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1. General Background
The developments after September 11, 2001 have had a profound impact on the Afghan
health sector. Afghanistan has moved from a complex emergency into the early months of
a post-conflict rehabilitation phase. The influx of donor money, existing agencies scaling
up operations and new actors starting projects have led to a high degree of competition for
scarce human resources in rural areas. The notion of new opportunities in large urban
centers has initiated a move of Afghan health professionals from rural to urban.
Macroeconomic effects of recent developments led to the deflation of the Afghani
currency, resulting in halving of salaries fixed in Pakistani Rupees or US dollars. These
combined effects led to a high turnover rate of Afghan health professionals in established
agencies working in rural areas of Afghanistan.
The Ministry of Public Health (MoPH), through the National Technical Coordination
Committee (NTCC) taskforce, requested NGOs to draft an Incentive Policy for MoPH
staffs in MoPH institutions where NGO‘s help to provide services. In addition, the MoPH
encouraged NGOs to apply a standardized Salary Policy for NGO employees (May 2 2002
NTCC taskforce meeting).
NGO‘s discussed the issue of standardization of salaries and incentives during meetings
on June 6 and August 27 2002. A general consensus was that such standardization is
beneficial, and that an attempt to develop a policy should be undertaken.
Such a standardized Salary and Incentive Policy should be seen as coordination and
planning tool for the MoPH, donors, established NGO‘s and new NGO‘s starting
operations in Afghanistan. In addition, it should be seen as an opportunity to devise a
strategy to reverse the trend of Afghan health professionals moving from rural to urban and
to attract staff to work in underserved and underserved regions in Afghanistan.
The Ministry of Public Health, through the Working Group of the Consultative Group for
Health, on 30 March 2003, has nominated a national Working Group that will work on
standardizing the Salary Policy for NGO‘s working in the Afghan Health sector. The
MoPH, in view of the introduction of partnership agreements, which are expected to start
in August 2003, is of the opinion that such a standardized Salary Policy is mandatory.
Unregulated free market competition for scarce human resources is expected to lead to cost
inflation, salary inflation and high costs of Health Service provision in Afghanistan in the
long run. There is broad support for such a standardized Salary Policy from the Ministry of
Finance, the AACA, major donors and UNAMA. Adherence to this Salary Policy will be
enforced.
Recently, the Ministry of Finance has drafted a decree —Externally-Funded
Reimbursements and Allowances, and Secondments“. This decree, once finalized and
signed, will form the national guideline for the level, if any, of ”incentive
payments‘ or ”top-up‘ payments by NGO‘s and other International Organizations.
Therefore, this draft Salary Policy will only deal with the Salary Policy for NGO‘s.
th

This national Salary Policy was finalized in the 6 August 2003 Consultative Group for
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Health (CG-H) working group meeting.
The original policy document stated that it should be revised after one year. In October
2004 the WG therefore re-established itself and called together all relevant NGOs and
MoPH department for a review workshop.
The workshop concluded that the main areas in need of review where the Rural Hardship
Incentive Framework (to give more weight to ‘District Criteria’ and less weight to’ Facility
Criteria’) and to include recommendations to other ways of attracting professionals to
move from cities to the underserved areas of Afghanistan.
On the basis of the workshop the working group finalized this revision of the NSP 19
October, 2005.

