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I. Introduction 

The idea for a Basic Health Center Pilot Project took form at the 

beginning of 1974 during discussions between the then Director General of 

Basic Health Services and his MSH counterpart. The idea was attractive 

because 

1) many existing Ministry of Public Health (MOPH) policies about 

the BHC system had never been carefully tested and evaluated; 

2) more work seemed to be needed to improve the administrative, 

training and supervisory support systems; and 

3)  there were gaps in BHC technical policy and detailing which 

needed elaboration. 

The Ministry and various donor agencies were receptive to the idea for 

a project incorporating these general goals. 

During the ensuing months, several approach documents and a draft 

proposal for a project in six BHC'S were drawn up by WHO, MOPH, and MSH 

colleagues. Mr. Hoelgaard (UNICEF, Kabul) and USAID Kabul provided 

generous and timely !support to several critical project elements. The 

project was approved by the minister in the spring of 1974. Project 

phases were as follows: 

Phase I--Clear up and restock the pilot BHC1s 
" 11--Training of mobile training teams 
" 111--Implementation of project inside six BHC1s 
" IV--Implementation of project outreach phase 

" V--Project evaluation 
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From the outset ,  a concerted attempt was made t o  keep the project 

1) practical  ra ther  than theoretical;  

2 )  Afghan rather  than foreign; 

3) closed-end~~d, w i t h  feedback in to  the r e s t  of the BHC system 

a t  the e a r l i e s t  moment; and 

4 )  capable of replication.  

I t  is gratifyi~ng t o  note t ha t  the MOPH has adopted numerous features 

of the project  for  the national implementation which i s  now underway, 

beginning i n  two regions, which const i tute  more than half of the country. 

The area selected for  the project  comprised the two adjacent provinces 

of Parwan and Kapisa, located, a t  t he i r  nearest point, nearly one hour 

north of Kabul. The two provinces contain extremely diverse topographic, 

economic, and demographic areas which support e i t he r  agricultural  or  pastoral 

ac t iv i ty  o r  b o t h .  Like the country i t s e l f ,  these areas are  predominantly 

rura l ,  w i t h  only onle substantial  urban center of about 100,000. The to ta l  

population of the two provinces i s  1,389,000. The s i x  BHC t e s t  s i t e s  were 

del iberate ly  selectled for  their diversity.  While no claim can be made tha t  

these s ix  centers and t h e i r  surrounding areas (or  any other s i x )  are  "typical" 

of Afghanistan, the.y served well as t e s t  s i t e s  and produced much valuable 

information and explerience. 

The careful reader will  note the omission of expl ic i t  p i l o t  project  

ac t iv i ty  in the areas of environmental health o r  curative medicine as  

provided through the BHC polyclinic. Material on Environmental Health (EH) 

was reluctantly l e f t  out of the project  f o r  the simple reason tha t  a real ly  

usable EH work program could not be developed i n  time f o r  the p i l o t  project. 

I t  i s  hoped tha t  such a program can be developed i n  the foreseeable future. 

The area of curative medicine was deliberately ignored f o r  project  purposes 
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f o r  the  f o l l o w i n g  reasons: 

1) BHC s t a f f  had received t h e i r  p r i n c i p a l  t r a i n i n g  and experience 

i n  c u r a t i v e  serv ices and presumably were a l ready q u i t e  p r o f i c i e n t ;  

2) Given the  a l ready overwhelming a t t e n t i o n  t o  cu ra t i ve  r a t h e r  than 

prevent ive services, i t  was f e l t  t h a t  t he  c u r a t i v e  s ide  should 

be played down. 

Fol lowing the  p ro jec t ,  however, i t  has been decided t h a t  a sec t i on  

i n  the new BHC manual should be devoted t o  the  organ iza t ion  and p r a c t i c e  

o f  emergency serv ices . 
The primary purpose o f  t h i s  eva luat ion  statement i s ,  o f  course, t o  

provide data and ana lys is  o f  the  p i l o t  p r o j e c t  experience. This should 

he lp  the decision-makers i n  the  MOPH t o  assess cos t  and demand aspects 

o f  the  present BHC system and t o  consider the  broader s u i t a b i l i t y  o f  t he  

several improved approaches tes ted i n  ParwanlKapisa. To the  ex ten t  t h a t  

t h e  experiment and t h i s  document do he lp  i n  the  ways intended, the  p r o j e c t  

may be considered worthwhile. 

The present document i s  a summary vers ion o f  t h a t  eva luat ion  repor t .  



11. Object ives 

Objec t ive  # I :  m r e a s e  and Ra t iona l i ze  Services i n  the  Basic Heal th Center. 

SERVICE 

OUTLINE 

ACHIEVEMENT 

A. To increase number and types o f  serv ices 

1. "Package o f  Services" approach--MCH focus 

a. Ante-natal services 

1) physical  exam 
2 )  Hb% and u r i n e  t e s t  
3)  tetanus shot  
4) r o u t i n e  cu ra t i ve  drugs 

food commodities (WFP) 

b. C h i l d  care services 

1) weight-growth c h a r t  
2) BCB and smallpox shots 
3) onsl d iarrhea therapy 
4) WFP 
5) r e f e r r a l  

c. Contraceptive serv ices on demand 

2. Other c l i n i c  serv ices 

a. Labora.tory serv ices 

1) Hb% 
2) u r i n e  
3) TB t e s t  
4)  paras i tes  ( i nc lud ing  malar ia )  

TOTAL 

91% received 
60% rece ived 
69% rece ived 
10% received 
remained h igh  
increased 

estimated 89-90% rece ived 
est imated 50% received 
provided t o  3075 p a t i e n t s  
over 90% received 
increased 

244 pCl1 acceptors 

Before p ro jec t ,  almost 
do a c t i v i t y .  
During p ro jec t ,  average 
BHC performed: 

14 t e s t s  per  month 
4 t e s t s  per  month 

11 t e s t s  per  month 
12 t e s t s  per  month 

41 t e s t s  per  month 



SERVICE (cont. ) 

b. Innoculation services 

1) BCEi 
2 )  smallpox 

3 .  Clinic outreach--CDC 

a. School vaccination program 

ACHIEVEMENT (cont. ) 

Beforelafter ac t i v i t y  
not quantif ied.  

estimated 50% increase 
during project  

b. Village vaccination program 

c. TB case and other defaul ter  follow-up 

d .  Active case detection s t ra tegies /mater ia ls  
during project  

e .  Post-partum home v i s i t s  

f .  Fac i l i t a t e  and ra t ional ize  
sub-center ac t i v i t y  

B. To ra t iona l ize  and improve services 

1. Division of' labor t o  f r ee  doctor 
from routine 

Before project ,  M.D.  saw' 
approx. 71% of a l l  pat ients .  
During project ,  M.D.  saw 42%. 

a. Task description We1 1-accepted, workable. 

b. F i l t e r  system--patient flow Well -accepted, workable. 

2. Division of new drug l i s t  among s t a f f  We1 1 -accepted, popular. 

3. Provide Health Worker Manuals 
i n  modular form Valued. Fami 1 i a r i  zation slow, 

especially w i t h  flow char ts .  
A needed innovation. 

C. Concluding statement 
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Ob jec t ive  81: m s e  and Ra t iona l i ze  Services i n  t h e  Basic Hea l th  Center. 

DISCUSSION 

A. To incre i ise number and types o f  serv ices 

1. "Package o f  Services" approach--MCH focus 

a. Ante-natal  serv ices 

P r i o r  t o  t h e  p r o j e c t ,  very few serv ices were prov ided t o  MCH pa t i en ts ,  

except f o r  World Food Program (WFP) commodities. The p r o j e c t  s p e c i f i e d  a "package" 

o f  serv ices f o r  c e r t a i n  h igh  r i s k  p a t i e n t s  (e.g., ante- and post-nata l  cases, 

and c h i l d r e n )  coupled w i t h  reasonably func t i on ing  support serv ices prov ided by 

the  vaccinator  and labora tory .  

Most o f  these were new serv ices e i t h e r  i n  t h e  sense o f  n o t  being prov ided f o r  

i n  MOPH p o l i c y  (e.g., tetanus and f a m i l y  p lanning)  o r  because they simply 

have n o t  been prov ided on a r e g u l a r  basis  (e.g., l a b  t e s t s ) .  

A sample o f  ante-,natal v i s i t s  i n  f i v e  o f  the  p i l o t  centers i n d i c a t e s  t h e  

f o l l o w i n g  percentage o f  women rece i v ing  the s p e c i f i e d  serv ices:  

Mean % Rece iv ing  

1) Physical exam 91% 

2) Lab t e s t s :  Hb% 66% 
w i n e  . 0% * 

3)  Tetanus (1 o r  more) 69% 

4) Routine c u r a t i v e  drug 
( p o l y v i  tamins, anemia) 27.1% 

5) WFP 9 YL 

*NB: - As w i l l  be shown below, a few u r i n e  t e s t s  were performed each month on t h e  
average. A r e l a t i v e 1  y small sample p lus  care less record-keeping i n  t h e  
BHC's account f o r  the minor discrepancy. 
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These r e s u l t s  show a dramatic improvement over the  p re -p ro jec t  se rv i ce  

l eve l s .  I t should a l so  be noted t h a t  the  foregoing r e s u l t s  a r e  a d i r e c t  

consequence o f  i n t r a - c l i n i c  r e f e r r a l s ,  a  phenomenon almost unknown p r i o r  

t o  t h e  p ro jec t .  

b. Ch i l d  care serv ices 

As w i t h  ante-nata,l serv ices,  c h i l d  care serv ices were extremely 

rudimentary p r i o r  t o  the  p ro jec t .  Here too a package o f  serv ices was s p e c i f i e d  

f o r  each pa t i en t .  These services, and the  est imated percentage o f  p a t i e n t s  

rece i v ing  each, were as fo l l ows :  i 

Estimated Mean % Receiving 

1) C h i l d ' s  age/weight 
growth c h a r t  

2)  BCG and smallpox shots 50% 

3)  WFP nea r l y  100% 

4) I n t r a - c l  i n i c  r e f e r r a l  increased 

The " innovat ions"  i n  t h i s  p a t i e n t  care area are  the  c h i l d ' s  age/weight 

growth c h a r t  and o r a l  therapy f o r  d iarrhea.  

c .  Contracept ive serv ices  on demand 

P r i o r  t o  the  p r o j e c t ,  the Government o f  Afghanistan (GOA) o f f e r e d  

no cont racept ive  serv ices d i r e c t l y  t o  the pub l i c .  Th is  was one o f  the  

innovat ions o f  the p i l o t  p ro jec t .  The contracept ives used f o r  t h e  p r o j e c t  

were N o r l e s t r i n  (28) o r a l  cont racept ive  p i 1  1s and " S i l v e r t e x "  condoms. 



