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Dedication

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

to Dr. S. M. Amin Fatimie and Dr. Bill Okiham. whose examples crofirmed lO

tbaie prhileged to work with them that competence. coopernrion for the common
good. commitment and good judgement can make a difference in development.
even in the worst of times.
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Preface: The Importance of Development in
Afghanistan and the Moslem World

Why should the develqxnent community concern itself further with
Afghanistan where, despite the enormoos sums of money tbal have been spent.
cooflicl, political infighting and dismJer continue? Why not let the Afgham go
on with their squabble and turn 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 past World War I "settlement" led rapidly
back to global war, in start contrast to the catalytically constructive post Second
World War era in which Europe and Japan were stimubed to rebuild
themselves. Unfortunately, and ironically given the changes in the former Soviet
Union's external intereslS, the beginning of the last decade of the century does
not yet suggest that the lesson is being seriously applied to Afghanistan.

While aspirations for socia) justice motivate many individuals to proIIlO(e

development. immediate sdf-interest should also move the rest, and particularly
the more advancaged. In lOday's global environment of intadependence and
available desttuctive technology, some in the Moslem world (who see no realistic
prospect of pursuing a beaer life for their families through peaceful means) are
beginning to tum to tem:rism. Frmu'aIions and disencbanbnent among the young
are being expressed in !be bombing of airliners and buildings. At the same time,
the COOlmuoicatioos revolutioo ensures tbal nightly 1V images reinforce the
disparity between the haves and the have-nots.

The future of Afgbanistm remains an open question. For a small fIa:tion
of the .,~ sums spent 00 desttoctioo, the more a:lvantaged nalioos can. in their
own seif-intetest. be1p AfghamaJoog a path to reconstroe:rion Even though bitter
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political and military infighting may continue in some areas of Afghanistm. Jaage
regions of the country are demoosuating success in dealing locally and
effectively with development problems without waiting foc a narional political
settlemeoL

Paul Kennedy. in his analysis of global prospects for the next century.
observed the need fex- effective multinational support for development that can
channel national energies consttuetively.' During the recent war period in
Afghanistan. the sphere of health savices development has demonstrated one
platfocm of positive experience on which to build the~ of a be«er futwe.

Today's generation of Afghans will create a future fex- themselves which
wJl involve the larger world community in one way or another. With modest
Ie-:els of encouragement and finaocial support from the world community. tbe
Afg.lans can make their futw'e a constructive one, which in tID11 may help the
rest of us to concentrate 00 doing the same.

1. Kennedy, Paul. Planning fur :be Twenty-first Century. Random House. 1993.
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Introduction

AfgllanNan in Recent Times

Geography has made Afghanistan a crossroads throughout the history of land
travel. from me s,ice and silk routes.. to Alexander !he Great. Marco Polo. and
the spread of the Mlgbul empire to India. In the nineteenth c.eo:ury. Russia and
England saw themselves in me wgreat game" for central Asian hegemony 1bal
was played out on the middle ground of Afghanistan. As a crossroads in a high.
or.en beautiful. yet harsh land. Afghanistul ~ become the home of many
coltmal aod ethnic groups. with long histories of trade and conflict. bod1 internal
and e~ternal. commercial and cultural

Afgbanislan made overtures for Weslem military aod development assistance
after World War II. bullhe nation was receding from WesIenl anention as Asian
trade anci 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 Zahir Shah at Kabul Airport in the Iale
195Os, where the presidential plane "'Columbine" in the background reflected the
last days of the sbort-bop. propeUer-driveo ComaellatiOllS. The Boemg 7m would
soon eJiminat.e die need for a refueling st~ between IstanOOl or TeheJao and
south Asia.

Internally. tribal. ethnic. and commen;ial rivalries continued to dorr.inale daily
life. ExternaDy. the cold war crysraDized Soviet concerns for border spheres of
inflnence and began to rekindle Western nervousness over ..vital" interests: what
if the Soviets walked through Afg!lalmtm and Baluctmlan to create unfettered
access to warm-water pons?

Development mues beg:m to emerge as proxies for po~ influence: as
iJmnediale neighbln, the Soviets shored up border security with strong military
links. began to improve the Afghan road netwcrt ~ward from their border.
and increased trade through exchanging grain for Afghan natural gas. Europeans
favored trade and modest levels of cultural exchange, and the U.s.. to balaoce
Soviet "iSbility. opted for developing i.nfr.Nructure: additions til the road
network from the sooth and west.. irrigation. schools. air transport. and,
eventoaDy, health.



Hea1lh Care in Mulim Asia

The communist rakeover and Soviet invasion in 1979 set the stage COI'the
1aIest saambled alliance of Western and conservative Muslim stales; this time.
the West and the Arab world saw parallel interests in responding when the
communications re~utionput Afghanistan right in me center of world attention
OIl nightly lV. The Muslim world saw a godless takeover-. and the West saw
anotber case of supezpowex 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 widt their bare bands.
Aid became popllar. and resources f1Qwed 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 dollars of coven aid
flowing annually from the Persian Gulf staleS and the West. while humanitarian
assistance was but a side show. The experience illuminates the emerging struggle
for bea..'tb in a dynamic yet traditional Muslim environment on the southern face
of central Asia.

An appreciation of the ethnic palette of Muslim central Asia underlies an
understanding of much that hapoens there. Things happen (0£ do not happen) in
the Afghan context as a result of the etlmic diversity and group dynamics which
form the substtata of Afghan life. Multiple social networks serve different
~ and while healdt services may cross many of them. one cannot~e
that delivering services using one network i'i compatible widt paying fOl' them
using aoodler. A brief discussion of some of these cultural COOlplexities appears
in Appendix A. and detailed studies by Louis Dlqx'ee and others exist.1 The
impact of these inte'l'actions on health systems i'i the focus of this wort.

Finally. the war produced~y different etbnk migrntioo t3leS and refugee
popolatioos: while there has been no nwnerically dominant ethnic group. the
Pashtu. who have dominated Afghan political life fa the last century. fOlmed the
vast majority of the over three mill.ioo refugees. leaving other groups internally
in more prominent positions in the actual fighting and subsequent civil
administtation 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.
iliernn:hy.

Trends in Health Resources and Healtb Status

Afghanislan has Ioog topped the in1ernational listings of morbidity and
ma1ality fOl' numerical as well as alpbabetical reasons. While the available
figures may be imprecise. few would argue that Afghanistan ha-; long been a
difficult place in which to raise a healdty family.

The absence of structures to collect the common healdt statistics of births..
deaths. and illnesses Jed to spc:t surveys in the 196Os, soch ~ the piooeeri.Dg
efforts by Buck.2 Others followed in the 1970s..~ with a major national sample
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survey giving the first~ public estimaIes of Afghan demographics.· By
1991. the United Nations estimaIed that Afghanistan was experiencing the most
extreme conditions in each category. wilh the highest birth. death. infant
matality. and fenility I3leS in Asia.s

~CEF's annual State of the Worla~s Children report ranks counlries by
rates of mortality of children onder five. The list of 30 countries with the highest
Iat'::S is abbrevialed in Table 1-1 to include the 1st and every 5th country in the
top 30. Again, MgbaniSl3Jl led the list of the~ auvaIllaged in infant mortality.
life expectancy. and basic immunization. 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 cootroUed unnecessary and preventable causes of death.

This book win not try to refine these nwnbers but accepcs them ~ a rough
baseline to confinn that Afghan heallh JYOSPCClS were never good and that war
made them worse. It will describe the processes used through the war of the
1980s to deal witb the health issues underlying these indicators. when war and
civil disorder destroyed much of what previous effexts bad accomplished in
building access to heahh services for the Afghan people.

Table 1·1
Basic HeaItIIlDdicators (1988)

'..~ .... <s
Mar1dty hie

C-.IrIes

1. Afghani- 300 171 42 25
stan

5. Sierra 266 153 41 25
Leone

10. Niger 228 134 45 16

15. Rwanda 206 121 49 80

20. Yemen 190 115 51 29

25. Sudan 181 107 50 53

30. HlIiti 171 116 55 49

SorJrce: UNICEF. State of the World"s Children. 1991.
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TIM: Health Environment in Prewar Afghanistan

Prewar trends and actions in bealtb services are descnDed elsewbere.6 and
are only swnmarized here:

(I) With few alternatives. Afghans used noogovenunental sources for much
of 1beir health-seeking: haJims (lxal healers). dais (traditionai midwives).
medicine sellers. and slq>keepezs were the first line of approach once they
looIted Ix yond traditiooaJ remedies and outside the family circle. Sources of
health co ";lDlunieation were few: TV was unknown. radio largely unused,
scbools I rimitive. a.'ld lireracy low. TIle most aciive health eT..rept'""-neuI'S

were merchants and drug representatives: yel health wa$ a IDority. with rural
peq>Je spending scarce resources. often several percent of their annual
income. Tor drugs and trealmenL

(2) International assistance effOClS feD into two caregories: direct aid in
patient care and strengthening individual local clinics. supported by private
voluntary organizalioos (PVOs) at modest levels. and large-sc3le public
health and prevention programs for immunization. malaria control. water
supply. and (in the 19708) pimaIy bealth care through govenunent services.

(3} Tensions between centralized. hospital-orie:'ted curative care and more
deceutralized. commonity-cemered Jrinary care shifted as govmunent policy
makers tesfed. and began to appreciate. the l.imits of direct government
services and financing. Positive experiences with the porential of village dais
and basic health wod:ers. properly trained and supported.. fostered a greale:C
focus 00 creating coherent national policv guidelines and lac; on centralized
~ of services: community mobili1.ation and local initiative began to
emerge in health.

(4) Administrative refams, such as the promotion of essential and generic
drug use. began to make percepti.bIe changes in g<JYemfllelll~ to
health management, and eocouraged those who were inclined to see local
responsibility and management of services as more producth-e than central
control

Tbe War Period

W'1Ib the W3r. bealth services rapidly became limited to secure enclaves and
then 10 the cities aIooe. Many professional and govemment workers were at risk
in fa:ti<.'nal fighting amcng parties; doc1urs and health W'Ol't:C'S fled me country.
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widt a few escaping to rmal areas to wait out the SlrUggle widt relatives or to
wcrk with remtance groups. The war made progress in health services
development a remoIe prospect for the entire country.

Wby tty to promote development in such confusion? At the beginning.
ina::rcst grew from tbree motivatiooal camps which were often COOJpalibie and
reinforcing:

• ~ who fek it imperative 1(\ give ooncombattnts hope for a benet
future through evidence that the world remembered their plight. They
YdIlled to demoostrate 1hat COOIpassion for individuals and families
endures in the face of political and military cooflicts:

• the politicians who opposed a communist power grab. whose funds
exceeded thcir mililary needs and gave them enormous influence;

• the development wallabs. who believed !hal investments in training and
institutiooal deve1qllDenl can occur in the face of. and~ coofJict.

11m bocX describes practical attempCs to demooslrate tbal some meaningful
advancement in basic bealtb services can be poduced even in times of war and
social disorder.

1. Louis Dupee. Afghanistan (Priucetoo: Princeton Univerrity Press., 1973).
2. Alfied A. Buck.. Ht!t7bJa aNiD~~ in Rwrzl AfghmUslan.. Johns Hoptins Monographs
in Interoationa.l Health (Balt:iInoe, Md.: Yart Press, 1912.).
3. -Afield Survey of Health Needs., Practices md Resources in Rural Afghanistan..
(Bcstoo: Management Scieoces for Health, 1975); "A Health Sorvey of Three Provinces
of Afgbanjstan" (Boston: Management Sciea:es fur Health. 1911).
4.N~ Demographic aNi Family GtUdona SllrVey of the ~d POf"Ilaion of
Afghanistan. vol$. 1 aDd 2 (Buffalo, N.Y.: Stale University of New York. 1915).
5. United Nations Fund fer Popu1aIion Activities, Srou tftM World Popwlation, 1991.
6. Ronald W. o'Cooner, eli., Managing Heallk Systmu in ~Joping .V-:
~ from Afghonistan (New York: D. C. Heath. 1~).



Figure I-I: PV{)s in Peshawar. Dozens of pri'rate voluntary agencies
arooe to serve refugees who had fled tl'£ war in Afgh.ani..~.
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Chapter 1

From Working Alone to Working Together

Laurence LaulDOnier-Ickx, Paul Ickx, and
Ronald W. O'Connor

Vignette: Worling Inside under the Bombs

T~ air is still as the brightening dawn begins to warm the valley. People
stir. squatting in the sun to watch the hnrse and rider led up the hillside to the
mud house between the rods. Two women with a Ump child in arms make a
quick. exit to make room for the rider being carried into the huJ. 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 tJwdding of
helicopter glULShip rotorb1ades scatters the 'I,illagers into gullies and the shade
of the few trees left along the empry watercourse. The glUl.Ship tIU1IS up another
vaIley and the thudding dies away. The horse tied in front of the aid station
calms doWll. and people retW7l to their work.. No attack. today.

AppearQllCes deceive. A village is pulverized to rubble. with no sign of life.
'",;hile one in the next valley appears IUUOllched. A secOfld look. reveals that in the
oblilerated viUage, an early warning permitted everyone to escape with prized
belongings to refugee camps over ehe Pakistan border. In the village that looI:s
lllI1Ouehed. the child playing in r1Ie path has no fingers from picking up a toylike
bomb months earlier, and ther~ is TIl) water in the canals. which for ge~ations
reliably irrigated the land. OtJo.ers /ra'.e died ofdehydration and pneumonia, the
able men have been conscripted, and lumger is widespread.
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What Was Happening Inside?

CoofJieting views of what was flawening inside Afghanistan pezsisIed
throughout the post-invasion period. The outside1-'s view (often valuable f(X'
drumming up support) was dw the Soviet invasion and consistent war pressure
from Kabul bad reduced the country to rubble, creating a ~uum where sodal
structures. martet life, transport. education. and health services had been
eliminated over large areas, and creating the largest aoss-bordel' flow of !efugees
in our time.

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

In Panshir, 14 months after the Russian invasion. even while the vaDey
was ur.der sustai'1ed atlaCk. I could see that a vigorous life remained:
Local leaders were rallying the remaining populatioo 10 carry 00: !hey
were collecting taxes loca.!lr. scbools· f(X' both boys and girls were open;
a jail and judiciary system operated: a b"bo:ary was open; and within 3
days of our arrival the local P'cms1:.~ organization b1 repaired the r<d
and Door of the txxnb-damaged hospital. We started medical training with
17 male students. training fa' women in tbe villages. and, af.er 3 moolhs.
a vaccinaIion campaign in tl)c valley.

Eveil large areas, like Nuristan. col'ering 4 distIXts, or HazarajaJ. covering
about 40 distticts in 11 provinces. were virtually free of government garrisons
and were bothered only by aerial bombings.

VignettE: A Trip Ie Jaglwri

111 September /983, little poirJed to the presence ofan occupyit'lg force. T1u
!rip by pict-up from Quetta was p~e-ammged by the Jaghori Hazara trar.sport·
ers, and even an encounter wi./! a gUienunent tank. column on die Kabul·
KamJahar highway did little more than provoke sJwrt-L~ed neTVOIlS1U!SS. 11u
Tevoilltionory Islamic colDldl (sJuua} atHazarajal,formed in 1979, had creOle(
an alliance ofaU resistance parties in 9 prOl-'iJu:es and 39 dislricts. Fighting wa.
limited to the periphery ill the east and tlte north.

1M main bazaars prospered from tTCJde with Pakistan end Kablll. eveJ
liwugh 110 male between 15 and 40 wollld ve1ltiUe inJo the dlies,fearingforcibli
mroUment in the onrry. OccaswnaUy, the ba::aa:-s wollkl be targeted to
bombings, bill the resistance's i1llelligence SOIlTUS were IlSIlO1ly able to infonl
r~pt>prdatiOft a day ahead. O"ly O'I!:!!, frt'"fid-....irtlll!r wit!! O!l"! aNI !l half~er
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of S1IOW o. the grolUld. was 1M hospillJl ~cJlilted. Heavy SllCW prevenled t~
j& from finding tMir target; by IN t~ the wMlMr cleared, t~ had lost
inlerat in attacking.

TM govenwr of Jaghori, eluted by the sJuua, supervised rranspon and
bazaar prices and negoriated betweell dispMting parties and interest groups. He
wollld also jUJige and sentence criminals and government infiltrators. Taus (up

to~ on income and harvest) were levied, and every able man had to serve sU
MOnths in the rrwjaheddin forces, supported by his family. Schools for boys and
girls aisted, and in GIUljIU, one library even had a special women's section.

TM Itospilll1 if M~decins sans frontilres (MSF). leveled in 1981 by aerial
bombing. was rebuilt on the moJUUain slopes. awayfrompopJllatior. centers. just
in case it became a targer again. Patients ca.me from asfar tnVay as eleven days'
walking disrll1lce, and more than 400 chronic cases. most of them TB patients.
received regular follow-up care. Abolll 40% of all villDges ill Jaghori were
vaccinated fry December i983. Women made up more than 50% of all
oJUpatients and 85% of ali house visits for emergendes.

The fact that people were able to sun;i'Ve, and to mainltJin age-old social
stnlCtllTes. did not diminish the deprivation that was felt the hardest: a large
portion of the active male poplllation MoW unavailable, since Wy had been
drajted into the army. had become part ofarmed resistance groups. or had died.
In most places, life at the subsistence le....el could cominJle. since even before the
war the popuJati.O!l was laTgefy dependent on its own agriculJural produ£tion.
The only difference ill agriculture was that it was /'lOW taken over by women or
tire eldLrfy 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 stTuctlUes had broken do'ot-·n. in.5ecurit)· increased and
often led families to a fi1l31 decision to leave the co/l1llT'j.

A Mix of Conventional and GuerriUa Warfare

While a few places-tbe Paoshi£ Valley and the plains arwnd Kbost, western
Hera!. and Kandahar were the scenes of map coo..-entiooal offensives.. much
of the rest experienced sporadic guenilla anad: and response: outside map
cities. dispersed seulement pauems and lack of heavy equipotent on the side of
the~ precluded widespread. genernlized baltJes.

Many people were killed. many were bun.. and many more lost their dwelling
plates. but fighting was localized and episodic. E...-en ifmajor ::Jilitary operatioos
in...'Olving tanks. armaed personnel carriers. helicopters. and jets went 00 in 0I'e

valley for weeks, those working only 10 kilometers away as the crow flies could
feel quill: tranquiL being separated from the action by two moun:ain ridges.
~ were otten frustrated, since they could pass mOlllhs in an area without
seeing any aetioo.
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Majr danger came from~ bombings by jets and helicopterS of
suspected mujaheddin strongholds.~ raids OIl suspected caravans.
buUafly mines ckopped along suspected tJ:aiIs. and minefields left behind
government outposts. Reprisal banbings after ambushes by the resistance would
target the closest villages. The second dangel' was tile omnipresent AK.47~
rifle. til: Kalashnikov. which. in the bands of inexperienced and very young
users. often resul1e:d in wounding or tilling the user or bystanders.·

More thaD actual 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. Fanners could not use available land \IItIlch
created artificial shortages on the local martet.

Vignetu: Bazaar life in Balkh

In Balkh. after four months of intense fighling in early 1985. the valleys in
the northernfoothills were again under wwjaMddin control. The major bazaars.
normally held IDlJiI 1:00 p.m.. were systematically bombed in a pattern that
continv.edfor MOnths. As bomberfightersfrom Dushanbe would reach the bazoar
around 1I :()() and drop a load. the hours were shifted to 5:()() to 11:00 a.m.

A sr.all hospital. a 3D-minute walk from rhe bazaar. adapted its schedule to
finish consultations by 11 :00. when all hospitalized patients .,.,.ere r lnSported to

c~sflXprotection against air raids. Patimrs who were difficult to mo,,'e (e.g .•
with a brolcellfemur in traction) were lift permanently in the caves. Typically.
the sigfrJing (or mort often hearing) of recolllUlis.sance helicopters left enough
~ 10 evtJClItltt aU visitors. OutpatienIs were only permitted 10 come from a
nearby village in groups of20. to prevenJ croM-'ding on the hospital groJlllds. The
caws had limited space. and a hir with splimeT bombs would have had
disastroflS consequences.

Allholigh mJlCh respected fly the local population. apatriate health persOfIMi
wtre always accompanied by armed bodyguards. Several Commal'ders had beell
assassinated by young boys (lJ -12 years old) in dijferem bazoars. Since tJu
Kabul goveT1lmOlt would pay prizes for such activities. and the youngsren.
escaped tM scrutiny cf the many mJljaJreddin checkpoilUs, local aullwritie:.
feared that tlte foreigners might be targeted in a similar way.

Vignette: Reaetion to Rwrwn of Weapons Escalatioll

When word got out that ~ weayons had reached the area. bombinJ
in.creastd. Jets would circlt and draw fire. JUltiI the anIioircraft sittS wtr,
identified and taken out l1y the armored MIG-24s. Wh.."'ll all antiaircraft site
Wt!ft~SlTuyed,Soviet aircraft raided the volley. M-'ithflares protecting thonfror.
t.~f~' S'.uf(U~-!!H1ir missfles. Th..ry !;owned t.~ S!l!J"!!ct~ village "Vir" p.'rosp!to
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nu bomb.. and targeted all /onnLr antiaircraft sites and the hospital with
fragmouatioll bombs. Twelve wo~n and childrm died in thi! village. and SO~
20 mor~ whom 4 died soon aftu-trt seriously burned. Two 11Wjaheddin.
wert Iuut by shrapnel. TM hospital rookS~ fragments but SlI/ftrtd 1W dirtct
hit. For two days nobody evtn thought of coming to the hospital. since rumor
htzd it that it KW cUstroyed. which int>ilably left SO~ of the wounded without
lifesaving care. TM Mn~' WtapollJ,- mortars with incrtastd rangt, wtrt 1LSi',j

a few days lattr to destroy the li....ing quarttrs of Soviet tngineers and their
families in the Shebtrgan gas insta/lation.s.

T1Ile Role of tile C9IIlII13Ilders

The often confused enemal views of what w~ happening inside were in
large part a product of the clouded pen;eption in Peshawar of mujaheddin
"commaoders.~ By the end of 1979. many local rebellions had kicked out <r

confined to besieged garri<ioos the central government administration. Local
poweI: structures remained intact in man; places, however. and central
administtative activities had been largely limited to tax exlnlCtion. Traditional
rural leaders (Idona. khans. and tribal elders). who bad been targeted under
Daoud CIld the early communist regime ~ d:e piI:l.ln of medievalism and
backwardness. reemerged as the new references oi authority. A few survivors of
the aborted 1915lslamist coup gained much~' for propbetical foresight.

Military skills and firepower rapidly became the P.~tes for survival in
many~ of the coontIy. Faitb and dedicatioo to the eat...~ proved~ for
resistance. if backed by reasooabe firepower, which cooJd be obtained from the
Soviets and the Kabul regime through raids on garriSI."IIlS and trade. The
traditional IUr.I1 leaders would either lead 1Ie battle themsel~ <r delegate the
tR to others witb more mili1ary experience. Soon anybody at the bead of a
group of armed men, and DOt aligned to the Kabul government., became a
commandec.

Most refugee families in Pakistan de!egared at least one family member for
active fighting. Weapoos could be obtUned tbrougb the political parties. or
tbrrogb JIivileged re1atioos with the Pakistani Inler-Services Intelligen:e (lSI).
Weapons would be disanDuted tbrough various inteunediaties by the U.S. and the
Arabs, wiIh the Pakistmi lSI as the iDevi1abJe last intennediary. Any refugee
teeeiving a handful of fuearms also bel:3ue a COIUID3Dder.

Tbe "political map" of Afghanistm~ often coosttueted by linking 3I'l3

with abe political part)' thai bad provided the Iafest arms shipment., a.'Id therefore
it reflected a~ klWards the favoo:d cwnterparts ~ abe lSI. Local powec
stI uetures inside Afgbaoiuau were of1eo dWupced by small-time would-be kings
retmning from Peshawar widl a bandful 0( heavily armed men..
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From 1984 onwarm. three different types of commanders could b
distinguished:

• leaders of a group of armed men. extracting whatever was needed b:
whatever means from the Iocal population and passing caravans;

• leaders of large. more or less organized. fighting groups. which secutel

a forceful local peace by suppressing any opposition (governmental 0

other); and

• leaders of large. aganized fighting groups. providing military ~ty i
areas ur.derg~ civil administration.

No distinct dividing line existed between combatants and ooncombat?Jlt
many degrees of active military involvement existed:

• full-time resistance soldiers. called matlaki (professiorullsi or nizan
(solcJieis). organized in mobile groups (gruhe motaharek or gn:lle SlTj'jOT

u.qmJly anacking regime sIronghoids and coming closest to the COO'iel

tional picture of guer:rillas;

• pail-time resistance soldiers. called maha1li (locals) or molki (civiWl
forces). organized in comileh by valley. or by large village.. andmob~
for defense or for reinforcement of the full-time resistance during majl
operatioos; and

• anyone carrying weapons or in any other way assisting the first two 31

thus considered mujahed.

Likewise. auyooe providing medical care to the fighters was involved
jihad. For maoy COIDID3Ikkrs. the first rluty of a medic (wbether an MJ
speciaJi<it or a~ heald1 wcRer with three mootbs· training) was to deliv
care to the wOUDded fighlerS a1 the front. Caring for women and cbi.ldrec dyiJ
from~ and preveo£abJe~ came second.

The £roots were changeable in the early years and very poo:>us for the kx
residents whose land aOO villages were being foogbt over: though the Sov:
troops sIOOd out. Afghan DOOCOlIibalanlS--i.e.. anyone wiihoot 3 gun at t
moment and particuJady women.. children. and the elderly-could pass acroSl

front relatt\iely easily. To the RussiaJs;aIl Afgbans looted the same anyway..
the gow:mnem troop;. tbere Wl'Je few distinguishing cbaJ:acleristic amo
civi1iaDs to ttigger suspicion aOO for the tint few years, many cross-bon:
medical refemJs were made. E,,-en referrals from (illegal) expaUiaJes wortir.g
the rural areas~ accepted by OOctetfS wC!ting with the government in ,
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ci£ies. The elderly. women, and children were readily refened f~ more
sopbisticaIed care (in Ma23r. Kabul, Ghazoi, and Wardat). In a few cases.
govemmeot doctt:n would send patients bact to the same exparriates f~ care.
From 1984 onward. auempts to peoelIate the resistaoce pushed the regime to
baJ:ass patients crossing me line for infonnaIion when they came for care, and
so this early phase of humanitarian coIlaborarion tapered off.

Tile First Cross-border Aid Committees Arrive

In February 1980, a few moolbs after the Soviet invasion of December 1: 79,
rqnsenIatives from three Frencb private volunlary organizations (pVOs}-Aide
m6ficale intemarionale (A."dl), Medeci.ns du monde (MDM), and Medecins sans
frootiQ'es (MSF}-were in Peshawar. MSF tried to start refugee health assistance
in Peshawar but was rebuffed by the Pakistani governmenL Aaention was
refocused 00 the inside. CODtacts were made through different intennediaries, and
by June. all thr.:e French PV()g were providing medical assistance inside
Afghanislan.

Operations were completely illegal but tolerated by the goveT7llnDll of
Pakistan as long as a very low profile was preserved. Doctors and nJlTses
would enter Palcistan on one-month tourist visas, often smuggling medical
u[lIipmem in their luggage. Lodged by sympathizing expatriat~s. or in
hotels, they made COlltacts with the mujaheddins' representatives. Drugs
and medical supplies were ordered. and they were tr01lSpOned. scmetimes
bi! by bit on. rickshaws. to ftUljaheddin. safe houses, where they were
repackaged for transpon inside. None of the organizations had an. offiu
in Peshawar since it was too !:Cpensive for scme and impossible under
Pakistani law for all. Trips to the border generally started at dawn. with
tire women under burtas and the men disguised as Afghans. Detection at
one of the 11U!ltiple Pakistani checkpoints could jeopardi:e the whole
mission.

The Intematiooal Comminee of the Red Cross opened a hospital for Afgbao
war wounded in Pesbawar in 1981 and began a ooe-mooth first aid training
program for cross-bader wort. led by Dr. AmiD FaIimie, IaIer the head of the
IIb1itutc for Public Hea1lh.

In 1982, die Swedish Commiuee f(X' Afghaoistm became the first PVO with
an office in Pes!Jawar and started SlJIJIXMting eross-booler health workers from
its Pesbawar base. 0dIer European committees fun Belgium, Luxembourg.
Switzerland. aod HoIlaod began 10 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 European Coordinabon of HnmaniI3rian Aid for Afgbanisbn
bad become a forum for fundmising and poIiticallOOb!ing for 21 nalioos for
wid imide. Britisb Afghan Aid and the GemJan Afgbanistan Coouniuee opened
offices in Peshawar. The German group began a six- to nine-month training
program in Peshawar and opened a clinic in Afgbanistan.

By the end of l~. Soviet military pressure. particuJarly through air aIIaCks,
pressed the resistance to its limits at a time of minimal faeign interest and aid.
and made life in some rural areas unteMble. Se-."eI31 of the medical groups bad
to close down sites which they bad bad since the beginning of the war. Some.
like AMI. drew on their experience to start training mid-level health workers fe­
positions inside Afghanislan.

The F100d of Refugees Draws International AtteDtioo

The mix of conventional and guerrilla war in the early 199()s produceC
uneven and widesprea:l internal disruption ranging from price escalations.
shortages, and corruption as the major manifestations in some rural areas.. te
exlelkled bombardment and scorched earth in others. Large-scale refugee:
movements and !act. of direct experience in Afghanislan among external group!

created coofusioo about what was reaDy bappening inside. Anecdotes froo:
joumalists and coorageous workers who ventured inside on their own producec
many cooflicting stories and left observers in Peshawar to deal with wbomeve
came to band: commaoders who represented~ forces and increasinI
cM! conuol intema1ly. alongside tbase who repesented themselves well becaIN
they bad been educaled in the West, and who acted pimarily in their OWl

intaest in communicating with the growing body of expalriates in Pamtan.
After years of lobbying pressure strengthened by eyewitness testimony froo

European volunteers who bad worked inside. the US Congress voted for Afghal
aid in 1985. A large part of the aid provided by faeign agencies that wa:
already in place bad been to individuals, small commanders or health worker
who were located in the provinces situated close to the Pakistani bordeI'. Tber1
were two reasons for this. (See Map 1-1. HeGlth Facilities inside AfgbaniSl3O.)

First. aIoog the border. the tribal sttucture of the society bad not pennino
the emergence of a civil administration capable of m;maging a health sysleII

even at the disttict level. Second, because of~ access. anyooe could go \
Peshawar and ask for aid by crossing the urn Ian of border between Pakisla
and Afghanistan. In addition.

• The great majority of the Afghan refugees in Pakistan were coming froI
these provinces;
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• The majo."ily of the AfgbaD staff recruited in the aid agencies were from
tOOse povinces and. of course. were inclined to help direct aid 10 their
own area; and

• Eighty to ninety percent of the expllriates responsible f(X' bumanitariaD
programs f(X' Afgtanisaan bad never been in Afghanistan before or during
the war, !hey wae discovering Afghanistan throogh the Afghans they
could meet. mainly those coming from nearby provinces; they had very
few or no qJpOltUIlities to make contact widl Afghans coming from the
north. center, or west of Affbanistan.

Vignette: The Pes1uIwar Circus in tlu! Mid·1980s

It was the perfect backdrop for an Indiana Jones thriller: the rOUle of
Alacnder the Great and the MogluI/ ilrvasion. the Khyber pass. the farthest
outpost of lhe British Raj, the start of the Grand Trunk Road to Calcutta. the
great game f!)r hegemony in sOUlh Asia, and the U2 spy plane from Peshawar
shot down by a Russian missile. Tr.ere were veiled women and turbaned men
with big lTUlSIaChes and big guns; tents, horses. c~ls.dIIst. and LandCruisers;
the Nortirl'Jest Fro,..tier Provina Border. a tribal no man's land with S11Wgglus'
shops that were selling guns, refrigerators. drugs. a;uJ VCRs. There were
modern-day Flashman surrogates looking for exciremelll. Politicians woldd be
photographed for the folks at home with the supplies for hJunanitarian (and

other) causes. then squeeze offa few bursts on a Kalas1uUJ:ov ar.d fill/heir free
milltary transpon home with souvenirs. There were dozens ofvolunteer and PVQ
groups arriving to do good and/or do weU. And there was Dan Rather,focllSing
the U.s:s attention on the coTrjlicl each evening from behind enemy lines for
CBS-TV.

Shifting Intematiooal Pen:eptiom of the Refugees in Pnbawar

The~g v~ibility of the "menace just a;ross the borde('" bad crystll­
lized internatiooal auention and gave outsidels something to rally against. Large

, amounts of military and social aid were acdJorized. JBticulady by the U.S.
Coogres.\. and resouta'8 flowed freely above aod below the table, tJaDSfonning
the quietly colorful frontier town of Peshawar into a bustling center for enttepre­
neu:ial intrigues and 9;;3IllS.

The picture in Peshawar WCti compticated. The refugees were readily miNe.
articulate. and needy; it was easy for vi9ting Congressional delegations to see
and decide what sbou.Id be done: militay support for the resistance. some
hurnartiWian aid for the refugees, and perhaps some medica! :::are for :he



LEOEND
IIlt.rnotjollol bOfCl.,.

-- PfO"'''<:' 1I0''''''

HEALTH CENTER
COVERAGE (06/30/112)

,~

I to :lO.OOO poopl.
lot .0''"' It. C,nt,r

100.00 1 to 200.000

~O.OOI to lOO.Oro

flO "'01\'" C,nt,,,
In It., p,ovinct

"'I)" U\on "OO.(X)O

Low

11'91>

&I
IJ
~
~
EJ

R.tlo. upr...nt curunt numet.d
population hyln. Int14. M.II.nht.n,
dirid.d by lh. numb.r nf .CUYI Com­
pr.hen.I'II an4 Balte H.. lth C,"t.,.
Suwort.d by ll&A.......1 ........ for
"M1L1l.

o ~ 100 1"0 200-
, , I , J

Provinces of
AFGHANISTAN >l\~

~~
y.~

11>

;0,

~..

••• .-:'1 __ ••I.... ~_ 1__I..a_ .'_L__ ln'''''_

'EsrA~ BLECOI"



From Working Alone IQ Wortirtg Togdho l~

i\'OODded mujahtMin and civiIiaDs caught in the aossfite. Not SO easy though.
laid 1be eyewitnesses aDd 1V reporletS covering \he struggle of \he majority left
tlebiDd in Afghanislan.

Around Peshawar. three million refugees were received wilb cbatac.mstic
Muslim bmpitality in 1be largest eross-border influx of refugees in our time. The
Pakistanis bad to settle them among not-very·~OOS viIIagels who could
grow to resent the presence of outsiden. even brothers of the faith. who received
50 much attention. The refugees crocentr.Ued in the Northwest Frontier Province
(NWFP) and Baluchistan. with the majority living in camps that resemble smaIl.
pacted Afghan towns and villages more than the traditional tent-and-barbed-wire
image of "'refugee camp." Although Pakistan sheltered the single largest refugee
popuJation in tbe world for more than ten years. little friction emerged between
!be refugees and the indigenous population; no large-scale violent clashes
0CCW1ed. and the oo1y major' demoostrations against the refugee presence lOOt
place in Labore or Islamabad. led by people who bad pubably ne~ seen an
Afghan refugee except on television.

Louis Dupree saw four reasons for tJUs:2

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

(2) ODe of the major duties of the Pakhtunwaii is melmastya (giving shelter
and hospitality to anyone who requests it. a principle to be defended to
death);

(3) Eighty-five percent of the refugees were Pashtu. the same ethnic group
as the Pafuans in~ and

(4) The refugee situation was pot in the~ of the Pakistani miliwy.
v.-ilere decisions are not cbaIlenged. but executed.

Whole sections of the city metamorpbosed into refugee areas and Afghan
partisan enclaves. with lifelines of more, and political support. some seeming
to diffuse into the air. some actually reaching refugees near at haDd. and very
little reacbing lhe tbree-quarten of the Afghan people who remained inside as
refugees trying 10 preserve it dleir own country.

Vignette: T1u! CIumging SeeM on GIuwai PlDi1a:
'7he Best Development Assisttmce"

/nlhe plain ofGhazrJ in 1986. no one W'Ould travd try daylight in groups of
fIfOTe dian two people; helicopter patrols regarded bigger groups as enemies.
Can and trud.:s offthe ;nom. rood wer~ destroyed 0'1 sigJr.1..1f!Z1ryfi!itJs,formert)"
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irrigated and in 11M. were left lUltetuJed 0111 offear of helicopter gunships. Ye
a yMl' later. one coll1d easily travel 011 bicycle through tire ploin in brOOl.
daylight. Vehicles also circlllated openly. and many fields were back in use. 111.
only dl!cisive difference was the presence ofa few Stinger missiles. Delivered t4

commanders, tJury virtually removed 1M threat of helicopters.

Confusion Experieoced by Donors of Development Aid

Traditions of Afghan independence and an~ of cenual autbori~

combined to fragment the <qanizalioo of social services. The refugees iI!clode
prominent politicians, businessmen, intellectuals. professionals, religious group!

and. wi1hin these. both the commiued~ well as the opportunists ofevery stripe
With the foreign community ill-equipped by training or experience to differenti
ate among these groups. COD men and rip-off artists vied successfully wit
palriots and community interest groups in a free-for-all scramble for attention an
money. Emerging Peshawar-based political leaders often acted as if they wei

playing buzkaW, or a zero-smn game: They bad nod1ing to gain when SUCCt:SSfI
in-<:oontry organizaIioos and leaders docmneoted thal they cwld mate~
inside Afgbanislan and be supported directly. Bodl the weD-intentiooed and til
3lhenturezs from ouLme were often easy marb for some of the greaIest trade
in Asia.

In Peshawar. me JXiority was for action to meet the pressing needs of tOO!
in Afghanistm who were reacbabIe. Fa the front-line providers., life was simp
and often fulfilling: the recipients got something, there was wOOt for expatriatl
phiS a few Afghan refugees and .Patistanis, and some real needs were being JIl€

Perhaps a hundred organizations Sfr.Hlg up in Peshawar and a dozen in QoetI
sprouting signs. raising rents. and stimulating the local coostruetioo indusby
build boosing and offices. Operaling with resources from pri\'3le contributors ar
the intennediaries who were fronting for government agencies that were n
acc1JSlOIDed to or desiJ:ous of direct visibility. a Wtld West bazaar of foreil
assisranre shops went into modest business for tbemselves. LeB vi.sible •
often most important to the mujabeddin were the coolributioos of the Ar.
world, often made in casb and sent directly to the fighting groups m
Afgbanisun. 0peraIi00al details su;h as sWIing, training. procedures. 31

pricrities for resoun:e use and recipient attention were left to the disaetioo
those on the front tine.

The pioneering agencies were still doing whalever they knew best; tD
activities were as impor1ant f(X' demooslrntioos of coocem aboot and witness
the war ~ for their direct impact on the problems addiessed. By Ibis time
traDSition. their momentmn bad OOiIt constitueocies, don<r bases. staffs. budge
and appreciative recipienlS.. As 1argeF PVOS and intemaliooal orgaDizatic
arrived. !bey began to qoestioo !be raticcaJe for scaner-sbot actim by I
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piooeas in their search for ovezal1 stIalegy and policy. Refugee health and
<3Uahy care for the mojaberldin dominared me thinking or large donors. though
tile Swedish Committee f()£ Afgbanislan stood out for its continuing commitment
to avoiding the burgeooing Peshawar bureaucracy and supplying in-eounlIy, basic
beaItb senices direcdy.

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

Vignette: The Game ofBuzkashi

Buzkashi is a traditiOfUlI Afghan spon where horsemen gather on a hugefield
in two loosely arranged factions to contend for the hMdless carcass of a sheep
or goat. Men try to grab is from each other, hoist it aaoss their saddles or
secwe is under one leg, and break tNI.!lgh the melee of dozrns of int:Iepe1llk1ll
opponentS. R(Uing for a goal/in.e, they are piUsued and struck I"uh whips by the
other cOnJestanlS. Players wear heavy clothing and large boots for protection,
bill injuries and broken limbs are common. Tile object is possession of one
carcass which begins to disintegrate in the course of an afternoon's match.

The arrival of major inlernatiooal interest groups in Peshawar resembled the
game of buztasbi in some respects. The prospect of significant resources was
accompanied by the players who a:nd such events: interest groups who wanted
resources. bureaucrals who administer and justify them, politicians who claim
credit for obtaining them and adlieving results, and teebnicians who apply them
in -ratiooal- ways f()£ the pursuit of doIxx-specified goals. In contrast to the
early supporlelS of the "oo.-ique- action agencies. the major intemaliooal groups
required an explicit project design, often accompIisbed by their usual, if
expedited. processes ofassessmert. analysis. and projection of impact. While the
already active groops sought oot. and were soogbt by• large agencies that needed
to move mooey quietly to demoostraIe aetioo. the frontier days of the unfettered
assistance maJ:t:et were now tempered by the prospect of deliverables, cognizant
Ieclmical officets, and auditors.

Major Donor Strategies Emerge

The refugee enclaves bad coIkaed in edmic and tribal groupings and
graviWed IOWald~ paities tbat acted as intermediaries with theex~ aid
community. As JocaI pattOOage~ tbey claimed adherents through
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jobs created fOl' males and l3tioos distributed to the f;wni'u Only two groups,
Hezbi aDd Jamiat. eDIed I:Ief<Ke the refugee influx, wbile aD the otlas lKOSe ill
respoose to the opportuIlity to use aid as a~ to faster paJroIl<1ient
rdaIions. All the parties were <kiveo by the immediaIe needs of the bundreds of
thousands of refugees in Peshawar wbo were visible 00 the doorstep; the large
majority of the~ remaining in Afghanistan. often dispiaced and in much
mae precarious circumsIances. was not the pirnary client base of the Peshawar
parties.

The major donors could DOt deal with bod1 the large numbers of splintered
inlereSt groups among the Afgbam and thcir own aid operations at the same
time. especially when increasing international concern was producing large
amounts of development financing for the first time. They had to require a
sembIaDce of coherence and cooperation from both recipients and 1eclmicians as
a prerequisite for support. In contrast, many Arab official and individual donors
would band over large sums of money to anyooe to whom they cook a Jiling.
The Islamic Relief Agency and the Saudi Red Crescent made efforts to channel
the mooey to useful aid progrnms. wbicb resulted in an Islamic Coordination
Comminee in 1987.

The aid agencies bad responded largely to the visaOie flood of refugees. and
very linJe to the situalioo inside Afghanistan. Most projects worked in Pak:istan.
and of the few that worked inside Afghanistan. almost none reached beyond the
border areas. Oioics. bospi1aJs. training and supply programs that swted with
private resources. or suppcl1 from coven intelligence sources in the era wbeIJ
anything went, were now less accepcable to the major donors. Few aid agencies
in beaJtb were interested in coopetatioo when tbal meant changing their directiOII
and momentum; ooIy the spec1er of kR funding cooJd weigh against the
combination of vested teebnical and poIilical inreresas which had grown over the
previous five years.

This situalioo was compIicafed by the fact tbat what expatriates knew of the
Afghan scene was pimarily a byproduct of what they beard from their OWl

Afghan staff. wbo were osuaIIy refugees from one of the five provioces aloof
the border. Frequeody combined with an oman. elitist bac~ and JiUh
experieaa in tbcir own comtry beyond their home proviJn:s and the capital
tbeir perceptioos about the majority of the country did little to 1:Qlaoce !be pictun
for the secbnicians piaoning the~ effort. Since they were refugee:
themselves. their own prOOIems and needs differed from those of the peq>l4
inside.

With presswe and funding from the U.s. Agency for Internali<ml.Develop
meot (USAID). me Swedish Coa.minee. and the Dniled NaliorLs. coo.dinatiDi
coonnit1ees such as CMC (Coordination of Medical Committees) and ACBAl
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Figure 1-2: ne game of IMtzkadti. Factions of men 00 horseback
compete for a goot's carcass in the national game of Afghanistan.

BESTAVAILABLE copr
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(Ageocy CoonIinaling Body for Afghan Relief) were estlbI.isbed as initial foruJD!
for ioformaIioo excbange. (CMC~~ when the AmericaDs-IMC.
Mel. _ Freedoo1 Medicine-;mived. since AJ.D. demanded formal c0ordina­
tion. ACBAR~ estlbIisbed after UNHCRIOper.ition Salaam implied in l~
that money woukl only be available ifNGOs coordinated beUer.) Theyeventuall)
became vehicles for joint planning wilb Afgban counterparts fn:m the ~W31
parties, the Afghan Interim Government (AIG). and 1aIer lepiesentatives of the
iJH:oonary IeaIJen who were fighting the war.

Only remotely known to most in Peshawar were the JXincipal leadm of the
jihad. the mojaheddin commanders who. wit.' varying degrees of SOCteSS. wen
pmsuing the resistance effort throughout the oounay. Along the border provinces
!be resistance was weakest, faetionalized.. z·· 1~ dependent on the parties lUX

influeoces of Peshawar. Elsewhere throughout the majority of the counuy
COOlIJWIders arose and developed subslantial military and civil administtaIioos

Tbe Balaocing of Central and Area Forces

R~ and misunderslaDdings between Peshawa: and the commander:
inlenSified tbe competition for dooor~ and made pursuit of a coheren
assistance effort a particular challenge: the pressure from Pesbav..ar was aD fo
backing the local party structures as the legitimaae represeotath-es for Afghani
SI3D. The few who bad direct experience inside Af~ beyond m
i:mmediale border' area knew tbal the only viable way to rea:h most of tb
COlJlltIy was through the organizations of the local commanders. who had Iittlo
faidI in the Ptsbawar expaIriaIes. The commanders saw them as most cmcemo
with political infighting. use of aid as pauuoage. and rakeo{)ffs of donor suppor1

The dooor community in Peshawar reacted variously. There were those wb
wen: commiUed to or captured by local Pesbawari Afghan intereslS OIl one sidE
and diose who bad access to. experience in, and coocem about the situatio
inside AfglJarm1aD on anoIber. The Swedish Ccmmiuee for Afghan$an.loog th
largest fm:e for internal Afghan support. suoogly favored direct aid 10 Jocc
efforts. since they bad little raidl in the expalriale Afgb<m com:nonity. USAII
arriviDg 1aIa, was persuaded llrilh time and persistence that a wathwbile paraDe
appaoach iDwlved attempting to suengtheo tbe AJG as a possible oasceI

natiooal government., while at the same time allowing work di:recdy with th
regiooal coollnaooels who made things bappen in the country for the majOOl
of the Afghans who remained and stroggled on.
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l'ipette: TelTOrisIn in PesJu:war
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The weU-inuntiolled aM tM scoundrels c!W donor and Afghan commlUli1ies
did not labor aloM in Peshawar. Strong and ulJpudictable perceptions of
personol honor and ~timesjust plain cu.ssed behavior combined to create a
precariollS atmosphere. Terrorist activities cullld be difficult 10 distinglli.shfrom
interpersonal feuds.

Ilea: lnurnaJionaJ agouy-relaltd vehicles were registu~with fJ'edal yellow
plates and nJUnbers that idenJified t~ cOIUllry of origin. An MSH staff monber
is driving through an area of t!le old city where a.mmwUtion shops 1ftr"e spr1lllg
lip to serve tIlL fXtive frolllier l1't/l1Ut. A shop JUSt happens to explode as IlL
passes, smashing IN car's willdows and rear md, but missing tire ocCJlfXl1US.

1108: A letter containing deadl tilrears is thrown over t.lre walLs of a team
member's house.

Ilea: Driving into Peshawar for wort OM morning, the head of the Austrian
ReliefCommittee finds a large tnlCt in frolll of him s/ol4ling down. Then it drops
itt tailgate and mOl spray his car with AK47 fire, kiUing him.

,••: The Chief of Parry of an etbu:ation project is ambushed one tWnmg in
Universiry Town, an area populated with trot! inUnrational commwaity and
Afghan agencus. Pidup tTud:s clost the road and raU his car witJr gunfire,
wolUUting lam and hUing tIlL driver.

lid(: In 1990, CNN relayed the rhreat of .....ar in tire Per:.ian Gulf zro'e, fueling
local reMntme1fJ and fnlstration with fordgnos in Peshawar: death threats
showed 1IfJ in mailboxes and .....ere t.'rrOM-71 over garden walls. On 24 horus'
notice, r.harteredflighufor nonessential (i.e., nondiplomatic. rwnspy)fouignus
were grOflNkd, andfor several months, local coUeagUJ!S inherited the challenge
of SMSUZining cross-bordo health activi~s U1ltil the situation calmed down.

1. MarS. S1iwinsti auributes 46% of casualties to aerial bombcK'dment and 33% to 00I.lets.
in: "£valuabon des~ humaines, lOCiales. et 600~ de la guem en
Afghan:istao.- PrelimiDllry report. PBris. December 1987. Table m.
1. 1.cuis DopR:e. pt:I5ODai communicalioo with Paul Ictx in PI:sbawar in 1988.



It'lour... 1.1: Caravan formadoD. SUDDlies are loaded onto horses and donkeys in preparation for Ihe return to Afghanistan.
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Chapter 2

Cross-border Project Design and Its Context

William Oldham and John W. LeSar

Introdudioo

Why did anyone botber with the complexities of cross-border suppcrt when
there were millioos of refugees right at hand along the border of Pakistm's
Northwest Frootier Province. daily remi.nOers of immediate, accessible oeed?
PoIitK:al and hwnanitariao reasons intertwined: the potitical impet3live emerged
from a desire to help, and be seed as helping, me mujabeddin; the Iargec,
humanitarian objective stemmed from~g awareness dial the teD million
Afghans remaining in country bad bealth problems as bad as or worse than~
of the expaIriare refugees. and that coodi1ions iImde Mgbanismn were as bad as
or worse than any in the W<lIld.

Courageous eff<X1S by several European gIOUJS----dle Swedish Commiuee.
the Germans. and the Frencb-bad stWXted health senices over the border
tbroogbout tbe 1980s. often almost alone, by adding adoctor to the staff at small
clinics and outpaitS for a few mootbs at a time. The Swedish Commiuee
piooeered a more )e,,-eraged appoach; resupplying and training Afghans who
tben 1~ue<110 their villages inside.

Tbrougboa the ezly aod mid-l980s.large segmeolS of the~
deed.. the majority ",-00 remained outside the wbaD~ that were coottoIled
from Kabul---Nere witbout access to (I'gaoized be3ltb services and formed the
ratiooale and l3'get for a major, A.I.D.-supporled cross-border program.
euvisioDed ill 1985 and begun in 1aae 1986. This chapter examines the~
and failures that sboold be~ in the fooJre.



August bas always been a great time in Boston, and 1985 was no exception.
"The economy was booming; the Cbarles River W'<IS crowded with boalers; joggers
and walkers filled the pam; aDd the outdoor cafes at~ Sqwire. along
Newbury Street, a:ld at Fancuil Hall resona&ed wiLt) the bun of peq;le enjoying
the warm days aDd pleasant e..-enings. At MSH., many SUaff WEre on vaeatioo and
tbose at 9t'0IX couldn't wart until lunch break and the end of tJ.')e day's wen so
thal ihey cocld enjoy the daylight boors. Ufe in Bo8too. and generally
throoghoot America. was ~fyingly good for most families and MSHers shared
in those pleasant times.

ADroad. Rast-West competition ;vas still in full swing, but there were no
major new crises to increase world anxieties. President Gorbachev had only
recently come to power in the Soviet Union, and in the U.s.• President Reagan
had just been re-e1ected. Ewopc was generally stable, and the Japanese ecooomic
machine wm 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 bad stlble ~lides, with the Soviet occupation of
Afgbanj~ being the most visible point of commotion and cooflict. However.
the war had gooe on for oVes' five years and. to the public eye. appeared to be
staIemaled. Most informed citizens in !be wood knew 1h<!t the U.S. was
supplying covert arms :wi advice tc. the Afgbzn res:stanee to defend themselves
against the Soviets. but the ooncommu..1ist world was generally supportive of the
American policies. 'While Congress, the Stale Depanment. and the United S:aaes
Ageocy for Inlemationai DevelGpDeDt (AJ.D.) ~w that the siwatioo in
Afghanistan was deteriorating, !t was DOt so clear to the public.

So it was a swprise to receive a C2ll from Al.D. asking if MSH would be
interested in helping design a tlJD1al1.itariaD as1!istaoce program for Afghans still
living in Afgh·mistan. The calkr explaiJk:d that MSH's experiences in Af~j­
stan in me 19705 had prepared tbt' organizalioo to de..-el~ beaIth services and
programs inside Afghanistan--oot in the refugre ca'1lps of Pakistan.

!vlSH's officeIs aod board of directors discussed the pbilosophical and moral
issues of becoming involved in helping set up better health services in a war
zooe and also the polefItial ramifications for MSH':; WM in other parts of the
world. They decided that MSH could commit itself to helping plan and deveklp
the reahh program but wou!~ DOt decide to belp implement any program DDiil
the details of the program became clear. until MSH had experienced die situation
in Pakistan. and until satisfac.tory WOlting relationships had been ~-orked out
with the USAID~ and the Em~.

Meetings in Wasrungtoo with A.LD. and S1a1e Department officials~
clear that de~lopingthe health and otl1et btunaaitariaL~ programs were
IIigb IXicrities for the U.S. government During these meet: 19s. MSH rept""'..sen1a-
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lives met with experts fmm die University of Nebrasb at Omaha. who would
beIp develop abe edocaliooaI pograms. and with iepieseotatives from Volunaecrs
in Tecbnical A~staoce (VITA). who would help develop the agricultural
programs. Eacb <rgaDizaIioo bad experience in Afgbanislan pior to the 1978
\:OUP d'~ and fek that it was being asked to participate in an imponant
humanitarian activity. but all were anxiom about !be political aspects of the
program and about !be personal security of their staff. WOOting in a war setling
was new to all

Three MSH staff and one outside expert comprised the initial planning team
that went to Pakistan in November 1985. They represented skiDs in health
services planning. pharmaceutical and supply logistics. maternal and child bealtb.
and military medicine. The pmpose of die visit was to analyze die health
situation of war-affected Afghans. to develop an overall strategy for Al.D.-fin­
anced humanitarian assistanre in health. and. if possible. to develop an
operatiooal plan and budget for the first three years of the program. They met
with USAID and Embassy officials in the national capilaJ of ls1amabad. In the
cities of Peshawar and Queua. the map holder cities where Afgham were
concentrated. they met with Afghan resistance leaders. Afghan health leaders.
government of Pak:istm officials. staff ofprivale voluntary organizations (PVOs)
carrying out relief efforts for refugees. staff of PVOs already working across the
border.and individual mostly European expalriales who had ttaveDed extensively
in AfgbanNan providing limited health se:rvices to Afghans.

The team members were both excited and anxious dming that first visit to
Peshawar. a city of ba1f a miIlial people 10caled 48 kilometers from me Khyber
~ a centuries-old border cm;sing between Pakis&an and Afghanistm.
Peshawar sits on a plain about 24 kiIometets from the beginning of the
mountains that form the border. For ova 200 years, the British and the Russians
bad played the OAgreal game" for cootroi of India in the mountains of Afgbanistan
and around Khyber Pass. This time the Russians were only 48 kilometets away.
judging from tbe sounds of sbelling around Khyber Pass. 00 some nights.
military ordnance would light up die sky.

10 addition. the se~"eIl major Afghan Jeadas lived in Peshawar. They were
heavily guarded and made their movements secretly. They did DOt get along well
and feared Soviet-inspired~ or perl1aps ~nation from members
of other resis1ance groups. Hundreds of Afghan men eatried aufOmalic rifles on
the streets each day. Bandoliersofanunmitioo festooned their chests. Spies were
said to frequent the coffee houses and restauants. The American ComulaIe in
Peshawar was beavily fortified. and Pakistmi and U.S. officials worried about
a Soviet attempt to head 'Jff the humanitarian assistance programs through an
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incideut involving ODe of die humanitarian IeamS. While the government d
Patisum provided (mostly invisible) security 10 !be teams, team membels would
often wale up at nigta from some musual sound or from gunfire in \be streets
and wonder if they were "soft.. targets (t3y 10 bit because they were not heavily
guarded).

In Peshawar. a 24-bour airplane journey from Boston. joggers and walkers
did DOl fill the parks. At'1hough die weaIher was wann. the nights t.ought
anxiety. not pleasure. Over 1.5 million Afghans lived in refugee camps. not their
own homes. MLtny had 10sL relatives in the war. Tension and povaty set the tooe
of life. One felt on the edge of freedan and !yJ'aIII1y. with responsibilities and
risks closely inier'woven.

Health Programs ror Arpa Refugees

Foreign-cperOled programs: In la1e 1985. the stteam into Pakistan bad reached
Ovel' 3.5 million people and !be social problems of the Afghan refugees were
imlOense. The United Nalioos High Commission fa Refugees (UNHCR) took
the lead in funding refugee assisaance and by 1985 bad a1ready spent over $450
million to help house. feed. c1odle. educate. and provide heahh services for the
Afghans living outside their COIDltty. The largest part of the UNHCR program.
including the health programs. was implemented by the government of P3kistan
(GOP). which by 1985 ~ operating 133 c(jnics for refugees. Foreign PVOs
from Islamic and Western countries operated another 58 clinics in the refugee
camps along an 800-kiIometer bocder.

Most of the Pakistani-operaled UNHCR clinics were staffed by Pakislanis.
as the GOP used the opportunity to create jobs for Pakistani citizeDs. The PVO
clinics were usually opernted by f(Rigners from ocher Islamic coontries or from
the West. wid: the participalioo of about 59 Afghan doctors and 100 Afghan
nurses.

In addition to lJrIf"HCR, Afghans. and PVOs. internatiooal reliefagencies like
the Intematiooal Committee of the Red Cross provided health servr.es to Afghan
refugees aod border medical care for r..r-injured Afghans. The political patties
bOO 16 facili:ies along border crossing points, the PVOS bad 1 facility and 11
mobile teams. :md the internaliooal relief agencies had 6 facilities and 7 lOObiIe
teams. The mobile teams bad medical staff a."ld emergency supplies and gave
ambulance support to Peshawar or Queua.

Ajghtm-cperartd programs: The political parties were hard pressed to carry OIl

the war and. ar the same time. try 10 help !be millions of refugees who
surrounded tbem. let alone help the Afghans living inAf~. Even though
the refugees had~ to 191 UNHCR-funded clinics. they often prefemd to
seek health cae through the parties, because they preferred :he Afghan doctors
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and nurses 'l't'ating in Afghan-<Jperaled clinics and bospilals.. To meet Ibis need.
the potilical parties and two Afgbao doctors' aswciaIioos operaJed 14 facilities
in Peshawar and Quetta. of which 8 bad hospilal beds. In 1985. about 95 Afghan
doctas and ISO nurses worked wilh the political parties' limited health funds 10
pro~ide medical assistance to the border~ and the refugees. Afghans
living inside Afgbanj¢tn usually went wilhout assistance.

The Afghans living in Pakistan were mucb better cff than those Slaying
inside Afgbanistn They were in a secwe environment and bad food., sheller.
clothing. JOO training. and beaIth cal:;. Many families bad m<R services than
they bat ever had in Afg~ "'~anJ' men became small business entrepre­
neurs in Pakistan. Many went into Afghanistan "00 jihad" once eacb year for a
few ",·eets or months. but nearly all spent their winters in Pakistm. The WOOleD

bad opportunities, if their husbands permitted. fa job ttaining primarily in
handic:rafls. Many of the children. especially boys. went to scbools operared by
the political parties. The relatively fortunate refugee situation augmented the
Soviet straJegy of emptying the Afghan COUDII'ySide. and the political parties
fOClJSed be2vi1y on refugee a:tivities 1'3Iber thrJn OIl helping the Afghans inside
the COODIIy. In tum, the parties became estranged from the Afghans inside. woo
were loyal to their milital)' commanders.

The Healtb Situation inside Free Afgbanitin in 1985

Most of the time. the mujal:le(klin controlled about 90 percent of the land and
80 perce" <X the populaJioo. but the territory was not peaceful; bombardment by
planes. sonies by beIicopcer gun ships. and incursions by Soviet and Afgb:m
troops were f:requeuL Nearly 20 percent d the popoJatioo bad been displaced. In
1985. the Soviets tried to seal off the border areas. As a result it was difficult 10
move personnel and supplies into the COODIIy. and casoalties regularly poured
into Pakistan. The security situaboo drove up tI3DSpOl"t costs. and clinics inside
the country bad to be in secure areas or be mobile. Losses of beal1b pmoonel
doe to military action were thought 10 be about 15 percent thal year.

The health situation in Afgbanistan was among the worst in the wOOd al the
time of the Soviet takeover in 1918. The infant mortality rate Vw'3S 150 to 1~

deatm per 1.lXX) me births. Life expectmcy was about 40, and almost 60
percent of aD deadIS occum:d bef(ft age 5. The main tillers were respir3lay
problems. dyseoteIy/dianbea. malaria. and ocher infectioIJs <meases. Low binb
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weight and malnuttitioo were major coottibutors to~ in children. Maternal
JD<nIlity was e:xtremely high!

Between 1978 and 1985. the situation of the Afghans in areas where warl3re
was COOUDOD deterioraIed lenibly. In 1985. a United Nations report. commonly
called the Ermacaa Report. esrimared tbal. since 1978. over 5OO.<XX> Afghans,
mostly civiliam. had died; 4 million bad fled the country; and over 1.5 million
were imernal refugees. displaced from their homes as a result of military aclioo.2

By 1985. war damages were estimated at S12 bii.:ion in a country that bad had
a GNP of S1.1 billion in 1978. Prices had risen f'.OO to 1.<XX> percent while per
capita income. only SIlO in 1978, bad seri~ly declined. To sunive. many
Afghans wbo did not leave the counlIy moved into !he communist-cOOU'ODed
Kabul area. However. in 1985. over 8 millioo Afghans remained in "free" areas,
where they lived in perilous oooditioos. The Soviet straIegy, which focused on
destroying villages and economic live!ihocd in active military zooes ~ well as
direct COOIbat with !be mujabeddin was baving a severe impact on the civilian
population. Combat deaths were Ibought to amount to about 8 to 12 percent of
tocal deadIs. but over- 33 pm;ent of the total were deaJhs of cbildreo Wlder five
years of age: there were 3 to 4 child deaJbs for every Mujahed deaIh.J

War injmies bad three main causes: bombardment. mines, and gunfire. The
first two were the major causes of civilian deaths. which were thought to exceed
mujaheddin deaths by three or four times. While some died instantaneously of
a war injury. lOOSl did DOt and many of these would have been saved by modem
military medicine. A great many eventually died of infectioos. and few peq>le
with bead. cbesl, or abdominal injuries e'rel' reached P:lmtan alive. At the bordeI'
clinics., 99 percent of wounded patienlS had serious infections. Those patients
usually had limb injuries. and many required ampu13Iion. which could have been
prevented in many cases if adequare wound care had been available.

With the exceptioo ofwar~dealhs. !be majority of deaths were caused
by the same cooditions that exisled in the 1970s, magnified by the economic
decline. rising food prices, and displacement of persons from their homes into
caves and substandard. crowded dwellings. Respiratory diseases. diauhea. and
malaria. exacerbated by malnutrition, still killed lOOSl of the children. Since
immunizalion levels bad drqJped 10 zero for children bern after 1978. measles
and~g cough (pertussis) epidemics were repor1ed to bave swept tbroogh
villages periodically, wiping out large otIIDIas of cbildren. Most pregnaDt

women were anemic. of low weight foc bei~ and. at very high risk when Ibeir
p-egnancies were compIicaled. There was virtually 00 care for gynecoIogicaJ.
problems or fm- pregnaocy prevention inside Free Afghmistan. and neitba' men
nor waneD coukI find help for medical. surgical. oc dental pobIems except
tbrough traditiooa1~ (lD3ly of whom bad left die COOIlny), or the tare

Afghan or f<Xeign doctors still found in a few villages. Health problems were
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panicuIarty severe in a::tive military zooes where. to escape bombardment. many
families lived in caves or under ledges in the mountains.

To undersland the issue of access to health services, it is impooant to have
a mental pietul'e of the geogI3pby of Afgbanislan. which stretches over 800
kilometers from east to west and 640 kilanetm from IKXth to south. The
mountainous center and oortheam are surrounded by dry plaim. with over 14.1)00
villages. mostly small. scattered along the me3gU' watersheds. It is a very
difficult place in wbi<:h to provide heallh services due to the dispersioo of the
population and the limited number of paved roads. About 50 clinics operated by
the Afghan parties, PVOs. and inte:rnarional relief agencies were the main soorce
of medical care. \(os{ were either close to the Pakistan border or in the
northeast. Given the lack of transpOl1a1ion and the difficult terrain. these clinics
served populations within a 16- to 19-kilometer disI3I?~..e at be&.. 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 Ibal whole sections of the counuy were widlout
doctors or nurses at all.

No true hospitals---defined here as facilities able to provide moderately
complex smgical care-existed in Free Afghanistan in 1985. Difficult cases bad
to try to get 10 either Pakistan or 1Jan. a perilous jowne)"; most uodoutxedly died.

Parry-operaJed health programs: In late 1985. the parties were focusing m~t of
tbeir atteDlioo on military affairs and on refugee health care. Since tbe Afghans
in Free Afghanistan were days to weeks away and without telephones (]I" other
communications cbannels. they were mo:h less visible than the refugees camped
in froot i>f party leaders' headquarters each day. demanding health setVices. The
parties. dependent OIl foreign funding. could attend to only a small proportion of
me 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 faclS in their propaganda, which depicted
the parties as uncaring and their leaders as far. Ca1S sitting in luxury in Patistan.

