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Preface

The founding of the New Republic has'bfought increased attention
to provision of more equitable_access ;o.social services, including health,
In attempting to use the available-1imited'resources of the'Governmeﬁt of
Afghanistan and the people themselves more egfectively, the Ministry of
Public Health has bgen expioring the pratfical-limits of existing hesith
" programs, such as the H&spital, Malaria and Basic Health Center programs;.
Additibnal_initiatives to provide the presently undersefved majority of
Afghans with access to health care,.Suéh as Bﬁpénded Immunization, Village
Health Workers;.and Generic Drug Procufément are under deveiopment. This
Finénciél Anaiysis, a product of the Miﬁistry of Public Health and con- .

M . B
sultant efforts, particularly Drs. Gharwal, Roashan, and Wahabzadha, under

the guidance of the Minister, ‘Prof, Dr. A, Omar, is a first attempt to
" examine the costs and outputs of various Ministry of Public Health-
programs, with the objective of improving the future balance of health

activities tn serve the priority needs of the Afghan people.

e



SUGIMARY

The stated priorities of the Afghan National Health Plan (ANHP)
are access to health care for infants, children, ﬁregnant and post-
parfum women and.the labor force.

The plénning process now underway outlines the programs which will
bé combined as the ANHP to servé these priqrity popuiations.j

The Financial Analysis follpws_the outline of the planning pro-
cess, lboking at thé costs and outpuﬁs of each program, to-assist in
policy decisions on allocation‘of limited . resources aﬁong alternati§e
prograﬁs. |

In&ividual program plans are anaiy;ed to estimate costs and ocut-
puts of units of service, such aé immunizations and.patient discharge
‘from hospitalsf The suﬁ of'all:pfogram investment:ié then compared
with each priority group, their proportion to tﬁe popﬁlation, and the
proPortion_of-total_deatﬁé the group suffers as an indicator of their
-health problems. | |

Major findings of.this analysis include:
.1) An imbalancelbetweeﬁ resources devoted to infants (6% of total
investment) and their total mortality (QOZ'of all deaths).
2)',A trend in distribution of héalth resources o?er theuseven year

plan period in which water supply activities increase from 8 to 21%

e

of total expenditures while Basic Health Services decreases from 18 to

-

. 13%, Malariz decreases from 20 to 13% and Hospitals remain about the
same (34%).
3) Unit costs for each program, which when combined with technical

'judgemeﬁt, can be used to consider alternative patterns of health.

services improvement within the limits of available resources.,



Examples include:

a) Emphasis on Iamunization and Basic'Health_Servi;es as the

most. economical and effective avenues for the impfovement
of child-and ﬁaternal health, |

'b) Aiignment of the TB/Leprosy.plan to exploit the developing |

- regional hospitals. Rank 1 Zonal Training Centers, and

minimize the expensive current cﬁst per treated case.

c) Alternative hospital development plans which allow_consid—
eration of quality, utilization and accesé in this mdst

. expensive of all Ministry of Public Healtﬁ programs;

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

-

essential change in the hospital system if there is to be any realistic

e

‘prospect of improving quality of care and retaining qualified pro-
‘__“__,,___-—-———-———-'—'—’ i

fffffffii_iiifif The Ministfy of Finance could return a perceﬁtage of
fees collgcted, ta be divided between special hosﬁital needs and a2

pool £f incentive payments for the doctors,. senior nurses, lab tech~-
.niciaus agd administrators.

5) 'Teﬁtative analysis of available projected manpower suggests severeA
shortages of nurses, saﬁitarians, and.management skills,'sufficient to |
inﬁibit presently projected Ministry of_Public Health programs. |

. 6) .A_carefully construéted.policy, and cautiously impleménted-pfo--'
graﬁ on drug procurement, &istribution and e&ucatipn can'be the ﬁast
cosﬁ effective pfogram presently avéilable to the Ministry of Pﬁblic
Héalth to improve access to healﬁh care for both rural and urbaﬁ Afghaus.
1) Great progress is beginning and much more is possible.. However,

the most significant limits on Ministry of Public Health plans are

probably not financial but personnel and management constraints,
. ‘ | —

b
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Choices must be made among programs to use the limited personnel
effectively. Providing adequate or excessive financialrsupport, with-
out clear assignment'of priority. can only result in unrealized plans,

unexpended funds and disillusionment.
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1. Introduction

The priorities of the Afghan National Health Plan 1355-61 are al-
ready focused on improving access to health services for infants, children,
women and the labor force. The purpose of the financial analysis is to

provide a method of relating the costs and productivity of various health

service programns outlined in-the pian. Scarce resources can then bg
better utilized to achieve plan objectives.

The Financial Analysis is-organized in parallel with the ten pro-
grams in the Seven Year Plaﬁ. Particular attention has been dévoted to
the first six programs which provide services directly to the péoplé.

These programs--Immunization, TB/Leprosy, Malaria, Water Supply, Basic

——

§é§}53_§§;g;ggs!Hosgiﬁglg:;consume the bulk of present and future re-
sqqrces-and theréforerrequire attempts at careful coét projections,

Cost projections in this analysis make ﬁo allowaﬁce for inflatiom.
Five_percenﬁ per year seems a reasonable estimate and, by way of example,
such an inflation rate is included-iﬁ ﬁne projection of hospitzal costs
'(Appendix 6, Table H8). The latest sstimate 6f thg Hospitals Budget
was unavailablg at the time of this analysis, and is discussed primarily
in Appendix 6.1 and Table HS8.

- While the quality of the data employed‘ié quite variable, costs,
serﬁice §utput and program capacities can be‘approximated for current
planning purposes; The assumptions on.which estimates have been based
are clearly stated, an& the methods of compﬁtation‘descfibedm it is
limportant that: these assumptions be challenged; tested,-and where
necessary altgred’oa the basis of improved data or ﬁoré seasoned judge-—

ment and experience. In this way, Fipancial Analysis can continue to

be a useful tool in improving the quality, distribution and efficiency



of health services.

This-AnalySis has included only Ministry of Public Health s?ending.
- e T, -

™

Most ambulatory care is provided in the private sector and a significant

3 -
e e —

minority of Afghan nospital service is provided by the Ministries of

«

Defense, Mines and Industry, Education (Kabul and Nanghahar Universities)

and by the private sector. These should Be included in any subsequent

—

global analysis of health spending in Afghanistan.

The Fipancial Analysis looks first at Cost of Present Services,

Qutputs of present programs, and Cost/Output relationships.



2, Cost of Present Services.

Where possible, costs have been estimated from analysis of

expenditure rather than budget data for 1354, the last full year for

which such dafa.are available Expenditure data proved difficult to
obtain for many institutions, in part due to a lack of ¢03t accounting
‘procedures. Where expenditure data were not available, budget &ata
were used. In.genefal, expenditures in broad categories bear a rea-

sonably1consistent'relationship to budgets.

2.1 Estigéted Program Costs Comparéd With Priority Population Groupé.
As an initial indicatof §f_program focus on priority
‘population groups, Table 1 summariées the.expenditure estimates
gubmitted for 1356. The Analysis in'general deals only with
Ordinéxy Budget Allocations, although.therwaﬁer Supply progran
is - included from the Development Budgét. Foreign assistance isﬂ
.included, and prﬁgrams-are allocated to target gréups.in pPro-
pértions as footnoted in Table 1. This is done by ﬁaking an
estimaﬁe for eéch'program of whét aﬁodnt'of money is invested

in service to each target groué.. For example, for tﬂe TE
_ pfogram, cases ﬁnder treaﬁment in the Kabul Zone are Infants-
| 0%, Children 26%, Pregnant/PP Women 107, and.Labof Force 64%.
| The TB budget is allocated amoﬁg ta;ge;rgrbups in proportion |
to these percentages.
The importént findings include:
1) Only 6% of total health expenditure is directed to
. infants, the highest priority target group stated in
thé ﬂational.Plan, Wwho currently éuffer 40% of total

mortality, much of it preventable.



. - TABLE 1

'PROGRAM EXPENDITURE RELATED TO PRIORITY
POPULATION ESTIMNATES, 1356 PLAN, Afs x 1000

Infants | Children | Pregnant/PP Labor T.
0-1 Year,. 1-14 Yrs  Ticumen Force Total A
l. Immunization | 402 | 40% | 202 X 9660 2
. ' 3864 3864 1932 _ -
). TB/Leprosy. . 267 1 L0% 647 _ : :
X 9549 3673 23506 36,728 2/ 6
}. Malaria 3.7% 47% 7.1% 42%
: 4500 57,199 8641 i 51,114 121,454 3/ 22
‘e Water Supply 3.7% 477 i.1% 42%
1852 . 23,523 3554 21,021 50,050 4/ 9
'« Basic Health 7% 37% _ 6% 50%
Services 7207 38,096 © 6178 51,482 102,963 5/ 19
. Hospitals 7% 217% 10% 627 :
(8) 16,035 48,105 22,907 142,023 22¢,070 &/ 42
otal ’ : '
xpenditures 33,458 180,336 46,885 289,146 549,900
Total Health I : _ o :
Budget - 6% 1 33% - 9% 1. 52 100
Total Mortality 38% 24% [ -387% 1- |
Total.Population T 3.7% 747% 7.1% 42%

ita Sources/Methodology: Ordinary Budget only - no construction.

Expanded Tmmunization Plan, dated 24/12/76; allocated one—third each to ‘infants (DPT
+ RCG), children (DPT), pregnant (TT).
TB Institute Budget (not expenditure); allocated proportional to Kabul TB Center
" patient age/sex distribution, 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 populaticn
-Basic Health Services, expenditure estimate (827 of budget); Parwan proportional
Hospitals Estimate, see Table H-7 :

2.,
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Only 1.8% of health expenditure is devoted to immunization,

e e e e .

including BCG, a service with the highest cost effectiveness '

L — T

among HMinistry of Public Health programs.
Basic Health Services feéeives less than half the investment

that hospitals receive, 18.7% compared to 41.6%.
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3. OQutputs of Present Programs

Direct measﬁfes of health status improvement are very difficult to
find. 1In practice, simple measures of health program activity-are
usually substituted: contaéts, fisits, immunizations. are examples.
Appéﬁ&ices.l—G estimate oufputs for each progrém; They are calculated
in part from Sample.surveys and visits to ﬁarious institutions. Service
“data routinely reported to the Ministry of Public'ﬁealth are still

inconsistent,

,4.  Calculation of Unit Cost/Output Measures

.The relatipn oﬁ cost to units of oﬁtput is an important steﬁ in the
procéés of making difficult decisions which establish pricrities among
programs competing for scarce'resources...Unit costs do nof eliminéte
the need for technical judgement on éuality of impact of a particular
" _output on health status, bu; they do provide a common denominétor for
compariéon. o |

Table .2 summarizes ﬁhe unit cost astimates for the major programs,
#nd Appendices 1-6 éontaiﬁ thé méﬁhodology,'data sources and éssumptions
used for'the estimates. Note that the unit cost estimaﬁes range from
lgss than 20 Afs. for immunization gnd'malafig protection to 1,000 Afs;

or more for TB cases treated or hospital discharges.



