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Congratulations on your selection to be a medical embedded transition team (mETT) member! Think of yourself as a health diplomat. As mETT’s you are creating capacity without dependency and providing possibilities for a better future to a group of individuals in need of your expertise. This is truly a counterinsurgency (COIN) strategy. You will be creating possibilities and making hope real by helping the medical community meet their preventive and curative healthcare needs of the Afghanistan National Security Force (ANSF) and their family members. More important, you are truly creating an environment for a secure and sustainable Afghanistan. Your goal is to engage your counterparts to improve or build their part of the healthcare system through training, advising, measuring, or mentoring. No one is unmentorable! 

The purpose of this document is threefold. First, it presents a “one-stop” reference document on the current status, strategy, development and implementation of national and Afghanistan National Security Forces (ANSF) medical systems. Second, it describes the current organization and command relationships and policies between the various military (U.S. and non U.S.) and non-military structures in Afghanistan and how they are engaging in health diplomacy as a means to support re-building of Afghanistan’s healthcare system. Finally, it illustrates how mentoring serves as a counter insurgency (COIN) strategy in supporting the war on terrorism and provides insights and lessons for those who currently serve or want to serve as mETT’s. 

As you read through the document, think of these priorities as your guides to success, success for your counterparts and you personally. They are:

1. Aim to build an Afghan planned, owned, and operated healthcare system

2. Apply metrics and employ creative mentoring techniques for positive effect 

3. Think ANSF: integrate and sustain the health system – show them the way!

And finally, some advice: Remember, you are a health diplomat: Act accordingly. You are here for 6 or 12 months: Assess the situation, create a plan, and implement your plan. In other words, leave it better than you found it. Listen actively by seeking first to understand, then to be understood. Pace yourself: This is a slow motion marathon. Take care of yourself and others. Know when to follow and when to lead. Together, we can improve the ANSF Health System one person, one program, and one place at a time. Also, this is a learning organization: provide improvements and additions to the guide. We will add them to our intellectual tool box. Finally, have some fun. Put yourself in perspective. Welcome to the team!
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I.
Afghanistan History and Culture
Afghanistan, officially Transitional Islamic State of Afghanistan, republic in southwestern Asia, bounded on the north by Turkmenistan, Uzbekistan, and Tajikistan; on the east by China and the part of the disputed territory of Jammu and Kashmīr controlled by Pakistan; on the south by Pakistan; and on the west by Iran. Afghanistan lies across ancient trade and invasion routes from Central Asia into India. This position has been the greatest influence on its history because the invaders often settled there. Today the population includes many different ethnic groups. Most of the present borders of the country were drawn up in the 19th century, when Afghanistan became a buffer state, or neutral zone, between Russia and British India. Kābul is the capital and largest city. Other major cities include: Herat, Jalalabad, Kandahar, Kunduz, and Mazar-e Sharif.
A.
Afghan History to 1979
The Pre-Islamic Period: Archaeological evidence indicates that urban civilization began in the region occupied by modern Afghanistan between 3000 and 2000 B.C. The first historical documents date from the early part of the Iranian Achaemenian Dynasty, which controlled the region from 550 B.C. until 331 B.C. Between 330 and 327 B.C., Alexander the Great defeated the Achaemenian emperor Darius III and subdued local resistance in the territory that is now Afghanistan. Alexander’s successors, the Seleucids, continued to infuse the region with Greek cultural influence. Shortly thereafter, the Mauryan Empire of India gained control of southern Afghanistan, bringing with it Buddhism. In the mid-third century B.C., nomadic Kushans established an empire that became a cultural and commercial center. From the end of the Kushan Empire in the third century A.D. until the seventh century, the region was fragmented and under the general protection of the Iranian Sassanian Empire.

The Islamic and Mongol Conquests: After defeating the Sassanians at the Battle of Qadisiya in 637, Arab Muslims began a 100-year process of conquering the Afghan tribes and introducing Islam. By the tenth century, the rule of the Arab Abbasid Dynasty and its successor in Central Asia, the Samanid dynasty, had crumbled. The Ghaznavid Dynasty, an offshoot of the Samanids, then became the first great Islamic dynasty to rule in Afghanistan. In 1220 all of Central Asia fell to the Mongol forces of Genghis Khan. Afghanistan remained fragmented until the 1380s, when Timur consolidated and expanded the existing Mongol Empire. Timur’s descendants ruled Afghanistan until the early sixteenth century.

The Pashtun Rulers: In 1504 the region fell under a new empire, the Mughals of northern India, who for the next two centuries contested Afghan territory with the Iranian Safavi Dynasty. With the death of the great Safavi leader Nadir Shah in 1747, indigenous Pashtuns, who became known as the Durrani, began a period of at least nominal rule in Afghanistan that lasted until 1978. The first Durrani ruler, Ahmad Shah, known as the founder of the Afghan nation, united the Pashtun tribes and by 1760 built an empire extending to Delhi and the Arabian Sea. The empire fragmented after Ahmad Shah’s death in 1772, but in 1826 Dost Mohammad, the leader of the Pashtun Muhammadzai tribe, restored order.

The Great Game: Dost Mohammad ruled at the beginning of the Great Game, a century-long contest for domination of Central Asia and Afghanistan between Russia, which was expanding to the south, and Britain, which was intent on protecting India. During this period, Afghan rulers were able to maintain virtual independence, although some compromises were necessary. In the First Anglo-Afghan War (1839–42), the British deposed Dost Mohammad, but they abandoned their Afghan garrisons in 1842. In the following decades, Russian forces approached the northern border of Afghanistan. In 1878 the British invaded and held most of Afghanistan in the Second Anglo-Afghan War. In 1880 Abdur Rahman, a Durrani, began a 21-year reign that saw the balancing of British and Russian interests, the consolidation of the Afghan tribes, and the reorganization of civil administration into what is considered the Modern Afghan state. During this period, the British secured the Durand Line (1893), dividing Afghanistan from British colonial territory to the southeast and sowing the seeds of future tensions over the division of the Pashtun tribes. Abdur Rahman’s son Habibullah (ruled 1901‑19) continued his father’s administrative reforms and maintained Afghanistan’s neutrality in World War I.

Full Independence up to Soviet Occupation: In 1919 Afghanistan signed the Treaty of Rawalpindi, which ended the Third Anglo-Afghan War and marks Afghanistan’s official date of independence. In the interwar period, Afghanistan again was a balancing point between two world powers; Habibullah’s son Amanullah (ruled 1919–29) skillfully manipulated the new British-Soviet rivalry and established relations with major countries. Amanullah introduced his country’s first constitution in 1923. However, resistance to his domestic reform program forced his abdication in 1929. In 1933 Amanullah’s nephew Mohammad Zahir Shah, the last king of Afghanistan, began a 40-year reign.

After World War II, in which Afghanistan remained neutral, the long-standing division of the Pashtun tribes caused tension with the neighboring state of Pakistan, founded on the other side of the Durand Line in 1948. In response, Afghanistan shifted its foreign policy toward the Soviet Union. The prime ministership of the king’s cousin Mohammad Daoud (1953–63) was cautiously reformist, modernizing and centralizing the government while strengthening ties with the Soviet Union. However, in 1963 Zahir Shah dismissed Daoud because his anti-Pakistani policy had damaged Afghanistan’s economy.

A new constitution, ratified in 1964, liberalized somewhat the constitutional monarchy; however, in the ensuing decade economic and political conditions worsened. In 1973 Daoud overthrew the king and established a republic. When economic conditions did not improve and Daoud lost most of his political support, communist factions overthrew him in 1978. In 1979 the threat of tribal insurgency against the communist government triggered an invasion by 80,000 Soviet troops, who then endured a very effective decade-long guerrilla war.
B. Effects of the Soviet Invasion
In 1979 the Union of Soviet Socialist Republics (USSR) invaded Afghanistan, precipitating the decade-long Afghan-Soviet War. Between 1979 and 1989, two Soviet-sponsored regimes failed to defeat the loose federation of mujahedeen guerrillas that opposed the occupation. In 1988 the Soviet Union agreed to create a neutral Afghan state, and the last Soviet troops left Afghanistan in 1989. The agreement ended a war that killed thousands, devastated industry and agriculture, and created 5 to 6 million refugees; however, 1988 agreement did not settle differences between the government and the mujahedeen.

After the Soviets withdrew in 1989, the country erupted in civil war that further ravaged the economy. Guerrilla groups that had fought against the Soviets continued to oppose the Soviet-installed central government, which officially fell in 1992. Among the leaders of the warring factions were: Ahmad Shah Massoud, an ethnic Tajik; Gulbuddin Hekmatyar, a Pashtun; and Abdul Rashid Dostum, an Uzbek. Despite several temporary alliances, struggles among the armed groups continued.

Anarchy prevailed until the Taliban, an Islamic fundamentalist movement, seized control of Kābul in 1996. By the late 1990s, most of the rest of the country had come under the control of the Taliban. The Northern Alliance (a Western term for five to seven roughly united factions) retained control of approximately 30% of Afghanistan, primarily in the north-eastern provinces of Badakhshan, Kapisa and Takhar. The Taliban used an extremist interpretation of Islam to assert repressive control of society. The economy remained in ruins, and most government services ceased. 

The Taliban granted the Arab terrorist organization al Qaeda the right to use Afghanistan as a base. As al Qaeda committed a series of international terrorist acts, the Taliban rejected international pressure to surrender al Qaeda leader Osama bin Laden. After the September 11, 2001, terrorist attacks on the United States, a collation of U.S. and British (providing primarily air support) and the Northern Alliance (providing the bulk of ground forces) drove the Taliban from power in late 2001; however, Taliban and al Qaeda leaders escaped. A United States–led International Security Assistance Force began an occupation that is still in place.
C.
Societal Environment

Afghanistan is comprised of a variety of ethnic groups, the overwhelming majority of whom are Muslim, usually either followers of Sunni or Shia Islam. The people of Afghanistan are related to many of the ethnic groups in Iran, Pakistan, Tajikistan, Turkmenistan, and Uzbekistan, with cultural and genetic influences that go farther afield to various places, including Kyrgyzstan, Mongolia, China, and the Arabian Peninsula (the large peninsula south of Jordan and Iraq). The extreme linguistic and ethnic diversity in Afghanistan is the result of millennia of human migrations, political upheavals, invasions, and conquests. The resultant scattering of small diverse groups is not only a major cause of the difficulty in finding sufficient common ground to promote peace and understanding between people, but also makes accurate characterization of the borders between them commonly rather arbitrary.
i.
Importance of Tribal Structures
Historically, Afghanistan had always weak central government which has sustained the influence of tribal and religious leaders. Pashtuns alone are represented by dozens of major tribal groups, with hundreds of subtribes. In addition, there are myriads of other ethnic groups that are the result of thousands of years of invasions, occupations and migrations.

Even with the current internationally supported central government, ordinary Afghans tend to trust their tribal shuras [councils] to solve their problems. The ground commanders will often have the “luxury” of working with these local groups; however, the ETT’s will almost assuredly be working with a multi-ethnic group and have to contend with the potential problems of forced integration. 
ii.
People
The Pashtuns (Pushtuns), who make up about two-fifths the population, have traditionally been the dominant ethnic group. Their homeland lies south of the Hindu Kush, but Pashtun groups live in all parts of the country. Many Pashtuns also live in northwestern Pakistan. Pashtuns are usually farmers, though a large number of them are nomads, living in tents made of black goat hair. Male Pashtuns live by ancient tribal code called Pashtunwali, which stresses courage, personal honor, resolution, self-reliance, and hospitality. The Pashtuns speak Pashto (Pushto), which is an Indo-Iranian language and one of the two official languages of Afghanistan.

The Tajiks (Tadzhiks), a people of Iranian origin, are the second largest ethnic group in Afghanistan. They live in the valleys north of Kābul and in Badakhshān. They are farmers, artisans, and merchants. The Tajiks speak Dari (Afghan Persian), also an Indo-Iranian language and the other official language of Afghanistan. Dari is more widely spoken than Pashto in most of the cities. The Tajiks are closely related to the people of Tajikistan.
In the central ranges live the Hazara. Although their ancestors may have come from northwestern China or Mongolia, the Hazara speak an archaic dialect of Persian. Most are farmers and sheepherders. The Hazara have been discriminated against for a long time, in part because they are minority Shia Muslims (Shia Islam) within a dominant Sunni Muslim population. In the east, north of the Kābul River, is an isolated wooded mountainous region known as Nuristan. The Nuristani people who live there speak a wide variety of Indo-Iranian dialects. In the far south live the Baluchi (Balochi), whose Indo-Iranian language is also spoken in southwestern Pakistan and southeastern Iran.

To the north of the Hindu Kush, on the steppes near the Amu Darya, live several groups who speak Turkic languages. The Uzbeks are the largest of these groups, which also include Turkmen and, in the extreme northeast Wakhan Corridor, the Kyrgyz people. The Kyrgyz were mostly driven out by the Soviet invasion and largely emigrated to Turkey. All of these groups are settled farmers, merchants, and semi-nomadic sheepherders. The nomads live in yurts, or round, felt-covered tents of the Mongolian or Central Asian type.

More than 30 languages are spoken in Afghanistan. The official languages are Dari (Afghan Persian) and Pashtu. Dari is spoken by 50 percent of the population, and Pashtu is spoken as a first language by 35 percent. Turkic languages (primarily Turkmen and Uzbek) are spoken by 11 percent of the population. Of the languages spoken by smaller segments of the population, the most important are Balochi and Pashai. Many Afghans speak more than one language; Dari is the most common second language
iii.
Leaders
Most political groupings are based on alliances that formed during the military struggles of 1979–2002. The Northern Alliance is an influential loose confederation of several Hazara, Tajik, and Uzbek groups who fought against the Taliban. Factions of the alliance were key forces in the parliament elected in 2005. In 2008 the largest individual parties were the Islamic Party of Afghanistan, the National Congress Party of Afghanistan (represented in the presidential election by fifth-place finisher Abdul Latif Pedram), the National Islamic Movement of Afghanistan (an Uzbek party, represented in the election by fourth-place finisher Abdul Rashid Dostum), the National Movement of Afghanistan (a coalition of 11 parties also known as the Afghan Nationalist Party), the Islamic Society of Afghanistan, the Islamic Unity Party, and the United National Front (founded by members of the Northern Coalition and other leaders after the 2005 elections). United National Front member Yonous Qanooni, the speaker of the Wolesi Jirga, has been a key voice of opposition to the Karzai government and is considered a likely candidate in the 2009 presidential election. President Karzai has declined to form a party to advance his programs. The first parliament featured a broad division between leaders of previous military conflicts and younger “modernists” who emphasized future development of the country. Another important division of political power is between the Pashtun-dominated south and the Tajik- and Uzbek-dominated north.
a.
Some current office holders relevant to the Mentoring mission:

	Office
	Name

	President of Afghanistan
	Hamid Karzai

	Vice President
	Ahmad Zia Massoud

	Defence Minister
	Abdul Rahim Wardak

	Interior Minister
	Ahmad Moqbel Zarar

	Finance Minister
	Anwar ul-Haq Ahady

	Education Minister
	Mohamad Hanif Atmar

	Public Health Minister
	Sayed Mohammad Amin Fatemi

	Counter-Narcotics Minister
	Habibullah Qader

	National Security Advisor
	Zalmai Rassoul


D.
Geography

Afghanistan is located in Central Asia, north and west of Pakistan, east of Iran, and south of Turkmenistan, Uzbekistan, and Tajikistan. The narrow Wakhan Corridor extends from northeasternmost Afghanistan to meet with China. Afghanistan occupies approximately 647,500 square kilometers, slightly less than Texas. Alternatively, if Afghanistan was laid over the South-Eastern U.S., it would roughly span the area enclosed by: New Orleans, LA, Memphis, TN, Charleston, WV, Raleigh, NC and Tallahassee, FL.
The terrain of Afghanistan is dominated by rugged mountain ranges, which generally run from the northeast to the southwest. Mountains occupy all but the north-central and southwestern regions of the country, which are dominated by plains. Nearly half the country has an elevation of 2,000 meters or more, and the highest peaks in the northeastern Hindu Kush range exceed 7,000 meters. Historically, mountain passes along the northeastern border with present-day Pakistan have been of great strategic importance. Significant parts of the southwestern plains region are desert. The Sistan Basin is one of the driest regions in the world. Afghanistan has a continental climate with hot summers and cold winters.
The main rivers are the Amu Darya, 800 kilometers; the Harirud, 850 kilometers; the Helmand, 1,000 kilometers; and the Kabul, 460 kilometers. Afghanistan’s chief tributaries to the Amu Darya, which forms much of the country’s northern border, are the Koshk and the Panj (Kunduz).
The country's natural resources include gold, silver, copper, zinc, and iron ore in the Southeast; precious and semi-precious stones (such as lapis, emerald, and azure) in the Northeast; and potentially significant petroleum and natural gas reserves in the North. The country also has uranium, coal, chromite, talc, barites, sulfur, lead, and salt. However, these significant mineral and energy resources remain largely untapped, due to the effects of the Soviet invasion and the subsequent civil war.
E.
Economy
Afghanistan is an impoverished country, one of the world's poorest and least developed. Two-thirds of the population lives on fewer than 2 U.S. dollars a day. Its economy has suffered greatly from the 1979 Soviet invasion and subsequent conflicts, while severe drought added to the nation's difficulties in 1998–2001. The economically active population in 2002 was about 11 million (out of a total of an estimated 29 million). As of 2005, the official unemployment rate is at 40%. The number of non-skilled young people is estimated at 3 million, which is likely to increase by some 300,000 per annum.

The nation's economy began to improve since 2002 due to the infusion of multi-billion U.S. dollars in international assistance and investments, as well as remittances from expats. It is also due to dramatic improvements in agricultural production and the end of a four-year drought in most of the country.

One of the main drivers for the current economic recovery is the return of over 4 million refugees from neighboring countries and the West, who brought with them fresh energy, entrepreneurship and wealth-creating skills as well as much needed funds to start up businesses. What is also helping is the estimated U.S. 2–3 billion dollars in international assistance every year, the partial recovery of the agricultural sector, and the reestablishment of market institutions. Private developments are also beginning to get underway. In 2006, a Dubai-based Afghan family opened a $25 million Coca Cola bottling plant in Afghanistan.
F.
Regional Influences and Interests
The adoption of a new constitution in January 2004 and the election of Hamid Karzai as president in October 2004 were considered major advances in Afghanistan’s fragmented political life. However, day-to-day control of the provinces proved difficult both before and after the election, and substantial regional power centers remained in 2008. 

After the first National Assembly was seated in December 2005, the balance between the executive and legislative branches was uncertain, and Karzai has been obliged to award cabinet positions to key regional warlords.
i.
Warlord Presence
The parliamentary elections of September 2005 gave regional warlords substantial power in both houses of the National Assembly, further jeopardizing Karzai’s ability to unite the country
Abdul Rashid Dostum is a former pro-Soviet fighter during the Soviet war in Afghanistan and is considered by many to be the leader of Afghanistan's Uzbek community. He joined the Afghan military in 1978, fighting with the Soviets and against the mujahedeen throughout the 1980s before switching sides and joining the mujahedeen. Dostum would again switch sides and has become infamous for his switching of allegiances. Most recently he was a general and Chief of Staff to the Commander in Chief of the Afghan National Army a role often viewed as ceremonial. In early 2008 he was removed from his army role because of the Akbar Bai kidnapping incident.
Gulbuddin Hekmatyar is a Mujahedeen leader and former prime minister. He is the founder and leader of the Hezb-e Islami political party and paramilitary group. He was a rebel military commander during the 1980s Soviet war in Afghanistan and fought in the civil war that followed the Soviet withdrawal. He is currently wanted by the United States for participating in terrorist actions with Al Qaeda and the Taliban, and on 19 February 2003, the United States Department of State designated him as a "Specially Designated Global Terrorist".
Ahmad Shah Massoud was a Kabul University engineering student turned military leader who, with support from the United States and other foreign nations, played a leading role in driving the Soviet army out of Afghanistan, earning him the nickname Lion of Panjshir. Many Afghans call him Āmir Sahib-e Shahīd, translating to (Our) Martyred Commander. Massoud was the most MoDerate and popular of the anti-Soviet resistance leaders. On September 9, 2001, two days prior to al‑Qaeda's September 11 attacks against the United States, Massoud was assassinated in Takhar Province, Afghanistan by suspected al‑Qaeda agents, allegedly with the complicity of Abdul Rasul Sayyaf. The following year, he was named "National Hero" by the order of Afghan President Hamid Karzai. The date of his death, September 9th, is observed as a national holiday in Afghanistan, known as "Massoud Day."

Ismail Khan, an ethnic Tajik from Herat, Afghanistan, was a powerful Mujahedeen commander in the Soviet War in Afghanistan, and then a key member of the Northern Alliance, later the Governor of Herat Province and is now the Minister of Energy for the country. He is a key member the political party Jamiat-e Islami and the new party United National Front. During his tenure as Governor, Ismail Khan ruled his province like a private fiefdom. This led to increasing tensions with the Afghan Transitional Administration. In particular, he refused to pass on to the government the revenues gained from custom taxes on goods from Iran and Turkmenistan. This money has been used to rebuild Herat after the war, but also to maintain his personal army.
Gul Agha Sherzai is the current Governor of Nangarhar province in Afghanistan. He previously served as Governor of Kandahar province, in the early 1990s and from 2001 until 2003. In 2004, Sherzai was appointed Governor of Nangarhar Province, after a spell as "Special Advisor" to Hamid Karzai. Sherzai was removed as Kandahar Governor after criticisms of his warlord-style leadership, poor human rights record and suspected involvement in opium trafficking in the province. However, Sherzai is an important political ally of Karzai, and looks to play a role in Afghan politics for some time to come.
Mohammad Qasim Fahim is a prominent Afghan military commander and politician. He was the Defense Minister of the Afghan Transitional Administration, beginning in 2002 and also served as vice president. Later Fahim was removed as defense minister by President Hamid Karzai on December 23, 2004, as the transitional administration gave way to a popularly-elected administration. Fahim is a member of Afghanistan's Tajik ethnic group. Fahim is the recipient of the Ahmad Shah Baba Medal. He is fluent in Persian, Pashto and Arabic. He is affiliated with Jamiat Islami party of Afghanistan. In 2009, he was named as one of Hamid Karzai's running mates in the upcoming presidential election. The selection was condemned by Human Rights Watch.

Ustad Abdul Rabi Rasul Sayyaf is an Afghan Islamist politician. He took part in the war against government in the 1980s, leading the Mujahedin faction Islamic Union for the Liberation of Afghanistan. During the war, he received patronage from Arab sources and mobilized Arab volunteers for the Mujahedin forces. Sayyaf is said to have been the one who first invited Osama bin Laden to Afghanistan. In 2003 Sayyaf was elected one of 502 representatives at the Constitutional Loya Jirga in Kabul, chairing one of the working groups. Abdul Sayyaf's influence in the convention was felt further when his ally Fazal Hadi Shinwari was appointed by Hamid Karzai as Chief Justice of the Supreme Court, in violation of the constitution, as Fazal was over the age limit and trained only in religious, not secular, law. In 2005 the Islamic Union was converted into the political party Islamic Dawah Organization of Afghanistan. He has been considered a member of the Northern Alliance, despite his close relationship with militant groups that opposed it. He has also been accused of betraying the Northern Alliance's leader, Ahmad Shah Massoud, by having knowingly assisted two assassins in killing him. As of 2007, Sayyaf is an influential lawmaker and has called for an amnesty for former mujahideen,[2] as well as pushing for a bill that would prevent warlords from being charged with war crimes, upsetting groups that hold him responsible for thousands of civilian deaths himself.
G.
The Enemy 
The nature of the enemy in Afghanistan has not significantly changed. The enemy is primarily Pashtun, Sunni Muslim (Wahhabi and Deobandi) and foreign in nature. There have been continued reports of Uzbecks and Chechens coming in from the north to assist Taliban and other Anti-GIRoA Forces. This enemy is funded by drug economy, shadow government taxes, Gulf Arab money, etc. This enemy also receives financial and training support through al‑Qaeda.
There is also a criminal element, whose activities often appear to support the Anti-GIRoA Forces; however, their actions are what we would call organized crime and corrupt government officials in the U.S. Often these criminal elements have infiltrated government organizations and benefit from a weak central government and the chaos that is more easily maintained without a strong central government.
i.
Taliban
The Taliban movement is headed by Mullah Mohammed Omar. Mullah Omar's original commanders were a mixture of former small-unit military commanders and Madrasah teachers, and the rank and file made up mostly of Afghan refugees who had studied at Islamic religious schools in Pakistan. The overwhelming majority of the Taliban movement was ethnic Pashtuns from southern Afghanistan and western Pakistan, along with a smaller number of volunteers from Islamic countries or regions in North Africa, the Middle East and the former Soviet Union. The Taliban received valuable training, supplies and arms from the Pakistani government, particularly the Inter-Services Intelligence (ISI) and many recruits from Madrasahs for Afghan refugees in Pakistan, primarily ones established by the Jamiat Ulema-e-Islam (JUI).

The current composition of the Taliban is showing a marked increase of foreigners, usually from Pakistan, Uzbekistan, Chechnya and various Arab countries, among its full-time fighters. They tend to be more fanatical and violent, and they often bring skills such as the ability to post more sophisticated videos on the Internet or bomb-making expertise. The rest of the Taliban’s full-time fighters tend to be poorly educated, disaffected young men who were recruited by Taliban leaders in Pakistani madrassas The overwhelming majority of Taliban are part-timers, made up of alienated, young Afghan men angry at bombing raids or fighting in order to get money.
ii.
al‑Qaeda
Al‑Qaeda, is a well-known Islamist group founded sometime between August 1988 and late 1989/early 1990. It operates as a network comprising both a multinational arm and a fundamentalist Sunni movement. Characteristic techniques include suicide attacks and simultaneous bombings of different targets. Activities ascribed to it may involve members of the movement, who have taken a pledge of loyalty to Osama bin Laden, or the much more numerous "al‑Qaeda-linked" individuals who have undergone training in one of its camps in Afghanistan or Sudan but not taken any pledge. 

Al‑Qaeda's objectives include the end of foreign influence in Muslim countries and the creation of a new Islamic caliphate. Its management philosophy has been described as centralization of decision and decentralization of execution. Following 9/11 and the War on Terrorism, it is thought that al‑Qaeda's leadership has become geographically isolated, leading to the emergence of decentralized leadership of regional groups using the al‑Qaeda brand name.
iii.
Opium: Drugs and Thugs and Effects
In 2005 an estimated 1 million people were using narcotics, 200,000 of whom used opium. Despite large-scale international assistance, in 2004 the World Health Organization did not expect Afghanistan’s health indicators to improve substantially for at least a decade.
The narcotics trade dissuades work and investment in legitimate activities, provides the insurgents with a lucrative source of funding, and contributes heavily to heroin addiction in Central Asia, Europe and increasingly East Africa. Although counternarcotics (CN) efforts have resulted in gains over the past six years, the battle against drug traffickers is ongoing, and will be for some time.
Smuggling, particularly across the Pakistan border, also is an important part of the “black economy,” which drains resources from the formal economy. Regional disparity of wealth has been severe. Since 2001 Herat, in the conflict-free northwest, has shown economic growth disproportionate to all other cities. By contrast, economic stagnation in most of the country in 2006 and 2007 posed a threat of social unrest that could jeopardize the Karzai government.
Eradication is not as simple as destroying crops, because often farmer are pre-paid to grow opium poppies and crop destruction results in the farmers being in debt to the traffickers. Eradication and counter narcotic operations are further hampered by corrupt government officials. Corrupt officials, sometimes politically important appointees by the central government, compromise people’s opinion of government and places Karzai and other central government officials in difficult positions.

H.
Afghanistan’s Flag, Political Boundaries, and Religion
The background of the Afghan flag is three equal vertical sections of black, red, and green from left to right. In the center of the flag in yellow is the national coat of arms, which portrays a mosque with a banner and a sheaf of wheat on either side. In the upper-middle part of the insignia are the lines “There is no God but Allah and Muhammad is his prophet” and “Allah is Great,” together with a rising sun. The word “Afghanistan” and the year 1298 (the Muslim calendar equivalent of the year of independence, 1919) are located in the lower part of the insignia. The black stripe symbolizes the period of the British domination of Afghanistan. Britain has mainly influenced Afghan foreign affairs, undermining its sovereignty (1839 to 1919). The red stripe symbolizes blood and war due to struggle for freedom, specifically the period within which the three Anglo-Afghan wars took place (1839, 1878, 1919). Finally, the green stripe symbolizes peace, tranquility and the rule of Islam.

The strongest tie among these various groups is their Islamic religion. The overwhelming majority of Afghans (about 99 percent) are Muslims. About 84 percent of Afghan Muslims are Sunni Muslims and about 15 percent are Shia Muslims (mostly the Hazara and Tajiks). Small groups of Hindus, Sikhs, Parsis, and Jews are scattered in the towns. Since the 1960’s many Afghan Jews have migrated to Israel. Mazār-e Sharīf, where the tomb of the Muslim leader Ali is said to be located in a 15th-century mosque, is a leading place of Muslim pilgrimage. Scattered throughout Afghanistan are the flag-covered graves of saint-like people who are revered and petitioned for help in childbearing, settlement of disputes, moral leadership, or in other capacities.

An important figure in Muslim life in Afghanistan is the mullah (a male religious leader or teacher). Any man who can recite the Qur’an (Koran), the sacred scripture of Islam, from memory can be a mullah; however, the mullah may not understand either the words or the meaning because the book was written and is memorized in Arabic, which is not a local language. The mullah conducts the Friday sermon and prayers, marriages, and funerals. Mullahs also teach the laws and doctrines of Islam to both adults and children. Mullahs arbitrate local disputes, based upon Islamic legal principles, and they are also called upon to provide advice and resolution of many other physical, social, and personal problems, including such things as medicines, local water disputes, or a family feud. In some of the more remote rural areas, the local mullah and the local khan (landlord) dictate what their followers may or may not do.
I.
Afghanistan Culture
Understanding the Afghan culture is vital to accomplishing the ETTs’ mission. To many, the term “Afghan Culture” is misleading by itself. To them, Afghanistan is more about regional culture than it is about a national culture. While the saying “The only time Afghans are united is when they are fighting outsiders.” is relatively true, and that many Afghans still place a lot of importance in a person’s tribe/region/ethnic, there are still many common themes throughout the various sub-cultures. The Afghan National Army is one of the first success stories in building a national identity for the people of Afghanistan. Much like the Armed Forces were a driving force in the integration of the U.S., the ANSF will do the same for Afghanistan. 
i.
“Do’s” and “Do not’s”

· DO be friendly, genuine and honest.

· DO take time for social pleasantries. Inquire about their family and their health etc. Seemingly useless time spent drinking chai may shorten the discussion that follows. If you legitimately have to hurry, apologize and try to “make-up for it” the next time you visit.

· DO assure them that you care about what they are doing and trying to accomplish, you will earn their trust.
· DO be flexible about meeting and appointment times.

· DO learn and use basic Dari expressions for greetings, departures, common expressions, etc. Salam, Kuda-Hafez, Moskeel n’est, Kandak-e Panjoom.
e. DO speak directly to the person you are talking to, even if a translator will be translating what you say.

· DO behave like you are an invited guest, because you are. Also remember that many people’s opinions about Americans as a whole will be based upon your actions.
· DO shake hands with your Afghan colleagues when arriving and leaving meetings. Should an Afghan place their right hand over their heart after shaking hands, it is appropriate to reciprocate this gesture. When greeting a female colleague however, you should always wait for her to initiate the handshake.

· DO show respect towards your Afghan associates by taking a sensitive approach to proper behavior and cultural gestures. Using the left hand to pass something to an Afghan, for example, could bring shame to the individual and should be avoided.
· DO remember that people are Afghans and the local currency is Afghanis

· DO remember that Western ways and standards of practice do not always work here. Be careful and sensitive about how best to incorporate new ideas. Not all western formulas fit this culture.
d. DON’T correct or criticize your Afghan associates in front of other colleagues, as this may cause embarrassment and harm the individual’s sense of honor.

· DON’T be surprised if during business conversation your Afghan counterpart stands closer to you than usually acceptable. An Afghan’s sense of personal space is less compared to most westerners.
· DON’T schedule meetings for Thursday afternoons or Fridays. Locally, Friday is a combination of our Saturday and Sunday.

· DON’T eat, drink or chew gum around your colleagues while they are fasting during Ramadan.
· DON’T inquire too much about a male colleague’s wife or female relatives during conversations. It is polite to ask “How is your family doing?”.
· DON’T shake hands or take photos of a woman unless she gives her consent.
ii.
Values
A key difference between Afghan and mainstream American cultures is that the latter stresses the independence of the individual while the former emphasizes the individual’s dependence on the family. "In Afghanistan, life doesn't belong to just one person," an Afghan commented. "Every decision is connected to the family – we are all tied together." At the same time, Afghans are some of the most independent people in the world, disliking others, especially outsiders, telling them what to do.

iii.
Beliefs
Afghans follow Islam, the country’s official religion. Sunni Muslims constitute over 80% of the population, and Shi'ite Muslims make up most of the remainder. Islam forms a strong bond among Afghanistan’s diverse tribes and peoples and has helped strengthen Afghans’ resolve against foreign domination, particularly during the Soviet invasion. Islam was founded by the prophet Mohammed in Mecca, Saudi Arabia, in 610 AD. Mohammed claimed to be the last in a long line of prophets that includes Moses, Abraham and Jesus. His teachings and revelations were compiled into the Islamic holy book, the Qur'an or Koran, while his other sayings and teachings were recorded by those who knew him and are known in Afghanistan as the hadis (tradition). In addition to defining religious rites, Islam dictates a moral and legal code for most areas of life. 

