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Dedication

To the thousands of Afghans who remained inside to sustain their
communities and h~alth services throughout the war; and

to Dr. S. M. Amin Fatimie and Dr. Bill Olgham, whose examples confirmed to
those privileged to work with them that competence, cooperation for the common

good, commitment and good judgement can make a difference in development,
even in the worst of times.
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Figure I-1: Caravan across the border. Donkeys loaded with medical supplies, health workers set out for their villages.



Preface: The Importance of Development in
Afghanistan and the Moslem World

Why should the development community concern itself further with
Afghanistan where, despite the enormous sums of money that have been spent,
conflici, political infighting and disorder continue? Why not let the Afghans go
on with their squabble and tumn instead to more visible problems closer to home
that seem more urgent? The simple answer is that the problems of Afghans
cannot be put behind us.

The contrasting experience of the post World War periods should be
instructive: the punitive and neglectful post World War [ “settiement” led rapidly
back to global war, in stark contrast to the catalytically constructive post Second
World War era in which Europe and Japan were stimulated to rebuild
themselves. Unfortunately, and ironically given the changes in the former Soviet
Union’s external interests, the beginning of the last decade of the century docs
not yet suggest that the lesson is being seriously applied to Afghanistan.

While aspirations for social justice moitvate many individeals to promote
development, immediate self-interest shouid also move the rest, and particularty
the more advantaged. In wday’s global environment of interdependence and
availzble destructive technology, some in the Moslem world (who see no realistic
prospect of pursaing a besier life for their families trough peaceful means) are
beginning t0 tun to terrorism. Frustrations and disenchantment among the young
are being expressed in the bombing of airliners and buildings. At the same time,
the communications revolution ensures that nightly TV images reinforce the
disparity between the haves and the have-nots.

The futare of Afghanistan remains an open question. For a small fraction
of the vast sums spent on destruction, the more advantaged nations can, in their
own seif-interest, help Afghans along a path to reconstruction. Even though bitter
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political and military infighting may continue in some areas of Afghanistan, large
regions of the country are demonstrating success in dealing locally and
effectively with development problems without waiting for a national political
settlement.

Paul Kennedy, in his analysis of global prospects for the next century,
observed the need for effective multinational support for development that can
channel national energies constructively.! During the recent war period in
Afghanistan, the sphere of health services development has demonstrated one
platfarm of positive experience on which to build the prospect of a better future.

Today’s generation of Afghans will create a funure for themselves which
will involve the larger world community in one way or another. With modest
levels of encouragement and financial support from the world community, the
Afgaans can make their future a constructive one, which in turn may help the
rest of us to concentrate on doing the same.

Note

1. Kennedy, Paul. Planning for the Twenty-first Century. Random House. 1993.
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Introduction

Afghanistan in Recent Times

Geography has made Afghanistan a crossroads throughout the history of land
travel, from the spice and silk roates, to Alexander the Great, Marco Polo, and
the spread of the Moghul empire t0 India. In the nineteenth century, Russia and
England saw themselves in the “great game™ for central Asian hegemony that
was played out on the middle ground of Afghanistan. As a crossroads in a high,
ofien beautiful. yet harsh land, Afghanistan has become the home of many
cultural and ethnic groups. with long histories of trade and conflict, both internal
and external, commercial and cultural

Afghanistan made overtures for Western military and development assistance
after World War II, bat the nation was receding from Western attention as Asian
trade and communications shifted visibly to sea and air, bypassing the old
crossroads of the land routes. This transition was documented in a photograph
taken of President Eisenhower and King Zakir Shah a1 Kabul Airport in the late
1950s, where the presidential plane “Columbine” in the background reflected the
last days of the short-hop, propeller-driven Constellations. The Boeing 707 would
soon climinate the need for a refoeling stop between Istanbul or Teheran and
south Asia.

Internally, tribal, ethnic, and commercial rivatries continoed to dominate daity
life. Externally, the cold war crystallized Soviet concerns for border spheres of
infinence and began to rekindle Western nervousness over “vital” interests: what
if the Soviets walked through Afghanistan and Balechistan to create unfettered
access 0 warm-water ports?

Development issues began to emerge as proxies for political influence: as
immediate neighbors, the Soviets shored up border security with stroeg military
links, began o improve the Afghan road network southward from their border,
and increased trade through exchanging grain for Afghan nataral gas. Emopeans
favored irade and modest levels of cultural exchange, and the U.S, 1o balance
Soviet visibility. opted for developing infrastructure: addittons to the road
network from the south and west, irrigation. schools, air transport, and,
eventually, health,
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The communist takeover and Soviet invasion in 1979 set the stage for the
latest scrambled alliance of Western and conservative Muslim states; this time,
the West and the Arab world saw parallel interests in responding when the
communications revolution put Afghanistan right in the center of world attention
on nightly TV. The Muslim world saw a godless takeover, and the West saw
another case of superpower aggression, this time by the Soviets. Worldwide,
everyone saw the spectacle of a brutal mismatch between high-tech helicopter
gun ships and a tenacious people defending their homeland with their bare hands.
Aid became popular, and resources flowed at rates which far exceeded anything
ever experienced in that country. Throughout the 1980s, the struggle was
primarily military and political, with hundreds of millions of doilars of covert aid
flowing annually from the Pessian Gulf states and the West, while humanitarian
assistance was but a side show. The experience illuminates the emerging struggle
for health in a dynamic yet traditional Muslim environment on the southem face
of central Asia.

An appreciation of the ethnic palette of Muslim central Asia underlies an
undersianding of much that hapoens there. Things happen (or do pot happen) in
the Afghan context as a result of the ethnic diversity and group dynamics which
form the substrata of Afghan life. Multiple social networks serve different
purposes, and while health services may cross many of them, one cannot assume
that delivering sexvices using one network is compatible with paying for them
using another. A brief discussion of some of these cultural complexities appears
in Appendix A, and detailed studies by Louis Dupree and others exist.' The
impact of these interactions on health systems is the focus of this work.

Finally, the war produced vastly different ethnic migration rates and refogee
populations: while there has been no numerically dominant ethnic group, the
Pashtu, who have dominated Afghan political life for the last century, formed the
vast majority of the over three million refugees, leaving other groups internally
in more prominent positions in the actual fighting and subsequent civil
administration of large areas of the country. The newly enfranchised have

demonstrated their abilities and will be unlikely to settle for a return to the old
nierarchy.

Trends in Health Resources and Health Status

Afghanistan has long topped the international listings of morbidity and
mortality for numerical as well as alphabetical reasons. Whike the available
figures may be imprecise, few would argue that Afghanistan has long been a
difficult place in which to raise a healthy family.

The absence of structures to collect the common health statistics of births,
deaths, and illnesses led to spot surveys in the 1960s, such as the pioneering
efforts by Buck.® Others followed in the 1570s,” with a major national sample
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survey giving the first serious public estimates of Afghan demographics.* By
1991, the United Nations estimated that Afghanistan was experiencing the most
extreme conditions in each category, with the highest birth, death, infant
mortality, and fertility rates in Asia.’

UN'CEF’s annual State of the World s Children report ranks countries by
rates of mortality of children under five. The list of 30 countries with the highest
ratss is abbreviated in Table I-1 1o include the 1st and every 5th country in the
top 30. Again, Afghanistan led the list of the least aavantaged in infant mortality,
life expectancy. and basic itnmunization, underscoring the particularly desperate
circumstances of women and children, who are dying at rates 10 to 100 times
those experienced in countries where development, education, and basic health
services have largely controlled unnecessary and preventable causes of death.

This book will not try 1o refine these numbers but accepts them as a rough
baseline to confirm that Afghan health prospects were never good and that war
made them worse. It will describe the processes used through the war of the
1980s t0 deal with the health issues underlying these indicators, when war and
civil disorder destroyed much of what previous efforts had accomplished in
bailding access to health services for the Afghan people.

Table 1-1
Basic Health Indicators (1988)

Very bigh <5 <3 Infant Life % Tom. % Preg-
Maortality Rate Mortality Mortality Expectancy  with DPT nant
Countries Rate Rate at Birth Women
Ioame-
nized
against
Tetanus
1. Afghani- 300 171 42 25 6
stan
5. Sierra 266 153 41 25 50
Leone
10. Niger 28 134 45 16 8
15. Rwanda 206 121 49 80 43
20. Yemen 190 115 51 29 3
25. Sodan 181 107 50 53 20
30. Hait 171 116 55 49 56

Souwrce: UNICEF. State of the World's Ckildren. 1991.
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The Health Environment in Prewar Afghanistan

Prewar trends and actions in health services are described elsewhere.® and
are only summarized here:

(1) With few alternatives, Afghans used nongovernmental sowrces for much
of their health-seeking: hakims (local healers), dais (traditionai midwives),
medicine sellers, and shopkeepers were the first line of approach once they
looked bx yond traditional remedies and outside the family circle. Sources of
health co amunication were few: TV was unknown, radio largely unused,
schools primitive, and liieracy low. The most aciive health eryepreneurs
were merchants and drug representatives; yet health was a priority, with rural
people spending scarce resources, often several percent of their annual
income, Tor drugs and treatment.

(2) Intemational assistance efforts fell into two categories: direct aid in
patient care and strengthening individual local clinics, supported by privaie
volintary organizations (PVOs) at modest levels, and large-scale public
health and preventton programs for immunization, malana control, water
supply, and (in the 1970s) primary health care through government services.

(3} Tensions between centralized, hospital-orieited curative care and more
decentralized, community-centered primary care shifted as government policy
makers tested, and began to appreciate, the limits of direct government
services and financing. Positive experiences with the potential of village dais
and basic health workers, properly trained and supported, fostered a greater
focus on creating coherent national policv guidelines and less on centralized
provision of services: community mobilization and Jocal initiative began to
emerge in health.

(4) Administrative reforms, such as the promotion of essential and generic
drug use, began w make perceptible changes in government approaches to
health management, and encouraged those who were inclined to see local

responsibility and management of services as more productive than central
control.

The War Period

With the war, health services rapidly became limited to secure enclaves and
then to the cities alone. Many professional and government workers were at risk
in factional fighting amoeng parties; doctors and health workess fled the country,
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with a few escaping to rural aress to wait out the struggle with relatives or ©
work with resistance groups. The war made progress in health services
development 2 remote prospect for the entire country.

Why try to promote development in such confusion? At the beginning.
interest grew from three motivational camps which were often compatible and
reinforcing:

- those who felt it imperative to give noncombatants hope for a better
future through evidence that the world remembered their plight. They
wanted to demonstrate that compassion for individuals and families
endures in the face of political and military conflicts:

- the politicians who opposed a communist power grab, whose funds
exceeded their military needs and gave them enormous influence;

- the development wallahs, who believed that investients in training and
institmtional development can occur in the face of, and outlast, conflict.

This book describes practical attemnpts to demonstrate that some meaningful
advancement in basic health services can be produced even in times of war and
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Figare 1-1: PVOs in Peshawar. Dozens of private voluntary agencies
arose t0 serve refugees who had fled the war in Afghanistan.
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Chapter 1

From Working Alone to Working Together

Laurence Laumonier-Ickx, Paul Ickx, and
Ronald W. O’Connor

Vignette: Working Inside under the Bombs

The air is still as the brightening dawn begins to warm the valley. People
Stir, squarting in the sun to waich the horse and rider led up the hillside to the
mud house between the rocks. Two women with a limp child in arms make a
quick exit to make room for the rider being carried into the hut, where an
Afghan team and a French doctor begin to unwrap the stump of a leg wound.

Midmorning, the air begins to vibrate. In a few seconds, the thudding of
helicopier gunship rotorblades scatters the villagers into gullies and the shade
of the few trees left along the empty watercourse. The gunship turns up another
vailey and the thudding dies away. The horse tied in front of the aid station
calms down, and people return to their work. No attack today.

Appearances deceive. A village is pulverized to rubble, with no sign of life,
while one in the next valley appears untouched. A second look reveals that in the
obliterated village, an early warning permitted everyone to escape with prized
belongings to refugee camps over the Pakistan border. In the village that looks
untouched, the child playing in the path has no fingers from picking up a taylike
bomb months earlier, and there is no water in the canals, which for generations
reliably irrigated the land. Qtkers have died of dehydration and pneumonia, the
able men have been conscripted, and hunger is widespread.
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What Was Happening Inside?

Conflicting views of what was happening inside Afghanistan persisted
throughout the post-invasion period. The outsider’s view (often valuable for
drumming up support) was that the Soviet invasion and consistent war pressure
from Kabul had reduced the country to rubble, creating a vacuum where soc:al
structures, market life, transport, education, and health services had been
eliminated over large areas, and creating the largest cross-border flow of refugees
in our tme.

The view from inside was often surprisingly different; the isolation of
mountain-bounded valleys produced patchwork patterns where severe war
damage coexisted within a few miles of untouched villages. Even fiercely
contested zones such as the Panshir Valley harbored many unexpected findings:

In Panshir, 14 monihs after the Russian invasion, even while the valley
was undcer sustained attack, 1 could see that a vigorous life remained:
Lorcal leaders were rallying the remaining population to carry on; they
were collecting taxes locally; schools for both boys and girls were open;
a jail and judiciary system operated: a library was open; and within 3
days of our arrival the local Panshir organization had repaired the roof
and floor of the bomb-damaged hospital. We started medical training with
17 male students, training for wornen in the villages. and, af.er 3 months,
a vaccination campaign ia the valley.

Even large areas, like Nuristan, covering 4 districts, or Hazarajat, covering
about 40 districts in 11 provinces, were virtually free of government garrisons
and were bothered only by aerial bombings.

Vignette: A Trip tc Jaghori

In September 1983, litde pointcd 10 the presence of an occupying force. The
trip by pick-up from Quetta was pre-arrarged by the Jaghori Hazara transport.
ers, and even an encounter wiir a government tank column on the Kabul
Kandahar highway did little more than provoke short-l'ved nervousness. Th
revolutionary Islamic council (shura} of Hazarajat, formed in 1579, had create:
an alliance of all resistance parties in 9 provinces and 39 districts. Fighiing wa.
limited to the periphery in the east and the north.

The main bazaars prospered from trade with Pakistan cnd Kabul, evei
though no male between 15 and 40 would venture into the cities, fearing forcibl
enrollment in the army. Occasionally, the bazaars would be targeted fo
bombings, but the resistance’s intelligence sources were usually able to inforn
the population a day ahead. Only once, in mid-winter with one and a half meter
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of smow on the ground, was the hospital evacuated. Heavy sncw prevented the
jets from finding their target; by the time the weather cleared, they had lost
interest in antacking.

The governor of Jaghori, elected by the shura, supervised transport and
bazaar prices and negotiated between disputing parties and imerest groups. He
would also judge and sentence criminals and governnent infilrators. Taxes (up
to 20% on income and harvest) were levied, and every able man had to serve six
months in the mujaheddin forces, supported by his family. Schools for boys and
girls existed, and in Ghujur, one library even had a special women's section.

The hospital of Médecins sans frontieres (MSF), leveled in 1981 by aerial
bombing, was rebuilt on the mountain slopes, away from population centers. just
in case it became a target again. Patients came from as far away as eleven days’
walking distance, and more than 400 chronic cases, most of them TB padents,
received regular follow-up care. About 40% of all villages in Jaghori were
vaccinated by December 1983. Women made up more than S0% of all
outpatients and 8% of all house visits for emergencies.

The fact that people were able to survive, and to maintain age-old social
structures. did not diminish the deprivation that was felt the hardest: a large
portion of the active male population was unavailable, since they had been
dragted into the army, had become part of armed resistance groups. or had died.
In most places, life at the subsistence level could continue, since even before the
war the population was largely dependent on its own agricultural production.
The only difference in agriculture was that it was now taken over by women or
the elderly and had diminished in yield. The educated had left, and very few
medical professionals were available in the first few years. In addition, in the
places where traditional structures had broken down. insecurity increased and
often led families to a final decision to leave the country.

A Mix of Conventional and Guerrilla Warfare

While a few places—the Panshir Valley and the plains around Khost, western
Herat, and Kandahar—were the scenes of major conventional offensives. much
of the rest expenienced sporadic guerrilla attack and response: outside major
cities, dispersed settlement patterns and lack of heavy equipment on the side of
the resistance precloded widespread, generalized battles.

Many peoplke were killed, many were hurt, and many more lost their dwellmg
places, but fighting was localized and episodic. Even if major military operations
involving tanks, armored personnel camriers, helicopiers. and jets went on in ope
valley for weeks, those working only 10 kilometers away as the crow flies could
feel quite tranquii. being separated from the action by two mountain ridges.
Journalists were often frustrated, since they could pass months in an area without
seeing any action.
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Majr danger cane from ndiscriminate bombings by jets and helicopters of
suspected mujaheddin strongholds, helicopier raids on suspected caravans,
butterfly mines dropped along suspected trails, and mineficlds left behind
govemment outposts. Reprisal bombings after ambushes by the resistance would
target the closest villages. The second danger was the omnipresent AK47 assault
rifle. the Kalashnikov, which, in the hands of inexperienced and very young
users, often resulted in wounding or killing the user or bystanders.'

More than acwal fighting. the fear of air attack, in the absence of defense
systems to bring down the enemy. interfered with normal life by disrupiing trade
routes and local bazaar hours. Farmers could not use available land which
created artificial shortages on the local market.

Vignette: Bazaar life in Balkh

In Balkh, dfter four months of intense fighting in early 1985, the valleys in
the northern foothills were again under mujaheddin control. The major bazaars,
normaily held until 1:00 p.m.. were systematically bombed in a pattern that
continued for months. As bomber fighters from Dushanbe would reach the bazaar
around 11 :00 and drop a load, the hours were shifted to 5:00 to 1100 a.m.

A small hospital, a 30-minute walk from the bazaar, adapted its schedule to
finish consultations by 11:00, when all hospitalized patients were t 1nsported to
caves for protection against air raids. Patients who were difficult to move (e.g.,
with a broken femur in traction) were left permanently in the caves. Typically,
the sighting (or more often hearing) of reconnaissance helicopters left enough
time to evacuate ali visitors. Outpatients were only permitied to come from a
nearby village in groups of 20, to prevent crowding on the hospital grounds. The
caves had limited space. and a hit with splinter bombs would have had
disastrous consequences.

Abthough much respected by the local population, expatriate health personnel
were always accompanied by armed bodyguards. Several commanders had been
assassinated by young boys (11-12 years old) in different bazaars. Since the
Kabul government would pay prizes for such activities, and the youngster:
escaped the scrutiny of the many mujaheddin checkpoinis, local authoritie:
Jfeared that the foreigners might be targeted in a similar way.

Vignette: Reaction to Rumurs of Weapons Escalation

When word got o that neyv weaporns had reached the area, bombiny
increased. Jets would circle and draw fire, until the antigircraft sites wer
identified and taken out by the armored MIG-24s. When all antiaircraft site
were destrayed, Soviet aircrafi raided the valley. with flares protecting them fron
the few surface-to-gir missiles. They burned the suspecred village with phospho
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rus bombs and targeted all former antigircraft sites and the hospital with
fragmentation bombs. Twelve women and children died in the village, and some
20 more—of whom 4 died soon after—were seriously burned. Two mujaheddin
were hurt by shrapnel. The hospital took some fragments but suffered no direct
hit. For two days nobody even thought of coming to the hospital. since rumor
had it that it was destroyed, which inevitably left some of the wounded without
lifesaving care. The “new weapons,” mortars with increased range, were used
a few days later to destroy the living quarters cf Soviet engineers and their
families in the Shebergan gas installations.

The Role of the Commanders

The often confused external views of what was happening inside were in
large part a product of the clouded perception in Peshawar of mujaheddin
“commanders.” By the end of 1979, many local rebellions had kicked out or
confined 10 besieged garrisons the central government admmistration. Local
power structures remained intact in man; places, however. and central
administrative activitics had been largely limited to tax extraction. Traditional
roral leaders (ulema, khans, and tribal elders). who had been targeted under
Daood and the early communist regime as the pillas of medievalism and
backwardness. reemerged as the new references or authority. A few survivors of
the aborted 1975 Islamist coup gained much respev* for prophetical foresight.

Military skills and firepower rapidly became the poerequisites for survival in
many parts of the country. Faith and dedication to the cause proved sufficient for
resistance, if backed by reasonabie firepower, which could be obtained from the
Soviets and the Kabul regime through raids on garrisws and trade. The
traditional rural leaders would either lead the battle themselves or delegate the
task @ others with more military experience. Soon anybody at the head of a
grouop of amed men, and not aligned to the Kabul government, became a
commander.

Most refugee families in Pakistan delegated at least one family member for
active fighting. Weapons coukl be obuained thwough the political parties. or
through privileged relations with the Pakistani Inter-Services Intelligence (ISI).
‘Weapons woukd be distnibuted through vanious intermediaries by the U.S. and the
Arabs, with the Pakistani ISI as the inevitable last intermediary. Any refugee
receiving a handful of firearms also became a commandex.

The “political map™ of Afghanistan was often constructed by linking areas
with the pofitical party that had provided the latest arms shipment, and therefore
it reflected a bias towards the favored coumterparts of the ISI. Local power
structures inside Afghanistan were often disrupted by small-time would-be kings
returning from Peshawar with a hanxdful of heavily armed men.
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From 1984 onwards, three different types of commanders could b
jistinguished

+ leaders of a group of armed men, extracting whatever was needed br
whatever means from the local population and passing caravans;

+ leaders of large, more or less organized, fighting groups, which secures
a forceful local peace by suppressing any opposition (govemmental ¢
other); and

- leaders of large, organized fighting groups. providing military security 1
areas under genera: civil administration.

No distinct dividing line existed between combatants and noncombatent:
many degrees of active military involvement existed:

+ full-time resistance soldiess, called mailaki (professionals’ or nizan
(soldiers), organized in mobile groups (gruhe moiaharek ox grehe sayyar
usually antacking regime strongholds and cotning closest to the conves
donal picture of geerrillas;

- pait-time resistance soldiers, called mahaili (locals) or molki (civilia
forces), organized in comiteh by valley, ot by large village, and mobiliz:
for defense or for reinforcement of the full-time resistance doring mag
operations; and

- anyone carrying w<apons of in any other way assisting the first two a1
thus considered mujahed.

Likewise, acyone providing medical care o the fighters was involved
phad. For many commanders, the first doty of a medic (whether an M.
specialist or a basic health warker with three montts’ training) was o deliv
care o the wounded fighters at the front. Caring for women and childrer: dyn
from curable and preventable discases came second.

The fronts were changeable in the early years and very porous for the loc
residents whose tang and villages were being fought over: though the Sov
troops stood cuot, Afghan noncombatants—i.c., anyone without 3 gun at t
moment and particularly women, children, and the eldetly—could pass acros
front relatively easily. To the Russians, all Afghans looked the sams anyway.
the government troops, there were few distinguishing characteristics amao
civiians to trigger sospicion and for the first few years, many cross-bor
medical referrals were made. Even referrals from (illegal) expatriates working
the roral areas were accepted by doctors wezkang with the government im |
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cities. The clderly, women, and children were readily referred for more
sophisticased care (in Mazar, Kabul, Ghazni, and Wardak). In a few cases,
government doctors would send patients back to the same expatriates for care.
From 1984 onward, altempts to penetrate the resistance pushed the regime to
harass patients crossing the line for information when they came for care, and
so this early phase of humanitarian collaboration tapered off.

The First Cross-border Aid Committees Arrive

In February 1980, a few moaths after the Soviet invasion of December 1779,
representatives from three French private voluntary organizations (PVOs)—Aide
médicale internationale (AMI), Médecins du monde (MDM), and Médecins sans
fronti¢res (MSF)—were in Peshawar. MSF tried to start refugee health assistance
in Peshawar but was rcbuffed by the Pakistani government Attention was
refocused on the inside, contacts were made through different intermediaries, and
by June, all three French PVOs were providing medical assistance inside
Afghanistan.

Operations were completely illegal but tolerated by the government of
Pakistan as long as a very low profile was preserved. Doctors and nurses
would enter Pakistan on one-month tourist visas, often smuggling medical
equipment in their luggage. Lodged by sympathizing expatriatzs, or in
hotels, they made contacts with the mujaheddins’ representatives. Drugs
and medical supplies were ordered, and they were transported, sometimes
bit by bit on rickshaws, to mujaheddin safe houses, where they were
repackaged for transport inside. None of the organizations had an office
in Peshawar since it was toc zxpensive for some and impossible under
Pakistani law for all. Trips to the border generally started at dawn, with
the women under burkas and the men disguised as Afghans. Detection at
one of the mudtiple Pakistani checkpoints could jeopardize the whole
mission.

The Internatiosal Committee of the Red Cross opened a hospital for Afghan
war wounded in Peshawar in 1981 and began a oae-month first ad training
program for cross-border work led by Dr. Amin Fatimie, later the head of the
Institute for Public Health,

In 1982, the Swedish Committee for Afghanistan became the first PYO with
an office im Peshawar and started supporting cross-border health workers from
its Peshawar base. Other European committees from Belgium, Luxembourg,
Switzerland, and Holland began to raise money for small-scale relief programs
(e.g., cash for food and cash for work) inside Afghanistan.
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By 1983, the Earopean Coordination of Homanitarian Aid for Afghanistan
had become a foram for fundraising and political lobbyving for 21 nations for
offices in Peshawar. The German group began a six- 10 nine-month training
program in Peshawar and opened a clmic in Afghanistar.

By the end of 198+, Soviet military pressure, particularly through air attacks,
pressed the resistance to its limits at a time of minimal foreign interest and aid,
and made life in some rural areas untenable. Several of the medical groups had
to close down sites which they had had since the beginning of the war. Some,
like AMI, drew on their experience to start training mid-level heaith workers for
positions inside Afghanistan.

The Flood of Refugees Draws International Attention

The mix of conventional and guerrilla war in the early 1980s produced
uneven and widespread internal disruption ranging from price escalations
shortages, and corruption as the major manifestations in some rural areas, Ic
extended bombardment and scorched earth im others. Large-scale refuges
movements and lack of direct experience in Afghanistan among external groups
created confusion about what was really happening inside. Anecdotes from
journalists and courageous workers who ventured inside on their own prodacec
many conflicting stories and left observers in Peshawar 1o deal with whomeve
came to hand: commanders who represented significant forces and increasing
civil control internzily, alongside those who represented themselves well becaus
they had been edocared in the West, and who acwed primarily in their owi
interest in communicating with the growing body of expatriates in Pakistan.

After years of lobbying pressure strengthened by eyewitness testimony fron
Earopean volanteers who had worked inside, the US Congress voted for Afghai
aid in 1985. A large part of the aid provided by foreign agencies that wa
already in place had been to individuals, small commanders or health worker
who were located in the provinces situated close to the Pakistani border. Then
were two reasons for this. (See Map 1-1, Health Facilities inside Afghanistan.)

First, along the border, the tribal structure of the society had not permitie
the emergence of a civil administration capable of managing a health systen
even at the district level. Second, becanse of easy access, anyone could go t
Peshawar and ask for aid by crossing the 2,000 km of border between Pakista
and Afghanistan. In addition,

« The great majority of the Afghan refugees in Pakistan were coming frot
these provinces;



From Working Alone to Working Together 9

< The majority of the Afghan staff recruited in the aid agencies were from
those provinces and, of course, were inclined © help direct aid to their
own area; and

- Eighty to ninety percent of the expatriates responsible for humanitarian
programs for Afghanistan bad never been in Afghanistan before or during
the war; they were discovering Afghanistan through the Afghans they
could meet, mainly those coming from nearby provinces; they had very
few or no opportunities to make contact with Afghans coming from the
north, center, or west of Afghanistan.

Vignette: The Peshawar Circus in the Mid-1980s

It was the perfect backdrop for an Indiana Jones thriller: the roue of
. Alexander the Great and the Moghul invasion, the Khyber pass, the farthest
outpost of the British Raj, the start of the Grand Trunk Road to Caicurta, the
. great game for hegemony in south Asia, and the U2 spy plane from Peshawar
. shot down by a Russian missile. There were veiled women and turbaned men
. with big mustaches and big guns; tents, horses, camels, dust, and LandCruisers;
. the Northwest Frortier Province Border, a tribal no man’s land with smugglers'
. shops that were selling guns, refrigerators, drugs, and VCRs. There were
. modern-day Flashman surrogates looking for excitement. Politicians would be
photographed for the folks at home with the supplies for humanitarian (and
other) causes, then squeeze off a few bursts on a Kalashnikov ard fill their free
military transport home with souvenirs. There were dozens of volunteer and PYO
groups arriving to do good and/or do well. Ard there was Dan Rather, focusing

the US.'s attention on the conflict each evening from behind enemy lines for
, CBS-1V.

Shifting International Perceptions of the Refugees in Peshawar

i The increasing visibility of the “menace just across the border had crystal-
+ lized imtexnational aftention and gave outsiders something to rally against. Large
amounits of military and social aid were acthorized, particulaly by the U.S.
Congress, and resources flowed freely above and below the table, transforming
the quietly colorful fromtier town of Peshawar into a bustling center for entrepre-

The picture in Peshawar was complicated. The refugees were readily visible,
articulate, and needy; it was easy for visiting Congressional delegations to see
ankl decide what should be done: military supponrt for the resistance, some
humanitarian aid for the refogees, and perhaps some medica! care for the
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wounded mujabeddin and civilians canght in the crossfire. Not so easy though,
said the eyewitnesses and TV reporters covering the struggle of the majority left
behind in Afghanistan.

Around Peshawar, three million refugees were received with characteristic
Muslim hospitality in the largest cross-border influx of refugees in our time. The
Pakistanis had to setile thern among not-very-prosperous villagers who could
grow to resent the presence of outsiders, even brothers of the £aith, who received
so much attention. The refugees concentrated in the Northwest Frontier Province
(NWFP) and Baluchistan, with the majority living in camps that resemble small,
packed Afghan towns and villages more than the traditional tent-and-barbed-wire
image of “refugee camp.” Although Pakistan sheltered the single largest refugee
popaulation in the world for more than ten years, little friction emerged between
the refogees and the indigenous population; no large-scale violemt clashes
occurred, and the only major demoustrations against the refugee presence took
place in Lahore or Islamabad, led by people who bad probably never seen an
Afghan refugee except on television.

Louis Dupree saw four reasons for this:?

(1) NWFP is a very Islamic area and sensitive about the concept of jihad;

(2) One of the major duties of the Pakhtunwaii is melmastya (giving shelier

and hospitality to anyone who requests it, a principle to be defended to
death);

(3) Eighty-fve percent of the refugees were Pashtu, the same ethnic group
as the Pathans in Pakistan; and

(4) The refugee situation was put in the hands of the Pakistani military,
where decisions are not challenged, but executed.

Whoie sections of the city metamorpbosed mnto refugee areas and Afghan
partisan enclaves, with Lifelines of money and political support, some sceming
to diffuse into the air, some actually reaching refugees near at hand, and very
little reaching ihe three-quarters of the Afghan people who remained inside as
refugees trying o preserve it their own country.

Vignette: The Changing Scene on Ghazni Plain:
“The Best Development Assistance”

In the pldain of Ghazni in 1986, no one would travel by daylight in groups of
more than two people; helicopter pairols regarded bigger groups as enemies.
Cars and trucks off the nain road were destroved on sight. Many fieids, formerly
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irrigated and in use, were left untended out of fear of helicopter gunships. Ye
a year later, one could easily travel on bicycle through the plain in broa
daylight. Vehicles also circulated openly, and many fields were back in use. Th
only decisive difference was the presence of a few Stinger missiles. Delivered u
commanders, they virtually removed the threat of helicopters.

Confusion Experienced by Donors of Development Aid

Traditions of Afghan independence and an absence of central authorit
combined to fragment the organization of social services. The refugees include
promineant politicians, businessmen, inteliectuais, professionals, religious group:
and, within these, both the committed as well as the opportunists of every stripe
With the foreign commaunity ill-equipped by training or expetience io differenti
ate among these groups, con men and rip-off artists vied successfully wit
patriots and community interest groups in a free-for-all scramble for attention an
money. Emerging Peshawar-based political leaders often acted as if they wer
playing buzkashi, or a zero-sum game: They had nothing to gain when successfi
in-country organizations and leaders documented that they could make progres
inside Afghanistan and be supported directly. Both the well-intentioned and th
adventurers from outside were often easy marks for some of the greatest trade:
in Asia

In Peshawar, the priority was for action 10 meet the pressing needs of thos
in Afghanistan who were reachable. For the front-line providers, life was simp!
and often fulfilling: the recipients got something, there was work for expatriat
plus a few Afghan refogees and Pakistanis, and some real needs were being m¢
Perhaps a tandred organizations sprang up in Peshawar and a dozen in Quett
sprouting signs, raising reats, and stimulating the local construction industry
build housing and offices. Operating with resources from private contributors a
the intermediaries who were fronting for government agencies that were n
accustomed to or desirous of direct visibility, a Wild West bazaar of forei;
asxistance shops went into modest business for themselves. Least visible &
often most mportant 10 the mujaheddin were the contribations of the Ar
world, often made in cash and sent direcfly to the fighting groups insk
Afghanistan. Operational details such as staffing. training, procedures, a
priorities for resource use and recipient aitention were left to the discretion
those on the front line.

The pioneering agencies were still doing whatever they knew best; th
activities were as important for demonstrations of concern about and witness
the war as for their direct impact on the problems addressed. By this time
transition, their momentom had built constitvencies, donor bases, staffs, budge
and appreciative recipients. As larger PVOs and international organizaiic
amrived, they began to qouestion the rationale for scatter-shot action by
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pioneers in their search for overall strategy and policy. Refugee health and
casualty care for the mujabeddin dominated the thinking of large donors, though
the Swedish Committee for Afghanistan stood out for its continuing commitment
to avoiding the burgeoning Peshawar bureaucracy and supplying in-country, basic
health services directly.

Working Together: The End of the Buzkashi Period in Afghan
Cross-border Development

Vignette: The Game of Buzkashi

Buzkashi is a traditional Afghan sport where horsemen gather on a huge field
in two loosely arranged factions 1o contend for the headless carcass of a sheep
or goat. Men try to grab it from each other, hoist it across their saddles or
secure it under one leg, and break threugh the melee of dozens of indenendent
opponents. Racing for a goal line, they are pursued and struck ~ith whips by the
other contestants. Players wear heavy clothing and large boots for protection,
but injuries and broken limbs are common. The object is possession of one
carcass which begins to disintegrate in the course of an afternoon’s maitch.

The arrival of major international interest groups in Peshawar resembled the
game of buzkashi in some respects. The prospect of significant resources was
accompanied by the players who attend such events: interest groups who wanted
resomrces, burcaucrats who administer and justify them, politicians who claim
credit for obtaining them and achieving results, and technicians who apply them
in “rational” ways for the pursuit of donor-specified goals. In contrast to the
early supporters of the “boutique™ action agencies, the major intemational groups
required an explicit project design, often accomplished by their usual, if
expedited, processes of assessment, analysis, and projection of impact. While the
already active groups sought out, and were sought by, large agencies that needed
1o move money quickly to demonstrate action, the frontier days of the unfettered
assistance market were now tempersd by the prospect of deliverables, cognizant

Major Donor Strategies Emerge
The Afghans in Peshawar
The refugee enclaves had coflected in ethnic and tribal groupings and

gravitated toward seven pasties that acted as inermediaries with the external aid
community. As jocal patronage organizations. thev claimed adherents through
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jobs created for males and rations distributed to the families. Only two groaps,
Hezbi and Jamiat, existed before the refugee influx, while all the others arose in
response w0 the opportunity to use aid as a vehicle to foster patron-client
relations. All the parties were driven by the immediate needs of the amdreds of
thousands of refugees in Peshawar who were visible on the doorstep; the large
majority of the population remaining in Afghanistan, often dispiaced and ir much
more precarious circumstances, was not the primary cliemt base of the Peshawar
parties.

The major donors could not deal with both the large numbers of splintered
interest groups among the Afghans and their own aid operations a the same
time. especially when increasing intemational concern was producing large
amouants of development financing for the first time. They had to require a
semblance of coherence and cooperation from both recipients and technicians as
a prerequisite for support. In contrast, many Arab official and individual donors
would hand over large sums of money to anyone to whom they ook a Liking,
The Islamic Rebief Agency and the Saudi Red Crescent made efforts to channel
the mooey to useful aid programs, which resulted in an Istamic Coordination
Committee in 1987.

The Technictans

The aid agencies had responded largely to the visible flood of refugees, and
very little to the sitmtion inside Afghanistan. Most projects worked in Pakistan,
and of the few that worked inside Afghanistan, almost none reached beyond the
border areas. Clinics, hospitals, training and supply programs that started with
private resources, of support from covert intelligence sources in the era when
anything went, were now less acceptable to the major donors. Few aid agencies
in health wexe interested in cooperation when that meant changing their direction
and momentom; only the specter of lost funding could weigh against the
combination of vested technical and political interests which had grown over the
previous five years.

This sitpation was complicated by the fact that what expatriates knew of the
Afghan scene was primarily a byproduct of what they heard from their owt
Afghan staff, who were usually refugees from one of the five provinces along
the bordez. Frequently combined with an urban, elitist backgrouné and littl
experieace in their own comntry beyond their home provinces and the capital
thetr perceptions about the majority of the country did little to balance the pictun
for the technicians planning the assistance effort. Since they were refugee
themselves, their own problems and needs differed from those of the peopk
With pressure and fundimg from the U.S. Agency for International Develop
ment (USAID), the Swedish Committee, and the United Nations, coordinating
committees sach as CMC (Coordination of Medical Committees) and ACBAI



Figare 1-2: The game of bazkashi. Factions of men cn horseback
! compete for a goat's carcass i the national game of Afghamistan.
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(Agency Coordinating Body for Afghan Relief) were established as initial forums
for information exchange. (CMC was established when the Americans—IMC.
MCI, and Freedom Medicine—arrived, since A.1D. demanded formal coordina-
tion. ACBAR was established after UNHCR/Operation Salaam implied in 1988
that money would only be available if NGOs coordinated better.) They eventually
became vehicles for joint planning with Afghan counterparts from the Peshawa
partics, the Afghan Interim Govemment (AlG), and later representatives of the
in~country leaders who were fighting the war.

Local Afghen Leaders

Only rmotely known to most in Peshawar were the principal lkeaders of th
jihad, the majaheddin commanders who, wita varying degrees of success, wert
pursuing the resistance effort throughout the country. Along the border provinces
the resistance was weakest, factionalized, z- 4 most dependent on the parties an
influences of Peshawar. Elsewhere throughout the majority of the country
commanders arose and developed substantial military and civil administrations

The Batancing of Central and Area Forces

Resentments and misunderstandings between Peshawar and the commander.
intensified the competition for donor assistance and made pursuit of a coheren
assistance effort a particular challenge: the pressixe from Peshawar was all fo
backing the local party structures as the legitimate representatives for Afghani
stan. The few who had direct experience inside Afghanistan beyond te
immediate border area knew that the only viable way w0 reach most of th
country was through the oxganizations of the local commanders, who had littk
faith in the Peshawar expatriates. The commanders saw them as most concerne:
with political infighting, use of aid as patronage, and rake-offs of donor suppor

The denor community in Peshawar reacted variously. There were those wh
were committed to or captured by local Peshawari Afghan interests on one side
and those who had access to. experience in, and concem about the situatio
inside Afghanistan on another. The Swedish Cocmmittee for Afghanistan, long th
largest force for internal Afghan support, sxongly favored direct aid to loc
efforts, since they had little faith in the expatriate Afghan community. USAIL
amriving later, was persuaded with time and persistence that a worthwhile paralk
approach imvolved attempting to strengthen the AIG as a possible pasces
national government, while at the same time allowing work directly with th
regional commanders who made things happen in the country for the majorit
of the Afghans who remained and struggled on.
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Vignette: Terrorism in Peshawar

The well-insentioned and 1he scoundrels of the donor and Afghan communities
did no: labor alone in Peshawar. Strong and unpredictabie percepiions of
personal honor and sometimes just plain cussed behavior combined to create a
precarious atmosphere. Terrorist activities could be difficult to distinguish from
interpersonal feuds.

ltem: International agen. y—related vekicles were registered with special yellow
plates and numbers that identified the country of origin. An MSH staff member
is driving through an area of the old city where ammunition shops have sprung
up to serve the active frontier market. A shop ,ust happens to explode as he
passes, smashing the car’s windows and rear #nd, but missing the occupants.

Item: A letter containing death threats is thrown over the walls of a team
member’s house.

Item: Driving into Peshawar for work one morning, the head of the Austrian
Relief Committee finds a large truck in front of kim slowing down. Then it drops
its wilgate and men spray his car with AK47 fire, killing him.

Item: The Chief of Party of an education project is ambushed one eveniag in
University Town, an area populated with the internatiopnal community and
Afghan agencies. Pickup trucks close the rooed and rake his car with gunfire,
wounding him and killing :he driver.

Item: In 1990, CNN relayed the threa: of war in the Persian Gulf lve, fueling
local resentment and frustration with foreigners in Peshawar: death threats
showed up in mailboxes and were thrown over garden walls. On 24 howrs’
notce, chartered flights for nonessential (i.e., nondiplomatic, nonspy) foreigners
were grounded, and for several months, local colleagues inherited the challenge
of sustaining cross-border hecith activities until the situation calmed down.

Notes:

1. Maek Shwinski auributes 46% of casualties to aerial bombardment and 33% to tullets,
in: “Evaluation des conséguences humaines, sociales, et éobogiques de la guerre en
Afghanistan.” Preliminary report, Paris. December 1987. Table I

2. Louis Dapree, personal communication with Paul Ickx in Peshawar in 1988.
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Wioura 2-1: Caravan formation. Supplies are loaded onto horses and donkeys in preparation for the return to Afghanistan.
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Chapter 2

Cross-border Project Design and Its Context

William Oldham and John W. LeSar

Introduction
Overview

YWhy did anyone bother with the complexities of cross-border support when
there were millions of refugees right at hand along the border of Pakistan’s
Northwest Frontier Province. daily reminders of immediate, accessible need?
Political and humanitarian reasons intertwined: the political imperative emerged
from a desire t0 belp, and be seea as helping, the mujabheddin; the larger,
humanitarian objective siemmed from increasing awareness that the ten million
Afghans remaining in country had health problems as bad as or worse than those
of the expatriate refugees, and that conditions inside Afghanistan were as bad as
or worse than any in the wordd.

Courageous efforts by several European groups—the Swedish Commitiee,
the Germans. and the French—had supported health services over the border
throughout the 1980s, often almost alone, by adding a doctor to the staff at smalt
clinics and outposts for a few months at a tme. The Swedish Commitiee
pioneered a more leveraged approach: resupplying and training Afghans who
then returned to their villages inside.

Throughout the early and mid-1980s, large segments of the population—in-
deed. the majority who remained outside the orban areas that were controlled
from Kabul—were without access to organized health services and formed the
ratiomale and target for a major, A.LD.-supported cross-border program,
eavisioned in 1985 and begun in late 1986. This chapter examines the successes
and faitures that should be remembered in the foture.
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The Call from Washington

Angust has always been a great time in Boston, and 1985 was no exception.
The economy was booming; the Charles River was crowded with boaters; joggers
and walkers filled the parks; and the outdoor cafes at Harvard Square, along
Newbury Street, and at Fancui! Hall resonated with the buzz of peogle enjoying
the warm days and pleasant evenings. At MSH, many staff were on vacation and
those at work coakin’t wait until lunch break and the ead of the day’s work so
that they could enjoy the daylight hours. Life in Boston, and generally
throsghout America, was satisfyingly good for most families and MSHers shared
in those pleasant times.

Avroad. Sast-West competition was still in full swing, but there were no
major new crises 1o increase world anxieties. President Gorbachev had only
recenily come to power in the Soviet Union, and in the U.S., President Reagan
had jest been re-elecied. Europe was generally stable, and the Japanese economic
machine was only on the edge of most Westerners™ consciousness. The situation
in the Middle East was as chaotic as usual but there were no major crises at the
time. Both superpowers had stable policies, with the Soviet occupation of
Afghanistan beizg the most visible point of commotion and conflict. However,
the war had gone on for over five vears and, to the public eye, appeared to be
stalemated. Most informed citizens in the worid knew that the US. was
supplying covert arms and advice (¢ the Afghen resistance to defend themselves
against the Soviets, but the noncommunist world was generally supportive of the
American policies. While Congress, the State Department, and the Umited States
Agency for Internationzi Development (AID.) kncw that the simation m
Afghanistan was deteriorating, it was ot so clear to the publc.

So it was a surprise to receive a call from ALD. asking if MSH would be
interested in belping design a humanitarian assistance program for Afghans sill
living in Afghanistan. The caller explained that MSH's experiences in Afghani-
stan in the 1970s had prepared the organization to develop health services and
prograins inside Afghanistan—not in the refegee camps of Pakistan.

MSH’s officers and board of directors discussed the philosophical and moral
issues of becoming involved in heiping set up better health services in a war
zone and also the potential ramifications for MSH’s wark in other pacts of the
world. They decided that MSH could commit itself to helping plan and develop
the bealth program but would not decide o help implement any program umil
the details of the program became clear, until MSH had experienced the sitnation
in Pakistan, and until satisfactory working relationships had been worked out
with the USAID Mission and the Embassy.

Meetings in Washington with A.LD. and State Departinent officials made
clear that developing the health and other humasitariar: assistance programs were
high priorities for the U.S. government During these meet ags, MSH representa-
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tives met with experts from the University of Nebraska at Omaha, who would
help develop the educational programs, and with representatives from Volunteers
in Technical Assistance (VITA), who would help develop the agricultural
programs. Each organization had experience in Afghanistan prior to the 1978
coup d’état and feh that it was being asked w0 participate in an important
humanitarian activity, but all were anxious about the political aspects of the
program and about the personal security of their staff. Working in a war setting
was new to all.

The First Visit to Pakistan

Three MSH staff and one outside expert comprised the initial planning team
that went o Pakistan in November 198S. They represented skills in health
services planning, pharmaceutical and supply logistics, maternal and child health,
and military medicine. The purpose of the visit was to analyze the health
situation of war-affected Afghans, to develop an overall strategy for ALD.-fin-
anced humanitarian assistance in health, and, if possible, to develop an
operational plan and budget for the first three years of the program. They met
with USAID and Embassy officials in the national capital of Islamabad. In the
cities of Peshawar and Quetta, the major border cities where Afghans were
concentrated, they met with Afghan resistance leaders, Afghan health leaders,
govemment of Pakistan officials, staff of private voluntary organizations (PVOs)
carrying out relief efforts for refugees, staff of PVOs already working across the
border, and individual mostly European expatriates who had travelled extensively
in Afghanistan providing limited health services to Afghans.

The team members were both excited and anxious during that first visit to
Peshawar, a city of haif a million people located 48 kilometers from the Khyber
Pass, a centmies-old border crossing between Pakistan and Afghanistan.
Peshawar sits on a plain about 24 kilometers from the beginning of the
mountains that form the border. For over 200 years, the British and the Russians
had played the “great game™ for controt of India in the mountains of Afghanistan
and around Khyber Pass. This time the Raussians were only 48 kilometers away,
judging from the sounds of shelling around Khyber Pass. On some nights,
military ordnance would light up the sky.

In addition, the seven major Afghan leaders lived in Peshawar. They were
heavily guarded and made their movements secretly. They did not get aloag well
and feared Soviet-inspired assassination or perhaps assassination from members
of other resistance groups. Hundreds of Afghan men carried antomatic rifles on
the streets each day. Bandoliers of ammunition festooned their chests. Spies were
said to frequent the coffee houses and restanrants. The American Consulate in
Peshawar was heavily fortified, and Pakistani and U.S. officials worried about
a Soviet attempt to head off the humanitarian assistance programs through an
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incident involving one of the humanitarian teams. While the govemment of
Pakistan provided (mostly invisible) security to the teams, team members would
often wake up at night from some unusual sound or from gunfire in the streets
and wondex if they were “soft”™ targets (easy t© hit because they were not heavily
guarded).

In Peshawar, a 24-hour airplane journey from Boston, joggers and walkers
did oot fill the parks. Aithough the weather was wam, the nights brought
anxiety, not pleasure. Over 1.5 million Afghans lived in refugee camps, not their
own homnes. Many had lost relatives in the war. Tension and poverty set the tone
of life. One fek on the edge of freedom and tyranny, with responsibilities and
risks closely inierwoven.

Health Programs for Afphan Refagees

Foreign-operated programs: In late 1985, the stream into Pakistan had reached
over 3.5 million people and the social problems of the Afghan refugees were
iminense. The United Nations High Commission for Refugees (UNHCR) took
the lead in funding refagee assistance and by 1985 had already spent over $450
million to help house, feed, clothe, educate, and provide health services for the
Afghans living outside their country. The largest part of the UNHCR program,
including the health programs, was implemented by the government of Pakistan
(GOP), which by 1985 was operating 133 cbinics for refugees. Foreign PVOs
from Islamic and Western countries operated another 58 clinics in the refugee
camps along an 800-kilometer border.

Most of the Pakistani-operated UNHCR clinics were staffed by Pakistanis,
as the GOP used the opportunity to create jobs for Pakistani citizens. The PVO
clinics were usually operated by foreigners from other Islamic countries or from
the West, with: the participation of about 59 Afghan doctors and 100 Afghan
DUISES.

In addition to UNHCR, Afghans, and PVOs, international relief agencies like
the Internaticnal Committee of the Red Cross provided health services to Afghan
refugees and border medical care for war-injured Afghans. The political parties
hed 16 facilides along border crossing points, the PVOs had 1 facility and 11
mobile teams, and the international relief agencies had 6 facilities and 7 mobile
teams. The mobile teams had medical staff and emergency supplies and gave
ambulance sapport 10 Peshawar or Quetia.

Afghan-operated programs: The political partics were hard pressed to carry on
the war and, at the same time, try to help the millions of refugees who
surmounded them, let alone help the Afghans living in Afghanistan. Even though
the refugees had access to 191 UNHCR-funded clinics, they often preferred to
seek health care thwough the parties, because they preierred the Aighan doctors
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and nurses working in Afghan-operated clinics and hospitals. To meet this need,
the political parties and two Afghan doctors’ associations operated 14 facilities
in Peshawar and Quetta, of which 8 had hospital beds. In 1985, about 95 Afghan
doctors and 150 nurses worked with the political parties” limited bealth funds to
provide medical assistance to the border program and the refugees. Afghans
living inside Afghanistan usually went without assistance.

The Afghans living in Pakistan were much better off than those staying
inside Afghanistan. They were in a secure environment and had food, shelter,
clothing, job training, and health car >, Many families had more services than
they had ever had in Afghanistan, Many men became small business entrepre-
peurs in Pakistan. Many went into Afghanistan “on jihad” once each year for a
few wecks or months, bat nearly all spent their winters in Pakistan. The women
had opportunities, if their husbands permitted, for job training primarily in
handicrafts. Many of the children, especially boys. went to schools operated by
the political parties. The relatively fortunate refugee situation augmented the
Soviet strategy of emptying the Afghan countryside, and the political parties
focused heavily on refugee activities rather than on helping the Afghans inside
the country. In turn, the parties became estranged from the Afghans inside, who
were loyal to their military commanders.

The Health Situation inside Free Afghanistan in 1985
The Eanvirouament inside Afghanistan

Most of the time, the mujaheddin controlled about 90 percent of the land and
80 percent of the population, but the territory was not peaceful; bombardment by
planes, sorties by helicopter gun ships, and incursions by Soviet and Afghan
troops were freqoent. Nearly 20 percent of the population had been displaced. In
1985, the Soviets tried to seal off the border areas. As a result it was difficalt to
move personncl and supplies into the country, and casualties regularly poared
into Pakistan. The security situation drove up transport costs, and clinics inside
the country had to be in secare areas or be mobile. Losses of health personnel
doe to military action were thought to be about 15 percent that year.

Health Problems inside Afghanistan

The health sitpation in Afghanistan was among the worst in the world at the
time of the Soviet takeover in 1973. The mfant montality rate was 150 to 130
deaths per 1,000 live births. Life expectancy was about 40, and almost 60
percent of all deaths occured before age 5. The main killers were respiratory
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weight and malnutrition were major coatributors 1o deaths in children. Matemal
mortality was extremely high.'

Between 1978 and 1985, the situation of the Afghans in areas where warfare
was common deteriorated texribly. In 1985, a United Nations report, commonly
called the Ermacora Report, estimated that, since 1978, over 500,000 Aighans,
mostdy civilians, had died: 4 million had fled the coantry; and over 1.5 million
were internal refugees, dispiaced from their homes as a resalt of military action.?
By 1985, war damages were estimated at $12 bilion in a country that had had
a GNP of $1.7 billion in 1978. Prices had risen 600 to 1,000 percent while per
capita income, only $110 in 1978, had sericusly declined. To survive, many
Afghans who did not leave the country moved into the communist-controlled
Kabul area. However, in 1985, over 8 million Afghans remained in “free” areas,
where they lived in perilous conditions. The Soviet strategy, which focused on
destroying villages and economic hivelihocd in active military zones as well as
direct combat with the mujaheddin, was having a severe impact on the civilian
population. Combat deaths were thought to amount to about 8 to 12 percent of
total deaths, but over 33 perceat of the total were deaths of children under five
years of age: there were 3 10 4 child deaths for every mujahed death.

War injuries had three main causes: bombardment, mines, and gunfire. The
first two were the major canses of civilian deaths, which were thought © exceed
mujaheddin deaths by three or four times. While some died instantaneously of
a war injury, most did not and many of these would have been saved by modem
military medicine. A great many eventually died of infections, and few people
with head, chest, or abdominal injuries ever reached Pakistan alive. At the border
clinics, 99 percent of wounded patients had serious infections. Those patients
usually had limb injuries, and many required amputation, which could have been
prevented in many cases if adequate wound care had been available.

With the exception of war-related deaths, the majority of deaths were cansed
by the same conditions that existed in the 1970s, magnified by the economic
decline, rising food prices, and displacement of persons from their homes into
caves and snbstandard, crowded dwellings. Respiratory diseases, diarrhea, and
malaria, exacerbated by malnutrition, still killed most of the children. Since
immunization levels had dropped © zero for children born after 1978, measles
and whooping cough (pertussis) epidemics were reported to have swept through
villages periodically, wiping out large numbers of children. Most pregnant
women were anemic, of low weight for height, and at very high risk when their
pregnancies were complicated. There was viraally no care for gynecological
problems or for pregnancy prevention inside Free Afghanistan. and neither men
nor women could find help for medical. surgical, or dental problems except
through traditional healers (many of whom had left the country), or the rarc
Afghan or foreign doctors still found in a few villages. Health problems were
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particularly severe in active military zones where, to escape bombardment, many
families Lived in caves or under ledges in the mountains.

Health Programs in Afghanistan in 1985

To understand the issue of access to health services, it is important to have
a mental picture of the geography of Afghanistan, which stretches over 800
kilometers from east to west and 640 kilometers from north to south. The
mountainous center and northeast are surrounded by dry plains, with over 14,900
villages, mostly small, scattered along the meager watersheds. It is a very
difficult place in which to provide health services due to the dispersion of the
population and the Limited number of paved roads. About 50 clinics operated by
the Afghan parties, PVOs, and international relief agencies were the main source
of medical care. Most were either close 10 the Pakistan border or in the
northeast. Given the lack of transportation and the difficult terrain, these clinics
served populations within a 16- to 19-kilometer distar-¢ at best. Probably only
250,000, about 3 percent, of the 8 million people in Free Afghanistan had access
to clinic-based care. While the precise locations of clinics were kept secret for
security reasons, it is clear that whole sections of the country were without
doctors or nurses at afl.

No true hospitals—defined here as facilities able to provide moderately
complex surgical care—existed in Free Afghanistan in 1985. Difficult cases had
to try to get to either Pakistan or Iran, a perilous journey; most undoubxedly died.

Party-operated health programs: In late 1985, the parties were focusing most of
their attention on military affairs and on refugee bealth care. Since the Afghans
in Free Afghanistan were days to weeks away and without tclephones or other
communications channels, they were much less visible than the refugees camped
in front of party leaders’ headquarters each day, demanding health services. The
parties, dependent on foreign funding, could attend 10 only a small proportion of
the health needs of people living inside Afghanistan. The parties knew it, the
government of Pakistan knew it, and both the Soviet and American governments
knew it. The Soviets exploited these facts in their propaganda, which depicted
the parties as uncaring and their leaders as fat cats sitting in luxwry in Pakistan,

In Free Afghanistan, the most nmmerous health workers were first aiders,
who had been minmnally tramned by the resistance parties 0 support the
mujaheddin. With obe to two months of training in Pakistan, they were supposed
to able w bandage wounds, splint fractured limbs, and treat a limited set of
common illnesses. They were assigned to commanders who had affiliations with
the political party that had trained them.

Moxe substantial care was provided by about 34 clinics operated by Afghans,
most through political parties and about 6 through twe Afghan dociors
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organizations. Two parties, the Jamiat-e-Islami and the Bezbi-Islami party of
Gulbadin Hekmatyar, were most active. Jamiat-e-Istami, which had wide military
control in northern, Persian-speaking areas, operated about 10 clinics. The other
chinics, operated by Pashtu-speaking parties and the doctors’ organizations, were
pear the Pakistan border in southeastern Afghanistan.

Picture a small building, usually staffed by 2 Afghan doctors, 4 to 8 male
nurses. and some guards and cleaning people. First aiders assisted the doctors
and nurses, who had relatively few instruments, drugs, and medical supplies,
brought from Pakistan or secretly bought in pharmacies in the major cities of
Afghanistan. The clinics seldom had electricity or a refrigerator. Telephones were
not available. When no fighting was going on, the clinic provided primary care.
When a battle or raid/fambush was planned, a male nurse and some first aiders
gathered their few supplies and wemt with the mujaheddin but usually stayed a
safe distance from battle. They provided first aid to the wounded soldiers and
seat them back 0 the clinic to be seen by the doctors, who had little with which
to workc no blood products, seldom any intravenous fluid, no transportation
capability, and no training in surgical care of trauma victims. Most of the time,
the clinic saw men and children and provided basic primary care (but no child-
bood immunizations due to lack of a refrigerator for the vaccines) and
psychological support for the villagers in the vicinity.

The political parties did not provide the clinics with much support or coatact.
Usually, a doctor or nurse could leave Afghanistan and travel to Peshawar whea
supplies ran out. There, his party headquarters and health committee could do
litthe for him, except occasionally find a nurse or first aider to go back with him:
more often staff came through his commander. For supplies, he went to the
Swedish Commitiee and either carried them himself or arranged shipment with
other items thmough the transport system operated by the military affairs
committees.

PVO and relief agency programs: In 1985, nine PVOs and international relief
agencies were operating about 17 clinics inside Afghanistan, mostly in areas
organizations Médecins sans frontitres and Médecins du monde. Each offered
services in 4 or 5 sites, mostly in the north, where the Jamiat party was in
conirol. In addition, the Kuwait Rescue Committee, the German Afghanistan
Committee, and the (American) International Medical Corps had small clinics,
mostly near the Pakistan border; the activities of the others could not be verified.
Most were staffed with 2 foreign doctors (usually one female and one male for
the Evropean-operated clinics), 4 male Afghan nmrses, and various support staff.
Some had first aiders aciing as medical assistants. Usaally, these clinics had
more supplies and equipment than the Afghan clinics, and the doctors were more
techmically advanced in trauma care. However, like the Afghan clinics, most of
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in karge numbers, with occasional trauma victims from the war.

