Reconstruction of the Health System in Afghanistan – Capacity Building in Primary Care and Public Health 

Report on Workshop of 10 April 2003

As a continuing contribution to the reconstruction of the health system of Afghanistan, a half-day Workshop on Capacity Building in Primary Care and Public Health was held on 10 April 2003 by the London School of Hygiene and Tropical Medicine (LSHTM) in association with Medact and the Postgraduate Centre for Refugee Doctors.

The Workshop was a follow-up to the one day Symposium held in January 2002 by the LSHTM in collaboration with Medact and supported by a range of UK-based agencies including the medical press, NGOs, a number of Royal Colleges, the Afghan Medical association and others.

The Workshop was attended by a range of Afghan and UK health professionals, members of international health bodies such as the World Health Organisation (WHO), humanitarian agencies working in Afghanistan, the Department for International Development and members and staff of royal colleges. Its aims were to give an overview of progress in Afghanistan’s health system reconstruction and Government policies, assistance provided by the international community and key problems in capacity building; to look at how UK-base organisations can contribute to capacity building in primary care and public health including training the trainers and constraints involved; and to formulate specific action points.

Professor Andy Haines, Dean of LSHTM and a Vice-President of Medact, outlined the findings of the previous symposium of 22 January 2002 which had looked at the funding possibilities, stressed the importance of choosing the right kind of health care delivery, the role of the Afghan diaspora and also the importance of the role of women. 

In the opening session Dr Egbert Sondorp, Senior Lecturer in Conflict and Health in the LSHTM Health Policy Unit who had recently returned from Afghanistan, gave an update on reconstruction of the health sector covering plans, resources, actors and progress. There were certain symbolic changes, such as the Ministry of Public Health being renamed Ministry of Health. The regional level of administration had been abolished, and there was now only a central level with health directors at provincial level. 

WHO’s role was disappointingly limited. Donors included the World Bank, the European Commission, USAID, the Japanese International Co-operation Agency, and the French Government. The health sector was not the key sector for the Department of International Development (DFID) support, though they had made some key capacity building inputs to the Ministry of Health. 

NGOs had a part in running 80% of health services in Afghanistan including some Afghan NGOs. Ministry of Health policy will be based on a Basic Package of Health Services and Performance-based Partnership Agreements with NGOs providing services on behalf of and monitored by the Ministry with payment dependant on the meeting of pre-determined performance indicators.

There are currently estimated to be between 3,000 to 4,000 doctors in Afghanistan with a doctor to nurse/midwife ratio of 1:1. There are 11,000 medical students in 8 medical schools and just 2,200 to 2,500 students in intermediate schools for nurses and midwives.  New auxiliary midwife training will take two years and be conducted in the students’ own region. There is a lack of health professional regulation. 

Dr Sondorp said there were ‘several time bombs’ which could threaten health system reconstruction: the political and security situation; delayed civil service reform - many civil servants dismissed by the Taliban had been taken back on the payroll; the numbers of medical students coming through; lack of patience leading to failure of programmes; lack of absorption capacity and lack of resources with no tax base making external funding essential – which would be a bigger issue later.

Dr Nayeem Azim, Director of the Postgraduate Centre for Refugee Doctors, who had recently returned from Pakistan where he met people involved in medical training for Afghans, talked about progress and future plans. He said salaries in Afghanistan were extremely low and there was no coherent programme of training.  However, some UK royal colleges, especially the GPs, were helping with training programmes. 

He described some current training initiatives including the development of distance learning courses for Health Ministry personnel. The numbers of doctors in the diaspora who were returning was minimal and many were without refresher training. They needed proper materials and ideally a training centre in Kabul. 

He called for a future conference or workshop in Afghanistan to enable Afghan doctors and  Ministry of Health staff to explore these issues. He said there was a need for short courses for decision-makers, quality training, regional involvement, and a continuing medical education programme for Afghan doctors.

Break-out groups reported the following Action Points to the plenary:

A  Primary care 

Facilitator: Nayeem Azim 

Rapporteur: Kay Richmond, Royal College of GPs

1. Cultural issues:

· Contrary to popular belief rural women are more free day-to-day than their urban sisters, probably as a result of the closeness of the communities; 

· Women and children will not be attended to by male doctors; 

· Women are less well educated with only 13% being literate compared with 30% of men;

· Women have a higher incidence of TB - they are indoors far more than men and therefore suffer greater degrees of exposure.

Recommendation: Equity of access for women to health services.

2. Training and education

· People need training within their communities - e.g. community-based First Aid as promulgated by Red Cross/Red Crescent;

· Higher levels of training/education should be made available to women from rural as well as urban areas;

· Health staff persuaded to work in rural areas need good education for their children as well as basic facilities.

Recommendation: Appropriate levels and types of education and training, particularly at the local community level, and equity of access for women/girls.

3. Professional requirements
· A fully integrated referral system is needed from the community level to nurse-led clinics (which could include community health officers and Traditional Birth Attendants (TBAs) and thence to medical facilities;

· A reliable referral system, professional support and Continuing Medical Education (CME) and  Continuing Professional Development (CPD) are a necessity for TBAs;

· Nursing departments/schools are focused towards secondary not primary care. Training needs to be appropriate for the levels and locus of services required;

· For women who have been away for basic and higher levels of training circumstances and rewards must be such that they are willing to return to their 'homes' to practise;

· Training of the trainers is essential;

· Curriculum development needs to address locally identified needs;

· Training should be competency based;

· Accreditation systems appropriate to local circumstances must be developed.

