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Abstract

To tackle one of t hesnatalamd child beslth sutcconses andwmechranic n a |
shortage of human resources for health, the Afghan Ministry of Public Health deployed volunteer
Community Health Workers (CHW) in rural areas of Afghanistan in 2003. This thesis documents
the Afghan CHW program, exploringorganizationand communitycontexs. The research

design in this study is a mixed methods case study

The actuaAfghan CHW programwas situated with an Afghan compladaptivehealth
systemmainly guided by the policy of the health systbut was also largely influenced by the
power and gender dynamics of the community context in which it was implem&hesthsks of
CHWSs were numerous but CHWSs role was more than just the sum of their tasks; they occupied a
unique location juxtaposed beten formal and informal HRH systentisis important to
acknowledge the assembly of so many national and international organizations in achieving a
shared goal of providing health services to a large populationunstableand partially
insecure envinoment. The shared goal in the Afghan context may have been interpreted only in
terms availability of services, though the goal carries with it, either explicitly or implicitly, the
values of effectiveness, efficiency, timeliness, and costlinkaswn asguality by some
participants of this study-he communitycomponent was anothkyer of the complex adaptive
system that nde up the Afghan CHW prograrRolitical-ethnic power in the community and
legatrational authority of the health system influendeel wway communities weraapped in an

inequitable mannein turn, contributed to thenfair distribution of resources to the populations.
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Finally, the intersection of the gender equity approach and the gendered nature of the work as a

crosscutting layer ddedto the complexity of the Afghan health system.
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Chapter 1. Introduction

In 2004, when a national health program needed a community volunteer in Habashi, a
remote villagan the mountainousentralprovince of BamyaniAfghanistan, a woman in her 40s
stepped upKhaalaKhurshid(Khurshid Auntyi Khurshid meanghe sunin Persiankould not
read or write; she had newastended a publischool. Thenational healtiprogramprovided six
months of iaclass and otthejob training for thevolunteer community members to becoane
Communiy Health Workei(CHW). The first challenge for her was to ledhne work of a CHW
and therto learn to educate community membapsutpersonal and environmental hygiene, to
prescribe medications for prevalent dissasaong women and children, atorefer
(encourage, motivate and cooperate with) patients to health faciliieszenue of the halass
training was around 10 kilometers away from her villadgeur hourswalk both ways Despite
thechallengs, she learned all thieessonghrough pictographand practical training

At the end of hetraining, she received a box of supplies and drugs to start undertaking
her three main taskgure prevalent diseasesducate and counsel on personal and environmental
hygiene, and refer (and sometimes takejepét to health clinics. Initially, the community did
nottrusther, expressing concerns whetlstrecould provide the right medicatigand the
community didnot believe the healtmessageshegave After shesuccessfullyreateda few
childrenwith pneumonia anddiarrhea she earned respdobm the community members. After
shehadsaveda few women bleeding duririgbourwith misoprostol(an antthaemorrhagicand
basic hygiengthe communitynembersstarted to question their losgeld beliefs thagvil ghosts
possessethbouing womenand forcedhemto bleed the dirtypregnancyblood. Pregnant
womenin the communitfoundantenatal and postnatal céifesaving Communitymembers

began to listen to hexdvice on personabnd publichygiene. Some everalted herKhaala
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Doctor(Dr. Aunty). In the meantimeshe reported on her activities to the health glinleere she
was trained anwasprovidedwith drugs and supplies every month.
In 2008,KhaalaKhurshid was invitedo a ceremony at the provincialggwy nor 6 s o f f i c
After a speech by the female governor, she was invited on the stage andlgngennetebook
sizewood boardsomething written on js ifwith chalk She was soverwhelmedn the stage
with dozens of people applauding for fieat shecouldnotunderstand why sh&asgiventhe
board. The governor had asked her i f she want
call meKhaalaDoctorin the village. If you give me some more training so | could treat more
diseasg Iwouldbet hankf ul . 0o
Walking back through a desert that led to her village, she once thought to throw away
that piece of woodas it wasaburdento carry it for another one hour walk left to get home. But
then t came to her thahe woodcouldat leasbe usedor fire in winter, so she kept it. When
she got home, her husbaneho had learedto read and write while serving in the Afghan army
almost three decades agead the board and a few drops of teerthrough his face. He said
his wife, Ydu have becomthebestwo man of the year. o That was a
the year in Bamyan Province of Afghanistan given to hehe8" of March 2008, the

Il nternati onal Womands Day
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KhaalaKhurshidand her husband at a Health Post in Habashi village, Bamya

She may have been the only one to be awarded for her services, but there are around
13,000 female CHWs across the countmprking alongside.3,000 maleCHWs. All of them are
working in villages to improve the lives of their fellow community memberpaiticulay
women and children. They are the frontline volunteer health workers in the villages of
Afghanistani the first point of contact of the villagers with a health sysfeinms PhD. thesisis

about theni the CHWSs of Afghanistan.
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1.1 Statementof the problem

In 2014 ,Afghanistanhada population of approximateR9.8 million people with 46%
below 15 years of age, anélolabove 60 year@Campbell et al., 2013; WHO, 2014%j)fe
expectancy at birttvasestimatedo be60 yearsanincreag from 47 in 2002WHO, 2015)
Almost 76% of the population livd in rural areas, andver 60/ of the populationhadimproved
drinking-water sourcesbut improved sanitation facilities remained as low a&%3®%/HO, 2015)
Women and children in Afghanistéadone of the dwest healttstatusesn the world. Maternal
mortality ratiowas400 per 100,000 live births, compared with 170 regionally addgkibally
(WHO, 20195. Out of 1000 live births, 36 newborns di®efore reaching their first month, 73
before reaching thefirst year, andlO1 before reaching their fifth yeai.e.,one out of ten de
before reaching their'Sbirthday(Campbell et al., 2013 hefertility rateof 5.1in Afghanistan
wasdouble the glbal averagef 2.5and contributes to both highaternal mortality andnder5
mortality (WHO, 2015.

Human resource®r healthremaired scarcen most regions of the countiy 2013
Overall, herewerel.9 physicians ad 7.5 nurses and midwives per Q00 peoplein 2013, most
of whom werebased in cities and big towns, wihk high ag.2 physicians per 10,0@@oplein
cities, andas low a$).6 physicians per 10,0@&oplein ruralareagCampbellet al., 2013)
Midwives werealsotypically based in health clinics where theywhahe necessary medical
equipmenfor service provisior{Bick, 2007) In villages, wkere76% of thepeople livel, CHWs
werethefirst and often the only point of contact of villagers wiitle formal health system
(Najafizada, Labonté, & Bourgeault, 201%herewere26,000 CHWSs (8.7 per 10,000 people)

registerechs volunteer health workeas the Ministry of Public Healtm 2014(Najafizada et al.,
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2014a) TraditionalUnani and Greek medical doctors, religitwesalers, traditional birth
attendants and drudjspensersvorkedinformally bothin urban and rural ared®Vilson, 2011)

To tacklethediscouraging maternaheoratal and child healtltoncernsand a chronic
shortage of huimn resources for health, the Afghan Ministry of Public Hestiinted deploying
volunteer Community Health Workers in rural areas of Afghanist2903 The CHW program,
a component of a Basic Package of Health Servigeldrained aroun@6,000 CHWauntl 2014
(Najafizada et al., 2014Thoughsome studies have looked into Basic Package of Health
Servicesin generalAmeli & Newbrander, 2008; Newbrander, Ickx, Feroz, & Stanekzai, 2014)
thereis a knowledge gap on the CHW program in Afghanistanespeciallyon community
health workers aasignificanthealth workorce for maternal, neonatal and child health in rural
areas

The literature on CHWs has been growing over the past detatjéhreeknowledge
gaps have been identified in the literaturdlmrole ofCHWSsin developing countries-irst,
there is an ovall shortage of research studies on the interaction of contextual fastousnan
resources for health at the community level and their impact on health workforce performance;
secondthere is a lack of documentation outlining couvttige experiencedjnally, there is
little evidence on how CHW programs impact maternabnatalnd child healttffDawson &
Gray, 2010)Evidencesuggestthat CHW programs do improweaternal, neonatal and child
health, but rarelglo studiesexplicatetheways through which the impact might happgrewin
et al., 2006, 2010)

In thisthesis | explorea decaddong national CHW program, which has beccamajor
component o comprehensive and communligised primary health cateanalyze the

contextual factorgpolicy level, maagementevel, and community level) affectindpe CHW
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programand the CHWSs as human resources for healthral AfghanistanFinally, | assesshe
relationship between the CHW program amaternal neonatalnd child healthThe case in this

thesis isthe CHW program in rural Afghanistan.

1.2Researchobjectives

The overall goal of this thesis is to describe and evaluate the national CHW program in
Afghanistan with three objectiveghe first objectivas todescribehe Afghan CHW program,
with a gecific focus on the adequacy of its recruitménatining and support for CHWS he
second objective is tdescribe the interaction between thanydifferent stakeholders at the
policy, managerial and community level involved in the national CHW pragramtird
objective is taunderstandhow CHWSs contribute to maternal health in rural Afghanistan.

Thecomplementargoncepts that guide this thesis are equity in healthcare, health
systems, primary health care, human resources for health, and gendéyimehealthcare. The
Afghan CHW program is a component of a national commurased primary health care
intervention, in othewords the cornerstone of the Afghan health system. Afghan CHWs are
considered human resources for health in rural are@sCHW program is intended to address
geographical and gender inequity in health and healthcare. Thus, | draw on tloéhnlaeping,
concepts in developing my researphimary health care, human resources for health, and health
inequities

Based on theonceptual guideline and the objectivés tollowing research questions
guide this thesis.

Objective 1:

1. What is the structure of the Afghan CHW program?

Objective 2:
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2. What is the organizational context of the Afghan CHW program and how do the
organizaions contribute to and influence the CHW program?
3. What is the community context in the Afghan CHW program and how is the
community contribute to and influence the CHW program?
4. How are CHWSs the human resources for health in rural Afghanistan?
Objective 3:
5. What isthe relationship (a potentiadfluence of the national CHW programvith

maternal and neonatal health in rural Afghanistan?

To summarizein this thesid aimto 1) explore in details the structure of thetional
CHW program within the broadé&fghan health system; 2) understand the community and
organizational contexts (government, international agencies, national and international NGOs)
influencing the implementation of the CHW program; and finally 3) analyze the relationship of
theactivities of the AfgharCHW program with maternal and neonatal healitcomesn rural
Afghanistan.

Thethesisis amixed methods case study of the CHW program in Afghanisteluding
aprocess anditial impactevaluation on outcome€ase studies are an emgal inquiry that
investigatsa A cont empor ary p hdifeoonetrvehoe mvitthhei ni biotusn draer
bet ween the phenomenon and the context are no
sources of e ind2603,p.23) A proeessesatuation is a systematic, digp
step process to examine all aspects of an intervention to produce data to supportichedisign
about ways to improve the interventifiinnan & Steckler, 2004)An impact evaluationsia

particular type of evaluation that seeks to identify the changes that are directly attributable to the
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program, policy or projediGertler, Premand, Martinez, Vermeersch, & Rawlings, 2010g
gualitative data useto answetrthe research questions include document analydiservation
and interviews with key stakeholdensd community memberghereas the quantitative data

includea large administrative datasetrofternahealthoutcomes from 2009 to 2013.

1.3Background

Afghanistan is a landlocked country situated at the crossroads of Central Asia, South
Asia, and the Middle EasA mountainous country, the countiiares borders with the Central
Asian States of Tajikistatzbekistanand Turkmenistan, in the north; Xinjiangopince of
China, in the northeast; Iran in the west, and Pakistan in the east. More than 99.9% of Afghan
people ar&hiite and Sunnluslims, leaving less than 0.1% dfndus and Sikh§lacopino et
al., 1998) Afghanistan has four major ethnic groups namely Uzbek, Tajik, Hazaraeintn
and two languagesamely Persian/Dari and Pashto with many other ethnicities and languages
(Siddique, 2012)In the absence of accurate census data, determining the true percentage of
variows ethnic groups has been problematic and sometimes contg@iddisue, 2012)Ethnic
and religious conflicts were part of the civil war in the 1990s.

With a turbulent hstory, Afghanistan got its independence in 1919 from the British
Empire. Not having a political doctrine of its own, King Amanullah Khan attempted to
modernize the countryn the 1920s Amanullah Khan reorganized the independent kingdom,
changing it fronthe Islamic monarchy to a Kingdom where he was called the King, rather than
the Ameer (Gregorian, 19673ome social reform of his timethé¢ 19203 was the introduction
of new criminal and civil codes, including a 1921 family code that banned child gerria
required judicial permission before a man took more than one wife, and removed some family

|l aw questions from the jurisdiction of mul

ah
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opened t hshoblin Kabul, and the firstsAfighan magazifee women called
fiGuidance forwomen ( Robi nson and Dixon, 201w}, and
openedat this time. Modern education was the initial step towards modernization, and King
Amanullah founded three secondary schools, each with a fdegignage as its medium of
instruction; Istaglal school in 1922 with a French faculty; The Nejat school in 1924 with a
German faculty, and the Ghazi school with Angidian faculty (British since 1942). Habibia
High School, established in 1907 by his &atlemployed American teachers. (Wilber, 1962,
pp.8485). In 1928, a Turkish physician to the court, Dr. Refiki, founded a school to train
assistant doctors (Robinson and Dixon, 2013). King Amanullah had sent 50 girls to Turkey to
study medicine, which haahgered the tribesmen of Afghanistan, leading to a religious upheaval
and overthrow of King Amanullah Khan.

Nader Kharof the Royal familyovercame the tribesmen abdcamehe king.He was
cautious in modernizing thetateand discussed all state affawith religious leaders. Nader
Khan and his son Zaher Khan ruled Afghanistan until 1978 controlling mainly the urban areas
and leaving the rural areas to tribal structures. Public service during their timesdmakinited
to urbanareasand little effot was made to expand services to rural areas. Despite slow
developmentsomedevelopmentsegardinghealth includedhe establishmentf Kabul Medical
University, the establishmendf Masturat Hospital to provide services for women and children,
andthe establishmenof Ministry of Public Health and setting wb Basic Health Centers in
large townsbutcovering less than 10% of the population. In 1973, a village health worker
program was designed to expand health services toanga$but the progreswas slow

(Robinson and Dixon, 2013)

t

h



COMMUNITY HEALTH WORKERS OF AFGHANISTAN 10

In the 1960s, socialishovementsook root inAfghanistanand the first socialist party
was establisheith 1965(Rasekh, Bauer, Manos, & lacopino, 1998)1978, a reolution
overthew the king and Afghanistan became a repufilite Republic of Afghanistan attempted
to expand its control, and with it the social and health services, into the rurallaestablished
modern statdike institutions replacing tribal ad traditional structuresandaskedfor Soviet
troopsto assistleading to the invasion of 1978s part of the expanding state contrahds
confiscated from feudal landlords were redistributed to farmadernschoos replaced
religious madrassas, &léh clinics replaced informal traditional healers, and girls were
encouraged to attend schools. In doing so, the state faced strong resistance from tribal and
religious structures in rural are@daley, 1993) Supported byhe Westthe tribes formed
insurgency militias and fought the Russians in the mountains and rurafiessgaandgradually
in smaller towns and citieantil they overtook the entire country in 1991. After the collapse of
the government in 1991, the religious militids/ided by ethnicity and religious sectought
against one another over power shgrtarning Kabul into ruins. In 1994, the Taliban (meaning
religious students) rose from the south of Afghanistan promising to put an end to the civil war
and ethnic and religious civil wgBeddiq, Enarson, Shah, Haq, & Khan, 20T4)e Taliban
took Kabul in 1996 and established Sharia Law simildnad which had existet400 years
earlier, and which banne@men from educationna work andforcedmen togrow beard and
shave their heagand appliedn extreme, radicahterpretation of Islanon the Afghan society
(Maley, 1997)

Between 1978 antl991, social and health services had expatalemvns, cities, and
some rural areas receptive of the Sehi@tked governmerf@hmedGhosh, 2013)The rest of

the country had sporadic services through civil society in the form e§avernment
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organization (NGOs) funded by donors and char{tigsson, 1991)Between 1991 and 2001,
the public services were almost rexistert.Instead charity organizations and national and
international NGOs operated amumanitariarbasis to povide some services infrequently to
some parts of the count(CAF, ICC, AHED, & WHO, 2007;dcopino et al., 1998; Maley,
1997)

The civil war of the 1990s destroyed much of the social infrastructure of the country
including the health syste(@harp, Burkle, Vaughn, Chotani, & Brennan, 2002pre than two
decades of civil conflicts had devastated the country, rgakensafe haven for an extremist
Islamic regime, the Taliban, famous for whipping women in public if they were to be seen
walking alone outside or if any part of their body was uncovered, even theirBekl,

Christia, & Enikolopov, 2013)The Taliban deprived women of work and educat®eath et

al., 2013) It was not because of the brutality of the Taliban on women that the world became
interested in Afghanistatoweverbut because of a politicatistakei allegedly giving

sanctuary to the AQaeda leader, Osama Bin Laden, after September 11, 2001. The United
States of America made many demands of the Taliban to hand over Osama Bin Laden, which
were consistently rejected. In October 2001, the Uslfan international intervention to capture
Osama Bin Laden and topple the Taliban regime. The broader international community helped
an Afghan resistance force in overthrowing the Taliban.

By December 2001, Afghanistan had an interim government form#tedasis of the
2001 Bonn agreement among variéddghanpolitical factions inside and outsidiee country
Funded entirely by international donorse interim government was taskedpave the ground
for a new constitutioand a new governmer. grard council of representative from across the

country approved an Islamic Republic as the form of government and a free market economy
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Any state institutions including physical infrastructures or policies and procatateemained

in Afghanistan were fnm the Soviebacked governmenttheseassumed responsibility for
public services such as health, educatlorysing andransportationand job creation. Building
on the remnants of Sovieacked institutions, the new state had to mix practices with new
policies.In the absence of any major revenue and due to a heavy reliance on international
donors, government ministries, including the Ministry of Public Health, had to design their
policies according to the criteria set by donors such as contractingattlt kervices to nen
governmental organization and allowing investors to set up private hospitals and clinics.
Combined with weak state institutions to oversee the eqtisgcess and quality of health
services, the result has been a surge in privagatatsin major citiesincreased prices for
quality services, if available, in major cities, and a decrease in access and quality of health
services in rural areas. With fregghereducationn public universitieshundreds of medical
doctors have beenained in the past decadeho ended up setting up private practices in cities.
Health provision in rural areas has been left to traditional health providers, community midwives
and nurses, and community health workers.

Busy with the internal challenge wistitution building the government forgot that an
armed opposition was on the ridde Taliban, as an insurgent armed militia, were almost non
existent between the years of 2002 and 200®&y started to resurgdter 2005 Weak judicial
Afghan state istitutions,andincreased foreign support for the Taliban in the form of providing
sanctuary, financing and arming have contri bu
controls areas may have been diminished, but they have mainly focusedr@itidisuicide
bombing attacks in cities targeting foreign troops, Afghan army and government institutions.

Through planting roadside bombs and random kidnapping,ahliganhave caused insecurity on
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highways restricting mobility for government workersluding Ministry of Public Health
employees and NGO workers in certain areas of Afghanistan.
As part of the reconstruction process, rebuildmgAfghanhealth system was a joint
effort of national and international organizatiohke AfghanMinistry of Public Health (MoPH)
became the stewarseting national health prioritieand monitoring and evaluating the process
International organizations, mainly the United States Agency for International Development
(USAID), the World Bank, and the European Coission, provided coprehensive financial,
technicaland advisory supporNon-governmental organizations, the providers of sporadic
health services during the years of conflict, became the implementers of national health
programsTherebuilding of the hdtéh system started with the ultimate goapobvidinghealth
servicst o t he popul ation in fAigreatest need, espec
l'iving in poverty i n r WAfghatistaalragomeobdthe(loMestHdman?2 0 05
Development Index (HDI) in the world, in particular for social indicapeaining tovomen.
Only 6% of women in Afghanistan have secondary education, andaheurparticipation rate
is 16%(UNDP, 2013) The culture opurdah(gender segregation) is practiced all over the
country atdiffering levels, depending on various ethnicities, and with yuraan differences

(Beath et al., 2013)

1.4The Current Afghan CHW Program

To be able to provide services to théab6 u r a | popul ation and to o0
shortage of human resources for healt@Gpanmunity Health Worker (CHW) program as a
population health intervention became the cornerstone of conmzige@and communitpased
primary hkealth care. Th&fghan CHW program igart of the broader Basic Package of Health

Services (BPHS)Wwhich isdesigned to provide universal health coveragééoural population
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The Basic Package of Health Servicea @®®mprehensiverimary health care program
that forms the foundation of the health systemunal Afghanistan.The structure of the package
is hierarchal starting at the village level and ending at the district lw&ievillage level, there
is aHeath Postwith two community health worker#t thedistrictlevel, it has aistrict
Hospitalwith professional staff and modern medical equipment. Clddstitutethe majoity
of the healthworkforce in the BPHSAccording to the BPHS policy docume@tidWsin
Afghanistan are supposed to be volunteer members of a community, traioeghbizations
implementing the BPH&) to provide preventive and simple curative health care, (b) to refer ill
members of the community to a nearby medical facility, and(pjadmote communitjevel
initiatives to improve the health of the community (MoPH, 2005hgre are 26,000 CHWSs
registered with the Afghan Ministry of Public Health, who work out of their ho{addsalth
Pos) to deliver basic health services (MoPH, 26 AlthoughCHWSs arevoluntees,
implementing organizations p#fs150 @pprox.3 US dollaryto CHWSs for their monthly visit
to health facilitiedor refresher training or monthly meeting. Implementing organizations also
remuneratsome CHWdor particdar infrequentservices such as conductiagolio campaign
and annual surveys, reporting TB cases and following uptteatmentand selling certain
health care products such as bed nets (BRAC, 2011).

The majority of thetasks of CHWsre gearetbwards improving maternaheonatahnd
child healthNumerous factors contribute pmor maternal neonatabnd childhealth in rural
AfghanistanDirect causes of maternal morbidity and mortalityle@enorrhageobstructed
labour, infection, high blood presse, and unsafe abortigBartlett et al., 2005; Huber, Saeedi,
& Samadi, 201Q)Other factors such ashigh fertility rate, low prevalence of contraceptive use,

and lack of skilled birth attendardtsocontribute to high maternal morbidity and mortality in
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Afghanistan(Ahmed,Edward, & Burnham, 2004; Viswanathan et al., @0Broader social

determinantshat negatively impact maternaleonatabnd child health arthe low

socioeconomic statud the population in rural aregsoor physical infrastructure specifically

paved oads connecting rural areas with available resources, and cultural practices that prevent

women from utilizing available health servid@dgimi, Najafizada, Khaing, & Hamajima, 2015)
The historical background, recent developmantdmajor population health problems in

rural areasretaken into account throughout tresearcland helped the analysis of the data and

the interpretations of the findings.

1.5 Qutline of the thesis

This thesis has two broad sections; a background and methodological section, and a
findings and discussion sectiorhe background andchethodological sctionincludesthree
chaptersthe literature review, theonceptual approach, and tlesearch design

The second chapter Jiterature reviewof CHW programsincludes a brief history of the
CHW model followed by a description @HW programswho theyare and what they da a
global contextl thenprovidea detailed descriptionof previous CHW prograsin Afghanistan.
Next, | provide a brief review dafheliteratureon the effectivenes®f CHW programs on
maternal neonatal and childealth. Finally] summarizehe state of knowledgend knowledge
gapson CHWs inthedeveloping countries

Thethird chapteexploresthe concepts guiding this thesis. The chapter starts with
describing health systems, various definitioha health systerand buildingblocksof a health
system Then | explain the concept gfrimary health care in a health system and highlight the
role of CHWs in service provision. Nextunpack the concept of human resources for health and

the strategy of task shifting, which in somay explain the existence of CHWSs. Finally,
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address the issue efjuity in healtlcareanddescribe gender equity approasin health care
services.

Thefourth chapteroutlines the overallesearch desigprovidesdetails of the
methodological approael,therationalefor choosingparticularmethodsthe procesesof
developing research instruments, data collectm analysisandtheresearclthallenges
throughout the process

The second sectiancludesthedetailed findingsind discussion of tiendingsin six
chaptersin chapterb, | describethe CHW program the way it is designed and implemengéesda
component of th8asicPackage oHealthServices. This chapter focuses on the fiestearch
guestion.

In chaptel6, | describeheorganizatonal contextof the CHW programl explore the role
of the Afghan Ministry of Public Healtas the steward of the CH@fogramanddescribehe
organizational unit within theinistry that manages the prograhthenanalyze the role of the
international agncies as donorinanciers and contractors of the program. Finallgxplore the
role of NGOs angbrovincial public health departments as implementecamparesome
elements that impathe effectivanes of state and nostate providers, anaf different nonstate
providers.This chapteraddressethe second question.

In chapter 7] analyze the community componenttoé CHW program anexplain how
the communitys constructedh the programandidentify community facilitators and challenges.
This chapteris focusedn the third research question.

In chapterB, | explorethe human resources for heallbpectof Afghan CHWSs.In this

chapter] examine the status of CHWslasmanresource for health and explore the dynamic of
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their relationship wittother professional and ngarofessional health provideirs the country
The focus of this chapter @1 the fourth research question.

In chapte© | present a gender analysis of the Afghan CHW program explaining the
gender dynamics at the village, tim@nagementand the policyevels First, | explain the gender
differences in each element of the program. Sedamajpack the concept of gender within the
health policies that related to the CHW program and the BPHS. Fihakplain the advantages
and dsadvantages of the CHW program to female CHWs in particular.

In chapter 10| present a quantitative analysis of the role of CHWSs to improve maternal
and neonatal health in rural Afghanistan. In ghiapter| analyze an administrative database
that reords the activities of CHWs in relations to maternal m@dnatahealthoutcomesThis
chapter focuses on the fifth research question.

In thediscussiorchapter| summarizeandintegrate theesearcHindings pulling
togethera number obubstantiathenmes acrosstherchaptersnformed bythe conceptual
approachedn addition | compare thdéindingsof this researchvith previous studies on national
CHW programs in developing countriéslso identify the contribution of this thes$esthe

internation&discourse on CHWand discuss promising directions for future research
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Section 1: Literature review, conceptual approach, and research design

Chapter 2. Literature Reviews
In this chapter| present brief history of CHW models followed by a desdoptof who
CHWs are and what they diodescribe th&/illage Health Workeprogram andhetraditional
birth attendant training prograaf the 1970s, both of which are historical predecessors for the
current Afghan CHW progranhthenpresent review oftheliteratureon the effectiveness of
CHW programs, in particular on maternal health. After summarizing the state of knowtedge

CHWSs knowledge gaps on CHW programs in developing countries are idetiiieeixplained.

2.1A brief history of Community H ealth Workers in the Global Context

The first formal model o€HWsis recordedn Ding Xian, China, whertcal people
providedhealth services to their fellow community memhb@&islel, 1972)In the 1920s,
illiterate Chinese farmers were trained for three months to provide some basic medicals
including first aid and immunizatighealth promotion services (i.e. health education talks and
keeping watewvells clean), and administrative services (i.e. recording births and déittes)
1972) Known acholagf heypmewer e the forerundocorss of th
whointurnbeame a signi ficant component of the heal
China in the 1950&Perry, Zulliger, & Rogers, 2014l wasestimatedhat China had 1 million
barefoot doctors to serve 800m populatiyril972i 1 for each 800 peopl@erry, Zulliger,
Scott, Javadi, & Gergen, 2013)

Three major characteristics made the Chinese barefoot doctors a model for the rest of the
developing world. First, #sse barefoot doctors provided primary health care services, which

included limited curative tasks, and modéeseasegreventive andhealthpromotonaltasks in
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rural areas where physicians were scarce. Their fwassn an array of healttelated services
thattheWestern medical model of cadel not typically provideSecondbarefoot doctorbad a
very short training compared to other health professionals, i.e. physi€lashorterm
trainingof barefoot doctors offered a solution to a shortage ofdmresources for health time
developingworld. China was able to produce 1 million barefoot doctors within a couple of
decadesastrategythatwas bothcost and timeefficient Finally, barefoot doctorsvere from the
villages that they serveahd stagd there(Sidel, 1972)

Physicians who spérse\eral years of their lives in urban settingd dot wish to work in
rural areas as living in urban areas provides better working opportunities, higher wages, and
betterconditions of life(Kabene, Orchard, Howard, Soriano, & Leduc, 200®e barefoot
doctor model offered a solution to the shortage of health providers in rurafjseftive same
needfor basic health services in rural ar@ass present in other countries as well. In the 1960s,
number ofcountries namely Indonesia, India, Thailand, Tanzania, Venezuela, Honduras, and
Guatemalaestablished their CHW prograr(erry et al., 2013Kauffman & Myers, 1997).
Primary health care services, shtetm training, and community origlmecame maifeatures of
CHW programs.

The adoption of CHW interventions in many countaesoss the wdd paved the ground
for internationakecognition of the modeln 1975, the WHO published a book entitlddalth
by the Peoplewhich was a series of country case studies where CHW prograrhsdmad
incorporatednto the health systeiiiNewell, 1975) In 1978, the Alma Ata Declaration on
Primary Health Care formally recognized CHWSs as a health workforce alonghwisiciars,

nursesand midwives. Th®eclarationwasthe first global document on primary health canel
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wassignedby all WHO membestatesattending the conference in Alma Ata, US3Bv

Almaty), and which called for the achievement of health fofVllHHO, 1978b)

2.1.1Who are CHWSs and what do they do?

CHWs are members of the community working to improve health. Based on their
different activitiesaimed atenhanig health, a wide range of terms has been used to demote th
concepif community health workers. Bhattacharyya and his colleagues (2001) and &bittoy
Winch (2006) list altogether 36 different terms by which CHMésknownin various countries.
Despite the breadth of the concept, the WHO has presented a widepted definition for
CHWSs (WHO, 1989):

Community health workers should be members of the communities where they work,

should be selected by the communities, should be answerable to the communities for their

activities, should be supported by the heaytesm but not necessarily a part of its

organization, and have shorter training than professional workers. (WHO, 1989, p.7)

Aside from the definition of CHWSs by the WHO, whiishfocusedn low- and middle
income countries (LMICs), there is no widely gateal definitionof CHWSsfor high-income
countries (HICs). The American Public Health Association has developed a definition for
CHWs, which loosens threandardCHW criteria of recruited exclusively from within local
communities

A community health workes a frontline public health worker who igrasted member

of and/orhas an unusually close understanding ofcttramunity servedThis trusting

relationship enables the CHW derveas a liaison/link/intermediary between

health/social services and thentmunity to facilitate access to services and improve the

guality and cultural competence of service delivery. A CHW also builds individual and
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community capacity by increasing health and knowledge ands#iciency through a
range of activities such asitreach, community education, inforncalunseling social
support, and advocacy. (American Public Health Association, 2009Rassim 2012
p.134).
In the United States aloniéwas estimated thaherewerebetween 85,006and200,000 CHWs
working in various settings and roles2013(Perry et al., 2014)n Canada, there are 18
different models of CHWSs who serve aboriginal populationspigrants, lowincome families,
single mothersand pregnant women, aother marginalized populations, but they are not
recognized and regulated within the broader health sy®tepfizada, Bourgeault, Labonte,
Packer, & Torres, 2015k all other high, middle, and lowincome countries around the world,
there @e around 5 million CHW¢§Perry et al., 2014)
Conceptually, CHWSs are considered to be a bridge betwearothmunity and the
health system. Some theorize CHWSs as change agents within their commuihgesxpect
CHWs to haveaa strongleaning towards the community, representing the needs of the
communitywithin the health systerfwWerner, 1981)David Wernertheauthorof the influential
handbookWhere There is No Doctosaid the key role of CHWS, ideally, should be liberators of
their people and agents of changemthr communi ti es, not Ol ackeys®é
(1981). In practice, most countries use them lkia@ of health workforce t@rovidehealthcare

to unserved, underserved, and marginalized popula{iGrisp, Gawanas, & Sharp, 2008)

2.1.2Selection and recruitment
Important factors in selecting a CHW are residence in the community, age, literacy, sex,
occupation, and ability to gatherespecbf and acceptance by the commurfi®fosuamaah,

1983) Community membership is the core of the concept. Experidrmascross the globe
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have shown that middlaged mature men and women who aredggoinion leaders carry out
their taskanoresatisfactorily compared to younger CH\( €hmann & Sanders, 20Q7)
Younger CHWSs have a hard time gainthg confidence and respect of the community due to
the culture of respect for elders in many countf@®suamaah, 1983)n addition since young
people have better chances of progress and obtaining more lucrative jobs, or moving to urban
areas, their dropout rateatsoreported to be highétehmann & Sanders, 2007; Ofeamaah,
1983)

Literacy, as a selection criterion, has been subject to debate. When a minimum level of
literacy haseen requiredt has reduced the pool of prospective candidates doavé&vlevels
of literacy in ruralareasPeople witha higherlevel of literacy or school education have also
shown a desire to become professional health workers, leading to higher dropolr rates
general, however, some minimum level of literacy is recommesoltcht CHWSs can grasp ne
information through reading or writing, acdnreceive the trainingLehmann & Sanders, 2007)

Those responsible for the selection of CHWs vary from country to co@enerally, a
local council or a health committee nominate a CtBNutta, Lassi, Pariyo, & Huis, 2010h
some cases, a local priest or opinion leader recommends CHWs for t{&leimgll, 1975) In
other cases, local health authorities select someone from the community who has some
involvement in health services such as those mdweworked in malaria or polio eradication
campaigngBhattacharyya, Winch, LeBan, & Tien, 200ldeally, it is recommendkthat both a
community council and health service provideesnvolved in the selection proce@hutta et

al., 2010.
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2.1.3Training

Training of CHWs has been essential in determining and directing their performance in
the communityThe duration of training varsfrom country to country, frorfive days initial
training followed by irservice training in Thailand two years in IrarfJavanparast et al., 2012;
Lehmann & Sanders, 20Q@nd more recently to a specialized group of health extensive
workers in Ethiopia who receive two years of pesondary trainingBhutta et al., 2010)
Generally, theluration of trainindastsbetween three weeks to six mon(Bsutta et al., 2010)
The content of the training ideally should be designed according to the health priorities of the
communities. In national programs, this criterion might be difficult to apply, because the needs
of communities may differ from one part of the country to another. Countries have developed
manuals or adoptetieWH O G s t r a i ,nvhialh basheea arittizetfor being too
complex, high level, natufficiently basedon community needs, and too theoretiladhmann &
Sanders, 2007; Ministrgf Public Health, 2005; WHO & UNICEF, 2012Y1lost CHW programs
provide continuing trainingpr e f r esh CHWs 6 knowl edg@huttadet t hei r

al., 2010; Lehmann & Sanders,@0.

2.1.4Tasks and functions

The ultimate goal of CHWs is to improve the health of people in the community, which
meansngaging imlmost any developmental and heakhated taskhatmay lead to improved
health of the population. An extensive ravief such programs in 46 countries found that the
tasks of the CHW include:

€ home visits, environmental sanitation, provision of water supply, first aid and

treatment of simple and common ailments, health education, nutrition and surveillance,

maternal ad child health and family planning activities, communicable disease control,
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community development activities, referrals, reckegping, and collection of data on
vital events. (OfostAmaah, 1983, p.10)
These tasks can be divided into (a) simple cura{lyedisease preventive, (c) health promotional

and community health, and (d) health care administration.

2.1.5Supervision

Supervision of CHWSs has been both essential and problematic. Supervisors are usually
professional or staff within the health sym (Bhutta et al., 2010)Studies have shown that
supervision of CHWs by other health care professionaséan poblematic due to heavy
clinical responsibilitiesinappropriateorientation of clinical health professionals towards primary
health care, shortage of health professionals and inaccessibility of vilkdggemanyCHWSs
work (Bhutta et al., 2010)Therefore, it is recommended that CHW supervisors should be trained
for the job and oriented properly towards primary headite(Bhutta et al., 2010; Lehmann &
Sanders, 2007%ince CHWSs by definition are accountable to both the health system and the
community, in some countries the community health committebleeg n i nvol ved i n C
supervision, which has proved to be successful in satisfying both the community and the health

system(Gilroy & Winch, 2006)

2.1.6Remuneration

Three types of remuneration of CHWs have been ifiediin the literature: byhe
governmenthrough budget allocation; lifie communitythrough mobilization of community
resources; and through a combination of the (@iroy & Winch, 2006) There are also
numerous volurger models of CHWE&hutta et al., 2010)The problem with the government
taking full responsibilityof remuneratiormas been that CHWs have shown less commitment

towards their communitigd.ehmann & Sanders, 200 ommunities in lowncome countries
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have often been too poor to pay CHWSs, although some communities have managed to pay in
kind, i.e. giving bags of millet at harvest tinog helping CHWSs on theirarms(Gilroy & Winch,
2006) A mix of both government wage and community contribution hasbaleo triedn

various settings. In short, adequate and sustained remuneration cfi€d¥gential fothe

sustainabilityof the program and reduction of high dropout rates (Lehn&a®anders, 2007).

2.1.7Gender roles

CHWs havebeen associateslith engendered cultural preferences and activityed
biases. Most CHWSs are women, and in meoyntrieswomen are preferred for thisle
(Lehmann& Sanders, 2007). Pakistani, Bangladeshi, and Nepalese CHW programs included
only female CHW¢Bhutta & al., 2010) Prograns that recruit bothmale and female CHWare
increasingalthoughtheir functions may reflect societal gender rqikutta et al., 2010)
Patriarchal norms might not allow women to engage in activities that reeirgo interact
with men or travel across villages or communifiglshault, Piot, & Franklin, 1988)n the
Iranian context, the roles of male and female CHWs are divided by the societal gender roles
(Javanparast, Baum, Labonte, & Sanders, 2011; Javanparast et al.J2@fg@hanistan, women
were unwilling to visit male CHWs for problems related to pregnancychihdbirth. Thusa
(female) traditional birth attendant had tottsned to work with the male CHWO6 Connor ,
1980) In developed countries the rolesCHWs are also gendered; more women become
CHWs and their tasks are not recognized and regulated in the broader health care system
(Najafizada et al., 2015; Torres, Spitzer, Labonté, Amaratunga, & Andrew,.2013)

In short, communityoriginated health worke@ebased mainly in rural and remote
areas. Theyndertakea wide variety of tasks rafed toprimary careandthe broader social

determinants of health depending on the needs of their commuBuitbspublichealth systems



COMMUNITY HEALTH WORKERS OF AFGHANISTAN 26

and development organizations train, support, supervise, and remunerate them for their services.
Sociocultural contexincluding gender division dabourinfluencestheir roles. Their
sustainability depends on the communities they serve, the health system that supports them, and

their capabilities as health providers.

2.2 Effectiveness of CHW programdfor maternal and child health

Poor maternal health persists in many low and middieme countriegDawson &
Gray, 2010) A chronic shortage of health human resources at the community level remains a
major problem in resouresondrained settings contributing to poor maternal he@ttisp et al.,
2008) To surmount the problem, CHWs have been recruited irré@aurce settings to provide
health careservicedo the underserved populationsld®iproject studies in Afghanistan and
regional countries provided evidence that CHWs can rapidly increase contraceptive use in rural
areas, increase immunization uptakedimprove reproductive healtlh ensuresafe motherhood
(Huber et al., 2010; Lewin et al., 2006, 2018)Cochrane rdew by Lewin et al. (2010) found
that CHW interventions improve childhood immunization uptake, breastfeeding, and childhood
morbidity and mortality, and health seekinghavioramong parents for their children. Gilmore
and McAuliffe (2013)conductedasyse mat i ¢ revi ew to understand
preventive activities for maternal and child health in-lawd middleincome countries. They
documented some effectiveness in malaria prevention, health education, breastfeeding, essential
newborn cee, and psychosocial support. Studies conducted in Ghana and Nigeria showed that
CHW interventions decreased malaria prevalence among children, increased uptake of medicine
for malaria, and increased usage of insecticide treateddts(Bhutta et al., 2010)n India,
Pakistanand Uganda, CHW interventions decreased chddrheaimproved knowledge,

attitudes, andbehavios of mothers regarding sanitation and hygiene practices, increased

t
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immunization uptake and completion, and reduced the tlhdwesrtality ratgBhutta et al.,

2010) Healthy breastfeeding practices promoted by different CHW interventions have increased
in many settings including the Philippines, Bangladesh, Mexico, Burkina Faso, Uganda and
South Africa(Gilmore & McAuliffe, 2013) Different CHWinterventions on newborn care in
Bangladesh and India showed evidence of increlasalthprofessionakeekingoehavior

increased skhto-skin practice to prevent hypothermia among newborns, and reduced newborn
mortality. Finally,lower depressed mood amg pregnant women was also recorded in Pakistan
and South Africa after CHW interventions (Gilmd&eMicAuliffe, 2013).

There are two commonalities in the interventions identified in the above systematic
reviews. First, most of the interventions studied vatr@rtterm and smalscale. Second, there
was a tendency to focus on chil do snfamealth.t h und
The gap in knowledge is in how CHW programs contribute to improved maternal health, and
whether smaikcale intervetions inhibit practitioners and policy makers in the development of a
strong evidence base to address the complexities of maternal, newborn and child health at a
national leve(Raman & Girdwood, 2012)

Different studies havalso examined thettors that contribute the effectivenessf
CHW programsbeginningwith theselection of the appropriate person for the appropriate task.
A woman, who is somewhat literatajddle-aged married, and living in the communijtig the
mog effective CHW for tasks related to maternal and child health, and reproductive Realth.
man with the same characterisfiao isrespected in the communjtyas employment with
sufficient incomeandhasa couple of hours a day to work as a CHS¥\effective for tasks
related to the general health of individuals and public hygiene and san{iitiaita et al., 2010;

Lehmann & Sanders, 200Q7)
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A standard initial training and continued-tiee-job training are equally important fare
effectivenes®f a CHW program (Lehman& Sanders, 2007), as is regular and reliable
supervision by trained supervisors and sustained support from the health ystemet al.,

2006) In smaltscale interventions, close supervision of CHVEs heen easier. It is in the
larger,nationwideinterventions that regulaversightand continued support (providing drugs

and supplements) have been a challenge, which requires improved management strategies at the
program level, and strong political Wat the policy level (Lewin et al2006.

In addition the recognition of and respect for CHWs by other health professionals within
the formal health system has an immediate impact on the effectiveness of CHW prdgram
the health system, CHWSs avéten in alimbo of human resourcder healthand consideretb be
the cheapabourto extend professional services and messages to the rural population, which
negatively affects the image of CHWSs in the community (Lehnéa®@anders, 2007).

The poor suppdifrom the health system coupled with wesaicial recognition and
support from the community where CHWs opeiate be crippling for CHWsStrong
community commitment is a must for a successful CHW program. At the same time, it is
necessary that the commtynserved should feel ownership of and support the CHW program.
Community participation means involvement of community members in the selection process,
supervision and monitoring of CHWs, and supporting CHWs in commugidyed activities
(Lehmann& Sarders, 2007).

Finally, there is the issue of incentsv@aid CHWSs have lower attrition rates and
monetary incentives to wordfectively (L10K, 2010) Volunteer CHWSs have higher attrition
rate, but irkind compensation by communities, rotonetary incentives such as social

recognition and respect, and the prospect of possible future employment in the health system can
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sometimes compensate for the lack of monetary payment (Lehgn&anders, 2007). Planned
regular remuneration is an indication that CHWSs are an indispensable health workforce

(Lehmann& Sanders, 2007; Lewin et a2006).
2.3CHWs in Afghanistan

2.3.1Afghan Village Health Workers

Afghanistan first employed CHWSs in the 197Qsvasone ofseveal countries to have
done so before the Almata Conference on Primary Health Cé@ C o n n o rand whiéh8 0 )
became, in part, the inspiration for that conference. In I&8#8sors from Management Science
for Health (MSH) presentetie concept of CHWob the Afghan Ministry of Health as a possible
strategy to provide health services te thral populatioa(Solter et al., 1980)[ o reachrural
people the Afghan Ministry of Health considered trainmgumber oWillage Health Workes
(VHWSs) in a pilot projectBased on a survey conducted in villages regarding a possible CHW
program Solte(1980) concluded that the CHW program was picked for three reasons: (1) there
was local interegn the program as it offered new jobs, (2) foreign donors such as WHO,
UNICEF, and USAID were very interested in this type of program, and (3) there wasstioge
Village Health Workemodel, and thus no internal resistance.