UNIT COST/OUTPUT COMPARISONS OF MOPH

PROGRAMS AND TARGET POPULATIONS

TABLE 2.

(Afs/unit output)

Program -

Immunization 1/

| Tb/Leﬁfosy 2/ |
Malaria.éf

' Basic Health Services éf
Hospitals 5/

. Water Supply 6/

1/ Célculaﬁed from 1356 Immunization 7 Year

Target Populations

Output Infants Children Pregnant aﬁd Labor
Unit .Postpartum Force
Contact | 19 19; 19

Case Treated 1050 1050 1050
Contact 15 15 15 15
Contact 47 47 47 47
Discharge 1930 1930 990 4000
Recipient 31 : 31 31 31

Plan (see Appendix L.

2/ Caleulated from 1356 Tb 7 Year Plan'(éee Appendix.2).‘

3/ cCalculated from 1356 Malaria Institute 7 Year Plan (seg Appendix 3).

i w» s
~ =

g

Calculated from 1356 BHS estimated expenditure (see Appendix 5).

Calculated from 1356 Water Supply 7 Year Plan (see Appendix 4).

‘Taken or calculated from table entitled "Hospital Input and Output Data - 1354 (see Appendix 6).




5. Interpretation and Use of Unit Cost Estimates

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

health problems of particular priority groups:

5.1 Groups 1 & 2 ~ Infants and Children

..

Infants and Children.  Malaria and Water Supply, while having

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

Respiratory diseases, diarrhea/dysentery, 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

attack mortality, and can practiéally be increased to focus on

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

‘Immunizatioq, because. of low unit and total cost, previcus’
experienca and tralned _personnel, and high impact potential for

minimlzing under five mortality, should be serlously con51dered

for prompt implementation, with or without foreign financial
and technical cooperation,
Malnutrltion is. an outstanding problem among infants
and children. At the Child Health Institute most of the medical
admissions below flve years of age are malnourlshed One third

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

_vast that malnourishment alone is not an indication for admisaion.)

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 developﬁent, malnutrition
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contributes significantly to the high morﬁali;y of all other
causés except tetanus. |

- The pfobleﬁ of malnutrition.may be partially dealt with
tﬁrough-the BHS for the 252 of the population with potential
access, but it 1s such a massive problem that it deserves
spe&ial consideration for a new national effort. |

Three complementary aspects of the pfoblem can be
considered:
1) Periodic lack of food in certain areas of the country--

é pfoblem for agricuitural consideration;'

2) Poor food preparation practices. Recent studies (3,5,6)

clearly document extensive weaning maloutrition, due

————
| m—

'iargély to delayed intfoduction of solid foods, often far

into the second year. Radical edgcational efforts are
required to change these practices. Innovative radio pro-
grams (half of rural women regularly listen t§ radio (6)
could be tried;*Basiﬁ Health Centers ;an'work on food pre-
paration education;_and as Village Health Workers gain in
numbers and credibility, they may be able to contribute iﬁ
a majof way to tﬁis national educational process.
3) There is.a need for research iﬁté the nutritional value
of indigeﬁoué Afghan foods and diets.
With the exééption.of the Child Health Institute in Kabul, .
the ggggigglgggive comparatively little attention to infants '
and young children. Table 3, for example; shows that 3% of

provincial hospital discharges were children under five years

of age. Data are not available to verify whether they receive -



TABLE 3

DISTRIBUTION OF PROVINCIAL HOSPITAL INPATIENTS BY :

AGE AND SEX-1354

f‘emale Male . Total
Age Group. Nmﬁber of Percent of Number of Percent of Number of _ Pércént of
- Inpatients| Total _ Inpatients Total ‘Inpatients| Total
21 0 o 0 o 0 0
1-4 21 T 87 3 108 4
5-14 w3 | 4 515 16 658 20
15-44 7 | s 1418 45 1855 59
>4s w06 | 3 437 14 543 17
Total 700 .| {iﬁg 2457 . | /18 3164 100
Data were taken from the'135.!; I;IOPH'Discha.rge Rei:ort
Five hospitals were included: -Béghlan, Ghazni, Charekax-':, 'i'akhaf and‘ Rostoq -:




3.2

5.3,

-

-8~ | o

a substantially larger share of hospital outpatient services.

Group 3. - Pregnant and Post~Partum Women

Problems of pregnancy and family planning are the major
_ A A A

concerns of this group (1,4,5,6,7), and only Basic Health

Services can have primary impact, aside from Immunization

protection against tetanus. Increasing availability of AlMs and

the gradual development of female VHWs can increase women's
" access to health services. Despite a greater burden of .general
~ health problenms, gépggug_revealé that women receive only one

fourth of adult hgggigg&_services, while men receive three

fourths.

Group 4 —~ The Labor Force

The primary health needs consiétentlﬁ expressed by labor
force members are medicines, doétors and hospitals in that order
(5,6). They are largely a healthy group, and desire ready éccess
to efféctive, inexpensive drugs and acute hospital care. This

group already consumes a disproportionate share of ﬁospital

services (48% of population using 68% of hospital services). Much

of this disparity is culturally determined. Particularly as
quality of care improves, an effort must be made to reduce this

disparity.



. 6. Cost

of Tuture Services

The

grams of

costs of program expansion as outlined in the six service pro-

the Seven Year Plan have been estimated in Table 4. These

estimates are based on the most recently available drafts from the re-

spective

planning committees. The data sources are noted in each table,

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

employed.

6‘1

Comparison of Projected Expenditure with Priority Population

Groups

Calculation of the proportion of program investment directed

at each Priority Group (as in Table 1) by the end of the'plan

period is also moted in Table 4. With the current mix of pro-

grams, there is very little change in the imbalance between needs

‘of young children and labor force investment, .Grazph I shows

the change in Ministfy of Public Health expenditures over the
plan period; Graph IA shows the changes in ﬁercentage share of

the overall budget. WNote that by the end of the plan, Water

-Sﬁpply takes 137 more of the total Miniétry of Public Health

_budget, and Immunization 27 more. On the other hand, TB, Malaria,

6.2

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

respectively.

Summary Comments on the Contribution of Each Program

1. Immunization - Investment in immuniZation and its

iy

gradual‘ihclusion in Basic Health Services is clearly the most
cost-effective program currently being discussed. The unit cost

is low, the technology is known, the staff are available, and the

impact is directly focused on the Priority Groups in need.
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See.Appendix 1,

This program requires a firm commitment to continuation and
should be considere& for direct operating budget support whether
foreign contributions are forthcoming or not.

2. Egiggggggz.— The program as_cénstfucted is expensive; the
unit cost per treated case is over 1,000 Afs, in 1356, with very
high defaulter rates not included in the estiméte; They shoﬁld
.bé estimated to more closely_approximate the cost of effective
treatment. See Appendix 2,

Improvements in cqst'effectiveness could be made by con-
centrating effbrts on sputum miéroscopy diégn@sis (rather than
expensive radiologic techniques), case treatment follow-up, and
“integration of field programs with other institutions. Review
of staffiﬁg proposals leads to the conclusion that they are too
generous:iﬁ number. In many.cases scarce staff such as nurses
couid be replaced_with more ecoﬁomiéally.trained staff such as
vacceinators.

The éonstfuction of special and separate regional énd pro-
vincial TB centers seems of very doubtful value.

Supervisory and field training activities could be an
.iﬁtegral paft of the Rank i Zonal Tréining Centers., Special
diagnosﬁic and treatment_activities would be better housed in the
‘Regional Hospitals as the appropriate place fbf X-ray facilities
and chest physicians to be efficiently focuse&.

Less than 207 of the opéfating expenses of the program for
1356 (see Appéndix 2) are Ministry of Public Health money.

Extreme care should be exercised in expénding a program . that is
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expensive per unit output and'highly dependent on éutsidé
financing. As with malaria, the stability of léng terﬁ foreign
financing for operating costs is an unlikely prospect.

'3.' Malaria/Leishmaniasis - The low cost and the budget and

staffing flexibility to respond éo outbreaks and epidemiologic
indicators form the base of the generally reasonable operation

of the Halafia Program. In view of the declining willingness of :
foreign sources to sustain large percéntages of re&urreqt
operating budgets; éven_for effective programs such as malaria,
the present cautious posture on contrcl seems very realiétic.-

See Appendix 3.

4, Water Supply - The near term work plan and budget

"~ appear to be in propoftion to other Ministry of Public Health
'//{gvestments. The number of users of each type of system, how-

ever, seem optimistic. Periodic surveys of the actual use and

————,

tate of repair of wells and pumps would be helpful in refining

éhe measurement of output of the water supply program. Appendix

4 caléulatés the annual cost per recipien; by depréciating the

well cost over a ten vear period, and adjusting for the number 65

rbroken pumps. Note also thét only 212,500 rather than 300,000
'_new recipients are estimated to be served in 1356; borh figures

_afé below the annual popﬁlation increase. An.additional pro-

blém, recognized by the Water Supply Program, is that_costs to-

reach additional recipients will begin to increase rapidly after -
the more concentrated centers of pqpulation have been served.

It remains to be demonstrated whether the program can increase

the percentage of Afghans with access to well water.
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Maintenance is an import;nt problem recognized by the program,
and serious consideration should be given to incorporating at
leaét the méintenance'expenseé‘into the Ministry of Publié Health
ordinary budget as a regular expense. Surveys (5,6) indicate that
villagers often place a relatively low priority on water compared
with other health needs. .They are also unwilling to walk very
far for a new water source. Both points indicate that a major .~
‘ heélth education campaign is required. |

5. Basic Health Services - The core of the attempt to

‘extend rural access to heé;th services, BHS plans to reach 27%
of‘the population by 1361.. See Appendix 5. If adequately
supported, this goal appears reasonabie, but demonétrapes at the
same time.the need for exploration of subcenters and Village
Health Workers to extend health care access to the majority of
rural Afghans beyond thie reach of BHC's. Appendix 5 also sets
6ut an illustrative long term financing and ﬁaintenaﬁce proposal
for the VHW program, which suggests that tge VHW activity may .
be s.elf—supportin'g once undersay. 7 |
.Current developmehts suggest that commitments to reéuired
central management, field supervision, an& in~-service training

activities are being kept by BHS. This leaves three main pro-

blems which affect the cost and output of BHS: manpower, drug ]
_Sugplies; and WFP. Manpower is.cf such impbrténce that it is
addressed separately in Section 7.1. Drugs énd WFP can be
discussed together here,

Once established, the costs of operating a BHC are largely

fixed; if many people are_provided health services, the unif
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cost is low; 1if few people are sefved, the unit cost is high. The

conflict arises in that the health and WFP programs compete;

that is, BHCs supplying WFP inevitably become primarily foo& dis-
tribution points, not ﬁealth centers. Health Services take second
place to the ﬁime-consuming attraction of 106 Afs, of free food.
In its presént'form, WFP distribution results in an unfortunate
distortion of Basic Health Services activities and should be
re-evaluated ia light of these problems. The Pérwaﬁ eﬁperience
demonstrated that adequate drug availability, with training teanm

' support, resulted in a trigligg:of healthICenter services with

-a corresponding decréase_in unit costs.