In Free Afgbanistm, the most numerous bealth WOlters were first aiders.
who bad been minimally trained by the~ parties to support the
mujabeMin. Witb one to two months of training in Pakistm, they were supposed
to able to bandage wounds.. splint fr.Ictured limbs. and IIeaI a limited set of
common illnesses. They were assigned to commandeIs who bad affiliations wi1b
the political party that bad trained them.

More sobstmtiaI care was (rovided by about 34 clinics opeIalCd by Afghans.
IIMm Uuoogh potitical parties and aboot 6 through twe Afghan OOciors'
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orpnizaIioos. Two plKties. me Jamial-e-Islami and me Hezhi-Islami party eX
Gulbadia Hebnatyar. weremost aetm=. JamiaH-IsIami. wbicb bad wide military
COOII'Ol in natbem. Persian-speaking~ operated abom 10 clinics. The othcf'
clinics. opemIed by Pasbtn-speakiDg parties and the doctors·~ were
near the PatistID boob in sootbeastem Afgbanisran

Picture a small building. usuaUy staffed by 2 Afghan doctors. 4 to 8 male
num::s., and some guards and cleaning people. First aiders assisted the doctors
and nUISCS. who had rdali~ly few instruments.. drugs. and medical supplies..
brought from Pa.tislao or seaetly bought in pbarmacies in the major cities of
Afgbanistan. The clinics seldom hal electricity or a refrigerator. Telephones were
DOl available. Wben no fighting was going on, the clinic provided primary care.
When a baule or raid/ambush was plarmed. a male nurse and some first aiders
gathered their few supplies and went willi the mujaheddin bat usually saayed a
safe disIance from battle. They proWled first aid to the wounded soldiets and
sent them bact. iO the clinic to be seen by the doctors. who had little with wbictl
to wort: 00 biood products.. seldom any inuavenous Iluid. no transportatioo
capability. and no training in surgical care of trauma victims. Most of me time.
the clinic saw men and cbildren and provided basic primary care~ no chi1d­
hood immunizaboos due to lack of a refrigemlOr for the vaccines) and
psycbological support for the villagers in the vicinity.

The politi::al parties did not provide the clinics with much support or COOIaCl.
UsuaRy. a doctor or norse could lea~ AfghanistaD and travel to Peshawar when
supplies ran out. There, his party beadqoarIers and health committee could do
little for him. except occasionaJly find a nurse or first aider to go back wilh him:
more often staff came Ibrougb ~ commandec. For supplies. ~ went to the
Swedisb Committee and either carried them himself or ananged shipment willi
other ilemS through the trans'p(Xt sys1em operated by the mili1aIy affairs
commiuees.

Pv-O and relief agency programs: In 1985, nine PVOs and intemaliooal relief
agencies were ~atil.g about 17 clinics inside Afgban$ao, mostly in areas
where milicary action was uncommon. The best known were the Fn:ncb
organizatioos M6decins sans frontieres andM~ do monde. Each offered
services in 4 or 5 sites. mostly in die north, where theJ~ party was in
COIUOl In aMitioo., the Kuwait Rescue Commiuee. the Gennan Afgbaniqap
Coounittee. and the (Americ3n) Internaliooa1 Medical Cocps bad small cliDics.
mostly Deal' tbe Pamtm border. tbe activities of the~ could not be verified.
Most were sWfed willi 2 foreign doctors (usually one female and one male fir
the Ewqx::aJ-opesated clinics). 4 male Afghan D-:JrSeS. and various support stiff.
Some had first aideIs a;ting ~ medical assistants. Usually, these clinics bad
mere supplies aDd equipment than the Afghan clinics. and the doctors were more
technically advanced in tIauma care. Ho'W"ever.like the Afghan clinics, most of
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abe lime tbey provided ror..:iDe beaIIb care aod served women. cbiJdren. and men
in~ numbers, with occasiooallJ:3UlDa victims from the war.

Transportalioll SJIPPOnfor heo1Jh programs: Trampxtatioo ofpbarmaceuticab,
supplies. and equipment was cosily and colorful. By 1aIe 1985, the Swedish
Committee puvided about two-tbirds of all medical supplies inside but did not

provide traosportatioo. The traDsplXtaboo system developed during the JRvlous
years was~ fa' m.iliJary supplies aod equipment and. therefore, a prime
target for Soviet and Kabul air and ground fm:es. k was operated mainly by
priva1e traospoHelS who moved supplies~y by mule fmn lxx'del" dqxu into
Mgbanisran. They charged fees based OIl Ihe estimated demand at the time of a
particular trip, the length of abe trip, and the danger expected along the way.
Since Ibey did have signifUDt~ lbeir prices were high. ranging from Sl.ID
peJ' kilo fur short, safe trips to S5.50 for loog aOOIor risky trips. In 1985, losses
from bombardment and aoimal deadJs exceeded 30 percenL It ux* four to six
mooths for pack~ 10 recover after loog trips into Mghanistan aDd back.
which lasted up to three moolbs.

Trampol1aIioo for the wounded was abo usually by animals Besides tile
cm1S and uncertainty of transport availability, the situaIioo of the wounded was
much worse due to their physical condition; many died from bleeding,
septicemia and peritonitis almg the evacuation trails befm: they reached
Pamtm.

Traosport costs were a~ burden on the parties and the PVOs. and since
military~ bad top priority, health~ could DOt always be sed at the
time expected.. 8ecatrle of the timing and cost~ some PVOS with clinics
close to the borders set up Ibeir own traDsplXtaboo systems.

Healtla Resoan:es for AfgtaaRNu ia 1985

Trainee 1uunan resOIuces: The estimate1i nwnber of personoel by type of
cqani7atioo inside Mgbanistm is shown in Table 2-1.

Table 2-1
Esti.....-d Medical Penoud iIL'iide Arpaaistu ill December 1985

DocIon SlII'SI!S ftrst Aiders

Afghan OrgmizalioDs 50 Tn 92S

PVOs &:. Relief Ageocic:s 34 70 381

Totals 84 347 1,306
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An acute shor1age ofbeahh JDaDpOweI' existed imide AfgbanistVl. Before the
C<qJ d'aM in 1978. dIere were about 1,<00 pbysicians in the country, 84 percent
of diem in metropolitan Kabul Approximalely 150 leftAf~ for Europe
or the U.s. between 1978~ 1985. About 200 <Ioctorn. mostly geoeral practitio­
laS, remained in Pamtao [It~~ for the specialists to migrare), and
pelbaps 50 were imide Afghanistan.. Most medical stodents bad also left the
country.

H the population ofFree Afghanistan was about 8 million in 1985, the raIio
of population per docto' in 1985 was over 95.lXX> to 1 (the U.S. ratio is 1,350
to I), and for nurses the ratio was over 23,000 to l. The U.S. had. over 70 times
more doctors and oorses per capita than Free Afghanistan. Worse, few, if any,
of the medical personnel were female; few IXOviders were trained in trauma care;
and vast areas of the country had few, if any, providers.

Afghan doctors in PakisIao were reluctant to wort inside and thougbt that
the lack of f3;ilities., supplies., and equipment made Ibem relatively ineffective
anyway. Few felt adeqoaIeJ.y b3ioed in surgery, especially trauma surgery. Mcst
were WClting in party clinics.. bospitals, or small private practices in Pakistm.
The majority bad wives and chiJdren witb them in Pakistan. EdocaIed people
themse1ves. mey had serious coocems about the educalion of their children and
the finre of meir fami:L~ sbould they be killed. Their wives were less educaJed.
had few employment skills, and were culturally unable to work easily in poblic.
Life insurance was not geoetaDy available or affordable for Afghans in Pakislan
and was absolutely unavailable for Afghans participating in !be war in
Afghanistan. The parties could net afford dealh benefits for Afghans killed in
actioo. The doctors knew that if they went into Afgbani<;tan. their income woold
drop, as party salaries were low (for doctors, roughly equivalent to SISO per
month) and they had some cbance of being killed. Thus.. for doctors, there were
SIIODg incentives to Slay in Pakistan and disincentives to return to AfgbanisJao.

Nurses were also in short sowry. Afgbanisran bad never tIained many
female nurses, doe to cultulal coostIainIs and the consequent paucity ofedocated
women. Most female oorses had worked in Kabul bospilals. Few were skilled in
outpa1ieDt care., especiaD:y in rural areas mxIer conditions of war. Many female
nurses bad remained in Kabul. The few in Pamtan w<ded in party ba;pitals and
lived with their relatives or hwbaDds, who would not allow them to retwn to
Afghanistan to work. since WOOleD were DOt aDowed to travel or live ot1Side of
tbei:r family home..'.

Male nurses. al~'3YS the backbone of the roral health services in Afghanistan,
were in better suppl)". In 1985. roughly 350 were estimated to be in Free
Afgbanist3l and over 30C were in PakisIan. These men were younger. Jess likely
to be married, less edocateta "'lei more rmal. and less coocerned about expensive
edIratioo for their children..
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The facts were clear: The war bad depleted me ooooay of educared people.
iDcluding bc:aIcb pet'SODllel Free Afgbanisaan was popuIaIed mostly by minimally
educated roral villagen who fougbl and died for their country. Few health
ViMt:rS were willing and available SO wort inside die counay under conditions
of war. Even if the war ended.. the future of 1he beahb sector was problematic.
not only due to economic devastalioo. but. more impoi13lldy, due to loss of
trained health saaff.

Since neithec the population inside the country nor the resistance parties
outside had their own funds for health programs, any expansion of the
cross-booJer effon woold need to be wholly financed by donors. who faced a
serious. multiyear commilmenl to the health sec~, induding the financing r;1
supplies, equipment. and. most important. salaries for health waRen w<rting
inside Afgbanislan. Even if the war ended. the COUIlcry~ financially desti~

and would need !oog-term donor support 10 SUSIain a reasonable level d healdl
services.

Healtb Program Design (January-August 1986)

The key issues in design included: security problems; !:be decline in
ecooomic well-being and health SI3bJS iJNde 1he country; traditional cullU13l
views toward women. whicb resulled in few trained fenWe bealth workers aDd
the near-impossibility for WOfll(8 10 recei¥e health care from men; competitioo
between the parties; ebbs and flows of power between parties and COIDIDaDde:s;
acute manpower sboI1ages coopIed witb incentives to Slay in Pakistan and
disincentives to wert in Afgbanisran~shortages of drugs and~ and high
tr3DSpOI'1aIion COSlS. omer imponant issues~ discussed below.

Managerial capacilies of the parties and rvos: \\"bile me parties and PVOs had
experience in small medical programs inside the coontry. coverage~ ooly
about 3 percent. A massive expansion. wbicb the Afghans and PVOs bad neither
the experience nor the organizabooal structure to plan and implement.. was
needed. In~ the envirooment was militIrily bostile. and the Soviets were
expected to try to disrupt bumaoiIariao programs, including health.

Only ODe of the Afgbao beal1h professionals in the political parties bad be1d
any managerial patition in attaining imtit:llioo before the war. and die doctors
in ahnioisIrative posiOOos were~ DOt aware of!he cmJplexities ofplanning
and~ ,cing a large beaItb progI3ID. The staff of most PVOs bad a medical
background. lacked managerial experieoce. and were young. bighIy motivaIed.
adYeoturoos cliniciaos wbo pefetred direct service and bands-oo training over
die coordination. direction. 2nd mooi1oring Ieo.t-uired for large-scaJe management.



30

Coordillation among Afghan party committus: In tale 1985. !be seven political
parties wmed indepeDdendy aDd competitively in Ihe heahb secta. In December
1985.1bey 3IIDOUDCed Ihe fcxmalion of a Seven Party Alliance Committee, wbicb
came to be kDown as Ihe AlIiaoce Heallb Committee (AHC). Wben !be planning
team retmDed in May <X 1986. the AriC bad DOt met except wben~ by
the PVOs. Although the bea1tb professiooals in eacb party were very busy with
refugee needs. first aider training. and some support to cliDics inside Afgbanislan.
five months after formation. the AHC reaDy only exisIed 00 paper.

Coordination among PVOs: The PVOs also tended to vwork independently-d
eacb ocber as weD as of the Afghan political parties. Th";y were extremely busy
as well. with tIaining ofparamedical personnel and~of their clinics. Sane
PVOs had natiooallinbges, while otbez's were fiercely iJodependeot aDd. in many
cases. seaeb\'e. However. AJ.D.• which fmded many of die PVOs. saw benefits
in coooiinaled developmeot of cunicuJa. standard 1m of drugs. and 1I'eabDe!::

putocob fa paramedicals. and in bem7 coordinatio!l with the party beallb
committees and recently fumed ARC. The PVOs thus ~"mned a body caI1ed t, ..:
Coordination of Medical Committees. a CMC. in February 1986. Not all PVOS
suppor!W this coodiuatk:Ju and many remained remote. but. sioce lbeir main
Jooor. A.L1)_ bad encouraged (aDd funded) the CMC. they did join.

Coordination between the ARC and thL CMC: TheCM: initiated some meetings
with tbe AHC members in Marcb and April of 1986, but serious differences
belween me two bodies dIreaIened the planned exp;.lDSioo of bealtb semces
inside Afgbanistm The PVOs felt Iballbe party 00IDII'.iUees were DOt crgani:red.
did DOl fdbw up OIl agr=meots., were primarily po!iticaU:y moIiva&ed. ...auId
dm::rt supplies from AfgbaDs inside Afgbanisgo to party bospitals a to personal
uses. a.1Jd just were DOt reIiahle. The AHC members felt that tbe PVOs did DOt

respect diem. refused to acknowledge die parties. desire to c:oordina!e beallh
affairs inside Afghanistan. and ac1ed iDdepeDdendy in Pakisaan and within
Afghanistan (wbidl posed security problems aDd If.,.; of staloS fa die Afghan
parties). PVOs. with foreigners operating diem...;~ getting foods dJat the
Afgb:ms could use more e~ly at much lower rosts.

Wbile die PVOs' pelspecbYe beJd some tnO., trey were DOt sensitive to the
impooaoce <X political UDity aoa control by Afgtans inside AfglAUscan 10
suppm the war effCX't and ID demoostraIe 1eadersbip fa the~ inside the
counay. Nor did they realize the demands dial refugees placed 011 the potiticaJ
parties, 1beir JreOCC&4Jaboo with figbting the Soviets aDd the commuuist
govmameot in KabuL their De't'eI'-aMtiDg SCl3D.ble for fioaDciaI reswrces. and
their dependence OIl a variety of donors.

BESTAVAILABLE copy
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~ complex donor OIWOrtl'llDll: In addition to all the other coordinalioo
~ tIr doIu eo~i100me0twas very complex. The Afghan parties tried 10

aaract~ from rsJanic coamries. Wesler'll coanb'ies. and lXivaae don<n.
Dooor couotries bad serious foreign policy diffen:nces between d'em. Wealtby
pivaIe citizeos woold arrive witb JXOO1ises of millions of dollars if lheir causes
coold abo be advaDced. The Islamic coontties were concerned dw with Wes1em
aid would come Wessern values, so that philosopbical differences were
IDa8Jlificd. III addition, the United Nalions was active in the refugee JYOgI'am.

and UNICEF was providing medical supplies to the communist government in
Kabul as well as to the Afghan parties.

At the center of everything was the government of Patistm: the activities
were taking place on its terriD'y and it had welcomed the millicns of Afghan
refugees. AJtbougb this was never admiued, it also JIOvided the sanctuary for the
mujabeMin who. aJoog with theirm~ equipment. crossed the border into
Afgbanistan in scoo:s of places. PakistaD rruly was a froot~1ine SI3le in the war
effort and demanded thal dooor activities be coordinaled tbrougb its govemmenL
PatisIaoi advisers were the key links between dooors (bodJ govemmelllS and
PVOs) and foreign implementing agencies. aod the Afghan parties. Since they
also coordinak:d the military equipment and clandestinely ttaioed Afgbao
soldiers. the parties were vecy dependent upon Ihem. Any health program
required their ccooJinabon and appoval.

PriacipIes for Coqta'" ud Coontiaatica

IU the pJanned vast expansion of beaith activities inside Afghanissan 10
So. -:eed. it was necessary for the party leaders to agree 00 bow their parties and
A... l. would coopezaIe. The two :neetings with the party leaden were crucial in
dJi:;, qard. The secood set out the principles of coopetatioo for the bea1d1
pror am effM (Figure 2-2).

fbese principles for cooperalioo formed the bam fex the eventual agreement
betv ceo A.LD. and the Alliance Health Commiuoe.

<heniew of the Planned Program

Tbe goal of the progaam W3S aNr-ays to improve the bealIh of the Afgbaos
livmg inside AfgbanisSan. The project. as designed in 1986~. had tIRe main
pur~ to }XOVide medical aod surgical care fCC' war~ to provide
geoml bealtb care for the civilian popuiaIion aDd the mujabeddin; and to
iJupovc the capability of the hea1dI comm:nees of the Seven Party Alliance to
plan and manage beakb activities to support the war effort and naIiooal
reccnstnJctioo.

BESTAVAILABLE COpy
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The first two purposes were clear from the sibJalional analysis. The third
~ was clarified by the principles of cooperation. The foDowing pages
provide an overview d. tbe program"S components. while Ialer chapters give

detUled~

Ytpre 2-2
PriDdpIes ror Coupentioa ill Heah:It

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

2. The first piority for humanitarian assistance will be to Jl'Ovide basic
sustenance (food. clothing. and shelter) to the civilian populatioo. IrnJXOving
health care will be the second primly.

3. Humanitarian assistance in health will give equal priority to civilian hea1tb
care and war casuahy needs.

4. Heakh assistance will encourage maximum population covenge by
training more woBezs for sh<x1er periods of time with a limited set of stiIls
to a defined level of quality.

5. Heallh aW.¢Vlce should sttengthen the power of the panies vis-a-vis
doras. foreign governments. and foreign advisas; sueugtben pany­
commanda relationsbips; and streng1ben the ability of the combined party
beal1b commiUees to Jl'Ovide systematic heaJth services.

6. Health assistaoce will build on the strengths of existing party and PVO
progr.:uns. ~ to improve effectiveness and efficiency. will estabIisb
ccoo:Iinating mechanisms..

7. While beaItb assistaDce will give top primty to immediale support for the
civilian population and war eff~ it will abo SUIJIXX't activities 1bal will be
impor1aot during natiooal recoostroction..

8. .Heahh~ most be fe~ible. JrcICli:al. and flexible. A.J.D. should
recognize 1bal the Soviets and Kabul government will develop strategies and
tactics to undern1ine tbese humanitenm effons.
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The first purpose of die bealdl program~ to improve die war casualty
system. wbich bOO feu compooenlS: emc:rgency care at the battleground. urgent
care at tile clinics aod perhaps some bospitals. a 1l'3DSp(X1ation system fm
evacuation of the wounded, aDd continuing care for casualties in Pakistan.

EIDea geaq care~ envisioned as being J¥Ovided by first aiders at <r near
a battJefiefd and supported by male nurses 1hree 10 five kilometers away. These
workm would also be deployed to bombardmeot sites. First aide:rs would be
trained in basic life support skills. and nurses would be trained in more advanced
life support. while both would be trained in transportalion of the woonGed.

UrgeBt care would be J¥Ovided in nurse-led clinics. doctor-led clinics, smaU
mobile hospitals, and, if feasible. \arger semipermanent surgical hospitals. Clinics
woold stabilize patients, prevent and treat infections. and bold 5 to 20 patients
for up to Ihree weeks. NlIr.ie-1ed clinics were expected to provide fracture
stabilization and medical care for infectious. Doctor-Jed clinics were envisioned
as perfcnning uocomplicated surgical and or1hopedic JI't)Cedures and providing
medica1 care fm complex cases UllIil they were able 10 be evacuared. A few
mobile bospitals and surgical bospicab., Sl3ffed by doct<X'S and ames. were
euvisiooed a; offering more complex swgery to prevent or minimize pennaoent
disabilities from~
T~tioa sea 'ices for nacu.tioII were envisioned ashaving a staging

amt fa' collecWn ofpatients, eva:uatDI stllions about every two days aJoog the
evacualioo toule for patienlS needing to rest or those having ~plicatiom. and
an end at the border clinics. Trnospor1atioo~ expected 10 be by pack animals
in most cases and by~ vehicles where available and appropriate.

The COBtiaU. QI'e sy*m wuu1d consist of hospitals in PakisWl,
primariiy in Peshawar and Queua. where infections and COOipOCaboos could be
treaIed and restorative surgery performed as necessary.

Expudecl GfllenI Medical Care ferC~ud Majabedclia

The secood purpose of the program was to expand medical care for civilians.
since most deaths and most excess deaIbs occurred in childn:n, muaDy from
inf~ disease. The general medical care system would have three c0mpo­

nents: pimary bealtb ca:e. immonization campaigns, and public edocatioo
campaigns.

Pi baar:J IIeaItJI are scnices would focus on bl&c maremal and child
beabb can. and care for adults. Workers would be tmght about respira&ory
disease. diarrhea., eye and skin infections. malaria.. tuberculosis. and ocber
COO'dDOIl prcblems. First ai<bs and male nurses were expected to provide the
bolt of the care. Attempts would be made to recroit female nurses and doctors.
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but DO one Mti optimistic. In the Ia!e 1970s. before ..'Ie~ d·tlal. MSH had
beJped die Afghan government train traditional birth auo..-lants (TEAs). village
females who were aIready relied on by~ women f<X' birthing problems.
Using TBAs 'Mti considered bot dIougbt to be djfficult and of lower priority tbao
meeting tbe immediate needs faced by tile civilWi population and mujabeddin as
a whole. It was expected that primary health care semces would be rendered by
first aiders in villages and~ and doctors in clinics rmd ~tals.

bamaJliza.... QIIIlpaips that would focus au childbood immunizations.
especially measles and DPT (diphtheria. whwpi'1g cough. and tel3Dl!s). were
pIaoood. These campaigns would be organized 00 a vi!!age-~-village basis in
a valley Of some other natUIal grouping. The main i;;sue. besides manpower. was
keeping the vaccines at the JXUPCI' temperatures tt."'"OUgb use of the cold chain.
It was expected that nurses a."IC1 first aidfi woold carry oot the work.

PabIic edllCalioa c:ampaips for selectt:d health problems were viewed as
iJDr;onant bot bard to accomplisb due 10 tile difficu:rj of COClmlmicating with
Afghans living inside the OOUDtty. An early f~.sibility study was pl?JlDed to
de1ermine the potential for reaching the Afglml people wil!l health programs m
radY.>. using Voice of America or odu sbonwave swioos that would txoadt3t
in Dari or Pasbtu. the two major languages of tiu: roo.,tty.

The designers planned to strengthen tile cap3Nl~ty of !hP. Alliance Heslth
Coouniuee so that it could eventually plan and manage an expanded health
system itself aDd. if the commUDist govanment fell. return to Kabul able 10
opeI'3Ie tile Ministry of Public Health. This would require a considerable
expansioo of stiff and an improveok:llt in their management infrastructure and
still" not ooIJ for saaff living in Pakistan. bot. more important. for additiooal
administrative staff that would be placed in Afghanistan. Health pIaoning. bealtb
servas adrninisttation petSOOIlel management. supply management. ttaining.
management infomulion syslemS. and financial managemen~ were envisioned as
major" areas fur' skiD. impovement. Since tile AHC was DOt ~t functiooing. it
was clear that ALD. funds wouJd ooed to prmide office space. sopplies,
II3DSpOr13boo cosas. and. most important. salary support f{!f all ARC staff if
tbese goals were 10 be met.

JI'IaIIeed ACCOI8pis1lmats 01 tile ProRJ'am

III die summer of 1986, heavy emphasis was placed on training first aiders.
nurses. and maoageriaI/supe pezsamel; increasing the numbers of fir:st
aiders aDd clinics. and adding !UIIe mobile surgical lnspitais; expanding the
admit istra!ive infrastIuctwe within the country: implementing vaccinatioo
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prograIm; aod leSIing the f=bility of public ed1x:atioo programs. In addition.
die program eovWooed. in JaIler years. some suwort for educalioo of medic;d
aDd nursing students who could provide services in a recoostrueted Afghanistan
once abe~ ended The plan also included additional beds for waneo and
childreo in Pakistan due to a sb<¥tage of continuing care beds.

From the first plaoning visit, it was clear thaI AJD. would need~
in the financial management of this complex program with its ambitious targets.
especially sioce considerable funding would go to the Afghans. including salary
.-,xxt. and since the intent of the Jroject was to provide services mAfghani­
s _. whtn accounlability for expenditures would be very di.fficuh. The Office
of the A.LD. Representative fJ( Afghan Affairs did n<t have the scaff to disburse
funds regularly or to maintain financial acoouncability undec these cin:umsIances.
In addition. the phamaceutical component wouid probably require pucurement
bodI from Pakis1an~ and inte:matiooal sources-something Ibat USAID
was DOl stlffed to do and an area wbere AJDJWashingtoo wanted to maincain
tight control.

It was also clear I'rln the first planning ..-a tbal the Afghans would need
teebnical ~iscance if they were to play a map role in the vase expansion of the
heallb sysIem inside Afghanistan They lacked the~~ement infrastructore and
experience to manage Ibese efforts wilbout help. ".beY also did DOl have
physicians with experience in planning and operating health services and
immunizatioo prograns., in implementing feasibility studies for public educalioo.
in training large numbers of hea1tb personnel. or in operaIing a SUW1y manage­
ment service. In addition. A.ID. bad to decide whether it wished to have funds
disbursed to individual Jmties. ooIy to the Alliance Health Commitu:e. or to
both.

The plan provided PYOs with a majoF role in training, especially of
mid-1eve1 paramedicaJ w<rtels., aJdJougb it was not cIear wbetber the PYOs
wook1 need technical support for their training effons. In addition. A.I.D. bad to
decide whether to disI:lune its PYQ hea1lb funds lbrougb a fuca! intermediary or
relaiD Ibese grants within its own office. This decision was COOlplica1ed by the
fact Ihat A.ID. wished to fund PVOS frcm a variety of coontries.

A Ihird ab:ninistR1ive issae concemed the role of the govenunent of
Pabw1. Should it bavt; a F.3C3l role, a teebnical~ role, a coordinating
role. or a ID(X'e limited clearcuJ;:e role? They agreed to a coordinating and
clearance role I3Iber than to a role of managing funds 1bemse1ves.

Di.scussioos abcuI these mangements occurred over a six-month period in
Pakis1an and in WasbingtoL. The final decision by AlD. was to fund each PVO
directly, using one-year grants managed by the Office of Afgban Affairs in

BEST AVAILABLE COpy



Islamabad In addition. AlD. would also fund the CMC. to perform teehnical
suwort and coooIioaIioo.

For the Afghans, A.I.D. would employ a fiscal inlennediary which wooJd be
responsibte fur managing aU A.I.D. funds. This intenne<tiary would fund
activities of the~ Health Committee raaber dian political parties a
commanders. In addition, there was a clear need fo: technical assistance to the
Afgbans., and A.I.D. inlended that the fiscal intermediary and IeChnical~e
roles be implemented by the same O£gaIlization.

One advantage of this admjnisttative approa;h wa5 the close cootrol of
A.I.D. f1mds through the use of an intennediary woo would disburse funds and
commodities directly to the AHC. Since the AHC would receive funds. it would
be coosiderably strengthened in its role as lX'OOtinalor and leader and the parties
would seriously cootn"bute staff and time to its deve1qxneoL The intermediary
would have DEtable record systems flY' an financial transactions occmring in
PakisIan bot woold have a reduced level of accounlability f\ll' transaetioos
occurring in AfghailSan. A.I.D. would wed out account3bility SlandaIds fa
expenditures occurring in Afghani¢¥! , Since the incennediary would also provide
tecbnical and managerial assistance to the Afghans. the progi31ll would be more
coQ.;:mJl. which was expected to speed implementdion.

To PVOs. witb their individual boards of directors from many countries.
AJD. would provide grants directly. This decision gave A.ID. flexibility based
00 perlormaoce and also fa;aered international cooperntion. The ARC would set
up mooitoring systen:.3 for a:tivities inside AfgbaDistan. The fiscal intermediary
would mooitor the Afghans. and A.ID. would monitor and evaluate the fiscal
intermediary and its PVO grantees. A.ID. also planned to organize an ouISide
evaluation in the second year of the program.

MSH's DecisioD 10 Ulidertake TIais Program

The decision by ~H 10 ~ist in implementing this progI3Dl was not an
ezy one. While tile MSH boaJd of directors, upon the advice of the officers. bad
agreed to assist in me placoing of the program. they bad DOt agreed that MSH
would help witb implementation. MSWs officers followed the planning process
closely aDd. in the summer of 1986. they~ the pros and~ witb nearly
every MSH employee. even tba;e based overseas.

The philosopbicaI.~ were paramounl: Should MSH wOOt in a war zooe'?
Was die project stric1ly humanitarian? How should MSH avoid pitSSlBes. iftbey
occmred., to~ intelligence information that would affect the war a
political effons radter than humanitarian ones? How did MSH feel about paying
the salaries. even iodirectly. of beahb WOlters inside Afghanistan who were
likely to eatry weapons and fight?
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Tbc:re were also serious qaationaI issues. such a<; the personal security of
the loog-teml advism's residing in Pesbawar and the short-tenn consultants
visiting Pakistm. Were MSH employees wiIIing to be SWioned there? Did MSH
bave a correDt employee to lead the project? Could we implement a IXOject
where U.S. staff couJd not enlel" Afghaoislan? Could MSH suucture an
agreement wilh A.I.D. Ihal gave it the right to ternlinate its services if the
bumanitarian purposes could not be achieved or if 0Iber presswes of a
noohumanitarian namre seriously impeded its work?

These discussions at MSH were fascinaling and wide-(~ging. Thomas
Aquinas, Gandhi. aDO Martin Luther King were qDO(ed. The histo.y of medicine
during wartime~ reviewed. Gandhi's example provided the clearest guidance:
in his youth he bad been a medic in Sooth Atrial, after deciding that providing
bealtb care to wounded soldiers or civilians Wa<; of high m<nl purpose evem if
dJat war. or war itself, was inherently immoral. In the end, MSHecs agreed to
follow this example. They believed in the moral purpose of the program alld,
since MSH had special knowledge of Afghanistan. they felt that it was important
to use it 10 help Afghan citizens. However, MSH would not directly pay salaries
of health workers. The AHC would assume this respoosibility and would mooi'or
the activities of the health workers iI&:Je Afgbanistm.

Project Development and Evolution

The MSH teebnical assislance leaIIl 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 w~ acutely
anxiotls about the numerous visits to Room 2 by our Ioog-bearoed and turbaned
Afgtm colleagues. The Afghan communists were cmying on an intensive
ternJrist bombing campaign in Peshawar a! tha~ time. and the management feared
we would get the botel Nown up. They pleaded widlus to stop the Afghans from
visiting. tu we were c.:Ae to igoore the requests politely without getting kickOO
out of the hotel. The Dean Hotel remained headquarters until Felxuary. wbt:n
pennanent offices ia the UoivelSity Town sectioo of Peshawar were established.

The first fe~ montb were spent in fielding the project's teetm-=al~
team and in preparing a detailed work plan for the first year. Initially. the tea1l
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 fmn Cairo in early
January; Dick Jobwm. the Training Advisor. woo bad worked on me project's
design aDd who bad bad !oog experience in Pakistan and Afghanis:an; and
Laureoce Laumooier, a French physician with considernbie wartime experience
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inside AfgbaniSI3D with the mujaheddin. as OW' Field Operations and Medical
Advistt. A Fmancial Of:6cer. Leo Chang. and a Management Advisor, AnibaI
Mejia. followed.

A majoc coocem was adjusting the design of the project to a limited budget
without losing sight of two maiD objectives: rapid development of basic health
services. delivered by well-trained and weD-supplied beahb workers and
facilities; and de\leIopment of health management systems to plan. manage, and
supervise health deli..·ety systems inside Free Afghanisran

The project actually ticked off in February 1987. with the ordering of
emergency supplies for all seven parties. Howeva'. three of the parties decided
not to join the JXOject and did not~ the commodities. One, the Khales
faction of the Hezlli.-lslami Party said it opposed the cooce~ of the Alliance.
Two otheI" parties. the HeJanalyar faction of the Hezbi-Islami Party and Sayaf's
ltihad-e-Islami-e-Mojabeddin Afgbanisran Party decided to await the establish­
ment of an office by the government of Pakistan thal would serve as an
intennediary between MSH and the parties. since they feh it was irrl.propec for
them to receive assistance from an ~infidel" organizarioo.

Could the Afghans aetua1Iy set up a multiparty health stroeture to meet the
management needs of an aganization performing the roie described above? We
spent considerable time negotiating the structure of the Alliance Health
Committee (AHC) with the cbainnen of the party health oommiuees of the
Alliaoce of Seven Parties. There was suspicion within each party's health
committee thai the others would cheal lhem (I' get a bigger share of the assets
to be provided by MSH. Initially, the committees would meet with MSH in our
Dean's Hocel office, but they soon feh that it was not politically correct to meet
there. After a few weeks of rwming around Peshawar, meeting in obscure offices
and hospitals, the four participating patties aganized themselves into the
Alli:mce Health Commiuee and occupied offices leased by MSH.

The Alliance Heal1h Commiuee showed saeady development during the~
half of the first year and its members demoosttaIed that they coold work
effectively togetbec, although there must have been some real scraps between the
various parties before all the anangements were agreed upor.. The chairmen of
the bealth committees of the four parties in the AHC became its officers. with
roIating positions. and fonned a High Couocil to provide management oversight
and policy direction.

Asenior adtniImttalive officer was appointed. and four deparunenlS (fiDaoce
and 00ministr3ti0n. medical servkes.logistics. and ttaining) were estabI.mIed and
staffed with, 00 the wboIe, reasonably qualified personnel. Great care was taken
to insure that the saiaried positioos were disuibuted equitably among tile four
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parties. The departments were anxious for technical assSance ani sooo began
to fooclion beuer.

A major problem duoogbout was the paucity of trained managers and
technicians. The jihadw~made up chiefly of rural tribesmen~ the highly b'ained
prof~iooaIs. managers, and teebnicians had either stayed on in the communist­
governed areas or departed ~ refugees to !be West. Later in the war, more
doctors and recbnicat people crossed over to join the mojaheddin but not in large
eooogh nmnbers to aJtec the manpower shortage significantly. The AHC lb::tor'S
frequenlly feared that the professiooals in Kabul would capture most of the top
positions in the new government's Ministry of Public Health and thal they (the
mujaheddin) would be left out in the cold. They often urged the eslablishment
of medal schools for the mojaheddio so tbal the balance could be altered.

Training of basic beaIlh worters (BHWs) in primary health care and
emergency first aid was the major a:tivity of the AHC during 1m. The training
was coodocted in four separate training camps. one per party, located in the
mojabeddin gue:uilla camps surroonding Peshawar. The camps were estlbIished
aDd equipped; the facoJties selected and trained; the students (25 pel" party)
selected; and the caodidares tested. The first ttaining session of three months
graduafed 100 BHWs OIl July 15, 1m. The admission testing, training. and final
exams were supervised by d1e AHC Training Center. From the saart. the AHC
Training Ceoler' demonstraled excellence. in large part due to the ouIStanding
director chosen to lead it and the close re1atioosbip he developed with his
counteIJXUL

The graduates were immediately deployed and~ 94 health posts in
20 of Afghanistan's 28 J:XOvinces. This deployment initialed a map joint
activity. The MSH Field Operatioos Division (Dr. Laumooier) and the AHC
Medical Senices Division collaboraled in overseeing the deployment and supply
(and resupply) of bealtb posts. clinics. and odJer f:aciIities inside. In addition., Dr.
Lamnooier' began planning fa extensive mooitoring to be carried out inside
Afghanistan. We bad to have some idea of what was IJawening to the millions
of dollars in supplies and salaries that we were going to send sight uoseen across
the border. Expatriate advisors were not aDowed to cross the Ixxder. since the
Stale Depar tmel4 thought it would be too dangenm and possibly even politicaD.y
embamssing if one of us were captured.

Need for Stlpplies Mel LoPdcs

The medical logistics program, initially managed by the MSH FIeld
Operatious Divimn, became much moree~ and Jahorioos than envisioned
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in the poject design or in the first wort plan. With our first procurement of
simple emergency medical SUPPlies. it became evident that the role of the
American ManufactureI's' ExpoI1 Group (AMEO). a COIJUD<ldity procurementand
disb'ibutioa oootIae:to£ for AlD.'s AfgbaniSlaQ program. bad been~
by aD coocemed. During the design phase, MSH~ that it provide the
procurement seMces for medical supplies. but .\1.0. decided that AMEG would
JXOVide aU I~cs services f(X" aD four of 11-.;; projects overseen by the Office
of the A.lD. Representative. It~ assumed by MSH and Al.D. that Ibese
services would include warehousing and repackaging f(X" delivery to the client.
since these are ~cal activities.

Unfortunately. AMEG bad not unde:rsu>od that warehousing and repackaging
were to be their responsibilities and would have required an amendment to their
COIIb'<K:t to provide the specialized personnel and warehouse space to carry them
out. The arrival of the emergency medical supplies forced a solution when
AMEG did not have the warehouse space to store them: the medical supplies
were delivered to MSH. which soon ran oot of storage spoce in its offices and
in tenlS on the swrouoding grounds.

MSH~ a large house and converted it inlo the first warehouse,
foresbadowing a medical logistics service that eventually became the largest
uodettaking in the project.. During the first year, MSH spent S1.86 million 00

medical supplies., which were repackaged into kits to supply 340 basic health
posts and 40 clinics. Over 24 tons of suwlies were shipped on 80 caravans to
20 different provinces inside Afgbanis1an before the end of September 1m.

At the end of 1987. fifty-ooe tons of supplies were stored in the warehouse,
IJla>t of whicb bad b- ~'l repad;aged into kiJs f(X" mule transport. Twenty IOOS
were reserved for BHW gI3duaIes in the second year.

.Predictably, the~ service grew ~ the project fielded more and more
facilities. By 0ct0beI' 1991, we bad sIUpped OVtt urn metric tons of supplies
and bad a logistics center thai included dJree large industria1 warehouses,
generators, vaccine cokt storage, 25 air conditioners to keep the drugs reasonably
cool dming the fierce Peshawar smnmers. and a large nmnber of persoooel to
manage the warebomles and prepare the DIS f(X" sbipnent inside Afgba'ristan.

The ooginal progxaD budget <b-eloped early in 1987 supported a series of
oucputs (project accomplishmenlS) felt to be the minimum required to have an
impact Oil the health aDd emergency casualty care of die people living and
figI:UIg inside AfghanN.an. CosIs had been estima1ed with almost 00 expetiencc
in building. from a dis&aoce, a beaIth system in a coootIyside exposed to bitteI
warfare and bombardment Eight moolbs of experience made evident that mud



Figure Z-3: Transporting suppUes. Trucks were used whenever possible 10 lraIlspon heavy eQuipment on both sides of the
border.
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of the data OIl which the estimates had been based were errooeous. aod..,
coosequendy, that maoy of abe costs in the JXOject's design were underesUmafed.

The major underestimaIioo involved the salaries of the BHWs. This calegay
of heaJtb worker bad originally been perceM:d as a combat medic. aDd no salaIy
bad heeD planned since they would be~ to the main-line units and be
treated just lite the odteI' mujabeddin 1rOOperS. Between design and implementa­
tion, this~ changed subslantially. The uaining was considerably
upgraded. and BHWs turned 0Ul to be spending most of their time in the
villages, JXOViding for the general population, and going OIl operatioos with the
mujaheddin only infrequently. when there was an actual baule. Since othet
doooIs paid their personnel a stipend. we ended up paying BHWs S40 per month,
which added gready 10 the pojecfs cost.. and set a problematic precedent for the
long t.emJ. The argument was !hal the BHWs bad families to support and if they
did not gel a monthly salary. they would be off the job farming most of tile time.

The cost of Il"ampOrtation of supplies by caI3V311 10 locatioos inside
Afghanistan had also been underestimated. The design team believed that lhis
cost would be minimal because AID. was supplying mules by the bundreds (on
747s from Tennessee) for the transpOrt of humanitarian supplies. We soon found
they were fully boc*ed for carrying in food. clothing. and odIer supplies. Since
we issued supplies directly to the personnel of the clinics and health posIS. they
bad to compete with the armaments and odler supplies being sent in by the
patties. Our ttaosporl~ al one time equalled 40 percent of the value of the
medical supplies being 1taDSpOI1ed.

Building the Local Staff

One of the hawiex experiences during the s:art-up year was recruiting local
sI3ff. Wi1h very few exceptions. mey proved loyal. bard wodcing. and highly
m«ivalec1 A first-class :nninisuata. Ariff Jan (woo became the Acting Chief
of Party when expatriale staff were evacuaJed during the Gulf W•• January !O
April 1(91), a moltilingual bead drivec. MOOammed Ali. and a retired Deputy
Directorof~Pakistan Air Foo:e-Nath. Mabmod Bajwa. formed the core
of this team..

Then the debate started. Laurence Laumooiez- (FIeld 0peJa1i00s) cmectly
argued that the JmgI3Jl was an Afgbao project and would be moving _
Afghani..qan one day. She felt strongly that we sboold hire only AfgbaDs.. LeIl
Chang (Financial Management) bad surveyed the fmaocial rnaoagement e:xpertisl:
among the Afghans and Pakistanis and decided that he bad to have Pamtmis tt:
manage his COIlIpIa financial aetMty. Ariff Jan argued that our JXOCoremenl
sem:e fm local coounodities. wt1ich he directed. needed Pakistani personnel.
since be believed the Pakis1ani merchants would take the Afghans to the deanen
OIl pmcbases.
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As is usually the case. bodl sides were rigilL We decided to hire Afghan
employees wbeueva- possible tid to bile Pakistanis when we could not find abe
oecessaryexpertise in Afghap applicants. Although we Sl3Ited wilb 8 01' 10 local
employees. by january 1. 1992, we bad 239-about 82 percent Afghans and 18
pt2CCDt Pat:istlnis (see Table 2-2). While there was always a slight uoderiying
tmsioo between the two natiooaI groups. all appeared friendly and there was vecy
liItle badmootbing about anybody. This is remarbble. since SJR3ding IUIDOl'S

aboot SOOIeoDe you did not likeJfteD~ to be the national sport of bod1
nationalities.

Table 1-2
DimiblltQa ~ LocaI-Ilire Persouel

Categories ." Workers NatioDality ToCaI
Pat Afghan Other

SapeIVisors 4 5 1- 10
Depuy Supervisors 1 8 9
Physicians 7 7
Accountants 4 4
~ts Ass1stants 3 2 5
ComputerS~ 2 2
Computer Operarors 5 5
Secretaries 3 8 11
Clerks 7 13 20
Transla1011l 5 5
TraiIJer.; 2 2
Cartognpbers 2 2
Storekeepers 2 2 4
Senior MonitDrs 9 9
MooilOrS 65 65
1.abcJre'lS (Warebouse) 3 1:1 30
Security GlI.lIl'ds 9 11 20
Driv~ 3 9 12
CustDdial Workers 1 .!.i - 11-

42 196 239

- u.s. citizen of Afghan origin
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The Evolving Focus on Prevention and Women's Health
Jlrop'aJm

When the project was ~ved in 1986. our first priaity was to estIbIisb
basK: beallh services tbroughoot Afghanis1an as rapidly as possible. The map
empIla.m of those services was casualty care. but preventive services and beallh
services for wanen and children were esseobal if we were to assist the Afghans
in developing an effective bea1tb delivery system in rural Afghanis1an. ReportS
from expatriaIe medical personnel working in Afghanistan and knowledgeable
Afghan physicians warned that the health status of the people there was grim.
Widesp.rea.1 malnutrition. poor sar.il31ion. absence of adequate matemal beal:b
services. rampant tuberculosis. and lack ofpreventive health services contributed
to the deteriorating situation. The health stalUS of women and children was
especially bad. UNICEF reported in 1990 that Afghanistan bad a maremal
matality rate of 650 to 1.000 per 100.000 live biI1hs and an under-five mona1ity
raJe of 300 ptt 1.000. the highest in the wodd..s These issues had to be dealt
with even though care for the war-injured was a high primly. A balanced bealth
care system. emphasizing cost-effective preventive and primary care. was needed.

Therefore, in 1m an immunization program focusing 00 the six preventable
cbildbood diseases for which WHO recommends immunization w<Xtdwide in its
Expanded Programme of Immunization (EPI) was the first major activity of the
Preventive Medicine Department. It toot well over six DIOIIlhs to receive
essemtiaI cold cba.in equipment, so the Alliaoce Health Committee was not able
to field its first vaccinaIion teams until September 1988. The EP[ program grevi

steadily after that. using vaccines contribded by UNICEF and equipment aDlJ
tI3ining funded by MSH. We added immunization with reranus toxoid an(

treatment with iron and folic acid 1ab!ets fur anemia as women's beald:
interYenlioos. At fim. we feared the program might fail because the vaccinaalr.
were male. but., overall, the inteIVeIltioo was weD aet:q)ted and the coverage Ol

fertile and pregnant women in the areas served by thee~g EPI progmn
was much higher than anticipaJed.

The Preventive MedDne Department expanded its cbiJd survival and~
coouol acthities to include treating dianbea with oral rebydlation and treaIinl
acute respirarol'y infections eady and applOpriately. A tuberculosis cootro
program was bOOly needed but difficult to estabJisb.. FoI1<r.v-up of palienIs uode
treatment to insure compliance was difficult to accomplish, since the bealtl
personnel deployed inside Afgbauistul ",-ereUD~ in tubercu10sis progr3Il

management Instead.. pilot treatment centers were set up, with staffs~
trained in managing tuberculosis cootrol programs.. with the hope that tbes
fa;ilities would serve as tile base for expansion mao a national program. WJtb tb
exceptioo of the tetaDI1'i toxoid immunizarioo of pregnant women aDd tb
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dislriootion or iron and fotic acid tablets by the vacci!l3l:l:n, very little~ done
to povide bcaltb services f~ WOOleD..

Initially, heaJtb pelsooneI deployed in Afgbanistan wac exclusively male,
but tbey were uaiDed in some malCmaI and child beald1 wort. While~~ healdl
programs were popular. the 3IlP03Cb to marema1 health was necessarily low-key
and inttoduced cautioosly due to the very conservative nature of the male>
dominalf'rl Afghan society. Male beahh wmers simply do 0()( directly tre3l
women in Afghanistan. and there are almost no trained female health~l
outside of the cities. The result was grim: women got little or 00 heaId:. care in
nJl31 Afgbamstm.

In the firsI two years of the IXOjecl little was done for women's healdl
services because we lacked the experience wit!l the culture to LIOW bow 10

3pIXOOCb the~ without stirring up the ;;;ooservaIive Afghan cOOlmunity. In
1989, a fuIl..time expatti3le MCH advis<:r. Linda Tawfik, ar.ived. and she noted
the following consuaints to die development of women's health servas in
Afghanistan·

There is aD extremely low fenu1e literncy I'3Ie ()ess than 10 percent).

The underlying problem or tbe low stIlUS of women mates aU wOOlen's
programs socially and politically vulnerable.

Qualified~ health peISOODe1. including trained tIalitionai binh
auendants. are scarce in rural Afghanislan. Women can be examined
only by a female healtb wmer in most areas. so their illnesses and
complications. especially dn<;e which ~'R masemal mortality. go
lWGended.

Most women are in purdah.. which restricts tbeir ability to seek care. The
security situation imposed by the war made it even more dangerous fa
wumeo to tra~l to distant health facilities or training een1crS. The
barriers creaIed by~ immobility of women ba.~ severe implications.

dl Ien:IS of beahb interventions which could ha~ t'Ie greaIeSt impact.
family planning wooId be die single most importaot iDten'eotioo to save
women's lives. As in most countties al war, the countervailing lJtSSUIe
was to repopulate. Fertility rates in several or the Afghan refugee camps
rea:bed wcdd-record highs. Krijgb repocted in 1987 me. the toeaI mari1al
fertility rase in~ Afgtlan refugee camps in Pakistan. based OIl eurrem
age-specific fertility I3IeS, would reach an~ of 13.6 live binbs ]U

woman.5 The highest previous total marital fertility rate was 105 in
Yemen. as reponed in 1985 by the World Fertility Survey:
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These coostraiDlS were compounded by the fact dlal the project's bt3Jquar­
ten were Iocak:d in Pamtan. The cross-border MCH~ needed women
trainers and ciiniciam who could trawd back: aDd forth~ Afghanist3l and
PakisIan, which~ the model flX otba' MSH pugnm activities. However, a
cadre l~f~ women who could uavel cross-border was nooexistent in a~
thai does not allow wcmen beyond compound waDs.

The MCH advisor' quickly developed a rapport with our Afghan counterparts
and worked effectively widt the expaIriares and Afghans wOlting on MCH
programs eilher imide Afghanistan or fa- Afghan refugees in Pakistan. An MCH
Directorale of tbe MOPH was ~lished. and real interest in developing
maIemaI and cbild heaItb programs began to sprout in the minisuy. A male
pediaIrician directlY and. a male deputy director were appointed. a set of offices
were )XOvide4 by the IIliImtry out of ~ own resowces. and several female
technical pe:sonnel were hired to wort on the training curricula.

While tbe women's health program was still relatively small and still viewed
widt suspicion by many conservative Afghans. tbe growth of the interest in
women's health programs was eJltraordinary. The Area Health Committees as
wen as the MOPH quietly showed interest in developing materoal services.
admiuedly moo: fa- the children's component Ihan fa- the mau:mal JXX1ion. Still.
as long as women were seen and treaIed by female health workers. most Afgbao
health leaders were eothm1aslic about pogr3II's fa- women. Almost aU BHWs
were trained in how 10 appoach and train dais (ttaditional birth aaendanCS) in
their villages in SleriJe technique and other aspeclS ofmaternal care. Dai training
centers sWfed by lbe female personnel of !he clinics were set up in avec 33
MCH clinics.. and over 14,000 dai tils and l00.<XXl sterile delivery pacts were
dislnDuted throughout AfgbanistlO. A school was establisbed in the MOPH 10

train mid-level female MCH health workers to staff and supervise die maternal
and child services. lnunmization programs were de-.eloped in well over half of
the )XOvinces. and ORT come:lS were set up in the clinics 10 ttain mocbers in tile
trearmeot of <tiarrbea in their children.~ overview of the evoIutioo of Afghan
women's health programs wiD be compIeIed in Chaplet 7.

Devdoping a Sustainable Infrastructure

By the fifth year of the project. MSH and AJ.D. recognized thal the time
had come to do something 10 ensure the sustainability of the bealtb infrasttuctwe
set in place by the cross-tx:lnb beahh~ Scores of a-ganizarions of all
sizes.. mostly smail were SUPIOliug health services inside Af~ CI

providing services directly wiIb tbeir own expatriate personnel (see Table 2-3).
There was also coosideI2bae soppM. fuJancial and direct. from Muslim COlDltDes.
panicularIy Sandi Arabia aa"1d other Gulf coontries.. although the ddail'i of this
assistmce were kept secret. All of these ageocies. Muslim and Westem alike,
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suppor1ed or provided free cross-booIer services. Their interest was relief, DOt
~Jopment, and it did not occur to diem Ibal Ihey should wort to ensure tbal
die servas would continue after their support was withdrawn.

In 1989, MSH Ixougbt a team to Peshawar to study health delivery costs and
mechanisms COl' cost containment and SUSIainability. Lectures and round table
discussioos with MOPH officials and the Area Health Committees aimed to train
the responsible officials in basic planning, cost conlainment. and income
~. They welcomed d1e introduction to planning but completely :'ejected
the idea of income generalioo as political1y too explosive. Despite warnings to
the contrary. d1ey coold DOt believe that the West would cease or drastically cut
i1s bumanil3rian assistance any time in the near future:

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

MSH: Unfortonarely, not to the average American and to Congress.
They have made the mistake of thinking that it was won when the
Russiam pulled out.

The Afghans (in keeping with their wonderful character): Wen then,
we'n just have to mate it on our own, woo't we!

ChapterS. "Planning for SUSlainability and Health Impact," describes the wort
of MSH's team.

CIaecUaI 011 Del Adaptilag to Reality

By mid-199I, the reality of the siwaIion became more apparent. Many PVOs
bad withdrawn or <hstically cut their programs. On the brighter side, the
Americans and the Russians bad agreed to cut aD miliIary assistance to boCh
sides before January 1992.

The Area Health Comm.iltees were less sanguine aboot their futlll'e and
endJnsiasrically planned income-generating schemes and rowing drug funds
during the;mnual senior managers' wOlblql beld in the 1ale sommer 1991. All
tile senior managers of the Health Committees auended, incloding the chairmen.
It~ an DltpiessiYe three weeks, even though all were very nervous about~
reaction of their people to tbe concept of fees for services peviousIy provided
without cost as plKt of the jihad. The MOPH did DOt send senior personoellO the
wuBsbop bot sent two senior management trainers with the underst:nding thai
a similar w<Bshop, with MSH .assislance. would be coodDct.ed separd1cly.



Table ;&·3
Health..ector Humanitarian Assistance ror Inside ArKbanlstan

Nonlovemme.taJ 0l1lamlllUonl (NGlhl) 1987 1988 1989
1990

Planned

A.f\A AfshlUl Aid Association N/A N/A N/A N/A

AMA Afghan Medica! Aid 0 0 ~o,OOOest I~O,OOOell

ANH Afghanistan Nothilfe 86,805 ~5,493 146,914

AVICEN Afahanistan Vac<:ination and N/A N/A 1.616,062 2,337,540
Immunization Center

..;,

AMI Aide m6dicale intemationale 20,833 33,296 90,646 520,804

CPlD Council for International l>evelopmenl N/A N/A N/A N/A

I)CAf( Dental Clinic for Afghan Refugees 0 16,648 59,582 94,576

PM P ·.JOdom M.;:dicine 628,179 862,395 1,978,998 1,360,998

GAC German Afghan Committee t.l57,407 1,387,347 1.469,147 2,477,793

GAP German Afghan Poundation N/A N/A N/A N/A

HI Handicap International 0 16,648 47,276 130,902

IMC International Modical COrpl 2,OOO,OOOesl 2,OOO,OOOeIl

ISKA Islamic Relief Age",;y N/A N/A N/A N/A

JAMS Japan Afghan Medical Services 0 0 39,177 23,37~



MSH Management ScionCClS for Health 2,2~1,1~7 ~,133,185 8.oooJXXJest 8~OO,000e.t

MDM M&lwins du mondo N/A 300,000 1.038.197 SOO,OOO

MSP·8/H M&lecins sans fronli~/ll8. BelBiumlHolJand N/A 190,89S 200,OOOest 200.OOOost

MSP-F M~ecins sans fronti~[\\s, France 6S9,722 843.S07 1,349.9S7 S,23MOO

MTA Medical Training for Afghans S"AMI

MCI Mucy Corps International N/A N/A 62S,42Oest 1,000,42Oest

NCA Norwegian Committee for Afghanistan lSO.OOOest 4oo.OOOost 4S0,<XXlest ~oo,OOOest

IJCA Psychiatry CenlIe for Afghans 0 0 122,423 I25.000est

S(lAA Sandy Oall Afihanistan Appell! 0 0 0 0

....eA Swedish Committeo for Afghanistan 1,360,OOOest 2.360.000est 3,623,2S6 3,976,744

International and Otber 0lllan'Atlons

Arll!> Arab donors 2,()(X),OOOest 3.()(X),OOOest 3.ooo.000est 3.000.000est

UNICEF United Nations Children's Fund 2.000,OOOest 1.Soo.000est

WHO World Health Organization Soo.OOOest 2.ooo.000est

J~tlmaled Total AllllUtanct· 8,062.831 14,2~4,4~6 24,86S.293 3I,I90,08~-
NtJlt.f: NOO amounts lAken from ACBAR Directory of Members, 1990; N/A. not available; esl '"' estimated
• Estimated Tolal Assistance. Sum of amounts for each yeu minus double counting. For eumpJe. UNICEF funds cross-border

immunization through NOOs Jiated abnvo. 80 UNICEF's oontribution is subtrllL:ted from the total to avoid counting funds twice.
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Two provincial boosehold smveys carriedout in Afghanistan in 1991 showed
tbal even with the austere cooditions existing there. families still had a small
amount of~ income which they used for private medical consultations
and for' the purchase of pharmaceuticals from private local pharmacies. We
empbasized this to our colleagues. but they were still uneasy about the
proposition of fees.

00 the otber 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 supported through rocating drug funds and not identified
with the health facilities. The Supervisory Council of the North. the largest and
best developed of the Area Developmem Committees. wanted to set up a
centrally managed rocating drug fund that would support local pharmacies
thrwgbout their ca&chment area. Initially,lbey planned to SUWly the system from
a W<Kebouse in TaJoqan. the town of their headquarters.

In its sixth-year wat plan. MSH elected to approach sostainability by
cutting salaried beabb providers by 25 percent OIl Aprill, 1992. as an incentive
fm joining a fee-fm-service scheme. A promotiooal campaign to advertise the
~ fm !be cot cr j present a fee scbedule that me MOPH and tJ:Je Area Health
Committees wouJ( .gree to was presented to the senior staff of the Area Health
Commiuees at the senior managers' workshop. and they agreed that it was the
most rea;ooabIe approach.

Notes
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Chapter 3

Training and Munpower Development

Richard Johnson

Introduetioo: Tbe Setting in 1986

When the Afghanistan Health Sector Support Proj:ct (AHSSP) team arrived
in Pesba\\r-at in November 1986. infonnatioo about the availability of and a:cess
~ health care services in the mujabeddin-<:ODtrolled areas that covered most of
lUIaIAf~ was scanty. No single source could provide a comprehensive
picture of the health services and manpower actually in place.

In Peshawar and Queua, many Afghan and foreign organizations attempting
to estabINl health services in Afghanistan were training health care provider ..
They were then either supported by their respective organizations to work in the 'or

own clinics in Afgbanistan. or referred to the Swedish Committee for suppor",-
Some plvare volunlary~ estlblisbed paramedical trainir;g

programs. which focused 00 medical/surgical care for mujaheddin. By 1986.ovl2'
a dozen such programs were being carried out in Paki.ul. as Table 3-1 shows.
Although these organimioos shared the goal of preparing health care provideis
for wOlk in Afgbanistm. the stills and knowledge levels taught varied
sigrtticandy. as did the lengdts of courses. which ranged from six to eighteen
mooths.

8EST AVAItABLE COpy
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Table 3-1
PriDdplII Orp_iutioas

TraiDiDK AfPaB ParaIIIedic:aI Staff ill Pakistan, 1986

Freedom Medicine
Gelman Afghanistan Committee
Inte:mational Medica1 Corps
Islamic Relief Agency
Jamia! Hospi1al
Medical Training for Afghans
Medical Refresher Training for

Afghan Doctors and Nurses
Union of Afghan Medical Docurs
AI Jehad Hospital.. Quetta
Hezbi-~lami Hospital

FUDdiDg Soan:e

USAID
Privale & USAID
USAID
Private
Jamia! Tanzeem
pyas. Freocb. &: Belgian

pyOs. Freocb. & USAtD
PriV3le Donations
PriV3le
Taozeem (Hekmalyar)

In order to expand and strengthen bealth services inside Afgbani...~ as
rapidly as possible. many first aiden and nurses needed training and doctors
required refresher training. The nmnber of mid-Ievel health WOlters appeared to
be sufficient to meet the immediate maopower oeeds for the delivery of clinic­
based services. However. village-based primary bea1tb~ wortecs virtually did
not exist. With Afgbanistao·s rural popuIatioo scattered in tfJousaIxb of small
villages. often sqmaIeQ by moontains and mers. access to trained health care
povidecs wa> very limited or to4ally lacking. Therefore. MSH concenaated CD

de-leJoping a cadre ofprimary health care wcrters. who could b.1ve a significant
impact OIl morbidity and monality. particularly wben trained and equipped for
child survival interVentions. These primary bealtb care wortas were also
plepaled to provide first aid fm war-re1aled '.3snalties.

Rlr aD practical porpne;es.. Ibe beabb care sysaem in roral Afgbanisaan bad
beat destroyed. Most health ~essiooais bad become refugees. clinics and
bospilah bad been abandooed. and jAOductioo of ttained beakl: manpower fex
mujaheddin<ootroUed areas \lias tlXal1y disrupted. The training effoos of some
mujabeddin political organizalioos and PVOS in and around Peshawar and ocher
secure !ocaIioos were frequently lDlCOOOIioated. and many of these organi23Iioos
lacked qualified trainers. When the AHSSP was lanncbed, no organization wilh
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die poteDtial for eslabI.isbing coordinated ttaining programs could be identified.
except me emerging Alliance Health Committee.

The cbaDenge was to develop a training sttaJegy for AfgbanSan while much
of die relief e1ftxtf~ 00 offering care. often by expaariales. For long-ferID
impact. die f()CU..C~ to be OIl develQljng training stills and knowledge within
Afghan organizalioos so Ihat when peace was restored. a core of experienced
tr3iners md training adm.inistIaIDrs woWd be available to assist with recOOSUUCt­
ing die health care system. To implement this SU"alegy. MSH concentrated on
establishing uaining cemers nul and managed by Afghans. Technical assistance
focused 00 developing training policies. ~gies. and maIerials, and providing
acJministrati\.-e backstopping. Implementation of policies and sttategies remained
tile responsibility of me Afghan counterpat1S. Because experienced trainers and
training program managas were DOt available in the beginning. MSH played an
active role in designing and developing training plans and maIerials but turned
over responsibility for meir implementatioo to meir Afghan COlDltezparts as SOOD

as possible.

heldy Care TraiaiDg

With tbe war imide Afghanistan creatiDr many casualties. it was critical to
tI3in as many mujabeddin as possible in ·ASk. lifesaving first cUd measures. A
two-day training program. patterned 00 the International CommiUee of the Red
Cross model. was developed by the training cenler. ten paramedical staff
members wac recruited and trained as first aid trainers. These staff members
were assigned to cooduct full-time first aid training fa the mujabeddin who were
rotating tbrougb me military camp. The training. primarily in trauma stlbiliza­
tion., was designed to enable a mujabed to provide lifesaving measures for his
'"buddy" in the field. At the end of tile training. each mujahed was given a sterile
compress to carry in his kit.. Over 36JXX) mujabeddin were trained before the
reduction in military activities began to eliminate the r.eed for sucb training.

Development or the BHW Training Program

MSH suggested that the High Cooncil---tbe governing body cornJnled of
health committee chairmen from each participating political organilaliOll
(tanzeem) of me Alliance Realm Committee-begin training a cadre of primary
bealth WOlters to provide a limited range of health services in their own
communities. Afghan bealth planners bad expressed a need for large numbexs of
first aid workerr '0 assQ with managing war injuries. Because a large civilian
popuJatioo remamed in Afghanistan. training in management of commoo clinical
problems was included. Doe to die a;ule shortage of trained health V'Otters in
Afgbanistm. people were demanding medical care. and beaId1 wcnexs. wIletIa

BESTAVAILABLE COpy



qtta1ified « not. had to meet the demand. RaJher tbao placing bea1tb workers in
die field wOO were unqualified to provide limiIed clinical services. wbo would
perhaps prescribe pocentiaDy dangerous drugs, Basic Health Wcners (BHWs)
were trained to manage some COIDIllOO clinical problems. The High Ccuncil
agreed with this approach for I3pidly expanding healdl care sc:rvices.

Since training materials were DOt available. a subcommiuee on training was
formed. including a medical doctor from each tmzeem. The main problem was
to convince subcommittee Dleo'1lbers to limit course content to a level lhat a
trainee without prior medical experience could learn and competently apply in
tvro to three months. Course cootent was adapted from The WHO ColI'III'fIUIity
Health Worker, Wwe Thoe Is No Doctor, The MEDEX Ser~s. and ocher
references.

While developing comse marerials. tanzeem health committee chairmen were
searching for doctors and nurses or mid-level medical technicians to become
trainers. In addition, a~ program was launched to procure supplies and
equipment needed for setting up a residenl:i.al training camp.

The next step was a week-long training of trainers wortshop. ~ none of the
~ tJainers bad bad emy prior~g experience. This workshop began
in March, aod the first training class was launcbed in Apil. ~ than lbree
moodls after the discnssioo on training with the High Council

Rea aibllellt ~ TraiRees

Each tanzeem reeruiled trainees from inside Afghanislan who were literate
and would IeUn to wert in Ihcir home area. Trninees had to:

• be willing to participate in the jihad in AfgbaniSlaJ) after completion of
the BHW training.

• be Muslims who had participated in the jihad.

• ba-.e immediate family members residing in Afghanistan.

• ba-.e achieved an educatiooallevel of DOt less dian lOCh class,

• be at Jeao;t 16 yeatS old, prefernbiy 20 to 30,

• COOle from me locality where they \lr-ere expected to wlXk,

• not be employed in Patistm. and

• agree to five in the tIaining camp during the BHW training period.
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AI10getber 100 trainees. 25 per tanzeem. were selected b me first BHW
ttaining~.

After the High Council opposed the suggestion that training sites be set up
to accoounodale trainees frrm all IaDZeems, it was decided that training should
laIte place in each ofdle tanzeems' mujaheddin camps that surrounded Peshawar.
compJetely separaIe from refugee camps. E.a:h tanzeem estlblished and
administered its own canps; health committee cbainnen were unanimous in
specifying t1lat a trainer 01' trainee rn.n one tanzeem would ntt be allowed to
wen or study in camps controlled by the other tanzeerns. At first. members of
the High Council were concemed witb ensuring that each received an equal
share. pe1'baps because past effats 31 launching joint activities had not been very
successful Since Al.D. bad adopted an uaggressive implementation" policy. a
CIa.'>b program WCti launched 10 set up BHW training camps witbin me
participating mujaheMin C3Icps.