Health care servicdgave beermvailable in urban Afghanistan since the second half of
the 20" century(Lowe, 1955; MacFadyen, 1978)ospitals were established in Afghanistan as
early as the 192QRobinson, 1956)KabulMedical Schoolvas inaugurated in 1932, followed
by a nursing school in 1936owe, 1955) In 1962, there were 56 hospitals in Afghanistan
mainly in cities and toweeners (MacFadyen, 1978)utthe rural populations have alwaysen
left out of the public services. In 1973, between 2% and 10% of the rural population had access

to basic health servicgsL aw, 1983; O0O6Connor, 1980)



COMMUNITY HEALTH WORKERS OF AFGHANISTAN 30

According to Solter et al. (1980)é& Village Health Workerprogram was designed to be
an extension of health clini¢satprovidedservices for the rural populations, known as Basic
HealthCentergBHCSs). Village Health Workes, the study notedyere supposed to be trained in
villageswithin a 10km radius 6 a Basic HealtlfCenter A sanitarian, an employee of a Basic
HealthCenter was tasked to make supervisory visit¥itage Health Workes once a month.
TheVillage Health Workes were supposed to refer patients to Basic H&xdtites (Solter et
al., 1980)

The design of the program was similar to other CHW programs in the world but slightly
reformed to the Afghan context. The selection of Villaggalth Workers was lefb the villagers
(Solter et al., 1980)The idea was to form a village health comegttwhich would then choose a
villagerto be trainedasa Village Health Worker. A guideline of preferable critewas also
providedfor the villagers, but it was lefo the Village Health Councito selecivhomeverthey
chose. The criteria includddhving functional literacyand beingabove 18, respectable,
intelligent and honest, and able to spend at least 4 hours per day as aN&dditpe\Worker. The
basic training was limited to three weeks, and further intensive continuing education courses
were cosidered to be a part of the program. The core functions of Vilagéh Workers were
health education, nutrition, personal hygiene, environmental health, and dispensing basic drugs
and contraceptiveSolter et al., 1980)Village Health Workers were sb taught to administer
injectionsandwere therpermitted to charge a nominal fee the service. The Vilidggdth
Workers were supposed i@ supervisetly a sanitarian, a health cadre trained in personal health
education and nutrition, environmental dralising sanitation, food sanitation, and control of

communicable disease. Sanitarians were employed in health facilities (Soltel @8@)
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Due to strict gender roles in the Afghan society, the Afghan Ministry of Public Health
designed it¥illage Heath Workermodelbased omost of the workerbeingmen. The core
tasks ofVillage Health Workes were focuse@n curative medicine, environmental health,
immunization, and health education. Thaurties did not include maternal health, alittle
attentionwas paido newborn and child health. To address maternathitd health, the idea
wasto train traditional birth attendants (Dais) furthas they were already the image of maternal
health services in rural Afghanistan. The Afghan Ministry of Pubé&altth also had plans to
train traditional birth attendants (TBAs), in a separate program froMillage Health Worker
Eventually, a small number ®illage Health Workes (137) were trained across the couirtry
1978 andalmost all of them (9%) were nen,andservicefor women were left to the
traditional birth attendants (Solter et, d1980)

The first group of 1Village Health Workes completedheirtraining in May 1977. By
the end of 1979, 13Village Health Workes were trained across the coynth majority of them
(58%) were male farmers who had some literacy and a relationghitghe chief of the village.
Shopkeepers who dispensed drugs and Mullahs (religious clerks) made up arfdgtbét 3
Village Health Workes. The rest of them wetabourers unemployed villagers, aaditional
medicinepractitioner, nomads, and women. Their median age was 34 with a young boy of 15,
and a religiougleric of 57 at both extremegéSolter et al 1980)

Financing theVillage Health Workeprogram was a @tlenge. An Afghan rural health
surveyin the 1970%ad revealed that around 8% ®f all money spent on health care in
Afghanistan came out of the pockets of villagers, magignton drugs traditional herbs and
medicineqSolter et al., 1980Based orhat finding, the MoPH decided to provide drugs for

Village Health Workes to sell as a means of earning an income, supplementing it with a small
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fee for service, and a monthly contribution from each household in the village. The drugs were
supplied by UNCEF and sold at a lower price than the drug store. Other doncikgding

USAID, supported the training d&fillage Health Workes. In practiceVillage Health Workes 6
drug salegeneratedess thar$5 per monttor them The villagers were too poor tayfor the
drugs, let alone an extra fee for service or a monthly contributiorVilage Health Workes

knew thatVillage Health Workes only charged a nominal fee for administeiimgavenous
drugsprovided by donors or bought from drug dispensdedter et al 1980)

In April 1978, a new prdéboviet government took power in Afghanistan and decided to
eliminate theVillage Health Workeprogram for political rather than technical reasons (Solter et
al., 1980). New advisors urged the Ministry topstaining health workers similar to the Chinese
barefoot doctors, and that healtbrkerssimilar to the Sovieteldshersshould berained
instead (Solter et al., 1980). Feldshers, who were more like paramedics, came from cities, were
based in a fixed fadth facility located at a distance from villages, and provided strictly medical
and health services at tfeility, which differed fromsanitarians anfillage Health Workes
who operated in communities (Solter et al., 1980kre is little publishedtiérature on the
Feldsher program in Afghanistaapart from what may exist iRussian(alanguagd could not
access)l also did not find any trace of the Feldsher program dumingeldwork in rural
Afghanistan. Tis absenceould be for two reasonkirst, theFeldsheprogramwas urban
based, andvas likelylimited to towns and citiesand secondnicontrast, théfghanCHW
program anamy fieldwork focuses omural and remote areas whéehere is no direct access to

health facilites
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2.3.2Afghan Female TBAs or Dai

Alongside theVillage Health Workeprogram, traditional birth attendants,@ai, were
also trained across the country to provide maternal and child health services in the 1970s. Since
theVillage Health Workeprogramwas designetbr tasks that male workers could undertake in
rural Afghanistan, th®ai training program was complementary to Yiblage Health Worker
program.LeSar (1980) stated thdte major difference was thetllage Health Workes did not
previously exist, whiléraditional birth attendants @ais already worked in the villages for
decades. Therefore, the purpose ofldlaeprogram was to develop the skills of the traditional
birth attendants to deliver normatthsandto treat mild illnesses children under fiveand to
identify and refehigh-risk pregnancies anctitically ill children to health facilities (LeSar,
1980)

Recruitment oDaiswas easyspracticing traditional birth attendants in villagesre
alreadyrecognizedas health provideisy theircommunities TheDaiswere trained fofive
weeks tgprovide health education aedsentiakervices for pregnant women and newborns, and
to referhigh-risk pregnancies anskverechildhood illnesses tbealthfacilities (LeSar, 198Q)

Afghan nurses under theervision of United Nations Population Fund (UNFPA)
advisors conducted the first ti@iningfor around 2M@ais. Afghan nurses continued the
training without the advisors until the Afghan Ministry of Public Health developed a program to
train Dai traines. Twelfthgrade female graduates made up most ointeuctas. Between
June 1977 and June 1979, the start and the end Diitieining program, 54Mais were
trained acoss the country (LeSar, 1980)

Since the focus of the program wastraining, here was no continued supervision in

place for the traineB®ais. Theywere evaluatetbr their skills at the end of the training. The
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program also recommended contintggtlication once a year that apparently never took place.
The program recommended thia¢ communityremuneratdais for their servicedike theywere
remuneratedefore the trainingAs for the financing of the training, international donors played
a major roleUnited Nations Population FURdUNFPA, (55.7%), United Nations Children Fund
T UNICEF (25.7%), United States Agency for International Developm&f8AID (13.3%),

and the government of Afghanistan @pfinanced the first year of the program &total of
$270,000 (LeSar, 1980)here was afyear donor commitment for throgram which only

lasted aroundivo years. Théai training programas with theVillage Health Workeprogram
discussed previouslyere stopped after 1979, when a Soggpported government took power,

and the Westerimternationaldonors of those programstéfie country (LeSar, 1980)

2.4 Conclusion: A summary of what is known and what is not known

2.4.1What is known?

CHW interventions arose out of a need for basic health services in most developing
countriesCHW programs araot an alternative to modernéaternhealth caresystemsbut
could bea complementary intervention to a hospliased model atare CHW interventions are
neither the panacea for a weak health system nor a cheap option to provide access to health care
services for underserved popudais. CHW interventions are best seen as a bridge to link a
wellbeingoriented community to a communityiented health care syste(ilson et al., 1989;
Lehmann & Sanders, 2007; Ofeamaah, 1983)

Overall, there is a consensus in the literatura aomber ofssues regarding CHW
programs. First, CHWs have the potential to improve access to and coverage of litstahea
services. Second, careful selection and recruitment, appropriate training and supervision, and

adequate and sustained support have been vitdddeffectivenes®f CHW programs. Third,
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community embeddedness is as important as the health sigpgort for an effective CHW
program. Fourth, a proper remuneration strategy for CHWSs is essentiad smistainabilityof

the CHW program(Lehmann & Sanders, 2007; Lewin et al., 2010)

2.4.2What is not known?

Three significant knowledge gapanbe identified fronthis literature review. First, there
is an overall shortage of research studies on the interaction of contextual factors of health human
resources at the community level and their impadiealth workforce performan¢®awson &

Gray, 2010) Most studies on community health workforces have focused on single interventions
without a critique of the effect of the health system or méaxtors such as thgeopolitical
sociacultural or economic context as wellragcro factorsat the community level. CHW

programs have not been the first to prowdsicservices for the underserved populatias

Newell (1975)wrote, there has always been a motiretaw to help deliver a child, an elder to

refer to for health advice, and a traditional healer to help restore the health of a sick person.
Thus, there is a knowledge gamthe relationship between organized CHWSs and other
community health providers sl as traditional healeand traditional birth attendants.

Second, there ielativelylittle evidence on how CHW programs impact maternal health
(Dawson & Gary, 2010). Evidence suggdabtit CHW programs do improve child and maternal
health, but rarelglo they explicate a way through which the impact might happen. More rigorous
studies are needed to assess the contribution that community and health worker partnerships can
make in the delivery of maternal services.

Finally, there is a lack of documentat outlining country experiences in the
development of CHW performance indicatorshatindividual, management and policy levels in

all contextsincluding the community (Dawson & Gary, 2010).
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The three knowledge gaps identified from the literatureseViave informed this thesis.
This thesiglocuments national CHW prograrfAfghanistan) explores contextual factors, and

analysesheimpacts ofthe progranon maternal health.
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Chapter 3. Theoretical and Conceptual Approach

This study approaches théghan CHW program as both a type of primary health care
intervention and as a human resource for health program within the broader Afghan health
system, and one that addresses inequity in health ca@stioular,gender inequity, and a
chronic shortagef human resources for healtfhe overarching theory guiding this work is
Complex Adaptive Systems Theory applied to health systems. Health systems are a complex set
of organizationspeople and resources with the goal of improvihg healthof populatons
(Hsiao, 2003; Savigny & Adam, 200%ealth systemmas defined by the WHO kasix building
blocks health service delivery, health workforce, health information system, medical products
and technologies, health edinancing system, and leadership and governgdeegny &
Adam, 2009) Complex Adaptive Systems Theory addresses not only the entirety of the system,
but also the elements of a system, the interactivity between the elements, a possibl& feedbac
loop within and without the system, a learning mechanism to adapt to the changing environment
(Diez Raux, 2011; Hawe, Shiell, & Riley, 2009; Peters, 20BYpplementing the systems
theory, theories of power and gendereused to analyzthe relationship between elements of the
healthsystem A Weberian threeomponent theory of power stratificationaigplied to analyze
powerrelations Weberian stratification posits that power can take many forms, namely in the
social order through status, in the economic order through class, and in the political order
through party or powdr also known as statusask and political party stratificatiqiVeber,
2010)

In this thesis, | start with describing the Afghan CHW program as an element of the
Afghan health system. Some of the assumptions that I try taiexplthis thesis are that the

Afghan CHW program could be considered a service deliméeyventiondesigned t@nhance
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accessa human resources for health intervention to address a shortage of professional health
providers, and population health intgention to address inequity in health care senaces
outcomesFramed within the theory abmplexadaptivehealthsystems theories of power and
gender will guide the analyses of the relationships inside and outside the broader Afghan health

system.

3.1 Complex Adaptive Health Systems

A system is a combination of interactive and interdependent compdhantgorkto
achieve a goal (von Bertalanffy, 1968 as citeBaters, 2014)A system has three main
components: partsherelationshipbetween the parts, and functidiffeters, 2014)The concept
of health systems does not havdeardefinition, mainly because of the complexity of its nature.
Scholars have attempted to define the concept in two ways: descriptive and normative.
Descriptive analyses often explain how the health systems are structured and function in the real
world, whereas normative analyses often attempt to explain what the health systems should be or
do (Savigny & Adam, 2009)Describing what health systems arel do in realityRoemer
(1993)has defined a health system as the combination of resources, organifiatme#g and
managerant t hat cul minate in the delivery of heal
definition identifies all the components necessary for a health system, but without attempting to
unravel the relationship between components and theorize health systeonas. Following
the same path, the World Health Organization
people and actions whose primary interest is to promote, restore or maintain health (and health
equity) in ways that are responsive, finafigi&ir, and to make the best, most efficient, use of
avail able resourceso. The WHO has (batigngt i fi ed

& Adam, 2009)as shown in Figure 3.1.
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Figure3.17 ( / 8 O A U fchitéctird and interconnectedness of the health system building blocks (Savigny &
Adam, 2009)

A health systemviewedthrough complex adaptive systems theory, could be defined as a
set of interactive and interdependent components to promote, restoraiztain health (and
health equity), to reduce financial risk associated with health improvement, and to achieve
patient satisfactio(Savigny & Adam, 2009)Systems theory adds a number of features to the
descriptive definition of a health systemcludinginteractivity and feedback loop creation
among the componentnd adaptabilityDiez Roux, 2011; Savigny & Adam, 2009)nlike

mechanical systems, adaptsgstems have the capability to learn and ch#&Bgez Roux,
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2011) and complex adaptive health systems are expected to change according édshaf ne
dynamiccontexs (Plsek & Greenhalgh, 2001)

As a complex system, the Afghan health system is multilayered, so the
organizational context matters, the community context maers, the Human Resource for
Health context matters, and so does the gender context as a cross cutting layiére aim of

this thesis is to tease apart the many intersectintayers of the Afghan health system.

3.2 Power

Power is often defined in terms @lations between peoplPahl, 1957) This thesis
draws primarily from a Weerian theory of power, which remains one of the foundational power
theories within the social scienc&8eberd e f i ned power as At he abilit
to achieve their own goals or aims when others are trying to prevent themetlixmg
t h e(MWeéber 1978 as cited in Weber, 2010here are multiple categorisations of power.
Weber identified power as being either authoritativeoercive. Coercive power is practiced
through physical and military force. In the context of this doctoral wot&rruption in CHW
work by the Taliban can bensideredn example of coercive powefheT al i banés mi | it
power tomakehighwaysinseare prevented méom travelingto locations that otherwise |
would have gonéo for data collection

Authoritative power is typically gained through social posit{ipahl, 1957; Weber,
2010) Authoritative power is seen as legitimate because those who are subject to the power do
so with consent. Weber idéfntd three forms of authoritative power: charismatic authority,
traditional authority, and rationdégal authoritWeber, 2010Q)Individual®6 c har i s mad may
become their power to influence a grougerson. The source of charismatic authority is

personal. Traditional authority is based on established customs, norms, and traditions within a
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context and could becquiredon a hereditary basigin exampleof traditional authoritys the
authority of vllage chiefs and elders in Afghanistavho often play an important role in the
selection of CHW candidate$¥he basis of rationdégal authority is often the law arige
bureaucratic policies and rules exercised primarilgdyernmerg and formal instittions. In
this thesis, such power is manifest in the policies governing the CHW program, and in the ability
of governmenpolicymakersjnternational donorand implementing organizations to allocate
resources to CHWs and communitiBgysiciansn the Afghan health system can also be
considered tthave medical authority over patietisough their ability tgrescrile medications
or other forms of treatment

Weber has also identified three basedteistratification of power: class, status, and
party (olitical power)(Weber, 2010Q)Classpowerhasaneconomiddasis.Classis defined in
terms ofrelationsof persons and groups to the means of economic production whichlsoég
linked to technicaskills or educational qualifications that affect their market situation
independent of the ownership/rownership of propertAppelrouth & Edles, 20075tatus is
defined in terms of the social position of persons or groups, thedfagie i ch 1 s seen as
of consumptionSt at us i s acquired by achievements thr
through being born into particular sociallyinscribedstatus/Annandale & Clark, 1996 0ne
can occupy multipl&dentitiesat the same timeuch as being a mother, daughter, teacher, and
health workerEach of these status iddrgis can affect how the individual is regarded or
interacted with by others. Finallgarty poweris defined in terms of organized politigadrties
thattake and exerciséirect (and often coercive forms gilitical power. The intersection of
different forms and types of power is always at play in the real world cangexhething this

work will draw upon.
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3.3Feminist Theory
ANowhetdédewps ecari ousness of womends rights
Tali ban radically rescinded wo m@ppelrouth Af gha
& Edles, 2@7).
Under the rule of the Taliban, women who had previously enjoyed many rights were
banished from the workforce, forbidden an education, and prohibited from leaving their homes
unless accompanied by a close male relative. The Taliban put extremecatmales into
practice in Afghani stthefemalebbdy Taki bdebdbscpent ba
example of patriarchy against which waves of feminism rose.
ABasi ¢c and fenonmmmss the understardihg that patriarchy privileges men
by taking the male body as the 'standard’ and fashioning upon it a range of valued
characteristics (such as good health, mastery, reason and so on) and, through a
comparison, viewing the female body as deficient, associated with iliness, with lack of
contol and with intuiti v Annaradaleh&eOlark,t1996)n r eas on
Feministtheory posits that the origin of gender inequities, both generdieaithspecific is
gender relations of powérthe relations between different sexes to control and decide about
resourcegAppelrouth & Edles, 2007)n the health sector, the socially constructed attitudes,
roles andbehaviorgowards different sexes affect the degree to which men and women have
access to, and cootrover, the resources required to protect their hé&@édorge, 2007)As
power relations stretch across all aspects of life, its impact on health can be detected in many
social determinants of healthcinding gende(Vissandjde, Weinfeld, Dupere, & Albol, 2001)
Similarly, gender interacts with other determinants such as education, socioeconomic status,

place of residence, race, ethnicity, and religion to create and maintain inequities (George, 2007).
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Gender refers to the socially constructed rdbetaviors activities, and attributes that a
given society considers appropriate for different sex categdtresger, 2003) Sex refers to the
biological and physiological characteristics that define male, female and intefiserger,

2003) It is not biological variances (i.e. male, femaheersexey but the roles a society assign

to them (genderoles) that cause many health inequiffésn & Ostlin, 2008)Inequalities

between sexes are derivwatiof nature and fixed in biology. Sexual inequalities cannot be
considered as inequities, as there is no question of fairness comparing women developing
ovarian cancer with men developing prostate cancer, given all the conditions for both sexes are
equitdble. Second, gender inequities are derived from society and maintained by (Gdtu&

Ostlin, 2008)

In developing countries, gender inequities can be observed in health care at various
levels, as women suffer the burden of inequity as both the receivers and the providers of health
care. As receivers, women face obstacles at three levels: (1) at honeetiwehdecision is made
regarding care, (2) on the way from home to a health facility, and (3) at the health facility. At
home, the decision to receive care is often made by men as the gendered head of the household.
Their decisions are made based on thederstanding of the severity of the illness, financial
ability of the household, accessibility of health care services to the household, and cultural
attitudes and practices regarding health care utilization. On the road, availability of-gender
appropride transportation infrastructure and vehicles is necessary for women to receive health
care; and at the health facility, availability of genrdppropriate health provider and technology
(Thaddeus & Maine, 1994)

As providers, more women undertake {paid or unpaid &alth care service providers,

while men are more likely to work in highpaid managerial and decisiomaking positions
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(George, 2007). The role of women as informal care providers outside the formal health care
system is also often ignored (Sen & OstfA08). Gender division d&bourin the health care
workforce compels women to work as midwives, nurses, community health workers and
cleaners, and privileges men to work as physicians, pharmacists and health managers and
administrators (George, 2007).

Examining different approaches in health systems to address gender inequities in health,
Standing (2000h as di sti ngui shed between a womenodos hese
approach. A womenodés health need apparticaulatch f ocu
reproductive health care neg@gtore & Kingdon, 2012)The health services in this approach
are focused on maternal health and family planning. In this approach women aesEtiene
and Kingdon ( 2fétdcdntainerseCn the dthierdnand, themged equity approach
focuses on the power relations betweenstiixesand processes that produce and reproduce
inequities in health, health care, and resource distrib(tanding, 2012)A gendered
perspective takes into account the issues obmman being the victims of tobacco, unsafe sex,
reckless driving and war and conflict; and more women being the victims of domestic violence,
maternal health, and breast can@anding, 2012)Alongside an emphasis on maternal health,
the overalhealth status of women, men and ingenders, equity ithe participationof all in
health provision, and equity thedistributionof resources among all are important elements in a
gender equity approagkttore & Kingdon, 2012; Standing, 2012)

A significant initialstep towards gender equity is to collect data (be it administrative,
researckrelated, or census) segregated by sex and using gesiigtive indicatoréSen &

Ostlin, 2008) Data that could be analyzed by gender helps to create a better understanding of the

reality of differentgendersand provides evidence for decisioraking at the policy levéSen,
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Ostlin, & George, 2007)Gender analysis must become routine in health care research in order to
mainstream gender in heaftthre(Sen &Ostlin, 2008)

In this thesis, | attempt to analyze how the Afghan CHW program @éxtée services to
the populations in greatest need, especially women and those living in rural and remote areas. |
also assess the distribution of male and female CHWSs across rural areas, the supply of drugs
through CHWSs, and gender disparities in thehrsiig health system. Gender differences are
highlighted across the findings, and a specifidepth gender analysis chapter is included in the

thesis.

3.4 Primary Health Care

Primary Health Care is essential health care based on practical, scientfcalty;, and

socially acceptable methods and technology made universally accessible to individuals

and families in the community through their full participation and at a cost that the
community and country can afford in the spirit of geliance and deterination.(WHO,
1978a)

Primary Health Carevhile not a theorper sedescribesa compehensive approach to
health care that focuses on health promotion, disease prevention, and curative and rehabilitative
services with an ultimate goal of improving health for(lalbonté, Sanders, Packer, & Schaay,
2014) Primary Health Caréhereafter PHCalso aims to eéhieve universal health coveraige
health services for all people who need them without causing financial hafidshligy, Baum,
Johns, & Labonte, 2010lts principles form a base against which health systems in developing
countries attempt to improve health, getigr and particularly in rural and remote settings, can

be assessed.
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PHC has evolvedasedon the premise that medical cdinat focusean disease
managemeralonewas ineffective and inefficient to improve the overall wellbeing of the
population(Cueto, 2004)Since the establishment of the World Health Organization in 1948,
two activities took momentum across the globe, in particular in developing countries: first, a
series of communitpased hedit care programs to improve population health; and second,
research on health care in developing countries.

With regards to health care programasd as discussed earli@hina launched a massive
rur al heal th care progr atm dwoicttho rtskiéageitaatitr owndeurcet i
Workers living in the community they serveBarefoot doctoremphasized rural and preventive
healthcareand combined traditional and western medi¢ideeto, 2004) The intervention was
immensely effective. In addition, Thailand introduced village health volunteers and
communicators in the 1950s and §Bauffman & Myers, 1997; Sringernyuang, Hamgtana,
Pradabmuk, & Drugs, 1994and Afghanistan and India started trainifilage Health Workes
in 1977(Solter, Cross & Lesar, 1980eslie, 1985)All these programs took health care services
out of hospitals into the communities. Those programs inspiredHBen®vementhat
ultimately leado the Alma-Ata Declaration of 1978 in Kazakhstan.

Since then, researchdrave examined and critiquélde medicalization of health care in
developing countries. One of the strongest critiques of medicalization came from Ivan lllich
(1976)in his bookMedical Nemesisn which he claimed that medicine was not only irrelevant
but also detrimental because physicians expropriated health from the public. The British health
historian,Thomas McKeowr{1976) took a softer tone arguing that overall the health of
populations watess related to medical advances than to improved standards of living and

nutrition. A widely circulated approach to reframing our understanding of health care came from
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the Canadian Lalonde Report in 1974, named after the then federal Health Minister Marc
Lalonde. This report emphasized the importandéestyles,living and environmerat
conditions as determinants of health alongside biology and health s¢hatmsde, 1974)

In developing countries, where the basic conditions of living had not improved caimpare
to developed countries, the western medical care model was failing to improve the wellbeing of
the general populatiofBryant, 1969) The needs were different. To address those needs, Taylor
(1976)offered Indian rural medicine as a general model for health care system in developing
countries. Tayl or 0s i Atoer hedsantkime, Kenneth Bewell ofmu ¢ h
World Health Organization studied medical auxiliaries in developing countries and concluded
that a strict healteectorialapproach was ineffectié&ewell, 1975)

Eventually, in 1978, thevorld Health Organization at the Alma Ata Conference
recognized the IRC approachas the key health systems approach to ensure health far all.
hundredhirty-four countries signed thBeclaration that came out of the conferenidee key
principles of theAlma-Ata Declaration can be put into four categories: First, health is a
fundamental human right, and inequality in the health status of people between and within
countries is unacceptable; second, people have the right and duty to participate ingiarctliall
collectively in the planning and implementation of their health care; thi@, iB the key to
provision ofuniversally accessible health servitesndividuals and communities, and it
requires national policies, strategies, and plans of actiorfpanith, attainment of the highest
possible level of health requires meggctoral approach and international and global
cooperation(WHO, 1978a)

Through aPHC approach, AimaAta Declaration endorsed a number of radical changes

in healthsystemsFirst, the declaration promoted a shift in the power relations between the
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providers and theeceivers, encouraging individual and collective participation in health care
services. In the medical model of care, patients were considered as mere receivers who never
doubted professional providers (mainly physicians) regarding the medicine and ttheegare
received. The RC approach did not aim to undermine the status of physicians and professional
providers ratherthe approach aimed to acknowledge the role and the capacity of individuals as
free agents in taking care of themselves and their comrasiiNlacdonald, 1993)

Second, th®eclaration encouraged a change in the relationships»ardise of
authoriy between providerhemselvegMagnussen, Ehiri, & Jolly, 2004\ PHC approach
requires all health providers to work@aseam in order to provide disease prevention, health
promotion, curative, and rehabilitation servi¢dgHO, 1978a) A team of PHC providers sbuld
be comprised of physicians, nurses, midwives, pharmacists, lab technicians, auxiliaries,
community health workers, and administrators. Health care recipients are also required to take
charge of tkir own health individually, as free agents, and to work collectively for the wellbeing
of their communityWHO, 1978a)

Third, inspired by CHW programs in many developing countriesD#aaration
recommended employing community health workers as one of the strategies to achieve universal
health coverage.

For many developing countries, thmst realistic solution for attaining total population

coverage with essential health is to empgtoynmunity health workers who can be

trained in a short time to perform specific tasks. They may be required to carry out a wide

range of health care acti\gs, or, alternatively, their functions may be restricted to

certain aspects of healtlare...In manysocietiesit is advantageous if these health
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workers come from the community in which they live and are chosénduythat they

have its suppor{WHO, 1978ap. 62)

Not only does th®eclaration end@e community healtivorkers, it also proposes
characteristics for thepsuch as community origin, selection, and support, specific tasks, and
shorttermtraining

Selective Primary Health Care

Primary HealthCareas originallydefined in theAlma-Ata Declarationwas
comprehensiven its scope Somequickly argued howeverthat a comprehensivieHC was too
idealistic to be put in practice; instead, a seledd was proposed as a strategy for disease
control(Magnussen et al., 20048 xamples of selective PHC interventions are GOBb{in
Monitoring, Oral Rehydration, Breast Feeding, and Immunization) with a focus on child health,
and GOBI{FFF (ith the addition oFood supplementation, Femaiteracy, and Family
planning) with a focus on maternal and child heéibheto, 2004)Proponents of selective PHC
interventions claim they are feasible and practical, fundable for donors, and easy to monitor, and
changes can be tracked by specific indicators as direct outcomes of intervepdis(\Walsh &
Warren, 1979)

Opponents of selective PHC hasrticizedthe strategy claiming it functionske a
6BaAiddd (Cueto, 2004). As one of thargsedr onges:Ht
that:

[Selectiveprimary health care] is a threat and can be thought of as a coewbéution.

Rather than an alternativie, . . can be destructive. .. Its attractions to the professionals

and to funding agencies and governments looking for ¢@ort goals are very

apparerg It has to be rejected. (Newell, 198876
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Selective PHC is considered a narrow techeotric approach to health servickattdiverts the
attention from the root causestwalthproblens (Cueto, 2004)

Whether omprehensive or selectivieHCinterventions have become a cornerstone of
health servicegarticularly in deeloping countries. Many countries have deployed CHWSs
nationally agpart of theirPHCinterventiongBhutta et al., 20Q). The coverage and the scope of
practice of CHWs have depended on the context in wtheelprograms arenplemented. In
some placesCHWsare expected to undertake a wide variety of tasksther placeshey are
trained for specific task@hutta et al., 2010; Lehmann & Sanders, 2007jhis thesis, | studied
the Afghan CHW program to explain where they stand in the spectrum of selective and
comprehensiv@HC.

3.5 Human Resources forHealth

Health systems requir e umanaedsdursfomheaittik emsds and
beenaredefined by the World Health Organizatioms a shorthand phrase to descfibe | | peopl €
engaged in actions whose [Campbedetgl, 20i8Bnetmet i s t o
words, human resources for health include all kinds of clinical andin@pal staff responsible
for public and individual health interventions. Human resources fdthh@tRH), health human
resources (HHR), and health care workforce are terms used interchangeably to convey the
notion. The effectiveness of health systems heavily relies on its workiabene et al., 2006)
Significant factors related to health human resources are their size, composition and distribution,
education and training, salary and incentive, working conditions, and management and career
structure.

Thesi ze of the health workforce per popul ati

to provide health services for its populations. There is no standard number of health providers
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per population, but three studies have identified three thresholdefouthber of professional
health providers required for universal health coverage. The lowest threshold presented by World
Health Report 2006 is 22.8 physicians, nurses and midwives per ap0@tions The figure

is estimated to be the number of profesal health workers required to achieve 80% coverage
rate for deliveries by skilled birth attendant in countries mostneed. Thesecond threshold of
34.5 physicians, nurses, and midwives per 10,000 population is developed through research
conducted byhe International Labour Organization to estimate the required number of skilled
health professionals for an expanded health benefits pacKaghird threshold of 59.4 found

by researchers from WHO and USAID is the estimate required to reduce glabalahdeaths

to 50 per 100,000 live births. Mexico had achieved the global maternal oubgonezeasing

their health workers above the third threshold. Despite their importance for comparison, these
thresholds do not reflect a standard number of huesources for health necessary to achieve
universal health coverag@€ampbell et al., 2013)

The distribution and composition of the workfoareas significant as the size of the
workforce(Raven et al., 2015Balance in different types of health workforces (physicians,
midwives, nurses, pharmacisi@horatorytechnicians, auxidiry health workers, community
health workers, and administrators) and balance in the genterwdrkforceare the most
important ones. In addition, the distribution of balanced health workforces across geographical
areas (in particular between rural amdan) is a daunting challenge. A population of 100,000
scattered in a large area might need a larger and different workforce than a highly dense one.
Professional health workers tend to move from rural to urban (high population density) areas

where the vage and standard of living are higli&eorge, 2007)
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Furthermore, the size and the distribution of workers will be more effective when the
workers are trained well, and when they iaentivizedand sypported both professionally and
personallyA health workforcds better appropriately trained for the skills they need and the
tasks they undertake. Overtraining workforces through long and t@stiyngcan be as
unnecessary and inefficient as undenireg them. Health care workessould also be
compensated reasonably in accordance with their training and education, skills and tasks in order
to be kept motivated. At the same time, sound working conditimneasegroductivity and
motivation. Managinglifferent kinds of health human resources within and outsidedhkh
caresystem can be a challenging task for developing countries where informal and unregulated
health workers are filling in for professional health workers. In addition, recognition,
accreditation and regulation of all types of health workers are essential components of managing
the workforce. Finally, health care workforce requires proper career structure in order to remain
motivated and effectivéKabene et al., 2006)

In this thesis, | draw on the conceptual framework employed by the World Health
Organization report on human resource for hdalthissess the CHW program in Afghanistan
(Campbell et al., 2013)he framework has four components: availability, accessibility,
acceptability, and quality. (1) Availability refers to existence of adequate health workers with
relevant competengeand skills mix that meet the need of the population. (2) Accessibility
refers to physical accessibility of the place where the workforce is located (i.e. rural accessibility,
distance from the community and road conditions), financial accessibilital§ily to pay for
services and transportation), temporal accessibility (i.e. opening hours) and organizational
accessibility (i.e. appropriate referral mechanig)) Acceptability refers to uséracceptance

of the health workforce for their qualifi¢ah, age and sex, and cultural awareness. (4) Quality
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refers to competencies, skills, knowledge and behaviour of the health workers matching with
professional guides and ethics, and user satisfaction.

Task shifting

To tackle a global shortage of humanowses for health, a WHO document proposed a
strategy based on short training of less specialised cadre of health workers, also known as task
shifting (WHO, 2007) Training CHWSs was proposed as part of this stratégy.s k s hi ft i ng
process of delegain whereby tasks are moved, where appropriate, to less specialised health
wo r k @MH®,2007) Chinese barefoot doctors undertook tasks traditionally assigned to
physicians or nurses. Thai, Indian and Afghfage Health Workes assumed responsibiés
traditionally assigned to professional health worketsa u f f man & Myer s, 1997,
1980) There is evidencom health interventions in Uganda, Bangladesh, Brazil, Mozambique
and Malawi that less specialised health workers have successfully undertaken tasks traditionally
allocaed to morespecializedvorkers(McPake & Mensah, 2008ghifting tasks to less
specialisd providers who had shorter training has a number of advantages and challenges. Task
shifting increases the pool of human resources for health in rescams#aint settings,
potentially offering a solution to chronic shortage of human resources fon heedtss the
developing countries (Lehma&nSanders, 2007). Task shiftiatgsohas the advantage of
building bridges between health facilities and commun{i@féslO, 2007) Althoughtask shifting
may increase coverage and reduce costs of services, the Méaith Organization recommends
thatit mustalsoimprove qualitynhot be downgraded feecomesecondrate coverage, and not be

primarily focused on saving cogi/HO, 2007)
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In this thesis, | have attempted to explain how Afghan CHWs became humarcesso
for maternal healtithe size, distribution and skills of CH\Wand how theaskshifting strategy
has been employed in the Afghan context.

3.6 Equity in Health & Health Care

Equity in health

The final element in my theoretical and conceptual agbro@my thesis research is that
of health equityT he wi dely accepted definition of heal!
unj ust, unnec e s(¥htehgad, 1298)Ithe concepi ofljustice i ane way to
differentiate between equality and equBguity is often compared with equality, but they are
not the same. The term O6equityd carries a mor
equality can be independenthafth and simply a measure of sameness or differ@re@eman,
2006) To examine fairness of inequalities in health, the caoééhese differences netxlbe
examined. If natural and biological variations are the causes, they are not considered inequities.
For example, céain gene types or the process of aging have their unavoidable health
consequences. Unavoidability is a characteristic that is often related to natural and biological
differences. They are, as some say, equitable inequéiti@<ulyer & Wagstaff, 1993)Jnlike
biological differences that cannot be changed, social conditions can be altered to reduce health
inequalities, and thus the causes of inequities are often sought in unfair social co(i8#ions
2007)

In general, Whitehead (1992) has identified seven main determinants of health
di fferentials, and classified them a.$lealhhi nequi

equity is important because the unfair, unnecessary, and avoidable differences in health can lead
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to higher mortalities of disadvantaged groups compared to advantaged groups (Whitehead,
1992). Thus an operational definition of equity in healtrsifoflows:
Equity in health implies that ideally everyone should have a fair opportunity to attain
their full health potential and, more pragmatically, that no one should be disadvantaged
from achieving thipotentialif it can be avoided. (Whitehead, 98 p.26)

Table 3. 1 Inequities and not inequities

Inequities in health Not inequities in health

Health-damagingbehaviorswhere the Natural, biological variations

degree of choice of lifestyle is severely

restricted

Exposure to inhealthy, stressful living Freelychosen healthlamagingoehavior

and working conditions

Inadequate access to essential health an The transient health advantage of one

other public services group over another when that group is fir
to adopt a healtpromotingbehavior and
the other group has the means to catch U
fairly soon.

Natural selection or healthrelated social
mobility involving the tendency for sick
people to move down the social scale.

Opportunity is an important element in the definitadrequity, as some persons or population
groupsmight freely choose risklgehaviorsor unhealthy practices. Freely chosen risks and
healthdamagingoehaviorsare not consideredealthinequities (Whitehead, 1992). Relating it to
the principlehoifcééqaf Dlgen @@GELsays bat healtPirqualities
that result Afr om e q tnfoimedchoesadrogsmirange effiealtho mak e
related optionso a838. equitable inequalities (
Equity in HealthCare
The definition of d&éequi t yationmofdefnidnaoi car e b

health equity. One definition of equity in health carangquitableallocation of resources and
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accesdased orhealth needéBraveman, 2006)Accesshowevermust includeguality,
acceptability and, most importantly, utilization in order to be counted asbtpfAnthony J
Culyer, 2015) Access without utilization does not represent equity unless the population freely
chooss not to utilize the accessible health care. Furthermore, etieaefjualallocation of
resources was possible, it would not guarantee equity in health care for all, as certain populations
i.e. elders, children, and disabled need more resources than others (Braveman, 2006).

Unequal needs require unequal resou(ée$ Culyer & Wagstaff, 1993; Anthony J
Culyer, 2015) Two aspects of equity cdre identified considering need as the basis for health
care resource allocation: horizontal equity and vertical equity. Horizontal equity is equal
treatment for equal need; and vertical equitgrisinequakreatment for unequal need
(Braveman, 2006A J Culyer & Wagstaff, 1993) But t he probl em with the
that it can be construed i n numerous ways, I
is no question that the end goal of health care is to fulfill the need fohheadaf ul f i | | ed 6n
for heal t hinitdfla d ashieving equitp ih health. In other words, as Culyer and
Wagstaff (1993) said, Airrespective of how on
attained even if persons in equaked are treated the same and persons in unequal need are
treated in proportion to t hteeprowsioreolhealthcare ne qu al
resources based time needs of the population (equality of opportunity) will not necessarily lead
to equality of outcome.

Despite the challenges, the arguments on equity in health care have a number of key
elements in common: (1) distribution of resources based on the need, (2) access and utilization,
and(3) more equitabléealth outcomesvhichareali ncl uded i n the WHOOGOs HIi

for Health FrameworkCampbell et al., 2013)Culyer and Wagstaff (1993) acombined all
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components to define equity in health care as equal access, distrigetording to need, equal
utilization, and equal health outcome. Whether or not it is practical to ensure all these equity
components is debatable. An operational definition endorsed by the World Health Organization
focuses on accessibility, utilizatioand quality of the care. In the WHO definition proposed by
Whitehead (1992) equity in health care is def
need, equal wutilization for equal need, and e
In this thesisequity is used as a lens throughout the analysiteinptto analyzehow
the Afghan CHW program extended services to the populations in greatest need, especially
women and those living in rural and remote areas. Other equity issues taken into aectihent ar
distribution of CHWSs across rural areas, the supply of drugs through CHWSs, and gender
composition of CHWs and the Afghan health system. Gender differences are highlighted across

the findings, and also a specificdepth gender analysis chapter isluded in tke thesis.

3.7 Conclusion

The CHW program is an elementaatomplex adaptiveealth system that serves
multiple purposes. It can lpart of acomprehensiver selectivdPHC intervention to address
universal health coverage and gender and ggdbdcal inequities. CHWSs can bensideredhe
human resources for health at the rural level to meet the pressing health needs of the populations.
Furthermore, understanding health system governance, financing and information management
contributes to thenderstanding of the CHW prograMoreover, as the program is an element
of a whole, its relationship with other elements of the health syateinthe community could be
analyzed through a Weberi#lmeory ofpower and a feminist theory of gender.

Theappoach to the research tinis thesisvasguided by theheories andoncepts

briefly described in this chaptéfhe findings begin with a discussion of gteucture of the
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CHW program The CHW program ithenanalyzed as an element of the Afghan healstesy.

First, | explain the governance, financing and information management of the CHW program,
and then | unpack thgower relations in theommunity context. Second, CHWSs are examined as
human resources for health within the Afghan health systeachgeder and power relations
between different forms of health providere described arahalyzed The issues of health
workforce size, distribution, composition, availability, relevancenidation of the workforce

are analyzed ithe chapter on human seurces for health. Finally,detailedgender analysis of

the CHW program is presented in a separate chapter.
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Chapter 4: Research Design

Theresearcldesignis a mixed methodsase studgomprising aqualitative process
evaluation of the Afghan nation@HW program, supporteloly a quantitative analysis tfie
activitiesof CHWs andmaternal and neonatal heatthtcomesEpistemologically, | employ a
constructivistparadigm, in which knowledge is regarded as contingent upon human practices,
being constrated in and out afheinteractionbetween humaand their world, and developed
and transmitted within an essentially social context (Crotty, 1998). In this chapter, | first describe
the researcimethodsand the rationale for using theifhen, | write abat my background and
the reason | chose to undertake this reseé&iollly, | explain the data collection and analysis

processes

4.1 Case study

The CHW program in Afghanistan is mufticetedwith many stakeholders includirige
Afghangovernment, irdgrnational donors, national and international NGOs, and the community
(MoPH, 2005a). To unpack the context of this intervention, | chesseastudy research design
usingqualitativemethodgo conduct an wdepth analysis of this highly contextual phermomn
(Yin, 2003)

Yin definescasetsudy research as an empirical i nqui
phenomenon withinitsreéifec ontvelxkéam t he Aboundaries between
context are not <clearly evidento, and in whic
2003 p. 23). Case study design provides a descriptive, exploratory and/or explanatory analysis
of a phenomeno(Bourgeault, Dingwall, & Vries, 2010 he objective of a case study is not to
find out how often something occurs, but rather to explore the context in which the phenomenon

occurs, why it occurs, and what relationship exigtsveerobserved eveni{@ourgeault et al.,



COMMUNITY HEALTH WORKERS OF AFGHANISTAN 60

2010) A case study is particularly useful for evaluating interventions when theymapgewhen

an established intervention is implented in a newettingwhen a unique outcome warrants

further investigation, or when an intervention occurs in an unpredictable envirof@nesivell,

2012) Such is the characteristic of the Afghan CHW program, a unique intervention designed to
provide desirable outcomes in an unpredictable, resamamstraint settig. This program has

been goingnfor the past 12 years. A case study design is thus a plausible method to evaluate
the CHW program and create a comprehensive addpth analysis of what has actually
happened.

There are concerns abdbegeneralizabily of case studies, the long time required to
conduct a case study, and the lamgaortssuch studies produg®in, 2003) A case study design
nevertheless provides valuable information about the process of an intervention and the ways in
which all the elements of the program interact, sbingtthat other research designs may not

provide(Creswell, 2012)

4.2 Process Evaluation

Process evaluation is a systematic, dtgstep process to examine all aspects of an
intervention to produce data to help with decisimaking about ways to improve the
intervention(Linnan & Steckler, A04). In a process evaluation, the question is not whether the
intervention was successful, but whether the
not , how did the pr ogr gumnan & tecklefr, 2004Mp.3) he or i gi n
Exploratory studies such as process evaluation can provide insight into a program revealing
contextual factors affecting the program that mayhavebeen taken into account when the
program was being designed or implemer{teandelowski, 2010)/Vhen studying the method of

implementation, sometimes it occurs that interventionggpéementedbut participants neve
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received them, because either the target population did not participate or the tasks were not
carried ouf(Linnan & Steckler, 2004 Moreover, in a process evaluation, when interventions

fail, the research helps to determinéhi¢ intervention was a failure by design or by poor
implementation{Rychetnik, Frommer, Hawe, & Shiell, 200Binally, good evaluation research
attemptsand Wwhgdenstitntervent i (Bychetniseta.f2008,ct i v e
p.121)

There are a number of reasons that | have chosen a process evatuatidghe Afghan
national CHW program has been in place for more than a decade now, without any independent
analysis of the program. There have been studies desiePackage oHealthServices but
not particularly on the CHW progracomponentThe questionthat remain unanswered are
how the program was designed, how it was implemented, what contextual factors affected the
design and the implementation of the program, where the program stands after more than a
decade of its implementation, and what posgsiblationship exsts between the CHW program
and the status of maternal headlth major goal the program was originally designed to address.
This study is the first independent process evaluation of the program.

Second, in the area of CHW studies, moseaech has focused on srasthle
interventions, leaving a gap this researclf national CHW program@ehmann & Sanders,

2007) In a few countrywide case studies of national CHW programs, there is a knowledge gap
in examination of the contextual factors affecting those prog(Bimstta et al., 2010)

Third, the political environment in which thdghan CHW program was initially
designed has been changiagd the change was dramatic by the end of 2014. The program was
designed with a strong presence of international community (donors and organizations) in 2003.

Upon the withdrawal of international troops in 2014, the commitment of the donors and the
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interndional organizations to Afghanistan has changed. The policy question regarding many
social service programs that were initially designed with a continued international support in
mind is now refocused on whether the programs should be continued, exppodetktined, or

even eliminated. That is the type of question that a process evaluation is best suited to address
(Linnan & Steckler, 2004)

There are limitations to a process evaluation. Previous process evaluations of health
interventions have focused on different aspects of the interventions making it difficult to
compare the studig¢sinnan & Steckler, 2004)There is not a set of standard guideline of
evaluation measures to be studied, contrilgutima lack of a systematic approach to process
evaluations. Many process evaluation researchers have forgotten to clearly state their theoretical
framework(Creswell, 2012)Finally, becausa wide range of methods of data collectionssd
in process evaluation, it can be difficult to select the right data needanddlysis, prolonging
the analysis process (Linnan & Steckl&004. To overcome the limitations, | have chosen
health systesapproaclas an overarching conceptdi@mework with concepts fronfPrimary
Health Care, Human Resources for Health, and equitealth and health care gaide this
researchl have alsachoserfewer methods of data collection and to limit the amount of data

collected through the selected methods.

4.3 Positionality and reflexivity

| was born in the city of Kabul, Afghanistan 1985 when the Soviet Union troops were
still in the country. | have lived in Afghanistan during the civil war between 1992 and 1998, and
then as a refugee in Pakistan and Iran between 1998 and 2002. Upon my return to Afghanistan in

2002, | started mechl school in Balkh University, and completed the program in 2008. | also
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worked for the BBC as a media monitor from 2002 until 2009. | studied health communication at
the University of Ottawa between 2009 and 2011.

The reason | chose to undertake tesetarch was my education and training in medicine
and my interest in public health and societal problems. Working as a resident in different
hospital s, |l realized the serious need for di
thesis was about ¢trole of media in providing health messages to the public. Furthermore, over
eight years of monitoring the Afghan media and writing about broader social problems, | grew
interested in studying societal issues such as poverty and poor health and education.

Based on my personal and professional identity and background, | had to be conscious
and reflective of a number of issues throughout this research. As an individual, | am a man
brought wup in a patriarchal soceath oaddiess i s f o
this issue, | had to be particularly careful of my preconceived notions about gender. Ethnically, |
am a Hazara, and there are four major ethnicities in Afghantsiamest ar@ashtin, Tajik, and
Uzbek Hazaras are mainly Shia Muslinagd the rest of the ethnicities are mainly Sunni
Muslims.

Professionally, | am a medical doctor, and | had to be aware of three issues. First, medical
doctors are trained to treat individual patients, so | had to be conscious of the population health
perspective of my study. My advantage is that | have not practiced medicine for the past five
years but researched public heakthated topics. Second, medical doctors usually develop an
attitude to value positivist knowledge; | had to learn the value mdtoactionism paradigm to be
able to actually conduct a research through that perspective. Third, as a medical doctor and a
PhD student, | am considered to have higher social status compared to the population | study. |

had to be careful of that social stafication during data collection in the communities. To
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address the issue, | often tried to present myself as a student, and only in specific situations as a
medical doctor or researcher. For example, if | had to interact with women in rural areas,

preseting myself as physician would facilitate data collection on maternal health issues.

4 4 Research Assistant
| recruited a female research assistant during my fieldwork in Afghanistan to collect data

from women in rural areas. Gender segregation is wigiglcticed acros&fghanistanand
cultural norms dictate that strange men do not interact with women. If women interacted with me
in some parts of the country, ibwld also besulturally inappropriate for them to spealiout
female reproductive healthsisespregnancyand childbirth.