6. Hospitals ~ Hospital problems are wéll known; poor
quality of care and distribution of services, low utilization,
and iﬁadequate provision of speciaiized care. Solutions to
these problems are less obvious. -

Any forthright_anélysis of hospital costs must recognize
thaf quality hospital services are necessarily.associated.With
high costs. This does not mean that money ensures qﬁality. It
does mean that minimum'standaras of basic hospital care are
associated with minimum costs, which are neﬁertheless qﬁite high.

This analysis has focused attention on alternatives to-
contain the costs associated with:expansion, for in Aféhanistan
as;in almost every nation, the costs of hospital care tend to

make up a larger share of health expenditure than can 8&

justified by their outputs., Three alternatives have been con-
sidered to illustrate the resources reqﬁized and potential

outputs possible with different approaches to the important
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question of hospital expansion and improvement. All three
alternatives expand substantially on present hospital capacity;

they differ in speed of expansion, cost, quality and feasibility,

both technical (qualified staff availablé to provide care) and
administrative (sufficient central Ministry'of Public Health
management deéelopment-to provide the sﬁpplies and nedessary
;upport).

Alternative (A)-assumes full reaiization of present plans
for expansion at current levels of cost an& quality. Alternative
(B)‘accepts present plans'for‘expansion and inéludes extra ex~
pense to support increaéed quality and better utilization.
':Alternatiye (C)_redﬁces the rate of expansion in bed capacity.
It provides even more funds and persohnel for the upgrading of
quality and utilization. (See Appendix 6, Tables HI-H5.) It
allows importanﬁ alternative héalth service uses for some of
the smallest hospitals.

Alternative A does nothing to correct the existing_&efici—
enciles. Alterﬁative B is the most costiy-and is a compfomise
. betweeﬁ the need to improve quality and perceived needs for more
regional and provincial beds. | | |

Altérnative C is less costly'th;n Alternative ﬁ.' Whiie the
costs per bed are greater, the number of discharges is greéter'
and the cost per discharge is less, (Seé'Tables 5 and 6 an&
Graphs II and IIL.) By concentrating on development of large
regional hospitals, Alternative C provides more efficient use
of limited staff, Utilization and total number of patients

served is highest, and the administrative burden is minimized
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f . - TABIES

COMPARISON OF ALTERNATIVE PLANS FOR HOSPITAL CAPACITY

ALTERNATIVE 1355 1356 1357 1358 1359 1360 1361°
| PROJE&:TED. NUMBER QF BEDS
Plan A 1946 2231 2571 2906 2921 3136 3136
Plan B 1946 2231 2571 2906 2921 3136 3136
Plan C 1731 1906 2246 2626 2626 2701 2701
ANTICIPATED COST PER BED (Including Féreign Add) (rfghanis) |
Plan A 01,642 90,672 9% ,469 93,096 92,877 91,462 91,462
Plan B . 91,642 - - 102,676 108,385 114,001 120,942 127,108 136,164
Plan C 94,365 108,296 113,980 119,407 127,626 134,959 145,126
_ PROJECTED MOPH BUDGET (Millions of Afs)
Plan A 150 172 200 227 228 245 245
Plan B 150 197 232 283 305 351 379
Plan C BT R U T 263 284 314

340




TABLE 6

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

Alter- _ . _
Variable native 1356 1357 1358 1359 1360 1361
Occupancy (%) A 70 . 70 70 70 70 70
B 70 71 72 73 74 75
(assumed) ¢ 70 73 76 79 82 85
Number of A L4620 51420 58120 58420 62720 62720
Discharges o . ‘ 4
o B 44620 53991 63932 67183 _75264_ 78400
C 38120 49412 63024 68276 75628 -81030
Discharges per A 20 20 - - 20 20 20 20
Bed : .
' B 20 21 22 23 24 25
{assumed) .
C 20 22 24 .26 28 30
‘Cost per A 4530 4720 4650 4640 4570 4570
Discharge (Afs) ' ‘ 7
: . B 5130 5160 5;80‘ 5260 . 3300 5450
C. 5410 5180 4980 4910 4820 4840
Average Length A 12.8 12.8 12.8 12.8 12.8 12.8
of Stay (Days) : ' :
B 12.8 12.3 11.9 11.6 11.3 11.0
c 12.8 S 12.1 11.6 1.1 10.7 10.3
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b& decreasing the number of p&orly utilized, expensive small
hoséitals that cannot provide adequate hospital care (see Table
EG.). The small ten and twenty bed units cannot, of course, be
abandonéd.. They represeﬁt an opportunity to convert poorly
utilized facilities of unicertain quality rapidly into community
.health centers which still retéin a few beds for emergency care
. such as rehydration and aécidents, but concentrate more'infen~
siveiy on basic health_services. They could also serﬁe as

nutrition education centers.

- The details of Alternative C aré_set out in Apﬁendix-é.
‘This alternative is less demanding of manpower. As there will
be critical shortages of‘nurses during the planning pefiod {see
Section 7 -and Appendix FS this“ﬁahpower constraint is another
.cbmpelling reason to commend this alternative. The analysis
éuggests that an approach similar to Altefnétive C is the most
practical mix of'resoﬁrcés to meet the need for hospital services.
| However there may well be political aﬁd demographic reasons:
why‘ these small, inefficient and undex.:—uti.li'zed hospitals can~-
not be closed. The p;actical realities may then require selecting
‘a plan closer to Alternative B; This should only be done with
the full realization that such a deciéion commits limited re-
'squrces'in a sub-optimal manner.

At thé same time the problem.of'inefficient; under-utilizad
small hospitals must be addressed, fhere is ample évidencg that
vefy low occupancy reflects poor quality of care. Recent ex-

perience in Khost confirms the belief that'upgfading the quality
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of staff and equipment immediately imprdves utilization.

Similar upgradiné can be accomplished in'anal hospitals. Scarce

resources will not allow this strategy to be followed in the

smallest hospitals.

In theée small hospitals two other realistic options should

be considered: -

2)

The Gereshk example, conversion to a Zonal training center,

1)

modifieé the.héspital to provide additional and cost—

‘effective health services.

The high mortality among infants and children under five
is largely due to a small number of diseases which are

largely preventable, easy to treat and easy to diagnose.

The staff of most other small hospitals should be given

intensive in-service training perhaps with the help of

B CHI so that théffcan effectively cope with these con-

- ditiods. Their new proficiency will soon be appreciated
by the population they serve and hospital utilization will
‘rise dramatically. At the same time these hospitalé will
continue to provide emergency care for adults.

-An equitable systeﬁ of hospital charges for those who can

afford to pay would of course decrease the Ministry of Public

Health contribution under any alternative selected.
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General Issues

- 7.1 Manpower

Analysis of manpower requirements during the planning period
shows sericus deficiencies in numbers of nurses and sanitarians.

There is an igitial shortage of ANMs but if classes are fuil,

supﬁly 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 administrators, if they exist, are in short
supply. Clearly, shortages of health manpower can frustrate
plans for extending the coverage and quality of health services.

For this reason manpower planning and training must receive

priority attention in the Ministry of Public Health.

———

" The methbds and results of the analysis are shown in
Appeqdix 7. They must be considered merely a tentative first
estimate because of deficieqqes in the qudlity of source data.
Mbre'accurate data shéuld be gathered and new piojéctions
calculated.. |

- An Institute of Health Manpéwer Development has been

e

suggested as a possible solution to health manpower deficiencies.

—

Such an institute would seem a coétly.andAsluggish 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 to the relevant institutions
in the Ministry of Public_ﬁealtﬁ, 50 that personnel of

-appropriate quality are trained in sufficient numbers to meet
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the Miniétfy of Public Health's needs.

-Stratégiés must bé developed:tb meet critical shbrtages.‘
of manpowér in the short term. Nurses can be augmented in.numbéf
by substitution; by creating a new category of “nurse assistant”

or''practical 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 offefing 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),

Quality of Care
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 neo present or projected'shortage of

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

and hospitals, thérelare critical shortages of suitably qﬁaiified

doctors.

In_Basic Health Services fhefe must be gradual exteusion
and upgrading of training of doctors in the oriemtation progrém
which preparés ther for service in Basic Health Cenﬁers. This
process has stérted. It must Be refined and extended.

The Seven Year Plan desires to bring Afghan hoépitals up to an
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acceptable minimum standard of care. An essential element is an

expanded program of post-graduate training. This is best'prof

-vided in a few select Kabul hospitals which must be given

additional qualified clinical teacheré and other resources.

The Jamhouriat and CHI éxperience provides a successful working

model. The effort needs to be expanded in these and other Kabul

hospitals to include other clinical specialities, together wiﬁh
paramedical_servicés_sudh as physiotherapy, laboratory ;ech-
hology and dispensing.

At fhe same time thefe must be similar in-servicé t:éining

in hospital management. The hospital syétem cannbt be improved
m R

- without a cadre_of competent hospital managers."

The clinical teachers and senior administrators of these
hospitals should collectively form thé féculty responsible for

organizing and providing this in-service training. At the same

_time there must be a concerted effort to improve the standards

of equipment, maintenance, and cleanliness as well as the log-

istics of supply to all Afghan hospitals, Théy must be improved

if trained staff, as they become available, are to provide

quality of care.

Incentive Payment for Service

"The system éﬁd_scale of payment of hospital specialists

and other_sanior professionals and administrators must be
- fmproved substantially if there is to be ény real hope of im-
‘proving the quality of care and the efficiency of hospitals.

- At présent doctors are forced to supplement their meagre salaries
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by working in their private offices. Here they dole out pre-

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

'éctivity 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.

23@ 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 gmigrate
once they have achieved an.internationally acceptable standard

of competence. Recent experience with ansesthetists confirms

" this thesis.

