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Preface 

The founding of the New Republic has brought increased attention 

to provision of more equitable access to social services, including health. 

In attempting to use the available limited resources of the Government of 

Afghanistan and the people themselves more effectively, the Ministry of 

Public Health has been exploring the practical limits of existing hezith 

programs, such as the Fospital, mlaria and Basic Health Center programs. 

Additional initiatives to provide the presently underserved majority of 

Afghans with access to health care, such as Sxpanded Immunization, Village 

Health Workers, and Generic Drug Procurement are under development. This 

Financial Analysis, a product of the Ministry of Public Health and con- ., V 
X 

sultant efforts, pal:ticularly Drs. Gharwal, Roashan, and Wahabzadha, under 

the guidance of the Xinister, Prof. Dr. A, Omar, is a first attempt to 

examine the costs and outputs of various Xinistry of Public Health 

programs. with the objective of improving the future balance of health 

activities t~ serve the priority needs of the Afghan people. 



The s ta ted p r i o r i t i e s  of the  Afghan Xational Health Plan (A:JHP) 

a r e  access to  heal th  care for  in fan ts ,  children,  pregnant and post- 

partum wonen and the labor force. 

The planning procass now underway out l ines  the programs which w i l l  

be combined a s  the AWP t o  serve these p r i o r i t y  populations. 

The Financial Analysis follows the ou t l ine  of the  planning pro- 

cess,  looking a t  the  costs  and outputs of each program, t o  a s s i s t  i n  

policy decisions on al locat ion of l imited resources among a l t e rna t ive  

programs. 

Individual program plans a r e  analyzed t o  estimate cos t s  and out- 

puts of un i t s  of service,  such a s  imunizat ions  and pa t ien t  discharge 

. from hospi ta ls .  The sum of a l l  program investment i s  then compared 

with each p r i o r i t y  group, t h e i r  proportior. t o  t he  population, and the  

proportion of t o t a l  deaths the  group suf fe rs  a s  an indicator  of t h e i r  

heal th  problems. 

Major f indings of t h i s  analysis include: 

1) An imbalance between resources devoted t o  in fan ts  (6% of t o t a l  

investment) and the i r  t o t a l  mortali ty (40% of a l l  deaths). 

2) A trend i n  d i s t r i bu t ion  of heal th  resources over the  seven year 

plan period i n  which water supply a c t i v i t i e s  increase from 8 t o  21% 
----.. 

of t o t a l  expenditures while Basic Health Services decreases from 18 t o  . 

- 
13%, Xalaric: decreases from 20 t o  13% and Hospitals remain about the  - 
same (34%). 

3) Unit costs  for  each program, which when combined with technical  

judgement, can be used t o  consider a l t e rne t ive  pa t te rns  of heal th  

services improvement within t he  l i m i t s  of ava i lab le  resdurces. 



Examples include: 

a) Emphasis on Immunization and Basic Health Services as the 
\. 

most.economical and effective avenues for the improvement 

of child and maternal health. 

b) Aligr.ment of the TBfLeprosy plan to exploit the developing 

regional hospitals Rank 1 Zonal Training Centers, and 

minimize the expensive current cost per treated case. 

c) Alternative hospital development plans which allow consid- 

eration of quality, utilization and access in this most 

expensive of all Ministry of Public Health programs. 

4) An improved fee-for-service program for those who can pay is an - 
I- 

essential change in the hospital system if there is to be any reaiistic 
\- 

I ' prospect of improving quality of care and retaining qualified pro- - 
fessional staff. The Ministry of Finance could return a percentage of - 
fees collected, to be divided between special hospital needs and a 

pool gf incentive payments for the doctors, senior nurses, lab tech- 

nicians and administrators. 

5 )  Tentative analysis of available projected manpower suggests severe 

shortages of nurses, sanitarians, and management skills, sufficient to 

inhibit presently projected Xinistry of Public Health programs. 

6) A carefully constructed policy, and cautiously implemented pro- 

gram on drug procurement, distribution and education can be the most 

cost effective program presently available to the Ministry of Public 

Health to improve access to health care for both rural and urban Afghaus. 

7) Great progress is beginning and much more is possible. However, 

the most significant limits on ?linistry of Public Health plans are 

probably not financial but personnel and management constraints. ----- - - -- --- - - s f -  



Choices must be made among programs to use the limited personnel 

effectively. Providing adequate or excessive financial support, with- 

out clear assignraent of priority, can only result in unrealized plans, 

unexpended funds and disillusionment. 
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The p r i o r i t i e s  of the Afghan National Eealth Plan 1355-61 a r e  a l -  

ready focused on improving access to  health services for  in fan ts ,  children,  

women and the labor force. The purpose of the f inanc ia l  analysis  is t o  

provide a method of re la t ing  the costs and pro_ductivity_ of various heal th  

service  programs outlined i n  the  plan. Scarce resources can then be 

be t t e r  u t i l i zed  to  achieve plan objectives. 

The Financial Analysis is organized i n  pa ra l l e l  with the ten pro- 

grams i n  the Seven Year Plan. Par t icular  a t ten t ion  has been devoted t o  

the f i r s t  s i x  programs which provide services d i r ec t ly  t o  the people. 

These programs--Immunization, TB/Leprosy, ?lalaria, Water Suppiy, Basic 
1 

Health Services, Hos--consume the bulk of present and fu ture  re- , -. - --- 
sources and therefore require a t t empt s  a t  ca re fu l  cost  projections.  

Cost projections i n  t h i s  analysis make no allowance for  i n f l a t i on .  

Five percent per year seems a reasonable estimate and, by way of example, 

such an in f l a t i on  r a t e  i s  included i n  0r.e projection of hosp i ta l  cos t s  

(Appendix 6, Table H8). The l a t e s t  Ssttmate OE t he  Hospitals Budget 

was unavailable a t  the time of t h i s  analysis,  and i s  discussed primarily 

i n  Appendix 6.1 and Table K8. 

While the  qual i ty  of the  data  employed is qui te  var iable ,  cos t s ,  

service  output and program capaci t ies  can be approximated for  current 

planning purposes. The assumptions on which estimates have been based 

a r e  c lear ly  s t a t ed ,  and the methods of computation described. It i s  

important tha t  these assumptions be challenged, tes ted,  and where 

necessary a l te red  on the basis  of improved data or  more seasoned judge- 

ment and experience. In t h i s  way, Fipancial Analysis can continue t o  

be a useful  too l  i n  improving the qual i ty ,  d i s t r ibu t ion  and eff ic iency 



of h e a l t h  se rv ices .  

This  Analysis  has included only K i n i s t r y  of Pub l i c  Health spending. 
-a- 

/> - - 

Most ambulatory c a r e  i s  provided i n  t h e  p r i v a t e  s e c t o r  and a s i g n i f i c a n t  

-. 

Defense, Efines and Indus t ry ,  Education CXabul and Nanghahar U n i v e r s i t i e s )  - 
and by t h e  p r i v a t e  sec to r .  These should be included i n  any subsequent 

_ C  - 
g loba l  a n a l y s i s  of h e a l t h  spending i n  Afghanist- 

\ The Financi.al Analysis looks f i r s t  a t  Cost of Present  Services ,  
P 

Outputs of p resen t  programs, and Cost/Output r e l a t i o n s h i p s .  --- - 



2. Cost of Present Services -- 
Where possible, costs have been estimated from analysis of 

exqenditure rather than data for 1354, the last full year for - -- 

which such data are available Expenditure data proved difficult to 

obtain for many institutions, in part due to a lack of cost accounting 

procedures. laere expenditure data were not available, budget data 

were used. In general, expenditures in broad categories bear a rea- 

sonably consistent relationship to budgets. 

2.1 -- Estimated - -- Program Costs Compared With Priority Population G r o u ~  

As an initial indicator of progr2m focus on priority 

population groups, Table 1 summarizes the expenditure estimates 

submitted for 1356. The Analysis in general deals only uith 

Ordinary Budget Allocations, although the Water Supply program 

is included from the Development Budget. Foreign assistance is 

included, and programs are allocated to target groups in pro- 

portions as footnoted in Table 1. This is done by making an 

estimate for each program of what amount of money is invested 

in service to each target group. For example, for the TB 

program. cases under treatment in the Kabul Zone are Infants 

0%, Children 26%, PregnantIPP Women lo%, and Labor Force 64%. 

The TB budget is allocated among target groups in proportion 

to these percentages. 

The important findings include: 

1) Only 6% of total health expenditure is directed to 

Ilnfants, the highest priority target group stated in 

the National Plan, who currently suffer 40% of total 

mortality, much of it preventable. 



ita Sources/Xethodology: Ordinary Budget only - no construction 

- TABLE 1 

PROGmL EXPKDITUXE RELATED TO PRIORITY 
POPULATION CSTI!!ATES, 1356 PLI:?, Afs x 1000 

' 
Expanded Immunization rlan, dated 24/12/76; allocated one-third each to 'infants (DPT 
+ ECG) , children (DPT) , ijrcgnani (TT) . 
TB Institute Budget (not expenditure); allocated proportional to Kabul TB Center 
patient ageisex distribiltion, November 1976; see TB Cost Estimation Sheet 
Malaria Institute Budget, 1356; allocated proportional to population 
Water Supply Budget, 1356; workplan revised to 11/1/77; allocated proportional to populatici: 
Basic Health Services expenditure estimate (82% of budget); Parwan proportional 
Hospitals Estimate, see Table H-7 

Infants Children / Pregnant/PP Labor 
0-1 Year 1-14 Yrs :;men ( Force / I Total % 

40% 1. Immunization i 3864 , 3864 

11 9660 - I 2 

36,728 - 2 / 6 
1 

121,454 31 f 22 

50,050 4/ ) 9 

1 20% 
1932 

102,963 51 

225,070 6/ 

1 549,900 

26% 
9549 

47% 
57,199 

10% 
3673 

I. TB/Leprosy 1 

19 

42 

64% 
23506 . Malaria 

9% 

7.1% 

33% 

24% 

47% 

Total Health 
Budget 

Total Mortality 

Total Population 

X 
3.7% 
4500 . Water Supply 

1. Basic Health 
Services . Hospitals 
(B) 

6% 

38% 

3.7% 

7.1% 42% 
8641 / 51,114 

52% 

38%----- 1 

42% 

2.17- 
3554 

6% 
6178 

10% 
22,907 

- 46,885 

3.7% 1 47% 
1852 1 23,523 

100 

42% 
21,021 
50% 
51,482 
62% 
142,023 

289,146 

7 % 
7?07 
7% 
16,035 --- 

37% 
38,096 
21% 
48,105 

180,336 
otal 
xpenditures 

- - 33,458 



2) Only 1.8% of health expenditure is devoted to immunization, -* - 
including BCG,,a service with the highest cost effectiveness 

-. . . . . .. . . , . ., 
.up.- - ~ . .  .. . 

among ?{inistry of Public Health programs. 

3) Basic Health Services receives less than half the investment 

that hospitals receive, 18.7% compared to 41.6%. 



3. Outputs - of Present ..---- Programs 

Direct measures of heal th  s t a tu s  improvement a r e  very d i f f i c u l t  t o  

f ind.  In  pract ice ,  simile measures of health program a c t i v i t y  a r e  

usually substi tuted: contacts,  v i s i t s ,  immunizations a r e  examples. 