The recruitment of the research assistant, Sadaf Sakina Husseini, took place in the first
two weeks of my initial fieldwork. A journalist friend introduced Sadaf to me as someone with
experience in conducting interviewsdaability to speak multiple local languages including
Farsi/Dari and Uzbek. Sadaf wathad-yearFaculty of Arts student at the University of Kabul.

She had worked as an interpreter and translator with numerous journalists.

Sadaf and | met at a coffeedse in Kabul. | briefed her on nRhD. research, the data
collection process in rural Afghanistan, the risks of traveling to rural areas, and the benefits of
becoming a research assistant f&eD. project. Sadaf signed a contract agreeing to interview
female participants in rural and urban areas, take field notes, and record and provide observations
from the field. She agreed to be audio recorded and photographed for the purpose of the research.
She also signed a confidentiality agreement not to stmything about and from this research in
any form or format to anyone other thae and erase all the information after the research is

completed. She also agretedaccept freelyhe risks and dangers inherent in undertaking
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research activity in rural andban AfghanistanThe contract and the confidentiality agreement
are attached in the appendix.

| trained Sadaf on undertaking research interview rather than journalistic questioning. She
was taught to explain ethical procedures of informing the paatitigbout the research,
explaining the risks and benefits of participating in the research, and taking consenting in written
or verbally from participants. She was trained to ask questions of what, when, where, how, and
why, and probing further informaticas they relate to the subject of health care and community
context. In terms of participant observation, she was trained to take notes about the setting of the
interview, the relationship of the people in a householdi@jad down her understanding tife
community, their involvement in the CHW program, and how the CHW program influenced
community members. | was allowed to attend her first focus group with female CHWSs in a
health clinic. It was an opportunity to evaluate her skills, and provide hdrdeledShe was
keenin capturing personal storiéssomething that enriched this work.

She accompanied me to health posts in rural areas. If women agesgdtésview with
me, she would sit in the room and take part in the interview by asking sensiggéans, taiang
notes and wting down her observations. If female participants refused to talk to me, she would
interview them in a separately, leading the whole interview and/or focus group process. She also
took pictures of female participants and fansiéttings, and provided me with her observations

and analysis in writteform after the field viss.

4.5 Data Collection: Sampling
Participants were selected purposefully using stratified sampling, a method that divides
the population into separatebgoups, and then creates a sample by drawing subsamples from

each of those subgroups (Morgan, 2008). Stratified sampling ensures that all subgroups within a
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population are represented in the sample, and purposive sampling ensures that stratified sampling
is systematically implemented (Morgan, 2008). | stratified the population for this research both
hierarchically and horizontally (Table 4.1). Hierarchically, | selected policymakers, health
managers, CHW supervisors and trainers, CHWSs, and community neerdoezontally, |

stratified policymakers into government, international agencies and donor agencies;

implementing organizations into international NGOs, national NGOs, and provincial health
departments, provinces and villages within provinces into égeste and high remote areas

where the CHW program was implemented.

Table 4. 1 Hierarchical and horizontal classification in sampling

Hierarchcal Horizontal

Policy Government Donor agencies
- Policymakers

UN agencies

Management Public Health International National NGOs
- Managers, Departments NGOs
- CHW supervisors,

- CHW trainers

Community Less remote Highly remote
- CHWs communities communities
- Community members

The selection criteria for participants at the policy andagament levels were
involvement in and knowledge of the CHW program. The selection criteria for participames
rural areas werthedistancefrom a provincial hospital, ethnicity of the village population,
gender of CHWSs (1 male and 1 female), andlakdity and willingness of CHWSs to participate.
Selection criteria for focus group participants were available male and female community

members who had received services of CHWSs or were otherwise involved in the CHW program.
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Security of the province drthe rural areas was also taken into account during the
fieldwork. Security concerns had an impact on the selection of the sites for this study. The
researcher and his assistant travelled only to secure districts and villages during the data
collection (where there was no evidence of conflict between government and Taliban or other
groups), as this was the criteria for data collection. The existence of health clinics in districts and
the presence of CHWs in villages was an indication of government canttdhus security.

Overall, | selected one international NGO, one provincial health department, and two
national NGOs, because one of the national NGOs had réieatth Post meeting the criteria.
| selected four provinces namely Kabul, Parwan, BalkhBardyan (Figure 4.1). | collected
data from 16 villages and ZBHWsworking in those villages. Figure 4.2 illustrates the sampling

diagram at the management and community levels.
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Four Provinces included in this study
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Figure 4. 1 The provinces visited for fieldwor k in this study
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International NGO

Implementing Organizations

Provincial MoPH

Parwan Province MoPH

Sinjid Darah BHC

Three HPs

Types of Health Facilities

BRAC in Kabul
CHC Paghman BHC ShakebDarah Bagh Maidan DH
Two Two One HP
\ 4
National NGO
CHA in Balkh AADA in Bamyan
Names of NGOs Sherabad Sharslar CHC Foladi CHC Shaidan CHC
HP:
AADA CHC:
CHA
Sayyad DH
Y DH:
One HP

Extremely Remote: Between 2 to 4 hours drive from a provincial hospite

Remote: Around 1 hour drive from a provincial hospital

Figure 4. 2 Three types of implementing organizations and their samp
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4.6 Data collection

Interview. Key instruments for data collection weredapth semstructured andocus
groups interviews. Interview as a form of data gathering is a process involving many individuals
in a particular seittg whose communication lead to the creation of a politicaliyl socie
culturally-based mutual story (Fontana and Frey, 2005). Interviewhaneainmethod of data
collection in constructionism approach for understanding the phenomenon from thetperspec
of those involved in ifYin, 2003).

| created interview guides for every cohort of participants. First, a long list of interview
guestions was created based on the research questions. The research questions were removed
from the list, and probes were added to each question to cbkectquired data. Based on the
presumed knowledge of stakeholders, separate interview guides were develquodidyor
makers health managers, CHW supervisors and trainers, CHWs, and community members. The
guides were translated into local language astiteat the beginning of the fieldwork at a health
facility in Kabul on July 7, 2013. After the pilaest the guide was refined for the simplicity of
its language and ease of understanding, method of asking the questions and the probes, and the
sequencef questions. Local jargons used for sensitive medical or health terms were learned to
be included in the guide (For example: OHappi
6cover 6 was used for condom).

| wasin the field between 5 July 2013 and 3(p&enber 2013. A total of 25 CHWSs, 9
CHW supervisors, 4 CHW trainers, 6 health facility and implementing organization managers,
and 11 policy makers were interviewed, and eight focus groups with community members were
conducted. The participants at the pgland managerial levels were from the Ministry of Public

Health, World Health Organization (WHQO), Canadian Department of Foreign Affairs, Trade and



COMMUNITY HEALTH WORKERS OF AFGHANISTAN 71

Development (DFATD), United Nations Population Fund (UNFPA), European Union (EU),
Bangladesh Rural Advancemt Committee (BRAC), Coordinatidar Humanitarian Assistance
(CHA), Agency for Assistance and Development of Afghanistan (AADA), and provincial health
department of Parwan. Interviews with policy makers and health managers took place in their
offices dumg their availability. Interviews with CHWs and focus groups with community
members took place Bkealth Post (HP), except in one district where the interviews took place

at the health center for cultural reasons. Some interviews at the community ées¢limed into

focus groups because it was culturally inappropriate for privacy reasons. In an attempt to explain
the concept of privacy and confidentiality to community members, a community member asked
if | was fia spy or s atoestlhsked gl participaots to sigh dr ageea | ¢ o
to focus group consent forms. In those instances, | conducted individual interviews in the
presence of focus groupembersand then changed into focus group setting involving all
participants.

All interviews and focus groups were sestiiuctured. The interviews lasted between 30
to 90 minutes. The number of focus group participants varied between 3 and 7 people. They were
maleonly and/or femalenly focus groups, except in three villages in Bamyan wheternale
and female community members participated in the same focus groups.

Participant Observation. Interviews alone do not create andepth case study research;
therefore, it is often combined and complemented with other methods of data colleatloas su
participant observation and/or documents analysis @003. | employed participant
observation to complement the data collected through interviews. Participant observation is a
method of data collection in which the observer participates in theliiaof the people under

study, either overtly in the role of research
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things that happen, |istening to what is said
(Bedker & Geer, 1957, p.28)Observations of the setting and the intervention process provide
direct experience and knowledge of the phenomenon in ordesgscheck with the interview
data, to complement therandthe criticallyanalye them(Becker & Geer, 1957Proper
observations involve writing field notes, keeping journals and diaries, or recording memaoirs, in
which factual statements of what happens, relevant quotes, and other potentially helpful data are
recorded (Yin2003.

My research assistant and | took fielde®wduring and right after the field visits to
document our observatiorSur observations focused on the cues related to the community and
the health system. Within the communitye spent between 30 minutes to one hour at each
village obsering the setting such as the structure of the houlse,content of the househottig
source of drinking water, availability of electricityistance from the clinic, and main source of
income in the community, and the people such as who is the CHW, who are heatih coun
members, what is their status in the community, is the CHW related to village chief, the ethnicity
and their religious sect of people, female interaction with ngade education, existence of
traditional providers and their relationship with CHWsg éhe status of CHWs among CHWS.
We alsospent between 15 minutesdnehour at each health facility that covered the selected
villages, observing the health facilityards patients, and services and visiting health care
providers in the health facilif the status of CHWSs in health facilities, amthtionsof CHWs
with professional providergfter a couple of field visits, | developed a list of measures to be
observed and learned during each visit. The list was refined after each field visit. Womklso
pictures of the villages artdealth Post everywhere we visited, onlytiie locals permitted us

The field notes included a journal of what happened during these visits, relevant statements, and
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the two resear cher s 6 heaobsetvatieaninotes weasiel usetiriangudate r e f | e
with or complement the interview data, and to assist in data analysis.
Theoretically, the aim was to observe power and gender dynamics in the health system
and the community, focusing on the cues such as whlkedpst, howwerepeople referred to,
and whether there was any cultural symbol of
literally meaning owneand metaphorically meaning respec¢teds used when reféng to
persons of higher status, like docSaheb. Cleadlothes, in particularwhite color, were a
symbol of higher class. White color gets dirty easily in the dusty villages of Afghanistan.
Someone who can afford to clean white calothes almosteverydaymeant he was affluent.
a woman s&a and spoken village councilsamong men, it meaishe had higher statuSeparation
of womends health councils and smeamevonesofabsenc
the village had lower statuat the health facility, iien women were refemdo withtheir name
anda title 06Jand, | it er aliitmeannskeavas valupOtheersvige, , | i ke
women were referred to as someoneds mother or
contextual cues of power and gender dynamiese observed during fieldwork.
Documents.Thethird instrument for data collectiomas documenanalyss. Together
with interview and participant observation, documents can be very helpful in developing
interview protocols, verifying contents of the intews, and providing a second standpoint
about a phenomenon (Yig003. A document may be defined as any symbolic representation
that can be recorded and retrieved for description and an@@ysiswell, 2012)Document
analysis is a method and research orientation in which the emphasis is on discovery and
description including searching for contexts, underlying meanings, patterns, and processes,

rather than on mere quantity or numerical relationships between two or more variables
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(Sandelowski, 200). Administrative documents, which could be quantitative, may provide
valuable information to triangulate with other methods of data collection. Press releases about
the intervention can be tricky to analyze because those are the partial piecesatd thatdhe
organization attempts to highlight while possibly concealing the other pieces of information
(Sale, Lohfeld, & Brazil, 2002) The challenge for the researcher is to clarify and codify the
documents so that they provide valuable insigiitsthe case.

| obtained the Health Management Information 8ys{HMIS) database from the
Ministry of Public Health. The Microsoft Access database stores data for all components of the
Basic Package of Health Services including CHWSs, and maternal and neonatal health. | retrieved
data for CHW activities and maternadaneonatal health from the database for analysis.

Ot her documents were collected from the Af
international donors and partners: United States Agency for International Development
(USAID), the World Bank, the Eur@an Union/Commission (EU), World Health Organization
(WHO), Department of Foreign Affairs, Trade and Development Canada (DFATD), United
Nations Population Fund (UNFPA). Documents were also collected from implementing
organizations: international NGOs, rmatal NGOs, and provincial health departments. | sourced
publically available documents from these organizations and their websites, and documents not
publically available through personal contacts with those organizations. | collected policies,
strategiesnd guidelines, health services contracts, monitoring reports, nagsearchand
administrative databases. Tall@ provides a detailed list of all documents reviewed for this

thesis.
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Table 4. 2 List of policy documents reviewed

Publication
No | Policy Title Type Year
1 | A Basic Package of Health Services for Afghanista@03/2005/2010 Policy 2010
2 | Health Management Information System Guideline Guideline 2006
3 | National Policy on Reproductive Health Policy 2006
4 | Esential Package of Health Services Policy 2005
5 | Afghanistan National Health Accounts Report 2010
National Policy for Infection Prevention and Control in Hospitals and
6 | Health Centers Policy 2005
7 | Public Nutrition Policy and Strategy 20@806 Policy 2003
8 | Human Resources for Health Policy 200812 Policy 2009
9 | Human Resource Policy Policy 2006
10 | Afghanistan National Health Workforce Plan 201 Policy 2011
Afghanistan National Health Accounts with Sabcounts for Reproductive
11 | Health 20112012 Report 2013
National Strategy on Human Resource for health Cap8citigling with
12 | focus on inservice training Strategy 2014
13 | Communitybased Health Care Policy and Strategy 209913 Policy 2009
14 | Strategic Plan for the Ministry of Publidealth 20112015 Strategy 2011
15 | National Salary Policy Policy 2005
16 | National Essential Drugs list Report 2007
17 | A Basic Package of Health Services 2010/1399 Policy 2010
18 | Community Health Worker Training Manual Guideline 2005
19 | Guideline for SIb-Centers Guideline 2009
20 | National Health Policy and National Health Strategy Policy/Strategy 2010

Member checking
Member checing or validation is a procedure to check the preliminary findings and
analysis ofesearclwith participants who were ¢hsource of the raw datBryman, 2004)
Member checking adds value to the analysis of the raw data, as the participant takes part not only
in providing the data but also in the interpretation of them. During timeb@echeck, the
researcher(s) and the participants discuss different interpretations to reach a shared interpretation.

This process also helps validate misunderstandings, wrong information, and misinterpretations,
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though it will be a challenge for the reseher to select how much and what parts of the initial
findings be shared and with which participaf@syman, 2004)

Between 22 August 2014 and 3 November 2014, | conducted member checking of the
preliminary findngs of the research with almost half of the participants. | shared the preliminary
findings with previous participants as well as some pauticipantsand asked for their
comments and feedback. At the end of each member checking session, | askeduestimisy
to clarify issues on previoueemesand investigated any further new themes that emerged
during the member checking. For example, | needed clarification on themes such as gender,
supervision of CHWs and antibiotic usage.

| had two technical chiEnges during member checking. First, some of the participants |
interviewed in the first round of data collection had left their occupation. For example, a female
CHW I had interviewed had left her job, and her sister had replaced her in the villdgesdn t
cases, | either found the initial participants through telephone or validated the initial findings
with new participants who had replaced the initial participant.

Second, some implementing organizations | included in the initial round of data
collecion had lost the implementati@ontract and a new implementing organization had taken
over the health services. For example, in Bamyan, two of the villages | had visited last year were
under the coverage of a national NGO (AADAgency for Assistance @rDevelopment of
Afghanistan). This year, they were covered by an international NGO (AKBgh Khan
Development Network) as part of a new contracting period. In Balkh, a national NGOi(BDN
BakhterDevelopment Network) had taken over another national NG@A - Coordination of
Humanitarian Assistance). In Bamyan, | validated the findings with a program manager of

AKDN, and in Balkh, I interviewed two program managers of BDN. The inclusion criteria for



COMMUNITY HEALTH WORKERS OF AFGHANISTAN 1

member checking were the same as those for the idtalcollection. Ethical procedures, i.e.,
signing or agreeing to consent forms were taken into account in all cases.

| conducted member checking and shared the preliminary findings with 8 CHWs, 9
community health supervisors, 4 health managers, 4 polakers, and 10 community members.
Figure 43 illustrates how the initial interviews and focus groups, and the falipynember

checking match up.

55 Interviews - 8new
Interviews

18

And member and
checking
8 focus groups groups

3 new focus

Figure 4. 3 Matching interviews, focus groups and member checking in the two rounds of data collection

Aside from the technical challenges, | found memdyercking more difficult than the
initial data collection. First, most participants at the community level (CHWs and community

members) did not have the literacy to read therigel For them, | prepared a shorter version of
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the findings for narration. | asked them to interrupt me in the middle of my narration if they

found anything contradictory to what they had actually said, or had any questions or comments.
Somewould not stp me in the middle afiarration,as it was culturally inappropriate to stop

someone while they were speaking. Moreover, CHWSs and their supervisors had never previously
reported on their activities and been asked for their opinion on the reports origiratng

CHWs. They have often been praised for their work, but not given the authority to validate their
own work. To invite their comments, | decided to stop after each segment (a subtitle or a long
paragraph), and give them space and time to express thembg asking for their opinion, and

if they agreed or not with what | narrated to them.

Second, uncovering similar interpretation of the data was also a challenge. During
member checking, | felt thabme participants thought that if they refuted orllemged the
preliminary findings, it would be 'disrespectful' to me. So | had to tell them that their opinion,
even if it refuted the preliminary findings, would not be 'disrespectful’ but would be valuable to
the researctBy contrastsomeCHWSs and commmity members would go overboard with
refuting the analysis. For example, at ¢temalth Postafter | praised a CHW saying that his
comments were valuable, he becaneessivelynegative and refuted the finding thre
effectivenessf female CHW<laimingthati f e mal e CHWs wer e not mor e
CHWSs ®his comment went against the perspective that many other partscspaned. |
thanked him for hignsightand told him that it would be an improvement to the analysis if he
could provide a few eamples. Then he talked about how male CHWs were expected to earn for
the entire household while women were not. | asked if he wanted to explain the redsoraler
CHWs not being as effective as male CHWSs, he éaydeEgentually, we agreed that female

CHWSs were more active than male CHWSs, but male CHWs had legitimate reasons for not being
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as active as womefverall, the more conversational the interview became, the more

participants commented and expressed their opinions.

Third, at the managerial apalicy levels, those who had the knowledge to read the
written version of the preliminary findings were either not interested in reading or did not have
the time for it. To the three of them that | sent the written version, they never replied back. | then
booked appointments with them, narrated the shorter version to them and asked for their
feedback. With the rest of them, | asked if they wanted the written version or the narration, they
all wanted to listen to the narration and comment in-fadace megéngs. Eventually, | ended

up narrating the findings to thparticipantsand audierecorded their comments and feedback.

4.7 Qualitative Data Analysis

The data sources used for qualitative analysis were the key informant interviews
representing the rangé different participants in the study, policy documents and reports, and
field observations. The audrecorded interviews and focus groups were translated and
transcribed simultaneously. The final transcripts were treated as the data for qualitayisis.anal
Initial analysis of the interviews began during tiséddwork when | wrote fieldwork reports to
my supervisors. They were coraplented with the fieldwork reports and journals from my
research assistant and myself, which were also translated inistEfglicy documents and
reports informed the entire process starting from making the interview guide. The process was a
triangulation of all transcript3.riangulating data from the different sources enables-aejth
exploration of the conteXCreswell, 2012)The final thematic analysis was carried out through
reading and r@eading the compiled transcripts (Green & Thorogood, 20@dnual coding of

the transcripts was the first step towards data reduction. Patterns within the codes were
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summarized as suhemes and displayed in the form of a mat8andelowski, 1993, 2010)

Constant comparison technique was used to evaluate how emergitingsgs correlated or

varied with each othgBourgeault et al., 2010Finally, themes emerging from the similar sets

of subthemes were derived. When discrepancies wesemved, facts and opinions were

separated. | validated the facts through official and reliable sources. Contradictory opinions were
gathered in comparison to eaather, and alternative perspectives emerged on a single issue.
Confidentiality was practicedt every stage including anonymising the quotes from the

interviews.

4.8 Quantitative Data Analysis

The guantitative dataset was extracted from the Health Management Information System
(HMIS) database, and combined with a population census dataseh&dkighan Central
Statistics Office. The HMIS is a Microsoft Access database that collects routine information
from the implementation of the Basic Package of Health System, and the Essential Package of
Health Services. The HMIS was developed in 2003 anded twice to provide comprehensive
information. To analyze the relationship betweenG@h&V's activity and maternal and child
health, | chose district as a unitafalysisand included twdealthoutcome variables and five

health service and activityariablegTable 4.3)

| gathered data for four years from 2009/10 to 2012/13 (the equivalent of Persian years of
1388 to 1391). The variables are indicators of the existence of and activities by CHWs in a
district over a certain period of time. Since thenber of Health Posts is reported every month,
in order to find the number of active Health Posts in a year, | chose the median number of Health

Posts reported over 12 months. The other variables are added over a year. For example, the
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numbers of normalalivery referred by CHWs monthly are added over 12 months to give the
annual cumulative number. The initial two years of data do not have the antenatal aratadost
visits byCHWsbecause those activities were not conducted in the whole obtiméryuntil

2011, and thus not recorded in the database.

Table 4. 3 Variables included in the administrative dataset analysis

Type Variables
Unit of District
Analysis District Population

1
Health Number of Health Posts
Services and | Normal Delivery Referral by CHWs
Activities Obstetric Complication Referral by CHWs
Variables Antenatal Visits by CHWs

Postnatal Visits by CHWs

1
Health Maternal Mortality
Outcomes Neonatal Mortality

The objective of the analysis is notundertake aegressn analysis othe impact of
health serviceariables orhealth outcomedut to find the association between the variables.
Thereby, Ifirst provide descriptive statistics of the quantitative datasets to illustrate the activities

of theCHWsand then analyze ¢relationship between all the variables.

4.9 Ethics approval

Ethical approval for the fieldwork was obtained from the University of Ottawa (#1305
07), and the Afghanistan National Public Health Institute (#3563 déveloped a recruitment
letter, a mwnsent form for individual interviews consent form for individual interviews and

observations of the CHWE€ommunity HealttSupervisorand Community memberand a
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consent form for focus groups in Englighverbal consent form was also developed fmse
individuals who could not read and write. Translations of all consent forms in the local language
(Dari) were included in research ethical board applicatiBath ethics boards approved the

consent forms and interview schedul&l the documents arattached in the appendix

A majority of the participants signed written consent forms and some who could not read
and write consented to participate in the research orally, which was recorded. For written
consent, participants were given time to read thesent forms and ask questions before signing.

To receive oral consent, the consent form that included the objectives of the research, ethical
issues related to safety, confidentiality, and privacy was read, and/or explained to the participants
in the locdlanguage before asking if they agreed to the interview or focus group. All of the
participants agreed to digital recording; and most of them agrdsptwtographed, except for

2 female CHWs and 10 female community members who did not allow beingypdyaited for

cultural reasons.

One important ethical challenge was to explain the issues of privacy and confidentially to
participants in rural areas. Because they have lived a communal life, it was hard for them to
understand the issues of privacy andficlamtiality as observed in the Western world. That lack
of understanding made it almost impossible to interview the CHWs or community members
individually. For example, almost always, female CHWs had another female or male company
from the community. It &s considered to be culturally rude and unreasonable to ask others to
leave the room or ask for a private setting. In some cases, CHWs only agreed to interview in the
presence of their supervisors. In those cases, | asked all the people present in thesigrowr

to say yes to a focus group consent form, and involved them in the focus group; however, |
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focused on main informants and asked them the questions first. Other participants sometimes

commented on the questions or topics discussed.
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Section II: Findings and Discussions

Between July 2013 and November 2014, | conductedset®offieldwork in
Afghanistan. | visited communities, interviewed people, and collected documents for analysis.
Table II.1 shows information on the communities visited dyfieldwork. In the four provinces
sampled for this study, | visited 17 villages. They were as small as having only 57 households
and as large as having around 1000 households. The vilegesomprised of different
ethnicities namely Hazara, Pashtun aiaglk. The distance of villages from the nearest health
clinic varied from 0.8hour walk to 4hour walk, with an average of tur. Ten of the villages

had a source of drinking water, and 14 had electricity to light up their homes at night.

Table Il.2includes demographic information on the 28 CHWSs who participated in this
study. They had an average age of 34 ygaexlian=37)with a range of betweeh7 and 69
years Two third (18) of the CHWs were wometinreefourths (21) were married or widowed;
araund onethird (11) were unable to readwrite; andaround on€ourth (8) had not received
the basic CHW training. The highest education they hasil&" grade except on€€HW, who
hadreceivedwo years oteachetraining. Besides working as CHWSs, thegre school students
and teachers, traditional birth attendants, housewives, and farmers. On average, they had worked

as CHWs for around 6 years, with as low as 1 year and as high as 11 years.

Table 11.3 provides general information on the 11 supervisbisparticipated in this
study. They had an averaged mediarage of 35 yearsanging from22to 50 yearsThey were
all married, except one who was engaged. They alllBtdgradeeducation, except onveth
9th-gradelevel. Only two of them were womeitheir average length of experience as supervisor

was 3.7 years, with as low as 6 months and as high as 10 years. Collectively, the 11 supervisors
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oversaw 329 CHWSs in 1@8ealth Pos, with an average number of 30 CHWSs per supervisor.

The lowest number &@HWs one of them supervised was 16, and the highest was 54 CHWSs.

Table 1.4 illustrates demographic data on the four CHW trainers who patrticipated in this
study, half of whom were female. Their average age was 41 years, with as low as 35 and as high
as55. Three of them had university level education, and ona haith-gradeeducation. Their

average length of experienceadsainerwas 4.5 yearganging betweefl and 7 years.

Table I1.5 provides information on the 8 health managers who participateis istudy.
They were program managers, hospital managers, health advisors, corrimageiyhealth care
officers, and technical managers. All of them were men and married. A majority of them (5) had
amedicaldegree from Afghanistan. One hatha s t @egre® s1 medical sociology from Iran
and anothehadabachelor ofscience in health sciences. The average length of experience of the
managers was around 7 years, with the highest 13 and the lowest 2. The youngest manager was

52 and the oldest 55.

Table 1l.6provides some information on the 12 policymakers who participated in this
study. The policymakers were from both the government and the international community. The
youngest policymaker was a-géarold womanand the oldest a 5gearold man.Only two of
the participants were female. Most policymakers (10) were medical doctors, four of whom had
Mastes of Public Healthdegreesrom abroad. Two of them hadastes of Art degreesn health

economics.
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Table Il. 1 General Informa tion on villages/communities visited in this study

No Member
Health CHW checking
Post/Village # of Gender House Village Distance Drinking | Electri
Name CHW | Ratio District Province | Health Facility hold Persons | Ethnicity from clinic water city

1 ZakriaFolad 2] 1-1 Central Bamyan Bamyan | CHC Foladi 75 549 | Hazara 2 hour walk Yes Yes Yes

2 KataSang Foladi 2] 1-1 Central Bamyan Bamyan | CHC Foladi 150 1100 | Hazara 1 hour walk Yes Yes ves

3 Naal Sheran 2 | Two female | Central Bamyan Bamyan | CHCShaidan 102 840 | Hazara 1 hour walk No Yes Yes

4 Habashi 2 | Two female | Central Bamyan Bamyan | CHCShaidan 155 930 | Hazara 2.5 hour walk | No Yes Yes

5 DehYaqub 2| 1-1 Shakar Darah | Kabul BHC Shakar Dard 110 770 | TajikPashtun| 2 hour walk No Yes No

6 Qalae Jan Baz 2 | Two female | Sh&ar Darah Kabul BHC Shakar Dard 120 780 | TajikPashtun| 1.5 hour walk | No Yes No

7 Qalae Sarwar 2] 1-1 Paghman Kabul CHC Paghman 120 1140 | Pashtun 1.5 hour walk | Yes Yes No

8 Poshtae Badam 2] 1-1 Paghman Kabul CHC Paghman 300 2100 | Pashtun 1 hour walk Yes Yes Yes

9 Khalazaye 2] 1-1 Charikar Parwan | BHC Sinjid Dara 1000 | 5000+ Pashtun 2 hour walk No No Yes

10 Deh Rayes 2111 Charikar Parwan | BHC Sinjid Dara 150 1050 | Tajik 1 hour walk Yes Yes Yes

11 Deh Neshar 2] 1-1 Charikar Parwan | BHC Sinjid Dara 320 2240 | Tajik 1.5 hour walk | No Yes No

12 Nawoch Sufla 2| 1-1 Salang Parwan | DH Bagh Maidan 170 1190 | Tajik 0.5 hour walk | Yes Yes Yes

13 Sayyad 2 | Two female | Kholm Balkh DH Kholm 400 2900 | Tajik 2 hour walk No Yes No

14 Abdul Hamid 2 | Two female | Dehdadi Balkh CHC Shabad 160 1120 | Tajik 1 hour walk Yes Yes Yes

15 Shanjeer 2111 Charkent Balkh CHC Sharshar 263 1841 | Hazara 3 hour walk Yes No No

16 Karmagali 2] 1-1 Charket Balkh CHC Sharshar 100 700 | Hazara 4 hour walk Yes No No

17 Central Yes
*Dew Khana 2| 1-1 Bamyan Bamyan | BHC Kuprok 57 399 | Hazara 3 hour walk Yes Yes

1  *ltalic with a *: A village visitedh the second round of data collection in summer 2014
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Table Il. 2 General Information on Community Health Workers who participated in th is study
Marital Experience Basic Member
Number Title Age Gender Status Education in years Other Occupation Province Training | checking
1| CHW 17 | F Single 10th Grade 4 | Student Bamyan No No
2 | CHW 18| M Single 12th Grade 1 | Student Bamyan No No
3 | CHW 21 | F Sirgle Teacher Training 11 | School TeachéNeterinarian Bamyan Yes No
4 | CHW 19| M Single 11th Grade 2 | Student Bamyan No No
5| CHW 28 | F Married 12th Grade 4 | Teacher Bamyan No No
6 | CHW 32| F Married 9th Grade 6 | Teacher Bamyan No ves
7 | CHW 40 | F Widow llliterate 6 | Dai* Bamyan Yes Yes
8 | CHW 45| F Married llliterate 7 | Dai* Bamyan Yes Yes
9 | CHW 41 | F Married 12th Grade 1.2 | Teacher Kabul Yes No
10 | CHW 24 | M Single BA 10 | BAin political science Kabul Yes No
11 | CHW 18 | F Single 6th Grade 5 | Student Kabul Yes No
12 | CHW 40 | F Married llliterate 5 | Housewife Kabul Yes No
13 | CHW 40 | F Married lliterate 10 | Housewife Kabul Yes No
14 | CHW 22| M Single 12th Grade 7 | Teacher Parwan Yes Yes
15 | CHW 50 | F Widow lliterate 7 | Dai Parwan Yes No
16 | CHW 55| M Married 12th Grade 6 | Cashier Parwan Yes Yes
17 | CHW 35| M Married 12th Grade 5 | School Headmaster/Teacher | Parwan Yes Yes
18 | CHW 35| M Married lliterate 5 | Water Distributer Parwan Yes No
19 | CHW 69 | F Widow llliterate 9 | Dai Balkh Yes No
20 | CHW 37| F Married 12th Grade 10 | Tailor Balkh Yes No
21 | CHW 27| F Married 8th Grade 10 | Tailor Balkh Yes No
22 | CHW 47 | M Married llliterate 5 | Farmer/Religious Services Balkh Yes No
23 | CHW 45| M Married Religiais studies 11 | Community worker Balkh Yes No
24 | CHW 40 | F Married llliterate 5 | Housewife Balkh Yes No
25 | CHW 40 | F Married lliterate 5 | Housewife Balkh No No
26 | CHW* 23| F Married 12" Grade 7 | Housewife Bamyan Yes Yes
27 | CHW* 22 | F Married llliterate 1 | Housewife Bamyan No Yes
28 | CHW* 34| M Married 6" Grade 1 | Farmer Bamyan No es
1  *Dai: Traditional Bth Attendant
9 *ltalic with a *: Those interviewed in the second round of data collection in summer 2014, initial findings were shared with them
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Table Il. 3 General Information on Community Health Supervisors

| # of Kol |
Experience Health # of # of Male | Female
Number Title Age | Gender | Marital Status Education / (years) Province | Posts CHWs | CHWSs CHWs
1 CHS 37 |M Married 12th Grade 3.5 | Bamyan 27 54 18 36 ves
2 CHS 22| M Single 12th Grade 0.5 | Bamyan 19 38 16 22 Yes
3 CHS 50 | F Married 9th Grade 1.5 | Kabul 8 16 3 13 No
4 CHS 42| M Married 12th Grade 4 | Kabul 17 34 12 22 Yes
5 CHS 45| M Married 12th Grade 2 | Parwan 9 18 14 4 Yes
6 CHS 35| M Married 12th Grade 3 | Parwan 14 28 18 10 Yes
7 CHS 45| M Married 12th Grade 8 | Balkh 10 20 12 8 No
8| cHs 35|F Married 12th Grade 10 | Balkh 15 29 13 16 Yes
9 CHS 30| M Married 12th Grade 3 | Balkh 9 18 13 5 Yes
10 CHS* 28 | M Married 12" Grade 2 | Bamyan 11 22 11 11 Yes
11| CcHs* 22| M Married 12" Grade 3 | Balkh 27 52 24 28 Yes
1 *ltalic with a *: Thos interviewed in the second round of data collection in summer 2014, initial findings were shared with them
1

Table Il. 4 General information on Community Health Worker Trainers who participated in this study

Marital Member Checking
Numbers Occupaton Age Gender Status Education Experience (years)
1 | CHW Trainer 35| F Married 12th Grade 7 years No
2 | CHW Trainer 55| M Married Military School 4 years Yes
3 | CHW Trainer 35| F Married BA 5 years No
4 | CHW Trainer 40 | M Married Pharnmacist 2 years No
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Table II. 5 General Information on Health Manager who participated in this study

Member
Marital Experience| checking
Numbers Occupation Age | Gender | Status Education (years)
Program Manager 35| M Married MD 5 years No
2 | Hospital Manager 50 | M Married MD 7 years No
3 | Health Advisor 30 | M Married MA 3 years No
BSc in Health No
4 | CBHC Officer 50 | M Married Sciences 10 years
5 | Program Manager 55 | M Married MD 9 years Yes
6 | CBHC Officer 32| M Married MD 2 years No
7 | Technical Manager* 38 | M Married MD 10 years ves
8 | CHBC Officer* 42| M Married | 14" Grade 13years | '©S

*[talic with a *: Those interviewed in the second round of data collection in summer 2014, initial finding

were shared with them

1

Table Il. 6 General information on policymakers who participated in this study

Member
Number Organization Age Gender | Education Department checking
1 | MoPH 55| M MD/MPH CommunityBased Health Care Yes
2 | MoPH-Int Org 45 | M MD Grant and Contradflanagement Unit No
3 | MoPH- Int Org 41 | M MD Grant and Contract Management Unit No
4 | MoPH- Int Org 42 | M MD Grant and Contract Management Unit No
5 | MoPH 34| M MD Health Economics and Finance Departmer| ves
6 | MoPH 27 | F MA Health Economics and Finance Bement No
7 | MoPH 56 | M MD Professional Affairs Department No
8 | Int Org 36| F MA Health & Development No
9 | Int Org 40 | M MD/MPH Gender and CommunitBased Services No
10 | Int Org 42| M MD/MPH | CommunityBased Services Yes
11 | Int Org 54 | M MD Health & Develoment No
12 | MoPH* 55 | M MD/MPH | Policy and Planning Yes

*[talic with a *: Those interviewed in the second round of data collection in summer 2014, initial findings were shatezhwith

1
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Chapter 5. Description ofthe Afghan CHW program

The CHW program isne main component of the Basic Package of Health Services
(BPHS) in Afghanistanin this chapter, | argue that the actual structure of the CHW program is
the result of the interaction of the program design anddhenunitycontext in which it is
implemented.The power and gender dynamics in the community and the health system influence
the way the actual CHW program takes shapescribe the CHW program using data from
interviews, focus groups, policy documents, and my observatioompare the redles on the
ground expressed in interviews and observational data with the way the program is defined and
presumed to function in the polidpcumentsThis chapter specifically focuses on the first
objective of my t he detadedthe stiudgtucetof the satiamdl GHWe x pl or e

program. 0

The chapter starts with a definition ©@HWSs and continues with detaileddescription of

the following major elements of the program.

a. CHWSs and their tasks

b. Selection and recruitment
C. Training

d. Supervision

e. Compensation

f. Drugs and supplies,
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The chapter concludes by discussing how differences between the policy intent, and the actual
activities, of the CHW program might be understood by reference to the context in which it is

implemented.

5.1 Community Health Workers & their tasks.

The Afghanistan program policy defines a community health worker as:

eA person (female or male) selected by the
reflected in the policy on CHWSs, [who] promotes healthy lifestyle in the comgunit

encourages appropriate use of health services, and treats and refers common illnesses,
accountable to the loc&hura]Council] for performance and community satisfaction and
technically accountable to the community health supervisor (CHS) assigned by

authorities from the nearest health facili(iloPH, 2010)

CHWs were volunteer members of the community, nominated\b§age Health
Council and trained, supervised and supported by the organization implementing the BPHS.
They were reimbursed for themds to health facilities, and providesth toothbrush and

toothpaste, hand soap aamtbwel for their own use, but they were not paid a salary.

The tasks of CHWSs wemivided irto three sections: community collaboration and health
promotion, direct serges, and management activities (Tahly. Health promotion activities
were mainly focused on maternal and child health, reproductive health, sanitation and hygiene
practices, immunization, and mental health. These activities were undertaken during dgmmun
gatherings and events, house visits Hiedlth Posvisits. Activities highly valued in the

community were treatment, drug dispensation and referrals clustered under direct services.
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CHWs treated mild prevalent diseases such as pneumondhaaritea visited pregnant women

and providd them with folic acid and other nutrients (if available), provided-aidtservices,
distributed contraceptives, and referred patients to health facilities. Through field observations, |
foundthat activities valueth the communities, such as treatment and drug dispensation, brought
CHWs higher social status and respect within communities. Tasks related to health promotion
and disease prevention were effective when complemented with drug dispensation. In Table 5.1,
the asks designed in the policy for CHWs are compared with the ones CHWSs actually undertake.
Tasks allocated to all CHWs irrespective of their gender were divided between male and female
CHWs. For example, female CHWSs participated in feraally events and méags and

undertook tasks that involved women and neonatal health. CHWs participated in national
campaigns only when they were asked or employed to ddesatal health and tuberculosis
carriedstigmasand thus were rarely reported or dealt with by CHWading to their claim that

not many cases of those illnesses existed in commuriieBeld observations found that active
CHWs undertook most of their tasks in varying degrees, and only when the social/cultural

context allowed.

One of the tasks of CHWgas to refer patients to health facilities, but my observations
suggested that the notion of Odterf @amgsTheé Ot iimg.s'o
misinterpretation was mainly due to the contexts. In remote rural ar@dghainistan)

observe that care for the community was the duty of the entire community. CHWSs could not

only provide a piece of paper to a womartainourand tell her husband to take her to a health

facility. Community norms dictated that a male CHW, as for any other comymuainber if

asked for help, would facilitate transportation means.
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Table 5.1 Observation of how CHWSs undertake their assigned tasks

Tasks in the job description of CHWs (BPHS, 2010)

If and how CHWSs undertake
the tasks (based ofnterviews
and observational data)

Community Collaboration and Health Promotion

1. Actively Participate in community meetings and event

Segregated by gender

2. Actively work with mot
Action (FHA) Groups

Mot her 6 snd FHA ofterp ¢
do not exist

3. Encourage the community to participate in immunizati Yes

4. Participate in immunization campaigns If asked by the campaign
managers

5. Promote good nutrition practice Yes

6. Promote the use of ORS and ZINC, and homemade | Yes

rehydration

7. Promote hygiene and sanitation Yes

8. Encourage couples to practice bisfracing Yes

9. Promotepsychosociaand mental health in the No

community

10. Raise awareness on addictive substance No

Direct services

1. Treat mild prealent diseases Yes

2. Implement communitpased IMCI Yes

3. Implement communitpased growth promotion with
FHA groups

FHA groups often do not exist

4. Counsel on correct use of medications

Yes

5. TB prevention program

Rarely, due to rare cases of TB

6. Promote ANC and PNC

Yes

7. Encourage skilled birth attendance (and institutional | Yes
delivery)

8. Distribute contraceptives Yes
9. Provide firstaid services to the community Yes
10. Ensure administration of Vitamin A to children Yes
Managemert

1. Meeting with community health council Yes
2. Meeting with CHS Yes
3. Support community midwives Yes, if there is a midwife
4. Complete and submit Tally Sheet Yes
5. Know the community and develop a community map | Yes
6. Report mortality and dissa outbreak Yes
7. Manage thélealth Postmaintain supplies and drugs, a| Yes

report utilization
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The same community norm applied to a female CHW to accongpamggnanivoman to health
facilities. Almost all male CHWs | interviewed implicitly tookas their duty to facilitate

transportation as part of their referral tagks.one CHW commented:

AWe do have one big problem, transportatio

(CHW).

Emergency transportation happened in two ways. First, some healthdadibtil a
functional ambulance to carry patients from and to villages. CHWs had the telephone number for

the driver and the facility administrator to request an ambulance, but these ambulances were not

always available.

AThe f ar t h3egutwalkto thdroadgwe haves2 ambulances in tleénic, and

they have neveCHWeen available. 0

Second, when the ambulance was not available, as was often the case, CHWs had the

telephone number of vehicle owners in the village and requested them to acoaperaergency

cases.

~

Al have the number of all the cpasecbpl e i n th

emergency, | call them for help, and they always show up, even ifamsir2the

midnight ¢CHW)

Once transportation means was prepared, femal&/atcompanied pregnant women to

health facilities.
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AWhen they start feel i ngcdighoneland omeawmtherof t he
come to my house asking me to go with them to the clinic. I will call the ambulance and

take them (F€HW)he <cl inic. o

Thus, besides promoting health fagiltisits, thereferralwas not only about submitting a
referral letter to patients and asking them to visit the health facility, but also about arnging

vehiclefor their transportation, and sometimes accompeanyatients tahefacilities.

Another task of the CHWSs was to foaVillage Health Counciin collaboration with
village elders/leader§Vith oneVillage Health Counciln each village or catchment area, the
councils were male only, female only, or oiked-sex. Typically, the councils were segregated
by gender representing the overall gerslgregated society. In some remote parts of the
country where men and women worked togetimthe farm, the councils were of mixseéx.
Theseremote areawere usally away from cities and still very agrarian. CHWs convened
meetings with the councils on a monthly basis in which they discussed health issues of the
village. Maleonly health councils often discussed environmental health issues such as water for
drinking and for irrigation, electricity, and roads for quick and easy access to the health facilities.
Femaleonly health councils generally focused on maternal and child health such as
breastfeeding, good sousmaf nutrients for mothers and children, antenatal postnatal care
visits, family problems (convincing mottsein-law and husbands to allow them to access health
care services), and provision of vehicles for transportation of pregnant women to the health

facilities.

CHWs also attended a monthly refies training/meeting at the health facility to

reinforce and update their knowledge, and to discuss village health problems. Most CHWs
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attended the monthly meetings for a number of reasons. First, they were paid a travel stipend, but
they usually walked #htrip between the village and the health clinic for a lack of transportation

and to save the money. Second, the monthly meeting reinforced the relationship of the CHW

with the health facility, which in turn boosted the status of the CHW in the commurikyem

return.

fébecause people think we might have brough

|l i ke brochu(MalseCHN) posters. o

Third, CHWs refreshed their knowledge about the services they providéeaaret]

new information.

CHWs also hadaministrative tasks. They were responsiiolereportingtheir activities
to their supervisors who visited them once a month. CHWs&esaiordof their activities in a
pictorial tally sheet, which allowed all CHWs including the less literate ones taréor
activities (Figure 5.1). CHWs kept track of their commuméiated tasks in a community map,
sketched by CHWs and based on the locations of the main road, water canal, drinking water
sources, mosque, schools, cemetery, and/or bazaars. (Figuire & map, CHW identified a

number of indicators with specific symbols. (Table 5.2)
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Figure 5. 1 Pictorial Tally Sheet used by CHWSs for record keeping

Pictorial Tally Sheet for CHWs/TBAs (1)
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Figure 5. 2 CHWs map of community catchment area

Table 5. 2 Indicators for CHWs map of community

Indicators Symbol Remark

House Numbered House
]

Children under 2 x

Children above 2 *

Using contraceptive Green ‘ End ofcontraceptive us‘
Pregnant woman Red ‘ End of Pregnancy ’
Vaccination completed Crossed ®

TB identified @ TB treatment ended @

Symbol of end of /
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5.2 Selection and recruitment

This study found that selection of a community member to become a CHW was the first
step that ended witthe recruitmentof the member as a CHW after s/he received full training
and a cdirficate from the implementing organization. Although selection and recruitment were
separate stages, once someone was selbetgadlere most often recruited. The selection
process started with a community health supervisor (CHS), a staff of the heiilhdavering
the area, visiting the village and informing the community of the CHW program, the advantages
of the program, and the procedure to select two of their members (a male and a female) to

become CHWSs. The standard criteria to become a CHW were:

i Residenin the local area

1 Between 20 to 50

1 Volunteer, motivated, and interested to serve as CHW
1 Respected person in the area

1 One male and one female CHW ptralth Post

1 Literacy is preferred

The standard procedure was that the community should ektabibage Health
Council and the council selected two suitable candidates. In practice, it often happened that
CHWs were selecteak a general meeting of village eldeas\dafter the CHW received the

training and started working, s/he would foriaitiage Health Council
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The actual minimum criteria for selecting a CHW, albeit not explicit in the written policy,
included the agreement of a community member to work as a volunteer and to turn a room in
his/her house intoldealth Post T ur ni n gint@aHeafihsPosmeaantputting health
related posters on the walls of the room, keeping in the room the health kit (a box of drugs,
dressing materials, condoms, pills, injections, and other hesditted materials) to provide to
the villagers as needeald holding meeting of théillage Health CouncilThe villagers came
to Health Post for drugs, contraceptives, health advice, pregnasleyed matters, mild injuries,
and sometimes injections. It became a care center for patients and the commuratglyputas

it used foranovernightpatient stay.

Once someone agreed to become a CHW, a village council (typically comprised of
traditional leaders) approved his/her decision, and the person was introduced to the health facility
to receive training. Altbugh a minimum literacy was preferrehis researcifiound many
illiterate CHWs who undertook their tasks as well as the literate andghathe age limit was

not strictly appliedThere were CHWs under the age of 20 and older than 50.