A fee-for-service system, based on receipts from paLien

who can afford to pay, would be ideal for the doctors but would

s e

, unig;rl exclude other key professionals., In addition it would 6£}f70

be contrary to the personnel payment policies of the Ministry . Qﬁ“_
' ‘@aﬁg,}ww

of finance; ] 7 -. - b o ‘ Sa&uéligé [

Yet a solution muét-be found. Otherwise there is _A;IS-Q;,kuuwp¢w~

< T

absolutely no hope of significant or sustained improvement in f*o -

the quality and efficiency of Afghan_hospitals.
A system of fees for hospltal services now exists but is
poorly administered and it is now too easy, for many who can

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

‘to include realistic.fees for hospital and professional

i

gservices to inpatients and to polyclinic patients., These
payments nust be passed on to the Ministry of Flnance. But the
Ministry of Finance should return a portion of this sum, say

50%, to the hospital. Ten percent should be designated for

—— M
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Special projecté or eﬁuipment required by the hospital but
*fé; which no provision was made in the budget. Forty percént
should be divided up among the doctors, head nurses, chief
administrative Staff and department heads. The portioﬁ each
receives could be decided by negotiation among'the reciﬁients.
These are the key people.whdse dedication and effort
alone can raise the standard of éare and the éfficiency of the
ﬁospital, Tﬁe occupancy rate will increase under this system,
and the average length of;stay will fall. The total receipts
for hospital and professional services which will be received
and_}etaingd by the Ministry of Finance will be several times
iarger than‘present receipts from hospitals., |
At the same time the hospital polyclinic faciliities must
bs subétantialiy improved so that all patients can te inter-
viewed and examined iﬁ pfivécy; warmth and cleanliness. The
-medical étaff should be allowed to use thesé facilities atl
designated times during the week when they can see their
pfiﬁate, fee-paying patients, from whom each physician collects
(and.retains) his fee directly. In this way they will remain
on the hospital premiseé where they d;ﬁ quickly be rgached in
the event of eme;géncy. Theif professional time will be used

.with maximal efficiency.

7.4 Drugs and Biologicals Procurement
Studies in 1974 (9) and 1976 (10) agree that about as
much money is spent on drugs in Afghanistan as on the total

- expenditures for all other health activities combined. Given
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this situation, there are three reasbns why.garefql Ministrﬁ
éf Public Health planning for drug procurement could be the most
important and‘cosé effective ﬁealth contribution to the goals
of the Natiomal Healtﬁ Program that is possible over‘thé next .
-several years,

These reasons are:
i) Quaiity‘of Care
2) Awallablllty of Care

3) Cost of Care

‘>7;3.1 Quality of Care - The current.level of knoﬁlédge‘énd
dispensing practice among health workers.is yerj low,
whiéh directly diminishes quality of care. There afe_three

'_componenﬁs of quality wﬁich'the Miniétry of Public Health
can affect: DRUG QUALITY APPROPRIATE DRUG SELECTIOV

: and APPROPRYATE DISPEVSIWG

DRUG QUALITY - Safe and effective drugs are obv1ous

fequirements. As the Ministry of Public Health moves
to doﬁésti; production, the Afghan people will_develop_
an impression of the quality of govefnment generic drugs.
" The private sector manufacturers and importers will
fiercely dispute the quallty, and try to establish a bad

. image for generics. As the development of manufacturlng_

. competence and quality control is not simple and will take

. years, the initial phases should emphasize bulk procure-

ment of finished goods, with concentration on appropriate.
packaging and marketing.

~ APPROPRIATE DRUG SELECTION - Many health workers,
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includihg physicians, have difficulty keeping up with
the drugs of choice for each health problem. The Afghan

National Drug Formulary, Wi&ely distributed and regularly

improved, can be a major force for lmproved 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

modif?ing if for local needs every two years.
APPROPRIATE DISPENSING — It is common pfactice to

dispehse inapptopriate amounts of drugs, with inadequate

' instructions. (In the United States studies show that
_leés than half of prescriptions are followed accurately.}

This leads to failure of therapy, development of drug

resistance, drug toxicity, and is a massive waste of
méney. 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 wquérs in Parwan. A first priority of the

expanded API program should be course—of-treatment
packaging and labelling appropriate for local use.

Availabiliqx_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 Ministry of
Public Health program. The reason_ié that people see

drugs as their most'imgpr;ant health need (5,6) and

‘already pay large amounts for them (300 Afs./per family/
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per year tS) ) even in remote rural areas. A Ministry of
?ublic Health program to procure, package and market basic
drdgs fof common problens, in course-of~tfeatment packages
through pharmacies and dokhans, could markedly expand
access to health, particularly for thé labor force térget
group. TLittle additional Ministry.of.Public Health stafi
and financing ﬁouid be required; and the program could

generate a surplus to support other health programs.

Thé cost savings'from competetive generic bid procure-
ﬁent are well known. As people already eagerly pay for
.drugs, the‘ﬁinistry of Public Health/API caun provide at
low cost and potentiallygretéin'a surplus to contribute
‘to éther Ministry of Public ﬁealth programs which are
provided below cost.

. ';A cbnseryative estimate of foreign exehange effects
is summariée@ in Graph 4. Using the foreign exchange re-
quifemeﬁt projected in the feasibility study (10) through
1361, a'steédy growth of generic drug market share from
0 to 50%, and pricing estimates averaging 25 to 40% Eélow '
proprietarf prices, between two and four million.dolla:s_
.fer year will be saved.

. Another useful example is reflected in recent prices

. for Chloraﬁphenicol réported from API. Gréph 5 ;hoﬁs_that
per capsule costs of generic éhloraméhenicol arera small

fraction of the proprietary brands. Equally important is
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the finding that the major éhare of the cost saving is

"in generic bid procurement of quality finished drugs,

"ggg_in local production of capsﬁleé and tablets. Only

a small (here 5%) difference between buying and makigg
generics certainly cannot compensate for the tremendous

problens of manufacture involved.

The Feasibility of aﬁ Afghén Pharmaceutical Plant

The latest feasibility stqdy, | is a valuable contribut_ion.,
but is ggg_sufficient to allow proceeding with confidence
on a plan to build a pharmaceutical planf.

.Twobissueé are addressed here: (1) the objeqtives
jof.pharmacegtical plant deﬁelopment, and (2) the feasibility
stﬁdy itself. |

1) The Objectives

The major objectives of pharmaceutical plant
: dévelopmeﬁt 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 soon.

Necessary Drugs — have nothing to do with the

typg of pharma;eutical plant. They result
from careful development of the Formulary,
and limitation of drugs to those proven
scientifically effective and appropriate for
Afghan problems.

Good Quality - is directly related to the type and

 performance of the pharmaceutical plant; To
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nggggg_taﬁiets,.capsules'énd other formé at
high quaiity standards requires skilied
personnel and equipment maintenance capacity

which, are not likely to be produced by a

government 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

_ §ﬁall 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

Used

.foréign exchange cost, and must be imported

anyway.

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, supplyins a major share of druz needs.

A‘more complex plant attempting to manufacture -
quality drugs will take much langer.. The ex-
ample of the Vaccine and Serhm'Ipstitute is-
useful; a complex and highly expensive fécility,

it was scheduled to open several years ago
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" and 1s yet to begin significant production.

2) The Feasibility‘Study Itself

Given the objectives stated above, the feasibility
N study‘fequires clarification and reconsideration:
| There are sevefal inconsistencies in iﬁpbrtant
financial calculations: Pages.lf and 22 cite a 1.7
pricing factor incbrporatiﬂg ghipping, customs duties
and profits, to arrive at a retéil'price; P%ge 40,
" however, cites an.impdrfllevel of-niﬁeteén million
"dollafs and expected retail price of fifty milliom, or
‘factof of 2.6, Such major discrepancieé in a report
éenerated larggly from sécogdary éources which_are
not appropriately referenced'suggests_that too.much
.haste was.gmployed for the report to be utiiized as
a f£inal planning document. | |

. There are serious questions about size and cost
of the proposed facility. An eight point five (8.5)
million dollar plant,'emp10ying over seven hundred
people appears to be much too complex for the éir—
cumstances. A plant less than half fhat_éize is pro-
ﬁably more than adequate. Open bids should be
sought for.ébnstruction and slowiy phased down
'operationai support. A "turnkey’ operation is in-
'féasibl-e given the limited pool of exp_é.rience, and

would be a national catastrophe.
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Financial Analysis Capability in the Ministry of Public Health

~ Certain expenditure and output information must be gathered

on a continuing basis. The Hinistry 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 corments

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

regards me;hods and too ambitious as regards it initial ob-

" Jectives. Thg analysis capability must grow in a series of

stages beginning with the simplest and most important cost

‘daté. (ii) An'advisory committee is unnecessary. (iii) The

financial analysis staff in the provincés_will derive most of
their expenditure data from the ?Kustafiata—,- They must work
in ﬁhese_offices as well as in thé provinciaizPublic Health
Offices.r _ |

| Exﬁenditure data for Kabul institutions has been far-
easief to get than for provincial institutidns. Clearly there

must be close collaboration with the Ministry of Finance both .

_centrally and in the provinces so that accurate expenditure

data can be compiled for-each.institution, department and
prﬁgram.

. _Attention éhould first focus on'ﬁhose programs which pro;
vide health services. At a later stage, rules can be deviséd

for allocating administrative costs, technical support costs,

‘training costs, and overhead among the service programs., Still

1atef, depreciation schedules can be devised for equipment,



-2G~
bﬁildings aqd other capitél spending; At each stage of deveiépn
ment the financial analysis team must concéntrate on the-minimum

_ daté required to calcqiate accurately unit costs of service.

Sanpling techniques will Se helpful bdth in improving éccuraéy
_of estimates aﬁd in reducing dgta collection costs. Only when

one sfage is working.well should sights be raised to the next

level of complexity.

| The limits of financial analysis ﬁuét bé appreciated.

For examplel with curreﬁt-data it is impossible to compare the
.-relaﬁiVe.: cost~effectiveness.of a vartical versus a horizontal
- immuynization program. At the sanme time oﬁher considérations,
such as availability of staff, proven success with smallpo#,
the large backleg of unimmumized infants and &oung chiidren
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 horizomtal
- e et et e

program under Basic Health Services. Provided appropriate cost

data are collecﬁed, financial analvsis can help in judging the

bést timing and pace of this conversioﬁ completely to a
horizoﬁtal progran.