Appendices 1-6 estimate outputs for  each program. They a r e  calculated 

i n  par t  from sample surveys and v i s i t s  t o  various i n s t i t u t i ons .  Service 

data routinely reported to  the  Xinistry of Public Health a r e  s t i l l  

inconsistent.  

4. Calculation of - Unit Cost/Output Measures 

Tine re la t ion  of cost  t o  un i t s  of output i s  an important s tep  i n  t he  

process of making d i f f i c u l t  decisions which es tab l i sh  p r i o r i t i e s  among 

programs competing for  scarce resources. Unit cos t s  do not el iminate 

the  need for  technical  judgement on qual i ty  o r  impact of a par t icu la r  

output on health s ta tus ,  but they do provide a common denominator f o r  

comparison. 

Table 2 summarizes the  un i t  cost  ~ s t i m a t e s  for  the  major programs, 

and Appendices 1-6 contain the methodology, data sources and assumptions 
. 

used f o r  the estimates. Note t h a t  the un i t  cost  estimates range from 

less than 20 Afs. for  immunization and malaria protection to  1,000 Afs. 

o r  more for  TB cases t reated or  hospi ta l  discharges. 



UNIT COSTfOUTPUT COMPARISONS OF MOPH TABLE 2 

PROGRAMS AND TARGET POPULATIONS 

(Afslunit  output)  

11 Calculated from 1356 Immunization 7 Year Plan (see  Appendix 1 ) .  - 
21 Calculated from 1356 Tb 7 Year Plan (see Appendix 2 ) .  - 

Program 

Immunization I/ 

TbILeprosy j 

3 I Malaria - 
Basic Health Services 41 

Hospi ta ls  51 
6/ Water Supply - 

31 Calculated from 1356 Malaria I n s t i t u t e  7 Year Plan (see Appendix 3). - 
4 1  Calculated from 1356 BHS estimated expenditure (see  Appendix 5) .  - 

I 

51 Taken o r  calculated from t a b l e  e n t i t l e d  "Hospital Input and Output Data - 1354 (see Appendix 6). - 
61 Calculated from 1356 Water Supply 7 Year Plan (see  Appendix 4). - 

Target Populations 
Output 
Unit 

Contact 

Case Treated 

Contact 

Contact 

Discharge 

Recipient 

In f an t s  

19 

15  

47 

1930 

31 

Chi1 i r e n  

19 

1050 

15 

47 

1930 

31 

Pregnant and 
Postpartum 

19 

1050 

15 

47 

990 

31 

Labor 
Force 

1050 

15 

47 

4000 

31 



5. -- Interpetation - . and Use of Unit Cost Estimates - 

It is useful to examine the unit cost estimates in relation to the 

health problens of particular priority groups: 

5.1 Gro_up_s 1 1 2 - Infants and Children 
Respiratory diseases, diarrhealdysentery, malnutrition, 

measles and tetanus are consistently found to be the pre- 

eminent problems of Afghan children (1-6). Of the major pro- 

grams, only Immunization and BHS directly and economically - - -- A 

attack mortality, and can practically be increased to focus on 

Infants and Children. Halaria and Water S U D Q ~ ,  while 

low unit costs (15 and 31 Afs.) are difficult to expand 

the present pace and cannot be focused on particular groups. 
1 

- 
J: 

Inmunization, because of low unit and total cost, previous' 

experience and trained personnel, and high inpact potential for 

minimizing under five mortality, should be seriously considered 

for prompt implementation, - with or without foreign financial 

and technical cooperation. 

Malnutrition is an outstanding problem among infants - - - - -- 
and children. At the Child Health Institute most of the medical 

admissions below five years of age are malnourished. One third 

of them are seriously malnourished. (Yet the problem is so 

vast that malnourishent alone is not an indication for admission.) 

Repeated rural surveys all confirm that more than a third of in- 

fants and children under five in rural areas are seriously 

malnourished. (5,6). In addition to its own heavy burden of 

responsibility for death and stunted development, malnutrition 



contributes s ign i f ican t ly  to  the high mortali ty of a l l  other 

causes except tetanus.  

The probler.1 of malnutrition may be p a r t i a l l y  dea l t  with 

through the BHS for  the  25% of the population with po ten t ia l  

access, bur- i t  i s  such a massive problem tha t  it deserves 

special  consideration for  a new national e f fo r t .  

Three complementary aspects of the problem can be 

considered: 

1 )  Periodic lack of food i n  cer ta in  areas  of the  coun t ry -  

a problem for  agr icu l tura l  consideration; 

2) Poor food preparation practices.  Recent s tud ies  (3,5,6) 
_-d 

c l ea r ly  document extensive weaning malnutri t ion,  due - -- 
largely t o  delayed introduction of so l id  foods, of ten f a r  

< 4 L. -- - 
i n to  the s e c o n m .  Radical educational e f f o r t s  a r e  
/ 

required to  change these practices. Innovative radio pro- 

grams (half of r u r a l  women regularly l i s t e n  t o  radio (6) 

could be t r i e d ;  Basic Health Centers can work on food pre- 

paration education, and a s  Village Health Workers gain i n  

numbers and c red ib i l i t y ,  they may be able  t o  contr ibute  i n  

a major way t o  t h i s  national educational process. 

3) There i s  a need for  research into  the nu t r i t i ona l  value 

of indigenous Afghan foods and d i e t s .  

With the exception of the  Child Health I n s t i t u t e  i n  Kabul, 

- the hosp i ta l s  -- give comparatively l i t t l e  a t ten t ion  t o  in fan ts  

and young children.  -- Table .- 3 ,  for  example, shows tha t  3% of 

provincial  hospi ta l  discharges were children under f i v e  years 

of age. Data a r e  not avai lable  t o  ver i fy  whether they receive 





a substant-ially larger  share of hospi ta l  outpat ient  services.  

5.2 -- Group ---- 3 - Pregnant and Post-Partum 1,lomen 

Problems of pregnancy and family planning a r e  the  major 
-.~ .... - 

concerns of t h i s  group (1,4,5,6,7), and only Basic Health 

Services - can have primary impact, as ide from Immunization 

protection against  tetanus. Increasing a v a i l a b i l i t y  of AiMs and 

the  gradual development of female VHWs can increase women's 

access t o  health services.  Despite a greater  burden of ganeral 

health problems, ---- Table 3 reveals tha t  women receive only one 

fourth of adul t  - hos&tal -- services,  while men receive th ree  

fourths.  

i 
5.3 Group 4 - The Labor For% 

The primary heal th  needs consistently expressed by la5or 

force members a r e  medicines, doctors and hospi ta ls  i n  t h a t  order 

(5,6). They a r e  largely a healthy group, and des i r e  ready access 

t o  e f fec t ive ,  inexpensive drugs and acute hosp i ta l  care. This 

group already consumes a disproportionate share of hosp i ta l  

services (48% of population using 68% of hosp i ta l  services) .  Xuch 

of t h i s  d i spa r i t y  is cu l tura l ly  determined. Par t icu la r ly  a s  

qual i ty  of care  improves, an e f f o r t  must be made t o  reduce t h i s  

dispar i ty .  
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\ ,  

6. Cost of Future Services - - 

The costs  of program expansion a s  outlined i n  the  s i x  service  pro- 

grams of the Seven Year Plan have been estimated i n  Table 4. These 

estimates are  based on the nost  recently avai lable  d r a f t s  from the re- 

spective planning committees. The data sources a r e  noted i n  each t ab l e ,  

and Appendices 1-6 provide the estimation procedure and assumptions . 

employed. 

6.1 Comparison of Projected Expenditure with P r io r i t y  Population - 
Groups - 

Calculation of the  proportion of program investment directed 

a t  each P r io r i t y  Group (as i n  Table 1)  by the end of t he  plan 

period i s  a l so  noted i n  Table 4. With the current mix of pro- 

grams, there  i s  very l i t t l e  change i n  t he  imbalance between needs 

of young children and labor force investneat. Grzph I shows 

the change i n  Xinist-i-jr of Public Health expenditures over t he  

plan period; Graph IA shows the changes i n  percentage share of 

the overa l l  budget. Note t ha t  by the end of t he  plan, Water 

Supply takes 13% more of the t o t a l  Ministry of Public Health 

budget, and Immunization 2% more. On t he  other hand, TB, Malaria, 

Basic Health Services and Hospitals get  4%, 7%, 4% and 1% 

respectively. 

6.2 Summary Comments on the Contribution of Each Program 

1.. Immunization - ~nvestment ' in immuniiation and its ----- 

gradual inclusion i n  Basic Health Services i s  c l ea r ly  the  most 

cost-effective program currently being discussed. The un i t  cost  

is low, the  technology is known, the s t a f f  a r e  avai lable ,  and the 

impact is d i r ec t ly  focused on the P r io r i t y  Groups i n  need, 









See Appendix 1, 

This program requires a firm commitment to continuation and 

should be considered for direct operating budget support whether 

foreign contributions are forthconing or not. 

2. TB/Leprosy - The program as constructed is expensive; the 
unit cost per treated case is over 1,000 Afs. in 1356, with very 

high defaulter rates not included in the estimate. They should 

be estimated to more closely approximate the cost of effective 

treatment. See Appendix 2. 

Improvements in cost' effectiveness could be made by con- 

centrating efforts on sputum microscopy diagnosis (rather than 

experisive radiologic techniques), case treatment follow-up, and 

integration of field program with other institutions. Review 

of staffing proposals leads to the conclusion that they are too 

generous in number. In many cases scarce staff such as nurses 

could be replaced with more economically trained staff such as 

vaccinators. 

The construction of special and separate regional and pro- 

vincial TB centers seems of very doubtful value. 

Supervisory and field training activities could be an 

integral part of the Rank 1 Zonal Training Centers. Special 

diagnostic and treatment activities would be better housed in the 

Resional Hospitals as the appropriate place for X-ray facilities 

- and chest physicians to be efficiently focused. 

I ~ s s  than 20% of the operating expenses of the program for 

1356 (see Appendix 2) are Xinistry of Public Health money. 

Extreme care should be exercised in expanding a program that is 
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expensive per unit output and highly dependent on outside 

financin::. As with malaria, the stability of long term foreign 

financing for operating costs is an unlikely prospect. 

3. Malaria/Leishmaniasis .- - The low cost and the budget and 
staffing flexibility to respond to outbreaks and epidemiologic 

indicators form the base of the generally reasonable operation 

of the ?falaria Program. In view of the declining willingness of 

foreign sources to sustain large percentages of recurrent 

operating budgets, even for effective programs such as malaria, 

the present cautious posture on contrcl seems very realistic. 

See Appendix 3. 

4. m l y  - The near term work plan and budget 
appear to be in proportion to other Xinistry of Public Health 

/vestments. The number of users of each type of system, how- 

ever, seem optimistic. Periodic surveys of the accual use and 
A 

tate of repair of wells and pumps would be helpful in refining & the measurement of output of the water supply program. Appendix 

4 calculates the annual cost per recipient by depreciating the 

well cost over a ten year period, and adjusting for the number of 

broken pumps. Note also that only 212,500 rather than 300,000 

new recipients are estimated to be served in 1356; both figures 

are below the annual population increase. An additional pro- 

blem, recognized by the Rater Capply Program, is that costs to 

reach additional recipients will begin to increase rapidly after 
J 

the more concentrated centers of population have been served. 

It remains to be demonstrated whether the program can increase 

the percentage of Afghans with access to well water. 



