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APPENDIX |

BASIC HEALTH SERVICES IN DEVELOPING COUNTRIES:

A MODEL AND A CRITIQUE BASED ON
& YEARS' EXPERIENCE IN AFGHANISTAN



THE JOBS OF A BHS SYSTEM

A health system has two main jobs:

I. To provide relief from fear, pain, and suffering for

people who are sick or injured.

2. To reduce mortality, morbidity, and disability

in The population.

The first job is to provide relief from fear, pain, and suffering.
When people are sick or injured, they seek help and the health
system must, to the best of its ability, provide that help. These
services are demanded by the people and medical relief is their
number one health priority. The performance of the health system
in providing relief to sick or injured people is the criterion on
which the people judge the success of the health system. These
services are to individuals and are generally curative medicinal

services,

The second job of the health system is fo reduce mortality, mor-
bidity, and disability in the poputation. On an individual basis,
curative medicine performs this job through proper diagnosis and
treatment of sick or injured people. However, reductions in
mortality, morbidity, and disability in developing countries are
best achieved by studying, in the population, the epidemiology of
disease and its direct and contributing causes. The disease causes
are often easy for health professionals to understand but are
beyond the knowledge of most other people. For thls reason, people
don't demand public health programs - professionals promote them.
Thus, planned public health programs must convince the population
(or force as seen in certain fotalitarian regimes) to try new
things. This change process in the population is not easy to

achieve and requires a managed approach.



These two jobs, when implemented through a large government system,
require extensive management and technical support. These support
systems have their own objectives, but must always serve the two
Jobs of the health system: medical relief and reductions in
mortality and morbidity through individual services and community=-

based public health programs.

Historicaliy, health planners have tried to do these jobs in two
main ways in rural areas. The first job of providing medical re-
lief has been mostly tried through establishing a wide network of
service delivery units in rural areas usually called Basic Health

Centers (BHCs).*

To reduce mortality, morbidity, and disability in the population,
both BHCs and specially managed public heal+h programs have been
used. The BHCs obviously try to reduce mortality, morbidity, and
disability in individuals who visit the facility.** |In addition,
BHCs in many countries have been given responsibilities in im-
plementing public health programs for the population living near
the BHC. BHCs have a dismal record in carrying out these community-
based public health activities. The specially-managed public
health programs (often called vertical programs as they are managed
by special units) have a much better record in influencing mortal-
ity and morbidity for the special conditions they attempt to

ameliorate. Smallpox eradication is the most successful example.

* ‘affed by doctors and paramedical (mid-level) workers. The
BHCs are supported by small hospitals at the district or
province level.

*¥* By correct diagnosis and treatment for illness or injury. They

also ftry to prevent mortality, morbidity, and disability for

special target groups such as pregnant women, young children and

tuberculosis patients who visit the facility.



Other special ly managed programs have been less successful, but,

compared to the basic health center approach, are much more suc-

cessful in carrying out community-based public health programs.

Thus, the BHC traditionally has two components: services to indi-
viduals at the BHC itself and services to community groups as a
public health service unit. In other words, the BHC, the most

peripheral urit of the health system, is an integrated unit ex-

pected to provide individual services and public health programs.
‘This is a most interesting phenomenon as health systems in de-
veloped countries usually separate these components while health
planners in developing countries (often advised by developed
country advisors) have tried to integrate these two activities at

the BHC.

Recently, a new approach has received wide publicity in the inter-
national health literature and strong promotion (to the point of
coercion) by the World Health Organization. Thls is the "primary
health care" movement which has centered on using the villagers
themselves to improve their own health (the now famous maxim
"health by the people™). This approach has strona merit as most
develonina countries can't provide reasonable access to the basic
health center for large numbers of their people; there is a large
"social gap" between the traditional cultures of villagers and the
more modern cultural values of professionals and paramedical
workers; and villagers can participate in their own development.
This approach has now received some limited application and ex-
perience indicates that the trained villager can provide some
selected individual services in the village - both for medical re-
lief and to prevent deaths from some common disease killers (espe-
cially diarrhea in young children). However, many health planners
are advocating that the village health workers can perform public
health functions as well if supported by BHCs. This is also most
interesting as the basic health center can't provide a decent pub-

lic health function on its own and yet it is expected to provide



additional support and guidance for villagers who are being given
public health tasks that are not demanded by the people and are
difficult to achieve.



B.

A BASIC HEALTH SERVICES SYSTEM AND ITS FUNCTIONS

Any Basic Health Services system usually has four major components:
I. Service Delivery Units

2., Management/Administrative Units

3. Training Units

4. Technical Support Units

The rural service delivery units are those units that actually

provide medical/public health services to the population., In
Afghanistan, they are called Basic Health Centers. (Village-based

services wili be discussed later.) The management/administrative

units have the job of planning, managing and evaluating the service

delivery units. In Afghanistan, the main management/administrative
unit for Basic Health Centers (BHCs) had been the Basic Health
Services Department located in the Ministry of Public Health in
Kabul. During the course of the project, other intermediate man-
agement/administrative units were attempted, namely the Regional

Offices. Training units provide increased skills to personnel in

the system. In Afghanistan, there have been training units within

the BHS Department and in other parts of the MOPH. Technical sup-

port units are units supplying special services of a technical

nature. The main technical units affecting BHSD operations have
been the National Laboratory which trains and supervises laboratory
workers who work in BHCs; the Malaria Institute vhich supplies
malaria microscopists to BHCs; and the Avicenna Pharmaceutical
Institute which produces drug supplies for BHCs as well as other
parts of the MOPH,



The intent of the Basic Health Services project has always been to
further develop the Basic Health Services system. Thus, the under-
development c¥ the system at the beginning of the project is a
basic assumption for all further activities. |f the basic health
services system in Afghanistan was underdeveloped at the beginning
of the project (few would argue it was not), the question arises as
to what a developed basic health services system should "look
like". That is, what would be the services provided by a well-
developed BHC? What then would be the management/administrative
units to effectively support a well-developed BHC? What then would
be the training support and technical support functions necessary

to have a complete well-developed basic health services system?

The Well-Developed BHC - Its Services and Support Functions

The BHC should ofter the following high quality services to in-

dividuals who visit the BHC:

I. Sickness care services: Diagnosis, treatment, and individual

counseling of the sick patient for comon medical, surgical

gynecolcagical, physical/orthopedic, and mental problems.

2. Maternal care services: Include all aspects of pregnancy care-

antenatal care, labor anc delivery, and post partum care. In
addition, usually family planning and care during lactation are
included in maternal care services. A woman who is sick but
not pregnant would be included in the sickness care classifica-

tion.

3. Child care services: Include all aspects of well child care -

assessment of growth and development (nutritiona! services are
included here), immunizations against childhood diseases, and

vision and hearing testing for older children.



4. Food distribution services: Distribution of dried milk powder,

oil, and wheat through the World Food Distribution program to

high risk pregnant mothers and high risk young children,

The well-developed BHC should offer the following high quality

public health programs to communities:

. Communicable disease and high risk surveillance program: Sur-

veillance of entire population at least three times a year for
tuberculosis, trachoma, childhood malnutrition, high risk preg-

nancy, family planning motivation, births, and deaths.

2. Community immunization program: Immunization of at least 75%

of entire susceptible community against smallpox, diphtheria,

tetanus, whooping cough, tuberculosis, measles, polio,

3. Special care follow-up program: Frequent follow-up of selected

families who have communicable diseases or high risk children
or mothers (tuberculosis -~ about once a month; childhood mal-
nutrition - moderate, about once a month; severe, weekly;

active trachoma - every two weeks).

£~

Family planning motivation program: Quarterly visits to all

households.

School health program: Quarterly vision and hearing testing.

w

6. Safe water program: Safe water at the time of use for 80% of

households based on filter system (safe source) and health ed-

ucation program (safe storage and use).

7. Safe latrine and safe waste disposal program: Water seal la-

trines or covered pit latrines maintained effectively in 80% of

househo!ds; 80% of households dispose of wastes adequately.



8. Public facilities inspection programs: Quarterly inspection of

all restaurants, hotels, and other public facilities likely to

promote disease.

9. Health education programs: Twice yearly group sessions to all

public organized groups; more frequently to target groups

(mothers' clubs especially),

Figure | summarizes these functions and their locations.
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FIGURE
SERVICE LOCATIOI.S OF WELL-DEVELOPED BHC'S

Location of Services
Proaram Components At BHC In Community
[tsel f

Medical X
SICKNESS Surgical/dressing X
CARE Physical/orthopedic X None

Gynecological X

Mental X

Antenatal Care X Surveillance prog.
VETERUAL Labor and Delivery X On request
CARE Post Partum X No

Family Planning X FP Motivation prog.

Care During Lactation X No

Growth and Development X Surveillance prog.
C-Ll Immunizations X Commty. Immun. prog.
CARE School Eye and Hearing School Health prog.

Testing

Malaria Smears X Surveillance prog.
CoMtLt | - Tuberculosis Smears X Mo
CAZLE Malaria Surveillance Surveillance prog.
DISEASE Tuberculosis Surveillance Special Care prog.
CONTRDI and Defaulter Control

Trachoma Surveillance prog.

tmmunizations Community Immun. prog.

Sate Vater Safe Water Program
ENVIRON=- Safe Latrine Safe Latrine Program
MENTAL Waste Disposal Waste Disposal! Program
HEALTH Public Facilities Inspection Program

Inspection
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FIGURE | (cont'd.)
SERVICE LOCATIONS OF WEILL-DEVELOPED BHC'S

Location of Services
Program Components AT BHC In Community
Itself
To patients X
HEALTH To groups at BHC X
EDUCATION To schools School Health Program
To community groups Health Education Program
FOOCD Children X
None
DISTRI- Women X
BUT 10N




-|2-

Staffing Patterns Necessary to Adequately

Implement the Medical Public Health Functions

If the BHC is to truly serve a population of 25,000 people with
individual services at the BHC and community-based public health
programs, it must have adequate numbers of staff. Given the serv-
ices as discussed previously, the following staffing patterns
would be necessary to effectively implement the jobs given to the

BHC.

Individual Services at the BHC !tself

Individual services at the BHC are given when demanded by i"e
population. Therefore, the number of staff needed is determined
by the number of visitors per day. The WHO has recommended an
average of 2.5 visits/person/year as a desirable standard. For
the well-developed BHC in this example |.5 visits/person/year will

be used as a minimum standard. That ic,if the BHC does not see

1.5 x 25,000 persons per year, it is not providing the minimum
number of individual services at the BHC (in developed countries,
the average visits/person/year is well over 3). For our well-
developed BHC, the yearly workload for individual services demanded
by the people should exceed 37,500 or about 150 visits/day not in-
cluding food distribution. The distribution of these visits should

be as follows:

Visits 9

Sickness care 12 75

Maternal care g(a) 6
Well child care o 29(®) 19

150 00

(a) 1075 pregnant women in the population (CBR of 43) x 2 visits/
pregnancy + 250 working days
(b) 950 children O-I! months x 4 visits/year (3 for immuniza-

tions)plus T
%%50 cnildren {2-35 months at 2 visits/year = 7300 visits +
0 working days = 29 visits/day
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Three BHC personnel are primarily responsible for providing the
individual services fto people who come to the BHC. These are the
doctor, the female health worker (nurse midwife or auxiliary nurse
midwife) and the male nurse. The doctor offers services to sick
people and sees referrals from the femnale worker or male nurse.

The female worker sees slick children, some sick adult women, and
routine maternal and well child care. The male nurse offers indi-
vidual services to sick people mainly for minor surgical and dress-
ing care. Given the assumptions |isted below(C), the workload for

each of these personnel at a well-developed BHC would be as

follows:

Worker Patients/day Time required/day| Workers Required
to Fulfill This

| Obligation

Doctor 72 |2 hours 2

Female

Worker 72 12 hours 2

Male

Nurse I 6 hours |

(c) Doctor: 60% of sickness care, 10% of maternal and child care
(referrals), 5% of male nurse patients, and 10 minutes/patient
= (12 x .6) x (38 x .1) x (112 x .1 x .05) = 72 patients x
10 min/pt # 60 min/hr = 11.8 hours.
Female Worker: 30% of sickness care, all maternal and wel |
child care at IC min/person.

Male Nurse: 10% of sickness care at 30 minutes/person.
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One other individual service is regularly given at the BHC and

that is food distribution. If one assumes fthat one-half of persons
visiting the BHC for maternal care and child care would be eligi-
ble, then there would be 19 visits/day for food distribution, In

a well-developed BHC this function would be filled by an admin-
istrative clerk. |f it takes fwo hours/day to prepare the food
distribution requirements and ten minutes/recipient the manpower

need would be as follows:

Worker ! Clients/day Time required/day Workers Required
i to Fulfill This
i Function
i
i
]

Clerk l 19 5 hours

Public Health Programs in the Community

Community health programs are planned programs. In a well-de-

veloped BHC, each proaram must have sufficient personnel to do the
job at some minimum level of performance. Therefore, it is im-
portant to analyze each program fo see what the manpower require-

ments are.

The communicable disease and high risk surveillance program has as

its objectives the visiting of each household in the community at
least four times a year. The surveillance ifself can be done by
trained villagers. The number of villagers needed is determined
by workload analysis. Assuming that each villager can visit elght
households a day and that about 3675 households exist in the
population (6.8 persons/household In Afghanisfan), then one sur-
veillance worker could visit 440 households in each quarter of the

year (8 households per day x 55 working days in one quarter = 440
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households). The number of workers nceded then is 3675 = 440 =
8-9 workers. This is the number of workers needed to provide

surveillance services to the community.

The community immunization program has as its objective the

immunization of 75% of susceptibles in the community. There-

fore, the workload is dependent on the number of susceptibles.
Assuming that all persons are susceptible, then the workload is

75% x 25,000 = 18,500. In a wel |-developed BHC, the worker

should be able to visit about 16 households/day. |f each

household requires three visits to complete the immunization
services then each worker can cover 1200 households/year. (16 x 5
days x 15 weeks). Therefore, in the first year 3 vaccinators would
be required. After the first year, all households should be visited
once a year to find children born in the last year but whose
mothers have not brought them to the well child program of the

BHC (where they receive immunizations) and to find new families

in the community. Then, one or two vaccinators would be suf-

ficient.

The special care follow-up program would give special attention

to high risk families. In Afghanistan, about 20% of the families
would be high risk and thus the program would cover about 12
visits per year or about 8820 visits/year. One worker could visit
about 6 households per day during the 250 working days of the year
so six special care follow-up workers would be needed. These

workers should be mid-level female health workers.

The family planning motivation program has as its objective quarterly
visits to all households. This activity can be done by the sur-
veillance workers as they make quarterly visits, However,

interested families should receive follow up by other family

planning workers, then 735 households should have a follow-up visit,
If a mid-level family planning motivator visits 4 households per
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day, then one mid-level family planning motivator is needed

to supplement the surveillance workers.

The school health program offers vision and hearing tests to the

school plus surveillance for selected infectious diseases (school
health teaching is the responsibility of the teacher and not the
BHC). Each schoo! should be visited quarterly and each visit should
take one day. |In a population of 25,000, there will be about 6925
children in the 5-14 age group. |I|f one half of them are in school,
there will be about 3462 schoo! children in 3-6 schools. Thus,

the workload is 5 schools per quarter or oneweek of work per

quarter requiring about |/10th of one female worke's time.

The safe water program has an objective of 80% of households having

safe water at the time of use. This would require safe sources

of water plus safe storage and use of water. The number of house-
holds to be included would be 2940. |f the entire population were
densely crowded, perhaps a few water sources would be sufficient.
More likely, in Afghanistan, for example, at least 150 safe sources

would be needed {tube wells).

Each source would require construction but let us assume that a
construction department did that work. Each source would require
two kinds of maintenance: preventive maintenance and repairs of
broken down sources. Data on repair rates is hard to find but, for
the purpose of this analysis, let us assume that 5% of all tube

wells need repair each month and that two wells can be repaired

by one person in one day. |In that case, about 8 wells would need

to be repaired each month or 4 work days/month for one worker. In
addition, a good safe water program would have preventive maintenance
where all sources would receive monthly visits. |f there are 150
sources and the worker can visit 10 each day, then |5 days/month are

required to serve a community of 25,000 people.
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However, for an effective safe water program, having safe sources
is not enough. It is also necessary to have safe storage and

safe use of the water. This requires a community health education
program in which each household is investigated and those house-
holds not practicing water safety receive health education. In
Afghanistan, one could assume that 75% of households don't practice
water safety in storage and use. These households would require
quarterly visits by safe water program personnel to have some
reasonable effect. These habits are difficult to change and would
require about one-half to one hour health education sessions. One
worker could do about 6 of these in one day. Based on 75% of 3675
households, an effective safe water program would require 2 workers
to give safe water education. The safe water program would then

require three persons to do an adequate job.

A safe latrine and waste disposal proaram might have as its

objectives 80% of households having safe latrines and safe waste
disposal. This would require construction which would probably be

a BHC function. Construction of safe pit latrines would require one
day per household. Maintenance of latrine and waste disposal safety
through inspection programs for those households in which latrines

are not well maintained and wastes are poorly disposed of. |f the
construction program had an objective of helping install 25% of house-
holds per year with pit latrines, then 735 working days would be
required. This would mean three permanent latrine construction advisors
would be needed. The latrine maintenance program would be similar to
the safe water education program and would require two workers. There-
fore, the safe latrine and waste disposal program would require 5

workers in a well-developed BHC.

The public facilities inspection program has an objective of inspecting

all restaurants, hotels, and selected public facilities quarterly.
In a community of 25,000, the number will be variable but probably

includes at least 20 facilities of varying sizes.
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Each inspection could take one hour and therefore about six could
be done in any one day. Thus, this activity would take about 3
days/quarter or 12 days/year. This would be about 5% of another

worker's time.

The health education program has an objective of providing twice

yearly health education to groups in the community with special
emphasis on maternal health and childbearing. |f each ten house-
holds were considered to be one group (!5 women-about the maximum
size of groups where discussion and question and answer periods are
effective), then about 736 group sessions should be given in one
year. A health educator could give about two of these in one

day in the community and,thus, 368 working days would be required

to fulfill this function. |In addition, group health education
should be given daily at the BHC as a full-time job. Thus, an
effective health education program would require 2 /2 - 3

workers.

When one adds up the staffing required fo adequately provide each
of the BHC functions-individual services and community public

health programs - the following results are seen.



Individual Services

Community Public Health
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TABLE |

Workers Type Number Required

Doctor

Female Worker

Male Nurse

Food Distribution clerk

Programs

Survei!lance
Immunization
Special care
Family planning
School health
Safe water

Safe latrine
Public facilities

inspection
Health education

Trained villagers

Vaccinator

Female health workers

Female mid-level motivator

Female Health Worker

Well maintenance

Well inspection and water
education

Latrine construction

Inspection and education

Inspector/health educator

Health educators

Total workers for medical/

public health services...say

2
2
|
I

—_——— O\ N O

1/20
3

35+

35

This analysis shows that about 35 workers would be necessary just

to provide the medical/public health services to a community of

25,000 people. While this may seem excessive, one should con-

sider how many such workers would exist to serve a community of

25,000 people in a developed country -~ probably over 280.

. In the USA, there would be 17-20 doctors, 70-80 nurses, 70-80
other paramedical personnel and probably over 100 public health
workers working in various areas including the water and sewer
departments. The total is about 280 persons.
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Medical/Public Health Skills Needed in a Well-Developed BHC to

Adequately Carry out its Function

Having a sufficient number of service personnel is hardly adequate

to effectively carry out the functions a well-developed BHC would
have to perform. Each worker needs the proper skills to do his/her
job. The following list shows what overall skills would be necessary
in each worker to effectively do the job, Of importance is the fact
that the BHC is a unit that offers outpatient individual services in
a rural setting. It is not an urban hospital with bed patients.

In the community public health areas, the same holds true. The BHC
is a rural public health unit and workers need skills in working in
public health programs in the rural environment--not in working in

the capital city or other large urban areas.

Figure 2

WORKER TYPE JOBS SKILLS NEEDED TO PERFORM EFFECTIVELY

Doctor Sickness care Outpatient medical diagnosis and

treatment

Outpatient minor surgical procedures

Outpatient care for sprains, fractures,
contusions, including the ability fo
put on a cast

Outpatient gynecological care and
referral care for complications of
pregnancy

Outpatient mental health care

Emergency diagnosis and treatment for
life-threatening conditions

Female Sickness care Outpatient diagnosis and treatment for
workers common minor medical conditions of
(ANM or women and young children

mid-wife)
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WORKER TYPE

JOBS

. SKILLS NEEDED TO PERFORM EFFECTIVELY

Female workers
(continued)

Maternal care
at the BHC

Child care
at the BHC

Special care
follow-up in
the community

Outpatient care for routine preg-
nancies, diagnosis of high risk
pregnancies, management of labor
and delivery for normal pregnancies,
routine postpartum care and care
during lactation

Outpatient care for children who are
not acutely sick including assess-
ment of growth and development,
assessment of the need for im-
munizations, and vision and hearing
testing

Follow-up through home visiting of
high risk pregnancies and high risk
children, particularly malnourished
children

Male Nurse

Sickness care
at the BHC

Outpatient care for trauma and burns

Food distri-
bution clerk

Food distri-
bution at the
BHC

Reading, writing, clerical recording
and reporting, filing of records,
preparation of WFP materials

Village sur-
veillance
workers

Surveillance
program in
the community

Reading of surveillance forms (may be
non-literate forms), ability to
walk in the community and talk to
people,basic knowledge of diseases
and conditions under surveillance,
basic communications skills

Vaccinator

Vaccination
at the BHC
Community
immunization
program

Storage and care of vaccines, re-
frigerator maintenance, injection
techniques, basic recording and
filing
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WORKER TYPE JOBS SKILLS NEEDED TO PERFORM EFFECTIVELY

Family planning

motivator

Motivation in
the community
for inter-

ested couples

Advanced motivational skills and
communication skills

Well mainten-
ance special-

ist

Safe water
program

Repair of tube wells, ordering and
storage of parts and iubricants,
preventive maintenance of tube
wells

Water safety
educator

Safe water
program

Advanced water safety education and
communication skills

Latrine con-
struction
specialists

Safe latrine
and waste
disposal
program

Construction of pit and water seal
latrines, ordering, storing, and
maintenance of equipment

Latrine and

Safe latrine

Advanced communication skills,

Waste dis- and waste advanced latrine and waste dis-
posal safety disposal posal maintenance skills
specialist program

Health educa- Community Advanced subject matter and com-
tion special- health edu- munications skills, community

ists (MCH)

cation pro-
gram

organization and group dynamics
skills

This list demonstrates advanced

perform their jobs.

Without tt

able to effectively work. When
BHC doesn't do its job.

skills are needed by most workers to
se skills, workers are unlikely to be

this happens, morale falls and the

These skill needs demonstrate the importance of the training function.