Inevitably the upgrading oflﬁealth éervices-will be unevén.
Some hospitals and healtﬁ'ceﬁters will achieve an acceptable
standard of service at am early stage‘in this process of change.
Cost data from these benchmark institutians will be particulariy
valuable for plénning purposes. For this reason they must be

recbgni;ed early and given move detailed attenfion by those
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responsible for financlal analysis.
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'-Appendix 1 - Immunization

Tmmunization Program — Unit Cost/Output Estimation

Methodology and Assumptions

~ from EIP 1356-61 dated 29/12/76, Rangaraj

1. Temunization

(US Dollars @ Afs 46)

(x000)

Operating Costs 130 500 465 495 523 525
MOPH Salaries 30 120 125 130 135 140
Vehicle 5epreciation | 40 : 40 40 40 40
Foreign Advisor 50 50 50 50 50 50

Total U.S, 210 ~ 710 680 705 748 755

Dollars

Number of

Contacts- 200,000 1,300,000 . 1,300,000 1,300,000

Cost per : . _ : ' )
Contacts . 48 Afs 25 Afs 24 Afs 25 Afs
Cost/Output Calculation:
2 contacts/chiid X contact cost _ 2 x 48 _
5 years depreciation (1) 5 -

1,300,000 1,300,000

26 Afs

27 Afs

19.2 afs/child

(1) Assumes disease and immunity reached by age 5 under natural conditions;
therefore value of protection is allocated over 3 years.

25—



TR Progran

APPENDIX 2 - TB/LEPROS?

Cost/Output Estimation

Done by Immunization

Assumptions: 1) BCG/Case Finding/Sputum Exam
2) Costs of these included in Immunization Budget
1356 1357 1358 11359 1360 1361
MOPH Budget 6046 7950 - 9300 9950 10600 11250
Foreign 1/ 30682 22494 17204 16376 15180 15180
Afs Total(x0C0) 36728 30444 26504 26326 25780 26430
Pts. under Rx. 35 38 42 46 50 50
(xo00)
Cost/Patient _ . .
Treated 1049 801 631 572 516 . 528
1/ Foreign Assistance {xooo $US)
Total/7 Year Plan 2542 1689 1574 556 530 530
Less Inmunization 2/ 200 200 200 - 200 200 200
Less Capital Costs 1725 1000 1000
Total ($000) 667 489 = 374 356 330 330
(46-3) Afs 30682 22494 16376 15180 15180

2/ Imfunization:

17204

Local per diem, BCG vaccine, maintehance, mileage
UNICEF (70,000 + 100,000 + 10,000) + WHO {(20,000) = $200,000/year

Age/Sex Distribution Estimate of Treated Patients

Data: Kabul TB
Age

0-14
15+

Center, November 1976
Male Female

- 466
1597 (66%)

364
820 (34%)

© Total

830 (26%)
2417 (74%)

1184 2063

From Plan Pop Estimates, Preg/PP -+ Labor Force

Proportionally,

% TB Patients 15+=74% x 14%

- 74% x 86%

L]

3247

147 + 86%

1
6
2

1080000 + 6417000

0% Pts are Preg/PP
4% Pts are Labor Force
6% Pts are Children

7497000
100%

23



APPENDIX 3 - MALARIA . -

Malaria - Unit Cost/Output Estimation

Source: 1) Malaria Control Program, Background and Supporting Information
' ' Vovember 1978

2) Malaria 7 Year Plan (stencil copy)

3) Malaria 1356 Budget as approved

Assﬁmptions:  Budget = Expenditure, in view of independent budget
1355 1356 1357 1358 1359 1360 1361

Budget from - _
7 Year Plan 66 69.5 72.7 76.4 80.0° 84.2 88.4

Approved 1356 Budget 79.5
Foreign Assistance (US$x1000)

WHO-Advisors, etc. 341
WHO — Insecticide 400

UNDP 210
Japan : 50
USSR - 7
UK 83 |
TOTAL USS = 1,084,000 x 46 Afs = - 49,864,000
plus MOPH - 79,500,000
1356  Total Budget = 124,364,000 Afs = 14,7 Afs/Person
Population Coverage &,500,000 - : Covered
For Budget Projection:  Assumption made that total malaria budget (MOPH + foreign)

will expand at 5% rate over plan period.

.Related Facts: 1) Program Plan 1 5-1.65 million people protected w1th
' insecticide

7 million covered by drug treatment scheme -

2) Children are prominent at risk group



APPENDIX. & - WATER SUPPLY

WATER SUPPLY - Unit Cost/Output Estimation

Plan is: !J

1) 500 shallow wells -

assume 100 dug at schools, serving 500 population | = -50,000
400 dug in villages, serving 250 populatibn = 100,000
;2) 25 piped systems serviﬁg 2500 each | = 62,500
Annual.Total Estiﬁated Recipients = 212,500
Budget Total, 1356 = so,dso,ooo Afs
50,050,000 '
212,500 = 235 Afs/Recipient .
Assﬁme. 10 Year Depreciation, %%§‘= 23.5 Afs/Recipient/year

the that continued operaticn of all pumps is assumed here; many informal reports
suggest that a substantiai pergehtage of pumps are.not functioning. Therefore the
coét)o&tﬁut figure should be divided by the average percentage of wells functioning.
In this exaﬁple it is assumed that 757 of wells are functional.. |

23.5

Ty5 = 31.33 Afs/recipient
1356 1357 1358 1359 1360 1361
Operating Cost 102,860 | 178,360 192,860 | 205,840 | 230,910
Equipment Replacement 36,747 44,517 44,867 40,867 42,117
Total Annual 50,050 2/| 139,657 | 222,877 237,727 | 246,707 | = 273,027
Cost (1000 Afs)

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

2} 1356 Revised 1 Year Workplan Figures



APPENDIX 5 - BASIC HEALTH SERVICES °

BHS Cost/Output Estimation

Basic Health Centers
See attached table for detailed calculations

Budgets are projected as in 7 Year Plan

Expenditures are projected at 827 of budget, based on average of Ghazni and
Parwan BHC expenditures.

Costs and Costs/Visit calculated 'for MOPH and Tetal figures for both budget
and expenditure.

Services - Number of visits calculated from present average of 1st quarter 1355
" and | Parwan pre and post pilot study.

Access/Coverage - Parwan estimate (p. 52) 17,927 per Centexr; 25,000 agsumed as
maximal feasible figure here.

Subcenters
No calculations included. here for two reasons:

1) No existiag data/eaperlenre to suggest that subcenters can practically
be staffed and operating on a large scale in the 1mmed1ate future-Health
Center staffs are already inadequate,

2) Substitution effect: travel and time reQulred procbably allow Health Center
staff to see fewer patients at Subcenter than if they had stayed at Health
Center.

" Village Health Workers

No estimates included in BHC table due to lack of existing data or experience.

However, due to immense potential contribution that VHWs can make to increasing
access to health care in remote areas where the majority of people live,

a separate sample table is included.

- Assumptions in this table:

1) A roteting fund for drug purchase and packaging will be establishad; drug
purchases will be sufficient to cover drug costs, which are therefore
not included in cost/output calculation

2) Total BHC'budget projection includes VHW budget.

Long term financial considerations - see next page.



" BASIC HEALTH SERVICES ESTIWATED BUDGET, EXPENDITURE AND OUTPUT

(Budget~Expenditure in millions Afs)

Projections 1356 1361

1358

- 1359

1360

1361

'(L537f

827 used here

average of

_ 1356 4/ 1357 : {
| Budget Expend. | Budget Expend., | Budget Ixpend.| Budget Expend.| Budget FExpend. |Budget Expend.
MOPH Budget 76 62 83 69 94 77 99 - 81 - 104 85 109 89
Foreign Contribution 41 41 44 44 47 47 51 51 55 55 60 60
Total 117 103 127 113 141 124 ~150 132 159 140 169 | 149
Number of Health .
‘Centers 138 148 165 174 183 193
Number of Visits/
Center 160060 17000 18000 19000 20000 20000
Cost per Visit- o . _
MOPH 34 28 33 27 32 26 30 24 28 - 23 28 23
-Total 53 47 51 45 48 42 45 40 43 38 44 39
3/ Population with
Health Center Access .
(millions) 3.450 1 3.450 3.700 4.125 4.350 4.575 4.825
Estimated Populaticn _
(millions) 15.645 16.075 16.517 16.971 17.437 L7.920
Percent Population with :
Health Center Access 22% - 23% 25% 267 . 267 27%
1/ Fore1 ' Coutribution Calculation: UNICEF: : $ = 523
(9/ yearly growth assumed) ATID : (879-428 ConstrucLlon =451~-90 (207 allocated to other MOPH) 361
1356 Total in US$ = 884,000 x 46 Afs = 40,664,000 A
2/ Visit Calculation: Average of 1) Parwan Experlence, Page 49 2) 1st Quartef 1355 BHC Estimate: 149 of
' 327 reports = 196,950; standardized to 432,232/quarter for 104 centers:
15,800/Center/Year Assumed to grow annually by increases of 1000 till 1360.
3/ Health Center Access: .Assume 25,000 people/center; (Parwan estimate, increased by 1/3)
4/ Expenditure Calculation: 1354 expenditures in Ghazni and Parwan were 87% and 77% of budget;



APPENDIX 5.2 .

Long Term Financing and Maintenance — Village Health Program

Given any forseeable economic situation, the GOA cannot afford to pay for unlimited
access to health care reaching to rural areas. Equally important is the fact _
that remote rural Afghans value access to health care, and pay for it themselves

now.

Repeated rural studies show annual family health expenditures which

average 1000 afs or more, with 300 afs directly invested in drugs. 1/

VHW Finapcing: It is appropriate that the VHY program be planned as an entirely
self-financing system if possible. The following example is illustrative:

Y

2,

ViW's are paid by the viliage, probably for most visits and drugs.

Assume VHW drugs, prepackaged and labelled in course-of-treatment units,
are issued with color-coded labels which coxrespond to publicly pested,
fixed prices. ' : :

Assume three price levels, which are set to sell drugs cheaply, yet cover
the egsential training and continued supervision costs which are necessary
for quality care and attention to important preventive and educational
village activities.

VHW dispenses drugs at a set profit margin, say 2 Afs/pkg., so there is no
incentive to sell high value drugs, and sells 50 packages/month or 600/year.

Each Health Center supérvises 10-15 Vil¥s, and dispenses 6000-9000 packages/
year, with a 1 Af/pkg margin,

“The MOPH dispenses to 60 Centers x 6-9000 pkgs = 360 to BAO;OOO/year.

Price/Cost Structure:

Red
" Green

‘Black

Price VEW Dispenses VAW Buys = BHC Buys  woen Buysr MOPH Margin
10 8 | 7 5 2
20 18 17 10 .'_ 7
30 | 28 27 I

If MOPH dispenses 500,000 pkgs at average margin of & Afs, total is

3,000,000 Afs or approximately similar to VHW program total
operating budget estimate of 3,500,000 Afs.