Devdopmeat 01 J.A«is1ical s.pport for BHWs

Based OIl tbe BHW CUIttulom, the MSH team, in coosultation with members
of the subcommittee OIl training. developed a list of drugs and medical soppIies
which a BHW sbould be taught to use in the field. Examples of all items in the
list were provided to the ttaining camps for demoostratioo and (X3Ctice (see
Cbaptt% 8, Logistics Managonenl).

A bealdl post~~ close to each training site. These posIS were
Slaffed with doctors aM mid-1evel IeCbnicians to provide supervised clinical
practice for BHW trainees and, secondarily. to provide services fOl' camp
residents. Drugs.. equipment, aod supplies were limited to the items that a BHW
would be issued to set ~ his health post inside Afgbanisran. Since tbese posts
were Jocared in tbe mujabeddin camps. clinical experience~ limited to adult
males. To ovezrome dris COIlSU3int, arrangements were made foI" trainees 10
receive additiooal clinical experience in tanuem bospi1als set up in Peshawar and
to expose them 10 cornmoo clinical probIe:Im of waneo and cbi1dren.

Expal'SiM 01 TraiIIiDI

After the first SHW training class in 1987, the IBlJDber of BAWs for
deployment inside expanded rapidly. Class sizes in tbe fOOl' t3IlZeem BAW
training camp; weze itul2led from 25 to 60 trainees per camp. with a
siglljl1<:3l1l ina~ in the training s&aff. To maintliD quality and coordination
between camps. me training cenlel (descnDed bclow) held regular weekly
meetings with the trainers. and wotksbops were coodocted to train new trainers



and upgrade the stiIIs eX exisaing uainecs. The training center regularly sent
teebnicaI SIaff to the BHW training camps to provide guidaDce and~ As
members of the High Council became acquainted with each other and with the
program objectives. training Sl3ff were able to exchange visits between ttaining
camps aod eventually act as external mooitors fOC' final testing and certificalioo
ofBHWs.

Vignette: A Trip to TakJuu Province

/ was assigned to the BHW training course in Takltm with two other doctors.
We tTave!d to S/t.aJ: Sali."11. 'A:hoe "",'e sUZ'jed o.-emighJ in a motel, lodged in a
tent. After riding and wolbng. apaiozeing numLrous difficulties and hardship,
we reached Taloqan City on July 13, 1991.

TN nat dtry. the represmtalive of the health committee of the Silpervisory
ColUlril. Dr. SaJrar, received us ~ry warmly. He spou of the accomplishmous
of the health committee. which supervises all health activities carried QUI in the
Supervisory COlIIJcifs area: aid to health ~rsonnel, hospitab. training
programs, clinics. and preventive programs (such as tuberculosis control and
vaccination programs in the northern areas). The commiau elUkavors to ut lip

clinics and hospitals in the wUkst possible range ~ regions. Its organizalio1l4l
structure enco111p{UUs procurement, accolUlling. fllUlllce, transportation, and
personnel offices. Each clepaTtmnu ho.s a uparate director, who is responsible
to the health co~e.As a rule. the directors report th£ir activitUs and nuds
to the health commilru, and the healtlt commiau offers guidmJce and flUs
requests. The health commiltee personnel maintain biodata records, cutijica:tion
fonns, and salary receipt cards. The activities of the health committee are
evaluated every sa months and revised whoe necessary.

W,We in Takhar ProvillU,/ worted with Taloqan Hospital, FarkJuu Hospital,
and Warsoj Clinic, as weD as the BHW coruse. TN course hod been conducted
in the KJrylab region, bill after the historic liberation of Taloqan City from
ocCllpQtion 11y the Kabul iegime, the Tathar training coruse was moved there.
When die COrll'se was first relocated, there were only a large training room
adjoilIing the hospiUll and two heolth cOl1Jn'littee rooms used as a hostel.

The trainers participated in aamining and treating hospital patients as ~ll
as lectllTing to the t1'tliM~. In the fourth and fifth sessions. the rrainos followed
the clll7icrdJOn of the Peshawar courses. for which simple langKage. sl~s,

filmstrips, and charts were used. lllpdaled the trainers 011 1M topics in the newly
printed BHW training trItl1UIal and preuPlted tkon with a cop:. to use in lhe sixlJr.
session and the refresJIer trainillg COlUSe.

Since die trainus were apeeted to condJla BHW asMSSlnents, 1 also
e:rplained how to con.t:lua tjfeeti".;e~ using the BHW eva1JMJti<Hlforms.
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Thejorms wue distribllJed in TaJoqan aNi FarlJtar to allow the trainers to gaill
~ jaJniJiarilJ wish~ mtt.'rods.

After complniOlt ofthe theormcal sution of the coruse. the trainees received
I1teir practical training in the hospital. Dwing the cOlITSe tM Ciainees tookforu
tats. and these srores. combined with w score on the final aam. dnennined
whetw or not tMy~d.

Taloqan Hospital. which 1 \.isi;ed nat, hod at thar ti~ a staffof60, nine of
whom were M.D.' s. The hospital. financed by MSH. illCludes dtpartmt1lis of
SlUgery. internal ~dicine. pediatrics. tuberculosis control. and maternal 0IId
child htaltll, as well Q$ x-ray. laboraJory, and dtrualfacilities. Each dtfK1T~nt

is led by a chief plrysician. and these phy~cians are responsible for all hospi!a!
affairs.

Thue are only 4() beds in rhe hospital, but tbuing my visit about 60 W(U­

wolUllkd palients were hospitalized there. As tna1lY as 150 patients au amrrined
and tuaud daily. 4() to 50 ofW~ for tubercidosis.

TM maternal 0IId child health department's activities include the administra­
tion of1T (U1tl1U1.S :o:cuid) vaccines to women ~tween the ages of i5 and 45.
child heahh and sanilation edlu:ation for mothers, and dol training. As of
S1I11111'Ier 1991. tM hospiJal had trained aboflJ 30 dais. Demon.stralions offood
puparation fc>r childrer. and treatment ofobstetrical and ~cologicaJdiuast!S
constitute the main activities of the dqxlrtmmJ. Food for mowrs and children
is also distribllted throllgh this departmenJ.lt had 8 stoff~mbers. iMlMding 2
IlJUst-midwives who worked as trainers in the dai training program. 1 intu­
~ed two dais iii this cIqJartment and prmUkd necessary assistanu to them.

The va€cinarion program was vUJ organiud and active in Takhar Province.
Before 1 arrived. vacci/llllOl"s. eCjllipped with foru cold-drain systems. had
completed two campaigns and had traveled as far as Khanobad. in Kundaz
Provi1u:e. 10 provUk \.'lUcinations. According 10 one vaccinator, aboflt J10.000
doses hDd been administered.

J nat 1Ter-'eied to FarthaT Hospital. whose 10 beds are IIstdprimarilyfor tM
hospitolization of internal medicine and W1lT-wolllUled patinUs. TM hospilQl
incllltks departments 0{ internol medicine. SlITgery. and dmtistry. and loboralO­
ries. All hospital affairs are the responsibility ofthe director/chiefplrysicUm. This
hospillll provides medical aamUtations and treatment to 40 to 60 patients a day.

1M motenw! and child Mahh clinic aI FarkhaT is housed in fOflT or1M
rooms near tM hospital. TN activities cfthe clinic inclUlk physical e.xamirtations
for motlrus, materr.alhtalth ~ation, and the distrilJutibn offoods including
beans. milk. and buCllits. The Fari:har Clink also trains dais. The dink was
SlIfJPlUd and supported by MSH and stoffed 17)' 6 people, including I IUUse­
midwife and 2 midwives.
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TM Warsaj clir.k. situated on 1M bank cf Q roaring river ~ar the Warsaj
bazoar. WlU SllljJed by 2 medit:al technicians SlIpponed by IMC. 1M clinic hos
5 hospilal beds and treats and aanr.ines 30 to 40 patients a day.

by Dr. Mohammad Ma.sood

Development of a Training Center

A training cente'J'~ established in August 1987. to support AHC training
~ and to develop Afghans' capcw;ity to plan and manage their own
aaivities. It developed curricula and tr.Uning medlodologies; planned and
conducted seminars, wmsbops. and refresher training; rested and certified beaItb
wortezs; published training and public eduolion ma&.erials; provided audiovisual
Sl1JlIJlOO; mainl3ined a referenceh~ and oocrdinaled training activities wiIhin
the AHC and with other agencies.

To support training activities. 5e't'el31 teebnical sections were eveutually
established: audiovisual. printing and pubticalioos. graphic arts and calligraplly.
and 4 library. The 3iXOOvisuai section Vr"3S equipped with 35-millimek:I' and
overllead projectors aDd saeeos.35-miDimerer~. a video~mJer.
and moo editing and playla::k equipmenL The section~ run by 3D audio~

aI technician with the ability to produce video presentatioos.
The printing and publicatioos sectioo grew from ~ small <K:ti..ity using

stmdard photoc~and duplicating ~hines to a unit that ran an offset printing
press and producedhigb~manum. pampble1s. and ocher poblicatioos. The
grapbic ans and calligraphy sectioo prodIx:ed visual aids to suppM II'aining
aetr.;ties. and bealth education ma&eria1s in the fonn of posters and handouts.
Calligraphy is 3D essential component fa JrOductioo of educational visuals.

A small Lilnry of r.:ference ma1erials relevant fOl'dev~g primary health
programs and focused 00 mid-level and COOlmunity health waiters was
established. The library also COdained most of the standard medical and surgical
references ll'iailable in~ to support refresher training fOl' doctors and the
Afghan medical canmunity in general.

W11h the creaIioo of the Afghan Interim~·s Ministty of Public
Health ill 1989. the training center~ recoostimted. as the lnstituae of PuNic
Heal1b (IPH). Eacb participaling taozeem~ respoasible for running its own
BHW training camps-selecting trainers. reauiting t:rainees.. and carrying out
general adminisUalioo and quality cootroI--accord to tile training Centel"s
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Figure J.l: Health worker training. Health workel'S receive basic childbirth education from a midwife.
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technical aDd administrati't' guidelines aDd UDder lbe wnbre11a of the Alliaace
Heabh Coogninre

The AHC~ a highly politicized entity. and the training cenler's ability to
impk:mcot unpopular dc:cNom. such ~ rejecting BHW appIicams wbo did not
meet !be sdectioa ailleria or failing BHWs who~ poIilically coonected
wilhin the taozeem. bad been limited. Gradually lbe IPH~ able to institute and
en1ixce guidelines for cmessing and certifying the competence of BHW II3inees..
mooilming training sWf performance. aM strengthening training SIaDdards and
adminisii~

The aiteria fir selecting BHW uau..-;es were changed when it became clear
tbal disproportionate numbers of trainees were being selected from provine­
es/districts where tanzeem health coounittee chainnen or Peshawar-based party
officials had suoog affiliabons. Some disuicts were being weD served, while
C'Cbers bad 00 BHWs at aD. Hov.-ever. when npdaJed JXOVinciaIIdistrict-level
~ daIa became available. MSH used tbem to cakulale lbe ratio of
BHWs to district popu1aboo.l (See Map 3.1. Disttibutioo cf BHW Coverage.)
Gaidc!ines were set up to help achieve a ratio of I BHW per 5.000 popuJaboo.
and as BHWs were aarited from weD-served diwic:ts., Ibese sloes were used 10

provide coverage in Jess served districts.
Staff appoinbneINs under the AHC bad been made 00 a tanuem shan:~

wbic:h at times resulted in hiring unqualified or unwilling staff. UDder the IPH,
qualifications featured mere prominently in selectioo. and political aileria were
reOOced (but DOt eliminated).

In additioo to IPH training. MSH suppated impIemenIation of area
dc\'clopmcDt tIainiDg centers to build OIl existing local ~VJlinm aod 10

promote IeChnicaIIy linked but deceDtralized training. ID such an edmicaDy and
geograpbicaIly diverse cowtry as Af~. there are many advantageS 10

tI3iDing within aD area or region. Local b3i0ing programs can adapt to beaItb
problems specific 10 tbe area. select trainees in close coosuItatioo willi me
popoJatioo to be served. and carTY out post-training follow-up to ensure that the
IIaince is Pepaied effectively. In a.1ditioo. if trainees are not exposed 10 life in
mbaD ceoter'S. the probability 1hal they will remain in their local area is
enbauceQ

To for1her 1bis goal of dece:DUaJizatio of training. the IPH functioned as a
1eclmical resource ceoter for the area dcYeIopmeut programs. The BHW
cmriculum teaching aids and edlc:atiooaI IIlaIerials we.e stmdardized aJId
distrIbuted by the IPH to aD the area tI3iniDg centers. The area devclopmeDl
trainers were trained by the !PH and encouraged to draw on !be institute's
resouces as needed. Our hope was that when peace was resta'ed in Afgbani¢m.,
the IPH wouJd cootinue to functioo as a naIiooaIledmical resource center. wbiIe
II3ining would cootimJe 10 be coodu:ted within the region or area.
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The IPH also pI3med a training program for medicallaboralory ·"Chnic_.
W50 guidelines for laboratay 1eduUcian uaining were adopted. and experienced
laboratory technicians and 1 pbysician were pepared as masler trainers for the
five-mooth course. Two groups of 9 trainees successfully cOO1pleled the course
in October 1991.

Transferring Training into Afghanistan

Beginning with the Soviet witbdrclwal in 1989 and the fOl1Jl3lioo of the lPH.
the tI3ining Sb'aIegy ~ changed. The overall outputs of trained BHWs in
Peshawar-based training camps were lowered to coocenuate 00 setting up
IIai..lling cenrers in mujabeddin-coottoUed areas in Afgbanistm. The idea was to
encourage decemralized training in future recoostruetion plans. in cmtrast with
past patterns wbere most training was carried out. in KabuI. The selcctioo of sites
was based on geogrnpbic~ (easy access from surrounding
provinces) as weD as political ones (organized mujaheddin coottol and
adminisn'atioo).

By the end of 1990, a total of 1,945 BHWs bad been tr3ined, and the critical
need for rapidly expanding beahb services in Afghanistan~ subsiding. The
cbaoge in SU3Iegy called for signi1Xant changes widlin the IPH. As ttaining
camps in Pes.'1awar were closed. IPH saaffing patterns were changed 10 reflect the
need for more fiekt assessments. BHW ref:resbel' training. management training,
aDd. mid-level training (of MaIemaVCbi1d Heahh Officers and Rural Health
~). This change also provided an optXJduuity to retain the most stilbl
trainel's and Sllpp(Xt staff. The oamber~ positions autOOrized for the MOPH was
limited to 163, and 50 excess positions within the IPH were traosfared to the
MCH Depaan:ueut. wbich was a higb-p'iaity area.

To suppon area deve1qJmeut.. the ttainiDg centee provided trainin~ matI:riaIs.
pubIicaIioos, and training ~ trainers. Area Jep:eseutab.ves agreed to follow the
stmdard BHW training cw:riculum and 10 send their trainers 10 the cen1er for
orienl3tioo and training.

The first ceuleIS ",-ere 1auncbed widJ the Supervi'lory Cooncil of the Nutb.
uodeI'the ieabsbip ofCommander~ aDd his medic3l1ep:eseU1alives. in
Takbar Province in July 1988. and in BaIth Province in December 1990. Simiial
pograms were estabtisbed in~aboowi1h CoounanderHaqaoi (an influeutial
aod weJl..orpnized coounander aeti-o-e in Pat1ya and Paktyb Provinces) ill
Miram Sbab, a smaD Pakistani town OIl the Afghan border, in November 1988:
ill me South and Southwest FmiraIes with COOJDl3Ilder Ismad Khan; in zmdajaE
Hel3t ProviD:e in Marcil 1m and in central Afgbaniqan in cooperation wid:
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Commander Mossini. whorepresenled the Shi'ite population, in Bebsud Wardak
Province in November 1990,

EsIabIisbing a training center~ sometimes evenlful. ~ the following
vigoeUe illustrates.

Vignette: Moying to .Vg1uuJistma

With the departlUe of the Russians on February 15. 1989. e...·eryone seemed
optimistir thal it wowd only be a malter of months. if not weeks. before a new
Islamic gov~ntwoldd be fOT"fMd in Kabw. The Wardak training cmter was
~t up with only mino.- problems; Jo.owe\'er. it .....::$ a completely differe1l1~r
ill u.e SOIltNast. First. SpinboldaJ:. an Afghan border town. ~emed to be the best
site, bill reconnaissance teamsfound it 10 be essentially an administrative emter
for mIljaheddin affairs, whue few families residd. After many consultations.
zabll1 Province was selected. as there is~ rood access to iJ from surrounding
provinces. Three ~parau reconnaissance missions picked an area in close
cooperation with the local leaders, a building was leased, and renovations
started. Finolly, in July 1991. trainers and materials were dispatched from
P~ar via Q~tta. when news was received that em expatriate hostage had
bem take" on JIIly 4 by a local commander in Sajoy District. Word was
immediately ~1It ow 10 stop the movemelll oftrainers and materials to Sajoyand
to keep them ;n Q~tta wuil further notice.

Before this situation collld be reso/'"ed. O1Wlher commander in Ghomi
PrQ1;we took hostaee two Americans who were empluyed by PVOs. As a resJllt,
A.lD. SlL.71ormd all cross-border assistance in JIlly 1991.

Six months later. when the ban on cross-border assistance was lifted. a new
rec07UlOissance team formed to go 10 Oruzgan Prcr.ince. rather than back to
Zabul. whoe the local leaders cOll1d not be truskd. The team to Onagan
iJu:1JUkd thL DepKty Director of the [PH. an experienced BHW trainer, and a
doctor who had been assigned to the training facility.

The t~ left Peshawar on JOTIlIlJry 21.1992. and aftu afew days in Qlletta
working 0111 travel and ~curitydetails. began a jounary made tediollS fry floods
and poor rood conditions. The teamfinally reached Tnn Kot. where they were
received by area conrmtllldus. one of whom wt.U a relati'..e of the Iccal doctor
on the team.
~ nat day, while the ~am in~stig!11eda trainiJlg facility site propoud try

tM local doctor, the drivu toot their vehicle into t1ft bazatlr for minor repair.
When the veItUle retuT~d. someo~ else ",as driving. and the regular driver was
in the bad with ~eralarmedand tUlbwwn tnl4jaheddin. The group in command
of the velicle. who were obviollSly hostile. approached the team andforced all
txCept tht local doctor in10 the vehicle. The robbers tho. drove far inJo the
desert lUUilia1e at Right. SlOpped tM velricie, took 1M team's valMables. and told

8ESTAVA~A8LEcopr
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them if tMy walked on for~ time tMy would jiIld a roadside hotel. The
robws also told wm that tMy were llldy not to be tilled this time. bUl if they
u-;wud to Trin Kot ~ would be. The robbers then dro~ off with their
vekicle. The reconnaissaJu:e team did fUld a roadside hotel and made their way
hack to Qrarta.

Development of Training Materials

BHW training~ a major thrust. but many ocher related training activities
were underIaten. A significant effort ce:lteroo on IXOducing a training and
reference manual for the BlrNs. As training center staff gained experience with
teaching and evaluating BHWs, as well as understanding the role of a primary
health care worker. the Bli'\!' training manual underwent several revisions to
incoIporate simple temlinoIogy that a BHW with limited edocalim could
undersiaod.

Most BHW trainees \\(.'e fluent in either Dari or Pashtu. which necessitated
teaching and JX'Oducing traIning manuals in both Janguages. The latest revisions
of the tbeoretical and. JrlCtical BHW manuals were publisbed in Oari in 1991.
and a practical training manual was published in Pashtu.

In !be beginning. trainas attempted to adapt for the BHWs what they bad
1eamed in medical school. Gradually. however. most trainers realized the unique
role a BHW plays ar..J the level of competence a BHW sboukl possess. With
experience. training center stlff were able to refine BHW core sti.Ds.. wbich was
beneficial boch for the evaluation of a BHW's competence and for the trainee·s
app-eciatioo of the exact skills be must demoostrale to be recertified as eligible
for resupply.

Meanwhile•.Jle Ministry of Public Health p-epared a five-year masIel' plan
based 00 the primary beaIlh care~ for developing health services in
Afghanistan. Since most MOPH saaff. wbetbtt althe ministty level or in the
field. bad IipJe knowledge of primary health care Sb3tegy and significaDce. a
seven-day srvminar OIl p:imary health care was ioaoguraJed in December 1991.
Ii was to ~; repealed at frequent inteI:vab. depending 00 the needs and
availabiliti ... f heallb S!aff.

COlitioui.~~ Education

Dming me fourteetJ years after the invasion rl Afghanistan. the numerous
lIaiDing programs set up made important conttibutioos, wbeo villagers and
mujabeddir: al:te were essentially wilbout access to modem medicine. As time
passed. bc~ 'ever. a large diverse cadre of panunedical~ with widely
variable skills and koowIedge 1eveIs. many d. wbom "'-ere acting as independent
medical ~or.e:rs. began Viodring in Afghanis1aa Organizations supporting
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beaI1b pasooocJ in AfgbaniSlan could DOt detennine die still level of a health
W()Q:er caodidaJe OIl !be basis of ca1ificaIes <r biodaIa fmIlS. Furthec, DO

asmraDCe of quality and standards of health care services couId be predicted.
Such variatiom in levels of c:ompeseoce and. the bet ofany meaningful job titles
fcnsbadowed conside:rabAe difficulties for any future ministry of bea1tb in
managing health petSOIlIlel and delivering services.

Recognizing Ibis probienL AJ.D. eocouraged !he map agencies trailing or
fielding bea!th staff to work together OIl a refreshet training curricuImn that
would enable medical teehoicians to acquire stmdard. minimum skills and levels
of kI.:lWledge. The panicipating agencies were WHO, the Swed!sb Commiuee,
Management Sciences for Healt.'l. the Ministry of Public Health. !be International
Medic aI Ccrps (IMC/. and MercyC~ Internatiooal (Mel).

The fist meeting .xl this subject toot place in JanuaIY 1991. The Persian
Gulf?Var detayed wort. OIl the CUI'Iiculam;ne~ adraft was prepared and
piJc~ courses were run by MO in Queua and by IMe in Peshawar.~ 00 this
exprience. the curriculum was reviewed, revised. and publisbed in both Dari and
P3sbm. An evaiua!ion team found the course "excellent in design and in the time
aDocaIed to varioos topics as well as exceedingly stroog in primary health care
topics...

The second foor-month course began OIl February 23,1992, with the lmtinne
of Public He-aIth. Mel. and IMC as the training organizations.

BHW Refrestaer TrainiPg

By the end of the JXl)jecfs second year. 812 BHWs bad been trained and the
majcrity placed inside Mgbanistan. Graduates of these comses were supplied f<r
three montbs in IXlrdet areas, six months in cenlIal areas. and twelve months fel'
those assigned to distmt diWicts or those isolated from Peshawar fO(' a
significant period of time due to weather conditions.

Inte:rv'.ews~ BHWs returning for resupply demonstraIed that refresher
training sbouId be implemented as soon as ~sible. In 1988 a wlrtsbop with the
training s&aff~ the cootent of the refresher training course. As resupply
schedules. travel time, and other factors detennined when a BHW would be in
Peshawar, a twe1ve-day refresher training cycle~ designed so that each day
was a compIeIe and independent teaching unit, thus allowing a BHW to enter \be
c...'lrSe 011 any day and complete it twel'-'e days later. This design minimized \be
saay ci the BHWs in Peshawar and the management problem ci coping with
large numben of BHWs waiting for a comse to SIaIt.

Initially, me BHW refresher training was m<maged at the training center, willi
trainers from the camps rowing in 00 a fixed schedule. Since most trainers bad
0CIt been inside Afgbanistm fel' several yeaJS. in~1ewing aDd. working with the
returning BHWs helped them to better understand the probleD"'oS faced by BHWs
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and to modify their lessons accmtingly. Due to the high Dumber of BHWs
trained eartiet. the need for BHW refresbec training cootinued to increa;e. so
BHW refresbeI' tI3ining was begun at training ceDren inside.

Dodor ad N.-se Reln:sliler TraiIaiDg

In 1987 the map educaaioo JXObIem identified by the AHC High COUDcil
was the need to impove the surgical stills and knowledge level of doctors and
DllI'SeS. particularly for the management eX war-injured patien~ who were still
arriving in Peshawar in very poor cooditioo.

In 1988. a two-weet w<d:sbop produced me cuniculwn for a three-mootb
course fcx upgrading medical skills and knowledge. The first course was
lauoched with 9 doctors ~gned for ddy insideAf~ in August 1988.
Since docun from clinics in Afghalmtm were in Peshawar only irregularly and
because travel to Pesbawar was affec1ed by weather cooditioos. resupply
schedule. and security faclors. it was UnposgbIe 10 organize a second group of
even 4 or 5 00c10rs for this course. Since a course for fewer than 5 to 10 docDs
would not be cost-effective. refresheI' uaining was reorganized in 1989 into
three-week tutorials 00 particuJar needs su;:b as surgeJY or orthopedics. A similar
scbedole was planned aod impJemenled for ~~..s and mid-Ievel technicians.

Assessment and Certification

Testiag

An important function of me training center. independent of the BHW
training camp. was 10 leSt and cettify me competenCe of each BHW. Prior to the
compIetioo of each BHW training sessioo. die training cecler would prepare

I written and practical tests. Strict controls were followed 10 ensure that copies of
I the test were DOt removed in advance from the training ceoler. An examination

scbedu1e was plepa1ed. and tIainers were assigned to monitor the testing of
trainees in ocber camps. A panel tested the practical stills of each BHW and
I3led him according.'y. Following the wrinen examination. the leSt papers were
scored by the trainers. af1eI' being coded so the IIaim:rs marking the paper did not
know to wbicb BHW the paper belonged. With each tmining cycle. the still of
the training ceIJlfr stiff to design cleaT, objective examination questions and 10
manage the wboIe testing and certificatioo~ grew impressi..-ely.

Medical Cen:ilicatUa

Prior to accepting rcedic3l saaff for teelmical positions funded by MSH. Field
Opeialioos requeged that each caOOidale be certified for competence. due 10 the
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variety of DOOSI3Ddardized and uoaccredited training~ Sf:( up by various
0IplizaIi0m fa Afgbaos ill PakiSI3l and Iran. NlJIIlQOOS lilies~~

praramedicaI SI3ffdid not necessarily reflect skiDs and knowledge. '"Nurse" couJd
mean anything from a medical tedmiciao who had anended a six-month training
program.. to a diploma nurse from a recognized instituIe in Kabul. to a persoo
who :.ad gained some practical. on-the-job experience. In Afghanistan. any bealtb
care provider. fcnna1ly trained or self-taugh(. is frequently called a "'00cUX"." To
compIicaIe matteI'S further, many candidares staled thai they had lost their
medical credentials a were unable 10 bring such documents with them when
fleeing AfghanisJan.

Cenificatioo was carried out by Area Health Committees and the V.mistIy of
Public Healtb. with moniwring by MSH Field Opernlioos. The certificaIioo
board, in the case of Area HeaItb Committees. consisIed of a doctor reJreSel1la­
live from each committee, while the MOPH assigned a group of senior doctor's
to ils board. Once a candidaIe was certified. the Freid Operations Department
was able to make an assignment and esIablish a salary.

In July 1991, the MSH Training Department was assigned to Ovef'See this
activity. A full-time, ad bot comminee was fonned with ltptseiltabves from
each Area Health Committee to review the curricula of die mid-level health
worters' training progr.uns in Pesba~, draft job descriptions. develop wriUeu
and pra:tical examinations based on the CMCIWHO Skills Checklists., and
develop a procedure for testing and certifying various calegories of bealdl
workers. These tasks were mostly completed by Decembez 1991, and the
tnmsition 10 the new procedures began in January 1992.

RHW Field A.ssessI:oesats

One of the maj<X' problems with BHW training was the constraint placed or
follow-up mlS; expatriate project staff were !lOt allowed to cm>s ink
Afghanistan because of the war and other political factors. Furtber, Afghal
training SI3ff, due to lack of security and contacts with leaders outside their OWl

area. were reloctant to travel ill Afgbanisaao
Teams of trainers from each of the BHW training camps carried out fieJI

assessmeoJs of BHWs in specified kx:atioos 00 a rowing basis so that all coull
gain a beUer uoderstmding of the demands placed 00 BHWs. A form fo
assessing a BHWs 1CCbnical koowledge and skills, including his ability to wOO
independently, wz designed and tested~t team members were trai.'le
in bow to use the form and record field observations. including simulale
practice. Upon their return to Peshawar. team members were responsible fe
tabulating the observatims and pesenting findings 10 the training sIaff.

The first assessment team was ptaced in Logar Province, Afgbanislan. i
November 1989. Assessmetlts were Ia1e: coOOucted in Hazni. Sangabar, K3na
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Logar. Wardat. and Paktya provinces. (See Chapter 4. the section entitled
"MooilOOng SysIeIDS." fOl' more infCJlDJ3lioo aIxu assessing field workers..)

Vig1ldte: An O.fficUd Trip

When I ",isited Dehnow (a village in Mohammad Agha District if Logar
Province). it hod bun ~stroyedl1y Scud missiles and bombardment. I found the
BHW I was to assess in the health post. where he was aamining a smail child
Sll/ferillg from pneumonia. A nwnbu of JHlMnlS sat around the BHW in the
health post. and aLl of them were emmined and tumed w~ll. The BfIW"s attinIde
towards 1M patients was also very sood; tJ-~ post ""as clean ar.d in good order;
health edJ.u:ation posters had bU1I pill up 011 the walls; and all the drugs
accorded to a BHW kit were car¢d!y arranged in a cabinet.

When the BHW fi&shed examining the patients, he accompanied~ on my
walk in and around the village. The village contained abolll450 houses, with a
popuklticn of nearly 5.000. The ~ople of the village were busy farming and
tending animals. The farming conditions, dJIe to a lad: of useftd agricldtural
matt!rial.s (like chemical fertilizers), were 1IOl good. The heahh statu5 of the
population was poor. There was not e1lOllgh food for women and children, and
many children wue SJljJering from malnMtritio1l. In this village, people had
access to only one BHW, bllt fow dais and one bone setter were using their
traditional medical practices to treat vWagers. Most people drank from the
stream and the river, and family and environmenlal conditions were poor.

After towing the village, I talked with ~ people in a mosqlle. The
vilJagen were satisfied with the performance of the BHW, and they reponed that
he ~t with them regularly and qffered advice and heahh edluation on family
Jrygiene, environmental hygiene. safe WOler supplies. and methods for digging
sanitary wells and latrina.

Dr. Mohammad Masood

With me closing of die BHW training camps in Peshawar. training staff
positions were repogr.muned to reflect new priorities, one of wbicb was
systemaric IPrlmical assessment of all BHWs remming fur resupply. A BHW
assessmeot uoit within the IPH inlerviewed each BHW as be repoded fo;
resuwlY and tested his knowledge of core skills. If he had attended a refresheI"
training sessioo within the past twelve IDOOlbs and~ the teehoical stills and
knowledge test. be was refesred to Health Services for resupply. If he bad either
not auended a lefresber traiDing session in the previous twelve mooths 01' failed
die leSt. be received refresher training aDd bad to pass a qoaIifying examination
hebe refenal for Iesupply.



70 Health Care in MuIim Asia

Similar pocedures were inlroduced in me area training centers UDder the
jurisdictioo of the Superviscxy Council. Health Committee of PaIttya and
Pattyta. IPH Chat Wardak. and Health Conuninee of Central AfgbanistlD. Area
training plans included specific times f(X' BHW field assessrnmts and refreshtt
training.

Mid-Level Training

After the initial efforts to eslabIish a basic health care system in mujabeddin­
cootrol1ed~ throughout Afghalmtan. certain key elements were lacking.
particularly Sl:Ipp(Xt and supervision of BHWs, and services for women and
children. Recognition eX these needs led to planning for two new mid-level health
worker training progrnms, f(X' Rural Health Officers (RHOs) to suwort and
supervise BHWs. and for Maternal and Child Health Officers (MCEJs). 10

expand services f(X' women and cbildren.
At the incepcioo eX the RHO training prograIIL 0Vtt 1.500 BHWs bad been

deployed inside Afghanislan. most wodcing independendy in their own villages.
Although efIoos had been made to link these BHWs with MSH-suptXJned clinics
for teeboical supplXt and supervision.. RHOs could still sttengthen supervision..
promote participaIion by commmities in develqJing their own bealth programs.
and help bealth facility staff organize preveoti~'e bealth programs. Acti~ BHWs
wbo met certain aiteria were selected for training. These BHWs were familiar
with die needs aDd problems ci the rural popuIaIioo and bad demoosIraIed a
commitmeDl to serving in the rural areas. Recruiting from among active BHWs
abo povided the beginnings of a career ladder. and 20 candidates for the first
class in July 1991 were selected from Ministry of Public Heahh and Area Health
Committees.

Given the acute need for developing services f(X' women and children inside
Afgban~ and me near abseocc of female mid-Ievel workers. MSH and the
IPH developed a female mid-level bcalth worker training program. with the first
class launched in Apil 1991. Cultmal factms made recruiting women from
inside Afghanistan difIicuk nevertbeless. II trainees enrolled in the first class.
4 from locatioos in Afgbani¢m wbere it would be appopriale 10 set up MCH
clinics. The families of me women recruited in Peshawar goaraoteed Ibat they
would be allowed to go ttl their lone Cft3S in Mgbanisran The first IBt of the
course certified. successful candidates as BHWs. The second part (lasting nine
mooths) l*epaled the tnlioees ttl estIbIisb an MCH clinic. conduct deIiYeries.
organize outreach programs tbroogb dais and community health wm:ers. and
treat commoo clinical JXObIems of WOIDeIl and children.. (See CbaJ*:r 7 for mcxe
~,ioo of female health wod:ers.)
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Meeting tile Need for Management Training

Befae 1990. 1l'3ining of beaIth wcders was restricted mainly 10 medical
training. To meet the need f~ management training d Afghan heaI&h wcxt:ers.
a management developreo...nt unit was~ at the Institute~ Public Heallh
in Peshawar. Two tr3iDen preparing (~ the senia managers' wcUsbop~
with developnent of training modules, trans1alion of ttaining materials into Dari.
aod facilitation of sman groop exercises.

The ~ w<Xkshop (or seoi<r maoagers was conducted in August and
September 1990 in Pl::sbawar and Swat Valley and was attmded by 22 seni<Y
offices from three Area Health Commitilees inside Afghanistan. The participants
were inttodoced 10 annual wort plans and JrOduced their first areawide wort
pian (01' 1990-91. At the second wortsbop. in July 1991. senior managers from
(om committees participarOO. including the director'S d health, key members of
dJeir administrarive staffs. directors of zonal beahb <ifices. and directors ~
bospi1aJs and clinics.

The first two days of !he WOlksbop were devoced to pesenting the progress
made wilb impIemeDting the annual wort piam previously developed. The
participants openly discussed their problems. J¥OgreSS. and future needs.
iDUSlIaIiDg the willingness (or impovement in management stiDs and use d
scarce resources,

Following the preseotatioo of annual wert. plans. ten days were devoted to

the p-inc:ipes of management. Sessions were cooducted 00 setting objecthoes.
probiem solving. decision mating. revolving drug funds. program evaIualic.1n. and
fmaocial planning. These sessions were participatory. with 60 pen:eot eX the time
dewred to smaIl group exeltiies and case studies. Afghall colleagues belped
adapt the exercises and case studies to reflect real-life situalioos inside
Afgt.aniqan. Cost containment and sustainability. important issues facing the
providers. were inlegIated into the exercises and case studies.

A management training needs assesmIeSlt (oIlowed !be sessions OIl the
p:iJx:iples of managemed. Participants from each commiuee. wating in small
groups. discussed their' needs f~ management training and p:eseuted findings in
a pienary session. The following topics were identified: financing revolving drug
~ manpower planning; beallb facility pIaooiog; finaIIcial plaDniDg and
susaaicaaRlity; provinciaIIdisuict beaId1 maaagemeot planning, impIemeoIatioo.
20d evaluatioo; policy making; and supervisioo ::l!!d~

Kabul was !be unanimous cboice f~ &be locaaioo eX the 1992 wm:sbop.
Interestingly. when the tIainer. Iobo Eaioo, explained tIQ when setting
objectives. the participants must Slay widlin the o'!'a3ll goals of the mganizarioo.
his analogy was.. '1f yoor goal i'i to occupy Kabol, there is 00 point in setting an
objective to anack Moscow," The participaoIs an replied. in unison. "Why oot'?"
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During die training needs assessment al me 1991 senior managers wtrtsbop.
paltkipallllS upcessed me need fix management tmioing for subordinale SIaffaod
bc:aIIb wums at aU levels. but e!ipC:ciaJIy fix BHWs aDd clinic. small~
aDd supply system managers. Beginning in October 1991. MSH developed aplan
to address these management training needs. The approach was to ttain
managemenl II3iners. provide lbem with training JJKXlIJes and aids. and assign
them to MSH-supponed uaining centers in Afghanistan. The pbn also included
stteIlgtbeoiog me management training unit at the lPH by training additional
trainers. including 2 mOOiIe trainers who would ttavel to Afgbanislan aDd ttain
health wuters in~ areas.

A job desai~ fa: manar.emm trainers was developed. and me Area
Healdt COOIllUuees and the IPH in Peshawar recruited candidates. The minimum
qualifications were two years of formal educatioo beyond high scbooI., widt pria:
medical ttaining a: teaching experience desirable. The candidates recommended
by IbeiI" respecth-e c:qaniz:atioos aDd accepced by MSH were: doctors (3).
~ (1). engineering faculty (2).leaCher (I), staffof the Ioslitute ofPublic
AdmiIlisUaIioo (2). science faculty (2).literatore faculty (1), law faculty (I). 00l.>

re- medical course gr.tduale (1). and Clem 2 graduaIc (1),

In 1992. tbe IS candidaIes SW'ted a ~week training progI3D in
~war. Since over balf the candidaIes bad limited prU medical uainiog. tbe
first week was devo4ed to an introdoctioo to primary heaJlh care by tbe stiff ri
the InsUtu1e of Public HeaJcb. The next two weeks were devoted to me
development of training skiDs. The caodidales were introduced to maoagemeot
moduJes previoosly plepaed by me MSH team. and they practiced uainiog fa:
four weeks under close supemsioo. (Since close su:pe.Msion of trainers in
Afgbaoissao was oot possible because of the resuictioos 00~ b'a'ieI
by expaIriaIe stiff. the uaining modules were designed to be taDght asing a
pre;lIanned session guide and ttaining aids.) Each C3ldidaIe pI'ePared 1m own
sessions and taught at least Ibree modules. The final week of trniDing was
devoted to review; 10 U3ining needs~ in Peshawar beaJdl facilities..
depai:11DeD1S ri the Ministry ri Public Health. and lbe four Area HeaI1h
Commibee liaison offices; and to pepwalioo of training work. plans.

FoDowiDg the ~-m-weet course.. the tJainers remainOO in Peshawar and
worted in~ to prepare and conduct five letiesher ttaining wutsbops fa:
BHWs. Rual He3l1b ot'lXers wbo~ BHWs and were emoDed in die
first training comse for BHWs. senior slaiI from MOPH bospitaJs.. SIafi from die
MOPH departments of MCH. tnvemNe medX:ine. and hea1sb se~
deveqJrnenL ana the SI3ff of me fOlJl' Area maid! Commiuee liaison 0Iiices.
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These wortshops were designed to meet the management training needs
ideutificd during the assessments conducted during the seventh wc:ek of training
of management trainers.

10 April 1992. the b'ainers traveled to their assigned AHSA training centers
in BaIkh and Tatbar (SCNA). Wardak. (MOPH). Bebsood Wardak. (HTM), and
Hernl (SSW).

ODe trainer ~ assigned 10 the Ir3ining cemer at Miram Shah. on the
Pakistan side of me 1xl'del', to conduct management training workshops fel'
beaItb workers from two Afghanistan provinces that b<rder on Pakistan. Two
mobile trainers joined the IPH management training unit.

Tbroogh December 1992. the nine management trainers assigned to training
centers in Afghanislan conducted 30 man.agement workshops. training over 300
BHWs. clinic and hospital staff. and administrative staff of Area Health
Commiuees and the MOPH. The ocher 6 management trainers conducted
management workshops at the training center near the Afghanistan-Pakistan
border. al the IPH in P1:shawar. and on an outreach basis for MOPH health
workers in 5 provincial beaItb offi;es supported by MSH eI' in IUlSUpe(Vised
health posts and clinics.

FIItIIre Adi>'ities .. MaD.agemeBt TnaiDiDg aad DeveloplDeDt

The need fel' guides to performing the administrative tasks essential to the
operation of heakh posts. clinics. and small hospitals~ first. discussed by the
panicipants of the 1991 senior managers' workshop. At that time. it seemed more
important 10 uain management tIainers, and it seemed thai the development eX
opeozabons manuals would require on-site observations of opetations in
Afghanistan.

10 November 1991, with encouragement from the MSH Training Department.
MSH Health Services Deve~t discussed the need for operations manuals
with the liaison officers of the fOOl' Area Health Committees and MOPH.
Repiesentatives from the Area Health Coouniaees and MOPH met 10 explore the
idea., leading 10 a plan to develop manual'> and.. after field testing, use them as
the~ for ac:ktitional management modules..

1. Thomas H. Eighmy. "Afghanistan's Popul3tion Inside and Out: Demographic Data for
Rccoostraction and Planning.- Is1amabed.. Peshawar. Quetta: Office of the A.I.D.
R~ for Afghan Affairs., May 1990.
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Chapter 4

Organization of Health Services in Afghanistan

Laurence Laumonier-Ickx

International Aid

Vignette: Traveling with II Caravan in the PanshiT Valley

AssoduUah Alam guided the carallan during my first trip to Panslrir Valley
in fWrthLastern Afghanistan: we travelled obolll ten days by foot, in wartime.
wirh several pasJes to cross (some cf them over 16,000 feet). and with 200
horses and 200 horseme,l. 100 mJljaheddin. and 2 French doctors (incllUting 1
woman, me).

HiddDt in a small room at the border, I watched k.sad prepare for OIU

departure. For three days, he had been talking -..-ith the horsemen. negotiating
the price cf each horse. listing the goods loaded on each OM, explainUtg to eack
horseman t1ta1 ~ was responsible for the goods transported on his horse, and
distributing half cf the moMJ for (I'.e transport before the departJue. These days
of preparation were rkmanding for him. He bought set-'era! hlogrQlrtS of dried
fnrit, which might be OUT only food for (he first days of the trip. Live villages
were rare along the border: most of them had Men bombed and were empty of
people.

To be the gride of a caravan y,:as not an easy tast.ln addition to mtl11Gging
the people and goods, Assad !u1!l to er.:l:ue arduous. eo.en dar.gerolLS tra-..e!. Tr.e
K~e was infernai: we sometimes waiied dluing t~ day blll most often at

BEST AVAILABLE COpy
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night. sometimes for seven hours. sometimes twelll"j-two. witholll rest. depending
on tM danger and the presence ofthe Russians. Despite the help ofthe villagO's.
foodfor tM hor~ and the men was scarce. since we were crossing very poor
moWllainous areas. where an egg comprised the mostllLDUiollS meal. Natural
danger was always presenl: when we cros.sed the Kabul River it felt as lUlTeal
as amovie. The horses. loaded 'A-ith over 90 kilograms. and the men had to enter
a deep glacial stream at right. They slwuted at the horse~ to encourage them to
advance and pr~'ent them from being carried away by the stream; both Iwrses
and men were afraid. bill ihere was no other way.

A sudden panic arose as four Iwrses began to disappear in the water and
be swept away by tN current. TIt! situation seemed to be out of control. Several
men who had already reached the otirer side of the river were running to try to
save tire Iwrses and whatever supplies could be salvaged. When we finally
reac;l£d the other side. we waited; men and Iwrses were ahausted.

AftO' six Iwurs. the men who had gone to save the horses reappeared: of the
fo/l1' horses. three wO'e alive. and the horsemen were able to retrieve the goods
thal had been loaded on the dead horse. They were soaked through and cold. bill
they were laughing andjoking. so happy to have been able to get bact all ofthe
goods.

/ am not trained to treallwrses. but after a few days ofwalJdng on nearly
i.mpassable. narrow paths in the 1JJ01Ullains. sCo'eral horsemen asked me to treat
the wounds sustained by their horses. / became accustomed to using dressings
and antiseptic to treat bleeding feet and saddle sores.

The principal l3Sk of the FJeld Operations Department was to assist in the
rapid expansion of health services insideAf~ through bealth institutioos
that would focus 00 mral areas. As shown in -NewF~ Estabmbed by
Primary Somre of Support" (Figure 4-2), some agencies supporting Afghan­
staffed bea11h facilities were in place when the (I'Oject began in 1981. This graph
does DOt reflect the health facilities sWIed by expatriale doctors who were
st1JlIXW1ed by the three French NGOs-MSF, MOM. and AMI-which were
active from 1980 to 1990. but it does show the evolution of new facilities
through external bumanitarian assistmce from 1981 to 1991. It took six long
years of war for governments to decide to provide aid for bealth in roral
Afgbanistan.

Because the majority of Afghan refugees in Pakistm were from nearby
provinces. the bolt. of early 0000r assistance went to, and tbroo.gh the hands of,
Afghans in the bordeI' provinces. The main cballenge fa the AHSSP was to
balance distribution of resourcestbroo~ Afghanistan using a pyramidal health
~approacb.
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Major Afghan Partners for C~border Services

Promoting wides}Iead access to basic health services in such an environ­
ment mandated wcrting with a variety of partners., who were such in-muntry
counterpart organizations ~

a civil administration able to pro>,ide services in several districts <:r
provinces and backed by a unified military and political front that was
recogniwl by the rest of the Afghan resistance; and

a health committee of the civil adrninistrn!ion Lllat could omc!ally
request technical and financial suppm from the AHSSP.

To be chosen, these <:rganizations had to have headquarters and jurisdictions that
avoided overlapping and show a proven capacity to perform. The AHSSP
ultimarely worked with five main institutiom:

the Ministry of Public Health (MOPH) of the interim government of the
Afghan resistance (AIG) based in Peshawar. Early on. the MOPH
demonstrated its interest in strengthening health services in the~
Pashnm pro.ioces. For example, by the second session of the BHW
training course, 56 percent of the BHWs had been selected from the 6
provinces situaled along the Pak:isIani border (although only 19.5
percent of the population lived there);

the Health Committee of the Supervisory Council of the North (SCNA)
based in Taloqan (fakhar Province), which demonstrated its ability to
strengthen and expand health ser.ices in the north and northeast
provinces, largely in the Tadjik and Uzbek areas. The military and
political structure officially created in 1984 was led by Commander
Ahmad Shah~ We started to coopetate with this commiuee,
which had been esaablished in 1985, at the beginning of the program in
1987;

the Heahh Committee of the Southern and Soothwestem Area (SSWA),
based in Herat Province. The military and political structure was led by
COfIlIIlaIldf'J" Ismael Khan. We started to wen \\oith this committee
(established in 1982) in 1988;

the Health Committee of Central Afghanistan (HCCA). based in the
Shi'ite parts of Gbazni and Wardak pro.inces, which was able to
manage and expand health services in several districts of the central



Organization of Hea1lh Sovices in Afghaniszan 79

Hazarajat. We started to work with this crmminee in 1989, at the time
of tbe creation of the health committees of two Shi'ite parties; and

the Health Committee of Pakt)-a and Paktyka Provinces (HCPP) on the
Pakis1anIAfgbanistm bonier, which was backed by the milil3ry and
political front of Ccmmander Haqani. We began working with this
committee in 1991, the year it "'-as crea1ed.

Map 4-1 illustrates the implemenlation area of each AHSA. for establish­
ment of health facilities. selection, training. and support of BHWs. EPI. the MCR
program, administrntive centers and supply depots, and training centers. The
blank places are basically the implemenlation area of the MOPH, as shown in
Map 1-1. It illustrates the active health facilities (but not the BHW posts)
supported by the AHSSP through the MOPH ~ of March 1992.

W<ding with different partners in the country from the beginning was a key
ingredie-::t of the AHSSP program. Having the AlG as an emerging potential
central government. as well ~ the regional heahh committees that feJX'eSeIlted
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 to let the different health
adminisuations manage their own bealth systems v.ith their own dynamics. rules.
and JX>'entials within a framework of common technical criteria for training. field
operations. preventive medicine. Mea and financial management. There ~
always been a conse~ 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 withoot the leadership of the regional health
committees.

Wen with the different partners. especially the Area Health Service
Administtatioos (AHSAs). was always ~g. The three AHSA.s. and by
1991, four AHSAs promptly began meeting regularly with MSH to discuss
teChnical issues such as management, training, and logistics. These meetings
were very fruitful for both sides. since they raised ~lems and possible
technical altemaIives for the commiUees to consider in making their choices. The
commitlee decision makers were JXincipa11y young OOct!n, averaging 40 years
okI. who bad been involved in heahh ~tivities inside Afghanistan throughout the
war. They understood the eoooomic, political, religious. and ethnic realities of
their areas. They also appreciated the need to learn about management to
strengthen their health system and to do so with the full suppM of the
popu1alion and the medical personnel. In turn. they carefully prepared implemen­
tation plans for review by \he health comminees before these ~"m: proposed 10

a donor. TI:leir~ d;,aneiige was w dcmoostrale to 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 maters had DO experience in Jealing with a bureaucra­
cy: they bad both C<mmofl sense and knowledge of the fieJd. and they were very
eager to learn about health selVices management and public health. initially, we
avoided fonnal training. but routinely worked instead through technical advisors.
Indeed. the first step was to expand the basic health infrastructure to their
capacity.

The second step was to meet weekly with the relXesematives of each health
commiUl:e together and follow theag~ 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 wodcshops 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 heaIdl systems
(particularly MCH programs) in other Islamic. poor. and mountainous countries
were reviewed. After the great success of these wtrtshops, they were repeated
evecy year. Each concluded with the eIaboraI:ion of an annual wort plan by eacb
bealtb committee. 1bose work plans were then taken mto account in the wert:
plan MSH proposed to AJ.D. Other workshops held in Peshawar. on administra­
tion and supply management. are discussed in Chapters 3 and 8.

Monitoring Systerm

Vignette: A Moniloring Trip to Zabul Province

The following ext:erpt from a letter (lUI.dated, with minor editing)
from Assadullah Alam to MS/f s Field Operations Depanment
iUustrates the stories that monitors brougJu back from their trips:

On 21/0190 M,Ce Sfarled OUT trip from Noorzai From to Shah Jay
District. We had to get complete information about the Health Workers
and their attitutk toward the people. On the way we encountered a
Molawi and asked him in this regard, He was sid: and explained that
he hod bought Q bottle of syrup from a private dr.4gSfore. bUl it i!adn't
had aJry effect on him. We checked the bottle; its date had expired. In
this regard we complained to the U\-'m Parties Cowu:il in tile center
of rite District. They decided to summon the owners ofdrugstores and
inspect their medidne. We could collect aboUl 7 cartons (big size) of
medicine with a past erpired dale and bll17l1 them. The santi! issue also
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exists in other districts bill there were fI{) Party Councils and we
couldn't perform the same action.

FiglUe 4-3 shows MSH moniror Shah Mahmoud burning the
expired medicw. accompanied by "iUagers.

ne Need for MOIlitoribJJ

In 1986, when the AHSSP program started.. the donors based in Peshawar
were called the "blind donors" indicating some irritation on the part ('f 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 cOOlmanders who swore that
they would go back to Afghanistan to provide the aid but Dever seemed to get
there.

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

Several Afghans working inside suggesled Ihal a comprehensive monitoring
system was an absolute precondition for the program's efficiency. In addition.
we were unwilling to beccme blindly involved in and yet be responsi­
b1e--echnicaDy, 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.

COILStraints to the Implemelltltioa at the MooitoriBg System

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

The Alliance Health Conunittee: The AHSSP program for" inside Afgbanistar
would begin v,ith the Alliance Health Committee (ARC),~ in Peshawar. A
that time, the AHC had almost DO health facilities inside the country. Each~
health committee was running several health facilities in Pakistan. includinl
several surgical hospitals in Peshawar. Since the party health coounittees had ;
very hard time finding funds for tbose fa:ilities. there were obvious risks tba
additional resources intended fer Afghanistan wooJd be diverted to Peshawar.

COTTllption in Peshawar: Corrnptioo in Peshawar was reinfoo:ed because lTI05

of the aid agencies issued supplies to indivi-duals v,itboot following up to see i
me goods we.~ ~.ed tu ;arget~ Mali,- donor and TA groups saw tb
booIer between Pakistan ani Afghanistan as an impenetrable wall with a ter'ribl



Figure 4-3: Burning expired medicines. Shah Mahmoo<l a project
monitor. supervises the destruction cf expired medicines seized from a
local p,'laalila:y ....itll tlle support of the local Couocil.

BEST AVAILABLE COpy
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war going 00 beyond the wall wbere it was impossible to have any control Bot
there was something obviously wrong with this view: evecy day. thousands of
Afghans and hundreds 01 tmeks were aossing the border from both sides.
Afghans never f<rgot to coolinue to do business with !heir neighbors. as war and
trade bad coexisted across the Khyber for cenIUries.

Dominance ofnearby provinces: Most aid was provided to the JX'Ovioces situaled
along me border. easy access to Pakistan pennitted any health worker receiving
a salary for worlc. inside to come back disa'eetly to Pesbawar 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' 00zaar where virtually anything could be bought, from heroin and
guns to silverware and modern appliances.

The huge scale of the progmm: Several thousand health worker.; were expected
to be OIl the payroll. working all over Afghanistan. How could we know bow
many were actively working inside?

Remoteness oj large target population segmen1S: 'The largest rural popuIatioos
were living far from the border. had no easy access to Peshawar for medical
trea1IDent, and could not escape from the war. A few private pbannacies 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
coauption in Peshawar was wen known inside. and the prospect of increasing it
was DOt promoting unity between Afghans 00 boch 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.
expa.triates supported by Al.D. were not allowed ir.side Afghanistan. Thus we
were reduced to becoming schizopbrenic (sitting on one side of the border arr
implementing services on the adler side) or to setting up a COOlprehensiv~

mooitori.:lg system tbrough Afghans who could give adequate feedback on the
perlamance of these partners.

Transport: Getting supplies to their fInal destinations (health pne;tS or health
facilities) all over Afghanistan was difficult. as the opening vignette of this
cbapler illustrates. The monitoring system would meet the need for repcrting to
A.LD.• and for updating the TA team about the progress of implementation by
COUlltezparts. both to coofirm effective elements of the strategy and to adapt it
where necessary. The s;-stem ~ore ai.med to monitor supplies. field workers,
and facilities.

BESTAVA~ABLECOPY



Organization of HealzJ& Services in Afghanistan

Supplies issued from the main warehouse in Peshawar were accompanied
to the borda' by a monitor and one Afghan representative from the MOPH or
AHSA. The 2,000 kilometers Gf border had 11 main points of entry. which were
centers of infonnal commerce between Pakistan and Afghanistan (see Map 4-2).
Horses, mules. trucks.. and e<m were used to transpat the goods of the
mujaheddin through a predominantly private system. At some points of entry.
like Cbitral in the oonh of Pakislan. transportation COSIS were partly contr:>lled
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 Jrogr3Dl. who w~

responsible for issuing medical supplies. Each monilC.l" was a former employee
of the military commiaee of the party and he was allowed to stay in the military
depot. This setUp may be surpising, but.. at that time, the political parties
themselves were making a real effext to fight corruption dl the issue of weapons
at the border. The military committees of the political parties ap(RCiated our
parallel effons to control corruption in medical SUWIies and provided very
valuable support.

The monitor in charge of the depot (controUed by a general monitor at the
same point of entry. and overseen by one monitor based in Peshawar) was
responsible fer.

stocking the supplies properly;

• surveying the private pbannacies at the border regularly to investigate
whenever supplies similar to those issued by MSH were iden~

• issuing supplies against receipt to each BHW (Y health facility
rerresentaL":'e woo was officially introduced by the MOPH or the
AHS.b.

helping health workers find the first earn'ian to their destination.;

• repxting the departure of each health worker. with the dale of crossing
and the actUal cost for trnosportaIion to rea:h his destination; and

• pro....iding regular relXJltS 00 the cost fer transportation to each d.i:;trict
from the point of entry (see the ~Oi~ on ttansport later in this
~hapfec).
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During the first year and a baIf of die IDOIlining system. die mmitm in
cSge of tbe depot abo recnited ooe person 00 tbe caravan. DDtnown to lbe
heakb wuter, to mmi10t lbe ttanspoI1 eX the supplies to me final desbn:DJn and
to rqot back. WbcD experic:oce sbowed tba1 there was liule mt of supplies
beiIIg divc::ted during the trip, we stoRJed recruiIing caravan infonnanlS;
mo:lilDrS who visited me facilities inside 10 verify tbe arrival of supplies were
much more effective.

Tbe tedmique for monitoring BHWs and health facilities was simple but
efficitU: the monitas were given the ~tion of the facility, die names of lbe
persamel and their quaJific3tioos.. and the names of the general and local
commander supervising and poviding the security of the facility. Monitors bad
seYeI31 laSts in the field:

To verify tbe commander's pc:rcepboos of the activity of each BHW
and facility through a lc:uer from die canmander. H a commander was
DOt fRSCDl. mey bad to get leUers from alleast dJree odJer fronts in lbal
IocaIioo. including one of tie same poIilical party as the canmander.
To avmd political problems in the field and in Peshawar with our
coumerpans., mooitos' reportS DOt meeting these criteria were DOt

accepted aod those IIlOOitors were !lOt paid.

To take pictures of WOlters bokIing a sheet of paper with their code
nlllDbtn 3Pd to obtain Iheir signatures eenifying that dJey bad been met
by the mooikn. Bd in~, die fidd operaIions saaff compared
pIX*)S 3Pd signatures widt aiginals 00 file from die time of Ibei£
hiring.

, To cmlpIeIe a short questionnaire which detailed tile infmnatioo from
the mooiror's fidei visit about each persoo aDd assessed tbe
community's perceptioo of die activity of each BHW and facility.

Wdh time. me monitors became *iDed in observing die operalioos of ocber
beabb facilities DOt supported by the AHSSP and the proNems ofmaldiwibutim
eX beaIIb resouau::s. (]inics suworted by diffeae.- agencies were :somtUnes
IocaIcd in the same vicinity: DDetiJr.es clicics bad beeR es&abIisbed in die
mamtlIj- far away fro01 die ~"1Iages. or in the center of mojaheddin aetivit.y
wbc:re tbe womea would OOl~, Taking public traDSplXt Ibemseh1es. the IIlOIliDs
learned wbedIcr clinics were easily accessible ex not, aDd thcir observaIions were
vi1al in improving health Slef'Vices. Eventu2Ily, their tr.lining wm; expanded 10~
field~ stills ill ibeir roles.. TogedJer we detennioed sew.ral indicaIors 10
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define the value of a beahh facility within the area bealtb system. LaIer 011. we
used me mooiroIs 10 initiaIe !be survey of p-ovincial health resources.

Selecting monitors was a aitical chaIIerJge. The example of Assadullab
Alam. who had managed C31avarL'> of goods from the Pak:istlni border to the
oortb of Afghanistan for six years. proved to be a model fm determining
selection criteria. He was responsible for organizing the caravan with several fOIlS

of medical supplies. (See Chapter 4 Vignette: Traveling with a Caravan in the
Pansbit Valley.) He demonstrated a sense of discipline and hwnan skills widJ the
200 horsemen in the caravan and a high sense of responsibility. Clearly his
success was more a product ~ character and experience than eX a particular set
of technical stills acquired through formal educaIioo. With this experieDce in
mind. monitors were selected who demonsttated a sense of responsibility.
mooility. and se1f-4iscip1ine. In addition. they had to be motivaIed to observe die
aid going imide. to have e~ience with going inside themselves under war
coOOitioos. and to be in good physical condition.

In most cases. the men who fit these criteria best were educaJed mojabeddin
with war experience; who came from within the weD-known fronts where
discipline~ applied; who had experieoce with logistics in those fronts. and/or
specific responsibilities for a group of mujaheddin or the civilian popuIalion; and
whose family still resided inside (or bad only recently arrived in Pakistm) so that
these meII had an incentive to see that the aid reached its destination inside the
COOIltty.

We sought 10 obc:ain a balance of ethnic groups among the monitors in
order to follow the policy of"bealdJ services for all AfgbanNan- and 10 achieve
equality. TIm approacb was pI3CIical as w-dl With the monitoring surveys taking
place all over Afghanistan. it was~ and less risky 10 have a team eX two
mooilOrS in which one was from the same ethnic group where the survey was
being done. (After <De and a half years. each monitor bad gone to six or seven
differeIlt provinces.. aad with adeqoale planning. we could always send monitors
bact to me same place wbere they bad cooduc1ied earlier surveys.) On !be otber
band. and despi1e the mentllity of Peshawar. me political IBtY affi1iaIioo of die
mooitors~ DOt a concern as long as a baIaoce was maintained.

The monitoring unit. sopeM;ed by the Field Operatioos Depadmeut of
AHSSP. bad about 120 DlCJIIibxs: 30 peunanently statiooed at !be bc:xde:r depoCs;
20 based in Pl:sbawar in the mooi1OOng office (9 of wbom accompaoied SU(Ipties
from Peshawar to the bonier. and controlled die wort of the moniIors based
tbere. wbile !be rest did admini<;tIative finaoci&l. and qJeralional backstopping,
supervision. and~g. since almost nooe of \be monitors spoke Englisb):
and 10 mooios going inside to visit !he facilities. 30 of whom were full-time
~-ees and the rest of wboo. were reauiled as needed.
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The moni1Vrs' field work revealed an uoexpecled incentive: they became
fascinated with the oppMunity 10 discover their own country through their trips,
since most bad never seen large pans of their country before the war. They
became abie 10 compare and judge the different health sysaems and the nasm
(discipline) in the civil administtarioo of the area. A clinic~ ootjudged on the
basis of neatness of appearance but on whelher or not it~ nm widt nasm (as
measured by the regular presence of the personnel. the activity of the clinic. the
set-up of the clinic. the supervision. the p1>fesOOnalism of the medical per.;ooneI.
the suppm of the community, and the political sttenglb of the commander or the
bealdt commiuee). Mae mWldane means of supervising and mcAivating monitors
included withholding payment for unsatisfactory reportS (with signatures andIc.­
pictwes mmmg) and using cameras with secure dating mechanisms.

Each year's mooilOring was based 00 the experience of the previous year.
aDd each province ~ monitored at least twice a y<2. For the I1lO5t dislant
provinces. bavel and mooitoring an BHWs and beahh facilities toot Ihree to four
months; close to the bmIers. wbere it~ easy fex beaItb workers to get 10

Peshawar, monitaing c:ouJd be done four times in a year. In addition. if we
needed mcxe informalioo about a border clinic, a special moniUI could go and
come back in only eight days. Monitoring an entire border }XOvince would take
about one and a half months and couJd be done during the winter. Indeed. large
numbers of the borderpopulatioo (including some BHWs) wooId farm during the
SODlJDeI" and return as refugees 10 Pakismn during the winter.

TIle process of fielding and mooitoring BHWs is shown in Figure 4-4. Tbe
reiative gap between the two activities dwing the fiIst two years of the program
is doe to several factas: the daIa provided by the mooitJJring system were DOt

COIl1plJteIized for the first year (1987-88); and until the third quarter of fiscal
year 1989, about 240 BHWs 'ilIt"el'e fielded every fow mootbs. all over Afghani­
stan. To get a IDOIlitOOng report 00 all of them root almost a year to accomplish.

Early 00 we learned 1bal when BHWs and bealtb per.;oooeJ. were aware of
the departure of the monitors for their province. some of the munotiva1ed would
have enough warning 10 move from their refugee camp 10 their nearby province
posts. TbereafIer, the mooihn were informed of their destination only on the
mooting of tbe:ir depalUie.

A compuIti'-based infonnatioo system ~ developed after a year's
operalioos. using one short questDmaire fa the border mooitors. and one fir
monitors going inside to visit heahh facilities. As IIlODitors returned fmn the
fidd.. qoesOOooaire daIa were added to the infonnatioo already provided by the
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mooitors at the borders, and by the administrative department of FJeld 0per:aIi00s
(wbicb tra:ted date of issue of salary, date of inten'iew in Peshawar at the time
of resupply. etc.).

This database allowed division of abe stltUS of health wakers into four main
categories:

acm"!: diose seen by the monitors in the field (who had photos.
signatures. and Ieuers of the commander as proof). plus those not seen
in !be field but present in Peshawar for their resupply at the time of the
visit of the monitor. or those officially continui....g education in
Peshawar,

inactive: those woo had not been found in tile field and wOO had no
official reae;oo for absence;

questiont1ble: those fur wbool we did not have enough infonnalioo to
mate a just decision (designated by a question mark in the dataOOse);
and

canceled: those who bad sold their medicines without crossing the
border. or wOO had been designated ~ inactive for two mooitoring
surveys and were therefore excluded from further program support.