Transportation support for health programs: Transportation of pharmaceuticals,
supplies, and equipment was costly and colodful. By late 1985, the Swedish
Committee provided about two-thirds of all medical supplies inside but did not
provide transportation. The transportation system developed during the previous
years was primarily for military supplies and equipment and, therefore, a prime
target for Soviet and Kabul air and ground forces. It was operated mainly by
private transporters who moved supplies mostly by mule from border depots into
Afghanistan. They charged fees based on the estimated demand at the time of a
particular trip, the length of the trip, and the danger expected along the way.
Since they did have significant losses, their prices were high, ranging from $1.80
per kilo for short, safe trips t $5.50 for long and/or risky trips. In 1985, losses
from bombardment and animal deaths exceeded 30 percent. It took four to six
months for pack animals to recover after long trips into Afghanistan and back,
which lasted up to three months.

Transportation for the wounded was also usually by animals. Besides the
costs and uncertainty of transport availability, the situation of the wounded was
much worse doe to their physical condition; many died from bleeding,
septicemia, and peritonitis along the evacuation trails before they reached
Pakistan.

Transport costs were a major burden on the parties and the PVOs, and since
military supplies had top priority. bealth supplies could not always be sent at the
time expected. Becavse of the timing and cost problems, some PVOs with clinics
close to the borders set up their own transportation systems.

Health Resources for Afghanistan in 1985
Trained human resources: The estimated number of personnel by type of
organization inside Afghanistan is shown in Table 2-1.

Table 2-1
Estimated Medical Persounel inside Afghanistar in December 1985

Ductors Nurses First Aiders
Afghan Organizations 50 277 925
PVOs & Relief Agencies 34 7 381
Totals 84 347 1,306
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An acute shortage of health manpower existed inside Afghanistan. Before the
coup d’état in 1978, there were about 1,000 physicians in the country, 84 percent
of them in mewropolitan Kabul. Approximately 750 left Afghanistan for Europe
or the U.S. between 1978 and 1985. About 200 doctors, mostly general practitio-
ners, remained in Pakistan (it was easiest for the specialists to migrate), and
perhaps S0 were inside Afghanistan. Most medical students had also left the
country.

If the population of Free Afghanistan was about 8 million in 1985, the ratio
of population per doctor in 1985 was over 95000 to 1 (the U.S. ratio is 1,350
to 1), and for nurses the ratio was over 23,000 to 1. The U.S. had over 70 times
more doctors and nurses per capita than Free Afghanistan. Worse, few, if any.
of the medical personnel were female; few providers were trained in trauma care;
and vast areas of the country had few, if any, providers.

Afghan doctors in Pakistan were reluctant to work inside and thought that
the tack of facilities, supplies, and equipment made them relatively ineffective
anyway. Few felt adequately trained in surgery, especially trauma surgery. Most
were working in party clinics, hospitals, or small private practices in Pakistan.
The majority had wives and children with them in Pakistan. Educated people
themseives, they had serious concerns about the education of their children and
the future of their famiii>« should they be killed. Their wives were less educated,
had few employment skills, and were culturally unable to work easily in peblic.
Life insurance was not generally available or affordable for Afghans in Pakistan
and was absolutely unmavailabie for Afghans participating in the war in
Afghanistan. The parties could not afford death benefits for Afghans killed in
action. The doctors knew that if they went into Afghanistan. their income would
drop, as party salaries were low (for doctors, roughly equivalent to $150 per
month) and they had some chance of being killed. Thus. for doctors, there were
strong incentives o stay in Pakistan and disincentives to return to Afghanistan.

Nurses were also in short supply. Afghanistan had never trained many
female nurses, due to cultural constraints and the consequent paucity of educated
women. Most female norses had worked in Kabul hospitals. Few were skilled in
outpatient care, especially in rural areas under conditions of war. Many female
nurses had remained in Kabul. The few in Pakistan worked in party hospitals and
lived with their relatives or husbands, who would not allow them to retum to
Afghanistan to work. since women were not allowed to travel or live ogtside of
their family homes.

Male nurses, alvrays the backbone of the rural health services in Afghanistan,
were in better supply. In 1985, roughly 350 were estimated to be in Free
Afghanistan and over 3X were in Pakistan. These men were younger. less likely
to be married, less educaten “nd more rural. and less concerned abont expensive
edocation for their children.
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The facts were clear: The war had depleted the country of educated people,
including health personnel. Free Afghanistan was populated mostly by minimalty
educated rural villagers who fought and died for their country. Few health
workers were willing and available to work inside the country under conditions
of war. Even if the war ended, the future of the bealth sector was problematic,
not onty due to economic devastation, but, more importantly. due to loss of

Since neither the population mside the country nor the resistance partics
outside had their own funds for health programs, any expansion of the
cross-border effort would need to be wholly financed by donors, who faced a
serious, multiyear commitment to the health sector, including the financing of
supplies, equipment, and, most important, salaries for health workers working
inside Afghanistan. Even if the war ended. the couniry was financially destituts
and would need ‘ong-term donor support 10 sustain a reasonable level of health
services.

Health Program Design (January-August 1986)
Key Isswes in Program Design

The key issoes in design incloded security problems; the decline m
economic well-being and bealth status inside the country; traditional cultural
views toward women, which resulted in few trained female health workers and
the near-impossibility for women o receive health care from men; competition
between the parties; ebbs and flows of power between parties and commanders;
acute manpower shortages ccapled with incentives to stay in Pakistan and
disincentives to vork in Afghanistan: shortages of drugs and equipment; and high
transportation costs. Other important issbes are discussed below.

Managerial capacities of the parties and PVOs: While the parties and PVOs had
experience in small medical programs inside the country, coverage was only
about 3 percent. A massive expansion, which the Afghans and PVOs had neither
the expericnce nor the organizatiopal structure to plan and implement, was
needed. In addition, the environment was militarily hostile, and the Soviets were
expected to try to disrupt hamanitarian programs, incleding health.

Only one of the Afghan health professionals in the political pastics had held
any managerial position in a training instittion before the war, and the doctors
in administrative positions were simply not aware of the complexities of planning
and operating a large health program. The staff of most PVOs had a medical
background, lacked managerial experience, and were young. highly motivated,
the coordination, direction, 2nd monitoring required for large-scale management.
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Coordination among Afghan party commitiees: In late 1985, the seven political
pasties worked independently and competitively in the health sector. In December
198S, they announced the formation of a Seven Party Alliance Committee, which
came to be known as the Alliance Health Committee (AHC). When the planning
team returned in May of 1986, the AHC had not met except when requested by
the PVOs. Although the bealth professionals in each party were very busy with
refugee needs, first aider training, and some support w clirics inside Afghanistan,
five months after formation, the AHC really only existed on paper.

Coordination among PVOs: The PVOs also tended to work independently—of
each other as well as of the Afghan political parties. They were extremely busy
as well, with training of paramedical personnel and support of their clinics. Some
PVOs had national linkages, while others were fiercely irdependent and, in many
cases, secretive. However, A1 D., which funded many of the PVOs, saw benefits
in coordinated development of curricula, standard lists of drugs, and reatmer
protocots for paramedicals, and in better coordinatioa with the pasty bealth
committees and recently formed AHC. The PVOs thus ‘ormed a body called *: .
Coordination of Medical Committees, or CMC, in February 1986. Not all PVOs
supportsd this coordination and many remained remote, but, since their main
Jonor, A.1D_ had encouraged (and funded) the CMC, they did join.

Coordination between the AHC and the CMC: The CMC initiated some meetings
with the AHC members in March and April of 1986, but serious differences
between the two bodies threatened the planned expansion of health services
inside Afghanistan. The PVOs felt that the party commitiees were not organized,
did not follow up on agreements, were primarily politically motivated, v.ould
divent supplies from Afghans inside Afghapistan to party hospitals or to personal
uses, and just were not reliable. The AHC members felt that the PVOs did not
respect them, refused w0 acknowledge the parties™ desire to coordinate health
affairs inside Afghanistan, and acted ndependently in Pakistan and within
Afghanistan (which posed security problems and k. of status for the Afghan
parties). PVOs, with foreigners operating them, —:cre getting fonds that the
Afghans could use more effectively at much lower costs.

‘While the PVOs’ perspective held some truth, thzy were not seasitive to the
importance of political vnity and coatrol by Afgtans inside Afghanistan to
support the war effort and W demonstrate leadership for the people mside the
country. Nor did they realize the demands that refugees placed on the political
govermment in Kabul, their never-ending scramble for financial resowrces, and
their dependence on a variety of donors.
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The complex doror environmen:: In addition to all the other coordination
problems, the donor enviroament was very complex. The Afghan parties tried to
attract support from islamic countries, Western countries, and private donors.
Donor countries had serious foreign policy differences between them. Wealthy
privaie citizens would arrive with promises of millions of dollars if their causes
could also be advanced. The Islamic countries were concerned that with Western
aid would come Western values, so that philosophical differences were
magnified. In addiiion, the United Nations was active in the refugee program,
and UNICEF was providing medical supplies to the communist government in
Kabul as well as 0 the Afghan parties.

At the center of everything was the government of Pakistan: the activities
were taking place on its territory and it had welcomed the millions of Afghan
refuogees. Although this was never admitted, it also provided the sanctuary for the
mujaheddin who, along with ther militaty equipment, crossed the border into
Afghanistan in scores of places. Pakistan truly was a front-line state m the war
effort and demanded that donor activities be coordinated through its government.
Pakistani advisors were the key links between donors (both governments and
PVOs) and foreign implementmg agencies. and the Afghan parties. Since they
also coordinated the military equipment and clandestinely trained Afghan
soldiers, the parties were very dependent upon them. Any health program

Principies for Cooperation and Coordination

For the planned vast expansion of heaith activites inside Afghanistan
s. ~eed, it was necessary for the pasty leaders to agree on how their parties and
A, ). would cooperate. The two mectings with the party leaders were crucial in
this egard. The second set omt the principles of cooperation for the health
prog am effort (Figure 2-2).

These principles for cooperation formed the basis for the eventual agreement

Overview of the Planned Program

The goal of the program was always t0 improve the health of the Afghans
livicg inside Afghanistan. The project. as designed in 1986, had three main
purposes: to provide medical and surgical care for war casualties; o provide
gereral bealth care for the civilian popuiation and the mujaheddin; and o
improve the capability of the health commitiess of the Seven Party Alliance o
plan and manage heakh activities I sopport the war effort and national
reconstraction.
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The first two purposes were clear from the situational amalysis. The third
purpose was clarified by the principles of cooperation. The following pages
provide an overview of the program’s components, while later chapters give
detailed descriptions.

Figare 2-2
Principles for Cooperation in Health

1. Humanitarian assistance will support the objectives of the jihad and the
preservation of Afghan culture.

2. The first priority for hwnanitarian assistance will be to provide basic
sustenance (food, clothing, and shelter) to the civilian population. Improving
health care will be the second priority.

3. Humanitanian assistance in health will give equal priority to civilian health
care and war casualty needs.

4. Health assistance will encourage maxinum population coverage by
training more workers for shorter periods of time with a limited set of skills
to a defined level of quality.

5. Health assistance should strengthen the power of the parties vis-a-vis
dor<ors, foreign governments, and foreign advisars; strengthen party-
commander relationships; and strengthen the ability of the combined party
health commitiees to provide systematic health services.

6. Health assistance will build on the strengths of existing party and PVO

programs, but to improve effectiveness and efficiency, will establish
coordinating mechanisms.

7. While health assistance will give top priority to immediate support for the
civilian population and war efforts, it will also support activities that will be
important during national recoastruction.

8. Health assistance mast be feasible, practical. and flexible. A.i.D. should
recognize that the Soviets and Kabul government will develop strategies and
tactics o undermine these humanitarian efforts.
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Medical and Surgical Care for War Casualties

The first purpose of the bealth program was to improve the war casualty
system, which had four components: emergency care at the battleground, urgent
care at the clinics and perhaps some bospitals, a transportation system for
evacuation of the wounded, and continuing care for casualtics in Pakistan.

Emergency care was envisioned as being provided by first aiders at or near
a battlefield and supported by male nurses three o five kilometers away. These
workers would also be deployed to bombardment sites. First aiders would be
trained in basic life support skills, and nurses would be trained in more advanced
life support, while both would be trained in transportation of the wounced.

Urgent care would be provided in nurse-led clinics, doctor-led clinics, small
mobile hospitals, and, if feasible, Larger semipermanent surgical hospitals. Clinics
would stabilize patients, prevent and treat infections, and hold 5 to 20 patients
for up to three weeks. Norse-led clinics were expected w provide fracture
stabilization and medical care for infections. Doctor-led clinics were envisioned
as perfarming uncomplicated surgical and orthopedic procedures and providing
medical care for complex cases until they were able 0 be evacuated. A few
mobile hospitals and surgical hospitals, staffed by doctors and nurses, were
envisioned as offering more complex surgery to prevent or minimize permanent

Transportation services for evacuation were envisioned as having a staging
area for collection of patients, evacuation stations about every two days aloang the
evacuation route for patients needing to rest or those having complications, and
an end at the border clinics. Transportation was expected to be by pack anmals
in most cases and by motorized vehicles where available and appropriate.

The comtiaming care system would consist of hospitals in Pakistan,
primarily in Peshawar and Quetta, where infections and complications could be
treated and restorative surgery perforned as necessary.

Expanded General Medical Care for Civilians and Mujabeddin

The second purpose of the program was to expand medical care for civilians,
since most deaths and most excess deaths occurred in children, usually from
nems: primary health care, immonization campaigns, and public edncation
campaigns.

Primary health care services would focus on basic maternal and child
bealth care and care for adults. Workers would be taught about respiratory
disease, diarthea, eye and skin infections, malaria, twberculosis, and other
common problems. First aiders and male nurses were expected to provide the
bufk of the care. Atterpts wonld be made to recruit female nurses and doctors,
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but no one was optimistic. In the late 1570s, before the coup d’état, MSH had
helped the Afghan government train traditionz! birth attex:dants (TEAs), village
females who vrere already rekied on by village women for birthing problems.
Using TBAs was considered but thought to be difficult and of lower priority than
meeting the immediate needs faced by the civilian population and mujaheddin as
a whole. It was expected that primary bealth: care services would be rendered by
first aiders in villages and nurses and doctors in clinics and hospitals.

Immunization campaigns that would focus on childhood immunizations,
especially measles and DPT (diphtheria, whooping cough, and tetanus), were
planped. These campaigns would be organized on a village-by-village basis in
a valley of some other natural grouping. The main issue, besides manpower, was
keeping the vaccines at the proper temperatures thiough use of the cold chain.
It was expected that nurses and first aiders would carry out the work.

Public education campaigns for selected health problems were viewed as
important but hard w0 accomplish due o the difficulty of comxmumicating with
Afghans living inside the country. An early fessitility study was planned to
determine the potential for reaching the Afghan people with health rrograms on
radio, using Voice of America or other shorcwave stztions that would broadcast
in Dari or Pashtu, the two major languages of te couatry.

Improving the Capability of the Party Health Committees

The designers planned to strengthen the capability of the Alliance Heslth
Committee so that it could eventually plan and manage an expanded health
system itself and, if the communist government fell, return to Kabul able to
operate the Ministry of Public Health. This would require a comsiderable
expansion of staff and an improvement in their management infrastrocture and
skills, not only for staff living in Pakistan, but, more important, for additional
administrative staff that would be placed in Afghanistan. Health planning, health
services administration, personnel management, supply management, training,
management information systems, and financial managemen; were envisioned as
major areas for skill improvement. Since the AHC was not yst functioning, it
was clear that ALD. funds would need to provide office space, supplies,

transportation costs, and, most important, salary support for all AHC stalf if
these goals were 0 be met.

Planped Accomplishizeets of the Program

In the summer of 1986, heavy emphasis was placed on training first aiders,
nurses, and managerial/supervisory personnel; increasing the nembers of first
aiders and clinics, and adding some mobile surgical hospitais; expanding the
admir istrative  infrastrocture  within the country; implemesiting vaccination
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programs; and testing the feasibility of public education programs. In addition,
the program envisioned, in later years, some support for education of medical
and nursing students who could provide services in a reconstructed Afghanistan
once the war ended. The plan also included additional beds for women and
children in Pakistan due to a shortage of continuing care beds.

Administrative Arrangements and Technical Support for the Program

From the first planning visit, it was clear that A1 D. would need assistance
in the financial management of this complex program with its ambitious targets,
especially since considerable fanding would go to the Afghans. including salary
~-oport, and since the intent of the project was to provide services in Afghani-
s _., where accountability for expenditures would be very difficuit. The Office
of the A.LD. Representative for Afghan Affairs did not have the staff to disbarse
fands regularly or to maintaim financial accountability under these circumstances.
In addition, the pharmaceutical component wouid probably require procurement
both from Pakistan sources and intemational sources—something that USAID
was not staffed to do and an area where A.L.D/Washington wanted to maintain
tight control.

It was also clear from the first planning visit that the Afghans would need
technical assistance if they were 10 play a major role in the vast expansion of the
health system inside Afghanistan. They lacked the manayiement infrastructare and
experience to manage these efforts without belp. "hey also did not have
physicians with experience in planning and operating health services and
immunization programs, in inplementing feasibility stodies for public education,
in training large numbers of health personnel, or in operating a supply manage-
ment service. In addition, ALD. had to decide whether it wished to have funds
disbursed to individual parties, only to the Alliance Health Committee, or w0
both.

The plan provided PVOs with a major role in training, especially of
mid-level paramedical workers, although it was not clear whether the PVQOs
would need technical support for their training efforts. In addition, A.1D. had o
decide whether to disburse its PVO health funds through a fiscal intermediary or
retain these grants within its own office. This decision was complicased by the
fact that AL D. wished o fund PVQs from a variety of countries.

A third administrziive issue concerned the role of the government of
Pakistan. Should it have a fiscal role, a technical assistance role, a coordinating
role, or a more limited clearance role? They agreed ¥ a coordinating and
clearance role rather than to a role of managing funds themselves.

Discussions about these arrangements occurred over a six-month period in
Pakistan and in Washingtot.. The final decision by A.1LD. was o fund each PVO
directly, using one-vear grants maraged by the Office of Afghan Affaiws
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Islamabad. In addition, A1.D. would also fund the CMC, to perform technical
support and coordination.

For the Afghans, A.1.D. would employ a fiscal intermediary which would be
responsible for managing all ALD. funds. This intermediary would fund
activities of the Allia.ce Health Committee rather than political parties or
commanders. In addition, there was a clear need for technical assistance to the
Afghans, and A LD. intended that the fiscal intermediary and technical assistance
roles be implemented by the same organization.

One advantage of this administrative approach was the close control of
A LD. funds through the use of an intermediary who would disburse funds and
commodities directly to the AHC. Since the AHC would receive funds, it would
be considerably strengthened in its role as coordinator and leader and the parties
would seriously contribute staff and time to its development. The intermediary
would have auditable record systems for all financial transactions occurring in
Pakistan but would have a reduced level of accountability for transactions
occurring in Afghanistan. A1 D. would wotk out accountability standards for
expenditures occurring in Afghanistan. Since the intermediary would also provide
technical and managerial assistance to the Afghans, the progsam would be more
coberent, which was expected to speed implementation.

To PVOs, with their individoal boards of directors from many countries,
A.LD. would provide grants directly. This decision gave A.LD. flexibility based
on performance and also fostered international cooperation. The AHC would set
up monitoring system s for activities inside Afghanistan. The fiscal intermediary
would monitor the Afghans, and A.L.D. would monitor and evaluate the fiscal
intermediary and its PVO grantees. A.LD. also planned o organize an outside
evaluation in the second year of the program.

MSH’s Decision {0 Undertake This Program

The decision by MEH to assist in implementing this program was not an
casy onc. While the MSH board of directors, upon the advice of the officers, had
agreed to assist in the plarning of the program, they had not agreed that MSH
would belp with implementation. MSH's officers followed the planning process
closely and. in the summer of 1986, thev discussed the pros and ccas with nearly
every MSH employee, even those based overseas.

The philosophical issnes were paramount: Should MSH work in a war zone?
Was the project strictly humanitarian? How should MSH avoid pressures, if they
ocanred, to provide intelligence information that would affect the war or
political efforts rather than humanitarian ones? How did MSH feel about paying
the salaries, even indirectly, of health workers inside Afghanistan who were
likely to camry weapons and fight?
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There were also serious operational issues, such as the personal security of
the long-term advisors residing in Peshawar and the shortterm consultants
visiting Pakistan. Were MSH employees willing to be stationed there? Did MSH
have a cumment employee to lead the project? Could we implement a project
where US. staff could not enter Afghanistan? Could MSH structure an
agreement with ALD. that gave it the right to terminate its services if the
humanitarian purposes could not be achieved or if other pressures of a
nonhumanitarian natwe seriously impeded its work?

These discussions at MSH were fascinating and wide-tanging. Thomas
Aquinas, Gandhi, and Martin Luther King were quoted. The histony of medicine
during wartime was reviewed. Gandhi’s example provided the clearest guidance:
in his youth he had been a medic in South Africa, after deciding that providing
health care to wounded soldiers or civilians was of high moral purpose even if
that war, or war itself, was inherently immoral. In the end, MSHers agreed o0
follow this example. They believed in the moral purpose of the program and,
since MSH had special knowledge of Afghanistan. they felt that it was important
to use it o help Afghan citizens. However, MSH would not directly pay salaries
of health workers. The AHC would assume this respoasibility and would moniior
the activities of the health workers inside Afghanistan.

Project Development and Evolution
Getting Started

The MSH technical assistance team opened for business in Peshawar in
November 1986 in Room 2 of the Dean Hotel, a relic of the British Raj which
was laid out stablewise among green lawns. The hotel management was acutely
anxious about the numerous visits t0 Room 2 by our long-bearded and turbaned
Afghan colleagoes. The Afghan communisis were camrying on an intensive
terrorist bombing campaign in Peshawar at that time, and the management feared
we would get the hotel blown up. They pleaded with us to stop the Afghans from
visiting, but we were aule to ignore the requests politely without getting kicked
out of the hotel. The Dean Hotel remained headquarters until February, when
permanent offices ia the University Town section of Peshawar were establishe:d.

The first few months were speat in ficlding the project’s technical assistance
team and in preparing a detailed work plan for the first year. Initially, the team
was composed of three people: Jack LeSar, the MCH Program Director from
MSH m Boston, who stayed on as the Acting Team Leader until Bill Oldham,
the MSH Project Director for the AHSSP, could move up from Cairo in early
January; Dick Johnson, the Traiming Advisor, who had worked on the project’s
design and who had had ‘ong experience in Pakistan and Afghanistan; and
Lawrence Laumonier, a French piysician with considerable wartime experience
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inside Afghanistan with the mujaheddin, as owr Field Operations and Medical
Advisor. A Financial Officer, Len Chang, and a Management Advisor, Anibal
Mejia, followed.

A major concern was adjusting the design of the project to a limited budget
without losing sight of two main objectives: rapid development of basic health
services, delivered by well-trained and well-supplied health workers and
facilities; and development of health management systems to plan, manage, and
supervise health delivery systems inside Free Afghanistan.

The project actually kicked off in February 1987, with the ordering of
emergency supplies for all seven parties. However, three of the parties decided
not 0 join the project and did not accept the commoditics. One, the Khales
faction of the Hezbi-Islami Party said it opposed the concept of the Alliance.
Two other parties, the Hekmatyar faction of the Hezbi-Islami Party and Sayaf's
Itihad-e-Islami-e-Mujaheddin Afghanistan Party decided to await the establish-
ment of an office by the government of Pakistan that would serve as an
intermediary between MSH and the parties. since they felt it was improper for
them to receive assistance from an “infidel” organization.

Allance Health Committee

Could the Afghans actually set up a multiparty health structure to meet the
management needs of an organization performing the role described above? We
spent considerable time negotiating the structure of the Alliance Health
Committee (AHC) with the chairmen of the party health committees of the
Alliance of Seven Partics. There was suspicion witlin each party’s health
committee thai the others would cheat them or get a bigger share of the assets
to be provided by MSH. Initially, the committeces woulkd meet with MSH in our
Dean’s Hotel office, but they soon felt that it was not politically correct to meet
there. After a few weeks of running around Peshawar, meeting in obscure offices
and hospitals, the four participating parties organized themselves mnto the
Alliance Health Committee and occupied offices leased by MSH.

The Alliance Health Commitiee showed steady development during the latter
half of the first year and its members demonsirated that they could work
effectively together, although there must have been some real scraps between the
various parties before all the arrangements were agreed upot.. The chairmen of
the health committees of the four parties in the AHC became its officers, with
rotating positions, and fortned a High Council to provide management oversight
and policy direction.

A senior administrative officer was appoinied, and four departments (finance
and administration, medical services, logistics, and training} were established and
staffed with, on the whole, reasonably qualified personnel. Great care was taken
to insure that the salaried positions were distributed equitably among the four
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parties. The departments were anxious for technical assistance an sooo began
to function better.

Lack of Trained Manpower

A major problem throughout was the paucity of trained managers and
technicians. The jihad was made up chiefly of rural tribesmen; the highly trained
professionals, managers, and technicians had either stayed on in the communist-
governed areas or departed as refugees to the West. Later in the war, more
doctors and techanical people crossed over to join the mujaheddin but not in large
enough numbers to alter the manpower shortage significantly. The AHC doctors
frequently feared that the professionals in Kabul would capture most of the top
positions in the new government’s Ministry of Public Health and that they (the
mujaheddin) would be left out in the cold. They often urged the establishment
of medical schools for the mujaheddin so that the batance could be altered.

Training of basic health workers (BHWs) i primary health care and
emergency first aid was the major activity of the AHC during 1987. The training
was conducted in four separate training camps, one per party, located i the
mujabeddin guerrilla camps surrounding Peshawar. The camps were established
and equipped; the faculties selected and trained; the students (25 per party)
selected; and the candidates tested. The first training session of three months
graduated 100 BHWs on July 15, 1987. The admission testing, training, and fmal
exams were supervised by the AHC Training Center. From the start, the AHC
Training Center demonstrated excellence, in large part due to the owtstanding
director chosen to lead it and the close relationship he developed with his
counterpart.

The graduates were immediately deployed and established 94 health posts in
20 of Afghanistan’s 28 provinces. This deployment mitiated a major joint
activity. The MSH Feld Operations Division (Dr. Laumonier) and the AHC
Medical Services Division collaborated in overseeing the deployment and supply
(and resupply) of health posts, clinics, and other facilities inside. In addition, Dr.
Laumorier began planning for extensive monitoring to be carried out inside
Afghanistan. We had to have some idea of what was happening to the millions
of dollars in supplies and salaries that we were going to send sight unseen acToss
the border. Expatriate advisors were not allowed to cross the border, since the
State Department thought it would be too dangerous and possibly even politically
embarrassing if ooe of us were captured.

Need for Supplies and Logistics

The medical logistics program. initially managed by the MSH Field
Operations Division, became much more expensive and laberious than envisioned
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in the project design or in the first work plan. With our first procurement of
simple emergency medical supplies, it became evidemt that the role of the
American Manufacturers” Export Group (AMEG). a commodity procurement and
distribution contractor for A.LD.’s Afghanistan program. had been misunderstood
by all concemned. During the design phase, MSH proposed that it provide the
procurement sexrvices for medical supplies, but ALD. decided that AMEG would
provide all logistics services for all four of thi projects overseen by the Office
of the A1D. Representative. It was assumed by MSH and A1D. that these
services would include warebousing and repackaging for delivery to the client,

Unfortunately, AMEG had not understood that warehousing and repackaging
were to be their responsibilities and would have required an amendment to their
contract to provide the specialized personnel and warehouse space 10 carry them
out. The arrival of the emergency medical supplies forced a solution when
AMEG did not have the warchouse space to store them: the medical supplies
were delivered to MSH, which soon ran out of storage space in its offices and
in tents on the surrounding grounds.

MSH leased a large house and converted it into the first warehouse,
foreshadowing a medical logistics service that eventually became the largest
undertaking in the project. During the first year, MSH spent $1.86 million on
medical supplies, which were repackaged into kits to supply 340 basic health
posts and 40 clinics. Over 24 tons of supplies were shipped on 80 caravans to
20 different provinces inside Afghanistan before the end of September 1987.

Al the end of 1987, fifty-one tons of supplies were stored in the warchouse,
most of which had b ~n repackaged int kits for mule ransport. Twenty tons
were reserved for BHW graduates in the second year.

Predictably, the logistics service grew as the project fielded more and more
facilities. By October 1991, we had shipped over 1,000 metric tons of supplies
and had a logistics center that incloded three large industrial warchouses,
gencrators, vaccine cold storage, 25 air conditioners to keep the drugs reasonably
cool during the fierce Peshawar summers, and a large number of personnel w0
manage the warehonses and prepare the kits for shipment nside Afghanistan,

Initial Miscalculations and Adaptations

The original program budget developed early in 1987 supported a series of
outputs (project accomplishments) felt to be the minimum required o have an
impact on the health and emergency casualty care of the people Living and
fighting mside Afghanistan. Costs had been estimated with aimost no expersience
in building, from a distance, a hezalth system in a couniryside exposed to bitiax
warfare and bombardment. Eight moanths of experience made evident that moct



Figure 2-3: Transporting supplies, Trucks were used whenever possible to transport heavy equipment on both sides of the
border.
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of the data on which the estimates had been based were ermoneous, and,
consequently, that many of the costs in the project’s design were underestimated.

‘The major underestimation involved the salaries of the BHWSs. This category
of bealth worker had originally been perceived as a combat medic. and no salary
had been planned since they would be assigned to the main-line units and be
treated past like the other mujaheddin troopers. Between design and implementa-
tion, this perception changed substantially. The training was coasiderably
opgraded, and BHWs turned owt to be spending most of their time in the
villages, providing for the general population, and going on operations with the
mujaheddin only infrequently, when there was an actual battle. Since othex
donors paid their personnel a stipend. we ended up paying BHWs $40 per month,
which added grearly to the project’s cost, and set a problematic precedent for the
long term. The argument was that the BHWS had families to support and if they
did not get a monthly salary, they would be off the job farming most of the time,

The cost of transportation of supplies by caravan o locations inside
Afghanistan had also been underestimated. The design team believed that this
cost would be minimal becanse A.LD. was supplying mules by the hundreds (on
747s from Tennessee) for the transport of humanitarian supplies. We soon found
they were fully booked for carrying in food, clothing, and other supplies. Since
we issned sapplies directly to the personnel of the clinics and health posts, they
had to compete with the armaments and other supplies being sent in by the
parties. OQur transport cost at one time equalled 40 percent of the value of the
medical supplies being transported.

Building the Local Staff

One of the happier experiences during the siart-up year was recruiting local
staff. With very few exceptions, they proved loyal. hard working, and highly
motivated. A firstclass administrator, Ariff Jan (who became the Acting Chief
of Party when expatriate staff were evacuated during the Gulf War, January o
April 1991), a muhltilingual bead driver, Mohammed Ali, and a retired Deputy
Director of Logistics, Pakistan Air Force-North, Mahimund Bajwa, formed the core
of this team_

Then the debaie started. Laurence Laumonier (Fiekd Operations) correctly
argued that the program was an Afghan project and would be moving into
Afghanistan one day. She felt strongly that we should hire only Afghans. Len
Chang (Financial Management) had surveyed the financial management expertisce
among the Afghans and Pakistanis and decided that he had w have Pakistanis tc
manage his complex financial activity. Ariff Jar argued that our procurement
since he believed the Pakistani merchants would take the Afghans to the cleaners
on purchases.
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As is usually the case, both sides were right. We decided to hire Afghan
employees whenever possible but 1o hire Pakistanis when we could not find the
necessary expertise in Afghan applicants. Although we started with 8 or 10 local
employees. by january 1, 1992, we had 239—about 82 percent Afghans and 18
percent Pakistanis (sec Table 2-2). While there was always a slight underlying
tension between the two national groups, all appeared friendly and there was very
little badmouthing about anybody. This is remarkable, since spreading rumors
about someone you did not like Jften seemed to be the national sport of both

Table 2-2
Distribution of Local-hire Persoanel

Categories of Workers Nationality
Pak Afghaa Other

;

Supervisors
Deputy Supervisors
Physicians
Accountants
Accounts Assistants
Computer Stpervisors
Computer Operators
Secretaries

Clerks
Translators
Trainers -
Cartographers
Storekeepers

Senior Monitors
Monitors

Laborers (Warehouse)
Security Guards
Drivers

Custodial Workers
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The Evolving Focus on Prevention and Women’s Health
Programs

When the project was approved in 1986, our first priority was to establish
basic health services throughout Afghanistan as rapidly as possibie. The major
emphasis of those services was casualty care, but preventive services and health
services for women and children were essential if we were to assist the Afghans
in developing an effective health delivery system in rural Afghanistan. Reports
from expatriate medical personnel working in Afghanistan and knowledgeable
Afghan physicians wamed that the health status of the people there was grim.
Widespread malnutrition, poor sanitation, absence of adequatc maternal health
services, rampant tuberculosis, and lack of preventive health services contributed
to the deteriorating situation. The health status of women and children was
especially bad. UNICEF reported in 1990 that Afghanistan had a matemnal
maoxtality rate of 650 to 1,000 per 100,000 live births and an undex-five mortality
rate of 300 per 1,000, the highest in the world.* These issues had to be dealt
with even though care for the war-injured was a high priority. A balanced health
care system, emphasizing cost-effective preventive and primary care, was needed.

Therefore, in 1987 an immunization program focusing on: the six preventable
childhood diseases for which WHO recommends immunization worldwide in its
Expanded Programme of Immunization (EPT) was the first major activity of the
Preventive Medicine Department. It took well over six months to receive
essential cold chain equipment, so the Alliance Health Committee was not able
to field its first vaccination teams until September 1988. The EPI program grew
steadily after that, using vaccines contributed by UNICEF and equipment an(
training funded by MSH. We added immunization with tetanus toxoid anc
treatment with ron and folic acid tablets for anemia as women’s healtt
interventions. At first, we feared the program might fail because the vaccinaton
were male, but, overall, the interventior: was well accepted and the coverage oi
fertile and pregnant women in the areas served by the expanding EPI progran
was mech higher than anticipated.

The Preventive Medicine Department expanded its child sarvival and diseas:
comtrol activities (0 include treating diarrhea with oral rehydration and treatin
acute respiratory infections early and appropriately. A twberculosis contro
program was badly needed but difficult to establish. Foliow-up of patients unde
treatment to insure compliance was difficult to accomplish, since the heald
personnel deployed inside Afghanistan were untrained in twberculosis prograrn
management Instead, pilot treatment centers were set up, with staffs especiall
trained in managing tuberculosis control programs, with the hope that thes
facilities would serve as the base for expansion into a national program. With th
exception of the tetamus toxoid immunization of pregnant women and th
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distribution of iron and folic acid tablets by the vaccinators, very little was done
to provide health services for women.

Initially, health personnel deployed in Afghanistan were exclusively male,
but they were trained in some maternal and child health work. While child health
programs were popular, the approach to maternal health was necessarily low-key
and introduced cautiously due to the very comservative nature of the male-
dominated Afghan society. Male health workers simply do not directly treat
women in Afghanistan, and there are almost no trained female health personnel
outside of the cities. The result was grim: women got little or no healtk care m
rural Afghanistan.

In the first two years of the project. little was done for women’s health
sexvices because we lacked the experience with the culture to kaow how to
approach the issve without stirring up the conservative Afghan community. In
1989, a full-time expatriat: MCH advisor. Linda Tawfik, arrived, and she noted
the following constraints to the development of women’s health services in
Afghanistan:

» There is an extremely low female literacy rate (less than 10 percent).

The underlying problem of the low status of women makes all women’s
programs socially and politically vulnerable.

atendants, are scarce m rural Afghanistan. Women can be examined
only by a female health worker in most areas, so theirr illnesses and
complications, especially those which czuse maternal mortality, go
unattended.

- Most women are in perdah, which restricts their ability to seek care. The
security situation imposed by the war made it even more dangerous far
women t0 travel o distant health facilities or training centers. The
barriers created by this immobility of women have severe mplications.

+ In terms of health interventions which could have the greatest impact,
family planning would be the single most amportant intervention o save
women's lives. As in most countries at war, the countervailing pressure
was to repopulate. Fertility rates in several of the Afghan refugee camps
reached world-record highs. Knijgh reported in 1987 that the wotal marital
fertility raie in ten Afghan refugee camps m Pakistan. based on cumrent
age-specific fertility rases, would reach an averags of 13.6 live births per
woman® The highest previous total marital fertility rate was 105 in
Yemen, as reported in 198S by the World Ferility Survey.’
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These constraints were compouaded by the fact that the project’s headquar-
ters were Jocated in Pakistan. The cross-border MCH program needed women
trainers and ciinicians who could travel back and forth between Afghanistan and
Pakistan, which was the model for other MSH program activities. However, a
cadre of sach women who could travel cross-border was nonexistent in a society
that does rot allow women beyond compound walls.

The MCH advisor quickly developed a rapport with our Afghan counterparts
and worked effectively with the expatriates and Afghans working on MCH
programs either inside Afghanistan or for Afghan refugees in Pakistan. Ap MCH
Directorate of the MOPH was established, and real interest in developing
maternal and child health programs began to sprout in the mmistry. A male
pediatrician director and a male deputy director were appointed. a set of offices
were provided by the ministry out of its own resources, and several female
technical personnel were hired to work on the training cwenicula.

‘While the women’s health program was still relatively small and still viewed
with suspicion by many conservative Afghans, the growth of the interest in
women's health programs was extraordinary. The Area Health Commitiees as
well as the MOPH quickly showed intesest in developing maternal services,
admittedly more for the children’s component than for the maternal portion. Stll,
as long as women were seen and treated by female health workers, most Afghan
health leaders were enthusiastic about programs for women. Almost all BHWs
were trained in how to approach and train dais (traditional birth attendants) in
their villages in sterile technique and other aspects of matemal care. Dai training
centers staffed by the female personnel of the clinics were set up in over 33
MCH clinics, and over 14,000 dai kits and 100,000 stenle delivery packs were
distributed throughout Afghanistan. A school was established in the MOPH w0
train mid-level female MCH health workers to staff and supervise the maternal
and child services. Immunization programs were developed in well over half of
the provinces, and ORT comers were set up in the clinics o train mothets in the
treatment of diarrhea in their children. This overview of the evolution of Afghan
women'’s health programs will be completed in Chapter 7.

Developing a Sustainable Infrastructure

By the fifth year of the project, MSH and A1D. recognized that the time
had come to do something t0 ensure the sustainability of the health infrastrocture
set in place by the cross-border health programs. Scores of organizations of all
sizes, mostly smail. were supporting health services imside Afghanistan or
providing services directly with their own expatriate personnel (see Table 2-3).
particalarly Sandi Arabia and other Gulf countries. although the details of thas
assistance were kept secret. All of these ageacies. Muslim and Western alike,
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sapported or provided free cross-border services. Their interest was relief, not
development, and it did not occur to them that they should work to ensure that
the services would continue after their support was withdrawn.

Looking at Finances

In 1989, MSH brought a team to Peshawar to study health delivery costs and
mechanisms for cost containment and sustainability. Lectures and round table
discussions with MOPH officials and the Area Health Committees aimed to train
the responsible officials in basic planning, cost containment, and income
generation. They welcomed the introduction to planning but completely rejected
the idea of income generation as potlitically wo explosive. Despite warnings to
the contrary, they could not believe that the West would cease or drastically cut
its humanitarian assistance any time in the near future:

The Afghans: The war is still on, isn’t it?

MSH: Unfortonately, not to the average Amesican and to Congress.
They have made the mistake of thinking that it was won when the
Russians pulled out.

The Afghans (in keeping with their wonderful character): Well then,
we'll just have © make it on our own, won't we!

Chapter 5, “Planning for Sustainability and Health Impact,” describes the work
of MSH's team.

Checking on and Adapting to Reality

By mid-1991, the reality of the situation became more apparent. Many PVOs
had withdrawn or drastically cut their programs. On the brighter side, the
Americans and the Ruossians had agreed to cut all military assistance 0 both
sides before Janmary 1992.

The Arca Health Commitiees were less sanguine about their foture and
enthusiastically planned income-generating schemes and rotating drug funds
during the annual senior managers’ workshop beld in the late summer 1991. All
the senior managers of the Health Committees atiended, including the chaurmen.
It was an impressive three weeks, even though all were very nervous about the
reaction of their people to the concept of fees for services previously provided
without cost as part of the jihad. The MOPH did not send senior personnel 10 the
workshop but sent two senior management trainers with the understznding that
a similar workshop, with MSH assistance, would be condacted separately.



Table 2-3

Health-sector Humanitarian Assistance for Inside Afghanistan

Nongovernmental Organizations (NGOs) 1987 1988 1989 Hﬁ’: ”
AAA Afghan Aid Association N/A N/A N/A N/A
AMA Afghan Medical Aid 0 0 50,000est 150,000est
ANH Afghanistan Nothilfe 86,805 55,493 146,914
AVICEN  Afghanistan Vaccination and N/A N/A 1,616,062 2,337,540
Immunization Center
AMI Aide médicale intemationale 20,833 33,296 90,646 520,804
CFID Council for International Development N/A N/A N/A N/A
DCAR Dental Clinic for Afghan Refugees 0 16,648 59,582 64,576
M F-sedom M.:dicine 628,179 862,395 1,978,998 1,360,998
GAC German Afghan Committee 1,157,407 1,387,347 1,469,147 2,477,793
GAF German Afghan Foundation N/A N/A N/A N/A
HI Handicap International 0 16,648 47,276 130,902
IMC International Medical Corps 2,000,000est 2,000,000es1
ISRA Islamic Relief Agency N/A N/A N/A N/A
JAMS Japan Afghan Medical Services 0 0 39177 23,375



MSH Management Sciences for Health 2,251,157 5,133,185 8,000,000est 8,500,000est
MODM Mé&lecins du monde N/A 300,000 1,038,197 500,000
MSF-BH  Médecins sans frontidres, Belgium/Holland N/A 190,895 200,000est 200,000est
MSE-F Médecins sans frontidres, France 659,722 843,507 1,349,957 5,236,500
MTA Medical Training for Afghans See AMI

MCI Mercy Corps International N/A N/A 625,420est 1,000,420est
NCA Norwegian Committee for Afghanistan 150,000est 400,000est 450,000est 500,000est
IPCA Psychiatry Centre for Afghans 0 0 122,428 125,000est
SUAA Sandy QGall Afghanistan Appeal 0 0 0 0

SCA Swedish Committes for Afghanistan 1,360,000est 2,360,0000st 3,623,256 3,976,744
International and Other Organizations

Arab Arab donors 2,000,000est 3,000,000est 3,000.000est 3,000,000est
UNICEBF  United Nations Children's Fund 2,000,000est 1,500,000est
WHO World Health Organization 500,000est 2,000,000est
Estimated Total Assistance® 8,062,831 14,254,455 24,865,293 31,190,085

Notes: NGO amounts taken from ACBAR Directory of Members, 1990, N/A = not available; est = estimated
* Estimated Total Assistance = Sum of amounts for each year minus double counting. For example, UNICEF funds cross-border
immunization through NGOs listed atnve, so UNICEF's contribution is subtracted from the total to avoid counting funds twice.
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Two provincial household surveys carnied out in Afghanistan in 1991 showed
that even with the austere conditions existing there, families still had a small
amount of disposable income which they used for private medical consultations
and for the purchase of pharmaceuticals from private local pharmacies. We
emphasized this 10 our colleagues, but they were still uneasy about the
proposition of fees.

On the other hand, they were even more uneasy about selling drugs from a
clinic pharmacy, since they wanted to set up outside pharmacies in the local
markets that would be supporied through rotating drug funds and not identified
with the health facilities. The Supervisory Council of the North, the largest and
best developed of the Area Development Committees, wanted to set up a
centrally managed rotating drug fund that would support local pharmacies
throughout their catchment area. Initially, they planned to supply the system from
a warchouse in Talogan, the town of their headquarters.

In its sixth-year work plan, MSH elected to approach sustainability by
cutting salaried health providers by 25 percent on April 1, 1992, as an incentive
for joining a fee-for-service scheme. A promotional campaign to advertise the
reason for the cut a 1 present a fee schedule that the MOPH and the Area Health
Committees woull gree to was presented 10 the senior staff of the Area Health
Commitiees at the senior managers’ workshop, and they agreed that it was the
most reasonable approach.

Notes

1. Ronald W. O'Connor, Managing Health Systems in Developing Areas. Experiences
from Afghanistan Lexington Books (New York: D. C. Heath & Co., 1980), pp. 176-85.
2. F. Ermacora, "Situaiion of Human Rights in Afghanistan.” Interim Report of the
Economic and Social Council, United Nations, December 1985.

3. N. M. Kamrany, “Effects of the Soviet War upon the Afghan Economy,” University
of Southern California, Department of Economics, 198S.
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International Rescoe Committee. 1987.
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Chapter 3

Training and Mcnpower Development

Richard Johnson

Introduction: The Setting in 1986

When the Afghanistan Health Sector Support Project (AHSSP) team arrived
in Peshawar in November 1986, information about the availability of and access
0 health care services in the mujaheddin-controlled areas that covered most of
rural Afghanistan was scanty. No single source could provide a comprehensive
picture of the bealth services and manpower actually in place.

In Peshawar and Quetta, many Afghan and foreign organizations atiempting
to establish bealth services in Afghanistan were training health care providers.
They were then either supported by their respective organizations to work in the
own clinics in Afghanistan, or referred to the Swedish Committee for support.
programs, which focused on medical/surgical care for mujaheddin. By 1986, over
a dozen such programs were being carried out in Pakistan, as Table 3-1 shows.
Although these organizations shared the goal of preparing health care providess
for work in Afghanistan, the skills and knowledge levels taught vaned
sigrificanty, as did the lengths of courses, which ranged from six to eighteen
months.
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Table 3-1
Principal O . e
Training Afghan Paramedical Staff in Pakistan, 1986

Organization Funding Source
Freedom Medicine USAID
Gemman Afghanistan Committee Private & USAID
International Medical Corps USAID
Islamic Relief Agency Private
Jamiat Hospital Jamiat Tanzeem
Medical Training for Afghans PVOs, French, & Belgian
Medical Refresher Training for

Afghan Doctors and Nurses PVOs, French, & USAID
Union of Afghan Medical Doctors Private Donations
Al Jehad Hospital, Quetta Private
Hezbi-Islami Hospital Tanzeem (Hekmatyar)

Training Strategy

In order to expand and strengthen health services inside Afghanistan as
rapidly as possible, many first aidexs and nurses needed training and doctors
required refresher training. The number of mid-level health workers appeared
be sufficient to meet the immediate manpower needs for the delivery of clinic-
hased services. However, viliage-based primary health care workers virtually did
not exist With Afghanistan’s rural population scattered in thousands of small
villages, often scparated by mountains and rivers, access to trained health care
providers was very limited or totally lacking. Therefore, MSH concentrated on
developing a cadre of primary health care wockers, who could have a significant
impact on morbidity and mortality, particutarly when tramed and equipped for
child survival interventions. These primary bealth care workers were also
prepared to provide first aid for war-related casualties.

For all practical purposes, the bealth care system in rural Afghanistan had
been destroyed. Most health professionais had become refugees, clinics and
bospitals had been abandoned, and woduction of wrained health manpower for
mujaheddin-controlled areas was totally disrupted. The training efforts of some
mujaheddin political organizations and PVQs in and around Peshawar and other
secure locations were frequently uncoordinated, and many of these organizations
lacked qualified trainers. When the AHSSP was launched, no organization with



Lt

Training cnd Manpower Development 53

the potential for establishing coordinated training programs could be identified,
except the emerging Alliance Health Commitiee.

The challenge was to develop a training strategy for Afghanistan while much
of the relief effort focused on offering care, often by expatriates. For long-term
impact, the focns iud 10 be on developing training skills and knowledge within
Afghan organizations so that when peace was restored, a core of experienced
trainers and training administrators wouid be available to assist with reconstruct-
ing the bealth care system. To implement this strategy. MSH concentrated on
establishing training centers run and managed by Afghans. Technical assistance
focused on developing training policies, strategies, and materials, and providing
administrative backstopping. Implementation of policies and strategies remained
the responsibility of the Afghan counterparts. Because experienced trainers and
training program managers were ot available in the beginning, MSH played an
active role i designing and developing training plans and materials but twrned
over responsibility for their implementation to their Afghan counterparts as soon
as possible.

Buddy Care Training

With the war inside Afghanistan creatin many casualties, it was critical to
train as many mujaheddin as possible in "asic, lifesaving first aid measures. A
two-day training program, patiemed on the International Commitiee of the Red
Cross model, was developed by the training center; ten paramedical staff
members were recruited and trained as first aid trainers. These staff members
were assigned to conduct full-time first aid training for the mujaheddin who were
rotating throngh the military camp. The training, primarily in trauma stabiliza-
tion, was designed to enable a mujabed to provide lifesaving measures for his
“buddy” in the field. At the end of the training, each mujabed was given a sterile
compress to carry in his kit. Over 36,000 mujaheddin were trained before the
redoction in military activities began to eliminate the need for such training.

Development of the BHW Training Program

MSH suggested that the High Council—the governing body composed of
health commitiee chainmen from cach participating political organization
(tanzeem) of the Alliance Health Committee—begin training a cadre of primary
health workers to provide a limited range of health services in their own
cosnmunities. Afghan bealth planners had expressed a need for large numbers of
first aid workerr 0 assist with managing war injurics. Because a large civilian
population remamed m Afghanistan, training in management of common clinical
peoblems was included. Due 1o the acute shortage of wained health workers in
Afghanistan, people were demanding medical care, and health warkers. whether

BEST AVAILABLE COPY



54 Health Care in Muslim Asia

gualified or not, had to meet the demand. Rather than placing health workers in
the field who were unqualified to provide limited clinical services, who would
perhaps prescribe potentiafly dangerous drugs, Basic Health Workess (BHWs)
were trained to manage some common clinical problems. The High Ccumcil
agreed with this approach for rapidly expanding health care services.

Since training materials were not available, a subcommittee on training was
formed, including a medical doctor from each tanzeem. The main problem was
to convince subcommitice members o limit course content to a level that a
trainee without prior medical experience could learn and competently apply in
two to three months. Course content was adapted from The WHO Comnwunity
Health Worker, Where There Is No Doctor, The MEDEX Series, and other
references.

While developing course materials, tanzeem health committee chairmen were
searching for doctors and nurses or mid-level medical technicians to become
trainers. In addition, a crash program was launched to procure supplies and
equipment needed for setting up a residential training camp.

The next step was a week-long training of trainers workshop, as none of the
proposed trainers had had any prior teaching experience. This workshop began
in March, and the first training class was lannched in April, less than three
months after the discussion on training with the High Council

Recruitment of Trainees

Each tanzeem recruited trainees from mside Afghanistan who were literate
and would return to work in their home area. Trainees had to:

- be willing to participate in the jihad in Afghanistan after completion of
the BHW training,

. be Muslims who had participated in the jihad.

- have immediate family members residing in Afghanistan,

- have achieved an educational level of not less than 10¢h class,
- be at least 16 years oid, preferabiy 20 to 30,

- come from the locality where they were expected to work,

+ ot be employed in Pakistan, and

« agree to five in the training camp during the BHW training period.
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Ahogether 100 trainees, 25 per tanzeem, were selected for the first BHW

Training Si

After the High Council opposed the suggestion that training sites be set up
to accommodate trainees from all tanzeems, it was decided that training should
take place in each of the tanzeems® mujaheddin camps that surrounded Peshawar,
completely separate from refugee camps. Each tanzeem established and
administered its own camps; health committee chaimmen were unanimous in
specifying that a trainer or traince from one tanzeem would not be allowed w0
work or stedy in camps controlled by the other tanzeems. At first, members of
the High Council were concerned with ensuring that each received an equal
share, perhaps because past efforts at launching joint activities had not been very
successful. Since AID. had adopted an “aggressive implementation™ policy, a
crash program was launched to set up BHW training camps within the
participating mujaheddin camps.

Development of Logistical Sapport for BHWs

Based on the BHW curriculum, the MSH team, in consultation with members
of the subcommittee oa training, developed a list of drugs and medical supplies
which a BHW should be tanght to use in the field. Examples of all items in the
list were provided to the training camps for demonstration and practice (see
Chapter 8, Logistics Managemeni).

A health post was established close to each training site. These posts were
staffed with doctors and mid-level wechnicians to provide supervised clinical
practice for BHW trainces and, secondarily, to provide services for camp
residents. Drugs, equipment, and supplies were limited to the items that a BHW
would be issued 10 set up his health post inside Afghanistan. Since these posts
were located in the mujabeddin camps, clinical experience was limited to adult
males. To overcome this constraint, airangements were made for trainees W
receive additional clinical experience in tanzeem hospitals set up in Peshawar and
to expose them © common clinical problems of women and children.

Expansion of Training

After the first BHW training class im 1987, the number of BHWs for
deployment inside expanded rapidly. Class sizes in the four tanzeem BHW
training camps were increased from 25 to 60 trainees per camp, with a
significant increase i the training staff. To maintain quality and coordination
between camps, the training cemier (described below) held regular weekly
mectings with the trainers, and workshops were conducted to train new trainers
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and upgrade the skills of existing trainers. The training center regularly sent
technical staff to the BHW training camps to provide guidance and support. As
members of the High Council became acquainted with each other and with the
psogram objectives, training staff were able to exchange visits between training
camps and eventually act as external monitors for final testing and certification
of BHWs.

Vignette: A Trip to Takhar Province

I was assigned to the BHW training course in Takhar with two other dociors.
We traveled 1o Skak Salim, where we siayed overnight in a motel, lodged in a
tent. After riding and walking, experiencing numerous difficulties and hardship,
we reached Talogan City on July 13, 1991.

The next day, the representative of the health committee of the Supervisory
Council, Dr. Sahar, received us very warmly. He spoke of the accomplishments
of the health committee, which supervises all health activities carried out in the
Supervisory Council’s area: aid to health persomnel, hospitals, training
programs, clinics, and preventive programs (such as tuberculosis control and
vaccination programs in the northern areas). The committee endeavors to set up
clinics and hospitals in the widest possible range of regions. Its organizational
SITucture encompasses procurement, dccounting, finance, transportation, and
personnel offices. Each department has a separate director, who is responsible
to the health committee. As a rule. the directors report their activities and needs
to the health committee, and the health committee offers guidance and fills
requests. The health committee personnel maintain biodata records, certification
Jorms, and salary receipt cards. The activities of the health committee are
evaluated every six months and revised where necessary.

While in Takhar Province, I worked with Talogan Hospital, Farkhar Hospital,
and Warsaj Clinic, as well as the BHW course. The course had been conducted
in the Khylab region, but after the historic liberation af Talogan City from
occupation by the Kabul regime, the Takhar training course was moved there.
When the course was first relocated. there were only a large training room
adjoining the hospital and two health committee rooms used as a hostel.

The trainers participated in examining and treating hospital patienis as well
as lecturing to the trainees. In the fourth and fifth sessions, the trainers followed
the curriculum of the Peshawar courses, for which simpie language, slides,
filmstrips, and charts were used. I updated the trainers on the topics in the newly
printed BHW wraining manual and presented them with a copy to use in the sixth
session and the refresher training course.

Since the wrainers were expected to conduct BHW assessments, I also
explained how to conduct effective assessments using the BHW evaluation forms.
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The forms were distributed in Talogan and Farkhar to allow the trainers to gain
some familiarity with assessment methods.

After completion of the theoretical section of the course, the trainees received
their practical training in the hospital. During the course the tainees took four
tests, and these scores, combined with the score on the final exam, determined
whether or not they passed.

Talogan Hospital, which 1 visited next, had at that time a staff of 60, nine of
whom were M.D.’s. The hospital. financed by MSH, includes departmenss of
surgery, internal medicine, pediatrics, tuberculosis conirol. and maternal and
child health, as well as x-ray, laboratory. and dental facilities. Each department
is led by a chief physician. and these physicians are responsible for all hospital
affairs.

There are only 40 beds in the hospital, but during my visit about 60 war-
wounded patients were hospitalized there. As many as 150 patients are examined
and treated daily. 40 to S0 of these for tuberculosis.

The maternal and child health department’ s activities include the administra-
tion of TT (tetanus :oxvid) vaccines to women between the ages of i5 and 45.
child health and sanitation education for mothers, and dai training. As of
summer 1991, the hospital had trained about 30 dais. Demonstrations of food
preparation for childrer and treatment of obstetrical and gynecological diseases
constitute the main activities of the department. Food for mothers and children
is also distributed through this departmens. It had 8 staff members. including 2
nurse-midwives who worked as trainers in the dai training program. I inter-
viewed two dais in this department and provided necessary assistance (o them.

The vaccination program was very organized and active in Takhar Province.
Before I arrived, vaccinators, equipped with four cold-chain sysiems, had
completed two campaigns and had traveled as far as Khanagbad. in Kundoz
Province, o provide vaccinations. According to one vaccinator, about 110,000
doses had been adminisiered.

I next traveled to Farkhar Hospital, whose 10 beds are used primarily for the
hospiwlization of internal medicine and war-wounded patients. The hospital
includes departments of internal medicine, surgery, and dentistry. and laborato-
ries. All hospital affairs are the responsibility of the directorichief physician. This
hospital provides medical examinations and treatment to 40 to 60 patients a day.

The maternal and child health clinic at Farkhar is housed in four or five
rooms near the hospital. The activities of the clinic include physical examinations
for mothers, materral health education, and the distribution of foods including
beans. milk. and biscuits. The Farkhar Clinic also trains dais. The clinic was
supplied and supported by MSH and staffed by 6 people, including 1 nurse-
mudwife and 2 midwives.
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The Warsaj clinic. situated on the bank of a roaring river near the Warsaj
bazaar, was staffed by 2 medical technicians supported by IMC. The clinic has
S hospital beds and treats and examines 3C to 40 patients a day.

by Dr. Mohammad Masood

Development of a Training Center

A training center was established in August 1987, to support AHC training
prograrus and to develop Afghans’ capacity to plan and manage their own
activities. It developed curricula and training methodologies; planned and
conducted seminars, workshops, and refresher training; tested and certified health
workers; published training and public educztion materials; provided andiovisual
support; maintained a reference libkary; and coardinated training activities within
the AHC and with other agencies.

To support waining activitics, several techaical sections wese eventually
established: andiovisual, printing and publications, graphic arts and calligraphy,
and a library. The andiovisual section was equipped with 35-millimeter and
overhead projectors and screens., 35-millimeter cameras, a video camera/recorder,
and video editing and playback equipment. The section was rom by an audiovisu-
al technician with the ability to produce video presentations.

The printing and publications section grew from . small activity using
standard photocopy and duplicating machines 10 a unit that ran an offset printing
press and produced high-quality manuals, pamphiets, and other publications. The
graphic arts and calligraphy section produced visual aids to support training
activities, and health education materizis in the form of posters and handouts.
Calligraphy is an essential component for production of educational visuals,

A smail library of r:ference materials relevant for deveioping primary health
programs and focused on mid-level and community health workers was
established. The library also contained most of the standard medical and surgical
references available in Pakistan to support refresher tratning for doctors and the
Afghan medical community in general.

Evolstion of the Training Center into the Institmte of Public Health

With the creation of the Afghan Intertm Government’s Ministry of Public
Health in 1989, the training center was reconstituted as the Institute of Public
Health (IPH). Each participating tanzeem was responsible for mnning its own
BHW training camps—selecting trainers, recruiting trainees. and carrying out
geoeral administration and quality control—according to the training center’s
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Figure 3-1: Health worker training. Health workers receive basic childbirth education from a midwife.
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Health Committee.