Xaintenance i s  an important problein recognized by the program, 

and ser ious  consideration should be given t o  incorporating a t  

l e a s t  the maintenance expenses in to  the >finistry of Public Health 

ordinary budget as  a regular expense. Surveys ( 5 , 6 )  indicate  t ha t  

v i l l age r s  often place a re la t ive ly  low p r i o r i t y  on water compared 

with other health needs. They a r e  also unwilling t o  walk very 

f a r  for  a new water source. Both points indicate  t ha t  a major 1 

heal th  education campaign i s  required. 

5 .  Basic Health Services - The core of the attempt t o  

extend r u r a l  access t o  health services,  BHS plans t o  reach 27% 

of t he  population by 1361. See Appendix 5. I f  adequately 

supported, t h i s  goal appears reasonable, but demonstrates a t  the  

same time the need for  exploration of subcenters and Vil lage 

Health Wor!cers t o  extend health care  access t o  the  majority of 

r u r a l  Afghans beyond t'tie reach of BHC's. Appendix 5 a l so  s e t s  

out an i l l u s t r a t i v e  long term financing and maintenance proposal 

f o r  the VHW program, which suggests that  t he  VHW a c t i v i t y  may 

be self-supporting once undervay. 

Current developments suggest that  commitments to  required 

cen t ra l  management, f i e l d  supervision, and in-service t ra in ing  

a c t i v i t i e s  a r e  being kept by BHS. This leaves three main pro- 

blems which a f f ec t  the  cost  ar:d output of BHS: manpower, drug 

supplies;  and ITFP. Xanpower i s  s f  such importance tha t  i t  is - 
addressed separately i n  Section 7.1. Drugs and PlFP can be 

discussed together here. 

Once established, the costs  of operating a BHC a r e  la rge ly  

fixed; i f  many people a r e  provided health services,  the un i t  - 



cost  i.s low; i f  few people a r e  served, the un i t  cost  is high. The 

conf l ic t  a r i s e s  i n  t ha t  the health and WFP programs compete; . 
t h a t  is ,  BHCs supplying WFP inevitably become primarily food dis-  

t r ibu t ion  points,  not health centers.  Health Services take second 

place t o  the  time-consuming a t t r ac t ion  of 100 Afs. of f r e e  food. 

I n  i t s  present form, WFP dis t r ibu t ion  r e s u l t s  i n  an unfortunate 

d i s to r t i on  of Basic Health Services a c t i v i t i e s  and should be 

re-evaluated i n  l i g h t  of these problems. The Parwan experience 

demonstrated tha t  adequate drug ava i l ab i l i t y ,  with t ra in ing  team 

support, resul ted i n  a  t r i p l i n g  of health center services  with 

a corresponding decrease i n  un i t  costs.  

6 .  Hospitals - Hospital problems a r e  well  known; poor 

qual i ty  of care  and d is t r ibu t ion  of services ,  low u t i l i z a t i o n ,  

and inadequate provision of specialized care. Solutions t o  

these problems a r e  l e s s  obvious. 

Any fo r th r igh t  analysis of hosp i ta l  cos t s  must recognize 

t h a t  qua l i ty  hosp i ta l  services a r e  necessari ly associated with 

high costs .  This does =mean tha t  money ensures qua l i ty .  It 

does mean tha t  minimum standards of basic hosp i ta l  care  a r e  -- 
associated with minimum costs,  which a r e  nevertheless qu i t e  high. 

This analysis  has focused a t ten t ion  on a l t e rna t ives  t o  

contain t he  cos t s  associated with expansion, f o r  i n  Afghanistan 

as i n  almost every nation,  the costs  of hosp i ta l  care  tend t o  

make up a la rger  share of health expenditure than can be 

ju s t i f i ed  by the i r  outputs. Three a l t e rna t ives  have been con- 

sidered t o  i l l u s t r a t e  t he  resources required and poten t ia l  

outputs possible with d i f fe ren t  approaches t o  t he  important 



question of hospi ta l  expansion and hprovement. A l l  three  

a l te rna t ives  expand substant ia l ly  on present hosp i ta l  capacity;  

they d i f f e r  i n  speed of expansion, cost  qua l i ty  and f e a s i b i l i t y ,  -- -> 

both technical  (qualif ied s taff  avai lable  t o  provide care) and 

administrative ( suf f ic ien t  cen t ra l  Ministry of Public Health 

management development t o  provide the supplies and necessary 

support ) . 
Alternative (A) assumes f u l l  rea l iza t ion  of present plans 

for  expansion a t  current levels  of cost  and quali ty.  Alternative 

(B) accepts present plans for expansion and includes extra  ex- 

pense t o  support increased qual i ty  and be t t e r  u t i l i za t ion .  

Alternative (C) reduces the r a t e  of expansion i n  bed capacity. 

It provides even more funds and personnel f o r  the  upgrading of 

qual i ty  and u t i l i za t ion .  (See Appendix 6 ,  Tables Hl-H5.) It 

allows important a l te rna t ive  health service  uses for  some of 

the  smallest hospitals.  

Alternative A does nothing t o  correct  the  ex is t ing  def ic i -  

encies. Alternative B i s  the most cost ly  and is a compromise 

between the  need t o  improve qual i ty  and perceived needs for  more 

regional. and provincial  beds. 

Alternative C i s  l e s s  cost ly  than Alternative B. While the  

costs  per bed a r e  greater,  tho- number of discharges is greater  

and the cost  per discharge i s  l e s s .  (See Tables 5 and 6 and 

Graphs I1 and 111.) By concentrating on development of l a rge  I 
regional hospi ta ls ,  Alternative C provides more e f f i c i e n t  use I 
of l imited s t a f f ,  Ut i l izat ion and t o t a l  number of pa t ien ts  

, . . .  . . 
, . .,, . 

served i s  highest, and the administrative burden i s  minimized 

- 





TABLE 5 -- 
COMPARISON OF ALTERNATIVE PLANS FOB HOSPITAL CAPACITY- 

ALTERNATIVE 1355 1356 1357 1358 1359 1360 1361' 

PROJECTED NUkCBER OF BEDS 

P lan  A 1946 2231 2571 2906 2921 3136 3136 

P l a n  B 1946 2231 2571 2906 2921 3136 ' 3135 

P lan  C 1731 1906 2246 2626 2626 2701 2701 

ANTICIPATED COST PER BED (Inc luding  Fore ign  Aid) (Afghanis) 

P l a n  A 91,642 90,672 94,469 93,096 92,877 91,462 91,462 

P lan  B 91,642 102,676 108,385 114,001 120,942 127,108 136,164 

P lan  C 94,365 108,296 113,980 119,407 

- - 
PROJECTED MOPH BUDGET (Efi l l ions of A f s )  

P l a n  A 150 172 200 227 228 245 245 

P lan  B 150 197 232 283 305 351 379 

P lan  C 133 169 207 263 284 314 340 



TABLE 6 

COST/OUTPUT COMPARISON BETWEEN HOSPITAL PLAN ALTERNATIVES A, B AND C . 

Variable ---- 
Occupancy ( X )  

(ass_umed) 

Number of 
Discharges 

-. 

Discharges per 
Bed 

(assumed) 

Cost per 
Discharge ( A f  s) 

Average Length 
of Stay (Days) 

--- 

Alter- 
native 

A 

B 

C 

A ,  

B 

C 

A 

B 

C 

A 

B 

C 

A 

B 

C 

1356 

70 

70 

7 0 

44620 

44620 

38120 

20 

20 

20 

4530 

5130 

5410 

12.8 

12.8 

12.8 

1357 

70 

71 

7 3 

51420 

53991 

49412 

20 

21 

22 

4720 

5160 

5180 

12.8 

12.3 

12.1 

1358 - 
7 0 

7 2 

76 

58120 

63932 

63024 

20 

22 

24 

4650 

5180 

4980 

12.8 

11.9 

11.6 

1359 

7 0 

7 3 

7 9 

58420 

67183 

68276 

20 

23 

26 

4640 

5260 

4910 

12.8 

11.6 

11.1 

1360 

7 0 

74 

82 

62720 

75264 

75628 

20 

24 

28 

4570 

5300 

4820 

12.8 

11.3 

10.7 

1361 

70 

75 

85 

62720 

78400 

81030 

20 

25 

30 

4570 

5450 

4840 

12.8 

11.0 

10.3 
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by decreasing the number of poorly u t i l i zed ,  expensive small 

hospi ta ls  t h a t  cannot provide adequate hosp i ta l  care  (see Table 

H6.) The small ten and twenty bed uni ts  cannot, of course, be 

abandoned. They represent an opportunity t o  convert poorly 

u t i l i zed  f a c i l i t i e s  of uncertain qual i ty  rapidly in to  community 

heal th  centers  which s t i l l  r e t a in  a few beds f o r  emergency care 

such a s  rehydration and accidents, but concentrate mor2 inten- 

s ively on basic health services. They could a l so  serve a s  

nu t r i t i on  education centers. 

The d e t a i l s  of Alternative C a r e  s e t  out i n  Appendix 6. 

This a l t e rna t ive  i s  l e s s  demanding of manpower. A s  there  w i l l  

be c r i t i c a l  shortages of nurses during the planning period (see 

Section 7 and Appendix 7 )  t h i s  manpower constra int  i s  another 

compelling reason t o  commend t h i s  a l te rna t ive .  The analysis  

suggests t ha t  an approach similar t o  Alternative C i s  the  most 

p rac t i ca l  mix of resources to meet the need fo r  hosp i ta l  services.  

Bowever there  may well be p o l i t i c a l  and demographic reasons 

why these small, inef f ic ien t  and under-utilized hospi ta l s  can- 

not be closed. The pract ical  r e a l i t i e s  may then require  se lec t ing  

a plan closer  t o  Alternative B. This should only be done with 

t he  f u l l  r ea l i za t ion  tha t  such a decision commits l imited re- 

sources i n  a sub-optimal manner. 

A t  the  same time the problem of i ne f f i c i en t ,  under-utilizzd 

small hospi ta ls  must be addressed. There is ample evidence t h a t  

very low occupancy r e f l e c t s  poor qual i ty  of care. Recent ex- 

perience i n  Khost confirms the bel ief  t ha t  upgrading the  qua l i ty  



of s t a f f  and equipment imediately improves u t i l i z a t i o n .  

Similar upgrading can be accomplished i n  Zonal hospi ta ls .  Scarce 

resources w i l l  not allow t h i s  s t ra tegy t o  be followed i n  the  

smallest hospi ta ls .  

I n  these small hospi ta ls  two other r e a l i s t i c  options should 

be considered: - 
1) The Gereshk example, conversion t o  a Zonal t ra in ing  center ,  

modifies the hospi ta l  to  provide addi t ional  and cost- 

e f fec t ive  health services.  

2) The high mortali ty among infants  and children under f i v e  

is largely due t o  a small number of diseases  which a r e  

la rge ly  preventable, easy t o  t r e a t  and easy t o  diagnose. 

The s t a f f  of nost other small hosp i ta l s  should be given 

intensive in-service t ra ining perhaps with t he  help of 

(XI so  tha t  they can effect ively cope with these con- 

d i t ions .  Their new proficiency w i l l  soon be appreciated 4' 
by the population they serve and hospi ta l  u t i l i z a t i o n  w i l l  

r i s e  dramatically. A t  the  sane time these hosp i ta l s  w i l l  

continue t o  provide emergency care  f o r  adul ts .  

An equi table  system of hospi ta l  charges f o r  those who can 

afford t o  pay would of course decrease the  >f inis t ry  of Public 

Health contribution under any a l t e rna t ive  selected.  
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7. General Issues -- 

Analysis of manpower requirements during the planning period --. 

shows serious deficiencies in numbers of nurses and sanitarians. 