In addition to religious beliefs, there is an ancient "code of honor" that belongs to Pashtuns of Afghanistan and Pakistan, including the Pashtun communities around the world called Pashtunwali. It is a set of rules guiding both individual and communal conduct. Pashtunwali is an unwritten law and ideology of the Pashtun society inherited from their forefathers. It is a dominant force of Pashtun culture and identity. Pashtunwali is conservative, oligarchic, centuries old but still a young phenomenon in the Pashtun culture and socio-economic structure.
Pashtunwali consists of qualifications such as Khpelwaki (self authority), Sialy (Equality), Jirga (Assembly), Mishertob (Elders), Ezaat (Respect of all people), Roogha (reconciliation or compromise), Badal (revenge), Barabari (equivalence), Teega/Nerkh (Law), Aziz/Azizwale (clan, clanship), Terbor/Terborwali (cousin and tribal rivalries), Nang (Honour), Ghairat (Pride), Oogha Warkawel (giving a lift to persons in need), Pannah Warkawel (offering asylum), Ashar (shared co-operative work), Zhamena (commitment), Melayter (patrons), Chegha (call for action), Soolah (truce), Panah (protection) and others.
iv.
Behaviors
Afghans typically are friendly and hospitable, but they can also be stern and hard depending on their war experiences. Although people are starting to identify themselves as Afghans, primary loyalty is still often to their family, kin group, clan, or tribe. There are still tribal tensions in Afghanistan. The ANSF is more “colorblind”, but it’s still not immune to ethnic issues.

It is also not uncommon for men to use physical displays of affection that we tend to reserve for use between men and women. You will see male friends hold hands or link arms while walking. Do not be surprised (it’s actually a good sign) if your counterpart takes you by the hand and leads you around showing you what’s been done in your absence. On the other hand, you will not see members of the opposite sex touching in public.
Another common behavioral difference is the lack of a “let’s get down to business” attitude. Even though the situation may seem urgent, or the issue pressing, time will be made to exchange greetings, sit, catch-up and even talk about other issues before getting to the main topic. It is often not uncommon for people to “talk around the elephant in the room” or approach awkward topics obliquity and not head on. This is especially true when the issue might be potentially demeaning or expose an error made by a superior.
v.
Norms
Personal disputes are not solved easily because of the need to protect one’s honor. Family honor is also affected by personal behavior, so living the code properly is considered essential. This will affect how people approach (or ignore) issues.
Extended families are also a normal occurrence. Very often, several generations will be living in the same house, or cluster of buildings inside a walled-in “compound”. Relatives are likely to be living nearby also. This does affect outside demands due to personal family issues, and requires American concepts, such as “on post housing”, to be re-thought from an Afghan perspective.
vi.
Etiquette
Remember, we are guests. The Afghanistan culture places a premium on respect and personal relations, often valuing the relationship over professional qualities and experience. While building and sustaining relationships will be tough inside a 6 month deployment, the relationships will be paramount to long term success. Being sensitive to religious, family, tribal, and political norms will be critical to your success as a mentor and your team’s mission effectiveness. Personal influence will be one of the primary factors determining the success of your team’s mission; this will include (potentially) tenuous relations with your counterpart, because none of you will have any command authority over your counterpart(s).
vii.
Local Calendars and time zone
Afghanistan runs on two calendars and when coordinating with U.S./NATO forces our standard Gregorian calendar becomes a third. The primary calendar is the Persian Solar Calendar. It starts on March 21st of the Gregorian calendar. The month names, and number of days sync-up with the Zodiac Signs. On the solar calendar, the current year is 1388 (as of May 2009). All non-religious holidays are based on the solar calendar. The other common calendar is the Islamic Lunar Calendar. It is a lunar calendar having 12 lunar months in a year of 354 or 355 days. Because this lunar year is between 10 and 12 days shorter than the solar year, Islamic holy days, although celebrated on fixed dates in their own calendar, shift 10-12 days earlier each successive solar year. As of May 2009, it is year 1430 on the Islamic Calendar.
Afghanistan uses one time zone, is 4:30 ahead of Greenwich Mean Time, and 9:30/8:30 ahead of EST/EDT.
II.
Overview of Afghanistan Government / Military Structure
The adoption of a new constitution in January 2004 and the election of Hamid Karzai as president in October 2004 were considered major advances in Afghanistan’s fragmented political life; however, day-to-day control of the provinces proved difficult both before and after the election. The president appoints ministers, subject to the approval of the Wolesi Jirga (People’s Council), the lower house of the National Assembly. After the first National Assembly was seated in December 2005, the balance between the executive and legislative branches was uncertain, and Karzai has been obliged to award cabinet positions to key regional warlords. Following reorganization in early 2006, the government included 25 ministries; appointments to these ministries have been distributed among influential regional and military groups. At this time (May 2009), substantial regional power centers still remain.
A.
Applicable Government Agencies

i.
Ministry of Defense (MoD) 
The Afghan Ministry of Defense oversees the entire Military of Afghanistan. As of 2004, it is headed by Abdul Rahim Wardak, a former mujahidin who also received some military training in the United States. Zahir Azimi is currently the Major General and spokesman of the Ministry of Defense. One of the primary functions of the Defense Ministry today is disarming the militias and warlords not answering to the authority of the central government, which sprung up after the 2001 war in Afghanistan and the collapse of the Taliban government. Taliban insurgents have repeatedly attacked ministry officials.

a.
Office of the Surgeon General

A department within the MoD that the Medical ETT’s should also be familiar with is the Office of the Surgeon General (OTSG). The OTSG is responsible for the overall health and welfare of all ANA Soldiers. This includes the ANA Regional Hospitals, which are direct reporting units to the MoD, the brigade-level Troop Medical Clinics (TMC’s) and the infantry medics and doctors, from the Corps down to the small unit level. The current Surgeon General is Maj. Gen. Ahmad Zai Yaftali, who has held the position since 2003.
ii.
Ministry of Interior (MoI)
The Ministry of Interior is responsible for Afghanistan's police forces, other specialized internal security forces such as the border police, and Afghanistan's counter-narcotics force. The Ministry is also responsible for the administration of Afghanistan's Provinces and Districts. The current Minister of the Interior is Mohamad Hanif Atmar, who was the previous education minister and has been serving since October 11, 2008.
a.
Vision

The Afghan National Police will uphold the Constitution of Afghanistan and enforce the prevailing laws of the country to protect the rights of all people of Afghanistan. The Police perform their duties in a professional, non-discriminatory, accountable and trustworthy manner.

b.
Strategic Priorities

The Afghan National Police (ANP) is responsible for law enforcement. The Police will work with the people to: 

d. Actively combat crime and disorder (including terrorism and illegal armed activity)

e. Prevent the cultivation, production and smuggling of narcotics; and fight corruption

f. Ensure and extend the sovereignty of the State 

g. Protect its borders.

c.
Office of the Surgeon General

The ANP health system is under the purview of the Ministry of Interior (MOI). The ANP healthcare community has an estimated strength of 600 personnel to support the ANP of 82,000 personnel and 574,000 family members. They are focused in improving the health status of patrolman and their family members. Capabilities and systems of care such as medical entrance processing, first responder casualty care, preventive medicine, primary care, patient movement, access to definitive and rehabilitative care, medical logistics, command and control, and infrastructure are currently under development. Their long term vision is the development of an integrated health system to include our partners: Afghanistan National Army (ANA), National Directorate of Security (NDS), and the Ministry of Public Health (MoPH), and the private sector. The plan to increase the ANP by 50,000 – 60,000 is underway. The current Surgeon General is BG Qhandahr Shinwari who has held the position since August 2008.
iii.
Ministry of Public Health (MoPH)
Afghan Ministry of Public Health oversees all matters concerning the health of Afghanistan’s population. It has the three prong mission to train, educate and cure. Prior to 2005, almost six million Afghans had very little or no access to medical care. In addition, 50 of the country's 330 districts had no health facilities whatsoever. The 2005-2009 goals are to reduce the high levels of mortality and morbidity by:

h. Improving access to quality emergency and routine reproductive health services

· Increasing the coverage and quality of services to prevent and treat communicable diseases and malnutrition among children and adults

· Strengthening institutional development and management at central and provincial levels to ensure the effective and cost-efficient delivery of quality health services

· Further developing the capacity of health personnel to manage and better deliver quality health services

MoPH does serve as a key counterpart ministry for CJTF-101, as well as the PRT Commanders and PRT Medical Officers who work closely with provincial authorities in the MoPH. At present, the MoPH is not a key partner for CSTC‑A or ETTs because the MoPH oversees health care delivery for the Afghan civilian population, not the Afghan security forces; however, there are a few mentors in CSTC‑A’s Command Surgeon’s office that do work with the MoPH. CSTC‑A is training ANSF to provide health care to ANSF civilian family. The current Minister of Public Health is Dr. Sayed Mohammad Fatimie, who has been serving since 2005.
iv.
Ministry of Higher Education (MoHE)
The role of the Ministry of Higher Education is to regulate, develop and expand Afghanistan’s institutions of higher education. The current priorities include: training of university faculty, establishing standardized curriculums, creating special and in-service educational programs, developing partnerships with international universities for information exchange and overseas scholarships and acquiring skilled consultant teams to help develop the Engineering, Medicine and Law program. Dr. Mohammad Azam Dadfar has been Minister of Higher Education since 2006.
B.
Afghanistan National Security Forces (ANSF)
The Afghanistan National Security Forces (ANSF) consist of the Afghan National Army (ANA), Afghan National Police (ANP), Afghan Border Police (ABP) and the Afghan National Civil Order Police (ANCOP). The ANA fall under the Ministry of Defense’s (MoD) Healthcare system, while the ANP, ABP and ANCOP fall under the Ministry of the Interior’s (MoI) Healthcare system. There is an imperfect agreement between the MoD and the MoI regarding the treatment of each other’s personnel in areas without MoD or MoI healthcare facilities.
i.
MoD: Afghan National Army (ANA) 
Afghan National Army (ANA) is being trained by coalition forces through ETT’s (U.S. Forces) and OMLT’s (NATO Forces) to ultimately take the lead in land-based military operations. Since 2001, the United States has provided more than $10 billion for the purchase of military equipment and construction of military facilities. Additional non-monetary military aid has been, and continues to be provided and will include 3,000 HMMWV’s (including ambulances), tens of thousands of M-16 assault rifles and body armor.
a.
Current Status
Total manpower is at around 83,000 personnel in 95 units (March 2008), with an existing goal to expand to about 134,000 troops in 160 units, and a proposed expansion of almost 260,000 Afghan troops in the next five years. 
b.
Significant Challenges
Despite enormous strides in the past six years, the ANA still faces a number of significant challenges, predominately in the areas of human resources, training and discipline.
A lot of effort has been placed on recruiting, and there has been much success at the lower levels; however, a large number of vacancies still remain among skilled positions: doctors, PA’s, etc.; the current fill percentage is only 35%. In addition, it is not uncommon for slots to be filled with available people, regardless of their actual training. This gives the appearance of no personnel deficiencies; however the necessary skill set is not present. The problem is worse at the Corps & Below level, where many officer (MD’s and PA’s) positions remain unfilled, although the enlisted positions (mostly combat medics) are almost completely filled. Unfortunately, medics still are taken and assigned additional duties, or transferred to work in communications, as drivers, and other “important” jobs because they are more often literate.
Personnel issues are further complicated by AWOL’s and desertions. Issues like “family emergencies”, deaths, and even payday (there are no ATM’s, so troops will cash-out their paycheck and bring the cash home) will often result in people going on unauthorized leave. Also, there is no perceived problem with people coming back three or four days after the end of official holidays, etc. Finally, troops “escaping” (how the word “desertion” is often translated), with no attempt to find them or enforce their contract, is not uncommon.
Adding to the training and discipline issues are the number of “appointed” officers and senior enlisted that have very little military training, or even worse, have ties to criminal organizations and anti-Coalition or anti-GIRoA organizations. Corruption, nepotism and cronyism do exist and diminish the effectiveness of the ANA directly (through poor training, influence from outside the chain of command, etc.), and indirectly (adding to retention problems, etc.).

These problems combine to reduce the overall effectiveness of the OTSG, Corps and Brigade Surgeons. It is not uncommon to leave a meeting thinking that everybody is on the same sheet of music, only to find at a later date that plans have changed due to outside interference, or simply because “somebody” didn’t want to follow directions or perform an assigned task.

ii.
MoI: Afghan National Police (ANP, ABP, ANCOP, etc.) 
d. Review for actual vs. planned
The three largest divisions of the MoI’s police forces, the Afghan National Police (ANP), Afghan Border Patrol (ABP), Afghan National Civil Order Police (ANCOP), are being mentored in the field predominately by U.S. manned Police Mentoring Teams (PMT’s). The National Police Academy is under the supervision of EUPOL, and they do mentor some police districts in the provinces. Increasingly after 2002, the police were the only defense for civilians against insurgent forces in many parts of the country, and, since only the police are constitutionally allowed to “knock down doors and conduct searches”, their police duties often include paramilitary activities, which are vital to national defense. 
The three other police organizations are smaller and have more specialized missions. The Counter Narcotics Police are responsible for the elimination of production and the trafficking of illicit drugs. The Criminal Investigation Division Police investigate a wide range of criminal offenses. The Counter Terrorism Police are responsible for conducting counter-insurgency operations.
a.
Current Status
Germany initiated the restoration program in 2002, and the European Union took over in 2007; in 2008 some 200 European trainers were in Afghanistan, but the bulk of ANP development has fallen to the U.S. military. The recruitment program has been handicapped by low pay, low recruit quality, pervasive corruption. In addition to the overall lack of training and mentoring received by the police units, they operate in a very insecure environment; in 2007 an estimated 925 police were killed, often by insurgents. However, the Afghan National Police (ANP) continues in a growth phase to fill its ranks to the planned 82,000 member force and is expected to grow substantially the next 2-3 years. The Afghan National Police (ANP) other police organizations are making steady progress, but their capabilities still lag behind those of the ANA. The police are the first line of defense in Afghanistan. The current ANP force has not been sufficiently reformed or developed to a level at which it can adequately perform its security and policing mission; however, the Afghan and U.S. governments, and our international partners, recognize the shortcomings and are working to improve ANP capabilities.

Two programs called “Focused District Development” (FDD) and Focused Border Development (FBD) have been implemented to address a number of the professionalization issues. When a district takes part in an FDD or FBD cycle, the entire district is relocated to the main training center in Kabul, while a known good organization operates the district in their absence. While at the training center, the entire district is trained and all corrupt, below standard, etc. personnel are (hopefully) weeded out. Other known good police are used to supplement the lost personnel. The newly trained-as-a-unit district is returned to their home district and assigned a Police Mentor Team (PMT) (likely to include medical ETTs and emergency response care providers). This has proven to be successful in improving the quality of the district, and reducing the corruption; however, only a small percentage of the 433 police districts have been run through the FDD cycle. To alleviate this trend, the number of FDD and FBDs have been quadrupled and projected to continue over the next several years.
b.
Significant Challenges
Until recently, the MoI components of the ANSF have received neither the quality training, nor the mentoring focus that the ANA units have received since 2001. The police units also suffer from a tendency for the focus to tilt towards the ANA. For example, often when a new program is implemented, it’s all too often done with the ANA and the question, “How would this benefit, or be implemented for the police?” frequently doesn’t get asked. As a result, the ANP does not have a fully functioning healthcare system or “official” inpatient capability. The medical requirements of the Afghan National Police (ANP) and their beneficiaries are significant. The current ANP healthcare system is Kabul-centric with only nine provincial health centers, an Academy clinic, and the Kabul National Primary Care Clinic.
Future plans for the police unit include expanding its police force to 150-160,000, including conventional, border, highway, and counternarcotics police, by 2010. 
c.
Way Forward
The Kabul area ANP will grow by 4,800 policemen by August of 2009 and at least nine of the highest risk provinces will increase their strength to 10,000 members. In addition, over 4,500 civilians and contractors will be added to the ANP giving the ANP an estimated force of 102,000 within a year. The medical requirements of the current ANP and their families are significant and already underserved. Current and additional ANP and family members increase the need for accessible, quality, and reliable care support sources. Equally important, ANP commanders expect fit and healthy ANP to include protection against disease and environmental threats, the ability to return patients to duty quickly, and efficiently take care of their emergency, acute, and long term primary care, inpatient, and rehabilitation needs. A strong and integrated healthcare system allows ANP members to have confidence their families are being taken care of, attracts more high-quality applicants, and provides a foundation for retention. 
The approved ANP Surgeon General’s mission of ANP health system is, “To be a trusted team of the Ministry of Interior to preserve and improve the readiness and health for 82K ANP forces and 574K family members...” This mission will be achieved through the provision of the best available preventive and clinical care. The delivery of healthcare services is provided in a wide range of inpatient and ambulatory healthcare settings, community-wide to support, readiness and well-being. This statement recognizes the ANP SG's responsibility to maintain the organization's viability to meet its long-term commitment to the Islamic Republic of Afghanistan and the Minister of Interior. As an example, the following are the ANP SG’s SY1388-1390 priority objectives:
	Priority Objectives
	Beneficial Outcomes

	1. Operate all medical in processing events by 2010 
	Directly supports professionalizing and protecting the new ANP

	2. Enhance and expand the Police Hospital services by 2012
	Reduces died of wounds rates, improves access, quality of care, safety, provides ANP with much a needed wounded patrolman rehabilitation center

	3. Establish a responsive national medical supply chain by 2010
	Provides backbone to distribute medical supplies for daily and contingency operations

	4. Build approved facilities; then staff, equip, and train the staffs in accordance with the approved Tashkil by 2012
	Gives commanders and medical staffs the right resources in 80+ locations to deliver first responder, routine, preventive and primary care services, and referral care management services

	5. Establish protocols and commission with organizations to improve access, use common processes, and share resources by 2010
	Provides means to facilitate access to care for family members throughout the country and for the affected parties to share resources for mutual gain


As we are doing with the ANA, we are doing with the ANP, ABP and ANCOP – Medical mentoring for the complete ANSF will coordinated in a much more structured, hands-on approach with a focus on ensuring that the health system provides the best care possible.
iii.
Common issues

All components of the ANSF are in the process of building-up. In addition, the public health system is expanding. This put tremendous demands on the already short supply of medical providers. Many units are being fielded without MD’s, PA’s or other specialties (dentists, pharmacists, etc.).
Although the ANSF seems to have less tribal/ethnic tensions than the country as a whole, the issue surfaces from time to time. Positions sometimes go unfilled because the best person is (or isn’t) Hazara/Tajik/Pashtun. Just as the U.S. Armed Forces were a driving force for integration in the U.S., the ANSF will be in Afghanistan.
III.
Afghanistan Health System Overview

A.
Healthcare Service Sector Delivery History

i.
History of Health Care Services in Afghanistan 
Although Afghanistan remained calm and stable in the 1960s–1970s, the health status of the people, especially women and children, was significantly lower when compared to other countries in the Region. Under the ruling of King Ziar Shah, health care was mostly provided by the government, which was largely absent, or at abysmal levels, in rural areas. In urban areas, the health system was dominated by hospitals and a large number of health workers. The services were curative-oriented and only 1%–4% of the national budget was allocated to the health system. Starting from this weak foundation, the public health system further deteriorated in the years of war that followed. The health system was made more centralized under the control of local Mujahidin commanders. Non-Government Organizations (NGOs) emerged in the mid-1980s, providing health care services for Afghan refugees, and starting cross-border operations in Afghanistan and gradually expanded their activities by establishing health facilities in rural areas. The outbreak of civil war and the lack of a centralized government resulted in a fragmented health care system. This situation continued with the emergence of the Taliban. During this period, women‘s access to health services became even worse. Despite the restrictions placed by the Taliban on girls’ education, NGOs played a pivotal role in returning female health workers to the sector. At the time the Taliban fell, NGOs provided 80% of health services in Afghanistan. 

In early 2002, the Ministry of Public Health embarked on a new policy and in May 2002 the first draft of a Basic Package of Health Services (BPHS) was designed. By April 2003, a funding estimate exercise for providing the BPHS (annual per capita cost U.S.$ 4.55) was finalized and incorporated into the final document. The Ministry made the choice to restrict its role to: (i) monitoring and evaluation; (ii) coordination of donors inputs; (iii) strategic planning; (iv) setting technical standards; (v) regulating the for-profit private sector; and (vi) coordination and regulation of the NGO sector. For delivering services, the Ministry opted for the contracting out approach to NGOs, who over time have become an integral part of the health sector.

As of February 2008, Afghanistan still suffers from very high Infant Mortality Rates (IMR) [129:1000 live births], Under 5 Mortality Rate (U5MR) [191:1000 live births] and Maternal Mortality Rates (MMR) [16:1000 live births]. One out of every five Afghan children dies before the age of five. Life expectancy at birth is 47 years for men and 45 years for women, significantly reduced due to the high IMR and U5MR. 
ii.
Notable Hospitals
Wazir Akbar Khan Hospital – 100-bed facility is the main referral hospital for orthopedic and emergency surgery in Afghanistan. Supported by the International Committee of the Red Cross (ICRC), the Ministry of Public Health and Loma Linda University. Has been around for decades, and performed tens of thousands of operations, over half of which required blood transfusion.

Kabul Medical University (formerly known as Kabul Medical Faculty) - located on the campus of Kabul University. The medical institution was initially maintained by collaboration with the Turkish and French sponsors. KMF developed into a single self-autonomic University in 2005. It currently graduates professionals in fields of Curative Medicine, Pediatric, Stomatology and Nursing. All subjects are taught in Dari but most medical terms are either in Arabic, Greek, English or French. Currently, more than 17 medical schools are known to exist in Afghanistan but the KMU and Nangarhar Medical schools are the leading medical schools for the country.

Rabia Balkhi Hospital (RBH) – the largest maternity hospital in Afghanistan, is located near the Kabul River, and has an estimated 14,000 deliveries per year. It is supported by the U.S. Department of Health and Human Services, and has an Obstetrics and Gynecology residency training program.

National Military Hospital - a 400-bed hospital in Kabul (the largest in Afghanistan)

Regional Specialty Hospitals part of the ANA Health System – Kandahar, Herat, Mazar-e Sharif, and Gardez. A new ANA hospital is under construction in Jalalabad.
Afghan National Police Hospital (ANPH) – currently, a 50 bed hospital (on par with many of the non-expanded ANA regional hospitals) is the only is the only police hospital in Afghanistan.  Scope of services include surgery, orthopedics, physical therapy, ophthalmology, dental, preventive medicine, blood typing unit, internal medicine, radiology, lab, neurology, ICU, and ER services.  A renovation scheduled to be complete in CY2011 will increase capacity by 100 beds and expand services to include greater rehabilitative and care for women and children.  Currently, the majority of ANP healthcare is provided by clinics built on police compounds.  These clinics provide healthcare for approximately 82K ANP and over 574K family members.

iii.
Delivery System throughout the Country
Today World Bank, USAID and European Commission are the major contributors to the health sector in Afghanistan. They share among themselves implementation of the BPHS. Other donors active in the field of health include the Asian Development Bank (ADB), which funds the delivery of the BPHS in 8 districts of 2 provinces. The United Nations Children's Fund (UNICEF) is especially active in the fields of immunization and Safe Motherhood. The World Health Organization (WHO) provides technical support to various national programs that include polio, tuberculosis, and malaria programs.

a.
United Nations Millennium Development Goals (MDGs) in Afghanistan

The MDGs were developed and agreed upon in 2000 by 189 countries of the United Nations. The goals, targets and indicators of the MDGs are the internationally recognized standard to address unacceptable inequalities between rich and poor countries. The target is for most of the goals to be achieved by 2015; due to the years of conflict in Afghanistan this is extended to 2020. 

Although the MDGs were originally formulated by the United Nations, they must be nationally owned and driven as "people's goals" in order to be fully realized. Afghans define lack of security as their greatest problem; therefore GIRoA added a ninth development goal ― “Enhance Security”. The detailed, time-bound indicators for each of the MDGs allow for measuring progress in a systematic fashion toward key aspects of human development. Both the Goals and the human development concept share the objectives of promoting human well-being that entails dignity, freedom, and equality for all people. 

The Nine Afghanistan MDGs include: Eradicate Extreme Poverty And Hunger (Goal 1); Achieve Universal Primary Education (Goal 2); Promote Gender Equality and Empower Women (Goal 3); Reduce Child Mortality (Goal 4); Improve Maternal Health (Goal 5); Combat HIV/AIDS, Malaria, Tuberculosis and Other Diseases (Goal 6); Ensure Environmental Sustainability (Goal 7); Develop a Global Partnership for Development (Goal 8); and Enhance Security (Goal 9);

b.
The Afghan National Development Strategy (ANDS)

The GIRoA articulates its goals of meeting the MDGs through a single unifying plan, the Afghan National Development Strategy (ANDS). The ANDS was adopted in 2008 which equates to the Afghan Solar Year 1387. The ANDS ensures Afghanistan is on path to reach the MDGs, which are focused on improving the lives of the citizens of Afghanistan. The ANDS contains four pillars through which GIRoA focuses its priorities; security, governance, rule of law and human rights, and finally economics and social development. Within the pillar of social and economic development is the provision for the delivery of Health Care Services (HCS) which is further defined by the MoPH in the Health and Nutrition Sector Strategy. 

c.
The Health and Nutrition Sector Strategy (HNSS)

The HNSS aims to improve the health and nutritional status of the people of Afghanistan in an equitable and sustainable manner through quality HCS Provision (HCSP) and the promotion of healthy life styles. To this end the MoPH in consultation with major donors, UN agencies and other stakeholders adopted nineteen strategies aimed at three distinct categories; implementing health services, reducing morbidity and mortality and promoting institutional development. 

d.
The Implementing Guidelines for Afghan Healthcare Services

The Basic Package of Health Services (BPHS) and The Essential Package of Hospital Service (EPHS) are the two documents that define the key elements of the healthcare system built by the MoPH. They outline the primary means to; implement health services, reduce morbidity and mortality, and promote institutional development in Afghanistan. The BPHS and EPHS illustrate where basic primary care and hospital services are provided and delineate the hospital referral system necessary to support the BPHS. In 2003 (1382), the MoPH adopted the strategy of contracting out the delivery of basic HCS to non-state providers in order to be able to concentrate fully on its role as steward of the HNSS. Under three different contracting mechanisms, under-written by the WB, USAID, and the EC, the BPHS is currently being delivered on a contractual basis with NGOs in 31 of the 34 provinces in Afghanistan. 

In the remaining three provinces, the MoPH has direct stewardship in a program called the ― “Strengthening Mechanism” by which it is, essentially, contracting with its own staff, on the same terms as it contracts with NGOs under the WB mechanism. Funding for the Strengthening Mechanism is provided by the WB. 

Objectives of the BPHS are to provide a standardized package of basic services and promote the redistribution of HCS by providing equitable access, especially in underserved areas. BPHS facilities provide the following seven elements:
1. Maternal and newborn health; antenatal, delivery and postpartum care; family planning; care of the newborn 

2. Child health and immunization; Expanded Program on Immunization (EPI) through routine, outreach and mobile methods; Integrated Management of Childhood Illness (IMCI); promotion of exclusive breast feeding for the first 6 months 

3. Public nutrition; micronutrient supplementation; treatment of clinical malnutrition 

4. Communicable diseases; control of TB, malaria, and HIV-AIDS 

5. Mental health; community management of mental problems; health facility-based treatment of outpatients and inpatients 

6. Disability services; awareness, prevention and education, assessment and referrals 

7. Regular supply of essential drugs 

The BPHS is offered at six standard types of health facilities, ranging from outreach by Community Health Workers (CHW), through outpatient care at Basic Health Centers (BHC), to inpatient services at Comprehensive Health Centers (CHC) and District Hospitals (DH).

After establishment of the BPHS, the MoPH‘s Hospital Management Task Force saw the need to develop a framework for the hospital element of the health system. The Basic Package made clear the needs for a primary-care-based health system, which requires functioning hospitals in order to have an appropriate referral system where all health conditions may be treated. In urban areas, due to lack of facilities offering basic curative and preventive services, urban clinics, hospitals and specialty hospitals proved the services that HPs, BHCs and CHCs provide in rural areas. The EPHS has three main purposes: First is to identify a standardized package of defined clinical, diagnostic and administrative services for district, provincial, regional and national hospitals. Second is to provide a guide for the MoPH, NGOs and donors on how the hospital sector should be staffed, equipped and provided with drugs for the defined set of services at each level. Finally, to promote a health referral system that integrates the BPHS with the hospitals. All hospitals have the overall objective of reducing the high MMR, IMR and U5MR and other diseases and conditions responsible for Afghanistan‘s high morbidity and mortality.
B.
Afghanistan Healthcare Service Sector
i.
Current Delivery Systems

a.
Ministry of Public Health
The Ministry of Public Health developed an Essential Package of Hospital Services.  EPHS establishes what each type of hospital in the Afghan health system (district, provincial, and regional) should provide in terms of the services offered at each level and the resultant staff, equipment, diagnostic services, and medications required to provide those hospital services. 

Essential Package of Hospital Services (EPHS)

The Essential Package of Hospital Services (EPHS) has three purposes: (1) to identify a standardized package of hospital services at each level of hospital, (2) to provide a guide for the MOPH, private sector, nongovernmental organizations (NGOs) and donors on how the hospital sector should be staffed, equipped, and provided materials and drugs, and (3) to promote a health referral system that integrates the BPHS with hospitals. 

The EPHS defines, for the first time, all the necessary elements of services, staff, facilities, equipment, and drugs for each type of hospital in Afghanistan.  The EPHS identifies, with tables, the following elements for each level of hospital so that the inputs or resources needed at each level may be easily compared:

Basic Package of Health Services (BPHS)

In March 2003, the Ministry of Public Health (MOPH) of Afghanistan released the Basic Package of Health Services (BPHS), the culmination of a process that determined priority health services to address the population’s most immediate needs.  This package included the most needed services at the health post and health center levels of the health system.  The Basic Package made clear the need for a primary-care based health system, which requires functioning hospitals in order to have an appropriate referral system where all health conditions may be treated.  The BPHS is offered at six standard types of health facilities, ranging from outreach by Community Health Workers (CHW), through outpatient care at Basic Health Centers (BHC), to inpatient services at Comprehensive Health Centers (CHC) and District Hospitals (DH). 

The Health Post (HP)

At the community level, basic health services are delivered by CHWs from their own homes, which function as community health posts. CHWs offer limited curative care, including diagnosis and treatment of malaria, diarrhea, and acute respiratory infection; distribution of condoms, oral contraceptives, depot progesterone injections; and micronutrient supplementation. In addition to basic pre- and postnatal care, Female CHWs focus on promoting birth preparedness, safe home deliveries by families, awareness of danger signs and the need for urgent referral. 

The Health Sub Center (HSC)

The HSC is an intermediate health delivery facility to bridge the service gaps between HPs and other BPHS levels of service delivery.  The HSC will provide most of the services in the BPHS that are available in BHCs including health education, immunization, antenatal care, family planning, TB case detection, suspected TB case referral and follow up of TB cases and basic curative care, including treatment of diarrhea and pneumonia. HSCs will refer complicated and other required cases to higher level facilities. 

The Mobile Health Team (MHT)

The principle idea of mobile health services is to; 1) Ensure the provision of essential and basic health services in remote villages located in geographically hard to access areas; 2) To expand and strengthen community-based health care (CBHC) through the identification of additional CHWs in hard to access areas and to link community level interventions with BPHS facility-based services; 3) To encourage greater community participation and community ownership of health services. 

Mobile health services are an extension of BHC services; therefore the services they provide are those recommended for a BHC. 

The Basic Health Center (BHC)

The BHC is a small facility offering outpatient care, immunizations and midwifery care. Services offered include antenatal, delivery, and postpartum care; nonpermanent contraceptive methods; routine immunizations; integrated management of childhood diseases; treatment of malaria and tuberculosis, including Direct Observed Therapy (DOTs); and identification, referral, and follow-up care for mental health patients and persons with disabilities. 

The Comprehensive Health Center (CHC)

The CHC offers a wider range of services than does the BHC. In addition to assisting normal deliveries, the CHC can handle some complications, grave cases of childhood illness, treatment of complicated cases of malaria, and outpatient care for mental health patients. Persons with disabilities and persons requiring physiotherapy services will be screened, given advice and referred to appropriate services in the area. The facility has limited space for inpatient care, but will have a laboratory. 

The District Hospital (DH)

At the district level, the DH will handle all services in the BPHS, including the most complicated patients. Patients referred to the district hospital level include major surgery under general anesthesia, X-rays, comprehensive emergency obstetric care, and male and female sterilizations. DHs offer comprehensive outpatient and inpatient care for mental health patients and the rehabilitation for persons requiring physiotherapy with referral for specialized treatment when needed. The hospital provides a wider range of essential drugs and laboratory services than do the health centers. 

The Comprehensive Health Center (CHC)

The CHC offers a wider range of services than does the BHC. In addition to assisting normal deliveries, the CHC can handle some complications, grave cases of childhood illness, treatment of complicated cases of malaria, and outpatient care for mental health patients. Persons with disabilities and persons requiring physiotherapy services will be screened, given advice and referred to appropriate services in the area. The facility has limited space for inpatient care, but will have a laboratory. 

International Health Donors, Implementing NGOs and Health Stakeholders 

Currently there are five donors supporting the implementation of healthcare services: WB, ADB, USAID, EC and the KfW German Development Bank. Various mechanisms are used by these donors to contract NGOs. The WB channels its funds through the Ministry of Finance to the Ministry of Public Health which is responsible for contracting competing NGOs. Contracts that receive WB funds and are currently managed and overseen by the Grant & Contract Management Unit (GCMU) at the Ministry are valued at US$ 37 million. The ADB and USAID have sourced out this process to NGOs, whereas the EC undertakes this work itself. The predominant donors; EC, USAID and WB, use varying types of contractual agreements in order to deliver healthcare for the MoPH. Annex F describes the generic format that each donor uses. 

There are numerous NGOs contracted to implement healthcare services in Afghanistan. Although the majority of healthcare services are focused on the BPHS, there is a current shift in health sector development from the Donor level beginning to look at delivery of the EPHS. PRTs need to have situational awareness of the EPHS delivery at the Provincial and District hospitals, but should focus on delivery of the BPHS in their respective provinces. 