2. Salary Policy
1.
Guiding principles are:
(i) An upper limit for each of the health worker categories mentioned in the BPHS for one
year after the introduction of this Salary Policy and which is reviewed annually,
(ii) Rural hardship allowance based on a ”league table‘ using information triangulated
from (a) female and male health worker density per district from the National Health
Resources Assessment (NHRA) database, (b) girls enrolled in primary school per district
from the UNICEF database and (c) certain facility specific conditions as a proxy for
hardship areas, local development and availability of human resources.
(iii) Staffing categories spelled out in the Basic Package of Health Services (BPHS) will be
used.
(iv) NGO‘s and donors are encouraged to experiment with performance incentives. The
amount involved should not exceed 10% of the payroll cost of the individual facility and
5% of the payroll cost of the grant.
2.
Staffing categories from the BPHS are:
• Community Health Worker (CHW) (Health Post) This category of health worker is not
supposed to receive direct payment through the service provider, however, is supposed
to either be compensated by the community, and or directly through charging patients a
Fee For Service (for drugs dispensed);
• Medical Doctor (Basic and Comprehensive Health Centre and District Hospital);
• Male nurse (Basic and Comprehensive Health Centre and District Hospital);
• Female nurse (Comprehensive Health Centre and District Hospital);
• Midwife/Auxiliary Midwife (Basic and Comprehensive Health Centre and District
Hospital);
• Vaccinator (Basic and Comprehensive Health Centre and District Hospital);
• Laboratory Technician (Comprehensive Health Centre and District Hospital);
• Community Health Supervisor (Basic and Comprehensive Health Centre)
• Pharmacy Technician (Comprehensive Health Centre);
• Administrator (Comprehensive Health Centre; District Hospital);
• Surgeon (District Hospital);
• Anesthetist (District Hospital);
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• Pediatrician (District Hospital);
• X-ray Technician (District Hospital);
• Pharmacist (District Hospital);
• Dentist (District Hospital);
• Dental Technician (District Hospital);
• Support Staff (Cleaner, Guard, Cook).
3.
This Salary Policy will be valid for NGO, IFRCS/ARCS actors and the Ministry of
Public Health Strengthening Mechanism (MoPH-SM) whether working in a parallel
structure, or in a MoH institution in Afghanistan if employing their own staff.
4.
National law will govern —incentive payments“or —top-ups“paid by NGO,
MoPH-SM and other international actors to MoPH staff.
5.
The Salary Scales, which are in annex to the Salary Policy, will be valid after
finalization, and will be reviewed after 12 months, and annually thereafter. The department
of Policy and Planning of the MoPH will initiate the review process.
6.
This document will be applicable for the next contract. But incase donors agree, it
can be applied as soon as approved by MoPH
7.
The approach to development of this Salary Policy is consensual, with a maximum
input of all stakeholders during the presentation of draft products.
8.
The Salary Policy will specify a”cap‘on the total benefit package that a health
worker could receive. Actors could pay less than the specified cap, but not more.
9.
The total benefit package will be composed of: (i) the basic salary, (ii) an element
for level of training and (iii) a rural hardship allowance commensurate with the level of
rural hardship.
10.
The total benefit package will not take into account (i) in-service training, (ii)
housing provided by the NGO and (iii) transport provided by the NGO. If any of these
conditions are paid in kind, they will be counted under the total benefit package.
11.
For rural, deep rural and isolated areas according to the hardship classification it is
recommended that staff housing should be rented, contributed by the community or should
be built. The MoPH will encourage the donors and construction department to build family
house in close to clinics which is planned for the construction.
The top priority is providing house for female MD, midwives and Female nurse and the
house should be suitable for living with maximum 2 rooms, one kitchen and one bathroom.
For other category which is mostly male staff the maximum accommodation should be one
shared room, one shared kitchen and one shared toilet.
12.
The daily transportation from the center of the province could be provided for
hardship grade one facilities. For the grade 2 the weekly transportation recommended from
the center of the province to the health facility and if there is less number of staff the cost of
transportation should be paid on weekly base. For the grade 3 and 4 they proposed the
payment between 1000-2000 Afs per leave to visit there family
13.
As there somehow swift change in security situation so the NGO should identify
areas with possible security problem and budget for possible extra expenses might happen
in case of security for security problems as security precaution (staff evacuation, provision
of temporary accommodation etc). This should be agreed with NGOs during contract
negotiation and case by case
14.
The categories of staff for which the Salary Policy will be developed are the
staffing categories spelled out in the Afghan Basic Service Package.
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15.
Control Mechanism for better implementation of NSP:
If NGOs are suspicious on another NGO for not following the NSP they can take the
following steps.
1- Contact the NGO directly
2- Refer to PHCC
3- Appeal to GCMU
However the newly proposed scoring would minimize the problem on proper hardship
scoring but still the NGOs can appeal PHCC or GCMU for exceptional cases.
16. Annexed to this policy are: (i) The Terms of Reference of the Salary Policy working
group. (ii) Rural Hardship Incentives Framework. (iii) Incentive for night duty. (iv)
Performance Incentives Policy, (v) Seniority, (vi) Girls enrolled in primary education per
district. (vii) Medical Doctors per 10,000 per district. (viii) Midwives per 10,000 per
district and (ix) Base salary scales for BPHS health workers.