There is an initial shortage of ATIS but if classes are full, 

supp1.y catches up with demand in 1360. There is a shortage of .- - 
adequately trained doctors and of laboratory technicians whose 

training is up to the standard required in the better hospitals. 

Competent hospital adninistrators, if they exist, are in short 

supply. Clearly, shortages of health manpower can frustrate 

plans for extending the cclverage and quality of health services. 

For this reason manpower planning and training must receive 
---c 

/ 

lit Health. 

The uethods and results of the analysis are shown in 

Appendix 7. They must be considered merely a tentative first 

estimate because of deficiences in the quality of source data. 

More accurate data should be gathered and new projections 

calculated. 

An Institute of Health Manpower Development has been - 
suggested as a possible solution to health manpower defi- dencies . - 
Such an institute would seem a costly and sluggish response to 

- an urgent group of problems. The immediate need is for an 

analysis of manpower requirements and supply. Then appropriate 

influence must be applied to other Ministries and institutions 

now training health manpower, and t o  the relevant institutions 

in the Kinistry of Public Sealth, so that personnel of 

appropriate quality are trained in sufficient numbers to meet 



the Xinistry of Public Health's needs. 

.Strategies must be developed to meet critical shortages 

of manpower in the short term. Nurses can be augmented in number 

by substitution; by creating a new category of "nurse assistant" 

or"practica1. nurse". Assistant nurses can be selected from the 

large pool of twelfth grade graduates and given an intensive 

short course in the most fundamental aspects of health sciences. 

This can be compressed into a twelve to eighteen month course, 

including in-service training. This category could later be 

phased out by offering assistant nurses additional training 

which would fully qualify them as nurses. (Even if the category 

seemed useful and worth retaining in the long term assistant 

nurses who prove worthy should be given such opportunity for 

additional training and professional advancement). 

7.2 Quality of= 

The quality of care is more dependent upon quality of 

personnel than on any other variable. Nowhere is this more 

important than the quality of care provided by doctors. In 

number alone there is no present or projected shortage of 

doctors. But in terms of the needs of both Basic Health Services 

and hospitals, there are critical shortages of suitably quaiified 

doctors. 

In Basic Health Services there must be gradual extension 

and upgrading of training of doctors in the orientation program 

which prepares them for service in Basic Health Centers. This 

process has started. It must be refined and extended. 

The Seven Year Plan desires to bring Afghan hospitals up to an 



acceptable minimum standard of care.  An es sen t i a l  element is an 

expanded program of post-graduate training.  This is bes t  pro- -- I 

vided i n  a few se l ec t  Kabul hospi ta ls  which must be given 

addi t ional  qualif ied c l i n i ca l  teachers and other resources. 

The Jamhouriat and C H I  experience provides a successful  working 

model. The e f fo r t  needs t o  be expanded i n  these and other Kabul 

hosp i ta l s  t o  include other c l i n i c a l  spec i a l i t i e s ,  together with 

paramedical services such a s  physiotherapy, laboratory tech- 

nology and dispensing. 

A t  the  same time there  must be similar in-service t ra in ing  

i n  hospital. management. The hospital  system cannot be improved -- 
without a cadre of competent hospital  managers. 

The cl.inica1 teachers and senior administrators of these 

hosp i ta l s  should col lect ively form the facul ty  responsible f o r  

organizing and providing t h i s  in-service t ra ining.  A t  t he  same 

time there  must be a concerted e f fo r t  t o  improve the standards 

of equipment, maintenance, and cleanliness a s  well a s  the  log- 

i s t i c s  of supply t o  a l l  Afghan hospitals.  They must be improved 

i f  t ra ined s t a f f ,  as  they becone available,  a r e  t o  provide 

qua l i ty  of care.  

7.3 Incentive - Payment for  Service 

The system and sca le  of payment of hosp i ta l  s p e c i a l i s t s  

a~ld other senior professionals and administrators must be 

- improved su5s tan t ia l ly  i f  there i s  t o  be any r e a l  hope of i m -  

proving the qual i ty  of care and the eff ic iency of hospi ta ls .  

A t  present doctors a r e  forced t o  supplement t h e i r  meagre s a l a r i e s  



by working in their private offices. Here they dole out pre- 

scriptions at 20 Afs. a visit. While they are diverted to this 

activity which is of questionable value, the hospital becomes a 

convalescent facility rather than an active treatment unit. 

The position of certain specialists, such as anaesthetists 

and radiologists, is even worse as they have no effective way of 

supplementing their income. Their plight is so bad that one can 

safely predict such specialists will almost certainly smigrate 

once they have achieved an internationally acceptable standard 

of competence. Recent experience with anaesthetists confirms 

this. thesis. 

. A fee-for-service'system, based on receipts from pacionts ---.. ~ - 
~ . ~ ~. . ~. 

who can afford to pay, would be ideal for the doctors but would f 7 X 
unfairly exclude other key professionals. In addition it would 

be contrary to the personnel payment policies of the Ministry 

\ of Finance. 
Pet: a solution must be found. Otherwise there is 

C &O*Ya-F &.&- 
absolutely no hope of significant or sustained improvement Q-i 

r""r""' 
the quality and efficiency of Afghan hospitals. 

A system of fees for hospital services now exists but is 

poorly administered and it is now too easy, for many who can 

afford to pay, to avoid paying. Tinis system should be extended 

to include realistic fees for hospital and professional 

. servic:es to inpatients and to polyclinic patients. These 

payments must be passed on to the )finistry of Finance. But the 

Minist:ry of Finance should return a portion of this sum, say 

SO%, to the hospital. Ten percent should be designated for 
.................... 
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special  projects  or  equipment required by the hosp i ta l  but 

for  which no provision was made i n  the budget. Forty percent 

should be divided up among the doctors, head nurses,  chief 

administrative s ta f f  and department heads. The portion each 

receives could be decided by negotiation among the rec ip ien ts .  

These a r e  the  key people whose dedication and e f f o r t  

alone can r a i s e  the  standard of care and the eff ic iency of t he  

hospi ta l .  The occupancy r a t e  w i l l  increase under t h i s  system, 

and the average length of s tay w i l l  f a l l .  The t o t a l  r ece ip t s  

f o r  hospi ta l  and professional services which w i l l  be received 

and retained by the Ministry of Finance w i l l  be several  ttmes 

la rger  than present receipts  from hospi ta ls .  

A t  t h e  same time the hospital  polyclinic f a c i i i t i e s  must 

be substanti.ally improved so tha t  211 pat ien ts  can be  in te r -  

viewed and examined i n  privacy, warmth and cleanliness.  The 

medical s t a f f  should be allowed t o  use these f a c i l i t i e s  a t  

designated times during the week when they can see t h e i r  

pr ivate ,  fee-.paying pat ients ,  from whom each physician c o l l e c t s  

(and r e t a in s )  h i s  f ee  direct ly .  In  t h i s  way they w i l l  remain 

on the hosp i ta l  premises where they can quickly be reached i n  

the  event of emergency. Their professional time w i l l  be used 

.with maximal. efficiency . 
7.4 Drugs and Biologicals Procurement 

Studies i n  1974 (9) and 1976 (10) agree tha t  about a s  

much money i s  spent on drugs i n  Afghanistan a s  on the t o t a l  

expenditures f o r  a l l  other heal th  a c t i v i t i e s  combined. Given 
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this situation, there are three reasons why careful Xinistry 

of Public Health planning for drug procurement could be the most 

important and cost effective health contribution to the goals 

of the National Health Program that is possible over the next 

several years. 

These reasons are: 

1) Quality of Care 

2) Availability of Care 

3) Cost of Care 

7.3.1 Quality of Care - The current level of knowledge and 
dispensing practice anong health workers is very Low, 

which directly diminishes quality of care. There are three 

components of quality which the Piinistry of Public Health 

can affect: DRUG QUALITY. APPROPliL4E DRUG SELECTIOX; 

and APPROPRIATE DISPENSIXG. 

DRUG QUALITY - Safe and effective drugs are obvious 
requirements. As the Ninistry of Public Health moves 

to domestic production, the Afghan people will develop 

an aression -- of the quality of government generic drugs. 

The private sector manufacturers and importers will 

fiercely dispute the quality, and try to establish a bad 

image for generics. As the development of manufacturing 

competence and quality control is not simple and will take 

. years, the initial phases should emphasize bulk procure- 

ment - of finished@%, with concentration on appropriate 

pas_kagkg and marketins. .- 

APPROPRIATE DRUG SELECTIOX - ?Ian~ health workers, 



including physicians, have difficulty keeping up with 

the drugs of choice for each health problem. The Afghan 

National Drug Formulary, widely distributed and regularly 

improved, can be a major force for improved quality of 

care. As Formulary maintenance is a highly technical 

process, consideration might be given to using a high 

quality Formulary (such as the British National Formulary) 

as a baseline, with a committee of Afghan experts 

modifying it for local needs every two years. 

APPROPRIATE DISPENSIKG - It is common practice to 
dispense inappropriate amounts of drugs, with ina4equate 

instructions. (In the United States studies show that 

less than half of prescriptions are followed accurately.) 

'Phis leads to failure of therapy, development of drug 

resistance, drug toxicity, and is a massive waste of I -. 

money. Pilot studies of prepackaged drugs (in course of 

treatment amounts, with both pictorial and written 

instructions in Dari) have been well received by Afghan 

health workers in Parwan. A first priority of the 

expanded API program should be course-of-treatment 

packaging and labelling appropriate for local use. 

7.3.2 Availability --- of Care -Carefully developed Ministry of 

Public Health policy on drugs can expand access to health 

care faster and at lower cost than any other Xinistry of 

PuI)lic Health program. The reason is that people see 

drugs as their mos: inportant - health need (5,6) and 

already pay large amounts for them (300 Afs./per family/ 



per year (5) ) even i n  remote r u r a l  areas.  A U n i s t r y  of 

Public Health program t o  procure, package and market basic  . 
drugs for  common problem, i n  course-of-treatment packages 

through pharmacies and __-9 dokhans could markedly expand 

access t o  health,  par t icular ly  for  the labor force ta rge t  

group. L i t t l e  addit ional Ministry of Public Bealth s t a f f  

and financing would be required, and the  progran could 

generate a surplus t o  support other heal th  programs. 

7.3.3 Cost of Care 

The cost  savings from competetive generic bid procure- 

ment a r e  well known. A s  people already eagerly pay f o r  

drugs, the  Xinistry of Public HealthIAPI can provldc. a t  

].ow cost  and potent ia l ly  re ta in  a surplus t o  contr ibute  

t:o other ??inistry of Public Health programs which a r e  

provided below cost .  

. A conservative estimate of foreign exchange e f f e c t s  

i.s summarized i n  Graph 4. Using the foreign exchange re- 

quirement projected i n  the f e a s i b i l i t y  study (10) through 

1361, a steady growth of generic drug market share from 

0 t o  50%, and pricing estimates averaging 25 t o  40% below 

proprietary pr ices ,  between two and four mil l ion d o l l a r s  

per year w i l l  be saved. 

Another useful example i s  ref lected i n  recent p r ices  

f o r  Chloramphenicol reported from API. Graph 5 shows t h a t  

per capsule costs  of generic chloramphenicol a r e  a small 

f rac t ion  of the  proprietary brands. Equally important i s  
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the finding that the major share - of the cost saving is 

in generic bid procurement of quality finished drugs, 

not -- in local production of capsules and tablets. Only I l 
a small (here 5%) difference between buying and making 

generics certainly cannot compensate for the tremendous 

problem of manufacture involved. 