Other health stakeholders operate in Afghanistan focusing on specific WHO programs. The priority program areas under WHO include: polio eradication initiative; human resource development for health; basic development needs program; expansion of the integrated disease control activities such as malaria, tuberculosis, acute respiratory infections, diarrheal diseases, vaccine-preventable diseases, rabies and leishmaniasis; activities to improve maternal and child health with particular emphasis on promotion of the safe motherhood initiative, water and sanitation and emergency preparedness and response.
b.
Ministry of Interior (Afghan National Police)

Currently, the MOI delivers emergency response, preventive medicine, and primary care at over 100 nationwide locations. They currently operate a central community hospital in Kabul: Afghanistan National Police Hospital (ANPH). They are focused in improving the health status of the beneficiaries and individual medical readiness. Capabilities such as medical entrance processing, first responder casualty care, preventive medicine, primary care, patient movement, access to definitive and rehabilitative care, medical logistics, command and control, and infrastructure are currently under development. Currently, the MOI’s top priorities are enhancing and expanding the services and footprint at the ANPH, establishing a medical supply chain and distribution system, and integrating the ANP health system into the nation healthcare system.

The current ANP SG doctrine and operating policy provides the foundation for development activities and decisions, policy development, improvement proposals, future assessments or evaluations, and daily healthcare operations. For example, “healthcare is a process, not a location …”. This means if care can be acquired via less expensive access to other facilities versus building new facilities then this option should be pursued. Or, “the best emergency room is the closest emergency room …”. This means any patient who presents for care should be taken care of regardless of status or affiliation. The guidance is organized in the categories of doctrine, organization, training, material, leadership, personnel, and facilities (DOTMLPF). It reads as follows: 
1.
Doctrine
i. All members of the ANP and their families and dependents deserve high quality and accessible healthcare.

j. ANP member and dependent healthcare will be coordinated and cooperative with healthcare administered by the Afghan National Army (ANA) and the Afghan Ministry of Public Health (MoPH).

k. ANP members injured in combat with insurgents or criminals deserve maximum healthcare, to include first aid administered on the battlefield, rapid transport to definitive healthcare facilities, access to emergent surgery on a 24 hour a day and seven day a week basis, intensive care, and rehabilitation care. With full development of the healthcare system for the ANP, all care in the system will be delivered by Afghans.

l. ANP healthcare will be in accord with the Afghan Basic Package of Health Services and the Essential Package of Hospital Services.

m. Healthcare services will be delivered by ANP medical personnel to all Afghan citizens who present for emergent care at ANP healthcare facilities.

n. ANP healthcare providers will treat all patients with compassion, dignity, and respect.

2.
Organization
o. The ANP functions within the Ministry of the Interior (MOI), with the MOI Minister having overall responsibility for the ANP. ANP healthcare is then supervised directly by the leaders and staff of the MOI and is in accord with MOI regulations.

p. The individual with direct operational responsibility for the ANP healthcare system is the ANP Surgeon General.

q. The ANP Surgeon General is responsible for appointing and removing individuals as directors for each of the main healthcare facilities of the ANP.

r. Due process is followed in instances of removal or dismissal of ANP healthcare personnel.

s. ANP healthcare personnel receive salaries and other payments through the MOI.

3.
Training
t. The ANP shall conduct training programs for its healthcare personnel in coordination and cooperation with the ANA and MoPH.

u. The ANP will set continuing medical education requirements for its healthcare personnel.

v. All members of the ANP will receive instruction in basic first aid.

4.
Material
w. The ANP will obtain the medical equipment and consumables needed to carry out healthcare for its members and dependents, and will operate a medical logistics system in conjunction with the ANA and MoPH to ensure continued reliability of medical equipment and consumables supply.

x. The ANP will participate with the ANA and MoPH in medical equipment repair and maintenance programs. This includes standardization of equipment and supplies.

y. The ANP will maintain ordering of new equipment and consumables in accordance with standardization regulations set by the MoPH.

5.
Leadership
z. The ANP Surgeon General will have overall responsibility for healthcare delivered by the ANP, and will act as the advocate for the ANP with the MOI and the Parliament.

aa. The ANP will conduct training in leadership for selected healthcare personnel.

ab. ANP leadership will be responsible for recruitment of healthcare personnel for the ANP.

6.
Personnel
ac. The ANP will utilize doctors, nurses, nurse specialists, and medical technicians to provide healthcare.

ad. The ANP will develop and maintain support, wellness, and advancement programs for its healthcare personnel.

7.
Facilities
ae. Duplicate facilities (e.g. ANA and ANP) will not be co-located. There will not be redundant capability.

af. Where feasible, the ANP will build, operate, enhance, or maintain healthcare facilities as part of its healthcare delivery system, to include basic and comprehensive clinics or hospitals.

ag. Where feasible, the ANP will cooperate and coordinate with the ANA and MoPH for provision of inpatient care for its members and dependents.

8.
Responsibility
The ANP Office of the Surgeon General (OTSG) is responsible for the development of healthcare policy and oversight of the provision of quality health care to ANP personnel, select family members, and other beneficiaries and for preparing medical facilities and combat medical units to deliver quality care during times of peace and war.

c.
Ministry of Defense (Afghan National Army) (Ramchandi)
e. Brief Overview of services provided

d.
National Directorate of Security (NDS)
The National Directorate of Security (NDS) is Afghanistan’s combined equivalent of the U.S. Central Intelligence Agency (CIA) and the Federal Bureau of Investigation (FBI).  The NDS health system is currently in its infancy, and is currently responsible for approximately 14,000 NDS Afghan officers throughout Afghanistan.  There are about 7,000 NDS officers in the Kabul region, who all are eligible to receive care at the Kabul area NDS Hospital.  The remaining 7,000 officers are scattered across the country, and often receive care at ANA hospitals or at local MoPH facilities.

The NDS Hospital is the NDS’ only true medical asset, and it is located near the Indian Embassy in Kabul.  The hospital is very well equipped, with a number of clinical and supportive services available.  The following departments are available at the NDS Hospital:

	ah. General Surgery
	ai. Thoracic Surgery


	aj. Orthopedic / Trauma Surgery
	ak. Plastic/Burn Surgery

	al. Maxillofacial Surgery
	am. Neurosurgery

	an. ENT
	ao. Urology

	ap. Anesthesia / PACU / ICU
	aq. Ophthalmology

	ar. Neuro-Psychiatry (Mental Illness)
	as. Pediatrics

	at. Obstetrics / Gynecology
	au. Radiology

	av. Emergency Medicine
	aw. Internal Medicine

	ax. Gastroenterology
	ay. Infectious Diseases

	az. Neurology

	ba. Dermatology / STD


The primary mentors of the NDS Hospital are US Military mentors, manned primarily by the U.S. NMH ETT Team.  Over the next few years, the strategy to build the NDS healthcare system is through a lasting partnership with ANA and ANP resources.  The NDS plans to share its Kabul city hospital resources for all ANA and ANP personnel, while also drawing upon the evacuation capabilities of the ANA/ANP health systems to care for NDS personnel.
ii.
Unity of Effort
a.
Government/MoPH Donors
Currently, the MOPH is gaining strengthening capacity at the central and provincial levels through the assistance of several donor partners, to include the European Commission, the World Bank, and U.S. Aid for international development. Assistance is given in the form of donor funds, which are signed over to the Ministry of Finance. However, funds are mainly managed by donor organization through contracts, grants and Inter-Agency Agreements. These donor agencies maintain strong relations with the MOPH. Since MOPH is the main counterpart for implementation, it maintains an extensive network of highly qualified U.S. and Afghan “cooperating agencies” and “partner agencies”; i.e., contractors and grantees. These organizations and the people they recruit, place and employ throughout Afghanistan are an integral part of the health expertise shared throughout the country. Anecdotally, both at the provincial and the district level, MOPH administrators are benefiting from the assistance they receive from these international organizations. Senior leadership at these levels is known to receive additional training (often outside Afghanistan in partner countries such as India or Australia), with the intent of bringing this new found knowledge back to their communities. Practitioners at the local community level report the desire for additional training and assistance in health subjects, ranging from basic public health to advanced electrocardiographic interpretation. Overall, however, security and stability (particularly in the East and South) continue to be the major concern and barrier for the provision of health to these communities.
b.
NGO/PVO Partners
The current coordination point to NGO's & PVO’s is USAID.  If implementing something new, CSTC-A will need to coordinate with USAID through MoPH, which is the ministry that serves as the "nexus" for all health care programs.
c.
Respective Challenges (Durani/Hall)
f. WHO, USAID, MoPH not coordinated
g. Recruiting problems MD’s into ANSF system drains already limited MD supply

h. Consolidating faclilties
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Figure 1: MoPH Structure
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Figure 2: MoPH Strategy and Guideline Publications
i. Needed
IV.
Afghanistan National Security Forces (ANSF) Healthcare System
A.
ANA Health Care System (Status of Specific Services Provided) (Ramchandi)
i.
Basic Preventive and Public Health
ii.
Acute/Long-Term Trauma and curative care
iii.
Primary Care System Integration
iv.
Recruitment and Retention (Torrusio)
v.
Health education and training
The current course catalog is published by the Afghan National Army Training Command (ANATC) quarterly.  Registration for any courses needs to be completed through Kabul Military Training Center (KMTC).
a.
Overall Status of Training in the ANA Medical Corps

Currently, medical training is trying to catch up to support the needs of the ANA. Doctors, nurses and paraprofessional staff are scarce in the civilian sector and we are being forced to “grow’ our own for the ANA. This past May we had the first 40 ANA students begin a seven year physician training program in cooperation Kabul Medical University.  The Allied Health Professionals Institute located on the campus of the National Military Hospital, conducts training for Nursing, Radiology Technicians, Laboratory Technicians and Diagnostic Ultrasound Technicians. The Lab, Radiology and Ultrasound courses are in their initial classes with an expected graduation between October 2009 and March 2010. Also located on the campus of NMH is the Combat Medic Branch. At the Combat Medic Branch primary medical education begins with the Combat Medic Course. Other courses taught in the branch are, the Medical NCO Course and the Medical Officers Basic Course. These three courses are primarily taught by Afghan Soldiers with mentorship provided by U.S. active duty and contractors. The AHPI courses are open to both ANA and ANP, where as the Medic, NCO, and Officer Basic courses are ANA specific.  As requirements build, new courses will be developed and taught. Regional training centers are in the planning stages to fill critical needs in areas outside of Kabul and to support the projected growth of the ANA / ANP.  Below is a brief description of each of the courses available.

b.
Physician Training (Ramchandani)
c.
Nurse Training (Welch)

d.
Medical Training Courses

1.
Combat Medic (Enlisted)
The Combat Medic is a basic medical course that consists of both didactic and hands-on practical training on lifesaving skills.  This is the course for ANA Service members that awards the MOS/ASI 86A/P9.  
2.
Medical Sergeants Course (MSC) (Enlisted)
MSC trains sergeants to develop the competency to perform Sergeant skills to standard; an understanding of ANA Army organizations, operations and procedures; an ability to apply the concepts of Force Health Protection and leader skills, to include an ability to analyze and solve military problems; an ability to communicate, interact, coordinate and conduct training; and medical training which culminates in a Force Health Protection field training exercise. The first three weeks of this course consist of common core training followed by Military Occupational Specialty (MOS)-specific training, as follows: Medical Skills – five weeks. Course length is 8 weeks
3.
Advanced Medical Technician (AMT) Course (Enlisted)
This course is equivalent to a U.S. civilian Licensed Practical/Vocational Nurse (LPN/LVN). The course length is one year. Student-candidates will initially be selected from the ranks of Combat Medic/Medical Sergeants graduates, ANP medics and qualified candidates from regional facilities.
4.
Medical Laboratory Technician Course (Enlisted)

The course is designed to provide basic laboratory knowledge and skills in the major disciplines of the clinical laboratory including: clinical chemistry, urinalysis, hematology, immunology, blood banking (immunohematology), and microbiology (including bacteriology, mycology, and parasitology). Course length is 1 year.
5.
Radiology/Diagnostic Imaging Course (Enlisted)

The course is designed to provide basic radiology knowledge and skills in the major disciplines of the clinical radiology.  It includes patient care in radiology, human structure and function, exposure principles, film processing and procedures, radiation physics and protection, and field radiology. Course length is 1 year.
6.
Medical Officer Basic Course (MOBC) (Officer)

The primary function of this course is to provide selected Afghan Medical Officers with the leadership and medical skills to: perform duties appropriate to the rank of LT to MAJ; apply operational concepts and techniques in resolving problems normally encountered at unit level. Course length is 8 weeks.
7.
Afghan Medical Executive Leadership Course (Officer)
This training is taught to Afghan medical leaders focusing on areas of Leadership; Strategic Planning; Organizational Dynamic; Ethics and the topics of Time, Resource and Personnel Management. Training consists of four, one week modules presented by the mentor.
8.
Basic English Language Course (All)
Provides training on basic to intermediate through advanced English. Targeted audience will be ANA medical staff with varying degrees of English language proficiency. This training will establish a basic foundation of English comprehension that will be further developed into introductions to Basic English Medical terminology. Training is provided by respective ETT mentors.
9.
Executive English Language Course (All)
The Medical Executive English Course is an essential training program, targeted towards top medical officials within the OTSG.
10.
Faculty Development Course (All)
The primary function of this course is to develop faculty from the ANA/ANP Medical Officers and Non-Commissioned Officers giving them the leadership and teaching skills for the many courses that they will teach to the ANA/ANP Medical Personnel.
11.
Medical Logistics (In-service Training) (All)
Medical Logistics Course – Receiving, Storage, Issue and Acquisitions. These programs are provided as needed
12.
Preventive Medicine Technician Course (All)
Course is designed to teach basic preventive medicine concepts and duties for maintaining appropriate sanitation standards at ANSF facilities.  Course length is 2-3 weeks
13.
Ultrasound/Diagnostic Medical Sonography Course
Designed to provide basic knowledge and skills in the major disciplines of Diagnostic Medical Ultrasound including the use of ultrasound equipment and anatomy and physiology as it relates to diagnostic ultrasound. Course length is 1 year.
e.
Future Direction of ANA Training / List of training courses that need to be developed

Courses currently being planned or developed to support the projected growth of the ANSF to 400, 000 end strength in FY2014 are: Biomedical Equipment Technician Apprentice Course, Medical Logistics Technician, Preventive Medicine Technician Course, Faculty Development Course and Medical Service Corps specialty areas of concentration (Health Services Administration, Health Services Comptroller, Health Services Information Systems, Patient Administration and Human Resource Management).

vi.
Disaster preparedness and emergency response (Orendorff/Giddens)
j. More info coming from Chip Giddens
k. ANA Coords with ANP through OCC-R/P
l. ANDMA

i. FEMA-Like

ii. Parallel to MoD, MoI & MoPH

iii. MoPH Lead Agency for Casually management

iv. Gen Sheershah Med Planner
vii.
Logistics Overview
A lack of training and discipline seriously affects the logistical system. Things that we consider “basic” concepts, such as minimal stock levels and personal accountability of equipment regularly need to be re-taught and are rarely enforced on their own. Personnel are not very well trained on the supply system as a whole, and often do not know what to do when the stock is not immediately on hand. Meanwhile, a large number of logistical personnel are unwilling to issues items in stock, because they have concerns about the items being replaced – They’ve focused on having the items in stock as the priority, and not the delivery of supplies to the end users.

a.
References:

bb. MoD Decree 4.0 and the National Medical Depot Customer Service Guide (Dari).

b.
ANA depot system procedures
The logistics system in the ANA and ANP is one of the toughest systems to navigate through. Below, the ANA system will be briefly described. More detail can be found when arriving in Afghanistan.

m. We should still have something about the two National Depots, the FSD Depot, Regional MEDLOG Depot and the CSS Kandak’s Warehouse
The medical stock command is responsible for storage, accounting, distribution of pharmaceuticals and medical consumables at the time of movement and presence. The regional hospitals and corps troop medical centers get their supplies from regional depots, while the National Military Hospital (NMH), ANA 201st corps, and independent clinics get their supplies from the National Medical Stock Command. The Central Medical Depots consist of the Chief of Staff Office, pharmaceutical accounting directorate, medical equipment directorate, biomedical office, and the technical material office.

The hours of operation for the National Medical Stock Command are from 0830-1400. All ANA medical personnel (that have access to phones) can contact the logistics warehouse for status on their requests during that time. 
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Figure 3: ANA Logistics Flow

c.
Important Contact Information: 

1.
Phone Contacts:

bc. Col Rahmani (Depot Director): 079-934-7295

bd. Lt Col Ali Mardan- 0799-341-156

be. Maj Khalil- 0799-546-421

bf. Capt Amin- 0799-728-249

bg. Capt Jabar- 0795-771-915

2.
Email Contacts for MoD‑14’s:

bh. Lt Col Ali Mardan: Ali.Marden@mod.gov.af

bi. Lt Mateh-ur-rahman Khanyar: Mateh.khanyar@mod.gov.af

d.
Authorization Documents

The MoD‑14 Form constitutes authority to request medical materiel, and is used to provide a record of requests, as well as a basis to audit for material accountability and distribution. All ANA officials will be familiar with a MoD‑14 Form.

e.
Processing of MoD‑14 Forms

After MoD‑14 Forms are approved by the hospital commander (stamped and signed) and quartermaster (stamped and signed), the agency pulling the items will issue them on a MoD Form 9 to the National and Regional Hospitals. A MoD Form 11 is used to reflect the issue to Brigades, Companies, and Kandaks. 

f.
Supply transfers 

Supply transfers can be accomplished using the MoD Form 11. The form will be initiated by the unit supplying the material. The asset and MoD Form 11 will be forwarded to the National Military Depot; the National Depot will then forward the MoD Form 11 and the supplies/equipment to the receiving unit. At the receiving unit, the MoD Form 11 will act as the receiving document. 

g.
Levels of Requisition

The S4 level officer of the requesting Kandak creates and signs the MoD‑14 for requisitioning supplies/equipment. Only individuals on a MoD Form 1687 (signature card) are authorized to sign the MoD Form 14. The supporting activity (Brigade S4, CSS Kandaks, Regional Depots, and the National Medical Depot) must be provided a copy of the MoD Form 1687.

A specific Kandak then sends two copies of the MoD Form 14 to the Brigade S4 for approval. If the Brigade S4 approves the MoD‑14, it will be stamped. If the request is denied, a memorandum is written stating the reason for denial and the MoD Form 14 is returned back to the Kandak S4. 

Approved MoD‑14s are sent from the Brigade S4 to the Kandak S4, then onto the CSS Kandak. If the requisition cannot be filled, the MoD‑14 requisition is forwarded on to the Medical Regional Depot Quartermaster. A MoD 9 is completed by the depot, and the requested supplies/equipment will be issued (if the material is on-hand). If the regional depot does not have the specified equipment, the MoD‑14 is forwarded on by the Regional Depot to the National Depot for issue. (If it is within the 201st Corps, the MoD‑14 is forwarded directly to the National Medical Depot.) 

h.
Turn-in of Medical Equipment/Materiel

The following categories of materiel are authorized for turn-in for destruction:

bj. Items that have expired.

bk. Items deemed unacceptable for use or issue due to any type of damage.

1.
Procedures for turn-in:

bl. Units must use MoD Form 11 for turn-in for destruction to National Depot.

bm. Units should transfer the material and the MoD Form 11 to the National Military Depot. At the National Depot the material will undergo inspection from at least three Inspectors General to determine serviceability.

bn. If the supply/equipment is determined to be serviceable, it will be brought on the property records of the National Depot.

bo. If the supply/equipment is determined to be unserviceable it will be destroyed. 

i.
Details on Specific Forms

1.
Requisition of Medical Materiel
1. NMH customers turn-in MoD Form 14s to Capt Zai in person or via email

a. Ali Mardan ANA Lt. Colonel; Mateh-ur-rahman Khanyar ANA 1st Lieutenant

2. Authorization Document

a.
The MoD Form 14 constitutes authority to request medical materiel, and is used to provide a record of requests, as well as a basis to audit for material accountability and distribution. See Attachment 1.4.

b.
After MoD Form 14s are approved by the hospital commander (stamp and sign) and quartermaster (stamp and sign) the agency pulling the items will issue them on a MoD Form 9 to the National and Regional Hospitals. A MoD Form 11 is used to reflect the issue to Brigades, Companies, and Kandaks. 

c.
Supply transfers can be accomplished using the MoD Form 11. The form will be initiated by the unit losing the material. The asseet and MoD Form 11 will be forwarded to the National Military Depot; the National Depot will forward MoD Form 11 and the supplies/equipment to the gaining unit. At the gaining unit the MoD Form 11 will act as a receiving document. 

3. Levels of Requisition

a.
The requesting Kandak’s S4 creates the MoD Form 14 for requisitioning supplies/equipment. The S4 or his representative signs the MoD Form 14 in block 15 and puts the date in block 16.

b.
Only individuals on a MoD Form 1687 (signature card) are authorized to sign the MoD Form 14. The supporting activity (Brigade S4, CSS Kandaks, Regional Depots, and the National Medical Depot) must be provided a copy of the MoD Form 1687.

c.
Kandaks send two copies of the MoD Form 14 to the Brigade S4 for approval. If the Brigade S4 approves the MoD‑14, it will be stamped. If the request is denied, a memorandum is written stating the reason for denial and the MoD Form 14 is returned back to the Kandak S4. 

d.
Approved MoD Forms 14 are sent from the Brigade S4 to the Kandak S4, then onto the CSS Kandak. If the requisition cannot be filled, the MoD Form 14 requisition is forwarded on to the Medical Regional Depot Quartermaster. A MoD Form 9 is completed by the depot, and the requested supplies/equipment will be issued (if the material is on-hand). If not the MoD Form 14 is forwarded on by the Regional Depot to the National Depot for issue. (If it is within the 201st Corps the MoD‑14 is forwarded directly to the National Medical Depot.) 

2.
Turn-in of Medical Equipment/Materiel
1.
The following categories of materiel are authorized for turn-in for destruction:

a.
Items that have expired.

b.
Items deemed unacceptable for use or issue due to any type of damage.

c.
See Attachment 1.6. for an example of a MoD Form 11 for turn-in of expired materiel.

2.
Procedures for turn-in:

a.
Units must use MoD Form 11 for turn-in for destruction to National Depot.

b.
Units should transfer the material and the MoD Form 11 to the National Military Depot. At the National Depot the material will undergo inspection from at least three Inspectors General to determine serviceability.

c.
If the supply/equipment is determined to be serviceable it will brought on the property records of the National Depot.

d. If the supply/equipment is determined to be unserviceable it will be destroyed. 

j.
Attachments (Ramchandani)
1.
Supply Chart 

2.
MoD Form 14 and MoD Form 9

3.
MoD‑14 flow from Kandaks

4.
How to properly fill out MoD Form 14

5.
How to Fill out a MoD Form 9

6.
MoD Form 11 

viii.
Facility Construction Status and Plans

There are a number of facility constructions projects in place to rebuild the ANA medical system. The contracts that are currently in place are listed below, with the specific locations attached.

	ANA Facility Projects

	
	Completed
	In-Progress / Planned 
	Total
	Upcoming Projects

	Hospital Projects
	5
	6
	11
	Jalalabad Hospital (100 Bed), 100 Bed Additions at all RHs (4), NMH Addition

	Garrison Clinics
	12
	6
	18
	Gamberi, Kunar/Nuristan, Paktika, Farah, Kunduz, Commando

	Other Clinics
	0
	7
	7
	TMC additions at all Corps levels

	Medical Billeting
	0
	4
	4
	Gardez, MeS, Kandahar, Herat 

	Medical Depots
	5
	1
	6
	Kabul NMH

	TOTAL
	22
	23
	46
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Figure 4: Current and Planned ANA Health Facilities

B.
ANP Health Care System (Status of Specific Services Provided)
n. Major re-write needed. ¿What is actual current status?
The ANP’s unique responsibility to preserve the stability of Afghanistan is paramount. There is planned growth of additional facilities throughout the country. However, there are many mismatches in needs, planned facilities, and available medical personnel. The facilities are small clinics with basic capabilities and require staff. Ideally for the ANP member, these facilities would be co-located with larger more robust medical facilities. All clinics should have ambulances able to transport more complex casualties to nearby Afghan National Army (ANA) or Ministry of Public Health (MoPH) hospitals. To make the ANP healthcare system responsive to the needs of leadership, patrolman, and their families, the following capabilities and systems of care are required for a successful healthcare delivery system.
i.
Basic Preventive Medicine and Public Health
a.
ANP Preventive Medicine

The Afghan National Police Medical system has minimal staffing in the Preventive Medicine arena. At the OTSG level Dr Shabudeen Hamdard is the Director of Preventive Medicine. At the Afghan National Police Hospital, Dir Mohammad is the Preventive Medicine Functional Area Manager. He has a staff of two that help with immunizations and sanitary inspections. The Afghan National Police Academy also has a Preventive Medicine Officer that takes care of sanitary inspections and immunizations on campus. The rest of Afghanistan is lacking in preventive medicine support, although the 1388 tashkil contains authorizations for six preventive medicine positions at the Regional Medical Headquarters level and 14 at the Provincial Medical Headquarters level. Additionally, the 1389 proposed medical tashkil has Preventive Medicine staff allocated for each of 34 Provinces in Afghanistan.

The main focus of the Preventive Medicine Department of the Afghan National Police Medical System is vaccination of Policemen, Police recruits and family members of policemen. This project involves vaccinating 81,000 plus policemen, 18,000 plus recruits and approximately 500,000 family members. This is a monumental project that will take place over the period of years and will help in the fight against preventable diseases.

Other projects undertaken by the Afghan National Police Preventive Medicine Department are education on the prevention of Blood Bourne pathogens and infection control measures in the attempt to reduce disease and non-battle injuries (DNBI), mosquito net distribution to lower the incidence of malaria, and Sanitary inspections and education of policemen on basic sanitation measures designed to decrease sickness in the police force.

ii.
Acute/Long-Term Trauma and curative care
All ANP medical facilities were destroyed in Kabul during the civil war two decades past. As such, the first fully operational ANP Hospital since 1991 opened in November 2007. It is the only ANP inpatient facility in the nation. The hospital currently has 54 beds with 148 authorized personnel and treats approximately 6,000 patients per month. Many are trauma cases from the wounded police officers who serve in the front line of battle. The ANP Surgeon General plans to further increase the authorization to match health care requirements at the hospital and the forthcoming 85 clinics across Afghanistan. The ANP SG is building a comprehensive plan to mentor, train, develop, and integrate the various activities leading a sustainable ANP healthcare system. Combined meetings with the medical principals of the Afghan Army Surgeon General and the Minister of Public Health occur on a regular basis. This will lead to the first operational Afghan National Security Force that will include sharing medical resources with the National Directorate of Security. In addition, Memorandums of Understanding between organizations to share medical resources were drafted for review and signature by the Minister of Interior. Shared use of medical capabilities will reduce personnel, facilities, equipment and financial requirements, and of prime importance, provide an increased level of medical care for the police force and their families as the three Ministries work as a team.
iii.
Primary Care System Integration
The ANP must build a solid responsive primary care management system. This capability must be ambulatory in nature and patient-centered. It is must be based on a patient-physician relationship that is highly satisfying and humanizing to the patient and the physician (as well as other practice clinicians). From first contact through the completion of the care episode, the patient must meet with consistent and competent care. This capability will strive to meet ANP and community needs for integrated care by giving patients what they want and need—including preventive care, acute care, rehabilitative care, chronic illness care, and supportive care—when they want and need it by anticipating patient needs and designing services to meet those needs. Practices will be comprehensive, integrative care designed to meet the complete range of needs of the community served by the practice. Although patients are ultimately responsible for their health, the ANP physician will conceive of himself or herself as the chief consultant and advisor for each patient’s health care. The capability will provide or integrate all of their patients’ care. Family physicians will consider not only what they can do for their patients but also what other resources and services are available in the community to meet patient needs. When a family physician cannot provide specific services personally, he or she will refer patients to the appropriate source of care for their particular needs.
iv.
Recruitment and Retention
Currently most ANP physicians are educated at Kabul Medical University, and have both family and professional associations in Kabul. These physicians are reluctant to move away from their families and private practices. Physicians assigned to remote areas with increased dangers are not currently provided hazardous duty pay or dislocation allowances to incentivize their support of operational missions and offset the loss of external employment income. Long term schooling currently has a negative impact on the mission capability, due to the lack of schools account. Medical personnel must attend schooling periodically throughout their career; therefore the ANP mission support requires a mechanism to both backfill losing unit positions and pay the service member while in school. Assignments directed by ANP OTSG of physicians, nurses and medical support personnel to address regional shortages are often countermanded by other general officers, parliamentarians and government officials, in order to solicit favor or maintain political obligations. Current physician and nurse manning is Kabul-centric. That must change, especially since the approved authorized manpower for SY1388 increased 100%. The recent ANP Medical Recruitment plan must be implemented. Further, the expanding primary care services and facilities require a comprehensive physician and nurse recruitment plan for the regional areas. Currently, plans are underway to recruit physicians and nurses to be located at existing and newly constructed facilities in the outlying regions and border areas.

Physicians and nurses are necessary to successfully operate a capabilities-based ANP Health System (medical entrance processing, casualty care, patient movement, preventive and primary care, medical logistics, and command and control to include disaster preparedness and response). Many ANP medical facilities will open in the next several months. Staffing them with qualified medical professionals is important and needs acted upon now.

The target market population includes 1) practicing physicians and physicians not on tashkil but working for pre-reformed pay, 2) recently graduated medical students from Afghanistan, and 3) CSTC‑A physician trained interpreters. The following components of the recruitment plan are as follows:

1.
Medical Special Pay
bp. $200/month for being a physician

bq. $75/month for being a nurse

br. $200/month for specialty trained: General and Surgical physicians most needed

bs. $200/month for physicians and nurses serving in high-risk areas

bt. Maximum $600/month physician and $275/month nurse

2.
Integrated recruiting strategies

bu. Senior leadership announcement and strategic communications plan to Region, Provincial and District Command Centers

bv. Afghanistan radio and television spots with a consistent message based on cultural norms

bw. Afghanistan newspaper and or print media times with radio and television 

bx. Afghanistan professional medical publications and other publications that will appeal 

by. Assistance through other Ministries (MoPH, MoHE, MoD) and NGO’s

bz. OTSG staffers set up booth at professional physician and nurse meetings with info and brochures about the ANP medical mission and opportunities

3.
Recruiting support requirements

ca. Memo or similar written item from MOI Minister

cb. Word of mouth from Regional ANP Commanders

cc. Dari/English Brochures for high school and colleges

cd. Establish a recruiting office staffed with ANA and ANP representatives or contracted function for a specified time

ce. Study how the Services develop and implement their marketing plans and process (e.g. local recruiters, HPSP) to accelerate improved marketing and advertising campaigns.

There are also some “intangible” extras that can be awarded based on situation and cultural norms, such as: subsistence, lodging or transportation, often at remote locations 
v.
Health education and training (Kelly)
a.
Overall Status of Training in the AMP Medical Corps (Kelley)
b.
Physician Training (Ramchandani)
c.
Nurse Training (Welch)

d.
Medical Training Courses

At the time of publication, there was only one ANP-specific medical course.  It is identical to the ANA’s Combat medic Course; however, MoI medical personnel can attend any of the medical courses offered by the ANA.
1.
Trauma Assistance Program Course
The Combat Medic is a basic medical course that consists of both didactic and hands-on practical training on lifesaving skills.  This is the initial training course for ANP Medics, ambulance drivers, etc..  
vi.
Disaster preparedness and emergency response
o. Should be re-written – speculative, “someday” stuff without any current assessment.
The ANP’s role and responsibilities in disaster preparedness and response are maturing. The MOI and ANPH have recently established emergency operations centers (EOC), however they are not integrated and have limited capabilities. The 911 system does not include a system to allocate or dispatch emergency responders; however plans are underway to make it a reality. The communication systems are limited to cell phones and poor radio systems. Exercises that include the ANP have been limited. Only until recently, ambulances and tactical emergency response are available for emergency response ANP medical readiness plans and operations representatives participate in a newly formed Afghanistan-level group is not functioning well. Education and training needs have been adequately defined. Parts of the national level plan or parts of the plan and capabilities have not been exercised fully to include table top and field exercises. Current focus should be on close cooperation on development of processes, capabilities, and relationships inter/intra government, international, and local institutions.

To assess the ANP’s degree of disaster preparedness and response, the following set of questions can be employed to acquire better understanding of the current system and identify areas that should be developed, could be improved, or need further assessment. They center on typical key elements and capabilities of a disaster response system. These questions can be used as part of the advising roles as a strategy to facilitate “Afghan Solutions”:
cf. Leadership Support, Policy, Guidance, and Oversight: Formerly recognized by the Government? Is there a Senior Policy and Oversight Group? Are there any work groups who are working the functional areas or critical issues? How is progress and improvement measured? Do metrics and performance measures exist on status of the overall plan and effectiveness of the response and capabilities? Does the nation have a “surge” capability for an “All Hazards” disaster incident and response? Have all supporting agencies been identified? Have they been provided authority to act and respond?

cg. Capabilities Assessment: Do the required capabilities exist (ADVON and Field Teams, Disaster Management Assistance Teams (DMAT), Casualty Evacuation, Definitive and Inpatient Care, Incident Command System--Command and Control (C2) of the Network at all levels)? CONOPs? Organized? Equipped? Trained? Exercised? Has a readiness level been established and published? 
· ADVON and Field Teams: Do teams exist to conduct early warning and assessment of emerging issues? Are teams available to be activated and deployed to disaster sites and serve as planning cells and logistics centers to support DMAT activation, field support, and integration of other resources and organizations?

· Disaster Management Assistance Teams (DMAT): Are guidelines in place? Address “All Hazards” approach? C2 and roles and responsibilities defined? Are equipment stocks standardized? Operating procedures in place? Has the notification and activation process been developed and evaluated? Do these teams have assurances on support when activated (i.e., facilities, communications, transportation, subsistence)? Have levels of DMAT capability been defined? Are they deployable? 

