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Afghanistan’s health sys-
tem is severely limited in
terms of preventive and cur-
ative services, referral sys-
tems, and human resources.
Most of the country'’s citizens
reside in rural areas, a ma-
jority of which are served by
“basic health units” (small
and simple facilities that pro-
vide primary care), and these
rural residents face additional
challenges regarding timely
access to quality health care.

The analysis described in
this article, which focuses on
data derived from 2 rural
health units during a 1-year
period, revealed that infec-
tious diseases, mainly acute
respiratory infections, were a
primary concern and that
there is a clear need for in-
creasing access to health ser-
vices. In addition, our results
showed that women are un-
derrepresented as patients
and appear to be at higher
risk than men of tuberculo-
sis. (Am J Public Health.
2004,;94:1686-1688)

Meer, MD, PhD

BADGHIS IS A PROVINCE IN
the northwest part of Afghanistan
with an estimated population of
720000. Large numbers of refu-
gees have returned to Badghis
since the end of the war in Af-
ghanistan and continue to return,
albeit in smaller numbers. The
province is mainly rural and, as is
the case with much of the coun-
try, suffers from a lack of trained
health professionals; according to
estimates, there are 0.8 physicians
and 0.1 midwives per 15000
persons.’ In 3 of the 6 districts in
the province, there are no physi-
cians at all* The capital city of
Qala-I-Naw has the only hospital
in the entire province; primary
health care is provided by a sys-
tem of “basic health units” (BHUs,
small and simple facilities that
provide primary care).

After mapping catchment areas
and underserved areas in the re-
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gion, Médecins Sans Frontiéres/
Doctors without Borders (MSF)
constructed and supported 3
BHUs in Badghis Province, pro-
viding training and medical sup-
plies and hiring essential staff. We
have summarized consultations
that occurred during a period of
1 year (November 2002—October
2003) in the 2 BHUs—Khairkane
and Char Tag—that have been in
operation the longest.

The Khairkane and Char Taq
BHUs are somewhat remote but
not atypical of Afghanistan. Each
BHU serves an estimated 12 to
16 villages in its catchment area,
with a population of approxi-
mately 15000 to 25000 in each
area. Each unit employs a medical
clinical officer, a vaccinator, a lab-
oratory technician, a pharmacist,
and 2 outreach workers/health
educators. Laboratory facilities
are limited to confirmation of ma-

laria via microscopy and rapid
test. In addition, there is a mid-
wife in Khairkane but no facilities
for deliveries; the midwife pro-
vides antenatal care and consulta-
tions in regard to contraception
and gynecologic complaints, edu-
cates traditional birth attendants,
and sometimes attends home de-
liveries. The BHUs have some
solar power available (for micro-
scopes), and water is obtained
from nearby hand-pumped wells.
According to medical rec-
ords, in the 12 months between
November 2002 and October
2003, the Char Taq and
Khairkane BHUs had a com-
bined total of 34480 consulta-
tions. Of the leading 5 causes of
morbidity, the top 2 were infec-
tious diseases: acute respiratory
infections (23.0%) and malaria
(18.0%). Malaria cases were pri-
marily caused by Plasmodium
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vivax, but 649 cases (10.5%)
were suspected or confirmed as
originating from P falciparum. In
the absence of resistance data,
artemisinin combination ther-
apy, in this instance artemisinin
in combination with sulfadox-
ine—pyrimethamine (Fansidar),
was used to address a large sea-
sonal epidemic. Bed nets have
been distributed to vulnerable
communities for use in malaria
prevention.

Other than acute respiratory
infections and malaria, nonspe-
cific but official diagnoses, specif-
ically peptic disorder (5.4%),
body pain (5.4%), and anemia
(5.3%), were the most frequent
causes of morbidity. These diag-
noses are subject to some degree
of interpretation. While certain
risk factors for peptic disorder,
such as alcohol and tobacco use,
are rare in Badghis, many fami-
lies experience a tenuous hand-
to-mouth subsistence, and thus
stress may be a contributing fac-
tor. To a degree, peptic disorders
and certainly “body pain” appear
to involve both biomedical and
psychosomatic causes. Anemia
diagnoses are clinical and appear
to be largely related to preg-
nancy and malaria. However, the
medical reasons behind anemia
are still not well understood by
health care workers.