The Feasibility of an Afohan Pharmaceutical Plant 

The latest feasibility study, is a valuable contribution, 

lmt is not sufficient to allow proceeding with confidence 

an a plan to build a pharmaceutical plant. 

Tuo issues are addressed here: (1) the objectives 

of pharmaceutical plant development, and (2) th? feasibility 

study itself. 

1) wbjectives 

The major objectives of pharmaceutical plant 

development in Afghanistan, as we understand them, 

are to bring necessary drugs. of .- good quality, at 

low prices, in ways that can be used effectively, 

to the Afghan people, and to do it soan. 

Necessary Drugs - have nothing to do with the 
type of pharmaceutical plant. They result 

from carefur develop~ent of the Formulary, 

and limitation of drugs to those proven 

scientifically effective and appropriate for 

Afghan problems. 

Good .. - - - - Qua19 - - - is directly related to the type and 

performance of the pharmaceutical plant. To 



roduce tablets. capsules and other forms at e-.- 
high quality standards requires skilled 

personnel and equipment maintenance capacity 

which, are not likely to be produced by a 

goverment program within the Seven Year Plan 

period. 

Low Prices - will come primarily from bulk pur- --- 
chasing on competitive bid; not production 

in Afghanistan, as noted in Graph 5. In the 

quantities required for Afghanistan, only very 

small differences in cost will be found between -- 

international standard drugs and attempts 
- .  

to make tablets and capsules locally, with 

all the risks of machine and human failure 

added in. Raw materials make up most of the 

foreign exchange cost, and must be imported 

anyway. 

Used Effectively - Discussed above, see "Appro- 
priate Dispensing . 

Available Soon - - A plant initially focused on 
effective packaging of quality imported fin- 

ished drugs could be in operation within a 

year, supplying a major share of drug needs. 

A more co~plex plant attempting to manufacture 

quality drugs ?rill take much longer. The ex- 

ample of the Vaccine and Serum Institute is 

useful; a complex and highly expensive facilit-1, 

it was scheduled to open several years ago 



and is yet to begin significant production. 

2) The Feasibility Study Itself 

Given the objectives stated above, the feasibility 

study requires clarification and reconsideration: 

There are several inconsistencies in important 

financial calculations: Pages 17 and 22 cite a 1.7 

pricing factor incorporating shipping, customs duties 

and profits, to arrive at a retail price. Page 40, 

however, cites an import level of nineteen million 

dollars and expected retail price of fifty million, or 

factor of 2.6. Such major discrepancies in a report 

generated largely from secondary sources which are 

not appropriately referenced suggests that too much 

haste was employed for the report to be utilized as 

a final planning document. 

There are serious questions about size and cost 

of the proposed facility. An eight point five (5.5) 

million dollar plant, employing over seven hundred 

people appears to be much too complex for the cir- 

cumstances. A plant less than half that size is pro- 

bably more than adequate. Open bids should be 

sought for construction and slowly phased down 

operational support. A "turnkey' operation is in- 

feasible given the limited pool of experience, and 

would be a national catastrophe. 



7.4 -- Financial z2nalysis Capability in the !Iinistry of Public Health 

., Certain expenditure and output information must be gathered 

on a continuing basis. The !finistry of Public Health is to be 

commended for recognizing this need and devoting the necessary 

resources and personnel to do the job. 

The financial analysis section of the Administrative and 

Planning Development Program has been studied. Three comments 

seem to be in order. (i) The Program is both too vague as 

regards methods and too ambitious as regards it initiai ob- 

jectives The analysis capability must grow in a series of 

stages beginning with the simplest and most important cost 

data. (ii) An advisory committee is unnecessary. (iii) The 

financial analysis staff in the proviaces will derive most of 

their expencliture data from the fusthfists- They must work 

- in these offices as well as in t& provincial Public Health 

Off ices. 

Expenditure data for Kabul institutions has been far 

easier to get than for provincial institutions. Clearly there 

must be close collaboration with the Xinistry of Finance both 

centrally and in the provinces so that accurate expenditure 

data can be compiled for each institution, department and 

program. 

Attention should first focus on those programs which pro- 

vide health services. At a later stage, rules can be devised 

for allocating administrative costs, technical support costs, 

trzining costs, and overhead arrong the service programs. Still 

later, depreciation schedules can be devised for equipment, 
- 



buildings and other capital spending. At each stage of develop- 

ment the financial analysis team must concentrate on the minimum 

data required to calculate accurately unit costs of service. 

Sampling techniques will be helpful both in improving accuracy 

of estimates and in reducing data collection costs. Only when 

one stage is working well should sights be raised to the next 

level of complexity. 

The limits of financial analysis must be appreciated. 

For example with current data it is impossible to compare the 

-relative . cost-effectiveness.of a vertical versus a horizontal 

immunization program. At the same tise other considerations, 

such as availability of stzff, proven success with s~~allpox, 

the large backlog of unimmumized infants and young children 

and the present limited reach of Basic Health Services all 

lead inexorably to the conclusion that immunization should be 
-. , . . . . . , .. . . . -. .. . . .. - - - / 

launched as a vertical program to get rid of the backlog. I 
/- --- 
At the same time a pilot project should be launched as a horizontal 

program under Basic Health Services. Provided appropriate cost --- 
data are collected, financial analysis can help in judging the 

best timing and pace of this conversion completely to a 

horizontal program. 

Inevitably the upgrading of health services will be cneven. 

Some hospitals and health centers will achieve an acceptable 

standard of service at an early stage in this process of change. 

Cost data from these benchmark institztions will be particulariy 

valuable. for planning purposes. For this reason they must be 

recognized early and given more detailed attention by those 



responsible f o r  financial analysis. 
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Appendix 1 - 1wn.unization 

Imnunization Program - Unit Cost/Output Esti~ation 

Methodology and Assumptions 

- from EIT 1356-61 dated 29/12/76, Rangaraj 

1. Immunization 

(US Dollars @ Afs 46) 
(~000) , 

1356 - 1357 - i358 - 1359 - 1360 - 1361 

Operating Costs 130 500 465 495 523 525 

MOPH Salaries 30 120 125 130 135 140 

Vehicle Depreciation 40 40 40 40 40 

Foreign Advisor 50 50 50 50 50 50 
.- 

Total U.S, 210 710 660 7 05 748 755 
Dollars 

Number of 
Contacts 2G0,000 1,300,000 1,300,000 1,300,000 1,300,000 1,300,000 

Cost per 
Contacts 48 Afs 25 Afs 24 Afs 25 Afs 26 Afs 27 Afs 

cost/Output Calculation: 

2 contactslchild x contact cost - 
5 years depreciation (1) 48 = 19.2 afslchild = 5 

(1) Assumes disease and immunity reached by age 5 under natural conditions; 
therefore value of protection is allocated over 5 years. 



APPEKDIX 2 - TB~LEPROSY - 
TB Prooram - Cost/Output Esti~cltion D 

Assumptions: 1) %~/~ase Finlin~lSputum Exam Done by Immunization 
2) Costs of thess included in Imunization Eudget 

1356 1347 1358 1359 1360 1361 

MOPH Budget 6046 7950 9300 9950 10600 11250 

11 Foreign - - 30682 22494 17204 16376 15180 15180 

Af s Total(x000) 36728 30444 26504 26326 25780 26430 

Pts. under Rx. 35 38 42 46 50 50 
(xooo) 

Cost/Patient 
Treated 1049 8 01 631 572 516 528 

I/ Foreign Assistance (xooo $US) - 

Less Immunization - 21 200 200 200 2 00 200 200 

Less Capital Costs 1725 1000 1000 

Total ($000) 667 489 374 356 330 330 
(46-$) Afs 30682 22494 17204 16376 25180 15180 

21 Immunization: - 
Local per diem, BCE vaccine, maintenance, mileage 

UNICEF (70,000 t. 100,000 + 10,000) + I.EiO (20,000) = $200,00O/year 

Age/Sex Distribution Estimate of Treated Patients 
Data: Kabul TB Center, November 1976 

Age Hale Female Total 

0-14 364 466 830 (26%) 
15+ 820 (34%) 1597 (66%) 2417 (74%) 

From Plan Pop Estimates, PreglPP + Labor Force = 1080000 + 6417000 = 7497000 
14% + 86% = 100% 

Proportionally, % TB Patients 15+=74% x 14% = 10% Pts are Preg/PP 
74% x 86% = 64% Pts are Labor Force 

26% Pts are Children 



Malaria  - Uni t  Cost/Output Est imation .- 

Source: 1) ?falar ia  Control  Program, Background and Support ing Information 
Novemher 1976 

2) Plalaria 7 Year Plan ( s t e n c i l  copy) 
3) l a l a r i a  1356 Budget a s  approved 

Assumptions: Budget = Expenditure,  i n  vier? of independent budget 

Budget from 
7 Year Plan 66 69,5 72.7 76.4 80.0 84.2 88.4 

Approved 1356 Budget 79.5 

Foreign Ass is tance  (US$x1000) 

WHO-Advisors, e t e .  341 
kXO - I n s e c t i c i d e  400 
UNDP 21.0 
Japan 50 
USSX ? 
UK 83 -- 
TOTAL US$ = 1,084,000 x 46 Afs = 49,864,000 

p lus  1<OPX 79,500,000 - 
1356 To ta l  Budget = 124,264,030 Afs = 14.7 ~ f s / P e r s o n  - 

Popula t ion  Coverag~-8,b:00,050 Covered 

For Budget P ro jec t ion :  Assumption made t h a t  t o t a l  ma la r i a  budget (:'lOPH + fo re ign )  

w i l l  expand a t  5% r a t e  over p l an  per iod .  

Related Fac ts :  1) Program Plan 1.5-1.65 n i l l i o n  people p ro tec t ed  w i t h  
i n s e c t i c i d e  

7 m i l l i o n  covered by drug t rea tment  scheme 
2) Children a r e  prominent a t  r i s k  group 



RATER SUPPLY - Unit Cost/Output Estimation 

Plan is: A/ 

1) 500 shallow wells - 
i assume 100 dug at schools, serving 500 population = 50,000 

400 dug in villages, serving 250 population = 100,000 

1 
~ 2 )  25 piped systens serving 2500 each = 62,500 

Annual Total Estimated Recipients = 212,500 

Budget Total, 1356 = 50,050,000 Afs 

Assuke 10 Year Depreciation, 235 - - 10 - 23.5 Afs/Recipient/year 

Note that continued operation of all pumps is assumed here; many informal reports 

suggest that a substant.ia1 percentage of pumps are not functioning. Therefore tte 

cost/output figure should be divided by the average percentage of wells functioning. 

In this example it is assuned that 75% of wells are functional. 

_ _ _  -- 
1356 

Operating Cost 

Equipment Replacement 

1/ Based on Water Supply Plan 1355-61, dated Kabul 1355 - 

Total Annual 50,050 211 139,657 
Cost (1000 Afs) 

21 1356 Revised 1 Year 'i?orkplan Figures - 

1361 

230,910 

36,7.47 

222,877 237,727 246,707 273,627 I I 1 

1360 

205,840 

1357 

102,860 

44,517 

1358 

178,360 

1359 

192,860 

44,867 40,867 42,117 



AFPEhDIX 5 - BP.SIC IIZzlLTII SERVICE? ' 

BHS Cost/Output E s t i n a t i o n  

Basic Heal th Centers  

3 ons See a t t ached  t a b l e  f o r  d e t a i l e d  calculat :  

Budgets -- a r e  p ro jec t ed  a s  i n  7 Year Plan 

Expenditures a r e  p ro jec t ed  a t  82% of budget,  based on average of Ghazni and 
Parwan BHC experiditures.  

