order to see if any useful lessons can be drawn.

The Difficulty of Maintaining Practicel, ‘‘Hands-On’’ Training: The dai
curriculum is based on the concept that learning is most effective and lasting
when the student actually experiences during training that which he or she
will be doing later. In the case of prenatal care, young-child care, and health
education, it is essential that the dai learn by examining, treating, and edu-
cating women and children (under supervision). The dai training teams were
themselves trained in these teaching methods.

Despite every effort by the central organization to keep the training
practical, several training teams began doing less and less ‘‘hands-on”’
teaching and instead did more didactic teaching. Afghans have traditionally
learned by memorization; the new teaching techniques were unfamiliar, and
when out in the field and away from supervisors, the dai trainers were
tempted to teach according to more familiar ways. Another reason for the
shift in teaching methods had to do with traditional Afghan sex-role behav-
ior. Nurse-midwives who headed training teams were often reluctant to take
an active role vis-a-vis the health-center doctor in setting up clinical teaching
arrangements so that the dais could learn from patients rather than on
models or through role playing. As a result, more recent dai training courses
have not provided very much patient contact for the dais.

The obvious lesson to be drawn from this experience is that frequent
supervision of the dai trainers is necesssary, as well as regular continuing
education. A curriculum, no matter how well designed, does not teach
itself; cultural values and practices will affect teaching and training, so old
habits die hard.
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The Dais, No Matter How Well Trained, Are Part of a Larger Health Sys-
tem; Their Overall Effectiveness Depends on the Level of Functioning of
that System: One important job of the trained dai is to refer problem cases
and high-rise pregnant women to a doctor (in the BHC or hospital). The dai
also refers seriously ill children to the health center. Unfortunately, the
BHC doctors in Afghanistan are often ill-prepared to take care of high-risk
pregnant women; in fact, most BHC doctors are less experienced and
knowledgeable about delivering babies than the average dai. When a dai
refers a pregnant woman to the BHC and she is not treated properly, the
value of the dai’s screening and surveillance function is greatly reduced.

The lesson here is very simple. Any village-based program that depends
on referral to higher levels of care must be sure that those higher levels can
actually do the job. If not, the villager worker is rendered much less effec-
tive.

The Difficulty Involved in Trying to Change the Way Dais Practice Mid-
wifery in the Village: Most of the Afghan dais who have been trained
have been practicing midwives for 10 to 30 years. A 5-week course, no mat-
ter how well planned and organized, cannot easily change basic habits in
such areas as hygiene, delivery techniques, or infant feeding practices. The
dais can learn all that their trainers want them to learn; but when back in
their village, how much have they really changed in practice?

This vital question, however, is extraordinarily difficult to answer
under present circumstances in Afghanistan. With unrest in rural areas,
evaluation teams have not been able to directly observe dais in the field.
There is little doubt that a 5-week intensive course has some effect; what
cannot be answered is how great this effect is.

The lesson here can perhaps be expressed best in terms of a dilemma. If
village-level health workers are recruited among existing practitioners such
as dais, barbers, or herbalists, certain well-established habits will be diffi-
cult to change. However, if people who are not indigenous practitioners are
recruited, they are likely to receive less respect from fellow villagers and, at
the same time, are at risk of threatening established health practitioners
such as doctors. The health-center physician is probably less thre~tened by
an established practitioner whose skills have been upgraded than he is by a
totally new individual whose role and status in the village are much less
clearly defined.

There is no best general solution to this problem. Each country that
embarks on the road to improved village health must make its own choices
and set its own priorities. The only universal generalization is that the more
the villagers take part in the decisions, the more likely the program is to be
accepted and the better off everyone is.
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Making Plans Happen:
Central-Management
Support Systems

Jerry M. Russell

A. Support Needs of the Field Program and Constraints
in Meeting Those Needs

Field programs that provide direct services to the public on a national basis
can be implemented and operated only to the extent that necessary support
services—the routine management activities that ensure that the field
programs have the personnel, materials, and finances required to function
properly—are provided. In most cases, this is a central-government respon-
sibility.

If the Afghan experience is any guide, the management of support ser-
vices is the most difficult area of field program implementation in devel-
oping countries. No matter how admirable the objectives, how idealistic the
planners, and how superior the preparation of the health workers, without
support services the workers cannot be expected to make the programs
succeed.

Many constraints contributed to the difficulties experienced in provid-
ing support services for rural programs in the Basic Health Centers, for the
village health workers, and for the Dai Training Program. The constraints
were not always the same in each of these field programs, reflecting
differences in program complexity. For example, the program requiring the
fewest support services, the Dai Training Program, experienced the fewest
difficulties with support-service management. The following subsections
examine three categories of constraints—personnel, organizational, and
environmental—that the team encountered in assisting the Ministry in the
development of management-support systems. Perhaps these constraints
are not universal, but it is likely that they exist to varying degrees in all
national programs in developing countries.

Personnel Constraints

Lack of Basic Preemployment or Prescrvice Management-Education and
Training: Afghanistan has very limited management-education opportunj-
ties, and the few college graduates with this training go into either the
private sector or the more prestigious Ministries, such as Finance,

89
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Commerce, Planning, Mines and Industries, Foreign Affairs, or Interior.
The high schools do not offer courses in this area, and even secretarial train-
ing is available to only a few students. Consequently, the Ministry was
unable to recruit personnel who already had basic management and admin-
istrative skills, The Department of Administration, in fact, had only two
college graduates among its own personnel. Most senior personnel in the
Ministry were physicians, and most administrative staff were high school
graduates with additional training. In order to recruit personnel with pre-
existing skills, the Ministry had to tap experienced staff from other
Ministries. New personnel seldom know how to do more than their super-
visors were able to tell them, and the supervisors know only traditional pro-
cedures acquired by experience, Virtually no one had the broad manage-
ment perspective required to plan, organize, direct, coordinate, and evalu-
ate routine support systems, and few appreciated their importance.

Absence of Coordinated In-Service Training: There was no unit respon-
sible for planning and implementing in-service training for either new or old
employees of the Ministry. In-service training occurred on an ad hoc basis
and largely ignored management training. New physicians assigned to Basic
Health Centers might receive a brief preservice orientation that provided
some information on the organization and regulations of the MOPH, their
supporting responsibilities, and the benefits/requirements of civil service
employment. There was no training in administrative skills or management
concepts. The director of the Planning Department statistics section ran a
basic mathematics course for his own staff; there were required but poorly
attended Pashtu language classes for all government personnel; and some of
the MOPH technical training schools, such as the Laboratory Technician
School and the Auxiliaay Nurse-Midwife School, held an occasional
refresher course for their graduates. For clerical and other non-health-pro-
fession supporf staff, there was no training at all.

Inadequate Supervision: Supervision throughout the MOPH was an ill-
defined concept and an even less-developed skill. Work-attendance records
were checked, and personnel were reprimanded for poor attendance.
Reprimands for poor work were known to occur, although there were no
formal standards for judging work performance. Except in the vertical
programs, such as the malaria program, supervision was never incorporated
into routine visits with specific content. Seldom did the supervisors
understand or pay attention to the administrative or organizational skills of
those being supervised. Attention was much more likely to focus on atten-
dance, the list of property signed out, or the general cleanliness of the room
or building. Employees were occasionally punished if fault was found, but
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they were seldom recognized for doing a good job. Promotion was based on
seniority, not performance.

Organizational and Structural Constraints

Structural Patterns Are National: The Ministry was virtually precluded
from altering inefficient structures, and this reflected general government
organization. For example, the Ministry Planning Departinent was
responsible for construction and the capital-development budget activities.
The budget section, responsible for annual or operational budgeting, was
located within the Administration Department, and no one was responsible
for seeing that the annual operating budget and development plans were
compatible and mutually feasible. Plans for hospital construction, for
example, occurred independently of any projections of future operational-
budget requirements or availability.

Regulations and Procedures Are National: The Ministry was also subject to
the same regulations and procedures as other agencies of the government.
For example, the Ministry of Finance had budget, accounting, and ware-
housing manuals that all Ministries were expected to use. When these were
found to be inappropriate, supplementary MOPH regulations would sur-
vive only as long as the person who introduced them was in a position of
authority to enforce them.

Lack of Formal Job Descriptions and Operational Manuals: The first units
within the MOPH to have detailed job descriptions were those assisted by
the team, that is, Basic Health Center personnel, warehouse personnel, dai
trainers, and village health workers. Other MOPH personnel did not have
job descriptions by which they could be trained, by which their work could
be judged, and by which they could be supervised. In addition, the various
departments and offices had neither procedural manuals nor clearly
defined objectives. Although some senior officials wanted such regulations
to be developed, those at lower levels often appeared to resist, believing
perhaps correctly that they could not be held accountable for that which has
not been specified as their responsibility.

Environmental Constraints

Personal Economics: Although the Ministry received only a small portion
of the government’s budget, the lack of funds was not the major economic
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constraint to development of adequate support systems. In a country where
the per capita annual gross national product is less than $200, where there is
no social security other than the family, and where there are few jobs that
provide the fringe benefits of government employment, civil servants are
realistically reluctant to risk personal liabiiity by making quick or generous
decisions with valuable resources. An incorrect decision may result in loss
of employment, personal liability for repayment, or even imprisonment. It
is commonplace to encounter former civil servants, several years out of
government service, still answering inquiries regarding money or property
for which they were once responsible. As another example, the transfer of
equipment or drugs from the Ministry’s central warehouse to a Basic Health
Center required a minimum of eleven signatures laboriously obtained. The
bureaucracy provided security and release from personal liability at the
price of inadequate field program support.

Tradition: Closely linked to the personal economic constraints are tradi-
tional practices that interfere with deployment of support services, protect-
ing resources rather than dispersing them. All property, for example, is
assigned to a trustee who has personal liability for it until it is formally
transferred to another person. Every storeroom has a storekeeper, or
tawildar, who has the only key to the padlock on the door. If he is absent,
the storeroom can only be opened by a committee of three who must each
sign a record showing exactly what was removed from the storeroom. On
personnel matters, the traditional practice is to have a committee meet per-
iodically to recommend decisions to the Minister. This practice is designed
to limit favoritism or bribery, although, in practice, both could occur fre-
quently. Elaborate procedures have evolved to ensure against the misuse of
funds, precedures involving committees, numerous signatures, and several
departments. The purchase of a tin of kerosene routinely takes tkree people
half a day to accomplish. In all matters, but particularly those regarding
physical or monetary resources, individuals refuse to take responsibility
without the signature of their superior. With only senior personnel making
decisions, relatively few decisions are made and relatively few resources are
transferred or released.

External Constraints: In addition to constraints within the MOPH, exter-
nal services and resources reflect the constraints of the Afghan environ-
ment. Mail from remote provinces frequently takes a month or longer to
reach Kabul. None of the Basic Health Centers have telephones; they had to
be contacted through provincial or district-level government offices.
Ministry transport capacity is limited, and commercial carriers prefer to
remain on the main roads where there is less damage to vehicles and some
hope of return freight loads. They do not compete vigorously to take ship-
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ments to remote health centers. Roads into many mountainous regions are
poor at best and are closed completely during winter snows and spring floods,
which sometimes last 3 to 5 months. Bus service reaches most areas of the
country, but road and weather conditions often make a trip to Kabul a
S5-day journey. Basic Health Centers usually have a vehicle assigned to
them, but since repair services and parts can only be obtained in the larger
provincial cities, if at all, vehicles often sit unused for much of the year.

Conclusion

Combinations of constraints could easily be used io rationalize lack of
effort to improve the central support systems discussed in this chapter. The
professionally tempting approach of developing completely new support
systems that might not be compatible with the overall structures of the gov-
ernment, that did not deal with the constraining realities of the country, or
that could not be continued without foreign advisory assistance had to be
avoided. The job was not one of designing new vehicles, but of making
existing ones run a bit better,

B. Manpower Development: Formal and On-the-Job Training

Perhaps the most critical central-management support system deals with the
development of human resources. Programs cannot exist without personnel,
and personnei must be educated, recruited, oriented, and assigned to jobs.
Ideally, a manpower-development system requires (1) job analysis and pro-
jections of manpower needs, (2) planning for the training and acquisition of
personnel with the required knowledge and skills, (3) preemployment
general and technical education, and (4) in-service training (continuing
education).

Manpower development through the nearly 6 years of team work con-
tinued to be uncoordinated and largely unplanned, and it received many
words, but low priority, on Ministry agendas. There was no focus of need
analysis or planning and implementation of manpowcr-development pro-
grams. Need analysis was conducted by the program managers on an annual
basis as part of budget preparation, an unsystematic process of accretion.
There was no functional analysis of their programs, no job analysis of exist-
ing or planned positions, and no justification of positions approved in
previous budgets.

A great handicap was the lack of control over, or significant input to,
the major manpower training programs: medical schools and nursing
schools. Both the medical schools and most of the nursing schools were
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under the Ministry of Higher Education, used traditional hospital-oriented
curricula with virtually no public-health orientation and no health-manage-
ment courses, and included little experience that would prepare students for
the jobs they would have in Basic Health Services. The Ministry of Health
did control the schools for sanitarians, laboratory technicians, and auxiliary
nurse-midwives (ANM). Only the ANM school, with assistance from
USAID, designed its curriculum to prepare students for work in the Basic
Health Centers.

Although thwarted by the April 1978 revolution, donors, the Ministry,
and the team had agreed on a phased manpower-development strategy that
was incorporated in the 7-year health plan adopted the previous year. An
analysis phase defining needs and resources requirements wouid precede
establishment of a health-manpower institute. The Ministry conceived this
to be a separate entity to circumvent the inertia and dead weight of the exist-
ing Public Health Institute, which on paper would appear to be the appro-
priate focus for such work.

Although a coherent manpower-development plan has never been
implemented in the Ministry, Basic Health Services did make some progress
in the form of analysis, planning, and training activities. Based on the
Parwan-Kapisa Pilot Project, the team and the Ministry analyzed the
functions of the Basic Health Centers, performed a job analysis of the BHC
personnel, developed job descriptions, helped prepare operational manuals
for the BHC staff, and assisted in the development and implementation of a
mobile-team training program. Training activities included teaching train-
ers courses, preservice orientation for new doctors, continuing-education
courses in technical areas, and administration of a foreign-training fellow-
ship program that included both nondegree and degree programs in the
United States and other countries. At the time of the April 1978 revolution,
the first of four regional training centers was being opened, as noted in
chapter 2,

The first manpower analysis in 1977 indicated that the Ministry had over
4,000 health service personnel. Many of these, particularly the physicians,
were spending much of their time in management tasks. In addition, there
were approximately 3,000 additional employees, including senior and mid-
level managers, clerks, drivers, storekeepers, warehousemen, accountants,
and support-service staff. For this latter group, there was virtvally no other
training available, either during employment or before. The Ministry had to
rely almost completely on high school graduates who learned their jobs as
they went along. Previous attempts to establish administrative training
programs for civil servants had reached few people beyond the Ministries in
which the programs were located, that is, Finance and Mines and Industries.
With help from the team, the Ministry of Health developed a plan for an
administrative training program to be implemented during the 7-year plan
adopted in 1977. It was abolished by the new government in 1978.
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C. Logistics System

Among management-support systems, logistics systems are of special
interest because of the immediate disabling impact of inadequate supplies.
This is manifested by (1) underutilization of facilities when medications are
unavailable, (2) poor morale of personnel obliged 10 go through the
motions without sufficient supplies, and (3) the premature termination of
new programs before adequate testing or stabilization.

Although the team worked for 6 years in the area of logistics, it was not
until the fourth year (1977) that the Ministry began to take concrete steps
toward establishing a coordinated logistical system. The history of this
slow, but persistent progress illustrates both the difficulties and possibilities
in this critical area of health-organization development.

Central Warehouse

The original team contract provided for technical assistance in warehouse
operations. When the team arrived in late 1973, the Ministry was in the
process of constructing, with USAID support, a new central warehouse.
Prior to that time, there were a number of smaller stores for drugs, supplies,
and equipment scattered around Kabul.

The team analyzed the government’s general warehouse regulations,
the specific requirements of the Miuistry, and then helped to develop a
warehouse operations manual compatible with government regulations.
The team assisted the Ministry in printing the necessary warehouse forms
and file cards, obtaining adequate filing cabinets and training warehouse
staff in the new warehouse procedures and record system. The team pro-
vided advisory assistance that gradually tapered off over the first 5 years of
the project. In sum, it can be said that the warehouse-development assis-
tance was successful. The new system continues in use. Drugs, supplies, and
equipment were received, recorded, safely stored, and dispatched in an
orderly manner. However, there were many problems and lessons to be
learned.

A continuing problem was the frequent turnover of key warehouse per-
sonnel. During 1977 alone, there were four changes in the position of
warehouse director. The team had provided warehouse training for the first
director in the United States. He was then hired from the Ministry by
UNICEF to handle their commodity imports becausc he was the only
trained warehouseman in Afghanistan who knew something about health.
Fortunately, there was less turnover among the lower-level warehouse staff.
Although there was no continuity in direction, the overall warehouse pro-
cedures continued to operate reasonably well, which underscores the
importance of instituting systems, not simply training individuals.
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Another problem that hampered effective warehouse operations was
the traditional Afghan storekeeper, the tawildar, who was assigned all
property as a financially bonded storekeeper. If anything became lost, he
was financially responsible. This led to the practice of padlocking all store-
rooms and not allowing anyonc but the storekeeper to open them. Jf the
storekeeper was absent, 1:othing could leave the storeroom, a practice that is
not likely to change until the per capita income rises considerably and
commodities are relatively less valuable.

A third major problem was the difficulty of maintaining adequate
supervision. The training program and warehouse manual ;pecify the need
for goal-oriented supervision and assigned it to specific staff members.
However, in practice, tradition often prevailed and supervisory practice
reverted to checking for the presence of all assigned property, ad hoc assign-
ments of the nearest person to the problem: of the moment, and admonish-
ments to subordinates when senior officiuls came to visit.

Thus, although supplies were received, stor:d, and dispatched, there
was still mucl: to do to improve warehouse operations. Perhaps the most
imporiant area needing improvement was the overall logistics system, of
which the warehouse was but one important subsystem.

Logistics Management

From the beginning of its work in the Ministry, the team was involved in
logistics management apart from the warehouse. Basic Health Services was
actively standardizing the drug and equipment lists for rural health centers
based initially on drug-use data and disease patterns in the Parwan-Kapita
Pilot Project. The lists were then modified as more experience was gained in
other regions of Afghanistan. In the Village Health Worker program, the
team helped establish a functioning drug procurement, storage, repackag-
ing, transport, and payment scheme.

However, it was not until the head of the Administration Department
returned from 9 months of study in the United States that a full-time team
member was acceptable and available to work as his counterpart. This is
important, for most of the core offices in the logistics system were in the
Administration Department: budgeting, purchasing, warehouse, and
transport in particular. Much of the team advisor’s work in the first year in
the Administration Department was in helping the director develop a 5-year
development plan.

In this process, considerable effort was spent in helping the director and
other key Ministry officials approach management problems in a systematic
way. The importance of this process cannot be overstated, for the tradi-
tional approach to management was crisis intervention with ad hoc solu-
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tions. The solutions usually consisted of placing blame on indivicuals and
either reprimanding them or replacing them. The team cannot claim to have
abolished this approach, but a few senior Ministry officials were beginning
to see how they could use system analysis and planning tools to produce
more lasting solutions.

The area of logistics is a good example. By the fall of 1977, the team
was asked to provide a fuli-time logistics consultant. His first task was to
map the existing logistics system. From this process, problem areas were
identified and solutions were proposed. The major problem areas identified
were poor communication links between components of the logistics
system, and inadequate record and information system, piecemeal needs
analysis and planning, and a lack of coordination. There were no overall
guidelines for the logistics system, and only basic regulations existed for
each of the offices involved. The linkages between the central logistics
system and the technical health services departments were particularly
poorly developed.

In late 1977, a new medical-supplies office was established to provide
central coordination and action on legistics. By the fall of 1978, a compre-
hensive logistics operational manual was prepared, using the existing system
to the maximum and adding ~nly the important missing elements required
to facilitate coordination. Unfortunately, the government changed at this
time, the head of administration was replaced, and the logistics consultant’s
visa was not renewed. Had the logistics development program not been
precipitously terminated, the process of training and the stabilization of the
prograri would have been completed in an additional 2 years.

In conclusion, the Parwan-Kapisa Pilot Project showed the Ministry
that clinic utilization tripled when an adequate supply of drugs was made
available. Only a well-planned and coordinated logistics system can
accomplish this on a regular basis. Beginning with a focus on the specific
problems recognized initially by the Ministry, the team, the ministry, and
the donors worked through a process of increasing awareness of broader
logistics-management issues. In Afghanistan, this technical-assistance
process in logistics took 6 years and was likely to have taken another 2 to 4
years before the system reached a stage of steady-state operations.

D. Management Information Systems

The Team and the Ministry worked on a wide variety of information
systems over the 6-year period, from the extremely simple home-visit report-
ing system for use by illiterate trained dais to comprehensive information
systems designed as tlie core of logistics management. These included infor-
mation systems for the warchouse, mobile training teams, Basic Health
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Centers, personnel management, financial management, viliage health
workers, Dai Training Program, drug procurement, and others. Summary
descriptions of some of these are included in this book, while more detailed
presentations are contained in other MSH publicaiions. Therefore, rather
than reiterating what has already been presented, this section will describe
some of the general problems and pitfalls experienced in planning and
implementing information systeins in Afghanistan,

The common problems encountered in information systems are the
information does not come, that it is late, that it is incomplete, that it is
inaccurate, that it is not analyzed, that it is not disseminated, that it is inap-
propriate, or that it is not used. There are several related reasons for this
situation. Information-systems designers often design data-production
systems rather than management information systems. The former produce
data, perhaps of high quality, without regard to their relevance to the infor-
mation needs of the organization’s managers or their ability to use them.
The latter approach attempts to provide the information managers require
to make the best possible decisions in the time available. If design does not
begin by asking wha: decisions the managers make and what information
those decisions require, decision-oriented information systems are seldom
produced.

Lest i~ formation-system specialists be given all the blame, it must be
pointed out that they can carry out only the task given to them. Donor agen-
cies frequantly recommend or even require that the recipient organization
develep something called a ‘‘health-information system,’’ which usually
refers to a system for collecting and analyzing data relating to indexes of the
health status of a population and of the health services provided to that
population. It seldom includes the routine organizational, financial, and
personnel-performance data important for supervision, budgeting, train-
ing, and management support.

Another major problem with the use of information systems is inade-
quate training. Many people involved in technical assistance assume that
decision makers will take appropriate action if they have accurate informa-
tion. The fact is that the recipients of the analyzed data may know neither
how to interpret them, nor whar management decisions they should make
from them. Everyone involved in the information system must be trained,
including those "#ho generate the data; those who collect, tabulate, and
analyze them, and those who ultimately receive them. Stress is often placed
on training the operators of the information system rather than the users of
the information.

The opportunity to design and implement a completely new program
(and the information system to support it) that «.oes not involve preexisting
personnel, regulations, and organizational traditions is rare. More
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commonly, the task is to make an existing program or organization
function better. A revised information system is something that must be
integrated into an existing structure. This means that the tasks, attitudes,
and behavior patterns of staff must be altered, and training or retraining
becomes the key to making the new information system work.

It is important to recognize that information systems already exist in
every operational program, It may not be obvious to the outside observer,
but the decision makers are already receiving and using information. The
old system may not involve typed reports and quantifiable data, but the sys-
tems are there. The data include information about what one’s superiors
want, what is politically acceptable, the families of one’s colleagues, what
has been tried before, the attitudes and behavior of particular population
groups, and the skills and attitudes of staff.

The lesson here, of course, is not to assume that organizational deci-
sions are made solely, or even primarily, on the basis of information related
to achievement of publicly stated objectives. Every organization devotes a
significant proportion of its resources and time to that most basic of all
objectives: survival. Every individual and department within the organiza-
tion is concerned with his or its own survival. The 1nore limited the resour-
ces and the more unstable the environment, the more prominent issues of
survival in an organization will become.

Designers of information systems should consider how to analyze and
present the information in such a way as to be useful to the organization’s
managers as they compete for an appropriate share of the organizations’s
and the country’s resources. For example, data concerning population
coverage of a program may be more politically important than data con-
cerning the impact of the program on reduced morbidity or mortality. Data
concerning comparative program cosis and changes in costs are particularly
useful. Managers want data that help their programs and organizations get
an equitable share of resources.

E. Financial System

Four basic functions of financial systems are revenue generation, manage-
ment of cash flow, budgetary control, and the production of data required
for planning. The financial system used by the Ministry concentrated
primarily on cash flow and budgetary control, with some attention to
revenue generation and virtually no attention to planning. As with admini-
strative systems, the financial system was the standard prascribed for all
ministries and was not amenable to alteration by any single Ministry. There-
fore, the team was restricted to two complementary approaches: helping to
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make the existing system operate better and helping to instiute modifica-
tions that would help the Ministry without conflicting with the standard
government requirements.

Revenue Generation

All money used by the Ministry came to it from or through the Ministry of
Finance, which obtains funds from taxes and donor-agency contributions.
The Health Ministry could influence the amount it received through nego-
tiations with donor agencies (USAID, WHO, UNICEF, and FAD) and
through annual budget submissions to the Cabinet. Fees collected from
patients for such items as x-rays, private rooms, and laboratory services
went to the Ministry of Finance and did not increase the health budget.
Money received from the sale of drugs through governmert pharmacies and
to private pharmacies went back to the government’s semiautonomous
Avicenna Pharmaceutical Institute, beyond the Ministry’s direct control.

Neither the budget section in the Department of Administration nor the
planning section in the Department of Planning was able to examine poten-
tial benefits or project long-range cost implications of specific plans. As an
interim measure, the team worked with the Ministry in preparing both
annual budget submissions and budgets for multiyear development plans.
In 1977, two publications were prepared for, and used by, the Ministry in
preparing its budget. The Financial Analysis of Health Programs was essen-
tially a cost-benefit study of existing and planned health programs (see
appendix C). It was used by the Ministry in the development of its 7-year
plan, by focusing attention on the potential productivity of alternative
investments of the limited resources available. A second publication,
Financial Projections for the Ministry of Public Health, analyzed the dis-
crepancies between the development plans, which were primarily construc-
tion efforts, and the money potentially available to operate these facilities.
The Ministry used these projections to revise its plans and to negotiate with
the Planning and Finance Ministries for more realistic operational budgets.
For the 1978 budget, for example, the Ministry of Finance set a ceiling of 7
percent increase over the 1977 levels for the entire government, but based on
the case made by the Ministry, health was given a 12.38 percent increase.

Based on this positive experience with financial analysis, the Ministry
established a financial-analysis office in the Department of Administration,
which in turn established provincial financial-data units beginning in 1978.
Although the ‘“April Revolution'’ precluded this plan from progressing, the
experience illustrates one way by which consultant assistance can lead to the
institutionalization of new systems or subsystems.

The Ministry and the team, with USAID encouragement, also worked
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closely on another major area of revenue generation: obtaining donor assis-
tance. The team was frequently able to help bring the Ministry needs to the
attention of donor agencies in a form that could be acted upon, as discussed
in chapter 5.

One area of revenue generation in which concrete assistance was
provided related to pharmaceuticals. The rural surveys indicated that in
1976, Afghans spent approximately 6.9 billion Afghanis privately for drugs
and health care, more than 10 times the government’s expenditure. In the
Firancial Projections, the team called attention to this potential source of
revenue and recommended that the Ministry should tap it through drug
sales and other fees. The Village Healch Worker Program became the first
to develop and implement a system for prepackaging drugs in course-of-
treatment units and selling them to patients to create a self-financing,
revolving fund for pharmaceuticals. The data and experience from this
program, along with the rural health survey, led the post-revolutionary
government to establish government pharmacies in every hospital and
health center for the sale of drugs, the income to be used as a revolving fund
for government purchases.

Aside from the drug initiative, the Ministry never seriously tackled the
issues of revenue generation in a concerted manner. A few senior officials
realized the problem and saw the need, but they were hampered by public
statements by higher-level government officials regarding free health ser-
vices and by lack of personnel trained in financial management.

Cash Flow

The system for cash-flow management was controlled by the Ministry of
Finance. Once the annual budget was approved, the Ministry of Finance
transferred funds in quarterly payments to its provincial offices. Hospital
and health-center clerks prepared monthly time sheets for their personnel
and, against these, received advances for salary payments, for which they
later returned signed receipts to the Ministry of Finance. In a similar
manner, requisitions for purchases of supplies, petrol, or locally available
materials were taken by Ministry clerks to the Ministry of Finance. Then, if
budget funds were available, a committee of three went to the bazaar to
take bids for the items to be purchased. After the lowest bid was approved,
the committee returned to the bazaar to make the purchase and then took
the receipt back to the Ministry of Finance. In neither the salary nor pur-
chasing transaction did the hospital or health center handle the money
independently. The small amount of income from laboraiory fees was
turned over to the local finance offices. Fees from x-rays were the one
exception. When additional film was required, a clerk or technician traveled
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to Kabul and purchased it from the government’s semiautonomous Avi-
cenna Pharmaceutical Institute.

While the cash-flow system was slow and very cumbersome, it did even-
tually manage to make the money available for its intended use. However,
as noted in subsequent paragraphs, the accounting for these expenditures
did not provide data useful to the Ministry for planning and analysis.

Budget Control

Once the proposed ordinary (operational) health budget was approved, the
Ministry of Finance assumed responsibility for budgetary control. The
district and provincial Finance Ministry offices released funds only against
approved line items with no flexibility at the local level to transfer funds.
The Ministry had the authority centrally to make small (less than 50,000
Afghanis, or approximately $1,250) transfers to funds from one line item to
another or from one province to another. Larger budget alterations had to
be approved by the Cabinet of Ministers, which for practical purposes
eliminated the prospect.

A major difficulty in budget control was the process of expenditure
reporting from the Ministry of Finance to the MOPH. The reports were
submitted once every 6 months after the last expenditure had occurred in a
given 6-month period. The restrictions on budget alterations and the delays
in receiving reports from the Finance Ministry resulted in large balances
remaining unspent in certain provinces and line items with insufficient
funds available in others. This was a particular problem in the personnel
item, and this accounted for 76.3 percent of the budgets administered at tlie
provinciai levels. During 1975 and 1976, the Ministry of Finance reported
that as much as 40 percent of the Ministry’s provincial budgcts was unspent
at the end of the fiscal year. A large proportion of the unspent money was
the result of personnel vacancies from retirements, transfers, and unfilled
slots. Although there were shortages of funds for facility maintenance,
purchase of drugs, and training per diems, reports from the Ministry of
Finance were received too late to either make line-item transfers of funds or
to adjust budgets for subsequent years.

Financial Data for Planning

Not only were the financial statements received late, they also were aggre-
gated in ways that prevented adjustments for current management or for
long-range planning. The statements from the Finance Ministry showed
expenditures by budget line items for an entire province, submerging the
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expenditures of each hospital, health center, and other health program.
Therefore, neither the provincial health officer nor the central health
officials could determine why they were underspending their budgets at the
same time that they did not have enough money for adequate program
operations.

Because of this situation, the team worked with the Administration
Department to establish a financial-analysis directorate within the Depart-
ment of Administration. Beginning in March of 1978, specially trained
clerks were assigned to work in selected provinces to collect expenditure
data by program and institution. The personnel had been approved and the
training program had been scheduled by the time the new government dis-
continued the plan following the 1978 coup.

In summary, the major lesson learned from work with the financial
system of the Ministry is that small successes can be achieved in trying to
improve the financial-support system of a single ministry, even when that
support system is, in reality, a subsystem of the larger financial system of
the entire government. Certain things can be done that will be of help,
including the training of personnel responsible for financia! planning and
management, better records and reporting systems within the Ministry, and
the development of the capacity within the ministry to analyze financial
data. Occasionally, an entirely new opportunity presents itself, such as the
establishment of working funds for drug purchases and reimbursement, and
this can be integrated into government procedures and has the potential for
amajor impact on the financial viability of Ministry programs.

- F. Facilities Development and Construction: Necessary,
Desirable, Appropriate?
Henry Norman

The initial phase of the project contained no construction or substantial
material support. When revised for the second stage, some construction of
health centers and training facilities was added. After that point, the Rural
Health-Care Project, though funded and administered separately from
facilities construction, suffered from the negative fallout resulting from the
inability of the Ministry to get the buildings up. The Ministry did not place
much importance on the separation between projects and persisted in trying
to involve the team in discussions concerning construction—a common and
often productive way to attempt to resolve many problems. This annoyed
the AID mission, particularly the engineering office, who insisted that the
team have no part of it.

There was never any real enthusiasm at AID for the facilities-construc-
tion project and no confidence in the ability of the Ministry to put the
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buildings up on schedule and within budget. It was said that the facilities
component was ‘‘the price that had to be paid’’ to get the government to
agree to the Rural Health-Deliver Program, an enthusiastic beginning that
typified the construction program throughout its history.

Doubts about Ministry capacity to build the centers fueled a self-fulfill-
ing prophecy as AID sought various ways to control the process through
what were essentially negative incentives. The first was the fixed amount
reimbursement (FAR) concept. This complicated reimbursement principle
was never understood by the Afghans. Simply stated, AID agreed to pay up
to 75 percent of the construction costs of the building, but only after they
had been certified by AID engineers as conforming to specifications and
had a full staff assigned. This process was made even tighter by a schedule
establishing percentages of construction that had to be completed by certain
dates.

The Ministry construction department did not construct buildings
itself. Its function was to design the structures, draw up specifications,
award contracts to private contractors, and conduct inspections. In practice
it usually repeated existing designs, and the specifications were pretty
normal. Contractors bid on contracts without even calculating costs, since
the Ministry set the price except where a national contractor (one of three or
four major certified firms) was involved. The builder would cut corners on
the building to make a profit, and if funds ran out before he was finished,
he would simply abandon the job. Many unfinished structures throughout
Afghanistan are testimony to this practice. Ministry personnel knew of all
this, but even if they had been inclined to crack down on inspections, they
lacked vehicles and the money to pay per diems for field trips.

The situation ultimately resulted in everyone being victimized. The
Ministry asked for a stretch-out of the construction schedule as soon as the
agreement had been signed. The inability of the Ministry construction unit
to get to the field to do inspections resulted in the AID engineering office
performing them and adhering to the specifications that AID had originally
imposed in the design. This delayed construction, and as intermediate target
dates were missed, it was assumed completion dates also would be missed—
everyone blamed everyone else.

This facilities-construction project was a comedy of errors from its
inception and should not perhaps be used as a measure of the place of facili-
ties development and construction in general. Properly planned and imple-
mented, it could have been an important positive element in the effort.
However, before taking on such a project, all the parties must be clear on
what parts they play in the overall program. If indeed the buildings became
part of the price for the rural health-care delivery and that part was going
well, why permit construction delays to poison the atmosphere? Why not be
flexible and work out any plan that made sense and would get the buildings
up?
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The confusion about the purpose of the facilities-construction program
was never resolved. Why anyone felt that it was necessary to improve the
construction capacity of a Ministry of Public Health that had precious little
capacity to deliver quality health care was a question that was never
addressed until the new AID proposal for the third phase of the project,
which was too late.

The question of whether facilities construction is necessary involves not
only professional judgment, but political decisions as well. Before the latter
is dismissed, we should remember that until recently the most imposing
building in any small U.S. city or rural area was the U.S. Post Office build-
ing. In developing countries, clinics and schools are an indication of
progress and development can be important to governments irying to
demonstrate this to the people.

The location of a clinic frequently has less to do with its function than
with who the government is trying to impress. Many of the planned center
sites were not convenient to the population, but were located where new
towns were planned or wkere the local leader insisted. The Girishk Regional
Training Center was located at a crossroad where there was little transpor-
tation or communication. Its location was primarily decided on political
grounds.

The building of facilities in rural areas is desirable. If an attractive
buiiding goes up to house an activity, then the activity itself assumes some
importance and validity. This feeling is universal, and it can be inane to
lecture people in developing countries that ihey should be doing things in
mud huts. This simply reinforces the conviction that they are being treated
as second-class people. In general, it can be approoriate for a denor to
construct facilities that are part of a medical program. However, it should
be obvious that it is inappropriate to do so in the way it was done in Af-
ghanistan.

G. Phases of Systems Development

Management-support systems provide health-services programs with the
resources they require: human, material, and financial. The goal in develop-
ing systems for support services is to achieve a steady-state level of opera-
tion with an adequate quantity and quality of resources for the target sys-
tems. Steady state implies that the systems have been accepted as routine
functions of the parent organization and continue to operate without excep-
tional outside assistance. Before assessing the team’s accomplishments in
this regard, a further set of observations from the project may be useful.
Systems development seemed to move through four phases before
reaching steady-state operation: determination of need, system design,
system start-up and testing, and routinization. Determination of need may
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occur very quickly with simple innovations, or it may take months and even
years when complex systems are involved. It involves perception of
a problem, analysis of the systemic factors involved, and a commitiment by
senior officials to seek a solution. This phase may occur between a donor
agency and host government before a project and contract are prepared. In
other cases, one of the primary jobs of a technical-assistance team is to help
the government define the nature of the problem.

System design is often a fairly straightforward technical job and may
occur quite rapidly. However, determining and ensuring the compatibility
of new and existing systems can be a difficult problem that continues into
the start-up phase. The more independently the new system can operate, the
smaller will be this problem. Because organizations will already have some
type of system for providing resources, frequently there will be resistance to
change by personnel working in, and secure in, the existing system. Only
strong and active support from the highest levels of the organization can
overcome this.

System start-up is the early implementation phase and includes opera-
tional evaluation and redesizn. This is usually a period of testing technical
feasibility and detecting and overcoming the potential points of resistance
within the organization and the larger governmental systems of which it
may be a part. Advisors and consultants are frequently heavily involved in
this phase, but decrease their inputs before the system can move into the
routinization process.

Routinization requires the system to go through two or more complete
cycles of operation. These cycles might last only a couple of months, as in
the case of short training programs, or a full year, as in the case of budget-
ing systems. In either case, the donor should potentially incorporate some
continuing level of advisory inputs into this institutionalization phase.
Many, if not most, organizational innovations fail to cross this last hurdle.
As the level of consultant inputs is being decreased, unanticipated problems
or pockets of resistance may appear for the first time, and system personnel
will have to hundle the operational problems without the constant assistance
of advisors.

Figure 4-1 sketches the general experience of the team in the develop-
ment of new or improved management systems. The curve is an approxima-
tion of what occurs in most systems-development projects, with the time
required for each phase determined by a number of factors. Complex
systems—manpower development, for example—may take a long time to
reach a level of steady-state operations. Relatively simple systems, such as a
new warehouse information system may require a relatively short period of
time. Completely new systems often seemed to go through the start-up and
routinization phases more quickly than do innovations in existing systems,
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operation
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System start-up
and testing
(10 to 15 percent)

System design
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Determination
of need
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Figure 4-1. Hypothetical Curve Showing the Percentage of Time
Required for Each Phase of Systems Davelopment

perhaps because one does not encounter the resistance of personnel whose
work habits must be changed.

Figure 4-2 shows how five support systems developed over time in
Afghanistan. The curves are approximations, but in al! cases, key events
were used in making the judgments. Perhaps the most arbitrary decisions
related to the placement of the end of the curves as of June 1979. However,
using progress toward steady-state operations as the criteria, the end points
used appear to be descriptive of the situation at the time the team left
Afgnanistan.

The development of a warechouse information and record systern pro-
cecded relatively rapidly from the moment the team arrived. Certain por-
tions of the originally designed system are opcrating better than others, but
overall, the system has become routinized. If it were not for the frequent
chainges in personnel in the central warehouse, the system might already
have achieved steady-state operations.

The Basic Health Center Mobile-Team Training Program also devel-
oped rapidly through the first three phases. It was at the point of becoming
a relatively routine operation in late 1976. Unfortunately for BHS and the
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mobile teams, at that time the Ministry and the team shifted attention
toward the newly developing Alternative Health-Delivery Programs and the
openirg of the first of four planned regional training centers. Up to that
time, the team had performed many of the support functions for the mobile
teams, and the Ministry had not yet assumed full responsibility. Without
close supervision and assistance in curriculum development and in schedul-
ing, the work of the teams began to decline.

Before looking at the other programs, it should be pointed out that the
warehouse information system was a relatively simple system that operated
almost completely within the boundaries of the warehouse building. Once
designed and accepted by the Ministry, it quickly became the routine system
used. It was compatible with the general governmental warehousing proce-
dures and was installed in conjunction with the opening of a new central
warehouse building. The Mobile-Team Training Program was accepted
quickly because there appeared to be no other alternative training approach
that could be initiated as quickly and inexpensively. The model system had
been developed during the Parwan-Kapisa Pilot Project and, since it was
administered from the central offices of the Ministry, was easily imple-
mented in other aveas. However, the training tasks of the teams were
complex, and they were given, in addition, responsibility for supervision.
Routinization was therefore a more difficult process than that experienced
with the warehouse information system.

The curves for the VHW Training Program and the Dai Training Pro-
gram correspond closely with the hypothetical curve. Although the VHW
training program was operating smoothly by mid-1977, it was still an
experimental or pilot program and continued to have significant team
inputs. The standardized curriculum was completed in early 1978, and it is
likely that the program would have become a routinely functioning system
in 1979 if the new government had not decided to suspend it.

The Dai Training Program was rapidly approaching steady-state opera-
tions by the time the tzam left Afghanistan in mid-1979. However, part of
its successful installation was due to a highly qualified Afghan advisor
provided by the United Nations Fund for Population Activities (UNFPA).
She worked within the Ministry with the Dai Program director and
performed many program-managenient functions. Should her advisory
assistance be discontinued immediately, it is highly likely that program
operations would experience some difficulties.