Oatpus aad Uses of lite MoaitoriDg System

The moniroring sysrem infl~ many operations: the logistics supJUt
system. the organizaIioo of bea1th servX:es inside. the administrative support
system. aod the financial cootrol system. All mooitoring results were entered inlO
a ve:sy comJnbeosive MIS. whicb ~vided:

infoonatioo 00 procurement, with the needs for the next order of
soppIies, informar~ on the warehouse. and infnmalion on the
packaging needs;

data on the distribution of health sezvices. to aid in relocating BHWs
and beal1b facilities away from overserved areas. particularly the mast
accessible booJer provinces. The combination of PVO enthusiasm fur
the 00rdet area and a growing AIG prediJectioo to see more BHWs and
facilities as political patronage cbips. led AJ.D. to insritme a cap of
1.700 BHWs in the third year. which reinfaced the value of cuaent
infoonation from the monitoring system 00 coverage and dDp1icatioo;
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infmnatioo for issuance of salary and SUWIies according 10 the time
spent by the beahb WOlters in Ibeir facility. For example. a BHW paid
for six moolhs. who ~ found 10 have wOlked only three months.
would have tm salary reduced by three mooths at the next resuwIy; in
ID<X'e extreme ~ both facililies and staff were discharged for
nonperformance; and

feedback for the financial accounting syslem. with an independent report
011 the use of funlh by health facilities.

By Decemb~ 1991. the results of the monitoring system for BHWs and
health facilities were as follows:

• Of 288 bealth facilities ~Iisbed by the AHSSP inside Afghanistan
(138 for the MOPH and 150 for the AHSA). 59 (20 percent) had been
excluded from further J:.~ support; of these 52 (18 percent) bad
been established by :ile MOPH. and 7 (2 percent) by the AHSA.

• or 2.170 BHWs trained and supplied by the project (1.767 for tbe
MOPH and 403 for the AHSA). 844 (40 percent) bad been excluded
from fm'ther support. These~ 783 (37 percent) selected,
tr3ined. and supervised by tbe MOPH. and 61 (3 percent) by the AHSA.

These results show that the AHSA was more capable of supervising its
facilities and keeping Ibem active than the MOPH. The major reason i<; ce:tainlj
the AHSA's ability 10 involve the community in decNon making about new
facilities an:1 in the supervision sysamL The Health Services Department of the
MOPabased outside of the country and largely JXOIIIOOng political interests. did
not have the lints with and support of the community. Unfortunately. it did DOl

coonterbalance this ttisadvanlage by pumoting an efficient mooitocing system.
Detaiis 011 the monitoring of BHWs are shown in Figme 4-5.

Besides the fact that a comprehensive monitoring system~
information for planning purposes and evaluation ofperfoonance ofCOODterparts
a monitoring system saves money from being wasted. Taking intJ account tbt
da1e of canceUalioo of the inactive facilities. aod assmning that witboot tbt
mmitoring system we would have resupplied tbem at 1l3l once more befoo
discovering lbat !bey were inactive., the money and resources Ibal wow.:
otherwise have been~ equaIIed more than S15 million for fiscal yea
1991. versus a cost of 5850,00> for the monitoring activities. In addition. we hal
the CJPIXXtuaUty 10 replace inactive wOOa:r's and facilities for the benefit of th
popuIaticn.
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Couterp.t Use ~MmaituriRg

The USAID Mission. MSH, and the Afghan counterparts agreed that the
mooi1oring system would be 3D indepeodc:nt stroeture, roo by the FJeld
Operatioos sectioo of the AHSSP. and it was the only place where the AHSSP
independently reserved the right to wilbdraw support whenever there was proof
that implementation was~ effective. UnderstaDding this, the monillXing system
was designed 10 be useful to an interested Afgban health institutiom for their
own supervision.

At Ibe beginning, USAID had some reservations about implementing a
mooitoring system: the program was jost Slarting, and the Afghan COOIlterpaJtS

might resent and be suspicious of a monitoring syssem. This 'A'3S the viewpoin1
of Afghans living in Peshawar or Is1amabad. but not the viewpoint of the
Afghans living inside. One yea- after the beginning of the program, USAID
3pIXOved the mooitoring system. and it wc:rted productively thereafter.

Afghan counterparts in Pak:istao initially resisted the idea ofan indepeodeD1
mooitoriog system because it was seeD as the basis for continuing. withdrawing.
or adjusting support. The MOrH early 00 also hired eight monitors of its own.
but due to the factiooal politics of Peshawar, lbey rarely went imide Afgbanisrac
In contrast. Ibe AHSA already had a supervision system through its own contact
willl the community and local authorities.~ on. seeing a monitoring systeII
as a means for better sopervisioo of the far povinces, the AHSA hired logistic
officers to accompany supplies to dislant clinics and report OIl their~

MSH monitoring results were alwa)'S Jmvided to the AHSA and MOPH III

assist their OViD administrative support systems and development of beald
services. Sometimes when we needed 10 dN:uss the canceDatioo ofa clinic onde
patronage pressure from the field cOlDID3Ilden. we found !hat the AfgbaB
considered faas decisive and acceptable evidenceof nonperformance. panicuIarl:
when they realized that we were flexible before canceling a clinic or a BHW
Wtth time, the monitoring system was respected and almost well accepted.

FJeld Operations and Management

Salary Scales for Wert bside

During the design process and once \be progJ3Dl started.. salary was a mai
:ssue for the Ie3Dl and A.I.D. Sboold we give a salary to the bealth wortexs. an
particularty to the BHWs who would be trained 00 a large scale? After a carefi
review. we decided to pay salaries for sever.l1 reasons: it wouJd be difficult f(

a BHW to maintain his medical activities inside without a way to suppcrt h
family: cash for wod reduced the nmnber of new refugees in Pakistan or 1ral
and an !be other agencies were already JI'O"i<iing salaries to heahh peI'SOIlI)d.



fact well known among me Afghans. After reviewing tbe salary scales of the
ocbet ageocies., particularly of me Swedish Committee. the main suppor1eC cI
health workers at daat time. and af1er cooducting long negoriatiom widJ tbe
direcklrS of the Alliance Health Committee. we set up the salary scale according
to die qoalificalioos recognized by the Ministry of Public Health before the war.

A large number cIpersoo.oel bad received ODe to sixteen mOOlbs of ttainiog
duricg the war through PVOs in Pakistan. in the field. 01' in L-an.. These "medical
technicians" were imponaot because they were n:Qre available to go inside lhan
the nn'e edlrated health pe:rsoonel who had left the country. 11K medical
technicians bad not been officially recognized by any government, only by the
PVO or the party. However. our Afghan counteqmts toot a pragmatic approach
and fixed their salaries according to me length of their training. Therefore. we
used the salary scale iDuslrated in Appendix B. with 39 medical qualificaIions.
18 administrative positions. and 5 nonteebnicaJ positions.

We awroved a 7 percent salary increase for tbe first year cI serv1ce. aDd
additional salary based 00 experience and pionemihip in jihad from Decembe:r
1979 to December 1988 (the Russians offi;:ially left tbe country in Felnary
1989). For eumpIe. an M.D. who had worked inside for r..iDe years dlKing tbe
war cooJd iI:Icreaie his basic salary by 17.6 percent. a nurse. by 24.1 peICeIlL

Excqx for some high-level positioos in Ibe Ministry of Public Health. tbe team
tried to maintain the SCKDe scale 011 both sides of the border in mJer to mate tbe
work inside Afghanistan attractive.

After many di<;cussions with the AHSSP's counterparts. and workshops 00

issues of susWnability. we decided to reduce the salaries of personnel worting
inside Mghanisum. A first cut of 25 pelCeDt occurred in April 1992 for all
clinical personnel except vaccinaIors. A second cut of 25 percent toot effect for"
tbe same persooneI in October 1992. and at the same time a first cut of 25
~t was applied to adminisu'ative sraff's salaries.

PIacemeat Criteria for New Facilities

In ooIer to reduce the maldislribution of healtb resources. the main criterion
for 10caling new facilities was me ratio of a distOCt's popWaIioo to the number
of facilities already St.Ipp(Xted. The Mcmrent esrirr.;:!lM popu1alioo living inside
Afghanistanft was very useful fer planning.l A database of existing beallb
facilities inside Afgbanism SClpp().ted by foreign agencies became available only
in IaIe 1989. WHO and ACBAR toot respollsibility flY updating these data.

The daIa were far from exact many agencies 1m claimed to support bealtb
facilities without having any monitoring system inside. so the database incloded
many "pbaotoot" clinics. The locaIioo (even to \be }e\lcl of disttEt) of soote

bealdl facilities was unknown to the agency supporting them. Fmally. several
important players in the health se:tcr' did not choose to sbare their data. and the
Vied of some AIab agencies in me bealth seen remained unclear.
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The ACBAR. WHO, and MSH databases were reviewed to plan bealtb
SIl:I'ft:;e coverage. The targeted coverage was one small hospital (10 to 15 beds)
per 6O,<XX> to SO,<XX> inhabitants, one ba.9c health center or comprehensive health
ceoter per 20,000 to 3O,<XX>, and one basic health post per 5,000 to 10,000.

The accessibility of the JXOPOSed facilities was studied using maps of the
povinces.. on whicb our cartograpber located the (claimed) existing facilities and
abe location proposed for any new facilities. Natural obstacles like mountains <X

rivers were also identified. The fronts of the local and general commanders in
charge of tbe security of a proposed facility were reviewed with the monitors.
whose Ie owb1ge of the existing fronts tIuough their regular visits inside was
invaluabl •. They had informatioo about a commander's previoos supervisor)
perlama.x:e, and if several BHWs or facilities supetvised by this commandeI
bad already been canceled through the monitoring results, we were not very teal
to IXOvide a new facility under his supervision. The original home of the
proposed pelSODDe1 was al<io importanL if they were from the same locality 3l'

the clinic, there was a better chance that the clinic would remain active.

After discussions with counterparts. the staffing patterns were decided upon
following !be WHO st3IIdards for a PHC pyramidal health system (see Table 4­
1).

• A ... heaJdI post was Slaffed by 1 BHW working in his house, at l

village level.

An MCH post was staffed by 1 female medical technician with alleas
one year's training.

A basic beaItJa c:eater (BHq was staffed by a maximum of 4 medica
peqHe and 3 nonmedical people (e.g.. waldunen). The medica
personne) bad to !lave at least thirty months of medical training. Tb
optimal staffing was 1 or 2 dipIana DlUses or 3 medical teebniciam
IllO§t often trained by the PVOS in Peshawar or Queua. In the undel
served disuicts. where health facilities and medica) personnel wei

difficult to find, it was agreed~ a level of twenty-four mootbs (J

tIaining would be sufficient f(J' medical persoone) to start up tb
facility. with the understanding tbz.. an additional person would b
trained to upgrade the level of the stiff in the near future.

• Ali MCH tiBit was staffed like a1:mic health center CI' ccmpreheosi\'
beal.:h ceDU%, ~ with primarily female personnel, and sometimes
male health worker.



Table 4·1
Health Workers and fo'lICllltles SuppUed by Project YeW'

f'Y87 .'Y88 .'Y89 FY90 1''Y91

Init Accr Act Init Accr Act Init Accr Act lnit Accr Act lnit Accr Act

DlIW 94 94 94 73~ 829 82: 6S4 1483 1270 482 1965 1~22 183 2148 13~6

nile 7 7 7 49 ~6 ~6 ~~ 111 101 42 IS3 118 40 193 140

CHC 4 4 4 I S S 12 17 16 19 36 36 I ( ' •
• ~- ...... j

11-3 1 I I 1 2 2 6 8 8 8 16 16 \,- '-
~., ~

11-2 1 I 1 0 I 1 0

Adm. II 11 II 6 17 IS

Note: Init '" Initially; Accr '" Accrued total; Act :::I Pound ll':tive
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A COIIlprebe.i"Ye balda cealer (CHC) bad the same Dumber of slafJ
as a basi: bcakb center but included 1 M.D. The facility bad a three­
to fi...e-bed hospitalization ta;lI3City. No food was provided by the
AHSSP SO the hospitalized patienls.

A SIUJ1 hospital (B-3) was stl1fed with 2 physicians. 2 to 3 diplonu
nurses. 4 to 5 medical teebniciam. 4 to 5 nonmedical people. I adJninis.
trr·cr. and a storekeeper. The facility had 10 to 15 ~. The AHSSI
provided a food allowance to hospilalized pa~- Os. Small hospilals wen
implemenled in organized areas where !l-:,; A: .SA had demoosttate<
good supervisory perfoonance and th', skiE to organize a refena
system.

A referral (or area) hospital (H-2). serving several provinces, wa:
SlafIed by 5 M.D.·s (iDcluding 2 specialists). 14 Durses (I nurse's aides
5 medical tecboicians, 2 pbannacists. an x-ray technician. lab teehni
ciam. dental teebnicians. 3 adIninistJ'aIln and nonmedical personnel
The AHSSP supported only 1 area hospital, in Taloqan City. under till
supervision eX the SCNA Health Committee. Taloqao had been fu'Jel3tel
in 1989 and was completely ad:mJnisttaIed by the~. Th
medical r ~.;nnel avaiJable in the hospital joined the resislance aDC

wmed v; I the Health Commi.Uee of the SCNA. The Health COOlmit
tee foon orne additiooal persoonel, including specialist doctas froo
Kabul a: Peshawar. to romplete the stiff.

Additional specialized staff could be assigned to those facilities:
denlal teeboiciao in BHCs.. CHCs. and small hospitals; a laborntor:
technician in CHCs and small bospi1aIs and sometimes in weB-staffe
and isolated BRCs; and an x-rny tedmician in small hospitals aD

sometiDJes in a CHC if it was very active and far from a small bospitai
Some MCH and peveulive medicine activities were integrated into tb
facilities discussed above.

• By fiscal year 1992. 18 am.iDistraaive caten were in place insid
Afglalistan. Most of the pmoonel bad been trained 1brough MSI
WOtksbops. The average Slaffing for an admini.~ve eenrer was 12 1
15 persons. including senior and jmior adrniniWators. a fiscal manage
prOCWemeDt officer. logistics officer. suppouing administtaIive std
and unskilled latxxm. Twelve~ centers were supesvisc
by the AHSA, aDd five by the MOPH (which were Iaaer canceled fc
lack eX performaoce).

BESTAVAILABLE COpy
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• Teo lMdical gppIies depoCs were in place inside Afghanistan aftel'
five years of die program, with technical SI3ff trained through MSH
workshops 00 supply management held in Peshawar. Each depot had 2
to 3 storekeepers. and guards. Depols were located althe adminislr:O:ve
cencers and were supervised by lbe AHSAs. because lbey bad 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 sysrem
operating from Pe>hawar.

Liais08 0IIk:es of tile AHSA ill Pesllawar served to coontinale with
and channel resoorces from Peshawar into their respective health
comminees based inside Afghanistan. The AHSSP was unique in giving
the AHSA rqnseotatioo in Peshawar. The Liaison Officer (a senior
M.D.) had tb: opportunity to make contacts with other donors, to
receive regular technical assistance through the am-iscn of the AHSSP,
to transmit it to his headquarters inside, to get the requests c1lbe AHSA
from inside, and to seek financial SUPIQt in Peshawar. The stUf of the
Liaison Offices was limited in order to conttol the growing bureaucracy
in Peshawar. An average of 5 leChni<:al people and the inevitable 2 or
3 watchmen and peons were supported.

Pa"SOllDel Systea~

At the request of the MOPH or AHSA. the Field Operations Department of
die AHSSP processed salaries for~ 5,000 !ahb wrAters, JXOCCSSed die
cost for lI3IlSpOI13tioo of supplies to a maximum of 2.120 BHWs and 288 health
facilities. and sent the sowlies to the borders. Because of the large scale of the
program and the mk of losing canpoterized daIa in such an environment, the
admi:nisttative support sysIem was both manual and computerized. The two
systems were linked by a code DlDDber for each bea1th WOlter and each facility.
The computerized system reflecIed all infortnal:Ol wriUeo OIl the cards but
permitted analysis for evaluating the program, planning process, and so 00.

The manual System was designed with a personnel card. where all basic
infoonatioo was recmJed: name. £alber's name, Iocatioo of~ disttict.
proviDce. code nmnber of the fa;iJity where employed. name of the employing
health institotioo. Dame of the Ioca1 and gene:aI oomJIl3llCb's lespoINOIe for the
security d the clink.~, and signature. This card showed all issues
made by the Field 0per.lIi00s (FO) Department. including salary and period of
issue. cost for traospOrtatioo of supplies. supplies :01 period of issue. and~
border point where supplies were sent. Space was left for the sigoabJre of the
provider of any~ made by the Finaocial ~..anagelllttt (FM) Department. so
dial this card was also a receipt. A space was reserved for mooitoring resul1s.
dupIk:aiion fOODd wiIb other C(IIDIDitto's. and omer vital iYlformation.
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This personnel card circulated between the FO and FM departments for
processing the funds. The same lype of personnel card was used by the Health
Services Depa&btltilt ~ tile MOPH. showing the same issues; mas the adminis­
tratioo was doubled.

Caodidales for cross-border health w<ders were introduced officially by the
AHSA or MOPH. As discussed in CbapIer 3, all medical awocants were
evaluated by the medical subcommittees. which were permanent boards ~ at

least 4 physicians and former {KOfessors of the University of Kabul or JaJaJabad
Checklists and oral and written euminations were developed 10 evaluate medical
personnel Bef<Xe putting a new applicant OIl !be payroll. the MOPH and AHSA
checked with key suppliers (mainly the Swedish Committee for Afghanistan and
Internalional Medical CoqJrS) to ensure that the applicant was not already on their
payroll This procedure reduced the risk: of duplication.

Salaries were JIOCeSSed by MSH Fteld Operalions in two ways. MOPH
salaries were processed for six months in advance. except for very~
provinces. for which salaries of BHWs were processed for three months. At the
end of lbe period. BHWs and leplesel1tatives of health facilities came to tbc
Health Services Departmeot of the MOPH in Peshawar to provide receipcs fOi
the JRVioos period and to be paid. Owing the time it took to resupply them
medical petSOI1Dt'l were sent to the Institute of Public Health of the MOPH fa
refresbel" courses. In the meantime. the MOPH asked FO to process salaries an(

00l1S fOl" aransportation for the new period according to the mooitoring result!
obtUned dming the previous period. 'Ilk: FO personnel became very experiencec:
in using the MlS to figure out bow many months the per.iOOOOl had workec:
duriilg the last six months, their~ pay date, date of crossing the bonier, dalI
of a mooisor's visit to their facility. and date of return to ~war. If it wa:
confirmed that the personnel had not worked f<r the full six 1OOI1ths previously
salaries were reduced accoo1ingly. After a wbile. this procedure pushed thI
health worXers to report to die HeaId1 Senrices of MOPH about their movemen1S
which helped in their supervision. Cash salaries and costs for traosponation well

processed by MSH's Financial Management Department. Health Sen-icesIMOPI
persoone1 issued ftmds to heahb wcri::ers once a week, in the presence of 00

persoo from MSH/FM and one from MSHIFO. Health wOlkers also received 31

issue ticket authorizing them to pick. up their supplies at the bonier depot.
The personnel of AHSA heallb facilities did net COlDe to PesbaW'2l' to b
~ The AHSA de-.-eIoped the infrastmctme to manage resuppI
operatioos tbemsdves. Once a yeti, each AHSA facility sent to its headquarteI
its finaDciaI receipts (with the signature of each SIaff member) mel request fc
resupply. These finaocial receipcs and requestS flY resupply wtT~~ robmitte
to MSH. along with proposals for new per'SOIlDeI and new clinics. (Movement (
pt:lS(Xme1 from one facility to anod1er W~ common.) The FO Departmet
processed these daIa with care. based 00 the momtoring results. Funds wei

processed by the FM Department and issued to me Liaisoo Officer of the AHS;

JEST AVAILABLE COpy
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He aDd his sIaff were respoosible fa b3DSpOI1ing funds and supplies from the
border 10 the beadquaI1ers inside.

Except fly the increase in salary fer years of experience during the war. the
pogr.un did DOt suppxt any benefits like health er life insurance or an educatioo
aDowaoce fer cbildreo. nor did health workers coming to Peshawar for resupply
receive any travel allowance.

T..-sport

Cross-bore:kr support for health requked the transport of supplies throughout
a country !.arger than France. from one 2.<XX>-kilometer boeder. under vert
uoscabIe.~ conditions. The risks aid problems were nwnerous. Any
ca:avan of supplies coold be destroyed by one air attack: of the Red Army or the
Kabul regime er divened by thieves.. elhnic: er tribal cooflicts" or corruption in
Pakistan befrxe it Ieit the NWFP. Supplies could be lost due to bad tI3DSpOrt
cooditioos.. fer example. by horses or mules in the high mounlains of the Hindu
Kusb along bad roads in the flaI~ er in mgged 1erritory where bridges were
unavailable. The process could be very expensive. In the first-year budget, we
esrimafP1I 1IIe cost fO' trampoI1ation as II percent of the lOcal cost of the
~ In reality. the cost fO' tI'3llSpOl'tali rep-esented 5 10 6 percent of the
toea1 cost of the program.

We could minimire the destruction of supplies by bombaJ:dments by not
sending big C3"aV3I'S of supplies in dangerous places. From the beginning. we
did DOt use specific project tnx:ks fO' traospcn in order to prevent easy targeting
by drieYes (wbich was a problem confronted by many foreign coouniuees) and
to avoid paying for vehicle maintenaoee. We could also control the Ia§ses by
conuption or divem.oo with the help of the monitoring system discussed earlier.

The AHSSP system was modeled on the Mgban ttanspc:rt S}-stem still
operating inside. h is always amazing to see how much of the privaIe sectc:r
survives in a war situation; in Mgbanistan. private transport was still effective
and was. in fact.. JXOOIOled by the regional political sys1emS. For example. in the
~ 100 Sbura-e-Nazar (Supervisory Cooocil of the Ncnb) esIabIisbed
e<nroIs on the cost of transpor1 and employed basemen to transpOI1 military.
medical. educational. and agricultural supplies from Pakistm. This coottol
avoided high esca1arioo in the prices of transport for the Sbwa-e-Nazar ilSelfand
conseqoeutly for the committees using the same t:ranspon system.

Suwties were sent to the depots at the different points of entty on the
border and were issued directly to the providers. who were respomible fa
tr3DSpMing them to their place of Vim. inside Mghaoistm. Only b<xses and
moles we:;e used in the ocnhem points of entry; while trucks. pickups. 0'

sometimes camels were used in the centJal and soutbem points. SuwUes were
dispaIcbed all over MgbaniSlan tbrough this Iow-!XOfile transpOrt system.
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Vipnte: TIle Border

To see a poW of oury 011 the bordo is always a big attraction. It has the
ambiance of the Wild West. In a desertlik.e piau. a bazaar full of small shops
$ells tIu! last things forgouen in Peshtrrvar or Qulta: food for 1M animals.
pading moIeria1s. driedfruiJfor the long trip insitk. Music ofall tindr-lndian.
Afghan. pakistani-drifts OIU of the shops. One can hear a series of aplosiDns
in 1M surrounding moJUllains. as the mujaheddin practice with the new weapons
they have bought. w/rich makes you feel you are at the from. Several thousand
Mr$eS and nudes wait for 1M 1Ial depanllTe; thousands of mujaheddin from
many di/ferem places are busy preparingfor their tkpartJue. bargaining with the
Jtonemm. pacting supplies do1lQled by the political panies in Peshawar or by
the foreign aid commiUtes. Everybody is ucited by the near departJUe for a
long. difficult. and risky trip. Tuimangal. a border point. was once isolaledfrom
the rest of Pakistan by a tribal corrflict that l~d two weeks. Hlllldreds of
mMjaheddin coming from Afghanistan were stopped in this small place, where
t/leu were not enough hotels to lodge them. They were everywhere, on the roqi
of houses, and tlli!re was not enough food for aU of them.

Pad:aging: We could pack medical supplies careIuJly to minimize poceotial
damage frooJ pool' trnnsport conditions. as French doctors going inside with
supplies dming the war had done since the early 1980s:

We reduced the weight and volwne of supplies by taking the tablets out
of their' industrial packing and~g them in plastic containers.

We wrapped the cartoos with strong plastic bags lO keep them dry in
case they fell into W31er.

We wrapped the entire eartoo with a strong. brown jute or can~ bag.
(The first time we ordered folding stretchers from the AJ.D.-<ODtraeted
commodity fum in charge of purchasing for the AHSSP. the agent
purcbased them from the local matket. When they found that the canvas
of the su-ea::hen was DOl suoog enough. they decided to replace it witb
sIroOger. lxigbt cnnge canvas. We pointed out thal the SIl"etCbeJ'S were
going 10 be used in war zones. so the firm acknowledged the mistake
and cbanged the caoV3S again.)

Cost-effeetivmess: Cost-effectiv,~ of trans:pcXt. was ooe of the precooditions
for establishing heahh systems inside; providers bad to transport their supplies.
It wao; DOt an easy tR. and many commiuees were criticized by the Afghans fur
00( providing:nccgh mooey for tIa.~.. Others llI ...e ~cized for gh-mg iOO
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muc:h mooey and Ihus~g the pices at the borders. Therei<n. the AHSSP
decided to USC alI of the bmIer mooilors 10 set up a management sys1eID fo­
tDmspOnatioo. Fran each point of entry semng specific JXOvinces inside
Afghanistan, !be mooilOrS infunned us regularly about the cost for transpenaboo
from the borde:F to each disIrict iJIsi(!e. Being stationed at me border. they were
the besl informed. Every day, caravans left for various pans of Afghanislan. and
the mooiun followed the variaIioos in the prices, which were dependent 00 the
~ the weather. and the war. They knew if some routes were closed due 10

snowfall or specific coofIicts. which belped us provide the CiWlOI'Ciate amount
of money to die JXOviders. It w~ the responsibility of the provida's to negotiale
wilh the basemen at me tn'der about the transport of their own supplies; the
mooilOrS at the border knew what each provider paid in reality and reported it
to os so we could coouol our operation and the requesIS made by Afghan
COUIl&e:rpal1S..

As mentioned previously, the design of the distribution system purposely
avoided using big caravans for medical supplies., e~cept for me annual resupply
of the main regional healdl commiaees. in particular the Supezvisory Cooncil of
the North (SCNA), where the routes were quite safe. Doring the summer. there
was imeose competition ammg all the canmittees (the military committee of the
SupeIVisory Couoc:il of the Nortb i~. the edD:atioo committee. the agricullDI'a1
commiuee, several foreign committees. and the U.N. ageocies) in trying to send
tbeir supplies dming the few months of the yev when the IOlU:S across the
Hiodo KmiJ were open. The reqoired number ~ borses and mules ~ not
always available, and everybody tried to hire Ibem ti;-q; the foreigners increased
the prices by proposing more money to die borsemen. The logistics COIDJIlittee
of the SCNA maintained coouol over the IDees by dispaocbing the horsemen to

points of the border where mIy the SCNA bad the authori.i:alioo of the PaItistuIi
amborities to be present; then. the~ rommittees of tOe SCNA were able
to load firsl die goods foc the nMhem provinces. By wcding with the SCNA
health committee. we could always send medical supplies with support from the
logistics oornrniQee of the SCNA. Evay summe:r, hDDdreds of loses transpxted
supplies II> the main medical dep(u of the beaJdJ committee of the SCNA.

Ea:h borsemaD was responsible for the goods 00 his own lose. and each
cartoo of supplies was IJI<Kked with the name of the horseman respl)'QbIe. He
received halfof the mooey at his depaltme and the adler half00 his am,,'3&. after
a cbeck II> see tbal everything bad arrived; if something was nmsmg. be bad to
pay fo- it or to go to jail., DDless the chief of the C31a'l3ll could give an
acceptable explanation that was \'erified by 001er persons (bombardments 00 the
way. faD of !he booie in the IDOOII&3ins, etc.).

1. T. Eghmy. Office of the A.ID. Rqesentalive for Afghan Affairs., 1988.



YIpI"e 5-1: Service 1Rap~. Project staff discuss the distribution of
clinics 2nd resources.
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Chapter 5

Planning for Sustainability and Health Impact

Jonathan D. Quick, S.M. Amin Fatimie,
Peter J. HulT-Rousselle, and Ronald W. O'Conno~'

Vignette: The Ana ComnuuuJers Dilemma

In. Peshawar. a serious, entllllsiastic Afghan approaches a pva with a letrer
from his area commander requesting supportfor a n.et'-' clinic inside Afghanistan.
TM pva is imerested in helping but has been burned before: HaYti can he blow
what services are already available? Have other commanders or ponies
estoblishedfacilities in the same area? Are other agencies already supporting the
new clinic or a nearby clinic? How many staff with what training will be
available to work at the clinic? What population groups will be serv.'!d? What
resources are already going into the area? What referral options are there, if
any? [n short, how does the pva tnow whether the requested clinic is a good
use of its limiled resources?

Inside Afghanistan. the area commander recei....es another 1le'K-' visitor,fresh
from the dangerous trip across :he mountaills from Peshawar. Dressed in the
ubiquitous loosely hanging Afghan. shalwar tameez. his eyes sparkling with
entlwsiasm, the foreign. doctor talts fast and with authority abow a compl~e

emergency hospital setup. In fact. he's got a \lideotape from Vietnam showing
what one looks like, complete "It-ith x-ray machine, portable generator. and
operating equipment. He promises to give the hospital to the commander, ifonly
theco~rwiU promise to transport it, pay for upkeep, and commit his best
health workers to training in how to run it. Trying to sound IiU an expen, this
foreig1lO prods the commander. '"What could be more important than being
ready to handle the war casualties that may come again, OT the injured from
road accidents?"

As both the miIi1ary and civil leader, the area commander has a war to fight
as MleU as roads. canals, schools. and health services to worry abow; thanks be
to God that trade and comrr.erce take care of themselves. uThere is little time
and few sJajf /0 sort out all OIU weal needs; health affects everyone and is not
a simple matter," he ;J0.inks. "Just last week ,he Health Committee was talking
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abcllt trying to imnutnize the children lxfore the snows. The committee wants to
send three more men t'J be trained as basic hLallh worl.:ers in Peshawar. and
they also want lIS to prepare a wrinen plan for heallh.•{nd the politicians in
Peshawar have absolwely no idea what life is lite in jihad or what problems we
face pl4llUling health care. God give ~ strength and. for those fools in
Peshawar. perhaps something to occupy their time:·

The Planning Challenge

During the Iauer half of the war. planning followed the showing-list
lIpIX'OOCh: area commanders sent lists of training. slaffing. supply. and ocher
support needs for their people in Peshawar to carry around to the health and
social~ agencies. which said yes or no to ea::b item 00 the wish list.,
depending 01\ their own resources and constraint').

Rational planning for delivery of health services under the constraints of
war. a baditional social system. difficult tenain, lirniled resources. and the worst
beallb cooditioos :11 !be wOOd would be difficuh. Problems bad eo be clar'Jied
and cornJRSSed ineo manageable fonns for a wide range of participants. most c::L
whom were preoccupied with many other matteIs. Few ears would be attuned to
fine poinlS. In a sense. everyone coocemed with beallb faced the same urgent
situarioo: peopC in dire 3tl3iIs and political pressmes beginning to deliver the
resources to do something; spotty. limited. and conflicting data; ma.1lY ageocie:s
embra:ing a goal of the common good. hut viewing it through different lenses
with different interests. pri<rities. skills., and resources to offer. With 00 central
focus to cmtrol what would be done at the oatiooa11evel anarchy was often as
close at band in health management as IJil the field of war only a few miles
away.

TIle Public HeaItII aad Health Service SituatioB

By 1985. as DOied in Cbapter 2. bistorica11y poor health stalistics for
Afghanistan had become the worst in the wcrid. By the 1ale 1980s the bealdl
situation had improved ooIy modestly. E~ll v,;tb the coosidecable progress tbal
bad been made.. the situarioo bad so deteriorated during the we.- dial immuoiza.
tioo coverage remained the lowest in the world. Jisrupted waler supply. lack oJ
health education, poor hygiene. and poor sanitatioo meant continued high~
of dianbeal disease. The natiooal malaria CQOtroJ program. whicb bad ar
exemplary internaliooal re{l1tatioo during the prewar period. bad collapsed
Nutritional stIlUS. particularly for me young. cootinued to be tbreateoed b~

disrupted food supply. As a resolt of these and otrer war-rela1ed factors. infan
matality. under-five mor1ality. maIemal mor1ality, and crude deaths rare
coctinced to be the t'.ighest or amoog me highest in IDe wor'.d.1 In addition.:en
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oftbousaDds of injured and maimed Afgham needed prostbeses and rebabilitalion
savices.

Owing t!le 1ale 1980s. to address these problems, considerable resources
~ inveslOO by PVOs socb as die IMC and MO. by international agencies
such as UNICEF. and by biJaJeIal prograns such as die AJ.D.-funded AHSSP
to tr:lin Afgilan bealth worttn and to establish beallb facilibes and services
inside Afghanistan. (See. for instance. Table 2·3.) Comparing 1985 daIa
presented in 01apte:r 2 W!th 1990 data from the WHOJPcsbawar health resources
database. it wookl appear dlat these inputs had resulted in substantial increases
mhealth services inside Afghanistan. Though eslab!isbed hospilals and bealtb
centers bad been desIroyed. temporary structures were fOWld or built. The
number of bospitaIs~ from oone in 1985 to over two dozen in 1990; the
oombez of health centers increased from about 50 in 1985 to over 500 in 1990.
The increases in health personnel were even more striking: the number of docl()('S
working in Free Afghanistan increa<ied from 84 to nearly 250; the number of first
aXbs increased from perbaps 1.300 to several thousand; by 1990 at~ 1.300
BHWs trained through the AHSSP were active inside Afghanistan: and over
1.600 staff in the diverse cadre of "mid-level" workers (uained primarily by the
IMC. Mel. and numerous other PVOs) were reported to be working in the
COdltry. In total over 5.500 doctors. nmses. mid-level bealth woden, basic
health waters. first aiders. vaccinalors. and other health staff were believed to
be werling in Free Afgbanistm as of 1990.2

By most accounts Free (primarily rmal) Afghanistan in 1990 was better
sWfed and better supplied than it had ever been in prewar times. But the growth
of beaItb facilities, beahb staff. and availability of medical suwlies left unsolved
several critical health service development issues.

FtrSl. the establisbment of new facilities was sttongly influenced by personal
and party politics., resulting in large disparities in the availability of beaIth
service. Some areas were ovelSelVed. wbile less influential areas had no health
secvices. Second. most facilities were operating in ternpooH)' locarioos. A
defendable. affordable plan for health facility reconstmetion was needed. Third.
the large pool of health staff established during the I.auer 1980s~ aeated
without coordinaIed~g. Early training pugr.m1s were largely war-orienred.
tboogb subsequent experience demoostIa1ed the need for more prir.:ary beallh
care tr.rining. Most training capacity exisled in~ and plans for developing
appopi iaIe regional training programs inside AfgbanistlD were just emerging. In
addi~ tbae were DO effecti~ local supervis:on struetuaes in most areas. no
career 1aIder. and no commooly recognired certificatioo.

Fmally-aod perhaps most cballengingly--it was estimaled that 75 to 90
percent ofhealth services in FreeAf~ were directly or indirectly financed
by doIxn. with limited near-tenn jIOSpeCf.s for the pubU;: revenue base.3 And
using history as a guide. it~ milikely that. after the war. donors would remain
interested.
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In the Janer half of die 19805 the p-esence of inlemaIional groups (biJale:ral
donors. United Nations organi2atioos. and PVOs) expanded considerably, ~
DOled in Cbapta 1. Their grealeI' role complicaled life in Peshawar, as the
p-ospect of significant resources was accanpanied by the players who ane:od
such events: poceotial beneficiaries; bureaucrats to administer and justify the
resomce 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 0000r.

Thoogh advocates for refugee work continued to point to readily obse:rvabl.e
evidence of need. others recognized that the vast majority of the Mgban
population remaine<t inside. with many displaced and many more hanging 00 in
their villages. Except in mban areas. most were without access to health services
when la£ge-scale intematiooal assistance began in the mid-1980s. In 1987
humanitarian~e fex health inside Afghanistan was over U.S. S8 million
(mcxe than U.s. S1.00 per capita for those living in Free Mgbanistan) and by
1990 it had grown to over U.s. $30 million (nearly U.S. $4.00 per capita).·

Many groups in Peshawar had a stake in Afghan health. a point of view, and
certainly a voice: the AlG: the AHSAs: the U.N. organizations: the PVQs: the
bi1aIeral agencies such as the Swedish Commiuee. German Committee, and
A.ID.; aod coonIinating committees socb ~ 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 to
coI1abonII.e. Many Mghao groups found advan1age in keeping various aid sources
separate. In tum, assNance groups tended toward suspicion. telTitoriality. and
pride of place.

Led mostly by doctors. the Mghao health professionals were themselves a
diverse and often fIa:tious group owing to differing paJty and commander
loyalties. There were two generations of doctors. each with VlTf different
ex):erieoce: The firsl were younger, with primarily clinical training--{)fteo
shortened by the press of war-and practical experience roly in the wartime
health situation. The olDer group comprised older pbysicia&, from the Afghan
health system of the 197Os--a system which in 1977 spent 42 percent of its
budget 00 hospiIals. 22 peICeIll OIl an inlelMtiooally recognized but resource­
intensive malaria. cootrol program. and ocJy 19 percent on basic health services!
The ..health for all" concept.~ launched across the So..,-iet border in Alma Au
the same year that Russian ttoops first moved inl(; Afghanistan. Though SOIm

of the conceptS presented at Alma Ala had been spawned in Afghanistan durin!!
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tbe 197(k. mast Afghan pbysicians bad limited training and experience in public
beaIIb and primary bea1tb care.

With time, at least three groups saw imponant advantages in coordinated
openIioos dial wtweigbed the tnce of disclosure: the map don<n~
mooey and imIemational repulations were on die line, the area commanders who
were increasingly being called upon by tbeir people to build ci"iliao social
~ and the AIG, which dealt regularly with many of the outsiders. Initially
bod1 the area commanders and the AIG saw some early advantages in compart­
mentalizing the infamarioo and keeping the donors separate. But with lime.. the
energy required to resist coordination exceeded whatever gajm in flexibility
might have been obtained through jsolaijoo. The AIG could exert linle effective
ceotral planning or control \f:ben~ groups went their own way, and th.,;
area commanders had decreasing patience for the multiple and conflicting
entteaIies of assi¢mce groups.

From the perspective inside Afgbanislan., effective poiiticaJ and operatiooal
Ieadmhip was focused in local mujaheddin coounanc:JeI's whose courage,
leadership, and managerial effectiveaess became increasingly evident. Local
action inside required their }rior knowledge and approval What became
iDcr'eziDgly clear was the need to coontinaIe decisions about bealtb-as weD as
IDa)t everything else-with die area commander who controlled a region. While
assh1ance groups might contend over many issues. virtually aD 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 late1~ the overall plao:ling challenge and the need fer area-based
bealth planning were clear. Wbal was DO( clear was the process fer developing
bealtb pIam. No planning frameWOlk existed and the informatioo needed fur it
was fragmenled, incomplete, 01' JlOIleXisIent. The AHSA lepeseotatives. the AIG,
the PYO cvmmuni\)', the donors, and the AHSSP team---ea;;h in their own
ways-begao to consider the implic3tioos of the impeoding Soviet witbdlawaJ
for development of bealth services.

ne ()ppm:1mUty fI Soviet Wtdldl awal

The pospect of Soviet troop withdrawal made the health JUnning issues
mae imminent. The prospect of building a new realth system for the natioo
brought lei many commiuee discussioos concerns about organization. coverage,
and sustrinability. But the complexity of the issues, as wen as the competing
interests and perspectives of the participants. made progress difficuJt.
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The relief 00enwi00 of most PamtaD-based and Icm-based PVOs and the
lack of long-tam beakh planning experience among~ Afghan councc:tpatl

~ JWVided little focus fa the required planniDg decisioos. Figures of teos
of IIIiJli<lM of U.S. dollars were bandied about ~ pocential resources for
recoostruetion of the bealth seen. For PVOS anxious to make visible contribu­
tions. fOl' dooor organizatioos inlerested in moving funds quietly. and for Afgball
medical workers tired of operating out of caves and makeshift facilities. the
prospects of building large. well~uipped bospila1s and expanded~
facilities were enticing. As a result, there~ the very real prospect of buildin!!
a beaIth sysIem thai would prove unaffordable. inefficient, and. therefcxe
unsustainable. There were many reasons for Afghan health officials and doooo
to say "'yesw to proposals. and DO long-1eml plan on the basis of which the)
could say -now or modify proposals for greater Iong-tcnn benefit

In February 1989. in an attempt to create a basis for planning sustainabk
beal1b seMces. the AHSSP formed a worting group to coosider the challenge
The group included people with skiDs and experience in public health. beaId
planning. beallb personnel planning. beallh financing. systems analysis. training
and organizatiooal developmentS Possible Ioog-tenn goals. aItemative heald
sttategies. cmcep(Ua1liameworts. and infoonabon requirements were discossec
in detail A process was outlined which vrouId tJvolve Afghan area beald
officials. Afghan inlerim government. health leaden.. donors, and key PVOs.

Between March and May 1989. available b:istOOcal. current. and comparatiVl

datl were gathered and organized into an evolving computer-assisted planninj
model which began to be referred to ~ "SUSPLAN"' for "snstainab~

plaDning". DaIa included available estimaJes of disease-specific mabidity 3D

ma1aIity I3leS, oumbers and types of beakb facilities and heallb persoone
worting in rural ~gbaImtan. recmrent operating costs by type of expeoditun:
and estimaJes of the impact of various beahb iDIecveotioos 00 morbidily 3D

m«taIity. A Locus~ was developed 10 accommodaIe the SUSPLAr
input data and to geoer.ue the resulting oolpUtS.

In June 1989. the AHSSP held se:parale strategic planning discussioos i;

Peshawar with repesent.atives of the AHSAs and with serOOr health official
from the AIG. With each counterpaIt group. the discussions~ of a~
part series of balf-day meetings.

In the first meeting. Afghan officials noted tbe overall planning issues an
decisD1s~ them. EstimaIes of l'3IeS for major causes of morbidity 311

JD<X1aIity were reviewed; pussible beahh care inIerveotioos for preveotioo 311

trea1:meot of the leading heaJtb pobIems~ identifie¢ and altemati--.re deliver
mechanisms (community. cfinic. hospital. etc.) were coosidered. In the secoIl

meeting. short- and medimn-term funding prospects ".erereviewed. health s)"SIeI
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goals aDd principles fOl' planning were agreed upon. and sttategic alternatives
were idenIified. Finally. in the Ihird meeting. me results of the first two sessions
were iocOI'poraled inIo the SUSPLAN model and presented to the group fOl'
di.scussioo and reflection.

In addition to discussions with Afghan counterparts. discussions were held
with leading doocI and non-governmental OI'ganizalions in Peshawar. These
~ provided IlSdul observalions 00 the planning environineot.,
constraints. and opportunities for health servi<:e development in Afghanistan.

The planning process attempted to balance the long-tenn need fOl'sustainabIe
beaItb services with the felt need of Afghan officials to respood to immediale
requests for health staff. equipment. drugs. and ou'w:c foons of support fOl'
specific commanders in specific locations.

PIluuaiaI PriDcipJes, Health Pri«ities. aod Health Service IDterveDtioDs

Despite the different positions of the AHSAs and the AIG. the cmtenlS and
0UIC0IDeS of the separate health planning discussions ....·~re similar. Eight
principles emerged to guide the future development of Afghan health services
(see Figure 5-2. page 114).

From the series eX meetings with the AHSAs and AlG, a problem~ented
framework for planning health service interventions emerged. This framework.
summarized in Table 5-1. was quite consistent with the approaches which bad
aJready been taken by the mae progressive Afghan health groups, by at least
some of the bumanitlrian assislance groops. and by the AHSSP since its
iDceptioo.

Major' health needs were calegOOzOO into maa:emal and child health services.
disability services. general health services. and special services (Table 5-1. fiJSl
coImnn). Morbidity and mortality estimaIes assembled by the AHSSP worting
group were adjusted based on the fust-hand experience of the Afghan health staff
(second and third columns). These estimates were used to help put war-related
conditions into ~ve and to help in setting JXiorities. Potential health
service iderventioos. both preventive and curative. were lisIed against each majOI'
health ]XOblem (fourth column).

Finally. poo:o.tial heakb care delivery mechanisms were considered for each
caega:y of beaIIh problems. Delivery mechanisms were caregcrized as vertical
progrnms. community programs. outpatient clinical progrnms.. hospilal-based
progcuns.. and/or pubI.ic bealth educaIioo programs. The relative applOIXiaaeness
of each mecl1almm was then rated during the planning discussions.
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Fipft 5-1
PriJKipIes for DeYdopIaeat~ AfPu Healda Senices

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

2. Emting facilities and resowces should be utilized and/or renovated where
possible. not replaced with new facilities.

3. Heald! JXOblems which cause the grealeSt morb:1ity, disability, and
mMality should be emphasized.

4. In general. priooty should be given to preventive health care.

S. Plans need 10 be specific to each pr-'ince. based on !he prevailing disease
patterns and population disttibution.

6. Resources shoold be aUocated 00 tbe basis of pq>ulatioo and the cost of
health intelventioos needed in each province.

7. Health service delivery mechanisms should be based OIl local cooditioos
and values.

8. Health care approaches must reflect the educational level of the specific
area. This applies 10 recruitment and training of health wOlters as weD as
to pIar.ning for public health edocation activities.

The Design or SUSPLAN

Agreeing 00 planning principles and beald! JXi<xities was one thing. Putting
tbem into practice through coocn:te decision making was quite aooIber. Area
coounanders. AIG officials, AHSA representatives in Peshawar. 00n0rs. the
PVOs, and the AHSSP were consaandy being asked to support new ttaining
progJ3lDS. new disease cootroI progra..-.s, GeW clinics. and new ha;pitals. Without
locally appropriate planning guidelines. it was (fifficult-{la'1en imp(~sible---to

assess !he need f<r these additional resources.

The basic planning principles. health problem priocities. and potential health
service interventions became the basis for a conceptual model and its trar.slatioo
into a speadsheet-based computer moci;:L The computer model. "'SUSPLAN:
was designed to help Afghan bealtb pianners (1) systematically~ ttx
...'driocs da:a~ for kmg-:.e:.:a health plannir.g. (2} ;-;:1ale he:u.'C1 needs
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bealtb service resowces. COSl'>. and impact. and (3) canpare and choose Sb'3te­
gies.

The iDfmnaboo requilemeraas and output reports fOl' SUSPLAN are
summarized iA Figure 5-3. Anual daIa were used wberever available. Where~
were ooavai1abIe. informed estimates were based on bisuicaI daI:a. comparative
inaematiooal daIa. and local experience. The basic infonnarioo required by
SUSPLAN includes:

coo.munity morl>idily pauem (frequency of commoo illnesses and
cooditiGilS socb as pregoaocy and disability);
likely~ of cue (no care.. traditional. pOvaJe. public services);
locaboo of public care (commW1ity. hea1tb center. hospital. etc.);
population distribution by loca...XiG;
bealtb wtner types, poductivity. salaries. ocbes costs;
beallb facility types. stlffing pat1mJS. oper.uing costs; and
target feY per capita public health expendit1J~

From tim infOODalioo. five 00IpU&S are produced: (I) tocaI beahh persoonel
Deeds by area and type of beaIIb worters. (2) toolI DeaJtb facility needs by area
aDd type of facility. (3) tocalrecca.eiltCOSlS. (4) coverage rates.. and (5) projected
impact.

SUSPLAN allows fOl' recumot costs ID be covered by oombinatioos m
financing soon:es. recognizing that pre,,'tDtive senices such as MCH are more
likely 10 alti3Ct donor fuodiog. while \!rug costs feY curative be3ltb services may
be able to be covered tbrougb USCI' fees..

The relarioosbips among otiIi:z:atioo patterns. availability ofbeaItb persoonel.
aud access to be3IIh facilities determine covetage. In tom. the relalioosbips
among COVel" efficacy m~ beabb intem::otXm, and current IJObidity
and IIlOI13lity l3IeS ddennioe the projected impact OIl morbidity and 1DOI1aIity.

SUSPLAN is sttoetured to ioclOOie a set of seven key summary reportS and
seven background IabIes. The seven summary repa.1S are: (I) Total Cases per
Yl3 and Source mCare, (2) LocaIioo ofGovemmentiJrOVided Care. (3) RK:ility
Plan by Population~. (4) Health Wc:der and Health FaciJitieg Require­
JDeDts, (5) ExpcDses and Revenue by Health Problem. (6) Health SeMce
~ aDd (1) Projec1ed 1Jnpln

The bIctgrouod tables cOOI3i:n infmnatioo OIl, and allow adjusuneDls of.
such factors as typeS of beaJIb wutas used to provide various types of beaItb
SlCI'Vices, beaIIb wcd:er pnW:tivily and cost. facility stiftiog patterns. drugs and
medical supply caas. and~ centers.

AddiIiona! descriptive iDfoonalioo about SUSPLAN. extensive unit cost
infomation, a detailed review of tbe litefature supporting Ire inte:rveDlim­
~-impact rel:ationsbips. and additional suppJlting da1:a are
Q::sc:o:bed :n :be projecr docwr.entMioo 00 !he Sl;SPlA!'Ii metbodoiogy.~
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Area Planning for Sustainable Health Services (SUSI»LAN)
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I imitarioos of the SUSPLAN appuach as applied should be noted, including
Iimitatioos in the input dati. assumptions. concepmaI design issues. and computer
model devd<lpmeot. Limi1atioos in the completeness and accma:y of input data
include assum~ about onbidity paUems. sources of care, popuIatioo
disttibutioo. health wcner productivity, staffing patt.ems. operating costs., and
other parameterS. Second. since SUSPLAN is inleDded to guide the planning of
health secklr' inputs. it considers only bealth inlefVentioos.. The often subslar.!:ial
impactof ooobealth interventions such as economic development (or decline) are
DOt factored in. Third. the model is static and~es that the contribution and
impact of noogovanmenla1 care remains coostmL Last. the model assumes that
impact is directly proportional to coverage, which it clearly is not. In addition to
these concepcua1 design~ the reality is that other IX'Oject priorities kept the
compulerizaIion of SUSPLA."'l 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, Ioog­
term beatth resource planning issues could be addressed.

Using SUSPLAN to Define Alternatives for the Future

The first SIep in using SUSPLAN for an area health plan is to produce
reports for a full-service approach, that is, to generate SUSPLAN outputs on
health sWf requirements, bealth facility requirements, coverage, and impact for
major beaJlb IXobIems in the absence of financial constraints. The staffing.
facility, and operating COSlS of Ibis approach can then be compared with existing
sWfing and facilities and available provincial or national funds.

The full...service appruach is invariably onaffordable. To reduce COSIS to the
likely levels of available funds, the full-service approa.:h can be scaled down and
assumptioos can be changed. For example, facilities can be reduced or
downgrnded; stiffing 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 monality
reductioos can tben be estimaIed.

For the SCNA. the full-service approach resulted in an annualloca1 cost of
S3.10 pel' capitL To test the impact of alternative Iower<OSt straIegies, two
ahema1ives were generated to achieve a target annual cost of S2.00 per capitL
In one approach. the primary bealth care (PHC) option.. community-based care
(canmunity bea1tb~ and smallet clinics) were empbasized, while bospitaIs
were reduced to meet the budget constIaints. For the hospital care option.
p:eference was given to hospital services aod clinic-based care, while community
serri::es were redoced to meet the budget COIL'itl'ainL

The SUSPLAN outputs foc these three alternatives are compared in the
foIloW.ng fOOl figures. Figure 54 SiBDmarizes health care provider requiJemeuts.
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'The fun-service opIioo coocains the largest numbers d health SIaff. Tbe PHC
q)Cioo has more dJaD twice &<; many com.munity-based worte!'S as the hospilal
care q:Ulo. but the 1Qpita! care optioo has ooly slightly mae docun

Tocal numbers of facilities (Figure 5-5) are also greaaer in the full-servke
model Compared 10 the bospi1al care option. the PHC option bas 7 fewer
00spila1s and 10 fewer clinics. but T3 additional health pmts.

1be results of these differeoces are reflected in the covenge (Figure~
and impact (Figure 5-7) figures. Net surprisingly. the bospital care option
provides substantially less immunization coverage ,30 perceot versus 75 percent
for the PHC Oflioo) and matemal vue (i0 petCei1t VemJS 30 percent f(X' the PAC
option). Tboogb ~ PHC~ is~ 00 less than ~thirds of the full­
service budget, foo.JSing resources at the community level would mean tbat
imm.rizatioo and maternai care coverage is not reduced by &<; great a proportion.
Coverage for acute iliness care is also reduced in the hospital care opCion. but not
to~ same extent as immunizali.:m and maremal care.

FmaUy. the projected impact on mortality 6 shown in Figure 5-7. Following
the strocture of the SUSPLAN model the percent improvement over current J3IeS

for infmt monality. cbilc! 1DCI!alily. maternal mortality. and erode dead1 rate is
closely related to the co..-erage. Again, for the same per capiIa allocation. the
PHC option achieves a far greater imp;iCt tban the hospital care opci.on.

Implementing the Planning~

SeusIDle as the SUSPLAN results appeared to be., they raisOO as many
questions as aDSWCIS: What is me current pattern of illness and ($ability in the
community? Do i.llnc:3s paaems vary arowd the country? What are tlie existing
~ pe1S01DJeI resources inside Afghanistan? What kind of training do the
various cadres of beaJlb wurkers ba\-e? \YlJal health facilities exist? What
-capabilities do these facilities have? ~)W C<lD eristi:lg beakb personnel aDd
beallh facilities be calegorized? What are currer.t beahh care utilization pancms
inside Afghanistan? These and odler questions highlighted the need for
additional. more specific infonnatioo ior planning. and fty pianning definitioos.

During the i1ei~tof tile war. bealt!l planning ocCUlTed primarJy in the foon
of sbort-tenn plans develc.ped by individoal OOnor-assisled projects and
individual PYOs for their own resources.. Information exchange was limited and
coordinaled decirion making was virtoaUy oooexisrent. As the prospect of
rebuilding the Afghan beallh system became more piausible. the AHSSP stlff
worked closely with Afghan cClUDtl:tpart orgarJ:r.atn-ts (thf> AHSAs and MG). the
bnrnanitariao assistance cooUlumity (ACBAR, CMC. and individual PVOS). and
dooor organizatims to assess IIlOibidity and be31tb care utilizarioo pav.ems. RJ

deiiile health waker and bealJr. facilities CZ1egr.ries. to develop p~
databases. and to cooduct r..e.um re.<1CUrCeS su veys..



Figure 5-4
Nwnber or HeaJtb Care Providers Needed

3 Alternatives, Tobar Provioce

150 - - - - . - - . - .

100

50

Pt:r Capita e- (US $)

Fall Saviu - 3.10
PHC Op<ioo. • 2.00
Hoopital OpIioa - 2.00

BHW Mid-Level Doctors

o Full Service. PHC • Hospital

BHVi = Basic Health Worker



• . v-- .. ./
I

Figure S-S
NUdlber of Health Care Facilities Needed

3 Alter-natives, Takhar Province
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Figure S-6
Projected Coverage

3 Alternatives, Tubac Province

.......... -._- _-- _-

-- _- .

------ - .

% ImmlJIlized % Maternal Care % Acute Illness



-" .---"; 2,.--"';"--

Figure 5-7
Projected Impact on MoMality

3 Alternatives, Takbar ProviDce
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Daia 00 popolalioo disuibotioo. mabidity panerns. and Joca) bealtb care
UlilizaIioo practices are fundamental 10 any health planning effort. Afghanistan
bas never bad ac~ popu1aIioo census. Combined with war-related external
migratioo (principally to Pakistan and Iran) and internal migration, the eJtistence
of a substantial nomad population. and a long-standing panem of exaggerating
popu1alioos 10 gamer greattt development assistmce. the absence of actual
census daIa meant that population esbmaleS varied substantially and were always
in dispute. Despite these limitations. Eigluny was able to use prewar population
estimates. UNHCR data OIl refugees. and adjusunents for war deaths and intemal
displacement to lXOduce a district-by~ estimaIe or the Afghan popu1aIioo
which became accepted as me best oper.WonaI estimate for pianning pmposes.7

CommUDity-based morbidity daIa were similarly lacking. But by the mid­
19805 a standardized patient visit register. the "Greenbook." initiated by the
Swedish ComrniItee. had been adopced by vinuaJly all of the major Pesbawar­
based bealth assistance organizations. CMC. with assistaoce from the AHSSP.
ccooiinaIed the analysis of daIa gatbered by he3ltb w<rtels trained by andjoc
supported by SCA. MCI, IMC. and MfA. The AHSSP routinely enttted and
periodX:ally analyzed data from BHWs.B Together. Ihese dati confirmed the
growing realization amoog the health assis1ance community that even in active
areas of fighting. war-re1aled injuries aetuaIly~ a relatively small
portion of !be demand 00 tLe health services (generally l:ss than 10 pen:ent).
Tbe 'iasl majOO.ty of patient contacts reponed through the patient registers were
for acute~ infections; diarrbeal diseases; other infectious diseases; other
gasuointestinal complaints; nonspecific symptoms such as headache. weaImess..
aod body pain; and otbeI" common primary bealtb care problems. Greenboot daIa
also soppooed the impression lbat ecologically vulnerable parts of the OOUDtty
were experiencing a resurgeu;e of malaria.

Chapter lO on health infoonatioo systems discusses in detail tbe availability,
sources. and limitatioos of both populalioo and patient register daIa. Though
patient register dala did not provide community-~ morbidity JXOfiJes. they
provided the most comprebensive lIIOIbidity data for the first SUSPLAN
estimates of bealtb needs. At the same time the need for community-based
surveys of mabid:ity patterns as well as beaItb l3'e utilizalioo patterns was
cleaiy recogniLed.

A review of past commUDity swveys indicated that ooly two booseboId
surveys had been done in the 1970s and (DOl surprisingly) oone in the 1980s. A
1972 smvey of 229 bouseboIds in four provinces used interviews, physical
examinarioo. laboratory tests. and adler specialized testing to cbaracteaize health
SlalUS.

9 10 1976 a joint Afghan Ministry of Public Health and MSH survey of
436 boosebokk used inlerViews to study the healtb and the heal.1h care utilizatioo
pacerns of 1Jouseliclds.'0
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Building OIl tbe survey cxpelieoces of the 1910s. the AHSSP in 1990
jnitialPAl a program of cross-border surveys which aimed to interview 900
households in Z7 villages of 3 culturally diverse provinces. Surveys completed
in wardat! 1 and TatJJar2 provinces dcmoosttaIed the feasibility of cross­
blxder booseboId interviews using well-uained Afghan health lX'ofessioDais •
field sopervi<;tts and local BHWs as interviewers.

These surveys confumed the JXimacy of acute respiratay infectioos.
diarrbeal~, other acute infections. and suspec1ed malaria---as <wosed 10

war-re1aled injuries--as causes of acute l1KJ't)idity. They revealed that in
emerging-from-war rural Afghanistan. by far the leading sources of health care
outside tbe home were public hospilaJs. heahh centers, and community health
workers suppcxted by Ioal healdl commiuees, PVOs., other donoc JXO&f3IDs such
as the AHSSP. the AHSAs, or die AIG. The smveys also highlighted die need
for expanded MCH care: well over half of pregnant women recei'ied no prenaIal
care and over half die reported deaths were among children Dnlier age five.

From early in the war and at an accela'aIed pace during the IaIe 198Os,
Afghan groups and humanitarian assistmce <qanizatioos devoted much of their
atteolioo 10 training health workers and establishing health facilities. 0rganiza­
tions ~bIicized numbers of mid-level health workers trained or health centers
supported. but different definitions made it difficult to know what m>oorces
aetu3l1y existed.

By 1989, several organizatioos---WHO, SWABAC, the Gennan Afghanistan
Committee (GAC), me AlG, and the AHSSP-bad their own tennioologies.
When Ihey were compared. however, their subsunti..-e differences were found 10

be 1Ilinoc. Wating infonnally, MSH was atMe to achieve agreement 00 tbe basic
caregories of health facilities shown in Table 5-2 (pages 126-1Z7).

Once the OOsic facility caregories were estabmhed. facility names were
changed three or four times before acommon terminology emecged. Primary care
bospilal<;. for example, were variously caIled "field bospilals," -small hospitals,..
and -district hospitals.- The tenD "district bospitaf'~ particularly trooblesome
to some dorus. who felt it would raise the expeclalion dla1 aD 325 districts in
Afgbanisran should have tbeir own baspital.

St3Dda1dizing definitions for health workers proved much more difficult, due
to the diverse ad hoc training programs that bad arisen during the war. A 1990
review of rural beahh services foond 21 different tIaining programs for DOll­

physician providers: 3 for one-mooth training ('"'tint atders'1. 7 providing IJtOIIdL<;
~ of training (BHWs and other "commmity health workers), 8 programs
for six- to twelve-mooth mid-level training. and 3 programs providing thirteen­
to twenty-fev-ffiOOth mid-level training.13 Programs differed grea!ly in 1beir
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CUI:ricuIa aod emphases 00 preventive versos curative care. 00 war uauma versus
prioBy bea1Ib care. and on c1as:sroool training vetsUS clioicaI experience.

&cause of this diversity in training programs. WHO~war-'Nitb the
coocwreoce and par:icipatioo of CMCIACBAR members and 0CC3Si00a1
participatioo of AIG represeotaIives a sensible. lMd. time<OOSUlDing
process 10 develop competency-based testing and certification. At the same time.
die AHSAs and AIG. with stroog eocomagement from the AHSSP. took the
pngmatic approach of esIabIishing small medical certificaIion canmiuees 10
review each applicant.s docwnentalioo of education and experience. cooduct a
brief interview. and then classify wOlters 00 a training equivalency basis (e.g..
'"mid-level w<rter. twelve months;.

Though not very satisflk:tory from the perspective of standards of practice
aod competency. initial classifX:atioo of health wcrters. particularly the mid-level
wo:teI's. by length of training provided a practical basis for beginning to quantify
beaI1b personnel resources inside Afghanistan.

P1anning for future bealIh sernce requirements must begin with a koowJedge
of what emts today. During most of the 1980s dara 00 health facilities and
WOlken active inside Afghanistan were scattered and unreliable. With no central
authority outside the cities and over duee dozen Afghan parties. PVas. and oo.er
organizations supporting health services. infonnatioo flow ~ inherently
problematic. Because of the exigencies of war and the administrative chaos
within some ofthe humanitarian assisIance groups., individual organizations often
did not bow themselves with any degree of certainty the types and actual
locaticns of the health facilities and workers they were supporting. Those thai did
have good infonoalion often were reluctant to share it f()l' f.3' that the
intelligence community would misuse it for military purposes.

Despite these limitations, CMC and ACBAR began organizing systematic
information 00 bealth facilities In 1985 microcomputers were qoi1e new to the
PesIJawar community and early databases were fairly restrictive and inflexible.
By 1989 the WHO office in Peshawar bad combined the CMC and ACBAR
datatmes in a l:lexible R-base system. WHO exten<bl lbem to include
infmnatioo OIl services provided. resohs from monitoring missioos. detailed
infamatioo ()Q the location and training of individual staff members. and other
o:sefuI data.

The WHO database~ expanded and updated with cross-border mooitoriog
repc«ts. and ACBAR continued to maintain a multisectoral database. including
infoonatioo ()Q agriculture. edtx:alioo. and coosttuction. Howeva. the ACBAR
databao;e \\'38 \otilida1ed almost exclmiveiy by members' reports of their activities.
wbicb were often not based on actual monitoring.



Table 5-1
ClasslftcatioD or Health FacUlties-

----
m!S<:IW'rJUN OF FACILITY Kegional Provincial Primary Comprehemive Ra.ie Health 8a.ic Health

I/o.pita.! flo.pita! Can: llealth Cenler Cenler/ Poet/
Ho.pital MClt MCH

Health Cenler Itealth Poet

TYPE ("COIlH") H-l 11-2 11·3 C·l C-2/ M·I C·3/ M·2

EXPI!Cnm COVHKAOE 3·~ 1·2 1104 30-80,000 10-40,000 1,000-5,000
Province. Province I l>ialriCl. Population PopuJalion Population \---- I

IIEAL'lll I'flKSONNBL

•• ·M.D. Do..1Of. 4-6 3+ 1·3

•• -Sulieon. 2-4 1+ Maybe

•• -Advanced Mid·L..,vel llW Yel Yo, Yel Yel I.

•• ·Mid I.eveillealth Workell Yel Yet Yel Yel I •

·Nulling SlrJf Yel Yet Yet Yel Maybe

•• ·lJuic lIeallh Workell .. -. Maybe Maybe Maybe

I'ROVIIlER STAFF ([>octOIl; MLHW; 16·24 12·16 8-12 4-8 2·4 1-2
8ltW)



SUPPORT SHRVICE (I.ab. Xray, Phanr..) 4~ 3-4 2-3

HEALTH SP,RV1CIi..<i

•• -()peratina 'Ihealer Specialized Major Minor

•• -I.alxllltory Referr&1 SupeIVisol)' Field

•• -X-Kay Referr&1 Yel Yel

•• -In Plli"nl lIedl SO-IOO 20-S0 10·20

·Immunizatioll Capacity Freeze poinl Free7.e point Cold
boxel

..Specialized l'fOjrullI· SupelVil01}' Yel Maybe"

-Modical Reoonh Yel Yel Patienl
Card

·Tranlpurt (for ref.,rr&1I) Yel Maybe Maybe

OTHER PROORAMS (partial Ii II ina) Suraical ML, 8HW Dai
Ipr...illlliel 1rainillB Iraini ng

Medical Dai lraincn
lpecialtiel ML, HHW

reCrelher

1-2

Pield

3-S

Cold boxel

Maybe"

PI. RClC'I·

Dai lraining

Vaccinuon

PI. !tee'l·

Dai I naining

Vaccinllon

Comp<llite OF WHO. SWABAC. OAC, MOPHJIOA, MSH, and hillOrieat B'IVemmenl or Afghani.un definlriono.
Key raclO.. In ellllifylna individual h...lth raelhUd.