As a mat te r  o f  MOPH po l i cy ,  the  BHC s t a f f  were n o t  a l lowed t o  promote these 

methods i n  an a c t i v e  manner. Thus, p a t i e n t s  had t o  

1) discover  t h a t  such devices e x i s t e d  and were a v a i l a b l e  from these 

s i x  BHC's, and 

2) ask f o r  them under the  semi-publ ic cond i t i ons  o f  t h e  crowded BHC1s. 

Despi te these d i f f i c u l t i e s ,  the f i v e  a c t i v e  BHC1s r e c r u i t e d  244 p i l l  acceptors 

over the  approximately eight-month p r o j e c t  per iod.  I n  add i t i on ,  t he re  were 

more than 100 condom acceptors; poor record-keeping precludes an accurate 

count. These r e s u l t s  v a l i d a t e  the  widely-held b e l i e f  among many Afghans and 

expa t r i a tes  t h a t  t he re  i s  a l a t e n t  demand f o r  such serv ices  i n  the  r u r a l  

areas. 

2. Other c l i n i c  serv ices  

a. Laborato~ey serv ices 

P r i o r  t o  the  p r o j e c t ,  o n l y  the  labs  i n  two p i l o t  cen t e r s  were opera 

The r e s t  lacked equipment, suppl ies (reagents, cot ton,  a l coho l ) ,  o r  a l a b  

technic ian,  o r  a l l  three. 

A l l  l a b o r a t o r i e s  were made opera t iona l  a t  an e a r l y  phase i n  t h e  p r o j e c t .  

The f o l l o w i n g  tab les  show the  l a b  a c t i v i t y  du r ing  t h e  eight-month p r o j e c t  

per iod:  



Laboratory A c t i v i t y  During 
E n t i r e  P i l o t  P r o j e c t  

Table A:  Average Number o f  Lab Tests per  Month by BHC 
\ 

1. Najrab 12 

2. Pan jsh i r  24 

3. Syed Khel 41 

4. Bagram 44 

5. Jamal Agha 62 

6. Ghorband 64 

Median number t e s t s  
per month 42.5 

Mean number t e s t s  
per  month 4 1 

Table B: Average Number o f  Lab Tests by Type o f  Test  

3. Paras i tes  ( s t o o l )  & 
ma lar ia  (blood) 12/29% 

Range Among BHC ' s  

0-37 t e s t s  

2-32 t e s t s  

5-18 t e s t s  

3-7 t e s t s  

Average number t e s t s  
per  month 4 1 



The foregoing r e s u l t s  i n d i c a t e  a substant ia l  percentage increase i n  

l a b  a c t i v i t y ,  al though n o t  an absolute increase. The p r i n c i p a l  reasons f o r  

t h i s  are tha t :  

- physicians are n o t  accustomed t o  u t i l i z i n g  l a b  f a c i l i t i e s  and do 
n o t  r e f e r  patitents e i t h e r  f o r  t he  i n i t i a l  diagnosis o r  a f t e r  treatment; 

- many l a b  technic ians are so out -o f -prac t ice  t h a t  they have fo rgo t ten  
how t o  do the  tests; 

- good qua1 i t y  alcohol,  important  f o r  several tes ts ,  was unavai lable.  

b. Innocu la t ion  serv ices 

BCG and smallpox innoculat ions were increased on an average o f  50% 

i n  each p i l o t  BHC by means o f :  

1) replacement o f  expi red vaccine w i t h  an adequate supply o f  f resh  

vaccine; 

2) the  "package" o f  serv ices approach which provided a c l e a r  d e f i n i t i o n  

o f  those pa t ien ts  t o  be r e f e r r e d  t o  the  vaccinators; 

3 )  encouraging the  vaccinators t o  do scar checks o f  as many c h i l d r e n  

as poss ib le  who passed through the  BHC. 

3. C l i n i c  outreach--CDC 

The ob jec t i ve  o f  t h i s  a c t i v i t y  was t o  t e s t  several new o r  improved 

approaches f o r  hea l th  d e l i v e r y  extension as a means o f  increas ing the  

services range o f  t he  BHC. Th is  aspect o f  t he  p ro jec t ,  designated Phase I U ,  

was scheduled t o  begin a f t e r  t he  improved i n t e r n a l  f unc t i on ing  o f  each p i l o t  

center  had become rou t in i zed .  
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These approaches include: 

a. an active school and village vaccination program; 

b. a comnunicable disease follow-up program for non-returnee TB, 

measles, diphtheria, trachoma, and typhoid cases; 

c. an active case detection program a t  the village level ; 

d.  an amp1 ified and organized home v i s i t  program by the ANM, 

accompanied by the vaccinator; 

e. an increase in the number and efficiency of sa te l l i t e  sub-centers. 

Results: Up to the end of the project, the MOPH was unable to assign a 

training team for this phase of the Parwan pilot effort.  This i s  regrettable, 

given the importance of this type of delivery strategy t o  a system with a 

very limited radius of services delivery. I t  i s  important that the materials 

and strategies already developed be treated a t  the ear l ies t  possible moment. 

B. To rationalize and improve services 

1. Division of? labor to free doctor from routine 

Prior to this project, the practice had been for the BHC doctor to  see 

most cases, routine as well as serious. T h i s  l e f t  the paramedical s taff  

underemployed and kept the physician too busy t o  act as trainer,  manager, 

and supervisor. The project includes several measures designed to  remedy 

this  situation: 

a. an effective patient flow and referral system; 

b. a clear, written delineation of s taf f  tasks and the 

services to be performed by each; 
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c. relevant pre-packaged, dosage-related drugs provided t o  

the male nurse and ANM t o  reduce unnecessary reference t o  

and dependence on the physician; 

d. a manual, i n  modular form, provided to  each member of the 

BHC s t a f f ,  containing administrative and technical reference 

materials. 

General Results: The following data indicate the  average percentage of 

c l i en t s  seen by each s t a f f  member before and during the project .  

Doctor Ranges Male Nurse Ranges - ANM Ranges* 
Before Project  

(estimated) 71% - 13% - 16% - 
During Project 42% 23-52% 37% ' 20-61% 21% 11-35% 

* These data do not include data from Panjshir BHC, which were 
unavailable. 

A1 though these resull ts  a re  pa r t i a l l y  based on a rb i t ra ry  estimates, they c lear ly  

indicate t h a t  i t  i s  possible t o  make s ign i f ican t ,  posit ive changes in the  

work habits  of the EIHC s t a f f .  

C. Concluding statement 

I t  i s  c lea r  from the experience of the p i l o t  project  t h a t  i t  i s  possible 

without great  additional expenditure of resources to:  

1. great ly  increase the number and types of services offered by a BHC; 

2. improve the  u t i l i z a t i on  of paramedical s t a f f  by allowing them to  

t r e a t  most routine cases; and 

3. improve the mutual supportiveness--the "teamwork"--among a l l  BHC s t a f f ,  

result ing in increased in t ra -c l in ic  "referra ls ."  



Objec t ive  #2: - Provide L o g i s t i c  and Informat ion System Support f o r  Services. 

OUTLINE 

SERVICE ACH IEVEMENT/STATUS 

A. To develop b e t t e r  l o g i s t i c  support 

1. System design Basic design complete, 
n o t  tes ted ~ 

a. Centra l  Warehouse Completed, operat ional  

b. PHO System Coordinator Not tes ted 

2. Inventory  system 

B. To r a t i o n a l i z e  aspects o f  the  BHC 
in format ion  system 

1. I n t r o d u c t i o n  o f  new records and repor ts  

a. C l i n i c  Register  f o r  Male Nurse 
and ANM 

h Vaccinator Reg is ter  

c. Ac t i ve  Case Detect ion Form 

d. Mother 's card and C h i l d ' s  card 

e. P a t i e n t - r e t a i  ned Heal th Form 

f. TB mate r ia l s  

2. Improvement o f  e x i s t i n g  forms 

a. Monthly C l i n i c  A c t i v i t y  Report 

b. Vehic le Report 

c. Drug Use 

d. Lab0rator.y Report 

3. E l im ina t ion  o f  unnecessary forms: 

D a i l y  C l i n i c  Work Sheet 

Workable, a1 though 
f a m i l i a r i z a t i o n  slow 

Accepted, very usefu l  

Accepted, very usefu l  

Not tes ted 

Chi1 d ' s  card needs r e v i s i o n  

Not accepted by BHC s t a f f  

Accepted 

Rarely submitted, 
quest ionable data 

Not tes ted (no veh ic les)  

Rare1 y submitted 

Rarely submitted 

Not needed 



SERVICE (cont . )  

4. General comments 

C. To he lp  improve f low and processing o f  
s e r v i c e  s t a t i s t i c s  

ACHIEVEMENTISTATUS (cont .  

Not t e s t e d  
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Object ive #2: Prov ide L o g i s t i c  and Information System Support f o r  Services. 

DISCUSSION 

A. To develop b e t t e r  l o g i s t i c  support 

1. System design 

P r i o r  t o  the  p ~ ~ o j e c t ,  dmgs--the p r i n c i p a l  suppl ies provided the  BHC's-- 

were suppl ied roughly on an annual basis. Most BHC's, e s p e c i a l l y  t he  busy 

ones, would run  o u t  o f  drugs months p r i o r  t o  resupply. Other items, such 

as forms and reg is te rs ,  were never suppl ied on a r e g u l a r  basis, and centers 

were c h r o n i c a l l y  sho r t  o f  these. World Food Program (WFP) food commodities 

have been resuppl ied on an apparent ly  random basis through an e n t i r e l y  separate 

l o g i s t i c s  network. For t h i s  reason, WFP suppl ies were n o t  a sub jec t  f o r  

improvement dur ing  the  p ro jec t .  

A p r o j e c t  o b j e c t i v e  was t o  design and t e s t  a rev ised approach t o  BHC 

l o g i s t i c s .  The new system would u t i l i z e  the Central  Warehouse a t  t h e  supply 

end w i t h  the  P rov in~c ia l  Heal th O f f i c e r  (PHO) t o  a c t  as in termediary and 

coordinator .  The system i s  based on a standard supply l i s t  f o r  each BHC, 

a wall-mounted inventory  c h a r t  covering drug stocks and t ransact ions,  and 

a quar ter ly ,  p re-pr in ted r e p o r t  from each BHC showing the  inventory  s t a t u s  

o f  each item. A shipment o f  a l l  i tems needed f o r  the  BHC's i n  a province 

would be dispatched from the Central  Warehouse ( i f  - i n  stock)  bi-annual ly.  

The PHO would then d i s t r i b u t e .  

Results: System design completed. Th is  design has been incorporated i n t o  

the  f i r s t  d r a f t  o f  the MOPH Seven Year Plan and i s  intended f o r  eventual 

na t i ona l  implementation. 



a. Central Warehouse. 

The MOPH Central Warehouse i s  now f u l l y  operational and ready t o  play 

a key role  i n  the  new system. 

b. PHO System Coordinator. 