The final support system shown is the integrated logistics program
initiated through the 7-year development plan in March of 1977. The central
logistics office was opened in December of 1977, and the logistics opera-
tions manual was completed in July of 1978. However, the new government
replaced the head of the Department of Administration, reorganizing the
Ministry; consequently, the integrated logistics program was not completed.
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Other systems-development efforts are not noted in figure 4-2. The man-
power-development system was still in the determination-of-need phase.
The financial reporting and analysis support system was just beginning the
system-design phase. It is likely, based on experience in the other support
systems, that the developm.ent of the manpower-development support
system would have been a long process, perhaps requiring 2 to 3 years for
the system design and system start-up phases and another 3 years for the
routinization phase. The financial reporting and analysis system was a
much simpler system and could probably have been designed, started, and
well into the routinizztion phase within 2 to 3 years.

In conclusion, in countries such as Afghanistan, where there is a critical
shortage of trained administrators and managers, new support-systems
development and improvement of existing systems may be cxpected to
require from 5 to 10 years from introduction of the concept to a level of
steady-state operations.

H. Conclusion

Field programs in rural health often can be made to work somehow if suf-
ficient resources are applied in the experimental and demonstration phases.
They tend to bog down when attempts are made to implement them widely,
even if realistic levels of resources are employed, owing to bureaucracy and
red tape, the terms by which management-support systems are commonly
known.

To minimize the risk that well-intentioned national health service pro-
grams will fail when they reach the implementation phase, only two paths
have revealed themselves:

1. The design and implementation of programs that rely on the private
sector and operate using the market and self-interest as the motivating
forces

2. Thedesign and evolution of management-support systems in the public
sector

In Afghanistan, these paths have proven compatible for rural health,
and both are employed. The lesson of this project is that the latter—the
evolution of public-sector support systems—is time-consuming, often
undervalued and underplanned for by donors and host, and essential if
there is to be any hope of sustained program impact on rural needs.
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Viilage Vaccinator Training. An Afghan villager practicing on children in a tea house in north-
central Afghanistan.



Relationships and Roles
in Providing Health-
System Assistance

Steven L. Solter

A. Host-Country/Donor Relationships
What Worked, What Did Not

Donors interested the Afghans because they had money, a great deal of
money. On numerous informal occasions, Afghans indicated to team mem-
bers that foreigners were not gencrally appreciated (from USAID, UN, or
anywhere else), but were put up with as the price to be paid to get the money
they so desperately wanted and needed. A fundamental tenet of AID’s phi-
losophy in Afghanistan (and worldwide) was that among those development
priorities shared by both USAID and the Afghan government, certain ar2as
for development assistance should be mutually chosen and implemented.

Unfortunately, in Afghanistan at least, the health priorities of most
donors and those of the Ministry during 1975-1978 were quite different.
For A1D and UNICEF, the important priorities were similar: the delivery of
effective health services to those most in need (especially mothers and their
children under five living in villages far from a BHC or hospita!), the effec-
tive management and administration of the Afghan health system, the easy
availability of contraceptives to all desiring such services, and the training
of fernale health workers for BHCs and villages. For the Ministry, these
were fine objectives, but the important priorities included construction of
new hospitals and health centers, development and upgrading of national
Kabul-based institutions such as the Public Health and TB Institutes, and
international training experience for high-level Ministry personnel. AID
was confronted with a dilemma—there were few real areas of overlap
between its priorities and those of the Afghar. government, despite the obvi-
ous need for development assistance given the extremely high levels of pre-
ventable mortality in the rural areas. A compromise was reached in which
AID would help construct new BHCs if the Ministry was willing to improve
the management of their existing BHCs and experiment with alternative
health delivery systems for rural areas of the country.

The Ministry agreed, thereby accepting AID’s priorities as the price to
be paid for the new BHCs. AID was hoping that the Ministry, once
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embarked upon alternative methods of health delivery and new manage-
ment systems, would become convinced that these were useful and impor-
tant innovations that should be continued with Ministry funds.

The compromise strategy basically worked. AID-supported technical
assistance was instrumental in starting the Dai and VHW Programs and in
supporting management improvement in the Ministry, for example. The
Dai Program has been expanded and is still supported by the government,
while the VHW Program has been suspended by the new government for
political rather than technical reasons. {lowever, the constructi n of BHCs
has progressed less well. The FAR (fixed amount of reimbursement)
method has not worked very well from the Afghan point of view. C.ie prob-
lem is that any money that is reimbursed goes to the Ministry of Finance
rather than to the Ministry of Health. Afghan officials felt that the money
would not necessarily be returned to the MOPH and they would obtain little
benefit from it. Also, in comparison with other donors in Kabul, AID was
perceived by Ministry officials as requiring an excessive number of meetings
and amounts of time in order to reach an agreement regarding a new pro-
ject. The rationale behind AID procedures was never clear; the complex
relations between AID/Kabul and Washington were usually seen as excuses
for some other unstated reason for delay. The differences were dramatic;
UNICEF and UNFPA were able to move much more quickly than AID to
help implement projects (such as the Dai Program, which ATD basically ini-
tiated but was unable to follow up in a timely manner).

Ministry Receptivity to Donor Coordination

The major donors in primary health care and preventive medicine in
Afghanistan (USAID, WHO, UNICEF, UNFPA, the Japanese govern-
ment, CARE-Medico, 1AM, the Save the Children Fund, the Indian gov-
ernment, and the German government) actively sought to coordinate their
activities. This is always a difficult goal, since each agency has its own sepa-
rate political and technical imperatives as well as the need to justify itself to
its own national or international constituency.

The team was in a unique position to help coordinate donor assistance
in the primary health-care/preventive-medicine area. The reason for this
was the fact that team members worked directly in the Ministry with their
counterparts. The team was generally perceived by the Ministry as their
team and their colleagues. Of all the agencies working in public health, only
the team was able to develop a clear idea of what the Ministry’s priorities
and needs were, since only the team was working directly in the Central
Ministry. Moreover, since very few Ministry officials had had much experi-
ence in writing project proposals (in English) or even in working directly
with donors, the team was frequently used by the Ministry to assist in decid-
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ing how projects should be shaped and which should be funded by which
donor. These requests were made with increasing frequency after the teamn
had been working in Afghanistan for enough time to allow Ministry offi-
cials to develop trust in the team’s judgment and their primary loyalty to the
Ministry rather than to any donor.

The team therefore found itself in a complicated situation. Donors,
with millions of dollars to spend, considered Afghanistan to be a high-pri-
ority recipient country owing to its great poverty and frequently approached
the Ministry about possible projects. The Ministry, being unfamiliar with
the complexities of dealing with donors, often utilized the team (or, as often
happened, the donors came first to the team before even talking directly
with the Ministry) in dealing with them.

The team would then try to mesh the donor’s needs, interests, and pri-
orities with Ministry needs and priorities. In many cases, the Ministry pro-
posal to the donor would be written by the team in consultation with Min-
istry officials. In the long run, of course, the Ministry would have to take
over the handling of all relations with donors. The situation as described
here evolved during 1974-1978; in April of 1978, the new government
quickly changed all this, and Soviet advisors brgan to play a prominent role
in the government, including the Ministry of Health.

This relationship was perhaps unusual, hut highly productive. It was
possible only because of the mutual trust developed between successive
Ministry leaders and the management team. The Ministry remained in con-
trol and used the team very effectively to serve the Ministry. The team
served Ministry management well (sometimes at the necessary price of
team/donor relations) and was in turn rewarded with confidence and lati-
tude of operation.

Donor Collaboration and Complementary Project
Elements

There were many examples (during 1974-1978) of donor collaboration
regarding health projects in Afghanistan. The Dai Program utilized tech-
nical assistance fronm AID, commodity support from UNICEF, and overall
project funding (including vehicles and per diem) from UNFPA. The VHW
Program used AID technical assistance through the team together with
UNICEF commodity support, per diems, and vehicles. WHO and UNICEF
coliaborated very closely with WHO on the Expanded Program of Immuni-
zation (EPI). The Japanese government worked very closely with WHO on
the tuberculosis program. Even the World Bank’s exploratory missions
were very much in the spirit of collaboration. The list of such examples is
quite long, and the donor representatives of the period deserve recognition
for their open and quite supportive mutual collaboration.
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B. Host-Country/Contractor Relationships
Regular Access to Decision Makers

From the moment of arrival in Afghanistan, it was apparent that the team’s
impact could largely depend on access to Ministry decision makers. During
the team’s service, frotn 1973 to 1979, there were three governments and
four different Ministers of Health, and a separate relationship had to be
established with each. Up until the revolution of April 1978, the team via
the chief of party maintained regular contact with top Ministry officials,
including the Minister. This was possitle for a number of reasons.

Proximity and Trust: Team members had their offices right in the Ministry
building, often sharing office space with their Afghan counterparts and
working with Ministry officials as colleagues on a daily basis. Since the
most important ingredient in the success of any collaborative progrem with
Afghans is mutual trust, frequent daily contact was crucial for an atmos-
phere of trust and cooperative endeavor to be developed. Personal relation-
ships were as important as repeated demoastrations of competence and
integrity. Only by a combination of personal contact and demonstrated
competence could the team hope to be able to exert significant influence in
the Ministry.

Willingness to Work: Despite the fact that the team had clear-cut, lim-
ited contractual obligations to fulfill, team members quickly responded to
Ministry requests for assistance, even when such requests fell outside the
contractual mandate. These requests could range from speech-writing assis-
tance to a crash plan-writing exercises. Although this meant that a sub-
stantial percentage of team members’ time was «,-2nt on activities beyond
contractual requirements, it was an invaluable means of demonstrating that
the team’s primary commitment was to help the Afghans run the Ministry
better and to do staff support work when the situation demanded it.

Flexibility of Response: When the Minister approached the team with a
particular problem, the team would attempt to act quickly and positively
without bureaucratic delay. This was particularly iraportant in such pro-
grams as the Basic Health Centers, Dais, and VHWSs, where innovation had
not yet been accompanied by revised procedures. For example, in the testing
stages, if one of the BHC training-team vehicles needed petrol and the Min-
istry’s approval procedure would take 1 week for all the proper signatures
to be collected, the team could immediately pay for the necessary petrol to
keep the training team moving.

After the Aprii 1978 revolution, however, there was an immediate and
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dramatic loss of access to the decision process. The new Minister and his
Deputy were not interested in using the team, having instead, a new group
of Soviet health-planning advisors to consult on matters of health policy.
Neither the Minister nor the Deputy Minister had had any training or expe-
rience in public health, nreventive medicine, or rural health. As a result, the
new health policies of the government turned to reflect Soviet experience,
such as in the training of feldshers, or assistant physicians, instead of village
health workers. The team chief of party was not able to see the Minister or
Deputy Minister, their new counterparts, or the President of Administra-
tion.

While different team chiefs of party employed their own styles in deal-
ing with senior Ministry officials, experience with three different Ministers
under two governments confirmed the importance of regular communica-
tion with, and ready access to, the decision makers. Effective use of the
team by the Ministry and pursuit of ambitious rural health-development
goals both required and justified the investment of time by the Ministry and
the team.

Positioning within the Ministry Operating Structure

An important determii.ant of team effectiveness was the manner in which
counterparts were selected for team members. In the early years, counter-
parts were occasionally assigned, perhaps inadvertently, in an offhand
manner. Unless the counterpart by chance was interested in the work at
hand, the result was often negative. Conversely, when the Ministry assigned
counterparts who were motivated by the opportunity to innovate, partici-
pate in field work, and transfer their experiences to the Ministry’s store of
management competence, the results were generally positive,

While the project impact relies on improved systems for progress in
rural health development, individuals can make great differences in the
speed of project progress, and the importance of close working relation-
ships cannot be overestimated. Too often donor agency and technical-assis-
tance staff work in separate walled compounds rather than directly with the
people and organizations they are trying to assist,

C. Donor/Contractor Relationships
Ronald W. O’Connor

“When they were good, they were very, very good, and when they were
bad, . ...’" With rare exceptions, donor/contractor relations were excellent
throughout the project period and contributed substantially to project suc-



118 Managing Health Systems in Developing Areas

cess. While the primary interaction and responsibility was with AID, the
nature of the roject involved several donors—UNICEF, UNFPA, and the
World Bank—in significant and continuing relationships. Some attributes
of these relations are discussed in the following subsections.

Independence versus Control

One of the most productive features of the relationship was the balance
between independence and control. From the very first, AID, through the
project officer and director, gave the team substantial freedom of action,
Once it became clear that the team was committed to achieving proiect out-
puts and maintaining timetables, AID allowed the team substantial leeway
in executing the project. While the workplan remained the basic guideline,
AID recognized that, at best, it represented the skeleton upon which the
substance of a creative project could be added. Specific examples came in
the form of the drug analysis and rural surveys—-both were significant
opportunities for use of project resources, yet neither were envisioned or
budgeted in the initial project plan. In a joint sharing of risk, AID allowed
the project to encompass these new work areas at a time when the Ministry
needed them, and AID did not insist on a new scope of work or an amend-
ment. For its part, tke team took on major additional tasks and stretched
the existing budget and resources to meet the opportunity. This flexibility
on both sides created an atmosphere of collaboration and mutual trust that
lasted more than 4 years before being shaken severely.

Donor Response Time and Self-Interest

Under circumstances in whicp for 5 years the team was trusted by the Min-
istry as colleagues and servants of Ministry goals rather than those of any
third party, the atmosphere was ripe for innovative development and rapid
implementation of new projects. Often this would occur out of phase with
AID funding cycles, and in the cases of Basic Health Services drug-supply
development, the Village Health Worker Program, and Dai Training Pro-
gram, collaborative programs with UNICEF and UNFPA were worked out.
Each donor played an essential role in the overall evolution of rural health
services. None attempted to take over or ‘‘corner the market’' on rural
health. The leaders of AID and UNICEF deserve particular credit in the
first years of the project; up to the end, they were making appropriate deci-
sions that were not always easy to justify to headquarters offices that occa-
sionally appeared to be interested in taking over all the action.
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Local Knowledge: Donors versus Contract Technicians

To the extent that technical assistance is increasingly contracted out to
third-party organizations, donors can find themselves faced with frustrating
and contradictory mandates. Certainly, this can be true for AID in small-
country situations, and it led to the single instance in this project where
donor/contractor relations deteriorated in any material way. In a long-term
project, contractor personnel may become the major repository of local
knowledge and experience in the expatriate community. (By the last year of
this project, for example, there were no representavives of the donor com-
munity or, for that matter, the Ministry who had remained in their positions
of responsibility in cour.try for as long as members of the project team.) It is
natural and, we believe, responsible for experienced contract technicians to
be considered by donors for project-evaluation and design tasks. If they
have substantial local knowledge and are well accepted locally, they have
entrec that outside ‘‘objective’’ technicians could not be expected to acguire
in the short time periods within which assessment or design tasks are often
constrained.

Given the short lead times that planning cycles occasionally force
donors into, and given the local political realities that make ‘‘outsider’’
acceptance in a small Ministry difficult, AID/Kabul elected to involve team
members in the design stages of a follow-on project. The initial project had
gone well, and both donors and the Ministry were eager to get on with a
major national expansion. Circumstances conspired to the detriment of all
parties in an unfortunate fashion. Team members, encouraged to work with
the MOPH on an optimum project for rural health-services expansion on a
national scale, invested many man-months of team and top-level Ministry
time. The result was a large project, including Ministry staff, budget, and
policy decisions, all geared to maintain the momentum through the out-of-
phase fiscal cycles of two governments and two international agencies.
AID/Washington reviewers arrived with a different perspective, feeling that
the follow-or project should not have been designed in the field with con-
tractor involvement. Innuendos of mission irresponsibility and *‘sell-outs”
to a self-serving potential contractor who was probably padding a contract
proposal altered the work atmosphere markedly. The results, to no one’s
credit, were a late and watered-down (not cheaper or more realistic) project
proposal; a breakdown in mission-Ministry relations, which had grown on
an ever firmer footing over several years; hostility between AID/Kabul and
AID/Washington; suspicion of the team by AID/Kabul; and team depres-
sion over the months diverted from project work to help an AID planning
process that produced mainly discord.

AID regularly uses outsidc contractors in new project design and rarely
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prejudices or precludes them from bidding on the project in question. (For
example, an objective observer, looking at health contracts recently
designed and awarded by the AID/Africa bureau, might reasonably con-
clude that the correlation between design and executing contractor was
remarkably high.)

The trend toward increasing use of contract technicians for project exe-
cution in concert with decreasing use of locally knowledgeable donor pro-
fessional-program-management staff will produce serious dysfunctional
effects in some small-country situations. For example, AID/Washington
technical personnel or outside consultant technicians canuot always take the
time to develop sufficient local knowledge to design projects realistically. A
more serious constraint is likely to be the limited time that local Ministry
decision makers can give to educaiing and getting to know yet another set of
foreign consultants.

Donors can set policy guidelines and retain decision responsibility when
circumstances require delegating design tasks; to further limit options will
impede the project-clevelopment process without gain to any of the parties
concerned.

Project Backstop: Donor and Contractor Coordination

Large and complex projects that extend over long periods, such as health
projects, must depend, often invisibly, on backstop support. For AID pro-
jects, this involves bureau technical staff, desk officers, and the contract
office. The contract officer and contract team are often placed at odds over
minutiae that drive both parties to the limits of patience, in many cases
without necessity, particularly where the contract team is neither used to,
nor require:, the care-and-feeding rules in the standard general provisions.
There are a number of areas, for example, travel, transport of housekold
effects, local allowances, and so forth, where a coniractor knowledgeable
of the local situation can propose simple, flat-rate { ayments that still pre-
serve the intent of congressional mandate, such as with 1J.S, carrier travel.
They can be both easy for the contractor to administer and the contract
office to monitor and less expensive for all concerned. They may not result
in a love affair with the contract officer, but they will allow the interaction
to focus on more productive topics.

D. The Contractor’s Role in Technical Assistance
The team’s work as an AID contractor in Afghanistan made several impor-

tant aspects of the contractor’s role apparent. These include loyalty, utility
to donors, and prcject length.
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Loyalty

A contractor working directly within and for a Ministry must demonstrate
loyalty primarily to the Ministry rather than to the agency funding the con-
tractor. Unless Ministry officials are convinced that the contract team is
working for them rather than as extensions of the funding agency, trust
between Ministry and contractor may be insufficient to allow effective
work. The creation of trust and mutual confidence is so crucial for con-
tractor success in a Ministry that nothing can be allowed to interfere with its
establishment. Of course, even though the contractor’s prime interest is the
well-being of the Ministry’s operations, it still must scrupulously abide by
its contract with the funding agency. This often forces the contractor to
straddle the horns of a dilemma. Incompatible and contradictory demands
by Ministry and funding agency force the contractor to make painful
choices. In Afghanistan, the contract required that no more than 10 percent
of team time be spent on non-contract-related activities. The Ministry,
however, viewed the team as a resource to be applied as needed, requesting
assistance with activities on nuinerous occasions having nothing to do with
the contract.

Utility to Donors

From the donor’s point of view, contractors are useful in that they can
quickly assemble a team of specialized personnel to work for a limited
period of time. The donor agency has no obligation to these personnel after
assignments are complete, whereas it would have an obligation to its own
direct-hire people. Also, the donor agency, together with the host govern-
ment, draws up a specific contract which the contractor must fulfill. Of
course, the real world is rarely that simple; the contract, no matter how well
thought out, can never anticipate the political and personnel changes that
inevitably occur in every Ministry and can make the contract as written
obsolete. In this situation, the importance of close personal relations with
both donor and host-country officials become especially crucial. When
there is mutual trust and respect, contracts often can be amended to reflect
the new situation.

Project Length

Piobably the most difficult single aspect of the contractor’s role involves
the amount of time required for the job to get done. Construction of a
bridge or a road, for example, provides an end point that is relatively clear,
and the contractor leaves when the job is finished. However, if the con-
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tractor is supposed to help improve a Ministry’s management capacity, the
job is never-ending. A 20- or 25-year time frame may be needed to make a
lasting institutional impact, while donors cannot obtain support themselves
or easily budget for such long periods and, in any case, are anxious for some
results within the job lifetime of those involved. The contractor may feel
quite strongly that not only are 20 years necessary for major impact, but
also that only he (contractor X) can do the job for reasons of personal rela-
tionships established and organization experience. Donors frequently view
such arguments as self-serving. The contractor, however, is convinced that
any new contractor hired to complete the job would be doomed to *‘rein-
vent the wheel’’ and remake the same mistakes so painfully made by the ori-
ginal contractor. There is no simple solution to this dilemma.

E. Advisory-Team Composition

Although every project is unique and requires different combinations of
people and skills, there are certain critical skills that are of considerable
value in attempting to improve rural health systems on a large scale.

In the first phases of a project, skills in management-system analysis
and planning are important. One individual should provide continuity and
be available to manage the process, perhaps using short-term consultants
for specific technical system analysis (which is one of the few good uses for
short-term consultants). The long-term advisor must see that each subsys-
tem impinging on the objectives of the project is thoroughly analyzed, to
understand how systems relate and to plan interventions at critical points in
systems that are receptive to change. For many USAID-assisted projects,
this work might be done during the preliminary preproject period.

The management-systems analysis job can be a difficult one. Both
medical and public-health systems must be considered, and an understand-
ing of the epidemiology of the nation’s rural health problems is necessary.
Most advisory teams have a public-health physician who can do the health
part of the job. However, the nonmedical management systems also need
thorough management analysis, for which few physicians are qualified. If
only one advisor is desirable, the nonmedical management systems analyst
would provide the most crucial skill, which can be augmented by short-term
public-health physician consultation. However, by far the best combination
is to have both persons, with the physician being management-oriented and
having field experience.



Drugs for the Pecple. Drugs for Afghan village health workers are pre-
packaged in plastic bags containing sufficient medicine for complete conr.e
of treatment, labeled with instructions in pictorial and written form. This
woman is counting UNICEF-supplied tablets which will be sold at a fixed
price, generating the revenue to procure additional medicines.
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Managing and
Supporting the
Technical-Assistance
Effort

A. The Field Perspective
Henry Norman

Management Issues: Planning and Control

Planning was at best an erratic process in the Ministry of Public Health.
Huge blocks of time had to be given at a moment’s notice to activities that
had never appeared on anyone’s workplan. Despite the totally unrealistic
AID injunction that the team should spend no more than 10 percent of its
time on non-project-related activities, far more time than that was required
for the project-renewal proposal for AID itself. The Ministrys 7-year plan
threatened to take that long to write, and 4 full months of team work was
ultimately devoted to that still-born document. In the Ministry, the feeling
that “‘the plan’s the thing’® was often evidenced, yet once completed, there
was little effort expended to carry it out.

The Ministry bureaucracy was very threatened by any implementation
scheme for a plan. Reorganization meant new power configurations, and
people carefully cultivated allies for protection and advancement. There
seemed to be little connection between quality of work and job security or
promotion; the important connection was the personal one. In addition,
people in high places supplemented their meager incomes through the sale
of positions. An assignment to a health center in a populous area meant a
doctor could enrich himself in private practice, a situation that was toler-
ated despite the obvious conflict of interest with his responsibilities in the
government health center.

These facts resulted in planning being regarded as an end in itself; the
team would help, .nd donors demanded it. Such a situation created jobs
and kept people busy with the unspoken understanding that plans usually
would not be carried out. Significantly, the President for Planning within
the Ministry had the responsibility for constructing new health centers and
hospitals, but otherwise played no role in shaping activities. Where the team
proposed or assisted in plans for the expansion of services or training, we
were encouraged. However, when substantive administrative reforms were
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broughit up in critical areas such as personnel administration, Ministry
officials turned a deaf ear.

In addition to the attitudes just described, there was little understand-
ing of management or the importance and functions of planning. Some pro-
gress had been made by the team, but the Ministry’s priorities were clearly
not in management. (After the revolution, those priorities apparently no
longer included even health care. The removal of key personnel without
notice and their replacement with inexperienced political operators de-
stroyed continuity and frustrated initiative.)

From the chief of party’s perspective, three things appeared central to
the apparent success of the program:

1. Location close to Afghan colleagues within the Ministry, allowing
development of personal relationships based on shared problems

2. Team ability to make immediate decisions and take action on a broad
range of topics, in dramatic contrast to the bureaucracies with which
the Ministry had to deal

3. Important team resources—vehicles, backstop, and consulting sup-
port—that could be used with considerable discretion on short notice

These are, of course, among the reasons why AID uses contractors instead
of doing everything with direct-hire personnel. However, this flexibility and
capacity to act cecisively and to focus resources on problems must be pro-
tected by the contractor and respected by AID. There were occasions in
Kabul when AID followed its own agenda and informed the team only after
actions had been taken that had a direct impact on the program and could
have jeopardized control of the situaiion. In general, cooperation and
communication between the team and the mission were excellent, but the
tendency of the bureaucracy to assert control over the program had to be
resisted.

Administrative Support Requirements

Arguments can be made on both sides of the question of whether contrac-
tors should receive administrative support from the mission. However,
removing it in the middle of a program in a place like Afghanistan is not the
best way to resolve the question. With a small team, the chief of party has
technical-assistance responsibilities, as well as administrative ones. Adding
the load of housing, maintenance, and vehicles in a demanding environment
requires a focus on nonprogram activities that almost eliminates the pos-
sibility of fulfilling the technical role, which is the reason for the project in
the first place.
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Field Perspective on the Home-Office Relationship

Tension between the home office and the field office is inherent in the
development process. Two centers of responsibility are accountable to
donors who also have two power centers. All four groups try to deal with
host-country authorities, who may not share their priorities and goals or
agree with their methods. This tension is inevitable regardless of how
successful a program is; indeed success is unlikely without the stimulation
of ideas, the necessary refinement of thought, and the discipline of account-
ability such tension produces at its best. However, when permitted to get
out of hand, such tension can be destructive of morale and paralyze a
program.

It is usually presumed that good communication can minimize the
negative aspects of such tension. Perhaps so, but egos, pride of accomplish-
ment, professional considerations, and personality are very important con-
siderations. They intrude into the communication regardless of the good
intentions of the parties.

In many organizations, overseas personnel are frequently newly
recruited for the specific position overseas. Their experience with the firm is
limited to a short orientation under the AID contract regulations. Once
overseas, they develop an intense loyalty to the program itself, but not
necessarily to the company. As ethical professionals, they recognize their
responsibility to the company, buti it is very easy to rationalize a greater
loyalty to the program if differences arise with the home office.

The field office enjoys the luxury of concentration on a single program,
while the home office is forced by necessity to keep many balls up in the air.
The home office must support several programs and do research and devel-
opment to ensure an uninterrupted flow of new programs. This concern for
new projects may appear crass and grasping to the field office, and when it
is suggested that perhaps the field team also has a responsibility to heip in
developing new initiatives, they may consider it beneath them or outside the
scope of their employment.

Salary and benefits are also sore spots. The reasonable assumption that
one’s tenure with an employer overseas will be short frequently results in
field-team demands for extended and increased benefits and indifference to
the financial needs of the company. The employer who must bid competi-
tively for new contracts, and even for those presently in hand, must keep
costs within reasonable limits to remain competitive. Most nongovern-
mental organizations are unable to offer career opportunities or even
guarantee continued employment in international health.

This requires that overseas personnel for nongovernmental organiza-
tions be a special breed. They have either a remarkable family situation,
make great personal sacrificcs, or often have no family life at all. A person
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is not only required to change countries as frequently as do people in the
foreign service and AID, but he must live for much of his entire career with
no job security. Changing employers and perhaps living off savings several
times is a likely prospect when good new jobs are not readily available.
Unless he sets up a retirement plan for himself, he may not be with a single
firm long enough to build up equity of any consequence in a company plan.

A development professional in the private sector must expect to deal
with financial insecurity, constant change, family separation, and career
discontinuity. In the face of these disincentives, the trend seems to be for
development agencies to further cut back benefits for overseas employees of
private companies. Inflation, tax changes, and other pressures have resulted
in the rapid increase in the cost of keeping a professional overseas. It
remains to be seen at what point the excitement and challenge of develop-
ment work will no longer attract qualified people because they are priced
out of the market or simply unwilling to endure the instability and dysfunc-
tional aspects of the contracting process.

Meanwhile, back at the home office, invidious comparisons are often
made between salaries and benefits for domestic and overseas work. Such
perks as houses, furniture, utilities, allowances, R & R, duty-free liquor,
and low-cost servants are regarded enviously. The disease, poor health-care
facilities, lacl: of cultural stimulation, frustrations, boredom, poor sanita-
tion, and sometimes physical danger overseas is ignored. Alas, there is
really no way to resolve this very human reaction that is experienced even by
those who work in both the field office and the home office.

B. The Home-Office Perspective
Ronald W, O’Connor

The Project-Proposal Process

A hustling, aggressive company contacted a senior nurse educator recently
regarding an AID health-training project and inquired as to her potential
interest in being involved. She indicated interest in learning more about it
and was asked to provide an updated biography. Some weeks later, she was
called to Washington for what she thought was further job discussion with
the company. She arrived half an hour before the team that had been
proposed was to appear at AID for the final selection by the government of
the country and AID. She was shocked to realize that her name had been
proposed as a key member of the team, she did go through with the inter-
view when told her withdrawal at that moment could scuttle the company’s
chances for the contract. A week later, still unsure as to whether she
wanted to go, she learned the company had won the bidding because of the
“strength and experience of the team of technicians committed to the
project. . .."”
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The nature of the international technical-assistance environment in
health is that most organizations—both universities and the private sector—
act in such a way as to earn the “‘body shop”’ title often applied to them.
Outsiders are recruited to staff projects, often with little time, interest, or
money devoted by the home office to their screening, orientation, and
integration into the contractor’s organization. They are expected (o go to
the ends of the earth for extended periods of time and to be backstopped by
someone or some group they hardly know and have little loyalty to or
interest in—a highly un: alistic proposition. While unmeasurable, the costs
of this style of doing development business are undoubtedly high. The
symptoms are technician turnover, host-country dissatisfaction, project
inertia, and missed contract timetables.

In the long run, contractor-employee relationships must be constructed
on a mutually supportive and lasting basis. Contractors have, in large part,
only the experience, commitment, and interest of their staff members to
trade on; there are few products in this field. Processes, services, experi-
ence, integrity, and judgment are the only commodities; all are perishable,
and all are transmitted only by people.

The reputable contracting organization’s own self-interest requires a
high degree of home-office attention and support to technicians in the field.
This is difficult to achieve for two reasons. First, field technicians rarely
appreciaie or comprehend how much is involved in meeting their needs for
library research, consultant selection and briefing, data analysis, files and
communications maintenance, rectifying charge-account balances, mort-
gage payments, leave p'ans, continuing-education schedules, participant
training, and getting a clutch plate throagh customs for a 1973 Chevrolet.
Second, donors and contract officers rarely see the value in paying for it.
The project is in the field, the home office: is just overhead.

Home-office backstopping is equaliy important in long projects for
continuity of commitment. Technicians rarely remain in one field project
over the course of its life. They get promoted, transferred, sick, burned out,
bored, married, and tired. They move on, as do government and donor
staff. In expanded projects, personnel may turn over several times in the
normal course of events. To avoid repeating history, one important means
of preserving project memory and direction is hoiae-office direction and
project backstopping.

Another important aspect of home-office support is legal and contrac-
tual. Substantial projects involve commitments between organizations, not
individuals. The home office is usually the legally responsible party, not the
technicians who represent the organization in the field. They may embody
the project to most observers in the field, but unless they are committed for
the duration, they do not bear final responsibility for the product. The
home office also keeps the donor headquarters informed, a two-edged
process that can be pure public relations pap or one of some substance.
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Observation of this process with AID can be disconcerting, given what
often appears to be an almost complete lack of institutional memory.
Mediocre projects touted over and over by home-office propagandists can
absorb a mantle of achievement that obscures contractor and project per-
formance. Additional projects are then awarded in part on the basis of
“successful experiences’ that no one in the contract-award process is able
to document; hearsay and claims of the contractor fill the void.

C. In-Country Project Administration
Lorna Hoge Taraki

Introduction

Often unseen and unappreciated except when things go wrong, the local-
office staff and organization can be as vital a link for project success as any
other factor. Since this project was a relatively complex undertaking, good
local-office support was indispensable. It is no exaggeration to state that the
entire effort would have been a dramatic failure without it. The administra-
tive assistant for the team notes here some of the significant points relating
to personnel, participants, language training, reports, correspondence,
commodities, financial information, housing, and vehicles.

An administrative assistant can handle personnel, financial records,
and commodities, and she or he can see that the office functions smoothly
and efficiently. The ability to work on several different things at once is an
asset, since a variety of simultaneous demands and interruptions are often
inevitable. Some knowledge of local culture and language is most valuable,
but not absolutely essential. For a beginning or small project, an ad-inis-
trative assistant also can serve as secretary. On this project, this was pos-
sible for two and half years by having most long reports typed by outsiders
on an hourly basis as the need arose. Vehicle dispatching also was part of
the administrative assistant’s duties until the last year, when a separate
housing/vehicle manager was hired after AID withdrew all support services.
While many administrative details are in accordance with general office
procedure anywhere, experience and hindsight suggest that a few are worth
mentioning.

Expatriate Personnel
Folders for each team member facilitated management control, providing a

focus for forms summarizing team position, dates of contract, arrival at
post, R & R, home leave and departure, passport number of self and depen-
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dents, and address and telephone number of persons to notify in case of
emergency, both local and in the United States.

Leave records (vacation and sick) were kept in each team member’s
folder, which was designed to show the cuniulative balance at all times. The
administrative assistant needed to be familiar with regulations regarding
annual leave, home leave, and R & R, as set out in the contract. The allow-
ance or nonallowance of compensatory time and overtime should be clearly
understood by team members, and a 3- to 5-year calendar reserved for that
purpose proved to be a good method for daily recording of leave informa-
tion, arrivals and departures, and other events for periodic posting to other
permanent records. A card-file reminder for expiry dates of passports and
residence and exit-reentry visas of team members and dependents was
useful.

The administrative assistant also can assist with travel and shipping
arrangements, especially for short-term consultants who need to be kept
aware of contract general provisions for weight allowances and air carriers.
Orientation of new arrivals and consultants can be smoothed by the use of
folders containing maps and local information summaries.

Local Personnel

The number and type of support personnel seems to vary more with the
intensity of project activity thar with the number of team members. For
example, there were eight local employees the first year and seventeen the
last year, even though the number of team members remained relatively
constant at about four aside from consultants. Local positions at the end
included one administrative assistant, three English typists, three Farsi
typists, one housing and vehicle manager, one property and procurement
manager, two translators, one machine operator, two janitor/messengers,
and three drivers. In addition, four temporary drivers had been hired. The
largest fluctuations occured in the amount of typing generated and in the
amount of field travel requiring drivers, both of which were partially met
with temporary employees.

Each employee had a personnel contract, with a translation if he did
not read English. The one the team used contained all benefits and limita-
tions, which might also have been separated into a local personnel policy
statement. Personnel folders, {orms, and leave records similar to those of
team members also were maintained, and a local employment application
form with complete educational and previous employment information was
developed. AID and local-government regulations regarding local
employees required attention to workmen’s compensation, tax withholding,
work permits, and severance pay as well.

The office worked relatively well by giving each employee as much
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responsibility as he was able to handle. Trying to create a spirit of team
cooperation among local employees both by encouragement and praise and
by the example of the expatriate team was useful. The ‘‘we have a big job to
get done, let’s all pitch in and finish it, regardless of whose job it is"
approach produced good results.

When hiring, without exercising any discrimination, an awareness of
local cultural prejudices was important; even though you do not share these
feelings, you may unwittingly place two employees in a relationship that is
uncomfortable or unworkable for them. In supervising local employees, it
was wise to be friendly and interested in each one as an individual while still
maintaining enough distance to ensure retention of authority. American-
style informality in office relationships can be misunderstood and can
undermine respect for authority. This seems especially true of lesser-edu-
cated employees in positions the local culture considers subservient.

It also may be wise for expatriates to project a feeling that they will take
an interest and possibly help if the local employee has serious problems with
which he cannot cope, but to avoid getting embroiled in many minor
personal problems of other people in a culture that may not be well under-
stood. Misunderstandings about money can be painful. What appears to be
an amount too insignificant to even discuss may be the food for an entire
family for several days. At other times, prestige and face-saving outrank
even quite large amounts of money in a society with different values.

Cultural taboos, such as requiring a woman to go to a place, as part of
her job, where women do not normally go in the culture or family restraints
on sending a woman on an overnight field trip with a group of men, also
can be delicate matters.

Participants and Language Training

The administrative assistant can assist with arrangements (travel, per diems,
language training) for participant training and set up a separate file for each
participant. In addition to the intensive English-language training often
provided for participants, the project also sponsored lower-level English
training (after hours) for some of the Ministry personnel whose job
performance would be enhanced by improved English. Cassette tapes for
English-language study were prepared for use by field teams who had dif-
ficulty attending regular classes.

Farsi teachers were provided for team members as well as Farsi cassette
tapes. Chosen carefully, the Farsi teacher often can serve as a teacher and
advisor on cultural differences. It was easy to incorporate this into language
training because the two are closely interrelated.

Cultural orientation was very important to w.e success of the team.
Occasionally, very trivial acts or gestures can offend without intent. Stretch-
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ing your feet toward a person, remaining “‘at the head of a room”’ when
someone higher ranking (familial, social, and official; is present, or not
standing when a higher-ranking man or woman enters the room whether
you are a man or woinan are examples from Afghanistan.

It also is helpful to know the appropriate action or response to cultural
events such as births, weddings, and funerals. For example, sending flowers
in connection with a death would be inappropriate, and wedding gifts are
delivered by a social call on the bride and groom a few days after the wed-
ding rather than prior to the wedding.

Reports and Correspondence

Standardization of copies and distribution of correspondence and reports
are useful. A separate file of all documents (reports) prepared by the project
was kept and numbered with a master list showing date and name of author
as well as a distribution list of each report. Protocol and contract regula-
tions for submission of reports to donors also were attached.

Correspondence and reports that are translated may be filed together
by subject or maintained in separate files for ech language. The project
used the latter method successfully, and a chronological file in addition to
subject-matter and correspondence files also was used. A filing system
established at the beginning of the project provided room for expansion of
activities beyond those arcas predicted at the beginning of the project. A
glance through the final reports of similar projects and some forethought by
tcam members on statistical data that will need to be gathered for reporting
purposes later may help establish a functional filing system. For example,
this project engaged in short-term training programs in many unrelated
areas. Information on types of training, length of program, and number of
trainees was filed by subject matter of the training program. When it came
time for final reporting, it would have been useful to have all training-pro-
gram material filed in one place, possibly cross-referenced by subject.

An incoming and outgoing mail record with numbered envelopes for
project/home-office correspondence proved very valuable because overseas
mail was often delayed for periods up to 6 months, for example, or even lost
forever. With a record, copies could be sent when the original was lost, and
someone would understand that his letter was not answered because it was
never received.

Commodities

Several different sources of commodities were used by AID, local purchas-
ing, U.S. procurement, and UNICEF. Early in the project, AID was able to
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provide many, but not all, supplies and some equipment. At midproject,
this service was curtailed almost completely. Supplies and equipment were
procured from the United States with a large annual order purchased and
shipped by the home office and frequent, urgent appeals for single items as
the need arose. The local bazaar filled the gaps according to what was avail-
able. Procurement from the United States was generally less expensive,
since customs duty has been paid on bazaar supplies; however, the 4 to 6
months surface and 4 to 6 weeks air shipping times often made resort to the
bazaar a necessity. UNICEF procurement also has its own procedures and
extended pipeline,

Electrical equipment was kept as simple as possible owing to limited
local repair facilities and current fluctuations that can damage equipment.
In addition to standard office, audiovisual, and camping equipment for
Basic Health Center field training teams, many metal and wooden items
could be made to order in the bazaar.

All nonexpendable items were labeled with numbers corresponding to a
card record system. All items loaned or turned over to the Ministry were
done officially with appropriate signed receipts. Items that were lost or
disposed of as unusable were thoroughly documented at the time because
those items eventually had to be accounted for.

Expendable supplies needed a running record with an alert system for
reordering prior to exhaustion of supplies. Paper for reproduction or
reports was, of course, the largest-volume expendable item.

All commodities, including household furnishings and vehicles origi-
nally acquired from AID, were turned over to the Ministry at the comple-
tion of the project. This was done by the preparation of various lists, and
they were signed by Ministry officials upon receipt and inventory of the
commodities. A record of the cost of each commodity was maintained
because all items had to be valued on the lists for official turnover to the
Ministry. Some furnishings and equipment that did not appear appropriate
for Ministry use was auctioned, and the Ministry was given money in lieu of
commodities.

Financial

The project maintained both a dollar account and a trust-fund Afghani
account in Kabul. The dollar account, based on a dollar checking account in
the United States, was replenished with deposits made by the home office.
Checks and vouchers preoared in Kabul were forwarded to the home office,
which in turn submitted vouchers to AID/Washington for reimbursement,
This account was used for school tuitions, airline tickets, and staff dollar
expenses. Dollar checks were also written for afghanis to be deposited
locally and used for local expenditures that were not allowable under the
trust-fund budget, such as language training for team members.



Managing and Supporting the Effort 135

The trust-fund account operated as a revolving advance received by
afghani checks from the U.S. Embassy in Paris. A separate local afghani
bank account was maintained for the trust funds, with checks being written
for petty-cash expenditures as needed. The petty-cash fund was originally
set up as a revolving fund, but when a large payroll and sums of per diem
money had to be paid out in cash, this was no longer practical, since keeping
large sums of cash in the office was thought unwise. It was essential for the
administrative assistant to use foresight in keeping the cash flow running
smoothly; to have the money available in differen: : ccounts at the time it
was necessary. The bookkeeping system set up at the beginning was as
simple as possible, but room was left for expansion to a more complex level
of expenditure as the project expanded.

Per diems and per diem advances for several simultaneous programs
constituted the main expense item that expanded, both monetarily and in
bookkeeping complexity. Large sums were outstanding since advances were
made for extended trips, and these were vouchered when final payment was
made. Advances for vehicle operating expenses in the field also were large.

The situation was further complicated because the team often handled
reimbursable expenditures to facilitate prompt action in joint-donor under-
takings. Both UNICEF and UNFPA expenditures were involved with the
team office functioning on behalf of the donors.