Men. 'nt, malarll, eIC.

Will <leYolop ovor lilIIo.
l'allMI OIrda, plUMI ~alalo.., and repoltina ronna dtpendlns on lIalf Clplcily.
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Much as the WHO aDd ACBAR daIabases improved the health inf::m13lion
situatioo OVcl' wbal it had been in earlier years. the usefulness of the WHO and
ACBAR databases ~ still limited by differing terminology, incoosisIent
Iocatioo infonnalioo, and questions of validity. Were the facilities aclDally in
~ and operating where they were listed as being? Provincial and district
infamatioo had initially been enter .1d ""free..fielcr wilbout a standardized coding
and validity check. Use of local synonyms for district names was common and
disIricts were occasiooally identified with the wrong province. either duougb
ignor.mce or because of changing ~vincial borders. I...ocatioli infonnatioo
improved consider.lbly when a mnda.-d computer disttict coding system
incaporaJed automatic location code ct~ into the daJa entry and editing
process.

The problem of validity proved to t~ the most difficult In the first report
juxtaposing district-specific infonnation 00 bealth facilities from tbe lW\)

dabJmes.l~WHO Iis1ed 626 facilities (excluding he3lth posts), Nbile ACBAR
lisIcd 648 facilities-fairiy close agreement given the differ,t ioformatioo­
gathering processes cllbe twoda~But when toC3J oombeis of facilities per
disttict were compared. there was precise agreement OIl the IDW ncmber of
facilities in ooJy 140 out of 325 distticts. In fully ooe-quaner of distric1s. me
disagreement between the two databases was over 50 perceul. with WHO mting
mae facilities in some districts and ACBAR ~g more facilities in Olhef
distticts. These types of differences led in laIe 1989 to the decision to undertake
comprehensive beallb resources surveys.

Healtla Resoua ces SIUVey5

By die late 19805 the need for current, consistent, credible informalioo (XI

the numbers of health facilities and W<Xte:rs inside Af~ bad bcem
accepted by 0000rs and, ~gIy. by Afghan health coontelp3ltS and PVOs.
In early 1990. as ac~ effor to comolidate health resources informa­
tion. WHO and the AHSSP devdope.:: plans and data coIlectioo instruments fa
comprebensive provincial bealtb fescu......es surveys. In a series of sepatale bu
comlinakd activities several U.N. agencies. the AHSAs., the AlG, eM<
members, and ACBAR bealIb comm.:Uiee members were variously involved ill
designing and field tesIiDg the survey imbuneots. .£be resuh was a radIc:
b1gthy. bot generally wdl-uoderstood andweU-~ beaIIh resources suney

The sam:y focused 00 beaItb facility aod health worm infmuaboo. Th
objectives were 10 locate beaJtb facilities 3CClR3ldy and classify them accordinl
to the definitions in Table 5-2; to determine the numbeR, types. and source 0

training for beald1~ and to gadIer addiriooal infmnatioo necessary 11
prqwe recoosttuction plans.. SecoodaJ:y objectives included analysis of tb
availability of special services su:h as rebabilitaIion, definition of eatdmY.x
~ and identificarioo ci reierralt~
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IDfOIiDalioo colJeclcd on bea1th facilities included Iocatioo. administraIive
afIiliaIioo., SOlKCe(s) of supsxxt. very basic utiJizaIioo iDfoonation. numbers and
types of staff membc:rs., physical facilities information (type of building. waler

supplY. beds, and operating I'OOOlS---if any). services offered (immunization.
prmatal care. rebabilitltioo. prosthesis wok. tuberculosis conlrol. etc.).
equipment present, common health poblems seen. patient referral patterns. and
estimaIed popuiatioo co~.

Informalioo on beallh woters included identifying information. home
viDage. occupational caaegory. source and type of health training. year of
graduation, source of salary. a."ld years of wok experience. FInally. a special
"Not Found-Not Wod:ingft foon. which required confinnalory cenification from
respected local leaders. was deveklped to document unequivocally i;1fonnation
cooceming bealth fa=ilities or wtdeIs tba1 were listed in the Peshawar databases
but found 10 be nonWsIent tt nonfunctional.

To enhance die credibility of )lJ[Vey results whenever possible. surveys were
coodoc1Ied jointly with AHSAs. AIG provincial heallh oIfteerS. or organizations
such as eM<: The AHSSP Monitoring Unit provided experienced monitors who
bad a~ record of reliability to lead lbe 1eams. Typically !he AHSSP
mooilOrS and coOeagues from collaborating organizations were paired to~
tbal each inIerview W&'i coodocted by two surveyors (mually of different Afghan
potitical panics). Let1ers of introduction were obtained from sponsOOng
organizatioos. TI3ining of surveyors included a lecture-style review of the
cootent of each questiooDaire. some pra:tice interviews. and a wrinen examina­
tion..

Tbe beakb resoorces surveys conducted in 22 provinces and their resullS are
described fmtber in Olapter 10. Suffice it to say that the surveys pt>ved
invaluable in escabtishing with grealer accuracy the actual numbers and types of
be:altb facilities 3IId. bea1Ih wcders active in Free Afghanistan.

Healtb PeI'SOIlDeI and Healtb Facility Decisions

Two factors wbich ba~ a majtt impact 011 Ihe effi:ctiveness. cost. and
sustainability of any health system are (l) the Ddllbers.. types. and locaIions of
bealtb personnel and (2) the nmnbers. types, and locations of health facilities. Fa
tU lea'iOIl. the health management workshops beld separately with !he AHSAs
and AlG in 1990 errapImized personnel aOO facilities ptanning. The AHSAs and
AlG were coostandy being JRSSCd. OD the one band. by lbeir Afghan comU.tD­
enu to support new facilities and train more sIaff. and. on the od1et band. by
doocc" organizations (partX:uJarty AlD. and WHO) to substantiate tbe need fa'
doing so.

SUSPLA."l provided the AHSA aDd AlG decision makeIs widl ooe definjrioo

uf health peI'SOOOcl aod health iaciIity ....needs." CaolJ!"'Brive data were needed.
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to leSt the reaIily~ these tiglm:s. 1beref<We. Icx:al daIa from 5 AfgbaD JXOViDces
aDd iDtematioaal daIa from 3 COUIdries were COOlpilcd aDd ccmpared with the
SUSPLAN PUC option raIios for beahb persoonel (Table 5-3) and health
£acilities (Table 54).

The Afghan provinces ofHcral. Wardat., Bamyao. Gbazoi. and Takbar were
seIec1led f(I comparison because of Ibeir cultural and geograpbic diveIsily and
me avaiJability and percei¥ed :reliability of lbeir daIa. For Wardak and Tatba£
provinces daIa were drawn from abe recently completed provincial bealth
resomces surveys. For abe remaining three provinces. tbe WHO database was
used. Iran.u NepaI.16 aDd 1ndonesia17 were selected f(I abe intematiooal
comparisoos. Aside from availability of reJalively recent daIa.. the 3 cOOJpaaisoo
coontries were cbosen f(I specific~ Iran because it represented a
cooservaIive Mmlim COODII'y with some of Afghanistan·5 geographic aDd ethnic
cbaDenges; Nepal because it bas a similar popuJabon size and difticuJt..
IOOUIItainoos terrain; and JOOooesia because it is a large Muslim COOJltIy with a
reIalivdy welI-delieloped primary health care sysIeDl.

For bealth persoonel planning. compari'ioos of abe popuJatioo pet staff
member (bouom section of Table 5-3) revealed marked variations among the five
Afghan provinces. 1ber'e was a fivefold difference in docla'S pet I.W>
popuIaIioo belween abe best-served province (Wardat) aDd the 1easl-served
province (Bamyan). For mid-level health wortess and community health workers
(pimarily BHWs}-wbicb bad been die focos of ma;t beaItb assistance ttaining
JXOgI3IDS--the varialioos were smaller. Canparisoo with abe SUSPLAN targets
sbowed Wadak to be generously staffed at aD three levels and Ghazni to be
adequaIe1y staffed. The remaining dw'ee provinces bad adeqoaIe numbers of mid­
level wcdcIs. but varying degrees of deficiency in their nmnben of docta's and
BHWs. These comparisons were generally coosisIent with me views of Afgblm
fami.Iia£ with beakh care SCIVices imide Afgbanistm. a fact wbich added
credimIily to the SUSPLAN results.

Among the 3 comparison countries. there were also considerable varialioos
in rabos of popolatioo to health ~. In geoeml., bowever. die SUSPLAN
staffing requirements f(I the PHC option were more conservative [Leo, fewer
staff) foc abe lhree major categOries of staff (doctors. mid-Jellel workers. and
community bealdJ worms).

The va:iabons betWeeD UiiIIIbtn of existing facilities in each poviDce and
the SUSPLA."l targdS were mg;b smaIIer than the varialions f(I beabh
persoonel With one excepcioo.. the number of bospitaIs in each province was
quire cUe to the SUSPLA.'i n;qu:iJeroeot. The excepcioo was Gbami Province.
iD whicb KabuI.~ bospilals were ncx included though popoIatioos wIlD
pOOabIy received services from these hospital were iDcluded (res1Jlting in abigb
popuJaIioo-to-b ratio). m bea1th centers., 4 of the 5 provinces sm-passed
the SUSPLAN target of 1 health center foc every 3O,oco people and the fifth
pro"iace (Bamyan) ~"as close to the target \l per 31.690). Again. WlWak and



Table 5·]
He.dab Penonnel PlanDlna: Comp.AIoD 01 SUSPLAN and

StJe(ted Arabu ProvjDdai and InternaUonai Rallola

SUSPLAN' Hcratb W.rda.k' Damyanb Obamib Takhar" 1111I' Nepal' Indmo.I.'-
NUlnbw II He.1tII Per-nel

001(,10n (medical & .uraical) 27 12 30 4 36 10 I~,OOO 879 17,647
Mid-level hoaIlh worten 42 47 145 36 103 44 N/A 1,773 35,679
Nuno•• nur.o .ide. • 14 45 10 43 19 23.000 601 44,113
Mldwlve., a..i.lAnl midwivel • 1,700 2.062 N/A
C"mmullily health worton (CHW. BIIW) 120 3~ 127 33 102 62 33,(0)- 6.808 N/A
ViUaie volunloon (flnl aiden) N/A 8 124 12 43 15 N/A 4.570 N/A
PhanlIacilll/phannM:y 1000hnician. N/A 0 4 0 4 3 4,700 N/A
l.ab teclUlicianl (incl. malaria) N/A 2 ~ 2 6 5 N/A 289 N/A

\Poplll.doa (000'.) ~80 383 372 302 701 539 41.000 18.000 165.000
Poplll.don (000'.) 'II' St.« M.mber ...

1)(><:lon (medical & ,u'llical) 21.50 31.89 12.41 75.38 19.41 53.93 2.73 20.48 9.35 '\
Mid-level health worten 13.82 8.14 2.57 8.38 6.80 12.26 N/A 10.15 4.62
Nun.,•• nune aide. - 27.33 8.27 30.15 16.30 28.38 1.78 29.95 3.74
Midwivel. a..I.IAn. mldwive. • 24.12 8.73 N/A
Conununity health worken (CIIW. HIlW) 4.84 10.93 2.93 9.14 6.8'/ 8.70 1.24- 2.64 N/A
Village voluntoon (fint aiden) N/A 47.84 3.00 25.13 16.30 35.95 N/A 3.94 N/A
PI1lUlIladltl/phllmlacy Iochnician. N/A 93.05 175.20 179.n 8.72 N/A N/A
La" lllChnician. (lncl. malaria) N/A 191.34 74.44 150.n 116.80 107.86 N/A 62.28 N/A-

• Included with mid·level health worken
• I'N'/II Pile SlralellY OUlpUli for SUSPI.AN moe/el. b WHO and MSH health penonnel datawe•• July 1990. 'Joinl SCNA·MSH He&llb Re.OlIIQ1. Survey, 1990.
• 19112 dllla fl'OOl Reviewlnll He&lth Manpower Developmenl, 1987. WHO Public Health Papen. No. 83, OmeYa. ' 19811 dala fl'OOl Cuunlry HeaI1h Profile, Nepal.,
June 1988. Policy PlAnnIna. Monitorinll & Suporvi.ion Divi.ion, Kathmandu. f 1983·1984 data from SkltisliCQI Ylar~ o{lndoMlio. JaIwta: Biro Pu.ta
Stali~tik, 1986.



Table S....
Health "'lIclllty Plann'ng: Comparison of SUSPLAN and

Selected Afghan Provincial and International Rat'Ofi

SUSPLAN' Heralb WarJak" Bamyanb Ghaznib Talthat' Irand Nepal' Indonesia'
NUlaber of t'llaltb I'adlltlea
Ifo.pilall-a11 2 96 1,3fi7

Area (pmvincilll) hOljlllab 0 0 0 0 0 0 24
"IIC (di'lriet) hoapilah 2 I 2 I I J

lIoallh Cenlon·a11 20 16 34 8 40 19 3,7 III 18'1,4'13
Cumprehen.ive (dhlricl) lIea1th cenlen 6 J ., 0 9 9 160
Ituic (rural) health COlllel'l 14 13 27 8 31 10 2,000
liJban health cenlon 1,5'10
Family pJanninlt cliniCll 2S8 7.'109 . " I

f1ealth po... 120 4'1 75 47- 123 '17 S,6OO 816 15,134 ''\)

f1o.pil.tl beds 20 NA NA NA NA NA NA 4,1'!~ 110,426
l·opuJatioo (000'11) SilO 383 372 102 701 '139 47,000 Il.l.noo 165,000
PllpuJlltion (000'8) P'" fo'adllt,

HlI.pilala-a11 '290.23 NA NA NA NA NA NA 187.'10 120.70
Area (provincial) hOll'ill\h ... NA NA NA filA NA 19'18.33
PliC (di.lnCl) h".pitall 29O.2·j 382.69 186.10 30U3 700.79 179.n NA

Health centen:l11 29.02 :;:3.92 10.9'1 37.69 17.S:! 28.38 12.67 1000.00 30.26
Comprehen.ive (dillrict) he&llh centers Q6.74 127.56 '13.17 NA 77.87 59.92 293.75
lIallc (rural) health centen 41.46 29.44 13.19 37.69 2H\1 D.93 23.SO
Uri.... health cenlen NA NA NA NA NA NA 30.32
Family planllllli clilliCi NA NA NA NA NA NA NA 69.n 21.97

IIo>aJth 1'0111 4.84 IUO 4.96 7.18 5.70 9.'16 8.39 22.06 10.90
HlIll'Ilal heda per 1000 populuiun 0.00 NA NA NA NA NA NA 0.23 0.67

• I'IIC SlralCllY OUlpu11 for SUSPLAN model. b WHO and MSH health penormel dat&balel, July 1990. ' Joinl SCNA-MSH Heallh RUOUIUI Survey, 1990.
,I KIlviewinll Hoallh Manpowor Devel~nenl, 1987. WHO Public Health Papel'l, No. 83, Omeva.• 1988 data from Counlry Health Profile, Nql&1, JIUle 1988,
1'..li•.., Planninn M.",ilnrinn Ar ~lIlVrvilion f>ivi.ion. KAlhmandu. ' 1981.19114 data from StatUlical Y,arbool!. oflndOMlia. Jakltta: Biro Pulta Stali.lix. 1986.
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Gbazni were found to be the best.-se:zved provinces. For bmc bealth posts. where
die SUSPLAN 13rget was rougbly ODe fix" every 5,000 people, Wardak and
Gbami bad met !be target. while the remaining 3 provinces needed additionaI
poses..

As with the health persc.oneJ figures. the proviocia1 comparisons with
SUSPLAN targets showed relative oversupply and UDdersupply of services
consislent with the subjective impessions of !bose familiar with the individual
provinces involved. With respect to international comparisons, the SUSPLAN
PHC targeIS appeared COIlSC2'V3tive (fewa- facilities) for hospitals, roughly
comparable for health centers, and more liberal (more facilities) for health posts.

For both health personnel and health facilities, the internalional comparisoos
'Ire crude, given differences in tenninology, completeness of the comparative

ta. geography, and population dislributioo. 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 com~ were useful in tempering ClpIilImticaDy (i.e..
ooaffordably) high projections of staffing and facility requirements.

Toged:ler the comJ&isoos of SUSPLAN, provincial. and international daIa
OIl persoooel aDd facilities suggested to Afghan, hwnanitarian assissance, and
dooor staff concerned with be4l1b planning that:

The BHW and health post ratio of 1:5,000 population, derived from
early project experieoce and SUJlIX>IT.ed by the SUSPLAN PHC option,
was an affordable, defensible minimliiD target for an districas; given the
high ~to-BHW ratios in DI3DY distrX:ts. it implied cootinued
training of BHWs in underserved areas and efforts to relocate or
reassign BHWs in well-served areas.11

The totl1 numbel" of mid-level w<rters was close to the estimated need.
but coosiderabIe effort wooId be needed to~ their deployment 10
areas of need and to develop reiresber training pograms to foster more
coosisteot skill levels among mid-level workers with widely varying
educational backgrouIm and work experience.

The DlEber of 00ct0rs was inadequaIe in many areas, but the longer,
mae costly training period made ttaining of doctors a lower priooty for
the AHSSP as well as fOl' most PVOs and doo<n.

The health ceDU7 ratio of 1:.30.00> populatioo-simi derived from
early project experience and confirmed by me SUSPIA~ PHC
~ aOO 3D aff<rdab1e. defel!SlDle minimwn target fOl' all
d:istticts; as with mid-level staff. the tocal number of health centen was
close to me SDSPLA.~:arge;. bat their disttibutioD and le'f-el. of service



134

varied widely; some 6tric1s were generously served. while otber
districts were being grossly uodc:rserved.

The number of ~taIswas also close to an affordable target numbc%
of hospitals in most areas. but--as with heahh centers---eonsider
aaeution needed to be paid to the locaIion. operational cooditioos.
staffing, and supply of these hospila1s.

Reintegrating the Mgban Healtb Pyramid

By 1990, reintegrating the health pyramid was a major challenge facing
Afghan beaItb officials. Provincial surveys and comparisons with estimaJed needs
were confuming the impession that the Dumbers of health facilities and health
wodets in many areas were close to adequate for affordable basic health care.
Bol the a'I3ilabIe resoon:es were not being dislribded efficiently nor were they
being used in an integrated, coordina1ed way. The myriad ofbumanitariMI heallb
assistanre groups based in PakisIao and Icm provided different types of lewmces
to different types of health facilities with different ooosttainIs and emphasis.
"Coontination" among these groups consisted at best of cornmon.icatioo of
infcxmabon such as IocaIioos of beaIth facilities and content of training
progmms, and at worst of active competition for Afghan counteJpart loyalty aDd
for progIalll slses in Mghanisaan.

00 the Afghan side, the existence of the SlrUggling Pesbawar-hB:d AigbaJl
Interim Govemmem., multiplecompeting patties.and overlapping areas ofcontrol
by individual COIDJDaIlden led to still less coordinalioo. even within a singk
disIrict.

The result of these two sets of dynamics was a beabh "noopyratlJi<r: tw<

bospi1aJs with similarcapac~ buih down the road from eacb OIlIer. wbile odie
needy areas in the same puvioce were withwt easy access to baqjtaIs; refen3
paltetnS which meant transfcning patients to PakisIao or Iran J'CIIher than to :
lK2by hospital or bealtb cen~ (of another party or supported by aood1e
organizaIioo); and community health woders left unsupervised becP:e tile SIaf .
or sponsoring organization of the nearest health cenIer did not '"believe in
community beaJIh vrod:ers.

Achieving consensus 00 the definiJioo of bealtb facilities (Table 5-2
COI8iboted to deveioping a shared undersIanding of Afgbanistm's future heaIt
pyramid. ydo as iIlusttaIed in Figure 5-8, the diffemu between the emtin
noopyramid and the future health pyramid was comide:rable. Furtbennore. th
process for rein1egJ'ating the beaIth pyI3IIOO was far from clear.

During IaIe 1989 and 1990. in response to the need ~ reinlegralie Afgba
health senrices, the concept of local heahb servicede~ began to emeIgl
Drav.ing 00 me posilh-e experiences of the AHSAs, particularly tOOse of II
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SCNA. !be basic intent was 10 identify a logical series of SIepS through which
local bealtb leaders could move from a needs assessment to the run recoost1'UC­

tioo of the local heaItb S)'*ID. Through discussions with the AIG Ministty of
Public Health and laler with the AHSAs. four phases f(X local bealth services
development were identified: Planning. Early Implementatioo. Expansion. and
Complete Recoostruction (Figure 5-9). Key aeti,,;ties and approximate time
requiJements 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 finaocial and local administrative suwort agreements. Phase II. Early
Implementation. was to involve establishment of ar. administrative office. usually
in proximity to the main local hospital. Health programem~ was to be on
(1) initiating a manageably small OOOlber of locally high-priority public health
programs (e.g.• MeR. immunization. and~ conuol). (2) beginning to

establish applOpi We local Il3ining and/or refresher tIaining JXOgl3ffis. (3)
establisbing a local supervision. support. and referral system. particuIarly fm
basic health workers. and (4) initiating beahh facility renovation and/m
coosttuetioo.

Phase ill emphasized expansion through broadened public health programs.
expanded training capacity, and continued reoovalion and coosuuctioo of
permanent health facilities. A key element in phases II and m was to be
progressively greater responsibility f~ storage and distribution of drugs and other
medical supplies. Phase IV replesented complete recoosttuetioo: a fun program
of puNic health activities. the full range of appropriale training and refresbec
courses, completion of bealtb facility reoonstnx:tion, and administrative cootrol
over salaries, supplies.. and odJer resources..

In part to foster the coocept of local health servK:e development, several
health management workshops were held with the AHSAs and AIG provincial
bealth officers in the 1aner half of 1990. The organizaIion and content of these
workshops is described in 01apter 3.

In areas in which the AIG was active. attempts to implement Iocal health
service development were organized dKoogb the appointment of Provincial
Public Health Officers (PPHOs) and the establishment of Provincial Public
Health Offices. Se'f'el31 PPHOs were appoinIed. provincial bealth resources
surveys completed,. and provincial health deve'opment plans wrillen. Provincial
Public Heahh Offices were opened under the AIG in a11east 2 provinces. Despite
these su;cesses. the AlG expeIieoced continuing difficulty in generating the
DeCeSS3ly local support aDd in enlisting competent, reliable provincial public
health staff. As a result. local bealth dev~t did not JXOgreSS past Phase n
in Ibe JXOVinces of AIG activity.
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PIIae I: PIMP" (three to six months; occasionally nine monlhs)

Identification of Local Health Leadership
Health Resources Survey (health workers & health facilities)
Local Health Development Plan
Fmancial and LocaI Administtative Support Agreements

PIIase D: Early ImplemeDtatioa (Phase I plus six to twelve months;
occasionally eighteen months)
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Local Public Healtb Office & Core Staff
Primary Care Hospital
Priority Public Health & Training Programs
Supervision. Support. & Refemd System (district & community)
Pbwring and Initiation of Health Facility Reconstruction

PtIase ill: Expa__ (Pbase II plus twelve to eighteen months; occasional­
ly ~ to twenty-four months)

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

PIaase IV: Cmaplete RecoastJacti08 (After Phase III)

Full Public Health Programs
Full Provincial Training/Refresher~
Health Facility ReaJnsttuctioo Completed

In the areas adminislered by the AHSAs. local beahb service development
raced much better. though in a less structured way than suggested by Figure 5-9.
Even befe-e the concept d local health SICI'\oice developnent~ fonnaJUed.. the
SCNA bad appointed respocLSible regional beaIth officers. initiated priority public
bealtb prog1am~ such as tuI:lercula>is control and establisbed regional trainiJlg
centers. The SSWA and HCCA began to develop similar organizaIiooal
anangemenlS as a resoh of the health management wortsbops.. weekly AHSA
comIinalion meetings held in Peshawar at the initialioo or the AHSSP. and
greater informal exchange amoog the AHSA representnives in Peshawar.
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Since tile AIlSA activities tended to span multiple provinces. organizaIion
of local healll! service development along Sbictly provinciallines-as the AIG
attempted to do-did not seem appropliate. But health resources surveys
cooducted jointly with the AHSAs and organization of cemin puboc health and
training activities were done 011 a provincial basis.

Although IocaI bealtb semce deve10pmenl in the AHSA areas has not
systemalicaDy followed the phases outlined in Figure 5-9. the basic principles
and steps have been used: provincial beahh resources surveys were conducted;
survey results were used in heahh service and facility reconstruction plans; each
AHSA began with a few priority public health programs; each AHSA attempted
to Nild locally appIopriate uaining resources: steps were taken to establish
supeJVision. support. and referral systems; and AHSAs progressively assumed
greater responsibility fa the administration of supplies and other resources.

Looking Beyond the Year 2000

The bea1tb planning challenge which faced Afghanistan in 1990 ~
coosiderable: historically poa health statSics had become the worst in the
~ physical and administJative infrastructures had been largely destroyed in
many parts of the country aud seriously damaged in much of the remaindec; a
large pool of health staff had been creared. primarily through international
assistance. but without coordinated planning; some 75 to 90 pen:ent of the cost
of rural he:alth services was being financed directly or indirectly through extemal
~: and medium-term prospects for a public revenue base were quite
limited.A1~and intemalional bumanitarian assisIance and donor <Xgani.zations
were gradually making the transition from a relief-oriented,. wartime perspective
to a Jong-tenn orientation toward !leahh systems developmenL Finally, the
potential for a large infusion of fmtber donor assistance during the recoostroetim
period raised the very real possibility of rebuilding a hea1tb system which would
be uoaffoo:lable for AfgbaniSIaD in the long term.

Revec~ sources were a major cmcem. 9Vitb the 1aIgest share of funding fa
bealth senices 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 WM. dooors such as A.I.D.
began to press for the int:rodoction of user fees and odla forms of local revenue
generaaion. Despite the ravages of war. anecdotal daIa from the more stable parts
of the oountty and IIKn detailed daIa from the~ swvey suggested 1bal
patients coold contribute sanething toward their health care and were, in fact.
paying coosiderable sums fa health services (mosdy for drugs and the transport
COSlS to obtUn them).19

By 1990 some counterpart organizatioos-oy the SCNA-were
beginning to discuss organized revenue generation activities such asphannaceui:i-
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cal sales programs. But the immediaIe puspects for cost reeovezy JXOgI3JDS were
Iimiaed by resistance 00 &be pan of most Afgbao cOUDlefpart organi73tioos.
Throughout tbe war ex1emaIly supported be3ltb selVices were meant to be free
to patients. Tbe ability of a local or area leacb 10 arrange "free" bea1dl care
COObibuted to his local support. In the contat of continued jockeying fer cootrol
and influence by commanders. parties. and the AIG. it was difficult to geuerale
~ fer the idea of staning to cbarge patients even nominal amounts. Though
planning for pilot projects was initialed. large-scale implementation of such
initiatives was unlikely in me absence or stable local and area leadership and
comoI.

The ocbe:' balf of the sustainability equatioo 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 beallh resources being used to adlieve the greaIeSt beaJth impact at the
lowest cost. Though SUSPLAN was not used as the fingertip tool fer Ioca1 bealdl
planning as originally envisioned. it did help to consolidate the planning process
by clarifying infonnalioo requirements and by producing defensible targets for
numbers and types of bea1dl workers and bealtb facilities..

Implementing these pIaming guidelines involved arriving at common
definitioos. assembling available population and morbidity data. assisting Afghan
counterpart organizations toconduct com]Yebeosive health resources surveys. aOO
worr..ag witb the AHSAs and AlG to institute a systematic process of kx:al.
beaIth services development.. Focused efforts to SUAJOI1 the development of MCH
services. immunization programs. and local training capacity (described in
separate cbap(ers) were aimed at building cost-effective primary health sernces.
Olber CM control measures taken by the AHSSP from 1989 mwards included
efforts to standardize and modeIaIe salary levels of healtb wor:t:ers supported by
AHSSP and odJet doncr-suworted~ efforts to scale back the quantilies
~ J3Dge of drugs and medical supplies provided to BHWs and bea1dl
facilities; and efforts to control sWfing levels at bea1th cenren and ha;pitals.
Together lbese activities were intended to~ the likelihood thai the Afghan
beallb system qJerating in the year 2000 would be affcxdable--tbat it would
have as great an impact as possible given me funds liCly to be available.

l. UNICEF. "Stale of the World's Children." 1991.
2. For somces of 1985 data., see CbaJ*r 2. Dala for 1990 ~ from the: WHO Hea1dl
Rc:sotUt:eS Database, the ACBAR health sector data. and the MSH Field Operations
database
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3. S. M. Amin FlIIimic and JODI1han O. Quick. '"Planning f<w Sustainability aDd Hea1tb
ImpIct: Obsuvlllioos from Rural Afghanistan." presented at the National COUDCil fur
lnkmation3l Health Annual Mding. WashiDgton. IX:. June 1990.
4. Scrimatrs of bumanilari811 assislaDce in health were compiled from ~ ACBAR
DiTedory ofMmrbers (Peshawar. 1990). from the AHSSP budgets. and from estimates
of COlIl:rit:o:rtious from United Natioos. Arab. and odler groups. fur the largest programs
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~ costs in Pesbawu.
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Mmagement~ for Health. AHSSP. August. 1989).
7. T. H. Eigh;ny. "A~gbnistan's PorU3ticn Inside and Out" {ls1amabad/Peshawar Quetta:
Offie:e of the A.LL. Rqnsent.lltive for Afghan Affairs. May 1990).
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Chapter 6

Immunization and the Emergence of Preventive
Medicine

Paul lekx

Introduction: The Early 1980s

Al1hough the excitement in Peshawar and in the public mind was directed
at other initiatives. the AHSSP team coosidered immunizabon worthwhile. if
carried out accading to the Expanded Programme 00 Immuniz.abon (EPI)
schedule. f.x two rea'iOOS: first. bxause of the possibility ofdecreasing morbidity
and IOOI1aIity caused by the six carget diseases.. and second. and maybe more
important at the time. because vaccination could be a gateway to other health
activities for women and children. Indeed. many children died because of direct
or indirect coosequeoces of the war. Deterioration of general living conditions
doe to war ine-:llabty led to a decline in genenl bealtb and greater likelihood of
severe compli~ from measles and odIer preveo~ cbildbood diseases

Table 6- 1 of estimated causes of dead1 from different sources shows that.
eve:l in 1985. the year with the highest death toll due to !he war. more children
died from ~Ies than from war injuries in the entire coofliet.

Table 6-1
~ 01 QuIses 01 Dada. 1985

Wardea~ 1.500,000 deaths during the period 1979-89
195.lXX) (13%) of Ihc:se occumd in 1985
7.800 (4%) of the 1985 dead5 wen c:bildnm lIDdell0
4,680 (2.4%) of the 1985 dealhs were cbi.ldren under 5

741.290 cbildren wae born in 1985
137.139 (1&.5%) of 1bese died before the age of i
15,412 (1 t%) of the UDder-I dcadIs wen caused by measles

M.ek Sliwinski. "Evaluation des consc!quenl;es bumaines. sociales. et ecologiques
de la g'.lerre en Afghamstan,- Prelirni.Jwy report. Paris. Decembel" i98i, Table li.
Worid Summit for Cbikren. UN1CEF. 1990.
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All these estimates have been cba11enged fel" different reasons. Other
aotboIitie:s on the subject consider' Sliwinski's estimaIes of war deaths to be on
the high side. Cita estimaIes thal 23 pen:ent of all children under fi...e who
developed measles died in NlKistan in 1987.1

Fmding a solution to the war deaIbs w~ dearly beyond the scope of the
AHSSP. Focusir..g !he attention of decision makers 00 the health policy and
feasible interventions to reduce childhood mor1ality, on the ocher hand. was ODe

of the program's responsibilities. Given the available infcnnation on child
mata1ity, developing an integraJed EPI component as part of a program oriented
towards preventive health care seemed a good fust step.

NGO bnoinDleDt ia Cross-border Immunizadoa

Cross-border health~ made several attempts at immunization from
1979 to 1986:

AMI "'3CCina1ed 200 cbildren in Kapisa with BCG and measles. but was
intemJpted by the Panjsber V offensive.

MOM covered a population of aboot 80 villages in Warda/[ (JaghabJ)
and vaccinalcd 10,000 children. Immunizations were carried out in the
villages. using an existing hospital ~ 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 cbildren under five in Gbazni (Jaghori), an
unknown nmnbes in Pattyta (Sharan), and 6,000 in Badakhsban
(Tesbkan. Yaflal) v,;tb BCG and!<X' measles., under qoestiooabIe cold­
chain conditions. A functioning heahh center, run by the same 0rganiza­
tion. served as a base for outteaeb and mobile campaigns.

NCA vaccinated some 10.000 children in Ghazni (Andar) wilh a
complete FPI scbedule.

Seldom was the complete EPI schedule attempted; most activities were
limited to BCG and~ AltOOogb many children were probably proIieCtoo,

against measles. the impact on the overall health of the population was minimd.
because the immlDlizations were given irregularly and in widely separnled area:.

Neverthe~. valuable lessons were Ieamed:



Wcmm were difficult to access. and f(X' a program of 1argeJ' scope,
special aDeIJIioo would bave 10 be given to gairuog access to women !ex
tetanus to>toid injections;

MemOOes of the smallpox eradication campaign made most~
quite open ID the single-shot~

Injections were very popular. and injeclat\le vaccines were well
received:

Multiple-shot vaccines were not e:3:!>7 to implement if the program
depended on impIe:rnencatio by expattiaIes whose p-esence ~
intenniueoc

Even f(X' cbiklren uodex five. significandy more boys lhan girls were
preseated for imlDlmiz;;ltion; and

Implementation of the irnmunizalir.Jn program W(L<; easier and mere
successful wben linked ""i1h existing bealJh facilities aDd. the active.
SUSEained support of local aLtboriries..

By !be end of 1986. sevaal expaJriale beaIdt woR.C'ZS were coovinced by
d'Cir experiences dial immunization W(L<; possible. even in !be war-lOm country
of AfghaoistaD. eila's experiences in Nurislan in eariy 1987 proved thai the cold
daD could be mairJ&ained. even under extremely difficult circtDnslaDces.2

Pbilippe Tmze. a former MOM physician, aealed die Afgbanistao Vaccinalion
and Immunizalioo Center (AVIaN), a pya primarily interestOO in immtmiza­
000. aDd began active wed in booJer' areas. UNICEF~ wbicb bad
COObibu1ed vaccines anci~ f(X'refugee immuoizaboo progr.lIDS supervised
by UNHCR. cootaeted agencies with prier immunizatioo experieoce to~
dae possibility of a bqer cross-buder eff<X'L

PIa~ for tile AHSSP

The basX: immunizalion stralegy was developeC in 1987-88 with the active
participaIDl of roue of lbe AllSAs. They envisioned a~program: pilot
immUDi7atioft progxaIlS imide Afgbanistm in l~. followed by an expanded
effurt in 1989 mat would build upon~ ie:ned during me first phase. The
majore~ ct me plan were 10:
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EsIabtisb an immunizalioo unit (IU) within the AHC. This unit woold
ba¥c fo..- members, ODe from each of the four parties. Each party would
oominaIe one persoo ~ the unit. Two posjtioos would be held by
doctas aDd the other two by paramedics Previous experience with
immmUzati.oo was oot essential; die main criterion would be a commit­
ment 10 immunization.

Select regions imide Afgbanislan for initial immunization effcns.. Each
of the four panies would select one regioo inside Afg~tan and
would then choose one prmince in their region in which to begin an
immunizalion program.

Train vaccinaIors. Each party would select six persons to be Irained as
full-time vaccinata's. Training would last two months: approximately
six weeks of didactic training in Peshawar, fcDowed by two weds f(X'
the actual implementatioo of an immunizatioo program in the refugee
camp area 01' an accessible area inside Afghanislan.

Seek tedmicaI assislaoce.. AVICEN was selected to train and transfer
training and management respomibilities to the AHC immunization unit
and the AHC uaining ceotee stiff.

Prepare a field opernrioos manual for immunization. The manual,
incorporating the conleDl of the vaccinalor tJaining, would be prepared
to provide aclear, comprehensive. standardized guide fOl' implemeoting
die AHC immunizaboo pogram inside Afghanistan.

Esrimaae die target popuIaboo inside Afghanj5&an, A realistic estimare
of the tu'gel popuIaIion requiring immunization services and the
quantities of vaccine required. as well as an estimated budget, would be
required.

Orda vaccines and~ Befcn~ I of the immunization
program. sufficient quantities of vaccine would need to be ':xdered fur
timely arrival CoId-chaiD eqoipmer.t, both foc storage and for mobile
use. and immwJization supplies (syringes. needJes., and S1eriJWtrm.
soppiies) wouid also be ordered.

Coodoct snneillaoce of immunizabIe diseases inside AfFilallistan and
mooiIor the immunizalion program. Disease SUJVeiJIance an j monitDring
of the IXOgraDl's e1fecth-eness.. diffICUlt but importult comP:>Oents ofme
immuoUAtion progr3ID. would need to be worked out.



Disuibute iron and folic acid and estlNisb a link to MCH. Vaccinatioo
should draw the aaeotion of the local cODlDumity aDd healdl waders to
the broader issues of women's and children's health care.

Involve UNICEF. To avoid duplication of efforts. it would be in the
inlereSt of the pugram to maintrin regular contact with UNICEF. Since
UNICEF supplied vaccines to other organizations conducting vaccina­
tion inside Afgbanistln. UNICEF could also provide the vaccines f<X'
the cro:ss-bordec program.

Tbe Program with tbe Ministry of Public Health

From the beginning, the .UiSSP was preoccupied with developing the
technical capacity of COOJltelpaats to nm EPI programs inside Afgbanistm. Tbe
first step would be the establishment of the IV within the AHC to ttain
vacciDaIors, select feasible target areas., and implement and supervise immuniza­
tion activities in the field.

Putting together a group of technically qua.Iified people took moolhs. Tbe
AHC High Couocil was first JX'eOCCupied with "mass vaccmatioo of aD children
in AfgbaJmlan." For tbal pwpo5e their very tmt requirement ~ "at le:m
twenty picb:ps." Once convinced that at least in the Pbase I no pickups would
be needed. the cooncil turned its anentioo 10 the composition of the proposed IV.
The suggested ill quickly became a ~tive Medicine Department (PMD),
wbicb would also deal with tuberculosis and malaria control. Theref<X'e. the
comcil decided 00 seven positions: a director. deputy di:re:cta. training manager
and assimnt manager. logistics manager and assisIant managt%, and field
opaatiom rnanater.

For the first year. the PMD was lodged in the same boilding as die Training
Cemer, wtOCh enabled its members to JW'Ofit from :heir coDeagoes' e:xper.ieoce
with BHW training.

Selection or Vaccinators

The first task of the newly (and only partly) fooned immnnizarioo unit was
the seJectioo of 24 vaccioakn. 6 from each party. The High Couocil bad
~gned to each party regions from wbidJ C3Ddidales could be selected. The
regioos. especially the actual disbicts seJected for implemeotalion. reflected the
parties' influence well In IOtal. 80 candidates wt7e peseDIed. An entrana: test
was administered 10 assess the bas&: knowledge of the andidales.. A persooaJ.
iDIerview was then scbedoIed for each candidate in order to assess the likelihood
Ibat he would go into Afgbanislan 10 wut. As a rule. ooly C'tDdidates whose
family was living in the seJected province were coosidered eligibte, a require-
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mc:ot which reduced the pool of candidates by 6) percent. From this pool. 24
c:ancJid#:s were selected. based 00 the results of die wriuen entI3llCe leSt.

This ratbcr' lengthy procecbe sened a dual pul"pOSe- FlISl. it narrowed
possible caodidaIIeS down 10 peq>Ie with a persooaJ interest in seeing immuniza­
tion services delivered 11> die target province. Some officials of the training
center criticized die process as UIifair treabnent of Peshawar-based candidates
with good education and high entrance leSt scores.. However. the ill contained
a few people wbo had aaempled cross-bcxder wert befcn with other 0rganiza­
tions. and they defended the~ selection as valid. ill per.;oonel
evalualed me selection process and concluded tbal it represented an acceptable
way cf eliminating those unqualified candidates impa;e:d on the ill by patronage.

Secood. selectioo involved detailed discussions OIl the situation in the rarget

areas with candidales who bad recently come from these areas. These di.scussioos
allowed the ill staff to obcain a DOe realistic 2nd less pessimistic appraisal of
the possibility of implemeoting imml1llUation services inside Afgbanistan.

At the beginning, IU stlff presented nmnerous reasons wily it would be
im~bIe 10 inununize inside AfghaoiSl3ll: aD roads were blocked by
govemmen: forces; travel bad to tate place by nigbt; the countryside w~ in the
bands of bandits; an educared people bad left !be COODtry. so those left behind
surely Jacked the intelligence to :mdcrsaand vaccination; and once bact in the
coontIy. nobody would be able to coouol the vacciJ:laUn, who were smpected
to be likcly to rob or kill any supervisor who would 3CCOIDIlUlY them.

At the end of the selection JXOCeSS, !be IU staff W2\ convinced they sbould
at least try to train the ~-acci.nakxs.Their contact with the candidates also offered
an ewortunity to~ !beir view of the situatioo inside Afghanistan

Training of Vaccinators and Managerial Staff

The curriculum for vaecinatcn was based 00 available WHO guides aud
adapIed to the Afghan sitoaboo by AVICEN. AVlCEN staffand ill staff worted
togemer for die first class ~ 24 trainees. Using AVlCE'N"s training ~ty
seemed the most feasible way to train and field a first class of~
rnpidly. upgrade the ill stlff's knowledge of different aspectS of FPI rapidly,
mainlaiD a stmd3dized curriculum 00 FPI uaining, and establish a wmting
relaliooship between the ill and anolbet n:ajor player in cross-border EPL

The curriculum contained aJm<....t aD the topics recommeuded by WHO for
trainingof~. Gm:n AV1CEl1rs choice ofa complerely mOOile sttategy.
cokkbain mainteoance and Iogistir..s were~ 10 the detliment of health
education. After the first~ n::!) decided to add an inttuiuctvry week to
refresb fubue candidates CD the Latin aIpbabet (wbicb ~~ to read 1abeJs
OIl die va:ciDe vials) and tNMbemarics. Less emphasis was pot OIl IbecRticaI and
cfini:al knowledge of immunity aDd target~



Figure 6·1: Refrigerator lPalntenaDce. BHWs train to keep vaccine storage units operating.

BESTAVAIlABLE COpy
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In 1989. abe PMD temporarily hired female vaccinarors. It bad been difficult
to vaccinate worDell and small cbildren in die camps during the trial sessions.
and the presence of female vaccinators faciIitaled access to dJese grtqlS. These
women also tlUgbt the pI'aCtical sessions 00 different injection sires. especially
the technique for BCG injection. It always provoked woodel' for tht~ inadverlent
class visitor 10 see veiled women actually teach a classroom of VfrJ dUentive
bc3ded mujaheddin bow to give an iDtI3dennaI injection. This set.1p~ oever
advertised publicly. in order to avoid retilialion against the womc.' ~""led.
as wen as against the PMD.

By December 1991. four classe& with a tota1 of 122 vaccinators. had
~ abe ttaining course. Of these. 115 were fielded as vaccinators inside
Afghanisran.

Immunization Strategies inside Afghanistan

Different str31egies can be used to mug vaccines to target groups. All are
valid in certain circmn..~. and all have advantageS and disadvanlageS. All
have been <X' are in me inside Afghankl;m

The mobile stnttegy seemed wen adapted to the situation in Afghani¢m,
and some claimed it was the only posso'ble way to immunize in Afghanistan. A
vaccin30r will depart with his stock from a central vaccine store (in Peshawar)
to a selected target area and vaccinate all childreo and women belooging to the
~ popuIatioo. The reasons invoked to defend 1bis approach include:

Moving around pevents the vaccinalioo IeaID from becoming an~
i3I'get for milirary a:;tioo;

Remo4e villages are included in the immaUzatioo effort;

All villages covered once can be sc:bedu1ed medxxJically for follow-up
visits;

Roogb popuIa1ioo estimates can be made by abe vaccinala5;

Mot.i.lity prevents the vaccination team from becoming the property of
ODe political entitr,

The vaxinaloc goes to the peopie instead ci asking peoJte to cane 10
the vaccinator; and



Quality coottol is guaranteed. since planning and evaluatioo takes place
in the ceottal office and supervision is centralized (in Peshawar in this
case).

This strategy mistakenly assumes thai no organized health structures. used
and trusted by the population. exist in Afghanistan. A disadv,ultage of this
stI3Iegy is tbaI it tends 10 deny the possible inlel3Ction between different
compooenlS of a health system. by isolating EPI. Anocber ~ption is that
efficient power SUUCtllreS and solidarity networks exist only on a very local basis
in Afghanistan, and thal the only panem of interact:ioo between different local
solidarity groups (political entities) is competition.

Anotber disadvantage of lhis sttalegy is that the mobility of services
increases the number of "missed opportunities... since immunization is only
offered when the vaccinators are in the village. The safety of moving around is
also relative: heaviest casaalties throughout the war were encountered by people
00 the move. Mines are usually fOODd on passes and roads used by the
resistance. Known 10 the Ioca1 popu1aIioo. they would be most dangerous for the
people passing dIroogb who would be unaware of their 1ocalion.. Helicopter
paII'Oh in the mid-1980s would assume that any travelling party of more Iban
two people ~ "the enemy," and any bulk transport (e.g., cold boxes), a
possible weapon. and thus would try 10 destroy them.

Remote villages sbould be included as much as~. But in the fishbooe
valley structure. found in large pans of the libelated areas. population tends to
cooceDtrale in the main valleys. It makes sense epidemiologically to 00Cain good
cOYel'age in the densely populated valleys fust, IhIlS providing jmtiaI protectioo
to the mountain villages by cutting the nabJI'aI route of transmission.

Quality control is assured ~ long as a centtal office exists. but centralizing
all J¥081aD deci:iioos tends 10 diminisb the sense of respon iibility of the local
workers and population for the quality and the cootinuation of the progJ3Dl­

Regarding cost-effectiveness, mobile vaccinators spend much of Iheic time
in travel. during which DO or very little immunizatioo takes place. Special
traIlspOI1 is required. and the cold chain becomes more difficolt to mainlain.

In a sttaIegy combining a fixed point and outreach sessioos. immunization
is offered in a local bealtb cenler. either daily or 00 fixed days in die week. and
the IocaI va::ci.."le ftOCt is repleDisbed from a central SIOre. This 3pIX03Cb ~

se"i\r.J ?'WanIagL

The cokl chain is easier to manage~

EPI is integI3led widl oti1er services;
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Existing clinical and adlniJmtt3tive SIaff can be used pan-time foc EPI
activities; aDd

Supervisioo can be exercised wi1hin the existing supervisay system foc
the facility.

The limiting factor is that access to EPl is linked to the accessIl>ility and
popuJariIy of the facility. The advantages mentioned above correspond to the
degree to wbicb the facility is integrated into a health system.

Ootteach activities can be cqanized. ell regular intervals to vaccinate people
living in the eatebment area of the facility who do not use the facility regularly.
Although additiooal staff is not necessarily needed. outreach is time-consuming
if it is carried out by the clinical staff and complicates cold-cbain 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 facilities and personnel. the AHSSP
opted for linking all EPI a;tivities to these existing facilities as much as possible.
By using the fixed-point and outreach strategy where f~ible. we hoped to:

mate immunization services available year-round:

change the focus from cold-cbain maintenance (overernpbasized~
it is very difficult in a mobile strategy) to PHC components like
community involvement

employ more female vaccinalcn, since they would not have to uavel
mocb;

improve access to the younger age groups~ and

involve already existing health persoonel in £PI. in order to cut costS.

Implementation of this SU3Jegy proved fLo difficult foc me AHC and
MOPa however. The maiD inhibiting factor was me absolute lack of technical
coooIinaioo between the PMD and the MOPlrs Health services Development
unit. aJthough. on the uaining side. reasonable ccoperaIioo existed with bodl IPH
and MCH. At the time. with few ex~. most EPI activities of the MOPH
were impIememed tbrougb the mobile and outreach sttategy. The AHSAs would
prove IIl<R successful in integrating EPI with other services.



A Protocol for Immunization

UNICEF had cautiously S13lted cross-booIel' activities from Pesbawar in
1987. With abe tbeo-Iimited nmnber of COUIl1elJ*tS (AVICEN. MOM. MSF.
NeA). UNICEF coordinaIed disc~ on a protOCol f<X' immunization..

UNICEF opted fex IPV in combination with three other antigens. There
were severnl~

IPV requires ooIy two shots f<X' acceptable seroconvel'Sioo of polio. thus
limiting the DlDDber or visits necessary;

OPV~ al that time. considered very insIable;

IPV was less bulky 10 transpm. and traosportalion costs across the
border' were a major cost; and

DPTP could be used as a solvent f<X' freeze-dried measles vaccine. thus
fmtheI" reducing the bulk f<X' banSpOI1.

The available combinalioo of DP1P is very expensive. which is DOl much
of an issue f<X' small pilot programs but can become probibitive in larger
programs. By focusing OIl the eradicalion of polio by 2(XX). t!le need f<X' a third
dose f<X' efficient protectioo agaiml wboc::¢lg cough was not considered a
priaity in the stut-up pba.-;e.

To coovince policy maters that c:ross-border programs were possible.
UNICEF needed to demonsmlIe that a proper cold chaio coold be eslabtisbed
from across the border, that it was possible to vaccinate a large number of
children quickly; aI!d that a team of Afgban vaccinakn able to immunize cross­
~ was available.

The target age group for cbiIdreo was set at aU under five year olds. not for
epidemiological reasoos. but to ensure large numbers of available childreu and
to focus 00 cbild bealdt. which was a priority of the local popuI?tioo. After a
sbort pin pbao;e. this age group Wlti to be cbanged 10 under two year okk.

Epidemiological. it does Dot mate sense to YcK:Cinate older cbildren. Some
of them will seroeoovert doe to vaccination. but after ODe year of age abe
percentage stiII susceptible declines~y.ln sparsely populated areas, as is the
case in large parts of Afgbaokran. it makf:s sense to vaccinate up to two years,
because first ooocaet wi1b cbildhood~ may occur 1aIer than in demely

opola1ed areas.
Ecdy in 1989. abe AHSSP suggesk:d tbat UNICEFre~ age groups

and the expensive DPrP -i3Ccine. Otbef imple:neDlen objected. and AVICEN
claimed to have the~ epidemioiogical daIa to maimaiD a gene:ml policy
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to vaccioaIe alI cbildren up to age fi1Je. These daIa were presented to the forum
ooly in IaIe 1991. The reasooing was based 00 a study of a me5es epidemic in
a remote aDd scarcely popuJa.oo pad of Afghanistan. Since 50 percent of lhe
cbildren in the SlUdy bad cootrae1ed measles at the age of fi1Je or older. it was
coochided thal all children up to five years old should be vaccinated.

The arguments of the AHSSP. and laIer of UNICEF and WHO consulTants.
that younger children are most d1reaIened by severe complications of childhood
diseases and lhal global FPI policies were developed based 00 experiences in
countries as difficult to operate in as Afgbanislan. were criticized as "po1itX:aUy
suspect.- The findings of Cita in Nuristan. a comparable remote area in
Afgbanislan. were conveniently considered irrelevant. She shows thal86 percent
of the measles cases occurred in children two years of age or older. but Ibal case
f.al3.Iity drtwed from 36 percent for the under-twos to 19 percent for the children
between two aDd five. and to 6 pe:-...::.."lt for lhe children older than five.)

Anotbet argument fer vaccinaling okie; o;hildren was the pressure exerted
by the local population 00 the vaccinalor to do so. The argument that it was up
to me vaccinators 10 convince local populations of the imponance to focus 00

lower age groups was judged as "lack of knowledge of AfgbanistaD" and "lack
of respect for the position of me Afghan vaccinator."

A lessoo 10 be Ieamed here is that. allboogb deviation from heahb policies
recommended worldwide may be made OIl an exceptional basis. several
ptecautioos should be 1akeo:

Detailed documeillation should be given as 10 why the deviation was
deemed necessary;

Key indicaIors sbould be ideotifled to urge reassessment of tbe factors
that necessitared the exceptioo; aDd

An explicit timetable should be set up 10~ the factors that
influenced the exception.

StucIardized Eqmp8aeld

Contrary 10 the confusiog picture offeted by the different sttategies for
immmizalion. die equipmeut used in the~ effort bad already been
staDdanized. The early impIemenllerS relied 00 lJNICEF for coId-cbaiD and
injectioo equipmeut and used each omen' positive or negative experiences with
the eqWpmeot to de1Je1op a S*aOdardized equipment Jist.~ to the coodiIioIL';

of weadJer aDd ttanspM in Afgbanisfan. The AHSSP's countaparts bad DO

difficulty in a:cepting the stmdardized equipment. since it bad proven reliable.

BESTAVAILABLE COpy



AHSA Development of Immunization

In 1988. me AHSAs requested suppcxt fOl' immunization activities in the
~ unda their COOIrOl Implemenlalion was difficuh because of !he dislaDce
of the~ target regions frooJ Pesllawar: MOPH target~ were. on
average. 400 kilometers from Peshawar. and were accessible J;y a few days' trip
by car. However. most of the JXUPOSed AHSA target areas were more than 600
kilometers from PeshaW3l' and necessitaled travel by foot and on horseback. over
rugged mountain ranges of 2.000 meters. for ten to twenty days.

1bese diffi:uIties were (fucussed with the AIlSA representatives. and a new
st:raregy was developed. Vaccines would be transported and stored in bulk in
vaccine S1Dl'3ge facilities (VSFs) in the target region. CoId-ehain managers. able
to transport and store the vaccines under good cooditions and to maintain and
repair the refrigerators. would be trained for eacb YSF. At least one cold-<:hain
supervisa in each VSF would be in charge of stock management. One pe%SOO

would coordinate EPI activities l3ried out by health cerlters run by the same
organi2aIion. as weD as aU 0CJII'e3Ch and mobile campaigns. The AHSA would
firmly commit itself k) using. k) the extent possible. BHWs. BHCs. and CHCs
to offer EPI services.

The AHSAs differed in one important aspect from the AHC of 1988: they
bad the beginning of a pyramidal health system (BHWs. BHCs. CHCs. and rural
bospilaJs) thai had logistic and supervm-y SUUCtllreS.. It would thus be possl"ble
to build on what already existed. and to inlegrare EPI with ocher health services
from me start. With the transformatioo of !be AHC into the MOPH of the AIG.
um difference was unfortunale1y accentuated.

The more complex training in maoagement of the cold chain thai was
necessary for the specialized personnel of the VSF was supervised by Mr.
Laboocbcix.. an expaIriale consultant with extensive field e;qlerience. At the same
time. MSH slaff"s experience with the cold chain was upgraded SO future training
could be offered to OOUIlteqJarts without exremal help.

P1aDIIed VSFs were linked wbere possible with exisUng or planned
administtative centers and medka1 warehouses of hospitals thal bad admini<;lJa.
live staff. The storage capacily of the VSF was calodated using the best
population daIa available al1bat time (see Cbapcer 10 OIl MIS). By the end of
1989. two VSFs were impemeoted. one in TaJoqao. Tatbar (the adminisbative
ceoteI' of:be SCNA) and one in Bebsud. Wardat (with the Health Committee for
CeDIral Afgbanistao). The logQicswere cifficult. involving bulk II3DSp(B1 d tens
of tboosands of va;:cine doses. plus the necessary refri~ and cold boxes
to maintain the cold chain. and also~ fOl' the~ sessions and
record keeping aDd repMing.

It became clear that this strategy bad been underestimated. at least in the
areas where the EP'I~es crold build on sttoog logistical and administtative
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suppcxt: maoy III(R peqJle could be covered by the combined stta1egy approocb
tbaa mginally anticipIIed. 11lis realization .. the AHSSP in III awkward
pcQboo regarding vacciDe~y. A.I.D. bad prohibited !be purchase ofvaccioes
wi1b pogrcIIII funds. reasooing that the American government bad already
cowibuted 10 UNICFF 10 cover an the vaccines that the AHSSP needed. But the
UNICEF Afghan Program Office was IUD 00 earmarked money. channelled
Ibrougb UNOCA. and was unsure of bow much it would have at !be beginning
of each program year. Donas were disappointed with UNICEF's inability to
provide eocouraging progress reportS. and by the time the AHSA was ready to
expand rapidly. UNICEF claimed not to have !be mooey available to cover all
of the AHSSP's vaccine needs. F(X' two years the natural expansion of the
progr.un witb the AHSAs suffeI'ed from a lack of sufficient vaccine to cover the
proposed target popuJations.. In fiscal year 1992, AJ:.D. granted~ to
procure the addil¥lnaJ va:cines needed beyond wbat UNICEF could provide.

The difficulty of producing timely progress repc.rts 00 immwrizatioo to
satisfy donors requires explanatioo. First. A.LD:s fisca.I year runs from 0cL~

1 to Septembes' 30, and yearly wOO.; Pam are prepared and agreed upon f(X' Ihese
time~ wtaere. UNICEF/APO's IX'Oject year is the same as a calendar
yeM. Consequently. activities ...~ and accepted by AJ:.D. need to be
p:oposed to UNICEF fO(' vaccine supply tbree~ later. The problem was
gJQiiy compounded by UNICFF/APO's oncer1ainty of ftmds. Fa' example, in
1990 it became clear ooIy in April that UNICEF would~ be able to provide
the V3CciDes which were rlCCtSS3ly for the wert plan submitted to A.l.D. in
Sep;embet 1989 and which UNICEF/APO bad indicaIed il would supply.

A closer look at the stages involved in a planning-impIemematioo­
evaluatioo-re:pog cycle also expiains the Jag time in reporting 00 EPl:

FYI

FY2

FY3

July-June

Novembes'

December

April
Augost-october

Plan f(X' nexl year's activities with
coootelpaI1S.
Obcain A.I.D. agreement f(X' pr0­

posed w<rl: plan.
Draw up :JI'der requeslS for cold­
cbain equiJ;ment aod other supplies.
Submit proposed EPI wlXt plan II>
UNICEF 10 obcain vaccines.

First vaa:ioes arrive.
Mountain Imse5 open for supply of
VSF.
Planned EPI a:tivities can start.

First repor1S oc the a:tivities
planned mJw'}' of FYl am-.oe.



This sckdule mates it extmneJy difficuh to report readily on tile numbers
of fuDy immunimJ cbildren (FIC), a common IIIC3lR of imJ8Ct and~
analysis. Yo order to estimale possible impact and probable costs, the AHSSP
used numbers of doses shipped imide as a COWlting unit. The number 0{ doses.
minus omnal wasre.. diY:.ded by the IOtal nmnber of doses a He shooId get,
gi'<'eS a tbcnetical value for the nmnber of FIC. AJ.D. was fle'tible enough 10

acccrt this repcning m<:thod for EPI activities dming t."-: stut-up and expansioo
phases.

Vipette: A Ye.u in 1M Life ofCross-border VacciMtion

The activities plaJlMd in 1989 took. plact in the willur of 1990-91. Plans
hod bUll "..ode 10 vaccina/~ in a IOtal af 34 districts spr~ad ov~r 13 provinus.
During 1M p1on.ning prouss. UNICEF hod :W!J.!"~d the projut that it could
C~r all its YQCci~ nttds.

Wheft tlrefin.al v~rsion of the agru~ was signtd in April 1991. only 70
p~rctnt of 1M wlcants r~qwSl~d w~r~ to be contTiblll~d by UNICEF dJIe 10 a
lad of fttnds. WHO proposed 10 fturd 1M remaiNJer throllgh a oo/'IQtion to
UNICEF. BIlT~rCJlic miSJUldustandings and ll1lT~spol'lSivenes.s at different
levels lqt 1M AHSSP with only lWO-thirds of1M pltInMd vaccines by S~Plember
1990. ThLir cOll1lJerparlS, however, had started vaccinating with 1M exp~ctation

of receilling 1M additional o~-(hird of the vaccines. This sitlMJlion left most
VSFs with ont SIlf'ply less than plQIINd.

In addition. au NGO. slLS~cting a batch of IetanILS IOxoid vaccine to have
been froz~n. distribllUd leaflets to all EPI iMplmrouers that implied that the
~eted vaccine was potenJially lethal. The IlproaT in Peshawar was rapidly
quieted. bJlt SIJ~ of Ih~ leaflets found their way to coMl1'llllJders in TakhaT
Province. where the poplllation rtflLSed jilTther IT vacant.

The VSF in undajan. was bombed and de~royedby tM Kabld gover7Unent
on May 5. 1990. 17rollgh little vacci~ was SliU IIllJI.Sed, all cold-chain equipment.
registers. and reportS .,.,'t!re bllT7led. The costs to the children who could have
bun vaccinated were not taUn into accOlmt.

Assemoent of Coverage

Al1bough UNICEF's target age group was all children onder five. the
AHSSP entXlUIaged i1S counterparts to focus on chikken under two. For aU
antigens, moo: man 60 pen:ent 0{ the fully vaccinated were under two. In ORb
to evaluare !dJievemenL the figures for vaccinaIed children are listed next to the
numlJer eX children to be vaccinated fer ea;h antigen mTable 6-2
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Table6-Z
N..bers~V~ far Diffa'aIt Aatigus

Aatipa Ale T.... Co~

BCG <2 51.200 46, 184 (90%)

Measles <5 119,147 92.055 (7i%)

DPTP1 <5 83.390 101.146 (121%)

DPTP2 <5 83.390 27.838 (33~)

The U!'Certauny 3bout t!".e population estirnales. claimed to be underestimat­
ed by those in charge or F.PI in the area. and the nonarrivaJ of planned va::cine
qmotities accoont to a great extent f(I high drqx>ut rates for DPTP. Prel:Jninary
resuhs for 1991 in the same area point to a JrObabIe dropout rate of 25 percent
CI' less. again with intelference from the nooani...'3i of one vaccine supp\y. this
time doe to a~ ban. It is difficuh to assess the quality or the management
of &be progl311l when factors beyond the conlrol of the actors are so~ve.

A booseboId survey in Kalafgan (fakbar) and viIIages of Zardalu and Darae
Sufla gave results that coofumed these impressions. The peltentage of all undeJ­
fives who were vaccinated with at Ieast one antigen was reported lO 00 93.
Ninety percent of the chil<lren under five had fdled-out immunization cards. Tne
cards showed that 90 percent were va:cinaled with DPfPI. 41 p..>:rceIll with
DPTP2. and 67 perceol with measles. The difference in coverage between
measles and DPTPl is auributed to uoderestimalion of the target population.
More accurate tools will be requirerl to~ overaIl co..-erc.ge.

Coonlination and Lack of Coordination

SUange as it may seem for such a cil'cumsl..ibed activity. the cross-booJer
inunlllizatioo effort suffered from lack of coordinalioo among difIerent donors
and amoog implementer'S in .Peshawar. Several. ra.:1IXs explain but do not excuse
the climate of suspicion and distrusl within the EPI community in Peshawar. The
absence of WHO until 1990 as a valid and reaIiJy available source of standard­
ized JX)licies regarding EPI and the failure ofv'NlCEF lO find experienced senD'
SIaff for its cross-book:r office left a k:admIJip vacuum. Some dmCI"s (lIDded
CllN-bocder F.PI with irregular ("'emergency" or ~earmaBed) fuods that neeOOd
to be spent quietly and by identified implemenlefs which. combined wroth a.
limited implementatioo capacity in the early years. put se'ieral dooors in a
competitive position. The uncertain funding positioo of scme major foreign EPI
implementer'S. coml)ined wlm the empkryment of shcrHerm :x~-ri:u:e stm. ~,~
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~tiuiCS bad DO c:xpcrieDce in EPI. also a'e3Ied a seuing where COMtinatioo
was seen by most ~ '1Dore work" thai r,·;gbt lead 10 loss d' credit fc.- resul1S.
Most impIe:mcufers were expMriaIe COlllIN1ICeS. with DO activities in any otber
COUDIry bot Afgbanism aDd wi1b OCher C$3blisbed humaaitaJiaD activities in
ccnain areas of Afghanistan· SCP.!e imple-."ilCNCIS saw both EPI and tbcir given
aml (geogIapbical. political, edmic)~ Afghanistan as "priV3IC lCIritory".
Mm:over, a teIritory they neilber completely occupied DOl'~

c0ntr0lied regarding FPlIed to aggressive attitudes to any perceived jnlaference.
As a result. any questiooing of !be process on epidemiological oe Ca>(­

effectiveness grounds, was coosideted to be based on uhcrior (political) mocives.
The Afghan couoterpa1S of the~p were negiected as eidler nooexiSlent (X

labeled as Jl'I4'PCt organi.zatioos set up foe political gain by foreign agencies.
wilhout any autbOOty inside. U.N. agencies fell uodersIaodabIe reloetanee 10 lake
anybody but !be U.N. chair as a~ Less uodetstmdabIe was the
animosity of sever.ll expatriaIe NGOs towards indigenous organi.zatioos tbal
could have facjljmtOO their wort in die field.