The morbidity data just de-
scribed point to limited training,
limited diagnostic capabilities,
and a health care system that is
still in development in regard to
such fundamental aspects as
standard case definitions, result-
ing in some diagnoses being diffi-
cult to interpret. The rural med-
ical workers are performing to
the best of their ability; however,
there is a need to upgrade their
capacity, a process that will re-
quire in-depth training over an
extended period of time.
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A wide range of other infec-
tious diseases were responsible
for less than 5% of overall mor-
bidity, including urinary tract in-
fections, gastrointestinal parasites,
dysentery, diarrhea, scabies/skin
infections, suspected pulmonary
tuberculosis, and typhoid fever.
In addition, the BHUs treated
some infectious diseases with
emergency epidemic potential,
including 7 cases of suspected
cholera and 3 cases of suspected
measles. Thus far, no HIV testing
has have been conducted in the
BHUs. In both of the study
BHUs, women were more likely
to present with pulmonary tuber-
culosis (357 female vs 230 male
cases; relative risk [RR]=3.43;
95% confidence interval [CI]=
2.91, 4.04; P<.000). Women
often must remain inside the
home, in crowded conditions,
and they often must attend cook-
ing fires inside the home, a com-
bination of factors that results in
their being more prone to pul-
monary complaints.

The data described thus far
are illustrative of 4 principal ob-
stacles to access to care in
Badghis: lack of access owing to
transport difficulties or substan-
dard referral systems, lack of
human resources, gender roles,
and insecurity. In this predomi-
nantly rural country, transport
options are few, and there is no
reliable referral system. The
Khairkane BHU is 62 km from
Qala-I-New, but, as a result of
poor road conditions, the travel
time between the 2 locations is
3 hours. The Char Taq BHU is
even farther from Qala-I-New, a
7-hour drive and approximately
9 hours in winter. Rural Afghans
mainly travel by foot or by don-
key, which means reaching the
nearest BHU can take 12 hours.

Seeking prompt care for ma-
laria at a BHU is difficult, and it
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is nearly impossible to obtain
more advanced care for emer-
gencies such as obstetric compli-
cations. Although MSF is initiat-
ing tuberculosis diagnosis and
treatment at the Khairkane BHU,
for the most part tuberculosis can
be diagnosed only in Qala-I-New.
This situation prompts most peo-
ple in the region to attempt an-
tibiotic self-treatment via phar-
macies, which can lead to
improper or incomplete treat-
ment, in turn possibly leading to
treatment failure and accelerated
drug resistance.

Another notable constraint is
lack of human resources. The
lack of trained health profession-
als, especially women, is arguably
the single greatest problem. De-
spite intense recruiting efforts, it
has been extremely difficult to
find physicians to work in rural
areas. Although training with the
present clinical officers is ongo-
ing, they currently have only 3 to
6 months of formal medical
training, representing the typical
level of experience among the
province’s rural health care
workers. In the face of still devel-
oping case definitions and ex-
tremely limited laboratory sup-
port, diagnoses are usually made
on the basis of patients’ self-
reported symptoms.

As previously noted in regard
to tuberculosis and respiratory
illnesses, gender roles are impor-
tant factors in susceptibility to
certain diseases. During the
study period, only 31.2% of
consultations involved women.
This underrepresentation of
women is attributed in part to
the shortage of female health
care workers. In the case of
some types of consultations, es-
pecially gynecologic or obstetric,
cultural norms dictate that only
female medical staff can attend
patients.