For a complex variety of reasons, aspects of the new system design 

involving the dispatch and dis t r ibut ion of supplies by the PHO were not 

tested.  

2. Inventory system 

The in-cl i n i c  ir~ventory system was tested and worked f a i r l y  we1 1. 

The major problem araose over the d i f f icu l ty  i n  teaching BHC s t a f f  how t o  

complete the char t  properly. 

I t  i s  important tha t  t h i s  new log is t ics  system be careful ly  tes ted 

as soon as possible. 

6. To ra t iona l ize  aspects of the BHC information system 

A 
An ear ly  s tep  i n  the project  was t o  procure a f u l l  s e t  of a l l  forms, 

reg is te rs ,  e tc . ,  t h a t  are  normally supposed t o  be made available t o  a BHC. 
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As there is  no regular resupply procedure for such forms, the BHC's are 

typically short of these or out of stock. The implementation of the new 

logistics system should correct this situation, since i t  includes these 

forms among the other commodit'ies for resupply. 

A number of changes were made i n  the traditional system of records 

and reports: 

1. Introducticm of new records and reports 

a. Clinic Register for Male Nurse and ANM 

A standard clinic register for both the Male Nurse and the ANM using 

the same headings as the doctor, b u t  w i t h  instructions for the ANM on 

recording Family He(a1 t h  Services. 

Results: Readily accepted and very useful for reports and for supervisor's 

review. 

b. Vaccinator Register 

A vaccination register made from a commercially available notebook 

showing type of vaccination by age group and by date. 

Results: Readily accepted and useful for reports and for supervisor's 

review. 



c. Active Case Detection Form 

Active case detection form to be used in connection w i t h  extension work 

of vaccinator/sani ta,rian a t  villages on schools. 

Results: Not tested since project outreach phase n o t  implemented. 

d. Mother's card and Child's card 

-- A revised mother's card was provided, taken from the Zaishgah (Kabul) 

urban clinics. The card records services provided and medical history. 

Results: I t  was realdily accepted and i s  an improvement over the former 

BHC card. 

-- An entirely liew child's card with an age-weight chart was introduced. 

Results: While an important innovation and one which has worked successfully 

elsewhere (such as India), this new card clearly requires certain revisions 

prior t o  general adoption. I t  proved diff icult  t o  teach even the experienced 

midwives on the training teams how to use the card properly. Their confusion 

continued even after  they were repeatedly exposed to use of the card, and 

confusion was s t i l l  greater for ANM's in the BHC's. 

2. Improvement of existing forms 

Several existing forms were simplified or improved with good results. 

I t  i s  apparent that there are a great (and growing) number of forms, registers,  

and other paperwork in Afghan health centers. Are there too many information 
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Instruments in terms of practical management information needs? Since this  

was the only one of many pilot project concerns, i t  did not receive the 

systematic analysis wqui red to answer this  question. The task of developing 

the simplest possf ble management information system consistent w i t h  MOPH 

needs and capacity remains t o  be accomplished. The Patwan experiment made 

a modest contribution to  the data recording aspects of this analysis task. 

C. To help improve flow and processing of service s ta t i s t i cs  

I t  has long been apparent t o  those familiar w i t h  the BHC system that: 

1) the data are only the roughest approximations of real i ty,  and 

2 )  no attempt whatever i s  made to encourage or compel BHC' s  to 

submit these to Kabul on a regular basis. 

Since the causes of this problem are attitudinal and structural and reside 

mainly in the MOPH/Kabul, the Parwan pilot project alone was not i n  a position 

to change this unhappy situation. In the absence of the necessary structure 

and process in KBbul, most pilot centers evinced l i t t l e  interest i n  sending 

i n  such data despite repeated urging. 

The in i t ia l  expectation was that the Bureau of Basic Health Services 

would be revised and up-graded a t  the beginning of 1354 (March 22, 1975). 

Despite the fact  that these changes d i d  take place earl ier  than had been 

anticipated--in the summer of 1975--i t was too la te  to influence pilot 

project results. Much work is needed in this  area. 



Objec t ive  #3: Prov ide  T ra in ing  arid Supervision Support f o r  BHC's. 

OUTLINE -- 
SERVICE ACHIEVEMENT 

A. T ra in ing  

1. Mobi le t r a i n i n g  teams w i t h  counterpar ts  Proved a v i a b l e  approach 
t o  the  BHC s t a f f  

2. Physical improvement o f  centers by 
teams 

Shown as key implementat ion 
step 

B. Superv is ion 

1. By BHC doc to r  P a r t i a l  success 

2. By PHO 

3. By pegional supervisors 

Not t es ted  

Not t es ted  
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Objective #3: Provide Training and Supervision Support f o r  BHC's . 
DISCUSSION 

A. Training 

1. Mobile training teams w i t h  counterparts to  the BHC s t a f f  

The objective was t o  t e s t  the f ea s ib i l i t y  of using Afghan training 

teams t o  implement the p i lo t  project. Since one of the purposes of the 

p i lo t  project was t o  provide policy feedback to  the MOPH leadership on 

tested possible improvements f o r  the national BHC system, i t  is imperative 

tha t  a process be identified through which these improvements could ultimately 

be implemented. Accordingly, i t  i s  important to  review the potential of 

Afghan training teams f o r  national implementation. 

The p i lo t  project was implemented by MOPH employees organized into  

training groups. The teams were provided with a l l  project  materials and 

were given seven days of formal familiarization pr ior  t o  the f i e ld  period. 

Results: In general, the two p i l o t  project  teams did the job of f i e l d  

implementation w i t h  enthusiasm and ab i l i t y .  Although climatic conditions 

and accommodations were often d i f f i c u l t ,  most team members showed a meaningful 

commitment t o  the enterprise.  Under certain conditions, i t  i s  f e l t  tha t  

such teams can successfully implement a "package" of improved procedures 

throughout the BHC system. 

In conclusion, the Afghan training team approach appears t o  be a viable 

one, under cer ta in  conditions, f o r  implementing an improved national program. 

Such an e f fo r t  was begun i n  March 1975, the purpose of which was to implement 

most p i l o t  project features in two regions consisting of twelve provinces. 
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2. Physical improvement of centers by teams 

The f i r s t  phase of the project  was t o  "clean up" and restock the  p i l o t  

BHC's, and i t  preceded both the t ra ining and implementation phases. This 

phase i s  necessary i n  almost a l l  centers given the f a c t  t h a t  so many centers 

a re  unkempt, poorly equipped, and often suf fe r  from low stocks of medicines 

and food commodities. Furthermore, the successful establishment of the  pat ient  

flow " f i l t e r "  syste!m usually required the relocation of rooms i n  the center. 

In general, the teams performed t h i s  phase enthusias t ical ly  and well w i t h  

1 i t t l e  need f o r  external supervision. 

B. Supervision 

Supervision should ideal ly  take place a t  three levels:  

1) i n  the BHC by the doctor; 

2 )  a t  the provincial level by the PHO; and 

3) a t  the  regional level by the  regional supervisor. 

1. By BHC doctor 

In the t radi t ional  center,  the  doctor sees the  majority of pat ients  and 

re ta ins  control over nearly a l l  medicines. Although the ANM is often very busy, 

mainly by v i r tue  of her food d i s t r ibu t ion  functions, other s t a f f  a r e  frequently 

underemployed. I t  will be recalled t h a t  a major purpose of Objective #I 

was t o  f r ee  the doctor from routine tasks ,  thus enabling him/her t o  a c t  

more a s  a manager and supervisor. 
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Despite the  f a c t ,  t h e o r e t i c a l l y ,  t h a t  doctors now have more time, there  

i s  1  i t t l e  i n d i c a t i o n  t h a t  most have assumed greater  superv isory dut ies .  

Although t h l s  rev ised r o l e  i s  mentioned i n  the doctor 's  task desc r ip t i on  and 

was mentioned dur ing  the  t r a i n i n g  program, no f u r t h e r  e labo ra t i on  o r  documentation-- 

f o r  example, on how t o  be a  b e t t e r  supervisor,  t r a i n e r ,  etc.--was provided. 

These mater ia ls ,  p l~us  much reinforcement from PHO's and Regional o f f i c e r s ,  

w i l l  no doubt be needed t o  make t h i s  uncharac te r i s t i c  behavior a  r e a l i t y .  

2. By PHO 

The PHO showed a  st rong i n i t i a l  i n t e r e s t  i n  the  p ro jec t ,  spent t ime w i t h  

the  t r a i n i n g  teams, and ass i s ted  several BHC's by making h i s  veh ic le  ava i lab le .  

For a  v a r i e t y  o f  reas~ons, the PHO was absent from the province f o r  several 

extended periods and was d i s t r a c t e d  by o the r  responsi b i  1  i t i e s .  I n  a d d i t i o n  

t o  the  foregoing were the  f o l l o w i n g  problems: 

a) Spec i f i c  ma te r ia l s  and t r a i n i n g .  I n  ret rospect ,  i t  i s  inadequate 

merely t o  in t roduce a  supervisory o f f i c e r  (PHO, BHC doctor,  etc . )  t o  the  work 

program and d e t a i l  o f  a  hea l th  a c t i v i t y  and t o  provide him/her o n l y  w i t h  a  

b r i e f ,  general j o b  descr ip t ion .  As w i t h  o t h e r  tasks t o  be performed by the  

BHC s t a f f ,  i t  i s  probably necessary t o  d e t a i l  p r e c i s e l y  what the  superv isor  

i s  supposed t o  do, and where, how and when he/she i s  supposed t o  do it. 

Such an e labora t ion  should then be provided i n  simple, c l e a r  w r i t t e n  form i n  

a  superv isor 's  manual. 

b )  Role reinforcement and tang ib le  support. The Parwan PHO lacked 

adequate r o l e  reinforcement and oaher support from the MOPH/Kabul. 
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3. By regional supervisors 

As was discussed earlier, the entire cadre of MOPH regional supervisors 

played a major role in implementing this pro-ject. This heavy involvement by 

the supervisors (luring the lengthy implementation phase precluded both the 

need and the opportunity for any sort of "regular" supervisory visits. 



Objective #4: Gather and Evaluate Other Information Relevant to BHC Analysis 

INFORMATION 

A. Costs 

1. General 

2. Drugs and supplies 

3. Laboratory 

B. Patient attendance and travel distance 

1. Patient attendance 

2. Patient travel distance and 
population coverage 

C. Village survey 

D. Diseases seen a t  BHC--new drug l i s t  

OUTLINE 

ACHIEVEMENT 

Done 

Done 

Done 

Done 

Done 

Done 



Objective #4: Gather and Evaluate Other Information Relevant t o  BHC Analysis 
and Planning. 

DISCUSSION 

Information was gathered during the p i l o t  project  in a number of 

project-related areas. Some of t h i s  information emanated from a special 

v i l l age  survey tha t  was carried out. 