UDtill991. coontinatioo was the main topic of the buJt of the meetings in
Pesbaw•• bot die only pacticc:l woutillalioo toot place IocaDy in areas d'
Mfhanislan that bad reasooabIy functiooing healthadm~. aDd wbere
the actioos of Pesbawar-based "'free agerdS" were COOSU3iDed eilher in gee>­
~ coverage or ill ope:a;b)ual scope to faD within the regJon's healdI policy.

Despite the difficulties in~g steady va:cine suwlY and obWning
comIinaboo in Peshawar. by 1991 the ~SP supplXted seve:o VSFs in seveD

oft!Je p."..iDces dial Vi-ere difficull to access from Peshawar, and for thai mallet,

from Kabul as well. The facilities were om by a~ sW"able 10 calculaIe
vaa:ine needs 00 !be bms of popuIaIioD. 10 transport and keep vaccines IJDdc2'
reliable cokkbaio coodibons. aod 10 fuoctioo widlio a local 01" regional primary
beahh care sysaem. Eveu if covenge is difficult to evaJuale. the setup came close
to the mginal plans of the p-ogram's EPI compooeot and ceI1ainly bad die
{X*:I1tial to remain an integral part of a primary health proglalll in lbose regioos.

Control of DiarrIteaI Disease aDd Amte Respiratory Imeases

From the stKt of the pragian.. BHW tI3iDiog pIid significaK aIteDtioo 10

adequale~ of diaIrbea in children. BHW ~sment teams fucused OIl

plcsui¢m bebavicr", and based OIl their inopes:sioos. ORT was incloded in the
BMW refresher cowse. Table &-3 compares patieot visiIs by childreD UDder 5
years old: a 5 pen;enl sample of oYeI' 320,00>~ in fiscal yez 1989, recorded
by BHWS; a 10 peIt:eDt sample of 150,00> visits in calendar year 1990. recorded
by mid-Ievcl aad se:uU bcaId1 care providers from CMC aaemIu~ and
a 5 pc:rccut sample of 34,lXXl visits ill fiscal ye:iIl 1991, recooJed by mid-1evel
and senior heal1b care pl'O't"idels of Ihe MOPH and the SCNA.
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Table 6-3
Trat-ad 01 DiIntIea .. CIYIdreII

FMiity

BHW CMC AHSSP

Total children under five 1.083 2,246 482

DiarlJea and dysentery 33% 32% 35%
treated wL. 0i'.: 81% 54% 29%
tteaJed with antibi<Jtics 27% 79% 70%
treated with antid:ianbetics 0% 0% 0%

Simple diarrbea 10% 24% 15%
treaIed wilb ORS 56% 17% 27%
treaIed with aotibiOOcs 17% 84% 46%
creaaed wiab aotidiarrbetics 0% 0% 0%

Diarrbea is reccrded~ a prOOIcm in ODe-third of aD patieut visits. BHWs
rend l> be more inclined to treat diarrtIea with DRS. and less inclined SO use
aunDiocics Ibao the oda groups of beaIth care providers. In aD 1bree samples.
"simple diaIbea" is a minOOty of die dianbea cases. The available mareriaI did
DOt allow os l> assess wbedIer this is doe to an overdiagmsis of different types
of~. (X' 110 an aaitude tbat cbildreD widl ..just a Iitde dianbca" were DOt
sick eoougb to caD upoo a beaIdI wmer. Nor is it possiNe l> assess the quality
of me ORT gi~ one can ooJy ccu:lude dial the lint between diarrbea and
ORT is prdlably made more fre(p:ndy by BHWs mao by ada beahb worms
because of die very limited pban'3' euaio;;aJ arsenal of die BOW.

In December 1990. WHO and tJNICEF organized aj)int wmshop with an
ageucies active in CDD. ARI. EPl, and MCH. The resoIutioos of the WOltsbop
led 110 a plan of aetioa f(X' COD: JXOIII<* die use of ORS by an aass-bonIer
beahh waters. prcmote !be availability of ORS oatioo...ide inside Afgbanist.3D.,
and plOOde die esIabIishment of ORT comers in ex:isIing beahb facilities.

In order 110 a:bieve daese goals. WHO. UNICEF. and. MSH pIaooed COD
Wlibbops for senior Afghan IIealtb wuters. The logic behind~ selectioo of
Ibis t!J'get group was dial obviously BOWs and a lot of die Ptsbawar-ttaioed
mid-Jevd. bea1dI WOlters were using ORT rea;ooabIy weD. It WlIi dbdOlc
impoIf3i4 10 cooviDce mae senD' beahb persoooel. in charge of me first refeIIaJ
1eYd aDd 1I3iDing (X' n:fJesbet uaiDiRg of the beahb waters. of the tbeaapeutic:
aDd prevetltive value of adec:uak: ORT.



Dr. Abdul Latif and odIers actively stimu1aled the organization of three joint
worksIJops in 1991. two in Peshawar in March and August. and one in Queua
in April. Mally of the participants bad never rebydraled a child themselves. All
~ frcm the AHSA requesred that the~ be repealed in their
training centers i..-.side Afgbanislan. to reach a widei' audience. but the ban 00

travel prevented tl)e organization ex any workshops inside Afghanistan in fiscal
year 1991.

To estlblisb ORT CQrOe('S in health facilities inside Afghanistan. a program
widl UNICEF W"..s pi ned f<r 1992. but by February it became clear that
UNICEF would not have the budget to implement its pan of the JXO&I3I1l and
supply~ one-tiler jugs f<r all families in the carchment area of the
facilities.

As for ARI. much anention was gNen in the BHW ttaining and the
respective refresher course to match staDdardized diagnosis and treatment of ARI
widl !be WHO guidelines. In the seni<r health management workshops. the fact
that BHWs were aNe to diagnose pnemnonia without stethoscopes was stressed..
In all refresher courses., attempts were made to have cag: definition. diagnosis.
and ttea1menl concordant with the 1aIest WHO guidelines.. Nevertheless. further
analysis of the same Greenbook samples analyzed fOl" diarrtle3 in Table 6-3
sbows clearly that different definitions were used COl" the different ARl diseases
by different agencies, which makes comparison impossible.

Tuberculosis

The estimated prevalence of 10 perceDl in 1971 and an estimated 3.53
percent incidence or new TB infecti..Jos in 1982 among cbiJdren of school enby
age coofum the popuiar claim thai tubereulosis is one of the major beaI1b
pr'I:lbicms in Afghanistan.4 The reqoesIS COl" control progr.m1S inside Afghani.slan
were multiple. Afu comoIting with Italian Coope:ratioo for Development. in
charge of the Tuberculosis Comroi. Program f<r the Afghan refugees in PatisIan.
die 1I3n did DOt think fe~iNe anything other than seIec1ed si1eS fOl" Com'Ct
diagnosis and treatmeDt of primarily ~IS who tesIed positive.

Still. adequaaely screening suspected TB cases w!th sputum smear­
mkroscopy is WOI1bwhile. While ooly about 10 10 20 pm;.eot of the infected
pelSOOS acmal!y deve!op the disease. uf alI pet'SOt.'"lS developing the disease. 70
percent wiD not beal spontaoeomly. Ofan detected cases. SO~ are positive
in sputDlD-smear miclOscopy (BK+). Since the BK+ are the ones that infect
0Ibe:rs in die commanity. the sooner !bey become BK-. the less they will SJXead
tile disease. A good field Iabor3Iory widl a oouapetent Jab tedmician wiD detect
close U> 100 percent of all BK+ after i.hree examinarioos per case. RaJiograpby
aDd~ radiokigisls are IlCCeSSlKY to <tiagoose a BK- case as a tIJbercuIoSs
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pabent. and five f.a6e positives will still end up being treated b every real
tuberculosis~

Coocem abod supervision and continuity of care led 10 four conditions fa
estIbIisbing a diagnosjs aDd treabDeDt ceotel': (I) the facility 1m to have beco
active fa at Iezt two years; (2) one. and ideally two. microscopists with the
necessary equipment and suwties have to be pennaoently available; (3) ODe

M.D. mIN be in charge of the program to ensure proper clinical~ of
the disea<ie and the side-effects d the ttealJDCftt; and (4) samples of the slides
m~ be sent regularly to PesbaW3l" fa cross-reading by the refernal laboraray
of tile WHO.

Six months of treatment with isoniazid (H). pyrazinamide ~ and
rifampicin (R) in a two-mooth intensive~ and H+R in a four-monlh foUow­
up~ chosen. 1'Im treatmeot is rather expensive. but on a small scale and under
the given cooditioos. the shorter the complete creaunent. the less likely a pabent
is to dropout. Replacing the rifampicin with thia:etazone in the foDow-up phase
would aDow~ reductioo of costs if the program were expanded.

As in may small-scale pilot programs. results were encouraging: good
quality of lab readings; low dropout J3Ie of Ihe patients woo s&3I1ed IIeabDeOt;

and rapid coovezsion toBK.~ the ttealmeDt~ started. The difficulty~
ensuring patient compliaae for the full treaIIDeDt. This was achieved by cIaie
follow-up of a reJalively small Dmnber of palients. The challenge in the near
future. if funds for expansion are available. will be to set up a consolidated
referral and supervision system, allowing BHWs to refer an suspected cae;es fa
diagnosis and follow up on all patienls Wldet lreaID1eOt in their community.

Benefits or tile Preventive Medicine Program

As we have seen, immunizalioo in the Afghan cross-bordec setting was
cootrovasial. Wbere EPi was imp1emenled as a single intervention. DOl

simultaoeoosly widl other child surviva.I a:tivities and not integrated into an
existing indigeoous primary bealtb care oetwort. one could question whether any
itnpnmt impact on the dilld mooality cwld be expected.5 Within a primary
bealtb care program thal coolains other child survival activities and is suworted
by local and regiooal authorities. 3D EPI compooeot can be a Y31uab1e interven­
tion because of its posiln'e imernctim with odItt cbild survival activities. its
~DIe fimctioo as a -sensitizer" of the commoDity to children's <Dl wOOteO's
bealtb. and its functioo as a JDOti.,"3Ior fa raIiooaI planning in general~

The iodividual benefits fa those vaecinaIed and treated were clear. Less
easy to perceive. let alone to quantify, was the beoefit to tbe managerial
capacities of the beahb pe:sooneI invol\'ed in Ihe process of planning, implement­
ing, and evaluating the programs described above. MU')t of the personoe1 bad DO

(X limited expe;rim::e as managers, and certainly not in a decision-makiog



capacity. Most of diem bad a souod knowledge of die medical background of lbe
pubIems tackled. ofteo in COIlttast with die Peshawar expalriale crowd. But
suddenly chey bad 10 mate cJecmoos on the optimal use d limited financial and
bumao resomces. tbat could possibly benefit several million people.

Detenniniog which iJdelventioos were feasible. and 10 wbal degree. in die
absence of a recognized central govemment. but Wlder the immediate pressure
of a needy popu1alioo and 1OC3l eI' regional politicians proved 10 be a major
challenge. But it provided an opportUnity to introduce the use of rodimenrary
health information systems (see Chapter 10) at lower- leveb than the n.atiooal
level. It also showed the impatance of considering the interdependence of
different health interventions. the interaction of available general resources and
logislics widl targeted be31fr. m:erventions. and !he need fel' baseline data in
ooJer to make decSoos that were not only raIiooa.I 00 paper, but also had a
reasonable chance of being implemented. One of the fascinating aspects of
vrorting in die ~-borde:rseuing was to be able to exchange knowledge and
experieoce with beallh managers who were close enough to lbe implementatioo
of plans to be directly axesslDle to the intended beneficiaries.

1. Kathleen R. Cita, ~Report of a Vaccination Program in Nuristan." 1987.
2- Cita, ~VaccinatiOll in Naristan." pp. 8-10.
3. Cita, "Vaccination in Nuristan.- p. 32-
4. U.S. Office of International Health. Syncrisis: The Dyna;nics of HealJh. XXIV:
Afglwnistma (Washington. DC. 1m). Table 5. p. 26; and World Health Organization.,
£Pi-Update: ChiJdhood Tabt!rclllosis and BeG V«cirIe (Geneva: August 1989).
5. Susan B. Bifkin and Gill Walt, "Why HeaJ:h Improves: The Issues concerning
Comprehensive Primary Health Care and Selective Primary Health c.e." Social Sciences
and Medicine. Vol 23, No. 6. 1986. p. 563; and Henry Fttzroy, Andre Briend, and
Vincent Faveau.. "Child Survival: Should the Strategy Be Redesigned? Experience from
Bangladesh." Hea1lJI Policy and Planning. VoL 5. No.3, 1990. p. 232-
6. Gerald T. Keusch, Carla Wilson, and Ricbard A. Cash. "Is~ Synergy among the
lmerrentions in the GOBI-FFF Programme?" in Child Healzh and SIITl:n'al: The UNICEF
GOB1-FFF Progrflfl. Eds. RicbaId A. Cash. Gerald T. Reusch.. and loel Lamstein
(London: Croom Helm. 1984). p. 113.



Fllure 7·1: Dispensary. The client end of the basic phannaceuticaJs supply system.
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Chapter 7

The D~velopment of a Health Program for
Women and Children

Linda Tawfik

YigrIetU: T1r.e MrdliIh's Message

Tf.e fol.lov.ing tal. from a fljo-"Fetwa if Unjted Ulema of Afghanistan"
(COI/SOf.su.J and Declaration of Religiou.~ Scholars}-distribllud tlrTOllgftolll
PesitaK.'ar dluing t~ SJIlnmeT of /989, describes women's roles and ruks
goV'!rning thdr behavior in Afghan society:

Vuses of QllTan and Radich say thallack of etblcaJion can mislead as weU
as lead to imitation oj foreign Ukolbgies. ReligioMS S(:holors believe that
e.:bu:arion is obligatOry few man and woman. BIlt 1M method of learning in the
cau of woman is diffumJ. in that she nuut protect her hoMr and tkcency. as
well as keep herself cuvered whik stIIdying. A woman shollld ltaT1l from ptaple
who are not strangers to her. SllCh as family fMmbus. in the mviTorunt1ll ofher
~. If SJIdI a possibility diJes not exist. she can leam jrOlft strangers provided
site is in the presou:e of Ito family and the stranger dots not see her. PlITdDh
and decmcy is a IIfILSl for a woman. If a mtI1l allows his wife to go ollt
IDI1Iece.ssarily. bcdt~ and sN will be sinntd [sic}. A strange /f1Il1I. is 110I allowed
to sa a stran.ge iWmcm. and l-iu versa. A~ MIISt stay in her 1tomI! and/or
tt1lt and preserve to innnIollto ap~a1Yl1fi:e.Ifshe nt!eds toltClVe 110 homefor
some reason, sire shoWd joUow the directions listed below:

No fJOf1uM; no~, eye-catchilfg attire; no softIclinging clothes; no
tight clothes; the entir~ body should be covered; no men-life attire: no infideC­
stile [sicl clotJrin~; anklets shollld not jingle; no provocCllive walting: no waIiing
i" f~ ,.,jJd]e of str'!~!; M goi.'%g 0::: ~'i!J:o;l! pc. m:ssicr. from I-,a irMA; 110
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talking with strange men; w~n talking according to religious sharia. no
ItlJlglWzg; no looking OJ strangers with passion; and no association with men.

Bel~ is tirtu a woman cannot go to tN mosq~ alone to offer nomos
prayer. I" general, it is not permissible for a woman to go out to school. It has
bun provt!n that schools have not caught women religiollS rituals; nor have tMy
corrected tMir wrong actions. All oll1side work has been given to tM man. and
man provitksfor the woman. !Laming sllbjects such as history, geography and
English is imitaJionfromforeignus. A woman's participation in social life is not
right. since 90% of men art lUlempwyed, therefore. there is no nud to gille
WOmal jobs. Reading and writing for women is not desired because if they learn
how to read and write. th£y will commanicare with those that tMy wish to be
friauJ.s with.

We declare that women. witholl1 necessity. do nOI1un:e the right to go 0111

in the public and the schools. We ask the leaders to forbid Moslem women.
lUcording to tM sharia tats. to go to the schools. fftlUs action is not taken. the
success of Jihad will tw1I to failwe a".d we will face harsh problems. . .. If
corrective action is not taken and women still go 0111 and show themselves. we
will be forced to take action owulves.

The Environment for Womeo~s and Children's Programs

~ health scMces aoss-border is extremely cballenging. but the
coosttaints 10 providing bealth care for women (aDd therefore their chiJdreo)
iJmde rma! Mgbanistm are even more formidable. Mujaheddin could travel bact
and fextb between Afgbanistm aDd Pakistan to collect medX::aI supplies and
participate in medical training programs. but I'UI31 Afg.'lan women. bound by the
roles of purdah (literally. "veiled}, were generally restOCted to their compound
walls. It~ highly unlikely Ibat any~ Afghan refugee wooten
would be willing to travel bad to war-tom Afghanis1an 10 teach odIC7 wcmen
about cbildbood diauhea and its treatment.,~ weaning~ or sterile
deliveries. Given uaditioos 1bal prohibit a WOOl3D from learning "from strangers"
a seeing "a su-ange man." it~ DOt clear if BHWs a odk7 male medical
personnel would be able 10 transfer trainillg for traditiooal binh anendants (TBAs
or dais) from Peshawar to viIIages and towns in Afgbanislan. especially in
commllDities wbere Ibe prevailing attitude is tbal womeo sbouJd oot be educated.

Wdb the preoccupaboo of the war. itw~be difficult 10 change the focus
of Afghan tJlelft;aJ penc!lnel from emergency care and first aid to geoetal beal1h
services fa the civilian populatioo. especially for those carrying me largest
burden of iDness-wumen 2iid children. The war brought new complications f(X"
planning and impIemeoIing maJerna1 aid cbi1d beahb (MOl) services in a
country that already suffered a high prevaleoce of infant and maternal mcxtality,
cbildbood illness. and infectious diseases in rural ..-ea5.
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Peshawar was the major funnel for resources into AfghaniSlall. Consequent­
ly. any Peshawar-based programs lOr women bec3me subject to the same local
resistmce and cultural JDmS as the rest of PashtunisIan. the most cooser.rative
ethnic belt of southeast Afghanistan and oorthwest Pakistan. Moreover. Peshawar
was !be main city of the Northwest Frontier Province, -"tl\e Islamicizing
province~ of Pakis1an and the area most affected by Zia AI Haq's influence in
the 19605 and early 197Qs. Since 85 percent of the refugees were also from
Pashtun areas of Afghanistan. they brought the same traditions into the refugee
senlements.

Along with purdah. which restricts women's movement. the seaaity
situation imposed by the war had made it mae dangerous for women to travel
to health facilities.1 Military dangers and unknown persons on the roads had
exacerllated women's immobility. Oose living arrangements in the refugee
cam~ had made purdah more dominant. Whereas rural Afghan women had
IOObility within their own village. for example. using the women's paths to draw
waJet fIoot the well or river. the refugees in PakiSWl were initially settled inID
anffi;ial environments of closely spaced lent'; among suangers. Purdah
resttictions are more relaxed inside Afghanistan; however, the degree of
cooservalism varies with region. ethnic group. age of the female. and family
stalUS.

The war and regrowm of Muslim fundamentalism during the 1980s altered
the sociocultural situation. with repercussions for the role and stltIlS of women.
Rural Afghan communities inside Af~ and Pak:isIan became highly
suspicious of foreign-supported health oreducation programs for females because
the Soviet invasion was well known to ha:...e brought more liberal programs for
women. Afghan tradilional society associated lIaining progr.uns for women with
communism. Thus. a heightened resNance to foreign pressures for promoting
active pat ticipation of women generated an adverse setting for creating health or
edocatim 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
scbools for girls but reac\ed negatively if others opened similar programs. For
some well-known families of the political parties. it was important to show
allegiaDce to Arab donors dwoogh outward appearnnces. W00leSl woo wore the
Islamic b«:k facial veil (hejab). which had never bad a place in Aighanistan.

demooslrated to the Wal1abtm their coofonnit"j to Islamic fundamentalism.

Frml a public health perspective. the challenge 'i\-ou1d be formidable e'..en
~ t:;ese politioa: religious.. and socio..--uiturai constraints:
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The iDfanl IDOI1aIity raIe was estimaIIed to be 21511.(XX) and cbiId
mortality, 381Il,IDl (Ibe secood bigbest iD me wOOd, after M0zam­
bique). wbile tile maremallDOl1ality f3Ie was estimated 10 be 640 per
lOO.(XX) live IJirtm.2

Fertility rates. as~ in the Afghan refugee camps in PatisWl.
reacbed wodd-lttOI'd highs. One Intemational Rescue CommiUl:e study
revealed a total marital fertility rate of 13.6 percent,3 as compared wilb
a prewar measure of 9.4 percent in three rural Afghan provinces.. As
wilb roter counlrie:s at war, there has been a pressure to re:popuJa1e,
despite the fact that family planning would be the single most impor1aDt
inleI'VeDtion 10 save women's lives.

The adult female literacy l3le in Afgbanislan is less than 10 pecceoL

The average life expectaocy of females at biIth is 41 years. More than
90 peI"CCm of deliveries in rural Afgbanislao take place all home with
untrained dais as the main source of help.~

Malnutrition is a hea1tb problem in young children in rural Afgbanistan;
71 percem of children surveyed in Takbar Province do not have allY
food. except milk., inIroWced into their diel by the age of six months.
and in Wardak 60 percent of children are not introduced to supplemen­
tary foods by this age.6

TIle Evolution of Services for Women and emldren

Six Afghma dais widl braids and trinkets. all in traditional Afghan dresses.
c1l1Slaed arollNl 1M Pa1:istani trainer. ~eda. as W comp~ted hu M.altJt
ed»catioll lessorz for the day.~ )'OlDIg Afgltan teeraager sat in W shadow by
the doorway of 1M mild rq.gee dwelling. cllllChing her chador ova her faa.
She collld peek olll with lNIe rye. The ]OJDlg bride wasjrom a PashtK tribe where
CJiSWm taetates thai a daIlglua-in-law cannot show her face to ho motMr-iII­
Uzw IUItil she ~tn~rs ~r first child.

Tht tTaiMr, ~eda, asUd 1M WOMOI how many children rJrey hod
t".emsen·es borne. The answers came-6. /2.8.7.8. Si11u t!le:; hodjwstfinished
a lason aboUl tetalULf, Saeeda asked if any of wir own children hod died of
teta1UlS. clenching herfists to display the symproms ofneona1al tela1tJLS. Each dai
calmty answued. llU)' nDncha!mll1y. a.s ifcoll1lling the times in her life she had
travtkd beyond irer village. Tr.m. one woman added thal * had hod 7



The ~/opmDrl ofG HeGblt Program for Womm and CJriJdTm 167

ChildrOl. but thal2 of Ire sons had bUll martyred in the war. TtlJTS welled lip

ill her ryu. ll1Id site broke iJuo a wail. Within ~conds. IN otho women ~re

crying. telling their swms of tN SOlIS they had lost dMe to war. how tMy hod
bUll iIl/o",.ed of tllnT offspring's tkOlh, and tM horrific tktaiLs of tN rNll 10
martyrdom. Alll4o'trt! wuping. NeONllal tetallMs happened; death dMe /.0 W jang
(warlfighting) was tragedy.

Morbidity aad Mortality

Wbcn die Afgbanistan Healtb Secror Support Project began. there were 00

prevemive medicine or MCH JXOgI'3IIlS. The scattered PVOm~ thal initially
veuured inside the countIy with female expatriates brought the first opJKXtunity
fOl' care to women in remote~ bot they were very few in number and only
tempooll)'. The project's fmt priority ha;l been to build a foondatioo or uained
basic bealth wortas (BHWs) and clinics to baDdIe war trauma: ampulalions aDd
mine and bullet injuries. Simultmeously. health workers were to provide services
to meet the geuc:r.U needs of die pqlOIalion such as treaaDent of gastroenll:::rilis.
worms. lespUarocy infections. and accidents. WbiJe the peJcepUoo amoog the
Mgbans and relief agencies itDIe Afgbanislao was that it was essential to have
medical care to supp<xt the war. most of the BHWs' and clinics' pabeDts came
for 1reaIJr.ent of common probIcms.

In fact, the numbc:l or Afgbaos dying of illnesses DO( directly re1aIed to the
wa" far outweighed !be number dying as a result eX bombs. mines. and gunfire.
as docui:::aIcl in Figure 7-2, which snows causes of dealh for Wardak Province
as detemrined by a 1990 bealth surwy. UndemandabIy, the trauma of abe
inv.L"iioo aDd 1be de:struc1ioa of the country cXew the Afgbans as well as most
assistance ~ies toWard a aisis-oriented. relief approa:::b for die visible and
dramatic injmies that teJevi<iioo tended 10 poruay.

Neitber !be project. the AHC. or the Area Health Service A..dmioisttaIiom
initially fmned specific programs f<X' women and children, but they had began
to adopt a primary heahh care approacb 10 abe deve1qJmeDt of health systemS.

As mentioaed earlier. aaiDing eX BHWs included sessions 00 }leventioo aod
treaImeDt ofdiarrbeaand ddJyGaIion. maInotri1ion. infectious diseases. and acute
~ infecti&:Jm, the key ciJild survival problems. Altbougb. &<; males.
BHWs would not be involved 10 a greal atent in pre- <X' posrnaraJ WII"e, aod
definitely DO( in deliveries, 1bcir cunnIum covered general COIICeIJl.' aDd
teclmlqoes relevaDt to JR8DlIOCY and delivery. Supplies included iroa and folic
acid for distributioo to pregnant and anemic women. All members of the
popuJatioo were penniued access so he3Jth facilities. The problem was :hat new
stt~3Dd k:y ~'ei1tiooswuWd be required to prevent ma::mal, neonaI3l.

BEST AVAILABLE COpy
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and cbilcJIood de:aIbs by infectious diseases. However. it was this pimary health
care devdopmcot approach Ihal alJowed the cross-border bealdl program to be
molded to meet die health care objectives of boch the war environment and
civifuD needs..

Stnteu for l>eYeIopIHat fI a WOIDeIl'S aDd Claildrea's Prop'aa

In 1987. the Al.D. evaluation of the project n:commended thal it be
expanded to focus moo: on women's health and that the technical advisory team
include an advisor to initiale a women's and children's program. The immuniza­
tion program had already taken root by this time.

In 1988. an MCH sttaIegy was develcped witb IDe premise that IDe .-oject
sbouJd begin to lay IDe foo:1daaioo for a sustainable nuaI healtb care system thai
would address womesl's health and cbikM:n's needs. While die IXOject bad
included cWd SUIYivaJ ~bes. no ac1ivities had been Slatted rex reducing
malemaI or neooatal deaths. As in other develc¢lg countries. eff<XtS to reduce
inf3ut mor1aIity were ctirec1ed at combatting dianbeaI disease with ORT and at
poviding immunizaboos., since these in1lene01ioos bave bad a major impact OIl

infant matality. H<nve~,even with these~ infaot monaJity cao remain
high. Wnh !he Safe MotbeJ:bood lnitiabve gaining ground intemationa1Jy. many
healtb agencies began to recognize thal 3IJPI'Oximately half of aD infJllt deaths
(42 to 63 pen:ent) are a::tual1y oeooatl1 deaIbs. widilOOSt of these occuaing in
the first week..7 Therefore. to mate a signifbnt impact 00 infant IDOI31ity. the
MCH SU3legy fex rural AfgbanNan would incorporalie beaItb initiaIives that dealt
with me perinalal determinaDIs d maaemal aod neooaIal bealth. in addiboo to
child survival irurventions. Recognizjog the underlying need 10 eubance me
SIaIDS of women. anocbec strcIfegy would involve WOOleD in an Ie\'els of the
health syskm, from !he bouseboId and community levels SO the servX:e delivery
and managnialle'iels.

The women's and children's health program wooId also inccqxnIe "MOl
buikting blocks" inIo die bcaJlb sysIem pyramid. Women would need specialized
facilities and specialized female practitioners and outIea:b workers to care for
mem. gi'ieO the sociocultural norms. The project would need to devekJp a cadre
of female MCH woRers~ of hmctiooitJg at aU IeYeis in the system.
sIading most impca1aDdy at die bcu;eboId RI village level. but ex1l:Dding 10 the
rebal cedeIS.. where more oocnpIicad beaJI:b IXObIe:ms cao be ueaIed. Since
an e;:rimare4 15 ro 20 pm:ent of birtbs result in complications Ibat eamot be
predicted or prevented, 10~matemallDOl1atity it would be essenliaI to set
up MCH facilities SO impro\'e women's access to medical ueatlllent.· It would
also be important 10 develop a oetwm of~ systems. aod mooiklrin8
mecb;misrm foc tbe MOl oetwaL

The sttategies akJI*d for nnl Afgtmistan are \be same strategies required
m many :!e\-~ ~.es. But some aspe.;lS of liIeir impiememaIion were
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unique because of the aoss-border. ttaditiooal Islamic setting. The sttategies
adopIed were to:

Establish MeH deJmtmeots wilbin the AIG's Ministry of Public Health
andAHSAs.

EsIablish an MeH refenal system: Only 4 out of ClPIXOxirnately 300
medical wcUers Slaffing the basic health cenlerS in Afghanistan were
women. How coold a referral system using qualified female medical
sWf be buih in ruraI areas?

-Train and supply lraditional birth attendants: SLur-six percent
of deliveries in rural Afghanistan are attended by traditiooal birth
attendants (dais). The dai uaining program set up in the 197~

had depended upon the support of the central government and.
initially. direct supervisioo and training by the expauiale teebnical
assistance team. How could dais be trained cross-border?

-Train and supply MCH volunteers: As the ;:euler of the priv3e
domain and family life. the Afghan woman is in charge of the
feeding and early development of the child. Restricted to the
safety and bonlI behind the walls of her own~ could
she be reacbed through a netwlrt. of other iIliterale women wbo
would voIootarily sbare bealth information and simple servh..--es?

-Train and supply female mid-le...el bealtb teclmicians: Even the
best community programs need tv be backed by refenal facilities
with qualified scaff. The project would reauit female ledmicians.
nurse-midwives. and doctors to estabIisb MCH facilities. but it
was obvious 1ba1 the scarcity of female peI'SOOIlel required both
reau.itment d emting pe:rsoonel and ttaining of female mid-le'lcl
beahb workers. The questioo about wbetber WOIlleII could be
trained across the border also needed to be answered.

Integr* MCH into the existing intiamucture: A first stq> would be to
build~ existing project cornporents in ttaining, preveIItive mediciDe.
hiasE beahb services. and heal1t sen"ices de..-eJopnent. How cooId the
1.soo BHWs tIained to date do more for women and cbildren?

Expand inmmnizatioo, with a special focus ('Q tdaOOS toxoid (TT):
ImmunizaIioo activities inAf~ were it.tially campaign-based.
It was often difficult for male~ to immunize WCDleD with TI.
ODe (XganizaIioo aetuaily developed a pian to cut a small circle in a
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sheet so thai a woman could stand behind the sheel remain unidentified.
and slide her hand through the sheet's hole for the vaccinator's
injection. How coulC this target population be increasingly reached?

Provi~ nuttition education and rehabilitation: In the Hazarajat area.
localized areas vf Badalt-han. and other regions. food was scarce.
Xuttition surveyors from Ba4.akshan reponed that people were eating
grass. How could the public healL'l system confront malnutrition?

Initiate family planning services: Ba..~d on international studies. at least
half of all maternal deaths could be avened through a combined strategy
of family planning. legal abortion. and primary health care.9 A
reduction of 2S to 35 percent in fertility rates resulting from more
widely available family planning would also lower maternal mortality
by 25 percent. Would it be ~ible to introduce child s~ing in a
country at war. with a soaring fertility ralt: due to the perceived need to
repopulate?

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

Structure of the MCH Program: The changeover from the AHC to the interim
government Ministry of Publir Health coincided Vwith the establishment of the
MCH program. The ~OPH assigned a Director for MCH and designated several
positions for the MCH Department. Each of the Af"..a Health Service Administra­
tions also assigned a med.ical director to oversee MCH initiatj.,-es. The MCH
Department of the technical assistance team would run parallel programs with the
MOPH and the AHSAs. thereby reinfoo:ing a decentralized approa:h to health
care development.

In tenns of geography. there was a concerted effort to establish an MCH
program 'Vwithin each of the key geographical areas of Afghanistan-in the
Pashtun border provinces and in nroh/northeast. central. and sooth/southwest
Afghanistan. This progression v.-as natw:aI because the counterpart health
committees represented each of these are4S. Within these regions. efforts would
be made to upgrade and expand MCH sen--ices 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 ~CH referral structure.

A'1 ~c!~:-tic :1;~":''\~~.*':: TIr ~C~ yrc~ ;:~x;!d :1{X ;?a,1;:y fJl~~~- in :"'le
f~teps oi tile orner programs. v.-nicil cC'lJjd relauve!~; ea..q1y rea'll! vaccinators.

BESTAVAILABLE COpy
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basic health workers. and medical sraff for clinics from inside Afghanistan and
bring Ibem to Peshawar for training and supplies. The only way to SIart was to

test the f~bility of different approaches and tty any approach thaI showed a
~ JXObability of success. The fU'Sl step was to determine the extent 10

which male s&aff could provide mm: information and services for women's and
children's beal.1h. The objective would be to expand !he role of !he dpproXimaIely
i.500 BHWs trained by the project to focus them further on practical MCH
interventions. The second step would be to fmd oot how to recruit. train. and
staff clinics with female JnC1itiooers. who could in turn train iUiternre~
in the village. especially d:m. The scarcity of professional female health workers
meant it would also be necessary to explore how the project could expand the
pool of illiterare and educated women trained in bealth. Although the PVOs in
Pakistan were grdduating classes of ;uid-Ievel "lady health visiton.- it was not
clear if this pool of refugees could be motivated to retUrn to their countty. which
they had fled due to war and destruetioo. There were four alternatives:

( I) Train and send female Afghan medical personnel from Pesha~-ar to
Afgbanislan to set up training for uaditiooal birth attendants and staff MCH
facilities. This 3pImaCb needed to be tested because the pevailing
assumption was tbal Afghan women ~-ould not readily cross !he 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 ~ villages with supplies and knowledge of training t:raditionaI
birttl attendants. lbis approach would have the same coosttainlS as the first.

(3) Orient and send expatriare medical personnel from Peshawar to
Afghanistan to serve as master trainers. An expatriate woman could more
readily cross the border. Once inside she could serve as a master tnrinec for
any female medical persoonel previously identified. The Frenc.'t and
Norwegian committees were already using this approa:b. and it warted well
where they could locate an Afghan nurse-midwife who could carry 00 the
wort after their depaume. In some cases. the expatriate directly trained
binh attendants, hut after she left Afghanistan there was no follow-up or
referral center to support the dais woo had been trained.

(4) Recruit male Afghan medical personnel worting insideAf~ and
have them come to Peshawar to become masrer t:raineJ'S. Male docUX'S and
nurses could easily cross back aM forth bet'9r-een the~ they could
cften wQ[\. ~;th pi'afessiooa} women; and~ WQIJld permanently reside at
heallh facijilies in Afgil.ani--~.

BESTAVAILABLE COpy



It was so difficuh 10 find any Afghan women who couJd cross the bader,
and 10 rely 00 expattiare staff would be such a short-term, limited 3pIXOaCh. that
die fourth alternative proved to be the most viable, replicable option. Irooically,
ahboagh it was initially assumed that interVentions for women would have to be
implemented by women due 10 the separation of the sexes, the conclusion we
reached was that the program could only function if male medical staff were the
ro-,juits for training.

Imp[~mentation: 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 fOl" mid-level trn.ining of WOOlel1. the room would fall silent, and
then the advisas and counteIpar1S would smile, recognizing that wcmen's health
bad DOl been consciously considered until the MCH~ started. Fortunately,
die counterparts were enthusiastic, and slowly their Jriorities shifted so that
MCH became a repealed term and focal point. A key tactic w~ to pursue the
issue from a purely technical perspective, which would maintain the integrity of
the lraditionaJ society's culture.

Dai Training: Content versus Coverage

Dai TraiRiDg Using MeH Faci1itie5

Since a dai training curriculum had already been developed in t.~ refugee
areas, and the village women would form the foundatioo of the MCH health care
pyramid, and since the Afghan~ ofPublic Health had successfully trained
dais in the past. the preliminary target was to train a group of traditional birth
atteodanIs.. learn from the experience. and expand the training to ocher regions.

A Iraditiooal approach to training dais could be implemented in areas where
there were female staff. Of the three 01" four towns in rwa.i Afghanistan where
Peshawar-based organizations knew there were active nurse-midwives, Taloqan
City in Takhar Province was the most puminent. The Taloqan 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
woold travel to Takhar v.ith her husband.. a famous comman<1er. to start the
progrnm. After two months of criernation.. MSH reminded her of her J¥OOlise to
go to northern Afghanislan, because the passes wooJd sooo be closed by snow.
and the dai training progr.un 'W"OUld otberv.ise be delayed by eight months.
Gnfortunalely, she had changed her mind about going inside. One of the OOctorS
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worting at Taloqan Hospital was. luckily, in Peshawar. MSH rapidly organized
some tailor-made training for him on how to train dais, and be returned to
~a1oqan with a curriculmn, trainers' kits fmn the Save !he Childre.W.K. refugee
program. and some dai kits to pass out to the first class of gradualeS. He in tum
trained the four femaJe nurses, and the nurses recruited and trained the dais.

The fiIst class ran for eight weeks. covering topics ranging from nonnal
pregnancy to danger signs in children. The exper~ence demonstraled thaI cenain
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 rroject benefitted greatly from the more weU-established women's
programs in the refugee camps: agencies like Save the ChildrenlU.K.. and tre
Internatiooal 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
alrealy been trained in Pakistan. while only a handful had been trained in
Afghanistan. The lessons learned from the refugee settings and the materials
developed for the refugees saved valuable time.

Initially, all the dai ttairting programs run by the different NGOs used their
own curricula. but from 1988 to 1991 m...tiCR took the lead in preparing the
standardized Trainers' Manual/or Afghan Female Health Workers (Dais). The
AHSSP used the manual and trnnslaled the English version to Dari because it
contained research on Afghan dais and traditional health practices. relevant
Islamic quotations. and solid tedmical infonnatioo for illiterate health wOlters.
The curriculum presented in the manual is shown in Figure 7-3. Results showed
that the course aetual1y required about 10 weeks of sessions for two hours per
day, a1tbough each organization was flexible in scheduling.

The AHSSP began to issue the trainers' manual. tI3i.i'ling supplies. and dai
kits to an MCH facilities beginning in 1990. The Ministry's MCH Department
initiated an in-service course OIl setting up dai training to orient the doctors and
nurses who would be most likely to staff MCH facilities. The Taloqan model foc
training of trainers in Peshawar JXl>ved viable.

Dai TraiDing UsiDg BHWs: Emphasis 011 Coverage

In 1989. when the fust AHSSP dai training course s13I1ed in TaIoqan..
Takhar. the AHSSP's MCH Department also selected the BHWs as another
channel to~h the greatest possible nmnber of .-illage 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 Provioce claimed that it
was impossible to use such posterS of women. for it was un-Islamic to use
i!;o..agcs of human beings. let alone ferna.1es. When asked if they :ould interact
;vim tile Oais. the vast majority of BHW's agreed. Within days the AHSSP MCH
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Departmenl began planning a wortshop f(X'tIaining trainers of BHWs in order
to ca.nitaJire 00 the coverage that could be achieved through the netw<rt of
BHWs. If the BHWs could simply pass on the lessons about hand washing.
cutting the wnbilical cord during delivery with a sterile instroment. and oral
rehydration therapy. they could reach far more 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. (X' postpartum hemorrllage. which a comprehensive
course using nurse-midwives could handle. but the BHW could at least impan
infoonation to rrevent neonatal tetanus and diarrheal deaths. A worlcshop was
held.. and adai training '-mini-coun:e~ became a core component of every BHW's
training and refresher training. From then on. evety BHW also received eight dai
kits in his medical supplies. The simple kits contained the "'riD-recommended
items-soap. razor blades. string. cotton or gauze. and a nail cutter-along v..ith
packets of ORS.

MeH Referral and Supervmon System

It w~ 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,Igyn exams. The
facilities emerging between 1985 and 1989 had failed to meet the needs of
women.

One of the project"s fundamental sttalegies f()l" improving maternal and child
health in Afghanistan was.. therefcwe. to establish an MCH referral syslem
especially for women. It would have the lew-eJs and MCH staffing patterns sbvwn
in Table 7-1.

From 1989 to 1991 an MCH referral system reached its fust stage of
development in selected~ of cenual Afgh""\istan. the nortb/na1be3sl. and the
eastern provinces. Dai training centers.. MCH postS. MCH clinics. and a few
comprehensive health centers with MCH services were established. MCH clinics
were added to provincial hospitals, although they utilized experienced nurse­
midwives and M.D:s raI:ber than specialists. PI3ns f()l" the Volunteer Health
Sister progI3IJl did not evolve until 1991. with impIementllioo set for 1992.

The MOPH and AHSAs were far more enthusia5tic 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 COMider setting up special training sites only for this
purpose as bad been done in the 1970s.. MoreoveJ', coverage woold be greater if
dai training were a key responsibility of every MCH clinic.
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COIltellts 01 tile T1'tlUun' ',faalUll/or Afgluua F~.uW HeGllJ& Wortns (DtIis)

PART I: HOW TO ORGANISE A FHW PROGRAMME

THE FEMALE HEALTII WORKER TPAlNING PROGRAMME

- Introduction
- The Role of the FHW
- The Role of the FRS
- Motivarioo of Community
- Selectioo
- Number of FHWs
- Site and Method of Training
- Training Content
- Assessment
- FHW Kit
- Role of Incentives
- Supervisioo
- Refresher Courses
- Preparing FHWs for Repatriation

TRAINING TIlE TRAINERS

-Introduction
- How to Use the Manual

- lesson Plans
- Refereoce Pages

- Teaching
. Underslanding the Students
. Learning Principles
- Teaching Methods

- AssesmIents
- Definition
- Why to Assess
- Effective Assessments
- Different T)-pe8 of Assessments
- Practical Hints on Organising Assessments
- End of Training
- A Selection of Questions
- Checklists



PART D: ESSEro.TI.o\.L TOPICS

- Introductory Session
- FHW Kit. Report Forms and Resupply
- Hoole Visit Pan I
- Mierolles and Handwashing
- Household Oeanliness
- Tetanus
• Normal PregnaIl\.]

• Home Visits dwing Pregnancy
- Danger Signs in Pregnancy
- Normal Labour
• Danger Signs in Labour
- Danger Signs at Delivery
- Vaccinations
• Home Visits dwing the First Few Days after Delivery
- Danger Signs in the First Few Days after Delhery
• Home Visits to Children in tlIeir First 2 Years
- Danger Signs in Children
- Diarrhoea
- Home Visit Pan n
- Decision Making

PART m: ADDmONAL TOPICS

- Safe Molherhood
- Malaria
-Tuberculosis
- First Aid
- Helping Disabled People
- Dental Care
- Mine Awareness

Ai.....'NE,X I:
Ml'i'EX ll:
Ai~"EX ill:
Am.'EX IV:
ANNEX V:
AJI.j"NEX'V1:

Traditional Afghan Knowledge. Attitudes. and Practices
An Example of a KAP Survey Questionnaire
Quotes from Islamic Texts
Home Visit Schedule
Checklist foc an Assessment
Prime Messages
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Level of Senice

Household level

Village level

Subdistrict level

District level

ProyinciaI level

H~ailh Care in MIlSUm Asia

Table 7-1
MCH Staff"mg Patterns

Type rI Stall'

Volunteer Health Sister (MCH commwlity
health worker)

Trained dai

MCH post (female mid-level woder)

MCH cl.in.ic (two to three medical staff with
at least one female mid-level woder-MCH
officer. nlK'Se-midwife-« female doctor)

Comprehensive health center with MeH
services

Provincial hospital \\'ith obIgyn and pediatric
services (obIgyn and pediatric speci2.lists and
hospilal staff)

MCH facilities were differentiated from other facilities by offering pre- and
postnatal and delivery care. nutrition education and rehabilitation, IT vaccine.
dai training. health edceation. and eventually ORT comers. As mentioned
previously. these facilities would require female staff for women's care. given
the strict traditional ways in the rural~ Besides being culturally appropriate.
this criterion created an incentive fel' introducing women into the serwice delivery
side of the health system. which they had DOl pre..;ous!y participated in.

In the conservative area of Pashtunistan. several nurse-midwives were
identified., but they were not permitted to wort \\'ith male medical personnel who
were not re\ati..·es. Ralher than lose the opportunity to "2:nvare- this resource,
the AHSSPs decided thai a mid-level woman could be supported as an MCH
post and work independently. Eventually MCH pam could be expanded into
clinics.. or become subdistrict referral points. Where an administrative system was
functioning. these posts would be administtalivel). attached to and supen.i.sed by
the \.earest BHC or MCH clinic.
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Identifying stlff fOl' MCH clinics was slow in !he beginning. The AHSAs
snapped up the few n~midwives they bad known about In the first year eX
scuing up MCH facilities. only 11 were proposed and supplied.. as compared with
40 BHCs in me fust year of the project. After the first MCH postS and clinics
were establisbed. reauirment ofqualified women was slow. SO while efforts were
aimed at activating the female resources in the rural areas.. plans began for
training mid-level MeR officers from Afghanistan to expand the hmnan
resources.

Formal TrainiDg mWomeo to Staff the System

In the mid- and late 1980s. a few refugee organizations had begun training
dais 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 <he
refugee camps and several classes of mid-level workers had graduaIed.
Meanwhile. inside Afghanistan no formal training progra.-ns for women had been
esIabIished, 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 uaining programs in Pakistan said that the unfortunate aspect
of thi<> investment was that many of the mid-level workers were not absortled
into the medical system in Afghanistan. and in fact not even in Pakistan.
although there are no data to substantiate this criticism. It Vo~ said that many
women had taken the COImieS without. a serious intenlioo to perform services
laltt. although this was DOt slaristically documented eitheJ'. Indeed. the average
dropout rate at tbe Afghan M~lirn Women's Organization University in
Hyatabad. where 300 Afgban women auended courses in medicine. Islamic
stUdies. litetatme. and medicine. was claimed to be about 20 percent Most of the
dropouts occurred when the women got married. However. !he trained workers
in Pakistan do ha.-e the potential to be important resour.;es to provinces when
they return to Afghanistan if the interval during which they are not practicing is
relatively short. V.'ben they do renun. most of those who can sell their medical
services will fill the void in the eastern booler provinces. since 85 pen:ent of the
refugees came from these~

The project therefore decided that mid-level wOlkm would be recruited
directly from Afghanistan, and. if insufficient recruits coold be found, maximum
~ would be placed on recruitment of stUdents who would guarantee to
return to Afghanistan aftex graduation. The loog-teml goal Vo-as to develop the
capacity of the Institute of Public Health to manage and train a ~level

program for women with a primary health care crientation. Even if some
members of the fust class did not return to Afgbanisian. the training progxam
woold be Afghan-deve~ and Afghan-run. O.!mcuIa would have been
de-,~k;ped [Vi'~mi:i4inir.g cei"lU:lS insWe Afghanistan.

BEST AVAILABLE COpy
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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 flISt class of MCH
Officers gradualed in April 1992. !he MOPH's MeR Depamnenl 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~
planned to be started inside Afghanistan (in JalaIabad).

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 maternal deaths. This association is due to the potential creation of
lowered fenility. In a country like Afghanislan. which does not have the medical
or intersectoral infrastructure to deal with infant monality. a lowered fenility
would be associated ~;th a decrease in the actual 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.
obsttucted labor. pregnancy-indoced hypertension) results when a woman can
control her fertility.

The second association between family planning and matemaVchild health
is relaIed to improved spacing of births. "''hen there is an inteTVa1 -1f more than
two years between births, infant and neonatal mortality can be reduced by
half.tO

Given these ~iations. to have ign<Yed family planning as a project
intervention woold have been to have ignored half the problem of women's
health in AfghanLqan. Despite the cultural CQIL<;traiJ'lts, and the political pressures.
it was very important from a technical perspective to integrate family planning
into the women's health program.

Therefore. in the tmt major planning wortshop with the Area Health
Service Administtations in 1990. the key message to impart to the pelicy makers
was this association ~'een IJ'.alemal deaths and family planning. Surprisingly.
~;th no resistance.. the AHSAs immedialely began requesting cmtraeeptives. It
was decided that the 28-day oral tablet would be ooe of the best methods. since
qualified medical nurses and doctors were most familiar with it. A 28-day pill
(21 days' honnone with 7 days' pl2£ebo) was identified to assure patient
compliance among an illiterate population. which may have been confused about
stopping and starting eotmeS with 21 pills and counting 7 days before swting
a new coarse. Condoms were requested as well and.. in 1991. the first shipments
of both contraceptives were sent cross-border. The prirnary distribution J:Oint
would be !\1CH clini~ W1'.crv u~ w-~'"C l"',v,Ie, one committee decided to

BEST AVAILABLE COpy
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distribute cootB:eptives dnoogh its basic health cenler. The rapid acceptance of
cootraeeptives among the medical professionals was encouraging; and family
plaoning 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 ~
a topic in certain training programs. but due to the political risks of Peshawar,
the MOPH chose not supply COlluaceptives to any of its facilities across tl:e
borda. B)' 1992. however. they were reconsidering this policy.

The Volunteer Health Sister Program: A New Foundation for
Community Outreacb md Social Communkatioo

As of December 1991, ti >e only household-level intervention inside rural
Afghanistan had been ..'le~ mid visits by BHWs. 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 health; however, as the
1991 household survey indicaIes, the dai is primarily used only at the time 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 infO the household is ellen greater
than in 0Iher societies. It was therefore essential to introduce the coocepl 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 cOOh-nunity at large.

The MCH strategy aimed to establish outreach progrnms using voIWlteer
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 bealth information at a faster, more cost-effective rate than the
facilities.

The volunteer health sister is responsible for visiting the househol~ within
her community or exlended family to promote preventive health and treat simple
illnesses like mild dehydration. She is not salaried: however, she receives a
simple set of supplies from the referral clinic. She can seU the supplies as the
health S)'SIetIl moves away from donor support f<X' the sale of Q'ugs. As a
community werlei', she can promote the use of ocher health wnkers such as
BHWs and trained dais.

By 1991.. a pilot pugraro of volunteer health sislers was being implemented
in 12 siteS in Afghanistan as well as in a demonstration site at a Peshav.CD"
refugee camp_ If successful, this face-to-face form of sociai communication will
be expanded to other districts and provinces.
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Monitoring and Evaluation

One of the frustrating aspects of cross-border work was the difficulty in
conducting scientific evalualions. Evaluation did not assume the level of
em~is required by most development programs. given the emergency nature
of refugee and cross-bolder wen. Evaluating women's progxams was more
difficult due to the need to use female evaJuatOJS or surv~yors for in-depth
interviews.

However. three levels of monitoring and evaluation were possible. First. the
system developed by Field Operations \'Iias applied to all MCH facilities. When
monitoring teams traveled to rural districts. they checked to see thai the MCH
facilities were in operation and staff was present An additional questionnaire
was attached for MCH lacilities to inquire about spe:::iflC progrcuns, such as bow
many dais had been trained and whether tetanus toxoid 'W-as actually available at

the clinic. Second. special assessment teams of physicians were sent from
Peshawar specifically to examine the MCH J-TGgrart1s from a technical perspec­
tive, to judge whethe:" the programs were well managed. and to provide guidance
to the sWf on improving the JXOgI3llls, Third. the household surveys were able
to JrOvide epidemiological information on morbidity and mMality among
women and children and on behaviors related to weaning and delivery.

Vignette: An Afghan Female Health Worker
Goes to the United States

FaJrimtJ left KabJd when she was /5. traveling to Peshawar l4-'ith her mother
and younger siblings to euape the war. Her father had been abie to suppon the
familJ as a driver, but he had died a few years earlier. FahimiJ enrolled in the
Intenuztional Rescue Comminee English course and a lady health visitor course
at Afghan Medical Aid soon after arriving in Pakistan. Upon graduaring from
the health progrum. she joined the Afghan Health and Social Assistance Organi­
zation. where she worked in a refugee camp clinic to suppan her family. After
a )Y!ar of worting in the camp. she took up the opponurJ.ty to work. as an
inurpraer. With her ambition. language abilities in Dati, Pashtv.. Urdll. and
English. her quickly ru:quired. computer skiUs, and her backgroJUJd in health, she
rapidly assumed technical and administrative respolLSibilities at age 19.

Fahima stood 0111. For a disclLSslon group of Afghan women, W was
invited to present her views on Afghan women in jihad. She had no hesitation

abollt attending miud meaings with men. Polite. bllt occasionaltj a show-off.
FaJrima had IW qualms about walking into any Afghan office to accomplish a
tasI.:. despite the fact :hat many looked unfavorably upon slUhfrarJ: mobility and
forwardness in an Afghan woman. Even in the MSH office. !4-'here Pakistani
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women were quite well accepted al1l0ng over 150 male employee;, there was only
one other Afghan woman worting. Fahima's ways offended sensibilities.

When a callc~from VSAlD to nominaJe an .4[ghan woman to participate
in iDI observmibn wur in Egypt and a conference in Washington, DC. under the
Democratk PlJualism program, the obvious candidate was Fahima. There had
been only one or two other women at the Ministry ofPublic Health who had so
comprehensive an oven,jew ofthe health program that they could represenJ it in
an international conference, bliJ they did not lurve sujficienJ English-language
skills to tnilte the trip wonhv,,·hile.

The nomination of Fahima v,,'os kept fairly quiet, but v"ithin days the Jla'S

had spread. A man on a bicycle dropped off a typed letter at th{! home of an
MSH advisor. The leller threatened: "Fahima . .. has since coming to this affice
been violating the lslamic rules. This obvious 'prostitute' has been disregarding
the dignity, honour and re-'erence of the Afghans inside and outside the office
and yet she is deciding w go to USA. Please tell her that before jl)ing for the
USA she wiU have an unprecedenJed g'!nJle fly to hell. Oct. 10th is the last day
for her to befiredfrom this affice. otherwise the maaer will take an lslamic and
logical cOllTse and hope the shadow of death will not cover YOIl honourable
mtldam who is assisting her. . .. ,. The author ~gned himself "Organization of
Afghan Muslim YOlllh."

Fahima initially reacted with anger, bliJ as the morning un/aided, the anger
turned to fear and pessimism. She ~-as stilI determined to make the trip. the dille
for which was quickly approaching. Emphasizing the prop<Jsition that she was
the best representam'e of her coUlllry. she spolce proudly about how she would
maintain he, Afghan ....alues and tradiliollJ when she met people from other pans
oj the world. She would even wear her chador in America.

A representative from the V.s. Consulate appeared at the next MSH staff
meering, where the threat was laid out among the ser.ior local staff. These highly
reputable deputies were obviously surprised but agreed 10 spread the message
inside and o~de the office that MSH would not tolerate such behavior. The
presence of the consular official sigr.aled thal the V.S. governmer.t was aware
of the incident and would act if the threat were carried out.

On Novembf!r 9, 1991, Fahima was on board lhe airplane with six other
Afghan women flying :0 Egypt and America. The exchanges were particularly
constT" ... tivf! in Egjpt, because the Afghan .....-omen couId see their Musiim sisters
Tll/U'Jtzg cooperatives, health programs. and schools and discuss how Egypt had
changed from bdng a highl)' conservative society. III the V5.. Fahima
SlU:cess[u1I)' presented her coun:ry's needs for resources and trained personnel.

On the last ,..igill of the conference. before lhe Afgitan women Wf!rf! W travel
to West Virginia for a lOur, Fahima disappeared. Claiming she was notfeeling
well, she stayed in the hotel whiie the others went to dinner. Her roommate
[owuJ t1r~ 110ft! shf! had left, which said she wl)uld no! r~turn fa J';l.mtar., ~
tr.aJ roO famii:.; and v.hers would under.stanti.

BEST AVAILABLE COpy
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Kabul-based Program for Women and Cbildren

Kabul had always been relatively progressive compared to the rural
coontryside. but the communist regime installed coeducatio., and supported
women's organizations. 00 the health side. the Unired Nations was a key player
in lYOO'oting child sutVival and family planning.

In 1988. according to the Kabul government and prior to the estabfuhment
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.il Aa:ording to verbal reports. these clinics were geneIally poorly equipped
and there was a lack of government support for health education mater'.a!s.

Anational EPI program had been launcl1ed in Afghanistan in 1977. but due
to the Soviet takeover and the ensuing war. immunization activities became
cor.fined to the Kabul area Between 1984 and 1986. an intemive EPI campaign
started again in Kabul with {jNl:CEF~e. Coverage of children under one
rea:hed 35 percent. and 54 percent of women in the 15-t0-44 age group
reportedly received tetanus toxoid. An agreement was then rea:hed between
mHCEF. the governments of Afghanistm and Pakistan. the Seven Party
Alliance. and UNHCR to extend the program to areas outside Kabul. In 1987-88.
the Kabul-based EPI program expanded to include 7 additional provinces:
Parwan. KWlduz. Herat. Balkh. Samangan. Laghman. and Baghlan. Coverage in
these provinces was subject to the local security situatioo. bot the program
rea:hed populatioos which were bolh inside and outside government comrol.12

This ~cross-line" activity was quite common for vaccines and for clinic SUWlies.
There are sL"ries of medical doctors working foc the regime who would share
their supplies with medical colleagues working on the mujaheddin side. The
~ were as porous for medical supplies as they are for trade.

A national program for control of diarrheal disease (CDD) started in
Afghanistan in 1983. although the local production of oral rehydration salts had
begun in 1980. The government's COD program was limited to the Kabul area
due to the distmbed political environment. aod according to evaluations. the
Kabul-bdsed COD program was not COIISidereu an effective oogoing )X'Ogf3IIl.1J

The semi-autonomous Afghan Family Guidance Association has been active
in places such a<; Kabul, Mazar-e-Sherif. and Herat City. UNFPA and IPPF bave
both been invol\-e(} in family planning. In the 198Os., the family planning
program used mobile family planning ootreaeb teams. MCH clinics disttibute
con~es and many have a family planning staff persoo. However. family
planning clinics commonly suffer supply jX'Oblems. ~ is the case with most
clinics in a oonfimctional system. Due to ecOllOO1ic pressures. demand for family
planning in Kabul appears to have increased since a decade ago.

An information-edocation~unicationIXogrnJIl supports tre Kabul-based
hea1ih effor"LS. partic'Jlarly for EPI. ·'1't:Ie"is'JOO. radio. newspapers. public



annouocemcoIS. and billboaJds have been used 10~ public awareness.
TdevisioD bas been me most widesprt2J mediu", in Kabul for 1bis purpose. and
pobtic aonouncemenls are aired about \'3CCiDes. ORS. drug abuse. and alcohol
abuse. Mmt homes in Kabul. except for the very poor. have television and radio.
whereas teJevmoo is rare in ruraI AfgbanisraD.

An ironic twist to the issue of women in development is that the KahuI
regime did train large numbers of urban female health woders (up 10 90 peccent
of medical students at Kabul University were reportedly women. Young men
were puUed from class and. put inro the aIDlY.). How a future coalitioo
gO'YefDlDeOt will deal widI the~ cl WOOlen's health is a question nobody can
answer with any confidence. It will depend partly Cl1 whether Afghanistan is
cootroUed in the future by a ftmdamencalist regime oc a moderate govemmenL

Lessons Learned from the Women's and Children's Program

In tM Old. how can we fUISl4,'er to Allah if we have neglected this
~g~ of tM population?

Afghan COOJ1terpart. 1990

In the first two and a half yeatS. die AHSSP established over 30 MCH
facilities in rural Afgbanistan. trained over 200 dais in a comprehensive course
and probaba'y over 4.00:> in simple teeboologies, initialed family planning
se:rvX:es imide Afgbanisran. started a mid-level uaining program for Afghan
women in Peshawar. increased the number of professional women in the AIG
MiD$y of Public Health frcm 0 to 13 percent, and sowed the seeds for public
beahb ioterveDtioos at the household level with a social commmOCatioo strategy.
The dai training lacked any supervisory oc refresher uaining sy~; some MCH
facilities were undedunctiooing with limited boors of opemrioo; coottaeeptives
were limited to a few facilities. However. it is important to keep in mind how
to measure the improvement in health services for women and cbildren in
Afgbaoislat The situalioo~ bIe3t before die war. The presence of tanks and
bombs and die desuuctioo of infrastrocture during the 19805 deepened the void.
But die geDeJa1 trend for increased demand for MCH sen-ices was encouraging.
~ tremendous seclKity coocems for women's JXUgIalD5. It is only because
the Afghall iDstitutioos/adminisoos and medX:al workers ha~ recognized this
need Ibat me transition from war services to MCH serv:~es could COOle about.

Wbat Iessc-os have been learned?

For program planning, compare tM magnitude cfl4l(JT deaths to deaths
reSMltingfrom di.sease. 'W1Jeo you compare the magnitude of~ doe
to war with the magnitude of dealbs and illness caused by d1sease. it is
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obvious that f(r raIiooal beaI1b system development the primary health
care approach with empbasis on MCH sbould SliD form the basis of the
health SysIeID. even tboogb that system may initially ba'iC a military or
first aid eIIlpham.

/11 a strongly traditional. Islamic scciety it is easier to gain tire
confidence of W community by[ocusillg inJervenJions first on children
10 decreau child mortality. and tlrLn on WOMen. Everywhere in the
world tIae is a belief in saving children's lives.. In a society that obeys
the~ of purdah, proCecting and covering its women from outsiders.
a focus ~ women is threatening. To develop trust and credibility f(r
health programs. it is e.mer to begin with a strategy aimed at children.
Gradually, as people accept the techno\ogies for saving their children's
lives. credibility is estabIisbed to move one SIep furtbet to the beaJtb of
the newborns and WOOleD. At the professional level as weD as the
village level the lint can then be made between children's health and
women's heal-J-..

Distinguish the technical issues from the socioculJuralJpolitical i.ssJles.
When introducing changes that can be interpreted as Western ways. it
is exceptionally imponant to clarify technical issues and goals. While
the expattiale advisor aims to reach the goal of lowered maternal
ma1ality through family planning. tra'ning of women, and impoving
tbeir stalUS by involving them in the wort force, all of these objecti~

may be pen:eived as Wesaem ideals. particularly by~
cooserva&n-e tn""bes.. or villagers.

If !be sechnical ob~tives are laid out for policy maters-f(r example,
25 to 50 percent of maternal lives could be saved by family planning,
or dai uaining is essential if 66 percent of rural women are delivered by
onuained dais, or it is necessary to in'f'Olve female outreach workers to
go bouse to boose to re:d1 women and newborns wbo are corJined to
their homes in the system of purdab----tbe public health decision makers
will sttuggle with the coostraints and implcmeotalioo issues to come 10
a solution. Development wort for women in an Islamic society ensails
finding the balance between maintaining the integrity of the culture and
introducing 1ecImical changes thal may be perceived as counter to the
religion. traditiom, (r potitica1 powers.. It is impcnmt to recognize tbe
political, religious. and sociocultural milieu. rot DOl to lose sight of the
goal. Pal more simply. '"Carry OIl, but within the local contexL"

Build critical mass. The critical step in initiating !:he women's health
prognun >TrdS to build a>Tr1VeDeSS of the~ among the counterpart



policy matm; and decision makers. Since they were predominantly
medical docta's, they accepted the women's health strategies. Given
their aodoity, they in tum could influence health worteI's all the way
down the sysrem. Field SIaff recognized the bealth needs of the people
OIl a daily basis, so they were geuer.illy p:epared to accept the
in1rneDtioos. Most counterparts were genuinely interested in ameJi<nt­
ing the bealth burden of women and children, but initially they were DOt

able to discuss it openly 01' implement changes due to the political and
cultwal environment. Afghan deci<;ion makers had to resolve some
conflicts.. became individually they could be open to ideas at a teebni<:a1
level (especially family planning), b\:t due to~ from mullabs
and fundamentalist parties they could flO( speak out. Outside of
Peshawar. the demand fOl' MCH services wac; high, SO once an MCH
clinic was started. other women's programs could be implemenled. In
Peshawar, fOl' example, ~ mentioned above, the ministry chose flO( 10
provide contraceptives, whereas lite Area Health Service Administra­
tioos quietly chose to distribute pills and condoms.

When constraints are ruunerollS. flaibility is essential to accompluh
anything. This unique project could not have been carried out without
an~ between AlD. and MSH to be flexible. Like~, from
the Iedmical SWIdpoint, the way to accanplish things ~ not 10
become rigid. One example i<; me instmce of a PVO which tried 10 start
a full-scale MCH program in an extremely conservative area where
there were no local female medical W<Xkers. Radler than adapting the
program to the resources and envirooment, the PVO loot four years 10
~Iop its MCH program ill ooe village. This decision 10 stick with a
uadiliooaJ MCH program even though the model did DOt apply was not
cost~ffective. It would have been betIer to adapt the MCH interventions
to the resources by~g male wcrtas 01' to select a location where
there wac; a nurse-midwife around whom to build the progI3D.

SiJJlit.ly. me constraints inspired new substtategies. for example. using
male basic bealth wc6els to impmt infoonation and supplies to dais..
and looting at Ibe feagOility of using illiteraIe community women ~
injectors to assist mobile V3CCination teams. Try anything wi1h a
reasooabIe ch:loce of success. but always coosidec impact.