Workers must have specific training in the environment in which they

will work and perform their jobs under the supervision of their
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teachers until they can do the job without supervision. Each job

must have a careful analysis of its component parts and the ftraining
organization must insure that the workers have all the skills necessary
for each and every part of their jobs. Training in urban environments
and hospital settings is inadequate preparation for work in a well-
developed BHC.
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MANAGEMENT/ADMIN I STRATIVE FUNCTIONS OF WELL-DEVELOPED BHCs

Although the BHC is primarily a service delivery unit, it has many
management/administrative functions as well. |t has internal
management functions to manage its own personnel. In a well-developed
BHC, there would be about 35 service workers providing individual
services at the BHC and working in 9 community public health programs.
Since individual services at the BHC are given on demand to people

who visit the BHC, the internal management of this function of the BHC
is net too difficult. However, the community public health programs
are planned activities and require sufficient personnel and skilled
personnel if these programs are to have effective management/
administrative support. The BIIC also exists as part of a larger system

and thus has various recording and reporting functions for higher

level management units.

Figure 3 lists the major management/administrative support functions

necessary to operate a well-developed BHC.
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FIGURE 3

MANAGEMENT/ADMINISTRATIVE FUNCTIONS OF WELL-DEVELOPED BHCs

FUNCTION NECESSARY COMPONENTS ACTIVITIES NEEDING FUNCTION
Demonstration of need The actual planning of BHC
Development of recep— activities is the job of the
: pme P Basic Health Services Department
tive environment X
as part of its research and de-
Design of the activi=- velopment functions. The activi-
ties and how to do ties needing planning include the
PLANNING them individual services activities,
Design of the manage- all of.The publ!c heélfh.programs,
(surveillance, immunization,
ment support systems . X .
special care, family planning,
Manning of the system school health, safe water, safe
. . latrine and waste disposal,
Field testing and . Syt . .
revisions public facilities inspection, and
health education), and the
Start-up planning reporting to higher management
units
Start-up management Responsibility of BHS headquarters
Scheduling of services Scheduling of individual services
and workers and workers
Scheduling of community public
health programs and workers
Allocating work among workers
Maintaining flow of patients
through the BHC
3?5?2;10NS Managing use of supplies Ordering, maintaining inventory
MENT and equipment control for drugs and equip-

Controlling the quality
of work

ment

Supervising of work of individual
services activities

Supervising of work of community
public health programs

Supervising of reporting to
higher units
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]

FUNCTION NECESSARY COMPONENTS ACTIVITIES NEEDING FUNCTION
Managing the support Managing the local budget
systems Managing holidays and personal

leaves
In-service training
Maintaining relations with
government officials and other
decision makers
Revising and updating Responsibility of BHS head-
the system as new quarters
information becomes
available

Assessing the results of  Responsibility of the BHS head-
the activities against quarters
the plan y

EVALUATION

This list demonstrates the many management/administrative tasks in
operations of the BHC and its programs, particularly the community public
health programs. In a well-developed BHC, what would be the staffing
patterns necessary to give adequate management/administrative support

to BHC medical/public health services and programs?

Staffing Patterns for Management/Administrative Personnel in a Well-
Developed BHC

Figure 4 lists the staffing needs of a well-developed BHC for management/
administrative functions. For the support staff, only the administrator
is shown although there would be clerks, drivers, sweepers, etc., in
addition. The list shows that an additional eight management personnel
would be needed including one community public health program manager

and 5 supervisors for the community health programs with 3 or more

personnel.
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FIGURE 4

STAFFING NEEDS AT A WELL-DEVELOPED BHC
MANAGEMENT/ADMIN | STRATIVE FUNCT IONS

FUNCTION INDIVIDUAL SERVICES  COMMUNITY PUBLIC HEALTH PROGRAMS
Schedul ing Doctor Community health program manager
Managing use of Pharmacists (drug)
supplies and Logistics specialist (shared)

Logistics special-

equipment ist (shared)

Controlling the
quality of work Doctor Surveillance program supervisor

Special care program supervisor
Safe water program supervisor

Safe latrine and waste disposal
supervisor

Health education supervisor

Managing the Administrator
support systems (for entire BHC)

Manacement/administrative skills needed in a wel|-developed BHC

Figure 4 shows that the doctor and the pharmacist have management/
administrative functions in addition to their medical/public health
Job (doctoryor their technical support Jjob(pharmacist). The other
eight jobs are purely management jobs. The skills needed for these

jobs are shown in Figure 5 below:
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FIGURE 5

MANAGEMENT/ADMIN I STRATIVE JOBS
IN A WELL-DEVELOPED BASIC HEALTH CENTER

WORKER TYPE JOBS SKILLS NEECED TO PERFORM EFFECTIVELY

Doctor Scheduling Planning individual services targets

Planning hours of operation for indi-
vidual services

Allocating work among staff for indi-
vidual services programs

Quality control Performance evaluation skills for medical

for individ- care activities, basic teaching and
ual services communications skills, motivational
programs skills
Community Overatll manage- Public health subject matter, basic
Health ment of com- planning skills, advanced operations
proaram munity public management skills (all aspects),
manager health pro- evaluation skills
grams
Logistics Managing use of Ordering and inventory control for medical
specialists supplies and and public health equipment
equipment
Program Controlling the Performance evaluation for public health
supervisors quality of work activities, basic teaching and com-

munication skills, motivational skills

Adminis~ Managing the Personnel management, financial manage-
trator support ment, information system management,
systems physical plant management

The management/administrative responsibilities of the doctor are limited if
there is a community public health program manager to manage al! public
health activities. [f the doctor remains in charge of this well-

developed BHC, then the doctor must have necessary skills in public
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health subject matter to give effective guidance to the commun ity

public health program.

In this approach to the management of a well-developed BHC, the doctor
retains a primary focus on sicknéss care and the quality of maternal

and child care in the BHC. As he has spent about 6-8 years preparing

for this job, he should be able fo perform this work effectively. The
doctor would require specific training in performance evaluation, commun-
ications, on~the-job training, and motivational methods to supplement his
usual medical education and he should have adequate training in medical

school in public health conditions of his country.

The key to the success of the coﬁmunify health activities is the
community health program manager; This person should be skilled in
public health content and in basic management. Either a col lege degree
program in public health management or a two year special course would
provide such a worker with the cqifical management skills so lacking

throughout the developing world. ,

Besides a community health program manager, mid-level supervisors are
needed to supervise all aspects of the community health program. Ffor
effective programming, an adequate span of control and mid-level super-
visory skills must be present so that both diagnostic and corrective

action systems can be developed.

The administrator is another key element in operating effective BHCs.
He maintains control over management support systems, particularly
financial control, personnel management, and care of the BHC building

and equipment.

If these personnel were present, adequately skilled, had adequate
budgets, and were adequately supported by higher level units, the BHC
could be an effective force in improving the mortality, morbidity, and
disability for its community of 25,000.
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D.  MANAGEMENT/ADMINISTRATIVE FUNCTIONS OF A WELL-DEVELOPED BASIC
HEALTH SERVICES HEADQUARTERS

A Basic Health Services Headquarters (BHSHQ) has 6 main jobs:

Management of existing basic health service units
and their activities and programs

Research and development of new services and programs
and research and development to improve existing
services and programs.

Coordination with other units of government in areas
pertaining to basic health services,

Training of personnel within the basic health services
to maintain and enhance skills.

Evaluation of BHS activities/programs.

Management of BHSHQ itself and other intermediate
management units,

Each of these jobs requires the application of the management process

-~planning, operations management, and evaluation. Figure 6 shows

the activities needing these functions in the area of basic health

services in a well-developed BHSHQ.

FIGURE 6
MANAGEMENT/ADMINISTRATIVE FUNCTIONS OF A

WELL~DEVELOPED BASIC HEALTH SERVICES HEADQUARTERS

FUNCTION NECESSARY COMPONENTS ACTIVITIES NEEDING FUNCTION
Existing Programs
Objectives Individual services activities
for BHCs
Outputs Community public heatth program
PLANN ING activities of BHCs
Quality standards Coordination planning for
logistics, personnel, finance,
training
Inputs Training activities within

BHSHQ
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FUNCTION NECESSARY COMPONENTS ACTIVITIES NEEDING FUNCTION
New Programs
Demonstration of need Research and development of new
! activities and programs
for BHCs
Development of receptive Research and development of new
environment or improved management/
administrative systems
Design of the services/
PLANNING programs
(cont'd) Design of the management
support systems
Manning of the sysiem
Fieldtesting and revisions
Start-up planning
—1
Start-up management New activities or programs of
BtZs
New management/administrative
systems within BHCs
Scheduling of services Within BHS management/admin-
istrative units
Training activities within BHSHQ
OPERATIONS Managing use of supplies Within BHSHQ
MANAGEMENT and equipment
Of BHC'S
. . Of BHSHQ
Confrolling the quality Of training within BHSHO
Of intermediate management units
Managing the support Within BHSHQ
systems
Revising and updating the All BHS units
system as new infor-
mation becomes available
EVALUATION Assuring the progress BHC activities and programs

toward the objectives
Worker skills after training



-37-

Staffing Patterns Necessary to Effectivelv Manage a BHS System

Within the BHSQ, there should be smaller units to fulfill the major
Jobs of the BHSHQ: management of 8HCs; research and development of
new activities/programs; coordination with other government units;
training; evaluation; and headquarters administration. Each of these

will be discussed in some detail.

BHC Management Unit: Management of existing activities and programs

of BHCs is mainly done through supervision and statistical reports.
Effective supervisory control requires a span of control of one super-
visor for each 5-8 BHC'S. A well-developed BHSHQ with 100 BHC's would
have from {3-20 supervisory teams. Each team would have one member
for supervision of the individual services programs, one member for
supervision of each of the major community health programs, one to
check supply and equipment maintenance, and one for supervising the
support systems. In this situation, there would be 8 persons per
supervisory team or from |04-160 supervisory personnel. To maintain
an adequate span of control of the supervisory teams, 3-4 supervision
managers would be necessary plus one person in charge of the entire

supervisory program, 7-10 clerical staff would be necessary.
Management of the statistical reporting system would require about one
clerk for each 20 BHCs and one manager for statistical reporting--

a total of 6 persons in our example.

Thus, management of existing BHCS would require about 140 personnel

for effective management control exclusive of secretarial help.

Research and Development Unit: The research and development unit in

a well-develop~d BHSHQ would have one group concentrating on medical/
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public health services and another group concentrating on management/
administrative functions. Each group probably would have at least
five research and development personnel. The total would be not less

than |0 persons.

Coordination Unit: The main jobs for coordination within the ministry

involve logistics, personnel, finance, and training. A well-
developed BHSHQ would have a management person in each of these areas
plus clerical support. In our example, a coordination manager and

four management specialists would be adequate plus clerical staff.

Training Unit: The training unit offers in-service training to BHC

personnel in medical/public health skills and in basic management/
administrative skills. |f each worker is to receive in-service edu-
cation twice per year for 3 days (once on medical/public health skills
and once in management/administration-~a minimal program) with a clase
size of 20-30 and there are 100 BHC's with 8 types of workers in eacn,
then about 30-40 trainers would be needed. 6-8 trainer supervisors
would be needed as well as a training coordinator. In addition, 4
curriculum developers would be needed and 2 testing specialists. This
curriculum development and testing unit would require a manager.

There would also be a training aids staff of 4-8 and a training
materials administration staff of 10 or more. The whole training

unit would require 2 senior training managers and would have 65 or

more personnel plus clerical staff,

Evaluation Unit: The evaluation unit would evaluate the activities

and programs of existing BHCs and of the training unit. It would
have specialists for individual services evaluation and for each

ot the community public health program types. In addition, it would
have personnel in management systems evaluation. To support these

staff, research design and statistical personnel would be present



-34-

as well as an evaluation manager, Most likely, over |5 personnel
plus clerical staff would work in such a unit in a system having
100 BHC's.

Headquarters Administration Unit: |f the rest of the BHSHQ unit had
about 235 personnel plus clerical staff, a headquarters administrative
unit would need 25 or more people to manage the personnel records,

office supplies, pay records, etc., of such a large system.

This analysis shows that about 260 people plus clerical staff would
be necessary to adequately manage a BHS system with 100 BHCs. These
people could all be in a BHSHQ--or a BHSHQ plus intermediate manage-

ment units as an organizational pattern.

Management/administrative skills needed in a wel l-developed BHS
Management System

Figure 7 shows the management/administrative skills needed to optimally
manage a well-developed BHS management system. Of importance is that
some level of management skills--mostly mid-level and advanced level
skills are needed to operate a large, decentralized health system

effectively.
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FIGURE 7

BASIC HEALTH SERVICES MANAGEMENT SYSTEM

BHC Management Unit

SKILLS NEEDED TO PERFORM

OPT IMUM

WORKER TYPE JOBS EFFECTIVELY QUALIFICATIONS
Supervision Overatl | Advanced management skills  MD/MPH/MBA
program di=- management with special skills in

rector of super- performance evaluation,

visory pro-
gram

worker motivation, train-
ing, and communications

Advanced medical/public
health knowledge

Supervision

Direct super-

Same as program director

Same as program

team vision of 5~ director
managers 8 supervis-

ory teams
Individual Supervision Mid-level management skills MD with mid-
services of sickness level managc-

supervisors

care, mater-
nal care,
child care

Advanced medical skills
and some public health
knowledge

ment training
(certificate)

Surveillance
program
supervisor

Supervision
ov surveil-
lance pro-
grams

Mid~level management skills

Mid-level public health
skills

Senior nurse
with mid-level
management
training
(certificate)

Safe water
program
supervisor

Supervision
of safe
water
program

Mid-level management skills

Training in water safety

Environmental
engineer with

mid-level manage-

ment training
(certificate)
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WORKER TYPE

JOBS

SKILLS NEEDED TO PERFORM
EFFECTIVELY

OPT IMUM
QUAL!F ICATIONS

Safe latrine
and waste
disposal
program
supervisor

Supervision
of safe
latrine and
waste dis-
posal pro-
gram

Mid-level management skills

Training in latrine and
wasTe disposal problems

Environmental
engineer with
mid-level manage-
ment ftraining
(certificate)

Health educa-
tion program
supervisor

Supervision
of health
education
program

Mid=level management skills

Training in healTth
education

Health education
(MPH) with mid-
level manage-
ment training
(certificate)
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E. PLANNING FOR THE FUTURE: The Nature of the Basic Health

Center

Afghanistan is not alone in having unrealized expectations
for the Basic Health Center. The generally accepted idea of
the BHC, based on the work of John Grant in India in the 1930's

and 1940's, has numerous conceptual flaws.

First of all, the BHC is the mos+ peripheral unit of large
governmental ministries. The BHCs are distributed widely

in remote and difficult living environments. The abilities

of developing countries to manage these remote, decentralijzed
units is extremely |imited. Poor roads, lack of telephone
communications, and a poorly understood definition of operating

procedures for BHCs contribute to ineffective management.

Secondly, the expected Jjobs of the BHC are too complex.

The BHC is not a simple unit in most developing countries.

It is first and foremost a medical unit for the care of sick
people. That is its primary job because that is what the
people want and expect. They want relief from fear, pain,
and suffering when sick. In addition, in most developing
countries, the BHC is supposed to be the public health
department for its surrounding area. This function js almost

never effective. Why is this?

One reason is that public health programs are planned
activities that require a degree of management sophistication
not commonly found in the personnel assigned to the BHC.
Secondly, inadequate numbers of personnel are assinged to

do the public health tasks at a minimum level of effective-

ness. For a community of 25,000 people in the USA, there
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would be about 150 persons involved in sickness care and over
I00 involved in community public health including water and
sewer department personnel. How the BHC in Afghanistan is
expected to make improvements fn community health for 25,000
people with three medical workers and three public health

(
workers is difficult to imagine.

Thirdly, the training of workers is inadequate and inappro-
priate to their jobs at the BHCs. The doctor in particular
is inappropriately trained. A Job analysis of the doctor's
Job, as presently conceived, shows that up to 50% of his time
should be spent in managemenf—%ela+ed activities. Yet doctors
receive no management training and their technical training
is urban-based and hospital specific. How they can be expected
to be effective BHC managers is also difficult to imagine.

|
The issues of BHC management need to be faced. Should a doc-
tor with seven years of technical training spend one half
of his time in activities outside his field of training?
s he motivated? Is this the best use of his time? |f the
BHC is to fulfill community health functions, perhaps a BHC
manager should be ftrained to relieve the doctor of the
administrative tasks of the BHC. The doctor and the adminis-
trator should jointly plan community programs and the adminis-
trator should be responsible for their implementation. This
administrator should have a college degree and specialized
training in BHC management. However, as shown below, the

BHC needs to be redefined.

Fourthly, the management of a Basic Health Center system, as
presently conceived, is too complex a management task for

most developing country ministries. A well-developed BHC
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would have four or more medical care programs and up to nine
community health programs. Each medical care program and

each community health program have multiple sub-components
each requiring management control. The amount of information
needed to manage this number of functions correctly is extremely
large. The conversion of This(dafa into processed information
in a form for management decision-making requires the analysis
capabilities of the Basic Health Services Department to be

at least moderately sophisticated. This situation is unlikely
to be found in personnel working in health ministries. In
fact, the design of such an information system is a complex
task that might take 3 years o% high level technical assis-
tance to develop and field test before any management at al|l

might occur.

In addition, the abilities of qeveloping country health
ministries to respond to performance deficiencies are limited.
Most of the required management support systems to correct
deficiencies are underdeveloped. These systems must be
designed, field tested, and staff trained in such a way that
all the systems begin to function well about the same time.
This systems analysis and design capability is usually missing
and the need for it poorly perceived in health ministries

dominated by doctors trained in hospital medicine.

Fifthly, the financial constraints on poor countries limits
the number of activities that they can successfully pursue.
Afghanistan was spending 40¢ per capita on health. Only 12¢
went to basic health services. To achieve anything with [2¢
per capita takes careful planning and cost-benefit types of
analyses. These analyses are rarely done so that ambitious
programs are underfinanced and hence understaffed. Then

each program functions at less than minimum standards for
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possible effectiveness. As a result, morale plummets,
cynicism sets in, personnel begin to look out for themselves

and the system becomes corrupted.

What Should Be Done

The aoa!l ot the health system is to provide sick people with
relief from fear, pain, and suffering and to improve the heal+th
stetus of the people. For this to be Jone, people must receive
medicel services upon demand in the closest possible areas

to their homes. The majority of sickness problems are simple
one:z and, as this project has shown, can be successfully handled
by frained villagers. The Job of the BKC is to be the first
referral point for problems villagers themselves can'+? solve.

To do this job, the medical capabilities of the staff must

be well developed through specific training for providing

medical services in a BHC setting. They must have adequate

Supplies of emergency drugs at all times plus well-functioning
e€nerzency equipment. BHC workers must have emergency and minor
surzical skills to be effective. The medical job should be the

main job of a stream!ined and simplified BHC. The Job of the

government is to develop as many of these low cost units as

Fossible and distribute them widely among the population to
support trained villagers giving primary care.

The community public health Jobs are complex and require
adequate manpower, skilled planners, and operations managers
backed up by adequate management units with supervisory and
evaluation capacity. In most developing country settings,
the health of the people would be better served by separating
the public health Jobs from the BHC. In developed countries,
with all the skills in higher levels, the public health

departments are kept separate from the medical units. It is
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unlikely that developing countries with lesser trained
personnel! can do what developed countries cannot. The BHC
should not have public health jobs in the community. Other
units should be developed that can refer community health
problems requiring sickness care to the BHC, but which can
take care of other community Healfh problems themselves.

In the financially deficient developing country situation,

each community health activity should be carefully studied

for manageability and cost-benefit and only one or two
activities should be implemented in the beginning. I'f this
occurs, the managers will be able to grow in skills at the

same rate the jobs require and the personnel for each program

will be sufficient to achieve minimum effectiveness.

Recommendations for BHCs and Public Heal+h in Rural Developing

Countries

The following recommendations are certainly applicable for
the least developed countries. Countries moderately to well-
developed should consider adding other jobs to the BHC only
if their management systems are adequately staffed and

developed.

Recommendations

t. Simplify the BHC. Limit the number of services that the
BHC performs to medical care at the BHC. Planned activ-
ities requiring community involvement should be limited
to deliveries on request and tuberculosis defaulter

follow=-up.
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Determine the numbers of personnel needed by an analysis
of demand. The types of personnel should be doctor(s) if
enough exist in the country or mid-level paramedical
workers plus female heaITH workers and perhaps another
person such as a male nurse to assist with dressings and

to do the tuberculosis foilow—up.

Determine the standard drug lists for this unit and assure
adequate supplies and a resupply capacity. Determine the
cost of this system to be effective, the manpower needs
and skills, the transport requirements and develop an
effective system. Don't scrimp money on this system.
Budget it fully and do it right.

Develop a standard medical equipment list for this simplij~-
fied unit with equipment for emergency care and minor
surgery. The BHC can't just be a pill dispensing opera-

tion.

Design and field test management contro! systems to moni-
tor the quality of medical care rendered by the BHC. Med-
ical care standards must be developed and performance
compared with the standards. The analysis capability

of the management units must be deveioped so that the

data can be converted into tabular and graphical displays
of processed information that compare performance with
standards and compare trends over time. The complexity

of this simplified information system will tax the

capability of most developing country ministries.
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Make sure the ministry can take correctijve actions for
deficiencies found. Insure that adequate positive and
negative incentives exist to reward good work and punish
poor work caused by Jlack of motivation. Have an adequate
training capacity to reme@y poor performance caused by

lack of skills.

The training capacity of the management units for BHCs
must be planned to be able to react to deficiencies found,
but also to have standardijzed practical training to pre-
vent skill decay and to give new skills. New skill devel-

opment is not the primary function of a continuing educa-

tion unit. Basic skills must be developed in the basic
training programs: medicine, nursing, and paramedical
schools. Make sure that the budgets and manpower needs
are met.

Conduct a careful cost-benefit analysis for community
public health programs. Determine the minimum budgets,
manpower requirements (cervices and management control
personnel), transport requirements, and supply require-
ments for each program. Make a priority list of programs
based on expected benefit, costs, and complexity of man-
agement. Determine, based on the budgets available, how
many of these programs should be developed correctly.

Do those and don't do the others until more budgets be-
come available. An ineffective program isn't worth

doing.

Have an entirely separate services structure and man-

agement structure for the community public health pro-
grams. Don't have the same managers attempt to manage
the BHC and the community public health programs. The

nature of the jobs is very different.
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10. Train public health workers in management techniques
as well as the content of public health practisne. Stress
applied learning in the field. Carefully analyze overseas
training programs to try and get programs with a primary
management focus which uses public health knowledge to do

things.