APeopl et walul dwét heir young womené they woul

50s o CHevO=aineo

Field observations suggest that a number of
weakness in their 50s and 60s in rural Afghanistan. A typical Afglteman in a rural area
usually goes through more than a dozen pregasandlabous. Despite losing a fewhildren
before and after delivery, a woman average wouldaise between &nd8 children throughout
herfertility period. Based on thabove assumptipimplementing orgaaations consider a

complete household to consist of between 7 to 10 people. In addition to the biological and social
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impacts, women in their 50s and 60s are considered weak for the manual, agricultural work

required intheruralareas and t hu®rCoWwakp ensedd

| also found that both the health system staff and the community leadexsihidence
on the selection process. Sometimes, the community health supervisor identified potential
candidates (in particular females, somewhat literate, wittinhelp her fellow villagers) and
encouraged them to become CHWSs, and sometimes community leaders selected their relatives or
siblings. As health managers in different implementing organizations described local leaders and

traditional power roles oftenayed an important part:

1]

OQur staff would select the volunteers, [ a

—

h e v i(Hedlth amager)

3t

Local | e a d ®wachkersand Mudahsshhve a nols itherecruitmentof

C H Ws (Haalth Manager)

AThe leader might not approve of a suitable person, he might approve of a person who is

hi s o wifHeattaNanager)

5.3 Training

The selected candidates were trained by the implementing organization with a standard
training module. The standard trainiognsisted of three phases ofd&ys inclass training, and
2 months of fieldwork in between each of thaning for a total of 6 months of training (Table

5.3)
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Table 5. 3 CHWs training phases
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Phases of o ] Status
Training Activities Puration During the phase | End of the phase
In-class training, and exams 18 days | CHW Candidate | Active CHW
Candidate
Phase 1 Undertaking tasks under frequent 2 months | Active CHW Active CHW
supervision Candidate Candidate
In-class traig, and exam 18 days | Active CHW Active CHW
Candidate Candidate
Phase 2
Undertaking tasks under less frequen 2 months| Active CHW Active CHW
supervision Candidate Candidate
In-class training, Final Evaluation, 18 days | Active CHW Certified CHW
Phase 3 Certification Candidate

The major topics for training were dividato the three phases (Table 5.4). In phase 1,
prevention of infectious diseases was the major topic with some focus on administrative tasks
such as reporting their activities. Phase 2 wasrabout maternal health, and slightly about

community mapping and reporting. Phase 3 was

mental health.
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Table 5.4 Content of CHWs training for each phase

Phase 1: Communicablalisease

Health education Direct services Administrative Tasks
Preventing prevalent communicablg
diseases Controlling Malaria and Reporting through Tally Sheet

Leishmaniasis

Personal and home hygiene
Immunization Interpersonal communication

Safe foodand safe water
Diarrhoea

Common Skin and eye diseases

Phase 2: Maternal, Neonatal, Child Health, and Family Planning

Health Education Direct Services Administrative Tasks
Pregnancy and Antenatal Care
Providing contraception Conducing household stey
Getting Ready for Birth
Antenatal Care Community mapping, and drawing a

community map

Care of the mother and the newbor
Care of the mother and the Tally sheet recording
newborn

Breastfeeding and feeding the chilo
with other food

Birth spacing

HIV/AIDS

Structure and Function of the huma
body

Rumors and Misconceptions

Phase 3: Childhood llinesses

Health Education Direct Services

Counselingmothers on child care
Treating sick children with Intestinal parasites
appropriate medicine

General danger signs Vital sign

Coughand difficulty in breathing | First Aid

management

Fever management Drugs prescription, dispensing and
Drug abuse

Ear problems Injection of Depeprovera

TB management Mental Health

Malnutrition management
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CHWs were provided with a pictographic training manual (easy for those who are unable
to read), which included a range of public health awareness and education tasks, a number of
direct services such as family planning, nutrition, maternal and child haadtlireatment of
common diseases, such as diarrhoea and pneumonia, and some administrative tasks such as
recording their activities, drawing a community map to identify and follow up with households

requiring more attention, and reporting their activiteegheir supervisors.

After the first 18day training, CHWs were identified as active CHW candidates and
started serving the population. After completing the third round -afa8training, the CHW
received a certificate from the Ministry of Public Headtid the implementing organization.
CHWs also received aday refresher training every month, and-@a¥ refresher training every

6 months.

The actual length of training (6 months in total) had besroredn the beginning years
of the program (2003 t2005). Most participants who were CHWs more than 8 years confirmed
that they had received three phases of 18 ttaysngand two twemonths on the field
supervisedactivity. CHWs trained as part of expansion of the program or to replace dropouts,

howeve, had shorter htlass training, as this newer CHW commented:

fiYes, | was trained at Sharshar; ttraining were 10 days, 5 days, 8 days and 3 days

[refreshertraining]. @~emale CHW

Health managers usually blamed a lack of budget for shaateing Sometimes, there

were practical reasons such as the number of CHW trainees.
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ifiwhen we have one or two CHWs to train, it

everything, compared to having 10 or more CHWdasso (CHW Trainer)

Training largely illiterateaCHWSs had been particularly challenging. Trainers said they had
to use different methods when students could not read. They used steikened and applied

methods more often.

Even before teaching, we ask t hanthask CHWs ]

1

—

hem to explainé then we will explain thin

-

e p g@H\WoaTrainer)

We would teach them through exampgihéwvay t s, o

3t

to prepare ORS [ Or €CHWTRaitely dr ati on Saline]o

Despite the extensive thrpdase training, CHWSs | interviewed only remembered

general topics and health issues they dealt with on a daily basis.

iWe have | darheae dmaalbaoruita, pnéHWwoni a, and et

AOur training walanifgceasosatdiseases, mélaxia tubesculosis

and (EHW)

I know orally, but not in writingeée [For e

St

clean and @WHdwWh t hem. o

Some CHWgriticizedtheir trainers for going over the material very fasigl not caring

whether the CHWs actually learned or not. If a health problem arose in the community that
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CHWs did not know much about, they informed their supervisors, and the community health

supervisors held-tlay refresher training on that to@tthe next monthly meeting.

Existing studies indicate that trainilgyan essential component of program success.
CHWs recruited at the beginning of the BPHS program in 2003 and 2004, received the total
three phases of training for 6 months. They had not ldameh since then. Most of them asked
for more training on issues outside their current role. For example, they wanted training to
administer injections and to check blgamessuretwo tasks community members expect CHWs

to be able to perform.

5.4 Supervsion

A community health supervisor (CHS), a staff of a health facility, supervises CHWs on a
monthly basis. Implementing organizations prefer to recruit someone from local communities or
someone who has a good understanding of the communities as supefasde 11.3 provides
more information on the supervisors participated in this study. They had three main tasks. First,
they reviewed CHWsO activities such as the nu
patients they referred to a health facilityilimation of their drugs and supplies, and the registry
of mother and neonatal morbidity and mortality. The supervisors transferred the data from
CHWs 6 pictorial tally sheet to another form c

55).

Inthemon hly activity report, supervisors reco
planning, maternal health, nutrition, immunization, urAslenorbidity, and the status of essential

drugs. Important indicators wetige distributionof contraceptives, treaents of children, the
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availability of essential drugs, and the number of referrals to the health facility. Supervisors
aggregated the reports of all tHealth Post in a different form called Monthly Activity

Aggregated Record (MAAR)T@ble5.6).
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Table 5. 5 Monthly Activity Report - MAR

Monthly Activity Report - Health Post
MAR

Government of the Islamic Republic of Afghanistan

Ministry of Public Health
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District Code & Name |

Province Code & Name

Year | Month | Facility Code

Facility Name

Code & Name of Health Post

Total Number of Family Visited

A. Family Planning

Number

Al. Users by method

1. Oral Pills

2. Condoms

3. Injectables

4. Totals

C.Nutrition

B. Maternal Health

# Children Screen with MUAC

# of Normal deliveries Refereed by CHW

Number of Obstetric complications referred

# children Referred due to

Number of maternal death

Nutrition Problem

Number of neonatal deaths

D. Immunization

Women Referred for TT

Referred For EPI
(59)

E. <5 Morbidity

Referred # treated

Priority Health Problem Code

ARI 01

Acute diarrhea 02

Malaria 03

F. Status of Stock of Essential Drugs

F1. Mark the presence of the drug in the last month

Oral Contraceptive

Fansidar/Chloroquine

ORS

Cotrimoxazole

F2. Comments about stock

G. Community Health

Number of meetings with Health Committee

L. Report Received/Aggregated By

H. Report Transmitted By

Date received Name
Date aggregated/computerized Designation
Date

J. Comments

Any special activities or problems, significant anomalies or trends in morbidity and service delrvery
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Table 5. 6 Monthly Aggregated Activity Report

2.4.2. MAAR - Form

Monthly Aggregated Activity Report - Health Post Government of the Islamic Republic of Afghanistan
MAAR Ministry of Public Health
District Code & Name | Province Code & Name
Year | Month Facility Code Facility Name

Number of Health Post Submitted MAR
Total Number of Family Visited

:#HP / B. Maternal Health #HP / A. Family Planning
1. # of Normal deliveries Refered by CHW # of units Al. Units distributed
2. Number of Obstetric complications referred 1. Oral Pills (cycle)
3. Number of maternal death 2. Condoms (dozen)
4. Number of neonatal deaths 3. Injectables (injection)

5. ANV at home

6. PNV at home

#HP / C2.Nutrition GMP #HP / C1.Nutrition Acute Malnutrition
1. Number of Weighing Sessions 1. # Children Screen with MUAC
2. Number of children Weighed 2. # children Referred for malnutrition
3. Number with adequate weight gain

:#HP / E1. <5 Morbidity and Mortality #HP / D. Communicable diseases
Referred | Treated Health Problem 1. Referred For EPI (<1y)
1. ARI 2. Women Referred for TT
2. Acute diarrhea 3. Referred for TB

3. Malania

99. Died at home

| :#HP / F. Status of Stock of Essential Drugs
F1. Put number in front of each drug for number of HPs that reported presence of the drug in the last month

4. ORS 1. Chloroquine
5. Zinc tablets 2. Cotrimoxazole
6. Vitamin A 3. Oral Contraceptive

F2. Comments about stock

‘ #HP / G. Community Health
1. Number of meetings with Health Committee
2. Number of FHAG active

L. Report Received/Aggregated By H. Report Transmitted By
Date received Name

Date aggregated Designation

Date

Any special activities or problems, significant anomalies or trends in morbidity and service delivery

The monthly aggregated activity report forms were collected by the Ministry of Public

Health and entered into a large national database called the Health Manage mmattilorior
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System (HMIS), the database used in this study to understand the relationship between the

activities of CHWs and maternal and neonatal health in rural areas.

Second, supervisors provided drugs and supplies to CHWSs every quarter of a year
through tkeir supervisory visits. That was the standard procedinmemote areas where the
roads were blocked during winter, supervisors provided drugs and supplies every 6 months.
During winter, supervisors vigitithose remote villages by donkey or on foot, &sivehicles
could notaccesshose villages, they could not transport drugs and supplies during snow seasons.
Supervisory visits with the drugs were more detailed as there would be an inventory of previous
drugs available, used and/or expired. The findofgsy researclsuggest that these supervisory
visits gave a better picture of the way CHWSs functioned compared to the ones where no drugs
and supplies were provided. For example, supervisory visits with drugs and supplies enhanced
the status of CHWsinéh communi t y. \Hedlth Pog &so madeasedaftart s t o
supervisoros visit, in particularly because

drugs.

Third,as up er vi s o r Health Ros gavet credibality to the CHWs and,tahes,
the supervisors talked about the work of CHWSs to the community and resolved issues between
CHWs and the communitygupervision was an opportunity for the supervisors to assess and
improve the knowledge and skills of CHWs and to advise them orstwice delivery.
Moreover, supervisory visits encouraged CHWSs to remain committed and work more. As most
supervisors were from local communities, they were able to build a good rapport with CHWSs,

even with female workers.

fiWe are like brotherand sista,nd | know &MaleSupeevisoy f ami | y. 0O

t
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One common problem was an ongoing shortage of drugs relative to the high demand of
community members, who often took out their frustration on CHWs. At times when drugs were
in short supply, the supervisor cachdown people and shifted the blame from CHWSs to the

central government and offices that could not provide sufficient drugs.

AWhen he [the supervisor] comes, he has th
sent... | show the documents to the litepeple in the village, and they are satisfied.

And it reduces the ¢CHWHPiIi ci ons of peopl e on

Most CHWSs said they were satisfied with their supervisors, but complained about a lack of drugs
and supplies, about which they knew their supervisorsiamti do anything. Supervisors

continued to visit CHWs even at times when drugs were in short supply.

Finally, the workload of the supervisors depended on the numbtgaith Post under
their coverage. As shown in Table I1.3 some supervisors coveneddreBand27 Health Post.
The ones with more than 2ealth Post could not make a monthly visit to all of them. The one
with 27 Health Post would visit 2 and evenBealth Post in a day, but the visits would be short
and quick. He was not able to maéth community members dfillage Health Council$o

resolve problems between CHWs and the community.

5.5 Compensation

According to the BPHS policy, CHWs were volunteers who were supposed to werk part
time. They were not paid salary, and thus not orp#yeoll of either the Ministry of Public
Health or implementing organizations. Regarding salary for CHWSs, the Ministry of Public

Health policy states,
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The MoPH will not make regular payments to CHWSs from the MoPH budget and do not
recommend deenbe allscatedrtoeCsiWsibecause such policy is financially

unsustainable (BPHS, 2009, p.79).

However, CHW were compensated for some expenses. The BPHS policy stated,

CHWs shouldoe compensated for all legitimate expenses (transport and food) when
working outside their communitypecifically approved underghrecent BPHS revision

CHWs were paid(1) Afs100 [approx. USD2] per month for routine war&veland (2)
additional expenses (Afs50) for approved tasks like accompanying a suspected TB patient

to a facility with a labaatory. (BPHS, 2009, p.79)

The payment for accompanying TB patients encouraged CHWSs to accompany other
patientsvhom CHWSs thought were severely ill with a hope of compensation for their trips.
Female CHWs usually accompanied severely ill children and anegromen expecting to
deliver. CHWs said that sometimes they were compensated for accompanying patients without
TB, butmore often they were not. CHWs were also compensated when they were asked to
collect data for national surveys, or when they partieghat polio vaccination campaigns as
vaccinators or guides. In short, CHWSs received a regular Afs150 [approx. USD3] every month,

and sometimes more for extra work.

The BPHS policy al so encouraged communitie
traditonawayso (BPHS, 2009, P.79). Traditionral way
kind payments such as giving a chicken or a bowl of wheat. The researcher observed during the

fieldwork that traditional providers such as traditional healers and tradibotfahttendants
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were paid irkind and incash.Same traditional birth attendants who became CHWs sometimes
charged for their services. The amount of payment depended on the service, the ability of the
payer and the reputation of the providers. Regardiogy much she received for her services, a

traditional birth attendant said,

Al d ohar@et theyay with their own will. Someone pays 50 Afghanis [approx. USD
1], someone 20, and some who have pay 100, and | take care of their baby for a few more

dayso (CHW-traditional birth attendant)

Community members mentioned that more reputable healers who claimed to treat infertility and
mental problems charge up to 500 Afghanis [approx. USD 10]. There was no standard rate,

though.

Communities still compensatachditional health providers through traditional methods
of payment; buthey did not compensate CHWSs. When asked why not? Most CHWs responded,
AWe are volunteers, we work for the sake of G
emphasized that CHWs weevolunteers, and that their services were supposed to be free. The
researcher also learned through observation that community members saw CHWSs as a part of the

health system. During a field visit, a CHW trainer with 10 years of experience said,

fiThey [@mmunity members] have reason to believe CHWSs are a member of the system.
We [the implementing organization] train them, we provide drugs and supplies, we
supervise them, and we compensate for their travel outside the community, so what makes

themnotonefu? 6 ( CHW Tr ai ner)
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Community members had two reasons not to compensate CHWSs. First, community
members kaw that public health servicegere constitutionally free in Afghanistan. As CHW
were seen as a member of the health system, their services weperaksived to be free.
Second, community members regarded the Afs150 reimbursém@rtWsby the health
system as a form of wage or salary, and so they did not feel the need to pay CHWs. The issue of
payment as reimbursement versus payment as salapréetdd a tension in some communities.
During site visits, several supervisors, health managers and community health workers quoted
community memberwoshgi sgméone woOHWsweeeverf r ee f
blamedfor receivingwages in US dadirs. A member of a community health council trying to

explain the issue said,

AWhen CHWs are paid, [no matter] for whate
owe knew they were paid, and the fact that
belive t hey ar e (@Camniinitymemige | | ar s 60 .

The supervisors often tried to resolve this payment problem between CHWs and
community members. Therefore, the BPHS policy recommended community members to
compensate CHWSs through traditional channels gin@at, but our observations suggest that
volunteerism combined with a national policy of free public health services and a tension
between CHWs and communities over payment has hindered community reimbursement, even

through traditional methods.
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5.6 Drugsand supplies

CHWs in Afghanistan were provided with a box of drugs and supplies. It contained drugs
for headache (Paracetamol®), pneumonia, diarrhoea and other infectious diseases (Co
trimoxazole), dehydration (ORS) and anemia (Ferric acid), fititmin, eye ointment for eye
infections, and family planning kit (contraceptive pills, condoms and {Pepeera®). Their
supplies also included dressing materials such as bandage, hydrogen peroxide, gentian violet,
scissor, forceps, and other basic health sappLHWSs received the drugs and supplies every
three months. In some villages where winter blocked rd4eslth Post were supplied for six

months of winter at once.

Drugs were the most important element in establishing the role and subsequent
effectiveness of CHWs. Village residents did not take CHWSs seriously unless they provided
drugs to them. Drugs gave credibility to CHWs

their health advice more attractive and acceptable.

AThe c¢communi theardva af drugs, tha rhoment it reaches ltealth

Post And then there is a crowd of villagers arriving with their pains and sicknesses. They
often diagnose their own iliness, and ask for a particular medication they know about, for
example, the roundhite tablet in a transparent plastic bag, or the other white tablet in a

c o v dFemate CHW)

Community members said in focus groups that they found drugs from CHWs more
effective than those bought from the local markets, which were mostly consideoadqasality

or falsified, said to be imported from the black markets of China and India. Despite its
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importance, the biggest challenge to the CHW program was considered to be shortage of drugs.
According to health managers and CHWSs, the amount of drugsittbto aHealth Postvas cut

by one third compared to what it was in the beginning of the program.

Aln the beginning of the program, we were

ofcot ri maxazol, now they givegCHWphe third of t

The reduction in the amount of drugs was observed in all provinces without any specific policy
change in the program. One of the explanations was that in the initial years of the CHW program

there were more donor support, more drugs, and fewalth RPsts

AAfghani stan was at the top of the interna
was at its height, and that meant more funding was flowing in the country for health and

other socialissue8. ( Heal t h Manager) .

Another health manager said thel\W program had not been as expanded in 2004 and
2005 as it was in 2013, so the implementing organizations could allocate more diegdtho
Poss in the initial years of the program. They said as the numbéeaith Post had increased
to around 13,00th 2013, the implementing organizations had to distribute fewer drugs equally
to all Health Post. Another explanation fahe shortageof drug supplies was the changing

beliefs andehaviorof communities towards modern medicine.

~

Aln thosetbardyugseawsere never finishedé we
the health facility] or through it away i f
thesedrug§t hey di dndt Ileibkud tthhe sng sm@dmmmiitycen anged

Health Supervisor)
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Poor drug utilization was either because of a lack of awarendbs abailability of

CHWs with medications, or cultural resistance towards western medicine.

fiPeople still trust some herbal medi ci ne mo
whodistributes herbal contraceptives in the market, and a lot of women prefer that over
the pills or the injectiorst hey [t he pill s and (Compunityt i on s ]

Health Supervisor)

A community health supervisor said that the implementing organizatimud have
decided to reducthe amount oflrugs because the communities were not using them. In 2013,
though, most village communities | visited were counting days for the arrival of drugs. When
t hey heard of Health Bo&speopleushedtathéledltio Post bndy to receive
some medications. Community health workers said theyhadd timekeeping some for
emergency cases. In the past couple of yéralth Post had been running out of drug supplies

weeks before their next supply.

AThey [ CHWs] get two or three boxes of tab
those tablets dondt | ast [even] a couple o
with a headache, other with a stomaathe, and other with anemia asking toe red

pilso (Community member)

The findings suggest that numerous factors could have contributed to the shortage of drug
supplies. Donor commitment to Afghanistan, and thus their funding, gradually decreased. The
number ofHealth Post and community fath workers increased dramatically in the past decade.

Peopl ebdbs perception towards modern western me
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intervention in rural and remote communiti€@se peoplewanted more western medicatiobsi

there werdewer medications.

5.7 Conclusion

This chapter described the CHW program as a separate intervention from the basic
package of health services, and all of its major components. | found that the actual CHW
program in rural Afghanistan was mainly guided bypbgcy of the health systefnut was also
largely influenced by thpower and gender dynamics of the commuadwgtext in which itwas
implementedFor example, | found that loVevel favouritism took place in communities where
village leaders or elders axtsed their traditional authority to nominate their siblings and
relatives to become CHWs. Village leaders who already controlled economic resources elevated
their status through controlling distribution of health resources, particularly drugs, to the
population in need. Implementing organizations exercised their tecknaitahal power
reducing the standardr@onth training to weeks as theogramwas extended, and made the
dropout replacement a frequent practice. Implementing organizations knewthiegtdid not
use their technical power, the slow bureaucratic procedure within the system would take almost a
year to replace a dropout. The significance of sufficient drug supply for the success of the
program referred to the tendency to thedicalizatio of the program, reflecting the medical
power of the physicians who managed the program at the policy level. Community gender roles
largely determined task allocatianaining,and supervision, and drug supply within the
program. Patriarchal norms diadtthat men were recruited to undertake tasks outside the home,
whil e women deal with issues of womenédés repro

A detailed discussion of gender dynamics is presented in chapter 9.
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A typical community health wier program has three major components; the program
itself, the health system that supports the program, and the community where the program is
implementedWhereaghis chapter was an analysis of the structural components of the CHW
program, the followig chapter examines the CHW program as a part of the broader Afghan
health systemin Chapter six| analyzethe organizational context of the CHW program,
referring to the program as a component of the basic package of health services, and in turn the
correrstoneof the primary health care in rural Afghanistan. It looks into the issues of financing

and contracting, stewardship, implementation methods, and monitoring and evaluation.
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Chapter 6. Organizational Context of the Afghan CHW Program

In 2013, theravere 23 national and international NGOs, three provincial health
departments, twdozen UN and international organizations, and three major donor agencies
supporting themplementation of the Basic Package of Health Services (BPSH) in rural
Afghanistan. ie Ministry of Public Health had the task of managing all of these organizations
to provide basic health services to theal populationof AfghanistanIn this chapter, argue
thatthe complexty andadapability of the Afgharhealth systemmeans onenust take into
account matters of effectiveness, efficiency, timeliness, and costliness. | find that tthespite
significant role each organizatigays theinteraction of theserganizationss overly
bureaucratic andften negatively affected tremoothimplementation of the BPHS and the
CHW program. Lack of coordination between and within these organizations, overlapping roles
and structures, duplication of tasks, unnecessary administrivia,vaasteof donation for the

administrative processes wean®e of the manyays negatively affected the CHW program.

The chapter starts with a brief description of the Basic Package of Health Services
(BPHS) to locate the position of Health Posts, and thus CHWSs, within that structurethEhen
organizations invived in the CHW prograrare categorizethto three sets: ones that play
stewardship role, ones that finance, and ones that deliver the services. Stewardship, financing
and service delivery are three of the six building blocks of a health system (WHg), Rid4t,
the stewardship role of the Afghan Ministry of Public Health is describddtail The
stewardship role entails the tasks of policy development, contract management, monitoring and
evaluation, coordination of donors, and data gatheanglyss, and disseminatiorSecond, the

roles of international donor agencies as financiers and contractors of the progcetailme
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The section explains how donor agencies manage their contracts, how do they engage the
Ministry in the process of contractjrout health services, and what are the advantages and
disadvantages of donor involvement in providing public servigeslly, the role of NGOs and
public health departments are explored as implementers of the prdigeaiains the reason
behind the ational engagement of NGOs in public service provisiot the advantages and
disadvantages of NGO service provisi8mce the staté the Ministryi also provides basic
health services in 3 of the 34 provincég thapter compares the perceived effeciss of state

versus norstatehealth servic@roviders.

6.1 The Basic Package of Health Services

The CHW Progranis a component of the Basic Package of Health Services (BPHS),
which in turnis the foundation of the primary health care services in Afigtam (MoPH, 2010).
The goal of théBasic Packaggs to focus on the provision of health services to the population in
Agreatest need, especially women, <children, t
areaso (Ministry myvi FheBPHS hma ddmeitdaeratchical stic@udes a |,
with aHealth Posat the bottom, and Ristrict Hospitalat the top, designed to cover a specific
range of population, also called a catchment argdedith Postwhere typically one male and
one femaleCHW arebased (Catchment Area: 1,00(b00 populationsa r oom in a vi |l
house. Facilities above tlealth Posairea Health SubCenter (HSC; CA: 3,00@,000), a Basic
HealthCenter(BHC; CA: 15,00030,000), a Comprehensive Health Center (CHC; 83000
60,000), and the District Hospital (DH; CA: 100,00800,000) (MoPH, 2010). All

establishments aboveaealth Posare identifiedas Health Facilities (Figure 6.1).
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Figure 6. 1 Structure of the Basic Package of Hdth Services (theBPHS) :

HP=Health Post HSC=Health Subcenter BHC=Basic Health Center = CHC=Comprehensive Health Center

A Health SubCenterhas a male nurse and a community midwifdese health workers
treatdiarrheaand pneumonia, and pridle immunization, antenatal care, family planning, and
TB case detectigmeferral, andollow-up. All of the services at a sttenterare also provided
by CHWSs A Basic HealtiCenterhas a nurse, a community midwife and two vaccinators
providing furtherservices such as postpartum care, normal delivery and newborn care, routine
immunizations; and integrated management of childhood illnesses, and treatment of treatment of
malaria and tuberculosis. The basic centersat provide obstetric care or any atleenergency
care. AComprehensive Health Centeas a male and a female physician providing all the

services of a basimenterand management of some complications of deliveries, severe cases of
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childhood iliness, treatment of complicated cases of makanthputpatient care for mental

health patients. Eves Comprehensivélealth centedoesnot provide emergency obstetric care.

The most equipped health facility at the rural les¢he District Hospita)] which haa number

of doctors, including female stetricians/gynaecologists, a surgeon, an anaesthetist, a
paediatrician, a psychiatrist, or psychosocial counsellors/supervisors, midwives, laboratory and
X-ray technicians, a pharmacist, a dentist and dental technician, and one to two physiotherapists.
The District Hospitalconducs major surgery under geneiabesthesiaX-rays, comprehensive
emergency obstetric care, and male and female sterilizations. # @ffeprehensive outpatient

and inpatient care for mental health patients and rehabilitatigrefeons requiring

physiotherapy with referral for specialized treatment.

Therelationships betweddealth Posand health facilities were not rigidly hierarchical.
Not all health sulzenterswvere linkedto aBasic HealthCenter which in turn should havieeen
linked to aComprehensive Healthebter, and then to@istrict Hospital HealthSubCenters
were linked either to a comprehensoenteror directly to aDistrict Hospital HealthPostswere
the initial point of contact for the rural population witle health system. If CHWSs could not
managep a t i prablénss they would refer to health facilities. The link between health facilities
and theHealth Post were a Community Health Supervisor (CH3ff responsible for

supervision, support, and refreshraining of CHWSs.

6.2 The state as the steward

The Afghan Ministry of Public Health and its provincial branches had a stewardship role,
with a focus on policy development, financial management, monitoring and evaluation,

coordination of donors, anchth gathering, analysis and dissemination (MoPH, 2014). A



COMMUNITY HEALTH WORKERS OF AFGHANISTAN 124

CommunityBased Health Care Department within the Ministry of Public Health managed the
CHW program FHgure 62 is an organizational chart of the Ministshowng that the
CommunityBased Health Ga is under the General Directorate of Publealth and Basic

Health Services, which is in turn under Deputy Minister Public Health and Human Resource

Development.

The document analysis indicated that the Ministry of Public Health had developed more
than 20 national strategies, policies, and guidelsiase 2003Some of them had been revised
once or twice so far. In the meantimenumber ofJN organizations played@ivotalrole in
policy development. The World Health Organization (WHO), for exanhalé,been involved in
the developmentf every policy and guideline. It offered support to draft and revise the policy,
trained policymakers, and supported the Ministry of Public Health in its stewardship role. The
logo of the WHOwas seelin most policiesstrategiesandguidelinesas a partner of the
Ministry. The advantage of the WHOG6s involvem
learned from one country to another. At the same time, there were complaints that the WHO

lacked contextual consideraii in its policy recommendations.

APoliciepasare ftopm ot her countries that do

(Policymaker)

Anotherkey informant pointed that the lack of contextual consideration had led to a gap
between the policy and the actiraplementation of programs. As a result, the Ministry of

Public Health had to revise the WksDpported policies to meet the needs of the context.
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in 2015
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The Ministry of Puldt Health also had the role of managing donor contracts. Due to a
large number of grants and contracts, a special unit was established at the Ministry of Public
Heal th in 2005. This 6Grant an-dnitsCooenfarth@a ct Mana
USAID grants and contracts, one for the World Bank, one for the European Commission, and
one for other donor agencies. The office of theseusuis was locatedt the headquarters of the
Ministry of Public Health. The three major donors paid the running oosihése sunits
including the wages of monitoring and grant consultants and other employeesslareof
employees in this department wéiigher than those of the Ministry of Public Health employees.
The employees in these units were highly quedifand trusted by donor agencies for their
procurement, monitoring and evaluation skilleeir offices had functionalir-conditioning,
unlike other Ministry offices. They had access to faster and more reliable Indtenmetctiorand
were expected to wkmmore than employees in other departments in the Ministry of Public
Health. Thequality of work of these subnitswas alsdelieved to be higher than that of regular
ministry departments. Thdepartmenalso coordinategrojects withother government

ministries and donor agencies.

Another task that the Ministry of Public Health undertook was information management.
Theoffice for Health Management Information System (HMIS) Wwasitedat the headquarters
of the Ministry of Public Health on the thirdbfir of the building, where the office of the
Minister of Public Healtlwas situatedYoung qualified Afghan employees, often graduates of
MPH programs abroad, work&dthis officeto keep the idalth Management Information
Systemdatabase upo-date. Theyroduced quarterly reports and disseminated the information
to decision makers. The HMIS system gathered data from the communiti€slsivs] patients

and health facilitiegn the rural areas, and hospitals. The HMIS unit produced periodical reports
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for theministry officials on routine activities of hospitals, health facilitidgalth Post, and
communities. The HMISvas developeds the information gathering system of BleHSand

later extended to gather information on hospitee urban areas. It Hapecific indicators for
community health, and maternal and child heatttme rural areas. For example, | was able to
access the HMIS database to examine the association between CHWs and maternal and child

health.

Afghanistan National Public Healthstitute is the department within thMinistry of
Public Healththatconducs researchn collaboration with other departments of the Ministry and
external organizationsn 2011, it published the 2010 Afghan Mortality Survey, the first of its
kind basedn a comprehensive national survey that measured mortality and cause of death, with
a special focus on maternal mortality. The survey provided mortality trend by age, sex, socio
economic status, and runatban residence. It also provided data on ferfifenily planning,
and service utilization. The Ministry also produced two National Health Account reports in 2011
and 2013 providing detailed information on the source of all funds for health and the areas of
expenditures nationally. The Ministry, tHernors, and technical agencies considered the research
technically sound and valuable in their contents. The findingsadvfresearchad yet not

informed policy changes.

The Ministry of Public Health had to coordinate its functions with the rest of the
government ministries. The slow bureaucratic procedures within other ministries affected the
implementation of health programs. For example, to transfer funding from international donors
to implementing organizations, numerous bureaucratic steps had ttoletb First, the donor

transferred the funds to the Central Bank of Afghanistan under the supervision of the Ministry of
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Finance. From the other end, the Ministry of Public Health reported on the status of the contract

to the Ministry of Finance requesg them to release the fund to implementing organizations.

The Ministry of Finance informed the Central Bank to transfer the funds to the implementing
organi zationds account in Kabul. The i mpl emen
transferred the fufs to their provincial offices. The initial amount of fundings usually

releasecbn time at the beginning of the project, but the subsedgustiatimentsthat were

supposed to be transferred periodically to the implementing organization were often tbglaye

three to six months, mainly due to the many bureaucratic steps organizations had to follow. The
same procedure was repeated every nine months to continue the transfer of funds to the

implementing organizations.

6.2.1 The CommunityBased Health Care Dpartment

The unit that managed the CHW program was the Commiaisgd Health Care
(CBHC) department. The CBHC department had 20 personnel at the Ministry of Reillilc
and one CBHC officer at every one of the thiidyr provinces. Each NGO that imptented the
BPHS had a CBHC program manager at the natienal and CBHC officers at the provincial
level. Community heath supervisors were the representatives of the CBHC department in health

facilities. There were 1250 supervisors across the country.

The CBHC unit had four main elements; (1) Community Health Workers (CHWS), (2)
Community Health Supervisors (CHSSs), (3) Village and Facility Health Councils (VHCs and
FHCs), and (4) Family Health Action Groups (FHAGs). CHWs stlygervisorsand the health
councilswere describeth the previous chapter. A Family Health Action Group was a team of

breastfeeding mothers in a village who come together to learn about proper childcare from the
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CHW and each other. The CH¥d¢unseledhe women orchildcareandprovidedthem with
nutrients and supplementdgsually, an FHAG had 10 to 12 members, wiamuld alsosharetheir
knowledge with other women in theieighboringhouses. Officials claimed that there were

around 600 to 1000 FHAGs, but | did not find any activéABHn the villages | visited.

All the above elements of CBH@eremanaged and administered by CBHC officers at
the provincial and national levelEhe tasks of CBHC officerat the provincial level included
logistically supporting CHWs andommunity Halth Supervisorsplanning for the basic and
refresher training of CHWSs, assisting with distribution of drugs and supplies to CHWs,
monitoring and supervising CHWSs and their supervisors, assessing the needs of rural
communities, planning for winterizatigproviding sufficient drugs and supplies for the villages
not accessible during winter), and finally collecting information and reporting on the activities of

the CBHC elements to their senior officers at the national level.

CBHC officers at the natioh&evel monitored and evaluated the CHW program
nationally, bringing together reports from 34 provinces. A CHW registry at the CBHC office in
the Ministry of Public Healtlzontains thelemographic information on all trained CHWs. The
CBHC office hadalso aevelopedatable of indicators to measure and record CHWSs activities
impact at the community level. Table 8ows a list of indicators for which CHWSs collect data
and feed into the Health Management Information Sysleia quantitative chapterome
indicators from the databaseeusedin this study to describe the activities of CHWs and the

maternal and neonatal health outconmethe rural areas of Afghanistan.
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Table 6. 1 CommunitBased Health Cardicators

130

Number| Numerator Denominator Data colkéction method
1 # of active Health Posts In order tobe counted a health post must have at least one actiy HMIS
providing services CHW. An active CHW is a person who has completed at least t| Facility Status Report (FSR)
first phase of his/her training and is actively delivering sessia
the community.
2 # Active (Male/Female) CHW{ An active CHW is a person who has completed at least the firsf HMIS
phase of his/her training and is actively delivering services in th| Faclity Status Report (FSR)
community.
3 % of CHWSs who dropped out | Numerator Number of active CHWs at the end of the last reporf HMIS
during reporting period period that ceased activity for whatever reason during this Facility Status Report (FSR)
reporting period.
Denominator Total number of atte CHWs at the end pfevious
reporting period
4 % of active health posts Indicates number of health posts properly supplied. HMIS
properly stocked with essentig Numerator Number of Motthly Activity Report of the Health Pos{ Monthly Activity Report ohe
drugs during this reporting (MAR) with available drugs in this reporting period. Health Post (MAR)
period Denominator Total number of Monthly Activity Report of the
Health Post (MAR)
5 Couple years protection (BY | Numerata. Number of units distributed of each contraceptive |HMIS
for health post Denominator Factor to calculate CYP for each type of contrace
6 Proportion of active health Numerator the total number of Monthly Activity Reort of the HMIS
postsubmiting MAR Health Post (MAR) forms received during the last month of the | Number of Monthly Activity
reporting period. Denominator total number of active health pos{ Reports (MARSs) of the Health
submit MAR Facilityreceivedduring the
reporting peiod
7 Number of Obstetric 1 HMIS
complication referredy health
posts
8 Number of visits by health poq This indicatomsseses the load of activity of health posts HMIS
9 Number of Aute Respiratory 1 HMIS
Infections& diarrhoeacases
seen by health posts
10 Number of referral of 1 HMIS
ARIdiarrheaby health posts
11 # and % of suspected TB cas{ No source of information
referred out to HFs
12 Number of deliveries referred 1 HMIS
out by health posts
13 Proportion of health facilities | This indicator assesses the activity of the local health committe{f HMIS
regularly meetig with Numerator Total number of HFs with at least one meeting/mon{ Monthly Integrated Activity
community health committee |with community health committee. Report of the Health Post
Denominator the total number of active HFs (SubmittelAR) in | (MIAR)
this reporting period
14 Minutes of healthcouncil Proportion of HFs that maintain the minutes of Health council |BSC
Meetings documented meeting in the health facility
Numeratoris: Total number of HFs maintaining the minutes of I3
Healthcouncilmeeting in the HF
Denominator the total number of visited HFs
15 Number of maternal death i HMIS
reported by health posts
16 Number of neonate death i HMIS

reported by health posts
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To summarize, the stewardship role of the Ministry of Public Health has advantages and
disadvantages. On one hand, it decreases the burden of service delivery from the Ministry,
allowing the Ministry to focus on policymaking, financing, monitoring aadluation, and
research. With the support from its internat:.
had gradually improved. On the other hand, the Ministry of Public Health, which has
traditionally been the main service provider and in diceatact with the populatioms detached
from the communities. The detachment created a sense of instability in service provision among
the population for two reasons. First, people perceive the government as the permanent service
provider, and they disceed services by the government to be sustainable. Two decades of
socialist governments before the civil war may have contributed to this perception. Second,
social services by NGOs and charity foundations were regarded as symbols of wartime, collapse
of the governmenthumanitarian aid, and emergency relief. The communities had yet to believe
in the sustainability of NGOs as permanent collaborators with the state and the Ministry of

Public Health.

6.3 Contracting mechanism: the role of donors

The Basic Paage of Health Services including the CHW progiafimancedmainly by
three donorsUSAID, the World Bank, and the European Union. Since 2003, USAID has
committed tafundthe BPHS in 13 provinces, the World Bank indrdvinces and the European
Union in 10provinces coverng the entire 34 provinces of Afghanistan. Each donor had a
commitment period agreed between the donor and the government of Afghanistan. For example,
the latest project of the European Union to financeBiESlasted between 2008 and 2013, and

the next ommitment period was from January 2014 to December 2018. Theviendgivenn
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install ments of two to three years (i .e., alz
and 2013). In 2013, the World Bank committediuboding the BPHS through a new project

called System Enhancement for Health Action in Transition urmi B0, 2018. It was a $408

million project, of which around 8% ($30 million) was expected to come from national revenue.
USAIDal so joined the World Bankds System Enhanc
BPHS in 13 provinces of Afghanistan starting fréaty 2015until the end of 2018y the end

of every commitment period, the contiswith implementing organizatiorise implement the

BPHSwere also renewed.

6.3.1 Contracting mechanism:

A commitment of the donor agencies to fund health serviesshe start of the
contracting process. Following the written commitment, donor agencies and the Afghan Ministry
of Public Health developed a guideline to contract out the Basic Package of Health Services. The
contracting mechanism had two stages: procurear@mhtnanagement. At the procurement stage,
the donor agency along with the Ministry of Public Headleasedin announcement asking
NGOs to send Expression of Interests regarding implementation. Expinession ofnterest
NGOs were required to providenarrative description of their experiences, personnel
gualification, and other factors related to their abiiitysuccessfully undertakke BPHS. The

following basic informatiorwas also required

a) Name of lead organization and names of the partners
b) Date of establishment and official registration document with the
government of Afghanistan

C) Information on partners (if involved)
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d) Recent external audit reports

Donor agencies and the Ministry of Public Health reviewed ¥pedSsion of Interests
and shortliteda number oNGOs to develop a more detailed Request for ProgBsg).
Shortlisted organizations were asked to send two proposals: one technical and another financial.
The technical proposal included the details of how the services Wweuldbvidedand the
financial proposal provided details of the cost of the services. The two proposals needed to be

separate because they were marked separately through a points system.

The proposalsverereceivedby an evaluation committee comprised of represerdatof
the donoragenciesnd the Ministry of Public Health. Each donor agency had thairreview
committee and contracting mechanism, whiasdifferent fromthe others. The World Bank
had allowed the Ministry of Public Health to take charge of theypemeent and contract
management from the beginning of the project in 20a8der todevelop their administrative
capacity and improve their stewardship role. USAID, on the other hand, led the procurement and
management of its contracts until Novembeed before transferringhat responsibility to the
Ministry of Public HealthIn the cases of USAID and the World Bank, a panel of experts from
the Ministry of Public Health evaluated the proposal. Representatives of donors merely observed
the technical evahtion and their participation was in a paoting capacity. Meanwhile, the
European Union was still the main contractor with the implementing organizations in 2013. The
review committee of the European Unioontracts includetivo voting members from thHeU

and one voting member from the Ministry of Public Health.

The committee marked the propadahsed on predetermined criteria, which usually

included organizational experienepialification and experience of key staff, strategy to
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improve quality, plas to expand access, ways to focus on crucial elements of the intervention,
and detailed work and implementation plans. The minimum passing mark for a technical
proposal was 60 out of 100. Only the top three technical propesedsshortlistedor bidding

and negotiation. If no organization got the minimum mark, the whole process was repeated.

At the negotiation stage, the financial proposals of the top three NGOs were evaluated in
the presence dhe representativasf the NGOs in a public meeting, wherames and scores of
technical proposals of the top three organizatiwese announcedNegotiation with the top three
organizations took place at the same time to ensure transparency and minimize corruption. The
organi zationsd f i pectedta verify thattheythadsemnhirsed seaed.€Once n s
the financial proposalsere openeth the presence of all stakeholders, the total bisdfehe
competing NGOsvereannounced and recorded. The major financial items were usually
administration costss drugs were supplied directly by donors through the Ministry of Public

Health. Table 6.2 includes financing items of BPHS implementers.

Table 6. 2 Items for financing

General service delivery costs

Salaries and benefits of service providers,

Travel cets

Cost of training of CHWs

Cascading skills and knowledge transfer

Vehicle andbuilding Rentals

Sub-contracting management costs

Cost of household survey

Cost of Catchment area annual census

Purchasing Assets

Cost of signboards

Indirectcosts

Other sourcef funds
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The evaluation committee first made sure the financial propagascomplete, hadost
all the inputs in the technical proposals, and had no arithmetic errors. Theverstenverted
into US dollars or Euros. The lowesistsweregiven the highest mark (out of 100). The final
rankingwasa summation of the technical proposal score weighing 80% and the financial

proposal weighing 20%. The formula for determining the combined total weare

S=(Stx0.8) + (Sfx 0.2)

S stand for thecombined totascore, St the technical score, Sf the financial score.

The implementing organization that got the highest combined technical and financial
scorewas invitedfor a finalnegotiation However, the Ministry of Pulz Healthreservedhe

right to contract the package to any of the top three organizations.

The main contractor controlled thendingand determined the way fundere
transferred. After an NGO won the contract, a certain percentage of the fund (depending on the
donor agenies and their requirementsjastransferredo the NGOto start implementation
Subsequently, the main contractimancedNGOs every three months. When the Ministry of
Public Health was the main contractor, the funding went to the Ministry of Finartcarids
then transferred to the implementing organization. The Ministry of Public Health received the
financial report of the implementers, approved their financial accountability, and released the
nextinstdlmentof the funding through the Ministry of Fance. When the Ministry of Public
Health was not the main contractor, the ddtioe European Union, for exampleviewedthe

guarterly financial report of the implementing organizations, transferred the fund directly to the
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implementingorganizationsThe Ministry of Public Health observed the process,\aas
informed about the bulk sum of funding given to a particular project, but would not receive the

detailed financial accounts of the projects.

The cost of the CHW program, although not separatelyleaéd, was included in the
funding for the BPHSThe cost of the BPHS was paid tine overall health service funds of the
donors. The European Uniondés funding for heal
0125 million (162.5 million per year). The cost of the new thyear health project for the entire
country was estimated to kiSD 408 million. Costs of specific items per year were information
hard to access. Some health managers claimed that it codt 85 400 andJSD 500 to train a
CHW. The training period lasted from 4 to 6 months depending on the implementing
organization and the community context. The drugs and supplements given to CHWs were
provided by donor agencies. The other major spendingheaslaryof supervisors, whiclvas
includedin the administration cost of the implementing organizatiéound an ambiguity in
cost allocation to the CHW program and other health services, and it was particularly difficult to

access information on wagef health managers and administration costs.

Contract management began after the procurement of the BPHS was completed. Contract
managementhcludedmonitoring and evaluation of the services; coordination between
implementersfinanciers,and policymakes; financial monitoring; and report reviewing. The
BPHSwasmonitored and evaluated through various mechanisms. The routine activities of the
BPHSwererecorded and gathered in theeviously describetliealth Management Information
System (HMIS). A periodial reportwasproduced based on the HMIS and presented to all

stakeholders including donors and the NGOs. Consultants at the Grant and Contract
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Management Unit of the Ministry of Public Health made frequent field visits to all the provinces
to monitor ancevaluate the services providdtheyproducedeports thatvereshared with all
stakeholders including the NGOs and the dorlaraddition there were two national surveiys

the Catchment Area Annual Census (CAAC) and the Household Suwieigh wereconducted

by implementing organizations in their respecfwevincesandwerepresented to the Ministry

of Public Health. These surveygre also useds tools to evaluate the services at a provincial

level. Finally, donor agencies also contracted a thartiypusually John Hopkins School of

Public Health, to evaluate the implementation of the BPHS and to provide them with detailed
reports.Whenit first won a grant from the World Bank to assess the implementation of health
services in 2006, the John Hop&iSchool of Public Health in collaboration with Indian Institute

of Health Management Research developed a Balanced Scoreboard, which employed extensive
observation and questionnaires of a random sample of health facilities at the district level to
routindy assess the quantity and quality of service delivergm time to time, the European
Union hired a team of-orésaaedhmhaprdviecesofngd u ct

their coverage. The third party evaluati@osk place infrequently.