Costs and Cos t s /Vi s i t  c a l c u l a t e d ' f o r  - XOPH and T c t a l  f i g u r e s  f o r  bo th  budget 
and expenditure.  

Serv ices  - Nunber of v i s i t s  cal.culated from p resen t  average of 1st q u a r t e r  1355 -- 
and Parwan p re  and pos t  p i l o t  s c u d ~ .  

A c c e s s / C o v e r a ~  - Parwan es t ima te  (p. 52) 17,927 per  Center;  25,000 assumed a s  -- 
maximal f e a s i b l e  f i g u r e  here.  

Subcenters 

No c a l c u l a t i o n s  included he re  f o r  two reasons :  

1) No e x i s t i n g  da ta lexper ience  t o  suggest  t h a t  subcenters  can p r a c t i c a l l y  
be  s t a f f e d  and ope ra t ing  on a  l a r g e  s c a l e  i n  t h e  inmediate  future-Heal th 
Center s t a f f s  a r e  a l r eady  inadequate.  

2) S u b s t i t u t i o n  e f f e c t :  t r a v e l  aad t i n e  requi red  probably a l low "ea l th  Center 
s t a f f  t o  see  fewer p a t i e n t s  a t  S u b a n t e r  than  i f  they had s tayed  a t  Heal th 
Center.  

No e s t i n a t e s  included i n  3HC t a b l e  due t o  l a c k  of e x i s t i n g  d a t a  o r  experience.  

However, ---- due t o  immense E e n t i a l  -- c o n t r i b u t i o n  t h a t  VICls can make t o  i n c r e a s i n z  
access  t o  h e a l t h  c a r e  i n  remote a r e a s  where t h e  ma jo r i ty  of people l i v e ,  
a s e p a r a t e  saii~ple t a b l e  i s  included.  

m t i o n s  i n  t h i s  t a b l e :  

1) A r o t z t i n g  fund f o r  drug purchase and packaging w i l l  be  e s t a b l i s h e d ;  drug 
purchases w i l l  be  s u f f i c i e n t  t o  cover drug c o s t s ,  which a r e  t h e r e f o r e  
n o t  included i n  cos t /ou tpu t  c a l c u l a t i o n  - 

2) T o t a l  BHC budget p r o j e c t i o n  inc ludes  VHW budget. - 
Long term f i n a n c i a l  cons ide ra t ions  - see nex t  page. 



BASIC HEALTH SERVICES-ESTIXiTED BUDGET, EXPENDITURE AND OUTPUT 
Projections 1356-1361 

2/ Visit Calculation: Average of 1) Parvan Experience, Page 49 - - 2) 1st Quarter 1355 BBC Estimate: 149 of 
327 reports = 196,950; standardized to 432,232/quarter for 104 centers: 
15,80O/Center/Year Assumed to grow annually by increases of 1000 till 1360. 

3/ :Icalth Ce~lter Access: Assume 25,003 people/ccnter; (Parwar, estimate, increased by 1/3) -- -- - . - - - - - 
41 Expnditure Calculation: 1354 expenditures in Gtlszni and Parwan were 87% and 77% of budget; average of -. -- - - - - 

82% used here 

1359 - i (Budget-Expenditure in millions F. I '  -I 
Budget Exp@% 

MOPH Budget 

1/ Foreign - 41 - 
Total 103 

- 
Number of Health 

Centers 

" - '. 
- -- 
1/ Foreign Contribution Calculation: 

Afs) 

Budget 

2/ IGumber of Visits/ - 
Center 

Cost per Visit- 
;?OPII 
-Total - 

--- - 
UNICEF: 

Eqend. B u d ~ t  Expend. BudgetEiipcnd. ' 

.- -. -- - p- 

3 = 523 
(8% yearly growth assumed) AID : (879-428 Construction 451-90 (20% allocated to other MOPH) = 361 

1356 Total in US$ = ~ Z , Q O O  x 46 ~ f s  == 40,664,050 ~ f s  

1357 

16000 

34 
53 

Budget 

83 

44 

1358 
99 ---I1' 

Id,6i 
28 
47 

, - 3/ ~opulation with i 
Health Center Access 
(millions) 3.450 

Estimated. Populaticn 
(n~iilions) 

Percent Population with 
Health Center Access 

Expend. 

69 

44 -- 
127 

148 

17000 

33 
51 

Budget 

94 

47 51 
150 

174 

19000 

30 
45 

3.450 

15.645 

22% 

Expend. 

7 7 

47 

81 

5 1 
124 

26 
42 

4.125 

16.517 

89 

60 -- 
113 

27 
45 

3.700 

16.075 

23% 

141 

165 

18000 

32 
48 

132 159 

183 

140 169 149 
-- - 

193 

24 
40 

4.350 

16.971 

26% 

20000 20000 

26 23 
43 38 

17.437 7.920 

27% 



L o n g e r m  F inanc iz ,  and !faintellance - V i l l a ~ e  Heal th ?rozram - 
Given any f o r s e e a b l e  econonic z i t u a t i o n ,  t h e  GOA cannot a f f o r d  t o  pay f o r  unl imi ted  

access  t o  hea lch  c a r e  reaching  t o  r u r a l  a r e a s .  Equal ly important  i s  t h e  f a c t  
t h a t  r eno te  r u r a l  Afghans va lue  access  t o  h e a l t h  c a r e ,  and p a y f o r  i t  thsxse lves  
now. Repeated r u r a l  s t u d i e s  show annual family h e a l t h  expendi tures  whicn - 
average 1000 a f s  o r  more, w i th  300 a f s  d i r e c t l y  i n v e s t e d  i n  drugs.  1/ 

VHW Fin&ncizg-: It is appropr i a t e  t h a t  t h e  VR;,! prograr;: be planned a s  a n  e n t i r e l y  
s e l f - f i n a n c i n g  s y s t e a  i f  poss ib l e .  The fol lowing example is i l l u s t r a t i v e :  

VHW's a r e  paid by t h e  v i l l a g e ,  probably f o r  most v i s i t s  and drugs.  

2 .  Assume VHIJ d rugs ,  prepackaged and l a b e l l e d  i n  course-of-treatment u n i t s ,  
a r e  i ssued  wi th  c o l o r  toted l a b e l s  which correspond t o  p u b l i c l y  pos ted ,  
f i xed  p r i c e s .  

Assume t h r e e  p r i c e  Levels ,  which a r e  s e t  t o  s e l l  drugs cheaply,  y e t  cover 
t h e  e s s e n t i a l  t r a i n i n g  and continued supe rv i s ion  c o s t s  which a r e  necessary  
f o r  q u a l i t y  c z r e  and a t t e n t i o n  t o  important  prevent ive  and e d u c a t i o c a l  
v i l l a g e  a c t i v i t i e s .  

3. VHN d ispenses  drugs a t  a  s e t  p r o f i t  margin, say 2 Afslpkg.,  s o  t h e r e  i s  a o  
i n c e n t i v e  t o  sell h igh  va lue  drugs ,  and s e l l s  50 packagesfmonth o r  6031year. 

4 .  Each Heal th  Center supe rv i ses  10-15 VHlJs, and d i spenses  6000-9000 packages1 
yea r ,  w i t h  a  1 Af/pkg narg in .  

5.  The XOPH dispenses  t o  60 Centers  x 6-9000 pkgs = 360 t o  510,00O/ytar.  

PriceICost  S t ruc tu re :  -- 
P r i c e  VHW Dispenses VHN Buys BHC Buys MOPH Buys NOPH Xargin 

Red 10  8 7 5 2 

Green 20 

Black 30 

I f  NOPH d i spenses  500,000 pkgs a t  average  margin of 6 Afs, t o t a l  i s  
3,000,000 Afs o r  approximately s i n i l a r  t o  VH\i prograaln t o t a l  
ope ra t ing  budget e s t i m a t e  of 3,500,000 Afs. 



VILLAGE HEALTH WORKER BUDGET AND CONTACT PROJECTIONS (Afs x 1000) 

--- - 1356 1357 1358 1359 1360 1361 

Salaries 161 347 473 473 536 536 

Training 90 270 420 564 726 930 
Transport 134 268 336 463 470 470 
Equipment 130 312 380 577 819 1116 
Per Diem 137 298 444 4 44 496 496 

Total (-Drugs] 653 1395 2052 2520 3047 3544 
Drugs 900 3600 78300 13LLO 20730 313600 

Number of 5:iCs 3 10 20 32 46 69 
Number Villages 30 170 260 24 8 690 1000 
Number Contacts (~1000) 2 3 90 195 336 518 750 
MOPil CostIContact .I-/ 29 Afs 15.5 Afs 10 Af s 7.5 Afs 6 Afs 5 Afs 

Planned :liiC Contacts 
(~1000) 21 2203 2516 2970 3306 3660 3860 

Total Contacts (~1000) 
31 - 2231 2606 3165 3642 4177 4610 

- - 
Total BIIC Budget/ 

Contact 4_1 -- ---- - 52Afs 49 Afs 45 Afs 41 Afs 38 Afs 37 Afs - 
Total BIIC ~xpenditurel 

Contact 5_/ - 46 Afs 43 Afs 39 Afs 36 Afs 34 Afs 
----.. 

32 Afs 

11 MOW Budget only - no drug or foreign assistance allocation - 
21 Calculated from BHC table. 7 Year Plan 
31 Sum of BHC + VBW Contacts - 
41 BHC Budget Table, which includes VHW budget above - 
51  BRC expenditure estimate, at 82% of budget - 



e d i x  - 6 - Hospitals 

Alternntive Hospital P l a ~ s  - Outline of Three Expansion Plans 

The complexity of hospital planning requires consideration of 

specific plans and defined assunptiocs regarding the many factors that -- 
affect hospital activity. Xoney, facilities and staff are all required 

and services cannot expand beyond the least available factor. 

Three exrnples are considered for the remaining six years of the 

plan: 

Alternative (A) - The number of hospitals and beds increase as in the 

present expansion plan. Expenditure per bed is held constant as are bed 

occupancy (70% average) and number of discharges per bed (20). 

Alternative ( 3 )  -- - The nunber of hospitals and beds increase as in the 

present expansion plan. Pcpenditure per bed is iccreased to allow for 

increase in quality such as improved staffing and equipment. Bed occupancy 

increases from 70 to 75% and the nuder of discharges increases from 20 

to 25 per bed. 

Alternative (C) - Expansion of hospitals and beds is slowed dotm and con- 

centrated in the larger regional hospitals where improvements in quality 

of care and utilization are most likely. Occupancy increases to 85%, and 

discharges increase to 30 per bed. At least one hospital is retained in 

each province but many snall 10 to 20 bed facilities which are consistently 

poorly utilized and highly expensive to operate are converted to community 

health centers, concentrating on prevention but retaining a few beds for 

emergency care such as rehydration. 