.28



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

Contact 5/ ~ 46 Afs

36 Afs

L . 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 ° 1118
Per Diem 137 298 4.4 444 496 496
Total (~Drugs) 653 1395 2052 2520 3047 3544
~ Drugs 900 3600 78000 13440 20700 30000
Number of EHCs ‘ 3 10 20 32 . 46 60
Number Villages S 30 120 260 248 670 1000
Number Contacts (x1000) 23 90 195 336 518 750
MOPil Cost/Contact 1/ 29 Afs 15.5 Afs 10 Afs 7.5 Afs 6 Afs 5 Afs
- Planned BIC Contacts : | 7
(x1000) 2/ 2208 2516 2970 3306 3660 3860
-Total Contacts (x1000) B
' 3/ 2231 2606 3165 3642 4177 . 4610
Total BHC Budget/ o
‘ Contact. 4/ -~ 52 Afs 49 Afs 45 Afs 41 Afs 38 Afs 37 Afs
Total BUC Expenditure/ : _
43 Afs 39 Afs 34 Afs 32 Afs

2/ -Calculated from BHC table, 7 Year
3/ Sum of BHC + VHW Contacts

4/ BHC Budget Table, which includes
5

Plan

VHW budget above

/ BHC expenditure estimate, at 82% of budget

1/ MOPH Budget only - no drug or forelgn assistance allocation




Appendix 6 - Hospitals

Alternative Hospital Plans - Outlire of Three Expansion Plans

The complexity of hospital plamning requires consideration of

specific plans and defined assumptions regarding the many factors that

affect hospital activity. Money, facilities and staff are all required
and services cannot 'expaﬁd beyond the least available factor.
 Three examples are considered for the remaining six years of the

B

plan:

Alternative (A) - The number of hospitals and beds increase as in the
present expaﬁsibn plan. Expenditure per bed is held constant as are bed

occupancy (707% average) and number of discharges per bed (20).

Alternative (8) - The nﬁmber of hospitals and beds increase as in the
present expansiqn plan. Expenditure per bed ié increased to allow for
increase in quqlity such as improved staffing and equipmént; Bed occupancy
increases from 70 to 75% and the number of discharges increases from 20

to 25 per bed.

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

centrated in the larger regional hospitals where improvements in quality

of care and utilization aré ﬁost likely. ‘Occupancy increases to 85%, and
-discharges increase to 30 per bed. At least_dne hoSpiﬁal is retained in
-each érovince but many small 10 to 20 bed facilities which are consistently
poorly utilized and highly expensive to operate are converted to commuﬁity
health centeré, concentrating on prevention buﬁ rétaining.a'féw beds for

emergency .care such as rehydration.



TABLE H-1

PROJECTED HOSPITAL CAPACITY 1355-1361

Category - ' Current Number :
' ' Hospital 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
i3 ~ Avicenna ' o 110 110 110 110 110
1B Jarhuriat 220 250 250 250. 250 250" 250
2 Chest Clinic 45 45 45 45 © 45 45 45

2 Maternity and . -
Gynecology 165 165 165 165 165 165 T 165
2 Womern's Sanatorium .75 75 75 75 75 75 75
3 Jail Hospital - 52 52 52 52 52 52 52
1A NOOR Eye Hospital .95 95 95 85 95 95 93
1c Child health Institute 135 170 170 170 170 170 170
1c ENT Institute ' 50 50 50 50
4 Poaghman 7 : 10 i0 i0 10 10 10 10
3 Parwan Charekar 30 30 - 30 30 30 30 .30
4 ' Kapisa 10 20 20 20 20 20 .20
4 Wardak Maidan 10 10 10 10 10 10 10
3 Behsood (2nd part) 20 20 20 20 20 20
2 Leprosy 10 10 10 10 106 10 10
4 Logar . ‘Barakibarak 15 13 15 15 15 15 15
3  Ghazni Ghazni : 30 30 30 50 50 50. 50
4 . Katavaz ' 10 10 10 10 10 20 20
4 Paktia Gardez . 15 15 15 15 15 15 15
3 Khost . 44 44 44 44 44 44 44
4 Jaji : 10 10 10 10 - 10 10 10
4 Zormat 10 10 ~ 10 10 10 10 10
3 Orgoon 15 15 15 15 30 30 30
3 Chamkani 30 30 30 30 30 30 30

continued

5 o




v TABLE H-1 Continued

Current

Category
Hospital Name # Beds - Planned Number of Beds

Province 1355 1356 1357 1358 1359 1360 1361

2 Nangrahar = Jalalabad 65 65 65 200 200 200 200

4 Shinwar (Ghanikhel) 10 10 10 10 10 10 10
4 - Konarpa (Asadabad) - 10 20 20 20 20 20 20
3 Laghman  Metarlam 10 20 20 20 20 20 20

3 Badakhshan F¥aizabad | 30 30 30 30 30 30 30

2 ‘ Drug Rehabilitation ' 50 50 50 50 50

3 Takhar Takhar 15 15 15 15 15 15 15

4 | Rostog 10 10 10 10 10 10 10

4 Khwa Jaghar ' : 20 20

3 Baghlan Baghlan 65 65 65 65 65 65 65

4 Pulekhumri . 10 10 10, 10 10 i0 10
. 3(2) Kunduz Kunduz - 15 15 15 15 15 200 206
& EKhanabad 10 30 30 30 -30 30 30
4 “Pashte Archi. " 20 20 20 20 20 20
3 Samangan Samangan 20 30 30 30 30 30 30
2 Balkh Mazari Sharif 65 65 65 65 65 65 65
4 Balkh Woleswali 10 10 10 10 10 10 10

3  Jauzjan Shiberghan 20 20 20 20 20 20 20
4 Aacha 10 20 20 20 20 20 20
3 TFaryab Maimana 25 25 25 25 25 25 25
4 ~ Andkhoy 10 20 20 20 20 20 20
3 Badghis Bala Morghab 20° 20 20 20 . 20 20
4 . Kalai Nau 10 20 20 20 20 20 20
p ,/2 nergt Herat 70 70 70 200 200 200 200

continrod
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. TABLE H-~1 continued

EEEEgory

Current .
: Hospital Name # Beds Planned Number of Beds
Province 1355 1356 1357 1358 1359 1360 1361
(Herat cont.) - : -
A Herat Eye Hospital - 30 30 30 30 30
4 Ghoryan 10 . 10 10 10 10 10 10
3 TFarah Farah 20 30 30 - 30 30 30 30
4 Shindand 10 10 10 10 10 10 10
3 Nimroz Nimroz 15 15 15 15 15 15 15
4 Helmand Gereshk 15 15 150 45 15 15 A5
2 Kandahar  Kandahar 100 100 250 250 250 © 250 © 250
3 zabul Qalat 10 30 30 30 30 30 30
3 Oruzgan Oruzgan 10 20 20 20 - 20 20 20
'3 ghorat Chakcharan 10 20 20 20 20 20 20
3 Bamiyan  Bamiyan 10 10 10 10 10 10 10
4 Yak lang 20 20 20 20 20 20
&) . . o
TOTAL 1946 2231 2571 2906 2921 3136 3136

e




TABLE H-2

PLANNED UOGSPITAL BED CAPACLITY BY CATEGORY

Category ' Description . . For Alternatives A and B

. 1355 1356 1357 1358 1359 1360 1361

1A NOOR and Herat Eye Hospitals 95 95 125 125 - 125 125 125

~ 13 Jamhuriat and Avicenna ' 220 250 360 360 360 360 360
1C Child Health and ENT Institute 135 170 170 220 . 220 220 220
2 Kabul and Regional Hospitals 805 805 1045 1270 1270 1470 - 1470
3 Provincial Center Hospitals 476 585 586 " 606 621 606 606
4 Small Hospitals 215 325 325 . 325 7 325 - 355 355
* Total  1s46 2231 2571 2906 2921 3136 3136

* The total bed capacity is the same as that contained in the current version of the Hospital
Program Plan (1/17/76) except in the case of Jamhurlat which is asoigned a capacity of 220 beds
based on a recent count.

For Alternative C

1A NOOR and Herat Eye Hospitals 95 95 - 125 125 125 125 125

1B~ Jamburiat and Avicenna - 220 250 360 360 360 360 360
1C Child Health and ENT Institute 135 170 170 220 220 220 220
2 Kabul and Regional Hospitals - 805 805 1005 1335 1335 © 138y 1385
3 Provincial Center Hospitals - 476 586 586 586 586 611 611
4 Small Hospitals _ - 215 o _ :
Total 1946 1906 2244 2626 2626 2701 - 2701

The following assumptions were made in developing the projection:

« All hospitals in Category & are converted into Community Health Centers in 1356.

The Baghlan Hospital is upgraded from Category 3 to Category 2 in 1358.

25 beds are added to Takhar Hospital in 1360. '

The Kunduz Hospital capacity should be increased to 50 beds at the level of Cateogry 2 im 1360.

O VERN L )

————
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TABLE H-7

-Allocation of 1356 Hospital Costs to Target Groups

(Notes for Table 1)

Infants

1. In 1354, 8068 out of 54,885 outpatients (15%) were infants Land
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

+ roor x 0.0.x 0,272
2. 20% of Zaisghah cost, 1356 allocated to infants .
15, 000 000 x 0.20
3. 2% of Jamhouriat, 43,838,000

4. 4% of remaining hospital costs, except NOOR, 94,276,000

6,480,000

3,000,000
877,000

3,771,000

Total'
Children 21% of total

Pregnant and Post-Partum Vomen
1. 80% of Zaisghah 15,000, 000

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

Labor Force, remaining 1356 costs allocated to this group

Group - Amount Afs 000 ' r
Infanﬁs 14,528. i R " 7
Children 42,481 - a
: Pregﬁant and PP _ 20,287 ' _ - 10
Labor Force 124,993 62

| 202,289 . ' 100

14,528,000

42,481,000

12,000,000

8,287,000

124,993

%f



%mm&? 6.1 - MOST RECET CURATIVE mﬁum@_ﬁﬁm PROJECTIONS

| vawm mw.mnmmmunm the most recent wcmmWn plans for the Department
om.nanmnw¢m Medicine for wumm:mw..,mummnmwncﬂm data have been estimated
ww assuming nwmn.wmm mm total budgats will wm.mmmnn. The pattern of
Mﬁnummmmm.ws 1356 over vmmmmnm for 1355, by Mnmnwnsnwon. follows no
desirable pattern. There is a moaﬂ fold wunﬁmem Hu odWHWmma and central
‘administrative mxﬁmnmmm,wu_wumm over 1355. . |

The table includes m_vmn‘mﬁmww in the lower nwmwn hand corner illustrat-

ing the cost per bed of urmumﬂosw 2 AﬂmmmoanV~;mno:w 3 {(provincial) and
group 4 (small) womﬁwnmwm. In thousands of ‘Afs there are, 119, wm and
Mwm.ﬂmmwmnnw<me. |

| When owm considers that the ﬁﬂawmu of mwmmwwnmmm per bed decreases
mmmH@H% mﬂmﬁ‘mﬂoaw 2 to group 4, nwm mnmﬂw.ﬂmmwwﬂ% of the gross Hﬁmmmwnwmunw
om nwmmm.msmww #owvwwmwm is even Eowm.ocnmnmnmwSM. . |

- As mnmmﬂHWm mdmwwmwwpwn%_wm no Eoﬂw.mmmcuma for this vwmn.nwma any

onwmﬂu the 717 increase in momwwnmwm Budget between 1355 and 1356 seems

a very questionmable allocation.



e ||

h

ez ﬁz&f:vfzfifec: e 4 wm.f-.:'r‘ %'-;,.,;h thal was ed.