Per diems are best handled with a group of well-designed forms detail-
ing projected requests, advances issued, itinerary upon return, and a final
voucher accounting for deduction of the advance at thc time of final
payment. If people are traveling constantly, another method of handling
advances is to make one advance at the time of the first trip and leave it
outstanding to be deducted from the person’s last trip. The uisadvantage of
this approach is the unpredictability of sudden personnel transfer that may
leave no “last trip”’ from which to deduct the advance. This method
requires alertness to the whereabouts of the personnel as well as an accurate
bookkeeping system at the beginning and end, even though it eliminates a
lot of bookkeeping and cash handling in the middle phase. Tables also can
be constructed to facilitate rapid determination of per diems to be paid for
any given number of days at a variety of rates per day.

The budget for the dollar account was developed in the home office in
consultation with the chief of party, while the trust-fund budget was
prepared by the chief of party and administrative assistant and approved by
AID/Kabul.

Housing and Vehicles

AID provided housing, maintenance service, vehicles, and gasoline until the
last year of the project. At that time, these functions were turned over to the
team, which hired a local person to manage them. Once organized by this
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competent and reliable staff member, this office-management arrangement
was highly successful. Maintenance service was more prompt than when it
was with AID.

At one earlier point, a team member had handled his housing and main-
ter:ance himself. The result was a lot of professional time diverted to plumb-
ing and landlord relations. It can be very difficult for an expatriate to
understand the ins and outs of dealing with landlords, utility companies,
and maintenance problems in a foreign country; more importantly, if it
detracts from professional performance, it is a false economy.
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An Afghan Mother and Her Child. One third of Afghan children do not live to their fifth birthday;

most of these deaths are preventable by imprcved nutrition, sanitation, immunization, and access to
life-saving measures such as penicillin or oral rehydration.



Additional Observations
on Rural Health
Development

A. The Pilot-Project/Experiment Trap
Steven L. Solter

A health consultant in El Salvador was once heard to exclaim, “We've had
enough pilot projects. It’s time we stopped reinventing the wheel and got
busy helping it to roll!”’ The frustration expressed in this statement is cer-
tainly shared by heaith workers all over the world. Examples of research-
oriented pilot projects that have not becu implemented on a large scale
come readily to mind. The Narangwal Project in India and the Danfa
Project in Ghana have both resulted in a great deal of useful data bus, fora
variety of reasons, have not expanded to provide primary heaith care for
largz population groups. These projects, of course, have been immensely
valuable in demonstrating elements of an effective health-care delivery sys-
tem. Pilot projects have, in fact, provided so much information that addi-
tional pilot projecis that are not directly part of a nationa! program are
often no longer necessary. What must be done is to transfer the rich experi-
erce from pilot schemes to the larger scale. The only way this can be done is
to do it—that is, to become directly involved “vith the Ministries of Health
in the actual job of delivering primary health care to masses of people, even
if it ineans that research papers are relegated to a very low priority.

The team’s experience in Afghanistan may shed some light on the issue
of pilot and experimental projects, and table 7-1 summarizes some of their
advantages and disadvantages. The Parwan Project, a typical example of a
pilot project, except that it was developed at the Minister’s insistence as the
first phase of the national program, markedly improved the quality and
quantity of health services delivered in a single province. Its success could
not be replicated on a naticnal scale in Afghanistan without major improve-
ments in the way the Ministry was organized. Numerous observers have
pointed out the institutional, social, and financial constrainis to large-scale
implementation of rural hezlth programs. Many of these constraints were
experienced in the effort of the Ministry to apply to twenty-eight provinces
what was achieved in the single province of Parwan. For example, small-
scale projects are frequently successful because they are managed by univer-
sities, voluntary agencies, or local activists loaded witih enthusiasm,
charisma, money, and commitment. In the Parwan Project, the number of
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Table 7-1
Advantages and Limitations of Pilot Projects

Advantages

1. Can be implemented quickly

2. Flexible management structures responsive to projcct needs

3. Freedom from immediate political reactions owing to low level of visibility
4

Can test technical concepts, for example, training materials, appropriateness of drugs,
response of public and so forth

Minimizes risks of failure, with relatively small inputs and low visibility

6. Innovations can be tested and adapted and/or dropped easily without disrupting the total
system

wn

Limitations

1. Cannot test national support systems, linkages between levels, and inirastructure required
for national implementation

2. As exceptions to and deviations from the norm, they can give only limited indication of
acceptability and suitability for national implementation

3. May be successful owing to a ‘‘Hawthorne effect’’ as well as the usual enthusiasm,
charisma, money, commitment, and flexibility of the project staff and advisors

4. Government may face charges of favoritism for offering *‘everything to some’’ rather than
“'something to everyone®’; may ignore political realities

5. Do not test *‘political will,” that is, the willingness and commitnient of the government,
which is so necessary in the national implementation of programs

6. Very difficult to get government officials, other than the pilot project staff, to take cog-
nizance of the lessons learned

BHCs was small enough that a few dedicated project workers could visit all
the BHCs frequently and motivate their staffs to greater effort. When the
Parwan Project was expanded to a much larger scale, the BHCs were visited
less frequently by supervisory staff who were, on the average, less dedicated
than the Parwan Project supervisors. As a result, the levels of performance
improved, but never reached the Parwan levels during the national imple-
mentation phase. Maintaining the supply of drugs and equipment in
Parwan Province was one thing; however, when 120 BHCs needed to be
supplied throughout the country, major difficulties in packaging, transport,
and getting adequate feedback from the BHCs regarding supplies utilization
and needs had to be deait with by a relatively immature support system.
Moreover, the inherent conservatism of bureaucracy was a further con-
straint in national implementation. For the Parwan model to be successfully
adopted nationwide, the Ministry would have had to make significant
changes in such areas as personnel and budgetary practices. For example, if
BHC perscnnel were rewarded for competent work and punished for
unsatisfactory work (instead of assigning personnel on the basis of political,
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financial, or personality factors), then the quality of work at the BHC
would have been of a much higher order. But to change traditional
personnel practices requires a bureaucracy willing to forego the rewards of a
patronage/power system of long standing, something very rare indeed. As a
result, the motivation of BHC staff achieved in Parwan was not replicated
on a national scale,

If pilot projects have severe limitations, this does not mean that full-
scale national implementation is easy. The point is that if immense energy
and resources are devoted to a pilot project, it is likely that the project will
not be replicated regionally or nationally. If, however, those same resources
are put into a phased national implementation Jrom the beginning, the
probability of ultimate success is far greater. Two examples that built on the
BHC experience were the Dai and Village Health Worker Programs. Con-
ceived from the onset as a national effort, the Dai Program’s first year was
““experimental’’ in the sense that evaluation and feedback would lead to an
improved program. After the first year, the goal was to train as many dais
as quickly as possible within the limits of the Ministry’s training and super-
visory resources. The Afghan VHW Program was also planned as a phased
national program with 5,000 to 10,000 village workers to be trained by
1985. The lesson would seem to be that it makes better strategic and opera-
tional sense for a government or a health ministry to begin a national
primary health-care program with phased implementation rather than to
devote a great deal of time and energy to purely pilot schemes. Pilots also
generate suspicion, jealousies, and camps of vested interest more readily
than programs that are part of the mainstream, Political positioning is as
important as all the technical issues of management support and much more
difficult to repair once positions and loyalties are publicly established. Not
all national-scale programs will succeed, but the record on pilot projects
suggests a worse prognosis.

Despite the advantages of rapid national implementation of primary
health care in Afghanistan, USAID elected in July of 1978 to support a
S-year basic health services project that would be limited to a single region
with less than 15 percent of the nation’s population. AID opposed a more
rapid national implementation in fear that it was too risky; officials felt that
there were too many uncertainties (particuiarly regarding the capability of
Ministry logistics and supervisory and management systems) to justify a
commitment to rapid expansion at that time. They argued that all the major
systems should first be tested in a region. Only after this 5-year test should
full-scale national implementation begin.

In our view, however, there were several issues to which AID did not
give adequate weight. First was that the Ministry was ready to commit to a
national program and did not want to be limited to a single region. Also, the
Dai and VHW Programs had been going on for more than 1 year, and the



142 Managing Health Systems in Developing Areas

team had had 5 years of experience in the Ministry with Basic Health Ser-
vices. AID’s conservative bias reflected the attitude that it was safer to have
a regional rather than a national program; regional success was better than
national failure. In the Afghan context, however, a regional program
heavily funded by an international donor was looked upon as that donor’s
project, while that which was going on in the rest of the country was looked
upon as the government’s own sphere. This is one of the reasons that, in
Afghanistan, at least, a “‘successful’’ regional project is likely to remain just
that—successful, but strictly regional.

In short, four unrealistic assumptions are often made about pilot proj-
ects:

A successful pilot project can be replicated on a national basis.

2. National policies are based on empirical data such as can be learned in
experimental pilot projects.

3. If the geographic area of the pilot project is large enough, all systems
necessary for national implementation can be tested.

4. The pilot project is testing things the government’s policy makers are

really interested in.

—

These assumptions and the experiences led the team to the following
conclusions:

Pilot projects are safe for donors to support, since they require rela-
tively limited inputs and local government commitment, have high
prospects of success, and correspond to the limited budget cycles of the
donors.

Local governments may agree to have pilot projects both because the
donor says it is that or nothing and because they hope it will lead to
greater support in the future. Their real interests are in the national
programs.

Seldom are truly new concepts tested in pilot projects. They are closer
to ““show and tell’’ demonstrations than they are to experiments. Their
most common function is to ‘‘sell’’ a concept, not to test it.

A frequently stated objective for pilot projects is to apply new
knowledge under optimum conditions in a limited or controlled
environment. However, the variables tested seldom include all aspects
of the services and management functions that are the critical con-
straints. Optimum skill levels are sought or developed in the implemen-
ters. Consequently, since the projects represent exceptional situations,
the findings seldom can be applied directly to large-scale national pro-
grams.
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The major factors that determine national success cannot be tested in
projects restricted to limited geographic sectors of many countries.
These include

Governmental commitment represented by willingness to allocate the
necessary manpower, mnney, and materials

Support systems that deliver the required resources in adequate
quantity, quality, and at the appropriate times

Compatibility of the new program with the overall governmental
structure and regulations

The ability of the government to introduce new procedures, con-
cepts, or increased acti "ities to existing offices

Compatibility of the new program with the political realities the
government faces in needing to provide some services to everyone
and to not alienate influential groups with extended programs that
appear to spread favor inequitably.

B. The Integration versus Vertical Program Question
Steven L. Solter

Integrated rural development is a phrase that has been spoken and written
tens of thousands of times in the past decade, but rarely has been achieved
in practice. Once again, a few pilot projects have been able to combine rural
programs in limited geographical areas, but integrated programs, at least in
the team’s experience in Afghanistan during 1973-1979, remain as elusive
ideals. The health programs that have had any success in affecting rural
Afghans have had mainly vertical training and supervision systems—small-
pox eradication, malaria control, dai training, VHWs—whether or not the
field workers have multiple or integrated tasks. Indeed the BHC itself is an
attempt at integration; a theoretical exploration of the BHC is included in
appendix D. The Dai and VHW Programs were both administratively part
of the Basic Health Services Department. However, instead of having dais
and VHWs function merely as outreach workers for BHCs, the two pro-
grams have had their own separate training and supervisory teams, based in
Kabul or regional centers. This means that although the two programs are
closely integrated into BHC activities, they are supervised by a vertical
organization that can exercise much tighter control than would otherwise be
possible. If the Dai and VHW programs had been totally integrated into
the BHCs so no vertical control existed, it is doubtful whether the two
programs would have been effective,

The reasons that vertically supported programs in Afghanistan have
been more successful than integrated ones are not difficult to elucidate.
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Vertical programs can be organized along quasi-military lines, with distinct
lines of authority and responsibility at each level. For example, the
smallpox eradication program was able to very effectively control its field
staff from Kabui and from regional centers. Smallpox workers were
assigned very specific and discrete tasks, and evaluation teams constantly
visited target areas. Furthermore, vehicles, supplies, and equipment were
administered by smallpox staff members without having to have everything
cleared by Ministry clerks and storekeepers.

Morale and enthusiasm can be more easily sustained in vertical as
opposed to integrated programs. Program promotions and transfers are
more likely to be made on the basis of competence rather than on the basis
of political or financial considerations. Also, personal supervisory visits
from senior staff (which are crucial for morale) can be easily accomplished
in a small, tightly organized vertical program, whereas in an integrated
program combining a number of different elements, such visits are often far
less frequent and are diffused with multiple agendas.

Integrated programs involve combining several existing separate pro-
grams into one. Few Afghan health programs are organized and managed
well enough to be combirec ~ith other, equally ill-managed programs. The
result is to weaken each of the programs so that none functions as well as it
had previously. To take another example, the Mass Immunization 2rogram
was organized vertically, with a number of mobile teams providing specific
vaccinations as an extension of the Smallpox Eradication Program. Super-
vised and supplied by staff in Kabul and regional centers, it was reasonably
effective in its mission. The Ministry, as a step toward integration, began to
have BHCs take more responsibility for immunizing the target population
around the BHC, with mobile teams dealing with more remote areas.
Unfortunately, since the BHCs do not have a long experience with drugs
and equipment actually in place, vaccines and cold-chain facilities may not
consistently reach the BHCs in the future. At least in the short run, the
target populations of rural areas in Afghanistan will likely receive fewer
vaccinations than they have in the past owing to the uncertainties of BHC
performance in this expanded role.

The Malaria Control Program in Afghanistan has been successful
largely because of its vertical, semiautonomous organizational structure. It
has been able to control malaria within most of the endemic areas of the
country. On several occasions, the Ministry has considered integrating the
malaria program with Basic Health Services, immunization, or some other
rural program. Although such integration should be a goal to aim for, it is
not likely to be successful given the existing situation. The BHCs would not
be able to handle malaria control on top of everything else they are sup-
posed to be doing now. The immunization program could be combined with
malaria control (by either training malaria-control workers in immunization
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or training immunization workers in malaria control), but the likely result
would be a decrease in the effectiveness of both programs.

The Rural Development Department (RDD), a Ministry-level orga-
nization, has chosen nine woleswalis (districts) scattered throughout the
country to be integrated rural development areas (IRDAs). Each of these
IRDAs runs a BHC (often with a second BHC managed by the Ministry
located only a short distance away). In theory, these BHCs (run by the
RDD) are supposed to integrate health care with agricultural, educational,
and other RDD programs in the woleswali. After S years of experience, no
such integration has yet taken place. In fact, the IRDAs have multipurpose
village workers, called wolesmals, who are twelfth grade graduates with 3
months training in rural development (including health, agriculture, educa-
tion, cooperatives, rural industry, women’s programs, and community
organization). They are supposed to spend most of their time in villages
assisting farmers with advice and providing a link between the village and
the woleswali center. Obhservation of wolesmals in the field in 1978-1979
suggests that relatively little time is spent giving advice to villagers, and in a
sense their fate and frustration are similar to the BHC. Being responsible
for so many areas, they are unable to deliver much, if any, practical assis-
tance in any one area. Although the wolesmals have some knowledge of
health and sanitation, they carry no drugs with them and possess no prac-
tical skill that is perceived to be immediately relevant by the villagers.
Although the wolesmal is supposed to integrate a number of activities at the
village level, he has been unable to do so. Integrated development is pos-
sible, but first there must be something to integrate.

A central difficulty with integrated programs at the village level in
Afghanistan involves the adequate supervision of multipurpose village
workers. The VHW was trained only in practical aspects of village health. If
he had also been trained, say, in teaching adult literacy and in agriculture
extension, the probability of his being effective in all three would be very
low. His health work could be supervised by BHC staff, but who would be
able to supervise his agricultural and educational activities? In addition, the
VHWs were not salaried; if they were required to perform other work
without compensation, this would have placed them in an impossible
position.

The most important task in village programs is to enable villagers to
learn the skills and develop the confidence to try and affect their own
destiny. Ambitious or complex programs can overwhelm villagers and
destroy their potential for independent, autonomous action. Simple, ver-
tical programs, at least initially, can help villagers control a certain aspect of
their environment. With the confidence this creates, other areas of village
life can be controlled by the villagers themselves. The goal must be for the
project to work; the simpler the plan, the more likely this will happen.
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The World Food Program Froject 599: An Instance of
Inappropriate Integration

Project 599 in Afghanistan provides a textbook example of the problems
associated with program integration in a developing country. The primary
objective of Project 599 was to provide cclorie and protein dietary supple-
ments to pregnant and lactating women and to chronically ill young child-
ren. A secondary objective was to provide an incentive for regular MCH
clinic attendance at Basic Health Centers.

The project was a wholly integrated one. In the field, the project was imple-
mented by BHC staff. In the Ministry, a small administrative office was
established and a junior officer was appointed project manager. A separate
Ministry, the Rural Development Department, was responsible for logis-
tics, and the project manager had no administrative authority over vither
the Central Administrative Unit or the Basic Health Centers.

The Central Administrative Unit was responsible for delivery of supplies to
several World Food Program projects, and the transport economies were
obvious. On paper, the project promised enormous benefits at minimal
cost. In practice, the costs were not so minimal, but the benefits, at least in
terms of the project’s objectives, were.

In practice, the costs in terms of time devoted to the project by senior
Ministry personnel and their counterparts was very high indeed. Because
the project manager possessed no authority over either the supply or
delivery agents, many issues had to be decided by senior officers, fre-
quently including the Minister. The decision-making ability of these offi-
cials is the scarcest and most valuable resource in the Ministry. Much of
this ability was squandered on relatively minor problems in Project 599.

While there is little objective data on the benefits of Project 599, the sub-

Jective impressions of many national and foreign experts were pessimistic.
There is no direct evidence that the food distributed improved the nutri-
tional status of the intended beneficiaries. Much of the food distributed
appeared io be consumed by other family members, usually adult males, or
made its way into the local market, where it was sold.

Superficially, more progress was made toward inducing food recipients to
attend MCH clinics at Basic Health Centers. In jact, there is a clear posi-
tive relationship between MCH clinic attendance and Project 599 food
distribution. Unfortunately, with the crowds of free food seekers, little
health service was delivered. Frequently, clinic staff had time only to sign
the food coupon cards, providing no medical service at all. Physical exami-
nations of children were very rare, and for pregnant women, they were
practically nonexistent.

The team made several major efforts to improve the implementation of
Project 599 with only minor successes. Forms were rzdesigned, making use
easier and saving the Ministry about $20,000 in printing costs and volu-
mentric measures were substituted for scales for the distribution of com-
modities. The improvements were marginal; of sixteen specific recommen-
dations made to the Ministry in June 1976, only three were implemented,
including two in which the management team provided direct operational
assistance.
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A major project review in July of 1977 brought the Ministry, the UNDP
resident representative, the senior staff and consultants together for a
problem-solving session to plan for the future. The problems and potential
lines of resolution were laid out in exhaustive detail.

Toward the end of the session, the UNDP representative was asked
whether he felt that changes were merited. A surprised audience was told—
in the face of twe hours contrary evidence—that the program was not only
a great success, but that UNDP anticipated doubling it in its current form.

On balance, it is clear that both the Afghan government and UNDP
seemed caught up in a political process that, whatever their representative’s
personal views, they could not control. The Afghans were being offered

millions of dollars in commodities, UNDP officials succeeded by program-
ming more and more, the UNDP and FAO were pressured to take large
grants of foodstuffs from donor countries, and all this led to a severe
distortion of rural health services in Afghanistan.

C. Management Consultancy and Local Management Style
James Bates

The design of this project was based on the judgment that expanding and
upgrading rural health services required improvement in the Ministry’s
management and administrative infrastructure. This section considers
problems encountered in attempting to introduce new management cori-
cepts into a tradition-bound administrative system. Organizational develop-
ment does not proceed in a vacuum, and consultants daily confront local
styles in management that affect and often frustrate efforts to introduce
concepts and systems they regard as more efficient and productive.

The Ministry is a highly compartmentalized administrative system,
enjoying only limited communication between its numerous departments
and offices. Authority is typically delegated either absolutely or not at all,
Most communication occurs vertically, up or down the hierarchy, and very
little takes place laterally between departments. Decision-making authority
centers on a few key administrators, and initiatives and innovations cannot
take place without their active support. Accordingly, consultants must
spend considerable time soliciting and maintaining this support. This is the
point at which different traditions of management first confront each other.
The confrontation continues as consultants proceed from initial discussion
through research, design, and implementation of their proposals.

Afghan administrators frequently undertake or decline to undertake
actions for reasons that may appear to expatriate counterparts as irrational
or not based on sound management considerations. Many of these actions
may be conveniently termed ‘‘local management style.”’ Com.mon examples
inciude the following:
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The practice that many key decision makers have of holding zccmingly
perpetual open houses in their offices. Confidential conversation is
often impossible because the room is crowded with people seeking sig-
natures or pressing petitions on all matters of business, personal and
official.

The reluctance shown by many administrators to commit themselves to
the written word. In requesting or ordering an action, they frequently
do so personally, leaving no record of what transpired.

The reluctance of imany middle- and lower-level administrators to
provide detailed information on the operations of their offices. This
often persists even when official authorization to cooperate has been
given from above.

The relatively strict division of labor within offices and departments.
Coworkers are seldom cross-trained in each other’s assignments. When
a person who performs an essential task is absent, work frequently
stops until he returns.

Cumbersome systems of accountability in property management, which
makes quick allocations or transfers of material difficult.

This list might be extended to include many more forms of behavior
that appear to inhibit change or impair efficiency. A simple listing, how-
ever, provides no insight into why local administrators: employ these
particular styles of management.

A useful perspective is obtained by trying to understand a specific
example from the participant’s point of view. A good case in point is logis-
tical support services. From a consultant’s point of view, sound logistics
management encompasses information gathering and analysis, planning,
budgeting, procurement, storage, and transportation. Although these tasks
may be divided between several offices and departments, we assume that
communication among them is necessary. We attempt to coordinate these
tasks to meet such managerial goals as timely delivery or economy of pro-
curement,.

The system prevailing in the Ministry is different than that just
described. Departments to plan, budget, procure, store, and deliver have
been organized, but there is little communication or coordination among
them. Department heads tend to refer to their collective supervisor, the
President of Administration, for most decisions. They are reticent to
communicate directly with one another on problems. For example, supplies
for Basic Health Centers are requisitioned through several different chan-
nels, with the result that different departments compete for limited trans-
portation resources. The result is slow and inefficient delivery of vital
commodities.
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While the consultant may perceive nothing but disadvantages in the
Ministry’s compartmentalized administrative system, it does have advan-
tages to the participants; properly manipulated, such a system gives admin-
istrators at various levels certain combinations of security, status, and
income. Although Kabul has a modern veneer, many Afghan officials have
traditional outlooks on kinship, ethnicity, patron-client relationships, and
social rivalries. Furthermore, they are survivors of a difficult selection pro-
cess, veterans of government service in a politically fluid environinent.

A compartmentalized system, one in which communication is limited to
a few channels and one in which internal operating procedures of different
departments are undocumented, serves as a refuge from scrutiny. If stan-
dards of performance are not articulated, then there are no specific
indicators for measuring competence or incompetence. The local manage-
ment style can serve participants by maintaining their position in the hier-
archy.

Open-house offices, unwillingness to delegate (or accept) authority,
strictly oral communication, complicated accountability procedures, rigid
divisions of labor, and reticence to divulge information are not consonant
with what consultants regard as sound management goals. They are, how-
ever, useful survival tools in an environment of economic scarcity and
political uncertainty.

This does not mean that all Ministry decision makers are totally pre-
occupied with their own survival and have no sense of professional respon-
sibility. On the contrary, many are forward-looking and genuinely con-
cerned about improving health services to the people of Afghanistan. These
same administrators often have a realistic appreciation of the constraints in
the system, coupled with good ideas on how to get around them. They know
that some innovations cannot be routinized without respect for local sen-
sitivities. In trying to effect change or reform, they are likely to use local
management style.

Thoughtful consultants working in counterpart situations often can
take advantage of local management style to further their proposals. In any
case, total administrative reform almost never occurs, and it is unrealistic to
plan for development without including elements of the existing adminis-
trative infrastructure, Local management style is one of the elements that
must be included.



An Afghan Town Bazaar. A mud street lined by small shops, with the ubiquitous tea house on the
left announcing its presence with two huge samovars.
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A. Introduction

This case study describes the experiences, both successful and unsuccessful,
of a 6-year effort to assist the Afghan government in managing its rural
health system. Working with a succession of regimes and health ministers,
an expatriate management team attempted to implement several innovative
programs with the Afghan Ministry of Public Health (MOPH). A number
of lessons from this experience might be useful to those involved with health
programs in other developing countries. Although social and cultural con-
ditions vary significantly between countries, it is remarkable how frequently
certain basic questions and problems recur in the effort to develop health
services. There must be few developing countries, indeed, in which, for
example, the logistics of drug supplies to rural areas are not a major con-
straint on the delivery of health services. In nearly every developing coun-
try, the most important village health problem is felt to be the high mortality
rate in children under 5 years of age owing to a combination of malnutri-
tion and infection. Even the causes of infections and malnutrition are simi-
lar from country to country: infection because of contaminated drinking
water and inadequate disposal of feces leading to diarrhea and dehydration,
and malnutrition primarily because of poor breast-feeding and weaning
habits.

Foreign technical assistance, in the form of expatriate advisors, defi-
nitely has its limits. Using donor resources, almost any program can be
made to “‘go.” The difficulty lies in replicability and permanence; unless
the Ministry is interested in and committed to a new experimental approach,
no matter how successful it seems to be or how thoroughly evaluated, the
approach does not become implemented throughout the country. It remains
another ‘‘successful’’ pilot project leading to no obvious benefit to the rural
poor.

Where expatriate consultants are an appropriate element in technical
assistance, their effectiveness is likely to be multiplied if all parties are com-
mitted to having them work directly with their Ministry counterparts, shar-
ing office space and day-to-day activities. When advisors are based in their
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own compound, with occasional forays to the Ministry, there is little chance
to directly influence health programs. In Afghanistan and in many other
countries, expatriate-consultant impact is directly proportional to the level
of trust that has developed between consultant and counterpart; the advisor
must demonstrate primary loyalty to the achievement of the Ministry’s
goals rather than to the aims of the particular donor agency that happens to
be funding him. Finally, an advisor’s effectiveness depends on his helping
achieve concrete results that reflect favorably on his counterparts in the
Ministry.

B. Description of the Project

In 1973, the Ministry of Health, concerned about the development of rural
health services, reached an agreement with USAID for a program of tech-
nical assistance through Management Sciences for Health (MSH) a Boston-
based nonprofit foundation. The major purpose of the project was to assist
the Afghan Ministry of Public Health in improving the management and
organization of its rural health system. At the time the project began, only
about 5 percent of the rural population had direct access (within 10 km) to a
Basic Health Center. Drugs and supplies were only infrequently delivered.
The 80 percent of the population living in small villages depended on indi-
genous practitioners such as shopkeepers, untrained injectionists, tradi-
tional midwives, and mullahs for health care. The Minister recognized that
the Ministry’s capacity to manage the rural health system was rudimentary
at best, and he actively sought assistance.

The first three members of the MSH management team arrived to find
a highly politicized and factionalized environment following a coup, some-
thing no amount of prior planning or detailed project design could have
prepared for. Two imperatives presented themselves. One was to demon-
strate to Ministry colleagues that the team could help achieve, relatively
quickly, some practical, concrete results. The Ministry’s prior experience
with expatriate consultants had left them skeptical. The second imperative
was to develop, over a 6-month period, an analysis of the Ministry’s prob-
lems and priorities, along with a workplan with specific targets and goals
for the management team itself. Credibility depended on achieving some
practical results quickly; long-term effectiveness depended on an accurate
assessment of Ministry problems and where the team’s resources could most
efficiently be applied. Two early requests from the Minister focused the
team on some concrete tasks: supply logistics and the procurement of drugs,
and the Basic Health Center System.

The team was asked to help rationalize the existing system of govein-
ment drug procurement and iinportation. It was an example of a concrete,
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practical request that would turn out to have a significant impact; the Min-
istry was able to build and organize a new warehouse and logistics system,
develop a national drug formulary and pass a generic drug law, thereby
reducing the cost of drugs while raising quality and extending availability at
the same time.

C. Rural Programs

Earlier government and donor commitments to rural health expansion had
fo:-used on the development of Basic Health Centers (BHCs) as the major
field unit for service delivery. It was already clear that the BHC develop-
ment process was slow and cumbersome, particularly in a period of rapidly
rising rural expectations. What was not clear was the practical limit of per-
formance of the BHC system given realistic inputs of resources. To deter-
mine what the BHCs would contribute, a pilot project was established in
Parwan Province using six BHCs from a total of about ninety across the
country.,

Programs to improve training, supervision, and supply significantly
upgraded the quantity and quality of services provided, especially in the
areas of maternal and child health, family planning, immunization, and the
use of drugs. The initial success of the Parwan Pilot Program resulted in a
Ministry decision to rapidly extend the program nationwide. Mobile teams
were recruited from Parwan to extend the training and supervisory activities
across the country in a politically popular and visible fashion. Without ade-
quate central support systems, the national BHC expansion program expe-
rienced reverses that were only to be overcome with the development of a
phased plan of operation and regionalization of the support services, partic-
ularly supervision, attempted previously from the capital.

In parallel with the BHC pilot work in Parwan, surveys were conducted
to assess the rural health environment—health problems, avenues to care,
and expenditures—with significant results. While the Afghan government
was spending about 40 cents per person per year on health, Afghan villagers
had spent more than tenfold that amount out of their own pockets. Over
one-third of their total health expenses, even in remote villages, were for
high-priced drugs. In addition, the survey confirmed the fact that nearly 60
percent of all deaths were of children less than 5 years of age, with diarrhea,
pneumonia, and measles as the leading causes of death.

The Parwan survey had several significant repercussions. For one
thing, it convinced key Ministry officials that villagers would be able to sup-
port the cost of health workers as well as the cost of basic drugs. The survey
aiso helped to focus Ministry attention on rural Afghanistan, where 90 per-
cent of the population lived, but which received a relatively small propor-
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tion of the health budget. An extensive follow-up survey, carried out in the
three provinces of Ghazni, Helmand, and Baghlan in 1976, confirmed the
findings in Parwan and, in addition, demonstrated strong rural interest in
having their own village health workers (VHWs). The surveys also revealed
the relative lack of interest on the part of most Ministry officials ir using
survey or field data for decision making. Most officials were either indiffer-
ent to the data or used data selectively to justify a decision madc on other
(usually political) grounds.

By the fall of 1976, the Ministry decided to train village-level health
workers. The BHC Pilot Project and rural surveys had confirmed that only
a minority would have access to BHCs and that the rural majority were
actively interested in, and spending large amounts of their own money on
pursuing, alternative sources of health care.

The major international donors all agreed that primary health care was
of highest priority, and additional money became available for its imple-
mentation. The Ministry, sensitive to the desires of the donor community,
agreed to train village health workers on a developmental basis. After
extensive debate within the Ministry, it was agreed that 1,500 VHWs should
be trained by 1982, under a program with the following features:

Villages located more than 10 km from the nearest BHC would be eligi-
ble for the program (villages located nearer than 10 km already had
access to primary care).

Interested villages would ¢’ 4te a village committee, which would in
turn choose a literate person (usually male) to be a VHW and would
take responsibility for the VHW?’s performance.

The chosen VHWs would be trained in an intensive 3-week course at a
BHC in the areas of health education, environmental sanitation, per-
sonal hygiene, immunization, nutrition, family planning, first aid, and
simple curative care. Manuals would be prepared to cover all these
topics in a simple, practical way.

The VHWs would not be salaried; they would be able to sell several
important prepackaged generic drugs inexpensively to their fellow vil-
lagers and make a small profit. The drugs, provided via UNICEF,
would be purchased by the VHWs at the nearest BHC and replenished
through a revolving-fund mechanism.

VHWs would be regularly supervised by the BHC sanitarian; all com-
plicated or serious cases were to be referred to the BHC physician. Con-
tinning-education courses were tc be given every 6 months at the BHC.

The VHW Program began in May of 1977. By late 1978, about 140
VHWs had been trained and were working in villages; at that time, plans
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were expanded to train up to 10,000 VHWSs by 1985. When Soviet health
advisors came to the Ministry following the revolution of April 1978, the
VHW Program was suspended and a feldsher (assistant doctor) program
was instituted instead, with the team asked to devise the curriculum.

In the spring of 1977, as the VHW Program was beginning, it was clear
that a major area of village health had been left uncovered. This was the
vital area of maternal and child health, especially the education of mothers
in infant feeding practices and prenatal care. Fortunately, most Afghan vil-
lages had traditional midwives, known as dais, who could be trained to do
this job.

With the assistance of the United Nations Fund for Population Activi-
ties (UNFPA) and UNICEF, as well as the management team, a major pro-
gram was begun to train large numbers of dais in maternal and child health,
family planning, and health education. With a trained dai and a VHW
working in the same: village, the majority of important village health prob-
lems would be covered.

By mid-1979, more than 500 dais had been trained and were working in
villages all over Afghanistan. The Soviet advisors who eliminated the
VHWs (possibly because they were very similar to the Chinese *‘barefoot
doctors’’) did not apparently object to keeping the Dai Training Program.

Both trained dais and VHWs have been very well accepted by Afghan
villagers. The dais, nearly all of whom are over forty and illiterate, have
demonstrated an ability to upgrade their basic knowledge and skills related
to maternal and child health. The VHWs have demonstrated good judg-
ment in the use of drugs (especially two that can be life-saving, penicillin for
pneumonia and oral rehydration salts for diarrhea). Although both pro-
grams appeared to be successful, detailed evaluation was impossible
because of civil war raging in the Afghan countryside. However. available
data have highlighted the following lessons from the two projects:

Because of the high level of enthusiasm and support for trained health
workers at the village level, recruitment and selection of motivated vil-
lagers has not proven to be a difficult task.

Highly specific training curricula with behavioral objectives are neces-
sary for the effective “‘training of trainers” and for practical outcomes
for short, intensive training courses.

Logistical supply and supervision of village workers are far more diffi-
cult to organize and manage than are recruitment and training. Incen-
tives (financial and otherwise) need to be carefully built in to the super-
visory and supply process.

By allowing villagers and village committees to have final say regarding
who their VHW or trained dai should be, it is possible to minimize vil-
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lage factional infighting from weakening the effectiveness of the chosen
workers and to maintain the focus of responsibility for village workers
in the village.

For the village workers themselves, it is difficult to provide incentives
so that they will concentrate primarily on health education and preven-
tive activities rather than curative care.

The most important lesson learned from the experience training viliage-
level health workers in Afghanistan is that the idea works—villagers can be
effective in relieving the pain and suffering of their fellows—but the politi-
cal will supporting the idea must be presen.

D. Central Management

A major focus of the project from its inception was to help the Ministry
develop those central management-support systems which were essential for
an effective rural health program. The team and Ministry concentrated with
some success on a fexv key areas—such as financing mechanisms, logistics,
and management iraining—and without success on the personnel system,
especially the development of competency or performance-based criteria for
job promotion or transfer. The transfer, hiring, and firing of personnel was
a major source of power; political, financial, and fam:ly considerations
were often controlling factors in personnel decisions.

The development of appropriate and feasible local financing mechan-
isis for health care is crucial for those developing countries which have
inadequate government resources to pay for all aspects of a national health-
care system. When drugs are provided free by the central government, the
usual result is that the drugs quickly become unavailable or are sold on the
biack market. In Afghanistan, it was clear from rural surveys that the great
inajority of Afghan villagers were paying large amous of money (6 per-
cent of their per capita income in 1976) for health care, including high-
priced brand-name pharmacy drugs. What was necessary was a system for
providing effective drugs at low cost to villagers who would pay enough for
them that the viilage health worker distributing the drugs could make a
small, fixed profit. This system was successfully implemented by 137
trained village health workers in six provinces in Afghanistan during 1977-
1978. Additional prepackaged drugs were brought from the nearest BHC,
which was also the source of their continuing education, with the money
deposited into a revolving fund that ultimately was used to repurchase addi-
tional supplies.

Another example of a successfui local financing mechanism occurred in
the Dai (traditional birth attendant) Program. As indigenous health practi-
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tioners in the village, Afghan dais have generally received payment (in cash
or kind) for their services; after the dai training course, the dais continued
to charge a fee for service rather than becoming paid government employ-
ees. In this way, a traditional, locally self-supporting mechanism was con-
tinued.

A financial analysis of the Ministry in 1977 pointed out that the budget
was being largely spent on urban adult males rather than on rural women
and children, who comprise the great majority and who are in greatest need
of preventive and curative care. Furthermore, the financial analysis made it
unequivocally clear that the number of hospitals and health centers being
built would outstrip the availability of trained personnel to staff these facili-
ties and the money required for the high rccirrent costs of salaries, supplies,
and maintenance. While the Ministry did eliminate plans for a number of
high-cost, low-utilization facilities, some donors continued to offer more
hospitals. The political pressures on the Minister for urban buildings appre-
ciated by the elite rather than rural programs that benefit the rural and invi-
sible majority were such that rational budget planning was not possible.

Logistics constituted another weak area where the team concentrated
considerable effort. A rural health system that runs out of drugs and sup-
plies quickly :uns out of patients, since drugs are what villagers are primar-
ily interested in; if they are not available at the health center, there is no
perceived need for a visit. Frequent Ministry personnel changes slowed pro-
gress considerably; trained warehouse managers would be transferred and
replaced by neophytes. Despite these frustrations, the time required to dis-
tribute drugs and supplies to all the Basic Health Centers was reduced by 50
percent over a 2-year period; this was only possible because of a great deal
of effort and because logistics were perceived by the team as being of the
highest priority.

Although many senior officials supported the idea of management
training for Ministry staff, progress in this area was difficult to achieve. The
major problems included ‘‘participant trainee’’ selection based on reward
of political services, past or future, rather than on competence, perfor-
mance, or need; returned trainees without appropriate jobs, which in their
absence had been filled; and a kind of cognitive &issonance for health
administrators returning to the Ministry work environment and facing pres-
sures to conform to traditional management methods. Without a critical
mass of trained colleagues, the institution of rew techniques by a few indi-
viduals required fortitude and persistence.

E. Cenclusion

A 6-year process of assisting the Afghan ->vernment in managing its rural
health system has demonstrated that the time has come for implementation
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of national rural health systems that provide accessible health care to the
poor majority. Enough has been learned from pilot and experimental heaith
projects around the world to begin phased national programs that can be
evaluated and adapted as they expand. Given political support, the crucial
element in any national implementation is likely to be the creation of effec-
tive and well-managed support systems—for supply, supervision, training,
and reward of rural health workers. Given host-government interest and
commitment, donor-funded technical-assistance projects can play a positive
role in helping build the support systems that will determine the success of
rural health-system development.



Appendix A:

A Health Survey of
Three Provinces of
Afghanistan: A Tool for
the Planning of Health
Services

A. Introduction

The broad outline of the nature of health problens in rural Afghanistan has
been known for some time.' Infant and maternal mortality, childhood ill-
ness, and infectious diseases have high prevalence in rural areas. The exact
nature and cause of these problems, however, have been less well studied
and appreciated. How often does a household have an illness requiring
some form of treatment? What are the most common diseases and health
problems, and which are more frequently associated with death? What are
the patterns of illness by age, sex, or location? Which illnesses are perceived
as being the most serious by villagers themselves? What are the underlying
causes of the problem, including such factors as sanitation, nutrition, child-
rearing practices, and lack of basic understanding of the cause and preven-
tion of disease? The health survey of three provinces in Afghanistan was
specifically designed to obtain information on the nature of rural health
problems in a form that would be useful to the Ministry of Public Health in
the planning and management of rural health services.

Likewise, only limited information has been available concerning the
resources available to meet the health problems. For instance, the MOPH
has long been aware that a disproportionately large percentage of its annual
budget has in past years been allocated to support health services that have
grown up within the cities. Even a casual analysis of the distribution of
health personnel in the country vividly demonstrates the urban rural imbal-
ances. Large segments of the rura! population, estimated to be 85 to 90 per-
cent of the total population, are known to be beyond the convenient reach
of existing government health services. Considerably less is known, how-
ever, about the actual pathways that a villager follows in the event of an ill-
ness. Where does he go? How does he decide on the “‘best” alternative?
How much does he pay? How far must he travel? How satisfied is he with
the care he receives?

This appendix consists of excerpts from a 1977 study conducted jointly by the Ministry of Pub-
lic Health and Management Sciences for Health.
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In addition, little is known about a villager’s attitudes toward the provi-
sion of a new type of health service—the village health worker (VHW).
Would he be willing to support new programs to make basic heaith infor-
mation and services 2vailable at the local level, such as the training of a
VHW? If so, how should such a person be selected and trained? Would the
person have to be paid? By whom? How? One objective of this survey was
to gather information on the health resources, both traditional and modern,
that are now available to and used by rural people and to determine the fea-
sibility of introducing innovative health programs at the village level.

The method used by the Ministry to obtain the information needed for
planning was a direct one, asking the villagers themselves. Persons living in
seventeen villages of three different provinces, Ghazni, Helmand, and
Baghlan (see figure A-1) were interviewed to obtain information about the
heaith of their household and the steps they take when a member of that
household is sick. The findings of this survey are divided into three sections
in this appendix: a description of the characteristics of the populations
studied, the nature of the health problems confronted in the Afghan village,
and the health behavior of rural populations, examining health resources
presently used by villagers as well as others with potential for use in a village
health scheme.

It must be appreciated that the management process that is carried out
after the information has been collected and studied—the linking of known
resources to known health needs—is often the mosi difficult one. It is a
step, however, which the Ministry of Public Health has already begun. Over
the past S years, the Ministry has established more than 100 Basic Health
Centers in rural settings. These are designed to provide the necessary infra-
structure for rural health initiatives. In addition, the Ministry has designed
a Village Health Worker Program, laid the groundwork to obtain village
understanding and cooperation, and trained experimental groups of village
health workers to deliver primary health care and health education in two
pilot districts, Jaghori and Sarobi. Beyond these efforts, other new
approaches to reaching remote locations with health services include an
experimental program for the training of dais (traditional birth attendants)
and initial planning for a village drinking-water program to capitalize on
villagers’ interest in this health problem.