't The final result will be numerous simplified BHCs spread
throughout the country. They will provide medical backup
to trained villagers who give the primary care in the
villages. In addition, perhaps at different levels of
population, there will exist public heal+th departments,
separately managed, which wil| carry out one or more
Public health programs based on the priority list and
budset available. The public health departments will
be manazed best by a non-physician college graduate with

special training in public health management.

Recommendations for Donor Planning and Phasing of Projects

~

in Pural Health

The following recommendations for donor planning and project
phasing in rural health should increase both the effectiveness

and efficiency of rural health projects.

Recommendations

. Consider carefully the recommendations made for the nature
of the BHC and for management of the BHC.

2. Consider carefully the recommendations made for analysis
and development of public health programs, particulariy
the needs for each program to be adequately budgeted and

staffed to perform at some predetermined minimum standard.
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Think of projects in phases. Phase | should take from

one to two years and the following activities should occur.

3.1 Send as many developing country managers or potential
managers abroad for basic management training related
to medical care and public health in developing
codn+ries. These courses would be one-two years

length.

3.2 Send as many developing country trainers or potential
trainers abroad for training in technical areas of
fraining: job analysis, training objectives devel-
opment, development of learning activities, course
sequencing and planning, pedagogy (how to teach),
and student evaluation and testing. These programs

will take one-two years to complete.

3.3 While workers are abroad receiving management and
educational science training, have technical experts
assist the government with a thorough analysis of
the BHC's jobs, its personnel requirements, its
management requirements, and jts evaluation require-
ments. Develop predetermined minimum standards for

all necessary management-influenced activities.

3.4 Study the curricula of the basic training institutions
for appropriateness to the needs of the country and

recommend changes.

3.5 Conduct a thorough cost-benefit analysis, using
technical experts, that will try to determine ex-
pected benefits to mortality, morbidity, and dis-
ability from different public health programs.
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Determine the budget requirements and staffing
requirements for each program to attain an accept-
able minimum standard of effectiveness. Rank the
programs and deferminé which should be attempted
first. Design carefu[ly the service packages and
Management requirements for the planned programs
and, if possible,pick leaders and begin staff

development training.

Phase Il activities are implementation-related. By this
time, the overseas Trainee% should have returned. They
should not be involved in ftime-consuming educational
advancement during implementation. I'f further people
are to go abroad, they should be people who will be in-
volved in Phase |1l activities. Phase Il will take 3-5
years and the following acfhvifies will be undertaken.
4.1 Involve the managers in the development of the medical
care management control systems and develop, based
on a priority list, the first management control

systems and plan for staff training and system start-up.

4.2 Assist the basic training institutions in changing

their programs to fit the needs of the country.

4.3 Set up the continuing education training unit and
develop curricula based on a survey of deficliencies
in skills of BHC workers. Don'ft develop curricula
for problems caused by poor motivation and management.

Begin training.

4.4 Do the detailed design for the public health programs

that will be implemented. Consider the services
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requirements, the management requirements, and the
staff development requirements. Begin training of
public health department managers who are college
graduates if possiblé. Their training in public
health management wihl take 9 months to a year.
Begin implementation of top priority program in the
second year of Phase |l. Don't add new services +o
public health departments without carefu! analysis
of the management control requirements for any new
service.
I
Phase 111 activities include the further improvement of
the medical care management control systems and, if budget
is available, the design and implementation of second
priority public health programs. In addition, an evaluation
of progress so far should oﬁcur with particular emphasis
on the improvements in the curricula of the basic training
institutions and how their graduates, if any, are perform-

ing in the BHCs or the public health department activities.

These recommendations should achieve an orderly development
of the rural health systems. Another requirement for the
success of planned programs is political stability, but
well-designed and implemented public health systems should

survive changes of governments!
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APPENDIX 2

TRAINING METHODS OF THE
NATIONAL TRADITIONAL MIDWIFE (DAI)

PROGRAM OF AFGHANISTAN
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TRAINING METHODS

One of the reasons that the National Dai Training Program in
Afghanistan has been successful has been that an illiterate
village dai, after the Dai Basic Training Course, can demon-
strate to health professionals that she can take a medical
history on a woman or child, perform a satisfactory physical
examination for important physical sians, make a correct assess-
ment cf the severity of the problem, advise appropriate treat-
mert (incltucing referral) and give health education. How can

an illiterate woman demonstrate these thinas after only five
weekhs of trainina? The answer lies in the dai training methods.
Tne Nztional Dai Training Program of Afghanistan uses a care-
fully cerganized approach to training based on an analysis of
The jots the dai must do in her environment. This organized
approach has been called Training by Objectives or Criterion
References Instruction by educational experts, Besides being
3 carefully desiagned approach to training, this method of
Training gives detailed and specific information about how

Tne procare~ is doing - its weak points and its strong points.
Thes, the trainine manaacers can be responsible for many train-

int fTeams znd know how students in each proaram are doing for
arny Civen sutject area of the curriculum (for example, ante-
natal care) or for any aiven process area of the curriculum

(for examile, history-taking). This feedback information about
student protress and performance allows immediate modifications
te irmprove weak training areas, and the trainina programs stead-

ily improve. Alsc, because the curriculum is carefully desianed
and easily evaluated, it is easy for trainers to use. It is
€czy tc Teach the trainers how to use the curriculum and it is
€3¢y 1O evaluate the trainers as well as the students.

The ftraining methods will be described by their critical com-
ponents 33 listed below. It is necessary that all these com-

ponents be successfully addressed if high quality, relevant
training is to be achieved.

CRITICAL TRAINING PROGRAM COMPONENTS

. Job Analysis
Development of Training Objectives
. Course Planning
Development of Learning Activities
. Development of Teaching Materials
. Development of Student Evaluation Methods
. Teacher Training
Good Recruitment and Selection Methods
Good Training Environment
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Support of the Graduate

. Feedback System for Improvements

How the National Dai Training Program used this systematic
approach In the training of village traditional midwives will
be described in this section.

Job Analysis

Job analysis is the process of determining very specifically
what the worker must do in a job. T compares the desired per-
formance to the actual performance and, where discrepancies
exist, devalops task mastery lists which guide the training
process.

The program strategy, based on analyses of the health situa-
tion, the demoaraphic situation, and the current and projected
status of the government health system |led to the determination

of the role and responsibilities of the dai in the overall plan
for improving the health of the rural people of Afghanistan.
The role of the dai is as fol lows:

Role

To provide primary health care to women and children
under the age of five years in rural areas where
access to the Basic Health Centers is difficult or
where trained female health workers do not exist.

Responsibilities

To recognize normal and not seriously sick people, from
high risk ancd seriously sick people; to refer high risk
and seriously sick people to the Basic Health Center or
Hospital and to offer treatment and health education to
normal and not seriously sick people.

From this definition of the role and responsibilities of the
dai in the overall health system of Afghanistan, a list of
desired performance skills was developed as shown below.

MATERNITY CARE
l. Antenatal Care

Recognition of a normal from an abnormal or high
risk pregnancy

Referral of the abnormal or high risk pregnancy

Nutritional treatment of a normal pregnancy

Health and nutritional education for the normal
pregnancy"
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Labor and Delivery

Recognition of the normal from the abnormal labor

Techniques of safe delivery of the vortex (head)
presentation

Techniques for safe delivery of the placenta

Recognition of problems of the newly born baby

Techniques of care of the newly born baby

Referral of women with abnormal labor and/or delivery

Referral of newly born babies with problems

Postpartum Care for Mothers

Recognition of the postpartum woman with complications

Referral of the postpartum woman with complications

Educaticn of the postpartum woman about breast care,
nuftrition while lactating, and hygiene

Postpartum Care for Children up to One Month of Age

Recognition of the normal infant from the sick infant
Referral of the sick infant
Education of the mother about care of the infant

in the first month of |jfe

Family Planning Education
Reasons for family planning

Methods of family planning
Education of the mother about family planning

CHILD CARE FOR THE UNDER FIVE CHILD

Recognition of the normal, seriously sick, and
not seriously sick child

2. Tentative diagnoses for |7 common conditions of
childhood, including malnutrition*
¥ Not Seriously Sick Seriously Sick
dalnutrition without Fever without other findings
infection Fever with malnutrition
Eye infection Fever with rash
Mild sore throat Fever with swelling
Mild cough Fever with a full sof+t spot or stiff neck
Mild diarrhea without Fever with earache
dehydration Fever with pus in the throat
Non-dangerous skin in- Fever with difficult, rapid, wet breath-
fections ing or cough with sputum
Worms Fever with painful or hard abdomen

Dehydration
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3. Treatment for 5 common conditions using non-prescription
drugs and nutritional therapy and referral of other con-
ditions

4. Education of mothers of children about general care

of the under five child; nutrition and feeding;
prevention, recognition, and treatment of the child
with diarrhea (including the preparation and use of
oral rehydration materials); and prevention, recog-
nition and treatment of eye problems, skin problems
and worms.

From studies concerning the dai in rural Afghanistan, the follow-
ing facts were known:

The average dai was about 50 years old

The clientele of the dai are generally from the
same neighborhocd

Dais learned skills from other dais (usually family
members) and from observing and assisting many
deliveries

Dais had some correct practices, helpful or harmful,
and many poor practices, especially related to the
mechanics of delivery

Dais give much child advice in the village.

Thus, while the dai had much knowledge and experience, her skills
were based on indigenous systems and were of uneven quality.
There were also many gaps in her knowledge, attitudes, and
practices. For this reason, the list shown on the previous

pages was adopted as the Task Mastery List from which the basic
curriculum would be derived.

After three or four training classes had been conducted, it

was decided to add some other tasks to the Task Mastery List

of the basic course. These tasks were to develop interpersonal
and health education skills and are as follows:

Health Education Skills

Why people do things in certain ways
Why change takes a long time

How to find out problems

How to introduce new ideas

Thus, the job analysis, based on the roles and responsibilities
of the dai in the overall health system of Afghanistan, the
actual performance of the dai in the rural areas at the time

the program began, and early experiences in training of dai,
led to the Task Mastery Lists from which the curriculum was
derived.
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Development of Training Objectives

The development of clear, concise behavioral objectives that
specify the actions workers must do in their work, the condi-
tions under which the actions are to be accomplished, and the
minimum standard competencies for each task form the basis of
the CRI approach to training. The training objectives are the
roadmap that guides the teacher and student through the train-
ing process so that skills on the Task Mastery List are trans-
ferred to the student at predetermined levels of quality.

The development of the training objectives is a difficult task
for the fraining program designer. If the training objectives
sre clear and concise, if each training objective builds on the
successtul mastery of the previous ones, and if gaps in fact or
lozic are avoided, the student can smoothly proaress throuah

tThe fraining course, tf the objectives are not clear, care-
full, seguenced, and factually and logically consistent, the
studle tecomes confused. That is why good design is critical

=ful tfraining.

1 1ne fraining objectives satisfy the above conditions, the
evatuation of student progress is easy as the evaluation de-
rives dJirectly from the training objectives and teaching points.

The curriculur of the National Dai Training Program uses this
gprroach fto provide the high quality instruction necessary to

trein peonle with little or no formal education who work in-
dezrendently of better trained health workers. How the dai
curriculum was derived will be demonstrated in the following

sections of this report.

Ar exarcile: I'f the reader looks again at the Task Mastery
List, the first task fo be mastered is "Recognition of the
normal fre~ an abnormal or high risk pregnancy”. The job of
trhe curriculum designer is to develop training objectives that,
once mastered, will fulfill this task.

The Nationz!l Dai Training Program curriculum divides this task
of problem recognition into three tupical areas. These are:
History-taking, Physical Examination, and Diagnosis. Through
the use of the data-collection techniques of history-taking
and physical examination and using specified criteria for the
diagnosis, the dai arrives at the correct answer. Thus, for
the example of "Recognition of the normal from the abnormal

or high risk pregnancy'", three training objectives were de-
veloped that describe the behaviors necessary to accomplish
this task. These are as follows:
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TASK: Recognition of the normal from an abnormal or
high risk pregnancy.

TOPIC TRAINING OBJECTIVE

History-taking - Recite the 7 questions to
ask every pregnant woman

Physical Exam 2. Demonstrate the 5 abnormal
signs to look for in every
pregnant woman

Diagnosis 3. Recite the |l points zbout
how to recognize a high
risk cr abnormal pregnancy

In other words, by asking specified questions and examining the
pregnant woman for specified abnormal signs, the dai can collect
the critical information. Once the information is collected,
the Cai, using the || criferia for recognition of the high risk
¢r abnormal pregnancy makes the diagnosis of normal pregnancy,
abnormai pregnancy, or high risk preqnancy.

For each objective, there are a series of teaching points. The
teaching points for the first two training objectives in ante-
netal care are shown below.

TASK: Recognition of the normal from the abnormal or
high risk pregnancy.

TOPIC TRAINING OBJECTIVE

History-taking . Recite the 7 auestions to ask
every pregnant woman

TEACHING POINTS

How old are you?

How many pregnancies have you had?

Have you had bleeding?

Have you had difficult deliveries?

Are the rings on your hands too tight?
Are you having frequent, bad headaches?
Have you had a cough for more than

two weeks, or a cough with blood?

~NOoO U D W) —
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TOPIC TRAINING OBJECTIVE

Physical Exam 2. Demonstrate the five abnormal
signs to look for in every
pregnant woman

TEACHING POINTS

. Observe the eyes, gums and finger-
nails for paleness.

2. Feel the abdomen to determine if
the baby is sideways in the womb.

3. Squeeze the hips together to
determine if there is pain.

4. Observe the face and hands for
swelling

5. Measure the height by using refer-
ence mark to determine if the
height is under 145 cm.

The teaching points tell the dai exactly what to do. They are
derived from the state of medical knowledge about normal, ah-
normal, and high risk conditions and the epidemiological
situation of rural Afghanistan.

Once the dai knows the history questions and can do the physi-

¢3! exam, the third training objective gives the criteria for
abnormal or high risk women.

TOFIC TRAINING OBJECTIVE

Diagnosis 3. Recite the || points about how
to recognize an abnormal or high
risk pregnancy.

TEACHING POINTS

Age over 40 or under 16

I

2. More than 5 pregnancies

3. Bleeding from vagina

4., History of difficult deliveries
! 5. Swelling of hands so rings are

tight

6. Freauent severe headaches

7. Very pale eyes

8., Baby sideways in the womb

9. Painful hips

0. Shorter height than 145 cm.

I'l. Cough for more than two weeks
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The reader can see the clarity, conciseness, careful sequen-
cing, and factual and logical consistency of the training
objectives. It is not difficult for the dai +to make the diag-
nosis of normal, abnormal, or high risk pregnancy once trained
in this manner. Not only that, the training objectives are
focused on the sequence of events the dai must perform to make
the diagnosis: +that is, ask questions and examine patients.

This approach works because of the epidemiology of maternal

health problems. It is known that more than 807 of women

will have normal pregnancies. The abnormal and high risk
aroup contributes almost all of the deaths and complications
due to pregnancy. Thus, using this approach, the dai can care

for over 80% of cases and refer the abnermal or high risk
group tc better trained workers in, hopefully, better equipped
facilities.

Once the dai has made the diagnosis, she has two main categories
of tasks to perform - give treatment (including referral) and
give heal*th education. For +the abnormal or high risk woman,

the treatment is referral. For the normal pregnancy, the ante-
natal care treatment is health education. Most of the training
time is spent in health education. The remaining training
objectives for antenata! care are shown below.

TOFRIC TRAINING OBJECTIVES

Treatment 4. Recite one point about treatment
of the abnormal or hiah risk woman.

Education 5. Recite 6 teaching points about
self-care durina pregnancy

6. Recite 4 teaching points about
what the pregnant woman should
eat every day

7. PRecite 5 points to tell the mother
about danger signs of pregnancy

8. Recite 5 teaching points about pro-
tection of the preanant woman and
her family from tuberculosis

9. Recite 5 items to tell the mother
to prepare for delivery,
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Thus, the training objectives for the dai curriculum are
divided into five topical areas as shown below:

History-taking
Physical Examination
Diagnosis

Treatment

Health Education

Each subject area of the curriculum uses this topical categori-
zation. This repeating format makes learning easy for the dai
as it is based on the sequence of events she must use with

each patient. It is also critically important for evaluation
as will be shown later in the report.

Course Planning

Once the training objectives are determined, the course designer
must plan the organization of the course. This includes the
development and sequencing of teaching units, the development

of learning activities, and certain other considerations.

Development and Sequencing of Teaching Units: The dai training
objectives fell into natural training units based on the job
analysis and natural sequences of pregnancy and child care.

The units are the following:

Pregnancy Care

Antenatal Care

Labor and Delivery
Postpartum Care for Mothers
Postpartum Care for Babies

Family Planning Education

How to Give Health Education

Medical Care for the "Under Five" Child

Nutrition/Malnutrition

Diarrhea

Eve Problems

Skin Froblems

Throat and Respiratory Problems
Worms

Wound Care

Other Selected Problems

Other Considerations in Course Planning: There were certain
considerations in the course planning process. These were as
follows:
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«+ Training units should start wi+h familiar areas

and go to non-familiar areas.

The tfraining units should be based on the learning
process.

The training should be related to prevailing

expectations.

The training should help build the training group.
The training should incorporate unifying themes.
The training units should be consistent.

Familiar to non-familiar: With persons who are not used to
formal training, it is important to begin with familiar topics.
Thus, the training program began with pregnancy care.

Based on learning process: The training units followed the
natural course of pregnancy over time. Within each training
unit, the natural process of investigating the problems of

sick people was followed (History-taking, Physical Exam, etc.).
Learning theory was followed by beginning with tasks involving
simple recall (HisTory—Taking) followed by more complex psycho-
motor tasks (Physical Exam) and then followed by the highest
form of learning, synthesis (Diagnosis). These natural se-
quences maximize the learninag process.

Based on prevailing expectations: The training units did what
the dais thought they would do - trained them in how to do
their work in better ways. Theory was not prominent, nor was
there unnecessary anatomical and physiological detail.

Building the training group: It is important to build cohesive-
ness within the student group and between the teachers and the
student group. This was accomplished by the dai living together
(some dais lived nearby to the course and didn'+ stay overnight
but ate lunch at the class site), the teachers living with the
dai, having Dai Training Teams capable of teaching in two dif-
ferent languages and an emphasis on group work during the train-
ing sessions.

Incorporating unifying themes: The unifying themes of the daj
training course were the importance of heal th education, the
importance of referral of serjous or high risk cases, and ser-
vice to the community.

Consistency of training units: Considerable effor+t and many
revisions were required to make each part of the dai curriculum
internally consistent and mutually reinforcing to every other
part. This technical work is critically important in guarantee-
ing clear understanding of course material - particularly for
health education, so that each dai gives similar messages on

the subject matter.
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Development of Learning Experiences

Learning experiences are experiences in which the student

will either experience the future work task under supervision
or, in cases where direct experiences are difficult, will ex-
perience the task throuah simulation. The learning experiences
are developed after the training objectives, and each set of
learning is based on a training objective.

Characteristics of gocd learning experiences are as follows:

. Involves the student in the learninc process -
That is, the student actively participates in the
learnina tack.

. Breaks tasks inte small steps and lets student
experience each step at a rate where successes
are maximize:!

. Uses practical
teaching paint

. Oraws cn student's backarounds and own experiences
to relzt~ to citject matter

. Gives =tudent a chance to ask gquestions during
experience

. Gives student a chance *to follow experience with
reflection and discussions

. Repeats tacsks with increasing responsibilities

. Uses sirulations effectively and maximizes active
participation

. Encourages value formation as well as skil] development.

everyday examples to clarify

M -

Examples of how the dai program followed these principles are
shown below.

Involves students in the learnina process: The teachina methods
determine the extent of student involvement. The following chart
shows the differences in teaching methods from passive trainee
role to active trainee role.
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TEACHING MFTHODS & TRA!INEE PARTICIPATION

PASSIVE TRAINEE ACTIVE TRAINEE
ROLE ROLE
Lecture
v
Lecture~-Discussion
v

Demonstratio

v

Conference

v
Case Study

0 7

Roleplays

Supervised
Experience

From this chart it can be seen that lectures are the worst
form of instruction and that direct supervised experience is
the best. The examples from the dai curriculum shown below
illustrate the principles of active fearning. 'n the dai

curriculum, learning experiences in the teacher's guide are
called "How to Teach This".
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TOPIC OBJECTIVES AND TEACHING POINTS HOW TO TEACH THIS
1.0 .1 Recite the 7 questions to I+ Discuss why it is im-
History ask every pregnant woman. portant to know about
Taking high risk conditions.
TEACHING PUINTS 2. Have the dais practice
askina the 7 aquestions
. How old are you? of each other.
2. How many preagnancies have 3. Have the dais practice
you had? asking the auestions
3. Have you had bleedinn? of preanant mothers.
4. Have you had hard deliveries? 4. Have the dais memorize
5. Are your rings toco tight? the 7 history auestion
€. Are you having frequent tad
headaches?
7. Have you had a couah for more
thar 2 weeks or a couah with
ticoca?
2.0
Fhysical 2.1 To examine preanant woman l. Discuss the 5 physical
Exam for 5 atnormzl sinans. signs of high risk and
the dai's experience.
TEACHING POINTE 2. Have dais perform exams
on each other and on
. Otserve eyes, gums and skin instructore.

2.

3.

4.

5.

for paleness,
Feel abdomen to determine if
baby is sideways in womb.

Saueeze hips together to de-
termine if there is pairn.
Observe face and hands for
swelling,

Measure height by using ref-
erence mark on dai (145 ¢cm)
to determine if height is
under 45 cr,

Perform exam on pregnar
patients including ‘
height of patient.
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It can be seen that discussions and supervised practice are

the predominant learning modes.

to act out the learning experience.
learning experience of the dais who loved to pretend they

were

in the village.

Role-playing was often used
This was a favorite

One dai would often be the patient and

another the dai as they demonstrated how they handlied problems.,
Dais actually used clothes and even turbans to make role-

playing more realistic.
men.

TOFIC

Dais didn't mind pretending to be

The example below illustrates the use of stories and
case studies.

OBJECTIVES AND TEACHING POINTS

HOW TO TEACH THIS

3.0
Diaanosis

3.1 Kecite || points about how
To recognize a high risk
preznancy.

TEACHING POINTS

Tell stories or case stud
about pregnant women and
have dais decide whether
pregnancy is normal or
high risk,

. A1e over 40 or under 6. 2. Have dais diagnose high
2. “ore than 5 pregnancies. risk pregnancy by asking
5. Bleeding from vacina. history auestions and
4, Difficult deliveries. by exams.
5. Swellin? of hands so rings
are tight, 3. Have dais tell stories
6. Freaguent severe headaches. of their experiences.
7. Very pale eyes.
€. Baty sideways in womb.
9. Painful hips.
0. Shorter height than mark cn
Cai.
b1, Cough over two weeks or
cough with blood.
4.0
Treat- 4.1 Recite one point about treat- l'. Discuss patients and creat
ment+ ment of the hiah risk preg- stories of pregnant women
nant woman. who are high risk or norma
TEACHING POINT 2, Discuss traditional treat-

' Refer high risk women to the
health center or hospital.

ments and discourage harm-
ful ones.
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It is also important to have repetition of critical steps in

the learning process. Overlearning and constant repetition
under supervision are important in the training of persons
with little or no prior education. The examples above demon-

strate the use of repetition of previous steps.