I t  i s  hoped tha t  these data might f a c i l i t a t e  analysis of the problems 

and capacit ies of the BHC's and would a lso help w i t h  the planning of the  

ultimate national BHC system. 

These data a r e  s~mnarized br ie f ly  i n  the Conclusions sect ion,  and 

more fu l l y  i n  Appendices A through D. Because of i t s  length and r e l a t i ve  

complexity, the  Village Health Survey i s  only br ie f ly  summarized here 

(Appendix B). The report  from this survey i s  available from MSH, Cambridge, 

Massachusetts. 



111. Conclusions and Recommendations 

A.  Conclusions 

1. To increase and rationalize services 

a.  The "package" approach for services delivery, and the specification 

of these in writing, resulted in far  more services, both in type and number. 

b. A child's health card contdining an age/weight matrix i s  needed 

i n  the BHC's. The present card requires extensive revision and further 

testing prior to adoption on a national basis. 

c. Oral g'lucose electrolyte therapy, a1 though not fully tested, 

has the potential to become an extremely valuable weapon against infant/child 

diarrhea and secondary malnutrition. 

d. Contraceptive services. Despite serious obstacles, the five 

clinics alone had 2'44 oral pi l l  acceptors which indicates an existing demand 

a t  the village level. 

e. Laboratory services. Although the number of lab tests  increased 

greatly, only two lab tests  were done per day per BHC. I t  i s  concluded 

that the labs are underutilized, produce results of questionable quality, 

and are not cost-effective. 

f .  Innoculation services. I t  i s  possible to increase the number 

of innoculations given through the several simple measures introduced by 

the project. 

g. Clinic outreach. Unfortunately, i t  proved impossible to t e s t  

the materials and strategies developed for BHC outreach act ivi t ies.  



h .  BHC s taff  division of labor. The several new procedures used 

in the project resulted i n  the doctor seeing 41% fewer routine care patients, 

and resulted in the following increase in patients seen by the male nurse and 

ANM respectively: 185% and 31%. These techniques also helped to increase 

intra-clinic referrals and to smooth patient flows. The patient f i l ter /referral  

system and written task descriptions were particularly useful i n  this  context. 

i .  New drug l i s t .  The new drug se t  can t rea t  a t  leas t  90% of a l l  

diagnoses made in the pi l o t  centers. Prepackaging and labeling were popular 

innovations that eliminate the need for a "pharmacist" and improve treatment 

regimens. Medical auxiliaries could have treated most patients who came to 

the BHC. 

j. The provision of technical and administrative reference material 

in manual form t o  each staff  worker was a mixed success. While some sections 

were understood and used, several were not .  These manuals have now been 

rewritten t o  be more usable and suitable for non-pilot project adoption. 

k. Disease patterns, The ten most comnon diagnoses account for 

57% of the total ;  the 25 most common for 84% of the total .  The commonly 

seen diseases are e8asily diagnosed and treated. 

2. To provide logistics and information support for services 

Logistics and information flow systems were partially tested with 

mixed results. More commitment t o  improvement in these areas i s  needed by 

the MOPH and much more work must be done. 

3 .  To improve training and supervisory support for services 

a. Training teams. The use of special Afghan training teams to 

implement the project was found t o  be a feasible approach. T h i s  approach could 
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be adopted f o r  national BHC implementation w i t h  certain specif ic  changes. 

b. Supervision. Improved BHC supervision was not at tained. Certain 

revised approaches a r e  suggested. T h i s  area needs more comnitment t o  

improvement and much additional e f for t .  

4. To gather and evaluate information 

a.  Cost 

1) General 

( a )  Current and planned BHC budgets are  f a l l i ng  short  of 

the amount required to  operate the BHC system. 

(b) I t  is possible through increased attendance t o  reduce 

per patient v i s i t  costs by a fac tor  of three. 

( c )  A drug budget per BHC per year of 65,000 afghanis begins 

to approach the patient demand. 

(d)  73 afghanis per lab t e s t  is unnecessarily high; i t  can 

and should be reduced. 

b.  Patient attendance and travel distance 

1) Patient attendance. There was a 15% increase i n  female 

attendance and more than a threefold increase i n  overall 

patient attendance. 

2 )  Patient travel distance. The maximum expected travel distance 

to  a BHC i s  about 6 kilometers one way. 

3)  Population coverage. A theoretical  methodology suggests 

tha t  up  to  26% of the population of a woleswali containing 

a BHC could have reasonable access to  i t .  This, of course, leaves 

74% without easy access t o  modern medical services. 
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c. Village survey. The survey revealed the following information: 

Woa~en and children share a disproportionate burden of 

deaths and i l lnesses .  

A small number of health problems account f o r  a major 

pro~portion of a1 1 morbidity and mortali ty.  

The health pr iar i  t i e s  of vi l lagers  a r e  primarily focused 

on i l lnesses  which most comnonly r e su l t  i n  child mortality. 

Rural Afghanistan contains an extensive network of t radi t ional  

and modern (mainly the former) health services. 

Lack of information i s  a more serious bar r ie r  t o  improved 

health than the limited ava i lab i l i ty  of services.  

Malnutrition i s  a major th rea t  to  child health; i ts  cause and 

sever i ty  a r e  due to  lack of knowledge about the basic needs 

of mothers and children. 

Village households spend over 900 afs .  per annum on both 

tradit ional and modern health care; the la rges t  percentage 

of  this expenditure i s  f o r  drugs. 

5. System strengths and constraints 

Although the health system has many strengths,  i t  also suffers  from 

cer ta in  constraints.  These include especially the lack of several key 

organizational systems and problems rela ted to  s t a f f  commitment and morale. 
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B. Recommendations 

1. BHC technical and administrative improvement 

a.  Specification of "package" of services. Consideration should 

be given t o  the idea of specifying the services to  be provided by each BHC 

and the supporting role to be played by each s t a f f  member. Specifications 

should be written in a "package" type format which offers  a c l ea r  understanding 

of the services to  be provided t o  several of the major categories of 

patients.  This i s  par t icular ly  applicable t o  family hedlth patients.  Such 

an innovation should be considered f o r  adoption on a nation-wide basis.  

b. Child health card. The child health card should undergo preliminary 

revisions and then be subjected t o  a re tes t .  Following a careful ly  done 

r e t e s t  and additional revisions, i f  any, the card would be sui table  f o r  national 

adoption concomitant with a sui table  training program. 

c. Family planning. Family planning services should be included 

as par t  o f  the regular "package" of family health services. 

d. Activation of labs. Given the gross underutilization of laboratories 

in BHC's, the MOPH should consider: 

1) operating fewer individual and more shared labs per province; 

2)  increasing the u t i l i za t ion  of labs through be t te r  t ra ining,  

a be t te r  supply system, be t te r  supervision, and the enforcement 

of standing orders f o r  lab re fe r ra l ;  

3) assigning extra responsibi l i t ies  t o  the lab technician, such 

as patient screening, TB follow-up o r  case management, and 

act ive CDC case detection. 

e. BHC outreach. The materials and s t ra teg ies  developed t o  t e s t  

a new c l i n i c  outreach program should be careful ly  tested a t  the e a r l i e s t  
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possible moment. Given the limited population coverage of BHC1s, i t  is 

important t o  consider new s t ra teg ies  f o r  rural health delivery. The MSH 

management team has developed the  outl ines of a new "Village Health Worker" 

s t ra tegy which should be reviewed fo r  i t s  appl icabi l i ty  t o  Afghanistan. 

f .  Paramedical use and routine care. The techniques developed 

to  f ree  the BHC doctor from routine case work and t o  improve in t ra -c l in ic  

re fe r ra l s  should be considered fo r  national adoption. These include a 

pat ient  flow and referra l  system and s t a f f  task descriptions.  

The foregoing, plus the detailed analysis of the disease patterns 

commonly found i n  BHC1s, indicates t ha t  i t  is  both feas ib le  and desi rable  

t o  make f a r  greater  use of paramedical personnel i n  t rea t ing  routine cases. 

g. BHC drug l is t .  The MOPH should address the following issues: 

Revision of present drug l i s t ;  

Consideration of the use of pre-packaged drugs; 

Study of the idea of charging fo r  drugs i n  order t o  increase 

drug supply and to  up-grade the quali ty of the  current l i s t ;  

Maintenance of an increased budget f o r  drug supplies; 

Careful consideration of rep1 acement of current GMD and 

donor-provided d r u g s  w i t h  generic d rugs  where the savings 

a r e  obvious; 

Implementation i n  a l l  BHC's of the  practice of dividing drugs 

among key paramedical s t a f f .  

Without improvement in drug qual i ty  and quantity, i t  i s  unlikely 

t h a t  the increased performance demonstrated i n  the  p i l o t  area can be 

duplicated on a national basis.  

h Drug payment. The proposed committee should a l so  be given 

the responsibi l i ty  of studying the  idea of charging fo r  drugs i n  order 
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to  insure tha t  the drug supply keeps pace w i t h  patient demand and t o  up-grade 

the quali ty of the current l i s t .  

i .  BHC s t a f f  manual. A revised manual i n  modular form, sui table  

f o r  each BHC s t a f f  member, has been completed. T h i s  has been carefully 

reviewed by responsible MOPH personnel. Following a f ina l  revision, this 

document should be tested i n  no more than two regions, then evaluated, 

and necessary additional revisions made. Only then should this manual be 

implemented nationally. 

2.  Logistic md  informatfon support f o r  services 

a .  Logistics system. The strategy and materials developed f o r  a 

new BHC log is t ics  system should be tested and evailuated as  soon as possible. 

b. Inforn~ation system. A small connnittee headed by the President, 

BHS, should review a l l  forms used i n  the BHCts and rat ional ize  the  system. 

A system to  compel the submission of monthly reports, and to  process them, 

should be established. 

c. Diagnostic categories. The Ministry should consider adopting 

the WHO l i s t  "A" of 150 diagnostic categories for  the recording and processing 

of data on morbidity and mortality. See Appendix C fo r  an explication of this 

point. 

3 .  Training and supervisory support 

a .  Training teams. Afghan training teams can be used t o  implement 

and t o  sustain the improved national BHC system. Several conditions are  

s ta ted above which are  considered necessary system character is t ics  i f  t h i s  

approach i s  t o  be successful. 

b. Supervision. Both i n  the BHC and a t  the provincial level ,  i t  

will  be necessary to  develop specif ic  materials and training which will 
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de f ine  p r e c i s e l y  hlhat the  supervisor i s  supposed t o  do, and where, how 

and when he/she i s  supposed t o  do it. These should be inc luded i n  a manual. 

Further,  t he  PHO's w i l l  r equ i re  several basic f a c i l i t i e s  ( o f f i c e ,  

staff, car, per diem) i n  order t o  become e f f e c t i v e  supervisors. 