Finally, it should be emphasized that management is a continuing pro-
cess; last year’s answers may not be adequate for this year’s problems. A
solution that has proven adequate may be made even better. Seldom are
solutions final. Thus the manager’s need for information is continual. It is
hoped that this appendix will demonstrate the role that village surveys can
play in providing the needed information and that it will pave the way for
additional studies to be used in managerial decision making.
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B. Implications of Survey Findings for Rural Health
Programs

Management is described as the process of using existing resources in the
most efficient and effective way in order to solve a specific problem. This
village health survey was conducted as a means of obtaining the informa-
tion on health needs and health resources required to carry out the process
of managing a rural health program. The most important findings of the
survey and their implications for the planning of village-level health pro-
grams in Afghanistan are summarized in the following subsections.

Health Problems

1. Finding: Infants, young children, and women share a disproportion-

ately large burden of sickness and death in rural Afghanistan; more
than one-half of all deaths occur to those under five; women aged 30 to
45 years have a rate of reported illness almost twice as great as men of
the same age group.
Implication: Any village-level health program should give special
emphasis to the health problems of children and women. (Such pro-
grams might be carried out most effectively in rural Afghanistan
through the training of women as health workers.)

2. Finding: A relatively small number of illnesses account for the major
portion of illness and death in rural Afghanistan; three causes—respi-
tory illnesses, diarrhea/dysentery, and jinns—account for over 50 per-
cent of recent deaths and 60 percent of all child deaths.

Implication: A health worker trained in the prevention and treatment
of a few of the most common illnesses could have a large impact on the
overall health of a village.

3. Finding: With one important exception, namely malnutrition, the health
problems perceived by villagers themselves as being ‘‘most serious’’ are
those which account for the greatest proportion of illness and death as
determined by this survey; 56 percent of respondents named respiratory
illness and gastrointestinal illness as the most severe problems they face.
Implication: Any village health program aimed specifically at the pre-
vention and cure of the most serious health problems should receive a
high degree of cooperation and support from villagers. Programs
aimed at the very serious problem of improving child nutrition may
receive less initial support because malnutrition was not recognized as a
severe problem by respondents.
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Finding: Malnutrition is a severe health problem in young children in
rural Afghanistan; fewer than 60 percent of children in any age group
are classifiable as well-nourished according to arm-circumference mea-
surements; malnourished children had a reported rate of illness almost
three times that of well-nourished children.

Implication: Since malnutrition is an underlying factor in much of the
childhood morbidity and mortality, it must be addressed both at the
local level, through the development of village-level programs aimed at
improving child nutrition, and at the national level, possibly by the
establishment of a national nutrition council to further investigate the
prevalence of the problem, its causes, and alternative means of combat-
ing it,

Finding: Childrearing practices are one of the contributing factors in
childhood malnutrition; eggs, meats, and other high-protein foods are
reported as not being introduced into the child’s diet until almost two
years of age; children with illnesses such as diarrheca are frequently
reported as being denied the foods they require.

Implication: A special priority should be given to the education of
mothers in the feeding habits that will be conducive to the health and
nutrition of their children.

Finding: While the actual and desired family size of rural Afghans is
extremely large, the vast majority of villagers, 69 percent of males and
91.6 percent of females, are interested in learning about ways to
increase the amount of time between births.

Implication: Given the interaction between birth intervals and the
health of children as well as mothers, as well as the expressed desire of
villagers for information on spacing their children, it is essential that
any program whose objective is to improve health have as a component
increased information on family-spacing methods.

Finding: Environmental conditions in the village also contribute to the
prevalence of illness and are perceived by many villagers as being unsat-
isfactory; 80 percent of male respondents reported a readiness to con-
tribute their labor to work with a government expert to improve village
sanitation.

Implication: Programs to improve the village environment can be
expected to receive high levels of community support if adequate tech-
nical expertise is made available to increase the chances of project suc-
cess.

Finding: Those of lower socioeconomic status tend to have higher
prevalence of disease, infant mortality, and fertility.

Implication: The needs of a specific subsection of a village—the very
poor—must be recognized, and programs that will include means of
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reaching the whole socioeconomic spectrum of the popuiation must be
developed.

Rurai Health Resources

1.

Finding: The services currently utilized by rural Afghans are many and
varied; in the year prior to the survey, households made an average of
17.5 visits to all sources of treatment, with an average of 3.63 different
sources being consulted; both modern and traditional services were
used, 60 percent haviag used a pharmacy, 50 percent a muilah, and 25
percent having visited a shrine.

Implication: There are currently many different sources that a villager
can turn to when sick. In designing a village-level health program, it is
important to know the alternatives available and to work as coopera-
tively as possible with those who are already providing important health
services to the village.

Finding: The amount of money now being spent by rural Afghans on
health care is by both absolute and relative terms very large; the median
annual reported expenditure is 1000 Afghanis (50 Afghanis equal $1);
7.4 percent of the estimated household income is spent on health.
Impiication: Since villagers are already spending large amounts of
money for health services, they should be capable of supporting local
health programs, such as a village health worker, provided that the
programs have a demonstrated value to the village.

Finding: Medicines represent the single most expensive item in the vil-
lagers’ health budget; 37.0 percent of the annual health expenditure is
spent at the pharmacy, with an average per-visit cost of 248 Afghanis.
Implication: One of the greatest savings in the cost of health care to vil-
lagers could be made by increasing access to low-cost, high-quality
medicines through programs carried out in existing pharmacies, BHCs,
village shops, or by village health workers.

Finding: Villagers’ satisfaction with the services currently available tc
them varies; 64.3 percent are satisfied with the BHC, but only 31 per-
cent felt that the dokhan was an adequate source of medicines; 33 per-
cent felt that the BHC was the best source of treatment outside of the
household for an illness, while only 0.9 percent named the local private
doctor. The most frequently mentioned health improvement needed
was access to medicines.

Implication: The respondents report being quite satisfied with the ser-
vices available through the Basic Health Center, except in its role in dis-
tributing medicines. The expressed desire of villagers for increased
availability of medicines provides an indication that any program



Appendix A 165

aimed at improving access to drugs would meet with a high level of vil-
lage support.

Finding: Villagers are strongly supportive of the concept of a village
health worker; 78 percent of males and 95 percent of females felt that a
VHW was feasible for their village. A significant number of individuals
were able to name a person, in many cases a woman, who they felt
would make a good VHW.

Implication: Attempts to institute a VHW Program can expect to be
favorably received by villagers.

Finding: Informants agreed that VHWs should be paid, but were
divided on how he or she should be paid, 43 percent stating that the vil-
lage should pay and slightly more stating that the government should
pay.

Implication: More evaluation based on actual experience will be
required to determine whether villagers are able to support a health
worker and to determine the best means for collecting the money in the
village.

Finding: A relatively large percent (27 percent) of males stated that they
would allow their wife or daughter to be trained as a VHW; 34 percent
felt that it would be possible to find a woman from the village who
would be able to leave the village for some time for training.
Implication: In most villages it may be possible to recruit and train a
woman as a VHW for the crucial role of working with mothers on the
improvement of child nutrition and health.

Finding: Mobility of women is severely limited by the restrictions
placed on their travel. However, 44 percent report being able to visit a
BHC unescorted by a male. Almost half the women listen to the radio
at least once a week.

Implication: While the channels for the diffusion of information into
the Afghan village are currently quite narrow, especially for the
women, the potential exists for the use of innovative mass media radio
techniques to improve maternal knowledge and childrearing practices.
The BHC exists as a legitimate object of travel for many women and
can serve as an important educational center as well as a location for
women to communicate with one another.

Finding: The opportunities that a household has for the care of its sick
members, as well as its attitudes concerning what is appropriate treat-
ment, are affected by its socioeconomic status. Likewise, opportunities
for these households to receive information that would assist them in
improving and maintaining their health appear to be more restricted
than for wealthier houscholds.

Implication: Plans for the improvement of village health conditions
must take the heterogeneity of the village population into considera-
tion. Specifically, provision must be made to include access for the
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poor to health services in any program that is designed to make use of
available village resources.

Conclusion

No research is useful unless its results are helpful to managers in making
decisions that affect their programs. As such, the results of a study or sur-
vey must be relevant, understandable, and—of great importance—timely.
Table A-1 summarizes some of the immediate applications the findings of
this report have had, since the time that a preliminary report was available,
for the planning of a Village Health Worker Program.? In addition, it pre-
sents in summary form some of the implications of the study for future
Ministry of Public Health programs aimed at improving rural health. The
final test of the usefulness of the survey, however, will be found in whether
or not it has served a role in accelerating the rate at which health standards
in the Afghan village are improved.

C. Methodology

The provinces selected for the study were determined by the Ministry of
Health in accordance with its overall scheme for the expansion of rural
health services. Within each of the provinces selected—Ghazni, Helmand,
and Baghlan—two established Basic Health Centers (BHCs) were chosen as
focal points for village selection. Selection of BHCs was based on length of
operation (and thus their potential historical impact on the community), as
well as on the desire to achieve a representative variation of geographic,
social, and economic conditions within each province. Village selection was
accomplished by preparing grid maps of areas adjacent to the selected
BHCs and by random selection of villages at 1 km, 10 km, and 15 km from
the health center. Within each village, household selection was done system-
atically, using prelists of households developed by a random start method.
Depending on the size of the village, every second or third household on the
prelist form was sampled. Within a household, an attempt was made to
interview an adult male and an adult female, preferably, but not exclu-
sively, a husband and a wife. Respondents were required to be adult (over
18) and permanent members of the household, with preference being given
to heads of households and their spouses. Only one wife was interviewed
per polygamous marriage. The discrepancy between the number of female
interviews conducted (486) and the number of male interviews (237) primar-
ily reflects the fact that during the interview period—August to October—
many men were engaged in agricultural activities at a distance from their
village.



Table A-1
Immediate Applications of the Three-Province Survey

Conclusions and Findings Supporting Conclusions Planning Applications
Findings Supporting Immediate Applications Probable/Possible
Conclusion Conclusion to VHW Program Future Applications
A. The Healt/i Problem

1.

Infants, young children,
and women bear dispropor-
tionately large share of the
burden of sickness and
death.

A relatively small m mber
of illnesses, many prevent-
able or treatable at village
level, account for major
portion of illness and death.

Health problems perceived
by villages as most serious
account for majority of ill-
ness (except malnutrition
and Jinns, which are not
viewed as serious).

Malnutrition is a severe
health problem among
young children.

Childrearing practices are
major contribution to mal-
nutrition.

Half of all deaths are under age
5 years, infant mortality rate
157; women aged 30 to 45 have
incidence of illness twice men of
same age group.

Respiratory illnesses, diarrhea/
dysentery, and jinns account for
50 percent of all recent deaths
and 60 percent of all recalled
child deaths.

Fifty-six percent of respondents
named respiratory illness and
gastrointestinal problems as
‘‘most serious.”” Jinns and mal-
nutrition not mentioned as
health problem.

Less than 50 percent of children
aged 12 to 60 months classifi-
able as well-nourished.

Meats, eggs, and high-protein
food reputed not to be intro-
duced until 2 years; some child-
ren not fed during illnesses.

VHW Training Program de-
signed to emphasize problems of
children and women. Commit-
ment increased to recruit women
whenever possible.

VHW trained to recognize and
treat major health problems;
treatment protocols and medical
suppliss standardized for spe-
cific therapy regimens.

VHW trained in methods of
obtaining village cooperation by
eliciting felt needs and addres-
sing answers to these; alsc
taught importance of making
villagers aware of unrecognized
needs.

VHW training organized to
stress the role of nutrition in
illness and possible means of
intervention.

VHW, especially women, taught
food preparation, food values,
and methods of working with
mothers to improve nutrition.

Infant mortality rate and child-
hood and maternal morbidity
rates to be used in evaluation of
the impact of village-level health
programs.

Investigation into etiology of
Jinns; development of maternal
tetanus immunization program.

Role of VHW in village educa-
tion; the BHC as a source of
education for women.

More dctailed nutritional survey
to further define problem and
underlying causes. Formation of
a National Nutrition Planning
Council.

Radio programs designed to
promote nutrition education;
BHCs developed as nutrition
training center for villages
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Table A-l (continued)

Conclusions and Findings Supporting Conclusions

Conclusion

Findings Supporting
Conclusion

Planning Applications

Immediate Applications
to VHW Program

Probable/Possible
Future Applications

6. Although desired family
size remains large, men and
women are both interested
in learning about child-spac-
ing methods.

7. Environmental conditions
in village contribute to ill-
nesses.

B. Village Health Resources

1. Services currently utilized
are many and varied, mod-
ern and traditional.

2. Household health expendi-
ture now very high in rela-
tive and absolute terms.

3. Medicines represent single
most expensive item in
health budget.

Sixty-nine percent of men and
91.6 percent of women report
being interested in learning
about spacing.

Many villagers perceive the san-
itation facilities and drinking
water supply to be inadequate;
80 percent of men willing to
contribute to improvement.

Households average 17.5 visits
to sources of treatment a year;
average of 3.63 different
sources; 50 percent of household
use pharmacy, BHC, and mullah
during year.

Median reported household
health expenditures is 1,000
Afghanis, 7.4 percent of the
estimated household income.

Thirty-seven percent of annual
health expenditure spent in
pharmacy, average of 248 Af-
ghanis per visit.

VHW curriculum includes sec-
tion on rationale and methods
of family planning; male and
female contraceptives included
in VHW basic supply kit.

Basics of environmental sanita-
tion taught to VHWs; technical
backup provided to VHWs who
begin village projects.

Selection process for VHWs
includes review of thnse cur-
rently providing health services;
VHW curriculum includes dis-
cussion of total resources avail-
able.

VHW program will test feasibil-
ity of full village support;
various payment schemes will be
tried including fee-for-service
and profit from sale of drugs.

Basic essential medicines to be
provided to VHW at start;
resupply through BHC at min-
imal cost; control over amount
that can be charged set by
village leaders or by MOPH.

Female VHWs to promote con-
traception for maternal and
child health objective.

Specific environmental health
programs of MOPH working
directly witn villagers.

Retraining of traditional birth
attendants; promotion of shops
for sale of medicines.

Charge for services and medica-
tions provided at BHCs.

Continued efforts to reduce cost
of drugs through improved na-
tional purchase and production
schemes.
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Great variation in villazer
satisfaction with available
services; improvement de-
siravle in many services.
Village health worker con-
cept ccen as feasible by
many.

VHWs will have to be com-
pensated: exact mechanism
will depend on character-
istic of village.

In most villages it should be
possible to recruit and train
women as VHWs,

Mobility and channels of
communication for village
women are severely limited.
BHC is a potential legiti-
mate meeting and education
center. Radio has immense
potential for diffusion of
information.

The socioeconomic status
of household influences
health standaids and behay-
ior.

Sixty-four percent satisfied with
BHC; only 31 percent with
medications available through
viliage shops.

Seventy-eight percent of men
and 95 percent of women felt
VHW would be appropriate and
feasible in their village.

Eighty percent felt VHWs
would have to be paid; 43 per-
cent felt the village should pay;
47 percent felt that the govern-
ment should support.

Twenty-seven percent of men
would allow their wives or
daughters to be VHWSs; 24
percent felt it would be possible
to find female VHWs in their
village.

Fifty percent of women reported
listening to radio; only 3 percent
of women claimed to be able to
visit {riends unescarted in their
own village; 44 percent reporied
being able to visit BHC.

The annual health expenditure
of households ranges from 0 1o
5,000 Afghanis. Poorer house-
holds have higher rates of ill-
ness.

Access (10 medicine to be one
objective of VHW program;
BHC referral and supervisory
system for VHWs,

Current program will evaluate
those conditions which contrib-
ute to the success of VHW Pro-
gram.

Current program to experiment
with payment schemes.

Background research being
done to determine methods of
recruiting women and obtairing
village understanding of their
roles. Six women recruited from
first two experimental sites.

Female VHW role designed to
emphasize the diffusion of in-
formation to village women.

VHW  remuneration schemes
planned to take into consider-
ation extreme poverty of many
households.

Use of shops for medicine dis-
tribution; government support
for services now considered
valuable, such as bonesetier.

Results of evaluation to be used
in expansion of VHW program.

Plan future VHW payment in
accordance with evaluation of
current program.

Each village to have at least one
female VHW,

Mass-media education via
radio. Use of BHC as center for
education and communication.

Nutrition studies to determine
roles of poverty and lack of
education in malnutrition.

'¢ XIpuaddy

691



170 Managing Health Systems in Developing Areas

All interviews were carried out by trained male and female interviewers
using separate interview forms for men and women that had been designed,
pretested, and revised before the start of the survey. Male and female ques-
tionnaires contained both overlapping and different questions. For exam-
ple, only women were asked questions concerning childrearing behavior,
while both mer and women supplied information about illnesses, health
expenditures, and attitudes toward health services. / team of two female
interviewers met with each femalz, while a single male interviewer was used
for the male interview. Each interview required between 40 and 50 minvtes
to complete, a length that did not appeai to affect cooperation, as judged
from respondents’ compliance. No effort was made to coercz interviewee
cooperation. For example, in one of the sample villages originally selected,
suspicion and lack of cooperation made it necessary to seek an alternative
sample site. Re:pondents were given no rewards for participation, and care
was taken to explain to the village that pa-iicination in tue survey did not
imply a yuarantee of any future government help.

Inier72wers were trained over a 2-week period and received both class-
room instruiion, field practice, and perfcimance evaluation. During intar-
viewing, qialitv-control checks were carried out by the field team super-
viso and the training staff. The numbe : ¥ :nterviews completed during the
3 months of iield work is shown in table #-2.

Coding of questionnaires was done by Ministry of Public Health per-
sonnel with the supervision of the staff of the management team. Key-
punching and data preparation were performed by Afghan Business
Machines in Kabul, and data analysis was done in Cambridge, Massachu-
setts by the staff of Management Sciences for Health, Inc. The use of par-
tially processed questionnaires 2nd the cooperation of all those involvzd in
the data processing made it possible to produce a preliminary repor¢ of sur-
vey findings within 3 months of completion of the survey, a turn around
time that allowed the results of the survey to be used in the planning of the
Village Health Worker Program.

Since one goal of the survey was to obtain information on the nutrition
and growth of village children, all children aged one to four years in a
household were weighed using hanging Salt~ scales. In addition, each
child’s height and midarm circumference were determined using standard-
ized measuring instruments.

D. Findings of Survey

Demographic Profile of the Populitior: Sampled

It is often useful to describe the characteristics of a population sampled,
including age and sex distribution, the birth rate, the death rate, and the size
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Table A-2
Distribution of Interviews, by Province and Village
Female Male Total
Province Village Interviews Interviews Interviews
Ghazni Khonadai 32 27 59
Khonsal Kosh 36 11 47
Jabaar Khel 22 17 39
Khanadara 21 9 30
Bakhtyar 30 16 46
Tolal Ghazni Province 141 80 221
Baghlan Tawashakh 26 12 33
Khoja Khede k)| 9 40
Kona Qala 27 16 43
Qashlak Qala 30 14 44
Na Bahar 29 14 43
Ghazmarg 27 10 37
Total Baghlan Province 170 75 245
Helmand Loye Bagh k]| 16 47
Nawliabad 30 14 44
Saidabad 31 13 4
Nowzad 27 10 Ky}
Konjak 32 11 43
Kanghai 24 18 42
Total Helmand Province 175 82 257
Survey total 486 237 723

of households. A thorough description of a population makes it possible to
compare the findings from surveys carried out at different times or different
locations. For example, only if important characteristics of two populations
are known to be very similar would it be legitimate to make comparisons of
such basic measurements as birth or mortality rates. An analysis of demo-
graphic data also helps in identifying and understanding regional differ-
ences in population over time.

Additionally, demographic information assists in determining whether
the population sampled is genuinely representative of the entire population.
As an extreme example, any rural survey that included only maliks or large
landholders as informants would immediately be suspect as not being repre-
sentative, and its results would have to be interpreted in light of this poten-
tial bias.

Characteristics of the Population: The population surveyed included 3,483
individuals living in 486 households. Of these, 51.2 percent were males. The
mean age of household members was 21.0 years, with 49.4 percent of the
pepulation helow the age of 15 years. Only 3.9 percent were over 65. The
dependency ratio of the population—those under 15 years of age or over 65
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as a percentage of those 15 to 65 years of age—was 114. A breakdown of the
population by age and sex (figure A-2) demonstrates the relative decrease in
females over males in the age groups 35 years and over. This differential
survival, which has been documented by the national demographic survey
as well,’ may possibly be attributable to the effects of continued childbirth
on maternal health. Thirty-eight percent of all household members were
married at the time of the survey and 2.5 percent were widowed. Among the
486 female respondents, 23.0 percent reported being a cowife. The mean
number of wives per husband was 1.24.

Educational levels and literacy of household members over 15 years of
age was as foliows:

Mean Percent
Years of School Having Attended School
Male 1.99 26
Female 0.27 5

Thirty percent of the adult men and 3.5 percent of the adult women were
reported as being literate.
The principal reported occupations of males over fifteen were

Farmer 47.2%
No occunation 12.6%
Student 6.3%
Laborer 5.7%
Shepkeeper 4.3%
Mullah 2.8%
Clerk 2.5%
All others 18.6%

The mean age of male respondents to the questionnaire was 46.5 years,
while that of female respondents was 35.1 years. Almost 90 percent of men
intervicwed were heads of households, and 86 percent of the worren were
wives of heads of households. In 98 percent of the 237 households in which
a male was interviewed, a female was also interviewed.

Household Characteristics: As mentioned earlier, there were 3,483 individ-
uals enumerated in the 486 households in the sample, thus an average of
7.17 persons per household. The mean number of rooms per household was
2.25, with the distribution broken down as follows:
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Number of Rooms Percent of Households

1 38.9
2 31.1
3 14.8
4 7.3
5 1.8
6 38
7 or more 2.3

The average numter of persons per room was 3.18, a figure that indicates
extreme crowding.

As described in section A.2, villages were selected at varying distances
from Basic Health Centers in order to allow for comparisons in health-seek-
ing behavior. Distribution of villages by distance from the health center is 1
km, 40 percent; 10 km, 35 percent; and 15 km, 25 percent.

A number of previous surveys have demonstrated the difficulty in
obtaining reliable information on the economic status of households in
Af i nistan. Thus, in this survey, no attempt was made to obtain informa-
tion on the annual household income. However, owing to the importance of
socioeconomic status as a determinant of illness and health behavior, two
indicators were used. The first was the number of rooms in a household and
the crowding factor, that is, the number of persons per room. The second
indicator was a subjective one: Female interviewers were asked at the com-
pletion of each interview, ‘‘How would you judge the economic standard of
this household in relation to others in the village?”’ The classification is as
follows:

Extremely poor 34.7%
Poorer than average 38.6%
Average 20.4%
Above average 4.8%
Extremely wealthy 1.5%

While a disproportionate number of households were rated as being
poor by interviewers, the classification system does allow for the division of
households into three very nearly equal categories: extremely poor, poorer
than average, and average or above. A socioeconomic standard (SES) was
determined for each household using a formula that weighs both the crowd-
ing factor and the interviewer’s evaluation of the household’s economic
standard. The SES with classifications of very poor, poor, and average or
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better is the standard that has been used throughout this report to make
socioeconomic comparisons.

Fertility, Mortality, and Growth Rates: Female respondents, mean age 35.1
years, had an average of 3.93 living children and 5.82 children ever born.
The number of children living and ever born for women in S-year intervals
is, however, a better indicator of overall fertility. These data are presented
in figure A-3.

As figure A-3 points out, women of completed reproductive age, that
is, over 45, reported having had an average of 9.37 children ever born and
5.67 still living; 40 percent of their offspring were reported to have died.
Age-specific fertility rates for all women, and for married women alone are
presented in table A-3.

The total fertility rate, considered one of the best single cross-sectional
measures of fertility, estimates the average number of children that a
woman would bear is 9.23 if she went through her reproductive years
exposed to the age-specific fertility rate for the women interviewed—that is,
a woman with completed fertility would have an average of 9.23 births if the
rates in table A-3 remained unchanged throughout her reproductive years.

The crude birth rate is the number of births per 1,000 total population
per year. In the households interviewed, there had been a total of 169 births,
or 48.5 births per 1,000 in the period since the previous Jeshyn (national
day). When this rate is standardized to a single complete year, the crude
birth rate is 41.3 per 1,000 total population.

104 9.37

91 Children
S g ever born
3 7
5 64 5.67
S 54 Living
] children
o 41
€ 3
3 (N = 485)

24

1-

1 T L] L] T 1
15-19 20-24 25-29 30-34 35-39  40-44 45+
Age of Women

Figure A-3. Living Children and Children Ever Born for Female
Respondents, by 5-Year Groups
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Table A-3
Age-Specific Fertility Rates for Married Women and All Women
Married Women All Women
Percent of Fertility per Fertility per
Age Group Women Married 1,000 Women per Year 1,000 Women per Year
15-19 39.1 440 172
20-24 79.5 488 388
25-29 93.4 400 374
30-34 95.5 382 365
35-39 96.6 328 317
40-44 91.5 227 208
45-49 84.6 27 23

The number of deaths in the population during the same recall period
was 98, giving a crude death rate of 24.2 per 1,000 after adjustment for a
single year. Current vital rates lead to a growth raie of 1.71 percent for the
rural villages studied. This would lead to a doubling of the population
within 36 years.

The infant mortality rate, or the number of children under 1 year of age
who die per 1,000 live births in a year for the population studied, was 157.
Almost 60 percent of all deaths in the preceding year were of children under
5 years of age, with the breakdown by single-year intervals as follows:

Age of Death (N = 59) Percent of All Deaths 0-5 Years

0-1 43.2
1-2 293
2-3 15.5
3-4 34
4-5 8.6

While the three-province survey was not designed as a demographic
study, some comparison of its demographic findings with other surveys car-
ried out in Afghanistan is noteworthy, as is a comparison of the vital data
of rural Afghanistan with selected other countries. These comparisons are
presented in tables A-4 and A-5, respectively.

Rural Health Problems and Needs

Any attempt to improve Lealth services should be planned with as thorough
an understanding of the nature and causes of the specific health problems as
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Table A-4

177

A Comparison of Population Characteristics from the Three-Province

Survey with Other Afghan Surveys

Three- National

Parameter Survey Survey

Survey

WHO/Infant Buck et al.
Province Demographic Mortality Four-Village CINAM

Survey

Survey

Parwan-
Kapisa
Survey

Infant
mortalityrate 157 185

Crude
birth rate

Crude
death rate

Growth rate

Maternal
mortality rate —

Women age

45, number

children ever

born 9.3 1.7

Women, age
45, number
children died 36 34

Persons per
household 7.2 6.2

41.3 43.0

2.2
1.7%

21.0
2.2%

64.2 per
100,000

183

45.6

205

4.6

154

44.0

20.0
2.4

7.4

150-200

43.0

20.0
23

7.7

2.6°

6.2

2Ages 35t0 39,

Table A-5

Comparison of Population Characteristics of Afghanistan with Those

of Neighboring Countries

Afghanistan Nepal India

Iran

Irag

Pakistan

Turkey

Crude
birth rate 43 43 k')

Crude
death rate 21 20 13

Annual
growth rate 2.2 2.3 2.1

Infant

mortality

rate 182 169 122
Percentage

under 15

years of age 44 40 40
Life

expectancy 40 40 50

4

16

28

139

47

51

4

I}

3.2

9

48

53

4

15

29

121

46

51

39

12

2.7

119

42

57

Source: 1977 World Population Data Sheet, Population Reference Bureau, Washington, D.C.
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is possible. In this section, findings of the three-province survey that
increase understanding of rural health problems will be presented.

At the onset of discussion, it should be pointed out that the data on
morbidity and mortality were based on the recall of respondents. Numerous
studies have demonstrated underreporting of illnesses, especially common
childhood ailments, in surveys relying on the recall of informants.*
Attempts were made to minimize inaccuracies by limiting the period of
recall to the immediate 2 weeks before the interview. The survey was carried
out from August through October, and therefore illnesses with higher inci-
dences during these months may be overrepresented, while illnesses asso-
ciated with winter, such as pneumonia, typhus, and common colds, may be
underreported. Ideally, morbidity surveys should be repeated in several dif-
ferent seasons, although the increased time and expense involved may out-
weigh the benefits to the planner.

Another approach to collecting morbidity data is the clinical survey in
which the actual signs and symptoms are used as indicators of illness. The
need for trained medical staff and the increased expense and higher levels of
informant cooperation required decrease the practicality and usefulness of
this approach. In addition, the differences in results of the morbidity recall
surveys and the clinical surveys previously conducted in rural Afghanistan
are not significant, arguing for the lower-cost recall survey employed here.’

lllness Prevalence: All female respondents were asked as part of their
household interviews if each household member had been sick in the last 2
weeks, the nature of the illness, the treatment sought, and whether the indi-
vidual was still sick at the time of the interview. Twenty-two percent of
household members were reported as having been sick in the 2 weeks prior
to the survey; 81.6 percent of those were still sick at interview time. Illnesses
reported are st'v mziized in table A-6.

Three typ. -~ illnesses, respiratory ailments, gastrointestinal illnesses,
and fevers, accounted for 57 percent of all illnesses mentioned. Two ill-
nesses, measles and malnutrition, are notable by their abseice. Measles, an
illness frequently reported as associated with childhood death, may be low
owing to the season, since measles is usually associated with the closer living
conditions of the winter months. Malnutrition, which was mentioned in only
0.7 percent of cases, may be underreported because of the fact that it is not
perceived as a distinct illness by villagers, but rather an end condition result-
ing from other health problems. The prevalence of malnutrition as deter-
mined by anthropometric measurement is very high, as will be discussed
later.

The prevalence of illness, as reported by female respondents, differed
by sex, 19.1 percent of males having been reported ill in the last 2 weeks as
compared with 24.1 percent of females. While this difference may be attrib-
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Table A-6
Ilinesses Reported for Household Members in Last 2 Weeks
lliness Reported Percent of Total (N = 766)
Respiratory
Colds 2.7
Coughs 2.1
Black cough 0.5
Pneumonia 3.7
Tuberculosis 3.2
Sore throat 0.8
Other respiratory 5.0
Subtotal 18.0
Gastrointestinal
Vomiting 0.8
Diarrhea 6.9
Dysentery 4.5
Cholera . 0.4
Stomach pains 13.6
Subtotal 26.2
Fevers
Unspecified 8.8
Malaria 5.0
Other 0.8
Subtotal 14.6
Aches and pains
Headache 4.5
Joint pains 37
Arthritis 1.5
Other pains 11.3
Subtotal 21.0
Eye problems 1.7
Women's ilinesses 38
All other iflnesses 14.7
Total 100.0

uted to the fact that “~formants were women, figure A-4 suggests another
hypothesis—namely, that the increased prevalence of illness for females
that begins at reproductive ages may in part be a function of the hardships
of multiple childbirths.

Figure A-4 also demonstrates that the very young and the old share a
disproportionate burden of illness. Possible causes for the high prevalence
of illness among the very young will be discussed in the section on nutri-
tional status and childrearing practices.
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Table A-7
Illnesses Assoclated with Deaths in the Last Year
Hliness Percent of All Deaths (N = 98)
Pulmonary/respiratory problems 20.4
Dysentery/diarrhea 17.3
Jinns 14.3
Fever 9.2
Swelling 6.1
Measles 3.1
Stomach ache 31
Heart disease 3.1
Other 234
Table A-8
Ilinesses Associated with Deaths of Children Aged 0 to S in Last Year
Age of Death
Percent of
0-1 1-2 2-3 3-4 4-5 Total Total
Jinns 9 0 3 0 0 12 20.7
Diarrhea/
Dysentery 4 5 0 1 1 11 18.9
Pulmonary/
respiratory 2 3 2 0 1 8 13.8
Fever 2 1 2 0 0 5 8.6
Swelling 0 4 1 0 0 5 8.6
Measles 0 1 1 1 0 3 5.2
Other 4 6 1 0 3 14 24.2
Total 2] 20 10 2 5 58
Percent of
Total 36.2 34.5 17.2 35 8.6 100 100.0

Ilinesses Associated with Death: Informants also were asked to describe the
illnesses that were associated with each death in the household in the last
year. Their responses are listed in table A-7.

The reported causes of death for children from birth to 5 years is pre-
sented in table A-8. Jinns is a folk classification for childhood deaths
attributable to evil spirits with an attraction to the very young. It is difficult
to make an exact translation of jinns into a specific disease classification,
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but on the basis of a description of its signs and symptoms and the specific
age groups affected, it is tempting to equate jinns with neonatal tetanus,
especially since neonatal tetanus does not receive any separate mention as a
cause of childhood deaths. Jinns are often described as convulsions, with a
rapid irreversible progression to death, a description compatible with the
clinical signs of neonatal tetanus. Surveys done in developing countries
report extremely high infant mortality rates owing to tetanus, ranging from
10 percent in Haiti® to 54 percent in India.” Given the similarity of tradi-
tional umbilical-cord severing and care techniques among rural popula-
tions, it would be unusual if tetanus were not also an important cause of
childhood deaths in Afghanistan. Additionally, 55 percent of the 115 infant
deaths reported in the survey and attributed to jinns occurred within the
first month; this further supports the equation of jinns with neonatal teta-
nus. It is extremely important to verify this association, given the extraordi-
nary reduction in infant death that has been brought about in many coun-
tries through low-cost maternal immunization programs.® Similarly, the
classification of swelling could easily be interpreted as a description of the
edema which accompanies malnutrition, and further study should be car-
ried out to determine the interpretation that should be given this classifica-
tion.

Mothers also were asked to recall the cause of death for all their chil-
dren who had ever died. Table A-9 summarizes their answers. The large
proportion of total child deaths attributed to jinns again emphasizes the
importance of a further understanding of the exact classification of this ill-
ness category. The fact that sinallpox appears in table A-9 but not in the
listing of causes . { death to children in the last year reflects the successful
eradication of smallpox in the past 5 years in Afghanistan.

A look at causes of death by age group is instructive. For children aged
0to 2, jinns is the most common cause mentioned. At ages 2 to 3 years, cor-
responding roughly to the reported age of weaning of Afghan children,
diarrhea and dysentery become the leading causes of death,

Most Serious Illnesses as Perceived by Respondents: Both male and female
respondents were asked, ‘‘In your opinion, what are the most serious ill-
nesses that affect your household and others in your village?’’ Up to three
responses per person were recorded. Table A-9 presents the combined totals
for all replies. Interestingly, no respondents reported jinns as being the most
serious illness, although it was reported as being tl.e single most important
cause of child deaths. It may be speculated that while jinns kills children, it
is not considered as an illness, but rather an action taken by power : beyond
the control of medicines and which in the villagers’ minds somehow lies
beyond the usual classification of illness.

With the exception of jinns, there is a strong congruence between those
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Table A-9
Ilinesses Associated with Total Child Deaths, by Age
Number of Deaths by Age
Total Percent
Iliness 0-1 1-2 2-3 3-4 4-5 (N=701) ofTotal
Jinns 136 35 22 6 8 207 29.6
Pulinonary
respiratory 54 25 22 15 4 120 17.0
Diarrhea
dysentery 19 17 29 7 6 78 11.2
Measles 11 6 21 12 9 59 8.4
Fever i9 6 10 1 2 38 5.4
Small pox 5 6 10 7 4 32 4.6
Malnutrition 15 0 3 0 0 18 2.6
Injury 6 0 3 1 2 12 1.6
Other 86 14 15 14 8 137 19.6
Total 351 109 135 63 43 761
Percent of
total 50.1 15.5 19.3 9.0 6.1 100 100.0

diseases perceived as most serious and those associated with death. For
instance, 32 percent of child deaths in the last year were said to be due to
gastrointestinal or respiratory problems, and 56 percent of respondents
named these illnesses as being most serious. This has favorable implications
for planning villags-level health programs, since it is usually easiest to
obtain community cooperation and support for a program directed toward
a problem that is given priority by the people themselves.

Nutritional Status and Childrearing Practices: Ample evidence of high
childhood morbidity and mortality existed in Afghanistan, especially in
rural areas, before the design of this survey. One objective of this study was
to examine the underlying causes for health problems among the very
young, especially related to nutrition and childrearing practices. This sec-
tion summarizes the information of the nutritional status of children aged
1 to 4 years as determined by measurement of weights, heights, aud arm cir-
cumferences. Also included is a summary of women’s responses to a series
of questions designed to obtain information on current childrearing prac-
tices in the villages studied.

The first important finding of the study is that there is extensive under-
nutrition among younger chiidren. Figure A-5 summarizes the results of
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Table A-10
Most Serious Illness, All Mentions (Mules and Females)
Iliness Percent of Total Mentions
Respiratory illnesses
Colds 4.8
Cough 1.1
Black cough 1.2
Pneumonia 8.8
Tuberculosis 8.2
Sore throat 0.8
Other 0.z
Subotal 31.1
Gastrointestinal illness
Yomiting 0.7
Diarrhea 8.6
Dysentery 11.8
Cholera 2.4
Subtotal 23.5
Fevers
Fever unspecific 8.3
Malaria 9.0
Other 3.3
Subtotal 20.6
Aches and pains
Stomach ache 3.6
Headache 2.3
Other 23
Subtotal 8.2
Measles 1.5
Eye problems 2.0
All others 7.1
100.0

arm-circumference measurements for 358 children over 1 year and less than
5 years of age. Well-nourished has been defined as having an arm circum-
ference in the green, that is, over 13.5 cm measured at middle of the upper
arm. All children with red or yellow readings, that is, under 13.5 cm, were
exluded from the well-nourished category.

For each age group, the small percentage of children classifiable as
well-nourished is striking. For instance, less than 10 percent of children 1 to
3 years old were well-nourished, while of the oldest 2ge group studied (over
4 but less than 5 years of age), less than 60 percent were judged as well-
nourished. Table A-11 presents the completed breakdown of arm-circum-
ference statistics by sex and age.
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Girls
Percent 60% 4
Well-Nourished . Boys
by Arm Circumference 90% 1
Measurement 40% -
(Greater than 13.5 cms)
30%
Boys (N = 176)
20% 4 Girls (N = 182)
10% A
0%
T L T
1-2* 2-3 3-4 4-5

Age of Child

*In this figure, 1~2 raeans 1 year old but less than 2 years old, 2-3 means 2 years old but less
than 3 years old, and similarly for all other age groups.

Figure A-5. Percentage of Children Classifiable as Well-Nourished

Figure A-5 and table A-11 indicate that girls are less well-nourished
than boys up until the age of 4 years, after which they do slightly better than
boys. They also demonstrate an overall trend toward less undernutrition in
older children than in younger ones. These data must be carefully inter-
preted, however, for it could be that the decrease is caused by poorly nour-
ished children dying and therefore leaving the sample, as well as from chil-
dren converting to a well-nourished status with the passage of time,

There can be little doubt about the serious nature of malnutrition in the
population studied and undoubtedly in rural Afghanistan in general, even
though respondents seldom mention it as a serious health problem. The
intersection of malnutrition and other manifestations of illness in Afghanis-
tan can be seen in table A-12, which compares the prevalence of recent ill-
nesses of children classifiable as well-nourished (green) with those definitely
malnourished (red).

Mainourished children have a rate of illness almost three times that of
children who are well-nourished. This finding does not prove that malnutri-
tion causes illness, since it is also possible that it is the illness which causes
the child to be malnourished. However, the evidence from this survey as
well as numerous other studies® is extremely suggestive that poor nutrition
leads to increased illness. This has important implications in the design of
programs with the objective of child health improvement.

In order to obtain some insight into the nutritional and childrearing
behavior of rural women, and perhaps into the cause of nutritional prob-
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Table A-11
Arm Circumference (AC), by Age and Sex as Percentage of Total at Each

Age

Green Yellow Red
Age Croup Male Female Male Female Male Female
1-2 years 6.1 0.0 333 21.2 60.6 78.8
2-3 years 13.7 7.4 58.8 40.7 27.5 51.9
3-4 years 36.2 25.5 51.7 53.2 12.1 21.3
4-5 years 53.4 58.3 333 27.1 13.3 14.6

N = 176 males, 182 females

Note: Green: AC > 13.5cm; Yellow: 12.5cm € AC < 13.5cm; Red: AC < 12.5.

Table A-12
Prevalence of Illness in Last 2 Weeks by Nutritional Status of Children over

1 and under 5 Years of Age

Well-Nourished Malinourished
Sick in last Yes 16.7 44.7
2 weeks No 83.3 55.3

N =288

lems, each female respondent was asked a set of questions dealing with
child-cars practices. When asked, ‘““How long do you breast feed your
babies?”’ the m=2an response of 486 mothers was 2 years, with no significant
difference between boys and girls. The relatively long period of breast feed-
ing should be a positive factor in child health; however, it should be remem-
bered that responses were given in terms of ideal breast-feeding lengths. If
an event such as pregnancy occurs soon after a birth, it may prove impos-
sible to accomplish the ideal. There was no significant difference in the
nutritional status of children measured by arm circumference by the age of
weaning reported by their mothers.

Mothers reported giving their children foods in addition to milk at an
average age of 11.5 months. Not only is the introduction of solid foods
rather late (most experts feel that a child benefits from being given well-
prepared solid foods as early as 5 months of age), but the foods currently
being introduced are often of marginal value to the growing child. Table
A-13 summarizes responses to the question, ‘“What are the best foolr to
begin feeding your baby?”’
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Table A-13
Six Best Foods to Introduce to Babies

Food Percent of Mentions

Rice 19.2

Bread 17.0

Powdered milk 16.6

Bread and tea 6.0

Vegetable soup 44

Yogurt 4,2

N =452

Table A-14

Age Reported for Introduction of Specific Foods
Mean Age of
Introduction

Food (in Months)

Eggs 26.3

Soft meats 20.2

Vegetables 18.8

Fruits 16.5

Tea 11.5

Bread 11.3

N =452

More instructive than the type of food introduced is the mean age at
which respondents reported first giving a particular food to their children,
as seen in table A-14. This table contains especially important information.
Not only does it indicate one of the underlying causes of poor childhood
nutrition—the extremely late reported introduction of high-protein foods
into the child’s diet—but it also suggests an intervention at the village level
with potentially profound implications for child health: improvement of
mothers’ knowledge of appropriate feeding patterns for small children and
modification of current feeding practices. An intervention of this nature
could be carried out at low cost, perhaps as part of a Village Health Worker
Program, especially if female VHWs were available. Another approach to
improving nutritional practice is through the use of mass-media campaigns
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making use of the radio, an approach that will be discussed in more detail in
a later section.