Breaks tasks into small steps: The progression of the teaching

objectives and learning experiences is sequential with each
task building on the previous skill. 'n the examples above,
the progression from history-taking to physical exam to diag-
nosis to treatment is shown. The next section finishes this
particular sequence.

TOFIC OBJECTIVES AND TEACHING POINTS HOW TO TEACH THIS
5.0
Education 5.1 Recite 5 teaching points about . Ask dais what they do.
selfcare during pregnancy. 2. Encourage good points.
3. Teach 5 points about

TEACHING POINTS selfcare.

4. Have dais practice on

I. Don't wear tight clothes. each other (roleplaying

2. Bathe at least 2 times a week. 5. Have dais practice on

3. Rest frequently by lying down patients.
with feet up. 6. Demonstrate vaseline

4. Smoke less. application.

5. From 7 months of pregnauncy, 7. Practice recitation for
massage breasts with vaseline memorization.
each night and wash breasts each
morning (mainly primapara).

5.2 Recite 4 teaching points about I. Ask the dais what they
protection of mother and family do in their practice.
from T.B. 2. Encourage good practices

3. Teach the 4 points about

TEACHING POINTS protection.

4. Have dais practice on ec

. Cover mouth when coughing be- other (roleplaying)
cause TE is spread through the 5. Have dais practice on
air. patients.

2. Clean clothes of a TB patient 6. Practice reciting the
separately from the rest of the teaching points for
family. memorization.

3. Don't cough in baby's face when 7. Explain that TB is trans
breastfeeding. mitted by air most of

4. A person with active TB must the time.
sleep and eat apart from the
family. The person should not
kiss babies or children.
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TOPIC OBJECTIVES AND TEACHING POINTS HOW TO TEACH THIS
5.0
(cont.) 5.3 Recite 4 teaching points about . Discuss why foods are im-

what the pregnant woman should
eat every day.

portant: body building,
energy, protective.

2. Discuss costs for their
TEACHING POINTS patients and what women
eat and why.
I'. Eat yoahurt or drink milk. 5. Have dais shop for food and
2. Eat vegetables and fruits. fix a balanced diet meal.
3. Eat meat, liver, eqgas or WFP 4. Emphasize importance of
rations. gaining weight.
4. Eat bread or cereal. 5. Demonstrate use of WFP
rations.
5.4 Recite 5 items to tell the I'. Demonstrate how to clean
mother to prepare for delivery. the cloth, dry cloth, cut
cloth and store it for
TEACHING POINTC each type of use:
a) for cord
I. Clean, sun-dried cloTth and b) for under mother at
plastic cloth. delivery
2. Small cloth for wrapping baby. c) for baby
3. One new razor blade. d) for baby's eyes
4. One large basin for bathing e) for perineal pads
the baby. 2. Demonstrate how to pack a
5. Prepare thread and gauze. cord kit:
a) razorblade
b) Thin cloth for cord
3. Practice for each dai at

least two times.

Uses practical, everyday examples to clarify teaching points:

The use of role-playing and story-telting allows the teachers
to let the dais learn using their own experiences. The learning
experiences from the diagnosis and treatment sections demonstrate

this point.

Draws on student's background and own experiences: The use of

role-playing and story-telling also demonstrate the use of +he

student's own experiences.

Gives student a chance to ask questions

during experience:

The discussion sessions are interactive;

and the teachers interact together.

that is, the student
The discussions in the dai
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program encourage questions and the use of another trained dai
as a tfeacher reduces the shyness of students in asking questions.

Gives students a chance to follow experience with reflection

and discussions: The training environment of the dai program
is designed to use the evenings for reflection and discussions.
The students and teachers live fogether, eat together, and relax

together in the evening where talk often turns to problems of
pregnancy and children, and where students consider their learn-
ing experiences and discuss their day with fellow students. It
often seems that as much learning occurs in the evening as
during the day, and the evening sessions can contribute greatly
to value formation and feelings of positive self-worth.

Repeats tasks with increasinc responsibility: Since the train-
ing is sequentially developed, the students practice each prior
step while learning the new one. The students also begin prac-
ticing on themselves, then on plastic pelvic models or babies,
as needed, and then on people aff the BHC or local hospital.

As training progresses, the expariences are repeated with less
instructor supervision so that by graduation, independent
assessment, treatment and education are being done.

Uses simulation effectively and maximizes active participation:
Certain training objectives cannot be met by supervised experi-
ence. Then simulations should involve the student in active
learning also. The following section from the dai curriculum
illustrates effective use of simulation.

TOPIC OBJECTIVES AND TEACHING POINTS HOW TO TEACH THIS
4.9
Treat- 4.2 Tell #nd demonstrate the two [ . Demonstrate with pelvic
ment things the dai should do model .
during delivery. 2. Trip to hospital to

observe delivery.
TEACHING POINTS

. I'n head presentation, place one
hand on baby's head to guide the
birth and prevent tears.

2. Check for cord around the neck.

3. If loose, pull cord over head.
If tight, complete delivery.
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TOPIC OBJECTIVES AND TEACHING POINTS HOW TO TEACH THIS
[

4.0 '

(cont.) 4.3 Tell and demonstrate the two ' Have each dai practice
things the dai should do action in sequence
immediately after delivery with model.
of the baby before cutting
the cord.

(

TEACHING POINTS

. Turn baby upside down to allow
fluids to drain out.

'+ 2. See if baby is breathing

normal ly.

4.4 Tell and demonstrate T%e four . Practice with model.
steps the dai should use when
cutting the cord before de-
livery of the placenta.

TEACHING POINTS

I. Tie the cord | finger a@ay
from the baby. '

2. Clamp the cord on the side
closest to the mother.

3. Cut the cord between the tie
and the clamp.

4. Cover with a clean cloth.

Encourages value formation: The use of story-telling, case
studies, and reflection and discussion contribute to value
formation. By graduation, dais feel themselves to be an im-
portant health resource to their villag .

Development of Teaching Materials

The development of teaching materials is important to illus-
trate points where supervised practical experiences are djf-
ficult. The instructor must plan ahead so that she has the
required materials at the time of teaching. The example below
demonstrates how teaching materials are incorporated into the
teacher's guide. '



-67-

HOW TO TEACH THIS TEACHING MATERIALS
. Discuss why foods are . Examples of each
important - body build- kind of food, have
ing, energy,protective a free lunch with
2. Discuss costs for their a balanced meal! for
patients and what women a8 pregnant woman.
eat and why ‘ Dais should buy
5. Have dais shop for food the food.
and fix a balanced meal 2. WFP rations
4. Emphasize importance of 3. Cooking utensils
gaining weight 4. Money
5. Demonstrate use of WFP
rations.
. Demonstrate how to clean| |. Soap from bazaar
the cloth, dry cloth, cutl 2. Basin
cloth and store it for 3. Cloth
each type of use. 4. Scissors from
a) for cord midwifery kit
b) for under mother at 5. Razor blade

delivery

c) for baby

d) for baby's eyes

e) for perineal pads
2. Demonstrate how to pack

a cord kit:

a) razor tlade

b) thin cloth *for cord
3. Practice for each dai at

least two times

Development of Student Evaluation Methods

The evaluation of health worker training is important, partic-
ularly for village-based workers. There must be conclusive
evidence that the worker has skills to implement acceptable
quality primary care in the village. The dai program has a
strong evaluation system - both in individual performance
evaluation and in analysis of group performance data to modify
the teaching program. The following types of skill evaluation
of dais were done:

Technical Skills
. Interpersonal Skills
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Technical Skills: The evaluation of technical skills involves
evaluation of knowledge skills (recall, discrimination, synthesis)
and manipulative skills (how to do things with one's hands).

The dai program uses both test measurement instruments and
non-test evaluation instruments to evaluate technical skills.

The program uses an oral pre and post-test instrument to

evaluate student progress in knowledge skills over the course

of the program. The example on the following page is from the
evaluation of antenatal care. I+ can be seen how this care-
fully follows the training objectives. In fact, the knowledye
evaluation is |imited to the training objectives and teaching
points as these stress practical application of knowledge needed
to deal with patients. The evaluation is given orally, thus

allowing both pre and post-tests to be on the same page.
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The principle of Criterion Referenced Instruction is illust., ated
in the evaluation form. Each test question has the criteria for
passing. Thus each student receives a pass or fail on each
question, and the number of questions answered correctly (criteria
satisfied) becomes the score of the student. As wil| be demon-
strated later, the group analysis using this format gives ex-
tremely good information about the aggregated data - that is,

the whole class. So the evaluation is useful for individual
scoring and for group anaiysis.

The program also uses three non-test measurement instruments.
These are listed below:

The anecdota! record
The checklist
The rating scale

The anecdotal record is a factual report of a significant in-
cident in a student's performance.

For example:

The dai, Gul Bibi, was observed by me at the Basic Health
Center during her 5th week of training. She was examin-
ing a pregnant woman who came for a check-up. While talk-
ing with the woman, she found that the woman had been
coughing for three months. The nurse said not to worry
about it, but Gul Bibi was worried and called the doctor
whe found tuberculosis. Gul Bibi's performance was ex-
cellent in both diagnosis and in being concerned enough
about her patient to ask the doctor, even though the

nurse said not to worry.

Signed

Nurse Gulgotai
Supervisor

The usefulness of the anecdotal record depends on the skill of
the observer. Single anecdotes are seldom valuable, but
anecdotes by many different observers are very valuable in
assessing performance.

The checklist is a list of words, sentences, phrases, or
paragraphs describing specific aspects of behavior to be
evaluated during observation of a student at work.
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Form OBV-CC-|

RECOGNITION

DAl

OF ABNORMAL SIGNS

TRAINING-CHILD CARE SECTION
OBSERVATION ON PATIENTS

Dai

Name

Maria

Abnormal Signs

FIRST WEEK

(

No+t

Recognized

Recognized

SECOND WEEK

Recoanized

Not

Recognized

Comments

Very Sick Child

Fever

Swelling

Full Soft Spot

Stiff MNeck

“ed Eyes

Red throat
LWith pus

The checklist must contain the critical
When constructing a checklist,

earlier:

Recal l
Discrimination
Synthesis
Manipulation
Speech
Non-verbal

skills to be evaluated.

think of the skills mentioned

communication
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The rating scale is a checklist with judgments added.

For example:

Unsatis-
Medical History-Taking Skills factory Poor Average Good Excel lent
Obtaining information
from the patient | . ! N . ( |
I l 1 L T L
Obtaining information }
from other sources — I Y J : ' —

Showing consideration
for patient's condition
or feelings i ]

-l

The advantages of the rating scale are that it gives more in-
formation than the checklis+.

The disadvantages of the rating scale are that Judgments vary
among observers. Four types of judges may be picked:

Experts (e.g. teachers)

Peers (e.g. students)

Clients (e.a. people upon whom the service is
performed)

Self (e.g. the student himself)

Ratings tend +to vary within judging groups and between judging
groups, but the best use of rating scales involves Jjudges of
all four types.

Interpersonal Skills: The dai program has also used inter-
personal evaluation which is evaluation of communications
skills (speech and non-verbal communication). The daijs were
sensitized fo the importance of communications through health
education training with emphasis on communications processes.
The dai actually discussed how people change their ideas and
practiced communications methods on themselves and on patients.
Examples of interpersonal evaluation indicators are shown on
the following page.

Interpersonal process evaluation can be done with a checklist.
The following example gives illustrations of some dimensions
of interpersonal processes that can be evaluated.



Effectiveness of Dai-Patient Relationship

A. Showing Concern and Consideration
Component Skill Categories
. Showing personal interest and concern
2., Acting in a discreet, tactful and professional manner
3. Avoiding needless discomfort, alarm or embarassment
4. Speaking honestly to patient and family
E. Relieving Patient or Family Tensions
Component Skill Catecories

I. Reassuring or calming
2. Explaining condition, treatment or prognosis

C. Improving Patient Cooperation

Component Skill Categories

. Persuading patient to undertake needed care

2. Insisting or remaining firm about needed care
Responsibility as a Trained Dai
A. Accepting Responsibility for Welfare of Patient
Component Skill Cateqgories
. Heeding the call for help
2 Devoting necessary time and effor+
3. Meeting commitments
4 Insisting on primacy of patient welfare
5 Delegating responsibility wisely
B. Recognizing Professional Capabilities and Limitations
Component Skill Categories

Doing only what experience permits
Asking for help, advice or consultation
Following instructions and advice
Showing conviction and decisiveness
Accepting responsibility for own error

U BN —
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C. Relating Effectively to Other Health Persons

Component Skill Cateqories

. Supporting the actions of other heal+th workers

I

2. Maintaining open and honest communication

3. Helping other health workers

4. Relating in discreet, tactful manner

5. Respecting the physician's responsibility to

his patient.

Interpersonal skills evaluation is extremely important in
knowine that the trained dai interacts with patients in such

a8 way as to increase her effectiveness and her number of
clients,

Group Evaluation: The dai curriculum and its testing methods
were desianed for easy group evaluation. Group evaluation is
important for the following reasons:

Assessing strengths and weaknesses of particular
classes

Assessing the performance of different training
teams

Assecsing the strengths and weaknesses in the
curriculum which require modification

One group evaluation form is shown on the following paqe.

I't can be used to analyze both pre-tests and post-tests and
also the basic course or continuing education (where all dais
undergo thorough retesting to check their skills about one
year after the basic course).

Of importance is that the curriculum can be evaluated by
content areas or by process areas. This is illustrated below.

PREGNANCY CARE CONTENT
EVALUATION AREAS PROCESS EVALUATION AREAS

b Antenatal Care (ANC)
2. Labor and Delivery (L&D)
3. Post Partum Care for
the Child (PP-C)
4. Post Partum Care for
the Mother (PP-M)

History-taking
Physical Examination
Diagnosis

Treatment

Health Education

V& WwWN —

Average scores for this class evaluated during continuing
education for both content analysis and process analysis are
shown on the form. It can be seen that the dai were weakest

in Family Planning and in History-taking before continuing
education, but were above after continuing education. This
information is compared with other classes. If the weak trends
hold, the curriculum is analyzed in these areas, revised, and
field-tested until improvements occur.
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As a matter of interest, this particular continuing education
evaluation (along with the child care evaluation not shown)
pointed up the need for dais to have some reference material

to study during the interim periods when they were in practice.
Based on this data, a manual was developed that could be read
by a literate member of the dai's family so she could refresh
her memory.,

As the dai program expands, supervision of the teachers be-
comes a critical factor in the rate of expansion. Quality
must be maintained if decentralized training is to exist on
@ large scale. This evaluation method al lows program managers
to compare training teams. For example, if Nazaneen's team
over five classes has an average post-test score of 86 while
Nasima's hacs 96, then the proaram management staff should in-
vestigate why MNazaneen's performance is lower. Supervisory

= |

personnel cen observe her tear's teaching until scores improve.

Thus the curriculurm and the evaluation systems are synergist-
ically cesiqnes so5 that analysis is easy and modifications in
the training or supervisory process can result in constant
prograrm improverent.,

Teacher Training

Teacher training or staff development was discussed in a
previous saction.

Good Recruitrment and Selection Methods

Dai recruitment is based on securing approval of government

representatives and village leaders before attempting to in-
fluence the dai herself. The Dai Recruitment Team first

visits the important officials (such as the Provincial Governor
or the Woleswal) in the small town where training usually takes
place. I'f the local official agrees to participate in recruit-
ment, he then sends out a message to the important villaqge
leaders in his region. After the village leaders have assem-

bled (in the governor's or woleswal's office), the Dai Recruit-
ment Team explains the program to them and answers their
questions. The village leaders are then asked to return to
their villages and help choose Dais for the program. The
exact starting date and place for the Dai Course are also
explained to the leauers so that the Dais wil! know where and
when to go for the Course. In addition, the Dai Recruitment
Teams visit those large villages located too far away from

the training site for the village leaders to have attended the
meeting. When the Dais come to the training site to begin the
course, each is interviewed by the Dai Recruitment Team.
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I'f the woman has not had extensive experience delivering babies,
if she is too old or senile, or if she js sick, she is rejected
for the course.

The experience to date in recruiting over 540 Dais can be
summarized as follows:

. Despite great concern at the program's outset that
Afghay village traditional bir+th attendants (Dais)
would be difficult to recruit, this has not turned
out to be the case. Although Afghan village men
are highly protective towards their women, recruit-
ment taraoets thus far have always been met. There
are several possible explanations for this. Most
Dais are older, so that viilage men may not be as
concerned about protecting them as they would be
about younger women, although, as the program has

become well known, the age is dropping and women in
their early 30's are common. Another explanation is
that the villaze men are reassured that the women will
be very safe living (in most cases) in a rented house

surrounded by a protective wall, with every attention
paid to their saferty and comfort,

- The most serious difficulties in recruiting Dais have
been political, particularly in 1979, Because of a
long-sfanding, traditional mistrust that exists between
rural anc¢ tribal Afghans on the one hand and the central
Afghan government on the other, many villagers are
afraid that a government-sponsored program for training
Dais has some other, more sinister, purpose. This prob-
lem has not been insoluble, and repeated visits to a
village by an obviously sincere recruitment team tend
to softern local suspicions,

. Perhaps the key factor in gaining village acceptance
was gaining the trust and confidence of village men.
Although Afghanistan has many ethnic groups, rural
villagers share fairly common views about the role of
women. The predominant view is that females should be
secluded once they reach puberty and should not spend
time with adult males outside of their family structure.
This is expressed in varying degrees in different parts
of the country, but the effect is that women usually re-
main within their housing compounds unless working with
their husbands in the field, washing clothes, bringing
water, or doing other domestic activities, In fact, it
is difficult for women to go to the Basic Health Center,
even if accompanied by their husband. The five week
training course required many dai to leave their homes
for the first time! Men were "won over" in the follow-
ing ways:
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. Older women were recruited (30-60 years old) in
early classes.

. The dai were transported from their village (or
near their village) to the training site which
was within the general region of their homes
(mobile training sites).

. The fraining site was in a walled compound and
men, other than the training staff, were not
allowed in (including husbands who could only
come to the door of the compound!!).

When the women left the compound, they were
usually in a vehicle and remained in chadri.

. Women oniy left the compound to qo to the
hozpital, basic health center or family guidance
clinic.

. The dais were *rained separately from any male
village workers.

After trzininag, the dais were transported back
to their village.

. Another lesson learned during Dai recruitment efforts
has been that local Afghan officials should not attempt
recruiting of Dais. Rather, & well-trained Dai Re-
cruitment Tearm (based in Kabu! or at a Regional Train-
ing Center) should have that responsibility. I'n one
province where “e Governor and other officials took
responsibility for Dai recruitment, many ¢f the women
selected turned cut to have had no experience deliv-
ering vabies and were found to be relatives of the
officials coing the recruitment.

Good Training Environment

A good trazining environment is necessary to maximize learning.
The Dai Basic Training Courses were extremely careful to de-
velop and maintain a protective, cupportive environment during
five week training courses.

Many Dai had never lived away from their families. Many had
never travelled even the relatively short distances to the
training sites which, using mobile fraining teams, were always

located in rural BHCs or small towns tha+ served a surrounding
rural community. Most dais were in chadri, a piece of clothing
that completely covered the village woman in public, including

her face and head. They were extremely shy about public travel.



79-

The dai trainers usually rented a house in the rural area

or in a small town. The house had a surrounding wall and

the teachers and students lived together. The basic didactic
training, using the active learning techniques discussed
earlier, took place in the rented house, or outside the

house but inside the protective wall. The dais were thus
relieved of having to study in public. The dais were never
trained with male students, although male supervisors could
visit without difficulty.

For patient-related traininag, the dai travelled by vehicle

to the Easic Health Center or small hospital where the pa-
tients were. During Maternal and Child Health days at BHCs
cr small hosgitals, there were usually a large number of
women and children. In that public environment dais were
comfortable as other women were present. Based on these
methods, the dais were comfortable in their training environ-
ment,

One innovation of the program has been to also use trained
dais as trainers. They are able to relate to fel low villagers
and to bridge any communication gaps between the other dai
trainers and the students. Their value as role models can

nct be over-emphasized as they demonstrate the government's
accerptance of well-trained dais. They also demonstrate that
intelligent village women, even if illiterate, can make im-
portant contributions to their country.

Living together for five weeks encouraaed an intense social-
fzation process amona the dais and trainers. These social
boncds helped each dai be more comfortable with learning,
particularly emotionally-laden material such as discussions
on sexual issues and family planning. This socialization
process prevented the more urban nurse-midwife trainers from
stressing the student rcle too much.

The training environment also fostered reflection and dis-

cussions, as discussed earlier. While relaxed in the even-
ings, dais could discuss their experiences with other dais,
reflect on their new skills, and interact with trachers who
share cooking and clean-up duties. The importance of this

group interaction wa:z very important to the success of the

program,

Support of the Graduate

The newly graduated dai must readjust to her home environment
after training teams. The drivers first took them to the
Basic Health Center nearest their home to meet the doctor.
The doctor had often participated in their recruitment, but
it was important to know that he understood that a successful
graduate had returned.
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Within one year after training, the dai returned to a trajn-
ing site for one week of continuing education. The support
program would have been improved by twice yearly continuing
education, but manpower and financial constraints prohibited
this. During the continuing education week, a detailed plan
is followed.

CONTINUING EDUCATION WEEK ACTIVITIES

Day 1I: Give the post-test from the basic course;
spend /2 day on discussions of problems
faced by the dais in their work.

Day 2: Review of entire basic course

Day 3: In-depth review of weak areas as found by
the post-test; Interview each dai individ-
ually about her problems and successes,

Day 4: New skills development using continuing
education modules

Day 5: Final discussions about what it's |ike to
be @ dai working in the village,

The objectives of continuing education week were threefold:
first, to assess cki]| decay and reteach areas where it has
occurred; secondly, to support the work and emotional life
of the dai workina in her village; and thirdly, to conduct
interviews about dai practices, utilization, and feelings
gbout her work. Taped interviews have been done to assess
the dai's feelings about the following areas:

TAPED INTERVIEWS TO ASSESS FEELINGS

What happened to you when you returned to the village?
(six questions)

How do people fee! about you now? (eight questions)

What is the best way to introduce you to the village?
{(one question)

What are your biggest problems in your work?
(one guestion)

What is the best part of your work in the village?
(one question?)