· Casualty Evacuation: Is there a casualty tracking system? System of referrals and decision making criteria? What types of patient capability exists? Has this capability been exercised?

· Sources and Capacity for Definitive and Inpatient Care: have these sources been identified? Is there a master plan? Do the planners have a description and inventory of the available resources? Who is responsible for overall planning and updating of the sources of care? Master list of MOUs available? How are patients managed (i.e., admissions and discharge)

· Incident Command System: Has it been defined? Exercised and evaluated? Do MOAs exist with key local, provincial, government and international organizations on assistance during disasters? Are local government empowered to respond within capability and then ask for support? Does a chain of command and ‘who’s in charge’ during a disaster policy exist? Integrated with larger plan? Are other organizations part of the overall plan (i.e., social/refugee services, local businesses)? Are the organization lines of communication tight, quick, and strong?

ch. Networking, Command and Control: Does a national, regional, provincial, and district level disaster system exist and policy exist? Communication? C2 and coordinating centers? Stockpiles of needed supplies and equipment? Do plans exist at the regional, provincial, and district that support the overall plan? Are there liaison officers at these locations? Is there a national EOC set up? Are there EOC centers set up? Are these plans supportive of the overall national response plan? Is there an MOU template for agreements between MoPH and local facilities pledging support and availability of beds and staff? Are hospitals fully equipped and prepared for “All Hazards”?

ci. Education, Training, and Exercises: Is there a formal needs and resources assessment to include an evaluation and prioritization process? What are the specific training and exercise needs at the field, planning and C2 levels? Have education and training funds been identified? Does a lessons learned system exist? Does a train-the-trainer program exist?

By answering the above, a better understanding the ANP’s disaster preparedness and response system will be gained. In addition, by answering the above mETT’s will gain a better understanding of how the ANSF can best serve the nation of Afghanistan. Think ANSF! To support nation building, stability operations, and winning “hearts-n-minds”, employment of Medical Embedded Transition Team (mETT) is a key to COIN. As such, mETT mentoring and facilitation skills are of paramount importance to the development and maturing of the nation’s disaster response system. Therefore, the role and purpose of the above questions are not designed to be critical but “facilitative” in nature. Facilitators should transfer related knowledge to help lead the Afghan leadership to develop their own solution thus leading to self sufficiency. 
vii.
Logistics Overview
The basis for the MoI Logistics is very similar to that of the MoD’s. The overall system procedures are outlined in MoI Decree 4.0. The ANP, ABP, ANCOP, etc. are in the process of transitioning to a new, consolidated, customer-service focused warehousing system (more similar to the systems we are familiar with in our own military). This system will be in a state of flux for the near future; however, the basics (request procedure, forms, etc.) will be very similar to that of the ANA. Please work within your counterpart’s chain of command, and the mentor chain, to resolve supply issues.
a.
New MoI depot system
On 21 June 2009 the Afghan National Police Surgeon General will assume full responsibility of a revised medical logistics (MEDLOG) process. This marks the first MOI organization to implement stock record accounting in a national depot; this coupled with the ANP Hospitals and Clinics conversion to Property Book Accounting system establishes the ANP Surgeon Generals as the first total organization to comply with the policies signed by the Minister of Interior on 6 Jan 09, This handover reinforces the full implementation of the medical logistics system by the ANP Surgeon General to offer faster class VIII delivery, with command oversight and greater accountability. The ANP SG now owns a national medical supply reception and distribution system. 
As this transition progresses over the next several months, the ANP SG MEDLOG staff is working with CSTC‑A to accomplish five critical components for the process: the transfer of the MOI medical warehouse; transferring the medical depot responsibility from the Afghan National Police Hospital to the new warehouse; distributing medical supplies to one of the six clinics in Kabul; as well as to the Regions; and establishing the medical portions of the Material Management Center that will be functional in September 2009.

To date, the most significant success is establishing the new MOI medical warehouse, as the centerpiece. Since September 2009 this facility matured from a 1000 Sq Ft facility that was a model of disorganization into a functional organization, now manned and operated with personnel from the ANP SG section.

This national warehouse building is 45,000 sq ft, large enough to serve the police hospital and 85 clinics throughout the country. The warehouse is currently 90% stocked with approximately $ 6.5M of medical sup plies and pharmaceuticals. 3 of the 15 personnel are presently assigned to the warehouse. The remaining 12 will be assigned in the near future. The warehouse personnel are trained by CSTC‑A and MPRI contractor action officers. The 8 week training program serves as the bedrock for a Professional Development System for Afghan police warehousemen of the future. The end result will be a national medical supply distribution system in order to provide better service and quality of care to the ANP and save the lives of the wounded police officers across the Nation.
viii.
Facility Construction Status and Plans

There are a number of facility constructions projects in place to rebuild the ANP medical system. The contracts that are currently in place are listed below, with the specific locations attached.
	ANP Facility Projects

	
	Completed
	In-Progress
	Planned
	Total

	National Facilities
	3
	3
	5
	11

	Comprehensive Healthcare Center (CHCs)
	1
	4
	3
	8

	Provincial HQ Clinics
	3
	6
	22
	31

	Regional Admin (RCC)
	0
	2
	2
	4

	ANCOP Clinics
	2
	0
	9
	11

	National/Regional Training Centers (RTC)
	8
	1
	18
	27

	Border Police Zone Command Clinics
	0
	0
	37
	37

	Border Crossing
	0
	0
	13
	13

	TOTAL
	17
	16
	109
	142
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Figure 5: Current and Planned MoI Health Facilities
ix.
Assessment of ANP Medical Education and Training

V.
Overview of U.S. / Coalition Military Structure
The U.S./Coalition Forces in Afghanistan are organized into two separate chains. Unlike Iraq, where the Mentoring assets were assigned to the combat (aka maneuver, kinetic or lethal) forces, in Afghanistan, the combat and mentoring forces are separate.
A.
Lines of Control: Definition

i.
Operational Control (OPCON)

Units are placed OPCON to a gaining headquarters for a given mission. OPCON lets the gaining commander task-organize and direct forces. The gaining unit is not responsible for administrative and sustainment for the OPCON unit.  For example, if a Medical ETT was OPCON assigned to one of the regional commands, then the regional commander could reassign all medics on the team to provide medical support to mounted combat patrols in lieu of their intended mentoring mission.
ii.
Tactical Control (TACON)

Similar to OPCON, however, TACON does not allow the gaining commander to task-organize the unit. Hence, TACON is the command relationship often used between Army, other Services, and Multinational Forces, but rarely between Army forces. As an example, a TACON assigned Medical ETT could be tasked to staff a medical treatment facility, but could not be split-up by the tactical commander.
iii.
Administrative Control (ADCON)

Gives unit authority in respect to administration and support, control of resources and equipment, personnel management, unit logistics, individual and unit training, and other matters not included in the operational mission of the subordinate unit. For example, the unit that has ADCON control over a downrange Medical ETT would have the responsibility to manage evaluation reports, awards, etc. over the ETT, but not be able to assign or move the team’s personnel.
p. Maybe add NATO equivalents?

iv.
Staff Sections

When working with both the ANSF and U.S. Forces, you will hear reference to U.S. Army staff sections. The label will typically consist of an identifier for the command that the section works for and a “number” identifying the section:

	Identifier
	Command
	
	Staff Position
	Section

	S
	Battalion and Below
	
	1
	Personnel

	G
	Brigade and above

(General Command Staff)
	
	2
	Intelligence

	
	
	
	3
	Operations

	J
	Joint
	
	4
	Logistics

	CJ
	Combined-Joint
	
	5
	Strategic Planning

	
	
	
	6
	Communications

	Examples
	
	7
	Force Integration

	S-4
	Company Supply
	
	8
	Resource Management

	G-1
	General Command Personnel
	
	9
	Civil Military Operations

	CJ-ENG
	Combined-Joint Engineering
	
	ENG
	Engineering


B.
USFOR‑A (United States Forces – Afghanistan)
USFOR‑A was developed to unify U.S. operations in Afghanistan under a single commander in order to enhance unity of command and unity of effort within CJOA-A.

i.
Mission
USFOR‑A conducts operations to defeat terrorist networks and insurgents; develop effective Afghan National Security Forces; supports developing government administration and regional development in order to support the people and Government of the Islamic Republic of Afghanistan (GIRoA), and enhance regional stability. USFOR‑A operations are coordinated with the NATO International Security Assistance Force (ISAF), which operates under NATO guidelines to provide security and sets the conditions for reconstruction and development in Afghanistan.
ii.
Organizational Structure

It is important to note that forces under USFOR‑A segmented at a much higher level than U.S. Forces operating in Iraq. The mentoring chain reports to USFOR‑A through CSTC‑A, it is separate from the “maneuver elements” (also called war-fighters, “kinetic forces” or “lethal forces”). This is also important, because requests for “Title 10” support
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Figure 6: Overall Command Structure

C.
30th MEDCOM

i.
Mission

TF 30th MEDCOM executes Title 10 medical functions and medical National Support Element (NSE) functions, including health care policy oversight, for all US Forces assigned to the Afghanistan AOR. Exercises command and control over all USFOR-A EABCT medical units. Exercises TACON of CENTCOM-directed medical activities not covered within the NATO mandate.  Conducts direct liaison with medical elements of the US embassy and other US organizations operating in the AOR.  Coordinates and synchronizes medical aspects of Civil Military Operations. TF 30th MEDCOM supports the International Security Assistance Force (ISAF) through close coordination with their medical elements.  Coordinates and provides general support  to USFOR-A Detainee medical operations.
ii.
Organization

The 30th MEDCOM (TF 30th MEDCOM) assumed National Support Element (NRE) Responsibility for Title 10 Health Service Support (HSS) in the CJOA-A 1 June 09. TF 30th MEDCOM will provide medical command and control (C2) of TF MED (East) and TF MED (South). Additionally, TF 30th MEDCOM provides C2 for a number of tactical-level joint commands and separate medical organizations/elements. TF 30th MEDCOM has OPCON of 440th blood support detachment, 172nd medical detachment (preventive medicine), 933rd medical detachment (veterinary services), and 424th medical logistics company. All U.S. Army forward surgical teams (FST) are considered theater level assets and are OPCON to TF 30th MEDCOM and TACON to TF MED (East) or TF MED (South). Additionally, TF 30th MEDCOM has TACON of all U.S. Air Force and Nave medical units, elements, and individual augmentees filling Title 10 roles in the CJOA-A. TF 30th MEDCOM has ADCON of U.S. Army medical personnel and TACON of U.S. Air Force and Navy medical personnel attached to Canadian and United Kingdom Role III medical facilities in Regional Command-South (RC-S).
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Figure 7: 30th MEDCOM Title 10 Medical Support Structure

q. Waiting on an update from Silvestros

D.
Combined Security Transition Command (CSTC‑A)
r. Comment that CJTF-P under CSTC‑A
s. Title 10 will flow through CJTF-P, CSTC‑A to USFOR‑A
t. Title 22 – Hospitals Direct to CSTC‑A (double check RE MoI Regional)

u. Title 22 – Corps & Below ETT through CJTF-P to CSTC‑A
v. LOGCMD, EOD and VTT’s

i.
Mission and Vision
The mission of the Combined Security Transition Command-Afghanistan (CSTC‑A), in partnership with the Government of the Islamic Republic of Afghanistan and the international community, is to plan, program and implement structure, organizational, institutional and management reforms of the Afghanistan National Security Forces (ANSF) in order to develop a stable Afghanistan, strengthen the rule of law, and deter and defeat terrorism within its borders. 

CSTC‑A provides advisors, mentors and trainers to help both the Ministry of Defense and Ministry of Interior organize, train, equip, employ and support the ANSF in order to defeat the insurgency, provide internal security, extend and enforce the rule of law, set conditions for economic development, and gain the trust and confidence of the citizens of Afghanistan. 

Mission success for CSTC‑A is defined as fielding an ANSF that is professional, literate, ethnically diverse, tactically competent and capable of providing security throughout Afghanistan.

ii.
Organization
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Figure 8: CSTC‑A Title-10 Organization Chart

iii.
Strategies / Issues
CSTC‑A trains, coaches, mentors and equips the Afghan National Security Forces to enable them to take the lead in all aspects of their security. CSTC‑A’s job is to provide the coaching, teaching and mentoring, as well as the critical resources to make the goal of Afghans defending their nation a reality. More than 5,000 personnel (Soldiers, Sailors, Airmen and Marines, as well as contractors) are stationed all across Afghanistan, with trainers and mentors assigned wherever the ANSF may be employed. CSTC‑A personnel may be fighting an insurgency, but they are expected to be nation builders as well as warriors. They are helping reestablish institutions and local security forces and assisting in rebuilding infrastructure and basic services. They continue to partner with Afghan forces and international organizations to foster peace operations, reconstruction and stabilization so that Afghanistan can reach a sustainable path to peace, democracy and prosperity.

Mentors also have to keep in mind that the target is a sustainable Afghan solution – Not a copy of our solution. Too often it is forgotten that a perceived 100% Afghan solution is best, even if it only meets 70% of our standards. A solution that meets 100% of goals, but has little Afghan “buy-in” or is not sustainable, will not meet the long term goals of making Afghanistan self sufficient.

Another issue facing CSTC‑A is Coordination with NATO Forces. NATO provides Operational Mentoring Liaison Teams (OMLT’s) to support the mentoring mission. Unfortunately, they fall outside the direct CSTC‑A chain of command. Coordinating with ISAF to ensure that OMLT’s provide the same quality, coordinated medical mentoring will take additional effort.

E.
Combined Joint Task Force Phoenix (CJTF-P)

Combined Joint Task Force Phoenix (CJTF-P) trains, coaches, mentors, and equips the ANSF to enable them to take the lead in all aspects of their security. CJTF-P has a dual role in theater. It has to provide support to the personnel doing mentoring mission, i.e. “care and feeding of the ETT’s”, referred to as “Title 10” (because of the source of the funds) and provide command and control to the mentoring that is being completed, referred to as “Title 22” (again, because of the source of the funds). CJTF-P personnel may be fighting insurgency but they are expected to be nation builders as well as warriors.
i.
Mission and Vision
CJTF‑P trains, coaches, mentors, and equips the ANSF to conduct independent, self-sustained Counter Insurgency and security operations in the CJOA-A in order to defeat terrorism and provide a secure, stable environment within the borders of Afghanistan. It accomplishes this mission by utilizing two (2) Brigade Combat Teams (BCT). One BCT covering the mentoring missions in the West and South and the other BCT covers the mentoring missions in the North and East. CJTF-P mentors are embedded in ANA Corps, Brigades, and Battalions (Kandaks) to support training and deploy on operations in an advisory role. CJTF‑P provides all life support, office space, transportation, logistical support, and administrative support to the mentoring mission. Because of the dual-hatted role that CJTF-P serves, attention has to be paid to the personnel and source of funds used to accomplish the tasks that fall within its AO. 

All personnel that perform the mentoring job are considered Embedded Transition Team (ETT) Advisors/Mentors. Subcategories include:

cj. ETT (Embedded Transition Team) – ETTs are commissioned and noncommissioned officers tasked with mentoring and training the ANA Officers and NCO’s to effectively lead their soldiers in garrison and combat as well as to become a professional and self-sustained Army. An ETT members mentoring role will include dismounted patrolling, combined arms, and branch-specific skills.

ck. PMT (Police Mentor Team) – PMTs are tasked with mentoring and training the ANP headquarters element on staff and management functions and techniques. An ANP members mentoring role will include community oriented policing, problem oriented policing, evidence procedures, and arrests.

cl. LST (Logistic Support Team) – LSTs have no primary training or mentoring role, they are combat enablers and deploy forward in small teams alongside OMLTs, partnered multinational/coalition combat forces, and ANA formations, providing the immediate financial capacity to sustain enduring operations while simultaneously maintaining a garrison support function.

cm. TAG (Training Assistance Group) – TAG trains and mentors KMTC staff, Corps training sites, ANA Basic Warrior Training, Advanced Combat Training, NCOTT and OES brigades IOT develop the KMTC and Corps Training Sites into self sustaining training centers capable of providing well trained soldiers.

w. Brief Comment on GSU’s

ii.
Organization
CJTF‑PCommand Structure
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Figure 9: CJTF-P Command Structure

F.
CJ‑82 / Brigade Combat Team Structure
CJ-82 also serves a dual role in theater.  It provides personnel to man and control Regional Command – East (RC-E), which includes both combat maneuver units and Provincial Reconstruction Teams (PRT’s), and personnel for the ETT’s in the South and West Regions
i.
Mission
Conduct full spectrum operations to disrupt insurgent forces, develop host nation security capability, and support the growth of governance and development in order to build a stable environment.

ii.
Organizational Structure
CJTF-82/RC‑E is a subordinate command to ISAF/NATO with a parallel command structure to USFOR-A.

CJTF-82/RC‑E contains multiple Maneuver Brigade Combat Teams (BCT’s) which are the Battle Space Owners for the 14 Provinces contained in RC‑E. CJTF-82/RC‑E also contains other Brigade Task Force units with assets that fulfill ? (CJSOR) requirements to include aviation, engineer, signal, MP and support elements.

The Maneuver BCTs, which are the Battle Space Owners, have are self-sustaining units that containing combat maneuver, fires, medical, combat service support.  The Provincial Reconstruction Teams (PRTs) are task organized under the BCTs.  Each BCT will have multiple PRTs under its command based upon the number of Afghan provinces that the BCT is responsible for.
G.
International Security Assistance Force (ISAF)
NATO’s main role in Afghanistan is to assist the Afghan Government in exercising and extending its authority and influence across the country, paving the way for reconstruction and effective governance. It does this predominately through its UN-mandated International Security Assistance Force. ISAF is a key component of the international community’s engagement in Afghanistan, assisting the Afghan authorities in providing security and stability and creating the conditions for reconstruction and development. ISAF has been deployed since 2001, its mandate under the authority of the UN Security Council (UNSC) which authorized the establishment of the force to assist the Afghan government is “the maintenance of security in Kabul and its surrounding areas, so that the Afghan Interim Authority as well as the personnel of the United Nations can operate in a secure environment.” Since NATO took command of ISAF in 2003, the Alliance has gradually expanded the reach of its mission, originally limited to Kabul, to cover all of Afghanistan.
i.
Mission and Vision

In addition to providing Operational Mentor and Liaison Teams (OMLT’s), ISAF has four main missions throughout Afghanistan: Provide Security, Support Reconstruction and Development, Help Establish Governance and Support Counter-narcotics Operations.
a.
Security

In accordance with all the relevant Security Council Resolutions, ISAF’s main role is to assist the Afghan government in the establishment of a secure and stable environment. To this end, ISAF forces are conducting security and stability operations throughout the country together with the Afghan National Security Forces and are directly involved in the development of the Afghan National Army through mentoring, training and equipping. 
Conducting security and stability operations: ISAF is conducting security and stability operations across Afghanistan, in conjunction with the Afghan National Security Forces (ANSF). A large and increasing proportion of these operations are ANSF-led. 
Disarming illegally armed groups (DIAG): ISAF is collecting illegal weapons, ordnance and ammunitions from armed groups and individual persons. Weapons are then catalogued and safely destroyed so they no longer represent a threat to the local population, Afghan National Security Forces or ISAF personnel.
Supporting the Afghan National Army: In addition, ISAF is helping to bring the Afghan National Army (ANA) up to operating capability in support of the United States which is sponsoring the overall ANA training and equipping program through its Combined Security Transition Command Afghanistan (CSTC‑A). 

In concrete terms, ISAF is leading a number of Operational Mentoring and Liaison Teams (OMLTs) which are embedded in ANA Battalions (Kandaks), Brigades, & Corps HQs, to support training and deploy on operations in an advisory role. OMLTs join ANA units after the latter have received initial training at the Afghan-led Kabul Military Training Centre (KMTC).
OMLTs also play a key liaison role between ANA units and nearby ISAF forces, coordinating the planning of operations and ensuring that the ANA units receive enabling support. ISAF personnel deploy for periods of at least 6 months in order to build enduring relationships with the ANA and maximize the mentoring effect. 
Supporting the Afghan National Police: Providing support to the Afghan National Police (ANP) within means and capabilities is one of ISAF’s key supporting tasks. In this sphere, ISAF works in coordination with and in support of the United States as well as the European Union Police Mission in Afghanistan (EUPOL) which was launched in June 2007. ISAF also assists the training of Afghan National Security Forces in counter-narcotics related activities and provides logistic support, when requested, for the delivery of alternative livelihood programs.
Although CSTC‑A officially assumes the lead role in terms of police training on behalf of the U.S. Government in the reformation of the ANP, ISAF assists the ANP, primarily at the tactical level, with military support to operations, advice, shared information and informal mentoring and guidance. Local support involves both niche training of non-police specific skills provided by ISAF units, and indirect support, mentoring, and joint patrolling. 
Facilitating ammunition depots managements: NATO administrates a Trust Fund Project aimed at enhancing physical security at the ANA ammunitions depots and at supporting the development of the ANA’s ammunition stockpile management capabilities. 

Providing post-operation assistance: An ISAF Post-Operations Humanitarian Relief Fund (POHRF) has been established since 2006 to provide quick humanitarian assistance in the immediate aftermath of significant ISAF military operations. Assistance includes the provision of food, shelter and medicines as well as the repair of buildings or key infrastructure. Such assistance is provided on a short-term basis and responsibility is handed over to civilian actors as soon as circumstances permit.

b.
Reconstruction and Development

Through its Provincial Reconstruction Teams (PRTs), ISAF is supporting reconstruction and development (R&D) in Afghanistan, securing areas in which reconstruction work is conducted by other national and international actors.
Where appropriate, and in close cooperation and coordination with GIROA and UNAMA representatives on the ground, ISAF is also providing practical support for R&D efforts, as well as support for humanitarian assistance efforts conducted by Afghan government organizations, international organizations, and NGOs.
Providing security to permit reconstruction: Provincial Reconstruction Teams are at the leading edge of the Alliance’s commitment to R&D efforts in Afghanistan. 

They consist of teams of civilian and military personnel working together to help extend the authority of the Government of the Islamic Republic of Afghanistan (GIRoA) throughout the country by providing area security and supporting the R&D activities of Afghan, international, national and non-governmental actors in the provinces. 
In addition to provide area security, PRTS also use their diplomatic and economic capabilities in supporting security sector reform, encouraging good governance and enabling reconstruction and development.
While PRTs’ civilian components lead on political, economic, humanitarian and social aspects of PRTs’ work, in support of the GIRoA’s national development priorities, military components focus on increasing security and stability in the area and building security sector capacity. PRTs’ military components are also in charge of directing assistance to the civilian elements, in particular at the levels of transport, medical assistance and engineering.
Currently, there are 26 PRTs operating throughout the country. Some consist of military forces and civilian personnel from a single nation; others are multinational with contributions from several different countries. They are all led by individual ISAF nations. However, their military components come under the ISAF command and are coordinated by the relevant Regional Command.
Humanitarian Assistance: Upon request, ISAF PRTs are assisting the Afghan government and international actors with humanitarian relief. In particular, ISAF soldiers have launched several relief missions, distributing medication, food and winter supplies to help villagers cope with severe weather conditions in different parts of the country. ISAF’s involvement ranges from merely providing supplies to the ANSF, to actually performing the HA Drop without and ANSF assistance.

x. Keep?

c.
Governance

ISAF, through its Provincial Reconstruction Teams (PRTS), is helping the Afghan Authorities strengthen the institutions required to fully establish good governance and rule of law and to promote human rights. PRTs’ principal mission in this respect consists of building capacity, supporting the growth of governance structures and promoting an environment within which governance can improve. 
d.
Counter-narcotics

In May 2003, the Afghan government adopted a National Drug Control Strategy aimed at reducing the production of illicit drugs by 70 per cent by 2007 and at eliminating all productions by 2012. A Counter-Narcotics Directorate is embedded in the Interior Ministry. Afghan capabilities in fighting narcotics and properly implementing its Drug Control Strategy however remain largely dependent on international assistance. Accordingly, when requested by the Afghan Government, ISAF supports counter narcotics efforts by sharing information, conducting an efficient public information campaign, and providing in-extremis support to the Afghan National Security Forces’ counter-narcotics operations. 
As reflected in recent assessments by the United Nations and NATO’s own military commanders, there is also a growing nexus between the narcotics industry and the insurgency in some parts of the country. As a result, the Afghan Government formally requested that NATO-ISAF provide greater support in counter-narcotics efforts which Allies agreed to do at the NATO Defense Ministers’ Meeting in Budapest on 10 October 2008.
ii.
Organization
Currently, the ISAF mission consists of the following 42 nations (the troop numbers are based on broad contributions and are not an exact count of the number of troops on the ground at any one time.

y. Add comment about CJ-82

z. What about all these 33rd folks we see w/ ISAF patches

[image: image10.emf]
Figure 10: Forty-Two NATO Countries Contributing Troops to ISAF
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Figure 11: U.S./NATO Command Structure
iii.
Significant Challenges
It is a fundamental principle that all NATO decisions are made by consensus, after discussion and consultation among member countries.

A decision reached by consensus is an agreement reached by common consent, a decision that is accepted by each member country. This means that when a "NATO decision" is announced, it is the expression of the collective will of all the sovereign states that are members of the Alliance.

Consensus has been accepted as the sole basis for decision-making in NATO since the creation of the Alliance in 1949. This principle is applied at every committee level, and demonstrates clearly that NATO decisions are collective decisions made by its member countries.

In practice consensus decision-making means that there is no voting at NATO. Consultations take place until a decision that is acceptable to all is reached. Sometimes member countries agree to disagree on an issue. In general, this negotiation process is rapid since members consult each other on a regular basis and therefore often know and understand each other's positions in advance. Facilitating the process of consultation is one of the NATO Secretary General's main tasks.

The consensus principle applies throughout NATO, and may be evident at the strategic and tactical levels. Working in this environment is a challenge to personnel transitioning from more hierarchal organizational structures, which must be sensitive to the background of many, occasionally divergent, national interests.

aa. We should have something here about the ISAF hospitals, like we have for 30th MEDCOM.

i. West – Herat (Role 2 at Camp Arena) – ESP

ii. North – MeS (Role 3e at Camp Marmal) - DEU
VI.
U.S. / Coalition Medical Mentoring Assets (Title 22)

A.
USFOR‑A Medical Overview
USFOR-A does not have any direct Title 22 role, but it provides overall Command & Control, oversight and policy guidance.
i.
Mission

Provide full spectrum command and control of USFOR A regional health service support and force health protection units, establish healthcare policy and oversight throughout the USFOR A CJOA-A enabling USFOR A to defeat terrorist networks and insurgents; while supporting government administration and regional health sector development. 30th MEDCOM (TF 30th MEDCOM) and USFOR A Surgeon operations are coordinated with the NATO International Security Assistance Force (ISAF), to provide security and set the conditions for reconstruction and development in Afghanistan. At the time of publication of this document USFOR A did not have a staffed Surgeon Section. The 30th MEDCOM has moved a portion of their staff to run the USFOR‑A Surgeon Section. 
a.
Key Tasks:

cn. Manage CJOA Medical Health Sector Development 

co. Conduct CJOA medical Operational Planning 

cp. Develop Health Care Policies 

cq. Direct CJOA Medical HSS/FHP
ii.
Organization (Silvestros)
The organization shown below is current as of this document’s publication.  The structure of USFOR-A is currently in a state of flux, and the organization may differ by the time you arrive in country.
ab. USFOR‑A Org Chart here
B.
CSTC‑A Surgeon (CJ-SURG) Overview

i.
Mission

ac. Brief Mission statement
ii.
Organization

The office of the CSTC‑A Command Surgeon (CJ-SURG) has approximately 50 joint military and civilian staff, all located at Camp Eggers. With few exceptions, the members of the Command Surgeon’s staff mentor members of the MoD & MoI Offices of the Surgeon General (OTSG), staff at the National MEDLOG Depots, instructors at the Kabul Military Training Center (KMTC), etc. In addition, the local area Hospital ETT Teams (ANP Hospital and ANA National Military Hospital) also report to the Command Surgeon directly, due to their proximity. An organizational chart is delineated in Figure 12 below.

iii.
Chain-of-Command

All CSTC‑A U.S. medical mentoring assets report to the Command Surgeon. Regional ANA hospital ETTs report to the Command Surgeon as delineated above. The CSTC‑A Command Surgeon reports directly to the CSTC‑A Commanding General and also takes guidance from CENTCOM medical assets. 

In addition, there is a strong working relationship with the Combined Joint Task Force – Phoenix (CJCJTF‑P). The CSTC‑A Command Surgeon provides strategy guidance and objective development for ANA an ANP Corps ETT Mentors, while CJCJTF‑P is their overall direct command element. CJCJTF‑P ensures that appropriate guidance from CSTC‑A is executed at the Corps level.
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Figure 12: CSTC‑A Command Surgeon Organization Chart

ad. Should reflect the way CSTC‑A should be – Work out with COL O

ae. Show Budget, Facilities and S1-S8 Staff

af. Request change to manning document, if needed

ag. Who actually shows-up (or should be) to meetings

ah. Reflect task organization

ai. Explicitly show Hospital ETT

aj. ETT Coordinator(s)

ak. Make look like other charts
iv.
CJ‑SURG Healthcare Development Strategy

a.
Mission

The mission of the CSTC‑A CJ‑SURG office is to mentor and assist the creation of a flexible, high-quality, sustainable ANSF healthcare system that is assessment-based/driven and customer responsive. To that end, the CJ‑SURG office provides mentorship to all levels of the ANA and ANP medical system. 
al. Develops strategy for ALL medical mentors at all levels: OMLTS, PRT, C&B ETT’s, Hospital ETT’s

b.
Vision

The vision of the CSTC‑A CJ‑SURG office is for the ANSF to be able to provide sustainable, quality health care to the ANA, ANP, and other security partners, their family members, and other eligible beneficiaries. CJ‑SURG is working to prepare medical facilities & combat medical units throughout Afghanistan that can deliver quality care during peace & war.

c.
CJ‑SURG Strategies

cr. Lead the development of healthcare (ministerial to corps and below units) including policies, organization, integration, training, materiel, leader development, personnel, and facilities to improve the healthcare delivered to the ANA and ANP.

cs. Mentor the ANA and ANP Surgeons General and their staffs.

ct. Build inter-ministerial synergy between the MoD, MoI, and MoPH for efficient use of healthcare resources and self sustained healthcare operations.

cu. Manage CSTC‑A JMD, ETT personnel issues and ANA/ANP personnel mentoring.

cv. Manage operations and provide technical oversight of medical ETT personnel.

cw. Manage medical logistics for CSTC‑A medical ETTs and mentor ANSF medical logistics.

cx. Develop Medical/Health Sector Plans and Policy for ANSF and GIRoA Disaster Preparedness.

cy. Develop formal Military medical and allied health training curricula/programs.

cz. Manage medical budget/resources for ANA/ANP.

da. Manage professional development in physician/nursing (curative medicine), and preventive medicine areas.

db. Manage ANA/ANP healthcare infrastructure/facilities development.

d.
CJ‑SURG Annual Plan for April 2009 – April 2010

1. Develop ANSF Medical Equipping Services (Logistics/Facilities):

1.1. Broaden, strengthen and mature the ANSF ability to provide efficient customer-first medical logistics system including initial outfitting for all new ANA and ANP facilities. 
1.1.1. Provide logistics training for all ANA/ANP medical logisticians.

1.1.2. Oversee building and equipping of new ANSF facilities.

1.1.3. Oversee automation of medical logistics management.

1.1.4. Ensure distribution of and training on ambulances ANSF-wide.

2. ANSF Medical Training Development: 
2.1. Continue development of an independently functioning multi-tiered ANA/ANP Medical Education System multi-tiered ANA/ANP Medical Education System

2.1.1. Military/Police-centric medical training

2.1.2. Allied Health Professionals/Nursing, 

2.1.3. Medical and Graduate Medical Education, 

2.1.4. Professional Leadership Development training (Officers/Enlisted/Civilian).
2.2. Oversee stand-up of AFAMS medical school.

2.3. Plan expansion of training programs available through AHPI. 

2.4. Develop and formalize affiliation agreements between the AFAMS medical school, and U.S./foreign medical training programs.

2.5. Increase output and regionalize Combat Medic/TAP training programs

2.6. Develop regional CLS training.

3. ANSF Medical Training Development:
am. (How is this ANSF Med Dev different than the previous one?)
3.1. Doctrine/Organization/Leader Development: Need to more fully develop the capability of OTSG staff at both ANA and ANP. 

3.2. Mentor at the OTSG level of both ANA and ANP on budget forecasting, contracting, manpower/force management, logistics and acquisitions.

3.3. Continue tiger team work on multi-year contracting for ANA pharmaceuticals and medical consumables.

3.4. Continue pushing for Afghan oversight of all aspects of FDD medical in-processing.

4. Improve Healthcare Quality / Reduce Died of Wounds Rate: 
4.1. Strengthen ANSF Healthcare System ability to improve health with rapid healthcare response by trained, knowledgeable and experienced medical personnel. 

4.2. Develop MEDEVAC capability. 
4.3. Oversee ambulance delivery, set assembly, and medical specific training for drivers and first responders 

4.4. Finalize technical specifications and order FM radios that allow for constant communications with air frame and ground crew

4.5. Train ANA and ANP on patient regulating.

4.6. Continue disaster preparedness training exercises.

4.7. Complete standup of all ICUs. 

e.
ETT Strategies
1.
Hospital ETTs

The broad strategy for ANSF Hospital development is to ensure that each hospital is able to deliver healthcare in an appropriate, timely manner. Specifically, hospital development involves 5 strategies:
dc. Provide high quality healthcare that minimizes unnecessary medical deaths and improves overall mortality

dd. Efficiently use resources in order to create sustainability

de. Train and equip hospitals to optimally treat the most prevalent disease states

df. Ensure appropriate access to the ANSF healthcare system for all soldiers, policemen, and eligible beneficiaries

dg. Provide certain clinical and support services in each hospital, as per Afghanistan health guidelines

As each mentor arrives in theater, his/her area of responsibility will fall under one of these 5 broad strategies. 
an. Emphasize Strategy (CSTC‑A)
CSTC‑A will provide definitions of what a “capable” laboratory is, based on ANSF and MoPH policy. Subsequently, all mentoring activities can then be directed towards ensuring that the laboratory services meet a common standard. This pattern will continue for all mentors assigned to ETT billets.