Only 20 percent of the mothers interviewed reported ever giving their
children powdered milk, while over 70 percent reported giving animal milk.
Frequencies of giving milk were

Milk Powder Animal Milk

Never 79.9 28.8
About once per month 0.8 23
About once per week 6.5 20.5
Three to four times per week 2.3 7.0
Every day 10.5 414

Another factor affecting child nutrition is the prevailing belief about
the proper feeding of a sick child. In many societies, food (either all foods
or specific foods) is withheld from the sick child. The ni¢st common exam-
ple of this occurs with diarrhea. It is a common belief that solid food, and
occasionally liquids as well, should not be given to a child with diarrhea.
This frequently leads to undernutrition, weakness, and dehydration. Both
men and women in the sample were asked, ‘‘Should you feed your child
when he has diarrhea?’’ One-third of the men and one-quarter of the
women stated that a child with diarrhea should not be given food. in addi-
tion, men were asked whether water should be given. Over 20 percent
reported that it should not be. Among those stating that a child with diar-
rhea should be fed, soft rice was the food most frequently suggested.

There is much about the nutrition of children in the Afghan village that
this survey was unable to learn. Questions such as How much food is avail-
able to the household? What foods are actually given to small children?
How are they fed? How often? How is food distributed among the house-
hold members? are important questions, and ones that could be answered
only by more detailed nutritional surveys. They are questions that must be
answered, however, if village-level health programs are going to be designed
to meet the r_ost basic health problems facing rural people.

Attitudes Toward Family Size: Essential to learning about the feasibility of
using child spacing as an element of a general rural health program is an
understanding of the attitudes of couples toward the number of children
they want, as well as their interest in learning about ways to increase the
time between births.

Increased birth intervals allow a mother to give a child more of her time
and attention, since she will not have several small children to care for
simultar.zously. The child will receive extended breast feeding. A greater
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space between children usually means fewer births during a woman’s repro-
ductive period, and thus family resources are divided among fewer persons.
Most important, a women’s health will be improved with longer rest
between children, and her ability to car: for the children she does have will
be improved.

Both men and women were asked how many additional children they
would like to have. Sixty-three percent of the men and 65 percent of the
women said that they would like to have no more children. The mean num-
ber of additional children desired was 1.27, with boys being more desired
than girls by a ratio of approximately 2:1. The number of additional chil-
dren desired by women is shown in table A-15. .

Not unexpectedly, the number of additional children desired decreases
with the aumber of living children a woman already has. A single exception
to this trend occurs among women with no living children who desire fewer
““additional’’ children than women witk one to two living children. This
inconsistency is explained by the fact that one-half of the twenty women in
the sample witli no children were over 35 years old. These women most
likely were incapable of producing any children and therefore would not
express an anticipation of having any additional children. There was no
association between the number of children who had died and the number
of additional children that a woman desired. The number of additional chil-
dren also shows a direct inverse relationship to the age of female respon-
dents, as shown in table A-16.

Table A-15

Additional Children Desired, by Number of Living Children of Female
Respondents

Mean Number of
Number of Additional
Living Children Children Desired
0 2.45
1 3.20
2 2.92
3 1.53
4 0.74
5 0.64
6 0.46
7 0.17

N =333
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Table A-16
Mean Number of Additional Children Wanted, by Age of Female

Respondent

Mean Number of Additional
Age of Female Children Wanted
15-19 3.91
20-24 2.96
25-29 2.47
30-34 1.53
35-39 0.98
40-44 0.64
45-49 0.50

N =333

As noted earlier in the discussion of fertility, the number of children
born to women in rural Afghanistan now and in the past is extremely high;
women aged 15 to 19 years will have 9.2 children by the time they have com-
pleted their reproduction if current rates of fertility continue. The average
desired family size, the number of living children plus additional children
desired, is also high, as might be expected.

Nonetheless, 69 percent of the males and 91.6 percent of the females
interviewed stated that they would be “‘interested ia learning about ways
that would allow them to increase the amount of time between pregnan-
cies.”” The number of women expressing an interest in learning about spac-
ing methods is especially noteworiny and carries implications for the ser-
vices that could be productively provided by a village health worker,

The Village Environment: The environmental condition of a village is
another factor in illness. Poor sanitation, crowding, lack of proper water
supply, and inadequate housing all contribute to morbidity and mortality in
the Afghan village.

As discussed earlier, the average rural household consists of slightly
over seven persons living in 2.25 rooms, or just over three persons per
room. Such conditions lead to the rapid spread of infectious diseases, espe-
cially during winter seasons when families spend more time gathered
together in the home. Sharing facilities with livestock also increases the risk
of animal-borne vector diseases.

All male respondents also were asked the source of the drinking water
used by their household. Sources mentioned were



Appendix A 191

Jui (open irrigation ditch) 37% (N = 198)
Well in yard 23%
Karez (underground tunnels)  19%
Spring 13%
River 6%
Well in village 2%

Seventy-eight percent of men reported being satisfied with their source
of drinking water. Nonetheless, 86 percent said that they would be willing to
contribute their labor to improve the drinking supply to their village if gov-
ernment specialists were available for technical assistance; 60 percent
reported a willingness to contribute money to the sare cause.

The primary sanitation facility used by the households sampled were

Latrine in yard 41.8%
No facility 27.7%
Deep hole outside yard 15.8%
Deep hole in yard 4.5%
Latrine in house 4.0%
Other facilities 6.2%

Fewer men, only 55 percent, were satisfied with their sanitation facili-
ties. Eighty-one percent of male respondents claimed a readiness to con-
tribute labor to improve their sanitation, and almost 50 percent would
contribute money for the purpose of improving village sanitation facilities.

There is an apparent need for improvement of the environmental con-
ditions in rural villages. Some of these improvements, such as the wholesale
improvement in housing, will prove extremely difficult. Others may be
accomplished more easily, especially given the strong inclination of infor-
mants to help themselves if technical assistance were available from govern-
mental sources.

Socioeconomic Status of Households and Health Problems: The economic
status of a household often affects the health of its members. For instance,
in this survey, 41.9 percent of children aged 1 to 4 years in households char-
acterized as very poor were classified as being malnourished, compared with
21.0 percent in households that were average or better. In the households
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classified as average or better, 38.7 percent of the children were classified as
well-nourished, compared with only 27.7 percent in very poor households.

Women in very poor households have both greater numbers of children
who had died and a larger number of children living than do women in
households with an SES of average or better:

Desired Total
SES Living Children Children Died  Family Size
Very poor 4.3 1.92 6.9
Average or better 3.7 1.85 5.9

Significantly, women in the lowest SES classification had a desired total
family size, that is, living children plus additional children wanted, that was
one child larger than those in the highest SES category. While it is not possi-
ble in this book to analyze all data by SES, these findings support the con-
clusion demonstrated by innumerable studies and surveys around the world:
poverty is accompanied by increased risks of poor health, higher mortality,
and an accompanying trend toward increased fertility rates. The implication
of this is that any health program, to be effective, must be designed in such
a way as to reach those in the greatest need, most frequently including the
very poorest segment of the population.

Rural Health Resources

Every society evolves methods to promote and maintain the health of its
members. To those concerned with the planning and management of health
programs, an appreciation of the existing health resources is as important as
an understanding of the nature of the health problems facing a community.

In this section, the health-seeking behavior of rural villages will be
described. As described in an earlier MOPH report,'® the alternatives that a
villager has available in the event of an illness, or to ward off sickness, are
many. While the entire system of health services, both modern and tradi-
tional, is too complex to describe here, (see appendix B), there are general
statements that can be made:

The present network of health resources in rural Afghanistan is com-
posed of many layers of belief, tradition, and practice.

The villager is, above all, pragmatic in the way that he or she seeks care.
Several different sources of expertise may be drawn upon for a single
episode of illness, with little energy being expended in attributing cures
to one specific source or another.
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The new and the old in health care exist comfortably side by side in
rural Afghanistan. Traditions of curing tend to be more accumulative
than competitive. For the same reasons that an individual will seek
advice from several different sources when sick, the advent of modern
treatments has not eliminated the existence of more traditional prac-
tices and practitioners.

The household represents the first, and in many cases the primary,
source of care for most rural Afghans when sick. Treatment is usually
sought beyond the household only after knowledge and treatments
available in the family home have proven inadequate for the problem.

The decision as to the type of treatrment to be sought after home treat-
ment proves inadequate is a complex one involving numerous consider-
ations such as the perceived cause and severity of the illness, the age and
sex of the individual, the amount of money available to the family, the
availability of transport, and the household’s past experience with
similar illnesses.

The findings of the three-province survey provide extensive informa-
tion on the behavior of rural households in pursuing health, as well as the
amount of money expended. Figure A-6 is a map of health resources that
attempts to convey both the complexity of the network of services available
and their spatial relationship to the household, and it serves here as the
focal point for the analysis of health needs and health behavior. Appendix
B includes a brief description of each of the sources of health care appearing
in figure A-6.

Sources of Treatment: An analysis of the type of treatment sought for the
740 household members who were reported as having been sick in the last 2
weeks provides one measure of the health-seeking behavior of the popula-
tions studied. Of those reported to have been sick, 496, or 67 percent,
reported having used at least one specific treatment. The average number of
treatments mentioned for those who did seek care was 1.55, with 15 percent
having tried three or more different sources of treatmeni. The sources of
treatmen:t and the frequency with which they were used are presented in
table A-17.

Table A-17 affirms that the single most frequent source of treatment
for illness is the household itself, primarily herbal remedies, food prescrip-
tion and proscription, prayer, and bed rest. Also important is that the Basic
Health Center was reported to have been used in 25 percent of all illnesses
and was the single most frequently consulted source of treatment outside
the home. This is an indication of the important role now being played by
the BHC; this also suggests the potential of the BHC to perform an even
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Figure A-6. Overview of Afgan Rural Health Resources

larger role in the delivery of services. Other than for the muliah, reported
use of traditional services was low, but underreporting is a possibility, since
interviewers were ciearly perceived by villagers as being advocates of
modern types of treatment—a bias impossible to avoid when highly literate
interviewers are required.

The sources of treatment sought for all deaths in the last year provide
information on the types of care sought in life-threatening situations rather
than for the more common illnesses. Thirty-eight percent of those who died
had received no treatment; 27 percent had consulted three or more different
sources. An average of 1.9 sources were consulted per death. The sources
consulted are summarized in table A-18.

Not surprisingly, the sources of treatment sought for household
members who died show an increased usage of sources of care more special-
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Table A-17
Frequency of Use of Sources of Treatment for Illness in Last 2 Weeks
Percent of lliness
Treatment Used Sor which Used
Home treatment 58.8
Basic Health Center 254
Private doctor (local) 12.9
Hospital (regional) 12.5
Private Doctor (regional) 9.6
Pharmacy 9.0
Bazaar 8.2
Private doctor (Kabul) 5.2
Mullah 4.8
Dokhan 3.8
Hospital (Kabul) 2.4
Treatment outside country 1.2
Malaria specialist 0.6
Hakimji 0.4
Cupper 0.2

Table A-18

Frequency of Use of Sources of Treatment for Deaths in Last Year
Percent of Deaths

Treatment Used Jor which Used (N = 61)

Private doctor (regional) 37.7

Home treatment 32.8

Basic Health Center 26.2

Mullah 24.5

Hospital (regional) 19.6

Private doctor (local) 14.7

Pharmacy 14.7

Private doctor (Kabul) 9.8

Hospital (Kabul) 3.2

Dokhan 3.2

ized, more expensive, and at greater distance from the village. Treatment at
the hzalth center was sought for 25 percent of all persons who died, again
showing the important role the health center plays, especially for villagers
living within 10 or 15 km of a Basic Health Center.
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In the year prior to the survey, households sampled made an average of
17.5 visits to all sources of medical care, with a mean of 3.63 different
sources consulted per household. Table A-19 summarizes the percentage of
households reporting to have used specific sources of treatment as well as
the median number of visits for households that used the sources.

This table clearly demonstrates the wide variety of resources utilized by
rural populations and supports the view that villages do not use one system
of care, modern or traditional, to the exclusion of another. Almost 60 per-
cent of respondents had used a pharmacy in the previous year; 50 percent
had visited a Basic Health Center, but almost 50 percent also visited a mu!-
/uh and 25 percent made a visit to a shrine for an illness. Several traditional
sources, however, appear to be relied on anly infrequently, particularly the
cupper and the barber.

Both men and women were asked specifically whether anyone in their
households had ever used a Basic Health Center. Fifty-one percent of the
men and 67 percent of the women reported having done so. There appear to
be only slight differences in the use of the BHC by distance:

Percent of Women
Distances from BHC to Village Having Used BHC

1 km 75 (N = 476)
10 km 61
15 km 63

Those who had not used the BHC gave the reasons shown in table A-20.

Very few respondents mentioned the distance to the BHC as a reason
for not using its services, while the fact that money is required for services
was mentioned often as a reason why men did not use the services. Approx.-
mately 25 percent of households reporied using the village shop, or dokhen,
as a source of medicine in the prior year. Their overall opinion of the qual-
ity of medicine they were able to obtain from the dokhan was not high,
however. Only 26.8 percent of respondents considered the medicines to be
“‘good.”

Male respondents were asked whether they get advice from anyone out-
side their household when a family member was sick. Only 15 percent of
respondents answered that they did. The person who gave the advice was
almost always reported as being anotiter man living in the same village.
Only infrequently, less than 25 percent of cases, were these sources said to
dispense medicines as well as advice. However, 58 percent of women and 37
percent of men knew of someone in their own village who could give them
an injection if needed. In less than 15 percent of the cases was the injection-
ist described as a person who also dispensed medicines.

Pregnancy and childbirth are recognized in all societies as times of
potential physical and emotional problems. Not surprisingly, a specialist
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Table A-19
Percentage of Population Using Various Sources of Treatment, per
Miediai Number of Visits

Source Households Using Median Number of Visits
Pharmacy 59.1 3.19
BHC 49.8 1.98
Mullah 48.5 3.28
Injectionist 28.7 5.40
Shrine 26.6 1.40
Doctor (regional) 26.2 2.35
Dokhan 23.6 7.50
Hospital (regional) 20.7 2.13
Atar 12.7 3.50
Doctor (Kabul) 12.7 1.33
Dai (midwife) 11.8 1.20
Doctos (local) 11.0 3.50
Hakimji 10.1 2.25
Barber 6.8 1.39
Boncsetter 5.9 1.14
Hospital (Kabul) 5.5 1.15
Cupper 1.7 1.50
(N =237
Table A-20
Reasons for Not Using BHC, Male and Female Respondents
Reason Male (N = 98) Female (N = 143)
No one sick 46.5 27.5
Services in town better 7.1 10.5
No medicines available

at BHC 6.1 1.7
Staff require money 16.3 1.7
Family objection 0.0 7.0
Too far away 1.0 7.3
Go to private doctor 0.0 5.6
Heard tad things about

BHC 4.1 0.0

source of care is common for this particular problem. Slightly less than 50
percent of female respondents reported using a traditional midwife, or dai,
for their deliveries. Most dais used (89 percent) were located in the same
village as the respondent. Of those not using a dai, the vast majority (93



198 Managing Health Systems in Developing Areas

percert) relied on female relatives for delivery assistance. All women,
regardless of the type of help they reported receiving for childbirth, were
asked whether they were satisfied with the services available. Their
responses were

Response Percent
Very satis?ied 6.6
Satisfied 50.8 (N = 470)
Intermediate 309
Unsatisfied 8.9
Very unsatisfied 2.8

The fact that only 11 percent of women rated their childbirth assistance as
unsatisfactory is evidence that the methods evolved for handling normal
deliveries in the village meet the needs of most women as they perceive
them.

Cost of Health Services: As important as the information on the types of
services being utilized is the amount of money that rural householders pay
for the services they receive. Household health-expenditure data arc useful
in obtaining a better understanding of the marketplace for health care and
to determine the financial capacity of villages to support new programs
designed to iinprove their health.

It has been estimated that the per capita annual government health
expenditure is approximately 20 Afghanis.'' It is obvious that even if the
MOPH budget were spread equitably over the entire population of the
country, there would be severe limitations on the services that could be
provided to the country’s 23,000 villages if only Ministry resoucces were
utilized. However, the median annual personai health expenditure, accord-
ing to male informants, is 139 Afghanis or almost seven times the govern-
ment expenditure.

Data on household incomes in rural Afghanistan is scarce and of
questionable accuracy. However, if the mean annual household income of
13,600 Afghanis (which was obtained from a 1971 survey of 254 farmers in
Parwan and Ghazni'’) is considered representative of rural Afghanistan in
general, health expenditures are 7.4 percent of the annual household
income,

Table A-21 summarizes how male informants reported allocating their
household health budget of approximately 1,000 Afghanis per year. These
data present a wealth of information on the health behavior of rural Af-
ghans. For example, they vividly point cut that the single highest expendi-
tures is for the purchase of medicines at the pharmacy, 37 percent of the
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Table A-21 :
Health Expenditures, by Source and Average Cost of Services
Percent of Health Average Paid i’er

Source Expenditure Visit (in Afghanis)®
Pharmacy 37.0 248
Hospital (regional) 12.1 327
Doctor (regional) 9.0 182
Doctor (Kabul) 8.0 664
Basic Health Center 5.7 54
Dokhan 4.6 36
Hospital (Kabul) 4.4 909
Mullah 4.0 33
Shrine 35 122
Other (includes care

outside the country) 2.8 958
Injectionist 2.4 14
Hakimji 2.4 85
Doctor (local) 1.7 45
Atar 1.0 32
Dai 0.9 94
Bonesetter 0.2 47
Barber 0.2 30
Cupper 0.1 39

®Includes transportation costs (50 Afghanis = $1.00)

total health budget, They also demonstrate the extremely high cost of a
pharmacy visit (average cost 248 Afghanis) relative to most other sources of
treatment,

These data also demonstrate that an illness requiring care in Kabul,
either from a private physician or a hospital, is a major experse. This was
underlined by a statement of one respondent when asked what people in his
village do for an illness too serious to be treated at home: ‘“, hose who are
lucky enough to have money go to Kabul for help. Those li-e many of us
who have no money must stay in the village and either get better or die.”
Table A-21 also confirms the wide variety of treatment sources employed.
Note that even though visit payments for a traditional practitioner are con-
siderably less than for a modern service, villagers spend almcst 20 percent
of their health budget on traditional treatments. Additionally, the data
demoirrate that a visit to a Basic Health Center often requires some
expense, either for transportation or services.



200 Managing Health Systems in Developing Areas

In suminary, the health-expenditure data imply that since villagers are
already spending large amounts of money for health services, in absolute as
well as relative terms, any plan that calls for villagers themselves io contrib-
ute to the support of a local health program could be successful as long as
villagers perceive the program as being beneficial and worthy of their
support. This could have immediate implications for the planning of the
new Village Health Worker Program. One additional factor should be kept
in mind, however. While the median household health expenditure is very
high, over 25 percent of the households spent less than 100 Afghanis for
health care. In order to plan programs that will reach all those in need, it
would be essential to understand whether these households had no one in
the household who was sick during the year or whether they represent a seg-
ment of the population that simply did not have the money to spend.

Attitudes toward Available Health Resources: Another important factor in
planning health programs is the attitude of villagers toward the services
presently available. Logically, there will be greater interest in and coopera-
tion with a program designed to improve services considered unsatisfactory
than for one that deals with services that are currently satisfactorily meeting
the needs of the village. All female respondents were asked whether they
were satisfied with the source of treatment for household members who had
been sick in the last 2 weeks. Table A-22 summarizes their responses.

All respondents also were asked where they felt they received the best
treatment for an illness that could not be treated at home. Table A-23
summarizes their replies. Both men and women mentioned the Basic Health
Center most frequently as the best source of treatment. Other than for the

Table A-22

Satisfaction, by Source of Trcatment, Female Respondents
Source Percent Satisfied (N = 468)
Private doctor (local) 75.0
Hospital (regional) 71.0
Basic Health Center 64.7
Bazaar 57.9
Private doctor (Kabul) 57.1
Private doctor (regional) 53.5
Pharmacy 524
Mullah 524
Home 49.6

Dokhan 31.6
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BHC, there was little agreement between men and women on the best source
of treatment. Men tended to name sources in the cities as best, while women
selected sources near to home. For instance, 29 percent of men, but only 3
percent of women thought hospitals in Kabul were best, while 25 percent of
the women and only 5.3 percent of the men named the mullah or shrine.
This undoubtedly reflects the greater mobility of men, travel to the cities
being a more realistic possibility for them than for women.

Those who reported having used the Basic Health Center were asked
their opinion on the quality of the medicine and services they received.
Responses indicated a broad range of attitudes:

Quality of Medicines  Percentage of Males Percen tage of Females

and Services at BHC (140) (291)
Very good 7.9 11.0
Good 50.0 48.5
Intermediate 17.8 16.5
Poor 23.6 23.7
Very poor 0.7 0.3

The general feeling about the services provided by the BHC is a favor-
able one, even though almost one-fourth of respondents gave poor ratings.
A similar distribution of responses was given when the question was asked
concerning the personal treatment received from BHC staff, with slightly
fewer poor replies.

Table A-23
Most Frequently Named Best Source of Treatment Outside Home
Percent Response
Best Treatment Males (N = 227) Females (N = 468)
Basic Health Center 4.8 333
Hospital (Kabul) 29.1 3.0
Private doctor (regional) 8.8 14.5
Private doctor (Kabul) 7.0 2.6
Regional hospital 7.0 6.4
Mullah or shrine 5.3 25.0
Private doctor (local) kN 8.8
Village 2,6 0

Pharmacy 9 34
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Personal Treat nent Percentage of Males Percentage of Females

Received at BZ{C (141) (283)
Very good 11.3 11.7
Good 58.9 53.3
Intermediate 14.9 17.7
Poor 9.9 1.7
Very poor 5.0 0.0

Several questions were asked to d«:ermine whether respondents per-
ceived any improvement in health conditivns in the past few years. The first
was “‘Do you feel that children are healthier or less healthy than 5 years
ago?”’ The responses were as follows:

Males (223) Females (430)
Healthier 63.7 38.6
Same 15.7 23.5
Less healthy 20.6 37.9

Apparently women are less favorably impressed with present health
conditions than men, the same percentage saying that children are less
healthy than in the past. The reasons the respondents gave for their
responses are listed in table A-24.

Similarly women were somewhat less positive than men about improve-
ments in child mortality in the last 5 years. When asked ‘Do you think that
more or fewer children die now than 5 years ago?’’ they responded:

Male Respondents  Female Respondents

(204) (421)
Mure die now 11.7 28.3
Same 21.6 14.5
Fewer die now 66.7 57.2

The final question was whether respondents felt that health services had
improved in the last 5 years. Almost 75 percent of all respondents felt that
health services were better now than they were 5 years ago. The overall atti-
tude of respondents appears to be that general health conditions have
improved in recent years. The implications of this for change in the
attitudes of parents toward the number of children they desire is important.
It has been hypothesized that parents will seek to control the number of
children they have only if they have assurance that the children that they do
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Table A-24

203

Reasons Given for Current Child Health Status, Male Respondents

Reasons Given for Poorer Child Health

Percent (N = 33)

More children now 39.3
More disease 30.3
Bad weather 9.0
Bad health services 9.0
Poverty 3.0
Bad water 3.0
Medicines not free 3.0
More malaria 3.0
Other 0.4
Reasons Given for Improved Child Health Percent (N = 112)
Medicine and doctor available 52.6
Less disease 12.5
God’s help 8.5
Good weather 8.5
Better food 5.1
Hospital 4.1
Cleanliness improved 4.1
Tiansportation 2.8
Other 1.8

have have an increased probability of survival.'’ The survey, however, did
not demonstrate any significant differences in fertility or desired family size
by respondents’ perceptions of improvements in health services or child

‘‘survivability.”’

However, among women who had three or more children who have
died, there is somewhat less interest in contraception than among women

who have not lost any children:

Interested in contraception
Not interested in contraception

Number of Children Died
O(N = 123) 3ormore(N = 71)
16% 5%
84% 95%

It is premature to predict whether perceptions of villagers about child
survivability are changing substantially enough to have a significant impact
on the number of children desired. In a situation such as in Afghanistan,
where 38 percent of women sampled have had more than three children die
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and several respondents had as many as ten children die, there may be a
considerable time lag before actual fertility patterns change in accordance
with feclings of the chances of a child surviving to adulthood. It is a subject
that requires continued study.

All respondents were asked what in their opinion was the imost needed
health improvement in their village. Table A-25 compiles their most
frequent responses.

This information is useful because it shows that villagers are more con-
cerned with having improved access to medicines than they are in better
health facilities or physicians. This was also seen in table A-22, which
showed fewer people satisfied with pharmacies and dokhans than with most
other health services available.

Access to medicines may be limited by cost as much as by the distances
to pharmacies or the supply of medicines stocked. As shown earlier,
medicines are the single most expensive item in the health budget of rural
Afghans, both on an annual and a per visit basis. The priority given to
having access to medicines may be a very favorable factor in the success of
any village-level program whose objective is to increase the availability of
essential, low-cost medicines, whether it is through village health centers,
village shops, or pharmacies.

Attitudes of Villagers toward the Feasibility of a VHW Program: One
approach to the expansion of health services in rural areas is the village
health worker, a concept that has been successfully introduced in a number
of countries. One of the objectives of this survey was to determine the
receptivity of rural Afghans to the idea of an individual from their village
being recruited, trained, and supervised to manage the most common health
problems of the village.

In order to learn villagers’ views on the feasibility of a Village Health
Worker Program, all respondents were asked ‘‘In some countries persons
from villages have been trained 1o treat the most common health problems
facing the people of their village. Do you feel that this type of thing could be
possible for your village?’’ As can be seen below, reaction was strongly
positive for the feasibility of such a program:

Males (235) Females (483)
Feasible 78.3% 95.3%
Not feasible 17.4% 3.7%
Don’t know 4.3% 1.0%

Of those stating that such a program would not be feasible for their
village, the most common reason given (60 percent of all replies) was that
there was no one in their village qualified for the role. Questions designed to
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Table A-25
Most-Needed Health Improvements

205

Most-Needed Improvement

Percent of Mentions (N = 1241)

Medicines

Doctor

Hospital

Improved sanitation
Better food
Transportation and roads

30.5
24.4
10.5

8.9
1.5
2.6

elicit information about which characteristics would be most important for
a person who would serve as a village health worker produced the responses
shown in table A-26.

This table points out that both men and women felt that it would be
important that women be trained as VHWs. It also shows that personal
qualities such as good character and proper attitude are judged to be more
important qualifications than experience or intellect, even though respon-
dents share the common belief that candidates should be literate. While
literacy is rated highly and respondents felt that VHWs should have at least
10 years of educaticn, whether or not such qualifications are either essential
or useful for such a role is unclear, especially since some studies have shown
that the most successful change agents at the village level are persons who
share as many characteristics as possible with the people they serve.'*
Persons of higher education may automatically be distinguished from the
majority of villagers and may be less successful as change agents then per-
sons less well educated. The important question is what is the minimal
education required in order to perform the specific tasks.

Respondents also were asked how they felt VHWSs should be selected.
Replies were as follows:

Males (N = 182) Females (N = 438)

By the people 47.3% 42.3%
By the government 39.7% 40.2%
By village leaders 7.7% 11.9%
By the government and

people 3.5% 2.3%
By leaders and people 0.6% 1.6%

From among the
injectionists in the
village 0.6% 1.7%
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Table A-26
Best Cheracteristics for Village Health Workers
Percent Replies
Male (N = 193) Female (N = 421)
Best Age fora VHW 2
Young 30.0 42.3
Middle-aged 26.3 24.9
Older 6.3 4.6
Don’t know 37.4 28.2
Best Sex for VHWs
Male 13.7 11.6
Female 6.3 43.3
Both 80.0 45.1

Should Literacy be Required?
Yes 100.0 81.3

Should VHW Have Experience
Outside Village?

Yes 94.3 98.4
What Are Best Qualifications for

VHWSs? (Most Frequent

Responses Only)
Good character and patience 40.4 54.4
Proper manner 15.3 2.6
Humanitarian 10.4 4.5
Experience 8.2 1.0
Intelligence 6.6 26.0

2N = 190 for men, 494 for women

The most common belief was that the people of the village should
themselves decide who should be their village health worker. Howcver,
large segments of the population also stated the opposing viewpoint, that
the government should make the selection, indicating that the best method
might vary from village to village and might realistically depend on the
specific political structure encountered as much as on the attitudes of the
people. Interestingly, the question brought forth a suggestion from a small
number of respondents that is worthy «f consideration, namely, that those
in the village currently in roles wnere they provide a health service for the
village, such as injectionists, should Ge given first consideration for the
VHW role. This may prove to be a suggestion worth pursuing.

Twenty-six percent of males and 18 percent of females could think of a
specific person in their village who they felt would make a good VHW. In
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Table A-27
Characteristics of Persons Nominated for VHW Role
Males (N = 59) Females (N = 79)

Mean age 33.5 years 31.5years
Sex: Male 91.4 percent 61.8 percent

Female 8.6 percent 38.2 percent
Education: Mean years 9.2 years 7.9 years
Literacy 82.8 percent 72.0 percent
Experience outside village 63.8 percent 61.5 percent

Table A-28
Reasons Given for Nomination of Individual as VHW

Percent of Males Percent of Fernales

(N = 62) (N = 98)
People like him/her 35 27
Good education 19 14
Person is informed 15 7
Person is clever 13 35
Person is useful 13 5
Knows how to give injections 5 1
Relative of respondent 0 11

those cases in which an individual was nominated, their characteristics had
the profile shown in table A-27.

One of the problems anticipated in establishing a VHW Program has
been the lack of qualified women. Table A-27 is encouraging in that over 33
percent of females responding were able to nominate a woman from the
village wino they thoughi would make a good VHW. Also encouraging is
that 27 percent of male respondents stated that they would allow their wives
or daughters to be trained as village health workers.

Thirty percent of males but only 10 percent of females felt that it would
be possible to find a woman from the village to be trained as a VHW if
training were nearby and she could return honie in the evenings. Somewhat
surprisingly, slightly more (34 percent of males) answered affirmatively
when the same question was asked, but training was described as being
farther away, requiring women to spend an extended period away from the
village. There was a slight drop in positive replies among women for these
conditions. Respondents also were asked why they nominated the person
they did for the VHW role. Their replies are shown in table A-28. Again,
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the belief that a good character is a more desired characteristic than knowl-
edge or experience in selecting a VHW appears to be supported, especially
in responses of males.

Over 200 male respondents were asked whether VHWSs would have to
be paid. Eighty percent felt that they would. The following methods of
payinent were suggested:

People should provide salary 43%

Government should provide salary 27%

Pecple could not provide salary 20% 47% other than vil-
People provide part of salary 10% lagers themselves

Men were obviously divided on whether or not the village would be able
to support a VHW. The answer to the question of whether a village can or
will support a VHW will come from actual experience and may well differ
from area to area. The perceniage of men that thought the village itself
could pay for the health worker varied from 100 to 22 percent in villages
studied. The method by which payment is collected also may make a differ-
ence. For instance, villagers may be reluctant to join an insurance scheme to
help pay for the support of a VHW whether or not there is anyone in their
house-hold requiring his or her service, but they may be readily willing to
buy medicines from a VHW knowing that he or she will receive a small
profit from each sale.

The method by which a VHW will be supported is a key question,
especially since one major assumption of the Ministry of Public Health’s
planned program is that the village health worker would be nearly self-suf-
ficient and operate with minimal government expenditures beyond those
incurred for training and supervision.

Diffusion of Information in Rural Villages: As described earlier, many of
the health problems in the rural populations studied, especially those of
small children, arise from lack of information as much as from lack of
available health services. The nutrition of children, treatment of the umbili-
cus of newborns leading to tetanus, and the treatinent used for diarrhea are
important examples of health problems caused or exacerbated by lack of
knowledge.

One remedy is obvious—increased information. However, btefore
beginning a program aimed at improving health education, it is essential to
have an understanding of channels by which villagers, especially women
who are the prime targets, currently receive information. The question
posed is an immense one, and one that the three-province survey has only
begun to investigate.

All women interviewed were asked whether they ever listen to the radio.
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Table A-29
Frequency of Radio Listening by Women Who Listen
Times per Week Listened Percent of Responses (N = 245)
<1 13.5

1 4.1

2 11.0

3 5.7

4 1.2

5 0.4

6 1.6

7 or more 62.4

Almost 50 percent reported that they did, and tabie A-29 records their
reported frequency of listening.

Two-thirds of women listeners reported having radios in their homes;
nost of the rest listened in the homes of friends or relatives. The most inter-
esting programs, as reporied by women listeners, were

Music 62.1%
Family life 19.4%
News 9.7%
Farmer’s program 3.7%
Stories 2.8%
Radio doctor 2.3%

Men were asked a slightly different question, namely: ‘“‘How many days
a week do you listen to the radio?’’ Their responses are shown in table
A-30. Their favorite programs were reported to be

News 32.7%
Farmer’s program 27.1%
Music 19.6%
Radio doctor 7.5%
Family life 5.6%
Stories 1.9%

The radio is one of the major means by which new ideas come into the
village. Information on the radio listening habits of men and women has
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Table A-30

Frequency of Radio Listenizz by All Men

Days. per-Week Listened Percent of Responses
0 61.2
1 5.1
2 2.1
3 2.5
4 8
5 2.5
6 1.3
7 24.5

broad implications for health-education programs. The first fact is that the
percentage of people in the village who have access to a radio is cxtremely
high. Second, women report listening to the radio as frequently as men, if
not more frequently. There are, however, distinct differences in the favorite
programs of men and women. Women rate music programs as their over-
whelming favorite, while men report favoring the news and farmers’ pro-
gram. Neither men nor women rate the radio doctor program among their
favorites.

There are several important implications in these findings. First, the
radio would have the possibility of reaching a very large percentage of the
rural population with health-education messages. Second, these health
messages would be most effective if sent via the most listened-to program,
that is, music for health education messages for women and news or far-
mers’ programs for messages for men. One of the most successful cam-
paigns to improve the nuirition of rural children has been carried out in
Zambia, a country with geographic and language barriers similar to
Afghanistan’s. The approach used has relied heavily on popular radio
programs and nutrition messages incorporated into popular music. In fact,
in most years, the most popular song has been a message on nutrition or
childrearing produced by the National Nutrition Commission. The poten-
tial for this type of health-education program in rural Afghanistan is
extremely favorable, given the radio-listening habits of the rural
population,

Another potential use of the radio that should be mentioned is in com-
municating with VHWs dispersed around the country to provide them with
ongoing information, instructions, and encouragement. One example of
this approach is the Nigerian extension workers’ ‘‘Radio Farmer.”” This is a
program broadcast on national radio once a week, to which all extension
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workers listen to find out what other workers are doing and to upgrade their
own knowledge. Such an approach also might work well for village health
workers.

Another means by which information diffuses into the village is by
villagers who travel to regional centers and to the cities. As was already
shown for the source of treatment used by men and women, there is a great
difference in mobility according to sex. All the men were asked whether
they permit their wives to go to the following places alone:

Flace Percentage Permitting (N = 230}
Visiting female friends in village 41.8
Bazaar 7.8
Basic Health Center 12.9
Shrine in village 6.5

When women were asked whether they were allowed to travel outside the
household alone they gave the following replies:

Place Percentage Allowed (N = 431)
Visiting female friends in village 3.3
Bazaar 6.7
Basic Health Center 44.3
Shrine in village 19.0

This information points out the severe limitations on women’s move-
ment outside the household. The small percentage of women reporting
being allowed to visit female friends in the village points out the restrictions
on the spread of information from woman to woman within the village.

The Basic Health Center, however, appears to represent a force for
change. The ability of greater percentages of women to travel to the health
center than to other places makes it an advantageous site for the spread of
information both from health center staff to those attending and from
woman to woman. Programs should be arranged at the BHC to take advan-
tage of this opportunity.

The current channels of communication to the rural Afghan woman are
quite narrow; the potential for their expansion, making use of innovative
health-education programs, is, however, great,

Socioeconomic Status and Health Behavior: Just as the SES of a household
can affect the health of its members, so too can socioeconomic status be an
important determinant of both what a household does when one of its



212 Managing Health Systems in Developing Areas

members is sick and the access that a family has to information. As dis-
cussed earlier, while the average amount a rural household pays for health
care annually is quite high, there are many households in which expendi-
tures are very low. Analysis shows that the health expenditure of very poor
households is approximately one-half that of households above average.
Furthermore, attitudes as to the best treatment for illness appear to vary by
socioeconomic category as well. For instance, 34 purcent of poor women
felt thai the mullah offered the best care when sick, while only 15 percent of
the average or above-average households mentioned this source. Likewise,
16 percent of average or above average women felt that a hospital was the
best place to go when sick, compared with 3 percent of very poor women.
Slightly fewer (24 percent) of average or above average women perceived
the BHC as providing the best care, as did very poor women (40 percent).
There was no difference by SES for receptivity to the concept of a village
health worker. Not surprisingly, poor women have considerably less access
to a radio and therefore could be expected to be reached less easily by that
means than women in households that are wealthier and possess their own
radios.

While not all differences between the rich and the poor are significant
or important for the planning of health services, the specific needs and
constraints of the poor must be taken into consideration in planning village
health schemes.
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Appendix B:
The Indigenous Rural
Health System

A. Health-Seeking Opportunities and Agencies of Care

When considering alternatives for expanding health care to remote rura!
areas, the role of the traditional health system and that of the indigenous
practitioners had to be closely examined. In Afghan villages there are a
number of different health-care treatment possibilities open to villagers. An
overview of the rural health-care system is given in Figure B-1.

The Home

The single most common source of health care in rural Afghanistan is
undoubtedly the household. It is not surprising that the Afghan household,
which strives for self-sufficiency in most of its other essential needs, would
have the capability of caring for many of its health needs within the walls of
its compound. Trzatments that are carried out entirely or partially within
the home include the following.

Bed Rest: Sick individuals are expected to rest. When possible, their house-
hold responsibilities are taken over by others and their health needs are
attended to by family members, most frequently older women.

Prayer and Vows: One of the first actions mentioned for treating illness is
prayer. Often the prayers take on the form of a vow: *‘If my son is allowed
to live, I will visit the shrine every Friday for a year.”

Diet: There are many dietary prescriptions associated with the treatment of
aniliness. The predominant concept cf diet during illness follows the Greek
humoral beliefs of hots and colds. The diet of cach individual is determined
according to the body temperature of an individual as well as the perceived
hot or cold nature of his or her illness. Foods and medicines are likewise

Existing health beliefs, practices, and pathways to care formed the ground on which all pro-
gram activities were conducted. In Afghanistan, appreciation of these factors came from col-
leagues, carlier studies, ficld experience, and surveys conducied for the purpose of developing
the understanding necessary for appropriate contribution to rural health work. This appendix
summarizes some of these factors, and examines the health system from the village perspective,
a useful strategy suggested to the team by Byron and Mary Jo Good.
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Figure B-1. Overview of Afghan Rural Heaith System

classified as to their “‘temperature’” and the proper alignment of body
temperature and food temperature is strived for.

Herbal Medicine: Herbal medicines play an important role in home treat-
ment. There is a known herbal treatment for almost every set of signs and
symptoms. These medicines, usually readily available within the vicinity of
the househo!d, but also purchased from herbal shopkeepers or atars at the
bazaar, are usually the domain of the older women of the household.

Special Treatments: There are a number of special treatments whose origin
is the home. One example is the special ¢ reatment for fevers and injuries in
which 2 patients is wrapped in goat skins (post-i-gosphand). Another
example is the practice of caring for a weak and thin child by gathering
wheat from seven different households in the village and baking it into a
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bread to be shared by at least forty women. Many other treatments such as
treatment of wounds, skin infections, eyes, and aches and pains also take
place in the home.

Childbirth: Pregnancy and childbirth are recognized as times of excep-
tional physical and emotional problems for women. While many women
make use of the dai, or traditional midwife, approximately half of all
women report receiving childbirth assistance from other women in their
household.

Protection Against Jinns: Jinns (evil spirits) represent a very serious threat
to the health of young children. As might be expected, there is a series of
rituals and protective actions to help guard an individual, especially a new-
born against these evil spirits. One example is the use of an amulet, or tawiz,
which is an inscription from the Koran sewn into cloth and worn around the
child’s neck from birth. Another preventive measure is the shewest,
whereby a child drinks water into which a mullah has immersed paper on
which he has written the verses of the Koran.

The home is the source of first resort for most illnesses. The health
activities at this level are most frequently the responsibilities of women,
with men, as one example, having only limited knowledge of such informa-
tion as the best herbs to use for an illness. Men are explicitly proscribed
from active participation in childbirth, other than for such activities as the
transport of women to the doctor or a hospita! in the event of a complica-
tion,

The treatments administered at home share the characteristics of being
traditional in nature and inexpensive. They are the first line of defense
against illness. If they fail to prove effective, a decision must be made as to
the next level of care that will be sought. This is a decision th~: invoives the
potential expenditure of money and the arrangement of transportation. At
this point, decisions about care become a matter for the attention of men in
the household. Depending on the nature of the illness, the attitudes of the
men, and the amount of money available to the family, care may be sought
from any one of the following levels or, as commonly occurs, from several
at once,

The Village

In the village, there are frequently people who can be turned to in the event
of a health problem. These include the following.

Dais: In many villages, there are women specialized in childbirth who come
to a woman’s home at the time of birth. While the skills and qualifications



218 Managing Health Systems in Developing Areas

are usually varied, dais are often older women who have raised their own
families and who have turned to midwifery as a means of supplementing a
meager income. Dais often visit a woman in advance of delivery to examine
her, and after birth, they will continue to visit the home to observe the con-
dition of mother and child, offer advice, and frequently to assist with
household chores.