The AHC was a highly politicized entity, and the training center’s ability to
impiement unpopular decisions, such as rejecting BHW applicants who did not
meet the sclection criteria or failing BHWs who w=re politically connected
within the tanzeem, had been limited. Gradually the [PH was able to institute and
enforce guidelines for assessing and certifying the competence of BHW trainees,

The criteria for selecting BHW trasrces were changed when it became clear
that disproportionate numbers of trainees were being selected from provinc-
es/districts where tanzeem health commitiee chairmen or Peshawar-based party
officials had strong affiliations. Some districts were being well served, while
others had no BHWs at all. However, when updated provincial/district-level
population data became available, MSH used them to calculate the ratio of
BHW:s to district population.' (See Map 3.1, Distribution ¢f BHW Coverage.)
Guidelines were set up to help achieve a ratio of 1 BHW per 5,000 popuiation,
and as BHWs were atirited from well-served districts, these slots were used o
provide coverage in less served districts.

Staff appointinenss vnder the AHC had been made on a tanzeem share basis,
which at times resulted in hiring unqualified or unwilling staff. Under the IPH,
qualifications featured more prominently in selection, and political criteria were
redoced (but pot eliminated).

In addition t0 IPH training, MSH supported implementation of area
development training centexs to build on existing local orgamizations and
promote techaically linked but decentralized training. In such an ethnically and
geographically diverse country as Afghanistan, there are many advantages to
training within an area or region. Local training programs can adapt to health
peoblems  specific w0 the area, select trainees in close consultation with the
population 10 be served, and carry out post-training follow-up to ensure that the
trainee is prepared effectively. In addition, if trainees are not exposed o life in
urban centers, the probability that they will remain in their local area i
enhanced.

To farther this goal of decentralization of training, the IPH functioned as a
teclmical resource center for the area dewvelopment programs. The BHW
cuicplum teaching aids and educational materials were standardized and
distributed by the [PH to all the arsa training centers. The area development
trainers were trained by the IPH and encouraged to draw on the institute’s
resources as needed. Our hope was that when peace was restored in Afghanistan,
the IPH would continge to function as a national echnical resowrce center, while
training woukd continve 10 be conducted within the region or arca.
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Training of Medical Laborator y Technicians

The IPH also planned a training program for medical laboratocy t~chnicians.
laboratory technicians and 1 physician were prepared as master trainers for the
five-month course. Two groups of 9 trainees successfully completed the course
in October 1991.

Transferring Training into Afghanistan

Beginning with the Soviet withdrawal in 1989 and the formation of the IPH.
the training strategy was changed. The overall outputs of trained BHWs in
Peshawar-based training camps were lowered to concentrate on setting up
training cenkers in mujaheddin-controtled areas in Afghanistan. The idea was to
encourage decentralized training in future reconstruction plans, in contrast with
past patterns where most training was carried out in Kabul. The selection of sites
was based on geographic considerations (easy access from surrounding
provinces) as well as political ones (organized mujaheddin control and
administration).

By the end of 1990, a total of 1,945 BHW; had been trained, and the critical
need for rapidly expanding health services in Afghanistan was subsiding. The
change in strategy called for significant changes within the IPH. As training
camps in Peshiawar were closed, IPH staffing patterns were changed to reflect the
need for more field assessments, BHW refresher training, management iraining,
and mid-level traiming (of Matemal/Child Health Officers and Rural Health
Officers). This change also provided an opportunity to retain the most skilled
trainers and support staff. The namber of positions anthorized for the MOPH was
timited to 163, and 50 excess positions within the IPH were transferred to the
MCH Department, which was a high-priority area

To support area deveiopment, the training center provided training materials,
publications, and training of trainers. Area representatives agreed to follow the
standard BHW wraining curriculum and o send their trainers to the center for
orientation and training.

The first centers were laonched with the Supervisory Council of the North,
under the leadership of Commander Massoud and his medical representatives, in
Takhar Province in July 1988. and in Balkh Province in December 1990. Simila
programs were established in cooperation with Commander Hagani (an nfluential
and well-organized commander active in Pakiya and Paktyka Provinces) in
Miram Shah, a small Pakistani town on the Afghan border, in November 1988:
in the South and Southwest Emirates with Commander Ismael Khan; in Zindajas
Herat Province in March 1990; and in central Afghanistan in cooperatioa witt
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Commander Mossini, who represented the Shi”ite population, in Behsud Wardak
Province in November 1990,
Establishing a training center was sometimes eventful, as the following
. -

Vignette: Moving to Afghanistan

With the departure of the Russians on February 1S. 1989, everyone seemed
optimistic that it would only be a mauer of months, if not weeks, before a new
Islamic government would be formed in Kabul. The Wardak training center was
set up with only mino:- problems; kowever, i w2s a complesely diferent maiter
in the southeast. First, Spinboldak, an Afghan border town, seemed to be the best
site, but reconnaissance teams found it to be essentially an administrative center
Sfor mujakeddin affairs, where few families resided. After many consuliations,
Zabul Province was selected, as there is zasy road access 1o it from swrounding
provinces. Three separate reconnaissance missions picked an area in close
cooperation with the local leaders, a building was leased, and renovations
started. Finally, in July 1991, trainers and materials were dispaiched from
Peshawar via Quetta, when news was received thar an expatriate hostage had
been taken on July 4 by a local commander in Sajoy Distric:. Word was
immediately sent out to stop the movement of trainers and materials to Sajoy and
to keep them in Quetta until further notice.

Before this situation could be resolved. another commander in Ghazni
Province ok hostage two Americans who were employed by PVOs. As a result,
AULD. suspended all cross-border assistance in July 1991

Six months later, when the ban on cross-border assistance was lifted, a new
reconngissance team formed to go to Oruzgan Province, rather than back o
Zabul, where the local leaders could not be trusted. The team to QOruzgan
included the Deputy Director of the IPH, an experienced BHW (rainer, and a
doctor who had been assigred to the training facility.

The team left Peshawar on January 21, 1992, and after a few days in Quetta
working out travel and security details, began a journey made tedious by floods
and poor road conditions. The team finally reached Trin Kot, where they were
received by area commanders, one of whom was a relative of the local doctor
on the team.

The next day. while the team investizgated a training facility site proposed by
the local doctor, the driver took their vehicle into the bazaar for minor repair.
When the vehicle retwr zed, someone else was driving, and the regular drives was
in the back with several armed and unknown mujcheddin. The group in command
of the vekicle, who were obviously hostile, approached the team and forced all
except the local docior into the vehicle. The robbers ther. drove far into the
desert until late at pight, stopped the vehicie. took the team's valuables. and told
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them if they walked on for some time they would find a roadside hotel. The
roboers also told them that they were lucky not to be killed this time, but if they
rewned to Trin Kot they would be. The robbers then drove off with their

vekicle. The reconnaissance team did find a roadside hotel and made their way
back o Quera.

Development of Training Materials

BHW training was a major thrust, but many other related training activities
were undertaken. A significant effort centered on producing a training and
reference manual for the BHWs, As training center staff gained experience with
teaching and evaluating BHWs, as well as understanding the role of a primary
health care worker, the BH'W training manual underwent several revisioas to
incorporate simple terminology that a BHW with limited education could
undersiand.

Most BHW trainees wee fluent in either Dari or Pashtu, which necessitated
teaching and producing training manuals in both languages. The latest revisions
of the theoretical and prictical BHW manuals were published in Dari in 1991,
and a practical training manual was published in Pashtu.

In the beginning, trairers attempizd to adapt for the BHWs what they had
learned in medical school. Gradually, however, most trainers realized the unique
role a BHW plays ar i the level of competence a BHW should possess. With
experience, training center staff were able to refine BHW core skills. which was
beneficial both for the evaluation of a BHW’s competence and for the trainee’s
appreciation of the exact skills he must demonstrate 0 be recertified as eligible
for resupply.

Meanwhile, the Ministry of Public Health prepared a five-year master plan
based on the primary health care approach for developing bealth services in
Afghanistan. Since most MOPH staff, whether at the ministry level or in the
field. had lirle knowledge of primary health care strategy and significance, a
seven-day scminar on primary health care was inangurated in December 1991.
Ik was 0 T repeated at frequent intervals, depending on the needs and
availability £ health staff.

Continuir.z Education

During the foxrteen years after the invasion of Afghanistan, the numerocus
training programs set up made important contributions, when villagers and
mujaheddir: al’ke were essentially without access o modem medicine. As time
passed, hovever, a large diverse cadre of paramedical practitioners, with widely
variable skills and xnowledge levels. many of whom were acting as independent
medical prxctitioners, began working in Afghanistan. Organizations supposting
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heatth personnel in Afghanistan could not determine the skill level of a health
worker candidate on the basis of certificates or biodata forms. Further, no
assurance of quality and standards of health care services could be predicted.
Suoch variations in levels of competence and the lack of any meaningful job titles
foreshadowed coosiderable difficulties for any future ministry of health in
managing health personnel and delivering services.

Recognizing this problem. A_I.D. encouraged the major agencies training or
fielding health staff to work together on a refresher training curriculum that
would enable medical technicians to acquire standard, minimum skills and kevels
of kr.owledge. The participating agencies were WHO, the Swedish Committee,
Management Sciences {or Health, the Minisiry of Public Heahth. the International
Medk al Carps (IMC;}. and Mercy Corps International (MCI).

The frst meeting on this subject took place in January 1991. The Persian
Guif Var delaved work on the curriculum; nevertheless, a draft was prepared and
piks: courses were run by MCI in Quetta and by IMC in Peshawar. Based onm this
experience, the curmniculum was reviewed, revised, and published in both Dari and
Pashto. An evaiuation team found the course “excellent in design and in the time
allocated to various topics as well as exceedingly strong in primary health care
topics.”

The second four-month course began on February 23, 1992, with the Instinste
of Public Health, MCI, and IMC as the training organizations,

BHW Refresher Training

By the end of the project’s second year, 812 BHWs had been trained and the
majcrity placed inside Afghanistan. Graduates of these courses were supplied for
three months in border areas, six months in central areas, and twelve months for
those assigned to distant districts or those isolated from Peshawar for a
significant period of time due to weather conditions.

Interviews with BHWs retuning for resupply demonstrated that refresher
training should be implemented as soon as possible. In 1988 a workshop with the
training staff developed the content of the refresher training coarse. As resupply
schedulces, travel time, and other factors determined when a BHW would be in
Peshawar, a twelve-day refiesher training cycle was designed so that each day
was a complete and independent teaching unit, thes aflowing a BHW o enter the
¢..arse on any day and compiete it twelve days later. This design minimized the
stay of the BHWs in Peshawar and the management problem of coping with
large nombers of BHWs waiting for a course to start.

Initially, the BHW refresher training was msnaged at the training center, with
trainers from the camps rotating in on a fixed schedule. Since most trainers had
aot been inside Afghanistan for several years, interviewing and working with the
retaming BHWs helped them ‘o better understand the problems faced by BHWs
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and ©0 modify their lessons accordingly. Due to the high number of BHWs
trained carlier, the need for BHW refresher traming continued to increase. so
BHW refresher training was begun at training centers inside.

Doctor and Nurse Refresher Training

In 1987 the major education problem identified by the AHC High Council
was the need 10 improve the sargical skills and knowledge level of doctors and
nurses, particularly for the management of war-injured patients, who were still
arriving in Peshawar in very poor condition.

In 1988, a two-week workshop produced the curriculum for a threc-month
course for upgrading medical skills and knowledge. The first course was
launched with 9 doctors assigned for duty inside Afghanistan in August 1988.
Since doctors from clinics in Afghanistan were in Peshawar only mrregularly and
because travel to Peshawar was affected by weather conditions, resupply
schedule, and security factors, it was impossible © organize a second group of
even 4 or 5 doctors for this course. Since a course for fewer than 5 to 10 doctors
would not be cost-effective, refresher training was reorganized in 1989 into
three-week tutorials on particular needs such as surgery or orthopedics. A similar
schedule was planned and implemented for perees and mid-level technicians,

Assessment and Certification
Testing

An important functon of the training center, independent of the BHW
training camp, was o st and certify the competence of each BHW. Prior to the
completion of each BHW training session, the training center would prepare
written and practical tests. Strict controls were followed o ensure that copies of
the test were not removed in advance from the traming center. An examination
schedule was prepared, and trainers were assigned t0 monitor the testing of
trainees in other camps. A panel tested the practical skifls of cach BHW and
rated him accordingly. Following the written examination, the test papers were
scored by the trainers, after being coded so the trainers marking the paper did not
know to which BHW the paper belonged. With each training cycle, the skill of
the traiming cemter staff to design clear, obiective examination questions and 1o
manage the whole testing and certification process grew impressively.

Medical Certification

Prior to accepting medical staff for iechnical positions funded by MSH, Field
Operations requested that each candidate be certified for competence. doe to the
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variety of noastandardized and unaccredited training programs set up by varions
organizatioos for Afghans in Pakistan and Iran. Numerous titles adopted for
paramedical staff did not necessarily reflect skills and knowledge. “Nurse™ could
mean anything from a medical technician who had attended a six-month training
program, to a diploma nurse from a recognized institute in Kabul, to a person
who had gained some practical, on-the-job experience. In Afghanistan, any health
care provider, formally trammed or self-taught, is frequently called a “doctor.” To
complicate maiters further, many candidates stated that they had lost their
medical credentials or were unable to bring such documents with them when
fleeing Afghanistan.

Certification was carried out by Area Health Committees and the Ministry of
Public Health, with monitoring by MSH Field Operations. The certification
board, in the case of Area Health Committees, consisted of a doctor representa-
tive from each committee, while the MOPH assigned a group of senior doctors
to its board. Once a candidate was certified, the Field Operations Department
was able to make an assignment and establish a salary.

In July 1991, the MSH Training Department was assigned to oversee this
activity. A full-time, ad boc committee was formed with representatives from
¢ach Area Health Committee to review the curricula of the mid-level health
workers’ training programs in Peshawar, draft job descriptions, develop written
and practical examinations based on the CMC/WHO Skiils Checklists, and
develop a procedure for testing and centifying various categories of health
workers. These tasks were mostly completed by December 1991, and the
transition to the new procedures began in January 1992,

BHW Field Assessments

One of the major probiems with BHW training was the constraint placed ot
follow-up visits; expatriate projgct staff were not allowed to cross ink
Afghanistan becasse of the war and other political factors. Further, Afghx
training staff, dve to lack of security and contacts with leaders outside their owt
area, were reluctant to travel in Afghanistan.

Teams of trainers from each of the BHW training camps carmried out fick
assesstnents of BHWSs in specified locations on a rotating basis so that all couk
gain a better understanding of the demands placed on BHWs. A form fo
assessing a BHW’s teciimical knowledge and skills, including his ability to wor
independently, was designed and tested. Assessient team members were traine
in bow o use the form and record field observations, incloding simulaie
practice. Upon their retum to Peshawar, ieam members were responsible fc
tabulating the observations and presenting findings to the training staff.

The first assessinent tcam was placed in Logar Province. Afghanistan, i
November 1989. Assessments were later conducted in Hazni, Nangabar, Kanx
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Logar, Wardak, and Paktya provinces. (See Chapter 4, the section entitled
“Mositoring Systems,” for more information about assessing field workers.)

Vignette: An Official Trip

When 1 visited Dehnow (a village in Mohammad Agha District of Logar
Province), it had been destroyed by Scud missiles and bombardment. I found the
BHW I was to assess in the health post. where he was examining a smail child
suffering from pneumonia. A number of patients sat around the BHW in the
health post, and all of them were examined and treated well. The BHW s attitude
towards the patients was also very good; the post was clean ard in good order;
health education posters had been put up on the walls; and all the drugs
accorded to a BHW kit were carcfully arranged in a cabinet.

When the BHW fin.shed examining the patients, he accompanied me on my
walk in and around the village. The village contained about 450 houses, with a
population of nearly 5,000. The people of the village were busy farming and
tending animals. The farming conditions, due to a lack of useful agricultural
maeterials (like chemical fertilizers), were not good. The health status of the
population was poor. There was not enough food for women and children, and
many children were suffering from malnutrition. In this village, people had
access to only one BHW, but four dais and one bone setter were using their
traditional medical practices to treat villagers. Most people drank from the
stream and the river, and family and environmental conditions were poor.

After touring the village, 1 walked with some people in a mosque. The
villagers were satisfied with the performance of the BHW, and they reported that
he met with them regularly and offered advice and health education on family

hygiene, environmenial hygiene, safe water supglies, and methods for digging
sanitary wells and latrines.

Dr. Mohammad Masood

With the closing of the BHW training camps in Peshawar, training staff
positions were reprogrammed o reflect new priorities, one of which was
systematic technical assessment of all BHWs retuming for resupply. A BHW
assessment unit within the IPH interviewed each BHW as he reported foo
resupply and tested his knowledge of core skills. If he had aitended a refresher
knowledge test, he was referred to Health Services for resupply. If he had cither
not attended a refresher training session in the previous twelve months or failed
the test, he received refresher training and had to pass a qualifying examination
before referral for resupply.
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Similar procedures were introdeced in the area training centers under the
jurisdiction of the Supervisory Councii, Health Committee of Paktya and
Paktyka, IPH Chak Wardak, and Health Committee of Central Afghanistan. Area
training plans included specific times for BHW field assessments and refresher
training.

Mid-Level Training

After the initial efforts to establish a basic health care system in mujaheddin-
controlled areas throughout Afghanistan, certain key elements were lacking,
particularly support and supervision of BHWs, and services for women and
children. Recognition of these needs led to planning for two new mid-level health
worker training programs, for Rural Health Officers (RHOs) to support and
sapervise BHWS, and for Maternal and Child Health Officers (MCE Js),
expand services for women and children.

At the inception of the RHO training program. over 1.500 BHWs had been
deployed inside Afghanistan, most working independently in their own villages.
Although efforts had been made 1o link these BHW's with MSH-supported clinics
for technical support and supervision, RHOs could still strengthen supervision,
promote participation by communities in developing thear own bealth programs,
and help health facility staff organize preventive health programs. Active BHWs
who met certain criteria were selected for training. These BHWs were familiar
with the needs and problems of the rural population and had demoustrated a
commitment to sexrving in the rural areas. Recruiting from among active BHWs
also provided the beginnings of a carcer ladder, and 20 candidates for the first
class in July 1991 were selected from Ministry of Public Health and Area Health
Committees.

Given the acute need for developing services for women and children inside
Afghanistan and the near absence of female mid-level workers, MSH and the
IPH developed a female mid-level health worker training program, with the first
class lamched in April 1991. Cultural factors made recruiting women from
inside Afghanistan difficult; nevertheless, 11 trainces enrolled in the first class,
4 from locations in Afghanistan where it would be approprize to set vp MCH
clinics. The families of the women recruited in Peshawar guaranteed that they
would be allowed to go to their home areas in Afghanistan. The first part of the
course certified soccessful candidates as BHWs. The second part (lasting nine
moaths) prepared the trainees to establish an MCH clinic, conduct deliverics,
organize outreach programs through dais and community health workers, and
treat common clinical problems of women and children. (See Chapter 7 for more
discusrion of female health workers.)
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Meeting the Need for Management Training

Befare 1990, traming of health workers was restricted mainly 1o medical
training. To meet the peed for management training of Afghan healih workers,
a management development unit was established at the Institute of Public Health
in Peshawar. Two trainers preparing for the senior managers™ workshop assisted
with development of training modules, translation of raining materials into Dari,
and facilitation of small group exercises.

The first workshop for semior managers was conducted in August and
September 1990 in Peshawar and Swat Valley and was attended by 22 senior
officers from three Area Health Commitiees inside Afghanistan. The participants
were introduced 1o annual work plans and produced their first areawide work
plan for 1990-91. At the second workshop., in July 1991, senior managers from
four committees participated, inchuding the directors of health, key members of
their administrative staffs, directors of zonal health offices, and directors of

The first two days of the workshop were devoted 10 presenting the progress
made with implementing the annual work plans previously developed. The
participants openly discussed their problems. progress, and future needs,
illastrating the willingness for improvement in management skills and use of
SCATE FeSOUICES.

Following the presentation of annual work plans, ten days were devoted o
the principles of management. Sessions were conducted on setting objectives,
problem solving, decision making. revolving drug funds, program evaluation, and
fmancial planning. These sessions were pasticipatory, with 60 percent of the time
devoted o0 small group exercises and case studies. Afghan colleagues helped
adapt the exercises and case stodies 0 reflect real-life situations inside
providers, were integraied into the exercises and case studies.

A management training needs assessment followed the sessions om the
principles of management. Participants from each commitiee, working W small
groups, discussed thetr needs for management training and presented findings in
a pienary session. The following topics were identified: financing revolving drog
funds; manpower planning; health facility planning; fmmancial planning and
sustainability; provincial/district bealth management; planning, implementation,
and evalpation; policy making; and supervision 2nd leadership.

Kabul was the wnanimous choice for the location of the 1992 workshop.
Interestingly, when the trainer, Jobn Eaton, explained that when setting
obgectives, the participants must stay within the overall goals of the organization.,
bis analogy was, “If your goal is to occupy Kabul, there is no point in setting an
objective w atack Moscow.” The participants all replied, in onison. “Why not?”
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Training Management Traimers

During the training needs assessient at the 1991 senior managers workshop,
participants expressed the need for management training for subordinate staff and
bealth workers at all kevels, but especially for BHWs and clinic, small hospital,
and supply system managers. Beginning in October 1991, MSH developed a plan
to address these management training needs. The approach was to train
management trainers, provide them with training modules and aids, and assign
them 0 MSH-supported training centers in Afghanistan. The plan also included
strengthening the management training umit & the IPH by training additional
trainers, incloding 2 mobile trainers who would travel to Afghanistan and train
bealth workers in unsupervised areas.

A job description for management trainers was developed, and the Area
Health Committees and the [PH in Peshawar recruited candidates. The minimum
qualifications were two years of formal education beyond high school, with prior
medical training or teaching experience desirable. The candidates recommended
by their respective organizations and accepted by MSH were: doctors (3),
pharmacist (1), engincering faculty (2), teacher (1), staff of the Institute of Public
Admmistration (2), science faculty (2), hiterature faculty (1). law faculty (1), one-
year medical course graduate (1), and Class 2 graduate (1).

The Management Training Program

In 1992, the 15 candidates stared a seven-week training program in
Peshawar. Since over half the candidates had limited prior medical training, the
first week was devoted to an introduction to primary health care by the staff of
the Institute of Public Health. The next two weeks were devoted to the
development of training skills. The candidates were introduced to management
maodules previously prepared by the MSH team, and they practiced training for
four weeks under close supervision. (Since close supervision of trainers in
Afghanistan was not possible because of the restrictions on cross-border travel
by expatriate staff, the training modules were designed to be tanght using a
preplanned session guide and training aids.) Each candidate prepared his own
sessions and tanght at least three modules. The final week of wraining was
devoted 0 review; o training needs assessinents in Peshawar health facilities,
departiments of the Ministy of Public Health, and the four Arca Health
Commiteee liaison offices: and to preparation of training work plans.

Following the seven-week course, the trainers remained in Peshawar and
worked in teams to prepare and conduct five refresher training workshops for
BHWs, Rural Health Officers who supervised BHWs and were enrolled in the
first training course for BHWS. senior stail from MOPH hospitals. staff from the
MOPH depariments of MCH, preventive medicine, and health services
deveiopmerd. and the saif of the four Area Heaith Commitiee Haison oxtices.
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These workshops were designed to0 meet the management training needs
identified during the assessments conducted during the seventh week of training
of management trainers.

In April 1992, the trainers traveled to their assigned AHSA training centers
in Balkh and Takhar (SCNA), Wardak (MOPH). Behsood Wardak (HTM), and
Hezat (SSW).

One trainer was assigned 10 the training center at Miram Shah, on the
Pakistan side of the border, to conduct management training workshops for
heaith workers from two Afghanistan provinces that border on Pakistan. Two
mobile trainers joined the IPH management training unit

Through December 1992. the nine management trainers assigned to training
centess in Afghanistan conducted 30 management workshops, traming over 300
BHWs, clinic and hospital staff. and administrative staff of Area Health
Committees and the MOPH. The other 6 management trainers conducted
management workshops at the training center near the Afghanistan-Pakistan
border, at the [PH in Peshawar. and on an outreach basis for MOPH health
workers in 5 provincial health offices supported by MSH or in unsupervised
health posts and clinics.

Future Activities im Managemeat Training and Development

The need for guides to performing the administrative tasks essential to the
operation of health posts, clinics, and small hospitals was first discussed by the
participants of the 1991 senior managers’ workshop. At that time. it seemed more
important to train management trainers, and it seemed that the development of
operations manuals would require on-site observations of operations in
Afghanistan.

In November 1991, with encouragement from the MSH Training Department,
MSH Health Services Development discussed the need for operations manuals
with the liaison ofbcers of the four Area Health Committees and MOPH.
Representatives from the Area Health Committees and MOPH met 10 explore the
idea, leading 10 2 plan 1o develop manuals and. after field testing, use them as
the basis for additional management modules.

Note

1. Thomas H. Eighmy, “Afghanistan’s Population Inside and Out: Demographic Data for
Reconstruction and Planning.” Islsmabad. Peshawar. Quetta: Office of the ALD.
Representative for Afghan Affairs, May 1990.



Figure 4-1: Caravan takes a break. Propane tanks for running
refrigeraices were pant of the supplies seai regwiarly into the fieid



Chapter 4

Organization of Health Services in Afghanistan

Laurence Laumonier-Ickx
International Aid

Vignette: Traveling with a Caravan in the Panshir Valley

Assadullah Alam guided the caravan during my first trip to Panshir Valley
in northeastern Afghanisian: we travelled about ten days by foot, in wartime,
with several passes to cross (some of them over 16,000 feet), and with 200
horses and 200 horsemea. 100 mujaheddin, and 2 French doctors (inciuding 1
woman, me).

Hidden in a small room at the border, | waiched Assad prepare for our
departure. For three days, he had been talking with the horsemen. negotiating
the price of each horse, listing the goods loaded on each one. explaining to each
horseman that he was responsible for the goods transported on his horse, and
distributing half of the money for the transport before the departure. These days
of preparation were demanding for him. He bought several kilograms of dried
Jruit, which might be our only food for the first days of the trip. Live villages
were rare along the border: most of them had been bombed and were empty of
people.

To be the guide of a caravan was not an easy task. In addition to managing
the people and goods, Assad had 10 endure arduous, ever dangerous iravel. The
scheduie was infernai: we sometimes waiked during the day but most dften at
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Right, sometimes for seven hours, sometimes twenty-two, without rest, depending
on the danger and the presence of the Russians. Despite the help of the villagers,
food for the horses and the men was scarce. since we were crossing very poor
mountainous areas, where an egg comprised the most luxurious meal. Natural
danger was always present: when we crossed the Kabul River it felt as unreal
as a movie. The horses, lcaded with over 90 kilograms, and the men had 10 enter
a deep glacial stream at right. They shouted at the horses to encourage them o
advance and prevent them from being carried away by the stream; both horses
and men were afraid, but there was no other way.

A sudden panic arose as four horses began to disappear in the water and
be swept away by the current. The situation seemed tc be out of control. Several
men who had already reached the other side of the river were running to iry to
save the horses and whatever supplies could be salvaged. When we finally
reached the other side, we waited; men and horses were exhausted.

After six hours, the men who had gone to save the horses reappeared: of the
four horses, three were alive. and the horsemen were able to retrieve the goods
that had been loaded on the dead horse. They were soaked through and cold, but
they were laughing and joking, so happy to have been able to get back all of the
goods.

I am not trained 1o treat horses, but after a few days of walking on nearly
impassable, narrow paths in the mouriains. several horsemen asked me 1o reat
the wounds sustained by their horses. I became accustomed to using dressings
and antiseptic to treat bleeding feet and saddle sores.

The principal task of the Field Operations Department was to assist in the
rapid expansion of health services inside Afghanistan through health institutions
that would focus on rural areas. As shown in “New Facilities Established by
Primary Source of Support” (Figure 4-2). some agencies supporting Afghan-
staffed bealth facilities were in place when the project began in 1987. This graph
does not reflect the health facilities staffed by expatriate doctors who were
supported by the three French NGOs—MSF, MDM, and AMI—which were
active from 1980 w0 1990, but it does show the evolution of new facilities
through external humanitarian assistance from 1981 to 1991. It took six long
years of war for governments to decide to provide aid for health in rural
Afghanistan,

Becanse the majority of Afghan refugees in Pakistan were from nearby
provinces, the balk of early donor assistance went 1o, and throngh the hands of,
Afghans in the border provinces. The saain challenge for the AHSSP was w0
balance distribution of resources throughowt Afghanistan using a pyramidal health
system approach.



Number of Facilities

100

9

80

70

60

50

40

30

20

1}

Figure 4-2
New Facllitles Established
by Primary Source of Support

Year

‘u SCA [ MSH N\ MC {]}{ll FMD l



78 Heaith Care in Muslim Asia

Major Afghan Partners for Cross-border Services

Promoting widespread access to basic health services in such an environ-
ment mandated working with a variety of parners, who were such in-country
counterpart organizations as:

a civil administration able to provide services in several districts or
provinces and backed by a unified military and political front that was
recognizcd by the rest of the Afghan resistance; and

a health committee of the civil administration that could officially
request technical and financial support from the AHSSP.

To be chosen, these organizations had to have headguarters and jurisdictions that
avoided overlapping and show a proven capacity to perform. The AHSSP
ultimately worked with five main institutions:

the Ministry of Public Health (MOPH) of the interim govemnment of the
Afghan resistance (AIG) based in Peshawar. Early on. the MOPH
demonstrated its interest in strengthening health services in the eastern
Pashtun provinces. For example, by the second session of the BHW
training course. 56 percent of the BHWs had been selected from the 6
provirces situated along the Pakistani border (although only 19.5
percent of the population lived there);

the Health Committee of the Supervisory Council of the North (SCNA)
based in Talogan (Takhar Province). which demonstrated its ability to
strengthen and expand health services in the north and northeast
provinces, largely in the Tadjk and Uzbek areas. The military and
political structure officially created in 1984 was led by Commander
Abmad Shah Massoud. We started to cooperate with this commitiee,
which had been established in 1985, a the beginning of the program in
1987;

the Heaith Commitiee of the Southern and Sonthwestern Area (SSWA),
based in Herat Province. The military and political structure was led by
Commander Ismael Khan. We started to work with this committee
(established in 1982) in 1988;

the Health Commitice of Central Afghanistan (HCCA). based in the
Shi‘ite parts of Ghazni and Wardak provinces, which was able ©
manage axi expand health services in severai districts of the centrai
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Hazarajat. We started to work with this committee in 1989, at the time
of the creation of the health committees of two Shi'ite parties; and

the Health Committee of Paktya and Paktvka Provinces (ECPP) on the
Pakistan/Afghanistan border, which was backed by the military and
political front of Commander Haqani. We began working with this
committee in 1991, the year it was created.

Map 4-1 illustrates the implementation area of each AHSA, for establish-
ment of bealth facilities, selection, training, and support of BHWs, EPI. the MCH
program, administrative centers and supply depots, and training centers. The
blank places are basically the implementation area of the MOPH, as shown in
Mazp 1-1. Tt illustrates the active health facilities (but not the BHW posts)
sapported by the AHSSP through the MOPH as of March 1992.

Working with different partners in the country from the beginning was a key
ingredie~t of the AHSSP program. Having the AIG as an emerging potential
central govemment, as well as the regional health committees that represented
direct local government. permitted a realistic distribution of resources in a large
country which was fragmented due to its geography, ethnic groups, and war.

This approach can be fairly criticized for utilizing and perhaps reinforcing
some of these differences. In fact. we used them io let the different health
administrations manage their own health systems with their own dynamics. rules,
and potentials withmn a framework of common technical criteria for training, field
operations. preventive medicine, MCH. and financial management. There has
always been a consensus among the team and our Afghan partners that when a
stable government is established in Kabul, the Ministry of Public Health would
inherit an existing set of health systems, with common technical criteria. and it
could then decide to work with or without the leadership of the regional health
comimittees.

Work with the different partners, especially the Area Health Service
Admmistrations (AHSAs), was always fascinating. The three AHSAs, and by
1991, four AHSAs promptly began meeting regularly with MSH to discuss
technical issoes such as management, training, and logistics. These meetings
were very fruitful for both sides, since they raised problems and possible
technical aliematives for the commitiees to consider in making their choices. The
committee decision makers were principally young doctors, averaging 40 years
oid, who had been involved in health activities inside Afghanistan throughout the
war. They understood the economic, political, religious, and ethnic realities of
their areas. They also appreciated the need to learn about management to
strengthen their bealth system and to do so with the full support of the
Ppopulation and the medical personnel. In turn, they carefully prepared implemen-
tation plans for review by the health commitizes before these were proposed o
2 donor. Thei real challenge was 0 demotstraie 1o their own peopie the ability
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to start and maintain a new facility despite the unstable situation. This kind of
challenge would be called “democracy” in Western countries.

Most of the decision makers had no experience in Jealing with a bureaucra-
cy. they had both common sense and knowledge of the field, and they were very
eager to learn about health services management and public health. initially, we
avoided formal training, but routinely worked instead through technical advisors.
Indeed. the first step was to expand the basic health infrastructure 0 their
capacity.

The second step was o meet weekly with the representatives of each health
committee together and follow the agendas requested by them. In these meetings,
doctors from very different and distant regions came together for the first time
to discuss technical issues. In 1990. we started formal workshops in Peshawar
for the senior managers of the health committees based inside. Directors and
their deputies for MCH, training. preventive medicine, and administration were
present. Their exchanges, based on experience, were extremely interesting and
lively. Different strategies for implementing and sustaining health systems
(particularly MCH programs) in other Islamic. poor. and mountainous countries
were reviewed. After the great success of these workshops, they were repeated
every year. Each concluded with the elaboration of an annual work plan by each
health committee. Those work plans were then taken into account in the work
plan MSH proposed o A 1D. Other workshops held in Peshawar, on administra-
tion and supply management. are discussed in Chapters 3 and 8.

Monitoring Systems
Vignette: A Monitoring Trip to Zabul Province

The following excerpt from a letter (undated. with minor editing)
from Assaduliah Alam t MSH's Field Operations Department
illustrates the stories that monitors brought back from their trips:

On 2/10/90 we started our irip from Noorzai From to Shah Jay
District. We had to get complete information about the Health Workers
and their atritude toward the people. On the way we encountered a
Molawi and asked him in this regard. He was sick and explained that
he had bought a boitle of syrup from a private drugstore, but it hadn’t
had any effect on him. We checked the bottle; its date had expired. In
this regard we complained o the seven Parties Council in the center
of the District. They decided to summon the owners of drugstores and
inspect their medicine. We could collect abowt 7 cartons (big size) of
medicine with a past expired date and burnt them. The same issue also
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exists in other districts but there were no Party Councils and we
couldn’t perform the same action.

Figure 4-3 shows MSH monitor Shah Mahmoud burning the
expired medicine, accompanied by villagers.

The Need for Moaitoring

In 1986, when the AHSSP program started. the donors based in Peshawar
were called the “blind donors™ indicating some irritation on the part cof the
Afghans staying inside. Corruption was widespread in Peshawa:: a large quantity
of the aid targeted to reduce the suffering of the population inside was staying
in Peshawar for the benefit of individuals and small commanders who swore that
they would go back to Afghanistan to provide the aid but never seemed to get
there.

The majority of expatriates found it difficult to believe thai some civil
administrations existed inside and that one of their main aims was to avoid this
corruption in Peshawar. Therefore, most of the aid committees preferred to work
through individuals and without setting up a comprehensive monitoring system.

Several Afghans working inside suggested that a comprehensive monitoring
system was an absolute precondition for the program’s efficiency. In addition,
we were unwilling to become blindly involved in and yet be responsi-
ble—iechnicaily, fiscally. and morally—for a major and completely unsupervised
infusion of resources. Identifying the constraints on implementing the program
inside was the first step in designing the monitoring system.

Constraints to the Implkmeatation of the Mounitoring System

Several major factors constrained and influenced the development of @
monitoring system:

The Alliance Health Committee: The AHSSP program for inside Afghanistar
would begin with the Alliance Health Commitiee (AHC), based in Peshawar. A
that time, the AHC had almost no health facilities inside the country. Each party
health commiitee was running several health facilities in Pakistan, including
several sargical hospitals in Peshawar. Since the party health committees had :
very hard time finding funds for those facilities, there were obvious risks tha
additional resources intended for Afghanistan would be diverted to Peshawar.

Corrugiion in Peshawar: Coruption in Peshawar was reinforced because mos
of the aid agenci&issuedmpplisto individuals without following up to see i
the goods were direcied o arget aeas. Many donor and TA grogps saw th
border between Pakistan and Afghanistan as an impenctrable wall with a terribt
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Figure 4-3: Burning expired medicines, Shah Mahmoud, a project
monitor, supervises the destruction of expired medicines seized from a
local pharmacy with the support of ihe iocal Council
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war going on beyond the wall where it was impossible to have any control. Bat
there was something obviously wrong with this view: every day, thousands of
Afghans and hundreds oi trocks were crossing the border from both sides.
Afghans never forgot to continue to do business with their neighbors, as war and
trade had coexisted across the Khyber for centuries.

Dominance of nearby provinces: Most aid was provided to the provinces situated
along the border; easy access 10 Pakistan permitied any health worker receiving
a salary for work inside to come back discreetly to Peshawar to live with his
refugee family. Medical supplies could easily be sold in Pakistan and there was
already a big business in selling weapons on that side of the border. Indeed. a
tribal area ten minutes from the center of Peshawar was home for a public
smugglers’ bazaar where virtually anything could be bought, from heroin and
guns to silverware and modern appliances.

The huge scale of the program: Several thousand health workers were expected

to be on the payroll, working all over Afghanistan. How could we know how
many were actively working inside?

Remoteness of large target population segments: The largest rural populations
were living far from the border, had no easy access to Peshawar for medical
treatment, and could not escape from the war. A few private pharmacies still
existed in the countryside, but health services were far from sufficient. These
populations were very eager to see health aid reach their area. The reputation for
corruption in Peshawar was well known inside, and the prospect of increasing it
was pot promoting unity between Afghans on both sides of the border.

Performance-based assistance: To make financial support for our Afghan
partners to reflect their performance, we needed feedback from the field about
the health facilities established inside. Yet for security and political reasons,
expafriates supported by A.LD. were not allowed irside Afghanistan. Thus we
were reduced to becoming schizophrenic (sitting on one side of the border ap?
implementing services on the other side) or to setting up a comprehensivz
monitosing system through Afghans who could give adequate feedback on the
performance of these partners.

Transport: Getting supplies to their final destinations (health posts or health
facilities) all over Afghanistan was difficult. as the opening vignette of this
chapter Hllustrates. The monitoring system would meet the need for reparting to
A.LD., and for updating the TA teamn about the progress of implementation by
counterparts, both to confirm effective elements of the strategy and to adapt it
whege necessary. The system therefore aimed to monitor suppiics, field workers,
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Design for Monitoring Supplies

Supplies issued from the main warehouse in Peshawar were accompanied
to the border by a monitor and one Afghan representative from the MOPH or
AHSA. The 2,000 kilometers cf border had 11 main points of eniry, which were
centers of informal commerce between Pakistan and Afghanistan (see Map 4-2).
Horses, mules, trucks, and cars were used to transport the goods of the
mujaheddin through a predominantly private system. At some points of entry,
like Chitral in the north of Pakistan, transportation costs were partly contmlied
by the regional administration of the Supervisory Council of the North.

At the border, the supplies were unloaded into depots, belonging to political
parties, which also stocked weapons to be issued inside Afghanistan. Each of 30
depots along the border had one monitor paid by the program, who was
responsible for issuing medical supplies. Each monitor was a former employee
of the military comimittee of the party and he was allowed to stay in the military
depot. This setup may be surprising, but. at that time, the political parties
themselves were making a real effort to fight corruption in the issve of weapons
at the border. The military committees of the political parties appreciated our
parallel efforts to control corruption in medical supplies and provided very
valuable support.

The monitor in charge of the depot (controiled by a general monitor at the
same poimt of entry, and overseen by one monitor based in Peshawar) was
responsible for:

« stocking the supplies properly;

» surveying the private pharmacies at the border regularly to investigate
whenever supplies similar to those issued by MSH were identified;

- isssing supplies against receipt to each BHW or health facility
represeptative who was officially inroduced by the MOPH or the
AHSA,

- helping health workers find the first caravan to their destination;

+ reporting the departure of each health worker, with the date of crossing
and the actual cost for transportation to reach his destination; and

» providing regular reports on the cost for transportation to each district
from the point of entry (see the sec<ior on transport later in this
chapter).
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During the first year and a half of the monitoring system, the monitor in
charge of the depot also recruited one pesson on the caravan, unknown to the
beaith worker. to monitox the transport of the supplies to the final destination and
to report back. When experience showed that there was little risk of supplies
being divested during the trip, we stopped recruiting caravan informants;
maaitors who visited the facilities inside to verify the arrival of supplies were
much more effective.

Design for Fiedd Work and Facilities

The technique for monitoring BHWs and health facilities was simple bat
efficient: the monitors were given the location of the facility, the names of the
persomnel and therr qualifications, and the names of the general and local
commander supervising and providing the security of the facility. Monitors had
several tasks in the field:

To verify the commander’s perceptions of the activity of each BHW
and facility through a letter from the commander. If a commander was
not present, they had to get letters from at least three other fronts in that
location, including one of the same political party as the commander.
To avoid political problems in the field and in Peshawar with owr
counterparts, monitors’ reports not meeting these criteria were not
accepted and those monitors were not paid.

To take pictures of workers holding a sheet of paper with their code
numbers, and t0 obtain their signatares certifying that they had been met
by the monitors. Back i Peshawar, the field operations staff compared
photos and signatures with originals on file from the time of their
hir;

To complete a short questionnaire which detailed the information from
the moniwx’s field visit about each person and assessed the
community’s perception of the activity of each BHW and facility.

With tme, the monitors became skilled in observing the operations of other
health facilities not supported by the AHSSP and the problems of maldistribotion
of heajth resomrces. Clinics supported by different agencies were sometanes
Jocated in the same vicinity; sometimes clinics had beea established in the
mountains far away from the ~“lages, or in the center of mujaheddim activity
where the women woukd not go. Taking public transport themselves, the monitors
Jearned whether clinics were easily accessible or not, and their observations were
vital in improving health services. Eventuzlly, thetr training was expanded to add
field advisory skills # iheir roles. Together we determined several indicators
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define the value of a health facility within the area health system. Later on, we
used the monitors to initiate the survey of provincial health resources.

Selecticn of Monitors

Sclkecting monitors was a critical challenge. The example of Assadullah
Alam, who had managed caravans of goods from the Pakistani border to the
north of Afghanistan for six years, proved to be a model for determining
selection criteria. He was responsible for organizing the caravan with several tons
of medical supplies. (See Chapter 4 Vignette: Traveling with a Caravan in the
Panshir Valley.) He demonstrated a sense of discipline and human skills with the
200 horsemen in the caravan and a high sease of responsibility. Clearly his
success was more a product of character and experience than of a particular set
of technical skills acquired through formal education. With this experience in
mind, monitors were selected who demonstrated a sense of respoasibility,
morality, and self-discipline. In addition. they had to be motivated to observe the
aid going inside, to have experience with going inside themselves under war
conditions, and to be in good physical condition.

In most cases, the men who fit these criteria best were educated mujaheddin
with war experience; who came from within the well-known fronts where
discipline was applied; who had experience with logistics in those fronts. and/or
specific responsibilities for a group of mujaheddin or the civilian popalation; and
whose family stifl resided imside (or had only recently arrived in Pakistan) so that
these men had an incentive to see that the aid reached its destination inside the
country.

We sought to obtain a balance of ethnic groups among the monitors in
order to follow the policy of “health services for all Afghanistan™ and to achieve
equality. This approach was practical as well. With the monitoring surveys taking
place all over Afghanistan, it was casier and less risky to have a team of two
monitors in which one was from the same ethnic group where the survey was
being done. (After one and a half years, each monitor had gone to six or seven
different provinces, and with adequate planning, we could always send mouitors
back to the same place where they had coaductzd earlier surveys.) On the other
hand, and despit the mentality of Peshawar, the political party affiliation of the
OATIONS Was Dot a concern as long as a balance was maintained.

The monitoring unit, supervised by the Field Operations Department of
AHSSP, had about 120 moaitors: 30 permanently stationed at the border depots;
20 based i Peshawar in the monitoring office (9 of whom accompanied supplies
from Peshawar to the border, and controlled the work of the monitors based
supervision, and inierpreting, since almost none of the moaitors spoke English):
and 70 momnitors going inside to visit the facifities, 30 of whom were full-time
employees and the rest of whom were reczuited as needed.
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The monitors’ field work revealed an unexpected incentive: they became
fascinated with the opportunity to discover their own country through their trips,
since most had never seen large parts of their country before the war. They
became able w0 compare and judge the different health systems and the nasm
(discipline) in the civil administration of the area. A clinic was not judged on the
basis of neatness of appearance but on whether or not it was run with nasm (as
measured by the regular presence of the personnel, the activity of the clinic, the
set-up of the clinic, the supervision, the professionalism of the medical personnel,
the support of the community, and the political strength of the commander or the
health commitiee). More mundane means of supervising and motivating monitors
included withholding paymeat for unsatisfactory reposts (with signatures and/or
pictures missing) and using cameras with secure dating mechanisms.

Operating Strategy

Each year’s monitoring was based on the experience of the previous year,
and each province was moaitored at least twice a year. For the most distant
provinces, travel and monitoring all BHW's and health facilities took three to four
months; close to the borders, where it was easy for health workers to get w
Peshawar, monitoring could be done four times i a year. In addition, if we
npeeded more information about a border clinic, a special monitor could go and
come back in only eight days. Monitoring an eatire border province would take
about one and a half months and could be done during the winter. Indeed, large
numbers of the border population (including some BHWS) would farm during the
sumuner and retum as refugees to Pakistan during the winter.

The process of ficlding and monitoring BHWS is shown in Figure 4-4. The
relative gap between the two activities during the first two years of the program
is doe to several factors: the data provided by the monitoring system were not
computerized for the first year (1987-88); and until the third quarter of fiscal
year 1989, about 240 BHWs were fielded every four moaths, all over Afghani-
stan. To get a monitoring repoxt on all of them took almost a year to accomplish.

Early on we learned that when BHWs and health personnel were aware of
the departure of the monitors for their province, some of the unmotivated would
have enough waming to move from their refugee camp to their nearby province
posts. Thereafter, the monitors were informed of their destination only on the
morning of their departure.

Information Systems for Monitoring

A computer-based information system was developed after a yex's
operations, using one short qeestionnaire for the border momitors, and one for
monitors going inside to visit health facilities. As monitors returmed from the
field. questionnaire data were added w the information already provided by the
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monitors at the borders, and by the administrative department of Field Operations
(which tracked date of issve of salary, date of interview in Peshawar at the time
of resupply, etc.).

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

gctive: those seen by the monitors in the field (who had photos.
signatares, and letters of the commander as proof), plus those not seen
in the field but present in Peshawar for their resupply at the time of the
visit of the monitor, or those officially continuing education in
Peshawar;

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

questionable: those for whom we did not have enough information to

make a just decision (designated by a question mark in the database);
and

canceled: those who had sold their medicines without crossing the
border, or who had been designated as inactive for two monitoring
sarveys and were therefore excluded from further program support.

Outputs and Uses of the Monitoring System

The monitoring system infloenced many operations: the logistics support
systein, the organization of health services inside, the administrative support
system. and the financial control system. All monitoring results were entered into
a very comprebensive MIS, which provided:

information on procurement, with the needs for the next order of
sappliecs, informat®on on the warchouse, and infcemation on the
packaging needs;

data on the distribution of health services, to aid in relocating BHWs
and health facilitics away from overserved areas, particularly the most
accessible border provinces. The combination of PVO enthusiasm for
the border area and a growing AIG predilection to see more BHWs and
facilities as political patronage chips, led ALD. to institote a cap of
1,700 BHWs in the third year, which reinforced the value of cument
information from the monitoring system on coverage and duplication;
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information for isssance of salary and supplies acconding to the time
speant by the health workers in their facility. For example, a BHW paid
for six months, who was found to have worked only three months,
would have his salary reduced by three months at the next resupply; in
more extreme cascs both facilities and staff were discharged for
nonperformance; and

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

By December 1991, the results of the monitoring system for BHWs and
health facilities were as follows:

- Of 288 health facilities established by the AHSSP inside Afghanistan
(138 for the MOPH and 150 for the AHSA), 59 (20 percent) had been
excloded from further ¢ gram support; of these 52 (18 percent) had
been established by e MOPH, and 7 (2 percent) by the AHSA

+ Of 2,170 BHWs trained and supplied by the project (1,767 for the
MOPH and 403 for the AHSA), 844 (40 percent) had been excluded
from further support. These represented 783 (37 percent) selected,
trained, anl supervised by the MOPH, and 61 (3 percent) by the AHSA.

These results show that the AHSA was more capable of supervising its
facilities and keeping them active than the MOPH. The major reason is certainly
the AHSA’s ability to imvolve the community in decision making about new
facilities and in the supervision system. The Heakh Services Department of the
MOPH, based outside of the country and largely promoting political interests, did
not have the links with and sapport of the community. Unfortunately, it dad nol
counterbalance this disadvantage by promoting an efficient monitoring system.
Detaiis on the monitoring of BHWs are shown in Figure 4-5.

Besides the fact that a comprehensive monitoring system provides
information for planning purposes and evaluation of performance of counterparts
a moaitoring sysiem saves money from being wasted. Taking into account the
date of cancellation of the inactive facilitics, and assuming that withoot the
momitoring system we woukd have resupplied them at least once more befornt
discovering that they were inactive, the morey and resources that wouk
otherwise have been disbursed equalled more than 31.5 million for fiscal yea
1991, versus a cost of $850,000 for the monitoring activities. In addition, we ha
the opportumity to replace inactive workers and facilities for the benefit of tw
population.
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Counterpart Use of Momitoring

The USAID Mission, MSH, and the Afghan counterparts agreed that the
monitoring system would be an independent structure, nm by the Field
Operations section of the AHSSP, and it was the only place where the AHSSP
independently reserved the right to withdraw support whenever there was proof
that implementation was not effective. Understanding this, the monitoring system
was designed 10 be useful to all interested Afghan health institutions for their
OWD supervision,

Al the beginning, USAID had some reservations about implementing a
monitoring system: the program was just starting, and the Afghan counterparts
might resent and be suspicious of a monitoring sysiem. This was the viewpoini
of Afghans living in Peshawar or [slamabad, but not the viewpaint of the
Afghans living inside. One year afier the beginning of the program, USAID
approved the monitoring system, and it worked productively thereafter.

Afghan counterparts in Pakistan initially resisted the idea of an independent
monitoring system because it was seen as the basis for continuing, withdrawing.
or adjusting support. The MOFH early on also hired eight monitors of its own
but due to the factional politics of Peshawar, they rarely went inside Afghanistar
In contrast, the AHSA already had a supervision system through its own contact
with the community and local authorities. Later on, seeing a monitoring systen
as a means for better supervision of the far provinces, the AHSA hired logisti
officers to accompany supplies to distant clinics and report on their status.

MSH monitoring results were always provided to the AHSA and MOPH &
assist their own administrative support systems and development of heald
services. Sometimes when we needed to discuss the cancellation of a clinic unde
patronage presswre from the field commanders, we found that the Afghan
considered facts decisive and acceptable evidence of nonperformance, particulart
when they realized that we were flexible before canceling a clinic or a BHW
With time. the monitoring system was respected and almost well accepted.

Field Operations and Management
Salary Scales for Work Inside

During the design process and once the program started, salary was a mai
issue for the team and A.LD. Should we give a salary to the heaith workers, an
particularly to the BHWs who would be trained oa a large scale? After a carefi
review, we decided to pay salaries for several reasons: it would be difficult f
a BHW to maintain his medical activities inside without a way to support b
family; cash for work reduced the number of new refugees in Pakistan or Ira
and all the other agencies were already providing salaries to health personneld,
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fact well known among the Afghans. After reviewing the salary scales of the
other agencies, particularty of the Swedish Committee, the main supporter of
health workers at that time, and after conducting long negotiations with the
directors of the Alliance Health Commitice, we set up the salary scale according
to the qualifications recognized by the Ministry of Public Heaith before the war.

A large number of personnel had received one to sixteen months of training
during the war through PVOs in Pakistan, in the field, or in [ran. These “medical
technicians™ were important because they were more available to go inside than
the more educated health personnel who had left the country. The medical
technicians had not been officially recognized by any government, only by the
PVO or the party. However, our Afghan counterparts took a pragmatic approach
and fixed their salaries according to the length of their training. Therefore, we
used the salary scale illustrated in Appendix B, with 39 medical qualifications,
18 administrative positions, and 5 nontechnical positions.

We approved a 7 percent salary increase for the first year of service, and
additional salary based on experience and pioneership in jihad from December
1979 t December 1988 (the Russians officially left the comntry in February
1989). For exampie, an M.D. who had worked inside for nine years during the
war could increase his basic salary by 17.6 percent, a nurse, by 24.1 percent.
Except for some high-level positions in the Ministry of Public Health, the team
tried to maintain the same scale on both sides of the border in arder to make the
work inside Afghanistan attractive.

After many discussions with the AHSSP’s counterparts, and workshops on
issues of sustainability, we decided to reduce the salaries of personnel working
inside Afghanistan. A first cut of 25 percent occurred in April 1992 for all
clinical personnel, except vaccinators. A second cut of 25 percent took effect for
the same personnel in October 1992, and at the same time a first cut of 25
percent was applied to administrative staff’s salaries.

Placement Criteria for New Facilities

In order © reduce the maldistribution of health resowces, the maim criterion
for locating new facilities was the ratio of a district’s population to the number
of facilities already supported. The “current estimeated population living inside
Afghanistan™ was very useful for planning' A database of existing health
facilities inside Afghanistan sapporied by foreign agencies became available only
in hate 1989. WHO and ACBAR took responsibility for apdating these data.

The data were far from exact: many agencies had claimed o sapport health
facilities without having any monitoring system inside, so the database included
many “phantom” clinics. The location (even to the level of district) of some
bealth facilities was sanknown to the agency supposting them. Finally. several
important plavers in the health sector did not choose 0 share therr data, and the
woik of some Arab agencies in the health seceor remained unclear.
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The ACBAR, WHOQ, and MSH databases were reviewed to plan heatth
service coverage. The targeted coverage was one small hospital (10 to 15 beds)
pex 60,000 o 80,000 inhabitants, one basic health center or comprehensive health
center per 20,000 to 30,000, and one basic health post per 5,000 to 10,000.

The accessibility of the proposed facilities was stodied using maps of the
provinces, on which our cartographer located the (claimed) existing facilities and
the location proposed for any new facilities. Natural obstacles hike mountains of
rivers were also identified. The fronts of the local and general commanders in
charge of the security of a proposed facility were reviewed with the monitors.
whose k1 owledge of the existing fronts through their regular visits inside was
invaloabl.. They had information about a commander’s previous supervisory
performaace, and if several BHWs or facilities supervised by this commandes
had already been canceled trough the monitoring results, we were not very keen
to provide a new facility under his supervision. The original home of the
proposed personnel was also important. if they were from the same locality as
the clinic, there was a better chance that the clinic would remain active.

Staffing Patterns

After discussions with counterparts, the staffing patterns were decided upon
following the WHO standards for a PHC pyramidal health system (see Table 4
1).

» A basic health post was staffed by 1 BHW working in his house, at :
village level.

An MICH post was staffed by 1 female medical technician with at leas
one year's training.

- A basic health center (BHC) was staffed by a maximum of 4 medica
people and 3 nonmedical people (e.g., watchmen). The medica
personnel had to have at least thirty months of medical traiming. Th
optimal staffing was 1 or 2 diploma nurses or 3 medical technicians
most often trained by the PVOs in Peshawar or Quetta. In the undex
served districts, where health faciliies and medical personnel wer
difficult to find, it was agreed that a level of twenty-four months ¢
training would be sufficient for medical perscnnel to0 start up th
facility. with the understanding thz. an additional person would b
trained to upgrade the level of the staff in the near future.

»  An MCH clinic was staffed like a basic health center o comprehensiv
bealth center, but with primarily female personncl, and sometimes
maile health workez.



Table 4-1

Health Workers and Facilities Supplied by Project Year

FY§7 FYss FY89 FY9%0 FY91
Init Acer Act  Init  Acer Act  Imit  Acer  Act Init Acer  Act  Init  Accr Act
BIIW 94 94 94 735 8290 821 654 1483 1270 482 1965 1522 183 2148 1356
BHC 7 7 7 49 56 56 55 11t 101 42 153 118 40 193 140
CHC 4 4 4 l 3 3 12 17 16 19 36 36
H-3 1 1 ! 1 2 2 6 8 8 8 16 16
H-2 1 1 1 0 1 1 0 1 1
Adm. 11 11 11 6 17 15

Note: Init > Initially; Accr = Accrued total; Act = Found active
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A comprehensive health center (CHC) had the same number of staf]
as a basic health center but included 1 M.D. The facility kad a three-
to five-bed hospitalization capacity. No food was provided by the
AHSSP o the hospitalized patients.

A small hospital (H-3) was staffed with 2 physicians, 2 to 3 diplomz
nurses, 4 to 5 medical technicians, 4 to 5 nonmedical people, | adminis
treeor, and a storekeeper. The facility had 10 to 15 beds. The AHSSE
provided a food allowance to hospitalized pa*- *s. Small hospitals wert
implemented in organized areas where thc A7 SA had demonstratec
good supervisory perfarmance and th-. skil: {0 organize a referra
system.

A referral (or area) haspital (H-2), serving several provinces, wa:
staffed by 5§ M.D.’s (including 2 specialists), 14 nurses or nurse’s 2ides
5 medical technicians, 2 phammacists, an x-ray technician, lab techni
cians, dental technicians, 3 administrators, and nonmedical personnel
The AHSSP supported only 1 area hospital, in Talogan City, under the
supervision of the SCNA Health Committee. Talogan had been liberater
in 1989 and was completely administrated by the resistance. Tiw
medical 1 =cnnel available in the hospital joined the resistance amx
worked w 1 the Health Committee of the SCNA. The Health Commit
tee foun ome additional personnel, including specialist doctors from
Kabyl 2 Peshawar, to complete the staff.

Additional specialized staff could be assigned to those facilities:
dental technician in BHCs, CHCs, and small hospitals; a laborator
technician in CHCs and small hospitals and sometimes in well-staffe
and isolated BHCs; and an x-ray technician in small hospitals an
sometimes in a CHC if it was very active and far from a small hospita
Some MCH and preventive medicine activities were integrated into th
facilities discassed above.

By fiscal year 1992, 18 admimistrative ceaters were in place msid
Afghanistan. Most of the personnel had been tramed twough MSI
workshops. The average staffing for an administrative center was 12 1
15 persons, inchding senior and janior administrators, a fiscal manage
procurement officer, logistics officer, sapporting administrative staf
and mnskilled laborers. Twelve admmistrative centers were supervise
by the AHSA, and five by the MOPH (which were later canceled fi
lack of performance).
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+ Ten medical sapplies depots were in place inside Afghanistan after
five years of the program, with technical staff trained through MSH
workshops on supply management held in Peshawar. Each depot had 2
to 3 storekeepers, and guards. Depots were located at the administro*ive
centers and were supervised by the AHSAs, because they had been able
to set up a delivery system inside. Five years after the program began,
the Health Services of the MOPH still had their delivery system
operating from Peshawar.

+ Liaison Offices of the AHSA in Peshawar served to coordinate with
and channel resoarces from Peshawar into therr respective health
commitiees based inside Afghanistan. The AHSSP was unique in giving
the AHSA representation in Peshawar. The Liaison Officer (a senior
MD.) had the opportunity o make contacts with other donors, W
receive regular technical assistance through the advisors of the AHSSP,
to transmit it to his headquarters inside, to get the requests of the AHSA
from inside, and to seck financial support in Peshawar. The staff of the
Liaison Offices was limited in order to control the growing bureancracy
in Peshawar. An average of 5 technical people and the inevitable 2 or
3 waichmen and peons were supported.