Recommendation: Development of appropriate support (including education and training) for Primary Care with onward referral to increasing levels of specialisation.

4. Finance and economy
· If services are not free, those really needing the services may not be able to access them. Services should be free for women and children;

· Perverse incentives of 'fee for service' system need to be taken into account. For example in Pakistan there is basic remuneration for staff with an add-on % from fees generated with a higher % in rural communities in order to increase the attraction to work there;

· Development of the economy is essential if the aspirations for education and health are to be realised. International funding is crucial.

Recommendation: Appropriate types and levels of funding need to be developed in order to ensure equity of access for all people – Maxwell Principles need to be observed. 

5. Diaspora

· There is a need for curriculum development; certification and re-certification development; regulation development; development of professional organisations and systems; training of the trainers. 

· Do not forget the lessons or repeat the mistakes of the past!

Recommendation: External help essential for curriculum development, professional regulation and funding.

B  Female health workers

Facilitator: Judith Cook, Medact

Rapporteur: Catherine Mears, Health Programme Adviser, International Division of the British Red Cross

1. Collaboration needed between UK professional bodies such as the Royal College of Nursing (RCN), other royal colleges and academic institutions with Afghan counterparts (much is already happening) on good practice, support to the Afghan diaspora, and training in management for key workers to address lack of management expertise (for example work of Royal College of Obstetricians and Gynaecologists, and LSHTM).

2. Donors need to strengthen training and co-ordination in-country. There are resource implications of external training. Possibility of outreach to Afghanistan and exchanges - for example work of International Congress of Nurses (ICN) 2003.

3. Organisations, especially donors who have leverage, should advocate for women champions, in particular in the Afghan Ministries of Health and Education:

· for planning and funding to meet the needs and rights of women; 

· for literacy and education for girls and women and for community and household level training in health education of women at local level which has a direct effect on the health of women and their families;

· for women trainers and teachers.

4. Recognition needed that security is a priority health issue for women and female health workers.

C Public Health and Health Policy

Facilitator:  Egbert Sondorp, LSHTM

Rapporteur:  Mark Rowland, LSHTM

1. There needs to be sufficient access to distance learning opportunities (particularly with LSHTM) for Afghan nationals working in the Ministry of Health.

2. Owing to time constraints, there is a need for short e-courses, perhaps based on modules within DL/Master’s degrees, for senior health officials at central and provincial level.

3. Civil service reform is currently a major issue, and there is a need to connect this restructuring with senior level training in health management and health financing. 

4. For senior technical grades, for example in specialist subjects such as malaria and TB, there needs to be a longer term training investment with a partial focus on training in research. This might be met by DrPH training for young, fast-track health professionals. 

5. Links need to be established between the University of Kabul and LSHTM.

6. Diverse health staff have been trained through a wide range of organisations (e.g University, NGO) and systems of registration of health staff, standardisation of training, and accreditation of previously trained staff all need to be addressed.

Final Plenary

Dr Nicholas Banatvala of the Department for International Development gave the concluding talk. He said the 12 public investment programmes of the National Development Framework for Afghanistan include six sub-programmes on health: infant and under five mortality and morbidity; maternal mortality; malnutrition; incidence of communicable disease; equitable distribution of quality health services and capacity of the Ministry of Health. Strategic priorities for health included institutional and human resources development.

He reported that 80% of the Ordinary recurrent budget of Afghanistan of $550m is made up of salaries. The MOH share provided little room for operating costs such as drugs, buildings and  equipment. Of the $1.7bn Development Budget health’s share was $1.7m and entirely donor funded.

He said amongst the challenges in provision of a health system are the need for data; quality and balance in the distribution of human resources; effective use of partnerships; health care financing; capacity building; the role of the government; gender issues; the need for patience and the political versus practical agendas. Things which can be built on are: the Interim Health strategy; the consultative group; the forthcoming joint donor workshop; the Basic Package of Health Services and its costing and key publications such as Waldman and Hainif’s Public Health Systems in Afghanistan (see AREU website www.areu.org.pk/publications/waldman.health.pdf).

He described DFID’s support for the health sector in Afghanistan in 2002 and its work in strengthening the MOH’s capacity in planning and policy making. Technical assistance to the MOH includes policy and planning; health financing; budgeting and human resource planning and hospital management. Starting with a modest amount, DFID is the first donor to make money directly available to the Ministry of Health, a sign of emerging trust.

*The full powerpoint presentations of Egbert  Sondorp and Nicholas Banatvala are on the Medact website.

The Way Forward

UK Afghan Health Network 

After discussion it was agreed that an informal but supportive network would be set up to discuss ideas and projects and share information on health-related initiatives concerning Afghanistan. It would operate by email via the Medact office, would convene small meetings as needed, and could co-ordinate responses, for example to the World Bank.

It was suggested that it would be useful to have a flyer for the network and also a name (this was subsequently chosen by the Core Working Group as the UK Afghan Health Network). 

Anyone wanting to take part in the Network should send their name and email address to Gill Reeve at gillreeve@medact.org.

Egbert Sondorp said he would carry the results of the  Workshop to the forthcoming Donor Mission. The BMJ representative said she would consider an issue of the BMJ  on Afghanistan.  A representative from the Aga Khan University talked about collaboration on primary care with RCGP. 

A short report on the Workshop would be sent to the participants and also those invited but unable to attend. It would also be posted on Medact’s website: www.medact.org.

Dr Judith Cook and Gill Reeve – 12.5.03
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