4. In format ion  f o r  policymaking 

a. Costs and populat ion coverage analyses. A f u r t h e r  analys is ,  

w i t h  the  b e n e f i t  o f  a1 1 needed in format ion  and mater ia ls ,  should be undertaken 

o f  cos t  and populat ion coverage o f  the  BHC's. I f  possib le,  the  ana lys is  

should d e t a i l  the  cos t  o f  i n d i v i d u a l  BHC program sectors- - i  .e., f a m i l y  health, 

lab, drugs, e tc .  

b. V i l l a g e  survey. The sen ior  o f f i c i a l s  o f  t he  MOPH should c a r e f u l l y  

review the  r e s u l t s  o f  t h i s  survey i n  a ser ies  o f  seminars i n  order  t o  make 

reconmendations on new o r  rev ised p o l i c i e s  based on i t s  f i nd ings .  

5. Performance cons t ra in ts  

a. Constraints. A committee o f  sen ior  MOPH o f f i c e r s  should c a r e f u l l y  

review the  l i s t  o f  cons t ra in ts  on b e t t e r  BHC s t a f f  performance i n  an attempt 

t o  solve o r  m i t i g a t e  as many o f  these as possible. This review might  reveal 

o ther  cons t ra in ts  iis w e l l  which w i l l  r e q u i r e  considerat ion.  

b. WFP program. A senior  MOPH o f f i c i a l ,  knowledgeable about 

Basic Heal th Services, should work w i t h  the  d i r e c t o r  o f  FAO's World Food 

Program to: 

1) determine the  necessi ty  o f  the  newly in t roduced WFP r e g i s t e r ,  and 

2) reach mutua l ly  agreed upon rev i s ions  i n  the  c u r r e n t  WFP 

d i s t r i b u t i o n  prac t ices  i n  order  t o  reduce the  c o n f l i c t  between 

commodity d i s t r i b u t i o n  and medical care de l i ve ry .  
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6. Disease pat terns 

BHC serv ices should focus on the prevent ion and treatment o f  the  most 

common diseases. A1 1 suppl ies, equipment, t r a i n i n g ,  supervision, and w r i t t e n  

s t a f f  mater ia ls  should r e f l e c t  and support t h i s  focus. 
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APPENDIX A 

BASIC HEALTH SERVICES COSTS 

BHC Operat ing Costs. 

This  inc ludes  1) the  c a l c u l a t i o n  o f  the  f i x e d  and r e c u r r i n g  c o s t  o f  a  

I1 t yp i ca l "  BHC, and 2) ex t rapo la t i on  o f  these t o  a  na t i ona l  system o f  178 

BHC1s. Only t h e  main po in t s  w i l l  be presented here. For  a d d i t i o n a l  d e t a i l ,  

see Appendix B. 

It i s  cos t i ng  an average o f  about 1.25 m i l l i o n  afghanis t o  

operate one BHC per  annum. O f  t h i s ,  o n l y  341 i s  needed f o r  running the  

center,  t h e  remaining 66% being requ i red  t o  support the  WFP program.* 

The annual expendi ture f o r  each BHC w i thou t  WFP (personnel o r  comnodities) 

i s  378,780 afghanis. O f  t h i s  amount the  GOA con t r i bu tes  317,616 and donor 

agencies 61,164 afghanis (84% and 16% respect ive ly ,  w i t h  rounded percentage 

f i gu res ) .  The t o t a l  1353 Operat ing Budget f o r  t h e  MOPH was 200 m i l l i o n  

afghanis. For 1354, the  f i g u r e  i s  248 m i l l  i o n  afghanis. O f  these '53 and '54 

budgets, t h e  share o f  the  Basic Heal th Services System was 16% and 15% 

respect ive ly .  

The eas ies t  way t o  p u t  these f i g u r e s  i n t o  a  meaningful contex t  i s  t o  

ex t rapo la te  them t o  the  immediate and planned number o f  BHC's and compare 

these f i g u r e s  w i t h  t h e  amunts  budgeted. For present purposes, i t  i s  assumed 

t h a t  f u t u r e  budgets and f u t u r e  costs w i l l  increase a t  approximately t h e  same 

r a t e ,  keeping t h i s  r e l a t i o n s h i p  f a i r l y  s tab le .  The ana lys is  a l s o  assumes 

* This d i sp ropo r t i ona te  f i g u r e  r e f l e c t s  a  subs tant ive  c o n f l i c t  o f  i n t e r e s t s  
between the BHC'!; tasks o f  d e l i v e r i n g  hea l th  care and d i s t r i b u t i n g  WFP. 
For an expos i t i on  o f  t h i s  po in t ,  see the  fo l l ow ing .  



a t  donor agen 

levels . 
es will continue to  provide the i r  i n p u t  a t  required 

The following table  juxtaposes the planned number of BHC's w i t h  the 

estimated GOA funds required t o  operate these a t  the ra te  of 317,616 

afghanis each per annum: 

1353 - 1354 - 1355 - 1356 - 
No. of BHC's in 114 134 154 178 
operation 

Afghanis required to  36.2 42.6 48.9 56.5 
operate system million million million million 

Amounts budgeted 32 38 
for  BHC1s million million ? ? 

The above table suggests tha t  there have been shor t fa l l s  i n  the amounts 

budgeted for  1353 and 1354 o,f 13% and 12% respectively. Note tha t  the 

'Afghanis required" row does not include the amount needed t o  operate 

the BHC Bureau i n  Kahul; thus, the shor t fa l l s  noted a re  in practice 

much worse. 

The average cost  per v i s i t  per health center (no WFP costs included) 

before the project was about 45 afghanis. With nearly constant costs 

and a greatly increased attendance - a f t e r  the project began, the per v i s i t  

cost  dropped t o  an estimated 14 afghanis, a substantial  improvement i n  

c l i n i c  cost-effectiveness. 



-3- 

The foregoing per  v i s i t  est imates i nc lude  both  GOA and donor i npu ts  

b u t  exclude WFP commodities o r  WFP personnel costs.  The f o l l o w i n g  are  

t h e  components which account f o r  the  cos t  o f  each p a t i e n t  v i s i t :  

Table A: Cost Breakdown Per Pa t i en t  V i s i t  During P r o j e c t  

% o f  Per 
I tem - Afs Per V i s i t  V i s t t  Cost 

1. Sa la r i es  6.44 46% 

2. BHC opera t ing  costs 3.50 

3. Equipment and Vehic le 1.82 

4. Drugs and Suppl ies .84 6% 

5. L a b c o s t s  .70 5% 

6. Other (minor suppl ies and .70 5% 
sub-center ren t (8 l )  - - 

14 afghanis 100% 



"Typical" Amounts and Sources of Funds per BHC per Annum 
Amount and Sources of Funds 

Total BHC cost  w/o I 432,624 Afs I Notes - 
WFP c o m d i t i e s  

Percentages of to ta l  d/ 
a / ,  b/, c/,  d/ 
See explanations 

by source UNICEF & next page 

Total BHC cost  l e s s  a l l  WFP 
(personnel & commodities) ( 378,780 Af s/$6,645 ] 



Table B 

Notes--"Typicalu Amounts and Sources o f  Funds 

a. These f i g u r e s  a r e  t h e  percent o f  the  t o t a l  expenditure i n  each 

column, i .e., t h e  MOPH o r  UNICEF. 

b. These f i g u r e s  are  t h e  percent  o f  the  t o t a l  row expenditures on 

t h e  BHC, exc luding j4FJ. The f o l l o w i n g  amounts were used f o r  

c a l c u l a t i n g  these percentages: MOPH--317,616 afghanis; 

UNICEF-- 61,164 afghanis; 

Row Total--378,780 afghanis. 

c. WFP represents 66% o f  the  t o t a l  expenditure on the  BHC. 

d. These a r e  the  percentages con t r i bu ted  by the  MOPH and UNICEF t o  t h e  

t o t a l  cos t  per  BHC o f  432,624 afghanis. A f i g u r e  which excludes 

WFP commodities. 

e. In fo rmat ion  source: 

1) Pan jsh i r  and Jdmal Afha Heal th Centers 

2 )  MOPH budgets f o r  1353 and 1354 

3) FA0 agreement w i t h  GOA on WFP program 



1. Salar ies  a/ 

13reakdown of "Typical" BHC Operating Costs 
For One Month (Afs 57 t o  $1) 

2. Operating C o g  

A. Building amortization b/ 
B. Petrol ,  kerosene, motor o i l  
C. Wood fo r  heating c/ 
D. Posters, e tc .  
E. Staff  local travel 
F. Local vehicle repairs 
G. White medical coats 
H. Miscell aneous supplies 

3. Other Expenses 

Sub-total: 

Sub-total: 

Drugs and medical supplies d/ 
WFP commodities e/ 
Forms 
Laboratory 
1 )  Reagents, alcohol, e tc .  ($150 p.a.1 
2) Equipment ($1000; 5 years use) 
Vaccines (BCG and smallpox) 
Medical eauioment (UNICEF main center s e t s )  
(including r e f r i  e ra tor )  
Vehicle (assume ! 2000 new, 5 years use) 
Major vehicle maintenance (assume $800 
per vehicle) 
Furniture g/ 
Sub-centers, rental  each 700 a fs  p.m. 
(assume two per BHC) 
Sub-center equipment (s.c. s e t  only-- 
257 x 2) f/ 

Sub-total 

Grand Total 

Less WFP = 

14,650 (per month) 

6,258 a fs  
708 
156 
42 

167 

7,872 a f s  

513 

83,827 a f s  

106,349 a fs  

31,565 a f s  
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Notes 

Sa la r i es  assume one MD, one nurse, one ANM, one san i ta r i an ,  one 

l a b  technic ian,  two vaccinators, one c lerk/s torekeeper,  two peons, and 

one d r i v e r .  

B u i l d i n g  assumes a  new main b u i l d i n g  constructed by t h e  MOPH (no t  rented-- 

no o the r  b u i l d i n g s )  w i t h  a 20-year use expectancy p lus  land. 

$26,350/20 years equals 6,258 afghanis per month f o r  the  main b u i l d i n g  and 

land only.  To t h i s  would have t o  be added b u i l d i n g  maintenance. A  

" t y p i c a l "  c o s t  per  month o f  rented quar ters would be about 600 a f s  per  

month. 

Wood. Annual al lowance i s  1,875 afghanis. The per  month f i g u r e  l i s t e d  i s  

1/12 o f  t h i s  f i gu re ,  even though the  wood i s  used on l y  i n  w in te r .  

Drugs. Data based on the  1353 standard drug l i s t .  To ta l  cos t  i s  $420 

(GMD $270; UNICEF $150). This GMD f i g u r e  i s  h a l f  t h e  1352 drug budget 

per  BHC. A new, more cos t l y ,  drug l i s t  was prov ided by UNICEF and GMD 

f o r  t h e  Parwan P i l o t  Pro jec t .  This new l i s t  i s  f a r  more r e a l i s t i c ,  i n  

terms o f  quan t i t i es ,  than t h e  c u r r e n t  "standard" l i s t  which f l u c t u a t e d  

downward f o r  1353. 