Theroles of donorsverevital to the existence and functions of the BPHS and the CHW
program. Theyverethe financiers of therogramandwill continue to be until at least 2018.
They directly undertook the procurement and the management of the contrasigppmded the
Ministry of Public Health t@ssumehat role gradually. The donors also supported monitoring

and evaluation of the program. In short, they filled in for the Ministry of Public Health as the

1 Resultoriented monitoring is a type of monitoring and evaluation strategy thatfocus® 1 1 G@IdadO1 OO
and agreed objectives, targets and milestones using quantifiable indicators and qualitative narratives. The

system strengthening.
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main contractor and the financier, which sometitedgo the perception that the donors

functioned as a parallel Ministry of Public Health.

The heavy involvement of donors in health programs had its reasons and its challenges.
The reasons, participants believed, were that the government of Afghanistiue afinistry of
Public Health did not have the capacity to procure and manage large cont2f1f ifhusthe

donors had to take charge.

fiThe donors had to be accountable to thakpayersand their organizations, and the
Afghan government neitherwld manage those large contracts rmmuld be

accountableServicesare needed tbe provided (Policymake)

Thecriticism was thathis reliancenad weakened the status of the Ministry of Public Health

within the government, among the NGOs, and in threroanities.

fOther ministries think we are a secegrchde ministry... [because] we do raitectly
providet he servicesé NGOs do not tphkgeandéserio

localc ommuni t i es (Eoticynmket) see us, O

Moreover, the donors daheir own, differing organizational procedures ttratated
extra work for the Ministry of Public Health. The three major donors had three different
procurement procedures, methods of releasing funds, and monitoring and evaluation
requirements. At the lggnning of the BPHSUSAID, and the European Union contracted the
BPHS directly to NGOs, allowing the Afghan Ministry of Public Health to act as an observer.
The World Bank, unlike the other two, allowed the Afghan Ministry of Public Health to be the

main contractor of the package. According to their contracting mechabiS#lD, and the
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European Union transferred the funds directly to NGOs, while the World Bank paid the fund to
the government of Afghanistan, which would thengivento implementing orgaamations. The
requirement for procurememhanagementnd reporting of the contractarieddramatically

among the three donors. To correspond with each donor according to their requirements, terms
and policies, the Ministry of Public Healtladestablishd contract management units for each
donor agency, increasing the aid transaction costs. Had the reporting requirements for the three
donors been the same, the Ministry would employ one person to write a single repdrtreeall
donors. Instead, there veethree employees doing the same job, in different ways, for three

different donor agencies.

In the end, however, most key informant participants agreed that the Ministry of Public
Health and the government of Afghanistetdto takechargeof procuremet) contract
management, monitoring and evaluation, and eventually finaotitg national programs. With
the support from donors, the Ministry of Public Health had developed its capacity to undertake
procurement and contract management taskghbgovernmenthas yet to generate enough

revenue to finance health services.

6.4 Contracting-out and contracting-in: The role of implementers

The Basic Package of Health Servieessprincipally contracted out to national and
international NGOs, and partially provincial public health departmeni$ere were many
implementing organizations categorized into three groups: international NGOs (iNGOs), national
NGOs (nNGOs) and provincial government implementers. International NGOs differed vastly
from national N®s. International NGOs included charity foundations based in another country

such as International Medical Corps UK, international development agencies such as Aga Khan
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Development Network, and NGOs based in another country such as’BRi#y6an NGOs also
included charity foundations amdt-for-profit NGOs. National and international NGOs

provided the BPHS in 31 of the 34 provinces in Afghanistan (TaB)e®@nly three provincial

health departments provide services for their populatiso known aacontractin or

strengthening mechanismll these national and international NGOs had to deal separately with
the Ministry of Public Health and with the donor agencies. For example, if an international NGO
had an implementation contract with two differenhdis for twoprovinces;it had to manage

their contracts differently, doubling the administrative costs of the central office. Furthermore,

the NGO had to report to the Ministry of Public Health in two different formats.

During the fieldwork, policymakensvolved in the development of the BPHS named a
number of factors that contributed to the cont@adtsystem in 2003. First, more than two
decades of civil war had left nothing of the health infrastructure in the country. The newly
established governmedid not have policies, management capacity, health workforce and
physical infrastructure to take on a national project like the BPHS. Secondtateiproviders
(NGOs and charity organizationsgreoperating sporadicallin the country over the years of
armed conflicts to provide basic humanitarian and some social and health sérvices.
policymaker remarked th&&GOshad gained experience and skills to reach the rural and

vulnerable populations.

fWhen we were developing the BPHS, we considered evenyAfghanistan working in

the health sector, including NGOs, as a member of a team for iealth.Po | i cymaker )

2 Formerly known as the Bangladesh Rehabilitation Assistance Committee, and later as the Bangladesh Rural
Advancement Committee, is presently known as BRAC. It is an international development organization based
in Bangladesh.
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Table 63 List of BPHS implementing organizations and donors in 2013

Implementers Donors
Provinces | INGO nNGO Provincial Dept

1 | Daikundi AMI AHDS EU
2 | Ghor ACTD EU
3 | Kunar AMI-IMC EU
4 | Kunduz Merlin-Kinder Berg | CAF EU
5| Laghman | SCA SWC EU
6 | Logar MRCA - Kinder Berg EU
7 | Nangarhar | HN-TPO/IMC SWC EU
8 | Nuristan IMC-UK EU
9 | Urozgan AHDS EU
10 | Zabul Ibn-e-Sina EU
11 | Badakhshar AKDN CAF/BARAN USAID
12 | Baghlan AKDN BDN USAID
13| Bamyan AKDN AADA USAID
14 | Faryab SAF USAID
15| Ghazni SDO AADA USAID
16 | Herat AIL/BDN/DAC USAID
17| Jawzjan SAF USAID
18 | Kabul BRAC USAID
19 | Kandahar AHDS USAID
20 | Khost HN-TPO USAID
21 | Paktia HN-TPO USAID
22 | Paktika IMC-UK USAID
23 | Takhar CAF USAID
24 | Badghis SAF/MOVE WB
25| Balkh CHA wWB
26 | Farah CHA wB
27 | Helmand BRAC ACTD WB

141
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28 | Kapisa pMoPH WB
29 | Nimroz BRAC SAF WB
30 | Panjsher pMoPH WB
31| Parwan pMoPH wWB
32 | Samangan | SCA wB
33| Sare Pul SCA WB
34 | Wardak SCA wB

INGO: International Norgovernmental organization
NNGO: National norgovernmental organization
ProvDep: Provincial publibealth department

Bold arethe provinces visitetbr the study

Italic are major urban areas in Afghanistan

Third, NGOs had connections with both tfevernmentnd the international donors.
Most NGOswere establishedith supportfrom international dnors.In addition many people
appointedatthe Ministry of Public Health had experience of working with NGOs. Thus, NGOs
were afavorableally both for the government and for the international donors. Finally, a similar
model of contractingut serviceso NGOs was implemented in other sectérgountrywide
rural development initiative, National Solidarity Program (NSP), eeedractecutto nonstate
providers for implementation. The program aimed to empower rural communities to identify,
plan, managand monitor theiown development projects thatcludedbuilding bridges,
digging water wells, paving roads, establishehectricity-generatinglams, and building schools
and clinics. Many policymakers believed the same rationales werdmahidalth ad the

BPHS.A policymaker key informant remarked,

fei nvol ving NGOs was becoming a norm in

Solidarity ProgoamMPolvecymakeckssf ul

a l
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Despite the initial interest in the contramit system, the Minisg of Public Health had
pl anned to i mprove the stateds capacity in he
health departments in proximity to Kabul (the capital) were selected to implement the BPHS as
part of a process to build the capacity oblpziorganizations to provide health services. This
initiative was named the Strengthening Mechanism. More than 90% of the proverees
covered through contracut, and onl\8 provincesver e s erved t hrough this

mechani smo.

Study participnts had opposing views regarding the two contracting mechanisms. In
particular, policymakers and health managerisitedto strengths and weaknesses of the two
mechanisms. NGOs contracted to provide the serweesgenerallyperceivedoy policymakers

to be efficient and thhavebetter management and administration.

ATal king about efficiency, we started the
Afghanistan until 2006 [with NGOs]. If it had been implemented by the government

alone, | am pretty surdnait its procurement would taley e ar s a&NGOslae m@rd €
efficient, we cannot deny And it is proven that bureaucracy of government slow things

d o w (Paolicymaker).

Study participants also believed that NGOs were more autonomous in their management
compared to provincial health departments, which operated directly under the Ministry of Public
Health, and in connection with other government departments such as provincial finance
departments. Compared to public health departments that had limiteet lndga salary scale
for their personnel, NGOs had the freedom to allocate sufficient budget to employ qualified

managersadministratorsand health professionals. A policymaker remarked:
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ANGOs have better vehicles, offices, aathries we get the saenmoney but neither do
we have better vehicles, nor offices, salaries i yfou want to buy a pencil, you have to
use a dozen papers and go to a dozen departments for a dozen signature before a finance

department is satisfied to release the fond. ( Pnoaker) c y

The policymaker implied that the bureaucracy within the government made it very difficult to

use funds efficiently.

My field observations found that administrators and managers working with NGOs were
paid up to three times higher salaries comp&watlose workingn a similar position in the
governmentFor example, a CBHC officer working at an NGO was p#&D 600 per month
while a CBHC officer working in a public health department was pP&D 250. The reason
was that NGOs had a Negotiated hedi Cost Agreement (NICA) that allowed them to use 10%
of their funds in whatever way they wantéu 2006, theagreement alload spending up to 25%
of the fundshoweverNGOs decidedThe government had a national salary policy for health
professionals (pysicians, nurses, midwives, vaccinators, pharmacists, laboratory technicians,
and others) working in health facilities managed by NGOs or public health departments. NGOs
were expected to follow the policy, but they adjusted the salary of professionsildecomy the
remoteness of the health clinic and the actual working hours of the professionals. In most remote
provinces, physicians came framtiesand expected higher wages, living and travel allowances,
and longer leaves. NGOs had the autonomy to asumiate those expenses and hired qualified
professionals for remote areas, while the public health departments were bound by the
government policy, and could not bend the government rules. The autonomy to remunerate

properly, to ensure the necessary worldngditions, and to overcommnecessarigureaucracy
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wasone of the factors thglavethe NGOsanedge in providing effective artanely services to

the population.

In addition there was a competition between NGOs ettergeto five years to re
contractthe package. NGOs that did not meet the required standaldiiose the contract for
the next period. The competition motivated the NGOs to strive for optimal service. The public
health departments, on the other hand, did not have to worry about captpeticlaimthe
contract. A government policymaker mentioned that the standard of services of the public health
departmentsvascomparablavith those of NGOswhile site observationsverthe past 12 years
concluded thathe three public health departmewnterenot sufficientlyineffective to lose their
contract. When | visited Parwan province, one of the provinces where a public health department
provided theserviceshowever,CHWshad not hadlrugsor supplies fomine consecutive
months between 2012d 2013, and the employees often received their salaries only every three
to six months. When the concerns were shared paticymakersihey agreed that public health
providers had their problems, but there was no intention to cowmtnaservices to NGs in
those provinces. The common r esponaedoférom pol
Policymakers argued that there was not enough evideriaeor ofeither contractingn or
contractingout. In response to the question of which model wateheone of the top

policymakers said:

AThis I s a question that everyone has aske
studies on the Strengthening Mechanism [Contraeitintp Public Health Departments]

and contractoutto NGO ( Pol ) cymaker
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My field observations suggested tlia¢ contractin versus contraebut debate had
political reasonsas NGOs were perceived to perform bettaile public health departments
enjoyed political support. Technical organizatiatsnors and some governmepolicymakers
believed NGOs perform better and should continue to provide services. Local people and some
policymakers and health managers perceived that public provwgeepermanent and
sustainable, leading fwessurdy the national parliament ohe Ministry of Public Health to
maintain the public provision of services in the three provinces. Some argued that the public
provision of health servicth e 6 s t r enre g th la gnsinasildngxpand to other provinces
according to the initial plans oféhMinistry. In order to not disappoint one or the other, the

Ministry of Public Health maintained both.

This study found that NGOs also had their differencessandcomingsNational NGOs
(nNGOs) and international NGOs (iINGOs) differed considerabligeir bperations. While
INGOswereperceived by the key informants to be more effective in providing quality services,
NNGOs were hailed as Afghan organizations expected to have deepeétitidsee communities.

A participant remarked that if armed conflbke in a rural area, INGOs would evacuate, while
NNGOs would find a way to remain. Moreovety observations indicated that the presence of

locally-based NGOs in provinces created a sense of ownership for communities

The sense of community ownershifmwever,did not help nNGOs with their
managemeniThelong processesf budgetary transfers particuladyfected nNGOs in their

daily operation and the payment of their employees.
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fiLast time our employees did meteivetheir salary for6 months, and CH®/were not
paid their travel stipends for the same amourttroé,because we did noéceiveour

budget for that long from the government, ( H managerh

Unlike nNGOs, INGOs usually had a core budget to keep their projects rismouaihlyuntil
they received their next installment. International NGOs paid their health care providers on time,
provided drugs and supplies to health facilities and CHWSs on time, offered refresher training to
CHWs on time, and reimburs€&HW's expenses on time. Accordingttee Ministry of Public

Health officials, the dropout rate of CHWSs was lower in provinces served by INGOs.

Despite their strengthBlGOs in generalhave beencriticizedfor their high
administrative costs, beimgpcketdriven, and being good paperworkrather than actuaervice
provision.NGOs paidrent forheadquarter and regional offices. The wages for their managers
and administrators and health care providers in remote areas were higher than thosemearking
similar position within the governmegystem. Although the cap for extra costs of N>gven
to them through Negotiated Indirect Cost Agreenwete reducefrom 25% to 10% of their
entire funding, it still allows NGOs to spend more on administration compared to provincial
health departmest Although NGOsvere registereds nonprofit organizations, it was widely
perceived that some national NGOs weoeketdriven. Study participants pointed out that some
policymakers, who influenced the bidding process, warie board of directors oNGOs or
worked as senior advisors for thetnnumber ofnational and international NGQOgere
blacklistedfor their poor performance and corruption. One NGO blacklisted for corruption and

poor performance in the previous years had won a BPHS contractdn 201
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The challenges of a government service delivegye alscmmumerous. The procurement
system of the government was very bureaucratic creating problems at the CHW level. Drug and
supply shortagevasa major one. Health facilities and CHWs without drugd supplies were
struggling for their existence. Also, it could take months to get the budget for a refresher training
or expanding the CHW program to areas where there was no CHW. Similarly, it could take to
reimburse a CHW who had paid to travel to athefacility for training.In addition the
provincial health departments did not have a competitor to replace thbacaseof poor

performance.

In contrast to NG@provision of the CHW program, the provincial health departments
hada number ofidvantags. Provincial health departments did not need to pay for headquarter
or regional office as there were government structures in place for them, or the governnaent had
responsibilityto build provincial offices for their line ministries. Government empdsyeere
paidaccording to the government salary standards, whiclsulastantialljower than that of
NGOs. Health service delivery through government health departments reflected the presence of
government in rural areas, contributing to its communicatitim the citizens, and potentially to

the legitimacy of the state.

6.5 Conclusion

This chapter analyzed the involvement of three sets of organizations in the
implementation of the CHW program: the state as the steward, international donors as financiers,
and NGOs as implementers. The Ministry of Public Héakh st ewar dshi p rol e ir
development, managing contracts, coordinating donor agencies, monitoring and evaluation, and

information management. Only in 3 of the 34 provintiethe Ministrycorntinue to provide



COMMUNITY HEALTH WORKERS OF AFGHANISTAN 149

services. Due to its reliance on NGOs for service provisioroargbnors for financinghe
Ministry was oft gm adreidt iii aisastiuiion that rediergpmwidesd

the services nor pays for the

National andnternational NGOs undertook all the groundwork of the BPHS service
provision and the CHW program in 31 of the 34 provinces of Afghanistan. They recruited
CHWs, trained and retrained them, supplied adequate drugs regularly, supervised CHW on a
monthly bass, and made sure the health facilities in remote and rural areas functioned smoothly.
NGOs were praised for theeach and more effective services in rural areas compared to state
providersbut were criticized for high administrative cosisganizatiomal behaviorsof these
different national and international NG@lsoaffected the CHW program implementations.

Finally, donors and international technical agencies had as much a stake in the program as the
Ministry of Public Health. They financed the CHWbgram, managed and evaluated the

program, and supported the Ministry of Public Health.

The CHW program, and tH&PHS,was a package of health services implemented
nationally,butwith its roots in both local and global organizations. In this packageelnéd
service, the CHW program, although delivenationwide can hardly be described as a national
programi a program thais designedfinanced, implemented and evaluated byrthgonal
Ministry of Public Health. The involvement of international origations as policymakers,
donors, implementers and evaluators were as significant as those of local and national ones for
the existence and continuation of the program. However, the numerous and often vague
administrative processes among and within thgsestof organizations could negatively affect

the implementation process and health service provision.
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From a complex adaptive health system perspective, it is important to acknowledge the
assembly of so many parts in achieving a shared goal of providaith services to a large
population in arunstableand partially insecurenvironment The shared goal in the Afghan
context may have been interpreted only in terms availability of services, though the goal carries

with it, either explicitly or implicity, the values of effectiveness, efficiency, timeliness, and

costliness known as quality by some participants of this stidigble 6.4)

Table 6.4 Findings on quality aspects of health services

Positive findings from | Negative findings | Additional
the study from th e study comments
Effectiveness | Increased availability off Ma | e CH Ws | Participants
services inactivity in terms of | definition of
maternal and child | effectiveness
health depended on what
the optimal
outcome was
defined
Timeliness Shortterm traning As gatekeepers CHWs have the
makes CHWs available | CHWs add another | potential to provide
years sooner than step to health timely basic
professional providers | services services
Costliness CHWs training costs May be costly in the| Costs of public
~$500 compared to long term due to health services are
thousands of dollars for| high and frequent | very low in
aprofessional provider | dropout, training Afghanistan
new CHWSs time ang compared to
again private health
services
Efficiency The program has been Efficiency
efficient based on the depended on how
cost and the duration of participants defineq
training, and the it
improved maternal
health outcomes
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Though the network created among the multiple organizations involved in the CHW
program can be very comgdited to analyze, the complex health system in Afghanistan struggles
to provide quality services taking into account values linked abovaboyte . One way to assess
the values of quality is to analyze the program in communities it is implemented./[6herfg

chapter explores the community dynamic of the Afghan CHW program.
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Chapter 7 The Community componentin the Afghan CHW Program

AThere i s t hidé&thavdods hoalppeelealth®ostye fearry t i me we ¢
there fora vaccination, wénave tostay in the village overnight. It is about 4 hours walk

from the health facility. [Once] | was there, an old man came to say that his daughter

was very ill, and asked us to administer an ampule, which he already had at home, to his
daughter; he saidheddot want to feel guilty 1 f his d
severdliarrhea.. | went to their house, and they had ORS [Oral Rehydration Solutions],
ampicillinandCet ri moxazol eé | administered the inj
said there was necreaming in the house, which meant the girl savived.. Hours

later the father came with dried yogurt to thank us and said that his daughter now feels

better enough t ha(Comminigy Heattht Ssiperwisor) her own. 0

The community/village in thiaccount was an extension of a larger village located on the other
side of a mountain. The larger village was closer tdtbalth Posand health facility that

covered the whole area, but this small village/community was left without basic health services

Communite abi |l ities to obtain appropriate and
are at the core of@mplexadaptivehealthsystem. In the Afghan CHVgrogram communities
are defined geographically and demographically as groupsogfie(between/50 and 1,250
individuals across 150 households) for whom a basic package of health services is pfonvéded.
chapter is about villages and communities of the CHW prog@raometimes referred to as
village-communitieslIn this chapter, | argue that commities are not homogenous and
identifying boundaries around communities and engaging them in the program as communities,

not asamerecollection of families or individuals living in a geographical atess been
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challenging Power relations in the form ethnic differences and conflicts influence the
formation of communitiesThere are consequences if communities are not engaged
appropriately. | also argue that intsFctoral collaboration takes plaaeanicallywhen
communities engage with developmeragrams.The CHW progranpolicy, as a legal
authority,had a rigid design for communitiashich was stretche@dlteredand misusedeading
to aseparation of real communities or creation of psez@omunities. This inappropriate
mapping of communities deto theinequitabledistribution of resourcesontributing tathe
powerimbalance in the communitieBloreover,CHWS in extendinghealth services to rural

areasdid not appear to function asepresentativef communities before the health system.

The concept of community is one of the core elements of CHW prodtahmsann &
Sanders, 2007Yhere is heterogeneity of definitions for the concept of community depending on
thediscipline,the context, andhe subjectof study The @mmunitycould refer to international
community or village commity. MacQueen and colleagug00l)d ef i ned communi ty
group of people with diverse characteristics who are linked by social ties, share common
perspectvee nd engage in joint action(p.i®wo).lgti®ogr aphi c
researchl refer to villages as communitieg)dalike all communities they are heterogeneous
which must be taken into accountany health odevelopment interventiofiPain & Sturge,

2015)

This chapter describesnianydeival uladhesi whias
policy, how it is mapped in practice, and how the community contributes to the program. The
chapter focuses on the 6community context o, a

of the thesis, whichistoundet and o6t he community and organi za
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program'To accord with the Af ghan,thiichaptesieginbyof Pub
positioning the CHW program as a commu+bsed health care program. Three major themes
inthischappr are Omapping communitiesé and its chal
with and contributiorof the community to the program, and commuihéyel intersectoral

collaborations.

7.1 The community

In the CHW policy, the term community refers to 1660 rural households or 1,000
1,500people In Afghanistan, the term community also implicitly refers to a village. In villages,
community heal t hVilage Health CdursciiBar e nda ICIHAWMs @&r e s o me
calledVillage Health Workes. Tablell.1 providesgenerainformation regarding the villages |
visited for this study. The compositions of villages are not the same. Some are large villages,
while others are small ones. A mixture of different ethnicities, tribes and languages can be
observe within and across villages. Class and gender differencesplgwificantrole in the
way villages function. As the size of many villagegsnot match the criteria for being a
community,asdefined in the CHW policy, foundthat often large villagewere split into small
communities of 100 to 150 households; and sometimes small villages of less than 100
households were combined to make one bigger community for the CHW program. Changing the
existingstructure of villages had implications for the pragr whicharediscussed in the

challenges of mapping.

In this study, 1 Health Post (catchment areas or communities or villages) were visited.
(Table 11.1) The majority of them had one male and one female CHW. Only five of them had two

female CHWs. Theammunities were in the outskirts of Kabul: in Parwan Province located
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which neighbouredabul, in the mountainous province of Bamyan in central Afghanistan, and

in the northern province of Balkh. The average number of households in commuag20w
ranging from 57 households in a remote district in Bamyan to around 1000 households in a rural
area of Parwan Province. The average number of people living in each community was 1450,
ranging from 399 to more than 5000 rural inhabitants. The average distaaeh community

from theHealth Posto the health facility to which they were linked was 1 hour and 48 mihutes
walk, rangingrom half an hour walk to 4 hourSeven of 17 communities (41%) did not have
access to safe drinking water, and only 3 ofithieommunities (18%) did not have electricity to
light up their houses at night. The communities were from ethnic Hazgila, and Pashtuin

three of the four main ethnicities in Afghanistapresenting between 85% and 90% of the

Afghan populationTheyspoke in Persian/Dari (Tajik and Hazara Dialect) and Pashto languages.

Ethnic Uzbek could not be included due to lack of time and budget, and linguistic challenges.

7.2Mapping of communities

The majord ¢ o mm ugnestionméhe CHW progranis whether pogramimplementers
would create new communitig€by amalgamating small villages} dividing existingarger
villagesinto smaller entitieghroughtheir mappingof the rural aread.identified a number of
mapping challenges to the CHW progrtmat areinherent to the Basic Package of Health
Services. Mapping dfiealth Post has been challenging duethe diversity of types and size of
villages. Mapping health facilities for a group of villages has been even more challenging.
Finally, crossprovincial mapping, which is mapping villages that either straddle more than one
province or are closer to health facilities in thesighboringprovinces, is something the BPHS

policy has absolutely ignored.
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The criteria for mappinglealth Post wereaffected by tehnical and social factors.
Technically, the focus was on the number of households in a catchment area, ignoring the facts
that sometimes households lived in close proximity, and sometimes they were disgersed
larger area, in valleys, on the sepamaties of a mountain, or on two sides of a river. Moreover,
there were small villages with 50 households and large villages with 1000 households. The
generalapproacho mappingamongimplementing organizations has been to set upHeadth
Postfor a village of up to 300 households, and tdealth Post for villages of larger than 300
households. In cases of small villagefficials had set uplealth Post for two to three villages
in order to meet the criteria of 150 households. Small villages of 5@holdgls, in some cases,
were a dozen kilometeapart from one another or on two sides of mountains or rivers. Despite
the focus on the number bbuseholdsl foundthat ithad beemather impossibléor the program
to ensure equaddealth Postistributionper populationwith oneHealth Postvith 57 households
and another with 1000 households. The quantitative analysis of this study intheated

inequitabledistribution ofHealth Posper population across the countffyigure 96)

Besides technical cHahges, the researcher observed toatflicts of statusglass and
party in the form okthnicfavoritismhad influenced the process of settingHgalth Post. In a
province, onéHealth Postvas set up for 1000 households of a minority ethnicity, wisarethe
same province, around kén away from thidHealth PostanotheHealth Postvas set up for
only 150 households, and another one for 320 households, who were members of dominant
ethnicity.In the past decades of wiarAfghanistan dominant ethnitieshavecreated their
military andethnicpolitical partes in their provincegaking control of the resourgesnd
suppressing language and cultural traditions of the minor@iestlict, which negatively

affected access, was also a factor not takenaccount while mapping. Afghanistan has
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suffered from decades of ethnic, linguistic and tribal confildtgafizada et al., 2014¢onflicts
betweerand within villagesvere observed or described; in one instatwe,small villages of
around 50 householdd tribal conflict, but thélealth Postvas set up in one of the \aljes
intended to cover both. The other village could not use the services due to the internal conflict
between the two. Similarly, in a large village with internal conflict, if CHWs were chosen from

onepolitical-ethnicfaction,the population affiliated wh the other faction would not be served.

An equitable distribution dfiealth Posper population was important in the case of
Afghanistan because drugs and supplies were distributddigadth Postnot per population. As
a result of an inequitable digiution, the amount of drugs and supplies allocated to the 75
householdHealth Postvere wasted, and the 1600useholdHealth Poshever had enough
Moreover, the ratio dflealth Posper population will be affected by changes in population size

and movenents over time.

The study found thahe locations of health facilities weoéteninappropriate, and their
distribution by population unfair. Theveerehealth facilities in close proximity to a single
village and very far from the rest of the villaggssome cases, the health facility sat alone in the

middle of nowhere, far from all of the villages it was supposed to cover.

AThe c¢clinic is really far, too far. Peopl e

walk and there is no publictranp o r t (EommbnéyrHeabth Supervisor)

AThe | ocation of this clinic is weirdeit i
vilageishalfanrh our [ dri ve] . There are .willages 2.

(Community Health Supervisor)
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Besides th location of health facilities, unequal distribution of health facilities per

populationwas also noted.

fiFor example, in one province, there is one clinic [health facility] in one district, and in

another [province] there are 10 clinics in one distacf(Policymaker)

The decision regarding the location and the number of health facilieaffected by poor

program design and political and social nepotism. Technically, the range of catchment area for
health facilities was too wide. For example, taechment area for BasicHealthCenter was

between 15,000 and 30,000 people, and fdomprehensive Health Centegtween 30,000 and
60,000. Thus, it was, according to the policy, permissible to establish eBlasicealth

Centeror aComprehensive ehlthCenterfor a population of around 30,000 people. The

resources allocated forGomprehensive Health Cent@iowever, was twice as much as the
resources allocated forBasic Health @nter. It had happened that there w@asic Health

Centers for 30,00 people in one area, and comprehensive centers for the same number of people

in another area.

Socially, political and ethnitavouritism contributed to the inappropriate and inequitable
health facility establishments. Health policymakers and health raeagted many forms of

political pressure. A policymaker said:

fiThesystem has been politicizeahd huge health facilities are established for political
reasons rather than the needs of the popul
to smaller ons. For example, they have established CHC for 20,000 population

(Policymaker)
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The common explanation was that local leaders and politicians took advantage of the structural
weaknesses in the BPHS by putting pressure on the Minister of Public Healthp@chénting
organizations to establish health facilities for smaller populations. The Minister of Public Health
required the support of members of parliament to stay in poweanbers of parliament needed

the support of local leaders to getalected. T8 had created a vicious cycle of political

pressure on implementing organizations. At the same time, local leaders ddmand
implementing organizations &etup health facilities in their areas in return for community
support. In short, both local and ratal political power dynamics contributed to the unequal

distribution of health facilities and resources in rural areas.

The findings suggestdatethird issuein mappingi crossprovincial service utilization.
Afghanistan has 34 provinces, and eaclvimee is contracted out to one implementing
organization. Sometimes one implementing organization wins the contract for multiple provinces
that may be next to one another or separated by other provinces. Sometimes, two implementing
organizations win partsf a single province. Provinces are categorized intgtkste, 2nejrade,
and 3rdgrade based on the size of their population, and also additional political {#ctors
Evans, Manning, Osmani, Tully, & Wilder, 200&)irstgrade provinces, with the largest
populations, receive more governméudget than 2rdaind 3rdgradeones. The budget for the
health services is also allocated based on the provindésgrapulation size. The problem arises
when people of one province choose to access health services from a different province. The
decison to receive health services from a different province depengslbiactorssuch as the
proximity and/or perceived quality of services provided by the health facility indigiaboring
province, and opushfactorssuch as lack of or poor servicegliir own province. This cross

provincial service utilization is often an issue between-§iratle provinces like the capital,
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Kabul, and it;meighboringower grade provinces, such as gr@dearwarprovince. Kabul is
served by an international NGO wéprovincial health department servesighboringgrade2
Parwan provinceThe population in theeighboringprovince perceivgthe services to be better

in the health facilities of the capital Kabul.

Al The di stance] to thesc20nt e 3 @tho@gom admrigwhne
Charikar Hospital [in Parwan] is closer, people are happy with Qarabagh CHC

[ Comprehensive Health Centegéthey [the people] officially belong to Parwan

Province. My own father, when he was sick, chose to gol@gina C H C éple Bre o

treated well theré People are happy in Qarabagh other reason could be that

Qarabagh Clinic is mana(@elW) by an internati

Legally, Afghans can access health facilities anywhere in the country. But if the
population of a certain pwince chooses to use services fromegghboringprovince, it creates
an extra burden on the province, since it does not receive the budget and resources for
populations from a different province. In the example above, this would mean that health
facilities in Kabul would require more resources and budget to meet the needs of people from

Parwan.

Moreover, the crosprovincial health facility utilization negatively affected the status of
CHWSs. CHWs can refer patients only to the health facilities to whiep @&re connected. In
crossprovincial service ut iarenotorytusetessjinadfifede 6 r ef er
province but also helps the providers identify patients who come from anotbreince not
under their coverage. When too many patiénatsh different provinces are detected, the health

facility does not have any option but to deny services to them, as they do not have enough



COMMUNITY HEALTH WORKERS OF AFGHANISTAN 161

supplies and drugs for cof-province patients. When refused health services for having a
referral letter from &£HW, community members start to doubt the authority of CHWSs in the
larger health system. Oveme, community members learn that CHWs are not linked to the

larger health system, but are actually linked to only one health facility to which they either do no
have access or do not choose to acddss health messages of CHWs are then not taken

seriously, and they are seen as CHWs of a segoamtk provider.

Some study participants said that mapping of communities needed revision at all levels.
A number of plicymakers suggested a revision of mapping for two reasons. First, there was a
need for a fairer distribution ¢fealth Post and health facilities by population. Second, there
have been demographic changes over the last decaddeaith Post and faciliies set up 10
years ago for a specific number of populations may no longer be meeting the needs of the current

population.As onepolicymaker suggested

AThi s [t he mbagravisedand in places where thare are many clinics,
they [clinics] can be downgraded from@omprehensive HealtBenterto aBasic Health
Center, if not totally removed, @asic HealthCentes could be transformed intSub

Centers {@Policymaker)

The findings suggest that upgrading some health facilities may alsquieece Either
way, a revision of community mapping for a fairer distribution of resources was deemed

essential by participants to provide equitable access to basic health care in rural Afghanistan.
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7.3 Community engagement with the program

The communies where the CHW program was delivered were involved in the program
in numerous way$oth in the structure and the functions of the program. Community councils
such a¥illage Health CouncibndFacility Health @uncils were a component of the structure
of the program. Operationallyjllage Health Councilsif setup beforetherecruitment of
CHWs,were involved in the selection of CHWSs, helping CHWs in their outreach activities and

indirect monitoring of CHWs.

AAll the member s dofjetherioace & reoath] arf talk @baubouri | g et
work in the previous month and evaluate if it has been useful, and then we talk about the
coming month, and everyone proposes what to be done to solve the problem or make
things better é. Tundis &lse thelheadfof the boeimumigy aduricih ¢ o

and the entire village listens to hism. ( CH W)

Sometimesthe councils stepped up to address small problems in health facilities or in

communities.

fiFor example, we needed a truck of soil to plant vegetalitee garden of the clinic, and
the community provided thaté or when peopl

to address them through the village couciCdmmunity Health Supervispr

The initial engagement of community was in grecess oselection of CHWs The
program required the community to fornvadlage Health Councjlwhich in turn nominated a
member of the community to become a CHW. As councils of elders or leaders already existed in

most villages, those counciidayed the role o& Village Health Councilandapproved of a
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community member who had already expressed an interest in becoming aX@eNVCHWSs
were selected, trained and became active, they woulghsétlage Health Councils with the
support f r ominsomeplaceswierecgendar segrégation was strictly practiced,
women established femabmly Village Health Councd, nominated female CHWSs, and discuss

womenods health.

| foundthat sometimes village leaders took a keen interest in the program, and selection
of CHWs. Some leaders took an interest because either theyfénaakide candidate or they

wanted to take the credir providing health services their villages.

AWhen | ocal | e a d e forproviding hedltlvservicektetheirh e cr edi t

communtihteyrée i s usually not (HeathdManage® si st ance

Other community leaders took a keen interest in selecting a CHW to take advantage of the
resources provided for CHWSs. In some cases, the leaders nominated their children, siblings or

relatives to become CHWSs.

AThe | eader mi ght pesonhenpgptapprove ofa persanwhous t a b |

hi s o wifHealtaNanager)

When the leaders toakterest the selection process was often undemocratic, with the traditional

chief of the village or leaders having the final say.

ALocal | e a d eackersand Mulahsshbve a [dedinitive] role ithe

recruitmento f  C H(Wealthdlanager)
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If community leaders and council members did not ha@erite candidate, they took
advice from bhe implementing organization evhom to select. In villages where the members
did not know much about the CHW program, community health supervisors identified potential
candidates (in particular females, somewhat literate, willing to help her fellowerdlagnd
recommended her to the council members, who in turn approved the nomiwtemasked

regarding her recruitment, a CHW remarked:

Aln 2003, | w dheclirscifoc tkeatraentdA dectmirt the tclioic was
encouraging patientstobecem CHWs é when he told me about

opportunity tolearn;lagr eed t o (EEW)ome one. 0

At the beginning of the program, because not many people knew what a community health
worker was, all health facility staff including supervisanenagersand physicians were

engaging with patients to encourage them to become CHWs.

AOur officers would encourage and sel ect

them to t he hd¢HeathMahagehhe vi Il |l age. O

Aside from theVillage Health Cancil, there wag-acility Health Councicomprised of
representatives ofillage Health Council&nd which meat the health facility once a months
the heads of Village Health Councils would typically become members of the Facility Health
Council, andliey were generally men, very few women became members of Facility Health
Councils.Physicians and health facility administrators attended the facility health council
meetings. CHWs did not attend the facility meetings as a rule, although if they showmslyup,

were welcomed. CHWSs had their own monthly meeting at the health facility in which they

t
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received refresher training and discussed their problems with their supervisors. At the facility
meetings, the council members raised the needs and problems willdges to the health

facility, and the health facility presented their health messages to the council to be conveyed to
community members. The minuteskacility Health Councimeetings were kept at the facility

and reported orally or sometimes inittémn form to the provincial offices of the implementing
organizations. There was no standard format to record the meeting minutes, and no standard
procedure to share the minuteh the national offices or the Ministry of Public Health. It was
difficult to assess whether or not the local health facility meetings of community representatives

with health systems informed decisioraking at the provincial or national levels.

The engagement of commuetin the program often led to the involvement of local
leaders in the CHW program, which had both advantages and disadvantages. Leaders were the
community gatekeepers. They usually had a guesthouse to turrHetdth PostThey could
influence community members to get involved in the program and coopEnatehad the

power to resolve conflicts between CHWSs and the community.

The disadvantages of involving community leaders in the program were high
expectations of the leaders and, sometimes, poor services provided lgvirtie candidates.

A health nanager remarked:

AThe community selects the person who is
the leader might not approve of a good person, he might approve of a person who is his
own man, and he [the CHW] mi g le,twe maeetto wo r k
recruit him, because we do not have a chéiaad those CHWs will not provide good

serviceg and have high demanglsEvery time they come with a wish list, and they say

a

f
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if we cannot fulfill their wish list, there is no need for them to contiegtalinic @Health

Manager)

| observed that a CHW supported by a local leader could easily deny accountability to
both the health facility and the community, just because they could. The resources provided to
them would reach only those close to the ézatdhe poorest of the poor and those who were in

conflict with the leader would not have access to CHW services.

The presence of strong local leaders @alasa disadvantage to women. Local leaders
were always men and often strictly religious and corasm. Usually, they disapproved of
family planningbut allowed safe delivery byyfemale CHW, midwife or doctor. If the leader
was receptive of services for reproductive health, he alldhegistablishmentf femaleonly
health councils and assignedtheno deal wi th womends rleagersoduct i
publicly approve or promote family planning and contraceptive tse activities of female
only health councilsvererestricted tov o m e re@raductive health and even more focused on

theirchi d6s healowwlh t han their

7.4 Community-level inter-sectoral collaboration

In the most rural areas of Afghanistampund evidence ovillage-level intersectoral
collaboration. Such collaboration usually happened when actors in edubatdth,andrural
development had to share work or space. For example, when a membéitagfjeaHealth
Councilwas also a member of the community development councdrganiccollaboration
took place between health and rural development sedtitiesye Health @uncils often

discussed disease prevalence, perdoygiene and health promotion activities, while
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community development councils took action regarding building bridges, digging water wells,
paving roads, constructingigation canals, and/or erectingtsool and clinic buildings. Three of
the 25 CHWSs antenof the 25Village Health Councimembers interviewed for this research
were also members of their community development councils. They created a link between
health and rural development. CHWSs raiagdreness of development workers on health issues.
Decisions regarding community development and health were made jointly. For example, a
waterpumpwas built in a place in a village under the supervision of the CHW in the village, and
he made sure it képhe water safe. In other cases, pavedsoateextendedo health facilities
andHealth Post. Development councils built latrines away from the residential housesesaed
covered properly to prevent diseasehe recommendation of CHWs. CHWs in ma#iiages
undertook the task of maintaining drinking water tanks built by community development

councils. A CHW noted:

AWe have relations with community developm

bridges, or roads, or ercicnati e iWWHwWhH atmh e m.ro

Health and development councils were part of two different national projects managed by
two different ministries, different implementers, and different donors. At the national level, there
was no policy document on inteectoralcollaboration at the Ministry of Public Health. Only at
the village levedid health and development councils complement one another through their

shared memberships.

Another intersectoral collaboration iarural setting was between health and edwerati
sectors. In somplaces CHWSs were also teachers, arddalth Post were used as literacy

centes. Of the 25 CHWs interviewed for this studix of them were schoolteachers. They
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taught at primary and secondary schools in their communities. One offivs @as a school
headmaster, who had organized basic health education for high school students using the CHW

curriculum. He noted:

Al think it should become mandatory for high school students to learn basic things about

personal hygiene and public healt§CHW)

In addition, thredHealth Post were used as literacy houses for women and children of first to

third graders.

On the contrary, when probed regarding kgectoral collaboration, health managers said there
was no collaboration at the managementléetween health and education or rural

development sectors.

fiWe do not even exchange infor mat(iHemlarh wha

manager)

The multitasking of CHWSs within various sectors and the multigks of a location for

different sector¢ed to a villagelevel intersectoral collaboration in rural Afghanistan.

75 Conclusion

The community level is another layer of themplexadaptivesystem that makes up the
Afghan CHW programCommunities of pople are not passive recipients of heatitvises, but
active participants in the way health services are providechmunitiesn the CHW program
are seen ageographical and demographic grotipst are mapped at the outset of the

intervention.The social networks arethnicrelations within cotext affect the mapping of
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communities in the CHW progranihis chapter described the challenges of community
mapping at the villageprovincial and crosgrovincial leves. Defining community and
appropriate mapping of communities in practice are sigmfiand at the same time challenging
tasks.| found that politicalethnic power in the community and legational authority of the
health system influenced the way communities weapped in an inequitable mann8ome
communities were formed based dhrec favouritismin the social context and the
implementing organizations. Political conflict within sonegionsof Afghanistarprevented

from mapping two snibvillages into one communitynequitable mappingn turn,contributed

to theunfair distribution of resourceto the populations

Unlike mostCHW programsliscussed in the literature revigiw which the CHW is the
bridge between the health system and the community, the representatives of the community
before the health system in the Afghan mlaate the village and the facility health councils. In
the case of Afghanistan, CHVgsly represent the health system in libeal community,andnot
the communitywithin thelargerhealth system. Afghan CHWs have become an extension of the
health systenm villages. The actual interactiai the health systemwith the community can be
observedt health facility council meetings, in which the council members, as representatives of
the community, come up with the needs and problems of villages, negotigaters drawing
upon resources within the health system, bargain for more and quality service, and promise
contributiors from the community. Finally, community level inteectoral collaboration happens
@ r g a n atche Village tevel but with littleeicognition or resources for broader irgectoral

action/support.
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As | foundthat CHWshad become an extension of the health system in villages, their
status as human resources for health is a topic of debate. In the next chapter, | describe the role
of CHWs as human resources for maternal health in rural Afghanistan. | explore in details their
status asolunteerhealth workforce, their relationship widxistingtraditional health providers

at the village, and their relationship with formal health piexs at health facilities.
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Chapter 8 Afghan CHWs asa Human Resource for Health

Al cannot explain how important are CHWSs to the Afghan health system, but let me tell

you this, every time we have a new campaigian or every time we have a new task to

be added to the Basic Package of Health Services, or every time we want to do something
new in the rural Afghanistan, the first workforce tbamest o mi nd ar e CHWs é
believe their list of tasks might have surpassed that of the minister of public bhealth

we al so are aware tba(P&€HWsymakewpl unteer s

A WHO report on human resources for health is tifidiere is ndHealth without a
Workforcep(Campbell et al., 2013here is of courseno health system without the health
workforce. Human resources for hedltlereafter HRHareone, but aignificant building block
of complex adaptive health systertt is the workforce that provides and administers the
services, manages and leads the sysaewhgathers and analyzes health and medical
information In the Afghan health system, ookthe man reasons for 60% health service
coverage in Afghanistan is the existence of CHi&/s linchpin of their HRHThey have taken
onthetask of providinghealth services to the rural communitiBEngingcommunity members

closerto the formal health systeto which they had previously had little access

In this chapter, | argue th&HWsare aspecialtype of health workers whondertake a
combination of simple tasks of many health professioBalsit is more than a simple listing
of tasks that CHWs unddake that really elucidates their HRH rolePower relations between
CHWs and professional providers dmetween CHWSs and traditional providésthinfluence
C H Wsstatus in the community and the health sys@hiWs must navigate the formal HRH

within thehealth system and the informal, traditional commub#aged HRH systenespite all
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the time and energy devoted to CHWs and their importaniceadth workforcen rural

Afghanistan, they areotintegrated into the broadelRH system of the countryVithin the

Ministry of Public Health, the CHWSs are considetedesecondgradeworkers, partly due to
theirunprofessionastatus. CHWS&training is not accredited by the education system of the

country. CHWs do not have career development opporturiigesestingly, community

members do not perceive CHWSs as seegiratie workersAs a sign of respect and value, CHWs

are called village doctors in their own communitihoughCHWSs are not an alternative to
professional health providers, they have the pa@ktat provide basic services in places where

there is no health care professional. | have reason to argue that they deserve to be recognized as

members of the broadeiRH workforcein Afghanistan

The chapter starts with brief information on the shortsigeiman resources for health in
Afghanistan, and the availability of a large number of CHWSs to take on a number of their tasks.
This chapter addresses the issues of size, composition, distribution, accreditation, certification
andlicensingof the CHW wakforce, and their relationship with other health workers. It
examines the volunteerism aspecCéfWsand attemto urderstandhe reasons behind it.

The tasks and the status of CHWs are compared with that of other health professionals and
traditional fealth providers such as traditional healers and traditional birth atteriisuatsy, it
concludes by summarizing the role of CHWs as critical health workers addressing maternal

health in the country.

8.1Introduction

Excluding CHWsAfghanistan faces ehronic shortage of skilled health professionals

(9.4 per 10,000 population). The country has only 1.9 physicians for 10,000 people distributed
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unequally across the country with a rate as high as 7.2 in urban areas, and as low as 0.6 in rural
areagCampbell et al., 2013 he rest of the skilled health professionals included in the report

by Global Health Workforce Alliance and WHO is comprised of nurses, midwives and dentists
(Campbell et al., 2013PDn average, there are four times mskéled healthprofessionain

urban areathan inrural areagMinistry of Public Health, 2011)According to the Global Health
Workforce Alliance and WHO (2013), the density threshold of 22.8 skilled health workers per
10,000 people is required for most countries in need to achieve relatively heglage for

essential health interventions. Afghanistan has the least likely chance of hitting the threshold of

22.8 skilled health workers in 2086ampbell et al., 2013)

Afghan Human Resource Pgli€2006)hasstandard categories of health providers that
include but is not limited to, physicians, nurses, midwives and vaccin@iaisle 8. 1)The
standard category of professional health workers does not include ClkMsitial indication
of theirlack of recognition in the Afghan HRH system. But the country may have a chance of
achieving relatively high coverage for basic health services through the CHW program. | found
CHWs to be a distinct type of provider compared to other professional arafafessional
health workers in the country. They were large in number, they were volunteers, they had equal
male and female members with female CHWSs carrying the major burden of the workload for
maternal health, they were dispersed in rural areas, they maigue combination of skills, yet

they did not have a potential career developmattt.