A pMlos<>phical commitment. amcmg 1M donors and collllterparts, to
eqlli.ty and to the riglus ofwo1ntll in ~ jihad made it possible 10 SUl11

bringing sen-ices to flu wrtIerserwd. The difficolty is moving imple­
mentation of a women's progxam from "impcssibl~" 10 "'maybe
possl"bie- 10 "defioileiy aciUevabie- can be reduced by a pbilosopbical
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commitment 10 equity, The womeu's and children's program was more
difficult to implement than ~ programs. It required separaIe

buildings for fc:maIe staff, special transpat for women canying them 10

and fn:m the office. and an occasional armed guard stationed at
"mixed'" male and female workshops. There ~ a parallel here with
regard to starting beallb services for any uoderserved group or area. An
area in which it is difficuh to implement beallb (XOgl'aIDs will often
remain underserved. because it ~ easier to wort. elsewhere. and so the
cycle cootinoes.

1. However, 44 peIUIlt of women reported that they could visit a basic health center
uoesccrted by a male under oonnai circumstarx:es ("'A Health Survey of Three Provinces
of AfgbanistllD" [Boston: Management Sciences for Health. 1977]).
2. James P. Grant, 1M Stilte of tJr,e World's Childrm. UNICEF (London: Oxford
University Pn:ss, 1992).
3. EI1en Krijgh. "Health Statm of Afghan Women and Children: An Assessment of
Treads in 10 Refugee C&nps between Hangu and Thal. North West Frontier- Provim:e.
Pakislan," Intemalional Rescue Committee.. 1987.
4. Ronald W. o'Connor, cd... Managing Heallh Systems in D~ing Areas:
Exp.eriences from Afghanistan, Lexington Boob (New York: D. C. Heath, 1980).
5. Youssef Tawfik, Orrw Bahaand, and Bedshab Saleh. "Demographic and Health
Household SUIVey in Afghanist.!" WlIl'dK Province" and "Demographic and Health
Household Sorvey inAf~ Takbar ProvUK:e" (Boston: Management Sciences for
Heabh, AHSSP, March 1992).
6. Tawfik et 31. 1>emograpbic and Health Homebold Survey: Wardat Province" and
"Takhar~."
7. A W. Brann, Jr.• WHO Collaborating Center in Perinatal CaR and Health Services
Research.
g. Detxnb Maine et aL. "Prevention of Mak:ma1 Dealhs in Developing Couotties:
Program Optioos and Practical C-;nsiderations,- bacqround paper JRP&Ied for the
IQtemaIiona!SafeMotbemoodConference..Nairobi. February 10-l3. 1987.
9. Jodi L. Jacobson. "The Status of Family Planning in Devdoping Countries... in Hea1IJa
Care ofWomen and Children in Develcping COfIlIIries, eds. Helen Wallace and Kanti om
(0aIda0d. CA: Third Pmy PubIisbing. 1990).
10. A. W. Bl'lIIID. If" WHO CoIIabonting Center in Perinatal CaR aod Healt:b Services
Resean;b in Maternal Child Health..
i 1. "Prog:rwnme Assistance to Afgbao Women and Children for Submissioll to the Office
of lbe CoonImaax" (Geneva and New York: UNICEF. October 1988).
12. UNICEF, "Programme Assistance to Afghan Women and Children."
13. "Emeqem;y Relief and Rebabilitation for Afghanistan." WHO Opentiooal Document
within lhc Seaewy General's Appeal (Geneva: WHO. Seplember 1. 1988).
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Chapter 8

Logistics Management

VimaJ Dias

The Early 1,.

In the early 19S0s. the Swedish Commiuee for Afgbaois1an and the French
PYOs (AMI.. MSF, and MOM) had acquired experience in rep:¥"kaging drugs and
medical suppOes for die extreme conditions of trauspOrt in roral Afghanistan.
Their experience provided die baseline data for the kit contents needed for
different facilities and health woden. as well as for cr.mntiti~ needed for
different supply :nten-als. SCA already bad four different kits for four level<> of
beaIth workers. The French committees used kits for facilities which ranged from
clinics to 3O-bed hospitaJs with 1aboollories. x--rays. and operating rooms. The
WHO and UNHCR recommendaIioos for eso;ential supplies needed for different
levels of~eocy facilities were also Iak:en into accoont, as were die surgical.
x-ray. laboratory, and dental kit ISs of~ sans frootr.res.

Initial Coocems

At the start. drugs were purchased from loc:l1 suppIiets, and spreadsbeets
were used to follow orders.. stocks in Peshawar, and shipments across me border.
By the end of 1987, it became clear that me program would expand rapidly in
the oen two years. as DOkd in Figure 8-1. iGl Issues.... AD drugs were listed
lIIIder their gereric names and each was given a code number based 00 the WHO
essenIial drug c1assi6carioo by tbernpeutic class. All omer items were also given
cOOe numbers, wbich made bandting by oomnedical and functionally iIlitel3Ie
warehouse staff much ezier. The master list. kit 1isIs, and orders were
transfened into dBase and the KITPt.US system was develq)ed to allow
C3kaIatioo of 1inDr.: {X'OCUl"'..meDt needs of each item, based 00 projeaed
resupply dales of already fielded BHWs and clinics, and the initial supply dales
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of pJamed new BHWsand clir.ics. One anomaly in abe sysIeD1 was that a celtain
percentage (m the beginuing about 50 peat:eOl) d abe BHWs would be supptied
every tIKee moocbs. The D 1 carton would take the place of a D C3l1OO every
odIe:r supply. so those BHWs were tracked separately.

Medical supplies reached a level of 300 tons annually by 1989. virtually aD
tnasported in small quantities to disparate locations across a 2.ooo-tilometet
border. Map 8-1 shows the supply regions used for Ibis distribution. Six boodred
items. many of tbem time- and dislance-sensiti...e. bad to be organized and
disttibuted through informal channels tbal varied cootinuously becallSe ofweather
and war. as well ~ floctnating destinalioo points and recipienlS. M<XeOVeI'. the
objective of redeveloping Afghanistan a«kJed to !his burden the cba1Jenge of
worting with local Afghan t!OO Patistmi colleagues. who had almost DO

experience in Icgist:ics. to creaIe and operale the process essentially ovemigbL
Logistics SU:-J\'OR constituted a series of related actiyities critical for building

a health delivery system in Afghanistan: procurement,~ng. kit assembly.
and dislributioo. These activities accomted for over 45 percent of the cross­
borda beabb budget

Mally maoagen responsible for bealth services in developing countries do
DOt fully appreciale the need for efficient logQics systemS. This leads to large­
sc:ale waste of valuable resomces that these countries cannot afford to lose.
patient dissalisfactim. and loss of confidence in health services. The UDusoal
na!Ure of Ibis cross-bordcx program made efficient logistical systems necessary
from the Sl3rt.

A cross-border logistics system based in Peshawar f(X Afghanistan also
requin:d dealing with additional constrain~harsh climaIic cooditiom., a war-ilIn
country. and poor transport facilities increased the need for good logistical
planning. A wealth of experience was acquired in the late 19805 in developing
and mainlaining the logistics system.

All Battles Need Good Logistical Support

No baaIe can be woo without good logistical suwon. as was evident in the
recently coocJoded Peman Gulf War. However. very few ~iate the gigantic
effort and meticulous planning that was inmlved in moving so many men and
heavy ma:binery to the Middle~ and bringing them to quick combat
readiness. under very difficuh conditioos.

Close parallels can be drawn between military logistics and medical
logistics. In fact. medical logistics builds 00 methods that were disoovered by the
IlliIitmy many years ago. Even tbough MSH is not involved in miliIary
operaIioos in :my way, developing and maintlining Iogistic:;aJ soppat systems bas
been quite a battle. in many respects. Maiolaining efficient medX:3l logistics
systems. even in peace time.. poses many problems fO those working in
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Figure 8-2: Ready to go. Supply kits were assembled in tmils that could
re amied ~y~~ 2e'.i.1"f'2ls.
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devdoping coontries. Given !be situalion in Afghanistm. providing cross-border
logistical support certainly warranted adler special coosideraIioos. In <Xder to
meet this challenge. !be AHSSP borrowed many military logistics systemS and
pucedures. such as !be use of kit systems. In addition to these old and
estabIisbed teelmiques. tbe IXOject also used :nany modem techniques. Some eX
these techniques. both old and new. are described below.

Organization of Procurement and Waretousing

From small begimings in 1986. the MSH Procwement Department and the
we~ purchased. warehoused. and shipped 1bousaods eX metric toos of
nulical and other supplies, worth many millioos of dolli.l's. to Afghanistan.

Since evezything is achieved through peq>le. attention was focused 00

human resoun:es, and 00 creating an effective orgaoizaIion. The Procurement
Department grew to consisl eX five persons. including the Procmernent and
Supply Management ~. While 3D external procurement agent (Ronco
Islamabad) was used. the key functions of coolI'Oll.ing inventory. fOl"ecRJlg tit
requirements. undertaking local purchases, preparing product specificaIioos.
prepaa ing budgets. prequalifying ~. and tracking orders were still
undertJten by the MSH Procurement Department. (Beginning in 1991. the
Department was al<;o respoosibIe for' procuring drugs OD behalf of two 00Jer
NGOs. Mel and IMC. undrz the combiDed procurement system~ by
A.I.D.)

Maintaining a procurement system i~ over 600 different items with a smaD
scaff required a high level of productivity. wtlicb was promoted by sevecal
practices: good communicatioos. recruitment of qualified procurement s&aff. me
of applopriale computerized management infonnarioo systems. efficient
warebouse IJl3IJa8CIDCDt. and sound procurement pa;:tices.

Free and effective COOlIDUlIicalio minimjzr.d confusion.~ and tbe
need fa redoing wod.. A smaD staff also mjoimjred agaoi.zabooallevels and
required informatioo sbaring aod recognition of mutual dependence, wbich
required attitudes not always valued in Muslim cuJtures..

Wbile !be cqanizarioo of JXOCUIement was simple (as iDusb~ in Figure
8-3. "Organization Chart of Procaaemeot Depal1mcotj. mucb time was devoted
to reauiting sui1able pmoooel MSH bad eucmtWS difIiculty in fmdiDg
qgalified professiooals in ~war. Afghan ~essiooals eX the Je"Ycl needed
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were DOt available. Pakistmi pbannaceutical professionals had much more
attractive oppcxnmities (good salary and benefits) in dJe pivate sector, as did the
computer people. Mnover. me Gulf SlateS recruit extensively in the PatisIani
medical and paramedical martet. The first two pIlarmacists hired were from
Lahore. but dJey ooly saayed a short time; Peshawar is considered 10 be 00 the
frontier of the Wild West by other PakisraIm. Only on the third attempt~ a
pbcsrmacist. a qualified candidate from the NWFP, successfully recruited. It also
kXI nine monlbs and 45 candidates t") recruit the Afghan procurement assisIaDL
EV(.Jouany. providing oecess:vy uaining and motivation led to capable staff and
a big!! level of puduct.ivity.

The preparation of comprehensive job~ helped minimize
confusion and dupl.icatioo of wOlk. '=-;~'. defmed genernl and specific
respoosibilities cootribuled signifiwm:. .::; ~i ..;.ding a small but sttong procure-­
ment team.

Coapvterized lDformatioD Systems

Informalioo is the key to logistics decision making. and the need for suitable
infamation sysrems was recognized early. Key procurement opeJ3Iioos were
studied to assess the type of informalioo needed and me best way to process aDd
disseminate iL

The complexity of dala-bandling operations for rapidly expanding
pI'OC"'.....M1wrrPem'"'ent and wa: 'Jusing activities canbined with limited staff availability
JXOIIlpted the widest- ad use of computers to meet many informalioo needs.
Se..-enl important 3( ,ties required development of special-pw-pose computer
packages and traini The Drug btventory Cootrol Package (DICP) and
KITPLUS for kit ma...gement are two eumples. (DICP and KITPLUS are
~bed in detail later in this chapter.)

Using computeI'S paid ricb dividends in many ways. including: high
produ:tivity wi1h an extremely limited staff; ability to handle large volumes of
daIa efficiently and confidentially and to respond very quietly to emergency
situalioos; and promotion of computer literncy among statI. All dlese benefits
allowed the generatioo of key information for decision making and produc!ion
of reportS for finalk.iaI accounting and control.

Starting in May 1987 with a few small rooms in a rented bouse in
Peshawar. the MSH warehouse grew to a capacity of over 2.300 square meters
of SIOr3ge. Beginning in 1987.o\lCl' 1,100 metric tons of medical supplies were
warehoused. made into kits.. and issued to Afghanistm. F<x' these operaIioos. the
warebouse emp40yed about ffi w(ri:ers, led by an ex-Air Force Lcgislks officer.

BESTAVA~A8LECOPY
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Opermoos of abe warehouse were divided into four main~ the
receivins section. the bolt store. tbe clean room and ~bly area (where
repackaging and kit assembly take place), and the tit store for completed kits.
Figme 8-4 i1!usttaIeS abe <qatU73tioo of Ibe MSH wareboose.

The warebouse employed a large number of persons, mostly Afghans. for
labor-intensive wat. Since most tW no experience in materials management.
their training. use of correct metbods, good supeTVision. and discipline were
critical to efficient operation. These were a:hieved mainly lhrough the efflXtS of
the warehouse manager and his team of dedicated staff. The~ec'sAir Force
backgroond. traini'lg. and dedication certainly helped in making it a model
warehouse.

Over three million dollars' wooh of drugs, medical supplies. and equipment
were procured by Ibe IYOject in 1990, consti~ting the largestc~ incwred by the
project. From the outset. the teosioo between speed and accountability highlight­
ed the project's challenges nowhere IIIU'e vividly than in procurement logistics.
The political presswe and refugee envirooment created calls for immedi.are a;:tion
and results; on the other side were two equally compelling forces: our commit­
ment to foster Afghan development and the knowledge Ihat we were responsible
for pmlenl. authorized use of government funds. HelICe. it~ cmciaJ. to employ
good policies. systems. and procedures for procurement and related activities.
while abiding by Al.D. procurement regulations. This section describes the
practices employed in some important areas of procurement.

What Was Procared

At me inception of Ibe project. attention~ focused on procming about SO
drugs and a small range of medical supplies for a few basic health workers
(BHWs) aDd clinics providing primary health care services and treating injured
mujabe<kiin. The rapid expansion of health services and IIaining JWgI3IIlS fa
BHWs. dais. and doctors over a one-year period (1988-89) meanttbat 1be volume
and r.IIlge of medical supplies provided in the fonn of kits expanded to about 25
different types of initial and resupply tits. Over 600 individual stock items were
used to assemble these tits.

In additioo to medical supplies. the Procwement Department procmed an
otber soppIies required for health services. including offJ;:e equipment.
compulels, vehicles, and genetatols. Doring 1990, the total worth of the
equipment oo:Jered was $571,332.
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"'I!lure 8-5: Field kit. The health worlcerg were uained and supplic<l with basic tools and materials for providing basic health

care and t'or trellling war Injuries.
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Use oIa Ploc• .-est Alml

0vetaII A.l.D. policy f(X" activities in Afghanistan mandated the use of a
caJttal procurement ageoL Therefoce, the MSH ProclRment Department
deIennined what, wbeo, and bow much to purchase and which suppliers to use.
()d)rz ~uremeot functioos, such as identifying suppliers, inviting bids.
receiving quotltions. and making payments to suwJiers were carried out by
anaber agency based in Islamabad. While a cenll3l procurement agent may have
been logical f(X" bulk assistance items, the detailed requirements of medical
procurement were beyond the experience ~ this agent and would have been
mae efficiently haodled directly.

Soan:es 01 Sapply

There are many pocmtial sources, both nabonal and intematiooal. of drugs
and 0Ihe:r supplies. Suilable sources are imponanI. since they have a big impact
00 price. quality, and delivery. Hence.. the project's policy was to procure drugs
and other supplies from sources in Pamtm and to import ooly those Ihal could
DOt be readily pun::baied in Pamtm. 'I'1m policy worked well and he'Ped to
reduce die cost of goods purchased and to maintain supply 1eaJ times of around
tbree moodJs.

Since die project spent over S3 miIlioo 5IDUally 00 JUChases. mast of it 00

drugs, it was particuJarfy impMant to obtUn good value f(X" money. "I'Im is
especiaDy Iroe fm- drugs, where quality and prices vary widely. Three major
martets bad to be considered: the PdkisIani martel close at band; the intematim­
al dlUg martet., widI its multiple sources and pices,. complicated by delivery 31ld
quality~ and the US. martel. widl its widely recognized stlDdanJs of
quality, COOlbioed willi tbe fa:t tbal the dooor wz IiIelaUy the ,\meIao
taxpayer, through AlD.

The pbarmaceutical iodusIry in PakisIaD. ranging from smaD-!aIc
maoufa:;tmets to local affitiales of big multiDabooals., bad devdoped quiIe
rapdly o..u tbe last decade. Manufacturing. quality cootrol. aDd prices varied
cooside:abIy: die difl'aeuce in cost could be • mocb as twelvefold. as in the
ca'le of a muJtiviIamio compound. Hence. identifying manufacturers prodocing
good-quaIity drugs at reasooabIe prices would be one of the biggest cbaDeDges
facing the Prooaement Department if local sources were used.

The canpetitive intemalional mnet would have offered the most choice
and the best pices; however, lead limes fix" delivery by surface would be loog.
air sbipmeot would t:.e~ve, and pm was DOt as critical in geUing sw1ed
as reliable suppIkn clo5e at band. We a stot suwIY sea;oo., when the
moumain~ were open. the most essential issue ..~ Jm'ing dmgs avaiJab1e.
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If llICCessary drugs weR stiD in inIemabonal ttaDSit when the mounlain muleS 10

Afgbaniqan closed. the entire aoss-border' bc:altb effort woold SlOp.

Some of these concems could apply to purchases from me U.s.• if mandaIed
ODder a ~Buy American" policy. and, fix' a combination of reasons.. A.ID. acted
10 permit procurement of drugs from Patistani manufacturers provided they met
quality Sl3Ddards. Heoc:e. as pan d a quality assurance Jrogram. MSH employed
a~ f(T prequalifying drug suppliers. Potential suppIie:rs were subjected to
Good Manufacturing Practice (GMP) and Good LaI:la'alory Practi<.~ (GLP) audits
by an ex:pe:rienced.. recognized industrial pharmacist. Each manufaclllI'el" wz
prequaIified to supply different types of pharmaceuticals, socb as injectables,
capsules and tablets, antibiotics. and creams. The audits resulted in a supplier
pool of about 45 prequalified manufacturers. equally divided between multina­
tionals and local companies. which were re-audited every two years.

Qaity Cc.troI

A sys&em fa prequaI.ificano is only one safeguard against poor quality.
~ desirable safeguard is~ testing of drugs (particularly high­
value ilanS and those tbal could DOSe a danger to beahh if they were of poor
quality). Unfortunately. the lack of.uessibIe 1abc:nIory facilities within Pakistan
(the ooe good 1abooJlory in Patista.'l is in Islamabad) and me problems of high
cost and delays in testing drugs aIJrI.'ad impeded this UupJll3Ut step in quality
~ Feedxd 00 drug efficacy i ..om prescribers can be~ safeguard.
but die combinalico of cin:umsaances sunwnding the war prevenled Ibis
feedback from becomiDg a useful indicaIoI.

Two years of expiry sbelf life were required on receipt of drugs. since
transit time to their final destinations inside AfghaniSWl could be as much as
lbree IDODIbs (T IIJ<lre. Tune fm snage at the MSH bolt store. tit assembly.
storage:ll~ tit SlOe.. transit to 1be Afghan border. sIOrage 81 border depocs. and
storage pri<r to osage also bad to be fa:tored into the shclf life of drugs
COdaiued in kits..

Based on the success of MSH JX'OClD""...menl activities. at the end of 1990.
A.ID. was keen to inIroduce a ccmbined JXOCurement system for drugs. to meet
drug needs of two NGOs financed by A.lD. A study cooducted in 1991 showed
th.- Quewl-based Mercy Caps 1Dtcmaaiooal (MCI) and Pesbawar-based
lnfernabooal Medical Corps (IMC) couJd benefit by using MSH's 1J'0000emeot
se:n-i:es. A comparison of jXices fa common class-A drugs revealed that average

BEST AVAILABLE COpy
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MSH eng prices were less dIaD those of the two NGOs. Fur1benJKx'e.. it was
teaIizcd thai these two organizations couJd benefit from the MSH JDCtice ~
resuictiDg purcbases to~ drug manufacturers.

Combined procurement. initiared in JUDe 1991. bz not only saved money
but~ also made it possible to benefit from MSlrs quality assurance JX3Ctices.
aod also to !DOdify lkug lists to be compatible with those of MSH. The 1aatt
JX3Ctice. in panicuIar.~ made it possible to achieve economies of scale in
procar\"2Dellt and to SIandardize the use of drugs by different dooor:s in
AfgbaniSl3O. The success of stmdardizing drug requirements will cntlinly go a
long way to",1IIds introducing a central supply system some day in Free
Afghanistan.

Use of Kits for Providing Medical Supplies

Ratimale for Usi83 Kits

The puspect of beginning and sustaining the movernen. of drugs and
medical supplies to over 1,500 b3sic heaItb wort.ers and !25 health facilities
spead aD over Afghanistan was cballenging. From the very beginning. suwIies
were organized into kits., and this JX3Ctice continued. A kit system is basicaDy
S1I1Jply driven (a pusb system). rather than tkmand driven (a ).lQll sysaem). Kits
offered several advancages under the conGitions prevailing in Afghani'itan: ease
of tr3nSpCrt and bandling; less breakage in 1ranSit; iess likelihood of pilfaage;
and ease of accountability.

The prevailir;g cooditiQm included:

limited access to Afghanisaan due to se-.-ere weatha conditioos during
wimer,

lack of trained and experienced personnel inside Af~ fa
ordering medical supplies and managing drug depocs:

lack ~ proper~ facilities within AfgMnistan; and

inai".tlily to~ prescribing habits and~ operntions within
Afgialistan.

In sOOn. kits offered the quickest way to maoage the movement of large
quantities of medical supplies under difficult cccditms.. AnodIer impor1ant
prerequi...'O:i1e for a demand-driveo system. re!iabIe commwOCalioo~
retwee.: Peshawar:me:! msde ar.d retw= :!iff;.l...lt regiocs ms-:..de A.f~~

BEST AVAILABLE COpy
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was abseuL It was simply pbysically impossible 110 ensure uoirumJpced stocks
to bealda wcxters, if lbey bad 10 communicalle dIeir ne=::cb and be supPied m
demand. Even with the tit system. BHWs and facilities often varied their supply
period. An attempt 10 estIbIisb paIlCmS per- individual failed: some of the peq>le
expected bact af1Ier 6 moodJs would be bact after 7 mmtbs one time, after 10
mootbs aoocber time. Facililies showed a pauem fOl" better compliance wiIh each
feSORlIy. While the six clinics supplied mootbly were on me a....enge 4.39
mootbs !ale fOl" the first resupply. they would be Jess than 1 month late by tbe
fourtb resuwIy.

About 25 SI3ndanl tits were deve1q)ed. An initial kit was provided to
BHWs aDd health facilities. Ther'...afteI'. resupply kits Vo-ere pI',' ided once every
six 01" twelve IIlOUhs. The initial and resupply tits were similar, except lha1 tbe
initial tits also contained durable. nonexpendable itemS. Table 8-1 outlines the
kits; me packing pian is detailed a Ia1er section entitled "Kit Assembly."

Wbile tbe tit SysIem bas seM:d weD under me circumsumces, it bas
weaknesses: variatioos in disease patterns and prescribing habits meant Iba1
certain drugs could be used up quickly. wIille others piled up. Local decision
makers gain IiUle experieuce in the logistical and financial management of drug
supply. and a proportion of the supply and its !belapeutic value are wasIed.
These drawbacks have 10 be weighed against the important prerequisites for a
demand-driven aItem"tive system: training in logistics for those invol~ setting
up of drug depots within Afgbanislan. and retiaNe communicalioo systems
between~ and different regions inside Afghanistan.

Software '01' Kit Maugers: KITPLUS

Maintaining an efficient kit system for medical supplies is not merely a case
ofputting products .... cardIxml boxes and shipping them out. Wbi1e systems and
procedures for the physical handling of tits are essential. they depend 00 a good
infoonation system fOl" managing kits. Since no suitablecomputer~ package
fOl" managing kits could be found. a special package caJled KITPLUS was
de-veloped in dBase. Its capabilities fOl" kit managemem include:

creating new kits rnpidly; deleting and adding items to tits; modifying
kit COOlents (e.g... }XOducts.. codes. specifications) and quantities;

forecasting kit requirements based 00 information provided by Fiekl
Oper.ilions, and genesaling orders~

valuating kits using multiple currencies and printing kit~ and

monilOring outstanding orders. up to the time of receiving the ordered
supplies at the "\lr-areboose.
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Table &.1
Kit SamIlUU'Y

User laitiaI Resupply

Basic Health Worker Field Kit
Equipment Kit
1 Dl Carton 1 Dl Carton
5 D Cartons 5 D Cartons

Clinic " "
Small Hospital " "
Large Hospital " "
Abdominal " "
Amputation " "
Dental " .'
Emerg~ "
Laborato:y " "
X-ray " "
Dai "
Midwife "



Forecasting and Inventory Cootrol

Forec3sting kit requiremen!s and controlling kit inventay affect boch the
availability of medical supplies ar.d the cost of operating the logistics system.
Forecasting requiremeoIs of medic31 suwIies for Afghanistan posed special
problems. A kit sys!aD was adopted because conventional approoches 1:med OIl

mabidity err past USige patterns were confounded by the war, and there were
~ constraints and large variations in resupply quantities among BHWs and
facilities.

During any planning period. the need for DIS depended on the resupply
in:erval for a partictJar fucility or basic health worker, and the la<il date of
resupply.

Usually, resupply times depended OIl 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 mootbs. based on location.

Factors like cancellations based 00 monitoring reports. dIqlouts, impact of
war, and unfavorable weatIttt coodi~often created a coosiderabIe difference
between expected res-:wIy dales and what was actually achieved. These
compIicatioos in f~ng kit~ had a major impact OIl~t

practices, storage space requiremems, and the need for buffel" stocks. Because the
goal was the rapid return of resupplied and retrained bealth wOlters to
Afghanistan. a large pipeline was needed.

Many attempts were made to imJXOve the ao:uracy of forecasts, through use
of beuer estimation procedmes. The failure to recognize the lags in expected
resupply led to some degree of OVe:rprocuremenL To overcome this problem, an
average laleness factor, based OIl a sample study, was used to adjust the JXOjected
in1elVaJs for resupplying kits. This global lateness factor was 1aIer replaced by
otbeI's to refiect regiooal differences and planned bulk deliveries to certain areas,
such as the northern area cootrolled by the Sb~-Nazar. These changes went
a long way toward makingf~ more reliable.

Manual methods for estimating kit requirements woold have been onerous.
due to the wide range of kits in use. multiple resupply u.ervaJs. and different
types of facilities. for 1,700 users. Hence. a mentHlriven computer package
called Forecast was specially developed in dBase III+ to perform this imponant
task quarterly.

Fc:m:asIs of kit requirements. in tum, served as inputs for inventory cootrol.
to help determine what. when. and how much to order. Since orders were placed
for individual items and not fo: kits. it is necessary to couvert kit IafUUements
into individual product requirements bef<Xe ord:.Ts were initiated. And because
a particular poduct could be included in multiple kits. euimaring aggregate
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reqDrements for over 600 standard items tbal were required fOl' ~bling
app:oximately 25 stmdard kits was complex.

Estimating kits requirements and quantities of each item to be oo:lered
quarterly wao; accomplished through a set of relaled computer programs. Some
of tbe important steps in initiating orders are set out below. The flow chart in
Figure 8-6 indicales these S1qJS and their major functioos.

(1) Employ Faecast progr-.sm quarterly to estimale monthly kit requirements
over a planning period of six months;

(2) Con.."ert kit requirements into individual item requirements using KITCON
program; and

(3) Identify items to be reordered and order quantities using MUL11, which
takes into account inventory pending receipt.

On one band. inventOl'y decisioos were influenced by the need to maintain
a bigb level of service fa individual items. in order to ensure an UDinterrupted
kit assembly scbedoJe and to minimize local purtbases resulting from frequent
~-oots.On the other hand. overordering could result in drug expiry. spoilage
from inadequaIe stOI'age capacity, and tie-up of capilal.

Despite Ihree-mootb lead times for purcbases and the problems of
forecasting kit requirements. it was possible to exercise good control over
inventories.. The program did~ face a major SfOC~-out. SlOCk-oulS were rare.
and kit assembly went smoothly. while last-minute, local purchases were
minimiwl Overstock:s and short shelf life Vr-ere tbe other side of the coin. In
fiscal years 1990 and 1991, ah:>ut S70,tn) wor-JI of drugs Vritb sbm stdf life
were donaled In local hospitals run by the Minisuy of Public Health. a small
amount in relation to annual purcbases of arouDd S2 million worth of drugs.

Warehousing

The key operations invoh-ed in warehousing are: receipt of items (IOCUled.

st<nge. prepaatioo of kits, transference of assembled kits to 1he tit store. and
ismance of cmJpJe1ed kits.

Receiving prudu;;ts from suppfiets ~ a very important and 0CC'3Si00ally
delicate activity. Attempts to be <Werly snXt abwt accepting products can drive
away~ and cause delays in obttining fresh supplies from aItemale
soorces. On !he oth:!:md.laxacc~proc:::dmes leave rocrn for CCIl'nl¢oo.

BESTAVAILABLE COpy



Figure 8-6
Flowchart for K.it Orders
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or acceptmce of low-quaJily and lJDS8lisf3cklry produc1s. Mainlaining a good
baIaoce is imponaot but not always easy 10 achieve.

AI abe point of receipt at the warehouse. all isems were checked for
cooformity with the SIWly cootraets established by the MSH procurement agent
based in Isiamabld Drugs were cbected mainly 10 ensme that:

the source~ currently prequaIified;

quantities received correspooded 10 conttaeted amounts. including
quantities within a sample of individual packs;

proper packaging was used;

physical appearance~g~ and

shelf life was at least iwO years or 80 percent of aYclilable life.

Re-assembly was DOt UDdertaken where it could be avoided.. At Ieast Wltil
1989. only a few illemS f€X' the BHW tit were repackaged. Repackaging proved
10 be a ma,jor undenaking. and the lack of readily available professional
pelSODDel to~ such a large scaJe operation made us avoid it wbere
possible.

For many nondrug prodacts. accc:ptance can be ccmplicalecl became of
inadequare specifications. absence of prequalifled sources, and problems ~
assc ssing product quality. Deciroos aboot whether ro accepl products were made
by die Afghan pbannacist in charge of !be receiving section. His job was DOt
always easy. since be was called upon 10 make difficult decisions.. as the
following vigrenes reveal.

These experiences demonsttaIe 1hat you can sometimes lose by being overly
eautious. However, maintaining strict pOOcit:s for product acceptance geuern1Jy
paid off by greatly reducing the receipt of poor-quality proWcts. We rejected. 00

average. 20 products per year in 1990-92. The avenge cost of the rejects was
$42.000 per year.

Vignette: The Case of 1M BfDUltzges

A loTge quanJity ofgQllU bandages orderedfrom a local slIpplier hod to ~

rejected, bectnl5e the procbuts delivered diffuedfrom lhe samples sllbmitted. The
MSH inspector rejeeud them for poor weaving, a significanl color difference,
and a gmeral look of poor quality. EveTl after many attemplS by the supplier
(and~AID. procruemenr agt1lt) to persuade MSH 10 fUCept tN consignment,
tlte MSH iJtspeetor was ~mrri!ted tf.' .r~j~r r.'te entire !cr. Fina!!)', :f',e "..a::e

BESTAVA~A8LECOPY
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was brollght to the PrOCUTt!1IWIJ Depart1nLlIt. which held a meeting with the
SlIppliu. the ProeJU"mIml ag~nt. and MSH staff to r~solve this probl~;n. At tJo~

meaillg, it MIl'lS clear thai tJoL MSH insp«tor' oS r~asons for r~j~ction w~u qJlil~

valid. W1lil~ the factors mentioned cOnlribllud to poor quality, the prodllet did
pass 1M tat for absorbency, OIlL of IN main pr~reqJUsjJ~sfor a bandag~.

Since IN qumuity of bandages in displlU was v~ry large (950,904 rolls),
r.ndiJ&g em alterntlle source cfsupply woJdd taU anotJro three monJhs and r~sldt

in a major Slock-oMt, becQlISe bandages were cOmlnOn to tnaIIy kits. Since they
were foJlllti to be IISIlble despi~ lheir poor quality. it was decided to accept the
consignmDlt. provided the supplier was willing to reduce the comracted price.
After much haggling. tM supplier agreed to a small redJu:tion of35 perceTl1.~
compromise reached was acceptable to aU, including tM inspector.

Vignette: The Case ofDextran

On marcy occasions, MSH had awarded tM contract to sllpply imravenous
fbUds to OTSUKA. a mIdtinationai company. While the contract specified
prOtbu:ts from OTSUKA Japan, tile distriblItOrs lllo:U delivering prlJdJK.ts from
OTSUKA Egypt, Malaysia. and Pakistan. which were rejec~d. On cmain
occasions, eM distriblItOr did replace lhese with products from Japun. but not
always.

To address the problem. it was decided to subject OTSUKA Pakistan to a
GMP tmdiJ. 'The cOlWLltallt indJlstrial pharmacist 14I/lS very impressed with this
comparcy and prequaIified it for the supply of alI IV jblids.

Kit~bly

ReplCkaging of drugs is an impooant step where many of the advaoIages
derived from good procmtiuent practices can be lost Ibrougb poor repa;:kaging
and anbygienic baodJing. Theretc.e. subslantial repackaging~ avoided as Ioog
as possible because of the lack. of available supervisory staff.

The ~b1y shop wbere individual items were ~bled into cartoos 10

form DIs became a hub of activity. This labor-intensive operation involved
repadaging drugs from the large pacts provided by SIJA?Iiers into smaD plastic
bags cootaining a few buodred tablets or~ (see Figure 8-7). Drugs sucb
as I3bIecs. capsules, and injectioos were cOODled mannally. pla:ed in polyethylene
bags. aDd heal-sealed 10 proteCt COOICDlS. The poly bags were sealed carefully 10
imure tbal they woo1d witbsland the extreme climatic cooditions in Afghanistan
The bags were also frequently eumioed vNJally f(X good seals.

Over the years, the warehouse packers developed the operation of packing
cartons iota quite aD an. This II'OC~ adapled many assembly-line techniques 10

incle;a<;e PltW:tivity. FurtbeI". special packing teehniqoes were used to minimize



.'Igure 8-7: Repackaging suppUes. 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 tit rontents while in tIansit to far-off destinalioos in
Afgbaoistm Bre3table and crushable i1cms were put in the middle d car10nS

where~ and eusbioned by soft items lite bandages and gauze pads. AU
cartons were enclosed by poIyedlylene covers to make them wak%pI'OOf. All tits
were marted OIl the outside with a tit code for easy identificalioo and with the
dale of assembly. so dJal users could minimize drug expiry.

Iamatol'J Reconl1 ud ComputerDed laveDlory COIltroi

~ warehouse operation 1<; complete without adequate records for
management infonnatioo and accounlability. From the beginning. inventory
tranc;actioos lite issues. receip(s. and SlDCk ba1aDces were recorded using a
man1J3l system of stock cards. This pI3Ctice was IaJer supplemented with a
compoterized inventory control~ for balk and kit store opeI3Iions. A
special. menu-«ivea Drug Inventory Control Package (DICP) was developed in
dBase.

DlCP proved 10 be valuable for exercising tight coobOl over inventmies and
respmding to eme:geocy si1Dalioos in Afgbanistm. DICP genecared daIa that
were !XX available through the manual system. including infonnatioo 00 different
barcbes of a given drug and expiry dates. batch quantifies and suppliers. year-to­
dale and montb-to-daIe information 00 receipts and issues. and oo-order
quantities and back orders. In one and a half years. the computer operaIIX'
acquired tbe neresscuy training and experience in using dIis user-friendly
package.

Future Directions

Even if peace retmns relatively quickly. it 1<; bigbly unlikely tbat Afghani­
stan will be able to build a suoog economy in the near futm'e. H so, Afgbanistm
will have to continue 10 rely heavily 00 donor~, ~ it bas for over a
decade. HoweveI". what 1<; not very clear' at present 1<; wbedIer the u.s. and 00Ier'
~ dooors tbat have pwred miltiolls of dollars into develq)ing bealtb and
reIaIed services in Afgbarristm will cootinoe to do. As discussed in Cbapter 5 00

plaming. many mapcbanges would need to be made quickly to cvmpeosaIe for
a :'igniOOmt redIDDI ill donor suppm. ComideriDg the world economic and
poIi.~.al sittl'b':Jn. and possible doo<x fatigue. cbaoces are that there will be
fewer .esources available for Afgbaoiswl in the tuure. Hence, it would be best
to coosMkr various development options Wlde:r a scenario of redu;ed oo1Side
~g.

Wbat are the implications of such a scenario fur logistics operations? Over
the last six years. funds aod teelmical assisJaoce have been a'iaiJable for
PlOCUlWg medicai supplies and equipment. tJe1Je1oping compucer usage, and
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cooIucting manasement training. Coocems about suSiainability and recurrent
COSIS CIlly began 10 surface slowly. But now we must kx* critically at logistics
operaIioos and identify key changes that cooId make logistics systems more
snsraioable. If not. it is probable that what Il&'l been built up over the last six
years wiD quickly weaken and disintegrare after the withdrawal of assisrance

Specific proposals fc:r achieving a sustainable logistics system with limited
donor support are presented below.

Personnel: All Systems Are as Good as Those Wbo Operate
Them

A great deal of time. money. and effort have been spent through the late
19805 in developing complex manual and COIDputf2'-based systems. If existing
systemS and procedures are to last. it is very impcxtant fc:r aD concerned with
their oper.Ilioo to be comfortable in operating and mainiaining them. Manage­
ment developnent and II3icing in-le w;e of existing systems are~ to
insIre Ibis proficiency. All systems are only as good as those who operate them.
Hence. the need for providing adequate training for lOOse who are involved in
Jogistics~<-.. in Afghanistan cannot be overemphasized. (See CbapIer 3 fc:r
a re1aled~ of management training.)

At present. many key decisioos regarding logisUcs are being made by
ex:palriale staff.~ c:r 1aJer. Afghans will be called upon to assmne
leadeIsbip roles and make key decisioos, with or without the help of expatriates.
Since results can ooly be achieved through people. developing people ~ one
investmenl that can bring lastilJg benefits. Therefore. training oppoomrlties for
Afgbans in general management and specifically in supplies management. as wen
as baDds-oo experience in different aspects of logistics. should be high OIl the &t
of development priorities.

The AHSSP recognized tim point and provided many hours of classroom
and m-the-job training in Peshawar in both geoeml and supplies maoageuteIIt 10
Afgbaos anached 10 drug depots and health facilities.. Pmoos from SIJura.e..
Nazar uOOer the lIRa deve1o;.'mect pogram particulady beuefiued from tbi:s
training. Such progI3ms exposed JBticipants to theoreUcaI ~IS of logistics
and <w;xtul&ilies fc:r identifying weaknesses oftheir cum:ot systems, de-..eloping
specific plam for impoving perionnance. and learning bow 1be JXOject could
provide them wi1b finaocial assis1ance for upgrading srorage fa;;ilities in
Afglmistlo.

BEST AVAILABLE COpy
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ZaJ:i is a YOlDIg man from a middle-class Afghan family. whc fled like
millions ofowr Afghans to escape from the comnuutist regw. He arrived ill
Peshawar in /989 with his brother and enured a refugee camp with W f~

Miongings he brollgJu with him. From there onwards. life was tOllgh. since jobs
were hard to find for YOll1lg Afghans with a high-school I!fbu:ation and no real
sJiils. However. ZaJ:i was akn and fonlllWu: he got a job as a janitor at tM
MSH ProeurertrDltDepcu~nt. through the personal recommendation ofQIl()!her
Afghan employu.

TN job did no: rrJ::U ZaJ;i, rich. 1;iIt at least he and his browr could move
to a OM-room apanmou iT. Peshintnr. Zob was ambitious and hard working
and mczde plans to better hims.:f!. He quicl:1y realized that karning English
wolt!d pumit him to learn otho MW t!lings. play a bigger role OJ the worl:place,
or at kast improve his chances of joining his family now In.·ing abroad. So he
started stwJying English diligently after work, an.:J dluing work whenevtr he
coMid find fru time. When he was a littk confidolt with his English. he moik
a poinl of IiZlking in English to his boss. which gave him the confideru:e Ie

practice more. He is far from being flllDJl. bill he hilS come a long way from
where he was thru y~s ago. Today his English is good ellOJlgh to M
II1ldustood by oWrs.

Zakf s English also opened doors into W world of complllers. He started
toling complltU lessons. which u.abled him to wort on simple Lotus spre!Jd- .
was and IINhnaU word processing.

He tJITned 011I to be a versatile YOlUIg man. doiJtg more jobs than the typical
janitor. His daily rolltinL iN;l./;dLd o~ra1ing W phctoeopiu. answtring the
tdephone. mating tea. prqxz:illg !JIMh for prOClUemeni sU1lf, cleaning the office.
nmning errands. typing envelopes. andfiling.

TN job of janitor was not very inleresting or challenging. bJu zati
cor.sithrs it a good investmoU for the fIIlure. He is willing to try his hand at
anything MW and is a motivated worl:o': a jack ofmtl1rj trades. bill a InClSUr of
~. It is dou/)(flll what his fimue holds. However. he is rather c~nt thal
his ape~ru:e""ill give him an advQ1llQge ""'hen he joins hisfamily living abroad
or raurns to Fru Afg1mri.stmt so~ day.

The stay of Zati is not unique. as quite a few ochers lite him acquired DeW

stills aDd iDqxoYed their liviDg stDduds in exile. 00~ Olher band. for eacb
Zati.1h:re were Daly '*-00 cadd DlX capitalize 00 the opptXtUDities av.Wable 10

them.
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While providing rnanagcmeot training. identifying suiIable persons who
could -.umc IeadeIstOp roles fel' key positims is vital. Examples abound in
which poor leadership bas bad disasuous impacts on programs and created nndl
fmsuaIioo among maoagers BDd worms. Experieoced maaagers are J3Ie in
Afghanistan and PamIao. and <patified and expQ'ieoced Afgbans curreody
atmad are unlikely III reIDm home. Hence. leaders will most probably have III
emerge from those cum:ntly in Afgbanisran ex in Peshawar, wbetbe:r they are
auaehed to other development projects ex to the~ of PuNic Health.

In the area of Iogisbca1 support, the three key ~warehouse
manager, chief pIIannacS, and canpdCr ~-respoosibIefex generating
ordeI'S and inventory control were occupied by Pakis:Mis They are unlikely to
wort in Afgbalmlan. The MinNIy of Public Health of the AIG has sbown very
linJe interest in acquiring~ maoagerneut skills. Logistical issues M'C sliD
mNmde:rstood and undervalued. If Afghanislao is to build 00 the base it bas. it
is crucial to identify pocential candidates to occupy these key positioos aDd train
them III~ such respoosibilities.

Cast comainment is perbaps the first S1eP towards sussainabiJity. Since over
45 percent of the budget is spent for~ and most of it for drugs. any cost
reduc1ioo efforts sbooJd focus on drugs.
~ activity sbouId commence with a close loot at the contents of kits to

ensure tbal value fex mooey is achieved for ea=h drug. If DOl, options fex
substituIioo wim cheaper drugs, deletion from die kit, ex a redIrtioo in &be
quantity per kit shoold be consideml. In perfooning this activity. the sysIl:maIic
cost redIx:tioo Iedmiques of ABC Valoe Analysis and YEN CJassification
Sysaems would be YeIY valuable. to balance drug costs and 1berapeutic benefits.

Tbere have been maoy auempcs to reduce kit costs O'Yef the leN few years.
but the biggest auempt ,. cost reduction~ acmel'ed dming fiscal year 1991;
in line with AJ.D.'s recommendaIion to cut the COSl oC supplies to ctioics and
bospdaJs by 20 percent, aD DIs were aitically examined. OIaoges were made
with respect to !be 10 drugs listed in Table 8-2. They involved deleting eenain
drugs. reducing kit quantities. aDd.. in ooe insIance. inaeasiog !be kit quantity.

These cbaoges resoJIed in an overaD cost reduction of more than 20 pm:eol
in clinic :ti1s. This is -r.:ty signific;uc because clinic kits account fm DXR thaD
25 percent e:t the tocal cost of aD kit iwJes to Afgbanistan

Cost reductioo :.:ffMs have also beeS'I extended to BHW k:iIs. which
ccmpri'IC nearly 00 pe:n;ent of the teeal cost of an kit issues. The most expensive
item. moltivilamin COOJpouod. used about 8 percent of the aoouaI drug budget.
Its therapeutic benefits were questiooabIe, as it was mostly moo as a placebo aDd
not fex~g vitamin deficiency. After moch debate. eliminating mullMlamiDs
from an kits resWIed in an aoouai savings of oeariy Si8(J.(XX}.
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~ as ill Kit CoIIIats

21S

2.141
2.142
5.1))1

6312
6.701
11.101
17.101
17.102
21.101
2S.201

PC2PZDCine 34Eg/ml solution
Pentazocine 25mg tabIds
Di.aupem Smg/m1 soItSion
Ampicillin SOOmg powder
0U0r0quine 150 mg base
DextraD 70. 6% wlv in saline
AllllJlinum Hydroxide Comp.
Chlordiazepoxide 5ma+c1inid:ium bromide

~1iDe1'" eye
Tripro~

(-) 50%
(+) 100%
(-) 50%
(-) 33'"
(-) 33%
(-) 33%
(-) 2S'"
(-) 100%
(-) 50%
(-) 33'"

MiIlioos of dollars' worth of medical supplies ha'lr'e been delivered in the
form cHits fa mainIaiDiJIg beaJlb services in Afgbaniostan. The practice of using
tits bas ooosi<bably reduced 1be need fa b:3dilional supply maMgemet:lt

teebniques and the need fa those wcrt:ing in Afgbanislan to mate management
decisioos about supplies. since tbe:se have been mostly made in Pesbawar m
their bebalf. largely by expabiaks.

Tbi<; ammgemeca woaId pedIaps suffice as Ioog as donors could cootinue
to tmd a supply system Imed m tits. which is bigbly iUlplobable and probably
inapprOl*iaIe.. To mate the sysIeID more affordable and S'NainaNe. MSH bas
coocentraled 00 two broad areas: appIalioo of value aualysis t.ecluriques fa
reOJcingc~ and !hereby achieving value fa mooey. and expIoraIioo of means
fO' introdl.:ing reveoue-generaling schemes like fees fa service and re't'OIving
drug fuIJ(b. In 1991, die cost of clinic and bospiIal kits was reduced by <M2' 20
percent tbroogh rariooatiVWioR oftit cooteols. as ameaos of reducing the overall
COSIS of maioIaioiog me Jop;b;s~.

When the level of donor suppc:rt is SiDlanriaUy recb;ecl Afgbaos will blM:
to undertake their own puc:aemeot activities and employ a demand-driven
system, requiring more ~icared mauagement tedmiques thaD those curreotly
used. A kit~ was selected duriDg die cmfIict as die most ~op:iaIeway
of~g large quantities cl: Inel!ica!~ quX:k2)' and safely tn Afgtani-
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stm. under difficult operating cooditioos. After almost five years of use. there
are maoy who doott wbe1ber the tit system is still serving its pmpo:se. Lite most

systems. it ~ disadvantages. oor.abIy tile 1r'sability to deal with regiooa1
1iffen:oces in demand. While Ibese are real~ the change to a demand­
driven system requires recognition of several factas:

insufficient availability of drug depoCs Ii) ~Jppcrt such a sysaem within
Afghanistan:

tile need fIX IXOviding further tnlining in logistics: and

the JXUbIems of providing aeclmical assistance through expattiaJes in a
time of trnnsitioo inAf~

lJiven tbe political uocertainties of today and uopedictable future cbxr
support. human resource development remains ooe of the best investments for
the future: MSH bas a!re3dy tIained many sta'eteepers from AHSAs and
in1iereSlOO persoos from tile MOPH in many areas of supp.'y ~ement.

However". the impact of training lakes time to be visible. and it remains uoclear
wbelbet training eff<Xts ~vide Afghans with sufficier.t interest.. tnow!edge. and
coofidence to introduce appropriare Jog=.stics systems Lf\ Afghanistan.
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Chapter 9

Financial Operations and Management

Peter Huff-Rousselle and Mary Gasper

Introduction

This cbaptfr deals with financial issues internal ro the project. "'lriJe most

of the required management fooctions were familiar, the sheer size and
compIexiIy of the Jmject made financial management quite different from
previous projects, and raised a variety of pactical issues we had never bad ro
coofront bef<n.

When we design a major bealtb pogI3IJl in a developing coontry COIIIeXt.
or wben we gear up for its implementuion. our emphasis is aImost always 00 the
-redmical~ aspects of service delivery. If we focus much anentioo on the
esseotiaI but l~ glamorous suppm functions., the spOOigbt usually faDs 00

Management Infonnatioo Systems, Human Resomce Management. or perhaps the
logistics sub-systems for pbannaceoticaJ~and medical supplies.

Wba1 we too often neglect are the logistics of moving mooey-in a very big
program. a great deal of mooey. For those who have never fomd themselves in
socb a situation. it is easy 10~ that there is 00 real cba.Uenge here: a cbect
is acbect. regardless of the number of zeroes. Ifwe think of finaocial operalioos
at all they are easily imagined~ the relatively stIaightforward activities familiar
in aBy small bINness., largely a flow of computer-«igina1ed cbecks, documents.
and replX1S.

In fact. getting the right amount of mooey to the right places at !be right
time can present almost overwhelming cbaDenges. aDd wbere the sysIem fails.,
so does abe delivery eX the health services. This is not a job for amaJeurS (or fO'
the fU eX beart!). NevetdJdess.. it is a t3I'e Jmject that foo:sees the JXOblems,
aod plans for the needed expertise from the 00ISet. The AHSSP financial
enviromneot des:ribed be%e may help to ImVide a COt'lCI'ele picture eX "'the real
worid"" of IXOject financial flows in such a cootexl
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The AHSSP bad mere I:hao its share of comple~. Money bad to be
traosfe:m:d tbrough multiple layers. with lower levels DOt necessarily under
ceniI'al cooU'Ol., given the wartime environment. In addition. there were several
major dJaonels. including die evolving Minisuy of PnbIic Ibltb. with its
bureaocracy based fOl" die most part in Peshawar. aDd parallel flows 10

commanders in the field. eitber directly CK through the local Area Health Service
AdminisuaIions. with Peshawar offices in addition to their bases inside
Afghanislao.

TIle donor environment added several additional layers to the maze: a fax
from the fieJd f~ funds woold trigger a request from the Boston Office to the
U.S. Treasury Department. Dollars woold then flow from the Treasury to Boston.
and to MSH/Pesbawar. to be deposited and cooverted into local currency. Each
step had its own idiosyocratic sysaems aM frusttations. but these were relatively
manageable. since 1Jey at~ were well known through years of experience in
similar projects.

m money to move, abe process must be managed. 0vml1l financial
planning sets the parameters widJin which detailed bOOgets are prepared. As
funds flow. the Ioc1> is closed with careful acewnting for all tIansacbons. and
reporting syslemS that feed back to managers the information they need 10 keep
the entire pucess unda coolIOl

This is ra to pretend that the ""real world" allowed us the luxmy of
financial management sysaems~ functioo like clockwork. Practical realities
sometimes mean that the budgetiag process ~ trying hard to keep up with the
pra:tical demands for~. and broad financial plans often are somewbat out of
dale well before they can be ftXlDally opdaled. Nevenheless. the futmewort is
useful for a review of die system overall.

A realistic lbaiptioo eX the system must recognize that there are~1s
within wheels.~ Loog 13Dge fi:oancial pIaoniDg sets the parameters for annual
budgets; these in tum provide the fiamewoIt: for more deIailed. sbort-ron plans.
'The project went through several long-range ylancing exeJ'Cises at key turning
points. which clteu coincided with COOll3Ct ameodmeo1s. based 00 strategic
dedsKns by the dooo£ agency. W'11bin these plaDs, ammal budgets. were based
OIl the rrogrcn's opeIiIIiooaI~ and our~ of the absorpUve
capacity of the coooterpart org:aoizaf:ioos As vrort proceeded. we pleparoo and
mooilDred qutetly projections eX disbcusements. to ensme adequaIe cac;h flow.
The accounting S}"SIem functioned 00 a basic mootbly cycle. wi1h aggregate
quanat, repoos. and ammaI 3Ddit reponing cycles to donors. 00 die whole. this
process flowed relatively smoomIy. and will be described in more detail below.
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The FinaDciaI Environment

Project services were delivered inside Afghanistan, but the Afghan banting
system was unavailable. being coolr01led from Kabul, so cross-border financial
opeca1ioos bad to be conducted almost exclusively on a cash basis. In any event.
in neither Afghanistm oor Pakistan did more than 10 percent of the people use
!be banking system: payrolls and plJI"Chases were typically in cash. Much of the
COIIlIDeI'cial trade across the border used the "Hundaift system cf commercial
paper IOUs. to minimize the physical transfu 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 curreocies.

In Pakistan as wen. althougb to a Jesser extent. the bank checking system
was DOt wen organized. particularly for operatioos involving large nwnbers of
small ~oos. Computerized checks were lDl3vailable, and banks typic3lly
~ cbeds only in mmumbered I>lods of twenty-five. On the other hand.
banking reIaIions were cordial, and the local lnnch of Grindlay's was
accommodating on most~ including expediting clearaoce of periodic large
transfers of foreign exchange into the local accounL

TIle dooor environment was one of the many unusual t;!ements of the
system. Cooceived as part of U.s. aid for Afghan freedom fighters. political
support for the bealth~ derived from those favcring purely humanitarian
efforts to provide short-tenD war relief,~ those who~ the problem
from a development perspective. committed to the reconstruction of "Free
AfgbanL<i:I3D" and its capacity to meet its own needs in the long run. Many
supported broJ goals, but there was much debate, and the decision from the
highest levels was ciear--this activity was to be fundamentlIly relief. not
~Iopmeot.This policy decision bad a very substantial impact on the naiUre of
the wort. as the sbort-range relief perspective continually raised difficulties for'
ptepa.talion of rational long-range plans. finaD..-ial or od1envise. In reality. there
was DO way to achieve the relief goals wiIbout engaging in a large amount of
..development": nevertheless, development activities regularly had to be justified
as an accepl3bIe use of project resources.

From the outset. the JXOject faced two iDcompalibJe gmls: programmiDg the
relatively eoonnoos amounts of financial resources available in the sbort run.. to
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best meet the health needs of the Afghans. trying to do SO in a responsible
IIIaDDer thai affooJed the maximmn prospect of sUS1ainabilily once the obviously
nmnbered days of esseotiaDy unlimited resources were past We wa'e under
~tial pressuae to JXograDl and expend funds at the very high levels tbal
they were obIigale(L but this presswe bad to be balanced with the obvious
inability of the Afghan community itself to take on respODSloility for managing
a prog13Rl of this magnitude. It was also clear that to use large amounts of
resources was in the essentially bottomless pit of curative services. In the long
nm. a low cost, preventive system, wt.~e much harder and slower to develop,
was clearly the only responsible way to go.

Human Resources

From the outset. we were anxious to support the maximmn possible Afghan
participalion in the administralioo of the heaJlh services in general. and financial
adminisUation in particular. Thousands of bealth workers. and hundreds eX
Ministry bureancrats. were to receive salary and 0Iber support., and we wanted.
if at all possible. to avoid the roles and labels of "paymastel'- and de facto
"employee."

In addition to the~ of health workers inside Afghanistan. al its
peat the project povided salary support for over Iffi Afghan cenb'al MinisIry
ofPublic Health employees in Peshawar. Of these, 6 employees at the Ministry's
Finance office gathered invoices to submit to the MSH Financial Management
Office. C<Udinaled payroll, maintained petty~ and performed adminisua1ive
duties.

Many attempts were made to build the capacity of the Ministry's Finance
Department, but the real world coosttaints left MSH with ultimale respoosibility
for project finances and day-to-day~ responsibility. Ministry personnel
changed const3Dtly: afta ttaining someone in bootkeeping stills. he would
invariably be replaced with an UDSkiIled soccessor. In one eighteen mmtb period.
the Ministry's Fmance Oepanment cp:raaed under 5 different Afghan directors.

Project StafIiBg

The MSH team in Peshawar included a Finance department stiffed by 5
Pakistani men and 1 wcman, and 2 Afghan men. worting under the direction eX
an expatriate Controller. Three of the Pakistani men had werted in local audit
finns and the Pakistlni woman had a Computef Science degree from a loc:al
university. The Afghan employees learnedby working side-by-side with Pakistmi
employees perfocning clerical accowting fuoctioos. Allbougb Otr hope was d:JaI:
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they woold use this II3ining bad in Afghanistan. wiIh DKre attractive opportuni­
ties in &Dvate business in Pakistao. it is unlikely tba1 they will rebJm.

Allbough our project was directed aI developing Afghanislan. we found it
necessary to IJire Pakistani< Kr finance functiom. Because project finances were
subject 10 accoonlability and audit standards of die US. government, highly
capable accounting persoooel were an absolute oecessity. Pakisaanis were
available with accounting degrees and training in audit fums coonected to the
U.S. ~Big Five." After searching for a ~ and a half in the
AfgbaoistaolPakis area. one Afghan~ found who had worked ~ a cashier
at a hofel in the Emirates. It seems clear lhat modem financial management skiDs
are not a priaity interest area for the Afghan refugee conunonity. and most of
~ who have come to die West for finance education in the past apparently
have remained there.

FiDaDciaJOperations

A visitor to Peshawar. ot&ning modem warehouses. medical equipment
and supplies.. fax machines. and 00zens of up-to-date microcomputers using the
lalest software. might be lulled u.o a sense that the health system was nmning
very much lite one in die West. Howe'ftt. if the visitor were curious enough to
explore the vital flows of money duough the system. the facade would soon give
way to an opeI3lion tbal is DKre II3ditional than modem and IIKX'e dependent on
human traosaetions than on COO1pute1S. moving a physical volwne of cash rarely
seen in most legitimale western businesses. (The recent Savings and Loan crisis
in the US. might suggest lhal much of the western financial worJd, behind its
own high-tech facad::., is also still fundamentally all too "human.")

Of the two main operatiooal ~Joops." the first roost straightforward one
involves the flow of funds from me U.s. Treasury to the field. To ~lish
this:

1. The field office in Peshawar would fax periodic castl requests to meet
operational needs-for example. a request for $500.000 to meet the coming
month's fiekl requirements.

2. Boston beadqlJ3lteLS would acknowledge the request, aDd initiate a
"draw" from its Federal Resezve Letter of Credit ('1..OC)-a very simple
process, usually done once a week in combinatioo with the draws for odJer
LOC-funded projects.
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3. A few days Iarer. the requesIed fimd<; 'NOU1d appear in the company'S
m~ checking account in Boseoo.

4. A telephone insUuctioo to the Bank of Boston would transfer the Afghao
project's fimds to the pojecfs cbecking account in the same bank. and
Bostoo would atvise Peshawar by fax that their money was now avai1able.
(These "project accounts" are lypicalIy set up at !be Sl3rt of each field
project. The field project directa has signatory power. and keeps the
checkbook fa the account in the field.)

5. The project's financW office in Peshawar would then write a Boston
account cbeck. have it signed by me projett director. and deposit it into
their local account with a Pakistani bank (a much more reliable mechanism
than wire transfers to the field. since inevitably the occasional wire transfer
seems to go asuay. with much fmger-pointing by the banks at each end. and
ofteu a need to send a Wplicaae payme:lt to meet urgent requirements while
me lost mooey is being ttaeed.) Given the volwne of money in-"oived. and
the attendant eum:ncy cooversioo commissions. it is usually possible to
establish these field accounts with a reliable local bank chat will agree to
make deposited fwlds available quickly. often on !be day of deposit.
Never+.heless. !he process does involve a coosiderable amount of "float...
with the several layers of bank. accounts involved. One recurring nightmare
is the specler of a bank failure wilh a million dollars <X' more of project
funds losI---dle recent BCCl disasteI' could have been a close call!

PayiDg tbe Bills

The second "JocaIIoq)- involved getting mooey from the PakisIani bank. in
Peshawar through the Afghan savice delivery structure to the "end users.- the
IDOSl impMaDt being the approximaIely :500 Afghan and Pakistani w<rters in
the system. whose saIaies. benefits. and expenses ail required aNi. geoerally
paid to lhe:n in individually SlUffed pape; envelopes. Tmnsponation was also a
major expense. with a wide variety of shippers for medical equipment and
supplies from~ to the border depots <tOO into Afghaoislan. on lheir
donkeys. c:ameh. <X' truets. all requiring payment in advance.

These "end lJSeIS- were part of a strictly cash economy. widt liUle nse for
bant checks. since they did not have accounts of their 0Vt1l. Theref<re. )X'Oject
cbeds drawn on the Peshawar account had to be converted into ca<iI'I and
distributed 10 ~h individual water and tnx:k driver. In a three-mooth period
during a typical busy summer. the project could buy wen over $1.000.000 of
IocaJ CUlI'eo"lC}'. A regular scene in the Fmance Office would be the armaJ. of a
rickshaw, hired b)O a money ...-ender. bringing in enough :ClSh to ro..-er two



.'lgure 9·1: Payday. Health workers had to be paid in cash. which was distributed in thick envelopes.
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dbit:Jups. Four persoo-days were required simply to count it reliably, and strong
imemal cootroIs aDd a retiable caWec were essential.

Most of the money was disbursed in PakisIan Rupees. obcained directly
from the bank at a tale of around 2S to the dollar. However, a significaot pMioo
was needed in Afghanis (the official currency inside Afgbanistao). At pe:rbaps 35
Afs to theR~ this usually me3Ilt many more cubic feet of Afs than Rupees.
Afghanis were poo:b<tied on the "infoonal" martet in Peshawar's central bazaar.
As a rule, six bids were obtained fex each biweeldy pun:base. which might be
f()(" as much as 50 ()(" 60 million Afs. Wilb the highest generally-available note
being 500 Afs. the sl1eer cbaDenge of traItSpOl"ting, safeguarding. counting and
disttibuting the cash was a whole new experience for the project sDff.

Some disbursements were made directly by MSH project employees, but
most were made indirecdy, Ibrougb the Afghanisran Ministry of Health, one of
the AHSAs (Area Heahh Savice Agencies), or some od'tt~
iDaennediary. MSH's own Patislani and Afghan office staff. as well as the
MiJmtry of Heailh stlff based in Peshawar, were paid personally by an MSH
Finance Office staff member, with signawres obIained and kef( in the project
files aioog with the ccxrespoOOing timesbeets. FOr personnel inside Afg.haniQan,
there were three basic mechanisms:

1. Some calegories of health workers returned periodically (typically once
every six mmths) fa resupply, aDd pcrlIaps fa refresber training as well,
at which time they were~ their next period's salary.

2. FO' most of the odIer workers, cash was advanced in Peshawar to an
agent wbo uaveJed inside Afghanistan. and eitber paid peoJ;le directly ()("
tmoed the money over to a local commande:I"s lepreseolative. Signalures
were obtained 3Dd returned to Peshawar, where they were verified by
comparing 1hem to signatm:e cards 00 file. The outstanding advance was
then recooeiled.

3. Transfers to the SCNA (SupervSJry Council of the Nonbem Areas)
involved the "Hnndai" system: rupees were paid to a canmercial COOlpaDy

in Peshawar, wbidl issued an 40lJ". and money was collected inside
Afghaoislan in Afgbanis; dlis procedure pnm:d to be bigbly reliable.

~ from payroll and traospc:x1aIioo operations, the prujecl involved a
majcr ~-curementcompooeu. largely tbrough the PSA (Procwement Service
Ageut)~ by USAID to support the many Afgbau plOgJ3D1 COIlU3CtOIS.

Our responsiI:::'1ity was focused OIl plamring. ordering. receiving,~ and
disttibuting tbe \. -..mmodities. Local pu.t'Cb6ng remained, from office fuluitwe
and paper to medical~ and~1e parts. Somd financial pB:tice requited
soliciting at iealt three~" fix each purchase over S300 (oveJ' SSU for pun:ha4;es

BEST AVAILABLE COpy



225

by the MOPH). As always in Peshawar. this proved 10 be less suaight-faward:
a single vendor might have tbree or more 1ettcrllead pads. with various company
names.. and submit a bid 00 each. Most cases were detected and rejected by the
Finance~ whose Pakis1ani employees from Peshawar usually had a
good idea which bids were valid.

For MSH. as a grantee assisting with u.s. government suppat to the
Afgbails, there were several sornewbat frightening aspectS to the whole financial
process:

1. Since the Governmeot of Afghanistan had no worltiog capital. money fa
operations always had to be "advanced." and it IXUved to be a continuous
struggle to get prope2' OOcumentarion to liquidate these advances. It wa<;

unclear whal would happen at the end of the project. when there was no
longer any incemive to get the last batch of receipts in. 01" what view the
audiuxs would tate 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 to Afghanistan.) In the case of theft. whose
money was it that was stolen?

3. Physical vioIeoce was a very real threat facing our Team Leader. the
Financial Management staff. and others who found themsehes 00 the "'front
line" when budgets were being reduced and jobs eliminated. 01" salary
payments were being withheld while disputes O'o'el' documentation or
policies were being resolved. in an eovirooment where many disputes are
resolved with a KalasImikov.