WFP. This f i g u r e  i s  based on a  5-year WFP/FAP budget p lus  GOA budget 

f o r  BHC's o n l y  o f  $8,656,590. This  i n fo rma t ion  i s  from the  c u r r e n t  

WFP/FAO-GOA Plan o f  Operations. The 5-year t o t a l  does - n o t  inc lude  c o s t  o f  

running the  WFP admin i s t ra t i ve  operat ions i n  Rome o r  Kabul, nor  does i t  

inc lude t h e  cos t  t o  the  GOA o f  t ranspor t i ng  the  commodities from the  

warehouse t o  the  var ious centers. The t o t a l  number o f  BHC's i n  being i n  1353 

was about 110. 
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The monthly WFP c o s t  est imate t r e a t s  every center  as equal. 

8,656,590 = A $1 731,318 p.a. = $144,277 p.m. = 
5 years 12 months 110 BHC's $1312 per  BHCImonth 

$1,312 x 57* = 74,784 afghanis 

* $/afghanis exchange r a t e  

f ./g. Medical equipment. Main center  set--$453 p lus  r e f r i g e r a t o r  

( @  $97) equals $550160 month use equals 

$9.161522 afghanis per  month 

Sub-center set--$270 ea.160 months use 

equals $4.501257 afghanis per  month 

(assumes 2 sub-centers i n  opera t ion  per  

BHC) . 



APPENDIX B 

PATIENT ATTENDANCE, COVERAGE, AND VILLAGE SURVEY 

A. Patient  Attendance and Travel Distance 

1. 

only slis 

project. 

Patient  attendance 

a. Age dis t r ibut ion.  The age d i s t r ibu t ion  of patients changed 

ghtly--in the direction of the youngest age group--during the 

The overall  mean percentages fo r  the en t i r e  project  period 

were as follows: 

Age Group 
Before Project  During Project  

Percent Percent 

0-1 years 4% 7% 

1.1-4.9 16% 16% 

5-14.9 21% 21% 

15 plus 59% 56% 

b. Sex dis t r ibut ion.  The sex dis t r ibut ion of pat ients  changed 

as follows during the  project: 
Before Project During Project 

Percent Percent 

Males 59% 53% 

Females 41% 47% 

The above represent a 15 percent increase in female attendance. I t  

i s  not t l e a r  from the experience t o  date what spec i f ic  s teps  could be 

taken to  increase dramatically female and child services.  I t  i s  probable, 

however, t h a t  the  following would help t o  improve these ra t ios :  
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1) a continued h igher v i s i b i l i t y  f o r  the ANM, w i t h  her 

own drugs and a mandate t o  o f f e r  r o u t i n e  c u r a t i v e  services; 

2) a more e f f e c t i v e  outreach program, i nc lud ing  home v i s i t s  

and school and v i  1 lage vacc inat ion  programs. 

c. Tota l  p a t i e n t  attendance. C l i n i c  attendance increased 

d ramat i ca l l y  as a r e s u l t  o f  t he  p ro jec t :  

Median No. Estimated Pat ients/  Range o f  
Pat ientslDay 12 months (270 days) Patients/Day 

Before P ro jec t  31 8,370 20-62 

A f t e r  P r o j e c t  98 26,460 71-129 

The foregoing f i gu res  represent a greater  than t h r e e f o l d  increase i n  

the  number o f  p a t i e n t  v i s i t s  t o  the  s i x  p i l o t  BHC's. This, o f  course, 

t rans la tes  i n t o  a t h r e e f o l d  increase i n  women and c h i l d r e n  pa t ien ts  as 
-. 

w e l l .  

Ex t rapo la t ing  the foregoing data t o  the  planned-for na t i ona l  system 

o f  178 BHC's provides some i n t e r e s t i n g  estimates. The d i f f e r e n c e  between 

the  median number o f  c l i e n t s  seen per BHC per  annum before and a f t e r  t he  

p r o j e c t  i s  over  18,000. M u l t i p l y i n g  t h i s  by 178 provides a t o t a l  increase 

i n  o v e r a l l  na t i ona l  c l i n i c  a c t i v i t y  o f  nea r l y  3.25 m i l l i o n  v i s i t s  per annum. 

The t o t a l  number o f  p a t i e n t s  seen by the 178 BHC's would be about 4.7 m i l l i o n .  

2. Patient: t r a v e l  distance. H a l f  o f  the  pa t ien ts  i n  the  sample 

from the f i v e  p i l o t  centers ( the  median) t r a v e l l e d  between two and s i x  

k i lometers one-way f o r  BHC services. This c a l c u l a t i o n  i s  predicated on 

the  assumption t h a t  t h i s  group t r a v e l s  on f o o t  a t  t he  r a t e  o f  f i v e  
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ki lometers pelc hour. The f o l l o w i n g  t a b l e  provides the bas ic  data: 

Table D: Median Pa t i en t  Travel Distance 

Median kms d i  s tancel t ime i n  minutes - 
BHC - Winter Summer Overa l l  

Jamal Agha 2. 125 2.5130 2.3128 

Bagram 2.5/30 2.5/30 2.5/30 

Najrab 3.7/45 5/60 4.4/53 

Syed Khel 5/60 5/60 5/60 

Ghorband 5/60 6.6/80 5.8170 

3.6144 4.3/52 3.9/48 

The foregoing t a b l e  a l so  ind ica tes  t h a t  pa t i en ts  may be w i l l i n g  

t o  t r a v e l  f u r t h e r  du r ing  the  summer months. The p r o b a b i l i t y  o f  t h i s  

as the  major causat ive f a c t o r  i s  n o t  c l e a r  s ince  o the r  in f luences were 

present. The above t a b l e  i nd i ca tes  t h a t  most people i n  the  areas 

surrounding t h e  p i l o t  h e a l t h  centers are prepared t o  t r a v e l  a d is tance 

o f  a t  l e a s t  4 k i lometers (48 minutes) and perhaps more, depending, 

among o the r  th ings,  on the  season. 

Although any dec is ion  i s  a r b i t r a r y ,  a cu r ren t  convent ion i s  t o  

accept the  75-80% p a t i e n t  range as the maximum expected t r a v e l  d is tance.  

The f o l l o w i n g  t a b l e  provides these data: 



Table E: Majority Patient  Travel Distance 

Kms Distance/Time i n  Minutes 

BHC - Winter Summer Overall 

Bagram 3.2/38 2.5/30 2.8/34 

Syed Khel 5/60 5/60 5/60 

Jamal Agha 3.7/45 7-5/90 5.6/68 

Najrab 7.5/90 10/120 8.7/105 

Ghorband 10/120 10/120 lo/ 120 

5.8/71 6.9/84 6.3/77 

The foregoing affirms the expected dispar i ty  between sumer  and 

winter travel  behavior. Increasing the pat ient  "travel catchment" 

from 50 percent t o  75 percent of a l l  patients extends the mean distance 

t ravel led t o  the BHC's t o  6.3 kilometers, o r  77 minutes one way. 

Thus, the overall p i l o t  project  services radius i s  about 6 kilometers, 

as a ref lect ion of majority behavior. This represents an unfortunately 

small catchment area. In areas of low population density,  l i k e  Ghorband, 

the physical catchment area may be larger  b u t ,  of course, may not include 

greater  numbers of people than smaller but more dense areas. 

B. Population Coverage 

The optimal way t o  ascertain the population coverage of a given 

BHC, once the services radius (or  catchment area)  has been computed, 

i s  t o  lay t h i s  out on a map and sum the population of the  vi l lages  I 
enclosed. Security regulations of the GOA prevented access to the 

maps needed f o r  such an exercise. 
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In an attempt t o  derive some estimate of the percentage of 

woleswal i population covered by the pi1 o t  BHC's, the preparers of 

this report  developed a simple, theoretical  methodology. Although 

the methodology produced resu l t s  of an en t i r e ly  theoretical  nature, 

they may be interes t ing enough to  stimulate fu r ther  e f fo r t s  i n  

this direction.  

BHC 

1. Bagram 

2. Syed Khel 

3. Jamal Agha 

4. Panjshir 

5. Najrab 

6. Ghorband 

Overall Mean 

Estimated 
Wol eswal i 
Population 

No. Persons 
w/Potential 

Access 

% Pop. w/ 
Potential 

Access 

Mean No. 
Villages w/ 
Potential Access 

The above figures roughly suggest t ha t  the average BHC in the 

p i l o t  area ~IOI reasonably expect t o  t r e a t  some 17,000 (26%) out of 

i t s  67,000 assigned population. That, of course, would leave about 

50,000 people (74%) per BHC with no ea s i l y  accessible health care. 

To grasp f u l l y  the dimensions of t h i s  problem i t  i s  necessary t o  

extrapolate these figures t o  the national level .  Assuming a to ta l  

Afghan population of 12 million provides the following resul ts :  

a. 12 million l e s s  10% urban population 10.8 mil 

b. 26% of non-urban population covered by BHC's 2.8 mil 

c. 74% of non-urban population - not covered by BHC's 8 mil 

1 ion 

1 ion 

1 ion 
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We have a l ready seen t h a t  a f u l l y  elaborated system o f  178 BHC's 

might be ab le  t o  see as many as 4.7 m i l l i o n  pa t ien ts  ( t h a t  i s ,  p a t i e n t  

v i s i t s - - t h e  average number o f  v i s i t s  per p a t i e n t  per annum i s  

unknown). This i s  the  t h e o r e t i c a l  drawing capaci ty  o f  the  BHC system. 

Br ing ing the  BHC's up t o  t h i s  l i m i t  cou ld  decrease the  "uncovered" 

populat ion by an add i t i ona l  1.9 m i l l i o n ,  l ead ing  as we l l  t o  greater  

economies o f  scale, i .e., g reater  BHC e f f i c i e n c y .  

The obvious p o s s i b i l i t y  f o r  increas ing the  small serv ices r a d i i  

o f  the  BHC's would be through a r igorous attempt t o  improve t h e i r  

outreach a c t i v i t i e s .  An ana lys is  o f  the obvious outreach s t ra teg ies  

suggests t h a t  on l y  incremental gains i n  populat ion coverage can be 

expected, even were they t o  be implemented pe r fec t l y .  I n  populat ion 

coverage terms the  b iggest  increases would de r i ve  from e f f e c t i v e  

school and v i  1 lage vacc inat ion  programs. Admittedly, however, t h i s  

would provide on ly  innocu la t ion  services, no t  the  comprehensive 

basic hea l th  serv ices which are the  goal o f  the  GOA. Nevertheless, 

the  e f f o r t  t o  increase the populat ion coverage o f  the  BHC's must be 

made. 
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C. V i l l a g e  Survey 

A survey o f  hea l th  problems, needs, and resources was c a r r i e d  out  

i n  f i v e  areas o f  Parwan-Kapisa province dur ing  the  w in te r  1975. The 

survey had several object ives:  

- t o  describe the  e x i s t i n g  hea l th  system o f  r u r a l  Afghanistan; 

- t o  detel-mine the p o t e n t i a l  f o r  new approaches needed t o  take 

hea l th  services t o  the  v i l l ages ;  

- t o  ascer ta in  how we1 1 e x i s t i n g  hea l th  resources, t r a d i t i o n a l  and 

modern, meet r u r a l  hea l th  needs; 

- t o  provide in format ion  about the  Afghan h e a l t h  m i l i e u  which 

w i l l  be usefu l  i n  eva luat ing  the  Parwan p i l o t  p r o j e c t  experience. 