COMMUNITY HEALTH WORKERS OF AFGHANISTAN 174

Table 8. 1. List of Basic Professional Health Workers in Afghanistan (HR Policy, 2011)

Category | Length of Training
Health Workers Trained by the Ministry of Higer Education
Doctors/General Medical Practitioners 7 years

Medical Specialists 3-5 years (Plus basic 7 yeat
Dentist/StomatologistOral medicine) 6 years

Pharmacist 4 years

Health Workers Trained by Ministry of Public Health

Registered Nurse 3years

BSc in Nursing 4 years

Community Health Nursing 3 years

Specialzationin Nursing (ICU, ER, CCU, etc| 1 year (Plus basic-8 years)
Midwife 2 years'

Community Midwife 18 month<(continuous)
Laboratory Technician 2 year$

Radiography Tehnician 2 years

Pharmacy Technician 2 year§

Physiotherapy Technician 2 year$
OrthopaedicTechnician 3 years

Dental Prosthetic Technician 2 years

Ophthalmic Technicidfl 3 years

Vaccinators 3 months

8.2 An army of volunteers
In 2014, approximatg 60% of the Afghan population had access to basic health services
(Campbell et al., 2013yith CHWSs as their first point of contact with the health system.

According to the Ministry of Public Healtthe 26,000 volunteer, trained CHWs were by far the

3 Based on the curnitum of this category, they can be employed as clinical pathologists and medical technologists
in health facilities as well.

* Midwifery training is conducted in two-Bhonth academic years (plus holidays)

®> Community Midwives are trained by NGOs, on biébéthe MoPH. Diplomas are issued by the Institute of Health
Sciences.

® Community Midwifery training is conducted in an 18 month continuous program. The job description and thus the
content is essentially the same as for midwifery. Those communityinéslwho cannot be considered as graduates
of 12 grade will be recruited as contracted employee of MoPH called "Ajeer".

" Laboratory Technician training is currently 3 years but will be reduced to 2 years

8 Pharmacy Technician training is currently 3 yaawswill be reduced to 2 years

° Physiotherapy technician training is currently 2 years, but is proposed to be extended to 4 years

10 Ophthalmic technicians are trained by NGOs, on behalf of the MoPH. Diplomas are issued by the Institute of
Health Sciences
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largest health workforce in the countfihe human resource policy of the Ministry of Public

Health states:

The category of Community Health Worker, whilst not employed directly by the MoPH,
is recognied by the MoPH provided they are trained following a standard curriculum
recognized by the MoPH. This category $&iflled volunteemorkers) will work
collaboratively with health staff inlealth Post and health centers to support health

service deliveryo their communitieMoPH, 2006, p.8)

According to Afghanistan Nation&lealthWorkforce Plan 2012016 estimates Afghanistan has

7.43 CHWs per 10,000 populati@dinistry of Public Health, 2011)

These individualsvere driven by several, intertwined motives to work as volunteers.
Altruism, social recognition, personal knowledge gain, and a desire to enter or climb up a ladder
of health profesionals (mainly community health supervisors, nurses or midwives, which are all
paid positions) were a number of common motivators. The most common response regarding the

reason they volunteered was that they wanted to serve their community.

fiWe have comitted to volunteer andvantour community to prosper. If people

appreciate ouro woCHW) thatodos better.

A sense of supporting their community was strong in rural Afghanistan, perhaps due to

the tribal and communal structure of society.
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AOur relatives lad come from Kabul, they asked me why was | helping tieegkbors
all the time, | said we live ithevillage, it is like a chain here, we help each other all the

time, we only have each othed ( CHW)

Religion and the promise of reward in the next\Wierealso common motivatsifor

volunteerism.

Al magi ne how much good deeds wil/l be writte
we cannot do anythingise thisis something we can for the people, why not @o it.

(CHW)

CHWs were deployed only in rural@memote areas as opposed to professional providers
who congregated in urban areas. The distribution of CHWSs in rural areas where there were often
no other health providers made them valuable members of the overall health workforce. In

response to how imp@ant CHWSs are to their communities, a participant remarked:

fil would say more than thdinister of Public Health, because they are at least available,
and they do whatever they can, i f they cou

hospitald  (m@anity member)

In addition, most CHWs were called the village doctors, as they had the authority to
distribute drugs, treat common childhood diseases such as pneumodiargmek provide
counselingand refer patients to health facilities. CHWs souglgfain knowledge and skills,
which they believe would not only be advantageous to the communi&daib themselves and

their families.
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Al was a CHW, so | know 1t Once a person
they even leave their house warkd go to help theommunity..they become famous in

their community; they will have access to drugs to give to the community, basically they

are becoming the doctors in their community, and that encourages them to stay CHWs

for years. When someone frohne ttcommunity calls them a doctor (Doctor Sahib), they

will be very happy and encouraged also tell them (CHWS) that | wasmceasone of

you, and | workechard, and now | became a CHS at the clinic, and you may also become

one (a super vCommuni)y Healthe&Supdraspré o

Those CHWs in their 20s or younger hoped that workiravagunteerwas a step to
further training opportunities to become community health supervisors, midwives, nurses, or

even medical doctors.

These motivabns were strongn female CHWSs, who accounted for half of the CHWSs,
and whowere reportedly more active than their male counterpadshe major providers of
maternal and child health services in rural communities. Having had the opportunity to learn,
gaining higher soai status in their families and communities, and a prospect for future training

and employment gave them a sense of empowerment.

Al I i ke the work, I get more education, an

education and (BKHW)ome a doctor. o

Moreover, working as a CHW provided the opportunity for women to move around in

their village and socialize with other women. The reasons for more active participation of female
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CHWs and their focus on maternal and child health are discussed in a selpap&te @an

gender.

Having an identification card was important for CHWs. During the first round of data
collection in 2013the Ministry of Public Health kept a registry of trained CHWSs, but they had
yet to start distributing ID cards, which prevented CH®@/be recognized in other health

facilities. Emphasizing the importance of identification, a CHW noted,

AOnce, | took a pregnant woman [who was] b
the CHWO6s catchment ar ea] edognize nekesd mywpatieny , b u
and | had to wait so long until the baby was born [without the medical staff assistance],

and di e(#embhlaGH8V) . 0

The Ministry of Public Health started distributing ID cards later in 2013.

Thedropout rateof CHWswas notseen to be an issue wile implementing
organizations andtthe policy level. There was no verifiable attrition rate. CHWSs participated in
this study had an average work experience of around 6 years as CHWSs. TheZélWeyevho
worked since the incepin of the program, and there were newly trained CHWs to replace the
dropouts. A top Ministry of Public Health official claimed the attrition rate of CHWSs to be less
than B6. Most health managers and policy makers believed the dropout rate could have been
higher, but not so criticalsto challenge the entire prograithe stated commoreasons for
dropout were moving out of their community, marriage for gatgd income opportunities for
men.CHWSs received monetary incentives such as travel expensesnhamgy, and educational

stipends, and nemonetary incentives such as stationary for a community map, toothbrush,
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toothpaste, and hand soap. Health managers and policymakers noted that those monetary and
nornrmonetary incentiveprovided by the health systewvere important factors in deployment

and retention of more than 26,000 CHWs across the country.

An interesting finding regarding volunteerism was its development as a$tatas type
of workforce distinguished fromtherhuman resources for health.dty time | asked
policymakers at the Ministry of Public Health
healthd they emphasized that CHWs were a o6vol
at the Ministry of Public Health did netgardCHWs ashuman resources for health. One of the
officials explained that the phrggeiman resources for healttarried the notion of official
recognition of the workforce as paid and professional providers, while the term volunteer
implicitly meant norpaid, norprofessional, and to some extent seegratle workers. He said
that in an organization where most workers were physicians, they understandably looked down

on CHWSs, who, toanextent, undertook some of their tasks at the rural and remote areas.

That percption wasin sharpcontrast witthow communities regarding volunteer CHWSs.
At the community level, volunteer CHWs were important enough to be called, sometimes,
village doctors. In no commupsithat | studiedlid | get the feeling that CHWs were considered
as secongyrade workers. CHWshayhave been perceived aslifferent type of health workers,

but notassecondgrade workers.

8.3CHWs unique combination of skills

CHWSs work in teams of two and proeichore comprehensive services compared to

other healt professionals who workeddone The team most often inclusla man and a woman,
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each undertaking gendappropriate health taskscribed to each gender by the commutaty
better serve people living ims or he catchment area. Noteworthy was that fesy@HWs are

more activeas they were ascribed the majority of the tasks related maternal and child health,
which was the focus of the prograihe gender dynamicsf the work of CHWsrediscussed in

more detail irthe chapter on gender.

The widerangingtasks of CHWs distinguished them from the professional providers. A
Basic Health Centan rural Afghanistan responsible for delivering a range of health services to
a population generally included a physician, a nurse, a midwife, a pharmacist, a tgborato
technician, and an administrator. liHaalth Postone male and one female CHW undertook a
combination of the gendepecific tasks of all of these health providers. They diagnosed some
prevalent diseases and prescribed drugs similar to a physigpended some drugs and advised
on the usage of those drugs similar to a pharmacist; cared for the sick, providaid fiasid
administered injections similar to a nurse; kept an eye on pregnant women and sometimes helped
with their deliveries similar ta midwife; and kept track of their own activities and the status of

health in the communities similar to a health administrator.

Al f Ithedimcftod a headache, I get the same dru

(Community member)

AA small injury is treged similarly by a CHW and someone in the health facility, why

trouble, [and] gothe long distand® (Health manager)

In places where there were no health professionals, CHWs had the potential to provide a

wide range of health services. Yets@iteperfaminga combination of tasks of others, the
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findings suggest that CHWs were not an alternative to other professionals. They could only

perform some simple arghsictasks of each of those professionals.

CHWs had some unique tasks such as referral. CHWs expected to be able to refer
complicated cases to a health facility, but knowing when to refer could be a complex task and
requireda certainlevel of skill and knowledge. For example, the recommended practice was that
most children with frequent anduftl defecation were given oral rehydration solutions, and most
children with a cough and fever were prescribed a single dosagerohogazole (a
combination of trimethoprim and sulfamethoxazole). If the treatment did not work, they were
referred to thdnealth facility. The reality was not that simple. Emphasizing the complexity of

referral a supervisor remarked:

fiwhat about the child who coughs and has fluid defecation? What about the child with
frequent, little defecation? What about the child vaitiiry coughand without fever?
What about the child with coughwith sputum? There could be many other variants of

diarrheaand pneumoniad ( Super vi sor)

Referral required knowledge and skills to distinguish betvsgaplepneumonia andiarrhea
and compliated onesThe eferralalso depended on how vocal the patient was aboutrtes

illness.

flf a patient says that she is dying from a headache, and make some noise, the CHW will
hand her a referral letter and ask her to go to a health facility. Aadaother patient
who is more resilient and plays down her symptoms, she might only receivfpaifew

relievefj drugs fromthe CHWoO0 ( Heal t h Manager)
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The eferralalso depended on the social conditions such as availability of transportation, road
conditors , weat her, distance, patient or familyods

facilities to refer to. CHWSs had gradually learned to deal with those situations.

fiOne pregnant woman denibdingreferred toa healthfacility because she feared the
embarrassment of giving birth in the vehicle on the way to the facility. When warned
about complications and death if not taken to a health facility, she still chose to die with

honorat home than to live with the shame of giving bimth vehiclec ( CH W)

The CHW eventually carried this woman without her consent, and she safely delivered in the

health facility.

Other important tasks that CHWs undertook, and which other health professionals in the
health facilities often ignored, were health educationfdvidual hygiene antéehavior and

communitymobilizationfor societal wellbeing.

fiDispensingcontraceptivas an effortless task but convincing individuals to actually use

them is a difficultoné. ( Heal t h manager)

Similarly, study participants notebat distributing soaps did not mean that the people would
actually use them. One CHW said that telling people that covered drinking water source kept the
water safe was one thing, and participating in covering water wells was another, or asking people
to build latrine far from their houses was one thing, arabilizing community members to do so

was anotherThese are the roles that CHWSs have learned according to the needs of their context.
Thesebehaviorakchanges and community wellbeing tasks distinguighe role of CHWs from

other professional health providers.
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The roles that CHWs have undertaken in the Afghan context, including the assigned ones
and the ones that they have learned contextuatlicatesSCHWsdcapacity to adapt to a
changing contextrad learn the tasks that are required thEaeilitating transportation under the
role of referral, changingehaviorsunder the role of health awareness, and mobilizing
community under the role of public sanitation are a number of examples of changig rol

according to the needs of their communities.

84CHWs 6 rel ation with other health providers

CHWSs, as providers, were not linked with professional health providers such as nurses or
doctors. CHWs diagnosed and prescribed drugdiforhea pneumonia, ahfever (a common
sign of infection), but they would not receive feedback from a professional provider to know
whether or not they had done their tasks appropriately. A community health supervisor could not
determine whether the treatment or prescriptioa GHW was medically corrediVhen a
patient did not get well by the drugs provided by a CHW, he or she was referred to the health

facility. CHWs only got feedback from the patient ifohow-up visit.

fiWe see what kind of drugs the physician provaledrticular patient andearnto give

the same drugs to the same patient next ime( C H W)

Neither the trainers nor the supervisors of CHMéseprofessional health providers.

In somevillagesthat wereclosers tahedistrict or provincialhospitals CAlVs showeda
desire to be a part of thwofessionahealthteam In those villages, community members could

easily access professional providers if they wanted. At the same time, CHWs would not do
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undertake clinical tasks as they would in remote villagesbse hospitals or comprehensive

centers were very close. A CHW living in proximity to a Comprehensive Health Center said,

Al't is closer for some villagers to go to
to meé sometimes theyreéed ecomé [[ted t matlei Mot e
referral letters, Icould be more usefilvorking] in the centewith the nurses and

doctorso (CHW)

AnotherCHW, who lived in close proximity to a health centeayeled tdfartherareas of his
coverage to dipense drugs and encourage people to visit health center if they had serious

illnesses.

My field observations suggest thatsome villages where the CHWs began to work,
traditional health providers such as religious healers, Hakjrajid traditional bth attendants
already existed. These providers either became CHWSs or worked parallel to the newly recruited
CHWs. There were various reasons that traditional providers did not become CHWSs. Those
traditional providers who were well established and had dnolignts to earn well did not
become CHWSs because the notion of CHW was construed as free workers. A health manager

remarked,

™ Hakimiis are traditional health practitioners who use Grérb and Unani [Meaning Greek in Persian]
medicine. They are ually found in small bazaars in rural areas, and work out of a shop of herbal medicine.
According to Unani medicine, health is considered as a state of body with humors in equilibrium and body functions
normal. Health is based on six essential elements:
1. Air
Drinks and food
Sleep and wakefulness
Excretion and retention
Physical activity and retention
Mental activity and rest

S e
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AWhy would someone who earns a living through a vocation provide a similar service for

free, thatoés | i kéhahaxdt (i Hgalyobhrmawageopts w

Moreover, the CHW program wagw, and the traditional providers could not predict the

sustainability of the program. A policymaker noted,

AiThey thought what kind of project would it be, and [that] it might last a few months

(Policymaker)

In some sites that | visited traditional providers apparently found the CHW program
conflicting with their practicesTo become CHW, religious providers had to risk changing their
own beliefs and practices about health and illness ésalke of a new health intervention
supported by an outside organization that may or may not have been sustainable. For example,
religious providers could never promote contraception or deny the existence of evil spirits that

cause sickness.

il losttene wborns. There werendt doctors or nur ¢
gunfire? because they thought that my illness was onljwata [Possession by an evil

spirit], or religious he(Rdmalecomnwmeity membeg!| | e d

Under theCHW program, she would be referred or taken to a health facility where midwives or

doctors coulgrovide obstetric care.

Some traditional health providers may have wished to become CHWSs, but were not

selected by the community council, which could hagerbheavily influenced by community

2\When a pregnant woman have difficulty delivering baby, communities think she might be possessed by evil
spirits, and fire gunshots szare the evil spirit and make it leave the woman.
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leaders. If traditional health providers did not have a good rapport with the council members for

any personal or community conflicts, they would be unlikely to have been chosen as CHWSs.

When traditional providers didohbecome CHWS, it led to a conflict of interest between
the traditional providers and the new CHWSs. Some traditional birth attendants, for example,
became fierce rivals of CHWs in the villages. The reason was that they lost their mairi clients
pregnant wameni to the modern health system. In one village in the central province of Bamyan
where two female CHWSs ranHealth Postthere were two other traditional birth attendants,

who created problems for CHWs. A CHW noted.

AThey are mad atveustophpey E€HWi we blusi ness. 0

Our observations suggest that such rivalry between female CHWs and traditional birth
attendants was common in most rural areas. Female CHWs visited pregnant women, provided
them with nutrition supplements and iron tahletscouraged them to visit health facilities,
educated them on the risks of pregnancy, helped them prepare a birth plan, and promoted
institutional deliverylnstitutional delivery is found to be much saife Afghanistan compared to
home deliveryAzimi et al., 2015)As a result, the traditional birth attendants lost thigents
and started preaching against female CHWs and health faciliiesrost common false
accusations mostly made by traditional birth attendants and othe@naairn health facility
elements were: (1) the contraceptives would make women infertile, (2) there were no female
providers in the health facility, and (3) health feies were un by infidels. Therumorson
contraceptives were further boosted by the-gifiects of the contraceptives: pills caused

dizziness andfritation, and injections caused puffiness in legs, arms and face.
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fiThose who have used injectable contpatei ves have grown fatteré

pills get nervoué easily irritated, dizzy, nauseous, and haleeding 06 ( Fe mal e

In one site, the observations suggested that the side effects of the contraceptives helped

the Unani/Greek medical providersthe local market. As CHWSs would convince the villagers

CHW

to give space between pregnancies, the negative side effects of the hormonal contraceptives led

the villagers to Unani providers for herbal contraceptives.

APeopl e dondét us eduato their sidetfects, theymdt heebal e pt i ves

medi cine from bazaaré A few people have
called herbal contraceptives froAatay af f ar [ Jaf far és Fat her

t he Tit anfkemalelCalw)aar . o

Aside fran the false accusations, | was frequently told during site visits that the
traditional health providers took advantage of soumeorsagainst health facilities and CHWSs.
The common ones were that (1) the providers at the health facility did not behawathvell
patients, (2) women were seen by a male stranger which is against the Islamic law, and (3) our

mothers and grandmothers had given birthashe and they turned out to be totally fine.

Health facilities usually received a lot of patients, and depto see them all,
professional providers had a short time to take medical and family history, examine, diagnose,
and prescribe. In most health facilities | visited duringfiglelwork, a single physician would

see between 80 and 200 patients per dath W average of 150atientsand eight nonstop

us

0s

working hours, a physician would have 3.2 minutes for each patient. In those 3 minutes allocated
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for taking history, physical exam, diagnosing, and prescribing, a physician might not have the

time to providehe care patients actually expected.

There were also compl aints o Oneloenenlinityh wor ke

membey for exampleaccused midwives of not treating pregnant women well.

AMi dwi ves sl ap women wremascommuaitymedier)i ng del

These accusationsoweverwere not commorandl observed in many health facilities
that midwives were on call to work 24 hours a day, seven days a welkshotsand delivery
do not always happen during office hours, midwivestbaie available late in the night or early
in the morning as well. Some midwives stayed in the health facility on shifts of 48 to 72 hours,
sleepingsporadicallywhen there wreno patiens. Some midwives had to move from urban
areas. The stress sdichworking condition could lead tdl -treatmenbf the patients. Regarding
accusations that male providers at health facilities saw female patmrfis|d observations
found that most health facilities had some type of female professional providers, Wwheseea
at some point in time could hafigelledtherumorsi hear d of there being

in health facilities.

Finally, changing the attitude of O0we have
task regardindpehaviorchange for all &Ws. Traditional, cultural and social practices had long
been on the side of the traditional birth attendants. CHWs had to work hard and be effective in
the initial months and years of their work in order to win the trust oddh@munityand change

the s@iocultural beliefs.
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Aside from the conflict between traditional health providers and CHIVgsnd
communities where traditional health providers had become CHWSs. These providers, mostly
young, had seen an opportunity to learn and become professioltlgresiders. They had

goodrelationship with community leaders too.

fil used to be amjectionist® before the CHW program, and also gave medications for

some problems, and helped people with otieaithrelatedproblems 6 ( C HW)

These CHWs integratdteir previous role with their new ones. One of the advantages of
recruiting a traditional birth attendant as a CHW was that there wagaimy and the traditional
birth attendanturnedCHW was more likely to work with the health system and its health
facilities. She learned from the CHpYogramand promoted the health system. Most importantly

she kept her income as a traditional birth attendant.

ikt hey give a bowbapoforf ISOVArf,s d ~cbhli]c keon ,1 00 Af
give 20Afts,sanwdahytdloindgé | donddb aA8Ae ovel

turnedCHW)

The traditional birth attendastirnedCHW sometimes played a doublge, assisting
with the normal deliveries at honfgomething that the health system did not allow but for which
she was paid), and sending the complicated ones to the health facility. Female CHWs must refer

all deliveries to the health facility, but most TB&nedCHWSs decided on their own which

13 Injectionists are those who administer injections. In Afghanistan during the communist government in the 1980s,
some were trained to administer injections, check blood pressure and provide firstcaihfiounities, applying the
Russian Feldsher model. Ampules were provided/sold at dispensaries, and injectionists administered them at a
minimal rate. Over time, many learned to administer injections on their own.
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deliveries to conduct by themselves, and which one to refer to thb feality. It was not

allowed under the CHWrogrambut often practiced.

Al take between 3 to 10 or more pregnant w
me, and if they are really ill, | take themtte clinic; if not, they will deliver in their

h o me($BAorurned, CHW)

Al am good at bei ngcommumta am Hoth & thé¢mDaiandd f or t
CHWI]. I deliverbabies, and | also tell them whatever the doctors tell me. | tell them to

take care of themselves when they are pregnant, dgonio the field or do physical
workeéeif there is bleeding, we d&[llmrefertdc have

(TBA-turnedCHW)

The traditional birth attendants dadovide not onlyhealth servicebut also other
housework services, and workasl a personal support. They helped with the first weeks to
months of raising the child and with the hoakeresand offered advice on how to keep the
child and the mother healthy. After becoming CHWSs, they adapted to themotesand found

new ways of gtting compensation.

fiThose women who deliver [at the health facility] ask me to go with them, before this

CHW program | used to serve as a Dai [TBA]. ( FuBnAdCHW)

With providing some kind of service such as accompanying the pregnant women taltihe he
facility, the traditional birth attendants expected some type of compensation from the patient.
Given that they had always been compensated for their services in cash oranddinal

becoming a CHWthey continued to expect compensation one wahe other.
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The policy on CHWs recommended recruiting traditional health providers as CHWSs, but
at the saméme, it deprived them of their previous privileges such as attending deliveries. Those
traditional providers who had become CHWs andegadhe support of the health system had
either changed their roles or combined them. Those who remained outside the system were
already parallel health provideGommunities, where traditional health providers were trained
as CHWSs, might rejoice that the sendga® both are provided by a single person, while
communities where the traditional provider and the CHW were two different people, members
would choose whose services were needed the most and when. Many health managers agreed
that the TBAturnedCHWSs benated all: they reduced the workload of the health facility, they
reduced the cost of delivery for the family, and they earned some income for their families. The

only challenge was that delivery was not an accepted task of CHWSs.

Instead, the health systdmined community midwives for 18 months to conduct

deliveries in villages, but there were very few of them.

8.5 Career Development

Afghan CHWs did not have a standard career development route due to multiple factors.
First, there were a lot of CHWs witould not read and write, hindering further training and
career opportunities for them. Second, a lack of accreditation and licensing procedure for CHWs
limited their career opportunities. The Afghan Ministry of Public Health human resource policy

provideda definition for certificatio®, accreditatiof?, and licensur®. All categories of

14 Acknowledgement of those quality standhas been met. (e.g. certificate issued to indicate successful
completion of a course of study having achieved the required levels of competence).

5 The process of external quality review, which is applied to training institutions and or programssafasse
quality. It measures the institution and or program against age@d standards thereby assuring that they meet the
national agreed upon standards.
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professional health providers were trained in educational institutes administered or accredited by
the Ministry of Higher Education. CHWSs, on the other hand, were trapételBPHS

implementing organizations and provided with a certificate approved by the Ministry of Public
Health. The Ministry of Public Health in collaboration with the WHO developed the CHW

training curriculum without the involvement of the Afghan Minystf Higher Education, the

entity that accredits educational institutes and programs in Afghanistan. CHWs needed standard
training module approved by the Afghan Ministry of Higher Education in order to go through the
process of accreditation and licensiiige lack of accreditation and licensing limited their career
opportunities, as CH®Wktould not get into educational programs administered and accredited by

the Ministry of Higher Education solely with CHW training and experience.

Third, there were not margommunitybased careers foine promotionof CHWSs.
During site visits, CHWs said that they were told they would have opportunities to become
nursesmidwives and supervisors. Some female CHWSs indgiddeceive further training and
became midwives, andsie CHWSs ended up becoming supervisors. The observations indicated
that high school education was a significant factah@admissiorof CHWs into midwifery
training Midwifery programs operated independent of the Cptfdgramand did not have CHW
training or experience as a prerequisite or preferable criterion for adm{4ilistry of Public
Health, 2011; Smith, Currie, Azfar, & Rahmanzai, 2008)addition, a number of health
managers noted that they preferred male CHWs to become supervisors when there was a job
openng, but it was not a standard procedure to promote CHWsawightainlevel of experience

and training to paid jobs such as supervisors or midwives.

18 The approval given to an individual professional practitioner once minimal requirements haveehe®his is
obtained through examination (e.g. Testing and Certification Board Examinations) or through graduation from an
accredited training institution.
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Our findings suggest that there was no standard career development path for CHWSs.
Occasionally, CHWSs beaze supervisors, nurses, and midwives but not through the CHW
program. A few might have progressed into paid positions, but many remained volunteer CHWs

for several years.

8.6 Conclusion

Humanresources fohealth are a significaromponenbf any complexadaptive health
system. Asan HRH, CHWs are the frontline caprovidersin rural areas of Afghanistan. They
are an army of 26,000 male and fentadalth workersUnlike professional health providers
such as doctors and nurses who congregate in citiés/SGareembedded withimural and
remote areas of the countds CHW arise from communities, their allegiance is not to the
health system like other more formal HRH but to the communities from which they come from
and where they liveAs 78% of the Afghars live in rural areas, CHWs appear to cover the
marginalized and needy population more tHaprofessional providerd.he mmpositionof
CHWs in aHealth Posts often gendebalanced with one male and one female CHW to the
unique gendered context thraakes up the Afghan sociefiyhe tasks of CHWs are numerous
including diagnosis and treatment of prevalent diseases, health education and awareness, referral,
and administration of Blealth Postbut their role is more than the sum of the tasks that they
undertake. It is the unique location that they occupy, navigating between formal and informal
HRH systems, crossing boundaries between the@MdVs are primarilfcommunitybased
volunteerdout reimbursed for the cost of their monthly trips to healtHifi@s, immunization
campaigns, and annual data collection for household sufifeigsis where they cross the

boundary between formal and informal HRH systefissvolunteers, they could be situated
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within informal system of care, but as member of thethesgistem they attempt to gain a status
within the health system, perhaps as member of the health pr@tstrsBecause professional
health providers who are the main decismakers at the health facilities do not supervise
CHWSs, CHWs do not receive fdlgack on their clinicalasksand feel isolated from professional
providers.In a way CHWSs are an HRH onto themselves who have to navigate the formal health
system on behalf of their clients or the populations they are supposedédn other words,
CHWSs have some administrative link with the health system, but they lack the link with the
professional, recognizédRH systemThey are yet to be accredited, licensed fanchally
recognized in Afghanistailthough thepolicymakersview CHWsas necessy, butsecond
grade workers It negatively affects the status of CHWs in communities, where CHWSs are
sometimes hailed as village doctdositthat perception is also influenced ggnder disparities

exist in communities.

CHWs are by no means an altermatio professional health providers, but in places
where there is no professional provider and the chances of training and/or recruiting professional
providers are low, CHWare the onlyption to meet basic health needs of the populalibat
CHWs are neessary in their context is obvious, but the challenge is that they are viewed as
second option after professional providers. This study sugggstsces where professional
providersareavailable;CHWSs have the potential to extend the services to nmaligau
populations, provide community health services, and become a member of the health provider
team.Viewing them as part of a team contributes to their status both in the community and the
health systemCHWSs also have the capacity to learn new roléslkdy, with the potential tdelp
a complex health system adapt to changimigtexts and needs, but dependent upon their ability

to influence the formal health syste@HWSs are trained in weeks. In the recent outbreak of
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Ebola virus in the West Africa dNigeria, CHWs were the frontline workers to engage with
communities limiting the spread of the vir{iEerry et al., 2016)With increasing new cases of
polia in Uttar Pradesh, India in 2011, CHWSs contributed to the elimination of polio transmission

there(Perry et al., 2016)

It is worth noting that the maternal and neonatal services are predominantly provided by
female CHWSs, as gender segregaiiothe society dictates only women to care for women.
Male CHWs may sometimes help with arranging transportation for pregnant women, but female
CHWs are the ones who refer normal deliveries and obstetric complications and visit pregnant
women for antenatand postnatal care. Female CHWSs are the ones who potentially change the
traditionalbehaviors mentioned previously, by convincing rural women to visit health facilities.
The roles of male and female CHWs and the gender dimensions of the CHW program are

discussed in the following chapter.
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Chapter 9. Gender Dynamics of the Afghan CHW Program

On my first visit to the head office of an implementing organization in Kabul, | raised the
issue of gender with a health manager by asking if there was any gotiagnent or report
regarding gender issues of the Afghan CHW program. He said he was not aware of any
particular gender policies or reports, but they took gender into account in their daily operational
activities. | asked how. He said they encouraged itaggufemaleCHWS, theyhad female
trainers for female CHWs, and only female CHWSs took care of pregnant women and maternal
health issues in their coverage area. The small talk hinted at two interesting points. First, he used
the English word 'gender’ indlconversation, not its Persian translation, which is the same as the
translation of sex. Since talking about sex is a taboo in Afghanistan, the translation of gender had
a connotation of sexuality, and thus avoided in conversation. Second, he spoKerabtait
CHWs and issues related to women, as if gende

beginning of a gender analysis for this research.

In this chapter, | argue thaggendere qui ty approach i s misconst:
reproductive healthpproachand that patriarchal norms influenced policy documents and
under val ued wo nileehoine Yetythe pkogramuatss dffatesl some opportunities
for women. By exploring the roles of male and female CHWs in the program, and gender
differencedn the pdicy and managerial levels, | present that women carry the burden of
providing maternal, neonatal, and child health in rural akeashe gendeequity focus was on
women as patients more so than women as health providers, it could be described that women

are used as cheap health workers to tackle hissltleselatedto women. | alsadentify
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advantages and chall enges t o heathaadlcanclu@eHutls an d

an analysis of the overall perspective of the Afghan health system dargen

9.1 Gender differences in the CHW program

The Basic Package of Health Service policy states there should be one female and one
male CHW at everidealth PostPolicymakers and health managers confirmed that around half
of the trained CHWs across theuntry were female.lfe Basic Package of Health Services
policy did not separate the roles of CHWSs by their germigrmy field observations suggested
that the implementing organizations took gender sensitivities of communities into account and
developedmplementing strategies accordingly. Furthermore, my research assistant and |
observed in multiple sites where female CHWs were more active on the ground compared to
their male counterparts. Following the gender norms of the Afghan society, women paid hom
visits to inspect the condition of pregnant women and their nevdiiildren theyknew more
about the health problems of women and children in their communities, and they dispensed their
drugs more appropriatelielaborate below on gender differenaesll aspects of the CHW

program.

9.1.1 Recruitment

The policy on CHWs recommends having a male and a female CH\Nealth Post
who areMahram-- close relatives of opposite gender allowed by Islamic law to interact
(Ministry of Public Health, 20050n the ground, the two CHWSs aHaalth Poshave been a
male and a female or two females or two males. The findings suggest that the male/female ratio

in eachHealth Postiepended on the culture of the area and whether the local custom allowed
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participation of women in outdoor activities, availability of men and women for the position, or
the attitude of the implementing organization towards gender issues. In some areas, the
permission of the male head of the family was necessary for a woman to become a CHW. |
identified many cases where female CHWSs stopped working after they got married because their
husband or their husbandds f ami lzgtond,likeOrgot al |
A, proactively focused on gender inequities, while others, like Org B, did not. In areas where
gender segregatiomas religiously practicedOrg A recruited only female CHWs and focused

only on maternal and child health. Org A also madargements (i.e. creating femalely
environments by recruiting female supervisors and trainers) and obtained the agreement of the
community leaders, who weadmost alwaysnen, to allow female CHWSs to go to other

vill ager s& hous e sndehiddealolr aksimibansetiing, Org B readited a

either one or two male CHWSs, turning a blind eye to the poor maternal and child health status in

communities, for which Org B blamed the gender segregation in the region.

9.12 Training

The major gener issue with the training pertained to CHW trainers. There was nothing
in the policy documents regarding the gender of CHW trainers. Implementing organizations
chose male or female CHW trainers based on the attitude of the population in a region towards
male-female interaction. In central Bamyan, for example, where the interaction of the two sexes
was not a taboo, there was one male trainer for both male and female CHWSs; however, in Kabul,
Balkh and Parwan, female CHWSs had fentedeners,and male CHWs lthmale trainers. But

even in those provinces, sometimes, male trainers filled in for their female counterparts.
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AWe have a female traineré[but] It has hap
probl ems, and we had t o covwfemald GHWs]t hemé [ b
consent first, whether it is okay if a mal

(Male CHW trainer)

Despite the separation of men and women in training sessions, the content of the CHW program
curriculum was taught to all. Male GMs learned about menstruation, pregnatatypurand
delivery, neonatal care, and all other issues that were contextually a realm of women. Female

CHWs | earned anything in the curriculum that

9.1.3Gendered Division of CHWTasks

In communities where both male and female CHWs worked, maternal and neonatal
health tasks were assigned to fen@\Wsand environmental health matters to male CHWSs.
Responding to a question on whether he undertook maternal and neonatal health tasks, a male

CHW remarked:

AWe have | earned about pregnancy related i

coll eague takes cdMaeClW) pregnant women. o

One of the tasks of female CHWs was to distribute contraceptives to women and promote
contraceptive use. Tadt effectively, | found through field observations that CHWs had to
convince not only the women but also their husbands, heads of family, and/or their aimaethers
law. A female CHW remarked that the decision to use contraceptives was usually made by the
head of the family typically a mari and that made their task more challenging. Our

observations suggested that female CHWSs found it easier to convince women of reproductive
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age to use contraceptives than to convince male and other female de@&ensn the

families. In some places, where gender segregatamnot strictly practicedemale CHWSs

involved husbands ioounselingsessions to make them aware of the risks of too many or too

quicklys paced pregnancies. Femal anvalvehwstinthed | ear ne

counselingsessions could be more effective than talking only to the women.

Aéwhen they say that their men [ Husbands]
next time | go to their house at a time that her man is at home, and ¢asklring her

man too, and coufesmaesdCHWW)hem together. o

CHWs said that they promoted contraceptives with two goals in mind: first, to prevent
families from having a large number of children; and second, to increase the birth space between
children. The latter was more common among younger wqitienformer among women in

their late 30sIn response to how they promote contraceptives a CHW said:

i F i, wesask how many children do they have? If they had more than four children, we
encourage to useontraceptives and not to have more children. If they were young and
had one or two children, we encourage them to use contraceptives to givécsiheoe

children, which is good both (FemaleCHW)em as m

Most female coomunity members and female CHWs patrticipated in this study said the
preferable number of children were four to five, while most families, who had stopped having

children, actually had between eight to twelve children or siblings in their a family.

The findings suggest that the decision to use contraception also depended on the sex of

the children and on whether the family had the desired number of boys. Normally, families,
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according to community members and CHWSs, wanted more boys. In response to how many

children a family wished to have, one CHW noted:

AMostly | ike four kids, boys and girls, bu

boys, they(Fdale@HW) r yi ng. o

In somecaseswomen of reproductive age hadlifferenceof opinion with their
mothersin-law on birth spacing and the desired number of children. Women wanted fewer
children and longer spaces between their children. In those cases, the women secretly took
contraceptives, thereby causing tensions between the family and the CHW, as €r\stwv

expected to provide contraceptives to women without the approval of their family.

Aéher +mdtalwercame here [at the health post s,
are not allowed to give my daughierl aw contracepti vevdlajgg s he t
that | had given contraceptives to her daugtitet aw secretl yé ¢t hat fig

t hr ee rfemaelCBW)0

In some cases when the tensions affected house visits and other activities of female
CHWSs, male CHWs discussed the matter with thedhd the village and the Village Health
Council, who would then support CHWSs. Otherwise, male CHWSs participated in public
gatherings to promote personal and environmental hygiene and Heslitdayioramong men
once a week. In comparison to the tasks widie CHWSs, who were culturally assigned all
maternal, neonatal and child health issues, key informants perceived the tasks of male CHWSs to

be less demanding.
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9.1.4Gendered Division ofSupervision

Table I1.3,presentectthe beginning of section Il, sivg that most supervisors in the
Afghan CHW program were men. Our observations suggested that men had the social and
organizational support to become supervisors. Men became supervisors as they had more
freedom of mobility than women who hadiifficult time leaving their homes. Men could visit
all theHealth Post under their coverage in near and far villages. They usually had a vehicle
(typically a motorcycle) which was provided and fuelled by the implementing organizations to
visit eachHealth Post at lest once a month. Not only social norms but also organizational
procedures discouraged wonfeom becomingsupervisorsin the 17 sites visited for this
research, | found only two female supervisors, whom | purposefully included in the study.
Female supersors often had to walk hours to get to villages or pay for their transportation. They
were not reimbursefbr their transportation costs during their field visits, and road safety was an
issue for female supervisors, which they had to overcome their aynAwfemale supervisor

said.

ATo ftare vi | | ag e s-miButes walkonewaya mao ulr d®nobét go
Sometimes, | take the clinic guard with me. Or Wi a patient from the village, who

had come to the clinic, and on the way back | botiger patients from the village... the
doctor will give them medicine, and they are happy to get treated, and | get my job

d o n é~emale Supervisor)

As a rule, a supervisor was appointed within a health facility to oversee the tasks of both
male and femal CHWSs. The interaction of male supervisors with female CHWs differed in

different parts of the country depending on each community. In sases wherthe

al
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supervisors and CHWSs were from the same ethnicity or religious sect, they openly interacted
with one another. In Bamyan, where tinéeractionof men and womewere not strictly

prohibited female CHWs and male supervisors sat in the same room during the supervision. On
the other hand, in Paghman District of Kaprdvince male supervisors briefly tagkl to female

CHWs through a door or a curtain during supervisory visits. To overcome the gender segregation
barrier, male supervisors had to build trusting relationships with the families of female CHWSs.
Sometimes, supervisors were fromeghboringvillage,and that made the rapport building

easier.

9.1.5Gendered nature of dug and prophylactic supply and distribution

Drug dispensation was also affected by gender roles in the society, as female CHWs
provided drugs tevomenand male CHWSs to men. In viti@s where only female CHWs worked,

adult men would send a woman from their family for drugs and referral letters.

An interesting finding was that female CHWSs weregbkeproviders of contraceptives
in their communities. | found that condoms were notcth@raceptive of choice in rural
Afghanistan, but when some men chose to use them, their wives would get the condoms from
female CHWSs. Male CHWs did not distribute condoms even to other men. Site observations
suggested that anything related to sexualégtsuch as talking about it was a taboo in the
public space in rural Afghanistan, and distributing condoms was considered a sterdeéylor

for men.

AWhen a man gives away condoms, (Supesvigaa)l | vy

ot
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In short, soci@al gender segregation affected all aspects of the CHW program including
recruitment, training, task allocation, supervision, and drug supply. In some places where the
interactionof different sexes wastaboo,male and female CHWSs or supervisors haadteract
througha curtain or a dooin other places where the norms were not so strict, they easily

interacted for training, supervision and drug supply purposes.

9.2 Gendeked nature ofpolicy and managerialactivities

Policy documents stated the Afghlsimistry of Public Health was committed to the
principle of gender equity. The National Health Policy and Strategy mentioned the term gender
twice: First, when it affirmed the existence
when it referrd to the establishment of a unit in the structure of Reproductive Health Directorate
I Gender and Reproductive Health Unit (MoPH, 2006). The Ministry of Public Health had
established a gender unit under Reproductive Health Director, which had the rabyooisib

6gender mainstreamingd within the Ministry (M

The only policy document specifically on gender at the Ministry of Public Health was a
chapter on Gender and Reproductive Health in the reproductive health policy dociimeent.
chapter affmed the commitment of the Afghan government to gender mainstreaming, gender
equity, and women empowerment, and had three strategic guidelines to promote gender equity:
(1) Alncreasing general awareness oftonglender,
RHS; p. 58); (2) e nrmakimgcole mgelatroo tmeealth seekohgepeactisels 0 n
(p.58); and (3) involving men in activities of reproductive health and rights (\68)e policy
level, the role of men as higher gender was assanédheir engagement in maternal health was

encouraged. The policy chapter on gender in the National Reproductive Health Strategy said:
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iMen, as fathers and husbands, are to be mo
pregnancy and childbirths than aother male family members. Besides, they are often

the decisiommakers, thenahramwho accompany their wives to a clinic and the ones

who pay for care (i n¢MolRH GenmdpgrandReproducteen spor t a

Health, 2006 p.59)

Both the structural unhfor gender and the policy document on gender suggested that geasder

mainly linkedwith reproductive health, particularbf women.

The findings indicated that many resourbaslbeen providedor the cause of maternal
health, but at the managerialel signs of giving control of the resources to women did not
exist. For example, in the four provinces (17 sites) thiited | could not find a single female
health facility administrator, someone who controlled and managed the resources df a healt
facility. There was not a single female CommuBgsed Health Carefficer or a single female
manager in an implementing organizatiorwdts knowrto all and specifically to a highanking

policymaker, who said during an interview at his ministerifitefin Kabul:

fAln particular femaléhuman resource and technical stuff are lacking at the health facility

leveld ( Pol i cymaker)

| found that except for an army f#male voluntee€HWSs who actively worked in their
communities, very few women were supsors, and only rarely might there be a female health

manager at upper levels.
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9.3 Unique advantages and challengefr female CHWSs

Female CHWSs were affected the most in the CHW program asvreyseems the
second gender in the Afghan society. | idfead a number ofjendefrelated challenges and
facilitators to the work of CHW4 he challenges were numerous and at many levels. First, the
participationof women in activities outside th®mewas sexualized. Second, the work that
women undertook outsedthehomewas considered as lestatus. Finally, familial control over

women extended to their work outside Hmme

Site observations suggested that sestigmatizatoro f womendés acti vity ¢
homewas commonDuring field visits, | aske@ number offemale CHWs whether theyere
seem s O b aditvwoemd moéc al phrase for sexual stigmat:.i
CHW in central Bamyan, f@Abut not. Dheveavergaways [ i n
some in the community whowa f e mal e CHWs as 6ébad women, 6 but
appreciated their work and saw them as role models. The findings suggested that respect for

female CHWs had increased over years, but their sexual stigmatization had not disappeared.

i T her awaysibé someone who may think oasthat kind ofperson..you know,

someone who work outside themef or s e x (pemal@CGHSVE s . 0

The stigmatization and sexualisatereparticularly strong if the employmewas
linked with foreignand norgovernment organizations. Speaking about the perception of the

community regarding women workees community health supervisor said:

flf a woman works for an NGO amrdpeciallya foreign NGO, then she is a bad

womare t hat 6s a genher @MVarpsery Sepée¢ i on
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On the other hand, | noted that the public sector, such as government departments or
public schoolswasless castigated as sexual places for women. That could be due to the large
number of women schoolteachers, gender segregation in schoolsgatidltly religious image
of the Islamic Republic of Afghanistan compared to NGOsdhateeras foreign and

foreignersupported institutions.

Anot her challenge to the work of CHWs was
womenods ar e aonsidéredioesrtka twass. One way to degrade w
participation in the CHW program, as half the registered CHWs were women arehwom
actively worked as volunte&ras to look down at volunteerism. Although volunteengas
promotedn Islam, | obgrved that male community members regarded volunteers astatus
workers. A male community el der parwhengaqupati ng
cannot find a job, you volunteetd Because volunt e-statussnoomangs consi
menhappily undertook those activities. A female supervisor who had worked as CHW for

several years remarked:

AWe have three [male CHWs] é [only] two of
because of his wife. No one would work as CHW in that villageedured both. The
man brings his wife to the clinic, and he

He considers the wor k ¢émal€Bupsvisar) shame for

The argument, in some areas of Afghanistan, was that because a lot of worked as
CHWs, it made the occupation be perceiveds a lowstatus. | noted that in the rural areas
where men were considered the higher gender and women as the second gender, the mere

participation of women in an occupation contributes to its vétuene district where mostly
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women had become CHWSs, | weaatthe bazaar (the community markithave annformal

conversation with male community members and to find out the reason men did not volunteer to
become CHWSs. Bazaars are generally a mascsjihere in rural Afghanistan where only men

could be seen as shopkeepers, taxi drivers, restaurant owners, atabdaigrs First, | asked

them if they knew what CHW were and most men did. Then, | asked if they thought to become
CHWs for a couple of has a day or a few hours a week. Most of them did not want to become
CHWSs. When | asked why they did not want to become CHWSs, the two common responses were
60t hat 6s womenbds wor k6, it.'dasked vwhethet tliey woold volunteene n - ar
as CHWVs if a lot of men did it, almost everyone séiy eTsh.o's e who sai d 6Nod he
business to take care of or believed they did not have the literacy to become CHWSs. The findings
indicated that because many women actively participated in the CHW prdgkim tasks were

related to women, and thus considered a degrading task for men.

| also found that familial control over female CHWs extended to their work when a
woman became CHW. For example, when female CiMfe questionedbout how they were
able towork outsidetheir houses in rural Afghanistan, they responded that they had the

permission of their family.

AWhen | was asked [to become a CHW], Il s ai
permission. When | told this to my husband, he told me to forget iaband that |
needed to take care of my kids at home. | said it was just a few rdoathsd 1 f | di dn

l' i ke | wondt go anGHWeaurnedSupérviseth he agreed. 0
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In some places, their husbands were also recruited as aiBliMer toboth supporand keep
an eye on her wife while she was undertaking the major tasks related to maternal and child

health.