Pessonnel System Management

At the request of the MOPH or AHSA, the Field Operations Department of
the AHSSP processed salaries for almost 5,000 health workers, processed the
cost for transportation of supplies 10 2 maximom of 2,120 BHWs and 288 health
facilities, and sent the supplies to the borders. Becanse of the large scale of the
program and the risk of losing computerized data in sach an environment, the
administrative sappost system was both manual and computerized. The two
systems were linked by a code number for each health worker and each facility.
The computerized systern reflected all information written on the cards but
permitted analysis for evaluating the program, planning process, and so on.

The manual system was designed with a personnel card, where all basic
information was recorded: name, father’s mame, location of work, district,
province, code number of the facility where employed, name cf the employing
health institution, name of the local and general commanders responsible for the
security of the clinic, photograph, and signature. This card showed all issoes
made by the Field Operations (FO) Department, including salary and period of
issue, cost for transportation: of supplics, supplies and period of issue, and cross-
border poit where supplics were sent. Space was left for the signature of the
peovider of any issue made by the Financial Management (FM) Department, so
that this card was also a receipt. A space was reserved for monitoring results,
Guplication found with other committees. and other vital information.
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This personnel card circulated between the FO and FM departments for
processing the funds. The same type of personnel card was used by the Health
Services Department of the MOPH, showing the same issues; thus the adminis-
tration was donbled.

Candidates for cross-border bealth workers were introduced officially by the
AHSA or MOPH. As discussed in Chapter 3, all medical applicants were
evaluated by the medical subcommittess, which were permanent boards of at
least 4 physicians and former professors of the University of Kabul or Jalalabad.
Checklists and oral and written examinations were developed to evaluate medical
personnel Before putting a new applicant on the payroll, the MOPH and AHSA
checked with key suppliers (mainly the Swedish Committee for Afghanistan and
International Medical Corps) to ensure that the applicant was not already on thexr
payroll. This procedure reduced the risk of duplication.

Salaries were processed by MSH Field Operations in two ways. MOPH
salaries were processed for six months in advance, except for very nearby
provinces, for which salaries of BHWs were processed for three months. At the
end of the period, BHWs and representatives of health facilities came to the
Health Services Department of the MOPH in Peshawar to provide receipts for
the previous period and to be paid. During the fime it took to resupply them
medical personnel were sent to the Institute of Public Health of the MOPH fo
refresher courses. In the meantime. the MOPH asked FO to process salaries ank
costs for transportation for the new period according to the monitoring result
obtained during the previous period. The FO perscnnel became very experiencec
in using the MIS to figure out how many months the personnel had workec
during the last six months, their last pay date, date of crossing the border, dai
of a monitor’s visit to their facility, and date of rewsn to Peshawar. If it wa
confirmed that the personnel had not worked for the full six months previously
salanies were reduced accordingly. After a while, this procedure pushed th
health workers to report to the Health Services of MOPH about their movements
which helped m their supervision. Cash salaries and costs for transportation wen
processed by MSH’s Financial Management Department. Health Services/MOPE
persoancl issped funds to heath workers once a week, in the presence of on
person from MSH/FM and one from MSH/FO. Health workers also received a
issne ticket authorizing them to pick up their supplies at the border depot.

The personnel of AHSA health facilities did nci come to Peshawar t0 b
resupplied. The AHSA developed the infrastructure to manage resuppl
operations themseives. Once a year, each AHSA facility sent to its headguartes
its financial receipts (with the signatnre of each staff member) and regmest ft
resupply. These financial receipts and requests for resupply weze then submitts
to MSH, along with proposals for new personnel and new clinics. (Movement ¢
persoenel from one facility to another was common.) The FO Departmer
processed these data with care. based on the monstoring results. Funds wel
processed by the FM Department and issued 16 the Liaison Officer of the AHS/

SEST AVAILABLE COPY



Organization of Health Services in Afghanistan 101

He and his staff were responsible for transporting funds and supplies from the
border to the headquarters inside.

Except for the increase in salary for years of experience during the war, the
program did not support any benefits like health or life insurance or an education
aflowance for children, nor did health workers coming to Peshawar for resupply
receive any travel allowance.

Traasport

Cross-border support for health required the transport of supplies throughout
a country larger than France. from one 2.000-kilometer border, under very
unstable, wartime conditions. The risks and problems were numerous. Any
caravan of supplics could be destroyed by one air attack of the Red Amy or the
Kabul regime or diverted by thieves. ethnic or tribal conflicts, or corruption in
Pakistan before it leit the NWEFP. Supplies could be lost due to bad transport
conditions, for example, by horses or mules in the high mountains of the Hindu
Kush along bad roads in the flat areas or in ragged territory where bridges were
unavailable. The process could be very expensive. In the first-year budget, we
estimated the cost for transportation as 11 percent of the iotal cost of the
program. In reality, the cost for transportatica represented S to 6 percent of the
total cost of the program.

We could minimize the destruction of supplies by bombardments by not
sending big caravars of supplies in dangerous places. From the beginning, we
did not use specific project trucks for transport in order to prevent easy targeting
by thieves (which was a problem confronted by many foreign committees) and
to avoid paying for vehicle maintenance. We could also control the losses by
cormuption or diversion with the help of the monitoring system discussed earlier.

The AHSSP system was modeled on the Afghan transport system still
operating inside. It is always amazing to see how much of the private sector
survives in a war situation; in Afghanistan, private transport was still effective
and was, i fact, promoted by the regional political systems. For example, in the
portheast, the Shura-e-Nazar (Supervisory Council of the North) established
coatrols on the cost of transport and employed horsemen w transport military,
medical, educational, and agriculural supplies from Pakistan. This control
avoided ligh escalation in the prices of transpot for the Shura-e-Nazar itself and
consequently for the committees using the same transport systemn.

Supplies were sent to the depots at the different points of entry on tie
border and were issued directly to the providers, who were responsible for
transporting them to their place of work inside Afghanistan. Only horses and
mules wese osed i the northern points of entry; while trucks. pickups. or
sometimes camels were used in the central and southern pomnts. Supplies were
dispatched all over Afghanistan through this low-profile wansport svstem.
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Vignette: The Border

To see a point of entry on the border is always a big attraction. It has the
ambiance of the Wild West. In a desertlike place, a bazaar full of small shops
seils the last things forgotten in Feshawar or Quenta: food for the animals,
packing materials, dried fruit for the long trip inside. Music of all kinds—Indian,
Afghan, Pakistani—drifis out of the shops. One can hear a series of explosions
in the surrounding mownuains, as the mujaheddin practice with the new weapons
they have bought, which makes you feel you are at the front. Several thousand
horses and mules wait for the next departure; thousands of mujaheddin from
many different places are busy preparing for their departure, bargaining with the
horsemen, packing supplies donated by the political parties in Peshawar or by
the foreign aid committees. Everybody is excited by the near departure for a
long, difficult, and risky trip. Terimangal, a border point, was once isolated from
the rest of Pakistan by a tribal conflict that lasted two weeks. Hundreds of
mujaheddin coming from Afghanistan were siopped in this small place, where
there were rot enough hotels to lodge them. They were everywhere, on the roofs
of houses, and there was not enough food for all of them.

Packaging: We coukd pack medical supplies carefully to minimize potential
damage from poor transport conditions, as French doctors going inside with
sapplies during the war had done since the early 1980s:

- We redoced the weight and volume of supplies by taking the tablets out
of their industrial packing and putting them in plastic containers.

- We wrapped the cartons with strong plastic bags to keep them dry in
case they fell into water.

+  We wrapped the entire carton with a strong, brown jute or canvas bag.
(The first time we ordered folding stretchers from the A.1.D.-contracted
commodity firm in charge of porchasing for the AHSSP, the agent
purchased them frorm the local market. Whea they found that the canvas
of the strewchers was not strong enough. they decided to replace it with
stronger, bright orange canvas. We pointed out that the stretchers were
going 0 be used in war zones, so the firm acknowiedged the mistake
and changed the canvas again.)

Cost-¢ffectiveness: Cost-effectiveness of transport was one of the preconditions
for establishing health systems inside: providers had to transport their supplies.
It was pot an easy task, and many committees were criticized by the Afghans for
not previding encegh money for tansport. Others were chiticized for giving oo
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much money and thus increasing the prices at the borders. Therefore, the AHSSP
decided to use all of the border monitors  set up a management system for
transportation. From each point of entry serving specific provinces inside
Afghanistan, the monitors informed us regularly about the cost for transportation
from the border to0 each district inside. Being stationed at the border, they were
the best mformed. Every day, caravans left for various parts of Afghanistan, and
the monitors followed the variations in the prices, which were dependent on the
season, the weather, and the war. They knew if some routes were closed due to
snowfall or specific conflicts, which belped us provide the appropriate amount
of money to the providers. It was the responsibility of the providers to negotiate
with the horsemen at the border about the transport of their own supplies; the
monitors at the border knew what each provider paid in reality and reported it
10 us so we could control cur operation and the requests made by Afghan
counterparts.

As mentioned previously, the design of the distribution system purposely
avoided using big caravans for medical supplies, except for the annual resupply
of the main regional health committees, in particular the Supervisory Council of
the North (SCNA), where the routes were quite safe. During the summer, there
was intense competition among all the committees (the military commitiee of the
Supervisory Council of the North itself, the eduation committee, the agricultural
commitiee, several foreign commitiees, and the UN. agencies) in trying to send
their sopplies during the few months of the year when the routes across the
Hindo Kosh were open. The required number of horses and mules was not
always available, and everybody tried to hire them fi~t; the foreigners increased
the prices by proposing more money (o the horsemen. The logistics committee
of the SCNA maintained contol over the prices by dispaiching the horsemen w0
points of the border where only the SCNA had the anthorization of the Pakistani
anthorities 0 be present; then, the various commitiees of the SCNA were able
o load first the goods for the northemn provinces. By working with the SCNA
health committee, we could always sead medical supplies with support from the
Jogistics commitiee of the SCNA. Every summer, hundreds of horses transported
supphies 0 the main medical depats of the health committee of the SCNA.

Each horseman was responsible for the goods on his own horse, and each
carton of supplies was marked with the name of the horseman responsible. He
received half of the money at his departre and the other half on his arrival, after
a check to see that everything had arived; if something was missing, he had to
pay for it or o go to jail, umkess the chief of the caravan could give an
acceptable explanation that was verified by other persons (bombardments on the
way, fall of the borse in the moantains, etc.).

Note

1. T. Eighmy, Office of the A 1D. Representative for Afghan Affairs, 1988.
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Figare 5-1: Service mapping. Project staff discuss the distribution of
clinics 2nd resources.



Chapter 5

Planning for Sustainability and Health Impact

Jonathan D. Quick, S.M. Amin Fatimie,
Peter J. Huff-Rousselle, and Ronald W. O’Conno:

Vignette: The Area Commander’s Dilemma

In Peshawar, a serious, enthusiastic Afghan approaches a PVO with a letter
from: his area commander requesting support for a new clinic inside Afghanistan.
The PVO is interested in helping but has been burned before: How can he know
whkat services are already available? Have other commanders or parties
established facilities in the same area? Are other agencies aiready supporting the
new clinic or a nearby clinic? How many staff with what training will be
available ro work at the clinic? What population groups will be served? What
resources are already going into the area? What referral options are there, if
any? In short, how does the PVQ know whether the requested clinic is a good
use of its limited resources?

Inside Afghanistan, the area commander receives another new visitor, fresh
from the dangerous trip across :he mountains from Peshawar. Dressed in the
ubiquitous loosely hanging Afghan shalwar kameez, his eyes sparkling with
enthusiasm, the foreign doctor talks fast and with authority about a complete
emergency hospital setup. In fact, he’s got a videotape from Vietnam showing
what one looks like, complete with x-ray machine, portable generator, and
operating equipment. He promises to give the hospital to the commander, if only
the commander will promise to transport it, pay for upkeep, and commit his best
health workers to training in how to run it. Trying to sound like an expert, this
foreigner prods the commander, “What cowld be more important than being
ready to handle the war casudities that may come again, or the injured from
road accidents?”

As both the military and civil leader, the area commander has a war to fight
as well as roads, canals, schools, and health services to worry about; thanks be
to God tkat trade and corumerce take care of themselves. “There is little time
and few staff to sort out all our iocal needs, heaith affects evervone and is not
a simple matter,” he thinks. “Just last week the Health Committee was taiking
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abcut trying to immunize the children before the snows. The committee wants to
send three more men to be trained as basic health workers in Peshawar, and
they also want us to prepare a written plan for health. And the politicians in
Peshawar have absolutely no idea what life is like in jihad or what problems we
face planning heaith care. God give me strength and, for those fools in
Peshawar, perhaps something 1o occupy their time.”

The Planning Challenge

During the latter half of the war, planning foliowed the shopping-list
approach: area commanders sent lists of training, staffing. supply, and other
support needs for their people in Peshawar to carry around to the health and
social assistance agencies, which said yes or no to each item on the wish list,
depending on their own resources and constraints.

Rational planning for delivery of health services under the constraints of
war, a traditional social system, difficult terrain, limited resources, and the worst
health conditions in the world would be difficult. Problems had to be clarified
and compressed into manageable forms for a wide range of participants. most of
whom were preoccupied with many other matters. Few ears would be attuned to
fine poiats. In a sense, everyone concemed with health faced the same urgent
sitgation; peoplz in dire straits and political pressures beginning to deliver the
resowrces 0 do something; spotty. limited, and conflicting data; many agencies
embracing a goal of the common good, but viewing it through different lenses
with different interests, priorities, skills, and resources to offer. With no central
focus to oontrol what would be done at the national level, anarchy was often as
close at hand in health management as on the field of war only a few miles
away.

The Pubiic Health and Health Service Sitmation

By 1985, as noied in Chapter 2, hisiorically poor bealth statistics for
Afghanistan had become the worst in the workl. By the Late 1980s the health
situation had improved only modestly. Even with the considerable progress tha
had beea made, the situation had so deteriorated during the war that immumiza:
tion coverage remained the lowest in the world. Disrupted water supply, lack of
health edocation, poor hygiepe, and poor sanitation meant continued high rate:
of dimrheal disease. The national malaria control program, which had a
exemplary international reputation during the prewar period, bad collapsed
Nuiritional status, pasticularly for the young. continued to be threatened by
disrupted food supply. As a result of these and other war-related factors, infan
mortality, under-five mortality. maternal mortatity, and crude deaths rate
cominued o be the highest or among the highest in the warld.! In addition, ten
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of thousands of injured and maimed Afghans necded prostheses and rehabilitation
services.

During the late 1980s, to address these problems, considerable resources
were iivested by PVOs such as the IMC and MCI, by international agencies
such as UNICEF, and by bilateral programs such as the A LD.-fanded AHSSP
to train Afghan health workers and to establish health faciliies and services
inside Afghanistan. (See, for instance, Table 2-3.) Comparing 1985 data
presented in Chapter 2 with 1990 data from the WHO/Peshawar health resources
database, it would appear that these inputs had resulted in substantial increases
in health services inside Afghanistan. Though established hospitals and health
centers had been destroyed, tcmporary structmes were found or buil. The
number of hospitals increased from none in 1985 to over two dozen in 1990; the
number of health centers increased from about S0 in 1985 to over 500 in 1990.
The increases in health personnel were even more striking: the number of doctors
working in Free Afghanistan increased from 84 to nearly 250; the number of first
aiders increased from perhaps 1,300 to several thousand; by 1990 at least 1,300
BHWSs trained through the AHSSP were active inside Afghanistan; and over
1,600 staff in the diverse cadre of “mid-level” workers (trained primarily by the
IMC, MCI, and numerous cther PVOs) were reported to be working in the
country. In total. over 5,500 doctors, nurses, mid-level health workers, basic
bealth workers, first aiders, vaccimators, and other health staff were believed to
be warking in Free Afghanistan as of 1990.2

By most accounts Free (primarily rural) Afghanistan in 1990 was better
staffed and better supplied than it had ever been in prewar times. But the growth
of health facilities, bealth staff, and availability of medical supplies left unsolved

First, the establishment of new facilities was szongly influenced by personal
and party politics, resulting in large disparities in the availability of bealth
sexvice. Some areas were overserved, while less nflueatial areas had no health
services. Second, most facilities were operating in temporary locations. A
defendable, affordable plan for health facility reconstruction was needed. Third,
the large pool of health staff established doring the latter 1980s was created
without coordinated planning. Early training programs were largely war-oriented,
though subsequent experience demonstrated the need for more prinary health
care training. Most training capacity existed in Pakistan and plans for developing
appropriate regional training programs mside Afghanistan were just emerging. In
addition, there were no effective local supervision stroctares in most areas, no
career ladder, and no commonly recognized certification.

Finally—and perhaps most challengingly—it was estimated that 75 to 90
percent of heaith services in Free Afghanistan were directly or indirectly financed
by donors, with limited near-term prospects for the public revenue base.” And
asing history as a guide, it was unlikely that. after the war. donors would remain
interested.
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The Expanding Role of International Groups

In the latter haif of the 1980s the presence of ikemational groups (bilateral
donors, United Nations organizations, and PVOs) expanded considerably, as
poted in Chapter 1. Their greater role complicated life in Peshawar, as the
prospect of significant resources was accompanied by the players who atte:.d
such events: potential beneficiaries; bureancrats to adminisier and justify the
resource inputs; politicians to claim credit for obtaining the assistance and for its
impact; and technicians to manage the resources in “rational” ways for the
pursuit of the goals specified by the donor.

Theagh advocates for refugee work continued to point to readity observable
evidence of need, others recognized that the vast majority of the Afghan
population remained inside, with many displaced and many more hanging on in
their villages. Except in urban areas, most were without access to health services
when large-scale international assistance began in the mid-1980s. In 1987
humanitarian assistance for health inside Afghanistan was over U.S. S8 million
(more than U.S. $1.00 per capita for those living in Free Afghanistan) and by
1990 i had grown to over U.S. $30 million (nearly U.S. $4.00 per capita).*

The Stakeholders

Many groups in Peshawar had a stake in Afghan health, a point of view, and
certainly a voice: the AIG: the AHSAs: the UN. organizations: the PVOs: the
bilateral agencies such as the Swedish Commiitee. German Committee, and
A.LD.; and coordinating committees sach as CMC and ACBAR. Some collected
few data on health activities, and many had their own definitions of what was
important, as well as different reporting requirements and sponsor interests. Until
the arrival of large blocks of donor resources, there were few incentives ©
coflaborate. Many Afghan groups found advantage in keeping various aid sources
separaie. In tom, assistance groups tended toward suspicion, territoriality, and
pride of place.

Led mostly by doctors, the Afghan health professionals were themiselves a
diverse and often fractious group owing to differing party and commander
loyaltics. There were two generations of doctors, each with very differeat
expericnce: The first were younger, with primarily clinical training—often
shortened by the press of war—and practical experience only in the wartime
health situation. The other group comprised older physicians, from the Afghan
health system of the 1970s—a system which in 1977 spent 42 percent of its
budget on hospitals, 22 percent on an internationally recognized but resource-
intensive malaria control program. and ocly 19 percent on basic health services!
The “health for ali” concepl was launched across the Soviet border in Alma Ata
the same year that Russian troops first moved intc Afghanistan. Though soms
of the concepts presented at Alma Ata had been spawned in Afghanistan during
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the 1970s, most Afghan physicians had limited training and experience in public
bealth and primary health care.

With time, at least three groups saw important advantages in coordinated
operations that outweighed the price of disclosure: the major donors whose
money and international reputations were on the line, the area commanders who
were increasingly being called upon by their people to build civilian social
services, and the AIG, which dealt regularly with many of the outsiders. Initially
both the area commanders and the AIG saw some early advantages in compart-
mentalizing the information and keeping the donors separate. But with time, the
encxgy required to resist coordination exceeded whatever gains in flexibility
might have been obtained through isolai:on. The AIG could exert little effective
ceatral planning or control when assistance groups went their own way, and th.
area commanders had decreasing patience for the multiple and conflicting
entreaties of assistance groups.

From the perspective inside Afghanistan, effective potitical and operational
leadership was focused in local mujheddin commanders whose courage,
leadership, and managerial effectiveness became increasingly evident. Local
action inside required their prior knowledge and approval. What became
increasingly clear was the need to coordinate decisions about health—as well as
most everything else—with the area commander who controlled a region. While
assistance groups might contend over many issues, virtually all saw the necessity
of dealing with the reality of regional control by the military commanders who
led the jihad on the ground.

Developing a Planning Framework

By the late 1980s, the overall planning challenge and the need for area-based
bealth planning were clear. What was not clear was the process for developing
health plans. No planning framework existed and the information needed for it
was fragmented, mcomplete, or nonexistent. The AHS A representatives, the AIG,
the PVO community, the donors, and the AHSSP teamm—each in their own
ways—began to consider the implications of the impending Soviet withdrawal
for development of health services.

The Opportunity of Soviet Withdrawal

The prospect of Soviet troop withdrawal made the health planning issges
more imminent. The prospect of building a new health system for the nation
brought to many committee discussions concerns about organization, coverage,
and sustainability. But the complexity of the issves, as well as the competing
interests and perspectives of the participants, made progress difficalt.
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The relief orientation of most Pakistan-based and Iran-based PVOs and the
lack of long-term heakh planning experience among most Afghan counterpan
groups provided little focus for the required planning decisions. Figures of tens
of millions of U.S. dollars were bandied about as potential resources for
reconstruction of the bealth sector. For PYOs anxious to make visible contribu-
tions, for donor organizations inderested in moving funds quickly, and for Afghan
medical workers tired of operating out of caves and makeshift facilities, the
prospects of building large. well-equipped hospitals and expanded training
facilities were enticing. As a result, there was the very real prospect of building
a bealth system that would prove unaffordable, inefficient, and, therefore
unsustainable. There were many reasons for Afghan health officials and donor:
to say “yes” to proposals, and no long-term plan on the basis of which they
could say “no” or modify proposals for greater long-term benefit

Starting the Planning Process

In February 1989, in an attempt to create a basis for planning sustainabk
health services, the AHSSP formed a working group to consider the challenge
The group incloded people with skills and experience m public health, heald
planning, health personnel planning, bealth financing, systems analysis, training
and organizational development.’ Possible long-teom goals, altemative heald
strategies. conceptual frameworks, and information requirements were discusse
in detail. A process was outlined which would involve Afghan area heald
officials, Afghan interim govemment health leaders. donors, and key PVOs.

Between March and May 1989, available historical, current, and comparative
data were gathered and organized into an evolving computer-assisted planning
model which began to be referred o as “SUSPLAN™ for “sustainabilit
planning™. Data included available estimates of disease-specific morbidity an
mortality rates, numbers and types of health facilities and health personne
working in rural Afghanistan, recurrent operating costs by type of expenditurc
and estimates of the impact of various health interventions on morbidity an
maortality. A Lotus spreadsheet was developed o accommodate the SUSPLAL
input data and to generate the resulting outputs.

In June 1989, the AHSSP held separate strategic planning discussions i
Peshawar with represensatives of the AHSAs and with senior bealth official
from the AIG. With each counterpart group, the discussioas consisted of a three
part series of half-day meetings.

In the first mecting, Afghan officials noted the overall planning tssues an
decisions facing them. Estimates of rates for major causes of morbidity an
mortality were reviewed; possible health care interventions for prevention as
treatment of the leading bealth problems were identified; and alternative delives
mechanisms (comumunity, clinic, hospital, etc.) were considered. In the secon
meeting, short- and medium-term funding prospects were reviewed, health sysier
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goals and principles for planning were agreed upon, and strategic altermatives
were identified. Finally, in the third meeting, the results of the first two sessions
were incorporated into the SUSPLAN model and presented o the group for

In addition to discussions with Afghan counterparts, discussions were held
with leading donor and non-governimental organizations in Peshawar. These
organizations provided useful observations on the planning environinent,
consteaints, and opportunities for health service development in Afghanistan.

The planning process attempted to balance the long-term need for sustainable
health services with the felt need of Afghan officials to respond to immediate
reqguests for health staff, equipment, drugs, and other forms of support for
specific commanders in specific bocations.

Planning Principles, Health Priorities, and Health Service Interventions

Despite the different positions of the AHSAs and the AIG. the contents and
outcomes of the separate health planning discussions were similar. Eight
principles emerged to guide the funme development of Afghan health services
(sce Figure 5-2, page 114).

From the series of meetings with the AHSAs and AIG, a problem-oriented
framework for planning health service interventions emerged. This framework,
summarized in Table 5-1, was quite consistent with the approaches which had
already been taken by the more progressive Afghan health groups, by at least
some of the humanitarian assistance groups, and by the AHSSP since its
meeption.

Major health needs were categorized into maternal and child health services,
disability services. general health services, and special services (Table 5-1, first
column). Morbidity and mortality estimates assembled by the AHSSP working
group were adjusted based on the first-hand experience of the Afghan health staff
(second and third columns). These estimates were used to help put war-related
conditions into perspective and 0 help in seting priorities. Potential health
service interventions. both preventive and curative, were listed against each major
health probiem (fowth column).

Finally, potential health care delivery mechanisms were considered for each
category of health problems. Delivery mechanisms were categorized as vertical
programs, community programs, outpatient clinical programs, hospital-based
programs, and/or public health education programs. The relative appropriateness
of each mechanism was then rated during the planning discussions,
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Figare 5-2
Principles for Development of Afghan Health Services

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

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

3. Health problems which cause the greatest morbitity, disability, and
monality should be emphasized.

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

S. Plans need to be specific to each pre-rince, based on the prevailing disease
patterns and population distribution.

6. Resources should be allocated oa the basis of populat:on and the cost of
health interventions nceded in each province.

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

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

The Design of SUSPLAN

Agreeing on planning principles and health priorities was one thing. Putting
them into practice twough concrete decision making was quite another. Area
commanders. AIG officials, AHSA representatives in Peshawar, donors, the
PVOs, and the AHSSP were constantly being asked 0 suppost new training
programs, new disease control programs, new clinics, and new hospitals. Withouat
locally appropriate planning guidelines, it was difficuk—ofien impossible—to
assess the need for these additional resources.

The basic planning principles, health problem priorities. and poteotial health
service interventions became the basis for a conceptaal model and its tracslation
int a spreadsheet-based computer model. The computer model, “SUSPLAN,”
was designed © help Afghan health planners (1) systematically organize the
varicas data requived for long-term health planning, (2) melae health needs
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bealth service resources, costs, and impact, and (3) compare and choose strate-
gies.

The information requirements and owutput reports for SUSPLAN are
smnmarized in Figure 5-3. Actaal data were used wherever available. Where data
were unavailable, informed estimates were based on historical data, comparative
international data, and local experience. The basic information required by
SUSPLAN includes:

« comumunity morbidity pattern (frequency of common illnesses and
conditicas such as pregnancy and disability);

Iikely sources of care (no care. raditional, private, public services):
location of public care (community, health center, hospital, etc.);
population distribution by locajon:

health worker types, productivity, salaries, other costs;

health facility types, staffing paiterns, operating costs; and

target for per capita public health expenditures.

From this information, five outputs are produced: (1) total health personnel
needs by area and type of health workers, (2) total bealth facility needs by area
and type of facility. (3) total recurrent costs. (4) coverage rates, and (5) projected
mpact.

SUSPLAN allows for reciarent costs 0 be covered by combinations of
financing sources, recognizing that pieventive services such as MCH are more
likely w0 attract donor funding. while drug costs for curative health services may
be able 1 be covered twough user fees.

The relationships among atilizazion patterus, availability of health personnel,
and access to health facilives determine coverage. In tum. the relationships
among coverage, efficacy of specific health interventions, and corrent morbidity
and mortality rates determnine the projected impact on morbidity and mortality.

SUSPLAN is structured o include a set of seven key summary reports and
seven background tabies. The seven stmnmary reports are: (1) Total Cases per
Year and Source of Care, (2) Location of Government-provided Care, (3) Facility
Plan by Population Center, (4) Health Worker and Health Facilities Require-
meats, (5) Expenses and Revenue by Health Problem, (6) Health Sexvice
Coverage, and (7) Projected Impact.

The background tables contain information on, and allow adjustments of,
sach factors as types of health workers used 0 provide various tvpes of health
services, health worker productivity and cost, facility staffing patterns. drogs and
medical supply costs, and population centers.

Additiona? descriptive information about SUSPLAN, extensive unit cost
information, a detailed review of the literature supporting the mtervention-
coverage-cfficacv-umpact refationships, and additional supporting data are
described @ the okt docmnentasion on the SUSPLAN methodoiogy.



Flgure §-3

Area Planning for Sustainable Health Services (SUSPLAN)

Outputs (Reports)

Health Needs
(Report 1)

Health Care Programs
{Report 2)

Healith Pacility Needs

/ (Report 3)
Coverage

(Report 6)
P '\ Health Personnel Needs
(Report 4)

Total Recurrent Costs
{Report 5)

/

Mortality Impact
(Report 7)

Information [nput Requirements

» Morbidity, sources of care, population

» Location & organization of government care

» Population distsibution, types of facilities

» Types & productivity of providers

» Salaries, operating costs, drug costs

» Based on interventions, coverage, efficacy
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Limitations of the SUSPLAN approach as applied should be noted, including
Immitations in the input data, assumptions, concepiual design issues, and computer
model development. Limitations in the completeness and accuracy of input data
include assumptions about morbidity patterns, sources of care, population
distribution, health worker productivity, staffing patterns, operating costs, and
other parameters. Second, since SUSPLAN is intended to guide the planning of
bealth sector inputs. it considers only health interventions. The often substantial
mpact of nonhealth interventions such as economic development (or decline) are
pot factored in. Third, the model is static and assumes that the contribution and
impact of nongovernmental care remains constant. Last, the model assumes that
impact is directly proportional to coverage, which it clearly is not. In addition o
these conceptual design issues, the reality is that other project priorities kept the
computerization of SUSPLAN from progressing to a menu-driven, user-friendly
model. Despite these limitations, it proved to be a valuable tool for combining
a large volume of information into a logical framework in which major, long-
term health resource planning issoes could be addressed.

Using SUSPLAN to Define Alternatives for the Future

The first step in using SUSPLAN for an area health plan is to produce
reports for a full-service approach, that is, to generate SUSPLAN outpats on
health staff requirements, health facility requirements, coverage, and impact for
major health problems in the absence of financial constraints. The staffing.
facility, and operating costs of this approach can then be compared with existing
staffing and facilines and available provincial or national funds.

The full-service approach is invariably unaffordabie. To reduce costs to the
likely levels of available funds, the full-service approach can be scaled down and
assumptions can be changed. For example, facilities can be reduced or
downgraded; staffing patterns can be altered to rely more on lower levels of
staff; salaries can be adjusted; and assumptions about productivity can be
changed. The impact of these changes on coverage and projected mortality
reductioes can thea be estimated.

For the SCNA, the full-scrvice approach resalted in an annual total cost of
$3.10 per capita. To test the impact of alternative lower-cost strategies, two
alternatives were generated to achieve a target annual cost of $2.00 per capita.
In one approach, the primary health care (PHC) option. commaunity-based care
(community health workers and smaller clinics) were emphasized, while hospitals
were reduced © meet the budget constraints. For the hospital care option,
preference was given to hospital services and clinic-based care, while community
services were redoced to meet the budget comstraint.

The SUSPLAN outputs for these three alternatives are compared in the
following four figures. Figure 5-4 summarizes health care provider requirements.
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The full-service option contains the largest numbers of health staff. The PHC
option has more than twice as many community-based workers as the hospital
care option, but the hospital care option has only slightly mare doctors.

Total nambers of facilities (Figure 5-5) are also greater in the full-service
model. Compared to the hospital care option, the PHC option has 7 fewer
hospatals and 10 fewer clinics, but 73 additional health posts.

The results of these differences are reflected in the coverage (Figure 5-6)
and impact (Figure 5-7) figures. Not surprisingly, the hospital care option
provides substantially less immunization coverage (30 percent versus 7S percent
for the PHC opiion) and maternal care (i0 percent versus 30 percent for the PHC
option). Though the PHC option is based on less than two-thirds of the full-
service budget, focusing resources at the community level would mean that
immurization and maternai care coverage is not reduced by as great a proportion.
Coverage for acute iliness care is also reduced in the hospital care option, but not
to the same extent as immunization and maternal care.

Finalty. the projected impact on mortality is shown in Figure S-7. Following
the structure of the SUSPL AN model, the percent Improvement over cuarent rales
for infant mortality, child mortality, maternal mortality, and crede death rate is
closely related to the coverage. Again, for the same per capita allocation, the
PHC option achicves a far greater impact than the hospital care option.

Implementing the Planning Process

Sensible as the SUSPLAN results appeared to be, they raised as many
questions as answers: What is the current pattern of iilness and disability in the
community? Do illness patterns vary arouad the courtry? What are the existing
health personnel resources inside Afghanistan? What kind of tratning do the
various cadres of health workers bave? Wiat health facilities exist? What
-capabilities do these faciliies have? How cun existing health personnei and
heakh facilities be categorized? What are current health care utilization patterns
inside Afghanistan? These and other questions highlighted the oced for
additional, more specific information for planning. and for planning defmitions.

During the neight of the war, health planning occurred primarily in the form
of short-term plans developed by individual donor-assisted projects and
individual PYOs for their own resources. Information exchange was Iimited and
coordinated decision making was virtually nonexistent. As the prospect of
rebailding the Afghan health system became more piausible, the AHSSP staff
waorked closely with Afghan counterpart organizatinas (the AHS As and AIG), the
humanitarian assistance community (ACBAR, CMC, and individual PVOs), and
donor organizations to assess mozbidity and health care utilization paverns, w
define health worker and health facilites categories, @ develop planning
databases, and to conduct Eeaith resources su veys.



Figure 5-4
Number of Health Care Providers Needed
3 Alternatives, Takhar Province
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Figure §-5
Nu.aber of Health Care Facilities Needed
3 Alternatives, Takhar Province
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Figure 5-6
Projected Coverage
3 Alternatives, Takhar Province
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Figure 5-7
Projected Impact on Mortality
3 Alternatives, Takhar Province
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Population, Morbidity Patterns, and Heakh Care Utilization

Daia on population distribation, morbidity patterns, and local health care
utilization practices are fundamental to any health planning effort. Afghanistan
has never had a complete population census. Combined with war-refated external
migration (principally to Pakistan and Iran) and internal migration, the existence
of a substantial nomad population, and a long-standing pattern of exaggerating
populations to garmer greater development assistance, the absence of actual
census data meant that population estimates varied substantially and were always
in dispute. Despite these limitations, Eighmy was able to use prewar population
estimates, UNHCR data on refugees, and adjustments for war deaths and internal
displacement to produce a district-by-district estimate of the Afghan population
which became accepted as the best operational estimate for pianning purposes.”

Community-based morbidity data were similarly lacking, But by the mid-
1980s a standardized patient visit register, the “Greenbook™ initiated by the
Swedish Committee, had been adopted by virtually all of the major Peshawar-
based health assistance organizations. CMC, with assistance from the AHSSP,
coordinated the analysis of data gathered by health workers trained by and/or
supported by SCA, MCL IMC, and MTA. The AHSSP routinely entered and
periodically analyzed data from BHWs.! Together, these data confirmed e
growing realization among the health assistance community that even in active
areas of fighting, war-related injuries actually represented a relatively small
portion of the demand on the health services (generally l2ss than 10 percent).
The vast majority of patient contacts reported through the patient registers were
for acute respiratory infections; diarrheal diseases; other infectious diseases; other
gastroingestinal complaints; nonspecific symptoms such as headache, weakness,
and body pain; and other common primary health care problems. Greenbook data
also supported the impression that ecologically vulnerable parts of the country
were experiencing a resurgence of malaria.

Chapter 10 on health information systems discusses in detail the availability,
sources, and limitations of both population and patient register data. Though
patient register data did not provide community-based marbidity profiles, they
provided the most comprehensive morbidity data for the first SUSPLAN
estimates of health needs. At the same time the neced for community-based
surveys of morbidity patterns as well as health care wutilization patterns was
clearly recognized.

A review of past community swveys indicated that only two houschold
surveys had been done in the 1970s and (not surprisingly) none in the 1980s. A
1972 smvey of 229 households in four provinces used interviews, physical
emxnmmhbmmaym,mdotbawecmlmedtmngwcmbahh
status.” In 1976 a joint Afghan Ministry of Public Health and MSH sarvey of
436 houscholds used interviews to study the health and the health care utilization
vaterns of househods.'®
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Building on the survey experiences of the 1970s, the AHSSP in 1990
initiated a program of cross-border surveys which aimed to interview 900
households in 27 villages of 3 culturally diverse provinces. Surveys completed
in Wardak'' and Takhar'? provinces demonstrated the feasibility of cross-
border household interviews using well-trained Afghan health professionais as
field supervisors and local BHWSs as intexrviewers.

These surveys confirmed the primacy of acute respiratory mfections,
dimrheal disease, other acute infections, and suspected malaria—as opposed o
war-related injuries—as causes of acute morbidity. They revealed that in
emerging-from-war rural Afghanistan, by far the leading sources of health care
outside the home were public hospitals, health centers, and community health
workers supported by loczl health committees, PVOs, other donor programs such
as the AHSSP, the AHSAs, or the AIG. The surveys also highlighted the need
for expanded MCH care: well over half of pregnant women received no prenatal
care and over half the reported deaths were among children unger age five.

The Struggle for Common Definitions

From early in the war and at an accelerated pace during the late 1980s,
Afghan groups and humanitarian assistance organizations devoted much of their
attention to training health workers and establishing health facilities. Organiza-
tions publicized numbers of mid-level health workers trained or health centers
supported, but different defmitions made it difficult to know what resources
actually existed.

By 1989, several arganizations—WHO, SWABAC, the German Afghanistan
Committee (GAC), the AIG, and the AHSSP—had their own tenmninologies.
When they were compared, however, their substantive differences were found w0
be minor. Working informalty, MSH was able to achieve agreement on the basic
categories of health facilities shown in Table 5-2 (pages 126-127).

Once the basic facility categories were established, facility names were
changed three or four times before a common terminology emerged. Primary care
hospitals, for example, were variously called “ficld hospitals,” “small hospitals,”
and “district bospitals.” The term “district hospital” was particularly troublesome
to some donors, who feit it would raise the expectation that all 325 districts in
Afghanistan shoukd have their own hospital.

Standardizing definitions for health workers proved much more difficult, doe
to the diverse ad hoc training programs that had arisen during the war. A 1990
review of rural bealth services found 21 different training programs for non-
physician providers: 3 for one-moath training (“first aiders™). 7 providing months
months of training (BHWSs and other “community health workers™), 8 programs
for six- to twelve-month mid-level training. and 3 programs providing thirteen-
0 twentv-fowr-month mid-level training.”® Programs differed greatdy in their
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curricula and emphases on preventive versus curative care, on war trammna versus
primary healih care, and on classroom training versus clinical experience.

Because of this diversity in training programs, WHO/Peshawar—with the
concurence and participation of CMC/ACBAR members and occasional
paticipation of AIG represcatatives—initiated a sensible, but time-consuming
process to develop competency-based testing and certification. At the same time,
the AHSAs and AIG. with strong encouragement from the AHSSP, took the
pragmatic approach of establishing small medical certification committees
review each applicant’s documentation of education and experience, conduct a
brief interview, and then classify workers on a training equivalency basis (e.g..
“mid-level worker, twelve months™).

Though not very satisfactory from the perspective of standards of practice
and competency, initial classification of health workers, particularly the mid-level
workers, by length of training provided a practical basis for beginning to quantify
beatth personnel resources inside Afghanistan,

Health Resources Databases

Planning for future beakh service requirements must begin with a knowledge
of what exists today. During most of the 1980s data on health facilitics and
workers active inside Afghanistan were scattered and unreliable. With no central
amthority outside the cities and over three dozen Afghan parties, PVOs, and other
organizations supporting health services, information flow was inherently
probiematic. Because of the exigencies of war and the administrative chaos
within some of the humanitarian assistance groups, individual organizations often
did not know themselves with any degree of certainty the types and actual
locations of the health facilites and workers they were supporting. Those that did
bave good information often were reluctant o share it for fear that the
intclligence community would misase it for military purposes.

Despite these limitations, CMC and ACBAR began organizing systematic
information on health facilities. In 1985 microcomputers were quite new to the
Peshawar commaunity and early databases were fairly restrictive and inflexible.
By 1989 the WHO office in Peshawar had combined the CMC and ACBAR
databases in a flexible R-base system. WHO extended them to include
information on services provided, resalts from monitoring missions, detailed
mfarmation on the location and training of individual staff members, and other
useful data.

The WHO database was expanded and updated with cross-border monitoring
repoets, and ACBAR continued to maintain a multisectoral database, including
information on agriculture, education, and construction. However, the ACBAR
database was validaied almost exclusively by members' reports of their activitics,
which were often not based on actua! monitoring.



Table 5-2

Classification of Health Facllities*

DESCRIPTION OF FACHLITY Regional Provincial Primary  Comprehensive  Basic Health  Basic Health
Hospital Hospital Care liealth Center Center/ Post/
Hospital MCH MCH
Health Center  Health Post
TYPE ("CODL") H-1 11-2 H-3 C-1 C-2/ M-\ C-3/M-2
EXPECTED COVERAGE 38 1-2 1104 30-80,000 10-40,000 1,000-5,000
Provinces Provinces Districts Population Population Population
f{EALTH! FERSONNEL
** -M.D. Dovtors 4-6 3+ 1-3 I - -
**  -Surgeons 24 1+ Mayhe - - -
** . Advanced Mid-Lovel HW Yes Yos Yes Yes 1+ -
**  -Mid level llealth Workers Yes Yes Yes Yes i+ 1
-Nursing Staff Yes Yes Yes Yes Maybe i
**  l3asic Health Workers Maybe Maybe Maybe 1
PROVIDER STAFF (Doctors; MLHW; 16-24 12-16 8-12 4-8 24 12

BHW)



SUPPORT SERVICE (Lab, Xray, Pham )
HEALTH SFERVICES

**  Operating Theater

**  .lLabotatory

**  .X-Ray

**  .In Patisnt Beds

-Immunization Capacity

-Specialized Programs®
-Medical Kecords

~Transport (for reforrals)
OTHER PROGRAMS (partial listing)

46

Specialized
Referral
Referral
50-100

Freezo point

Supervisory
Yes

Yes

Surgical
specialiics

Medical
specialties

34

Major
Supervisory
Yes
20-50

Frecze point

Yes
Yes

Maybe
ML, BHW
training
Dai trainers
ML, BHW
refresher

23

Minor
Field
Yes
10-20

Cold
boxes

Maybe®

Patient
Card

Maybe

Dai
training

12

Field

3.5
Cold boxes

Maybe®
Pt. Rec's’

Dai training

Vaccinators

Pi. Rec's’

Dai training

Vaccinators

Compuosite OF WHO, SWABAC, GAC, MOPH/IGA, MSH, and historical government of Afghanistan definitions.

Key factors in classifying individual health facilities.

MCH, TB, malaria, etc.
Wil develop over time.

Patient cards, patient registers, and reporting fonns depending on staff capacity.
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Much as the WHO and ACBAR databases improved the health information
sitoation over what it had been in earlier yzars, the usefulness of the WHO and
ACBAR databases was still limited by differing terminology, inconsistent
location information, and questions of validity. Were the facilities acmally in
existence and operating where they were listed as being? Provincial and district
information had initially been enter xd “free-field” without a standardized coding
and validity check. Use of iocal synonyms for district names was common and
districts were occasionally identified with the wrong province. either through
ignorance or because of changing provincial borders. Locatioi information
improved considerably when a standard computer district coding system
incorporated automatic location code checks into the data entry and editing
process.

The problem of validity proved to te the most difficuit. In the first report
juxtaposing district-specific information on health facilities from the two
databases.'* WHO listed 626 facilities (excluding health posts), while ACBAR
listed 648 facilities—fairly close agreement given the diffes 1t mformation-
gathering processes of the two databases. But when total numbe.s of facilities per
district were compared, there was precise agreement on the total nember of
facilities in only 140 out of 325 districts. In fully one-quarter of districts, the
disagreement between the two databases was over 50 percent, with WHO listing
more facilities in some districts and ACBAR listing more facilities in other
districts. These types of differences led in late 1989 to the decision to undertake
comprehensive health resources surveys.

Health Resources Sarveys

By the late 1980s the need for current, consistent, credible information on
the numbers of health facilities and workers inside Afghanistan bad beer
accepted by donors and, increasingly, by Afghan health counterparts and PVOs
In early 1990, as a collaborative effor to consolidate health resources informa:
tion, WHO and the AHSSP develope.: plans and data collection instrumneats for
comprehensive provincial bealth reso.rces surveys. In a series of separate bu
coordinated activities several UN. agencies, the AHSAs, the AIG, CMC
members, and ACBAR bealth comn:ttee members were variously involved i
designing and field testing the sarvey instruments. (he result was a rathe
lengthy, but generally well-understood and well-accepted health resources survey

The sarvey focused on health facility and health worker mformation. Th
objectives were o locate health facilities accurately and classify them according
1o the definitions in Table 5-2; to determine the numbers, types, and source o
training for bealth workers; and to gather additional information necessary
prepare recoastruction plans. Secondary obgctives included analysis of th
availability of special services such as rehabilitation, definition of catchroor
areas, and identification of reiemral patems.
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Information collected on bealth facilities inchaded location, administrative
affiliation, source(s) of support, very basic utilization information, numbers and
types of staff members, physical facilities information (type of building, water
supply, beds, and operating rooms—if any), services offered (immunization.
prenatal care, rehabilitation, prosthesis work, tuberculosis control, etc.),
equipment present, common health problems seen, patient referral patterns, and
estumated popuiation coverage.

Information on health workers included identifying information, home
village, occupational category, source and type of health training, year of
graduation, source of salary, and years of work experience. Finally, a special
“Not Found—Not Working™ form, which required confirmatory certification from
respected local leaders, was developed 10 document unequivocally iaformation
concerning health facilities or workers that were listed in the Peshawar databases
but found 0 be nonexistent or nonfunctional.

To enhance the credibility of survey results whenever possible, surveys were
conducted jointly with AHSAs, AIG provincial health officers. or organizations
such as CMC. The AHSSP Monitoring Unit provided experienced monitors who
had a proven record of reliability o lead the teams. Typically the AHSSP
monitors and colleagues from collaborating organizations were paired to assure
that each interview was conducted by two surveyors (usually of different Afghan
political partics). Letters of introduction were obtained from sponsoring
organizations. Training of surveyors incladed a lecture-style review of the
couteat of each questionnaire, some practice interviews, and a writien examina-
tion.

The health resources surveys conducted in 22 provinces and their results are
described further in Chapter 10. Soffice it to say that the surveys proved
invaluable in establishing with greater accuracy the actzal numbers and types of
health facilities and health workers active in Free Afghanistan.

Health Personnel and Health Facility Decisions

Two factors which have a major impact on the effectiveness, cost, and
sustainability of any health system are (1) the numbers. types. and locations of
health personnel and (2) the numbers, tvpes, and locations of health facilities. For
this reason. the health management workshops held separately with the AHSAs
and AIG in 1990 emphasized personnel and facilities planning. The AHSAs and
AIG were constantly being pressed, on the one hand. by their Afghan constite-
ents to support new facilities and train more staff. and. on the cther hand, by
donor organizations (particutarty AID. and WHQ) 0 substantiate the need for
doing so.

SUSPLAN provided the AHSA and AIG decision makers with one definition
of health personnel and health facility “needs.” Comparative data were needed
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to test the reality of these figures. Therefore, Jocal data from § Afghan provinces
and intemational data from 3 countries were compiled and compared with the
SUSPLAN PHC option ratios for health persomnel (Table 5-3) and Lealth
facilities (Table 5-4).

The Afghan provinces of Herat, Wardak, Bamyan, Ghazni, and Takhar were
selected for comparison becanse of their cultwral and geographic diversity and
the availability and perceived reliability of their data For Wardak and Takhar
provinces data were drawn from the recently completed provincial health
resources surveys. For the remaining three provinces, the WHO database was
used. Iran® Nepal,'® and Indonesia'’ were sclected for the international
comparisons. Aside from availability of relatively recent data, the 3 comparison
countries were chosen for specific reasons: Iran because it represented a
conservative Muslim country with some of Afghanistan’s geographic and ethnic
challenges; Nepal because it has a similar population size and difficult,
mountainous terrain; and Jadonesia because it is a large Muslim country with a
relatively well-developed primary health care system.

For bealth personnel planning, comparisons of the population per staff
member (bottom section of Table 5-3) revealed marked variations among the five
Afghan provinces. There was a fivefold difference in doctors per 1,000
population between the best-served province (Wardak) and the least-served
province (Bamyan). For mid-level health workers and community health woikers
(primarily BHWs)—which had been the focus of most health assistance training
programs—ihe variations were smaller. Comparison with the SUSPLAN targets
showed Wardak (0 be generously staffed at all three levels and Ghazni to be
adequately staffed. The remaining three provinces had adequate numbers of mid-
level workers, but varying degrees of deficiency in their nombers of doctors and
BHWs. These comparisons were generally consistent with the views of Afghans
familiar with bealth care services inside Afghanistan, a fact which added
credibility to the SUSPLAN results.

Among the 3 comparison countries, there were also considerable variations
in ratios of population to health staff. In general, however, the SUSPLAN
staffing requirements for the PHC option were more conservative (Le., fewer
staff) for the three major categories of staff (doctors, mid-level workers, and
community bealth workers).

The variations between numbers of existing facilities in each province and
the SUSPLAN targets were much smaller than the variations for bealth
personnel. With one exception, the number of hospitals in each province was
quite close to the SUSPLAN requirement. The exception was Ghazni Province,
in which Kabul-controlled hospitals were not incladed thoegh populations who
probably received services from these hospital were included (resulting in a high
population-to-hospital ratio). For health centers, 4 of the S provinces surpassed
the SUSPLAN target of 1 health center for every 30,000 people and the fifth
provice (Bamyan) was ciose (o the target (1 per 37.690). Again. Wardak and



Table 5.3
Health Personne! Planning: Comparison of SUSPLAN and
Selected Afghan Provincial and International Ratios

SUSPLAN® Herat® Wardak® Bamyan® Ohazni® Takhar  Iran®  Nepal Indanesia’
Nusaber of Health Persounel
Dectors (medical & surgical) 27 12 30 4 36 10 15,000 879 17,647
Mid-level health workers 42 47 145 36 103 44 N/A 1,713 35,679
Nurses, nurse aides ¢ 14 43 10 43 19 23,000 601 4,113
Midwives, assistant midwives . 1,700 2,062 N/A
Community health workers (CHW, BIIW) 120 s 127 33 102 62 33,000* 6.808 N/A
Village volunteers (first aiders) N/A 8 124 12 43 15 N/A 4,570 N/A
Phannacisis/phamacy technicians N/A 0 4 0 4 3 4,700 N/A
1.ab technicians (incl. malaria) N/A 2 5 2 6 s N/A 289 N/A
Populstion (000°s) 580 383 72 302 701 539 41,000 18,000 165,000
Population (000°s) per Staff Member
Ictors (medical & surgical) 21.50 31.89 1241 75.38 19.47 53.93 273 20.48 9.35
Mid-level health workers 13.82 8.14 2.57 8.38 6.80 1226 N/A 10.15 4.62
Nurses, nurse aides 4 2133 8.27 30.15 16.30 28.38 1.78 29.95 3.74
Midwives, assistant midwives . 24.12 8.73 N/A
Conununity health workers (CHW, BHW) 4.84 10.93 2.93 9.14 6.87 8.70 1.24¢ 2.64 N/A
Village volunteers (first aiders) N/A 47.84 3.00 25.13 16.30 3595 N/A 3,94 N/A
Pharmacists/pharmacy technicians N/A - 93.05 - 17520 17977 872 N/A N/A
Lab technicians (incl. malaria) N/A 191.34 7444 15077 11680 107.86 N/A 62.28 N/A

* Included with mid-level health workers
* From PHC Stratogy outputs for SUSPLAN model. ® WHO and MSH health perionnel databases, July 1990, * Joint SCNA-MSH Health Resources Survey, 1990.

¢ 19H2 data from Reviewing Health Manpower Development, 1987. WHO Public Health Papens, No. 83, Geneva. * 1988 data from Country Health Profile, Nepal,
June 1988, Policy Planning, Monitoring & Supervision Division, Kathmandu. | 1983-1984 data from Swavistical Yearbook of Indonesia. Jakana: Biro Pusta

Statistik, 1986,



Table $-4

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

SUSPLAN*
Nutaber of Health Facllities
Hospitals-all 2
Avea (provincial) hosprtals 0
PHC (district) hospitals 2
Hoalth Centers-alt 20
Comprehensive (district) health centers 6
Busic (roral) health conters 14
Urban health centers
Family planning clinics
Health posts 120
Hospital beds 20
Population (000’s) 580
Population (000's) per Facllity
Hospitals-all
Artea (provincial) hoapitals
PHIC (distnct) hospitals
Health centers-all

Comprehensive (district) health centers

Basic (rural) health centers

Urhan health centers NA

Family planmng clinics NA
Hoalth posts 4.84
Hospital beds per 1000 population 0.03

Heral® Wardak® Bamyan® Ghazni®
0 0 0 0
1 2 1 1
16 34 8 40
3 7 0 9
13 ry 8 kH
45 75 47 123
NA NA NA NA
383 mn 02 701
NA NA NA NA
NA NA NA NA
382.60 186.10 301.53 700.79
23.92 10.95 37.69 17.52
127.56 XAV NA 77.87
29.4 13.79 37.69 22.61
NA NA NA NA
NA NA NA NA
8.50 4.96 7.18 5.70
NA NA NA NA

Takhar*

0
3
19
9
10

57
NA
539

NA
NA
179.77
28.38
59.92
53.93
NA
NA
9.56
NA

Iran

24

3,710

160
2,000
1,550

3,600
NA
47,000

NA
1958.33
NA
12.67
293,75
23.5%
30.32
NA
8.39
NA

Nepal® Indonesia'

96

185,453

258
816
4,152
18,000

187.50

1000.00

69.77
22.06
023

1,367

1,509
15,134
110,426
165,000

120.70

30.26

2197
10.90
0.67

* PIIC Sirategy outputs for SUSPLAN model. ® WHO and MSH health personnel dstabases, July 1990. © Joint SCNA-MSH Health Resources Survey, 1990.
4 Reviewing Health Manpowoer Development, 1987. WHO Public Health Papers, No. 83, Geneva. * 1988 data from Country Health Profile, Nepal, June 1988,
Padicw Plannine Manitoring & Sunervision Division. Kathmandu. { 1083-1984 data from Statistical Yearbook of Indonesia. Jakanas: Biro Pusta Statistix, 1986,
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Ghazni were found to be the best-served provinces. For basic health posts, where
the SUSPLAN target was roughly one for every 5,000 people, Wardak and
Ghazni had met the target. while the remaining 3 provinces needed additional
posts.

As with the health perscnnel figures, the provincial comparisons with
SUSPLAN targets showed relative oversupply and undersupply of services
consistent with the subjective impressions of those familiar with the individual
provinces involved. With respect o international comparisons, the SUSPLAN
PHC targets appeared conservative (fewer facilities) for hospitals, roughty
comparable for health centers, and more liberal (more facilities) for health posts.

For both bealth personnel and health facilities, the international comparisons
are crude, given differences in terminology, completeness of the comparative

ta, geography, and population distribution. Nevertheless, they introduced an
element of objectivity into the planning process. During health management
workshops and in individual discussions with the AHSA and AIG health leaders,
the international comparisons were useful in tempering optimistically (Le.,
unaffordably) high projections of staffing and facility requirements.

Together the comparisons of SUSPLAN, provincial, and international data
-on personnel and facilities suggested to Afghan, humanitarian assistance, and
" donor staff concerned with bealth planning that:

» The BHW and health post ratio of 1:5,000 population, derived from
early project experience and supported by the SUSPLAN PHC option,
was an affordable, defensible minimun target for all districts: given the
high population-to-BHW ratios in many districts, it implied continoed
training of BHWs in underserved areas and efforts to relocate or
reassign BHWs in well-served areas '

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

+ The number of doctors was inadequate in many areas, but the tonger,
more costly training period made training of doctors a lower priority for
the AHSSP as well as for most PYOs and donors.

»  The heaith center ratio of 1:30,000 population—similarty derived from
carly project experience and confirmed by the SUSPLAN PHC
option—was also an affordable, defensible minimum target for ail
districts; as with mid-level staff, the total number of health centers was
close to the SUSPLAN qrges, but their disiribation and level of service
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varied widely; some stricts were generously served, while other
districts were being grossly underserved.

»  The number of hospitals was also close to an affordable target number
of hospitals in most areas, but—as with health centers—considerable
attention needed 10 be paid to the location, operational conditions,
staffing, and supply of these hospitals.

Reintegrating the Afghan Health Pyramid

By 1990, reintegrating the health pyramid was a major challenge facing
Afghan health officials. Provincial surveys and comparisons with estimated nceds
were confirming the impression that the numbers of health facilities and health
workers in many areas were close to adequate for affordable basic health care.
But the available resources were not being distributed ¢ficieatly nor were they
being used in an integrated, coordinated way. The myriad of humanitarian health
assistance groups based in Pakistan and Iran provided different types of resources
to different types of health facilities with different constraints and emphasis.
“Coordination” among these groups conmsisted at best of communication of
information such as locations of bealth facilities and content of training
Pprograms, and at worst of active competition for Afghan counterpart loyalty and
for program sites in Afghanistan,

On the Afghan side, the existence of the struggling Peshawar-based Afghan
Interim Government, multiple competing parties, and overlapping areas of control
by individual commanders led to still less coordination, even withit a singk
fistri

The result of these two sets of dynamics was a health “nonpyramid™: twe¢
peedy areas in the same province were without easy access to hospitals; referra
patterns which meant transferring patients to Pakistan or Iran rather than to :
neaby hospital or health center (of another party or supported by anothe
organization); and community health workers left unsupervised becars the staf -
or sponsoring organization of the nearest health center did not “believe in
community health workers.

Achieving consensus on the definition of health facilities (Table 5-2
contributed to deveioping a shared understanding of Afghanistan’s future healt
pyramid. Vet, as illustrated in Figure 5-8, the difference between the existin
nonpyramid and the future health pyramid was considerable. Furthermore, th
process for reintegrating the health pyramid was far from clear.

During late 1989 and 1990, in response to0 the need o reintegrate Afgha
health services, the concept of local health service development began to emerg
Drawing on the positive experiences of the AHSAs, particularly those of &



Figure 5-8

Reintegrating the Afghan Health Pyramid
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SCNA, the basic intent was to dentify a logical series of steps through which
local health leaders could move from a nceds assessmeat to the full reconstruc-
tion of the local health system. Through discussions with the AIG Ministry of
Public Health and later with the AHSAs, four phases for local health services
development were identified: Planning, Early Implementation, Expansion, and
Complete Reconstruction (Figure 5-9). Key activities and approximate time
requirements were established for each phase.

Phase I involved identifying responsible local health leaders, participating in
health resources surveys, preparing a local health development plan, and
achieving financial and local administrative support agreements. Phase I, Early
Implementation, was to involve establishment of an administrative office, usually
in proximity to the main local hospital. Health program emphasis was to be on
(1) mitiating a manageably small number of locally high-priority public health
programs (e.g.. MCH, immunization, and tuberculosis control), (2) beginning to
establish appropriate local training and/or refresher training programs, (3)
establishing a local supervision, support, and referral system, particularly for
basic health workers, and (4) initiating health facility renovation and/ox
constroction.