3. Annexes
3.1 Objective from Terms of Reference of the Salary Policy Working Group
1.
The”Salary Policy Standardization‘Working Group will design a Salary Policy for
Non-Governmental Organizations (NGO‘s) and MoPH-SM working in the Afghan Health
Sector.
2.
The approach will be consensual, involving the NGO‘s, the MoPH, Technical
Advisory Group (TAG) and the Working Group of the Consultative Group for Health and
Nutrition.
3.
It will be attempted to have this Salary Policy endorsed by the MoPH, the Ministry of
Finance and the Ministry of Economy.
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3.2 Rural Hardship Incentives Framework
The purpose of this framework is to develop an equitable and objective assessment
mechanism by which to compensate health professionals 1 for assuming posts in remote
underserved areas. It is anticipated that the framework will be revised periodically based on
the experience.
Given the special difficulties that female professionals face in moving to remote health
facilities, they will receive a larger incentive.
Incentives are given in percentages to be applied to the person‘s —base salary“. Altogether
there will be five categories, including large urban areas where no rural incentive applies.
There are two types of criteria. The first are global, district criteria” and apply to all facilities
in the district. These criteria will be assessed centrally by the MOPH. The second are facility
criteria“, which will be assessed by the operator (NGO) of the facility and randomly checked
by donors and the MOPH. Points are given for each criterion. The number of points received
by a specific facility determines its hardship score“. The hardship score determines the
hardship category of the facility.

#

1

2

3

4

1

1

District Criteria Definitions
Physician density per 10,000 population

Girls enrolled in primary education per 1,000
population

Midwife density per 10,000 population

Population of district in thousands

Level
More than
2
0.6 - 2
0.1 - 0.5
Less than
0.1
More than
45
31 -45
10 - 30
Less than
10
More than
1
0.6 - 1
0 - 0.5
None
More than
60
36 - 60

Points Actual
0
3
6
9
0
3
6
9
0
3
6
9
0
3

MD, Midwife , Nurse and Lab Technician‘

7

5

Distance from a big city (Kabul, Mazar-e-Sharif,
Herat, Kandahar, Jalalabad and Pul-e-Khumry) in
hours

20 - 35
6
Less than
9
20
Less than 0
1
1-2 3
More than 2 6
to 5

More 9
than 5
Total 45

#
1

2

Facility Criteria Definitions
Distance to nearest provincial centre (hours), normal
available transportation.

Level
less than
1
1-2
More
than 2 to
5
more
than 5
Distance (minutes) students must walk from the clinic less than
to a primary school where female students are
15
enrolled.
15 - 30
31- 60
more
than 60
or no
school

3
4

5

Living amenities: points allocated for non-presence
No safe water source available next to housing
more
Population of immediate community in thousands.
than 20
Population that can reach facility in less than 30
minutes walk (<2.5 kms). Indication of potential for
11-20
private practice.
3-10
less than
3
Closest functioning hospitals (hours)
less than
1
1-3
More
than 3 -

Points
0

Actual

3
6

9
0
4
7
10

6
0
3
6
9
0
3
6

8

6

Days cut off per year due to road blockage (snow,
river flood, ect.)

Total

8
more
than 8
0
1 - 15
16 - 45
more
than 45

9
0
4
8
12
55

The total points possible sum to 100. The following table illustrates the rural incentives that
could be applied depending on the total score of each facility.

# Score
1
2
3
4
5

0 - 24
25 - 49
50 - 74
75 - 90
91-100

Classification
Urban
Semi Urban
Rural
Deep rural and remote
Isolated

Essential medical staff1
Male
Female
0%
0%
25%
50%
50%
100%
100%
200%
125%
250%

It is anticipated that NGOs will submit completed facility assessments as part of their
justification in requests for donor funding of services.

In case NGO is not able to recruit female staff for its health facilities in isolated area after
offering the above salaries the NGO can request for an exception to be approved by the HE
the Minister of Public Health.
3.3 - Incentive for the Night duty
Based on the spending for food during the duty and loosing the private income the following
table suggested to be paid as incentive for night duty
Staff Category
Amount to be paid per night
MD (Female)
US$ 8
MD (Male)
US$ 7
Midwife/Nurse (female)
US$ 5
Nurse (M)/technical staff (lab& x-rays tech etc) US$ 4
Supportive staff
US$ 1
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3.4 Performance Incentive Policy
In general, it may be premature to introduce performance incentives in the contracting and
grant-awarding processes for NGOs. On the other hand, the sooner initiatives are formulated
and undertaken, the sooner we will have evidence concerning what works and what does not
work.
Donors and NGOs are, therefore, encouraged to incorporate performance incentives in their
program. These incentives should adhere to the following guidelines:
1.
The evaluation criteria should be objectively verifiable.
2.
The evaluation criteria should provide incentives to either (a) improve the quality and
quantity of services or (b) to maintain already achieved excellent standards.
3.
Funds for incentives should not exceed 10% of the payroll costs of the individual
facility. Funds for performance incentives should not exceed 5% of the payroll costs of the
grant or contract.
4.
Performance Incentives should apply to facilities and not to individuals.
5.
NGOs must present a clear methodology and demonstrate the capacity to evaluate
performance objectively and fairly.
6.
The incentive plan must be designed to reward the individuals who have done the
work, not just the NGO managers.
There are many types of performance, which could be rewarded. These include:
1.
Standards applied to the management (e.g., adequate stocks of drugs) and capacity
(e.g., adequate staffing) of a health facility.
2.
Achievement of outreach service targets (e.g., training and continuing supervision
and support of female and male community health workers)
3.
Achievement of service delivery targets (e.g., number of family planning acceptors or
immunization coverage as measured by a survey.)
4.
Improvements over a baseline level of performance.
Incentives for performance, which duplicates, partially or completely, the purpose of another
incentive are not permitted. For example, consistent attendance by staff at a rural clinic must
not receive a greater reward than similar levels of attendance at an urban clinic.
NGOs, which receive contracts or grants with funding for performance incentives, are
required to report separately on the implementation of those incentives are to share lessons
learned with the MOPH, donors and other NGOs.
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3.5 Seniority:
In order to provide benefit for the seniority and also in order to encourage the staff for staying
in rural area several options were proposed (formation of table for different of grade and
steps, annual promotion in different steps etc) but as it could complicate the document the
group agreed on:
NGOs are expected to consider the seniority of the staff and based on the satisfactory
performance the NGO will pay and annual increment of up to 5% of the basic salary
(excluding hardship and other benefits)
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3.6 Girls enrolled in primary education, and population data per district table