As challenging as the CHW program was for female CHWSs, it provided them with an
opportunity to work in a traditionally female realm, learn somethivork outside theome, and
change the perception of the community regarding their work and their realm offirstk
almost all community health supervisors and health managers stated that female CHWs were

better at their tasks compared to male CHW reasons were often stated to be (1) the focus of

the program on maternal and child health, (2)
keenness in maternal and child health and (3)
andchildhealthtra t radi ti onally been the realm of wome

CHWs to work in that area, the health system to recruit female CHM(s.it provided women
with an opportunity to receive some education. Most female CHWSs took pride in |eaboiag

health matters, and that knowledge improved their social status. Two female CHWSs remarked:

1]

| get to raise my iasuesmandeheathsratters, @mndalso sgrvee g na n

—

he p dremale&€HW)

3t

The people will notthenetcarel gloetomidRsshalgseocntee do

CHW)

Second, becoming a CHW gave women an opportunity for mobility. Their responsibility
required them to make home viditstheir villages to promote laealthylifestyle, to encourage

women to get vaccinated ftetanus, for example, and to provide antenatal, postnatal and
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delivery care. Typically, women need permission from their husband or a male head of the

family to go out of their homes in rural Afghanistan. As CHWSs, they did not.

AWomen do nothgot ouhsesidemwwndés per mi ssi on;

as CHW] and goingtotheinici s | i ke t allkemalegCHW) br eak . 0O

The freedom to go outside their homes whenever they wdrdeatverrestricted it was to the
villages they covered and to the hbdhcility theywere connectedith, was expressed as an

empowering opportunity by female CHWSs.

Third, | noted that no matter how powerless these women might have felt in the society
as a whole, they still held the key to change in their home enviroramdni particular with
their children. For example, with increased knowledge, the women demanded their husbands to
provide clean water and to make sd#rines,and that everyone in the house should wash their

hands before and after the meal.

fAfter welearn about health matters, we can make our homes clean, and teach our kids a

l'ittl e, and encour @gegmleBupeavisor)t o st udy furthe

Finally, the CHW program contributed to changing the social attitudes and perceptions
regar di ng wosidethethemewAdCCHW traonarpointed out that because of the
visibility of many female CHWs in rural areas and the good work that they have been doing,
community members have become more receptitiee work of women outside the home in the
field of healh and education. A female supervisor, who had started to volunteer more than a
decade ago as a teacher and as a health worker for international NGOs and then for the BPHS,

had become a role model in her community. She had saved the lives of many women and
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children in her area and earned the respect of the communities she worked. She had recruited
many female CHWs in the villages she supervised. To get approval of community councils to

recruit female CHWSs, she said,

Al usually ask t he mml[abadsomant?lf yowthinkhsonheredos ] 0
not allow your women to become CHWS, teachers, nurses or midwives. If | am not, then
|l et your daughters come with mEemale and t han

Supervisor)

During the field visits, she mentied that she had been able to encourage many girls and women

to become CHWSs, nurses, midwives and teachers.

In other villages, reputable maehoolteachersgovernment employees, and university
students had becon@HWsand helped change the perceptioc@inmunity members regarding

the task of CHWs.

fiWhen the program started, no one wanted to be volunteer CHWSs, but now they see me
and my work, | am sure if | leave there will be a lot of men who may want to be in my

place 6 ( Mal e CHW)

The finding suggest that the presence of male and female role models in the program boosted

the status of CHW as an occupation.

9.4 Conclusion

Afghanistan is a society where patriarchal norms are naturalized through religion,

tradition and culture, and in which gendeavidion of labouris practicedstrictly. For example,
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the task of CHWs in rural Afghanistan are divided based on the gender of the CHWs with men
undertaking roles outside the home, and women undertake roles inside the home and related to
womenos weeheatthcaddwluld dare. According to the literature, professi@ns

segregated by gender roles, as midwifery and nursing are socially feminine professions, and
medicine a masculine of@urrie, Azfar, & Fowler, 2007; James & Nursing, 2001; thret al.,

2008) Even when women enter medical schools, they are most likely to become obstetricians
andgynecologistgBelay, 2010) The roles and tasks undertakenGiyWs are affected by

gender dynamics of tHaroader Afgharsociety.That the majority of active CHWs are womes

not surprising in light of the tasks they are to undertalaeused on maternal and child health
reflecting a broader gendered division of health labour. What is also similar to other health
system contextsjery few women a& community healtsupervisorsand even fewer are in
managerial or policynaking positions. The fact that many women were recruited as CHWs was
an implication of the gendesegregated society, as men were not allowed to provide services for

women.

The findings indicate that the government and the Afghan Ministry of Public Health had
stated commitment to gender equity, thé policy on gender was limited to reproductive health,
reducing the gendexquity approach to maternal and child health. This petispeaf focusing
on maternal health as a genéguity approach had its advantages and disadvantages. The first
advantage was that a large portion of resources for hea#tldirected o war ds womenads
Afghan women and children were suffering badbni poor health and this focus of the primary
health care omaternaland child health improves their health. Second, the culture of gender
segregation in the Afghan society hthé accidental logic agncouraghg more women to

become CHWs. As only womemqvide health services for women, implementing organizations
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preferred to recruit female providarsorder tobe successful in delivering the BPHR) there
are some uniquely gendered synergies of the gender of CHWSs, the gendered nature of the
work they undertake, and the gender of their clientsln doing so, the female CHWSs gained
some knowledge, social recognition, mobility in their communities, and decrsaing

opportunities.

The disadvantage of the perspective of focusing on maternal health tvasthan were
consi de&tale d n & a(Standings2012)Also, emphasizing the role of men as decision
makers and financier of services for women in the policy was an assertion of the superiority of
men over women. This maternal hedibousel perspective ignored the need to change the
power relations between different genders within the health system. The focus of the health
system on maternal health was mistakenly construedjasderequityapproach. Gendexquity
was translated as improng maternal health of women rather than strengthening the capability of
women to become free agents independent of their reproductive capacity and rights, and

obviously independent of their male relatives.

It is noteworthy that most of the tasks of CHWtated to maternal, neonatal astdld
health are undertaken lIbgmale CHWSs, whereas male CHWSs focus on environmental health and
community outreach. It would be appropriate to call the Afghan CHWs the human resources for
maternal health in rural areas. Tlolowing chapter analyzes a national administrative database
to describe in details and in numbers the relationship of the Afghan CHW program with

maternal, neonatal and child health outcomes.
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Chapter 10. The activities of CHWs and maternal and neonatd outcomesin Afghanistan

The purpose of this chapter is to understand the contribution of CHWs to maternal and
neonatal health in rural areas of Afghanistavery year, CHWSs visit thousands of pregnant
women in rural areas for antenatal and postnatal caunsetommunity membersn nutrition
and safe practices, hghpegnant womeprepare a birth plan, raise awareness regarding danger
signs of pregnancy and delivery, and hadpnmunitiegyet required services from health
facilities. CHWs also collectata on maternal and neonatal outcomedfose rural areaf this
chapter, | argue that tliwuntrywide spread ahe CHWservicesn and of itselfis acontribution
to improved maternand neonatal health by presenting some of their measured acthties
find correlationgetween the activities of CHWs and maternal and neonatal health outcomes.
The expansion of CHW services, however, has not been equitable across the country, potentially
leading totheinequitabledistribution ofoutcomes. Some @as have received more services and

drugs, while other areas remained ursienved or urserved.

Some analyses this chaptehelp us understand the distribution of Health Posts and
frequency of CHW activities (e.gANV andPNV over time and across digtis, both in absolute
terms and relative to the sizes of ffapulationsserved. Otheanalysegive a sense of the
number of deliveries and pregnancy complications managed by CHWSs [aditsoiliteand
relative to population size. Fig] someanalysesre about the context of maternal and neonatal

mortality in Afghanistan.

The data presented inishchapter iglerived froma large administrative database from
the Afghan Ministry of Public Health.use the Health Management Information System

(HMIS), focusing on variables related to the CHW activities and maternal and neonatal death in
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rural areas. The chapter starts with presenting the details of designing and extracting the dataset
from the HMIS and Central Statistics databases. It continues withigberpation of the raw

numbers, ratios of variables by population, ratios of variabldsdayth Po<, ratios of outcomes

by Health Posactivities, and a correlation analysis. The chapter concludes with a discussion of

the relationship of the CHW programith maternal and neonatal health.

10.1 Dataset extraction and data cleaning

The dataset developed to analyze the relationship of the CHW program with maternal and
neonatal health included the following variables as shown in T#ble The variables rated to
districts, which are included in the final dataset, wemgulationof the district, male population,
female population, and province nariie.analyze the relationship between CHW activities and

maternal and child healtistrict was chosen as aitiof analysis.

The CHW activities included in the dataset muenberof Health Post, normal delivery
referrals, obstetric complication referrals, and antenatal and postnatal Misétkh Posts a
house in a village where two CHWs are based. CHWs haany tasks in relation to maternal

and child health, but only four of those tasks are recorded in the datasets:

(1) Normal delivery referral is the number of normal deliveries referred by the two

CHWs in aHealth Posto a health facility,

(2) Obstetic complication referral is the number of pregnant women with obstetric

complications referred by the two CHWs iilaalth Posto a health facility,
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(3) Antenatal visitarethe number of visits the two CHWSs irHealth Posmake to

pregnant women in tirecoverage area, and

(4) Postnatal visitarethe number of visits the two CHWs irteealth Postnake to

women who recently delivered babies in their coverage area.

These variables are indicators of the existence of and activities by CHWSs in a district.

Table 10. 1 Variables included in the dataset for analysis

Type Variables Codes

Characteristics | District District

of districts District Population PopDistrict
District Populatiori Male PopMale
District Populatiori Female PopFemale
Province Province
Year Year

1l
Health Services| Number of Health Posts HP

and activities | Normal Delivery Referrals by CHWs | NDR
Obstetric Complication Referrals by | OCR

CHWs
Antenatal Visits by CHWSs ANV
Postnatal Visits by CHWs PNV
1
Health Maternal Mortality MM
outcomes Neonatal Mortality NNM

Variables

The data was extracted from the Health Management Information System (HMIS)
database and combined with a population census dataset from the Afghan Central Statistics
Office. The HMIS is a Microsoft Access database that gathers information on the
implementation of primary health care across the country. The HMIS was developed in 2003 and

revised twice to include comprehensive information on health services. After a comswliati
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HMIS officers, | chose to analyze data from 2009 onward as HMIS officials indicated that data

quality and comprehensiveness had improved by 2009.

The data on districts of Afghanistan were retrieved from the national census dataset of the
Afghan Central Statistics Office. As the CHW program was intended only for rural populations,
included only those districts with a rural population in the national census dataset. The term
0rur al 6 di d-cunhdefinitioh laythe AfghancCengral $tatcstiOffice. Reviewing the
dataset of the Afghan Central Statistics Office, | observed that the-wrkamivide in Afghan
databasewasambiguous at best. The number of people living in an area is one, but not
definitive, way of distinguishing urban fromrural. |1 observed that the lowest number of people in
a district (Mahmud Raqi, the capital town of Kapisa Province) considered urban by the Afghan
Statistics Office was 1,550 people. In contrast, | visited a rural area, a large scattered village, in
ParwanProvince, which had approximately 5000 people. In short, the criteria for-tukan

distinction were not explicit in Afghan documents.

Forthisresearchrural areas in Afghanistan refer to an area not identified as urban by the
Afghan Central Statistis Of fi ce. Some districts had the va
meaning those districts were entirely rural. In 2014, tmgeout of 34 provinces of

Afghanistan were entirely rural, and the rest of the provinces had at least one urban district.

There was also a mismatchtire numberof districts with rural populations between the
HMIS data and the national census datee CHW program covered five districts with no rural
population in the national census dasarural areas. In order to be aldalescribe the ratio of
variables by population, tho&ge districts with no rural population in the national census

database, but with data from the HMIS, were removed from the final dataset. Afghan Central
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Statistics Offi ce 6sl0afahichweeesemporay (hot yeOpBomdead sotar i c t
full administrative unit) andive others did not have any rural population. Thus, there were 393
districtsin the entire countryith rural populatiors. All districts withHealth Post and records

of its activities were included in the final dataset. There were 22 districts wittealth Po<,

which were removed from the final dataset. Districts Wwi#falth Post, but with missing

activities such as referrals and home visits were also removed fratedisetbecause the mere

existence oHealth Post without their activities would not contribute to the analysis. There were

13 such districts

Data from 2009/10 to 2012/18hé equivalent of Afghan/Persian years of 1388 to 1391)
were included in the analigs Since the number éfealth Post was reported every month, to
find the number of activelealth Post in a year, the median numbergalth Post reported
over 12 months was chosen because an outlier in a month would dramatically change the mean.
Otherhealthservices and activityvariables were added over a year. For example, the number of
normal delivery referrals by CHWs monthly was added over 12 months to give the annual
cumulative number. The initial two years of data did not have antenatal andtposisits by

CHWSs because those activities were included in the terms of reference of CHWSs in 2011.

Tests of normality on all variables indicate a significant deviation frormal
distribution(Kolmogorov+Smirnov Sig = 0.000 and Shapivililk Sig = 0000). Thusthe
medianis used fothe generaldescription of the data, and mean is reported in parenthesis.

(Appendixi Tablel0.2)
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10.1.1 Quality of the data

Ensuring the quality of data from developing countries is always difficult. In the
meantime, unerstanding the process of data collection and evaluating each step can help us to
understand the extent to which the data are robust and identify potential challenges. The data of
the HMIS was collected by CHWs. CHWs were provided with a pictorial tadlgtsigure 5.1)
to record their activities and some major health indicators such as maternal and neonatal death on
a monthly basis. The tally sheet had a box for each indicatioiding antenatal and postnatal
visits at home, normal delivery referralfstetric complication referrals, maternal death, and
neonatal death. CHWSs used straight lines as a unit of measurement. For example, a symbol like
d—+ in thénormal delivery referral box meant 5 referrals were made in that month. At the end
ofthemonth CHW supervisor recorded CHWsO pictori a
Monthly Activity Report (MAR). The supervisors combined the monthly activity report from
all their CHWs into another form called the Monthly Aggregated Activity Report (MAAR
These forms were entered into a provincial HMIS database and sent to the national Ministry of
Public Health in Kabul. The provincial HMIS was manually updated into the national HMIS
every quarter of a year. At the end of the year, the national HMI&a#ceived a paper copy of

the Monthly Aggregated Activity Report to crosscheck with the provincial HMIS.

To examine the validity of the national HMIS data, | collected Monthly Activity Reports
and Monthly Aggregated Activity Reports fradealth Post ard health facilities for the year

2012 during myfieldwork and crosschecked them with the data in the provincial and national

" Mar (or Maar) in Persian means snake. The data collection form MAR is known as the smakusdakAAR as

the large snake. It signifies two things: first, a large form that collects data on activities of the CHWSs from the
communities; and second, a chain through which information is carried to the highest level at the Ministry of Public
Health.
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HMIS. During my fieldwork in 2013, | collected the 2012 Monthly Activity Report and Monthly
Aggregated Activity Report forms frombHealth Post and 9 health facilities in 8 districts of 4
provinces. | crosschecked the data fidealth Post with the health facilities, and from health
facilities with the HMIS database. The aggregated data from one level matched the higher level
of daa, supporting the quality of the HMIS database at least in terms of its accurate

representation of the monthly reporting forms.

10.2 Findings

10.2.1 Descriptive summary of raw numbers

A general summary of all variablesprovidedin raw numbersn Table10.3 (In
Appendix) The number of districts with at least drealth Pos{two CHWSs), according to the
HMIS, has been changing from 361 in 2009, to 355 in 2010, to 374 in 2011, and 371 in 2012.
Around 19 million people lived in those rural areas (Fiduxd). The number of population in

each district ranged from 5,500 to 241,700, with a median of 42,000 (mean=51375).

The number oHealth Post and their referrals also changed over years. In 2009, there
were 7,93Health Post across the rural areafthe country. The number decreased slightly to
7,776 in2010and increased steadily to 10,503 in 2011 and 11,715 in 2012. In the meantime,
CHWs in theHealth Post referred more than 100 thousand normal deliveries and slightly less
than 24 thousand obstetaomplications to health facilities in 2009. The referrals followed the
same trend as the numberHdalth Pog, slightly decreasing in 2010 and increasing

continuously in 2011 and 2012. (Figur@2)
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In 2011 ,antenatavisits (ANV) and postnatal visit®?(NV) were added to the tasks of
CHWs. In the first year of the introduction of the tasks, CHWs made more than 200 thousand
antenatal visits and around 150 thousand postnatal visits across the country. In the second year
(2012), the numbers almost doublecatound 400 thousand antenatal visits and around 260

thousand postnatal visits. (Figut8.3)
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Figure 10. 1 Number and population of districts covered by the CHW progran2009-2012 (CSO, 2014)
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Number of health posts, normal delivery and obstetric complication referrals between 2009-2012
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Figure 10. 2 Number of health posts, normal delivery refe rrals and obstetric complication referrals ,2009-2012
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Figure 10. 3 Trend of antenatal and postnatal visits from 2011 to 2012



COMMUNITY HEALTH WORKERS OF AFGHANISTAN 225

1,763.0

1500-

1,232.0 1,194.0

1,082.0 =
1000-

Maternal Mortality

500

8K 7,588

6K~ 6,103

4,480 @ 4,915

4K~

Neonatal Mortality

2K-

0K

1 1 1 1
2009 2010 2011 2012
Year

The trends of sum of Maternal Mortality and sum of Neonatal Mortality for Year.
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In terms of maternal mortality (MM) and neonatadniality (NNM), CHWSs recorded
1,082 maternal deaths and 4,480 neonatal deaths in 2009. The number increased to 1,232
maternal deaths and 4,915 neonatal deaths in 2010, and to 1,763 maternal deaths and 7,588
neonatal deaths in 2011, but decreased to 1,Hdrnal deaths and 6,103 neonatal deaths in

2012. (Figurel0.4)

10.2.2 Description of ratios by population

In Table10.4 (Appendix)and figurelQ.5, the data are reported in relation to the
underlying population of each district in order to interpretedéhces over time. The median
ratio of Health Post per 10,000 people increased from 3.8 (Mean=4.6) in 2009 and 2010, to 5.1
(mean=5.9) in 2011, and 5.9 (mean=6.6) in 2012. The median ratio of normal delivery referrals
and obstetric complication referralsopped slightly from 2009 to 2010, increased from 2010 to
2011, and remained almost the same level from 2011 to 2012. The median ratio of antenatal and
postnatal visits increased dramatically from 2011 to 2012, following the same trend as the raw
numbersThe median ratios of maternal and neonatal mortality per 10,000 people dropped

slightly in 2010, increased in 2011, and dropped again in 2012. (Fif&e
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Ratio of variables by 10,000 population between 2009-12

Year

5.112

Median
NDRperl0pop
N £
o o o ()]
1 1 1
o IN
w N
wi w

N
1

Median
HPper10pop
e

Median
OCRperl0pop
t

o

,_.
o
?

v
o
1

o

0.18622

o
[N
)

Median MMper10.. Median PNVperl.. Median ANVperl..
o
i
1

Median
NNMperlOpop -
|

o

2009 2010 2011 2012

Median of HPper1Opop, median of NDRper10pop, median of OCRper10pop, median of ANVper1Opop, median of PNVperlOpop, median of
MMper10pop and median of NNMper10pop for each Year.
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Distribution of Health Postsper 10,000 population by province

The ratio ofHealth Post by population indicates the burden of coverage on the existing
Health Pos. According to the BPHS policy,Health Poshas a catchment area of 1,000 to
1,500 people (average2b0).l took that number as a measure to desdiibalth Post
distribution in each province of the country over four yeaosestimate the distribution of
Health Post per population in each distritte numbers dfiealth Posin a district are added

overa year divided by the population of each district, and multiplied by 10,000.

HPperl0pop = HPs / District Population * 10,000

HPperlOPop is the ratio bfealth Post per 10,000 population in each district. HPs is the
sum of allHealth Poshumbers in aigen year andlistrict, and10,000 is thewverage minimum
number of people for 18ealth Post. | mapped the number éfealth Post by 10,000
population, as readers might find it easier to read 3 per 10,000 rather than 0.3 pérdl,000.
present the data provincethe median numbers éfealth Posper population in districts were

added to make up the median numbdreélth Post in a province between 2009 and 2012.

As aHealth Postvas designed to cover a range of 1,000 to 1,500 pebplepap of each
province turned green when it reached a ratio oftdealth Posfor 1250 people (8 for 10,000).
Numbersbetweers, the idea number of Health Posts for 10,p0fulaton and 0, the lowest
possible numberyere equally divided into three ranges to categdheeprovinces. Median
numbers below 2.67 were considered extremely low and painted in the darkest color. Median
numbers below 5.34 and above 2.67 were considered low. Median numbers below 8 and above

5.34 were considered slightly low and painted in ligiok
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Figure10.6 shows the distribution ¢fealth Post per population in all provinces from
2009 to 2012By 2012, only 6 provinces had reached the ratio ldéalth Postor 1250 people.
There were no provinces witdmextremelylow number ofHealth Poss, butstill, as many as 8

provinces had lower than 5.8#alth Post per 10,000 people.

10.2.3 Description of ratios by Health Posts

Reporting variables biealth Posareimportant because it helps understand the
distribution of workload on CHWSs, antd distribution of health outcomes by catchment areas.
Table 10.5 (Appendix3ummarizeshe ratios of all variables yealth PostThe median ratio of
referrals peHealth Posshowed asteadydecrease over four years. In 2009, around 12.5
(mean=13.9) nanal deliveries were referred by eddbalth Postdecreasing to 12.1

(mean=13.2) in 2010, to 10.7 (mean=12.2) in 2011, and finally to 9.7 (mean=10.9) in 2012.

The median ratio of obstetric complication referral ldealth Postropped from 2.3
(mean=3.3)n 2009, to 2.0 (mean=2.9) in 2010, to 1.7 (mean=2.8) in 2011, and to 1.3
(mean=2.6) in 2012. The median ratio of antenatal visitélpalth Pos increased dramatically
from 16 in 2011 to 28 in 2012. The media ratio of postnatal visits per Health Rost@sed

from 11 in 2011 to 19 in 2012.

The median ratio of maternal deaths was around 3.6 pdidaith Post in 2009,
decreasing to 3.4 in 2010, increasing to 4.3 in 2011, and decreasing back to 3.1 in 2012. The
median ratio of neonatal deaths increbfsem around 40 per 1(8ealth Post in 2009 and 2010

to 45 in2011and dropped to 33 in 2012. (Figure 10.7)
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Ratio of health post per population by province in 2009
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Ratio of variables by health posts between 2009-2012
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10.2.4 Description of ratio of outcomes by CHW activities

The final stage of the descriptive analysis was to examine the relationship between
activities of CHWs and the maternal and neonatal outcomes. Table 10énh@hpand Figure
108 showshe ratio of maternal and neonatal mortality by normal delivery referrals, obstetric

complication referrals, antennal visits and postnatal visits

In 2009,the media ratio of maternal mortality by 100 normal delivery refernaiss
0.27, which means one maternal death in 400 normal deliveries. In 2010, it decreased to 0.22,

and again increased to 0.44 in 2011, and decreased again to 0.32 in 2012.

In 2009, almost 2 (1.82) mothers died for every 100 obstetric complication iefarra
rural Afghanistan. The ratio followed the same decr@as®asedecrease pattern in the

following years (1.54 in 2010; 2.67 in 2011; 1.75 in 2012).

As antenataand postnatalisits started in 2011, one woman died for every 500 antenatal
visits in2011(ratio 0.19) which drgped toone death in every 125%Gsits (0.08) in 2012. For
postnatal, one woman died for every 300 postnatal visits in 2011, which dropped to one woman

for every 700 postnatal visits.

In terms of neonatal mortality, 3 newboutied for every 100 normal delivery referrals in

2009, increasing to 3.2 in 2010 and to 4.5 in 2011, and decreasing to 3.4 in 2012.

The number of deaths linked to obstetric complication referral was high. Twenty
newborns died for every 100 obstetric coroaiion referrals in 2009, increasing to 20.2010

and to 28.6 in 2011, and then decreasing to 23 in 2012.
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In relation to home visits, 2.4 newborns died for every 100 antenatal home visits in 2011,
dropping to 1.2 in 2012. Almost 4 newborns died faergv100 postnatal visits in 2011, dropping

to around 1 in 2012.

Overall, themedian ratio of maternal mortality followed the general trend of raw
numbers, which showed a slight drop in 2010, an increase in 2011, and a decrease in 2012. The
median ratio oheonatal mortality also followed the same trend; except instead of the slight drop,

it showed a slight elevation in 2010.
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10.2.5 Correlations

| also analyzed correlations between ratios of all the variables by 10,000 populations,
finding that most variables were significantly correlated at 0.01 or 0.05 level. In somdlmases,
Spearman coefficient was higher titae Peason coefficient, meaning that the correlation might

not be linear.

Table10.7 shows the ratios ¢tealth Post are positively correlated with normal delivery
referrals (rs=0.5), obstetric complication referral (rs=0.3), antenatal visit (rs=0.5), anat@lostn
visit (rs=0.5). The correlation ¢ttealth Postvith maternal mortality is not significant at rs=0.03,

while the correlation ofealth Poswith neonatal mortality is significant but weak (rs=0.07).

Table10.7 also shows the ratios of normal delivegferral are positively correlated with
obstetric complication referral (rs=0.6), antenatal visits (rs=0.4), postnatal visits (rs=0.5),
maternal mortality (rs=0.05), and neonatal mortality (rs=0.07). It shows the correlations with

maternal and neonatal ntalities are very low.

Table10.7 shows that the ratios of obstetric complication referral are significantly and
positively correlated with antenatal visits (rs=0.2), postnatal visits (rs=0.3), maternal mortality
(rs=0.3), and neonatal mortality (rs=0.Zable10.7 also shows that antenatal visits have a
significantly positive correlation (rs=0.9) with postnatal vid#eth antenatal and postnatal visits
have positive, weak correlation with maternal mortality (rs=0.1), and neonatal mortality (rs=0.2).
Finally, the table shows maternal mortality by population has a strong positive correlation

(rs=0.6) with neonatal mortality.
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Table 10. 2 Correlations between ratios of health posts, its activities, and maternal and neonatal mort

alities by 10,000 population

Type of Health post Normal Obstetric Antenatal Postnatal Maternal Neonatal
Correlation  per 10,000 Delivery Complication Visit per Visit per Mortality Mortality
people Referral per Referral per 10,000 10,000 per 10,000 per 10,000
10,000 people 10,000 people people people people people

Health post 1 1 1 1 1 1 1 1

Normal Delivery Spearman  .535** 1

Referral per 10,000 Pearson 625"

people

Obstetric Complication Spearman  .326** B71x 1

Referral Pearson 297 A450%*

Antenatal Visit per Spearman  .498** A430** .207* 1

10,000 people Pearson .620** 710** 197**

Postnatal Visit per Spearman  .535** A493** .288** .911** 1

10,000 people Pearson .605** 716** .291** .927**

Maternal Mortality per Spearman  .029 .052* .251** .095** .103** 1

10,000 people Pearso .057* .062* .166** .034 .053

Neonatal Mortality per Spearman  .065* .068** 244 .180** 72% .628** 1
Pearson .235* .198** 114* .318** .280** 551**

10,000 people

* Correlation is significant at the 0.05 leveltédled)
**Correlation is significant at the 0.01 level@iled)
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10.3 Discussion

The chapter did not aim ttributethe impact of the activities of CHWs on maternal and
neonatal deaths. Maternal and neonatal health is the function of multiple factodéng, but
not limited to, genetics, environment and social factors, lifestyle and the health sysiegthe
administrative dataset available in Afghanisthe, chaptedescribed available data antbre
modestlyattempted to find associations beemehe activities of CHWs and maternal and

neonatal outcomes.

CHWs undertook most of the activities related to maternal health in the villages of
Afghanistan where there was a lack of professional health providers. The findings indicate that
thousands gbregnant women in rural Afghanistan were referred to health facilities for maternal
and child health services. Thousands of others were visited at their homes before pregnancy and
after delivery to ensure they wesell taken care ofCHWSs even arrangedaimsportation for
pregnant women to health facilities to receive proper care. The numbers are significant because
rural Afghanwomen have a tradition of giving birth at home and avoid seeking professional

health services even in severe cases of complicaidayhew et al., 2008)

But the distribution oHealth Post across the country was problematic. The significant
nortnormal distribution oHealth Post by population found in this study suggests thexeew
highly unequal district and provincial coveragdeading to potential unequal maternal and
neonatal health outcomePrevious studies on maternal and child health outcome found unequal
distribution across the countrwhere mountainous and hai@reach areas had many times

higher mortalities than rural areas close to towns and ¢immi et al., 2015; Bartlett et al.,
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2005; Gupta, Buaib, Becker, Rahman, & Peters, 20Hijst, the findings imply that there were
large pockets of populations who were not covereHdgith Post. Second, as resources were
allocated to alHealth Post equally, without any considerations to the nundbgreople they
covered, the findings suggest that there was a significandistalbution of resources,
particularly drugs in areas coveredidgalth Pot. It means that small pockets thie population
under apparent coveragekdéalth Post do not recee services. Thus, it is not just abthe
absencef CHWs but also about fewer of them for larger populatiohs. findings indicate

there is a need for mokealthPoss and more equitable coverage of populationsibglth

Poss. There is also a need foirther studies to identify thosarge and smalpockets of

populations who are nétuly served by the program.

The descriptive analysis of the data suggesgisreerally positive correlatiobetween
Health Post, the activities oHealth Post, and thenaternal and neonatal outcomes over four
years (from 20022012). The trend in the number and ratidlefalth Post shows a slight
downward slope in 2010 and steady upward slope in 2011 and 2012. Activities of CHWs follow
the same trend. From a startingrion 2009, the number of maternal and neonatal mortality
increases in 2010 and 2011, and then drops notably in 2012. But the ratios of maternal and
neonatal mortality by population and Bgalth Posshow a decrease in 2010, an increase in
2011, and a dwease in 2012. (Figud®.9) The association between the ratidHgfalth Post
and their activities (except obstetric complication) by population and maternal and neonatal
mortality by population were both positive in 2011, and negative in 2010 andTAgd.2nly
variable that followed the same trend as the ratio of maternal and neonatal mortality by

population was the ratio of obstetric complication referrals by population.
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A possibly useful interpretation of the trends can be carried out through understanding
the way outcomes are reported. The increasieeiratio of maternal and neonatal mortality in
2011 could be explainday an increase in the ratio Bealth Pod in the same year, meaning an
increase irthecoveragerea, leading to an increase in reporting maternal and neonatal
outcomes. Second, as the impact of some maternal services could be measured months later, a
delayed relationship between the number of CHWSs and their activities and maternal and neonatal
deaths could be seen in the trenddentified as delayed association in our study. One example
of delayed association is that with the decrease in the numbkeratth Post and the number
and ratio of CHW activities in 2010, the number and ratio of maternal and neonatal deaths
increased in 2011. Also, with the increase in the number and the réteatth Post and CHW
activities in 2011, the number and rationeaternal and neonatal mortality decreased in 2012.
Another factor that might have contributed to the drop of maternal and neonatal death in 2012
was the inclusion of antenatal and postnatal visits to the task of CHWSs in 2011. The antenatal
visits of 2011might be associated with the maternal and neonatal mortality through the delayed

association process.

In short, the relationship of CHWs and their activities with maternal and neonatal deaths
arecorrelational CHWSs, as volunteer primary health care jievs in rural Afghanistan, make
animportantcontribution to maternal and neonatal health, as the mere existedealtf Post
with two CHWSs in rural areas is an improvement compared to no health services. More research
is required taletermine if therés acausal relationshipetweerthe CHW activitiesandmaternal

and neonatal outcomealthough the data presented in this chapter are suggestive of this
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Administrative data have both strengths and limitations for health services research. The
major adantages of administrative datasets are the large numbers of observations from a wide
range of area, giving researchers the ability to generalize their findings. The Health Management
Information System had data from more than 300 districts of Afghan3é&apite the fact that
data was available for 9 years, | used only four years data. Another advantage of administrative
data is the low cost of data acquisition. The Health Management Information System is available

for researchers upon an ethics approyaiie Afghan National Public Health Institute.

An important limitation of the administrative dataset was a general lack of socio
demographic variables that could be used to analyze disparities in healthcare. The smallest unit
in the Health Management Infoation System wasldealth Postnot an individual. The
database lacked information on gender, age, education, income or ethnicity of users.
Demographic data available were location and population size. Another limitation was that the
data were availabledm areas where CHWs existédlaces where CHWs did not or could not

work, did not have data.
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Chapter 11 Discussion and Conclusion

Thisthesisaimedto explore an Afghan CHW program, which was designed to address
one of the wor | dnéonataimortalisytnd enchtorécrshmodalge odhurdan
resources for health in rural settings. In 2002, waman died every 30 minutes due to
pregnancyrelated causeand complications (MMR: 16Q0030,000 live births}Bartlett et al.,
2005) In 2015, maternal mortality had dropped fourfold to 400, but still remained one of the
worst in the world (WHO, 2014). In terms of human resources for heakthyding GHWs,
Afghanistan had 9.4 health professiorfals10,000 populatiom 2013, with the minimum
required professionals estimated to be 2D®00(Campbell et al., 2013Access to basic
health careonetheles$iad increased from around 10% of the population in 2002 to 57% in

2013.

One of the many factors that contributed to improved health status in the decade after
2002 was the Afghan national CHW program. The CHW program was a component of a Basic
Package of Health Services (BPHS) contracted out by the Afghan Ministry of Public Health to
norrgovernmental organizations for implementation. The objectives of this thesis were (1) to
explore the structure of the CHW program within the Afghan health sy§?2@mnderstand the
organizational and community contexts influencing the implementation of the program, and (3)
analyze the relationship of the CHW program with maternal and child eedttbmesn rural

Afghanistan. The research questions related jectiizes were:

Objective 1:

1. What is the structure of the Afghan CHW program?
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Objective 2:

2. What is the organizational context of the Afghan CHW program and how do the
organizations contribute to and influence the CHW program?

3. What is the community contekt the Afghan CHW program and haloesthe
community contribute to and influence the CHW program?

4. How are CHWs the human resources for health in rural Afghanistan?

Objective 3:

5. What is the relationship (a potential influence) of the national CHW progitim

maternal and neonatal health in rural Afghanistan?

The overarching theory guiding this woskasComplex Adaptive Systems Theory applied to

health systemsSystems have partglationshipsand functions; health systems have building

blocks, relatioships, and goals. The building blocks of health systems are health service

delivery, health workforce, health information system, medical products and technologies, health
care financing, and leadership and governg8esigny & Adam, 2009)Applying Complex

Adaptive Systems Theory dhe healthsystem is about explaining the complexity of the
relationships between parts of health systems, and taking into account that people are at the core
of a complex adaptive health systé®avigny & Adan, 2009) This study approaches the

Afghan CHW program asiaHRH intervention that intersect tpemary health care and

population health systemgthin the broader Afghan health system, and one that addresses

inequity in health care, iparticular gencer inequity The relations within and without the health
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system arénfluences and therefore analygbdoughthetheoetical lensesf power and gender

dynamics in particular

In this final chapter, tevisitthedata that responds to thesearch questnsfirst. | then
compare the findings with the existing literature on CHWWG discuss the theoreticiimension
of the CHW programFinally, | describe th&ey contributionf this research, but also highlight

the limitations and areas for future resdar

11.1 Summary of the findings

In answering the first research question, the main argument of chapter five was that the
actual CHW program in rural Afghanistan was mainly guided by the policy of the health system
but was also largely influenced by thewer and gender dynamics of the community context in
which it was implemented. Lovevel favouritism took place in communities where village
leaders or elders exercised their traditional authority to nominate their siblings and relatives to
become CHWSs. Miage leaders elevated their status through controlling distribution of health
resources. Implementing organizations exercised their techait@hal power reducing the
standard training durations and bypass bureaucratic procedures. The significariteierits
drug supply for the success of the program referred to the tendencyrediwlizatiorof the
program, reflecting the medical power of the physicians who managed the program at the policy
level. Community gender roles largely determined tdiskaion,training,and supervision, and

drug supply within the program, something furthered discussed in the chapter on gender.

In Chapter @ argued that the complexity and adaptability of the Afghan health systems

means one must take into account eratof effectiveness, efficiency, timeliness, and costliness.
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| find that despite the significant role that the Afghan Ministry of Public Health, international

donors and technical agencies, and implementing organizations play, the interaction of these
organizations is overly bureaucratic and often negatively affected the smooth implementation of

the BPHS and the CHW program. Lack of coordination between and within these organizations,
overl apping roles and structuirmeisst diuwatbtafc at & o
donation for the administrative processes were some of the many ways negatively affected the

CHW program.

Chapter 7 was developed around the third research question and explored the community
component of the Afghan CHW prograithe community level is another layer of the complex
adaptive system that makes up the Afghan CHW program. Communities were mapped at the
outset of the CHW program intervention, but these communities of people are not passive
recipients of health servicdsit active participants in the way health services are provided. This
chapter described the challenges of community mapping at the village, provincial and cross
provincial levels. Defining community and appropriate mapping of communities in practice are
significant and at the same time challenging tasks. | found that pcftilalc power in the
community and legalational authority of the health system influenced the way communities
were mapped in an inequitable manner. Inequitable mapping, in tutnpoted to theunfair
distribution of resources to the populatiolmstypical CHW programs, CHWSs are considered to
be a bridge between the health system and the communities representing both parties, but in
Afghanistan, CHWSs only represented the healtesns in the communities. Representation of
the villagecommunities to the health system was not by the CHWSs, but mainly by the Facility

Health Councils. Finally, intesectoral action aligning educatidrealth,and rural development
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efforts occurred natally in villagecommunities without any tedown instructions, as

community members found it important to do so.

Addressing the fourth research question on CHWSs as a human resource for health in rural
Afghanistan, Chapter 8 argued that CHWs are thdlinencare providers in rural areas of
Afghanistan. Unlike professional health providers, such as doctors and nurses who congregate in
cities, CHWs are dispersed in rural and remote areas of the country with strong ties to their
communities. The tasks ofHWWs are numerous but CHWSs role is more than just the sum of their
tasks; they occupg uniqudocation juxtaposed between different systems. CHWSs are primarily
communitybasedvolunteerdout reimbursed for the cost of their monthly trips to health
facilities, immunization campaigns, and annual data collection for household surveys. As
volunteers, they could be situated within informal system of care, but as member of the health
system they attempt to gain a status within the health system, as well asthgthown
community. CHWSs are by no means an alternative to professional health providers, but in places
where there is no professional provider and the chances of training and/or recruiting professional
providers are low, CHWSs are the only option to trisesic health needs of the population. That
CHWs are necessary in their context is obvious, but the challenge is that they are viewed as
second option after professional providers; therein lies a paradox. This study suggests in places
where professionalrpviders arainavailableCHWSs have the potential to extend the services to
marginalized populations, provide community health services, and become a member of the
health provider team. Viewing them as part of a team contributes to their status both in the
community and the health system. CHWSs also have the capacity to learn new roles quickly

helping a complex health system adapt to a changing need of the context.
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Chapter 9, exploring gender dynamics of the Afghan CHW program, revealed that the
Afghan CHWprogram had two intersecting layers influences by gender. The gender equity focus
of the CHW program aimed at improving access to health care for women through focusing on
maternal healthDespite some positive aspects, the gemdgnty focus of the progm was on
women as patients more so than on women as health provideraniquely dichotomized
gendered division of labour in the Afghan society divided tasks explicitly between male and
female CHWsIn keeping with gendered nornfemale CHWs undertoaéctivities within the
realm of the house such as home visits for maternal and neonatal health, while male CHWs
undertook activities outside the realm of the house such as sanitation and public message
provision.In the realm of gendered work, women wergareled primarily as cheap health
workers able to tackle health issues related to woitiemliterature on the gendered division of
labour in Western contexts may reflect a more invisible yet insidious division, while in
Afghanistan it is more explicit bt the same time perhaps even more taken for granted. The
intersection of the gender equity approach and the gendered nature of the work aswttangss

layeraddto the complexity of the Afghan health system.

Drawing ona large administrative datagetm the Afghan Ministry of Public Health,
chapterlOfocused on theontributiors of the CHW prograrto improved maternal and neonatal
health.The data suggethat increased antenatal and postnatal home waisitg) with referrals
were associated with deeased maternal and neonatal mortality over time. At the same time, a

positive correlation was found between obstetric complication referral and neonatal death.
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11.2 Afghan CHW program and the existing literature

My findings of theAfghan CHWprogramis comparable to a number of other national
and countrywide CHW programs, namely CHW programs in Pakistan, Bangladesh, Iran, Brazil,
and Ethiopia (Table1l1). The similarity of these programs is in their overall structure. They are
all countrywide programsttempting to link communities with the health system. Their
differencedie in the details of their tasks, the recruitment process, training, supervision,

incentive, and career development.

Generally, the size of these CHW programepend on the numbeof populations they
coverAf ghani stanés 26, 000 CHWs serving a rur al [
compar abl e wiBehvarawhoasang sin eStimatédd ZB million rural populations
(Javanparast et al., 2012; Perry, 2018)mostcountries a CHW has the responsibility of
around 750 to Q00 individualswhich is similar to the Afghan findingexcept in Ethiopia
where a Health Extension Worker covers around
Extension Workers who are paid by t headagroupoftenwoloegr heal t |

community health worker@hutta et al., 2010; Najafizada et al., 2014)
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Table 11.1 Comparing Afghan CHW program with other national CHW programs
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Country z CHW Program Number Ratio per Recruitment Training Roles and Supervision Incentive Professional
Program (CHWs title) of CHWs population (Community (Duration, Type) Responsibilities (Frequency of Development
recommendation, supervision of a
gender, educational CHW)
criteria)
Pakistanz Lady Health 100,000 1/1000 - Community approval - 3 months in-class -MNCH, Yes: Lady Health Salary:$30 a | Lady Health Supervisor
Federal Workers in 2006 individuals - Only women - 1 year onthe-job Nutrition, CD, Supervisors (Once a month and Field Program Officer
Government Program (LHWs) - 8 years of schooling (1 week per month PHC month)
in-class)
Bangladeshz Shasthya Shebika| 100,000 1/150-200 - Community approval - 4 weeks inclass - MNCH, Yes: Highlevel CHWs | Volunteer None
BRAC CHW Program in 2013 Households -Women - Monthly refresher Nutrition, CD called ShathyoKormi
(SS) - Few yearsof schooling PHC (Once a month)
Ethiopia z Health Extension | 30,190 in 1/2500 - Community approval -6-12 months - MNCH, Yes: District Salary:$40 Cettificate to Diploma to
Government Program (Health 2010 individu als - Women - Frequent Nutrition, CD, Supervisory Team $60 a month | become (Nurses) Proper
Extension (supported - 1o years of schooling refresher and PHC (Multiple times a education
Workers) by Volunteer month)
CHWSs 1/250
individuals)
Brazil 7 Family Health 240,000 1/750 - Community approval - 8 Weeks inclass - MNCH, Yes: Nurses (Once a | Salary:$100 | None (Strong Unions)
Government Strategy in 2009 individuals - Men and women - Once a month Nutrition, CD, month) to $228 a
(Community (150 - 8 years of schooling PHC, NCD month
Health Agents) households)
Iran z CHW Program 31,000 in 1/750 - Community approval - 2 years inclass - MNCH, Yes: Rural Health Salary: Inclusion of Behvarz
Government (Behvarz) 2007 individuals - Men and women and onthe-job Nutrition, CD, Centers Curriculum into university
- 12 years of sclvoling training NCD, PHC program to receive
- Annual Refresher AAAEAT 1 080 AA
Afghanistanz CHW Program 26,000 in 1/750 - Community Approval -6 months (in-class | - MNCH, CD, PHC| Yes: Community Volunteer Occasionally CHWs
Government (CHWSs) 2013 individuals -Men and women and onthe-job Health Supervisors become supervisors,
implemented - Preferably literate training (Once a month) receive further training to
by NGOs - Monthly refresher become community

midwives, and community

nurses

MNCH=Maternal, Neonatal and Child Health, CD=Communicable Disease, NCD=ddommunicable disease, PHC=Primary Health Care
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CHWs haveabroadrange of roles and responiities, whichis similar to the other
countries.Studies on CHWs, including this thesis, indicate that ChiWgertake a variety of
tasks including tasks related to maternal, neonatal and child health, nutrition, coabteunic
diseases, hygiene and sanitation, disease prevention, and general health p{@atiaet al.,
2016;Bhutta et al., 2010; Javamaat, Baum, Labonte, & Sanders, 2Q1d)tCHWsbroles are
flexible depending on what is required of them in particular con{@esy et al., 2016)CHWS,
in developing countriesuch as in Afghanistafill a void created by a lack of professional
health provider®y undertaking simple curative services. CHWs extend heaithces of
professional providers by referring patients to them. CHWs extend the range ofrbleaétti
services by undertaking health promotional disgtase prevemn tasks that professional
providers usually do not assurgighutta et al., 2010My contribution to this literature is that in
a relatively weak health system where there is a shortdgenwdn, physicahnd financial
resources for health, volunte@HWs fill the vacuum byroviding basic health services in rural
and remote areas throughrtly playing the role of a doctor, partly a nurse, partly a counsellor,
and partly a community develop@tajafizada et al., 2014Pverall, CHW'srole and
responsibilities in various countrigacluding Afghanistanhave contributed positively to the
countryo6s hhattaethl, 2010t JavanparastnBaum, Labonte, Sanders, et al., 2011;

Najafizada et al., 2014)

The challenges to theles of CHWd found in this thesiaresimilar to the ones in other
studies Some challenges that CHWs encounter, in providing services, are due to the health
system and some are due to the community. Health system challenges include shortage of basic

drugs and equipment, insufficient initial and continuing training, poor supervision, and low
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remuneratior{Perry et al., 201@hutta et al., 2010; Lehmann & Sanders, 2007; Najafizada et

al., 2014) In terms of remuneration, for example, salaried CHWs may be obligated to undertake
their tasks, but volunteertN's can easily escape overwhelming load of responsibilities by
either choosing to do certain tasks or not do any tasks(&tadifizada et al., 2014Community
challenges include unhealthy traditional beliefs and practices such-asstiutional delivery,
considering running water as drinkable, seeking religious healersefwal health and many

others(Najafizada et al., 2014)

The recruitmentriteria for CHWs in Afghanistan could be seen in other contexts too.
For example, ne of the main recruitment criteria in all the CHW modelsewed for this thesis
has been community origin and/or approval by the commuBhytta et al., 2010; Lehmann &
Sanders, 2007 he criteria has been practiced in three ways: selection by community leaders,
nomination by health facility officers and approval by community leaders, or selected by a
comnunity health counci(Bhutta et al., 2010; Javanparast, Baum, Labonte, Sanders, et al.,
2011; Najafizada et al., 2014he Afghan CHW policy suggested recruitment of CHWs by a
community health council, but ipractice althree recruitment methods were used inAfghan

CHW model. The particular method chosen was contingent on the village context.