2.
Corps ETTs

The broad strategy for ANSF Corps development is very similar to that of the hospitals. Specifically, corps health development involves 5 strategies:

dh. Provide quality healthcare that minimizes unnecessary medical deaths and improves overall mortality

di. Efficiently use personnel resources in order to create sustainability

dj. Train and equip personnel to optimally treat the most prevalent clinical conditions at the Corps level

dk. Provide appropriate clinical and support services at the corps, brigade, and kandak level. 

ao. Emphasize Strategy (CSTC‑A) not tactics (CJTF-P)
CSTC‑A will provide definitions of what services should be provided at the corps level, based on ANA and ANP policy. Subsequently, all mentoring activities can then be directed towards improving these services. This pattern will continue for all mentors assigned to ETT billets.

f.
Overall Measures of Effectiveness

In addition to executing the broad CJ‑SURG strategies, it is expected that all mentors will develop measures of effectiveness to be improved over the course of an individual’s deployment. One concern of sustainability is that mentors often initiate short-term projects that can be quickly completed during their deployments. This can be a reasonable strategy, but it can also result in haphazard initiatives that are personality driven – with no long-term development of the health system.

Measures of effectiveness for a particular billet can provide continuity and strategy to the healthcare development of Afghanistan. During the course of a deployment, an outstanding mentor can be very productive, resulting in a high activity level. Examples of activities are listed below – And they are critically important. 

However, a few measures of effectiveness (accomplishments) are also critical in assessing a mentor’s performance. But most importantly – These measures of effectiveness (approximately 2-3 per mentor) can drive long-term strategy for future mentors who fill the same billet. The oncoming mentors can review previous measures of effectiveness, and work to improve them through ongoing mentor activity. Some measures of effectiveness may need to be modified or changed – And they can be done as certain measures are optimized. 
The differences between activities and accomplishments are listed below. Both are critically important to drive improvement in the ANSF medical system.

	ACTIVITY
	ACCOMPLISHMENT

	Taught detailed clinical courses (Created Lecture materials, books, etc.)
	Physician / Nurse / Medic Competence
· Measured through standardized practical/written exercises or exams

	Mentored Afghan clinical practices at corps level / hospital
	Patient Outcome Data
· Measured through patient mortality and morbidity

	Created committees assigned for specific hospital functions
	Quantify indirect and direct output of specific committees

· Example: Infection Control; ECOMS

	Initiated critically needed clinical programs
	Patient Outcome Data

· Measured through patient mortality and morbidity

	Standup minimum patient standards for appropriate patient care
	Patient Outcome Data

· Measured through patient mortality and morbidity


ap. Emphasize Strategy (CSTC‑A) not tactics (CJTF-P)
v.
Future Facility Construction

These programs are coordinated and initiated at the CSTC‑A CJ‑SURG office. To contract, plan, and build these facilities often takes years. Throughout your deployment, if you strongly feel there is a need to modify, add, or remove one of the current facility projects, there are assigned facility officers at the CSTC‑A CJ‑SURG office who will be able to assist. Please keep in mind that all facility project requests will need to be approved by the CSTC‑A Command Surgeon, and are usually viewed with caution due to the long process that is involved.
aq. Approval process: Submission, Approval, Scheduling, Bidding, Construction
ar. Need to mentor “No Duplicate Facilities”
vi.
Logistics

a.
Equipment Long Form (Ramchandani)
?
b.
DD Form 250 and Invoice (Ramchandani)
?
c.
Attachments (Ramchandani)

1.
Equipment Long Form

2.
DD Form 250 and Invoice policy-procedures

3.
How to properly fill out DD Form 250

as. Keep LOG mentoring strategy here

at. CSTC‑A Oversight, etc.

au. Strategy for mentoring a LOG problem

vii.
Budget and Project Proposal Requests
The Department of Defense has access to several sources of funds to support the missions in Afghanistan. Two of the primary sources for large purchases and projects that cannot be obtained through the appropriate MoD/MoI channels or be purchased with operational funds (OPFUNDs), are Operations & Maintenance (O&M) and Afghanistan Security Forces Funds (ASFF). When paying for goods and services, knowing which fund you are authorized to use is critical. Expenditures from each fund are strictly controlled by the intended purpose of the goods being acquired. Both O&M and ASFF funds have a role in mission accomplishment in Afghanistan; however, the CJ-Surg Budget Officer only manages and executes ASFF funds. 

	
	ASFF
	O&M

	Purpose:
	The purpose of the equipment, supplies, materials, construction, etc. is to support the ANSF’s mission.
	The equipment, supplies, materials, construction, etc. is “necessary and incident” to the U.S. mission.

	Place:
	The products purchased will be utilized at a location controlled by the ANSF, or the ANSF will maintain possession of the structures/facilities being constructed.
	The products purchased will be utilized at a location controlled by U.S. Forces, or the structures/facilities being constructed will be retained by U.S. Forces.

	Equipment:
	The equipment, supplies, etc. are being purchased for, or being provided to the ANSF and the purchased goods will stay with the ANSF.
	The equipment, supplies, etc. are being purchased for and will be retained by U.S. Forces.


The special case of camps or bases occupied by both Afghan and U.S. Forces will often result in base operations (BASOPS) expenditures funded by both ASFF and O&M, depending upon the composition of the camp or base. 
a.
Afghanistan Security Forces Funds (ASFF)

ASFFs are used for the direct support of the Afghan National Security Forces (ANSF) and often include expenditures to build, equip, train, sustain and fund both the Afghan National Army and the Afghan National Police. They may be used to provide permanent support for building the ANA and ANP garrisons and for providing for the stability of those garrisons. 
Proper uses of ASFF include:

dl. Expenses associated with training, manning, and equipping the ANSF
dm. Permanent physical and material support and contractual services to build and permanently equip the ANSF garrisons
When an ASFF requirement is identified the U.S. Mentor Team will need to complete a Purchase Request and Commitment (PR&C) package, consisting of:

dn. PR&C Form

do. Three Vendor Quotes

dp. Sole Source Justification (if applicable)

dq. Statement of Work

dr. Equipment Long Form (required for ALL equipment purchases)

The CMD SURG Budget Officer and Chief Logistics Officer will review all documentation of the PR&C package for quality control. Once the PR&C package is completed and reviewed it will be submitted to the Senior Leadership for review and approval. Upon approval the package will be returned to the budget officer for submission into the accounting system. Once the package clears the review through the accounting system it will be sent to Kabul Regional Contracting Center (KRCC) for review and award. If at any time during the process there are questions about the package or if it is disapproved the originator will be notified by the budget officer. The entire process takes approximately 30 days (depending on the specifics of the requirement). To avoid critical shortages or emergency procurements it is imperative that U.S. Mentor Teams remain aware of the current and future needs of their Afghan counterparts. It is not uncommon, especially in the case of new construction, for a project to be approved, but pushed to a later payment/budgeting cycle. 
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Figure 13: Typical Timeframe for Purchase Request and Commitment
There are additional policies and charts outlining this process that can be provided for further details and clarification; see the budget officer for assistance at any time. 

b.
Operations & Maintenance Funds (O&M)

As a general rule, O&M funds are to be used to benefit operations of the U.S. military and are used for the day-to-day expenses in garrison, during exercises, deployments, and military operations. They are also used for those items which are “necessary and incident” to U.S. military operations. Currently, CJ-Surg does not manage or execute any O&M Funds

O&M funds can be used for:

ds. Joint Exercises with the ANA (operations)

dt. U.S. Armed Forces Training (operations)

du. U.S. Armed Forces Tactical Operations (operations)

dv. Purchase Equipment for U.S. Armed Forces; (i.e. furniture, computers, etc.)

· Note: remains the property of the USG and should be returned to U.S. upon completion of the mission. 

dw. Purchase Supplies in support of U.S. Armed Forces

dx. U.S. Armed Forces Temporary services (i.e., latrines, food, construction labor) (operations)

dy. U.S. Armed Forces Facility Repairs and Maintenance: to include temporary fixtures, reinforcing tents/minor repairs

dz. U.S. Armed Forces Housing/billeting - must not be new construction (operations)

ea. U.S. Armed Forces Vehicle maintenance (maintenance)

eb. U.S. Armed Forces protection measures (operations)

C.
CJTF-P Surgeon’s Office Overview
i.
Mission and Vision

The office of the CJTF-P Surgeon has a dual medical role; responsible for command and control of Corps & Below Medical Mentoring (Title 22) and ensuring the health and welfare of U.S. Service men and woman operating under CJTF-P (Title 10). The CJTF-P works closely with CSTC‑A Command Surgeon for strategic guidance, goals, and objectives while the CJTF-P Surgeon executes these directives working through two (2) Brigade Surgeons. These Brigade Surgeons execute the higher mission through Battalion Surgeons who are the primary medical battle space owners directly managing their Title 10 medical facilities while directly managing the ANA, PMT, and Corps level mentors. 
The vision of the CJTF-P Surgeon office is for the ANSF to be develop and sustain a strong first responder/combat medic corps, develop sustainable Corps and below continuity of medical care, develop Corps and Brigade medical leadership, and improve the delivery of quality health care to the ANA, ANP, and their family members in Corps and below medical facilities during peace & war.
CJTF-P Surgeon Staff Section
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Figure 14: CJTF-P Command Surgeon Staff Structure
ii.
Organization (Title 10)

CJTF‑P Medical Team provides superior medical coverage to CSTC‑A personnel, Coalition countries, civilian contractors, DOD employees, and other U.S. military units throughout the CJOA. This medical coverage is provided in two (2) Level-II medical facilities and eighteen (18) Level-I medical facilities. All U.S. medical plans, policies and directives for U.S. Armed Forces are derived from this office with guidance/coordination with Title 10 Theater Medical Chain of Command, TF 30th MEDCOM.
iii.
Organization (Title 22)
In coordination with CSTC‑A, CJTF‑P trains, coaches, and mentors the ANSF medical personnel to support and develop a healthcare system that supports all ANSF soldiers in the field environment and the soldier and their beneficiaries in garrison. This mentoring mission occurs at the Corps and below level with 169 medical mentors presently. The number of mentoring positions will increase as the ANA and ANP continue to grow in numbers. CJTF‑P derives its healthcare goals, objectives, and guidance in direct coordination with CSTC‑A Command Surgeon. 
The two main goals of the Corps & Below Medical Mentoring Mission are:

ec. To reduce ANSF died of wounds rate by improving survival from point-of-injury to definitive care through MoD & MoI approved Combat Medic Courses and rigorous, multi-tiered medic sustainment program.
ed. To minimize loss of combat effectiveness do to DNBI through:

· operational medicine

· preventive medicine

· combat medicine

· medical logistics

· administration
· organizational leadership
av. Fix following section to actually fit here

aw. Comment about NG/CJ-82 BCT Structure

If a mentor is at the Surgeon General or hospital level, there will be a reporting structure that has been mentioned in Section VI. If at the Corps level, the following diagram is a proposed organizational structure:
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Figure 15: ANA Corps & Below Mentor Structure

ax. ANA Structure move up (ANSH Health Care) or down (Mentoring Techniques and Goals)

ay. Shouldn’t the TMC mentors be off the BDE Surg Mentor? There is one TMC/BDE Garrison, not one/Corps Garrison – By Tashkeil, comment on variability
az. Transition to no TMC with Regional Hospitals, Staff should be pushed out to remote TMC’s

ba. Variable by Corps

bb. Figure needs to be tweaked and commented on

bc. Comment about transitioning to “NATO training Mission” – OMLT’s fall under CJTF-P

D.
ISAF / OMLT Medical Assets
On 5 December 2001, at the Bonn Summit, the major Afghan factions agreed to the formation of a broad-based government. A key component of the agreement was the creation of a UN-mandated international security force in Afghanistan (AFG). The United Nations Security Council authorized an International Security Assistance Force (ISAF) to assist the Afghan Interim Authority in the maintenance of security in Kabul and its surrounding areas (UN Security Council Resolution(UNSCR) 1386 (2001). The framework for continued assistance is established by the AFG Compact (London, February 2006). This Compact supports the Afghanistan National Development Strategy (ANDS), which sets out the Afghan Government’s clear vision for their country. On 8 February 2007, the North Atlantic Council agreed to greater NATO involvement in the training and equipping of the ANA. The ANP is also an important part of the solution, although they are outside the purview of the OMLT’s

i.
Mission

NATO’s involvement with the ANA will focus on operational employment, leaving manning, initial training, sustainment, fielding and validation to the G8 PN. ISAF will assist GIRoA and G8 PN to bring the ANA to full self sufficiency by operational mentoring, facilitating continuation training and supporting ANA units to increase their capability and reach. This will include the coordination of ANA operations with those of ISAF to achieve synergy, primarily through embedded ISAF Operational Mentor and Liaison Teams (OMLTs). Such teams, emplaced in all maneuver, combat support and combat service support battalions (“kandaks”), garrisons, brigades and corps HQs , will be able to assist in the development of the ANA, provide a conduit for logistics support and through their presence, influence ANA operations down to the company level. When not deployed, teams will also facilitate continuation training for the unit or HQ with which they are aligned, against ANA central training objectives.
ii.
Organization
The Directorate for ANA Training and Equipment Support (DATES) is NATO’s in-theatre coordinator on training, mentoring and equipping the Afghan National Army and does so in close partnership with CSTC‑A. DATES tasks include:

· Assure coherent programs for ANA development

· Coordinate, facilitate, assess and help develop requirements for all NATO-related training support to the ANA

· Coordinate, facilitate, assess and help develop requirements for all NATO-related equipment donations to the ANA

· In-theater coordination, validation and improvement to ensure integrity of the OMLT program

· Serve as conduit for Partnership for Peace (PfP) and other Partner Nations ANA training, OMLT, and equipment support 

· Monitor ANP training 
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Figure 16: The Division of responsibilities between CENTCOM and NATO

NATO provides SA, support, OMLT Implementation, and Coordination while the U.S. provides Funding, Manning, Equipping, and Training.

iii.
Chain of Command
CSTC‑A is overall responsible for the training of the ANA and serves as the lead agency for the ¿PN?. CJTF‑P is assigned to CSTC‑A, and has Training Command Authority over all OMLTs/ETTs. This gives CJTF‑P authority to give specified direction and guidance, through the Brigade Combat Teams (BCT’s) to OMLTs/ETTs. CJTF‑P is responsible for keeping ISAF (DATES) informed of ANA developmental progress and the status of OMLT/ETTs.

The battalions in the BCT’s are responsible for keeping ISAF Regional Commands informed of ANA developmental progress and the status of OMLT/ETTs in their region.

The Corps OMLT / ETT will work closely with the RCAC and will have the authority to coordinate the activity of OMLTs within its respective Corps. 

The Brigade OMLT / ETT will provide direction and guidance to subordinate OMLTs / ETTs and provide timely reporting on subordinate OMLT / ETT activity to the Corps OMLT / ETT.

OMLTs will be OPCON to COMISAF and routinely delegated TACON to the RC in whose Area of Operations (AOO) they operate. They will coordinate all activities through the Brigade OMLT / ETT and to the RC to which they are assigned. During ANA units’ combat operations cycle, OMLTs will be TACON to the ISAF partner unit.
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Figure 17: OMLT Command & Control

bd. OMLT’s transitioning to CJTF-P C2 and handbook
be. Need to update/replace – ARSIC’s, etc.

bf. RPAC & RCAC stay (somehow, unclear)
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Figure 18: Training the Afghan National Army
iv.
ISAF / OMLT Healthcare Development Strategies
OMLT medical mentors will be employed to coach and teach their ANA counterparts in order to support the development of Corps Headquarters, Brigade Headquarters, Infantry, Combat Support, Combat Service Support Battalions and ANA Garrison support units to plan and execute Health Service Support and Force Protection tasks in line with the unit’s Mission Essential Task List (METL). Areas for medical mentoring include, but are not limited to: 

· Operational Medicine

· Preventive Medicine (Public Health/ Veterinary)

· Healthcare Administration

· Medical Logistics/ Biomedical Repair

· Facilities Planning

· Combat Medicine 

· Organizational Leadership

E.
CJ‑82 Provincial Reconstruction Teams (PRT’s)
In addition to the Title 10 role of CJ-82’s maneuver battalions, and the Title 22 mission of supply personnel for the ETT’s under CJTF-P, CJ-82 also provides C2 and personnel for Provincial Reconstruction Teams (PRT’s) in RC‑E.
i.
Mission

International military intervention in Afghanistan has been accompanied by a new form of civil-military cooperation: the PRT. PRTs are civil-military organizations configured to operate in semi-permissive environments usually following open hostilities. PRTs were conceived to help create conditions for development in areas that are too unstable for traditional development organizations. 
ii.
Organization
PRTs have evolved in response to different local circumstances and vary in structure, size and mission. Three distinctive PRT models have emerged, but the most dominant, with 12 currently deployed, is the U.S. model. Individual PRTs are led by NATO member countries under NATO/ISAF control. PRTs differ in size, composition and operational style but they share some common features. They are typically made up of 50-300 personnel, with the military making up 90-95% and the remainder composed of civilian political advisers and development experts. Their structure includes a headquarters, civil-military affairs section, a civilian-led reconstruction team, engineers, security and military observer teams, linguists, interpreters and a medical team. PRTs do not provide protection for local populations: they are equipped for self-defense only.
iii.
Chain of Command
Operational control at the theater level has changed over time. In Afghanistan, PRTs initially fell under the command of US forces in Operation Enduring Freedom (OEF). As NATO-led ISAF extended its mandate over Afghanistan, PRTs were transferred to ISAF control, a process which was completed in October 2006. Seventy Afghan PRTs receive daily operational guidance from a PRT Working Group and policy guidance from the PRT Executive Steering Committee (ESC), both located in Kabul. Although ISAF retains theater-level control, each PRT continues to be individually managed at the tactical level by the Maneuver Task Force Commander (Battle Space Owner) of the Task Force to which it is assigned. Consistent with their primarily military nature, the activities of US PRTs in Afghanistan are coordinated by the CJTF with USFOR-A.
iv.
PRT Healthcare Development Strategy 
Since the establishment of the first PRTs in connection to the International Security Assistance Force (ISAF) operation in Afghanistan, there has been an ongoing debate on the roles of the PRTs and on the military role within the reconstruction, rehabilitation and stabilization areas. The possible interface between military deployed units and the actions of humanitarian organizations is a crucial part of this debate. 

ISAF emphasizes the political role of PRT's: “PRTs will assist GIRoA to extend its authority, in order to facilitate the development of a stable and secure environment in the identified area of operations, and enable SSR [Security Sector Reform] and reconstruction efforts”.

NATO planning has a clear focus on effects and end-states and thereby on “exit-strategy”. The special nature of the PRT operations focusing on stabilization and reconstruction, also provide the necessity to have a clear vision on all aspects that will immediately face the PRT when arriving in its designated area of operations. PRTs should not take over the role of NGOs and Government Organizations (GOs). 

The ISAF PRT Executive Steering Committee formulated three principal objectives for all the PRTs in Afghanistan, based on factors that they can control or influence significantly. They are:

1. Strengthen and extend the authority of the Central Government throughout the country.

2. Assist in establishing stability and security.

3. Enable reconstruction and facilitate the coordination and division of labor between civilian and military actors, by delivering projects, providing professional expertise, and facilitating the work of NGOs and other actors by improving the security situation.
PRTs execute the Health Sector Development (HSD) Strategy through Medical Civil-Military Operations (MCMO) activities. MCMO activities are all military health-related activities in support of a joint force commander that establish, enhance, maintain or influence relations between the joint or multinational force and host nation (HN), multinational governmental and NGOs and authorities, and the civilian populace in order to facilitate military operations, achieve US operational objectives, and positively impact the health sector. Per the RC‑E HSD Strategy, these activities consist of: medical engagements with Provincial Health Directors (PHD’s); completing public health (community) needs assessments; performing medical facility assessments; and conducting VMOs. MCMO activities must be coordinated by the PRTs with Village, District and PHDs prior to any engagement. PRTs should make every effort to encourage stewardship and leadership among PHDs and/or clinic directors during medical engagements, facility assessments or at provincial level meetings. Interacting in this capacity will help facilitate communication, coordination and a referral process between all levels of the Afghan health care system.

The goal of any MCMO is not to bring US healthcare standards to Afghanistan; it is to assist Afghan providers to implement their own standards as identified in the BPHS and EPHS. It is all too easy for PRTs to fall into the “Santa Claus Syndrome” in which items are purchased and delivered to Afghan facilities that do not meet the need, or cannot be sustained. While these types of projects or donations may make the donor feel better and serve as great photo opportunities, in the end they prevent development and weaken the individual and community. 
Another common pitfall for PRTs to avoid is that of becoming a “rescuer”, the mindset that without the military providing direct care the village will be adversely affected or neglected regarding healthcare – there may be initial satisfaction gained but ultimately the local capacity and capability are weakened. It is potentially harmful to think that the military alone can solve the health issues in any given location. As mentioned above it is paramount that all MCMO activities be coordinated with the other stakeholders. Rather than providing direct care, PRTs should focus on coaching, teaching and mentoring to build the Afghan human capacity. It is also important not to facilitate “brain drain” by encouraging or supporting Afghan medical providers to work in other capacities outside of the healthcare system. Providers in all capacities are in short supply in Afghanistan; therefore PRTs should encourage these individuals to take an active role in the reconstruction of the Afghan healthcare system. 
VII.
Medical Mentor Program Overview
The ultimate goal of the mETT mission is to enhance U.S. security by building an Afghan planned, owned and operated healthcare system. The mETT’s are here to help Afghans create capacity within an Afghan solution, not merely copy a U.S./European system, dependant on U.S. oversight, logistics and funding, with the façade of an Afghan face.
A.
Introduction
Medical mentors are critically important for the Afghanistan mission.  Rebuilding the health infrastructure of the ANSF is an important component of a strategy that ensures the moral authority of U.S. actions, regains the trust of moderate Muslims in Afghanistan, and denies terrorists a potential connection with a desperate populace.  Military operations and defensive security actions should continue to be coordinated with healthcare reconstruction activities so that the resulting successes of combat actions are reinforced.  

Medical mentors, whether on a PRT, ETT, OMLT or any other type of reconstruction team, are on the “front lines” of promoting soft power in Afghanistan.  Of all of the tasks that encompass the medical mission, appropriate mentoring activities are the most critical.  In support of the mentoring mission, specific guidance and direction will be provided from higher leadership.  This section will describe appropriate mentorship activities and also how to bring mentors’ actions in line with the larger strategy of medical reconstruction.
B.
Concept and Intent
Mentors must take care not to let themselves be regarded as just another person who has come to pass out gifts in order to curry favor. They must not be regarded as simply a source of material assistance, unnecessary high tech equipment, and international conferences.

As a mentor carries out their responsibilities, they need to be mindful that Coalition Forces are here to facilitate the development of a sustainable Afghan Healthcare system, and not merely to facilitate the hand-over of a U.S. developed, U.S.-centric to their ANSF counterpart(s). The mentor can try (often behind the scenes) to minimize frustrations, challenges, and setbacks, but should not take over. 

Also, mentors need to be mindful of the unit’s formal and informal chain of command. This also includes local power struggles and weaknesses. Ultimately, a mentor’s efforts should result in an Afghan planned, owned, operated and sustainable health care system. There will be times when the mentor needs to allow their counterpart(s) to “fail forward” or let them learn by doing and, at times, falling short. A mentor should be willing to help their counterpart(s) operate on their own. The sooner ANSF Personnel can take the lead in planning, owning, and operating their health system, the sooner the Coalition’s mission as “health diplomats” or mETT’s will be complete.
C.
Management and Structure
The ANSF medical mentor will be involved at three possible levels of healthcare delivery: (1) Surgeon General (administrative level), (2) Hospital Level, or (3) Corps/Regional level. Many mentors will be placed at various sites throughout Afghanistan and will have interactions with various other mentors in theater. 
bg. This should be a summary of MoD RH’s to CSTC‑A, ANA Corps & Below through BCT’s & CJTF-P, MoI RH’s to CSTC‑A, ANP “line medical” through CJTF-P, but what about MoI Clinics?
D.
Medical Mentor Objective Development 

i.
Overview of Objective Development

In the past, many medical mentors have been assigned to certain Afghan mentees, and broadly told to help their Afghan counterpart “make the situation better”. As a result, U.S./Coalition mentors have promoted projects and programs that were: (1) In-line with their own respective interests and/or expertise, (2) Simple and easy to accomplish, and (3) “Quick-fix” projects that could be completed within a short period of time. . This approach has produced excellent results at single sites, but these accomplishments have also resulted in disjointed advancement of the ANSF medical system as a whole. 

As the medical mission moves forward, higher leadership levels at USFOR‑A, CSTC‑A, CJTF‑P, ISAF, and CJ‑82 will provide strategy and guidance on the direction of what each category of mentor should be engaged in. (Please see Section VI for further delineation of current strategies.) It will then fall to the specific medical mentor to develop concrete objectives and measures of effectiveness that are in-line with those medical reconstruction strategies.

ii.
Area of Responsibility Assessment

During the first weeks of their assignment, medical mentors will complete a baseline capability assessment of their Afghan counterparts’ areas of responsibility. For example, if a mentor is assigned to counsel an ANA Corps Surgeon, the initial assessment would be on the capabilities of the corps surgeon’s medical assets. For specific medical activities, such as a nurse mentor or a combat medic mentor, a capability assessment of the medical services provided by the respective Afghan mentee(s) would be appropriate.

iii.
Formulation of Objectives

An original assessment will have likely have been completed by previous mentors; however, a review and a possible modification of this assessment will be critical during the first few weeks of a mentor’s deployment. After an assessment is validated, the development of key medical objectives for a mentor’s deployment will be disseminated to both the chain-of-command and the CSTC‑A CJ-SURG office. For example, if a mentor is working with an ANA brigade surgeon, the mentor’s objectives should be communicated to the ANA corps surgeon mentor, the U.S. Brigade medical leadership (Brigade combat teams), CJTF‑P Surgeon Cell, and the CSTC‑A CJ-SURG office.

iv.
Defining Measures of Effectiveness

As mentors develop deployment objectives that are in line with the strategies delineated above, it is also expected that mentors will develop and optimize measures of effectiveness (MOEs) over the course of an individual’s deployment. MOEs for a particular mentor provide continuity and strategy to the healthcare development of Afghanistan. These MOEs are also critical in solidifying how the accomplishments have impacted the overall healthcare mission. MOEs (approximately 3-4 per mentor) can also drive long-term strategy for future mentors who fill the same role. The oncoming mentors can review previous MOEs, and work to optimize them through ongoing mentor activity. As the ANSF healthcare system advances, MOEs can be modified to fit updated needs.

E.
Execution of Medical Mentor mission

The execution of key objectives during the mentor’s deployment involves both accomplishments and MOEs. It is to be noted that there will be significant challenges that a mentor will encounter as he/she attempts to complete certain activities and optimize certain MOEs.

i.
Activities and Accomplishments

Most mentors are heavily involved in a number of activities that translate into important accomplishments by the end of their respective deployment periods. These accomplishments all enhance and improve the medical capabilities of the ANSF. However, a focus on easily completed, short-term projects can detract from engaging difficult long-term initiatives that can bring sustainable development. It is critically important to complement short term activities with three or four critical long term outcome metrics in the assigned area of responsibility. See Section VI for illustrations of activities and measures of effectiveness. 

ii.
Process vs. Outcome Metrics

It is important to note that there is a stark difference between process and outcome MOEs. A process metric ensures that a certain component of an overall service is built; an outcome metric is a measurement that measures whether overarching services are optimally provided by a medical organization, facility, group, or even an individual. MOEs can sometimes be misleading, and one can find potential flaws in every measurement. That said, a mentor should not get overly concerned with small inadequacies of certain MOEs – Over time, optimization of MOEs will occur as collected data provides further insights. 

Let us take an example: A corps surgeon mentor reviews the corps tashkiel (personnel document) and states that corps medics are manned at 50%. The mentor then notes that he/she hopes to improve that MOE (by mentoring/working with the ANA/ANP Corps Surgeon) to 75% by requesting more personnel, and perhaps even training non-medics in the corps (to increase the number of medics). This would be an example of a process metric, because it is a means to a final “end” – The “end” being provision of good healthcare to corps soldiers. An example of a possible outcome metric would be to measure the number of soldiers who presented to combat medics in the corps, and then subsequently needed to be referred to a higher level of care. If 90% of all patients are referred to a higher level of care, one would question the level of care being delivered at the corps level. Reducing referral numbers would involve proper training, equipment, and supplies at the combat medic level – And the corps surgeon mentor would have to work closely with his/her mentee to ensure that these problems were alleviated.

As a mentor is completing his/her mission, activities should be geared to slowly improve 3 or 4 critical outcome metrics in the assigned area of responsibility. It is to be noted that due to the nature of certain positions, many medical mentors may think that their positions do not lend themselves to measures of effectiveness. However, almost every position can be defined by overall MOEs. For example, a laboratory officer mentor may be concerned with ensuring that a hospital laboratory provides certain services and has certain capabilities. The lab services provided by the hospital can be quantified; an ANSF medical facility could be assessed by the percentage of desired capabilities that currently exist. A mentor’s activities can then be targeted towards ensuring that over time, the number of lab capabilities is optimized towards an agreed-upon standard. The percentage of optimized lab capabilities would be the outcome metric that the specific mentor would be concerned with.

iii.
Potential Challenges

In the execution of the medical mentor mission, there will be many challenges and factors that seem out of a mentor’s control. Obtaining appropriate logistical supplies or acquiring the appropriate number of ANSF personnel are two areas that are often in need of improvement. When certain capabilities are lacking, a mentor can still measure and improve current processes to the best of the Afghans’ ability while also reporting critical deficiencies to higher leadership. Prioritizing critical needs and providing quantifiable information can dramatically assist in fulfilling the needs of a mentor’s Afghan counterpart.

F.
Reporting Process

The reporting process of each individual mentor is determined by his/her chain-of-command. In an ideal situation, the reporting process should delineate both activities and quantifiable accomplishments that have been executed by the mentor. It is to be noted that incremental accomplishments can take months to show any measurable change. That can be perfectly acceptable, so long as daily and weekly activities are constantly executed to improve the state of a mentor’s assigned area of responsibility. 

Upon arrival in theater, an individual mentor should quickly learn the preferred reporting process that he/she will be asked to complete. This reporting process is often part of a larger framework, and at first, the mechanism may not seem perfectly appropriate for a medical mentor’s assigned area. That said, almost any reporting mechanism can be used to delineate the differences between completed activities and measurable accomplishments. In addition, higher leadership will be very interested to note the duration of time certain measurable accomplishments require; this information can help predict how long these improvements will take in other settings.

G.
Lessons Learned and Turnover Phase

i.
Turnover Information

As a mentor is turning over to a replacement, the following points of interest should be addressed in a written pass-down. The documentation of these points greatly enhances the overall mission, as future mentors will be able to gain insight from the thoughts and actions of all of the mentors who preceded them. 

a.
Topics to be documented during the Turnover Process

1. Major goals and objectives over the course of the deployment

2. Major Afghan mentees/partners who interact with goals and objectives

2.1. Names and titles of individuals

2.2. Issues to be aware of with regards to each individual

2.3. Any sensitive political, cultural, organizational, relational implications (if applicable)

3. Specific quantifiable activities and accomplishments over the course of the deployment. 

3.1. Activity: A specified pursuit that is undertaken 

3.1.1. Discuss each major project that has been executed

3.1.2. Discuss the major steps involved; ensure that one identifies what steps have been completed and what specific tasks need to be executed.

3.2. Accomplishment: A completed task with a defined/measurable outcome. Be specific and quantifiable. 

4. Any measures of effectiveness (MOE’s) of one’s accomplishments

5. Ongoing projects that require follow-on attention

6. Future recommendations of measures of effectiveness for the area of mentorship

7. Challenges and workarounds to accomplishing individual goals and objectives.

7.1. Lessons learned

7.2. Mentoring strategies employed

7.3. Unique circumstances and how the mentor managed certain situations

8. Other points of interest. 

8.1. Provide a list of suggested references and reading materials. Place it in priority order.

8.2. Provide a list training topics and associated training materials (e.g. presentations, lessons plans, audio-visual aids, other) that were employed.

8.3. List any outside organizations or internet sites used to help accomplish the mission

bh. Double check that we have brief-back to CJ-Surg and CJ-Surg pushes-out updated priorities

ii.
Measures of Effectiveness (MOE’s)
A mentor’s measure of effectiveness should be a reflection of his/her mentee’s organization or scope of responsibility. Measures of effectiveness (MOEs) are critically important because they can help drive strategy for the next mentor arriving in theater. Given the high turnover rate of personnel in Afghanistan, constant MOEs help provide overall continuity to the medical development mission. Without them, activities can become haphazard and based on an individual mentor’s interests. 