Barbers: There are a number of services, in addition to cutting hair and
shaving, provided by the village barber. Barbers perform circumcisions,
pull teeth, and draw blood to release the ‘‘bad blood” considered to be the
cause of many illnesses. There are many indications that the barber’s role as
bleeder is one that is diminishing. Blood letting is frequently described by
villagers as something ‘‘done in the past, but not anymore.’’ The fact that
only 6.8 percent of respondents in the three-province survey (1976-1977)
reported having used the barber’s service in the last year supports this
notion.

The Mullah: In each village there is found one or more religious leaders
who in addition to leading the community in prayer and interpreting the
Holy Koran in the context of everyday village life plays an important role in
curing and preventing illness. One of the main services of the mullah is the
preparation of the rawiz, which is an amulet consistins of appropriate
verses of the Holy Koran that is worn around a patient’s neck or pinned to
his clothes. The tawiz can be both curative, as with adults, or preventative,
as can be seen in its use in preventing jinns in children. The mullah is said to
have his greatest effectiveness in treating emotional problems, nervousness,
anxiety, mental illness, and illnesses due to evil spirits. He also may play an
important role in filtering illnesses and making appropriate referrals to
health services outside the village.

One reflection of the importance of the mullah’s role in health is that
48 percent of households reported having used his services in the prior year,
with an average of 3.2 visits per household.

Dokhandars: Dokhandars are village shopkeepers selling a variety of essen-
tial items, frequently including medicines such as aspirin, vitamin C., Vicks
Vaporub, and other preparations. They appear not to sell antibiotics or
other prescription drugs. They also appear to play only a very limited role in
providing service and are not viewed favorably by villagers as a source of
care. Their potential lies in use as a more structured means of distributing
medications.

Injectionists: As was mentioned in appendix A, many villagers report
knowing someone in their own village who could give them an injection if
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required. These injectionists most often assist in administering medicines
the villagers have received from physicians, but some injectionists have been
reported to purchase their own supplies of drugs. Twenty-eight percent of
households reportedly have used an injectionist in the previous year,
demonstrating their importance to the village and supporting the argument
that injectionists should be screened for their appropriateness for training
as village health workers.

Local Shrines: Almost every village has a shrine, usually the burial place of
an exceptionally pious ancestor, that is venerated and called upon for its
ability to cure illnesses and bring about favors.

Although there are a number of important health services that are car-
ried out at the viliage level, they tend to be of a rclatively un<peciaiized
nature, provided by part-time practitioners. More specialized services are
encountered at the level of the bazaar.

The Bazaar: A large bazaar or marketplace supplies a number of villages
with the goods and services they require. Here the specialist, be he gunsmith
or pharmacist, can establish his trade and draw on a large enough popula-
tion to earn a livelihood. At this level can be found both traditional and
modern health practitioners, including the following,.

Pharmacists: There is no modern hzalth service that reaches as deeply or
pervasively into rural Afghanistan as the pharmacy. There are at least 500 in
the ccuntry, with at least one in every major market settlement. They stock
and sell a large variety of both prescription and nonprescription drugs.
There can be little doubt that the compounder in the pharmacy is an impor-
tant primary health-care provider, especially in areas where there is no doc-
tor. Not only does he provide advice to his customers, but he may admin-
ister injections as well. An indication of the importance of the pharmacy is
that 60 percent of all households surveyed had used a pharmacy in the prior
year, expending 37 percent of their total health budget.

Hakimji: Traditional medical practitioners, or hakimji, are found in
bazaars, with the more successful ones being located in the cities. These
practitioners, often Hindus, use procedures and medicines that descend
from the Unani medical traditions of India as well as those from the Greco-
Arabic traditions of the West. The influence of the hakimji may be on the
wane, especially in those areas where they are in natural competition with a
physician. Only 10 percent of households reported using the services of a
hakimyji, suggesting that their impact is limited.

Atars: Atars are shopkeepers or sidewalk vendors who specialize in the sale
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of herbal medicines. They are often smaull-scale operators with little per-
sonal knowledge of health and illness. Since many of the herbal medicines
used by villagers are well-known plants found growing in their own vicini-
ties, the atar’s role is a marginal one, as can be seen by the fact that only 1
percent of the average annual health budget of rural Afghans is expended at
the atar’s.

Bonesetters: The shekesta bande, or bonesetter, is one of the more spccial-
ized practitioners. As the name implies, he sets bones. However, he also
treats sprains, dislocations, and assorted body pains. The relatively low per-
centage of houscholds (6 percent) reporting having used the bonesetters in
the previous year underestimates his importance. Most Afghans would
prefer to go to the bonesetter for a broken bone than to a physician. This
preference is apparently empirically derived.

Bonesetting is a profession apparently not so much chosen as thrust
upon a person out of the necessity for someone in a community to meet a
need for bone repair. Consistent with their working out of demand rather
than for economic gain, bonesetters claim not to charge for their services,
accepting money only as offered.

Major Shrines: Another source of help lying outside the village is the major
shrine, or ziarat. Often a ziurat will possess renown for its ability to effect a
cure for a particular illness, such as rabies, snake bites, deafness, or infertil-
ity. One fourth of all households reported use ol a ziarat in the preceding
year.

Not all of the services just described are to be found in each bazaar, and
additionally, aany village-type practitioners such as barbers, dais, injec-
tionists, and dokniandars also can be found in large market places.

Towns

In many ways, Afghan towns can be looked upon as enlarged bazaar areas.
As such, they contain many of the same services as can be found in the
bazaar, but they also may have the following.

Private Doctors: Most towns are large enough to support at least one gen-
eral physician. Town doctors, like most other doctors in Afghanistan, are
usually government-salaricd physicians who augment their official practices
with private patients seen after official working hours. More than twice as
many households make use of town or regional physicians as use Kabul
physicians, a pattern that indicates the useful rolc of the general town physi-
cian.



Appendix B 221

Dentists: Many towns are large enough to support a dentist. However,
since trained dentists are in short supply in the country, demand outweighs

supply.

Hospitals: Many towns serve as sites for regional hospitals. As with physi-
cians, regional hospitals are used with greater frequency than those of the
capital. While the quality of regional hospitals may not be as good as those
in Kabul, the expense is much lower, 327 Afghanis versus 909 Afghanis
(from the three-province survey, 1976-1977), and thus regional or town
hospitals play an important role, especially at greater distances from Kabul.

Generally, health services in towns are less sophisticated than those in
cities, but they are also iess expensive and more convenient. The net result is
that, for many villagers, the regional hospital and the private physicians of
towns represent a major source of care. For more serious illness, either
acute emergencies or when all else has failed, a decision is frequently made
to bring the patient to Kabul for care.

Cities

Not surprisingly, the cities of Afghanistan, especially Kabul, are centers for
specialized health services, including the following,

Hospitals: In addition to general hospitals with a variety of specialty
departments, there are several specialized hospitals in Kabul, includ’ng
maternity, children’s, tuberculosis, and eye hospitals.

Private Physicians: There are approximately 500 private physicians in
Kabul, many of whom are specialists.

Specialized Hakimji: There are a number of specialized hek 'mjis in the
cities, several of whom draw patients from throughout the country.

B. Existing Health Expenditures

The two health surveys conducted by the team revealed the startling fact
that the mean annual personal-health expenditure in rural Afghanistan was
seven times the government expenditure. This meant that 87.5 percent cr all
money spent on health care in Afghanistan came out of the pockets of
impoverished wiilagers. This represented 7.4 percent of tlie annual house-
hold income of the average Afghan family.

When the pattern of household health expenditure was mcre closely
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examined, the importance of drugs becamie very obvious. The average
Afghan spent 37 percent of his health ‘‘dollar’ on pharmacy drugs, and
additional money was spent on traditional herbs and medicine. Villagers
willingly spent large amounts of money on drugs. Any Afghan village-based
health program that could be supported through the purchase of important
drugs by villagers had an excellent chance of being financially self-support-
ing. This information was crucial to the MOPH’s decision to have VHWs
work without salaries and instead be supported by the sale of a small num-
ber of inexpensive, useful drugs.

C. Rural Perspectives on Alternative Sources of Care

The MOPH’s decision to train dais marked the first time in Afghanistan
that a category of traditional practitioner received officia! recognition from
the government. Also, the fact that dais were mostly illiterate women meant
that the Afghan government was admitting that such women had worth and
value and were capable of learning new skills.

From the point of view of Afghan villagers, the most important health-
care consideration is that someone they trust is available and easily accessi-
ble, even if that person is not as fully trained as a doctor or nurse. The dais
were trusted because of their age, experience, and the fact that they had
always lived in their village; VHWs, being chosen by the villagers them-
selves, were chosen in part because of the trust they enjoyed. The three-
province survey (1976) indicated very clearly that villagers wanted a VHW;
the very positive subsequent reception by villagers of both dais and VHWs
has demonstrated the great importance attached to these programs.
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Appendix C:
The Financial Analysis

The disparity between plans and performance, even in areas where the Min-
istry had real interest, is evident in the timing of the financial apalyses
undertaken to assess the economic feasibility of the nationat health pro-
gram. The workplan to test the BHC system and the alternative health-
delivery systems was established in the fall of 1974. While zost elements
experienced or projected for each of the prograrms were developed as they
evolved, no synthesis of all Ministry commitments was attempted until the
fall of 1976. Practical and political imperatives swamped planning theory,
and program implementation proceeded largely unencumbered by forecasts
of financial feasibility.

In the fall of 1976, with WHO encouragement, the Ministry began a
country health programming (CHP) exercise. The CHP methodology pro-
vides a formal framework for establishing national health needs and
resources and for making choices for application of limited resources to
these needs. The underlying task was development of another long-range
plan as required by the Ministry of Planning. The Ministry had the team
and the budget office concentrate on a subset of these tasks, which was
defined as a ““financial analysis,”’ to examine costs and outputs of various
health activities. Multiple sources were used to assemble cost, output, and
coverage data: ministry budgets, expenditure estimates, service statistics,
existing survey and project data, and specially collected data from ongoing
programs. This information was used to develop both current-status analy-
ses and projections for forward planning.

A. The Current-Status Analysis

The financial analysis was developed in parallel to the ten programs estab-
lished by the CHP exercise and the priority groups established by the gov-
ernment health policy: infants, children, pregnant and postpartum women,
and the labor force. Ou an aggregate level, table C-1 relates expenditures in
the seven major service programs to the priority-population subgroups
served, as well as to their proportion of the population and their mortality
experience. The important findings include

This appendix consists of excerpts from two exercises exploring relationships between invest-
ments in and service outputs from Ministry of Public Health Programs.
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Table C-1
Program Expenditures Related to Priority Population Estimates,
1977 Plan
Pregnant
Infants  Children Postpartum  Labor
0-1 Year 1-14 Years Woinen Force Toial Percent
1. Immunization 40% 40% 207 — 9,660 2
3,864 3,864 1,932
2. Tuberculosis/leprosy 26% 10% 64%
X 9,549 3,673 23,506 36,728 6
3. Malaria 3.7% 47% 7.1% 42%
4,500 57,199 8,641 51,114 121,454 22
4. Watcer supply 3.7% 47% 7.1% 42%
1,852 23,523 3,554 21,021 50,050 9
5. Basic health scrviees 7% 37% 6% 50%
7,207 38,096 6,178 51,482 102,963 19
6. Hospitals (B) 7% 21% 10% 62%
16,035 48,105 22,907 142,023 229,070 42
Total expenditures 33,458 180,336 46,885 289,146 549,900
Percentage of total
health budget 6% 33% 9% 52% — 100
Percentage of total
mortality 38% 24% ---38%--- ~— —
Percentage of total
population 3.7% 47% YA L) 42% - —_

Note: Figures are in Afghanis x 1,000 (50 Afghanis = $1.00).

1.

Only 6 percent of total health expenditure was directed at infants, who
are nominally listed in the national plan as the highest-priority target
group and who incur 40 percent cf total mortality, much of it prevent-
able.

Only 1.8 percent of health expenditure was devoted to immunization,
including BCG, the service with the highest cost-effectiveness among
Ministry programs.

Basic Health Services received less than half the operating-budget alio-
cation that hospitals received.

Other findings of relevance to rural health include the following:
Privaie rural health expenditures and services: Surveys pointed to sub-

stantial private interest in and expenditure for health services. Annual
household expenditures approximated 1,000 Afghanis, or 140 Afghanis
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Table C-2
Unit Cost-per-Gutput Comparisons of MOPH Programs and Target

Popuiations

Target Populations
Pregnant and
Postpartum

Program Output Unit Infanis Children Women  Labor Force
Immunization®a Contact 19 19 19
Tuberculosis/leprosy® Case treated 1050 1050 1050
Malaria¢ Contact 15 15 15 15
Basic health servicesd Contact 47 47 47 47
Hospitals® Discharge 1930 1930 $90 4000
Water supply f Recipient 3i 31 3 31

Note: Figures are in Afghanis per unit output.

& Calculated from 1977 immunization 7-year plan.

b Caiculated from 1977 tuberculosis 7-year plan.

¢ Calculated from 1977 Malaria Institute 7-year plan.

4 Calculated from 1977 BHS estimated expenditure.

¢Management Sciences for Health, Financial Analysis of Health Programs (Cambridge,
Mass.: 1977)

I Calculated from 1977 water supply 7-year plan.

per person, which is five to seven times the annual per capita budget of
the Ministry. Villagers both within and beyond the reach of Ministry
programs seek a wide variety of services.

2. Comparison of unit cost per output relations for six Ministry pro-
grams: Table C-2 outlines relationships between the costs and units of
output as efined by the pro:rams for Basic Health Centers. Improved
management and realistic levels of Ministry resources for operation
effectively tripled service volume at stable budget levels, producing per
visit costs of 47 Afghanis.

The immunization program declivers its service for 19 Afghanis per
contact, and along with malaria, it represented the least expensive direct-
service program of the Ministry. The tuberculosis program costs more than
1,000 Afghanis per treated case, and hospitalization costs 1,000 to 4,000
Afghanis per discharge. Approximation of program cost per output rela-
tions was a useful and controversial step in focusing Ministry attention and
priorities, as reflected in their budget investment at the time.
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B. Projections for Forward Planning

Ministry departments and the CHP team proceeded to develop individual
plans for each program. These were then analyzed jointly to assess potential
financial and target-population impact. Successive iterations of alternative
plans and funding levels were used by the Ministry in the context of an
intense political advocacy process to arrive at the final plan.

Three illustrations of the uses of the financial analysis may be useful:

1. It provided a simple indicator of relative changes in Ministry priorities.
A comparison of the percentages of total Ministry budget devoted to
each program results in the bar graph in figure C-1 which was relatively
easy for nonnumerically oriented staff, of which there are many, to
understand. This was probably the most frequently used and under-
stood method.

2. It allowed simulation of alternative investment strategies. Decisions on
hospital expansion and location are complicated by many factors
beyond the political; strategies for use and development of related facil-
ities, assumptions for utilization and staffing, availability of investment
capital and/or donor interest, construction schedules and commitments
to maintenance expenditure are all important examples. Discussion and
planning of alternatives was made more tractable by specifying
assumptions made for each of these factors and then projecting sched-
ules and financial requirements. While still simplified, this level of
detailed projection taxed many in the planning process who had the
responsibility but neither the experience nor the time to work through
the methodology. One practical result, however, was a decision to con-
vert small, underutilized hospitals that operated at great expense into
health centers.

3. Assessment of inflation impact and government budget increase ceil-
ings. In spite of consistent experience with inflation and government
ceilings on percentage increases in Ministry budgets, program commit-
ments—particularly for construction and expansion of facilities—
tended to be made independently of realistic assessment of the feasibil-
ity of financial support or staffing. A second phase of the financial
analysis was used to point out and demonstrate two points:

a. That the CHP plan would require hospitals and basic health services
alone to absorb virtually the entire Ministry budget for operating
expenses over the ensuing 7 years.

b. That alternative combinations of program expansion, realignment
of priorities, and utilization of the existing high levels of personal
health expenditure presented more realistic approaches to health-
program goals.
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Example: The share of the malaria program in the total health budget decreases by 7 percent
from 1356-1361.

Figure C-1. Changing MOPH Priorities, 1356-1361 (1977-1982) (as
indicated by changes in the percent of the total health budget
allocated to the service programs)

In sum, the first steps toward financial planning did make simple and
important improvements in the Ministry planning process. However, plan-
ning remained an exercise that was largely divorced from the actual opera-
tion of the Ministry. These observations on the process should be viewed in
that light.
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Basic Health Servicss in
Develsping Countries: A
Model and a Critique

John W. LeSar

A. The Jobs of a BHS System

A health system has two main jobs: (1) to provide relief from fear, pain,
and suffering for people who are sick or injured, and (2) to reduce mortal-
ity, morbidity, and disability in the population. The first job is to provide
relief from fear, pain, and suffering. When people are sick or injured, they
seek help, and the heaith svstem must, to the best of its ability, provide that
help. These services are demanded by the people, and medical relief is their
number one health priority. The performance of the healih systern in pro-
viding relief to sick or injured people is the criterion on which the people
Judge the success of the health system. These services are to individuals and
are generally curative medicinal services.

The second job of the health system is to reduce mortality, morbidity,
and disability in the population. On an individual basis, curative medicine
performs this job through proper diagnosis and treatment of sick or injured
people. However, reductions in mortality, morbidity, and disability in
developing countries are best achieved by studying, in the population, the
epidemiology of disease and its direct and contributing causes. The disease
causes are often easy for health professionals to understand, but are beyond
the knowledge of most other people. For this reason, people do not demand
public-health programs—professionals promote them. Thus planned pub-
lic-health programs must convince the population (or force, as seen in cer-
tain totalitarian regimes) to try new thir.gs. This change process in the popu-
lation is not easy to achieve and requires a managed approach.

These two jobs, when implemented through a large government system,
require extensive management and technical support. These support sys-
tems have their own objectives, but must always serve the two jobs of the
health system: medical relief and reductions in mortality and morbidity
through individual services and community-based public-health programs.

The team’s experience with Basic Health Centers in Afghanistan is discussed in chapter 2. Out
of that experience come some impressions about what basic health services, often unrealistic-
ally, are expected to provide. Jack LeSar here presents one view of the implications underlying
commonly held expectations for Basic Health Centers.
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Historically, health planners have tiied to do these jobs in two main
ways in rural areas. The first job of providing medical relief has been mostly
tried through establishing a wide network of service-delivery units in rural
areas often called Basic Health Centers (BHCs). These BHCs are staffed by
doctors and paramedical (middle-level) workers, and they are supported by
small hospitals at the district or province level.

To reduce mortality, morbidity, and disability in the population, both
BHCs and specially managed public-health programs have been used. The
BHCs obviously try tc reduce mortality, morbidity, and disability in indi-
viduals who visit the facitity by correct diagnosis and treatment for illness or
injury. They also try to prevent mortality, morbidity, and disability for spe-
cial target groups such as pregnant women, young children, and tuberculo-
sis patients who visit the facility. In addition, BHCs in many countries have
been given responsibilities in implementing public-health programs for the
population living near the BHC. BHCs have a dismal record in carrying out
these community-based public-health activities. The specially managed
public-health programs (often called ‘‘vertical programs’’ because they are
managed by special units) have a much better record in influencing mortal-
ity and morbidity for the special conditions they attempt to ameliorate.
Smallpox eradication is the most successful example. Other specially man-
aged programs have been less successful, but, compared with the Basic
Heaith Center approach, are much more successful in carrying out com-
munity-based public-uealth programs.

Thus the BHC traditionally has two components: services to individuals
at the BHC itself and s>rvices to community groups as a public-health ser-
vice unit. In other worus, the BHC, the most peripheral unit of the health
system, is an infegrated unit expected to provide individual services and
public-health programs. This is a most interesting phenomenon because
health systems in developed countries usually separate these components,
while health planners in developing countries (often advised by developed-
country advisors) have tried to integrate these two activities at the BHC.

Recently, a new approach has recsived wide publicity in the interna-
tional health literature and strong promotion (to the point of coercion) by
the World Health Organization. This is the ‘“‘primary health care’’ move-
ment, which has centered on using the villagers themselves to improve their
own health (the now famous maxim ‘‘health by the people’). This
approach has strong merit because most developing countries cannot pro-
vide reasonable access to the Basic Health Center for large numbers of their
people, since there is a large “‘social gap’’ between the traditional cultures
of villagers and the more modern cultural values of professionals and para-
medical workers, and because villagers can participate in their own develop-
ment. This approach has now received some limited application, and expe-
rience indicates that the trained villager can provide some selected individ-
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ual services in the village—both for medical relief and to prevent deaths
from some common disease killers (especially diarrhea in young children).
However, many health planners are advocating that the village health work-
ers can periorm public-health functions as wel! if supported by BHCs. This
is also most interesting, because the Basic Health Center cannot provide a
decent public-health function on its own and yet it is expected to provide
additional support and guidance for villagers who are being given public-
heaith tasks that are not demanded by the people and are difficult to
achieve.

B. A Basic Health Services System and its Functions

Any basic health services system usually has four major components: (1)
service-delivery units, (2) management/administrative units, (3) training
units, and {4) technical-support units.

The rural-service delivery units are those units which actually provide
medical/public-health services to the population. In Afghanistan, they are
called Basic Health Centers. (Village-based services will be discussed later.)
The management/administrative units have the job of planning, managing,
and evaluating th:: service-delivery units. In Afghanistan, the main manage-
ment/administrative unit for Basic Health Centers (BHCs) had been the
Basic Health Services Department located in the Ministry of Public Health
in Kabul. During the course of the project, other intermediate manage-
ment/administrative units were attempted, namely, the regional offices.
Training units provide increased skills to personnel in the systen. In
Afghanistan, there have been training units within the BHS Department
and in other parts of the MOPH. Technical-support units are units supply-
ing special services of a technical nature. The main technical units affecting
BHSD operations have been the National Laboratory, which trains and
supervises laboratory workers who work in BHCs; the Malaria Institute,
which supplies malaria microscopists to BHCs; and the Avicenna Pharma-
ceutical Institute, which produces drug supplies for BHCs as well as other
parts of the MOPH,

The intent of the Basic Health Services Project has always been to
further develop the basic health services system. Thus the underdevelop-
ment of the system at the beginning of the project is a basic assumption for
all further activities. If the basic health services system in Afghanistan was
underdeveloped at the beginning of the project (few would argue that it was
not), the question arises as to what a developed basic health services system
should look like. That is, what would be the services provided by a well-
developed BHC? What then would be the management/administrative units
to effectively support a well-developed BHC? What then would be the
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training-support and technical-support functions necessary to have a com-
plete well-developed basic health services system?

The Well-Developed BHC: Its Services and Support
Functions

The BHC should offer the following high-quality services to individuals
who visit the BHC:

1. Sickness-care services: These include diagnosis, treatment, and
individual counseling of the sick patient for common medical, surgical,
gynecological, physical/orthopedic, and mental problems.

2. Maternal-care services: These include all aspects of pregnancy care/
prenatal care, labor and delivery, anud postpartum care. In addition,
usually family planning and care during lactation are included in mater-
nal-care services. A women who is sick but not pregnant would be
included in the sickness-care classification.

3. Child-careservices: These include all aspects of well-child care: assess-
ment of growth and development (nutritional services are included
here), immunizations against childhood diseases, and vision and hear-
ing testing for older children.

4. Food-distribution services: These include distribution of dried milk
pcewder, oil, and wheat through the World Food Distribution program
to high-risk pregnant mothers and high-risk young children.

The well-developed BHC should offer the following high-quality pub-
lic-health programs to communities:

1. Communicable-disease and high-risk surveillance program: This
includes surveillance of the entire population at least three times a year
for tuberculosis, trachoma, childhood malnutrition, high-risk preg-
nancy, family-planning motivation, births, and deaths.

2. Communitr-immunization program: This includes immunization of at
least 75 percent of the entire susceptible community against smallpox,
diphtheria, tetanus, whooping cough, tuberculosis, measles, and polio.

3. Special-care follow-up prugram: This includes frequent follow-up of
selected families who have communicable diseases or high-risk children
or mothers (tuberculosis, about once a month; childhood malnutrition,
moderate, about once a month, severe, weekly; active trachoma, every
2 weeks).
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4. Family-planning motivation program: This includes quarterly visits to
all households.

5. School health program: This includes quarterly vision and hearing test-
ing.

6. Safe-water program: This calls for safe water at the time of use for 80
percent of households based on a filter system (cafe source) and a
health-education program (safe storage and use).

1. Safe-latrine and safe-waste-disposal program: This calls for water-
seal latrines or covered-pit latrines that are maintained effectively in 80
percent of households; that is, that 80 percent of households dispose of
wastes adequately.

8. Public facilities inspection programs: This calls for quarterly inspec-
tion of all restaurants, hotels, and other public facilities likely to pro-
mote discase.

9. Health-education programs: These include twice yearly group sessions
to all public organized groups, and more frequently to target groups
(mothers’ clubs especially).

Table D-1 summarizes these functions and their locations.

Staffing Patterns Necessary to Adequately Implement the
Medical Public-Health Functions

If the BHC is to truly serve a population of 25,000 pecple with individual
services at the BHC and community-based public-health programs, it must
have adequate numbers of staff. Given the services discussed previously, the
following staffing patterns would be necessary to ef fectively implement the
jobs given to the BHC.

Individual Services at the BHC Itself: Individual services at the BHC are
given when demanded by the population. Therefore, the number of person-
nel needed is determined by the number of visitors per day. WHO has
recommended an average of 2.5 visits per person per year as a desirable
standard. For the well-developed BHC in this example, 1.5 visits per person
per year will be used as a minimum stendard. That is, if the BHC does not
see 1.5 x 25,000 persons per year, it is not providing the minimum number
of individual services at the BHC (in developed countries, the average visits
per person per year are well over 3). For our well-developed BHC, the
yearly workload for individual services demanded by the people should
exceed 37,500, or about 150 visits per day, not including food di ‘ribution.
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Table D-1

Service Locatiens of Well-Developed BHCs

Managing Health Systems in Developing Areas

Location of Services

Program Components At BHC Itself In Community
Sickness care Medical X
Surgical/dressing X
Physical/orthopedic X None
Gynecological X
Mental X
Maternal care Prenatal care X Surveillance program
Labor and delivery X On request
Postpartum X No
Family planning X Family-planning
motivation program
Care during lactation X No
Child care Growth and development X Surveillance program
Immunizations X Community immuniza-

School eye and hearing
testing

tion program
School health program

Communicable discase Malaria smcars X Surveillance program
control Tuberculosis smears X No
Malaria surveillance Surveillance program
Tuberculosis surveillance Special-care program
and defaulter control
Trachoma Surveillance program
Immunizations Coinmunity immuniza-
tion program
Environmental health  Safe water Safe-water program
Safe latrine Safe-latrine program
Waste disposal Waste-disposal program
Public facilities Inspection program
inspection
Health education To patiepts X
To groups at BHC X
To schools School health program
To community groups Health-education
program
Food distribution Children X
Women X None
The distribution of these visits should be as follows:
Visits Percentage
Sickness care 112 75
Maternal care 9 6
Well-child care 29 i9
Total 150 100
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These numbers were derived as follows: if one assumes a crude birth rate
(CBR) of 43 per 1000, then there are 1075 pregnant women in a population
of 25,000 during a given year. If the average woman makes only 2 prenatal
visits, and if there are 250 working days per year in a BHC, then there
would be 9 maternal-care visits per day. Given these assumptions there
would be 950 children 0-11 months in the population. If each visits the
BHC 4 times per year (with 3 of these visits for immunization), and if the
1750 children aged 12-35 months each make 2 visits per year to the BHC,
then there would be 7300 annual well-child care visits or 29 visits per day.

Three BHC personnel are primarily responsible for providing the indi-
vidual scrvices to people who come to the BHC. These are the doctor, the
female health worker (nurse-midwife or auxiliary nurse-midwife), and the
male nurse. The doctor offers services to sick people and sees referrals from
the female worker or male nurse. The female worker sees sick children and
some sick adult women and deals with routine maternal and well-child care.
The male nurse offers individual services to sick people mainly for minor
surgical and dressing care. Given the assumptions that the doctor sees 60
percent of sickness care, 10 percent of maternal and child care (referrals), 5
percent of male-nurse patients, and spends 10 minutes per patient: (112 x
6) x (38 x .1) x (112 x .1 x .05) = 72 patients x 10 minutes/patient +
60 minutes/hour = 11.8 hours; the female worker sees 30 percent of sick-
ness care, and all maternal and well child care at 10 minutes/ person, and the
male nurse sees 10 percent of sickness care at 30 minutes/ person, then the
workload for each of these personnel at a well-developed BHC would be as
follows:

Workers Required
Patients Time Required 1o Fulfill This
Worker per Day per Day Obligation
Doctor 72 12 hours 2
Female worker 72 12 hours 2
Male nurse 1t 6 hours 1

One other individual service regularly given at the BHC is food distri-
bution. If one assumes that one-half of the people visiting the BHC for
maternal care and child care would be eligible, then there would be nineteen
visits per day for food distribution. In a well-developed BHC, this furiction
would be filled by an administrative clerk. If it takes 2 hours per day to pre-
pare the food-distribution requirements and 10 minutes per recipient, the
manpower needed would be as follows:

Clients Time Required Workers Required
Worker per Day per Day to Fulfill This Function

Clerk 19 5 hours 1
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Public-Health Programs in the Community: Community health programs
are planned programs. In a well-developed BHC, each program must have
sufficient personnel to do the jcb at some minimum level of performance.
Therefore, it is important to analyze each program to see what the man-
power rcquirements are.

The communicable disease and high-risk surveillance prograin has as its
objectives the visiting of each household in the community at least four times
ayear. The surveillance itself can be done by trained villagers. The number
of villagers needed is determined by workload analysis. Assuming that each
villager can visit eight households a day and that about 3,675 households
exist in the population (6.8 persons per household in Afghanistan), then ane
surveillance worker could visit 440 households in each quarter of the year (8
households per day x 55 working days in one quarter = 440 houscholds).
The number of workers needed, then, is 3,675 + 440 = 8 to 9 workers. This
is the number of workers needed to provide surveillance services to the com-
munity.

The community-immunization program has as its objective the
immunization of 75 percent of susceptibles in the community. Therefore,
the workload is dependent on the number of susceptibles. Assuming that all
persons are susceptible, then the workload is 75 percent x 25,000 =
18,500. In a well-developed BHC, the worker should be able to visit about
sixteen households per day. If each household requries three visits to com-
plete the immunization services, then each worker can cover 1,200 house-
holds per year (16 x 5 days x 15 weeks). Therefore, in the first year, three
vaccinators would be required. After the first year, all households should be
visited once a year to find children born in the last year but whose mothers
have not brought them to the well-child program at the BHC (where they
receive immunizations) ard to find new families in the community. There-
fore, one or two vaccinators would be sufficient.

The special-care follow-up program would give special attention to
high-risk families. In Afghanistan, about 20 percent of the 3,675 house-
holds would be high-risk requiring monthly visits or about 8,820 total visits
per year. One worker could visit about six households per day during the
250 working days of the year, so six special-care follow-up workers would
be needed. These workers should be middle-level female health workers.

The family-planning motivation program has as its objective quarterly
visits to all households. This activity can be done by the surveillance
workers as they make quarterly visits. However, interested families should
receive follow-up by other family-planning workers; therefore 735 house-
holds should have a follow-up visit. If a middle-level family-planning moti-
vator visits four households per day, then one middle-level family planning
motivator is needed to suppiement the surveillance workers.

The school health program offers vision and hearing tests to the school
plus surveillance for selected infectious diseases (school health teaching is



Appendix D 237

the responsibiiity of the tecacher and not the BHC). Each school should be
visited quarterly, and each visit should take one day. In a population of
25,000, there will be about 6,925 children in the 5 to 14 age group. If one
half of them are in school, there will be about 3,462 school children in three
to six schools. Thus the workload is five schools per quarter, or 1 week of
work per quarter, requiring about one-tenth of one female worker’s time.

The safe-water program has an objective of 80 percent of households
having safe water at the time of use. This would require safe sources of
water plus safe siorage and use of water. The number of households to be
included would be 2,940. If the entire population were denseiy crowded,
perhaps a few water sources would be sufficient. More likely, in Afghanis-
tan, for example, at least 150 safe sources would be needed (tube wells).

Each source would require construction, but let us assume that a con-
struction department did that work. Each source would require two kinds
of maintenance: preventive maintenance and repairs of broken-down
sources. Data on repair rates are hard to find, but for the purpose of this
analysis, let us assume that 5 percent of all tube wells need repair each
month and that two weils can be repaired by one person in one day. In that
case, about eight wells would need to be repaired each month, or 4 work
days per month for one worker. In addition, a good safe-water program
would have preventive maintenance, where all sources would receive
monthly visits. If there are 150 sources and the worker can visit 10 each day,
then 15 days per month would be required to serve a community of 25,000
people.

However, for an effective safe-water program, having safe sources is
not enough. It is also necessary to have safe storage and safe use of the
water. This requires a community health-education program in which eacl:
household is investigated and those households not practicing water safety
receive health education. In Afghanistan, one could assume that 75 percent
of households do not practice water safety in storage and usc. These house-
holds would require guarterly visits by safe-water-program personnel to
have some reasonable effect. These habits are difficult to change and would
require about 30-minute to i-hour health-education sessions. One worker
could do about six of these in one day. Based on 75 percent of 3,675 house-
holds, an effective safe-water program would require two workers to give
safe-water education. The safe-water program would then require three per-
sons io do an adequate job.

A safe-latrine and waste-disposal program might have as its objectives
80 percent of households having safe latrines and safe waste disposal. This
would require construction, which would probably be a BHC function.
Construction of safe pit latrines would require 1 day per household. In
addition, this would require maintenance of latrine and waste-disposal
safety through inspection programs for those households in which latrines
are not well maintained and wastes are poorly disposed of. If the construc-
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tion program had an objective of helping install 25 percent of households
per year with pit latrines, then 735 working days would be required. This
would mean three permanent latrine-construction advisors would be
needed. The iatrine-maintenance program would be similar to the safe-
water education program and would require two workers. Therefore, the
safe-latrine and waste-disposal program would require five workers in a
well-developed BHC.

The public-facilities inspection program has an objective of inspecting
all restaurants, hotels, and selected public facilities quarterly. In a com-
munity of 25,000, the number would be variable, but probably would
include at least twenty facilities of varying sizes. Each inspection could take
1 hour, and therefore, about six could be done in any one day. Thus this
activity would take about 3 days per quarter, or 12 days per year. This
would be about 5 percent of another worker’s time.

The health-education program has an objective of providing twice-
yearly health education to groups in the community, with special einphasis
on maternal health and childrearing. If each ten households were con-
sidered to be one group (fifteen women—about the maximum size of groups
where discussion and question and answer periods are effective), then about
736 group sessions should be given in one year. A health educator could
give about two of these in one day in the community, and thus, 368 working
days would be required to fulfill this function. In addition, group health
education should be given daily at the BHC as a full-time job. Thus, an
effective health education program would require about three workers.

When one adds up the staffing required to adequately provide each of
the BHC funciions—individual services and community public-tiealth pro-
grams—the results shown in table D-2 are seen. This table shows that about
thirty-five workers would be necessary just to provide the medical/public-
health services to a community of 25,000 people. While this may seem
excessive, one should consider how many such workers would exist to serve
a community of 25,000 people in a developed country—probably over 280.
(For example, in the United States, there would be 17 to 20 doctors, 70 to 80
nurses, 70 to 80 other paramedical personnel, and probably over 100 public
health workers working in various areas including the water and sewer
departments. The total is about 280 persons.)

Medical/Public-Health Skills Needed in a Well-Developed
BHC to Adequately Carry Out Its Functions

Having a sufficient number of service personnel is hardly adequate to effec-
tively carry out the functions a well-developed BHC would have to perform.
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Table D-2
Staffing Required for BHC Functions
Individual services Worker Type Number Required
Doctor 2
Female worker 2
Mzle nurse 1
Food distribution clerk 1

Community public-health programs

Surveillance Trained villagers 9
Immunization Vaccinator 2
Special care Female health worker 6
Family planning Female middle-level motivator 1
School health Female health worker 1/10
Safe water Well maintenance 1
Well inspection and water
education 2
Safe latrine Latrine construction 3
Inspection and education 2
Public-facilities inspection Inspector/health educator 1/20
Health education Health educators 3
5+
Total workers for medical/
public-bealth services, say 38

Each worker needs the proper skills to do his or her job. Table D-3 shows
what overall skills would be necessary in each worker to effectively do the
job. Of importance is the fact that the BHC is a unit that offers outpatient
individual services in a rural setting. It is not an urban hospital with bed
patients. In the community public-health areas, the same holds true. The
BHC is a rural public health unit, and workers need skills in working in
public-health programs in the rural envircnment, not in working in the
capital city or other large urban areas. This table demonstrates that
advanced skills are needed by most workers to perform their jobs. Without
these skills, workers are unlikely to be able to work effectively. When this
happens, morale falls and the BHC does not do its job.

These skill needs demonstrate the importance of the training function.
Workers must have specific training in the environment in which they will
work, and they must perform their jobs under the supervision of their
teachers until they can do them without supervision. Each job must have a
careful analysis of its component parts, and the training organization must
ensure that workers have all the skills necessary for each and every part of
their jobs. Training in urban environments and hospital settings is inade-
quate preparation for work in a well-developed BHC.



240 Managing Health Systems in Developing Areas

Teble D-3
Overall Skills Necessary in BHC Personnel

Worker Type Jobs

Skills Ne2ded tv Perform
Effectively

Doctor Sickness care

Female workers Sickness care
(ANM or midwife)

Maternal care at the BHC

Child care at the BHC

Special care follow-up in the

the community
Male nurse Sickness care at the BHC
Food-distribution clerk Food distribution at the BHC

Village-surveillance workers  Surveillance program in
the community

Ouipatient medical diagnosis
and treatment

Outpatient minor surgical
procedures

Outpatient care for sprains,
fractures, contusions, includ-
ing the ability to put on a cast

Outpatient gynecological care
and referral care for complica-
tions of pregnanc”

Outpatient mental health care

Emergency diagnosis and treat-
ment for life-threatening con-
ditions

Outpatient diagnosis and treat-
ment for common minor med-
ical conditions of women and
young children

Outpatient care for routine preg-
nancies, diagnosis of high-risk
pregnancies, management of
labor and delivery for normal
pregnancies, routine postpar-
tum care, and care during lac-
tation

Outpatient carc for children
who are not acutely sick,
including assessment of growth
and development, assessment
of the need for immunizations,
and vision and hearing testing

Follow-up through home visit-

ing of high-risk pregnancies
and high-risk children, partic-
ularly malnourished children

Outpatient care for trauma and
burns

Reading, writing, clerical re-
cording and reporting, filing of
records, preparation of WFP
materials

Reading of surveillance forms
{(may be nonlitcrate forms),
ability to walk in the commun-
ity and talk to people, basic
knowledge of diseases and con-
ditions under surveillance,
basic communications skills
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Vaccinator

Family planning motivator

Well-maintenance specialist

Water-safety educator

Latrine-construction
specialists

Latrine and waste-disposal
safety specialist

Health-education specialists
(MCH)

Vaccination at the BHC
community immunization
program

Motivation in the community
for interested couples

Safe-water program

Safe-water program

Safe-latrine and waste-
disposal program

Safe-latrine and waste-
disposal program

Community health-education
program

Storage and care of vaccines, re-
frigerator maintenance, injec-
tion techniques, basic record-
ing, and filing

Advanced motivational skills

and communication skills

Repair of tube wells, ordering
and storage of parts and lubri-
cants, preventive maintenance
of tube wells

Advanced water-safety educa-
tion and communication skills

Construction of pit and water-
seal latrines, ordering, storing,
and maintenance of equipment

Advanced communication
skills, advanced latrine and
waste-disposal maintenance
skills

Advanced subject matter and
communications skills, com-

munity organization and group
dynamics skills

C. Management/Administrative Functions of
Well-Developed BHCs

Although the BHC is primarily a service-delivery unit, it has many manage-
ment/administrative functions as well. It has internal management func-
tions to manage its own personnel. In a well-developed BHC, there would
be about thirty-five service workers providing individual services at the
BHC and working in nine community public-health programs. Since indi-
vidual services at the BHC are given on demand to people who visit the
BHC, the internal management of this function of the BHC is not too diffi-
cult. However, the community public-healt} programs are planned activi-
ties and require sufficient personnel and skilled personnel if these programs
are to have effective management/administrative support. The BHC also
exists as part of a larger system and thus has various recording and report-
ing functions for higher-level management units. Table D-4 lists the major
lianagement/administrative support functions necessary to operate a well-
developed BHC.

This table demonstrates the many management/administrative tasks in
operating the BHC and its programs, particularly the community public-
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health programs. In a well-developed BHC, what would be the staffing pat-
terns necessary to give adequate management/administrative support to
BHC medical/public-health services and programs?

Staffing Patterns for Management/Administrative
Personnel in a Well-Developed BHC

Table D-5 lists the staffing needs of a well-developed BHC for manage-
ment/administrative functions. For the support staff, only the administra-
tor is shown, although there would be clerks, drivers, sweepers, and so forth
in addition. The table shows thai an additional eight management personnel
would be needed, including one community public-health program manager
and five supervisors for the community health programs with three or more
personnel.

Management/Administrative Skills Needed in a
Well-Developed BHC

Table D-5 shows that the doctor and the pharmacist have management/
administrative functions in addition to their medical/public-health job
(doctor) or their technical-support job (pharmacist). The other eight jobs
are purely management jobs. The skills needed for these jobs are shown in
table D-6.

The management/administrative responsibilities of the doctor are
limited if there is a community public-health program manager to manage
all public-health activities. If the doctor remains in charge of this well-
developed BHC, then the doctor must have necessary skills in public-health
subject matter to give effective guidance to the community public-health
program.

In this approach to the management of a well-developed BHC, the doc-
tor retains a primary focus on sickness care and the quality of maternal and
child care in the BHC. Since he has spent about 6 to 8 years preparing for
this job, he should be able to perform this work effectively. The doctor
would require specific training in performance evaluation, communica-
tions, on-the-job training, and motivational methods to supplement his
usual medical education, and he should have adequate training in medical
school in public-health conditions of his country.