Pl e Mt ;Ir?frrrfbﬂ/’:: botgrk hsted dy hespliad | b

' el gaﬁ-j‘, 4. ﬁiﬂ 355 oo II)‘J}J :Ewkﬂ: 7o émab*:w/!fm‘ e ‘P&"}'

; o [lp/,ﬁm pay raik mlava//abf}{y.bxﬁﬁf i o !
{ i i R

i .
R I R !

A T f Aomser or Bens.._ | ) | m_.7¢'__ L
 Wmeogdh  Cosr For Beo. ... |_1llzzg | |
. PlePy Cavrnsron | ._.,“.}84483&_4, i
Foecicn A Covmersanon| Y Jelo2sl | L2lgie

rotac gasolg | zss

s 11l
s e Y3333
_;.24?39’ r

I,

*

#ZQ! a sj&% -
SR WS SN N DEENER i

B . NumigeR oF Beas Ll2zie_. Aasio] 4.1 i 36@} : .
. ﬂ‘&mmﬂ o Cos? P Bea . b L] 7 || i |aws)
|l o fr0P Conrergomion. | _ L delyiso 2 339/4

b T . H
] ﬁpn%‘fﬂff‘fﬂ”. e average AoPH Combtibuhih oy
ded fov | el porBeitdr Jear has Jsea' # eshrrads
the | ol ambre uﬁar1 éﬂmcﬁi ca‘#jaﬁlly

F I

T
(5.

P SN . Tl i

iy

§§rs; Dicrhead ik

Ll
9

i i
e
PN

T,
RN N e
a =

Googn ; (gleial {/iglole E[[ tyjgon] | zalgols

e L TOTRG . Blaigi! . w3l 1 514 4

R e . 3 el iy i ; . b j .
!

B S = RN AT
Mursig. Dapt. _i9a. lees) Pl

AN Behaolf 27 4 Leal §oiiiRT g
. ﬁl%of{rgy Leoh s il as

b | b Nz 4= Beos /13i5] e b il
WCHEDN  Cosr B B _ /il ggg ) Lk
H  LIeEN anrkiBunos /

ha¥
&
~
R

&
3y
5
20
T
s
ﬂ)

S
oo~
b "
[
N
™

3
b T
SR
B
M o

;

|
i
{9
el

7
o /
i i1 wa/rq(:{eé.s sl5.5°2 ey
L) Dentel Chine Cawos, 1 lal |
3

&

jad
bood b Aeeren sep Grrriporo H94o idsiod | _iivioss | lrslass] tdosel | ledlaz
' e Tarme . 14/ 1oL sdrdd | wdvgal L walass | |
o . AR .A‘u.,;_,. -4 [J.i ; [ . : : 3 - J A :
2 o Nomscr o Beos. |k |1 lgos U 1T |gbogl T 1 idoost I j..fzw‘o 1 iz ke Aiwsing S} os7dl | e
Vitazp”) Cosr P Bes 7 L A3 LAzl g . ot Moritle S| _dae lee.
e b e A48 | sels9q | sasissl 72194 N rasiseol || (endehr Mprins | ek 1L s
| ; - [ TN P N L Teme § L Ris#Y 3slavs) :

¥ Kag Dot P33 LS,
M’?&J Alarngral dord [ |pe

TR
b
RER T ) OO,
£
2
-

e

z._.1.. ,,,‘“;M»Mz e _Beps.

et - (Pesdaney | 0227 0d . 33588) | jeve| |

e

53959 | sszes] ) sulgws! | sshae

Y

SARSNEN b e b e ] e pE -aﬁcréenid_uﬁ»f apeleed b categariza) on he
{ 3251 g i pEas Pilaas A E Tlass) 4oy basis b Mo farepertion lof Phe Hlal batiel; Sox o1 he

4__.1 B . Mfmez o Beas__ |
i r
e Cobzel 0 |t e a/ he [y ortocn of Whe nimber of\the spitifs
g 4 i

S Cesr e Bep_ 3
’ 7~ A

~
»
o
=~
X
X
<
%
(™

{0}
oy
2
bl
L)
[
b, ]
~3
=0
Ly
R
o
~
18
Y
iy

+800 9 27 8 o . 7H c"e g ‘ i |
; i e, 1&?5 l ) . . ‘

i
_ 313 /38 G g
/30 LAY 7% T
I D A mﬂamammnw_ e ! Foéio3q aszru? iaasiy?r .
b T Feiow s Gooenunaly 32569 __;;r-_ia,ff_ 73128 | 76v4¥

— el o TOTRL Npmgek of Beps |

- Betwe Cour % Beo

it e SRR S

&
~
o
o T
B
S
1
) X
NN T
~ 3
.
3
A
LA
A\ &
b A~
e =
=%
a
3
L

=~
L)
3
b
™
L)
g
~

)
~
)

[
[
™~

f Goand_ Tazme (o2 dedssal | zammen | 392817 228900 w0536 _Lurdpzel

i
e s R ,,:F, EE I SO S | A . R I oy H
PR N N S SOOI PR M- BRI U R . Y [ TR O ) [ S -Bo. — b

______ S »Eamsé‘a /mav Bower] | somisse” | 239054 | agazes 13sdrga swaled| | aealesal | zravra| b

e D LT — - R et . - - PR - e [T R R . ey ._1

€r) Ha.spmls'c..s:
~oed
1

i TRPOED TIaPd Bobeer | 1T — B v

Cost per Bed jo Mhovsands oF ;TGEMA
-

| KAEOL BB TosronaE  FastiTal T A

T 7’/?5&4?:'@7‘5"4%9&@&7&?%7“‘_ T

b e W §% Tursamon oA by it | 307mae I aaaves ﬁa‘%z!@i “u8inoel L 4souos r B o : i :
' _____ 'E‘ : . H . - ' 1 i . { : ‘ ;
. . - . R R RPN SN o . | R N . -y (=1 !
] L o P sihall ndmbges 1ndicate the lumbed of psifuban s i each 'mfegc ry . Lo T: 7 1
) 8 | S RN N &
. ! b ' 1 ] e
Lot SOOI R BT SO RS PO A N S M 1274 2700 Y I S I )
;. ' : } ! ; S S S S




Appendik 7 = Manpower Analysis
Manpower Projections - 1355-1361

To realistically attempt the achievement of the seven year plan,
suffigienﬁ manpcwe: must be available for each category of health worker.
'Prdjected.ménpower héeds were gathered from thé seven yeér plans for each
program. Where no needs.were-specified,Vestimates were made for each year
on the basis of the present ratio of manpower to program output. Total

personnel requirements were then calculated for each category of worker.

Estimates wérg made of manpower production from the number of new

personnel completing their trainihg‘for each yeér 1355-61, din each categof&.
| In computing ﬁanpoﬁer needs in each year the following assumptions
were made;: |

1, TFive percent of ﬁorkers in each categoryrleave their employment

each year. | |

2. All gfaduates on.completing their training imme&iately become

available for eﬁployment by the HO?H. |

3. The same proportion of hospital workers to hospital beds is main-

tained through 1361.

Unfortunately tﬁe data relating to current actual employment and of
manpowér:production were difficult te obtaiu, aﬁd in fact were exceeded in
their inconsistency only.by certain.kinds of health output data which are
.much mofe difficult to obtain in general. TFrequently figures from different
sources for nuﬁberé of present employees in one institution differed by

as much as 100%.



Table M -1 shows the projections for doctors. There will be no

shortage except in 1356. By the end of the plan period'there will be

R O

a substantial excess of doctors which will continue to grow unless output

“h/.— . r . ) L]
by Kabul University is limited.
—— :

f Table M -2 shows & serious shortage of nurses throughout the planning
périod. It was assumed that existing and planned nursing schools will
graduate their fuli guotas and that all Qill be available for employment'
by the MOPH. Clearly actual shortages may be ﬁore serious thén the table
suggests.,

Table }ifB shows that an early shor#age of ANils ig abolished by 1360.
iaﬁle M~4 projects the considerable &eménd-for lab technicians.

.Supply figures.were_not available.

Table M-—5 demonstfates'a serious éhortage of sanitariéns. Since
sanitarians play a signifi;ant part -in all rural health.prog;ams, this peses

a serious problem.
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| Addendum to the FINANCIAL ANALYSIS, Ministry of Public Health
Republlc of Atvhanlstan, Kabul, January 1977 -

[

FOREIGN ASSISTANCE

'”AtVPresenﬁ léveis, foteign éésis#énée.accounts'for a?suﬁstaﬁ*ial‘
' amount of total spending in health serv1ces The Financ1al Analy31s
'-has included much of this 38515tance in ca.r.culatlnc costs bu; a great
':'deal more foreign spending in health services remalns obscurp and .
_difflcult or 1mp0551ble to estzmate. Whlle this~sub3ect is perhaps.

'sensitlve it is of great importance to the %1n15try of Public Health.

 2§9§§§§§_wiﬁh'foreign qssisfance include;

1) .financialrand other'résoﬁrce.data ;re diFficult tO'éome,
Sy.'.dﬁen prcv1d°d b3 forelgn donors fxnaucial data usually e~
fléct donor spending from the donor [ po:nt of v1ew.

2) Thgre is little_systematic approach td-keeping track of

foréign assistance Currently Being given to the Ministry of Public’

'. Health.

3) fﬁere ié ;o set of.&écduntiﬁa.rules for estimatiﬁg tﬁe
 >va1ue to. Afghanlstan of forelgn 3551stance. It is parcicularly
1"diff1cu1t to estimate the value'of forelgn experts and the'value
'%of supplies and equlpment.

4} The dln;stry of Ppﬁliﬂ Health is ra ely able to predlct
{.ghe_level qf‘foréiéﬁ assistance in future years.