The u l t i m a t e  ob jec t i ve  o f  t he  survey i s  t o  he lp  provide 

in format ion  t o  MOPH decision-makers which they need t o  heed f o r  

planning, p o l i c y  making, and evaluat ion, 

The complete f ind ings ,  conclusions, and recommendations o f  t h i s  

survey are ava,i l  ab le  from MSH, Cambridge, Massachusetts. 



APPENDIX C 

DISEASE PATTERNS AT SIX PILOT PROJECT BHC'S 

A. Background 

The BHC system was begun about e ight  years ago. In most centers 

daily pat ient  reg is te rs  have been used by MO's to  record services 

rendered. Services rendered by ANM's and male nurses a re  not on 

record a t  the BHC amd i n  the service s t a t i s t i c s  appear only i n  the 

monthly t o t a l s  f o r  patients seen. 

To date,  no lon~gitudinal data have been available.  No records based 

on these data have been requested by the MOPH, and no analysis of 

disease o r  service  patterns has been carried out. 

A variety of rural health surveys has been provided, but the 

question of whether the known epidemiology i s  ref lected in the  disease 

pattern seen a t  the BHC1s has not been addressed. 

Consequently, i t  i s  not known what diseases a r e  being seen o r  

what medical services are being rendered. Neither i s  i t  known 

what makes people seek treatment a t  the BHC. Do they come f o r  a l l  

complaints, or will  they only seek help i f  they know tha t  there i s  a 

poss ib i l i ty  of being helped? Furthermore, i t  i s  not known t o  what 

degree MOPH policy and recommendations a re  being carried out. One 

problem i s  t ha t  MOPH policy has not been very c lear  as t o  what 

services a re  t o  be provided. Generally,most centers have t r i ed  t o  

handle everybody, and i f  the  needed service was unavailable, the 

BHC doctor e i t he r  issued a prescription t o  a pharmacy o r  recommended 
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t h a t  the  p a t i e n t  go t o  another hea l th  i n s t i t u t i o n  o r  a s p e c i a l i s t  

physic ian.  There i s  no i n s t i t u t i o n a l i z e d  r e f e r r a l  system, and i t  i s  

unknown t o  what degree pa t i en ts  can o r  w i l l  f o l l o w  a r e f e r r a l  from a 

BHC. 

MOPH has n o t  y e t  adopted any i n t e r n a t i o n a l  l i s t  w i t h  c l a s s i f i c a t i o n s  

o f  diseases. This  i s  r e f l e c t e d  i n  t h e  BHC reg i s te rs ,  where sometimes 

on l y  a vague diagnosis o f  disease o r  the  mere l i s t i n g  o f  symptoms i s  

w r i t t e n .  As a r e s u l t  o f  the  above, l i t t l e  systematic e f f o r t  has 

been made t o  date to improve medical performance a t  the  BHC l e v e l .  

Without standard c r i t e r i a  f o r  decision-making and evaluat ion,  such an 

e f f o r t  i s  precluded. 

B. P i l o t  P r o j e c t  

By prov id ing  r e g i s t e r s  f o r  the  doctor ,  ANM, and male nurse, a l l  

serv ices provided have been recorded. These standard r e g i s t e r s ,  

un for tunate ly ,  do r io t  a l l ow  f o r  a d i f f e r e n t i a t i o n  between f i r s t  and 

repeat  v i s i t s .  Consequently, a l l  v i s i t s  r e s u l t  i n  a new diagnosis. 

Thus, chronic  cases w i t h  numerous v i s i t s  may have in f luenced the  

ana lys is .  

To asce r ta in  t h e  disease p a t t e r n  r e f l e c t e d  i n  t h e  diagnosis 

recorded, random samples were drawn from a l l  r e g i s t e r s  i n  the  s i x  

centers ( t o t a l  1207 diagnoses). Sample s i z e  from each s t a f f  member was 

i n  d i r e c t  p ropo r t i on  t o  the  t o t a l  number o f  p a t i e n t s  seen by each 

category o f  hea l th  worker. I n  o rder  t o  asce r ta in  seasonal pat terns,  

sampling was done twice--once t o  r e f l e c t  t h e  w i n t e r  pe r iod  and once 

t o  r e f l e c t  the  summer. Diagnoses were n o t  broken down by age and sex. 



The f i r s t  s tep i n  analyzing the dis t r ibut ion of diseases seen 

during project was to  organize them into three major "severity" 

categories according t o  the following: 

Mild 

NOTE: For calcu1at:ion purposes, good health has been c lass i f ied  as 

mild, pregnancy and child bir th  as moderate. 

Moderate Severe 

Self-limiting, short ;  
Duration: less  than 1 

week; 
Generally only sympto- 

matic treatment. 

Applying this categorization scheme to  the frequency dis t r ibut ion of 

diseases seen provides the following: 

I I 
Not normally se l f -  

l imiting; 
Duration: 1-4 weeks. 
Treatment normally shortens 

duration; may determine 
outcome. 

Comment: Although these categories a r e  a rb i t ra ry ,  and mmy diagnoses 

merely a l i s t i n g  of symptoms, the table  indicates t ha t  nearly one-half of 

Not sel f - l imit ing;  
Duration: any t r ea t -  

ment of disease 
determines outcome; 

Frequently residual 
effects.  

Mild 

a l l  cases represents only mild, self-l imiting disease; 2/5 f a l l  i n  the 

moderate category, and the remainder, about 13%, represents diseases of 

a severe nature. 

Moderate 

40% 

Severe 

13% 



Table F 
Ten Most Common Diagnoses, Winter/Sumer 

The ten  most common diagnoses a r e  

Winter Suimner 

1. Common c o l d  10% 1. Diarrhea and dysentery 13% 

2. Dyspepsia and 2. Dyspepsia and 
g a s t r i  t i i s  9% g a s t r i t i s  8% 

3. C o n j u n c t i v i t i s  8% 3. Good h e a l t h  7% 

4. Rheumatism 7% 4. Rheumatism and lumbago 6% 

5. Anaemia 6% 5. C o n j u n c t i v i t i s  5% 

6. Pregnancy and c h i l d  6. Family p lanning 4% 
b i r t h  5% 

7. Cough 5% 7. Pregnancy 3% 

8. Pneumonia 4% 8. Cough 3% 

9. Wounds 4% 9. B r o n c h i t i s  3% 

10. Good h e a l t h  3% 10. Headache 3% 



Table G 

Ten Most Common Diagnoses, All Seasons 

Dyspepsia, g a s t r i t i s ,  and stomach ache 

Rheumatism, 1 umbago, aches and pains 

C o n j u n c t i v i t i s  

Common c o l d  

Pregnancy and c h i l d  b i r t h  

Diarrhea and dysentery 

Good hea l th  

Anaemia 

Cough 

Pneumonia 

Tota l  

NB : - 
The E m o s t  comnon diagnoses account f o r  57% o f  a l l  diagnoses made. 

The - 25 most comnon diagnoses account f o r  84% o f  a l l  diagnoses made, 

w i t h  those i n  the  10-25 rank category adding a 27% increment. 



APPENDIX D 

EVALUATION OF THE DRUG COMPONENT 

A. Introduction 

As an essential  component of the Parwan/Kapisa P i lo t  Project, a 

revised drug l i s t  comprising 42 d i f fe ren t  drugs, f l u id s ,  and vaccines was 

proposed. The drug l i s t  was composed and the quanti t ies of each item 

estimated, on the  basis of the best  available information on rural epidemi- 

ology and the numbers of patients served by each center. UNICEF agreed 

t o  supply this l i s t  and to  a i r  f re igh t  an i n i t i a l  25% i n  order t o  ensure 

tha t  drugs were available from the s t a r t  of the  project ,  September 1974. 

The r e s t  were supplied via contained transport .  

The drug l i s t  was tested over a period of nearly one year i n  order 

t o  permit observation of seasonal variat ions in disease patterns.  I t  

was tested in f i ve  fu l l y  operational BHC's and in one part ly operational BHC. 

B.  Background 

The approximately 100 operational BHC's in the country a re  presently 

supplied w i t h  drugs once a year according to  standard l i s t  "A" (densely 

populated are,ss) o r  standard l i s t  "B" ( l e s s  populated areas) .  These 

drug supplies have been supplemented w i t h  MCH-related items by UNICEF. 

No provision ex is t s  f o r  the interim resupply o r  in-province redis t r ibut ion 

of drugs. 
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The use o f  a  standard l i s t  means t h a t  annual resupply has been 

independent o f  use o r  l o c a l  disease pat te rn .  Thus, except f o r  the  

d i f f e rence  i n  q u a n t i t i e s  between 1  i s t  "A" and 1  i s  t "B", no p rov i s ion  

has been made t o  l i n k  drug supply t o  annual p a t i e n t  load o r  number o f  

a c t i v e  sub-centers. The standard l i s t s  "A" and "B" have been i n  use 

f o r  several years w i thou t  r e v i s i o n  and are be l ieved t o  have been developed 

p r i n c i p a l l y  on t h e  bas is  o f  surp lus i nven to r i es  a t  G.M.D. 

Judging from data obta ined dur ing  "Phase I" (clean-up phase) o f  t h e  

Parwan/Kapisa p ro jec t ,  t h i s  system has the f o l l o w i n g  th ree  major disad- 

vantages : 

1. A considerable wastage o f  some drugs r e s u l t i n g  from supply 

l e v e l s  i n  excess o f  demand. 

2. A  decreased a b i l i t y  t o  t r e a t  pa t i en ts  as w e l l  as considerable 

f r u s t r a t i o n  o f  the  pro fess iona l  s t a f f  because a c t i v e  centers r a p i d l y  run  

ou t  o f  important  drugs. 

3. A  tendency t o  reduce the  dose prescr ibed f o r  a  s p e c i f i c  i l l n e s s  

t o  such small amounts t h a t  cure i s  u n l i k e l y .  

Current  p rac t i ces  have several disadvantages. The whole center  i s  

f requen t l y  i nope ra t i ve  when one person i s  absent. I f  t h e  doctor  i s  away, 

no diagnosis o r  p r e s c r i p t i o n s  are  made, no mat te r  how bas ic  the  a i lment .  