During the turnover phase, the outgoing mentor can discuss current MOEs with the incoming mentor and decide on any possible changes. There may be certain measures that have been optimized; developing new MOEs may be necessary for all new mentors. In addition, some MOEs may not be appropriate given current medical reconstruction strategies; modifications would therefore be needed. 
VIII.
Training / Mentoring: Guidance and Overview
{Reconcile Helmer’s “12 Urgent Steps for the Advisor in Afghanistan”, Eyre’s “14 Tenants”, Kilcullen’s “28 Articles” and Lawrence’s “27 Articles” papers}
Congratulations on being selected to be a member of a medical embedded transition team (mETT) member. The purpose of this section is to provide a practical guide for individuals to use in preparation to conduct medical stability operations as part of a mETT. The ‘T’ for training is a bit of a misnomer; we are here as mentors, not merely trainers. Mentors, as part of their job do train, but they also make recommendations, provide advice, help people think through the problem, look at the big picture, plan for the future, instill sustainability, develop their subordinates, etc. In short, mETT’s are “health diplomats” engaging their host nation counterparts or mentees on building or improving their nation’s healthcare system and infrastructure. Specifically, this section contains leadership guidance, techniques, and lessons learned. Most sections are supplemented with detailed reference materials in the appendices. The information is derived from multiple sources, authors, references, and personal experiences. The mentoring program is complex to begin with, and the medical mentoring mission is even more so, given the material we are mentoring, and the interdependence between multiple military units (all components of the ANSF, all branches of the U.S. Armed Forces, and a large number of NATO militaries), multiple GIRoA Ministries (MoD, MoI, MoPH, MoHE), civilian contractors, along with both governmental and non-governmental organizations. The often repeated line about this being a tough mission is not an understatement. The mission may not be physically or intellectually tough; however, it will be emotionally tough and it will often tax your ingenuity and patience.
A.
Expectation Management
One of the keys to a successful tour as a medical mentor will be expectation management. We all come into theater with grand expectations regarding what we would be able to accomplish. We had preconceived notions about how “easy” it would be to teach something we know well. The mission is not as simple as recreating our medical system in Afghanistan. The objective is to assist your Afghan counterpart(s) to develop a sustainable, Afghan-centric system.
You will as want to hit the ground running. You may be fortunate enough to be able to do that in some areas, but in many others you definitely will not. You will be here as a mentor, not as a supervisor, not as an instructor, and definitely not as a superior. Your counterpart does not work for you.

Your counterpart may have been in the ANA before the Soviets came in, or they may be young enough to never have known a time without war. Your counterpart may be as receptive as a sponge, or as flexible as a rock. You do not know how your counterpart will react to you. You have to be ready to instruct, ask guided questions, strongly encourage, politely express “I told you so”, sit quietly and wait, give-up for now and try again later.
Nobody is unmentorable. Your formal and informal leadership will contribute to the mETT’s overall success. Mediocre mETT’s who do not understand the dynamics of establishing relationships will be relegated to role of “tea sippers” or liaisons only. Being and staying positive despite occasional setbacks and looking for opportunities to improve you or your team’s mentoring strategies will go a long way in making the ANSF health system sustainable. Effective mETT’s are able to see solutions, then creatively lead their counterparts to develop and implement an Afghan solution. Employ your leadership, lead and train by example, show them the way! In all of this, your example, your values, and your expertise will be transformed to your counterpart(s) or trainees. 
Afghanistan has been here for hundreds of years, your counterpart has been here longer than you and your counterpart(s) will be here after you leave. Your counterpart(s) and their superiors subordinate and co-workers need to know that you are here to make a difference in the long term, not just make a few convenient quick fixes and be gone.

What you think is best from a U.S. perspective may not be suitable for the “problem” you are trying to solve. In fact, the issue you’re concerned with may not even be a problem needing a solution. Their approach to soldiering in many cases differs considerably from ours, and frequently our ingrained ideas and cultural biases are not valid in dealing with their military.
Here are some questions on “Checking Your 6” regarding success as an ETT:

ee. Culture Shock: Are you overwhelmed by the new environment? Still rejecting it? 
ef. Going Native: Have you lost site of the overall U.S. goals and strategies?

eg. Frustration Level: Usurping your counterpart’s authority? Solving most problems for them?

eh. Giving Up: Just being there to sip tea; telling people what to do without being willing to help
ei. Rolling Over: Sacrificing your own credibility and values to overly please your counterpart?
B.
Emotional Preparation
You frequently hear about the five stages of grief: denial, anger, bargaining, depression, and acceptance. Be prepared, you very likely, will find yourself visiting each of these stages, multiple times, throughout your tour. You will see and encounter things that are: Sobering, Shocking, Astonishing, Alarming. The ANSF personnel you work with will often not see why what they are doing is even an issue, never mind a problem. The concept of letting them fall and skin their knee (or even break a leg) is difficult for medical personnel to accept, but, at times, has to be done.
You may feel a need to hurry, or a sense of urgency that your counterpart doesn’t. There will be times that you will need to encourage your counterpart to move quickly, but there will be just as many times (if not more) when you are the one that needs to slow down. “Haste makes waste” and “The fastest way to get things done is to take them slow.” are more appropriate aphorisms than “The early bird gets the worm.” and “Lost time is never found again.” Since you have no command authority, all you have is your credibility and rapport, and often what may seem like delays or wasting time is building and reinforcing those informal leadership ties that will help you make a difference.
C.
Education and Training Techniques

Whatever specific techniques you chose to use, you should focus on capability building. Capability building often isn’t popular because it’s not easy and it doesn’t fit well into the six-month, need a good evaluation and end of tour award philosophy. Focusing on capabilities and capacities often delays results, requires a longer commitment, makes it harder to get the credit and increases the potential for delays and frustration. In addition, it can be tougher, because it requires advanced planning, which is one of the main weak points of the ANSF. 
As tempting as it may be, you really need to avoid “fixing things yourself”. It is often the quickest, easiest route, but it has many distinct disadvantages. Primarily, fixing the problem for your counterpart does nothing to increase the capability or capacity of the personnel or system and provides little or no long-term benefit. It can also hurt the sustainability of the system, even if your solution is “the best”, because it is unlikely that your solution will have the buy-in needed from your counterpart(s) to keep it sustainable. Also doing it yourself can lead to duplication of efforts, frustration on the part of your counterpart(s) and possibly even out-right hostility, because what you see as good intentions may have been interpreted as a lack of trust, or an indication that you feel Afghans are not capable of doing the job. Finally, in the case of providing medical care, doing it yourself can actually displace and harm the Afghan health system.

D.
Successful Mentoring Models
There is not one ideal effective mentoring model. Each mentor has their own personality, demeanor and skill set. Each counterpart will have their own personality, demeanor, strengths and weaknesses. Each program your counterpart oversees will be in a different state of completion, self-sufficiency, disarray, etc. We will describe a collection of tools that can be used. Given the issue at hand, and the people involved, one or more of these tools will be usable. Remember, everything looks like a nail when the only tool you have is a hammer.
i.
Skills needed to be an effective mentor
A variety of skills are needed to be an effective mentor. Active listening and patience are probably the two most important. Active listening skills are even more important because you will either be talking through a translator, or with somebody who is not a native speaker of English. In addition, since NATO is involved, there is a good chance that you may also have people present whose native language is: Italian, Spanish, German, Norwegian, Swedish, Croatian, Belgian, or even non-American English. Be sure to look at the person you are talking to, even if what you are saying is being translated. The conversation may go slower than you would like, resist the temptation to finish people’s sentences. Also, be aware of any assumptions you make due to your personal experiences and/or biases. Control your biases and validate your assumptions. Ask questions for clarification, but, once again, wait until the speaker has finished. That way, you won’t interrupt their train of thought. After you ask questions, paraphrase their point to make sure you didn’t misunderstand. As you work with your counterpart, some of the communication issues will pass, but from time to time, you will have to go back and verify that what your counterpart(s) thought the conversation entailed and what you’re taking away are the same.

The mentoring process can very often be an exercise in patience. It may not be obvious why you’re getting resistance to what you feel is the only logical solution. Also, the people you are working with may not understand the concepts you’re trying to explain, either due to language or experience differences. There will be times that you have to explain something three or four different ways before your point is made. You will also encounter people that will seem resistant to any idea you suggest; however, if you ask guided questions regarding their idea, often they will come up with a new idea (that coincidentally matches your original idea) which they will fully embrace.
As another aspect of patience, you will have to learn how hard you can push an issue before you have to give-up (for now) and try again later. “Gently nagging” or showing calm determination that you will not simply forget about the issue is another important skill. The number of times when you will get resistance every time you approach an issue, only to result in the issue being enthusiastically embraced while you are not around, will surprise you.

You will not need to know the language well enough to operate without a translator, but a little basic language will help in the daily interaction with your counterpart(s), and help more with people that you do not have a long history with and are judging you with very little interaction. Phrases like: Hello (Salaam), Good morning (Sope Behai), Good bye (Kuda hafez), See you later (???? pasanter), No (Ne’), Yes (Bali), OK (Seis), Thank you (Tashakour), Very good (Beh’sure Khoop), No problem (Moshkeel n’est), etc. have a big pay-off, because they’re frequently used. Also knowing the names of common places, e.g. Hospital (Shopahana), Clinic (Tee-Em-See), Pharmacy (????), 5th Kandak (Kandak-e panj or Kandak-e panjoom), etc., is very useful.
Knowing when to be there and when to intentionally not be there is an important skill. You cannot rush to become a good mentor. It is not an hour or two a day job. You need to build an effective relationship between you and your counterpart(s). The process requires time and caring. There is a strong temptation to emphasize “quality time” versus “quantity of time”; however, you need to spend the necessary time and attention it takes to share values, attitudes and beliefs. There will be time when it is beneficial to not be there, and let your counterpart(s) work without your oversight, but there will also be times when just being there builds rapport, and provides moments of “opportunistic training”. Finally, you will have to learn when your presence as the mentor will enhance interaction between your counterpart(s) and their coworkers, and actually make the meeting less productive.
Finally, allowing an Afghan to save face in a situation that could make him look weak or foolish can keep him from being dishonored. Making this effort shows respect and builds rapport. You can do this with your counterpart(s), and helping them understand how to do this with their own superiors and subordinates is another effective tool.
ii.
Establishing and Maintaining Rapport and Credibility
Rapport and credibility are important in any leadership situation. They are even more important in the mentoring relationship because you will not have the formal, positional, rank-based authority to fall back on. Both rapport and credibility are far easier to maintain than regain.
Rapport is defined as understanding, empathy, linking, or bonding. Regardless of rank, mETT members who are mature, professional, patient yet relentless enforcers of standards, knowledgeable, confident, culturally aware, and situationally aware will have a better chance at establishing rapport. This is a desired method for influencing a counterpart. While not singularly essential, good working relations enable other activities. Genuine rapport is developed slowly, but can evaporate in an instant. 

Your counterparts will actually respect you more if you are showing them the right way to accomplish a task, rather than talk or “sip tea”. It may take seven times and seven different ways, but you will be successful at transferring your knowledge and building rapport. Here are a few tips on building rapport:

ej. Enthusiasm with a positive “can do, will do, make do” attitude

ek. Basic language skills

el. Ability to use your language assistant effectively 

em. Your counterpart sees your relationship with the interpreter as amiable and positive

en. Negotiation and facilitation skills

eo. Interpersonal skills

ep. Embracing shared dangers/difficulties 

This last point cannot be underscored enough. If you are expecting your counterpart(s) and/or their team to be performing 24-hour operations, you should be there in the wee hours of the morning too. If they are sleeping in the dirt (more the realm of the Combat Medic Mentors, but the Hospital Staff may be sent out on missions), you should be out there too. If they lose a member of their team, share their loss and express your condolences. If you lose a member of your team, accept their condolences, because if your mETT has been doing its job right, they have lost a member of their team at the same time; do not become hyper-vigilant and treat “them” as the enemy.
You will be expected to be confident, competent, and capable. Treat your counterparts with respect and never have them do something you would not do yourself. Demonstrate everything. Learn their names, family issues, and interest areas. See the world through their eyes and minds and adapt your training and mentoring activities accordingly. Periodically, ask for feedback. They may not give it or they may “wax” over it, but they will respect you for having the courage to ask. Avoid favoritism and stay out of their internal politics.

A mETT’s leadership, courage, knowledge, judgment, maturity, and creativity are under constant scrutiny. Understanding the motivations and perspectives of your counterparts will enhance your credibility regardless of rank. The initial impressions will be achieved with your training and advising abilities. This will come with preparation, purposeful mentoring, and following through with promises.

iii.
Adapting to (the Lack of) Change

You cannot keep doing the same thing over and over again and hope for a different outcome each time. Likewise, hoping for a particular outcome while reinforcing the opposite is counterproductive. There will be times when you feel that you’re doing everything your predecessor did, or you doing everything “they” told you to do, but nothing is changing. You will have to make a judgment call and decide whether you’re in the middle of an extended period of repetition that will lead to success, or if you need to back up, take a deep breath, and develop a new set of mentoring strategies for the environment you are working in.
This is one of those times when the job as an ETT member gets difficult. Your actions and interactions must be planned, integrated, and purposeful. We are here to transform a healthcare system and ensure that it is sustainable. This requires study, analysis, planning, follow through, and ongoing assessments. Drinking Chai is a tool, but it’s only one tool. Some other tools previously employed by mETT’s:

eq. Planning, scheduling and making time for AAR’s involving all the principal participants

er. Leader development training and exercises (less talk and more interaction) in addition to clinical and administrative training

es. Tours of local and coalition facilities so they can see the art of the possible

et. Facility walkabouts and immersions with various departments

eu. Team-based mentoring on process and quality improvement

ev. Workshops and seminars in a quiet or neutral location

ew. Facilitating small group brainstorming and problem solving sessions on specific subjects

ex. Build in train-the-trainer programs earlier rather than later

ey. Establishment of executive staff, education and training, and clinic review committees

ez. Allowing counterparts to observe mETT staff meetings and problem solving sessions

fa. Interagency coordination to resolve of problems at the ministerial levels

fb. Region wide conferences, staff assistance visits, teaching the value of inspections

fc. Strategic planning sessions and publishing of the vision, goals, leadership principles

fd. Conduct table top exercises on disaster preparedness, response, and recovery

fe. Conduct monthly updates with their chain of command: Good news, problems, referrals
We have to keep in mind that we are not just here to train people on medical tasks. We are here to mentor healthcare providers to be leaders, managers, custodians and developers of their own healthcare system. When ETT’s constantly fix little things: cleaning out septic tanks, arranging for fuel or potable water deliveries, buying soap dispensers, acquiring printer cartridges, etc. they are not building a sustainable healthcare system for the Afghans; they are reinforcing a broken system. Admittedly, there will be times, as an operational necessity, you will need to do this, but that should be the exception rather than the rule.

Similarly, if we just answer a question our counterparts should be able to find-out (especially when it’s a superior, subordinate or another member of the team that has the answer), we are reinforcing something that is broken. Since one of the key goals of our mission is sustainability, we need to take steps to develop leaders with the necessary skills and expertise, not just to execute the task at hand, but to plan ahead and keep the system running after we leave. Showing our counterparts the effectiveness of collaboration, immediate feedback that produces continual incremental improvements in planning, coordinating and sustainment training requires an adaptive response and the employment of a variety of purposeful mentoring strategies.
iv.
Common Issues to be Mentored

bi. This section is very rough and needs to be smoothed-out
In addition to the skills and management training and mentoring that we will be doing, there is also a strong need for general leadership training and mentoring. The majority of the leadership issues seen are by-products of local culture and hold-overs from the Soviet military.
The overall leadership style is very top-down. Often people are afraid to, or even appear to, contradict senior officers. This can be as simple as a reticence to ask questions for clarification, because that would imply that their superior did not sufficiently explain the situation, mission, assignment, etc.; however, it can even be potentially disastrous because people can be hesitant to point out errors, potential problems, etc.
Another side-effect of the top-down style is the lack of empowerment of NCO’s. You will have to work with your counterparts on the concept of “giving their NCO’s a task, and letting them complete it”
The final, common, soviet era-hold-over is the lack of being proactive. Often, “I haven’t been told to …” will be given as a reason for inaction. It is important that the concepts of “It’s your job to protect the health of your fellow servicemen, so you have to take action.” And “Sometimes it’s better to ask forgiveness, than it is to get permission.” This is especially problematic in the event of disasters or emergencies (e.g. heavy rains led to flooding, which resulted in homes being destroyed). Anti-Government Forces (AGF) can very easily turn the delays incurred “waiting for permission” into bad I/O and effective anti-government rhetoric.
Logistics will be another common, reoccurring area that will need hands-on, “OK. Let’s walk through the steps, show me where the problem is.” style of mentoring. Given the history of logistical problems, it is not uncommon for defeatist, “why bother” attitudes to be prevalent. Also, a denied supply request can be viewed as a slight or loss of face, especially when other ANSF members are having their requests filled. Even though the system is problematic, it is very important that you mentor your counterpart(s) to complete their portions correctly, so that 1) the problem is not their action (or lack of) and 2) when the system is working, they will have success.
You and your counterpart(s) will often be on the receiving end (and you may have to mentor against being on the delivering side) of hording equipment and supplies. The obvious problems getting re-supply is one of the factors, but there’s often a view held by supply personnel that their job is to keep the shelves full, not push-out supplies to the end users.
E.
Effective Training
Teaching in Afghanistan is not tremendously different than teaching anywhere else, but there are still significant differences. Trainers still need to possess intimate knowledge of their career field, equipment, tactics, techniques and procedures (TTP’s), etc. They still need to know: how to instruct, different methods of instruction, and the difference between lectures and interactive instruction. Trainers still need to understand the starting point of their audience, break everything down into smaller steps, strive for small group to instructor ratio and make sure the trainees learn the basics before moving on.
The training you will do, help plan, etc. will also differ from what you may be used to. The obvious first difference is that you very likely will be working through a translator – This will take practice. You will also need to be knowledgeable of host nation capabilities and training status. Both of these factors will affect the way that you communicate the concepts you’re trying to teach. Also, the value of hands-on training, practical exercises and supervised rehearsals is dramatically increased and additional time should be allotted for this high-value time. Finally, even though the mantra of “Don’t reinvent the wheel if you don’t have to.” still holds true, you likely will encounter times when there is not an “out of the box” solution; however, ETT’s have been doing their job for years, so more likely than not, there will be something out there. MPRI is another source of already developed and translated training materials. If the training materials only provide a 75% solution, modify them, that’s still easier than starting from scratch.

Characteristics of successful training models include the following:

ff. They are cyclical rather than linear

fg. Include regularly reinforcement of individual skills

fh. Involve interpreters early on

fi. Just in time training topics are always available

fj. Are cumulative; each task builds on the previous

fk. Utilize the smallest possible student to instructor ratio as possible

fl. Provide immediate feedback

fm. Start identifying trainers early on

fn. Know that your students will be reluctant to acknowledge lack of understanding. Ask questions to ensure the tasks can be executed correctly, understand why it is done a certain way, and reinforce why the tasks are important.

fo. Include after action reviews

fp. Include appropriate, enabling, on the spot corrections

fq. Use visual aids and butcher block paper at all times to reinforce teaching points and convey methods; use pictures and diagrams rather than words
Finally, one of the skills you’ll have to develop as a mentor is to look for and take advantage of opportunistic training. The value of just being there when “something happens” and you can talk through the issue, or do an immediate “mini-AAR” is hard to understate. At the same time, the value of “not being there” and letting them taking care of it themselves (possibly with you waiting in the wings to help clean-up) cannot be ignored. It will be a judgment call.
i.
Teaching through interpreters
Teaching through interpreters requires a bit of adaptation. Since everything you say needs to be translated, and any questions asked need to be translated, you have to allow for at least double the amount of time you would ordinarily take to teach a class. Also, any slides, handouts, etc. will need to be at least in English and Dari, if not English, Dari and Pashtun.
It will also take some practice working with your translator. You will need to pause for translation more frequently than you would pause during an English-only presentation. You’ll also have to watch for common expressions and topic-specific terms (e.g. pulmonary embolism) that don’t translate well. The advantage of working with the same translator as often as possible and keeping all of your medical translators in one pool under your team’s control should be viewed as a operational (near) necessity.
Factors to consider when selecting and using interpreters:

fr. Experience

fs. Educational background

ft. English fluency

fu. Social Status

fv. Intelligence

fw. Listing and concentration skills

fx. Written translation skills

fy. Teaching ability

fz. Reliability
ii.
Training truths
Although your training “tactics” may need some adjustments, there are many training “strategies” that are still the same:
ga. The process is not new to you

gb. You are the expert trainer

gc. Focus on what you know

gd. If you take a passionate approach to training, your trainees will take on passionate learning

ge. Effective training is hands on, results oriented, and not time constrained — This is even more true in Afghanistan

gf. “Coopertition” is a great training motivator. Ensure the students cooperate but can compete (when appropriate) = coopertition
gg. Standards and competence, not time should drive the training

gh. You will need to accurately assess the strengths, weaknesses, and motivations of your trainees and adjust accordingly

gi. Be aware of your impatience and sense of urgency

gj. Respect the audience (culture), but be able to tell the difference between culture and excuses

gk. There’s nothing in Muslim culture that excuses poor performance

gl. There is no cultural component to accountability or professionalism

All of the problems you will see in your Afghan class are inherent in the U.S. too — people are people, the difference is the distribution of the problems.
gm. Expect to find a lack of literacy, poor medical care, poor hygiene

gn. Trainees come with baggage — The usual emotional, religious and cultural, but there will also be tribal influences too
go. Expect tardiness, early dismals, and lack of attendance

gp. Accountability and maintenance for weapons, equipment, and tools will be a constant challenge

gq. Keep an eye on potential for theft and hoarding
F.
Developing a Training Cadre in the ANA/ANP System 
Given the nature of the ETT mission, establishing Train-The-Trainer (T3) programs earlier than later is paramount. It may take longer to get the initial class through the system, but in the long run, it will be faster than you and your team training everybody (Again, the fastest way is to go slow.). There may be some temptation to wait until the program is “ready” to be taught, but we are here to develop the complete system, and the Plan, Act, Evaluate, and Improve cycle is part of a sustainable system.

i.
“Train the Trainer” concept
T3 means identifying existing Afghan staff members who have (or can easily attain sufficient) subject matter expertise and an ability to teach. By training Afghans to train Afghans, you transfer knowledge and create a foundation for sustainability. Successful T3 programs teach Afghan trainers 1) How to develop a course, 2) How to conduct a course or facilitate a meeting, 3) How to deal with students who are having trouble, and 4) How to keep teaching skills and knowledge current.
Developing an internal Afghan T3 program is empowering. It allows ANSF medical organizations to become more self-sufficient. By developing internal training resources, mentors increase their resources and teach staff to be self-reliant. In addition, because the in-house trainer is a peer whom other staff members feel comfortable with, they can alleviate some of the fear that is endemic to learning something new.
ii.
Trainer preparation
In general, you want to find a teacher who has a knack for explaining the topics rather than someone who is simply an "expert" at doing them. One straight forward way to find out who wants to train is to simply ask. Often, a little peer pressure will go a long way; peers will also know who they can learn from. One potential problem you may run into is tribalism (aka racism). This isn’t a reason to outright reject a potential trainer, but it is an issue, and like the U.S. Army, the ANSF can be a driving force in supporting racial integration.

Teaching, like other skills, is learned more easily by some than by others. While in principle anyone can learn to become a trainer, you probably don't want to trust just anyone with making sure staff members become experts with precious resources. There are a number of skills a good trainer must possess:

gr. Competence

gs. Group status and likability

gt. Patience: Patience is the most critical skill for teaching in general.

gu. Facilitation skills: A trainer, in addition to being a teacher, is also a group facilitator. Given the diversity of skill levels and ability in a training class (this can be minimized by doing a good assessment at the onset of starting any training course and grouping like-skilled students together), the ability to work with a group of trainees is an important skill for the trainer to possess.

gv. Ability to teach at different skill levels: Sometimes teaching new subjects can be intimidating. If you move too fast or do not explain the information in a language that is familiar to the students, you will lose them. Using analogies that are relevant to student's everyday life and inserting generous doses of humor are invaluable ways to make students feel comfortable.

Once you have a trainer, the next step is training him or her to become a trainer of others. This is not as big a leap as finding a trainer, but remember that training a trainer is less about teaching the topic and more about teaching someone to teach. Remember, training is an ongoing learning experience. That is the beauty of teaching - you are always in a position to learn. If you find that person, then you have found a gold mine
iii.
Training standards and certification of Afghans as “trainers”
Just as it is important for U.S. & NATO forces to develop standards for training programs, it is even more important to do so with your counterparts, because the ANSF does not have any significant history of internal training programs and tends to look towards the mentors every time a training program needs to be developed. The process of mentoring the development of a training program is actually more important than the material that needs to be taught. The importance may not be as obvious in the short term, but the ability for the ANSF to develop and implement their own training programs is critical for the long-term sustainability of the ANSF.
Mentors will have to be involved in, or at the very least supervise, creation of written training standards, preparation of training materials, training of trainers, trainers practicing and teaching courses and follow-up assessments of trainer certification. Two important concepts that will, more likely than not, need to be reinforced are:

gw. Train to standard, not to time

gx. After Action Reviews (AAR’s), Feedback, and Corrections and/or Adjustments
G.
Motivating Trainees
Motivating Afghan Trainees is not significantly different than motivating other troops, but there are some differences that cannot be ignored. Given the low literacy rate, “death by PowerPoint” has a much lower threshold. Including hands-on practice, where ever possible and at a greater percentage of the teaching time than we would normally use, are highly effective in improving the effectiveness of the instruction.
Persistence is also important. It is important that trainees not be allowed to “give up”. This is another time when a “consistent overwhelming persistence” is beneficial. Not only is the eventual, hard won, success highly motivating, but so is the fact that the trainer did not themselves give-up, or become frustrated, etc.
Finally, it is very difficult, to “over praise”. This will take some accustomization, but it is a very useful technique. It is very helpful to point out positive results every time they happen after change is made. It may also sound trite, but do not underestimate the power of certificates. Certificates should not be given out just for showing-up and going through the motions, but if students understand that they need to perform the tasks to standard, in order to get their certificate, that is a motivator.
H.
Facilitation Skills
In Afghanistan, meetings and group problem solving are major challenges. Our experience shows the Afghans are usually not as cohesive, not accountable to each other, defer to the highest level for decisions, and guidance, and do not meet on a regular basis. Learning to work together does not necessarily come naturally. Nor is it always easy. The role of the facilitator is to help the participants learn how to work together by providing the structure (process). There will be times when it will be important for you to be this structure. Also, you should pass this skill on to you counterpart(s) because Afghan meetings rarely start on time, stay on track, or end with a well-understood consensus.

The techniques discussed apply equally to teams or groups because both need to meet to be effective. The basic assumption underlying meetings is that two (or more) heads are better than one, and better decisions can be made if there is more input. However, to assure that better decisions are made, the meeting often needs to be facilitated. In fact, a well-facilitated team meeting generally is both more effective and more efficient. Time spent in preparation goes far to assure a successful meeting. No matter what the meeting’s purpose, participants need to clearly understand the goal and how to work together.
Some general rules for meetings:

gy. Attend all meetings and be on time.

gz. Listen to and show respect for the opinions of others

ha. Follow the agenda - stay on track

hb. The only stupid question is the one that isn’t asked

hc. Ensure that credit is given to those to whom it is due

hd. No disruptive side conversations

he. Cell phones and pagers off (when feasible)
At the beginning of the meeting, the facilitator needs to review the meeting agenda and ground rules to ensure everyone understands, agrees to, and will abide by them. The meeting agenda is the document that defines what will be done at any particular meeting. It should include the date, time, and location of the meeting, the objective of the meeting, and the list of tasks to be addressed.
Keeping the team on track starts with good preparation and includes the use of appropriate process intervention. Process intervention is an interruption by the facilitator of the meeting process and conversation in order to refocus the participants and/or to rebalance group interactions.

It is up to the facilitator to make sure that everyone hears, sees, and understands what is presented, what is offered, what is going on, what is agreed to, and that work products and decisions are accurately captured. Some form of “running memory” or real-time notes can go a long way towards achieving these goals. Running memory is the documentation you write on a whiteboard, notepad, etc., post on the walls or otherwise collect where everyone can see it. It is where you keep all comments, ideas, discussion, agreements, thoughts, votes, and decisions, so each person can see “what we're talking about now.” Some facilitators use a recorder or scribe to keep running memory while the participants remain focused on the content

Even in small, informal, or impromptu meetings, you can (may need to) facilitate the conversation. You may not have the need, or opportunity to use all the techniques you’d use in a formal, schedule meeting, but the simple techniques of repeating back, rephrasing content, reflecting feelings and getting everybody to restate in their own terms, their understanding of what was agreed/discussed in the meeting, will enhance the value of each encounter, and as your counterpart(s) see the value, they will start to host more effective meetings themselves.
I.
Intervention Considerations

i.
Deciding whether to intervene

A medical mentor and his/her mentee are often involved with critical tasks and decisions that can truly affect the lives of many ANA soldiers and/or ANP policemen. As a mentor, there have been many conflicting philosophies as to when it is appropriate (if ever) to intervene and engage a specific task for one’s ANA or ANP counterpart. 
There are three factors to consider prior to directly intervening on behalf of one’s ANA or ANP counterpart:

1. Importance of the specific task at hand

2. Duration of time it would take to train or mentor one’s ANA / ANP counterpart to execute the task.

3. The motivation of the ANA / ANP counterpart to execute the task at hand

In the past, mentors have often used their own personal philosophies to guide them on when to execute certain tasks for their ANA/ANP mentees. As a result, there have been debates on whether medical mentors are to simply mentor/train and not intervene, or whether they should intervene and assist at critical points. 

The answer probably lies between the two paradigms. The goal is for ANSF personnel to be able to execute critical tasks on their own, but there are many times where Afghans lack the knowledge or expertise to do so. As a result, medical mentors need to guide their ANSF counterparts through specific processes, and even execute certain steps to ensure that an overall task is completed. Broadly speaking, it is best to take the time to teach ANA soldiers and ANP policemen how to execute a task before intervening and executing a task for them. 
Deciding whether one should intervene is ultimately up to the individual mentor, but the three factors mentioned above should be taken into account when doing so. If the task at hand is critically important, and the time it would take to train an ANSF counterpart is arduously long, a mentor may be forced to execute certain tasks. These instances should be relatively rare, and a mentor should always assess the motivation of his/her ANSF counterparts to ensure that one is not simply “working for the Afghans”. It is perfectly acceptable to assist and aid, but mentors should always be mindful to ensure that their ANSF counterpart is motivated to learn throughout the process. If a mentor’s ANSF counterpart is not receptive or if the ANSF official simply decides not to complete a certain task – a mentor should seek to motivate or spur the ANA/ANP mentee. This will likely involve compromise and “buy-in” from the Afghans to ensure that they believe a certain action will benefit their organization and/or themselves. 
ii.
How and when to intervene

How and when to intervene in the execution of a certain task can be a very delicate matter. If a mentor intervenes too early without letting his/her mentor struggle through a solution, it is possible that the ANA/ANP mentee will soon initiate a cycle of dependence, with the mentor doing a great deal of work. However, if a mentor does not intervene with unmotivated or inexperienced Afghan counterparts, critical tasks may not be completed. This can lead to nonexistent progression of healthcare development and potential failure of mission accomplishment.

Intervention should be done rarely, only when it is clearly evident that a mentor’s ANSF counterpart lacks the skill and expertise to execute a certain task. Furthermore – The task must be critical to the overall mission. A pertinent example would be if an ANA patient is clearly dying, and a physician mentor has the knowledge and skills to assist that patient. The first option would be to guide the respective ANA physician through caring for that patient. If multiple attempts to guide the ANA physician fail, a mentor could then request to intervene, depending on the individual circumstances and after requesting permission to do so. Prior to intervening, a mentor should request permission from either the mentee himself and/or the mentee’s superiors. This is important because it demonstrates that the Afghan mentee actually wants the task completed, and is also willing to learn how to complete it.

In a clinical situation or in a situation of “life and death”, decisions to intervene need to be made very quickly. However, in logistical or administrative endeavors, the situation sometimes allows for a greater period of time to mentor and motivate an Afghan counterpart to execute certain tasks. Beginning a task for one’s ANSF mentees can also be a motivational technique that then spurs Afghans to finish the remainder of the endeavor. Mentoring one’s Afghan counterpart on how to “problem solve” flawed components of a project or program is always important to reinforce the idea that there are issues that can always be addressed. 
There will be times during which an Afghan mentee has exhausted all possibilities through his/her ANA or ANP chain of command, and has clearly demonstrated a motivation to improve the overall ANSF health system. During these situations, mentors often need to directly intervene to ensure that projects and programs are being completed. This can be accomplished through a number of mechanisms such as: (1) Direct effort by the individual mentor, (2) Utilization of FOO funds, (3) Use of the U.S./Coalition chain-of-command to acquire logistical needs or to help change current policies / doctrine.

iii.
Examples of appropriate interventions

This section will provide two examples of appropriate interventions in the medical mentorship mission. It is important to note that most mentors do intervene on their mentee’s behalf at many points during their deployment periods. 
Example 1: A U.S. independent duty corpsman (IDC) is assigned to mentor an Afghan NCO on how to set up an Afghan-run combat medic refresher course in south Afghanistan. The IDC first discusses with the Afghan NCO the importance of a combat medic course and whether it would be useful for the ANA medics in the region. After obtaining Afghan ownership/”buy-in”, the mentor then discusses with his mentee the need for a classroom, dry erase board, and appropriate personnel. The Afghan NCO has no idea of how to acquire course materials, nor does he know how to obtain and select potential medic students from the regional ANA corps. The mentor demonstrates how to obtain the supplies through normal ANA channels, and also how to submit a request through the chain-of-command for appropriate personnel. The Afghan NCO is motivated to submit the appropriate paperwork, and does so in a timely fashion. However, after weeks of no response from leadership, the Afghan NCO has no idea how to proceed. At this point, simply continuing to “mentor” the Afghan NCO will not result in much progress. The mentor would therefore need to “intervene” by requesting U.S./Coalition superiors to influence the Corps Commander, and by also obtaining the course materials through the CJ-SURG office at CSTC-A.

The lesson of this example is that interventions do often need to be made at certain points, in order to promote mission accomplishment and to also harness assets that are outside the ANSF chain-of-command. Simply asking Afghan mentees to complete tasks is sometimes impossible without outside assistance.