The key to the success of the community-health activities is the com-
munity-health program manager. This person should be skilled in public-
health content and basic management. Either a college-degree program in
public-liealth management or a 2-year special course would provide such a
worker with the critical management skills so lacking throughout the devel-
oping world.
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Management/Administrative Functions of Well-Developed BHCs

Function

Necessary components

Activities Needing Function

Planning

Operations management

Evaluation

Demonstration of need

Development of receptive envi-
ronment

Design of the activities and
how to do them

Design of the management-
support systems

Manning of the rystem
Field-testing anu revisions
Start-up planning

Start-up management

Scheduling of services and
workers

Managing use of supplies
and equipment

Controlling the quality of
of work

Managing the support systems

Revising and updating the
system as new information
becomes available

Assessing the results of the
activitics against the plan

The actual planning of BHC
activities is the job of the
Basic Health Services Depart-
ment as part of its research-
and-development  functions.
The activities needing planning
include the individual services
activities, all the public health
programs, (surveillance, immu-
nization, special care, family
planning, school health, safe
water, safe latrine and waste
disposal, public-facilities in-
spection, and health educa-
tion), and the reporting to
higher management units

Responsibility of BHS head-
quarters

Scheduling of individual ser-
vices and workers

Scheduling of community pub-
lic-health programs and wor-
kers

Allocating work among workers

Maintaining flow of patients
through the BHC

Ordering and maintaining in-
ventory control for drugs and
equipment

Supervising work of individual
services activities

Supervising work of community
public-health programs

Supervising reporting to higher
units

Managing the local budget

Managing holidays and personal
leaves

In-service training

Maintaining relations with gov-
ernment officials and other
decision makers

Responsibility of BHS head-
quarters

Responsibility of BHS head-
quarters
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Besides a community-health program manager, middle-level super-
visors are needed to supervise all aspects of the community-health program.
For effective programming, an adequate span of control and middle-level
supervisory skills must be present so that both diagnostic and corrective-
action systems can be developed.

The administrator is another key element in operating effective BHCs.
He maintains control over management-support systems, particularly
financial control, personnel management, and care of the BHC building
and equipment. If these personnel are present, adequately skilled, have ade-
quate budgets, and are adequately supported by higher-level units, the BHC
can be an effective force in reducing the mortality, morbidity, and disability
of its community of 25,000.

D. Management/Administrative Functions of a
Well-Developed Basic Health Services Headquarters

A basic health services headquarters (BHSHQ) has six main jobs:

1. Management of existing basic health service units and their activities
and programs

2. Research and development of new services and programs and research
and development to improve existing services and programs.

3. Coordination with other units of government in areas pertaining to
basic health services.

4. Training of persoanel within the basic health services to maintain and

enhance skills.

Evaluation of BHS activities/programs.

6. Management of BHSHQ itself and other intermediate management
units.

L

Each of these jobs requires the application of the management process—
planning, operations management, and evaluation. Table D-7 shows the
activities needing these functions in the area of basic health services in a
well-developed BHSHQ.

Staffing Patterns Necessary to Effectively Manage a BHS
System

Within the BHSHQ, there should be smaller units to fulfill the major jobs
of the BHSHQ: management of BHCs, research and development of new
activities/programs, coordination with other government units, training,
evaluation, and headquarters administration. Each of these will be dis-
cussed in some detail.



Appendix D 245

Table D-5
Staffing Needs at a Well-Developed BHC: Managment/Administrative
Functions

Cominunity Public-Health

Function Individual Services Programs
Scheduling Doctor Community Health program
Managing use of supplies Pharmacists (drug) Logistics specialist (shared)

and equipment Logistics specialist (shared)

Controlling the quality of work  Doctor Surveillance program supervisor

Special-care program supervisor
Safe-water program supervisor

Safe-latrine and waste-disposal
supervisor

Heaith-education supervisor

Managing the support systems Administrator (for entire BHC)

Table D-6
Managemerii/Administrative Jobs in & Well-Developed BHC
Skills Needed to Perform
Worker Type Jobs Effectively
Doctor Scheduling Planning individual services tar-
gets

Planning hours of operation for
individual services

Allocating work among staff for
individual services programs

Quality control for individual Performance-evaluation  skills
services programs for medical-care activities,
basic teaching and communi-
cations skills, motivational

skills
Community Overall management of com-  Public-health subject matter,
health program munity public health programs  basic planning skills, advanced

operations-management  skills
(all aspects), evaluation skills

Logistics specialists Managing use of suppliesand  Ordering and inventory control
equipment for medical and public-health

equipment
Program supervisors Controlling the quality of work Performance evaluation for

public-health activities, basic
teaching and communication
skills, motivational skills

Administrator Managing the support systems Personnel management, finan-
cial management, information-
system management, physical-
plant management
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Table D=7

Management/Administrative Functions in 2 Weli-Developed Basic Health

Services Headquarters

Function Necessary Components

Activities Needing Function

Planning Existing Programs
Objectives

Outputs

Quality standards

Inputs

New Programs
Demonstration of need

Development of receptive
environment

Design of the services/
programs

Design of the inanagement
support systems

Manning of the system
Ficldtesting and revisions
Start-up planning

Operations management Start-up inanagement

Scheduling of services

Managing use of supplies
and equipment

Controlling the quality

Managing the support
systems

Revising and updating the
system as new information
becomes available

Individual services activities for
BHCs

Community public-health pro-
gram activities of BHCs
Coordination planning for logis-
tics, personnel, finance, trein-
ing

Training activities within
BHSHQ

Research and development of
new activities and programs
for BHCs

Research and development of
new or improved managemsnt/
administrative systems

New activities or programs of
BHCs

New management/administra-
tive systems within BHCs
Within BHS management/ad-
ministrative units

Training activities within
BHSHQ

Within BHSHQ

Of BHCs

Of BHSHQ

Of trainirg within BHSHQ

Of intermediate management
units

Within BHSHQ

All BHS units
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Evaluation Ensuring the progress BHC activities and progranis
toward the objectives

Workers skills after training

BHC Management Unii: Management of existing activities and programs
of BHC:s is mainly done through supervision and statistical reports. Effec-
tive supervisory control requirss a span of control of one supervisor for
each five to eight BHCs. A well-developed BHSHQ with 100 BHCs would
have from thirteen to twenty supervisory teams. Each team would have one
member for supervision of the individual services programs, one member
for supervision of each of the major community health programs, one to
check supply and equipment maintenance, and one for supervising the sup-
port systems. In this situation, there would be eight persons per supervisory
team, or from 104 to 160 supervisory personnel. To maintain an adequate
span of control of the supervisory teams, three to four supervision man-
agers would be necessary plus one person in charge of the entire supervisory
program. Seven to ten clerical personnel would be necessary.

Management of the statistical reporting system would require about
one clerk for each twenty BHCs and one manager for statistical reporting, a
total of six persons in our example. Thus management of existing BHCs
would require about 140 personnel for effective management control exclu-
sive of secretarial help.

Research-and-Development Unit: The research-and-development unit in a
well-developed BHSHQ would have one group concentrating on medical/
public-health services and another group concentrating on management/
administrative functions. Each group probably would have at least five
research-and-development personnel. The total would be not less than ten
persons.

Coordination Unit: The main jobs for coordination within the ministry
involve logistics, personnel, finance, and training. A well-developed
BHSHQ would have a management person in each of these areas plus cleri-
cal support. In our example, a coordination manager and four management
specialists would be adequate plus clerical staff.

Training Unit: The training unit offers in-service training to BHC person-
nel in medical/public-health skills and in basic management/administrative
skills. If each worker is to receive in-service education twice per year for 3
days (once on medical/public-health skills and once in management/admin-
istration—a minimal program), with a class size of twenty to thirty, and
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there are 100 BHCs with eight types of workers in each, then about thirty to
forty trainers would be needed. Six to eight trainer supervisors would be
needed as well as a training coordinator. In addition, four curriculum devel-
opers would be needed and two testing specialists. This curriculum-develop-
ment and testing unit would require a manager. There also would be a train-
ing aids staff of four to eight and a training materials administration staff
of ten or more. The whole training unit would require two senior training
managers and would have sixty-five or more personnel plus clerical staff.

Evaluation Unit: The evaluation unit would evaluate the activities and pro-
grams of existing BHCs and the training unit. It would have specialists for
individual-services evaluation and for each of the community public-health
program types. In addition, it would have personnel in management-sys-
tems evaluation. To support this staff, research-design and statistical per-
sonnel would be present as well as an evaluation manager. Most likely, over
fifteen persons plus clerical staff would work in such a unit in a system
having 100 BHCs.

Headguarters Administration Unit: If the rest of the BHSHQ unit had
about 235 peisonnel plus clerical staff, a headquarters administrative unit
would need twenty-five or more people to manage the personnel records,
office supplies, pay records, and so forth of such a large system.

This analysis shows that about 260 people plus clerical staff would be
necessary to adequately manage a BHS system with 100 BHCs. These peo-
ple could all be in a BHSHQ, or a BHSHQ plus intermediate management
units as an organizational pattern.

Management/Administrative Skills Needed in a
Well-Developed BHS Management System

Table D-8 shows the management/administrative skills needed to optimally
manage a well-developed BHS management system. Of importance is that
some level of management skills—mostly middle-level and advanced-level
skills—is necded to operate a large, decentralized health system effectively.

E. Planning for the Future: The Nature of the Basic
Health Center

Afghanistan is not alone in having unrealistic expectations for the Basic
Health Center. The generally accepted idea of the BHC, based on the work
of John Grant in India in the 1930s and 1940s, has numerous conceptual
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Skills Needed to Perform Optimum
Worker Type Jobs Effectively Qualifications
Supervision pro- Overall manage- Advanced management skills with special MD/MPH/MBA
gram director ment of supervi- skills in performance evaluation, worker
motivation, training, and communications

Supervision team
managers

Individual services
supervisors

Surveillance
program
supervisor

Safe-water
program
supervisor

Safe-latrine and
waste-disposal
program
supervisor

Health-education
program
supervisor

sory program

Direct suparvision
of five to eight
supervisory teams

Supervision of
sickness care,
maternal care,
child care

Supervisionof
surveillance
programs

Supervision of
safe-water
program

Supervision of
safe-latrine and
waste-disposal
program

Supervision of
health-education
program

Advanced medical/public health knowledge

Same as program director

Middle-level management skills

Advanced medical skills and some
public-health knowledge

Middle-level management skills
Middle-level public-health skills

Middle-level management skills
Training in water safety

Middle-level management skills

Training in latrine and waste-disposal
problems

Middle-level management skills
Training in Liealth education

Same as program
director

MD with middle-
level management
training
(certificate)

Senior nurse with
midcle-level man-
agement training
(certificate)

Environmental
engineer with
middle-level
management
training
(certificate)

Environmental
engineer with
middle-level man-
agement training
(certificate)

Health education
(MPH) with
middle-level man-
agement training
(certificate)

flaws. First of all, the BHC is the most peripheral unit of large govern-
mental ministries. BHCs are distributed widely in remote and difficult living
environments. The abilities of developing countries to manage these
remote, decentralized units is extremely limited. Poor roads, lack of tele-
phone communications, and a poorly understood definition of operating
procedures for BHCs contribute to ineffective management.
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Second, the expected jobs of the BHC are too complex. The BHC is not
a simple unit in most developing countries. It is first and foremost a medical
unit for the care of sick people. This is its primary job, because this is what
the people want and expect. They want relief from fear, pain, and suffering
when sick. In addition, in most developing countries, the BHC is supposed
to be the public-health department for its surrounding area. This function is
almost never effective. Why is this?

One reason is that public-health programs are planned activities that
require a degree of management sophistication not commonly found in the
personnel assigned to the BHC. Second, inadequate numbers of personnel
are assignied to do the public-health tasks at a minimum level of effective-
ness. For a community of 25,000 people in the United States, there would be
about 150 people involved in sickness care and over 100 involved in com-
munity public health, including water and sewer department personnel.
How the BHC in Afghanistan is expected to make improvements in com-
munity health for 25,000 people with three medical workers and three pub-
lic health workers is difficult tc imagine.

Third, the training of workers is inadequate and inappropriate to their
jobs at :he BHCs. The doctor in particular is inappropriately trained. A job
analysis of the doctor’s job, as presently conceived, shows that up to 50 per-
cent of his time should be spent in management-related activities. Yet doc-
tors receive no management training and their technical training is urban-
based and hospital-specific. How they can be expected to be effective BHC
managers is also difficult to imagine.

The issues of BHC management need to be faced. Should a doctor with
7 years of technical training spend half his time in activities outside his field
of training? Is he motivated? Is this the best use of his time? If the BHC is
to fulfill community-health functions, perhaps a BHC manager should be
trained to relieve the doctor of the administrative tasks of the BHC. The
doctor and the administrator should jointly plan community programs, and
the administrator should be responsible for their implementation. This
administrator should have a college degree and specialized training in BHC
management. However, as shown in subsequent paragraphs, the BHC
needs to be redefined.

Fourth, the management of a Basic Health Center System, as presently
conceived, is too complex a management task for most developing-country
ministries. A well-developed BHC would have four or more medical-care
programs and up to nine community-health programs. Each medical-care
program and each community-health program have multiple subcompo-
nents that require management control. The amount of information needed
to manage this number of functions correctly is extremely large. The con-
version of these data into processed information in a form for management
decision making requires the analysis capabilities of the Basic Health Ser-
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vices Department to be at least moderately sophisticated. This rituation is
not likely to be found in personnel working in health ministries. In fact, the
design of such an information system is a complex task that might take 3
years of high-level technical assistance to develop and field test before any
management at all might occur.

In addition, the abilities of developing-country health ministries to

respond to performance deficiencies are limited. Most of the required man-
agement-support systems to correct deficiencies are underdeveloped. These
systems must be designed, field tested, and staff trained in such a way that
.all the systems begin to function well about the same time. This systems-
analysis and design capability is usually missing, and the need for it is
poorly perceived in health ministries dominated by doctors trained in hospi-
tal medicine.

Fifth, the financial constraints on poor countries limit the number of
activities they can successfully pursue. Afghanistan was spending 40 cents
per capita on health. Only 12 cents went to basic health services. To achieve
anything with 12 cents per capita takes careful planning and cost-benefit
types of analyses. These analyses are rarely done, so ambitious programs
are underfinanced and hence understaffed. As a result, cach program func-
tions at less than minimum standards for possible effectiveness. Thus
morale plummets, cynicism sets in, personnel begin to look out for them-
selves, and the system becomes corrupted,

What Should Be Done?

The goal of the health system is to provide sick people with relief from fear,
pain, and suffering and to improve the health status of the people. For this
to be done, people must receive medical services upon demand in the closest
possible areas to their homes. The majority of sickness problems are simple
ones and, as this project has shown, can be successfully handled by trained
villagers. The job of the BHC is to be the first referral point for problems
villagers themselves cannot solve. To do this job, the medical capabilities of
the staff must be well developed through specific training for providing
medical services in a BHC setting. They must have adequate supplies of
emergency drugs at all times as well as well-functioning emergency equip-
ment. BHC workers must have emergency and minor-surgical skills to be
effective. The medical job should be the main job of a streamlined and sim-
plified BHC. The job of the government is to develop as many of these low-
cost units as possible and distribute them widely among the population to
support trained villagers giving primary care.

The community public-healtk jobs are complex and require adequate
manpower, skilled planners, and operations managers backed up by ade-
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quate management units witii supervisory and evaluation capacity. In most
developing-country settings, the health of the people would be bciter served
by separating the public-health jobs from the BHC. In developed countries,
with all the skills in higher levels, the public-health departments are kept
separate from the medical units. It is unlikely that developing countries with
lesser-trained personnel can do what developed countries cannot. The BHC
should not have public-health jobs in the community. Other units should be
developed that can refer community-health problems requiring sickness
care to the BHC, but which can take care of other community-health prob-
lems themselves. In the financially deficient developing-country situation,
each community-health activity should be carefully studied for manageabil-
ity and cost-benefit, and only one or two activities should be implemented
in the beginning. If this occurs, the managers will be able to grow in skills at
the same rate the jobs require, and the personnel for each program will be
sufficient to achieve minimum effectiveness.

Recommendations for BHCs and Public Health in Rural
Developing Courtries

The following recommendations are certainly applicable for the least-devel-
oped countries. Countries moderately to well-developed should consider
adding other jobs to the BHC only if their management systems are ade-
quately staffed and developed.

1. Simplify the BHC. Limit the number of services that the BHC performs
to medical care at the BHC. Planned activities requiring community
involvement should be limited to deliveries on request and tuberculosis
defaulter follow-up.

2. Determine the numbers of personnel needed by an analysis of demand.
The types of personnel should be doctor(s) if enough exist in the coun-
try or middle-level paramedical workers plus female health workers and
perhaps another person such as a male nurse to assist with dressings and
to do the tuberculosis follow-up.

3. Determine the standard drug lists for this unit and ensure adequate sup-
plies and a resupply capacity. Determine the cost of this system to be
effective, the manpower needs and skills, and the transport require-
ments and develop an effective system. Do not scrimp on this system.
Budget it fully, and do it right.

4, Develop a standard medical equipment list for this simplified unit with
equipment for emergency care and minor surgery. The BHC cannot
just be a pill-dispensing operation.

5. Design and field-test management-control systems to monitor the qual-
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ity of medical care rendered by the BHC. Medical-care standards must
be developed, and performance must be compared with the standards,
The analysis capability of the management units must be developed so
that the data can be converted into tabular and graphical displays of
processed information that compare performance with standards and
trends over time. The complexity of this simplified information system
will tax the capability of most developing-country ministries.

Make sure the ministry can take corrective actions for deficiencies
found. Ensure that adequate positive and negative incentives exist to
reward good work and punish poor work caused by lack of motivation.
Have an adequate training capacity to remedy poor performance
caused by lack of skills.

. The training capacity of the management units for BHCs must be

planned to be able to react to deficiencies found, but also to have stan-
dardized practical training to prevent skill decay and to give new skills.
New skill development is not the primary function of a continuing-
education unit. Basic skills must be developed in the basic training pro-
grams: medicine, nursing, and paramedical schools. Make sure that the
budgets and manpower needs are ruet.

. Conduct a careful cost-benefit analysis for community public-health

programs. Determine the minimun: budgets, manpower requirements
(services and management-control personnel), transport requirements,
and supply requirements for each program. Make a priority list of pro-
grams based on expected benefit, costs, and complexity of manage-
ment. Determine, based on the budgets available, how many of these
programs should be developed correctly. Do those and do not do the
others until more budgets become available. An ineffective program is
not worth doing.

Have an entirely separate services and management structure for the
community public-health programs. Do not have the same managers
attempt to manage the BHC and the community public-health pro-
grams. The nature of the jobs is very different.

Train public-health workers in management techniques as well as the
content of public-health practice. Stress applied learning in the field.
Carefully analyze overseas training programs to try to get programs
with a primary management focus that use public-health knowledge to
do things.

. The final result will be numerous simplified BHCs spread throughout

the country. They will provide medical backup to trained villagers who
give the primary care in the villages. In addition, perhaps at different
levels of population, there will exist public-health departments, sepa-
rately managed, that will carry out one or more public-health programs
based on the priority list and budget available. The public-health
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departments will be managed best by a nonphysician college graduate
with special training in public-health management.

Recommendations for Donor Planning and Phasing of
Projects in Rural Health

The following recommendations for donor planning and project phasing in
rural health should increase both the effectiveness and efficiency of rural-
health projects.

1. Consider carefully the reccommendations made for the nature of the
BHC and for management of the BHC.

2. Consider carefully the recommendations made for analysis and devel-
opment of public-health programs, particularly the needs for each pro-
gram to be adequately budgeted and staffed to perform at some prede-
termined minimum standard.

3. Think of projects in phases. Phase 1 should take from 1 to 2 years, and
the following activities should occur:

a.

Send as many developing-country managers or potential managers
abroad for basic management tra. 1ing related to medical care and
public health in developing ccuntries. These courses will be 1 to 2
years long.

Send as many developing- ~untry trainers or potential trainers
abroad for training in technical areas of training: job analysis, train-
ing-objectives development, development of learning activities,
course sequencing and planning, pedagogy (how to teach), and stu-
dent evaluation and testing. These programs will take 1 to 2 years to
complete.

While workers are abroad receiving management and educational
science training, have technical experts assist the government with a
thorough analysis of the BHC’s jobs, its personnel requirements, its
management requirements, and its evaluation requirements.
Develop predetermined minimum standards for all nccessary man-
agement-influenced activities.

Study the curricula of the basic training institutions for appropriate-
ness to the needs of the country, and recommend changes.

Conduct a thorough cost-benefit analysis, using technical experts,
that will try to determine expected benefits in reducing mortality,
morbidity, and disability by means of different public-health pro-
grams. Determine the budget and staffing requirements for each
program to attain an acceptaole minimum standard of effectiveness.
Rank the programs and determine which should be attempted first.
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Design carefully the service packages and management requirements
for the planned programs, and, if possible, pick leaders and begin
staff development training,.

4. Phase 2 activities are implementation-related. By this time, the overseas
trainees should have returned. They should not be involved in time-
consuming educational advancement during implementation. If further
people are to go abroad, they should be people who will be involved in
phase 3 activities. Phase 2 will take 3 to 5 years, and the following activ-
ities will be undertaken:

a. Involve the managers in the development of the medical-care man-
agement-control systems and develop, based on a priority list, the
first management-control systems and plan for staff training and
system start-up.

b. Assist the basic training institutions in changing their programs to fit
the needs of the country.

c. Set up the continuing-education training unit and develop curricula
based on a survey of deficiencies in skills of BHC workers. Do not
develop curricula for problems caused by poor motivation and man-
agement. Begin training.

d. Do the detailed design for the public-health programs that will be
implemented. Consider the services requirements, the management
requirements, and the staff-development requirements. Begin train-
ing of public-health department managers who are college graduates
if possible. Their training in public-health management will take 9
months to a year. Begin implementation of top-priority program in
the second year of phase 2. Do not add new services to public-health
departments without careful analysis of the management-control
requirements for any new service.

5. Phase 3 activities include the further improvement of the medical-care
management-control systems and, if budget is available, the design and
implementation of second-priority public-health programs. In addi-
tion, an evaluation of progress so far should occur with particular
emphasis on iinprovements in the curricula of the basic training institu-
tions and how their graduates, if any, are performing in the BHCs or
the public-health department activities.

These recommendations should achieve an orderly development of the
rural-health systems. Another requirement for the success of planned pro-
grams is political stability, but well-designed and implemented public-health
systems should survive changes of governments.



Pppendix E:

Training Methods of the
National Traditional
Midwife (Dai) Program
of Afghanistan

John W. LeSar

One of the reasons that the National Dai Training Program in Afghanistan
has been successful has been that an illiterate village dai, after the dai basic
training course, can demonstrate to health rofessionals that she can take a
medical history on a woman or child, perform a satisfactory physical exam-
ination for important physical signs, make a correct assessment of the
severity of the problem, advise appropriate treatment (including referral),
and give health education. How can an illiterate woman demonstrate these
things after only 5 weeks of training? The answer lies in the dai training
methods.

The National Dai Training Program uses a carcfully organized
approach to training based on an analysis of the jobs the dai must do in her
environment. This organized approach has been called training by objec-
tives or criterion-referenced instruction by educational experts. Besides
being a carefully designed approach to training, this method of training
gives detailed and specific information about how the program is dcing—its
weak points and its strong points. Thus the training managers can be
responsible for many training teams and know how students in each pro-
gram are doing for any given subject area of the curriculum (for example,
prenatal care) or for any given nrocess area of the curriculum (for example,
history taking). This feedback information about student progress and per-
formance allows iminediate modifications to improve weak training areas,
and the training progran:s steadily improve. In addition, because the cuiric-
ulum is carefully designed and easily evaluated, it is easy for trainers io use.
It is easy to teach the trainers how to use the curriculum, and it is easy to
evaluate the trainers as well as the students.

The training methods wili be described by their critical components,
which are listed below. It is necessary that all these components be suczess-
fully addressed if high-quality, relevant training is to be achieved.

Job analysis

Development of training objectives
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Course planning

Development of learning activities
Development of teaching materials
Development of studeni-evaluation methods
Teacher training

Good recruitment and selection methods
Good training environment

Support of the graduate

Feedback system for i mprovements

How the National Dai Training Program used this systematic approach in
the training of village traditional midwives will be described in this section.

A. Job Analysis

Job analysis is the process of determining very specifically what the worker
must do in a job. It compares the desired performance to the actual perfor-
mance and, where discrepancies exist, develops task-mastery lists that guide
the training process.

The program strategy, based on analyses of the health situaticn, the
demographic situation, and the current and projected status of the govern-
ment heaith system, led to the determinatien of the role and responsibilities
of the dai in the overall plan for improving che health of the rural people of
Afghanistan. The role of the dai is to provide primary health care to women
and children under the age of 5 years in rural areas where access to the Basic
Health Centers is difficult or where trained female health workers do not
exist. The responsibilities, therefore, are to distinguish normal and not seri-
ously sick people from high-risk and seriously sick people, to refer high-risk
and seriously sick people to the Basic Health Center or hospital, and to
offer treatment and health education to normal and not seriously sick peo-
ple. From this definition of the role and responsibilities of the dai in the
overall health system of Afghanistan, a list of desired performance skills
was developed; the list follows.

Maternity Care

1. Prenatal care: Recognition of a nc- mal from an abnormal or high-risk
pregnancy; referral of the abnormal or high-risk pregnancy; nutritional



Appendix E 259

treatment of a normal pregnancy; health and nutritional education for
the normal pregnancy.

Labor and delivery: Recognition of the normal from the abnormal
labor; techniques of safe delivery of the vertex (head) presentation;
techniques for safe delivery of the placenta; recognition of problems of
the newly born baby; techniques of care of the newly born baby; refer-
rai of women with abnormal labor and/or delivery; referral of newly
born babies with probleins.

Postpartum care for mothers: Recognition of the postpartum woman
with complications; referral of the postpartum woman with complica-
tions; education of the postpartum woman about breast care, nutrition
while lactating, and hygiene.

Postpartum care for children up to 1 month of age: Recognition of the
normal infant from the sick infant; referral of the sick infant; educa-
tion of the r-other about care of the infant in the first month of life.
Family-planning education: Reasons for family planning; methods of
family planning; education of the mother about family planning.

Child Care for the Under-5 Child

1.

Recognition of the normal, seriously sick, and not seriously sick child.

2. Tentative diagnoses for seventeen common conditions of childhood,

incleding malnutrition:

Not Seriously Sick Seriously Sick

Malnutrition without infection Fever without other findings

Eye infection Fever with malnutrition

Mild sore throat Fever with rash

Mild cough Fever with swelling

Mild diarrhea without Fever with a full soft spot or stiff
dehydration neck

Nondangerous skin infections Fever with earache

Worms Fever with pus in the throat

3.

Fever with difficult, rapid, wet
breathing 0. cough with sputum

Fever witn painful or hard abdomen
Dehydration

Treatment for five common cenditions using nonprescription drugs
and nutritional therapy; referral of other conditions.

4, Education of mothers of children about general care of the under-5
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child; nutrition and feeding; prevention, recognition, and treatment of
the child with diarrhea (including the preparation and use of oral rehy-
dration materials); and prevention, recognition, and treatment of eye
problems, skin problems, and worms.

From studies concerning the dai in rural Afghanistan, the following
facts were known:

The average dai was about 50 years old
The clientele of the dai were generally from the same neighborhood

Dais learned skills from other dais (usually family members) and from
observing and assisting many deliveries

Dais had some correct practices, helpful or harmful, and many poor
practices, especially related to the mechanics of delivery

Thus, while the dai had much knowledge and experience, her skills were
based on indigenous systems and were of uneven quality. There were also
many gaps in her knowledge, attitudes, and practices. For this reason, the
preceding list was adopted as the ‘‘task-mastery list’’ from which the basic
curriculum would be derived.

After three or four training classes had been conducted, it was decided
to add some other tasks to the task-mastery list of the basic course. These
tasks were to develop interpersonal and health-education skills and are as
follows:

Why people do things in certain ways

Why change takes a long iime

How to find out problems

How to introduce new ideas

Thus the job analysis, based on the roles and responsibilities of the dai
in the overall health system of Afghanistan, the actual performance of the
dai in the rural areas at the time the program began, and early experiences in

training of dais led to the task-mastery list from which the curriculum was
derived.

B. Development of Training Objectives

The development of clear, concise behavioral objectives that specify the
actions workers must do in their work, the conditions under which the
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actions are to be accomplished, and the minimum standard competencies
for each task form the basis of the CRI approach to training. The training
objectives are ithe roadmap that guides the teacher and student through the
training process so that skills on the task-mastery lisi are transferred to the
student at predctermined levels of quality.

The development of the training objectives is a difficult task for the
training-program designer. If the training objectives are clear and concise,
if each training objective builds on the successful mastery of the previous
ones, and if gaps in fact or logic are avoided, the student can smoothly pro-
gress through the training course. If the olijectives are not clear, carefully
sequenced, and factually and logically consistent, the student becomes con-
fused. This is why good design is critical to successful training.

If the training objectives satisfy the preceding conditions, the evalua-
tion of student progress is easy because it derives directly from the training
objectives and teaching points. The curriculum of the National Dai Train-
ing Program used this approach to provide the high-quality instruction
necessary to train people with little or no formal education who work inde-
pendently of better-trained health workers. How the dai curriculum was
derived will be demonstrated in the following sections of this appendix.

An Example

If the reader looks again at the task-mastery list, the first task to be mas-
tered is recognition of the normal from an abnormal or high-risk preg-
nancy. The job of the curriculum designer is to develop training objectives
that, once mastered, will fulfill this task.

The National Dai Training Program curriculum divides this task of
problem recognition into three topical areas. These are history taking, phy-
sical examination, and diagnosis. Through the use of the data-collection
techniques of history taking and physical examination and using specified
criteria for the diagnosis, the dai arrives at the correct answer. Thus, for the
example of recognition of the normal from the abnormal or high-risk preg-
nancy, three training objectives were developed that describe the behaviors
necessary to accomplish this task. These are shown in table E-1.

In other words, by asking specified questions and examining the preg-
nant woman for specified abnormal signs, the dai can collect the critical
information. Once the information is collected, the dai, using the eleven cri-
teria for recognition of the high-risk or abnormal pregnancy, makes the
diagnosis of normal pregnancy, abnormal pregnancy, cr high-risk preg-
nancy.

For each objective, there are a series of teacking points. The teaching
points for the first two training objectives in prenatal care are shown in
table E-2. The teaching points tell the dai exactly what to do. They are
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Table E~1
Training Objectives for Recognition of the Normal from an Abnormal or

High-Risk Pregnancy

Topic Training Objective

History taking 1. Recite the seven questions to ask every
pregnant woman

Physical Examination 2. Demonstrate the five abnormal signs to
look for in every pregnant woman

Diagnosis 3. Recite the eleven points about how to
recognize a high-risk or abnormal preg-
nancy

Table E-2
Teaching Points for the First Two Training Objectives in Prenatal Care

Topic Training Objective

History-taking Recite the seven questions to ask every
pregnant woman
Teaching Points
. How old are you?
. How many pregnancies have you had?
. Have you had bleeding?
. Have you had difficult deliveries?
. Are the rings on your hands too tight?
. Are you having frequent, bad headaches?

. Have you had a cough for more than 2
weeks or a cough with blood?

N AW N -

Physical Examination Demonstrate the five abnormal signs to

look for in every pregnant woman

Teaching Points

1. Observe the eyes, gums, and fingernails
for paleness.

2. Feel the abdoraen to determine if the baby
is sideways in the womb.

3. Squeeze the hips together to determine if
there is pain.

4. Observe the face and hands for swelling.

5. Measure the height by using reference

mark to determine if the height is under
145cm.,




Appendix E 263

Table E-3
Teaching Points for the Third Training Objective in Prenatsl Care

Topic Training Objective

Diagnosis Recite the eleven points about how to
recognize an abnormal or high-risk preg-
nancy

Teaching Points

. Age over 40 or under 16

. More than five pregnancies

. Bleeding from vagina

. History of difficult deliveries

. Swelling of hands so rings are tight

. Frequent severe headaches

. Very pale eyes

. Baby sideways in the womb

. Painful hips

. Shorter height than 145 cm

. Cough for more than 2 wceks

—
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derived from the state of medical knowledge about normal, abnormal, and
high-risk conditions and the epidemiologic situation of rural Afghanistan.

Once the dai knows the history questions and can do the physical exam,
the third training objective gives the criteria for abnormal or high-risk
women. The teaching points are shown in table E-3.

The reader can see the clarity, conciseness, careful sequencing, and
factual and logical consistency of the training objectives. It is not difficult
for the dai to make the diagnosis of normal, abnormal, or high-risk preg-
nancy once trained in this manner. Not only that, the training objectives are
focused on the sequence of events the dai must perform to make the diag-
nosis, that is, ask questions and examine patients.

This approach works because of the epidemiology of maternal health
problems. It is known that more than 80 percent of women will have normal
pregnancies. The abnormal and high-risk groups contribute almost all the
deaths and complications owing to pregnancy. Thus, using this approach,
the dai can care for over 80 percent of cases and refer the abnormal or high-
risk group to better-trained workers in, hopefully, better-equipped facili-
ties.

Once the dai has made the diagnosis, she has two main categories of
tasks to perform: give treatment (including referral) and give health educa-
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tion. For the abnormal or high-risk woman, the treatment is referral. For
the normal pregnancy, the prenatal treatment is health education. Most of
the remaining time is spent in health education. The remaining training
objectives for prenatal care are shown in table E-4.

Thus the training objectives for the dai curriculum are divided into five
topical areas: history taking, physical examinations, diagnosis, treatment,
and health education. Each subject area of the curriculum uses this topical
categorization. This repeating format makes learning easy for the dai
because it is based on the sequence of events she must use with each patient.
It is also critically important for evaluation, as will be shown later.

C. Course Planning

Once the training objectives are determined, the course designer must plan
the organization of the course. This includes the development and sequenc-
ing of teaching units and the development of learning activities, as well as
certain other considerations.

Development and Sequencing of Teaching Units

The dai training objectives fell into natural training units based on the job
analysis and natural sequences of pregnancy and child care. The units were
as follows:

Pregnancy care

Prenatal care

Labor and delivery
Postpartum care for mothers
Postpartum care for babies

Family-planning education
How to give health education
Medical care for the under-5 child

Nutrition/malnutrition
Diarrhea

Eye problems

Skin problems

Throat and respiratory problems
Worms

Wound care

Other selected problems
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Table E-4

The Remaining Training Objectives for Prenatal Care

Topic Training Objectives

Treatment 4. Recite one point about treatment of the
abnormal or high-risk woman.

Education 5. Recite six teaching points about self-care

during pregnancy

6. Recite four teaching points about what the
pregnant woman should eat every day

7. Recite five points to tell the mother about
danger signs of pregnancy

8. Recite five teaching points about protec-
tion of the pregnant woman and her
family from tuberculosis

9. Recite five items to tell the mother to
prepare for delivery

Other Considerations in Course Planning

There were certain considerations in the course planning process. These
were as follows:

Training units should start with familiar areas and go to nonfamiliar
areas,
The training units should be based on the learning process.
The training should be related to prevailing expectations.
The training should help build the training group.
The training should incorporate unifying themes.
The training units should be consistent.
Familiar to Nonfamiliar: With persons who are not used to formal train-

ing, it is important to begin with familiar topics. Thus the training program
began with pregnancy care.

Based on Learning Process: The training units followed the natural course
of pregnancy over time. Within each training unit, the natural process of
investigating the problems of sick people was followed (history taking, phy-
sical exam, and so forth). Learning theory was followed by beginning with
tasks involving simple recall (history taking), followed by more complex
psychomotor tasks (physical exam), and then followed by the highest form
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of learning, synthesis (diagnosis). These natural sequences maximize the
learning process.

Based on Prevailing Expectations: The training units did what the dais
thought they would do—trained them in how to do their work in better
ways. Theory was not prominent, nor was there unnecessary anatomic and
physiologic detail.

Building the Training Group: It is important to build cohesiveness within
the student group and between the teachers and the student group. This was
accomplished by having the dais live together (some dais iived nearby to the
course and did not stay overnight, but ate lunch at the class site), and with
the teachers, by having dai training teams capable of teaching in two differ-
ent languages, and by having an emphasis on group work during the train-
ing sessions.

Incorporating Unifying Therses: The unifying themes of the dai training
course were the importance of health education, the importance of referral
of serious or high-risk cases, and the importance of service to the com-
munity.

Consistency of Training Units: Considerable effort and many revisions
were required to make each part of the dai curriculum internally cornsistent
with and mutually reinforcing of every other part. This technical work is
critically important in guaranteeing clear understanding of course mate-
rial—particularly for health education—so that each dai gives similar mes-
sages on the subject matter.

Development of Learning Experiences

Learning experiences aie situations in which the student will either experi-
ence the future work task under supervision or, in cases where direct experi-
ences are difficult, will experience the task through simulation. The learning
experiences are developed after the training objectives, and each set of
learning is based on a training objective. The characteristics of good learn-
ing experiences are listed below:

They involve the student in the learning process; that is, the student
actively participates in the learning task.

They break tasks into small steps and let students experience each step
at a rate where successes are maximized.
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They use practical, everyday examples to clarify teaching points.

They draw on students’ backgrounds and own experiences to relate to
subject matter.

They give students a chance to ask questions during experience.

They give students a chance to follow experience with reflection and
discussions.

They repeat tasks with increasing responsibilities.
They use simulations effectively and maximize active participation.

They encourage value formation as well as skill development.
Examples of how the Dai Program followed these principles follow.

They Involve Students in the Learning Process: The teaching methods
determine the extent of student involvement. Figure E-1 shows the differ-
ences in teaching methods from the passive-trainee role to the active-trainee
role. From this figure it can be seen that lectures are the worst form of
instruction and that direct supervised experience is the best. The examples
from the dai curriculum shown in table E-$ illustrate the principles of active
learning. In the dai curriculum, learning experiences in the teacher’s guide
are called ““How to Teach This.”’

Passive-trainee Active-trainee
role role
Lecture v
Lecture-discussion Y
Demonstration ]

Conlerence y

Case study v

Role playing ]

Supervised
Experience

Figure E-1. Teaching Methods and Trainee Participation
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Active Learning in the Dai Curriculum

Topic

Objectives and Teaching Points

How to Teach This

1.0 1.1 Recite the seven questions to ask

Histery taking

every pregnant woman,

Teacking Points

1.

How old are you?

2. How many pregnancies have you
had?

3. Have you had bleeding?

4, Have you had hard deliveries?

5. Are yourrings too tight?

6. Are you having frequent bad head-
aches?

7. Have you had a cough for more
than 2 weeks or a cough with
blood?

2,0 2.1 To examine pregnant woman for

Physical examination

five abnormal signs.

Teaching Points

Observe eyes, gums, and skin for
paleness.

. Feel abdomen to determine if baby

is sideways in womb.

. Squeeze hips together to determine

if there is pain.

. Observe face and hands for swell-

ing.

. Measure height by using reference

mark on dai (145 cm) to determine
if height is under 145 cm,

. Discuss why it is important to know

about high-risk conditions.

. Have the dais practice asking the

seven questions of each other.

. Have the dais practice asking the

questions of pregnant mothers.

. Have the dais memorize the seven

history questions

. Discuss the five physical signs of

high-risk and the dai's expericnce.

. Have dais perform exams on each

other ard on instructors,

. Perform examination on pregnant

patients, including height of pa-
tient,

It can be seen that discussions and supervised practice are the predomi-
nant learning modes. Role playing was often used to act out the learning
experience. This was a favorite learning experience of the dais, who loved to
pretend they were in the village. One dai would often be the patient, and
another the dai, as they demonstrated how they handled problems. Dais
actually used clothes and even turbans to make role playing more realistic.
Dais did not mind pretending to be men. Table E-6 illustrates the use of
stories and case studies.

It is also important to have repetition of critical steps in the learning
process. Overlearning and constant repetition under supervision are impor-
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The Use of Stories and Case Studies in the Dai Curriculum

Topic Objectives and Teaching Points How to Teach This
3.0 3.1 Recite eleven points about how to 1. Tell stories or case studies about
Diagnosis recognize a high-risk pregnancy. pregnant women and have dais
, . decide whether pregnancy is normal
Teaching Points or high-risk
1. Age over 40 or under 16 . Have dais diagnose high-risk preg-
2, More than five pregnancies nancy by asking history questions
3. Bleeding from vagina and by examinations.
4. Difficult deliveries . Have dais tell stories of their
' . . . experiences.
5. Swelling of hands so rings are tight

. Frequent severe headaches

. Very paleeyes

. Baby sideways in womb

. Painful hips

10. Shorter height than mark on dai
11, Cough over 2 weeks or cough with

o O -3

blood
4.0 4.1 Recite one point about treatment 1. Discuss patients and create stories
Treatment of the high-risk pregnant woman. of pregnant women who are high-
Teaching Point risk or normal.,
eaching Poin ! -
& L. 2. Discuss traditional treatments and
1. Refer high-risk women to the discourage harmful ones.

kealth center or hospital

tant in the training of people with little or no prior education. The preceding
tables demonstrate the use of repetition of previous steps.

They Break Tasks into Small Steps: The progression of teaching objectives
and learning experiences is sequential, with each task building on the previ-
ous skill. In the preceding tables, the progression from history taking to
physical examination to diagnosis to treatment is shown. Table E-7 finishes
this particular sequence.

They Use Practical, Everyday Examples to Clarify Teaching Points: The
use of role playing and story telling allows the teachers to lst the dais lcarn
using their own experiences. The learning experiences from the diagnosis
and treatment sections demonstrate this point.

They Draw on Students’ Backgrounds and Own Experiences: The use of
role playing and story telling also demonstrate the use of the student’s own
experiences.
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The Final Sequence of Teaching Points in the Dai Curriculum fr,r
Pregnancy and Child Care

Topic Objectives and Teaching Points How to Teach This
5.0 5.1 Recite five teaching points about 1. Ask dais what they do.
Education self-care during pregnancy. 2. Encourage good points.

Teaching Points 3. Teach five points about self-care.