Literacy and education has been a preferred critetize literaturebut often
overlookedn the Afghan cotextas it has been difficult to find literate and educated people in
rural area®f Afghanistan(Bhutta et al., 2010; Najafizada et al., 201390 mecountriesonly
recruit female CHWsaking into accounthe gender context of their societych as those in
Pakistan, Bangladesh and Ethioffutta et al., 2010)AfghanCHW program on the other

hand, has ignored the gender context of the society and recruited both male and female CHWSs,
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allowing the community to assign gendered roles to the CHWSs. Tsimilgr to the Iranian
modelwhere both male and female CHWs agerted but they assume differeaskappropriate

to each gender in the commun{fiavanparast, Baum, Labonte, & Sanders, 2011)

Training has been a significant componenalbCHW programs with implications for
further professional development, supervision and remuneratieriterature indicates that
CHW programs have three types of trainingciass, orthefield, and inservice. Iaclass
training includes the theoretical componenttlo&field training includes the practical
component, and refresher training is a cordimiupdate and upgrade knowledge of CHWs
(Bhutta et al., 2010)The Afghan model included all three types of trainifilge difference
betweerthe Afghan modehndthe others is in thduration of trainingAfghan model has an
initial 6 month training with ofgoing refreshetrainingevery month, while Bangladesh has 4
weeks of imtial training and Iran has 2 years oftial training(Bhutta et al., 2010; Javanparast,
Baum, Labonte, & Sanders, 201Anhotherimportantaspect of the training is thieliverer of
the training, and whethdnetrainingis integrated in the education system of the couiry.
Afghanistan, the training is delivered by implementing organizations at their provincial offices
and sometimes at health facilities, and the certificate of completion of training is appyoWed
Ministry of Public HealthNajafizada et al., 2014)n Iran, thereare permanent trainingentes
similar to vocational institutes, and the CHW training curriculum is included agarrogram
at the university levelJavanparast et al., 2012) Ethiopia, the CHW training is a collaboration
between the Ministry of Health and the Ministry of Education delivered at technical and
vocational schooléBhutta et al., 2010)VVhen the training is delivered by the education system
of the countryby formally trained instructor€€HWs havebetter opprtunities for career

development. Training such as in Iran and Ethiopia sets the stage for the production ef a semi
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professional cadre of health providéPerry et al., 2016)Training in Afghanistan, on the other

hand, leaves a CHW stranded betweeryavarker and a skiéd cadre of health providers.

In terms of supervisionhe similarity and difference of the Afghan CHW model with
others is in the supervisors and treguencycontentand quality of supervisio(Bhutta et al.,
2010; Najafizada, Labonté, & Bourgeault, 2014; H. B. Perry et al., 2Ba#jstani and
Bangladeshi programs have trained supervisors specifically for CHWSs, which is similar to the
Afghan modelBhutta et al., 2010)thiopian and Iranian models have a team of professional
providers based in healtentes to supervise CHW®hutta et al., 2010)n the Brazilian
model, a nurse within a healtknterhas the task of supervising community health agents
(Giugliani, Harzheim, Duncan, & Duncan, 201There is no evidence in the literature to
suggest that one model of supsren is superior to the oth@rtehmann & Saders, 2007)
Contextually, different supervision models can have different implications for the CHW
program. When supervisors are members of a pr
are seen as an extension of the team bypthe health systerand by communities, such as in
Iran and EthiopigJavanparast et al., 2012; Beet al., 2013)In the case of Afghan CHWs
model, the community and the health system have different views regarding CHWs and their
supervisors. Community health supervisors are employees based in health feddjadizada
et al., 2014)The community sees the supervisors and the CHWSs as representatives of the health
facility and the health system aridus, their supervisory visits strengthen the position of CHWs
in the community as a representative of the health system. In contrast, the health system
personnelincluding professional health workecansider supervisorsxd CHWSs as a distinct
group of providers separate from professional providers, partly because CHWSs and their

supervisors are not registered as human resources for health at the national level. The segregation
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of CHWSs and their supervisors as an isolateaigrof providers from doctors, nurses, midwives,
pharmacists and lab technicians undermines their status in the health system. In other word,
CHWs and their supervisors are neither strongly linked with the communities nor with the health

system. They ardrainded between the two.

With regards to incentives and compensations, CHWs in the Afghan and Bangladeshi
models are volunteers with some type of compensation. Afghan CHWs are remunerated for their
trips to health facilities. Bangladeshi CHWs are provided)s to sell at a minimum costth
profits they can retaifor themselvegReichenbach & Shimul, 20LI)he Bangladeshi model of
incentivizing CHW has been ongoing for decades, and could be added as aagtieer
incentivize Afghan CHWsThe disadvantage of the model is that it might lead to inappropriate
selling of drugs in the market, and in turn to antimicrobial resistdamd¢le cases of Brazil and
Iran, CHWSs are employees of the government, and inakes of Pakistan and Ethiopia, CHWs
are paid workers without having the statupeing agovernment employe@hutta et al., 2010)
Government employees usually have other benefits that paid workers (@himot 2016)

Salaried CHWs are believed to be better at their jobs compared to volKieiens2016;
Bhutta et al., 201Q)put there is no comparative cadtective analysis to explain whether paid
CHWs, for example in Ethiopia, are more effective compared to volunteer CHWSs in

Afghanistan.

A career ladder and professional advancement is missing in almost all the CHW models
including AfghanistanNevertheless, most CHW programs have some irregular advancement
opportunitiesPromotion to community health supervissas common in Afghanistan,hich is

similar to the modeln Pakista. | also found thaffghan CHWSs had infrequewipportunities to
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receive further training to become nursskile Ethiopian CHWs had some opportunities to
become nursesr specialized Community Health Practitiondrand s  m odiffferént friorathe
Afghan model as Irahas integrated the CHWSs training into university curriculum allowing
CHWs to get further university education and advance their c@l@anparast, Baum, Labonte,
Sanders, et al., 2011DPnly in the case of Brazil, standgrrofessional advancement is
intentionally avoided to maintain ttemmunityattachmenof the workers, and prevent the
workers from becominwhat some observers have describedtee lackeydof the health
system(Veras, 2015)Instead, CHWSs in Brazil are recognized as community agents lowéhy,
the abilityto negotiatevith communities théermsof their relationshipvith the health system
(Giugliani et al., 2011)The Afghan model can learn from different context gmolyathe one

best suited for its own.

Althoughavolunteer CHWs in Afghanistan resemble health system extension workers
rather than community agents of change. The same can be concluded in the cases of Iran,
Ethiopia and Pakistan, where they extend sssipromoted by the health system to their
communities. Only in the case of Bragdd CHWs appear more as community agents of change,
which could be related to their political history and context. In the Afghan context, communities

are represented in thed&lth system through community counclBh(rg, notby the CHWs.

Despite its similarities with and differences from other natissie CHW programs,
Afghan CHW program has some distinct featuhed may contributes to the debate on national
CHW programsThey are volunteers with very little monthly compensation for their trips to
health facilities Similar model could be applied to pasinflict settings where contextual

volunteerism is highly appreciatdéemale CHWSs are more active than male CHW\the
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Afghan contexpartly due to the focus of the program on maternal and neonatal tieal#y. be
necessary to revise the program and recruit only female CHWs to address maternal health or take
into account more masculine tasks for male CHS##, the finding is interesting because it was
unexpectedhat somany female CHW&ad been recruited to the progragiven Afghan women

were banned from education and work throughout the 1990s and patriarchal norms are still
prevalent across the countiyjhe gender@ nature of the Afghan CHWs has more similarities to

the Iranian model where both male and female CHWs are trained and assigned gender
appropriate taskglavanparast, Baum, Labonte, & Sanders, 2011; Najafizada et al., Gddet)

the focus of the program, Pakistani and Bangladeshi models have deployed only female CHWs
(Bhutta et al., 2010s0mething that Afghan policymakers may need to consider given the focus
of the Afghan model on maternal and chiihlth, and thus better participation of female CHWs

than their male counterparts.

11.3Theoretical dimensions of the Afghan CHW program

From acomplexadaptive gstemstheory perspectivegg case study of the Afghan CHW
program represent a particularly gne gendered CHW model within a complex health system
and a unique configuration of working at the boundary of formal and informal HRH systems.
The findings of this study indicate that the CHW program cuts across the building blocks of a
health systemin this section, | discudsow this research is a population health research, and the
Afghan CHW program is a populatidevel HRHinterventionoperating within a complex
Afghan health systenThen, | explain that the term community in the Afghan CHW context
could be defined as villaggommunitiesFurthermore, provide examples dbrms ofpower

and dimensions of gender this research, followed by thelationsof social determinants of
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health with the health systemalso explore whether the role of CHW¢sa taskshifting strategy
(Campbell & Scott, 2011; WHO, 200 Finally, | examine the relationship of the Afghan CHW
program as a service delivery intervention to impraecess to basic services. The contributions
of the Afghan CHW program are discussed in relation to four aspects of access to universal
health coverage, namely (1) availability of services and suppliestil{2ation, (3) relevance,

and (4) equityGulliford et al., 2002)

11.3.1Population HRH Intervention within a Complex Adaptive Sysem

APopul ation health intervention research i
produce knowledge about policy and program interventions that operate within or outside

of the health sector and have the potential to impact health at the popublaterH@awe

& Potvin, 2009)

This studyfocused on how CHWSs arepapulationHRH interventionand as such applies

scientific methodsindproduces knowledge about angntention within the health sector that
impacts the health of populatiorihere are a number of reasons thatAfghan CHW program

can be considereal population health interventiohhe CHW program does not focus only on
disease management but also ealth education and promotion, individual and public

sanitation, and community involvement in taking control of their heal&.programnvolves
community memberi the recruitment of their healgiroviders and community members
participakin health pomotion services provided by CHWdnlike medic&innovations that
becomeavailable to the affluent and urban dwellers, the CHW program addresses the needs of
the population in rural and remote arghgreby affecting health equitlyurthermore, the

progam has a specific focus on mothers and childrampopulatiorwith particularly
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problematichealth outcomes in Afghanistan. In other words, the CHW program addbesses
geographic and gender inequityhiealth care accesstime Afghan societyVith all these
features, it is reasonable to say that the Afghan CHW prograpoigudation health

intervention, and this research is a population health research.

As a populatiorHRH intervention, the Afghan CHW prograoperatesvithin the
framework of theAfghanh eal t h system. The CHW program fits
Ohuman resources for healthdé, and O6health inf
(Figure 11.1)With multiple facets and layers)y¢d CHW programanalso beregarded aan
exampleof interactive and interdependqrdrts of a complex adaptive health syst@irere is a
community layer, an organizational layer, a human resource for health layarc@sdcutting
a gendedimensionto the programNot onlyarethe people the targef service delivery as
populations in need but alemgaged in the prograas communities to nomina@HWsand
support them in their task€ommunities contribute to how the complex health system is
structured and functionés human resources for heal@HWshelp to mediateelations

betweerhealth system and communities.

11.3.2 The concept of community in the Afghan CHW program

When talking about communHyased health program, it is important to pay attention to
actual meani ng o fMcKdown (19&7) says & umbemoithemes gnderge
when talking about oO6communityo: as aa multifa
of people to an international group; as dynamic and best viewed as assortment of social
processes; and comprisin@ny different sulcommunities within itsel{McKeown, Rubinstein,

& Kelly, 1987). MacQueen (2001) offers a definition f
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diverse characteristics who are linked by social ties, share common perspaativesgage in
joint action in

CHW program, community was understood as a combination of a policytidef of

g e 0 g (MagQheencetal., 200D, p.¥036) tlerAfghao r

set
communityand peoptes i mp!l i ci t undmmoungdtiegsandi ng of their ¢
Governance
of the CHW
program
Medicines |
and Information ‘;
Technologies *
People as |
Communities
and populations |
CHWs as Financing of 'i
Human the CHW ,
Resources program '.
CHW |
program n
Deliving

|
|
Service "

Figure 11. 1 Model Adapted from WHO Systems Thinking for health systems strengthening (  Savigny & Adam,
2009

The Afghan CHW policy defined 6community?o
specific geographicrae a . OQur findings indicate that o6vil
account as a o6communityd during the

programos
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households became individual communities for the CHW program. Sometimes, big villages were

split or small villages were combined to form communities for the purpose of the CHW program.

Vill age, on the other hand, is different f
social structure in Afghanistgchetter & Mielke, 2007)Many cevelopment interventions in
rural Afghanistan ignore the diverse village contéR@in & Sturge, 2015)Community in the
Af ghan CHW program c&mmmasnt th e sdthé técancavdv iclhl & @
definition of community plays a role and the diversity of villagesidentified and experienced

by people themselvesnpact the implementation of the program.

11.3.3Power and gender relations and social determinants of health

Many forms & power relations at the community and policy levefluenced theCHW
program within the broadérealth system. Forms of charismatic and traditional authorities were
observed at the community level. In terms of charismatic authtitisyresearch distguished
charismatic individuals in communities who became CHWSs, school headmasters, and chiefs of
rural development council organizing efforts in various sectors to improve the lives of people in
their villages. | visited a female CHW supervisor who hawvowed village chiefs, heads of
families, andvillage elders to allow girls and women to get education and become CHWs,
midwives, and nurses. In terms of traditional authority, village chiefs and elders influenced
nomination of community members as CHWs.

As charismatic and traditional authorities influence power relations within communities,
rationatlegal authority affect the relation of CHWSs with the health system. A traditional
sociological analysis of CHW programs situates CHWSs as a bridge betwepnndias and

health systems. Strong community influence may turn CHWSs into agents of change in
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communities. Strong health system influence may turn CHWSs into extension workers for the
health system. Despite that the Afghan CHW program was designed te eoatshunities to be
actively engaged in all aspect of the health services, due the legal power of implementing
organizations in recruitment, training, resource allocation and supervision, Afghan CHWs
appeared to be an extension of the health system in goities.

The typologies of power hardly exist in their purest forms in the real world. There is
usually an interdependence and interconnectedness of multiple forms of power. For example, a
village chief with traditional authority has higher social statudis typicallyalarge landowner,
which puts himn a higher social class and often obtaima some form of legal authority from
the state. Women in the Afghan contdogt,contracthave lower social statuare deprived of
property ownership and edumatal attainment, and thus remainaitower economic class. The
intersection of different forms and types of power is always at play in the real world context.

Gender relations of power in the Afghan health system coatextery explicit in the
Afghansetting, specifically in thbealth caralivision oflabourin this study As the Western
countries are moving towards acknowledging the existeniceesgex sex is dichotomized
between male and female in the Afghan seftwith genderalsodichotomizedbetween
masculine and feminin&ender influences who does what in the provision of care. Patriarchal
rules dictate that female CHWSs provide services to women, and male CHWSs to men,,and that
more specificallywo mends r epr oduct i vealm bféemdletCiHWalalsourc o mp | et

Following from this dichotomy of gender, male and female CHWs garner different status
and class in the societWomen are born to a lower status in the Afghan society, and the
patriarchal 6rm of production puts them ascoml-class persons compared to m&a.such

when women become health providers, the CHW profession loses somelstadustast, as
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health profession has a higher status, women CHW®htatnsome social recognition for
being part of a higher social statgroup As men have higher status than women, their
participation in CHW activities improves the stasisf men alCHWsand of the CHW
profession Thus, gender status and professional status intersect and influence oneia@aother

iterative way.

Besices complex relationsf power and gendeit is worth notinghat social
determinant®f healthin the Afghan settingct in profound relation with the health system. For
example, education, geography, poveatyisecurityaffect the health system strutuand
functions and vicerersa. The CHW program, as a population health and health systems
intervention, has trained thousands of literate and illiterate men and women with new knowledge
and skills taking on some of the functionsari education sectoAs explained in details in the
chapter on community dimensiohgtsocial and physical geographydfagesdictatel how
communitiesvere mapped inappropriatelyn turninfluencingthe health system to allocate

resources to the populatiomways that wes ofteninequitabeé.

11.34 Task shifting

In countries like Afghanistan where there is a chronic shortage of human resources for
health, CHW program addresses the problem through development of a unique cadre of health
worker strategy framed aaskshifting strategy. Task shifting has been an urgent response to the
chronic shortage of health workforce in developing coun{@e£ampbell & Scott, 2011;

Lehmann & Sanders, 2007; WHO, 200In) simpler words, task shifting is to delegate some
tasks of physicians fohysician assistantsome tasks of physiciassistants to nurses, some

tasks of nurses to nursing assistants and community health WéH@, 2007) Since CHWS in



COMMUNITY HEALTH WORKERS OF AFGHANISTAN 263

Afghanistan are providing services in rural and remote areas where none had existed (or at least
not for some time), task shifting asslight misnomer but does capture the idea that CHWs are
able to undertake certain tasks that might otherwise require a more highly trained health

professional.

In the Afghan CHW model, CHWSs perforiess specialisethsks of all types of health
professiomls. Similar to physicians, they diagnose and prescribe drugs. Similar to nurses, they
administer injections and dress wounds. Like midwives, they attend deliveries. In addition to
those tasks, CHWs provide health education and counselling, promote eresitahhygiene
and sanitation, and take part in community initiatives that improve the health and wellbeing of
the community. Not only do CHWs undertdkss specialisethasks of professional health
worker, they also perform healtklated tasks at the conunity level that professionals would
never do or be assigned to do. Educating and raising awareness of patients might be in the list of
tasks of physicians, but physicians in resowmestraint settings, where they had to visit more
than 100 patients ieight hours, have no time to educate patients on healthy behaviour. In
addition, community outreach activities such as helping to ensure safe drinking water or proper

latrine were not expected of professional health providers.

In short, the activities th&CHWs undertake is not a simple taskifting, which is tchand
oversome tasks of one provider to another provi
workersd through which CHWs provide a wide r a
numberof providers. In other words, CHWSs are not a replacement for any one specific health

professional. They are a unique type of health worker who best complement a team of
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professional providers. They operate independently with some supervision from praflessio

providers.

In terms of governance, task shifting is more of adown approach within the realm of
health system. The direction of CHWs development, however, is as much or more bottom up
rather than top down. In the Afghan context, thedopn engagment of the health system is
combined with thdottomup participation of communities in the development of the Afghan
CHW program. There is an iterative relationship between the health system and the communities

in the Afghan CHW program.

The Afghan CHWVs clearly benefit from their attachment to their communities and to the
health facilities. CHWSs bridged the gap in both direct and indirect ways. Directly, they provide
the basic services to the population and refer patients to health facilities. Igdirest close
the gap between communities and specialized professions. Professionalization often creates
social distance between lay people and professionals in order to maintain the identity and power
of the professional@Mellow, 2006) Our findings suggested that CHWs were perceived as
extension of health system within their communitiEise advantage of that perception is that
communities feel the health system and professional services are closer to them, are not alien
phenomenon, and could be reached through CHWs. Therefore, CHWSs in the Afghan model

closes the professional gap betweemmunities and professionals.

There are a number challenges to the Afghan CHW model. Our findings suggest that
CHWs are used primarily as a form of cefficiency strategy by the Afghan health system.

Evidence suggests that volunteer models cannaidiaised over the long tertbehmann &
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Saneers, 2007)Moreover, study participants viewed the quality of CHW services to be poor

partly due to lack of drugs and supplies and shorter training.

Studies suggest that appropriate compensation could improve quality and ensure
sustainability of CHW prgrams(Bhutta et al., 2010; Lehmann & Sanders, 200f) one hand,
there is no doubt that the Afghan government struggles to maintain the current level of services,
especially with reducing aor funds. On the other hand, Afghan national health accounts of
20082009 and 2012011 show the 75% of the national health expenditures were paid out of
pocket(Ministry of Public Health, 2010b, 2013)he national health accounts make two points.
First, it is Afghans who carry the major burden of their health expenditure, not the international
donors. Secondhé government needs better financing strategies to channel the laaje out
pocket expenditure in a fair and efficient way. The public health services across the country in
2012 cost only 18% of the national health expenditMi@istry of Public Health, 2013)f 50%
of the national health expenditure, now comangof-pocket, were channelled instead through
social insurance or risk pooling, around three times more financial resources would have been
available for public services without international donor funding. Therefore, a proper financing
mechanism couldgy all CHWs a minimum wage, improve their training, and provide them with

adequate drugs and supplies.

Finally, standardized training, official recognition, and regulated payment mechanisms
remain major challenges to the Afghan CHW model. As Afghanfsizes a chronic shortage of
human resources for health, the current cohort of 26,000 CHWSs has the potential to address the
shortage in the sherand mediurterm. With improving their knowledge and skills through

further training, they also have the cappato become professional workers in the ldagn.
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That could be possible through standardized training for CHWSs provided or accredited by the
education and higher education systems, recognition of CHWs as human resources for health,
and setting a standhminimum wage and regulated payment mechanisms for CHWs within the

Afghan health system.

11.35 The impact of CHWSs onAccess

There are four ways CHWs affected accessilability, utilisation, relevance and equity.

Availability: Availability of healthservices and goods within reasonable reach of those
who need them is one of the main dimensions of universal a&zeBs Evans, Hsu, & Boerma,
2013; Fotso, Ezeh, Madise, Ziraba, & Ogb)l2009; Gulliford et al., 2002Y his study suggest
that the Afghan CHW program has increased availability of services to the rural population by
taking the basic services to communities. In 2001, less than 10% of the Afghan population had
access to bashealth servicefAmeli & Newbrander, 2008)These services were sporadic and
scattered all over the plafleoevinsohn & Sayed, 2008lewbrander et al., 2014y 2013,
approximately 60% of the Afghan population had access to some basic health services
(Campbell et al., 2013mainly through CHWs as the first point of contact to the health system.
In the past te years, more than 26,000 CHWSs have been trained in rural and remote
communities across the country. Based in the communities, CHWSs bypass the challenges of
distance, travel time, transportation, and business hours. For example, with the presence of
CHWSs,community members did not need to travel many kilometeisgpend time and money
for basic services. Furthermore, CHWs were open for villagers 24 hours and 7 days a week. In

addition, the referral mechanism has made health facilities services avaitabie faral
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populations. Many participants in this study stated that the mere presence of trained CHWSs in

rural and remote communities was an improvement to the previous condition.

Two major challenges tive availability of universal access remainedhe AAfghan
context. The coverage of the BPHS, which included health facilities and CHW services, had not
exceeded 60% of the rural populatiavisen coverage was last studied in 20E8tension of
services to the remaining population has been more difficatto geographical remoteness of
communities, lack of transportation and communication, and fading international funding for
Afghanistan. Some studies suggest that the challenge could be overcome through further
communitybased interventions similar togtlCHW progran{Edward et al., 2011yewbrander
et al., 2014)A second challenge has been a shortage of drugs and supplies in communities
where CHWSs operated. This stuayhd that CHWSs lose credibility for not providing drugs and
supplies to the population, as theyipaeviously done. Minor problems have been the workload

of CHWs and the dropout rate in some places, leading to unavailability.

Utilisation. Availability does notnecessarily translate intdilisation (Gulliford et al.,
2002) More efforts areequired to promote utilisation of available services. CHWs in
Afghanistan have contributed to the utilisation of heedilated services through promotion and
enablinggreaterdemand for services. Through counselling and health education, CHWs have
contiibuted to changes in unhealthy sociocultural practices and resistance against western
medicine.The quantitative analysievealedhat CHWsyvisited more than 200,00&omen for
antenatatareand more than 150,000 women for postnatal care in 2L @artof their
responsibility, CHWs have contributed significantly to the utilisation of health facility services

through constant referrals and promotional activifteaslsofound thatCHWSs referred 133,903



COMMUNITY HEALTH WORKERS OF AFGHANISTAN 268

normal deliveries and 28,146 obstetric complicaitmhealth facilities across the country in

2012.

The role of female CHWSs has been particularly significant in increasing utilisation of
maternal and child health services in rural areas. Afghan CHWSs have also addressed the issues of
inability to payfor servicesand transportatioto facilities Ability to pay for services and
supplies has usually been one of the main challenges to using modern health {&udlties et
al., 2011,Gulliford et al., 2002; Whitley, Everhart, & Wright, 200&ervices and drugs
provided by CHWSs were free, and did not require much transportation. Afghan CHWs lived in
village communities and provided services whenever they mesded. CHWSs did not expect
compensation from villagers, unlike traditional healers or birth attendants who implicitly
expected some sort of cash okind payment. Utilization of community and facility health
services has steadily increased since thenbeyy of the program in 200ewbrander et al.,

2014)

Despite theeimprovemend, challenges to utilisation remained. A lack of availability of
services for 40% of the population in rural and remote areas meant a lack of utilisatiorerAnoth
challenge was otaf-pocket expenditure. AlImost three quarters (73.6%) of the total health
expenditures of Afghanistan in 20&2reout of pocke{Ministry of Public Health, 2013)hese
costs were for hospital services, drugs and diagnostic tests, medical procedures, and external
costs such as transportatiamdaaccommodatioheseexpenditures werparticularly
inequitablefor the poorest househ@@Ministry of Public Health, 2013) Fair distribution of

financial risk due to health services rensammajor challenge for the entire health system.
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RelevanceRelevance of access is about the right service at thetingdh at the right
place(Gulliford et al., 2002)The CHW program was (and still isghly relevant to the rural
Afghan context. In 2002, with only 10% of the population having access to basic health care, any
service anywhere in pesbnflict rural Afghanistan would be the right service at the right time at
the right place. In 2002, theveas no organized health care in rural Afghanistan, and the country
had one of the worst maternal and child mortality indicators in the world. The CHW program
was designed for rural areas and prioritized maternal and child health seftieehallenge to
relevance is the changing needs of the population. The top causes of death include both acute and
chronic diseases, which calls for a change of focus from infectious diseases to both infectious
and chronic diseases. Soon, CHWs in Afghanistdimeedto be trained on diet and lifestyle
counselling for older population. Continuous training for changing needs keeps the program

relevant.

Equity. It is key to the concept of universal access to ensure the health care needs of
different populations are méD. B. Evans et al., 2013; Gulliford et al., 2002he Basic
Package of Health Services was designed to provide services to the population in greatest need
those living in rural areas and particularly women and chil@ivénistry of Public Health,
2010a) Health care services have been available in urban Afghanistan since the second half of
the 20" century(Lowe, 1955; MacFadyen, 1978)was 6 t 2008 that basic health services
were taken to the rurpopulationson a national scale with the establishment of the BPHS and

the CHW program.

The CHW progr amds -arban smeqpityin health sewicks kagfacedu r a |

multiple challenges. The amount of health care resources allocated to rittafdeiies and
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some structural factors beyond the health system have been problematic. In the extremely rural
areas of AfghanistafBasic andComprehensivéiealth Centerswhich were the initial referral

points for CHWSs, did not have emergency obstetarei a service urgently needed. Major

structural challenges that were beyond the control of the health system and negatively impacted

the population health were shortage of drinking water, lack of proper latrines, absence of

electricity, unpaved, bummnd blocked roads, and lack of adequate secondary schools and

higher education institutes. Most importantly, these structural inequities were accepted realities

of I'iving in the rural areas, as i fyoftbdng noti o

underprivileged.

There was more to the disparity in allocation of health care resources than just the urban
rural divide. Within the rural context, the only BPHS structure that took into account a horizontal
equity approach was théealth Postor the services provided by CHWSs. With the idea of equal
treatment of the equéMagnussen et al., 200&)e assumption was that all rural Afghan
populations had the same health problems: i.e. poor maternal and child health, a number of
prevalent communicable diseases, lack of watdrsamitation, and low health awareness. Based
on that assumption, the policymakers decided to provide similar services, by the CHWSs, to the
entire rural populations. The problem with this horizontal equity approach was that the rural
populations in Afgharstan were not the same, did not live under the same conditions, and did
not have similar health problems. Geographically, Afghanistan is largely mountainous in the
center, with most fertile plain soils in the north and large deserts in the south ariDefeste
Language Institute, 2012)A 5 km distance in the plain south is not similar tolard
mountainous distance in therdral. The weather in the south rarely falls below 10C in winter,

while the central Afghanistan has long, freezing cold winieesense Language Institute,
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2012) In winter,the South needs more medication for diarrhoea, while central Afghanistan
needs medication for pneumonia. Afghan CHW program lacks a vertical equity approach
unequal though equitabldgreatment of the wgual. The needs of communities across the

country are different and must be taken into account in service provision.

Finally, the design of the BPHS and the CHW program promotes inequitable services to
the rural population. ThBistrict Hospitalsvere Iacated in the district capital, with better roads
connecting them to provincial capitals. THealth SubCentersand theBasic Health Centers
covered remote areas where roads were unpaved, electricity did not exist, and open wells were
the source of drinkig water. The resources allocated to these facilities varied, with little
resources allocated to health szénters and more resourcedistrict Hospitals District
Hospitalsprovided more and comprehensive services compared to treestdys. As a redull
theHealth Post covered by ®istrict Hospitalwere highly privileged over the ones covered by a
Health Sib-Center or aBasic Health CenteEmergency patients referred t®estrict Hospital
often received the care at their first point of contact/ewimergency patients referred to a
health subcenter would most likely be referred t@asic orComprehensivéiealth Centeand,
then to aDistrict Hospital In short, even thprogramdesigned to serve the rural poor were
structured in a way to favoundse living near the towns or district centers. The poorest of the
poor, the underprivileged living in remote communities and isolated villages remain under

served.

11.4Key Contributions and Limitations of the Study

This thesis hamadea coupleof key catributions.First, through a contextual analysis,

this thesis reveathat effective implementation of the CHW program depgenndthe
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performance of thelementf the health system, the form of participation of the communities,
and therelationshipof CHWs with the community, the health system, artder formal and
informal providersLack of coordination between elements of the broader health system, slow
bureaucratic processes and administrivia and pankertested implementation organization has
negdive effect on the CHW prograr@ommunitypower relations and nepotism has the potential
to alter the structure of the program in the commufityally, CHWs has to manage their
relationship with indigenous informal providers asdablisHinks with prokssional health
providers. Whether it is better to train traditional providers as CHWSs or recruitcotmenunity
members as CHWSs to work alongside traditional providers should be decided based on the
context. linking CHWs with professional health workevko are the main decisiemakers in
health clinics, rather than with lelevel administrative supervisors, can boost CHWSs status in
the community as service providers and community agents.

When analysing@HW programsn the future the question should nbe whether the
health system and the community are involvedegrogram, butather how thg areinvolved
It is the details of the involvement that matters to the progn@nmost Strong health system
involvement means standardized and accredit@éuingg adequate drug supply, recognition of
the CHWSs in the broader health system as human resources for health, and linking them with
other professional health providers through supervision or other standard methods. Participation
of community should ndte symbolic and better involve communities in program design,
selection and recruitment, supervision, potentially compensation of CHWS.

Another importantontribution of this thesit the literatures that itdocuments a

national CHW program, its demiment, implementation, and potential contribotio maternal
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and child health. This research on Afghan CHWs is the first of itsikiAfghanistanwith
potential lessons for policymakers, program implementers and communities
Finally, despite the fadhat providing maternal and child health services contribute to
improving their health, recruiting women as CHWs can contribute to empowerment of women
and thus i mprovement of their and their child
improved though educating them, improving their social status, and providing opportunity for
social participation thingsthat CHW programs va the potential to doThe contributios of
CHW program to women may have been a side effect of the Afghan CHW prograheyput

could be planned for futureforms or otheprograms.

This study hac number ofimitations, some of which are related to the context of the
research and sonte the methods undertaken for data collectiéinst, despite many attempts, |
could notaccess the database on CHWs at the Ministry of Public Health. | was only provided a
summary chart of it. This national dataset would provide demographic information on CHWs
including sex, age, literacy and education level, other occupation, and passbut rate.The
17 sites visited during this study included different ethnicities, extreme and relative rural places,
and different implementers. Demographic information of the 25 Citsparticipated in this

study could be reflective of the entire pagidnon a small scale.

Second, Afghanistan is affected by war; the safety of the researcher and key informants
was a major concern. The initial plan was to conduct wkig anthropologyike fieldwork in
rural areas of Afghanistan, but safety conceinddred visits to insecure provinces and
overnight stays in villages. Fieldwork over an extended period of time in rural areas could bring

to our attention other community contexts that affected the CHW program. Still, | had the
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advantage of being locapasaking the local languages and knowing the local context well, which

has contributed to the analysis of the community contexts.

Finally, it has been difficult for a male researcher to interact with female participants in a
gendersegregated society. Hadbeen able to interact with many of the female participants in
rural areas, | may have observed different nuances of the cofbeadtidress the issua female
research assistant was hired who was trained in asking questions, probing important issues
further, taking notes, and observing the contélkere were challenges\dadvantageso
working withafemaleresearch assistarit.took time until we could communicaédout
reproductive health matters in details, and that she qoaltk the issudsom other female
participants. | had to take into account her contextual constraints such as making sure she
returned home in the evening. On the positive sideahksistance wasostvaluable as she

added a female perspective iinsttesearch.

11.5 Future research

Based on this study and other literature, | suggest three possible and valuable future
research on CHW programs. First, it would make an important contribution to the knowledge on
CHWs to comparéhe effectivenessnd possibly sustainability of mhand volunteer CHWS.

This study found that volunteer CHWs had worked several years aradélativelystrong

social commitment to continue to volunteer. There are other studies that suggest volunteer
models of CHW program are less effective and sudt@maompared to paid CHWkewin et

al., 2010; Pallas et al., 2013 comparison of the two models would make a valuable

contribution to the debate.
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Second, there is a lack of information on the -@fctiveness of CHW pgyams all
over the world. | tried to find out the cost of the Afghan CHW program, but because the cost of
the program was calculated within the Basic Package of Health Services weistiaere a
document foit nordid the participants kow the costsFor policymakers and donors who often
have to make choices based on limited financial resourcessféestiveness analysis of various

CHW models would be very helpful.

Finally, the findings of this researcuggest that CHWs were a type of health workers
who undertook simple tasks of many professional workers such as physiciesesand
midwives. A valuable contribution would be to evaluate the quality and effectiveness of services
provided by CHWSs in comparison with the same services providetheyprofessional health

workers.
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Appendces
Tables
Table 10.3 Test of Normality on all variables
Tests of Normality
Kolmogorov-Smirnov?® Shapiro-Wilk
Year Statistic df Sig. Statistic df Sig.
HPper10pop 2009 132 361 .000 731 361 .000
2010 142 355 .000 752 355 .000
2011 134 374 .000 .755 374 .000
2012 142 371 .000 747 371 .000
NDRper10pop 2009 251 361 .000 480 361 .000
2010 .279 355 .000 .361 355 .000
2011 .239 374 .000 463 374 .000
2012 .220 371 .000 514 371 .000
OCRper10pop 2009 .251 361 .000 .649 361 .000
2010 .275 355 .000 .561 355 .000
2011 .235 374 .000 .691 374 .000
2012 .285 371 .000 524 371 .000
ANVperlOpop 2011 .261 374 .000 452 374 .000
2012 .239 371 .000 439 371 .000
PNVper10pop 2011 214 374 .000 574 374 .000
2012 .215 371 .000 .498 371 .000
MMper10pop 2009 .325 361 .000 .468 361 .000
2010 341 355 .000 431 355 .000
2011 .303 374 .000 .559 374 .000
2012 .361 371 .000 .300 371 .000
NNMper10pop 2009 .259 361 .000 .632 361 .000
2010 274 355 .000 .597 355 .000
2011 .282 374 .000 531 374 .000
2012 .286 371 .000 .528 371 .000
a. Lilliefors Significance Correction
HP=Health post, NDR=Normal Delivery Referral, OCR=0bstetric Complication Referral, ANV=Antenatal Visit,
PNV=Postnatal Visit, MM=Maternal Mortality, NNM=Neonatal Mortality, 10pop=10,000 Population
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Table 10. 4 General summaries of all variables over four years (2009 -2012)
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General Case Summaries
Obstetric
Population of Normal Delivery Complication Antenatal | Postnatal Maternal Neonatal
Year District Health Post Referral Referral Visit Visit Mortality Mortality
2009 N 361.0 361.0 361.0 361.0 361.0 361.0
Mean 51551.2 22.0 310.7 66.1 3.0 12.4
Median 42900.0 15.0 179.0 28.0 1.0 7.0
Minimum 5500.0 1.0 0.0 0.0 0.0 0.0
Maximum 241700.0 146.0 2755.0 571.0 60.0 116.0
Sum 18610000.0 7929.5 112170.0 23866.0 1082.0 4480.0
2010 N 355.0 355.0 355.0 355.0 355.0 355.0
Mean 51587.3 21.9 294.9 60.3 35 13.8
Median 42400.0 16.0 178.0 24.0 1.0 6.0
Minimum 5500.0 1.0 0.0 0.0 0.0 0.0
Maximum 241700.0 146.5 3108.0 755.0 55.0 170.0
Sum 18313500.0 7776.0 104705.0 21400.0 1232.0 4915.0
2011 N 374.0 374.0 374.0 374.0 374.0 374.0 374.0 374.0
Mean 51089.8 28.1 356.3 74.1 621.4 394.1 4.7 20.3
Median 40950.0 21.0 202.0 335 359.0 236.5 1.0 10.0
Minimum 5500.0 1.0 0.0 0.0 0.0 0.0 0.0 0.0
Maximum 241700.0 149.0 5561.0 661.0 5792.0 4893.0 117.0 224.0
Sum 19107600.0 10502.5 133256.0 27715.0( 232388.0| 147392.0 1763.0 7588.0
2012 N 371.0 371.0 371.0 371.0 371.0 371.0 371.0 371.0
Mean 51288.9 31.6 360.9 75.9 1098.6 704.0 3.2 16.5
Median 42000.0 24.5 233.0 310 699.0 456.0 1.0 8.0
Minimum 5500.0 1.0 0.0 0.0 0.0 0.0 0.0 0.0
Maximum 241700.0 173.0 3428.0 1144.0 7471.0 5078.0 156.0 351.0
Sum 19028200.0 117145 133903.0 28146.0( 407566.01 261202.0 1194.0 6103.0
Total N 1461.0 1461.0 1461.0 1461.0 745.0 745.0 1461.0 1461.0
Mean 51375.3 26.0 331.3 69.2 859.0 548.4 3.6 15.8
Median 42000.0 19.0 199.0 29.0 485.0 324.0 1.0 8.0
Minimum 5500.0 1.0 0.0 0.0 0.0 0.0 0.0 0.0
Maximum 241700.0 173.0 5561.0 1144.0 7471.0 5078.0 156.0 351.0
Sum 75059300.0 37922.5 484034.0 101127.0( 639954.0( 408594.0 5271.0 23086.0
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Table 10. 5 Case summaries of ratios of variables by 10,000 populations

General summary of variables by 10,000 population
Population of
Year District HPperl0pop | NDRperlOpop OCRperl0pop ANVperl0Opop | PNVperlOpop | MMperl0Opop | NNMperlOpop
2009 N 361.0 361.0 361.0 361.0 361.0 361.0
Mean 51551.2 4.6 65.2 14.3 0.7 3.1
Median 42900.0 3.8 42.8 6.4 0.2 1.6
Minimum 5500.0 0.3 0.0 0.0 0.0 0.0
Maximum 241700.0 38.3 1442.9 176.8 19.1 35.0
Sum 18610000.0 1666.3 23553.9 5179.4 251.4 1101.1
2010 N 355.0 355.0 355.0 355.0 355.0 355.0
Mean 51587.3 4.6 61.3 13.3 0.8 34
Median 42400.0 3.8 42.4 6.0 0.1 1.5
Minimum 5500.0 0.2 0.0 0.0 0.0 0.0
Maximum 241700.0 40.3 1726.0 246.7 15.9 54.1
Sum 18313500.0 1647.5 21770.9 4710.3 268.2 1213.3
2011 N 374.0 374.0 374.0 374.0 374.0 374.0 374.0 374.0
Mean 51089.8 5.9 715 16.2 130.1 80.3 0.9 4.9
Median 40950.0 51 51.1 7.6 87.7 59.4 0.2 2.3
Minimum 5500.0 0.8 0.0 0.0 0.0 0.0 0.0 0.0
Maximum 241700.0 42.9 1545.5 138.8 2962.3 1288.3 12.6 109.1
Sum 19107600.0 2206.4 26732.3 6060.2 48675.6 30038.5 346.4 1838.6
2012 [N 371.0 371.0 371.0 371.0 371.0 371.0 371.0 371.0
Mean 51288.9 6.6 71.8 16.3 230.2 144.1 0.7 3.8
Median 42000.0 5.9 55.2 6.6 167.2 108.9 0.2 1.8
Minimum 5500.0 0.8 0.0 0.0 0.0 0.0 0.0 0.0
Maximum 241700.0 42.9 1342.9 362.0 5105.2 2675.3 31.6 59.6
Sum 19028200.0 2446.7 26636.2 6030.5 85414.1 53464.2 252.4 1415.5
Total N 1461.0 1461.0 1461.0 1461.0 745.0 745.0 1461.0 1461.0
Mean 51375.3 55 67.6 15.0 180.0 112.1 0.8 3.8
Median 42000.0 4.7 47.6 6.6 121.0 80.9 0.2 1.7
Minimum 5500.0 0.2 0.0 0.0 0.0 0.0 0.0 0.0
Maximum 241700.0 42.9 1726.0 362.0 5105.2 2675.3 31.6 109.1
Sum 75059300.0 7967.0 98693.3 21980.4 134089.7 83502.7 1118.2 5568.5
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Table 106 Case summary of ratio of variables by health posts

General summary of variables by health posts
Population of
Year District Health Post NDR per HP OCR per HP ANV per HP PNV per HP MMbyHP NNMbyHP
2009 N 361.0 361.0 361.0 361.0 361.0 361.0
Mean 51551.2 22.0 13.9 3.3 0.2 1.1
Median 42900.0 15.0 12.5 2.3 0.0 0.4
Minimum 5500.0 1.0 0.0 0.0 0.0 0.0
Maximum 241700.0 146.0 58.8 31.1 3.3 16.0
Sum 18610000.0 7929.5 5009.2 1185.0 79.5 412.8
2010 N 355.0 355.0 355.0 355.0 355.0 355.0
Mean 51587.3 21.9 13.2 2.9 0.2 1.0
Median 42400.0 16.0 12.1 2.0 0.0 0.4
Minimum 5500.0 1.0 0.0 0.0 0.0 0.0
Maximum 241700.0 146.5 58.2 27.3 4.0 11.0
Sum 18313500.0 7776.0 4695.7 1017.9 74.9 348.3
2011 |N 374.0 374.0 374.0 374.0 374.0 374.0 374.0 374.0|
Mean 51089.8 28.1 12.2 2.8 21.1 13.3 0.2 1.0
Median 40950.0 21.0 10.7 1.7 16.6 11.2 0.0 04
Minimum 5500.0 1.0 0.0 0.0 0.0 0.0 0.0 0.0
Maximum 241700.0 149.0 66.3 23.8 122.0 77.8 2.6 11.2
Sum 19107600.0 10502.5 4560.2 1059.4 7901.1 4968.0 75.3 368.1
2012 N 371.0 371.0 371.0 371.0 371.0 371.0 371.0 371.0
Mean 51288.9 31.6 11.0 2.6 345 21.8 0.1 0.6
Median 42000.0 24.5 9.7 1.3 28.3 18.6 0.0 0.3
Minimum 5500.0 1.0 0.0 0.0 0.0 0.0 0.0 0.0
Maximum 241700.0 173.0 67.3 40.9 167.8 127.6 6.0 10.2
Sum 19028200.0 11714.5 4066.2 956.9 12790.4 8083.4 44.3 232.1
Total N 1461.0 1461.0 1461.0 1461.0 745.0 745.0 1461.0 1461.0
Mean 51375.3 26.0 12.5 29 27.8 17.5 0.2 0.9
Median 42000.0 19.0 11.2 1.8 21.9 14.4 0.0 0.4
Minimum 5500.0 1.0 0.0 0.0 0.0 0.0 0.0 0.0
Maximum 241700.0 173.0 67.3 40.9 167.8 127.6 6.0 16.0
Sum 75059300.0 37922.5 18331.3 4219.2 20691.4 13051.4 273.9 1361.2
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Table 10. 7 General summary of the ratios of maternal and neonatal mortality by the activities of the CHWs

General summary of ratios of maternal and neonatal mortality by CHWs activities
Year MMper100NDR | MMper1000CR | MMper100ANV | MMper100PNV | NNMper100NDR [ NNMper1000CR | NNMper100ANV | NNMper100PNV
2009 (N 360.0 331.0 158.0 158.0 360.0 331.0 70.0 70.0
Mean 35 20.0 0.0 0.0 16.4 89.2 0.0 0.0
Median 0.3 1.8 0.0 0.0 3.0 20.0 0.0 0.0
Minimum 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Maximum 200.0 1400.0 0.0 0.0 800.0 3800.0 0.0 0.0
Sum 1267.7 6634.7 0.0 0.0 5898.3 29518.8 0.0 0.0
2010 |N 354.0 324.0 165.0 165.0 354.0 324.0 74.0 74.0
Mean 3.6 13.8 0.0 0.0 18.0 724 0.0 0.0
Median 0.2 15 0.0 0.0 3.2 20.4 0.0 0.0
Minimum 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Maximum 200.0 600.0 0.0 0.0 1600.0 1650.0 0.0 0.0
Sum 1265.2 4467.3 0.0 0.0 6356.6 23464.1 0.0 0.0
2011 |N 369.0 344.0 365.0 361.0 369.0 344.0 365.0 361.0
Mean 2.6 14.7 5.6 4.9 19.1 96.3 13.9 17.6
Median 0.4 2.7 0.2 0.4 4.5 28.6 2.4 3.8
Minimum 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Maximum 65.4 475.0 1400.0 400.0 1033.3 1600.0 2075.0 680.0
Sum 961.5 5058.4 2054.2 1780.0 7043.4 33114.8 5088.2 6339.0
2012 |N 362.0 337.0 366.0 366.0 362.0 337.0 366.0 366.0
Mean 24 11.5 0.7 1.2 13.2 74.6 3.0 7.5
Median 0.3 1.8 0.1 0.1 34 23.1 1.2 1.9
Minimum 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Maximum 100.0 233.3 48.4 107.1 500.0 1350.0 74.2 650.0
Sum 857.7 3877.8 264.6 439.9 4778.1 25145.6 1086.7 2735.2
Total |N 1445.0 1336.0 1054.0 1050.0 1445.0 1336.0 875.0 871.0
Mean 3.0 15.0 2.2 21 16.7 83.3 7.1 104
Median 0.3 2.0 0.0 0.0 35 23.1 1.0 1.6
Minimum 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Maximum 200.0 1400.0 1400.0 400.0 1600.0 3800.0 2075.0 680.0
Sum 4352.1 20038.2 2318.9 2219.8 24076.5 111243.2 6174.9 9074.2
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