00 several occ:ac;ions. team mem~ received wriuen death threats, 'lDd
Ieaders of other Peshawar projects at this time were attacked by gunmen and had
grenades thrown into their compounds. In swnmary. the MSH Controller and
~ bad to adapt to a very UDUSUal eovirooment; flexibility. ingenuity. good
jDdgmeot. am a good sense of hmnor proved more important in the long run
tban specWc pior experience.

YDWK.iaI Management

Financial management systems were quite standard in many respec1S. being
detem1iDed by U.S. government requirements and MSH financial policies and
procedaKes. S<xoc of me unique elements resulted from the unusual natwe of the
project itself.
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BadgrOfllld: The b'oad political envi:rooment had a suong effect 00 finaocial
planning. In the early phases~ thai project resources were DOl tmsed 00

ao.aIym of healtb service needs, or the most effective saaaegy for meeting these
Deeds.. and the estimaled cost of implementing such a SU3legy. Ramer. resoun:es
for health were a1locaIed primarily duoogh poIitic31 coosideralions. In the early
eighties. there had been a major flow of covert~ 10 me mujabeddin for
those wounded by the war. presumably to maintain the mujaheddin's ai:.Ji+y aod
wiD to fight The transfer of responsibility for IlQt bealdl services from the CIA
to me Stale Department aud USAID added a new motivation: hlJlDallitariao
concern~ !be health needs of the populatioo as a wboIe.. at least in Ibose 3I'eZ

DOt con1roUed by Ihe Russian-suppooed govemr!lelll in Kabul. However, tbel'e
was sOIl much official debate as to wbecber the underlying goal was lemynry
relief for basic health care needs while the V'd lasted or a more sr-':emaaic
rebabililation and foundabOO for continued servkes once the war enc.kd and the
COWItJ'y suuggled to return k) ""nortnar. USAID's position remained i.~ •.Jivaleo!
tbroughoot the 1X'Oject. despite a clear policy decision (reportedly made early 00

at abe bigbesl levels) that relief. not rehabiIitalion. was abe objective. This
ambivalence was due in part 10 the inesc3paNe fact Ihat yoo C3IlDOl provide
much relief without a fimctiooing infrastm;ture. and once tbal is accepted.
dividing lines between relief and bea1Ih services deveIopmem become blurred.

In this tentative envirooment., the project stUted widl a sizeable grant
(akOOlgh modest by IaIer scaodards) providing some operational f.mds for bealdl
services.. boa primarily suppMing die leChnical assisIance to organize the Afgbao
poIiU::al~ in PakistID imo an effective mechanism for bealli.~
Fi:oaocial planning and budgeting was not Go major coocertL since the original
gJ'3Ilt agreement was based 00 a deQiled budget Ibat closely coostrained the
aDocatioo of project resoorces.

A maj<.Y qualilalive change occurred in 1986. when !be U.s. govemmeot
deci<rd.. again for political reaDlS. to ex' '.nd dramatic;!11y inputs imo the
Afghan beaJth sector. The grant agreement'JS increased from SI5 million to
S60 miDioo over a five-year period. whic:l meant infusing an avemge rA
SI,(XX).ooo per month into a system tbat reilly didn't yet exist. in a countty
wbidl ill pea;:etime had never bad a oatiooaI t-.3dl budget eveI' a fia;;tioo of this
size. (This was the size of the project ooly on paper. The grant was
"iocremenIaJly obligated.~ meaning that each year USAID added as much as was
m3de available to them. within abe S60.lXX>.1XX> totll.. and there was DO guar3D1Iee

that 1be full amoont would ever in fact maIeiialize.)
The gI3Dt had two major components. Roughly ooe-fifth was programmed.

in great detail. for the terlmical assis1aoce ;:ffort.. including a very substantial
local support sraff to beip adrninis1er the program. Because of the careful pritt

BEST AVAILABLE COpy



pbmniDg that went into Ibis compooent. IinIe subsequent budgeting w<d~
JeqUiaed. abbougb bpC:tMJih"es were careIuUy mooiIac:d • wart. pnJgreSSCd.

The odIcI' COIDpooeta was the "Program Budget." some $46.000.000 to be
used for Ibe deIiwry of services insideAf~ ~ Ibis. there was liule
specific guidanre. except tbal amwal opeaatiooal plans and budgets bad to be
de'<ldoped aDd submiaed 10 USAID for appovaI in advance. This COOlpooeot

became tile focus eX most of tile TA leaIIl'S financial planning activity.

Long-Range l'laJUling: Chapter 5, "Planning f(¥' Sustainability and Health
Impact." provides much of Lhe cootext re1aIed to Jonger-1emJ financial planning.
altbough it deals with the moader issues of supplXt for the health system by all
doooo in aggrega&e. From the narrower perspective of the~p, all planning
disaiSSions were based 011 the obvious ~)lioo &hat nothing lite !be current
level ofexternal support could possibly COIW.DUe for very Ioog. since !be political
situarioo mocivaring the fmK JIlg was eenain to change.. one way (¥' the ocber. As
the service delivery SU'IICtUre grew, slowly al first. then more quickly as the
training~ matmed. several clear concqAUa1 optioos were~

1. The system could grow steadily. absorbing greaser recurring C()ISIS ea:b
yeaI". until Ibe project. and our funds. were ended.

2 The initial t3le of expansion oould be acceleraled until the system
reached a level susrainabie for tile remainder of the project wilb Ibe
resources available.

3. The system could be expanded even more rapidly, peaking at some point
weD before the JXO.ject's end. then phasing down support dwing the final
years to end at a leveIlhal might be sostUnabIe wilb local resources and Ibe
lesomces thai doncn continued 10 provide.

The only respoosible comse eX action was the~ CQUPled with sttoog
etb1s to see Ibal fuIure loog-1mD financing for bealth services was maximized
through oew in1emal mecbanisms as weD as tbrougb donor mobilization. In fact.
pogI3ID expeudiruatS did follow this last pauem. altboogb short-term te9JWce
coosuaints 10gedu wi1b Ibe eud of the war aDd the infernal political cbaos which
followed IIJeCd tbal even 31 its peat the progr.ml was absorbing resowces 31 the
raIle of "ooly" about S7OO,OO> per mondt.

Blldgttary PlaMing !l1Id Control: MSlf/Peshawar deveJoped a reWiYe1y
sopIli9icaaed sysIem b shon4el1D pIar'.ning and budgeting. and for mainlaining
maoagemeut accoontIIb;lity. FQr each program compooenl (eg. uaining). a set eX
mriqne rost centes was developed in wbidJ the depanme&t~ coottoIled
the COSIS incmred. With each een1er a stat:mic IX' octput was designated to serve
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as a UDit eX the anouaI wak plan. aDd was used to develop lbe budget. Each COSI

ceoIa' canpared i~ budget to actual expenses and mil SIaDdards.
Subclassificalicm, thirty-tbree in aU. were esIabtisbed for expeoditw'es.,

stIDdard I> each CM~. Throogb this mecbanism.~ costs were also
delioeaIled ~ wen ~ budgded.

Formal budgetary control was estlbIished with 5 MSH managers for
Training. Field Ope:rabons. Warehouse. MCH. and Preventive Medicine.
Annually. these departments used the completed wort plan to formalize the
projected costS by c:oosubing witb lbe Minisuy foc their~ sectiom. The
overall budget contained sIaIistic budgets. sa1a"y budgets. operations budgets. and
equiPment budgets. Management control over aJ.J "Program" finances was the
respoosibiJity eX the Peshawar field office. while Boston headquar1ers oversaw
the Technical Assistance budget. since most TA costs were either incurred or
iDitiaDy recoo1ed in Boston.

For most of the life d the project budgets were used primarily for
projecting the financial irnplicati<:lm of technical plans., since available resources
exceeded the absorptive capacity of the system. Only in the final Paase d the
project., when it was clea' tbal full funding would oct be made available. did
these budgets become an essenlial100l for COOb'OI1ing C«*S. aod for detennining
the least desttuctive way 10 reduce overall support wbiJe aaempting 10 preserve
the IJKlit essenti;;.l activities.

Accounting and Reporting

Vignette: T1ae Ministers Checkbook.

In the irueuSl offinancial control, the Minister ofPllblic Health himselfwas
the sole CUStodian and signatory on the MOPH checkbook.. which was kept
lccked in his dest.. As a bllSJ mtlTI. there were nJUnerollS occasions where things
did not always go smoothly while SllCh tight financial control was in place. In
July 1989. SOfM IUlplanned disburS0TIL1IJ.j ifpa)Toll funds resulted in regwliu
MOPH employees not getting paid; they, in turn, cut offthe Minister's electricity
and held him hoSlOge in his office for a day in 120 degree~ Wllil anotMr
fvnding SOUTce was follNL

An UleMed and poinfIIl repeal OCClUTeQ when the Minister paid a lorge
1IItmber of untnItJIorized "new mrp/Q~es" from the AHSSP funds which were
then JIIUlVCliJable for regular SIiI/f; MSH re/llSed to makefurtJIo salary pay"umu
IIlIIil proper receipts were provided. This brollght forth a feverish effort to
prod1u:e the requiTed docwne1Wtion aver a four-monlh period while "other~

SOllTC~ of ftwJs weu folllfd for the "new" staff (whose roles remained
;u.s;e=iffd).
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1MM~r's ."iseli1e grip 011 project ftmd.s flow was fully braUII wlfen he

left for SalM1i Arabia 011 1M Haj with lhe checkbook in hmuL A muting of lhe

parties thDI approved a new accOIW. only for MSHIAHSSP fimds. with two
signatlUes. neither of which was lhe Minister's.

Within !be Afghan Interim Govemnent (AIG). !he Ministry of Public
Health's financial system involved a COOlmingled process of recording C&'ih
received from multiple donors including MSH. ocher U.S. organizations.
intemaliooal agencies. Saudi Arabia. and Japan. With the exception of significant
covert support for the government which continued alleast until the end of 1991.
the MinS:ry was expected to accomK properly for these funck. and report
periodically to individual 0000rs. HoweVCl'. despite many attempts to systemize
Ministty finances using a wesIml approach to accounting. me AIG was adamant
about mairQining the current MgIJaImtan government system. which was
basically a simple cash system with little in the way of effective controls. In the
abseuce of adequaIe systems and coottoIs within the Minisby itself. MSH was
forced to nuin primary operatiooaIlespoosibility for accounting and reporting
for all beabh expenditures originating from the USAID gI3d.

The MSH/Pesha",... Financial Mlmagement Department deve1q:)ed an
accocmtiog system that allowed line item budget measurement... as weD as
reporting of ImtoricaJ unit cost S13tistics. This (roVed to be vay useful to line
manageJS in undetstaoding and cootrolIing COSIS. ~ wen as in planning future
activities within budget CQMUaints Moothly finaocial and individual advance
repoI1S were pobI:isbed so tbal lIl3II3gers could mooita bow actual results
compared 10 targets. and ensure IbaI: resources were being med accoofing to plan.

MSHJPeshawar reported field expenditures by program compooeot to
USAID/Afglmistm. The MSHJBa;too home office received transactions from
the field and repocessed tbem fur Cooperntive~ line item reports to
A.ID./Wasbingtoo.

Accoll1lling and Imernal COtItTol of w Project: Internal co.,trol invol~

prOleCting assets from lminIentiooal errors as weD as from hull or Ibeft.
Tberefore, authorizing, executing. and recording transa:tioos were carefully
pelformed. following esIablisbed poticies and procedwes. To protect assets.. the
FiDaoce Office had to eDS.iI'e Ibat

1. Trmsactioos were carried out within current policy and procedures;

2. The recording of transaetDls followed genezally a:cepted accounting
practX:es;
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The most critical ana in tmns of financ:ia! cooUOl~ casb. Corporalioos
in Ibe United StaleS generally mainlain~ iaterna1 controls 00 cash Ibroogb
carefully registo'ed~ receipcs, cootlTAled check. writing. canplete files and
reviews of source dJCumeuts. aDd designaring individuals to handle cash. When
the Afghan project began. internal conlml... were minimal. due to war and IV Jack
of suuctme and agaointrioo ill botjl Afgbanislao and Pakiitao. Source
documents were sent bact to PakisIan to :rowort payments inside Afghanistan.
Area managcmC!lI pc:rsomel submitted IeUe:rs certifying lbat a Imnp sum of
money bad been received. This source <Joccment was submitted to MSH under
the signalure of the responsibie commaooer who received the f1md.'; f{X' salaries
for beakb posts. clinics. and bos;jtaIs.. aDd for tnmspOI tatior. of medical supplies.
Ministry persoooel submitted signalUl'eS tbat could be maacbed against pen;oonel
recads. mainl3ined in die FieJd 0pernIi00.<; I>eprartIrent.

The superviuy system wiIhin Patistaal toc;t some time to develop. aDd
controls were gradually introdoced. 10 i988 a Monitoring Department was
esIabIisbed. aod one d its 1~.1i~~ verificalioo of eD'pIoyee work
atteIIdance inside AfghanistliJ. The mor..i1.ormg repor1S could then be used as
supel'Visory cootrol for time and atIeD't<mce fIX' salaries received.

The~Operations~t indepeOOeotly creaIed and was responsible
for the iDIemaI aod external finzlCial ::omroIs in field oper2tions. using a pay
card wiIb each employee's number. picnR.si~and IocaIioo 00 the foon.
Appovals came from the Supervisory Ccmcils and me Minisuy. FinaDce was
not directly involved in !be design of the sptem. excqJl to make advance
payments and mooi~ me documeocalioo JrOVided.

In 1990. me Fiomcial Management Departrneot in Peshawar reviewed the
internal control procedure'; from an audit pmpective. ba5ed oc what are know
to die accOUDting professiOD as "'Geoernlly Accepted A.ccountiJlg PriDcipIes."
They detennined that separation d duties.. transacbOO COOlIOl. and recordkeeping
needed refinement in Fte1d Operations. wbicb expended !be highest percetll of
budget. In the summer of 1~. abe Area Liaisoo Offices were reques&ed by the
Finance Depanmem to provide indiviOOal signatures for aU salaries inside
AfgNnL¢Ml. Since it takes l'ItJe year for the Nonb -.0 retmn doc1mcotItiJn from
inside Afghanistan. in 1be SUIIIIJle:' of %990 tile Fioance Office received
documeoIation for 1989. wbicb was ~ximately ro~ complete. The

~ year a 90 pm;eot documenIaIioo '* was acbieved.
Each year impovemems were made OIl tranS3':boos Howeva'. in tile case

of advances for COOSIIUC1ioo aDd pun:.base of comt"IOdities inside Afghanistl!ll,
propel" receipts were difficult to obtain. The Area Liai9Jn Offkes argued !bat
AfglJaoisran dido-t fum:tioo widilIada identificatioo on paperwork lJe(;ause of
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the war. Therefore. the Fmaoce Department has had to rely OIl plain hand-wriaen
paper (with DO Il3der identificaboo), or pbotograpbs of reoovaled buildings.

Prospects for Fmancial Management Development

Future trends in finaociaI management development will almost cenainly
reflect and JBC3Ue1. ralher dJa"l precede. the tide of general Afghan management
style: traditional centtalized pattooage and etI:I1ic loyalty concerns have long
been documented ard remain at the core of Afghan expectations. While much of
the promising pugress in reeonsuuction has resulted from effecti..-e local area
political leadership. it has oot depended 00 democraIic or openly egalitarian
infoonation sharing and participa1ion: pclitic:!.omili::=y commanders. with
popular support to O\'el'COOle external dtreats. have Iakeo charge in time-honored
tradition. If the Afghans elect to move towards an objective. output-aiented
decision process. then financial management processes may follow; if they retain
leader-<:entered. al:toeratic traditional approoc~ then financial systems wiD be
similarly coostituled.

I>oru cootrol was evident (if DOt always effective or dispositive) in the
cm;s-bmIer era. but it is unlikely to be so in the futDre: the hundreds of millions
of dollars from external SOW"CeS were political investments in a geopolitical arena
that is now bistory. The money was not primarily for development. and the
modest sums likely to be for1bcoming from the donor" oommunity will neither
dominaIe Afghan decision making nor require adoption of odJerwise unpa1aIabIe
financial management methods.

Several factas will favtX' local aOOptioo of more 0UIpUt~ finaocial
management methods. including the advent of miaocomputers and good
experiences with the power of information for management decision support. for
example with "SUSPLAN"' as discussed earlier. and with the use of microcom­
puters to analyze the massive amount of field data in the health workers'
"'GreenbooCs."

Local 3'ea leaders UDder the pressure of wartime scan:ity adopled
microcomputers flY resource management tasks almost as avidly as military
hardware. Logistics and financial management were obvious applications wbic:h
local commanders employed., and will continue to employ. The ability to manage
infc.malioo lepreseuts poweI' in peace as weD as in war. Local area leaders have
also experienced the potential that microcomputer'S offer for information
redoctioo and organiz;tt,o for bealtb planning (as~ in Chapter 5).

What remaim unclear is the eXleDt to wbicb Afghans wiD see career
opportunities in public service-meuled finaocial management Business men and
tradeIs have always been. in their own self~interest. fioaDcial managers; Ibere is
little traditioo of public senice financial management. and, without SlaIUS or
incentives. it will be hard to develq>.



Fipre 16-1: Operatioas 1IIaD3geIBeIlt. 1bousaDds of health workers.
hundreds of facilities., millions of dollars' worth of supplies.. and multiple
c~g agencies made microcornpmer.; essentiaL
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Chapter 10

Managing Health Information

Paul lekx

Introduction

One can appreciate the complexity of setting up and managing bealth
infoonatioo systems in a cross-border' setting from the vignetteS and discussions
in the preceding cbaptel's. From the beginning of the project. Lle team tried to
find satisfying aDSWezs to five basic questions.

• What was the population to be served by the planned health syslemS?

• Which health problems did that populatioo face?

• What health services were being offered?

• Dia the offered services cover the needs?

• 'What was the chance of sustaining the present needed interventions?

A rr.ajor concern was 10 establish baseline data, to estimate actual needs and
assess efforts to meet them. From these efforts~ interventions would be
identified. MIS were also needed to monitor project activities an;! expenditures.
in order to determine accountability, observe the project's impact. assess the cost
of that impact. and evaluate the sustainability of the different interventicns.

Expertise in using microcomputers quickly became one of the major assets
of the project in a setting wbere, at least in 1986, hardly any personne1 with
computer sk:ills were a..ailable. When Afghans picked ~ advanced COOlpolel"

skills on the job, the,· were often hired away by other agencies.
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The ta<;k of galhering daIa from multiple sources.. and combining and
processing tbcse daIa to 00Cain concise infonnatioo on the multiple aspects
affected by the project. was substantial. But cenainly in a situation where rumors
and myths were fostered fOl" various reasons by different individuals. it was
extremely important to be able to have access 10 the best dati available on short
notice and be able to extract the needed infOll1l3lion in a fonn presentable to a
multicultural audience.

Population Data

Befort 1978

Most countries have a census of some sort CK close estimates of the totl1
population. Afghanistan ~ never had a complete census.. and estimales of its
population have varied substantially. In the early 1970s. the Afghan Demographic
Studies (ADS) project suggested a low figure for the senIed popuIation of
slightly more than 10 million. which came as a surprise in Afghanistm. where
infoonal. estirnales ranged between 16 and 19 million.1 I.ndeed. in the 1960s and
1970s, when budgets for development were cakulaled on the number of possible
beoefX:iaries, the population of !be target regions for development programs was
routinely exaggerared.2

In 1978-79. the PDPA regime aDd the U.N. undertook. a complete census.
which was disrupted just after the precensus stage. since the spreadingres~
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 daIa for 1979.J

Figures f(X different etbnic groups are subject to the same variation, not

least because of the changing definitioos of groups used by different authors.
Table lQ..1 gives low and high estimates for some of the groups.4

The exislence of a nomad popuIatioo of an unknown size increases the
confusion. Accooiing to Janata. the U.N. counted fewer than 500.00:> nomads in
1978.s However. in the same pubIicaIioo, 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 coosequences of the war (external refugees, internal refugees, and war
~) changed the total Dumber of the in-country population, as well as its
edmic composition and its settlement pattern. It took abnost ten years before
different efforts to sort out the changes led to a consolidated picture.
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PopuIa&a by Etbic Group
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Etlmic
GI'OIIp

Low Estimate

Pashtu
Tadjik
Hazara
Uzbek
Aymaq
TUIkmen
Naristani
Baluch
Pashai

4,800,000 (Janata) 7.<XX>,OOO (Snoy)
2-."'00.000 (Jentsch) 4.500.000 (Dupaignej

600,000 ([>uJrce) 1.500.000 (Dupaignet
750.000 (Kuhn) 1360.000 (Weekes)
500.00> (Jentsch, 830,OC'Q (Janala)
125.000 (Dup'ee) 400,000 (1anata)
66,000 (Weekes) 100,000 (DuJne)
20.000 (Gregorian) 207,000 (Weekes)
10,000 (Klimburg) 100,000 (WaC)

• Bernard Dupaigne, "Les peuples d'Afghanistan.- in Afghanistan: La colonisation
impossible (paris: Editions du Cerf, 1984), p. 38.
b Dupaigne. p. 44. Mohammad Issa Gharjestani. a contemporary Hazara historian. does
mention different somces that cite three to four million Haz-as in Afghanistan. These
Dumbers seem too mach out of line with all other estimates to be considered.

In 1988, the numbers awilable in Peshawar were estimaies provided by the
Ul'ltiCR. They were based on the CSO dara.. UNHCR soboffice refugee
registtalion data, M. Sliwinski's estimates.. and interviews conducted by different
agencies.7 ([be daIa proposed by F. Hobbs were never widely distributed and.
considered too high for the in-country popubrion.f Though very approximale.
they represented the first nationwide effort to re-es&abli.sh a baseline fOl' vilal
Slatistics. These data were used in the first '"Consolidated Report of the Office
of the United Natioos Co-<lI'dinaIor for Humani1arian and Ecooomic Assisaance
Programmes Relaling to Mgbanistmft (UNOCA., 0peraIi00 Salaam). This
coosoIidation permitted the tean to negOCiale with the AHC the BHW aDd clinic
redistributioo by province ac:confing to population.

In 1989, T. Eigtuny adapted the 1973 estimates for refugees.. war dealbs.
and internal~t. They penniued us to eva1uale equity in disln'bution
of health resources of the AHSSP OIl the disIrict Je\'el After publicatiou in 1990.
they were accepted as the most reliable baseline data on the district level fix'
planning in Afghanistan and were used f(X' further JXogram planning.

Eighmy divided the 1990 pq>uJatioo of Afghanistan ilp as shown in Table
10-2., between areas 0J1del" mujabeddin control (mostly rural). under PDPA
control (mostly mban), in PatisIan. and in Iran.9 At that dale, the AHSSP was
SlJIllMtWg activities of its COlJllIelpartS in 283 districlS. a numba tbal comes
dose enough 10 the 279 Eighmy claimed to be under resi..~ cootrol
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The provinces neighboring Pakistan provided the greatest number of
refugees, who were~ by numerous refugee aid programs (see Map 10-1).
Although many dNricts in these provinces were largely depopulated. cross­
border aid tended to be coocentraled in these same provinces (see Map 10-2).
Given that 85 percent of all the Pakistan-based refugees belonged 10 one ethnic
group. ethnic tension and strife CO'.1I.d be exaceIba:ed by Wlbalanced distributioo
of cross-border~ among groups. Inequity in distribution ofcross~
resources.. caused by lock of exact infonnalion. difficult logistics. and la;;t of
adequate monitoring systems, could be interpreted by those left out~ intentional
discrimination. Sliwinski's estimales of the disU'ibutioo between refugees and
nonrefugees of the major ethnic groups show a dramatic change in the
importance of groups such as the ~bJ inside Afghanistan (Table 10-3).10

Table 16-2
Distribatiall at Afgball PopalatioD iJl 1990

RlIl1I.l mujaheddin-controlled areas
Urball PDPA-oonlrol1ed areas
Refugees in Pakistaa
Refugees Ullran

8,004.235 279 districls
4.358.990 46 districts
3.271.580
1.277.700

Table 10-3
Prewar IlIld 1987 EtImic Distributioll

EtIuIk AfP-Dist. Kef8gees Afppjstag
Groap 1979 1987 1987

Pashtu 39% 84.6% 13.1%

Tadjik 26% 6.0% 373%

Hazan 10% 0-1% 15.6%

Uzbek 10% 05% 15.4%

Tar:kmen 3% 0.1% 4.1%

Other 12% 8.7% 145%
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Quantifying HeaItb Needs

Clinical impressions of the most important healdl publems led to an
overestimalioo of the imponaoce of war-reJaled injuries.lI Most agencies
working in AfghanistaD tried to quantify health intervention needs based on
disease panems extracted from patient visits. French doctors used disease
pattems from previous teams to assess pbannaceutical needs for new teams. TIle
SCA based the coOlents of its tits on an analysis of health JrObIems recorded in
Greenboots by Afgban bealth ~·eRers.. In Greenboots, data on each patient visit
is recorded: patient identification willi sex and age, date of visit.. diagnoses. and.
trearments. They also contain a monthly summary form for diagnoses and drug
coosumption. The representativeness of Ibis data was questionable, but at least
genuine coocem existed about marching needs ~ith resources.

In 1986 the Coordination of Medical Committees (CMC) became a plalfonn
of staDdardizatioo for various cross-border health committees. An attempt was
made to COIJlJXlI'e patient vNt records from different organizatioos. It JWOved
extremely difficult to try to match Ietlospectively diagnoses wriuen down by a
variety of personnel of different nationalities (Afghan. French, Gennan, and
American). The CMC tackled the poblem by developing slaDdard definitions fur
different bealtb (l'ObIeim and adalXing the Greenlxd fannaL

The eromous r.illDber of Greenbooks (thousands) raised inlereSl in
computerizing dati mysis. Some cbaIlenged the validity of the dala.. and at the
same time the use:fulr.ess of !be analysis. Like alI routine reporting, the
Greenbook was not always filled out as required. Some health worters wookl
keep it safely in Peshawar and fill it out 00 !heir return. from memory or scarce
ooo:s. Others did not WeR and invenled the whole thing when their resupply
time was due. Even for !bose who filled out the Greenbooks al their duty station.
there was 00 cenainty tba1 alI patients were recorded. The ability to screen
Greeoboots fa reliability depended largely 00 the supporting agency's capacity
for sysrematX: monitoring imide Afghanistan. As we know from Chapter 4, oo1y
the AHSSP and IMC had lDOIlitOOng systems insideAf~ Disagreement
over the most adequate data-'mse software f\K1ber delayed computerizatioo of the
Greenboot analysis.

In 1989, daIa from the first bralcb of C-reeobooks from AHSSP-supponed
BHWs were entered using a menu-driven routine. formerly med elsewhere by
MSH. A 30 percent random sample was taken from Greenboob COOling from
10~ of 13.712 patient "isilS between mid-l~ afld early 1~. TQjJIQ
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pen:ent (with a low of 0 and a high of 5 percent) of the patients seen were under
fi~ se't'eft pe:cent (with a low of 1 and a high of 20 pen:ent) or patients seeo
were female. The diarrbeal diseases cluster ~ recorded in an unclear way,
while Ibe ARI clustet suggesled all appropiale difference in treatment of the
"common cold" and broochitis. Drug ~bing ~ low (1.6 per visil).
Differences in prescriptbn patternS between different parts of the country needed
mae investigation. though BHWs seemed to prescribe more in regions where
mae drugs were avaiJable.12

The same eoay system~ set up with CMC to enter Greenbooks of mid­
level and senior bealth workers, supported by member committees, while the
AHSSP entered severnl batches of Greenbooks of the BHWs.

The CMC analysis (a 10 percent sample or 300,00> patient visits for the
periOO 1989-91) showed that respiralory system disorders (including all
respirallxy-traet infections and asduna) and infectious and parasitic disease
(including acute diarTbea. dysentery, malaria, and tuberculosis) accounted for 48
percent of aD clinic visits.13 In the Takbar household survey (HHS) the same
group of diseases accounts for 66 perceDL14 Acute bronchitis, malaria, intestinal
parasites, acute ~-respiratDry-traetinftrion. ocute diarrhea, IOOsillitis and
pharyngitis. coojunctivitis. and poeumooia figure among the 10 most frequently
reported diseases. These data at least indica1ed where the focus for major health
inlef'tlellboos should be.

The HHS in Takbar also showed that children Ul'lder five years of age and
women of childbearing age together made up DKre than 50 percent of the sick
in the two weeks prior to the interview (34 pt2'Cent for the children and 23
peICeDt 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 sunrey are needed for the fijroreS to be statistically valid. they
give an indication of the major target groops.

Assessing the Distribution or Health Resources

When !be ~ject S1arted. 3D almost general~ prevailed in Peshawar
that~ far~ bealtb services and systems were concerned. nodring existed inside
Afgbanistan. Possible~ why this opinioo went 1aIgely uncballenged for
many years are discussed in more detail in Chapter 4. One of the coosequences
was that. with few exceptioos, agencies tended to disregard effocts made by
odJers, and they implemented health services without coosidering what was
already in place. 0Japter 2 explains how the initial planning team identified
"'empty spocs- for !he AHSSP to fill in.



241

Care was tak~ from the begiming to keep tract of different levels and job
desaiptioos of health persoooel. ~ is des:ribed in 01apter 4. Again CMC~
the first forum for discussions about health personnel classificalioo, which started
in 1986. Standardized diagnosis and treatment schemes were developed fer the
-mid-ievel health wort:er.~ a category that included health wOlters with six to
eighteen months' training. "I'lm calegorization was taken over and modified by
the ACBAR health committee, and Iatcr by WHO. By 1990. Slandardlzed skill
checklists. case definitioos. and treatrneillS had been drawn up fer the hNc
health WOftcr. the mid-level health wc:rl:er. and the advanced mid-level health
worker.

The development of classification of bealth facilities followed a similar
pattern: fran CMC tbroogh the ACBAR health commiuee to WHO. following
clo5ely the classificalion used by the AHSSP and its counterparts.. The final
classificabon used a set of conditions for each level. the most imponant of wbich
were the number aod qualifications of the personnel aDd the array of services
tbal could be offered at the facility. Combined with the health workers' still
checklists. an accepcabIy accurale imJRSSion could be obtained of the type of
care puvided 3l the different types of health eenleB.

Anomer challenge W3S to obtain a complete inventory of whal services were
available. and where the f2cilities were Iocaled. CMC made a first attempt to
compiJe such an invenlOly in 1981 but W<)S reloctant to commlDlicate health
center Iocatioos beyood the province level because of security l'C3SOm: if they
were made publX:. it was feQ."OO that the enemy would have an cmer task of
seeking out the bealth cen1el"S and destroying tbem.15 By mid-1988 dais
re1uclance bad diminisbed and ACBAR compiled a~, listing facilities by
disttict. In 1989, WHO kX.'t over the health database and corrected the claimed
levels of facilities against the newly establisbed stmdard levels. The WHO
database soon became the most com~bensivedalabase on beaItb IocaIed in
Peshawar: many ageocies. fer various reasoos reluctant to share the localion of
thcir activities with other orgarri7aions. JXOVided their daIa regularly to WHO.

The validity of die daIa in the WHO daJalme was questiomble. bowevt:l'.
Besides die occaWnal intentiooal <Neuepating by some agencies. the lack of
~ filing and dala-lltX:esNllg ptX:edmes made it impossible for many
agencies to report regularly with~ daIa. One of the map-~ of
cross-bmJt.r health resources used 10 repcxt funding more tbaII 2,(XX) "projects...
Only in 1992 did it suddenly repcrt ooly aboot 1.400. For the first time since
1984. SOlDCQCte had apparendy cleaned out their filing~ and separated still­
ac:m~ frOQ ;xojec<s~ ha:t beeu~ fer years.
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Anoda cooccm was thal the daIabase listed only health facilities aDd
personnel that W~T~ at least partially th~ndnIJon alunal support. In fact.. DO

indigenously susaained activities figured in tI'.e ACBAR database. since a
cooditioo fOl'inclusion in the database was an (extemal) inpIt of aaleast 100.000
Pakistmi rupees (allout S4.tXXl per year). WHO included aD facilities aDd
activities repcxted by agencies in Peshawar. Quetta. and KabuJ. Privaae
practiIiootts were excluded.

At the end of 1989, MSH and WHO decided 10 undertake a major
provincial health resources survey (PHRS). By combining the WHO data and the
experience aod resoorcefubess of the MSH monitors. aU provinces woWd be
surveyed 10 marcb the data in the WHO database with facilities and health
worten actually in the field.

Seuing up aDd field testing the survey material toot several mootbs. ODe
problem was the ,.13bility of most IllOOilors 10 read and wriIe English: all survey
~ were designed in Englisb. traDSlaled into DaIi reviewed and altered by the
mooiIln, reuansJared infO English, reviewed by WHO and MSH. and retrans1al­
ed into Dari for testing. Meanwhile, a menu-driven daIa eutty and analysis
routine was being developed. On their return, the surveyors were debriefed as
usual and the surveys were then translated.. Several minor unclear pOOIts were
clarified after the first JXOvinces were swveyed.

The mandatory evacuatioo ioternJpted for several months the further
devdopmeot of the analysis routine. Aftef' the MSH team relUmed to Peshawar,
abaD OIl shipping program resources into Afghanislan inlet.UJ*d tinaI.izaIiaI of
daIa coIlectim for the 7 remaining JXOvinces. Wbe:n the ban was lifted. SDOW bad
rendered many of the regioos inaccessible.

The 22 provinces surveyed at this time cootlined almost 80 percent of die
in-country Afgbans. In tbese provinces. the 00ginal WHO listing was 382 clinics
and bospiaaJs. Of these. 254 wen: fouod to be waking. Z7 rempol.ily claied fa
resupply, and 101 not werking definitively (Figure 10-2). An additiooaI 161 Ibat
were not listed in the WHO d:!Iahase were found (Figure 10-3). Some of these
bad been esIabIished af1er the pOnIed lists were plqaed fa the mooitors. aod
odas were operaling indepeodeOOy of outside funding. For some provinces
(Wardat., Kapisa. Faryab. Dl BadatMban) the WHO etacaba9': seemed to be ..
IO-daIe in tbal aD IisIed facilities were acnJaIIy providing care. In~ provinces.
I~ for aampIe. mt:Xe dIaD 60 percent of the lad facilities cooJd not be
locafed.
Inf~ about specific services povided also became ava..labIe. Only

16 pen:ent of the facilities found claimed 10 bave a labcralory. Of Ih::se, ooly fF)

pm:ent vrere in WQI'ting cooditioo f(Y different reasons (FJgm"e 104). The
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Greeoboot turned out to be the most frequently used mealL'l ofre~ngpatient
visits (Figure It)..5).

The results also showed that, taking into account the totl1 number of 543
facilities IisIed and found. only 4 provinces demoostraIed a need fIX more health
facilities. Ifwe count cnIy the active facilities. six povioces would be considered
underserved by the AHSSP criteria of one facility per 30.(00 people. This
calculation 00es DOl. of course. take inlO ~count the location of the facilities.
which detennines their accessibility. Refining the analysis routine to the district
level would probably give a clearer \;ew.

Assessing Needs Met

AcceWbiJity of Resources

A first condition for equity in the distribution of the health resources is that
the popuIalioo should have easy access 10 the pla;e where health services are
offered. Until 1989. any assessment of the equity of distnootion of program
resources was difficult: no reliable popuIalioo dala were available by district. fl(X'

was there a comprebensive inventory of the bealth resources being delivered
c:ross-bader. The rough povm:ial populalion estimates and the palChy lists of
bealth resources all poinled in the same di:rectioo= overemphasis 00 the eastern
provinces in all cross-boo:ler aid. This imbalance is explainede~ in
greater detail.

The team ttansmitted the available informatioo 10 its COUDtelpart. but 10 no
avail The only way to~ beuer equity in distribution was to identify local
COOIlteqJaItS. since the Peshawac-based parties apparently lacked the influence to
establis/"J health systems efficiently.

Another impediment 10 assessing equity tX distnOOtioo was the habit of
reporting input!. achievemenJs. or relief efforts by province. As in many other
countries. Afghaoislan's provincial borders cut tIuoogh existing social and
ecooomic entities. in an attempt of the centtal government to divide cohesive
local solidarity groups (e.g.. Hazarajat includes more than 20 disbic1s and
subdistticts of several provinces). The districts and subdistticts poved a more
reliable entity 10 wom with. Regrouping districts accmting to their accessibility
from PesbaWCll' and their dominant ethnic and political au1bority. the team came
up with six regions: the east. Nuristan, nonb and nortIxzt, central. south. and
west and SOO%hwest (see Maps &-1, "Supply Regions in Afghanistan.~ and 10-3,
"Ethnic Groups in Afghanistanj.

The detailed tracking of resources to their final beneficiaries by FIeld
Operations allowed for anal~ of the eross-border expenditures for BHWs,
clinics. bospilals. MCH facilities. and administtative units by disttict. These CIS
centers account for 16 percent of the programs expenditures (see~ 9). Fer
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tbe east. an average of $2.61 bad beeu spent pel' person still in place. For the rest
of !be coontry. !hal average was S1.42. If the cost centers tbal bad not been
included were added, with the exception of the EPI component of the pogram.
the differeoce would have only increased (Figure 1().{j).

The effort of the AHSSP to go against the natural flow of resources is
shown in Figure 1~7. The petCenlages ofexpenditures in the~ and in the rest
of the country are compared with the percentage of !be population still in
Afghanistm. The amount going to the east diminished by a pI'Op(X1ioo that would
have resulted in a rough equity in distribution by fiscal year 1991. using the
zones as defined. Howeve£. tbe mandatory evacuation ofexpattiate personnel ar.d
the subsequent ban reversed the trend for 1991. It is interesting 10 see bow the
ban. invoked because of incidents mainly in some~ districts. inflicted
greater losses on the uninvolved districts. Figme 10-8 shows in more delail the
vari.atioo among IDe different re~.

The fa:t thai program expenditures went to cer1ain disuicts does not signify
by any means that equity in distribution existed within the districL The available
data did not allow us to match~ settlement patterns ofeach district with
beal.da wa:terJfacility implantation. nor to assess tbe percenlage of tbe populatioo
of each district actually living wita'lin the eatebmeot area of a health wfJlb:r1
facility. Following the distribution of resources to !be district level combined
with tight monitoring (see Chapter 4). gave the team enough comfort to suppose
thal resources were made available 00 a level where local community control
could prevent at least gross inequities.

Use of the Resources

The Greenbook anaI}'s~ provided insights about the patient population seen
by tbe BHWs and facilities~ by the projecL An early analysis of a
limited sample gave alarming indicaIions of only 7 percent females and 2 percent
children :mder Eve in me patiellt popuJarioo of the BHWs. It pointed to little
ovennedieation and (XObably reasonable use .Jf the therapeutic arsenal.

Analysis of five percent samples of larger IJUIIlbers ofGreenbooks produced
the results shown in Table 104 (j)3gC 253). Of the children under five years of
age. only ooe-tbird were female in all me samples. It ~ clear that women of
cbildbearing age. cbildren under five. and females 1IDder five are not t'e{I'eSeIlted
as much as they sboold be. It is encooraging that refresher training did seem to
llave some impa:t.. as sh>wn in die differeoce in the percentages for the BHWs
in 1988 and 1989.

The number of treatments per patient visit seems occeptlbIe. but questioos
can be 1'!!ised whether p-esuiptioos were noted every time drugs weze actually
~ Hardly ever were the presented or dispensed quantities 001ed.
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Table 10-4
GreeDbook A.DaJysis Resalts

RHW BHW SHW CMC CIiDil:s
19M 1989 1990 1990

Total Sampie 4,116 16,107 2.431 15.000 6.803

% female 7% 15% 17% 30% 28%

% onder fives 2% 7% 7% 15% 7%

% women 15-45 yrs 13% 14% 15% 15%

% girls under five 24% 29% 38% 35%

t of tteattnents/vlsit 1.6 1.5 1.5 1.8 1.9

An esti:nale of patient visits per mooth could alsc be made from die
Greenbook data. BHWs saw 00 average 11 palients a day. With a five-day work
week and a 44-week wort year (when BHWs came for resupply. no one was
worting al tbeir sites). a BHW would see 2,420 patients per year for a Cait of
rougbly SI.200 per year. which equals $.50 per patient visit The BHWs of the
whole program would account for about 3,380JXX) patient visits a )eat.

Facilities (C-2. C-3, H-l) saw an average of 24 patients a day. With a five­
day wort week and a 52-week work year (in theory. die clinic always bas one
health WQl'ter in place), a fa;;ility would see 6.240 patients per year at a cost of
SI.17 per patient visiL The facilities of the whole progrnm would account for
about 1.154.400 patient vmts a year.

These figures are of COOISe 00 the high side. since one can~ that due
to the screening before entering the Greenbook data. only data from the "good"
boc:*s are enrered. wbidl 'W"OUJd ret1ect~ of the more active BHWs and
facilities.

Program Support

The use of microcomputers enabled the project to have updated informalioD
at band on many levels. At different mc:ment\, arguments were made to inIegrate
the different software used !n Procurement. Reid Operalions. and Fmaocia1
Management into one local network.. The physical eoviroomeot and Ihe limited
av.DJability of scpbisticated computer users made tile tean decide 0Iherwise. The
disadvantages of tracking tbe same~ tbrougb diffens and physically
sepa-aIe S)"SIeIm are obvXJus: more daIa eony work.. daIa exchange •..ia floppy
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disks. and maintenance of the same reference fi1es in different systems. The
advanlageS in the Pesbawar eoviroomeot included limiting computer viruses 10

ooe stalioo at ~ lime., limiting the consequences of destroyed hard disks. and
enhancing comparability of daIa from the dilfereot systems. a useful crass--chect.

For example. FM kept track of all cross-border expenditures lbrough their
system.. FO did me same. but in a separate system. Both systems focused on
different aspects of the same operations. The actual write-off of expenditures
cross-bcrder is dooe in different ways and at different moments in both systems.
However. recrospective comparison for the ftscal year 1991 daIa obtUned through
the two systems and corrected for known discrepaocies showed a difference of
less tl'.an three percent. on a total of over 1hree million dollars.

The inte:'dependence <.nd specific setup of the information systems of Field
Operatioo.s. Procurement. and Financial Management are discussed in Chapters
4.8. and 9. respectively.

Mappillg

Even when daIa are processed aod converted into information. a major
challenge remains: to tr.msmit the infoonatioo in a manner accessible 10 the u.<a.
Coverage of target populations. geogr<!pbic distribution of~ services.
additional needs by disI:rict. and overlapping calCtunent areas are all di.1D;uIllO

repesenl nationwide. One erxh up with long and often cramped lables. with
accompanying ~. which are necessarily printed in one language. After
experiencing the di.fOCulty of transmitting available information in a multilingual
environment. the project was looking for better means.

In Peshawar. computerized mapping was introduced by consullant Roger
Hebns. The team was interested in computerized mapping if it could be done
wilh 10caI computa talent, and if the maps could be prin&ed on the available
laser printers. Mapi are only useful ~ :.!. management tool when they can be
easily leptJdlc::d and disttibu1ed. Ooce~ the mapping capacity of the
project became an impMaDt and extremely useful tool in IqXX1ing aod planning.

The most difficult part of the whole mapping operation was to find
coootinaIes for an !be localities claimed to be inside Afghanistll. While a mting
of villages. compiled by the Afghan govmunent in 1975"6 existed. these
1Nings were far from complete. In addition. many JocaIities existing in 1915 bad
beeIJ desei ltd. destroyed. or renamed, 3)(1 rew ones bad been creared. Mijor
10cafities would also Im-e diffemlt names in the different 1cIlguages used in the
region. FiDding about 60 pe:rteOl of claimed IocaIilies 011 existing~ toot a
major effort. The remaining were extIapOlaled. based 011 dis1aoces from known
places or~ by differm informants (BHWs., vaccinatoo. and mooikn).
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Given die complex and changing nature ,)( the poject most project support
software was developed or adapted from eriaing noncommercial packages for
me project. as needed. Only Financial Manat. f>~.terlt saaned using a corrIJJl(2l;ial
package. which was never used to its full potential. sioce all necessary dala were
not available. In a setting like the AHSSP. it is important to assess the readily
available local ~ming capacity. befae building large pogram-speciflC
routines. As mentioned before. while Pakis&an has very good com~ter

progr.unmers.. hardly any of Ihem would like to wOOt in Peshawar at the offered
benefits. If this is the case. the progr.muned routines shooId not exceed the
available programming sb1ls.. It also pays 10 invest in crash courses to updaIe the
team members' knowledge of the program's software.

Since the cooperative agreement under which the puject was run hlti been
amended many times., with increases in funding, and extension of the end-of­
poject dale, 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 iocreasing capacity. In an environment like Peshaw:rr. with unstlbIe net
supply and frequent klad shedding. lap-top computers with exrensive baneIy
power are prefernble 10 desk-lOpS.. The money spent on a~Ie supply of
readily available spare parts is quickly recuperaIed. since ordering the parts at the
time they break down will cause computers to go unused for weeks.. if not
montffi. For the same reason it pays 10 invest in in-house basic repair capacity
for printers and computeB.

Wben Iocal computer skilh are low. bettez results are obtlined by assigning
people respoILSibIe for the compu1erized data management to each department.
~ Ihao by isolating data management as a sep3I<Ile program activity!
depar1mmt Then counterparts will tmdeJstlnd much fasttt the link between
compub daIa and what they Itplesellt in reality and will wort 10 keep the data
clean. A separate department should ideall)' functioo as a service department,
wbicb it can do only if it 1m significantly lrigber computer skills than the
iDdi:vidual users.

ADotbe:r difficulty is the need to disuibule manuals.~ and pampblets
in Arabi;:~ If a noo-Lalin script is nonnally used in the host country. this
sbould be Iaten iJIo~ when selecting hardware Md software.

1. T. H. EiBhmY. ~Afghanistan's Populaboa Inside and Que (Lslanabad/Pest!awar!Quetta:
Office of the AlD.R~ for Afghanistan Affairs. May 1990). p. 2.
2. T. H. Eighmy. "Change am Contirnrity:~n for Action and HislDry.­
(RSeDtation at amfemlOC in boOIx of Louis Dupree (Peshaw... March 1990).
3. EigtImy. ".l\.fghaDistan·s~ Inside sOO Qul- !'. 2.
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8. F. B. Hobbs. ~Afghanisun. a Demographic Profile.~ Staff Paper No. 34 (WashiDg1OD:
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1& gue:tTe en Afghanistan; Rapport prBiminaiIe." Presentation al the P3lais du smat (P1ris..
Dccanber 1987). Table VI.
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(hshawar: CMC. 1991). p. 2.
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to wbit.h the Kabul gova1llIled had aa:ess. When a k:am of MSF in 1984 SWted out f~
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16. ~A Provisional Gazeueet of Afgbamstm,~ Afghan Demographic StDdies (K.abal:
Prime Miuiw-j. Centra: Statisti<:s Offia:, lCJ;S".
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Appendix A

Diversity and Complexity of Afghan Society

Laoguage. religion. sect. dwelling pla;e. tribe, descent. political party: each
of these facta's is the basis fIX' the formation of social Iletwms in Afghanistan.
A network is "a r~levar.l suies of linJ;ag~s aisting berw~en indivi.dl.lals which
may form a 1xJsis for tnt mobilization of ~opl~ for ~cific plUposeS. IUlder
~cific conditions." 1 Solidarity between individuals will differ accooJing 10 the
purposes of the tast undestatea

Edmicity. as the reciplIOcal process wbereby individuals define themselves
as belonging 10 a group. distinct from sunounding groups. and whereby they are
defioed and ueared as a distinct entity by tbese sunoooding groups. is complex.
It is proIDbIy DKIe complex in Afghanistm !han elsewhere, since none of the
major languages concains a tenn fIX' edmicity. Multiple dicbofunous 1em1S exist.
defining "we/fbey~ dislinctims. These names and ~ls tend to be highly
ambiguous and flexible, their me being adapted 10 the sitJJaboo and the
(soppao;ed) identity of the peI'SOOS coofronled.

A single individual will speak a mocher tongue (zaban). belong to a mozhob
IX' religious sect (Sunni. lmami. IsmaiIi). have preferential ties with eenain
spiritualleadels (tariqa), come from a certain place (watan). belong to a tribal
group or not (tribalism). !lave a des;ent group (qawm). and belong to a political
party. Because of the varying relative importance of all these identifiel's in piace
and time.. multiP'e layers of meaning peIV3de most social~

'"Officiai edInic identity. as written OIl ideolity cards IX' passes. reflects the
ootioo of this identity held by the ODe who wrote the pass (taskira) radJer than
the seIf-definitioo of an Afgbao.~ AfgbaDs. wbdber they adhere to Western
ideologies IX are "IslamQ.- also regard any refereuce 10 the dM:rsity of the
Afghan popu1alioo as "mneful- or "dangerous.- Many Afghans will be annoyed
wbeo ODe refers to it. However. recent events in Europe indicale the danger of
denying the existing diversity in popuIaIions.

The term "Afghan-itself varies in significaoce according to its mer and !be
persoo addressed. All citizem of !be comtty will refer to tbemse1ves as Afghan
in speakiDg with foreigners. However. used between citizeos of Afgbani¢m, it
wiD designate tha;e ..-bose mQther tongue is Pashtu. And wilhin the Pasbtu



group. some will coosider themselves more Afghan Iban odlers. depending OIl the
sttX:t obscmInce of their tn"bal code. (For example. Ishaqzai Dunani Pashbl will
call oeigbIxxing Gbilzai Pashtu parsiwan. meaning Persian speakers.f

Language (zaban)

Wbi.le Dari (a bm of Peman) is the major language duougbout the
COUDUy. many odlers are spoken. Dari itself is spoken in many dialects.. and one
can easily distinguish Dari speakers from different Jm1S of !be country. Pashbl
was tbe other official language before the 'Ir"3l". Most male Afghans speak one or
boch of these besides their own maher tongue. Females. bowever. often speak
ooIy tbeir own language. wtUch might be Uzbet. Turt:men. Balucb. PaWn. or
any of the 20 otbez' languages used in the family cin:1e by different groups.

Scholars have tried to trace the origins of the different groups. often based
OIl language. Afghanistan has. however. always been a crossroads. between
central Asia and the subcontinent, as well as between the Middle East and Far
~ Probably no group can claim "purity" on other than mythical grounds.

Religioo

Islam is Ibe major binding force of aU groups in Afghanistan. Certainly.
dming the conflict, it was the common motivaaor against the "m-Islamic"
go..emment and the Soviets. But different sects (ma=hab) exist. The majorit)" of
the Afghans are Suonis of the Hanafi school Of some 20 percent who are
Sbi·ires. the majority are JafIari Sbi·ites. and a IJli.Jnity Ismaili

Village mMllahs may be barely educaIed people. yet they play an important
social role.. The rthma (comprising qa;i. maJdana. maMilawJ) tend 10 have bad
educatioo in foreign retigiom centers (AI Azbar in Egypt for the Sunnis. Qom
in ban. or Naja( in Iraq fer the Sbi·ites). Sayyeds. claiming patrilinear descent
from tile~ are found in both Smmi and Shi"ile commODities and foon a
weD-respected caste.

Pir (also called nUtani. sheikh. eshan) are spirituallealbs 011 a m<n local
level. Identifying pemJDa1 reJatioos and aDiances between clients of the same pi['
is ODe way to approacb me~ informal oetworts of the different sects.. The
Sufi tariqas (sects) are a more formalized version of these networks..

Different Sufi sects-Naqsbband Qaderiyya. Cbestiyya-are widely
<fu1riboled dIroughout Afgbanistm. CbaDenged as un-Islamic by the former
official Slate clerics and some fuodaInea1alist uJema.. tbey comaiD many olema
wbo are leaders of local groups in the 001h. Two of !be seven leaders in
Peshawar are revered as pir and sotI of tbe pic. of a lxancb of the Qaderiyya
(Gaylani) 3td the NaqsbbaDdiyya (Mojadidi). respectively.
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Settlement

A big gap exists between cities and countrySide. ~ is often !be case in
Third WOOd COUOb1es. In rural Afghanistan, peop1e live from agriculture and
livestock. Sedenwy fanners. seminomads, and noo13ds compete for the same or
adjaceDllaod and pastures.

Many of die ooncribaL non-Pashtu refer to themselves with a place name
(e.g~ Sbamali. Anderabi. Panjsheri). Waran. often tr.tnslaled as f.alherland, also
refers to the specific region in Afgbani<¢m lhal one: comes from.

Displacement is not a recent phenomenon. In the IaIe nineteenth cenn-y.
King Abdurrabmao fm:efully displaced dissident Pashtu clans to nor1hem
Afghanistan. So did Nader Sbab m me 19305. Zahez Shah displaced Pashtu to
00I1hern Afghanistm under development schemes.. according them newly
itrigaaed land, of1en to the detriment of resident J)()fl-Pasbtu peasants. Uzbek and
Twtomans distinguish among lbeir own people Ihe groups thai fu-oo in
Afghanistan hebe !be Russian conqoesrs in the niDeteenth century. the groups
that Oed die tsarist cooquertX'S. and the groups thai Oed the Red ~y in the
192Us and 3Os. Since 1979, msIJrtlj~rin. are also the refugees who fled from the
plains to the cities cr the mounaains, and the refugees who fled to bao and
Pamtan.

Tribalism and Descent

Tt~ whole of mral Afghan society is of1en caDed 'iribal." Bat Sbabraoi
rematks, -rribal ideology as a segmencary system organizing varioos levels of
social groupings predominales only among Ihe ~tu aDd some rxmad:ic
segments of DOO-P'dsbtu groups such as Turtmen. Baluch.. aDd Kirgbiz.. and the
sedentary NarisIani. ... agnatic descent principles may play a significant role in
organizing socioecroomic ties in many ocher groups, but they are not blOally
organized....

Most refugees in Peshawar belong to the map tribaDy organized~, the
Pasbtu. They are the commoo Afghan reference for the large majOOty of
Westemer'S ioteresIed in Afghanislan fc:r the last ten years.

Qawm refers mast often 10 a descent group, which can be as large as a tilDe
c:r as small as a hamlet group. It also describes any group of people with
solidarity ties tIl3l ccme close io ibose of a descent group.

Social and Ethnic Identity

Tbe cemral govenmetlt fa dooe as much as pa;sibIe 10 creaIe a nation oat
of tim diversity. Sioce Abdumlhman, an governments have tried 10 use Islam.
!be :;anmco deoomi.-a:c:r for all Afghans. as a natiooal integrative stroctw:e.
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Wbeoever they have failed to do so. they have been JXOI1lptly oos1ed (like King
AmaouDab). Popular support requires at least an appearaoce of devotioo to
Islamic values.

A middle class, 1aIgely mban and directly OI' indirectly employed by the
central govemmeur.. bas taken the AfgbaD nation as its reference point. FoI" some
of the middle class.. Western rnrionalism replaced Islam as a frame of reference
fOl' the development of Afghanistan. Under pressure from them, the government
IegaJized political parties in 1964, thus recognizing a new referent in social
identity, hnb. The fact thai young adult members of this middle class thrivOO in
bod1 the Kabul comnunist bureaucr3cy and the Peshawar resistance bureaucracy
at~ partly explaillS the strong emphasis on one's political party in Kabul as
weD in Peshawar.

PoIitia and De'relopment

The diversity of solidarity networks means that those involved iIi
development efforts must tread cautiously. What is acceptable in one setting is
DOl in aDOIber, what readily worts in one group is DOl necessarily lI3DSpOS3ble
to another. One is boond to mate mis13tes in using terLlS like Pa'io'btu, Tadjik,
and Uzbek as caIegOrical aiKl uocbalging classifications. The idiom used to
explain social cooperation and alignment in a catain situalioo is always one of
many. believed to be the most suitable fO£ the panicuJar situation.

The question of political 3IltIxxity is even more difficult to approa:h. Pasbtu
have OOminared the political scene in Afgbanistm for the last 200 years. But
even the juga. an instrument for implementing egalitarian acephalous aotbority.
is used by oo1y a minority of the highly tribally organized PasbtIL Much more
frequently, a son of democratic village ruler with deJegar.ed power is in place.
In otber cases, a khan with heredituy power roles !be villages.S

In order to assess the sustlinability of (health) sernces.. one mUSl carefully
analyze the social oetworX in whicb particular semces are placed. Delivering
beal1b services tbrougb one netwcrt, and expecting people to pay for tbem
tbroogh another network.. fOl' example, does not make sense.

The (in)famous term srJlTa \comciI') has been largely abused by abe
~ community. Probably iDcited by the estabIisbment aDd the relative
success of me Shura-e-Nezar in the noob aDd northeast. some of the earliest
Uni..~Nations reports 00 possible~ of Afghan refugees recommended
taking into account emting IocaJ a regiooa.I governments in Afghanislao when
planning aid programs inside AfgbanistID 6 Anxious fO£ quick results. later
ageocies cooveniently forgot the adjective "existing" and pushed local
communities to funn ad hoc~ or SI3I1ed making payments for the work of
~, which goes directly against shura uadition.7
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More imJX-.talll, dooors and impIemenlel:S alike mistook sburas rOC'
implc:menting ageolS. while their traditiooal function is deliberation of general
policy 011 a variety of topics by as large a public as possible in cxder to obcain
consensus (not majOI'ity rule). Wbefl specific policies require impiemeDlation. it
is deJegaled to specialisls (e.g~ defense to military conunittees or comJll3Ddel"s,
redistribution of wateI' rOC' irrigatioo to the mirab). Although shU1'3S need to be
consuhed rOC' general ~ment when planning projects, they should not be
~ed to for aetua1 management or projects. It is not surprising that many
projects un1ertak.en through local shuras provoked frustralion aboot perceived
Afghan incompetence, dishonesty. or lack of solidarity.
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Appendix B

Salary Scale

Clinical Staff

~

I~
ExperieKe Pay:
1bapfts.1\I0J&!Yrs
Expe~

MD. Doaor Specialist iSO

MD. Dodor Gener.Jis: 5457 100

Dental Doc:ttt (DMD_ D.D.5_ ere.) 5457 100

Doc1m' Ass"t (4 yrs Kabullnining) 4387 75

Dental Doc:ttt Ass"t (2-3 yrs Kabul training) 3317 75

Medical Student 5th class 4387 0

Medical Student 4th and 3rd class 2996 0

Medical Student 2nd aIId 1st class 1284 0

Pbmnacist 'III degree aod Iiceo&e (4 yrs training) 4387 75

C4>mpolJDder/Pbam~y Tcclmician (2 yrs 2996 i5
training)

Pharmacy Ass't (l yr or less training) 1712 0

Diploma Nurse (3 )'IS training) 2996 75

Nurse Helper (l&-24 mos training) 2354 0

MedicallNtning/Tecbnician/Hea11l! Worker 2140 0
(13-17 mos training)

MedicalJNursing/TeclmiciantHealIh Worker 1926 0
(U IOOS training)

MedicaJlNursingfi'cduricianIHeaIth Worker 1712 0
(7-11 mos training)

MedicaJ/Nursint/fecbniciarllHt.:th Worker 1284 a
(6 mos trairring)
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11bw

PoIItIua Saw ~Pay:

Salary RupeeslMosIYn
EsperieBce

Basic Hea11b Worker (B~CHAss't 870 0
(3-5 mos training)

Fmt Aider (1-2 n>OS training) 749 0

Dai (cli!Uc VoOrU:rs only) 535 0

DeniAl Technician 2996 75

Dental Technician Ass't (1 yr or less training) 1926
I

0

X-ray Technician (2-3 yrs training) 2996 75

X-ray Tecbnician (l yr or less ttaining) I 1926 0

Lab Techniciao (2-3 yrs tnining) 2996 75

Lab TecbniciaD Ass't (1 yr or less trlining) 1926 0

Malma TeclmiciaD (2-3 yrs ttaiuing) 2675 0

Malaria Tc:cbnician Ass't (1 yr IX' less training) 1391 0

Blood Bank Ass't Technician (1 yr or less 1926 0
training)

Anestbesia Technicim (2-3 }'IS tr3ining) 2996 75

Anesthesia T.:cbnician Ass l (1 yr or less 1926 0
training)

Rogbtiapa1ISanit (2-3 }'IS tnining) 2S68 75

0r1b0ptdic Teclmicim (2-3 yrs trlIiniog) 2996 75

Onhopedic Tecbniciao Ass't S1JPY. 2140 0
(1 yr or less IJ'aining)

0r1h0pedirc Tecbnician Ass't (1 yr or less 1926 0
training)

ImmUllizatioo Trainer (2}'1S training) 3600 C

Vacc:inaIortCold Chain Supetvisor (ooo-M.D.) 3200 0
(1 yr lraining)

Cold Qain Tc:cbnici.n (l yr or less training) 2800 0
.. -- I
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Noodinical RegiooaJ Staff

PosiIioa Base
Salary

Regional Health Officer 7106

Superv1sor (with training. for multiple sires) 3424

Inspection OfficerJMonilOI 2140

AdlniJmtralor Dirtlctor (with training. for multiple sit~) 2996

Regiooal Fiscal Maoager (with tnining. for multiple 2354
sites)

Adminis1ntor Ass't (with training, for multiple sites) 1926

Account Officer (with training. for multiple sires) 2140

Regiooal Ca1ihier (with training, for multiple sires) 2140

Logistics OffICer (with training. for multiple sites) 2354

ProaIrement OffICer (with training. for multiple sites) 2140

Storekeeper (with t"ainiDg, for multiple sites) 1926

Administraaor Ass't (without training. for single site) 1350

Junior Accountlmt (without lraining. for single sire) 1500

Clerk (untrained) 1248

Prouuement Officer (withoat InI.ining, for single site) 1500

SlDIdteeper Junior (without training. for single site) 1100

Computer Operator 2354

Typist 1926

Dmer 1200

Repainnan 749

CooIc 749

Peon 535

Wak;hman 535



./

Glossary

afgIaui: currency

COIIlita: "committee," used for the local defense committees of the
m:Jjaheddin. also ftt the foreign aid commiuees

esIau: religious dignitary

farsiwaa: tiL "Persian speaker.- depending on the context, used (0 indicare
aD non-Pashtu. all those whose mother tongue is Dari or Tadjik

....pir: di.scipeslcIienlS of me same Sufi saint/leader; frequently used in
Sbi'ite circles

__: political party

I....u: ~ called "twelver Sbi'ites.,", since Ibey recognize the twelfth
imam as the bidden imam

Ismaji· ~ calJed"~ w'ites... since they recognize the se-..entb
imam as lbe bidden imam

jug: war
jiII8d: stroggJe against buman weaknesses for the cause of Islam: in the

narrow sense, the armed conflict w1th unbelievel's to defend the
dar-ul-Is1am

......Ii: locals, me majabeddin recruited from villages into the local
defense forces, often part-time or foc limited periods

• .....-r professiooais, full-time mujabeddin. often part of the "mobile
group;- that <XgaDize major attacks OIl governmemaI stroogboIds

JUIIbu: religious scholar
...Ia'Wi. religious scholar
-,,' t': could be translated as "sect"; used to differmtiale between Sbi',

and Smni, as well as amoog !be HaDafi.. Hanbali.~ aDd
Sbafi'i scboots of ~. ll>ithin Sonnism
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qaW1B:

sIaaria:
sIteikIl:
SIti'iIe:

blJlueem:
taricpt:

zabu:

Ht!tlbll Can in MlISlim Asia

oatioo
"watermaster," person in charge of distribution of waJer rights in
inigaIed areas
civil. civiliaD
be wOO engages in jihad (pl. mujabeddin)

leader of Sufi tariqa
lit. "veir; the seclusion of women from public life

solidarity group; usually, but not always. linIced to palrilinear
extended families; sometimes used for "tribe"
judge

religious dignitaries

Islamic law
religioos dignitlry
dissident sect in Muslim religion, regarding Ali as the Prqlhefs
righlful successor
~bIy, council tbal decides 011 major issues
mainstream <X the Muslim religion

"aganizatioo,~ party

"'paIh." Sufi teaching, Sufi brotbet'bood

phnl of 'alim, religious scholar

integrist school of thought in Sumi ~Iam. a;lbering to the HanbaIi
law scbool; the official line in Saudi Arabia. fundamentalist and
integrist
homeland

language
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and population programs in over 70 countries in Africa. Asia. the Caribbean.
':enttaJ and Ea<;tem Europe. Latin America the Near East. and the Pacific. MSH
has provided teclmical assistance. conWcted training. carried out applied
resealch. and develq)ed sysIems for use in health (X'OgI3In management. MSH
maintains a staff of 190 teelmical and management expens. who are based in the
Boston.. Massachmeus headquaners. 23 field offices throughout the world. and
three poject offices in Washington. D.C.

Although MSH's initial f~ was 00 establishing family planning programs
in developing countries~ a means to improve maternal and child beahh. in later
years Ibis f~ was expanded 10 address ocher area<; of primary health care.
MSH coocentraJed on womng with ministries of heallh to integrate their health
sera:es into Comprehen9ve health care systems. and provided management
training to senU health officials to improve the management of health programs
at the central level In the mid-1980s. organizalional growth and jncreagng

specialization led to internal restructuring. ~ MSH created tedmical progrnms
to group staff and resources by areas of expertise. Six teehnical prognuns at
MSH provide a mechanism for MSH staff members 10 cany out short-teml
assigmnents in their specialty areas: Population. Managemeflt Training. Drug
Management. StreogtbaUng Health Services. Health Finalcing. and Maoagemeot
lnfonnalioo Systems. Each of:be Programs worts ..ith government agencies and
adler orga:rizaIions in developing counMes to help bridge the gap in public
bea1th management.