Phase ITI emphasized expansion through broadened public health programs,
expanded training capacity, and continved renovation and construction of
permanent health facilities. A key element in phases II and III was to be
progressively greater responsibility for storage and distribution of drugs and other
medical supplies. Phase IV represented complete reconstraction: a full program
of public health activitics, the full range of appropriate training and refresher
courses, completion of health facility reconstruction, and administrative coatrol
over salaries, supplies, and other resources.

In part to foster the concept of local health service developinent, several
health management workshops were held with the AHSAs and AIG provincial
health officers in the latter half of 1990. The organization and content of these
workshops is described in Chapter 3.

In areas in which the AIG was active, attiempts to implement local health
service development were organized through the appointment of Provincial
Public Heaith Officers (PPHOs) and the establishment of Provincial Public
Health Offices. Several PPHOs were appointed, provincial health resources
sarveys compieted, and provincial health development plans written. Provincial
Public Health Offices were opened under the AIG in at least 2 provinces. Despite
these successes, the AlG experienced continuing difficulty in generating the
necessary local support and in enlisting competent, reliable provincial public
health staff. As a result, local health development did not progress past Phase II
in the provinces of AIG activity.
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Figure 59
Phases for Local Health Services Development

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

Identification of Local Health Leadership

Health Resowrces Survey (health workers & health facilities)
Local Healih Development Plan

Financial and Local Administrative Support Agreements

Phase I1: Early Implementation (Phase I plus six to twelve months:

occasionally eighteen months)

Local Public Health Office & Core Staff

Primary Care Hospital

Priority Public Health & Training Programs

Supervision, Support, & Referal System (district & community)
Planning and Initiation of Health Facility Reconstruction

Phase II1: Expansion (Phase II plus twelve to eighteen months; occasional-
ly up to twenty-four months)

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

Phase [V: Complete Reconstruction (After Phase TI)

Full Public Health Programs
Full Provincial Training/Refresher Programs
Health Facility Reconstruction Completed

In the areas administered by the AHSAs. local health service development
fared much better, though in a less stroctured way than suggested by Figure 5-9.
Even before the concept of local health service development was formalized, the
SCNA had appomnted responsible regional health officers, initiated priority public
health programs soch as toberculosis control, and established regional training
centers. The SSWA and HCCA began to develop similar organizational
arrangements as a result of the health management workshops, weekly AHSA
coordination meetings held in Peshawar at the initiation of the AHSSP, and
greater informal exchange among the AHSA representatives in Peshawar,
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Since the AHSA activities tended to span multiple provinces, organization
of local health service development along strictly provincial lines—as the AIG
attempted to do—did not scem appropriate. But health resources surveys
conducted jointly with the AHS As and organization of certain public health and
training activities were done on a provincial basis.

Although local health service development in the AHSA areas has not
systematically followed the phases outlined in Figure 5-9, the basic principles
and steps have been used: provincial health resources saurveys were conducted:
survey results were used in health service and facility reconstruction plans; each
AHSA began with a few priority public health programs; each AHSA attempted
to build locally appropriate training resources: steps were taken to establish
supervision, support, and referral systems: and AHSAs progressively assumed
greater responsibility for the administration of supplies and other resources.

Looking Beyond the Year 2000

The health planning challenge which faced Afghanistan in 1990 was
considerable: historically poor health statistics had become the worst in the
world; physical and administrative infrastructures had been largely destroyed in
many parts of the country and seriously damaged in much of the remainder; a
large pool of health staff had been created. primarily through international
assistance, but without coordinated planning; some 75 to 90 percent of the cost
of rural health services was being financed directly or indirectly through external
assistance; and medium-term prospects for a public revenue base were quite
limited. A1 han and international humanitarian assistance and donor organizations
were gradually making the transition from a relief-oriented, wartime perspective
10 a long-term orientation toward health systems development. Finally, the
potential for a large infusion of further donor assistance during the reconstruction
period raised the very real possibility of rebuilding a health system which woald
be unaffordable for Afghanistan in the long term.

Revenze sources were a major concern. With the largest share of funding for
health sexvices in Free Afghanistan coming directly or indirectly from extemal
donors. with the absence of central control outside the major cities, and with the
public revenue base seriously eroded by a decade of war, donors such as A1D.
began to press for the introduction of user fees and other forms of local revenue
generation. Despite the ravages of war, anecdotal data from the more stable parts
of the country and more detailed daia from the houschold survey suggested that
patients coald contribute something toward their health care and were, in fact,
paying considerable sums for health services (mostly for drugs and the transport
costs to obtain them)."”

By 1990 some counterpart organizations—noiably the SCNA—were
beginning to discuss organized revenue generation activities such as pharmaceuti-
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cal sales programs. But the immediate prospects for cost recovery programs were
limixed by resistance on the part of most Afghan counterpart organizatioos.
Throughout the war externally supported health services were meant 0 be free
to patients. The ability of a local or area leader to arange “free™ health care
contributed o his local support. In the context of continved jockeying for control
and influence by commanders, parties, and the AIG, it was difficult to generate
sapport for the idea of starting to charge patients even nominal amounts. Though
planning for pilot projects was initiated, large-scale implementation of such
initiatives was unlikely in the absence of stable local and area leadership and
control.

The other half of the sustainability equation is cost control. Given the
Afghan situation, the AHSSP team placed its first emphasis on organizing
planning information and guiding planning decisions in ways which would result
in limited health resources being used to achieve the greatest heaith impact at the
lowest cost. Though SUSPLAN was not used as the fingertip tool for local health
planning as originally envisioned, it did help to consolidate the planning process
by clarifying information requirements and by producing defensible targets for
numbers and types of bealth workers and health facilities.

Implementing these planning guidelines involved amiving at common
definitions, assembling available population and morbidity data, assisting Afghan
counterpart organizations to conduct comprehensive health resources surveys, and
working with the AHSAs and AIG to institute a systematic process of local
health services development. Focused efforts to support the development of MCH
services. immunization programs, and local training capacity (described in
separate chapters) were aimed at building cost-effective primary health services.
Other cost control measures taken by the AHSSP from 1989 onwards incloded
efforts to standardize and moderate salary levels of health workers supported by
AHSSP and other donor-supported projects; efforts to scale back the quantities
and/or range of drugs and medical supplies provided to BHWs and health
facilities; and efforts 0 control staffing levels at health centers and hospitals.
Together these activities weze intended to increase the likelihood that the Afghan
health systemn operating in the year 2000 would be affordable—ihat it would
have as great an impact as possible given the funds lik2ly to be available.
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Chapter 6

Immunization and the Emergence of Preventive
Medicine

Paul Ickx

Introduction: The Early 1980s

Although the excitement in Peshawar and in the public mind was directed
at other initiatives, the AHSSP team considered immunization worthwhile, if
carried out according to the Expanded Programme on Immunization (EPI)
schedule, for two reasons: first, tecause of the possibility of decreasing morbidity
and mortality caused by the six target diseases, and second, and maybe more
important at the time, becagse vaccination could be a gateway to other health
activities for women and children. Indeed, many children died because of direct
or indirect consequences of the war. Deterioration of general living conditions
due to war inevitably led to a decline in general health and greater likelihood of

Table 6-1 of estimated causes of death from different sources shows that,
even in 1985, ihe year with the highest death toll due to the war, mors children
died from measles than from war injuries in the entire conflict.

Table 6-1
Comparisoan of Causes of Death, 1985

War deaths:* 1.50C.000 deaths during the period 1979-89
195.000 {13%) of these occuired m 1985
7,800 (4%) of the 1985 deaths were children under 10
4,680 (2.4%) of the 1985 deaths were children under §

Measles deaths:® 741,290 children were bom in 1985
137.139 (18.5%) of these died before the age of i
15412 (11%) of the under-1 deaths were caised by measles

Marek Sliwinski, “Evaluation des consé&quences humaines, sociales, et écologigues
de !a goerre en Afghanistan,” Preliminary report, Paris, December 1987, Table 11.
Worid Summ# for Children. UNICEF, 1990.
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All these estimates have been challenged for different reasons. Other
authoritics on the subject consider Sliwinski’s estimates of war deaths to be on
the high side. Cita estimaies that 23 percent of all chilkdren under five who
developed measles died in Nuristan in 1987

Finding a solution to the war deaths was ciearly beyond the scope of the
AHSSP. Focusir.z the atention of decision makers oo the health policy and
feasible interventions to reduce childhood mortality, on the other hand, was one
of the program’s responsibilities. Given the available infcrmation on child
martality, developing an integrated EP1 component as part of a program oriented
towards preventive health care seemed a good first step.

NGO Involvement in Cross-border Immunization

Cross-border health groups made several attempts at immunization from
1979 w0 1986:

AMI vaccinated 200 children in Kapisa with BCG and measles, but was
interrupted by the Panjsher V offensive.

MDM covered a population of about 80 villages in Wardak (Jaghatu)
and vaccinatcd 10,000 children. Immaunizations were carried owt in the
villages, using an existing hospital as a base. Several attempts were
made in Konar, but the lack of an existing base proved disastrous and
the effort had to be abandoned.

MSF vaccinated 20.000 children under five in Ghazni (Jaghori), an
unknown numbes in Paktyka (Sharan), and 6,000 in Badakhshan
(Teshkan, Yaftal) with BCG and/or measles, under questionable cold-
chain conditions. A functioning health center, run by the same organiza-
ton, served as a base for outreach and mobile campaigns.

NCA vaccmated some 10,000 children in Ghazni (Andar) with a
complete EPI schedule.

Seldom was the complete EPI schedule attempted; most activities were
limited to BCG and measles. Although many children were probably protectad
against measles. the impact on the overall health of the population was minanzl.
becapse the immumizations were given irregularly and in widely separated area..

Lessons Learned

Nevertheless, valeable tessons were leamed:
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Though d&fficult, a cold chain could be maintained:

Women were difficult to access. and for a program of larger scope,
special attention would have to be given to gainmg access to women for
tetanus toxoid mjections;

Memories of the smallpox eradication campaign made most populations
quite open W the single-shot vaccines;

Injections were very popular. and injectable vaccines were well
received;

Multiple-shot vaccines were not ¢asy to implement if the program
depended on implementation by expatriates whose presence was
intermittent:

Even for children under five, significantly more boys than girks were
presented for imgnunization; and

Implementation of the mmunization program was easier and more
successful when linked with existing bealth facilities and the active,
sustained support of local authorities.

By the end of 1986, several expatriate health workers were convinced by
their experiences that immunization was possible, even in the war-tom country
of Afghanistan. Cita’s experiences in Nurtstan in early 1987 proved that the cold
chain coulkd be maintained. even under extremely difficult circumstances.?
Philippe Truze, a farmer MDM physician, created the Afghanistan Vaccination
and Immaunization Center (AVICEN), a PVO primarily interested in immuniza-
tion, and began active work in border areas. UNICEF/Pakistan, which had
contributed vaccines and supplies for refugee immunization programs supervised
by UNHCR, contacted agencies with prior immanization experience 1o discuss
the possibility of a larger cross-burder effort.

Planning for the AHSSP

The basic mmunization strategy was developed in 1987-88 with the active
participation of four of the AHSAs. They envisioned a two-phased program: pilot
nmnuonization programs inside Afghanistan i 1988, followed by an expanded
effort m 1989 that would build apon lessons leaned daring the first phase. The
major ciements of the plan were ©:
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Establish an immunization unit (IU) within the AHC. This unit would
have four members, one from each of the four parties. Each pasty would
nominate one person 0 the unit. Two positions would be held by
doctors and the other two by paramedics. Previous experience with
immunization was pot essential; the main criterion would be a commit-
mem 10 immunization.

Select regions inside Afghanistan for inittal immunization efforts. Each
of the four parties would select one region mside Afghanistan and
would then choose one province in their region in which to begin an

Train vaccinators. Each party would select six persons to be trained as
full-time vaccinators. Training would last two months: approximately
six weeks of didactic training in Peshawar. fcllowed by two weeks for
the actual implementation of an immunization program in the refugee
camp area or an accessible area inside Afghanistan.

Seek technical assistance. AVICEN was selected to train and transfer
training and management respoasibilities to the AHC immunization unit
and the AHC training center staff.

Prepare a field operations manual for immunization. The manual,
incorporating the content of the vaccinator training, would be prepared
to provide a clear, comprehensive, standardized guide for implementing
the AHC immunizztion program inside Afghanistan.

Estimate the target population inside Afghanistan. A realistic estimate
of the target population requiring imwmunization services and the
quantities of vaccine required, as well as an estimated budget, would be
required.

Order vaccines and equipmem. Before Phase 1 of the tmmunization
program, sufficient quantities of vaccine would need to be ardered for
timely arrival. Cold-chain equipment, both for storage and for mobile
sapplies) would also be ordered.

Condict sarveillance of immunizable diseases inside Afgaamistan and
monitor the immunization program. Disease surveillance an 1 monitoring
of the program s effectiveness, difficult but important components of the
immunization program. would need to be worked out.
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- Distribute iron and folic acid and establish a link to MCH. Vaccination
should draw the attention of the local community and health workers (0
the broader issues of women’s and children’s health care.

- Involve UNICEF. To avoid duplication of efforts, it would be in the
interest of the program 10 maintain regular contact with UNICEF. Since
UNICEF supplied vaccines to other organizations conducting vaccina-
tion inside Afghanistan, UNICEF could also provide the vaccines for
the cross-border program.

The Program with the Ministry of Public Health

From the beginning, the AHSSP was preoccupied with developing the
technical capacity of counterparts to run EPI programs inside Afghanistan. The
first step would be the establishment of the IU within the AHC to train
vaccinaiors, select feasible target areas, and implement and supervise immuniza-
tion activities in the field.

Putting together a group of technically qualified people took moaths. The
AHC High Council was first preoccupied with “mass vaccination of all children
in Afghanistan.” For that parpose their very first requirement was “at least
twenty pickeps.” Once convinced that at least in the Phase I no pickups would
be needed, the council tumed its attention o the composition of the proposed JU.
The suggesied IU quickly became a Preventive Medicine Department (PMD),
which would also deal with tuberculosis and malaria control. Therefore, the
council decided on seven positions: a director, deputy director, training manager
and assistant manager. logistics manager and assistant manager, and field
operations Manager.

For the first year, the PMD was lodged in the same building as the Training
Center, which enabled its members to profit from :heir colleagues’ experience
with BHW training.

Selection of Vaccinators

The first task of the newly (and only partly) formed immunization unit was
the selection of 24 vaccinaurs, 6 from each party. The High Council had
assigned to each party regions from which candidates could be selected. The

regions, especially the actual districts selected for implementation, reflected the
parties” influence well. In iotal, 80 candidates were presented. An entrance test
was administered to assess the basic knowledge of the candidates. A personal
mterview was then scheduled for each candidate in order to assess the likelihood
that he would go into Afghanistan 0 work. As a rule, only candidates whose
family was living in the selected province were considered eligible, 2 reguire-
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ment which reduced the pool of candidates by 6) percent. From this pool, 24
candidaiecs were selected, based on the results of the written entrance test.

This rather lengthy procedrme sexrved a dual purpose. First, it narrowed
possible candidates down w0 people with a personal interest in seeing immuniza-
tion services delivered w0 the target province. Some officials of the training
center criticized the process as wifair treatment of Peshawar-based candidates
with good education and high entrance test scores. However, the IU contained
a few people who had attempted cross-border work before with other organiza-
tions, and they defended the preliminary selection as valid. TU personnel
evaluated the selection process and concluded that it represented an acceptable
way of eliminating those unqualified candidates imposed on the TU by patronage.

Second. selection involved detailed discussions on the situation in the target
areas with candidates who had recently come from these arcas. These discussions
allowed the TU staff to obtain a more realistic and less pessimistic appraisal of
the possibility of implementing immunization services inside Afghanistan.

At the beginning, TU staff presented numerous reasons why it would be
impossible 0 immunize inside Afghanistan: all roads were blocked by
governmen forces; travel had to take place by night; the countryside was in the
hands of bandits; all edocated people had left the country, so those left behind
surely lacked the intelligence to nnderstand vaccination; and once back in the
country, nobody would be able to control the vaccnators, who were suspected
to be likely to rob or kill any supervisor who would accompany them.

At the end of the selection process, the U staff was convinced they should
at least try to train the vaccinators. Their contact with the candidates also offered
an opportunity to reassess their view of the situation inside Afghanistan.

Training of Vaccinators and Managerial Staff

The curiculum for vaccinators was based on available WHO guides and
adapted to the Afghan situation by AVICEN. AVICEN staff and U staff worked
together for the first class of 24 trainees. Using AVICEN's training capacity
seemed the most feasible way (o train and field a first class of vaccmators
rapidly. upgrade the IU staff’s knowledge of different aspects of EP1 rapidly,
maintain a standardized curiculum on EP1 training, and establish a working
relationship between the TU and another wajor player in cross-border EPL

The curriculum contained almo. .t all the topics recommended by WHO for
training of vaccinators. Given AVICEN's choice of a completely mobile strategy,
coldchain maintenance and logistics were emphasized. to the detriment of health
education. After the first session, PA:D decided to add an introductory week to
refresh futore candidates cn the Latin alphabet (which is necessary 1o read labels
on the vaccine vials) and mathematics. Less emphasis was put on theoretical and
ctimical knowledge of imununity and target discases.



Figure 6-1: Refrigerator maintenance. BHWS train to keep vaccine storage units operating.
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In 1989, the PMD wmporarily hired female vaccinators. It had been difficult
to vaccinate womes and small children in the camps during the trial sessions,
and the presence of female vaccinators facilitated access to these groups. These
women also taught the practical sessions on different injection sites, especially
the technique for BCG injection. It always provoked wonder for the inadvertent
class visitor 0 see veilled women actually teach a classroom of very attentive
bearded mujaheddin how to give an intradermal injection. This setup was never
advertised publicly, in order to avoid retafiation against the women concerned,
as well as against the PMD.

By December 1991, four classes, with a total of 122 vaccinators, had
completed the training course. Of these, 115 were fielded as vaccinators inside
Afghanistan.

Immunization Strategies inside Afghanistan

Different strategies can be used to bring vaccines to target groups. All are
valid in certain circumstances, and all have advantages and disadvantages. All
have beea or are in use inside Afghanistan.

The Mobile Strategy

The mobile strategy scemed well adapted to the situation in Afghanistan,
and some claimed it was the oaly possible way to immunize in Afghanistan. A
vaccinator will depart with his stock {rom a central vaccine store (in Peshawar)
to a selected target area and vaccinate all children and women belonging to the
tcget population. The reasons invoked to defend this approach inclade:

Moving around prevents the vaccination team from becotning an easy
iarget for miktary action;

Remote villages are included in the immunization effort;

All villages covered once can be scheduled methodically for follow-up
. .

Rough population estimates can be made by the vaccinators;

Movbility prevents the vaccination team from becoming the property of
one pofitical entity;

The vaccinator goes to the people instead of asking people tc come o
the vaccinator; and
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Quality control is guaranteed, since planning and evaluation takes place
in the central office and supervision is centralized (in Peshawar in this
case).

This strategy mistakenly assumes that no organized health structures, used
and trusted by the population, exist in Afghanistan. A disadvantage of this
strategy is that it tends w deny the possible interaction between different
components of a health system, by isolating EPI. Another assumption is that
efficient power structures and solidarity networks exist only on a very local basis
in Afghanistan, and that the only pattern of interaction between different local
solidarity groups (political entities) Is competition.

Another disadvamtage of this strategy is that the mobility of services
increases the number of “missed opportanities,” since immunization is only
offered when the vaccinators are in the village. The safety of moving around is
also relative: beaviest casualties throughout the war were encountered by people
on the move. Mines are usually found on passes and roads used by the
resistance. Known to the local population, they would be most dangerous for the
people passing through who would be unaware of their location. Helicopter
patrols in the mid-1980s would assume that any travelling party of more than
two people was “the epemy,” and any bulk transport (e.g., cold boxes), a
possible weapon, and thus would try @ destroy them.

Remote villages should be included as mach as possible. Buat in the fishbone
valley structure, found in large parts of the liberated areas, population teads to
concentraie in the main valleys. It makes sense epidemiologically to obtain good
coverage in the densely populated valleys first, thus providing partial protection
to the mountain villages by cutting the natural rogte of ransmission.

Quality control is assured as long as a central office exists, but centralizing
all program decisions tends o diminish the sensc of responsibility of the local
workers and population for the quality and the continnation of the program.

Regarding cost-effectiveness, mobile vaccinators spend much of their time
in travel, during which no or very little immunization takes place. Special
transport is required, and the cold chain becomes more difficult to maintain.

The Fixed-Point Strategy

In a strategy combining a fixed potnt and outreach sessions, immunization
is offered in a focal health center, either daily or on fixed days in the week, and
the local vaccine stock is replenished from a central store. This approach has
sewtal ~tvantage._.

The cold chain is easier to manage;

EPI is integrated with otier services;
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Existing clinical and adminzstrative staff can be used part-time for EPY
activities; and

Supervision can be exercised within the existing supervisory system for
the facility.

The limiting factor is that access t0 EPI is linked to the accessibility and
popularity of the facility. The advantages mentioned above correspond to the
degree to which the facility is integrated into a health system.

Outreach activities can be organized at regular intervals to vaccinate people
living in the catchment area of the facility who do not use the facility regularly.
Although additional staff is not necessarily needed, outreach is time-consuming
if it is caried out by the clinical staff and complicates cold-chain maintenance
and supervision. In localities where MCH clinics train dais and in Basic Health
Centers where the pilot Volunteer Health Sister program operates, outreach can
be done more cost-effectively by village women.

Knowing the existing Afghan health facilites and personnel, the AHSSP
opted for linking all EPI activities to these existing facilities as much as possible.
By using the fixed-point and outreach strategy where feasible. we hoped to:

make immunization services available year-round:

change the focus from cold-chain maintenance (overemphasized because
it is very difficult in a mobile strategv) to PHC components like
community invoivement

employ more female vaccinators, since they would not have 10 travel
much;

improve access to the younger age groups; and
involve already existing health personnel in EPI, in order to cut costs.

Implementaidon of this strategy proved tco difficult for the AHC and
MOPH, however. The main inhibiting factor was the absolute lack of technical
coordination between the PMD and the MOPH's Health Services Development
mnit, aithough, on the training side, reasonable cooperation existed with both IPH
and MCH. At the time, with few exceptions. most EPI activities of the MOPH
were implemented through the mobile and outreach strategy. The AHSAs would
prove more successful in integrating EP] with other services.
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A Protocol for Inmunization

UNICEF had cantiously started cross-border activities from Peshawar in
1987. With the then-limited number of counterparts (AVICEN, MDM, MSF,
NCA), UNICEF coordinated discussion on a protocol for immunization.

UNICEF opted for IPV in combination with three other antigens. There
were several reasons:

IPV requires only two shots for acceptable seroconversion of polio, thus
limiting the number of visits necessary;

OPV was, at that time, considered very instable;

IPV was less bulky (o transport. and transportation costs across the
border were a major cost; and

DPTP could be used as a solvent for freeze-dried measles vaccine, thus
further redocing the bulk for transport.

The available combination of DPTP 1s very expensive, which is not much
of an issoe for small pilot programs but can become prohibitive in larger
programs. By focusing on the eradication of potio by 2000, the need for a third
dose for efficient protection against whooping cough was not considered a
pricrity in the start-up phase.

To comvince policy makers that cross-border programs were possible,
UNICEF needed to demonstrate that a proper cold chain could be established
from across the border; that it was possible 0 vaccinaie a large number of
children quickly; ard that a team of Afghan vaccinators able © immunize cross-
border was available.

The target age group for children was set at all under five year olds, not for
epidemiological reasoas, but to ensure large numbers of available children and
to forus on child health, which was a priority of the local popalation. After a
short pilot phase, this age group was to be changed to under two year olds.

Epidemiologically. it does not make sense o vaccinate older children. Some
of them will seroconvert due to vaccination, but after one year of age the
percentage still susceptible declines rapidly. In sparsely populated areas, as is the
case in large parts of Afghanistan, it makes sease to vaccinate up to two years,
becamse first contact with childhood diseases may occur later than in densely
opulated areas,

Earty in 1989, the AHSSP suggested that UNICEF re-evaluate age groups
and the expensive DPTP vaccine. Other implementers objected. and AVICEN
claimed to have the aecessary epidemiofogical data t0 maintain a general policy
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to vaccinate all children up to age five. These data were presented to the forum
only in late 1991. The reasoning was based on a study of a measles epidemic in
a remote and scarcely populated part of Afghanistan. Since S0 percent of the
children in the study had contracted measles at the age of five or older, it was
coachided that all children up to five years old should be vaccinated.

The arguments of the AHSSP, and later of UNICEF and WHO cosnsultants,
that younger children are most threatened by severe complications of childhood
diseases and that global EPI policies were developed based on experiences in
countries as difficult to operate in as Afghanistan, were criticized as “politically
suspect.” The findings of Cita in Nuristan, a comparable remote area m
Afghanistan, were conveniently considered irrelevant. She shows that 86 percent
of the measles cases occurred in children two vears of age or older, but that case
fatality dropped from 36 percent for the under-twos to 19 percent for the children
between two and five, and to 6 percent for the children older than five.?

Another argument for vaccinating older <hildren was the pressure exexted
by the local population on the vaccinator 10 do s~. The argument that it was up
to the vaccinators to convince local populations of the importance to focus on
lower age groups was judged as “lack of knowledge of Afghanistan™ and “lack
of respect for the position of the Afghan vaccinator.”

A lesson © be leamed here is that, although deviation from health policies
recominended worldwide may be made on an exceptional basis, several
precaations should be taken:

Detailed documentation should be given as to why the deviation was
deemed necessary;

Key mdicators should be identified to urge reassessment of the factors
that necessitated the exception; and

An explicit timetable should be set up to reassess the factors that
influenced the exception.

Standardized Equipment

Contrary tw the confusing picture offered by the different strategies for
immaunization, the equipment used in the cross-border effort had already been
standardized. The early implementers relied on UNICEF for cold-chain and
injection equipment and used each others” positive or negative experiences with
the equipment to develop a standardized equipment list. adapted to the conditions
of weather and transpart in Afghanistan. The AHSSP’s counterparts had no
difficulty in accepting the standardized equipment, since it had proven reliable.

BEST AVAILABLE COPY
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AHSA Development of Immunization

In 1988, the AHSASs requested support for immunization activities in the
regioas under their control. Impiementation was difficult because of the distance
of the proposed target regions from Peshawar: MOPH target arcas were, on
average, 400 kilometers from Peshawar, and were accessible -y a few days’ trip
by car. However, most of the proposed AHSA target areas were more than 600
kilometers from Peshawar and necessitated travel by foot and on horseback, over
rugged mountain ranges of 2,000 meters. for ten to twenty days.

These difficulties were discussed with the AHSA representatives. and a new
strategy was developed. Vaccines would be transported and stored in bulk in
vaccine storage facilities (VSFs) in the target region. Cold-chain managers, able
to transport and store the vaccines under good conditions and to maintain and
repair the refrigeratoss, would be trained for each VSF. At least one coldchain
supervisor in each VSF would be in charge of stock management. One person
would coordinate EPI activities carried out by health centers run by the same
organization, as well as all outreach and mobile campaigns. The AHSA would
firmly commit itself to using, to the extent possible, BHWs, BHCs, and CHCs
to offer EP1 services.

The AHSAs differed m one important aspect from the AHC of 1988: they
had the beginning of a pyramidal health system (BHWs, BHCs, CHCs, and rural
hospitals) that had logistic and supervisory stroctures. It would thus be possible
to build on what already existed, and to integrate EPI with other health services
from the start. With the transformation of the AHC into the MOPH of the AIG,
this difference was unfortunately accentuated.

The more complex training in management of the cold chain that was
necessary for the specialized personnel of the VSF was supervised by Mr,
Laboucheix, an expatriate consuitant with extensive field experience. At the same
time, MSH staff’s experience with the cold chaim was upgraded so future training
could be offered to counterparts without external help.

Planned VSFs were linked where possible with existing or planned
administrative centers and medical warehouses of hospitals that had administra-
tve staff. The storage capacity of the VSF was calculated using the best
popalation data available at that time (see Chapter 10 on MIS). By the end of
1989, two VSFs were implemented, one in Talogan, Takhar (the administrative
center of the SCNA) and one in Behsud, Wardak (with the Health Commitiee for
Central Afghanistan). The logistics were difficult, involviag balk transport of tens
of thousands of vaccine doses, plus the necessary refrigerators and cold boxes
to maintain the cold chain, and also supplies for the immunization sessions and
record keeping and reporting.

It became clear that this strategy had been underestanated, at Jeast in the
areas where the EPY activities could build on strong logistical and admimnisirative
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support: many more people could be covered by the combined strategy approach
than originally anticipated. This realization put the AHSSP m an awkward
position regarding vaccine supply. A-LD. had prohibited the purchase of vaccines
with program funds, reasoning that the American government had already
contributed to UNICEF to cover all the vaccines that the AHSSP needed. But the
UNICEF Afghan Program Office was run on eamarked money, channelled
through UNOCA, and was unsure of how much it would have at the beginning
of each program year. Donors were disappomted with UNICEF's inability to
provide encouraging progress reports. and by the time the AHSA was ready o
expand rapidly, UNICEF claimed not to have the money available to cover all
of the AHSSP’s vaccine needs. For two years the natural expansion of the
program with the AHSAs suffered from a lack of sufficient vaccine to cover the
proposed target populations. In fiscal year 1992, A LD. granted permission to
procure the additional vaccines needed beyond what UNICEF could provide.

The difficulty of producing timely progress reports on inmunization to
satisfy donors requires explanation. First, A .LD.’s fiscal year runs from October
1 to September 30, and yearly work pians are prepared and agreed opon for these
time reriods, whereas UNICEF/APO’s project year is the same as a calendar
year. Comsequently, activities proposed and accepted by ALD. need to be
proposed to UNICEF far vaccine supply three months later. The problem was
greatiy compounded by UNICEF/APO’s uncertainty of funds. For example, in
1990 it became clear only in April that UNICEF would not be able to provide
the vaccines which were necessary for the work plan submitted o0 A LD. in
Sepiember 1989 and which UNICEF/APO had indicated it would supply.

A closer look at the stages involved in a planning-implementation-
evaluation-reporting cycle also explains the lag time in reporting on EPI:

FY1 July-Jone Plan for next year's activities with
cousterparts.
September-October Obtain A.L.D. agreement for pro-
posed work plan.
November Draw up order requests for cold-
chain equis;ment and other supplics.
December Submit proposed EPI work plan to
UNICEF to obtain vaccines.
FY2 April First vaccines ammive,
August-October Mommtain passes open for sapply of
VSF.
FY3 March-April First reports oo the activities

planned ia July of FY! arive.
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This schedule makes it extremely difficalt to report readily on the numbers
of fully anmunized children (FIC). a common measure of impact and cost
analysis. 'n order to estimate possible impact and probable costs, the AHSSP
ased nombers of doses shipped inside as a counting unit. The number of doses,
mings normal waste, divided by the total number of doses a FIC should get,
gives a theoretical value for the number of FIC. AL D. was {lexible enough to
accept this reporting method for EP1 activities during the start-up and expansion
phases.

Vignette: A Year in the Life of Cross-border Vaccination

The activities planned in 1989 took place in the winter of 1990-91. Plans
had been made to vaccinaiz in a total of 34 dist-icts spread over 13 provinces.
During the planning process. UNICEF had assiced the project that it could
cover all its vaccine needs.

When the final version of the agreement was signed in April 1991, only 70
percent of the vaccines requested were to be contributed by UNICEF due to a
lack of funds. WHO proposed to fund the remainder through a donation to
UNICEF. Buregucratic misundersigndings and unresponsiveness at different
levels left the AHSSP with only two-thirds of the planned vaccines by September
1990. Their cowruerparts, however, had started vaccinating with the expectation
of receiving the additional one-third of the vaccines. This situation left most
VSFs with one supply less than planned.

In addition, one NGO, suspecting a batch of tetanus toxoid vaccine to have
been frozen, distributed leaflets to all EPI implementers that implied that the
suspected vaccine was potentially lethal. The uproar in Peshawar was rapidly
quieted, but some of the leaflets found their way to commanders in Takhar
Province, where the population refused further TT vaccine.

The VSF in Zendajan was bombed and desiroyed by the Kabul governmen:
on May 5, 1990. Though little vaccine was still unused, all cold-chain equipment,

registers, and reports were burned. The costs to the children who could have
been vaccinated were not taken into account.

Assessment of Coverage

Although UNICEF’s target age group was ali children under five, the
AHSSP eacouraged its counterparts 1o focus on children under two. For all
antigens, move than 60 pexcent of the fully vaccinated were under two. In order
to evaluate achievement. the figures for vaccinated children are listed next to the
number of children to be vaccinated for each antigen in Table 6-2.
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Table 6-2
Nembers of Vaccinations for Different Antigens
Antigen Age Target Coverage
BCG <2 51,200 46,184 (90%)
Mecasles <5 119,147 92,055 (77%)
DPTP1 <5 83,390 101,146 (121%)
DPTP2 <S5 83.390 27,838 (33%)

The uncertainty 2bout the population estimates, claimed to be undercstimat-
ed by those in charge of EPI in the area, and the nonarrival of planned vaccine
quantities account to a great extent for high dropout rates for DPTP. Prelminary
results for 1991 in the same area point to 2 probable dropout rate of 25 percent
or less, again with interference from the nonamivai of one vaccine supply, this
time doc to a travel baa. It is difficult to assess the quality of the management
of the program when factors beyond the control of the actors are so disruptive.

A houschold survey m Kalafgan (Takhar) and villages of Zardalu and Darae
Sufla gave results that confirmed these impressions. The percentage of all under-
fives who were vaccinated with at least one antigen was reported to be 93.
Ninety percent of the children under five had filled-out immunization cards. The
cards showed that 90 percent were vaccinated with DPTP1. 41 perceni with
DPTP2, and 67 percent with measles. The difference in coverage between
measles and DPTP1 is attributed to underestimation of the target popuiation.
More accurate tools will be required to assess overall coverzge.

Coordination and Lack of Coordination

Strange as it may seem for such a circumscribed activity, the cross-boxder
immunization effort suffered from lack of coordination among different donors
and among implementers in Peshawar. Several factors explain but do not excuse
the climate of suspicion and distrust within the EPI community in Peshawar. The
absence of WHO witil 1990 as a valid and readily available source of standard-
ized policies regarding EPI and the failare of UNICEF to find experienced senior
staff for its cross-border office left a leadership vacuum. Some donors funded
cross-border EPI with irregular (“emergency” or “carmarked™) funds that needed
1o be spent quickly and by identified implementers which, combined wih a
limited implementation capacity m the early years, put several donors in a
competitive position. The uncertain funding position of scme major foreign EPL
unplemeniers. combined with the emplovment of short-term sxpatriate staff, ¥ho
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somnctiames had no experience in EPI, also created a setting where coordination
was seen by most as “more work™ that 1 ight lead o loss of credit for results.
Most impiementers were expatriate comosttees, with no activities in any other
country but Afghanistan and with otber established humanitarian activities in
centamn areas of Afghanistan: some mmple nenters saw both EPI and therr given
arca (geographical, political, ethnic) insi'c Afghanistan as “private territory”™.
Moreover, a temritory they oeither completely occupied nor successfully
controlled regarding EP1 led to aggressive attitudes to any perceived interference.

As a result, any questioning of the process on epidemiological or cost-
effectiveness grounds, was coasidered to be based on vherior (political) motives.
The Afghan counterparts of the AHSSP were neglected as ecither nonexistent or
labeled as puppet organizations set up for political gain by foreign agencies.
without any authority inside. UN. agencies felt understandable reluctance to take
anybody but the UN. chair as a counterpart. Less understandable was the
could have facilitated their work in the field.

Until 1991, coordination was the main topic of the bukk of the meetings in
Peshawar, but the only practiczl coordmation took place locally in areas of
the actions of Peshawar-based “free agenis™ were constrained either in geo-
graphic coverage or in operational scope to fall within the region’s heakth policy.

Despite the difficultics in assring steady vaccine supply and obtaining
coordination in Peshawar, by 1991 the AHSSP supported seven VSFs in sevea
of the pyovinces that were difficalt to access from Peshawar, and for that matier,
from Kabul as well. The facilities were run by a competent staff able to calculate
vaccine needs on the basis of population, to transport and keep vaccines under
reliable cokd-chain condizions, and o function within a local or regional primary
health care system. Even if coverage is difficult 10 evaluate, the setup came close
tc the original plans of the program’s EP1 component and certamly had the
potential to remain an integral part of a primary health program in those regions.

Control of Diarrheal Disease and Acute Respiratory Diseases

From the start of the program, BHW taining paid significant attention to
adequate treatment of diarrhea in children. BHW assessment teams focused on
prescription behavior, and based oa their impressions, ORT was included in the
BHW refresher course. Table 6-3 compares patient visits by children under 5
years okd: a 5 percent sample of over 320,600 visits in fiscal year 1989, recorded
by BHWx; a 10 pexcent sample of 150,000 visits in calendar year 1990, recorded
by mid-level and senior health care providers from CMC member groups: and
a § percent sample of 34,000 visits m fiscal year 1991, recorded by mid-level
and senior health care providers of the MOPH and the SCNA.
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Table 6-3
Treatment of Diarrhea i Childrea

Facility
BHW CMC AHSSP

Total chilkdren under five 1,083 2246 482
Diarrhea and dvsenterv 33% 32% 35%
treated wiL, URS 81% 54% 29%
treated with antibiotics 7% 79% 70%
treated weth antidiarrhetics 0% 0% 0%
Simple diarthea 10% 4% 15%
treated with ORS 56% 17% 27%
treated with antibiotics 17% 84% 46%

Diarrhea is recorded as a problem in ooe-third of all patient visits. BHWs
tend 0 be more inclined to treat diarthea with ORS, and fess inclined o use
antibiotics than the other groups of health care providers. In all three samples.
“simple dizrhea” is a minority of the diarthea cases. The available material did
not allow as 10 assess whether this is due to an overdiagnosis of different types
of dysentery, or to an attitode that children with “just a little diarthea™ were not
sick enough to call upon a health worker. Nox is it possible 10 assess the guality
of the ORT given: one can only conclode that the link between diarrhea and
ORT is probably made more frequertly by BHWS than by other health workers
becanse of the very limited pharmacentical arsenal of the BHW.

In December 1990, WHO and UNICEF organized a joint workshop with all
agencies active in CDD, ARL EPL, and MCH. The resolutions of the workshop
led t0 a plan of action for CDD: promote the use oif ORS by all cross-border
health workers, promote the availability of ORS nationwide inside Afghanistan,
and promote the establistment of ORT corers in existing health facilities.

In order W achieve these goals, WHO, UNICEF, and MSH planned CDD
workshops for senior Afghan health workers. The logic behind the sclection of
this target group was that obviously BHWs and a jot of the Peshawar-trained
mid-level heakh workers were using ORT reasonably well. It was therefore
Important 0 convince more senior health personnel., in charge of the first referral
level and training or refresher training of the health workers, of the therapeutic
and preventive value of adeguate ORT.
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Dr. Abdul Latif and others actively stimulated the organization of three joint
workshops in 1991, two in Peshawar in March and August, and one in Quetta
in April. Many of the participants had pever rehydrated a child themselves. All
participants from the AHSA requested that the workshops be repeated i their
traiming centers mnside Afghanistan, to reach a wider audience, but the ban on
travel prevented the organization of any workshops inside Afghanistan in fiscal
year 1991.

To establish ORT corners in health facilities inside Afghanistan, a program
with UNICEF was pl ned for 1992, but by February it became clear that
UNICEF woukd not have the budget to implement its part of the program and
supply standardized one-liter jugs for all families in the catchment area of the

As for ARI, much atention was given in the BHW training and the
respective refresher course to match standardized diagnosis and treatment of ARI
with the WHO gusdelines. In the senior health management workshops, the fact
that BHW's were able 0 diagnose pneurnonia without stethoscopes was stressed.
In all refresher courses, attempts were made t0 have case definition, diagnosis,
and treatment concordant with the latest WHO guidelines. Nevertheless, further
analysis of the same Greenbook samples analyzed for diarrhea in Table 6-3
shows clearly that different definitions were used for the different AR1 diseases
by different agencies, which makes comparison impossible.

Tuberculosis

The estimated prevalence of 10 percent in 1971 and an estimated 3.53
percent incidence of new TB infections in 1982 among children of school entry
age confirm the popular claim that mberculosis is one of the major health
problems in Afgharastan * The reqoests for control programs inside Afghanistan
were multiple. After consulting with Ialian Cooperation for Development, in
charge of the Tuberculosis Control Program for the Afghan refugees in Pakistan,
the team did not think feasible anything other than selected sites for comect
diagnosis and treatment of primarily paticnts who teswed positive.

Still, adequately screening suspected TB cases with sputum smear-
microscopy is worthwhile. While only aboat 10 to 20 percent of the infected
persons actmally develop the disease, of all persons developing the disease, 70
percent will not heal spoatancously. Of all detected cases, S0 percent are positive
in sputmm-smear mcroscopy (BK+). Since the BK+ are the ones that infect
others in the community, the soouer they become BK-, the less they will spread
the disease. A good field laboratory with a competent 1ab technician will detect
close 10 100 pescent of all BK+ after ihree examinations per case. Radiography
a0d expert radiologists are necessary to diagnose a BK- case as a wberculosis
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patient, and five false positives will still end up being treated for every real
tuberculosis patient.

Concern about supervision and continuity of care led to four conditions for
establishing a diagnosis and treatment ceoter: (1) the facility has 1o have been
active for at least two years; (2) one, and ideally two, microscopists with the
necessary equipment and supplies have to be permanently available; (3) one
M.D. must be in charge of the program to easure proper clinical assessinent of
the discase and the side-effects of the treatment; and (4) samples of the slides
must be sent regularly to Peshawar for cross-reading by ihe referral laboratory
of the WHO.

Six moaths of treatment with isoniazid (H), pyrazinamide (Z), and
rifampicin (R) in a two-month intensive phase and H+R in a four-month follow-
up was chosen. This treatment is rather expensive, but on a small scale and under
the given conditions, the shoster the complete treatment. the less likely a patieat
is to dropout. Replacing the rifampicin with thiacetazone in the follow-up phase
would allow drastic reduction of costs if the program were expanded.

As in many small-scale pilot programs, resolts were encouraging: good
quality of lab readings; low dropout rate of the patients who started treatment;
and rapid conversion to BK—once the treatment was started. The difficulty was
epswring patient compliance for the full weatient. This was achieved by close
follow-up of a relatively small number of patients. The challenge in the near
foture. if funds for expansion are availabie, will be to set up a consolidated
referral and supervision system, allowing BHWSs to refer all suspecied cases for
diagnosis and follow up on all paticnts under treatment in their community.

Benefits of the Preventive Medicine Program

As we have scen, immunization in the Afghan cross-border seiting was
controversial. Where EPl was implemented as a single intervention, not
simultaneously with other child sarvival activities and not integrated into an
important impact on the child mortality could be expected.® Within a primary
bealth care program that contains other child survival activities and is sepported
by local and regional authorities, an EP1 component can be a valuable interven-
tion becanse of its positive interaction with other child survival activities, its
possible fonction as a “sensitizer” of the commumity 10 children’s and women’s
health, and its function as a motivator for rational planning in geperal.®

The individual benefits for those vaccinated and treated were clear. Less
easy to perceive, et aone o quantify, was the benefit to the managerial
capacities of the health personnel involved in the process of planning, implement-
mng, and evaluating the programs described above. Most of the personnel had no
or limited experieace as managers, and certainly not in a decision-making
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capacity. Most of them had a sound kmowledge of the medical background of the
problems  tackled, often in coantrast with the Peshawar expatriate crowd. But
suddenly they had 0 make decisions on the optimal use of limited financial and
human resources, that could possibly benefit several million people.

Desermining winch interventions were feasible, and o what degree, in the
absence of a recognized central government, but under the immediate pressure
of a needy population and socal or regional politictans proved o be a major
challenge. But it provided an opportunity to introduce the use of rudimentary
bealth information systems (see Chapter 10) at lower levels than the nationai
level It also showed the importance of considering the interdependence of
different health interventions. the interaction of available general resources and
logistics with targeted healtn interventions, and the need for baseline data in
order t0 make decisions that were not only rational on paper, but also had a
reasonable chance of being implemented. One of the fascinating aspects of
working in the cross-border setting was to be able to exchange knowledge and
experience with health managers who were close enough to the implementation
of plans to be direcily accessible to the intended beneficiaries.
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Figure 7-1: Dispensary. The client end of the basic pharmaceuticals supply system.



Chapter 7

The Development of a Health Program for
VWomen and Children

Linda Tawfik

Vignette: The Mullah’s Message

Tke following text, from a flier—“Fetwa of United Ulema of Afghanistan”
(Consersus and Declaration of Religious Scholars)—distributed throughout
Peshawar during the summer of [989, describes women's roles and rules
governing their behavior in Afghan society:

Verses of Quran and Hadith say that lack of education can mislead as well
as lzad to imitation of foreign ideologies. Religious scholars believe that
education is obligatory for man and woman. But the method of learning in the
case of weman is different, in that she must protect her honor and decency, as
weli as keep herself covered while studying. A woman should learn from people
who are not strangers to her, such as family members, in the environment of her
home. If such a possibility does not exist, she can learn from strangers provided
she is in the presence of her family and the stranger does not see her. Purdah
and decency is a must for a woman. If @ man dallows kis wife 10 go out
unnecessarily, beth he and she will be sinned [sic). A strange man is not allowed
to see G strange woman, and vice versa. A woman must stay in her home and/or
tent and preserve her inner/outer appearance. If she needs to leave her home for
some reason, she should jollow the directions listed below:

No perfume; no beautiful, eye-catching attire; no soft/clinging clothes; no
tight clothes; the entire body should be covered,; no men-like aitire: no infidel-
stile [sic] clothirg, ankiets should not jingle; no provocative walking; no walking
in the middle of street; no going ow witkowt permisscn from her ma#, RO
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talking with strange men; when talking according to religious sharia., no
laughing: no looking at strangers with passion, and no association with men.

Belief is that a woman cannot go to the mosque alone 10 offer namas
prayer. In general, it is not permissible for a woman to go out to school. It has
been proven that schools have not taught women religious rituals; nor have they
corrected their wrong actions. All outside work has been given 1o the man, and
man provides for the woman. Learning subjects such as kistory, geography and
English is imitation from foreigners. A woman's participation in social life is not
right, since 90% of men are unemployed, therefore, there is no need 1o give
women jobs. Reading and writing for women is not desired because if they learn
how to read and write, they will communicate with those that they wish to be
friends with.

We declare that women, without necessity, do no: have the right o go ow
in the public and the schools. We ask the leaders to forbid Moslem women,
according to the sharia texts, to go to the schools. If this action is not taken, the
success of Jihad will turn so failure and we will face harsh problems. . . . If
corrective action is not taken and women still go out and show themselves, we
will be forced to take acticn ourselves.

The Environment for Women's and Children’s Programs

Establishing health services cross-border is extremely challenging, but the
constraints 10 providing heaith care for women (and therefore their children)
inside rural Afghanistan are even more formidable. Mujaheddin could travel back
and forth between Afghanistan and Pakistan to collect medical supplies and
participate in medical iramning programs, but rural Afghan women, bound by the
rules of purdah (literally, “veiled™), were generally restricted to their compound
walls. It was highly onlikely that any Pakistan-based Afghan refugee women
would be willing to wravel back to war-tom Afghanistan to teach other women
about childhood diarrhea and its treatment, proper weaning practices, or sterile
deliveries. Given traditions that prohibit a woman from learning “from swangers”™
or seeing “a strange man,” it was not clear if BHWs or other male medical
personnel would be able 10 transfer training for traditional birth aticndants (TBAs
or dais) from Peshawar to villages and towns in Afghanistan, especially in
conunmmities where the prevailing attitode is that women should not be educated.

With the preoccupation of the war, it would be difficult to change the focus
of Afghan medical perscrnel from emergency care and first aid 10 general health
services for the civiltan population. especially for those carrving the largest
burden of ifiness—wormnen zad children. The war brought new complications far
planning and inplementing masernal and child heakh (MCH) services in a
country that already suffered a high prevalence of infant and maternal mortality,
childhood illness, and infectious diseases in rural areas.
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Political and Sociocultural Constraints

Peshawar was the major funnel for resources into Afghanistan. Consequent-
ly, any Peshawar-based programs for women became subject to the same local
resistance and cultural nomms as the rest of Pashtunistan, the most conservative
ethnic belt of southeast Afghanistan and northwest Pakistan. Moreover, Peshawar
was the main city of the Nornthwest Frontier Province. “the Islamicizing
province™ of Pakistan and the area most affected by Zia Al Haq's influence in
the 1960s and early 1970s. Since 85 percent of the refugees were also from
Pashtun areas of Afghanistan, they brought the same traditions into the refugee
setilements.

Along with purdah, which restricts women’s movement, the security
sitmation imposed by the war had made it more dangerous for women to travel
to health facilities.! Military dangers and unknown persons on the roads had
exacerbated women’s immobility. Close living arrangements in the refugee
camps had made purdah more dominant. Whereas rural Afghan women had
mobility within their own village, for example, using the women's paths to draw
water from the well or river, the refugees in Pakistan were initially settled into
artificial environments of closely spaced tents among strangers. Purdah
restrictions are more relaxed mside Afghanistan; however. the degree of
conservatism varies with region, ethnic group, age of the female, and family
status.

The war and regrowth of Muslim fundamentalism during the 1980s altered
the sociocultural situation, with repercussions for the role and status of women.
Rural Afghan communities inside Afghanistan and Pakistan became highly
suspicious of foreign-supported health or education programs for females because
the Soviet invasion was well known t0 have brought more liberal programs for
women. Afghan traditional society associated traming programs for women with
commuanism. Thus. a heightened reststance to foreign pressures for promoting
active participation of women generated an adverse setting for creating health or
education programs for them.

Political parties like Hezbi-Islami and Sayaf played upon these tendencies
for their own political goals. Hezbi-Islami opened and rationalized their own
schools for girls but reacted negatively if others opened similar programs. For
some well-kmown families of the political parties. it was important to show
allegiance to Arab donors through outward appearances. Women who wore the
islamic black facial veil {(Aejab), which had never had a place in Aighanistan,
demonstrated to the Wahabbis their conformity 10 Islamic fundamentalism.

Socicecopomic and Epidemiological Factors

From a public health perspective, the challenge would be formidable even
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The infant mortality rale was estimated to be 215/1,000 and child
mortality, 382/1,000 (the second highest in the world, afier Mozam-
bique), while the maternal mortality rate was estimated to be 640 per
100,000 live barths.?

Fertility rates, as measured in the Afghan refugee camps in Pakistan,
reached world-record highs. One International Rescue Commitiee study
revealed a total marital fertility rate of 13.6 percent.’ as compared with
a prewar measwe of 9.4 percent in three rural Afghan provinces.* As
with other countries at war, there has been a pressure to repopulate,
despite the fact that family planning would be the smgle most important
intervention 0 save women'’s lives.

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

The average life expectancy of females at birth is 41 years. More than
90 percent of deliveries in rural Afghanistan take place at home with
unirained dais as the main source of help.’

Malnutrition is a health problem in young children in rural Afghanistan;
71 percent of children surveyed in Takhar Province do not have aay
food, except milk, introduced inko their diet by the age of six mouths,
and in Wardak 60 percest of children are not introduced t0 supplemen-
tary foods by this age.’

The Evolution of Services for Women and Children

Vignette: Definition of Tragedy

Six Afghan dais with braids and trinkets, all in traditional Afghan dresses,
clustered around the Pakistani trainer, Saeeda, as she completed her health
education lesson for the day. One young Afghan teenager sat in the shadow by
the doorway of the mud refugee dwelling, clutching her chador over her face.
She could peek out with one eye. The young bride was from a Pashtu tribe where
custom dictates that a daughter-in-law cannot show her face to her mother-in-
law until she delivers her first child.

The trainer, Saceda, asked the women how many children they had
themselves borne. The answers came—o6. 2.8, 7. 8. Since they had just finished
a lesson abowt tetanus, Saeeda asked if any of their own children had died of
tetanus, clenching her fists to display the symptoms of neonatal tewanus. Each dai
calmly answered, very nonchalanily. as if counting the times in her life she had
traveied beyond her village. Them, one woman added that she had had 7
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children, but that 2 of her sons had been martyred in the war. Tears welled up
in her eyes, and she broke into a wail. Within seconds, the other women were
crying, telling their stories of the sons they had lost due to war, how they had
been informed of their offspring’s death. and the korrific details of the road to
martyrdom. All were weeping. Neonatal 1etanus happened; death due (0 the jang
(warl(fighting) was tragedy.

Morbidity and Mortality

‘When the Afghanistan Health Sector Support Project began, there were no
preventive medicine or MCH programs. The scattered PVO missions that initialty
ventured inside the country with fernale expatriates brought the first opportunity
for care to women in remote areas, but they were very few in number and only
temporary. The project’s first priority had been to build a foundation of trained
basic health workers (BHWSs) and clinics to handle war trauma: amputations and
mine and bullet injuries. Simultaneously, health workers were to provide services
to meet the general needs of the population such as treatment of gastroenteritis,
worms, Tespiratory infections, and accidents. While the perception among the
Afghans and relief agencies inside Afghanistan was that it was essential to have
medical care to support the war, most of the BHWSs™ and clinics’ patients came
for reatment of common problems.

In fact, the number of Afghans dying of illnesses not directly related to the
war far outweighed the number dying as a result of bombs, mines, and gunfire.
as docuzcated in Figure 7-2, which shows causes of death for Wardak Province
as determined by a 1990 health survey. Undesstandably, the trauma of the
invasion and the destruction of the country drew the Afghans as well as most
assistance agencies woward a crisis-oriented, relief approach for the visible and
dramatic injuries that television tended to portray.

Early Elemeats of Women's and Children’s Health Care Services

Neither the project. the AHC, or the Area Health Service Administrations
initially fonmed specific programs for women and children, but they had begon
to adopt a primary bealth care approach to the development of health systems.

As mentioned earlicr, training of BHW's included sessions on prevention and
respaatory infections, the key child survival problems. Althoogh, as males,
BHWs would not be mvolved to a great extent in pre- or postnaial care, and
defintely not in deliveries, their cwriculum covered general concepts and
techmiques relevant to pregnancy and delivery. Supplies inclnded tron and folic
acid for distribution to pregnant and anemic women. Al members of the
popalation were permitted access o health facilities. The problem was that new
strategies and key wierventions would be required 1o prevent masernal, neonatal,
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Figure 7-2
Causes of Death
Wardak Province, 1999

Tuberculosis 14.3%

3 . Acute Resp. Infections 14.3%
3

Diarrhea 33.3%
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and childhood deaths by infectious diseases. However, it was this primary health
care development approach that allowed the cross-border health program o be

moided to mecet the health care objectives of both the war environment and
wvibi ;

Strategy for Deveilopment of a Women's and Chidrea’s Program

In 1987, the ALD. evaluation of the project recommended that it be
expanded to focus more on women's health and that the technical advisory team
include an advisor to initiate a women’s and children’s program. The immuniza-
tion program had already taken root by this time.

In 1988, an MCH strategy was developed with the premise thai the project
should begin to lay me fosndation for a sustainable rural health care system that
would address women's health and children’s needs. While the project had
mncluded ch:ld survival approaches, no activities had been started for reducing
maternal or neoeatal deaths. As in other developing countries, efforts to reduce
infant mortality were directed at combatting diarrheal disease with ORT and at
providing tmmenizations, since these interventions have had a major impact on
infant martality. However, even with these programs infant mortality can remain
high. With the Safe Motherhood Initiative gaining ground intemationally, many
health agencies began to recognize that approximately half of all infant deaths
(42 to 63 percent) are actually neonatal deaths, with most of these occurring in
the first week” Therefore, to make a significant impact on infant morality, the
MCH strategy for rural Afghanistan would incorporate bealth mitiatives that dealt
with the perinatal determinants of maternal and neonatal health, in addition to
child survival interventions. Recognizing the underlying need w0 enhance the
status of women, another strategy would mmvolve women in all levels of the
bealth system, from the househokd and community levels o the service delivery
and managerial levels.

The women's and chikiren’s health program would also incorporate “MCH
building blocks™ into the health system pyramid. Women would need specialized
facilities and specialized female practitioners and outreach wotkers o care for
them, given the sociocultural norms. The project would need o develop a cadre
of female MCH workers capable of functioning at all levels in the system,
starting most importantly at the hoasehold and village level, but extending to the
referral centers. where more complicated health problems can be treated. Since
an estimated 135 w0 20 percent of binths result in complications that cannot be
predicted or prevented, to decrease maternal mortality it would be essential to set
wp MCH Excilities 0 improve women's access to medical treatment.® It would
also be mmportant to develop a network of supervisors, sysiems, and monitoring
mechanisms for the MCH network.

The strategies adopted for rural Afghanistan are the same strategies required
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unique because of the cross-border, traditional Islamic setting. The strategies
adopted were to:

Establish MCH deparmmeats within the AIG’s Ministry of Public Health
and AHSAs.

Establish an MCH refaral system: Oaly 4 out of approximately 300
medical workers staffing the basic health centers in Afghanistan were
women. How could a referral system using qualified female medical
staff be built in rural areas?

—Train and supply traditional birth attendants: Sixty-six percent
of deliveries in rural Afghanistan are attended by traditional birth
attendants (dais). The dai training program set up in the 1970s
had depended upon the support of the central government and,
initially. direct sapervision and training by the expatriate technical
assistance team. How could dais be trained cross-border?

—Train and supply MCH volunicers: As the center of the private
domain and family life, the Afghan woman is in charge of the
feeding and early development of the child. Restricted to the
safety and honor behind the walls of her own compound, could
she be reached through a network of other illiterate women who
would voluntarily share health information and simple services?

—Train and supply female mid-level health technicians: Even the
best community programs need 1o be backed by referral facilities
with gualified staff. The project would recruit female technicians,
nurse-midwives, and doctors to establish MCH facilities, but it
was obvious that the scarcity of female pessounel required both
recruitinent of existing personnel and training of female mid-level
bealth workers. The question about whether women could be
tramed across the border also necded © be answered.

Integrate MCH into the existing infrastructure: A first step would be to
build npon existing project components in training, preventive medicine,
basic health services, and health services development. How could the
1,500 BHWs trained to date do more for women and chikiren?

Expand immunization, with a special focus cn tetapus toxoid (TT):
Immumization activities in Afghanistan were i .ially campaign-based.
{t was often difficult for male vaccinators 0 immumize wommen with TT.
Oune organization actuailv deveioped a pian to cat a smalil cocle m a
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sheet so that a woman could stand behind the sheet, remain unidentified.
amd slide her hand through the sheet’s hole for the vaccimator's
injection. How could this target population be increasingly reached?

Provid: nutrition educauon and rehabilitation: In the Hazarajat area.
localized areas i Badaks<han. and other regions, food was scarce.
Nutrition surveyors {rom Baiakshan reported that peopie were eating
grass. How could the public health system confront malnutricon?

Iniuate family planning services: Based on international studies. at least
half of all maternal deaths could be averted through a combined strategy
of family planning. legal abortion. and primary health care’ A
reduction of 25 to 35 percent in fertlity rates resulting from more
widely availabie familv planning would also lower maternal mortality
by 25 percent. Would 1t be nossible to introduce child spacing in a
country at war, with a soanng fertility rate due 10 the perceived need o
repopulate?