GirlsenrollednprimaryeducationfromUNICEFdatabase.PopulationdatafromCSO population datafor2002-3

12

13

14

15

16

17

18

3

3.7 Medical Doctors per 10,000 per district

3

Population data from CSO population projections for 2002-3, HR data from the September 2002 NHRA

19

20

21

22

23

4

3.8 Midwives per 10,000 per district

4

Population data from CSO 2002-3 population projections; HR data from the September 2002 NHRA
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3.8 Base Salary Scales
Recommendation BPHS Health Worker Categories
Maximum Base Salary Scale
scale based on a six-days working week

No

Categories

Base
Salary
(US$)
$170

Comments

Based on 6 hour working in a standard health center

1
2

General practitioner/MD(CHC)
Medical and nursing specialist

2a.
1
2a.
2
2b
3

Surgeon (first level referral hospital)

Not yet
determined
$450

Surgeon (first level referral hospital)

$600

With a postgrad. Dipl. in Obst. Surgery. Based on daily 8 hours work
including on-call rota

MD (first level referral hospital)
Dentist

$200

Base on daily 8 hours work including on-call rota

$170

4a

Dental Technician

$100

4b

Dental Technician

$90

5
6

Nurse
Assistant Nurse

$110

University level training, based on daily 6 hours work in a hospital OPD
setting
Between 2 and 3 years of basic medical training (IHS), based on daily 6 hour
work
Between 6 and 18 months of basic medical training, based on daily 6 hours
work
18 or more months of basic medical training; based on daily 6 hours work

7
8

Midwife
Community midwife

$140

9
10

Pharmacist
Pharmacy Technician

$140

11
12a
12
b
13

Lab Technician (first level referral hospital)
Assistant Lab Technician
Assistant Lab Technician

$120

Between 12 and 18 months of basic medical training; based on daily 6 hours
work
More than 18 months of basic training (e.g. IHS ) based on 8 hours work

$100

Between 12 and 18 months of basic training; based on daily 8 hours work

$80

Between 12 and 18 months of basic medical training; based on daily 6 hours
work

X-Ray Technician

$150

14

Anesthetist

$150

15

Physiotherapy Technician

16

Health inspector/ Sanitarian

Not yet
determined
Not yet
determined
No salary

Assumed between 6 and 18 months basic medical training, based on daily 8
hours work
Assumed between 6 and 18 months basic medical training, based on daily 8
hours work
Assumed between 3 and 6 months basic training

17a CHW
17 Vaccinator
18 Community Health Supervisor

$90

$125

$100

With a postgraduate diploma in surgery. Based on daily 8 hours work
including on-call rota

Between 12 and 18 months of basic medical training; based on daily 6 hours
work
Three years midwifery training, based on daily 6 hours work
Between 1.5 and 2 years of basic medical training; based on daily 6 hours
work
University level training

Do be determined by community, advised maximum $21 per months

$100

Based on daily 6 hours work (including outreach activities)

$ 120

Based on daily 6 hours work including working in the field

$100

Based on daily 6 hours work

$200

Based on daily 8 hours work

Categories not mentioned in the BPHS

a
b
c

Administrator (CHC)
Administrator(first level referral hospital)
Guard, Cook, and other support staff

For NGO to
decide
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