Example 2: A U.S. medical service corps (MSC) officer is assigned to mentor an ANSF officer on how to improve the patient administration department at a regional hospital. The records at the hospital are kept well, but are rarely accessed. In addition, the administrative forms that are being used throughout the hospital are outdated and rarely completed by the nurses and clinicians. The U.S. MSC officer discusses the problems and possible solutions with his Afghan mentee. The ANSF officer seems pleased with the current system, but the U.S. mentor discovers that his Afghan counterpart does not have the expertise to create needed improvements. The U.S. mentor then decides to “intervene” and asks his Afghan counterpart if he can draft a plan to strengthen the patient administration system. The plan includes how to reform the current administrative forms, distribute them throughout the hospitals, and train clinicians and nurses on how to use them. After completing the plan and translating it to Dari, the mentor then shows his Afghan counterpart the plan and discusses it with him. The Afghan mentee agrees to most everything in the plan, with only small modifications. The Afghan mentee then asks the U.S. mentor to present it to the Hospital Commander for final approval. Instead of doing that, the U.S. mentor spends time showing his mentee how the improvements will help the hospital and ensures that the Afghan mentee fully understands the modifications that need to be made. Finally, the Afghan mentee presents the plan to the Hospital Commander with the U.S. mentor present. There are a few changes to the plan, but it is approved and the U.S. mentor and his Afghan counterpart begin work on the new patient administration framework. 
The lesson of this example is that interventions need to be made when Afghan counterparts do not have the expertise to do certain tasks on their own. This is often necessary when attempting to slowly improve health systems. There are a number of pitfalls that the mentor could have experienced in this example. First, the mentor may have only asked his Afghan counterpart if he needed help with any of the processes in the hospital. If rebuffed, the mentor could have simply stopped promoting new improvements, and stated: “The Afghans are happy with their current system – There is no need to change anything at this time.” In addition, when the Afghan counterpart asked the U.S. mentor to present the plan to the Hospital Commander, the mentor may have acquiesced, thus preventing his Afghan counterpart of learning the intricacies of the new patient administration system. This, in turn, would have not allowed the Afghan mentee to have “bought into” the process – And that would have led to delayed implementation after the plan was agreed to by the Hospital Commander.

These examples are demonstrations that “interventions” by U.S./Coalition mentors is often needed at certain junctures. Ultimately, how and when interventions are completed will be determined by the mentor. As a summary - keeping in mind the following rules will hopefully lead to a successful outcome that also improves the capabilities/skills of the Afghan mentees:

hf. Always ask your Afghan counterpart prior to intervening on his/her behalf.

hg. Ensure that your Afghan mentee has “bought in” to the idea that you are promoting.

hh. Prior to intervening, keep in mind the following parameters:

· Importance of the specific task at hand

· Duration of time it would take to train or mentor one’s ANA / ANP counterpart to execute the task.

· The motivation of the ANA / ANP counterpart to execute the task at hand

hi. If the task is critical, the time to train a mentee is long, and the motivation of the ANSF counterpart is lacking, an intervening action may be appropriate.

hj. If you decide to intervene, ensure that you are teaching the Afghan as the task is being completed. Provide every opportunity for the Afghan to take ownership of the process.

bj. Write, have Anderson (J-Type) buy-off

bk. Be clear about mission success – reduce performance OK
bl. Within appropriate time period – higher guidance when time allows
J.
Making Training Enjoyable
Often times, trainers / instructors have difficulty conveying information to their audience. This is in part due to the fact that instructors fail to know their students. When dealing with “Adult Learners”, which is what we are dealing with here, the training must be geared toward something the student already knows. This is why it is imperative that trainers and mentors gain a firm understanding of the culture, customs and courtesies of the people of Afghanistan. This will take some time as you will be learning as well. Things that we take for granted like indoor plumbing and electricity do not exist for most of the country and your own expectations need to be modified in terms of what your students know and can relate to. This does not mean they lack intelligence but rather they have a different base to build upon. As long as you modify your expectations the training is both fun and rewarding, even though it may be slower than you would like. 
Many people are visual and/or hands-on learners.  This is especially true in Afghanistan, where chances are, only one in five students in any class will be literate.  The more instructors can relate an idea/thought/point to something visual and “local”, they'll retain it. Use a fun prop or visual that will help them remember. Slides can help, but remember that they should be tri-lingual (English, Dari and Pashto). Hands-on practical exercises are even more important, as is interactive lectures.  Talk with the students through the translators; don’t just pontificate from behind the lectern. Ask them their thoughts/ideas. You will have people in the class that have never seen a non-Afghan before, or may have never really interacted with anybody from outside their tribe (so their fellow classmates are only slightly less strange than U.S./European Mentor). This can result in a class that all or part is very non-interactive or self-isolating.  Not only is this something the mentors will have to learn to chip-away-at, but it is something that their counterparts will need to learn to address.
K.
Flawed Training and Mentoring Approaches
It is important to remember that the role of the mETT’s and OMLT’s is to help the ANSF develop a sustainable, Afghan Healthcare System. There is a difference between mentoring and training. If the mission was as simple as training medical personnel, then we could duplicate the systems available in the U.S. and Europe and then train Afghans to use them. Merely training Afghans on a system is not the way to a sustainable Afghan Healthcare System. They must understand the system, be able to maintain it and develop it to meet their changing needs.
Confusing these differences is the primary path to failure. Buying and setting-up a lot of (often) expensive U.S. and European equipment may appear to produce quick results, but if the system does not have Afghan buy-in, is not sustainable, or lies fallow after your departure, then the time, effort and money were wasted. Doing this may result in an apparent quick-fix, a good evaluation or end-of-tour award, but it does little long term good and has a negative net effect by increasing frustration, disappointment and feelings of futility.
In this same vein, forcing changes, just because it is an easy fix, or “their way” is different than “your way”, is another unfortunately-not-uncommon tendency. Before pushing changes, make sure it is understood why the status quo is the status quo. One thing that must be avoided is changing a process that has been changed by one or more mentors in the past. This is especially bad when coupled with a non-Afghan-centric view of the issue at hand. 
This same flawed method can also appear in subtle ways or even as part of a good intention. Duplicating a form that is familiar, because it’s used on a regular basis in U.S. or European systems can produce resistance. It is easy for this resistance to be assumed to be directed against the process, when the problem is merely the direction of the layout (left-to-right instead of right-to-left), or the choice of colors.
The purpose of the mentor is to enhance the capabilities of the host nation. Mentors are not the commander, or their counterpart(s) boss, and unequivocally are not in charge. Mentors are here as invited guests and acting like your counterpart(s), or even worse, their superiors, work for you is another fast way to lose rapport and respect. Remember, we are soldiers, sailors and airmen working in a military organization. The people we are mentoring are not U.S. or NATO troops, but they are still professional soldiers, you will have more leeway than their own troops, but you should not abuse it. Respect the ANSF rank structure. Just as it would be inappropriate for an enlisted dental tech to walk into the hospital commander’s office in the U.S. or Europe and tell the commander that he needs fix something, or make somebody to do their job differently, it is just as inappropriate, and often counterproductive, for an E‑7/O‑3/OF‑2 mentor to attempt the same, just because they are “The Mentor”. Mentors need to develop the ability for ANSF personnel to resolve their own issues within their own system, not attempt to bully a quick-fix.
“Losing your cool” and not working well with translators are other quick ways to undo a lot of good that has taken time to develop. Remember to talk to the Afghan you are working with, do not talk to the translator. Be patient, wait for the translator to finish translating, do not jump ahead and talk over them. And especially, never turn to the translator and say something along the lines of, “You tell him that if he doesn’t …”. Another way to quickly lose rapport and inflict damage is to assume that people you’ve never heard speak English can’t understand it. It is not uncommon for Afghans that have a reasonable fluency in English to speak through a translator with people they don’t know or in front of fellow Afghans that might be resistant to a plan they think is “not Afghan”, or even pretend to not know English -- To catch people “talking behind their backs in front of them”.
There are also subtle or non-obvious ways that mentors can sabotage improvement. The most common way is to set expectations too low.  Reasonable, challenging goals should be set, and when they are achieved, the mentors should help their counterparts find areas for improvement and set new goals. Saying that things are “good enough” or that there is no room for improvement is selling your counterpart and yourself short.  Similarly, under the guise of “helping” or “fixing things”, mentors can get too involved in “fighting fires” and lose sight of the long range goals.  It’s very easy to get lost completing immediate tasks and forget that we are here to develop self-sufficiency and long-term sustainability.   These are some of the ways that mentors are hoping for a particular outcome, but are actually reinforcing the opposite.

Poor information sharing can lead to missed opportunities, loss of rapport, inefficiencies, etc.  Information must be shared, either good or bad, for decisions. Always offer options for solutions and let your counterpart decide what’s best.  Materials should be presented in a simple manner, even at the highest level. If not, this could cause complications and be misunderstood.  Mentors also need to reinforce and develop information sharing skills in their counterparts.  Too often, ANSF Mentees are hesitant to pass bad news up the chain, request clarification for vague or confusing instructions, or accept the same from their subordinates.  Personalities must be developed in order to share knowledge and improve relationships.

Mentors also need to be cautious of an over reliance on slides.  Slides are an effective communication tool, but they must not be misused or over-used.  The threshold for “Death by PowerPoint” is much lower in Afghanistan.  In addition, high illiteracy rates can negate their effectiveness entirely, and even when the target audience is (somewhat) literate, the importance of easy to read, multi-lingual slides cannot be overemphasized.  Whenever slides are used, an emphasis on visual representations must be kept.  Like information sharing, the mentors will need to both keep an eye on their own practice, and mentor their counterparts on the effective use of slides.
Purchasing supplies, equipment, medicines and materials using operational funds (OPFUNDS) or through CSTC-A is a powerful tool that can also be easily misused or overused. The purpose of these funding sources is to acquire items that are operational necessities when they cannot be obtained through the appropriate ANSF system. When mentors immediately turn to their funding/purchasing chains because “We all know the ANSF supply system is broken.” or because their counterpart says, “I didn’t submit a request because I know the Depot doesn’t have any.”, they are not working to fix a broken system. There will be times when mentors have to let the immediate “need” fail, to teach the greater lesson that will lead to self-sufficiency and sustainability. This is another way that mentors think they’re helping, but are actually reinforcing the opposite.

It’s also important not to make promises that have any significant chance of not being delivered. Failures to deliver by the mentors will linger and not easily be forgotten.  It is extremely important to under promise and over deliver. Repeated failures to deliver by the mentors is one of the causes of the “I don’t need a mentor, I just need their money.” attitude that some ANSF counterparts express.  Another mentor behavior that can lead to this opinion is choosing to maximize “quality of time”.  It is very important to build rapport.  That task is hard to do when the mentor shows-up periodically to dispense platitudes, suggestions, etc. without really understanding the day-to-day operations. Shared difficulties and challenges are a very effective way to build rapport. As a medical mentor, there may not be as much apparent opportunity to “spend time in the trenches”, but simply being there to see how the daily work is done, what the regular issues that arise are, etc. goes a long way to building rapport and demonstrating that the mentors are there for the long haul and not just as a source of funds.  
bm. Giving them everything they want.  That’s not mentoring, that’s enabling.
i.
Successful Alternatives
Many of the solutions to flawed techniques are obvious, but there are some more subtle solutions, and some that are so effective that they need to be emphasized. A highly effective technique is to use the mentor chain to “stack the desk” behind the scenes.  In any training or learning situation, it can be very frustrating to always perform the correct steps without seeing any positive results.  By using the mentor chain to ensure all the pieces are in place, a positive outcome can be essentially guaranteed and reinforce the benefits of working through the system instead of giving-up, not even trying, doing without, etc.
Similarly, OPFUNDS can be used to reinforce working with the system.  It is very easy to just purchase a piece of equipment; however, putting in the extra effort to ensure your counterpart completes the requisition paperwork, submits it to supply and/or regional depot, follows-up, etc. and then using OPFUNDS only after the steps have been completed, and it is known for a fact that the items will not be available in a timely fashion, is much more beneficial.  First, it ensures that your counterpart(s) know the proper procedures. Second, it works the system, which needs to be done if there’s going to be any hope that it will eventually work.  Third, it pushes the real-world demands up the chain, so the supply system has the opportunity to set realistic demands, minimum stock levels, etc. 

It is easy to underestimate the value of “quantity of time” over “quality of time”.  When mentors arrive, expect their counterparts to interrupt their daily tasks for pedantic tasks or didactic lessons, and then depart, it negatively reinforces the commitment of the mentor. The importance of shared hardships and commitment of the mentor to the success of their counterpart’s mission, cannot be under-estimated.  In addition to building rapport, time spent “just being there” allows the mentor to exploit opportunistic training situations that would have been missed using the whirlwind in-and-out approach.
Another opportunistic training opportunity often occurs when the counterpart needs to attend a meeting that will be more effective without the mentor’s presence.  This often provides time for the mentor to work with their counterpart’s staff, which can often be difficult to work in.  Again, this shows the mentor’s dedication to their counterpart’s mission. Knowing when your presence will help and when it will hinder, is a judgment call that mentors will have to learn through experience, just as they will have to learn when “just being there” is no longer waiting for opportunistic training and has degraded into “wasting both the mentor’s and counterpart’s time”.  
L.
Mentoring COIN Doctrine
As part of the U.S./NATO’s COIN operations, ETT’s & OMLT’s also have to mentor the ANSF on COIN Doctrine. COIN stresses a unified effort designed to weaken the insurgents, separate them from the people, and eradicate the underlying issues that drive the local population to support the insurgency. Just as the coalition forces have to be aware of second and third order affects and the potential for good intentions to be portrayed in a negative light by the insurgents, the ANSF needs to be aware of the same potential for unintended consequences and damaging Information Operations (I/O).
The popular scatter-shot approach to medical treatment almost always does more harm than good. There will be pressure on ANSF medical personnel by line commanders to provide medical services as part of the humanitarian assistance missions they do.  If this is limited in scope, it can be done.  Acute care (inoculations, wound care, illnesses that can be treated with one course of medication, etc.) and health screenings generating referrals for more serious or chronic care, can be performed effectively.  Initiating treatment for chronic illnesses, supplying an initial supply of medication, etc. with no follow-up care is counter-productive because it emphasizes the areas where the government is week.  It can actually be damaging to the health of the patient and exacerbate their illness (e.g. administering an incomplete course of antibiotics). The mentors must help their counterparts advise and educate senior officers in the ANSF regarding the overall negative effects of seemingly beneficial operations.

Mentors have to ensure that their counterparts are aware of potentially bad I/O. ANSF operations cannot portray GIRoA in a bad light, foolish, wasteful, etc. or give the population the impression that the ANSF is thinking only of themselves, abusing their position, etc.  As medical professional, the mentored counterparts need to be aware of any negative impact their ANSF operations will have upon the local population (worsening already poor sanitaty conditions, polluting scarce water supplies, etc.).
M.
Gender specific issues with regards to mentoring (Females)
Unfortunately, strong gender issues still exist in Afghanistan.  Fortunately, the medical profession is tremendously more integrated than the ANSF and Afghan society as a whole.  Female medical mentors usually do not start with any direct difficulties with their counterparts.  Also, the coalition’s integrated armed forces have been in Afghanistan for years, so most of the issues will be matters of degrees, and not totally unique situations.
Just as there will be times when a male mentor can benefit a meeting more by not being in attendance, there will be times when the presence of a female mentor will be detrimental; however, there will also be times when the presence of a female mentor can keep a potentially aggressive meeting focused and on a more even keel.

Female mentors may have to work a bit harder to build rapport and establish credibility, especially with their counterpart’s co-workers, subordinates and superiors. Along this line, smaller slights and errors may result in a greater loss of rapport and credibility. It is even more important for female mentors to respect rank, protocol, etc. and remember that mentors are there as advisors, not as superiors. As much as gentle persistence, steadfastness and determination without emotional attachment are important traits and tactics for male mentors, female mentors have to be aware of how their actions are being perceived, in addition to the information their trying to present.
The one uniquely female issue that is rarely (if ever) an issue for males is clothing. Standard military issue physical training (PT) attire is modest by U.S. and NATO standards; however, it is potentially offensive to many Afghans (both male and female).  It may be inconvenient to change out of PT’s for a quick trip to visit your counterpart, or uncomfortable to keep the uniform coat on, but the problems that could potentially be caused are not worth the time saved or additional comfort.
IX.
Reach-back Capabilities
It is very important for the ETT’s out in the field to know that they are not alone or running “open loop” with no feedback or resources. Given the nature of the mission, there will be times when it seems that if your counterparts have no obvious or high-profile problems, you’re being ignored, but that is not the case. Even if CSTC‑A or CJTF-P is not reaching out to you every day, your mission and the job you do are important; that is why there are many resources ETT’s can use to “reach back” for support, or just to keep the mentor chain informed. 
The Center for Disaster and Humanitarian Assistance Medicine (CDHAM) has a dedicated Afghanistan Healthcare Sector Reach-back Project is focused on providing “reach-back” support to CENTCOM, CSTC‑A CJ SURG, CJTF, the mETT’s, the PRT’s, and other U.S. DoD medical elements in Afghanistan. The “reach-back” services provided center around educational programs and materials
A.
Importance of utilizing reach-back resources
CSTC‑A and CJTF-P have established several resources for ETT information. The information is made available to decrease the ETT’s ramp-up time, avoid wasted effort and serve as a base for institutional knowledge. Often, a problem that may appear to be “new” to your area, may have already been seen elsewhere, or even been dealt with once before in your area. This will help us conserve our efforts. Also, a common information repository will help us mentor to a common standard and avoid every Corp doing things “their own way”. Information sharing will also help to avoid the unfortunately no uncommon “changing things back to the way it was before your predecessor changed things”.
In addition, reaching back will help to coordinate activities outside of your AO. There will be times when “something” stalls, gets lost, or hits a roadblock due to conflicting information. Communicating through CJTF-P to the mentors in other regions or those that mentor at the OTSG and/or MOD can help facilitate your counterpart’s activities, so the “right thing to do” becomes a valuable teaching exercise and not a frustrating waste of time. We can also facilitate interaction with other organizations, such as the Ministry of Public Health (MoPH), in order to deliver better, more extended, and more coordinated healthcare.
B.
Resources
i.
On Line
a.
CJTF-P Website

CJTF-P Surgeon SharePoint site can be accessed at https://tfphx.oneteam.centcom.mil under the “Surgeon” tab. This site contains training goals, objectives, training guidance and materials. All CJTF-P U.S. Forces memorandums, policies, and procedures can be accessed on this site.
b.
CSTC‑A Website
CSTC‑A has two websites. The public website: http://www.cstca.com/ has a large number of informational related documents. There you can find command philosophy, structure and status information, copies of the Enduring Ledger, etc. The internal CSCT-A site: https://intranet.oneteam.centcom.mil/ has more specific internal information. Here you can find Command Policies, news, safety information and more. There are also a number of SharePoint sites that are linked off the home page. Going to Team Site -> Internal Staff -> Command Surgeon: https://intranet.oneteam.centcom.mil/sites/drdmed/ is the main CJ‑SURG site. The sub-site “ETT Coordinator Documents” will be the main repository for Medical ETT Documents. The site is undergoing some “renovations”, plus there are a lot of team sub-sites, so be sure to use the search box in the upper right-hand corner to make sure what you’re about to create from scratch for isn’t already there. Likewise, when you create something new, please pass it up the chain, so we can preserve our institutional knowledge.
c.
Internet Resources 
bn. Army CALL

bo. AMEDD CALL

bp. any equivalents for AF & Navy
General Dennis J. Reimer Training and Doctrine Digital Library: https://rdl.train.army.mil/ The Reimer Digital Library is an online site that holds a significant chunk of the Army Doctrine available in Digital form.

Department of the Army Publications and Forms: http://www.army.mil/usapa/ In addition to electronic forms, this site contains a large number of Field Manuals, Training Manuals, Training Plans, etc. Although our target is Afghan-centric solutions, the U.S. doctrine and manuals can be used for source information, or to leverage local buy-in.

The Air Force has a number of online resources. The first: http://www.e-publishing.af.mil/ can be searched for medical regulations, documentation, etc. published by the Air Force. The second: https://kx.afms.mil/kxweb/dotmil/kj.do?functionalArea=MedicalManpowerDiv , requires your CAC card for access and contains information specifically focused on Medical Force Development. There are a good number of Preventative Medicine publications that may be of use.
Center for Disaster and Humanitarian Assistance Medicine: http://www.cdham.org/ The mission of the Center for Disaster and Humanitarian Assistance Medicine (CDHAM) is exactly what its name implies - to be the focal point for medical aspects of disaster relief and humanitarian assistance. Other centers operate within the realm of humanitarian relief; however, they are focused on the broader issue of disaster management. CDHAM complements the work of these centers, by specializing in medicine and health-related topics worldwide.
In addition to being involved in pre-deployment training of medical personnel, CDHAM also offers: Provisioning of printed and electronic teaching materials; Development of new requested courses and teaching materials; Coordination and collaboration meetings with personnel in different agencies in Washington, D.C. CDHAM can also coordinate with and collect information from outside resources, e.g. Uniformed Services University of the Health Sciences, National Library of Medicine, National Naval Medical Center, George Washington University, Walter Reed Army Medical Center. In office, CDHAM has: Reference book library on Afghanistan, Extensive electronic references and PowerPoint lectures on Afghanistan, clinical procedures, Emergency Trauma Care, Afghanistan Healthcare Leadership Development, Afghan picture bank of over 2500 photos, and an Extensive international medical contacts list.
For more information or assistance, please contact: Dr. Jim Holliman, jholliman@cdham.org, cholliman@usuhs.mil, Office 301-295-3176, cell 717-991-3234; LTC Ben Woods, M.D., bwoods@cdham.org, jonbwoods@comcast.net, Office 301-295-3954, cell 240-472-0811; Ginny Nagy, JD, MPH, gnagy@cdham.org, ginnyenagy@yahoo.com, Office 301-295-4036 , cell 412-427-5292
Afghanistan Anesthesiology, Critical Care, and Emergency Medicine Education: http://www.afghanmedett.org/ This site was set-up by Elvin J. Cruz-Zeno, MD, MS, a previous ETT Mentor in Afghanistan. This website is for the people of Afghanistan. Its sole purpose is to expand medical education in the areas of Anesthesiology, Critical Care, and Emergency Medicine throughout the Afghan medical community.
ii.
Medical Research Libraries
DeployMed ResearchLINK: http://deploymentlink.osd.mil/deploymed/ DeployMed ResearchLINK presents information on deployment medical research conducted and supported by federal research programs within DoD, VA, and HHS. The purpose of this web site is to be a central resource of information on federally funded medical research related to deployments from the 1990-91 Gulf War forward.
The Armed Forces Medical Library: http://www.tricare.mil/afml/ The Armed Forces Medical Library (AFML), is a specialized core of military medical materials, allied areas of management and hospital administration, and historical monographs. The Armed Forces Medical Library services military medical personnel worldwide.

DOD list of online medical libraries: http://www.dod.mil/other_info/libraries.html
iv.
Other Organizations in-country

a.
MPRI
MPRI is an organization that has contractors focused on mentoring throughout Afghanistan. Their employees are all retire military and, for the most part, have two or more years of continuous experience in country. They are a strong source of continuity. Their primary roles are mentoring policy development and training. To avoid re-inventing the wheel, it is highly recommended to check with MPRI before you mentor your counterpart(s) through developing new policies or creating training materials from scratch. They have a large amount of material that has already been translated into both Dari and Pashto.
b.
Non-Governmental and Private Volunteer Organizations

There are a large number of Non-Governmental and Private Volunteer Organizations (NGO’s & PVO’s) operating in theater.  There are a large number of areas of Afghanistan where NGO’s & PVO’s are the only source of medical care within any reasonable commuting distance.  The MoPH has the best coordination with NGO’s & PVO’s operating in theater.  Please contact the MoPH liaison at CSTC-A if you need any assistance from, or coordinating with NGO’s & PVO’s operating in your Area of Operation (AO).
The web page: http://www.globalhealth.gov/countries/asia/afghanistan.html has a list of known healthcare related NGO’s & PVO’s operating in Afghanistan.
X.
Administrative Matters
A.
Engagement with the Media
Media coverage of CSTC‑A units, including media embeds, is encouraged. Media coverage should focus on units’ role in working together with our Afghan and coalition partners to help the Afghan government develop, staff, and grow its security forces by training and mentoring the Afghan National Army and Afghan National Police. The following guidelines apply when dealing with members of the news media:
f. Always remember OPSEC.
g. Always keep in mind that what you say and how you say it influences public perception of the CSTC‑A units and its mission.
h. When media interviews are granted, stay within your specific area of responsibility and expertise.
i. Everything discussed with the media is “on the record.”
j. Avoid saying “no comment” as it is ok to say “I don’t have that information.”
k. Correct mistakes immediately.
e. Don’t comment on national policy or political matters.
f. Don’t speculate. If you don’t know something, say so.
g. Don’t speak on behalf of others.
h. Never discuss operational details, specific capabilities, intelligence information, or future plans or operations.
i. Don’t discuss Rules of Engagement (ROE).
j. Don’t provide information about local forces that may be used to the advantage of their opponents.
k. Do not answer hypothetical or “what if” questions.
B.
Command Relationships
Operations in Afghanistan are not organized in the same way as Iraq. Afghanistan has separate channels for Afghan development (Title 22 Funds) and the care and feeding of U.S. Troops (Title 10 Funds). Some organizations have command and control of one class of funds, while others work with both.

CJTF-P has both Title 10 and 22 missions. It has the obvious Title 10 mission to take care of the troops currently performing the mentoring mission. It also serves as a conduit of Tittle 22 Funds for the ETT’s to perform their mission.
CSTC‑A, although it has oversight over CJTF-P, has no Title 10 role, other than the care and feeding of its own troops. Any Title 10 issues raised by CJTF-P, or the BCT’s CJTF-P supports, have to passed up the chain to USFOR‑A.
CJ‑82 also has a dual mission. It provides a BCT’s to the Title 22 mentoring mission, and it supplies U.S. personnel for the “kinetic” (i.e. combat) mission.

D.
OPFUNDS, Field Ordering Officer (FOO) and Pay Agent (PA) Issues
The FOO/PA team provides a Commander the ability to make local purchases in support of the Title 22 (Embedded Training Team (ETT) or Police Mentor Team (PMT)) or Title 10 missions; however, Title 22 Operation Funds (OPFUNDS) cannot be used to support the Title 10 mission, and Title 10 funds cannot be used to support Title 22 missions. ETT’s will likely only be issued Title 22 Funds, while the BCT’s supporting the ETT Mission will likely only be issued Title 10 Funds. Currently, the following maximum monthly threshold has been established: ANP‑$10,000, ANA‑$15,000, FDD‑$15,000, and Title 10‑$10,000. This process should not be utilized in the following manners: multiple purchases used to build on project, recurring services that should be contracted, and multiple buys for supplies readily available through the military supply system. Field Ordering Officer (FOO) and Pay Agent (PA) teams are authorized to allow units to make emergency over-the-counter purchases on mission critical requirements. If you have specific questions or want to obtain funds contact your local FOO/PA team. 
XI.
Appendices

A.
Acronym Listing
Below is a list of common acronyms. A more complete list can be found on the CSTC‑A website.

	A

	ABP
	Afghan Border Police

	ACF
	Anti-Coalition Forces

	ACM
	Anti-Government and Anti-Coalition Militia

	ACU
	Army Combat Uniform

	AGF
	Anti-Government Forces

	AID
	Agency for International Development

	AK
	Avtomat Kalashnikova (Soviet assault rifle)

	ALO
	Authorized Level of Organization

	AMC
	Army Material Command

	ANA
	Afghan National Army

	ANAAC
	Afghan National Army Air Corps

	ANATEC
	Afghan National Army Training and Education Command

	ANBP
	Afghan National Border Police

	ANP
	Afghan National Police

	ANAP
	Afghanistan National Auxiliary Police

	ANCOP
	Afghan National Civil Order Police

	ANDS
	Afghan National Development Strategy

	ANAREC
	Afghan National Army Recruiting Command

	ANPREC
	Afghan National Police Recruiting Command

	ANSF
	Afghan National Security Forces

	ANUP
	Afghan National Uniform Police

	AO
	Area of Operation

	ARCENT
	U.S. Army Component, U.S. Central Command

	ARSIC
	Afghan Regional Security Integration Command

	ARC
	Afghan Relief Committee

	ARCS
	Afghan Red Crescent Society

	ARF
	Afghanistan Rebuilding/Relief Foundation

	ASF 
	Afghanistan Security Forces

	ATLS
	Advanced Trauma Life Support

	B

	BAF
	Bagram Air Field

	BCA 
	Baseline Capabilities Assessment

	BCT
	Brigade Combat Team

	BDOC
	Base Defense Operations Center

	BMD
	(Boyevaya Mashina Desantnya) Soviet Airborne Personnel Carrier

	BMP
	(Boevaya Mashina Pekhoty) Soviet Personnel Carrier

	BOLO
	Be On the Look Out 

	BSA
	Brigade Support Area

	BSB
	Base Support Battalion

	BTA 
	Baseline Target Assessment

	BUB
	Battle Update Brief

	C

	C2W
	Command and Control Warfare

	C4I
	Command, Control, Communications, Computers, and Intelligence

	CA
	Civil Affairs

	CASEVAC
	Casualty Evacuation

	CASREP
	Casualty Report

	CAX
	Computer Assisted Exercise

	CBL
	Commercial Bill Of Lading

	CCIR
	Commander's Critical Information Requirements

	CCIRM
	Collection Co-ordination and Intelligence Requirements Management 

	CECOM
	Communications Electronic Command

	CENTCOM
	Central Command

	CEOI 
	Communications Electronic Operating Instructions

	CERP
	Commander’s Emergency Response Program

	CF
	Coalition Forces

	CID
	Criminal Investigations Division

	CIED
	Counter Improvised Explosive Device

	CJOA
	Combined Joint Operations Area

	CJOA-A
	Combined Joint Operations Area - Afghanistan

	CJOC
	Combined Joint Operations Center

	CJOTF
	Combined Joint Operations Task Force

	CJSOTF
	Combined Joint Special Operations Task Force

	CJTF
	Combined Joint Task Force

	CJSOR
	bq. 