I f  the  s t a f f  member assigned t o  g i ve  o u t  drugs i s  absent, no p resc r ip t i ons  

can be f i l l e d ,  s ince  he i s  accountable f o r  the  drugs and t h i s  r e s p o n s i b i l i t y  

i s  n o t  e a s i l y  t rans ferab le .  
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C. Major Innovat ions i n  the  Drug Component o f  the  P i l o t  P r o j e c t  

1. A new l i s t  o f  42 basic  drugs, est imated i n  advance t o  cover 

approximately 90% o f  the most common complaints. 

2. Drugs suppl ied t o  each BHC i n  a q u a n t i t y  est imated t o  cover one 

y e a r ' s  consumpt.ion. 

3. A drug usage c h a r t  w i t h  i nd i ca t i ons ,  common usage, and dosages. 

4. Development o f  techn ica l  i n s t r u c t i o n s  i n  the  form o f  l o g i c a l  f l o w  

diagrams i n  o rder  t o  increase t h e  p r o b a b i l i t y  o f  c o r r e c t  diagnosis and 

treatment. This was produced as a much needed reference he lp ,  cons ider ing  

the l i m i t e d  medical s k i l l  o f  the paramedical s t a f f  and the  l i m i t e d  d iagnost ic  

f a c i l i t i e s  o f  the  BHC's. 

5. D i s t r i b u t i o n  o f  drugs, p r i m a r i l y  i n  prepackaged form, among t h e  

doctor ,  ANM, anti the  male nurse according t o  s k i l l  l e v e l  and category o f  

pa t i en ts  seen ( i %  s p e c i f i e d  i n  the  BHC Task Desc r ip t i on  Chart and j o b  

desc r ip t i ons ) .  

6. I n t r o d u c t i o n  o f  a new drug, g lucose-e lec t ro ly te  so lu t i on ,  f o r  the  

improved treatment o f  dehydrat ion due t o  i n f a n t  and chi ldhood d ia r rhea  

and vomit ing. 

D. Re la t ionsh ip  Between Condit ions Seen and Proper t ies  o f  the  New 

Drug L i s t  

Can a l i m i t e d  l i s t  adequately take care o f  the  complaints seen a t  

BHC's, o r  i s  a f u l l  pharmacy requi red? 

The samples drawn from the  c l i n i c  r e g i s t e r s  show t h a t  t h e  10 most 

common diseases account f o r  57% o f  a l l  diagnoses made. The 25 most 

common diseases account f o r  84% o f  a1 1 diagnoses. 



Nearly one-half  o f  a l l  cases represent  mi ld ,  s e l f - 1  i m i t i n g  disease, 

where symptomatic treatment i s  the  ru le .  

Compar.lson o f  the  p rope r t i es  o f  the drugs on the  new drug l i s t  and 

t h e  complaints l i s t e d  i n  t h e  r e g i s t e r s  shows t h a t  w i t h  t h i s  l i s t  approximately 

90% o f  a l l  complaints can be taken adequate care o f .  O f  course, the drugs 

must be supp l ied  i n  s u f f i c i e n t  q u a n t i t y  t o  meet demand. 

A s i m i l a r  comparison, us ing t h e  t r a d i t i o n a l  G.M.D. standard 1 i s t ,  

.~nd ica tes  t h a t  t h i s  l i s t  w i l l  be adequate f o r  no more than 50% o f  a l l  

complaints, again assuming t h a t  the  drugs are  supp l ied  i n  s u f f i c i e n t  

q u a n t i t i e s .  

The BHC i s  designated t o  take care o f  the  common complaints and t o  

r e f e r  the complicated cases. 

The new l i s t  has the  capaci ty  t o  achieve t h i s  goal, and based on 

r u r a l  epidemiology from o the r  developing countr ies,  i t  appears t h a t  t h e  

new l i s t  should be adequate fo r  the  m a j o r i t y  o f  the  most common complaints. 

Conclusion. Prepackaged drugs have n o t  been used by the  MOPH before. 

They are  used w ide ly  i n  developing count r ies  and, i n  essence, c o n s t i t u t e  

on l y  a packaging improvement over the  usual d i s t r i b u t i o n  i n  a l i t t l e  

paper cone made by the dispensing person. This  innovat ion  does add one new 

component, a l abe l  w i t h  a w r i t t e n  and p i c t o r i a l  desc r ip t i on  o f  how t o  take  

the drug. A survey o f  c l i e n t s  l eav ing  the c l i n i c  showed t h a t  most d i d  

n o t  know how t o  take t h e i r  drug. However, a l l  c l i e n t s  could e i t h e r  read 

o r  knew someone who could and were w i l l i n g  t o  s o l i c i t  he lp.  

Prepackaging was w e l l  received by the  BHC s t a f f  as a usefu l  innovat ion.  

Although the  G.M.D. has no f a c i l i t y  f o r  prepackaging, i t  was q u i t e  easy 

t o  e s t a b l i s h  a p i l l - packag ing  center  f o r  purposes o f  the p i l o t  p r o j e c t .  
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The machinery i s  qui te  simple, and personnel a re  eas l ly  trained and 

supervised. There i s  an indigenous commercial production of good 

qual t iy  p las t ic  bags. 

Can the benefits  j u s t i fy  the cost  of prepackaging? For the p i l o t  

project ,  l,709,OOO t ab l e t s  and capsules were prepackaged in to  69,000 

bags. The cost  per bag, based on the above, was 1.124 a f s .  This cos t  

calculation included cost  of p las t ic  bags, labor, labels ,  s t enc i l s ,  

supervision, transportation and overhead. Sixty percent of this cost  

was for  labor, since the prepackaging was done manually and primarily 

on overtime. 

A cost  of about .5 a f s  per bag fo r  prepackaging can be assumed t o  be 

a r e a l i s t i c  coe t  i f  prepackaging becomes ins t i tu t iona l ized  and greater 

economies of sca le  a r e  achieved. A cost  of .5 a f s  per bag appears t o  be 

a reasonable cost  t o  add to  a course of treatment. In national terms, 

the poss ib i l i ty  of packaging BHC drugs appears feas ib le .  Assuming a 25% 

population coverage by the BHC system, and one course of treatment per person, 

a to ta l  of 2,250,000 bags will be needed, a t  an approximate cost  of 1,125,000 

afs .  The present MOPH drug budget i s  7,150,000 a f s  + 1,650,000 a f s  

contribution from UNICEF. In t h i s  context, the cost  of national imple- 

mentation for  priepackaging appears neither disproportionate nor prohibit ive,  

increasing the to ta l  cost  by about 12%. 

Based on the experience from the p i l o t  project ,  one can assume tha t  

the following benefits  can be realized: 

a .  Safer,  eas ie r  and f a s t e r  dis t r ibut ion of drugs. 

b.  Saving of s t a f f  time in dispensing of drugs. 

c. Easier and more correct  inventory recording. 

d .  More correct  prescriptions.  

e .  Fewer unstable drugs due t o  deterioration in open t i n s  and bo t t l es .  

f .  Increased likelihood tha t  patients will accept the drug and take i t  

as prescribed. 
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E. Conclusions and Recommendations 

This ana lys is  o f  the  UNICEF drug component i n  the  Parwan/Kapisa p i l o t  

p r o j e c t  i nd i ca tes  the  fo l l ow ing :  

1. Conclusions. 

A l i s t  o f  40 basic  drugs can adequately take care o f  

approximately 90% o f  a l l  complaints seen a t  the  BHC's. 

Most c l i e n t s  d i d  n o t  know how t o  take the  prescr ibed drugs, 

b u t  a l l  those who were issued prepackaged drugs were ab le  

t o  l o c a t e  someone who cou ld  read t h e  l a b e l .  

Prepackdging and l a b e l i n g  o f  drugs i n  cure/dose-related form 

was we1 l received and popular  w i t h  the  BHC s t a f f  as we l l .  

Prepackdging and l a b e l i n g  added 1.124 a f s  t o  each dose o f  

drugs. This c o s t  cou ld  be reduced t o  about .5 a f  per  dose 

i f  i n s t i t u t i o n a l i z e d .  

A drug usage c h a r t  and TB treatment scheme provided much needed 

re ference ma te r ia l  f o r  the  s t a f f .  

The present inventory  and l o g i s t i c s  system has none o f  the  

fea tures  necessary t o  keep r u r a l  h e a l t h  u n i t s  w e l l  equipped 

and suppl ied w i t h  drugs. 

The reasonably accurate est imates o f  amounts o f  the  40 bas ic  

drugs needed f o r  the p i l o t  p r o j e c t  showed t h a t  acceptable 

fo recas t i ng  o f  drug demand i s  poss ib le .  I t  a l so  showed t h a t  

drug denland i s  f a r  i n  excess o f  what i s  p resen t l y  suppl ied.  

Based on the  p i l o t  p r o j e c t  data, the  cos t  o f  supply ing an 

adequate amount o f  drugs t o  100 BHC1s would t o t a l  approximately 

12 m i l l i o n  a f s  per  annum. Th is  cont ras ts  w i t h  a prev ious drug 

budget o f  1.5 m i l l i o n  a f s  and t h i s  y e a r ' s  budget o f  6.5 m i l l i o n  

a f s .  
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2. Recommendations. It i s  recommended t h a t  the  MOPH consider  the  

f o l l o w i n g  i n  o rder  t o  improve t h e  e f f i c i e n c y  o f  the  BHC1s: 

a. Revis ion o f  t h e  present  G.M.D. standard drug l i s t  t o  conform 

t o  the  new in fo rmat ion  about r u r a l  epidemiology. 

b. Implementation o f  a system o f  prepackaging and l a b e l i n g  o f  drugs. 
4 

c.  Adaptat ion o f  a p o l i c y  o f  drug d i v i s i o n  i n  BHC1s t o  permi t  a u x i l i a r i e s  

t o  dispense prevent ive  and safe c r e a t i v e  drugs according t o  s tanding 

orders.  

d. I n t r o d u c t i o n  o f  drug usage char ts  and TB treatment schemes i n  a l l  

medical i n s t i t u t i o n s .  

e. Improvement o r  redesign o f  the  present  i nven to ry  and l o g i s t i c s  

system. 

f. Developing a drug fo recas t i ng  and moni to r ing  system t o  serve the  

BHC system. 

g. Increase i n  the  q u a n t i t i e s  o f  drugs supp l ied  t o  BHC's t o  meet t r u e  

demand. 

h. P rov i s ion  o f  s u f f i c i e n t  funds f o r  an increased drug budget, e i t h e r  

by increas ing  the  budget o r  by revenue-generating methods such as 

charging p a t i e n t s  f o r  c e r t a i n  drugs. 

The implementation o f  any o r  a l l  o f  the  above recommendations i s  l i k e l y  

t o  increase BHC ef fec t iveness  and e f f i c i e n c y ,  i .e., lower ing t o t a l  c o s t  

per  c l i e n t  t rea ted .  