TABLE H-1 

PROJECTED HOSPITAL CAPACITY 1355-1361 

-- - 
Category Current  Number 

H o s p i t a l  Name of Beds Planned Number of Beds 
Province  1355 1356 1357 1358 1359 1360 1361 

2 Kabul. Wazir Akbar Khan 210 210 210 210 210 210 210 
15 Avicenna 11.0 110 110 110 110 

Jamhur i a  t 220 
Chest  C l i n i c  4 5 
Pfaterni ty and 
Gynecology 165 
I?omcn's Sanatorium 7 5 
J a i l  l i o s p i t a l  52 
NO011 Eye Hosp i t a l  95 
Child I iea l th  I n s t i t u t e  135 
ENT I n s t i t u t e  
Po ghr.~an 1 0  

3 Parwan Charekar 30 30 3 0 30 3 0 30 30 
4 Kapisa 10  20 20 20 20 2 0 20 

4 Wardak Maidan 18 1 0  1 0  10  1 0  10 1 0  
3 Gehsood (2nd p a r t )  20 20 23 2 0 20 20 
2 Leprosy 1 0  1 0  1 0  10  1 0  10  10  

4 Logar 
3 Ghazni 
4 
4 P a k t i a  
3 
4 
4 
3 
3 

Barakibarak 1 5  
Ghazni 30 
I<a tawaz 1 0  
Gardez 15  
IZhos t 44 
J a j i  1 0  
Zormat 1 0  
Orgoon 1 5  
Chamkani 30 

continued 
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TABLE 11-2 - 
PLANNED IIOSFITAL DEU CAPACITY BY CI\TEGOI:Y - - 

Category D e s c r i p t i o n  For Alternatives A and B 
- - - - - 1355 1 3 5 G  1357 1358 1359 1360 1361 

LA NOOR and I lerat  Eye I i o s p i t a l s  35  95 125 125 125 125 125 
13 J a n ~ h u r i a t  and Avicenna 220 250 360 360 360 360 360 
1 C  Child Heal th  and ENT I n s t i t u t e  135 170 17 0 220 220 220 220 
2 Kabul and Regional  H o s p i t a l s  805 805 1005 1270 1270 1470 1470 
3 P r o v i n c i a l  Center  I Iosp i t a l s  476 586 566 606 621 GO6 606 
4 Small  H o s p i t a l s  215 325 225 525 325 355 355 

* 
T o t a l  1946 2231 2571 2906 2921 3136 3136 

* The t o t a l  bed c a p a c i t y  i s  t h e  same as t h a t  conta ined  i n  t h e  c u r r e n t  v e r s i o n  of t h e  H o s p i t a l  
Program P l a n  (1/17/76) except  i n  t h e  c a s e  of  Janlhuriat which i s  as s igned  a c a p a c i t y  of 220 beds  
based on a r e c e n t  count .  

For A l t e r n a t i v e  C 

1 A  NO011 and Herat  Eye H o s p i t a l s  9 5 95 125 125 125 125 125 
1 B  Janiiluriat and Avicenna 220 250 360 360 360 360 360 
1 C  Chi ld  Heal th  and ENT I n s t i t u t e  135 170 170 220 220 220 220 
2 Kabul and Regional  Hosp i t a l s  805 805 1005 1335 1335 1385 13135 
3 P r o v i n c i a l  Center  I Iosp i t a l s  476 586 586 586 586 611 611 
4 S n a l l  I Iosp i t a l s  215 

T o t a l  1946 1906 2246 2626 2626 2701 2701 

The fo l lowing  assumptions were made i n  developing  t h e  p r o j e c t i o n :  
1. A l l  h o s p i t a l s  i n  Category 4 a r e  converted i n t o  Comnunity Hea l th  Cea te r s  i n  1356. 
2. The Baghlan EIospital i s  upgraded from Category 3 t o  Category 2 i n  1358. 
3.  25 beds a r e  added t o  Takhar Hosp i t a l  i n  1360. 
4 .  The Kunduz H o s p i t a i  c a p a c i t y  should b e  inc reased  t o  50 beds  a t  the l e v e l  of Cateogry 2 i n  1360. 
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TABLE H-7 

Allocation of L356 Hospit2.l Costs to Target Groups 

(Xotes for Table 1) 

Infants 

1. In 1354, SOG8 out of 54,885 outpatients (15%) were infants and 
2276 out of 8303 discharges (27%) from the Child Health Institute 
were < 1 year. Total costs 26,667,000 Afs 1356, 10% allocated to 
outpatients and 90% to in-patients. 

Therefore cost allocation to infants = 26,667,000 x 0.1 x 0.15- 400,000 
+ I' " x 0.; 0.273 6,480,300 

2. 20%of Zaisghah cost, 1356 allocated to infants 
15,000,003 x 0.20 

3. 2% of Jamhouriat, 43,838,000 877,000 

4. 4.x of remaining hospital costs, except f100R, 94,276,000 3,771,000 

Total 14,528,000 

Children 21Z of total 

Pregnant and Post-Partum T/?omen 
1. 80% of Zaisghah 15,000,000 

2. 6% of remaining hospitals (except CHI and NOOR) 13,814,000 8,287,000 

Labor Force, remaining 1356 costs allocated to this group 124,993. ' 

Group 

Infants 

Children 

Pregnant and PP 

Amount Afs 000 % 

14,528 7 

42,481 21 

Labor Force 124,993 62 
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Appendi-x 7 - Henporrer Analysis  

PIanpotrer P ro jec t ions  - 1355-1361 

To r e a l i s t i c a l l y  a t t e n p t  t h e  achievenent  of t h e  seven year  p l an ,  

s u f f i c i e n t  manpower must be a v a i l a b l e  f o r  each ca tegory  of  h e a l t h  vorker .  

P ro jec t ed  manpower needs were gathered from t h e  seven year  p l a n s  f o r  each 

program. Where no needs were s p e c i f i e d ,  e s t ima tes  were made f o r  each year  

on t h e  b a s i s  of  t h e  p resen t  r a t i o  of  manpo~rer t o  program output .  T o t a l  

personnel  requirements  were then  c a l c u l a t e d  f o r  each ca tegory  of worker. 

Est imates we-re made of narqoner product ion  f r o n  t h e  number of new 

personnel  cunp le t ing  t h e i r  t r a i n i n g  f o r  each year  1355-61, i n  each category.  

I n  computing manpower needs i n  each year  t h e  fol lowing assuinptions 

were olade: 

1. Five  percent  of workers i n  each ca tegory  l eave  t h e i r  employment 

. each year .  

2. A l l  graduat:es on completing t h e i r  t r a i n i n g  immediately becoxe 

a v a i l a b l e  f o r  employment by t h e  I:O?II. 

3. The same propor t ion  of h o s p i t a l  ~~rorlcere t o  h o s p i t a l  beds i s  main- 

t a i n e d  through 1361. 

Unfor tunate ly  t h e  d a t a  r e l a t i n g  to  c u r r e n t  a c t u a l  employment and of 

manpower product ion were d i f f i c u l t  t o  obtai l t ,  and i n  f a c t  were exceeded i n  

t h e i r  i ncons i s t ency  on ly  by c e r t a i n  k inds  of h e a l t h  output  d a t a  which are 

much more d i f f i c u l t  t o  o b t a i n  i n  genera l .  Frequently f i g u r e s  from d i f f e r e n t  

sources  f o r  numbers of p re sen t  eclployees i n  one i n s t t t u t i o n  d i f f e r e d  by 

as much a s  1002. 



Table M -1 shorrs t h e  p r o j e c t i o n s  f o r  doctors .  There w i l l  be  no 

shor tage  except  i n  1356. By t h e  end of t h e  p l an  per iod  t h e r e  w i l l  be  --- -- A- 
a s u b s t a n t i a l  excess  of doc to r s  rihich w i l l  cont inue  t o  grow u n l e s s  
/ 

.-I 

by Kabul Un ive r s i ty  i s  l i m i t e d .  
< 

Table M - 2  sho:?s a s e r i o u s  shor t age  of nu r ses  throughout t h e  planning 
I 

pe'riod. It was assuned t h a t  e x i s t i n g  and planned nur s ing  schools  w i l l  

g raduate  t h e i r  f u l l  quotas  and t h a t  a l l  w i l l  be a v a i l a b l e  f o r  employment 

by t h e  ZtlOPH. C lea r ly  a c t u a l  shor tages  may b e  more s e r i o u s  than  t h e  t a b l e  

sugges ts  . 
Table H-3 shor;.s t h a t  a n  e a r l y  shor tage  of  A S I S  is abol i shed  by 1360. 

Table M-4 p r o j e c t s  t h e  cons iderable  demand f o r  l a b  t echn ic i ans .  

Supply f i g u r e s  were not  a v a i l a b l e .  

Table M-5 demonstrates a s e r i o u s  shor t age  of s a n i t a r i a n s .  S ince  

s a n i t a r i a n s  p l cy  a s i g c i f i c a n t  p a r t . i n  a l l  r u r a l  h e a l t h  p r o g r a m ,  t h i s  poses 

a s e r i o u s  problen;. 
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Addendum t:o the FI?:h':CTAL .W\LYSIS, >f inis t ry  of Public EIealth 
Republic of bfzhanistan, Kabul, Jznuary 1977 

A t  present l eve ls ,  foreign a s s i s t a ~ c e  accounts for  a subs tan t ia l  

amount of t o t a l  spending i n  health services. The Financial Analysis 

has included much of t h i s  assistance i n  calculating costs  bu: a great  

deal  more foreign spending i n  health services remains obscure and 

d i f f i c u l t  or  impossible t o  e s t i r a t e .  While t h i s  subject  i s  perhaps 

sens i t ive  i t  is of great  importance t o  the  Hinistry of Public Health, 

with foreign assistance include: 

1) Financial and other resource data a r e  d i f f i c u l t  t o  come 

by. &%en providod by foreign donors, Einaricial data usually re- 

f l e c t  donor spending from the donor's point of view. 

2) There is l i t t l e  systenatic approach to  keeping t rack of 

foreign ass is tance currently being given t o  the  ?(inistry of Public 

. Health. 

3) There is no s e t  of accountin,o ru les  for  estimating the 

value t o  Afghanistan of foreign assistance. It i s  par t icu la r ly  

d i f f i c u l t  t o  estimate the  value of foreign experts and the value 

of supplies and equipme&. 

4 )  The >finistry of Public Health is r a r e ly  able t o  predict  

tile l eve l  of foreign assistance i n  future  years. 

5) Frequently foreign assistance i s  r e s t r i c t i v e  and narrow 

in focus Often it does not correspon3 t o  Afghac plans and 



a i d  p o t e n t i a l .  A s  a re-ul  t ,  opportunity may be missed f o r  s ig -  

n i f i c a n t  help.  This  pro;jle.> s e h s  se r ious  i n  t h e  a r e a  of t r a i n i n g  

f o r  Afghans. 

7) The o rd ina ry  budget and personnel i c ~ p l i c a t i o n s  of fo re ign  

i 
a s s i s t a n c e  development budget expenditures a r e  not  always c a l -  

c u l a t e d .  F a i l u r e  t o  do t h i s  can lead t o  t h e  inadve r t an t  c o m i t -  

ment of s c a r c e  Afghan resources i n  l a t e r  yea r s  when fo re ign  

f i n a n c i a l  support  f o r  a programmay be  withdrawn. (Ref. 6.2.2 

above.  TBILeprosy program and regional  and p r o v i n c i a l  TB Centers ,  

and r ecen t  experience i n  t h e  malaria program.) 