Are you haopy with the amount of money you receive
from your work? (one question)
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What is your relationship with the BHC staff?
(seven questions)

How could we improve the Dai Training Program?
(eight questions)

How do you feel about yourself? (five questions)
In this way, the program hopes to understand the dai and her

problems in daily living and work. From this data, the
training can be made more realistic and more supportive.

Feedback System for Improvements

The dai field evaluation system is still in the research stage.
Certain methods have been used and other areas are in the de-
sign phase. Field evaluation is used to evaluate the practices
of trained dais in their village and to assess the dai herself -
her type of practice and her feelings toward her work. De-
velopment of the field evaluation program is the primary de-
velopmental effort of the National Dai Program Staff during
1979. It has been hampered so far by lack of security in the
rural areas.

Two instruments have been tested and used so far. One is the
Dair Utilization Survey. In this survey, assessments were
made of the type of practice the dais had and also how busy
they are. ¢Etarly data showed the following:

WHAT DAl DO IN THE VILLAGE

In a two week period, the following will occur:

87¢ of dai will see one or more sick children
(959 of the time in the child's home)

67% of dai will see one or more pregnant women
(87% of the time in the woman'c home)

52% ot dai will find at least one high risk
child that they refer to the BHC

48% of dai will advise at least one woman
about family planning

33% of dai will do at least one delivery.
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In a one year period, dai do the following:

BUSY DAIL* AVERAGE DA

Visits related to pregnancy 203 125
Visits related to child care 156 135
Visits related to family planning 152 78
Referrals of high risk children

to the BHC or hospital 52 20 (86% went)
Deliveries 31 17
Referrals of high risk mothers

to the BHC or hospital 3.8 2.1 (74% weni

In a one year period, the activities of the dai are as follows:

BUSY DA AVERAGE DA
Pregnancy related activities 40% 37%
Child care related activities 30% 40%
Family Planning activities 30% _23%
100 100%
This preliminary infornation will be collected on larger sam-
ples of dais. Group profiles would be developed similar to
the student evaluation methods. In addition, consultant help
is underway to evaluate the villagers' feelings about the dais

and how dais practice in the field. Anthropologicel and eval-
uation experts are assisting in th's and results should be
available in about a year if the rural security situation
improves.

The objzctive of all field evaluation activities is to insure

a happy, busy, trained dai doing high quality work fcr her
fellow villagers.

sSummary on Training Methods Section

The National Dai Training Frogram of Afghanistan has used a
systematic approach to training and evaluation of its students
that has produced a qualified primary worker of proven skills
after five weeks of training. The careful development of the
curriculum maximizes the amount of learning so that adult
women with no prior schooling can progress rapidly but in a
series of small steps. The evaluation methods insure skills
and give information for improvement of the training process.

¥ Busiest 1/3 of Ciass.
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In the summer of 1978, an United Nations Expert Team did an
evaluation of the program. The training specialist had these
words to say:

"In general, the programme is sophisticated and
well-structured, very complete in terms of tech-
nical/medical content. The training plan and other
related materials are the most impressive the writer
has ever seen."

The National Nai Traininc Program of Afghanistan has been an
unqualified success in demonstrating that villagers can l!earn
and nave much to contribute. Afghan leaders have realized
that the strength cof the country is in its people, and the
National Dai Training Program has contributed to this goal.
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SUMMARY

The development and stabilization of the National Dai Training
Program has been dependent on the creation of a sound organiza-
tion capable of securing and maintaining authority and resources.
The development of program leadership, clear organizational ob-
Jectives, sound technical training methods, consistent with

the needs of society, and a well-defined and functional organi-
zational structure have contributed to the success of the

program thus far.

After two years, the program is fairly stable. The MOPH con-
stituency remains supportive even though the government has
changed. As of now, organizational leadership of the program
is stable under the new government. Power battfles over pro-
gram control may continue, but the organizational structure

of the program seems likely to remain intact. Other training
organizations have not been sanctioned. The donor community
remains pleased with the program and has supported expansion
as requested by the government. Some donors are interested

in having dai programs in other countries, based on experiences
in Afghanistan. The village constituency, even with political
turbulence, has continued to accept this program as a bene-
ficial one.

Program stabilization has been greatly enhanced by international
recognition. Visits fto Afghanistan have been numerous by "ex-
perts" in health. Senior officials from WHO, UNDP, UNFPA,
UNICEF, World Bank, USAID, and other agencies have visited

the dai program and have enthusiastically endorsed it. Two
publications about Afghan dais have appeared in international
Journals ard the program was discusseu at the WHO/UNICEF World
Conference on Primary Health Care held at Alma Alta, U.S.S.R.

The National Dai Training Program has contributed toward the
specified needs of society in these ways. First, it improves
health in the village, Secondly, it upgrades an indigenous re-
source of the village. Thirdly, it contributes toward a
specialization of labor within the village, a necessary pre-
requisite to development. Fourthly, it contributes toward
changing the role and status of women, another necessary
prerequisite for modernization. Fifthly, it provides role
models for young girls in the village.

The National Dai Training Program also has contributed to
changing the image of the villager as a tradition-bound un-
teachable person. The dais have, overall, been intelligent,
eager to learn, and eager to adopt new ideas which make sense
to them. Some dai have been trained as teachers and can now
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use modern teaching technigues to assist other dai to learn.
The National Dai Training Program has helped Afghan decision-
makers to realize that the strength of the country lies in

its citizens and that minimal investment costs give high bene-

fits when applied to rural people of Afghanistan.

Problems will always occur, but the National Dai Training

Program seems likely to continue as an integral part of an
improved rural health care system for Afghanistan. So far,
over 500,000 rural people have benefitted, and millions more
are likely to do so.

JWlL:gc

6/5/79
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APPENDIX 3

Excerpts from

"A HEALTH SURVEY OF
THREE PROVINCES OF AFGHANISTAN:
A Tool for the Planning of Health Services"

(MSH 1977)
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I . Introduction - The Management Process in Heal+th Programs

Two main components of the management process are the analysis
of the nature of the problem and a description of the resources

available to meet that problem. Each requires a different type
of information. The broad outline of the nature of heal+h
problems in rural Afghanistan has been known for some Time.(|-4)
Infant and maternal mortality, childhood illness, and infec-

tious diseases have high prevalence in rural areas. The

exact nature and cause of these' problems, however, have been

less well studied and appreciated. How often does a household
have an illness requiring some form of treatment? What are the
mcst commen diseases and health problems, and which are more
tfrequently associated with death? What are the patterns of
illness by aage, sex, or location? VWhich iilnesses are perceived
ds teina the most serious by villagers themselves. What are the
underlying causes of the problem, including such factors as sani-
tation, nutrition, childrearing practices and lack of basic
understanding of the cause and prevention of disease? The health
survey of three (3) provinces of Afghanistan was specifically de-
signed to obtain information on the nature of rural heal+th prob-
lems in a form that would be useful to the Ministry of Public
Health in the planning and management of rural health services.

Likewise, only limited information has been available concerning
The seconz component of the management process - the resources
available to meet the problem. For instance, the MOPH has

long been aware that a disproportionately large percentage of
its annual budget has in past years been allocated to support

hezlth services which have grown up within the cities. Even a
casual analysis of the distribution of health personnel in the
country vividly demonstrates the urban-rural imbalances. Large

segments of the rural population, estimated to be 85-90% of the
total ponulation, are known to be beyond the convenient reach

of existing government health services. Considerably less is
known, however, about the actual pathways that a villager fol-
lows in the event of an illnsss. Where does he go? How does

he decide on the "best" alternative? How much does he pay?
How far must he travel? How satisfied is he with tThe care
that he receives?

In aadition, little is known about a villager's attitudes to-
ward the provision of a new type of health service - the village
health worker (VHW). Would he be willing to support new programs
to make basic health information and services available at the
local level, such as the training of a VHW? |f so, how should
such a person be selected and trained? Would the person have %o
be paid? By whom? How? One objective of this survey was to
gather information on the health resources, both traditional

and modern, which are now available to and used by rural people
and to determine the feasibility of introducing innovative
health programs at the village level.
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The method used by the Ministry to obtain the information

needed for its planning was a direct one. [t asked the vil-
lagers themselves. Persons living in 17 villages of three
different provinces, Ghazni, Helmand, and Baghlan (See Figure 1)
were interviewed to obtain information about the health of their
househoid and about the steps that they take when a member of

that household is sick. The findings of this survey are divided
into three sections in this report. The first provides a descrip-
tion of the characteristics of the populations studied. The
second section analyzes the nature of the health problems con-

fronted in the Afghan village. The last section describes the
health behavior of rural populations, examining health resources
presently used by villagers, as well as others with potential
for use in a village health scheme.

I't must be appreciated that the step of the management process

which is carried out after the information has been collected and
studied - the linking of known resources to known health needs -
is often the most difficult one. It is a step, however, which
the Ministry of Pubtlic Health has already begun. Over the past
five years, the Ministry has established more than 100 basic
health centers in rural settings. These are design2d to pro-
vide the necessary infrastructure for rural health initiatives.
In addition, the Ministry has designed a village health worker
program, laid the groundwork to obtain village understanding

and cooperation, and has trained two experimental groups of
villtage health workers to deliver primary health care and health
education in two pilot districts, Jaghori and Sarobi. An in-
tensive evaluation of this proaram will be carried out during
the first year. After the Ministry has developed successful
trainina and managerial methods, the program will be expanded

to other rural areas. The goal of the Ministry is 1500 VHVs

for 1000 villages within five years. (5) Beyond these efforts,
other new approaches to reaching remote locations with health
services include an experimental program for the training of
Dais -~ traditional birth attendants - and initial planning for

a village drinking water program to capitalize on villagers'
interest in this health problem.

Finally, it should be emphasized that management is a continuing
process; last year's answers may not be adequate for this vear's
probiems. A solution which has proven adequate may be made even
better. Seldom are solutions final. Thus, the manager ‘< need
for information is continual. It is hoped that this report will
demonstrate the role that village surveys can play in providing
the needed information, and that it will pave the way for ad-
ditional such sfudies to be used in managerial decision making.
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SUMMARY

Implications of Survey Findings for Rural Health Programs

Management is described as the process of using existing re-
sources in the mosi efficient and effective way in order to
solve a specific problem. This village health survey was
conducted as a means of obtaining the information on health
needs and nealth resources required to carry out the process

of managing a rural health program. The most important findings
of the survey and their implications for the planning of village
level hexlth programs in Afghanistan are summarized below.

Health Problems

I . Finding - Infants, young children and women share a dis-
proportionately large burden of sickness and death in
rural Afghanistan; more than one-half of all deaths occur
to thcse under five; women aged 30-45 years have a rate
of reported illness almost twice as great as men of the

same age group.

Implication - Any village level health program should
give special emphasis to the health problems of children
and women. (Zuch programs might be carried out most ef-
fectively; ir rural Afghanistan through the training of

women as health workers,)

2. Finding ~ A relatively small number of illnesses account
for the maior portion of illness and death in rural Af-
ghanistan; three causes - respiratory illnesses, diarrhea/
dysentery and jinns - account for over 50% of recent deaths
and 60% of all recalled child deaths.

Implication - A health worker trained in the prevention
and treatment of a few of the most common illnesses en-
countered could have a large impact on the overall heal+th
cf a village,

3. Finding - With one important exception, namely malnutrition,
the health problems as perceived by villagers themselves as
being "most serious" are those which account for the great-
est proportion of illness and death as determined by this
survey; 56% of respondents named respiratory illnesses and
gastrointestinal illness as the most severe problems they
face.

Implication - Any village health program aimed specifically
at the prevention and cure of the most serious health prob-
lems should receive a high degree of cooperation and support
from villagers. Programs aimed at the very serious problem
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of improving child nutrition may receive less initial
support as malnutrition was not recognized as a severe
problem by respondents.

Finding - Malnutrition is a severe health problem of young
children in rural Afghanistan; fewer than 60% of children

in any age group are classifiable as well-nourished accord-
ing to arm circumference measurements; malnourished children
had a reported rate of illness almost three times that of
well-nourished children.

Implication - As malnutrition is an underlving factor in

much of the childhood morbidity and mortality, it mrst be
addressed both at the local level, through the development

of village level programs aimed at improving child nutrition,
and at the national level, possibly by the estatlishment of

a National Nutritional Council to further invesiigate the
prevalence of the problem, its causes, and alternative means
of combating it.

Findinz - Childrearing practices are one of the contributing
factors in childhood malnutrition; eggs, meats and other
high protein foods are reported as not being introduced

into the child's diet until almost two years of age; child-
ren with illnesses such as diarrhea are frequently reported
as being denied the foods they require.

Implication - A special priority should be given to the
education of mothers in the feeding habits that will be
conducive to the health and nutrition of their children.

Fincing - While the actual and desired family size of rural
Afghans is extremely large, the vast majority of villagers,

69% of males and 91.6% of females, are interested in learn-
ing about ways to increase the amount of time between births.

Implication - Given the interaction between intervals be-
tween births and the health of children as well as mothers,
and the expressed desire of villagers for information on
spacing their children, it is essential that any program
whose objective is improved health have as a component in-
creased information on family spacing methods.

finding - Environmental conditions in the village 3also con-
tribute tc the prevalence of illness and are perce.ved by
many villagers as being unsatisfactory; 80% of male respon-
dents reported a readiness to contribute their labor to

work with a government expert to improve village sanitation.

Imnlication - Programs to improve the village environment
can be expected to receive high levels of community support
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if adequate technical expertise is made available to
gquarantee the success of projects.

Finding - Those of lower socio-economic status tend to
have higher prevalence of disease, infant mortality, and
fertility.

Implication - The needs of a specific subsection of a
village - the very poor - must be recognized, and pro-
grams that will include means of reaching the whole socio-

economic spectrum of the population must be developed.

Rural Health Resources

Finding - The services currently utilized by rural Afghans
are many and varied; in the year prior to the survey,
households made an average of 7.5 visits to all sources

of treatment, with an average of 3.63 different sources
being consulted; both modern and traditional services
were used, 60% having used a pharmacy, 50% a mullah),
and 25% having visited a shrine.

Implication - There are currently many different sources that
a8 villager can turn to when sick. In designing a village
level health program, it is important to knuw the alterna-
tives availatle and to work as cooperatively as possible

with those who are already providing important health ser-
vices to the village.

Finding - The amount of money now being spent by rural Af-
ghans on health care is by both absolute and relative terms
very larqe; the median annual reported expenditure is 1000C
Ats. (50 Afghani = $1.00); 7.4% of the estimated household
income is spent on health.

Implication - As villagers are already spending large amounts
of money for health tervices, they should be capable of sup-
porting local health programs, such as a village health

worker, provided that the programs have a demonstrated value
to the village.

Finding - “edicines represent the single most expensive

item in the villagers' health budget; 37.0% of the annual
health expenditure is spent at the pharmacy, with an average
per-visit cost of 248 Afs,

Implication - One of the greatest savings in the cost of
health care to villagers could be made by increasing access
To low cost, high quality medicines through programs carried
out through existing pharmacies, BHCs, village shops or

village health workers.
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Finding - Villagers' satisfaction with the services cur-
rently available to them varies; 64.3% are satisfied with
the BHC, but only 31% felt that the dokhan was an adequate
source of medicines; one-third felt that the BHC was the
best source of treatment outside of the household for an
illness, while only .9% named the local private doctor;
the most frequently mentioned health improvement needed
was access to medicines.

Iimplication - The respondents report being quite satisfied
with the services available through the basic health center
except in its role in distributing medicines. The expressed
desire of villagers for increased availability of medicines
provides an indication that any program aimed at improving
access to drugs would meet with a high level of village
support.

Finding - Villagers are strongly supportive of the concept

of a village health worker; 78% of males and 95% of females
felt that a VHW was feasible for their village; a significant

number of individuals were able to name a person, in many
cases a woman, who they felt would make a good VHW,

Implication - Attempts to institute a VHW program can expect
to be favorably received by villagers.
Finding - Informants agreed that VHWs should be paid but

were divided on how he/she should be paid, 43% stating that
the village should pay, and slightly more stating that the
government should pay.

Implication - More evaluation based on actual experience
will be required to determine whether villagers are able
to support a health worker and to determine the best means
for collecting the money in the village.

Finding ~ A relatively large percent (27%) of males stated

that they would allow their wife or daughter to be trained
as a VHW; 34% felt that it would be possible to find a woman
from tnhe village who would be able to leave the village for
some duration for training. :

Implication - In most villages it may be possible to recruit
and train a woman as a VHW for the crucial role of working
with mothers on the improvement of child nutrition and health.

Finding - Mobility of women is severely limited by the re-
strictions placed upon their travel; however 44% report
being able to visit a BHZ unescorted by a male. Almost
half of the women listen to the radio at least once a week.
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Implication - While the channels fcr the diffusion of in-
formation into the Afghan village are currently quite narrow,
especially for the women, the potential exists for the use

of innovative mass media radio techniques to improve maternal
knowledge and child-rearing practices. The BHC exists as a
legitimate object of travel for many women and can serve as
an important educational center as well as a location for
women to communicate with one another.

9. Finding - The opportunities that a household has for the
care of its sick members, as well as j+ts attitudes concern-

ing what is appropriate treatment, are affected bv its socio-
economic status. Likewise, opportunities for +These house-
holds 1o receive information which would assis+ them in im-
proving and maintaining their health appear to be more re-
stricted than for wealthier households.

Implication - Plans for the improvement of village health
conditions must take the heterogeneity of the village popu-
lation into consideration; specifically, provision must be
made 1o include access for the poor to health services in

any program that is designed to make use of available village
rescurces,

Concluzion

‘¢ research is useful unless iis results are helpful to managers
in making deci.ions that afrect the&jr programs. As such, the re-
sults ¢f a study or survey ~must be relevant, understandable, and
- of nrest importance - timely. The following table summarizes
sore of the immediate applications that the findings of this re-
port have had, since the time that a preliminary report was

availatle, for the planning of a village health worker program,
As well, it presents in summary form some of the implications

of the study for future Minictry of Public Health programs aimed
at imarovinz rural tealth.

The final test of the usefulness of the survey, however, will
bc founc in whether or not it has served a role in accelerating
“he rate at which health standards in the Afghan village are
improved.



TABLE 1

CONCLUSIONS AND FINDINGS SUPPORTING CONCLUS IONS

CONCLUS ION

A. The Health Problem

1. Infants, young child-
ren and women bear dis-
proportionately large
share of the burden of
sickness and death.

2. A relatively small
number of illnesses, many
preventable or treatable
at village level, account
for major portion of ill-
ness and death.

3. Health problems per-
ceived by villages as most
serious account for major-
ity of iliness; (except
malnutrition and jinns
which are not viewed as
serious).

FINDINGS SUPPORT ING
CONCLUSION

Half of all deaths are un-
der age 5 years, infant
motality rate 157; women
aged 30-45 have incidence
of illness twice men of
same age group.

Respiratory illnesses,

diarrhea/dysentery and jinns

account of 50% of all re-
cent deaths, and 60% of all
recalled child death.

56% of respondents named
respiratory illness and
gastrointestinal problems
as "most serious". Jinns
and malnutrition not men-
tioned as heaith problem.
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PLANNING APPL ICAT IONS

IMMEDIATE APPLICATIONS
TO VHW PROGRAM

VHW training program de-
signed to emphasize prob-
lems of children and of
women. Commitment in-
creased to recruit women
whenever possible.

VHW trained to_recognize

and treat major heaith
problems; treatment proto-
cols & medical supplies
standardized for specific
therapy regimens.

VHW trained in methods of
obtaining village coopera-
tion by eliciting felt
needs and addressing an-
swers to these; also taught
importance of making vil-
lagers aware of un-
recognized needs.

PROBABLE/POSS IBLE
FUTURE APPLICATIONS

Infant Mortality Rate,
Childhood and Maternal
Morbidity Rates to be
used in evaluation of
the impact of village
level health programs.

Investigation into
etiology of jinns; de-
velopment of maternal
tetanus immunization
programs.

Role of VHW in village
education; the BHC as

a source of education

for women.



CONCLUS ION

4. Malnutrition is a
severe health problem
among young children.

5. Childbearing prac-
tices are major contri-
bution to malnutrition.

6. Although desired
family size remains
large, men and women
are both interested in
learning about child
spacing methods.

7. Environmental
conditions in village

contribute to illnesses.

FINDINGS SUPPORTING
CONCLUS ION

Less than 50% of children
aged 12-60 months classi-
fiable as well-nourished.

Meats, eggs and high pro-
tein food reputed not to

be introduced until 2 years;
some children not fed during
illnesses.

69% of men and 91.6% of
women report being inter-
ested in learning about
spacing.

Many villagers perceive
the sanitation facilities
and drinking water supp ly
to be inadequate; 80% men
willing to contribute to
improvement.
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IMMEDIATE APPLICATIONS
TO VHW PROGRAM

VHW training organized
to stress the role of
nutrition in illness and
possible means of inter-
vention.

VHWs, especially women,
taught food preparation,
food values and methods
of working with mothers
to improve nutriti a.

VHW curriculum includes
section on rationale and
methods of family plan-
ning; male and female
contraceptives included in
VHW basic supply kit.

Basics of environmental
sanitation taught to VHWs;
technical backup provided
to VHWs who begin village
projects,

PROBABLE/POSS I BLE
FUTURE APPLICATIONS

More detailed nutritional
survey to further define
problem and underlying
causes. Formation of a
National Nutrition Plan-
ning Council.

Radio programs designed
to promote nutiition
education; BHCs developed
as nutrition trai.,ing
center for villagers.

Female VHWs to promote
contraception for
maternal and child
health objective.

Specific environmental
health programs of
MOPH working directly
with villagers.

'
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B. Village Health
Resources

1. Services currently
utilized are many and
varied, modern and
traditional.

2. Household health
expenditure now very
high in relative and
absolute terms.

3. Medicines represent
single most expensive
item in health budget.

4. Great variation in
villager satisfaction
with available services:
improvement desirable in
many services.

FINDINGS SUPPORT ING
CONSLUSICN

Households average 17.5
visits to sources of treat-
ment a year; average of 3.63
different sources. 50% of
household use pharmacy, BHC
and mullah during year.

Median reported household
health expenditure is

1000 Afs; 7.4% of the
estimated household income.

37% of annual health ex-
penditure spent in Pharmacy;
average 248 Afs. per visit.

64% satisfied with BHC;
only 31% with medications
available through village
shops.
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IMMED IATE APPLICATIONS
TO VHW PROGRAM

Selection process for VHWs
includes review of those
currently providing heal+th
services; VHW curriculum
inciudes discussion of
total resources available.

VHW prcgram will test fea-
sibility of full village
support; various payment
schemes will be tried in-
cluding fee-for-service and
profit from sale of drugs.

Basic essential medicines
to be provided to VHW at
start; resupply through
BHC at minimal cost; con-
trol over amount that can
be charged set by viliage
leaders or by MOPH.