1. Do not wear tight clothes. 4. Have dais practice on each other

2. Bathe at least two times a week. (role playing).

3. Rest frequently by lying down with 5. Have dais practice on patients.

feet up. 6. Demonstrate vaseline application.
4. Smoke less. 7. Praclice reciiation for memoriza-
5. From 7 months of pregnancy, tion.

massage breasts with vaseline each

night and wash breasts each mor-

ning (mainly primapara).

5.2 Recite four teaching points about 1. Ask the dais what they do in their
protection of mother and family practice.
from tuberculosis. 2. Encourage good practices.

Teaching Points 3. Teach the four points about protec-

1. Cover mouth when coughing be- tion.

cause tuberculosis is spread through 4 Have dais practice on each other
the air. (role playing).

2. Clzan clothes of a tuberculosis pat- 5. Have dais practice on patients.

tient separately from the rest of the R . . .
family. 6. Practice reciting the teaching poi-ts
) for memorization.
3. Do not cough in baby’s face when ) ..
: 7. Explain that tuberculosis is trans-
breastfeeding. , ‘ A
. . . mitted by air most of the time.
4, A person with active tuberculosis
must sleep and eat apart from the
family. The person should not kiss
babies or children.

5.3 Recite four teaching points about 1. Discuss why foods are important:
what the pregnant women should body building, energy, protection,
cat every day. 2. Discuss costs for their patients and

Teaching Points what women eat and why.

1. Eat yoghurt or drink milk. 3. Have duis §hop for food and fix a

) balanced diet meal.

2. Eat vegetables and fruits. . .

X 4, Emphasizc importance of gaining

3. Eat meat, liver, eggs, or WFP weight.

rations. .
5. Demonstrate use of WFP rations.

4. Eat bread or cereal.
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Table E-7 (continued)
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5.4 Recite five items to tell the mother

to prepare for delivery

1. Demoustrate how to clean the

cloth, dry cloth, cut cloth, and store
it for each type of use:

Teaching Points a. forcord
1. Clean, sun-dried cloth and plastic b. for under mother at relivery
cloth, c. for baby

2. Small cloth for wrapping baby.

. One new razor blade.
. One large basin for bathing ti.e

baby.

. Prepare thread and gauze.

d. for baby's eyes
e. for perineal pads

. Demenstrate hcw to pack a cord

kit:
a. razor blade
b. thin cloth for cord

. Piactice for each dai at least two

times.

They Give Student a Chance to Ask Questions during Zxperience: The dis-
cussion sessions are interactive; that is, thie student and the teachers interact
together. The discussi»ns in the Dai Program encourage questions, and the
use of another trained :dai as a teacher reduces the shyness of students in
asking questions.

They Give Students « Cbzuce to Follow Experience with Reflection and
Discussions: The training environment of the Dai Program was designed to
use the evenings for reflection and discussions. The students and teachers
lived together, ate together, and reiaxed together in the evening, where talk
often turned to problems of pregnancy and children, and where students
considered their learning experiences and discussed their day with fellow
students. It often seemed that as much learniug occurred in the evening as
during the day, and the evening sessions contributed greatly to value forma-
tion and feelings of positive self-worth.

They Repeat Tasks with Increasing Responsibility: Since the training is
sequentially developed, the students practice each prior step while learning
the new one. The students also begin practicing on themselves, then on plas-
tic pelvic models or babies, as needed, and then on peopie at the BHC or
local hospital. As training progresses, the experiences are repeated with less
instructor supervision so that by graduation, independent assessment, treat-
ment, and education are being done.

They Use Simulation Effective’y and Maximize Active Participation: Cer-
tain training objectives cannot be met by supervised experience. Therefore,
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Table E-8
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The Use of Simulation in the Dai Curriculum

Topic

Objectives and Teaching Points

How to Teach This

4.0
Treatment

4.2 Tell and demonstrate the two
things the dai should do during
delivery.

Teaching Points

1. In head presentation, place one
hand on baby’s head to guide the
birth and prevent tears.

2. Check for cord around the neck.

3. If loose, pull cord over head. If
tight, complete delivery.

4.3 Tell and demonstrate the two
things the dai should do immedi-
ately after delivery of the baby
before cutting the cord.

Teaching Points

1. Turn baby upside down to allow
fluids to drain out.

2. Seeif baby is breathing normally.

4.4 Tell and demonstrate the four
stepe the dai should use when
cutting the cord before delivery of
the placenta.

Teaching Points

1. Tie the cord one finger away from
the baby.

2. Clamp the cord on the side closest
to the mother.

3. Cut the cord between the tie and the
clamp.
4. Cover with a clean cloth.

1. Demonstrate with pelvic model.
2. Trip to hospital to observe delivery.

1. Have each dai practice action in
sequence model,

1. Practice with model.

simulations should be used to involve the student in active learning. Table
E-8 illustrates the effective use of simulation in the dai curriculum.

They Encourage Value Formation: The use of story telling, case studies,
and reflection and discirssion contribute to value formation. By graduation,
dais feel themselves to be an important health resource to their village.
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Table E-9

Teaching Materials in the Dai Teacher's Guide

How to Teach This Teaching Materials

1. Discuss why foods are important; 1. Examples of each kind of food,
body building, energy, protection have a free lunch with a balanced

meal for a pregnant woman,

2, Discuss costs for thei tients and
oitss costs for their patients an Dair should buy the food.

what women eat and why

3. Have dais shop for food and fix a 1. WFP rations
balanced meal 3. Ccoking utensils
4. Emphasize importance of gaining 4. Money
weight
5. Demonstrate usz of WFP rations.
1. Demonstrate how to clean the 1. Soap from bazaar
cloth, dry cloth, cut cloth, and store 2. Basin
it for each type of use.
a. forcord 3. Cloth
b. forunder mother at delivery A, Scissors from midwifery kit
¢. forbaby 5. Razor blade

d. for baby's cyes
e. for perineal pads

2, Demonstrate how to pack a cord
kit:
a. razor blade
b. thin cloth for cord

3. Practice for each dai at least two
times

D. Development of Teaching Materials

The development of teaching materials is important to illustrate points
where supervised practical experiences are difficult, The instructor must
plan aheac so that he or she has the required materials at the time of teach-
ing. Table E-9 demorstrates how teaching materials are incorporated into
the teacher’s guide.

E. Development of Student-Evaiuaiion Methods

The evaluation of health-worker training is important, particularly for vil-
lage-based workers. There must be conclusive evidence that the worker has
skills to implement acceptable quality primary care in the village. The Dai
Program had a strong evaluation system—both in individual performance
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evaluation and in analysis of group-performance data to modify the teach-
ing program. The following types of skill evaluation of dais were done:
technicai skills and interpersonal skills.

Technical Skills

The evaluation of technicai skills involved evaluation of knowledge skills
(recall, discrimination, synthesis) and manipulative skills (how to do things
with one’s hands). The Dai Program used both test-measurement instru-
ments and non-test-evaluation instruments to evaluate technical skills.

The program used an oral pretest and posttest instrument to evaluate
.tudent progress in knowledge skills over the course of the program. The
example is from the evaluation of prenatal care. It can be seen how this
carefully follows the training objectives and teaching points as these stress
practical application of knowledge needed to deal with patients. The evalu-
ation was given orally, thus allowing both pretests and posttests to be on the
same page.

The principle of criterion-referenced instruction is iliustrated in the
evaluation form in figure £-2. Each test question has criteria for passing.
Thus each student receives a pass or fail on cach question, and the number
of ques.ions answered correctly (criteria satisfied) becomes the score of the
student. As will be demonstrated later, gronp analysis using this format
gives extremely good information about the aggregated data, that is, the
whole class. Therefore, the evaluation is useful for individual scoring and
for group analysis.

The program also uses three non-test-measurement instruments, which
are the anecdotal record, the checklist, and the rating scale. The anecdotal
record is a factual report of a significant incident in a student’s perfor-
mance. For example:

The dai, Gul Bibi, was observed by me at the Basic Health Center during
her fifth week of training. She was examining a pregnant woman who came
for a checkup. While talking with the woman, she found that the woman
had been coughing for 3 months. The nurse said not to worry about it, but
Gul Bibi was worried and called the doctor, who found tuberculosis. Gul
Bibi’s performance was excellent in both diagnosis and in being concerned
enough about her patient to ask the doctor, even though the nurse said not

to worry. Signcd
igned,

Nurse Gulgotai
Supervisor

The usefulness of the anecdotal record dcpends on the skill of the
observer. Single anecdotes are seldom valuable, but anecdotes by many dif-
ferent observers are very valuable in assessing performance.
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When you examine a pregnant woman,

what are 5 abnormal signs you should

check for?
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1. Observe eyes, gums. and skin for pale-
ness.

2. Feelabdomen to determine if baby is side-
ways in womb.

3. Squeeze hips together to determine if there
is pain.

4. Observe face and hands for swelling.

5. Measure height by using reference mark on

dai (145 cm) to determine if height is under

145cm.
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Figure E-2. Dai Evaluation: Prenatal Care 1
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Form OBV-CC-1 DAI TRAINING-CHILD CARE SECTION
OBSERVATION ON PATIENTS
Dai Nenve Maria

RECOGNITION OF ABNORMAL SIGNS
FIRST WEEK SECOND WEEK

Not Not
Abnormal Signs Recognized Recognized | Recognized Recognized | Comments

Very Sick Child

Fever

Rash

Swelling

Full Soft Spot

Stiff Neck

Red Eyes

Red Throat
with Pus

Figure E~3. Dai Training-Program Checklist

Medical History un-
Takiny Skills satisfactory  Poor Average Good  Excellent

Obtaining information | ] | l/ 1 1
from the patient I T T T T

L

Obtaining information L | I/ | | | |
from other sources { I I i | 1

Showing consideration i l 1 | l |/ |
for patient's condition r | | I | —
or feelings

Figure E~4. Dai Training-Program Rating Scale

The checklist is a list of words, sentences, phrases, or paragraphs
describing specific aspects of behavior to be evaluated during observation
of a student at work. Figure E~3 is an example of a checklist.

The checkiist must contain the critical skills to be evaluated. When con-
structing a checklist, think of the skills mentioned earlier: recall, discrim-
ination, synthesis, manipulation, speech, and nonver':al communication.

The rating scale is a checklist with judgments added. Figure E-4 is such
a rating scale. The advantages of ihe rating scale are that it gives more
information than the checklist. The disadvantages are that judgments vary
among cbservers. Four types of judges may be picked: experts (for exam-
ple, teachers), peers (for example, s:iudents), clients (for example, people
upon whom the service is pertormed), and self (for example, the student
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herself). Ratings tend to vary within judging groups and between judging
groups, but the best use of rating scales involves judges of all four types.

Interpersonal Skills

The Dai Program has also used interpersonal evaluation, which is evalua-
tion of commiunications skills (speech and nonverbal communication}. The
dais were sensitized to the importance of communications through health-
education training with emphasis on communications processes. The dais
actually discussed how people change their ideas and practiced communica-
tions methods on themselves and on patients. Table E-10 presents examples
of interpersonal-evaluation indicators.

Interpersonal-skills evaluation is extremely important in knowing that
the trained dai interacts with patients in such a way as to increase her effec-
tiveness and her number of clients.

Group Evaluation

The dai curriculum and its testing methods were designed for easy group
evaluation. Group evaluation is important for the following reasons:

Assessing strengths and weaknesses of particular classes
Assessing the performance of different training teams

Assessing the strengths and weaknesses in the curriculum that require
modification

One group evaluation form is shc n in figure E-5. It can be used to
analyze both pretests and posttests a-. vzl as the basic course or continuing
education (wher: all dais undergo thorough retesting to check their skills
about I year after the basic course).

Of importance is that the curriculum cap be evaluated by content areas
or by process areas. This is illustrated below:

Pregnancy-Care Content- Process-Evaluation Areas
Evaluation Areas
1. Prenatal Care (PNC) 1. History taking
2. Labor and delivery (L&D) 2. Physical examination
3. Postpartum care for the child 3. Diagnosis

(PPC) 4. Treatment
4. Postpartum care for the mother 5. Health education

(PPM)
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Table E-10
Interpersonal-Evaluadion: Indicators

Effectiveness of Dai-Patient Relationship

A. Showing concern and consideration
Component-Skill Categories
1. Showing personal interest and concern
2. Acting in a discreet, tactful, and professional manner
3. Avoiding nezdless discomfort, alarm, or embarassment
4. Speaking honestly to patient and family
B. Relieving patient or family tensicns
Component-Skill Categories
1. Reassuring or calming
2. Explaining condition, treatment, or prognosis
C. Improving patient cooperation
Componeit-skill categories

1. Persuading patient to undertake needed care
2. Insisting or remaining firm about .eeded care

Responsibiliy as a Trained Dai

A. Accepting Responsibility for Welfare of Patient
Component-skill categoiics
1. Heeding the call for help
2. Devoting necessary time and effort
3. Meeting commitments
4. Insisting on primacy of patient welfare
s, Delegating responsibility wisely
B. Recognizing professional capabilities and limitations
Component-skill categories

. Doing only what experience permits

. Asking for help, advice or consultation

. Following instructions and advice

. Showing conviction and decisiveness

. Accepting responsibility for own error

C. Relating effectively to other health persons
Component-skill categories

. Supporting the actions of other health workers

. Maintaining open and honcst communication

. Helping other health workers

. Relating in discreet, tactful manner
. Respecting the physician's responsibility to his patient.

U b N

(PR RV NS

Average scores for this class evaluated during continuing education for
both content analysis and process analysis are shown in figure E-5. It can be
seen that the dai's were weakest in family planning and in history taking
before continuing education, but were above after continuing education.
This information is compared with other classes. If the weak trends hold,



Basic Course

Tontinuing Education

Pregnancy Care/Health Education
Basic Training Curriculum: Pre-test/Post Test

% Students Passing Basic Training Post-Test

ANC L&D PP-C PP-M Average
76 86 67 €0 80
History 100 100 100 - 98
Physical g8 71 76 95 .. 82
Examination 100 100 100 — gg
100 100 1 7| a0 98~
Diagnosis — - . - —_ 98
100 100 100 100 1100
Treatment - — - - 100
Health 100 81
Education - - 99
92
Average 100 95 97
Class Balkh 1

Location _Balkh

Date of

Training _July 1978

———

——— e,

Evaluator Reza

————

Dai Training Information
System

TO#8  July 1978

Basic Course Evaluation
Form (Pregnancy/Health Ed.)

Pretest

% Posttest

Comments on Pregnancy/Health Ed Section

This ciass had n¢ manual or cassette or any other way to
review. Tha basic course was 10 months ago. Considering
no review mechanism, they did well.

85 Minimum
Standard

Traditional Midwife
Training Program
Presidency of Basic
Health Services
Ministry of Public Health
Democratic Republic of
Atghanistan

Figure E-5. Dai Evaluation Program
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the curriculum is analyzed in these areas, revised, and field-tested until
improvements occur.

As a matter of interest, this particular continuing-education evaluation
(along with the child-care evaluation not shown) pointed out the need for
dais to have some reference material to study during the interim periods
when they were in practice. Based on these data, a manual was developed
that could be read by a literate member of the dai’s family so that she could
refresh her memory.

As the Dai Program expanis, supervision of the teachers will become a
critical factor in the rate of expansion. Quality must be maintained if decen-
tralized training is to exist on a large scale. This evaluation method allows
program managers to compare training teams. For example, if Nazaneen’s
team over five classes has an average posttest score of 86 while Nasima’s has
96, then the program-management staff should investigate why Nazaneen’s
performance is lower. Supervisory personnel can observe her team’s teach-
ing until scores improve.

Thus the curriculum and the evaluation systems are synergistically
designed so that analysis is easy and modifications in the training or super-
visory process can result in constant program improvement.

F. Teacher Training

Teacher training or staff development was discussed in chapter 3.

G. Good Recruitment and Selection Methods

Dai recruitment is based on securing approval of government representa-
tives and village leaders before attempting to influence the dai herself. The
dai recruitment ieam first visits the important officials (such as the provin-
cial governor or the woleswal) in the small town where training usually
takes place. If the local official agrees to participate in recruitment, he then
sends out a message to the important village leaders in his region. After the
village leaders have assembled (in the governor’s or woleswal’s office), the
dai recruitment team explains the program to them and answers their ques-
tions. The village leaders are then asked to return to their villages and help
choose dais for the program. The exact starting date and place for the dai
course are also explained to the leaders so that the dais will know where and
when to go for the course. In addition, the dai recruitment teams visit those
large villages located too far away from the training site for the village
leaders to have attended the meeting. When the dais come to the training
site to begin the course, each is interviewed by the dai recruitment team. If
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the woman has not had extensive experience delivering babies, if she is too
old or senile, or if she is sick, she is rejected for the course.

The experience to date in recruiting over 540 dais can be summarized as
follows. Despite great concern at the program’s outset that Afghan village
traditional birth attendants (dais) would be difficult to recruit, this has not
turned out to be the case. Although Afghan village men are highly protec-
tive toward their women, recruitment targets thus far have always beeni met.
There are several possible explanations for this. Most duis are older, so that
village men may not be as concerned about protecting them as they would
be about younger women, although, since the program has become well
known, the age is dropping and women in their early thirties are common.
Another explanation is that the village men are reassured that the women
will be very safe living (in rnost cases) in & rented house surrounded by a
protective wall, with every attention paid to their safety and comfort.

The most serious difficulties in recruiting dais have been political, par-
ticularly in 1979. Because of a leng-standing and traditional mistrust that
exists between rural and tribal Afghans, on the one hand, and the central
Afghan government, on the other, many villagers are afraid that a govern-
ment-sponsored program for training dais has some other, more sinister,
purpose. This problem has not been insciuble, and repeated visits to a vil-
lage by an obviously sincere recruitment team tends to soften local suspi-
cions.

Perhaps the key factor in gaining village acceptance was gaining the
trust and confidence of village men. Alihough Afghanistan has many ethnic
groups, rural villagers share fairly common views about the role of women.
The predominant view is that females should be secluded once they reach
puberty and should not spend time with adult males outside of their family
structure. This is expressed in varying degrees in different parts of the coun-
try, but the effect is that women usually remain within their housing com-
pounds unless they are working with their husbands in the field, washing
clothes, bringing water, or doing other domestic activities. In fact, it is
often difficult for women to g0 (o the Basic Health Center, even if accom-
panied by their husbands. The 5-week training course required many dais to
leave their homes for the first time. Men were ““‘won over”” in the following
ways:

Older women were recruited (30 to 60 years old) in early classes.

The dais were transported from their villages (or near their villages) to
the training site, which was within the general region of their homes
(mobile training sites).

The training site was in a walled compound, and men, other than the
training staff, were not allowed in (including husbands who could come
only to the door of the compound).
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When the women left the compound, they were usually in 2 vehicle and
remained in chadri.

Women left the compound only to go to the hospital, Basic Health
Center, or family-guidance clinic.

The dais were trained separately from any male village workers.

After training, the dais were transported back to their village.

Another lesson learned during dai recruitment efforts was that local
Afghan officials should not attempt recruiting of dais. Rather, a well-
trained dai recruitment team (based in Kabul or at a regional training cen-
ter) should have that responsibility. In one province where the Governor
and other officials took responsibility for dai recruitment, many of the
women selected turned out to have had no experience delivering babies and
were found to be relatives of the officials doing the recruitment.

H. Good Training Environment

A good training environment is necessary to maximize learning. The dai
basic training courses were extremely careful to develop and maintain a pro-
tective, supportive environment during the S-week training courses.

Many dais had never lived away from their families. Many had never
traveled even the relatively short distances to the training sites, which, using
mobile training teams, were always located in rural BHCs or small towns
that served a surrounding rural community. Most dais were in chadri, a
picce of clothing that completely covered them when they were in public,
including their faces and heads. They were extremely shy about public
travel.

The dai trainers usually rented a house in the rurai area or in a small
town. The house had a surrounding wall, and the teachers and students
lived together. The basic didactic training, using the active-learning tech-
niques discussed earlier, took place in the rented house or outside the house,
but inside the protective wall. The dais were thus relieved of having to study
in public. The dais were never trained with male students, although male
supervisors could visit without difficulty.

For patient-related training, the dais traveled by vehicle to the Basic
Health Center or smal! hospital where the patients were. During maternal
and child health days at the BHCs or small hospitals, there were usually a
large number of women and children. In that public environment dais were
comfortable because other women were present. Based on these methods,
the dais were comfortable in their training environment.

One innovation of the program has been to also use trained dais as
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trainers. They are able to relate to fellow villagers and to bridge any com-
munication gaps between the other dai trainers and the students. Their
value as role models cannot be overemphasized, because they demonstrate
the government’s acceptance of well-trained dais. They also demonstrate
that intelligent village women, even if illiterate, can make important contri-
butions to their country.

Living together for 5 weeks encouraged an intense socialization process
among the dais and trainers. These social bonds helped each dai be more
comfortable with learning, particularly emotionally laden material such as
discussions on sexual issues and family planning. This socialization process
prevented the more urban nurse-midwife trainers from stressing the student
role too much.

The training environment also fostered reflection and discussions, as
mentioned earlier. While relaxing in the evenings, dais could discuss their
experiences with other dais, reflect on their new skills, and interact with
teachers, who shared cooking and cleanup duties. The importance of this
group interaction was very important to the success of the program.

L. Support of the Graduate

The newly graduated dai must readjust to her home environment after her
training. The drivers first took them to the Basic Health Center nearest their
home to meet the doctor. The doctor had often participated in their recruit-
ment, but it was important i» know that he understood that a successful
graduate had returned.

Within 1 year after training, the dais returned to a training site for 1
week of continuing education. The support program would have been
improved by twice-yearly continuing education, but manpower and finan-
cial constraints prohibited this. During the continuing-education week, a
detailed plan was followed.

Continuing-Education Week Activities

Day I:  Give the posttest from the basic course; spend one-half day on
discussions of problems faced by the dais in their work.

Day2: Review of entire basic course.

Day 3: Indepth review of weak areas found by the posttest; interview
each dai individually about her problems and successes.

Day4: New skills development using continuing-education modules

Day 5: Final discussions about what it is like to be a dai working in
the village,
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The objeciives of continuing-education week were threefold: first, to
assess skill decay and reteach areas wherr it has occurred; second, to sup-
port the work and emotional life of the dai working in her village; and third,
to conduct interviews about dai practices, utilization, and feelings about her
work. Taped interviews have been done to assess the dai’s feelings about the
following arcas:

Taped Interviews to Assess Feelings
What happened to you when you returned to the village? (six -Juestions)
How do people feel about you now? (eight questions)
What is the best way to introduce you to the village? (one question)
What are your biggest problems in your work? (one question)
What is the best part of your work in the village? (one question)

Are you happy with the amount of rnoney you receive from your work?
(one question)

What is your relatior:ship with the BHC staff? (seve.. questions)
How could we improve the dai training program? (eight questions)

How dn you feel about yourself? (five questions)

In this way, ©he program hopes to understand the dai and her problems in
daily living and work. From these data, the training can be made more real-
istic and more supportive.

J. Feedback System for Improvements

The dai field-evaluation system is still in the research stuge. Certain
methods have been used, and other areas are in the design phase. Field eval-
uation is used to evaluate the practices of trained dais in their viilage and to
assess the dai herself—her type of practice and her feelings toward her
work. Development of the field-evaluation program was the primary devel-
opmental effort of the National Dai Program staff during 1979. It was
hampered by iack of security in the rural areas.

Two instruments have been tested and used so far. One is the dai utili-
zdation survey. Iu this survey, assessments were made of the type of practice
the dais had as well as how busy they were. Early data showed the follow-
ing.

In a 2-week period, 87 percent of dais will see one or more sick children
(95 percent of the time in the child's home); 67 percent of dais will see one
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or more pregnant women (87 percent of the time in the woman’s hcome); 52
percent of dais will find at least one high-risk child that they refer to the
BHC; 48 percent of dais will advise at least one woman about family plan-
ning; and 33 percent of dais will do at least one delivery.

In a 1-year period, dais do the following (‘‘busy’’ dais are defined as
being in the busiest third of the class):

Busy Dai Average Dai

Visits related to pregnancy 203 125
Visits related to child care 156 135
Visits related to family planning 152 78
Referrals of high-risk children
to the BHC or hospital 52 20 (86 percent went)
Deliveries 31 17
Referrais of high-risk mothers
to the BHC or hospital 3.8 2.1 (74 percent went)

In I-year period, the activitics of the dais are as follows:

Busy Dai Average Dai

Pregnancy-related activities 40% 37%
Child-care-related activities 30% 49%
Family-planning activities _30% 23%
Total 100% 100%

This preliminary information will be collected on larger samples of
dais. Group profiles will be developed in 2 manner similar to the student-
evaluation methods. In addition, consultant help is underway to evaluate
the villagers’ feelings about the dais and how dais practice in the field.
Anthropologic and evaluation experts are assisting in this, and results
should be available in about a year if the rural security situation improves.
The objective of all field-evaluation activities is the ensare a happy, busy,
trained dai doing high-quality work for her fellow villagers.

The National Dai Training Program of Afghanistan has used a system-
atic approach to training and evaluating its students that has produced a
qualified prinary worker of proven skills after 5 weeks of training. The
careful development of the curriculum maximizes the amowat of learning,
so adult women with no prior schooling can progress rapidly in a series of
small steps. The evaluation methods ensure skills and give information for
improvement of the training process.
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In the summer of 1978, a United Nations expert team did an evaluation
of the program. The training specialist had these words to say: ‘‘In general,
the program is sophisticated and well-structured, very complete in terms of
technical/medical content. The training plan and other related materials are
the most impressive the writer has ever seen.”’

The National Dai Training Program of Afghanistan has been an
unqualified success in demonstrating that villagers can learn and have much
to contribute. Afghan leaders have realized that the strength of the country
is in its people, and the National Dai Training Program has contributed to
this goal.

K. Summary

The development and stabilization of the National Dai Training Program
has been dependent on the creation of a sound organization capable of
securing and maintaining authority and resources. The development of pro-
gram leadership, clear organizational objectives, sound technical training
methods that are consistent with the needs of society, and a well-defined
and functional organizational structure have contributed to the success of
the program thus far.

After 2 years, the program is fairly stable. The MOPH constituency
remains supportive, even though the government has changed. As of now,
organizational leadership of the program is stable under the new govern-
ment. Power battles over program control may continue, but the organiza-
tional structure of the program seems likely to remain intact. Other training
organizations have not been sanctioned. The donor community remains
pleased with the program and has supported expansion as requested by the
government. Some donors are interested in having Dai Programs in other
countries, based on experiences in Afghanistan. The village constituency,
even with political turbulence, has continued to accept this program as a
beneficial one.

Program stabilization has been greatly enhanced by international
recognition. Visits to Afghanistan have been numerous by experts in health.
Senior officials from WHO, UNDP, UNFPA, UNICEF, the World Bank,
USAID, and other agencies have visited the Dai Program and have enthusi-
astically endorsed it. Two publications about Afghan dais have appeared in
international journais, and the program was discussed at the WHO/
UNICEF World Conference on Primary Health Care held at Alma Alta,
U.S.S.R.

The National Dai Training Program has contributed toward the speci-
fied needs of society in these ways. First, it improves health in the village.
Second, it upgrades an indigenous resource of the village. Third, it contrib-
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utes toward a specialization of labor within the village, a necessary prere-
quisite to development. Fourth, it contributes toward changing the role and
status of women, another necessary prerequisite for modernization. Fifth, it
provides role models for young girls in the village.
. The National Dai Training Program also has contributed to changing
the image of the villager as a tradition-bound, unteachable person. Overall,
the dais have been intelligent, eager to learn, and eager to adopt new ideas
that make sense to them. Some dais have been trained as teachers and can
now use modern teaching techniques to assist other dais. The National Dai
Training Program has helped Afghan decision makers realize that the
strength of their country lies in its citizens and that minimal investment
costs give high benefits when applied to the rural people of Afghanistan.
Problems will always occur, but the National Dai Training Program
seems likely to continue as an integral part of an improved rural health-care
system for Afghanistan. So far, over 500,000 rural people have benefited,
and millions more are likely to do so.



Appendix F:

Planning and Manpower
Developmenti: Areas of
Frustration and Failure

The Ministry was aware that real constraints existed in their ability to plan
and staff whatever programs were likely to emerge. As noted in figure 1-3,
the initial workplan included efforts to improve the planning function and
the personnel system, which was an essential initial step in manpower plan-
ning. Both activities were among the early failures of the project and
continue to have a negative impact.

A. The Planning Department

The team was initially headquartered in the Planning Department, with
members placed in other administrative and technical departments. The
Planning Department encompassed three quite disparate entities: the Secre-
tariat for the Planning Board, the Foreign Relations Office, and the Con-
struction Directorate.

Although prominently placed on the Ministry organizational chart, the
Planning Board had little creative force and acted primarily as a forum for
its members, the senior officials from most Ministry departments and a few
powerful institutions such as the Kabul hospitals. Board actions had little
impact on Ministry direction, and large amounts of time were consumed on
planning exercises often stimulated by government directives and donors,
but without any linkage to Ministry operations. Foreign Relations was
formally charged with responsibility for all interactions with donors, but
generally played a ceremonial role once projects and individuals became
acquanted with the Ministry. The Construction Directorate provided tech-
nical supervision of capital (development) projects.

Plans to alter this situation were enthusiastically developed in collabo-
ration with Planning Department colleagues who saw the need and oppor-
tunity to upgrade their efforts. Despite initial Ministry approval to under-
take the process, proposals to realign functions, upgrade staff, and intro-
duce senior Ministry leadership failed to be enacted.

Two reasons for this failure seemed evident. First, senior Ministry
officials correctly perceived a power shift away from the relative autonomy
their departments had enjoyed. They preferred fragmentation and the polit-
ical sleight-of-hand possible, where they were individually responsible for
their plans, which could be rationalized and slipped through a largely
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uninformed review process. Second, and equally important, candidates for
potential senior planning positions perceived that they were in high-risk,
high-visibility posts that had a large potential for visible failure and conflict
with other Ministry departments. Volunteers were not widely forthcoming,
and prospective appointees from the outside, from the Planning Ministry,
for example, were relatively easy to discredit because they did not offer
credible health experience. Efforts to breathe life into the Planning Depart-
ment remained largely illusionary throughout the period of the project.

B. Manager Development

Basic manpower planning requires fairly reliable and available information
on job structure and personnel qualification: What are the job definitions?
What is the stock of existing staff? and What inflows and outflows can be
anticipated?

While this principle was understood by the senior Ministry staff, effec-
tive actions to improve the situation were consistently sidetracked. Two
factors in particular contributed to this failure.

1. Corruption in the transfer process. Personnel transfers represented
one of the few consistently important decision points where influence—
either in terms of cash or debts of personal obligation—could readily be
brought to bear with great impact on an individual’s career. Posts varied
widely in terms of social, economic, or personal development. potential.
This placed substantial power in the hands of the Personnel-Transfer Com-
mittee and the administrative office that served it. The experience of work-
ing intimately within the Ministry produced remarkably few suggestions of
under-the-table dealings; the personnel-transfer process was a notable
exception,

2. Availability of posting information. The prospect of improved
organization and access to information on personnel qualifications and
posts were presented and developed with the Personnel Department. The
team’s underlying assumption was that improved information quality
would improv ihe process of personnel placement without necessarily dis-
rupting tacitly acknowledged rules by which decisions were reached. This
provec wrong. In the end, the personnel office staff was more afraid of the
increased pressure they feli would be generated by widespread knowledge of
the availability of desirable posts than they were attracted to the simplicity
and order the proposed system changes would bring to their jobs.

The inability of the Ministry, with the team’s assistance, to act effec-
tively on personnel-planning issues leaves a major deficiency in Afghanis-
tan’s ability to pursue an effective health-development process. Programs
are staffed ad hoc, and longer-range plans for the creation and use of new
staff are built on very shaky foundations.



1972

July 1973

August 1973
September 1973
December 1973
1974

March 1974
October 1974
March 1975
1975

April 1975

July 1975
November 1975
February 1976

March 1976
April 1976

August 1976
October 1976

October 1976
October 1976

1977
February 1977

Chronology

Preliminary projec’ design Dr. Ibrahim Majid Seraj,
Minister

Mohammed Daoud seizes power, overthrows monar-
chy and proclaims Republic of Afghanistan with him-
himself as President

Dr. Seikandar appointed Minister of Public Health
MSH team arrives in Kabul

Drug-import analysis completed

New AID health officer arrives (stays until 1979)
MSH?’s initial ana'ysis and workplan completed
Parwan-Kapisa Pilot Project begins

Auxiliary Nurse-Midwife (ANM) Schoo! opens
New warehouse manual completed

Basic Health Center manuals introduced
Parwan-Kapisa survey completed

MSH team member arrives (replaces original member)

Basic Health Services’ ‘“‘twelve-province expansion’’
completed

Dr. Abdul Omar appointed Minister of Public Health

National implementation of Basic Health Center
mobile training teams

Three-province survey begins

Three new MSH team members arrive; two leave
(making a total of five team members)

Basic Health Center manual evaluation

Country health programming exercise (for 7-year plan)
begins

National generic drug law passed

Three-province survey completed
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March 1977
April 1977
April 1977

May 1977

June 1977

June 1977

July 1977
August 1977
November 1977

January 1978
March 1978
March 1978
April 1978

May 1978
July 1978
August 1978

March 1979
May 1979

June 1979
December 1979

Managing Health Systems in Developing Areas

VHW manuals completed

Basic Health Center training evalution
VHW Program approved by Afghan cabinat
First VHWs trained in Sarobi

First dais trained in Girishk

Girishk Regional Training Center opens
AID evaluation of MSH project

Baseline village survey in Jaghori completed

Establistiment of logistics coordinating office in
Ministry of Public Health

Home-visiting experiment completed
Nationwide implementation of Dai program begins
Establishment of Financial Analysis Office

Coup overthrows Daoud; Democratic Republic of
Afghanistan established

Dr. Shah Wali appointed Minister of Public Health
Logistics manual completed

First nutrition rehabilitation/oral rehydration unit
opened

VHW Program suspended

Health-education manual for Basic Health Centers
completed

MSH departs Afghanistan
U.S.S.R. occupies Afghanistan



Abbreviations

AHDS
AID

ANM
APl

BHC
BHSD

CHP

cor

EPI
MCH
MOPH
MSH

PHI
Team
TEMO

Glossary

Alternative Health Delivery System

(United States) Agency for International Develop-
ment
Auxiliary nurse-midwife

Avicenna Pharmaceutical Institute. This is the
Afghan government’s agency for drug import,
manufacture, and control. It sells drugs to both
governmental and private pharmacies, as well as to
governmental health services. Formerly the General
Medical Depot (GMD).

Basic Health Center

Basic Health Services Department. This department,
within the Ministry of Public Health, was respon-
sible for Basic Health Centers, village health
workers, and the Dai Training Program.

Country Health Programming. This is a comprehen-
sive health-planning process promoted by the
World Health Organization.

Chief of party. This is a title used by USAID to
designate the head of a contract team working in a
specific country.

Expanded Program of Immunization
Maternal and child health
Ministry of Public Health

Management Sciences for Health (The team,
management team)

Public Health Institute
The MSH management team

Transport and Equipment Maintenance Organiza-
tion. TEMO was an Afghan government agency,
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UNFPA
UNDP
UNICEF
USAID

VHW
WFP
WHO
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assisted by UNICEF, responsible for MOPH vehicle
and medical-equipment maintenance and repairs.

United Nations Fund for Population Activities
United Nations Development Program
United Nations International Children’s I'und

United States Agency for International Develop-
ment.

Village health worker
World Food Program, a UNDP Activity of the FAO
World Health Organization

Farsi (Afghan Leaguage) Words

Afghan
Afghani

atar

dai

dokhan

dokhandar
hakim

jinns

mullah

A person from Afghanistan

An Afghani is the basic unit of currency in Afghan-
istan. In 1978 Afghanis, 100 was approximately
equal to US$2.50.

Atars are shopkeepers or sidewalk vendors who spe-
cialize in the sale of herbal medicines

A dai is a traditional birth attendant. In addition to
assisting at childbirth, this usually older woman is
frequently consulted regarding other health prob-
lems of women and children.

Dokhans are small village shops that sell a variety of
essential items, frequently including medicines such
as aspirin, vitamin C, and ointments.

A shopkeeper.

Sometimes called hakimyji, these are traditional med-
ical practitioners and are often Hindu. They use a
combination of methods derived from both India
and from the Greco-Arabic traditions.

Jinns is a folk classification for childhood deaths
attributable to evil spirits with an attraction to the
very young.

The mullah is an Islamic religious leader. In addi-
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tion, he is frequentiy consulted to cure or prevent
¥

illness.
Pashtu This is the second major language of Afghanistan.
Pashtun A Pashtun is a Pashtu-speaking Afghan, usually
from the southwestern and southern provinces.
Shekesta bande This is the traditional bonesetter.
tawildar The tawildar (tavildar) is a traditional position in

Afghan commerce and government. His name may
be translated as either storekeeper or trustee. He
may be bonded and has custody of specified prop-
erty or even money.

wolesmal Multi-purpose rural-development worker employed
by the Rural Development Department.

woleswal The woleswal is appointed by the Interior Ministry
to be head of all government services within a woles-
wall,

woleswali This is the major subdivision or district of a prov-
ince. There are about 180 woleswalis in Afghanistan.

Afghan Calendar

The calendar used in Afghanistan is one of two Islamic calendars that start
with the flight of Muhammad from Mecca in A.D. 622. The Afghan
calendar is a solar calendar that begins every year on the twenty-first of
March. For the period of the Basic Health Services Project, the Afghan
years are as follows:

Afghan Year Gregorian Calendar Equivalents
1352 21 March 1973 to 20 March 1974
1353 21 March 1974 to 20 March 1975
1354 21 March 1975 to 20 March 1976
1355 21 March 1976 to 20 March 1977
1356 21 March 1977 to 20 March 1978
1357 21 March 1978 to 20 March 1979
1358 21 March 1979 to 20 March 1980

For convenience to most readers, the text uses the Gregorian calendar years,



No,
. Management Support for Rural and Family Health Services, Initial

10.
11.
12,
13.
14,
1S.
16.
17.
18.

19.

List of
MSH/Afghanistan
Documents

Title

Analysis and Work Plan: A Six-Month Report, March 1974

Plan for Management Team Assistance to Health Educat:-n in the
Ministry of Public Health, September 1974

Logical Flow Diagrams in the Training of Health Workers

Basic Health Services: An Alternative Design for the Structure of Basic
Health Services, October 1974

A Review of Alternative Approaches to Health Care Delivery in Devel-
oping Countries: A Background Paper, October, 1974

Procurement and Use of Medicines in Afghanistan: An Interim Report,
October 1974

New Central Warehouse System and Regulations Manual 1353,
November 1974

Problem-Action Guidelines for Basic Health Care: A Tool for Extend-
ing Effective Services through Auxiliary Health Workers, 1974
Alternative Delivery Strategies: Considerations with the Minister of
Health, February 1975

Management Team Response to Minister’s Request for Current Com-
ments on the Issue of In-Country Drug Protection, February 1975
Alternative Approaches for Solar Heating in Rural Building in Afghan-
istan, March 1975

Preliminary Evaluation of UNICEF Drug Component in the Parwan/
Kapisa Pilot Project, April 1975

Training Strategies for the Basic Health Center Component of Rural
Health Services, April 1975

A Proposal for the Creation of an Income Producing Health Stamp,
May 1975

Basic Heazlth Centers Pilot Project: Status Report, May 1975

Parwan Project Preliminary Evaluation, June 1975

Proposal for Regional Training Centers, June 1975

A Field Survey of Rural Health Needs, Practices and Resources in
Rural Afghanistan, July 1975

A Village-Level Health Survey in Afghanistan: A Preliminary Report,
July 1975
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20.
21.
22,

23.

25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.

36.
37.

38.
39.

41,
42.
43,
. A Report on Personnel Information System, August 1978
45,
. A Strategy for In-Country Management Training for the Ministry of
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Basic Health Center System, Plan of Operation, 1354-1356, August
1975

Preliminary Outlir.e for National Rural Health System: Proposal for a
Pilot Project (September 1975)

A Proposal for the Two-Stage Development of a Rural Health Logistics
System, September 1975

Parwan BHC Pilot Project Evaluation Report Summary, Marck: 1976
Draft: Proposal for Improving the World Food Program Project in
Basic Health Centers, June 24, 1976

Country Health Programs Budget and Manpower Tables, November
1976

Ministry of Public Health, Basic Health Services Plan of Action for
1356 (March 1977-March 1978) November 1976

Draft: Afghan National Health Program, 1355-1361 December 30,
1976

Financial Analysis of Health Programs, Ministry of FPublic Health,
Republic of Afghanistan, 2nd Draft, January 1977

Justification of 1356 Budget Request Increases, Ministry of Public
Health, February 20, 1977

Evaluation of the Basic Health Services Manuals (Third Printing),
March 1977

A Proposed Village Health Worker Program for the People of Afghan-
istan, March 23, 1977 (Primary Health Care through Village Health
Workers)

Proposal for Girishk Regional Training/Health Center, March 1977
Field Manual for Village Health Workers, April 1977

Basic Health Center Manuals, Series 3, June 1977

Management Support for Rural and Family Health Services Project
Status, March 1975 (MSH/B publication)

Basic Health Services Statistics, A Summary Analysis, September 1974
Project Request for UNFPA, National Dai Training Program, October
1977 (English only)

Report on the VHW Program, October 15, 1977

Financial Projections for the MOPH of the GOA, October 1977
Proposal for an Improved Drug Supply to BHCs, February 22, 1976
NM and ANM Output in Afghanistan, September 1977

Dai Training Curricula, 3rd Revision, October 1977

A Health Survey of Three Provinces of Afghanistan, November 1977

A Report on Girishk Regional Training Center, August 1978

Public Health, Draft, July 1978



47.
48.
49.
50.
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Curriculum for Afghan Village Health Workers, September 1978
Curriculum Evaluation for Afghan VHWSs, September 1978
Logistics Manual for Medicai Supplies, September 1978
Proposal for Roghtia Pal Training, December 1978
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