Promote continuing education in public health and MCH for decision
makers: In order to promote awareness of health problems. it was
essential to develop a core group of decision makers with an under-
standing of. and a commitment io improving. the desperate situation of
the neglected segments of the population.

Structure of the MCH Program: The changeover from the AHC to the intenim
government Ministry of Public Health coincided with the establishment of the
MCH program. The MOPH assigned a Director for MCH and designated several
positions for the MCH Department. Each of the Area Health Service Administra-
tions also assigned a medical director to oversee MCH initiatives. The MCH
Department of the technical assistance team would run paraliel programs with the
MOPH and the AHSAs. thereby reinforcing a decentralized approach to health
care development.

In terms of geography. there was a concerted effort to establish an MCH
program within each of the key geographical areas of Afghanistan—in the
Pashtun border provinces and in nocth/northeast. central. and south/southwest
Afghanistan. This progression was natural because the counterpart health
committees represented each of these areas. Within these regions. efforts would
be made to upgrade and expand MCH services in all districts. but given the
reality of the clustering of the very few qualified female medical workers. certain
districts would have a more traditional MCH referral structure.

3 WA el

An eclectic goprogok: The MCY program could o =adily folicw in e
footsieps of the other programs, which could relativelv casilv recnut vaccinaters.
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basic health workers, and medical staff for clinics from inside Afghanistan and
bring them to Peshawar for training and supplies. The only way to start was to
test the feasibility of different approaches and try any approach that showed a
reasonable probability of success. The first step was to determine the extent 0
which male staff couid provide more information and services for women's and
children’s health. The objective would be to expand the role of the approximately
1.500 BHWSs wained by the project to focus them further on practical MCH
interventions. The second step woukd be 1o find out how to recruit. train. and
staff clinics with female practitioners, who couid in turn train illiterate women
in the village. especially dais. The scarcity of professional female health workers
meant it would also be necessary to explore how the project could expand the
pool of illiterate and edocated women trained in heaith. Although the PVOs in
Pakistan were graduating classes of mid-level “lady health visitors.”™ it was not
clear if this pool of refugees could be motivated to return to their country, which
they had fled due 1o war and destruction. There were four alternatives:

(1) Train and send female Afghan medical personnel from Peshawar to
Afghanistan 1o set up training for traditional birth attendants and staff MCH
facilities. This approach needed to be tested because the prevailing
assumption was that Afghan women would not readily cross the border.
Even if a few would be willing. the numbers would be so small that their
impact would be limited.

(2) Recruit female Afghan medical personnel living in Afghanistan and
bring them to Peshawar for in-service training. Then they could return to
their towns or villages with supplies and knowledge of training traditional
birth attendants. This approach would have the same constraints as the first.

(3) Onent and send expatriate medical personnel from Peshawar
Afghanistan 10 serve as master trainers. An expatriate woman could more
readily cross the border. Once inside she could serve as a master irainer for
any female medical personnel previously identified. The French and
Norwegian comrrittees were already using this approach. and it worked well
where they could locate an Afghan nurse-midwife who could carry om the
work after their departure. In some cases. the expatriate directly trained
birth atiendants, but after she left Afghanistan there was no follow-up or
referral center to support the dais whe had been trained.

(4) Recruit male Afghan medical personnel working inside Afghanistan and
have them come w0 Peshawar 10 become master trainers. Male doctors and
nurses could easily cross back and forth between the borders; they could
cften work with poofessional women; and they would permarently reside at
beaith {aciiides in Afghanistan.
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It was so difficalt to find any Afghan women who could cross the border,
and to rely on expatriate staff would be such a short-term, limited approach, that
the fourth alternative proved to be the most viable, replicable option. Ironically,
although it was initially assumed that interventions for women would have to be
implemented by women due to the separation of the sexes, the conclusion we

reached was that the program could only function if male medical staff were the
cewunts for training.

Implementation: In many of the first meetings with the MOPH and AHSAs, it
was as if there were an invisible wall around the discussion of subjects related
to women's health. For example. in discussions about designing mid-level
training courses. two to three hours would be spent on job descriptions. topics,
recruitment policies, and selection criteria which could apply only to male staff.
When the MCH Advisor would finally inquire how these policies could be
implemented for mid-jevel training of women, the room would fall silent, and
then the advisors and counterparts would smile, recognizing that women’s health
had not been consciously considered until the MCH program started. Fortunately,
the counterparts were enthusiastic, and slowly their priorities shifted so that
MCH became a repeated term and focal point. A key tactic was to pursue the
issue from a purely technical perspective, which would maintain the integrity of
the traditicmal society’s culture.

Dai Training: Content versus Coverage
Dai Training Using MCH Facilities

Since a dai training curriculum had already been developed in the refugee
areas, and the village women would form the foundation of the MCH heaith care
pyramid, and since the Afghan Ministry of Public Health had successfully trained
dais in the past, the preliminary target was to train a group of traditional birth
attendants. learn from the experience. and expand the training to other regions.

A traditional approach to training dais couid be implemented in areas where
there were female staff. Of the three or four towns in rurai Afghanistan where
Peshawar-based organizations knew there were active nurse-midwives, Talogan
City in Takhar Province was the most prominent. The Talogan Hospital, which
was under the supervision of the SCNA, had four female nurses. Moreover, a
young, female Afghan physician had walked into MSH and promised that she
would travel to Takhar with her husband, a famous commander. to start the
program. After two months of orieatation, MSH reminded her of her promise to
£0 10 northern Afghanistan, because the passes wouald soon be closed by snow.
and the dai training program would otherwise be delayed by eight months.
Unfortunagely. sire had changed her mind about going mnside. One of the docioss
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working at Talogan Hospital was, luckily. in Peshawar. MSH rapidly organized
some tailor-made training for him on how to train dais, and he returned to
Talogan with a curriculum, trainers’ kits from the Save the Children/U K. refugee
program, and some dai kits to pass out to the first class of graduates. He in tum
trained the four female nurses, and the nurses recruited and trained the dais.

The first class ran for cight weeks, covering topics ranging from normal
pregnancy o danger signs in children. The experience demonstrated that certain
sites could become dai training centers. Moreover. by being trained at an MCH
facility, the dais automatically became the link between the formal medical
system and the community, and they could refer patients to the MCH clinic.

The project benefitted greatly from the more well-established women'’s
programs in the refugee camps: agencies like Save the Children/U K. and the
Internaticnal Rescue Committee ran two of the largest, most reputable programs.
At the start of the cross-border women’s program, close to 2,000 TBAs had
already been trained in Pakistan, while only a handful had been trained in
Afghanistan. The lessons leamed from the refugee settings and the materials
developed for the refugees saved valuable time.

Initially. all the dai training programs run by the different NGOs used their
own curricula. but from 1988 10 1991 UNHCR took the lead in preparing the
standardized Trainers’ Manual for Afghan Female Health Workers (Dais). The
AHSSP used the manual and translated the English version to Dari because it
contained research on Afghan dais and traditional health practices. relevant
Islamic quotations, and solid technical information for illiterate health workers.
The curriculum presented in the manual is shown in Figure 7-3. Results showed
that the course actually required about 10 weeks of sessions for two hours per
day, although each organization was flexible in scheduling.

The AHSSP began to issue the trainers’ manual. training supplies. and dai
kits to all MCH facilities beginning in 1990. The Ministry’s MCH Department
initiated an in-service course on setting up dai training to orient the doctors and
nurses who would be most likely to staff MCH facilities. The Talogan model for
training of trainers in Peshawar proved viable.

Dai Training Using BHWs: Emphasis on Coverage

In 1989, when the first AHSSP dai traming course started in Talogan.
Takhar, the AHSSP’s MCH Department also selected the BHWs as another
channel to reach the greatest possible number of village women. During a BHW
refresher class. MSH asked mujaheddin health workers how they could reach
village women. Most of them viewed favorably the use of cloth posters to talk
with community members, although one from Faryab Province claimed that it
was impossible to use such posters of women. for it was un-Islamic to use
images of buman beings. let alcne females. When asked I they could interact
with the dais. the vast majority of BHW's agreed. Within days the AHSSP MCH
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Deparunent began planning a workshop for training trainers of BHWSs in order
to capitalize on the coverage that could be achieved through the network of
BHWSs. If the BHWs could simply pass on the lessons about hand washing,
cutting the umbilical cord during delivery with a sterile instrument, and oral
rehydration therapy. they could reach far mose dais than any TBA program built
around the requirement of a female trainer. Due to the relatively basic knowledge
of the BHW. a BHW could not be expected to discuss risk factors in pregnancy,
danger signs during delivery, or postpartum hemorrhage, which a comprehensive
course using nurse-midwives could handle. but the BHW could at least impart
information to prevent neonatal tetanus and diarrheal deaths. A workshop was
held. and a dai training “mini-course”™ became a core component of every BHW's
training and refresher waining. From then on. every BHW also received eight dai
kits in his medical supplies. The simple kits contained the WHO-recommended
items—soap. razor blades. string, cotton or ganze, and a nail cutter—along with
packets of ORS.

MCH Referral and Supervision System

It was clear from verbal reports and analyses of Greenbook registers that only
15 to 25 percent of patients being seen at clinics inside Afghanistan were
women, and rarely would those cases be for prenatal and ob/gyn exams. The

facilites emerging between 1985 and 1989 had failed to meet the needs of
women.

One of the project’s fundamental strategies for improving matemal and child
health in Afghamistan was, therefore, o establish an MCH referral system
especially for women. It would have the levels and MCH staffing patterns shown
in Table 7-1.

From 1989 to 1991 an MCH referral system reached its first stage of
development in selected areas of central Afghmistan, the north/northeast. and the
eastern provinces. Dai training centers. MCH posts, MCH clinics, and 2 few
comprehensive health centers with MCH services were established. MCH clinics
were added w0 provincial hospitals, although they utilized experienced nurse-
midwives and M.D.’s rather than specialists. Plans for the Volunteer Health
Sister program did not evolve until 1991. with implementation set for 1992,

The MOPH and AHSAs were far more enthusiastic about setting up MCH
clinics than about training dais. It seemed that salary support for several medical
staff and for medical supplies represented a higher inflow of resources than
simple dai kits. As a result, it was then decided to link the dai training with
MCH clinics. rather than consider setting up special training sites only for this
parpose as had been done in the 1970s. Moreover. coverage would be greater if
dai training were a key responsibitity of everv MCH clinic.



Figure 7-3
Contents of the Trainers’ Manual for Afghan Female Health Workers (Dais)

PART I: HOW TO ORGANISE A FHW PROGRAMME

THE FEMALE HEALTH WORKER TPAINING PROGRAMME

- Introduction

- The Rolke of the FHW

- The Role of the FHS

- Motivation of Community

- Selection

- Number of FHWs

- Site and Method of Training
- Training Content

- Assessment

- FHW Kit

- Role of Incentives

- Supervision

- Refresher Courses

- Preparing FHW's for Repatriation

TRAINING THE TRAINERS

-Introduction
- How to Use the Manual
- Lesson Plans
- Reference Pages
- Teaching
- Understanding the Students
- Leamning Principles
- Teaching Methods
- Assessments
- Defmition
- Why to Assess
- Effective Assessinents
- Different Types of Assessinents
- Practical Hints on Orgamising Assessments
- End of Training
- A Selection of Questions
- Checklists



PART II: ESSENTIAL TOPICS

- Introductory Session

- FHW Kit, Report Forms and Resupply

- Home Visit Part |

- Microbes and Handwashing

- Household Cleanliness

- Tetanus

- Normal Pregnancy

- Home Visits during Pregnancy

- Danger Signs in Pregnancy

- Normal Labour

- Danger Signs in Labour

- Danger Signs at Delivery

- Vaccinations

- Home Visits during the First Few Days after Delivery
- Danger Signs in the First Few Days after Delivery
- Home Visits to Children in their First 2 Years

- Danger Signs in Children

- Diarrhoea

- Home Visit Pant I

- Decision Making

PART II: ADDITIONAL TOPICS

- Safe Motherhood

- Malaria

- Tuberculosis

- First Aid

- Helping Disabled People
- Dental Care

- Mine Awareness

ANNEX I  Traditional Afghan Knowledge. Attitudes. and Practices
ANNEX II: An Example of a KAP Survey Questionnaire

ANNEX [MI: Quotes from Islamic Texts

ANNEX IV: Home Visit Schedule

ANNEX V: Checklist for an Assessment

ANNEX VI: Prime Messages
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Table 7-1
MCH Staffing Patterns

Level of Service Type of Staff
Household level Volunteer Health Sister (MCH community

health worker)
Village level Tratned dai
Subdistrict fevel MCH post (female mid-level worker)
District level MCH clinic (two to three medical staff with

at least one female mid-level worker-——MCH
officer, nurse-midwife—or female doctor)

Comprehensive health center with MCH
services

Provinciai level Provincial hospital with ob/gyn and pediatric

services (ob/gyn and pediatric specizlists and
hospital staff)

MCH facilities were differentiated from other facilities by offering pre- and
postnatal and delivery care. nutrition education and rehabilitation, TT vaccine,
dai training. health education., and eventually ORT corners. As mentioned
previously. these facilities would require feinale staff for women's care, given
the strict traditional ways in the rural areas. Besides being culturally appropriate,
this criterion created an incentive for introducing women into the service delivery
side of the health system, which they had not previously participated in.

In the conservative area of Pashtunistan. several nurse-midwives were
identified. but they were not permitted to work with male medical personnel who
were not relatives. Rather than lose the opportunity to “a2ctivate™ this resource,
the AHSSPs decided that a mid-level woman could be supported as an MCH
post and work independently. Eventually MCH posts could be expanded into
cknics. or become subdistrict referral points. Where an administrative system was
functioning, these posts would be administratively attached to and supervised by
the wearest BHC or MCH clinic.
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Identifying staff for MCH clinics was slow in the beginning. The AHSAs
snapped up the few nurse-midwives they had known about. In the first year of
setting up MCH facilities. onty 11 were proposed and supplied, as compared with
40 BHCs in the first year of the project. After the first MCH posts and clinics
were established, recruitment of qualified women was slow, so while efforts were
aimed at activating the female resources in the rural areas. plans began for
training mid-level MCH officers from Afghanistan to expand the human
reSOurTes.

Formal Training of Women to Staff the System

In the mid- and late 1980s, a few refugee organizations had begun training
dars and mid-level female workers such as “lady health visitors™ in the refugee
camps. The impact of these efforts had not been thoroughly evaluated, but by
1989 approximately 800 traditional birth attendants had been trained in the
refugee camps and several classes of mid-level workers had graduated.
Meanwhile, inside Afghanistan no formal training programs for women had been
established, and only a handful of dais had been trained by foreign organizations.
A pool of mid-level female professionals was needed for inside Afghanistan.

Critics of the training programs in Pakistan said that the unfortunate aspect
of this investment was that many of the mid-level workers were not absorbed
into the medical system in Afghanistan. and in fact not even in Pakistan,
although there are no data to substantiate this criticism. It was said that many
women had taken the courses without a senous intention to perform services
later, although this was not statisiically documented either. Indeed. the average
dropout rate a the Afghan Muslim Women's Organization University in
Hyatabad, where 300 Afghan women atiended courses in medicine. Islamic
studies, literature, and medicine, was claimed to be about 20 percent. Most of the
dropouts occurred when the women got married. However, the trained workers
in Pakistan do have the potential {0 be important resowrces o provinces when
they return 10 Afghanistan if the interval during which they are not practicing is
relatively short. When they do returmn. most of those who can sell their medical
services will fill the void in the eastern border provinces, since 85 percent of the
refugees came from these areas.

The project therefore decided that mid-level workers would be recruited
directly from Afghanistan, and, if insufficient recruits could be found, maximum
emphasis would be placed on recruitment of students who would guaraniee o
return to Afghanistan after gradvation. The long-term goal was {0 develop the
capacity of the Institite of Public Health to manage and train a mid-level
program for women with a primary health care orientaion. Even if some
membess of the first class did not rewm to Afghanisian, the training program
woald be Afghan-developed and Afghan-nun. Curricula wonld have been
Seveioped for use in alning ceniers inside Afghanisian.

BEST AVAILABLE COPY



180 Healtk Care in Muslim Asia

In April 1991, the course officially started with 11 students. The Institute
of Public Health took the key role in the technical development of the course,
and the MOPH's MCH Department managed its practical aspects, including
managing the teaching clinic and community site. After the first class of MCH
Officers graduated in April 1992, the MOPH's MCH Department supplied and
salaried them and sent most of them to Afghanistan. The Institute of Public
Health began revisions of the MCH curriculum for a second course which was
planned to be started inside Afghanistan (in Jalalabad).

Family Planning

Family planning. when incorporated into an MCH program, and when
significantly used in a population. can be associated with a reduced number of
infant and matemal deaths. This association is due to the potential creation of
lowered fertility. In a country like Afghanistan. which does not have the medical
or intersectoral infrastructure to deal with infant mortality, a lowered fenility
would be associated with a decrease in the acwal number of deaths simply
because there would be fewer births. Similarly, a reduction in maternal mortality
from complications of pregnancy and childbirth (e.g., infection, hemorrhage,
obstructed labor, pregnancy-induced hypertension) results when a woman can
control her fertility.

The second association between family planning and matemal/child health
is related to improved spacing of births. When there is an interval of more than
two years between births, infant and neonatal mortality can be reduced by
balf.m

Given these associations. to have ignored family planning as a project
intervention would have been to have ignored half the problem of women'’s
health in Afghanistan. Despite the cultural constraints, and the political pressures,
it was very important from a technical perspective to integrate family planning
into the wornen’s health program.

Therefore, in the first major planning workshop with the Area Health
Service Administrations in 1990, the key message to impart to the pelicy makers
was this association between maternal deaths and family planring. Surprisingly,
with no resistance. the AHSAs immediately began requesting contraceptives. It
was decided that the 28-day oral tablet would be one of the best methods, since
qualified medical nurses and doctors were most familiar with it. A 28-day pill
(21 days’ hormone with 7 days™ placebo) was identified to assure patient
compliance among an ifliterate population. which may have been confused about
stopping ard starting courses with 21 pills and counting 7 days before starting
a new course. Condoms were requested as well, and, in 1991, the first shipments
of both contraceptives were sent cross-border. The primary distribution point
would be MCH clinics. Where there were none, one cominitiee decided w0
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distribute contraceptives through its basic health center. The rapid acceptance of
contraceptives among the medical professionals was encouraging; and family
planning services became a demand from the Afghan side rather than a push
from the technical assistance team. However, in Peshawar, the Ministry of Public
Health moved much more gradually. They accepted including child spacing as
a topic in certain training programs. but duve to the political risks of Peshawar,
the MOPH chose not supply contraceptives to any of its facilities across the
border. By 1992, however, they were reconsidering this policy.

The Volunteer Health Sister Program: A New Foundation for
Community Qutreach wnd Social Communication

As of December 1991, t e only houschold-level intervention inside rural
Afghanistan had been e how *hold visits by BHWSs, but they were limited in
reaching women with preventive health messages and services. The dais have
traditionally assumed the role of working for women’s heaith; however, as the
1991 bouschold survey indicates, the dai is primanly used only at the tme of
delivery. Due to purdah it is difficult for women to meet outside the home, so
the need to have the health care system reach into the houschold is even greater
than in other societies. It was therefore essential to introduce the concept of a
volunteer female community health worker who could be the link between the
medical care system and the female members of an extended family or between
women in the community at large.

The MCH strategy aimed to establish outreach programs using volunteer
health sisters (VHSs), as they came to be called, in selected areas of Afghanistan.
Key objectives were to train and supply a core group of village women who
could spread health information at a faster, more cost-effective rate than the
facilities.

The volunteer health sister is responsible for visiting the houscholds within
ber community or extended family to promote preventive health and treat simple
iilnesses like mild dehydration. She is not salaried: however, she receives a
simple set of supplies from the referral clinic. She can sell the supplies as the
health systetn moves away from donor support for the sale of Crugs. As a
commumnity worker, she can promote the use of other health wcikers such as
BHWS; and trained dais.

By 1992, a pilot program of volunteer healih sisters was being implemented
m 12 sites in Afghanistan as well as in 2 demonstration site ai a Peshawar
refogee camp. If successful, this face-to-face form of sociai communication will
be expanded io other districts and provinces.
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Monitoring and Evaluation

Cne of the frustrating aspects of cross-border work was the difficulty in
conducting scientific evaluations. Evaluation did not assume the level of
emphasis required by most development programs, given the emergency nature
of refugee and cross-border work. Evaluating women’s programs was mofe
difficult due 0 the need to use female evaluators or survcyors for in-depth
interviews.

However, three levels of monitoring and evaluation were possible. First, the
system developed by Field Operations was applied to all MCH facilities. When
monitoring tearns traveled to rural districts, they checked to see that the MCH
facilities were in operation and swff was present. An additional questionnaire
was attached for MCH facilities to inquire about specific programs, such as how
many dais had been trained and whether tetanus toxoid was actually available at
the clinic. Second. special assesstment tecams of physicians were sent from
Peshawar specifically to examine the MCH programs from a technical perspec-
tive, to judge whethe: the programs were well managed, and to provide guidance
to the swaff on improving the programs. Third. the household surveys were able
to provide epidemiological information on morbidity and mortality among
womnen and childrer and on behaviors related to weaning and delivery.

Vignette: An Afghan Female Health Worker
Goes to the United States

Fakima left Kabul when she was 15. traveling to Peshawar with her mother
and younger siblings to escape the war. Her father had been abie to support the
Sfamily as a driver, but he had died a few years earlier. Fahima enrolled in the
International Rescue Comminiee English course and a lady health visitor course
at Afghan Medical Aid soon dfter arriving in Pakistan. Upon graduating from
the health program, she joined the Afghan Health and Social Assistance Organi-
zation, where she worked in a refugee camp clinic to support her family. After
a year of working in the camp, she took up the opportunity to work as an
interpreter. With her ambition, language abilities in Dari, Pashtu, Urdu, and
English, her quickly acquired computer skills, and her background in health, she
rapidly assumed technical and administrative responsibilities at age 19.

Fahima stood out. For a discussion group of Afghan women. she was
invited to present her views on Afghan women in jihad. She kad no hesitation
about aiterding mixed meetings with men. Polite, but occasionally a show-off,
Fahima had no qualms about walking into any Afghan office to accomplish a
task, despite the fact that many looked unfavorably upon such frank motility and
forwardness in an Afghan woman. Even in the MSH office. where Pakistani
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women were quite well accepted among over 150 male employees, there was only
one other Afghan woman working. Fahima’s ways offended sensibilities.

When a call came from USAID to nominate an Afghan woman to participate
in an observation tour in Egypt and a conference in Washington, DC, under the
Democratic Pluralism program, the obvious candidate was Fahima. There had
been only one or two other women at the Ministry of Public Health who had so
comprehensive an ove)view of the health program that they could represent it in
an international conference, but they did not have sufficient English-language
skills to make the trip worthwhile.

The nomination of Fahima was kept fairly quiet, but within days the news
had spread. A man on a bicycle dropped off a typed letter at thc home of an
MSH advisor. The letter threatened: “Fahima . . . has since coming to this dffice
been violating the Islamic rules. This obvious ‘prastitute’ has been disregarding
the dignity, henour and reverence of the Afghans inside and outside the office
and yet she is deciding 1o go to USA. Please tell her that before flying for the
USA she will have an unprecedented gentle fly to hell. Oct. 10th is the last day
for her to be fired from this office. otherwise the matter will take an Islamic and
logical course and hope the shadow of death will not cover you honourable
madam who is assisting her. . .. " The autkor signed himself “Organization of
Afghan Muslim Youth.”

Fahima initially reacted with anger, but as the morning unfolded, the anger
turned to fear and pessimism. She was still determined to make the trip, ihe date
for which was quickly approaching. Emphasizing the proposition that she was
the best represeniative of her courury, she spoke proudty about how she would
maintain her Afghan values and traditions when she me: people from other parts
of the world. She would even wear her chador in America.

A represeruative from the U.S. Consulate appeared at the nexxt MSH staff
meeting, where the threat was laid out among the sernior local staff. These highly
reputable deputies were obviously surprised but agreed 10 spread the message
inside and ouiside the office that MSH would not tolerate suck behavior. The
presence of the consular official sigraled that the U.S. government was aware
of the incident and would act if the threat were carried out.

On November 9, 1991, Fahima was on board the dagirplane with six other
Afghan women flying 10 Egypt and America. The exchanges were particularly
constr . tive in Egypt. because the Afghan women could see their Musiim sisters
running cooperatives, health programs, and schools and discuss how Egypt had
changed from being a highly conservative society. In the US., Fahima
successfully presented her couniry’s needs for resources and trained personnel.

On the last right of the conference, before the Afghan women were to travel
to West Virginia for a tour, Fahima disappeared. Claiming she was not feeling
well, she stayed in the hotel whiie the others went to dinner. Her roommate
found the note she had left, which said she would not return to Patistar, and
thai ker family and cihers would undersiand.
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Kabul-based Program for Women and Children

Kabul had always been relatively progressive compared to the rural
countryside, but the communist regime installed coeducation and supported
women's organizations. On the health side. the United Nations was a key player
in promoting child survival and family planning.

In 19838, according 0 the Kabul government and prior to the establishment
of MCH programs on the mujaheddin side, Afghanistan had a total of 45 MCH
clinics. They were unevenly distributed, with 66 percent located in Kabul
City."! According 1o verbal reports, these clinics were generally poorly equipped
and there was a lack of government support for health education materials,

A national EPI program had been launched in Afghanistan in 1977, but due
to the Soviet takeover and the ensuing war, immunization activities became
corfined to the Kabul area. Between 1984 and 1986. an intensive EPI campaign
started again in Kabul with UNICEF assistance. Coverage of children under one
reached 35 percent, and 54 percent of women in the 15-to-44 age group
reportedly received tetanus toxoid. An agreement was then reached between
UNICEF, the govemments of Afghanistan and Pakistan, the Seven Party
Alliance, and UNHCR to extend the program to areas outside Kabul. In 1987-88,
the Kahul-based EPI program expanded to include 7 additional provinces:
Parwan, Kunduz, Herat, Balkh, Samangan. Laghman, and Baghlan. Coverage in
these provinces was subject to the local security situation, but the program
reached populations which were both inside and outside government control.'
This “cross-line” activity was quite common for vaccines and for clinic supplies.
There are stories of medical doctors working for the regime who would share
their supplies with medical colleagues working on the mujaheddin side. The
borders were as porous for medical supplies as they are for trade.

A national program for control of dizrrheal disease (CDD) started in
Afghanistan in 1983, although the local production of oral rehydration salts had
begun in 1980. The government’s CDD program was limited o the Kabul area
due to the disturbed political environment, and according to evaluations, the
Kabuyl-based CDD program was not considereu an effective ongoing program.’

The semi-autonomous Afghan Family Guidance Association has been active
in places such as Xabul, Mazar-e-Sherif, and Herat City. UNFPA and IPPF have
both been involved in family planning. In the 1980s, the family planning
program used mobile family planning outreach teams. MCH clinics distibute
contraceptives and many have a family planning staff person. However, family
planning ciinics commonly suffer supply problems. as is the case with most
ckinics in 2 nonfunctional system. Due to economic pressures, demand for family
planning in Kabul appears to have increased since a decade ago.
health efforts. particularly for EPI. Television, radio, mewspapers, pubiic



The Developmers of a Healih Program for Women and Children 185

announcements, and billboards have been used W increase public awareness.
Television has been the most widespread medinm m Kabul for this purpose, and
public announcements are aired about vaccines, ORS, drug abuse, and alcohol
abuse. Most homes in Kabul, except for the very poor, have television and radio.
whereas television is rare in nwal Afghanistan.

An ironic twist to the issue of women in development is that the Kabul
regime did train large numbers of urban female health workess (up to 90 percent
of medical students at Kabul University were reportedly women. Young men
were pulled from class and put into the army.). How a future coalition
government will deal with the issue of women’s health is a question nobody can
answer with any confidence. It will depend partly on whether Afghanistan is
controlled in the future by a fundamentalist regime or a moderate government.

Lessons Learned from the Women’s and Children’s Program

In the end, how can we answer to Allah if we have neglected this
segment of the population?

Afghan counterpart. 1990

In the first two and a half years, the AHSSP established over 30 MCH
facilities in rural Afghanistan, trained over 200 dais in a comprehensive course
and probably over 4,000 in simple technologies, mitisted family planning
services inside Afghanistan. started a mid-level traming program for Afghan
women in Peshawar, increased the number of professional women in the AIG
Minsstry of Public Health from 0 to 13 percent, and sowed the seeds for public
health interventions at the household level with a social communication strategy.
The dai training lacked any supervisory or refresher raining system; some MCH
facilities were underfunctioning with limited hours of operation; contraceptives
were limited 0 a few facilities. However, it is important to keep in mind how
to measure the mprovement in health services for women and children in
Afghaniston. The situation was bleak before the war. The presence of tanks and
bombs and the destruction of infrastrocture daring the 1980s deepened the void.
But the general trend for increased demand for MCH services was encouraging,
despite tremendous security concerns for women’s programs. It is only because
the Afghan instimtions/administrations and medical workers have recognized this
need that the transition from war services to MCH services coald come about.

What lessens have been learned?

For program planning, compare the magritude of war deaths to deaths
resulting from disease. When you compare the rmagnitnde of deaths doe
to war with the magnitude of deaths and illness caused by disease. it is
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obvious that for rational health system development the primary health
care approach with emphasis on MCH should still form the basis of the
bealth system, even though that system may initially have a military or
first aid emphasis.

In a strongly traditional, Islamic society it is easier o gain the
confidence of the community by focusing interventions first on children
to decrease child mortality. and then on women. Everywhere in the
world there is a belief in saving children’s lives. In a society that obeys
the system of purdah. protecting and covering its women from outsiders.
a focus or women is threatening. To develop trust and credibility for
health programs, it is easier 1o begin with a strategy aimed at children.
Gradually, as people accept the technologies for saving their children’s
lives, credibility is established to move one step further to the bealth of
the newborns and women. At the professional level as well as the
village level, the link can then be made between children’s health and
women’s health.

Distinguish the technical issues from the sociocultural/political issues.
When introducing changes that can be interpreted as Western ways, it
is exceptionally important to clarify technical issues and goals. While
the expatriate advisor amms to reach the goal of lowered matemal
montality through family planning, tra‘ning of women, and improving
their statgs by involving them in the work force, all of these objectives
may be perceived as Western ideals, particulaly by fundamentalists,
conservative tribes. or villagers.

If the sechnical objectives are laid out for policy makers—for example,
25 10 50 percent of maternal lives could be saved by family planning,
or dai training is essential if 66 percent of rural women are delivered by
untrained dais, or it is necessary to involve female outreach workers o
g0 house to house to reach women and newborns who are confined o
their homes m the system of purdah—the public health decision makers
will struggle with the constraints and implementation issoes to come ©
a solution. Development work for women in an Islamic society entails
finding the balance between mamtaining the integrity of the culture and
introducing technical changes that may be perceived as counter to the
religion, traditions, or political powess. It is important to recognize the
political, religious. and sociocultural milicu. but not to lose sight of the
goal. Put more simply. “Carry on. but within the Jocal context.”

Build critical mass. The critical step in initiating the women's health
program was to build awareness of the probiem among the connterpart
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policy makers and decision makers. Since they were predominantly
medical doctoss, they accepted the women’s health strategies. Given
their agthority, they in turp could influence health workers all the way
down the system. Field staff recognized the health needs of the people
on a daily basis, so they were generally prepared to accept the
inerventions. Most counterparts were genuinely interested in ameliorat-
ing the health burden of women and children, but initially they were not
able to discuss it openly or implememnt changes due to the political and
cultwral environment. Afghan decision makers had to resolve some
conflicts. because individually they could be open to ideas at a techaical
level (especially family planning), but due to pressures from mullahs
and fundamentalist parties they could not speak out. Outside of
Peshawar. the demand for MCH services was high, so once an MCH
clinic was staried. other women’s programs could be implemented. In
Peshawar, for example, as mentioned above, the ministry chose not to
provide contraceptives, whereas the Area Health Service Administra-
tions quickty chose to distibute pills 2nd condoms.

When constraints are numerous, flexibility is essential to accomplish
anything. This anique project could not have been carried out without
an agreement between A1D. and MSH to be flexible. Likewise, from
the technical standpoint, the way to accomplish things was not w
become rigid. One example is the instance of a PVQ which tried to start
a full-scale MCH program in an extremely conservative area where
there were no local female medical workers. Rather than adapting the
program to the resources and environment, the PVO took four years w
develop its MCH program in one village. This decision to stick with a
traditional MCH program even though the model did not apply was not
cosi-effective. It would have been better to adapt the MCH interventions
to the resowrces by utilizing male workers or to select a location where
there was a nurse-midwife around whom to build the program.

Similarly, the constraints inspired new substrategies, for example, using
male basic bealth workers to impart information and supplies to dais,
and looking & the feasibility of using illiterate community women as
injectors to assist mobile vaccimation teams. Try amything with a
reasonable chomee of success, but always consider impact.

A philosophical commitment, among the donors and counterparts, to
equity and to the rights of women in the jihad made it possible w0 start
bringing services to the underserved. The difficalty is moving imple-
mentaion of a women's program from “mmpossible” o “maybe
possibee” (0 “defimieiv achievabie™ can be reduced by a philosophical
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commitment to equity. The women’s and children’s program was more
difficalt to implement than other progranis. It required separate
buildings for female staff, special transport for women carrying them to
and from the office. and an occasional armed guard stationed at
“mixed” male and female workshops. There is a parallel here with
regard to starting health services for any underserved group or area. An
area in which it is difficult to implement health programs will often
remaimn underserved, because it is easier to work elsewhere. and so the
cycle continues.
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Chapter 8

Logistics Management

Vimal Dias

The Early 1980s

In the early 1980s, the Swedish Committee for Afghanistan and the French
PVYOs (AML, MSF, and MDM) had acquired experience in repackaging drugs and
medical supplies for the extreme conditions of transport in rural Afghanistan.
Their experience provided the baseline data for the kit contents needed for
different facilities and health workers, as well as for quantities needed for
different supply intervals. SCA already had four different kits for four levels of
health workers, The French committees used kits for facilities which ranged from
clinics to 30-bed hospitals with Iaboratories, x-rays, and operating rooms. The
WHO and UNHCR recommendations for essential supplies needed for different
levels of emergency facilities were also taken into accoent, as were the sargical,
x-fay, laboratory, and dental kit lists of Médecins sans frontitres.

Initial Concerns

At the start, drugs were purchased from loc:l suppliers, and spreadsheets
wexe used to follow orders, stocks in Peshawar, and shipments across the border.
By the end of 1987, it became clear that the program would expand rapidly in
the next two years, as noted in Figare 8-1, “Kit Issues™. All drugs were listed
under their generic names and each was given a code oumber based on the WHO
essential drug classification by therapeutic class. All other items were also given
code numbers, which made handling by norunedical and functionally illiterate
warchouse staff muoch easier. The master list, kit lists, and orders were
transferred into dBase and the XITPLUS system was developed to allow
calcnlation of fotmre procwrement needs of each item, based on projecied
resupply dates of already fiekd>d BHWSs and chmics, and the initial supply dates
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Kit Issues
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of planned new BHWSs and clirics. One anomaly in the sysiem was that a certain
percentage (in the beginning about 50 pescent) of the BHW's would be supplied
every three months. The D1 carton would take the place of a D carton every
other supply, so those BHWs were tracked separately.

Medical supplies reached a level of 300 tons annually by 1989, virtually all
transported in small quantities to disparate locations across a 2,000-kilometer
border. Map 8-1 shows the supply regions used for this distribution. Six hundred
items, many of them time- and distance-sensitive. had to be organized and
distribated through informal channels that varied continuously because of weather
and war, as well as fluctaating destination points 2nd recipients. Moreover, the
objective of redeveloping Afghanistan added to this burden the challenge of
working with local Afghan and Pakistani colleagues. who had almost no
experience in logistics, to create and operate the process essentially overnight.

Logistics support constituted a series of related activities critical for building
a health delivery system in Afghanistan: procurement, warehousing. kit assembly,
and distribution. These activities accounted for over 45 percemt of the cross-
border health budget.

Many managers respoasible for bealth services in developing countries do
not fully appreciate the need for efficient logistics systems. This leads to large-
scale waste of valuable resources that these countries cannot afford to lose,
patient dissatisfaction, and loss of confidence in health services. The unusual
natare of this cross-border program made efficient logrstical systems necessary
from the start.

A cross-border logistics system based in Peshawar for Afghanistan also
required dealing with additional constraints; harsh climatic conditions, a war-icm
country, and poor transport Excilities increased the need for good logistical
planning. A wealth of experience was acquired in the late 1980s in developing

All Battles Need Good Logistical Support

No baitle can be won without good logsstical support, as was evideat in the
recently concloded Persian Gulf War. However, very few appreciate the gigantic
eifort and meticulous planning that was involved in moving so many men and
heavy machinery to the Middle East, and bringing them to quick combat

Close paraliels can be drawn between military logistics and medical
logistics. In fact, medical logistics builds on methods that were discovered by the
military many yeas ago. Even though MSH is not involved in military
operations in any way. developing and maintaining logistical sapport systems has
been quite a batile, in many respects. Maintaining efficient medical logistics
systems, even in peace time. poses many problems o those working in



Figure 8-2: Ready to go. Supply kits were assembled in umits that could
be carried hy people or animals,
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developing countries. Given the situation in Afghanistan, providing cross-border
logistical support certainly warranted other special considerations. In order o
meet this challenge, the AHSSP borrowed many miilitary logistics systems and
procedures, such as the use of kit systems. In addition to these old and
established techniques, the project also used maany modem techniques. Some of
these techniques, both old and new. are described below.

Organization of Procurement and Warekousing

From small beginnings in 1986, the MSH Procurement Department and the
w: "ehouse purchased, warehoused, and shipped thousands of metric tons of
meadical and other supplies, worth many millions of doll_rs, to Afghanistan.

Since everything is achieved through people, attention was focused on
human resources, and on creating an effective organization. The Procurement
Department grew to consit of five persons, including the Procurement and
Supply Management Advisor. While an extemal procurement agent (Ronco
Islamabad) was used, the key functions of controlling inventory, forecasdng kit
requirements, undertaking local purchases, preparing product specifications,
preparing  budgets, prequalifying suppliers, and tracking orders were still
undertaken by the MSH Procurement Departmeat. (Beginning in 1991, the
Department was also responsible for procuring drugs on behalf of two other
NGOs, MCI and IMC, under the combined procurement system proposed by
AlD)

Maintaining a procurement system iur over 600 different items with a small
staff required a high level of productivity, which was promoted by several
practices: good communications, recruitment of qualified procurement staff, use
of appropriste computerized management information systems, efficient
warehouse management, and sound procurement practices.

Good Commuaications

need for redoing work. A small staff also mimmized organizational levels and
required information sharing and recognition of mutual dependence, which
required attitudes not always valved in Muskm cultures.
Organization for Procarement

While the organization of procurement was simple (as iflustrated in Figure
8-3, “Organization Chart of Procurement Department”™). much time was devoted

0 recruiting suitable persomnel. MSH had coommous difficulty i finding
qualified professionals in Peshawar. Afghan professionals of the levei needed
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were not available. Pakistani pharmaceutical professionals had much more
attractive oppostunities (good salary and benefits) in the private sector, as did the
computer people. Moreover, the Gulf states recruit extensively in the Pakistani
medical and paramedical market. The first two pharmacists hired were from
Lahore, but they only stayed a short time; Peshawar is coasidered to be on the
frontier of the Wild West by other Pakistanis. Only on the third attempt was a
pharmacist, a gualified candidate from the NWEP, successfully recruited. It also
took nine months and 45 candidates 17 recruit the Afghan procurement assistant.
Evcaiually, providing necessary training and motivation led to capable staff and
a high level of productivity.

The preparation of comprehensive :0b .escripions helped minimize
confusion and duplication of work. Zicarl~ defined general and specific
responsibilities contributed significant’- -5 > uding a small but strong procure-
ment eam.

Computerized Information Systems

Information is the key to logistics decision making, and the need for suitable
information systemns was recognized early. Key procurement operations were
studied to assess the type of information needed and the best way to process and
disseminate it.

The complexity of data-handling operations for rapidly expanding
procurement and wa:  vusing activities combined with limited staff availability
prompted the wides; ad use of computers to meet many information needs.
Several important ac  ities required development of special-purpose computer
packages and traini The Drug hventory Control Package (DICP) and
KITPLUS for kit man.gement are two examples. (DICP and KITPLUS are
described in detail later in this chapter.)

Using computers paid rich dividends in many ways, incloding: high
productivity with an extremely limited staff; ability to handle large volumes of
data cfficiently and confidentially and to respond very quickly to emergency
situations; and promotion of computer literacy among staff. All these benefits
allowed the generation of key information for decision making and production
of reports for financial accounting and control.

Warebowse

Starting in May 1987 with a few small rooms in a rented house in
Peshawar. the MSH warehouse grew to a capacity of over 2,300 square meters
of storage. Beginning in 1987, over 1,100 metric tons of medical supplies were
warchoused, made into kits. and issued 1o Afghanistan. For these operations, the
warehouse emploved about 60 workers, led by an ex—Air Force Legistics officer.
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Operations of the warchouse were divided into four main areas: the
receiving section, the bulk store, the clean room and assembly area (where
repackaging and kit assembly take place), and the kit store for completed kits.
Figwre 8-4 illustrates the organization of the MSH warchouse.

The warchouse employed a Iarge number of persons, mostly Afghans, for
labor-intensive work. Since most had no experience in materials management,
their training, use of correct methods, good supervision, and discipline were
critical to efficient operation. These were achieved mainly through the efforts of
the warechouse manager and his team of dedicated staff. The manager’s Air Force
background, training, and dedication certainly helped in making it a model
warchouse.

Procurement Practices

Over three million dollars’ worth of drugs, medical supplies, and equipment
were procured by the project in 1990, constituting the largest cost incurred by the
project. From the cutset, the tension between speed and accountability highlight-
ed the project’s challenges nowhere more vividly than in procurement logistics.
The political pressure and refugee environment created calls for immediate action
and iesults; on the other side were two equally compelling forces: our commit-
ment to foster Afghan development and the knowledge that we were responsible
for prodent, anthorized use of government funds. Heoce, it was czucial to employ
good policies, systems., and procedures for procurement and related activities,
while abiding by A.LD. procurement regulations. This section describes the
practices employed in some important areas of procurement.

What Was Procared

At the inception of the project, attention was focused on procuring about 50
drugs and a small range of medical supplies for a few basic health workers
(BHWS5) and clinics providing primary health care services and treating injared
mujaheddin. The rapid expansion of health services and training programs for
BHWs, dais, and doctors over a one-year period (1988-89) meant that the volume
and range of medical supplies provided in the form of Kits expanded to about 25
different types of initial and resupply kits. Over 600 individaal stock itemns wers
used to assemble these kits.

In addition to medical supplies, the Procurement Department procured all
other supplies required for health services. incloding office equipment,
computers, vehicles, and generators. During 1990, the total worth of the
equipment ordered was $577.332
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Figure 8-5; Fleld kit. The health workers werc trained and supplicd with basic tools and materials for providing basic health
care and for trenting war injuries,
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Use of a Procurement Agent

Overall ALLD. policy for activities in Afghanistan mandated the use of a
central procurement agenl. Therefore, the MSH Procurement Department
determined what, when, and how much to purchase and which supphers to use.
Other procurement functions, such as identifying suppliers, inviting bids,
recetving quotations, and making payments to suppliers were carried out by
another agency based in Islamabad. While a central procurement agent may have
been logical for bulk assistance items, the detailed requirements of medical
procurement were beyond the experience of this agent and would have been
more efficiently handled directly.

Sources of Supply

There are many potential sources, both national and international, of drugs
and other sapplies. Suitable sources are important, since they have a big impact
on price, quality, and delivery. Hence. the project’s policy was to procure drugs
and other supplies from sources in Pakistan and to import only those that could
not be readily purchased in Pakistan. This policy worked well and helped o
reduce the cost of goods purchased and to maintain supply lead times of around
three moaths.

Since the project spent over $3 miilion aonually on parchases, most of it on
drugs, it was particularly important to obtain good valoe for money. This is
especially troe for drugs, where quality and prices vary widely. Three major
markets had to be considered: the Pakistani market close at hand; the mternation-
al drug market, with its multiple soarces and prices, complicated by delivery and
quality issues: and the U.S. market, with its widely recognized standards of
quality, combined with the fact that the donor was literally the American
taxpayer, through A LD.

The pharmaceutical industty in Pakistan, ranging from small-scalke
manufactorers to local affiliates of big multinationals, had developed quite
rapidly over the last decade. Manufacturing, quality control, and prices varied
considerably: the difference in cost could be as much as twelvefold, as in the
case of a multivitamin compound. Hence, identifying manufacturers producing
good-quality drugs at reasonable prices would be one of the biggest challenges
facing the Procrement Department if local soufces were used.

The competitive international market would have offered the most choice
and the best prices; however, lead times for delivery by sarface wouald be long,
air shipment would te expensive, and price was aot as critical in getting started
as reliable soppliers close at band. With a short supply season, when the
mOouRlain passes were opea, the most essential issae was having drags available.
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If necessary drugs were still in international transit when the mountain routes o

Some of these concemns could apply to purchases from the U.S., if mandated
under a “Buy American” policy, and, for a combination of reasons, A.LD. acted
to permit procurement of drags from Pakistani manufactrers provided they met
quality standards. Hence, as part of a quality assurance program, MSH employed
a system for prequalifying drug suppliers. Potential suppliers were subjected to
Good Manufacturing Practice (GMP) and Good Laboratory Practic. (GLP) andits
by an experienced. recognized industrial pharmacist. Each manuifacturer was
prequalified to supply different types of pharmaceuticals, such as injectables,
capsules and tablets, antibiotics, and creams. The aodits resulted in a supplier
pool of about 45 prequalified manufacturers, equally divided between multina-
tionals and local companies, which were re-andited every two years.

Quality Control

A system for prequalification is only one safeguard against poor quality.
Another desirable safeguard is postpurchase testing of drugs (particularly high-
value items and those that could pose a danger to bhealth if they were of poor
quality). Unfortunately, the lack of accessible laboratory facilities within Pakistan
(the one good laboratory in Pakistan is in Islamabad) and the problems of high
cost and delays in testing drugs abroad ompeded this important step i quality
assurance. Feedback on drug efficacy wvom prescribers can be another safeguard.
but the combination of circumstances swrounding the war prevented this
feedback from becoming a useful indicaton.

Expiry Date Planning

Two years of expiry shelf life were reguired on receipt of drugs, since
transit time to their final destinations inside Afghanistan could be as much as
three months or more. Time for storage at the MSH bulk store, kit assembly,
storage at the kit store, transit to the Afghan border. storage at border depots, and
storage prior t0 usage also had to be factored into the shelf life of drugs
contained in kits.

Combined Procwrement

Based on the success of MSH procurement activities, a the end of 1990,
A.LD. was keex to introduce 2 combined procurement system for drugs, to meet
drug needs of two NGOs financed by A.LD. A stndy condocted in 1991 showed
that Quetta-based Mercy Corps Intermational (MCI) and Peshawar-based
International Medical Corps (IMC) could benefit by using MSH's procurement
sezvices. A comparison of prices for common class-A drugs revealed that average
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MSH drug prices were less than those of the two NGOs. Furthermore, it was
realized that these two organizations could benefit from the MSH practice of
restricting purchases to prequalified drug manufacturers.

Combined procurement, initiated in June 1991, has not only saved money
but has also made it possible to benefit from MSH’s quality assurance practices,
and also to modify drug lists o be compatible with those of MSH. The latter
peactice, in particular, has made it possible 1o achieve economies of scale in
procurement and to standardize the use of drugs by different donors in
Afghanistan. The success of standardizing doug requirements will certainly go a
long way towards introducing a central supply system some day in Free
Afghanistan.

Use of Kits for Providing Medical Supplies
Ratioanale for Using Kits

The prospect of beginning and susizining the movemeni of drugs and
medical supplies to over 1,500 basic health workers and 125 health facilities
spread all over Afghanistan was challenging. From the very beginning, supplies
were organized into kits, and this practice continued. A kit system is basically
supply driven (a push system), rather than demand driven (a pull system). Kits
cffered several advantages under the conditions prevailiag in Afghanistan: ease
of transport and handling; less breakage in transit; iess likelihood of pilferage;
and ease of accountability.

The prevailing conditions included:
Imited access to Afghanistan due 1o severe weather conditions during
Wwinter;
lack of trained and experienced persomnel inside Afghanistan for
ordering medical supplies and managing drug depots;
- lack of proper storage facilides within Afzhanistan; and
inakality to supervise prescribing habits and logisiics operations within
In short, kits offered the quickest way to manage the movement of large

prerequisite for a demand-driven svstern, reliable communication systems
between Peshewar and inside 2nd between different regions inside Afghanistan,
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was absent. It was simply physically impossible t© easure uninterrapted stocks
to bealth workers, if they had to communicate their neads and be supplied on
demand. Even with the kit system, BHW's and facilities often varied their supply
period. An attempt 0 establish patterns per individual failed: some of the people
expected back after 6 months would be back after 7 months one time, after 10
months another time. Facilities showed a pattern for better compliance with each
resupply. While the six clinics supplied monthly were on the average 4.39
months late for the first resupply. they would be less than 1 month late by the
fourth resupply.

About 25 standard kits were developed. An initial kit was provided to
BHWs and health facilities. Thereafter, resupply kits were pr ided once every
six or twelve months. The initial and resupply kits were similar, except that the
initial kits also contained durable, noncxpendable items. Table 8-1 outlines ihe
kits; the packing pian is detailed a later section entitled “Kit Assembly.”

While the kit svstem has served well under the circumstances, it bas
weaknesses: variatioas in disease patterns and prescribing habits meant that
certain drugs could be used vp quickly, while others piled up. Local decision
makers gain bittle experience in the logistical and financial management of drug
supply. and a proportion of the supply and its therapeutic value are wasted.
These drawbacks have to be weighed against the importart prerequisites for a
demand-driven alierp-tive system: training in logistics for those involved, setting
up of drug depots within Afghanistan, and reliable communication systems
between Peshawar and different regions inside Afghanistan.

Software' for Kit Managers: KITPLUS

Maintaining an efficient kit system for medical supplies is not merely a case
of putting prodacts ™ cardboard boxes and shipping them out. While systems and
procedures for the physical handling of kits are essential, they depend on a good
mformation system for managing kits. Since no suitabie computer-based package
for managing kits could be found, a special package called KITPLUS was
developed in dBase. Its capabilities for kit management include:

creating new kits rapidly; deleting and adding items to kits; modifying
kit contents (e.g., products, codes, specifications) and quantities;

forecasting kit requiremems based on information provided by Field
Operations, and generating orders;

valuating kits using multiple currencies and printing kit lists; and

monitoring outstanding orders, up 0 the time of receiving the ordered
supplies & the warehouse.
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Table 8-1
Kit Summary

User Initial Resupply

Bssic Health Worker Field Kit
Equipment Kit
1 D1 Carton 1 D1 Carton
5 D Cartons S D Cartons

Small Hospital
Large Hospital

Abdominal
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Amputabion

Emergency
Laboratory

X-ray
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Mudwife
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Forecasting and Inventory Control

Forecasting kit requirements and controlling kit inventory affect both the
availability of medical supplies ard the cost of operating the logistics system.
Forecasting requirements of medical supplies for Afghanistan posed special
problems. A kit system was adopted because conventional approaches based on
morbidity er past usage patterns were confounded by the war. and there were
seasonal constraints and large variations in resupply quantities among BHWs and
facilities.

During any planning period, the need for kits depended on the resupply
interval for a particular facility or basic health worker, and the last date of
resupply.

Usually, resupply times depended on location: BHWs near the border with
Pakistan were given 3 months’ resupplies, those in the central regions, 6
months’, and those close to Iran, 12 months’. Clinics and hospitals were
resupplied at 6 or 12 months, based on location.

Factors like cancellations based on monitoring reports, dropouts, impact of
war, and unfavorable weather conditions often created a considerable difference
between expected resupply dates and what was actually achieved. These
complications in forecasting kit needs had a major impact on procurement
practices, storage space requirements, and the need for buffer stocks. Because the
goal was the rapid retun of resupplied and retrained bealth workers w
Afghanistan_ a large pipeline was needed.

Many attempits were made to improve the accaracy of forecasts, through use
of better estimation procedures. The failure to recognize the lags in expected
resupply led to soime degree of overprocurement. To overcome this problem, an
average laeness factor, based on a sample study, was used to adjust the projected
intervals for resupplying kits. This global lateness factor was later replaced by
others to reflect regional differences and planned bulk deliveries to certain areas,
such as the northern area controlled by the Shura-e-Nazar. These changes went
a long way toward making forecasts more reliable.

Manual methods for estimating kit requirements world have been onerous,
duoe w the wide range of kits in use, multiple resupply itervals, and different
types of facilities, for 1,700 users. Hence, a menu-driven computer package
called Forecast was specially developed in dBase [+ to perform this important
task quarterly.

Torecasts of kit requirements, i tum, served as inpats for imventory control,
to help determine what, when, and how much to order. Since orders were placed
for individual items and not for kits, it is necessary to convert kit requirements
into individual product requirements before orders were mitiated And because
a particular product could be included in multiple kits, estimating aggregate
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requirements for over 600 standard items that were required for assembling
approximately 25 standard kits was complex.

Estimating kits requirements ané quantities of each item to be ardered
quarterly was accomplished through a set of related computer programs. Some
of the important steps in initiating orders are set out below. The flow chart in
Figure 8-6 indicates these steps and their major functions.

(1) Empioy Forecast program quarterly to estimate monthly kit requirements
over a planning period of six months;

(2} Convert kit requireraents into individual item roquirements using KITCON
program; and

(3) Identify items to be reordered and order quantities using MULTI, which
takes into account inventory pending receipt.

On one hand, inventory decisions were infloenced by the need to maintain
a high level of service for individual items, in order to ensure an uninterrupted
kit assembly schedule and to minimize local purchases resulting from frequent
stock-outs. On the other hand. overordering could result in drug expiry. spoilage
from inadequate storage capacity, and tie-up of capital.

Despite three-month lead times for purchases and the problems of
forecasting kit requirements. it was possible to exercise good control over
inventories. The program did not face a major stock-out, stock-outs were rare,
and kit assembly went smoothly, while last-minute, local purchases were
minimized. Overstocks and short shelf life were the other side of the coin. In
fiscal years 1990 and 1991, about $70,000 worth of drugs with short shelf life
were donated to local hospitals run by the Ministry of Public Health, a smalil
amount in relation to annual purchases of around $2 miflion worth of drugs.

Warehousing

The key operations involved in warchousing are: receipt of items procured,
storage, preparation of kits, transference of assembied kits o the kit store, and
issuance of completed kits.

Receiving and Storage

Receiving products from suppliers is a very important and occasionally
delicate activity. Attempts to be overly strict about accepting products can drive
away suppliers and casse delays in obtaming fresh sapplies from alternate
sourees, On the other kand, lax acceptance procedures leave room for cotraption
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Figure 8-6

Flowchart for Kit Orders
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or acceptance of low-quality and unsatisfactory products. Maintaining a good
balance is important but not always easy to achieve.

At the point of receipt at the warchouse, all items were checked for
conformity with the supply contracts established by the MSH procurement agent
based in Islamabad. Drugs were checked mainly to ensure that:

the source was currently prequalified;

quantities received corresponded 0 contracted amounts, including
quantities within a sample of individual packs;

proper packaging was used:
physical appearance was good; and
shelf life was at least iwo years or 80 percent of available life.

Re-assembly was not undertaken where it could be avoided. At least until
1989, only a few items for the BHW kit were repackaged. Repackaging proved
to be a major undertaking. and the lack of readily available professional
personnel to supervise such a large scale operation made us avoid it where
possible.

For many nondrug prodacts. acccptance can be complicated. because of
inadequate specifications, absence of prequalified sources, and problems of
assessing product quality. Decisions about whether to accept products were made
by the Afghan pharmacist in charge of the receiving section. His job was not
always easy, since he was called upon to make difficult decisions, as the
following vigneties reveal.

These experiences demonstrate that you can sometimes lose by being overly
cautious. However, maintaining strict policics for product acceptance genetally
paid off by greatly reducing the receipt of poor-quality prodocts. We rejected, on
average, 20 products per year in 1990-92. The average cost of the reiects was
$42.000 per year.

Vignette: The Case of the Bandages

A large quantity of gauze bandages ordered from a local supplier had to be
rejected, because the products delivered differed from the samples submitted. The
MSH inspector rejected them for poor weaving, a significant color difference,
and a general look of poor quality. Even after many attempts by the supplier
(and the A.1.D. procurement agent) to persuade MSH w0 accept the consignment,
the MSH inspector was determined 10 reject the entire lot. Finglly, the matter
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was brought to the Procurement Department, which held a meeting with the
supplier, the procurement agent, and MSH staff to resolve this problem. At the
meeting, it was clear that the MSH inspector's reasons for rejection were quite
valid. While the factors mentioned contributed to poor quality, the product did
pass the test for absorbency, one of the mair prerequisites for a bandage.
Since the quantity of bandages in dispute was very large (950,904 rolls),
finding an alternate source of supply would take another three months and resuls
in a major stock-out, because bandages were common to many kits. Since they
were found to be usable despite their poor quality. it was decided to accept the
consignment, provided the supplier was willing to reduce the contracted price.
After nuch haggling. the supplier agreed to a small reduction of 3.5 percent. The
compromise reached was acceptable 1o all, including the inspector.

Vignette: The Case of Dextran

On many occasions, MSH had awarded the contract to supply intravenous
Jluids to OTSUKA, a multinational company. While the contract specified
products from OTSUKA Japan, the distributors w-re delivering products from
OTSUKA Egypt, Malaysia, and Pakistan, which were rejected. On certain
occasions, the distributor did replace these with products from Japun, but not
always.

To address the problem, it was decided to subject OTSUKA Pakistan o a
GMP gudit. The consultant industrial pharmacist was very impressed with this
company and prequalified it for the supply of all IV fluids.

Kit Assembly

Repackaging of drugs is an important step where many of the advantages
derived from good procurement practices can be lost through poor repackaging
and unhygienic handling. Thexefore, substantial repackaging was avoided as long
as possible because of the lack of available supervisory staff.

The assembly shop where individual items were assembiled into cartons ©
form kits became a hub of activity. This labor-intensive operation involved
repackaging drugs from the large packs provided by suppliers into smail plastic
bags containing a few bundred tablets or capsules (see Figure 8-7). Drugs such
as tablets, capsuales, and injections were counted manuaity, placed in polyethylene
bags, and heat-sealed w0 protect contents. The poly bags were sealed carefully w0
insure that they would withstand the extreme climatic cooditions in Afghanistan.
The bags were also frequently examined visually for good seals.

Over the years, the warehouse packers developed the operation of packing
cartons nto quite an art. This process adapted many assembiy-line techniques to
ncrease produoctivity. Further. special packing technigues were used to minamize
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Figure 8-7: Repackaging supplies. All drugs and supplies were repackaged by hand at the warehouse to make up secure,
waterproof field units,
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breakage and spoilage of kit contents while in transit to far-off destinations in
Afghanistan. Breakabie and crushable items were put in the middle of cartons
where possible and cushioned by soft items like bandages and gauze pads. All
cartons were enclosed by polyethylene covers o make them waterproof. All kits
were marked ca the outsile with a kit code for easy identification and with the
date of assembly, so that asers could minimize drug expiry.