Access to medicine to be
one objective of VHW pro-
gram; BHC refer:-al and
supervisory system for
VHWs.

PROBABLE/POSS IBLE
FUTURE APPLICATIONS

Retraining of tradition-
al birth attendants;
promotion of shops for
sale of medicines.

Charge for services
and medications
provided at BHCs.

Continued efforts to
reduce cost of drugs
through improved
national purchase and
production schemes.

Use of shops for medi-
cine distribution;
government support for
services now considered
valuable, such as bone-
setter.
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5. Village Health
Worker concept seen as
feasibie by many.

6. VHWs wil!l have to be
compensated; exact
mechanism will depend

on characteristic of
village.

7. In most villages it
should be possible to
recruit and train women
as VHWs.

8. Mobility and channels
of communication for
village women is severely
limited. BHC is a poten-
tial legitimate meeting
and education center.
Radio has immense poten-
tial for diffusion of
information.

9. The socio-economic
status of household in-
fluences health standards
and behavior.

FINDINGS SUPPORT ING
CONCLUS ION

78% of men and 95% of women
felt VHW would be appropri-
ate and feasible in their
village.

80% felt VHWs would have
to be paid; 43% felt the
village should pay; 47%
felt that the government
should support.

27% of men would allow their
wives or daughters to be
VHWs; 34% felt it would be
possible to find female

VHWs in their village.

50% of women reported
listening to radio; only

3% of women claimed to be
able to visit friends
unescorted intheir own
village; 44% reported being
abie to visit BHC.

The annual health expendi-
ture of household has a
range from 0 to 5000 Afs.
Poorer households have
higher rates of illness.

IMMED|ATE APPLICATIONS
TO VHW PROGRAM

Current program will
evaluate those conditions
that contribute to the
success of VHW program.

Current program to ex-
periment with payment
schemes.

Background research being
done to determine methods
of recruiting women and
obtaining village under-
standing of their roles.
6 women recruited from

first 2 experimental sites.

Female VHW role designed
to emphasize the diffusion
of information to village
women.

VHW remuneration schemes
planned to take into con-
sideration extreme poverty
of many households.

PROBABLE/POSS I BLE
FUTURE APPLICATIONS

Results of evaluation
to be used in expansion
of VHW program.

Plan future VHW payment
in accordance with
evaluation of current
program.

Each village to have
at least one female
VHW,

Mass media education
via radio. Use of BHC
as center for education
and communications.

Nutrition studies to
determine roles of
poverty and lack of

education in mal-
nutrition.
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I'l. Methodology

The provinces selected for the study were determined by the
Ministry of Health in accordance with its overall scheme for

the expansion of rural health services. Within each of the
provinces selected - Ghazni, Helmand and Baghlan - two estab-
lished basic health centers (BHCs) were chosen as focal points
for village selection. Selection of BHCs was based upon length
of operation (and, thus, their potential historical impact upon
the community), as well as upon the desire to achieve a repre-
sentative variation of geographical, social and economic con-
ditions within each province. Village selection was accomplished
by preparing grid maps of areas adjacent to the selected BHCs

and by random selection of villages at | km., 10 kms. and |5 kms .
from the health center. Within each villaae, household selection
was done systematically using prelists of households developed

by a random start method. Depending upon the size of the village
every second or third household on the prelist form was sampled.
Within a household, an attempt was made to interview an adul+
male and an adult female, preferably, but not exclusively, a
husband and a wife. Respondents were required to be adul+t

(over 18), permanent members of the household, with preference
being given to heads of household and their spouses. Only one
wife was interviewed per polygamous marriage. The discrepancy
between the number of female interviews conducted (486) and

the number of male interviews (237) primarily reflects the fact
that during the interview period - August to October - many men
were engaged in agricultural activities at a distance from their
village.

All interviews were carried out by trained male and female in-
terviewers using separate interview forms for men and women
which had been designed, pretested and revised before the start

of the survey. Male and female questionnaires contained both
overlapping and different questions. For example, only women
were asked questions concerning child rearing behavior, while
both men and women supplied information about illnesses, health
expenditures, and attitudes towards heal+h services. A team

of two female interviewers met with each female, while a single
male interviewer was used for the male inferview. Each interview

required betwean 40 and 50 minutes to complete, a length which
did nhot appear to affect cooperation, as judged from respondents’
compliance. No effort was made to coerce interviewee cooperation.
For example, in one of the sample villages originally selected,
suspicion and lack of cooperation made i+ necessary to seek an
alternative sample site. Respondents were given no rewards for
participation, and care was taken to explain to the village that
participation in the survey did not imply a guarantee of any
future government help.
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Interviewers were trained over a two week period and received
both classroom instruction, field practice and performance
evaluation. During interviewing, quality control checks were

carried out by the field team su

pervisor and by the training

staff. The number of interviews completed during the three

months of field work is shown

in Table 2 below.

Female Maie Tote |
Province Villaqge Interviews Interviews Interviews
Ghazni Khonadai 32 27 59
Khonsal Kosh 36 | 47
Jabaar Khel 22 17 39
Khanadara 2| 9 30
Bakhtyar 30 |6 46
Total Ghazni Province |4§1 80 221
Baghlan Tawashakh 26 2 38
Khoja Khede 3 9 40
Kona Qala 27 16 43
Qashlak Qala 30 I 4 44
Na Bahar 29 4 43
Ghazmargq 27 10 37
Total Baghlan Province 170 75 245
Helmand Loye Bagh 31 16 47
Nawlizcbad 30 |1 4 44
Saidabad 3 13 44
Nowzad 27 10 37
Kon jak 32 I 43
Kanghai 24 I8 42
Total Helmand Province 175 82 257
Survey Total 486 237 723

TABLE 2 - Distribution of Interviews by Province and Village

Coding of questionnaires was done by Ministry of Public Health

personnel with the supervision of the staff of +
Team. Keypunching and data

he Management

preparation were performed by Af-
ghan Business Machines in Kabul, and data analysis was done in
Cambridge, Massachusetts by the staff of Management Sciences
for Health, Inc. The use of partially processed questionnaires
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and the cooperation of all those involved in the data process-
ing made it possible to produce a preliminary report of survey
findings within three months of completion of the survey, a
"turn-around" time which allowed the results of the survey to
be used in the planning of the village health worker program.

As one goal of the survey was to obtain information on the
nutrition and growth of village children, all children aged
one to four years in a household were weighed using hanging
Salter scales. I'n addition, each child's height and midarm
circumference was determined using standardized measuring in-
struments. (Appendix A discusses the use of arm circumference
measurements in nutrition surveys.)

The exchange rate at the time of the survey was 50 Afghani
(Afs) = §$1.
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I'tl. Findings of Survey

A. Demographic Profile of the Population Samp led

[T is often useful to describe the characteristics of a popula-
tion sampled, including age and sex distribution, the birth
rate, death rate and size of household. A thorough descrip-
tion of a population makes i+t possible to compare the findings
from surveys carried out at different times or different loca-
tions. For example, only if important characteristics of two
populations were known to be very similar would i+ be legitimate
to make comparisons of such basic measurements as birth or mor-
tality rates. An analysis of demographic data also helps in
identifying and understanding regional differences in population
over time.

Additionally, demographic information assists in determining
whether the population sampled was genuinely representative of
the entire population. As an extreme example, any rural survey
which included only maliks or large landholders as informants
would immediately be suspect as not being representative, and
its results wou!d have to be interpreted in light of this po-
tential bias.

I. Characteristics of the Population

The population surveyed included 3483 individuals living
in 486 households. Of these, 51.2% were males. The mean
age of household members was 21.0 years, with 49.4% of
the population below the age of i5 years. Only 3.9%

were over 65. The dependency ratio of the population -
those under fifteen years of age or over 65 as a per-
centaage of those 15-65 years of age - was |14, A break-

down of the population by age and sex (Figure 2) demon-
strates the relative decrease in females over males in
the age groups 35 years and over. This differential
survival, which has been do?uTenTed by the national
demographic survey as well, 6 may possibly be attrib~
utable to the effects of continued childbir+h on maternal
health. Thirty-eight percent of all household members
were married at the time of the survey and 2.5% were
widowed. Among the 486 female respondents, 23.0% reported
being a co-wife. The mean number of wives per husband
was |.24.

Educational levels and literacy of household members over
5 years of age was as follows:
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Mean Years of School % Having Attended School
Malie 1.99 26
Female 0.27 5

Thirty percent of the adult men and 3.5% of the adult women
were reported as being literate.

The principal reported occupations of males over fifteen were:

Farmer 47.2%
No Occupation 12.6%
Student 6.3%
Laborer 5.7%
Shopkeeper 4.3%
Mullah 2.8%
Clerk 2.59%
All Others 18.69%

The mean age of male respondents to the questionnaire
was 4€.5 years, while that of female respondents was

35.1 vears. Almost 90 of men interviewed were heads of
households and 86% of the women were wives of heads of
households. In 98% of the 237 households in which a

male was interviewed, a female was also interviewed.

2. Household Characteristics

As mentioned earlier, there were 3483 individuals enume-
rated in the 486 households in the sample; thus, an
average ot 7.17 persons per household. The mean number
of rooms per household was 2.25, with the distribution
broken down as follows:

Number of Rooms Percent of Households
I 38.9
2 31,1
3 4.8
4 7.3
5 1.8
6 3.8
7 or more 2.3

The average number of persons per room was 3.18, a figure
which indicates extreme crowding. :
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As described in the methodology section, villages were
selected at varying distances from basic health centers
in order to allow for comparisons in healtii-seeking be-
havior. Distribution of villages by distance from the
health center is:

km Percent

| 40%
10 35%
5 25%

A number of previous surveys have demonstrated the diffi-
culty in obtaining reliatle information on the economic
status of households in Afghanistan. Thus, in this survey
no attempt was made to obtain information on the annual
household income. However, due to the importance of socio-
economic status as a determinant of illness and health be-
havior, two indicators were used. The first was the num-
ber of rooms in a household and the '"crowding factor" -
i.e., the number of persons per room. The second indicator
was a subjective one. Female interviewers were asked at
the completion of each interview, "How would you judge the
economic standard of this household in relation to others
in the village?"

Classification of Households as Perceived by Interviewers

Extremely poor 34.7%
Poorer than average 38.6%
Average 20.4%
Above average 4.8%
Extremely wealthy 1.5%

While a disproportionate number of households were rated
as being poor by interviewers, the classification system
does allow for the division of households into three very
near-ly equal categories: extremely poor, poorer than av-
erage, and average or above. A socio-economic standard
(SES) was deterrmined for each household using a formula
which weighs both the "crowding factor" and the interview-
er's evaluation of the household's economic standard. The
SES with classifications of very poor, poor, and average
or better, is the standard which has been used throughout
this report to make socio-economic comparisons.
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3. Fertilitv, Mortality and Growth Rates

Female respondents, mean age 35.1 years, had an average
of 3.93 living children and 5.82 children ever born. The
number of children living and ever born for women in five-
year intervals is, however, a better indicator of overall
fertility. This data is presented in Figure 3.
9.37
'oT Children
Ever Born
94
8-1——.
7
6 | 5.67
iber of Living
5 Children
feren
4
3
(N-485)
2
[
I5-19 20-24 25-29 30-34 35-39 40-44 45+ Age of
Women
Figure 3 - Living Children and Children Ever Born
for Female Respondents by 5 year Groups
As the foregoinag table points out, women of comp leted
reproductive age, i.e., over 45, report having had an
average of 9.37 children ever born and 5.67 still living;
40% of their offspring were reported to have died.
Age-specific fertility rates for all women, and for mar-
ried women alone are presented in Table 3.
Married Women All Women
Age Group Percent of Fertility per Fertility per
Women Married 1000 women/yr. 1000 women/yr.
15-19 39.1 440 172
20-24 79.5 488 388
25-29 93.4 400 374
30-34 95.5 382 365
35-39 96.6 328 317
40-44 91.5 227 208
45-49 84.6 27 23

TABLE 3 - Age Specific Fertility Rates for Married Women and
All Women
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The total fertility rate, considered one of the pest single
cross-sectional measures of fertility, estimates the average
number of children that a woman would bear if she went
through her reproductive years exposed to the age specific

fertility rate in effect at a particular time. The total
fertility rate for the women interviewed is 9.23 - that is,
a woman with completed fertility would have an average of

9.23 births if the rates in the table above remained un-
changed throughout her reproductive years.

The crude birth rate is the number of births per 1000 total

population per year. In the households interviewed, there
had been a total of 169 births, or 48.5 births per 1000
in the period since the previous Jeshyn. When this rate

is stendardized fo a single complete year, the crude birth
rate is 41.3 per |000 total population.

The number of deaths in the population during the same re-

call period was 98, giving a crude death rate of 24.2 per
000 after adjustment for a single year. Current vital
rates lead to a growth rate of 1.71% for the rural villages

studied. This would lead to a doubling of the population
within 36 years.

The infant mortality rate or the number of children under
one year of age who die per 1000 live births in a year
for the population sTtudied was 157. Almost 60% of all
deaths in the preceding year were to children under five
years ot age, with the breakdown by single year intervals
as follows:

Age of death (N=59) Percent of Al|l Deaths 0-5 Yrs.

0-1 43,2
-2 29.3
2-3 15.5
3-4 3.4
4-5 8.6

While the Three Province Survey was not designed as a
demographic study, some comparison of its demographic
findings with other surveys carried out in Afghanistan

is noteworthy, as is a comparison of the vital data of
rural Afghanistan with selected other countries. These
comparisons are presented in Tables 4 and 5 respectively.
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Three National WHO/Infant Buck et. al. Parwan/
Province Demographic Mortality Four Vil lage CINAM Kapisa
] (6) (2) (1 (3) (4)

Parameter  Survey Survey Survey Survey Survey Survey
Infant
Mortal ity 157 185 183 205 154 150-200
Rate (
Crude
Birth 41.3 43,0 45.6 44.6 44.0 43,0
Rate
Crude
Death 24,2 21.0 -~ - 20.0 20.0
Rate
Growth ‘
Rate 1.7% 2.2% -~ -- 20.0 20.1
Maternal 64.2/
Mortality -- 100, 000 -- -- - -
Rate
Women Age [
45, Number 9.3 7.7 - ! - - 7.7%
Children
Ever Born
Women, Age
45, Number 3.6 3.4 - -- -- 2.6%
Children
Died
Persons
Per 7.2 6.2 -- -- 7.4 6.2
Household
*¥Ages 35-39

Table 4 - A Comparison of Population Characteristics

From the Three Province Survey with Other

Afghan Surveys
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Afghanistan Nepal India fran lrag Pakistan Turkey
Crude
Birth 43 43 34 44 44 44 39
Rate '
Crude (
Death 21 20 13 16 11 15 12
Rate
Annual
Growth 2.2 2.3 2.1 2.8 3.2 2.9 2.7
Rate
infant
Mortality 182 169 122 [139 99 121 119
Rate [
% Under
15 Years 44 40 40 47 48 46 42
of Age
Life i
Expectancy 40 40 50 51 53 51 57

Table 5 - Comparison of Population Characteristics

of Afghanistan with Neighboring Countries*

* Date Source: 1977 World Population Data Sheet, Population Reference Bureau, Inc.

1337 Connecticut Avenue, N.W., Washington, D.C. 20036
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B. Rural| Health Problems and Needs

Any attempt to improve health services should be planned with as
thorough an understanding of the nature and cause of the specific
health problems as is possible. In this section, findings of the
Three Province Survey which increase understanding of rural health
problems will be presented.

At the onset of discussion, it should be pointed out that the data
on mortidity and mortality was based upon the recall of respond-
ents. Numerous studies have demonstrated under-reporting of iil-
nesses, especially common ch}}?hood ailments, in surveys relying
on the recall of informants. Attempts were made to minimize
inaccuracies by Iimiting the period of recall to the immediate
two weeks btefore the interview. The survey was carried out from
August throuah October, and therefore illnesses with higher in-
cidences during these months may be over-represented, while ill-
nesses asscciated with winter - such as pneumonia, typhus and
common colds - may be under-reported. ldeally, morbidity sur-
veys should be repeated in several different seasons, although
the increased ftime and expense involved may outweigh the bene-
fits to the planner.

Another approach to collecting morbidity data is the clinical
survey in which the actual sians and symptoms are used as in-
dicators of illiness. The need for trained medical staff, the
increased expense and higher levels of informant cooperation
recuirec decrease the practicality and usefulness of +his ap-
proach. Also, the differences in res?éja)of the merbidity re-

call surveys and the clinical surveys , previously conducted
in rural Afghanistan, are not significant, arguing for the
lower-cost recall survey employed here.

l. lllness Prevalence

All female respondents were asked as part of their house-
hold interviews if each household member had been sick in
the last two weeks, the nature of the illness, treatment
sought and whether the individual was still sick at the time
of the interview. Twenty-two percent of household members
were reported as having been sick in the two weeks prior

to the survey; 81.6% of those were still sick at interview
time. I'lInesses reported are summarized in Table 6.
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|l Ilness Reported Percent of Total (N=766)
Respira?ory
Colds 2.7
Coughs 2.1
/ Black Cough 0.5
Pneumonia 3.7
T.8B. ! 3.2
Sore Throat 0.8
Other respiratory 5.0
Subtotal 8.0
Gastrointestinal
Vomiting 0.8
Diarrhea 6.9
Dysentery 4.5
Cholera ! 0.4
Stomach Pains 3.6
Subtotal 26.2
Fevers
Unspecified 8.8
Malaria 5.0
Other 0.8
Subtotal 14.6
Aches and Pains
Headache 4.5
Joint Pains 3.7
Arthritis 1.5
Other pains .3
Subtotal 21.0
Eye Problems .7
Women's Il lnesses 3.8
All Other Illnesses 14.7
toTtal 100.0
Table 6 - Ilinesses Reported for Household Members in

Last Two Weeks
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Three types of illnesses - respiratory ailments, castro-
intestinal illnesses, and fevers - acaounted for 57% of all
illnesses mentioned. Two illnesses - measles and malnutri-
tion - are notable by their absence. Measles, an illness
frequently reputed as associated with childhood death, may
be low due to the season, as measles is usually associated
with the closer living conditions of the winter months.
Malnutrition, which was mentioned in only 0.7% of cases,
may be under-reported due to the fact that it is not per-
ceived as a distinct illness by villagers, but rather as

an end condition resulting from other health problems.

The prevalence of malnutrition as determined by anthropomet-

ric measurement is very high, as will be discussed later.
The prevalence of illness, as reported by female respondents,
differed by sex, 19.1% of males having been reported ill in

the last two weeks as compared with 24.1% of females.

While this difference may be attributed to the fact that
informants were women, Figure 4 suggests another hypothesis -
namely, that the increased prevalence of illness for females
which begins at reproductive ages may in part be a function
of the hardships of multiple childbirths.

Figure 4 also demonstrates that the very young and the old
share a disproportionate burden of illness. Fossible causes
for the high prevalence of illness among the very young will
be discussed in the section on Nutritional Status and Child
Rearing Practices.

2. |l lnesses Associated with Death

Informants were also asked to describe the illnesses which

were associated with each death in the household in the last

year. Their responses are included in the following table:
[liness Percent of All Deaths (N = 98)

Pulmonary/Respiratory Problems 20.4

Dysentery/Diarrhea 17.3

Jinns 14.3

Fever 9.2

Swelling 6.1

Measles 3.1

Stomach Ache 3.1

Heart Disease . 3.1

Other 23.4

TABLE 7 - Illlnesses Associated with Deaths in the Last Year
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The reported causes of death for children from birth tfo
five years is presented in the following table.

Age of Death

Percent
0-1 | -2 2-3 3-4 4-5 Total of
Total
Jinns 9 0 3 0 0 | 2 20.7
Diarrhea/

Dysentery 4 5 0 | ] I 18.9
Pulmonary/

Respiratory 2 3 2 0 I 8 13.8
Fever 2 | 2 0 0 5 8.6
Swelling 0 4 ] 0 0 5 8.6
Measles 0 | | I 0 3 5.2
Other 4 6 | 0 3 | 4 24,2
Total 21 20 10 2 5 58
Percent of

Total 36.2 34.5 17.2 3.5 8.6 100.0
TABLE 8 - Illnesses Associated with Death of Children Aged 0-5

in Last Year

Jinns is a folk classification for childhood deaths attrj-
butable to evil spirits with an attraction to the very

young.

It is difficult to make an exact translation of

Jjinns into & specific disease classification, but on the

basis of

a description of its signs and symptoms and the

specific age groups affected, it is tempting to equate
jinns with nec-natal tetanus, especially since neo-natal
tetanus does not receive any separate mention as a cause
of childhood deaths. Jinns are often described as con-
vulsions, with a rapid irreversible progression to death,
a description compatible with the clinical signs of neo-
natal tetanus. Surveys done in developing countries
report extremely high infant morTBJiTy rates due TO(T?;-

anus, ranging from 10% in Haiti®

to 54% in India

Given the similarity of traditional umbilical cord
severing and care techniques among rural populations,
it would be unusual if tetanus were not also an important

cause of childhood deaths in Afghanistan. Additionally,
55% of the 115 infant deaths reported in that survey and
attribtuted to jinns, occurred within the first month;
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this further supports the equation of jinns and neo-natal
tetanus. It is extremely important to verify this associa-
tion, given the extraordinary reduction in infant death
which has been brought about in many countrjes through

low cost maternal immunization programs. Similarly,
the classification of "swelling” could easily be inter-
preted as a description of the edema which accompanies
malnutrition, and further study should be carried out to
determine the interpretation which should be given this
classification.

Mothers were also asked to recall the cause of death tor
all their children who had ever died. TABLE 9 summarizes

their answers:

Number of Deaths by Age

Total Percent
llness 0-1 | -2 2-3 3-4 4-5 (N=701) of Total
Jinns | 36 35 22 6 8 207 29.6
Pulmonary/

Respiratory 54 25 22 15 4 120 [7.0
Diarrhea/

Dysentery |9 17 29 7 6 78 .2
Meas |l es I 6 21 12 9 59 8.4
Fever 19 6 0 . | 2 38 5.4
Smallpox 5 6 10 7 4 32 4.6
Malnutrition 15 0 3 0 0 I8 2.6
Injury 6 0 3 | 2 12 .6
Other 86 | 4 15 | 4 8 137 19.6
Total 35]) 109 135 63 43 701
Percent of

Total 50.1 5.5 19.3 9.0 5.l 100.0
TABLE 9 - Ilinesses Associated with Total Child Deaths by Age

The large proportion of total child deaths attributed to
Jinns again emphasizes the importance of a further under-

standing of the exact classification of this illness cate-
gory. The fact that smallpox appears in Table 9 but not
in the listing of causes of death to children in the last

year reflects the successful eradication of smallpox in
the past five years in Afghanistan.
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A look at causes of death by ‘age group is instructive.
For chiidren aged 0-2 Jinns is the most common cause
mentioned. At ages 2-3 years, corresponding roughly to
the reported age of weaning of Afghan children, diarrhea
and dysentery become the leading causes of death.