5) Frequenﬁly foreign assistance is restricfiﬁe énd'narrqw
“fn focus. - Often it doés'not'cbrrespond:;olAfghan'plans_and‘

5 -

" priorities.



;2;
| 6}' There'is apparently nsAsystsmatic cataiogue qfrfo:eign :
aidrpoﬁsqtial. As a recult, opportunity may be sisssd;for sig;
nificsns helyp. éhis‘prosism seéms serious in the arss of training
- for Afghans; | | |
_ 7) The o*dlnary budget and personnel 1wp11cat10ns of foxelcn
4assistance development budget expenditures are not always sal-
' culated. Failure to do this csn lead to the 1nadvertantrcomm1t— .
: meﬁt'sf scarce Afghan rssosrces.in iater years when fors131
rfinancial support for a program may be w1thdrawn (Ref 6.2, 2
: ‘above TB/Leprosy program and’ regional and prov1nc1a1 T8 Centers,

: and recent exPerisnce‘ln the malaria program.)

B SUGGESTIONS

Some of" these problems seem chronic and- 1ntractable, such as
4 and 5 above. Others can be oversome prov*ued the Hlnlstry of |
f Public Health moblllzes the necessary time and talent- This
‘effort should be led by the President of Foreign Relatlons, Wlth
appropriate 1ialson with the other departments of the dinlstry of
~Public Heath;

The President of Fsreign-Relations sﬁould:

1) Collect.accupats daﬁa on all foreign assistance curfently
_being given the Winistry of Public Health. This information should
be organized a) by program, b) by donor, and c) by type of .
assistance (advisory personnel service personnel, equlpment
_ supplies direct grants of funds or loans)

2) Llist the‘prcgrams and program elements to which additionai

foreign help might usefully be applied..'This “ﬂhopplng list"

é;{}gf



~3-
shouid be keé; up to-&ate by.ffeqﬁent.reviéion; It can be.shoﬁﬁ‘
“to aﬁy'foreign donecr who expreésés interést.in'providing ﬁelp in
the heaiﬁh area;

'3)' List‘the oreseﬁt foreign éSsistancé'oppbrtunities which'
aré either not belng expiolted at\éll o which are currently being
'under—explolted ' : |

_ 4) Establish accounting rules for estlmatlng the value of
fo;eign assistance. E.g. a) Equipment and suppl es mlght be -
yélued at feplaéemént cost in Afghanistaﬁ. b) Fo::Egn expertsr

-'-éhould be‘considered a déveloéﬁent expense wﬁen édvgg'ng, Tﬁey should
© be conéidered ordinary budget expeﬁse when.providing :>bfeésional

".orntechnical serviceé-(including teaching). - Ignore éostéxof
. . e . . . R \\

- tr§hspo?£\to and from Afghaﬁistan (gﬁleés such assistance éould
bé'&ivefted to othe* ﬁses in Aféhanistan).  Their'm§intenénce costs
i'in Afghdnlstan ‘should be 1nc1uded
'-  5) Calculate the ordlnary budget 1mp11cat10ns of all forelgn

-assistance to capital, spendlng Include maintenance expense.

The financial analysis capability in administration should be able

. to assist in accomplishing these last two objectives.

§pGGESTED STRATEGIES TO IMPROVE FOREIGH AID IV VOLUTT AND EFTEClIVENESS

J'_ 1y Each donor has its own peculiar range of 1nterests, pro—

e ?osal formats, and reportlng and evaluation requirements, A file
'7'on each‘donor should 1ist these gpecial attributes; As regafds
_the last three, tﬁe Ministry'of Public Health should emsure in

each cdse that these are followed as ccnscientiouslﬁ‘and-accuratély

63



_as.possibie.

i 2) For eechrpro~reﬂ to. whlch forelgn help is glren there is
'usually a schedule of planned achleveﬂent and an agreed level of
Afghan cont butlon and investment. For each program, the appro-
prlate senior ﬁlnlstry of Publlc Health official should be ,'h

A .

 designated the '"Program Direc;or". In additlon ro.executlve
authority for managing the program, -

(i).ﬁe must be awere of tﬁe details of echeduling.and of the Afghan

. commitment. L 7: - .\\\
. o - .

.(ii) ‘He must be reebéneible faf seeing that'the scﬁedule ie

- adhered to and that the Afghan input is delivered.\ -
'-:'(iii) He must have direct liaison with the forelgn donor s lecal
| represeptatrve(s), ' - 7;‘-"' o r'_\; L
'_"(iv) He must be reSpqnsible for*prompr'reporting‘of iags'in
| either eoﬁponent'to the Preeident or.Foreign Relatipns.' The
T_Presidentlof‘queign Relatieps should see tﬁat_appropriate
‘lactibn‘is taken to improve performance“_lr this is not
IPOSSible, an-e#planation should be given theifereign'dbnor;

3) Training Afghans in foreign countries is a mixed bl eseing.
- There are language problems. Frequently, partlcularly in: developed

_coﬁnrrres,‘the training is grossly 1nappropr1ate to the realltles
.r.af 1ife-in Afghaﬁietanw- Yet the opportunity for fiﬁancing such
a_tra;eing is frequently missed.. Thislseggesrs, - ;) thar fereign'
-1anguegeeproficiency beiactively'eneouraged and b)'ﬁherever possible
: training ebroad should be supplenred by training in Afghanistan,
'importiﬁg the appropriate foreign expertiee and organizing-iﬁstructioe

. to suit local needs. Management and maintenance are two areas of

. weakness where pay of f w1th this strategy would be hich. é%



L

=3
4) Among develbpipg countries Afghanistan is particularly

dese:ving of foreign help and health servicés'ére heid in high.

' friority-bf donors."lnwgost'doﬁor couhﬁries dnd_in most inter-
-natiénal ageﬁcies‘there is.broad coﬁéérg'ﬁhaf.aésistancé‘be used
effectively. Fréquently there islthe impression that extensive
¥ }esourpes'afe.throwﬁ”at alér&biém\and the péfﬁff is iow.'.Thefé_is

:ﬁoncérn, fréquéﬂtly justifiable;.that little help ﬁas finally
%ﬁréachédﬂthe target pépuiation at whom the helé.was 3imea. 'At.tﬁe

‘game. time wide publicity has been given the fért;hately rare in-
: . : ‘ : ' k - -

. S \
. g - C . . . \ -
stances of frank corruption and misuse of funds in certain other.

_ recipient countries (e.g. South East Asia and South Korea).

..;_Against this background ol international reality it\is wise

' 'to_demonstréte whenever possgible thatAdondr's_aid has been. used.

' eff¢ctively. This is far better than effusive thanks. The donor

: agency can use .such pictorial and other evidence toAsupport con-—
'; tinuing aid ‘and to encourage higher levels of assistance,

' Successes must be carefully documented and. given wide publicity,

< -

‘When senior Ministry of Public Health officials travel abroad

',they“shogld be thoroughly briefed tegarding re1evanE past and

.present éid, and current problems and prospects for:future aid.

. 5) At the present stage of development in Afghaﬁistan,

, maiﬁtenancé of physical plant and equipment is generally poor.

It would be-prudent.to include, in any agreement with a foreign

donor, provision for maintenance support of the new plant and - |

'.equipmént. Rarely will a foreign donor undertake such an in-

5défiﬁitely long-term financial commitment. However, it may -



R

; ...6.‘.

 occasionally be possible to persuade a donor'to set -aside a lump
- sum which could be invested_as_a'trust fund, the interest from

which would help meet maintenance expense. Assurances in the

short term for'foreign expertise'to-train Afghans in'maintenance

_and repalrs cin be obtalaed more e351lj.‘ No opportunlty should be

" missed to include such prov1sron in the origlnal agreement.

6) The Ministry of Public Health has shown wisdom and prudence

in dealing with the politlcal sens1t1v1t1es of do\ors. 0ccasron-

'f'_ally external polltics prevent cooperation among . donors. Usually )

Y

*,fthey don t but there is the natural tendency among ﬁhqors to "do-

o their own thlng and cooperation among them does not often occur

y

kY

' spontaneously. In certain key areas, such as the. tralning of

\

'Tihospital workers and Sp&Cl&IlStS and the tralning and upgradlng .
.:c'of Easic Heal*h Serv1ces staff cooperatlon among donors can
' greatly enhance the 1mpact of their individual efforts. Such co-
f operation must be carefully planned and dlrected by the Mlnlstry
“of Publlc Health In. other jurlsdlctions it has been pro"er that-

a recrpient natlon -can recelve more technical asslstance when

dealing with a consortium of donors than when deallng w1th each

donor separately. ™

7)"There is 'a natural tendency among donors to preferlpro-

' -jectq with immedlate impact and high v1s1b111ty.' On the other

"hand longer term projects w1th less obvious outputs may better

serve Afghanistan g needs, Special effort will be requlred to .

attract forelgn a1d ‘to thece areas. Often tne donor has a pre-

: ;dileetion-for aid to'a specrflc target group, such as the rnral

W
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e
popuiatién, an& will not immediately see the relevance of assistance
to such centrél p?ojects as Oéneric.drug prccuremeﬁt. péckaging and
labelliﬁg. Yet no single eftort can help the rural population
more than adecuate supnlies of cbeaper and better druos. Such
linkages tetveen favoured target p0pu1at10ns and priority Mlnlstry

of Public Health projects need dramatlc and conv1nc1ng presentatlon

tO'potential foreign donors.

.8)  T:ainiﬁg qf.Afghans déservas specigl meﬁtion bécauSe‘éf
.ihe enormity of fheutask and the'spéciai'cbntfibutioh which.foreign
donbfé cén make. Aud10~v1sual programs of instructlon, made, and.
periodlcally ugraded, in Afghanlstan, can accelerate and 1mprcvh

the program of trainlng, These techniques can’ be partlcularly

e e helpful in tralnlng and upgradlng nurses, nurse assistants (practical

.i nurses),.Ba31c.Health,Center staffs.and'village health workers, .

' F&reign.e#pertise and funds can and should'@lay.a major role in ﬁhis
"-effort. Audio;visual éids ;an.also be producéd in both.bari.éqd
:‘:Pushtu"for health education of_rural.Afghans in Basic Health._

 Centers. Basic conde?ts ﬁf nﬁtrition.an& sanitation can best be

'_imparted to non«literate‘groups in this way.

™

SERNNS VTS )

- These observations on foreign assistance are not. comprehensive. They.

iﬁciﬁde only the key eiements which are required to. improve the level
énd_effectiveness of foreign assistanée‘in health. The President of
_Fofeign Relations will require sufficient staff of high_quaiity to

- achieve these important objectives for the Ministry of Public Health, -