Irventory Records and Computerized Inventory Control

No warehouse operation is complete without adequate records for
management information and accountability. From the beginning, inventory
transactions like issues, receipts, and stock balances were recorded using a
manual system of stock cards. This practice was later supplemented with a
computerized inventory cowmirol system for bulk and kit store operations. A
special, menu-driven Drug Inventory Control Package (DICP) was developed m
dBase.

DICP proved to be valuable for exercising tight control over inventories and
responding 0 emergency situations in Afghantstan. DICP generated data that
were not available through the manual system, incloding information on different
batches of a given drug and expiry dates, batch quantities and suppliers, year-to-
date and month-to-date imformation on receipts and issues, and on-order
quantities and back orders. In one and a half years, the computer operator

ired the necessary training and experience in using this user-friendly
package.

Future Directions

Even if peace retwrns relatively quickly, it is highly unlikely that Afghani-
stan will be abie to build a strong economy in the near fotore. If so, Afghanistan
will have to continue to rely heavily on donor assistance, as it has for over a
decade. However, what is not very clear at present is whether the U.S. and other
major donors that have poured miltions of dollars into developing heaith and
related services in Afghanistan will continue to do. As discussed in Chapter S on
planning, many major changes would need to be made quickly to compensate for
a Sgnificant reduction I donor sapport. Considering the world economic and
polirical sitwtion, and possible donor fatigne, chances are that there will be
fewer resources available for Afghanistan in the futore. Hence, it would be best
to consiger vartous development options under a scenario of reduced outside
spending.

What are the implications of sach a scenario for logistics operations? Over
the last six years, funds and technical assistance have been available for
procuring medical sopplies and equipment. developing compwier usage. and
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conducting management training. Concemns about sustainability and recurrent
costs only began to surface slowly. But now we maust Jook critically at logistics
operations and identify key changes that coald make logistics systems more
sustainable. If pot, it is probable that what has been built up over the last six
years will quickly weaken and disintegrate after the withdrawal of assistance.

Specific proposals for achieving a sustainable logistics system with limited
donor support are presented below.

Personnel: All Systems Are as Good as Those Who Operate
Them

A great deal of time, money, and effort have been spent through the late
1980s in developing complex manual and computer-based systems. If existing
systems and procedures are to last, it is very important for all concemed with
their operation 10 be comfortable in operating and mainiaining them. Manage-
ment development and traizing in e use of existing systems are necessay to
insare this proficiency. All systems are only as good as those who operate them.
Hence, the need for providing adequate training for those who are involved in
Jogistics operatic.~s in Afghanistan cannot be overemphasized. (See Chapter 3 for
a related discussion of management training.)

Management Development

At present, many key decisions reganding logistics are being made by
expatriate staff. Soomer or later, Afghans will be called upon o assume
leadership roles and make key decisions, with or without the help of expatriates.
Since results can oly be achieved through people, developing people is ome
investunent that can bring lasting benefits. Therefore, training opportumities for
Afghans in general management and specifically in supplies management, as well
as hands-on experience in different aspects of logistics, should be high on the list
of development priorities.

The AHSSP recognized this point and provided many bours of classroom
and on-the-job training in Peshawar in both general and supplies management to
Afghans attached to drug depots and health facilities. Persons from Shura-e-
Nazar wder the arca development nrogram pacticularly benefitted from this
training. Such programs exposed participants to theozetical aspects of logistics
and opportunitics for identifying weaknesses of their carest systems, developing
specific plans for improving performance, and leaming how the project could
provide them with finamcial assistance for upgrading storage facilities in
Afghanistan.
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Vignette: Zaki, the Jack of Many Trades

Zaki is a young man from a middle-class Afghan family, who fled like
millions of other Afghans to escape from the communist regime. He arrived in
Peshawar in 1989 with his brother and ensered a refugee camp with the few
belongings he brought with him. From there onwards. life was tough, since jobs
were hard to find for young Afghans with a high-school zducation and no real
skills. However. Zaki was alert and fortunate: he got a job as a janitor at the
MSH Procurement Departmeni. through the personal recommendatior of another
Afghan employee.

The job did not mcke Zaki rich. buz at least he and his brother could move
to a one-room apartment ir. Peshawnr. Zaki was ambitious and hard working
and made plans to better himself. He quickly realized that learning English
would permit him to learn other new things, play a bigger role at the workplace,
or at least improve his chances of joining his family now living abroad. So he
started studying English diligently after work, and during work whenever he
could find free time. When ke was a litile confident with his English, he made
a point of talking in English to his boss. which gave him the confidence tc
practice more. He is far from being fluent, but he has come a long way from
where he was three years ago. Today his English is good enough to be
understood by others.

Zaki’ s English also opened doors into the world of computers. He started
taking computer lessons. which ernabled him to work on simple Lotus spread- .
sheets and undertake word processing.

He twrned out to be a versatile young man, doing more jobs than the typical
Jaritor. His daily routine inciuded operating the photocopier, answering the
telephone. making tea. preparing lunchk for procurement staff, cleaning the office,
running errands, typing envelopes, and filing.

The job of janitor was not very interesting or challenging. bwt Zaki
counsiders it a good investment for the fugure. He is willing to ry his hand at
anything new and is a motivated worker: a jack of many trades, but a master of
none. It is doubtful what his future holds. However, he is rather confident thai
his experience will give him an advantage when he joins his famity living abroad
or returns to Free Afghanistan some day.

Identification and Development of Potential Managers

The story of Zaki is not unique, as quite a few others like him acquired new
skills and mnproved their living standards i exile. On the other hand. for each
Zaki, there were many who could not capitalize on the opportunities available o
them.
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While providing management training, identifying suitable persons who
could assume leadership roles for key positions is vital Examples abound in
which poor leadership has had disastrogs impacts on programs and created much
frustration among managers and workers. Experienced managers are rare in
abroad are unlikely to return home. Hence, leaders will most probably have o
emerge from those currently in Afghanistan or in Peshawar, whether they are
attached to other development projects or to the Ministry of Public Health.

In the area of logistical support, the three key positions—warehouse
manager, chicf pharmacist, and computer operator—respoasible for generating
orders and inventory control were occupied by Pakistanis. They are unlikely to
work in Afghanistan. The Ministry of Public Health of the AIG has shown very
little nterest in acquiring logistics management skills. Logistical issves are still
misunderstood and undervalued. If Afghanistan is to build on the base it has, it
1s crucial to identify potential candidates o occupy these key positions and train
them to assume such responsibilities.

Rationalization of Kit Conteats

Cost containment is perhaps the first step towards sustamability. Since over
45 percent of the budget is spent for supplies, and most of it for drugs, any cost
reduction efforts shoald focus on drugs.

This activity should commence with a close look at the coatents of kits
ensure that value for money is achieved for each drug. If not, options for
substitution with cheaper drugs, deletion from the kit, or a reduction in the
quantity per kit should be considered. In performing this activity, the systematic
cost redaction techniques of ABC Value Analysis and VEN Classification
Systems would be very valuable, o balance drug costs and therapeutic benefits.

There have been many atiempts W reduce kit costs over the last few years,
but the biggest attempt 2 cost reduction was achieved during fiscal year 1991;
in line with ALD.’s recommendation to cut the cost of supplies to chinics and
hospitals by 20 percent, all kits were critically examined. Changes were made
with respect 0 the 10 drugs listed in Table 8-2. They involved deleting certain
drugs, reducing kit quantities, and, in ooe instance, increasing the kit quantity.

These changes resulted in an overall cost redoction of more than 20 percent
in clini kits. This is very significant becaase chimic kits account for more than
25 percent of the total cost of all kit issues to Afghanistan

Cost reduction fforts have also been extended w BHW kits. which
comprise nearly 60 percent of the total cost of all kit isspes. The most expensive
item. multivitamia compound, used about 8 percent of the annual drug budget.
Its therapeutic benefits were questionable. as it was mostly used as a placebo and
not for treating vitamin deficiency. After much debate, eliminating multivitamins
from ail kiis resuited in an anacal savings of ncaxdy $180.000.



Logistics Management 215

Table 8-2
Cost-reduction Changes ia Kit Conteats

Product Geseric Name Extent of Change
No.

2141  Pemtazocine 30mg/ml solution (-) S0%
2.142  Pemtazocine 25mg tablets +) 100%
5001 Diazepam Smg/m! solution ) 50%

6312  Ampicillin S00mg powder
6.701  Chloroquine 150 mg base
11.101 Dextran 70, 6% w/v in sahne

(
(
)
17.101 Aluminum Hydroxide Comp. () 5%
(
(
(

17.102 Chlordiazepoxide Smg+climidium bxomide -) 100%
21.101 Oxytetracychne 1% cye -) 50%
25201 Triproliktine+pscudoephedrine -) 33%

Kit Systesss and Beyoad

Millions of doflars” worth of medical supplies have been delivered in the
form of kits for maintaining health services in Afghanistan. The practice of using
kits has cousiderably reduced the need for taditional supply management
techniques and the need for those warking in Afghanistan to make management
decisions about supplies, since these have been mostly made in Peshawar cm
their behalf, largely by expatriates.

This acrangement would perhaps suffice as long as donors could continoe
to fund a supply system based on kits, which is highly improbable and probably
inappropriate. To make the system more affordable and sustainable. MSH has
concentrated on two broad areas: application of value analysis technigees for
reducing costs and thereby achieving value for mooey, and explocation of means
for inroducing revenve-generating schemes like fees for service and revolving
drug funds. In 1991, the cost of clinic and bospital kits was reduced by over 20
perceat through rationalization of kit contents, as a means of reducing the overadl
costs of maintaining the logistics system.

When the level of donor support is substantially reduced, Afghans will have
to undertake their own procurcment activities and employ a demand-driven
system, requiring more soplisticated management techniques than those curreatly
used. A kit system was selected during the conflict as the most appropriate way
of shipping ltarge quantities of medical sopphies quickly and safely o Afghani-
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stan, under difficult operating conditions. After almost five years of use, there
are many who doobt whether the kit system is still serving its purpose. Like most
systems, it has disasdvantages, nowmably the wability to deal with regional
differences in demand. While these are real problems. the change to a demand-
driven system requires recognition of several factors:

insufficient availability cf drug depots W o1pport such a system within
Afghanistan;

the nead for providing further taining in logistics; and

the problems of providing tecknical assistance through expatriates in a
time of transition in Afghanistan.

Civen the political uncertainties of today and unpredictable future donor
support, human resowrce development remains one of the best investments for
the future: MSH has already trained many storekeepers from AHSAs and
interested persons from the MOPH in many areas of suppiy management.
However, the impact of training takes time to be visible. and it remains wclear
whether raining efforts provide Afghans with sufficient interest, knowledge, and
confidence to introduce appropriate logistics systems in Afghanistan.



Chapter 9

Financial Operations and Management

Peter Huff-Rousselle and Mary Gasper

Introduction

This chapter deals with financial issues internal to the project. While most
of the required management fonctions were familiar, the sheer size and
complexity of the project made financial management quite different from
previous projects, and raised a variety of practical issues we had never had to
confront befare.

Fimancial Operations

When we design a major health progran mn a developing country context,
or when we gear up for its implementation, our emphasis is almost always on the
“technical” aspects of service delivery. If we foces much aftention on the
essential but less glamorous support functions, the spotlight usually falls on
Managemeant Information Systems, Human Resource Management, or perhaps the
logistics sub-systems for pharmaceuticals and medical supplies.

What we too often neglect are the logistics of moving money—in a very big
program, a great deal of money. For those who have never found themselves in
such a situation, it is easy to assume that there is no real challenge here: a check
is a check, regardless of the number of zeroes. If we think of financial operations
at all, they are easily imagined as the relatively straightforward activities familiar
in any small business, largely a flow of computer-originated checks, documents,
and reports.

In fact, getting the right amount of money 10 the right places at the rigit
time can present almost overwhelming challenges, and where the system fails,
s0 does the delivery of the heaith services. This is not a job for amateuars (or for
the faint of heart!). Nevertheless, it is a rare project that foresees the problems,
and pians for the nceded expertise from the outset. The AHSSP financial
environment described here may belp to provide a concrete picture of “the real
world” of project fGnancial flows in such a context.
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The AHSSP had maore than its share of complexity. Money bad to be
transferred through multiple layers, with lower levels not necessarily under
ceniral control, given the wartime environment. In addition, there were several
major channels, including the evolving Ministry of Public Health, with its
burcancracy based for the most part in Peshawar, and parallel flows to
commanders in the field, either directly or through the local Area Health Service
Administrations, with Peshawar offices in addition to therr bases inside
Afghanistan.

The donor environment added several additional layers to the maze: a fax
from the field for funcs would trigger a request from the Boston Office to the
U.S. Treasury Department. Dollars wouid then flow from the Treasury to Boston,
and to MSH/Peshawar, to be deposited and converted into local currency. Each
step had its own idiosyncratic systems ar frustrations, but these were relatively
manageable, since they at leasi were well known through years of experience in

Fimancial Management

For money to move, the process must be managed. Overall financial
planning sets the parameters within which detailed budgets are prepared. As
funds flow, the loop is closed with careful accuunting for all transactions, and
reporting systems that feed back to managers the information they need to keep
the entire process under control.

This is not to pretend that the “real world” allowed us the loxury of
financial management systems that function like clockwork. Practical realities
sometimes mean that the budgeting process is irying hard 0 keep up with the
practical demands for cash, and broad fmancial plans ofier are somewhat out of
date well before they can be formally updated. Nevertheless, the framework is
useful for a review of the system overall.

A realistic description of the system must recognize that there are “wheels
within wheels.” Long mnge financial planning sets the parameters for annual
badgets; these in tarn provide the framework for more detailed, shori-run plans.
Tte project went through several long-range planring exercises at key turning
points, which often coincided with contract amendments, based on strategic
decisions by the donor agency. Within these plans, anngal budgets, were based
on the program’s operational targets and our assessment of the absorptive
capacity of the counterpart organtzations. As work proceeded, we prepared and
monitored quarterly projections of disbursements, to ensore adequate cash flow.
The accounting system functioned on a basic monthly cycle, with aggregate
quarterly reports, and annual andit reporting cycles to donors. On the whole, this
prucess flowed relatively smoothly, and will be described in more detail below.
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The Financial Environment
In the Field

Project services were delivered inside Afghanistan, but the Afghan banking
system was unavailable, being conirolled from Kabul, so cross-border financial
operations had to be conducted almost exclusively on a cash basis. In any eveat,
in neither Afghanistan nor Pakistan did more than 10 percent of the people use
the banking system: payrolls and parchases were typically in cash. Much of the
commercial trade across the border used the “Hundai” system cf commercial
paper I0Us, to minimize the physical transfer of cash and to expedite foreign
exchange: money would be paid in Pakistani rupees to a local firm, which would
issue an “IOU™, redeemable from a branch inside Afghanistan in local currencies.

In Pakistan as well, although to a lesser extent. the bank checking system
was pot well organized, particularly for operations involving large numbers of
small ransactions. Computerized checks were unavailable, and banks typically
issued checks only in unnumbered blocks of twenty-five. On the other hand,
banking relations were cordial, and the local branch of Grindlay’s was
accommodating on most issues, including expediting clearance of periodic large
transfers of foreign exchange into the Jocal account.

The Dorors

The donor environment was one of the many upusual clements of the
system. Conceived as pari of US. aid for Afghan freedom fighters, political
support for the health program derived from those favoring purely humanitarian
efforts to provide short-term war relief, and those who approached the problem
from a development perspective, committed to the reconstruction of “Free
Afghanistan™ and its capacity 0 meet its own needs in the long run. Many
sapported both goals, but there was much debate, and the decision from the
highest levels was clear—this activity was to be fundamentally relief, not
development. This policy decision had a very substantial empact on the nasnre of
the work, as the short-range relief perspective continually raised difficultics for
preparation of rational long-range plans, financial or otherwise. In reality, there
was no way to aclieve the relief goals without engaging in a large amount of
“development”™: nevertheless, development activities regularly had to be justified
as an acceprable ose of project resources.

The Dilemma

From the cutset, the project faced two incompatible goals: programming the
relatively enormous amounts of financial resotrces available in the short ran. o
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best meet the health needs of the Afghans, trying to do so in a responsible
manner that afforded the maximum prospect of sustainability once the obviously
numbered days of essentially unlimited resources were past. We were under
substantial pressure to program and expend funds at the very high levels that
they were obligated, but this pressure had to be balanced with the obvious
inability of the Afghan community itself to take on respoasibility for managing
a program of this magnitode. It was also clear that to use large amounts of
resowrces was in the essentially bottomless pit of curative services. In the long
Tun, a low cost, preventive system, whi.e much harder and slower to develop,
was clearly the only responsible way to go.

Human Resources
Afghan Institations

From the outset, we were anxious to support the maximum possible Afghan
participation in the administration of the health services in general, and financial
administration in particular. Thousands of health workers, and hundreds of
Ministry bureaucrats, were to receive salary and other support, and we wanted,
if at all possible, to avoid the roles and labels of “paymaster™ and de facto
“employee.”

In addition to the thousands of heaith workers inside Afghanistan, at its
peak the project provided salary support for over 160 Afghan central Ministry
of Public Health employees in Peshawar. Of these, 6 employees at the Ministry’s
Finance office gathered invoices to submit to the MSH Financial Management
Office, coordinated payroll, maintained petty cash, and performed administrative
duties.

Many attempts were made to build the capacity of the Ministry’s Finance
Department, but the real world coastraints left MSH with ultimate responsibility
for project finances and day-to-day operational responsibility. Ministry personnel
changed constantly: after training someone in bookkeeping skills, he would
invariably be replaced with an unskilled successor. In one eighteen month period.
the Ministry’s Finance Department operated under S different Afghan directors.

Project Staffing

The MSH team in Peshawar included a Finance departiment staffed by 5
Pakistani men and 1 woman, and 2 Afghan men. working under the direction of
an expatriate Controiler. Three of the Pakistani men had worked in local andit
firms and the Pakistani woman had a Computer Science degree from a local
pniversity. The Afghan employees learned by working side-by-side with Pakistani
employees performing clerical accounting functions. Although our hope was that



Financial Operasions and Management 221

they would use this training back in Afghanistan, with more attractive opportuni-
ties in private basiness in Pakistan, it is unlikely that they will return.

Although our project was directed at developing Afghanistan. we foand it
necessary to hire Pakistanis for finance functions. Because project finances were
subject to accountability and audit standards of the U.S. government, highly
capable accounting personnel were an absolute necessity. Pakistanis were
available with accounting degrees and training in andit firms connected to the
US. “Big Five.” After searching for a2 year and a half im the
Afghanistan/Pakistan area, one Afghan was found who had worked as a cashier
at a hotel in the Emirates. It seems clear that modem financial management skills
are not a priority interest area for the Afghan refugee community, and most of
those who have come to the West for finance education m the past apparently
have remained there.

Financial Operations

A visitor to Peshawar, observing modern warchouses, medical equipment
and supplies, fax machines, and dozens of up-to-date microcomputers using the
latest software, might be lulled into a sense that the health system was ronning
very much like one in the West. However, if the visitor were curious enough 0
explore the vital flows of money through the system, the facade would soon give
way 1o an operation that is more traditional than modemn and more dependent on
human transactions than on computers. moving a physical volume of cash rarely
seen in most legitimate western businesses. (The recent Savings and Loan crisis
in the US. might suggest that much of the western financial world, behind its
own high-tech facade, is also still fundamentally all too “human.”)

Getting Money to the Field

Of the two main operational “loops,” the first most straightforward one
involves the flow of funds from the U.S. Treasary to the field. To accomplish
this:

1. The field office in Peshawar would fax periodic cash requests to meet
operational needs—for example, a request for $500,000 to meet the coming
month’s field requirements.

2. Boston headquarters would acknowledge the request, and imitiate a
“draw” from its Federal Reserve Letter of Credit (“LOC™)—a very simple
process, usually done once a week in combination with the draws for other
LOC-funded projects.
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3. A few days later. the requested funds would appear in the company’s
main checking account in Boston.

4. A elephone instruction to the Bank of Boston would wansfer the Afghan
project’s furds to the project’s checking account in the same bank, and
Boston would advise Peshawar by fax that their money was now available.
(These “project accounts™ are typicaily set up at the start of each field
project. The ficld project director has signatory power. and keeps the
checkbook for the account m the field.)

5. The project’s financial office in Peshawar would then write a Boston
accoumt check, have it signed by the project director, and deposit it mto
thedr local account with a Pakistani bank (a much more rehiable mechanism
than wire transfers 10 the field, since inevitzbly the occasional wire transfer
seems 10 go astray, with much finger-pointing by the banks at sach end, and
often a need (o send a duplicate payment to meet urgent reguircments while
the lost money is being traced.) Given the volume of money involved, and
the attendant currency conversion comamissions, it is usually possible to
establish these field accounts with a reliable local bank that will agree to
make deposited funds available quickly, ofien on the day of deposit.
Nevertheless, the process does involve a considerable ameunt of “float,”
with the several layers of bank accounts involved. One recurring nightmare
is the specter of a bank failure with a million dollars or more of project
funds lost—the recent BCCI disaster could have been a close call!

Paying the Bills

The second “local loop™ involved geiting money from the Pakistani bank in
Peshawar through the Afghan service delivery structure to the “end users,” the
most important being the approximately 2500 Afghan and Pakistani workers in
the system, whose salaries, benefits, and expenses ail required cash, generally
paid to them in individually stuffed paper envelopes. Transportation was also a
major expense, with a wide variety of shippers for medical equipment and
supplics from Peshawar to the border depots and into Afghanistan, on their
donkeys, camels, or trucks, all requiring payment in advance.

These “end users™ were part of a strictly cash economy, with little ase for
bank checks, since they did not have accounts of their own. Therefore, project
checks drawn on the Peshawar account had w0 be converted into cash and
distributed to cach individual worker and truck driver. In a three-month period
during a typical busy summer, the project could buy well over $1,000,000 of
local curreacy. A regular scene in the Finance Office would be the arrival of a
rickshaw, hired by a mopey vendor. bringing in enough cash to cover two



Figure 9-1: Payday. Health workers had to be paid in cash, which was distributed in thick envelopes.

o
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desktops. Four person-days were required simply to count it reliably, and strong
internal controls and a reliable cashier were essential.

Most of the money was disbursed in Pakistan Rupees, obtained directly
from the bank at 2 rate of around 25 to the dollar. However. 2 significant portion
was needed in Afghanis (the official currency inside Afghanistan). At perhaps 35
Afs to the Rupee, this usually meant many more cubic feet of Afs than Rupees.
Afghanis were purchased on the “informal”™ market in Peshawar’s central bazaar.
As a rule, six bids were obtained for each biweekly purchase, which might be
for as much as SO or 60 million Afs. With the highest generally-available note
being SO0 Afs, the sheer challenge of transporting, safeguarding, counting and
distributing the cash was a whole new experience for the project staff.

Some disbursements were made directly by MSH project employees, but
most were made indirectly, through the Afghanistan Ministry of Health, one of
the AHSAs (Areca Health Sexvice Agencies), or some other appropriae
intermediary. MSH's own Pakistani and Afghan office staff. as well as the
Ministry of Healih staff based in Peshawar, were paid personally by an MSH
Finance Office staff member, with signatures obtained and kept in the project
files along with the corresponding timesheets. For personnel inside Afghanistan,
there were three basic mechanisms:

1. Some categories of health workers returned pericdically (typically once
every six months) for resupply, and perhaps for refresher training as well,
at which time they were advanced their next period’s salary.

2. For most of the other workers, cash was advanced in Peshawar o an
agent who traveled inside Afghanistan, and cither paid peogie directly or
tarned the money over o a local commander’s representative. Signatures
were obtained and returned to Peshawar, where they were verified by

comparing them © signature cards on file. The outstanding advance was
then reconciled.

3. Transfers to the SCNA (Supervisory Council of the Northern Areas)
involved the “Hundai” system: rupees were paid to a commercial company
in Peshawar, which issued an “IOU”, and money was collected inside
Afghanistan in Afghanis; this procedore proved to be highly reliable.

Apart from payroll and transportation operations, the project involved a
major procwement component, largely thiough the PSA (Procurement Service
Agent) conracted by USAID to support the many Afghan program costractors.
Owur responsit:ility was focused on planning, ordering, receiving, storing, and
distributing the « vnmodities. Local purchasing remained, from office fumitare
and paper to medicas pplies and vehicle parts. Somnd financial practice required
soiiciting at least three buls for cach purchase over 3300 (over 330 for purchases

BEST AVAILABLE COPY
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by the MOPH). As always in Peshawar, this proved o be less straight-forward:
a single vendor might have three or more letterhead pads., with various company
names, and submit a bid on each. Most cases were detected and rejected by the
Finance Department, whose Pakistani employees from Peshawar usually had a

For MSH. as a grantee assisting with U.S. government support to the
Afghans, there were several somewhat frightening aspects to the whole financial
process:

1. Since the Government of Afghanistan had no working capital, money for
operations always had to be “advanced.”™ and it proved to be a continuous
struggle (0 get proper documentation to liquidate these advances. It was
unclear what would happen at the end of the project. when there was no
longer any incentive 10 get the last baich of receipts in, or what view the
auditors would take about any outstanding advances at that time.

2. There was always a major risk of theft, with all the cash floating around
in the system. (At least one serious theft apparently occurred, when money
was in transit from Peshawar w0 Afghanistan.) [n the case of theft. whose
money was it that was stolen?

3. Physical violence was a very real threat facing our Team Leader, the
Financial Management staff, and others who found themselves on the “front
line” when budgets were being reduced and jobs eliminated, or salary
payments were being withheld while dispuies over documentation or
policies were being resolved, in an environment where many disputes are
resolved with a Kalashnikov.

On several occasions, team members received written death threats, and
leaders of other Peshawar projects at this time were attacked by gunmen and had
grenades thrown into therr compounds. In summary, the MSH Controller and
staff had to adapt to a very unusual envmomment; flexibility, ingenuity, good
jodgment. and a good sense of humor proved more important in the long run

Financial Management

Financial mamagement sysieins were quite standard in many respects, being
determined by U.S. government requirements and MSH financial policies and
procedures. Some of the unique elements resulted from the unusual nature of the
project itself.
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Plhanning and Budgeting

Background: The btroad political environment had a strong effect on financial
planning. In the early phases was that project resources were not based on
analysis of health service needs, or the most effective strategy for meeting these
needs, and the estimated cost of implementing such a strategy. Rather, resources
for health were allocated primarily through political considerations. In the early
eighties, there had been a major flow of covert support (o the mujaheddin for
those wounded by the war, presumably to maintain the mujaheddin’s atlity and
will to fight. The transfer of responsbility for most health services from the CIA
to the State Department and USAID added a new motivation: humanitarian
concern for the health needs of the population as a whole. at least in those areas
no: controlled by the Russian-supported governraent in Kabul. However, there
was still much official debate as to whether the underlying goal was temprwary
relief for basic health care needs while the war lasted or a more sy-.ematic
rehabilitation and foundation for continued services once the war ended and the
country struggled to retum to “normal”. USAID's position remained 2 ~.oivalent
throughout the project, despite a clear policy decision (reportedly made early on
at the highest levels) that relief, not rehabilitation, was the objective. This
ambivalence was doe in part to the inescapable fact that you cannot provide
much relief without a functioning infrastructure, and once that is accepted,
dividing limes between relief and health services development become blurred.

In this tentative environment, the project started with a sizeable gramt
(akthough modest by later standards) providing some operational funds for health
services., but primarily supporting the technical assistance to organize the Afghan
polit:cal narties in Pakistan into an effective mechanism for healt. leade ship.
Financial planning and budgeting was not z major concern. since the original
Zrant agreement was based on a detailed budget that closely coastrained the
allocation of project resources.

A maixr qualitative change occurred in 1986, when the U.S. govermment
decided, again for political reasons, to ex'.and dramatically inputs into the
Afghan health sector. The grant agreement - 3s increased from $15 million to
360 million over a five-year period, which meant infusing an average of
$1,000,000 per month into a system that really didn't yet exist, in a country
which in peacetime had never had a national health budget ever a fraction of this
size. (This was the size of the project only on paper. The grant was
“incrementally obligated.™ meaning that each vear USAID added as much as was
made available to them, within the $60,000,000 totai, 2nd there was no guaranice
that the full amount would ever in fact matedalize )

The grant had two major components. Koughly one-fifth was programmed,
in great detail, for the techmical assistance zffort, incloding a very substantial
local sipport staff w0 belp administer the program. Because of the careful prior
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planning that went mto this component, little subsequent budgeting work was
required, although expenditures were carefully mouitored as work progressed.
The other component was the “Program Budget,” some $46,000,000 to be
used for the delivery of services inside Afghanistan. For this, there was Lttle
specific guidance, except that annual operational plans and budgets had to be
developed and submitted o USAID for approval in advance. This component
became the focus of most of the TA team’s fmancial planning activity.

Long-Range Planning: Chapter 5. “Planning for Sustainability and Health
Impact,” provides much of ihe context related to longer-term financial planning,
akhough it deals with the troader issues of support for the health system by all
donors in aggregate. From the narrower perspective of the AHSSP, all planning
discussions were based on the obvioss assumption that nothing like the current
level of external support could possibly continue for very long, since the political
sityation motivating the fanc ing was certain w change, one way or the other. As
the service delivery strocture grew, slowly at first, then more quickly as the
training infrastructure matured. several clear conceptoal options were presented:

1. The system could grow steadily, absorbing greater recurring costs each
year, until the project, and our funds, were ended.

2. The inttial rate of expansion could be accelerated until the system
reached a level sustainabie for the remainder of the project with the
resources available.

3. The system could be expanded even more rapidly, peaking at some point
well before the project’s end, then phasing down support during the final
years 0 end at a level that might be sostainable with local resources and the
resources that donors continued to provide.

The only responsible course of action was the last, coupled with strong
efforts to see that foture long-term financing for heatth services was maximized
through new internal mechanisms as well as through donor mobilization. In fact,
program expenditares did follow this Iast pattern, although short-term resoarce
constraints wgether with the end of the war and the internal political chaos which
followed meant that even at its peak the program was absorbing resources at the
rate of “only” about $700,000 per month.

Budgetary Planning and Control: MSH/Peshawar developed a relatively
sophisticated system for short-ierm planning and budgeting, and for maintaining
management accountability. For each program component (eg. training), a set of
tnique cost centers was developed in which the departiaent supervisor controlied
the costs incarred. With cach center a statistic or output was designated to serve
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as a unit of the annual work plan. and was used to develop the budget. Each cost
center compared its budget to actual expenses and unit standards.

Subclassifications, thirty-three in all, were established for expenditures,
standard © each cost center. Through this mechanism, ministry costs were also
delineated as well as budgeted.

Formal budgetary control was established with § MSH managers for
Training, Field Operations. Warehouse, MCH. and Preventive Medicine.
Annually, these departments used the completed work plan 0 formalize the
projected costs by consulting with the Ministry for their appropriate sections. The
overall bodget contained statistic budgets, salary budgets. operations budgets, and
equipment budgets. Management control over all “Program™ finances was the
responsibility of the Peshawar field office, while Boston headquarters oversaw
the Technical Assistance budget, since most TA costs were either incurred or
initially recorded in Boston.

For most of the life of the project, budgets were used primarily for
projecting the financial implications of technical plans, since available resources
exceeded the absorptive capacity of the system. Ounly in the final phase of the
project, when it was clear that full funding would not be made available, did
these budgets become an essential tool for controlling costs, and for determining
the least destructive way to reduce overall support while attempting to preserve
the most essentizl activities.

Accounting and Reporting

Vignette: The Minister’s Checkbook

In the interest of financial control, the Minister of Public Health himself was
the sole custodian and signatory on the MOPH checkbook, which was kept
locked in his desk. As a busy man. there were numerous occasions where things
did not always go smooihly while such tight financial control was in place. In
July 1989. some unplanned disbursements of payroll funds resulted in regular
MOPH employees not getting paid; they, in turn, cuz off the Minister’s electricity
and held him hostage in his office for a day in 120 degree heat until another
funding sowrce was found.

An extended and painful repeat occurred when the Minister paid a large
number of unauthorized “new employees” from the AHSSP funds which were
then unavdailable for regular staff; MSH refused to make further salary payments
until proper receipts were provided. This brought forth a feverisk effort to
produce the required documeniation cver a four-month period while “other”
sowrces of funds were found for the “new” staff (whose roles remained
anspecified).
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The Minister's viselike grip on project funds flow was fuily broken when he
left for Sawdi Arabia on the Haj with the checkbook in hand. A meeting of the
parties then approved a new account, only for MSHIAHSSP funds, with two
signatures, neither of which was the Minister's.

Within the Afghan Interim Government (AIG), the Ministry of Public
Health's financial system involved a commingled process of recording cash
received from multiple donors including MSH. other U.S. organizations,
international agencies, Sandi Arabia, and Japan. With the exception of significant
covert support for the government which continued at least until the end of 1991,
the Ministry was expected o account properly for these funis, and report
periodically to individual donors. However, despite many attempts 0 systemize
Ministry finances using a western approach to accounting, the AIG was adamant
about maintaining the current Afghanistan government system, which was
basically a simple cash system with little in the way of effective controls. In the
absence of adequate systems and controls within the Ministry itself, MSH was
forced to retain primary operational responsibility for accounting and reporting
for all bealth expenditures originating from the USAID gramt.

The MSH/Peshawar Financial Management Department developed an
accomting system that allowed line itemn budget measurement, as well as
reporting of historical unit cost statistics. This proved to be very useful to line
managess in understanding and controlling costs, as well as in planning foture
activiies within budget constraints. Monthly financial and individual advance
reports were published so that managers could monitor how actual results
compared to targets, and ensure that resouarces were being used according to plan.

MSH/Peshawar reported field expenditures by program component to
USAID/Afghanistan. The MSH/Boston home office received transactions from
the field and reprocessed them for Cooperative Agreement line item reports w0
A 1D /Washington.

Accounting and Internal Control of the Project: Internal cowtrol involves
protectmg assets from wminientional erors as well as from faud or theft
Therefore, anthorizing, executing, and recording transactions were carefully

performed, following established policies and proceduares. To protect assets, the
Finance Office had w cusare that

1. Transactions were caried oat within current policy and procedures;

2. The recording of tramsactions followed generally accepted accounting
practices;

3. Individoals wers held accountable in the process of asset Gansactions;
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4. Only anthorized individnals were involved with assets transactions; and
5. Frequent, unscheduled, compliance checks wers conducted.

The most critical area in terms of financial control was cash. Corporations
in the United States generally maintain strict internal controls on cash through
carcfully registered cash receipts, contradled check writing, complete files and
reviews of source documents, and designating individuals to handie cash. When
the Afghan project began, internal contols were rinimal, due to war and w0 lack
of strocture and organization in both Afghanistan and Pakistan. Souarce
documents were sent back to Pakistan o support payments inside Afghanistan.
Area management personnel submitted letters certifying that a lump sum of
money had been received. This source document was submitted to MSH under
the signature of the responsibie commander who received the funds for salaries
for health posts, clinics, and hospitals, and for transportation of medical supplies.
Ministry persoanel submitted signatures that counld be matched against personnel
records, maintained in the Field Operations Departim=nt.

The supervisory system within Pakistan tock some time to develop, and
controls were gradually introdoced. In 1988 a Monitoring Department was
established, and one of its responsibiitics was verification of erployee work
attendance inside Afghanistan. The monitoring reports could then be used as
supervisory coatrol for time and atteadence for salaries received.

The Fick2 Operations Departmeat independently created and was responsible
for the internal and external financial ~onirols ins field operations, using a pay
card with each employee’s number, pictre, signature, and location on the form.
Approvals came from the Supervisory Ceuncils and the Ministry. Finance was
not directly involved in the design of the system, except to make advance
payments and mouitor the documeatation provided.

In 1990, the Finencial Management Department in Peshawar reviewed the
internal control procedures from an andit perspective, based or: what are know
to the accounting profession as “Generzlly Accepted Accounting Principles.”
They determined that separation of duties, transaction control, and record keeping
needed refinement in Field Operations, which expended the bighest percent of
budget. In the summer of 1589, the Area Liaison Offices were requested by the
Finance Department ‘o provide individoal signatures for all salaries inside
Afghanistan. Since it takes coe year for the North -0 retum documentation from
inside Afghanistan, in the summer of 1990 the Finmance Office reccived
documentation for 1989, wiich was approximaiely 60 porcent complete. The
sabseqoent year a 90 percent docementation rat: was achieved.

Each year inprovements were made on transactions. However, in the case
of advances for construction and purchase of comrodities mside Afghanistan,
propes receints were difficult w obtain. The Area Liaison Offices argued that
Afghanistan didn"t fonction with trader ideniification on paperwork because of
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the war. Therefore, the Finance Department has had to rely on plain hand-written
paper (with no trader identification), or photographs of renovated buildings.

Prospects for Financial Management Development

Futnre trends in financial management development will aimost certainly
reflect and parallel, rather than precede, the tide of general Afghan management
style: traditional centralized patronage and ethnic loyalty concerns have long
been documented and remain at the core of Afghan expectations. While much of
the promising progress in reconstruction has resulted from effective local area
political keadership, it has not depended on democratic or openly egalitarian
information sharing and participation: political-milieary commanders, with
popalar support to overcome external threats, have taken charge m time-honored
tradition. If the Afghans elect to move towards an objective, output-aricated
decision process, then financial management processes may follow; if they retain
leader-centered, actocratic traditional approaches, then financial systems will be
similarly constitsted

Donor control was evident (if not always effective or dispositive) in the
cross-border era, but it is unlikely to be so in the future: the hundreds of miflions
of dollars from external sources were political investments in a geopolitical arena
that is now history. The money was not primarily for development, and the
modest sums likely to be forthcoming from the donor community will neither
dominate Afghan decision making nor require adoption of otherwise unpalatabie
financial management methods.

Several factors will favor local adoption of more output-oniented financial
management methods, including the advent of microcomputers and good
experiences with the power of information for management decision support, for
example with “SUSPLAN™ as discussed earlier, and with the ese of microcom-
puters to analyze the massive amount of field data in the health workers’
“Greenbooks.™

Local area leaders under the pressure of wartime scarcity adopted
microcomputers for resource management tasks almost as avidly as military
local commanders employed, and will continpe to employ. The ability to manage
information represents power in peace as well as in war. Local area leaders have
also experienced the potential that microcompuwters offer for information
reduction and organization for health planning (as discussed in Chapter S).

What remains unclear is the extent to which Afghans will see career
opportunities in public service-oriented financial management. Business men and
traders have always been. in their own self-interest, financial managers; there is
little tradition of public service financial management, and, without states or
centives, it will be hard to develop.



Figure 10-1: Operations mansgement. Thousands of health workers,
hundreds of facilities, millicns of doilars™ worth of supplies, and multiple
cooperating agencies made microcompaters essential.



Chapter 10

Managing Health Information

Paul Ickx
Introduction

One can appreciate the complexity of setting up and managing health
informatiion systems in a cross-border setting from the vignettes and discussions
in the preceding chapters. From the beginning of the project, tae team tried to
find satisfying answers to five basic questions.

» What was the population to be served by the planned health systems?
«  Which health problems did that population face?

- What health services were being offered?

- Dia the offered services cover the needs?

+ 'What was the chance of sustaining the present needed intervemtions?

A major concern was 1o establish baseline data, to estimate actual necds and
assess cfforts to meet them. From these efforts additional interventions would be
icentified. MIS were also needed 1o monitor project activities and expenditares,
in order to determine accountability, observe the project’s impact, assess the cost
of that impact, and evaluate the sustainability of the different interventions.

Expertise in using microcomputers quickly became one of the major assets
of the project in a setting where, at least in 1986, hardly any personnel with
computer skills were available. When Afghans picked wp advanced computer
skills on the job, they were often hired away by other agencies.
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The task of gathering data from multiple sources, and combining and
processing those data to obtain concise information on the multiple aspects
affected by the project, was substantial. But certainty in a situation where rumors
and myths were fostered for various reasons by different individuals, it was
extremely important to be able to have access io the best data available on short
notice and be able to extract the needed information in a form presentable to a
multicultural andience.

Population Data
Before 1978

Most countries have a census of some sort or close estimates of the total
population. Afghanistan has never had a complete census, and estimates of its
population have varied substantiaily. In the early 1970s, the Afghan Demographic
Studies (ADS) project suggested a low figure for the settled population of
slightly more than 10 million, which came as a surprise in Afghanistan, where
informal estimates ranged between 16 and 19 million.' Indeed, in the 1960s and
1970s, when budgets for development were calculated on the number of possible
beneficiaries, the population of the target regions for development programs was
routinely exaggerated

In 1978-79. the PDPA regime and the UN. undertook a complete census,
which was disrupted just after the precensus stage, since the spreading resistance
made most of the country inaccessible. However. the estimates published as the
Central Statistics Office (CSO) data were 6.5 percent higher than the projected
ADS data for 19792

Figures for different ethnic groups are subject to the same variation, not
least becanse of the changing definitions of groups used by different anthors.
Table 10-1 gives low and high estimates for some of the groups.*

The existence of a nomad population of an unknown size increases the
confusion. According to Janata, the UN. counted fewer than 500,000 nomads in
1978° However, in the same publication, R. Palwal says, “Most Western
nomadists who have studied nomadic pastoralists in Afghanistan have estimated
their number to be over 2 million.™

After 1978

The consequences of the war {external refugees, internal refugees, and war
caspalties) changed the total number of the in-country population, as well as its
ethnic composition and its settlement pattern. It took almost ten years before
different efforts 10 sort out the changes led t0 a consolidated picture.
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Table 10-1

Population by Ethnic Group
Group
Pashtu 4.800,000 {Janata) 7.000,000 (Snoy)
Tadpik 2.200,000 (Jentsch) 4.500,000  (Dupaigne)
Hazara 600,000 (Dupree) 1,500,00C  (Dupaigne)®
Uzbek 750,000 (Kuhn) 1360,000 (Weekes)
Aymaq 500.000 (Jentsch) 830,000  (Janata)
Turkmen 125,000 (Dupree) 400,000  (Janata)
Nuristani 66,000 (Weekes) 100,000 (Dupree)
Baluch 20000 (Gregorian) 207,000 (Weckes)
Pashai 10,000 (Klimburg) 100,000 (Wut:)

* Bernard Dupaigne, “Les peuples d’Afghanistan.” in Afghanistan: La colorisation
impossible (Paris: Editions du Cerf, 1984), p. 38.

® Dupaigne, p. 4. Mohammad Issa Gharjestani. a contemporary Hazara historian, does
mention different sources that cite three to four million Hazaras in Afghanistan. These
numbers seem too much out of hine with all other estimates to be considered.

In 1988, the numbers available in Peshawar were estimaies provided by the
UNHCR. They were based on the CSO data. UNHCR suboffice refugee
registration data, M. Sliwinski’s estimates. and interviews conducted by different
agencies.” (The data proposed by F. Hobbs were never widely distributed and
considered too high for the in-country population.)® Though very approximate,
they represented the first mationwide effort 10 re-establish a baseline for vital
statistics. These data were used m the first “Consolidated Report of the Office
of the United Nations Co-ordinator for Humanitarian and Economic Assistance
Programmes Relating to Afghanistan”™ (UNOCA, Operation Salaam). This
consolidation permitted the team to negotiate with the AHC the BHW and clinic
redistribution by province according to population.

In 1989, T. Eighmy adapted the 1973 estimates for refugees. war deaths,
and intemmal displacement. They permitted us to evaluate equity in disribution
of health resources of the AHSSP on the district level. After pablicatios: in 1990,
they were accepted as the most reliable baseline data on the district level for
planning m Afghanistan and were used for furthez program planning.

Eighmy divided the 1990 population of Afghanistan up as shown in Table
10-2, between areas under mujaheddin control (mostly rural). under PDPA
control (mostly urban). in Pakistan, and in Iran® At that date, the AHSSP was
supporting activities of its counterparts in 283 districts, a number that comes
close enough 10 the 279 Eighmy claimed to be under resistance control.
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The provinces neighboring Pakistan provided the greatest number of
refugees, who were assisted by numerous refugee aid programs (see Map 10-1).
Although many districts in these provinces were largely depopulated, cross-
border aid tended to be concentrated in these same provinces (see Map 10-2).
Given that 8S percent of all the Pakistan-based refugees belonged to one ethnic
group, ethnic tension and strife could be exacerbated by unbalanced distribution
of cross-border assistance among groups. Inequity in distribution of cross-border
resources, caused by lack of exact information, difficult logistics, and lack of
adequate monitoring systems, could be interpreted by those left out as intentional
discrimination. Sliwinski’s estimates of the distribution between refugees and
nonrefugees of the major ethnic groups show a dramatic change in the
importance of groups such as the Pashtu inside Afghanistan (Table 10-3).'°

Table 10-2
Distribution of Afghan Population in 1990

Dwelling place Estimated Number ol

Rural mujaheddin-controiled areas 8,004,235 279 districts

Urban PDPA-controlled areas 4358990 46 distncts
Refugees in Pakistan 3.271.580
Refugees in Iran 1,277.700

Table 10-3

Prewar and 1987 Ethnic Distribution

Ethnic Afghanistan ~ Refugees Afghanistan
Group 1979 1987 1987
Pashtu 39% 84.6% 13.1%
Tadjik 26% 6.0% 173%
Hazara 10% 01% 15.6%
Uzbek 10% 05% 15.4%
Turkmen 3% 0.1% 41%

Orber 2% 8.7% 145%
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Quantifying Health Needs
Early Assessments

Clinical impressions of the most important health problems led to an
overestimation of the importance of war-related injurics.”' Most agencies
working in Afghanistan tried to quantify health intervention needs based on
disease patterns extracted from patient visits. Freach doctors used discase
patterns from previous teams to assess pharmaceutical needs for new teams. The
SCA based the contents of its kits on an analysis of health problems recorded in
Greenbooks by Afghan health warkers. In Greenbooks, data on each patient visit
is recorded: patient identification with sex and age, date of visit, diagnoses. and
treatments. They also contain 2 monthly summary form for diagnoses and drug
coosumption. The representativeness of this data was questionable, but at least
genuine concern existed about matching needs with resources.

In 1986 the Coordination of Medical Committees (CMC) became a platform
of standardization for various cross-border health commitices. An attiemnpt was
made 10 compare patient visit records from different organizations. It proved
extremely difficult to try to match retrospectively diagnoses writien down by a
variety of personnel of different nationalities (Afghan, French, German, and
American). The CMC tackled the problem by developing standard defmitions for
different health problems and adapting the Greenbook format.

Ipitial Greenbook Analysis

The enormous rumber of Greenbooks (thousands) raised interest in
computerizing data ana’ysis. Somne chalienged the validity of the data, and ai the
same time the usefulress of the amalysis. Like all routine reporting, the
Greenbook was not always filled out as required. Some health workers would
keep it safely in Peshawar and fill it out on their return, from memory or scarce
notes. Others did not work and invented the whole thing when their resupply
time was doe. Even for those who filled out the Greenbooks at their duty station,
there was no certainty that all patients were recorded. The ability to screen
Greenbooks for reliability depended largely on the supporting agency’s capacity
for systematic monitoring inside Afghanistan. As we know from Chapter 4, oanly
the AHSSP and IMC had monitoring systems inside Afghanistan. Disagreement
over the most adequate database software further delayed computerization of the
Greenbook analysis.

In 1989, data from the first batch of Greenbooks from AHSSP-supported
BHWs were eniered using a menu-driven routine, formerly used elsewhere by
MSH. A 30 percent random sample was taken from Greenbooks coming from
10 provinces. of 13.712 patient visits between mid-1987 and earlv 1983, Two
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percent (with a low of 0 and a high of 5 percent) of the patients seen were under
five; seven percent (with a low of 1 and a high of 20 percent) of patients seen
were female. The diarrheal diseases cluster was recorded in an unclkear way,
while the ARI cluster suggested an appropriate difference in treatment of the
“common cold” and bronchitis. Drug use/prescribing was low (1.6 per visit).
Differences in prescription patierns between different parts of the country needed
more investigation, though BHWs seemed to prescribe more in regions where
mare drugs were available.

The same entry system was set up with CMC to enter Greenbooks of mid-
level and senior health workers, supported by member committees, while the
AHSSP entered several barches of Greenbooks of the BHWS.

Morbidity Patteras

The CMC amalysis (a 10 percent sample of 300,000 patient visits for the
period 1989-91) showed that respiratory system disorders (incloding all
respiratory-tract infections and asthma) and infectious and parasitic disease
{(including acute diarthea, dyseniery, malaria, and wberculosis) acoounted for 48
percent of all clinic visits.” In the Takhar household survey (HHS) the same
group of diseases acoounts for 66 percent'* Acute bronchitis, malaria, intestinal
parasites, aciute upper-respiratory-tract infection. acute diarthea, tonsillitis and
pharyngitis, conjunctivitis, and ppeumonta figure among the 10 most frequently
reported diseases. These data at least indicated where the focus for major health
interventions should be.

The HHS in Takhar also showed that children under five years of age and
women of childbearing age together made up more than 50 percent of the sick
in the two weeks prior to the interview (34 percent for the children and 23
percent for the women), while the children under five years accounted for more
than 50 percent of the deaths twelve months prior to the interview. Although the
results of the third sarvey are needed for the figures to be statistically valid. they
give an indication of the major target groups.

Assessing the Distribution of Health Resources

When the project started, an almost general consensus prevailed in Peshawar
that as far as health services and systems were concerned. nothing existed inside
Afghanistan. Possible reasons why this opinion went largely unchallenged for
many years are discussed in more detail in Chapter 4. One of the consequences
was that, with few exceptions, agencies tended to disregard efforts made by
others, and they implemented health services without considering what was
aiready in place. Chapter 2 explains how the initial planning teamn identified
“empty spots” for the AHSSP to fill in.
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Standardization of Health Personnel and Facifity Classification

Care was tak=n from the beginning to keep track of different levels and job
descriptions of health personnel, as is described in Chapter 4. Again CMC was
the first forum for discussions about health personnel classification, which started
in 1986. Standardized diagnosis and treatment schemes were developed for the
“mid-level health worker.” a category that included health workers with six o
eighteen months’ training. This categorization was taken over and modified by
the ACBAR health committee, and later by WHO. By 1990, standardized skill
checklists, case definitions, and treatrncats had been drawn up for the basic
health worker. the mid-level health worker, and the advanced mid-level health
worker.

The development of classification of health facilities followed a similar
pattern: from CMC through the ACBAR health committee to WHO, following
closely the classification used by the AHSSP and its counterparts. The final
classification used a set of conditions for each level, the most important of which
were the number and qualifications of the personnel. and the armay of services
that could be offered at the facility. Combined with the health workers™ skill
checklists, an acceptably accurate impression could be obtained of the type of
care provided at the different types of health centers.

Location of Services

Another challenge was (o obtain a compiete inventory of what services were
available, and where the facilities were located. CMC made a first atiempt o
compile such an inventory in 1987 but was reloectant w0 communicate health
center locations beyond the province level because of security reasons: if they
were made public, it was feared that the enemy would have an easier task of
seeking out the bealth centers and destroying them.'* By wid-1988 this
reboctance had diminished and ACBAR compiled a database, listing facilities by
district. In 1989, WHO tock over the health database and corrected the claimed
levels of facilities against the newly established standard levels. The WHO
database soon became the most comprehensive database on health located in
Peshawar: many agencies, for various reasoms reluctant 1o share the location of
their activities with other organizasions, provided their data regularly to WHO.

The validity of the data in the WHO database was questionable, however.
Besades the occastonal mtentional overreporting by some agencies, the lack of
adequate filing and data-processing procedures made it impossible for many
agencies to report regularly with up-to-date data. Oue of the major suppliers of
cross-bordes health resources ased o report funding more than 2,000 “projects.”
Only in 1992 did it suddealy report only about 1.400. For the first time since
1984, someone had apparentiy cleaned out their filing svstem and separated still-
active prejecs Tom project ihal had been obsolese for years.
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personnel thar were art least partialiy dependens on external support. In fact, no
indigenously sustained activities figured in the ACBAR database, since a
condition for inclusion i the database was an (external) input of at least 100,000
Pakistani rupees (about $4,000 per year). WHO included all facilites and
activiies reported by agencies i Peshawar, Quetta, and Kabul. Private
practitioners were excluded.

Proviacial Health Resources Sarvey

At the end of 1989, MSH and WHO decded w0 undertake 2 major
provincial health resources survey (PHRS). By combining the WHO data and the
expericnce and resourcefulaess of the MSH monitors, all provinces would be
surveyed to match the data in the WHO database with facilities and health
workers actually in the field.

Setting up and field testing the survey material took several months. One
problem was the inability of most monitors to read and write English: all survey
lists were designed in English, translated into Dari, reviewed and altered by the
monitors, retranslated into English, reviewed by WHO and MSH, and retransiat-
ed into Dari for testing. Meanwhile, a menu-driven data eotry and analysis
routine was being developed. On their return, the surveyors were debricfed as
ssual and the smveys were then translated. Several minor unclear points were
clarified after the first provinces were surveyed.

The mandalory evacuation interrupted for several months the further
development of the analysis routine. After the MSH team returned to Peshawar,
a ban on shipping program resources into Afghanistan interrupted finalization of
data collection for the 7 remaining provinces. When the ban was lifted, snow had
rendered many of the regions inaccessible.

The 22 provinces smrveyed at this time contained almost 80 percent of the
in-country Afghans. In these provinces, the original WHO listing was 382 clinics
and hospitals. Of these, 254 were found 10 be working, 27 temporarily closed for
resupply, and 101 not working definitively (Figure 10-2). An additional 161 that
were not listed in the WHO database were found (Figure 10-3). Some of these
bad been established after the printed lists were prepared for the mosators, and
others were operating independently of outside funding. For some provinces
(Wardak, Kapisa, Faryab, and Badakhshan) the WHO database seemed to be up-
to-date in that all listed facilities were actaally providing care. In other provinces,
Laghman for example, more than 60 percent of the listed facilities could not be
located.

Information about specific services provided also became ava lable, Only
16 percent of the facilities found claimed to have a laboratory. Of these, oaly 69
percent were in working condition for differemt reasons (Figure 104). The



Figure 10-2
Heslth Facilities in 22 Provinces
States of 382 facilities listed by WHO
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Figure 10-3
Health Facilities in 22 Provinces
Preliminary report (534 facilities surveyed)
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Figare 10-4
Laboratories in 22 Provinces
68 facilities out of 415 (16.4%)
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Greenbook turned out to be the most frequently used means of registering patient
visits (Figure 10-5).

The results also showed that, taking into account the total number of 543
facilities listed and found, only 4 provinces demonstrated a need for more health
facilities. If we count canly the active facilities, six provinces would be considered
underserved by the AHSSP criteria of ope facility per 30,000 people. This
calculation does not, of course, take into account the location of the facilities,
which determines their accessibility. Refining the analysis routine to the district
level would probably give a clearer view.

Assessing Needs Miet
Accessibility of Resources

A first condition for equity in the distribution of the health resources is that
the population should have easy access to the place where health services are
offered. Until 1989, any assessment of the equity of distribution of program
resources was difficult no reliable population data were available by district, nor
was there a comprehensive inventory of the bealth resources being delivered
cross-border. The rough provincial population estimates and the patchy lists of
health resources all pointed in the same direction: overemphasis on the eastern
provinces tn all cross-border aid. This imbalance is explained elsewhere m
greater detail.

The team transmitted the availabie information to its counterpart, but 0 no
avall. The only way to assure betier equity in distribution was to identify local
countexparts, since the Peshawar-based parties apparently lacked the influence to
establisiy health systems efficiently.

Another impediment to assessing equity of distribution was the habit of
reporting inputy, achievements, or relief efforts by province. As in many other
countries, Afghanistan’s provincial borders cut through existing social and
€CoNOMmIC entities, in an attempt of the central govemment to divide cohesive
local solidarity groups (e.g., Hazamjat incledes more than 20 districts and
sobdistricts of several provinces). The districts and subdistricts proved a more
reliable entity to work with. Regrouping districts according te their accessibility
from Peshawar and their dominant ethnic and political authority, the team came
up with six regions: the east, Nuristan, north and rortheast, central, south, and
west and southwest (see Maps 8-1, “Supply Regions in Afghanistan,” and 10-3,
“Ethnic Groups in Afghanistan™).

The detailed tracking of resources to their final beneficiaries by Field
Operations allowed for analysis of the cross-border expenditores for BHWS,
clinics, hospitals, MCH facilities, and administrative units by district. These cost
ceaters account for 76 percent of the programs expenditures (see Chanter 9). For
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the east, an average of $2.61 had been spent per person still in place. For the rest
of the country, that average was $1.42. If the cost centers that had not been
included were added, with the exception of the EPI component of the program,
the difference would have only increased (Figure 10-6).

The effort of the AHSSP 0 go against the natural flow of resources is
shown in Figure 10-7. The percentages of expenditures in the east and in the rest
of the couniry are compared with the percentage of the population still in
Afghanistan. The amount going to the east diminished by a proportion that would
have resulted in a rough equity in distribution by fiscal year 1991, using the
zones as defined. However, the mandatory evacuation of expatriate personnel and
the subsequent ban reversed the trend for 1991. It is intevesting to see how the
ban, invoked because of incidents mainly in some eastern districts, inflicted
greater losses on the uninvolved districts. Figure 10-8 shows in more detail the
variation among the different regions.

The fact thai program expenditures went 1o certain districts does not signify
by any means that equity in distribution existed within the district. The available
data did not allow us to match population settlement patterns of each district with
bealth worker/facility implantation, nor to assess the percentage of the population
of each district actually living within the catchment area of a health worker/
facility. Following the distribution of resources to the district level, combined
with tight monitoring (see Chapier 4), gave the team enough comfort to suppose
that resources were made available on a level where local community control
could prevent at least gross inequities.

Use of the Resources

The Greenbook analysis provided insights about the patient population seen
by the BHWs and facilities supported by the project. An early analysis of a
limited sample gave alarming indications of only 7 percent females and 2 percent
children ander £ve in the patient population of the BHWS. It pointed to little
overmedication and probably reasonable use Jf the therapeutic arsenal.

Analysis of five percent samples of larger numbers of Greenbooks produced
the results shown in Table 104 (page 253). Of the children under five years of
age, only one-third were female in all the samples. It is clear that women of
childbearing age, children under five, and females under five are not represented
as much as they should be. It is encouraging that refresher training did seem to
have some impact. as shown in the difference in the percentages for the BHWs
in 1988 and 1989.

The number of treatments per patient visit seems acceptable, but questions
can be mised whether prescriptions were noted every time drugs were actually
dispenscd. Hardly ever were the prescribed or dispensed quantities noted.



Figure 10-6
Fielded Facilities and BHW Expesditures
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Figure 10-7
Fielded Facilities and BHW Expeaditares
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Table 104
Greenbook Analysis Results

BHW BHW BHW oMC Clinics

1988 1989 1990 1990
Total Sample 4116 16,107 2431 15,000 6,803
% femaie 7% 15% 17% 30% 28%
% under fives 2% 7% 7% 15% 7%
% women 1545 yrs 13% 14% 15% 15%
% girls under five 24% 29% 38% 35%
# of treatnents/visit 1.¢ 15 15 1.8 19

An estimate of patient visits per month could alsc be made from the
Greenbook data. BHW's saw on average 11 patients a day. With a five-day work
week and a 44-week work year (when BHWs came for resupply, no one was
working at their sites). a BHW would see 2,420 patients per year for a cost of
roughly $1,200 per year. which equals $.50 per patient visit The BHWs of the
whole program would account for about 3,380,000 patient visits a year.

Facilities (C-2, C-3, H-1) saw an average of 24 patients a day. With a five-
day work week and a 52-week work year (in theory, the clinic always has one
health worker in place), a facility would see 6.240 patients per year at a cost of
$1.17 per patient visit. The facilities of the whole program would accoumt for
about 1,154,400 patient visits a year.