3. Most Serious Illlnesses as Perceived by Respondents
Both male and female respondents were asked, "In your
opinion, what are the most serious ililnesses which affect
your household and others in your village?" Up to three
responses per person were recorded. TABLE |10 presents
the combined totals for all replies.

Percent of

l1lness Total Mentions
Respiratory |llnesses
Colds 4.8
Cough (I
Black Cough 7.2
Pneumonia 8.8
T8 8.2
Sore Throat 0.8
Other 0.2
Subtotal 31,1
Gastrointestinal 1llness
Vomiting 0.7
Diarrhea 8.6
Dysentery i1.8
Cholera 2.4
Subtotal 23.5
Fevers
Fever Unspecific 8.3
Malaria 9.0
Other 3.3
Subtotal 20.6
Aches and Pains
Stomach Ache 3.6
Headache 2.3
Other 2.3
Subtotal 8.2
Measles 7.5
Eye Problems 2.0
All Others 7.1
100.0
TABLE 10 - Most Serious Illlness, All Mentions (Males and

Femaleac)
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Interestingly, no respondents reported jinns as being the

most serious illness, although it was reported as being
the single most important cause of child deaths. It may
be speculated that while jinns kills children, it is not
considered as an illness, but rather an action taken by
powers beyond the control of medicines, and which in the
villagers' minds somehow lies beyond the usual classifica-
tion of illness.

With the exception of jinns, there is a strong congruence
between those diseases perceived as "most serious" and
those associated with death. For instance, 32% of child
deaths in the last year were said to be due to gastro-
intestinal or respiratory problems, and 56% of respondents
named these illnesses as being most serious. This has
favorable implications for planning village level health
programs, as it is usually easiest to obtain community
cooperation and support for a program directed toward a
problem that is given priority by the people themselves.

4. Nutritional Status and Child Rearing Practices

Ample evidence of high childhood morbidity and mortality
existed in Afghanistan, especially in rural areas, before
the design of this survey. One objective of this study
was to examine the underlying causes for health problems
among the very young, especially related to nutrition and

child rearing practices. This section summarizes the in-
formation on the nutritional status of children aged |-4
years as determined by measurement of weights, heights and
arm circumferences. Also included is a summary of women's
responses to & series of questions designed to obtain in-
formation on current child rearing practices in the villages
studied.

The first important finding of the study is that there is
extensive undernutrition among younger children. Figure 5
summrarizes the results of arm circumference measurements

for 358 children over one year and less than five years of

age. "Well-nourished" has been defined as having an arm
circumference in the '"green", i.e., over |35 cms. measured
at mid upper arm. All children with "red" or "yellow"
readings, i.e., under 13.5 cms. were excluded from the

"well-nourished" category.
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Girls
Percent 60% 5
Well- ‘ t Boy
Nourished 50%
By Arm
Circumference 40%
Measurement Boys=176
(Greater than 30¢% N=
I13.5 cms.) Girls=182
20% |
10% |
0%
-2 yrs* 2-3 yrs 3-4 yrs 4-5 yrs Age of Child
Fiqure 5 - Percentage of Children Classifiable as "Wel |-Nourished"
¥ In this fiqure, and in TABLE 10, "1-2 yrs" means one year
old but less than 2 years old, "2-3 yrs'" means 2 yeairs old
but less than 3 years old, and similarly for all other age
groups.
For each aae agroup the small percentage of children classi-
fiable as well-nourished is striking. For instance, less
than 10% of children 1-3 years old were well-nourished,
while of the oldest age group studied {over 4 but less than
> years of aqge) less than 60% were Judged wel l-nourished.
TASLE || below presents the completed breakdown of arm

circumference statistics by sex and age.

Yellow
Age Group Green (AC™>13.5 cm) (2.5 cmE;AC£;l3.5 cm) Red (AC<12.5)

Male Female Male Female Male Female
-2 years 6. 0.0 33.3 21.2 60.6 78.8
2-3 years 13.7 7.4 58.8 40.7 27.5 51.9
3-4 years 36.2 25.5 51.7 53.2 2.1 21.3
4-5 years 53.4 58.3 33.3 27.1 13.3 14.6
TABLE Il - Arm Circumference (AC) by Age and Sex

Arm Circumference as Percent of Total at+ Each Age (N= 176 Boys, 182 Girls)

Figure 5 and TABLE || indicate that girls are less well-
nourished than boys up until the age oi four years, after
which they do slightly better than boys. They also demon-
strate an overall trend toward less undernutrition in
older children than younger ones. This data mus+ be
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carefully interpreted, however, for it could be that the
decrease is caused by poorly nourished children dying and

therefore leaving the sample, as well as from children
converting to a well-nourished status with the passage
of time.

There can be little doubt about the serious nature of

malnutrition in the population studied, and undoubtedly
in rural Afghanistan in general, even though respondents

seldom mention it as a serious health problem. The inter-
section of malnutrition and other manifestations of illness
in Afghanistan can be seen in TABLE 12 which compares the
prevalence of recent illinesses of children classifiable
as well-nourished (green) with those definitely malnourished
(red):
Wel l-Nourished Malnourished
Sick in Last YES 16.7% 44.7%
Two Weeks NO 83.3% 55.3%
TABLE 12 - Prevalence of lllness in Last Two Weeks by
Nutritional Status of Children Over | and

Under 5 Years of Age (N=28%)

Malnourished children have a rate of illness almost three
times that of children who are well-nourished. This find-
ing does not prove that malnutrition causec illness, as it
is also possible that it is the illness which causes the
child to be malnourished. However, the ?quence from tThis
survey as well as numerous other studies is extremely
suggestive that poor nutrition leads to increased illness.
This has important implications in the design of programs
with the objective of child health improvement.

In order to obtain some insight into the nutritional and
child rearing behavior of rural women and perhaps into
the cause of nutritional problems, each female respondent
was asked a set of questions dealing with child care prac-
tices. Vhen asked, "How long do you breast feed your
babies?", the mean response of 486 mothers was two years,
with no significant difference between boys and girls.
The relatively long period of breast feeding should be a
pos’'tive factor in child health; however, it should be
remembered that responses were given in terms of ideal
breast feeding lengths. |If an event such as a pregnancy
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occurs soon after a birth, it may prove impossible to ac-
complish the ideal. There was no significant difference
in the nutritional status of children measured by arm
circumference by the ace of weaning reported by their
mothers.

Mothers reported giving their children foods in addition

to milk at an average age of I1.5 months. Not only is

the introduction of solid foods rather late - most experts
feel that a child benefits from being given well prepared
solid foods as early as 5 months of age - but the foods

currently being introduced are often of marginal value

to the growing child. TABLE |3 summarizes responses to
the question, "What are the best foods to begin feeding
your baby?"

Food Percent of Mentions

Rice

Bread

Powdered itk
Bread and Tea
Vegetable Soup
Yogurt

DD OOy O
NDEOOON

TABLE 13 - Six Best Foods to Introduce to Babies (N=452)

More instructive than the type of food introduced is the
mean age at which respondents reported first giving a par-
ticular food tc their children, as seen in TABLE 14.

Food Mean Age of Introduction (in Months)
Eggs 26.3
Soft Meats 20.2
Vegetatbles 18.8
Fruits 16.5
Tea 1.5
Bread .3

TABLE 14 - Age Reported for Introduction of Specific Foods
(N=452)
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TABLE 14 contains especially important information.
Not only does it indicate one of the underlying causes

cf poor childhood nutrition - the extremely late reported
introcduction of high protein foods into the child's diet -
but it also suggests an intervention at the village level

with potentially profound implications for child health:
improvement of mothers' knowledge of appropriate feeding
patterns for small children and modification of current
feeaing practices. An intervention of this nature could
be carried out at low cost, ‘perhaps as part of a village
health worker program, especially if female VHWs were
availatle. Another approach to imoroving nutritional
practice is through the use of mass media campaigns making
use of the radio, an approach which will be discussed in
more cetazil in a later section of this report.

Onty 20% of mothers interviewed reported ever giving their
chilcren powdered milk, while over 70% reported giving

anirzl milk. Frequencies of giving milk were:
Milk Powder Animal Milk

Never 79.9 28.8

About Once/Month 0.8 2.3

About Once/Week 6.5 20.5

Three-fFour Times/Week 2.3 7.0

Every Day 10.5 41.4
Another tactor affecting child nutrition is the prevailing
belief about the proper feeding of a sick child. In many
sccieties, food (either all foods, or specific foods) is
withneld from the sick child. The most common example of
this occurs with diarrhea. It is a common belief that
solic food, and occasionally liquids as well, should not
te aiven to a child with diarrhea. This frequently leads
To under-nutrition, weakness and dehydration. Both men
and woren in the sample were asked, "Should you feed your
child when he has diarrhea?" One-third of the men and
one-guarter of the women stated that a child with diarrhea
should not be given food. In addition, men were asked

whether water should be given. Over 20% reported that it
should not be. Among those stating that a child with diar-
rhea shoula be fed, soft rice was the food most frequently
suggested.

There is much about the nutrition of children in the Afghan

villaze that this survey was unable to learn. Questions
such as: How much food is available to the household?
What foods are actually given to small children? How are

they fed? How often? How is food distributed among the
househo!d members?, are important questions, and ones
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that could be answered only by more detailed nutritional
surveys. They are questions that must be answered, how-
ever, if village level health programs are going to be
designed to meet the most basic health problems facing
rural people.

5. Attitudes Toward Family Size

Essential to learning about the feasibility of using child
spacing as an element of a general rural health program is
an understanding of the attitudes of couples toward the
number of children they want, as well as their interest in
learning about ways to increase the time between births.

Increased birth intervals allow a mother to give a child

more of her time and attention, since she will nol have
several sma.,| children to care for simultaneously. The
child will receive extended breast feeding. A greater

space between children usually means fewer births during
a woman's reproductive period, and thus family resources

are divided among fewer persons. Most importantly, women's
health will be improved with longer rest between children,
and improved ability to care for the children they do have.

Both men and women were asked how many additional children
they would like to have. Sixty-three percent of the men
and 65% of the women said that they would like to have no
more children. The mean number of additional children
desired was .27, with boys being more desired than girts
by @ ratio of approximately 2:1. The number of additional
children desired by women is shown in TABLE 15 below.

Number of Mean Number of Additiona!
Living Children Children Desired

2.45
3.20
2.92
.53
.74
.64
.46
A7

NOU s WN—O

TABLE 15 - Additional Children Desired by Number of Living
Children of Female Respondents (N=333)
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Not unexpectedly, the number of additional children de-
sired decreases with the number of living children a
woman already has. A single exception to this trend
occurs among women with no living children who desire
fewer "additional" children than women with 1-2 living
children. This inconsistency is explained by the fact
that one-half of the twenty women in the sample with no
children were over 35 years old. These women most likely
were incapable of producing any children and therefore
would not express an anticipation of having any additional
children., There was no association between the number of
children who had died and the number of additional child-
ren that a woman desired.

The number of additional children also shows a direct in-

verse relationship to the age of female respondents, as
shown in TABLE 16.

Mean Number of

Age of Female Additional Children Wanted (N=333)
15-19 3.9
20-24 2.96
25-29 2.47
30-34 |.53
35-39 0.98
40-44 0.64
45-49 0.50
TABLE 16 - Mean Number of Additional Children Wanted

by Age of Female Respondent (N=333)

As noted earlier in the discussion of fertility, the number
of children born to women in rural Afghanistan now and in
the past is extremely high; women aqed 15-19 years will
have 9.2 children by the time they have completed their
reproduction if current rates of fertility continue. The
average desired family size, the number of living children
plus additional children desired, is also high as might

be expected.

Nonetheless, 69% of the males and 91.6% of the females
interviewed stated that they would be "interested in
learning about ways that would allow them to increase the
amount of time between pregnancies." The number of women
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expressing an interest in learning about spacing methods
is especially noteworthy and carries implications for the
services which could be productively provided by a village
health worker,

6. The Village Environment

The environmental condition of a village is another factor
in illness, Poor sanitation, crowding, lack of proper water
supply, and inadequate housing all contribute to morbidity

and mortality in the Afghan village.

As discussed eartier, the average rural househo!d consists
of slightly over 7 persons living in 2.25 rooms, or just
over three persons per room. Such conditions Jead to the
rapid spread of infectious diseases, especially during
winter seasons when families spend more time gathered
together in the home. Sharing facilities with !livestock
also increases the risk of animal borne vector diseases.

All male respondents were also asked the source of the
drinking water used by their household. Sources mentioned
were:

Jui (open irrigation ditch) 37% (N=198)
Well in Yard 23%
Karez 19%
Spring 13%
River 5%
Well in Village 2%

Seventy-eight percent of men reported being satisfied
with their source of drinking water; nonetheless, B86%
said that they would be willing to contribute their
labor to improve the drinking supply to their village
if government specialists were available for technical
assistance; 60% reported a willingness to contribute
money to the same cause.

The primary sanitation facility used by the households
sampled were:

Latrine in Yard 41.8%
No Facility 27.7%
Deep Hole Outside Yard - 15.8%
Deep Hole in Yard 4.5%
Latrine in House 4.09%
Other Facilities 6.2%

Fewer men, only 55%, were satisfied with their sanitation
facilities. Eighty-one percent of male respondents claimed
a readiness to contribute labor +to improve their sanitation
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and almost 50% would contribute money for the purpose of
improving village sanitation facilities.

There is an apparent need for improvement of the environ-

mental conditions in rural villages. Some of these im-
provements, such as the wholesale improvement in housing,
will prove extremely difficult. Others may be accomplished

more easily, especially given the strong inclination of in-
formants to help themselves if technical assistance were
available from governmental sources.

7. Socio-economic Status of Households and Health Problems

The economic status of a household often affects the health
of its members. For instsnce, in this survey 41.9% of
children aged | to 4 years in households characterized as
very poor, were classified as beirg malnourished, compared
with 21.0% in households which were average or better; on
the other hand, in the households classified as average

or better, 38.7% of the children were classifiable as
well-nourished compared to only 27.7% in very poor house~
holds.

vomen in very poor households have both greater numbers of
children who had died and a ltarger number of children liv-
ing than do women in households with an SES of average or
better, as seen below:

Desired Total

SES Livina Children Children Died Family Size
Very Poor 4.3 1.92 6.9
Averaqge or Better 3.7 .85 5.9

Significantly, women in the lowest SES classification had a
desired total family size, i.e., living children plus addi-
tional children wanted, which was one child larger than
those in the highest SES category. While it is not possible
in this report to analyze all data by SES, the findings above
support the conclusion demonstrated by innumerable studies
and surveys around the world: poverty is accompanied by
increased risks of poor health, higher mortality, and an
accompanying trend toward increased fertility rates. The
implication of this is that any health program, to be ef-
fective, must be designed in such a way as to reach those

in the greatest need, most frequently including the very
poorest segment of the population.
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C. Rural Health Resources

Every society evolves methods to promote and maintain the health
of its members. To those concerned with the planning and manage-
ment of health programs, an appreciation of the existing health
resources is as important as an understanding of the nature of

the health problems facing a community, In this section, the
health-seeking behavior of rural villag??4yi?l be described.

As described in an earlier MOPH report, the number of alter-
natives that the villager has available in the event of an ill-
ness, or to ward off sickness, are many. While the entire sSys-

tem of health services, both modern and traditional, is too
complex to describe in this report, there are general statements
that can be made:

The present network of heal+h resources in rural
Afghanistan is composed of many layers of belief,
tradition and practice.

The villager is, above all, pragmatic in the way that
he seeks care. Several different sources of expertise
may be drawn upon for a 5ingle episode of illness,
with little energy being extended in attributing cures
to one specific source or another.

The new and the old in health care exist comfortably

side by side in rural Afghanistan. Traditions of

curing tend to be more accumulative than competitive.,

For the same reasons that an individual wil]| seek

advice from several different sources when sick, the
advent of modern treatments has not eliminated the
existence of more traditional practices and practitioners.

The household represents the first, and in many cases
the primary, source of care for most rural Afghans
when sick. Treatment s usually sought beyond the
household only after knowledge and treatments avaj]-
able in the family home have proven inadequate for
the problem.

The decision as to the type of treatment to be sought
out a‘ter home treatment proves inadequate is a comp |l ex
one involving numerous considerations such as +the per-
ceived cause and severity of the illness, age and sex
of the individual, the amount of money available to

the family, the availability of transport, and the
household's past experience with similar illnesses,
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The findings of the Three Province Survey provide extensive
information on the behavior of rural households in pursuing
health, as well as the amount of money expended. Figure 6

is a map of health resources which attempts to convey both
the complexity of the network of services available as well
as their spatial relationship to the household, which in this
report serves as the focal point for the analysis of health
needs and health behavior. Appendix B is a brief description
of each of the sources of health care appearing in Figure 6.

|, Sources of Treatment

An analysis of the type of treatment sought for the

740 household members who were reported as having been
sick in the last two weeks provides one measure of the
health seeking behavior of the populations studied.

Of those reported to have been sick, 496, or 67%, re-
ported having used at least one specific treatment.

The average number of treatments mentioned for those
who did seek care was 1.55, with 15% having tried three
or more different sources of treatment. The sources of
treatment and the frequency with which they were used
is presented in TABLE [7.

Treatment Used Percent of Iliness for Which Used
Home Treatment 58.8
Basic Health Center 25.4
Private Doctor - Local 12.9
Hospital - Regional 12.5
Private Doctor - Regional 9.6
Pharmacy 9.0
Bazaar 8.2
Private Doctor - Kabul 5.2
Mullah 4.8
Dokhan 3.8
Hospital - Kabul 2.4
Treatment OQutside Country 1.2
Malaria Specialist 0.6
Hakimji 0.4
Cupper 0.2
TABLE 17 - Frequency of Use of Sources of Treatment

For Illness in Last Two Weeks
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Table 17 affirms that the single most freagquent source

of treatment for illness is the household itself,
primarily herbal remedies, food prescription and pro-
scription, prayer and bed rest. Also important is that
the Basic Health Center was reported to have been used

in 25% of all illnesses and was the single most frequently
consultec source of treatment outside the home. This is
an indication of the important role now being played by
the BHC; it also provides information on the potential

of the BHC to perform an even larger role in the delivery
of services. Other than for the mullah, reported use of
traditional services was low, but under-reporting is a
poscsibility, as interviewers were clearly perceived by
villagers as being advocates of modern types of treat-
ment - a bias impossible to avoid when highly literate
interviewers are required.

ihe sources of treatment sought for all deaths in the
last year provides information on the types of care which
are sought in life threatening situations, rather than
for the mecre common illnesses. Thirty-eight percent of
those who died had received no treatment; 27% had con-
sulted three or more different sources; an average of

.9 sources were consulted per death. The sources con-
sulted are summarized in TABLE 18.

Treatment Used rercent of Deaths for Which Used

{(N=61)
Private Doctor - Regional 37.7
Home Treatment 32.8
Basic Health Center 26.2
Yullah 24.5
Hospital - Regional 19.6
Private Doctor - Local 4.7
Pharmacy 14.7
Private Doctor - Kabul 9.8
Hospital - Kabul 3,2
Dokhan 3.2

TAEBLE 18 - Frequency of Use of Sources of Treatment for

Deaths in Last Year

Not surprisingly, the sources of treatment sought for
household members who died shows an increased usage of
sources of care more specialized, more expensive and at
greater distance from the village. Treatment at the
health center was sought for one-fourth of all persons
who died, again showing the important role it plays.
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In the year prior to the survey, households sampled made

an average of |7.5 visits to all sources of medical care,
with a mean of 3.63 different sources consulted per house-
hold. The following table summarizes the percent of house-
holds reporting to have used specific sources of treatment
as well as the median number of visits for households which
used the sources.

Source Households Using Median Number of Visits
Pharmacy » 59. 1 3,19
BHC 49.8 1.98
Mulfah 48.5 3.28
Injectionist 28.7 5.40
Shrine 25.6 .40
Doctor - Keagional 26.2 2.35
Dokhan 23.6 7.50
Hospital - Regional 20.7 2.13
Atar 12.7 3.50
Doctor - Kabul 12.7 .33
Dai (Midwife) 1.8 1.20
Doctor - Local I1.0 3.50
Hakimji 10.1 2.25
Barber 6.8 .39
Bonesetter 5.9 .14
Hospital - Kabul 5.5 .15
Cupper 1.7 .50
TABLE 19 - Percentage of Population Using Various S~urces of

Treatment/Median Number of Visits (N=2-)

This table clearly demonstrates the wide variety of re-
sources utilized by rural populations and supports the
view that villages do not use one system of care, modern
or traditional, to the exclusion of another. Almost 60%
of respondents had used a pharmacy in the previous year;
50% visited a basic health center, but almost 50% also
visited a mullah and 25% made a visit to a shrine for an
illness. Several traditional sources, however, appear to
be relied on only infrequently, particularly the cupper
and the barber,

Both men and wonen were asked specifically whether anyone
in their households had ever used a basic health center.
Fifty-one percent of the men and 67% of the women reported
having done so. There appear to be only slight differences
in the use of the BHC by distance as shown:
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Percent of Women

Distances from BHC to Villaqge Having Used BHC
| km 75
{0 km 61
15 km 63 (N=476)

Those who had not used the BHC gave the following reasons:

Reasnn Mole (M=38) Female (N=143)
No one Sick 46.9 27.5
Services in Town Better 7.1 10.5
No “iedicines Available at BHC 6.1 7.7
Statf Require "oney 6.3 7.7
Family Objection 0.0 7.0
Toc Far Away 1.0 7.3
Go to Private Doctor 0.0 5.6
Hearc Bad Things about BHC 4.1 0.0

TABLE 20 - Reasons for Not Using BHC - Male and Female
Respondents

Very few respondents mentioned the distance to the BHC

as a reason for not using its services, while the fact

that money is required for services was mentioned often

as a reason why men did not use the services. Approxi-
mately 25% of households reported using the village shop

or dokhan as a source of medicine in the prior year. Their
overall opinion of the quality of medicine they were able
fo ottain from the dokhan was not high, however; only 26.8%
of respondents considered the medicines to be "good".

Male respondents were asked whether they get advice from
anyone outside their household when a family member is
sick. Only I5% of respondents answered that they did.

The person who gave the advice was almost always reported
as being another man, living in the same village. Only
infrequentliy, less than 25% of cases, were these sources
Said to dispense medicines as well as advice. On the other
hand, 58% of women and 37% of men knew of someone in their
own village who could give them an injection if needed.

In less than I15% of the cases was the injectionist de-
ccribed as a person who also dispensed medicines.