	CMA
	Central Movement Agency

	CMAOC
	Casualty Mortuary Affairs Operations Center

	CMCC
	Combined Movement Coordination Center

	CMCC
	Corps Movement Control Center

	CMIC
	Civil Military Information Center

	CMO
	Civil Military Operations

	CMOC
	Civil Military Operations Center

	CMTF
	Civil-Military Task Force

	CN
	Counter Narcotics

	CNPA
	Counter Narcotics Police of Afghanistan

	COFS
	Chief of Staff

	COMMZ
	Communication Zone

	CONOPS
	Concept of Operations

	CONOPS
	Contingency Operations

	CoP
	Chief of Police

	COP
	Common Operational Picture

	COS
	Chief of Staff

	COTS
	Commercial of the Shelf

	CSB
	Corps Support Battalion

	CSDP
	Command Supply Discipline Program

	CSTC‑A
	Combined Security Transition Command - Afghanistan

	CST
	Coalition Support Team

	CT
	Counter Terrorism

	CTC
	Central Training Center

	CTF
	Combined Task Force 

	CUB
	Commander's Update Briefing 

	D

	DACOS
	Deputy Assistant Chief of Staff

	DARPA 
	Defense Advanced Research Projects Agency

	DBOF
	Defense Business Operations Fund

	DCMA
	Defense Contract Management Agency

	DCOS
	Deputy Chief of Staff 

	DCP
	Deployable Command Post

	DCS
	Direct Commercial Sales

	DCU
	Desert Combat Uniform

	DET OPS
	Detainee Operations

	DEU
	Germany

	DFAS
	Defense Finance and Accounting System

	DFID
	Department For International Development

	DIAG
	Disband Illegal Armed Groups

	DLA
	Defense Logistics Agency

	DMZ
	Demilitarized Zone

	DNBI
	Disease and Non-battle Injury

	DNVT
	Digital Non-secure Voice Telephone

	DOE 
	Department of Energy

	DOS
	Days of Supply

	DoS
	Department of State

	DRMS
	Defense Reutilization and Marketing Service

	DSA
	Division Support Area

	DSC 
	Defense Supply Center

	DSN
	Defense Switched Network

	DZ
	Drop Zone

	E

	EAC
	Echelons Above Corps

	ECB
	Echelons Corps and Below

	ECM
	Electronic Countermeasures

	ECP
	Entry Control Point

	ECOA
	Enemy Course Of Action

	EOT
	End of Tour

	ESAPI
	Enhanced Small Arms Protective Inserts

	ESOC
	Emergency Supply Operations Center

	ETA
	Estimated Time of Arrival

	ETD
	Estimated Time of Departure

	ETR
	Estimated Time of Return

	ETT
	Embedded Training Team

	EU
	European Union

	EWO
	Electronics Warfare Officer

	F

	FARP
	Forward Arming and Refueling Point

	FCP
	Forward Command Post

	FDD
	Focus District Development

	FDO
	Foreign Disclosure Officer

	FFIR
	Friendly Forces Information Requirements

	FIS
	Foreign Intelligence Service

	FLB
	Forward Logistics Base

	FLE
	Forward Logistic Element

	FLIPL
	Financial Liability Investigation of Property Loss

	FLIS
	Federal Logistics Information System

	FLO
	Foreign Liaison Officer

	FM
	Fund Manager

	FMF
	Foreign Military Funding

	FMFP
	Foreign Military Financing Program

	FO
	Field Office

	FOB
	Forward Operating Base

	FOO
	Field Ordering Officer

	FP
	Force Protection 

	FPCON
	Force Protection Condition

	FSB 
	Forward Support Battalion

	FSD
	Forward Supply Depot

	FSN
	Foreign Service National

	FSO
	Field Security Office

	FSP
	Forward Supply Point

	FST
	Forward Surgical Team

	G

	GBL
	Government Bill of Lading

	GCTF
	Global Counter Terrorism Force

	GFC
	Ground Force Commander

	GIRoA
	Government of the Islamic Republic of Afghanistan

	GMT
	Greenwich Meridian Time (Zulu-Time)

	GO
	Governmental Organization

	GOA 
	Government of Afghanistan (GoA)

	GSA
	Government Services Administration

	GSU
	Garrison Support Unit

	GWOT
	Global War on Terrorism

	H

	HA
	Humanitarian Assistance

	HAPA
	Humanitarian Action for People of Afghanistan

	HG
	Host Government 

	HIC
	Headquarters In Command

	HIWF
	High Intensity War Fighting

	HLD
	Homeland Defense

	HMIS
	Health Management Information System

	HMMWV
	High Mobile Multipurpose Wheeled Vehicle

	HMO
	Health Maintenance Organization 

	HN
	Host Nation

	HNS
	Host Nation Support

	HSD
	Health Sector Development

	HT
	Hostile Taliban

	HTB
	Hostile Taliban

	HTML
	Hyper Text Marking Language

	HUMINT
	Human Intelligence

	HUMRO
	Humanitarian Relief Operations

	HVT
	High Value Target

	I

	I&S
	Intelligence and Surveillance

	IA
	Interim Agreement

	IAEA
	International Atomic Energy Agency 

	IAG
	Illegally Armed Group

	I-ANDS
	Interim- Afghan National Development Strategy

	IAW
	In Accordance With

	IBA
	Individual Body Armor

	IBSC
	Integrated Border Security Zone

	ICC 
	Islamic Coordination Council

	ICG
	International Crisis Group

	ICP
	Inventory Control Point

	ICRC
	International Committee of the Red Cross

	IED
	Improvised Explosive Device

	IEDD
	Improvised Explosive Device Disposal

	IEF
	Initial Entry Forces

	IFAK
	Improved First Aid Kit

	IFRC
	International Federation of the Red Cross

	IFV
	Infantry Fighting Vehicle

	IG
	Inspector General

	ILO
	In Lieu Of

	IMO
	Information Manager Office

	IMP
	International Military Police

	IMS
	Integrated Management System

	IMU
	Islamic Movement of Uzbekistan

	INFO OPS
	Information Operations

	INFOSEC
	Information Security (Electronic)

	IO (or I/O)
	Information Operations

	IPB
	Intelligence Preparation of the Battlefield

	IPC
	Initial Planning Conference

	IPE
	Individual Protection Equipment

	IPR
	In-Progress Review

	IRC
	International Red Cross

	IRNA
	Islamic Republic News Agency

	IROA
	Islamic Republic of Afghanistan

	IRP
	Inventory Reduction Plan

	ISAF
	International Security Assistance Force (UN)

	ISE
	Intelligence Support Element

	ISID
	Inter-Services Intelligence Directorate

	ISM
	Intelligence Synchronization Matrix

	ISM
	Info Strategy Meeting

	ISOPREP
	Isolated Personnel Report

	ISRA
	Islamic Relief Agency

	ISAN
	International Security Assistance Network

	ISSM
	Information Systems Security Manager

	IT
	Information Technology

	ITGA
	Islamic Transitional Government of Afghanistan

	ITO
	International Terrorist Organization

	J

	JAG
	JAG Judge Advocate General

	JCMIC
	Joint Civil Military Information Center

	JCMOC
	Joint Civil Military Operations Center

	JCS
	Joint Chiefs Of Staff

	JCTL
	Joint Coordination Target List

	JFC
	Joint Force Commander

	JFHQ
	Joint Force Headquarters

	JIHAD
	Muslim Holy War

	JINT
	Joint Intelligence

	JLC
	Joint Logistic Center

	JLC
	Joint Logistic Command

	JLMC
	Joint Logistics and Movement Control

	JMCC
	Joint Military Commission

	JMCC
	Joint Movement Control Centre

	JMD
	Joint Manning Document

	JMOC
	Joint Medical Operations Center

	JOA
	Joint Operations Area

	JOC
	Joint Operations Center

	JSM
	Joint Security Mission

	JSOA
	Joint Special Operations Area

	JTF
	Joint Task Force

	JTL
	Joint Target List

	JVB
	Joint Visitor Bureau

	K

	K-2
	KARSHI KAHNABAD- UZBEKISTAN

	KAF
	Kandahar Air Field

	KAIA
	Kabul AFGHANISTAN International Airport

	KANDAK
	Battalion Size Unit

	KCP
	Kabul City Police

	KCPC
	Kabul Central Police Command

	KG
	Kabul Garrison

	KIA
	Kabul International Airport

	KMHS
	Kabul Military High School

	KMI
	Kabul Medical Institute

	KMNB
	Kabul Multi National Brigade

	KMTC
	Kabul Military Training Center

	L

	LAB
	Logistics Assault Base

	LAN
	Local Area Network

	LAN/WAN
	Local Area Network / Wide Area Network

	LCH
	Local Civilian Hire

	LIVEX
	Live Exercise

	LN
	Local Nationals

	LNH
	Local National Hire

	LNO
	Liaison Officer

	LOA
	Letter of Assistance

	LOA
	Letter of Acceptance

	LOAC
	Laws of Armed Conflict

	LOG
	Logistics

	LOGCAP
	Logistic Civilian Augmentation Program 

	LOGDET
	Logistics Detachment

	LOGREP
	Logistic Reporting 

	LOGSTAT
	Logistics Status Report

	LOI
	Letter of Intent

	LOU
	Letter Of Understanding

	Loya Jirga 
	Afghan Council of Ancients (elected)

	LP
	Linkup Point

	LP
	Local Police 

	LPB
	Local Power Brokers

	LRP
	Logistics Release Point

	LRRP
	Long Range Reconnaissance Patrol

	LS
	Landing Site

	LSA
	Logistic Support Area

	LSD
	Logistic Support Detachment

	LSOC
	Logistics Support Operations Center

	LST
	Logistical Support Team

	LT
	Liaison Team

	LTF
	Logistics Task Force

	LTHF
	Long Term Holding Facility 

	LZ
	Landing Zone

	M

	MA
	Marshalling Area

	MA
	Military Assistant

	MA
	Mortuary Affairs

	MA
	Mutual Assistance

	MAB
	Mission Analysis Brief

	MAP
	Military Assistance Program 

	MAPA 
	Mine Action Program for Afghanistan

	MAPAC
	Military Assistance Program Address Code

	MAPAD
	Military Assistance Program Address Directory

	MARFOR
	Marine Corps Forces

	MASCAL
	Mass Casualty

	MASCAS
	Mass Casualties

	MASF
	Mobile Aeromedical Staging Facility

	MBT
	Main Battle Tank

	MC
	Movement Control

	MCC
	Movement Control Center

	MCC
	Movements Co-ordination Centre

	MCE
	Mission Control Element

	MCI
	Mercy Corps International

	MCMO
	Medical Civil-Military Operations

	MCP
	Mobile Check Point

	MCPA
	Mine Clearance Planning Agency

	MCS
	Mobility, Counter Mobility, Survivability

	MCT
	Movement Control Team

	MDC
	Military District Command

	MDE
	Major Defense Equipment

	MDMP
	Military Decision Making Process

	ME
	Main Effort

	MEDCAP
	Medical Civil Affairs Patrol

	MEDEVAC
	Medical Evacuation

	MEL
	Master Event List

	MEPS
	Military Entrance Processing Station

	METL
	Mission Essential Task List 

	MGRS
	Military Grid Reference System

	MHE
	Materiel Handling Equipment

	MI
	Military Intelligence

	MIB
	Military Intelligence Brigade

	MIPR
	Military Interdepartmental Purchase Request

	MJO
	Major Joint Operation

	MLPC
	Main Logistics Planning Conference

	MLT
	Military Liaison team

	MNS
	Mission Needs Statement

	MNTN
	Mountain

	MOA
	Memorandum of Agreement

	MOA
	Military Operating Area

	MOB
	Main Operating Base

	MOC
	Movement Operations Centre

	MoC
	Minister Of Communication

	MoD
	Ministry of Defense (ANA)

	MoE
	Ministry of Education

	MOE
	Measures of Effectiveness

	MoH
	Ministry of Health 

	MoHE
	Ministry of Higher Education

	MOI
	Memorandum of Instructions

	MoI
	Ministry of Interior (ANP)

	MOOTW
	Military Operations Other Than War

	MoPH
	Minister of Public Health

	MoPW
	Ministry of Public Works

	MOR
	Memorandum of Request

	MOU
	Memorandum of Understanding

	MoWA
	Ministry of Women's Affairs

	MP
	Military Police

	MPL
	Material Price List

	MPMS
	Mission Planning and Monitoring System

	MPRI
	Military Professional Resources Incorporated

	MRC
	Military Region Command

	MRO
	Medical Regulating Officer

	MRO
	Military Release Order

	MRP
	Motorized Rifle Platoon

	MRR
	Motorized Rifle Regiment

	MSA
	Mutual Support Agreements 

	MSC
	Major Subordinate Command/Commander

	MSE
	Mobile Subscriber Equipment

	MSR
	Main Supply Route

	MSU
	Major Subordinate Unit

	MTA
	Military Technical Agreement

	MTF
	Medical Treatment Facility

	MTOE
	Modified Table of Organization and Equipment

	MW
	Mine Warfare

	MWD
	Military Working Dog

	MWR
	Morale, Welfare, Recreation

	N

	NATO
	North Atlantic Treaty Organization

	NAV
	National Asset Visibility 

	NAVFOR
	Naval Forces

	NBI
	Non Battle Injury

	NCO
	Non-Commissioned Officer

	NCOIC
	Non-Commission Officer in Charge

	NCR 
	National Capital Region

	NCS
	Net Control Station

	NDMP
	National Disaster Management Plan

	NFI
	No Further Information or Not Further Identified

	NFZ
	No Fly Zone

	NGO
	Non Governmental Organization

	N-HOUR 
	Notification Hour

	NIPR 
	Non-Secure Internet Protocol Router

	NIPRNET
	Non-Secure Internet Protocol Router Network

	NLC
	National Logistics Cell

	NLT
	NATO Liaison teams

	NLT
	Not Later Than

	NLW
	Non-Lethal Weapons 

	NMAA
	National Military Academy Of Afghanistan

	NMC
	Non-mission Capable

	NOA
	Notice of Availability

	NOK
	Next Of Kin

	NOTS
	NATO Off-The-Shelf

	NR
	NATO Restricted

	NR
	Northern Region

	NS
	NATO Secret

	NSA 
	National Security Agency

	NSN
	National Stock Number

	NSP
	NATO Standardization Program

	NSTR
	Nothing Significant to Report

	NTC
	National Training Center

	NTL
	Nominated Target List

	NTM
	Notice to Move

	NTR
	Nothing to Report

	O

	O/A
	On or About

	O/O
	On Order

	O&M
	Operations & Maintenance (O&M) Funds

	OA
	Obligation Authority

	OC
	Operational Commander

	OC
	Operations Center

	OCIE
	Organization Clothing and Individual Equipment

	ODA
	Operational Detachment ALPHA (Special Forces)

	OEF 
	Operation ENDURING FREEDOM

	OGA
	Other Government Agency

	OMC-A
	U.S. Office of Military Cooperation - Afghanistan

	OMD
	Operations / Maintenance / Defense Budget

	OMLT
	Operational Monitoring & Liaison Team

	ONS
	Operational Needs Statement

	OOA
	Out of Area

	OOB
	Order of Battle

	OOTW
	Operations Other Than War

	OPCOM
	Operational Command

	OPCON
	Operational Control

	OPFUND
	Operational Fund

	OPLAN
	Operation Plan

	OPORD
	Operations Order

	OPORDER
	Operations Order

	OPTEMPO
	Operations Tempo

	OSD 
	Office of the Secretary of Defense

	OSI
	Other Security Interests

	OSINT
	Open Sources Intelligence

	OTSG
	Office of the Surgeon General

	P

	P&C
	Purchasing & Contracting 

	PR&C
	Purchase Request and Commitment

	PA 
	Public Affairs

	PAM
	Pure Afghan Magic

	PAO 
	Public Affairs Officer

	PCC
	Pre-Combat Checks

	PCI
	Pre-Combat Inspection

	PC&R
	Purchase Commitment & Request

	PD
	Priority Designator

	PDD 
	Presidential Decision Directive

	PDSS
	Pre Deployment Site Survey

	PEP
	Poppy Elimination Program

	PERSREP
	Personnel Report

	PERSTAT
	Personnel Status Report

	PfP
	Partnership for Peace

	PHD
	Provincial Health Director

	PKM
	Pulemyot Kalashnikova Modernizirovanniy (Soviet Light Machine Gun)

	PKO
	Peace Keeping Operations

	PM 
	Provost Marshal

	PMCS
	Preventative Maintenance Checks and Services

	PME
	Political Military Estimate

	PMO
	Provost Marshal Office

	PMT
	Police Mentor Team

	POD
	Port of Debarkation

	POD/E
	Port of Debarkation/Embarkation

	POE
	Point of Embarkation

	POE
	Point of Entry

	POE
	Port of Embarkation

	POI
	Program of Instruction

	POL
	Petroleum, Oils, Lubricants

	POTUS 
	President Of The United States

	POW
	Program of Work

	PPE
	Personal Protective Equipment

	PR 
	Personnel Recovery

	PR&C
	Purchase Request & Commitment

	PRD 
	Police Reform Directorate

	PRSG
	Police Reform Steering Group 

	PRT
	Provincial Reconstruction Team

	PRWeb
	Purchase Request Web

	PSA 
	Politically Sensitive Area

	PSC
	Principal Subordinate Command/Commander

	PSD
	Personal Security Detachment

	PSR
	Project Submission Request

	PSS
	Personnel Service Support 

	PSYOPS
	Psychological Operations

	PTL
	Prioritized Target List

	PTREF
	Police Training and Recruiting Entrance Facility

	PVO
	Private Volunteer Organization

	Q

	QA
	Quality Assurance

	QRF
	Quick Response Force

	R

	R & D
	Reconstruction & Development

	R&R
	Rest and Recreation

	R&S
	Reconnaissance and Surveillance

	R3P
	Rearm, Refuel, and Resupply Point

	RA
	Rear Area

	RAD
	Required Availability Date

	RAFA
	Reconstruction Authority For Afghanistan

	RAOC
	Rear Area Operation Center

	RAT
	Recruiting Assistance Team

	RC
	Regional Center

	RC
	Regional Command 

	RC
	Reserve Components

	RC
	Response Cell

	RCC
	Regional Command Center

	RC-E
	Regional Command - East

	RC-N
	Regional Command - North

	RC-S
	Regional Command - South

	RC-W
	Regional Command - West

	RCZ
	Rear Combat Zone

	RDD
	Required Delivery Date

	REAP
	Recovery and Employment Afghanistan Program

	REDPL
	Redeployment

	RF
	Reaction Forces

	RFA
	Request For Assistance

	RFA
	Restrictive Fire Area

	RFF
	Request For Forces

	RFI
	Request For Information

	RFIMS
	Request For Information Management System

	RFL
	Restricted Frequency List

	RFL
	Restrictive Fire Line

	RHQ
	Regional Headquarters

	RI
	Relief International

	RIC
	Routing Identifier Code

	RIL
	Reportable Items List

	RIMS
	Requested Information Management System

	RIO
	Regional Infrastructure Office

	RIP
	Relief in Place

	RLC
	Regional Logistics Center

	RMO
	Regional Movement Office

	RO/RO
	Roll-on/Roll-Off

	ROAD
	Relief Organization for Afghanistan Development

	ROCC
	Rear Operations Coordination Cell

	ROE
	Rules Of Engagement

	RON
	Remaining Overnight

	ROPL
	Reorder Point Level

	ROS
	Reports of Survey

	ROZ
	Restricted Operations Zone

	RP
	Release Point

	RPAT
	Regional Police Advisory Team

	RPG
	Regional Planning Guide

	RPG
	Rocket Propelled Grenade

	RPRA
	Reconstruction of Peace & Rehabilitation Association of Afghanistan

	RQA
	Return of Qualified Afghans Program

	RRF
	Rapid Reaction Forces

	RRI
	Response to Request for Information

	RSC
	Rear Support Command

	RSI
	Rationalization, Standardization, and Interoperability

	RSO
	Regional Security Office

	RSOI
	Reception, Staging, Onward Movement, and Integration

	RSOM
	Reception, Staging, and Onward Movement 

	RTC
	Regional Training Center

	RTD
	Return To Duty

	RTE
	Route

	RTNC
	Returned to National Control

	RTO
	Radio Telephone Operator

	RVT
	Remote Video Terminal

	RZ
	Recovery Zone

	S

	SA
	Situational Awareness

	SA
	Staging Area

	SAEDA
	Subversion And Espionage Directed Against U.S. Forces

	SAMMS
	Standard Automated Material Management System

	SAN
	Security Assistance Network

	SAO 
	Special Activities Office

	SAO 
	Security Assistance Office/Organization

	SAPI
	Small Arms Protective Inserts

	SAR
	Search And Rescue

	SARA
	Southern Afghanistan Reconstruction Agency

	SASO
	Stability and Support Operations

	SAT
	Security Assistance Team

	SATCOM
	Satellite Communications 

	SATRAN 
	Satellite Reconnaissance Advance Notice

	SAW
	Squad Automatic Weapon

	SCF
	Save the Children Foundation

	SCIF
	Sensitive Compartmented Information Facility

	SCIP
	Security Cooperation Information Portal

	SCMO
	Summary Court Martial Officer

	SCPG
	Strategic Capabilities Planning Guidance

	SDO
	Staff Duty Officer

	SDOS
	Standard Days of Supply 

	SDP
	Standing Defense Plan

	SECGEN
	Secretary General

	SECDEF
	Secretary of Defense

	SFODA
	Special Forces Operational Detachment Alpha

	SGS
	Secretary to the General Staff

	SIGINT
	Signals Intelligence

	SIO
	Senior Intelligence Officer

	SIPRNET
	Secret Internet Protocol Routed Network

	SIR
	Serious Incident Report

	SIR
	Specific Information Requirement

	SIR
	Specific Intelligence Requirement

	SIREP
	Sensitive Information Report

	SITREP
	Situation Report

	SJA
	Staff Judge Advocate

	SME
	Subject Matters Experts

	SOC 
	Special Operations Command

	SOCCENT
	Special Operations Component, CENTCOM

	SOF
	Special Operations Forces

	SOFA
	Status of Forces Agreement 

	SOG
	Senior Officials Group

	SOI
	Signal Operating Instructions

	SOP
	Statement Operating Procedures

	SOR
	Statement of Requirements

	SOS
	Source of Supply

	SOW 
	Scope of Work

	SPIED
	Suicide Personnel-Borne Improvised Explosive

	SPOD
	Sea Port of Debarkation 

	SPOE
	Sea Port of Embarkation

	SPR 
	Single Point Refueling

	SR
	Strategic Reserve

	SR
	Supply Route

	SSE
	Single Source Element 

	STAAR
	Social and Technical Association for Afghanistan Rehabilitation

	STANAG
	Standardization Agreement

	SURG
	Surgeon

	SVBIEB
	Suicide Vehicle Borne Improvised Explosive Device

	SWA
	South West Asia

	SWE
	Sweden

	SWG
	Surface Warfare Group

	SY
	Solar Year

	T

	TA
	Transitional Administration/Authority

	TAA
	Target Audience Analysis 

	TAACOM
	Theater Army Area Command

	TACOM
	Tactical Command

	TACON
	Tactical Control

	TACSOP
	Tactical Standard Operating Procedures

	TAFTA 
	Trends and Future Threat Actions

	TAG
	Training Advisory Group

	TAL
	Tactical Air Lift

	TAO
	Theater Area of Operations

	TAOO
	Theatre Area of Operations

	TAOR
	Tactical Area of Responsibility

	TAP
	Transition Action Plan 

	TASKIL
	MTOE (or equivalent)

	TAT
	Training Advisory Team

	TAT
	Technical Assistance Team

	TB
	Taliban

	TCN
	Troop Contributing Nation

	TCN
	Third Country Nationals

	TCN
	Transportation Control Number

	TCNS
	Transportation Control Numbers

	TCP
	Tactical Command Post

	TCP
	Traffic Control Post/Point

	TEK
	Traffic Encryption Key

	TF
	Task Force

	CJTF‑P
	Task Force Phoenix

	TGA
	Transitional Government Afghanistan

	T-HOUSE
	Taliban House

	THT
	Tactical HUMINT Team

	TI
	Thermal Imaging

	TISA
	Transitional Islamic State of Afghanistan

	TITAAN
	Theatre-Independent Tactical Army/Air Force Network

	TLAM
	Tactical Land Attack Missile

	TMCC
	Theatre Movements Coordination Center

	TMS
	Training Management System

	TOA
	Transfer of Authority

	TOA 
	Transportation Operating Agency

	TOC
	Tactical Operations Center

	TOD
	Tour of Duty

	TOE
	Table of Organization and Equipment

	TOR 
	Time of Receipt

	TOS
	Time on Station

	TOT
	Time Over Target ( Air Force ), Time On Target ( Artillery )

	TRADOC
	Training and Doctrine Command

	TS
	Theatre Surgeon

	TSA
	Target Status Assessment

	TSCM
	Tactical Surveillance Counter Measures

	TSG
	Transition Steering Group

	TTA
	Troop to Task Analysis

	TTP
	Tactics, Techniques and Procedures

	U

	UA
	Unauthorized Absence

	UAA
	Union Aid for Afghanistan

	UAE
	United Arab Emirates

	UAH
	Up Armored HMMWV

	UAV
	Unmanned Aerial vehicle

	UBL
	Unit Basic Load

	UHF
	Ultra High Frequency

	UIC
	Unit Identification Code

	UN
	United Nations

	UNAMA
	United Nations Assistance Mission in Afghanistan

	UNICEF
	United Nations Children’s Fund

	UNMO
	UN Military Observer

	UNSMA
	United Nations Special Mission for Afghanistan

	USACE
	United States Army Corps of Engineers

	USAFE
	United States Air Force, Europe

	USAID
	United States Agency for International Development 

	USAIICS
	United States Army Intelligence Center and School

	USAREUR
	United States Army Europe

	USASAC
	United States Army Security Assistance Command

	USB
	Universal Serial Bus

	USD
	U.S. Dollar

	USDoS
	United Department of State

	USEUCOM
	United States European Command

	UTC
	Unit Technical Code

	UTM
	Universal Transversal Mercator

	UW
	Unconventional Warfare

	UXB
	Unexploded Bomb

	UXO
	Unexploded Ordnance

	V

	V/STOL
	V/STOL Vertical/ Short Take Off and Landing

	V/R
	Very Respectfully

	VBIED
	Vehicle Borne Improvised Explosive Device

	VCP
	Vehicle Control Points 

	VCR
	Volunteer Community Relations

	VHF
	Very High Frequency

	VMC
	Vehicle Movement Code

	VOB
	Visitors and Observer Bureau

	VOIP
	Voice Over Internet Protocol

	VOR
	Valid Operational Requirement

	VRC
	Voluntary Refugee Center

	VRC
	Voter Registration Center

	VTC
	Video Teleconference

	W

	WAN
	Wide Area Network

	WARM
	Wartime Reserve Mode

	WDPA
	World Development Program for Afghanistan

	WEU
	Western European Union

	WEZ
	Weapon Engagement Zone

	WFP
	World Food Program

	WFZ
	Weapons Free Zone

	WG
	Working Group

	WHO
	World Health Organization

	WMD
	Weapon of Mass Destruction

	WMT
	Wireless Message Terminal

	WRT
	With Regard To

	WSS
	Weapons Storage Site

	X

	XO
	Executive Offer

	XP
	Crossing Point

	Y

	YAAR
	Youth Assembly for Afghanistan Rehabilitation

	YARA
	Youth Association for Rehabilitation of Afghanistan

	Z

	Z
	Zulu (GREENWICH Meridian Time)

	ZBT 
	Zero Balance Transfer

	ZOC
	Zone of Control

	ZOS
	Zone of Separation


B.
Army Medical Department (AMEDD) Echelons of Care Vs. NATO Roles
	U.S. Echelons of Care
	NATO Roles

	Echelon I: Non-medical unit level and incorporates self-aid, buddy-aid, on-site medic or corpsman assistance; physician care is routinely available at within the unit at an aid station. Care focuses upon casualty examination, lifesaving measures (airway, bleeding, shock), and preparation for further evacuation.
	

	Echelon II: Deployed Medical facility. Advance Trauma Life Support (ATLS). May include surgery, basic laboratory, pharmacy, radiology, and dental capabilities. Patient hold up to 72 hours.
	Role 1: Troop Physician, basic medical support, Non ICU Beds; Advance Trauma Life Support (ATLS)

	Echelon III: Deployed Medical Facility. Preoperative diagnostic procedures, intensive surgical preparation, general anesthesia, and postoperative care. In-patient care. Lab Services.
	Role 2LM (Light Maneuver): Role 1 + surgical capability, dentist, ICU beds; Damage Control Surgery 
Role 2E (Enhanced): Role 1 + surgical capability + limited specialist capability, dentist, ICU beds; Primary Surgery

	Echelon IV: Fixed Medical Facility. Located outside the immediate Area of Operations, but within theater. Staffed and equipped to provide definitive, rehabilitative care to return casualties to duty.
	Role 3: Role 1 + Role 2 + specialist care (Eye, Neurosurgery, etc.); enhanced diagnostic (CT) Primary Surgery

	Echelon V: Fixed Medical Facility. Located within CONUS and are staffed and equipped to provide convalescent, restorative, and rehabilitative services in addition to definitive and specialized medical care.
	Role 4: Definitive treatment/rehabilitation (home country) 


XXX.
MAJD’s Temporary pasteboard for potentially good bits, pieces and points to check-on
An old Army adage claims, “If no assessment has been made, then no training has been conducted.”
help the client to build their internal capacity and become a self-sufficient provider of their own mentor training.
TE Lawrence quote: It is better to let them do it imperfectly than to do it perfectly yourself, for it is their country . . . and time is short.
Mentors can get just as much out of the relationship as their counterpart(s) 
Constantly treading that fine line between doing too much (so nothing is learned) and not doing enough, leading to failure, so nothing is learned.

The other concept to which the word tribalism frequently refers is the possession of a strong cultural or ethnic identity that separates oneself as a member of one group from the members of another. This phenomenon is related to the concept of tribal society in that it is a precondition for members of a tribe to possess a strong feeling of identity for a true tribal society to form. The distinction between these two definitions for tribalism is an important one because, while tribal society no longer strictly exists in the western world, tribalism, by this second definition, is arguably undiminished.
Understand, then be understood

Craig Theater Hospital at Bagram – Run by Task Force Med, Craig Theater Hospital is one of the Role theater hospitals in Afghanistan, with a primary mission to treat coalition forces. TF MED has developed an International Medical Mentorship Program which is designed to improve the emergency and secondary health service delivery capability of Afghan physicians across the country. The program is a cooperative effort between a Korean Hospital (for primary and outpatient care), an Egyptian Hospital on Bagram Air Force Base (BAF) (for secondary in-patient care) and the U.S. Craig Hospital (for tertiary care). The program was designed to provide training six days a week over 90 days in the three hospitals, but funding constraints has led to a redesign of training for two days a week over a 90-day period. New cohorts enter the program every six weeks.

Korean Hospital at Bagram - The Koreans have been working in Bagram, where the hospital has a primary care focus and has partnered with DoD in training of a small cadre of Afghan doctors. The Koreans have also recently promised a $30m training center (including lodging), also located on Bagram FOB. An Egyptian hospital, (funded by DOD Title 10 Funds) provides services and training at secondary level of services.
Example: Suppose a laboratory technician/officer is assigned to a certain hospital. Mentoring activities would be directed towards creating sustainable, comprehensive laboratory services, as per Strategy #5 above. Indirectly, appropriate laboratory services would also fall under Strategy #2, as appropriate lab qualities are needed to provide high quality healthcare. 

Example: Let us take the case of a Corps Surgeon mentor. The Corps Surgeon mentor would provide coordination for corps medical training programs, would guide the ANSF Corps Surgeon on how to obtain new resources, and how to ensure that each ANSF patient is able to receive appropriate health care up through the system if necessary. In addition, there would need to be coordination at the Corps Surgeon level to incorporate OMLT and downrange coalition medical assets to provide appropriate medical care.

Example: An U.S./Coalition E-6 medic in Herat province is assigned to mentor medics at the Brigade level. Perhaps three major goals of the mentor would be to improve the following areas: (1) Medic Training, (2) Healthcare Provision at the Brigade level, and (3) Appropriate referral to higher echelons of care. 

The medic would then create competency exams to measure the effectiveness of medic training, could measure quality of healthcare delivery through a few key measurements (such as number of medications given for specific clinical conditions or died of wounds rate of trauma patients), and could also measure the percentage of soldiers who are appropriately transferred to higher echelons of care. These three areas of measurement would be the targets that the medic mentor would strive to improve, and would execute a number of activities to do so. 

CSTC‑A and CJTF-P are capitalizing on the 2BCT conversion to provide better command, control, communication and support to the Medical Mentoring Teams. Better coordination with ISAF and the OMLT’s will also improve the Medical Mentoring in areas not served by U.S. Mentor teams. Through more definitive and performance-based goals, directions and metrics along with improved C3, we can start addressing more of the real healthcare issues instead of the all too common fixing of the quick/easy/familiar/high-profile and leaving the long-term/difficult/unfamiliar/mundane problems for the next team.
{Reconcile Helmer’s “12 Urgent Steps for the Advisor in Afghanistan”, Eyre’s “14 Tenants”, Kilcullen’s “28 Articles” and Lawrence’s “27 Articles” papers}

br. MAKE SURE WE’RE CONSISTENT WITH “Mentors …” INSTEAD OF “You…”
As you carry out your duties, be flexible, resilient, and creative.

Don’t be afraid to over praise – it’s tough to over do
Counterparts (especially medical) may know Dari, Pashtun, Russian and English

Turn-over issues:

bs. Emphasize some kind of “living history” to avoid repeating past mistakes, re-changing something your predecessor un-changed, etc.

bt. Embedded plans, long term mentor oversight

bu. Keep new mentors focused on projects that have been started and show good progress, but you know will fall to the way-side as soon as the attention (mentors) is diverted.

bv. Build a history of the unit: know what worked, what failed (and why) and avoid the all-to-common changing something that isn’t done the way the mentor wants it only to be changed by the next mentor and then changed back to the previous way by the third mentor perpetual flip-flop

bw. Spell-out Issue/Discussion/Recommendation format and what areas need to be listed. The results need to be read and “approved” by CJTF-P/CSTC-A, maybe even mid-tour and two weeks before replacements arrive requirements

Separate AMEDD Section pulled, ensure the following is emphasized elsewhere:

bx. Descriptions of hierarchy, patient flow, C^2

by. Where PM fits into the whole scheme of things

bz. Pointers to specific recommended doctrine, FM’s. TM’s, STP’s, MTP’s, etc.
ca. Mostly (to be) contained in VI.A

cb. What does Corps SG do

cc. What does BDE Surg do?

cd. Different ANSF Medical units
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Mission

The Combined Security Transition Command – Afghanistan in partnership with the Government of Afghanistan, key partner nations and the International Community plans, programs and implements the establishment of enduring Afghan National Security Forces in order to develop a self reliant, self sustaining ANSF capable of conducting independent operations to ensure a stable Afghanistan, strengthen the Rule of Law and deter and defeat terrorism within its borders.
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Processing for PR&C Packages
Average of 7 days to get to Contracting for award.

Vendor’s quoted delivery timeline is not applicable until contract is awarded.
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CJ7 is the SAG Owner for Training Funds (validates against CMD SURG spend plan & availability of funds)





CJ4 is the SAG Owner for Equip & Sustainment Funds (validates against CMD SURG spend plan & availability of funds)
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Budget Analyst	 (validates against CMD SURG spend plan)
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Contracting Review 	





Contract Awarded : depends on CMD Surg priorities, requirements, number of vendors/quotes provided by originator,  current workload, etc. (30 days is considered reasonable CONUS but we are in Afghanistan so there are many variables that prolong the process)
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Actual Corps and Below Medical Capabilities:

 Each Corps Surgeon has setup a TMC capable of sick call only

 TMC are staffed with physicians and medics from the Corps and brigade surgeons office  

 Most TMC across the board have 2 to 3 physicians and between 5 to 8 medics

 4 – 10 ambulances; most are civilian Toyota models

 Toyota ambulances are not adequate for the terrain, or multiple patients

 3 out of 5 TA TAs run; Patients evacuation is dependent on vehicle availability



 CSS Medical Company - 1 of 8 at 75% fill (201st 3d BDE)

 Few trained medics – Short physicians

 No trained drivers

 Not mobile because trucks and tentage not on TO&E

 Not enough ambulances on-hand, purchase order out for bid expected award date NLT 15 Jan 06.



 Battalion Aid Stations (BAS) – 23 of 32 plts filled – 13 < 70%, 4 > 70%, 6 > 85% 

 Few trained medics – short physicians

 Not in operation due to lack of personnel and equipment.

 No trauma ability at the current fielded Kandaks

 BAS not mobile because trucks and tentage not provided

 Not enough ambulances on-hand, purchase order out for bid expected award date NLT 15 Jan 06.



The Corps medical system is virtually nonexistent at this time.  The Key medical functions; first responder, evacuation, dental, hospitalization and preventive medicine, that must be in place to effectively treat the sick and injured, clear the battlefield, evacuate casualties and maintain a healthy force are not in place.



 All emergency trauma support and MEDEVAC is provided by US, or ISAF.

 Kandahar, all medical support is US medical support, provides level I & II plus evacuation, Qalat has temp clinic with trauma capability

 MES has no effective evacuation 

 The current MoD hospital can provide limited trauma support



 Preventive medicine teams are been established as additional duty, slots now on TO&Es for TMCs. Field sanitation teams have not been established.

 Policy completed by ANA SG’s Preventive Medicine Working Group and signed by GCoS.



 Very limited dental capability, 209th Corp
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ANP Medical Facilities in Kabul:

Office of the Surgeon General/ Regional HQ Med Bldg
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