These figures are of course on the high side, since one can assume that doe
to the screening before entering the Greenbook data, only data from the “good”

books are entered, which would reflect activities of the more active BHWs and

Program Support

The use of microcomputers enabled the project to have updated information
at hand on many levels. At different moments, arguments were made o integrate
the different software used in Procurement, Field Operations, and Financial
Management into one local network. The physical environment and the limited
availability of scphisticated computer users made the team decide otherwise. The
dzsadvantages of tracking the same operations through different and physically
separate systems are obviouss more data entry work. data exchange via floppy
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disks, and maintenance of the same reference files in different systems. The
advantages in the Peshawar envirommneat included limiting computer viruses to
one station at s time, limiting the consequences of destroyed hard disks, and
enhancing comparability of data from the different systems, a useful cross-check.

For example, FM kept track of all cross-border expenditures through their
system. FO did the same, but in a separate system. Both systems focused on
different aspects of the same operations. The actual write-off of expenditures
cross-border is done in different ways and at different moments in both systems.
However, retrospective comparison for the fiscal year 1991 data obtained through
the two systems and corrected for known discrepancies showed a difference of
less than three percent, on a total of over three million dollars.

The interdependence and specific setup of the information systems of Field
Operations, Procurement, and Financial Management are discussed in Chapters
4, 8, and 9, respectively.

Mapping

Even when data are processed and converted into information, a major
challenge remains: to ransmit the information in a manner accessible to the user.
Coverage of target populations, geographic distribution of heslth services,
additional needs by district, and overlapping catchment areas are all difficult to
represent nationwide. One ends up with long and often cramped tables, with
accompanying notes. which are necessaniiy prmted in one language. After
experiencing the difficulty of transmitting available infornmation in a multilingeal
environment, the project was looking for better means.

In Peshawar, computcrized mapping was introduced by consultant Roger
Helms. The team was interested in computerized mapping if it could be done
with local computer talent, and if the maps could be printed on the available
laser printers. Maps are only useful as & management tool when they can be
easily reprodaced and distributed. Once adapted, the mapping capacity of the
project becamme an important and extremely useful tool in repocting and planning.

The most difficult part of the whole mapping operation was o find
coordinates for ail the localitics claimed to be inside Afghanistan. While a listing
of villages, compiled by the Afghan government in 1975,'S existed, these
listings were far from compiete. In addition, many localities existing in 1975 had
been deseried, destroyed. or renamed, and new ones had been created. Major
locafities would also have diffezent names i the different languages used m the
region. Finding about 60 percent of claamed localities on existing maps took a
major effort. The remnaining were extrapolated, based on distances from known
places or provided by different informants (BHWS, vaccinators. and monitors).
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Computer Issues

Given the complex and changing nature -)f the project most project support
software was developed or adapted from ext:iing noncommercial packages for
the project, as needed. Only Financial Manag ~waent started using a commezcial
package, which was never used to its full potential, since all necessary data were
not available. In a setting like the AHSSP, it is important to assess the readily
available local progrzmmming capacity, before building large program-specific
routines. As mentioned before, while Pakistan has very good computer
programmers, hardly any of them would like to work in Peshawar at the offered
benefits. If this is the case. the programmed routines should not exceed the
available programming skills. It also pays to invest in crash courses to update the
team members’ knowledge of the program’s software.

Since the cooperative agreement under which the project was run has been
amended many times, with increases in funding, and extension of the end-of-
project date, hardware used has been purchased at different moments. Going for
the best buy at each moment, the program ended up with a variety of computers,
with increasing capacity. In an environment like Peshawar, with unstable net
supply and frequent load shedding, lap-top computers with extensive battery
power are preferable to desk-tops. The money spent on a reasonable supply of
readily available spare parts is quickly recuperated. since ordering the parts at the
time they break down will cause computers to go unused for weeks. if not
months. For the same reason it pays to invest in in-house basic repamr capacity
for printers and computers.

When local computer skills are low, better results are obtained by assigning
people responsible for the computerized data management to each departinent,
rather than by isolating data management as a scparate program activity/
department. Then counterparts will understand much faster the link between
computer data and what they represent in reality and will work to keep the data
clean. A separate department should ideally function as a service departinent,
which it can do only if it has significantly higher computer skills than the

Another difficulty is the need to distribute manuals, papers, and parmphlets
in Arabic script. If a non-Lagin script is normally used in the host country, this
should be taken into acoount when selecting hardware and software.

Notes

1. T.H Eaghmy. “Afghanistan’s Population Inside and Out™ (Islamabad, Peshawar/Quetta:
Office of the A.ID. Represertative for Afghanistan Affawrs, May 1990, p. 2

2 T. H. Eagtrmy. “Change and Continuity: Documentation for Action and History.”
presentation at conference m honor of Lows Dupree (Peshawar. March 1990).

3. Eighmy, “Afghanistan’s Population Inside and Out™ 0. 2.
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ethnischen Gruppen Afgharnistans: F allstudien s Grapperidentitds wnd Inier gruppenbezie-
lungen, ed. E. Orywal (Wiesbaden: Reichert Verlag, 1986), pp. 18-56.

S. A Janata, “Afghanistan, the Ethnic Dimension,” in The Cultural Basis of Afghan
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(Geneva: UNHCR. June 1988). p. 63.
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Center for International Research, Japuary 1988).
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10. Marek Sliwmnski, “Evaluation des conséquences humaines, sociales, et écologiques de
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December 1987), Table V1.

11. My own experience in Balkh in 1985 is a good exampie. For months, members of the
team had the impression that the majority of the problems presented sere war-related.
After gong through outpatient and hospitalization records, we realized that all war-related
cases made up less than 6 percent of the total Infectious diseases (both gastrointestinal
and respiratory) made up a much larger part of the serious cases. The reasons for
overestimating the war-related injuries are obvious: they often pushed the team o the
exient of its limited surgical skills, and afthough they made up only 6 percent of the total
number of cases, much more of the team’s toval working ume was devoted W the wat-
related cases.

12. This paragraph is taken from Jonathan D. Quick’s report to the team of December
1988. Dr. Quick coded health probiems and treatments, streamlined the data entry routine,
and installed the routine in CMC while he was a member of the team in 1589-90.

13. I. Paulsen and A. Wali, “Disease in Rural Afghanistan: Greenbook Data Analysis™
(Peshawar: CMC, 1991). p. 2.

14. Youssef Tawfik, Omar Bahaand, and Bedshah Saleh. “Demographic and Heakh
Household Sarvey in Afghaaistan: Takhar Province™ (Boston: Management Sciences for
Health, AHSSP, March 1992), Tabie 9.

15. This belief shows a gross underestimation of the sophisticated mtelligence network
to which the Kabol government had access. When 2 team of MSF in 1984 started out for
Balkh from Peshawar. it was delayed for several weeks by fighting on the way and snow
in the Hindu Kush. The Kabal government’s amry had meanwhile temporarily occupied
the valley where ihe hospital was Jocated. Unaware of the unexpected deiays of the team.
Kabal woops were harassing the local population for the whereabouts of the “French
doctors,” identifying each one of them with their Afghan pseudonym. Locating health
facilities on the district Jevel woukd hardly have required any more mformation than that
already available 1o the Kabul govermnent.

16. “A Provisional Gazetieer of Afghamistan.™ Afghan Demographic Stodies (Kabul:
Prame Mmistry, Central Statistics Office, 1575}
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Diversity and Complexity of Afghan Society

Language. religion. sect. dwelling place. tribe, descent, poliiical party: each
of these factars is the basis for the formation of social networks in Afghanistan.
A network is “a relevart series of linkages existing berween individuals which
may form a basis for the mobilization of people for specific purposes, under
specific conditions.”* Solxdarity between individuals will differ according to the
purposes of the task undertaken.

Ethnicity, as the reciprocal process whereby individuals define themselves
as belonging to a group. distinct from surrounding groups, and whereby they are
defined and treated as a distinct entity by these suarounding groups, is complex.
It is probably more complex in Afghanistan than elsewhere, since none of the
major languages contains a term for ethnicity. Multiple dichotomous terms exist,
defining “wefthey™ distinctions. These names and labels tend to be highly
ambignous and flexible, their use being adapted to the sivmation and the
{supposed) idenaty of the persons confronted.

A single individual will speak a mother tongue (zaban), belong w0 a mazhab
or religious sect (Sunni. Imami. Ismaili). have preferential ties with certain
spiritual leaders (tariga), come from a certain place (wazan), belong to a tribal
group or not (tribalism), kave a descent group (gawm), and belong to a political
party. Because of the varying relative importance of all these identifiers in place
and time, multiple layers of meaning pervade most social relations.

“Official” ethnic identity, as written on identity cards or passes. reflects the
notion of this identity held by the one who wroke the pass (taskirg) rather than
the seif-definition of an Afghan® Afghans, whether they adhere w0 Western
ideologies or are “Islamist,” also regard any reference to the diversity of the
Afghan population as “shamefal™ or “dangerous.” Many Afghans will be annoyed
when one refers to it. Howevex, recent eveats in Europe indicate the danger of
denying the existing diversity in populations.

The term “Afghan™ itself varies in significance according to its user and the
person addressed. All citizens of the country will refexr to themselves as Afghan
in speaking with foreigners. However. used between citizens of Afghanistan, it
will designate those whose mother torgue is Pashtu. And within the Pasivtn
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group, some will consider themselves more Afghan than others, depending on the
strict observance of their tribal code. (For example, Ishaqzai Durrani Pashtu will
call neighboring Ghilzai Pashtu parsiwan, meaning Persian speakers.)

Language (zaban)

While Dani (a form of Persian) is the major language throughout the
country. many others are spoken. Darn itself is spoken in many dizlects, and one
can easily distinguish Dari speakers from different parts of the country. Pashtu
was the other official language before the war. Most male Afghans speak one or
both of these besides their own mother tongue. Females, however, often speak
oaly their own language. which might be Uzbek, Turkmen. Baluch, Pashai, or
any of the 20 other languages used in the family circle by different groups.

Scholars have tried to trace the onigins of the different groups. often based
on language. Afghanistan has, however, always been a crossroads, between
central Asia and the subcontinent, as well as between the Middle East and Far
East. Probably no group can claim “purity™ on other than mythical grounds.

Religion

Islam is the major binding force of all groups in Afghanistan. Certainly,
during the conflict. it was the common motivator against the “un-Islamic”
govemment and the Soviets. But different sects (mazhab; exist. The majority of
the Afghans are Sunnis of the Hanafi school. Of some 20 percent who are
Shi'ites, the majority are Jaffari Shi’ites, and a minority Ismaili.

Village mullahs may be barely educated people, yet they play an important
social rode. The wlema (comprising gazi, maulana, mawlawi) tend 1o have had
education in foreign religious centers (Al Azhar in Egypt for the Sunnis, Qom
in Iran, or Najaf in Irag for the Shi’ites). Sayyeds, claiming patrilinear descent
from the Propbet, are found in both Sunni and Shi'ite communities and form a
well-respected caste.

Pir (also called ruhani. sheikh, eshan) are spixitual leaders on a more Jocal
level Identifying personal relations and alliances between clients of the same pir
1s one way to approach the vast, informal networks of the different sects. The
Sufi tarigas (sects) are a more formalized version of these networks.
distriboted throughout Afghanistan. Challenged as un-Isiamic by the former
official state clerics and some fundamentalist ulema, they contain many ulema
who are leaders of local groups in the north. Two of the seven leaders
Peshawar are revered as pir and son of the pir. of a branch of the Qaderiyva
(Gaykani) and the Nagshbandiyya (Mojadidi). respectively.
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Settlement

A big gap exists between cities and countryside, as is ofien the case in
Third World countries. In rural Afghanistan, people live from agriculture and
livestock. Sedentary fanmers, seminomads, and nomads compete for the same or
adjacent land and pastures.

Many of the noatribal. non-Pashtu refer to themselves with a place name
{e.g.. Shamali, Anderabi, Panjsheri). Waran, ofter translated as fatherland, also
refers to the specific region in Afghanistan that one comes from.

Displacernent is not a recent phenomenon. In the late nineteenth centixy,
King Abdurrahman forcefully displaced dissident Pashtu clans to northern
Afghanistan, So did Nader Shah in we 1930s. Zaher Shah displaced Pashtu to
prorthern Afghanistan under development schemes, according them newly
irrigated land, often to the detriment of resident non-Pashtu peasants. Uzbek and
Turkomans distinguish among their own people the groups that lived in
Afghanistan before the Russian conquests in the nineteenth century, the groups
that fled the tsarist conquerors, and the groups that fled the Red Army in the
1920s and 30s. Since 1979, nahajerin are also the refugees who fled from the

plains to the cities or the mountains, and the refugees who fled to Iran and
Pakistan,

Tribalism and Descent

Tw> whole of rural Afghan socicty is often called “tribal.” Buat Shabrani
remarks, “Tribal ideology as a scgmentary system organizing various levels of
social groupings predominates only among the Pashin and some nomadic
segments of non-Pashtu groups such as Turkmen, Baluch, and Kirghiz, and the
sedentary Nuristani. . . . agnatic descent principles may play a significant role in
organizing socioeconomic ties in many other groups, but they are not Iribally
organized.™

Most refugees in Peshawar belong o the major tribally organized group, the
Pashtu. They are the common Afghan reference for the large majority of
Westemners interested in Afghanistan for the last ten years,

Qawm refers most often to a descent group, which can be as large as a tribe
or as small as a hamlet group. It also describes any group of people with
solidarity ties that come close 10 ihose of a descent group.

Social and Ethnic Identity
The central government has done as much as possible 0 creais a nation omt

of this diversity. Since Abdmraliman, all governments have tried 10 use Islam.
the common Sencininaor for ai Afghans. as a national megrative stracture.
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‘Whenever they have failed to do so, they have been promptly ousted (like King
Amanullah). Popular support requires at least an appearance of devotion to
Istamic valves.

A middle class, largely urban and directly or indirectly employed by the
central government, has taken the Afghan nation as its reference point. For some
of the middle class, Western rationalism replaced Islam as a frame of reference
for the development of Afghanistan. Under pressure from them, the government
legalized political parties in 1964, thus recognizing a new referent in social
identity, hezb. The fact that young adult members of this middle class thrived in
both the Kabul comnunist bureancracy and the Peshawar resistance bureaucracy
at least partly explains the strong emphasis on one’s political party in Kabul as
well in Peshawar.

Politics and Development

The diversity of solidarity networks means that those involved in
development efforts must tread cautiously. What is acceptable in one setting is
not in another; what readily works in one group is not necessarily ransposable
to another. One is bound 0 make mistakes in using tertas like Pashto, Tadjik,
and Uzbek as categorical and unchanging classifications. The idiom used to
explain social cooperation and alignment in a certain sifuation is always one of
many, believed to be the most suitable for the particular sitaation.

The guestion of political authority is even more difficult to approach. Pashtu
have dominated ihe political scene m Afghanistan for the last 200 years. But
even the jirge, an instrument for implementing egalitarian acephalous authority,
is used by only a minority of the highly tribally organized Pashtu Moch more
frequently, a sort of democratic village ruler with delegated power is in place.
In other cases, a khan with hereditary power rules the villages.®

In order to assess the sustainability of (health) services, one must carefully
analyze the social network in which particular services are placed. Delivering
health services through one network, and expecting peopie to pay for them
through another network. for example, does not make sense.

The (inXamous term skura (“council™) has been largely abused by the
expatriate community. Probably incited by the establishment and the relative
success of tne Shura-c-Nezar in the north and northeast, some of the earfiest
Unit=d Nations reports on possible repatriation of Afghan refogees recommended
taking into account existing local or regional governments in Afghanistan whea
planning aid programs inside Afghanistan® Arxious for quick results, later
agencies conveniently forgot the adjective “existing™ and pushed local
communities to form ad hoc shuras or started making payments for the work of
shuras, which goes directly against shora wadition.”
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More impartant, dooors and implementers alike mistook shuras for
implementing agents, while thetr traditional function is deliberation of general
policy on a variety of topics by as large a public as possible in order to obtain
consensus (pot majority rule). When specific policies require impiementation. it
is delegated to specialists (¢.g., defense to military commitiees or commandess,
redistribution of water for irrigation to the mirab). Although shuras need to be
consuited for general agreement when planning projects, they should not be
looked to for actual management of projects. It is not surprising that many
projects undertaken through local shuras provoked frustration about perceived
Afghan incompetence, dishonesty, or lack of solidarity.

Notes

i. N. E. Whitten and A. W. Wolfe, "Network Analysis™ in Handbook of Social and
Cubwral Anthropology, ed. John Joseph Honigmann (Chicago: Rand McNalty Co.. 1973),
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2. Pierre Ceatlivres and Micheline Centlivres-Demont, “Pratiques quotidiennes et usages
polittques des termes ethniques dans 1°Afghanistan du Nord-Est™ in Le fait ethnique en
Iran et en Afghanistan, ed. Jean-Pierre Digard (Paris: Editions du Centre National de la
Recherche Scientifique, 1988), p. 239.
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Salary Scale

Clinical Staff
Position Base Experience Pay:

Salary Rupees™Mos/Yr1s
Experience

M.D. Doctor Specialist 427 150
MD. Doctor Genesalist 5457 100
Deatal Doctor (DM.D_, D.DS., e.) 5457 100
Lioctor Ass't (4 yrs Kabul training) 4387 75
Dental Doctor Ass’t (2-3 yrs Kabul training) 3317 75
Medical Studeat 5th class 4387 0
Medical Student 4th and 3rd class 2996 0
Medical Stadent 2nd and 1st class 1284 0
Pharmacist w/ degree and licensz (4 yrs training) 4387 75
Compounder/Pharmacy Technician (2 yrs 2956 75
traming)
Pharmacy Ass’t (1 yr or less training) 1712 0
Diploma Nurse (3 yrs training) 2996 75
Nurse Helper (18-24 mos training) 2354 0
Medical/Nursing/Technician/Health Worker 2140 0
(13-17 mos training)
Medical/Nursing/Technician/Health Worker 1926 ()}
(12 mos traiming)
Medical/Nursing/Technician/Health Worker 1712 0
{7-11 mos tramning)
Medical/Nursing/Technician/Health Worker 1284 0

(6 mos tramng)
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Position Base Experieace Pay:
Salary Rupees’Mos/Yrs
Experieace
Basic Health Worker (BHW)YMCH Ass™t 870 0
(3-5 mos training)
First Asder (i-2 nios training) 749 0
Dai (chinic workers only) 535
Denial Technician 2996 75
Dental Technician Ass't (1 yr or less training) 1926 0
X-ray Technician (2-3 yrs training) 2996 75
X-ray Technician (1 yr or less training) 1926 9
Lab Technician (2-3 yrs training) 2996 75
Lab Technician Ass’t (1 yr or less traiming) 1926 0
Malaria Technician (2-3 yTs training) 2675 0
Malaria Technician Ass’t (1 yr or less training) 1391 0
Blood Bank Ass’t Technician (1 yr or less 1926 0
traxng)
Anesthesia Technician (2-3 yrs training) 2996 75
Anesthesia Technician Ass't (1 yr or kess 1926 0
iming)
Roghiiapal/Sanitarian (2-3 yrs trzining) 2568 75
Orthopedic Technician (2-3 yrs training) 2996 75
Orthopedic Technician Ass’t Supv. 2140 0
(1 yr of less training)
Orthopedic Technician Ass™t (1 yr or less 1926 0
ming)
Immunization Trainer (2 yrs training) 3600 c
Vaccinator/Cold Cham Supervisor (non-M.D.) 3200 0
(1 yr traiping)
Cold Chain Techaician (1 yr ot less wraining) 2830 0
Yaccnalor (1 y1 or ress iraining) 1330 0
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Nonclinical Regional Staff

Position Base
Salary

Regional Health Officer 7106
Supervisor (with training. for multiple sites) 3424
Inspection Officer/Monitor 2140
Admintstrator Director (with training, for multiple sites) 2996
Regional Fiscal Manager (with trainmng, for multiple 2354
sites)
Administrator Ass’t (with training, for multiple sites) 1926
Account Officer (with training, for multiple sites) 2140
Regional Cashier (with training, for multiple sites) 2140
Logistics Officer (with training, for multiple sites) 2554
Procurement Officer (with traiming, for muliiple sites) 2140
Swrekeeper (with training, for multiple sites) 1926
Admunustrator Ass’t (without training. for single simj 1350
Junior Accountant (without training. for single site) 1500
Clerk (untrained) 1248
Procurement Officer (without training, for single site) 1500
Storekeeper Jumor (without training. for single site) 1100
Computer Operator 2354
Typist 1926
Driver 1200
Repasman 749
Cook 749
Peon 535
Watchman

S35




Glossary

currency

“committee,” used for the local defense commitices of the
mujaheddin. also for the foreign aid committees

religious dignitary

lit. “Persian speaker.” depending on the context, used to indicate
all non-Pashtu, all those whose mother tongue is Dari or Tadjik

disciples/clients of the same Sufi saint/leader; frequently used in
Shi’ite circles
political party

also called “twelver Shi’ites.”, since they recognize the twelfth
imam as the hidden imam
also called “sevener shi'ites.” since they recognize the seventh
imam as the hxdden imam

war

struggle against human weaknesses for the caase of Islam: in the
narrow sense, the armed conflict with unbelievers to defend the
dar-ul-Islam

local notable; equivalent of “sir”

locals, the mujheddin recruited from villages into the local
defense forces, often part-tiame or for limited periods
professionais, full-time mujaheddin. often part of the “mobile
groups” that organize major attacks on governmental strongholds
religious scholar

religions scholar

could be ranslated as “sect”™; used o differentiate between Shi‘a
and Sunni, as well as among the Hanafi, Hanbali, Maliki, and
Shafi'i schools of law within Sunnism
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“watermaster,” person in charge of distribution of water rights in
urigated areas

il cavili

he who engages in jihad (pl. mujaheddin)

leader of Sufi tariqa
lit. “veal™; the seclusion of women from public life

solidarity group; usually, but not always, linked to patrilinear
extended families: sometimes used for “tribe™

Judge
rehigious dignitaries

Islamic law

religions dignitary

dissident sect in Muslim religion, regarding Ali as the Prophet’s
rightful soccessor

assembly, council that decides on major issues
mainstream of the Muslim religion

u:rgan‘l |- » '

“path,” Sufi teaching, Sufi brotherhood

plural of ’alim, religious scholar

integrist school of thought in Sunni Islam, adhering to the Hanbali
law school; the official line in Sandi Arabia, fundamentalist and
integrist

homeland

language



Bibliography

ACBAR. Directory of Members. Peshawar, 1990.

Bifkin, Susan B., and Gill Walt. “Why Health Improves: The Issues concerning
Comprehensive Primary Health Care and Selective Primary Health Care.” Social
Sciences and Medicine, Vol. 23, No. 6, 1986.

Brann, A. W., Ir. “Perinatal Determinants of Maternal Health and Child
Survival.™ Geneva: WHO Collaborating Center in Perinatal and Health Services
Research in Maternal Child Health.

Buck, Alfred A. Health end Disease in Rural Afghanistan. Johns Hopkins
Monographs in International Health. Baltimore, MD: York Press, 1972

Centlivres, Pierre, and Micheline Ceatlivres-Demont. “Pratigques quotidiennes et
usages politiques des termes ethniques dans 1" Afghanistan du Nord-Est.” in Le
fait ethnique en Iran et en Afghanistan. E4. Jean-Pierre Digard. Panis: Editions
du Centre National de 1a Recherche Scientifique, 1988.

Cita, Kath'een R. “Report of a Vaccination Program in Nuristan.” 1987.

Couldrey, M., M. A. Mao, R. McGrath, R. Mounier, and M. 1. Shakir. “Paktika
Province Afghanistan: Report of the Pakiika Emergency Taskforce.”™ Report
prepared for the second UN/NGO Emergency Meeting on Pakiika. Peshawar,
August 1990.

Dupaigne, Bernard. “Les peaples d” Afghanistan,” in Afghanistan: La colonisation
impossible. Paris: Editions du Cerf, 1934,

Dupree, Louis. Afghanistan. Princeton: Princeton University Press, 1973.
Eighmy. T. H. “Afghanistan’s Population Inside and Out: Demographic Data for

Reconstruction and Planning. ™ Isiamabad/Peshawax/ Quetta: Office of the ALD.
Representative for Afghan Affarrs, May 1990.

———. “Change and Continuity: Documentation for Action and History.”
Presentation at conference m hoouae of Logis Dupree. Peshawar, March 1990.



268 Health Care in Muslim Asia

English, Richard. “Preliminary Report on Conditions Affecting the Repatriation
of Afghan Refugees.” Report prepared for the Operational Unit for Repatriation
to Afghanistan, United Nations High Commission for Refugees. Geneva. June
1988.

Ermacora, F. “Situation of Human Rights in Afghanistan.” Interim Report of the
Economic and Social Council. New York: United Nations, December 1985.

Fatimie. S. M. Amin, and Jonathan D. Quick, “Planning for Sustainability and
Health Impact: Observations from Rural Afghanistan.” Presentation at the
National Council for International Health Annual Meeting. Washington, DC, June
1990.

“A Field Swrvey of Health Needs, Practices and Resources in Rural
Afghanistan ™ Boston: Management Sciences for Health, 1975.

Fitzroy, Heary, André Briend, and Vincent Faveau, “Child Survival: Should the

Strategy Be Redesigned? Experience from Bangladesh.” Health Policy and
Planning, Vol. 5, No. 3, 1990.

Fulop, Tamas. and Milion [ Roemer. “Reviewing Health Manpower
Developreent.” WHO Public Health Papers, No. 83. Geneva. 1987.

“A Health Survey of Three Provinces of Afghanistan.” Boston: Management
Sciences for Health, 1977.

HMG Ministry of Health, Policy, Planning. Monitoring and Supervision Division,
and WHOQ. “1988 Data from Country Health Profile.” Kathmandu, Nepal, June
1988.

Hobbs, F. B. “Afghanistan, a Demographic Profile.” Staff Paper No. 34.
Washingion, DC: Center for International Research. January 1988,

Jacobson, Jodi L. “"The Status of Family Planning in Developing Countries,” in
Health Care of Wormen and Children in Developing Countries. Eds. Helea
Wallace and Kanii Giri. Oakland, CA: Third Party Publishing. 1990.

Janata, A. “Afghanistan: The Ethnic Dimension,” in The Cultwral Basis of
Afghan Nationalisrt. Eds. Ewan Anderson and Nancy Hatch Dupree. London:
Printers Publishers, 1990.

Kamrany. N. M. “Effects of the Soviet War upon the Afghan Ecoromy.” Los
Angeles University of Southern Califoraia, Depariment of Eccomics. 158S.



Bibliograpky 259
Kennedy, Paul. Planning for the 215t Century. New York: Random House, 1993.

Keusch, Gerald T.. Carla Wilson, and Richard A. Cash. “Is There Synergy
among the Interveations in the GOBI-FFF Programme?” in Child Health and
Survival: The UNICEF GOBI-FFF Program. Eds. Richard A. Cash, Gerald T.
Keusch, and Joel Lamstein. London: Croom Helm. 1984.

Krijgh, Ellen. “Health Status of Afghan Women and Children: An Assessment
of Trends in 10 Refugee Camps between Hangu and Thal, Northwest Frontier
Province. Pakistan.” Intermational Rescue Committee, 1987.

LeSar, John W., et aL “Recommended A.ID. Cross-border Humanitarian
Assistance Activities © Improve the Health of War-affected Afghans.™ Report
to the U.S. Agency for Intemational Development. January 10, 1986.

LeSar, John W.. and R. E. Johnson. “An Update and Recommended
Implementation Arrangements for ALD. Cross-border Health Assistance
Activities 0 Improve the Health of War-affected Afghans.™ Report to the U.S.
Agency for International Develomxment, June 10, 1986.

Maine. Deborah. et al. “Prevention of Matemal Deaths in Developing Countries:
Program Options and Practical Considerations.” Background paper prepared for
the Internaticnal Safe Motherhood Conference. Nairobi. February 10-13, 1987.

National Demographic and Family Guidance Survey of the Settied Population of
Afghanistan. Vols. 1 and 2. Buffalo, NY: State University of New York. 1975.

O’Connor, Ronald W_. ed. Managing Health Systems in Developing Areas:

Experiences from Afghanistan. Lexington Books. New York: D. C. Heath & Co.,
1980.

Orywal, Erwin, ed. Die ethnischen Gruppen Afghanistans: Fallstudien zu
Gruppenidentiiat und Inter gruppenteziehungen. Wieshaden: Dr. Ludwig Reichert
Verlag, 1986.

Palwal. R. “The Nomad's Situation: An Historical Contrast.” in The Cultwral
Basis of Afghan Nationalism. Eds. Ewan Anderson and Nancy Hatch Dupree.
London: Printers Publishers. 1990.

Paulsen, J.. and A. Wali, “Disease in Rural Afghanistan: Greenbook Data
Analysis.” Peshawar: Coordination of Medical Committees, 1991.



pgit) Heclth Care in Musiim Asia

“Planning Information for BHW Recruitment, Quarterly Planning Report, FY-91,
First Quarter.” Boston: Managememt Sciences for Health, September 1990.

“Planning Information for Health Facilities inside Afghanistzn.” Boston:
Management Sciences for Health, October 1990.

“Tlanning Sustainable Health Services in Afghanistan: An Approach.” Boston:
Management Sciences for Health, August 1989.

“Programme Assistance to Afghan Women and Children for Submission to the
Office of the Coordinator.” Geneva and New York: UNICEF. October 1988.

“A Provisional Gazetieer of Afghanistan.” Afghan Demographic Studies. Kabul:
Prime Ministry, Central Statistics Office, 1975.

Quick. Jonathan D. “Greenbook Analysis—Status of Analysis and Suggestions.”
Boston: Management Sciences for Health, December 19, 1988.

Shahrani. M. Nazif. “Marxist "Revolution’ and Islamic Resistance,” in
Revolutions and Rebellions in Afghanistan: Anthropological Perspectives. Eds.
M. Nazif Shahrani and Robert L. Canfield. Berkeley: Institute of International
Studies, University of California. 1984.

Sliwinski, Marek. “Evaluation des conséquences humaines, sociales, et
écologiques de Ia guerre en Afghanistan.” Preliminary report. Paris, December
1987.

Statistical Year Book of Indonesia. Jakarta: Biro Pusta Statistik, 1986.

Tapper. Richard. “Ethnicity and Class: Dimensions of a Conflict,” in Revolutions
and Rebeliions in Afghanistan: Anthropological Perspectives. Eds. M. Nazif
Shahrani and Robert L. Canfield. Berkeley: Institute of Intemnational Studies,
University of Califormiz. 1984.

Tawfik, Youssef. “Demographic and Health Houschold Survey in Afghanistan:
Wardak Province.” Bosion: Management Sciences for Health, March 1991.

Tawfik, Youssef, Omar Bahaand. and Bedshah Saleh. “Demographic and Health
Houschold Survey i Afghanistan: Takhar Province.” Boston: Management
Sciences for Health, Afghanistan Health Sector Support Project, March 1992,

United Nations Children’s Fund. “State of the World's Children.” New York,
1991,



Bibliography 2m1

United Natons Children’s Fund. “The World Summit for Children.” New York,
1990.

United Nations Fund for Population Activities. State of the World Population.
New York, 1991.

Uni:sd States Office of International Health. Syncrisis: The Dynamics of Health.
Vol. 2XIV: Afghanistan. Washington, DC. 1978,

Weinbaum. W. G. “Soviet Strategies. Afghan Refugees and Pakistan’s Society.”
in The Cultural Basis of Afghan Nationalism. Eds. Ewan Anderson and Nancy
Haxch Dupree. London: Printers Publishers. 1990.

Whitten. N. E.. and A. W. Wolfe. “Network Analysis,” in Handbook of Social

cnd Cultural Anmthropology. Ed. John Joseph Honigmann. Chicago: Rand
McNally Co.. 1973.

Warld Fertility Survey. 1985

Warld Health Organization. EPI-Update: Childhood Tuberculosis and BCG
Vaccine. Geneva, August 1989.

World Health Organization. “Emergency Relief and Rehabilitation for
Afghanistan: WHO Operational Document within the Secretary's General
Appeal.” Geneva: September 1. 1988,

Wald Health Organization. “Maternal Mortality Rates: A Tabuiation of
Available Information.” Geneva, 1986.



Index

ABC Value Analysis, 214
ACBAR. See Agency Coordinating
Body for Afghan Relief
Accounting, 228-230
Acute respiratory disease, 157-159
Administrative centers, 98
Afghan Demographic Studies (ADS)
project. 234
Afghan Family Guidance Association.
184
Afghan Interim Government (AIG).
16, 91, 108-109, 111, 118 124-125.
128-129, 133, 153, 170. 214, 229
Afghan Mustim Women's Organi-
zation University in Hyatabad, 179
Afghanistan Health Sector Suppert
Project (AHSSP), 51-52. 137, 167
Field Operations, 88, %4
fmances. 98-99, 217-218, 227,
249, 251
immunization, 141-142, 154
monntoring, 123-125, 239-241
planning, 109-111, 118, 143-145
policies, 76-79, 95, 150-152, i55.
157, 194, 235
traming, 133, 174, 178, 212
transport. 101-103
Afghanistan Vaccination and
Immunization Center (AVICEN),
143-144, 146, 151
Agency Coordinating Body for
Afghan Relief (ACBAR). 14. 16,
95-96, 118, 125, 241
Agency for International Development
(AID)), 20-21, 84
coordimnation, 16, 31. 65
fonding. 30. 34-36, 107-109. 229
policies, 40, 55. 91, %4, 129, 154,
165, 187, 200-201. 214
procurement. 194, 197
Aid, development, 12-16

Aide medicale intemnationale (AMI),
8. 142, 189. See also Private vol-
untrry organizations
AHSAs. See Area Health Service
Administrations
AHSSP. See Afghanistan Health
Sector Support Project
ALD. See Agency for International
Development
Alam, Assadullah, 88
Al Mohammed, 42
Alliance Health Committee (AHC),
30-31. 34-36, 38-39, 82, 95. 150
immunization, 144-145
training, 53, 58, 60
American Manufacturers® Export
Group (AMEG), 40
Area Development Committees, S0.
See also Supervisory Council of the
North
Area Health Committees, 4647, 50,
63. 71.72. 150
Area Health Service Administrations
(AHS As)
facilities, 92, 124, 216
finances. 218, 224
health care for women and
children, 167, 170-181, 173, 175,
180, 187

immunization program, 150,
153-154

planning for health services,
78-80, 98-100, 108-109, 111, 118,
125, 128-129, 133-135

ARL 158

Assessment, 67-70. 155-156, 246-253.
See also Evaluation of health pro-
grams, Testung

Bajwa. Mahmud. 42
Baikh. 4



Baluchistan, 11
Basic health center (BHC). 96
Basic health workers (BHWs), 160.
167
dais, 174-175
field assessments, 68-69
logistical support for, 55
monitoring. 89, 9193
patient population of, 249, 253
population ratio to, 133
salaries. 42, 94
staffing. 96
supplies, 40
training, 39. 46, 53-70, 78, 124,
130, 157-158, 172
British Afghan Aid. &
Budgeting. See Financial operations
Buzkashi. 13

CDD program, 158, 184
Certification. 67-70, 125
Chang. Len, 38, 42
Children.  development
program for, 163-188
Civilians, expanded medical care for,
3334
Commanders. role of, 5-7
Competency-based testing. 125
Comprehensive health center (CHC).
98

of health

Computers, 89. 91. 114-117. 196, 203,
211, 253-254. See also SUSPLAN
Congress. U.S.. 89
Contraceptives. 180-181, 187
Cooperation, principles for, 32
Coordination of Medical Committees
(CMC), 14, 16, 30, 36, 118, 123, 125,
128-129, 157, 239-240
Corruption in Peshawar, 82, 84
Cost-control measares, 139. See alse
Financial operations
Cross-border
ad committees, 7-8
bealth services, 78-81
imrnumzation. 142

Index

273

Dais (wraditional birth attendargs), 46,
47. 170. 173-178, 181, 185

Databases, 96, 107. 118, 125. 128,
241-242

Deaths, 24, 33, 141. See also
Mortality rates

Diarrheal disease, 157-159. 184

Doctors, 27-26, 67. 108, 130, 133. See
also Health personnel

Donors, 12-16, 31, 133, 219

Drug Inventory Control
(DICP). 196. 211

Package

Eaton, John. 71

Education
continuing, 64-67, 171
nutrition, 171
public, 24

Eighmy. T. 235

Emergency care, 33

EPI program. See Expanded
Programme of Immunization

Equipment. See Supplies

Ermacora Report. 24

Ethnic groups, 235-23€

European Coordination of Humani-
tarian Aid for Afghanistan, 8

Evaluation of health programs.
182-183. See aiso Assessment

Expanded Programme of immuniza-
ton (EPI), 44. 141, 145-150, 152-
153. 156. 158, 160, 184

Frpiry data planning, 201

Facilities
design for, 8788
placement criteria for, 95-96
Family planning services,
180-181. 185
Fatimie, Amin, 7
Female heslth worker training pro-
gramme, 176-180. See also Women
Field assessments, 68-69
Freld operanons, 50. 94-104
Field work, design for, 87-88

171,



274 Health Care in Muslim Asia

Financial operations, 47, 139, 217-232

First aiders. 27. 53, 124. See also
Health personnel

Fixed-point strategy. 143-150

Fertility rates. 166

“Fetwa of United Ulema of Afghani-
stan,” 163-164

Forecasting, 205-206

Freedom Medicine. 16

French agencies. See Private voluntary
organizations, French

Geography of Afghanistan, 2§

German Afghanistan Committee
(GAC). 8, 19, 26. 108

Ghazni Plain, 11-12

Good Laboratery Practice (GLP). 201

Good Manufacturing Practice (GMP),
201

Greenbooks. 123, 159, 175-180, 231.
239-240, 246-247, 249, 253

Health Committee of Central
Afghanistan (HCCA), 78-79, 137
Health Committee of Paktya and
Pakeyka Provinces. 79
Health care services for women and
children, 167-173
Health facilities. 129-134
basic categornies of. 124, 126-127
Health information., managing.
233-256
Health needs, quantifymg. 239-240
Health personnel, 70, 129-134,
212-216. See also Huaman resources
facility classification. 241
female training programme,
176-180
pharmaceutical. 196
staffing paiterns of, 96-99
standardization. 124-125. 241
Health program design. 22-23. 26-50
Health resources
assessing distribution of, 240-246
for Afghanistan, 27-29
database. 125178
survevs, 128-129

Health services in Afghanistan, 23-29
cross-border. 78-81
four phases of development,
136-137
interventions, 111-114
moenitoring systems, 81-94
organization in Afghanistan,
75-104
planning for, 105-140
principles for development of, 114
priontes. 111-114
pyramid, 134-138, 153, 169
utilization. 123-124
Helms, Roger. 254
Hezin-Islami Party, 14, 26, 38. 165
Hospital care option, 117
Hospitals, 8. 124, 134
Human resources, 27-29, 220-221. See
also Health personnel

Immunization, 34, 44, 141-162,
170-171. 184
AHSA develcpment of, 153-154
campaigns, 34
coordiration and lack of coordina

tion, 156-157
coverage, assessment of, 155-156
cross-barder, 142
fixed-point strategy. 149-150
programs, 44
protocol for, 151-152
standardized equipment. 152
strategies inside Afghanistan,
148-150

Indonesia, 130

Infant mortality rate, 23, 166

Information system for monitoring,
89. 91. 196

Infrastructure, developing a sustan-
abre. 46-50

Insttute of Public Health (IPH).
§8-61. 71-72. 179-180

In. Tnational aid. 75-77, 108

Intemmanional Committee of the Red
Cross. 7. 22

intemationai groups. rore of. 108



International Medical Corps (IMC),
American, 16, 26, 65. 100, 194,
201-202, 239

International Rescue Committee, 166,
174

Inter-services  Intelligence
Pakistani. §

Inventory control, 205-206, 211

IPPF, 184

Iran. 130

Islamic Coordination Committee, 12

Islamic Relief Agency, 14

Itabian Cooperation for Development,
159

Itihad-e-Islami-e-Mujaheddin
Afghanistan Party, 38

(IS1).

Jaghori, 2-3
Jamiat-e-Islami. 14, 26
Jan, Anff, 42

Johmson, Dick, 37

Kabul regime. 5. 184-185
KITPLUS, 196, 203
Kits, 202-204, 215-216
assembdly of. 208-2i1
rationalization of
214-215
Kuwait Rescuoe Committee, 26

contents,

Latif. Abdel. 159
Laumonier. Laurence. 37. 42
LeSar. Jack, 37

Logistics management, 189-216

Management. 94-104
development, 212
logistics, 189-216
training, 71-73, 146-148
Management Sciences for Health
accourting, 230
databases, 96
decision 1o undertake program.
36-37
field operations, 58
fnancia! maragement
5

~an
Ay

o a
P

Index

275

logistic support, 191, 215-216
procurerrent, 194, 200-202, 220,
224, 227-228
project development and evolution,
3743, 94, 187
project staifing, 220-221
survey, 242
training, 34, 65
Managers. identification
development of, 213-214
Manpower development. See Training
Mapping. 254
Masood, Mohammad. 56-58, 62. 69,
78
Maternal and Child Health Officers
(MCHOs). 70
Matemnal and child health (MCH)
savices, 178-182, 184-187
department, 62
facilities, 185
need for. 124
post, 96
programs, 158, 164, 169-175
referral and  supervision system,
i75-180
Measles. 141, 152
Médecins du monde (MDM), 26, 142,
189. See also Privaie voluntary
organizations
Médecins sans frontikres (MSF), 3.
26, 142, 189. See also Private vol-
untary organizations
Medical certification, 67-68
Medical logistics program, 3940
Medical supplies depots. 99
Mejia, Anibal, 38
Melmastya, 11
Mercy Corps Intemational, 16, 65,
194, 210
Mxd-level workers, 70, 124, 130, 179.
See also Health persommel
Ministry of Public Health (MOPH)
cross-border service, 78, 100
facilities. 92
finances, 47, 50, 218, 224, 220
immunization, 145-148,
153-154

and

150,



276 Health Care in Muslim Asia

staff, 62, 65, 68, 95, 157, 17,
18S, 214, 220
supplies, 206, 216
women’s health, 173, 175. 181
Mobile strategy, 148-149
Monitoring of health programs. 81-94.
182-183
Monitors, selection of, 88-89
Morbidity patterns, 123-124, 240
Mortality rates, 166, 168. See aiso
Deaths
Mujaheddin, 3. 12-13. 23, 31. 33-34,
39, 53, 88, 184

NCA, 142

Needs, assessing, 246-253

Nepal. 130

NGOs, 142, 157, 194, 201

Northwest Frontier Province (NWEP),
11

Nurses, 27-29. 67. See also Health
personnel

Nutrition education, 171

Oldham, Bill. 37
Operations research, 50
OTSUKA, 209

Packaging, 102
Panshir, 2
Paramedical training programs, 51-53
Personnel. See also Health personnel
local-hire, 43
systemn management. 99-101
Peshawar, 9. 11, 13-14, 17. 22
Pharmaceutical professionals, 196
Pharmaceuticals, 50, 200
Plannmg for health services, 105-140
Political parties, 29-30, 165
Populstion data. 123-124. 234-240
Prevention. focas on. 44-46. 141-162
Preventive Medicine Department
(PMD), 145-146, 148, 150
Preventive Medicine Programs.
150-161
Primaiv freaith care (PriC) services,
33.24, 96-99, 117-118

Private voluntary organizations
(PVOs), French, 19, 21-22, 91,
107-110, 118, 124, 133, 187
chinxcs, 25
coordination among. 33-31
managenial capacities. 29
personnel. 27
programs, 26-27. 47
immunization. 143
training, 35, 95-96, 133, 172

Procurement. 194-202

Procurement Service Agent (PSA).
224

Provincial Public Health Offxcers
(PPHO:). 136

Provincial Public Health Offices. 136

Provincial health resouwrces survey
(PHRS), 242-246

Purdah, 164-165. 186

PVOs. See Private voluntary
organizabons

Pyramidal health system (PHC). 96.
153

Quality control, 201

Recelving products, 206, 208

Refermal system (MCH). 175-180
Refresher traming, 66-67

Refugees, 8-9

Register, patient visit. See Greenbooks
Relief agency programs, 25-27
Reporting, 228-230

Resources. 246-249, 253

Rural Health Officers (RHOs). 70

Safe Motherhood Initiative. 169

Salary scales, 94-95

Sandi Red Crescent, 14

Save the Chiidren/U.X.. 174

Sayaf. 165

SCA. 239

Seven Party Alliance Committee. See
Alliance Health Committee (AHC)

Shura-e-Nazar (Supervisory Council

Scfrware. See Computers

BEST AVAILABLE COPY



Soviets, §. 23, 25, 27, 26. 47, 109-110

SSWA (Health Cornmittee of Southezn
and Southwestern Area), 78, 137

Staffing pesterns, 96-99

Stakeholders, 108-109

Storage of supplies, 206, 208

Supervision system (MCH). 175-180

Supervisory Couancil of the North
(SCNA). 50, 78, 103. 117. 136-138.
157, 173. 224

Supplies, medical,
189-212

Surveys. health resources, 128-129,
242

SUSPLAN. 110-111, 114-118, 123,
129-133, 139, 231. See also
Sustainability. planning for

Sustainability, planning for, 105-140,
110-111. See also SUSPLAN.

SWABAC, 124

Swedish Committce for Afghanistan,
7. 13, 14, 16, 19, 26, 27, 51, 65, 9S.
100, 108. 123, 189

85-87. 152,

Takhar household sunvev (HHS), 240
Talogan Hospital, 173-174
Tanzeem, 55
Tawfik, Linda. 45
Technicians planning assistance effort,
14,16
Testing. 67, 125. See also Assessment
Traditional buth attendants (TBAs),
34. 46, 57, 170, 173-179, 181, 185
Trainees, recruitment of, 54-55
Traming, 51-74
BHWs, 39
center, 58-62
continming education, 64-67
fanale health workers, 176-180
materials, 54
mid-level, 70
sites, 5%
Transportation
services for evacuation, 33

support for health programs, 27,

42, %4, 101103

Truze, rhilippe. i43

Index

Tuberculosis. 44. 159-160

UNICEF, 31, 4. 107. 143,
151-152, 154-156, 158-159
United Nations, 14, 24, 31, 108, 128,
157, 184, 234

United Nations High Commission for
Refugees (UNHCR). 22, 143, 174,
189, 235

University of Nebraska. 20

U.S. Agency for International Develop-
ment (USAID). 14, 16. 20, 35

U.S. Congress, 89

U.S. Treasury Department, 218, 221
Urgent care, 33

145.

Vaccinators, 145-148

Vaccine storage facilities (VSFs), 153,
157

VEN Classification Sysiems, 214

Volunteer Health Sister program
(VHSs), 175. 178, 181

Volunteers m Tecnaical Assistance
(VITA), 21

War casualties, 33

Warehousing  supplies, 194-197,
206-211

WHO. See Warld Health Organization
Women
health care of,
163-188, 245
health personnel. 28-29
health worker training programs.
70, 176-180
Kabal-based program, 163-185
Wold Health Organization (WHO),
124, 129, 158, 241
consultants, 152
database, 55-56. 130
gudelines. 44. 62, 68. 146, 156.
157, 175. 189
laboratory, 160
Peshawar, 107, 125. 128-129
smvey, 242
Taining cumiciumn. 65

4446, 124,

BEST AVAILABLE COPY



Biographical Sketches of Contributing Authors

Vimal Dias: Vimal Dias is the Senior Management Advisor for the Afghanistan
Health Sector Support Project. He is responsible for drug procurement,
warchouse management, and distribution of medical supplies for health systems
in Afghanistan. He is also responsible for developing the management capabili-
ties nf the personnel of national, regional. and provincial Afghan organizations.
He previously worked with MSH for eight years as a consultant in logistics and
in drug procurement and information systems, besides serving as a management
trainer. Mr. Dias worked as a management consultant for ten years in his native
Sri Lanka, where he designed systems for procurement, inventary control, and
demand analysis, and collaborated with the World Bank. Mr. Dias received his
M.S. in Industrial Engineering and Management from Columbia University and
his B.Tech. from Loughborough University in the U.K. He is bilingual in Sinhala
and English.

Sayed Mobhammad Amin Fatimie: Sayed Mohammad Amin Fatimie was
recruited by the Afghan National Liberation Front in 1987 to lead the training
division for the Alliance Health Committee (AHC). In this capacity, Dr. Fatimie
was responsible for working with the various political parties on establishing
high-volume primary health care training programs for mujaheddin who, after
completion of the basic course, would retum to their home districts to provide
community health services. When the AHC became the Ministry of Public
Health, the Training Center was renamed the Institute of Public Health, and Dr.
Fatimie was designated the Director General. Later. he was promoted to Deputy
Minister of Health. and became the First Deputy Minister of Health in Kabul m
May 1992. Dr. Fatimie was appointed the Minister of Health of Afghanistan m
May 1993. All the expatriates in Peshawar welcomed his appointment,
particulartv MSH, WHO. and UNICEF, the organizations that had the closest
experience with him. Dr. Fatimie received his M.D. from Nangahar Medical
Faculty and served as a general practitioner, health educator, and Deputy Director
of the Health Education Department until political problems forced his relocation
to Peshawar in 1982. There, he joined the ICRC Training Department and was
responsible for the ICRC Mujahideen First Aid Training program.

Mary Gasper: Mary Gasper is a health financing administrator with over twenty
years® experience in corporate finance, administration, systems troobleshooting
and revision, mplementation, and staff development. As Fiscal Officer for the
Afghanistan Health Sector Support Preject, Ms. Gasper processed and monitored
the project’s Afghanistan and Pakistan annual badgets for work on hospitals and
clinics. training, monitoring. and administration. She also provided technical
assistance 10 the Ministry of Public Health's financial staff and the MSH Finance
Office in islamabad. Ms. Gasper’s past emplovment has taken her to manv



Biographical Sketches of Comtributing Authors 279

comers of the globe, including Alaska, Saudi Arabia, and Mexico. She earned
a B.A. in Social Sciences and a B.S. in Accounting and Economics at Seattle

University and has also attended numerous specialized health care finance
COurses.

Peter Huff-Rousselle: Peter Huff-Rousselle is the Director of MSH’s Strength-
ening Health Services Program. Mr. Huff-Rousselle has worked with MSH since
its inception in 1971. Over the last twenty years he has served as Chief
Operating Officer, Director, Treasurer, Senior Fellow, Vice-President for Finance
and Administration, Chief Financial Officer, Director of the Management Infor-
mation Systems Program, and Senior Advisor. Mr. Huff-Rousselle has provided
technical assistance to the governments of numerous countries in information
systen. analysis and desigi  social marketing, alternative financing systems for
health care, and project des:In and evaluation. He has also held positions with
the MSH field projects, incl. ding roles as Senicr Management Advisor in the
Philippines, Project Director f.r the domestic family planning project with HEW,
and Management Advisor for MSH’s original field project in Korea. Before
joining MSH, Mr. Huff-Rousselle worked for the Ford Foundation in India,
carrying out research in health care program administration; helping the
govemnment to develop information systems; and teaching at the India Institute
of Management He eammed an MLS. m Management from the Sloan School of
Management at the Massachuseits Instinte of Technology and a BS. in

Mathemarics and Philosophy from the University of Montreal. He is fluent in
French.

Paul Ickx: Paul Ickx is the Child Survival/Discase Control Advisor for the
Afghanistan Health Sector Support Project. He is responsible for managing cross-
border programs in immunization, control of diarrheal disease, acute respiratory
infection, tuberculosis, and malaria. Dr. Ickx also manages the management
information systems for the project. He previously served as the project’s
Associate Medical Advisor. In that position, he was respousible for medical
procurement and the immunization component of the program. His past
experience inclodes working with Médecins sans frontitres in Afghanistan as
both the Mission Medical Director and a team leader for medical relief teams.
Paul earmed his MD. from the Katholieke Universiteit of Leuven in his native
Belgimm, as well as a diploma in tropical medicine and a post-gre duate certificate
in sexology and family sciences. He speaks Dutch. French, and English fluently
and has a working knowledge of Dari. Spanish. and German.

Richard Jobmsom: Richard Johnson has been the Training Advisor for the
Afghanistan Health Sector Support Project since 1986. He develops and
implements training programs for the project. Mr. Johnson developed the basic
heaith workers’ (BHW) training pian and cusmicuium. and be has set up BHW



280 Health Care in Muslim Asia

training camps and clinics and established a training center. He is also involved
in the project’s continuing education efforts and provides technical assistance to
Ministry of Public Health courses. Prior to joining MSH, Mr. Johnson worked
with UNICEF in Pakistan, the Medex Group at the University of Hawaii, and the
USAID Mission in Nepal. He eamed an MP.H. from UCLA and a BS. in
Nursing from the University of Utah. He has a working knowledge of Dari and
Urdu.

Laurence Lanmonier-Ickx: Laurence Laumonier-Ickx is the Medical/Field
Operations Officer for the Afghanistan Health Sector Support Project. She
coordinates the implementation and monitoring of different health facilities
(BHW posts, clinics, and hospitals) and health systems and evacuation systems
inside Afghanistan. During the last ten years, five of which were spent with
MSH, Laurence has been actively involved in implementing health facilities in
different parts of Resistance-held Afghanistan. As a practicing physician,
organizing and supervising medical training of local health workers on different
levels and advising local authorities on measures of public health, she has
gathered a profound knowledge about the feasibility of different systems of
bealth inside Afghanistan. Laurence earned her M.D. from the University of
Dijon and her M.Speciality in Gastroenterology from the University of Paris. She
is fluent in English and Farsi as well as in her naive French.

John W, LeSar: John LeSar, a public health physician. joined MSH in 1977 and
has served as an officer of MSH and in other management capacities. As
Director of the Development Office from its inception until 1989, his respoasi-
bilities included strategic planning and overseeing research and development
activities. As the former Director of MSH’s Maternal and Child Health Program,
Dr. LeSar was responsible for overseeing over $70 million in technical assistance
contracts, providing technical leadership to a staff of 55, and teaching senior
managers and graduate students about the planning and management of matamal
and perinatal health pregrams. Previously. as the Senior Advisor for Training and
Management to the Ministry of Health of Afghanistan for AJL.D."s Rural Health
Care Projyct, Dr. LeSar helped to develop a national traditional midwife
program, establish a regional training center for providers of rural health
services, and provide planning assistance to the Ministry of Public Health, A.ID.,
and UNICEF. After leaving Afghanistan, Dr. LeSar became Chief of the USAID
Bealth, Popelation, and Nutrition Office in India, where he served for three
years. On his return to MSH, Dr. LeSar served as Deputy Direcior of the
A.1D.-supported Technologies for Primary Health Care Project from 1983 io
1985. He has provided technical assistance to ministries of health thronghout
Asia and Africa. He is presently the District Administrator of Health Services in
District IV of the State of Florida. Dr. LeSar has taught at the University of
Hawaii Medical School. Pahievi Medical Schooi in iran. johns Hopkins

BEST AVAILABLE COPY



Biographical Sketches of Cortributing Authors 281

Univessity, and Tefts University Graduate School of Nuirition. He earned his

M.D. and B.S. from Ohio State University and his M.P.H. from Johns Hopkins
University.

Roaald 0’Coanor: Ronald O'Connur, the Chief Executive Officer of MSH, has
overseen MSH’s work with Afghanistan since 1973. He is a graduate of Yale,
the College of Physicians and Surgeons at Columbia University, Harvard, and the
Massachusetts Institute of Technology.

William Oldham: William Oldham, the Project Director of the Afghanistan
Health Sector Support Project in Peshawar, Pakistan, retired from A.LD. after
twenty years of service as a senior public health administrator. While at ALD.,
Dr. Oldham directed the Office of Health of USAID/Egypt; the Health,
Population, and Nutrition Office of the A.1.D. Near East Bureau; and the Health
and Family Planning Division of USAID/Nepal. He also spent ten years in the
public health and medical services divisions of USAID/Vietham. Dr. Oldham is
a board<certified urologic surgeon and was on tne faculty of George Washington
School of Medicine before joining ALD. H< received his M.P.H. from Johns
Hopkins University and his M.D. and B.S. in Chemistry from the University of
Louisville.

Jonathan D. Quick: Jonathan Quick is currenily the Health Care Planner/
Evaluator for MSH’s Kenya Health Care Fmancing Project. He assists the
Minisiry of Health in the refinement and implementation of its cost-sharing
program and in strategic planning for the health sector. He also collects and
analyzes data for monitoring and evaluating programs. Dr. Quick moved to
Kenya from Afghanistan, where he was the Health Services Development
Advisor, helping Afghan counterparts develop managerially, technically, and
financially sustainable health services. As the former Director of MSH’s Drug
Management Program, he oversaw all program activities, including program
development, long-term and short-term technical assistance and training in
pharmaceutical management, publications. and microcomputer applications. Dr.
Quick’s association with MSH began in 1978, when he carried out 2 joint
MSH/WHO stody of drug logistics in 8 countries. He received his M.D. and
M.S. in Preventive Medicine from the University of Rochester and his BA. in
Social Relations from Harvard University.

Linda Tawifik: Linda Tawfik is the Women's Heaith and Education Advisor for
the Afghanistan Health Sector Support Project. Previcusly, as Semior Staff
Associate for the project, she was responsible for establishing the Women's
Health Program and Health Education activities of the Ministry of Public Health
of the Afghanistan Interim Government and regional health services In the
Resistance-heid areas. Ms. Tawiik s eariier posigons at MSH inclede Coordinator
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for the A.1.D.-supported Tihar> Primary Health Care Project in North Yemen,
Deputy Coandinator for Latin America, and Staff Associate for the Maternal and
Child Health Program. Ms. Tawfik joined MSH after two years as 2a Management
Coasultant to the John Snow Public Health Group with the National Control of
Diarrheal Diseases Project in Egypt. She began her career as Executive Officer
of a Health Planning Unit for the National Department of Health in the Republic
of Ireland. She received her MLS. from the Harvard School of Public Health and
her B.A. from Brown University. She has a working knowledge of Spanish,
French, Farsi. and Arabic.
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About Management Sciences for Health

Management Sciences for Health (MSH) is a private, non-profit organization,
dedicated to closing the gap between what is known about public health
problems and what is done to solve them. Since its founding in 1971, MSH has
collaborated with health decision-makers throughout the developing world, in an
effort 10 improve the quality of health and population services and to make these
services available and affordabie for all

During its 22-year history, MSH has assisted public- and private-sector health
and population programs in over 70 countries in Africa, Asia, the Caribbean,
Tentral and Eastemn Europe. Latin America. the Near East, and the Pacific. MSH
has provided techmical assistance, conducted training, carmnied out applied
research, and developed systems for use in health program management. MSH
maintains a staff of 190 technical and management experts, who are based in the
Boston, Massachusetts headquarters, 23 field offices throughout the world, and
three project offices in Washington. D.C.

Although MSH’s initial focus was on establishing family planning programs
in developing countries as a means to improve matemal and child health, in later
years this focus was expanded to address other arcas of primary health care.
MSH concentrated on working with minisiries of health to integrate their health
services into comprehensive health care systems, and provided management
traiiing to senior health officials to improve the management of health programs
at the central level In the mid-1980s, organizational growth and increasing
specialization led to internal restructuring, as MSH created technical programs
to group staff and resowrces by areas of expertise. Six technical programs at
MSH provide a mechanism for MSH staff members to carry out short-term
assignments in their specialty areas: Population. Management Training, Drog
Management, Strengthening Health Services. Health Financing, and Management
Information Systems. Each of the Programs works with government agencies and
other orgapizations in developing countties to help bridge the gap in public
bealth management.