Pregnancy and childbirth are recognized in all societies
as times of potential physical and emotional problems.
Not surprisingly, a specialist source of care is common
for this particular problem. Stightly less than 50% of
female respondents reported using a traditional midwife
or dai for their deliveries. Most dais used (89%) were
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located in the same village as the respondent. Of those
not using a dai, the vast majority (93%) relied on female
relatives for delivery assistance. Al]l women, regardless

of the type of help they reported receiving for childbirth
were asked whether they were satisfied with the services

available. These responses were:
Percent
Very satisfied 6.6
Satisfied 50.8 (N=470)
Intermediate 30.9
Unsatisfied 8.9
Very unsatisfied 2.8

The fact that only 11% of women rated their childbirth
assistance as "unsatisfactory" is evidence that the meth-
ods evolved for handling normal deliveries in the village
meet the needs of most women.

2. Cost of Health Services

As important as tne information on the types of services
being utilized is the amount of money that rural house-
holders pay for the services they receive. Household
health expenditure data is usefu!l in obtaining a better
understanding of the "marketplace" for health care and
to determine the financial capacity of villages to sup-
port new proarams designed to improve their health.

It has been estimated that the per capita annual govern-
ment health expenditures js approximately 20 Afs, (15)

It is obvious that even if the MOPH budget were spread
equitably over the entire population of the country,

there would be severe limitations on the services which
could be provided to the country's 15 thousand villages
if only Ministry resources were utilijzed. On the other

hand, the median annual personal health expenditure,
according to male informants, i3 139 Afs, or almost
seven times the government expenditure.

Data on household incomes in rural Afghanistan is scarce
and of guestionable accuracy. However, if the mean an-
nual household income of 13,600 Afs which was obtained
from a 1971 survey of 254 farmers in Parwan and Ghazni(!6)
is considered representative of rural Afghanistan in
general, health expenditures are 7.4% of the annual
household income.

The following table summarizes how male informants re-
ported allocating their household heal+h budget of ap-
proximately 1000 Afs/year:
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Source Percent of Health Average Paid Per
Expenditure Visit (in Afs)*
Pharmacy 37.0 248
Hospital -~ Regional 12,1 327
Doctor - Regional 9.0 182
Doctor - Kabul 8.0 664
Basic Health Center 5.7 54
Dokhan 4.6 36
Hospital - Kabul 4.4 909
Mullah 4.0 33
Shrine 3.5 122
Other (lIncluded care 2.8 958
outside the country)
Injectionist 2.4 14
Hakimji 2.4 85
Doctor - Local Vo7 45
Atar .0 32
Dai 0.9 94
Bonesetter 0.2 47
Barber 0.2 30
Cupper 0.1 39
* Includes transportation costs 50 Afs = §$1.00
TABLE 21 - Health Expenditure by Source and Average Cost

of Services

This data presents a wealth of information on the heallh
behavior of rural Afghans. For example, it vividly points
out that the single highest expenditure is for the purchase
of medicines at the pharmacy, 37% of the total health budget.
It also demonstrates the extremely high cost of a pharmacy
visit, average cost 248 Afs, relative to most other sources
of treatment.

It also demonstrates that an illness requiring care in Kabul,
either from a private physician or a hospital, is a major
expense. This was unde-lined by a statement of one re-
spondent when asked what people in his village do for an
illness too serious to be treated at home. "Those who are
fucky enough to have money go to Kabul for help. Those

like many of us who have no money must stay in the village
and either get better or die." TABLE 2| also confirms the
wide variety of treatment sources employed. Note that even
though visit payments for a traditional practitioner are
considerably less than for a modern service, villagers

spend almost 20% of their health budget on traditional
treatments. Additionally, the data demonstrates that a visit
to a basic health center often requires some expense, either
for transportation or services.
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In summary, the health expenditure data implies that as
villagers are already spending large amounts of money for
health services, in absolute as well as relative terms,

any plan which calls for villagers themselves to contribute
to the support of a local health program could be successful
as long as villagers perceive the program as being beneficial
and worthy of their support. This could have immediate im-
plications for the planning of the new village health worker
program. One additional factor should be kept in mind,
however., While the median household health expenditure

is very high, over 25% of the households spent less than

100 Afs for health care. In order to plan programs that
will reach all of those in need, it would be essential to
understand whether these households had no one in the
househo!d who was sick during the year, or whether they
represent & secment of the population who simply did not
have the money to spend.

3. Attitudes Towards Available Health Resources

Another important factor in planning health programs is the
attitude of villagers toward the services presently avail-
atle. Logically, there will be greater interest in and
Cooperation with a program designed to improve services
consicered unsatisfactory than for services which are
currently satisfactorily meeting the needs of the village.

All female respondents were asked whether they were satis-
fied with the source of treatment for household members who
had tecn sick in the last two weeks. TABLE 22 summarizes
their responses:

Source Percent Satisfied (N=468)
Private Doctor - Local 75.0
Hospital - Regional 71.0
Basic Health Center 64.7
Bazaar 57.9
Private Doctor - Kabul 57.1
Private Doctor - Regional 53.5
Pharmacy 52.4
Vul lah 52.4
Home 49.6
Dokhan 31.6

TABLE 22 - Satisfaction by Source of Treatment
(Female Respondents)
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All respondents were also asked where they felt they
received the best treatment for an illness which cannot
be treated at home. TABLE 23 summarizes their replies.

Percent Response

Best Treatment Males (N=227) Females (N=463)
Basic Health Center 34.8 33.3
Hospital - Kabul 29.1 3.0
Private Doctor - Regional 8.8 14.5
Private Doctor - Kabul 7.0 2.6
Rezional Hospital 7.0 6.4
““ullah or shrine 5.3 25.0
Private Doctor - Local 3.1 8.8
Villaze 2.6 0
Fharmacy .9 3.4
TARZLE 23 - Most Frequent'y Named Best Source of Treatment

Qutside Home
€oth men and women mentioned the basic health center mos+
frequently as the best scurce of treatment. Other than
for the EHC there was little agreement between men and

woren on the best socurce of ireatment. Men tended to name
scurces in the cities as being best while women selected
sources near to home. For instance, 29% of men, but only
3% of women thought hospitals in Kabul were best, while
25% of the women and only 5.3% of the men named the Mullah

or shrine. This undoubtedly reflects the greater mobi lity
of men, ftravel to the cities being a more realistic possi-
bility fcr them than for women.

Th~se who reported having used the basic health center
were asked their opinion on the quality of the medicine
and services they received. Responses indicated a broad
rance of attitudes:

Quality of Medicines and

Services at BHC $ of Males (140) % of Females (2¢
Very good 7.9 1.0
Good 50.0 48.5
Intermediate |7.8 16.5
Poor 23.6 23.7
Very Poor 0.7 0.3

The general feeling about the services provided by the BHC
is a favorabl2 one, even though almost one-fourth of re-
sponcdents gave "poor" ratings. Similar distribution of
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responses were giver when the question was asked concern-
ing the personal treatment received from BHC staff, with
slightly fewer "poor" replies.

Personal Treatment

Received at BHC $ of Males (141) ¢ of Females (283)
Very good 1.3 1.7
Good 58.9 53.3
fntermediate 14,9 7.7
Poor 9.9 17.7
Very FPoor 5.0 0.0

Several questions were asked to determine whether re-
spondents perceived any improvement in health conditions
in the past few years. The first was: "Do you feel that
children are healthier or less healthy than 5 years ago?"
with responses:

Males (223) Females (430)
Healthier 63.7 38.6
Same 15.7 23.5
Lesz Healthy 20.6 37.9

Apparently women are less favorably impressed with present
health conditions than men, the same percent saying that
children are less healthy than in the past. The reasons
the respondents gave for their responses were:

Reasons Given for Poorer Child Heal th Percent (N=33)

More children now 3
More disease 3
Bad weather

Bad health services

Poverty

Bad water

Medicines not frec

More malaria

Other

O WWWWWOUOOWw
H OO OO OO W
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Reasons Given for Improved Child Health Percent (N=]12)
Medicine and doctor available 52.6
Less disease 2.5
God's help 8.5
Good weather 8.5
Better food 5.1
Hospital 4. |
Cleanliness improved 4. |
Transportation 2.8
Other .8
TAZLE 24 - Reasons Given for Current Child Health Status

by Male Respondents

Similerly women were somewhat less positive about improve-
ments in child mortality in the last five years. When
asked, "Do you think that more or fewer children die now
than 5 years ago?" they responded:

Male Respondents (204) Female Respondents (42}])
Yore die now 1.7 28.3
Same 21.6 4.5
Fewer die now 66.7 57.2

The final question was whether respondents felt that health
services had improved in the last five years. Almost 3/4
of all respondents felt that health services were better
now than they were five years ago. The overall attitude

of rezponcdents appears to be that general health conditions
heave irmproved in recent years. The implications of this
for chanac in the attitudes of parents toward the number

of chié?§§n they desire is important. It has been hypothe-
sized that parents will seek to control the number of
children they have only if they have assurance that the
children that they do have have an increased probability of
survival. The survey, however, did not demonstrate any
significant differences in fertility or desired family

size bty respondents' perceptions of improvements in health
services or child "survivability."

However, among women who have had three or more children

who have died, there is somewhat less interest in contra-
ception than among women who have not lost any children,

as shown on the next page.
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Number of Children Died
O _(N=123) 3 or more (N=71)

Interested in contraception 16% 5%

Not interested in contraception 84% 95%

It is premature to predict whether perceptions of villagers
about chilid survivability are changing substantially enough
to have a significant impact upon the number of children de-
sired. In a situation such as in Afghanistan where 38% of

women sampled have had more than 3 children die and several
respondents had as many as [0 children die, there may be

a considerable time lag before actual fe"tility patterns
change in correspondence with feelings of the chances of a
child survivina to adulthood. I't is a subject requiring

continuing study.

}
All respondents were asked what in their opinion was the
most needed health improvement in their village. TABLE 25
compiles their most frequent responses.

Most Needed Improvement E Percent of Menticns (N=1241)
Medicines 30.5
Doctor 24 .4
Hospital 10.5
Improved Sanitation 8.9
Better Food 7.5
Transportation and Roads 2.6

TABLE 25 - Most Needed Heal+h Improvements
(Most Frequent Responses Only)

This information is useful because it shows that villagers
are more concerned with having improved access to medicines
than they are in better heal+h facilities or physicians.

This was also seen in TABLE 22 which showed fewer people
satisfied with pharmacies and dokhans than most other health
services available.

Access to medicines may be limited by costs as much as by
the distances to pharmacies or the supply of medicines
stocked. As shown earlier, medicines are the single most
expensive item in the health budget of rural Afghans, both
on an annual and a per visit basis. The priority given to
having access to medicines may be a very favorable factor
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in the success of any village level program whose objective
is to increase the availability of essential, low cost
medicines, whether it is through village health centers,
village shops or pharmacies.

4. Attitudes of Villagers Toward the fFeasibility of a
VHW Program :

One approach to the expansion of health services in rural
areas is the village health: worker, a concept which has
teen successfully introduced in a number of countries.

One of the objectives of this survey was to determine the
receptivity of rural Afghans to the idea of an individual
from their village beina recruited, trained and supervised
to manzae 'the most common health problems of the village.

In order to learn villagers' views on the feasibility of
a villaae health worker program, all respondents were
asked, "In some countries persons from villages have been
trained to treat the most cobmmon health problems facing
the people of their village. Do you feel that this type
of thing could be possible for your village?" As can be
seen below, reaction was strongly positive for the feasi-
tility of such a program.

Males (235) Females (483)
Feasible 78.3¢% 95.3%
Not feasible 17.49% 3.7%
Don't know 4.3%9 .09

0f thoce stating that such a program would not be feasible
for their village, the most common reason given (60% of all
replies) was that there was no one in their village quali-
fied for the role. Questions desianed to elicit informa-
tion about which characteristics would be most important
for a person who would serve as a village health worker
produced the following responses:

Percent Replies

Male (193) Female (421)
Best Age for a VHW*
Young 30.0 42.3
Middle-Aged 26.3 24.9
Older 6.3 4.6
Don't Know 37.4 28.2
Best Sex for VHWs
Male 13.7 1.6
Female 6.3 43,3
Both 80.0 45. |

¥ N=190 for men, 494 for women
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{continued)

Should Literacy be Required?
Yes , 100.0 .81.3

Should VHW Have Experience .
Outside Village?
Yec 94.3 98.4

What are Best Qualifications for
VHWs? (Most Frequent Responses Only)

Good character and patience 40.4 54.4
Proper Manner 5.3 2.6
Humanitarian 10.4 4.5
Experience 8.2 1.0
Intelligence 6.6 26.0

TABLE 26 - BEST Characteristics for Village Health Workers

The table points out that bo+h men and women felt that |+
would be important that women be trained as VHWs. It also
shows that personal qualities such as good character and
proper attitude are judged to be more important qualifica-
tions than experience or intellect, even though respondents
share the common belief that cardidates should be literate.
(While literacy is rated highly and respondents felt that
VHWs should have at least 10 years of education, whether

or not such qualifications are either essential or us?ful
for such a role is unclear, especially as studies (18 have
shown that the most successful change agents at the village
fevel are persons who share as many characteristics as
possible with the people they serve. Persons of higher
education may automatically be distinguished from the
majority of villagers and may be less successful as change
agents than persons less well educated. The important
question is what is the minimal education which is re-
quired in order to perform the specific tasks.

Respondents were also asked how they felt VHWs should be
selected. Replies were:

Percent Replies
Males (N=182) Females (N=438)

By the people 47,3 42.3
By the government 39.7 40.2
By village leaders 7.7 1.9
By the government and people 3.5 2.3
By leaders and people |.2 1.6
From among the injectionists 0.6 1.7

in the village
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The most common belief was that the people of the village
should themselves decide who should be their village health
worker. However, large segments of the population also
stated the opposing viewpoint that the government should
make the selection, indicating that the best method may
vary from village to village and may realistically depend
upon the specific political structure encountered as much
as upon the attitudes of the people. Interestinaly, the
question broucht forth a suggestion from a small number

of respondents which is worthy of consideration, namely that
those in the village currentily in roles where they provide
a health service for the village, such as injectionists,

be giver first consideration for the VHW role. This may

prove fto be a suggestion worth pursuing.

Twenty-six percent of males and 18% of females could think
of & specific person in their villtage who they felt would
make a nood VHY, In those cases in which an individual
was norminated, their characteristics had the following
prcfile:

Males (N=59) Females (N=79)
Mear Age 33.5 years 31.5 years
Cex Male 91.4¢% 61.8%

Fermale 8.6% 38.2%
Education - Mean Years 9.2 years 7.9 years
Literacy 82.8% 72.0%
Experience Outside Villaqge 63.8% 61.5%

TAZLE 27 - Characteristics of Persons Nominated for VHW Roie

One of the problems anticipated in establishing a VHW program
has been the lack of qualified women. TABLE 27 is encourag-
inz in that over one-third of females responding were able to
nominate a woman from the village who they thought would

make a good VHW. Also encouraging is that 27% of male re-
sponcdents stated that they would allow their wives or
dauzhters to be trained as village health workers.

Thirty percent of males, but only 10% of females, felt that
it would be possible to find a woman from the village to

be trained as a VHW if training were nearby and she could
return home in the evenings. Somewhat surprisingly,
slightly more (34% of males) answered affirmatively when
the same question was asked, but training was described

as being farther away, requiring women to spend an ex-
tended period away from the village. There was a slight
drop in positive replies among women for these conditions.
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Respondents were also asked why they nominated the person
they did for the VHW role. Their replies were:

% of Males (N=62) % of Females (N=98)

People Ilike him/her 35 27
Good education 19 4
Person is informed |5 7
Person is clever I3 35
Person is useful 13 5
Knows how to give injections 5 !
Relative of respondent 0 1l
TABLE 28 - Reasons Given for Nomination of Individual as VHV

Again, the belief that a good character is a more desired
characteristic than knowledge or experience in selecting a
VHW appears to be supported, especially in responses of
males,

Over 200 male respondents were asked whether VHWs would have
to be paid. Eighty percent felt that they would. The follow-
ing methods of payment were suggested:

1 of Responses

People should provide salary 43
Government should provide salary 27
People could not provide salary 20 47% other than
People provide part of salary 10 villagers themselves
Men were obviously divided on whether or not the village
would be able to support a VHW. The answer to the ques-
tion of whether a village can or will support a VHW will
come from actual expericnce and may well differ from area
to area. The percentage of men that thought the village

ifself could pay for the health worker varied from 1009%
to 22% in villages studied. The method by which payment
is collected may also make a difference. For instance,
villagers may be reluctant to Join an insurance scheme to
help pay for the support of a VHW whether or not there is
anyone in their household requiring his/her service, but

they may be readily willing to pay for their help when
they require it or may be willing to buy medicines from
a VHW knowing that he/she will receive a small profit from

each sale.
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The method by which a VHW will be supported is a key
question, especially since one major assumption of the
Ministry of Public Health's planned program is that the
village health worker would be nearly self-sufficient
and operate with minimal government expenditures beyond
those incurred for training and supervision.

5. Diffusion of Information in Rural Villaqges

As described earlier, many of the health problems in the
rural populations studied, especially those of small
children, arise from lack of information as much as from
lack of available health services. The nutrition of
children, treatment of the umbilicus of newborns leading
to tetanus, and the treatment used for diarrhea are im-
portant examples of health problems caused or exacerbated
by lack of knowledge.

One remedy is obvious - incr%ased information. However,
before beginning a program aimed at improving health edu-
cation it is essential to have an understanding of channels
by which villagers, especially women who are the prime tar-
gets, currently receive information. The question posed

is an immense one and one which the Three Province Survey
has only begun to invesfigaf;.

All women interviewed were asked whether they ever listen
To the radio. Almost 50% reported that they did, and the
following table records their reported frequency of
listening:

Times per Week Listened Percent of Responses (N=245)

Less than | 3.5
| 4. |
2 I'1.0
3 5.7
4 1.2
5 0.4
6 l.6
7 or more 62.4

TABLE 29 - Frequency of Radio Listening - Women Who Listen

Two-thirds of women listeners reported having radios in
their homes; most of the rest listened in the homes of
friends or relatives. The most interesting programs as

reported by women listeners were:
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Music 62.1%
Family life 19.4%
News 9.7%
Farmers' program 3.7%
Stories 2.8%
Radio Doctor 2.%%

Men were asked a slightly different question, namely:
how many days a week they li'sten to the radio. Their
responses were:

Days Per Week Listened Percent of Responses
0 61.2
I 5.1
2 ‘ 2.1
3 ’ 2.5
4 .8
5 2.5
6 1.3
7 24.5

TAELE 30 - Frequency of Radio Listening - All Men
Mean = 2.1 days/week

Their favorite programs were reported to be:

News 32.74%
Farmers' program 27.1%
Music 19.6%
Radio doctor 7.5%
Family life 5.6%
Stories 1.9%

The radio is one of the major means by which new ideas come
intfo the village. The information on the radio listening
habits of men and women provides a wealth of information
with broad implications for health education programs.

The first fact is that the percentage of people in the

village who have access to a radio is extremely high.
Second!y, women report listening to the radio as frequentiy
as men, if not more frequently. There are, however, distinct

differences in favorite programs of men and women. Women
rate music programs as their overwhelming favorite, while
men report favoring the news and farmers' program. Neither
men nor women rate the Radio Doctor program among their
favorites.
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There are several important implications in these findings.
First, the radio would have the possibility to reach a very
large percentage of the rural population with health educa-
tion messages. The second implication is that these health
messages would be most effective if sent via the most+
listened-to program, i.e., music for health education mes-
sages for women, and news or farmers' programs for messages
for men. One of the most successful campaigns to improve
nutrition of rural children'has been carried out in Zambia,
& country with geographic and lanquage barriers simjlar to

highanistan's. The apnroach used has relijed heavily on the
use o ropular radio programs and nutrition messages incor-
coratel into popular music. In fact, in most years the

mest popular sona has been a message on nutrition or child
reainz produced by the National Nutrition Commission. The
rctential for this type of health education program in
rurael Ffihznistan is extremely favorable, given the radio
istenine habits of the rural population.

Ancther potential use of the radio which should be mentioned
ic in cocmrunicating with VHWs dispersed around the country
¢ provice them with ongoing information, instructions and
encourzatement, One example of +this approach is the Nigerian
extenzion workers' "Radio Farmer". This is a program broad-
cast on national radic once a week, to which all extension
workers listen to find out what other workers are doing and
tc unnrade *their own knowledge. Such an approach might also
work w=ll for village health workers.

Another rmzans by which information diffuses into the village
is bty villagers who travel to regional centers and to the
citiez. As was already shown for the source of treatment
used ty men and women, there is a great difference in mo-
Eility according to the sex of an individual. Al'l of the
men were asked whether they permit their wives to go to the
following places alone:

Place fPermitting (N=230)
Visiting female friends in village 41.8
Eazazar 7.8
Zasic health center 12.9
Shrine in village 6.5

‘hen women were asked whether they were allowed to travel
outside the household alone they gave the following replies:
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Place £ Allowed (N=43])
Visit female friend in village 3.3
Bazaar 6.7
Basic Health Center 44.3
Shrine in village 19.0
This information points out the severe limitations on women's
movements outside the household. The smal | percentage of
women reporting being allowed to visit female friends in
the village points out the restrictions on 'he spread of
information from woman to woman within the village.

The basic health center, however, appears 1o represent a
force for change. The ability of greater percentages of
women to travel tc the health center than to other places
makes it an advantageous site for the spread of information
both from health center staff to those attending, and from
woman to woman. Programs should be arranged at the BHC to
take advantage of this opportunity.

The current channels of communication to the rural Afghan
woman are quite narrow; the potential for their expansion,
making use of innovative health education programs, is,
however, graat.

6. Socio-economic 3tatus and Health Behavior

Just as the SES of a household can affect the heal+h of

its memters, so too can socio-economics be an important
determinant of both what a household does when one of

its members is sick and the access which that family has

to information. As discussed earlier, while the average
amount a rural household pays for health care annually is
quite high, there are many households in which expenditures
are very low. Analysis shows that the health expenditure
of very poor households is approximately one-half of that
of households above average. Furthermore, attitudes as to
the best treatment for illness appear to vary by socio-
economic category as well. For instance, 34% of poor women
feel that the mulliah offers the best care when sick, while
only 15% of the average or above average households men-
tioned this source. Likewise, 16% of average or above
average women felt that a hospital was the best place to

go when sick, compared with 3% of very poor women. Slightly
fewer (24%) of average or above average women perceived the
BHC as providing the best care as did very poor women (40%).
There was no difference by SES for receptivity to the con-
cept of a village health worker. Not surprisingly, poor
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women have considerably less access to a radio and there-
fore could be expected to be reached less easily by that
means than women in households which are wealthier and
possess their own radios.

While not all differences between the rich and the poor
are significant or important for the planning of health
services, their specific needs and constraints must be
taken intc consideration in planning village health
schemes.
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