SUGGESTIONS -- 
Some of  t h e s e  problems seem chronic and i n t r a c t a b l e ,  szch a s  

4 and 5 above. Others  can be overcome provided t h e  Minis t ry  of  

Pub l i c  Heal th mobil izes  t h e  necessary time and t a l e n t .  This  
I 

e f f o r t  should be  l e d  by t h e  President  of Foreign Rela t ions ,  w i t h  

a p p r o p r i a t e  l i a i s o n  wi th  t h e  o ther  departments of t h e  ; f in i s t ry  of 

Pub l i c  Health. 

The P res iden t  of Foreign Relat ions should: 

1) Col lec t  accu ra t e  d a t a  on a l l  fo re ign  a s s i s t a n c e  c u r r e n t l y  

be ing  given t h e  ? f i n i s t r y  of Public  Health. This  information s , ~ u l d  
, - 

b e  o r g a n i z e d  a) by program, b) by donor, and c)  by type  of 

a s s i s t a n c e  (advisory personnel ,  s e r v i c e  personnel,  equipment, 

s u p p l i e s .  d i r e c t  g r a n t s  of funds o r  loans) .  

2) L i s t  t h e  programs and program elements t o  which a d d i t i o n a l  

f o r e i g n  he lp  might u s e f u l l y  be applied.  This  "shopping list" 
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should be kept up to Zate by frequent revision. It can be shown 

to any foreign donor I-ho expresses interest in providing help in 

the health area. 

3) List the present foreign assistance opportunities which 

are either not being exploited at all 0;: which are currently being 
\ 

under-exploited. 

4 )  Establish accounting rules for estimating the value of 

foreign assistance. E.g. a) Equipment and suppl'es night be 

valued at replacement cost in Afghanistan. b) Fore 1 gn experts 
'< 

should be considered a development expense when advi$.ng. They should 

be considered ordinary budget expense when providing pr \ fessional 
\ 

or technical services (including teaching). Ignore cost&, of 
, 

transport to and from Afghanistan (unless such assistance could 

be diverted to other uses in Afghanistan). Their maintenance costs 

in Afghanistan should be included. 

5) Calculate the ordinary budget implications of all foreign 

assistar~ce to capital spending. Include maintenance expense. 

The financial analysis capability in administration should be able 

to assist in acconplishing these last two objectives. 
. . 

. . SUGGESTED STRATEGIES TO BPROI'E FJREISJ A I D  IN VOLL?.IE AXD EFFECTIVEXESS - -- 
. . 

: ' 1 Each donor has its o m  peculiar range of interests, pro- 

. posal formats; and reporting and evaluation requirements. A file 

on each donor should list these special attributes. As regards 

the last three, the Ministry of Public Health should ensure in 

each case that these are follok-ed as conscientiously and accurately 

6 3  
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as poss ib l e .  

2) For ezch prozra? t o  which fore ign  he lp  i s  given t h e r e  i s  

usua l ly  a schedule of p:exned achievezient and an agreed l e v e l  of 

Afghan con t r ibu t ion  and investment. For each program, t h e  appro- 

p r i a t e  s e n i o r  A i n i s t r y  of Public  Health o f f i c i a l  should be  

des ignated  t h e  "Program Director". I n  a d d i t i o n  t o  execu t ive  

a u t h o r i t y  f o r  managing t h e  program, - 
ci)  he must be  aware of t h e  d e t a i l s  of scheduling and of t h e  Afghan 

comi tment  . \ 
'\ 

( i i )  He must be  respons ib le  'for see ing  t h a t  t h e  s c k d u l e  is 

\ adhered t o  and t h a t  t h e  Afghan input  is del ivered. \  

\ 
(iii) He must have d i r e c t  l i a i s o n  with t h e  f o r e i g n  dono.rls l o c a l  

r ep resen ta t ive ( s )  . \ \ 
(iv) H e  must be  respons ib le  f o r  prompt r e p o r t i n g  of l a g s  i n  

e i t h e r  component t o  t h e  President  of Foreign Rela t ions .  The 

P res iden t  of Foreign Rela t ions  should s e e  t h a t  appropr i a t e  

a c t i o n  is taken t o  improve performance. I f  t h i s  is n o t  

. . . . - poss ib l e ,  an explanat ion  should be given the fo re ign  Jonar .  
~~. ~ . .  . . . . .: . . . . 

. . 3) T r a i n i n g  Afghans i n  fore ign  coun t r i e s  is a mixed b le s s ing .  

There are language problems. Frequently, p a r t i c u l a r l y  i n  developed 

c o u n t r i e s ,  t h e  t r a i n i n g  is g ross ly  inappropr ia te  t o  t h e  r e a l i t i e s  

s f  l i f e  i n  Afghanistan. Yet t h e  opportuni ty f o r  f inancing  such 

t r a i n i n g  is f r equen t ly  missed. This  suggests ,  - a )  t h a t  f o r e i g n  

language p ro f i c i ency  be  a c t i v e l y  encouraged and b) wherever poss ib l e  

t r a i n i n g  abroad should be supplanted by t r a i n i n g  i n  Afghanistan,  

importing t h e  appropr i a t e  fore ign  expe r t i s e  and organiz ing  i n s t r u c t i o n  

, t o  s u i t  l o c a l  needs. Management and aa is tenance  a r e  tvo  a r e a s  of 

~ ~ 

weakness where pay o f f  w i th  t h i s  s t r a t e g y  would be high. 
. .  
. . .  . . . 
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4 )  Among d e v e l o p k g  coun t r i e s  Afghanistan i s  p a r t i c u l a r l y  

deserv ing  of fo re ign  help and hea l th  se rv ices  a r e  he ld  i n  h igh  

p r i o r i t y  by donors.  In  most donor coun t r i e s  and i n  most i n t e r -  

n a t i o n a l  agencies  t h e r e  i s  broad concern t h a t  a s s i s t a n c e  be  used 

e f f e c t i v e l y .  Frequently t h e r e  is t h e  i ~ p r e s s i o n  t h a t  ex tens ive  
'\ 

r e sources  a r e  thrown at  a problem and t h e  payoff i s  low. There i s  

concern, f r equen t ly  j u s t i f i a b l e ,  t h a t  l i t t l e  he lp  has  f i n a l l y  

reached t h e  t a r g e t  populat ion a t  whom t h e  he lp  w a s  aimed. A t  t h e  

. . 
same t i m e  wide p u b l i c i t y  has been given t h e  f o r t u h a t e l y r a r e  ., in -  

\ . . 

. . s t a n c e s  of f r a n k  co r rup t ion  and misuse of funds i n  c\?rtain o t h e r  
. . \ 

r e c i p i e n t  c o u n t r i e s  (e.g. South East Asia and South Kokea). 

\ 
Against t h i s  background o: i n t e r n a t i o n a l  r e a l i t y  it\.,is wise 

a \ 
to  demonstrate  whenever poss ib le  thatAdonor 's  a i d  has  been. used 

: 
e f f e c t i v e l y .  This  is f a r  b e t t e r  than e f f u s i v e  thanks.  The donor 

. . 

agency can  u s e s u c h  p i c t o r i a l  and o the r  evidence t o  support  con- 

t i n u i n g  a i d  and t o  encourage higher l e v e l s  of a s s i s t a n c e .  

Succes:;es must be c a r e f u l l y  documented and given wide p u b l i c i t y .  

Mlen s e n i o r  Minis t ry  of Publ ic  Health o f f i c i a l s  t r a Y . e l  abroad 

they should b e  thoroughly b r i e fed  regarding r e l e v a n t  p a s t  and 

present: a i d ,  and c u r r e n t  problems and prospects  f o r  f u t u r e  a i d .  

5) A t  t h e  p r e s e n t  s t a g e  of development i n  Afghanistan, 

maintenance of  phys ica l  p l an t  and equipment is gene ra l ly  poor. 

It would be  prudent  t o  include,  i n  any agreement wi th  a f o r e i g n  

donor, provis ion  f o r  maintenance support of t h e  new p l a n t  and 

equipment. Rarely w i l l  a fore ign  donor undertake such a n  in- 

def  j r, i t  may 



occasionally be possible to persuade a donor to  s e t  as ide a lump 

sum which could be invested a s  a t ru s t  fund, the i n t e r e s t  from 

which would help meet maintenailce expense. Assurances i n  the  

shor t  term for  foreign expertise t o  t r a i n  Afghans i n  maintenance 

and repa i r s  czn be obtained nore easi l ) .  No opportunity should be 
\ 

. /  missed t o  include such provision i n  the  or ig ina l  agreement. 

6 )  The Z n i s t r y  of Public Health has shown wisdom and prudence 

i n  dealing with the po l i t i ca l  s ens i t i v i t i e s  of dhnors. Occasion- 
\ 

a l l y  external p o l i t i c s  prevent cooperation among do ors.  Usually Y 

'/ they don't ,  but there is the natural tendency among d nors t o  "do 

t h e i r  own thing*' and cooperation among them does not ofhen occur 
\ \. 

spontaneously. I n  cer ta in  key areas, such a s  t h e t r a i n i n g  of 
. . 

' 

h o s p i t a l  workers and spec ia l i s t s  and the t ra ining and upgrading 

of Easic Health Services s t a f f ,  cooperatior, among donors can 

grea t ly  enhance the impact of the i r  individual e f for t s .  Such co- 

operation mus t  be careful ly  planned and directed by the Xinis t ry  

of Public Health. In  other jurisdictions i t  has been proren thac 

a recipient  nation can receive more technical  ass is tance when 

dealing with a consortium of donors than when dealing with each 

donor separately. 7 

7) There i s  a natural  tendency among donors to prefer pro- 

j e c t s  with immediate ispact and high v i s i b i l i t y .  On the  other 

hand longer term projects  with l e s s  obvious outputs may be t t e r  

serve Afghanistan's needs. Special e f fo r t  w i l l  be required t o  

a t t r a c t  foreign aid  t o  these areas. Often the donor has a pr2- 

d i l ec t ion  for  a id  t o  a specif ic  target group, such a s  the r u r a l  
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populat ion,  and w i l l  not inmediately see  t h e  relevance of a s s i s t a l l ce  

t o  such central. p r o j e c t s  a s  generic drug procurement, packaging a l ~ d  

l a b e l l i n g .  Yet no s i n g l e  e f f o r t  can help t h e  r u r a l  populat ion 

more thsn  adequate suppl ies  of cheaper and S e t t e r  drugs. Such 

l inkages  t s t v e e n  favoured t a r g e t  populat ions and p r i o r i t y  Minis t ry  - 
of Publ ic  Health p r o j e c t s  need dramatic and convincing p resen ta t ion  

t o  p o t e n t i a l  fo re ign  donors. 

8) Training of Afghans deserves s p e c i a l  mention because of 

t h e  enormity of t h e  t a sk  and the  s p e c i a l  con t r ibu t ion  which fo re ign  

donors can make. Audio-visual programs of i n s t r u c t i o n ,  made, and 

p e r i o d i c a l l y  ugraded, i n  Afghanistan, - can a c c e l e r a t e  and imprc-$2 

t h e  program of t r a i n i n g .  These techniques can be p a r t i c u l a r l y  

h e l p f u l  i n  t r a i n i n g  and upgrading nurses,  nu r se  a s s i s t a n t s  ( p r a c t i c a l  

nurses) ,  Basic f ieal th Center s t a f f s  and v i l l a g e  h e a l t h  workers. 

Foreign e x p e r t i s e  and funds can and should p lay  a major r o l e  i n  t h i s  