Gender status is also an impor-
tant factor in regard to access to
care. Women must always be ac-
companied by an escort, or ma-
haram, and this individual must
be their husband or an adult
male relative. With their hus-
bands at work, many women
cannot seek care or bring their
children to seek care. Because of
their inability to move about
without a maharam, women re-
main in their residence, a situa-
tion that has been posited as a
contributing factor to the much
higher national rates of tubercu-
losis among females. (Maharam
considerations are also critical in
the search for female health pro-
fessionals who can relocate to
medically underserved areas.) It
is important to note that, al-
though the Taliban reinforced
gender roles strongly curtailing
women'’s rights, many aspects of
gender status in Afghanistan long
predate the Taliban. Gender sta-
tus appears to affect even pedi-
atric access to care; the fact that
the majority (60.1%) of pediatric
consultations involve boys is
being explored.

Security continues to be a con-
cern even in the “quiet” province
of Badghis, representing another
barrier to health care access. In-
cidents of violence have inter-
rupted delivery of medical sup-
plies and service. MSF had to
evacuate its international staff
from the province twice in 2003
owing to factional fighting, and
there have been multiple inci-
dents of armed robbery, some
specifically targeting nongovern-
mental organizations (NGOs).
Large parts of the neighboring
province of Faryab are consid-
ered too insecure for interna-
tional staff to visit. (In the south-
ern and eastern parts of the
country, home to approximately
one third of the population, ac-

Reilley et al. | Peer Reviewed | Rural Health and Health Care Disparities | 1687



cess is extremely restricted. NGOs
are perceived as part of the coali-
tion forces’ political agenda, and
numerous aid workers have been
targeted and killed.)

Certain data indicate that
further investigation is needed
into the population’s treatment-
seeking behaviors. For example,
no deaths have been recorded in
the BHUs, and the extent to
which this fact indicates that
gravely ill people choose not to
seek care at the BHU, put off
seeking care until they are too
weak to travel, or bypass the
BHU directly is not clear. At the
provincial hospital in Qala-I-New,
the primary causes of mortality
among women are pregnancy re-
lated. As do the results of other
studies,>* these data suggest that
reducing maternal mortality re-
mains among the highest priori-
ties, and one that presently can-
not be addressed by most BHUs.

The unusual finding that there
are more dysentery cases than
cases of nonbloody diarrhea
may also be related to treatment-
seeking behaviors. For the most
part, people believe that they
have a good understanding of
at-home treatments of diarrheal
disease via oral rehydration,
while they consider dysentery
serious enough to seek care at a
BHU. Alternative sources of care
in rural areas include buying
drugs directly from shops and
seeking religious healing from
priests or imams. Reasons for
seeking alternative care other
than proximity/travel constraints
need to be explored.

In pursuing reconstruction of
the health sector at the national
level, the transitional govern-
ment, with the assistance of
donors and NGOs, has devel-
oped a basic package of health
services for Afghanistan. This
package of health services is in-
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tended to be available to all of
the country’s citizens through an
integrated network of health
posts, BHUs, comprehensive
health centers, and district hospi-
tals. Services, staffing, and sala-
ries are all the responsibility of
the Ministry of Health, which
also serves stewardship and mon-
itoring functions. Delivery of
health services is contracted out
to NGOs via 3 main donor pro-
grams: the US Agency for Inter-
national Development, the World
Bank, and the European Com-
munity. (MSF works indepen-
dently of the reconstruction plan,
and other NGOs will take over
MSF health services in instances
in which reconstruction plans are
being realized.)

Improving quality of health
care and access to care in Af-
ghanistan will require sustained
and long-term efforts; however,
the country’s health needs are
acute. The areas of curative care,
prevention programs, health edu-
cation, medical human resources,
health infrastructure, and access
for vulnerable groups such as
women need to be treated with
greater urgency. In addition to
the Ministry of Health, several
international and national NGOs
and international donors are work-
ing to improve health services
when security conditions allow.

Curative care in rural areas
will require more than a well-
stocked pharmacy. Special pro-
grams such as tuberculosis out-
reach, reproductive health, and
other services will require inno-
vative local solutions (e.g., trans-
portation to tuberculosis out-
reach services by donkey) to deal
with immediate gaps in care, and
critical needs, including in-
creased numbers of qualified
medical staff and sustainable al-
location of staff to rural areas,
must be addressed. ®
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